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Case No. 2009-00354 
Atmos Energy Corporation, Kentucky/Mid-States Division 

Staff DR Set No, I 
Question No. 1-20 

Page 1 of 1 

REQUEST: 

Provide, in the format provided in Schedule 20, an analysis of the gross additions, 
retkements, and transfers for each major functional gas plant property group or account 
for Atmos-Kentucky occurring in the base period and forecasted test period. For any 
account in which transfers regularly occur in the normal course of business, include a 
general description of the nature of the transfers. 

RESPONSE: 

Please see Attachment I for the requested information. 

ATTACHMENT: 

ATTACHMENT 1 - Atmos Energy Corporation, Plant Data, 6 Pages. 

Witness: Ernie Napier 
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Case No. 2009-00354 
Atmos Energy Corporation, KentuckylMid-States Division 

Staff DR Set No. 1 
Question No. 1-21 

Page I of 1 

REQUEST; 

Provide the following information for each item of property or plant held for future use at 
the beginning of the base period: 

a. Description of property; 

b. Location; 

c. Date purchased; 

d. cost; 

e. Estimated date to be placed in service; 

f. Brief description of intended use; and 

g. Current status of each project. 

RESPONSE: 

Atmos Kentucky did not have property or plant held for future use at the beginning of 
the base period. 

Respondent: Daniel Meziere. 





Case No. 2009-00354 
Atmos Energy Corporation, Kentucky/Mid-States Division 

Staff DR Set No. 'I 
Question No. 1-22 

Page I of 1 

REQUEST: 

List all gas and gas-related properties leased to the utility and all improvements to 
leased properties, together with annual lease payments which are capitalized, in the 
format provided in Schedule 22. 

RESPONSE: 

Please see Attachment I for FY 2009 total rent/lease expensed and capitalized and 
Attachment 2 for a listing of leased properties. 

ATTACHMENTS: 

ATTACHMENT 1 - Atmos Energy Corporation, FY 2009 Total Rent/Lease Expensed 
and Capitalized, I Page. 

ATTACHMENT 2 - Atmos Energy Corporation, Leased Properties Schedule, 4 Pages. 

Respondent: Daniel Meziere. 
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Case No. 2009-00354 
Atmos Energy Corporation, Kentucky/Mid-States Division 

Staff DR Set No. I 
Question No. 1-23 

Page 1 of I 

REQUEST: 

Provide a listing of all non-utility property and accounts where amounts are recorded. 
Include a description of the property, the date purchased, and the cost. 

RESPONSE: 

Account 1210 - Non-utility property had a balance of 166.1 I at the beginning of the 
base period. This amount was booked in error to account 1210 and was corrected in 
August '2009. The amount was expensed. 

Respondent: Daniel Meziere. 





Case No. 2009-00354 
Atmos Energy Corporation, KentuckyIMid-States Division 

Staff DR Set No. I 
Question No. 1-24 

Page 1 of I 

-.- REQUEST: 

Provide the journal entries relating to the purchase of gas utility plant acquired as an 
operating unit or system by purchase, merger, consolidation, liquidation, or otherwise 
since Atmos-Kentucky's, or its predecessor's, inception. Also, provide a schedule 
showing the calculation of the acquisition adjustment at the date of purchase or each 
item of utility plant, the amortization period, and the unamortized balance at the 
beginning of the base period. 

RESPONSE: 

The acquisition balance in Account 1140 is $3,336,783.64 for Kentucky, rate division 
009. This amount has been fully amortized in Account 1150, accumulated provision for 
amortization for Kentucky, rate division 009. None of the amortization was booked 
during the test period. 

Respondent: Daniel Meziere 





Case No. 2009-00354 
Atmos Energy Corporation, Kentucky/Mid-States Division 

Staff DR Set No. 1 
Question No. 1-25 

Page 1 of I 

REQUEST: 

Provide a copy of Atmos-Kentucky’s most recent depreciation study. If no such study 
exists, provide a copy of Atmos-Kentucky’s most recent depreciation schedule. The 
schedule should include a list of all facilities by account number, service life and accrual 
rate for each plant item, the methodology that supports the schedule and the date the 
schedule was last updated. 

- RESPONSE: 

Please see Attachment I for a copy of Atmos-Kentucky’s most recent depreciation 
study. Also, please see Attachment 2 for a copy of Atmos-Kentucky’s existing 
depreciation rates and average service lives as approved in Case No. 2006-00464. 

ATTACHMENTa 

ATTACHMENT 1 - Staff DR 1-25 - 2005 Kentucky Depreciation Study, 30 Pages. 

ATTACHMENT 2 - Staff DR 1-25 - Current Depreciation Rates & ASLs Approved in 
Case No. 2006-00464, 2 Pages. 

Respondent: Greg Waller 
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Book Depreciation Study of  
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Kentu~ky Properties 
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Al7ACHMENT 1 
TO STAFF DR SET NO. 1 
QUESTION NO. 1-25 ' 



Book Depreciation Study o f  
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As of September 30,2005 
entucky Properties. 



I 

Attention: Mr. Thomas Petersen 

A comparison of the effect ofthe existing rata8 and the rtx.mnmended rates is s h w n  

PlBdUGtiOa 
Srnrage 
Transmission 
Distribution 
General 

T0ta.I 

0.00 . 3 37 
' 1.58 3.81 

1.37 1,80 
3.92 3 -95 
8.90 8.52 

3 '93 3 97 

2 



The summary above is taken h r n  Sohedule 1, which showg the: annual depreciation 

m m b  calculated fram h0 lexisting rates and fhR recommended a c c o d  rates and tbe 

differences. Based uponthe September 30,2005 dqrctciable b a l m ,  i.hn recammended 

l l m  following sections ofthis report describe the naefhods of analysis used ancl fhhe bases 

’for the conclusions reaohed. Thc re:mainder of the report Wrill present the results and 

to meet with youto dismss tha martas presented ih this repart, if ybu d8sire. 

Pxesidemt ’ 

3 



systematic and ri-sfiond. To be systematic and mtkmal, depreciation should, to  the extent 

referred fo as the ''cause md eEed' phciplls; thus, both the cause and the &kct are 

Therefbre, the cansumpticin o f  utility assets &ust %e mmured directly by c o n d u w  a . 

4 



DEPRWLATJON DEFNMONS 

5 



These; definitions are consistenf with the purpose o f  depreciation, and the study reported 

here was mnduc;ted m B m m t x  knsistent with both. 

.ACCOMPLISHMENT QF AEOUNTING AND WGULATORY PlUN‘CXPLES . 

depreciable property group has rn average service life. However, Very little of the 

ALa. ALG and ELG 

mx-age ]ti% and ELG uEiIizing actual life, For ALG, all properly in.C%e group is assumed , 

straight-line over life measured by thne, with ALG utilizing 
. ”  



portion ofthc: group retires at an age equal to wts average service life. Far the average to 

exist, abaut half the hvesfrnent in an asset group will be retired at ages bss than average 

life, a s d 1  amount at average life, and the rest at a& greater than average a. Et is the 

use ofthis disgatsion in the calc~laf.ion that muses ELG rates tcs beeer match cast 

matohm the recording of consumption with ;~tctud consumption, cusbmem will pay &he 

actual cost incurred to serve them. %e ELG pmoedure is recommended, consistent with 

reoammended depreciation r d w ,  and presents the results af the mte calculations. 

7 



The typical study consists o f h  foIl&ing sfeps: 

Step One is B Life Analysis consisting ofthe de~emimdian af historical 
+ixperience md an evaluation a f h  applicability oftbat experience to surviving 
PrOPertJ'. . .  

Step Two i s  a Sahage and Cast of Removal Analysis comisthg of a study of 
satv&ge md cost ocrfremovd expwience and m evaluation of h applicability of 
that experience fr, iuniiving propem, 

Step Pour is thheidebmination ofthe depreciation rate applicable to eaoh 
I depreciable prop&* gmup recognizing the i& ofthe work in Steps One 

through h, and a mnpwison with the existing depreciation rates. 

The Life Analysis fox the property concerns the d&,ermination nf average serdct: lives 

C'A5.L'') and low-type dispersion patterns. An e v d d o n  ofhmtmmt experieme 

suitably tenapew.d by informed judgment as tr, the fiiQ;re applicability to surviving 

dispersions. 

2005 was analyzed wing the; Aoluarial Method pf Life Analysis, 

used because aged data aw; avajlable fur cerlain asset ~tegories. 
I .  

This rn ethod could be 

8 



. The acharial. method determines actual SW~VOR curves (observed life tabks) for selected 

periods of aotual retirement experience. In orcler tu recognize treads in life ohmteristbs 

and tu ensure that the valuable information in the curves is a r ~ a  ilablle to the analyst, 

perhds of refiremant axperl'ewa. The average service ljws atld m t b m n t  dispersion 

patterns indicated by the actual survivor  curve^ wax identified by visually fitting Iowa- 

type dispersion curves to the actual cums, M-mrnent dispersion refas to tbe pattern of 

retixemenb as a fhction of age over the: life af each properp group, For ewb asset 

category, an Iowa-type curve c m b h d  Wh an estimated average sewke Xi% was . 

each selection. . 

9 



p~riad was available. 

‘ SALVAGE COST OF ~ZEMOVAL ANALYSIS, 

evaluation a€ salu-age md cost of r e m o d  experience suitably tempered by i d o r d  



judgment as to the fkwe applicability to smivuing property formed the basis for the 
! .  

dermhatictn bf dvqp and cast of removal factors. 

caused the: salvage and cost of removal to occur, 

Analysis, which jnvdve the measurement of what has occurred in the past. History is 

sometimm a misieadhg indicator o€ the future. "here are many Ws of e ~ m t s  that can 

cause history to be misleading, among them significant &anges contemplated in the 

usderlyhg wcounting procedures mdhr cfrmges in ofher management practices, such as 

mhwance  procedum. It is the evaluation phase of a dpreciatirsn study fhat identifies 

if history is ti goad indicator of the fbixire, Bfmd acceptance of history oftw results in 

I 

11 



CALCULATION OF DJ~PRECIATIDN RATES. . 

12 



RE3l.XTS 

Amrnparkm offhe existing deprmiation mtm to the pmposad study &pre;oiation &s 

c m  be found on Schedule 1 in this mpart. A Wng, by account, of the existing and ihe 

proposed mortality chmcteristcs cm ba found an Schedule 2 in &is report. 

Productim Plad 

The accounts h this firtlctiolrd category have not: been depreciated in the past, The 

Storage Plant 

category i s  Account 367, Mdins. An average smCce YtFe of55 years w 8 9  selected with an 

R1 Iowa curve. Not salvage is estimated f.0 be negative; 25%. Il*he increase in annual 

depmdafion expense is $1 52,284 

3.95%. Longer lives were offset by wgadve net: salvage. Two i t~cowts comprise dm 

13 
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RECOMMENDATIONS 

3,37% 

1 .SO% 
3 9 5 %  
x .52% 

1 ,ai% 



s51.oa 
35280 
352.03 
352.1 1 
354.00 
356.00 

365.20 
36iii.00 

389.00 
amoa 

974.u 
376.00 
976.W 
378.50 
379.w 
d BOx)[1 
3 81 .OD 
3B2.00 
3831)o 

.304.9[3 
385.00 

380,Uo 
. 3m.m 

331 .M 

Fully D&redat%d Plant 
TOM PlantlnSewlce 277,912,512 

1-93 5,%5 
271 58,878 
0.00 0 
183 988 
1.51 8.258 

6.26 
337 -- 4,363 . 4,383 

0.89 . 7,229 
f.39 3,031 
I,* 218.988 

a 5  ~ 13,401 15, i 73 
2.05 5 . m  1,669 
2.85 ~7,827 127,858 

2.28 87,3f1 1,48 43,683 (WSW) 
f.37 355,444 1.M. . dlQ727 . . 112,286: 

1.86 
9.f 8 
2.43 
1.92 
2 , a  
5.23 
0.w 
4.61) 
2-m 
2002 

' 2SI 
3.85 

as 1 95,7351 
2.3Q 3z.Iiu 
622 145,9# 

59.78 455873 
6.63 f4R426 

2036 . iS?,?@Q 
5443 8'1,347 
4.26 * Bz1018 

. 2.71 4,789 
522 26,715 
D.61 16,487 

Y9.16 46,555 

76,267 
@3a,4QJl, ' 

{I 8.1 341 
387,436 
711,65d 

1 19.254 
3336 

il44,2SIl 
gam) 
{46,418) 
(483,800) 

8.043 
12-50 81,342 26,pSU 
8.90 1,424,775 8.62 1.364,507 f60.208) 

3.87 10,920,838 123,599 



325.20 
328.4D 
33B.00 

116 
50 

40 
40 
40 

BO 
45 
6Q 

. .  

85 w 
50 R9 
55 R1 

0.10 

0.80 

379.00 
38D.OP 

382.UR 
383.QO 
38490 
989.00 

1. 

a im 

990.00 
SBO.OB 
361100 

- 39200 

3M.W 
3B7.W 
388.00 
393 01 
989.03 
39u.w 
383.07 

. s9!J.D5 

394.110 

44 
16 
36 
35 
35 
35 
40 

4s 
2a 
$5 
B 

9(5 
li5 
15 
10 
'I 
T 
5 
6 
a 

s1.6 
R1 
R2 
R2 
R2 
R2 

SI .5 

RS . 
SQ 
84 
R1.5 
51 
L2 
s5 
R3 
8Q 
S Q .  
Rti 
R5 
SQ 

SI) R1 
40' Rf.6 
25 RPA 
40 R1 

35 Q2 
4 o M  

30 so 

(5 L2 
25 K4 
13 LO 

20 56 
15 15 
2D $2 
20 R5 
10 6Q 
1Q SQ 
90 11 
5 51.5 
0 R5 

a SE 

0 $5 
0 75 
0 25 
0 25 
Q 0 
a 0 
2 17 
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C&CU]LATION OF EQUAL LIFE GROUP ’I3EPRECIAIITON RATES 

It is the group concept of depreciafionfhat le& ta the existence of the ELG procedure for 

d d a t i n g  depreciation rates, ?Ibis mmpt has been an integral, part of ut%@ depeciathn 
amMnEiag practices fur many years. U d a r  the group concept, them is no attmnpt to keep W k  

of the depeci~on appbabh to individual items of property. T h i s  is mt surprising, in view of 

thie mdlicms of items m&g up a utility system. &y item retired is assumed ta be filly 
depreciabd, no matter when the retirements occu, The group of pmpwty would haup; some 
average HJGe. “Averrage)’ is fhe result‘ of m a%hrn.etici caloulatbn, md there is m ~5summ that 

any of property in the group is “avwaga” 

Zhs term “average ~enriw life” used in the mnkxt of book depreciation is yell lcno.cm, .and its 



The subscripts on Figure 1 indicate the range ufdispatsion, with the high humber (4) indicating a 

ns~row dispersion, and the low number [I] indicating a wide dsperston pnt#crn. For emple,  

the R1 cufye shorn QIZ the Figure indicaia retirements starl. h d a t e l y  and some afthe 

property wil l  last tw&e as long as the average service life. The dispersion pattern trmslak to 



. APPENDXXA ’ 
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life and negative 5% salvage would have an ALG whole lib rate of (100 $. 5).!35, or 3,00%. 
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A Simple Illustration of= 

bdng produced by it portion of the matfix, 





! 

. .  

AZIP€NDXA 
PACE 6 UT: 10 

Since this example is €01 a n m w  dispersion pattern, the first retirement QCCWS at age 1 9 years 

and the vlntag6 composite rate  ram^ 2.704% at age 19.5 yearsl became the first retirement 

drops &e 5263% rate from thr: summation. 
. ,  

Depmdhg 0x1 &e dispersion patfmm, the number of retirement frequencies making up the 

compl& curve can be up to  about 4.4 times the number of years of average service life. Thus, 
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TABLE 1 

Where; 

. PI3 

As 

PS 
ASL 

BR 

i s  Depreciable Balarrce, % 

i s  Average; Net Salvage, % 

is Futuie Net Sdvage, % 

is Average $&ice Life, years 

is.D'epreciatianhsem, % 
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TABLE 3 Page 10 of 10 

DE+RMINAT[UN OF DEPR~VZTION RATES BY ELG’ PROCEDURES 

&E 
Yeers 

0.5 
1.5 
2.5 
3.5 
4.5 
5.5 
6.5 
7.5 
9.5 

. 303 
1125 
-I25 
I36 
14.5 
15.5 
18.5 
17.5 
lQ,5 
20,5 
21.5 
225 
2Z# 
24.5 
25.6 
26.5 
27.5 
29.5 
30.8 
3f.5 
,325 
33.6 
34.5 
35.5 
36.5 
31.5 
38.5 
40.5 
41 -5 
42.5 
43.5 
M.5 
46.5 
48.5 
47.6 
49.5 
50.5 
5f -5 
53.6 
64.5 
55.5 
58.5 
67-5 
59.5 

I 61.5 
87.5 

Totais 

4,2~,2a5 
800,784 

%O,M 6 
43,456,063 

01.456 
672,403 

Z,OQ3,991 
IL,B05,848 
1,84.2,M3 
222.m2 
BS,BB‘I 

4,985 
72.942 

219,103 
120,885 
37,612 
339,238 
338,723 

10,375,359 
4.48 1,906 
6,923,340 

78.848 
3115,9 ?6 

?0,312,588 
2,754,087 
Q25E8;l08 
5,556,083 
23,383 

3,313,584 
32,279 

152,658 
171,483 
lBi=iI% 
70,420 

1,7812,312 
2,270,555 

I87 
20,185 
12,8813 

706 
2,652 
6,422 

19,673 

2,286 , 041 
16,6I4 

152L),752 
684 $1 0 
47,173 
22,725 

580 
722 

3,085 
644,400 

. 3 2 ~ 5 e  

. 1926 2 
3 19,028,881 

SALVAGE i w  = 

134~58.36 
21,851.86 

1,822.73 
t,174,952.Q# 

2,20243 
4,q3.11 

56,7532cl . 
72,623.55 
44,408.60 
s,ots.’;rs 
2,318.13 

134.79 

5.825.80 
a,zw.Qa 
.I ,001.55 
9,122 21 
8,101.41 

2ao,za2.a# 
420,86325 
459,610.90 

2,11$.$7 
8,180.42 

275,375,W 
73,203.24 . 

252,715.77 

1,072.23 . 

1 44, esg-54 
6435.42 

a6.w 2 -50 
819.46 

3,80224 
4,238.70 
4,085.35 
1,083.22 
4&036.33 
51 ,I 31.79 

4.1 3 
436.44 
ZT2.4D 
‘14.87 
54.13 

“ 128.81 
386.07 

. 6,266.69 
42,643.47 

2BB.86 
74,308.98 
32.09D.28 

am.m 
’ 389.52 

8.48 
42.02 
45.24 

“1.353.88 
0.01 471 ’ 0.03 

3,i33,73I).27 





CASE NO. 2009-00354 
ATTACHMENT 2 

TO STAFF DR SET NO. 1 
QUESTION NO. 1-25 

ATMOS ENERGY CORPORATION - KENTUCKY 
Current Depreciation Rates and Service Lives 

~- Account Description 

INTANGIBLE PLANT 
301 .OO Organization 
302.00 Franchises & Consents 
303.00 Misc. Intangible Plant 

NG PRODUCTION PLANT 
325.20 Producing Leaseholds 
325.40 Rights of Way 
331 .OO Gas Wells Equipment 
332.01 Field Lines 
332.02 Tributary Lines 
334.00 Field M&R Station Equipment 
336.00 Purification Equipment 

STORAGE PLANT 
350.10 Land 
350.20 Rights of Way 
351 .OO Structures and Improvements 
351.02 Compression Station Equipment 
351.03 M&R Station Structures 
351 "04 Other Structures 
352.00 Wells \ Rights of Way 
352.01 Well Construction 
352.02 Well Equipment 
352.03 Cushion Gas 
352.10 Leaseholds 
352.1 1 Storage Rights 
353.01 Field Lines 
353.02 Tributary Lines 
354.00 Compressor Station Equipment 
355.00 M&R Equipment 
356.00 Purification Equipment 

TRANSMISSION PLANT 
365.10 Land 
365.20 Rights of Way 
366.02 Structures and Improvements 
366.03 Other Structures 
367.00 Mains - Cathodic Protection 
367.01 Mains - Steel 
369.00 M&R Station Equipment 
369.01 M&R Station Equipment 

- 
- 

50 
50 

50 

50 
50 
50 
45 
50 
50 
50 
50 
50 
50 
50 
40 
40 
50 
50 
30 

- 
55 
50 
50 
55 
55 
45 
45 

Depr 
Rate 

0.00% 
0.00% 
0.00% 

5.89% 
2.29% 
0.00% 
0.00% 
0.00% 
0.00% 
5.26% 

0.00% 
0.92% 
0.60% 
0.60% 
1.93% 
0.60% 
2.11% 
2.11% 
2.71 % 
2.38% 
0.30% 
0.44% 
1.35% 
I .35% 
0.60% 
0.12% 
1.30% 

0.00% 
I .65% 
2.05% 
2.05% 
1.69% 
1.69% 
1.48% 
1.48% 



CASE NO. 2009-00354 
ATTACHMENT 2 

TO STAFF DR SET NO. 1 
QUESTION NO. 1-25 

ATMOS ENERGY CORPORATION - KENTUCKY 
Current Depreciation Rates and Service Lives 

Account Description 

DISTRIBUTION PLANT 
374.00 Land and Land Rights 
374.01 Land 
374.02 Land Rights 
375.03 Other Land 
375.00 Structures and Improvements 
375.01 Structures & Improvements TB 
375.02 Land Rights 
375.03 Improvements 
376.00 Mains - Cathodic Protection 
376.01 Mains - Steel 
376.02 Mains - Plastic 
378.00 M&R Station Equipment - Gen 
379.00 City Gate Equipment 
379.05 M&R Station Equipment - TB 
380.00 Services 
381 .OO Meters 
382.00 Meter Installations 
383.00 House Regulators 
384.00 House Regulator Installations 
385.00 Industrial M&R Equipment 
386.00 Other Property on Cust Prem. 

GENERAL PLANT 
389.00 Land and Land Rights 
390.02 Structures and Improvements 
390.03 improvements 
390.04 Air Conditioning Equipment 
390.09 Improvements to Leased Premises 
391 .OO Office Furniture and Equipment 
391.03 Office Machines 
392.00 Transportation Equipment 
392.01 Trucks 
392.02 Trailers 
394.00 Tools, Shop and Garage Equip. 
396.03 Ditchers 
396.04 Backhoes 
396.05 Welders 
397.00 Communication Equipment 
397.01 Mobile Radios 
397.02 Fixed Radios 
397.05 Telemetering 
398.00 Miscellaneous Equipment 
399.01 Servers Hardware 
399.02 Servers Software 
399.03 Network Hardware 
399.06 PC Hardware 
399.07 PC Software 
399.08 Application Software 

- ASL 

55 

50 
50 
50 
50 
55 
55 
55 
50 
50 
50 
40 
25 
40 
30 
35 
40 

15 
15 
15 
25 
18 
18 
8 
8 
8 

20 
15 
15 
15 
20 
20 
20 
20 
20 
10 
7 

10 
10 
5 
8 

Depr 
- Rate 

0.00% 
0.00% 
I .86% 
0.00% 
3.18% 
3.18% 
3.18% 
3.18% 
2.27% 
2.27% 
2.27% 
I .92% 
2.43% 
2.43% 
4.41 % 
8.06% 
4.60% 
2.90% 
2.02% 
2.61 % 
3.00% 

0.00% 
9.91% 
9.91% 
9.91% 
2.36% 
6.22% 
6.22% 

59.79% 
8.92% 

59.79% 
6.63% 

20.76% 
20.76% 
20.76% 
5.43% 
5.43% 
5.43% 
5.43% 
4.26% 
2.71% 

14.29% 
5.22% 
0.61 % 

19.16% 
17.49% 





Case No. 2009-00354 
Atmos Energy Corporation, Kentucky/Mid-States Division 

Staff DR Set No. 1 
Question No. 1-26 

Page 1 of 1 

R E Q U E S E  

Provide Atmos-Kentucky’s cash account balances at the beginning of calendar year 
2008 and at the end of each month since then. 

RESPONSE: 

The rate divisions within the Company do not have cash accounts. The cash accounts 
are held at the corporate level. 

Respondent: Daniel Meziere 





Case No. 2009-00354 
Atmos Energy Corporation, Kentucky/Mid-States Division 

Staff DR Set No. 1 
Question No. 1-27 

Page 1 of I 

REQUEST: 

Provide the average number of natural gas customers on Atmos-Kentucky’s system 
(actual and projected), by rate schedule, for the base period and the three most recent 
calendar years. 

-. RESPONSE: 

Please see Attachment I. Also, refer to Filing Requirement 1 0(10)1.2. 

ATTACHMENT: 

ATTACHMENT 1 - Atmos Energy Corporation, Number of Customers, I Page. 

Respondent: Gary Smith 







Case No. 2009-00354 
Atmos Energy Corporation, Kentucky/Mid-States Division 

Staff DR Set No. 1 
Question No. 1-28 

Page 1 of I 

REQUEST: 

Provide a schedule showing a comparison of the balance in the revenue accounts for 
each of the I 2  most recent months available at the time this response is prepared to 
the same month of the immediately preceding 12-month period year for each revenue 
account or subaccount included in Atmos-Kentucky’s chart of accounts. Include 
appropriate footnotes to show the month each rate increase was granted and the month 
the full increase was recorded in the accounts. See Schedule 28. 

RESPONSE: 

Please see Attachment 1 for the requested information. 

ATTACHMENT: 

ATTACHMENT 1 - Atmos Energy Corporation, Revenue by Class, I Page. 

Respondent: Gary Smith 







Case No. 2009-00354 
Atmos Energy Corporation, Kentucky/Mid-States Division 

Staff DR Set No. ’I 
Question No. 1-29 

Page 1 of I 

REQUEST: 

Provide the following expense account data: 

a. A schedule showing a comparison of the balance in Atmos- Kentucky’s operating 
expense accounts for each month of the most recent 12 months for which 
information is available at the time the application is filed to the same month of 
the preceding 12-month period for each account or subaccount included in 
Atmos-Kentucky’s chart of accounts. See Schedule 29. 

h. A schedule, in comparative form, showing the operating expense account 
balance for the base period and each of the three most recent calendar years for 
each account or subaccount included in Atmos-Kentucky’s annual report. Show 
the percentage of increase or decrease of each year over the prior year. 

RESPONSE: 

a) Please see Attachment I for a comparison of the O&M expense accounts by 
month for September 2007 - August 2009. 

6) Please see Attachment 2 for a comparison of the O&M expenses for the three 
most recent calendar years (CY06 - CY08) and the base period (CYO9). 

ATTACHMENTS: 

ATTACHMENT 1 - Atmos Energy Corporation, Expense Account Balances September 
2007 Through August 2009,36 Pages 

ATTACHMENT 2 - Atmos Energy Corporation, Expense Account Balances CY 2006 
Through CY 2008, CY 2009,12 Pages. 

Respondent: Daniel Meziere 
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Case No. 2009-00354 
Atmos Energy Corporation, Kentucky/Mid-States Division 

Staff DR Set No. 1 
Question No. 1-30 

Page 1 of I 

REQUEST: 

Provide a schedule of gas operations net income, per Mcf sold, per company books for 
the base period and the three calendar years preceding the base period. This data 
should be provided as shown in Schedule 30. 

RESPONSE: 

Please see Attachment I for the requested information. 

ATT’ACHMENT: 

ATTACHMENT 1 - Atmos Energy Corporation, Gas Operations Net Income per Mcf 
Sold, I Page. 

Respondents: Daniel Meziere, Greg Waller and Gary Smith 



CASE NO. 2009-00354 
ATTACHMENT 1 

TO STAFF DR SET NO. 1 
QUESTION NO, 1-30 

Atmos Energy Corp. 
Case No. 2009-00354 
Net income per MCF Sold 
Item 1-30 
For Calendar Years 2006,2007,2008 and Base Period 2009 

Line Base 
No. CY 2006 CY 2007 CY 2008 Period 
1 Operatina income 
2 Total Operating Revenues 208,077 203,287 244,308 184,798 
3 
4 ODeratina Income Deductions 
5 Operating and Maintenance Expenses: 
6 Purchased Gas Cost 158,604 150,420 186,800 131,820 
7 Gross Profit 49,473 52,867 57,508 52,978 
8 
9 QDeratinq ExDenses 

I O  Production Expenses 2 
11 Natural Gas Storage, Terminaliing and Processing Expent 234 164 195 
12 Transmission Expenses 396 467 422 
13 Distribution Expenses 6,712 5,789 6,232 
14 Customer Accounts Expenses 1,917 1,779 857 
15 Customer Service and Informational Expenses 278 155 21 9 
16 Sales Expenses I80 214 31 8 
17 Administrative and General Expenses 9,399 11,951 13,257 
18 Bad Debt Expense 825 1,202 1,487 
19 Total O&M Expenses 19,941 21,723 22,987 22,740 
20 
21 Depreciation Expenses 11,757 11,802 11,260 12,589 
22 Amortization of Utllty Plant Acquisition Adjustment 50 
23 
24 Total Operating Expenses 
25 
26 Operating income (Loss) 
27 
28 other Non-Operatins IncomeiExDensg 
29 interest Income 
30 PBR 
31 Others Income 
32 Total Non-Operating income 
33 
34 Long Term Interest Expenses 
35 Short Term Interest Expenses 
36 Donations 
37 Other Non-Operating Expense 
38 Total Non-Operating Expense 
39 
40 Total Other Non-Operating IncomelExpense 
41 
42 
43 
44 Provision (Benefit) for Income Taxes 
45 Current Federal Income Tax 
46 Current State income Tax 
47 Deferred Federal Income Tax 
48 Deferred State Income Tax 
50 Total Provision (Benefit) for Inc Tax 
51 
52 Income Statement - Net Income (Loss) 
53 Mcf Sold 

Taxes - Other Thanlncome Taxes 

income (Loss), Before Income Taxes 

4,445 3,788 3,250 4,032 
36,143 37,313 37,547 39,361 

13,330 15,554 19,961 13,617 

487 474 51 7 399 
1,205 948 2,129 1,623 

756 822 755 165 
2,448 2,244 3,401 2,187 

5,563 5,334 5,204 
1,114 727 774 

280 83 273 
437 614 599 

7,394 6,758 6,850 6,660 

4,946 4,514 3,449 4,473 

8,384 11,040 16,512 9,144 

12,218 1,779 (2,991) 

(9,714) 1,832 6.639 
1,011 491 (33) 
. .  

(31 7 j  231 970 
3,198 4,333 4,585 3,557 

5,186 6,707 11,927 5,587 
16,982 18,130 18,839 17,061 

Page 1 of 1 





Case No. 2009-00354 
Atmos Energy Corporation, Kentucky/Mid-States Division 

Staff DR Set No. I 
Question No. 1-31 

Page 1 of 1 

- REQUEST: 

Provide the comparative operating statistics for gas operations as shown in Schedule 
31. 

RESPONSE: 

Please see Attachment I for the requested information. 

ATTACHMENT: 

ATTACHMENT 1 - Atmos Energy Corporation, Comparative Operating Statistics, 1 
Page. 

Respondent: Daniel Meziere 







Case No. 2009-00354 
Atmos Energy Corporation, Kentucky/Mid-States Division 

Staff DR Set No. I 
Question No. 1-32 

Page 1 of 1 

REQUEST: 

List separately the budgeted and actual numbers of full- and part-time employees by 
employee group, by month and by year, for the three most recent calendar years, the 
base period, and the forecasted test period. 

RESPONSE: 

Please see Attachment I for FY 2006 through FY 2008 headcount for Div 009. The 
base period and forecasted test period headcount is referenced in Filing Requirement 
lO(l0) G.2. 

ATTACHMENT: 

ATTACHMENT 1 - Atmos Energy Corporation, FY 2006 Through FY 2008 Headcount 
Div 009, 2 Pages. 

Respondent: Greg Wallet- 



CASE NO. 2009-00354 
ATTACHMENT 1 

TO STAFF DR SET NO. 1 
QUESTION NO. 1-32 

Kentucky Division Employee Count 

Page 1 of 2 



Kentucky Division Employee Count 

Fiscal Year 2008 I 

Page 2 of 2 





Case No. 2009-00354 
Atmos Energy Corporation, Kentucky/Mid-States Division 

Staff DR Set No. I 
Question No. 1-33 

Page 1 of I 

-- REQUEST: 

Provide the information requested in Schedule 33 for budgeted and actual regular 
wages, overtime wages, and total wages by employee group, by month, for the five 
most recent calendar years. Explain in detail any variance exceeding five percent in 
any one month. 

RESPONSE: 

Please see Attachment 1 for the requested information. 

The overall variance for FY 08 and FY 09 is 3.3% and 2.1% respectively. However, the 
monthly variances exceed the 5% threshold due to the manner in which payroll is 
budgeted compared to actuals. The payroll system reflects a cash basis for each 
month reported. Twice a year, three pay periods occur within the month while other 
months have two pay periods consistent with our biweekly payroll process. Our budget 
reflects accrual based accounting and therefore spreads labor costs evenly across 
budgeted work days. 

ATTACHMENT: 

ATTACHMENT - Atmos Energy Corporation, FY 2005 Through FY 2009 Labor, 11 
Pages. 

Respondent: Greg Waller 
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Kentucky Dlvlslon Labor Dollars 
Flscal Years 2007-2009 

DR 33 

Employment Flscal Accountlng Group 
Category Year Month Name Overtlme Regular Grand Total Note 

Fulltime-Regular FY07 Oct-06 Non-exempt 59,290.34 532,739.44 592,029.78 (a) 
Fulltime-Regular N O 7  Oct-06 Exempt 174,738.66 174,738.66 (a) 
Fulltime-Regular FY07 Nov-06 Non-exempt 80,675.92 552,589.1 1 633,265.03 (a) 
Fulltime-Regular FY07 Nov-06 Exempt 532.78 184,256.41 184,789.19 (a) 
Fulllime-Regular FY07 Dec-06 Nonexempt 68,512.89 552,243.15 620,756.04 (a) 
Fulllime-Regular FY07 Dec-06 Exempt -_I.- 175,991.75 175,991 .E (a) 
Fulltime-Regular FY07 Jan-07 Non-exempt 35,454.40 597,002.40 632,456.80 (a) 
Fulltlme-Regular FY07 Jan-07 Exempt 186.84 170,121.65,~- 170,308.49 (a) 
Fulltime-Regular FY07 Feb-07 Non-exempt 43,907 94 572,217.40 616,125.34 (a) 
Fulltime-Regular FY07 Feb-07 Exempt 174,128.23 174,128.23 (a) 
Fulltime-Regular FY07 Mar-07 Non-exempt 58,835.29 845,419.87 904,255.16 (a) 
Fulltime-Regular FY07 Mar-07 Exempt - . ~ -  238,747.06 238.747.06 (a) 
Fulltime-Regular FY07 Apr-07 Non-exempt 35,132.66 576,546 77 611,679.43 (a) 
Fulltlme-Regular FY07 Apr-07 Exempt 193.665.31 193,665.31 (a) 
Fulltime-Regular FY07 May-07 Non-exempt 32,694.87 568,364.91 601,059.78 (a) 
Fulltime-Regular FY07 May-07 Exempt 168,168.80 168,168.80 (a) 
Fulltime-Regular FY07 Jun-07 Non-exempt 32,641.32 569,917.33 602,558.65 (a) 
Fulltime-Regular FY07 Jun-07 Exempt 155,208.39 155,208.39 (a) 
Fullllme-Regular FY07 Jul-07 Non.exempt 39,927.89 565,275.10 605,202.99 (a) 
Fulllime-Regular FY07 Jul-07 Exem t 157,284.36 157,284.36. (a) 
Fulltime-Regular FY07 Aug-07 Non-iempt I_ 62,512.86 859,584.18 922,097.04 (a) 
Fulitlme-Regular NO7 Aug-07 Exempt - 239,168.77 239.168.77 (a) 
Fulltime-Regular FY07 Sep07 Nan-exempt 52,450.1 1 561,467.67 613,917.78 (a) 
Fulltime-Regular FY07 Sep-07 Exempt 153.825.75 _I 153,825.75 (a) 

602,756.11 9,538,672.47 10,141,428.68 (a) 

Fulltime-Regular FYOB Oct-07 Non-exempt 45,778.89 584,996.35 630,775.24 (a) - Fulltime-Regular FYOB Oct-07 Exempt __ 160,495.73 160,495.73 (a) 
Fulltime-Regular FYO8 Nov-07 Non-exempt 70,605 98 580,618.56 651,224.54 (a) 
Fulltlme-Regular FYOB , Nov-07 Exempt 161,236.38 161.236.38 (a) 
Fulltime-Regular FYOB DeoO7 Non-exempt 58,638.77 577,820.10 636,458.87 (a) 
Fulltime-Regular FYOB Dec-07 Exempt 161.035.60 - 161,035.60 (a) 
Fulltime.Regular FYO8 Jan-08 Non-exempt 38,232 57 577,861.48 616,094.05 (a) 
Fulltime-Regular FYO8 __ Jan-08 Exempt 171,614.62 171,614.62 (a) 
Fulltime-Regular FYO8 Feb-08 Non-exempt 77,603.29 842,949 25 920,552.54 (a) 
Fulllime-Regular FYO8 Feb-08 Exempt 251,546.10 251,546.10 (a) 
Fulltime-Reguiar NO8 Mar-08 Non-exempt 41,302.13 562,219.47 603,521.60 (a) 
Fullllme-Regular FYO8 Mar-08 Exempt 156,247.01 156,247.01 (a) 
Fulltime-Regular FYO8 Apr-08 Non-exempt 41,462.07 566,316.03 607,778.10 (a) 
Fulltime-Regular FYO8 Apr-08 Exempt 162,263.29 __-_ 162,263.29 (a) 
Fulltlme-Regular FYO8 May08 Non-exempt 41,460 97 562,788.64 604,249.61 (a) 
Fulltime-Regular FY06 May-08 Exempt 156,253.20 156,253.20 (a) 
Fulltime-Regular FYO8 Jun-08 Non-exempt 41,080 82 562,050 40 603,131.22 (a) 
FullUme-Regular FYOB Jun-08 Exempt _ _  157,354.48 157,354.48 (a) 
Fulltime.Regular FYOB Jul-08 Nonexempt 42,744.79 565,316.19 608,060 98 (a) 
Fulltlme-Regular FYO8 Jul-08 Exempt 162,258.86 - 162,258.86 (a) 
Fulltime-Regular FYO8 Aug-08 Non-exempt 64,856.44 853,239.16 918,095.60 (a) 
Fulltime-Regular FYOB Aug-08 Exempt 247.157% 247,157.90 (a) 
Fulltlme-Regular FYOB Sep-08 Non-exempt 55,263.90 569,971.84 625,235.74 (a) 
Fulltime-Regular FY08 Sep-08 Exempt 163.861.64 163,861.64 (a) 

619,030.62 9,617,472.28 10,136,502.90 (a) 

Fulltlme-Regular FY09 Oct-08 Non-exempt 45,284.06 590,468.47 635,752.53 (a) 
Fulllime-Regular FYO9 -__ Oct-08 Exempt 166.808.96 166,808.96 (a) 
Fulltime-Regular FYO9 Nov-08 Non-exempt 59,514.01 583,405 29 642,919.30 (a) 
Fulltlme-Regular FYO9 Nov-08 Exempt .---- 170.706.98 170,706.98 (a) 
Fulltime-Regular FYO9 Dee08 Non-exempt 51,924.83 591,575.58 643,500.41 (a) 
Fulltime-Regular FY09 Dec-08 Exempt 17 1,842.13 171,842.1 3 (a) 
Fulltlme-Regular FYO9 Jan-09 Non-exempt 68,614.18 869,882.82 938,497.00 (a) 
Fulltime-Regular FYO9 Jan-09 Exempt 245,653.77 - 245,653.77 (a) 
FulltimaRegular FYO9 Feb-09 Non-exempt 85,225.73 572,942.70 658,168.43 (a) 
Fulltime-Regular FYO9 Feb-09 Exempt 156,723.97 .,. 156,723.97 (a) 
Fulltlme.,Regular FY09 Mar-09 Non-exempt 32,693.76 577,715.73 610,409.49 (a) 
Fulltime-Regular N O 9  Mar-09 Exempt 153.103.52 153,103.52 (a) 
Fulltime-Regular FYO9 Apr-09 Non-exempt 39,892.42 576,057.08 615,949.50 (a) 
Fulltime-Regular FYO9 Apr-09 Exempt 154,635.51 154,635.51 (a) 
Fulltime-Regular FYO9 May09 Non-exempt 33,273.52 589,444.21 622,717.73 (a) 
Fulltime-Regular , FYO9 May09 Exempt 161,52539 161,525.39 (a) 
Fulltime-Regular FYO9 Jun-09 Non.exempt 29,536.73 580,936.55 610,473.28 (a) 
Fulltime-Regular FYO9 __ Jun-09 Exempt 166,580.92 166,580.92 (a) 
Fulllime-Reaular FYO9 Jul-09 Non-exernd 44.004.58 860.669.29 904.673.87 fa) 
Fulitime-Regular FYO9 --. Jul-09 Exempt 222;972.33 2221972.33 iaj 
Fulltlme-Regular FYO9 Aug-09 Nonexempt 41,766.82 565,095 59 606,862.41 (a) 

Fulltime-Regular FYO9 Sep-09 Non-exempt 39,074.37 566,549.54 605.623.91 (a) 
Fulltlme-Regular FYO9 Aug-09 Exempt 152,529.49 152,529.49 (R) 

Fulltime-Re&ar FYO9 SepO9 Exempt ' 147,277.87 147.277.87 (4 
570,805.01 9,595,103.69 20,166,908.70 (a) 

Grand Total- 1,792,691.74 28,661,248.44 30,443,840.18 

Page 11 of 11 





Case No. 2009-00354 
Atmos Energy Corporation, Kentucky/Mid-States Division 

Staff DR Set No. 1 
Question No. 1-34 

Page 1 of 1 

REQUEST: 

Provide a copy of all wage, compensation, and employee benefits studies, analyses, or 
surveys conducted since Atmos-Kentucky‘s last rate case or that are currently utilized 
by Atmos-Kentucky. 

RESPONSE: 

The employee compensation component of Total Rewards was implemented effective 
October 1, 1998. The compensation component was designed to be fluid and 
adaptable to change without the necessity of periodic formalized studies. However, 
Atmos does participate in various compensation surveys. These Compensation surveys 
are conducted by third parties on an annual basis and report on various compensation 
elements (base pay, short & long term incentive, etc). These survey reports are from 
general industry as well as the natural gas industry. Currently Atmos participates in 
approximately 12 compensation surveys. Atmos has not performed or procured any 
plan or enterprise level compensation studies during the last five years. The only 
evaluations or analyses performed have been for individual job analysis or creation. 
New and reevaluated jobs are market priced and an annual merit budget is 
recommended each year to Atmos’ Management Committee for consideration. 

Please see Attachment 1 for the 2009 Atmos Energy Total Rewards Guide. Please see 
Attachment 2 for the 2008 Valuation Report. 

Also, please see Attachment 1 to the Company’s response to Staff DR ’l-39 for a copy 
of Atmos’ Group Medical Plan. 

ATTACHMENTS: 

ATTACHMENT I - Atmos Energy Corporation, 2009 Atmos Energy Total Rewards 
Guide, 71 Pages. 

ATTACHMENT 2 - Atmos Energy Corporation, 2008 Valuation Report, 38 Pages. 

Respondent; Greg Waller 



CASE NO. 2009-00354 
All-ACHMENT 1 
TO STAFF DR SET NO. 1 
QUESTION NO. 1-34 

energy 

2009 Total Rewards Guide 



Introduction 
The purpose of this book is to help you understand Atmos Energy Corporation's Total 
Rewards Program. While this summary includes many o f  the facts about the 
Company's plans, it does not attempt to describe all provisions or limitations. In case 
of any questions, the official plan or policy document, as interpreted by the Company, 
remains the final authority. 

The Company reserves the right to amend, suspend, or terminate these programs, in 
whole or in part, from time to time at its sole discretion. 
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Why Total Rewards? 
a To equip, challenge and reward our team to pursue our Vision 

- To be one of the largest providers of gas distribution and related services. 
We will be recognized 

- For excellent customer service 
- As an employer of choice 
- For achieving superior financial results 

To execute our Strategy 
- Deliver superior shareholder value 
- Improve the quality and consistency of earnings growth 
- Enhance and strengthen a culture built on our Values 

To closely link to our Values 
- Teamwork 

- Respect 
.- Customer Service 
- Safety and Reliability 
- Honesty & Integrity 
- Value Creation 
- Enterprise Thinking 

- Trust 

2 



The Deal Between Atrnos and Its Employees 

0 Provide a safe environment, adequate Flexible and responsive to 
resources and capable leadership change 

Communicate apenly about the Reliable and productive in 
Company’s direction, the rationale 
for decisions, and how employees 
can make a difference 

executing their job effectively 

0 Encourage and recognize prudent 
risk-taking, support testing new ideas 
and methods 

Support employee development 
through training, coaching and 
developmental opportunities 

Empower employees to make 
decisions within their capability 

Treat employees with respect, 
honesty and integrity, and 

0 Provide recognition and rewards 
based on contributions - a share in 
the success employees help bring 
about 

Innovative, looking for better 
ways to do things, to solve 
problems 

e Committed to their own growth 
and development 

Actively seeking to provide 
superior service to both internal 
and external customers 

Engaged, proactive and to act as 
leaders 

Focused on and contributing to 
results 

3 



Values 
Teamwork 
We are committed to providing our employees a safe, stable work environment in which ideas can 
be shared openly and honestly. We listen to our teammates concerns, assume innocence in their 
actions and coach, support and share with them in order to achieve results, We strive to “Be Here 
Now” and show appreciation for each other. 

Trust 
We believe that trust is essential to our success. We are open and honest in our communications 
with each other and those that we serve. We seek and accept different points of view when 
making decisions. We are committed to the goals of the organization. 

Respect 
We recognize and appreciate the uniqueness of each employee. We value the experience, 
culture, traditions, thoughts and ideas represented. We build upon a foundation of different 
perspectives to’create opportunities for learning and growth for ourselves, our customers and our 
com mu nities. 

Customer Service 
Our customers are the reason we’re in business and we are determined to serve them 
exceptionally well. We will select employees to join our team based on their ability to deliver 
excellent customer service. 

When we become aware of a customer issue or concern, we will own it until it is resolved. 
Providing superior customer service is paramount and we are passionate about it. 

Safety and Reliability 
We are accountable to help one another work safely. We are committed to the health and safety of 
our employees, customers and communities. We take responsibility for protecting and preserving 
the environment. 

Honesty and Integrity 
We are honest and ethical in our dealings with others and maintain the highest standards of 
conduct. We strive to always be aware of the shadow we cast. 

Value Creation. 
We look for “outside the box” ways to create value. We embrace changes that enable us to create 
value and we take ownership and accept accountability for achieving our goals. We challenge the 
status quo and set stretch goals for individuals and the enterprise. 

Being creative and innovative in improving our company is expected and encouraged. We act with 
a sense of urgency and place emphasis on the blue chips. 

Enterprise Thinking 
We balance individual needs with the needs of the enterprise. We make individual sacrifices for 
the good of the bigger team. We ask ourselves “How big of a team am 1 willing to play on?” We 
are diligent in identifying possible problems and resolutions and in being accountable for them, 
even if they are not in our individual job description or area of responsibility. 

4 



What Total Rewards Includes: 

/ /I----\ 
Base Pay 
Incentivepay 

7 I \ * Pre Tax SpendingXccount$ 

Leadership Training Pension Account 
Retirement Savings PI 
Healthcare 

0 Trust and Respect 

ent 

Appreciation 
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Rewards that promote value creation 

Thoughts on Pay 

You have the opportunity to share in the Company's success through competitive base and incentive 
pay programs. Our philosophy: reward talented, motivated employees who take an active role in 
helping our organization grow and contribute to our success. 

As a starting point, the base pay program provides pay ranges that are competitive with the job 
market. It rewards each person's individual effort and contribution to Atmos Energy's success. And 
it offers the flexibility to reward top performance, skill development and growth. 

Our incentive pay programs are designed to link directly to our business strategy and to reward 
teams for meeting and exceeding goals that ensure our continued success at Atmos Energy. 

Rewards are clearly aligned with the Company's vision 
and strategy 

Your Pay Opportunities at Atmos Energy 

Atmas Energy's Base Pay Program is designed to be flexible and responsive to the organizational 
growth and changes we have experienced and fully expect to continue to enjoy in the coming years. 

The pay program looks externally at jobs and is driven by what the "market" -- other companies -- 
pay for a job skill. It provides base pay opportunities within a specific, competitive market range 
based on performance, experience, skills and responsibilities. 

More Flexibility 

"Market pricing" is determined using well-known, national surveys containing information on 
"benchmark" jobs. The surveys used for our program consider companies similar to Atmos Energy 
in overall size in the gas industry as well as in general industry. 

The Base Pay Program is comprised of eight broad pay grades. 

Why broad pay grades? 

P Reflect broader, fluid jobs and roles; 
> Provide a flexible means to pay employees according to their responsibilities, skills, experience 

and performance; and 
> Allow us to respond quickly to changes in our industry. 
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Broad Pay Grades 

Grade 
9 
8 
7 
6 
5 
4 
3 
2 
1 

Nine pay grades have been established for the Rase Pay Program. Each job in the Company is 
assigned to one of the nine grades based on market pricing data -- information taken fiom the 
surveys. 

Entry Pay Mid Point Value Pay 
$125,190 $149,480 $186,850 $224,220 1 $24421 0 
$100,150 $119,580 I $149,480 $179,380 I $1 98,810 
$80,090 $95,630 $119,540 $143,450 $1 58,990 
$63,780 $76,160 $95,200 $1 14,240 $126,620 
$50,870 $60,740 $75,920 $91,100 $1 00,P 70 
$40,620 $48,50 0 $60,630 $72,760 $80,640 
$32,760 $39,110 $48,890 $58,670 $65,020 
$26,120 $31,190 1 $38,990 $46,790 $51,860 
$21,000 $25,070 I . $31,340 $3 7,610 $41,680 

Each pay grade is divided into three segments -- E n w  Pay, Target Pay and Value Pay. 

Each segment gives managers flexibility in establishing individual pay levels based on skills, 
experience, responsibilities and perfonnance. 

Pay Ranges are updated at the beginning of each fiscal year on October 1st. Any changes to the pay 
ranges are based upon market data. The following chart lists the pay segments for each of the nine 
pay grades. 

Entry Pay is the first segment in the pay grade. 

9 Represents competitive pay for employees with minimum qualifications, but not yet fully 
experienced or capable, and 

P Typically includes recently hired or promoted employees still learning a job. 

Target Pay is the second segment in the pay grade. 

P Represents competitive pay for employees who consistently meet or exceed job requirements, 
and 

P Majority of employees are paid in this segment of the range. 

Value P a .  is the third and final segment in the pay grade. 

P Represents competitive pay for employees with significant experience and consistently high 
levels of performance, and 

P Typically includes employees who make a unique contribution to results, and/or are experienced 
or outstanding in jobs for which the market pays a premium. 
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Movement from the Target Pay to the Value Pay segment is intended only for consistently high 
performers. 

Midpoint 

> Represents the point in the pay grade that is equidistant f?om the pay grade entry and the pay 
grade maximum. 

Compa-Ratio 

h Compa-ratio is defined as the ratio of the employee’s pay to the midpoint of the assigned salary 
range. 

> For example, if an employee’s pay is $50,000 and the midpoint of the salary range is 
$55,000, the employee’s compa-ratio is 90.9% ($50,000/$55,000 = 90.9%). If the compa- 
ratio is greater than loo%, the employee’s pay is above the midpoint; if it is less than 1 00%’ 
the employee’s pay is below the midpoint. 

Rewards are flexible and responsive to ongoing change 
and growth 
Pay Events 

What happens to your pay when pay events like a merit increase or promotion take place? Here’s a 
look at several types of base-pay events and guidelines for how they will be handled. 

Merit Increases 

Atmos Energy uses a common merit increase date “where all employees are considered for an annual 
merit increase at the same time. October l(the beginning of Atmos Energy’s fiscal year) is the date 
that supervisors use to determine your annual merit increase. They are provided a merit budget for 
their cost centers that is based on competitive practice, what’s occurring in the business 
environment and Atmos’ ability to pay. When making merit-increase decisions, your supervisor 
will consider your individual performance, position in grade, skills, experience and contribution. 

Pay Events 

There are various pay increase opportunities available that will be presented in more depth at a later 
date. 

>Promotions 
> Developmental Moves 
P Competitive Adjustments 
P Internal Equity Adjustments 
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Overtime 

Overtime will be determined based on hours paid within the Company-designated workweek - any 
consecutive 168-hour period of t h e  and consisting of 7 consecutive 24-hour periods. This begins 
at 12:Ol am Saturday and ends Midnight Friday. 

Overtime pay is calculated and paid based on quarter hour increments (15 minutes). For any 
portion of a quarter hour worked, overtime for the hll quarter hour will be paid. 

Basic overtime pay is earned when hours paid in any given workweek exceed forty (40) hours. 
Basic overtime pay is calculated at the rate of 1 ..5 times the base hourly rate. 

Pay for Holidays Worked: Time worked on a company holiday will be paid at 1.5 times the base 
hourly rate (regardless of whether 40 paid hours has been reached). Holiday pay will be paid as 
described in the Time-Off Policy, as discussed in the Benefits section of this booklet. Pay for 
Holidays worked supersedes basic overtime pay for that company holiday. 

Rewards to strengthen employee commitment and 
create a sense of ownership 
Your Variable Pay Opportunity at Atmos Energy 

Another important element of Total Rewards is the Variable Pay Plan. 

The Variable Pay Plan is an opportunity for Atmos Energy to share the successes employees help 
create. If teams focus on what they can do to impact results and how they can add value -- they can 
make a difference. And when they do -- the Variable Pay Plan provides opportunity for financial 
rewards. 

In addition, the plan is designed to: 

P Link employees to overall Company and team performance objectives; 
P Provide a method to deliver above-average pay when performance warrants; 
P Create a sense of ownership and commitment to corporate vision and values; and 
P Encourage employees to become knowledgeable about the business and how they can 

make a difference. 

To be eligible for a Variable Pay Plan payment, an employee must: 

P Be employed by April 1 in the respective fiscal year; 
P Be employed on the day the payment is made; and 
'G Be performing at a level that meets or exceeds expectations. 

If the employee is in an exempt position (not eligible for overtime) the payout is based on the 
employee's salary as of September 30 in each respective year. If the employee is in a non-exempt 
position (eligible for overtime) then the payout will be based on the base salary plus other eligible 
earnings* in each respective year and, if a payout is approved, it will be paid the as soon as practical 
aRer approval. Other eligible earning will be considered in the VPP calculation if the employee is 
in a non-exempt position as of September 30. If the employee is in an exempt role on September 
30, then other eligible earnings will not be included in the VPP calculation. 
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* Other Eligible Earnings includes pay for overtime, standby, callout and shifi premium, and lump sum merit awards 

EPS Award% 

$2.20 2.40% 

___I_ $2.21 2.44% 
$2.22 2.48% 

2.52% $2.23 .--- 

For FY 2009, the following guidelines apply: 
The sole performance goal for the Variable Pay Plan will be Return On Equity (ROE) 
expressed as Earnings Per Share (EPS). 

Incentive awards will be prorated and based on ROE and EPS equivalents. 

The minimum is $1.86 EPS; the target is $2.10 EPS and the maximum is $2.35 EPS. 

Incentive awards will be calculated on $.01 increments of EPS. 

e 

0 

EPS I Award% 
$1.86 1.00% 

$1.87 - 1.04% 
$1.88 1.08% 
$1.89 1.13% __ 

1.17% $1.90 
$1.91 1.21% 

$1.92 1.25% 
1.29% $1.93 

$1.94 1.33% 
$1.95 1.38% 
$1.96 1.42% 
$1.97 1.46% 
$1.98 1.50% 

- $1.99 1.54% 
$2.00 1.58% 
$2.01 1.63% 
$2.02 1.67% 

-~ 

~- 

Incentive awards, if earned and approved for payment, will be computed as a percentage of 
the participant's base salary in eEect on September 30,2009 according to the following: 

EPS 

$2.03 
$2.04 
$2.05 
$2.06 
$2 * 07 

ATMOS ENlERGY CORPORATION 
VARLAICLE PAY PLAN 

FY 2009 Matrix 
Threshold Target Mcucinzurn 

1 Yo 2% 3% 

Award% 

1.71% 
1.75% 
1.79% 
1.83% 
1.88% . 

--- 

$2.24 
$2.25 
$2.26 
$2.27 
$2.28 
$2.29 
$2.30 
$2.31 
$2.32 

- $2.33 
$2.34 

2.56% 
2.60% 
2.64% 
2.68% 
2.72% 
2.76% 

- 2.80% 
2.84_0/, 
2.88% 
2.92% 
2.96% 

$2.08 1 1.92% 
$2.09 

$2.10 

1.96% 
2.00% - 

$2.11 I 2.04% -- 

$2.14 
$2.15 
$2.16 
$2.17 
$2.18 
$2.19 

$2.12 

2.16'Yo 
2.20% 
2.24% 

2.28% .-. 
2.32% 
2.36% 
- 
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Payments will be made as soon a practicable after the end of the fiscal year. Your individual job 
performance must at least meet expectations before any incentive award payout occurs. All awards 
are discretionary in accordance with the provisions of the Variable Pay Plan. 

Your Role 

The way Atmos Energy provides base and variable pay is not an event -- it's an ongoing process. 
Both you and your supervisor play critical roles. Your responsibility is to: 

h Understand the programs. The Company wants you to understand how your pay is determined 
and how you can influence your future pay opportunities; 

k Keep the lines of communication open. Discuss your pay, contributions and developmental 
opportunities with your supervisor; and 

h Ask questions. Your supervisor will be glad to answer questions about your pay and &ture 
opportunities. 
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The Atmos Energy benefits philosophy 
is to provide comprehensive, competitive and cost-eflcient benefits 
with the flexibility to be enhanced based on Company performance. 

It's also about choice. 
It's designed to help you stay healthy, take time ofi 

protect your family's income or 
provide financial security for your retirement years. 

Total Rewards covers a wide range of benefits with flexibility and choice. 
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Benefits 

The Atmos Energy benefits philosophy is to provide comprehensive, competitive and cost-efficient 
benefits with the flexibility to be enhanced based on Company performance. 

It's also about choice. It's designed to help you stay healthy, take time off, protect your fainily's 
income or provide financial security for your retirement years. Total Rewards covers a wide range 
of benefits with flexibility and choice. 

Atmos Energy Benefits 

Atmos Energy offers two types of benefits ... basic and voluntary. The Company automatically 
provides the basic benefits. Employees may choose to enroll in the voluntary benefits desired. 

Basic Benefits Voluntary Benefits 

Eligibility 

Employees are eligible to enroll in Atmos Energy's voluntary benefits if they are classified as 
regular full-time employees. You may enroll your eligible dependents in certain voluntary benefits. 
Your eligible dependents include: 

Your spouse 
Your unmarried children 
- up to age 19 for whom you are legal guardian; 
- age 19 or older but under age 25 who are full time students at an accredited school; and 
- any age if permanently physically or mentally disabled before age 19 (or before age 25 if a 

full-time student). 

Children include your natural and legally adopted children, stepchildren, and children for whom you 
are legal guardian. 
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Atmos Energy Marriages (Spouses) 

If your spouse also is an employee of Atmos Energy, you have these choices: 

0 Each of you may enroll as an employee; 
0 One of you enrolls as an employee and enrolls the other as a dependent; and 
0 If you have children, only one of you can enroll the children. 

cost 

The Pension Account Plan, Basic Life and Business Travel Accident Insurance, and all Time Off 
benefits are paid by Amos Energy. The Company also contributes to the Retirement Savings Plan. 
You and the Company share the cost for Medical and Dental care. You pay the cost for Optional 
Life and Vision benefits. Your cost for coverage for each benefit varies based on the coverage you 
elect and the eligible family members you cover. 

You and the company share the cost of medical benefits. Your portion is paid on a pre-tax basis. 
Contributions vary by the option and level of coverage you select. 

Keep This in Mind 

Consider your benefit choices carehlly. Unless you have a qualifying change in status, your benefit 
elections will remain in effect through the end of the 2009 calendar year. 

You may add or drop dependents during the year only if you experience one of the following 
qualifying changes in status: 

Marriage; 
Divorce, annulment; 
Birth, adoption or legal guardianship; 
Ineligibility of a dependent due to age, student status or marriage; 
Gain or loss of coverage due to a change in your spouse’s employment; or 
Death of your spouse or child. 

You may change your coverage election during the year only if you are enrolled in a medical plan 
and move out of its service area. 

Sufficient documentation must be provided to allow you to change your coverage mid-year, 
including adding or dropping a dependent. 

For example: 

0 

0 

To add a child you will need a copy of the birth certificate, adoption paperwork, etc. 
To add a dependent back to the Plan because he or she is returning to full-time student status 
you will be required to provide a copy of the child’s school transcript 
To add a spouse you will need to provide a marriage license 
In states which provide for common-law marriage, to add a common-law spouse to the Plans 
you will need to provide a “Declaration of Common-law Spouse” form 

14 



0 To drop a child from the Plans mid-year, you will be required to provide documentation 
showing the child is no longer eligible or has obtained other coverage 
To drop a spouse from the Plans due to a divorce you will be required to provide a copy of 
the divorce decree 
To drop a common-law spouse from the Plan you will be required to provide a copy of the 
divorce decree 

If you experience a qualified change in family status, you must complete and submit an 
enrollment form to your local Human Resources representative within 31 days of your change in 
status along with the appropriate documentation. 

If your status change results in a need to update beneficiaries, please complete a new beneficiary 
form, which can be found on Atmosphere under eformsMCuman Resources. 
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IMPORTANT CONTACT INF'ORMATION 

Mental Health 
Medical Pre 
Authorization 
Prescription (Retail & 
Mail Order 
DentailBasic Lifel Group 
Variable Universal Life/ 
Accidental Death and 
Dismemberment 
Insurance 

Preferred Dentist Listing 

(866) 314-0266 Blue Cross & Blue 
-- 

Medical Claims 

24 hour Nurse Line (800) 581-0368 Shield -- 
Magellan (800) 424-1 768 

(800) 441-9188 

Prime Mail (877) 357-7463 

Blue Cross & Blue 
Shield 

-I 

MetLife (800) 942-0854 

---- 
MetLife (800) 942-0854 

- Vision 

Account 

Program 

(RSP) 

and Advice 

Flexible Spending 

Employee Assistance 

Retirement Savings Plan 

Retirement Guidance 

DisabilityNVorkers' 
- Compensation 

Superior _Vision (800) 507-3800 

PayFlex (800) 284-4885 

Magellan (800) 424-1768 

T. Rowe Price (800) 922-9945 

GuidedChoice (800) 242-6182 

Synchrony (888E72-6670 I -I.._ 

Atmos Benefits Hotline I Local HR 
I Representative I (972) 855-4032 

Blue Cross & Blue 

MetLife 
Superior Vision 
PrimeMail 
Magellan 
GuidedChoice 
T. Rowe Price 
Atmos lntranet http://atmosphere.atmoseneruv.com 
PayFlex www,mvpavflex,com 

www,bcbstx.com 

www.metlife.com 
www.superiorvision.com 
www.mvrxhealth.com 

www.maaellanassist.com 
www.ouidedchoice.com 
http://rps. troweprice. com 

Shield -L-. "_.._ 

-- - I -~ . .  -- 
__ -_ I___-_ 

- _. - - ~  
~ . _  - -.-" -"- 

.--. - 
- 
I 
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AtmosWell 
AtmosWell is a wellness program that encourages employees to get and stay healthy by offering a 
variety of activities throughout the year, including healthy challenges, seminars and wellness 
assessments on our internet website www.atmoswell.com. 

Incentive Awards 

To be eligible for the Wellness Program Incentive in the AtmosWell Program, each employee must 
complete the Wellness Assessment, for which s h e  will be rewarded 10 Wellness Credits, and earn a 
minimum of 20 additional credits by August 3 1,2009. 

Wellness Program Incentive 

0 Take the Wellness Assessment plus earn 20 additional Wehess Credits by August 3 1,2009 
to receive a $200 contribution to a healthcare Flexible Spending Account (FSA) account for 
2010. 

0 Complete the Wellness Assessment by August 3 1,2009 to receive an additional $50 
contribution to an FSA healthcare account for 2010. 

Wellness Credit Requirements for New Employees 

New employees will have a prorated credit requirement based on their start date within the 
wellness program cycle, which begins September 1. New employees will be encouraged to take 
the Wellness Assessment and enroll in the wellness program as part of their new employee 
orientation process. 

Program Eligible Date 

1st Quarter start (Sep. - Nov. 08) 
2nd Quarter start Oec. 08 - Feb. 09) 
3rd Quarter start (Mar. - May 09) 
4th Quarter start (Jun. - Aug. 09) 

Credit 
Requirements Program Incentive 

30 $200 FSA 
25 $150 FSA 
20 $100 FSA 
15 $50 FSA 
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How to access AtmosWell 
From any location: 
I. L,og onto the internet. 
2. Type in the URL http://www.AtmosWell.corn in the address field. 
3. When you enter the AtmosWell site, you can set up your user ID and password by 

entering your last name and the last four digits of your Social Security number. 

Take the  Wellness 
Assessment to be 
eligible for the 
valuable Wellness 
Benefit awards. 

Read often to [earn 
the Atmos Wellness 
Latest News and 
frnd monthly online 
seminars to earn 
WeUlless credits. 

Click on My Credits 
to sign up for the 
Atmos Wellness 
Program. Here you 
will record your 
progress in activities 
throughout the year. 

alsataiin, DQll't eaia 
ti A L i. E tl 6 E 

-- - 
get! Take your Wellness Assessment and earn a total of 30 credits by August 3 1 st 

and earn $200 in your FSA account! 
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Medical 
Atmos offers four medical plan options. You may obtain a list of providers in the network options 
on the Internet. Log onto the Internet and go to the Blue Cross and Blue Shield website at 
httd/www.bcbstx.com/, click on "Bluecard 0 Doctor and Hospital Finder" on the left side of the 
page and then follow the on-screen instructions. On Step 2, when you are asked to "Select the type 
of network you wish to search", be sure to check the "PPO Network" box. The PPO Network 
physicians and facilities are providers for both the Amos PPO and EPO plans. You may also caIl 
Blue Cross and Blue Shield at (866) 314-0266 to find out if your current providers are in the 
network. 

Enrollment Choices 

Options: 

0 Low deductible Option 

0 High Deductible Option 

0 Decline coverage 

Preferred Provider Organization (PPO) Option 

Exclusive Provider Organization (EPO) Option 

Level of Coverage: 

0 Employee Only 

0 Employee & Spouse 

0 Employee & Child / Children 

0 Employee & Family (Includes spouse and child / Children) 

19 

http://httd/www.bcbstx.com


Bi-Weekly Costs 

Your cost for coverage is paid on a bi-weekly basis, based on the level of coverage you select. The 
2009 bi-weekly rates are shown on the following table: 

Medical Plan 
.-- - 

2009 Bi-Weekly 

Contribution 
Pian and Coverage Level Employee 

I Low Deductible 
Employee $52.00 
Employee & Spouse 
Employee & Child/Children _.-,-_--I_-._-.. $99.00 I 
Employee & Family I_-- 

EmP!!a!E---- $2 1 .oo 

-.-------- I.. $1 09.00 

$1 56.00 
High Deductible 

Employee & Spouse $45.00 
EmpLooyee & Child/Children $41 .OO 
Employee & Family $64.00 
PPO 

Employee 

r---l $41.00 
Em lo e e & S  ouse $86.00 
Employee & Child/Chiidren $78.00 
Emplo ee & Famil $1 23.00 

$39.00 
Employee & Spouse 
Employee & ChildlChildren 
Fmnlnvee R Familv 

$81 .OO 

COBRA 

When you or any of your eligible covered dependents lose coverage in any Atmos medical, dental 
or vision plan option, you or your dependents may continue coverage through COBRA. Based on 
your enrollment in the respective plan immediately prior to the qualifying event, you may continue 
participation in the respective plan for a period of up to 18 months or, in the case of a dependent, up 
to 36 months. 

The COBRA rates are the full cost of the plan option and coverage level plus a 2% administrative 
fee. Conexis administers COBRA and any communication regarding continuation coverage and 
payment arrangements will come directly from them. 

20 



Medical Benefits Summary 

Not required 
-. 

$300 

$600 
-" 

rimary Care Physician 

.nnual Deductible 

idividual 
-. 

IN-NETWORK OUT-OF- 
NETWORK 

Not required Not required Not required 
.. 

$1250 $250 

$2,500 $500 

lo-paymen t 

%2,000,000 $2,000,000 

~ 

hysician Services 

$2,000,000 $2,000,000 

[ospital Services 

$30 co-pay 
:deductible does 

not apply) 

ht-of-Pocket Maximum 

No coverage 

idividual 

~ 

80% 

w i l y  
..- 

ifetime Maximum 

ier person) 

80% 90% 70% $30 CO-P~Y NO coverage 

#ental Health Care 

:o-payment (after 
eductiblc) 

IpatienVOutpatient 

:hemica1 Dependency 

)o-payment (after 
educti ble) 

:hemica1 Dependency 

npatienUoutpatient 

--- 
PREFERRED 

80% I 90% I 70% I 80% 

$2,500 I $5,000, I $1,250 1 $2,500 

$5,000 10,000 $2,500 $5,000 

EXCLUSIVE 
PROVIDER 

ORGANIZATION 
(EPO) 

NETWORK 

None 

None I 
'er office visit 
:opay: 

;20 primary 
are physician 

;30 specialist 

;200 per 
idmission for 
iospital 
:onfinement 

100% No coverage 

~ 

None I 

$2,000,000 

~ 

30 daydyear -1 inpatient 

90 dayskfetime - inpatient 

50 visitdyear- outpatient 

30 daydyear- inpatient 

90 daysflifetime - inpatient 

50 visitdyear - outpatient 



80% 

$300 annual m a .  after 
deductible 

-I_ 

80% 

80% brgent Cme Centers 

80% 90% 70% 100% after $2C 
CO-PaY 

$300 annual max. after No max. $300 annual 
deductible max. after No annual max 

deductible (deductible doe (deductible 
does not apply) 

not apply) 

80% 90% 90% $75 co-pay 

80% 90% 70% $35 co-pay 

I I PREFERRED I EXCLUSIVE 

Wellness 

Annual Physical 

Well Child 

Well Woman 

Mammogram 

Emergency Room 

I_.- 

OUT-OF- 
NETWORK 

No coverage 

coverage In network if 

considered 
medical 

emergency 

No coverage 

Prescription Drugs are covered in all four plan options through Prime Therapeutics. me 
following co-payments will apply: 

Retail Pharmacy 

Mail Order Prescriptions 

25 % Co-insurance for all medical plans for a 90-day sapply. 

Maximum cost for a 90-day supply through the mail-order pharmacy $150.00. 

25 % Co-insurance for all medical plans for a 30-day supply. 

Maximum cost for a 30-day supply at the retail pharmacy $75.00 
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Reasonable and Customary Limits 

All benefits payable in the Low Deductible, High Deductible, and services received out-of-network 
in the PPO plan may be subject to reasonable and customary limits. However, one of the advantages 
of Blue Cross and Blue Shield is their vast network of providers. There are over 8,000 hospitals and 
700,000 providers nationwide that have agreed to be reimbursed for services rendered according to 
a contract with Blue Cross and Blue Shield. If you obtain services from one of these providers, 
especially one that is not included in the Blue Card PPO network, the contract price between the 
provider and Blue Cross and Blue Shield will be applied; you will not be balance-billed for any 
costs over and above the contracted price. You remain responsible for any applicable deductible. 
Additionally, these participating providers will file your claims directly with Blue Cross and Blue 
Shield. 

Coordination of Benefits 

This provision applies when benefits for the same charges are payable under the Atmos medical 
plan and another plan. The amount of benefits the Atmos plan would have paid without this 
provision will be determined first. Then the amount of benefits paid by other plans primary to the 
Atmos Plan for the same charges will be subtracted from this amount. The Atmos plan will pay the 
difference. 

Weliness Benefits 

Ln the PPO in-network, wellness benefits are unlimited to each covered participant before the 
deductible. In the Low Deductible, High Deductible, and out-of-network PPO options, wellness 
benefits are available to each covered participant up to maximum of $300 after deductible. In tlie 
EPO option, wellness benefits are covered like any other medically necessary procedure. 

Employee Assistance Program (EAP) and Mental Health Benefits 

The Employee Assistance Program (EAP) is offered to employees and their dependents to help 
those persons address personal concerns or questions. Magellan will coordinate the confidential care 
for personal concerns under the EM.  

Employees and their dependents may receive up to six counseling visits each year at no cost under 
the EAP and service is available from Magellan 24 hours a day. 

All mental-health benefits provided through the medical plan will be managed by Magellan. The 
phone number for all employees is 1-800-424-1768. 

Nurseline 

The 24/7 Nurseline is a healthcare decision counseling service that provides the information and 
support you need to get the best possible and most appropriate healthcare for you and your family. 
As a Nurseline member, you and your immediate family members can call anywhere in the United 
States or Canada - 24 hours a day, seven days a week - to talk one-on-one with an experienced 
registered nurse. A Nurseline nurse can help if you are worried about a health problem but don’t 
think it is important enough to call your doctor or if you want more information about a 
prescription, test, or surgery. The nurses receive calls about everything from cut fingers to cold and 
flu relief, fiom food poisoning to skin problems. You can call for the latest information on 
immunizations for your children. Get ongoing support and guidance (for free!) on everything fkom 
weight control to smoking cessation. Call a Nurseline nurse at 1-800-581-0368 for answers to any 
of your health-related questions. 
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Dental 

Atmos offers the Dental Plan to provide affordable dental care for you and your family. You may 
select any level of coverage. It does not have to be the same level of coverage you select for 
medical care. 

You and the Company share the cost of coverage. Your portion is paid on a pre-tax basis. 
Contributions vary by the level of coverage you select. 

Level of Coverage: 

= Employee Only 

0 Employee & Spouse 

0 

6 

Employee & Child / Children 

Employee & Family (Includes spouse and child / children) 

Bi-Weekiy Casts 

Your share of the cost for coverage each year is paid on a bi-weekly basis, based on the level of 
coverage you select. The 2009 bi-weekly contribution rates are shown on the following table: 

Coverage Level 

Employee --- 
Employee & Spouse 
Employee & Children 

-___ 
. - . . ~ ~  

Employee & Family 

Dental Plan 

2009 Bi-Weekly 
Employee 

Contribution 

$3.00 
$6.00 
$6.00 
$9.00 

-- 

If You Decline Coverage 

If you decline coverage, you may enroll during the year only if you have a change in status as 
outlined earlier in this booklet. 

24 



Benefits 

You may choose any dentist for treatment. If you choose a network dentist, your out-of-pocket 
expenses could be less. The benefit amount depends on the type of treatment you receive -- 
preventive, basic, major or orthodontia. 

After you have paid your annual deductible, you will be reimbursed based on the reasonable and 
customary charge limit. 

The plan pays a maximum benefit, after your annual deductible, of $1,500 each year per person, 
excluding orthodontics. If you or your child needs braces, the plan pays 50% of the cost, after a 
separate $50 one-time deductible, up to a lifetime maximum of $1,500. 

Preferred Dentist Program (PDP) 

The plan offers a PDP option that can help you save money. If you choose to use a participating 
dentist from the PDP list, you could receive a higher level of benefits. 

You can save money when you use a participating dentist, because services may be provided 
at a reduced cost. And, participating dentists accept reduced fees for services the Dental Plan 
does not cover. This translates into lower out-of-pocket expenses for you. 

You can feel confident about the qualifications of participating dentists because they meet 
MetLife's strict credentialing standards and comply with MetLife's ongoing utilization and 
claim review processes. 

The PDP lets you select any participating or non-participating dentist at the time of 
treatment. And, you do not need a referral from your general dentist to see a specialist. 

The PDP network includes more than 38,000 providers including 8,000 specialists of all 
types. That means there may be several participating dentists conveniently located near your 
home or workplace. 

0 

0 

0 
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Dental Benefits 
Preventive Treatment: 

Basic Treatment: 

Major Treatment: 

0 rthodon tia: 

Covered in h l l  (reasonable and customary charge) -- no 
deductible. Includes oral exams (two per year), bite-wing (two 
per year) and full-mouth or panoramic X-rays (once every three 
years), and fluoride treatment (for children under age 19). 

Plan pays 80% -- after deductible. Includes basic cavity fillings, 
root canal, gum treatment, and oral surgery. 

Plan pays 50% -- after deductible. Includes crowns, dentures, 
and bridgework. 

Plan pays 50% -- after separate $50 one-time deductible. Up to 
$1,500 lifetime limit per person. 

Annual Deductible (Individual): $50 Combined Basic and Major treatment 

Annual Maximum Benefit: $1,500 per person, Basic and Major Treatment only. 

How to Use the Benefits 

1. Make an appointment. 

2. Pay the full cost of the visit (if your dentist does not file claims). 
You must file a claim form to receive reimbursement. Or, ask your dentist to file your claim 
for you. 

3. File a claim or ask your dentist to file your claim. 
Attach all original bills and receipts and keep copies for your records. Be sure to include 
your Social Security number on the claim form and on all bills and receipts. Send your claim 
to the address on the Claim Form. The MetLife Dental Claim Form may be found on the 
Atmos intranet under Eforms; Human Resources; Benefits Claim Forms. 

4. Receive appropriate reimbursement for your reasonable and customary expenses. 
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Vision 

--I_--- 

-.-----._ Employee 
Employee & Spouse 
Employee & Children I 

Employee & Family 

~ - - -  

Vision coverage for you and your eligible farnily members is available through Superior Vision 
Plan (SVP). 

Plan costs are paid on a pre-tax basis. Contributions vary by the level of coverage you select. 

Enrollment Choices 

Level of Coverage 

Employee Only 

Employee & Spouse 

Employee & Child / Children 

Employee & Family (Includes spouse and child / children) 

-. 
$4.50 
$9.70 
$7.30 
$1 3.30 

.--.._. 
- 

Bi-Weekly Costs 

Your cost for coverage is paid on a bi-weekly basis, based on the level of coverage you select. The 
2009 hi-weekly rates are shown on the following table: 

Vision Plan 

Coverage Level BLWeekly 

Contribution - 
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Vision Benefits 

If you use a network provider, you will pay a $10 co-payment for your exam, and a $10 co-payment 
for your eyewear. There is no co-payment for contact lenses. If you use an out-of-network provider, 
the plan will reimburse you up to the maximum dollar amounts shown for each service below, less 
any applicable co-payment: 

. The SVP doctor wi 1-800-507-3 800. 

* Contact lenses are in lieu of eyeglass lenses and frames benefit. 

** You are responsible for paying any charges in excess of this allowance. 

Superior Vision has contracted with a selection of ophthalmologists who specialize in refractive 
surgery (Radial Keratotomy, Photo-Refractive Laser Keratotomy, and LASIK) and blepharoplasty 
(cosmetic eyelid surgery) to provide these popular elective procedures to plan members on a 
specially discounted basis. 

To locate a Superior Vision Plan network provider, call 1-800-507-3800 or access the Superior 
Vision Plan website at http://m.su~eriorvision,cod,. 
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Other Vision Plan Features 
Superior Vision has a discount plan for the upgrade options on covered eyeglass lenses. This is a 
“fixed discount price” plan that is offered by many of the participating Discount Plan providers. 
Also, the participating Discount Plan providers offer a 20% discount on the cost of the frame above 
the contracted frame allowance. These features enhance the substantial discount benefits for 
covered eyeglasses. 

Material Discount Schedule for the Covered Pair of Eyeglasses 

Benefit Description 

Note: Frame discounts do not apply when 
prohibited by the manufacturer. 
Add-on’s t o  the covered pair of lenses: 

- 
Frames 

I. Factory Scratch Coat 
Ultraviolet Coat 

Standard Anti-Reflective Coat 
High Index 1.6 
Polycarbonate 
Standard Transitions and other Standard 
Photochromic 

I. Glass Caloring 
I. Plastic Tints Solid or Gradient 
I. Power over 4.00D Sphere, 2.00D Cylinder & 

Cosmetic Finishing, Beveling, Edging & 

I. All Other Lens Options or Upgrades 

5 .OOD Prism 

Mounting 

- 

-- 
Discounts from Participating Providers* 

20% off the difference between the covered frame 
allowance and the retail price of the selected frame. 
Member pays 20% off retail up to: 

I_ --.- 

$13 (Single Vision & Standard Lined Multifocal 
Lenses) 
$15 (Single Vision & Standard Lined Multifocal 
Lenses) 

* $50 (Single Vision & Standard Lined Multifocal 
Lenses) 

I. $55 (Single Vision Lenses Only) 
$40 (Single Vision Lenses Only) 
$80 (Single Vision Lenses Only) 
$3 5 (Any Type Lenses) 
$25 (Any Type Lenses) 

20% discount off retail (Any Type Lenses) 
20% discount offretail (Any Type Lenses) 

I. 20% discount off retail (Any Type Lenses) .---.-- 

Discount Feature on Additional Pairs of Eyeglasses & Contact Lenses 

Frames 30% off retail prices 
Prescription eyeglass lenses 30% off retail prices (Any Type Lenses) 
Add-on charges to basic lenses 20% off retail prices (Any Type Lenses) 
Everyday “frame and lens package pricing” 20% off retail prices (Any Type Lenses) 
Contact lenses, standard hard or soft 20% off retail prices (Any Type Lenses) 
Disposable contact lenses 10% off retail prices (Any Type Lenses) 
All other prescription materials 20% off retail prices (Any Type Lenses) 
Non-prescription sunglasses 20% off retail prices - (Any Type Lenses) 

I Refractive Surgery Discount Feature 
Superior Vision Services has contracted with a network of more than 500 refractive surgeons 
nationwide who specialize in the popular elective procedures of radial keratotomy (RK), photo- 
refractive keratotomy (PRK) and LASIK. These providers offer members a 20% discount off 
their usual and customary surgical fees for these procedures. - --- 
*Discounts are available only from Superior Vision Plan in-network providers who are identified 
in the provider directory as accepting discounts as part of the services they provide under the 
Plan. To find a list of providers, log onto www.superiorvision.com 
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Pre-Tax (Hex) Spending Accounts (FSA) 

There are two types of Pre-Tax (Flex) Spending Accounts ... a Healthcare Account and a Dependent 
Care Account. You may elect to participate in one or both of these accounts. The accounts allow 
you to set aside money on a pre-tax basis to reimburse you for eligible health and dependent care 
expenses. 

PayFlex is the administrator for Atmos Energy’s dependent care and healthcare FSA accounts. 
PayFlex has a superior customer service reputation. They also have a great deal of experience in 
the administration of FSA debit cards. 
AtmosWeIl Contribution 
You will automatically be enrolled in the FSA Healthcare account if you elect to participate in the 
AtrnosWell program by completing the Wellness Assessment. If you then earn 30 Wellness Credits 
(or applicable pro-rated credits based on hire date) by August 3 1, 2009 by participating in wellness 
program activities, you will earn a $200 contribution to your Healthcare Spending Account for 
healthcare expenses beginning January 1,2010. 

FSA Accounts are exempt fiom federal income taxes, Social Security FICA) taxes and, in most 
cases, state income taxes. The more money you put in, the more tax you avoid. When you use the 
money in your account to pay for out-of-pocket family healthcare expenses, you avoid paying taxes 
on those dollars. Depending on your tax bracket, you may save up to 35% on out-of-pocket family 
healthcare expenses. 

Enrollment Choices 

$100 to $5,000 per year 

$100 to $5,000 per year 
$100 to $5,000 per year 
$100 to $2,500 per year 

Healthcare Account: 

Dependent Care Account: 
Single 
Married filing ajoint tax return 
Married filing a separate tax return 

Grace Period for Claims 
The Flexible Benefits Plan allows a two and one-half month grace period for using funds in the 
Plan. This feature allows FSA healthcare expenses incurred between January 1 and March 15 to be 
reimbursed fiom any remaining knds in your account contributed in the prior calendar year as 
applicable. This provision lessens the burden placed on participants who don’t contribute to a 
healthcare spending account because of the fear that if they don’t use it in the calendar year 
contributed they would lose those funds. The healthcare flexible spending account remains the 
single most important way for Atmos employees to save on their health care expenditure. If you do 
not use all of the money in your accounts by March 15th of the following year, you will forfeit the 
remaining balance to the plan. The grace period applies to healthcare FSA expenses only; it does 
not apply to Dependent Care FSA. 
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FSA Debit Card Feature 

Advantages of the Debit Card 
0 Cash flow - You will have immediate access to your FSA funds. You will not have to pay 

for services and wait for reimbursement from the Plan; 
e Easy to purchase over-the-counter (OTC) drugs; and 

Easy to use at a provider’s office - Since the majority of Atmos’ employees are in the EPO 
medical plan option, the $20 co-pay for primary care physician and $30 co-pay for 
specialists will rarely have to be substantiated. 

The summary that follows explains how the debit card feature works. 

First, if you elect to participate in the FSA, you will automatically receive a debit card. You will 
then have the choice to activate your card or to keep it inactive and file paper claims to request 
reimbursement. Your debit card may be used when purchasing items that are reimbursable by the 
FSA. This card will work just like any other debit card. You simply present it at the pharmacy or 
to your doctor, dentist, or other medical provider, to pay for out-of-pocket charges that you incur 
which are reimbursable under a healthcare FSA. The card will not work at some locations that are 
not considered healthcare facilities such as department and discount stores, even if they have a 
pharmacy inside the store. You will need to file claims for purchases at those locations by paper or 
on the PayFlex website. 

If you chose not to activate your debit card and to file paper claims for reimbursement, you may 
elect the direct deposit feature. This is done by going to www.rnyPayF1ex.com and from the main 
menu selecting the foms section. Select the direct deposit form, complete it as instructed and mail 
it back to PayFlex at the address indicated on the form. 

Using Your Debit Card 
When you activate your debit card, please be aware that: 

You may not use the card for items that are not reimbursable under a healthcare FSA. If you 
are purchasing other items at the pharmacy; such as toiletries, etc., you will need to pay for 
those items separately. Remember - IRS rules govern what items may be purchased with 
FSA funds, including those purchased with an FSA debit card. 
You may be required to substantiate your debit card purchases by submitting receipts. E 
you do not follow the procedures prescribed by PayFlex, your card may be de-activated and 
if this occurs, it will be between you and PayFlex to get your card reactivated. 

How the Substantiation Process Works 
Whenever possible, PayFlex will substantiate your charges without requesting additional 
information. For example, if you are a member of the EPO medical plan option and you 
incur a $20 charge for an office visit to your primary care doctor or a $30 charge for a 
specialist visit, PayFlex most likely will not need additional documentation for those 
charges. In addition, if you purchase prescription drugs or over-the-counter medications at a 
participating pharmacy, PayFlex will be able to determine which items are eligible through 
the pharmacy’s coding system, and will not need to request additional documentation from 
you. 

There will likely be situations when PayFlex cannot substantiate your charges. For example, 
if you purchase a prescription at a pharmacy that is not participating in this program and pay 
25% of the cost, PayFlex will ask you to provide receipts to substantiate that the charges are 
eligible. 
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0 Because our prescription drug program uses a 25% coinsurance instead of flat copay, 
PayFlex will first try to substantiate the claim via information feed File from Prime 
Therapeutics. If they are unable to substantiate the claim through this automated process, 
they will contact you for documentation. You will have the option of receiving the notice 
requiring you to provide documentation via U.S. mail or email. To elect to receive any 
notices by ernail, you may elect this option on the PayFlex website at www.myPayFlex.com. 

0 When a notice is sent, you will have 21 days to respond. If you don't respond within 2 1 
days, a second notice is sent. If PayFlex does not receive a response within the second 21- 
day period, then your debit card will be deactivated. If yon misplace a receipt for the 
original claim that was paid with the debit card, you have the option to submit a different 
claim to clear the charge from your account by the deadliiies outlined above, or you can send 
a check to reimburse the plan for the unsubstantiated charge. 

F'SA Reimbursement 

The Healthcare Account and the Dependent Care Account are separate accounts. Funds cannot be 
transferred f'rom one account to the other. Eligible claims must be incurred during the applicable 
plan year or during the period of the plan year that you are actively participating. According to 
current IRS rules, an expense is considered incurred when service is actually received, not when 
you are billed or pay for the service. 

Consider Your Deposits Carefully 

You choose the amount of your m u a l  deposits. Deposits are made to your account through payroll 
deductions. Deposits are taken out of your paychecks in equal amounts during the year. 

You should consider the amount you deposit into each account carefully. You forfeit any money left 
in your dependent care account on December 31' for which you have no eligible expenses. You 
forfeit any money left in your healthcare account" on March 15th following the end of the calendar 
year for which you have no eligible expenses. Sou have until March 31st following the end of the 
Plan year to request reimbursement for expenses incurred during the year. You may not transfer 
money between the accounts or carry it over to the next year. 

Once you decide how much to put into a Spending Account, your election will remain in effect for 
the entire calendar year ... unless you have a change in status. 
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Healthcare Account 

By using an FSA, you pay for these expenses with pre-tax dollars. You save a percentage of each 
dollar you spend on eligible medical, dental and vision services that are not fully covered or are 
ineligible for payment under your healthcare plan. Eligible healthcare expenses may include: 

Healthcare plan deductibles; 

0 Co-payments; 

0 

0 

Amounts over the maximum your plan pays; and 

Other expenses not covered by your health plan. 

Out-of-pocket expenses incurred by you, your spouse or any dependent that you claim on your 
income tax returns are eligible for reimbursement whether or not you or they are covered through 
Atmos' medical, dental and vision plans. But you must enroll in the Healthcare FSA to take 
advantage of the tax savings, and the expenses must be incurred while you are participating in the 
FSA. 

Insurance premiums and expenses paid by your healthcare plan are not eligible for reimbursement 
under the Healthcare FSA. Also, you cannot receive FSA reimbursement for a healthcare expense if 
you also itemize the expense as a deduction on your tax returns. For additional information about 
expenses that may be considered eligible, please refer to the sample Healthcare Expenses on the 
following pages - Eligible and Ineligible list. All submitted expenses are reviewed according to 
Internal Revenue Code Section 125. 

Choosing the right contribution amount 

It's important that you calculate the right amount to contribute to your FSA account. The XRS rules 
say that if you don't use all of the money in the account when the year is up, those funds will no 
longer be available to you. So, make sure you don't contribute more than you know your expenses 
will be. (We have provided you with a worksheet to help you figure out the right amount to put into 
your account.) 

If you have money lefi, use it before the end of the year to pay for necessary items - an eye exam, 
an annual physical, additional monthly prescriptions, or over-the-counter medications. 

Remember, expenses can be incurred by you, your spouse or any dependent. The spouse or 
dependent does not need to be enrolled in any other Atrnos benefit plans in order for their claims to 
be eligible for reimbursement under the FSA. 

33 



Healthcare FSA Worksheet 

Use this worksheet to help you determine your Healthcare FSA election amount. You may want to 
review receipts from last year for healthcare expenses you paid out of your own pocket. TJsing these 
receipts and the worksheet, you can estimate the amount you want to elect for the Healthcare FSA. 
You should only budget for those expenses eligible for reimbursement through the Healthcare FSA. 
Remember, eligible expenses include those for you, your spouse and your dependents. 

Deductibles 
Medical, dental, vision 
Co-paymentdcoinsu ranee 
The amount not paid by 
health plan coverage 
Amounts paid over plan limits 
Over reasonable and customary 
allowance 

Subtotal A 

$---.- Expenses NOT covered by insurance plan 

$--- Prescription & over-the counter drugs $ 
your Vision care Dental/orthodontic care $ 

Treatmentdtherapies $ 
$ --....- Feeshervices $ 
$ Medical equipment $ 

Psychiatric care over limits $ 
Assistance for the disabled $----- 
Other eligible expenses $ 

$ 
Subtotal B $ 

Out-Of-Pocket Healthcare Expenses 
This gives you a good idea of the amount you should elect to place into your Healthcare FSA. 
Consider any other factors that will affect your out-of-pocket healthcare costs during the upcoming 
plan year, and adjust the amount if necessary: 

(Add Subtotals A f B) $ 
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Healthcare FSA Expenses - Eligible and Ineligible 

Eligible Expenses. All submitted expenses are reviewed according to the regulations of Internal Revenue Code 
Section 125. All claims must be substantiated and appropriate documentation must be provided. Some expenses 
may require documentation from your physician. 

Eligible 
Prescription and Over-the- 
counter Drugs 

Prescription that treat a medical 
condition 

Drugs that are available over-the- 
counter 

Birth control drugs (prescribed) 
Insulin 

Ineligible 
Prescription drugs for cosmetic 

purposes 

Vision Care 
Eligible 

Optometrist or ophthalmologist 
fees 

Eyeglasses 
Contact lenses and cleaning 

solutions 
Prescription sunglasses 
Corrective eye surgery (such as 

radial 
keratotomy) 
Ineligible 

Lens replacement insurance 
*Warranties 

Protection plans 
Coatingltints that do not treat a 

medical condition 

DentaVQrthodontic Care 
Eligible 

Dental care 
Artificial teetlddentures 
Cost of fluoridation of home water 

supply advised by dentist 
Braces, orthodontic services (only 

those incurred within the active plan 

In eligible 
Teeth bleaching 
Tooth bonding that is not 

medically necessary 

Year) 

Treatmen tsnherapies 
Eligible 
Weight loss programs prescribed to 
treat a medical condition 

X-ray treatments 

Smoking cessation programs 
Treatment for alcoholism or drug 

dependency 
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Acupuncture 
Vaccinations 
Physical therapy (as a medical 

treatment) 
Speech therapy 
Occupational therapy 
Infertility treatment 

Ineligible 
Physical treatments unrelated to 

specific health problem (e.g., 
massage for general well-being) 

Any illegal treatment 

Insurance 
Eligible 

Deductibles and co-payments for 
healthcare plans (medical, dental, 
vision) 

Coinsurance (the percentage of 
charges not paid by your healthcare 

Amounts over usual and 
customary limits 
Ineligible 

All premiumslcontributions for 
insurance 
coverage (including health 
insurance, long-term care, loss of 
income and loss of life) 

Expenses paid by your healthcare 
plan 

P W  

FeeslServices 
Eligible 

Physician’s fees 
Routine/preventive physicals 
Obstetrical expenses 
Hospital services 
Nursing services for care of a 

specific medical ailment 

FeesIServices 
Eligible 
Cost of a nurse’s room and board 
when nurse services qualify 

The Social Security tax paid with 
respect to wages of a nurse when 
nurse’s services qualify 

Surgical or diagnostic services 
* Legal sterilization 

Cosmetic surgery/procedures that 
treat deformity caused by an 
accident or trauma, disease, or an 
abnormality at birth 

Services of chiropractors and 
osteopaths 

Anesthesiologist fees 
Dermatologist fees 
Gynecologist fees 

Ineligible 
Cosmetic surgegdprocedures that 

improve patient’s appearance but do 
not meaningfully promote the 
proper function of the body or 
prevent/treat an illness/disease 

Payments to domestic help, 
companion, babysitter, chauffeur, 
etc. who primarily render services 
of a nonmedical nature 

Nursemaids or practical nurses 
who render general care for healthy 
infants 
Payments for child care (eligible 

under the Dependent Care FSA) 

Medical Equipment 
Eligible 

Wheelchair or autoette (cost of 
o perating/maintainig) 

Crutches (purchased or rented) 
Oxygen equipment and oxygen 

used to relieve breathing problems 
that result from a medical condition 

Artificial limbs 
Support hose (if medically 

necessary) 
Wigs (where necessary for mental 

health of individual who loses hair 
because of disease) 
Ineligibfe 

Wigs, when not medically 
necessary for mental health 

Vacuum cleaner purchased by an 
individual with dust allergy 



Healthcare FSA Emenses - 
Eligible and Ineligible (continued) 

Psychiatric Care 
Eligible 

Services of psychotherapists, 
psychiatrists and psychologists 

Legal fees directly related to 
commitment of a mentally ill person 
Ineligible 
* Psychoanalysis undertaken to 
satisfy curriculum requirements of a 
student 

Marriage counseling 

Assistance for the Disabled 
Eligible 

Cost of guide for a blind person 
Cost of note-taker for a deaf child 

in school 
Cost of Braille books and 

magazines in excess of cost of 
regular editions 

Seeing eye dog (cost of buying, 
training and maintaining) Hearing- 
trained cat or other animal to assist 

deaf person (cost of buying, training 
and maintaining) 

Household visual alert system for 
deaf person 

Excess costs of specifically 
equipping automobile for a disabled 
person over the cost of ordinary 
automobile; device for lifting a 
disabled person into automobile 

Miscellaneous Charges 
Eligible 

Sales tax associated with an 
eligible expense 

Hearing aids, batteries for 
operation of hearing aids, hearing 
aid repairs 

Expenses connected with donating 
an organ 

Cost of computer storage of 
medical records 

Transportation expenses primarily 
for, and essential to, medical care 
including car mileage, bus, taxi, 
train, plane fares, ambulance 
services, 

parking fees and toIls 
Lodging expenses (not provided in 

a hospital or similar institution) not 
to exceed $50 per night per 
individual while away from home if 
the lodging is primarily for and 
essential to medical care provided 
by a doctor. 
Ineligible 

Expenses of divorce when doctor 
or psychiatrist recommends divorce 

Cost of toiletries, cosmetics and 
sundry items (e.g., soap, 
toothbrushes) 

Maternity clothes 
Diaper service 
Distilled water purchased to avoid 

drinking 
fluoridated city water supply 

Installation of power steering in an 
automobile 

Pajamas purchased to wear in 
hospital 

Mobile telephone used for 
personal phone calls as well as calls 
to a physician 
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Dependent Care Account 

The Dependent Care Flexible Spending Account (DFSA) helps you pay for child care 
services which make it possible for you and your spouse (if applicable) to work. 

Under certain circurnstances it also may be used to help pay for the care of elderly 
parents, or a disabled spouse or dependent. To be eligible, you must be at work during the 
time your eligible dependent receives care. You must also meet one of the following 
eligibility criteria: 

You are a single parent or guardian; 

You have a working spouse or a spouse looking for work; 

Your spouse is a full-time student at least five months during the year while you 
are working; 

Your spouse is physically or mentally unable to provide for hisker own care; or 

You are divorced or legally separated and have custody of your child (Even if 
your former spouse may claim the child for income tax purposes, your FSA can 
be used to pay for child care services provided during the period the child resides 
with you.) 



Dependent Care FSA Worksheet 

Use this worksheet to help you determine your Dependent Care FSA election amount, 
The Dependent Care FSA allows you to use pre-tax dollars to pay for child care services 
that make it possible for you and your spouse (if applicable) to work. Under certain 
circumstances it also may be used to help pay for the care of elderly parents or a disabled 
spouse or dependent. Note that the Dependent Care FSA is intended to cover costs of care 
and does not cover any medical or health-care costs for your dependents. 
Child Care Expenses 
Day Care Center 
In-home Care 
Nursery and Pre-school 
After School Care 
Au Pair Services 
S m e r  Day Camps 
Elder Care Services 
Day Care Center 
In-home Care 

Annual ExDense 
9 

Out-Of-Pocket Dependent Care Expenses 

This total gives you an estimated amount that you should elect to place into your 
Dependent Care FSA. Remember, you'll avoid Federal income tax, Social Security and 
Medicare taxes on the money you set aside: 
Total: $ 
Note: The individual dependent care FSA total shall not exceed $5,000 ($2,500 in case of 
separate return by a married individual). 



How to Use the Account - without using the Debit Card feature 

When you go to your healthcare provider, pay for the cost or co-payment of the service or 
item. Be sure to get a receipt showing the date and how much you paid for the service or 
item. Then you will need to file a Flexible Spending Account Reimlmrsernent form with 
PayFlex (forms are on the Atmos Intranet and at www.myPayFlex.com). Attach your bill 
or receipt and, if appropriate, a copy of an explanation of benefits FOB) you received 
from an insurance company to the claim form. 

Reminder: This election will not carry over into the following year. You must complete 
a new FSA enrollment on Employee Self-service each year, 

DIWCT DEPOSIT 

- - - -~_ . I_ - -  

If you would prefer to have your FSA reimbursement deposited directly into your bank 
account rather than receiving a check, you will need to complete the Direct Deposit 
Authorization form (forms are on the Atmos Tntranet). 



Life and AD&D Insurance 

The Company provides Basic Life and Business Travel Accident coverage at no cost to 
you. You may elect Accidental Death and Dismemberment (AD&D) insurance to provide 
you and your family financial security. You pay the full cost of this coverage. Your 
contribution is paid on a pre-tax basis, unless you specifically request in writing that the 
contributions be made on an after-tax basis. You may also elect Group Variable 
Universal Life (GVUL). You pay the cost of GVUL on an after-tax basis. Costs vary by 
your age and the level of coverage you select. 

Basic Life 

The Company provides Basic Life equal to 2 times your annual base salary, rounded to 
the nearest $1,000 increment, Maximum coverage is $700,000. 

Imputed Income 

The federal government requires you to pay income tax if Atmos provides more than 
$50,000 of group life insurance coverage. The government considers the value of the cost 
for the Company to provide the coverage over $50,000 to be part of your income from 
Atmos. This taxable value is called imputed income. Imputed income applies to your 
Basic Life coverage only. The imputed income on the value of your Basic Life coverage 
can be seen on each paycheck you receive from Atmos. 

If You Leave the Company 

E your employment terminates, you may convert your Basic Life insurance to an 
individual policy. MetLife will send you a conversion form. When you receive the form, 
call MetLife at the number on the top of the form. A MetLife representative will take you 
through the rest of the process. You have 30 days from your date of termination to call 
MetLife to request a conversion. 

Business Travel Accident: 

If you are a full-time employee, you are automatically covered under the Business Travel 
Accident Insurance Plan when you travel on Company business. 

The plan will pay you a portion of the benefit if you lose a limb, your eyesight, or your 
hearing as a result of an accident while traveling. If you die, the full benefit will be paid 
to your beneficiary. The benefit is 2 times your annual base salary. The plan pays a 
maximum benefit of $250,000. 

Optional Accidental Death and Dismemberment (AD&D) 

You may elect Optional AD&D coverage for yourself only or for you and all eligible 
members of your family. You may elect coverage from $10,000 up to $1,000,000 in 
$10,000 increments. Tf you die this plan pays a benefit in addition to the Basic and GVtK 
plans. If you lose a limb or eyesight as a result of an accident, this plan pays a portion of 
the death benefit to you. 



Family Protection Plus 

If you enroll in the Employee -t Family AD&D coverage the AD&D benefit that applies 
to your eligible family members is expressed as a percentage of the amount of AD&D 
coverage you select for yourself on the following basis: 

Spouse and Eligible Child or Children: 0 

o Spouse: 40% of employee amount 

o Each Child: 10% of employee amount 

Spouse and No Eligible Dependent Child or Children: 

o Spouse: 50% of employee amount 

0 No Spouse but Dependent Children: 

o Each Child: 15% of employee amount. 

Dependent children are eligible from age 14 days to 19 years, or to age 25 if a full-time 
student dependent on the employee for support. 

The following benefits are provided at no additional cost to you when you enroll in 
AD&D coverage. 

Emergency Medical Travel Assistance Services 
Employees who enroll in Optional AD&D will have access to a global network of 
medical providers when traveling more than 300 miles &om home. If an emergency 
medical situation occurs while a member is traveling in the U.S., the number to call is 
(800) 454-3679. If a member is traveling outside the U.S., the number is (312) 935-3783. 
Seat Belt Benefit 

The AD&D plan pays an additional benefit if you (or a covered dependent) dies as a 
result of injuries sustained in an accident while driving or riding in a private passenger 
car and while wearing properly fastened seat helts (or child restraint if the insured is a 
child). This benefit will pay an additional 10% of the coverage amount, subject to a 
minimum of $1,000 and a maximum of $25,000. 

Hospitalization Benefit 

When a covered accident requires that you be hospitalized, the AD&D plan will pay, in 
addition to all other benefits, a monthly income of 1% of the coverage amount. Benefits 
are subject to a four-day waiting period and a maximum of $2,500 per month ($82 per 
day), up to 12 months, during the period of hospitalization. Pro-rata payments will be 
made for periods of less than a full month. 



Dependent Educational Benefit 

The AD&D plan pays an additional benefit if you die as a result of injuries sustained in 
an accident that may provide up to $5,000 for your spouse for one year and/or $5,000 per 
year for four years for your child to continue their education. 

Beneficiary Designation for Basic Life Insurance, Business Travel Accident and 
AD&D Benefits 

You may name anyone as your beneficiary for Basic Life Insurance, Business Travel 
Accident and Accidental Death & Dismemberment coverage by completing a beneficiary 
designation form. You may change your beneficiary at any time. If you name more than 
one beneficiary, they will share equally unless you indicate otherwise. Your beneficiary 
form for Basic Life, Business Travel Accident and AD & D Benefits must be on file at 
the Atmos Energy Human Resources office in Dallas to be effective. 

If you do not name a beneficiary, or if your beneficiary dies before you, the benefits will 
be paid to your estate. 

1. If your spouse or child dies, notify the Human Resources Hotline at 1-972- 
855-4032. If you die, a family member should call the Hotline. 

2. If you lose a limb or  your eyesight in an accident, please notify the Human 
Resources Hotline at 1-972-855-4032. Representatives are available 7:30 a.m. 
to 4:30 p.m. Central Time - Monday through Friday. 

3. Complete and return the appropriate claim forms. A Human Resources 
representative will send you (or your beneficiary) the necessary paperwork. 



Group Variable Universal Life (GVUL) Plan 
Issued by Metropolitan Life Insurance Company 

Supplemental GVIJL Life Insurance Coverage 
0 Minimum coverage: $25,000. 

Supplemental coverage is available in multiples of 1 - 6 times your annual 
salary, Supplemental coverage up to 6 times your annual salary to $400,000 
is available on a guaranteed issue basis. If you elect supplemental coverage 
over $400,000 you will be required to complete a health questionnaire. 
Maximum supplemental coverage: 6 times your annual salary up to 
$3,000,000. 

0 

Spouse Coverage 
0 Minimum coverage: $10,000. 

Spause coverage is available in $10,000 increments. Spouse coverage of 
$20,000 is available on a guaranteed issue basis. If you elect spouse coverage 
over $20,000 you will be required to complete a health questionnaire for your 
spouse. 
Maximum coverage: $1 00,000, not to exceed the employee's coverage. 0 

Dependent Child Coverage 
0 

0 

Coverage is available in amounts of $2,000, $5,000 or $10,000. 
Dependent child(ren) coverage is available on a guaranteed issue basis. 

Tax-Advantaged Investment Opportunity 
0 GVUL offers you the opportunity"t0 contribute extra money for investment 

that can be used as a tool to help you achieve your financial goals. 

Will Preparation Service, through Hyatt Legal Plans, a Mecife company is available to 
participants. This service provides direct access to a participating program attorney for 
preparing or updating your will and your spouse's will. This service can help you to set 
forth your decisions concerning who cares for your children or who inherits your 
property and handles your affairs. 

GVUL, is permanent coverage that can be continued after employment with Atmos at the 
same group rates as active employees. 

MetLife will mail new employees a welcome packet with detailed information regarding 
the CJVUL plan. Employees have 30 days from the date they are entered into Metlife's 
system to enroll in the plan. 

GVUL is an employee pay all benefit. 



Pension Account Plan 

Retirement Savings Plan - T. Rowe Price 

Investment Advice - GuidedChoice 

Retiree Medical 



Pension Account Plan 
The Pension Account Plan (PAP) is Atmos Energy's approach to helping you prepare for 
the future. With the PAP, you can watch how your benefits build through the years. Your 
account balance will not be subject to fluctuations in stock prices and the balatice will not 
be reduced. You are eligible to participate in the PAP after the completion of one-year of 
service. 

While you work for Atmos Energy, the Company will set up a pension account in your 
name. This account will be specifically used to record Company allocations and interest 
earnings on your behalf. When you leave the Company, if vested, you may choose to 
receive this benefit in two ways: 

0 As a lump sum equal to your cash account balance at employment termination; or 
a In a series of monthly payments (annuity). 

The total amount of your account balance will depend on the number of years you 
participate, how mucli money you make during those years, and how your account grows. 
The Company pays the total cost of the PAP and the plan is insured by the Pension 
Benefit Guaranty Corporation, an agency of the Federal government. 

Atrnos Energy's Allocations to Your Account 

While you are employed at Atmos Energy, the Company will make allocations to your 
account each year based on your age, service and pay, according to the following: 

Annual Allocation 
~-I__-_-.--...---_l-l--I_--.- -* _X__-__-I_...I-XI-_I- 

' Age plus Service 
Start of Plan Year 
Less than 35 

--- 
2.35% ] 2.35% 1' 
3.25% 1 3.25% f '  

- -  I ;  -II --.....-----.-- -- 
_____------ ~ ---_ 

4.5% J: 4.5% J 
35-49 1' 

- _ - ~  50-64 _I: c-- 

80-94 1: 8.5% 1 ;  5% I 
5% 1 

65-79 AI_____ 6.25% 1- 5x1 ' 
95+ 

'Your age in whole years as of the first day of the Plan Year 
'Your years of Benefit Service 
3The social Security Wage Base set each year by the federal government. It is $110,000 for 2009. 

_. ~ -. 

----- - J 10.5% 1 -- 



Example: 
Suppose you are age 35 with 10 years of service and your total pay is $50,000 a year. 
Here's how the PAP would calculate your allocation: 

$50,000 Annual pay 

X 3.25% 
Annual Allocation YO 
(age + service = 45) 

= $1,625 Annual Allocation 

The Company will post the allocation to your account at the end of each calendar year. 

The Internal Revenue Service (IRS) limits the total amount of compensation the PAP 
may consider each year. The IRS may change the limit from year to year. 

Your Account Earns Interest 

You will earn interest each year there is a balance in your account. Your account will 
grow until you begin to receive payments. 

The interest will be credited at the end of the calendar year based on your account 
balance at the end of the prior year. The interest rate each year is based an the average of 
the U.S. Treasury Securities rate in the month of November prior to the beginning of each 
respective year. The minimum interest rate is 4.69% and the maximum interest rate is 
7%. 

You Will Receive Statements 

Your account will be easy to monitor. The annual statement will show you how much the 
Company has credited to your account and how much interest you have earned. 
Statements will be mailed each year in March. You can clearly see how your account is 
growing to provide for your future. 

You May Take Your Vested Account Balance with You 

You will be 100% vested in your account after you complete 3 years of eligibility service. 
Once you are vested, you are guaranteed a benefit fkom the PAP. When you leave the 
Company, you may take your vested account balance with you. 

You Choose How to Collect Your Account 

You may choose to receive your benefit from the PAP: 

In a single, lump-sum payment; or 

0 You may begin receiving monthly income on your retirement date for as long as you 
live. If so, you may choose an option that continues payments to your surviving 
beneficiary when you die. 



Once your payments start, you may not change the payment option. The value of 
your benefit wilt be actuarially equivalent no matter which payment option you choose. 

Beneficiary Payments 

If you are vested in your accrued benefit and die before the date you normally would start 
to receive your benefits From the PAP, your beneficiary will be eligible to receive a death 
benefit. The death benefit is basically the value of your accrued benefit paid in a lump 
sum or in the form of an annuity. Your beneficiary can eilect the form of payment that is 
best for them. 

Taxes 
You won't have to pay taxes on your account until you receive payment from the PAP. 
Federal law does require withholding income taxes fkorn a lump-sum payment. There is 
one exception. You can postpone paying taxes if you have your account balance rolled 
over to another employer's qualified retirement plan or an Individual Retirement Account 
(IRA). You should consult with a tax advisor when choosing your payment option from 
the PAP. 



Retirement Savings Plan (RSP) 

There's one more way Atmos Energy can help you prepare for the fbture: The Retirement 
Savings Plan (RSP). 

Immediate Eligibility 

You are immediately eligible to participate in the Atmos Energy RSP and you will be 
automatically enrolled at 4% if you do not opt out or make a different election within the 
first 30 days. The Company matching contribution begins after one year of service is 
completed. 

Immediate Vesting 

You become "vested" in -- or entitled to -- matching RSP contributions from Atmos 
Energy as soon as they are made to your account. 

You Choose How Much You Save 

You will be automatically enrolled at a deferral rate of 4% unless you make a 
different election or opt out of the plan. You may elect to defer up to 65% of your 
pay in the plan. 

The maximum amount that you may contribute is 65% of your pay or $16,500 in 
calendar year 2009, if 65% of your pay is greater than $16,500. 

The RSP also allows participants who will be SO years of age or older by the end of 
the calendar year to make catch-up contributions up to the maximum allowed in the 
respective calendar year. For 2009, the limit is $5,500. 

Salary reduction elections must be in whole percentages. The amount you choose 
will automatically be deducted fkom your paycheck. 

You may change or stop your salary deferral at any time. 

You may change your existing salary-reduction account and your investment mix 
daily by calling T Rowe Price at 1-800-922-9945 or through the website at 
http://ms.troweprice.com. 

Atmos Energy Matches Your Contributions 

On the first pay period afker the completion of one year of service, you will receive a 
matching contribution fkom Atmos Energy for every $1 you save up to 4% of your pay. 
So if you save 4%, Atmos Energy will contribute another 4%. 

http://ms.troweprice.com


If you reach the maximum deferral before the end of the calendar year, the matching 
contribution will continue throughout the remainder of the plan year to ensure you 
receive the maximum match on your contributions available. In other words, the match 
will continue even though you are not making a salary-reduction contribution because 
you have reached the IRS maximum contribution level. 

0 This information serves as official notice as required by the Internal Revenue Code 
(Code). Since Atmos Energy’s Retirement Savings Plan contains matching 
contribution provisions that meet the safe harbor rules established by the Code, it is 
exempt from the general nondiscrimination rules contained in Code Sections 
401(k)(3) and 401(m)(2). 

You Choose Your Investments 

You may direct the investment of all your salary reduction contributions, including the 
amount that is matched, to the several investment options. If you do not direct the 
investment of your salary reduction contributions, they will automatically be invested in 
the T. Rowe Price Retirement Fund that most closely matches your retirement age. 
Atmos Energy’s matching contributions are always made in Atinos Energy stock but may 
be diversified as soon as they are posted to your account. 

You may elect to trade your investments in Atmos Energy common stock or any of the 
other funds on a daily basis in accordance with trading guidelines. 

The Plan offers T. Rowe Price Mutual Funds, T. Rowe Price Retirement Funds one 
outside fund and Atmos Energy stock as investment options. The funds are summarized 
in the enrollment kit you will receive &om T. Rowe Price or you can view them at 
http://rps.trowemke.corn. 

Change Your Investment Direction or Investment Mix 

You may change the investment direction of your salary deferrals and transfer funds 
attributable to your salary reduction contributions and the Company’s contributions in 
and out of Atmos Energy stock and the RSP investments at any time by contacting T. 
Rowe Price by telephone or through their website at http://rps.troweprice.com. 

Reinvestment of Dividends 

Dividends received from your Atmos Energy stock investments will be automatically 
reinvested in Atmos Energy stock unless you elect to receive them in cash. The amounts 
will not count towards your maximum contribution amount of $1 6,500 for 2009. 

http://rps.trowemke.corn
http://rps.troweprice.com


You will need to contact T. Rowe Price on the Plan Account Line (1-800-922-9945) to 
elect to receive your dividends in cash. If you receive your dividends in cash, no taxes 
will be taken out and you will need to add the cash received to your income to determine 
the income taxes you owe. T. Rowe Price will issue a 1099 form for all dividends 
distributed directly to participants. 

You May Borrow From Your Account 

You may take out a loan against your RSP account balance, and pay yourself back, 
with interest, over time. 

Sou may have a maximum of two loans outstanding at any given time. 

The minimum loan amount is $1,000 and the maximum loan amount is $50,000; 
however, the maximum amount of your loan or loans that may be outstanding at any 
one time cannot exceed 50% of your account balance. 

The minimum loan repayment period is 1 year and, if your loan is for personal 
reasons, the maximum repayment period is 5 years. If your loan is to be used to 
purchase your principal residence, the maximum term of your loan is 15 years. 

The loan’s interest rate will be the prime rate in effect on the date you take out your loan 
plus 2%. The loan‘s interest rate when the loan is initiated will remain in effect for the 
entire term of the loan. Contact T. Rowe Price directly to find out more about the RSP’s 
loan features and to apply for a loan. 

You Can Easily Keep Track of Your Account 

You may contact T. Rowe Price by telephone or through http://rps.troweprice.com. 
Quarterly statements will be sent to your home by T. Rowe Price. 

How to Enroll 

An RSP enrollment kit will be sent to you from T. Rowe Price with more detailed 
information and enrollment forms. You may also contact T. Rowe Price by calling 1- 
800-922-9945 or visiting the myRetirementPlan website at http://rps.troweprice.com 
for more information. 

Rollovers 

To roll over your current 401K account balance, complete the “Rollover Contribution 
Transfer Form” included in your enrollment kit from T. Rowe Price. 

http://rps.troweprice.com
http://rps.troweprice.com


Investment Advice - GuidedChoice 

We are pleased to offer GuidedChoice, an investment advice provider that has developed 
a unique product to help Atmos Retirement Savings Plan (RSP) participants plan for 
retirement. This program provides objective, personalized retirement guidance for free or 
advice and management of your Retirement Savings Plan (RSP) account for an affordable 
annual fee. 

How to EnroII 

You will need to first enroll in the RSP by following the instructions in your T. Rowe 
Price enrollment kit. Initially, you can choose to have your investment mix default to the 
T. Rowe Price Retirement Fund until you have gone through the GuidedChoice program, 
Or you may wait until you are automatically enrolled in the RSP after 30 days. 

Once you have enrolled in the RSP, you can always contact GuidedChoice toll fiee at 
800-242-6182, or log on through the Company’s Intranet - Links Section, or connect 
directly to www.guidedchoice.com to make new elections, change current elections or 
update your personal information. 

A few things to keep in mind about the GuidedChoice program: 

This is a live system and once you make an election online or over the phone, it will go 
into effect with the weekly file that GuidedChoice sends to T. Rowe Price. You are free 
to enter your information and manipulate the data as much as you would like UD to the 
screen that savs “accept advice”. Until that point, no changes will be made. But, once 
you click the “accept advice” button, it is a live election and will be transmitted to T. 
Rowe Price and Atmos. 

Investment mix changes go into effect as soon as the weekly update file is received by T. 
Rowe Price. Salary deferral changes may take up to two pay cycles to affect your 
paycheck because update files are sent from T. Rowe Price to Atmos on a bi-weekly 
basis. 

Tf you elect to have GuidedChoice manage your account, you cannot make changes 
through T. Rowe Price. You have to contact GuidedChoice to make your election. 

If at any point you no longer wish to have GuidedChaice manage your account, simply 
call them to remove them as your advice provider. You will then be able to make 
changes through T. Rowe Price again. 

If you choose to accept advice, the initial fee is prorated based on when you elected 
advice and the number of days remaining until the plan’s anniversary date, each February 
21st. The fee is 0.35% (or $3.50 per $1,000) of your RSP account balance up to a 
maximum of $100,000, not including the value of any Amos stock. The full annual 

http://www.guidedchoice.com


amount is deducted from your RSP account each February 21st thereafter. Once the fee 
is deducted from your account, it will not be refunded. 



Retiree Medical Benefits 
Participation in Atmos Energy's Retiree Medical Plan is available to all Atmos Energy 
non-union employees who have completed 10 consecutive years of service as a full-time 
employee after reaching age 45. Retirees may defer participation in the Retiree Medical 
Plan until age 65. The employee's spouse and eligible dependents are eligible to 
participate in the Retiree Medical Plan. Contributions to the plan will be deducted from 
the retiree's monthly pension payment if this form of benefit payment is elected. In cases 
where the retiree receives hisher pension benefit in a lump sum, the retiree will be billed 
for contributions and will be responsible for remitting the required contributions to the 
billing service provider. 

The Retiree Medical Plan has the same plan options, coverage levels and plan provisions 
as contained in the active employee medical plan. Contribution rates for the plan options 
and coverage levels available in the Retiree Medical Plan will be determined, like the 
active medical plan, using both projected net claims and administrative costs. Atmos 
Energy's share will be 80% of this amount and the retirees' share will be 20% of this 
amount. 

Medicare eligible retirees are separated to determine the contribution rates based on this 
group's claims and administrative costs. 

Additionally, based on the retiree's age at retirement, a contribution add-on factor will be 
applied to the contribution rate in effect for the retiree's elected coverage. This add-on 
factor will not change as the retiree gets older ... it is set at the time of retirement. These 
factors are as follows: 

Dental and life insurance benefits are not available for retirees, but may be continued for 
up to 18 months under COBRA following retirement. 
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Time Off Pro, Gram 
The Atmos Time Off Program includes: 

0 Holidays 

e Bereavement 

0 Military Leave 

Jury duty/witness and voting leaves. 

Paid Time Off (€‘TO) 

0 Extended Illness Bank 

0 Short-Term Disability 

0 Long-Term Disability 

Holidays 

The Company will observe 8 scheduled holidays per year? plus 1 floating holiday and 1 
division holiday. There are no restrictions on the use of your floating holiday; however, 
for scheduling purposes, you should arrange this day off with your supervisor as far in 
advance as passible. Each respective division and Shared Services will declare their 
designated holiday in November of each year. For 2009, the scheduled holidays are: 

Holiday 
New Years’ Day 
Memorial Day 
Independence Day 
Labor Day 
Thanksgiving Day 
Day after Thanksgiving 
Christmas Eve 
Christmas Day 
New Years’ Day 

Day 
Thursday 
Monday 
Friday 
Monday 
Thursday 
Friday 
Thursday 
Friday 
Friday 

Date 
January 1,2009 
May 25,2009 
July 3,2009 
September 7,2009 
November 26,2009 
November 27,2009 
December 24,2009 
December 25,2009 

January I, 2010 

Division Designated Holidays: As operations permit, business and operating activities will be suspended 
and employees in the respective divisions will not be required to work on the following division designated 
holidays as indicated below: 

Mississippi Division: 
Martin Luther King Birthday Monday January 19,2009 

CO-JB, LA, KY- Mid-States, West-Texas and Mid-TX Divisions, Customer 
Support Center Amarillo, Wac0 and Shared Services: 

Good Friday Friday April 10,2009 



Bereavement 

Up to five days of bereavement leave are available to 

+ attend services and assist in matters related to the death of your wife, husband, child, 
father, stepfather, father-in-law, mother, stepmother, or mother-in-law 

Up to three days of bereavement leave are available to 

+ attend services and assist in matters related to the death of your son-in-law, daughter- 
in-law, sister, sister-in-law, brother, brother-in-law, grandparents, or grandchildren of 
you or your spouse. 

Jury Duty, Witness and Voting Leave 

Time needed to fulJll civic responsibility is available to 

serve on a jury as a result of a court summons, to appear as a witness in a 
trial, or to vote in public elections when you cannot vote before or after 
work or cannot vote on an absentee basis 

Military Leave 
Atmos Energy provides paid military leave when you are called to active duty or active 
duty for training in the Aimed Forces of the United States or unpaid military leave when 
you enlist or are inducted in the Armed Forces of the United States. 

When on paid or unpaid military leave of absence you may return to active employment 
at the same rate of pay and with all seniority, service credits and status that you would 
have enjoyed if not for the leave, provided you meet the criteria outlined in the Military 
Leave policy. 

For employees on paid military leave as described above, Atmos will make up the 
difference, if any, between the employee’s basic military pay received while on active 
duty and the employee’s base salary at Atmos. 

Employees on military leave may continue to participate in the Atrnos medical and dental 
plans so their dependents will continue to be covered. Since the employee will have 
medical coverage provided by the military, we will reduce Atmos’ medical contributions 
by one level for the duration of the leave. For example: Employee + family while an 
active employee to employee + children while on MLA. 

Service time will continue to accrue for participation, vesting and benefits in the Pension 
Account Plan. Employer provided life insurance will be maintained. 



Adopt-a-Family will be put in place whereby employees from the division or department 
of the employee called into service will assist the employee’s family while the called-up 
employee is on active duty. 

Paid Time Off (PTO) 

The PTO program consolidates vacation, sick leave, family member illness and personal 
time into an integrated program. Under the PTO program you receive a number of PTO 
days based on how long you’ve worked for the Company. This program gives you the 
freedom and flexibility to take off for whatever reason you want. Time off must be 
scheduled in advance with your supervisor whenever possible. 

PTO benefits will be substituted for unpaid Family / Medical Leave 0;MLA) 

* Per bi-weekly pay period, &om date of hire through December 31 of your year of hire. On the first 
January 1 after your date of hire, you begin to accrue PTO at 4.62 hours per pay period. 

The Plan allows for up to 40 hours unused PTO days to be carried over to the next year. 
Any unused PTO days in excess of 40 hours on December 31 of each year will be rolled 
into your Extended Illness Bank (EIB). 

Lf you leave Atmos: 

You will be paid for any accrued PTO that you have not used as of your date of 
termination. 

0 

0 If you have used more PTO than you have accrued as of your date of termination, 
the value of the amount of PTO used in excess of your accrual will be deducted 
from your final paycheck. 

PTO Donation 

You may donate any accrued but unused PTO to the PTO Donation Bank to be available 
for employees who apply to use donated PTO. Donated PTQ is only available to an 
employee who has exhausted their full annual accrual of PTO and all EIl3 benefits and 
who face an extreme financial hardship due to their non-work related illness or injury or 
the serious health condition of an immediate family member. A corporate Vice-president 
or division President must approve the use of donated PTO. 



Extended Illness Bank (Em) 
The Extended Illness Bank (EIB) benefits, provided at 100% of base pay, may be used 
for your serious health condition. The extended illness bank includes unused PTO from 
prior years in excess of the 40-hour carry-over limit. 

Once you are approved for short-term disability benefits, you may elect to substitute EIB 
benefits for the five days of PTO used for the short-term disability-waiting period. If you 
decide to do this, your PTO balance will be credited with five days and five days will be 
deducted Erom your EIB. 

There is no cap on the number of days that may accrue in your EIB. When you terminate 
employment for any reason, your EIB balance will be forfeited. 

Short-Term Disability 

You are automatically covered under the Short-Term Disability Plan on date of 
employment if you are a regular full-time employee. You receive benefits under the plan 
on the sixth work day you are absent from work due to illness or a non-work related 
injury. PTO can be used to cover the 5-day waiting period. If approved for STD, EIB 
can be used to cover the 5-day waiting period. If benefits are not available fiom your 
PTO or Extended Illness Bank (EIB), STD benefits will be paid at 70% of base pay after 
the 5-day waiting period. 

If you receive short-term disability (STD) benefits, return to work, and have a relapse of 
the same illness within 30 days, you can begin receiving STS, benefits immediately. 

Long-Term Disability 

You are automatically covered under the Long-Term Disability (LTD) Plan on date of 
employment if you are a full-time employee. You may receive benefits under the plan 
after you have been disabled for 180 calendar days. 

If you become eligible for a benefit, the plan pays a benefit of 60% of your base monthly 
pay, up to a monthly maximum of $10,000. Benefits are offset by other sources of 
disability income, including Social Security, Workers' Compensation, pension and state 
disability benefits, if any. Benefits end when you no longer meet the definition of 
disability or reach age 65, if the disability occurred be€ore age 60. 

Extended Illness Bank (Em), Short-Term Disability (STD), and Long-Term 
Disability (LTD) benefits require approval by Synchrony, the disability program 
administrator. Details of how to report workers' compensation and disability 
claims are provided at the end of this section. 



Definition of Disability 

“Disabled” or “disability” means that, due to sickness, pregnancy or accidental injury, 
you are receiving appropriate care and treatment and complying with the requirements of 
such treatment on a continuing basis, and: 

During your elimination period and the next 24-month period, you are unable to 
earn more than 80% of your pre-disability earnings or indexed pre-disability 
earnings at your own occupation for any employer in your local economy; or 

0 You must be approved for disability benefits under the Federal Social Security 
Act for your sickness or accidental injury in order to continue to receive benefits 
after the first 24 months. 

The plan has a combined 24-month cap for mentalhernous, drug/alcohol and 
neuromusuloskelatal for self reported soft tissue claims. 

Workers’ Compensation 

Benefits for a work related injury or illness are determined by the Workers’ 
Compensation Policy in accordance with state specific workers’ compensation laws. 

Synchrony 

Atmos Energy has an integrated disability program that is administered by Synchrony. 
This program is managed by Metlife (Disability) and St. PaullTravelers Insurance 
(Workers’ Compensation). Case managers at Synchrony manage all disability, Workers’ 
compensation and Family and Medical Leave claims. Case managers work together to 
coordinate disability and workers’ compensation benefits when applicable. 



How to Report a Claim 

1. Immediately notijj your supervisor or manager that you are sick or injured 
regardless of whether your illness or injury occurred on or off the job. 

2. Your supervisor should call Synchrony at 1-888-972-6670 for all work related 
injuries or illnesses. 

3. You should call Synchrony at 1-888-972-6670 for non-work related absences if 
the absence will be more than five days. 

4. Synchrony's case managers, nurses and doctors will work with you and your 
doctor during your illness or injury and notify Atmos' payroll of your eligibility 
for benefits. 

5. Synchrony will maintain contact with you during your absence to monitor your 
situation and continued eligibility for benefits. 

6, Your case manager at Synchrony will send you the necessary forms to complete. 
They will provide you with instructions on where to return the forms. 

7. Call Synchrony at 1-888-972-6670 if at any time you have any questions about 
your claim or benefits. 

Service Awards 

The Atmos Energy Service Awards program recognizes service milestones in 5 year 
increments. You may order an award during the year in which you reach a 5 year 
milestone. Divisions hold functions each year based on what works best for employees 
in the division to recognize those employees reaching a milestone. 



Learning & Development and Work Environment 
Total Rewards 

Total Rewards is a program that will help us realize our vision. It provides a framework 
for delivering the rewards you expect and deserve. It represents ajoint effort -- you and 
the company -working together to build a winning organization. 

It is designed to equip and inspire, motivate and reward. 

Total Rewards consists of four components - Pay, Benefits, Learning & Development 
and Work Environment. You’ve already been introduced to the Pay and Benefits 
segments. Pay and Benefits are obvious rewards. We have a competitive pay program 
that rewards our talented, motivated employees. And our comprehensive benefits package 
helps you protect your family’s security. These rewards are tangible . . . easy to recognize 
and measure. 

The other two parts of Total Rewards - Learning & Development and Work 
Environment -- are different. They are about relationships - interactive and constantly 
evolvjng, They put the “total” in Total Rewards and make the Deal possible. But these 
two elements of Total Rewards need your involvement. These are areas where you truly 
make a difference. 

Learning & Development and Work Environment ---are about building on relationships 
and personal accountability -interactive and constantly evolving, 



Learning & Development 

No matter what your job is or where you are in your career, you want to continue to grow 
and be challenged. It’s good for you and it’s good for the company. That’s why we make 
it a shared responsibility. The Atmos Energy Learning & Development strategy offers 
you access to a broad range of learning opportunities and tools that can help give you a 
more productive career. 

We’ll continue to move toward building a stronger company by building stronger 
employees. We’ll focus attention in areas that help you increase your skills and your 
commitment to Atmos Energy. We’ll look for areas that need improvement. And we’ll 
look for the best ways to give you the tools and skills you need to change and grow. 

Our Performance Management process will help identify needs and plan for 
development. With the system, your career development becomes an ongoing process . . . 
and a joint effort. You won’t just get an annual appraisal. You’ll partner with your 
supervisor to set your goals, discuss your development and evaluate your performance. 
You’tl get coaching, feedback and opportunities for growth. 

You will also participate in a leadership development program AtmoSpirit -- a way to 
help you understand your style, grow as a leader and become a better team player. As we 
move forward, we’ll continue to refine our vision and provide whatever it takes to 
develop leaders at all levels. 

Finally, we’re working on ways to help everyone understand the big picture -- Atmos 
Energy’s competitive environment, our strategy to succeed in that environment - and 
where you fit in. We’ll help you understand how what. you do each day contributes to 
siiccess. 

Educational Assistance 

Atmos Energy Corporation provides educational assistance to encourage and assist 
employees in their efforts to further their formal education that is job related and could 
enhance their effectiveness in their present position or prepare them for greater 
responsibilities in the future. 

The benefits of this plan are available to all regular full-time employees and to part-time 
employees at a reduced amount. 



Approved Courses 

1. 

2. 

Approved courses must be completed at accredited schools or institutions. 

It is intended that this plan provide a mutual benefit to the Company and the 
participating employee. Therefore, the following types of courses are approved 
under the plan: 

a. Courses that improve or develop the skills necessary for the employee's 
current job; 

b. Courses that prepare individuals for professional certifications; 

b. Courses that develop skills and knowledge necessary for employees to 
prepare for advancement in a reasonably predictable future position with 
the Company. 

Courses that are part of a degree plan for a degree that is related to work at 
Atmos Energy. If the college requires the employee to take certain 
courses as part of a plan to receive a degree that relates to a current or 
reasonable predictable future position for that employee, that course is 
covered under the plan. An. employee may be required to submit a copy of 
hisher degree plan to determine if the degree relates to work at Atmos 
Energy. 

c. 

2. Educational assistance will apply to undergraduate and advanced degree 
programs, correspondence courses, certification programs and 
vocational/technical programs that are taken during non-work hours. 

3. Basic skill development courses in areas such as reading, writing and mathematics 
are covered under the plan when the courses are part of an accredited program 
and/or taught by certified teachers. These types of courses may be taken to 
improve skiIls for the current job, to prepare for advancement or as part of a high 
school equivalency (GED) program. 

Approved Expenses 
The plan provides 100% reimbursement for the following expenses up to $3000 per year 
per full-time employee and up to $1500 per year per part-time employee: 

a. tuition fees; 
b. textbooks/workbooks; 
c. registration and student fees; 
d. building use fees; and, 
e. laboratory fees. 



Work Environment 

The role of the Work Environment Quadrant is to motivate and retain employees. 

Teamwork and Trust and Respect 

These components of Work Environment encompass the following: 

Atmos Values 
The Deal, which we talked about earlier in the presentation. 

m Employee Focus 
m Customer Focus 

Honesty & Integrity 
Value Creation . Eiiterprise Thinking 

These values are achievable only if we work together. 

Communications 

Methods of Communications between the company, its management and all employees 
include: 

6 Atmosphere Intranet 
AtmoSpeak 
EMPCOM’s 
Atmos Monthly 
Visions 
Employee Braadcasts 

Safety 

Atmos is committed to safety: 
By providing a safe, healthy and stable work environment for all employees 

il. By delivering safe, efficient and affordable service to our customers 
By complying with federal, state and local regulations that pertain to our daily 
operations 
By enhancing general public safety through safe work practices 

Policies, Procedures & Standards 

Written policies and procedures are established to provide guidelines for the relationship 
between Atmos Energy and its employees. They can be found, in their entirety, on the 
Intranet under Docs/Human Resources. 
The following General Provisions apply to all Human Resources policies and 
procedures: 



Confidentiality - Only those Company offkials who, on a case-by-case basis, 
have a need to know 
Condition of employment - Compliance with the Company policies is a 
condition of employment 
Documentation - Knowingly falsifying any Company document will be subject 
to disciplinary action 
Exceptions - Requests made through management in writing to the appropriate 
level, up to Bob Best 
Legal - If any portion of a policy conflicts with any Federal or state law or 
regulation, that portion will be void 
Reservation of Rights - The Company reserves the rights to interpret, modify, 
eliminate or add to the provisions of any policy in whole or in part at any time. 
Role of Human Resources - To partner with management to facilitate 
appropriate and consistent application of the policies, and to coach and guide 
employees 
Scope - Policies apply to all employees and may be applicable to applicants 

Equal Employment Opportunity 

The Company will take all appropriate steps to ensure applicants and employees are 
treated fairly in all aspects of employment through fbll and voluntary compliance with 
Federal, state and local statutes. 

Affirmative Action Plan 

Atmos Energy has a number of federal contracts and subcontracts and is required to 
maintain an Affirmative Action Plan. 

Americans with Disabilities Act (ADA) - Accommodation Procedures 

Approval authority is based on expenditure approval limits. Good Faith effort 
accommodation when deemed necessary. To request an accommodation, utilize the Job 
Accommodation Request. The form is on the Intranet. 

Behavior and Conduct 

Employees are to: 
Promptly, and to the best of their ability, carry aut work-related requests and 
assignments 

0 Treat others with respect, honesty and integrity 
0 Cooperate with management, fellow employees and the public 

Follow safety rules and public laws 
Create a harassment-free workplace 
Support team members by keeping to assigned work schedules 
Use Company t h e ,  funds and property productively 



TJse confidential information consistent with assigned job responsibilities 
Follow Company policies and procedures 

Driver Qualifications Policy 

Provisions for designated drivers will be discussed in the Safety section. 

Ernail and Internet Usage 

The company does not monitor email or internet usage, but keep in mind all 
communication transmitted and received and web activity is company property and can 
be reviewed if necessary. 

Employee Problem-Solving Policy 

Encourages the continued practice of open communications at all levels of the 
organization whether exchanging ideas or resolving problems. The employee may 
proceed to the next level of supervision, up to and including the division President, 
should resolution not be obtained initially. 

Employee Selection Policy 

Review and apply for a posted job by going to the Intranet and clicking on Jobs from the 
top menu. Positions may be recruited concurrently from internal and external sources for 
all positions. T e d p a n e l  interviews are typical for most positions. 

Em ploymen t of Relatives 

The policy defines applicable relatives and line-of-authority and provides methods for 
addressing various situations. 

Inclement Weather 

After considering current and forecasted weather conditions, current and forecasted road 
conditions, employee and public safety and continued services/operations, local 
management will identifjr what services and operations are primary and advise each 
employee if he is required to work in order to maintain business critical services and 
operations. 

Information Collection and Management 

Atmos Energy respects the privacy of employees and protects the confidentiality of 
personnel records. The company reserves the right to verify information pertaining to an 
applicant’s or an employee’s credentials. Supervisors and employees should not provide 
employment-related information on current or former employees. 



Progressive Discipline 

Disciplinary action utilizes the following four measures: 

Verbal Warning 
Written Warning 
Finalwarning 

0 Termination of Employment 

Steps may be repeated or skipped as appropriate to the situation. 

Sexual Harassment 

The Sexual Harassment Policy describes sexual harassment and the procedures for 
reporting claims. Supervisors have the responsibility to ensure that employees enjoy a 
hostile-free work environment. All reported claims are investigated promptly and 
thoroughly, maintaining confidentiality of the employee reporting the incident and 
individuals involved in the investigation. 

Solicitation Policy 

Local management determines what is allowable solicitation. It is the responsibility of 
local management to control all solicitations so that there will be no interruption or 
interference with the work being performed. Any time the company allows solicitation, 
we (the company) open ourselves up to union organization. 

Termination Policy 

This policy discusses the types of terminations, as follows: 

0 Voluntary terminations 
Involuntary terminations 

It also outlines the Exit Interview Process and Payments. 

Weapons Policy 

Employees are prohibited from possessing, carrying and/or using weapons, at any time 
while engaged in Company business, while on Company premises, while in a Company 
vehicle and/or a Company uniform. 



Creating a Culture of Appreciation 

Everyone at Atmos Energy is involved in creating our work environment. It will be what 
we make it. The Total Rewards Work Environment initiative is designed to help us all do 
our part to make ours a work environment that makes you want to do your best. An 
environment that encourages: 

We’ll all be contributing to this effort. Leadership will be setting the example, but to be 
successfbl, everyone must take part. 

We’ve already started a program to encourage diversity. Our goal is to create a culture 
that respects and appreciates diversity and recognizes that valuing people makes Atmos 
Energy an “Employer of Choice.” Diversity refers to all kinds of differences in people - 
not just obvious, physical differences, but differences in ways of thinking. We all have a 
natural tendency to respond positively to people who are like us and discouiit those who 
are not. Respecting and appreciating diversity requires us to overcome that tendency. We 
must not only accept our differences -we must capitalize on those differences to help 
solve business problems. 

We’ll be working on more ways to improve our work environment. We’ll be doing 
everything we can do to open channels of communication. We want to continue to 
improve attitudes and morale. Together, we’ll work to create an environment that will 
help you be as good as you can be - an environment for success. 

Performance Management 

We believe everyone benefits when supervisors and employees work together to improve 
performance. It seems like a simple concept, but it’s actually a new way of thinking. Our 
Performance Management program encourages feedback, coaching and career planning. 

Performance Management is an ongoing process. You’ll take an active role as you meet 
regularly with your supervisor to discuss what you are doing and what you need to do to 
improve. Together, you will set your goals, discuss your development and evaluate your 
performance. Communication is two-way and includes open, honest and constnictive 
feedback. You’ll know where you’ve been, where you’re going and how to get there. 

We’ll start by focusing on building the relationship between you and your supervisor. 
You’ll begin by meeting with your supervisor to set yow: individual goals and plan 
development. Together, you’ll evaluate your current performance. Then you’ll identify 
specific performance expectations and you’ll discuss and plan for your development. 
You’ll have ongoing updates, coaching and feedback. You and your supervisor will work 
together to check your results and evaluate your performance. 



When you set your performance eqectations, you and your supervisor will make sure 
your goals are SMART: 

Measurable 

Accountable & 
Attainable 

Relevant 

Time-framed 

Specific I Specific actions are tasks focused on a particular situation 

Ways to know you’ve reached specific levels of accomplishment 

Reasonable accomplishments that reflect performance within your 
responsibility and control 

Accomplishments that are aligned with the organization’s objectives 

Accomplishments within a specific period of time 

-..---- 

__I_” 

--.--_I_. 

We’ll take the next step and link individual goals to division or team goals, and 
ultimately to Atmos Energy’s overall objectives. As you begin to see how your 
performance impacts the company and business results, you’ll be ready to set new 
individual goals and begin a new cycle - another step in the ongoing process of learning 
and growing. 

Building a Winning Team 

When you look at a house, the first thing you notice is how it looks -things like style, 
number of rooms, wall coverings, type of carpet, maybe the landscaping. Rut if you 
seriously consider buying that house, you want to know if it has a solid foundation. E it 
doesn’t, you don’t want the house - no matter how good it looks. 

When you look at a company, you may look first at pay and benefits. But what is it really 
like working there? Do you want to invest your time there? The best way to know is to 
look at the foundation - Learning & Development and Work Environment. 

It takes everyone working together to lay this foundation. The company provides the 
tools and resources. But it’s up to you to use them. With each person taking an active role 
- sharing the responsibilities and the rewards -we can build a winning organization. 



The Last Word 
This booklet is provided to help you understand your benefit plans. The Company 
reserves the right to amend, suspend, or terminate these programs, in whole or in part, 
from time to time at its sole discretion. 

This is a brief overview of your benefits; it is not a complete description of benefits. You 
will receive benefit booklets fully describing your benefits at a later date. 
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Financiall Results 

This report summarizes financial results for Atmos Energy Corporation's Atrnos Energy Corporation 
Pension Account Plan based on actuarial valuations for Fiscal 2009 (fiscal year ending September 30, 
2009), Fiscal 2008, Plan Year 2008 and Plan Year 2007. 

FAS 87 Pension Cost' 

Amount 

FAS 87 Funded Position 

Accu mu1 ated benefit obligation [A BO] 

Projected benefit obligation [PBO] 

Fair value of assets [FV] 

Overfunded (underfunded) PBO 
PBO funded percentage [FV + PBO] 

Employer Contributions 

Minimum funding requirement 

Remaining cash requirement (assuming 
sponsor elects full use of available credit 
b a I a n ce) 
Maximum deductible contribution 

ERISA Funded Position 

Funding target 

Net actuarial value of assets 

Funding shortfall/(excess assets) 

Funding target attainment percentage 

Adjusted funding target attainment 
percentage 

Actuarial value of assets 

Actuarial value of asset as a percentage 
of funding target 

Fiscal 2009t 

$ 14,290,830 

October I, 2008 

$ 300,416,709 

305,804,582 

295,280,983 

( I  0,523,599) 

96.6% 

Plan Year 2008 

$ 12,280,858 

0 

141,793,435 

January I, 2008 

$ 326,292,765 

309,092,726 

17,200,039 

113.1% 

113.1% 

369,039,848 

113.1% 

Fiscal 2008 

$ 14,304,306 

July I, 2007 

$ 315,194,661 

322,312,266 

378,097,090 

55,784,824 

1 17.3% 

Plan Year 2007 

$ 0 

0 

151,212,868 

January I, 2007 

$ 320,053,412* 

N/A 

N/A 

N/A 

N/A 
335,949,438 

105.0% 

Excludes amounts recognized for settlements andlor curtailments. 

To comply with FAS 158, Atmos eliminated use of an early measurement date by using the Remeasurement 
Approach. The net effect to retained earnings was an income of $3,510,415. 

Results for 2007 are based on the plan's current liability. 
Ahos  Energy Corporation, PAP, October 2008 
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FAS 87 Pension Cost and Funded Position 

The cost of the pension plan is determined in accordance with FAS 87. The Fiscal 2009 pension cost for 
the plan is $14,290,830, or 6.3% of covered pay, excluding amounts recognized for settlements and/or 
curtailments. 
TJnder FAS 87, as amended by FAS 158, the projected benefit obligation @BO) funded status of each 
pension plan at the plan’s measurement date is required to be reported as an asset (for overfunded plans) 
or a liability (far underhnded plans). The PBO is the actuarial present value of benefits attributed to 
service rendered prior to the measurement date, measured using expected future pay increases for pay- 
related plans. The plan’s underfimded PBO as o f  September 30,2008 was $(10,523,599), based on the 
fair value of plan assets of 295,280,983 and the PBO of $305,804,582. 

Fiscal year-end financial reporting and disclosures are prepared before detailed participant data and the 
full valuation results are available. Therefore, the September 30,2008 postretirement benefit asset 
(liability) was derived from the January 1,2008 valuation results. The September 30,2009 financial 
reporting information will be developed based on the results of the January 1,2009 valuation, rolled 
forward and adjusted for the year-end discount rate and asset values, as well as significant changes in 
plan provisions and participant population. 

Atmos Energy Corporation, PAP, October 2008 
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Change in Pension Cost and Underfunded (Overfunded) PBO 

The pension cost decreased from $14,304,306 in fiscal 2008 to $1 4,290,830 in fiscal 2009 and the 
funded position decreased from an overhnding of $55,784,824 on July 1 , 2007 to an underfunding of 
$10,523,599 July 1,2008, as set forth below: 

Prior year 

Change due to: . Expected based on prior valuation . Loss (gain) from noninvestment 
experience 

b Loss (gain) from asset experience 

b Assumption changes . Plan amendments . Effect of Adopting 158 

t. Remeasure effect 

Current year 

Pension Cost Funded Position 

$ 14,304,306 $ (55,784,824) 

381,520 

381,279 

(1 ,015,505) 

(274,179) 
264,239 

2493 70 
NIA 

$ 14,290,830 

8,718,674 

1,514,353 

45,660,528 

(8,367,480) 

26 1,336 

16,004,412 

2,516,600 

$ 10,523,599 

Significant reasons for these changes include the following: 

t The return on the fair value of plan assets since the prior measurement date was less than expected, 
which decreased the overfunded PRO. 

+ The return on the market-related value of plan assets, which reflects gradual recognition of asset 
gains and losses over the past five years, was less than expected, which increased the pension cost. 

The discount rate increased 127 basis points (from 6.30% to 7.57%) compared to the prior year, 
which decreased the pension cost and increased the overfunded PRO. 

b 

Atmos Energy Corporation, PAP, October 2008 
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History of Pension Cost 

History of Pension Cost 

- - - - - - - "  Pension cost .. - - - - - - 
Fiscal Percent oi Discount 
year Amount covered pay rate 
2009 $ 14,290,830 6.3% 7.57% 

2008 1 4,304,306 6.6 6.30 

2007 15,960,431 7.8 6.30 
2006 14,443,373 7.9 5.00 

2005 6,876,645 3.8 6.25 
__ ~ ~ 

The allocation of fiscal 2009 pension cost to each business unit is shown in the table below: 

Fiscal 2009 
Business Unit Pension Cost 

Atrnos Pipeline & Storage $ 294,357 

Colorado - Kansas 993,731 

Kentucky 0 
Louisiana 1,352,569 

Mid States 2,150,819 

Mid Tex 4,795,207 

MVG 696,637 

Power Systems 22,998 

Shared Services 2,875,397 

West Texas 1,109,115 

Total 14,290,830 

The pension cost is allocated in proportion to the payroll of each business unit. 

Amos Energy Corporation, PAP, October 2008 
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Employer Contributions and ERISA Funded Position 

Under the Pension Protection Act of 2006 (PPA), the funded position is measured by comparing the 
actuarial value of assets, reduced by the plan’s credit balance, with the funding target. The amount by 
which the funding target exceeds the net actuarial value of assets is the plan’s funding shortfall. If the 
net actuarial value of assets exceeds the funding target, the difference is the plan’s excess assets. The 
actuarial value of assets is equal to the fair market value. The funding target is the present value of 
benefits accrued or earned as of the valuation date. The target noma1 cost is the present value of 
benefits expected to be earned during the plan year. Plans that do not meet certain funded status criteria 
are considered to be at-risk and are required to use specific actuarial assumptions, and in some cases 
additional loads, that will generalIy increase the funding target and target normal cost. 

The plan’s actuarial value of assets, including the credit balance, is 113.1% of the funding target as of 
January 1,2008. This percentage is based on an actuarial value of assets of $369,039,848 and a funding 
target of $326,292,765. After reducing the assets by the credit balance, the plan’s funding shortfall is 
$17,200,039 as of January 1,2008. 
The minimum funding requirement under the PPA is generally equal to the target normal cost plus 
amortization of the plan’s funding shortfall and any funding waivers. For overfbnded plans, the 
minimum funding requirement is reduced by the amount of the plan’s excess assets. The minimum 
funding requirement for 2008 is $12,280,858, or 5.4% of covered pay. 

Plan sponsors that have in the past contributed more than the minimum may have a credit balance. 
Sponsors can elect to apply the plan’s credit balance to offset the minimum funding requirement if 
certain ather requirements are met. If Atmos Energy Corporation elects to fully apply its available credit 
balance, the remaining cash requirement is $0, or 0.0% of covered pay. 

The maximum deductible contribution under the PPA is generally equal ta 150% of the funding target, 
plus the target normal cost, plus an allowance for future pay or benefit increases, less the actuarial value 
of assets. For plans that are not at-risk, the deductible limit will not be less than the unfunded fiulding 
target plus the target normal cost, both determined as if the plan were at-risk. For all plans, the 
deductible limit will not be less than the minimum funding requirement. The maximum deductible 
contribution for the plan is $141,793,435, or 62.2% of covered pay. 

Amos Energy Corporation, PAP, October 2008 
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Year 

History of Employer Contributions and ERISA Funded Position 
and Current Year's Funding Range 

- - - - -  Employer contributions - - - - - 
AVA as a % €ffective 

Peicent of of funding interesf 
Amount covered pay tamer rate* 

2008: 

b Minimum** $ 0 

b Maximum 141,793,435 

2007 0 

0% 113.1% 6.12% 

62.2 

0.0 105.0 5.78 
2006 0 0.0 107.7 5.77 

2005 

2004 

0 

3,000,000 
0.0 111.6 6.10 

2.6 115.7 6.55 

* Results prior to 2008 are based on the plan's current liability. 

** Remaining cash requirement assuming sponsor elects full use of available credit balance. 

Timing of Contributions 

If a plan has a fimding shortfall for the current plan year, quarterly contributions will be required in the 
following plan year. Because the plan has a fimding shortfall, quarterly contributions for the 2009 plan 
year will be required but will not exceed $3,070,215 per payment, based on this year's valuation results. 

The minimum required contribution for the 2008 plan year must be satisfied by September I5 
(following). This requirement may be satisfied through contributions and/or an election to apply 
available credit balance. No quarterly installments are required. 

The minimum funding schedule, before reflecting any credit balance elections, is shown below: 

April 15 
July 15 

October 15 
January 15 (following) 

September 15 (following) 

$ 0 
0 
0 
0 

13,590,018 

Quarterly contributions for 2008 are based on the required contribution for 2007 or 2008, whichever is 
more favorable. 

Atmos Energy Corporation, PAP, October 2008 
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Benefit Limitations 

Under the PPA, a plan may become subject to various benefit limitations if its funded status falls below 
certain thresholds. Plan amendments that increase benefits are prohibited if the effect of the amendment 
would be to reduce the adjusted funding target attainment percentage (AFTAP) below 80%. Benefit 
accruals must cease and shutdown benefits are prohibited if the AFTAP falls below 60%. To avoid these 
benefit limitations, a plan sponsor may either contribute certain additional amounts for the current plan 
year or provide security outside the plan. 

Plans are prohibited &om paying lump sums or other accelerated forms of distribution if the AFTAP is 
below 60%, and only reduced amounts are allowed to be paid if the AFTAP is between 60% and 80%. 
The AFTAP for 2008 is 113.1% as of January 1,2008. 

PBGC Reporting Requirements 

For plan years beginning af3er 2006, the PPA eliminated the PBGC participant notification requirements 
for plans that are required to pay a PBGC variable premium and have a funded percentage below a 
specified “gateway” percentage. For plan years beginning in 2008, all defined benefit plans subject to 
Title IV of ERISA are required to issue annual funding notices (due 120 days after the end of the plan 
year). 
With respect to reporting years beginning before 2008, additional financial and acharial information 
must be provided to the PBGC if, at the end of the year, all defined benefit plans within the controlled 
group have an unfunded vested liability of $50 million or more using assumptions mandated by the 
PBGC. 
As of December 3 1,2007, unfunded vested liabilities for all defined benefit plans within the controlled 
group were less than $50 million. Consequently, reporting of additional financial and actuarial 
information was not required. 
For reporting years beginning after 2007, the PPA changed the $50 million threshold. A filing will now 
be required if the funding target attainment percentage (FTAJ?) at the end of the preceding plan year is 
less than 80% for any plan in the contributing sponsor’s controlled group. The FTAP for 2008 is 1 13.1% 
as of January 1,2008. 

&nos Energy Corporation, PAP, October 2008 
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Basis for Valuation 

Economic Assumptions 

The discount rate for pension cost purposes is the rate at which the pension obligatians could be 
effectively settled. This rate is developed from yields on available highquality bonds and reflects the 
plan's expected cash flows. 
The assumed rate of return on assets and salary increase rate assumptions both reflect long-term 
expectations. The assumed rate of return on assets for pension cost purposes is the weighted average of 
expected asset returns. The salary increase rate is based on current expectations of future pay increases. 
The assumptions selected by Atmos Energy Corporation for pension cost purposes are: 

October I, 2008 July I, 2008 July I, 2007 

Discount rate 7.57% 6.68% 6.30% 

Rate of return on assets 8.25% 8.25% 8.25% 

Salary increase rate 4.00% 4.00% 4.00% 

Assumptions used to determine statutory contribution limits must be reasonable taking into account the 
experience of the plan and reasonable expectations. However, certain assumptions (such as interest and 
mortality) are either prescribed by the RS or are subject to IRS approval. The interest rates used to 
determine the fimding target and target normal cost are based on a high-quality corporate bond yield 
curve. The assumptions for contribution purposes are: 

Effective interest rate 

Salary increase rate 

January I ,  2008 January 1,2007 

6.12% 5.78% 

4.00% 4.00% 

Atmos Energy Corporation, PAP, October 2008 
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Actuarial Certification, Reliances and Distribution 

Atmos Energy Corporation retained Towers Perrin to perfom a valuation of its pension plan for the purpose of 
determining (1) the value of benefit obligations and its pension cost in accordance with FAS 87 and (2) the 
minimum required and maximum tax-deductible contributions in accordance with ERISA and allowed by the 
Internal Revenue code. This valuation has been conducted in accordance with generally accepted actuarial 
principles and practices. 
The consulting actuaries are members of the Society of Actuaries and other professional actuarial organizations 
and meet their “General Qualification Standard for Prescribed Statements of Actuarial Opinion” relating to 
pension plans. 

In. preparing the results presented in this report, we have relied upon information provided to us regarding plan 
provisions, plan participants, and plan assets. We have reviewed this information for overall reasonableness and 
consistency, but have neither audited nor independently verified this information. The accuracy of the results 
presented in this report is dependent upon the accuracy and completeness of the underlying information. 

The actuarial assumptions and the accounting policies and methods employed in the development of the pension 
cost have been selected by the plan sponsor, with the concurrence of Towers Perrin. FAS 87 require that each 
significant assumption “individually represent the best estimate of a particular future event.” 

The actuarial assumptions and methods employed in the development of the contribution limits have been 
selected by Towers Perrin, with the concurrence of the plan sponsor. The Internal Revenue Code requires the use 
of assumptions “each of which is reasonable (taking into account the experience of the plan and reasonable 
expectations)” and “which, in combination, offer the actuary’s best estimate of anticipated experience under the 

The results shown in this report have been developed based on actuarial assumptions that are considered to be 
reasonable and within the “best-estimate range” as described by the Actuarial Standards of Practice. Other 
actuarial assumptions could also be considered to be reasonable and within the best-estimate range. Thus, 
reasonable results differing from those presented in this r&port could have been developed by selecting different 
points within the best-estimate ranges for various assumptions. 

The information contained in this report was prepared for the internal use of Atmos Energy Corporation and its 
auditors in connection with our actuarial valuation of the pension plan. It is neither intended nor necessarily 
suitable for other purposes. Atmos Energy Corporation may also distribute this actuarial valuation report to the 
appropriate authorities who have the legal right to require Amos Energy Corporation to provide them this report, 
in which case Atmos Energy Corporation will use best efforts to notify Towers Perrin in advance of this 
distribution. Further distribution to, or use by, other parties of all or part of this report is expressly prohibited 
without Towers Perrin’s prior written consent. 

plan.” 

Chris Hutzler, F.S.A. 
Principal 

Mary Ann McMahon, A.S.A. 
Consultant 

Towers Perrin 

October 2008 

Aimos Energy Corporation, PAP, October 2008 
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Asset Values 

Asset Values for Calculating 
Pension Cost and Funded Position 

Fair value (excludes 
contributions receivable): 
b As of July I, 2007 

c- Contributions 

c- Disbursements 

c- Investment return 

b As of September 1,2008 

F Rate of return 

Market-related value: 

b As of July 1,2007 
c As of September 1 , 2008 

c- Rate of return 

Asset Values for Calculating 
Employer Contributions 

Market value, including 
contributions receivable: 

c- As of January 1,2007 

b Contributions 

c- Disbursements 

Investment return 
+ As of January I, 2008 

+ Rate of return 

Actuarial value: 
c- As of January I ,  2007 

+ As of January 1,2008 

b Rate of return 

$ 378,097,090 

0 

(31,786,764) 
(51,029,343) 

$ 295,280,983 

(14.1)% 

$ 308,465,428 

305,553,756 

9.9% 

!$ 370,496,452 

0 

(28,637,357) 
27,180,753 

$ 369,039,848 

7.6% 

$ 335,949,438 

369,039,848 

19.2% 

Atmos Energy Corpomtion, PAP, October 2008 
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Basic Results for Pension Cost and Funded Position 

Service Cost 

Obligations 

Accumulated benefit obligation [ABOJ: 

I. Deferred inactive participants 

Total AB0 
Obligation due to future salary increases 

Projected benefit obligation [PBO] 

Participants currently receiving benefits 

Active participants 

Assets 

Fair value [FV] 
Unamortized investment losses (gains) 

Market-related value 

Funded Position 

Overfunded (underiunded) PBO 

PBO funded percentage 

Amounts Not Yet Recognized in Net 
Periodic Cost 

Net actuarial loss (gain) 

Prior service cost (credit) 

Transition obligation (asset) 

Total 

Key Economic Assumptions 

Discount rate 

Rate of return on assets 

Salary increase rate 

Fiscal 2009 

$ 12,511,955 

October I, 2008 

$ 150,345,614 

20,727,849 
129,343,246 

$ 300,416,709 
5,387,873 

$ 305,804,582 

$ 295,280,983 
-- 10,272,773 

$ 305,553,756 

$ (10,523,599) 

96.6% 

$ 79,107,533 

(2,748,804) 
0 

$ 76,358,729 

7.57% 

8.25% 

4.00% 

Fiscal 2008 

$ 12,797,992 

July ly 2007 

$ 169,189,335 

23,630,923 
122,374,403 

$ 315,194,661 
-I) 7 117 605 

$ 322,312,266 

$ 378,097,090 
-- (69,631,662) 

$ 308,465,428 

$ 55,784,824 

1 17.3% 

$ 32,006,732 

(4,141,706) 
0 

$ 27,865,026 
- 

6.30% 

8.25% 

4.00% 
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Pension Cost 

Pension Cost 

Service cost 

Interest cost 

Expected return on assets 

Amortization: 

t Transition obligation (asset) 

t- Prior service cost (credit) 

Net loss (gain) 

Pension cost 

Percent of covered pay 

Per active participant 

Fiscal 2009 

$ 12,511,955 
23,023,851 
(24,040,989) 

0 
(946,337) 

3,742,350 

$ 14,290,830 
6.3% 

$ 3 , 540 

Fiscal 2008 

$ 12,797,992 
20,264,669 
(24,343,987) 

0 

(896,173) 
6,481,8Clfj 

$ 14,304,306 
6.5% 

$ 3,611 

Atmos Energy Corporation, PAP, October 2008 
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Selected Financial Statement Information 

The following information was provided for Atmos Energy Corporation’s 2007 financial reporting. This 
information was developed by adjusting the prior year’s valuation results for the passage of time and 
other significant changes. 

Change in Benefit Obligation 

PBO, beginning of year 

Service cost 

Interest cost 

Plan amendments 

Actuarial loss (gain) 

Benefits paid 

PBO as of June 30 

Charge to retained earnings 

Change in unfunded liability 

PBO as of September 30 

Change in Plan Assets 

Fair value of plan assets, beginning of 
year 

Actual return on plan assets 

Employer contributions 

Participant contributions 

Benefits paid 

Fair value of plan assets, as of June 30 

Change to retained earnings 

Change in unfunded liability 

Fair value of plan assets as of 
September 30 

Fiscal 2008 

$ 322,312,266 

1 2 , 797,992 

20,264,669 

261,336 

(6,853,127) 

(25,464,797) 

$ 323,318,339 

8,681,588 

(26,295,345) 

$305,804,582 

$ 378,097,090 

(21,316,541) 

0 

0 

(25,464,797) 

$331,315,752 

6,164,988 

(42,199,757) 

$ 295,280,983 

Fiscal 2007 

$ 31 3,704,228 

12,539,716 

19,562,244 

0 

4,769,805 

(28,263,727) 

$ 322,312,266 

NIA 

NIA 
NIA 

$ 352,939,125 

53,421,692 

0 

0 

(28,263,727) 

$ 378,097,090 

NIA 
NIA 

NIA 

The accumulated benefit obligation was $315,194,661 and $316,860,675 at June 30, 2007 and 
June 30, 2008, respectively. 

Atmos Energy Corporation, PAP, October 2008 
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The fallowing information was also pravided for Atnzos Energy Corporation’s pension fiancial 
reporting. 

Funded Status 

Funded status, as of June 30 

4th Quarter contributions 

Change to retained earnings 

Change in unfunded liability 

Amount recognized, as of Sept 30 

Amounts Recognized in Statement of 
Financial Position 

Noncurrent asset 

Current liability 

Noncurrent liability 

Amounts Not Yet Recognized in Net 
Periodic Cost 

Net actuarial lossl(gain) as of June 30 

Change to retained earnings 

Change in unfunded liability 

Net actuarial loss/(gain) as of Sept. 30 

Prior service cost/(credit) as of June 30 

Change to retained earnings 

Net prior service cost/(credit) as of Sept 30 

Net amount recognized in AOCl 

as of June 30th 
as of September 30th 

Fiscal 2008 

$ 7,997,413 

0 

(2,516,600) 
(I 6,004,412) 

(1 0,523,599) 

0 

0 

(1 0,523,599) 

64,332,329 

(1,229,208) 

16,004,412 

79,107,533 

(2,984,197) 

235,393 

$ (2,748,804) 
-.---- 

Fiscal 2007 

$ 55,784,824 

NIA 

NIA) 
- N& 

$ NIA 

55 , 784 , 824 

0 

0 

$ 32,006,733 

N/A 
N/A 

(4,141,706) 

NIA 

NIA 

$ 61,348,132 $ 27,865,027 

$ 76,358,729 N/A 

The amounts shown above have not been tax effected. Any tax effect would have been separately 
recognized. 
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Present Value of Accumulated Plan Benefits for FAS 35 

January I, 2008 January I, 2007 

Actuarial Present Value of 
Accumulated Plan Benefits 

Vested benefits: 
h Participants currently receiving benefits 

+ Other participants 

t Total vested benefits 

Nonvested benefits 

Total accumulated benefits 

Market value of assets 

Key Assumptions 

Interest rate 

Average retirement age 

Mortality 

$ 148,826,546 
121,893,601 

$ 270,720,147 
---IL. 1974 543 

$ 272,694,690 

369,039,848 

8.25% 

Change in Actuarial Present Value of 
Accumulated Plan Benefits 

Actuarial present value of accumulated plan 
benefits as of January I, 2007 

Change from 2007 to 2008: 
b Additional benefits accumulated (including the 

effect of noninvestment experience) 
+ Interest due to decrease in the discount period 

Benefits paid 

t Assumption changes 

b Plan amendments 
Actuarial present value of accumulated pian 
benefits as of January I, 2008 

61 
RP-2000 projected to 

201 0 

$ 149,514,833 
- 110,502,039 

$ 260,016,872 
4,741,649 

$ 264,758,521 

370,496,452 

8.25% 

61 
RP-2000 projected to 

2010 

$ 264,758,521 

I 3, I 61,745 

20,779,827 

(26,284,504) 

0 
279,101 

I__--- 

$ 272,694,690 
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Basic Results for Minimum Required Employer Contribution 

January I ,  2008 

Normal Cost and Liabilities 

Target normal cost 

Funding target: 

t Participants currently receiving 
benefits 

Deferred inactive participants 

fi Active participants 

Total funding target 

Assets 

Market value 

Unrecognized investment 
losses (gains) 

Actuarial value 

Credit Balance 

Funding standard carryover balance 

Prefunding balance 

Total credit balance 

ERISA Funded Posltion 

Net actuarial value of assets 

Funding shortfall/(excess assets) 

Assets, including credit balance, as a 
percentage of funding target 

Key Economic Assumptions 

Effective interest rate 

Salary increase rate 

$ 12,280,858 

$ 172,466,933 

23,245,647 
130,580,185 

$ 326,292,765 

$ 369,039,848 

0 

$ 369,039,848 

$ 59,947,122 
0 

$ 59,947,122 
- - - ~  

$ 309,092,726 

1 7,200,039 

113.1% 

6.12% 

4.00% 
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Minimum Required mployer Contribution 

January 4,2008 

Minimum Required Employer 
Contribution 

Target normal cost 

Net shortfall amortization charge 

Waiver amortization charge 

Excess assets 

Minimum funding requirement 

Available credit balance 

Remaining cash requirement (assuming 
sponsor elects full use of available credit 
balance) 

Percent of covered pay 

Per active participant 

$ 12,280,858 
0 

0 
0 

$ 12,280,858 

59,947, I 22 

0 

0.0% 

$ 0 

Additional details regarding the calculation of the minimum required employer contribution may be 
obtained from the Form 5500 Schedule SB filings and attachments. 

$ 

Schedule of Minimum Funding 
Requirements* 

April 15 0 

July 15 0 

October 15 0 

January 15 (following) 0 

September 15 (following) 13,590,018 
* 

Quarterly contributions for the 2009 plan year will not exceed $3,070,215 per payment, based on this 
year's valuation results. 

Before reflecting any credit balance elections for 2008. 
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Maximum Deductible Employer Contribution 

January 2008 

Basic Funding Limit 

Funding target 

Target normal cost 

Statutory cushion amount 

Basic funding limit 

At-Risk Funding Limit 

Funding target as if at-risk 

Target normal cost as if at-risk 

At-risk funding limit (for plans not at-risk) 

$ 326,292,765 

12,280,858 
172,259,660 

$ 510,833,283 

$ 349,185,374 
14,797,873 

$ 363,983,247 

Maximum Deductible Employer 
Contribution 

Maximum funding limit $ 51 0,833,283 

Actuarial value of assets 369,039,848 

Preliminary maximum contribution " $ 141,793,435 

Minimum funding requirement 12,280,858 

Maximum deductible contribution* 141,793,435 

Percent of covered pay 62.2% 

Per active participant $ 35,123 

Key Economic Assumptions 

Effective interest rate 

Salary increase rate 

6.12% 

4.00% 

* Estimated amount, pending issuance of Treasury/lRS guidance 
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Funded Status for Benefit Limitations 

January 1,2008 

Basic Results 
Funding target disregarding at-risk 
provisions 

Actuarial value of assets 

Credit balance 

Annuity purchases for non-highly 
compensated employees during 
preceding two plan years 

Funded Status 

Funding target attainment percentage 

Adjusted funding target attainment 
percentage 

Key Economic Assumptions 

Effective interest rate 

$ 326,292,765 

369,039,848 

59,947,122 

0 

113.1% 

113.1% 

6.12% 
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~ --- 

Actuarial Assumptions and Methods 

Economic Assumptions 

Discount rate 

Interest crediting rate on cash balance account 

Rate used to value benefits payable as a lump sum 

Return on assets 

Funding interest rate basis: 

Applicable month 

Yield curve basis 
t Transition from current liability rates 

Funding interest rates: 
t First segment rate (10-year rate) 

F Second segment rate (20-year rate) 

Third segment rate (30-year rate) 

t Effective interest rate 

Annual rates of increase 

Salaries 
* Future Social Security wage bases 

t Statutory limits on compensation and benefits 

Pension Cost 

7.57% 

8.25% 

NIA 

NIA 

NIA 

NIA 

N/A 

NIA 
NIA 

4.00% 
3.50% 

3.00% 

Contributions 

NIA 

4.50% 

4.50% 

N/A 

January 2008 

Full yield curve 

No 

6.11% 

6.51 % 

5.78% 
6.64% 

4.00% 

3.50% 

N/A 
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Demographic Assumptions 

Mortality for pension cost : 
b Healthy RP2000 White Collar with mortality improvement projected to 

2010 using the AA scale. 
b Disabled PBGC Disability Mortality Table 

Mortality for contributions: 
t Healthy 

b Disabled 

Termination 

Disability 

Retirement 

Separate rates for non-annuitants (based on RP-2000 
"Employees" table without collar or amount adjustments, 
projected to 2023 using Scale AA) and annuitants (based on RP- 
2000 "Healthy Annuitants" table without collar or amount 
adjustments, projected to 2015 using Scale AA ) 

Alternative disabled life mortality tables as defined under Rev 
Rul. 96-7 

Rates varying by age 
Age Age Age 
25 40 55 

,121 .047 ,022 

Rates varying by age 
Age Age Age 
25 40 55 

,0006 .OOlO .0069 

Rates varying .by age 

Sample rates: 

55 
56 
57 
58 
59 
60 
61 
62 
63 
64 

70 
65-69 

.05 

.05 
-05 
.05 
. I O  
. I O  
.I5 
.40 
.30 
.30 
.50 
I .oo 
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V:M?mos Energy Corporation - 11 1344\08\RET\pAp Actuarial Valuation - 10693AExec - Deliv\PAPreport\ATMOS PAP SI 08 092508.doc 



SI-13 

Benefit commencement date: 

Preretirement death benefit The later of the death of the active participant or the date the 
participant would have attained age 55 

The later of age 55 or termination of employment 

Upon termination of employment 

t Deferred vested benefit 

t Disability benefit Upon disablement 

t Retirement benefit 

Form of payment 

Percent married 

75% of participants are assumed to elect a lump sum and 
25% are assumed to elect a life annuity. 

100% 

Spouse age 

Covered pay 

Administrative expense: 

Wife two years younger than husband 

1 O-year earnings history 

+ Pension cost 

* Contributions 

Loadings 

Return on asset assumption is net of any expenses paid by 
the trust. 

Not applicable 

Liability for benefits for death between termination or 
disability and commencement are approximated by a 2% 
load on the liability for termination and disability benefits. 

Cash flow for pension cost 
purposes: 

Amount and timing of contributionsContributions are made on the last day required to meet 
quarterly and minimum funding requirements. 

Annuity payments are payable monthly and lump sum 
payments are payable on date of decrement. 

t Timing of benefit payments 

Methods 

Pension cost: 

Measurement date Fiscal year-end 

Service cost and projected benefit Projected unit credit 
obligation 

Market-related value of assets The fair value of assets on the measurement date, less the 
following percentages of realized and unrealized gains and 
losses: 

80% of the first preceding 12 months 
t 60% of the second preceding 12 months 
c 40% of the third preceding 12 months 
t 20% of the fourth preceding 12 months 
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t Amortization of unamortized 

- Prior service cost 

amounts: 

(credit) 

-- Net loss (gain) 

Increase in PBO resulting from a plan amendment is 
amortized on a straight-line basis over the expected average 
remaining service of active participants expected to benefit 
under the plan. Decrease in PBO first reduces any 
unrecognized prior service cost; any remaining amount is 
amortized on a straight-line basis as described above. 

Net loss (gain) in excess of 10% of the greater of PBO or the 
market-related value of assets is amortized on a straight-line 
basis over the expected average remaining service of active 
participants expected to benefit under the plan. 

Contributions: 
+ Valuation date First day of plan year 

t Funding target and target Present value of accrued benefits 

t Actuarial value of assets 

Benefits Not Valued 

normal cost 
Equal to the fair market value of assets. 

All benefits described in the Plan Provisions section of this 
report were valued. Towers Perrin has reviewed the plan 
provisions with Atmos Energy Corporation and, based on 
that review, is not aware of any significant benefits required 
to be valued that were not. 

Change in Assumptions and Methods Since Prior Valuation 

Pension cost 

Contributions 

The discount rate for benefit obligations was changed from 
6.30% to 7.57% 

The funded interest rate was changed from 5.78% to the full 
corporate bond yield curve as of January 2008, as provided 
under the Pension Protection Act of 2006 (PPA). 

The required mortality table used to calculate the funding 
target and target normal cost was updated to include one 
additional year of projected mortality improvements. 

The actuarial cost method used to calculate the funding 
target and target normal cost was changed from unit credit to 
the present value of accrued benefits, as required by the 
PPA. 
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Data Sources 

Towers Perrin used asset data supplied by the trustee. Atmos Energy Corporation, through its 
third party administrator, furnished participant data as of the valuation date. Atmos Energy 
Corporation also provided the dates and amounts of the 2007 contributions that will be paid in 
2008, the postretirement benefit asset, postretirement benefit liability and amounts recognized in 
accumulated other comprehensive income as of September 30,2008. Data were reviewed for 
reasonableness and consistency, but no audit was performed. Based on discussions with the 
company, the data was adjusted to reflect any significant events that occurred between the date 
the data was collected and the measurement date. Assumptions or estimates were made by the 
Towers Perrin actuaries when data were not available. We are not aware of any errors or 
omissions in the data that would have a significant effect on the results of our calculations. 

Elimination of Early Measurement Date 

FAS 158 eliminated the ability to use an early measurement date, commencing with fiscal years 
ending after December 15, 2008. To comply with this standard, Atmos eliminated the early 
measurement date by utilizing the “Remeasurement Approach.” This approach involves a 3- 
month adjustment to retained earnings using the June 30, 2008 discount rate and assets. 
Subsequently, the September 30, 2008 remeasurement of assets and liabilities is used to 
determine Fiscal 2009 costs. 

Atmos recorded a charge to retained earnings of $331 0,415 and increased the unfunded liability 
by $16,004,412 to reflect the remeasurement of the projected benefit obligation as of September 
30. 
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Participant Data 

Active 

Number 

Average age 

Average past service 

Average future service 

Covered pay: 
p Total 
k Average 

Deferred In active 

Number 

Average age 

Annual benefits: 

Count 

F Total 

t Average 

PAP Balances: 

Count 

e Total 

Average 

Currentfy Receiving Benefits 

Number 

Average age 
Annual benefits: 

Total 

k Average 

Total Participants Included in 
Valuation 

Number 

January I, 2008 

4,037 

46.5 

15.9 

10.2 

$ 228,182,422 

56,523 

1,025 

51.7 

87 1 

$ 3,827,274 

4,394 

154 

$ 3,009,988 

19,545 

1,727 

72.2 

$ 17,426,459 

10,091 

6,789 

January I, 2007 

3,961 

46.6 

16.1 

10.7 

$ 218,592,790 

54,667 

1,148 

51.2 

987 

$ 3,989,701 

4,448 

161 

$ 2,622,205 

17,366 

1,732 

71.6 

$ 17,344,170 

10,014 

6,841 
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Plan Provisions 

Effective Date January 1,1999. 

Covered Employees All employees on the payroll of the Atmos Energy Corporation 
including leased employees, and excluding independent 
contractors. 

First day of the month coincident with or next following the date the 
employee completes 1000 hours during a 12-month period. 

Participation Date 

Definitions 

Vesting service Total years of service from date of employment measured on an 
elapsed time basis. 

Benefit service 

Merger Date 

Pay credits 

Total years of service from date of employment measured on an 
elapsed time basis. 

January I, 1999 for Atmos, Greeley, UCG, and WKG. June I , 
2000 for ANGEouthwestern Energy, June 30,2003 for MVG, 
October I , 2004 for TXU Gas. 

Age + Years of 
Benefit Service On all Pay fhe Wage Base 

e35 2.35% 2.35% 
35 - 49 3.25% 3.25% 
50 - 64 4.50% 4.50% 
65 - 79 6.25% 5.00% 
80 - 94 8.50% 5.00% 
954- 10.50% 5.00% 

On Pay over 

Atmos Energy Corporation, PAP, October 2008 
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Additional pay credits For UCG participants: 

Age on 
Merger Date On a// Pay 

e30 0% 
30 - 34 0% 
35 - 39 1% 
40 - 44 3% 
454- 4% 

For other participants: 

Age on 
Merger Date On aN Pay 

e30 0% 
30 - 34 1% 
35 - 39 2% 
40 - 44 3% 
45+ 5% 

Cash balance credits The sum of: 

(i) the pay credits 

Interest credits 

Opening balance 

Account balance 

On Pay over 
the Wage Base 

0% 
0% 
1% 
3% 
4% 

On Pay over 
the Wage Base 

0% 
1% 
2% 
3% 
5% 

(ii) the additional pay credits 

Interest on the account balance at the beginning of each year 
at the equal to the 30-year Treasury bond rate in effect for 
the November preceding the first day of the plan year. 

In no event will the interest rate be less than 4.69% or more 
than 7.0%. 

The age-62 benefit under the old final average pay plans 
multiplied by a deferred annuity factor using a 7.0% interest 
rate and the 1983 Group Annuity Mortality table blended 50% 
for males and 50% for females. 

The sum of the Opening balance and the Cash balance 
credits both accumulated with Interest credits to a point in 
time. 

Atmos Energy Corporation, PAP, October 2008 
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Grandfathered benefit Participants age 50 on Merger Date are eligible to receive a 
benefit based on the sum of: 

the accrued benefit as of the Merger Date adjusted for 
pay raises, and 

the accrued benefit for service after the Merger Date 
based on the Atmos Energy Corporation prior plan 
formula. 

Annual pension benefit The greatest of: 

(i) the Account balance divided by an actuarial equivalent 
life annuity factor using 5.85% and the 1994 Group 
Annuity Reserving table 

(ii) the single life annuity optional form of the 
Grandfathered benefit 

(iii) the single life annuity optional form of the benefit 
accrued through the Merger Date based on the prior 
plan final average pay formulas 

Earnings W-2 earnings, plus 401 (k) deferrals and section 125 salary 
reduction. Earnings do not include expenses 
reimbursements or variable compensation. 

Normal retirement 
date (NRD) 

First of month next following the attainment of age 65 with 
five years of vesting sewice. 

Preretirement death 
benefit 

Account balance as of date of death. 

Eligibility for Benefits 

Normal retirement Retirement on NRD. 

Early retirement Retirement before NRD and on or after both attaining age 55 
and completing five years of vesting service. 

Postponed retirement Retirement after NRD. 

Deferred vested Termination for reasons other than death or retirement after 
completing three years of vesting service. 

Atmos Energy Corporation, PAP, October 2008 
V:\Atmos Energy Corporation - 11 1344\08\RETU.’Ap Actuarial Valuation - 106935Exec - DelivWAPrepottLUMOS PAP SI 08 092508 doc 



SI-2 1 

Preretirement death 
benefit 

Death after January 1, 1999. 

Benefits Paid Upon the Following Events 

Normal retirement 

Early retirement 

Postponed retirement 

Termination with 
deferred vested benefit 

Preretirement 
death benefits 

Forms of payment 

Maximum on benefits 
and pay 

Annual pension benefit determined as of NRD. 

Annual pension benefit determined as of early retirement date. 

Annual pension benefit determined as of actual retirement date. 

Account balance determined as of termination date, accumulated 
with interest credits to retirement age, and then divided by an 
actuarial equivalent life annuity factor using 4.50% and the 1994 
Group Annuity Reserving table but not less than: 

(i) the single life annuity optional form of the Grandfathered 
benefit 

(ii) the single life annuity optional form of benefit accrued 
through the Merger Date based on the old final average pay 
formulas 

Preretirement death benefit is payable as a lump sum or as a life 
annuity. 

Single life annuity, 5 years certain and life, 10 years certain and 
life, joint and survivor with 50%, 67%, 75%, or 100% continued to 
the spouse upon the participant's death. In addition, a participant 
may also elect a lump sum. 

All benefits and pay for any calendar year may not exceed the 
maximum limitations for that year as defined in the Internal 
Revenue Code. The plan provides for increasing the dollar limits 
automatically as such changes become effective. 

Future Plan Changes 
No future plan changes were recognized in determining pension cost or in determining minimum 
and maximum contributions. Towers Perrin is not aware of any future plan changes which are 
required to be reflected. 

Changes in Benefits Valued Since Prior Year 
The vesting requirement was changed from five years to three years. 

The "whipsaw" provision of the Pension Account Plan was eliminated. 

Atmos Energy Corporation, PAP, October 2008 
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Case No. 2009-00354 
Atmos Energy Corporation, Kentucky/Mid-States Division 

Staff DR Set No. 1 
Question No. 1-35 

Page I of 1 

REQUEST: 

For each employee group, state the amount, percentage increase, and effective dates 
for general wage increases and, separately, for merit increases granted or to be 
granted in 2007, 2008, the base period, and the forecasted test period. 

RESPONSE: 

Please see Attachment I. Merit increases are effective at the beginning of each fiscal 
year on October 1. For the last several years, the targeted average increase has been 
3.5%. For 2010, as discussed in the Direct Testimony of Greg Waller, the average 
targeted increase was 3.0%. 

ATTACHMENT: 

ATTACHMENT 1 - Atmos Energy Corporation, FY 2007, FY 2008 Merit General Wage 
Increases, 1 Page. 

Respondent: Greg Waller 



CASE NO 2009-aa354 

TO STAFF DR sEr NO. I 
ATTACHMENT 1 

QUESTION NO. 1-35 

b 

FY 2007 
FY 2008 

ATMOS ENERGY CORP. KENTUCKYIMID-STATES DIVISION 
FY 07 & FY 08 MERIT WAGE INCREASES 

Non-exempt Non- Exempt Exempt Total 

Increase Amount % 
increase Amount exempt Increase Increase 

% 
$214,993 3.12% $159,555 3.49% $374,548 
$226,697 3.24% $164,439 3.61 % $391,135 





Case No. 2009-00354 
Atmos Energy Corporation, Kentucky/Mid-States Division 

Staff DR Set No. 1 
Question No. 1-36 

Page 1 of 1 

REQUEST: 

Provide a schedule reflecting the salaries and other compensation of each executive 
officer for the base period and three most recent calendar years. Include the 
percentage annual increase and the effective date of each increase, the job title, duty 
and responsibility of each officer, the number of employees who report to each officer, 
and to whom each officer reports. For employees elected to executive officer status 
since the test year in Atmos-Kentucky's most recent rate case, provide the salaries for 
the persons they replaced. 

RESPONSE: 

Please reference the following: 

Attachment 1 - Atmos Energy Corporation, Number of employees reporting to each 
executive and the percentage of annual increase, 4 Pages 

Attachment 2 - Atmos Energy Corporation, Executive Officer's Compensation, 4 Pages 
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KPSC 1-36 
Atmos Energy Corp 
Executive Officer 
Gross Compensation Expense 
Base Period 

371,726.00 

3 19,869.52 

- 276,796.82 

121,153 .S6 

CASE NO. 2009-00354 
AlTACHMENT 2 

TO STAFF DR SET NO. ‘I 
QUESTION NO. 1-36 

3 5,99 1.49 407,7 17.49 

541,712.03 861,581.55 

21 0,492.95 2 10,492.95 

304,171.80 580,968.62 

474,722.68 595,876.54 

I 
167,036.95 I 61 3,032.38 

848,843.55 2,712,572.04 3,561,415.59 

537,327.73 2,002,077.98 2,539,405.71 
Chaiiman of the Board, President, and CEO 
Senior Vice President, LJtility Operations 
Senior Vice President, Utility Operations 
Senior Vice President, Chief Financial Officer 
Senior Vice President, Non-Utility Operations 
Senior Vice President, Nan-Utility Operations 
Senior Vice President and General Counsel 
Senior Vice President, Human Resources 
Senior Vice President, Human Resources 
Senior Vice President, Chief Financial Officer 

Update to Schedule 6-3 
Based on FY09 Actuals 



KPSC 1-36 
Atmos Energy Corp 
Executive Officer 
Gross Compensation Expense 
FY08 

Chairman of the Board, President, and CEO 

Senior Vice President, Utility Operations 

Senior Vice President, Utility Operations 

CASE NO. 2009-00354 
ATTACHMENT 2 

TO STAFF DR SET NO. 1 
QlJESTlON NO. 1-36 

820,354.03 3,204,788.7 1 4,025,142.74 
397,999.63 971,096.54 1,369,096.1 7 

Senior Vice President, Chief Financial Officer 
Senior Vice President, Non-Utility Operations 
Senior Vice President, Non-T.Jtility Operations 

93,150.06 1,085,421.28 1,178,571.34 

348,999.64 664,776.35 1 ,O 13,775.99 

Senior Vice President and General Counsel 

Senior Vice President, Human Resources 
Senior Vice President, Human Resources 

Senior Vice President, Chief Financial Officer 1 I - I  - I  

283,73 8.70 583,540.96 867,279.66 

367,560.80 543,462.42 91 1,023.22 
83,076.96 79,873.21 162,950.17 

_. 
Total Gross Cornpensation 2,394,880 7,132,959 9,527,839 



KFSC 1-36 
Atmos Energy Corp 
Executive Officer 
Gross Compensation Expense 
FY07 

- 
Title Regular Other 

Compensation Compensation 
Chairman of the Board, President, and CEO 790,262.12 2,933,028.89 

CASE NO. 2009-00354 
ATTACHMENT 2 

TO STAFF DR SET NO. I 
QUESTION NO. 1-36 

Total 

3,723,291.01 

384,591.47 

48,853.40 

3 99,470.42 

Senior Vice President, Utility Operations 

Senior Vice President, Utility Operations 

Senior Vice President, Chief Financial Officer 

Senior Vice President, Non-Utility Operations 

Senior Vice President, Non-'Cltility Operations 

Senior Vice President and General Counsel 

Senior Vice President, Human Resources 

Senior Vice President, Hman Resources 

Senior Vice President, Chief Financial Officer 

1,601,170.27 1,985,761.74 

59,669.41 108,522.81 

1,027,956.79 1,427,427.21 

60,793.90 

291,374.98 

132,435.84 132,435.84 

294,409.59 355,203.49 

536,108.1 I 827,483.09 

246,673.24 

- 

477,3 19.79 723,993.03 

- - 



KPSC 1-36 
Atmos Energy Corp 
Executive Officer 
Gross Compensation Expense 
FY 06 

384,592.19 
384,592.19 

CASE NO. 2009-00354 
ATTACHMENT 2 

TO STAFF DR SFT NO. I 
QUESTION NO. 1-36 

1,682,987.76 2,067,579.95 
833,899.04 1,218,491.23 

207,541.23 

139,03 8.5 8 

281,520.86 

Senior Vice President, Utility Operations 
Senior Vice President, IJtility Operations 
Senior Vice President, Chief Financial Officer 
Senior Vice President, Non-Utility Operations 
Senior Vice President, Non-Utility Operations 
Senior Vice President and General Counsel 
Senior Vice President, Human Resources 
Senior Vice President, Human Resources 

Senior Vice Presid 

268,318.13 475,859.36 
265,914.70 126,876.12 

497,797.43 779,3 18.29 





Case No. 2009-00354 
Atmos Energy Corporation, Kentucky/Mid-States Division 

Staff DR Set No. 1 
Question No. 1-37 

Page I of I 

REQUEST: 

Describe in detail how the base period capitalization rate was determined. If different 
rates were used for specific expenses (Le., payroll, clearing accounts, depreciation, 
etc.), indicate the rate and how it was determined. Indicate all proposed changes to the 
capitalization rate and how the changes were determined. 

RESPONSE: 

For all expense types other than Heavy Equipment, the capitalization rate is consistent 
with the capitalization rate used for labor. Labor capitalization rates for field employees 
and others directly involved in operations (engineers, for example) are determined by 
the time coding that each employee puts on his or her timesheet. Capitalization rates 
for administrative and office staff are set to reflect the function the department performs 
or the overall division average capitalization rate as appropriate. For the base period, 
the capitalization rate includes seven months of actual results in which rates were 
determined as described above and five months of budgeted rates. The process for 
budgeting capitalization rates is discussed in the Direct Testimony of Greg Waller on 
page I I, line 29 to page 12, line 4. Any change in the capitalization rate from the base 
to the test period is a result of the rates budgeted for FY 2010 as described in Mr. 
Waller's testimony. Heavy equipment is capitalized at a rate of 98% beginning in FY 
2010. Prior to FY 2010, heavy equipment was capitalized at 85%. The change was 
made to better reflect the fact that it is used almost exclusively on capital projects. 

Respondent: Greg Waller 





Case No. 2009-00354 
Atmos Energy Corpora t ion, Ken tu c ky/Mid-S tates Division 

Staff DR Set No. I 
Question No. 1-38 

Page 1 of 1 

REQUEST: 

Provide all current labor contracts and the most recent labor contracts previously in 
effect . 

RESPONSE: 

There are no collective bargaining employees in the Kentucky division. 

Respondent: Kevin Akers 





Case No, 2009-00354 
Atmos Energy Corporation, Kentucky/Mid-States Division 

Staff DR Set No. 1 
Question No. 1-39 

Page 1 of 1 

-- REQUEST: 

Provide each group medical insurance policy that Atmos-Kentucky currently maintains. 

RESPONSE: 

Please see Attachment I for the Company’s Group Medical Plan. 

mACHMENT: 

ATTACHMENT 1 - Atmos Energy Corporation, Atmos Energy Group Medical Pian, 97 
Pages. 

Respondent: Kevin Akers 



CASE NO. 2009-00354 
AXACHMENT 1 
TO STAFF DR SET NO. 4 
QUESTION NO. 1-39 

energy 

Summary Plan escrip tion 

Effective January 1,2009 



SCmDULE OF COVEJXAGE 

Deductibles and Out-of-Pocket Maximums 
Individual Deductible -" -. $300 
Family Deductible * $600 
Individual Co-Share Stop-Loss Amount (Out-of-pocket 
MXXiElUITl) ~ 

Family Co-Share Stop-Loss Amount (Out-of-pocket 
MXXiElW 
Percentagd of Covered Medical Expenses 
Payable After Deductibles are Satisfied 

After Co-Share Stop-Loss Amount (Out-of-pocket 

$2,500 

$5,000 

80% 

100% Percentage of Covered Expenses Payable 

Maximum) is Reached - -I __I- 

Outpatient Speech Therapy ** - 

Skilled Nursing Facili $lO,OOO 

Temporomandibular Joint Dyshction (TMJ) $1,000 

Calendar Year Maximum Benefits 
Outpatient Physical Therapy ** 

Outpatient Occupational Therapy ** 
Preventive Health Care $300 

[Spinal Manipulations ghhopractic Services) * * 
Employee Assistance Program . 
Inpatient Mental Health 30 days 
Outpatient Mental Health - 50 visits 

30 days Inpatient Chemical Dependency 

20 visits 
20 visits 
20 visits 

20 visits 

Up to 6 visits at no charge 

Outpatient Chemical Dependency 30 visits - 
Lifetime Maximum Benefits 

Durable Medical Equipment $50,000 
Private Duty Nursing Services $50,000 

Inpatient Mental Health 90 days 
Inpatient Chemical Dependency 

All Other Covered Expenses $2,000,000 

3 series of treatment 

LOW DEDUCTIBLE PLAN 

* The family Deductible must be met by at least two f d y  members. In other words, at least one family 
member must meet a $300 Deductible, and at least one or more family members must meet the other 
$300 Deductible for the family Deductible of $600 to be satisfied. 

**Additional benefits may be available if approved by medical management. 



SCHEDULE: OF CQVEFUGE 

Deductibles and Qut-of-Pocket Maximums 
----.- Individual Deductible $1,250 

$2,500 
Individual Co-Share Stop-Loss Amount (Out-of-pocket $5,000 

_ _ ~ . _ .  Family Deductible * -- 

Maximum) --..- 
Family Co-Share Stop-Loss Amount (Out-of-Pocket 

After Deductibles are Satisfied _ . ~  
Percentage of Covered Expenses Payable 

Maximum) is Reached -- - 

$10,000 
Maximum) 
Percentage of Covered Expenses Payable 80% 

100% 
After Co-Share Stop-Loss Amount (Out-of-Pocket 

HIGH DEDUCTIBLE PLAN 

Outpatient Occupational 'Ilierapy * * 
Preventive Health Care $300 

Spinal Manipulations (Chiropractic Services) * * 
Employee Assistance Program 
Inpatient Mental Health - 30 days 
Outpatient Mental Health 50 visits 

30 days 
Outpatient Chemical Dependency 30 visits 

$50,000 
Private Duty Nursing Services $50,000 

90 days 
3 series of treatment 

20 visits 

Skilled Nursing Facility $lO,OOO 

Temporomandibular Joint Dysfunction (TMJ) --. $1,000 
20 visits 

Up to 6 visits at no charge 

Inpatient Chemical Dependency -~ 

Durable Medical Equipment -- 
All Other Covered Expenses $2,000,000 
Inpatient Mental Health --- 
Inpatient Chemical Dependency 

Lifetime Maximum Benefits 

Calendar Year Maximum Benefits -.- 
20 visits 

I 20 visits 
toutpatient Physical Therapy ** . 
Ontnatient Saeech Theranv ** 

* The family Deductible must be met by at least two family members. In other words, at least one family 
member must meet a $1,250 Deductible, and at least one or more family members must meet the other 
$1,250 Deductible for the family Deductible of $2,500 to be satisfied. 

**Additional benefits may be available if approved by medical management. 
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SCHEDULE OF COVEFUGE 

Network I Network 
Combined Individual Deductible $250 
Combined Family Deductible * $500 

Pocket Maximum) 
Family Co-Share Stop-Loss Amount (Out-of- $2,500 $5,000 
Pocket Maximum) 

for Specialized Providers/Facilities 

Individual Co-Share Stop-Loss Amount (Out-of- $1,250 $2,500 

Percentage of Covered Expenses Payable 

Percentage of Covered Expenses Payable 90% 70% 

90% 

PREPERRED PROVIDER ORGANIZATION PLAN 

after Deductibles are Satisfied 

After Co-Share Stop-Loss Amount (Out-of-Pocket 
Percentage of Covered Expenses Payable 

Maximum) is Reached 

Deductibles and Out-of-Pocket Maximums 
I 'Out-of- 

100% 100% 

-- 
Calendar Year Maximum Benefits 

Outpatient Physical Therapy *:-- 
Outpatient Speech Therapy * * 
Outpatient Occupational Therapy * * 
Preventive Health Care (applies when an Out-of- 
Network Provider is used) 

$10,000 Skilled Nursing Facility 
Spinal Manipulations (Chiropractic Services)** 20 visits 
Employee Assistance Program Up to 6 visits at no charge 
Temporomandibular Joint Dysfunction (TMJ) $1,000 

20 visits 
20 visits 
20 visits 

$300 

. .. --.-.... 

atient Mental Health 50 visits 

Inpatient Chemical Dependency I 3 series of treatment I 

Inpatient Chemical Dependency 
Outpatient Chemical Dependency 

* The family Deductible must be met by at least two family members. In other words, at least one family 
member must meet a $250 Deductible, and at least one or more family members must meet the other 
$250 Deductible for the family Deductible of $500 to be satisfied. 

30 days 
30 visits ~- 

**Additional benefits may be available if approved by medical management. 

--- Lifetime Maximum Benefits I 

Durable Medical Equipment $50,000 
Private Duty Nursing Services $50,000 

hnnntient Mental Wealth 90 davs 
All Other Covered Expenses $2,000,000 
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SCHEDULE OF COVERAGE 

__ 
Co-payments 

?%%;e Visit Co-payment for Primary Care Physician $20 
Office Visit Co-payment for Specialist $30 
Mental Health Individual Visit Co-payment $3 0 
Urgent Care Co-payment $30 

$20 Nurse Practitioner Individual Co-payment "-._.-- 
Emergency Room Co-payment $75 

$200 per Hospital confrnement 
Percentage of Covered Expenses Payable 100% 
Per-admission Deductible (Inpatient Co-payment) 

for Network Covered Services (There are 
no benefits payable for services received 

EXCLUSIVE PROVIDER ORGANIZATION PLAN 

Calendar Year Maximum Benefits 
Outpatient Physical Therapy * 20 visits 
Outpatient Speech Therapy * 20 visits 
Outpatient Occupational Therapy * 20 visits 

Spinal Manipulations (Chiropractic Services) * 20 visits 

Employee Assistance Program Up to 6 visits at no charge 
Inpatient Mental Health 30 days 

50 visits 
Inpatient Chemical Dependency 30 days 
Outpatient Chemical Dependency - 30 visits 

Durable Medical Equipment $50,000 

Skilled Nursing Facility $10,000 .̂ 

Temporomandibular Joint Dysfunction (TMJ) $1,000 

Outpatient Mental Health _____.- 

Lifetime Maximum Benefits 

Private Duty Nursing Services $50,000 
All Other Covered Expenses $2,000,000 
Inpatient Mental Health 90 days 
Inpatient Chemical Dependenc 3 series of treatment 

*Additional benefits may be available if approved by medical management. 
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SCHEDULE OF COVERAGE 

- 
RetaiI Pharmacy 

co-payment for a 30-day supply of a 
Generic Covered Drug payment 

co-payment for a 30-day supply of a 
Brand Name Covered Drug payment 

25%, up to Per-Prescription Maximum Co- 

25%, up to Per-Prescription Maximum Co- 

...--- 
Per-Prescription Maximum Co-payment $75 
Amount 

PRESCRIPTrON DRUG BENEFTT 

Co-payment for a 90-day supply of a 
Generic Covered Drug 

The Prescription Drug benefits outlined below are included with all benefit options in the 
Medical Plan. 

25%, up to Per-Prescription Maximum Co- 
payment 

co-payment for a 90-day supply of a 
Brand Name Covered Drug 

Maximum Co-payment 
mount 

25%, up to Per-Rescription Maximum Co- 
payment 

$150 
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INTRODIJCTION 

This “Benefit Booklet” provides you with a 
summary of the benefits provided by the Amos 
Energy Corporation Group Medical Plan (the 
“Plan”). This Benefit Booklet serves as the 
summary plan description for the Plan. Blue 
Cross and Blue Shield of Texas (sometimes 
referred to as “BCBSTX”) is the Claims 
Administrator for the Plan. You should read this 
Benefit Booklet carefully to familiarize yourself 
with the Plan’s provisions and keep it handy for 
reference. To help you understand the terms of 
the Plan and what you need to do to get your 
maximum benefits, contact the Customer 
Service Helpline. 

MANAGED HEALTH CARE 
IN-NETWORK: BENEFITS 

Network Benefits are available through 
Providers listed in your Network directory. 

To receive In-Network Benefits, you must 
choose Providers within the Network for all care 
(other than for emergencies). The Network 
has been established by BCBSTX and consists 
of Physicians, Specialty Care Providers, 
Hospitals, and other health care facilities to 
serve Participants throughout the Network Plan 
Service Area. Refer to your Provider Directory 
to make your selections. You may obtain a 
Provider Directory by calling the Customer 
Service Helplie at 1-866-3 14-0266 or by 
accessing the website at _www.bcbstx.com. 

Remember...for Participants who elect the 
EPO Option, you must choose Providers 
within the Network for all care (other than for 
emergencies or unless otherwise authorized by 
the Claims Administrator). 

To receive benefits for Mental Health Care, 
treatment of Serious Mental Illness, or treatment 
of Chemical Dependency, all care must be 
preauthorized. 

Services and supplies for Mental Health Care, 
treatment of Serious Mental Illness, or treatment 
of Chemical Dependency must be provided by 
Network Providers that have specifically 
contracted with the Claims Administrator to 
furnish services and supplies for those types of 
conditions to be considered for In-Network 
Benefits. 

If you choose a Network Provider, the Provider 
will bill the Claims Administrator - not you - for 
services provided. The Provider has agreed to 
accept as payment in full the lesser of: 

The billed charges; 

.I The Allowable Amount as determined 
by the Claims Administrator; or 

Other contractually determined payment 
amounts. 

You are responsible for paying Deductibles, Co- 
payments, and co-Share Amounts determined 
by the Plan option in which you enroll. 

I You may be required to pay for limited ar non- 
covered services. No claim forms are required, 

MANAGED 33EALTH CARE 
OUT-OF-NETWORK BENEFITS 

If you choose Out-of-Network Providers, only 
Out-of-Network Benefits will be available. 

If you go to a Provider outside the Network, 
benefits will be paid at the Out-of-Network 
Benefits level. If you choose a health care 
Provider outside the Network, you may have to 
submit claims for the services provided. You 
will be responsible for: 

Billed charges above the Claims 
Administrator’s Allowable Arnount; 

Co-payment and Co-Share Amounts; 

6 
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INTRODUCTION 

IMPORTANT TELEPHONE 
NUMBERS 

Deductibles; 

Preauthorization; and 

0 Limited or non-covered services. 

Remember ... for Participants who elect the 
EPO Option, if you choose to use Out-of- 
Network Providers, no benefits will be 
available. You will be responsible for all 
charges billed by the Out-of-Network 

Customer Service Helpline: 

Toll free: 1-866-314-0266 

Customer Service Representatives can: 

Identify your Plan Service Area; 

* Give you information about Network and 
ParPlan Providers; 

TRADITIONAL 
OUT-OF-AREA BENEFITS 

Out-of-Area Benefits are provided through a 
traditional indemnity arrangement for 
Participants who elect coverage under either the 
Low Deductible and High Deductible option. 

You may have to submit claims for the services 
provided. You will be responsible for: 

0 Billed charges above the Claims 
Administrator’s Allowable Amount; 

0 Co-Share Amounts; 

0 Deductibles; 

Preauthorization; and 

Limited or non-covered services. 

PRESCIUPTION DRUG PROGRAM 

Benefits are available for Covered Drugs 
under the PRESCRIPTION DRUG 
PROGRAM as explained later in this 
Benefit Booklet. 

* Distribute claim forms; 

Answer your questions on claims; 

Assist you in identifying a Network 
Provider (but will not recommend specific 
Network Providers); 

Provide information on the features of your 
Plan; 

0 Record comments about Providers; and 

Provide information regarding the 
Prescription Drug Program. 

You can reach the Customer Service Helpline 
Monday through Friday from 8:OO a.m. to 8:OO 
p.m., Central Time. 

Mental Health Helpline: 

Toll free: 1-800-528-7264 

Network Physicians, Professional Other 
Providers, Participants, or anyone else seeking 
treatment for Mental Health Care, Serious 
Mental Illness, or Chemical Dependency for 
Participants can call the Mental Health Helpline 
at any time, day or night. 

Medical Preauthorization Helpline: 

7 



INTRODUCTION 

Toll-free: 1-800-44 1-9188 

To satisfy all medical preauthorization 
requirements for Inpatient Hospital Admissions, 
Extended Care Expense, or Home W s i o n  
Therapy, call the Medical Preauthorization 
Helpline, Monday through Friday, 7:30 a.m. - 
6:OO p.m., Central Time. 

LOW DEDUCTIBLE AND HIGH 
DEDUCTIBLE PLANS 

Providers Participating in a Blue Cross and 
Blue Shield Par Provider network. 

The Claims Administrator has arranged with 
certain health care providers to participate in a 
network. These health care providers, called 
Network Providers, have agreed to discount 
their charges for Eligible or Covered Expenses. 
There is no difference in coverages provided, 
whether or not you use a Network Provider, if 
you are enrolled in the Low Deductible or High 
Deductible Plan. 

However, if Network Providers are used, the 
amount of Eligible or Covered Expenses for 
which you are responsible will generally be less 
than the amount owed if Out-of-Network 
Providers had been used, The coinsurance level 
(the percentage of Eligible or Covered Expenses 
for which you are responsible) remains the same 
whether or not Network Providers are used. 
However, because the total charges for Eligible 
or Covered Expenses may be less when Network 
Providers are used, the portion that you owe 
may be less. In addition, you will not be 
required to pay amounts over reasonable and 
customary charges if a Network Provider is 
used. 

’ 

You wiIl be issued an Identification Card (ID 
Card) showing that you are eligible for the 
network discounts. You must show this II) Card 
every time health care services are given. This i s  
how the provider knows that you are covered 
under a network plan. Otherwise, you could be 
billed for the provider’s normal charge. 

You may call Member Services to determine 
which providers participate in the Network. The 
telephone number for Member Services is on the 
lD Card. 

Deductibles Applicable to the Low 
Deductible and High Deductible Plans 

Each covered person must satisfy certain 
Deductibles when enrolled in the L,ow 
Deductible, High Deductible or PPO Plan, 
before any payment is made for certain Eligible 
or Covered Expenses. Then the medical benefits 
pay the percentage of Eligible or Covered 
Expenses shown in the Schedule of Coverage. 
The amount of each Deductible is shown in 
Schedule of Coverage. 

Individual Deductible 

You must pay the individual Deductible each 
Calendar Year before any benefits are payable. 
The individual Deductible applies to all Eligible 
or Covered Ekpenses. 

Family Deductible 

The most your whole family will have to pay for 
individual Deductibles in any Calendar Year is 
the amount of the family Deductible shown in 
the Schedule of Coverage. The family 
Deductible applies no matter how large a family 
may be. Only Eligible or Covered Expenses 
which count toward your individual Deductible 
count toward the family Deductible. 

Low Deductible and High Deductible 
Plan Co-Share Stop-Loss (Out-of-Pocket 
Maximum) Feature 

Eligible or Covered Expenses are payable at the 
percentage shown in the Schedule of Coverage 
until the Co-Share Stop-Lass Amount 
(Out-of-Pocket Maximum) shown in the 
Schedule of Coverage has been reached during a 
Calendar Year. Then, Eligible or Covered 
Expenses, other than those listed below are 
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payable at 100% for the rest of that year, subject 
to any lifetime maximums. All Eligible or 
Covered Expenses that you pay, other than those 
shown below, count toward the Co-Share Stop- 
Loss Amount (Out-of-Pocket Maximum). 

The following Eligible or Covered Expenses do 
not count toward the Co-Share Stop-Loss 
Amount (Out-of-Pocket Maximum) and will 
never be paid at 100%: 

Mental disorder treatment and Chemical 
Dependency treatment; and 

Outpatient prescription drugs. 

Furthermore, any amount that you pay toward a 
medical service or supply that is not an Eligible 
or Covered Expense shall not count toward the 
Co-Share Stop-Loss Amount (Out-of-Pocket 
Maximum). Therefore, the following amounts 
shall not count toward the Co-Share Stop-Loss 
Amount (Out-of-pocket Maximum): 

Services, supplies, or charges limited or 
excluded by the Plan; 

e Billed charges above the Claims . 
Administrator’s Allowable Amount; 

Expenses not covered because a benefit 
maximum has been reached; 

Any Eligible or Covered Expenses paid 
by the Claims Administrator when the 
Plan is the secondary plan for purposes 
of coordination of benefits; 

Penalties applied for failure to 
preauthorize; and 

* Any Co-payment amounts under the 
Prescription Drug Program. 

Eligible or Covered Expenses for Out-of- 
Network Providers do not count toward the 
Network individual and Network family Co- 
Share Stop-Loss Amount (Out-of-Pocket 

Maxiinurn). Likewise, Eligible or Covered 
Expenses for Network Providers do not count 
toward the Out-of-Network individual and Out- 
of-Network family Co-Share Stop-Loss Amount 
(Out-of-Pocket Maximum). 

Individual Co-Share Stop-Loss Amount 
[Out-of-Pocket Maximum1 

When the individual Co-Share Stop-Loss 
Amount (Out-of-Pocket Maximum) is reached 
for any one person in a Calendar Year, Eligible 
or Covered Expenses, other than those listed in 
the subsection entitled “Low Deductible and 
High Deductible Plan Co-Share Stop-Loss 
Amount (Out-of-Pocket Maximum) Feature” 
in this “NTRODUCTION” Section of the 
Benefit Booklet, are payable at 100% for that 
same person for the rest of that year, subject to 
any lifetime maximums. 

Family Co-Share Amount (Out-of-pocket 
Maximum) 

M e n  the family Co-Share Stop-Loss Amount 
(Out-of-Pocket Maxirnum)is reached for all 
covered family members in a Calendar Year, 
Eligible or Covered Expenses, other than those 
listed in the subsection entitled “Low 
Deductible and High Deductible Plan Co- 
Share Stop-Loss Amount (Ou t-of-Pocket 
Maximum) Feature” in this 
“INTRODIJCTION” Section of the Benefit 
Booklet, are payable at 100% for the rest of that 
year, subject to any lifetime maximums. 

PREFERRED PROVIDER 
ORGANIZATION @PO) PLAN 

The Plan pays for Eligible or Covered Expenses 
received fiom both Network or Out-of-Network 
Providers. However, if you use Network 
Providers, the Plan pays a greater portion of 
Eligible or Covered Expenses. This is called the 
Network level. 

If you use Out-of-Network Providers, the Plan 
pays a lesser portion of Eligible or Covered 
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Expenses. This is called the Out-of-Network 
level. In certain cases, a higher level of benefits 
are payable. For example, payment is made at 
the Network level for Emergency Care given at 
an Out-of-Network Hospital, subject to 
reasonable and customary limits. Other benefits 
are also payable at the Network level for certain 
Out-of-Network Providers. 

A directory of the Network Providers is 
available from the Claims Administrator. The 
following types of providers participate in the 
Network: 

0 

., 
0 

0 

0 

0 

0 

0 

0 

e 

0 

e 

Ambulatory Surgical Centers; 
Chiropractors; 
Durable Medical Equipment Providers; 
Home Health Care Providers; 
Home IV Providers; 
Hospices; 
Hospitals; 
Physical Therapists; 
Physicians; 
Podiatrists; 
Rehabilitation Facilities; and 
Slsilled Nursing Facilities. 

INTRODUCTION 

This Plan also covers specialized Providers and 
specialized facilities. These are types of 
Providers and facilities which are not 
represented in the Network. These Providers 
and facilities are not subject to the Networklout- 
of-Network level of coverage. Instead these 
types of Providers and facilities are covered up 
to the Allowable Amount at the Network level. 
The following are examples of specialized 
Providers or specialized facilities: 

Birth Centers; 
Hospices; and 

0 Home Health Care Agency. 

Network Benefits 

This Plan pays the Network percentage for 
Network Provider services as shown in the 
Schedule of Coverage. See Schedule of 

Coverage for a complete description of any 
Deductibles that may apply under this Plan. 

Out-of-Network Providers Paid At 
Network Level 

Radiology, anesthesiology, and pathology 
services are paid at the Network level. Services 
must be given in one of the settings shown 
below: 

0 Inpatient Hospital; 

Outpatient facility which is part of a 
Hospital; or 

Ambulatory Surgical Center. 

Emergency Care is payable at the Network 
level, even if sei-vices are received from an Out- 
of-Network Provider. 

Network Provider Charges Not Covered 

A Network Provider has contracted with the 
Claims Administrator to participate in the 
Network. Under this contract a Network 
Provider may not charge you or the Claims 
Administrator for any services or supplies which 
are not Medically Necessary. 

You may agree with the Network Provider to 
pay any charges for services and supplies which 
are not Medically Necessary. In this case, the 
Network Provider may make charges to you. 
However, these charges are not Eligible or 
Covered Expenses under this Plan and are not 
payable by the Claims Administrator. 

Qut-of-Network Benefits 

This Plan pays the Out-of-Network percentage 
of Eligible or Covered Expenses as shown in the 
Schedule of Coverage for Out-of-Network 
Provider services. 
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Deductibles Applicable to the PPO Plan 

See Schedule of Coverage for a complete 
description of the Deductibles that apply under 
this Plan. 

Each covered person must satisfy certain 
Deductibles before any payment is made by the 
Plan for certain Eligible or Covered Expenses. 
After the applicable Deductible is satisfied, the 
Plan pays the percentage of Eligible or Covered 
Expenses shown in the Schedule of Coverage. 
The amount of each Deductible is shown in the 
Schedule of Coverage. 

Individual Deductible 

The Network individual Deductible applies to all 
Eligible or Covered Expenses charged by a 
Network Provider. It applies each Calendar Year. 

Familv Deductible 

The most a family will have to pay for Network 
individual Deductibles in any Calendar Year, no 
matter how large a family may be, is the amount 
of the Network family Deductible. 

PPO Plan Co-Share Stop-Loss Amount 
(Out-of-pocket Maximum) Feature 

Eligible or Covered Expenses are payable at the 
percentage shown in the Schedule of Coverage 
until any Co-Share Stop-Loss Amount 
(Out-of-Pocket Maximum) shown in the 
Schedule of Coverage has been reached during a 
Calendar Year. Then, Eligible or Covered 
Expenses, other than those listed below are 
payable, subject to any lifetime maximum, at 
100% for the rest of that year. All Eligible or 
Covered Expenses that you pay, other than those 
shown below, count toward the Co-Share Stop- 
Loss Amount (Out-of-Pocket Maximum). 
The following Eligible or Covered Expenses do 
not count toward the Co-Share Stop-Loss 
Amount (Out-of-Pocket Maximum) and will 
never be paid at 100%: 

Mental disorder treatment and Chemical 
Dependency treatment; and 

Outpatient prescription drugs. 

Furthermore, any amount that you pay toward a 
medical service or supply that is not an Eligible 
or Covered Expense shall not count toward the 
Co-Share Stop-Loss Amount (Out-of-Pocket 
Maximum). Therefore, the following amounts 
shall not count toward the Co-Share Stop-Loss 
Amount (Out-of-Pocket Maximum): 

Services, supplies, or charges limited or 
excluded by the Plan; 

Expenses not covered because a benefit 
maximum has been reached; 

Any Eligible or Covered Expenses paid 
by the Claims Administrator when the 
Plan is the secondary plan for purposes 
of coordination of benefits: 

Billed charges above the Claims 
Administrator’s Allowable Amount; and 

Any Co-payment amounts under the 
Prescription Drug Program. 

Eligible or Covered Expenses for Out-of- 
Network Providers do not count toward the 
Network individual and Network family Co- 
Share Stop-Loss Amount (Out-of-Pocket 
Maximum). Likewise, Eligible or Covered 
Expenses for Network Providers do not count 
toward the Out-of-Network individual and Out- 
of-Network family Co-Share Stop-Loss Amount 
(Out-of-Pocket Maximum). 

Network Co-Share Stop-Loss Amount 
(Out-of-Pocket Maximum) 

Individual Co-Share StoD-Loss Amount (Out-of- 
Pocket Maximum) 
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When the Network individual Co-Share Stop- 
Loss Amount (Out-of-Pocket Maximum) is 
reached for any one covered person in a 
Calendar Year, Network Eligible or Covered 
Expenses, other than those listed in the in the 
subsection entitled “PPO Plan Co-Share Stop- 
Loss Amount (Out-of-Pocket Maximum) 
Feature” in this “INTRODUCTION” Section 
of the Benefit Booklet, are payable at 100% for 
that same person for the rest of that year, subject 
to any lifetime maximum. 

Familv Co-Share Stop-Loss Amount (Out-of- 
Pocket Maximum] 

When the Network family Co-Share Stop-Loss 
Amount (Out-of-pocket Maximum) is reached 
for all covered family members in a Calendar 
Year, Network Eligible or Covered Expenses, 
other than those listed in the in the subsection 
entitled “PPO Plan Co-Share Stop-Loss 
Amount (Out-of-Packet Maximum) Feature’¶ 
in this “INTRODUCTION” Section of the 
Benefit Booklet, , are payable, subject to any 
lifetime maximum, at 100% for that same person 
for the rest of that year. 

Out-of-Network Co-Share Stop-Loss 
Amount (Out-of-pocket Maximum) 

Individual Co-Share Stop-Loss Amount Out-of- 
Pocket Maximum 

When the Out-of-Network individual Co-Share 
Stop-Loss Amount (Out-of-Pocket Maximum) is 
reached for any covered person in a Calendar 
Year, Out-of-Network Eligible or Covered 
Expenses, other than those listed in the in the 
subsection entitled “PPO Plan Co-Share Stop- 
Loss Amount (Out-of-Pocket Maximum) 
Feature” in this “INTRODUCTION” Section 
of the Benefit Booklet, are payable, subject to 
the lifetime maximum, at 100% for that person 
for the rest of that year. Out-of-Network charges 
paid at the Network level are not paid at 100% 
until the Network Co-Share Stop-Loss Amount 
(Out-of-Pocket Maximum) is reached. 

Family Co-Share Stop-Loss Amount (Out& 
Pocket Maximum) 

When tlie Out-of-Network family Co-Share 
Stop-Loss Amount (Out-of-Pocket Maximinn) is 
reached for all covered family members in a 
Calendar Year, Out-of-Network Eligible or 
Covered Expenses, other than those listed in the 
in the subsection entitled “PPO Plan Co-Share 
Stop-Loss Amount (Out-of-pocket Maximum) 
Feature” in this “INTRODUCTION” Section 
of the Benefit Booklet, subject to the lifetime 
maximum, are payabIe at 100% for all covered 
family inembers for the rest of that year. Out-of- 
Network Charges paid at the Network level are 
not paid at 100% until the Network Co-Share 
Stop-Loss Amount (Out-of-Pocket Maximum) is 
reached. 

EXCLUSIVlE PROVIDER 
ORGANIZATION (EPO) PLAN 

The EPO Plan pays for Eligible or Covered 
Expenses received from Network Providers. In 
order to receive benefits under the EPO Plan 
you must receive care from a Network 
Provider, 

The EPO Plan pays benefits for mental disorder 
treatments at the Network level, as shown in the 
Schedule of Coverage, if you receive a referral 
from Magellan before receiving care from a 
Network Provider. 

Emergencv Care 

In an emergency, any Emergency Care is 
payable at the Network level as shown in the 
Schedule of Coverage regardless of whether you 
receive services from a Network or Out-of- 
Network Provider. 

Network Provider Charges Not Covered 

A Network Provider contracts with the Claims 
Administrator to participate in the Network. 
Under the terms of this contract a Network 
Provider may not charge you or the Claims 
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Administrator for any services or supplies which 
are not Medically Necessary as determined by 
medical management. However, charges above 
the reasonable and customary amount are not 
payable. 

You may agree with the Network Provider to 
pay any charges for services or supplies which 
are not Medically Necessary. In this case, the 
Network Provider may make charges to you. 
However, these charges are not Eligible or 
Covered Expenses under the Plan and are not 
payable by the Claims Administrator. 

Co-payments Applicable to the EPO Plan 

Before medical benefits are payable, each 
covered person must satisfy certain Co- 
payments. A co-payment is the amount of an 
Eligible or Covered Expenses you must pay to a 
Network Provider at the time services are given. 
The amount of each Co-payment is shown in the 
Schedule of Coverage. An Eligible or Covered 
Expense can only be used to satisfy one Co- 
payment. 

Inuatient Co-oayment 

The “Inpatient Co-payment” applies to each 
confinement in a Network Hospital or Network 
Rehabilitation Facility. 

Office Visit Co-pavment 

The “Office Visit Co-payment” applies to 
Network Physicians services. It also applies to 
Network physical therapists services if the 
physical therapist bills for hisher services 
separately from any other charges. It applies to 
all Eligible or Covered Expenses given in 
connection with each oftice visit, 

The Office Visit Co-payment does not apply to 
the prenatal and postnatal office visits to the 
Network obstetricid gynecologist who is 
primarily responsible for maternity care. 

The “Emergency Room Co-payment” applies to 
Hospital emergency room services. It applies to 
each emergency room visit. Emergency room 
services are payable only if it is determined that 
the services are Medically Necessary, and there 
is not a less intensive or more appropriate place 
of service, or a diagnostic or treatment 
alternative that could have been used in lieu of 
emergency room services. (See defdtion o f  
Emergency Care.) The Emergency Room Co- 
payment does not apply if you are subsequently 
admitted as a Hospital inpatient. 

Urgent Care Center Co-payment 

The “Urgent Care Center Co-payment” applies 
to Network Physician’s services given in a 
Network walk-in urgent care center. 

Emergency Room Co-payment 



ELIGIBILITY AND PARTICIPATION 

ELIGIBILITY FOR EMPLOYEES 

You are eligible to participate as an employee if 
you are a regular fill-time employee of Atmos 
Energy Corporation (rcAtmos”) other than an 
employee who is covered by a collective 
bargaining agreement between a union and 
Atmos, where the collective bargaining 
agreement does not provide for coverage under 
this Plan. Employees must be legal residents of 
the United States in order to participate in the 
Plan. 

New employees are eligible to enroll on their 
date of hire. 

ELIGIBILITY FOR DEPENDENTS 

Dependents are: 

Your wife or husband; 

0 Your unmarried children who are under 
age 19; and 

Your m a r r i e d  children who are age 19 
but under age 25 and are registered 
students in regular full-time attendance 
(at least 12 semester hours) at a licensed 
or accredited school. For coverage to 
continue during vacation periods, the 
child must be scheduled to enter school 
on the next enrollment date, 

Dependent children must be provided over one- 
half of their support by you for a Calendar Year. 
The determination of whether over one-half of a 
child’s support has been provided is governed by 
the rules of Section 152 of the Internal Revenue 
Code of 1986, as amended, and guidance 
published thereunder. 

A dependent child must have the same principal 
place of abode as you for more than one-half of 
the Calendar Year, unless the child is not a 
“qualifying child” of another person for 

purposes of Section 152 of the Internal Revenue 
Code of 1986, as amended, and guidance 
published thereunder. 

Children include the following: 

Your stepchild; 

Your legally adopted child. (A child is 
considered legally adopted upon your 
assumption and retention of a legal 
obligation for total or partial support of 
a child in anticipation of the adoption of 
the child. A child’s placement for 
adoption terminates upon the 
termination of the legal obligation for 
total or partial support. A child who is 
immediately adopted by you without a 
preceding placement for adoption is 
considered to be placed for adoption on 
the date of adoption); and 

Any other child who is related by blood 
or marriage to you, who is not a 
“qualifying child” of another person for 
purposes of Section 152 of the Internal 
Revenue Code of 1986, as amended, and 
who is living with you, as a member of 
your household, in a parent-child 
relationship. In the case of a newborn 
child, other than your natural child, you 
would be required to obtain legal 
guardianship prior to the child becoming 
a covered dependent. 

A mentally or physically incapacitated 
child’s coverage will not end due to age, 
and he or she shall remain a “child” for 
purposes of dependent eligibility. 
Coverage will continue as long as 
dependent coverage under this Plan 
continues and the child continues to 
meet the following conditions: 

o The child is incapacitated; and 
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o The child is not capable of self- 
support. 

You must give the Claims Administrator proof 
that a dependent meets these conditions when 
requested. The Claims Administrator will not 
ask for proof more than once a year. 

A dependent who lost his or her eligibility as a 
dependent but who thereafter meets the 
definition of a full time student may re-enroll in 
the Plan, provided the other requirements to be a 
dependent are satisfied. 

Dependents must be legal residents of the United 
States in order to participate in the Plan. 

Wm,N COVERAGE STARTS 

Your Coverage 

You must enroll €or coverage under the Plan. 
Refer to the subsection entitled “HOW TO 
ENROLL” under this “ELIGIBILITY AND 
PARTICIPATION” Section of the Benefit 
Booklet for information on how to enroll. 

Coverage starts on the date you enroll for 
coverage when you are first eligible to 
participate, during an Annual Enrollment Period 
or Special Enrollment Period, or when a Change 
in Status occurs. 

Your dependent’s Coverage 

You must enroll your dependents for coverage 
under the Plan. Refer to the subsection entitled 
“HOW TO ENROLL” under this 
“ELIGIBILITY AND PARTICIPATION” 
Section of the Benefit Booklet for information 
on how to enroll. 

Coverage starts on the latest of: 

0 The date you become covered; 

The date you acquire your first 
dependent; or 

1.c 
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1 2  

The date you enroll your dependent for 
coverage. 

Qualified Medical Child Support Order 

Ify as a result of a divorce or legal separation, 
your child is not otherwise eligible to be covered 
by the Plan, it may be possible to obtain 
coverage through a Qualified Medical Child 
Support Order (“QMCSO”) or a National 
Medical Support Notice (a “NMSN”). A 
QMCSO is any judgment, order or decree issued 
by a court of competent jurisdiction that 
includes certain information and relates to the 
medical plan or insurance coverage of a child of 
a Plan participant. A NMSN is issued by a state 
or governmental agency and provides for health 
benefit coverage for a child of a Plan participant. 
A QMCSO or a NMSN cannot require a plan to 
provide any type or form of benefit or any 
option not already provided by the Plan. The 
QMCSO must specify the name and address of 
the participant and each alternate recipient, 
describe the type of coverage to be provided and 
the period for which the coverage is to be 
provided, and specify the plan to which the 

I QMCSO applies. 

If you or a dependent is required by a medical 
child support order or NMSN to provide health 
benefit coverage for any of your children (an 
alternate recipient), you must submit that order 
or notice to Dallas Human Resources at Atrnos 
for a determination as to whether it is a QMCSO 
or a properly completed NMSN (which is 
deemed to be a QMCSO) as defined in the 
Omnibus Budget Reconciliation Act of 1993 and 
the Child Support Performance and Incentive 
Act of 1998. The order or notice must be 
submitted within 31 days after the order 
becomes effective or, if later, within the time for 
initially enrolling your dependents for coverage. 
Contact the Plan Administrator for additional 
information regarding QMCSOs. 

If you or a dependent is required by a QMCSO 
or NMSN to provide health benefit coverage for 
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any of your children, and yoxi are not already 
enrolled as an employee for health benefit 
coverage, you must enroll for health benefit 
coverage at the same time you would enroll your 
child for coverage in order to conply with the 
terms of the QMCSO or NMSN. 

Special Provision for Newborn Children 

You must enroll each of your dependents for 
dependent coverage if they are to be covered 
under the Plan. If you currently have 
dependent coverage, you must still notify 
Dallas Human Resources at Atmos of the 
addition of a new dependent within 31 days 
after your acquire a new dependent (that is 
within 31 days of the child’s birth, adoption 
or placement for adoption). However, even if 
you are not enrolled for dependent coverage, 
the health benefits of the group plan are 
payable for your newborn child from birth 
for 31 days. You must file a written request 
with your Employer to deduct the required 
contributions from your pay for dependent 
coverage during the first 31 days in order for 
the child to be a timely enrollee. 

HOW TO ENROLL 

Yoxi can enroll for coverage by submitting a 
completed enrollment form to your Employer. 
The enrollment form authorizes your Employer 
to deduct the required contributions fiom your 
pay. You will be able to enroll during the 3 1-day 
period following the date you first become 
eligible to participate, during an Annual 
Enrollment Period, a Special Enrollment Period, 
or when a Change in Status occurs, as 
applicable. 

You must enroll for employee coverage in order 
to enroll for dependent coverage. You must 
enroll each dependent you want covered under 
the Plan. 

Generally, you should enroll your dependents 
when you enroll for coverage. However, there 
may be additional time periods during which 

you can enroll your dependents. Refer to the 
subsections entitled “Qualified Medical Child 
Support Order,” “Special Provision for 
Newborn Children” and “Special Enrollment 
Periods” under this “ELIGIBILITY AND 
PARTICIPATION Section for information on 
other potential dependent enrollment periods, 

No person can be covered both as an employee 
and as a dependent. No person can be covered as 
a dependent of more than one employee under 
the Plan, 

Annual Enrollment Period 

An Annual Enrollment Period is a period of time 
each year during which you may enroll in one of 
the options offered under the Plan. The Annual 
Enrollment Period is agreed on by your 
Employer. This Annual Enrollment Period 
occurs once each Calendar Year and you will be 
notified as to when it is scheduled. 

During the Annual Enrollment Period, you will 
have the right to change your election of the 
Low Deductible, High Deductible, PPO or EPO. 

You and your eligible dependents must enroll in 
the same plan. 

Special Enrollment Periods 

Under certain circumstances, an employee 
and/or dependent may enroll under a dependent 
Special Enrollment Period or a Loss of Coverage 
Special Enrollment Period. A Loss of Coverage 
Special Enrollment Period is available to a 
person who meets each of the following 
conditions: 

The employee or dependent can enroll under 
a Loss of Coverage Special Enrollment 
Period if the employee or dependent was 
covered under a group health plan or had 
health insurance coverage at the t h e  
coverage under this Plan was previously 
offered to the employee or dependent; and 
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0 The employee’s or dependent’s prior 
coverage was one of the following: 

o COBRA continuation which was 
exhausted; or 

o Non-COBRA coverage which was 
terminated either as a result of loss of 
eligibility for the coverage (including as 
a result of legal separation, divorce, 
death, termination of employment, or 
reduction in the number of hours of 
employment) or employer contributions 
towards such coverage were terminated. 

The employee must request enrollment under 
this Plan not later than 31 days after the date of 
the end of the COBRA continuation, termination 
of coverage, or termination of the Employer 
contribution. You must provide any proof of the 
loss of coverage that is requested by the Plan 
Administrator and/or the Claims Administrator. 

A Dependent Special Enrollment Period permits 
certain dependents of a participant to take 
advantage of a Special Enrollment Period under 
certain circumstances, if they request enrollment 
on a timely basis. A Dependent Special 
Enrollment Period is available to dependents 
acquired through marriage, birth, adoption, or 
placement for adoption. The Dependent Special 
Enrollment Period is the 31 -day period which 
begins with the date the person becomes a 
dependent (Le. the date of the marriage, birth, 
adoption or placement for adoption). You must 
provide any proof of the new dependent that is 
requested by the Plan Administrator and/or the 
Claims Administrator. 

If a subsequent dependent is enrolled, the 
employee must enroll at the same time if not 
already covered. In addition, any of the 
employee’s other dependents may be enrolled at 
the same time, if not already covered, subject to 
the same enrollment requirements. 

You should contact the Plan Administrator if you 
have any questions about Loss of Coverage or 
Dependent Special Enrollment Periods. 

Late Enrollees 

A late enrollee is a person who does not enroll 
when they are first eligible to enroll in the plan 
or during a Special Enrollment Period. A late 
enrollee can enroll only during an Annual 
Enrollment Period. A late enrollee is also subject 
to the Preexisting Condition exclusion, For 
more information about the Preexisting 
Condition exclusion, refer to the subsection of 
this Benefit Booklet entitled “PREEXISTING 
CONDITION PROVISIONS’ in the “HOW 
TO RECEIVE HEALTHCARE BENEFITS 
Section. 

PARTICIPANT CONTRIBUTIONS 

The coverage under this Plan is contributory. 
The contribution rates to participate in a specific 
Plan option and coverage level are subject to 
change each year based on two elements (1) the 
cost to administer the Plan and (2) the Plans 
claim experience. Each Plan Year’s rates will be 
communicated during the Annual Enrollment 
Period for that Plan Year. The Company employs 
an outside actuary to develop the required 
contribution rates using the contracted 
administrative and projected net claims costs for 
that Plan Year. The developed rates reflect the 
Company’s cost sharing philosophy for 
participants - 20% of these costs. 

1 

CHANGE OF ELECTION 

Midyear changes to your Plan election which 
cause an adjustment to contributions are 
permitted only when there is a “Change in 
Status.” You must provide proof of the Change 
in Status, as requested by the Plan Administrator 
and/or the Claims Administrator. 

The following events constitute a Change in 
Status: 
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A chanpe in legal marital Events that 
change an employee’s legal marital status, 
including marriage, death of spouse, 
divorce, legal separation, or annulment; 

A change in the number of dependents. 
Events that change an employee’s number of 
dependents including birth, adoption, 
placement for adoption, or death of a 
dependent; 

A c h a n g e  in employment status. A 
termination or commencement of 
employment by the employee, spouse, or 
dependent; 

- A change in work schedule. A reduction or 
increase in hours of employment by the 
employee, spouse, or dependent, including a 
switch between part-time and full-time, a 
strike or lockout, or commencement or 
return from an unpaid leave of absence; 

A change in dependent status. An event that 
causes an employee’s dependent to satisfy or 
cease to satisfy the requirements for 
coverage due to attainment of age, student 
status, or any similar circumstance as 
provided in this Plan; or 

A change in residence or worksite. A change 
in the place of residence or work of the 
employee, spouse or dependent. 

You may also be able to make mid-year changes 
under the Atmos Energy Corporation Flexible 
Benefits Plan under the following 
circumstances: 

Significant changes in the cost of your 
benefit; 

Significant changes in the coverage of your 
benefit; 

You, your spouse, or your dependent 
become eligible for COBRA continuation 

coverage or become eligible (or cease to be 
eligible) for Medicare or Medicaid; and 

You, your spouse or your dependent have a 
Loss of Coverage Special Enrollment Period 
as described below. 

There may be other circumstances that result in 
a mid-year election change to your benefits. 
You should review the Atmos Energy 
Corporation Flexible Benefits Plan Surmnary 
Plan Description for more information on mid- 
year election changes to your medical benefits. 

Consistency Rule 

Your revocation of a Plan election during a 
period of coverage and new election for the 
remaining portion of the period (referred to 
below as an “election change”) must be 
consistent with the Change in Status. An 
election change is consistent with a Change in 
Status if, and only if 

The Change in Status results in the 
employee, spouse, or dependent gaining or 
losing eligibility for coverage under this 
Plan or a medical plan of the spouse’s or 
dependent’s employer; and 

The election change corresponds with that 
gain or loss of coverage. 

Enrollment during a Plan Year because of a 
Change in Status can only be accepted within 
the first 31 days following the Change in 
Status. Your election must follow the 
Consistency RuIe for a Change in Status. 

A dependent pregnancy is not classified as a 
Change in Status. This means if you were not 
enrolled in the Plan or your dependent was not 
already covered by the Plan, your dependent’s 
pregnancy would not permit you to add 
coverage or change coverage levels to add your 
dependent. 
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WHEN COVERAGE STOPS 

Coverage will stop on the earliest of the 
following: 

When you stop being an eligible employee 
(as defmed above); 

0 When you stop making contributions; or 

0 When the Plan stops. 

Your dependent’s coverage will stop when he is 
no longer an eligible dependent, or when your 
coverage stops, if earlier. 
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CONTRACTIN WNON- 
CONTRACTING FACILITIES 

The Claims Administrator has written contracts 
with many (but not all) Hospitals and Facility 
Other Providers. Those institutions are 
Contracting Facilities. An institution without a 
written contract with the Claims Administrator is 
a Non-Contracting Facility. 

In an emergency situation, the immediate, initial 
treatment necessary to stabilize the Participant 
furnished by any Hospital is subject to the 
benefits provided by the Plan. 

PARPUN 
For employees residing in the state of Texas 

When you consult a Physician or Professional 
Other Provider, you should inquire if he 
participates in the Claims Administrator’s 
Parplan,. a simple direct-payment arrangement. 
If file Physician or Professional Other Provider 
participates in the Parplan, he agrees to: 

0 File all claims for you; 

0 Accept the Claims Administrator’s 
Allowable Amount determination as 
payment for Medically Necessary services; 
and 

0 Not bill you for services over the Allowable 
Amount determination. 

You will be responsible for any applicable 
Deductibles, Co-Share Amounts, or services that 
are limited or not covered under the Plan. 

If your Physician or Professional. Other Provider 
does not participate in the ParPEan, you will be 
responsible for filing the claims, and you may be 
billed for charges above the Claims 
Administrator’s Allowable Amount 
determination. Information on how to file 
claims is included in the subsection of this 

Benefit Booklet entitled “CLAIM FILING 
PROCEDURES” in the “HOW TO RECEIVE 
HEALTHCARE BENEFITS” Section. 
Note: For employees residing outside the state 
of Texas, check with your Physician or 
Professional Other Provider to determine if he 
participates as a 
contracting provider with Blue Cross and Blue 
Shield. 

BLUE CROSS AND BLUE SHWXDS’ 
OTHER SEPARATE FINANCIAL 

ARRANGEMENTS WITH 
PROVIDERS 

BLUE CARD 

Other Blue Cross and Blue Shield Plans outside 
of Texas (“Host Blue”) may have contracts 
similar to the Parplan contracts described above 
with certain Providers (“Host BIue Providers”) 
in their service area. 

When you receive health care services through 
BlueCard outside of Texas and from. a Provider 
which does not have a contract with Blue Cross 
and Blue Shield, the amount you pay for 
Covered Services is calculated on the lower of: 

The billed charges for your covered 
services; or 

The negotiated price that the Host Blue 
passes on to Blue Cross and Blue Shield. 

Often, this “negotiated price” will consist of a 
simple discount which reflects the actual price 
paid by the Host Blue. Sometimes, however, it 
is an estimated price that factors into the actual 
price increases or reductions to reflect aggregate 
payment from expected settlements, withholds, 
any other contingent payment arrangements and 
non-claims transactions with your health care 
provider or with a specified group of providers. 
The negotiated price may also be billed charges 
reduced to reflect an average expected savings 
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with your health care provider or with a 
specified group of providers. The price that 
reflects average savings may result in greater 
variation (more or less) lfrom the actual price 
paid than will the estimated price. The 
negotiated price will also be adjusted in the 
future to correct for over- or under-estimation of 
past prices. However, the amount you pay is 
considered a final price. 

Statutes in a small number of states may require 
the Host Blue to use a basis for calculating 
liability for covered services that does not reflect 
the entire savings realized or expected to be 
realized on a particular claim or to add a 
surcharge. Should any state statutes mandate 
your liability calculation methods that differ 
from the usual BlueCard method noted above or 
require a surcharge, Blue Cross and Blue Shield 
would then calculate your liability for any 
covered health care services in accordance with 
the applicable state statute in effect at the time 
you received your care. 

SPECIALTY C m  PROVJBERS 

Applies to In-Network and Out-of-Network 

A wide range of Specialty Care Providers is 
included in the Network. When you need a 
specialist’s care, In-Network Benefits will be 
available, but only if you use a Network 
Provider. 

There may be occasions however, when you 
need the services of an Out-of-Network 
Provider. This could occur if you have a 
complex medical problem that cannot be taken 
care of by a Network Provider. 

If specialty care by an Out-of-Network 
Provider is needed, In-Network Benefits 
may still be available if a Network Physician 
notifies the Claims Administrator, and the 
Claims Administrator acknowledges your 
visit to an Out-of-Network Provider prior to 
the visit; otherwise, Out-of-Network 
Benefits will be paid and the claim will have 

to be resubmitted for review and adjustment, 
if appropriate. For Participants who elect 
the EPO Plan, no benefits will be paid by 
the Plan for specialty care by an Out-of- 
Network Provider without prior 
authorization; or 

If the services you require are covered by 
this Plan, but not available from Network 
Providers, In-Network Benefits will be 
provided when you use Out-of-Network 
Providers, if prior authorization is received. 
For more information on prior authorization, 
refer to the “PREAUTHORIZATION 
REQUIREMENTS” subsection in this 
“HOW TO RECEIVE HEALTHCARE 
BENEFITS’ Section of the Benefit 
Booklet. 

Participants electing the PPO Plan 

If you elect to see an Out-of-Network Provider 
and if the services could have been provided by 
a Network Provider, only Out-of-Network 
Benefits will be available. 

Participants electing the EPO Plan 

Network Benefits for authorized Out-of- 
Network services will be paid based on the 
Allowable Amount for Hospitals and Facility 
Other Providers, and Physicians or Professional 
Other Providers not contracting with BCBSTX 
(or any other Blue Cross and Blue Shield Plan 
outside of Texas.) If the Allowable Amount is 
less than the amount charged by the Provider, 
you may be billed for the balance. (See 
Allowable Amount definition.) If you choose to 
see an Out-of-Network Provider without prior 
authorization, no benefits will be paid by the 
Plan. For more information on prior 
authorization, refer to the subsection entitled 
“PREAUTHORIZATION REQUIREMENTS” h 
this “HOW TO RECE3NE HFALTHCKRE 
BENEFITS” Section of the Benefit Booklet. 

MEDICAT, NECESSITY 
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All services and supplies for which benefits are 
available under the Plan must be Medically 
Necessary as determined by the Claims 
Administrator, 

Charges for services and supplies which the 
Claims Administrator determines are not 
Medically Necessary will not be eligible for 
benefit consideration and may not be used to 
satisfjr Deductibles or to apply to the Co-Share 
Stop-Loss Amount (Out-of-Pocket Maximum). 

The fact that a Physician has performed or 
prescribed a urocedure or treatment. or the fact 
that it may be the only treatment for a particular 
iniw. sickness. mental illness or uremancy 
does not mean that it is a Medicallv Necessary 
service or supply as defined by the Plan. See the 
“Medicallv Necessarf‘ definition in the Section 
of this Benefit Booklet entitled 
“DEFINITIONS.” 

PREEXISTING CONDITIONS 
PROVISIONS 

Notice of Preexisting Condition Exclusion 

If you are (or will be) eligible to participate in 
the Plan, a federal law (called HIPAA) requires 
that we notify you about the Preexisting 
Condition exclusion provisions in the Plan. The 
Plan imposes a Preexisting Condition exclusion. 
This means that coverage for you and your 
dependents’ Preexisting Conditions “may” be 
excluded for up to 12 months. This exclusion 
applies only to conditions for which medical 
advice, diagnosis, care or treatment was 
recommended or received within the three- 
months period preceding your initial Effective 
Date under the Plan. (See “Effective Date” 
defmition later in this Benefit Booklet). 
Generally, this three-month period ends the day 
before your coverage becomes effective or 
before the first day of any applicable waiting 
period for coverage, if earlier. The Preexisting 
Condition exclusion does not apply to 
pregnancy nor to a child for whom enrollment is 

, 

requested within 30 days after birth, adoption, or 
placement for adoption. 

The Preexisting Condition exclusion may last up 
to 12 months from your firstsday of coverage. 
However, you can reduce the length of the 
Preexisting Condition exclusion by the number 
of days of your prior “creditable coverage.” 
Most prior health coverage, including but not 
limited to coverage under a group health plan, 
individual health insurance coverage, a State 
health benefits rislc pool, Medicare, Medicaid, 
student health insurance, and certain other 
coverages, can be used to reduce the length of 
the Preexisting Condition exclusion, provided 
that you have not experienced a break in 
coverage of 63 days or more. (Waiting periods 
are not considered breaks in coverage). Your 
Preexisting Condition exclusion will be reduced 
one day for each day of creditable coverage 
demonstrated, provided that the coverage is not 
separated by a break in coverage of 63 days or 
more. 

In order for the 12-month Preexisting Condition 
limitation period to be shortened, you must 
demonstrate proof of prior creditable coverage. 
To demonstrate proof of creditable coverage, 
you should provide a “certificate of creditable 
coverage” from the prior plan and proof of any 
prior waiting periods for coverage. The 
certificate of creditable coverage provides 
information pertaining to the amount of time the 
individual was covered under a previous plan. 

If you do not have a certificate of creditable 
coverage, but you do have prior health coverage, 
you have the right to request a certificate of 
creditable coverage from a previous employer, 
or plan, or issuer. If, after making reasonable 
efforts, you have difficulty getting a certificate 
from your prior plan, please contact us at the 
address or phone number below, and we will 
attempt to assist you. You may also demonstrate 
proof of your prior health benefit coverage by 
presenting evidence of your prior health benefit 
coverage with documents such as explanation of 
benefits issued to you, identification cards, pay 
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stubs showing health insurance deductions to 
support your signed statement attesting your 
coverage. 

All questions about the Preexisting Condition 
exclusion and creditable coverage should be 
directed to the Plan Administrator at the 
following address P.O. Box 650205, Dallas, 
Texas 75265, Attn: Plan Administrator or 
telephone number (972) 934-9227. 

PREAIJTHORIZATION 
REQUIREMENTS 

Preauthorization establishes in advance the 
Medical Necessity of certain care and services 
covered under this Plan. It ensures that the 
preauthorized care and services described below 
will not be denied on the basis of Medical 
Necessity. However, preauthorization does not 
guarantee payment of benefits. Coverage is 
always subject to other requirements of the 
Plan, such as Preexisting Conditions, 
limitations and exclusions, payment of 
contributions, and eligibility at the time care 
and services are provided. 

Preauthorization is simple. You, your Physician, 
Provider of services, or a family member calls 
one of the toll-free numbers listed on the back of 
your Identification Card. The call should be 
made between 7:30 am. and 6:OO p.m. Central 
Time on business days. Calls made after 
working hours or on weekends will be recorded 
and returned the next working day. A benefits 
management nurse will follow up with your 
Provider’s office. In most cases, 
preauthorization is made within minutes on the 
telephone with your Provider’s office. 

The following types of services require 
preau thoriza tion : 

All inpatient admissions; 

0 Extended Care Expense; 

All treatment of Chemical Dependency; 

0 All treatment of Mental Health Care 
preauthorized by the Employee Assistance 
Program (EAP) (including Serious Mental 
Illness); 

0 If you transfer to another facility or to or 
from a specialty unit within the facility; and 

9 Out-of-Area coverage. 

Particinants electina the PPO Plan 

Iii-Network: In-Network Benefits will be 
available if you use a Network Provider or 
Specialty Care Provider. In-Network Providers 
will preauthorize services for you, when 
required. 

Out-of-Network: If you elect to use Out-of- 
Network Providers for services and supplies 
available In-Network, Out-of-Network Benefits 
will be paid. Failure to preauthorize services 
will be subject to guidelines described below. 

However, Ff care is not available from Network 
Providers as determined by the Claims 

‘ Administrator, and the Claims Administrator 
acknowledges your visit to an Out-of-Network 
Provider prior to the visit, In-Network Benefits 
will be paid; otherwise, Out-of-Network 
Benefits will be paid and the claim will have to 
be resubmitted for review and adjustment, if 
appropriate. 

Out-&Area: If you receive your care in a 
Contracting Facility and the services have been 
preauthorized, Out-of-Area Benefits will be 
available, subject to all Plan provisions. Failure 
to preauthorize services will be subject to 
guidelines described below. 

Particinants electinq the EPO Plan 

In-Network: Network Providers will 
preauthorize services for you, when required. 

Home Infusion Therapy; 
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Out-Of-Nefivork: If. you choose to use Out-of- 
Network Providers for services and supplies 
available in the Network, no benefits will be 
paid under this Plan. 

However, if care is not available from Network 
Providers, you must seek preauthorization from 
the Claims Administrator to use an Out-of- 
Network Provider. You or your Network 
Provider must contact the Claims Admistrator 
to receive a referral authorization prior to use of 
the Out-of-Network Provider. If you receive the 
referral authorization, from the Claims 
Administrator, Network Benefits will be paid 
based on the Allowable Amount for Out-of 
Network Providers. You may be billed for any 
difference between the Allowable Amount and 
the amount charged by the Provider. If you fail 
to request preauthorization for Out-of-Network 
benefits, no benefits will be paid by the Plan. 

To request authorization, ask your Network 
Provider to contact the Claims Administrator, or 
you may contact Customer Service at the 
number shown on your Identification Card. 

Failure to Preauthorize 

If preauthorization for each inpatient Hospital 
Admission, Extended Care Expense, Home 
It1 fusion Therapy, and Chemical Dependency, 
Mental Health Care (including Serious Mental 
Illness), as described, is not obtained: 

The Claims Administrator will review the 
Medical Necessity of your treatment prior to 
the final benefit determination; 

If the Claims Administrator determines the 
treatment or service is not Medically 
Necessary, benefits will be denied; or 

If a Hospital Admission or extension for any 
treatment or service described below is not 
preauthorized and it is determined that the 
admission or extensian was not Medically 
Necessary, benefits will be reduced or 
denied. 

Inpatient Admissions 
In the case of an elective inpatient admission, 
the call for preauthorization should be made at 
least two working days before you are admitted, 
unless it would delay Emergency Care. In an 
emergency, preauthorization should take place 
within two working days after admission, or as 
soon thereafter as reasonably possible. 

When an inpatient admission is preauthorized, a 
length-of-stay is assigned. The Plan is required 
to provide a minimuin length of stay in a 
Hospital facility for the following: 

Maternity Care: 

o 48 hours following an uncomplicated 
vaginal delivery; or 

o 96 hours following an uncomplicated 
delivery by caesarean section. 

Treatment of Breast Cancer: 

o 48 hours following a mastectomy; or 

o 24 hours following a lymph node 
dissection. 

T.f you require a longer stay than was first 
preauthorized, your Provider may seek, an 
extension for the additional days. Benefits will 
not be available for room and board charges for 
medically unnecessary days. 

Extended Care Expense and Rome Infusion 
Tlterapy 

Preauthorization for Extended Care Expense and 
Home Infusion Therapy may be obtained by 
having the agency or facility providing the 
services contact the Claims Administrator to 
request preauthorization. The request should be 
made: 

Prior to initiating Extended Care Expense or 
Home Infision Therapy; 
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When an extension of the initially 
preauthorized service is required; and 

0 When the treatment plan is altered. 

The Claims Administrator will review the 
information submitted prior to the start of 
Extended Care Expense or Home Infusion 
Therapy. The Claims Administrator will send a 
letter to you and the agency or facility 
c o d l i n g  preauthorization or denying benefits. 

If Extended Care Expense or Home Infusion 
Therapy is to take place in less than one week, 
the agency or facility should call the Medical 
Reauthorization Helpline. 

If the Claims Administrator has given 
notification that benefits for the treatment plan 
requested will be denied based on information 
submitted, claims will be denied. 

To satisfy all medical preauthorization 
requirements for Inpatient Hospital Expense, 
Extended Care Expense, or Home Infusion I Therapy, call: 

I Toll-free: 1-800-441-9188 i 
Chemical Dependency, Mental Health Care 
(including Serious Mental Illness) 

All inpatient treatment of Chemical 
Dependency and Mental Health Care (including 
Serious Mental Illness) should be preauthorized, 
reaardless of whether the treatment is provided 
bv an In-Network. Out-of-Network or Out-of- 
Area provider. 

All outpatient treatment of Chemical 
Dependency, Serious Mental Illness, and Mental 
Health Care should be preauthorized, regardless 
of whether the treatment is provided bv an In- 
Network or Out-of-Network provider. Your 
Provider should contact the EAP for the names 
of Network Providers. 

You or your Provider should contact the Mental 
Health Helpline for a referral to Network 
Providers who have entered into a managed care 
arrangement with the EAP to furnish services 
and supplies for Mental Health Care (including 
Serious Mental Illness) or treatment of Chemical 
Dependency. When your services have been 
preauthorized and are provided by the Network 
Provider, In-Network Benefits will be available. 

To satisfy preauthorization requirements for 
Mental Health Care (including Serious Mental 

Illness) or Chemical Dependency, call the 
Magellan EAP 

CASE MANAGEMENT 

T.Jnder certain circumstances, the Plan allows the 
Claims Administrator the flexibility to offer 
benefits for expenses which are not otherwise 
Eligible or Covered Expenses. The Claims 
Administrator, at its sole discretion, may offer 
such benefits if: 

The Participant, his family, and the 
Physician agree; 

Benefits are cost effective; and 

0 The Claims Administrator anticipates future 
expenditures for Eligible or Covered 
Expenses that may be reduced by such 
benefits. 

Any decision by the Claims Administrator to 
provide such benefits shall be made on a case- 
by-case basis. The case coordinator for the 
Claims Administrator will initiate case 
management in appropriate situations. 

CLAIM FILING PROCEDURE3 

Filing of Claims Required 

Notice of Claim 
You must give written notice to the Claims 
Administrator within 12 months, or as soon as 
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reasonably possible, after any Participant 
receives services for which benefits are provided 
under the Plan. 

Claim Forms 
Claim forms for filing Proof of Loss are 
available on the Atmos intranet and may also be 
obtained by calling customer service at 1-866- 
3 14-0266. 

The Claims Administrator for the Plan must 
receive claims prepared and submitted in the 
proper manner and form, in the time required, 
and with the infomation requested before it can 
consider any claim for payment of benefits. 

Who Files Claims 

Providers that contract with the Claims 
Administrator and some other health care 
Providers (such as ParPIan Providers in the 
state of Texas) will submit your claims directly 
to the Claims Administrator for services 
provided to you or any of your covered 
dependents. At the time services are provided, 
inquire if the Provider will file claim forms for 
you. To assist Providers in filing your claims, 
you should carry your Identification Card with 
you. 

Contracting Providers 

When you receive treatment or care from a 
Provider or Covered Drugs dispensed from a 
Pharmacy that contracts with the Claims 
Administrator, you will generally not be 
required to file claim forms. The Provider will 
usually submit the claims directly to the Claims 
Administrator for you. 

Non-Contractiltg Providers 

When you receive treatment or care from a 
health care Provider or Covered Drugs 
dispensed from a Pharmacy that does not 
contract with the Claims Administrator, you may 
be required to file your own claim forms. Some 
Providers, however, will do this for you- If the 
Provider does not submit claims for you, refer to 

the subsection of this Benefit Bookiet entitled 
“Participant-Filed Claims” in this ‘%€OW TO 
RECEIVE HEALTHCARE BENEFITS” 
Section for instruction on how to file your own 
claim forms. 

Mail Service Prescription Drug Program 

When you receive Covered Drugs dispensed 
through the Mail Service Prescription Drug 
Program, you must complete and submit the 
mail service prescription drug claim form to the 
address on the claim form. Additional 
information may be obtained from H m a n  
Resources at Atmos, from the RCBSTX website, 
or by calling the Customer Service Helpline at 
1-866-3 14-0266. 

Participant- Filed Claims 

Medical Claims 
If your Provider does not submit your claims, 
you will need to submit them to the Claims 
Administrator using a subscriber-filed claim 
form provided by the Plan. You can obtain 
copies of the claim form from Human Resources 
at Atmos, from the BCBSTX website 
(www.bcbstx.com) or by calling the Customer 
Service Helpline at 1-866-3 14-0266. 

Follow the instructions on the reverse side of the 
form to complete the claim. Remember to file 
each Participant’s expenses separately because 
any Deductibles, maximum benefits, and other 
provisions are applied to each Participant 
separately. Include itemized bills from the 
health care Providers, labs, etc., printed on their 
letterhead and showing the services performed, 
dates of service, charges, and name of the 
Participant involved. 

Prescription Drug Claims 

When you receive Covered Drugs dispensed 
from a Non-Participating Pharmacy, a 
Prescription Reimbursement Claim Form must 
be submitted. This form can be obtained from 
Human Resources at Atmos, from the BCBSTX 
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website, or by calling the Customer Service 
Helpline at 1-866-3 14-0266. 

This claim form, accompanied by an itemized 
bill obtained from the Pharmacy showing the 
prescription services you received, should be 
mailed to the address shown below or on the 
claim form. 

Instructions for completing the claim form are 
provided on the back of the form. You may need 
to obtain additional information, which is not on 
the receipt from the pharmacist, to complete the 
claim form. 

Bills for Covered Drugs should show the name, 
address and telephone number of the Pharmacy, 
a description and quantity of the drug, the 
prescription number, the date of purchase and, 
the name of the Participant using the drug. 

Where to Mail Completed Claim Forms 

Medical Claims 
Blue Cross and Blue Shield of Texas 
Claims Division 
P. 0. Box 660044 
Dallas, Texas75266-0044 

Prescriptioti Drug Claims 
Blue Cross and Blue Shield of Texas 
c/o Prime Therapeutics ILC 
P. 0. Box 64812 
St. Paul, MN 55164-0812 

Who Receives Payment 

Benefit payments will be made direcay to 
contracting Providers when they bill the Claims 
Administrator. Written agreements between the 
Claims Administrator and some Providers may 
require payment directly to them. 

Any benefits payable to you, if unpaid at your 
death, will be paid to your surviving spouse, as 
beneficiary. If there is no surviving spouse, then 
the benefits will be paid to your estate. 

Except as provided in the subsection entitled 
“ASSIGNMENT AND PAYMENT OF 
BENEFITS” in the “GENERAL 
INFORMATION” Section of this Benefit 
Booklet, rights and benefits under the Plan are 
not assignable, either before or after services and 
supplies are provided. 

Benefit Payments to a Managhg Conservator 
Benefits for services provided to your minor 
dependent child may be paid to a third party if: 

The third party is named in a court order as 
managing or possessory conservator of the 
child; and 

The Claims Administrator has not already 
paid any portion of the claim. 

In order for benefits to be payable to a managing 
or possessory conservator of a child, the 
managing or possessory conservator must 
submit to the Claims Administrator, with the 
claim form, proof of payment of the expenses 
and a certified copy of the court order naming 
that person the managing or possessory 
conservator. 

The Claims Administrator for the Plan may 
deduct from its benefit payment any amounts it 
is owed by the recipient of the payment. 
Payment to you or your Provider, or deduction 
by the Plan from benefit payments of amounts 
owed to it, will be considered in satisfaction of 
its obligations to you under the Plan. 

An explanation of benefits summary is sent to 
the participant, showing what has been paid. 
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When to Submit Claims 

All claims for benefits under the Plan must be 
properly submitted to the Claims Administrator 
within twelve (12) months of the date that 
services or supplies are received. Claims not 
submitted and received by the Claims 
Administrator within twelve (1 2) months after 
that date will not be considered for payment of 
benefits except in the absence of legal capacity. 

Receipt of Claims by the Claims 
Administrator 

A claim will be considered received by the 
Claims Administrator for processing upon actual 
delivery to the administrative office of the 
Claims Administrator in the proper manner and 
form and with all of the information required. Tf 
the claim is not complete, it may be denied or 
the Claims Administrator may contact either you 
or the Provider for the additional information. 

After processing the claim, the Claims 
Administrator will notify the Participant by way 
of an explanation of benefits s w a r y .  

BENEFIT DETERMINATIONS 

Urgent Claims that Require Immediate Action 

TJrgent care claims or appeals are those claims or 
appeals that require notification or approval 
prior to receiving medical care, where a delay in 
treatment as a result of the application of the 
time periods for making non-urgent care 
determinations could seriously jeopardize you or 
your dependent’s life or health or ability to 
regain maximum function or, in the opinion of a 
physician with knowledge of you or your 
dependent’s medical condition could cause 
severe pain that cannot be adequately managed 
without the care or treatment that is the subject 
of the claim. 

In the case of an urgent care claim, the Claims 
Administrator shall notify you of the Plan’s 
benefit determination (whether adverse or not) 

as soon as possible, taking into account the 
medical exigencies, but not later than 72 hours 
after receipt of the claim by the Plan, unless you 
fail to provide sufficient information to 
determine whether, or to what extent, benefits 
are covered or payable under the Plan. In the 
case of such a failure, the Claims Administrator 
shall notify you as soon as possible, but not later 
than 24 hours after receipt of the claim by the 
Plan, of the specific information necessary to 
complete the claim. You shall be afforded a 
reasonable amount of time, taking into account 
the circumstances, but not less than 48 hours, to 
provide the specified information. The Claims 
Administrator shall notify you of the Plan’s 
benefit determination (whether adverse or not) 
as soon as possible, but in no case later than 48 
hours after the earlier of (i) the Plan’s receipt of 
the speclfied information, or (ii) the end of the 
period afForded you to provide the specified 
additional information. 

A denial notice will comply with the 
requirements set forth below. 

Pre-Service Claims 

Pre-service claims or appeals are those claims or 
appeals that require notification or approval 
prior to receiving medical care. 

In the case of a pre-service claim, the Claims 
Administrator shall notify you of the Plan’s 
benefit determination (whether adverse or not) 
within a reasonable period of time appropriate to 
the medical circumstances, but not later than 15 
days after receipt of the claim by the Plan. This 
period may be extended one time by the Plan for 
up to 15 days, provided that the Claims 
Administrator both determines that such an 
extension is necessary due to matters beyond the 
control of the Plan and notifies you, prior to the 
expiration of the initial 15-day period, of the 
circumstances requiring the extension of time 
and the date by which the Plan expects to render 
a decision. If such an extension is necessary due 
to your failure to submit the information 
necessary to decide the claim, the notice of 
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extension shall specifically describe the required 
information, and you shall be afforded at least 
45 days from receipt of the notice within which 
to provide the specified information. In the case 
of your failure to follow the Plan’s procedures 
for filing a pre-service claim, you shall be 
notified of the failure and the proper procedures 
to be followed in filing a claim for benefits as 
soon as possible, but not later than 5 days (24 
hours in the case of a failure to f i e  a claim 
involving urgent care) following the failure. 
Notification may be oral, unless you request 
written notification. This paragraph applies only 
in the case of a failure by you to file a claim 
with the Claims Administrator that names a 
specific claimant, a specific medical condition or 
symptom, and a specific treatment, service or 
product for which approval is requested. 

A denial notice will comply with the 
requirements set forth below. 

Post-Service Claims 

Post-service claims or appeals are those claims 
or appeals that are not pre-service claims or 
appeals and are filed for payment of benefits 
after medical care has been received. 

In the case of a post-service claim, the Claims 
Administrator shall notify you of the Plan’s 
benefit determination (whether adverse or not) 
within a reasonable period, but not later than 30 
days after receipt of the claim. This period may 
be extended one time by the Plan for up to 15 
days, provided that the Claims Administrator 
both determines that such an extension is 
necessary due to matters beyond the Plan’s 
control and notifies you, prior to the expiration 
of the initial 30-day period, of the circumstances 
requiring the extension of time and the date by 
which the Plan expects to render a decision, If 
such an extension is necessary due to your 
failure to submit the information necessary to 
decide the claim, the notice of extension shall 
specifically describe the required information, 
and you shall be afforded at least 45 days from 

receipt of the notice within which to provide the 
specified information. 

A denial notice will comply with the 
requirements set forth below. 

Concurrent Care Claims 

If the Plan has approved an ongoing course of 
treatment to be provided over a period of time or 
number of treatments, then any reduction or 
termination by the Plan of such course of 
treatment (other than by Plan amendment or 
termination) before the end of such period of 
time or number of treatments shall constitute an 
adverse benefit determination. The Claims 
Administrator shall notify you of the adverse 
benefit determination at a time sufficiently in 
advance of the reduction or termination to allow 
you to appeal and obtain a determination on 
review of that adverse benefit determination 
before the course of treatment is reduced or 
terminated. Any request to extend the course of 
treatment beyond the period of time or number 
of treatments that is a claim involving urgent 
care shall be decided as soon as possible, taking 
into account the medical exigencies, and the 
Claims Administrator shall notify you of the 
benefit determination (whether adverse or not) 
within 24 hours after receipt of the claim by the 
Plan, provided that any such claim is made to 
the Plan at least 24 hours prior to the expiration 
of the prescribed period of time or number of 
treatments. Any request to extend the course of 
treatment beyond the period of time or number 
of treatments that is not or is no longer a claim 
involving urgent care shall be considered a new 
claim and decided according to post-service or 
pre-service timeframes, whichever applies. 

Denial Notification Requirements 

In the event claim for benefits is denied or the 
Claims Administrator otherwise makes an 
adverse benefit determination as defined in the 
DOL regulations regarding claims procedures, 
the Claims Administrator shall provide you with 
written or electronic notification of such adverse 
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benefit determination. The notification shall be 
written in a manner calculated to be understood 
by you and shall include the following: 

The specific reason or reasons for the 
adverse determination; 

Reference to the specifrc Plan provision on 
which the determination is based; 

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; 

A description of 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; 

Any specific internal rule, guideline, 
protocol or other similar criterion relied 
upon in making the adverse determination or 
a statement that such d e ,  guideline, 
protocol or other similar criterion was relied 
upon and that a copy of such rule, guideline, 
protocol or other similar criterion will be 
provided free of charge to the claimant upon 
request; 

If the adverse benefit determination is based 
on a medical necessity or experimental 
treatment or similar exclusion or limit, 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; and 

In the case of a claim involving urgent care, 
a description of the expedited review 
process applicable to such claims. 

In the case of an adverse benefit determination 
concerning a claim involving urgent care, the 

notice described in the preceding paragraph may 
be provided to you orally within the time frame 
described above, provided that a written or 
electronic notification is furnished to you not 
later than 3 days after the oral notification, 

If your claim has been denied and you do not 
agree with the denial, you must submit your 
claim for review by following the Claims 
Review Procedure described below. 

CLAIMS REVJEW PROCEDURlES 

TJpon the denial of your claim for benefits, if 
you disagree with the denial, in order to preserve 
legal remedies that may be available to you, you 

file a claim for review in writing with the 
Plan Administrator. You must file a claim for 
review not later than 180 days following receipt 
of a notification of an adverse benefit 
determination. You may submit written 
comments, documents, records and other 
information relating to the claim for benefits in 
connection with the claim for review, and the 
review will take into account all such comments, 
documents, records and other infomation 
submitted by you relating to the claim, without 
regard to whether such idormation was 
submitted or considered in the initial benefit 
determination. You shall be provided, upon 
request and free of charge, reasonable access to, 
and copies of, all documents, records and other 
information relevant to the claimant’s claim for 
benefits. 
In conducting its review, the Plan Administrator 
will not afford deference to the initial adverse 
benefit determination, and the review will be 
conducted by an appropriate individual who is 
neither the individual who made the adverse 
benefit determination nor the subordinate of 
such individual. In deciding a claim for review 
that is based in whole or in part on a medica1 
judgment, including determinations with regard 
to whether a particular treatment, drug or other 
item is ExperimentaUInvestigational or not 
Medically Necessary or appropriate, the Plan 
Administrator shall consult with a health care 
professional who has appropriate training and 
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experience in the field of medicine involved in 
the judgment. Any such health care professional 
engaged for purposes of a consultation shall be 
an individual who is neither an individual who 
was consulted in connection with the adverse 
benefit determination that is the subject of 
review, nor the subordinate of any such 
individual. The Plan Administrator will provide 
you with the identification of medical or 
vocational experts whose advice was obtained 
on behalf of the Plan in connection with your 
adverse benefit determination, without regard to 
whether the advice was relied upon in making 
the benefit determination. Further, in the case of 
a claim involving urgent care (whether an appeal 
on a claim involves urgent care requiring the 
expedited handling procedures is determined by 
the nature of the claim at the time of the appeal), 
the Plan Administrator will provide for an 
expedited review process pursuant to which your 
request for an expedited review may be 
submitted orally or in writing, and all necessary 
information, including the Plan’s benefit 
determination, shall be transmitted between the 
Plan and you by telephone, facsimile or other 
available similarly expeditious method, 

In the case of an urgent care appeal, the Plan 
Administrator shall notify you of the Plan’s 
benefit determination on review as soon as 
possible, taking into account the medical 
exigencies, but not later than 72 hours after 
receipt of the claimant’s request for review. 

In the case of a pre-service appeal, the Plan 
Administrator shall notify you of the Plan’s 
benefit determination on review within a 
reasonable period of time appropriate to the 
medical circumstances, but not later than 30 
days after receipt by the Plan of your request for 
review. 

In the case of a post-service appeal, the Plan 
Administrator shall notify the claimant of the 
Plan’s benefit determination on review within a 
reasonable period of time, but not later than 60 
days after receipt by the Plan of the claimant’s 
request for review. 

The Plan Administrator shall provide you with 
written or electronic notification of the Plan’s 
benefit determination on review. In the event of 
an adverse benefit determination on review, the 
notification shall be written in a manner 
calculated to be understood by you and shall 
include the following: 

The specific reason or reasons for the 
adverse determination; 

Reference to the specific Plan provisions on 
which the benefit determination is based; 

A statement that the claimant is entitled to 
receive, upon request and iiee of charge, 
reasonable access to, and copies of, all 
documents, records and other information 
relevant to the claimant’s claim for benefits; 

A statement describing any voluntary appeal 
procedures offered by the Plan and the 
claimant’s right to obtain the information 
about such procedures, and a statement of 
the claimant’s right to bring an action under 
ERISA Section 502(a); 

4 Any specific internal rule, guideline, 
protocol or other similar criterion relied 
upon in making the adverse determination or 
a statement that such d e ,  guideline, 
protocol or other similar criterion was relied 
upon and that a copy of such rule, guideline, 
protocol or other similar criterion will be 
provided free of charge to the claimant upon 
request; 

If the adverse benefit determination is based 
on a medical necessity or experimental 
treatment or similar exclusion or limit, either 
an explanation of the scientific or eliical 
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; and 
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0 A statement that reads as follows: “You and 
your plan may have other voluntary 
alternative dispute resolution options, such 
as mediation. One way to find out what may 
be available is to contact your local US. 
Department of Labor Office and your State 
insurance regulatory agency.” 

A claimant is not required to file more than two 
appeals of an adverse benefit determination prior 
to bringing a civil action under ERISA Section 
502(a). 

Legal Actions 

If you want to bring a legal action against the 
Plan Administrator or the Claims Administrator, 
you must do so within three years from the 
expiration of the time period in which a request 
for reimbursement must be submitted, or you 
lose any rights to bring such an action against 
the Plan Administrator or the Claims 
Administrator. 

You cannot bring any legal action against the 
Plan Administrator or the Claims Administrator 
for any other reason unless you first complete all 
the steps in the appeal process described in this 
document. After completing that process, if you 
want to bring a legal action against the Plan 
Administrator or the Claims Administrator, you 
must do so within three years of the date you are 
notified of the iinal decision on the appeal, or 
you lose any rights to bring such an action 
against the Plan Administrator or the Claims 
Administrator. 
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ELIGIBLE OR COVERED 
EXPENSES 

This portion of the Plan provides benefits for three 
major categories of Eligible or Covered Expenses: 

Inpatient Hospital Expenses; 
Medical-Surgical Expenses; and 
Extended Care Expenses. 

This “MEDICAL BENEFITS PROVIDED” 
Section generally explains the medical benefits 
that are available under the Plan. Please remember 
to refer to the “ D E F ~ I O N S ”  Section of this 
Benefit Booklet for a description of terms such as 
Inpatient Hospital Expense, Medical-Surgical 
Expense, and Extended Care Expense. 

Wherever Schedule of Coverage is mentioned, 
please refer to the Schedule at the beginning of 
this Benefit Booklet. 

Your benefits are calculated on a Calendar Year 
benefit period basis unless otherwise stated. At 
the end of a Calendar Year, a new benefit period 
starts for each Participant. 

MAXIMUM LIFETIME BENEFITS 

The total amount of benefits available to any one 
Participant under the Plan shall not exceed the 
“Maximum Lifetime Benefits” amount shown on 
your Schedule of Coverage. 

This maximum lifetime benefits amount includes 
all payments made under any benefit provisions of 
the Plan including payments toward any other 
benefit maximums under the Plan. 

Depending on the terms of the Plan, it may also 
include any benefits provided under the 
Employer’s health care plan with another Claims 
Administrator prior to the Participant’s Effective 
Date of coverage under this Plan. 

MEDICAL BENEFITS PROVIDED 
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CHANGES IN BENEFITS 

Changes to covered benefits will apply to all 
services provided to each Participant under the 
Plan. 

Benefits for Eligible or Covered Expenses 
incurred during an admission in a Hospital or 
Facility Other Provider that begins before the 
change will be those benefits in effect on the day 
of admission. 

BENEFITS FOR INPATPENT 
HOSPITAL EXPENSE 

Among those expenses normally included under 
Inpatient Hospital Expense as defined in this 
Benefit Booklet are intensive and coronary care 
units, operating room, lab and x-ray, and blood. 
Please note that if you are confined in a private 
room, only the Hospital’s average semiprivate 
room rate is allowed as Inpatient Hospital 
Expense. Remember, each Hospital Admission 
requires preauthorization. 

The benefit percentage of your total eligible 
Inpatient Hospital Expense in excess of any 
Deductible indicated on your Schedule of 
Coverage is the Plan’s obligation. The remaining 
unpaid Inpatient Hospital Expense including any 
Deductible is your obligation to pay. This amount 
will be applied to the Co-Share Amount. 

BENEFITS FOR MEDICAL- 
SURGICAL EXPENSE 

The following services are included under 
Medical-Stirgical Expense as defined in this 
Benefit Booklet: 

Physician services; 

Services of Professional Other Providers; 

Speech and hearing services; 
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0 Diagnostic x-ray and laboratory examinations; 

Prosthetic Appliances; and 

Home Infusion Therapy. 

Remember that certain services require 
preauthorization, and any Deductibles and Co- 
Share Amounts shown on your Schedule of 
Coverage will also apply. 

The benefit percentages of your total eligible 
Medical-Surgical Expense shown on your 
Schedule of Coverage in excess of your Co-Share 
Amount and any Deductible shown are the Plan’s 
obligation. The remaining unpaid Medical- 
Surgical Expense in excess of the Co-Share 
Amount and any Deductible is your obligation to 
Pay. 

To calculate your benefits, subtract any 
Deductibles from your total eligible Medical- 
Surgical Expense and then multiply the difference 
by the benefit percentage shown on your Schedule 
of Coverage Most remaining unpaid Medical- 
Surgical Expense including the Deductible is your 
Co-Share Amount. 

BENEFITS FOR EXTENDED CARE 
EXPENSE 

When Extended Care Expense has been 
preauthorized, the Plan’s benefit obligation as 
shown on your Schedule of Coverage will be: 

At the benefit percentage under “Extended 
Care Expense Benefits,” and 

0 Up to the amount of the combined benefit 
maximums shown for each category of 
Extended Care Expense on your Schedule of 
Coverage. 

.Remember.. . for Out-of-Area services, 
benefits are not available unless services are 
rendered by a Contracting Facility and have 
been preauthorized and approved by the 
Claims Administrator. 

If shown on your Schedule of Coverage, the 
Deductible will apply. Any unpaid Extended Care 
Expense in excess of the benefit maximums shown 
on your Schedule of Coverage will not be applied 
to any Co-Share Amount. 

Any charges incurred as Home Health Care or 
home Hospice Care for drugs (including antibiotic 
therapy) and laboratory services will not be 
Extended Care Expense but will be considered 
Medical-Surgical Expense. 

Services and supplies for Extended Care Expense: 

1. For Skilled Nursing Facility: 

All usual nursing care by a Registered 
Nurse (R.N.) or by a Licensed Vocational 
Nurse (L.V.N.); 

Room and board and all routine services, 
supplies, and equipment provided by the 
Skilled Nursing Facility; and 

Physical, occupational, speech, and 
respiratory therapy services by licensed 
therapists. 

2. For Home Health Care: 

Part-time or intermittent nursing care by a 
Registered Nurse (R.N.) or by a Licensed 
Vocational Nurse (L.V.N.); 

Part-time or intermittent home health aide 
services which consist primarily of caring 
for the patient; 

34 



MEDICAL BENEFITS PROVIDED 

0 Physical, occupational, speech, and 
respiratory therapy services by licensed 
therapists; and 

0 Supplies and equipment routinely 
provided by the Home Health Agency. 

Benefits will not be provided for Home Health 
Care for the following: 

0 

0 

0 

Food or home delivered meals; 

Social case work or homemaker services; 

Services provided primarily for Custodial 
Care; 

0 Transportation services; 

0 Home Illfusion Therapy; or 

0 Durable medical equipment. 

3. For Home Hospice Care: 

Part-time or intermittent nursing care by a 
Registered Nurse (R.N.) or by a Licensed 
Vocational Nurse (L.V.N.); 

Part-time or intermittent home health aide 
services which consist primarily of caring 
for the patient; 

Physical, speech, and respiratory therapy 
services by licensed therapists; and 

Homemaker and counseling services 
routinely provided by the Hospice agency, 
including bereavement counseling. 

4. For Facility Hospice Care: 

0 All usual nursing care by a Registered 
Nurse (R.N.) or by a Licensed Vocational 
Nurse (L.V.N.); 

0 Room and board and all 
supplies, and equipment 
Hospice facility; and 

routine services, 
provided by the 

0 Physical, speech, and respiratory therapy 
services by licensed therapists. 

OTHER BENEFIT PROVISIONS 

Benefits available under this “OTHER BENEFIT 
PROVISIONS” subsection are generally 
determined on the same basis as for other Inpatient 
Hospital Expense, Medical-Surgical Expense, and 
Extended Care Expense, except to the extent 
described in this subsection. Benefits will be 
determined as indicated on your Schedule of 
Coverage. Remember that certain services require 
preauthorization and that any Co-Share Amounts 
and Deductibles shown on your Schedule of 
Coverage will also apply. 

1. 

2. 

Benefits for Treatment of Complications of 
Pregnnncy 
Benefits for Eligible or Covered Expenses 
incurred for treatment of Complications of 
Pregnancy will be determined on the same 
basis as treatment for any other sickness. 
Dependent children will be eligible for 
benefits for treatment of Complications of 
Pregnancy. 

Benefits for Mafernris, Care 
Benefits for Eligible or Covered Expenses 
incurred for Maternity Care will be 
determined on the same basis as for any other 
treatment of sickness. Dependent children 
will be eligible for Maternity Care benefits. 

Services and supplies incurred by a Participant 
for delivery of a child shall be considered 
Maternity Care and are subject to all 
provisions of the Plan. 

The Plan provides coverage for inpatient care 
for the mother and newborn child in a health 
care facility for a minimum of: 

0 48 hours following an uncomplicated 
vaginal delivery; and 
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0 96 hours following an uncomplicated 
delivery by caesarean section. 

Inpatient Hospital Expense incurred by the 
mother for delivery of a child will not include 
charges for routine well-baby nursery care of 
the newborn child during the mother’s 
Hospital Admission for the delivery. These 
charges will be considered Inpatient Hospital 
Expense of the child and will be subject to the 
benefits provisions and benefit maximums as 
described elsewhere in this “MEDICAL 
BENEFITS PROVIDED” Section. 

Statement of Rights Under the Newborns’ 
and Mothers’ Health Protection Act 

Under federal law, group health plans and 
health insurance issuers offering group health 
insurance coverage generally may not restrict 
benefits for any hospital length of stay in 
connection with childbirth for the mother or 
newborn child to less than 48 hours following 
a vaginal delivery, or less than 96 hours 
following a delivery by cesarean section. 
However, the plan or issuer may pay for a 
shorter stay if the attending provider (e.g., 
your physician, nurse midwife, or physician 
assistant), after consultation with the mother, 
discharges the mother or newborn earlier. 

Also, under federal law, plans and issuers may 
not set the level of benefits or out-of-pocket 
costs so that any later portion of the 48-hour 
(or 96-hour) stay is treated in a manner less 
favorable to the mother or newborn than any 
earlier portion of the stay, 

In addition, a plan or issuer may not, under 
federal law, require that a physician or other 
health care provider obtain authorization for 
prescribing a length of stay of up to 48 hours 
(or 96 hours). However, to use certain 
providers or facilities, or to reduce your out- 
of-pocket costs, you may be required to obtain 
a preauthorization for benefits. For 
information on preauthorization, refer to the 
subsection entitled “PREAUTHORIZATION 

REQUIREMENTS” in the “HOW TO 
RECEIVE HEALTHCARE BENEFITS” 
Section of this Benefit Booklet. 

3 .  Benejits for Mental Health Care (inchding 
Serious Mental ?llness) and Chemical 
Dependency Treatment 
Benefits for Inpatient Hospital Expense and 
Medical-Surgical Expense for Mental Health 
Care (including Serious Mental Illness) and 
for treatment of Chemical Dependency are 
available as indicated. 

NOTE: Refer to the subsection entitled 
“PREAUTHORIZATION REQUIREMENTS” 
in the “HOW TO R3ECEIVE 
HEALTHCARE BENEFITS” Section of this 
Benefit Booklet to determine what services 
require preauthorizatian. 

Mental Health Care (including Serious Mental 
Illness) provided as part of the Medically 
Necessary treatment of Chemical Dependency 
will be considered for benefit purposes to be 
treatment of Chemical Dependency until 
completion of the series of Chemical 
Dependency treatments. (Mental Health Care 
after completion of a series of treatments will 
be considered Mental Health Care). 
Coverage for treatment of Chemical 
Dependency will be limited to a maximum of 
three separate series of treatments for each 
covered individual. The Plan may use state 
guidelimes to administer benefits for treatment 
of Chemical Dependency. 

Inpatient treatment of Chemical Dependency 
must be provided in a Chemical Dependency 
Treatment Center. Benefits for the medical 
management of acute life-threatening 
intoxication (toxicity) in a Hospital will be 
available on the same basis as for sickness 
generally as described under the 
“BENEFITS FOR INPATIENT HOSPITAL 
EXPENSE” subsection in this “MEDICAL 
BENEFITS PROVIDED” Section of this 
Benefit Booklet. 
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4. 

Inpatient Hospital expense for Mental Health 
Care (including Serious Mental Illness) and 
Chemical Dependency will be limited to 30 
inpatient days per Calendar Year. 

Benefits for Medical-Surgical Expense 
incurred for Mental Health Care (including 
Serious Mental Illness) and Chemical 
Dependency treatment will be limited to the 
number of inpatient PhysicianRrofessional 
Other Provider visits. 

Benefits for Medical-Surgical Expense 
incurred for Mental Health Care (including 
Serious Mental Illness) and Chemical 
Dependency treatment will be limited to the 
combined number of outpatient Physician 
and/or Professional Other Provider or other 
outpatient visits per Calendar Year. 

Medically Necessary treatment of Chemical 
Dependency and/or Mental Health Care 
(including Serious Mental Illness) in a 
Psychiatric Day Treatment Facility, a Crisis 
Stabilization Unit or Facility, or a Residential 
Treatment Center for Children and 
Adolescents in lieu of Hospitalization will be 
considered Inpatient Hospital Expense. 
Inpatient Hospital Expense benefit 
percentages for this Plan, and the per- 
admission Deductible, if any, as shown on 
your Schedule of Coverage will apply. 
Each full day of treatment in such facility will 
be considered equal to one-half of one day of a 
regular Hospital Admission for Mental Health 
Care (including Serious Mental Illness) and 
treatment of Chemical Dependency. 

of medical emergencies are unusual or 
excessive bleeding, broken bones, acute 
abdominal or chest pain, unconsciousness, 
convulsions, difficult breathing, suspected 
heart attack, sudden persistent pain, severe or 
multiple injuries or burns, and poisonings. 

If reasonably possible, contact your Network 
Physician before going to the Hospital 
emergency room. He can help you determine 
if you need Emergency Care and recommend 
that care. If not reasonably possible to contact 
your Network Physician, go to the nearest 
emergency facility, whether or not the facility 
is in the Network. A Co-payment may be 
required if you go to a Hospital emergency 
room. 

Whether you require Hospitalization or not, 
you should notify your Network Physician 
within 48 hours, or as soon as reasonably 
possible, of any emergency medical treatment 
SO he can recommend the continuation of any 
necessary medical services. 

All treatment received during the first 48 
hours following the onset of a medical 
emergency will be eligible for In-Network 
Benefits. After 48 hours, In-Network Benefits 
will be available only if you use Network 
Providers. If after the first 48 hours of 
treatment following the onset of a medical 
emergency and if you can safely be transferred 
to the care of a network Provider but are 
treated by an Out-of-Network Provider, only 
Out-of-Network Benefits will be available. 

The benefits provided for Mental Health Care 
(including Serious Mental Illness) and 
Chemical Dependency will not exceed the 
maximum lifetime benefit mount shown on 
your Schedule of Coverage. 

Benefits for Emergency Care and Treatment 
ofAccidental Injury 
The Plan provides coverage for medical 
emergencies wherever they occur. Examples 

Remember... For Participants who have 
elected the EPO Plan, after 48 hours, Network 
Benefits will be available only if you use 
Network Providers or receive authorization 
from the Claim Administrator to remain in an 
Out-of-Network Hospital. If you continue 
unauthorized treatment in the Out-of-Network 
Hospital, no benefits will be payable by the 
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Benefits for Eligible or Covered Expenses 
incurred for treatment of an Accidental Injury 
will be considered on the same basis as any 
other sickness. 

7. 
5 .  Benefits for Preventive Care 

Benefits are available for Medical-Surgical 
Expense incurred for: 

Well-baby care; 

Routine physical examinations; 

0 Hearing examinations, except for benefits 
as provided under .Benefits for  Screening 
Test for Hearing Impairment; and 

Immunizations for Participants age six and 
over. 

Benefits for childhood immunizations for 
children from birth to 6 years of age will be 
provided as described in Benefits for 
Childhood Immunizations. 

Benefits are not available for Inpatient 
Hospital .Expense or Medical-Surgical 
Expense for routine physical examinations 
performed on an inpatient basis, except for the 
initial examination of a newborn child. 

Benefits for preventive care services will be 
determined for Physician office visits, 
diagnostic lab and x-rays. 

Injections for allergies are not considered 
immunizations under this benefit provision. 

6.  Benefits for Screening Test for Hearing 
Impairment 
Benefits are available for Eligible or Covered 
Expenses incurred by a dependent child: 

Necessary diagnostic follow-up care 
related to the screening test from birth 
through the date the child is 24 months. 

Benefits for Childhood Immrrnizations 
Benefits for Medical-Surgical Expense 
incurred by a dependent child for childhood 
iinmunizations from birth through the date the 
child turns six years of age will be determined 
at 100% of the Allowable Amount. Benefits 
are available for: 

Diphtheria; 
Hemophilus influenza type b; 
Hepatitis B; 
Measles; 
Mumps; 
Pertussis; 
Polio; 
Rubella; 
Tetanus; 
Varicella; and 
Any other immunization that is required 
by law for the child. 

Injections for allergies are not considered 
immunizations under this benefit provision. 

For a screening test for hearing loss from 
birth through the date the child is 30 days 
old; and 
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8. 

9. 

Benefts for Mammography Screening 
If a Participant age 35 years of age or older 
incurs a Medical-Surgical Expense for a 
screening by low-dose mammography for the 
presence of occult breast cancer, benefits will 
be determined on the same basis as for other 
Medical-Surgical Expense, except that benefits 
will not be available for more than one 
marnrnography screening each Calendar Year. 

Benefits for Cometic, Reconstructive, or 
Piastic Surgery 
Eligible or Covered Expenses for Cosmetic, 
Reconstructive, or Plastic Surgery will be the 
same as for treatment of any other sickness for 
the following services only: 

Treatment provided for the correction of 
defects incurred in an Accidental Injury 
sustained by the Participant, but only if 
initial treatment is sought within 24 hours 
of the Accidental Injury; 

Treatment provided for reconstructive 
surgery following cancer surgery; 

Surgery performed on a newborn child for 
the treatment or correction of a congenital 
defect; 

Surgery performed on a dependent child 
(other than a newborn child) under the age 
of 19 for the treatment or correction of a 
congenital defect other than conditions of 
the breast; 

Reconstruction of the breast on which 
mastectomy has been performed; surgery 
and reconstruction of the other breast to 
achieve a symmetrical appearance; and 
prostheses and treatment of physical 
complications, including lymphedemas, at 
all stages of the mastectomy; and 

Reconstructive surgery performed on a 
dependent child under the age of 19 due to 
craniofacial abnormalities to improve the 
function of, or attempt to create a normal 
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appearance of an abnormal structure 
caused by congenital defects, 
developmental deformities, trauma, 
tumors, infections, or disease. 

10. Beiiefts for Dental Services 
If a Participant incurs Eligible or Covered 
Expenses for dental services, benefits will be 
the same as for treatment of any other 
sickness. 

Benefits are provided only for: 

Covered Oral Surgery; 

Services provided to a newborn child 
which are necessary for treatment or 
correction of a congenital defect; and 

The correction of damage caused solely by 
external, violent Accidental Injury to 
healthy, unrestored natural teeth and 
supporting tissues but only if initial 
treatment is sought within 24 hours of the 
Accidental Injury and limited to treatment 
provided within 24 months of the initial 
treatment. An injury sustained as a result 
of biting or chewing shall not be 
considered an Accidental Injury. 

Except as excluded in the “MEDICAL 
LIMITATIONS AND EXCLUSIONS” 
Section of this Benefit Booklet, any other 
expenses for dental services for which a 
Participant incurs inpatient Hospital Expense 
for a Medically Necessary Hospital 
Admission, will be determined as described in 
the subsection entitled “BENEFITS FOR 
INPATIENT HOSPITAX, EXPENSE” in this 
“MEDICAL BENEFITS PROVIDED’ 
Section of this Benefit Booklet. 

1 1 .  Benefits for Organ and 2Tssue Transplants 
Subject to the conditions described below, 
benefits for covered services and supplies 
provided to a Participant (donor and/or 
recipient) by a Hospital, Physician, or Other 
Provider related to an organ or tissue 
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transplant will be detemined as follows, but 
only if: 

0 The transplant procedure is not 
Experimentalflnvestigational in nature; 

* Donated human organs or tissue are used; 

The recipient is a Participant under the 
Plan (benefits are also available to the 
donor who is a Participant under the Plan); 

The transplant procedure is preauthorized 
as provided in paragraph e below; 

The Participant meets all of the criteria 
established by the Claims Administrator; 
and 

The Participant meets all of the protocols 
established by the Hospital in which the 
transplant is performed. 

Covered services and supplies “related to” an 
organ or tissue transplant include, but are not 
l i i t e d  to, x-rays, laboratory, chemotherapy, 
radiation therapy, prescription drugs, and 
complications arising from such transplant. 

Benefits are available and will be determined 
on the same basis as any other sickness when 
the transplant procedure is for the following: 

Liver; 
Heart; 

Kidney; 
Cornea; 
Lung; and 
BoneMarrow. 

Heart - Lung (heart and one lung or heart 
and both lungs); 

Covered services and supplies include services 
and supplies provided for the: 

Evaluation of organs or tissues including, 
but not limited to, the determination of 
tissue matches; 

Removal of organs or tissues from 
deceased donors; and 

Transportation and storage of donated 
organs or tissues. 

No benefits are available for a Participant for 
the following services or supplies: 

Living and/or travel expenses of the live 
donor or recipient; 

Donor search and acceptability testing of 
potential living donors; 

* Expenses related to maintenance of life for 
purposes of organ or tissue donation; or 

Purchase of the organ or tissue. 

Preauthorization is required for any organ or 
tissue transplant and is the process by which 
the Medical Necessity of the transplant and the 
length of stay of the admission is approved or 
denied. Preauthorization does not guarantee 
payment of a claim but does ensure that 
payment for the covered room and board 
charges for the preauthorized length of stay 
will not be denied on the basis of Medical 
Necessity. 

At the time of preauthorization, the Claims 
Administrator will assign a length-of-stay for 
the admission, Upon request, the length-of- 
stay may be extended if the Claims 
Administrator determines that an extension is 
Medically Necessary. 

No benefits are available for any organ or 
tissue transplant procedure (or the services 
performed in preparation for, or in conjunction 
with, such procedure) which the Claims 
Administrator considers to be 
Experimentalhvestigational. 
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12. Benefits for Detection and Prevention of 
Osteoporosis 
If a Participant is a Qualified Individual, 
benefits will be determined on the same basis 
as any other sickness for medically accepted 
bone mass measurement for the detection of 
low bone mass and to determine a 
Participant’s risk of osteoporosis and fractures 
associated with osteoporosis. 

Qualified Individual means: 

0 A postmenopausal woman not receiving 
estrogen replacement therapy; 

An individual with: 

o Vertebral abnormalities; 

o Primary hyperparathyroidism; or 

o A history of bone fractures; or 

An individual who is: 

o Receiving long-term glucocorticoid 
therapy; or 

o Being monitored to assess the 
response to or efficacy of an approved 
osteoporosis drug therapy. 

13. Benefits for Certain Tests for Detection of 
Prostate Cancer 
If a male Participant incurs Medical-Surgical 
Expense for diagnostic medical procedures 
incurred in conducting an annual medically 
recognized diagnostic examination for the 
detection of prostate cancer, benefits will be 
provided only for a: 

Physical examination for the detection of 
prostate cancer; and 

Prostate-specific antigen test used for the 
detection of prostate cancer for each male 
under the Plan who is at least: 
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o 50 years of age and asymptomatic; or 

o 40 years of age with a family history 
of prostate cancer or another prostate 
cancer risk factor. 

14. Benefits for Speech and .Hearing ,!Yewices 
Benefits are available for the services of a 
Physician or Professional Other Provider to 
restore loss of or correct an impaired speech or 
hearing function. 

15. Benefits for neatment of Acquired Brain 
Injury 
Benefits for Eligible or Covered Expenses 
incurred for Medically Necessary treatment of 
an acquired brain injury will be determined on 
the same basis as treatment for any other 
physical condition. 

Eligible or Covered Expenses include the 
following services as a result of and related to 
an acquired brain injury: 

Cognitive rehabilitation therapy; 
Cognitive comunication therapy; 
Neurocognitive therapy and rehabilitation; 
Neurobehavioral, neurophysiological, 
neuro-ps ychological, and psycha- 
physiological testing or treatment; 

Neurofeedback therapy; 
Remediation; 
Post-acute transition services; and 
Community reintegration services. 

16. Benefits for Tests for Detection of Colorectal 
Cancer 
Benefits for Medical-Surgical Expense 
incurred for a diagnostic, medically 
recognized screening examination for the 
detection of colarectal cancer, for Participants 
who are 50 years af age or older and who are 
at normal risk for developing colon cancer, 
will be determined on the same basis as any 
other sickness for: 
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17. 

A fecal occult blood test performed 
annually and a flexible sigmoidoscopy 
performed every five years; or 

A colonoscopy performed every ten years. 

Benefits for Treatment of Diabetes 
Benefits are available and will be determined 
on the same basis as any other sickness for 
those Medically Necessary items for Diabetes 
Equipment and Diabetes Supplies (for which a 
Physician or Professional Other Provider has 
written an order) and Diabetic Management 
SewicedDiabetes Self-Management Training. 
Such items, when obtained for a Qualified 
Participant, shall include but not be limited to 
the following: 

a. Diabetes Equipment 

(1) Blood glucose monitors (including 
noninvasive glucose monitors and 
monitors designed to be used by blind 
individuals); 

(2) Insulin pumps (both external and 
implantable) and associated 
appurtenances, which include: 

e 

Insulin infision devices; 
Batteries; 
Skin preparation items; 
Adhesive supplies; 
lnfusion sets; 
Infixsion cartridges; 
Durable and disposable devices to 
assist in the injection of insulin; 
and 
Other required disposable 
supplies; 

(3) Insulin infusion devices; and 

(4) Podiatric appliances, including up to 
two pairs of therapeutic footwear per 
Calendar Year, for the prevention of 
complications associated with 
diabetes. 

(1) Test strips for blood glucose monitors; 

(2) visual reading and urine test strips 
and tablets for glucose, ketones and 
protein; 

(3) Lancets and lancet devices; 

(4) Insulin and insulin analog 
preparations; 

( 5 )  Injection aids, including devices used 
to assist with insulin injection and 
needleless systems; 

(6) Biohazard disposable containers; 

(7) Insulin syringes; 

(8) Prescriptive and non-prescriptive oral 
agents for controlling blood sugar 
levels; and 

(9) Glucagon emergency kits. 

NOTE: Insulin and insulin analog 
preparations, insulin syringes necessary 
for self-administration, prescriptive and 
nnn-prescriptive oral agents will be 
covered under the Prescription Drug 
Program. 

Repairs and necessary maintenance of insulin 
pumps not otherwise provided for under the 
manufacturer’s warranty or purchase 
agreement, rental fees for pumps during the 
repair and necessary maintenance of insulin 
pumps, neither of which shall exceed the 
purchase price of a similar replacement pump. 

As new or improved treatment and monitoring 
equipment or supplies become available and 
are approved by the U. S .  Food and Drug 
Admiistration (FDA), such equipment or 
supplies may be covered if determined to he 
Medically Necessary and appropriate by the 
treating Physician or Professional Other 
Provider who issues the written order for the 
supplies or equipment. 

b. Diabetes Supplies 

42 



MEDICAL BENEFITS PROVIDED 

c. Medical-Surgical Expense provided for 
the nutritional, educational, and 
psychosocial treatment of the Qualified 
Participant. Such Diabetic Management 
Services/Diabe tes Self-Management 
Daining for which a Physician or 
Professional Other Provider has written an 
order to the Participant or caretaker of the 
Participant are limited to the following 
when rendered by or under the direction of 
a Physician. 

Initial and follow-up instruction 
concerning: 

(1) The physical cause and process of 
diabetes; 

(2) Nutrition, exercise, medications, 
monitoring of laboratory values and 
the interaction of these in the effective 
self-management of diabetes; 

(3) Prevention and treatment of special 
health problems for the diabetic 
patient; 

(4) Adjustment to lifestyle modifications; 
and 

(5) Family involvement in the care and 
treatment of the diabetic patient. The 
family will be included in certain 
sessions of instruction for the patient. 

Diabetes Self-Managemen$ Training for 
the Qualified Participant will include the 
development of an individualized 
management plan that is created for and in 
collaboration with the Qualified 
Participavt (andor his or her family or 
caretaker) to understand the care and 
management of diabetes, including 
nutritional counseling and proper use of 
Diabetes Equipment and Diabetes 
Supplies. 

insulin dependent diabetes, (b) elevated blood 
glucose levels induced by pregnancy, or (c) 
another medical condition associated with elevated 
blood glucose levels. 

Mental Health Benefits (applies to all Plan 
Options) 

The Claims Administrator has contracted with 
Magellan to coordinate care for personal problems 
under the Employee Assistance Program (EAP). 
Magellan works to ensure treatment is provided by 
qualified providers at the proper level of care. By 
doing so, Magellan helps to keep out-of-pocket 
expenses as low as possible. Magellan contracts 
with licensed counselors, certified social workers, 
clinical psychologists, psychiatrists, and 
psychiatric facilities. 

All Mental Health Care services must be accessed 
by first contacting Magellan. Mental Health Care 
services not coordinated through Magellan will not 
be covered. 

Employee Assistance Program Benefits 

EAP is a benefit offered to employees and their 
dependents to help them address personal 
problems. 

During your assessment visit, the counselor will 
try to determine the underlying reasons for your 
problem and develop a treatment plan. If the 
problem cannot be adequately resolved with the 
additional EAP visits, the EAP counselor may 
recommend other qualified specialists to help you. 
You are allowed up to six ( 6 )  visits per Calendar 
Year when you contact Magellan. Depending on 
your needs, you may be referred to the mental 
health network prior to the completion of six 
visits. Therefore, when you need more assistance 
than is available through the EAP, your mental 
health benefits are there to help resolve Medically 
Necessary, longer-term chronic or acute mental 
health or chemical dependency problems. All care 
beyond the E M  evaluation must be 
coordinated through Magellan. 

A Qualified Participant means an individual 
eligible for coverage under this Contract who has 
been diagnosed with (a) insulin dependent or non- 
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Maximum Benefits each Calendar Year 
Inpatient Mental Health 30 days 

If you or a dependent has a psychiatric problem, 
you can call Magellan at the number listed on your 
ID card. Magellan is available to take calls 24 
hours a day. 

Outpatient Mental Health 
Inpatient Chemical 
Dependency 

If children under age 18 call Magellan, the 
procedures involved in accessing a counselor will 
be explained. However, without a signed release of 
parental consent, Magellan will not discuss 
educational needs or enter into any problem 
resolution. Magellan will, however, give children 
suggestions on how to approach their parents and 
encourage them to do so. 

50 visits 
"0 days 

Magellan's telephone is answered by trained 
intake specialists under the direction of a full-time 
psychiatric medical director. 

These specialists will listen to your problem and 
ask a few questions so they can match you with an 
EAP counselor. Then they will give you all the 
information you need to discuss your situation in 
person. If your symptoms require Hospitalization, 
Magellan will arrange for an emergency 
evaluation or Hospital Admission. 

By providing prepaid professional assessment and 
short-term counseling, the EAP addresses almost 
any type of crisis or concern, including: 

Personal Problems 
Depression 
Family 
Children 
Adolescent 
EmotionalDmg Abuse 
Alcohol 
Dmgs 
Codependency 
Sexual Addiction 
Eating Disorders 
Bed-wetting 
Loneliness 
Sleep Problems 
Rape or Battered Spouse 

Emotional Problems 
Aging 
Terminal Illness 
Legal 
Persistent Anxiety, 
Stress, Worries or Fears 
MarriageDivorce 
Premarital 
Disabilities in Children 
Work-related Problems 
Gambling 
Learning Disabilities 
BudgeUCredit 
Smokinflicotine 
GrieflLoss 

Confidentiality 

Magellan's services are completely confidential. 
Magellan is bound by the same laws of 
confidentiality as lawyers and physicians. 

Cost of EAP 

Atmos pays the full cost of the EAP as a benefit to 
you; therefore, there is no charge to you for EAP 
evaluation, and up to six counseling visits with a 
Magellan EAP counselor. 

MENTAL IHOEALTH BENEFITS 

Mental health benefits include, but are not limited 
to: assessment, diagnosis, treatment planning, 
medication management, individual, family and 
group psychotherapy, psychological education, 
psychological testing. After coverage under this 
Plan stops, extended benefits for mental health 
benefits are the same as for an illness. Eligible or 
Covered Expenses for mental disorder treatments 
are subject to the following limitations: 

Outpatient Chemical 
Dependency 

* Mental Health Benefits for inpatient chemical dependency 
treatment are payable for only three confinements per 
lifetime. I fa  confinement should follow another within one 
month, these two confinements will be considered as one. 
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The Out-of-pocket Feature shown in Schedule of 
Coverage does not apply to mental health benefits. 
Eligible or Covered Expenses incurred for mental 
disorder treatment do not count toward the Out-of- 
Pocket Maximums. After the Out-of-Pocket 
Maximums are reached, benefits for mental 
disorder treatments are not payable at 100%. 

Additional Eligible or Covered Expenses specific 
to mental disorder treatment are listed below. 
These additional Eligible or Covered Expenses are 
subject to the same requirements as Eligible or 
Covered Expenses described above. 

Additional Eligible or Covered Expenses 

0 Licensed counselor services of a licensed 
counselor for mental disorder treatments. 

0 Treatment Center Services, including: 

o Room and board; and 

o Other services and supplies. 

Exclusions and limitations that apply to this 
benefit are described in the “MXDICAL 
LIMITATIONS AND EXCLUSIONS” Section 
of this Benefit Booklet. 
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6. 

WRAT IS NOT COVERED UNDER THE 
MEDICAL BENEFIT 

The Plan does not provide medical benefits for any 
of the treatments, services or supplies described 
below. However, some of the exclusions 
described below may be covered as a prescription 
drug benefit available under the Plan. 

7. 

1 .  

2. 

3. 

4. 

5 .  

Any services or supplies which are not 
Medically Necessary and essential to the 
diagnosis or direct care and treatment of a 
sickness, injury, condition, disease, or bodily 
malhction; or any Experimental/ 
Investigational services and supplies. 

Any portion of a charge for a service or supply 
that is in excess of the Allowable Amount as 
determined by the Claims Administrator. 

Any services or supplies provided in 
connection with an occupational sickness or 
an injury sustained in the scope of and in the 
course of any employment whether or not 
benefits are, or could upon proper claim be, 
provided under the Workers’ Compensation 
law. 

Any services or supplies for which benefits 
are, or could upon proper claim be, provided 
under any present or future laws enacted by 
the Legislature of any state, or by the 
Congress of the United States, or any laws, 
regulations or established procedures of any 
county or municipality; provided, however, 
that this exclusion shall not be applicable to 
any coverage held by the Participant for 
Hospitalization and/or medical-surgical 
expenses which is written as a part of or in 
conjunction with any automobile casualty 
insurance policy. 

Any services or supplies provided for 
reduction mammoplasty, except when 
Medically Necessary. 

Any services or supplies for which a 
Participant is not required to make payment or 
for which a Participant would have no legal 
obligation to pay in the absence of this or any 
similar coverage, except services or supplies 
for treatment of mental illness or mental 
retardation provided by a tax supported 
institution. 

Any services or supplies provided by a person 
who is related to the Participant by blood or 
marriage. 

8. Any services or supplies provided for injuries 
sustained: 

As a result of war, declared or undeclared, 
or any act of war; or 

e While on active or reserve duty in the 
armed forces of any country or 
international authority. 

9. Any charges: 

Resulting from the failure to keep a 
scheduled visit with a Physician or 
Professional Other Provider; 

For completion of any insurance forms; or 

For acquisition of medical records. 

10. Room and board charges incurred during a 
Hospital Admission for diagnostic or 
evaluation procedures unless the tests could 
not have been performed on an outpatient 
basis without adversely affecting the 
Participant’s physical condition or the quality 
of medical care provided. 

11, Any services or supplies provided before the 
patient is covered as a Participant hereunder or 
any services or supplies provided after the 
termination of the Participant’s coverage. 

12. Any services or supplies provided for Dietary 
and Nutritional Services, except as may be 
provided under the Plan for: 
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An inpatient nutritional assessment 
program provided in and by a Hospital 
and approved by the Claims 
Administrator; or 

Benefits for Treatment of Diabetes as 
described in the subsection entitled 
“OTHER BENEFIT PROVISIONS” in 
the “MEDICAL BENEFITS 
PROVIDED’ Section of this Benefit 
Booklet. 

13. Any services or supplies provided for 
Custodial Care. 

14. Any services or supplies provided for 
orthognathic surgery after the Participant’s 
19th birthday. Orthognathic surgery includes, 
but is not limited to, correction of congenital, 
developmental or acquired maxillofacial 
skeletal deformities of the mandible and 
maxilla. 

15. Any items of Medical-Surgical Expense 
incurred for dental care and treatments, dental 
surgery, or dental appliances, except as 
provided for in the subsection entitled 
“OTHER BENEFIT PROViSIONS” in the 
“MEDICAL BENEFITS PROVIDED” 
Section of this Benefit Booklet. 

16. Any services or supplies provided for 
Cosmetic, Reconstructive, or Plastic Surgery, 
except as provided for in the subsection 
entitled “OTHER BENEFIT PROVISIONS” 
in the “MEDICAL BENEPWS 
PROVIDED” Section of this Benefit Booklet. 

17. Any services or supplies provided for: 

Treatment of myopia and other errors of 
refraction, including refractive surgery; 

Orthoptics or visual training; 

0 Eyeglasses or contact lenses, provided that 
intraocular lenses shall be specific 
exceptions to this exclusion; 

Examinations for the prescription or 
fitting of eyeglasses or contact lenses; or 

0 Restoration of loss or correction to an 
impaired speech or hearing function, 
including hearing aids. 

18. Except as specifically included as an Eligible 
or Covered Expense, any Medical Social 
Services; any outpatient family counseling 
and/or therapy, bereavement counseling, 
vocational counseling, or Marriage and Family 
Therapy and/or counseling. 

19. Any occupational therapy services which do 
not consist of traditional physical therapy 
modalities and which are not part of an active 
multi-disciplinary physical rehabilitation 
program designed to restore lost or impaired 
body function. 

20. Travel, whether or not recommended by a 
Physician or Professional Other Provider, 
except for local ground ambulance service or 
air ambulance service otherwise covered under 
the Plan, except treatment as determined 
Medically Necessary by the Claims 
Administrator’s case management. 

21. Any services or supplies provided €or 
reduction of obesity or weight, including 
surgical procedures, even if the Participant has 
other health conditions which might be helped 
by a reduction of obesity or weight, except as 
determined Medically Necessary. 

22. Any services or supplies provided primarily 
for : 

Environmental Sensitivity; 

Clinical Ecology or any similar treatment 
not recognized as safe and effective by the 
American Academy of Allergists and 
Immunologists; or 

Inpatient allergy testing or treatment. 
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23. Any services or supplies provided as, or in 
conjunction with, chelation therapy, except for 
treatment of acute metal poisoning. 

24. Any services or supplies provided for, in 
preparation for, or in conjunction with: 

e Sterilization reversal (male or female); 

Transsexnal surgery; 

o Sexual dysfunction; 

e In vitro fertilization; or 

Promotion of fertility through extra-coital 
reproductive technologies including, but 
not limited to, artificial insemination, 
intrauterine insemination, super ovulation 
uterine capacitation enhancement, direct- 
intraperitoneal insemination, trans-uterine 
tubal insemination, gamete intrafallopian 
transfer, pronuclear oocyte stage transfer, 
zygote intrafallopian transfer, and tubal 
embryo transfer. 

25. Any services or supplies for routine foot care, 
such as: 

The cutting or removal of corns or 
callouses, the trimming of nails (including 
mycotic nails) and other hygienic and 
preventive care maintenance in the realm 
of self-care, such as cleaning and soaking 
the feet, the use of skin creams to maintain 
skin tone of both ambulatory or bedfast 
patients; 

Any services performed in the absence of 
localized illness, injury, or symptoms 
involving the foot; 

Any treatment of a fungal (mycotic) 
infection of the toenail in the absence of: 

(1) Clinical evidence of mycosis of the 
toenail; 

(2) Compelling medical evidence that 
documents the patient either: 

(a) Has a marked limitation of 
ambulation requiring active 
treatment of the foot; or 

(b) In the case of a nonambulatory 
patient, has a condition that is 
likely to result in signiftcant 
medical complications in the 
absence of such treatment; and 

Q Excision of a nail without using an 
injectable or general anesthetic. 

26. Any prescription antiseptic or fluoride 
mouthwashes, mouth rinses, or topical oral 
solutions or preparations; any Retin-A or 
pharmacologically similar topical drugs. 

27. Any smoking cessation prescription drug 
products, including, but not Iimited to, 
nicotine gum and nicotine patches above the 
$200 limit described in the 
“PRESCRIPTION DRUG PROGRAM” 
Section of this Booklet.. 

28. Any services or supplies not specifically 
defined as Eligible or Covered Expenses in 
this Plan. 

29. Any services or supplies provided for the 
following treatment modalities: 

Acupuncture; 

Video fluoroscopy; 

Intersegmental traction; 

Surface EMGs; 

Manipulation under anesthesia; and 

Muscle testing through computerized 
kinesiology machines such as Isostation, 
Digital Myograph and Dynatron. 
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30. Any benefits in excess of any specified 
maximums. 
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PmSCRIPTION DRUG PROGRAM 

Mail Pharmacy 
Applies to all Plan Options 

Payments for up to a 90 Day Supply 
All Generic Covered 
Drugs 

25% of each prescription 
cost up to the Per- 

Prescription Maximum 
Co-payment Amount 

All Brand Name 25%, up to the Per- 
Covered Drugs Prescription Maximum 

Co-payment Amount 
Per-Prescription $150 
Maximum Co-payment 
Amount 

PRESCRIPTION DRTJG BENEFITS 

Benefits are payable for Covered Drugs under 
all plan options. Certain Covered Drugs require 
prior authorization by a pharmacist or Physician 
from the Claims Administrator or its designee. 

The eligible employee or covered dependent 
must be covered under this Prescription Drug 
Benefit when the prescription is filled. 

Co-payments and Coinsurance 

r Retail Pharmacy 
Applies to all Plan Options lmgs Payments for u1 

Generic Covered 

11 Brand Name 

Maximum Co-paymen 

to a 30 Day Supply 
25% of each prescription 

cost up to the Per- 
Prescription Maximum 
Co-payment Amount 

25%, up to Per- 
Prescription Maximum 

$75 
I Co-payment Amount 

How Co-payment Amounts Apply 

Prescription drugs are covered through Prime 
Therapeutics. The following Co-payments 
apply: 

Retail Pharmacv: 25% Co-payment for all 
medical plans for a 30-Day Supply. 

Mail Service Pharmacy 25% Co-payment for 
all medical plans for a 90-Day Supply. 

Per-Prescription Maximum Co-payment 
Amount 

There is a Per-Prescription Maximum Co- 
payment Amount imposed on each Covered 
Drug: $75 for a 30-Day Supply of a Covered 
Drug from a retail Pharmacy, and $150 for a 90- 
Day Supply of a Covered Drug from the Mail 
Service Pharmacy. 

Network Pharmacy 

When a Network Pharmacy is used, you pay the 
Co-payment up to the Per-Prescription 
Maximum Co-payment Amount for the type of 
drug, as set forth in the applicable chart (i.e., 30 
day or 90 Day Supply). The Co-payment 
amount is 25% of the cost for each Covered 
Drug. 

For example, if a covered person orders a 30 
Day Supply of a Generic Covered Drug which 
costs $100, since the 25% Co-payment ($25) is 
less than the Per-Prescription Maximum Co- 
payment Amount ($75), the covered person pays 
the $25 Co-payment. On the other hand, if the 
cost of the Generic Covered Drug had been 
$320, the 25% Co-payment ($80) is more than 
the Per-Prescription Maximum Co-payment 
Amount, so the covered person would only have 
to pay $75 (the amount of the Per-Prescription 
Maximum Co-payment Amount). 

Ou t-of-Network Pharmacy 
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When an Out-of-Network Pharmacy is used, you 
must pay for the entire cost of each prescription 
at the time it is filled. Then you must submit a 
claim. Benefits are payable at the predominant 
contracted reimbursement rate (including any 
sales tax) for Network Pharmacies minus the 
applicable Co-payment amount. 

Mail Service Network Pharmacy 

If the Mail Service Pharmacy is used, the 
covered person must pay the Co-payment 
amount. 

There is no coverage for prescription drugs 
dispensed by an Out-of-Network Mail Service 
Pharmacy. 

Supply Limits 

Retail Pharmacy 

If the prescription drug is dispensed by a retail 
Pharmacy, the following limits apply: 

0 7Jp to a 30 Day Supply of a prescription 
drug, unless adjusted based on the drug 
manufacturer’s packaging size. Some 
products may be subject to additional 
supply limits adopted by the Claims 
Administrator. A list of current 
additional supply limits may be obtained 
from the Claims Administrator. 

0 A one cycle supply of an oral 
contraceptive. IJp to three cycles can be 
purchased at one time if a Co-payment 
is paid for each cycle supplied. 

There is a $200 per Calendar Year maximum on 
smoking cessation products. 

Mail Service Pharmacy 

If the prescription drug is dispensed by the Mail 
Service Pharmacy, the supply limit is up to a 90 
Day Supply of a prescription drug, unless 

adjusted based on the drug manu€acturers 
packaging size or any additional supply limits 
adopted by the Claims Administrator. A list of 
current supply limits may be obtained from the 
Claims Administrator. 

How The Prescription Drug Program Works 

When you need a Prescription Order filled, you 
can elect to go to a Participating Pharmacy or a 
Non-Participating Pharniacy or use the Mail 
Service Prescription Drug Program. 

Participating Pharmacy 
When you go to a Participating Pharmacy: 

Present your Identification Card to the 
pharmacist along with your Prescription 
Order; 

0 Provide the pharmacist with the birth 
date and relationship of the patient; 

* Sign the insurance claim log; and 

Pay the appropriate Co-payment for 
each Covered Drug filled or refilled. 

The Participating Pharmacy will take care of the 
rest. 

Participating Pharmacies have agreed not to bill 
you for any Covered Drug expenses in excess 
Of: 

The appropriate Co-payment amounts; 
and 

Any pricing differences that may apply. 

If you are unsure whether a Pharmacy is a 
Participating Pharmacy, you may contact the 
Customer Service Helpline telephone number 
shown in this Benefit Booklet or on your 
Identification Card. You must present your 
Identification Card to your Participating 
Pharmacy in order to receive full Plan 
benefits. 
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Non-Participating Pharmacy 
If you have a Prescription Order filled at a Non- 
participating Pharmacy, you must pay the 
Pharmacy the full amount of its bill and submit 
to the Claims Administrator a claim form and 
itemized receipt verifying that the prescription 
was filled. The Plan will reimburse you for 
Covered Drugs equal to: 

80% of the Allowable Amount; 

0 Less any applicable Pharmacy Deductible; 

0 Less the appropriate Co-payment amount; 
and 

Less any pricing differences that may apply. 

Mail Service Prescription Drug Program 
Your Employer has chosen to provide a Mail 
Service Prescription Program to you and your 
covered dependents. Any pricing differences, as 
explained in the subsection “HOW Co-Payment 
Amounts Apply” in this “PRESCRIPTION 
DRUG PROGRAM” Section will also apply. 
Atmos will provide you with a separate brochure 
that contains all the information necessary to 
help you start using the Mail Service 
Prescription Drug Program. 

When you mail your Prescription Orders to the 
address provided on the Mail Service 
Prescription Drug Program Claim Form, you 
must send in your payment. If you need 
assistance in determining the amount of your 
payment, you may either contact the Customer 
Service Helpline far assistance or send the 
amount of payment you determine will be 
needed. 

If you send an incorrect payment amount for the 
Covered Drug dispensed, you will: (a) receive a 
credit if the payment is too much; or (b) be 
billed for the appropriate amount if it is not 
enough. 

If you have any questions about the Program, 
please call the 1-800 number shown in your 
Mail Service Prescription Program Brochure. 

YOUR IDENTIFICATION CARD 

The Identification Card you received is the key 
to your use of the Plan. It tells Participating 
Pharmacies that you are entitled to prescription 
drug benefits under the Prescription Drug 
Program. Participating Pharmacies are not 
permitted to file claims with the Claims 
Administrator unless you present the 
Identification Card with your Prescription Order. 

You may print a temporary Identification Card 
as soon as your coverage is effective. To print 
an Identification Card, go to 
www.BCBSTX.com, and follow the instructions 
for logging in. 

Note: If you do not have your Identification 
Card, you must pay your Participating Pharmacy 
directly for your prescription charges. You must 
then file a claim with the Claims Administrator. 
You will then be reimbursed for your payments 
less the appropriate Co-payment amount, and 
any applicable pricing difference. 

artrcipating Pharmacy every time, even if you 
have not received your Identification Card, or 
do not have it with you. 

Please remember that any time a change in your 
family takes place it may be necessary for a new 
Identification Card to be issued to you. (Refer 
to the subsections entitled “CHANGE OF 
ELECTION” and “HOW TO ENROLL” in 
the “ELIGIBILITY AND PARTICIPATION 
Section of this Benefit Booklet for additional 
instructions when changes are made). T.Jpon 
receipt of the change information, the Claims 
Administrator will issue a new Identification 
Card. 
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Unauthorized, Fraudubnt, Improper, or 
Abusive Use of Identijlcaiion Cards 

The unauthorized, fraudulent, improper, or 
abusive use of Identification Cards issued to you 
and your covered family members will include, 
but not be limited to, the following actions, 
when intentional: 

0 Use of the Identification Card prior to 
your Effective Date; 

0 TJse of the Identification Card after your 
date of termination of coverage under 
the Plan; 

Obtaining prescription drugs or other 
benefits for persons not covered under 
the Plan; 

0 Obtaining prescription drugs or other 
benefits which are not covered under the 
Plan; 

o Obtaining Covered Drugs for resale or 
for use by any person other than the 
person for whom the Prescription Order 
is written, even though the person is 
otherwise covered under the Plan; 

Obtaining Covered Drugs without a 
Prescription Order or through the use of 
a forged or altered Prescription Order; 

0 Obtaining quantities of prescription 
drugs in excess of Medically Necessary 
or prudent standards of use or in 
circumvention of the quantity 
limitations of the Plan; 

0 Obtaining prescription drugs using 
Prescription Orders for the same drugs 
from multiple Providers; and 

Obtaining prescription dnigs from 
multiple Pharmacies through use of the 
same Prescription Order. 

The fiaudulent or intentionally unauthorized, 
improper, or abusive use of Identification Cards 
by any Participant can result in, but is not 
limited to, the following sanctions being applied 
to all Participants covered under your coverage: 

Denial of benefits; 

Cancellation of coverage under the Plan 
for all Participants under your coverage; 

Limitation on the use of Identification 
Card to one designated Participating 
Pharmacy of your choice; 

Recoupment from you or any of your 
covered family members of any benefit 
payments made; 

Pre-approval of drug purchases for all 
Participants receiving benefits under 
your coverage; and 

Notice to proper authorities of potential 
violations of law or professional ethics. 

Other unauthorized, improper, or abusive use of 
Identification Cards by any Participant can result 
in, but is not limited to, the following sanctions 
being applied to all Participants covered under 
your coverage: 

0 Limitation on the use of Identification 
Card to one designated Participating 
Pharmacy of your choice; 

Recoupment from you or any of your 
covered family members of any benefit 
payments made; and 
Pre-approval of drug purchases for all 
Participants receiving benefits under 
your coverage. 

WHAT THE PRESCRTIPmON DRUG 
PROGRAM COVERS 

The Plan will provide benefits for those Covered 
Drugs prescribed for your use by your Provider 
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which require a valid Prescription Order before 
they can be sold to you, and which are required 
by law to have a label stating “Caution - Federal 
Law Prohibits Dispensing Without a 
Prescription.” These drugs are commonly called 
Legend Drugs. As new drugs are approved by 
the Food and Drug Administration (FDA), such 
drugs, unless the intended use is specifically 
excluded under the Plan, are eligible for 
benefits. 

Generic Covered Drugs 
You are encouraged to select Generic Covered 
Drugs when your prescribing Provider and 
pharmacist feel it is safe to do so and where state 
or federal laws permit. 

Injectable Driigs 

Injectable drugs for subcutaneous self- 
administration are also covered under the Plan. 
You are responsible for any Co-payment 
amounts, and pricing differences that may apply. 
Injectable drugs include, but are not limited to, 
insulin and Imitrex. 

The Day Supply of disposable syringes and 
needles you will need for self-administered 
injections will be limited on each occasion 
dispensed to amounts appropriate to the dosage 
amounts of covered injectable drugs actually 
prescribed and dispensed, but cannot exceed 100 
syringes and needles per Prescription Order in a 
30-day period. 

Amoutit of Your Payment 
The amount of your payment under the Plan 
depends on whether: 

The Prescription Order is filled at a 
Participating Pharmacy, through the Mail 
Service Prescription Drug Program, or at a 
Non-Participating Pharmacy; and 

0 A Generic Covered Drug or Brand Name 
Covered Drug is dispensed. 

Participant will pay the lower cost. 

LLMITATIONS ON QUANTITIES 
DISPENSED 

Benefits for Covered Drugs obtained from a 
Participating Pharmacy or a Non-Participating 
Pharmacy are provided for up to a maximum 30- 
Day Supply. Benefits for Covered Drugs 
obtained from the Mail Service Prescription 
Drug Program are provided for up to a 
maximum of a 90-Day Supply. 

If a Prescription Order is written for a certain 
qimntity of medication to be taken in a time 
period directed by a Physician, the Prescription 
Order will only be covered for a clinically 
appropriate pre-determined quantity of 
medication for the specified amount of time. To 
determine if a specific drug is subject to this 
limitation, contact the Customer Service 
Helplime telephone number shown in this 
Benefit Booklet or on your Identification Card. 

Payment for benefits covered under this Plan 
may be denied if drugs are dispensed or 
delivered in a manner intended to change, or 
having the effect of changing or circumventing, 
the 90-day maximum Day Supply limitation. 
(Refer to the subparagraph entitled 
‘SJnauthorized, Fraudulent, Improper or  
Abusive Use of Identification Cards” in this 
“PRESCRIPTION DRUG PROGRAM” 
Section of the Benefit Booklet for additional 
information). 

If the Allowable Amount of the prescription 
drug is less than the Co-payment amount, the 
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WHAT IS NOT COVEEKED UNDER 
TEE PRESCRlPTION DRUG 

PROGRAM 

The benefits of the Prescription Drug Program 
are not available for: 

I. 

2. 

3. 

4. 

5.  

6.  

Drugs which do not by law require a 
Prescription Order from a Provider (except 
injectable insulin and insulin pens); and 
drugs or covered devices for which no valid 
Prescription Order is obtained. 

Devices or durable medical equipment of 
any type (even though such devices may 
require a Prescription Order), such as, but 
not limited to, contraceptive devices, 
therapeutic devices, artificial appliances, or 
similar devices (except disposable 
hypodermic needles and syringes for self- 
administered injections). 

Administration or injection of any drugs. 

Vitamins (except those vitamins which by 
law require a Prescription Order and for 
which there is no non-prescription 
alternative). 

Drugs dispensed in a Physician’s office or 
during confinement while a patient in a 
Hospital, or other acute care institution or 
facility, including take-home drugs; and 
drugs dispensed by a nursing home or 
custodial or chronic care institution or 
facility. 

Covered Drugs, devices, or other Pharmacy 
services or supplies provided or available in 
connection with an occupational sickness or 
an injury sustained in the scope of and in the 
course of employment whether or not 
benefits are, or could upon proper claim be, 
provided under the Workers’ Compensation 
law. 

7. Covered Drugs, devices, or other Pharmacy 
services or supplies for which benefits are, 
or could upon proper claim be, provided 
under any present or future laws enacted by 
the Legislature of any slate, or by the 
Congress of the United States, or the laws, 
regulations or established procedures of any 
county or municipality, except any program 
which is a state plan for medical assistance 
(Medicaid), or any prescription drug which 
may be properly obtained without charge 
under local, state, or federal programs, 
unless such exclusion is expressly prohibited 
by law. 

8. Any special services provided by the 
Pharmacy, including but not limited to, 
counseling and delivery. 

9. Drugs for which the Pharmacy’s usual and 
customary charge to the general public is 
less than or equal to the Participant’s cost 
share determined under this Plan. 

10. Contraceptive devices, non-prescription 
contraceptive materials, (except prescription 
contraceptive drugs), and oral and injectable 
infertility and fertility medications which are 
Legend Drugs. 

1 1. Any prescription antiseptic or fluoride 
mouthwashes, mouth rinses, or topical oral 
solutions or preparations. 

12. Drugs required by law to be labeled: 
“Caution - Limited by Federal Ltaw to 
Investigational Use,” or experimental drugs, 
even though a charge is made for the drugs. 

13. Drugs dispensed in quantities in excess of 
the Day Supply amounts stipulated in the 
subsection entitled “1,IMITATIONS ON 
QUANTITIES DISPENSED” in the 
“PRESCRIPTION DRUG PROGRAM” 
Section of this Benefit Booklet. 
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14. Certain Covered Drugs exceeding the 
clinically appropriate predetermined 
quantity, or refills of any prescriptions in 
excess of the number of refills specified by 
the Physician or by law, or any drugs or 
medicines dispensed more than one year 
following the Prescription Order date. 

15. Legend Drugs which are not approved by 
the US. Food and Drug Administration 
(FDA) for a particular use or purpose or 
when used for a purpose other than the 
purpose for which the FDA approval is 
given, except as required by law or 
regulation. 

16. Fluids, solutions, nutrients, or medications 
(including all additives and chemotherapy) 
used or intended to be used by intravenous 
or gastrointestinal (enteral) inksion or by 
intravenous, intramuscular (in the muscle), 
intrathecal (in the spine), or intraarticular (in 
the joint) injection in the home setting. This 
exception does not apply to dietary formula 
necessary for the treatment of 
phenylketonuria (PKU) or other heritable 
diseases. 

17. Drugs prescribed and dispensed for the 
treatment of obesity or for use in any 
program of weight reduction, weight loss, or 
dietary control. 

18. Drugs for the use or intended use of which 
would be illegal, unethical, imprudent, 
abusive, not Medically Necessary, or 
otherwise improper. 

19, Drugs obtained by unauthorized, fraudulent, 
abusive, or improper use of the 
Identification Card. 

21. Rogaine, minoxidil, or any other drugs, 
medications, solutions, or preparations used 
or intended for use in the treatment of hair 
loss, hair thinning, or any related condition, 
whether to facilitate or promote hair growth, 
to replace lost hair, or otherwise. 

22. Services and supplies for smoking cessation 
programs and the treatment of nicotine 
addiction that exceeds the $200 Calendar 
Year Maximum. 

23. Compounded drugs that do not meet the 
definition of Compound Drugs in this 
Benefit Booklet. 

24. Cosmetic drugs used primarily to enhance 
appearance, including, but not limited to, 
correction of skin wrinkles and skin aging. 

25. Prescription Orders for which there is an 
over-the-counter product available with the 
same active ingredient(s). 

26. Athletic performance enhancement drugs. 

27. Allergy serum and allergy testing materials. 

28. Injectable drugs, except those self- 
administered subcutaneously. 

Notwithstanding the foregoing, the exclusions 
described in this “PRESCRIPTION DRUG 
LIMITATIONS A m  EXCLUSIONS” Section 
of the Benefit Booklet shall not apply to any 
coverage held by the Participant for prescription 
drug expenses which is written as a part of or in 
conjunction with any automobile casualty 
insurance policy. 

20. Drugs used or intended to be used in the 
treatment of a condition, sickness, disease, 
injury, or bodily malfunction which is not 
covered under your Employer’s group health 
care plan, or for which benefits have been 
exhausted. 
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Tlze definitions used in this Benefit Booklet 
appb to all Benefit Coverages unless otherwise 
indicated. 

Accidental Injury means accidental bodily 
injury resulting, directly and independently of 
all other causes, in initial necessary care 
provided by a Physician or Professional Other 
Provider within 30 days afler the occurrence. 

Allowable Amount means the maximum 
amount determined by BCBSTX to be eligible 
for consideration of payment for a particular 
service, supply or procedure. 

1. For Hospitals and Facility Other Providers, 
Physicians and Professional Other 
Providers Contracting with the Claims 
Administrator in Texas or any other Blue 
Cross and Blue Shield Plan - The 
Allowable Amount is based on the terms of 
the Provider contract and the payment 
methodology in effect on the date of service. 
The payment methodology used may 
include diagnosis-related groups (DRG), fee 
schedule, package pricing, global pricing, 
per diems, case-rates, discounts or other 
payment methodologies. 

2. For procedures, services or supplies 
provided in Texas by Physicians and 
Professional Other Providers not 
contracting with the Claims Administrator 
- The Allowable Amount will be the lesser 
of the billed charge or the amount BCBSTX, 
the Claims Administrator, would have 
considered for payment for the same 
covered procedure, service, or supply if 
performed or provided by a Physician or 
Professional Other Provider with similar 
experience andor skill. 

If the Claims Administrator does not have 
sufficient data to calculate the Allowable 
Amount for a particular procedure, service 
or supply, the Claims Administrator will 
determine 

3 .  

4. 

5 .  

6 .  

7. 

an Allowable Amount based on the 
complexity of the procedure, service, or 
supply and any 

unusual circumstances or medical 
complications specifically brought to its 
attention, which require additional 
experience, skill and/or time. 

For procedures, services or supplies 
performed outside of Texas by Physicians 
or Professional Other Providers not 
contracting with the Claims Administrator 
or any other Blue Cross and Blue Shield 
Plan - The Claims Administrator will 
establish an Allowable Amount using, Texas 
regional or state allowable amounts 
applicable to procedures, services, or 
supplies of Physicians or Professional Other 
Providers with similar skills and experience. 

For multiple surgeries - The Allowable 
Amount for all surgical procedures 
performed on the same patient on the same 
day, will be the amount for the single 
procedure with the highest Allowable 
Amount plus one-half of the Allowable 
Amount for each of the other covered 
procedures performed. 

For drugs administered by a Home 
Infusion Tlierapy Provider - The Allowable 
Amount will be the lesser of (1) the actual 
charge, or (2) the Average Wholesale Price 
(AWP) plus a predetermined percentage 
mark-up or mark-down from the AWP 
established by BCBSTX and updated on a 
periodic basis. 

For procedures, services or supplies 
provided to Medicare recipients - The 
Allowable Amount will not exceed 
Medicare’s limiting charge. 

For Covered Drugs from a Participating 
Pharmacy or Mail Service Prescription 

57 



DEFINfTIONS 

Drug Program - The Allowable Amount is 
based on the provisions of the contract 
between BCBSTX and the Participating 
Pharmacyhfail Service Pharmacy in effect 
on the date of service. 

8. For Covered Drugs from a Non- 
Participating Pharmacy - The Allowable 
Amount is based on the amount BCBSTX 
would have considered for payment for the 
same Covered Drug received at a 
Participating Pharmacy. 

Annual Enrollment Period means the period 
preceding the next Plan Anniversary Date during 
which employees and dependents may change 
their coverage. 

Average Wholesale Price means any one of the 
recognized published averages of the prices 
charged by wholesalers in the United States for 
the drug products they sell to a Pharmacy. 

Brand Name Covered Drug means a Covered 
Drug which is protected by tradeinark 
registration. 

Calendar Year means the period commencing 
each January 1 and ending on the next 
succeeding December 3 1, inclusive. 

Chemical Dependency means the abuse of or 
psychological or physical dependence on or 
addiction to alcohol or a controlled substance. 

Chemical Dependency Treatment Center 
means a facility which provides a program for 
the treatment of chemical dependency pursuant 
to a written treatment plan approved and 
monitored by a Physician and which facility is 
also: 

0 Affdiated with a Hospital under a 
contractual agreement with an 
established system for patient referral; 

0 Accredited as such a facility by the Joint 
Commission on Accreditation of 

Hospitals; 

0 Licensed as a chemical dependency 
treatment program by the Texas 
Commission on Alcohol and Drug 
Abuse; or 

0 Licensed, certified, or approved as a 
chemical dependency treatment program 
or center by any other state agency 
having legal authority to so license, 
certify, or approve. 

Any Chemical Dependency Treatment Center 
located outside the state of Texas shall be 
licensed, certified, or approved as a Chemical 
Dependency Treatment Center by the 
appropriate agency of the state in which it is 
located and be accredited as such an institution 
by the Joint Commission on Accreditation of 
Healthcare Organizations. 

chiropractic Services means any services or 
supplies provided by or under the direction of a 
Doctor of Chiropractic. 

Claims Administrator means Blue Cross and 
Blue Shield of Texas (BCBSTX). BCBSTX, as 
part of its duties as Claims Administrator, may 
subcontract portions of its responsibilities. 
Claims Administrator may also mean any 
successor named by the Plan Administrator. 

Clinical Ecology means the inpatient or 
outpatient diagnosis or treatment of allergic 
symptoms by: 

Cytotoxicity testing (testing the result of 
food or inhalant by whether or not it 
reduces or kills white blood cells); 

TJrine auto injection (injecting one's 
own urine into the tissue of the body); 

Skin irritation by Rinkel method; 

Subcutaneous provocative and 
neutralization testing (injecting the 
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patient with allergen); or 

0 Sublingual provocative testing (droplets 
of allergenic extracts are placed in 
mouth). 

Complications of Pregnancy means: 

0 Conditions (when the pregnancy is not 
terminated) whose diagnoses are distinct 
from pregnancy but are adversely 
affected by pregnancy or are caused by 
pregnancy, such as nephritis, nephrosis, 
cardiac decompensation, missed 
abortion, and similar medical and 
surgical conditions of comparable 
severity, but shall not include false 
labor, occasional spotting, Physician- 
prescribed rest during the period of 
pregnancy, morning sickness, 
hyperemesis gravidarum, pre-eclampsia, 
eclampsia, and similar conditions 
associated with the management of a 
difficult pregnancy not constituting a 
nosologically distinct complication of 
pregnancy. 

Termination of pregnancy by 
nonelective cesarean section, 
termination of ectopic pregnancy, and 
spontaneous termination of pregnancy 
occurring during a period of gestation in 
which a viable birth is not possible. 

Compound Drugs means those drugs that meet 
the following requirements: 

The approved product must have an 
assigned National Drug Code O C ) ;  

0 The drugs in the compounded product 
have to be Food and Drug 
Administration (FDA) approved; and 

The primary active ingredient is a 
Covered Drug under the Prescription 
Drug Program. 

Contracting Facility means a Hospital, a 
Facility Other Provider, or any other facility or 
institution with which the Claims Administrator 
has executed a written contract for the provision 
of care, services, or supplies furnished within the 
scope of its license for benefits available under 
the Plan. A Contracting Facility shall also 
include a Hospital or Facility Other Provider 
located outside the State of Texas, and with 
which any other Blue Cross Plan has executed 
such a written contract; provided, however, any 
such facility that fails to satisfy each and every 
requirement contained in the definition of such 
institution or facility as provided in the Plan 
shall be deemed a Non-Contracting Facility 
regardless of the existence of a written contract 
with another Blue Cross Plan. 

Co-payment or Co-pay means the dollar 
amount that a Participant must pay toward an 
Eligible or Covered Expense at the time the 
service or supply is requested and/or received 
before any other amount of the charge will be 
considered by the Plan for payment. 

Co-Share Amount means the dollar amount of 
Eligible or Covered Expenses incurred by a 
Participant during a Calendar Year that exceeds 
benefits provided under the Plan. Refer to the 
sub-section entitled “Co-Share Stop-Loss 
Amount” in the MEDICAL BENEFITS 
PROVIDED Section of this Benefit Booklet for 
additional information. 

“ 

Cosmetic, Reconstructive, or Plastic Surgery 
means surgery that: 

Can be expected or is intended to 
improve the physical appearance of a 
Participant; 

Is performed for psychological 
purposes; or 

Restores form but does not correct or 
materially restore a bodily finction. 
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Covered Drug means any Legend Drug or 
injectable insulin, including disposable syringes 
and needles needed for self-administration: 

Which is Medically Necessary or for 
prevention of pregnancy and ordered by 
a Provider naming a Participant as the 
recipient; 

For which a written or verbal 
Prescription Order is prepared by a 
Provider; 

For which a separate charge is 
customarily made; 

Which is not entirely consumed at the 
time and place that the Prescription 
Order is written; 

For which the T.J.S. Food and Drug 
Administration (FDA) has given 
approval for a particular use or purpose; 
and 

Which is dispensed by a Pharmacy and 
is received by the Participant while 
covered under the Plan, except when 
received from a Provider’s office, or 
during confinement while a patient in a 
Hospital or other acute care institution 
or facility. 

Covered Oral Surgery means maxillofacial 
surgical procedures limited to: 

0 Excision of nondental related 
neoplasms, including benign tumors and 
cysts and all malignant and 
premalignant lesions and growths; 

0 Incision and drainage of facial abscess; 

0 Surgical procedures involving salivary 
glands and ducts and nondental related 
procedures of the accessory sinuses; and 

conditions affecting the 
temporomandibular joint as a result of 
an accident, a trauma, a congenital 
defect, a developmental defect, or a 
pathology. 

Crisis Stabilization Unit or Facility means an 
institution which is appropriately licensed and 
accredited as a Crisis Stabilization Unit or 
Facility for the provision of Menta1 Health Care 
and treatment of Serious Mental Illness services 
to persons who are demonstrating an acute 
demonstrable psychiatric crisis of moderate to 
severe proportions. 

Custodial Care means care comprised of 
services and supplies, including room and board 
and other institutional services, provided to a 
Participant primarily to assist in activities of 
daily living and to maintain life and/or cordort 
with no reasonable expectation of cure or 
improvement of sickness or injury. Custodial 
Cure is care which is not a necessary part of 
medical treatment for recovery, and shall 
include, but not be limited to, helping a 
Participant walk, bathe, dress, eat, prepare 
special diets, and take medication. 

Day Supply means the number of units to be 
dispensed. The Claims Administrator has the 
right to determine the Day Supply at its sole 
discretion, A Day Supply of a given prescription 
drug is determined based on pertinent medical 
information and clinical efficacy and safety. 
Quantities of some drugs are restricted 
regardless of the quantity ordered by the 
Physician. 

Deductible means the dollar amount of Eligible 
or Covered Expenses that must be incurred by a 
Participant before benefits under the Plan will be 
available. 

Dietary and Nutritional Services meam the 
education, counseling, or training of a 
Participant (including printed material) 
regarding: 

Surgical and diagnostic treatment of 
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Serious dysfunction of any bodily organ 
or part; 

0 Regulation or management of diet; or 
Serious disfigurement; or 

0 The assessment or management of 
nutrition. 

Durable Medica1 Equipment Provider means 
a Provider that provides therapeutic supplies and 
rehabilitative equipment and is accredited by the 
Joint Commission on Accreditation of 
Healthcare Organizations. 

Effective Date means the date the coverage for a 
Participant actually begins. It may be different 
from the Eligibility Date. 

Eligibility Date means the date the Participant 
satisfies the definition of either employee or 
dependent and is in a class eligible for coverage 
under the Plan as described in the subsections 
entitled “ELIGIBILITY FOR EMPLOYEES” 
and “ELIGIBILITY FOR DEPENDENTS” in 
the “ELIGIBILITY AND PARTICIPATION” 
Section of this Benefit Booklet. 

Eligible or Covered Expenses means either 
Inpatient Hospital Expense, Medical-Surgical 
Expense, or Extended Care Expense or a 
Covered Drug, as specified in this Benefit 
Booklet. 

Emergency Care means health care services 
provided in a Hospital emergency facility 
(emergency room) or comparable facility to 
evaluate and stabilize medical conditions of a 
recent onset and severity, including but not 
limited to severe pain, that would lead a prudent 
lay person, possessing an average knowledge of 
medicine and health, to believe that the person’s 
condition, sickness, or injury is of such a nature 
that failure to get immediate care could result in: 

Placing the patient’s health in serious 
jeopardy; 

In the case of a pregnant woman, serious 
jeopardy to the health of the fetus. 

Employer means the person, fmn, or institution 
named on the cover of this Benefit Booklet. 

Environmental Sensitivity means the inpatient 
or outpatient treatment of allergic symptoms by: 

Controlled environment; 

Sanitizing the surroundings, removal of 
toxic materials; or 

.I TJse of special nonorganic, nonrepetitive 
diet techniques. 

Experimentalllhvestigational means the use of 
any treatment, procedure, facility, equipment, 
drug, device, or supply not accepted as standard 
medical treatment of the condition being treated 
or any of such items requiring Federal or other 
governmental agency approval not granted at the 
time services were provided. 

1 

Approval by a Federal agency means that the 
treatment, procedure, facility, equipment, drug, 
or supply has been approved for the condition 
being treated and, in the case of a drug, in the 
dosage used on the patient. 

As used herein, medical treatment includes 
medical, surgical, or dental treatment. Standard 
medical treatment means the services or supplies 
that are in general use in the medical community 
in the United States, and: 

Have been demonstrated in peer 
reviewed literature to have scientifically 
established medical value for curing or 
alleviating the condition being treated; 

0 Serious impairment of bodily hctions;  
.I Are appropriate for the Hospital or 
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Facility Other Provider in which they 
were performed; and 

0 The Physician or Professional Other 
Provider has had the appropriate 
training and experience to provide the 
treatment or procedure. 

The Claims Administrator for the Plan shall 
determine whether any treatment, procedure, 
facility, equipment, drug, device, or supply is 
Experimental/ Investigational, and will consider 
the guidelines and practices of Medicare, 
Medicaid or other government-financed 
programs in making its determination. 
Although a Physician or Professional Other 
Provider may have prescribed treatment, and the 
services or supplies may have been provided as 
the treatment of last resort, such services, 
supplies, or treatment may still be considered to 
be Experimental/ Investigational within this 
definition. Treatment provided as part of a 
clinical trial or a research study is Experimental/ 
Investigational . 
Extended Care Expense means the services and 
supplies provided by a Skilled Nursing Facility, 
a Home Health Agency, or a Hospice as 
described in the subsection entitled 
“BEmFITS FOR EXTENDED CARE 
EXPENSE” in the “MEDICAL BENEFITS 
PROVIDED” Section of this Benefit Booklet. 

Generic Covered Drug means a Covered Drug 
pharmaceutically and therapeutically equivalent 
to the Brand Name Covered Drug prescribed, 
and which usually costs less than the Brand 
Name Covered Drug. 

Home Health Agency means a business that 
provides Home Health Care and is licensed by 
the Department of Health. A Home Health 
Agency located in another state must be 
licensed, approved, or certified by the 
appropriate agency of the state in which it is 
located and be certified by Medicare as a 
supplier of Home Health Care. 

Home Health Care means the health care 
services for which benefits are provided under 
the Plan when such services are provided during 
a visit by a Home Health Agency to patients 
confined at home due to a sickness or injury 
requiring skilled health care services on an 
intermittent, part-time basis. 

Home Infusion Therapy means the 
administration of fluids, nutrition or medication 
(including all additives and chemotherapy) by 
intravenous or gastrointestinal (enteral) infusion 
or by intravenous injection in the home setting. 
Home Infusion Therapy shall include: 

Drugs and IV solutions; 

Pharmacy compounding and dispensing 
services: 

All equipment and ancillary supplies 
necessitated by the defined therapy; 

Delivery services; 

Patient and family education; and 

0 Nursing services. 

Over-the-counter products which do not require 
a Physician’s or Professional Other Provider’s 
prescription, including but not limited to 
standard nutritional formulations used for enteral 
nutrition therapy, are not included within this 
definition. 

Home Infusion Therapy Provider means an 
entity that is duly licensed by the appropriate 
state agency to provide Home Infusion Therapy. 

Hospice means a facility or agency primarily 
engaged in providing skilled nursing services 
and other therapeutic services for terminally ill 
patients and which is: 

Licensed in accordance with state law 
(where the state law provides for such 
licensing); and 
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Certified by Medicare as a supplier of 
Hospice Care. 

Hospice Care means services for which benefits 
are provided under the Plan when provided by a 
Hospice to patients confined at home or in a 
Hospice facility due to a terminal sickness or 
terminal injury requiring skilled health care 
services. 

Hospital means a short-term acute care facility 
which: 

Is duly licensed as a Hospital by the 
state in which it is located and meets the 
standards established for such licensing, 
and is either accredited by the Joint 
Comission on Accreditation of 
Healthcare Organizations or is certified 
as a Hospital provider under Medicare; 

Is primarily engaged in providing 
inpatient diagnostic and therapeutic 
services for the diagnosis, treatment, and 
care of injured and sick persons by or 
under the supervision of Physicians for 
compensation from its patients; 

Has organized departments of medicine 
and major surgery, either on its premises 
or in facilities available to the Hospital 
on a contractual prearranged basis, and 
maintains clinical records on all 
patients; 

Provides 24-hour nursing services by or 
under the supervision of a Registered 
Nurse; 

Has in effect a Hospital IJtilization 
Review Plan; and 

Is not, other than incidentally, a Skilled 
Nursing Facility, nursing home, 
Custodial Care home, health resort, spa 
or sanitarium, place for rest, place for 
the aged, place for the treatment of 

Chemical Dependency, Hospice, or 
place far the provision of rehabilitative 
care. 

Hospital Admission means the period between 
the time of a Participant’s entry into a Hospital 
or a Chemical Dependency Treatment Center as 
a bedpatient and the time of discontinuance of 
bed-patient care or discharge by the admitting 
Physician or Professional Other Provider, 
whichever first occurs. The day of entry, but not 
the day of discharge or departure, shall be 
considered in determining the length of a 
Hospital Admission. If a Participant is admitted 
to and discharged from a Hospital within a 24- 
hour period but is confined as a bed patient in a 
bed accommodation during the period of time he 
is confined in the Hospital, the admission shall 
be considered a Hospital Admission by the Plan. 

Bed patient means confinement in a bed 
accommodation of a Chemical Dependency 
Treatment Center on a 24-hour basis or in a bed 
accommodation located in a portion of a 
Hospital which is designed, staffed and operated 
to provide acute, short-term Hospital care on a 
24-hom basis; the term does not include 
confinement in a portion of the Hospital (other 
than a Chemical Dependency Treatment Center) 
designed, staffed and operated to provide long- 
term institutional care on a residential basis. 

Identification Card means the card issued to 
the employee by the Claims Administrator of the 
Plan indicating pertinent information applicable 
to his coverage. 

Imaging Center means a Provider that can 
furnish technical or total services with respect to 
diagnostic imaging services and is licensed 
through the Texas State Radiation Control 
Agency. 

Independent Laboratory means a Medicare 
certified laboratory that provides technical and 
professional anatomical and/or clinical 
laboratory services. 
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In-Network (Network) Benefits means the 
benefits available under the Plan for services and 
supplies that are provided by or referred by a 
network Provider or referred through the Mental 
Health Helpliie. 

Inpatient Hospital Expense means charges 
incurred for the Medically Necessary items of 
service or supply listed below for the care of a 
Participant; provided that such items are: 

0 Furnished at the direction or 
prescription of a Physician or 
Professional Other Provider; 

0 Provided by a Hospital or a Chemical 
Dependency Treatment Center; and 

Furnished to and used by the Participant 
during a Hospital Admission. 

An expense shall be deemed to have been 
incurred on the date of provision of the service 
for which the charge is made. Inpatient Hospital 
Expense shall include: 

Room accommodation charges. If the 
Participant is in a private room, the 
amount of the room charge in excess of 
the Hospital’s average semiprivate 
room charge is not an Eligible or 
Covered Expense. 

0 All other usual Hospital services which 
are Medically Necessary and consistent 
with the condition of the Participant. 
Personal items are not an Eligible or 
Covered Expense. 

Medically Necessary Mental Health Care or 
treatment of Serious Mental Illness in a 
Psychiatric Day Treatment Facility, a Crisis 
Stabilization Unit or Facility, or a Residential 
Treatment Center for Children and Adolescents, 
in lieu of Hospitalization, shall be Inpatient 
Hospital Expense. 

law to have a label stating “Caution - Federal 
Law Prohibits Dispensing Without a 
Prescription,” and which are approved by the 
US. Food and Drug Administration (FDA) for a 
particular use or purpose. 

Marriage and Family Therapy means the 
provision of professional therapy services to 
individuals, families, or married couples, singly 
or in groups, and involves the professional 
application of family systems theories and 
techniques in the delivery of therapy services to 
those persons. The term includes the evaluation 
and remediation of cognitive, affective, 
behavioral, or relational dysfunction within the 
context of marriage or family systems. 

Maternity Care means care and services 
provided for treatment of the condition of 
pregnancy, other than Complications of 
Pregnancy. 

Medical Social Services means those social 
services relating to the treatment of a 
Participant’s medical condition. Such services 
include, but are not Iirnited to assessment of the: 

Social and emotional factors related to 
the Participant’s sickness, need for care, 
response to treatment and adjustment to 
care; and 

Relationship of the Participant’s medical 
and nursing requirements to the home 
situation, fmancial resources, and 
available community resources. 

MedicaESurgical Expense means the 
Allowable Amount incurred for the items of 
service or supply listed below for the care of a 
Participant, provided such items are: 

Furnished by or at the direction or 
prescription of a Physician or Professional 
Other Provider; and 

Legend Drugs means drugs, biologicals, or 
compounded prescriptions which are required by 
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0 Not included as an item of Inpatient 
Hospital Expeme or Extended Care Expense 
in the Plan. 

A service or supply is furnished at the direction 
of a Physician or Professional Other Provider if 
the listed service or supply is: 

0 Provided by a person employed by the 
directing Physician or Professional Other 
Provider; 

Provided at the usual place of business of 
the directing Physician or Professional Other 
Provider; and 

0 Billed to the patient by the directing 
Physician or Professional Other Provider. 

An expense shall have been incurred on the date 
of provision of the service for which the charge 
is made. 

Medical-Surgical Expense shall include: 

1. Services of Physicians or Professional Other 
Providers, and in case of a professional 
counselor or licensed marriage and family 
therapist, a professional recommendation 
has been obtained from the Physician; 

2. Services of a certified registered nurse- 
anesthetist; 

3. Physical Medicine Services; 

4. Chiropractic Services, as shown on your 
Schedule of Coverage; 

5.  Diagnostic x-ray and laboratory procedures; 

6.  Radiation therapy; 

7. Dietary formulas necessary for the treatment 
of phenylketonuria (PKIJ) or other heritable 
diseases; 

8. Rental of durable medical equipment 
required for therapeutic use unless purchase 
of such equipment is required by the Plan. 

The term “durable medical equipment” 
shall not include: 

0 Equipment primarily designed for 
alleviation of pain or provision of 
patient comfort; or 

Home air fluidized bed therapy. 

Examples of non-covered equipment 
include, but are not limited to, air 
conditioners, air purifiers, humidifiers, 
physical fitness equipment, and whirlpool 
bath equipment; 

9. Professional local ground ambulance service 
or air ambulance service to the nearest 
Hospital appropriately equipped and staffed 
for treatment of the Participant’s condition; 

10. Anesthetics and its administration, when 
performed by someone other than the 
operating Physician or Professional Other 
Provider; 

11.  Oxygen and its administration provided the 
oxygen is actually used; 

12. Blood, including cost of blood, blood 
plasma, and blood plasma expanders, which 
is not replaced by or for the Participant; 

13, Prosthetic Appliances, excluding all 
replacements of such devices other than 
those necessitated by growth to maturity of 
the Participant; 

14. Orthopedic braces (Le., an orthopedic 
appliance used to support, align, or hold 
bodily parts in a correct position) and 
crutches, including rigid back, leg or neck 
braces, casts for treatment of any part of the 
legs, arms, shoulders, hips or back; special 
surgical and back corsets, Physician- 
prescribed, directed, or applied dressings, 
bandages, trusses, and splints which are 
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custom designed for the purpose of assisting 21. Reasonable and necessary transportation, 
the function of a joint. 

Non-covered items include, but are not 
limited to, an orthodontic or other dental 
appliance; splints or bandages provided by a 
Physician in a non-Hospital setting or 
purchased “over the counter” for support of 
strains and sprains; orthopedic shoes which 
are a separable part of a covered brace, 
specially ordered, custom-made or built-up 
shoes, cast shoes, shoe inserts designed to 
support the arch or affect changes in the foot 
or foot alignment, arch supports, elastic 
stockings and garter belts. NOTE: This 
does not apply to podiatric appliances when 
provided as diabetic equipment. 

Home Infusion Therapy when the treatment 
plan is preauthorized by the Home Infusions 
Therapy Provider in accordance with the 
Claims Administrator’s established 
procedures. Any item of Home Infusion 
Therapy covered under this subsection will 
not be eligible for benefits under any other 
provision of the Plan; 

Services or supplies used by the Participant 
during an outpatient visit to a Hospital, a 
Therapeutic Center, or a Chemical 
Dependency Treatment Center; 

. 

Certain Diagnostic Procedures; 

Injectable drugs that are Legend Drugs to be 
administered in the spine, joint, or muscle 
when given in the Physician’s office. These 
medications may be purchased at a 
Pharmacy and charges submitted on 
subscriber-filed claim form for 
reimbursement of eligible benefits; 

Bariatric Surgery when Medically 
Necessary; 

Reduction Mammoplasty when Medically 
Necessary; and 

lodging, meals, and expenses for the patient 
and a companion during the period of 
required Medically Necessary treatment, as 
determined by the Claims Administrator’s 
case management, of the patient for travel to 
the nearest medical facility qualified to give 
the required treatment when it is Medically 
Necessary for the patient to receive special 
treatment or services. Benefits payable for 
up to a total of $200 per day for both the 
patient and companion. 

Transportation must be: 

To and from the site of the required 
treatment; and 

* For the purposes of an evaluation, 
treatment or the necessary post- 
treatment follow up. 

These services must be given within the 
United States, Puerto Rico or Canada. There 
is an overall lifetime maximum of $10,000 
per covered patient for transportation, 
lodging and meal expenses incurred in 
connection with all covered treatment. 

Medically Necessary or Medical Necessity 
means those services or supplies covered under 
the Plan which are: 

Essential to, consistent with, and 
provided for the diagnosis or the direct 
care and treatment of the condition, 
sickness, disease, injury, or bodily 
malfunction; 

Provided in accordance with and are 
consistent with generally accepted 
standards of medical practice in the 
United States; 

Not primarily for the convenience of the 
Participant, his Physician, the Haspital 
or the Other Provider; and 
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0 The most economical supplies or levels 
of service that are appropriate for the 
safe and effective treatment of the 
Participant. When applied to 
Hospitalization, this further means that 
the Participant requires acute care as a 
bed patient due to the nature of the 
services provided or the Participant’s 
condition, and the Participant cannot 
receive safe or adequate care as an 
outpatient. 

The Claims Administrator for the Plan shall 
determine whether a service or supply is 
Medically Necessary under the Plan and will 
consider the views of the state and national 
medical communities, the guidelines and 
practices of Medicare, Medicaid, or other 
govement-financed programs, and peer 
reviewed literature. Although a Physician or 
Professional Other Provider may have 
prescribed treatment, such treatment may not be 
Medically Necessary within this definition. 

Mental Health Care means any one or more of 
the following: 

0 The diagnosis or treatment of a mental 
disease, disorder, or condition listed in 
the Diagnostic and Statistical Manual of 
Mental Disorders of the American 
Psychiatric Association, as revised, or 
any other diagnostic coding system as 
used by the Claims Administrator, 
whether or not the cause of the disease, 
disorder or condition is physical, 
chemical, or mental in nature or origin; 

The diagnosis or treatment of any 
symptom, condition, disease or disorder 
by a Physician or Professional Other 
Provider (or by any person working 
under the direction or supervision of a 
Physician or Professional Other 
Provider) when the Eligible or Covered 
Expense is: 

Individual, group, family or conjoint 
psychotherapy; 

Counseling; 

Psychoanalysis; 

Psychological testing and 
assessment; 

The administration or monitoring of 
psychotropic drugs; or 

Hospital visits or consultations in a 
Hospital, Facility Other Provider, or 
other licensed facility or unit 
providing such care; 

Electroconvulsive treatment; 

Psychotropic drugs; or 

Any of the services listed above, 
performed in or by a Hospital, Facility 
Other Provider, or other licensed facility 
or unit providing such care. 

National Drug Code (NDC) means a national 
classification system for the identification of 
drugs. 

Network means identified Physicians, 
Professional Other Providers, Hospital, and 
other facilities that have entered into agreements 
with BCBSTX (and in some instances with other 
participating Blue Cross and/or Blue Shield 
Plans) for participation in a managed care 
arrangement. 

Network Provider means a Hospital, Physician, 
or Other Provider who has entered into an 
agreement with BCBSTX to participate as a 
managed care Provider. 

Non-Participating Pharmacy means a 
Pharmacy which has not entered into an 
agreement to provide prescription drug services 
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to Participants under the Prescription Drug 
Prograin. 

Non-Contracting Facility means a Hospital, a 
Facility Other Provider, or any other facility or 
institution which has not executed a written 
contract with BCBSTX for the provision of care, 
services, or supplies for which benefits are 
provided by the Plan. Any Hospital, Facility 
Other Provider, facility, or institution with a 
written contract with BCBSTX which has 
expired or has been canceled is a Non- 
Contracting Facility. 

Other Provider means a person or entity, other 
than a Hospital or Physician, that is licensed 
where required to furnish to a Participant an 
item. of service or supply described herein as 
Eligible or Covered Expenses. Other Provider 
shall include: 

1 .  Facility Other Provider - an institution or 
entity, only as listed: 

0 

e 

e 

e 

0 

e 

0 

e 

e 

e 

e 

e 

e 

0 

0 

Birthing Center; 
Chemical Dependency Treatment 
Center; 
Crisis Stabilization Unit or Facility; 
Durable Medical Equipment Provider; 
Home Health Agency; 
Home Infusion Therapy Provider; 
Hospice; 
Lmaging Center; 
Independent Laboratory; 
Prosthetics/Orthotics Provider; 
Psychiatric Day Treatment Facility; 
Renal Dialysis Center; 
Residential Treatment Center for 
Children and Adolescents; 
Skilled Nursing Facility; or 
Therapeutic Center. 

2. Professional Other Provider - a person or 
practitioner, when acting within the scope of 
his license and who is appropriately 
certified, only as listed: 

0 

e 

e 

e 

0 

e 

e 
e 

e 

e 

e 

e 

e 

e 

e 

e 

e 

0 

e 

e 

e 

Advanced Practice Nurse; 
Doctor of Chiropractic; 
Doctor of Dentistry; 
Doctor of Optometry; 
Doctor of Podiatry; 
Doctor in Psychology; 
Licensed Audiologist; 
Licensed Chemical Dependency 
Counselor; 
Licensed Clinical Social Worker; 
Licensed Dietitian; 
Licensed Hearing Instrument Fitter and 
Dispenser; 
Licensed Marrjage and Family 
Therapist; 
Licensed Midwives; 
Licensed Occupational Therapist; 
Licensed Physical Therapist; 
Licensed professional counselor; 
Licensed Speech-Language Pathologist; 
Licensed Surgical Assistant; 
Nurse First Assistant; 
Physician Assistant; and 
Psychological Associates who work 
under the supervision of a Doctor in 
Psychology. 

In states where there is a licensure requirement, 
Other Providers must be licensed by the 
appropriate state administrative agency. 

Out-of-Area Benefits means the benefits 
available under the Plan for services and 
supplies that are provided when a Participant 
resides outside of the managed care Plan Service 
Area and therefore does not have access to 
Network Providers. 

Out-of-Network Benefits means the benefits 
available under the Plan for services and 
supplies that are provided by an Out-of-Network 
Provider. 

Out-of-Network Provider means a Hospital, 
Physician, or Other Provider, who has not 
entered into an agreement with B(3BSTX as a 
managed care Provider. For the EPO Plan, no 
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benefits are paid to an Out-of-Network 
Provider under this Plan unless use of such 
Provider is authorized by BCBSTX prior to the 
visit or for Emergency Care. 

Out-of-Pocket Maximum or Co-Share Stop- 
Loss Amount means the maximum dollar 
amount that you will pay for Eligible or Covered 
Expenses, excluding the Deductible and Co- 
payments, as specified in the Schedule of 
Coverage. The Out-of-Pocket Maximum or Co- 
Share Stop-Loss Amount shall be calculated on a 
Plan Year basis. Only Co-Share Amounts apply 
to satisfaction of the Out-of-Pocket Maximum. 
After the Out-of-pocket Maximum has been met 
for the Plan Year, Eligible or Covered Expenses, 
other than those listed below are payable at 
1 OO%, subject to any lifetime maximum: 

.i Billed charges above the Claims 
Administrator’s Allowable Amount; 

Mental disorder treatment and Chemical 
Dependency Treatment; and 

Outpatient prescription drugs. 

Any amount that you pay toward a medical 
service or supply that is not an Eligible or 
Covered Expense shall not count toward the Co- 
Share Stop-Loss Amount (Out-of-Pocket 
Maximum). Therefore, the following amounts 
shall not count toward the Co-Share Stop-Loss 
Amount (Out-of-Pocket Maximum): 

Services, supplies, or charges limited or 
excluded by the Plan; 

0 Expenses not covered because a benefit 
maximum has been reached; 

.i Any Eligible or Covered Expenses paid 
by the Claims Administrator when the 
Plan is the secondary plan for purposes 
of coordination of benefits; 

.i Penalties applied for failure to 
preauthorize; and 

Any Co-payment amounts under the 
Prescription Drug Program. 

Eligible or Covered Expenses for Out-of- 
Network Providers do not count toward the 
Network individual and Network family Co- 
Share Stop-Loss Amount (Out-of-Pocket 
Maximum). Likewise, Eligible or Covered 
Expenses for Network Providers do not count 
toward the Out-of-Network individual and Out- 
of-Network family Co-Share Stop-Loss Amount 
(Out-of-Pocket Maximum). 

Outpatient Contraceptive Service means a 
consultation, examination, procedure, or medical 
service that is provided on an outpatient basis 
and that is related to the use of a drug or device 
intended to prevent pregnancy. 

Participant means an employee whose coverage 
has become effective under this Plan. 

Participating Pharmacy means an independent 
Pharmacy or chain of Pharmacies that have 
entered into an agreement to provide 
prescription dnig services to Participants under 
the Prescription Drug Program. 

Per-Prescription Maximum Co-payment 
Amount means the maximum amount that a 
Participant will have to pay toward a specified 
Day Supply of any Covered Drug. 

Pharmacy means a state and federally licensed 
establishment where the practice of Pharmacy 
occurs, that is physically separate and apart from 
any Provider’s office, and where Legend Drugs 
and devices are dispensed under Prescription 
Orders to the general public by a pharmacist 
licensed to dispense such drugs, and devices 
under the laws of the state in which he practices. 

Physical Medicine Services means those 
modalities, procedures, tests, and measurements 
listed in the Physicians ’ Current Procedural 
Terminology Manual (Procedure Codes 97010- 
97799), whether the service or supply is 
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provided by a Physician or Professional Other 
Provider and includes, but is not limited to, 
physical therapy, occupational therapy, hot or 
cold packs, whirlpool, diathermy, electrical 
stimulation, massage, ultrasound, manipulation, 
muscle or strength testing, and orthotics or 
prosthetic training. 

Physician means a person, when acting within 
the scope of his license, who is a Doctor of 
Medicine or Doctor of Osteopathy. 

Plan Administrator means the named 
administrator of the Plan having fiduciary 
responsibility for its operation. BCBSTX is not 
the Plan Administrator. 

Plan Anniversary Date means the day, month, 
and year of the 12-month period following the 
Plan Effective Date and each 12-month period 
thereafter. 

Plan Effective Date means the date on which 
coverage for the Employer’s Plan begins with 
the Claims Administrator. 

Plan Service Area means the geographical area 
designated by the Employer which determines 
eligibility for In-Network and Out-of-Network 
Benefits. 

Plan Year means the Calendar Year. 

Preexisting Condition means a condition for 
which medical advice, diagnosis, care, or 
treatment was recommended or received during 
the three months before the earlier of the: 

Effective Date of coverage; or 

First day of any applicable waiting 
period. 

Prescription Order means a written or verbal 
order from a Physiciaflrofessional Other 
Provider to a pharmacist for a drug or device to 
be dispensed. Orders written by 
PhysicidProfessional Other Providers located 

outside the T.Jnited States to be dispensed in the 
United States are not covered under the Plan. 

Proof of Loss means written evidence of a claim 
including: 

* The form on which the claim is made; 

* Bills and statements reflecting services 
and items furnished to a Participant and 
amounts charged for those services and 
items that are covered by the claim; and 

Correct diagnosis code(s) and procedure 
code(s) for the services and items. 

Prosthetic Appliances means artificial devices 
including limbs or eyes, braces or similar 
prosthetic or orthopedic devices, which replace 
all or part of an absent body organ (including 
contiguous tissue) or replace all or part of the 
fimction of a permanently inoperative or 
malfunctioning body organ (excluding dental 
appliances and the replacement of cataract 
lenses). For purposes of this definition, a wig or 
hairpiece is not considered a Prosthetic 
Appliance. 

Prosthetics/Orthotics Provider means a 
certified prosthetist that supplies both standard 
and customized prostheses and orthotic supplies. 

Provider means a Hospital, Physician, Other 
Provider, or any other person, company, or 
institution furnishing to a Participant an item of 
service or supply listed as Eligible or Covered 
Expenses. 

Psychiatric Day Treatment Facility means an 
institution which is appropriately licensed and is 
accredited by the Joint Commission on 
Accreditation of Healthcare Organizations as a 
Psychiatric Day Treatment Facility for the 
provision of Mental Health Care and treatment 
of Serious Mental Illness services to Participants 
for periods of time not to exceed eight hours in 
any 24-hour period. Any treatment in a 
Psychiatric Day Treatment Facility must be 
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certified in writing by the attending Physician to 
be in lieu of Hospitalization. 

Renal Dialysis Center means a facility which is 
Medicare certified as an end-stage renal disease 
facility providing staff assisted dialysis and 
training for home and self-dialysis. 

Residential Treatment Center for Children 
and Adolescents means a child-care institution 
which is appropriately licensed and accredited 
by the Joint Commission on Accreditation of 
Healthcare Organizations or the American 
Association of Psychiatric Services for Children 
as a residential treatment center for the provision 
of Mental Health Care and Serious Mental 
Illness services for emotionally disturbed 
children and adolescents. 

Serious Mental Illness means the following 
psychiatric illnesses defrned by the American 
Psychiatric Association in the Diagnostic and 
Statistical Manual (DSM): 

Bipolar disorders (hypomanic, manic, 
depressive, and mixed); 

Depression in childhood and 
adolescence; 

0 Major depressive disorders (single 
episode or recurrent); 

Obsessive-compulsive disorders; 

Paranoid and other psychotic disorders; 

0 Pervasive developmental disorders; 

0 Schizo-affective disorders (bipolar or 
depressive); and 

Schizophrenia. 

Licensed in accordance with state law 
(where the state law provides for 
licensing of such facility); or 

0 Medicare or Medicaid eligible as a 
supplier of skilled inpatient nursing care. 

Specialty Care Provider means a Physician or 
Professional Other Provider who has entered 
into an agreement with BCBSTX to participate 
as a managed care Provider for specialty 
services. 

Skilled Nursing Facility means a facility 
primarily engaged in providing skilled nursing 
services and other therapeutic services and 
which is: 
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Therapeutic Center means an institution which 
is appropriately licensed, certified, or approved 
by the state in which it is located and which is: 

An ambulatory (day) surgery facility; 

* A fieestmding radiation therapy center; 
Or 

A freestanding birthing center. 
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PARTICIPANT/PROVIDER 
RELATIONSHIP 

The choice of a health care Provider should be 
made solely by you or your dependents. The 
Claims Administrator does not furnish services 
or supplies but only makes payment for an 
Eligible or Covered Expense incurred by 
Participants. The Claims Administrator is not 
liable for any act or omission by any health care 
Provider. The Claims Administrator does not 
have any responsibility for a health care 
Provider’s failure or refusal to provide services 
or supplies to you or your dependents. Care and 
treatment received are subject to the rules and 
regulations of the health care Provider selected 
and are available only for sickness or injury 
treatment acceptable to the health care Provider. 

The Claims Administrator, Network Providers, 
and/ar other contracting Providers are 
independent contractors with respect to each 
other. The Claims Administrator in no way 
controls, influences, or participates in the health 
care treatment decisions entered into by said 
Providers, The Claims Administrator does not 
furnish medical, surgical, Hospitalization, or 
similar services or supplies, or practice medicine 
or treat patients. The Providers, their 
employees, their agents, their ostensible agents, 
and/or their representatives do not act on behalf 
of BCBSTX nor are they employees of 
BCBSTX. 

ASSIGNMENT AND PAYMENT OF 
BENEFITS 

If a written assignment of benefits is made by a 
Participant to a Provider and the written 
assignment is delivered to the Claims 
Administrator with the claim for benefits, the 
Claims Administrator will make any payment 
directly to the Provider. Payment to the 
Provider discharges the Plan’s responsibility to 
the Participant for any benefits available under 
the Plan. 

The Plan may be amended or terminated at any 
time by the Employer with prior written notice 
to the Claims Administrator. No notice to or 
consent by any Participant is necessary to amend 
or terminate the Plan. 

AGENT 

The Employer is not the agent of the Claims 
Administrator. 

SUBROGATION 

In the event you or your dependents suffers an 
injury or sickness as a result of an allegedly 
negligent or wrongful act or omission of a third 
party, the Claims Administrator has the right to 
pursue subrogation where permitted by law. 

Upon payment of the benefits under this Plan, 
the Claims Administrator as the Plan’s third 
party administrator, shall be subrogated to you 
or your dependent’s right to recovery from any 
third party alleged to be legally responsible to 
you or your dependent. The Clairns 
Administrator may use this right to the extent of 
the benefifs paid under this Plan for your injury 
or sickness that was the result of the third party’s 
allegedly negligent or wrongful act. 

For the purposes of this provision, subrogation 
means the substitution of one person or entity 
(the Plan) in the place of another (you or your 
dependent) with reference to a lawful claim, 
demand or right, so that he or she who is 
substituted succeeds to the rights of the other in 
relation to the debt or claim, and its rights or 
remedies. 

You and your dependent acknowledge that the 
Claims Administrator’s subrogation rights under 
this “SUBROGATION subsection shall be 
considered as the first priority claims against any 
such third party and shall extend to any amounts 
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you or your dependent receive from such third 
party. Such first priority claim shall be paid 
before any other claims which may exist are 
paid, including claims for general damages by 
you or your dependent. The Plan’s recovery 
shall be prior to and without regard to whether 
you or your dependent has received a full 
recovery and shall not be reduced by any 
expenses incurred by you or your dependent in 
obtaining the recovery. The Plan’s claim also 
shall not be reduced for any “make whole,” 
common fund or similar doctrine. You and your 
dependent agree that as a condition of receiving 
benefits hereunder, you shall hold any recovery 
you receive in a constructive trust for the 
benefit of the Plan and its subrogation right, 
regardless of whether you are fully compensated 
for your injuries or losses. 

You or your dependent shall cooperate and assist 
the Claims Administrator in protecting the 
Claims Administrator’s legal rights under these 
subrogation provisions, and will do nothing to 
prejudice the 

Claims Administrator’s rights under these 
provisions, either before or after the request for 
services or receipt of benefits under this Plan. 
You or your dependent agree to promptly furnish 
to the Plan all information which you have 
concerning your rights of recovery from any 
person, organization, or insurer. You, your 
dependent or your attorney will notify the Plan 
before settling any claim or suit so as to enable 
the Claim Administrator to enforce the Plan’s 
rights by participating in the settlement of the 
claim or suit. 

The Claims Administrator may require an 
assignment from you or your dependent of any 
right of recovery to the extent of the reasonable 
value of services and benefits provided by the 
Plan plus the Plan’s reasonable costs of 
collection, including attorney’s fees as described 
below. The Claims Administrator may require 
you or your dependent to assign your rights to 
the Erst dollars received from third parties up to 
the -full amount paid by the Plan. The Plan may 
require an escrow of funds to cover future 
claims arising from the same incident giving rise 

to the subrogation claim. Failure to execute a 
subrogation agreement or other assignment or 
reimbursement agreement shall be grounds for 
termination of the coverage of the party refusing 
to so execute such an agreement. 

The Plan Administrator and/or the Claims 
Administrator may, at its option, take such 
action as may be necessary and appropriate to 
preserve its rights under these subrogation 
provisions, including the right to bring suit on 
your or your dependent’s behalf. The Claims 
Administrator, may at its option, collect such 
mounts from the proceeds of any settlement or 
judgment that may be recovered by you or your 
dependent or by any representative. Any such 
proceeds of settlement or judgment shall be held 
in trust by you, your dependent, or any 
representative, for the benefit of the Claims 
Administrator under these subrogation 
provisions. The Claims Administrator shall be 
entitled to recover all amounts the Plan 
expended on behalf of you or your dependent, 
and also shall be entitled to recover from the 
proceeds held by you or your dependent, 
without reduction, the Plan’s reasonable attorney 
fees which the Claims Administrator incurred in 
pursuing its claim under this 
“SUBROGATION subsection. 

WFUND OF BENEFIT PAYMENTS 

If the Claims Administrator pays benefits for 
Eligible or Covered Expenses incurred by you or 
your dependents and it is found that the payment 
was more than it should have been, or was made 
in error, the Plan has the right to a refund from 
the person to or for whom such benefits were 
paid, any other insurance company, or any other 
organization. If no refund is received, the 
Claims Administrator may deduct any refund 
due it from any future benefit payment. 
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COORDINATION OF BENEFITS 

(This provision does not apply to Prescription 
Drug Benefits.) 

This provision will coordinate the health 
benefits payable under the Plan with similar 
benefits payable under other plans. 

You or any dependent may be covered under 
another group health plan. It may be sponsored 
by another employer who makes contributions 
or payroll deductions for it. The other plan could 
also be a government or tax-supported program. 
This does not include Medicare or Medicaid. 
(See the subsection entitled “EFFECT OF 
MEDICARE AND GOVERNMENT PLANS” 
in this “GENERAL LNF’ORMATION Section 
of this Benefit Booklet to determine how this 
plan coordinates with Medicare.) 

This provision applies when benefits for the 
same charges are payable under this Plan and 
another plan. 

Which Plan is Primary 

One of the plans involved will pay the benefits 
first. (The plan that pays first is called Primary.) 
The other plans will pay benefits next. (These 
plans are called Secondary.) 

In order to pay claims, the Claims Administrator 
must Gnd out which plan is Primary and which 
plans are Secondary. 

There are rules to find out which plan is Primary 
and which plans are Secondary. The niles are 
used until one is found that applies to the 
situation. They are always used in the following 
order: 

A plan which has no coordination of benefits 
provision will be Primary to a plan which 
does have a coordination of benefits 
provision. 

0 A plan which covers the person as an 
employee will be Primary to a plan which 
covers the same person as a dependent. 

A person may be covered as a dependent 
under two or more plans. 

The plan which covers that person as a 
dependent of the person whose birthday is 
earlier in the Calendar Year will be Primary 
to a plan which covers that person as a 
dependent of a person whose birthday is 
later in the Calendar Year. 

If both parents have the same birthday, the 
plan which covered one of the parents 
longer will be Primary to the plan which 
covered the other parent for a shorter period 
of time. 

The other plan may not have a rule based on 
birthdays similar to this rule. The nile in the 
other plan will determine which plan is 
Primary. 

The person may be covered as a dependent 
under two or more plans of divorced or 
separated parents. The rules that are used to find 
out which plan is Primary and which plans are 
Secondary are as follows: 

The plan of the parent with custody will be 
Primary to a plan of the parent without 
custody. Further, the parent with custody 
may have remarried. In that case, the order 
of payment will be as follows: 

o The plan of the parent with custody 
will pay benefits first; 

o The plan of the stepparent with 
custody will pay benefits next; and 

o The plan of the parent without 
custody will pay benefits next. 

There may be a court decree which has 
specific terms giving one parent financial 
responsibility for the medical, dental or 
other health expenses of the dependent 
child. If the plan which covers the parent 
with financial responsibility knows the 
specific terms of the court decree, it is 
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Primary to any other plan which covers that 
dependent child. 

A plan may cover a person as an employee 
who is not laid-off or retired, or as a 
dependent of that employee. The Plan will 
be Primary to any plan which covers the 
person as a laid-off or retired employee, or 
as a dependent of that employee. The other 
plan may not have a rule for laid-off or 
retired employees similar to this rule. In that 
case, this rule will not apply, 

If none of the above rules apply, the plan 
which has covered the person for the longest 
time will be Primary to all other plans. 

You will have to give information about any 
other plans when you file a claim. 

Out-of-pocket Feature 
(Applicable to this “COORDINATION OF 
BENEFITS” subsection in this “GENERAL 
INFORMATIONy Section only) 

This subsection applies when the Plan is 
Secondary. You may still be required to pay for 
some charges after the Plan pays its benefits. 

The amount of reasonable expenses will be 
determined first. Then the amount of benefits 
paid by plans Primary to the Plan will be 
subtracted from this amount. The Plan will pay 
you the difference but no more than the amount 
it would have paid without this provision. 

How Coordination Works Under the Low 
Deductible, High Deductible and PPO 
Plans 

If this Plan is Primary, it will pay benefits first. 
Benefits under the Plan wil l  not be reduced due 
to benefits payable under other plans. 

expense amount. The primary plan pays its 
normal benefits; the secondary plan calculates 
its normal benefits, then subtracts the amount 
paid by the primary plan and pays the difference 
(if any) between the two amounts. The 
non-duplication method is designed to provide a 
certain level of cost sharing by imposing 
covered individual liability. Non-duplication 
plans do not have a reserve on secondcry plan 
savings. See the example on the next page for 
more information on Non-Duplication 
Coordination of Benefits. 

If the Plan is Secondary, it pays only the 
difference between the plans normal benefit and 
any amount paid by the primary plan. This is 
called “Nan-Duplication Coordination of 
Benefits.” The covered individual is responsible 
for any remaining balance up to the allowable 
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Total charge: 
Primary Allowable: 
- $600.00 

$600.60 (applies to $500 
Deductible) 

Primary Allowable I $100.00 I 
Left over: 

Balance: $520.00 
This Plan’s $600.00 (based on 
Allowable Charge: 1 primary allowable) I 

$65.00 

This Plan’s Benefit: 

Amount Paid by 
this Plan: 
Amount in 
Reserve: 

Example: 

This Plan’s Allowable Charge: $100.00 
(based on Primary allowable) 
This Plan’s Benefit: (PPO in- 
network coverage at 90%) 

$90.00 

I3 enefit Payable: 
(The diEerence between what 
the primary plan paid and what 

How Coordination Works Under the EPO 
Plan 

The primary plan will pay benefits first. The 
primary plans rate will be the allowable expense. 
This is called “Come Out Whole Coordination 
of Benefits.” The primary plan pays its normal 
benefit; the secondary plan pays the difference 
between the allowable expense and the amount 
paid by the primary plan, provided the 
difference does not exceed the normal plan 
benefit which would have been payable had no 
other coverage existed. Generally, the member 
does not incur out-of-pocket costs. 

The computation of “Come out Whole 
Coordination of Benefits is based upon a 
Calendar Year accumulation period. Any unpaid 
benefits accumulated by the secondary plan 
during a Calendar Year can be applied to a 
reserve. The reserve grows when the secondary 
plan benefit is saved because the primary Claims 
Administrator reimburses the member for 
eligible medical expenses in the Calendar Year 
that are not reimbursed in fir111 between the two 
plans normal benefits. This benefit accumulation 
is even applied to allowable expenses that are 
not covered by the secondary plan to the extent 
that they are covered in full or in part by the 
primary plan. The reserve will decrease when 
the secondary plan pays more than its normal 
benefit in order to reimburse the member in full 
for medical expenses. 

This Plan will pay no more than our normal plan 
benefit. (If this Plans benefit is less than or equal 
to the primary plans payment, no payment is due 
by this Plan.) 
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cover routine exams.) 
Primary Paid: _ _  

Example: 

$0 

The Plan receives $100.00 

(Primary plan does not 

Balance: - 
This Plan’s Allowable 
Charge: 
This Plan’s Benefit: 
($20 Co-pay plan) 
Amount Paid: 

New Reserve Amount: 

$ 1 0 0 ~  
---.-“I___-- 

$100.00 

$80.00 

$100.00 ($80 from 
this date of service + 

$20 from the reserve) 
$45.00 

EFFECT OF mDICARE AND 
GOVERNMENT PLANS 

Medicare 

When you become eligible for Medicare, this 
Plan pays its benefits in accordance with the 
Medicare Secondary Payer requirements of 
federal law. If the Employer is subject to the 
Medicare Secondary Payer requirements, this 
Plan will pay primary. 

When This Plan Pays Primary to 
Medicare 

This Plan pays primary to Medicare for covered 
persons who are Medicare eligible if: 

Eligibility for Medicare is due to age 65 and 
the employee has ‘‘current employment 
status” with the employer as defined by 
federal law and determined by the employer. 

Eligibility for Medicare is due to disability 
and the disabled employee has “current 
employment status” with the employer as 
defined by federal law and determined by 
the employer. 

Eligibility for Medicare is due to end stage 
renal disease (ESRD) under the conditions 
and for the time periods specified by federal 
law. 

When Medicare Pays Primary to this 
Plan 

Medicare pays primary to this Plan for covered 
persons who are Medicare eligible if: 

Eligibility for Medicare is due to end stage 
renal disease (ESRD), but only after the 
conditions and/or time periods specified in 
federal law cause Medicare to become 
primary, 

See “How this Plan Pays When Medicare is 
Primary.” 

Important! - Medicare Enrollment 
Requirements 

When this Plan pays benefits frst, without 
regard to Medicare, and the covered person 
wants Medicare to pay after this Plan, the 
covered person must enroll for Medicare Parts A 
and B. If the covered person does not enroll for 
Medicare when he or she is first eligible, the 
covered person must enroll during the Loss of 
Coverage Special Enrollment Period which 
applies to that person when the person stops 
being eligible under this Plan. 

When Medicare pays benefits first, benefits 
available under Medicare are deducted from the 
amounts payable under this Plan, whether or not 
the person has enrolled for Medicare. If 
Medicare pays first, the covered person should 
enroll for both Parts A and B of Medicare when 
that covered person is frst  eligible; otherwise, 
the expenses may not be covered by the Plan or 
Medicare. 

How This Plan Pays When Medicare Is 
Primary 

If Medicare pays benefits first, this Plan pays 
benefits as described below. This method of 
payment only applies to Medicare-eligible 
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Medicare This Plan - 
Eligible or $1,000 $1,000 
Covered 
Expenses 
Deductible ($912) ($300) 
(Part A) 
Amount Subject $88 $700 

BenefitRate . x .a0 x .80 
.____.-_ Result $70.40 $560 

to Coverage _-.-._.I- 

individuals. It does not apply to any covered 
person unless that covered person becomes 
eligible under Medicare and Medicare is the 
Primary payer. 

Amount Subject 
to Coverage 
Benefit Rate 
Result 

First, this Plan determines the amount of charges 
for Eligible or Covered Expenses according to 
the terms of the Plan. However, the amount of 
Eligible or Covered Expenses is based on the 
amount of charges allowed under Medicare rules 
instead of the Allowable Amount as defined by 
the Plan. This amount becomes the “Plan 
benefits”. Then, this Plan subtracts the amount 
payable under Medicare for the same expenses 
from the Plan benefits. This Plan pays only the 
difference (if any) between the Plan benefits and 
Medicare benefits. 

$890 $700 
x .80 x .80 
$7 12 $560 . 

The following examples will illustrate how the 
Plan coordinates with Medicare: 

Example 1: 

Assume you incur $1,000 worth of eligible 
medical expenses under the method of 
determining the Plan% Eligible or Covered 
Expenses as described above and the Medicare 
rules. Further assume you are eligible for 
Medicare, that Medicare Part B pays first and 
that it pays eligible claims at 80% after a $110 
Deductible. 

, 

Eligible or 
Covered 

$300) 

The Plan would pay nothing, because Medicare 
paid more than the Plan would pay if you had 
not been covered by Medicare. 

Example 2: 

The Plan would pay $489.60, because Medicare 
did not pay as much as the Plan would pay if 
you had not been covered by Medicare. 

The amount payable under Medicare which is 
subtracted from this Plan’s benefits is 
determined as the amount that would have been 
payable under Medicare when Medicare is 
primary even if: 

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

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

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

The services are provided in a Veterans 
Administration facility or other facility of 
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the federal government. Medicare benefits 
are determined as if the services were 
provided by a non-governmental facility and 
covered under Medicare. 

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

Government Plans (other than Medicare 
and Medicaid 

If you are also covered under a Government 
Plan, fhis Plan does not cover any services or 
supplies to the extent that those services or 
supplies, or benefits for them, are available to 
you under the Government Plan. 

This provision does not apply to any 
Government Plan which by law requires this 
Plan to pay primary. 

A Government Plan is any plan, program, or 
coverage other than Medicare or Medicaid 
which is established under the laws or 
regulations of any government, or in which any 
government participates other than as an 
employer. 

Refund of Overpayments 

If the Claims Administrator pays benefits for 
expenses incurred on account of you or your 
dependent, you or any other person or 
organization that was paid must make a refund 
to the Claims Administrator if: 

All or some of the expenses were not paid 
by you or did not legally have to be paid by 
you or your dependent; 

A11 or some of the payment made by the 
Claims Administrator exceeded the benefits 
under this Plan; or 

If all or some of the expenses were 
recovered from or paid by a source other 
than the Plan as a result of charges against a 

third party for negligence, wrongful acts or 
omissions. 

If the refund is due from another person or 
organization, you or your dependent agrees to 
help the Claims Administrator get the refund 
when requested. 

If you or your dependent, or any other person or 
organization that was paid, does not promptly 
refund the full amount, the Claims Administrator 
may reduce the amount of any future benefits 
that are payable under this Plan, 

DISCLOSURE AUTHORIZATION 

If you file a claim for benefits, it will be 
necessary that you authorize any health care 
Provider, insurance Claims Administrator, or 
other entity to fixnish the Claims Administrator 
all information and records or copies of records 
relating to the diagnosis, treatment, or care of 
any individual included under your coverage. If 
you file claims for benefits, you and your 
dependents will be considered to have waived all 
requirements forbidding the disclosure of this 
information and records. 
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TERMINATION OF COVERAGE 

The Claims Administrator for the Plan is not 
required to give you prior notice of termination 
of coverage. The Claims Administrator will not 
always know of the events causing termination 
until after the events have occurred. 

Termination of Individual Coverage 
Coverage under the Plan for you andlor your 
dependents will automatically terminate when: 

0 You terminate employment with Atmos; 

0 Your contribution for coverage under the 
Plan is not received timely by the Plan 
Administrator; 

You elect to discontinue coverage; or 

A dependent ceases to be a dependent as 
defined in the Plan. 

The Plan Administrator may refuse to renew the 
coverage of an eligible employee or dependent 
for fraud or intentional misrepresentation of a 
material fact by that individual. 

Coverage for a child of any age who is 
medically certified as disabled and dependent on 
the parent will not terminate upon reaching the 
limiting age if the child continues to be both: 

Disabled; and 

0 Dependent upon you for more than one-half 
of his support as defined by the Internal 
Revenue Code of 1986, as amended. 

Disabled means any medically determinable 
physical or mental condition that prevents the 
child from engaging in self-sustaining 
employment. The disability must begin while the 
child is covered under the Plan and before the 
child attains the limiting age. You must submit 
satisfactory proof of the disability and 
dependency through your Plan Administrator to 
the Claims Administrator within 31 days 

following the child’s attainment of the limiting 
age. As a condition to the continued coverage of 
a child as a disabled dependent beyond the 
limiting age, the Claims Administrator may 
require periodic certification of the child’s 
physical or mental condition but not more 
frequently than annually after the two-year 
period following the child’s attainment of the 
limiting age. See also the description of eligible 
dependents in the subsection entitled 
“ELIGIBILITY FOR DEPENDENTS” in the 
“ELIGIBILITY AND PARTTCWATION” 
Section of the Benefit Booklet. 

Terminntwrt of the Group 
The coverage of all Participants will terminate if 
the group is terminated in accordance with the 
terms of the Plan. However, see the subsection 
entitled “CONTINUATION OF HEALTH 
COWRAGE UNDER COBRA” in this 
“TERMINATION OF COVERAGE” Section 
of the Benefit Booklet. 

COVERAGE CONTINUATION 
DURING ACTIVE DUTY IN THE 

UNFORMED SERVICES 

A “ITSERRA Leave” is a leave of absence taken 
by an employee for a call to military duty that is 
protected by the Uniformed Services 
Employment and Reemployment Rights Act of 
1994, as amended (“USERRA”). Unless 
otherwise provided by Atmos’ Military Leave of 
Absence Policy, the fallowing rules apply under 
TJSERRA: 

If you return from a IJSERRA Leave, you may 
reenter the Plan immediately upon return, and 
you shall receive the same benefits as existed 
before your USERRA Leave, subject to any 
changes that effected the work force as a whole, 
immediately upon return. You and your 
dependents covered under the Plan may 
continue to be covered under this Plan during 
your USERRA Leave by paying the portion of 
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