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REQUEST: 

23. Provide a complete copy of each group medical insurance policy that Duke 
Kentucky currently maintains for its electric employees. 

RESPONSE: 

See Attachment KyPSC-DR-01-023 for the most recent Summary Plan Description of the 
medical plans available to Duke Energy Kentucky employees. 
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Information about Defined Terms 
Introduction Because this SPD is a legal document, we wmnt to give YOU 

information about the document that will help you understand it. 
Certain capiralized words have special meanings. \,Ye Itave defined 
these wwrds in (Section 10: Glossary of Defined Terms). You can 

\Ve arc pleased to provlde you with this Summary Plan Description refer to Section 10 as you read this document to have a clearer 
(SPD). This SPD describes your Benefits, as well as your rights and understanding of your SPD. 
responsibifities, under the PIan. 

\Mien 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 

HOW to Use this Document "your" we ate referring to people who are Covered Persons as the 

\Sre encourage you to read your SPD and any attached Riders and/or term is defined in (Section 10: Glossary of Defined Terms). 

Amendments carefully. 

We especially encourage you to review the Benefit limitation of this Your Contribution to the Benefit Costs 
SPD by reading (Section 1: What's Covered--Benefits) and (Section The Plan may require the Participant to contribute to the cost of 
2: 1Yfllat's Not Covered--EscIusions). You should also carefully read coverage. Contact your Benefits representative for information 
(Secbon 9: Genera1 Legal Protisiot-ts) to better understand how this about any part of this cost you may be responsible for paling. 
SPD and your Benefits work. You sllould caI1 the Claims 
Admin~stra tor if you have questions about the limits of the coverage 
a\-ailable to YOU. Customer S e ~ c e  and Claims Submittal 

Please make note of the following information that contains Claims 
Many of the sections of thc SPD are related to other scctions of the Administrator department names and telephone numbers. 
document. You may not have all of the information you need by 
reading just one section. \Ye encourage you to keep your SPD and Customer Service Representative (questions regarding Coverage 
any attachments for your future reference. or procedures): As shown on your ID card. 

Please be a\varc that your Physician does not have a copy of your Care ~oordination~~'/Notification: As shown on your ID card. 
SPD, and is not responsible for knowmg or communicating your 
Benefits. Mental Health/Substance Abuse Setvices Designee: As shown 

on your ID card. 

. t G $  
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Claims Submittal Address: 

United Healthcare Insurance Company 

1'0 Box 740800 

Atlanta, Gri 30374-0800 

Requests for Review of Denied Claims and Notice of 
Complaints: 

Name and Address For Submitting Requests: 

Uruted 1-IealthCare Insurance Company 

PO Box 740816 

Atlanta, GA 30374-0816 

Internet: 

Q3e also encourage you to visit the Claims Adfninistrator's website, 
v,~v~v.mvuhc.com, to take advantage of several self-service features 
uicluding: viewing your claims' status, ordering ID cards and finding 
Network Physicians in pour area. 
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Network Benefits apply, see (Section 3: Description of Network and 

Section 1: Non-Network ~mefits). 

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

What's Covered--Benefits 
Covered Health Services are received while the Plew is m effect. 

Accessing Benefits. 

Copay~nents and Eligble Expenses. 

* Annual Deductible, Out-of-Pocket fvlaxirnum 
and hlalrimum Plan Benefit. 

* Covered Healdl Services. We pay Benefits for the 
Covered I-Iealth Services described in this section 
unkss they are fisted as not covered in (Section 2: 
!Xila t's Not Covered--Exclusions). 

e Covered Health Services that require you to 
notifj~ Care ~oordination~" before you receive 

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 serr.-lces from a Network provider. If you do not 
show your ID card, Network providexs have no way of kno\r;iing that 
you are enrolled under the Plan. As a result, they may bill p u  for the 
entire cost of the services you receive. For detaifs about when 

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

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

Gopayment 
Copayment is the amount you pay each time you receive certain 
Covered I-Iealth Services. For a complete definition of Copayment, 
see (Section 10: Glossary of Defined Terms). Copayment amounts 
are listed on the follosvii~g pages next to the description for each 
Covered Ifealth SenGce. Please note that when Copayments are 
calculated as a percentage (rather than as a set dollar amount) the 

' percentage is based on Eligible Expenses. 

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

We have delegated to the Clauns Administrator the discretion and 
authority to initially determine on our behalf whether a treatment or 
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supply IS a Covered ilealth Service and how the EligbIe 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 bas, 
unless you agreed to reimburse the provider for such services. For 
non-Network Benefits, except for fees that are negotiated by a non- 
Nehxrork provider and either the Claiins Administrator or one of its 
vendors, aff&ates or su6contractors, you are responsible for payng, 
dikectly to tile non-Network provider, any difference between the 
amot~nt the proxqder bills you and the amount ive will pay for 
Eligible Expenses. 

Notification Requirements 
Prior notification is required before you receive certain Covexed 
Health Senices. You are responsible for notifjing Cwe 
~oordination~" before you receive these Covered Health Services. 

For Mental I-lealth/Substance zibrrse Services you are responsible 
fur riotifjing the Mental Healch/Substance Abuse Designee. 

Services for \%-kc11 you must provide prior notification appear in this 
section under the l\)fft.if Yatt Arof@ Can C~arninaliolfi'~? column in the 
table labeled BetzeJTt l~fin~zntrian Some of the services requiring 
notification include: 

Accidental Dental Sendces. 

Durable Medical Equipment over $1,000. 

Home ffeslth Care. 

Hospice Care. 

8 Hospital Confmen~ents. 

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

lnpatient Mental Health and Substance Abuse Services. 

Reconstructive Procedwes. 

Skilled Nursing/Inpatient Rehabilitation Facility Confinement. 

TranspIantServices. 

Breast reduction and reconstruction (except for after cancer 
surgery), vein stripping, ligation and sclerotherapy, and upper Lid 
biepharoplasty. These services \ d l  not be covered when 
considered cosmetic in nature. 

To notify Care ~oordination~" 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 ~oordinat ion~~'  that the senices 
you plan to receive are Covered Health Services, even if not 
indicated in the Mt/st Yon N o f ~  Catv Coordi~aa'otc'~'? column. That's 
because in some instances, certain procedures may not meet the 
debition of a Covered Health Service and therefore are excluded. 
In other instances, the same procedure may meet the definition of 
Covered 134th SenGces. By calling before you receive treatment, 
you can check to see if the service is subject to limitations or 
exc~usions such as: 

The Cosmetic Procedures exclusion. Examples of procedures 
that rnay or rnay 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 Inr~estigadonal Services or Unproven 
Services exclusion. 

fi'nlted Healthcare I a w  PPO Plan for Cinergy Corp. - 01/01/04 
- 

(Section I: \%%at's Covered-Benefits) 



Any other limitation or exclusion of the Plan. 

Special Note Regarding Medicare 
If you are enrolled fur 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, pie wivtll pay as secondary payer as 
described in (Section 7: Coordination of Benefits). You are not 
required to notify Care ~oordination~" before receiving Covered 
Health Services when Medicare is the primary payer. 
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Payment Information 

Payment Term l3escrintion Amounts 

Annual 'The amount )rot1 pay For Covered Newark 
f-iedth Senices before you are eligible $1,000 per Covered Person per calendar year, not to exceed $2,000 for all 
to receive Benefits. For a complete Covcred Persons in a family. 
defininon of Annual Deductible, see 
(Section 10: Glossary of Defined 
Terms). 

Covered Expenses charged by both 
Network and non-nehvork Providers Nan-Network 

apply to\vards both the Network $2,000 per Covered Person per calendar year, not to exceed $4,000 for dl 

Individual and Family Deductibles and Covered ~ersons  in a family. 

the non-nehvork Individual and 
Famiis Deductibles. 

&payment The charge you are required to pay for Network and Non-Nel~trork 
certain Covered Health Senices. A See each Benefit in Section 1: What's Coveted - - Benefits for further 
Copapent may be either a set dollar information. 
amount or a percentage of Eligible 
Expenses. 

Out-of- 'ihe maLximum 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 aU 
Copayments. For a complete defulition Covered Persot~s in a family. 

Maximurn of out-of-Pocket 1\4astrnum, see The Out-of-Pocket Maximum does indude the Annual Deductible. 
(Section 1O: Glossary of Defined 
,. . 
Ietms). 

Covered Expenses charged by bod> 
Nekvork and non-nehvork Providers Nun-Network 

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

United Heald~Carc Low 1'PO Plan for Cinergy Corp. - 01/01 /04 
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Payment Term Description Amounts 
apply towards both the Nehvork Covered Persans in a family. 
It~dividual and Family Out-of-Pocket The Out-of-Pocket Ivfaximurn does include the Annual Deductible. 
h4aximums and the non-nehvork 
Individual Family Out-of-Pocket 
hhximums. 

Maximurn The maximum amount xve \xiill pay for 
Benefits during the entire period of 'Ian Benefit time you are enrolled under the Plan. 
For a complete definition of &fa-uimum 
Plan Reneht, see (Section 10: Glossary 
of Defir~ed Terns). 

Network and Nm-Ne~urk 
$2,000,000 per Covered Person. 

0 % 9 
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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 % Copa>ments are Help Meet Deductible? 

1. Acupuncture Services Nenvork 
Acupuncture senices'for pain therapy when both of the following No $25 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 
Servlcc for the treatment of: 

Nausea of Chemotherapy, or 

e Post-operative nausea, or 

Nausea of early Pregnancy. 

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

Yes Yes 

2. Ambulance Services - Emergency only N ~ ~ T o ~ ~  

Emergency ambulance transportation by a licensed ambulance No Grotttid Yes Yes 
~rarfrsportufi~tr: service to the nearest Hospital where Emergency I Icalth Senrices 

can be performed. 20% 

Air Tratt~or&tiorf: 
20% 

United I-TcalthCarc Low PPO Plan for Clnergy Corp. - 01/01/04 
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Description of 
Covered Health Senice 

Mua t Your Copaymenr Does Do You Need 
You Amount  Copayment to Meet Annual 

Notifi. Care % Cr~payments arc Help Meet Deductible? 
~ 0 ~ ~ d i t ; a t i o f i s "  tMSed Eligible On a ISrp~nscs percilnt 0xzt-02-pocket 

? Maximum? 

Non-Network 
No Same as Same as Same as 

Network Netsvork Netsvork 

3. Ambulance Services - Non-Emergenc y =work 

Transpor~qtion by professional arnbuhnce, other t11an air No Gromd Yes Yes 

ambulance, to and from a medical facility. Trat~~poriafori: 
20% 

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

Air Trutrsporfatior~: 
20% 

Note: Except m life threatening circumstances, notification for Air 
Ambulance transport is required Non-Netrvork 

No 20% Yes Yes 

4. Christian Science Practitioner 
Covered Health Senices rendered when: 

* The frequency is rcasonable 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 kited in the Nan-Netwark 
Clulstmn Science Journal at the time the charge is made. No Yes Yes 

g z f  
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Description of 
Covered Health Senice 

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

Notifv Care ?b Copaymcnts arc Help Meet Deductible? 
~ ~ ~ ~ d i & ~ i ~ ~ ~ ~  b3"d0n PcrCMtof out-of-pocket 

BIigiWlc I<xpenscs 
? Maximum? 

5. Dental Services - Accident only 
Dental semices d e n  all of the following are tnie: 

; 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." 

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

Network 
Yes 0J;re Vkif: 

$25 No No 

Benefits are available only for treatnlent of a sound, natural tooth. Non-Network 
The Physician or dentist must certify that the injured tootl~ was: Yes 

A virgin or unrestored tooth, or 

X tooth that has no dccay, no filling on more than two surfaces, 
no gum disease associated 'iiith 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. 

e Completed wmthin 12 months of the accident. 

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

ilitemute Settirg: 
20% Yes Yes 

Yes Yes 

- 
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Description of Must Your Copayment Does Do You Need 
Coveted Health Service You Amount Copayment to Meet Annual 

No ti@ Care Oio <:opa}mcmts are Help Meet Deductible? 
CoordinationSM b"dnn penmt of Out-of-Pocke t 

FAgibIe Expenses 
? Maximum? 

teeth that are injured as a result of such activities. 

Notify Care ~oordination'~ 
Please remember that you should noti@ Care ~oord ina t ion~ '  as 
soon as possibfe, but at least five business days before follow-up 
(post-Emergency) treatment begins. (Sou do not have to provide 
notificanon before the initial Emergency treatment:) When you 
provide notification, Care ~oordination~" can verifjr that the service 
is a Covered Maltt i  Service. 

6 .  Diagnostic and Therapeutic Services 
Covered Hcaith Senices received on an outpatient basis including: Nehvork , 

No 
Lab and radiologjr/X-ray. 

* Mammography testing. 

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

A standard test (such as a hlarnmogmm, PSrZ or Pap Smear) 
associated with an annual preventative screening will be covered at 
100%. EE additional follow-up testing is required, the standard Non-Nerrvork 
Copaymen t will apply. N o  

Yes 

Yes 

Yes 

Yes 

\XJhen these services are performed in a Physician's office, Benefits 
are described under P&S~&CIII% O@ce Senices below. 

- 2 2  ,g o0 
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Description of 
Covered Health Senice 

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

Notify Cate ?/o Capqmma are Help Meet Deductible? 
~ ~ ~ ~ d i & ~ i ~ ~ ~ ~  based"" a Percent of ~ ~ ~ - ~ f - P ~ ~ k ~ ~  

Eligible 1-kpmses 7 Maximum? 

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

a a 

criteria: 
- 

more than 
g 1,000. 

* Ordered or provided by a Physician for outpatient use. NOH-Nehvork 
* Used for medicd purposes. Yes, for items 

Yes 

Yes 

Yes 

Yes 

* Not col~su~nable or disposable. more than 
$1,000. 

* Not of use to a person in the absence of a disease or disability. 

Tf more than one piece of Dtlrabte MedicaI Equipment car1 meet 
your hncdonal 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. 

0 A st~ndard EIospital-type bed. 

* Oxygen concentrator units and d ~ e  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 E-Iealth Senrice, including 
necessary adjustments to shoes to accommodate braces. 

Mechanical equipment necessary for the treatment of chronic or 
acute respirator). failure or condiuons. c 

x F;: 
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Description of 
Cor.ered Hedth Senice 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet t)smual 

Notifir Care ?% Cuparmentv arc Help Meet Deductible? 

Diabetic pump. 

We provide Benefits for a single unir 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 
h.iedical Equipment once eireq tllree calendar years. 

Care ~oordination"' \will decide if the equipment should be 
purchased or rented. You must purchase or rent the Durable 
Aiiedical Equipment from the vendor Care ~oord ina t ion~~ '  identifies. 

Notify Care ~oordination"~ 
Please remember that you must notify Care ~oor&at ion~" before 
obtaining any single item of Durable Ivledical Equipment that cosrs 
more than S1,000 (either purchase price or cumulative rent& of a 
singIe item). if you don't noti@ Care ~oordination~", Benefits for 
Durable hledical Equipment \Nil1 be subject to a $300 penalty, 

8. Emergency Health Services Nehvork 
Services that ,ue required to stabilize or initiate treatment in an Yes, but only $75 per tisit N o  No 

Emergency. Emergency Health Senices must be receirred on an for an Inpatient 

outpatient basis at a Iiospital or Alternate Facility. Stay. 

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

Unired HexlthCare Low PPO Pian for Cinergy COT. - Ol/01/0.1 
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Description of 
Covered Health Service 

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

Notifv Care % Cbpajments an. Help &leer Deductible? 
Cootdiiation~~ based i:'hgible on a lkp~nses Pelmt of ~ ~ ~ - d f - ~ ~ ~ k ~ ~  

? Maximum? 

The $75 Emergency Health Senices Copayment is wvaitred if the Same as Same as Same as 

Covered Person is admitted to a Hospital. Additionally, no Benefits Non-Network Network Network Network 

are prowded if the senrlce is deemed to be non-Emergency in Yes, but only 

nature. for an Inpatient 
Stay. 

~ o t i f y  Care Cootdinatiuns" 
To ensure proinpt and accurate payment of pour claim as a Network 
Benefit, notify Care coordinations" 1t7iti-m two business days or as 
soon as possible after you receive outpatient Emergency Health 
Services at a non-Nehvork Hospital or Alternate Facility. 

Please remclnber that if you are admitted to a I-fospital as a result of 
an Emergency, you must notify Care <:oordinationshi within two 
business days or the same day of admission, or as soon as reasonably 
possiblc. 

If you don't notifj Care ~oordination""' Benefits for the Hospital 
Inpatient Stay will be subject to a 5300 penalty. Benefits w i l t  not be 
reduced for the outpatient Emergency Healtll Senrices. 

9. Home Health Care Network 

Services receiTed from a Home Health Agency that are both of the Yes Yes Yes 

* Ordered by a Physician. 

* Provided by or supervised by a registered nurse in your home. 

: - 3 2  
,g (j? 
0 
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Desctiption of 
Covered Health Service 

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

Noti& Care ~4 /Dc*paymmts are Help Meet Deductible? 
~ o o r d i & t i o o ~ ~  bsed On a percent of outs-pocket 

7 IlligtbIc Iixpcnses Maxi mum? 

Benefits are available only when the Hame Wealth -4gency senrices A~UIZ-Nerr~ofk 
are provided on a part-urne, intermittent schedule and when skilled Yes 40% 
home health care is reqlnred. 

Skilled home health care is skilled nursing, skilied teaching, and 
skitled rel~abilitation services when all of the followi~lg are true: 

It must be delivered or supervised by licensed tecttnical or 
professional medical personilel in order to obtain the specified 
medical outcome, and provide for the safety of the patient. 

It is ordered by a Physiaan. 

a, It is not delivered for the purpose of assisting with activities of 
daily living, including but nut h i t e d  to dressing, feeding, 
batliig or transferring from a bed to a chair. 

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

* It is not Custodial Care. 

Care ~oordination"' will decide if skilled home health care is 
required by retieming both the skilled nature of the senlee and the 
need for Physician-directed medical management. A senice d l  not 
be determined to be "skxlled" simply because there is not an available 
caregiver. 

Any combination of Network and Non-Network Benefits is limited 
to 30 visits per calendar year. One iisit equals four hours of skilled 
care services. 

Yes Yes 

United Healthcare Lo\v P F O  Plan for C~nergy Corp. - 01/01/04 
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Description of 
Covered Health Service 

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

Notify Care ?h Cttpaymmts an: Help Meet Deducable? 
~ ~ ~ ~ d i ~ ~ ~ i ~ ~ ~ h %  based on 2 percat of ~ ~ ~ - ~ f - ~ ~ ~ k ~ ~  

Eligible Expenses 
? Maximum? 

Notifv Care Coordinations" , 
Please remember that you should notify Care ~oordination~" five 
business days before rqceirring senrices. If you don't noti@ Care 
~oorciination~", Benefits will be subject to a $300 penalty. 

10. Hospice Care ~ e h ~ o r k  
Hospice care that is recommended by a Physician. Hospice care is an Yes 20°/0 Yes Yes 
integrated program that provides comfort and s u p p o ~  senices for 
the terminally ill. Hospice care includes physical, psychoIogica1, 
socfal and spiritual care for the terminally ill person, and short-tenn 
grief counseling for immediate family members. Benefits are 
available when hospice care is received from a licensed hospice 
agency. 

Notify Cate Coordinationshf 
Please remember that you must notify Care ~oordination~' five Non-Network 

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

~oordination~', Benefits xvill be subject to a $300 penalty. 

11. Hospital - Inpatient Stay Network 

Inpatient Stay in a Hospital. Benefits are available for: Yes 20% Yes Yes 

Senrices and supplies received during rhe Inpatient Stay. 

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

, o e z  
: 2 6 5  

Unired kIeaIti~Care Low PPO Plan for Cinergy Carp. - 01/01 104 I + ~ J - - I  
V I W N  

16 (Section I: \Vhat's Covered--Benefits) 



Case No. 2UU6-OU 172 
KyPSC-DR-0 I -023 

Page 23 of 475 

I f ;  
h 



Description of Must Your Copayment Does Do You Need 
Coveted Health Service You Amount Copayment to Meet Annual 

~ ~ t i f ~  Care % Cop3~ments an. Help Meet Deductible? 
c ~ ~ ~ ~ ~ ~ ~ ~ ~ ~ s M  based on a percent of Out-of-Pocket 

Eligible t&pmscs 
? Maximum? 

Non-Network 
No 40% per injection Yes Yes 

14. Maternity Services Network 
~ ~ ~ ~ f i ~ ~  for pregnaricr be paid at the same level as ~ ~ ~ ~ f i ~ ~  for . Yes if Inpatient Same as Physician's Office Swices, Professional Fees, 

any other condition, Sickness or Injury. This includes all maternity- Stay exceeds I-fospital-Inpatient Stay, Outpatient Diagnostic and 

related medical scn.ices for prenatal care, postnatal care, delivery, time hames. Therapeutic Services. 

and any related cotnplications. 

There is a special prenatal program to help during Pregnancy. It is 
cornpJeteIy volrtntary and there is no extra cost for participating in 
the program. To sign up, you should nod+ Care ~oordination"~ 
during the first trimester, but no later than one mond~ 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 deliver).. 

9G Ixours for the mother and newborn child followkg 
a cesarean section delivery. 

If the mother agrees, the attending provider may discharge the Non-Network 
mother and/or the newborn child earlier than these minimum time Yes if Inpatient Same as Ph~rsleian's Office Services, Professional Fees, 
frames. Stay exceeds Flospital-Inpatient Stay, Outpauer~t Diagnostic and 

time frames. Therapeutic Services. 
Notify Care coordinationSM 

Please remember that you must notify Care Coordination5" as soon 

- - 

Untted fleatthCare Low PPO Plan for Cmergy Corp. - 01/01/04 
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Description of 
Covered Health Senice 

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

Notifv Care % Cup~ymmts are Help Meet Deductible? 

as reasonably possible if the Inpatient Stay for the mother and/or - - 
the newborn wd be more than the time frames described. If you 
don't notify Care ~oordination'" dtat the Inpatient Stay will be 
estended, your Benefits for the extended stay will be subject to a 
$300 penalty. 

15. Mental Health and Substance Abuse 
Services - Outpatient 
Mental Health Scnices and Substance Abuse Services received on an 
outpatient basis in a provider's office or at an Alternate Facility, 

* Mental health, substance abuse and chemical dependency 
evduations and assessment. 

Diagnosis. 

Treatment planning. 

Referral sen~ices. 

* bledication management. 

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

Crisis intervention. 

* Psychological testing. 

Any combination of Nenvork and Non-Network Benefits for Nun-Network 
Mental Health Sen4ces and/or Substance Abuse Services is limited N o  LK1% 
to 50 +its per calendar year. 

Yes Yes 

Yes Yes 

4 5 2  6 p g  
Mug 
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Description of 
Covered Health Service 

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

Notif+ Care 9% r~qmymcnts sre Help Meet Deductible? 
~OOfdination~~ based On a perrcnt of out-of-pocket 

Ehg~blt. Expenses 
? Maximum? 

Au thotization Required 
Please remember that yotr must call and get authorization to receive 
tI1ese Rerlefits in adsance of any treatment through the &ientaI 
Iiealth/Substance libuse Designee. The Mental Health/Substance 
Abuse Designee phone number appears on your ID card. 

~ i & o u t  authorization, you ~ c d  be responsible for paykg all chargcs 
and no Benefits ~ ~ 2 1  be paid. 

17. Nutritional Counseling ~ e a ~ ~ f k  
Covered Health Servlccs provided by a registered dietician in an N o  20% Yes Yes 

individual session for Covered Persons wit11 ~nedical conditions that 
reqtiiie a special diet. Some examples of such medical conditions 
include: 

* Diabetes meflitus. 

* Coronary artery disease. 

Congesave heart failure. 

Severe obsmcti\.e ainvay disease. 

Gout. 

a Renal failure. 

. * Hyperlipidemias. 

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

Nun-Network 
N o  Yes Yes 

: 
, 8 0  
* c7E 3 ;FI c 
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Description of 
Coveted Health Service 

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

Notie Care ?/o Copnymcnts *re Help Meet Deductible? 
c ~ ~ & & ~ ~ ~ ~ s M  ba"d On a PCrcfnt of ~ ~ ~ - ~ f - ~ ~ ~ k ~ ~  

Eligible Exptnscs 
3 Maximum? 

18. Outpatient Surgery Network 
Covered Health Senices received on at1 outpatient basis at a No 20% 

Hospital or Alternate Facility including surgery and rehted services. 

Nehvork and Non-getwork Benefits for radiology, anesthesiology 
and pathology are 20%. 

Benefits under this section include only the facility charge and the Nun-Network 
charge for required services, supplies and equipment. Benefits for No 
the professiotlai fees related to outpatient surgery are described 
under Pmfex.rio~tc~I Fees for St~%icr;rI atzd Mediral Semit~f below. 

&%en these services arc performed in a Physician's office, Benefits 
are described under P@siciafz> O&CC .Ytn~ices below. 

Yes Yes 

Yes Yes 

19. Physician's Office Services Nehvork 
Casered 1-leal& Services received in a Physician's office including: No $25 per .cisit No N o  

* Treatment of a Sickness or Injury. 

Preventive medical care. 

i roIuntq f a d y  planning. 

Well-baby and well-child care. 

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

No Copayment 
applies when no 
Physician charge 

is assessed. 

. 
Rouune well man examinations, including PSA examinations. : -ugZ 

no  
! w b 2  
: " 2 "  
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Description of 
Covered Healdl Setvice 

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

Notify Care % Copaymcnts 3zf H ; I ~  ~ e e t  Deductible? 
CoordinationSM on a percent Out-of-Poeket 

Eligtbtc ISpensrs 
? Maximum? 

0 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 ejreglasses or contact lenses.) 

i 

fmrnunizations. 

Network Benefits for immunizations where there is no Physician Nan-Network 
charge assessed are 20°/'i. 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 provided by a licensed nurse (R.N., L.P.N., or 
L.V.N.). 

Benefits are Iirnited to a maximum of $5,000 per Covered Person Nm-Neiuwk 
per calendar year. No 40% Yes Yes 

21. Professional Fees for Surgical and 
Medical Services 
Professional fees far surgical procedures and other medical care 
received in a I-fospital, Skilled Nursing Facility, Inpatierit 
Rehabilitation Facility or Alternate Facility. 

Yes Yes 

s l g  
% 9 
N o g  
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Description of 
Covered Health Service 

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

Notifv Care % <:qzqmmts are Hefp Meet Deductible? 
~ ~ ~ ~ d i & j ~ n ~ ~  bawd Illifiibfc On a E X ~ ~ M C S  PcfCLnt"f ~ ~ ~ - d f - ~ ~ ~ k ~ ~  

? Maximum? 

iX41en these senrlces are performed in a Physician's office, Benefits 
are described under Pb~in'ti~z's Ofl6.e Sentires above. Non-Neiwork 

No 40% Yes Yes 

22. Prosthetic Devices 
Prosthetic devices that replace a limb or body part including: 

e Artificial linlbs. 

Artificial eyes. 

Breast prosthesis as required by the Women's H d t h  and 
Cancer Rights Act of 1998. 

If more than one prosthetic device can meet your functional needs, Non-Ne~rvork 
Benefits are a~aifable 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. l i e  provide Benefits for a single purchase, 
including repairs, of a type of prosthetic device. Benefits are 
protided for the replacement of each type of prosthetic device every 
five calendar years. 

Yes 

Yes 

Yes 

Yes 

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 esists and the primary Therapeutic Senices, and Prosthetic Devices. 
purpose of the procedure is to Improve or restore physiologic Y & 0 

function fur an organ or body part. By improving or restoring ' -o$z " c'." z w g  
$2i 
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Description of Must Your Copayment Does Do You Need 
Covered ~ea l t t r  Service You A ~ G U ~ ~  Copayment to Meet Annual 

Notify Care % Ctrpqmenrs w e  Help Meet Deductible? 
~ ~ ~ ~ d i & ~ j ~ ~ ~ ~  bsed On a ~ c r ~ a ~ ~ f  ~ ~ ~ - ~ f - ~ ~ ~ h ~  

fJ@ble E q t n s e s  
? 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 - senices are considered Cosmetic Procedures 
when they improve appearance xvivltf~out making an organ or body Nan-Network 

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

consequences from the imparment does not classi6 surgery and Hospital-Inpatient Stay, Outpatient Diagnostic and 

btl~er 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 \vould be improved, but there \ o d d  be no effect on 
function like breathing. This Plan does not provide Benefits for - 
Cosmetic Procedures. 

Some senqces are considered cosmetic in some circumstances and 
reconstructive m 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 wodd be to 
improve appearance and function (such as tision) is not affected. A 
good example is upper eyelid surger).. At times, this procedure w d  
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 reconstructiorl of 
the non-affected breast to achieve symmetry. Other senices 

I CI mandated by the Women's Health and Cancer Rights Act of 1998, 3 &- 
~acluding breast prostheses and treatmerlt of comptications, are y e 

g n P  
. c c ' h :  
, w u c  
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Description of Must Your Copayment Does Do You Need 
Cor~red Health Service You Amount Copayment to Meet Annual 

~ ~ t j f y  Care % &payments are Help Meet Deductible? 
CoordinationSM On a pcrcrmt of Out-of-Pocket 

Elijjble Expcnsec, 
? Maximum? 

provided in the same manner and at the same level as those for any 
Covered I Iealttl Service. You can contact Care Coordination"ht the 
telephone number on your ID card for inore information about 
Benefits for mastectomy-related services. 

~ b t i f ~  Care ~uordination'~' 
Please rernetnbcr that you shoufd notify Care ~ o o r & n a t i o n ~ ~ '  five 
business days before receiving services. When you provide 
notification, Care ~oordination~" can verify that the service is a 
reconstructive procedure rather dian a Cosmetic Procedure. 
Cosmetic Procedures are al\vays excluded from coverage. 

24. Rehabilitation Services - Outpatient N ~ ~ W O C ~  

N o  O#ce Vkik Therapy $25 NO 
Short-term outpatient rehabilitation senrices for: 

r?ltenrate seffi~g: 
* Physical therapy. 20% Yes 

Occupational therapy. 

* Speech therapy. 

0 Pulmonary rehabilitation therapy. 

Cmdiac rehabilitation therapy. 

Rehabilitation senices must be performed by a licensed therapy Nan-Network 
provider, under t l ~ e  direction of a Physician. N o  

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

Yes 

No 

Yes 

Yes 

United HeatthCare law PPO Plar~ for Ctnergy Cotp. - Of /Of/@+ 
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Description of Must Your Copaqment Does Do You Need 
Covered Health Service You Amount Copayment to Meet Annual: 

Notify Care O/o  C~pnyrnents are Help Meet Deductible? 
CoordinationSM On percent of Out-of-Pocket 

Elipble Exp~nses 
? Maximum? 

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

Speech Therapy for Children under Age T k e  
Services of a licensed speecl-! therapist for treatrnent given to a child 
under age three whose speech is impaired due to one of the 
following conditions: 

Infantile autism. 

~ ~ v e l o ~ r n c n t  dday or cerebral palsy. 

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

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

Any combmation of Netwvork and Non-Network Benefits is limited 
as follows: 

* 213 \+sits of physical therapy per calendar year. 

20 visits of occupational therapy per calendar year. 

* 20 visits of specch therapy per calendar year. 

United fiealthCare Low PPO Plan for Cinergy Corp. - O t  /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 % Copqments .uc H e l ~  Meet Deductible? 

25. Skilled Nursing Facility/Inpatient 
Rehabilitation Facility ~ervices 
Services for an Inpatient Stay in a Skilled Nursing Facititp or 
Inpatient Rehabilitation Facility. Benefits are available for: 

Sen~ices and supplies received during the Inpadent Stay. 

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

Any combination of Net-rvork 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 xvho are convalescing from an Injury 
or illness that requires an intensity of care or a combination of 
skilled nutsing, rehabilitation and facility services which are less than 
those of a general acute 1-Iospital but greater than those available in 
the home setting. 

The Covered Person is expected to Improve to a predictable level of 
recovet?:. 

Benefits are available when skilled nursing and/or rehabilitation 
scnices are needed on a daily basis. Accordingly, Benefits are NOT 
asailable when these senices 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 

Network 
Yes 20% Yes Yes 

, g 2 z  4&gz 
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Description of 
Covered Heatth Senrice 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet h u a f  

Notify Care !/a Copajntmts zrc Help Meet DeductibIe? 
~ ~ o r d i & ~ i o n ~ ~  based a Perrent of o ~ ~ - & P ~ ~ ~ ~ ~  

E',ligiblc Expenses 
? Maximum? 

- -- 

ordered by a ~Gsic~a;, 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 atlow for a more independent existence. 

(Custo&al, domiciliary or maintenance care may be provided by 
persons uithout special skill or training. It may incIude, but is not 
limited to, help in getting in and out of bed, walking, bathing, 
dressing, eating and taking medication, as well as osromy care, 
hygiene or incontinence care, and checking of routme vital signs.) 

Please remember 
foilo\%5: 

Notify Care ~oordination~~ 
that you must notify Care ~oord ina t ion~~ '  as Non-Nemrork 

Yes 

e For elective admissions: five business days before admission. 

* For non-elective admission: witl~in one business clay or the same 
day of admission. 

* For Emergency admissions: within hvo business days or the 
same dy of admission, or as soon as is reasonably possible. 

If you don't notifji Care ~oordination~", Benefits will be subject to a 
$300 penalty. 

Yes Yes 

$ g  . % P;)N 
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Desctiption of 
Covered Eiealth Service 

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

Noti& Care 010 (:opajm~nts arc Help Meet DeductibIe? 

Ebgbtc f kpcnses 
? Maximum? 

26. Spinal Treatment, Chiropractic and Network 
No 

Osteopathic Manipulative Therapy - -- 

Benefits for Spinal Treatment include chiropractic and osteopathic 
manipdative 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 senices and are limited to one 
visit and treatment per day. Nun-Network 

No 
Please note that the Flan excludes any type of therapy, senrice or 
supply including, but not limited to spinal ~llanipulations 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 firnited to 20 tisits per calendar year. 

40% Yes Yes 

27. Temporomandibular Joint 
Dysfunction (TMJ) 

Covered I~Iealth Services for Ji?gnosac and surgical treatment of - 
conditions affecting the ternporomarldibular j&t d e n  provided by 
or under the dixection of a Physician. Coverage includes necessary 
diagnosuc or surgical treatment required as a result of accident, 

Nemrork 
No Office ?'isit: 

625 No 

Alternate Setting: 
20% Yes Yes I 

I F  * - N  
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Description of 
Covered WealtI~ Service 

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

Not ie  Care 9i0 Copaymcnts arc Help Meet Deductible? 
~ ~ ~ ~ d i ~ ~ ~ i ~ ~ ~ ~  a Perant of Qut-of-Pocket 

t3igibIe Bspenscs 
? Maximum? 

rnarrow/stern cell from a donor w l ~ o  is not biologically related 
to the patient is a Covered klealth Service only for a transplant 
received at a Designated Ullited Resource Network Facility. If a 
separate charge is made for bone rnarro\v/stern cell search, a 
&hsnnum Benefit of $25,000 is payable for ail charges made in 
connecuon -11th the search. 

* Heart transplants. 

f-Ieart/lung transplants. 

Lung transplants. 

JGdney transplants. 

Kidney/ pancreas transplants. 

Liver transplants. 

tiyer/srnalI boTvel transplants. 

0 Pancreas transplants. 

Small bowel transplants. 

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

Organ or assue transplants or  multiple organ trarlspfants other than 
those listed above are cxcluded from coverage, unless determined by 
Care Coordination to be a proyen procedure for the involved 

Yes Yes 
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Description of 
Coveted Health Senice 

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

Notifk Care % Copajrn~nts are Help Meet Deductible? 
Coardi~atiansM based on 3 perccnt of Out-of-Pocke t 

RL4jbic Expmses 
? Maximum? 

diagnoses. 

Under the Plan there are specific guidetints regardmg Benefits for 
transplant senrices. Contact Care coordinations" at the telephone 
number on your ID card for information about these guidelines. 

Transportation and Lodging 
Carc ~ o o r d i n a ~ o n ~ " ~ i i l 1  assist tile patient and family wiith travel and 
lodging arrangements only when senices are received from a 
Designated United Resource N e m k  Fachty. Expenses for trayel, 
lod@g and meals for the transplant recipient and a companion are 
available under this Plan as foltows: 

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 iodging and meals for the patient {while 
not confined) and one companion. Benefits are paid at a per 
diem rate of up to 550 for one person or up to $100 for two 
people. 

Travel and lodging eqenses are only available if the transplant 
recipient resides more than 50 mifes from the Destgnated United 
Iiesotlrce Network Facility. 

If the patient is an Enrolled Dependent minor child, the 
transportation expenses of two companions will be covered and 
lodgng and meal expenses will be reimbursed up to the SlOO per 
&cm rate. 

United Healti~Care Low PPO Plan for Cinergy Corp. - 01/01/04 
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Description of 
Covered HeaItl~ Service 

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

Notifv Care % Cvpayments arc Help Meet Deductible? 
~ ~ ~ ~ d i ~ ~ ~ j ~ ~ ~ ~  On a. Percent of out-of-~ocket 

I%$bfe iZspmsc: 7 Maximum? 

Tllere is a combined overall lifetime maximum Benefit of 510,000 
per Cosered Person for afi transportation, lodging and meal 
expenses incurred by the transplant recipient and companion(s) and 
feinlbttrsed under this Plan in connection with ail transplant 
procedures. 

Notify Care ~oordination'~ 
You must notify Care ~oor&nation~" 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 ~oordination~"', Benefits will be sublect to a $300 penalty. 

29. Urgent Care Center Services ~ehvurk  

Covered Health Sen~ices received at an Urgent Care Center. I n e n  No 
seniices to treat urgent hedth care needs provided in a 
Physician's office, Benefits are availabfe as described under Pbyin'icmS 
O86-e Senicex eartier in this section. 

Yes Yes 

Yes Yes 

: - 2 2  
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Section 2: 
What's Not Covered-- 

Exclusions 

'I'his section contains information about: 
fiow headings are used in this section. 

* Medical services that are not covered. We c d  
these Exclusions. It's important for you to know 

emices and supplies are not covered under 

How We Use Headings in this Section . .. 
1 o help you find specific exclusions more easily, we use headings. 
?Ize headings group services, treatments, Items, or supplies that fall 
into a similar categorq.. Actual exclusions appear underneath 
headings. A heading does not create, define, mnodi$, knit or expand 
an cxciuslon. Ail esciusions in this section apply to you. 

Plan Exclusions 
We \xi11 not pay Benefits for any of ihe senices, treatments, Items or 
supplies described in this section, even if ei&er of the following is 
true: 

It is reconltnended or prescribed by a Physician. 

It IS the only asrailable treatment for your condition. 

To c o i ~ f i t ~ r i ~  rtudifg go to nght C.O/.I~IIIJ oft fbi~puge. 

The seneccs, treatments, items or supplies Iisted in this section are 
not Co.ircred Health Senrices, except as may be spedfically provided 
for it1 (Section 1: Covered f-Icalth SenGces) or through a Rider to tile 
SPD. 

A. Alternative Treatments 
1. Acupressure. 

2. Aroma therapy. 

3. Hypnotism. 

4. Massage Therapy. 

5. Rolhng. 
6. Senrices and supplies provided by a naturopath. 

. 7. Other forms of alternative treatment as defined by the Office of 
,Mternatk~e Medicine of the National Institutes of I-fealth. 

B. Comfort or Convenience 
1. Television. 
2. Telephone. 

3. Beauty/Barber setsice. 

4. Guest service. 

5. Supplies, equipment and sunilar itxidental semces and supplies 
for personal comfort. Examples include: 

- AE condi tioners. 

- Air purifiers and filters. 

- Batteries and battery chargers. 

- Dehumidifiers. 

- fiumidifiers. 

6. Dev~ces and computers to assist in communication and speech. 

United PlealthCare Lour PPO Plan for Cinergy Corp. - 01/01 /04 
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4. Over d ~ e  counter drugs and treaunents. 7. I-Iome remodeling to accornrnodate a health need (such as, but 
not h t e d  to, ramps and swimming pools). 

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

Benefits) under the heading DerztdSenria - Arrinerrf 0~14. 
3. Preventive care, diagnosis, treatment of or related to the teeth, 

lawbones or gums. Examples include dl of the fouowving. 

- Extraction, restoration and replacement of teeth. 

- ivledical or surgicai treatments of dental conditions. 

E. Experimental or Investigational 
Services or Unproven Services 
Experimental or Investigational Services and Unproven Services are 
excluded. I h e  hct that an Experimental or Investigational Service or 
an Unproven Senrice, 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 particul;~ 
condiuon. 

- Services to improve dental clinical outcomes. 

3. Dental implants. 

4. Dental braces. 
F. Foot Care 

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

expenses, including hospjtalizations and anesthesia. ?he only - Routine foot care (including the cutting or removal of corns 
exceptions to this are for any of the foUoqmg: and calluses). 

- Transplant preparation. - Nail trimming, cutang, or debsiding. 

- Initiation of immunosuppressives. 2. I Iygienic and preventive maintenance foot care. Examples 
include the following: - The direct treatment of acute traumatic Injury, cancer or 

cleft palate. - Cleaning and soaking the feet. 

6. Treatment of congenitally missing, ~r~alposiaoned, or super - Applying skin creams in order to maintain skin tone. 
numerary teeth, even if part of a Congemtal Anomaly. - Other s e ~ c e s  that are performed when there is not a 

localized illness, Injury or symptom involving the foot. 
D. Drugs 3. Treatment of £lat feet. 
1. I-'rescription dnrg products for outpatient use that are filled by a 4. Treatment of subluxation of the foot. 

prescription order or refill. 

2. Self-injectable nledica~ons. G. Medical Supplies and Appliances 
3. Non-mjectable medications g ~ e n  m a Physiaan's office except 1. Devices used specifically as safety itexns or to affect performance 

as required m an Emergency. in sports-related activities. 

To cot~titzr~e r-eudifg, go to ngbf coh~n~n on fbixpge. To confitttte rcoiftg, go to /$ co/z~nzn on rrextpage. 
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2. Prescribed or non-prescribed medical supplies and disposable 
supplies. Examples include: 

- Elastic stochgs. 

- Ace bandzzges. 

- Gauze and dressings. 

- Syringes. 

- Diabe~c test strrps, 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 Equip~nent (as 
described in Section I: 'iX?Iat1s Covered--Benefits). 

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

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

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

3. Treatment for insoinnla 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 hfental 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 
I-fealth/Substance Abuse Deslbmee. 

To cotrfittlie ~ u d i t g  go to nghf coh41?1/1 on thispggc. 

Urlited Healthcare 11x17 PPO Plan for Cinergy Corp. - 01/01/04 

5. Services utilizing ~nerhadone treaunent as maintenance, 
L.A.A.M. (1-Alpha-Acetyl-Agetliadol), Cyclazocine, or their 
equivalents. 

6. Treatment provided in connection with or to comply wth 
mvoluntary commitments, police detentions and other similar 
arrangements, unless authorized by the hkntal 
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 HedthlSubstance Abuse 
Designee, are any of the follo.wing: 

- Not consistent w i t h  prevailing national standards of clinica1 
practice for the treatment of such conditions. 

- Not consistent -4th prevailing professional research 
demonstrating that the sewices or supplies wvilt have a 
measurable and beneficial health outcome. 

- Typ~cafiy do not result in outcomes demonstrably better than 
other available treaiment afternatives that are less intensive 
or more cost effective. 

- Not consistent w a t h  the Mental Mealth/Substance Abuse 
Designee's guidelines or best prfictices as modified from time 
to time. 

The hfental Ifealth/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 wvith autism provided under 
the Met~taLf?ea/I/I/Sr~bsta~~ce A611se portion of the Plan. However, r: 

x t 
v n 

f .  . 
To cosiint~e nadr'tg, go to /$ rohtmn on next page. o & 9 ;  
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ar~p sen-lces, treatnlents, ~tems or supplies provided for in 
(Section 1: Covered Health Services) may be covered. 

I I. Treatment provided m connection with tobacco dependency. 

12. IZoutlne use of ps);cho~ogcal testing without specific 
authorization. 

I. Nutrition 
1. hfegaxltamn and nutrition based therapy. 

2. Except as described in (Section 1: What's Covered -- Benefits) 
under ~\~~iihtiona/ Cou~~~reli~g, xrlutritional counseling for either 
indivtduals or groups, including weight loss programs, health 
dubs and spa programs. 

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

af Defiled Terms.) ExamyIes include: 

- Pharmacological repmens, nutritional procedures or 
treatments. 

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

- Sktn abrasion procedures performed as a treatment for acne. 

2. Replacement of an existing breast implant if the earlier breast 
mplant was performed as a Cosmetic Procedure. 
Note: Kcplacement of an existing breast implant is considered 
reconstructive if the initial breast implant followed mastectotny. 
See Reco~r~fn~ctir~r Pro~~J~lres m (Section I: IX'hat's Covered-- 
Benefits). 

3. Physical conciition~ng programs such as athletic training, bodj7- 
building, exercise, fitness. flexibility, and diversion or general 
mo tivatton. 

To ~ofztiririr nadir% go to nghf co/rtn~t~ on thispnge. 
- -  - -  - 
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4. \Velght loss progranis whether or not they are undet medical 
supervision. Weight loss programs for medical reasons are also 
excluded. 

5. \';rigs 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 5500. 

K. Providers 
1. Services performed by a provider 1x7110 is a family member by 

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

2. Senices performed by a provider with your same legal residence. 

3. Servlces provided at a Free-standing or Hospital-based diagnostic 
facility without an order written by a Physician or other provider. 
Senices that are self-directed to a free-standing or Hospital- 
based diagnostic facility. Services ordered by a Physician or other 
protider 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 knroived in your medical care prior to 
ordering the senice, or 

- Is not actively involved in yout medical care after the senrice 
is received. 

This exclusion does not apply to maqunography testing. 

1. Surrogate parenting. 

2. The reversal of voluntary sterilization. 

To rot~iiritie f~uditig, go fo I ,  coIw~zn on nextpage. 

38 (Section 2: \What's Not Covered--Exclusions) 



3. Fees or direct payment to a donor for sperm or ovum donations. N. ?'rans~lants 
A 

4. Fees relating to Assisted Keproducti.i~e Technology. (Such as 1. Health senices for organ and tissue transplants, except those 
Artificial Insemination, Inxtitro Fertilization, GIFT & ZIFT) described in (Section 1: What's Covered--Benefits). 

5 .  Monthly fees for w t e n a n c e  and/or storage of frozen 2. Health services connected with the removal of an organ or tissue 
ernbt-yos. From you for purposes of a transplant to another person. (Donor 

6. Health senices assoaated with an elective abortion or the use of costs for removal are payable for a transplant through the organ 
non-surgical or drug-induced Pregnancy termination. recipient's Benefits under the Plan). 

7. Contraceptive supplies and services. 3. Health senices for transplants involving mechanical or animal 

8. Fetal reduction surgery. organs. 

9. IIealth sen-ices associated wath the use of non-surgical or drug- 4. Any solid organ transplant that is performed as a treatment for 
induced Pregnancy termination. cancer. - 

5. Any multiple organ transplant not listed as a Covered Health 
M. Services Ptovided under Another Man Service under the heading Trarr~i~~~ltufootl Hea/th Semites in 

1. f-Iealth senices for which other coverage is required by federal, (Section 1: \?%at's Covered--Benefits), unless determined by 

statg or local law to be purchased or provided through other Care Coordination to be a proven procedure for the involved 

arrangements. This includes, but is not Iimted to, coverage diagnoses. 

required by workers' compensation, no-fault auto insurance, or 
similar legislation. 0. Travel 
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' 
compensanon or smlilar legislaaon had that coverage been 
elected. 

Health semces for treatment of military senice-related 
disabilities, when you are legally entitled to other coverage and 
fac~lities are reasonably available to you. 

Health services while on active military duty. 

.I. Health sentices provided in a foreign country, unless required as 
Emergency Health Services. 

2. Travel or transporhtion expenses, even though prescribed by a 
Physician. Some trasel expenses related to covered senices 
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, ar hearing aids. 
2. Fitting charge for hearing aids, eye glasses or contact lenses. 

3. Eye exercise therapy. 

4. Routine vision examinations. I 

z f? 
V EI 

: & Z  To coi~tittite reading, go to riglll t ~ f m t t  ott this page. To cotrlilrte rcadit~ go to / ' t  toitin~ri on next page. 
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5. Surgery tltat is uttended to alloxv you to see better w~thout 8. Senices for the evaluation and treatment of temporomandibular 
glasses or other vision correction including radial keratotomy, joint symdrome PfJ), when the services are considered to be 
laser, and other refractive eye surgery. dental in nature, including oral appliances. 

9. Speech therapy except as required for treatment of a speech 
Q. All Other Exclusions impediment or speech dysfutlction &at results from Injury, 

1. Health senices and suppIies that do not meet the definition of a 
stroke, or a Congenital Anomaly. 

Covereci Health Senice - see the definition in (Section 10: 10. Upper and lower jawbone surgery except as required for direct 
treatment of acute traumatic Injury or cancer. Orthognathic Glossary of Defined Terms). 
surgery, jaw alignment exrefir as a treatment of 2.' Physical, psychiatric or psychological exams, testing, 
temporomandibular joint or sleep apnea. 

vaccinations, immunizations or treatments that are othenvlse 
covered under the Plan when: 11. Non-surgical treatment of obesity, including morbid obesity. 

- Requited solely for purposes of career, cducation, 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 Iicense of any type. 

3. Health s-ices received as a result of war or any act ofwar, 
whether declared or undeclared or caused during senice in the 
amled forces of any country. 

12. Surgical treatment of obesity including severe morbid obesity 
(wit11 a BhfI greater than 35). 

13. Growth hormone therapy. 

14. Sex transformation operations. 

1 5. Custodial Care. 

16. Domidiary care. 

17. 13rivate duty slursing received on an inpatient basis. 

18. Respite care. 

4. Hcaltl~ senices received after the date your coverage under the 19. Rest cures. 

P1ar1 ends, including health senices for medical concfiuons 20. Psychosurgery. - 
aris~ng before the date your coverage under the Plan ends. 21. Treatment of benign gynecomastia (abnormal breast 

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

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

6. In the event that a Non-Network provider waives Copayments 23. Medical and surgical treatment for snoring, except when 
and/or the Annual Deductible for a particular health service, no provided as a part of treatment for documented obstructrve 
Benefits are provided for the health service for which the slew aonea. 
Copayments and/or Xnnual Deductible are waived. 

7. Charges in excess of Eligible Expenses or in excess of any 
specified linsltation. 

To rorNitr~te reudirig, go to right cob41rfn on ihispoge. 

* I 

24. Appliances for snoring. 
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25. Any charges for missed appointments, room or facility 
resersations, 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 chargcs higher than the actual charge. The actual charge is 
defined as the provider's lowest routine chmge for the servxe, 
supply or equipment. 

28. Any charge for sen+ces, 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 submtted after payment has been made 
and your account balance is zero. 

32. Any outpatient facility charge in excess of payable amounts 
under Medicarc. 

33. Any charges by a resident in a teachng Hospital wilere a faculty 
Physician did not supenise services. 

34. Outpatient rehab&htiori senices, 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 bc therapeutic treatment and is instead 
adrnitustered to maintain a level of funcaoning or to prevent a 
rrledical 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. 

38. Chela~on therapy, except to treat heavy metal poisoning. 

39. Personal trainer. 

40. Naturalist. 
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Section 3: 
Description of Network 

and Non-Network 
Benefits 

This section includes mformation about: 
0 Network Benefits. 

e Non-Nehvork Benefits. 

Your responsibility for notification. 

o Emergency Health Senqccs. 

Network Benefits 
Nehvork Benefits are generally paid at a higher lwel than Non- 
Network Benefits. Netivork Benefits ate payable for Covered I--1ealth 
Services which are any of the Following: 

* Provided by a Nehvork Physician or other Network provider. 

* Emergency Health Senices. 

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

Please note ifhat Mental I-Iealth and Substance Abuse Services must 
be authorized by the Mental IJealth/Substance Abuse Designee. 

Unrted HeakkCare Low PPO Plan for Ciilergy Corp. - 01/01/04 
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Please see (Section 1: iU~at's Covered--Benefits) under the heading 
for iZIet1tai He~tfb om' S~ih~fattre Abz~xc. 

Comoan>on of Network and hion-Network Benefits 
1 

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

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

Who Should You must notitji Care You must notify Care 
Notify Care ~oordinanon~'~ for ~oordination~" For 

CoordinationsM certain Covered 
Health Senices. 
Failure to notify 
results in reduced 
Benefits or no 
Benefits. See (Section 
I : What's Covered-- 
Benefits), under the 
h.f~tsi Yon Noti2 Cure 
~ ~ ~ ~ ~ ? f f f ~ 0 ? l f " ?  

cer& Covered 
Health Services. 
Failure to notify 
results in reduced 
Benefits or no 
Benefits. See (Section 
1: What's Covered-- 
Benefits), under the 
AI~tsf You Noti2 Can 
~our&inabt~"? 

column. column. 

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

difecrly. to File a Claim). 

; ! .IN%. 
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Network Non-Network 
Outpatient Emergency Health Sen~ices are always paid as 
Emergency a ~ e ~ o r k  Benefit (paid the same whether you 

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

Provider Network 
'Ihc Claims Administrator or its aff&ate arranges for health care 
providers to partictpate in a Network. Nehvork providers are 
independent practitioners. They are not our employees or employees 
of the Claims Adnunistrator. It is your responsibility to select your 
proxqder. 

The credcndaling process confirms public information about the 
provrders' licenses and other credentials, but does not assure the 
quality of the services provided. 

Separately, you wi11 automaticaUy be given a directory of Netssork 
providers at no cost to you. F fomver, before obtaining senices you 
should always verify the Network stahis of a provider. A provider's 
status may change. You are responsible for verifying a provider's 
ilu'etxvork status prior to receiving senices, even when you are 
referred by another Nehvork provider. You can veri5 the provider's 
status by calling the Claims Administrator. 

It is possible that you might not be able to o b t m  senices from a 
particular Nehvork proklder. The network of providers is subject to 
change. Or you might find that a particular Nehvork provider may 
not be accepnng new patients. If a provider leaves the Nehork or is 
othenvise not available to you, you must choose another Network 
prov~der to get Nehvork Benefits. 

To ctw~fftirie =adhi& go to ngbf colutnti on fllispnge. 

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

Designated UmNted Resource Network Faciiifies and 
Other Ptow*dem 
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 ~oordinaaon~'~ may direct you to a non-Network 
facility or provider. 

In both cases, Benefits will only be paid if your Covered Health 
Senices for that condition are provided by or arranged by the 
Designated United Resoutce Network Facility or other provider: 

' chosen by Care ~oordination~". 

Non-Network Benefits 
Non-Network Benefits are generally paid at a lower level than 
Nehvork Benefits. Non-Nefivo~k Benefits are payable for Covered 
Health Services that are proxlded by non-Network Physicians or 
non-Nefivork prowders. Non-Network Benefits are also payable for 
Covered Health Sewices that are provided at non-Network facilities. 
Tf there is no Nehvork 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 Sen.ices paid at the Network level. You may 
check a provider's status in your area by tisiting ~~w.myuhc.com or 
by calting Customer Service at the number on the back of your ID 
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card. illl benefits that fall under this catcgory 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 noti@ Care ~oordinaaon~" before getting c e r ~ ~ i n  Covered 
Health Sen~ces from either Nehvork or non-Network providers. 
The deta~ls are shown in the ;\$//st Yort Nor@ Cmz ~uorni~atiot?"'? 
column in (Section 1: What's Covered--Benetits). If you fail to noufj. 
Carc ~oordinauon""' Renefits are reduced or denied. 

Prior notification does not mean Benefits are payable in all cases. 
Coverage depends on dle Covered 1-iealth Sen.ices that are actually 
given, your eligibility status, and any benefit limitations. 

Care ~oordrjlatiorz *" 
%%en you notify Care ~oor&nafion"hs described above, they will 
work with you to implement the Care Coor&nanons" process and to 
provide you with information about addiaonal senices that are 
available io ~ O L I ,  such as disease management programs, health 
education, pre-admission counseling and patient advocacy. 

notified v.4.lthin two business davs or on the same dav of 
admission if reasonably possibl;. Care ~oordination~" may elect 
to transfer you to a Nehvork Hospital as soon as it is medically 
appropriate to do so. If you choose to stay in the non-Nemrk 
Hospitd after the date Care coordinations" decides a transfer is 
medically appropriate, Non-Netivork Bencfits 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 wvivithin 
24 hours of receiving treatment for the same condition as  an 
Emergency Health Senice, you will not have to pay the 
Copayment for Emergency Healdl Services. The Copayment for 
an Inpatient Stay in a Network Hospital u4ll apply instead. 

Note: Please note d ~ a t  the Copayment for Emergency f-fealth 
S e ~ c e s  dl not be waived if you have been placed in an 
observation bed for the purpose of monitoring your condition, 
ratl~er than being admitted as an inpatient in the Hospital. In this 
case, the Emcrget~cg Copayment will apply instead of d ~ e  
Copayment for an Inpatient Stay. 

Emergency Health Services 
We provide Benefits for Emergency liealth Senrices when required 
for stabilization and initbtion of treatment as prosided by or under 
the direction of a Physician. 

Nehvork Benefits are paid for Emergexicy Medth Services, even if 
the semices are provided a non-Network provider. 

If you are confined in a non-Network Hospital after you receive 
Emergency Health Senqces, Care Coordination"hmust be X G  

Y 0 : -*bz 
ww 

To coutin~te d t g ,  go fo right C O ~ U I I ~ I  OJI tkpage. To cotlfini4e ~ndt 'g ,  go to /gf c o h n  on trextpage. , % P o  0% 
, 0 " p c  

0 g 
United Iiv~lthCnre Low I'PO Plan for C~nergy Corp. - 01/01/04 : 4 7 ,  

' P O -  
44 (Sectron 3: Description of Network and Non-Network Benefits) ! 2 2 



You should notify the Clams Administrator wthin 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 

e How to enroll. 

0 If you are hospitalkcd when this coverage 

e \S%o is eligible for coverage. 

e When to enrou. 

Sert.ices from Ketwork Providers. 

If You Are Eligible for Medicare 
You w i l l  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 R. 

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

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

If You Ate Hospitalized When Your 
Coverage Begins 
If YOU are an inpatient in a Hospital, Skitled Nursing Facility or 
~npatient ~ehakilitation ~acilit). on the day your coverage begins, we 
\till pay Benefits for Covered Health Services related to that 
Inpatient Stay as long as you receive Covered Health Services in 8 C 7; .n 

y CI accordance with the terms of the Plan. : -5zz 
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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 
eIigibiIity rules of this Plan. When an EIigible Persoil actudy et~rolis, ive to enroll under the Plan. 

Person refer to that person a6 a Participant. For a complete definition of Eligible 
Person and Participant, see (Section 10: Glossary of Defuted Terms). 

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

Esccpt as we have described in (Section 4: \Wen Coverage Begins), 
Eligible Persons may not enroll without our mitten permission. 

Dependent Dependent generally refers to the Participant's spouse and children. Cinergy Corp. determines who qualifies as 
When a Dependent aciually 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 oEDefined 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 c u d  are enrolled as a Participant, only 
one parent may enroll the child as a Dependent. 

United WealthCare Lo\sr PPO Plan for Cinergfi Corp. - 01/01/04 
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When to Enroll and When Coverage Begins 

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

Period enrollment through YBR (Your Benefits 
The Inidal Enrollnlent Period is the Resource) or by calling the iPeople Center j 
first period of time when Eligible within 31 days of the date the Eligible Person 
Persons can enroll. beco~nes 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 cahxiar year. 

New Eligible Persons New EQble Persons may enroll themselves ;tnd 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 IJarticipants may enroll Dependents who join their Coverage begins on the date of the qualified 
family because of any of the folloiving events: status change if you enroll through the YBR Dependents (Your Benefit Resource) website or by calling 

Birth. the iPeople Center within 31 days of the event. 

* Legal adoption. 

Placement for adoption. 

Legal guardianship. 

Court or adrninistratix~t order. 

T ; n j ~  
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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 fie a 
claim. We pay tixese proxlders directly. 

If you receive Covered Iiealth Senices from a 
non-Net~vork provider, you are responsible for 

If You Receive Covered Wealth Services 
from a Network Provider 
We pay Nehvork providers directly for your Covered Health 
Services. If a Network provider bills you for any Covered Health 
Service, cotltact the Claims Administrator. Hotvever, you are 
responsible for meeting the Annual Deductible and for paying 
Copayments to a Network provider at t l~e  time of service, or xvhen 
you receive a bill from the provider. 

Filing a Claim for Benefits 
\When you receive Covered I-lealth Sen.ices from a non-Network 
provider, you arc responsible for requesting payment from us 
through the Claims Adnlinistrator. You must fife the claim in a 
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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 dlte of senrice, Benefits for that health service will be 
denied or reduced, in our or the Claims Administrator's discretion. 
This time linit 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. 

Reguiked lnformarion 
%%en you request payment of Benefits from us, you must provide 
us with ail of die following information: 

A. Participant's name and address. 

3. The patient's name, age and relationdip to the Participant. 

C. ?lie member number stated on your ID card. 

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

Patient Diagnosis 

Procedure Code(s) and descriptions of service(s) rendered 
> 

Charge for each service rendered x ~l G: 
w 0 
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Provider of senrice Name, Address and 'Tax Identification 
Number 

E. The date the Injury or Sickness began. 

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

Payment of Benetits 
Through the Clalms Admin~strator, we ~viU make a benefit 
determination as set forth below. Benefits will be paid to you unless 
either of the follo\i+ng is true: . 

A. The provider notrfies the Claims ztdministrator that your 
signanire is on tile, assigning benefits ditectly to that provider. 

H. You make a written request for the non-Network provider to be 
p ~ i d  directly at the time you submit your claim. 

Benefit Betemha tJons 
Post-.Yenice Cfaim 

Post-Service Claxns are those claims that are filed for payment of 
benefits after medical care has been received. If pour post-service 
claim is denied, you \\dl receive a written notice from the Claims 
Administrator within 30 days of receipt of the clirn, as long as all 
needed lnformauon was provided with the claim. The Clalms 
Adrmnistrator will noti$ you within this 30 day period if additional 
information is needcd 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. 

Once notified of the extension you then have 45 days to proside this 
mformation. Pf all of tlle needed rnforrnauon 1s received wvithn the 
45 day time frame and the claim is denied, dte Claims Administtator 

To ~ a t ~ i i ~ r i e  readitg, go to nghf ccall~mn oa this page. 

will notify you of the denial within IS days after the informadon is 
recciced. If you don't provide the needed information within the 45 
day period, your dairn will be denied. 

A denial notice ud explain the reason for denial, refer to the part of 
die Plan on ~'~riuch the denial is based, and provide the claim appeal 
procedures. 

Pre-senice claims are those dairns that require notification or 
approval prior to receiving medical care, If your claim was a pre- 
senice claim, and was submitted properly with all needed 
~ n f o r ~ t i o n ,  you will receive written notice of the d m  decision 
from the Claims Administrator within 15 days of receipt of the 
claim. If p u  filed a pre-service claim improperly, the Claims 
Administrator x+Il notify you of the improper &ling and howv to 
correct ~t within 5 days after the pxe-service dairn was received. If 
additional information is needed to process the pre-service claim, the 
Claims lidministrator will notify you of the information needed 
wvithin 15 days after the claim was received, and may tequest a one 
time extension not longer than 15 days and pend your claim until dl 
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 witkin the 45 day time frame, the Claims 
Administrator 'id notify you of the determination within 15 days 
after the information is received. If you don't provide d ~ e  needed 
inforrnauon within the 45 days period, your clam will be denied. A 
denial noace \yill explain the reason for denial, refer to the part of 
the Plan on ivhich the denial is based, and provide the claim appeal 
procedures. 

I C 

T 8 
Urgent Claims trhat Requrie ImrneaFaie Action Y 0 

: -.Zg 
Urgent Care Claims are those claims that require notification or , 9 ?  0:c 
approval prior to receiving medical care, where a delay in treatment t 2 7 g 
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could seriously jeopardize your life or health or the ability to regmi 
masimum function or, in the opinion of a physician with knowledge 
of your medical condition could cause severe pain. In these 
situations: 

* You -.ill receive notice of the benefit determination in writing or 
electronically \vithin 72-hours after the Claims ~Zdministrator 
receives all necessary information, taking into account the 
seriousness of your condition. 

Noace of dcniaf may be oral u.i& a written'or electronic 
confirmaaon to follow within 3 days. 

If you filed an urgent claim improperly, the Clauns Administrator 
will noti6 you of the improper filing and how to correct it within 24 
hours after the urgent claim wvas received. If additional information 
is needed to process the claim, the Claims Administrator w i l l  notify 
you of the infotmation needed within 24 hours after the claim was 
received. You then have 48 hours to provide the requested 
in formaaon. 

If an on-going course of treatment was previously zpproveci for a 
specific period of time or nuinber of treatments, and your request to 
extend the treatment is an Urgent Care Claim as defined above, your 
request \ d l  be decided within 24 hours, prosided yow request is 
made at teast 24 hours prior to tlte end of t l ~ e  approved treatment. 
The Claims Administrator lvill 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 
he f rames  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 tre;ltment in a non-wgcnt 
circumstance, your request will be considered a new claim and 
decided according to post-service or pre-service timeframes, 
whichever applies. 

You ixdl be notified of a determiflation no later than 48 hours after: 

?he Claims Administrator's receipt of the requested information; 
or 

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

A denial notice will explain the reason for denial, refer to the part of 
the Plan on xv11ich the denial is based, and provide the clahn appeal 
procedures. 
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If you are appealing an Urgent Care Clam denial, please refer to the 

Section 6: "Urgent Claitn Appeals that Require Immediate Actioni' section 
below and contact Customer Senrice immediately. 

Questions and Appeals n e  Customer SeMce telephone number is shown on your ID card. 
Customer Senrice representatives are available to take your call 
during regular business hours, Monday through Friday. 

Health Senlces or your Benefits. 

* You are notified that a claim has been denied 

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

How to Appeal a Claim Decision 
If you disagree with a pre-service or post-senme claim 
determination after following the abo\~e steps, jrou can contact the 
Claims Administrator in writing to forrnally request an appeal. Your 
request should indude: 

* The patient's name and the identification number from the 
I D  card. 

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

* The provider's name. 

+ The reason you believe the clam should be paid. 
What to Do First Any documentation or other written information to support 
If your quesnon or concern is about a benefit determination, you your request for claim payment. 
may ~nforrnally contact Cusromcr Service before requestins a formal 
appeal. If the Customer Senqce representative cannot resolve the Your f ~ s t  appeal request must be submitted to the Claims 
issue to your satisfaction over the phone, you may submit your Administrator within 180 days after you receive the claim denial. 
cluestion in wvnting. However, if you are not satisfied with a benefit 
determination as described In (How to File a Claim) you may appeal 
it as described belo\v, without first informally contacting Customer Appeal P ~ O C ~ S S  
Senice. If you &st informally contact Customer Service and later A qualified individual who was not involved irl the decision being 
wish to request a formal appeal in Gting, you should contact appealed will be appointed to decide the appeal. If your appeal is 
Customer Senice and request an appeal. If you request a formal related to clinical matters, the review will be done in consultaaon 
appeal, a Customer Senrice representative will provide you with the with a health care professional with appropriate expertise in the fidd 
appropnate address of the Claims Administrator. who was not involved in the prior determination. The Claims 

'To ~*otlfitit~e rtuditiq go to nk6t roh~~~ttt  ott tliispngt. To cotrfit~rre ~udi tp ,  go to ik) cohin~ti on nextpage. 
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Administrator may consult ivitl~, or seek the participa~on 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 m d  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 CIaim Appeals 
You will be provrded written or electronic noctficauon of decision 
on ).our appeal as follou~s: 

For appeals of pre-service claims (as defined in How to File a 
Claim), the first level appeal will be conducted and you .Nil1 be 
notified by the Claims Adinmistrator of the decision within 15 days 
from receipt of a reqttest for appeal of a denied claim. The second 
IeveI appeal .will be conducted and you will be notitied by us of the 
decision within 15 dqys from receip t of a request for rcview of the 
Crst Ievel appeal decision. 

For appeals of post-senrice claims (as defined m Eiow to File a 
Claim), the fast level appeal i5411 be corlducted and you will be 
notified by the Claims Administrator of the decision widun 30 days 
from receipt of a rcquest for appeal of a denied claim. The second 
level appeal nil1 be conducted and you will be notified by us of the 
decision wittlin 30 days from receipt of a request for review of the 
first level appeal decision. 

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

If you are not satisfied .\tit11 the fist  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 

T o  contirrllle rtndt'g. go to rght cohttt~ri on this page. 

request must be submitted to us in writing within GO days from 
receipt of the first Ievel 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 ate 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 imnediate 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 c3H the Claims Admit11strator as soon as 
possible. The Claims Administrator wilt provide you with a 
wvritten 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. 
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expenses. A Secondary Coverage Plan pays after the Primary 

Section 7: Coverage Plan and mag reduce the Benefits it pays. This is to prevent 
payments from all group Coverage Plans from exceeding 100 percent 

Coordination of Benefits of the to& Allo~vable Expense. 

This section p~ovides you with information about: 
* What you need to knoxir when you have coverage 

under more than one plan. 

6 Definitions specific to Coordination of Benefit 
rules. 

* Order of payment rules. 

Benefits When You Have Coverage under 
More than One Plan 
Illis section describes how Benefits under the Plan wiU be 
coordinated with those of any other plan &at provides Benefits to 
you. The language in this section is from model laws drafted by the 
National rlssociation of rnsurance Commissioncrs (NAIC) and 
represents standard industry practice for coordinating Benefits. 

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

The or'cier of benefit determination rules described in this section 
determine which Coverage Plan \ d l  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 

Definitions 
FOX 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 Pl;m and there is no COB among those 
separate contracts. 

a. "Coverage Plan" includes: group insurance, closed panel or 
other forrns 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 auton~obile contracts; and 
Medicare or other governmental Benefits, as permitted by 
law. 

b. "Coverage Plan" does not indude: individual ot 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 fox coverage under a. or b. above is a separate 
Coverage Plan. If a Coverage Plan has nvo parts and COB 
rules apply only to one of the two, each of the parts is treated t 

as a separate Coverage Plan. w 
: z z g  
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2. The order of benefit detenmnatlon rules determine whether this 
Coverage Plan is a "Prin~ary Coverage Plan" or "Secondary 
Coverage Wan" when compared to another Coverage Plan 
covering the person. 

W e n  this Coverage Plan is pr imq,  its Benefits are determined 
before  hose of any other Coverage Plan and without consideimg 
any other Coverage Plan's Benefits. \X%en this Coverage Plan is 
secondlq-, its Benefits are detemzlned after those of another 
Coverage Plan and may be reduced because of the Primary 
Coverage 131an's Benefits. 

3. ":tlloxvable Espense" means a heddz care service or espense, 
including deductibles arid Copayments, that is covered at least in 
part by atly of the Cox-erage Plans covering the person. \men a 
Coverage Plan provides Benefits in the form of services, (for 
example an HhfO) the reasonable cash value of each service will 
be considered an Allo~vable Expense and a benefit paid. An 
expense or sen-ice that is not covered by any of the Coverage 
Plans is not an Xlloivable Expense. Derltal care, routine tision 
care, outpatient prescnpnon drugs, and hearing aids are esamples 
of expenses or services that are not rillowable Expenses under 
the Plan. ?'he follo~ving are additional examples of expenses or 
services that are not Allowable Expenses: 

a. If a Covered Person a confined in a private I-Iospital room, 
the difference behveen the cost of a Semi-private Room 11.1 
the 1-Iospiral and the private room, (unless the patient's stay in 
a private Hospital room is mec%caUy necessary in terms of 
generally accepted medical practice, or one of the Coverage 
Plans routinely prorqdes coverage for Hospital private rooms) 
is not an Allowable Expense. 

b. If a person 1s covered by two or more Coverage Plans that 
colnprtte their benefit payments on the basis of usual and 
customary fees, any amourtt in excess of the highest of the 

usual and customary fees for a specific benefit is not an 
Alloivable Expense. 

c. If a person is covered by hvo or more Coverage Plans that 
provide Bcncfits c x  services on the basis of negotiated fees, 
an amount in cycess of the highest of the negotiated fees is 
not an Alloivable 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 
senqces on the basis of negotiated fees, the Primary Coverage 
Plan's payment arrangements shall be the r2llowable Expense 
for all Coverage Plans. 

e. The amount a benefit is reduced by the Primary Covetage 
Plan because a Covered Person does not comply with the 
Coverage Plan provisions. Examples of these provisions are 
second surgical opinions, precertification of admiss~ons, 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 tlzis Coverage Plan, or bcfore the date this 
COB provlslon or a smilar 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 senices 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 witti 
whom the child resides more than one half of the calendar year 
without regard to any temporary visitation. 

C: 
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Order of Benefit Determination Rules 
W%en tsvo or more Cotterage Plans pay Benefits, the rules for 
determining the order of payment are as follo\vs: 

A. 'ILe Primary Coverage Plan pays or provides lts Benefits as if the 
Secondary Coverage PIan or Coverage PIans did not exist. 

B. A Coverage I'lan &at does not contain a coordination of Benefits 
proviston that is consistent \tqth this provision IS ahvays primary. 
Z ~ e r e  is one esception: coverage that is obtained by virtue of 
membership in a group that is designed to supplement a part of a 
basic package of BeneGts may provide that the supplement?q 
coverage sllall be excess to any other parts of the Coverage Plan 
prokldcd by thc 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 <:overage Plan may consider the Benefits paid or provided by 
another Coverage Plan tn determining its Benefits only when it is 
secondar); to that other Coverage Plan. 

D. The first of the following rules that describes which Coverage 
Plan pays its Benefits before another Coverage PIan 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 
Corerage Plan that covers the person as a Dependent is 
secondaq. However, if the person is a Medicare beneficiary 
and, as a result of  federal law, Ahledicare is secondary to the 
Coverage PIan coverlng 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 behveen the two Coverage Plans is reversed so that 

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

Child Covered Under More Than One Coverage Plan. The 
order of Benefits when a chiid i s  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 tile specific terns of a court decree state that one of 
the parents is responsible for the child's health care 
expenses or hedth care coverage and the Coverage P h  
of that parent has actual knowledge of those terms, that 
Coverage Plan is primary. This rule appfies 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: 

I) Tf~e Coverage Plan of the ~ustodd parent; 
2) The Coverage Plan of the spouse of the custodial 

parent; 

3) The Coverage Plan of the noncustodial parent; and 
then I 

c 
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4) The Coverage Plan of the spouse of the noncustodial 
parent. 

3. ACUX-e or inactive employee. The Coverage PIan that corers a 
person as an employee \\rho 2s neither laid off nor reured is 
primary. The same would hold tnle if a person 1s a 
Dependent of a person co~rered as a Retitee or an Employee. 
If the other Coxrage Plan does not have this rule, and if, as a 
result, the Coverage Plans do not agree on the order of 
Benefits, ttljs rule is ignored. Coverage pro\?ded an individual 
as a retired worker and as a Dependent'of an a c ~ ~ e l y  working 
spouse ~vivlfl be determined under the rule labeled D(1). 

4. Continuation coverage. If a person whose coverage is 
provided under a nght 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 
'continuauoi~ coverage is secondary. If the other <:overage 
PIan does not have this rule, and if, as a result, the Coverage 
Plans do not agree on tile 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 xirife is covered under this Coverage Plan as a 
Participant and as an Enrolled Dependent, the Dependent 
Benefits \+4l be coordinated as if they were provided under 
another Coverage Plan, this means the Partiupant's be~~efit 
will pay first. 

7. If the preceding rules do not determine the Primary Coverage 
Plan, the Ailowable Expenses shall be shared equally between 
the Coverage Plans meeting the definition of Coirerage Plan 
under this provision. 111 addition, tIus Coverage Plan will not 
pay more than it would have paid had n been prirnary. 

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

so that tile total Benefits paid or provided by all Coverage Plans 
during a claim determination period are not more than 100 
percent of total Atlowable 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 chat 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 
AIlowable Exyenses, not othenirise paid during the claim 
determination period. As each daim is submitted, this Coverage 
Plan \d: 

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 Mowable 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 
resenre returns to zero. A new benefit resenre must be created for 
each new claim determination period. 

B. If a Cox-ered Petson is enrolled in tsvo or more closed panel 
Coverage Plans and if, for any reason, including the provision of 
service by a non-pane1 provider, Benetits are nor payable by one 
closed panel Coverage Plan, COB shall not apply between that 
Coverage PIan and other cbsed pan4 Coverage Plans. 

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

-- 
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Medicare Benefits are determined as ~f the full amount that ~vould may get the facts it needs from, or give them to, other organizations 
have been payable under Medicare was actually paid under or persons for the purpose of applying these rules and determining 
h4edicare, even iE Benefits payable under this Coverage Plan and other Coverage Plans 

covering the person claiming Renefits. 
'The person is entitled but not enrolled for hledicare. 

The Claims ,itdministrator need not tell, or get the consent of, any 
Medicare Benefits arc determined as if the person were 

person to do this. Each person claiming Benefits under this Coverage 
cosered kinder hfedicare Parts A and B. . 

Plan must give us any facts we need to apply those rules and 
The person is enrolled in a Rledicare+Choice @fe&care Part determine Benefits payable. If you do not provide us d ~ e  inforrpation 

* 

C;) plan and receives non-covered services because the person we need to apply these rules.and detemtine the Benefits payable, your 
did not follow all rules of that plan. Medicare Benefits are claim for Benefits will be denied. 
deterrmned as if the senices were covered under Medicare 
Parts A and B. 
The person receives services horn a provider who has elected Payments Made 
to opt-out of hfedicare. Pvledicare Benefits are determined as ,i payment made under another Coverage Phn may include an 
if the services were covered under hledicare Parts A and I3 amount that should have been paid under this CoSerage Plan. If it 
and the prosider had agreed to limit charges to the amount of does, we may pay that amount to the organization that made tile 
charges allowed under Medicare rules. payment. That amount will then be treated as though it were a benefit 

The sen-ices are protlded in any facility that is not eligible for paid under this Coverage Plan. We will not have to pay that amount 

hkdicare reimbursements, including a Veterans again. The rerrn "payment made" includes providing Bencfits in the 

Admnistrauon facility, facility of the Uniformed Services, or form of services, in ivhich case "payment made" means reasonable 

other facility of the federal government. Medicare Benefits cash value of the Benefits provided in the form of services. 

are determined as if the sen4ces were provided by a facility 
that is eligible for reimbursement under Ailechcare. Right of Recovery 
The person is enrolled under a Plan with a Medicare Medical If the amount of the payment:s we made is more than we sfxoufd have 
Sax~ings Account. Rsledicare Benefits are determined as if the paid under this COB provision, we may recover the excess &om one 
person were covered under kledicare Parts A and B. or more of the persons we have paid or for xvbo~n we have paid; or 

any other person or organization that may be responsible for the 
fight to Receive and Release Needed Benefits or services proklded for you. The "amount of the payments 

Information made" includes the reasonable cash value of any Renefits provided in 
the form of services. 

Certain facts about health care coverage and services are needed to 

apply these COB niIes and to determine Renefits payable under this 1 Cr 
P E: 

Coverage Plan and other Coverage Plans. The Claims Administrator Y "  

: w 2 g  
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Section 8: General Information about When 
Coverage Ends When ~0verage Ends \VC ma}? discontinue this Benefit Plan and/or a11 rLnilar benefit 
Plans at any time, as permitted or required by law. 

e Events that cause coverage to end. 

* The date your coverage ends. 

If your coverage should end, your entitlement to Benefits 
autornatically ends on the date that coverage ends, even if you y e  
t~ospitafized or are othenvise receiving medical treatment on that 
date. 

\men your: cot-aage ends, we id still pay claims for Covered 
EIealth Services that you recelved before your coverage ended. 
Hoivevet, once pour 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 othenvise set forth in this SPD. 

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

To rutrifin~~e rcuding, go to nght coft~f~~ti on fhis pus. To carltitltce rcaditg go to I$t colt~n~rtr otr nexrpuge. : gb2 
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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 coverage ends on the date the Plan ends. \'ire are responsible for notifj4ng you &at you. 
coverage has ended. 

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

Eligible Participant or Etxolled 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 xvhich the Claims Administrator receives 
written notice from us instn~ctin~ the Claims Administrator to end your coverage, or the date Administrator Receives quested in the notice, if later. 

Notice to End 
Coverage 

V 

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

IS Pensioned retiree. 

: ,zz 
fg ? *  
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Other Events Ending Your Coverage 

\Then any of the following happen, we xidl provide written notice to the Participant that coverage has ended on the date the Plan Administrator 
identifies in the nouce: 

Fraud, Misrepresentation Fmud or mirrepresentation, or because the Participant knowingly gave us or the Clams 
Adnlinistrator false material information. Examples include false information relating to 

of False Information another person's ebbility or status as a Dependent. During the first nva years the Plan is in 
effect, ure have the rigfit to demand that you pay back ail 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 Tiof ation lhere was a material tdat ion of the terns 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 contribudon. 

Threatening Behavior You co~lmitted acts of physical or verbal abuse that pose a threat to our staff, the Claims 
Adrmnistrator's staff, a provider, or other Covered Persons. 

: J Z Z  5 $5' 
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* A Participant. Notification Requirements and Election 
zZ Participant's Enrolled Dependent, mcluding -4th respect to 
the Participant's children, a child born to or placed for adoption 
with the Participant cturlng a period of continuation coverage 
under Federal Law. 

e A Participant's former spouse. 

Qualifying Events for Continuation 
Coverage under COBRA 
If the'coi:erage of a Qualified Beneficiaq would ordinarily terminate 
due to one of the following qualilfiing events, then the Qualified 
Beneficiary is entitled to continue cotrerage. 'I%e Qualified 
Beneficiary is entitled to elect the same coserage that she or he had 

Period for Continuation Coverage under 
COBlRA 
The Participant or other Qualified Beneficiary must notify the P h  
Administrator within GO 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 Plm Administrator of these events 
within the 60 day period, the Plan Administrator is not obligated to 
provide continued coverage to the affected Qualified Reneticiary. 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. 

on the day before the qualifying event. Continuation must be ekcted by the later of 60 days after the 
quali+ing event occurs; or 60 days after the ~ualified Beneficiary 

A. 'rerinination of the Empioyee from employment wth us, for any 
recetves nouce of the continuation right from the Plan 

reason other than gross misconduct, or reduction of hours; or 
Administrator. 

B. Death of the Partici~ant; or * - 

C .  D~vorce or legal separation of the Participant; or If the QuaEfied Beneficiary's coverage was terminated due to a 

D. Loss of eligibility b~ an Enrolled Dependent who is a child; or 
'qualifying event, then the initial prermum due to the Plan 
Adtninistrator must be paid on or before the 45th day after electing 

E. Entitlement of the Participant to Medicare Benefits; or continuation. 
F. The Plan Sponsor filing for bankruptcy, under Title XI, United 

States Code, on or after July 1, 1986, but orily for a retired 
Participant and his or her Enrolled Dependents. This is also a COBRA Terminating Events 
quaiifying evcnr for any retired Participant and his or her COBRA continuation coverage under the Plan will end on the 
Enrolled Dependents if there is a substantial elimination of earliest of the following dates: 
coverage iwthin one year before or after the date the bankruptcy 
was filed. A. Eighteen months from the date of the qualifying event, if the - 

Qualified Beneficiary's coverage would have ended because the 
Participant's employment was terminated or hours were reduced C: 

T E ?  (i.e., qualifying event A.). '5 o 
V S Z  
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If a Qualified Beneficiary is determined to have been disabled E. The date, after electing continuation coverage, that coverage is 
under the Social Security Act at anytime within the fifst 60 days of first obtained under any other goup health Plan. 
continuatson coverage for qualifying event A. then the Qualified 
Beneficiary may elect an additional 11 months of continuation 
coverage (for a total of29 months of continued coverage) 
subject to the foIlo.rving condi~on: (i) notice of such disabiliq 
must be pzo~ided within 60 dap  after the determination of thc 
disability, and in no ?vent later than the end of the &st 18 months; 
(6) the Qualified Beneficiary must agree to pay any increase in the 
reqwed pretnium for the atlditional 11 months; and (iii) if the 
Qualified Benefidaq entitled to the 11 months of coverage has 
non-disabled family members who are also Qualified Bmefiuanes, 
then.those non-disabled Qualified Beneficiaries are also entitled to 
the additional 11 months of continuation coverzige. Notice of any 
iind determination that the Qualified Beneficiary is no longer 
disabled rnrzst be provided within 30 days of such determination. 
Therafter, continuation coverage may be t e m a t e d  on the first 
day of the month that b w s  more than 30 days after the date of 
that dctermination. 

B. Thirt).-six months froin the date of the qualif,.ing event for an 
Enrolled Dependent whose coverage ended because of the death 
of the Partscipant. divorce or legal separation of the Participant, 
loss of eligibility by an Enrolled Dependent who IS a cidd (i.e. 
qualifying events B., C., or D.). 

C. For the Enrolled Dependents of a Participant who wvas entitled 
to Medicare prior to a qualifying event that wvas due to either the 
Eermlnaaon of employment or work hours being reduced, 
eighteen months from the date of the qualibmg went, or, if 
later, 36 months from the date of the Participant's Medicare 
entidement. 

D. ' f ie date coverage terminates under the Plan for failure to make 
timely payment of the premium. 

F. The date, after elccting continuation coverage, thlat the Qualified 
Beneficiary first becomes entitled to Medicare, except that this 
shall not apply jn the event &at coverage was terminated 
because the Plan Sponsor fied for bankruptcy, (i.e. qualitymg 
event F.). 

G. The date the entire Plan ends. 

H. The date coverage ivould otherwise terminate under the Plan as 
described in this section under the heading Ewih Et~riit'g Ywr 
Coveruge. 

If a Qualified Beneficiary is entitled to 18 months of continuation 
and a second quali6ing event occurs during that time, the Qualified 
Beneficiary's coverage may be extended up ta 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, fi.e. qualifying 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 thrs section will appIy during the extended continuation 
period. 

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

? 
'. 
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Section 9: 
General Legal Provisions 

This secnon provides you wid1 information about: 
* General lep1 proiisions concerning your Plan. 

Plan Document 
?his document is the Plan document and the Summary Plan 
Description. 

Relationship with Providers 
The relatioilships between us, the Claims Administrator, and 
Nehirork providers are solely contracntal relationships benveen 
independent contractors. Network providers are not our agents or 
employees. Nor are drep agents or employees of the Claims 
Administrator. Neitlrer we nor any of our employees are agents or 
employees of Nehvork pprklders. Neither u7e nor the Clainls 
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, xve pay Benefits. Network providers are 
independent practitioners who tun their own offices and facilities. 
The credentialing process confirms public information about the 
providers' licenses and other credentials, but does not assure the 
quality of the services pro\-ided. 

To rot~ti~zzfe reanig, go to right cohlmli~~ o s  this page. 

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

The Plan Administrator is solely responsible for all of the foUo\ving: 

Enrotimer~t and ctassificarion changes (induding classi6cation 
changes resulting in your enrollment or the termination of your 
coverage). 1 
The timely payment of Benefits. 

Notifjmg you of the termnation 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 providet 

You must decide if any provider treating you is right for you. 
This indudes 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 qudity of the services 
provided to you. 

Incentives to Providers 
The Claims Administrator pays Nehvork providers through various 
hpes of contractual arrangements, some of tvhich may include 
£inancia1 incentives to pxon~ote the delivery of health care in a cost 
effictent and effective manner. Tllese finanual incentives are not 
intended to affect your access to heaitir care. 
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Examples of financial incentives for Network providers are: Interpretation of Benefits 
lye  and the Claims Administrator have sole and exclusive discretion 

e Bonuses for performance based on factors that may include to do aU of the following: 
quality, member satisfaction, and/or cost effectiveness. 

Capitation - a group of Netsvork providers receives a monthly 
payment from the Claims Administrator for each Covered 
Person \vho selects a Network provider within the group to 
perform or coordinate certain health senices. The Network 
providers receive this monthly payment regardless of whether 
the cost of providing or arranging to pro.;ide the Covered 
Person's health care is less than or more than the payment. 

The methods used to pap specific Netxirork providers may vary. 
From time to time, the payment method may change. If j70u have 

* 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 senices in regard 
to the administration of the Plan. 

* - - 
questiorls about \vl>ether your Nenvork provider's contract includes In certain circumstances, for purposes of overall cost savings or 
any tinancia1 incentives, we encourage you to discuss those questions efficiency, we may, in our sole discretion, offer Benefits for s e ~ c e s  
w i t h  your provider. You may also contact the Claims Administrator that would otherwise not be Covered Health Senices. The fact that 
at the telephone number on your ID card. They can advise whether 

we do so in any particular case shall not in any way be deemed to 
your Network provider is paid by any financial incentive, including 

require us to do so in other sirdar cases. 
those listed above; ho~vever, the specific terms of the contract, 
including rates of papent ,  are cotlfident~al and cannot be disclosed. 

Administrative Services 
Incentives to You 
Sornetirnes the Claims Administrator may offer coupons or other 
incentives to encourage you to participate in various wdness 
programs or certain disease management programs. The decision 
about 'cvhether or not to participate is yours alone but we 
recommend that you discuss participamg 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. 

To ratlritz/e pading go to rgbf cohitnt~ on thzispage. 

We may, in our sole discretion, arrange for various persons or 
entities to provide ailministraave services in regard to the Plan, such 
as daims processing. The identity of the service providers and the 
nature of the services they proxlde may be changed from time to 
time in our sole discretion. IVe are not required to give j70u prior 
notice of any such change, nor are we required to obtain your 
approval. You must cooperate with those persons or enaties in the 
performance of their responsibilities. 

To cot~tinle rtadirg, go to /ft colr{ttzt~ oil next page. 
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Amendments to the Plan 
\Ye resen7e the right, in our sole discretion and without your 
approval, to change, interpret, modify, withdraw or add Rencfits or 
termiriate the Plan. Plan Amendments and Riders ate effective on 
the date we specifj. 

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 
jurisdicuon in which the Plan is delivered) is hereby amended to 
conform to ihe nlinimutn requirelnents 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, sl~all 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 w d l  receive 
noace of any material modification to the Plan. No one has the 
authority to make any oral modification ta 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 W t e d  to, 
providing misinfonnation on eligibility or Benefit coverages or 
entitlements. The terins of this PIan may not be amended by oral 
statements made by the PIan Sponsor, thc Plan Administrative 
Committee. the Claims Adrninlstrator. or anv other nerson. In the 

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 
Adrninistrator ;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 md  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 
Adninistrator have the right to request this is~forrnation at any 
reasonable time. This applies to all Coxwed Persons, including 
Enrolled Dependents whether or not they have signed the 
Participant's enrollment form. We and the Claims Administrator 
agree that such ii~formatio~l 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 reguhtion. During and after the term of the Plan, we, the 
Claims Administrator, a ~ d  our related entities may use and transfer 
the information gathered under the Plan for research and analytic 
purposes. 

event an oral statement conflicts with any term of the Plan, the Plan 
terms wvill control. It is your responsibility to confirm h e  accuracy of For complete listings of your medical records or billing statements 
statements made by us or our designees, including the Cl'lims we recotrimend 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 rnay charge 
you reasonable fees to cover costs for completing the forms or 
providing the records. 

In some cases, we or the Claims iidminisfrator will des~gnate other 
persons or entines 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 iidmnistrator. 

Examination of Covered Persons 
In the event of a questiotl or dispute regarding your nght to 

Benefits, we may require that a Network Physician of our choice 
examine you at o~t r  espense. 

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 Coxrered Persons who are eligible for or enrolled in 
Medicare may also be enrolled under the Pian. 

To ~oi i t i~~i~e  rearli~g, go to rgbi L-O~ZUE~I otl t4i1 page. 

e c r u  are efigr'bfe for ar enrolled in Medicare, please 
read the fuflow~~kg inf~nnatiua carefuUy. 

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 p a ~ d  and you will incur a larger out-of- 
pocket cost. 

If you are enrotled in a Atedicarei-Choice (Medicare Part C )  Plan on 
a primary basis @Pedicare 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 secondaty 
payer, w e  xvitl pay any Benefits available to you under the Plan as if 
you had foUo\ved all ruIes of the Medicate+Choice Plan. You wiU be 
responsible for any additional costs or reduced Benefits that result 
from your failure to follow these rules, and you wiE 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 Iaxvful claim, demand or right. 
Immediately upon paying or providing any Benefit, the Plan shall be 
subrogated to and shatl succeed to all rights of recovery, under any 
legal theory of any type for the reasonable vdue of any services and 
Benefits the Plan provided to Covered Persons, from any or all of 
the foollo~xhg listed below. 

In addition to any subrogation rights and in consideration of the 
coverage provided by this Summary Plan Descripiion, the Plan shall 

To cor~tintie nadirrg,go lo /$t coh~n~fi off 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 foUouing 
t is  ted 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, 
nb-fadt or traditional auto insurance, medical payment coverage 
(auto, homeowners or othenvise), .cvorkersY compensation 
coverage, other insurance carriers or thitd party administrators. 

* Any person or entity who is Iiable for payment to a Covered 
Person on any equitable or legal liability theory. 

'n-iese third parties and persons or entities are collectively referred to 
as "?llird Parties". 

Covered Persons agree as folloxvs: 

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: 

* provibng any relevant information requested by the Pian, 

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, 

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 rnanncr shall be deemed a 
breach of contract, and may result in the ternnation 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. 

r 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 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/personaf 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 f d  or partial recovery that a 
Covered Person or his or her legal representative obtain, 
whether in die form of a settlement (either before or after any . 
determination of liability) or judgment. The proceeds ai.ailable 
for collection shall i~zclude, but not be limited to any and all 
amounts earmarked as non-econotnic damage settlement or 
judgment. 

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

United HealthCare Low PPO Plan for Cmergy Corp. - 01/01/04 
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* '%at Covered Persons agree that d they recelve any p a p e n t  Illat the Plan's nghts will be considered as the first priority daim 
fronl any potentially responsible party as a result of an i n j q  or against Third Parties, including tortfeasors for whom Covered 
illness, \&ether by settletrnent (either before or after any Persons are seeking recovery, to be paid before my other of the 
determination of liability), or judgment, the Covered Person wvill Covered Person's claims are paid. 
serve as a constructi~re trustee over tile 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 duaes hereunder. Person's own negligence. 

That Covered Persons or an autl~onzed agent, such as the 'Rat the Phn 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 provi;ions, 

any potcndally responsible party that a e  due and owed to the including f ing suit in the Covered Persons name, which does 

Plan, as stated herein, separately and alone, and failrite to hold not obligate the Plan in any way to pay the Covered Person part 

&nds as such x d  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 a s n s t  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 Plan shall be entitled to recover reasonable attorney 
a That if the injury or condition giving rise to subrogation or 

fees from Covered Persons incurred in collecting &om the 
Covered Person any funds held by the Covered Person that he 

reimbursement involves a minor cllild, dlis section applies to the 
parents or guardian of the minor child. 

or she recovered from any Third Party. 

* That the Plan may set off from any future benefits otherwise a 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 wrongfid death of a P h  
thrs section to the extent not reco~ered by the Plan. beneficiary, this section applies to the personal representathe of 

the deceased Plan beneficiary. 
That Covered Persons \xi11 neither accept any settlement that 
does not hlly compensate or reirnburs; the Plan without the Refund of overpayments 
Plan's written approval nor w i l l  the Covered Person do anything If we pay Benefits for expenses incurred on account of a Covered 
to prejudice the Plan's rigl~ts under this section. Person, that Covered Person, or any other person or organization 

'fiat Covered Persons ivilI asslgn to the Plan all rights of that was paid, must make a refund to us if either of the followmg 

recovery against Third Parties, to the extent of the reasonable apply, 

raluc of services and Benefits the Pfan provided, plus reasonable e All or some of the expenses were not pad  by the Covered 
costs of collection. Person or did not legally have to be paid by the Covered Person. 1 c 

x E: 
Ycu 
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All or some of the pqyment we made exceeded the Benefits 
under tile Plan. 

The refund equals tile amount we paid in excess of the amount: we 
should have paid under tile Plan. If tile refund is due from anotl~er 
person or organization, the Covered Person agrees to help us get the 
refilnd 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. Tlle 
reductions will equal the amount of the required r e b d .  We may 
have other rights in addition to the right to reduce future Benefits. 

Limitation of Action 
I'ou cannot bring any legzl 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 reqwed 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 wvhich a request for 
reimbursernent 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 
sreps 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 noatied of our final decision on your appeal or you 
lose any rights to bring such an action against us or the Claims 
Adminisna tor. 

E x v, w G 
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Section 10: 
Glossary of Defined 

Terms 

This section: 
Defines the terms used throughout this SPD. 

Is not intended to describe Benefits. 

&Iremare FaciZi@- a health care facility that is not a Hospital, or a 
facility that is attached to a f-Iospital and that is designated by the 
ffospital as an Alternate Facility. This facility provides one or more 
of the following sen~ices on an outpatient basis, as permitted by law: 

Pre-scheduled surgical services. 

Emergency flealth Senices. 
* Pre-scheduied rehabilitative, laboratory or diagnosnc services. 

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

Amendment- 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 far 
those that are specifically amended. 

&nuaZDeductible - the amount you must pay for Covered Health 
Services in a cafendar year before.we will begin paying for Benefits 
in that calendar year. 

+Benefi& - your right to payment for Covered Health Services that 
are a ~ d a b I e  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 ~~ordinationS*~- a program provided by the C1,hs 
Administrator designed to encourage an efficient system of care for 
Covered Persons by identifying and addressing possible unmet 
coveted health care needs. 

. , iCl;tlms-m- the company, or its affiliate, that provides 
certain claim administration services for the Phn. 

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

Col7;trmenr- the charge you are required to pay for certain Covered 
Health Services. A Copayment m y  be either a set dollar amount or 
a percentage of Eiigible Expenses. 

eac Procedure& - procedures or semces that change or 
improve appearance urithout significantly improving physiological 
function, as determined by Care CoordmaaonShf on our behalf. 

~overedNeaIrh Se~ce<sl  -those health services provided for the 
purpose of preventing, dmgnosing or treating a Sickness, Injury, 
Mental Lhess, substance abuse, or their symptoms. 

A Coveted Health Service is a health care senrice or supply 
described in (Section 1: What's Covered--Benefits) as a Covered 
Health Senrice, which is not excluded under (Section 2: What's Not 
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Covered--Exclusions), including Expermental or Investigational irlcluding a sunriving spouse, if such spouse remans unmarried from 
Sen-~ces and Unproven Senices. the time of the Employee's or Retiree's death. The term child 

indudes any of the folio\ving: 
Covered Health Services must be promded: 

* \X%en 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 senlces is a Covered Person 
and meets aIi eligibility requirements specified in the Plan. 

Decisions about \vl.vhether to cover nextt technologies, procedures and 
tteatments ~ v i H  be consistcnt with conclusions of pre~dirig medical 
research, based on vell-conducted randomized trials or cohort 

A natural child. 

* A stepchild. 

A leg&y adopted child. 

A child phced for adoption. 

A Handicapped Child, as described in (Section 8: '1Wlen 
Coverage Ends). 

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

Cusrodiai Csrc - senices that: 

Are non-health related services, such as assistance in actisities of 
daily livi~~g (including but not limited to feeding, dressing, 
bathing, transferring and ambuIatin8); 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 cha~lging; or 

and limitations: 

A Dependent u~ciudes any unmavied Dependent child under 19 
, years of age. 

* A Dependent includes an unmarried Dependent cldd wvho 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 and effectively. 

h e n d e n $  - the Partlcipant's legal spouse or an unmarried 
Dependent cl~ild of tlie Participant or the Participant's spouse, 

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

C 
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h Dependent also includes a child for \\&om health care ccwerage is 
required through a 'Qualified Medical Child Support Order' or otlter 
court or administrative order, including a Natjonal Medical Support 
Notice. We are responsible for determining if an order meets the 
criteria of a Qualified Medicaj Cidd Support Order or a National 
Medical Support Notice. 

flesiwfed United Resource Nemork Faciliw - a Hospital that 
the Claims Administrator names as a Designated United Resource 
Network Facility. A Designated Umted Resource Network Facility 
has entered into an agreement with the Claims Administrator to 
render Covered Health Senices for the treatment of specified 
diseases or conditions. ii ~ e s i ~ n a t e d  United Resource Xetwork 
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 1s a 
Designated United Resource Network Facility. 

Durable Medicaf Eauinment - medical equipment that is all of thc 
following: 

* Can withstand repeated use. 

Is not &sposabIe. 

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

When Covered Health Senices 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-Nehvork provider and either the Claims 
Adrnmistrator or one of its vendors, affiliates or subcontractors. 

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

tls indicated in the most recent edition of the Current 
Procedurd Terminology (CPT), a publication of the American 
Medical Association. 

* Is used to senre a medical purpose with respect to treatment of a rls reported by generally recognized professionals or 
Sickness, Injury or their symptoms. publications. 
Is generally not useful to a person in tlte absence of a Sickness, As used for Medcare. 
Injury or their symptoms. 

As determined by medical staff and outside medical consultants 
Is approprntc for use in the home. pursuant to other appropriate source or determulation that the 

le Emensee - the amount we will pay for Covered Health Claims Administrator accepts. 
- .  

~e&ices, inc;rred while d ~ e  Plan is in efkct, v.d~icIt are determined as - a regular full-time Employee of the PIan Sponsor 
stated below who is scheduled to work at his or her job at least 20 hours per week 

Eligible Espertses are based on either of the following: or othenvise considered by the Plan Sponsor to be an Employee for C 
7 i R  
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Plan coverage purposes; or a person who retires while covered under 
the Plan. 

f imermcy-  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, requrres immediate care 
and treatment, generally recelved within 24 hours of onset, to 
ayoid jeopardy to life or health. 

,Emer_~encv Health Services - health care services and supplies 
necessary for the treatment of an Emergency. 

Emnlorree - an Eligible Person who is properly enrolled under the 
Plan. 'file Employee is the person (who is not a Dependent) on 
wvhose behalf the Plan is established. 

EnrolledBeaendetlt- a Dependent xvho is properly enrolled under 
the Plan. 

Exnerinenta/ or Invesfi~afional Semkeg - medical, surgical, 
diagnostic, psychiatric, substatlce abuse or other health care senrices, 
technologjes, supplies, treatments, procedures, drug therapies or 
devlces that, at the time we make a determination regarding coverage 
in a partictliar case, are determined to be any of the follo\xing: 

Not approved by the U.S. Food and Drug Administration 
(FDA) to be lawfully marketed for the proposed use and not 
idcn tified in the American Hospital Formulq Senice or the 
United States Pharmacoooeia Dispensinp: In fo r tnab  as 
appropriate for the proposed use. 

* Subject to review and approval by any institutior~al review board 
for the proposed use. 

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

If you haw a life-threatening Sickness or coradition (one which is 
likeIy to cause death within one year of the request for treatnrent) we 
my, in our discretion, determine that an Experimental or 
Investigational Service meets the definition of a Cosered Health 
Semce 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 sersice uses a specific research protocol that 
meets standards equivalent to those defined by the National 
Institutes of Health. 

jMf-time Srudent- a person who is enrolled in and attending, full- 
time, a recognized course of study or training at one of the 
follo\vmg: 

* An accredited high school. 

* An accredited college or university. 

a A licensed vocational school, technical school, beautician school 
automotive school or similar training school. 

Full-me Student status is determined in accordance with the 
standards set forth by the educational institution. You are no bnger 
a Full-time Stitdent 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. 

I7ou continue to be a Full-time Student during periods of regular 
vacation established bj7 the institution. If you do not continue as a 
Full-time Student immediately folloSng the period of vacation, the 
Full-time Student designation will end as described above. 

T o  E D I I ~ ~ I I I ~ / P  readit% go fu nihf b-oi~tftz~~ on this pup. T o  L-orzfit~ue maditg, go t o  ieJr cuIr4mn on nextpage. 
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nome Health k n c u -  - .  a program or organizauon authortzed by urn P& Benefit - the maximum amount that we id1 pay 
law to proside health care services in the home. for Benefits during the entire pcriod of time that you are enrolled 

under the Plan, or any other Plan of the Plan Sponsor. When the 
NOS-~ital- an institunon, operated as required by law, that is both of hfaximum Plan Benefit applies, it is described in (Section 1: What's 
the follo~ving: Covered--Benefi ts). 

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

jl&dicarc - Parts A, B, and C of the insurance program established 
by Tide ,XWTI, United States Social Security Act, as amended bj7 

individuals. Care is provided through medical, diagnostic and 
surgical facilities, by or under the supenrlsion of a staff of 

42 U.S.C. Sections 1394, et seq. and as later amended. 

Physicians. 

Has 24 hour riursing services. 

ii I fospital is not primar* a place for rest, Custodid Care or cate of 
the aged and is not a nursing home, conv~lescent home or simiiar 
institution. 

IraiEnrollment Period- the initial period of time, as 
determined by the Plan Administrator, during which Eligible 
Pcrsons may enroll themselves and their Dependents under the Plan. 

l H ~ l f i  Semceg - 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. 

-e&h/Substance Abuse l)esi- - the orgarmation or 
individual, designated by us, that provides or arranges h4ental Health 
Senices and Substance Abuse Services for which Benefits are 
available under the Plan. 

IRiuq- bodily damage other than Sickness, including all related &tat fllnes - those m e n d  health or psychiatric diagnostic 
conditions and recurrent syrnptorns. categories that are listed in the CUf+ent Diagnostic and StatisticaI 

~nxiittient~ehabifitan'o~ Fscifity- a Hospital (or a specid unit of 
a Hospital that is designated as an Inpatient Rehabilitation Facifity) 
that provrdcs rehabilitation health senices (physical therapy, 
occupational therapy and/or speech therapy) on an inpatient basis, 
as authorized by lav.7. 

Innatienc Star.- an uninterrupted confinement, following formal 
admission to a Iiospital, Skilled Nursing Facility or Inpatient 
Rehabilitation Facility. 

To cof~fiti~~e ~aditg, go to rig,' co/r/t~~n on thixpuge. 

Manual of the American Psychiatric Association, unless those 
services are specifically excluded under the Plan. 

Netwod- when used to describe a provider of health care services, 
this means a provider that has a participation agreement in effect 
witit 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 
Covered Health Senices, but not all Covered Health Services, or to 
be a Network provlder for only some of our products. In this case, 
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the provider will be a Network provider for the I Iealth Services and The following costs will never apply to the Out-of-Pocket 
products lncluded in the participation agreement, and a non- hfaximurn: 
Netii~ork provider for other Health Sewices and products. The 
participation status of providers wilt change from time to time. Any charges for non-Covered Health Services. 

NetrvorkBenetirs - Benefits for Covered Health Services that are 
provided by a Nenvork Physician or other Network provider. 

* Copayments for Covered Health Services available by an 
optional Rider. 

Any Copayments for Covered Health Semces in (Section 1: 
JVon-Nem'urk Benet7rs - Benefits For Covered Health Services that [.%at's Covered--Benefits) that do not apply to the Out-of, 
are provided by a non-Netxrork Physician or other non-Network Pocket &faximum. 
provider. 

r The amount of any reduced Benefits if you don't notify Care 
O ~ e n  Entolfrnenr P e r m -  a period of time &at follows the Initial ~oordination~~' as described in (Section 1: What's Covered-- 
Ei~rollrnent Period during which Efigible Persons may enroll Benefits) under the Ah& Yon Arot@ Can Coor&t~~rion~~^\'? cdumn. - 
themselves and ~ e ~ e n d e n t s  under the Plan. The ~ l &  Administrator Charges that exceed Eligible Expenses. 
will determine the period of time that is the Open Enrollment 
Period. a Any amounts applied to'ivatds meeting your Annual Deductible. 

- - etMaxrmuq - 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 senice you receive, you may have access to non-Network 
pro~riders who have agreed to discount their charges for Covered 
klealth Services. If you recerve Covered Health Services from these 
providers, your Coinsurance for Non-Network Benefits will remain 
the same, however the total amount dlat you owe may be less than if 
you received sen-ices from other non-Network providers because 
the Eligible Expenses may be a lesser amount. 

Once you reach the Out-of-Pocket R4asimum, Benefits for those 
Covered Health Services that apply to the Out-of-Pocket &l;urimum 
are payable at 100% of Eligble Expenses during the rest of that 
calendar year. 

Even whqn the Out-of-Pocket Maliimum has been reached, the 
following will not be paid at 100%: 

* Any charges for non-Covered Health Senices. 

Tl~e  amount of any reduced Benefits if you don't notie Care 
~oordination~" as described in (Section 1: &11at's Covered-- 
Reneiits) under the Aft& Yori Nun.@ Cdtr ~oordif~afiotr'."? column. 

* Charges that exceed W b f e  Expenses. 

Particinant- an Eligible Person who is properly enrolied under the 
Plan. The Participant is the person (lvilo 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 Iaw. 

0 
x E: 
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Please Note: ;lny podatrist, dentist, psychologist, chiropractor, 
optometrist, ox other provider \v11o acts within h e  scope of 11js or 
her License will be considered on the same basis as a Physician. The 
fact that we describe a provider as a Physician docs not rncan that 
Benefits for services from that provider are available to you under 
d ~ c  Plan. 

m n  - United I.-IealthCare Low PPO I'lan for Cinergy Corp. Health 
Benefit Plan. 

PIan Adminisuatuc - is the Cinergy Corp. or its designee as that 
term is defined under ERISA. 

Pfgn Srbonsclc- Cinergy Gorp.. References to "\veW, "us", and "our" 
throughout the SPD refer to the Plan Sponsor. 

P t e m -  includes all of the following: 

* Prenatal care. 

* Postnatal care. 

Childbirth. 

A n y  complications associated with Pregnancy. 

- any person who retires from Cinergy and 1s determined 
and approved by the PLan Sponsor to be eligible to receive coverage 
under the Phn as a Retitee. 

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

Semi-nrivare R- - a room with hvo or more beds. \%en an 
Inpatient Stay in a Semi-private Iioom is a Covered Health Service, 
the difference in cost befiveen a Semi-prisate Rooin 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. 

Sicknes~ - physical itlness, 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. 

Fac&- a Hospital or nursing facility that is 
licensed and operated as required by law. 

af Treatment- detection or correction (by manual or 
mechanical means) of su~Lduxation(s) in the body to remove nerve 
interference or its effects. %e interference must be the result of, or 
related to, distortion, misalignment or subluxation of, or in, the 
vertebral column. 

$uhsrance Abuse Semikeg - Co~~ered Health Senices for the 
diagnosis and treatment of aIcoholism and substance abuse disorders 
that are listed in the current Diagnostic and Statistical Manual of the 
American Psychiatric Association, unless those senices are 
specifically excluded. The fact that a disorder is listed in the 
Diagnostic and Sta tisticai Rfanuaf of the American Psychhtric 
Association does not mean that treatment of the disorder is a 
Covered Health Service. 

ven Services - senices that are not consistent with 
conclusions of prevailing medical research which demonskate that 
the health service has a beneficial effect on health outcomes and that 
are not based on &ls that meet either of the following designs. 

Well-conducted randomized controlled mals. (Two or more 
treatments arc compared to each other, and the patient is not 
allowed to choose which treatment is recei-ved.) 
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Well-conducted cohort studies. (Patients who receive study 
treatment are compared to a group of patients who recelrre 
standard therapy. The comparison group must be nearly identical 
to the study treatment group.) 

Decisions about whether to cover new technologies, procedures and 
treatments wvill be consistent with condusions 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 d ~ a t  is likely 
to cause death within one year of the request for treatment) we and 
the Claims Adininistrator may, in our discretion, determine that an 
Unproven Service meets the definition of a Covered Mealtlx Service 
fcjr that Sickness or condition. For this to take place, we and the 
Claims Administrator must determine that the procedure or 
tteatment is promising, but unproven, and that the service uses a 
specific research protocoi that meets standards equira-afent to those 
defined by the National Institutes of I-Iealth. 

Urmnt Care Center- a facility, other than a Hospital, that provides 
Covered Health Senrices 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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Statement of Rights under the Newborns' 
Attachment and Mothers' Health Protection Act 

Women's Health and Cancer Rights Act 
of 1998 
As required by tfie Women's Health and Cancer Rights Act of 1998, 
\ye provide Benefits under the PIan for mastectomy, inclucling 
reconstruction and surgery to achieve s p m e t q  between the breasts, 
prostheses, and complications resuiting from a mastectomy 
(including Ijmphedema). 

If you are receiving Benefits in connection with a mastectomy, 
Beliefits are also provided for the following Covered Health 
Senqces, as you determine appropriate wit11 your attending 
Physician: 

All stages of reconstruction of the breast on which the 
inastcctomy was performed; 

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

I'rostheses and treatment of physical complications of rhe 
mastectomy, including lympfiedema. 

The amount you must pay for such Covered Health Services 
(including Copayments and any Annual Deductible) are tile same as 
are req~ured for any other Covered Ilealth Service. Limitations on 
Benetits are the sarne as for any other Covered Health Senlce. 

Ib tv~ifi~trie readitg, go to  nibt rol~trnttr on flispqe. 

Group health Plans and health insurance issuers generally may not, 
under Federal law, restrict Benefits for any Hospital length of stay in 
connection with clddbirth for the mother or newborn child to less 
than 48 hours following a vaginal delivery, or less than 96 hours 
follou.ing a cesarean section. Hoxvever, 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 
~iexvborn earlier than 48 hours (or 96 fiouts as applicable). In any 
case, Plans and issuers nlaj7 not, under Federal law, require than a 
provider obtain authorization horn the Plan or the insurance issuer 
for prescribing a length of stay not in excess of 48 hours {or 96 
hours). 
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Type of Plan: Self-insured health and welfare benefits plan, - - 
offering group health plan benefits to Employees, Retuees and their At hment Dependents 

I1 Name, Business address, and Business Telephone Number of 
PIan Administtator: 

Summary Plan Description 

Name of Plan: Cinergy Carp. Health & Welfare Benefits Plan, as ~t 
relates to the United 1-lealrhCare Low PPO Plan for Cinergy COT; 
Group Number 239203 

Name, Address and Telephone Number of Plan Sponsot and 
Named Fiduciary: 

Cinergy Gorp. 
139 East Fourth Street 
Cincinnati, OH 45202 
(513) 287-3333 

The Plan Sponsor retains alI 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 PIan Numbet: 506 

Effective Date of Plan: January 1,2004 

Cinergy COT. 
139 East Fourth Street 
Cincinnati, OI-i 45202 
(5 13) 287-3333 

Claims Administrator: The iblfowing entity provides certain 
administrative services for the Plan. 

United HedthCare Insurance Company 
450 Columbus Blvd. 
Hartford, CT 061 15-0450 

Type of Administtation of the Plan: The PIan 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 Nehvork Provider; 
claims processing services, including coordination of Benefits and 
subrogation; utilization management and complaint resolution 
assistance. This external adrninisuator is referred to as the Claims 
Administrator. The PIan Sponsor also has selected a Provider 
Network established by United Healthcare Insurance Company. 
The named fiduciary of Plan is Cinergy Corporation, the Plan 
Sponsor. 

Ce h 
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Dcpartrnent of Labor and available at the Public Disclosure Room 
of the Pension and \'('elfare Benefit Administration. 

Obtain, upon written request to the Plan Administrator, copies of 
documents governing the operation of the Plan, including insurance 
contracts and coflective bargaining agreements, and copies of the 
latest annual report (Form 5500 Series) and updated Summary Plan 
Descripuon. The Plan Admirustrator may make a reasonable charge 
for the copies. 

Receive a summary of the Plan's annual financial report. The Plan 
iidrninistrator is required by law to furrush each participant with a 
copy of the summay annual report. 

Continue Group Health Plan Coverage 

Conciriue health care coverage for yourself, spouse or Dependents if 
there 1s a loss of coverage under the PIan as a result of a qualifjkg 
ex-ent. 3'ou or your Dependents may have to pay for silch coverage. 
Review this Sutnnlary 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 
preesisting conditions under your group health Plan, if you have 
creditable coverage from another group health Plan. In addition, if 
pour Plan coverage ceases, you hatre the right to be provided a 
certificate of creditable cowrage, free of charge, from the Plan, as 
we11 as any other group health plan or health insurance issuer when 
you become entitled to elect COBRA continuation coverage, when 
your COBRA continuation cotrerage ceases, if you request it before 
losing cotrerage, or if you request it up to 24 months after losing 
coverage. \Vithout evidence of creditable coverage, you may be 
subject to a preexisting condition exclusiorl for 12 months (18 
months for late enrollees) after your enrollment date in your 

coverage. You should know that, currently, the Plan does not 
impose any pre-existing con&tion knitations or exclusions. 

Prudent Actions by Plan Fiduciaries 

In addition to creating rights for Plan participants, ERISA imposes 
duties upon the people wvlio are responsible for the operation of the 
Plan. The people wvho 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 umon, 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 rigfits under ERISA. 

Enforce Your Rights 

If your claim for a welfare benefit is denied or ignored, in wvl~ole or 
in part, you have a right to h o w  why this was done, to obtain copies 
of documents relating to the decision without chmge, and to appeal 
any denial, ali 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 PIan documents or the latest annual report &om 
the Plan and do not receive them wvithin 30 days, you may file suit m 
a Federal court. In such a case, the court may requite the Plan 
Adrmnistrator to provide the maierials 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 @e suit in a state or Federal court. In addition, if 
you disagree with the Plan's decision or lack thereof concerning die 
qualified status of a domestic relations order or a medical chdd 
support order, you may file suit in Federal court after ail required 
reviews of your claim have been completed. If it shodd 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 

To tontinr~e readifg, go to !$t mhtrtlm on next page. 
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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 successW the court may order tl~e person you I~ase sued to 
pay these costs and kcs. 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 iidrninistrator. 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 shodd 
corltact the nearest office of the Pension and ivelfare Benefits 
Administration, United States Department of Labor listed m your 
telephone directory or the Division of Technical Assistance and 
Inquiries, Pension and PCreIfare Benefits Administration, U.S. 
Department of Labor, 200 Constitution Avenue, N.W., \Vashington, 
D.C. 20210. 170u may also obtain certain pubtications about your 
rights and responsibilities under EKISri by calling the publication 
hotline of the Pension and Welfare Benefits Administration. 

To mt~#it~~ie' naditg, go to nghf coil~nztl on tilisprge, T o  confitillre readit'g, go fo f" colf~tnn an t ~ e - ~ f  page. 25 3 2: 
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Information about Defined Terms 
Introduction Because this SPD is a legal document, we want to @I-e you 

W e  are pleased to provide you ~14th this Summary Plan Description 
(SPD). Th~s  SI>D describes p u r  Benefits, as well as pour 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: list's Not Covered--Exclusions). Sou should atso carefully read 
(Secaon 9: General Legal Provisions) to better understand how this 
SPD and your Benefits work. You should call the Claims 
Adminisfrator if 3-ou 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. l'ou 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 the document that will hefp 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 dearer 
understanding of your SPD. 

\When we use the words "we," "us," and "our" in this document, we 
are referring to the Plan Sponsor. %%en we use the words "you" and 
"your" we are referring to people who are Covered Petsons as the 
tenn 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. Con tact 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 Cl<?ims 
~ Z M s t r a t o r  department names and telephone numbers. 

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

Care CootdinationS"/Notification: 11s shown on your ID card. 

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

To cot~tinr~e readirg, go /a @/It ~.oIIctntt or! tirisp(ige. T o  corrtirite madif'g, go  t o  /$t c o / m t  011 trextpage. 
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Network Benefits apply, see (Section 3: Description of Network and 

Section 1: Non-Riehvork Benefits). 

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

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

* Accessmg Benefits. 

Copayments and Eligible Expenses. 

* Annual Deductible, Out-of-Pocket AiIaximum 
and hfzuinum Plan Benefit. 

* Covered Weaitlr Services. We pay Benefits for the 
Covered Health Senices described in this secaon 
unless they %re listed as not covered in (Section 2: 
What's Not Covered--Exclusions). 

e Covered Health Services that require you to 
notifj. Care ~oordinat ion~~'  before you receive 

Accessing Benefits 
You can choose to receive either Nehvork Benefits or Non-Network 
Benefits. To obtain Network Benefits you must see a Kehvork 
Ph~ysician or other Network provider. 

You must show your identification card (ID card) every time you 
request health care semices from a Network provider. If you do not 
show ).bur ID card, Nehvork 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 servrces you receive. For detaits about when 

Covered I-fedth Services are received prior to the date that any 
of the indisidual termination conditions listed in (Section 8: 
\%%en Coverage Ends) occurs. 

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

J. r' 

Copa~ment is the amount you pay each time you receive certain 
Covered Health Services. For a complete definition of Copayment, 
see (Section 10: Gfossaqr of Defined Terms). Copajment amounts 
are listed on the following pages next to the description for each 
Covered Health Senlce. Please note that when Copayments are 
calculated as a percentage (rather than as a set dollar amount) the 
percentage is based on Efqqble 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 Annud 
DeductibIe. In almost all cases our designee is the Claims 
hcfininistrator. For a cornplete 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 

To C O ~ I ~ ~ I I ~ I C  mad&, go lo raj$t co/idtntf ort this page. To cot~tjnzfe manitg, go 10 /g# C O ~ C I ~ I I I  oir nextpffge. 
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suppIy 1s a Covered I-Iealtlt Service and how the Eligible Expense 
mill be determined and oti.renuise covered under the Plan. 

For Network Benefits, you are not responsible for any difference 
between the Eligible Espenses 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 negoaated by anon- 
Network provider and either the Claims Administrator or one of its 
vendors, affdiates 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 \dl pay for 
Eligible Expenses. 

Notification Requirements 
Prior notification is required before you receive certain Covered 
IieaIth Senices. You are responsible for notifjhg Care 
~oordination~" before you receive these Covered Health Services. 

For Mental Health / Substance Abuse Services you are responsible 
for noti@ing the hfentd Health/Substance Abuse Designee. 

Senices for which you must protide prior notification appear in this 
section under the Afr~st krort 1VOtri Curlr ~ o o r d i ~ ~ u t i o ~ t " ~ ?  column in the 
table labeled Betiejf It~mzar'ion. Some of the sen-ices requiring 
notification include: 

Accidental Dental Services. 

Durable Medical Equipment over S1,OQO. 

Iiorne Health Care. 

Hospice Care. 

Hospital Confinements. 
* hlaternity Care that exceeds 48 hours for normal delivery and 96 

hours for Caesarian birth. 

To cot~fit~r~r muditg, go to nkht COIK~III on fhir page. 

Inpatient hientai Health and Substance Abuse Services. 

Reconstructive Procedures. 

Smed 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 nature. 

To notify Care ~oordinat ion~~'  or the hlental Health/Substance 
Abuse Designee, call the telephone number on your ID card For 
Claims A&ninistration. 

\Ve urge you to confirm with Care ~oordination~" that d ~ e  services 
you plan to receive are Covered Health Services, men if not 
indicated in the Afxtrr' Yotr Not@ C m  ~oordinatiot?'~? column. That's 
because in some instances, certain procedures may nor meet the 
definition of a Covered Health Service and therefore are excluded. 
In other ins~mces, the same procedure may meet the definition of 
Covered I-Iedth Senices. By cdiing before you receive treatment, 
you can check to see if the sen.ice is subject to limitations or 
exclusions such as: 

'Ille Cosmetic Procedures esclusion. 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 Inx~estigational Services or Unproven 
Senices excfusion. 

Any other limitation or exclusion of the Plan. 

To conhnxte readitg, go to ie) rolut~!~ on next page. 
- 
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Payment Information 

Payment Term Description Amourrts 

Annual The amount you pay for Covered Nenvork 
I-Iealth Senrices before you are eiigible $200 per Covered Person per calendar year, not to exceed 6400 for alf 

.I3eductib1e to receive ~enefirs.  or a complete Covered Persons in a farnily. 
definition of Annual Deductible, see 
(Section 10: GIossary pf Defined 
Terms). 

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

apply towards both the Network $400 per Covered Person per calendar year, not to exceed $800 for all 

Individual and Family Deductibles and Covered Persons in a family. 

the non-nenvork Individual and 
Family Deductibles. 

C~payment The charge you are required to pay for Nefwark and Non-Network 
certain Covered Health Services. 22 See each Benefit in Section 1: What's Covered - - Benefits for further 
Copaymcnt may be either a set dollar information. 
amount or a percentage of Eligible 
Expenses. 

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

Pocket pocket, in a calendar yeas for 51,200 per Covered Person per calendar year, not to exceed $2,400 for all ' 

Copayments. For a complete definition Covered Persons in a farniiy. 
Maximurn of Out-of-Pocket Maximum, see The Out-of-Pocket Manrimurn does include the Annual Deductible. 

(Section 10: Glossary of Defined 
Terms). 

C) 
F E  
.I; 2 g g ?  
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Payment Term Description Amounts 

Out-of- 
Pocket 
Maximum 

Covered Expenses charged by both 
Nehvork and non-network Providers 
apply tov~ards both t l~e Network 
Individual and Family Out-of-Pocket 
hlaximums and the non-network 
Individual Family Out-of-Pocket 

Non-Nern7ork 
$2,400 per Covered Person per calendar year, not to exceed $4,800 for aU 

Covered Persons in a family. 
The Out-&Pocket Maximum does include the Annual Deductible. 

Maximum The rnaximunl amount we wiII pay for 
Benefits durmg the entire period of 'Ian Benefit time you are endled under the Plan. 
For a complete definition of Maximum 
Plan Benefit, see (Section 10: Glossary 
of Defied Terms). 

Network and Nan-Nefwork 
$2,000,000 per Covered Person. 

.. . - 
gbx" 
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Benefit Information 

Description of 
Covered Health Service 

Must Yout Copapent Does Do You Need 
You Amczurtt Copayment to Meet Annual 

Notifv Care % Copayments are Help Meet Deductible? 
~oordi&tions~ On a pxent of ~ut -&-~ocke t  

3 
FJigibIc &pmscs Maximum? 

1. Acupuncture Services Network 
I 

Acupuncture senlces for pain therapy when both of the following No $15 per visit No No 

are true: 

* Another method of pain management has failed. Non-Network 

* The senlice is performed by a provider in the provider's office. No 

IJ41ere such Benefits are available, acupuncture is a Covered Health 
Senice for the treatment of: 

* Nausea of Chemotherapy, or 

Post-operative nausea, or 

Nausea of early Pregnancy. 

Any con~bination of Nehvork and Non-Nehvork Benefits is Zunited 
to 20 per calendar year. 

Yes Yes 

2. Ambulance Services - Emergency only Nemork 

Emergency ambulance transportation by a licensed ambulance No Gr011tid Yes Yes 
senice to the nearest I-Iospital wilere Emergency Health Sen4ces Tranrporta tion: 

call be performed. 10% 

Air Tru~~on'u~ior~;  
10%0 

United FIealthCare I?lgh PP(I 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 - % Gopqmcnts are ~elp'hleet Deductible? 

Non-Netwotk 
No Same as Same as Same as 

N ciwork Network Nenvork 
- 

3. Ambulance Services - Non-Emergency Nefivork 

Transportation by professional ambuiance, other than air No Gromd Yes 

ambulance, to and from a medical facility. Trczti.rpartarori: 
10% 

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

Air Trutzp~~tatiot~: 
10% 

Note: Except in life threatening cucumstances, notification for Air 
Arnbulance transport is required Non-Network 

No 10% Yes 

Yes 

Yes 

4. Cliristian Science Practitioner 
Covered 1-ledth Sen~ices rendered when: 

The frequet~cy is reasonable and comparable to treatment by 
another health care pro~ider. 

Nen~~urk 
Not Not Not Not 

Covered Covered Covered Covered 

The Christian Science Nurse or Practitioner is Listed in the Non-Netwofk 
Christian Science Journal at the time the charge is made. N o  Yes Yes 

United Healthcare High PPO Phn For Cinergy Corp. - 01/01/04 
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Description of 
Covered Health SeNice 

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

Notify Care % fnpayments ant Help Meet Deductible? 

F+ble Iixpensn 
? Maximum? 

5. Dental Services - Accident only 
Dental services when all of the foliowing arc true: 

. . 
0 Ireatrnenr is necessaq because of accidental damage. 

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

* 'Ihe dental damage is sevcrc enough that initial contact with a 
Physician or dentist occurred within 48 hours of the accident. 

Benefits are available only for treatment of a sound, natural tooth. Nom-Network 
The Physician or dentist must certifj. that the injured toot11 was: Yes 

r A virgin or unrestored tooth, or 

s rl tooth that has 110 decay, no fillirig 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 setrvtccs for final treatment to repair the damage must be 
both of the folloximg: 

Q Started wvithin three months of the accident. 

* Conlpleted vitllin 12 months of the accident. 

PJease note that dental damage that occurs as a result of n o d  
activines of daily Living or extraordinary use of the teeth is not 
considered an "acccccccccccccccccccccccccccccccccccccdent. Benefits are not available for repairs to 

Al'fen~afe Sethitg: 
1 OO/o Yes Yes 

Yes Yes 

United Healthcare High PPO Plan for Cinetgy C o q .  - O i  fO1/04 
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Description of 
Covered Health Service 

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

Notify Care % Copaymmrs are Help Meet Deductible? 
CootdinatiottSM On a perrent of Out-of-Pocket 

i3ligthIe Fspenscs 
? Maximum? 

teed1 that are injured as a result of such activities. 

Notifjr Care Coordinations" 
Please remember that you shouId notify Care ~oordinat ion~'  as 
soon as possible, but .at least five business days before folIo\v-up 
(post-Emergency) treatment begins. (You do not have to provide 
notification before the initial Emergency treatment.) When you 
provide notification, Carc ~aordinaaon"%an verifj that the senqce 
is a Covered 1-lealtl~ Service. 

6. Diagnostic and Therapeutic Services ~ e t i ~ ~ f k  
Covered I iealth Services received on an outpatient basis including: No 10% 

Lab and radiolog/X-ray. 

hlammograp tly testing. 

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

A standard test (such as a ZLfarnrnograrn, PSA or Pap Smear) 
associated with an annual preventative screening \\.ill be covered at 
100%. If additiond follow-up testing is required, the standard Nun-Nenvork 
Copayment will apply. No 

\men these serclces are performed in a Physician's office, Benefits 
are described under Plysi~r'atz's Ofice Stniccs below. 

Yes Yes 

Yes Yes 

t'riiied HealthCare I-11gh PP(I Plan for Cinergy Corp. - 01/01/04 
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Description of 
Covered Health Senice 

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

Notifv Care S'O Copnyments ;ire Help Meet ileductible? 
~ ~ ~ ~ d i i ~ ~ ~ ~ ~ ~ & i  based on a percent of ~ ~ ~ - ~ f - p ~ ~ k ~ ~  

Eligible Eypensc5 1 Maximum? 

7. Durable Medical Equipment 
Durable Medicd Equipment that meets each of the following 
criteria: 

* .Ordered or provided by a Physician for outpatient use. 

Used for medical purposes. 

Not consumable or disposable. 

o Not of use to a person in the absence of a disease or disabity. 

Tfmorc &an one piece of Durable Medical Eqwpment can meet 
your Rnctionai needs, Benefits are available only for the most 
cost-effective piece of equipment. 

Examplcs of Durable hfedical Equiprnent include: 

* Equipment to assist mobility, such as a standard wheelchair. 

A standard Hospital-we bed. 

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

* Delivery pumps for tube feeciings. 

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

* hlechanical equipment necessary for the treatment of chronic or 
acute respiratory fdiite or conditions. 

Nemwrk 
Yes, for items 10% 

more than 
$1,000. 

NOR-Network 
Yes, for items 

more that1 
$1,000. 

Yes Yes 

Yes Yes 

United I IeaithCare I-Igh PP<) Plan for Cincrgy Corp. - 01 /01/OJ 
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Description of Must Your Gopayment Does I)o You Need 
Covered Health Senice You Amount Copayment to Meet Annual 

Notify Care 9 6  (Jr)pajnlents arc Help Nee t Deductible? 
CoordinationSM based On a of Out-of-Poc~t 

Eligible I<xpenses 
? Maximum? 

Diabetic pumps. 

We provide Benefits fpr a single unit af ~ u r a b i e  Medical Equipment 
(example one insulin pump) and provide repair for that unit. 

Care coordinations" -\tiill decide if the equipment should be 
purchased or rented. You rnust purchase or rent the Durable 
hIeriical Equipment from the vendor Care ~oordination~" identifies. 

Notify Care coordinationSM 
Please remember that you must notify Care ~oordination~" before 
obtaining any single item of Durable ILfedical Equipment that costs 
more than S1,OOO (either purchase price or cumulative rental of a 
stngfe item). If you don't notie Care Coordinations"', Benefits for 
Durable hledical Equipment w41 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 basls at a Hospital or Alternate Facility. 

You will ftnd more information about Benefits for Emergency 
Health Senices in (Secaon 3: Description of Network and Non- 
Netupark Benefits). 

The $75 Emergency Wealth Senqces C o p y e n r  is waived if the 
Covered Person is adnutted to a Hospital. hddttionally, no Benefits 
are provided if the service is deemed to be non-Emergency in 
nature. 

Network 
Yes, but only $75 per &it N o  No 

for an Inpatient 
Stay. 

Nun-Network 
Yes, but only Same as Same as 

for an Tnpatient Network Network 
Stay. 

Same as 
Network 

Unlted HealthCare High PPO Plan for Cinugy Corp. - 01/01/04 
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Description of Must Yo~rr Copayment Does Do You Need 
Covered Health Senice You Amount Copayment to Meet Annual 

Notifl Care O/O Cmpajrnents are Help Meet Deductible? 
Co~rdinationSM based On pmmt of Out-of-pocket 

Eligible Expenses 
? Maximum? 

Notify Care CoordinationSM 
To ensure prompt and accurate payment of your claim as a Network 
Benefit, noti+ Care ~oordination~" w i t h ~  two business days or as 
soon as possible after you receive outpatient Emergency Health 
Services at a non-Network Hospital or Alternate Facility. 

Pleasc remetnber that if you are admitted to a Hospital as a result of 
an Emergency, you must notify Care C~ordination"~ within two 
business days or the same day of admission, or as soon as reasonably 
possible. 

If you don't notifjr Care ~oordination~', Benefits for the Hospital 
Inpatient Stay 1141 be subject to a $300 penalty. Benefits xviil not be 
reduced for the outpatient Emergency Services. 

9. Home Health Care Network 
Services recelrred from a Home Health Agency that are both of the Yes 1096 Yes Yes 
folloiving: 

a Ordered by a Physician. 

Provided by or supervised by a registered nurse in your home. 

Benefits are available only when the I-Iame Health Agency services Non-Ne~vork 
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 
sktlled rehabhtation services \vlvhen all of the following are true: 

Yes Yes 

7?%z g cn .. 0" 
Z G ~  
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Description of Must Your Copayment Does D o  You Need 
Covered Health Service You Amount . Copayment to Meet Annual 

Notify Care 9% Copaymcnts are Help Meet Deductible? 
CootdjnationSh-' bed "" a P'cCcnt Oul-of-Pockt.t 

Eligble 1-kpmses 
? Maximum? 

* It must be delivered or supenised 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 Phpsiclan. 

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

It requires clinical wining in order to be delivered safely and 
effectively. 

It is not Custodial Care. 

Care Coordinations" will decide if skilled home health care is 
required by reviewing both the skilled nature of tile senpice and the 
need for Physician-directed medical management. A service will not 
be determined to be "skilled" simply because there is not an availabie 
caregiver. 

Any combination of Network and Non-Network Benefits 1s limited 
to 40 visits per calendar year. One visit equals four hours of skilled 
care services. 

Notify Care CoordinationSM 
Please remember that you should notify Care Coordinations" "five 
business days before receivmg services. If you don't notify Care 
Coordinationss', Benefits .will be subject to a $300 penalty. 

United HeaItl~Care High PPO Plan for Cinergy Corp. - 01/01/04 
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Description of Must Your Copayment Does Do You Need 
Covered Health Senrice You Amo~~nt Copayment to Meet Annual 

Notify Care O/C Cc~p~rmtnts ;m: Help Meet Deductible? 
Coordinations ba"L'JO" prCmt Out-of-Pocket 

f<ligible F-~pmses 
? Maximum? 

10. Hospice Care Network 
Hospice care that is recommellded by a Physician. IIospice care is an Yes 10% 

mtegratcd program that provides comfort and support services for 
rhe terminally iff. Hospice care includes physical, psychologcal, 
sociai and spintual care for the terminally ill person, and short-term 
grief counseling for mxnediate family members. Benefits are 
available when hospice care is received from a licensed hospice , 

Notify Care Coordinations" 
Please remember that jrou must notify Care Coor&nationSf five Non-Network 

busmess days before receiving services. If p u  don't notify Care f7es 30% 

~oordinat ion~~' ,  Benefits will be subject to a $300 penalty. 

Yes Yes 

'17es Yes 

11. Hospital - Inpatient Stay Nemrork 
10% Inpatient Stay in a Hospital. Benefits are available for: Yes Yes Yes 

* Services and supplies received during the inpatient Stay. 

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

Notifjr Care ~oordination'~ 
Please remember that you must noEify Care ~oordination~" as Non-Network 

follows: Yes 

* For elective admissions: five business days before admission. 

I-br non-elective admissions: \vid~itl one business day or the 
same day of adrmssion. 

Yes Yes 

LJr~~red HcalrhCare High PPO Plan for Cinergy COT. - 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 % C~payments xc Help Meet Deductible? 
Cootdinatjons" '"" On Percnt Out4f-Pocket 

IiIigibie E x p s a  
? Maximum? 

14. Maternity Services 
Benefits for Pregnancy -ail1 be paid at the same level as Benefits for 
any other condition, Sickness or Injury. This includes all maternity- 
related medical scnices for prenatal care, postnatal care, deliirery, 
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 ~oordination~'~ 
during the first trimester, but no later than one month prior to the 
anticipated childbktt~. 

--  - 

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

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

\Ve will pap Benefits for an Inpatient Stay of at least: 

48 hours for the mother and newborn child followi~~g 
a vaginal delivery. 

* 96 hours for ttxe mother and newboril child follo~~4ng 
a cesarean section delivery. 

If the mother agrees, the attending provider may discharge the 
rnotller and/or the newborn child earher than these minimum time 
frames. 

Notify Care ~oordination~~' 
Please remember that you must notify Care ~oorditlation~~' as soon 
as reasonably possible if the Inpatient Stay fbr the mother and/or 
the newborn be more than the time frames described. If you 
don't notifj: Care Coordinationsh' that the Inpatient Stay will be 
extended, your Benefits for the extended stay will be subject to a 
$300 penalty. 

Non-Nchvork 
Yes if Inpatient Same as Physician's Office Semces, ProfessionaI Fees, 

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

United HealthCare H g h  PPl.f Plan for Cinergy Corp. - 01/01/01 
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Desctiption of 
Coveted Health Service 

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

Noti& Care % &payments are H e l ~  Meet Deductible? 
~ o o r d i i a t i o n ~ ~  On a perurn' of ~ut-o'f-pocket 

LXligibIc IL~pmses 
? Maximum? 

16. Mental Health and Substance Abuse 
Services - Inpatient and Intermediate 
Mental I-Ieatth Services and Substance Abuse Senices received on at1 
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 ivhen necessary 
to protect your physical health and well-being. 

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

Nehvork Benefits for Mental Health Services and Substance Abuse 
Sen-ices must be provided by or under the direction of the Mental 
E-Iealth/Substance Abuse Designee. For Nehiork Benefits, referrals 
to a hlental Iiealth/Substance Abuse provider are at the sole 
discretion of the Afcntd HealthlSubstance Abuse Designee, who is 
responsible for coordinating all of: your care. Contact the Mend 
Hedthf Substance Abuse Designee regarding Renefits for 
inpatient/ir~tenne&ate Mental f-fealth Sen4ces and Substance Abuse 
Services. 

Any combination of Network and Non-Network Benefits for 
&.lentat Health Services and/or Substance Abuse Services is limited 
to 30 days per calendzr year. 

Nenvork 
You must call 10% 

the Mental 
1-leal&/ 

Substance 
Abuse Designee 

to receive the 
Benefits. 

Non-New& 
You must call 

theMental . 
Health/ 

Substance 
Abuse Designee 

to receive the 
Benefits. 

I'es Yes 
i 

Yes Yes 

United I.lealthCare I.Iigh PPO Plan for Cinergy Corp. - 01/01/04 
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Description of 
Covered Health Senice 

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

Notify Care % <;op3ymcnts arc Help Meet Deductible? 
~ ~ ~ ~ d i ~ ~ t i ~ ~ ~ ~  bred I3igiilc ct11 a E~pcmsm Percent of ~ ~ ~ ~ - d f - ~ ~ ~ k ~ ~  

? 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 r~umber appears on your ID card. 

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

17. Nutritional Counseling Network 
Covered Health Services provided by a registered dieacian in an No 10% Yes Yes 

indklduai session for Coveted 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 aiainvay disease. 

Gout. 

Renal failure. 

8 Phengtketonuria. 

e Hgperlipxdemias. 

Benefits are limited to three indiTiduaI sessions during a Covered 
Person's lifetime for each ~nedical condition. 

Yes Yes 

United I-IcalthCare High PPO Plan for Cmerg). Corp. - 01/01 104 
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Description of 
Covered Health Service 

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

Notih, Care ?'o Capqrn~nts are Help Meet Deductible? 
Caordidation~~ bsed On a Pewt of ~ut-of-pocket 

Eligible Exptrascs 
3 Maximum? 

18. Outpatient Surgery 
Covered Health Senices received on an outpatient basis at a 
Hospital or Alternate Facility including suriery and related services. 

Benefits under this secuon include orily the facility charge and the Nan-Network 
charge for required scnrices, supplies and equipment, Benefits for N o  
the professional fees related to outpatient surgery are. described 

' 

under 13mfCj~iafral Fees fur Sr~';sicn/ atiilrdl\.Iedicai Senice5 below. 

When these senices are performed in a I'hysluan's office, Benefits 
are described under Pt$sin'nttls Ofjice .Tcruirez below. 

Yes 

Yes 

Yes 

Yes 

19. Physician's Office Services ~i trvork  
Covered Health Services received in a Physician's office including: X o  8 1 5 per \%it N o  No 

Treatment of a Sickness or Injury. 

Preventive medical care. 

* tr01untat-y family planning. 

* \Yell-baby and well-child care. 

Routine wet1 woman examinations, including pap smears, pelvic 
examinations and mammograms. 

Routine well man examinations, including PSA examinations. 

No Copayment 
applies when no 
Physician charge 

is assessed. 

United Healthcare High PPQ Plan for Cinetgy Corp. - 01 /ti1104 
-- - 

22 (Secuon 1: ~ h a f s  Covercd--Benefits) 



Description of Must Your Copayment Does Do Yau Need 
Covered Wealth Senice You Amount Copayment to Meet Annual 

Notify Cate % Copayments arc Help Meet Deductible? 
CoordinationSM based a penent of Out-of-Pocket 

I?tigiblc Expenses 
? Maximum? 

e Routine physical examinaaons, including msion and hearing 
screenings. (Vision screenings do not include refractive 
esaminations to detect \+.ion irnpaitment or the fitting or 
purchase of eyeglasses or contact lenses.) 

* Immunizations. 

Network Benefits for immutiizations where there is no Physician Non-Network 
charge assessed are 10%. No 30% 

No Benefits for 
preventive care. 

Yes 

20. Private Duty Nursing Nemrork 
Covered Health Services for private duq  nursing care given on an N o  

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

Benefits are limited to a masm~trn of 55,000 per Covered Person Non-Network 
per cafendar par.  No 

Yes Yes 

Yes Yes 

United IIealthCarc High IJPC> Plan for Cuicrgy 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 % Crrpa!mcnts are Help Meet Deductible? 
~ ~ ~ & i d ~ t i ~ ~ ~ ~  based on a Pcrcmt of o ~ ~ - ~ ~ - P ~ ~ ~ ~  

EIigibic Fjipcnsc3: 
? Maximum? 

21. Professional Fees for Surgical and 
Medical Services 
Professioilal fees for surgical procedures and other medical care 
received in a Hospital, Skilled N u r s i n g  ~acility, Inpatient 
Keh'abilitation Facility or Alternate Facility. 

C%en these services are perfosmed in a PIysician's office, Benefits 
are described under I>$.~in'att$Oficc J'tnkes above. Non-Nernrork 

No 30% 

Yes 

Yes 

Yes 

Yes 

22. Prosthetic Devices Network 
Prosthetic devices that replace a limb or body part including: No 10% Yes Yes 

* Artificial l i ~ b s .  

Artificial eyes. 

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

I f  more than one prosthetic device can meet your functional needs, Non-Nehvork 
Benefits are avaitable only for the most cost-effective prosthetic No 
device. 

The prosthetic device rnust be ordered or provided by, or under the 
directton of a Physician. \Ve provide Benefits for a single purchase, 
~ncliiding repairs, of a type of prasthetlc device. Benefits are 
prowded fez the replacement of each type of prostlletic device every 
f i ~ e  cafendar yeats. 

Yes Yes 

United 1-1 eaithCare High PPO Plan for Cinergy Carp. - 01/01 f04 
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Description of 
Cor~ted Health Service 

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

Notify Care 9'0 ~ o p ~ p e ~ t s  ant Help Meet Deductible? 

23. Recons tractive Procedures mra'ork Same as Phyric~an's Office Services, Professional Fees, 
Reconstructive procedures - senices are considered reconstructive Yes I-Iospital-Inpatient Stay, Outpatient Diagnostic and . 
procedures when a physical impairment exists and the pri~nary TI~erapeutic Services, and Prosthetic Devices. 
purpose of the procedure is to improve or restore physiologic 
function for a11 organ or body part. By improving or restoring 
physiologic function it is meant that the target organ or bodj7 part is 
made to work better. An example of a reconsttuctive procedure is 
surgery or1 the inside of the nose so that a person's breathing can be 
improved or restored. 

Cosmetic Procedures - services are considered Cosmetic Procedures 
xv11en they improve appearance wvitllout making an organ or body Non-Network 

part 1%-ork better. The fact that a person may suffer psychological Yes Same as Physician's Office Services, Professional Fees, 

consequences from the impairment docs not classifjr surgery and Hospital-Inpatient Stay, Outpatient Diagnostic and 

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

reconstructive procedure. Reshaping a nose with a prominent 
"bump" wou~ld be a good example of a Cosmetic Procedure because 
appeai;mce would beimproved; 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 soine circumstances and 
reconstructive in others. This means that there may be situations in 
wvlich the primary purpose of the senice is to make a body part 
work better, ivhereas in other situations, the purpose \voufd be to 
improve appearance arid function (such as vision) is not affected. A 
good esainple is upper eyelid surgery. At times, this procedure will 
improve vision, while on other occasions improvement in 

United i-fealthCare f.i~gh PP(3 Phn f o ~  Cinergy Corp. - 01/01/04 



Description of 
Covered Health Service 

Must Your Copayment Docs Do You Need 
You Amount Copayment to Mce t Annual 

Notify Cate % Copqments are Help Meet Deductible? 
~ ~ ~ r d i & ~ t i ~ ~ ~ ~  based on a Percent of Out-of-pocket 

I?h$ble Expinses 
? 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 achesre symmetry. Other services 
mandated by the l%'otnen's I-Iealth and Cancer Rights Act of 1998, 
including breast prostheses and treatment of complications, are 
provided in the same manner and at the same levd as those for any 
Covered Health Service. You can contact Care Coordinationshi 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 ~oordination~" fixre 
business days before receiving sercices. W%en you provide 
notification, Care ~oord ina t ion~~ '  can verify that the service is a 
reconstructive procedure rather than a Cosmetic Procedure. 
Cosmeuc Procedures are always excluded from cowrage. 

24. Rehabilitation 
Therapy 

Senices - Outpatient Network 
No Ofire Vd: 

- - $15 No 
Short-term outpatient rehabilitation services for: 

Physical therapy. 

Occupational therapy. 

Speech therapy. 

Pulmonary rehabilitation therapy. 

Cardiac rehabilitation therapy. 

AIten~ate Setti~g: 
1 0% Yes 

No 

Yes 

United f-Je;fcalthCate High PPO Plan for Cinerg Corp. - 01/01/04 
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Description of 
Covered Health Senice 

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

Notify Care 56 Copqmcnts are Help Meet Deductible? 
-. 

iJligbIc Rxp~nses 
? Maximum? 

Rehabilitation services must be performed by a licensed therapy Non-Netrvofk 
protder, under the direction of a Physiaan. NO 30% Yes Yes 

Benefits are asailable only for rehabilitation services that axe 
expected to result in significant physical improvement in your 
condition within two months of the start of treatment. Please note 
that we will pap Benefits for speech therapy only when the speech 
impediment or speech dysfilnction results from Injury, stroke or a 
Coilgenital Anomaly. 

Speech Therapy for Chr'dtei~ under Age Thee 
Services of a licensed speech therapist for treatment given to a child 
under age three wvhose speech a unpaired due to one of the 
folloiving conditions: 

Tnfantile autism. 

e Development delay or cerebra1 palsy. 

Heafing impairment. 
hlajor congenital anomaties that affect speech such as, but not 
linited to, cleft lip and deft palate. 

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

0 
x 8 
0 

s 2 2  
% p "  
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Description of Must Your Copayment Does Do You Need 
Coveted Health Service You Amount Copayment to Meet AMua1 

Notify Care 4x0 Copa>menls Help Meet Deductible? 
COOrdinadonShf bmcJ ZXgibte On Expcnscs PerCm'ef (-Jut-of-Pocket 

? 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 Rehabititation Facility. Benefits are available for: 

Sen-ices and supplies received during the Inpatient Stay. 

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 gerteral, 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. 

T11e Covered Person is expected to improve to a predictable level of 
rrcorrery . 

Nerwork 
Yes Yes Yes 

United Healthcare High PPO Plan for C m e r g  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 

Notifi Care % Cnpajnlmts are Helt, Meet Deductible? 

HIrpble Exxpcnses 
? Maximum? 

Benefits are a\-aihble when skilled nursing and/or rehabilitation 
senices are needed a n  a daily basis. hccoidingly, Benefits are NOT 
ai.ailab!e Xirhetl these scmces are required intermittently (such as 
phys~cal therapy three times a week}. 

Berlefits arc NO?' available for custodial, domiciliat). or maintenance 
care (inclu&ng administration of enterd feeds) which, even if ir is 
ordered by a I'hysician, is pnmanly 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 
mnigltt allow for a more independeat existence. 

(Custodial, domciliary or maintenance care may be provided by 
persons wthout special skill or training. It may include, but is not 
limited to, help 111 getting it1 and out of bed, walking, bathing, 
dressing, eating and taking medicadon, as ivell as ostomy care, 
hygiene or incontinence care, and checking of routine vital signs.) 

Notifv Care Coordinationshf 
Please remember that you must notify Care ~oordination~" as N&-Necwork 

fofl0\\5: Yes 

For elective admissions: tlve business days before admission. 

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

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

If jlou don't not~fy Care ~oorclination~"', Benefits w i l l  be subject to a 
S300 penalty. 

Yes Yes 

United HedrhCare High PPO Plan for Cirlergy Corp. - Of /01/ 04 
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Description of 
Covered Health Senrice 

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

Not* Care 9'0 Copaymcnts are Help Meet Deductible? 

26. Spinal Treatment, Chiropractic and ~ ~ t r v ~ r k  
No Osteopathic Manipulative Therapy $15 

Benefits for Spinal Treatnlent irlclude cf~iropractic 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 sen;ices and are h t e c l  to one 
msit and treatment per day. NOR-Nehvork 

No 
Pleasq note that the Plan excludes any type of therapy, sen4ce 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 therapeunc treatment and is instead administered to 
tnaintiiin a level of tuncuoning or to prevent a meclicaf problem 
from occurring or reoccurring. 

Any conlbination oENetiirork and Non-Xecwork Benefits for Spinal 
Treatment is limited to 20 visits per calendar year. 

Yes Yes 

27. Temporomandibular Joint 
Dysfunction (TMJ) 

Covered fieafd~ Services f'or diagnostic and surgical treatment of 
conditions affecang 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, 

N e m r k  
'No O&e Visit: 

51 5 No 

Alternate Setting. 
10°/o Yes 

No 

Yes 

Uniteti I-JcalthCare Hqh PPC) Plan for Cinergy Corp. - 01/01/04 



Desctiption of 
Covered Health Service 

Must Your Copayment Does Do You Need 
You Amount Copayment t o M e e t h u a l  

NotifV Care % Copayments nn: H e l ~  Meet Deductible? 
Coozdi~ationSM based on a peiccntof 

tlligible Expens= 
Out-of-Pocket 

3 Maximum? 

trauma, congenial defect, deveiopmentiif defect, or orpatholog. 

Please note dlat BeneGts ate not ardabfe for charges of services 
that are Dental in na&re. 

rl combination of Nehvork and Non-Nehvork Benefits is limited to Nan-Network 
a inaximum of $1,500 per Covered Person per lifetime for non- N o  30% 
surgical services and supplies relating to nfl. 

Yes  Yes 

28. Transplantation Services Nemrork 
Covered Fleddl Services for the following organ and tissue Yes 10% Yes Yes 

transpiants when ordered by a Physician. For the highest level of 
Benefits, transplantation semices 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 fiedth Service, and is not an Experimental or 
Investigational Service or an Unproven Service. 

Care ~oordinat ion~ '~  notification is requtred for ali transplant 
services. 

Tile services described under Ttanspottatian and Lodging below 
are Covered Iiealth 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 ceU transplants, with or without high 
dose chemotherapy. Not all bone marow transplants meet the 
definition of a Covered 1-Iedth Service. The search for bone 

Unlted I-le;tIthCare Flgh PPO Plat for Cinergy Corp. - 01/01/04 
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Description of 
Covered Health Service 

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

Notify Care % copaym~nts .xe Kelp Meet Deductible? 
Coordi~ationSbt ksed  on a p e r c ~ n t  of Out-of-Pocket 

l%ligit~le Expcnscs 
? Maximum? 

rna~ro.iv/stern cell from a donor who is not biologically related 
to the patient is a Covered Health Service only foi a transplant 
received at a Designated United Resource Network Facility. If a 
separate charge is made for bane rnarroxv/stem cell search, a 
bfaximum Benefit of $25,000 is payable for all charges made in 
connection with the search. 
Iieart transplants. 

* F-Ieart/lung transplants. 
I,ui~g transplants. 
Kidney transplants. 

* I(idney/pancreas transplants. 
* Liver transplants. 

Liver/small b o d  transplants. 
* Pancreas transplants. 
* Small bowel transplants. 

Benefits for cornea transplants that are provicied by a Physician at  a Non-Network 
h'ebirork Hospital are paid as if the transplant was received at a Yes 
Designated United Resource Nemmrk Facility. \Ye do not require 
that cornea transplants be performed a t  a Designated United 
Resource Nerwork Facility in order for you to receive the highest 
level of Nehvork Benefits. 

Organ or tissue trar~splanrs 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 invoked 
diagnoses. 

Under rile Plan there are specific guidelirles regarding Benefits for 

Yes Yes 

- - -  - 

United I-fedrhCare High PPO Plan for Cinugy Corp. - 01/01/01 
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Description of 
Covered Health Service 

Must Your Copayment Does Do You Need 
You Amount Copaymcnt to Meet Annuat 

Notify Care %'o Copaymcnts z e  Help Meet Deductible? 
Coordinations" b3sCd On a percent of Out-of-Pocket 

Eligblc tixpcnses 
? Maximum? 

transplant sen-iccs. Cantact Care ~oordination"' at  the telephone 
number on Tour ID card for information about these guidelines. 

Transportation and Lodging 
Care ~oordination~"will assist the patient and family with travel and 
Iodgng arrangements only when setvices 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 follo\vs: 

'K'ransportation of d ~ e  patient and one cornpaniorl who is 
travekng on tlte same day(s) to and/or from the site of the 
transplant for the purposes of an evaluation, the transplant 
procedure or necessq- post-discharge folIo\v-up. 

Eligible Expenses for lodging and meals for tile patient (while 
not confied) and one companion. Benefits are paid at a per 
diem rate of up to $50 for one person or: up to $100 for t.xo 
people. 

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

* If the patient is an Enrolled Dependent minor child, the 
transportation eqenses of two conlpanions will be covered and 
lodging and meal expenses will be reimbursed up to the $100 per 
&em rate. 

There is a combined overall lifetime maximun-i Benefit of  $10.000 " ,  

per Covered I'erson for all transportation, lodging and meal 0 
X E  * G 

z'zz 
% 9 ;  
ZUc: 
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Description of 
Coveted Health Senice 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet A m 1  

Notify Care % Cop~ym~nts arc Help Meet Deductible? 
Cootdination%W based on a pcrccnt of ~ ~ ~ - ~ - f - p o c k ~ t  

i:-ligible liqmscs 
? Maximum? 

espenses incurred by the transplant recipient and companion(s) and 
reunbursed under this Plan in connection \with all transpiant 
procedures. 

Notify Care ~oordination~" 
You must notifj, Care ~oordination~" 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 noti+ 
Care coordinationshi, Benefits will be subject to a $300 penalty. 

29. Urgent Care Center Services Network 

Covered Health Senrices received at an Urgent Care Center. &'hen No 10% 

sen-ices to treat ixrgent health care needs are provided in a 
Physician's office, Benefits are av,ailable as described under Plysiciat~f 
Offiffice Sentices earlier in this section. 

3'es Y e s  

Yes Yes 

.- - 
z;6g ~ g ?  
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'The senrices, treatments, items or supplies listed in dus section are 

Section 2: not Covered Health Senrices, except as may be spedficatly provided 
for in (Section I: Covered Iiealth Services) or through a Rider to the 

What's Not Covered-- 
Exclusions A. Alternative Treatments 

Medical services that are not covered. We call 
these Exclusions. It's important for you to knoxx7 

1. Acupressure. 

2. Aroma therapy. 

3. I-Iypnotism. 

4. Massage Therapy. 

5. Roffmg. 

6. Services and supplies provided by a naturopath. 

7. Other forms of alternative treatment as defined by the Office of 
Alternative Medicine of the Naaonal Institutes of Health. 

B. Comfort or Convenience 
How We Use Headings in this Section I. Television. 
To help yau find speclfic exclusions more easily, ive use headings. 
The Imidings group services, treatments, itetns, or supplies that fill 2. Telephone. 

into a sitnifar category. Actual exclusions appear underneath 3. Beauty / Barber senice. 
headings. A hcadmg does not create, define, tnodify, h i t  or expand 4. Guest service. 
an excluaon. All exclusions in this section apply to you. 5. Supplies, equipment and similar Incidental services and supplies 

for personal comfort. Examples include: 

Man Exclusions - Air conditioners. 

1.e itill 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 chaxgets. 
true: 

- Dehumidifiers. 

* It is recommended or prescribed by a Yhyslcian. 

It is the only available treatment for your condition. 

- I-iumidifiers. 

6. Devices and computers to assist in communication and speech. 

C'mted HcalthCare High PPO Phn for Cinerg). Corp. - 01/01/04 
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7. 1 Iome remodeling to accomjnodate a health need (such as, but 
not limted to, ramps and swimming pools). 

C, Dental 
1. Dental care except as described in (Section 1: 'IW1atls Covered-- 

Benefits) under the heading Denid Semites - Accidef~i Otrij. 
2. Preventive care, diagnosis, treautlent of or related to the teeth, 

jawbones or gums. Examples include all of the follo\s.ing: 

- 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 
exp'enses, including hospitalizations and anesthesia. The only 
csceptiotls to this are for any of the foI1owing: 

- Transplant preparation. 

- Initiation of immunosuppressives. 

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

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

D. Drugs 
1.  Prescription dny: products for outpatient use that are filled by a 

prescription order or refill. 

2. Self-injectable medications. 

3. Non-lnjectable mecfications gwen in a Physician's office except 
as required in an Emergency. 

4. Over the counter drugs and treatments. 

E. Experimental or Investigational 
Senices or Unproven Services 
Experimental or Investigatior~al Services and Unproven Services are 
excluded. The fact that an Experimental or Investigational Service or 
an Unproven Service, treatment, desice or pharrnacologtcal regimen 
is the only available treatment for a particular condirion 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 (induding the cutting or removal of corns 
and calluses). 

- Nail trimming, cutting, or debriding. 

.2. Hygienic and preventive maintenance foot care. Eszmnples 
inciude the foliou?ng: 

- Cleaning and soaking the feet. 

- Applying skin creams in order to maintain skin tone. 

- Other services that are performed when there is not a 
focalized illness, Injury or symptom h~rrolving 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 cot~tirir~e mzrdirg, go to /ft c o h  on rrextpzrge. 
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2. Prescribed or non-prescribed rnedical supplies and disposable 
s u ~ ~ ~ l i e s .  Examples include: 

- Elastic stocktngs. 

- Acc bandages. 

- Gauze and dressings. 

- Syringes. 

- Dlabetic test sGps, monitors, and supplies (except for 

pumps). 
3. Orthotic appliances that straighten or re-shape a body part 

{includmg some types of braces). 

4. T'ubLgs, nasal cannulas, connectors and masks are not covered 
except xvhen used wid1 Durable Medical Equipment (as 
described in Section 1: What's Covered--Benefits). 

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

in die current edition of the Diagnostic and Staastical h4antlal of 
the American Psyduatrtc Association. 

3. Services for &ientd Health and Substance itbuse that extend 
beyond the period necessary for short-term evaluation, 
diagnosis, treatment or crisis intenren~on. 

3. Treatment for insomnia and other sleep disorders, dementia, 
neurologiczf disorders and other disorders xviih a hoxvn physical 
basis. 

4. Treatment for conduct and impulse control dsorders, 
personality disorders, paraphilias and other Mental Illnesses that 
\?dl not substantidy improve beyond the current lwei 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 
Efealth/Substance Abuse Designee. 

To contintie rrading, go to niht C O ~ I I ~ I I I ~  o t t  tiiir page. 

5. Senices utilizing methadone treatment as maintenance, 
L.A.A.M. (I -Alpha-Acetyl-bfethadol), Cyclazodne, or their 
equivalents. 

6. Treatment provided in connection with or to cornply with 
involuntary co~nrnitments, police detentions and other similar 
arrangements, unless authorized by the Mental 
Iiealth/Substance Abuse Designee. 

7. Residential treatment services. 

8. Senices or supplies for.the diagnosis or treatment of Mental 
Illness, alcoholism or substance abuse disorders that, in the 
reasonable ju&ment of the Mental HeaIth/Substance Abuse 
Designee, are any of the following: 

- Not consistent with prevailing national standards of dinical 
practice for the txeatment of such conditions. 

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

Tlze hifental Heafth /Substance Abuse Designee may consdt with 
professional clinical consultants, peer review committees or 
other appropriate sources for recommendations and information 
regarding whether a sencice or supply meets any of these criteria. 

9. Pastoral counselors. 

10. Treatment in connection with autism provided under the Merrtul 
lienr'fh/S~~bstat~cc Abrfse portion of the Plan. Hoivever, any 

To conti~rue readitg, go lo I@ mo/w.n on next page. 
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senrices, treatments, items or supplies provided for m (Section 1: 3. Physical con&aoning programs such as athletic training, body- 
Covered Health Senlces) may be covered. building, exercise, fitness, Flexibility, and diversion or general 

11. Treatment provided in connection with tobacco dependency. motivation. 

12. Kout~ne use of psychological testing without specific 4. Weight loss programs whether or not they are under medical 

a~~thorization. supermsion. LVelght loss programs for medical reasons are also 
excluded. 

I. Nutrition 
1. Megavitiiinin and nuttition based therapy. 

2. Except as described in (Section 1: 117hat's Covered -- Benefits) 
under A~rttritioirlrl Coi~tts~Iing, nutritional counseling for either 
individuals or groups, including weight loss programs, health 
clubs and spa programs. 

J. Physical Appearance 

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 hzir from an accidental Injury in excess of one per lifetime, up 
to a maxrmum of 5500. 

K. Providers 
1. Sen4ces performed by a provider who is a family member by 

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

1. Cosmeac Procedures. See the defuzition in (Section 10: Glossary 2. scnides performed by a provider with your same legal residence. 
of Dcfined Terms.) Examples include: 3. Services provided at a free-standing or Iiospital-based diagnostic 
- Pharmacofogcaf regimens, nutrifional procedures or facility without an order witten by a Physician or other provider. 

treatments. Services that are self-directed to a ftee-standing or Hospital- 

- Scar or tartoo removal or revision procedures (such as 
salabrasion, chernosurgery and other such shn 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 foflowed mastectomy. 
Sec Recof~~h.i~~tit~e Prot.ed~es m (section 1 : What's Covered-- 
Benefits). 

based diagnostic facility. Services ordered by a Physician or other 
provider who is an employee or representative of a &ee-standing 
or Hospital-based diagnostic facility, when that Physician or 
othcr 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 sentice 
is received. 

This exclusion does not apply to mammography testing. 

, z 
% 8  

To cotitit~ric rtwa?rtg, go fo rghf co/zi~?tt~ oti this page. To confitiz~e readi~g, go to Iff C D / I I ~ I I I  otr nextpage. 
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1. Surrogate parenting. 

3. Health services while on actii-e military duty. 

N. Transplants 
2. The reversal of irolut~taq sterilization. 

I 

1. Health services for organ and tissue transplants, except those 
3. Fees or direct payment to a donor for sperm or ovum donations. described in (Section 1: \%at's Covered--Benefits). 
4. Fees relating to hssistcd Reproductixre TechnoIogy. (Such as 

, 
2. Health services connected with the removal of an organ or tissue 

Artificial Insemination, Inxqtro Fertilization, GIFT & ZIFT) from you for purposes of a transplant to another person. (Donor 
-5. Monthly fees for maintenance and/or storage of frozen costs for removal are payable for a transplant through the organ 

embryos. recipient's Benefits under the Plan). 
6. I Iealth setvices assoaated with an elective abortion or the use of 3. Healtl? services for transplants involving mecl1at4cal or animal 

non-surgical or drug-induced Pregnancy termination. organs. 
7. Contraceptitr supplies and senices. 4. Any solid organ transplant that is performed as a treatment for 
8. Fetal reduction surgery. 

9. Health senices assockted with the use of nun-surgical or drug- 
induced Pregnancy termination. 

M. Services Provided under Another Plan 
1. I-Iealth services for ivluch other coverage is required by federal, 

state or local law to be purchased or provided &rough other 
arratlgctnents. This includes, but is not limited to, coverage 
reqwed by xvorkers' compensation, no-fault auto insurance, or 
similar legislation. 

cancer. 

5 .  Any multiple organ transplant not fisted as a Covered Health 
Service under the heading Tran~plan~aiioo~ fieakb Seniices in 
(Section 1: What's Covered--Benefits), unless determined by 
Care Coordination to be a proxren procedure for dte involved 
diagnoses. 

1. Health sen6ces provided in a foreign country, unless required as 
Emergency fledth Senices. 

If coverage under xxrorkers' compensation or similar legislation is 2. Travel or transportation expenses, even though prescribed by a 
optional for you because you could elect it, or could have it Physician. Some travel expenses related to covered services 
elected for you, Benefits will not be paid for my Injury, Sickness rendered at United Resource Networks participating programs 
or Mental l hes s  that would have been covered under workcrs' or Designated Facilities may be reimbursed at our discretion. 
compensation or similar legislation had that coverage been 
elected. P. Vision and Hearing 

2. f3caltl1 senlces for treatment of military service-related 1. Purchase cost of eye giasses, contact lenses, or hearing aids. 
disabilities, when you are legally entitled to other coverage and 0 

facilities are reasonably available to you. 2. Fitting charge for hearing aids, eye glasses or contact lenses. 
Y xE 

. 3. Eye exercise therapy. 2 2 Z 
% n o  -- 1- To rotih'nr~e rmdiig, go to right C O ~ W ~ I I I  on thspage. To conti?tli,e readitg, go to l@ cob~mn oti tzext page. 
Z ; D ~  " g  
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4. Routine vision examinations. 7. Charges in excess of Elig-lble 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 sjmdrome (TMJ), when the servtces are considered to be 

dental in nature, including oral appliances. 

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

Covered Health Service - see the definition 111 (Section 10: 
Glossary of Defined Terms). 

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

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

- Related to judicial or administrative proceedings or orders. 

- Condilcted for purposes of medical research. 

- Required to obtain or maintain a license of any type. 

3. Wealth SeMces received as a result of war or any act of xvx, 
whether declared or undeclared or caused during senice in the 
armed forces of any country. 

4. Health services received after the date your coverage under the 
Man ends, including health senices for medical conditions 
ansing 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 I n j q  or cancer. Orthognathic 
surgery, jaw alignment esccpf as a treatment of 
temporomandibuiar joint or obstructive sleep apnea. 

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

12. Surgical treatment of obesity including severe morbid obesity 
(xdtlz a RhG greater than 35). 

13. Growth hormone therapy. 

14. Sex transformation operations. 

15. Custodial Care. 

16. Domiciliary care. 

17. Private duty nursing received i n  an inpatient basis. 

18. Respite care. 

19. Rest cures. 

20. Psychosurgery. 

5. liealth services for which you have no legal responsibility to pay, 21. Treatment of benign gynecomastia (abnormal breast 
or for which a charge xvould not ordinarily be made in the entargemen t in males). 
absence of coverage under the Plan. 22. Rledicai arjd surgical treatment of excessive sweating 

6. In the event that a Non-Neh~7ork provider waives Copalments (hyperhidrosis). 
and/or the ilfinuaf Deductible for a particular health service, no 23. Medical and surgical treatment for snoring, except when 
Benefits are provided for the health service for ~vhich the provided as a part of treatment for documented obstructive 
Copaytnents and/or Annual Deductible are waived. sleep apnea. 

United HcqlthCare High PPO Plan for Cinergy Corp. - 01/01/04 
40 (Section 2: \What's Not Covered--Exclusionsf 



24. iippltances for snoring. 

25. An): charges for missed appointments, room or fadlit). 
reservations, completion of claim forms or record processing. 

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

27. Any cllarges higher than the actual charge. The actual charge 1s 
defined as the provider's lowest routine charge for the service, 
supply or equipment. 

28. Any charge for sen:ices, supplies or equipment advertised by the 
proxqder as free. 

29. Any charges by a p r o ~ l d e ~  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 adclitlonal charges submitted after payment has been made 
and yoitr account balance IS zero. 

32. zing- outpatient facility charge m excess of payable amounts 
under Medicare. 

33. Any charges by a tesident m a teaching Hospital w11ere a faculty 
Physician did not supervise serrices. 

31. Outpatient rehabilitation services, Spinal Treatment or supplies 
including, but not tinlited to spinal manipulations by a 
chnopractor 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 problern from occurring or reoccurring. 

35. Spinal treamient, including clliropractic and osteopathic 
manipulative treatment, to treat an iflness, such as asthma or 
dergtes. 

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

37. Liposuction. 

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

39. Personal trainer. 

40. Naturalist. 

To contime readirg, go to fej c o ~ h . ~ ~  oti nextpagc. 
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Please see (Seaion 1: What's Covered--Benefits) under the heading 

Section 3: 
Description of Network 

and Non-Network 
Benefits 

e Non-Xetwork Benefits. 

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

* Proxldcd by a Nenvork Physician or other Network pro~lder. 

e Emergency I-Iealth Senices. 

Covered Health Senlccs that are described as Xetwork Benefits 
in (Section 1: Ki-t~at's Covered--Benefits). 

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

for Metlial HenIfh ar~d S~~bsfa~~ce Abrae. 

Com~an'son ofNetn~ork and Nan-Ne~urk Benefits 
a 

N e  twock Non-Network 

Benefits rl higher level of A lower lad of .- 
Benefits means less Benefits means more 
cost to you. See cost to you. See 
(Section I: What's (Section 1: \%%at's 
Covered--Benefits). Covered--Benefits). 

Who Sllould You must notify Care You must noti5 Care 
NotiSy Cate ~oordination~" for ~oordination~~' for 

Coordinationshi certain covered certain Covered 

Health Services. Health Services. 
Failure to noti$ Failure to notify 
results in reduced results in reduced 
Benefits or no Benefits or no 
Benefits. See (Section Benefits. See (Section 
I: What's Covered-- 1 : What's Covered- 
Benefits), under the Benefits), under the 
1Mr1sL Yon Nor$ Can bfrt.sf You Nof& Cure 
Coordilmiior?"~ ~oordir~afior?"? 
column. column. 

Who Should Not required. W e  pay You must He claims. 
File Claims Pkm-ork providers See (Section 5: How 

directly. to File a Claim). 
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Network Non-Network 

Outpatient Emergency Health Setnices are always paid as 
. + .  

~ G t @ n c y  a Network Benefit @aid the same whether you 
Health S~rvice5 are In or out of the Nehvork). That means that 

if you seek Emergenq care at a non-Network 
facility, you are not requtred to meet the 
Annual Deductible or to pay q y  difference 
between Eligible Espenses and the amount the 
provider bills. 

Proiider Network 
The Claims Adnixiistrator or its affiliate arranges for health care 
providers to participate in a Network. Netivork providers are 
Independent practitioners. They are not our employees or employees 
of the Clatms Admirustrator. It is your responsibility to select your 
provider. 

The credentialing process confirms public information about the 
providerst licenses and othcr credentials, but does not assure the 
quality of the services provided. 

Separately, you will automaticdy be given a directory of Nehvork 
providers at no cost to you. However, before obtaining sewices you 
should always veriiir  he Nehvork status of a provider. A provider's 
status may change. You are responsible for verifiring 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 C&ms Admuristrator. 

I t  IS possible that you might not be able to obtain senices from a 
partxular Nehvork provider. The nehvork of prowders is subject to 
change. Or you might find that a particular Nehvork protider may 
not be accepting new patients. If a protider leaves the Network or is 
othenvise not available to you, you must choose another Nehvork 
provider to get Network Benefits. 

T o  c o ~ ~ t i t ~ t ~ e  tf~1IJig, 9 0  10 rigllf ~o/rfr.rr ON thispcge. 

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 aU Covered Health 
Sendces. Some Nehvork providers choose to be a Netsvork provider 
for onfy some products. Refer to your provider drtectory or contact 
the Claims Administrator for assistance. 

Designated United Resource Network Faciiities and 
Other Providers 
If you have a medical condiuon that Care ~ o o r d i n a t i o n ~ ~  believes 
needs special senrices, they may direct you to a Designated United 
Resource Netsvork Facility or other provider chosen by them. If you 
require certain complex Covered Health Services for which expertise 
is limited, Care ~oordinat ion~'  may direct you to a non-Netsvork 
facility or provider. 

In both cases, Benefits vidl only be paid if yout Covered Health 
Senices for that condition are provided by or arranged by the 
Designated United Resource Network Facilit). or other provider 
chosen by Care ~oord ina t ion~~~ .  

Non-Network Benefits 
Non-Network Benefits are generally paid at a lower level than 
Nehvork Renetits. Non-Nenvork Benefits are payable for Covered 
Heaitl~ Services that are provided by non-Network Physicians or 
non-Xetu~ork providers. Non-Network Benefits are also payable for 
Covered Health Services that are provided at non-Network facjlities. 
If there is no Nehvork Provider within a 30 d e  radius of your 
home zip code or no Network Specialist within a 50 mile radius of 
your hotne zip code, you mzy be eligible to receive benefits for 
certm Covered H d t h  Senices paid at the Network level. You may 
clleck a provider's status in your area by visiting w~vVmyuhc.com or 
by calling Custorner Senice at the number on the back of your ID 
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card. All benefits that fall under this category must be approved 
prior to tecerpt of care and are subject to any plan timitations or 
escluslons set forth in this SPD. 

Your Responsibility for Notification 
You must noti% Care ~oordination~" before getting certain Covered 
Health senices from either Network or non-Network providers. 
?-he details are shown in the it'i~t~t Y k t  I l r o f ~  CUE ~oordi~t~t iot?"? 
column in (Section 1: \X%at's Covered--Benefits). If you fail to notify 
Care ~oortiinauon"~, Benefits are reduced or denied. 

Prior notification does not mean Benefits are payable in A1 cases. 
Coverage depends on the Covered Health Senices that are actudy 
given, your eligibility status, and any benefit limitations. 

Care ~ o o r d i n a t i m ~ ~  
When you noti@ Care ~ o o r d i n a t i o n ~ ~ ~  as described above, they will 
work with you to implement the Care ~oordination~" process and to 
provide you with information about additional senices that are 
available to you, such as discase management programs, health 
education, pre-admission counseling and patient advocacy. 

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

Network Benefits are paid for Emergency Iiealth Senices, even if 
the sewices are provlded by a non-Network provider. 

0 If you are confixled in a non-Nehvork Hospital after you receive 
Emergency Heafth Senices, Care coordinations" must be 

To car~tinz(e reau'ig, go to rgbt colttrat~ on this page, 

notified within two business days or on the same day of 
admission if reasonably possible. Care Coordinationsh' may elect 
to transfer you to a Network Hospital as soon as it is medically 
approprtate to do so. I f  you choose to stay in the non-Network 
Hospltal after the date Care ~oordination~" 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 withln 
24 hours of receiving treatment for the same condition as an 
Fmergency Health Senice, you will not have to pay the 
Copayment for Energency Health Services. The Copapmer~t for 
an Inpadent Stay In a Network Hospital will apply instead. 

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

g b g  
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You should notify the Claims Adrmnistrator 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 

e If you are hospitalized when this coverage 

\T%o is eligible for coverage. 

e When to enroll, 

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 e k b l e  for Medicare but do not enroll in and maintain 
coverage under both Medicare Part A and Part B. 

If you are enrolled in a hfedicare+Choice (Medicare Part C) p h ,  
you will be responsible for a n j 7  additional costs or reduced benefits 
that result if you fail to follow the requirements of the 
hifedicare+Choice plan. Please see Mc&cm Elj$bi/@ in (Section 9: 
General Legal Provisions) for more information about how 
Medicare may affect your Benefits. 

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

If You Ate Hospitalized When Your 
Coverage Begins 
Tf you are an inpatient in a Hospital, Skilled Nursing Facility or 
1npatient Rellabilitation 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 tenns of the Plan. XV: i? 

,Y r, To ronfmie nadif'g, go to  nght coiltf~f~ oft tlllspage. To continue d t g  go lo Iej COllmn on nexf page. g$g N 
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Who is Eligible for Coverage 

Wflo Description Who Determines Eligibiliqr 

Eligible Eligible Person usually refers to an Employec or Retiree d o  meets the Cinerg Corp. determines \vbo is eligible 
eligbitity ndes of &is Plan. When an Eligible Person actually enrolls, we to enroll under the Plan. 

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

If both spouscs 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 
!X%en a Dependent actually enrolis, we refer to that person as an a Dependent. 
Enrolled Dependent. For a complete definition of Dependent and 
Enrolled Dependent, see (Section 10: Glossar). 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 chid are enrolled as a Participant, only 
one parent may enroll the child as a Dependent. 

.. . - 
- , k w  
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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. stahls change if you con~plete an onfine 

Period enrollment through YBR (Your Benefits 
The Inittal Enrollment Period is d ~ e  Resource) or by calling the iPeop1e Center 
&st penod of time -.vI~en Eligible xv~thin 31 days of the date the Eligible Person 
Persons can enroll. , becomes eligible to enroll. 

Open ~nrollment. Eligible Persons may enrol themselves and their Cinerg). Corp. determines the Open Enrollment 
Dependents. Period. Coverage b e p s  on the 1st day of the 

Period foliowing calendar pear. 

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

(Your Benefit Resource) urebsite or by calling 
the iPeopfe Center within 31 days of tile event. 

Adding New 
Dependents 

Participants may enroll Dependents who join their Coverage on the date of the 
f a d y  because of any of d ~ e  following events: status change if you enroll through the Y 3 R  

Birth. (Your Benefit Resource) website or by calling 

Legal adoption. the iPeople Centcr within 31 days oE the event. 

Placernen t for adoption. 
h.Iarriage. 

* Legal guardianship. 
* Court or administrative order. 

' w 
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Special Enrollment 11 special enrollment period applies to an Eligible Event Takes Piace (for example, a birth or 
Person and any Dependents when one of the marriage). Coverage begins on the date of the 

Period fotloiving events occurs: event if the Plan Admistrator receives the 
An Efigible Person and/or completed enrollment form and any required 
Dependent may dso be able to enroll , ~ ~ ~ h .  contribution within 31 days of the event. 
during a special enrollment period. zi 
special enrollment period IS not 
available to an EIigible 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. 

r Legal adoption. 

Placement for adoption. 

11 special enrollment period applies for an Eligible 
Person and/or Dependent wvho did not enroll 
during the Initial Enrollment Period or Open 
Enrollment Penod if the fotlo.wing are true: 

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 
Administtator receives the completed 
enrollment form and any required contribuuon 
within 31 days of the date coverage under the 
prior plan ended. 

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

Coverage under the pnor plan ended because of 
any of the following: 

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

- The employer stopped paying the 
contributions. 

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

Uiiited HealthC:trc High I'PO Phn for Cinerg.4. Corp. - 01/01/04 
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Section 5: 
How to File a Claim 

e I4o.i~ and when to file a claim. 

* f f you receive Covered Health Services from a 
Nehvork provider, you do not have to file a 
claim. We pay these providers directly. 

If you receive Corered Health Services from a 
non-Nenvork provider, you are responsible for 

If You Receive Covered Health Services 
ffom a Network Provider 
We pay Network providers directly for your Covered E fealth 
Services. If a Setsvurk provider bills you for any Covered I-lealth 
Senice, contact the Ctaims Administrator. However, you are 
responsible for meeting the Annual Deductible and for pajing 
Copayments to a Nen.rork provider at the tune of servlce, or when 
you receive a biU from the provider. 

Filing a Claim for Benefits 
IVIen YOU receive Covered Eft-lth Services from a non-Network 
provider, you are responsible for requesting payment from us 
through the Claims Adrmnistrator. You illust file the clam in a 

To caiitit~~~c readi~g, go to rigiit ~ o l ~ ~ f n t ~  oon fhtxpagc. 

format that contains all of the inforrnauon required, as described 
i3elo-w. 

You must subtnit a request for payment of Benefits w r t h  one year 
after the date of senrlce. If a non-Network provider submits a claim 
on your behalf, you w d  be responsible for the timeliness of the 
subr~ussion. Tf you don't prowde tlus information to us wthin one 
+ of the date of servlce, Benefits for that health senice will be 
denied or reduced, m out or the Claims ridministrator's discretion. 
This time lirmt does not apply if you are legally incapacitated. If your 
clam relates to an Inpatient Stay, the date of service is the date your 
Inpatient Stay ends. 

If a Participant promdes written authorization to allow direct 
payment to a provider, all or a portion of any Eligible Excenses clue 
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 
\men you request payment of Benefits from us, you must provlde 
us wth dl of the folloiving information: 

A. Participant's name and address. 

B. The patient's name, age and relatiot~siup to the Partictpanr. 

C. The member number stated on your ID card. 

D. An itemzed bill from your prowder that includes the following: 

I'auent Diagnosis 

Date(s) of senrice 

Procedure Code(s) and descripttons of service(s) reridered 

Charge for each servlce rendered 

Ta c-otlfinlre ~ a d i t g  go fa /$ coh~~nn off nextpage. 
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could seriously jeopardize your life or health or the ability to regain 
r n m u r n  hnction or, in the opinion oEa physician with knowledge 
of your nledical 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 
seriousrless of your condition. 

N o ~ c e  of detllal may be oral with a written or electronic 
conftrmation to follow within 3 days. 

If you filed an urgent claim improperly, the Claims Administrator 
 ill notify you of the improper filing and hoxv to correct it within 24 
hours after the urgent claim wTas received. If additional information 
is needed to process the claim, the Claims Administrator will notify 
you of the infonnation needed within 24 hours after the claim xx~as 
received. You then haire 48 hours to provide the requested 
information. 

You \ i l l  be notified of a determination no later than 48 hours after: 

The Clurns Administrator's receipt of the requested inforrnation; 
or 

@ The end of the 48 hour period within wvluch you were to provide 
the additional information, if tf~e information is not received 
within that trrric. 

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

To cot~fii~zre rcutiirg, go to nihf iollcnn orr thispage, 

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 Cfairn as defined above, your 
request will be decided within 24 hours, provided your request is 
made at least 24 hours pnor to the end of the approved treatment. 
The Claims Administrator will make a determination on your request 
for the extended treatment within 24 hours &om receipt of y o 9  
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 
circumstapce, your request will be considered a new claim and 
decided according to post-service or pre-service tirneframes, 
whichever applies. 

n 
x c  

w'&O 
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If you are appealing an Urgent Carc Claim denial, please refer to the 

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

Questions and Appeals Customer Service telephone number IS shown on your ID card. 
Customer Service representatives are available to take yout call 
during regular business hours, Monday through Friday. 

This section provides jrou \nth informaaon to help 
you With the fotlo~w&~g: 
* You have a question or concern about Covered 

Health Senvices 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 appeal such determination. 

t 

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

What to Do First 
If ?ow question or concern is about a benefit determination, you 
may informally contact Customer Service before requesting a formal 
appeal. If the Customer Senice representaave cannot resolve the 
issue to your satisfactiori 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 
Senrice. If you &st informally contact Customer Senice and later 
wish tu request a formal appeal in writmg, you should contact 
Custo~ner 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-senice or pos t - se~ce  claim 
determination after following the above steps, you can contact the 
Claims iidministrator in writing to formally request an appeal. Your 
request should indude: 

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

?he date(s) of medical sen;ice(s). 

The provider's name. 

The reason you believe the claim should be paid. 

Any documentation or other written information ta support 
your request for claiin payment. 

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

Appeal Process 
A qualified individual who was not irlvolved in the decision being 
appealed ivill 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 Geld 
who was not involved in the prior determination. The C b s  

To contime rt?a&tg, go to fey cobin~tt oft tlcxtpuge. 
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Adn~iri~strator may consult with, or seek the participation of, medical 
esperis as part of the appeal resolunon process. You consent to this 
referral and the sharing of pertinent medical claim information. 
Upon witten request md  free of charge you have the right to 
reasonable access to and coples of, atl documents, records, and other 
information relevant to your claim for benefits. 

Appeals Determinations 
Pre-Service and Post-Senrice Claim Appeals 
You be provided written or electronic notification of decision 
on your appeal as follo~vs: 

For appeals of pre-service claims (as defined in How to File a 
Claim), the first level appeal wdl be conducted and you will be 
notified by the Claims Administrator of the decision within 15 days 
from receipt of a tequest for appeal of a denied claim. The second 
level appeal tvill be conducted and you vA1l be notified by us of the 
decision withm 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 i d 1  be conducted and you xvill be 
notified by the Claims Administrator of the decision within 30 days 
&om receipt of a request for appeal of a denied clain~. The second 
level appeal will be conducted and you will be notified by us of the 
decision 30 days from receipt of a request for review of the 
first level appeal decision. 

For procedures associated ~12th urgent claims, see "Urgent Claim 
Appeals that Require Imnediate Action" below. 

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

request must be submitted to us in writing within GO days &om 
receipt of the first level appeal deusion. 

*I11e Wan Administrator has the exclusive right to interpret and 
administer the Plan, and these decisions are co~lclusive 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 
senice 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 ivith a 
written or electronic determination within 72 hours followmg 
receipt by the Claims Administrator of your request for review 
of the determination taking into account the seriousness of your 
condition. 

For urgent c k m  appeals, we have delegated to the Claims 
Adrninis trator the e-xclusive right to interpret and administer the 
provisions of the Plan. The Claims Administrator's decisions are 
conclusive and binding. 

To cot~fin~ie reading, go to I$? cah~n~tl orr next page, 
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Section 7: 
Coordination of Benefits 

Definitions specific to Coordination of Benefit 

Benefits When You Have Coverage under 
More than One Plan 
This section describes howv Benefits under the Plan wvill be 
coordinated with those of any other plan that provides Benefits to 
you. The lan,guage in this section is from model laws drafted by the 
National Association of Tnsurance Commissioners (NAIC) and 
represents siarldard indrrstv practice for coordinating Benefits. 

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

The order of benefit determination rules described in this section 
determine which Coverage Plan wviil pay as the Primary Coverage 
Plan. The Primaq Coverage Ran that paj-s first pays without regard 
to the possibility that another Coverage Plan may cover some 

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

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

I .  "Coverage Plan" is any of the following that provides Benefits or 
senrices for medical or dental care or treatment. However, if 
separate contracts are used to promde 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 Wan" 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, d e s s  

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



2. 'Ihc order of benefit determirlatton rules determine whether this 
Coverage Plan is a "Prirnaq Coverage Plan" or "Secondarf? 
Coverage Plan" \vhen compared to another Coverage Plan 
covering the person. 

When this Coverage Plan is pnmary, its Benefits are determined 
before those of any other Coverage Plan and \Yithout 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. "rZ1lowabIe Expense" means a health care sen.ice or expense, 
including deductibles and Copayments, that IS covered at least m 
part by any of the Coverage Plans covering the person. \%en a 
Coverage Plan provides Benefits in the form of services, (for 
example an HilfO) the reasonable cash value of each service wvill 
be considered an Allowable Expense and a benefit paid. An 
exp'ense or senice that is not covered by any of the Coverage 
Plans is not an i l l l~t~ahle Expense. Dental care, routine vision 
care, outpatient prescription drugs, and hearmg aids are examples 
of expenses or senrices that are not Allo\vable Expenses under 
the Plan. The follo\x4ng are additional examples of expenses or 
services that are not XIo'~'r~able Expenses: 

a. If a Covered Person is confrned in a private Hospital room, 
the difference between the cost of a Se~m-prisate 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 
131'ms routinely provides coverage for Hosp~tal private rooms) 
is not an Allowable Expense. 

b. If a person IS covered by isvo 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 

usual and customary fees for a specific benefit is not an 
r21lo~x~able 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 negoaated fees is 
riot an Allowvable Expense. 

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

e. 'Ihe amount a benefit is reduced by the Primary Coverage 
Plan because a Covered Person does not comply with the 
Coverage Man prorrjsions. Examples of these provisions are 
secorld 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 cowrage under this Coverage Plan, or before the dzte 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 senices 
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. 
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Order of Benefit Determination Rufes 
When two or more Coverage Plans pay Benefits, the rules for 
deterntining the order of payment are as follows: 

11. 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 codrdination of Benefits 
provksion that is cofisistent with this pror~ision is always ptimary. 
There is one exception: coverage that is obtained bjrvirtue of 
membership in a group that is designed to supplement a part of a 
basic package of Benefits may provide that the suppletnentary 
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 Xon-Network Benefits. 

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

D. The first of the foflowing rules that describes which Coverage 
Plao pays its Benefits before another Coverage Plan is the rule to 
use. 

1. Non-Dependent or Dependent. 'fie 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 hledicare beneficiary 
and, as a result of federal law, Medicare is secondary to the 
Coverage Plan covering the person as a Depe~dent; and 
pnmary to the Coverage Plan covering the person as other 
than a Dependent (e.g. a rehred employee); then the order of 
Benefits behieen the turo Coverage Plans is reversed so that 

To cotititrue reading, go to ngbf ccol;m on t b i ~  page. 
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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 birtllday is earlier in the year iE 
I) 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 bas the responsibility to 
provide health care coverage. 

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

b. If the speci6c terms of a court decree state that one of 
the parents is responsible for the child's health care 
expenses or health care coserage and the Coverage Plan 
of that parent has actual k~loxvledge of those terms, that 
Coverage Plan is primary. This rule applies to chin 
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) I'he Coverage Plan of the custodial parent; 

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

3) The Coverage Plan of the noncustodd parent; and 



4) 'I'he Coverage Plan of the spouse of the noncustodial 
patent. 

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

3. Active or inactive employee. The Coverage PIan that covers a so that the total Benefits paid or provided by all Coverage Pians 
person as an employee ivho is neither laid off nor retired is during a claim determination period are not more than 100 
pnrnary. The same x-ould Iiold true if a person is a percent of total AIlou7abIe Expenses. The difference between the 
Dependent of a person covered as a Retiree or an Employee. benefit payments that this Coverage Plan would have paid had it 
If the other Coverage PIan does not have dlis rule, and if, as a been the Primary Coverage Plan, and the benefit payments that it 
result, the Corcrage Plans do not agree on the order of actually paid or provided shall be recorded as a benefit resenre for 
Hencfits, this rule is ignored. Coverage provided an individual the Covered Person and used by this Coverage Plan to pay any 
as a retired worker and as a Dependent of an actively working Allowable Expenses, not othenvise paid during the claim 
spouse will bc determined under the rule labeled D(1). determination period. As each dairn is submitted, this Coverage 

4. Continuation coverage. If a person whose coverage is Plan will: 
provided under a right of continuation provided by federal or 1. Determine its obligation to pay or provide Benefits under its 
state law also is co~ered under another Coverage Plan, the contract; 
Coverage Plan covering the person as an Employee or Retitee , 

(or as that person's Dependent) is primary, and the 2. Determine whether a benefit reserve has been recorded for 

continuation coverage is secondary. If the other Coverage the Covered Person; and 

Plan does not have th~s rule, and if, as a result, the Coverage 3. Determine whether there are any unpaid Allowable Expenses 
Plans do not agree on the order of Benefits, this rule is during that claim determination period. 
ignored. If there is a benefit reserve, the Secondary Coverage Plan will use 

5. 1-nnger or shorter Iength of coverage. 171e Coverage Plan that the Covered Person's benefit reserve to pap up to 100 percent of 
covered the person as an Employee or Retiree longer IS total Allowable Expenses incurred during the claim determination 
primary. period. At the end of the claim determination period, the benefit 

6. If a husband or wife IS covered under this Coverage Plan as a reserve returns to zero. A new benefit reserve must be created for 

Participant and as an Enrolled Dependent, the Dependent each new dairn determination period. 

Benefits \dl be coordinated as if they were provided under R. If a Covered Person is enrolled in two or more dosed panel 
another Coverage Plan, this means the Participant's benefit Coverage Plans and if, for any reason, including the provision of 
1~111 pay first. sen4ce by a non-panel provider, Benefits are not payable by one 

7. If the preceding d e s  do not determine the Prim'ary Coverage closed panel Coverage Plan, COB shall not apply between that 

Plan, the Allo~vable Expenses shall be shared equally between Coverage Plan and other closed panel Coverage Plans. 

the Co-versge Pfans meeting the definition of Coverage Plan C. This Coverage Plan reduces its Benefits as described below for 
under this provision. In addition, this Coverage Plan ivill not Cosered Persons who are eligible for Medicare when Medicare 1? 

i'i E 
pay more than it would have paid had it been primary. would be the Primary Coverage Plan. 

To rot~ti~it~e rendi'tg, go to nght cofrttt~tt orr thif page. To cot~tr'nue rtaditg, go to l$ cohtnn on nextpage. 
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hledicare Benefits are determined as if the full amount that \vould 
hare been payable under Medicare was actually paid under 
hfedicare, even ~ f :  

?he person is entitled but not enrolled for hiedicare. 
Medicare Benefits are determined as if the person were 
covered under hledicare 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 all rules of that phn. Medicare Benefits are 
determined as if the senices were covered under Medicare 
Parts A and B. 

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

a The services are proxlded in any facility that 1s not eligible for 
Medicare reimbursements, including a Veterans 
~idrninistration facility, facility of the Uniformed Senices, or 
other facility of the federal government. hledicare Benefits 
are determined as if the senices were provided by a facility 
that is eligible for reimbursement under Medicare. 

a The person is enrolled under a Plan with a Medicare Medical 
Savings Account. hfcdicare Benefits are determined as if the 
person were covered under Medicare Parts A and 3. 

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 rotitit~ue readitg, go fo nght rolrtn~ti otl tltspoga. 

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

The Claims Administrator need not tell, or get the consent of, any 
person to do this. Each person claiming Renefits 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 u 4  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, \xTe mag pay that amount to the organization that made the 
payment. That amount will then be treated as though it \Irere a benefit 
paid under this Coverage Plan. We ~~~ not have to pay that amount 
again. The term "payment made" includes providing Benefits in the 
form of senkes, 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 tl1e excess from one 
or more of the persons tve have paid or for thorn ive have paid; or 
any other person or organization that may be responsible for the 
Renefits 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. 

- - - 
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Section 8: General Information about When 
Coverage Ends 

'hen Coverage Ends w e  ,a, ciiscontinue  US Benefit Plan and/or A s i m  benefit 
Plans at any time, as permitted or required by law. 

Tf~e date your coverage ends. 

If your coverage should end, your entitlement to Benefits 
automaticall~7 ends on the date that coverage ends, even if you are 
hospitalized or are otllenvise receiving medical treament on that 
date. 

When your coverage ends, we will still pay claims for Covered 
Health Services that you received before your coverage ended. 
fio~vever, once your coverage ends, we do not provide Benefits for 
health senrices that you receive for medical conditions that occurred 
befbre 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 coiTerage under federal law (COBRA). 

c 
E fi 

To cotrtit~~ie wc~ditg go to  f$t cohmt~ o n  t~ex'tpage. To cortfi~ztle retnli~g go to nkht cofr~mf~ on this page. 
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Events Ending Your Coverage 

Coverage ends on the earliest of the dates specified in the f o l l o ~ ~ g  table: 

Ending Event What Happens 

The Entire Plan Ends Your coverage ends on the date the Plan ends. We are responsible for n o t i k g  you that your 
coverage has ended. 

YOU Are NO Longer Your coverage ends on the last day of the calendar month m willch 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 instruciing 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 hare as an Employee may be available to you in retirement. The Cinergy 
Parricipant Retires or iPeo,le Center can provide you wth this infonnation as well as explain how to elect coverage as a 

IS Pensioned retiree. 

n ;J ' zag 
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Other Events Ending Your Coverage 

IY'hcn any of the follawviq happen, wve w i l l  provide wmtten notice to the Parucipant that coverage has ended on the date the Plan Administrator 
identifies in the nouce: 

Fraud, Misrepresentati 
or False Information 

,on Fraud or misrepresentation, or because the Participant knowvingly gave us or  the Claims 
Adminisvator false material information. Examples include false lnformtion relating to 
another person's eligibility or status as a Dependent. During the fist  hvo years the Ran 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, ive can only demand that you pay back these Benekits if the written application contained 
a fraudulent misstatement. 

Material Violation There was a material r.iolation 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 faifed to pay a required 'contcibution. 

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. 

' N 
2 ' g  O F *  
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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 Enrotled Dependent child who is not 

1-3andiapped Chiid, as just ;xplained, shall be considered a 
Dependent for coverage purposes. 

'2 

able to be self-supporting because of mental retardation or a physical - 
handicap ud1 not end jus; because the child has reached a certain 
age. We will extend the coverage for that child beyond the limiting 

Continuation of Coverage 
age if both of the folIo\\ing are true regarding the Enrolled If your coverage ends under the Plan, you may be entitled to elect 

Dependent chiid: 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 
or physical handicap. 

Depends on tlie Participant for support. 

Coverage will continue as long as the Enrolled Dependent is 
~ncapacitared and Dependent unless coverage IS othenvise 
terminated in accordance with the terms of the Plan. 

We \\rill ask you to furnish the Clairns Administrator with proof of 
the child's incapacity and dependency within 31 days of the date 
coverage would othemise have ended because the child reached a 
certain age. Before the Claims Admitlistrator agrees to this extension 

Continuation cotTerage under COBRA (the federal Consolidated 
Omnibus Budgct Reconciliation Act) is available only to Plans that 
are subject to the tenns of COBRA. You can contact your Plan 
12dministrator 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 Pian, continuation coverage 
will end as scheduled under the prior Plan or in accordance with the 
terminating events listed below, whichever is earlier. 

" 
of coverage for the child, the claims hdminis&ator may require that Continuation Coverage under Federal 
a Physician cliosen by us examine the child. \Fe wxill pay for that 
examination. Law (COBRA) 

Ivfuch of the lanmtaee in this section comes from the federal law that 
0 U 

The Clairns ildminlstrator may conunue to ask you for proof that governs condnuanon coverage, You should call your Plan 
the child continues to meet these conditions of incapacity and Ad~ninistrator if you have questions about your right to continue 
dependency. Such proof might include medical examinations at our coverage. 
espense. f -lowwver, we \;..ill not ask for this information more than 
once a year. In order to be eligible for continuation coverage unda federal law, - 

you must meet the definition of a "Qualified Beneficiary". A 
If you do not provide proof of the child's incapacity and dependency Qualified Rer~eficiary is any of the following persons who was 
within 31 days of the Claims Adimstrator's request as described covered under the Ran on the day before a qualifywig event: 
above, coverage for that child witl end. 0 

7; t 
-a%" 
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* 14 Participant. 

A Participant's Enrolled Dependent, including with respect to 
the Parncipant's children, a child born to or placed for adoption 
with the Participant during a period of conunrtation coverage 
under Federal Law. 

L\ Participant's former spouse. 

Qualifling Events for Continuation 
Coverage under COBRA 
If the coverage of n Qualified Beneficiary u*ould ordinarily terminate 
due to one of the Eolloxwng quaiifjmg events, then the Qualified 
Beneficiary is entitled to continue coverage. The QuahGed 
Beneficiary is entitfed to elect the same coverage that she or he had 
on the day before the qualifgng erent. 

A. Termination of the Employee from employment wit11 us, for any 
reason other than gross misconduct, or reduction of hours; or 

R. Death of the Participant; or 

C. Divorce or legal separation of the Participant; or 
D. Loss of eligibiiity by an Enrolled Dependent who is a child; or 
E. Entitlement of the Participant to Medicarc Benefits; or 
F. The Plan Sponsor fiiing for bankruptcy, under Title XI, United 

States Code, on or after July I, 1986, but only for a retired 
Participant and his or her Enrolled Dependents. Ttus is also a 
qualifjing 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 bwkruptcy 
was filed. 

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 

EnroIled Dependent. If tlle Participant or other Qualified 
Beneficiary fails to noti6 the Plan Administrator of these events 
within the 60 day period, the Plan Administrator is not obligated to 
provide continued coverage to the affected Quahfied Beneficiary. If 
a Participant is continuing coverage under federal law, t l~e 
Paradpant must notify the Plm Administrator within 60 days of the 
birth or adoption of a chid. 

Continuation must be elected by the later of 60 days after the 
qualifying event occurs; or 60 days after the Qualified Beneficiaty 
receives notice of the continuation right horn the Plan 
Administrator. 

If the Qualified Beneficiary's coverage was terminated due to a 
quali54ng 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 followil~g dates: 

A. Eighteen months from the date of the qual iwg event, if t l~e 
Qualified Beneficjq's coverage would have ended because the 
Participant's employment was terminated or hours were reduced 
(i.e., qualifjing event A.). 
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Tf a Qualified Renefiuaq~ is determined to have been disabled 
under the Soclal Security Act at anpme within the first 60 days of 
cot~tinuation coverage for qualifjlng event A. then the Qualified 
Beneficiary may elect ail addiuonal 1 1 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 promded within 60 days after the determination of the 
disabhty, and in no el-ent later than the end of the hrst 18 months; 
(ii) the Qualified Benefiaaq must agree to pay any increase in the 
required premium for the addiuonal 11 months; and (iii) if the 
Qualified Beneficiary entitled to tile 11 months of coverage has 
non-disabled family members xvho are also Qrtalitied Beneficiaries, ' 
then those non-disabled Qualified Beneficiaries are also entitied to 
the additionaf 11 months of continuation coverage. Notice of any 
h a 1  determination that the Qualified Beneficiary is no longer 
dtsabled must be provided wi,vithin 30 days of such determination. 
Thereafter, continuation coverage ma37 be terminated on the first 
day of the month that bepins 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 Par~cipant, divorce or legal separation of the Participant, 
loss of eligibility by an Erirolled Dependent who is a child (1.e. 
qualifying events B., C., or D,). 

C. For the Enrotled Dependents o i a  Participant who was entitled 
to Medicare prior to a qualifjing event that was due to either the 
termmation 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 hkdicare 
entitlement. 

D. 'fie date coverage terminates under the Plan for failure to make 
timely payment of the premium. 

To coni'frnte rr~xdi~g, go to nght cohttnn on this page. 

E. The date, after electlng continuauon 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 trrminated 
because the Plan Sponsor filed for bankruptcy, (i.e. qualifyulg 
event F.). 

G. The date the entire Plan ends. 

H. The date cotrerage xvould othenMse terminate under the Plan as 
described in this section under the heading Evetrts Erlditrg Z'oar 
Cotvragt. 

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 bemuse employment was 
terminated or hours were reduced. If the Qualified Beneficiary was 
entitled to con~zuarion because the Plan Sponsor filed for 
bankruptcy, (i.e. quaiifpng 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 sectian will apply dilring the 
extended continuation period. 

Continuation coverage for Qualified Beneficizries whose 
continuation coverage terminates because the Participant becomes 
entitled to Medicare may be extended for an additional period of 
time. Such Qualified Beneficiaries shodd contact the Plan 
rldrninistrator for information regarding the continuation period. 
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The Claims Admnistrator is not considered to be an employer or 

Section 9: Plan Administrator for any purpose ivith respect to the 
administration or provision of Benefits under this Plan. 

General Legal Provisions 

'k is  section provides you with information about: 
General legal pro\-isions concerning your Plan. 

Plan Document 
Tius document is the Plan document and the Summary Pian 
Descn~tion. 

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

~nrolhnknt and classification changes (including classification 
changes resulting in your enrollment or the termination of yout 
cotrerage). 

The timely payment of Benefits. 

Notifying you of the termination or modifications to the Plan. 

Your Relationship with Providers 
The relationsllip between you and any provider is that of provider 

L 

and patient. 

Relationship with Providers * 

The relaaonsh~ps between us, the Clams Administrator, and 
Netivork providers are solely contractual relationships between 
independent contractors. Network providers are not our agents or 
employees. Nor are they agents or employees of the Clauns 
Administrator. Neither we nor any of our employees are agents or 
employees of Nehvork providers. Neither ive nor the Claims 
Administrator are liable for any act or omission of any  provider. 

We do not promde health care sersices or supplies, nor do we 
practice medic~ne. Instead, ~ v e  pay Benefits. Nehvork providers are 
independent practitioners urho run their own offices and facitities. 
The crcdentialing process c o n k l s  public information about the 
providers' licenses and other credentials, but does not assure the 
quatit). of the services provided. 

You are responsible for choosing your own provider. 

a 
Sou must decide if any provider treating you is right for you. 
This includes Nehvork providers you choose and providers to 
xv11om you have been referred. 

You must decide with your provider 'cvhat care you should 
receive. 

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 lncenaves to promote the delivery of health care in a cost 
efficient and effective manner. These financial incentives are not id? 

v 0 
intended to affect your access to Ilealth care. 2 3 W o 0  
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Amendments to the Plan 
Wre reserve the right, In our sole discretion and without your 
approval, to change, interpret, modify, withdraw or add Benefits or 
terminate the Plan. Plan i.2mendments and Riders are effective on 
the date w e  specitj.. 

Any provision of the Plan wh~cl~,  on its effective date, is in conflict 
with the requirements of federal statutes or regulations, or applicable 
state law pro~islons not othent-ise preempted bj. ERISrZ (of the 
jurisdiction in u.hic11 the Plan is delivered) is hereby amended to 
conform to the minimum requirements of such statutes and 
repla tions. 

Any change or Arnendmcnt 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 terrninauon), 
xvhether prospective or retroactive, to the Plan, in accordance with 
the procedures established by us. Covered Persons will receive 
notice of any matenal modification to the Plan. No one has the 
authority to make any oral rnodificat~ot~ 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 rnislnforrnation 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 \xi11 control. It is your responsibility to confirm the accuracy of 
statements made by ils or our designees, including the Claims 

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

Information and Records 
At w e s  we or  the Ciaims 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 tlus information wl~en tire 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 f in i sh  us 
or the Clairns Administrator wlth all information or copies of 
records relating to the services provided to you. \Ve 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. 1% and the Claims Administrator 
agree that such information and records will be considered 
'confidential. 

\Ye and the Claims Administrator have the r~gl.rt to release any and 
aU records concerning health care services ~vkich are necessary to 
implement and administer the terms of the Plan, for appropriate 
medical review or qudity 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 ttansfer 
the informaaon gathered under the Plan for reseatch and analytic 
purposes. 

For complete listings of your medical records or bilIing statements 
we recommend that you contact your hedth care provider. Providers 
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may charge you reasonable fees to covet their costs for proiriding 
records or completing requested forr-t~s. 

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 
tcu you, and to release those records as necessary. Such designees 
have the same rights to this information as dle Plan Administrator. 

Exanhation of Covered Persons 
In the event of a question or dispute regarding your right to 
Benefits, we may requtrc that a Network Physician of our choxce 
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 Eligibili ty 
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 tile Plan. 

Ifyou are eLigr'bfe fir or enrolledin Medicare, please 
read the fbffom'ng infomation 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 bIedicare 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 wiU pay 
Benefits under the Plan as if you were covered under both Medicare 
Part A and Part B. As a resalt, you will be responsible for tile costs 
that Medicare ~ ~ ~ o u l d  have paid arid you will incur a Larger out-of- 
pocket cost. 

If you are enrolled in a Medicare+Choice (hledicare Part C )  Plan on 
a primary basis (Medicare pays before Benefits under the Plan), you 
should follow dl rules of that Plan that requite you to seek services 
from that Plan's participating pro~~iders. When we are the secondary 
payer, we will pay any Benefits available to you under the Plan as if 
you had folloived all mies of the Medicare+Choice Plan. You will be 
responsible for any additional costs or reduced Benefits that result 
from your failure to follo\v these d e s ,  and you will incur a larger 
out-of-pocket cost. 

Subrogation and Reimbursement 
Subrogauon is the substitution of one person or entity in the place 
of another with reference to a lawful claim, demand or tight. 
Immediately upon paying ox 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 s-ices 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 7~ % 
Y 0 coverage provided by this Summar). Plan Description, the Plan shall 2 2' 
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also have an independent right to be reimbursed by Covered 
Persons for the reasonable value of any services and Benefits d ~ e  
Plan provides to Cowred Persons, from any or all of the following 
listed below. 

Third parties, lncluciing 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 motonst protection, 
no-fault or tracfitionaf auto insurance, medical payment coxrerage 
(auto, homeowvners or othenvise), workers' compensation 
coverage, other insurance carriers or third patty administrators. 

e appearing at depositions and in court, and 

o obtaining the consent of the Plan or its agents before 
releasing any party from liability or payment of xnedical 
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 Coyred 
Person. 

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

Any person or entity who is liable for payment to a Covered That no court costs or attornepyees may be deducted from the 

Person on any equitable or legal liability theory. Plan's recovery without the P h ' s  express written consent; any 
so-called "Fund Doctrine" or "Common Fund Doctrine" or 

'Il~ese third parties and persons or entities are collectively referred to "Att~me~'s  Fund Docmne" shall not defeat this right, and the 
as "Third Parties". Plan is not required to participate in or pap court costs or 

Covered Persons agree as follo~vs: 
attorneys' fee; to the attorney hired by a Covered Person to 
pursue his or her damage/personaI injury claim. 

That a Covered Person will cooperate with the Plan in a tirnely 
e That regardless of whether a Cotwed Person have been fuiiy 

manner in protecting our legal and equitable rights to 
compensated or made whole, the Plan may collcct from Covered 

subrogatron and reimbursement, including, but not lirmted to: 
Persons the proceeds of any fuli or partial recovery that a 

pro\i&ng any relevant information requested by the Plan, Covered Person or his or her legal representative obtan, 
whether in the form of a settlement (either before or after any 

s l p n g  and/or delivering such documents as the Plan or its deterrnina tion of liability) or judgment. The proceeds avaiiabie 
agents reasanably request to secure the subrogation and for collection shall include, but not be limited to any and all 
reunbursemerit claim, mounts earmarked as non-economic damage settlement or 

judgment. 
e responding to requests for information about any accident 

or mjuries, * That benefits paid by the Plan may also be considered to be 
benefits advanced. P 

7Cm 
Y 0 
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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 settfement (either before or after any 
detenninatlon of Eabilit).), or judgment, the Covered Person uill 
serve as a constructive trustee over the funds and fGlure to hold 
such funds in trust wivltl 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 &om 
any potentially responsib1e party that are due and oived to the 
Plan, as stated herein, separately and alone, and f d w e  to hold 
funds as such wid be deemed as a breach of contract, and may 
result in the tennmation of health benefits or the institution of 
legal action against the Covered Person. 

That the Plan shall be entitled to recover reasonable attorney 
fees from Covered Persons lncurred in coIIecting from the 
Covered 13erson any funds held by the Covered Person that he 
or she recavercd from any 711itd Party. 

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

8 That Covered Persons will neither accept any settlement that 
does not fuUy compensate or reimburse tile Man without the 
Plan's wtitten approval, nor 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 at services and Benefits the Plan provided, pius reasonable 
costs of collection. 

To cot~fi~~lle rending, 20 to rght co f~~t~fz  on this page. 

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

That the Plan's tights will not be reduccd due to the Covered 
Person's own negligence. 

* That the Pfan may, at 1~ option, take necessary and appropriate 
action to preserve its rights under these subrogation provisions, 
including frlir~g 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 P h  might obtain. 

That the Plan shall not be obligated in any way to pursue t l ~ s  
right independently or on belzalf of the Coverecl Person. 

8 'Illat if the injury or cot~dition gimg rise to subrogation or 
reimbursement involves a minor chid, this section applies to the 
parents or guardian of the minor child. 

0 '&at if the injury or condition p i n g  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: 

* Ali or some of the expenses were nat paid by the Covered 
Person or did not Iegaily have to be paid by the Covered Person. 

To confdtzz~e reading, go to /@ tollimti on i~extpagc. 
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* .All or some of the payment wve made exceeded the Benefits 
under the Plan. 

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

If the Covered Person, or any other person or orgar~ization that was 
paid, does not promptly refund the hrll amount, we may reduce the 
amount of any hture Benefits that are payable under the Plan. The 
reductions w i l l  equal the amount of the required rehnd. t%'e may 
hare 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 subnutted a request for reimbursement as described in 
(Section 5: How to File a Claim) and all required reviews of your 
ciaim have been completed. If you want to bring a legal action 
against us or the Claims Administrator you must do so 'cvithin three 
years from the expiration of the time penod in which a request for 
reimbursement rntxst be submitted or you Lose any rights to bring 
sucl~ an action against us or the Claims Administrator. 

You cannot bring any legal acaon 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 illat process, if you want to bring a legal action against us 
or the Ciams ildrmnistratar you must do so within three years of 
the &?te you are notified of our final decision on yoiu appeal or you 
lose any rights to bring such an action against us or the Claims 
Administrator. 

Unlted HealthCare High PPO Plan for Cinergy Corp. - 01/01/04 

71 
0 O& 
-3-0 P b -  

(Section 9: Genenl Legal Provisions) $ g 3 



Cast No. 2006-00172 
KyPSC-UR-01-023 

Page 171 of 475 - 



Covered--Exclusions), including Experimental or Invesktgaaonaf 
Sen~tces 2nd Unproven Services. 

Covered Health Sen-ices inust be provided: 

a \%%en 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 .ydxen the person who receives senices is a Covered Person 
and meets all eligibility requirements specified in the Plan. 

Decisions about whether to coser new technologies, procedures and 
treatments xvill be consister~t with conclusions of presailing medical 
research, based 011 well-conducted randomized trials or cohort 
stutfies, as described. 

CovefedPers~dd - either the Participant or at1 Enrolled Dependent, 
but this'tenn applies only whiIe the person is enrolled under the 
Plxn. References to "you" and "jrour" filrotrghout this SPD are 
references to a Covered Person. 

Custodial Cgg - services that: 

Are non-health related senices, such as assstance in acaviues of 
daily li1411g (including but not limited to feeding, dressing, 
bathing, transferring and ambulating); or 

* Are health-related sentices 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 contintied administration by trained medical 
personnel in order to be delivered safely and effectively. 

fknendeng- the Participan(s legd spouse or an unmarried 
Dependent child of the Participant or the Participant's spouse, 

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 legall J adopted child. 

A child placed for adoption. 

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 delinition of Dependent is subject to the foollowing conditions 
and limitations: 

0 A Dependent includes any unmarr~ed 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, saitsfactory to us, of ail the 
following conditions: 

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

- The cMd must be a Full-time Student. 

- The c u d  must be primarily Dependent upon the Participant 
for support and miintenance. 

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

To rot~fin~~e rerdit'g, go fo I$ c o l r n ~ ~ ~  on next page. 
4 0 E  
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A Dependent also itxcludes 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 hfedical Child Support Order or a National 
Medical Support Notice. 

De ( i te 'li@- a Hospital that 
the Claims Administrator names as a Designated United Resource 
hkhvork F~cility. A Designated United Resource Network Facility 
has entered into an agreement with the Claims Administrator to 
render Covered Health Senices for the treatment of specified 
diseases or conditions. r l  Designated United Resource Nehvork 
Fachty may or may not be located \ N i b  our geographic area. The 
fact that a i-lospital is a Network 1-Iospital does not mean that it is a 
Designated United Resource Network Facility. 

Purabfe Medicaf Eaui~rnen<- medical equipment that is all of the 
folloivi1Ig: 

Can withstand repeated use. 

Is not disposable. 

Is used to senre a medical purpose \I<& 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/i$l'ble E ~ p m  - the amourlt we pay for Covered Health 
Services, incurred while the Plan is in effect, which are detetmitled as 
stated below: 

Eligible Espenscs are based on either of the following: 

o Wlen Covered Hedth Sen4ces are received from Network 
providers, Eligible Expenses arc the contracted fee(s) with that 
provider. 

When Covered Health Senices are receised from non-Network 
providers, unless you receive senices as a resuIt of an 
Emergency, Eligible Expenses are determined at the Clairns 
Administrator's discretion by either (1) calculating Eligible 
Expenses based on airadable data resources of competitive fees 
in that geographic area, or (2) applying the negotiated rates' 
agreed to by the rlon-~etivork provider and either the Claims 
Administrator or one of its vendors, aftiliates or subcontractors. 

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

As indicated in the most recent edition of the Current 
Procedural Terminology (CPq, a publicanon 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 or determination that the 
Claims Adsninisuator accepts. 

c Pernu@ - a regular full-time Employee of the Plan Sponsor 
wi~o is scheduled to work at his or her job at least 20 hours pet week 
or othenvise considered by the Plan Sponsor to be an Employee for 
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Plan coverage purposes; or a person ivho retires while cot-ered under 
the Plan. 

Bmer~encp- a serious medrcal condition or symptom resulting 
frorn Injury, Sickness or Mental Illness which is both of the 
following: 

e tirises suddenly. 

In the judgment of a reasonable person, requires m e d i a t e  care 
and treatment, generally received within 24 lilours of onset, to 
avoid jeopardy to life or health. 

Emer~encvHea/tfi Sem'ce~ - 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 I, 2 or 3 clinical &a1 set forth in the FDA regulations, 
regardless of whether the vial is actually subject to FDA 
oversight. 

If you have a life-threatening Sickness or condition (one tvhich is 
likely to cause death within one year of the request for treatment) we 
may, in our discretion, determine that an Eqerimental or 
Investigational Service meets the definition of a Covered Health 
Servicc for that Sickness or condition. For this to take place, ive 
must determine that the procedure or treatment is promising, but 
unproven, and that the service uses a specific researfh protocol that 
meets standards equivalent to those defrned by the Naaonal 
Institutes of Health. 

Emalar.ee - an Eligible Person who is properly erlroilcd under the . Full-he Srudeag- a person who is enrolled in and attending, full- 
Plan. The Employee is the person (who is not a Dependent) an  time, a recognized course of study or training at one of the 
whose behalf the Ptaa IS established. following:, 

.EnmI.ediLfe~endent - a Dependent who is properly enrolled under An accredited high school. 
the Plan. 

An accredited college or university. - 
,Emerimental or Investi&wti~naI Sem'ceg - medicai, surgical, * A licensed vocational school, technical school, beautidan school 
diagnostic, psychiatric, substance abuse or other health care services, automotive school or similar training school. 
technologies, supplies, treatments, procedures, drug therapies or 
da-ices that, at the time ure make a determination regarding coverage Full-time Student status is detemrined in accordance with the 
in a particular case, are determined to be any of the following: standards set forth by the educational institution. I'ou are no longer 

a Full-time Student at the end of dle calendar month you graduate or 
* Not approved by the U.S. Food and Drug Administration otherwise cease to be enrolled and in attendance at the institution on 

(FDA) to be Imv&Ily marketed for the proposed use and not a full-time basis. 
identified in the American Hosoital Formulary Senice or the 
United States Pharmaco~oeia Dis~ensing Information as You continue to be a Full-time Student during periods of regular 

appropriate for the proposed use. vacation established by the institution. Ef you do not continue as a 
Full-time Student immediately following the period of vacation, the 

Subject to revlew and approvai by any institutional review board 
Full-time Student designation d end as described above. 

for the proposed use. 7f2 
,Y 6 

&2,z 
To co~tfintte madif's, go to right t-ohttn~ otr this page, T o  c~~~f in f t / e  rcaditg, go to l$f column on t?extp%e. a P d  
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Home Health -- a program or organizatiorl authortzed by 
hw to provide health care senrlccs in the home. 

f f # ~ ~ f % 3 /  - an institution, operated as required by law, that 1s both of 
the following: 

* Is primarily engaged m providing health senices, on an inpatient 
basis, for the acute care 'md treatment of injured or sick 
individuals. Care is provided through medical, diagnostic and 
surgical faciliues, by or under the supervision of a staff of 
Physicians. 

Has 24 how nursing services. 

A Hospital is not primarily a place for rest, Custodiaf Care or care of 
the aged and is not a nursing home, convalescent home or s i d a r  
institution. 

Initial Enrollment Period- the initial period of time, as 
determined by the Plan r%dministrator, during which Eligible 
Persons may enroll themselves and their Dependents under the Plan. -- bod+ damage other than Sickness, including a11 related 
conditions and recurrent symptoms. 

fnoatienr Rehabilitation Fscility- a Hospital (or a special unit of 
a Hospital that is designated as an Inpatient Rehabilitation Facility) 
that provides rehabilitation health services @h).sical therapy, 
occupational therapy and for speech therapy) on an inpatient basis, 
as authorized by Iaw. 

fnnarr'ent Srgr- an uninterrupted confinement, followtng formal 
admission to a Hospital, Skilled Nursing I'aciIity or lnpauent 
lcehabilitation Facility. 

T o  cutrfi~iz~e reczdittg, go to right cor'lt1111 or1 this page. 

&&g,-~munl PIan Benefit- the masimrun amount that we will pay 
for Benefits during the enwe period of time that you are enrolled 
under the Plan, or any other Plan of the Plan Sponsor. '$[%en the 
Maximum Plan Benefit applies, ~t is described in (Secbion I : \%at's 
Covered--Ben& ts). 

&fedica= - Parts A, 3, and C of the insurance program established 
by Tide XTVIII, United States Social Security Act, as amended by 
42 U.S.C. Sections 1394, et seq. and as later amended. 

tal Heaith $emice$: - Covered Health Services for the 
diagnosis and treatment of rvlental Illnesses. The fact that a 
condition is listed in tile ctirrent Diagnostic and Statistical Nlnual of 
the American Psychiatric Association does not mean that treatment 
for the condition is a Covered Health Senrice. 

ral Heafth/Sub-ce Abuse D e s a  - the organization or 
individual, designated by us, that provides or arranges Mental Health 
Services and Substance Abuse Services for which Benefits are 
availabfe under the Plan. 

jkiental fllnes~ - those mental health or psychiatric diagnostic 
categories that are listed in the current Diagnostic and Statistical 
&:fanual of the American Psychiatric Association, unless those 
services are specifitally exduded under the Ph. 

,Wetwo&- when used to describe a provider of' health care services, 
this means a provider that has a partiupation agreement in effect 
with the Claims Administrator or an afhIiace (directly or through one 
or more other organizations) to provide Covered Health Services to 
Covered Persons. 

rZ provider may enter into an agreement to provide only certan 
Covered Health Services, but not aU Covered Health Services, or to 
be a Network provider for only some of our products. In this case, 

- - - -  - - - - - -  
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the prov~der wvilI  be a Ketwork provider for the Health Senices and 
products included m the participation agreement, and a non- 
Network provider for other Health Sewices and products. The 
participation status of providers x d 1  change from time to time. 

NehvorkBenefitg - Renefits for Corered Health Senices that are 
provided by a Nehvork Physicran or other Network provider. 

Nan-Memrork Bme& - Benefits for Covered Health Services that 
are provided by a non-Nehvork Physician or other non-Network 
pro\-ider. 

G ~ e n  EnroJJmenf 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 
wi11 determine the period of time that IS the Open Enrollment 
Period. 

Our-of-Pockec - the maximum amount you pay out-of- 
pocket every calendar year after the Annual Deductible is met. If you 
use both Nehvork Benefits and Non-Network Benefits, hvo separate 
Out-of-Pocket Maxiinurns apply. Depending on the geographic area 
and the sen4ce you receive, you may have access to non-Network 
providers who have agreed to discount tllelr charges for Covered 
ff ealth Senices. If you receive Covered Health Services from these 
providers, yout Coinsurance for Non-Network Benefits will remain 
the same, however the total amount that you owe may be less than if 
sou received senkes from other non-Nehvork providers because 
the EJigible Expenses may be a ksset amount. 

Once you reach the Out-of-Pocket &faximum, Benefits for those 
Covered Health Services that apply to the Out-of-Pocket Maximum 
are papble 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. 

Copafments for Covered Health Services available by an 
optional Rider. 

Any Copayments for Covered Health Services in (Section 1: 
IY'hat's Covered--Benefits) that do not apply to the Out-of- 
Pocket hfaximum. 

a The amount of any reduced Benefits if you don't noti@ Care 
Coordmations" as described in (Section I: \Yrhatls Covered-- 
Benefits) under the il411~i You N o f ~  Care ~oordiiariotf~~'? columx. 

Charges that exceed Eligible Expenses. 

Any amounts applied towards meeang your Annual Deductible. 

Even when the Out-of-Pocket Maximum has been reached, the 
following xvill not be paid at 100%: 

Any charges for non-Covered Health SenGces. 

The amount of any reduced Benefits if you don't notify Care 
~oordination'~' as described in (Section 1: Q'l~at's Covered-- 
Benefits) under the ~ ~ I I I J ~  YOI~ Not$ C m  Coordi~atiotJ'M? column. 

Charges that exceed Eligible Expenses. 

. . 
r t ~ c w -  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. 

pbri'siciaq - any Doctor of Medicine, "M.D.", or Doctor of 
Osteopathy, "D.O.", who is properly licensed and qualified by law. 

To col~timie nadigg, go to fejt cofutf~~ or? r~cxtpage, 
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Please Note: Any podiatr~st, denust, psychologist, chrropractor, 
optometrist, or other provider u~ho acts ~vitkin the scope of his or 
her license will bc considered on the satlie basis as a Physician. Tile 
fact that ;ve describe a pro\-ider as a Phpician does not mean that 
Benefits for sen4ces from that provider are available to you under 
the Plan. 

- United 1 IealthCare High PPO Plan for Ciergy Corp. Health 
Benefit Pian. 

P -Ads the Cinergy Corp. or its designee as that 
term is defined under ERISrt. 

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

-- includes all of the following: 

e Prenatal care. 

Postnatd care. 

* Childbirth. 

Any complications associated with Prebmancy. 

- 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 Retitee. 

=r- any attached written description of additional Covered 
I-Iealth Services not described in this SPD. Riders are subject to aU 
cort&tiom, limitauons and exclusions of the Plan except for those 
that are specifically amended in the Rider. 

Semi-~rivare Ruarq - a room with hvo or more beds. !.%en an 
Inpatient Stay in a Semi-prirate Room is a Covered Hcalth Service, 
the difference in cost between a Semiprivate 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. 

$ichess - 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 tile hlcntal Illness or 
substance abuse. 

Skilled Nurstn7~ Facility- a Hospital or nursing facility that is 
licensed and operated as requited by law. 

Sninal Tream~enl- detection or couection (by manual or 
mechanical mans) of subluxation(s) in the body to remove nerve 
mcerference or its effects. The interference must be the result of, or 
reia ted to, distortion, rnisalignsnent or subluxation of, or in, the 
vertebral column. 

$ubstzmce Abuse Semikeg - Covered I-fealth Senices for the 
diagnosis and treatment of alcoholism and substance abuse disorders 
that are fisted in the current Diagnostic and Statistical Manual of the 
American Ps~cchiatric 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 Healdl Service. 

Urnoven SemMces - sen.ices 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. 

\Veltconducted randomized controlled aids. flwo or more 
treatmenrs are compared to each other, and the patient is not 
allowed to choose which treatment is received.) 
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\YelI-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 idenncal 
to the study treatment group.) 

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

If you have a life-rhreatenulg Sickness or condition (one that is likely 
to cause death within one year of the request for treatment) wve and 
the Claims Administrator may, in our discretion, determine that an 
Unproven Sen-ice meets the definition of a Covered Health Sen-ice 
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 senrice uses a 
specific research protocol that meets standards equivalent to those 
defined by the National Institutes of Heald~. 

Ur.ent Cate 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. 

0 
7i 8 

To co/z i i r r f~e  read&, g~ ir, nghi L'O~I~III ;  ot; ih3page. To c o t r t i t ~ t ~ c  r e a ~ i i t g ,  go t o  /@ wlx41t111 o n  r/exf page. 9% 2 $ F P  
h) 

U~uted HedchC:xe High PPO 131an for Cmergy Corp. - 01/01/04 3 0 0  
79 

wg'g 
(Secuon 10: Glossary of Dehed Terms) g - o &.&9 

3 Li 2 



Case No. 2006-001 72 
Ky I'SC-DK-01-023 

Page 179 of 475 



Attachment 

Women's Health and Cancer Rights Act 
of 1998 
As required by the IFomcn's Health and Cancer Rights Act of 1998, 
we provide Benefits under the Plan for mastectomy, including 
reconstrr~ction and surgery to achieve symmetry behveen the breasts, 
prostheses, and complications resulting from a mastectomy 
ficluding 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 Benetits for any Hospital fength 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 generalfy does 
not prohib~t the mother's or newborn's attending provider, after 
consulting with the mother, from discharghg the mother or her 
newborn earlier than 48 hours (or 96 hours as applicable). In any 
case, Plans and issuers m a y  not, under Federal law, require than a 
provider obtain authorization from the Phn 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 art also provided for the following Covered Health 
Services, as you detenme appropriate with yotw attending 
Physician: 

hli stages of reconstruction of the breast on which the 
mastectomy urzs performed; 

m Surgery and reconstruction of the odler breast to produce a 
s~rinmetrical appearance; and 

Prostheses and treatment of physical complic~tions of the 
mastectomy, including fyrnphedema. 

The amount you must pay for such Covered Health Services 
(including Copaymcnts and any Annual Deductible) are the same as 
are requrred for any other Covered Wealth Senice. Limitations on 
Benefits are the sarne as for any other Covered Health Senice. n 

rc ?? 
6 
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Attachment 

Summary Plan Description 

Name of Plan: Cinergy COT. Health BE Welfare Benefits Plan, as it . 
relates to the United HealthCare High PPO Plan for Cinerg Corp; 
Group Number 239203 

Name, Address and Telephone Numbet 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 entiaes 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 hedth plan benefits to Employees, Retirees and their 
Dependents 

Name, Business address, and Business Telephone Numbet of 
Man Administrator: 

Cinerg Corp. 
139 East Fourth Street 
Cincinnati, OH 45202 
(5 13) 287-3333 

Claims Administrator: The following en09 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 admhstrative 
services including arrangement of access to a Network Provider; 
claims processing services, including coordination of Benefits and 
subrogation; utilization management and cornplaitlt 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. 0 
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Person designated as agent for setvice 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 

So~zrce of contributions under the Plan: 'lhere are no termination), whether prospective or retroactive, to the Plan. The 
contributions to the Plan. All Benefits under the Plan are paid £rom Amendment or resolution is effective only when approved by the 

the genera1 assets of the Plan Sponsor. Any required Participant body or person to urhorn such authority is formally granted by the 

contributions are used to partrally reimburse the Plan Sponsor for terms of the Plan. No person or entity has any authority to make any 

Benefits under the Plan. oral changes or Amendments to the Plan. 

Method of calculating the amount of contribution: Participant- Benefits under the Plan are furnished in accordance with the Plan 

requlreci contributions to the Plan Sponsor are the Participant's Description issued by the PIan Sponsor, including this Summary 

share of costs as detemhed by Plan Sponsor. From time to time, Plan Description. 

the Plan Sponsor wilt determine the r4uired Participant 
contril>utions for rcimbutsement to the Plan Sponsor and distribute 
a scheduie 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 tweIve month period ending 
Ilccember 31. 

Determinations of Qualified Medical Child Support Orders. 

The Plan's procedures for handkng qualified medical chdd support 
orders are available \vitho~tt charge upon request to the Plan 
ildministrator. 

13articipant's rights under the Employee Retirement Income Security 
Act of 1974 PRISA) 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 Surnmq 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 
I974 (ERISA). ERISA provides that all Plan participants shall be 
entitled to: 

Although the Platt Sponsor currently intends to continue the Receive Information About Your Plan and Benefits 
Benefits provided bv this Plan, the Plan Sponsor resenTes the right, 
at any time and for any reason or no reason at all, to change, amend, Examine, without charge, at the Plan Administrator's office and at 
interpret, modify, withdraw or add Benefits or terminate this Plan or other specified locaiions, such as worksites and union halls, all 
th~s  Sumnary Plan Description, in xvhole or in part and in its sole documents governing the Plan, including insurance contracts and 
discretion, v,lthout prior notice to or approval by Plan participants collecti~~e bargaining agreements, and a copy of the latest annual 
and their beneficiaries. Any change or Amendment to or termination report (Form 5500 Series) filed by the Plan with the U.S. 

T o  cu~~Littrte ~pa(ii?g go to right co j r t~ t~  on thispnge, To contitltie rradig, go to lft cafrinrn on next page. 
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Department of Labor and available at tile Public Disclosure Room coverage. you should know that, currently, the Plan docs not 
of tile Pension and Welfare Benefit Admtnistration. impose any pre-existing condition lirwtations or exclusions. 

Obtain, upon xvnrten request to the Plan Administrator, copies of 
doctlments governing the operation of the Plan, including insurance 
contmcts and collective bargaining agreements, and copies of the 
latest an~lual report (Form 5500 Series) and updated Sunxinary Plan 
Description. a t e  Plan hdrrunistrator may make a reasonable charge 
for the copies. 

Keccive a summary of 'the Plan's atlnual financial report. The Plan 
Adrnirxistrator is required by law to furnish each participant mth a 
copy of the summary annuil report. 

Continue Grotip Health Plan Coverage 

Con~nue health care coverage for yourself, spouse or Dependents if 
there is a loss of coverage under the Plan as a result of a quali6ing 
event. You or your Dependents may hase to pay for such coverage. 
Revic~v this Summary Plan Description and the documents 
governing the Plan on the rules governmg your COBRA 
con tinuation coverage rig11ts. 

Reduction or elimination of exctusionary 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 coxyerage, free of charge, frotn the Plan, as 
well as any other group heaIth plan or health insurance issuer when 
you become en~tlect to elect C O B M  continuation coverage. when 
your C0RR.A continuation coverage ceases, if yort request it before 
los~ng coi-erage, or if you request it up to 24 months after losing 
coverage. 'S'ithout ex-idence of creditable coverage, you may be 
subject to a preexisting condition exclusion for 12 months (18 
months for late enrollees) after your enrohent  date in your 

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 tile 
Pian. 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 benefiuaries. No one, including your 
employer, your union, or any other person may frre you or otherwise 
discriminate against you in any way to prevent you from obtaining a 
welfare benefit or exercising your rights under ERISA. 

Enforce Yout Rights 

If your claim for a welfare benefit is denied or ignored, m 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 mstance, 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 courr may require the Pl'm 
Admitlistrator 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 ivlxich 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 s~l tus  of a domestic relations order or a medicd 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 rmsuse 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 file suit m a Federal court. 
T t ~ e  court will declde who shor~ld pay court costs and legal fees. If 
you are successful dze court may order the person you hare 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 frivoIous, 

Assistance with Your Questions 

If you have any questions about your Plan, you should contact the 
Plan Administrator. Lf you hai-e any questions about this statement 
or about your rights under ERISA, or if you need assistance in 
ohtauring documents from the Plan Administrator, you should 
contact the nearest office of the Pension and IT'elfare Benefits 
Administration, United States Department of Labor listed in your 
telephone directory or the Diiision of Technical Assistance and 
Inquiries, Pension and Welfare Benefits Adnunistration, G.S. 
Department of JAor ,  200 Consdtufion Awnue, N.W., Washington, 
D.C. 20210. You may also obtain certain publications about your 
rights and responsibilities under ERTSA by calling the publication 
hotline of t l ~ t  Pensiorl and CVelfare Benefits Administration. 

< 1 
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Information about Defined Terms 
Introduction Because this SPD is a legal document, we want to give YOU 

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

How to Use this Document . 
We encourage you to read your SPD and any attached Riders and/or 
14mendments carefulif. 

We especially encourage you to rariewv the Benefit timitation of this 
SPD bv reading (Section 1: \.%at's Covered--Benefits) and (Section 
2: iX%;t1s 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 Cfaims 
Administrator if jmu have questions about the limits of the coverage 
available to you. 

Man); of the sections of the SPD are related to other sections of the 
document. You may not have all of the informanon 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 knoxving or co~mnurucating your 
Benefits. 

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. 

\men we use the words "we," "us," and "our" in this documedt, we 
are referting to the Plan Sponsor. When we use the words "youii and 

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 an? part of this cost you may be responsible for paying. 

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

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

Care CoordinationSM/~otifrcation: As shoum on your ID card. 

Mental HealthlSubstance Abuse Services Designee: As shown 
on your ID card. 

z 5 g  To confiftdle rca~Iing, go to nghf coh41n~ on tiiispage. To cotifintte rcaditg, g3 da h j  coft~~rr'fn on nextpage. 
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Nehvork Benefits apply, see (Section 3: Description of Network and 

Section 1: Non-Network Benefits). 

Benefits are available only if afl of the fullo\ving are true: 

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

r Copaymcnts and Eligible Expenses. 

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

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

Covered Heaft11 Sen-ices that requite you to 
notify Care ~oordlnation~" before you receive 

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

You must show your identificauon card (ID card) every time you 
request health care services from a Network provider. If you do not 
show your ID card, Nenvork 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 indi~ldual termination conditions listed in (Section 8: 
W%en Coverage Ends) occurs. 

The person ~ 7 1 1 0  receives Covered Health Senices is a Covered 
Person and meets all eligibility requirements specified in the 
Plan. 

Copayrnent 
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 Defmed Terms). Copayment amounts 
are listed on the following pages next to the description for each 
Covered Health Senice. Please note that when Copayments afe 
calculated as a percentage (rather than as a set dollar amount) the 
percentage is based on Eligibfc Expenses. 

Eligible Expenses 
E k b l e  Expenses are the amount that we sill pay for Benefits as 
determined by us or by our designee once you have met your Annual 
Deductible. In almost aB cases our designee is the Claims 
Administrator. For a complete definition of Eligible Expenses that 
describes how payment is determined, see (Section 10: G l a s s q  of 
Defined Terns). 

\Ye have delegated to the Claims Administrator the discretion and 
Q authority to initially determine on our behalf whether a treatment or 3 a 

aa 
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supply is a Covered Health Service at~d how the Eligible Expense 
w i l l  be determined and othenvise covered under the Plan. 

For Nehvork Benefits, you are not responsible for any difference 
between the Eligible Expenses and the amount the provider bas, 
unless you agreed to reimburse the provider for such services. For 
non-Neisvork Benefits, except for fees that are negotiated by a non- 
Network provider and either the Claims Administrator or onc of its 
vendors, affiliates or subcontractors, you are responsible for paying, 
directly to the non-Network provider, any difference between the 
amount the proxlcier bills you and the amount we d l  pay for 
Eligible Expenses. 

Notification Requirements 
Prior notification is required before you receise certain Covered 
Ilealth Sen-ices. You are responsible for nodFj4ng Cate 
~oordina~on"%befoore you receive these Covered Health Services. 

For hiental Hcalth/Substance Abuse Services you are responsible 
for notifjlng the Mental Nealth/Substance Abuse Designee. 

Services for ~&ch you must provide prior notification appear in this 
section under the &ffilst Yofr Not@ Cm Coor&~uftia~r'-'~? column in the 
table labeled Bezfej2it It@n~~uflit~. Some of tlle senices requiring 
notifica~on include: 

Accidental Dental Senices. 

Durable Rfedicat Equipment over $1,000. 

Home Health Care. 

Hospice Care. 

' I-lospital Confinements. 

Marernity Cate that exceeds 48 hours for normal delivery and 96 
hours for Caesarian birth. 

To contime readitg, go to ngbf colurtrtz on this page. 

Inpatient Mental Health and Substance Abuse Services. 

Reconstructive Procedures. 

Skilled Nursing/Inpatient Rehabilitation Faciliiy Confinement. 

Transplant Senices. 

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

To noti$ Care Coordinations' or the Mend  HealthlSubstance 
Abuse Designee, call the telephone number on your ID card for 
Claims Administration. 

We urge you to confirm with Care ~oordinat ion~~'  that tile services 
you plan to receive are Covered Health Senkes, even if not 
indicated in the Mtixf Yofl Noti& Cm ~oor&nafiotf"? column. That's 
because in some instances, certain procedures may not meet the 
definition of a Covered Health Service and therefore are exduded. 
In other instances, the same procedure may meet the definition of 
Cos.ered Health Services. By c a k g  before you receive treatment, 
you can check to see if the senice 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 Senice); vein 
stripping, ligation and sclerotherapy, and upper lid 
blepharoplasty. 

The ExpetimentaI or Investigational Senkes or Unproven 
Sen4ces e'xclusion. 

Any other limitation or exclusion of the Plan. 

To contime tradi~g, go to I@ calm on nextpage. 
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Special N o  re Regarding Medicare 
If you are enrotled for Medicare on a primary basis Pfeclicare pays 
before we pay Benefits under the Plan), the notification 
requrtements 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 notifjr Care ~oordination~" before receiving Covered 
I-Iealth Services 'ivhen Medicare is the primary payer. 
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Payment Information 
Pavment Term Descri~tion Amounts 

hriual The amount you pay for Covered Network 
Iiealth Sersices before you are eligible $500 pcr Covered Person per caiend;~ year, not to exceed $1,000 for all 
to receive Benefits. For a complete Covered Persons in a family. 

'definition of A~mual Deductible, see 
(Section 10: Glossary of Defined 
Terms). 

Covered Expenses charged by both 
Nehvork and non-network Providers Nun-Network 

apply towards both the Network $1,000 per Covered Person per calendar year, not to exceed $2,000 for al l  

Individual and F a d y  Deductibles and Covered Persons in a family. 

the non-network Individual and 
12amily Deductibles. 

C0payment The charge you are required to pay for Network and Non-Nerwork 
certain Covered Health Services. A See each Benefit in Section I: What's Coveted - - Benefits for further 
Copayment may be either a set dollat information. 
amount or a percentage of Eligible 
Expenses. 

Out-of- The tnaximurn 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 definition Covered Persons in a family. 

Maximum of Out-of-Pocket hhxirnu~n, see The Out-of-Pocket kf&um does include the Annual Deductible. 
(Section 10: Glossar). of Defined 
Terms). 

Covered Expenses charged by both 
Nun-Nehvork C) Network and non-network Providers 

$3,000 per Covered Person per calendar ye=, not to exceed $6,000 for all x f% 
-;I% * 
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Payment Tern Descdption 
apply towards both the Network 
Individual and Family Out-of-Pocket 
&Ia,.rimiims and the non-network 
Individual Family Out-of-Pocket 
Maximums. 

Amaunts 
Covered Persons in a family. 

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

Maximum The maximum amount we w i ~  pay for 
Benefits during the entire period of 'lan Benefit time you ase enroiled under the Plan. 
For a complete definition OX Maximum 
Plan Benefit, see (Section 10: Glossary 
of Defined Terms). 

Nemwk andNon-Network 
$2,000,000 per Covered Person. 

$ 6 8  
- ? 8  
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Benefit Information 

Description of 
Covered Health Sehice 

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

No* Care % Copajmnlts arc Help Meet Deducrible? 
~ o a r d i i a t i o n ~ ~  O" a P~~~~~~ out-if-pocket 

'3 Eligible hpmses Maximum? 

1, Acupuncture S e ~ c e s  Network 
Acupuncture services for pair] therapy wvhen both of the following No $20 per tisit 

are true: 

Another method of pain management has failed. Non-Network 

o 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 

r Post-operative nausea, or 

Nausea of early Pfegnancy. 

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

40% ' Yes Yes 

2. Ambulance Services - Emergency ody Network 

Emergency ambulance transportation by a licensed ambulance No Groutid Yes Yes 
senrice to the nearest Hospital where Emergency I-Iealth Senices Tranrporiafi~tz: 

can be performed. 20% 

Air Trattspon'atiot~; 

;z;tjgN 
, 
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Description of Must Your Copayment Does Do You Need 
Covered Health Service You Amount Copayment to Meet Annual 

~ ~ + j f j r  Care ole Copayrncntg we Help Meet Deductible? 
COOIdinationSN b""d0" " percut' Out-of-pocket 

EwbIe Expenscts 
? Maximum? 

Non-Nemork 
No Same as Same as Same as 

N ehvork Network Network 

3. Ambulance Services - Non-Emergency Nemork 

Transportation by professional ambulance, other than air N o  Groar~d Yes Yes 

ambulance, to and from a medical facility. Trar~@orlatiort: 
20% 

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

Air Tr~n@on'atiotz: 
20% 

Xote: Except in life threatening circumstances, notification for A& 
Ambulance transport is required Non-Network 

No 20% Yes Yes 

4. Christian Science Practitioner 
Covered Health Senices rendered when: 

Network 
Not Not Not Not 

Covered Covered Covered Covered 

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

e The Christian Science Nurse or Practitioner is listed in the C, 
Non-Network F 

Christian Sdence f ournaf at the time the charge is made. Y Q  
No 40% Yes Yes . 2 $ 2  

% n o  
: N$JU 

: 8.p 
: q 2 g  
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Description of 
Covered Health Service 

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

Notifv Care S'o Copa)mcats afi: Help Meet Deductible? 
Cootdi&tion~~ based On a percent ~ u t - ~ f - ~ o c k e t  

3 Eligible t'kpenses Maximum? 

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

Treatment is neccssar). because of accidental damage. 

* Dental scn-ices are received from a Doctor of Dental Surgery, 
"D.D.S." or Doctor of Medical Dentistry, "D.M.D." 

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

Network 
Yes O$ce I&#: 

$20 Yes 

Alienufe Scftitrg: 
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 40% Yes 

Yes 

Yes 

Yes 

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 of the follo~i4ng: 

* Started within three months of the accident. 

Completed witkin 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 I? 
considered an "accidcnt". Benefits are not available for repairs to 7; e: 

V ", 

EPgz 
% 3 P  
gcig 
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Description of 
Covered Healti1 Service 

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

Notifv Care ?/o Copayrilents are Help Meet Deductible? 

teeth dlat are injured as a result of such activities. 

Notify Care ~oordinat ion~~ 
Please remember that you should notify Care Coordinationsi as 
soon as possible, but at least five business days before follo~v-up 
(post-Emergency) treatment begins. (You do not have to provide 
notification before the initial Emergency treatment.) \ . e n  you 
provide notification, Care ~ o o r d i n a t i o n ~ ~  can verify that the senice 
is a Covered Health Service. 

6. Diagnostic and Therapeutic Services NC t~vork 
Covertd Health Services received on an outpatient basis including: No 20% Yes Yes 

* Lab and radiology /X-ray. 

h.lammctgrapl~y testing. 

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

A standard test (such as a Mammogram, PS-4 or Pap Smear) 
associated \a<& an annual preventative screening will be covered at 
100Yo. If additiond Callow-up testing is required, the standwd Non-Network 
Copayment \\iII apply. No Yes Yes 

Wrhen these senices are performed in a Physician's office, Benefits 
are described under PLysitiads Ofice Jenice~ below. 

0 x d 
T,Z0 
& 6" 
n P o  
NGI= 
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Description of 
Covered Health Service 

Must Your Copayment Does Do You Need 
You Arnoi.int Copayment to Meet Annual 

Notih. Care 5'0 Cnipatmenrs atc Help Meet Deductible? 
Coordiiation~hf hsCdon 3 percent of ~ ~ ~ - ~ f - ~ ~ ~ k ~ ~  

3 
Eligible Expenses Maximum? 

7. Durable Medical Equipment 
Durable hiedicd Equiptnent that meets each of the following 
criteria: 

* Ordered or provided by a Physician for outpatient use. 

Used for medical purposes. 

Not consumable or disposable. 

Not of use to a person in the absence of a disease or disabiiiq. 

Network 
Yes, for items 20% 

more than 
$1,000. 

Non-Network 
Yes, for items 

more than 
$1,000. 

Yes  Yes 

Yes Yes 

TE~nore 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 I-lospital-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. 

h4echanical equipment necessary for the treatment of chronic or 
acute respira toG failure or conditions. B x m  

.. .- ; $$bg 
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Description of 
Covered Health Service 

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

Notifv Care % Copajments .arc Help Meet Deductible? 

e Diabetic pumps. 

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

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

Care Coordinations" \\.ill decide if the equipment should be 
purchased or rented. You must purchase or rent the Durable 
hledical Equipment from the vendor Care coordinationsM identifies. 

Noti@ Care ~oordination'~ 
Please ren~en~ber that you must notie Care coordinationSM before 
obtaining any single item oEDurable hledical Equipment that costs 
more than $1,000 (either purchase price or cumulative rental of a 
single item). If you don't notie Care ~oordination~", Benefits for 
Durable hledicd Equipment \dl be subject to a $300 penalty. 

8. Emergency Health Services Network 
Services that are required to stabilize or initiate treatment in an Yes, but onl~7 $75 per visit No No 

Emergency. Emergency Health Services rnus t be received on an for an Inpatient 

outpatient basis at a Hospital or Aftemate Facility. Stay. 

You xvi l l  find more information about BeneGts for Emergency 
Health Seneces in (Section 3: Description of Network and Non- Non-Network 

Network Benefits). Yes, but only Same as 
for an Inpatient Network 

'rile $75 Emergency Health Senlces Copayment is waived if the Stay. 
Covered Person is admitted to a Hospital. Additionally, no Benefits 

Same as 
Network 

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

Must Your Copayrnent Does Do You Need 
You Amount . Capayment to Meet Annual 

Notifk Care ?+ Cnpayrncms m Help Meet Deductible? 

Eiig~ble Expenses 
? Maximum? 

are provided if the service is deemed to be non-Emergency in 
nature. 

Notify Care ~oordinatian~" 
To ensure prompt and accurate payment of your claim as a Network 
Benefit, notify Care ~oordination~" within two business days or as 
SOOII as possible after you receive outpatient Emergency Health . 
Services at a non-Network I-Iosprtal or Alternate Facility. 

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

If you don't notifir Care ~oordination"; Benefits for the Hospital 
Inpatient Stly udl be subject to a $300 penalty. Benefits w i f l  not be 
reduced for the outpatient Emergency Health S e ~ c e s .  

9. Home Health Care N C ~ W O ~ ~  

Sen-ices received from a Home Health Agency &at are both of the Yes 20% Yes Yes 
Eolfo.iving: 

Ordered by a Physician. 

Provided by or supervised by a registered nurse itl your horne. 

Benefits are available only when the Home H d t h  Agency services Non-Network 
are provided on a part-time, intermittent schedule and when skilled Yes 
home heatth care is required. 

Yes Yes 

United Healthcare S I e b  PPO Plan for Cinergy Corp. - 01 /01/04 
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Description of 
Covered Wealth Service 

Must Yotu Copayment Docs Do You Need 
You Amount Copayment to Meet Annual 

Not* Care % Capa~mcnts an. Help Meet Deductible? 
~ ~ ~ ~ d i i ~ ~ i ~ ~ ~ ~  bsd on 2 Percent of ~ ~ ~ - i f - ~ ~ ~ k ~ ~  

Ktigible Iixpenses 
? Maximum? 

Skilled I-tome health care is skilled nursing, skilled teaching, and 
skilled rehabilitauon senices when all of the following are true: 

* f t 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. 

1.t is ordered by a Physician. 

I! It is not deiivered for the purpose of assisting with acuvi~es of 
daily living, inctuding but not limited to dressing, feeding, 
bathing or trar~sferring from a bed to a chair. 

e It requires cfirlical training in order to be delivered safely and 
effectively. 

e It is not Custodial Care. 

Care ~oordination~" will decide if skifled home health care is 
required by reviewing both the skilled nature of the service and the 
need fot Physician-directed medical management. rZ service witI not 
be determined to be "skilled" simpfy because there is not an available 
caregiver. 

Any combination of Network and Non-Network Benefits is limited 
to 40 visits per caiendar pear. One iisit equals four hours of skilled 
care services. 

Notify Care CoordinationSM 
Please rcmernber that you should notifjr Care ~oordination~" five 
business days before receiving services. If you don't notify Care 
~oordination~'~, Benefits will be subject to a 5300 penalty. 

United HealthCare hfedium PPCI Plan for Cinergy Corp. - 01 /01/04 
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Description of 
Covered Health Service 

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

Notifv Case % Cupaymmts are H e l ~  Meet Deductible? 
~ ~ ~ ~ d i & t i ~ ~ S % f  basedcon 2 PCint of aut-if-~ocke 

7 Eligible lixpenses Maxim~zm? 

10. Hospice Care ~ e m r ~ f k  
I-iosplce care that is recomtnended by a Physician. I-Iospice care 1s an Yes 20% Yes 

irltegrated program that provides conlfort and support senices for 
the terminally ill. f Iospice care includes physical, psychofogical, 
soclal and spiritual care for the terminally ill person, and short-term 
grief counseling for iznmediat,e family members. Benefits are 
available when hospice care is received from 3 licerlsed hospice 
agency. 

Yes 

Notif$ Care ~oordinat ion '~  
Please remember &at you must notify Care ~oordination~" five Non-Nemork 

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

~oordination"', Benefits wit1 be subject to a 5300 penalty. 

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

6 Services and supplies received during the Inpatient Stay. 

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

Notify Care ~ootdinat ion~" 
Please remember that you must notify Care ~oordination~" as Non-Network 

follo~~~s: Yes 40% 

Yes 

Yes 

Yes 

Yes 

* For eiectire admiss~ons: five business days before admissron. 

For non-e1ecu.c-e admissions: ~ v ~ t l ~ i n  one business dav or the r 

same day of adtnission. 

g 5 g 
4&7.  
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Description of 
Coveted Health Senice 

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

Notifv Care 9/0 Copaymmts arc Help Meet Deductible? 

0 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 ~oor&nation'~', Benefits ~~111 be subject to a 
$300 penalty. 

12. Infertility Services Network 
Covered I-ledth Sewices 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-Netrvork 
No 40% Yes Yes 

13. Injections received in a Physician's Network 

Office No O@cc Vi.i' 
520 per visit No 

Benefits are aidable for injections received in a Physician's office 
when no otller health senice IS received, for example allergy I?-ectiorr Oft&: 
irnrnunotherqy. 20% Ires 

No 

Yes 

Nm-Network 
No 40?/0 per injection Yes Yes 

b & . %;-c 
& 0 - 
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Description of 
Covered Health Service 

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

Notifv Cate % Cupiyrnenn are Help Meet Deductible? 
c ~ ~ ~ ~ ~ ~ ~ & ~ s M  b;lsed On a pcrcmt o ~ ~ - & - P ~ ~ ~ ~ ~  

3 r:2igzble Expcnscs Maximum? 

14. Maternity Services Network 
~ ~ ~ ~ f i ~ ~  for p r e g n a n c y , ~  be paid at the same jevel as Benefits for yes if Inpatient Same as Physician's Office Services, Professional Fees, 

a.ny other condition, Sickness or Injtir);. This includes all maternity- Stay exceeds Hospital-Inpatient Stay, Outpatient Diagnostic and 
a 

related medical senices 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 
comgletcly voluntary and there is no extra cost for participatifig in 
the program. To sign up, you should noti4 Care ~oordination~'~ 
during the &st trimester, but no latet than one montll 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 iragind 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-NetWmk 

mother and/or he newborn c-& ear-er than dlese minimum f i e  Yes if Inpatient Same as P11ysician's Office Services, Professional Fees, 

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

Notify Cate ~oordinat ion~~  
Please remember that you must noti$ Care ~oordination~" as soon 
as reasonably possible if the Inpatient Stay for the mother and/or 
the newborn id be more than the time frames described. If you 
don't notify Care ~oordination'~' that the Inpatient Stay will be 
extended, your Benefits for the extended stay will be subject to a 
$300 penalty. 

z 2 
- Q Y - n  

5 $ $  
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Description of 
Coveted Health Service 

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

Notifv Care Copa)ments a: Help Meet Deductible? 
C o o r d ~ a t i o n ~ ~  bawd F6gible on a I ~ ~ M S C S  percat of out-&f-pocket 

? Maximum? 

15. Mental Health and Substance Abuse Netuwrk 
No 20% 

Services - Outpatient 
hlental Iiealth Services and Substance Abuse Senices received on an 
outpatient basis in a pro.riderls office or at an Alternate Facility, 
including: 

Mental health, substarlce abuse ~ n d  chetnical dependenq 
evaluations and assessment. 

Dilgnosis. 

Treatment planning. 

Referral services. 

Medication management. 

Short-term individual, family and group therapeutic services 
(incfubg mtensive outpatieilt dlerapy). 

Cfisis intervention. 

Psychological testing. 

Any combination of Network and Non-Network Benefits for 
Mental I-Iealdl Servjces and/or Substance Abuse Services is limited 
to 50 visits per calendar yeat. 

Yes Yes 
I 

Yes Yes 

' hl z u o  o w 0  
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Description of 
Co\.cred Health Service 

Must Your Copayment Does Do You Need 
You Amount Capayment to Meet h u a l  

Notifv Care % Copqments %re HeIp Meet Deductible? 

16. Mental Health and Substance Abuse ~ e c w o r k  
You must call 20% 

Services - Inpatient and Intermediate the Mental 
Mental Health Services and Substance Abuse Services received on an Heal&/ 
inpatient or intcrmediatc 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 receilV the 
to protect your physical health and well-being. Benefits. 

l l le  Mental E-IealthfSubstance Abuse Designee, wlio will autl~orize 
the services, \\+I1 determine the appropriate setting for the treatment. Nm-Network 

If an Inpatient Stay is required, it is covered on a Semi-private Room You must call 

basis. At t l~e &scretion of the Mental HealthjSubstance Abuse the Mental 

Designee, two sessions of intermediate care (such as partial Heal thf 

hospitafizatton) may be substituted for one inpatient day. Substance 
Abuse Designee 

Yes 

Yes 

Yes 

Yes 

Network Benefits for Mental Health Services and Substance Abuse to receive the 
Services must be provided by or under the direction of the Menial Benefits. 
HealthfSubstance Abuse Designee. For Network Benefits, referrals 
to a hlcntaI HealthlSubstance Abuse provider are at the sole 
discretion of the Mentd HealthlSubstance Abuse Designee, who is 
responsible for coordinating all of your care. Contact the Mental 
kfealth f Substance Abuse Designee regarding Benefits far 
inpatient/intermediate Mental f-iealth Services and Substance Abuse 
Sen-ices. 

Any combination of Xetwork and Non-Network Benefits for 
Mental Health Services and/or Substance Abuse Setvices is limited 
to 30 days per calendar year. r )  

x C 
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Description of 
Covered Health Service 

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

Notify Care % ~opayments arc Help Meet Deductible? 
Coordi&tionsM based on a percent of Out-of-Pocket 

Eligible Expenses 
? Maximum? 

Authorization Required 
Please remember that you milst call and get authorhation to receive 
these Benefits in advance of any treatment through the Mental 
I-Iealth/Substance Abuse Designee. The M e n d  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 Nehvork 
Covered Health Services provided by a registered dietician in an N o  20% 

indicidual session fur Covered Persons wit11 medical conditions &at 
require a special diet. Some examples of such medical conditions 
include: 

* Diabetes rnellitus. 

* Coronary artery disease. 

* Congestiie heart failure. 

Yes Yes 

Yes Yes 

* Setrere obstructive ainvay disease. 

* Gout. 

* Renal failure. 

PhenyIketonuria. 

0 Hypertipidemias. 

Benefits are Iirnited to three individual sessions duting a Covered 
Person's lifetime for each medical con&tio~~. 

v z z  5 
: Y 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 Help Meet Deductible? 

18. Outpatient Surgery 
Coveted Health Senrices received on an outpatient basis at a 
Hospital or Alternate Facility including surgery and related services. 

Benefits under ttus 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 Pmfesszot~(zf Feesfar S~~icnI'ntzcihIedicaiSen~ces beioxs. 

When these senrices are performed in a Physician's office, Benefits 
are described under Plysi~r'ur~S- Ofice S~nticPs below. 

Yes Yes 

Yes Yes 

19. Physician's Office Services Network 
Covered Ilealth Services received in a Physician's office including: N o  520 per visit No No 

Trea trnen t of a Sickness or Injury. 
* Preventil-e medical care. 
* Voluntary family planning. 

IYJeIl-baby and well-child care. 
0 Routine well woman examinations, including pap smears, pelvic 

examinations and inar~mograms. 
e Routitle well man examinations, including PSA examinations. 

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

* Immunizations. 

No Copayment 
applies when no 
Physician charge 

is assessed. 

United HcdthCare hleciiurn PPO Plan for Cinergy Corp. - 01/01 f04 
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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 % Ccipajmcnts ant Help Meet Deductible? 
~oordination~~ a perant Out-of-Pocket 

? Eligible Expensc.s Maximum? 

Netsirark Benefits for immunizations where there is no Physician Nan-Network 
charge assessed are 2046. N o  40% Yes Yes 

N o  Benefits for 
preventive cme. 

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

outpatient basis when pro~lded by a licensed nurse (RN., L.P.N., or 
L.V.N.). 

Benefits are limited to a masimurn of $5,000 per Covered Person Nm-Network 
per calendar year. No 40% Yes Yes 

21. Professional Fees for Surgical and ~ e t a r ~ r k  
N o  20% Yes Yes Medical Services 

Professional fees for surgical procedures and other medical care 
received in a Hospital, Skilied Nutsing Facility, Inpatlent 
Rehabilitation Facility or Alternate Facility. 

\Y%en these services are performed in a Physician's office, Benefits 
ate described under Physin'rrtt's O$i-e Semice~ above. Non-Network 

N o  40% Yes Yes 

United HealthCare hfedium PPO Plan for Citiergy 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 

~ ~ t j &  Cage % Cop~ym~nts are Help Meet Deductible? 
CoofdinationSM based On a percent of Out-of-pocket 

EGgible Expenses 
? Maximum? 

22. Prosthetic Devices Nec~vork 
Prosthetic devices that.replace a limb or body part including. No 20% Yes Yes 

Artificial limbs. 

Artificial eyes. 

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

If more than one prosthetic device can meet your functional needs, Nun-Network 
Benefits ate available only for the most cost-effective prosthetic No 40% 
decice. 

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 
prosidcd for the replacement of each type of prosthetic device ever)? 
five calendar years. 

Yes Yes 

23. Reconstructive Procedures same 2s Physician's office Services, Professional Fees, 
Reconstructive procedures - senices are considered reconstructive Yes Hospital-Inpatient Stay, Outpatient Diagnostic and 
procedures when a physical impairment exists and the primary Therapeutic Senrices, w d  Prosthetic Devices. 
purpose of the procedure is to improve or restore physiologic 
function for an organ or body part. By irnprva-ing 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 breadkg can be c 
impro~reci or restored. 7ig 

a% 
I F z  
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Eluted Healthcare hlediurn PPO Plan for Cinergy Corp. - 01/01/04 % = &  c 
24 a b -  

(Section 1: \.he's Covered--Benefits) ; 3 2 2 



Description of Must Your Copayment Does D o  You Need 
Covered Health Senice You Amount Copayment to &Get Annual 

Notify Care ~ / o  Copaymenrs ant Help Meet Deductible? 
Coor&nadofiS~4 h"d On a PeKCmt Of Out-of-pocket 

Ekgibtc Lkpenses 
? Maximum? 

Cosmetic Procedures - senrices are considered Cosmetic Procedures 
when they improve appearance \vithout making an organ or body Nun-Ncmork 

part work better. The fact that a person may suffer psychological I'es Same as Physician's Office Sen.ices, Professional Fees, 

consequences from the impairment does not cIassi6 surgery and Hospital-Inpatient Stay, Outpatient Diagnostic and 

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

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

Some senices are considered cosmetic it1 some circumstances and 
reconstructive in others. This means that there may be situations in 
wvhich the primary purpose of the service is to -ke a body part 
work better, wvllereas 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, ths procedure w d  
improve vision, \vl& on otlter occasions improvement in 
appearance is the prinlary 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 ac1tien.e symmetry. Other senices 
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 I-Ieabh Senlce. You can contact Care ~oordination~" at the 
telephone number on your ID card for more information about 
Benefits for mastectomy-related services. 

,. . - 
1 ' h l  ? a s  
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Description of 
Coveted Health Service 

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

Notify Care 9'0 Copa)m~nts are Help Meet Deductible? 
cootdi&tion~~ bas'd Bligibie On a Iiq>enstls perctnt of Out-of-pocket 

? Maximum? 

Please remember that you should noti$ Care ~oordination'~' five 
business days before receiving senices. When you provide 
notification, Care ~oordination"%an veri+ &at the senrice is a 
reconstnrctii-e procedure rather than a Cosmetic Procedure. 
Cosmetic Procedures are alwys excluded from coverage. 

24. Rehabilitation Services - Outpatient Nemrork 
N o  Oflice Vtsil: . Therapy $20 NO 

Shon-term oiltpacient rehabilitation services for: 
Aiknr~te Settitg: 

Physical therapy. 20'3/0 Yes 

* Occupational therapy. 

e Speech therapy. 

Pulmonary rehabilitation therapy. 

Cardiac rehabilitation therapy. 

Rehabilitation s e ~ c e s  must be performed by a licensed therapy Non-Netrvork 
provider, under the direction of a Physician. No 

Benefits are wit.ailable only for rehabilitation senices 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 Anomsly. 

Yes 

No 

Yes 

Yes 

Cmted Healthcare hlediurn 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 % Copajmcnts are Help Meet Deductible? 

Speech Therapy fcrr 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 
follox~kg conditions: 

* Infantile autism. 

Development delay or cerebral palsy. 

+ I-iearing 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, sentice or 
s~tpply for the treatment of a condition tvhich ceases to be 
therapeutic treatment and is instead administered to maintain a level 
of functioning or to prevent a medical problem from occurring or 
reocciltring. 

Any combination of Nehvork and Nun-Network Benefits is limited 
as follows: 

20 ilsits of physical therapy per calendar year. 

20 visits of occupational therapy per calendar year. 

20 visits of speech therapy per calendar year. 

.. , . 
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Description of Must Yout Copayment Does Do You Need 
Covered Health Service You Amount Copaqment to Meet Annual 

&ti@ Care % Copqrnents are Help Meet Deductible? 
Coordinations" hued On a Percmt o f  Out-of-pocket 

Eiigible ICxpmses 
? Maximum? 

ordered by a Physician, is primarity for the purpose of meeting 
personal needs of the Covered Person or maintaining a level of 
h~c t ion ,  as opposed to improving that function to an estent 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 

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

Notify Care ~oordination~" 
Please remember that you must notify Care ~oordinat ion~~'  as Non-Nehvofk 

follo~vs: Yes Yes Yes 

* For elective admissions: five business days before admission.. 

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

For Emergency admissrons: w i h  two business days or the 
sarne day of admission, or as soon as is reasonably possible, 

If you don't notiij Care ~oordination~", Benefits will be subject to a 
S300 penalty. 

: s;jz 
% $ 0  

: 8 0 2  
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Description of 
Covered Health Senice 

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

Notify Care 'ih Coparmcats nn. Help Meet Deductible? 

26. Spinal Treatment, Chiropractic and Network 
No 

Osteopathic Manipulative ~ h e r a ~ ~  
$20 

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

Renefits include diagnosis and related senices and are lunited ro one 
visit and treatment per day. Non-Nenvork 

No 
Please note that the Plan excludes any type of therapy, sen4ce or 
supply including, but not limited to spinal manipulations by a 
chiropractor or otller doctor for the treatment of a condition which 
ceases to be therapeuuc treatment and is instead administered to 
maintain a level of functiorling or to prevent a medical problem 
from occurring or reoccurring. 

Any combination of Nehvork and Notl-Network Benefits for Spinal 
Treatment is h i t e d  to 20 visits per calendar year. 

Yes Yes 

27. Temporomandibular Joint 
Dysfunction (TM J) 

~ u v e r e d ~ e a l t h  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 

Network 
No Oftice Visit: 

$20 No 

Afternate Setting: 
20% Yes 

l i 

Yes Y 7; & 
2 2 5  
B n. 
1 3  
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Description of 
Covered Health Senrice 

Must Your Copayment Does Do You Need 
You Amout~t Copayment to Meet Annual 

Noti@ Care % Cnpajments are Help Meet Deductible? 

diagnostic or surgical treatment required as a result of accident, 
trauma, congenial defect, developmental defece, or orpathofogy. 

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

if. combination of Network and Non-Network Benefits is l i i t e d  to Non-Network 
a maximum of$1,500 per Covered Person per lifetime for non- N o  40Y0 Yes Yes 

surgical services and supplies relating to 'I'rvfj. 

28. Transplantation Services ~ e t w o r k  
Covered I Iealth Services for the folloxU'~g organ and tissue Yes 20% Yes 

transplants when ordered by a Physician. For the highest level of 
Benefits, transplantation sen~ices 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 I-leattil Senwe, and is not an Experimental or 
Investigational Service or an Unproven Service. 

Yes 

Care ~oordination~." notification is required for all transplant 
services. 

'Ishe services described utlder Transportation and Lodging below 
are Covered FJealth SenGces ONLY in connection 16th a transplant 
received at a Designated Ur~~ted  Resource Nehvork Facility. 

Bone marrow transplants (either from you or from a compatible 
donor) and periplteral stem celt transplants, u+di or ivithout high c 
dose chemotherapy. Not ail bone marrow mnsplants meet the x E w a 2 g z  

6 p 0  
u g 

w 7  
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Description of 
Covered Health Service 

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

Notifj. Care ah ~ o p q m ~ n t s  anr Help Meet Deductible? 
Coordi&tionSM bawd on a percent of 

Iitigihle Fapcnses 
Out-of-Pocket 

? Maximum? 

definition of a Covmed Health Service. The search for bone 
matrow/stem cell from a donor who is not biologically related 
to the patient is a Covered I-Iealth Service only for a transplant 
received at a Desimated United Resource Xemork Facility. If a - 
separate charge is made for bone marrow/stem cell search, a 
Maximum Benefit of S25,000 is payable for all charges made in 
connection with the search. 

Fieart transplants. 

Heart/lung transplants. 

Lung transplants. 

e Kidney transplants. 

e Kidney/pancreas transplants. 

e I i ~ v r  transplants. 

Q Liver/small bowel transplants. 

e Pancreas transplants. 

* Small bowel transplants. 

Yes Yes 
Benefits lor cornea transplants that are prosided 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. tVe do not require 
that cornea transplants be perfmined at a Designated United 
Resource Netxvork Facility in order for you to receive the highest 
level sf Network Benefits. 

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

5 6 g 
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Description of 
Covered Health Service 

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

Notify Care % Copqmcnts ;uc Help Meet Deductible? 
~oordi&tion~f  On a percmt of out-of-pocket 

F&gible Uxp~nses  
? Maximum? 

diagnoses. 

Under the Plan there are specific guidelines regarding Benefits for 
transplant scnices. Contact Care ~oordination~" at tile telephone 
number on pour ID card for information about these guidelines. 

Transportation and Lodging 
Care ~oordination~~huill 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 ]>Ian as follo~vs: 

* 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 (wl-rile 
not confmed) and one companion. Benefits are paid at a per 
diem rate of up to S50 for one person or up to $100 for two 
people. 

* Travel and lodging e-upenses are only available if the transplant 
recipient resides more than 50 miles from the Designared United 
Resource Network Facility. 

If the patient is an Enrolled Dependent minor child, the 
transportation expenses of tivo companions xviU be covered and 
lodging and meal expenses udl be reimbursed up to the $100 per 
diem rate. c 

t 'h: 
* E a g  
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Deacriptian of 
Covered Health Service 

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

Notify Care % Copqmcnts are Help Meet DeductibIe? 
C~ordinationSM bmcd On a pcncnt Out-of-Pocket 

Eligible 
? Maximum? 

There is 3 combined overall lifetime maximum Benefit of $10,000 
per Covered Person for all transportation, lodgmg and meal 
expenses incurred by the transplant recipient and companion(s) and 
reimbursed under this Plan in connection with all transplant 
procedures. 

Notify Care ~ootdination~'' 
You must rxotify Care ~oordination~" as soon as the possibility of a 
transplant arises (and before the time a pre-transplantation 
e~laluation is performed at a transplant center). If you don't notify 
Care Coordinationshf, Benefits will be subject to a $300 penalty. 

29. Urgent Care Center Services Network 

Covered Health Services received a t  an Urgent Care Center. 'When No 20% Yes Yes 
services to treat urgent health care needs are prosided in a 
Physician's office, Benefits are a~ailable as described under Ph_ttsiM'an? 
Oji~-e Srnices earlier in this section. 

Non-Nemrork 
No 40% Yes Yes 

N & %  
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The semces, treatments, items or supplies listed in this section are 

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

What's Not Covered-- SPD. 

Exclusions A. Alternative Treatments 
1. Acupressure. 

2. Aroma therapy. 

A4edical sen4ces that are not covered. Ere call 
these Exclusions. It's important for you to know 

3. Hypnotism. 
4. Massage Therapy. 

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

Alternative Aledicine of the National Institutes of Health. 

B. Comfort or Convenience 
How We Use Headings in this Section 

I. Television. 
To help you find specific esclusions 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. Reauty/Barber senice. 
headings. -4 heading does not create, define, modie, h t  or expand 4. Guest senqce. 
an exclusion. All exclusions in this section apply to you. 5. Supplies, qwpment and sirmlar incidentaf services and supplies 

for personal comfort. Examples include: 

Plan Exclusions 
\Y'e wviyllf not pay Benefits for any of the services, treatments, items or 
supplies described in this section, even if either of the fol1owing is 
true: 

0 It is recommended or prescribed by a Physician. 

* It is the only available treatment for your condition. 

- Air conditioners. 

- Air putitiers and filters. 

- Batteries and battery chargers. 

- Dehumidifiers. 

- Humidifiers. C, 
x E: 

6. Devices and comptiters to assist in communication and speech. a$- 
$ ~8 

To cor~ti~i~fte maditg, go to  hy? colln~ft on ?text page. cs $ 2 -  To ~ O ~ J ~ ~ I I I I P  readitlg, go to nilit column on this page. g a g  - P g  
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7 .  I-Iorne remodelil~g to accommodate a health need (such as, but 
not limited to, ramps and sxxk~rning pools). 

C. Dental 
1. Dental care except as described In (Section I : \%at's Covered-- 

Benefits) under the heading Detriui Semiccs - Act-idtrlt O1zb. 
2. Prevetltive care, diagnosis, treatment of or rilated to the teeth, 

jawbones or gums. Examples include all of the folloxvkg: 

- Extraction, testoration and replacement of teeth. 

- bledical or surgical treatments of dental conditions. 

4. Over the counter drugs and treatments. 

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

- Services to inlprove dental clinical outcomes. 

3. Dental implants. 

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

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 foilo\tulg: and calluses). 

- Transplant preparation. - Nail trimming, cutting, or debriding. 

- Initiation of immunosuppressives. 

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

6. Treatment of conger~talljl missing, mdpositioned, or super 
numerary teeth, even if part of a Congenital Anomaly. 

D. Drugs 

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 
Iocaliied illness, Injury or sptnptom involving the foot. 

3. Treatment of flat feet. 
I. Prescription druz products for outpatient use that are filled by a 4. Treabl~ent of subluxaaon of the foot. 

prescription order or refill. 

2. self-inpctable medica~ons. G. Medical Supplies and Appliances 
3. Non-mjectable medicauons gven in a Physician's office except 1. Devices used speciticaily as safety rtems or to affect performance c 

as required in an Emergency. in sports-related activities. w x E 
3 Y!l.-l-# 
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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 
pumpsf. 

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 hledical Equipment (as 
described m Section 1: What's Covered--Benefits). 

H. Mental Health/Substance Abuse 
1.  Services performed in connection 114th conditions not classified 

in the current eJiuon of the Diagnostic and Statis~cal 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 interven~on. 

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

4. Trcarmcnt for conduct and impulse control disorders, 
personality disorders, paraphilias and other Mental Illnesses that 
\vilI not substantially improve beyond the current level of 
functioning, or that are nor subject to favorable modification or 
management according to prevailing national standards of 
clinics1 practice, as reasonably determined by the Mental 
1-ieaIth/Substanc Abuse Designee. 

?b cotttiurfe readig, go io nkhi c o h t  oft this page. 

5. Services utilizing methadoire 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, urliess authorized by the Mental 
Healtl~/Substance Abuse Designee. 

7. Residential treatment services. 1 
8. Services or supplies for the diagnosis or treatment of Mentd 

Illness, alcoholism or substance abuse disorders that, in the 
reasonable judgment of the Mental Health/Substance Abuse 
Designee, are any of the foEo.m'ng: 

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

?'he Mental Health/Substance Abuse Designee may consult iith 
professional clinical consultants, peer review committees or 
other appropriate sources for recommendations and information 
regarding xvhed~er a setvice or supply meets any of these ctiteria. 

9. Pastoral counselors. 

10. Treatment provided in connection with autism provided under 
the A4entaL Health/S~~bstatlce Ab14.re portion of the Plan. However, , C, 

v Ei u .3 
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any services, treatments, items or supplies provided for in 3. Physical conditioning programs such as athletic training, body- 
(Section 1: Covered Health Senrices) may be covered. building, exercise, fitness, flexibility, and diversion or general 

11. Treatment provided in connection -.ad1 tobacco dependency. motivation. 

12. Routine use of psychologcal testing without specific 4. Weight bss programs whether or not they are under medical 

authorization. supervision. Weight loss programs for medical reasons are also 
excluded. 

1. Nutrition 5. Wigs regardless of the reason for the hair loss except for loss of 
hair resuiting from tteatment of a malignancy or permanent loss 

1. Megamtamin and nutrition based therapy. of hair from an accidental Injury in excess of one per lifetime, up 
2. Except as described in (Section 1: What's Covered -- Benefits) to a maximum of $500. 

under A T t ~ t n t ' i ~ ~ a l  Cartr~seling, nutritional counseling for either 
mdividuals or groups, including weight loss programs, health K. Providers 
clubs and spa programs. 

J. Physical Appearance 

1. Senices performed by aprovider 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. 

1. Cosmetic Procedures. See the definition in (Section 10: Glossary 2. Services performed by s provider with your same legd residence. 
of Defined Terms.) Examples include: 3. Senices provided at a free-standing or Hospital-based dmgnostic 
- Pharmacological regimens, nutritional procedures or facility without an order witten by a Physician or other provider. 

treatments. Servlces that are self-directed to a Etee-standing or Hospital- 

- Scar or tattoo removal or revision procedures (such as 
salabras~on, chemosurgq and other such skin abrasion 
procedures). 

- Skrn abrasion procedures performed as a treatment for acne. 

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 folloived mastectomy. 
see R ~ c o t f x t n t ~ f i ~ u  Pmt-edttres in (Section 1 : \Y%at's Covered-- 
Benefits]. 

based diagnostic facility. Services ordered by a ~ h ~ s i d a n  or other 
provider who is an employee or representative of a free-standing 
or Hospitaf-based diagnostic facility, when that Phpitian or 
other provider: 

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

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

This exclusion does not apply to mammography testing. 

w % g  T o  cor~fitzrle readitg, go to nght colurnrr o n  this page. To c o n t h e  madig, go to  /$t ca~t~rnn on n e x t  page. 
D m  G e 0  
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1. Surrogate parenung. 

3. I l ~ e  reversal of voluntary steriiization. 

3. Fees or direct payment to a donor for sperm or ovum donations. 

4. Fecs relating to ifsslsted Reproductive Technology. (Such as 
Arnficial Insemina~on, 1nr.itro Fertikzadon, GIFT & ZIFT) 

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

6. Health senvices associated wid> an elective abortion or tile use of 
nun-surgical or drug-induced Pregnancy termination. 

7. Contraceptive supplies and senices. 

8: F e ~ d  reduction surgery. 

9. Healtlt sewices associated with the use of non-surgical or drug- 
induced Pregnancy termination. 

M. Services Provided under Another Plan 
1. Health senrices 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 \d not be paid for any Injury, Sickness 
or hlentaf Illness that would have been covered under workers' 
compensation or similar legislatioil had that coverage been 
elected. 

2. Iiealtli senices for treatment of military service-related 
disabiliues, when you are legally entitled to other coverage and 
facilities are reasonably available to you. 

- -- - - -  - - 
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3. kIeatth services while on active military duty. 

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

described in (Section 1: Whafs Covered--Benefits). 

2. Healdl 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 dlrough the organ 
recipient's Benefits under the Plan). 

3. Healdl smrices 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 
Senqce under the heading Tratap/a~~tatiarr Hea/tl'l Semices in 
(Section 1: \%%at's Covered--Benefits), unless determined by 
Care Coordination to be a proven procedure for the involved 
diagnoses. 

0. Travel 
1. Health senlces pro\qded in a foreign country, unless required as 

Emergency Health Services. 

2. Travel or transportation expenses, even thoqh prescribed by a 
Physician. Some travel expenses rdated to covered services 
tendered 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. i C? 
z E 
-4 0 

3. Eye exercise therapy. : 3 . 3  
To corttiriz~e readit% go to 1$ colunti orr trextpage. % 9" 
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4. Routine vision exarnina tions. 
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. AU Other Exclusions 
1. Iieafth senGces and supplies that do not meet the definition of a 

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

2. Physlcai, psycfuatric or psychological exams, testing, 
vaccinations, inmunizatio~s or treatments that are othenirise 
covered under the Plan when: 

- Required solely for purposes of career, education, sports or 
camp, travel, etnplopent, 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 wvar or any act of war, 
whether declared or t~ndeclared or caused during senice in the 
armed forces of any country. 

4. f-iealth sen4ces 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 wvhch you have no legal responsibiiity to pay, 
or for which a charge ivould not ordinarily be made in the 
absence of coverage under the Plan. 

G. In tile event that a Non-Network provider waives Copayments 
andlor the Annual Deductible for a particular health service, no 
Benefits are prosided for the health senice for which the 
Copayments and/or Annual Deductible are waived. 

United IJcalthC~re hfedium PIJO Plan for Cinergy Corp. - 01/01/04 

7. Charges in excess of Etigible Expenses or in excess of any 
specified limitation. 

8. Semlces for the evaluation and treatment of temporomandibular 
joint syndrome Q'MJ), whet1 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 dyshnction 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 akgnment except m a treatment of 
temporomandibular joint or obstructive sleep apnea. 

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

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

13. Growth hormone therapy. 
14. Sex transformation operations. 

15. Custodial Care. 

16. Domiciiiary care. 

f 7. Private duty nursing receised on an inpatient basis. 
18. Respite care. 

19. Rest cures. 

20. Psychosurgery. 

22. Treatment of benign gpecornastia (abnormal breast 
enlargement in males). 

22. Medical and surgical treatment of exc'essive sweating 
(hyperhidrosis). 

23. hledical and surgical treatment for snoring, except when 
provided as a part of treatment for documented obstructive 
sleep apnea. 
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23. Appliances for snoring. 

25. Any charges for missed appointments, room or fadtit). 
reservations, completion of clam forms or record processing. 

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

27. An!; charges hrgher 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 prov.ider 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 addtional charges submttted 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 supenrise services. 

37. Liposuction 

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

39. Personal trainer. 

40. Naturalist. 

34. Outpatient rehabilitation sen.ices, Spinal Treatment or supplies 
including, but not limited to spinal manipulations by a 
chiropractor or other doctor, for the treatment of a condition 
lvhich 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 
tnanip~lati~e treatment, to treat an iliness, such as asthma or 
allergies. 

36. Speech therapy to treat stuttering, stammering, or otl~er 
articufation disorders. ) zb? 

, v'&e 
To conf11111e readi~g~ go to nilif coht~nn oti thh-pnge. To conh'n~ie naditg, go to Bfi c(~h~~nn on tiextpag. & .;v;g 
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Please see (Section I: '%%at's Covered--Benefits) under the heading 

Section 3: 
- 

for iMe~tt~I Health at~d S~tIrstance Abise. 

Description of Network Cumpaisun ofNetwork and Nan-Netrvotk Benefits 
Network Nan-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: Uhat's (Section 1: &11at's' 
Covered--Benefits). Covered--Benefits). 

Network Benefits. 

Non-Network Benefits. 

Your responsibility for noti6cation. 

Who Should You must notify Caxe You must notify Care 
Notify Care ~oordination~~' for ~oordination~" for 

Coordinations" cer& Covered certain Covered 
H d t h  Services. Health Services. 
Failure to notify Fziilure to notify 
results in reduced results in reduced 
Benefits or no Benefits or no 
Benefits. See (Section Benefits. See (Section 
1: m a t ' s  Covered-- 1: What's Covered-- 
Benefits), under the Benefits), under the 

Network Benefits hftt~rt YO@ rw@ Cure ~ I J U ~  YQJ~ Not8 Can 
Network Benefits are generally paid at a higher level than Non- Coordittatior?"? Coordi~ah'oon'~'? 
Nehvoxk Benefits. Nehvork Benefits are payaMe for Covered Health column. colum. 
Senices which are any of the foilowing: 

Who Should Not required. We pay You must file claims. 

Covered Health Services that are described as Network Benefits 
in (Scctinn 1 : \!?hat's Covered--Benefits). 

Please note that h4ental Health and Substance Abuse Services must 
be authorized by the Mental HeaithlSubstance Abuse Designee. 

I ,iE 
To corrtit~ue re~tl'itlg, go to niglJt C O / Y ~ I I  oti fh'spnge. To contitl~~e readitrg, go fo Itfit coIcirnti oti nextpage. w G e  
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Network Non-Network 

Outpatient Emerp;ency Health Senyices are dways paid as 
~rnergency a Network Benefit @aid the same whether p u  

Health S.ervices are in or out of the Net-ii~ork). 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. 

- - 

Provider Network 
The Claims Admitlistrator 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 CIaims Administrator. It is your responsibility to select your 
provider. 

The credentiafing process confms public information about the 
providers' licenses and other credentials, but does not assure the 
quality of the services provided. 

Separately, you will automatic all^^ be given a directory of Nehvork 
pronders at no cost to you. I--lo~vever, before obtaining services you 
should always reriff the Nehvork status of a provider. A provider's 
status may change. You are responsible for a provider's 
Network status prior to receiving sctirices, even when you me 
referred by another Network provider. You can veri@ the provider's 
status by calling the Claims Administrator. 

It is possible that you might not be able to obtain services from a 
pardcular ~ e t w o r k  provaer. The network of providers is subject to 
change. Or you might frnd that a particular Network provider may 
not be accepting neiv patients. If a provider leaves the Nehvork or is 
othenvise not available to you, you must choose another Netsirork 
provider to get Network Benefits. 

Do not assume &at a Nehvork provider's agreement includes & 
Covered Health Services. Some N e t m k  providers agree to ptovide 
only certain Cot.ered Health Services, but not all Coveted Health 
Senices. 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. 

Des~gnated W e d  Resource Nehvork Faci'fities and 
Other Providers I 
If you have a medical condition that Care coordination"' believes 
needs special services, they may direct you to a Designated United 
Resource Network Facility or other provider chosen by than. If you 
require certah complex Covered Health Services for which expertise 
is limited, Cate ~oordinaaod" may direct you to a non-Network 
facihty or provider. 

In both cases, Benefits will only be paid if your Covered Heaft. 
Services for that condition are provided by or arranged by the 
Designated United Resoutce Rietwork Facifity or other provider 
chosen by Care ~oordination~". 

Non-Network Benefits 
Non-Nctwork Benefits are generally paid at a lower level than 
Nehvork Benefits. Non-Network Benefits are payable for Covered 
t Iealth Services that are provided by non-Xetwork Physicians or 
non-Nehvork prosiders. 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 Netwvork Specialist within a 50 mile radius of 
your home zip code, you m~y be eligible to receive benefits for 
certain Covered Health Senices paid at the Network level. You may 
check a prosider's status in your area by visiting ~v\v.myuhc.corn or 
by calling Customer Service at the number on the back of your ID 

United IiealthCxe hfedirun I'PO Plan for Cinergy Carp. - 01/01/04 
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card. All benefits that fa11 under this category must be approved 
prior to recelpt of care and are subject to any plan limitations or 
exclusions set forth in this SPD. 

Your Responsibility for Notification 
You must notify Care ~oordination~" before getting certain Covered 
Health Senrlces froin either Setwork or non-Network providers. 
The details axe shown in the i b f ~ t ~ t  Yo// ATat$ Cut? ~oor&~u#iot?"? 
column In (Section 1: \K%at's Covered--Benefits). If you fail to notifj- 
Care ~oordination'~;"', 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 Coordmtiu~ SM 
1Xhen you notify Care ~oordinat ion~~'  as described above, they will 
work with you to irnplemet~t the Care ~oordination~" process and to 
provide you with infonnation about additional services that are 
axrailable to you, such as disease management programs, health 
education, prc-admission counseling and patient advocacy. 

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 iiospitd as soon as it is medically 
appropriate to do so. If you choose to stay in the non-Nehvork 
Hospital after the date Care ~oordination~" decides a transfer is 
medically appropriate, Non-Network Benefits may be available if 
the continued stay is determined to be a Covered Health Semite. 

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 Copajment for 
an Inpatient Stay in a Net.rvork Hospital \vill apply instead. 

Note: Please note that the Copayment for Emergency Health 
Services will nor 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 
Copaynlent for an Inpatient Stay. 

Emergency Health Services 
Rre pro~qde Benefits for Emergency Health Services when required 
for stabifization and initiation of treatment as provided by or under 
the direction of a Physician. 

Nenvork Benefits are paid for Emergency Hedth Services, even if 
the senrices are provided by a non-Network provider. 

If you are confined in a non-Network I-Iospital after you receive 
Enlergency I lealth Services, Care ~oordination~' must be I c 

xli 
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You should notify the Clai~ns Administrator mthin 48 hours of the 

Section 4: day your coverage begins, or as soon as is reasonably possible. 
Nehvork Benefits are available only if you receive Covered H d t h  - .  

When Coverage Begins Services from Network Providers. 

e If you are hospitaIited when tlus coverage 

e Who is eligible for coverage. 

* When to enroll. 

If You Ate 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 R. 

If you are enroled in a &fedicare+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 h.fe&cnre Elgitikp in (Section 9: 
General Legal Ptosis~ons) for more information about how 
Medicare may affect your Benefits. 

How to Enroll 
To enroll, tile Eligible Person must complete an online enrollment 
through Y'BR (Your Benefits Resoutces) website or by calling the 
iPeople Center within 3 1 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 Rehabatadon hcility on the day your coverage begins, we 
\dl pay Benefits for Covered Iledth Sen-ices related to that 
Inpatient Stq- as long as you receive Covered Health Services m f 

75E 
accordance ivith the terms of the Plan. 'i 0 
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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; \%en Coverage Begins), 
Eligible Persons may not enroll without our written permission. 

Dependent Dependent generally refers to the Participant's spouse and children. Cinergy Cop.  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 
Erirolled Dependent, see (Section 10: Glossary of Defmed Terms). 

Dependents of an Eligible Person may not enroll urlless the Elqqble 
Person is also covered under tlle Plan. 

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

1.2 6 !2? 
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When to Enroll and When Coverage Begins 

Initial Ibrollrnent 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 thtough YBR (Your Benefits 
The IrritiaI Enrollment Period is the Resource) or by c&ng the iPeople Center 
&st period of time when Eligible within 31 days of the date the Eligible Person 
Persons can enroli. becomes eligible to enroll. 

Open Enrollment Eligible Persons may enroll themselves and dleir Cinergy Corp. determines the Open Enrollment 
Dependents. Period. Coverage begins on the 1st day of the 

Period foIlowing calendar year. 

New Efigibfe Pefsons 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 iPeopie Center within 31 days of the event. 

Adding New Participants may enroll Dependents who join their Coverage begins on the date of the qualified 

Dependents family because of any of the foUowing events: status change if you enroil through the Y3R 
(Your Benefit Resource) website or by calling 

Birth. the iPeople Center within 31 days of the went. 

* Legal adoption. 

* Placement for adoption. x 5 
Y 0 
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hfarriage. 

Legal guardianship. 

Court or administrative order. 

Untted I3ealthCare hieciiurn PPO Plan for Cinergy Corp. - 01/01/04 
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Special Enrollment 
Period 
An Eligible Person and/or 
Dependent may also be able to enroll 
during a special enrollment period. A 
special enrohllent penod is not 
available to an Eligble Person and his 
or her Dependents if coverage under 
the prlor phn 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: 

e Legal adoption. 

Placement for adoption. 

Marriage. 

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

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

I Missed Initial Enrollment Period or Open 
Entollment Period. Coverage begins on the 
day irtunedhtely 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 covmge under the 
pr~or 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, cfivorce or death). 

- The employer stopped paying the 
contributions. 

- In rhe case of COBRA continuation 
coverage, the coverage ended. 

7C g 
4e (2 

5 $ 2  
% p z  
gat 
0?'5 

United I-IcakhCare Medium PPO Phn for Cinergy Corp. - 01/01/04 % Q 7 L 5 
49 (Section 4: \%%en Car-ge Regns) 5 



format that contains all of the information required, as described 

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 Senices from a 
n-Network provider, you are responsible for 

If You Receive Covered Health Services 
from a Network Provider 
\Y'e pay Nehvork providers ditectly for your Covered Health 
Services. If a Nehvork ptovider 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 prox-ider at the time of service, or when 
you receive a bill from the provider. 

Filing a Claim for Benefits 
I n e n  j.ou receive Covered I-Iealth Senices from a n o n - N e m k  
provider, you are responsible for requesting payment from us 
through the Claims Administrator. You must file the claim in a 

To colrti~~zte reading? go to n'ght mlr~tf~u ou this page. 

You must submit a request for payment of Benefits witlin one year 
after the date of service. If a non-Network provider submits a claim 
on your behalf, you %ill be responsible for the timeliness of the 
submission. If you don't provide tllis information to us svidxin one 

of the date of service, Benefits for that health service will be 
denied or reduced, in our or d ~ e  Claims Adnunistrator's discretion. 
This time Emit does not apply if you are legally incapacitated. If your 
daim 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 o t  a portion of any Eligible Expenses due 
to a provider may be paid directly to the protidet instead of being 
paid by the Participant. \Ye will not reimburse third parties who have 
purchased or been assigned benefits by Physicians or other 
proxriders. 

Reqwi-ed Infomiltion 
When you request payment of Benefits from us, you must provide 
us with dl of the following information: 

11. Participant's name and address. 

B. The patient's name, age and relationsltip 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 

Procedure Code(s) and descriptions of service(s) rendered 

0 Charge for each sedce  rendered 

Unrted Healthcare hledium PPO Plan for Cmergy Corp. - 01/01/04 
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Prowider of senrice Name, Address and Tax Identification 
Number 

E. The dale the Tnjury or Sickness began. 

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

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

13. The provider notifies the Clairns Administrator that  OUT 
signature is on hle, assigning benefits directly to that provider. 

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

Post-Senrice Clarms are those claims that are filed for payment of 
benefits after medical care has been received. If your post-sedce 
claim is denied, you wi1l receive a mitten notice from the Claims 
Administrator wthin 30 days of receipt of the claim, as Iong as all 
needed infonrtztion was provided with the claim. The Claims 
Admiaistrator d l  noti5 you within th s  30 day period if additional 
informatton is needed to process the claim, and may request a one 
time extension not Ionger than 15 days and pend your claim until all 
in forma tion is received. 

will notitjr you of the denial ivithm 15 days after the information is 
received. If you don't provide the needed information within the 45 
day period, your claim w d  be denied. 

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

Pre-service claims are those claims that require notification or 
approval prior to receihg medical care. If your claim was a pre- 
senrice clairn, and was submitted properly with all needed 
information, you \dl receive written notice of the claim decision 
from the Claims Administrator within 15 days of receipt of the 
clairn. If you filed a pre-service claim improperly, the Claims 
Administrator will notify you of the inlproper filing and how to 
cotrect it within 5 days after the pre-service claim was recei\.ed. If 
additional information is needed to process the pre-scmice dairn, rhe 
Claims Administtator will notify you of the information needed 
within 15 days after the claim was received, and may request a one 
time extension not longer tl~an 15 days and pend your claim until all 
information is received. Once noti'fied of the extension you then 
have 45 days to provide this information. If dl of the needed 
information is received witllin the 45 day time frame, the Claims 
Adrninistrator wiil 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 clairn will be denied. A 
denial notice will explain the reason for denial, refer to the part of 
the Phn 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 ~ f a m s  that Requrk immediote Action 
information. If all of tlle needed information is received x4rhin the Urgent Care Claims are those claims rhat require notification or 
45 day time frame arid the clairn is denied, tile Claims Administrator approval prior to receiving medical care, where a delay in treatment 
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could seriously jeopardize your life or health or the ability to regain 
maxin-iurn function or, in tile opinion of a physician with knowvledge 
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 condiaon. 

* Notice of denial may be oral s.it11 a written or electronic 
conftnnation to follow within 3 days. 

If you fded an urgent claim improperly, the Claims Administrator 
will notifi; you of the improper fifing and haw to correct it wit2Gn 24 
hours after the urgent claim was received. If additional information 
is needed to process the claim, the Claims Administrator d l  notify 
you of the mformation needed within 24 hours after the claim was 
received. You then have 48 hours to provide the requested 
inforrnaaon. 

Conmtl'i!nt Care Ctainfs 

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 Urmnt Care Claim as defined above, )?our - 
request w i l l  be decided within 24 hours, provided your request is 
made at least 24 hours prior to the end of the approved treatment. 
The Cfaims 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 houts 
prior to the end of the approved treatment, tile request d l  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 
tteattnents, and you request to extend treatment in a non-urgent 
circumstance, your request wiwill 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 x~i11 explain the reason for denial, refer to the paxt of 
the PIan on wvhich the denial is based, and provide the claim appeal 
procedures. 

?Ti? 
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If you are appealing an Urgent Care Clairn denial, please refer to the 

Section 6: "L'rgent ~ l &   peais is that Require Immediate Action" section 
below and contact Customer Service immediately. 

Questions and Appeals The Customer Service telephone number is shown 0 x 1  yout ID cud. 
Customer Service reoresentatives are available to take your call 
during regdar business hours, Monday through Friday. 

Health Services or your Benefits. 

6 You are notified that a daim has been denied 

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

What to Do First 
If ~ w u r  question or concern is about a benefit determination, you 
may informally contact Customer Senrice before requesting a formal 
appeal. ff the Custoiner Senrice representative cannot resolve the 
issue to your satisfaction over the phone, you xnay submit yow 
question in ii&ing. 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, \ri.ithout fist informally corltacting 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 formal 
appeal, a Customer S a r ~ c c  tepresentativc id provide you with the 
appropriate address of the Claims Administrator. 

To co~rtitlzfe ntaditg, go to right cofrc~~zt~ otl fhi' page. 

How to Appeal a Claim Decision 
If you disagree with a pre-service or post-senice daim 
determination after foUowing the above steps, you can contact the 
Claims Administrator in writing to forrnafIy request an appeaL Your 
request should include: 

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

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

r The provider's nme.  

The reason you believe the claim should be paid. 

Any documentation or other witten infomation 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 c l h  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 
ivith a health care professional with appropriate expertise in the field 
who was not inxwlved in the prior determination. The Claims 
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Adrmnistrator may consult with, or seek the participation of, medical request must be submitted to us in writing .ui& 60 days frotn 
experts as part of the appeal resolution process. You consent to this receipt of the first level appeal decision. 
referral and the sharing of pertinent medical claim information. 
Upon written request and free of charge you h a ~ e  the right to 
reasonabfe access to and copies of, aU documents, records, and other 
information relevant to your claim for benefits. 

Appeals Deterininations 
Pre-Senrice and Post-Senice Claim Appeals 
You will be provided written or electronic notification of decision 
on your appeal as followvs: 

For appeais of pre-service claims (as defined in How to File a 
Claim), the first level appeal will be conducted and you d l  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 \ d l  be conducted and you will be notified by us of the 
decision uithin 15 days from receipt of a request for review of the 
first level appeal decision. 

For appeals of post-service clainls (as defrned in How to H e  a 
Claim), the &st level appeal will be conducted and you \till 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 ~ x i l l  be notified by us of the 
decision within 30 days from receipt of a request for remew of the 
first level appeal decision. 

The PIan Adrninistrator 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 avdahle under the Plan for the proposed treatment ot 
procedure. The determination as to whether the pending health 
senice is necessaq or appropriate i s  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 abiity to 
regain maximum fur~ction 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 C l h s  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 ridministrator of pour request for review 
of the determination taking into account the seriousness of your 
condi rion. 

For procedures associated with urgent claims, see "Urgent Claim For urgent claim appeals, we have delegated to the Claims 

Appeals that Require Immediate Action" below. 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 
appcaI fiom 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: 
\%%at you need to know when you have coverage 
under more than one plan. 

Definiuons specific to Coordination of Benefit 
rules. 

4 Order of payment rules. 

Benefits When You Have Coverage under 
More than One Plan 
'Ihis sectlon 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 mode1 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) prodsion 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 \t-Gch Coverage Plan will pay as the Prirnary Coverage 
Plan. The P ~ k a r y  Covcrage Plan that pays fitst pays without regard 
to the possibiIity that another Coverage Plan may cover some 
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expenses. A Secondary Coverage Plan pays after the Prunary 
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 NlowaMe Expense. 

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

I 
1. "Coverage Plan" a any of the following that prowdes 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 
insbred 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 Pians, unless 
permitted by law. 

Each contract for coverage under a. or b. above is a separate 
Coverage Plan. If a Coverage Plan has tsvo parts and COB , 

rules apply only to one of the two, each of the parts is treated Y F. o c 
as a separate Coverage Plan. t 2 2 2  

% o o  
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2. ' I l~e order of benefit determixlation rules determine whether dJs 
Coverage Plan is a "Primary Coverage Plan" or "Secondary 
Coverage Plan" when compared to another Coverage Plan 
coxrering the person. 

I n e n  this Coverage Plan is primary, its Benefits are determined 
before hose of an)? other Coverage Plan and without considering 
any other Coverage Plan's Benefits. %%en this Coverage Plan is 
secondq, its Benefits are determined after those of another 
Coverage Plan and may be reduced because of the Primary 
Coverage Plan's Benefits. 

3. "Allo\vable Expense" means a heaIth care service or eqense, 
including deductibles and Copayments, that is covered at least in ' 
part by any of the Coverage Plans covering the person. K%en a 
Coverage Plan provides Benefits in the form of s-ices, (for 
exarnpIe an HMO) the reasonable cash value of each service wvill 
be considered an Allowable Expense and a benefit paid. An 
expense or senice 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 setvices that are not Allowable Expenses under 
the Plan. The folto\xing are additional examples of expenses or 
services that are not Allowable Expenses: 

a. If a Covered Person is confined in a private EIospital room, 
the difference between tlle cost of a Semi-pnirate 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 
Phns routinely provides coverage for Eiospital private rooms) 
is not an Allo~vable Expense. 

b. If a person is covered by tsvo 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, 
XI amount in excess of the &hest 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 PIan that provides its Benefits or 
sen-ices on the basis of negotiated fees, the Primary Coverage 
Plan's pajrnent arrangements shall be the Allowable Expense 
for all Coverage Plans. 

e. The amount a benefit is reduced by the Pn'maq- 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 cdendar year. However, 
~t 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 serrices 
through a panel of providers that have contracted with or are 
employed by t l~e  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 mstody 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. 

I- 
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Order of Benefit Determination Rdes 
[%'hen two or more Coverage Plans pay Benefits, the rules for 
determirung ihe order of payment are as follows: 

A. The Prirnary Coverage Plan pays or provides its Benetits as if dle 
Secondary Coverage Plan or Coverage Plans did not exist. 

B. A Coverage Plan that does not contain a coordination of Benefits 
prosrislon that is consistent with this provision is always primary. 
There is one exception: coverage that 1s obtained by virtue of 
rnembersiup in a group that is designed to supplement a part of a 
basic package of Benefits may provide that the s~rpplementary 
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 
oyer 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-Netivork 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 Phn is the rule to 
use. 

1. Non-Dependent or Dependent. The Coverage Plan that 
covers the person other than as a Dependent, for e~ample as 
an employee, member, subscriber or retiree is primary and the 
Coverage Plan that covers the person as a Dependent is 
secondary. Hoxveirer, 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 
prunary to the Coverage Plan covering the person as other 
than a Dependent (e.g a retited employee); then the order of 
Benefits betureen the two Coverage Plans is reversed so that 

To co~~fitlzte nad i tg ,  go to  nglf coIt imt~ ott this page. 

the Coverage Plan covering the person as an Employee, 
Retlree 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 dle year iE 
1) The parents are m r ~ e d ;  

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 
pro*+de health care coverage. 

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

b. If thc specific terms of a comt decree state that one of 
the parents is responsible for the child's heaIth care 
expenses or health care coverage and the Coverage Plan 
of that parent has actua! knowvledge of those terms, that 
Coverage Plan is primary. This ruie applies to dairn 
determination penods 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 cusrodiaf parent; 

2) Tlte 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. :ictit-e or inactive employee. The Coverage Plan that covers a 
person as an employee .rvho is neither laid off nor retired is 
primary. +fie same would hold true if a persoti 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 actixrely working 
spouse 1~ill 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 corering the person as an Employee or Retiree 
(or as that person's Dependent) is primary, and the 
confinuation coverage is secondaty. 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 undet this Coverage Plan as a 
Participant and as an Enrolled Dependent, the Dependent 
Benefits d l  be coordinated as if they were provided under 
another Coverage Plan, this means the Participant's benefit 
\ d l  pay first. 

7. If the preceding rules do not determine the Primary Coverage 
Plan, the r\llowable Expenses shall be shared equally between 
the Coverage Plans meeting the defrnition of Coverage Plan 
under this provision. In addition, this Coverage Plan will not 
pay more than it would have paid had it been primary. 
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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 wodd have paid had it 
been the Ptimar) Coverage Plan, and the benefit payments that it 
actually paid or provided shall be recorded as a benefit reserve for 
the Covered Petson and used by this Coverage Plan to pay any 
Allo\~abIe Escpenses, not otherwise paid during the claim 
determination period. As each claim is submitted, this Coverage 
Plan w i U :  
I. Determine its obhgation 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 mill use 
the Covered Person's benefit resen7e to pay up to 100 percent of 
total Atlourable Expenses incutred during the claim determination 
period. At the end of the daim determination period, the benefit 
resenre returns to zero. A new benefit reserve must be created for 
each new claim determination period. 

B. Tf a Covered Person is enrolled in two or more closed panel 
Coverage Plans and if, for any reason, including the provision of 
sen.ice 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 ekgble for Medicare when Medicare 1 c 
would be tile Primary Coverage Plan. x l  

YT. 
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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 hledicare+Choice (Medicare Part 
C) plan and receives non-covered services because the person 
did not follow aif rules of that plan. Medicare Benefits are 
determined as if the services were coveted under Medicare 
Parts A and B. 

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

e The semces are proiided in any facility that is not eligible for 
Pvfedicare reimbursements, including a Veterans 
rldrninistration facility, facility of the Unifornled Senices, or 
other facility of the federal government. hledicare Benefits 
are determined as if the senices were provided by a facility 
that is eligible for reimbursement under Medicare. 

* The person is enrolled under a Plan wit11 a hledicare Medical 
Savings i.\ccount. hledicare Benefits are determined as if the 
person were cox~ered under Medicare Parts ii 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 

T o  cotrtirrie rcaditlg, go fo rkhf colrtrnt~ oti thi~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 t&, or get the consent of, any 
person to do tltis. Each person claiming Benefits under this Coverage 
Plan must give us any facts \xre need to apply those rules and 
determine Benefits payable. If you do not provide us the information 
ure 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, ure may pa37 that amouilt to tile 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 senices, in which case "payment made" means reasonabIe 
cash value of the Benefits provided in the fonn of senices. 

Right of Recovery 
If the amount of the payments we made is more than we should have 
paid under this c ~ ~ p r & i s i o n ,  we may recover the excess &om 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. 
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Section 8: General Information about When 

When Coverage Ends 
C~verage Ends We may discontinue this Benefit and/or all s d a r  benefit 

Plans at any time, as permitted or required by law. 

e The date your coverage ends. 

If your coverage should end, your entitlement to Benefits 
automatically ends 0x1 the date that coverage ends, even if you )are 
hospitalized or are othenvise receiving medical txeatment on that 
date. 

&'hen your coverage ends, wc will still pay claims for Coswed 
Health Services that you received before your coverage ended. 
Howwer, once your coverage ends, we do not provide Benefits fot 
health services that )mu 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 othenvise set forth in tllis SPD. 

In some cases, you may have the right and option to choose to 
continue coverage at your expense, even though you may no longet 
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). 

s & G g  
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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 coverage ends on the date the Plan ends. \Ve are responsible for noti6hg you that your 
coxrerage has ended. 

I 

YOU Are NO Longer Your coverage ends on the last day of the calendqr 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 
tnore complete defurition 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 rtdministrator receives 
written notice from us insmcang the Claims ~%drninistrator to end your coverage, or the date Administrator Receives reawsted in the notice. if later. 

Notice to End 
Coverage 

Q 

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

IS Pensioned retiree. 

C3 < I  N&g 
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Other Events Ending Your Coverage 

!'!'hen any of the following happen, we will provide wvrttten notice to the Participant that coverage has ended on the date the PIan Administrator 
identifies in the notice: 

Fraud, Misrepresentation Fraud or misrepresentation, or because the Participant knowingly gave us or the U a i m s  
Administrator false material inforination. Esamples include false information relating to 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 p a d  in 
your name, during the time you were incorrectly covered under the Plan. After die first two - 
;ears, 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 dlat pose a thteat to our staff, the Claims 
Administrator's staff, a provider, or other Covered Persons. 
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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 cldd beyond the limiting 
age if both of the follourjng 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 otheniise 
terminated in accordance with the terms of the Plan. 

We will ask you to M s h  the Claims ~'idrninistrator with proof of 
the child's incapacity and dependency within 31 days of the date 
coverage would othenvise have ended because the chid reached a 
certain age. Before the Claims Administrator agrees to this extension 
of coverage for the child, the Claims Administrator xnay require that 
a Physician chosen by us examine the child. We will pay for that 
examination. 

l l ~ e  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 promde proof of the child$ incapacity and dependency 
within 31 days of the Claitns hdmnistrator's request as described 
above, covcrage for that child will end. 

For purposes of the Plan, a person who meets the definition of a 
Handicapped CIdd, 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 (tile 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 
wilI 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 haw 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 tile Plan on the day before a qualifjrmg event: 
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A Participant. 

* rl Participant's Enrolled Dependent, including with respect to 
the Participant's children, a chiid born to or placed for adoption 
\mth the Participant during a period of continuation coverage 
under Federal Law. 

* A Participant's former spouse. 

Qualifying Events for Continuation 
Coverage under COBRA 
Jf the coverage of a QuaIified,Beneficiar)- would ordinarily terminate 
due to one OF the following qualikj411g events, then the Qualified 
Beneficiary is entitled to continue co17erage. 'Be Qualified 
Beneficiar); is entitled to elect the same coverage that she or he had 
on the day before the qualifjlng event. 

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

B. Death of the Participant; or 
C. Divorce or Iegal separation of the Participant; or 

D. Loss of eligibility by an Enrolled Dependent ~vho is a child; or 

E. Entitlement of the Participant to h4edicare Benefits; or 

F. The Plan Sponsor fling for banhptcy, 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 
qualifjlng event for any retired Partiapant arid his or her 
Enrolled Dependents if there is a substantial elimination of 
coverage within one year before or after the date the bankruptcy 
was fded. 

Notification Requirements and Election 
Period for Continuation Coverage under 
COBRA 
The Participant or other Qualified Beneficiary must notify the Plm 
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 d ~ e  PIan Administrator of these events 
within the 60 day period, the Pian Administrator is not obligated to 
protlde continued coverage to the affected Qualified Beneficiary. If 
a Participant is continuing coverage under federal law, the 
Participant must notie the Plan Administrator witlzin 60 days of the 
birth or adoption of a ckild. 

Continuation must be elected by the htcr of 60 dlys afier the 
qualifjing 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 uras terminated due to a 
. qualifjing event, then the initial premium due to the PIan 

. Administrator must be paid on or before the 45th day after electing 
con tinuation. 

COBRA Terminating Events 
COBRA continuation corerage under the Plan d l  end on the 
earliest of the foliowing dates: 

A. Eighteen months from the date of the qualifymg event, if the 
Qualified Beneficiary's coverage would have ended because the 
Participant's employment was terminated or hours were reduced 
(i.e., qualifying event A.). 
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If a Qualified Beneficis* is determined to have been disabled 
under the Social Security Act at anytime within dle &st 60 days of 
continuatiorl coverage for qualifylng event A, then dlc 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 
disabiiity, and in no event later than the end of the Grst 18 months; 
(ii) the Qualified Beneficiary must agree to pay any increase in the 
required premium for the addi tional 1 1 months; and (hi if the 
QuaIified Beneficiary entitled to the 11 montl~s of coverage has 
non-disabled family members ivho are also Qualified Beneficiaries, 
then those non-disabled Qualihed Beneficiaries are also entitled to 
the additional 11 months of continuation coyerage. Notice of any 
final determination that the Quditied Beneficiary is no ionger 
disabled must be provided ivithin 30 days of such determination. 
Tl~ereafter, cont.ii~uation coverage may be terminated on the &st 
day of the month that begins more than 30 days after the date of 
that determination. 

D. Thirty-six morlths from the date of the qualifyutg 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 chiid (i.e. 
quali@ng elvents B., C., or D.). 

C .  For the Enrolled Dependents of a Participant who wvas entitled 
to Medicare prior to a qualifjrlng event that wvas due to either the 
termination of employment or work hours being reduced, 
eighteen months from the date of the qualilylng went, or, if 
later, 3G 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 tlle premium. 

E. The date, after electing continuatiotl 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 this 
shall not apply in the event that coverage was terminated 
because the Plan Sponsor filed for bankruptcy, (is. qualilfymg 
event F.). 

G. The date the entire Plan ends. 

H. The date coverage would othenlise terminate under the Plan as 
described in this section under the heading Erzi~f~ Ettditg Yot~r 
Cowraga. 

If a Qualified Beneficiary is entitled to 18 months of continuation 
and a second qualifying event occurs during that time, the Qualified 
Beneficiarfs coverage may be extended up to a maximum of 36 
months from dle date coverage ended because employment was 
terminated or hours were reduced. If the Qualified Beneficiary was 
entitled to continuation because the Plan Sponsor fried for 
bankruptcy, (i.e. qualifylng 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 tlus section will apply during the extended continuation 
period, 

Conunuahon 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 QuaIifred Beneficiaries should contact the Plan 
Admirustrator for information regarding the continuation period. 
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Section 9: 
General Legal Provisions 

Plan Document 
TIlis documcnt is the Plan documerlt and the Summary Plan 
Description. 

Relationship with Providers 
?he relationslups between us, the Claims Administrator, and 
Network proriders are solely contractual relationships between 
independent contractors. Network providers are not our agents or 
etnployees. Nor are they agents or employees of the Claims 
Adrnin~strator. Neither we nor any of our employees are agents or 
employees of Network providers. Neither we nor the Claims 
Admitlistrator are liable for any act or omission of any provider. 

' f ie  Claims Adininistrator 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: 

* Enrolitnent and classification changes (including chssification 
changes resulting in your enrollment or the t h a t i o n  of your 
coverage). 

* T l ~ e  timely payment of Benefits, 

0 Notifiring 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 choosit~g your owl  provider. 

You must decide if any protider 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 services 
provided to you. 

We do not protide health care services or supplies, nor do we - * 

practice medicine. Instead, we pay Benefits. Network providers are 
independent practitioners who run dteir own offices and facilities. Incentives to Providers 
The credentialing process confirms public infom~ation about the ?'he Claims Administrator pays Network providers through various 

providers' licenses and other credentiaIs, but does nor assure the types of contractual arrailgements, some of whid.1 may include 

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

To cot~tin~lre read~g, go to I# col~tmti on nextpage. 
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may charge J-ou reasonable fees to cover their costs for providing If you are elig'ble for or enroUed in Medicare, please 
records or completing requested forms. read the tbliowing ritformarian carefulfy. 

If you request medcal fonns or records from us, we also may charge If you are eligible for hfedicare on a primary basis (Medicare pays 
you reasonable fees to cover costs for completing the forms or before Benefits under the Pfan), you should enroll for and maintain 
providing the records. coverage under both Medicare Part A and Part B. If you don't enroll 

In some cases, xwre or the Claims i'idminatrator will designate other and maintain that coverage, and if we are the secondary payer as 

persons or entiaes to request records or information from or related described in (Section 7: Coordination of Benefits), we wilt pay 

to you, and to release those records as necessary. Such designees Benefits under the Pfan as if you were covered under both Medicare 

has- the same rights to this information as the Plan tidministrator. Part A and Part R. As a result, you kvill be responsible for the costs 
that Medicare would have paid and you will incur a larger out-of- 
pocket cost. 

Examination of Covered Persons 
TII the arent of a question or dispute regarding your right to 
Benefits, xvc may require that a Nehvork Physicim 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. 

If you are enro11ed in a Medicare+Choice (Medicare Part C )  Plan on 
a primary basis (Medicare pays before Benefits under the Plan), you 
should follokv all rules of that Pfan that require you to seek services 
from that Plan's participating providers. &%en we are the secondary 
payer, we udi pay any Benefits available to you under the Plan as if 
you had followed dl rules of the hile&care+Choice Plan. l'ou will be 
responsible for any addition& 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 
Medicare Eligibility Subrogation is the substitution of one person or entity in the place 
Benefits under the Plan are not intended to supplement any of another with reference to a 1a1vM claim, demand or tight. 
coverage provided by Medicare. Nevertheless, in some Immediately upon paying or providing any Benefit, the PIaa shall be 
cllrcumstances Co.i.ered Persons who are eligible for or enrolled In subrogated to and shall succeed to all rights of recovery, under any 
Medicare may also be enrolled under the Plan. legal theory of any type for the reasonable value of any services and 

Benefits the Phn pro.rided to Covered Persons, frorn any or all of 
the following listed below. 

In addition to any subrogation rights and in consideration of the X E  w G coverage provided by this Summary Plan Description, the Plan shall 
3 a 

To ront&ne rzaditg, g o  to right col~ffnn or1 this page. To roniirrrte readitg, go to I@ coh~tnn orr nextpngc. 8 c0 
: g g E  
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also have an independent nght to be reimbursed by Covered 
Persons for the reasonabIe value of any services and Benefits the 
Plan provides to Covered Persons, from any or all of the following 
listed below. 

*IlhirCi parties, induding any person atteged to have caused a 
Covered Person to suffet injuries or damages. 

Any person or entity xv110 is or may be obligated to provide 
Benefits or payments to a Covered Person, including Balefits or 
payments for underinsured or uninsured motorist protection, 
no-fau11t or traditional auto insurance, medical payment coverage 
(auto, homeo'imers or otherwise), workers' compensation 
coxrage, other insurance carriers or third party administrators. 

Any person or entity who is Iiable for payment to a Covered 
Person on any equitable or legal liability theor).. 

These third parties and persons or entities are collecti.rrely 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 
subrogatlon and reimbursement, including, but not fimited 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, 

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. 

e 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 &om the 
Plan's recovery uithout the Plan's express written consent; any 
so-called "Fund Doctrine" or "Common Fund Doctrine" or 
"Attornej's Fund Doctrine" shag not defeat this right, and the 
Plan is not required to partkipate in or pay court costs or 
attorneys' fees to the attorney hired by a Covered Person to 
pursue hs or her damagelpersonal 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 recotTery 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 coiiection shall include, but not be limited to any and oll 
amounts earmarked as non-economic damage setdement or 
judgment. 

That benefits paid by the Plan map dso be coi~sidered to be 
benefits advanced. 

To cottfin~~e rtadit% go fu lift cohttnri on nextpage. 
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'Illat 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 tvill 
serve as a constructive trustee over the funds and failure to hold 
such filnds in m s t  &it1 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 &om 
any potentially responsible party that are due and owed to the 
Phn, as stated hereix~, separately and atone, and failure to hold 
funds as such will be deemed as a breach of contract, and may 
result in the terrninatioll of healdl benefits or the institution of 
legal action against the Covered Person. 

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

e 'fiat the Plan may set off from any future benefits othenvise 
ailowed by the Plan the value of benefits paid or advanced under 
this section to the extent not recovered by the Plan. 

?hat Covered Persons \\dl neither accept any setdement that 
does nor fitlly compensate or reimburse the Plan ~4thout the 
Plan's written approval, nor w i l l  the Covered Person do anything 
to prejudice the Plan's rights under this section. 

* That Covered Persons 'td 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. 
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That the Plan's rights will be considered as the first 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 d not be reduced due to the Covered 
Person's o\sn 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. 

. e That if the injury or condition giving rise to subrogation or 
rejml>ursement involves the ivrongful 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 eqenses incurred on account of a Covered 
Person, that Coxwed Person, or any other person or organization 
that was paid, must tnake a refund to us if either of the foliowing 

apply: 

* All or some of the expenses were not paid by the Covered 
Person or did not legally have to be paid by tile Covered Person. C. 
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Section 10: 
Glossarv of Defined 

Terms 

This section: 
Defines the terms used througlzout this SPD. 

Is not intended to describe Benefits. 

Afternate FaciIiw- 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 folloriing services on an outpatient basis, as permitted by law 

Pre-scheduled surgical services. 

* Emergency Health Services. 

* Pre-scl-ieduled rehabilitative, laboratory or diagnostic services. 

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

&ridmen#- any attached written description of additional or 
re~lsed provlslans or Benefits to the Plan. Amendments are subject 
to a11 condrtions, lirmtations and esclusions of the Plan, escept for 
those that are specifically amended. 

ualDeduct&& - the amount you must pay For Covered Health 
Senrices in a calendar yeat before we will begin paying for Benefits 
in that calendar year. 

&-net& - your right to payment for Covered Wealth Senices that 
are available under the Plan. Your right to Benefits is subject to the 
terms, conditions, lirnitaaons and exclusions of the Plan, including 
this SPD and any applicable Riders and Amendments. 

Care ~oordi@ion'~- a program provided by the Claims I 

Administrator designed to encourage an efficient system of care for 
Covered Persons by identifyu~g and addressing possible ixnmet 
covered health care needs. 

s Administratoh- the company, or its affiliate, that provides 
certain clairn administration services for the Ran. 

omalc- a phy-sical developmental defecr that is 
present at-birth, and is identified within the &st twelve months of 
b ~ r  th . 

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

Cosmetic Procedures - procedures or services that change ox 
improve appearance without significantly improving physiolo$cal 
function, as determined by Care ~oordination~" on our behalf. 

Covered He& Service@ -those health services p r o ~ ~ d e d  for the 
purpose of preventing, diagnosing or treating a Sickness, Injury, 
blental Illness, substance abuse, or their symptoms. 

A Covered Health Service is a health care service or supply 
described in (Section 1: \X%atts Covered--Benefits) as a Covered 
HeaIth Service, which is nor excluded under (Section 2: What's Not ' 
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Covered--Exclus~ons), including Esperimcntal or Inr~estigational including a suniving spouse, if such spouse remains unmarried from 
Services and C'nproven 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 

A natural child. 
. .. . 

A stepchrld. 

0 A legdiy adopted child. 

Only when the person who receives senices is a Covered Person 11 child placed for adoption. 

and meets all eligibility requirements specified in the Plan. A Handicapped Child, as described in (Section 8: When 
Coverage Ends). 

Decisjons about whether to cover new technologies, procedures and' 
tteatments will be consistent wit11 concfusions of prevailing medical A d d d  for whom legal guardianship has been awarded to d ~ e  

research, based on well-conducted randoimzed trials or cohort Participant or the Participant's spouse. 

studies, as described. The defmitiot~ of Dependent is subject to the following conditions 

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

jZustodia/ Care - senices that: 

Arc 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 sen~ices 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 

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

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

and limitations: 

* A Dependent includes any unmarried Dependent child under 19 
years of age. 

r'i 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 . . 
basts. 

- The child must be a Full-time Student. 

- Tile chiId 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. 

C: 
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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 adnlinistrative order, including a National Medical Support 
Notice. \Ve arc responsible for cieternlinit~g if an order meets the 
criteria of a Qualified hZedical Child Support Order or a National 
Medicd Support iliotice. 

Pesisnated United Resource Neitrwk ficiliq- a Hospitaf that 
the Claims Adrmnistrator names as a Designated United Resource 
Network Facility. A Designated United Resource Nehvork 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 Netivork 
Facility may or may not be located within our geographic area. The 
fact that a E-Iospital is a Network 1-Iospitaf does not mean that it is a 
Designated United Resource Nehvok Facifity. 

Purirbfe Medicrr l f faui~rne~ medical equiprnent that is all of the 
follo\ving 

Can .rvi thstand repeated use. 

* Is not disposable. 

Is used to scWe a medical purpose with respect to treatment of a 
Sickness, Injury or theit sjmptoms. 

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

Is appropriate for me in the home. 

W l P  F ~ ~ e n s e ~  - the amount we \till pay for Covered Health 
Services, incurred while the Plan is in effect, tvhich are determined as 
stated below: 

* When Covered Health Sen4ces are received from Nenvork 
providers, Eligible Expenses are the contracted fee(s) with that 
provider. 

\%%en Covered Health Services are received from non-Netsvork 
providers, unless you receive services as a tesuft 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 compeutiire fees 
in that geographic area, or (2) applying the negotiated rates 
agreed to by the non-Nenvork provider and either the Claims 
Administrator or one of its vendors, affiiiates 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 foliowing 
methodologies: 

As indicated in the most recent edition of the Current 
Procedural Ternunology (CPT), a publication of the American 
h.fedicaI Association. 

As reported by generally recogmzed professionals or 
publications. 

As used for hiledicare. 

As determined by medical staff and outside medical consultants 
pursuant to other appropriate source or determination that the , 

Claims Administrator accepts. 

m i b l e  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 

Eligible Espenses are based on either of the following: or othenvise considered by the Plan Sponsor to be an Employee for c 
xi2 * i% 

;Fa2 
To tvtitint~e reudittlg, go to nghf c & m  on &page. ' C ~ O  To ~otltitiut noding, go to l i  cofr~tan oon riextpoge. , g u c  

. Q I ? ~  
United Healthcare bfediunl PPO Plan for Cinergy Carp. - 01/01/04 : % = k  



Plan Coverage purposes; or a person who retires while covered 
under the Plan. 

Emermncx- a serious medical condition or symptom resulting 
frotn Injury, Sickness or Mental Illness which is both of the 
follow~ng: 

* Arises suddenly. 

* In the judgment of a rcasonablc person, requires immediate care 
and treatment, generally received withm 24 110~1s of onset, to 
avoid jeopardy to life or health. 

EmemcvHealtlr S e m k s  - hez1th care services and supplies 
necessary for the treatment of an Emergency. 

w h ? i . e e  - an Eligible Person who is properly enrofled under the 
Plan. The Employee is the person (xvho is not a Dependent) on 
whose behalf the Plan is established. 

-8- a Dependent who is properly enrolled utxder 
the Plan. 

&~erirz?cntal or Invesri~stional SeM'ce~ - medicd, surgical, 
diagnosuc, psychiatric, substance abuse or other health care senices, 
technoioges, supplies, treatments, procedures, drug therapies or 
devices that, at the tune we make a determination regarding coverage 
m a particular case, are determined to be any of the folloimg: 

* 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 Hospital Formularv Service or the 
United States Pharmaco~oeia D i s~ens in~  Information as 
appropriate for the proposed use. 

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

To E O ~ I ~ ~ I I I I ~  noding, go fa nghf coLll/tt~ ou fhispoge. 
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* The subject of an ongoing clinical trial that meets the dehnition 
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 far treatment) we 
may, in our discretion, determine that an Experimental or 
Investigational Service meets the definition of a Covered Health 
SeMce for that Sickness or condition. For this to take place, we 
must determine that the procedure or tteatment 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. 

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

An accredited high school. 

An accredited college or university. 

.* r i  licensed vocational school, technical school, beautician school 
automotive school ot 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 FuIl-time Student at the end of the calendar month you graduate or 
othenvise cease to be enrolled and in attendance at tile institution on . 
a Mi-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 Sh~dent immediately folloiving the period of vacation, the 

, C; 
Full-time Student designation will end as described above. .x 

Y 0 v a z  * 
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H w ~ r -  - a program or organization auihorized by 
law to provide health care services in the home. 

f£os_nica/- an institution, operated as requited by law, that is both of 
the follouing: 

Is primarily engaged in providing health senices, 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 supemisiyn of a staff of 
Physicians. 

Has 24 hour nurslng senrices. 

ti Nospital is not primarily a place for rest, Custodial Care or care of 
the aged and is not a nursing home, conxralescent home or sirnilat 
institution. 

. . -- the initial period of time, as 
detem-ned by the Pian Admmistrator, during whch Eligible 
Persons map enroll themselves and their Dependents under the Plan. 

m- bodily damage other than Sickness, including all related 
conditions and recurrent symptoms. 

h-~adenr  Rehabilitaa'on Facility - a Hospital (or a special umt of 
a f-lospital that is designated as an Inpatient Rehabilitation Facility) 
that provides rehabilitation health sen~ices ('physical therapy, 
occupational therapy andfor speech therapy) on an inpatient basis, 
as authorized by law. 

Inmitienf Star - an uninterrupted confinement, follo\x?ng forinai 
admission to a Hospital, Skifted Nursing Facility or Inpatient 
Rehabilitation Facility. 

- the maximum amount that we will pay 
For Benefits during the entire period of time that you ate enrolled 
under the Plan, or any other Plan of the Plan Sponsor. When the 
&laximum Plan Benefit applies, it IS described jn (Section 1: W'hat's 
Covered--Benefi ts). 

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, ct seq. and as later amended. 

Menr;tfNealCh - Covered Health Services for the 
diagnosis and treatment of Mental Illnesses. The fact that a 
condition is listed in the current Diagnostic and Statistical b u a l  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 
Senices and Substance Abuse Senices for ~vhich Benefits are 
available under the Plan. 

Ffentaf f l n a  - those mental ileafth or psychiatric diagnostic 
categories that are listed in the current Diagnostic and Statistical 
hlanuaf of the American Psychiatric Association, unless those 
services are specifically excluded under the Phn. 

Nem~o&- when used to describe a providet of health care services, 
this means a provider that has a participation agreement in effect . 
ivith the Claims Administrator or an affiliate (directly or through one 
or more other organizations) to provide Covered Healtll Services to 
Covered Persons. 

h provider may enter into an agreement to provide only certain 
Covered E-Iealth Services, but not all Covered Health Services, or to 
be a Nehvork provider for on& some of our products. In this case, 

-- 
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thc provider wilf be a Network provider for the I-Iealth Services and 
products included in the participation agreement, and a non- 
Nehvork provider for other Health Sen-ices and products. Tile 
participation status of providers w i l l  change from time to time. 

fletrvorkSenefrts - Benefits for Covered I-Iealth Senices that are 
provided by a Network Physiclan or other Network proslder. 

pan-NetrwrkBenefit~ - Benefits for Covered Health Sen-ices that 
are provided by a non-Network Phys~cian or other nan-Kehvork 
provider. 

&en EnroJlment Petiud- a period of time that folfo~vs the Tnittal 
Enrollment Period during which Eligible Persons may enroll 
thetnsehes and Dependents under the Plan. The Plan Administrator 
wall determine the period of time that is the Open Enrohnent 
Penod. 

Out-oE-Pockc-t iMa,~rmuq - the maximum amount you pap 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 h~faximums 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 Senices. If you receive Covered Healdl 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 &faximum, Benefits for those 
Covered I-Iealth Services that apply to the Out-of-Pocket Maximum 
are payable at 100% of Eligible Expenses dming the rest of that 
calendar year. 

- - - -- -- 
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The following costs wvi11 never apply to the Out-of-Pocket 
Maximum: 

* Any charges for non-Covered Health Services. 

Copayments for Covered Health Senices available by an 
optional Rider. 

Any Copayments for Covered Health Services in (Section 1 : 
\%at's Covered-Benefits) that do not apply to the Out-of- 
Pocket Pvlaxinlum. 

The amount of any reduced Benefits if you don't notify Care 
~oordination"~ as described in (Section 1: What's Covered-- 
Benefits) under the MNst Yori No&$ Can Coordifc~tiotr"~? column. 

Charges that exceed W b I e  Expenses. 

Any amounts applied towards meeting your Annual Deductible. 

Even when the Out-of-Pocket Maximum has been reached, the 
following w d  not be paid at 100%: 

Any charges for non-Covered I-Ieaith Services. 

r The amount of any reduced Benefits if you don't notify Care 
~oordination~" as described in (Section 1: What's Covered-- 
Benefits) under the M ~ I I ~  Yurt No#@ Cm? ~ o o r d i n a t i ~ a ' ' ?  column. 

Charges that exceed Eligible Expenses. 
. . ma-- 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. 

Plir.st'cr;.m - any Doctor of Medicine, "M.D.", or Doctor of 
Osteopathy, "D.O.", who is properly licensed and qualified by law. 1 2 Xvr 
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Please Note: Any podiatrist, dentist, psychologist, clliropractor, 
optometrist, or other proirider who acts ivitEtin the scope of his or 
her license ivill be considered on the same basis as a Physician. The 
fact that wc describe a provider as a Physician does not mean that 
Benefits for senices from that provider are available to you under 
the Plan. 

a n  - United HealthCafe Medium PPO PIan for Cinergy Corp. 
Health Benefit Plan. 

Admjnjs@atar- is the Cinergy Corp. or its designee as that 
term is defined under ERISA. 

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

H . e e ~ ~ -  includes a11 of the foltosxing: 

* Prenatal care. 

* Postnatal care. 

Childbirth. 

Any complications associated with Pregnancy. 

- any person \vl~o renres from Cinergy and is determined 
and approved by the Plan Sponsor to be eligible to receive coverage 
under the Plan as a Retiree. 

B- any attached written descEiption of additional Covered 
Ilealth Senices not described in this SPD. Riders are subject ro all 
conditions, limitations and exclusions of the Plan except for those 
that are specifically atnended in the Rider. 

te Room - a room with two or more beds. W e n  an 
Inpatient Stay in a Serm-private Room is a Covered Health Service, 
the difference in cost between a Semi-private Room and a private 

To co~~tintre readit% go to nght cohrrt~t~ otl this page. 
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room is a Benefit oniy when a private room is necessary in terms of 
generaIly accepted medical practice, or ivl~en a Semi-private Room is 
not available. 

Sickness - physical illness, disease or Prepancj?. 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. 

I 
d N-- a Hospital or nursing facility that is' 

licensed and operated as requited 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. 

use SemMces - Covered Health Sewices for the 
diagnosis and treatment of alcohofism and substance abuse disorders 
that are listed in the cment Diagnosac 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 Semce. 

@oroven SeM'ces - 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 foUowing designs. 

WelI-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 cor~tin~~e rrading go to I$/ colllmtl or1 trexfpage. 
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* \Veil-conducted cofiort studies. (Patients who reccive study 
treatment are compared to a group of patients who receive 
standard therapy. The coinparison group must be nearly iden tical 
to the study treatment group.) 

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

If you h a ~ e  a life-tlveatening Sickness or condition (one that is likely 
to cause death \%+thin one year of the request for treatment) we and * 

the Claims Administrator may)-, in our discretion, determine that an 
Unproven Service mects the defir~ition of a Covered Health Service 
for that Sickness or condition. For this to take place, we and die 
Claims Administrator must determine that the procedure or 
treatment is promising, but unproven, and that the senice uses a 
specific research protocol that meets standards equivalent to those 
defined by the National Institutes of Health. 

re Center- a facility, other than a Hospital, that provides 
Covered Health Services that are req~eed  to prevent serious 
deterioration of pour health, and that are required as a result of an 
unforeseen Sickness, Injury, or the onset of acute or severe 
symptoms. 

c 
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Attachment 

Women's Health and Cancer Rights Act 
of 1998 
As required by the Women's ~ e a l t h  and Cancer Rights Act of 1998, 
wc provrde Benefits under the Plan for mastectomy, including 
reconstruction and surgery to achieve symmetry between the breasts, 
prosdleses, and complications resulting from a mastectomy 
(including lymphedema). 

ICyo~i are receiving Benefits in connection wit11 a mastectomy, 
Benefits are also provided for the Foloflo\vit~g Covered Healdl 
Senices, as you determine appropriate -4th your attending 
Physician: 

,All stages of reconstrucuon of the breast on which the 
mastectomy was performed; 

Surgery and reconstruction of the other breast to produce a 
spmetrical appearance; and 

Prostheses and treatment of physical complications of the 
mastectomy, including lymphedema. 

The amount ~ o u  must pay far such Covered Health Services 
(including Copamenis and any Annual Deductible) are the same as 
are required for any other Covered tlealth Sen~ice. Limitations on 
Benefits are the same as for any other Covered Health Service. 

Statement of Rights under the Newborns' 
and Mothersf 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 follo7cvhg a vaginal delivery, or less than 96 hours 
following a cesarean section. I-fowever, Federal law generally does 
not prohibit the mother's or newborn's attending provider, after 
consulting with the mother, from dischatging 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). 

9 . . -  
United MealthCare Medium PPO Plan for Cincrg Corp. - 01/01/04 . k C 3 -  

1 -4w.. 

I 
# V1Ccrt.. 

(iittachmen t I) 



Twe of Plan: Self-insured health and welfare benefits plan, .. s 
Attachment offering group health plan benefits to Employees, ~etirges and their 

Dependents. 

II Name, Business address, and Business Telephone Number of 
Plan Administrator: 

Summary Plan Description Cinergy c o p  
139 East Fourth Street 
Cincinnati, OH 45202 

~ a m e  of Pfan: Cinergy Corp. Health & Welfare Benefits Plan, as it (51 3) 287-3333 
relates to the United HealthCare Medium PPO Plan for Cinergy 
COT; Group Nuinber 239203 

Claims Administratot: The followrng entity provides certain 
aciininisttative services for the Plan. 

Name, Address and Telephone Number of Plan Sponsor and 
Named Fiduciary: United Healthcare Insurance Company 

450 Columbus Blvd. 
Cinergp Cop.  Hartford, CT 061 15-0450 
139 East Fourth Street 
Cincinnati, OH 45202 
(513) 287-3333 

The Plan Sponsor retains a8 fiduciary responsibilities with respect to 
the Plan except to the extent the Plan Sponsor has delegated or 
allocated to other persons or enuties one or mote fiduciary 
responsibility with respect to the Plan. 

Employer Identification Number (EIN): 31-1385023 

IRS Plan Number: 506 

Effective Date of Plan: J a n u q  1,2004 

'Type of Administration of the Plan: The Wan Sponsor provides 
certarn administrative senices in connection with its Pian. The Plan 
Sponsor may, from h e  to time in its sole discretion, contract uith 
outside parties to arrange for the protision 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. ms external administrator is referred to as the Claims 
Administrator. The Plan Sponsor also has sekcted a Provider 
Nehvork established by United HealthCare Insurance Company. 
The named fiduciary of Plan is Cinergy Corporation, the Plan 
Soonsor. 

w a 
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Person designated as agent for service of legal process: 
Senice of process may also be made upon tile Plan Administrator. 

Source of conttibutions under the PIan: There are no 
contributions to the 131an. All Benefits under the Plan are paid from 
the general assets of the Plan Sponsor. Any required Partiapant 
contributions are used to partially reimburse the Plan Sponsor for 
Benefits under the Plan.. 

~'e thod  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 timc, 
the Plan Sponsor will determine the required Patticipmt 
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 Plants 
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 
Adtrunistrator. 

Although the Plan Sponsor currently intends to continue the 
Benefits provided by this Plan, the Plan Sponsor resenres the right, 
at any time and for any reason or no reason at all, to change, amend, 
interpret, modif+, withdraw or add Benefits or terminate this PIan or 
this Summary Plan Descrip~on, in whole or in part and in its sole 
discretion, without prior notice to or approvai by Plan participants 
and their beneficiaries. Any change or Amendment to or termination 

of the Plan, its Benefits or ~ t s  tenns and condition, in whole or in 
part, shall be made solely in a written Amendment (in the case of a 
change or rhendment) 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 formafly granted by the 
terms of the Plan. No person or entity has any authority to make any 
oral changes or Anendments to the Plan. 

Benefits under the Plan are hnished in accordance with the pian 
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 &at all Plan participants shall be 
entided to: 

. Receive Information About Your Plan and Benefits 

Examine, without charge, at the Plan Administrator's office and at 
other specified locationsy such as worksites and union halls, all 
documents governing the Man, including insurance contracts and c 
collective bargaining agreements, and a copy of the latest annual 7;% 

report (Form 5500 Series) filed by the Plan with the U.S. 4: 0 
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Department of Labor and available at the Public Disclosure Room 
of the Pension and \Yeifare Benefit Adnunistxation. 

Clbtain, upon written teqciest to the Plan Administrator, copies of 
documents governing the operation of the Plan, including insurance 
contracts and collective bargabng agrcernents, and copies of the 
latest annual report (Form 5500 Series) and updated Summary Plan 
Descripuon. The Plan Administrator may make a reasonable chatge 
for tlte copies. 

Receive a summary of the Plan's annual financial report. The Plan 
Administrator is required by Ia\v to furnish each participant 74th a 
copy of the summary annual report. 

Continue Group Health Plan Covetage 

Cnntinue health care coverage for yourself, spouse or Dependents if 
there is a loss of coverage under the Plan as a result of a qualifjlng 
event. You or your Dependents may hare 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. 

Reduchon or elirmnation of csclusionary periods of coverage for 
preexisting conditions under your group health Plan, if you have 
creditabIe 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 isstrer when 
you become entitled to elect COBRA continilation coverage, when 
your COBRA continuation coverage ceases, if you request it before 
losing coverage, 01 if you request it up to 24 months after losing 
coverage. LVithout et-idence of creditable coverage, you may be 
subject to a preexisting condition exclusion for 12 months (28 
months for late enrollees) after your enrollment date in your 

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, called "fiduciaties" of the 
Plan, have a duty to do so prudently and in the interest of you and I 

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. 

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 uithin certain time scheduIes. 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 m u a l  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 
Adrnihistrator 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 ma)? file suit in a sbte or Federal court. In addition, if 
you disagree uith the Plan's decision or lack thereof concerning the 
qualified status of a domestic relations order or a medical child 
support order, you may fife suit in Federal court after al l  requited 
review 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 File suit in a Federal court. 
?Ile court will decide who should pay court costs and legal fees. If 
you are successful the court may order tile person you have sued to 
pay these costs and fees. If you lose, tile court may order you to pay 
these costs and fees, for example, if it finds your ciairn is frh-olous. 

Assistance with Your Questions 

Tf you have any questions about your Plan, you should contact the 
Pian 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 
Administtation, 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.\V., iVas1lltlgton, 
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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HMO MEDICAL BENEFITS 
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SUMMARY PLAN DESCRIPTION 
of the 

CROUP HEALTH PLAN 
sponsared 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 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 Manager"). 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 covered 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 carefully before making use of 
Your benefits. 

Any changes in the Plan, a? 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 flumana Insurance Company. When requesting 
authorizations from Humana lnsurance 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 Hulnana 
Service Center is available to be of service to You and will do its utmost to assure that Your questions are 
answered. 

We provide hcaltl~ care coverage to Members equally, without regard to race, color, religion, sex or national 
origin. 

Plan Number: 226j63 
Effective Datc: Januarv 1.2006 



QUESTIONS? 

The f 4urnana 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 Mumana 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, Copayrnents, and Physician selection; 
• Nameladdress changes; 

Benefits/Summary Plan Description clarification; 
Access to health care services; and 

o 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 thq 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 authbrized pursuant to the laws of the srate 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. 

BREAST 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 
Ilecember 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 ltis 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 ~~e 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. 

CONCURRENT 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 EIospital, 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 Ilealth 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 or any of the Employee's 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 Bcnefits 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 fiospital, medical and surgical services. 

Creditable Coverage does not include any of the following: 

accident only coverage, disability income insurance or any combination thereofi 
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 thereof; 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 CI-1AMPUS; 

and 
c. similar supplement coverage provided to group health plan coverage. 

DAY means a 24-hour period starting at 12:O 1 a.m. at the group's address. 



Definitions Continued 

DEPENDENT means a covered Employee's: 

1. Legally recognized spouse; 

2. Unmarried natural blood related Child, stepchild, legally adopted Child or Child placed with the 
Employee for adoption, or Child for which the Employee 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 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 on 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 lo be used by blind 
individuals; insulin pumps and associated appurtenances; insulin infusion devices, and pediatric appliances for 
the prevention of complications associated with diabetes. 

DUBETES 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: 

1 .  it can stand repeated use; 
2. it is primarily and customarily used to serve a medical purpose rather than being primarily for conlfort 

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 functions; or 
3. serious dysfunction of any bodily organ or part; 

With respect to a pregnant woman who is having contractions: 

1. 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, bioiogical product, device, medical treatment 
or procedure that meets any one of the following criteria, as determined by the Plan Manager: 

I .  Reliable Evidence shows the drug, biological product, device, medical treatment, or procedure when 
applied to the circumstances of a pariicular patient is the subject of ongoing phase I, 11, or 111 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 
tIuman Services. 

FAMILY MEMRER 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 acconmodations 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 
auth'orized 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 coordinatedt 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 inedically 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 and/or 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 hidher 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 31 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 offices 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 from 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 HOSPITi4L 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 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: ( I )  Surgical removal of full bony impactions; 
(2) Mandibular (staple) implant; (3) Maxillary or mandibular frenectomy; (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: ( I )  may provide outpatient 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 I-iospital that has been designated to provide services to Covered 
Persons under this Plan. 

PAIXTICIPATING PROVIDER means a Hospital, Pharmacy, Physician or any other Health Services 
Provider who has been designated to provide senlices to Covered Persons under this Plan. 
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Definitions Continued 

PHYSICL4N 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 treatinent 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 I-Iospitals, 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, 

PIAN SPONSOR means Cinergy Services, Inc. 

POST-SERVICE CLAIM means any claim for a benefit under a group 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, on 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 tireatmetit is performed. A licensed Ophthalmic Dispenser, Chiropractor, Certified 
Psychologist or Psycholagical 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. 
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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 lnjury 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. 

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 cornplicntions 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 functional in the arch, and have not been excessively weakened by multiple dental 
procedures. 

SUMMARY 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 andlor 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 lnjury 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 burns. The current International Classification of 
~iseases-9'" Revision specifies these injuries with diagnosis codes 800.0-929.9 and 940.9-959.9. 



Definitions Continued 

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: 

I .  could seriously jeopardize the life or health of the Claimant or the ability of the Claimant to regain 
maximum hnction; 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 and any of Your covered Dependents, unless otherwise 
indicated, 
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ELIGIBILITY AND EFFECTIVE DATES 

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 and/or eligible Dependents during the Open Enrollment Period. 

PRIMARY CARE PHYSICIAN 

You must clwose 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 
noti@ You of the assignment. You can change Your Primary Care Physician from time to time by notifying 
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 full-time or part-time Employee as defined by the Employer; 

2. You reside, live or work in the service area; 

3, You are entitled to participate in group coverage for current Employees of the Employer, as 
determined by the Employer, and accbrding 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 
Eiigibles section). 

Your eligibility date is Your date of hire, date of eligible family status change or January I ,  following Open 
Enrollment, as applicable. 

EMPLOYEE EFFECTIVE DATE OF COVEWGE 

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 31 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 [,ate 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. 

ELIGlBILITY FOR YOUR DEPENDENTS 

Each Dependent is eligible for coverage on: 

1 .  The date the Employee is eligible and enrolled for coverage, if he or she has Dependents who may be 
covered on rhat date; or 

2. The date of the Employee's marriage for any Dependent acquired on that date; or 

10 
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Eligibility and Effective Dates Continued 

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 
t e n s  of a Medical Child Support Order, 

The Employee 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 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 
31 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 sllall 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 of MCSO are available at no cost upon request from the Plan 
Administrator. 
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CREDITABLE 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 a.$ 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 COVEFUGE FOLLOWING INACTIVE STATUS 

if Your coverage under the Plan was terminated due to a period of service in the uniformed services covered 
under the Uniformed 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 (FMLA) 

If You are granted a leave of absence (Leave) by the Eniployer as required by the Federal Family and Medical 
Leave 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 afier the date of reinstatement will be paid as if You had been continuously covered. 

SPECIAL ENIiOLLMENT 

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: 

Legal separation; 
Divorce; 
Cessation of Dependent status (such as attaining the limiting age); 
Death; 
Termination of employment; 
Reduction in the number of hours of employment; 
Any loss of eligibility after a period that is measured by reference to any of the foregoing. 
Meeting or exceeding a lifetime limit on all benefits; 
Plan no longer offering benefits to a class of similarly situated individuals, which includes the 
Employee. 

I-jowever, 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 n~isrepresentation of a material fact in connection with the plan). 

12 
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Eligibility and Effective Dates Continued 

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 qualifiing 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 qualifling 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 aAer a qualifying event, You are considered a Late Enrollee and will not be 
eligible for coverage under this Plan until the next annual Open Elvollment Period, 

Please see Your Employer for more details. 

EXTENDED COVERAGE FOR HANDICAPPED CHIIJDKEN 

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 31 Days before the Child's attainment of the limiting age; and (4) payment of any required plan fee for 
the Child is continued. Goverage~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 
thereafier. 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 I 
is chosen, its issue is subject to the same requirements as for a Covered Employee or Dependent who is under 
age 65. 

lJnder 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 beneiits payable by 
Medicare, Medicare will then determine its benefits. 

For Members in Category 2, Medicare benefits are payable before any benefits arc 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 enro~~eh for Medicare, 
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Employees: Termination of coverage is determined by Your Employer. 

Dependents: Coverage terminates on the earliest of the following: 

I .  The date the Employee'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 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 remarries. 
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CONTINUATION OF MEDICAL BENEFITS 

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 
andlor 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 mis6onduct) 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 11 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: 

* 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; 
Divorce or legal separation &om 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 1 1 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: 

0 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; 

4 The Employee parent3 divorce or legal separation; 
* Ceasing to be a "Dependent Child" under the Plan; 
* The Employee parent becomes entitled to Medicare benefits; or 

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 1 1 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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COBRA Continued 

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 PIgn 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 
notice 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 lo 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. ifowever, 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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COBRA Continued 

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 shiA in prodiiction 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 TA.4 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). llnder 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 1-866-688-4282. T T D m Y  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 evidence 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; 
* 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 11 bankruptcy. 

DISABILITY 

An 1 I-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 detertnination prior to the end of 
the initial 18-month continuation period to be entitled to the additional 11 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 lbmonth 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 qualifying event occurs is 36 months. 
Such second qualifLing 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 bedeficiary to lose coverage 
under the Plan if the first qualifying event had not occurred. You must notify the Plan within 60 Days afier 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 11 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 31 Day grace period. The Employer 
or COBRA Service Provider must provide the individual with a quote ofthe 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 coveragc must bc submitted directly to the 
Employer or COBRA Service Provider. This monthly premium may include the Employee's share and my 
portion previously paid by the Employer. The monthly premium must be a reasonable estimate of the cost of 
providing covcrage under the Plan for similarly situated non-COBRA beneficiaries. The premium for COBRA 
continuation coverage may include a 2% administration charge. Elowever, 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 Cavered 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 Hurnana Insurance Company 
Cinergy Services, Inc. Billing/Enrollment Department 
139 E. Fourth St. 101 E. Main Street 
Cincinnati, OH 45202 Louisville, KY 40201 
Toll Free: 1-866-466-6947 Toll Free: 1-800-872-7207 
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SUBMITTING A C L A ~  

This section describes what a Member (or his or her authorized representative) must do to file a claim for Plan 
bene.fits. 

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. IIowever, 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 the 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 tnust 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: 

klumana Claims Office 
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 
feast once every three months during the year (quarterly). Thc 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 notie 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 Urgent 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 
tepresentative 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. 

e 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 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 
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 bfanager 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 notiQ 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 afier receipt of the llrgent Care Claim by the Plan. 

llowever, 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. 

e 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. 

a The Plan Manager will notify the Claimant of the Plan" lJrgent Care Claim determination as 
soon as possible, but in no event more than 48 hours after the earlier ofi 

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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The Plan Manager will 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 
notify 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 I5 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 far 
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 (MCSO), 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 Member(s) 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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INITIAL 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 afier 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 pracedures 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 Urgent Care Claim, the notice will provide a description of the Plan's 
expedited review procedures applicable to such claims. 

APPEALAS OF ADVERSE DETERMINATIONS 

A Claimant must appeal an adverse derermination 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. Urgent 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: 

liumana G&A 
P.O. Box 14610 

Lexington, KY 405 12-46 10 



CaSC NO. LUU6-UUI /L 
KyPSC-DR-0 1-023 

Page 310 of475 
c. . I  - n n r  en.-.. 

Claims Procedures Continued 

A second level appeal must be made by a Claimant by means of written application, in person, or by mail 
(postage prepaid), addressed to: 

£,.Iumana G&A 
P.O. Box 14610 

I,exington, KY 405 12-461 0 

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 pan, 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: 

G e n t  Care Claims i s  soon as possible, but not later than 72 hours afler the'plan 
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 &an 15 Days after 
----,--- -....-- the appeal request. 
Post-Service Claims period but no later than 30 after ~ a ~ s - a f t e r  the Plan 

.-- ,,.,- -.,- 
Manager receives the appeal request. .--..--. 

Care Decisions Within the time periods specified abo<depending upon the type of 

L ...-.----.,-.-- [ claim involved. 
-, --.-.--. -,.....".- I 

Time Periods for Decisions an Appeal -- Second Level 

Appeals of claims denials will be decided and notice of the decision provided as follows: 
-..---. -- -- ....---"--- - -. 

Fie-service Claims [ Within a reasonable period, but not later than I5 Days after the Plan ] 
Manager-receives thi appeal request. ,,,,, 4 Within a reasonable period but no later than 30 Days after the 
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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: 

1. 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 REQUIRE 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 ofien 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 to 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 
exhausred. 
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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 andlor their Dependents. Coverage may 
continue for up to 18 or 24 months after the date the Elnployee 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 is absent 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 oE 

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 

e 24 months beginning the first day of absence from employment due to service in the uniformed 
services for elections beginning on or after 12f 10/04; or 

e The day after the employee fails to apply for or return to employment as required by IJSERRA, 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 andlor 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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COORDINATION 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 ta 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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In this case, if both plans contain 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 wili 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 wili 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 PIan 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. Afier 
the PIan 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 terns of this Plan: 

I .  The Plan shall be repaid the full amount of the Covered Expenses it pays from any amount received 
from 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 
notify 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: 

Authorizing the release of medical information including the names of all providers from whom You 
received medical attention; 
Obtaining medical information andfor records from any provider as requested by the Plan Manager; 

0 Providing information regarding the circumstances of Your Sickness or bodily Injury; 
e 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 

P 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 COOPEIUTE 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 releasing 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. 
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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. 



GENERAL 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 

1f 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 ReimbursernentlSubrogation 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 cotnpromise. 
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General Provisions Continued 

You hereby agree thacin consideration for the coverage provided by the Plan, You will not i9  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. 

CONSTRIJCTION 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 limitation, 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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PRIVACY OF PROTECTED 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 PIan 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, Plan Manager, and other entities given access to Protected Health Information, as permitted by 
applicable law, will safeguard Protected Health lnformation to ensure that the information is not improperly 
disclosed. 

Disclosure of Protected Health lnformation 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 [nforrnation in its possession only as necessary to 
discharge its obligations as a sew-ice 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 
Cinergy Services, Inc. 
139 E. Fourth St. 
Cincinnati, OH 45202 

Attn: Health Care Group 
Cinergy Services, Inc. 
139 E. Fourth St. 
Cincinnati, OH 45202 

Attn: b1R Specialists of iPeople Center 
Cinergy Services, Inc. 
139 E. Fourth St. 
Cincinnati, OH 45202 

Individuals who have access to Protected Health Information in connection with their perFomance of PIan- 
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 t.Iealth Information. The Plan Manager and 
other Plan service providers will be required to safeguard Protected Health lnformation against improper 
disclosure through contractuag arrangements. 
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Privacy of Protected Health Information Continued 

In addition, You should know that the Employer I 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 PAFtTICIPATING PROVIDERS 

Each Member is entitled to receive the covered Health Services and benefits described below. All such Health 
Services: 

(1) Must be Medically Necessary unless specified otherwise; 

(2) Are subject to the exclusions 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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A. Precertification 

Medical Management is a UtilizatiodCase 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 Precerlification. Refer to Your ID card for the phone 
number to call for Precertification. 

I 
"-- -- 

DESCRIPTION OF SPECIAL PRZ~VISIONS PENALTY 

kzt :t:~~in-'+* Manager must be  
notified prior to-~dmission. If the 
Admission is on an emergency 
basis, the Plan Manager must be 
notified within 48 hours or the first 
business Day following 

-.--.-.- 
Disorder, 

Alcoholism 

--. 
Outpatient Mental Disorder, 
Chemical Dependence or 
Alcoholism 

I 
.....--. 
Skilled Nursing Facility 

Admission, .-- 
The Plan Manager must be 
notificd prior t:~dmission. If the 
Admission is on an emergency 
basis, the Plan Manager must be 
notified within 48 hours or tile first 
business Day following 

-- 
If the Admission is nzprecertified, 
benefits for both the Physician and 
Hospital are not covered. 

- -- --- 
If the Admission is not ~recertified, 
benefits for both the Physician and 
Hospital are not covered. 

Admission. -....- 
The Plan ~ z a ~ e r  must be 

/ not covered. 1 The Plan ~&&er must be I If the Skilled Nursing Facility 

If Outpatient ~ e n t a l s o r d e r ,  
notified prior ti services being 
rendered. 

I notified prior to-services being I Confinement is not irecertified, it 

Chemical Dependence or 
Alcoholism is not precertified, it is 

I rendered. I is not covered. -- 
k m e  Health Care / The Plan Manager must'be 1 If  Home Health Care is not 

I EIospice Care 

notified prior t;services being I precertified, it is not covered. 
rendered. ,., 

"The Plan ~ a n a i e r  must be * b e c a r e  is not precertified, 
notified prior to services being I it is not covered. 

-.-..-..- 
} ? a 1  Injuries and Oral 

L. - notified prior to-services being 
rendered. ,-- -----. - 1 - 

Ifa 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 / MEMBER'S COPAYMENT 

Physician's office (other than I treatment of a sickness or Injury. practitioner 
routine services -  lease see I 

-..., , , SERVICES 
Services received in the 

below for routine Lare benefits) 
Visits while the Member is 
confined in a Hospital 

Must be for the diagnosis, care or 

Only while services are being 
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 

$30 per visit for a general 

$50 per visit for a specialist 
None 

- 
Emergency room visits 

- -- 
Allergy testing, serum and 
injections 
Injections of d r u g s r  medicines 

-....-.... 
$75 per visit 
(waived if admitted) 

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 NOW 
Participating Providers provision 
and the Eligible Expenses For 
Emergency Medical Conditions 
provision. --- .- 

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 iniections or 

"- 
None 

None 

I I given for, or in connection with, I 
lmmunizationg k 

travel. -----..... "P 

x-ray k d  laboratory .--TI$- .........- 

Routine Child care exam $30 per visit for a general 

.---- t $SO per visit for a specialist -- 
Adult routinicare exam t must be appropriate $30 per visit for a general 

imrnunizati&s) of this schedule. 
Does not apply to immunizations 

with regard to Member's age, sex practitioner 
and health status, as determined 1 

..--- ..- 
None 

I refraction and tonometry) practitioner 

1 -... er visit for a specialist 1 1 . . .$50~ . -  
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B. Basic Primary Care Physician's Services (continued) 

Exams 

Routine hearing: Limited to one per Calendar ye&. 

$30 per visit for a general 
practitioner 

MEMBER'S COPAYMENT 
- 

I I I $50 per visit for a specialist 

Routine pap smears I--- 
....- 

Prostate antigen testing - 
Surgery, anesthesia and its 
administration 

Limited to one mammogram for 
women age 35 through 39, one 
mammogram every two years for 
women age 40 through 49, and 
one mammogram per Calendar 
Year for women age 50 and over. - 
limited to one per Calendar Year. 

practitioner exam 

C. Basic Participating Physician's Services (Does Not Include Primary Care Physician's Services) 

Limited to one per Calendar Year. 
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 
payable for incidental procedures. 

--.."". --. "..... SERV'CES - - ' - . k c f o r  
the diagnosis, care or 

-- 
Services received in the 

$50 per visit for a specialist exam 
None - 
None 

--- - --- 

I Physician's ofice 

-,- 

Visits while the Member is 
confined in a 

treatment of a sickness or Injury. practitioner 

- -- 
Only while services are being 
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. 

$50 per visit for a specialist - -..-- ..-- 
None 
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C. Basic Participating Pl~ysician's Services (Does Not Include Primary Care Physician's Services) 
(Continued) 

-- SERVICES . .--- 
Emergency room visits 

..-- 
Allergy testing, serum and 
injections 
Injections of drugs or medicines 

----.. 
Routine vision exams (including 
refraction and tonometry) 

- - 
SPECIAL PROVISIONS 

-- 
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 

q_rovision. -- .- 

-.- -- 
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 iniections or 

Limmunizati&s) of this schedule. , 

Limited to one per Calendar Year. 

$75 per visit 
(waived if admitted) 

.---.,,,.- -- 
None 

None 

--- 
$30 per visit forma general 
practitioner 

visit for a specialist 
Routine hearing: t- Limited to one per Calendar Year. 

. I---- 
Exams $30 per visit for a general 

practitioner 

I I 1 $50 per visit for a specialist 

Testing 
Diagnostic x-ray and laboratory, 
Pathologist and Radiologist 

"-- - 
Routine mammogram 

-,.-. ..- 
Limited to one mammogram for 
women age 35 through 39, one 
mammogram every two years for 
women age 40 through 49, and 
one mammogram per Calendar 

-.."- 
None 

I I practitioner exam 

..... -.- 
/ ~ t i n e  pap s&ars 

...A $50 er visit for ...- a specialist exam 
Prostate anti sen testing Limited to<ne per Calendar Year. --.- 

. Year for women age SO and over. 
Limited to oneper Calendar Year. 

--- 
$30 per visit for a &&era1 



C. Basic Participating Physician's Services (Does Not Include Primary Care Physician's Services) 
(Continued) 

--- 
Second surgical opinion from a 
consulting participating 
Physician 

DESCRIPTION O F  
SERVICES 

Surgery, anesthesia and its 
administration 

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 
ayable for incidental procedures, 

:onsulting Participating physic= 
must personally examine the 
Member. 

$30 per visit 

SPECIAL PROVISIONS 

Includes surgical assistance, 
covered at 25% of the primary 
surgeon's fee, 

No Copayment applies if a second 
surgical opinion is required by 
I-Iumana. 

MEMBER'S COPAY MENT 

None "I 

D. Haspital Services 

SERVICES 
Room, board, general nursing 
care and Medically Necessary 
special diets 

Ancillary services while 
confined, including the 
administration of blood and 
blood components 

SPECIAL PROVISIONS I MEMBER'SC-I 
..- - - 

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 

1 renlaced. 
Emergency room services I Subject to the terms and 
(emergency Sickness or Injury) conditions outlined in the 

Emergency Coverage at Non- 
Participating Providers provision 
and the Eligible Expenses for 
Emergency Medical Conditions 
provision. 

.--..- 
$100 per Admission, limited to 
$200 per Covered Person and $300 
per family per Calendar Year. 

--".."---- 
$75 per visit 
(waived if admitted) 

. Emergency Room services f i r  a 
non-emergency Sickness are not 

--- covered. 
42 
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D. Hospital Sewices (continued) 

DESCRIPTION OF 
- SERVICES - 
Pre-admission tests 

Outpatient Surgery performed in- 
a Hospital 

Other Eiospital outpatient 
services 

--,. ...~- 

SPECIAL PROVISIONS 

Must be ordered by a Participating 
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 

-payable for incidental procedures. 

MEMBER'S COPAYMENT 

None 
-..-. 
$50 per visit 

$50 for CA'PPET scans and MRI 

E. Other Medical and Physician's Services, If Not Provided Under Any Other Subsection of the 
Group Plan 

1 DESCRIPTION OF ] S P E C I A L  PROVISIONS I MEMBER'S COPAYMENT 
.-....--. - 

Chemotherapy, Radiation 
Therapy and Respiratory Thera ,,--..T..7-. -.- -... 

Phase I -.- None 
phases I and 11) 

.--.--*.- Phase I1 - 20% .--..-.... 
Diagnostic procedures, tests or x- $50 for CATPET scans and MRI 
ray exams, microscopic tests, or 
any lab test or analysis made for 
diagnosis or treatment, including 
breast cancer screening ---. 
Speech, Physical and / Speech, physical and occupatiGa 
~ c c u ~ a t i o n a l  therapy therapy are limited to a combined 

maximum of 70 visits pet 
p-. ."--.--. 
Oxygen 

$50 per visit (only one Copayment 
will be taken per visit) 

CAendar Year. , - , , . - . . , . . . - . - -  
Includes the use of equip~nent for 

F~rofessional -zbulance ser&e 

--.-- - ..-. ..,.....- 
None 

its administration. . .--.----. 
None when billed in conjunction 
with an emergency or when 

- 

services are needed. --- ,.. ,.-. ,.. " 

$50 per visit 

~ e n t c r  or a clinic - --., ",--- 1 -- 
Urgent care facility ., 

,-.,...,*...... 

.--..-- ..-,,,* -.... . .... " ---.....-. " 
$30 per visit --.. --..*...*-..7.-.... 
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E. Other Medical and Physician's Services, If Not Provided Under Any Other Subsection of the 
Group Plan (Continued) 

a) Diabetes Self - 
management Training 

b) Diabetes Equipment 

..... 
MEMBER'S COPAYMENT ""- 

-, 

DESCRIPTION OF 
SERVICES 

Diabetic services: 

SPECIAL PROVISIONS 
- 

(exams, x-ray 
' 

and therapy) 

-- - c )  Diabetes Supplies 
Durable Medical Equipment, 
Infusion Pumps for the treatment 
of Diabetes, Prosthetics, 
Prosthetic Wig, Orthotics and 
SurgicalfMedical Supplies 

$30 per visit for a general 
practitioner 

-- 
Durable Medical Equipment must 
be certified in writing by a 
Participating Physician a 
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 Providef if one is 
available. 

$50 per visit for a specialist 

Same as Durable Medical 
Equipment Copayment 

The first prosthetic wig following 
cancer treatment is covered to a 
maximum of 1 wig and $250 per 

All other places of treatment: 20% 

Routine Maintenance Care is not 1 $50 for CATfPET scans and MRI 

lifetime. 
Limited to 15 visits calendar 
Year. 

Exams 

- 
$30 visit (only one Copayment 
will be taken per visit) 

$30 per visit for a general 
practitioner 

I 
I Laboratory and X-ray I 

$50 per visit for a specialist 

/ 'Therapy 

I Surgery 

$30 per visit 

/ None 

SplintlAppliances Limited to one bite splint per Same as Durable Medical 

,,,----.*.. -....----.-- - 
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F. Home Health Care Services 

I DESCRIPTION OF 

speech therapy, medical social 
work, nutrition services and 
home health aide services 

-,- 

Medical appliances and 
equipment,-laboratory services 
and special meals 

- Nursing care must be by, or under 'rpl 
the supervision, of a registered 
nurse, licensed practical nurse or a 
Licensed vocational nurse. 
Precertification is required. , 

None 

1-L PROVISIONS 

G. Skilled Nursing Facility Services 

MEMBER'S COPAYMENT 

.-- 
MEMBER'S COPAY MENT 

''''"''- 

........,..... 
None 

and routine care - -- -. 
None 

,.... - 

H. Hospice Care Services 

IDESCRIPTION OF I SPECMI, PROVISIONS I MEMBER'S C O P A Y M E N T " ~  
..-- SERVICES 
Inpatient respite care 

- 
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 

None 

..-- , 

Drugs dispensed by hospice for 
I pai~man~gernent and symptom 1 I 1 

.,,,,- --.------ 

not covered, 
1 None - as above. Bereavement is 

,---.,.. ,- 
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I. MaternityIFamily Planning Sewices 

DESCRlPTION OF I SPECIAL PROVISIONS I MEMBER'S COPAYMENT - 
--- 
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 

-.--. "- 

None 

I schedule. 
Obstetrical services of a I Includes the cost and 

Hospital services and supplies 
newborn screening. -.- -- 
Only while services are being 
provided under Subsection I 
(Hospital room and board) of this 

~ e d i c a l l ~  Necessary testing. 

Physician --..- 
Pre-natal and nost natal care 

Newborn services -,,,-, I. ..... 

administration of anesthetics. - 
In a Physician's office, includes 

Birthing centers .- 
Infertility Services (Counseling I ~ x z u d e s  in vitro fertilization, 
and Treatment) and Artificial 
Means of Achieving Pregnancy 

Birth control devices, injections, 
implant systems and the removal 

Gamete Intrafallopian Transfer 
(GIFT), Zygote lntrafallopian 
Transfer (ZIFT), donor eggs 
transfer, lntrasytoplasmic sperm 
iniection and any other artificial 
&ans of achiev-i% pregnancy. 

.,--- 

None 
-.- 

$30 for a general practitioner and 
$50 for a specialist for the initial 
visit only; covered at 100% 
thereafter 
None -"- - 
None ... ....-.."- 
20% 

. .... 

life-threatening physical condition 
of the covered female person. I .- 
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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 OMice, 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: 

Limited to 30 Days per Calendar 
Year. Two Days of partial 
hospitalization equals one 
inpatient Day. 

DESCRIPTION OF 
SERVICES 

Inpatientfpartial Hospitalization 
Services 

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 

$30 per visit for a general 
visits per Calendar Year. practitioner 

Precertification is required. $50 per visit for a specialist 

-. I Group therapy is not covered. - 1 -- ----- 1 
Inpatientfoutpatie'nt Alcoholism and Drug Dependency Services: 

-. 
DESCRIPTION OF 

SERVICES 
InpatientlPartial Hospitalization 
Rehabilitation Services 

--. - 
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. 

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 1 /recertification is required. 1 .-- -*-. ,* ----- - 
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J. Mental and Nervous Disorder, Aicoholism and Drug Dependency Services (Continued) 

I I Precertification is required. I I 

SERVICES 
outpatient Rehabilitation 
Services (individual therapy) 

Group therapy is not covered. 
Services while the Covered Person 

Treatment is confined as a bed-patient in a 
Participating Hospital or other 
Approved Ilealth Care Program, 
including day treatment, 
Member must be under 
supervision of a Participating 
Physician. 

Outpatient Detoxification Precertification is required. 50% 
Treatment ----. 

SPECIAL PROVISIONS 
-- 

Limited to one corn$& program 
per lifetime. If the program is not 
completed, services will be 
payable under the Detoxification 
Treatment benefit. 

COPAYMENT LIMITS 

MEMBER'S COPAYMENT 

None 

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 Me~nbers 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. 'I'he Member may call our Customer Service Department for information 
on Copayment limits. 

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 WEALTH SERVICES RENIIERED BY NON-PARTICIPATING 
PROVIDERS 

In the event that specific Health Services cannot bc 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. 



Case No. 2006-00 1 72 
KyPSC-D11-01-023 

Page 333 of 475 

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 Non-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 klospital 
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 t l ~ e  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 ofthe 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. 

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 Deper~dent 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 TRcWSPLANT 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 approvqd 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 pancreaslkidney; 
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 manow 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 from 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 hot 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; 

50 



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 fund, 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 Ogan 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 
wltere 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(s) live more than 100 miles from the 
approved facility. 



Case No. 20114-00 172 
Ky PSC-UR-0 1-023 

Page 336 of 475 

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 medicai 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 andlor Your baby need special care before or afier 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: 

1. Care for conditions that slate 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, vitamins, 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 purcl~ase, fitting or repair of hearing aids or advice on their care; 

9. Weekend non-emergency Hospital Admissions; 

10. lnfertility Services and artificial means of achieving pregnancy, including in-vitro fertilization, unless 
specifically provided under this Plan; 

1 1. Sex change services; 

12. Reversal of elective sterilization; 

13. 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 US, 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, 
irnmunotherapy 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 tile Plan Manager; 

5 3 
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Exelusians and Limitations Continued 

15. Services and supplies for dental care including braces and dental appliances, treatment of the teeth or 
periodontiurn 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: (1) 
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/ortl~agnothic Surgery; 

17. Care and treatment of the feet, unless such services are Medically Necessary as determined by the 
Member's Primary Care Physician; 

18. Onhotic devices, unless such orthotic devices are custom fitted to the Member. We do not provide 
coverage for 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; 

Enrollment in a health, athletic or similar club; or a weight loss or similar program; 

Services for the treatment of obesity, including Surgety; 

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. 

Disposable medical supplies and materials, such as bandages and syringes; 

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; 

Convenience or personal care services such as use of a telephone or television; 

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; 

Vision therapy/training; 

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; 



Case No. 2006-00 1 72 
Ky PSC-DR-01-023 

Page 339 of 475 
-. .. ---. ..-.-. 

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 arid subluxations, unless Medically Necessary; 

3 1 .  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 
internationat 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 conlpensation, 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 ~ihether such coverage was actually purchased; 

40. Bereavement; 

41. Sickness or bodily Injury for which medical paymentslpersonal injury protection (PIP) coverage exists 
under any auton~obile, homeowner, marine, aviation, premise, or any other similar coverage, 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; 



Exclusions and Limitations Continued 

42. Any Covered Expenses to the extent of any amount received from others for the bodily Injuries or 
losses which necessitate such benefits. "Amounts received from 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 involving armed forces of any authority. 



PLAN DESCRIPTION INFORMATION 

Case No. 2006-00 1 72 
KyPSC-IIR-01-023 

Page 341 of  47.5 
" .. - .  

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: 5 1 3-287-3333 

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, 011 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 and their enrolled Dependents. 

6. Plan benefits described in this booklet are effective January 1,2004; revised January 1,2006. 

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, 011 45202 

9. The Plan Manager is responsible for performing certain delegated administrative duties, including the 
processing of claims. The Plan Manager is: 

iiumana 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 may be required to reimburse Cinergy Services, lnc. for a portion of the 
cost of the Plan (such portion may vary by Employee classification), Benefits under the Plan are 
provided from the general assets of the Employer and are used to fund payment of covered ciairns 
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 

11. Each Employe? of the Employer who participates in the Plan receives a Summary Plan Description, 
which is this booklet. This booklet will be provided to Employees 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 andlor contributions may be modified or amended from time to time, or may be 
terminated at any time by the Plan Sponsor. Significant changes to the Plan, including tennination, 
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 from 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 fiom 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 I~as 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. Iiumana 
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 actiocls of the Plan Administrator in 
this regard shall be conclusive upon all interested parties. 
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As a participant in the Cinergy 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 Benefits 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 PLAN COVERAGE 

I. 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, from 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 ( I  8 months for Late Enrollee) after Your Enrollment Date. 

PRUDENT ACTIONS OF PLAN FIDUCLARIES 

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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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 rigl~ts 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, 1J.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 L,abor, 
200 Constitution Avenue N.W., Washington, D.C. 20210. You may also obtain certain publications about 
Your rights and responsibilities under ERlSA by calling the publications hotline of the Employee Benefits 
Security Admitlistration. 
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SUMMARY PLAN DESCRIPTION 
of the 

GROUP m A L T H  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 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 fiumana Insurance Company 
(also referred to as the ''Plan Manager"). 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 covered 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 carefully 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 i s  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 
authorirations 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 
Ilumana'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 t e n s  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 Numbers: 226363.226351 
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: 

e General information pertaining to coverage, emergencies, Copayments, and Physician selection; 
e Name/address changes; 

Benefitsfsummary Plan Description clarification; 
e Access to health care services; and 
* 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 tlte primary purpose of performing surgical 

procedures; 
3. it must provide continuous Physicians' services on an outpatient basis; 
4. it must admit and discharge patients fiom 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. 

BREAST 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 315' 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 whon~ 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. 

CONCURRENT 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 lJospita1, Skilled Nursing Facility 
or Approved Health Care Facility or Program followed by discharge from that same CIospital, 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 Si'ckness 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 or any of the Employee's covered Dependents. 

CREDITABLE COVEMGE 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 CHAMPUS; 
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 thereofi 
supplemental coverage to liability insurance; 
liability insurance, including general liability insurance and autonlobile 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 thereof; and 
c. other similar, limited benefits; 
benefits if offered as independent, non-coordinated benefits: 
a. specified disease of illness coverage; and 
b. Ijospital indemnity or other fixed indemnity insurance; 
benefits offered as a separate policy: 
a. Medicare supplement insurance; 
b. supplemental coverage lo the healrh plan for active military personnel, including CHAMP'CJS; 

and 
C. similar supplement coverage provided to group health plan coverage. 

DAY means a 24-hour period starting at 1201 a.m. at the group's address. 
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Definitions Continued 

DEPENDENT means a covered Employee's: 

1. Legally recognized spouse; 

2. Unmarried natural blood related Child, stepchild, legally adopted Child or Child placed with the 
Employee for adoption, or Child for which the Employee 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 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 on 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 complicatjons associated with diabetes. 

DIABETES SELF-MANAGEMENT TRAINING means training provided to a Member after tlie 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 functions; or 
3. serious dysfunction of any bodily organ or part; 

With respect to a pregnant woman who is having contractions: 

1. 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 approvai and supervision of an Institutional 
Review Board (IRB) as required and defined by federal regulations particularly those of the US. 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 daff 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 and/or treatment of infertility. 

INSURY 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 hisher 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 enrollinent 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 Manager to provide covered services to Members with the Plan Manager's facilities or I~Iospitals, or in 
the private offices 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. 

ME'MBER 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 Classi.fication of Diseases of the U.S. 
Department of Health and Human Services. 

MENTAL ILLNESS means a physical or mental condition having an emotional or psychoIogica1 origin. 

NON-PARTICIPATING ALTERNATE FACILITY means a facility that is physically, organizationally 
and financially separate from 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 lIospital, Pharmacy, Physician, or any other Elealth 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 may enroll themselves and their eligible Dependents. 

ORAI, 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 Frenectomy; (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 outpatient 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 IIOSPITAL 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. 

PWYSICIAN 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 group 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, on approval of the benefit by the Plan Manager in advance of obtaining 
medical care. 

PRlMARY 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. 
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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. 

SEMI-PRIVATE ACCOMMODATIONS means a room with two or more be& 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 lee untreated, will result in a deterioration of the health state of the structure or system@) 
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 functional in the arch, and have not been excessively weakened by multiple dental 
procedures. 

SUMMARY 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 andlor an Employee's eligible Dependent who applies for 
medical coverage within 31 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 chetnical agent. Trauma does not 
include infections or psychic evcnts. Trauma includes fractures, dislocations, sprains and strains, internal 
injuries, open wounds, superficial injuries, contusions and burns. The current International Classification of 
~iseases-9'h Revision specifics 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 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 and/or eligible Dependents during the Open Enrollment Period. 

PRIMARY CAW 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 
noti@ You of the assignment, You can change Your Primary Care Physician from time to time by notifying 
the Plan Manager that You are changing Your Primary Cam Physician. 

EMPLOYEE ELIGIBI1,ITY 

You are eligible for coverage if the following conditions are met: 

1. You are an eligible full-time or part-time Employee as defined by the Employer; 

2. You reside, live or work in the service area; 

3, You are entitled to participate in group coverage for current Employees 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 31 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: 

I .  The date the Employee is eligible and enrolled for coverage, if he or she has Dependents who may be 
covered on that date; or 

2. The date of the Employee's marriage for any Dependent acquired on that date; or 
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3. The date of birthof 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 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 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 afler 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 afier 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 s f  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. MGSO 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 of MCSO are available at no cost upon request from the Plan 
Administrator. 
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CREDITABLE 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 Uniformed 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 (FMLA) 

If You are granted a leave of absence (Leave) by the Employer as required by the Federal Family and'Medical 
Leave 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. 

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: 

Legal separation; 
Divorce; 
Cessation of Dependent status (such as attaining the limiting age); 
Death; 
Termination of employment; 
Reduction in the number of hours of employment; 
Any loss of eligibility after a period that is measured by reference to any of the foregoing, 
Meeting or exceeding a lifetime limit on all benefits; 
Plan no longer offering benefits to a class of similarly situated individuals, which includes the 
Employee. 
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Eligibility and Effective Dates Continued 

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 
MIJS?' 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 after a qualifying event, You are considered a Idate 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. 

EXTENDED COVERAGE FOR HANDICAPPED CHILDmN 

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: (1) 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" 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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MEDICARE ELIGIBLES 

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 E~npioyee other than his or her spouse. 

CAIJCULATION 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 tl~en determine its benefits. 

For Members in Category 2, Medicare benefits are payable before any benefits are payable by the Plan. The 
benefits of the Plao will then be reduced by the full amount of all Medicare benefits the Member is entitled to 
receive, whcther or not they were actually enrolled for ~ed ica re .  
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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 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 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 remarries. 



CONTINUATION OF MEDICAL BENEFITS 

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 
andlor 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 11 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: 

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; 
Divorce or legal separation fiom 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 1 I bankruptcy, 

DEPENDENT CHILD: A Dependent Child covered by the Employer's Plan has the right to continuation 
coverage if goup  coverage is lost due to one of the following quali@ing 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 
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 1 1 bankruptcy. 

LOSS OF COVERAGE 

Coverage is lost in connection with the foregoing qualified events, when a covered Employee, spouse or 
Dependent Child ceases !o 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 noti& 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 
notice 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 aftex Plan coverage ends, or if later, 60 
Days after the date of the notice of the right to elect continuation coverage. If continttation 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 eleclion, 
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 ('I'M), 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 rake 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 toil-free at 1-866-628-4282. TTDiTTY 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 evidence 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: 
a 18 months for an Employee andfor 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 afler the Employer filed Chapter 1 1 bankruptcy. 

DISABILITY 

An 1 I-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 1 1 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 ofthat fact within 30 Days after SSA's determination. 
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SECOND QUALIFYING EVENT 

An 18-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 qualifying 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 qualifLing 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 notify 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 EmpIoyer no longer provides graup health coverage to any of its Employees; 
r 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 11 or XVI of the Social Security Act that an individual is no 
longer disabled; however, continuation coverage w-ill 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 I 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 I I 
months of special coverage will pay up to 102% of the premium cost. 



COBRA Continued 

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, Of1 45202 
Toll Free: 1-866-466-6947 

Humana Insurance Company 
BillinglEnrollment 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 the 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 andlor 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; 

the diagnosis of the condition; C. 

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 
6. 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 

MISCE1,LANEOUS 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 Urgent 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 ta 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. 

ln 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 noti@ the Claimant within a reasonable 
time, as follows: 

PRE-SERVICE CLAIMS 

The Plan Manager will notifL 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. 



Claims Procedures Continued 

Lase No. IUUb-UU I I t  
Ky l'SC-I)R-01-023 

Page 372 of 475 
,- .. r n n ,  nr\.-- 

Iiowever, 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 
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. 

Iiowever, 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. 

8 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 ofi 

1 .  The Ply'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 Carc 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 thc 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 thc 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 afler 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 will 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 
notify 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 aAer 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 wit11 these claims procedures. 

PAYMENT OF CLAIMS 

The Plan Manager will make direct payment to the kIospitaI, 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 rigltt 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 (MCSO), 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 Member(s) 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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INITIAL DENIAL NOTICES 

Claims Procedures Continued 

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 Urgent Care Claim, the notice will provide a description of the Plan's 
expedited review procedures applicable to such claims. 

APPEALS OF ADVERSE DETERMINATIONS 

A Claimant must appeal an adverse determination within 180 Days aRer 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. Urgent 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: 

1,Iumana <i&A 
P.O. Box 1461 0 

1,exington. KY 405 12-4610 
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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: 

fIumana G&A 
P.O. Box 14610 

Lexington, KY 405 12-461 0 

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 bc 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: 
-. - ----- 

Ilrgent Care Claims r-- possible, but not later than 72 hours after the 
receives the appeal request (if oral notification is given, written 
notification will follow in hard copy or elcctranic format within the next 

Manager receives the appeal request. 
Concurrent Care Decisions +---I Within the time periods specified above,-depending upon the type of 

' Pre-Service ~ l a i m F -  
.,.--- --.-,-,,,,,--- 

Post-Service Claims 

I-- I claim involved. - - .--- I 

3 Days). 
Within a reasonable period, but not later 
Manager receives the appeal request. 
Within a reasonable period but no later 

Time Periods for Decisions on Appeal -- Second Level 

Appeals of claims denials will be decided and notice of the decision provided as follows: 

I Pre-Service Claims Within a reasonable but not later than 15 Days after the J31an --'] 

t Manager receives the appeal request. .- -- 
?;osYservice Claims Within a reasonable period but no later than 30 Days 
L / Manager -.. receives the appeal request. - .... --- .A 



Lase NO, LuUO-UUI IL 
Ky PSC-DR-0 1 -023 

Page 376 of 475 

Claims Procedures Continued 

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: 

1. 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 REQUIRE 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 to request an autopsy in the case of death, if state law so allows. 

EXHAUSTION 

Upon colnpletion of the appeals proccss 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 LIMllTATIONS 

A civil action may not bc brought with respect to Plan benefits until all remedies under the Plan have been 
exhausted. 
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THE UNIFORMED SERVICES EMPLOYMENT AND mEMPLOYMENT 
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 andlor their Dependents. Coverage may 
continue for up to 18 or 24 months afier 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 IJSERRA, the Employee or Dependent is responsible for 
payment of the applicable cost of coverage. If the Employee is absent 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 IJSERRA will continue until the earlier of: 

e 18 months beginning the first day of absence from employment due to service in the uniformed 
services for elections made prior to 121 10104; or 
24 months'beginning the first day of absence from employment due to service in the uniformed 
services for elections beginning on or after 121 10104; or 

e The day after the employee fails to apply for or return lo 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. 



Case No. ZUUb-UUI 'I,! 
KyPSC-DR-0 1-023 

Page 378 of 475 

COORDINATION 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 cis 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 detennine the order in which all of the plans pay 
their benefits. This order is shown below: 

I .  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 Ail Services Continued 

In this case, if both plans contain 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 tile 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 
Alldwable 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 he repaid the full amount of the Covered Expenses it pays from any amount received 
from 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 subtogated to the 
Beneficiary's rights to that extent. Regardless of who pursues those rights, the funds recovered shall 
be used to rcimburse 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 ~enef ic ia r~  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 
notify the Pian 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: 

Authorizing the release of medical infonnation including the names of all providers from whom You 
received medical attention; 

b Obtaining medical information and/or records from any provider as requested by the Plan Manager; 
b Providing information regarding the circumstances of Your Sickness or bodily Injury; 
e 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 

s Providing infarmation the Plan Manager requests to administer thc Plan. 

Failure to provide the necessary information will result in denial of any pending or subsequent claims, 
pertaining to a bodily lnjury 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 tfle Plan's recovery rights. You agree to obtain the Plan's consent befbre releasing 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 rccover compensation 
for your bodily injury or sickness and its treatment. 
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ReimbursementfSubrogation Can tinued 

You will do whatever is necessary to enable the Plan Manager to enforce the Plan's recovery rights and will do 
nothing afier loss to prejudice the Plan" 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 eoent, 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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GENERAL PROVISIONS 

The following provisions are to protect Your legal rights and the legal rights of the Plan. 

RE1,ATIONSHIP 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 ifthe 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 ReimbursementlSubrogation 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 employn~ent; 

3. T11e 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 far 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 limitation, 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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PRIVACY OF PROTECTED HEALTH INF*ORMATION 

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, Plan Manager, and other entities given access to Protected Health Information, as permitted by 
applicable law, will safeguard Protected Health Information to ensure that the infomation is not improperly 
disclosed. 

Disclosure of Protected Health Informatioll 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. Ilowever, 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, lnc. Cinergy Services, Inc. 
139 E Fourth St. 139 E. Fourth St. 
Cincinnati, 014 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 lnformation 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 I 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: 

(1) Must be Medically Necessary unless specified otherwise; 

(2) Are subject to the exclusions 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 Wealth 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 io enrollment of additional patients. The Member may request such a transfer as oRen 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 Copay~nent 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 Utilization/Case 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. 

-- 
DESCRIPTION OF ~ S P E C I A L  PROVISIONS PENALTY --'-I 

SERVICES 
Inpatient Hospitalization 

-- 
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 

Inpatient Mental 
Chemical Dependence or 
Alcoholism 

-- .. 
Outpatient Mental Disorder, 
Chemical Dependence or 
Alcoholism 

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 
Admission. 
The Plan ~ a n a g e r  must be 
notified prior to services being 
rendered, 

--...-..--- 
Skilled Nursing ~ & l i t ~   he Plan Manager must be 

notified prior to services being -I-- 
,- "... 

Home Health Care 

--, ..- 
Hospice Care 

-,.-.--. 

Dental 1njurieGnd Oral Surgery 

..-- 
If the Admission is not ~recertified, 
benefits for both the Physician and 
l-lospital are not covered. 

---- 
If the Admission is not ~recertified, 
benefits for both the Physician and 
Hospital are not covered. 

-....- 
If Outpatient Mental Disorder, 
Chemical Dependence or 
Alcoholism is not precertified, it is 
not covered, -. 
If the Skilled ~ u i s i n ~  Facility 
Confinement is not precertified, it 

rendered. rot covered. -*--- 

The Plan Manager must be If Home Health Care is not 
notified prior to services being precertified, it is not covered. 
rendered. ,- - 
The PIan Manager must be / If Iiospice Care is not precertified,- 
notified prior to-services being I it is not covered. 
rendered. .-.-... -,-.. "..-.,,.....- 

The Plan Manager must be 1 if ;dental Injury or Oral Surgery is 
notified prior to-services being not precertifred, it is not covered. 
rendered. - .." ..--.,,-,w.....- -.. ----.... - .-,- ...... 



B. Basic Primary Care Physician's Services 

DESCRIPTION OF 
SERVICES 

Services received in the 
Physician's ofice (other than 
routine services -- please see 
below for routine care benefits) - 
Visits while the Member is 
confined in a Hospital 

Emergency room visits 

Allergy testing, serum and 
injections 
Injections of drugs or medicines 

' Immunizations 
i 

SPECIAL PROVISIONS 

Must be for the diagnosis, care or 
treatment of a Sickness or Injury. 

Only while services are being 
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 diasosis, care or 
treatment of a Sickness or Injury. 
Subject to the terms and 
conditions outlined in the 
Emergency Coverage at No% 
partiiipating Providers provision 
and the Eligible Expenses For 
Emergency Medical Conditions 
provision. --- 

- 
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 
immunizatio@of this schedule. -- 
Does not apply to immunizations 
given for, or in connection with, 
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-- 
MEMBER'S COPAYMENT 

...-....-- 
$10 per &it 

None 

$25 per visit 
(waived if admitted) 

None 

None 

None 

Exams 

travel. 
-,"-"- - 

....... ..-... ,-.--- - 
.... 

~nnuaiexams must be appropriate 
with regard to Member's age, sex 
and health status, as determined 
by the Plan -. Manager. .*--- 

Routine x-ray and la&iator 
Limited to one per ~ a 1 e ; G ~ e a r .  

.-, -...- 
Limited to one per Calendar Year. 

$ I0 per visit 

-.-.-.--.-.- 

......... ......... -- - None 
$10 per visit ....-. , 

$10 per visit 

..-.- 
None ---......- ........... -.-.- 
$10 per visit 

....... ,,.... -.. ..---.---.-....-- 

I Testine I 1 None 1 
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B. Basic Primary Care Physician's Services (continued) 

administration 

- 
MEMBER'S COPAYMENT 

- 
None 

DESCRIPTION OF 
-... SERVICES -. 
Routine mammogram 

.- 
Routine pap smears 
Prostate antigen testing ..- 

Surgery, anesthesia and its 
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. 

SPECIAL PROVISIONS 

Limited to one mammogram for 
women age 35 through 39, one 
mammogram every two years for 
women age 40 through 49, and 
one mammogram per Calendar 

C. Basic Participating Physician's Services (Does Not Include Primary Care Physician's Services) 

Year for women age 50 and over. 
Limited to one per Calendar Year. 
Limited to one per Calendar Year. 
If multiple surgical procedures are 

-- .- SERVICES -- 
Services received in the / Must be f o r g e  

...- 
$10 per visit fGthe exam ..- 
None -.--- 
None 

Physician's office ..- 
Visits while the Member is 
confined in a Hospital 

-.., .--.---- 
Emergency room visits 

treatment of a ~ickGess or Injury. 
Only while services are being 
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 

.-P 

None 

Child, 
.-,,-..---- 1. - ---.-,- -- 

Must be for the diagnosis, care or 1 $25 per visit 
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 I Emergency Medical Conditions 

(waived if admitted) 

.,.....*- ,..., .- .--,-.,.-.* -- 
Allergy testing, serum and I None 
in'ections ...-.- .......... -... I-. .... -*--.----..--,--- 1 ....., ,..... "-p.--"..".---- 
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C, Basic Participating Physician's Services (Does Not Include Primary Care Physician's Services) 
(Continued) - 

[ D E S C R I P T I O N  OF I SPECIAL PROVISIONS 1 SERVICES ,,,, 

Injections of drugs or medicines Must be for the Gatment 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 

,..-,. 

Limited to one per Calendar Year. 

/ Exams I I $10 per visit 

Routine mammogram 
women age 35 through 39, one 
mammogram every two years for 
women age 40 through 49, and 
one mammogram per Calendar 

..,-. .- ( Year for women age SO and over. - 
Routine pap smears 

--, 
Limited to one per Calendar Year. $10 per visit for the exam 

Prostate antigen testing Limited to one per Calendar Year. None ---- 
Surgery, anesthesia and its Includes surgical assistance, None 
administration 

-" -.-. 
Second surgical opinion from; 
consulting participating 
Physician 

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 
indewendentiy. No benefits will be 

for incidental procedures. -.-- 
Consulting Participating Physician 
must personally examine the 
Member. No Copayment applies if a second 

surgical opinion is required by 
EIumana. 
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D. Hospital Services 

SERVICES 
Room, board, general nursing 
care and ~ e d i c a l l ~  ~ecessary 
special diets 

--- --.--- 
Ancillary services while 
confined, including the 
administration of blood and 
blood components 

-.-- 
Emergency room services 
(emergency Sickness or Injury) 

-- 
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 

SPECIAL PROVISIONS 

replaced. 
Subject to the terms and 

MEMBER'S COPAYMENT 

conditions outlined in the 
Emergency Coverage at Now 
Participating Providers provision 
and the Eligible Expenses for 
Emergency Medical Conditions 
provision, 

-.- 
None 

None 

-.-- 
$25 per visit 
(waived if admitted) 

Emergency Room services for a 
non-emergency Sickness are not 

Pre-admission tests 

Outpatient Surgery performed in-' 
a I-iospital 

-. -. 
Other f,lospital outpatient 

covered. 
Must be ordered by a Participating 
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 SO% of the 
Reasonable Cost for subsequent 
procedures when performed 
independently. No benefits will be 
payable for incidental procedures. 

- 
None 

.-.... -- -.,- 

None 

\ 

-- ,---.... ---- 
None 
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E. Other Medical and Physician's Services, If Not Provided Under Any Other Subsection of the 

MEMBER'S COPAYMENT 

None 

Phase I - None 

Phase I1 - 20% 
None 

$10 per visit (only one Copayment 
will be taken per visit) 

None 
- 
None when billed in conjunction 
with an emergency or when 
approved in advance by the Plan. 
None 

-.. ...............- 
None 

- -- 
$15 per visit .- 

$10 per visit 

Same as Durable Medical 
Equipment Copayment 

Not covered 
-"--* 

Group Plan 

DESCRIPTION OF 
SERVICES 

Chemotherapy, Radiation 
Therapy and Respiratory Therapy 
Cardiac Rehabilitation (limited to 
phases I and 11) 

Diagnostic procedures, tests &x- 
ray exams, microscopic tests, or 
any lab test or analysis made for 
diagnosis or treatment, including 
breast cancer screening -- 
Speech, Physical and 
Occupational therapy 

-- 
Oxygen 

Professional ambulance service 

Private duty nursing services 
provided on an inpatient or an 
outpatient basis 
Outpatient care and treatment in 
a Free-standing Surgical 
Facility/Ambulatory Surgical 
Center or a clinic 
Urgent care facility ....... 

Diabetic services: 

a) Diabetes Self - 
management Training 

b) Diabetes Equipment 

C) Diabetes Supplies ..-- 

SPECIAL PROVISIONS 
-- 

-.--.- 

Speech, physical and occupational 
therapy are limited to a combined 
maximum of 70 visits per 
Calendar Year. 
Includes the use of equipment for 
its administration. . 

The Participating physician must 
certify in writing that the nursing 
services are needed. 

-- 
. ...- 

-- .-- 
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E. Other Medical and Physician's Services, If Not Provided Under Any Other Subsection of the 
Group Plan (Continued) 

DESCRIPTION OF 
SERVICES 

Durable Medical Equipment, 
Infusion Pumps for the treatment 
of Diabetes, Prosthetics, 
Prosthetic Wig, Orthotics and 
SurgicaI/Medical Supplies 

SPECIAL 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 

and laboratory, manipulations 
and therapy) 

Chiropractic Care (exams, x-ray 
Year. 

Routine Maintenance Care is not 

lifetime, 
Limited to 15 visits per Calendar 

P 
-- 

Temporomandibular Joint 
Dysfunction (TMJ): 

-- 
MEMBER'S COPAYMENT 

. Physician's office:   one 
All other places of treatment: 20% 

- .. - 
$10 per visit (only one Copayment 
will be taken per visit) 

I Exarnsmherapy I / $1 0 per visit I 
I 1,aboratory and X-ray I I I surgery I / None I 
I Splint/Appliances Limited to one bite splint per Same as Durable Medical 

---.. lifetime. -.-. 

F. Home IIeaIth Care Services 
-- 

DESCRIPTION OF 
SERVICES 

Nursing care, physical, 
occupational, respiratory and the supervision, of a registered 
speech therapy, medical 
work, nutrition services and licensed vocational nurse. 
home health aide services --- Precertification is required. - T  

Medical appliances and 
equipment, laboratory services 
and special meals -- -- 

MEMBER'S COPAYMENT 1 

---,---. 

None 
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G. Skilled Nursing Facility Services 

I DESCRIPTION O F  I SPECIAL PROVISIONS I MEMBER'S COPAYMENT -1 
Room, board, services, supplies Precertification is required. knd routin~~a~evlcEs'''- 1 , , ,  ,, , ,  ,, ,, '1 
Visits from a Physician during None 
Confinement .-- .". 

H. Hospice Care Services 

relief 
pother covereci services kT. ~ereavem:: is -I+ - , ,  ] 

I. Maternitymamily Planning Services 

MEMBER'S COYAYMENT 
-- - 

None 

- 
None 

-- - 
DESCRIPTION OF 

SERVICES 
Inpatient respite care 

Drugs dispensed by hospice for 
pain management and symptom 

DESCRIPTION OF-- 

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 

SERVICES - 
Hospital room and board 

Hospital services and supplies 

SPECIAL PROVISlONS 
-. - .- 
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 
aRer delivery by Cesarean section; 
or 
b) For a shorter length of stay, 
with the consent of the mother, if 
the Primary Care Physician 
detemit~es that the mother and the 
newborn meet medical stability 
criteria and the Plan authorizes an 
initial postpartum Home liealth 
Care visit which includes the 
collection of an adequate sample 
for hereditary and metabolic 
newborn'screening. ---- 
Only while servicesare being 
pro;ided under Subsection I -  
(Hospital room and board) of this 

.- schedule. ,---.".*-- 

45 

..--- .--A 

None 

-,,."-..- --.. ,.. 

None 



I, Maternity/Family Planning Services (Continued) 

r D E s c R m i o N  OF I SPECIAL PFtovrsIoNs I MEMBER'S CoPAYMENT 1 
-.-. SERVICES ,,,,.,.. 

Obstetrical services of a 

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 
C q e  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.) 

Physician 
Pre-natal and post natal care 

-, 

Newborn services 
Birthing centers 
"~nfertilit~ Services (Counseling 
and Treatment) and Artificial 
Means of Achieving Pregnancy 

Birth control devices, injections, 
implant systems and the removal 
of implant systems 
Tuba1 ligations and vasectomies - 

Inpatient and Outpatient Mental and Nervous Disorders Services: 

...-..- 
Includes the cost and 

SERVICES 
Inpatienupartial ~os~italization- 

-....- 
None 

Elective abortions covered only if the 
life-threatening physical condition 

-. ,..-.... covered female person, "..,.. p......p..- 

administration of anesthetics, 
In a Physician's office, includes 
Medically Necessary testing. ,,,,,, 

.-- 
~xcludes 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. 

Services 

...,.. 
$10 for &e initial visit only; 
covered at 100% thereafter ..... 
None .... -... 

None .--.- - 
20% 

..-,..- 

20% 

..... .-,..---- 
None ----..-.. - 

.-.-.-- 
Outpatient Services (individual 
therapy) 

- --.. 
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. 

Limited to 30 Days per Calendar 
Year. Two Days of partial 
hospitalization equals one 
inpatient Day. 

Precertification is required. --- --.- 
Coverage up to a maximum of 20 
visits per Calendar Year. 

Precertification is required. 

Group therapy is not covered. -- 
46 

-...." 
MEMBER'S COPAY MENT 

None 

$10 per visit 
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J. Mental and Nervous Disorder, Afcciholism and Drug Dependency Services (Cantinued) 

Inpatient/Outpatient ~%oholism and Drug Dependency Services: 
-- 

DESCRIPTION OF 1 SPECIAL PROVISIONS I MEMBER'S COPAYMENT 
SERVICES , 1 .- 

InpatientPartiaI IIospitalization Services while the Covered Person 

Outpatient Rehabilitation 
Services (individual therapy) 

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. 

.---.. ..... -.. 
None 

Limited to one complete program 
per iifetime. If the program is not 
completed, services will be 
payable under the Detoxification 
Treatment benefit. 

I I Precertification is required. I 

Precertification is required. - 
Limited to one complete program 
per lifetime. If the program is not 
completed, services will be 
payable under the Detoxification 
Treatment benefit. 

~etoxification 
Treatment 

-- 
None 

Group therapy is not covered. -- 
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, 

........ ....-.- Precertification is required. -..--- ..-...---..*- 
Detoxification Precertification is required. 50% 

COPAYMENT LIMITS 

After a Member makes Copayments equal to $750 in a Calendar Year, no further Copayments rnust 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 tiinits 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 13epartment for information 
on Copayment limits. 
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PARTICIPATING PROVIDER AND FACILITY DIRECTORY 

?he 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. 

MFERRAL HEALTH SERVICES RENDERED BY NON-PARTICIPATING 
PROVIDERS 

In the event that specific Health Services cannot be provided by or through a Participating Provider, a Member 
is entitled lo coverage for Medically Necessary ffealth 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 Non-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 FQR 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 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. 



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; 
iung(s); 
heart-lung; 
liver; 
kidney; 
bone marrow; 
intestine; 
simultaneous pancreas/kidney; 
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 tertn Bone Marrow includes the harvesting, the 
transplantation and t l~e 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 bcnefits and are subject to other applicable provisions of the Plan. 

For a Covered Organ Transplant to be considered fully approved, prior written approval from 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 ifi 

I .  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; 

SO 



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 fund, 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, irnrnunosuppressive 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 lnjury 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; 

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 faciIity. These direct, non-medical costs 
are only available if the Member's immediate Family Member{s) live more than 100 miles from the 
approved facility. 
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The "Humana Beginnings Program" is a service provided to Employees and their eligible Dependenl 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 andlor 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: 

1. 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, Diabetes Supplies, vitamins, 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; 

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 wliich 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, 
immunotherapy for recurrent abortion, chen~onucleolysis, 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; 

53 
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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 In~ury to a 
Sound Natural Tooth, including but not limited to extraction and initial replacement are covered if: 
(1) 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 fining 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 fined to the Member. We do not provide 
coverage for 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. Purcl~ase or rental of supplies of common houscl~old 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 Croup 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 therapyttraining; 

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; 

54 
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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; 

3 1. 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 IIealth 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; 

4 1 . Sickness or bodily Injury for which medical payments/personal injury protection (PIP) coverage exists 
under any automobile, homeowner, marine, aviation, premise, or any other similar coverage, 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 
paymentsIPJP 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 from others for the bodily Injuries or 
losses which necessitate such benefits. "Amounts received from 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 civii 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 involving 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: 5 13-287-3333 

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 and their enrolled Dependents, 

6. Plan benefits described in this booklet are effective January 1,2004; revised January 1,2006. 

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 may be required to reimburse Cinergy Services, lnc. for a portion of the 
cost of the Plan (such portion may vary by Employee 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 

11, Each Employee -of the Employer who participates in the Plan receives a Summary Plan Description, 
which is this booklet. This booklet will be provided to Employees by the Employer. It contains 
information regarding eligibility requirements, termination provisions, a description of the benefits 
provided and other Plan information. 

12. The PIan benefits andlor contributions may be modified or amended from 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 from 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 Eniployee. Nothing in the Plan 
will give any Employee the right to be retained in the service of the Employer, or prohibit the 
Employer fiom discharging any Employee at any time. 

15. This PIan is not in lieu of and does not affect any requirement for coverage by Workers' Compensation 
insurance. 

16. Iiumana Insurance Colnpany 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. Humans 
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 Cinergy 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 fhe Public Disclosure Room of the 
Employee Benefits 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 PLAN 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, from Your group Plan or insurance issuer when: 

a. You lose coverage under the Plan; 
b. You become eiititled 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) afier 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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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 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 Inquiri'es, Employee Betlefits 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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SUMMARY PLAN 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 requifements 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 kIumana Insurance Company 
(also referred to as the "Plan Manager"). 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 covered 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 carefully 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 1-iumana Insurance Company. When requesting 
authorizations from Humana Insurance Company and ordering services, participating Physicians and other 
Participating Providers are acting on Your behalf. Humana lnsurance 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 rend this Summary Plan Description. The klumana 
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, withnut regard to race, color, religion, sex or national 
origin. 

Plan Number: 226363 
Effective Date: Januaw I ,  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 Hurnana 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; 
e Name/address changes; 

Benefits/Summary Plan Description clarification; 
Access to health care services; and 
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. 

BREAST 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 
hcr on the effective date of his or her coverage and ends on the December 3Ist coinciding with or next 
following his or her effective date. 

CHILD means Your natural born or legally adapted 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 depcndent 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. 

CONCURRENT 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. 

COBAYMENT 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 ail provisions of the Plan, including the 
limitations and exclusions. 

COVERED PERSON means the Employee, Retiree or any of their covered Dependents. 

CREDITABI,E 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 0.r 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 CEUMPUS; 
the Indian Health Service or other tribal organization program; 
a state health benefits risk pool; 
the Federal Employees Health Benefits Prograq 
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 sentices. 

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 thereof; 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 CtlAMP'CJS; 

and 
c. similar supplement coverage provided to group health plan coverage. 

DAY means a 24-hour period starting at 'I 2:01 a.m. at the group's address. 
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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 thm 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 on 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 MEDlCAL EQUIPMENT means equipment which meets the following criteria: 

1 .  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 Sicbess or Injury; 
4. it is appropriate for horne use; 
5 .  it is related to the patient's physical disorder. 
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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 functions; or 
3. serious dysfunction of any bodily organ or part; 

With respect to a pregnant woman who is having contractions: 

1. 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, dcvice. 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 producr, 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 Healti? 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 I.J.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 SUIXGICAL FACILITY means a public or private establishment licensed to perform 
Surgcry and which has permanent facilities that are equipped and operated primarily for the purpose of 
performing Surgery. It does not provide services qr accommodations for patients to stay overnight. 

HEALTH SERVICES means the health care services or supplies covered undcr 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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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 and/or 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 enrollmeni period. An individual will not be considered a Late Enrollee if: 

1. the person enrolls during hisher 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 lnjury or Sickness, prolong 
life, promote health o; 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 offices of the Medical Group, as designated by the Plan Manager. 
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Definitions Continued 

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 from 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 fiospital, 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. 
Thesc procedures include but are not limited to the following: (1) Surgical removal of full bony impactions; 
(2) Mandibular (staple) implant; (3) Maxillary or mandibular frenectomy; (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: ( I )  may provide outpatient 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 IIOSPITAL means a Hospital that has been designated to provide services lo Covered 
Persons under this Plan. 

PARTICIPATING PROVIDER means a Hospital, Pharmacy, Physician or any other Ilealth 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. fiumana Insurance Company is not the Plan 
Administrator. 

PLAN MANAGER means Humana Insurance Company (IIIC). 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 group 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 I-lospital Admissions, surgical procedures, outpatient care, and other health care 
services. 

PW-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, on 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 pefiormed. A licensed Ophthalmic Dispenser, Chiropractor, Certified 
Psycl~ologist 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. 
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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. 

RETIREE 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. 

SKlLLED NURSING FACILlTY 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 functional in the arch, and have not been excessively weakened by multiple dental 
procedures. 

SUMMARY 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 andtor an Employee's eligible Dependent who applies for 
medical coverage within 3 1 Days of the eligibility date. 

TOTAL DISABILITY 011 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 burns. The current International Classification of 
~iseases-9" Revision specifies these injuries with diagnosis codes 800.0-929.9 and 940.9-959.9. 



Definitions Continued 

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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ELIGIBILITY AND EFFECTIVE DATES 

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 Pl~ysician from time to time by notifying 
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 full-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 3 1 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: 

I .  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 Reconciiiation 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 of MCSO are available at no cost upon request from the Plan 
Administrator. 
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Eligibility and Effective Dates Continued 

CREDITABLE 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 Uniformed 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 (FMLA) 

If You are granted a leave of absence (Leave) by the Employer as required by the Federal Family and Medical 
Leave 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, 

RETIREE 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; 
6. Any loss of eligibility after a period that is measured by reference to any of the foregoing. 
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Eligibility and Effective Dates Continued 

h. Meeting or 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 andfor 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 qualifling 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 sectian. 

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 an the date of such 
adoption or placement for adoption. 

If You apply more than 31 days after 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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Eligibility and Effective Dates Continued 

EXTENDED COVERAGE FOR HANDICAPPED CHILDRJlN 

Coverage of an unmarried Dependent Child who is incapable of selfsupport because of mental disability or 
physical handicap will be continued beyond the specified limiting age, provided that: (1) 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 hrnished 
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 sthe 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. fIowever, such proof will not be required more often than once a year after the Child's attainment 
of the limiting age. 



MEDICARE ELIGIBLES 

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 Brst 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 oider 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 QF BENEFITS 

For Members in Category I ,  benefits are payable by the Plan without regard ro 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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CONTINUATION OF MEDICAL BENEFITS 

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 
andlor 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 qualifjing 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: 

0 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: 

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; 
0 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; 
0 Ceasing to be a "Dependent Child" under the Plan; 

The Employee parent becomes entitled to Medicare benefits; or 
o Termination of the retiree parent's coverage when the former employer discontinues retiree coverage 

within one year before or one year aRer filing for Chapter 1 1 bankruptcy. 

IJOSS OF COVERAGE 

Coverage is lost in connection with the foregoing qualified events, when a covered Etnployee, spouse or 
Dependent Child ceases t,o 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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COBRA Continued 

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 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 jn 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 I I 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 
notice 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 last. 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 caverage is sent to the COBRA Service Provider 
or Plan Administrator. 
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COBRA Continued 

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 shiA 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 toil-free at 1-866-628-4282. T T D m  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 evidence 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 andfor Dependent whose group coverage ended due to termination of the 
Employee's employment or reduction in hours of employment; 
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 I bankruptcy. 

DISABILITY 

An 1 I-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 same 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 1 1 months of coverage. Each qualified 
beneficiary who has elected continuation coverage :evil1 be entitled to the 1 1-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 18-month extension of coverage will be available to spouses and Dependent children who elect 
continuation coverage if a second qualifying event occurs during the Rrst 18 months of continuation coverage. 
The maximum amount of continuation coverage available when a second qualirying 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 notif) 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 11 or XVI of the Social Security Act that an individual is no 
longer disabled; however, continuation coverage w.iI1 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 31 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 tile Plan for similarly situated non-COBW 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 lo 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 contacring 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, 014 45202 
Toll Free: 1-866-466-6947 

Humana Insurance Company 
BillindEnroll~nent Department 
101 E, Main Street 
Louisville, KY 4020 1 
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, I-lowever, 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 the 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 Office 
P.O. Box 146 10 
Lexington, KY 405 12-46 1 0 

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 reccipts must include the patient name, name of 
item, date item purchased 01. 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 Urgent 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 
representat he. 

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: 

PKE-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 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 
notify the affected Claimant of the extension before the end of the initial 15-Day period, the 
circumstances requiring the extension and the dale 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 ilrgent 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 IJrgent 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 afier 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. 

I The Plan Manager will noti& 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 t l~e 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 will 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 
notify tile 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 decis'ion no later than IS 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 (MCSO), the Plan Manager will make 
rein~bursement 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 Member(s) or Your estate, 

Thc 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 if 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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INITIAL DENLAL NOTICES 

Notice of a claim denial (including a partial denial) will be provided to Claimants by mail, postage prepaid, by 
FAX or by smail, 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 expianation 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 Urgent Care Claim, the notice will provide a description of tile Plan's 
expedited review procedures applicable to such claims, 

APPEALS OF ADVERSE DETERMINATIONS 

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. Urgent Care Claims and Concurrent Care Decisions are subject ta 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: 

klumana G&A 
P.O. Box 146 10 

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: 

Hurnana 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 I~ealth 
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: 

As soon as possible, but not later than 72 hours after the Plan 
receives the appeal request (if oral notification is given, written 
notification will follow in hard copy or electronic format within the next 

1 3 Days). ---. ---. 
Pre-Service Claims I Within a reasonable period, but not later than 15 Days after the Plan 

- 
Post-Service Claims 

!..-. 1 claim involved. ..-.-------- 1 

Manager receives the appeal request. -.--- 
Within a reasonable period but no later than 30 after Days after the Plan 

I Concurrent Care Decisions 

Time Periods for Decisions on Appeal -- Second Level 

Manager receives rhk 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 Ibllows: 
- 

Fre-S%ce claims I Within a reason;Griod, but not later than I S  Days after-] 
-- -- I Manager receives the appeal request. 

k ~ m c e  Claims 1 Within a reasonable period but no later than 30 Days after the ~ l a n *  
1 .----.-..- - . - - . - . -  ( Manager receives ~ h e  appeal request. -- J 
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APPEAI., 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: 

1. 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. 

RlGEiT TO REQUIRE 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 to request an autopsy in the case of death, if state law so allows. 

EX14 AUSTION 

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 UNIFOFtMED 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 is absent 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 o t  

18 months beginning the first day of absence from employment due to service in the uniformed 
services for elections made prior to 12/10104; or 

0 24 months beginning the first day of absence from employment due to service in the uniformed 
services for elections beginning on or after 121'1 0104; or 
The day after the einployee 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 cancurrently 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 ol'any changes in marital status, or 
a change of address. 
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COORDINATION 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 provjsion, 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 wit11 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 tlle 
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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In this case, if both plans contain 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 
~ x p  knses. 

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. Tlie 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. 



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 f i l l  amount of the Covered Expenses it pays from any amount received 
from 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 
notify 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 sl~all 
be entitled to costs or attorney fees from the other for the prosecution of the claim. 

RIGHT TO COLLECT NEEDED'INFORMATIQN 

You must cooperate with the Plan Manager and when asked, assist the Plan Manager by: 

b Authorizing the release of medical information including the names of all providers from whom You 
received medical attention; 

* Obtaining medical information and/or records from any provider as requested by the Plan Manager; 
* Providing information regarding the circumstances of Your Sickness or bodily Injury; 
e Providing information about other insurance coverage and benefits, including information related to 

any bodily lnjury or Sickness for which another party may be liable to pay compensation or benefits; 
and 

8 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 

Yoii 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 cansent before releasing 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. 
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ReimbursementlSubrogation 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 evknt, 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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GENERAL PROVISIONS 

The following provisions are to protect Your Iegal rights and the Iegal rights of the Plan. 

REJATIQNSHIP BETWEEN PARTIES 

The relationship between the Plan Manager, Participating Providers and the PIan 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. 

CONTESTABIIITY 

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 Yo~rr behalf. 

WORKERS' COMPENSATION NOT AFFECTED 

The PIan 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 PIan has the right ta recover as described under the ReimbursementlSubrogation 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 ail of the 
terms of the Plan, including, without limitation, 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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PRIVACY OF PROTECTED 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, Plan 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 far 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 wiI1 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. I-iowever, 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 Hea1tl.i 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 
Cinergy Services, Inc. 
139 E. Fourth St. 
Cincinnati, OH 45202 

Attn: Health Care Group 
Cinergy Services, Inc. 
139 E. Fourth St. 
Cincinnati, OH 45202 

Attn: IIR Specialists of iPeopIe Center 
Cinergy Services, Inc. 
139 E, Fourth St. 
Cincinnati, OH 45202 

Individuals who have access to Protected l-lealth 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 fjealth 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 lnformation 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 lnformation 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 acquiredafrom 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. 



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 Healrh 
Services: 

(1) Must be Medically Necessary unless specified otherwise; 

(2) Are subject to the exclusions 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 tis 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 ail 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, Precertifica tion 

Medical Management is a UtilizationfCase 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. 

DESCRIPTION OF SPECIAL PROVISIONS ' PENALTY 1 
SERVICES 

Inpatient Hospitalization 

--.- 
Inpatient Mental Disorder, 
Chemical Dependence or 
Alcoholism 

- 
Outpatient Mental Disorder, 
Chemical Dependence or 
Alcoholism 

,-- 

Skilled Nursing Facility 

If the ~dmission'is not precertificd, 
benefits for both the Physician and 

Admission is on an emergency 
basis, the Plan Manager must be 
notified within 48 hours or the first 
business Day following 
Admission. 
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 
Admission. --.. 
The Plan Manager must be 
notified prior toservices being 
rendered. 

i -.-"-.- 
The Plan Manager must be 
notified prior to services being 

Hospital are not covered. 

-. --.- 
If the Admission is not precertitied, 
benefits for both the physician and 
Hospital are not covered. 

.--- 
If Outpatient Mental Disorder, 
Chemical Dependence or 
Alcoholism is not precertified, it is 
not covered, - 
If the Skilled Nursing Facility 
Confinement is not precertified, it 

I rendered. - I is not covered. 
Home f+ealth Care ( The Plan Manager must be 1 If Home Health Care is not 

-...-- 
Hospice Care 

-.- 
Dental Injuries and Oral Surgery 

.- 

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 
rendered. ..-." ..... ...-.--..- 

precerti.fied, it is not covered. 

[f 1.1osGZ Care is not precertified, 
' 

it is not covered. 

If a dental Injury or Oral Surgery is 
not precertitied, it is not covered. 

- 
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B. Basic Primary Care Physician's Services 
---- 

below for routine care benefits) 
Visits while the Member is 

DESCRIPTION OF 
SERVICES 

Services received in the 
Physician's office (other than 
routine services - wlease see 

confined in a Hospital 

SPECLAL PROVISIONS 
,., -- 

Must be for the diagnosis, care or 
treatment of a Sickness or Injury. 

.--- - ---- - 
Only while services are being 
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 

immunizatioks) of this schedule. 
Immunizations Does not apply to immunizations 

Emergency room visits 

Allergy testing, serum and 
injections --- " . 
Injections of drugs or medicines 

/ given for, o; in connection with. 
travel. 

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. -.- --- 

" ------- 
Must be for the treatment of a 
Sickness or Injury; does not 
include allergy treatments or 
immunizations covered under 
Subsection B (allergy testing, 
scrum and injections or 

Diagnostic x-ray and laboratory I - ---.." ".- 
Routine child' care exam I -..-.---. --."-- *. 

Adult routine care exam Annual exams must be appropriate 
with regard to Member's age, sex 
and health status, as determined 

- ---- " - by the Plan Manager. - 
Routine x-ray and laborato - -*--"---- 
Routine vision exams i-- (including Limited to one per Calendar Year. 

MEMBER'S COPAYMENT 

$20 per visit 

- 
None 

-- ... , .. , . -. ,.-- 

$75 per visit 
(waived if admitted) 

.- -..-----...- 
None 

None 

--.--,..-....- ..-- 
None 

$50 for CATPET sc&and -. MRI 
$20 ner visit 
$20 per visit 

-- 
$50 for CAT/PET scans and MRI 
$20 per visit 

refraction and 1 I 
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B. Basic Primary Care Physician's Services (continued) 

Exams $20 per visit 

MEMBER'S COPAYMENT DESCRnYTIOn OF 
SERVICES 

Routine hearing: 

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 

Testin 
Routife mammogr& 

C. Basic Participating Physician's Services (Does Not Include Primary Care Physician's Services) 

Limited to one mammogram for 

Routine pap smears - 
Prostate antigen testing 
Surgery, anesthesia and its 
administration 

- - 

None 
None 

room visits 

Year for women age SO and over. 
Limited to one per Calendar Year. 
Limited to one per Calendar Year. 
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 
payable for incidental procedures. 

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. ---- --- 

$20 per visit for the exam 
None .- 
None 

---- 

-- 
MEMBER'S CCOPAY MENT 

$20 visit 

None 

DESCRIPTION OF 
-.. SERVICES 
Services received in the 
Physician's office ----. 
Visits while the Member is 
confined in a kldspital 

.--,---..- 

(waived if admitted) 

SPECIAL PROVISIO% 

Must be for rhe diagnosis, care or 
treatment of a Sickness or Injury. 
Only while services are being 
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 
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C. Basic Participating Physician's Services (Does Not Include Primary Care Physician's Services) 
(Continued) 

- 

/ Exams I I $20 per visit I 

MEMBER'S COPAYMENT 

None 

None 

$20 per visit 

DESCRIPTION OF 
SERVICES 

Allergy testing, serum and 
injections 
lnjections of drugs or medicines 

Routine vision exams (including 

"-* --- - 
Second surgical opinion from a 
consulting participating 
Physician 

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. 

'Testing 
Diagnostic x-ray and laboratory, 
Patholo& and Radiologist 
Routine mamrnogram 

--. -- 
Routine pag smears - 

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 

refraction and tonomeby) 
Routine hearing: Limited to one per -1 

-- -- 
Surgery, anesthesia and its Includes surgical assistance, 
administration covered at 25% of the primary 

surgeon's fee. 

-- 

~imited to one mammogram for 
women age 35 through 39, one 
mammogram every two years for 
women age 40 through 49, and 
one mammogram per Calendar 
Year for women age 50 and over. 
Limited to one per Calendar Year. 

must personally examine the 
Member. No copayment applies if a second 

surgical opinion is required by 
- -- - Ilurnana. - ---.---- 

None 
$50 for CATPET scans and MRI 

- -- 
~ o n e ~ -  

- --- 
$20 per visit for thGexay - 

ayable for incidental procedures. 
ionsulting Participating Physician 

-*.- ---- 
$20 per.visit 
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D. Hospital Services 

DESCRIPTION OF I SPECLAL PROVISIONS I MEMBER'S COPAYMENT 

special diets 

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 

. confined, including the 
administration of blood and 
blood components 

$100 per Admission, limited to 
$200 per Covered Person and $300 
per family per Calendar Year. 

Ancillary services while 

.- 
Emergency room services 

required. 
Only while services are being 

- .  

(emergency Sickness or Injury) 

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 MedicaI Conditions 
provision. 

Emergency Room services for a 
non-emergency Sickness are not 

I covered. 
Pre-admission tests ) Must be ordered by a Participating - 

-- 
Outpatient Surgery 
a Hospital 1 performed at one operative 

Other 1.,Iospital outpatient 

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 f~[~incidental procedures. 

None 

-7 

$75 per visit 
(waived if admitted) 

None -1 
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E. Other Medical and Physician's Services, If Not Provided Under Any Other Subsection of the 
Group Plan 

Center 
Urgent care facility 

/ Diabetic services: - - - * ~ i ~ i t " - - - - ~ ]  

MEMBER'S COPAY MENT 

None 

Phase I - None 

Phase 11 - 20% .--.- 
$50 for CATPET scans and MRI 

DESCRIPTION OF 
SERVICES 

Chemotherapy, Radiation 
Therapy and Respiratory Therapy 
Cardiac Rehabilitation (limited to 
phases I and 11) 

Diagnostic procedures, tests or x- 
ray exams, kicroscopic tests, or 
any lab test or analysis made for 
diagnosis or treatment, including 
breast cancer screening 
Speech, Physical and 
Occupational therapy 

-- - 
Oxygen 

Professional ambulance service 

Private duty nursing services 
provided on an inpatient or an 
outpatient basis --.- 
Outpatient care and treatment in" 
a Free-standing Surgical 
Facility/Ambulatory Surgical 

a) Diabetes Self - 
management Training 

SPECIAL PROVISIONS 

- 

b) Diabetes Equipment 

Speech, physical and occupational 
therapy are limited to a combined 
maximum of 70 visits per 
Calendar Year. 
Includes the use of equipment for 
its administration. 

The Participating Physician must 
certify in writing that the nursing 
services are needed, - 

$20 per visit 

$20 per visit (only one Copayment 
will be taken per visit) 

None 

None when billed in conjunction 
with an emergency or when 
approved in advance by the Plan. 
None 

-- --- 
$50 per visit 

Same as Durable Medical 
Equipment Copaymeni 

c) Diabetes Supplies ,, 1 ---.....-. ..---.--.. --.I 1 Not covered 
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E. Other Medical and Physician's Services, If Not Provided Under Any Other Subsection of the 
Group Plan (Continued) 

The first prosthetic wig following 
cancer treatment is covered to a 
maximurn of 1 wig and $250 per 

MEMBER'S COPAY MENT 

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 
SurgicalRvledical Supplies 

- 
Temporomandibular Joint 
Dysfunction (TMJ): 

SPECIAL PROVISIONS 

Durable Medical Equipment must 
be certified in writing by a 
Participating Physician as 
Medically Necessary, lf 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. 

Chiropractic Care (exams, x-ray 
and laboratory, manipulations 
and therapy) 

Laboratory and X-ray 

S plint/A ppliances Limited to one bite splint per Same as Durable Medical 
lifetime. --- E ui ment benefit 

..4 

lifetime. 
Limited to I5 visits per Calendar 
Year. 

Routine Maintenance Care is not 

ExamsRherapy 

F. Home Health Care Services 

$20 per visit (only one Gopayment 
will be taken per visit) 

$50 for CATPET scans and MRI 

$20 per visit 

MEMBER'S COPAYMENT 
------.- 

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 caremust be by, or under 
the supervision, of a registered 
nurse, licensed practical nurse or a 
licensed vocational nurse. 
Precertifrcation -- is required. - 

-- ---"--- 
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G. Skilled Nursing Facility Services 

I DESCRIPTION OF I SPECIAL PROVISIONS I MEMBER'S COPAYMENT 1 

and routine care 
Visits from a Physician during I------+- None 

SERVICES 
Room, board, services, supplies-"* 

I Confinement I I I 

H. Hospice Care Services 

- 
Precertification is required. 

- -" 

DESCRIPTION OF SPECIAL PROVISIONS I MEMBER% COPAYMENT 

None 

SERVICES 
Inpatient respite care 

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 

relief .- \XGGGEGG Beriavemeni+ - 
,---..... 

/ All other covered services 
L,- not covered. m 

Drugs dispensed by hospice for 
pain management and symptom 

I. MaternitylFamily Planning Services 

DESCRIPTION OF SPECIAL PROVISIONS *- 

required. 
Same as above 

SERVICES 
liospital room and board 

-- 
None 

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 I-Iealth 
Care visit which includes the 
collection of an adequate sample 
for hereditary and metabolic 

-..--. ,tocwbom screening. 
Hospital services and frupplies Only while services are being . . 

provided under Subsection 1- 
(Hospital room and board) of this 

-- . ---- .-- - 
46 

-, -,- --- 
None 

...-----.- 
None 
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I. MaternityIFamily Planning Services (Continued) 

I DESCRIPTION OF I SPECIAL PROVISIONS I MEMBER'S COPAYMENT ) 

t SERVICES ,, I,,, - 
Obstetrical services of a Includes the cost and None --I 
Physician 
Pre-natal and post natal care 

Newborn services 
Birthing centers 
Infertility Services (Counseling 

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 Plzysician. Referrals to Participating Psychiatrist's Ofice, 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.) 

administration of anesthetics. 
In a Physician's office, includes 

and ~reatment) and Artificial - 
Means of Achieving Pregnancy 

Birth control devices, injections, 
implant systems and the removal 
of implant systems 
Tuba1 ligations and vasectomies 
Elective abortions 

- 

Inpatient and Outpatient Mental and Nervous Disorders Services: 

,.,,.... . 
$20 for the initial visit only; 

Medically Necessary testing. 

Excludes In vitro fertilization, 

- 
DESCRmION OF 

SERVICES - 
InpatientlPartial 'tlospitaiization 
Services 

covered at 100% thereafter 
None 
None .,-.-..... - 
20% 

Gamete Xntrafallopian 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, 

--.-A -,..-.-.-- 
Ouipatient Services (individual . 
therapy) 

--  
20% 

None 
None 

.--- 

SPECIAL PROVISIONS I MEMBER'S COPAYMENT 

Limited to 30 Days per Calendar 
Year. Two Days of partial 
hospitalization equals one 
inpatient Day, 

- 
Services while the Covered Person 
is confined as a bed-patient in a 
Participating tiospital or other 
Approved Health Care Program, 
including day treatment. 
Member must be under 
supervision of a Participatiilg 
Physician. 

Precertification is required. 
"*-- --. ------ 

Coverage up to a inaximuin of 

"- 

$1 00 per visit" 

- .  

I visits per Calendar Year, 

Precertification is required. 

/ Group-Jherapy is not covered. 1 --. -.-...7.....-, 
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J. Mental and Nervous Disorder, Alcoholism and Drug Dependency Services (Continued) 

Inpatientfoutpatient ~lcoholism and Drug Dependency Services: 

I 
,,.... 

DESCRIPTION OF SPECIAL PROVISIONS 
SERVICES 

In~atientlPartial Hospitalization I Services while the Covered person 

Outpatient Rel~abilitation I-----------+ 

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. 

Limited to one complete program 
per lifetime. If the program is not 
completed, services will be 
payable under the Detoxification 
Treatment benefit. 

r MEMBER'S COPAYMENT I 

Precertification is required. -- 
Limited to one complete program None 
per lifetime. If the program is not 
completed, services will be 
payable under the Detoxification 
Treatment benefit. 1 " 1 

I I Precertification is required. I I 
~et&ification 

Treatment 

Group therapy is not covered. 
Services while the Covered persox 
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. 

Precertification is required. ,,,, 
b i a t i e n t  Treatment D e t o x i f i c a l i o ~ ~ ~ ~ ~ ~ q u i r e d .  .,----..------. 

"---..- -." --.-.-" --..--... 

COPAYMENT LIMITS 

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 Copaymenls cqual 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. Thcse Copayment limits apply to Copayments made under all subsections of the Health Services 
Agreement, except Durable Medical Equipment and Prostltetics. 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. 



PAK'I'ICIPAI'INC; PROVlDEli  AND FACII,IrI'Y DIRECTORY 

'The Plan Administrator will automatically provide, without charge, information to You about how You can 
access a director): of Participating Providers, appropriate to Your sewice area. The Participating Provider 
directory will be available either in hard copy as a separate docurnent, or in electronic format. Because hcaltl~ 
care Providers enter and exit networks unpredictably, the Plan Manager can be contacted fitr network Provider 
verific;ition. 

REFKIIRAI, IIEAL'TH SERVICES REN1)EREI) BY NON-PAR'TICII'ATINC. 
P1IOVII)ElIS 

In thc event that specific 1-leal111 Services cannol be provided by or through a IJarticipating I'rovider. a Member 
is elltitled to coverage for Medically Necessary I lealtl~ Services obtained tl~rougll Nan-Participating Providers. 
All such liealth services must be ordered or approved by the Member's Primary Care Physician. 'They arc 
subject to all of the ternls, conditions, li~riitations and exclusions of the Suni~nary Plitn Descriptiori. 

EMERGENCY COVEIUGE A'T NOIV-I'ARTlCll'ATING 1'ROVII)EIIS 

'Fhe Plan will pay covered llealth Services and benefits for an Emergency Medical Condition rendered by a 
Non-Participating Provider to a Member. siibject to the terms. conditions. lin~itations and exclusions of the 
Summary i'lan Description. 

'l'he required Emergency Medical Condition and follou-up care, if applicable, must be: (1) of such iln~netliate 
nature that the Member's health may be seriously jeopardi~cd if' taken to a f'anicipatir~g tlospitnl or other 
Sacilit) where the services or the Mernber's Primary Care Plly sician or i3 Participating Physician ivould be 
ttvciilable; or (2) provided under circunlstances under which tile Member is unable, duc to his or her condition, 
to request treatnient at a location uhere the services of the Member's Primary Care Physician or a l'arricipating 
IJh>sician would be available. . 
'fhe Me~nber must notify the i'lan M~nager within 48 liours after emergency services arc initially provided by 
a Non-Participating Provider or as soon tllereaficr as is reasonably possible. Full details of the Emergency 
Medical Condition received shall be made avrtilnblc by the Member at the request of the Plan. 

If the Mctnber is hospitalitcd. tho Member ill the Plan's election may be transferred to a Pr~rticipaling I-lospital 
as so011 as it is tnedically appropriate in the opinion of the attenditlgg Physician. 

El,l(;lIZI,E EXI'ENSES FOR EMERGENCY MEDICAL CON1)I'l'IONS 

l'ligiblc eupenscs for E~nergency Medical Cotlditions are the lteasonable Costs for the I ieall11 Services 
describeti in this contract, provided during the course of' tlic cinergency, and %lien deemed Medically 
Socessar> by the attending J'hysician. 'I'he liealth Services must he providctf by or urldcr the direction of a 
Physicia~l and arc subject to the excli~sions and other provisions o f  the Plan. 

13cnefits are not provided fbr the use of an crncrgcnc! rooni esccpt for treatment of I~niergcncy Medical 
Conditions, enlergencq screening ant! stabili~ation. All Sollo\+ up or continued carc services must he 
nt~thori~ed bq Your Primary Cart Physician 

I I  the Non-Participati~lg Provider dctcrmines that the Sickness or Injt~ry w s  nor scriotis enough to \+arrant 
covcrage as an l<ntergenc) Mcdical Condition. the Mcniber will he responsible for ;it\> Re~lrvriable Costs 
incurrcd for an} treatnicnt t,ccond thc ~nctfical screening and strtbili~ation. 
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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 IJrgent 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 
areti, 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 We 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 preapproved 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(§); 
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 definitian 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 from 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 thc 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 hcility or 
Physician; 

5. Expenses are eligible to be paid under any private or public research fund, 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 sewices are performed at an approved facility and by approved Physicians. 

COVERED SERVICES 

For approved Covered Organ Transplants, and all related compiications, the Plan.wil1 cover only the following 
expenses: 

1. I-Iospital 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. 1-iowever, 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(s) live more than 100 miles from the 
approved facility. 
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DISEASE MANAGEMENT PROGRAMS 

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 andlor 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 IIospital during Your pregnancy, please follow the 
Precenification 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: 

1. 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, vitamins, 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; 

1 1. Sex change services; 

12. Reversal of elective sterilization; 

13. Any drug, biological product, device, medical treatment or procedure which is Experimental or 
Investigational, unless specifically provided under tixis Plan; any drug, biolagical 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 
lawfiilly marketed without approval of the US. 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 US. 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, 
immunotherapy for recurrent abortion, chemonucleolysis, biliary lithotripsy, home uterine activity 
monitor, immunotherapy for food aliergy 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 pllysical 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 
periodontiwn 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: (1) 
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/orthagnotl~ic 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 for 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, wl~ether 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; 

Enrollment in a health, athletic or similar club; or a weight loss or similar program; 

Services for the treatment of obesity, including Surgery; 

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; 

Disposable medical supplies and materials, such as bandages and syringes; 

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; 

Convenience or personal care services such as use of a telephone or television; 

Elective abortion, unless the Primary Care Physician and the Group Plan agree and cenify in writing 
that the pregnancy would endanger the life and health of the mother, or in the case of rape or incest; 

Vision therapy/training; 

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; 

3 1. 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 Croup 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 
anted 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 payments/personal injury protection (PIP) coverage exists 
under any automobile, homeowner, marinc, aviation, premise, or any other similar coverage, 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 
paymentsPlP 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 from others for the bodily Injuries or 
losses which necessitate such benefits. "Amounts received from others" specifically includes, withaut 
limitation, liability insurance, worker's compensation, uninsured motorists, underinsured motorists, 
"no-fault" and automobile rned-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 involving 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, Of-I 45202 
Telephone: 5 13-287-3333 

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, Otl45202 
Telephone: 5 13-287-3333 

4. Employer Identification Number: 3 1-1 385023 
The Plan number assigned far 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 1,2006. 

7. The Plan year and fiscal year are January I 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: 

Mumana Insurance Company 
500 West Main Street 
I,ouisville, KY 40202 
Telephone: Refer to Your ID card 

10. This is a selEinsured 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. far 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 Etnployer and are used to fund 
payment af covered claims under the Plan plus administrative expenses. Please see Your Employer 
for the method of calculating contribt~tion's and the funding mechanism rrsed far the accumulation of 
assets through which benefits are provided under this Plan. 
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Plan Description Inforrna tion Continued 

I I. Each Employee and Retiree of the F~nployer who participates in the Plan receives a Summary Plan 
Description, which is this booklet. I'his booklet will be provided to Employees and Iietirecs by the 
Etnployer. I r  contains information regarding eligibility requirements, termination provisions, a 
description of the benefits provided and other 1311ai infortnation. 

12. 'I'hi? Plan benefits and/or contrib~.~tions may be modified or itme11ded from tiiile to ti~ne, or may be 
terrninatcd ar any time by thc Plan Sponsor. Significant changes to the Plan, including terminatjo~l, 
will be co~nmilnicated to participants as required by applicable law. 

13. Upon termination of the Plan. the rights of the participants to benefits are limited to claims incurretf 
and payable by the Plrin up to the date of termination. Plan assets, if any, will be allocated and 
disposed of' for the esclusive benefit of the participating 1:mployees and their L3ependertts covereti by 
thc Plan, except that any taxes and rzdn~inisrration expenses may be made from the Plan assets. 

13. 'I lic Plan does not constitute a contract between the Lhployer and any Covered Person artd will not bc 
considered as an inducement or condition of the employ~tlcnt of an) limp lo ye^.. Nothing in the Plar~ 
will give any Employee the right to be retained in the scrvicc of' the f;tnplo)er, or prohibit the 
E~nplnyer fiom discharging an? Pmployee at any tin~e. 

15. 'I'his 131an is not in lieu of and does not affect any requirement for coverage by Workers' C:onipensation 
insurance. 

16, f tun~ana Insurance Company has agreed to provide tnedical monagernenl, claims processing, and 
service certtrr call handling services to Mernbers in the 131an. 'The I lcalth Services covercd under this 
Plan % i l l  be provided by and througtt the extensive Ilu~nana panel of Participating I'roviders. I itlnlana 
does not ~~ndcrwritc any of the J31an's bcnefits, and hleinbcrs in this Plan arc not inswed by I lumana. 
*I'l~e Plan Administrator shall have the sole and absolute discretionary authority lo construe and 
iiiterpret t11c provisions of ~ I I C  I'lan. including but not limited to. making all determinations of covered 
njedical expenses and other benetits of the I'lan. All decisions and actions ol'thc I'la~l Administrator in 
this regard shall he cot~clusive upon all interested parties. 
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STATEMENT OF ERISA RIGHTS 
-- 

As a participant in the Cinergy 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 

I ,  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 Benefits 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 PLAN COVERAGE 

1. Continue I~ealth 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, from Your group Plan or insurance issuer when: 

a. You lose coverage under the Plan; 
b. You become eiititled 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, ERlSA 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 athenvise discriminate 
against You in any way to prevent You from obtaining a welfare benefit or exercising Your rights under 
ERISA. 
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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 ~edeial  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, I1.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., Waslzington, 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. 


