





hey Juestion

WEAT If 1| GET SICH OR HURT?

Most people consider their medical coverage to be the most important
employee benefit they have. The company provides you with this key
benefit to help keep you healthy and ensure your peace of mind, Not
only does the medical plan assist you with the expense of medical bills,
it also helps male sure you receive the maost appropriate, cost-effective

<are.
WHEAT IF | MEED VISIGHM CARE?

In the face of sudden danger, our first impulse is to protect our eyes.
When it comes to maintaining a sound, healthy body, it’s plain to see that
vision care is a key concern. That's why the company also provides you

with vision care benefits as part of your overall health care coverage,

Both your medical and vision care benefits are described in this booldet.
Each has a separate section that summarizes what the plan covers and

its major provisions,

THE MEDICAL AKRD VISION CARE PLANS ARE KE¥S TO
YFOUR GOOD HEALTH.

This bookiet is a “summary plan
description” (SPD) of the comﬁany
medical and vision care plans for
salaried employees,

Eligibilizy for benefits and the
actual amount of benefit pay-
ments are determined by the legal '
plan document and laws that
govern each benefit plan. This
booklet describes the plans in
easier-to-read, simplified terms.

It cannot cover every detail of the
plan. If there is any conflict
between the description in this
bublication and the legal plan
document, the plan document will
be foflowed.

The plan administrator, Peabody
Holding Company, Inc., maintains
the right to interbret the terms of
this plan, and its interpretations
will be fingl.

The company intends to maintain
these plans for salaried employ-
ecs, but reserves the right to
change or end the plans at any
time, within the terms of the plan
documents. This booklet is not a
guarantee of employment or an
employment contract.
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ey Hightights

Medical and vision care coverage

WHO IS ELIGIEBLE: Alifull-time salaried employees and their eligible dependents. You
are automatically enrolled for medical and vision care coverage when you are hired.
Coverage begins on the date you begin worlk, You are also eligible for medical cover-

age after retirement, if certain conditions are met. (See page 7 for more information.)

WHAT IS COVERED: The medical plan covers a wide variety of medical services and
supplies. There are special provisions for prescription drugs, home health care, hos-
pice care and treatment of mental illness and substance abuse. (See page 9 for more

information.)

The vision plan covers a vision exam and new lenses (if needed due to a significant pre-
scription change) and frames once every 24 months. (See page 32 for more informa-

ton.)

€GSY 7O YoUB: You pay no premiums—currently the company provides you with

vision and medical coverage with no premium contributions from you.

However, you do share in the cost of the treatment you receive by paying deductibles,
copayments and a percentage of expenses. What you pay depends on the type of care

you receive and where you receive it. (See page 9 for more information.)

The medical plan has a cap, or out-of-pocket maximum, on the amount you pay for
most covered expenses. This maximum is $1,250 for one person in one calendar year,
and $3,000 combined for alf covered family members per calendar year. (See page 15

for more information.)

The vision plan pays up to a specified amount for covered expenses. You pay any

remainder. (See page 32 for more information.)

MAKEMUN BRENEFIT ARGUNT: Ingeneral the medical plan pays a fifetime maxi-
mum benefit of $1 million per coverad person as of March 1, 1990. (This is adjusted
annuaily based on the Health Cost Component of the Consumer Price Index. In
£994, the maximum was $1,350,000)) However, additional restrictions apply to hos-
pice care and treatment of mental illness and substance abuse. (See page 16 for more
information.)

Maximum benefits for the vision plan are listed on page 32,




IF YoU LEAVE THE COMPAMNY: Your coverage generally ends, although under
some circumstances you may be eligible for continued coverage under the federal law
known as COBRA. The medical plan {(but not the vision plan) also contains special
provisions for continuing coverage in the event of a reduction in the work force, or
for your surviving dependents in the event of your death. (See page 40 for more
information.) The medical plan {but not the vision plan) may also allow you to con-
vert your coverage to an individual insurance policy if your company-provided cover-

age ends. (See page 43 for more information.)

OTHER HEY BOINTS: You are free to receive your care from any provider you wish,
but your share of costs for the medical plan will be less if you use providers that are
members of the plan’s “participating provider” networks. These networks include

hospitals, physicians and pharmacies. (See page {0 for more information.)

The medical plan includes a Coordinated Care Options program that worls with you
and your doctor to review your care and avoid unnecessary hospitalization. The pur-
pose of the program is to make sure you receive the most appropriate, cost-affective

care for your condition. (See page || for more information.)

The medical plan's coverage for a “pre-existing condition”—a condition you had
before becoming covered under this plan—may be limited untif you have been cov-

ered by this plan for 2 certain number of months. (See page 8 for more information.)

If you are also covered by another medical or vision care plan, the company's plan will
coordinate with the other plan to avoid duplicate payments of benefits. (See page E1)

for more information.)




Fligibitty and Enraltment

f you are a full-time salaried
employee, you are eligible

for medical and vision care

coverage as of your date of
employment. If you are not at work on
your date of employment, your coverage
becomes effective on the date you are at

worle

You are automatically enrclled for medical
and vision care benefits. The plan currendy

requires no contributions.

Special provisions for medical coverage only:
If you are not actively working but you are
receiving company-paid continuation of
your salary, or benefits from the company’s
long-term disability plan for salaried
employees, you remain eligible for medical

coverage.

When you retire, you and your depen-
dents may remain eligible for medical cov-
erage if, on the date you retire, you are at
least age 55 and have completed at least
10 years of service. To be eligible for cov-
erage as 2 retiree, you must choose to
begin receiving retirement benefits from
the company’s retirement plan within 3|
days following the date you stop working

for the company.

ELIGIBILITY FOR YOER
BEPENDENTS

Your eligibie dependents become covered
by the plan at the same time you do.
Dependents you acquire after you have
been eligible—by marriage or birth, for

example—will be covered on the date you

acquire them, provided they are enrolled
within 31 days of that date. However, if a
dependent is hospitalized on his or her
eligibility date, coverage for that person
does not become effective until the day
after he or she is discharged from the
hospital. (This provision does not apply to
a newborn or adopted child who becomes
eligible and is enrolled after you are

already covered.)
Your eligible dependents include:
B= Your spouse.

B> Your unmarried children under
age 19,

Bz Your unmarried children up to the
day they attain age 23, if they are full-
time students,

B Your unmartied children of any age
who are incapable of supporting
themselves due to a mental or physi-
cal disability and are completely
dependent upon you for financial sup-
port. The disability must have
occurred before age |9 (or age 23 ifa
full-time student) while the child met
the definition of a dependent child.
“Supporting” the child also includes
having the child live with you or con-
fined to an institution for care or

treatment.

Children wha are eligible as dependents

include:

B Your natural child.

Full-time salaried emplogees are
Eliitle for medlical and vision
LAFE COVEraYE.
>
Loverage begins when you
fegin work,

e

Fou may alsn cover your

ellpilfe dependents.




Benefits from the medical

glan may be fimited for o

[re-gnisting condiiion.

EB» Your stepchild.

ms Your legally adopted child, or 2 child

placed with you for adoption.

= Your grandchildren or other children
who live with you in a regular parent-
child relationship, provided you have

tegal guardianship.

The child must normally reside with you
and you must regularly provide one-half of
his or her annual support. However; the
plan will also cover a child for whom you
have been named in a qualified medical

child support order.

Mo eligible employee may be covered as a
dependent, and no one may be covered as

a dependent of more than one employee.

LIMITATIONS FOR PRE-EXISTING
COMDITIGKS

Benafits from the medical plan may be lim-
ited for a pre-existing condition. A pre-
existing condition is an injury, pregnancy or
illness, whether or not diagnosed, for which
consultation or treatment (including pre-
scribed drugs or medicine) was received
during the three months before the effec-

tive date of your medical coverage.

if you or your covered dependents have 2
pre-existing condition, benefits for that
condition or any related conditions will be
limited to $1,00G per condition until one

of the following occurs:

g for ¢ dependent: The individual has
been continuously covered by the

plan for 12 consecutive months.

me If you have the pre-existing condition and

are an active employes; You have been

continuously and actively at work and
covered by the plan for six consecu-

tive months.

These limitations do not apply to the

vision care plan.




Your Medical Benefits

BEREFITS AT A GLARCE

BEBUECTIBLES YOU BRY
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pay for most covered expenses)
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The plan offers you the
appertumity to redice yoer cost
fur medical eupenses through
thrag participating provider
arrangements. If you receive
£are or supplies from certain

Jroviders, your cost

will be fess.

i e LA T LTSS

(no deductible or aut-of-pockst maximum)

| PRESCRIPTION BPRUGS, AMOUNT THE PLAN PAYS

T,
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PARTICIFPATING PROVIDER PHARRACY

e

BRAND NAME

300

GENERIC

i HOHPARTICIPATING PROVIDER PHARMACY

LIEETEAE MANEMUM BENEFIT THE PLAN PAYS
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INDEXED ANNUALLY FOR INFLATION 1
(IN 1994, LIMIT WAS $,350,000) 3
{NO MORE THAN $50,000 FOR Z
MENTAL HEALTH AND
SUBSTANCE ABUSE)
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L N TR oA A AR AR T

Participating Blue Cross and Blue Shield physicians dnd hospitals agree to accept a spedial rate.
Coverage for other providers is limited to reasonable and customary expenses. See the section called

Participating providers on this page.

All hospitalization and certain other tybes of care must be approved under a Coordinated Care Options
program. Benefits may be reduced if you don’t comply. See the section cafled Coordinated Care
Options (CCO) program and hospical precertification on page i

Benefits for prescription drugs are provided through a separate program administered by PCS Health
Systems, Inc. See the section called Prescription drug benefits on page 19.

PARTICIPATING PROVIDERS

The plan offers you the opportunity to
reduce your cost for medical expenses
through three participating provider

arrangements.

The preferred hespifal pregram
Certain hospitals have agreed to provide
their services under terms that reduce
casts for both you and the company. You
may go to any hospital you choose to
receive medicat care, but when you use a
hospital on the preferred hospital list, you
will pay a lower hospital copayment.Your
hospital copayment will be $50 for pre-
ferred hospitals, and $150 for other hospt-
tals. The preferred network includes most

Blue Cross participating hospitais.

Contact your benefits department for a

list of preferred hospitals.

Blee Cross and Blue Shield
parcicipating piysicians

Blue Cross and Blue Shield has contracted
with physicians that have agreed to file
your claims for you, and to charge fees
that Blue Cross and Blue Shieid has deter-
mined to be “usual, customary and reason-
able” This means that for covered ser-
vices, the provider will file the claims
directly with the plan, and bill you only for
the deductible and your percentage share

of expenses.




Farticipating provider pharmacy
Bregrain

Prescription drug benefits are provided
through the participating provider pharmacy
program. Pharmacies participating in the
network have agreed to provide discounts
for employees covered by the company
medical plan. In addition, the plan pays
higher benefits for prescriptions purchased
from a participating pharmacy, and you do
not have to file a claim. A list of partici-
pating pharmacies is available from your
benefits department.

If you purchase prescriptions from a non-
participating pharmacy, you will still
receive your benefits, but you may have to
pay the full cost of the drug up front and
file a claim for reimbursernent. Benefits
the plan pays for prescription drugs are
explained in the section Prescription drug

benefits on page 19.

The participating provider networks serve as
independent contractors to the company. For
this reason, the company cannot guarantee
the availabifity or quality of care and is not
fiable for any act or omission of any provider.

COOCRDINATED CARE OPTEONS
(€CcO) PROGRAM AND HOSPITAL
FEECERTEFICATICON

The Coordinated Care Options (CCO)
program is administered by Alliance Blue
Cross Biue Shield. Under this program, all
hospital admissions must be reviewed by
the coordinated care options program in
advance. This allows CCO to “precertify”
{authorize in advance as being medically
necessary) the length of stay required and
make sure that the inpatient hospitaliza-

tion is medically necessary.

Precertification is also required for home
health care, care in skilled-nursing facilities

and hospice care.

Your benefits will be reduced if you do
not follow the program guidelines.

The Coordinated Care Options program’s
goal is to ensure that you receive the
most appropriate, cost-effective, quality
care for your condition,
Precertification for inpatient
admissions

To request precertification, simply call the
CCO precertification number given in the
section called How to contact Coordinated
Care Options on page i4. Registered pro-
fessional nurses will carefully evaluate the
proposed hospitalization. If the nurse
determines that inpatient hospitalization
does not meet the guidelines for medical
necessity, a consulting physician will be
asked to review the case and make a

determination.

Iif you do not call CCO before you or a
family member is admitted for an elective
hospitalization, your covered hospital
charges will be reduced by an additional
$200. This amount does not count
toward the deductible, hospital copayment

or your out-oi-pocket maximum.

if the hospitalization is for an emergency,
you do not have to notify CCO in
advance, but must do so within two working

days. Otherwise, the same $200 penalty
witl apply.

To be considered an emergency, the
patient must be admitted for a condition
or bodily injury that occurs suddenly and
requires immediate care because of

impending danger to the patients life.

A taspital admissions must e
reviewed by the cosrdinated
care qptians program {G60) in
aavance. Your bengfits will fe
redused 1f yow oo not follow the
Jrogram guidelines.
e
I you do nat call 100 before
haspitalization that s not an
EErJEncy. jour covered
haspital chargas will b redvced
by an additional J200
£vEn I 1t 5 an Bmergency, you
must notify 00 within fwe

warking days.




Fou st cafl G40 in advance for
anproval af fhome health care,
£are i g shilled-nursing foeihy
and haspice care. o bengfiis
are provided for these services
tiless they fave been agproved
85 medlically necessary by (LU
)

Frecertification alone does aot

Jusrantse coverage.

If CCO does not receive a call requesting
precertification for inpatient care and later
determines that the care was not medically
necessary, the medical plan will not pay any
charges related to the hospital admission.
If CCO determines that the care should
have been provided on an outpatient basis,
CCO will aliow the charges that would
have been covered for outpatient care. Any
inpatient-related charges, such as charges
for room, board and physician visits, will

not be eligible for benefits.

if you call for precertification but
€CO does not approve an inpatient
stay

lt might happen that you call to request
precertification for inpatient care, but
CCO determines that care can be
received on an outpatient basis. [f you
receive inpatient care anyway, the plan will
only cover those charges that would have
been covered if the care had been provided

on an outpatient basis.

Precerfificatien of extended care
services

You must call CCQO in advance for
approval of home health care, care in a
skilled-nursing facility and hospice care. To
request precertification, simply call the
CCO precertification number given in the
section called How to contact Coordinated

Care Options on page 4.

No benefits zre provided for extended-
care services unless they have been

approved as medically necessary by CCO.

Brecertification alone dees Kot
sxaraniee covVgrage

The purpose of precertification is to make
sure inpatient hospitalization and extended
care services are medically necessary—it

is not a guarantee of benefits or payment.

When CCO approves your admission or
extended care, this does not guarantee
that our plan will provide benefits for your
expenses. The nurses at CCO check to
determine the medical need for an inpa-
tient admission or extended care, but they
cannot verify each coverad person’s bene-
fits or coverage limitations before autho-
rizing the care. This may affect your eligi-

bitity for benefits.

For example, the care could be for a cos-
metic condition, and the plan may pay only
limited benefits or none at all. CCQ may
not |earn that the care was for a cosmetic
condition until it later reviews the
patient’s medical records. Therefore,
please keep in mind that benefits cannot
be determined until the patient’s medical

records are received.

When you request precertification, in
most cases your admission will be
approved. However, sometimes the
reviewing nurse may suggest a fess costly
alternative, such as having a surgical proce-
dure performed on an outpatient basis or

in an ambulatory surgical center.

The reviewer will also try to make sure
you aren't charged for a longer inpatient

stay than is necessary, by:

B Suggesting that tests be performed on
an outpatient basis before your inpa-

tient admission.




g Discouraging a weekend admission
{because much non-emergency
testing and treatment is less fikely to
be performed over the weekend

anyway).

B Encouraging admission on the morn-
ing that surgery is to be performed.
Receriification for extending an
inpatien¥ stay
¥When CCO authorizes an inpatient
admission, the reviewing nurse may assign
the number of days that are commonly
needed for inpatient care. If a physician
believes it is medically necessary for you
to receive inpatient care longer than origi-
nally authorized, you are responsible for
obtaining approval for the additional days
through CCO. (See How io contact
"Coordingted Care Options on page 14.)

if you de gt call for receriification
If CCO approves a specific length of stay,
but you stay for a longer period without
requesting approval of the additional days,
your benefits may be reduced for the

additional days you receive care.

Bz If CCO later determines that the
additional days of care were medically
necessary, eligible expenses will be

covered by the plan.

g |f CCO later determines that the
addicional days of care were not med-
ically necessary, the plan will not pro-

vide any benefits for those days.

¥ ror cgif For recertification but €CO
gocs nof approve additienaf davs

if CCO receives a call requesting approval
of additional days of care, and CCO deter-
mines that additional inpatient care is not
medically necessary, the plan will not pro-

vide any benefits for the extra days.

Concurrent review

in many cases, CCO will review the med-
ical necessity of an admission and the
need for continued treatment while you
are still hospitalized, This is called “con-

current review.”

If it is determined that you no longer need
inpatient care, CCO may recommend con-
tinued care in a less costly alternative set-
ting such as a skilled-nursing facility or at
home through a home health agency.
CCO may determine that no medical
necessity exists for inpatient or outpatient

care.

In either case, CCO will issue a letter
stating to you and the provider(s} that the
current care is no longer necessary. You
will be responsible for any charges you incur
that begin the day after you receive the notifi-
cation.

HBetrospeciive review

CCO may perform reviews of certain
inpatient and outpatient claims after they
are paid. This is called a “retrospective
review." Retrospective reviews are done
to ensure care was medically necessary
and to see if any unusual patterns exist in

the treatment.

tndividual case mansgement

In many cases, patients suffering from cata-
strophic or long-term iliness do not require
continuous acute inpatient hospital care. In
fact, such a patient can often benefit from
receiving care in a more comfortable set-
ting, including his or her own home. Skilled
medical services provided in the home may
be more cost-effective than an inpatient
hospita! stay—so care can be provided
tenger without depleting your benefits.

If you are fospitalized for 2
longer period of time than
ariginally appraved by 606, yon
must ahtain 40 5 approval for
ihe antended stay.
e
In some cases, the plan may
Aprove special care in

an environment gther than

7 hospital




o contact L4,
call I-B00-048-6635
and select fntion |

CCO can work with you, your physician,
social workers and home health agencies,
the haspital and your family to provide
high-quality, cost-effective treatment
options on a voluntary basis. This pro-
gram of alternative treatment is catfed

“individual case management.”

Possible candidates for individual case
management may be suggested by Blue
Cross and Blue Shield, physicians, hospital-
discharge planners, other providers of care

or even by the patient’s family.

To be considered eligible for individual
case management, this company madical

plan must be your primary coverage.

If the patient is eligible for individual case
management and an appropriate alterna-
tive treatment plan is developed, the physi-
cizn and the patient’s family must voluntarily

agree to the plan in writing.

Individual case management can provide
continued treatment in place of inpatient
hospital care. It can also help hold down
health care costs and preserve benefits. In
some cases, alternative treatment may be
provided outside of the plan’s standard

benefit coverage.

Heow te coniact Coordinaied Care
Options
When you need to contact CCO, please:

B Call 1-800-848-2625.
B Select Option |.

Business hours are 8 am. to é p.m,,

Monday through Friday.

When you want to request precertifica-
tion, be sure to have the foilowing infor-

mation:

& Your identification number (from your
health plan 1D card).

@ The name and phone number of the

admitting physician.
B The date of admission.

# The name of the hospital or treat-

ment facility.

g The reason for the admission, and
how long the doctor expects you to

be an inpatient.

If you need to contact CCO after business
hours, you may either wait until the next
business day, or call and leave a message
with CCO’s answering sarvice. Please be
ready to leave your name, your identifica-
tion number from your health plan 1D
card, and the telephone number at which
you can be reached during the day. Be
sure to include your area code. Your call
will be returned the next business day.
Have the other information about your
admission ready when your call is

returned.

If necessary, a professional registered
nurse at CCC will contact your physician
or hospital to ebtain more specific infor-

mation about your condition.

If possible, the reviewing nurse wili give
your physician or hospital a verbal deci-
sion immediately. However, if the nurse
determines the admission is not medically
necessary, CCO wilt aslk a consulting
physician to review the case. After this
consulting physician makes a decision,
CCO will notify your physician or treat-
ment facility immediately and send you a
letter informing you whether the admis-

sion has been approved,




if you disagree with €C0's decision

If you or your physician disagrees with any
decision made by CCQ, an appeal may be

submitted in writing within 60 days to:

Coordinated Care Options
National Account Service Center
PO. Box 66989

St. Louis, MO 631 66-6989

The Coordinated Care Options program
gives special attention to our employees
and offers guidance to help coordinate
care. It supports our employees in obtain-
ing the right treatment in the right setting.
CCO also provides educational assistance
with health problems or questions. As an
advocate for our employees, CCO helps
you become wise consumers of health

care,

BERPUCTEBLE

Annual deductible

The annual deductible is the amount of
covered expenses you must pay each calen-
dar year before the medical plan will pay

benefits.

The annual deductible is $250 for each
covered individual per year, and generally
applies to all covered expenses. However,

there are special features and exceptions:

g You will pay nho more than $500
toward the annual deductible in any
one calendar year for all your family

members combined.

B lf two or more covered members of
your family are injured in the same
accident, you only have to meet one
annual deductible for their combined

covered expenses for that accident.

B |f you have covered expenses in the
last three months of a calendar year
that apply towards your deductible,
they may be applied to the next year’s
deductible as well.

# You do not have to meet a deductible
for prescription drug benefits, as
explained under Prescription drug bene-
fits on page 19,

Hespital copayment

Before the plan pays benefits for an inpa-
tient hospital stay, you must pay an addi-
ticnal hospital copayment of $50 if you
are admitted to one of Blue Crass and
Blue Shield's preferred participating hospi-
tals, or $150 for any other hospital.

The hospital copayment is separate from
the annual deductible. You must meet
both before the plan pays charges for an
inpatient hospital stay.

In general,a new hospital copayment
applies to each hospital confinement and
each covered individual. However, there is
this exception: If two or more covered
members of your family are injured in the
same accident, you must meet only one
hospital copayment for their combined
covered expenses for that accident. Also,
if 2 persan is transferred from one hospi-
tal to another; anly the first hospital
admission requires a copayment.

GUT-OF-POCKET MAXINUM

The out-of-pocket maximum provides
additional protection for you by putting 2
cap on the amount you're required to pay
in one calendar year for one person’s cov-

ered expenses,

The annual dedvetible 15 the
amount of covered expenses you
myst pay each calendsr year
hefara the medical plan will
pay henefits. The anmval
feductitle is $250 for each
covered individlyal
Jer jear.

T
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For most types of covered medical
expenses, the plan pays 100% or 80% of
covered expenses after you've met the
deductible and hospital copayments, if
applicable. If your share of covered
expenses (including the deductibie, hospi-
tal copayments and the 20% you pay)
reaches $1,250 for one person in one cak
endar year, the plan pays |00% of any addi-
tional covered expenses incurred by that

person for the rest of that year.

For all covered family members cornbined,
the most you wili pay out-of-pocket for
covered expenses in one calendar year is
$3.000.

The out-of-pocket maximurm, however,

does not apply to the following:

g Expenses that aren't covered by the

medical plan.

® Expenses that are in excess of usual,
customary and reasonable charges or

other plan maximums.

g Penalties for not complying with the
Coordinated Care Options program.

m» Expenses for prescription drugs.

B Expenses for outpatient mental illness

and substance abuse.

@> Expenses that exceed the plan maxi-
mums {including the special limits on
benefits for treatment of mental ill-

ness and substance abuse).

EIFETIME KAKIMUM BEMEFLY

For all covered expenses, the medical plan
pays a lifetime maximum of $1 million for
cach covered person, as of March |, 1990.
This amount is increased annually by the
Health Cost Component of the
Consumer Price Index. In [994, the life-

time maximum was $1,350,000.

For treatment of mental illness and sub-
stance abuse, there is a $50,000 lifetime
maximum per individual. For hospice care
expenses, there is a $10,000 lifetime maxi-
mum per individual. These amounts are
included in the $| million Hifetime maxi-

mum for all benefits.

COVERED MEDICAL EXPENSES

The medical plan will pay benefits only for
the tervices and supplies listed in the fol-
lowing sections. These services and sup-
plies must be prescribed or performed by
a physician for the medically necessary
treatment of a nonoccupational illness,

injury or pregnancy.

The medical plan provides benefits only
for covered expenses that do not exceed
fhe usual, customary and reasonable
charges in the geographic area where the
services or supplies are provided, as
determined by Blue Cross and Blue Shield.
Participating providers agree to accept
these rates, and will not bitt you for cov-
ered expenses other than the deductible
and copayment amounts. For a nonpar-
ticipating provider, you must pay any
amounts that exceed the usual, customary
and reasonable charge, in addition to the
deductible and your percentage share of

expenses, In this situation, the plan’s “hold




harmiess” provision will apply—sece the

section on page 35.

inpatient hospiital benefits

After the deductible and the hospital
copayment have been met, the plan pays
100% of the following covered expenses
for an inpatient hospital stay, provided
CCO has approved the hospitalization, as

explained on page |},

The plan covers charges by a hospital for

the following:

B Room and board expenses in a semi-
private room, including expenses for
intensive care Or Coronary cate units.
Charges for a private room may be
eligible for reimbursement at 95%, if

medically necessary.
B> Special diets.
B General nursing care.

B Use of operating, delivery, recovery,

and treatment rooms and equipment.

em All FDA-approved and appropriately
prescribed drugs and medicines for
use in the hospital, and covered drugs
or medicines sent home foliowing

hospitalization, up to a 30-day supply.
& Dressings, ordinary splints and casts.

B> X-ray examinations, X-ray therapy,

and radiation therapy and treatment,
& lLaboratory tests,
&= Physical therapy.
B> Anesthesia and its administration.

B Processing and administering of blood

and blood plasma to the extent it is

not donated or replaced by or for
the patient,

e» Chemotherapy.

&= Renal dialysis therapy administered

according to Medicare regulations.

mr Dental care due to accidentai bodily
injury or oral dental surgery when a
physician, other than a dentist, certi-
fies that hospitalization is necessary
to protect the life or health of a
patient because of a specific medical

condition.

B» Ground transportation in an ambu-
lance to the hospital when medically
necessary and when the patient is
admitted. Air ambulance charges are

also covered for:

B Transportation from a remote area
to the first, nearest hospital where

treatment can be given,

B Transportation to a hospital in the
event of a life-threatening acciden-
tal injury or sudden, life-threaten-

ing illness.

In addition, the medical plan covers the
following physician services during inpa-

tient hospitalization:

B Up to one hospital visit per day by
the admitting physician, and up to one
visit per day by a physician treating
another condition, until the day of

surgery.

E= Administration of anesthesia, when
administered by a certified nurse
anesthetist or a physician other than
the operating surgeon or assistant

SUrgeon.

far all covered expenses, the
metical plan pays 2 lifefime
mawimum of §1 million (advsted
annually] for each covered
person. However, this includes
smaller special hmits for
treatment of mental lness

andl suhstance abuse and for

haspice care.




@ Services of a radiologist or patholo-
gist.

Speciel sutpatient benefits

After the deductible is met, the plan pays

100% of covered expenses for the fallowing

services provided by a hospital’s outpatient

departrment, in an ambulatory surgical

facility or in a physician’s office:

B Services provided within five days of

an accidental injury.

B Treatment in connection with and on
the same day that outpatient surgery

is performed.

B Emergency medical treatment if you
are confined to the hospital within 24

hours of outpatient medical treatment.

B Pre-admission testing that is required
for a hospital admission, if performed
within seven days of the scheduted

admission.

The plan also covers the following physi-
cian services in connection with outpa-

tient care:

g Administration of anesthesia, when
administered by a certified nurse
anesthetist or a physician other than
the operating surgeon or assistant

surgeon.
@» Services of a radiologist or pathologist.

@ Services of an emergency room

physician.

Surgicaf benefits

After the deductible is met, the plan pays
100% of usual and customary covered
expenses for the surgical services

described in this section, when performed

on an outpatient basis or during a hospital
stay that has been approved by CCO, as

explained on page 1.

B> Surgical procedures, including custom-
ary preoperative and postoperative
services, performed by a physician or
surgeon. (Voluntary sterilization
surgery is covered but reversal of

sterilization surgery is not.)

B The necessary services of an assistant
surgeon who actively assists the

physician in surgery when:

B You or your covered dependent is

hospitalized.

B The type of surgery requires

assistance.

B The services of interns, residents

or house officers are not avaifable.

B Payment for assistant surgeons will
be at 25% of the primary surgeon’s
usual, custemary and reasonable

charge.

e Medical supplies required for surgery in
2 hospital, a hospital’s outpatient
department, a physician’s office or a

freestanding ambulatory surgical facility.

#» Vvhen more than one surgical proce-
dure is performed at the same opera-
tive session and through the same inci-
sion, payment for the secondary pro-
cedures will be limited to 50% of the
usual, cuscomary and reasonable
charge that would apply if the proce-
dures were performed independently.
However, additional charges for “inci-
dental surgary” are not covered.
Incidental surgery is a procedure that




is usually included in the primary
surgery charge.

® Oral dental surgery due to an acci-
dent, impacted teeth or alveolectomy,

e Surgical benefits for the following pro-
cedures may be covered, subject to
approval by CCO:

B Surgery for treatment of temporo-
mandibular joint dysfunction {TM])

if necessary to reorient the joint.

# Reduction mammoplasty, if medically

necessary (not cosmetic).

B Obesity, if you or your covered
‘iﬁt dependent is 160% or more of the
72 desirable weight and conservative
-.jatherapies have been tried and
proven unsuccessful, and CCO has
given prior authorization for the

surgery.

& Cosmetic or reconstructive

surgery required for:

Repair of defects resulting from
an accident that occurred while
the patient was covered under
the plan.

o

Replacement of diseased tissue
that was surgically removed
while the patient was coverad
under the plan.

¥ Treatment of a birth defect.

HBenaged second surgicsl opinion

To reduce the risk of unnecessary surgery,
the medical plan has a managed second
surgical opinion program as an optional
benefit. i your physician recommends
surgery, you may call CCO to see whether

a second opinion is recommended. CCO

will consult with a consulting physician and

malke a recommendation.

If CCO recommends a second surgical
opinion, the medical pian will cover 100%
of the usual, customary and reasonable
charge for the second opinien, after the
deductible.

Expenses for a second or third surgical
opinion that is not recommended by
CCO are covered at 80% after the
deductible.

When yau £l 2 presription at 8
Jarticipating pharmacy, the plan

Breserviption drig benefits
All benefits for prescription drugs are pro-

will pay 854 of the cost of 4

vided through your local participating _
drand-pame drug, or 30% of the

provider pharmacy netwark. You are free

to obtain your prescriptions from pharma-

cast af 3 jeneric druy,

cies that are members of the participating
provider pharmacy network, or from non-
network pharmacies. However, your ben-
efits are paid through PCS Health Systems,
Inc, and they are higher if you use partici-
pating pharmacies. No deductible appiies,
and benefits are paid as follows.
Participating provider pharmacy
network

Pharmacies participating in the network
have agreed to provide discounts for
employees covered by the company med-
ical plan. You can alsc save money by
using generic drugs instead of brand
names when possible—when your doctor
gives you a prescription, ask if generi¢ sub-

stitution is an option.

When you fill a prescription at a partici-
pating pharmacy, the plan will pay 85% of
the cost of a brand-name drug, or 90% of
the cost of a generic drug. Additionally,
you may not have to file a claim when
using a participating pharmacy—the phar-
macy will usually file the claim directiy




flstz that not all pharmacies
displaying the P45 lage are
inchided in the participating
pharmacy networt. oo may
plitain 7 fist of particpating
pharmacies fram your bengfits
separtment
e
Jnly preseription medicings ond
certain diabetic supphes are
eligible for prescription dre
fenefits. Jame preseriition

drugs reguire prior geroval
from G40

with PCS for reimbursement. Simply
show your health plan ID card to the
pharmacist, and you will pay only your
percentage share that applies to the dis-

counted price for the drug.

Note that not all pharmacies displaying the
PCS logo are included in the participating
pharmacy network. You may obtain a list
of participating pharmacies from your ben-

efits department.

MNonparticipating pharmacies

If you purchase prescriptions from a phar-
macy that's not a member of the partici-
pating provider pharmacy network, you
will have to pay the fult cost of the drug
up front and file a claim for reimburse-

ment through PCS.

The plan pays 80% of the cost of brand-
name ol generic prescription drugs pur-
chased from a nonparticipating pharmacy.
Since you pay 20% of the cost of the drug,
you can still save money by talking to your
doctor about using lower-cost generic

drugs whenever possible.

You can obtain prescription drug claim

forms from your benefits department.

Covered drugs

Only medications and drugs requiring a
written prescription from a physician and
dispensed by a licensed pharmacist are
covered—plus insulin and diabetic supplies
such as syringes, lancets and glucose

sticks.
The plan does not cover expenses for:

g» Cosmetic products (such as topical
applications for treatment of acne or
wrinkies). If a drug such as Retin-A is

prescribed for a person over age 26,

you will be required to furnish proof

of medical necessity.

g Any drug that is experimental or
investigational, or one that is being
used for a treatment that has not

received final approval from the FDA,

2= Any drug covered by workers'

compensation.

gz Digestive aids {unless they are needed
to sustain a patient’s life), minerals or
other dietary supplements, taken
orally or injected, regardless of
whether they are prescribed by a
physician. However, vitamins pre-
scribed for certain conditions, such as
prenatal vitamins, may be eligible if
approved by CCO.

B> Prescriptions for birth control devices
or birth control pills {unless these are
being used for other than contracep-
tive purposes, and pre-approval has
been given by CCO).

Certain drugs require prior approval from
CCO. If your doctor prescribes any of
the following, you must contact CCO at
[-800-848-2625 and receive a prior autho-
rization before the plan will pay benefits

for:

g= Contraceptive medication. (Covered
only with specific diagnosis and when
medically necessary. Drugs used for

birth control are not covered.)
B Smoking-cessation ajds.
B Prescription vitamins.

g Rogaine or Minoxidil.




B> Retin-A.

B> Anorectics.

@ Growth hormones.
B> Fertility drugs.

if you have other group health coverage
for prescription drugs—through your
spouse’s employer, for example—refer to
the Claims procedures section on page 33
for information about how to submit your

claims.

Home health care

The medical plan pays for hame health
care that follows inpatient hospital treat-
ment if approved in advance through
CCO. (See the section called How to con-
tact Coordinated Care Options on page [4.)
For home health care that is a necessary
alternative to continued hospitalization,
the plan pays 100% of covered expenses
after you meet the annual deductible.

Eligible expenses from an authorized
home health care agency include:

& Part-time or intermittent nursing

services,

me Physical, occupational or speech
therapy.

e Medical and surgical supplies that
would also be covered as a hospital

inpatient expense.

B Prescription drugs for IV infusion

therapy or injections.

However, the following coverage limita-

tions apply:

2> The home health care must be for
the continued treatment of the same
condition for which the patient has
already received inpatient care. It
must begin within 21 days after the
patient is discharged as an inpatient
from a hospital or skilled-nursing
facility, for treatment that was cav-

ered by the plan.

& The home health care must be pro-
vided according to a plan of treat-
ment established by the patient’s
physician and approved through CCO.

8 The patient must be homebound for
health reasons, but the patient may
leave home occasionally to obtain
outpatient hospital care that cannot
be provided at home, or to obtain
care from a licensed heaith care

professional.

Benefits for home health care are not pro-

vided for:
B Private-duty nursing.
&> Dietary services or food.

B» Homemaler services (housecleaning,

preparation of meals, etc.).

B> Convalescent, custodial, maintenance

or domiciliary care.

& Purchase or rental of dialysis

equipment.

B Care for mental illness, alcoholism or
drug addiction.

The medica] plan pays for
foine health care that follous
inpatient haspital trestment if
proved in avance
thragh (24
=
for fome health care that is 2
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flan pays 1008 of covered
expenses after you megt the

annual dedvctible
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Hespice care

Hospice care means care that relieves
pain and meets the basic life-supporting
needs of a covered person whe is termi-
nally ill and has 2 life expectancy of six
months or less. The purpose of the ser-
vice is to provide care for the patient
without attempting to prolong his or her
life.

A hospice provider is a hospital, home
heaith care agency or other provider that

may legally provide hospice care.

After the deductible has been met, the
plan pays 100% of the reasonable and cus-
tomary charges for covered hospice care
expenses that are described in this sec-
tion. This is subject to the following spe-

cial limitations:

g All hospice care benefits are limited
to a lifetime maximum of $10,000.

@s The care must be provided according
to a physician’s written treatment
plan that has been approved in
advance by CCO. (See the section
called How to contact Coordinated Care

Options on page 14.)

m Counseling for the family is covered

up to a maximum of $200.

Benefits for hospice care are not provided

for:

e Care given by volunteers wha da not

usually charge for their services.
ge» Pastoral services.

m Homemaker services (housecleaning,

preparation of meals, etc.).

B> Food or home-delivered mezls.
e» Care to prolong life.

me Expenses incurred by famiily members
for temporary relief away from the

patient (respite care).

skilled-nursing facility

Care from an approved skilled-nursing
facility is covered at |00% after the
deductible. Benefits are subject to the fol-

lowing limitations:

g The care must be for the continued
treatment of the same condition for
which the participant previousiy
received inpatient hospital care, and
the patient must have been trans-
ferred directly to the skilled-nursing

facility from the hospital,

g The care must be provided according
to a physician’s treatment plan and
approved in advance by CCO. (See
the section called How to contact

Coordinated Care Options on page 14.)

g The care must require the skills of a

registered nurse.

B The care must be likely to resuit in a
significant improvement in the
patient’s condition. {Custodial care is

not covered.}

me 1he degree of care must be more
than can be given in the patient’s
horme, but not so much as to require

acute hospitalization.




Pregnancy

Necessary treatment of pregnancy is cov-
ered in the same way as an iliness or
injury for employees and covered spouses.
All the provisions and limitations of the
plan, inciuding the pre-existing conditions
limitation and the provisions of the
Coordinated Care Options program, also

apply to pregnancy.

Termination of a pregnancy is covered
when necessary to protect the life of the

mother.

Charges incurred by a newborn child for
the hospital nursery and physician visits
while both the mother and the child are in
the hospital will be paid as part of the
mother’s claim. The baby's other charges
will be subject to the annual deductible,
the hospital copayments and all other plan

provisions.

No benefits are provided for the pregnancy
of a dependent child.

Berefits fer ether medical services
After you've met the deductible, the plan
pays 80% of the covered expenses listed in
this section. Benefits increase to 100% of
covered expenses after the out~-of-pocket
maxirnum is reached, as explained in the

Cut-of-pocket maximum section on page 5.

This section of the pilan does not cover
expenses that exceed the maximums given
in other sections. For example, it does
not cover expenses over the $50,000
maximum for treatment of mental iflness
and substance abuse, or the $10,000 maxi-

mum for hospice care.

The following expenses are eligible for
benefits:

2= Hospital expenses that aren’t covered
as inpatient or outpatient hospital
benefits, such as chemotherapy, radia-
tion therapy and kidney dialysis.

B> Expenses you incur at your home, a
clinic, or your physician’s office for the
professional services of a physician or
surgeon, including consuitations by a

qualified specialist.

B» Expenses you incur for the services of
a physician's assistant or nurse practi-

tioner.

B> Expenses incurred for the services of
a registered nurse (RN} or licensed
practical nurse (LPN), when the skills
of an RN or LPN are required.

B The initial pair of eyeglasses after
surgery, if the surgery changes the
refractive ability of the eye.

e Preventive and wellness care services

Sl

B Routine care for newborns and
children under age 5, inciuding rou-

tine impnunizations.

® Pap tests, mammograms, scrreenings
for hypertension and diabetes, and
‘examinations for cancer, blindness
and deafness, and other screening

and diagnostic procedures.

& Routine physician examinations,
except for examinations required
for admission to a school or for

participation in sports. Routine

Necessary treatment of
Jreqaancy 15 covered g the
same way 25 a0 Hiness or

igjary Tor emplayees and

COVErEq 590455,




immunizations are not covered
after age 5, except for influenza

vaccines.

B The fitting of diaphragms or the inser-

tion or removal of an FUD. {Pharmacy
charges for birth control pills or con-

traceptive devices are not covered.)

s Artificial insemination, when medically

diagnosed as ah appropriate treat-
ment for infertility. However, the plan
will cover artificial insemination for
only one of the following, after which

the plan will no longer pay benefits:

» No more than three times within

three consecutive cycles.

@ MNo more than a total of four

attempts within a six-month period.

in vitro fertilization and gamete-

transfer procedures are not covered.

Laboratory tests, radium therapy,

~ X-rays and microscopic tests.

Professional local ambulance services
for transportation to a clinic, medical
center, hospital for outpatient care,
physician’s office or skilled-nursing

facility, when medically necessary.

Blocd and blood derivatives, to the
extent they are not donated without
charge or the hospitaf’s supply is not
replaced by or for the patient.

Prosthetic appliances to replace miss-
ing or nonfunctioning parts of the
body. Covered prosthetic appliances

include:

B Breast prostheses, internal and

external {including a surgical

brassiere, two per year), far recon-

struction after a mastectomy.

Cardiac pacemalkets, atomic or

electronic.

Extraocular and intraocular [enses
to replace either surgically
removed or congenitally absent

crystalline lenses of the eye,

Penile prosthesis in men suffering
impotency resulting from an crganic

disease or injury.
Artificial eyes.
Avrtificial limbs.

Colostomy supplies and other
equipment directly related to

ostomy care.

Electronic speech aids after a laryn-

gectomy.

Urinary collection and retention
systems (Foley catheters, tubes,
bags and so forth) in cases of per-

manent urinary incontinence.,

Hearing aids for children under age

I3 when medically necessary.

Coverage also includes supplies
needed to effectively use a covered
prosthesis (for example, batteries
for an artificial farynx, or stump
socks needed to use an artificial
limb), as well as adjustments,
repairs and replacement of the

device.




Covered expenses for an electronic
prosthetic limb are limited to the
cost allowed for a covered stan-
dard mechanical prosthesis to

replace the same body part,

B Orthopedic devices, including:

B Braces and trusses.

B Custom-made and molded sup-
portive orthotic appliances for the
feet, when prescribed by a physi-

cian,

B Custom-made shoes when pre-
scribed by a physician.

B Up to two pairs of surgical stock-
ings per prescription in a six-
month period, when prescribed by
a medical physician for such condi-
tions as thrombophiebitis, or con-

ditions resulting from surgery.

B> Rental of durable medical equipment

for home use, up te its purchase
price. CCQ, at its option, may instead
approve the outright purchase of the

equipment if it is for long-term use.

Home oxygen equipment, including
stationary and portable oxygen sys-
tems, will be eligible for coverage
according to Medicare guidelines up
o the purchase price. Liquid oxygen
systems, whether stationary or
portable, must be approved by CCO

in advance.

B2 Services of an inhalation therapist in

the paiient’s home, under the orders

of the attending physician.

&= Physical therapy by a licensed physical

therapist that is expected to produce
significant improvement within a two-
month period. Benefits will no longer
be paid when care has become main-
tenance. When the therapeutic goals
of the treatment plan have been
achieved and/or when no more mea-
surable progress is expected, benefits
will cease. Physical therapy coverage
for temporomandibular joint syn-
drome {TM]} follows the same guide-
lines.

Speech therapy, by a licensed speech
therapist, to restore speech that has
been impaired as a result of illness,
surgery or injury. Speech therapy will
also be covered after surgery to cor-
rect birth defects. Devefopmental
delays in learning to talk, the perfec-
tion of speech and educational ser-

vices are not covered,

Occupational therapy for a physical or
severe mental disability to restore the
ability to perform ordinary tasks of
daily living, Benefits will end when
the therapeutic goals of a treatment
plan have been achieved or when no
more measurable progress is expected.
Occupational therapy is not covered
for most mental and chemical-depen-

dency conditions,

Cardiac rehabilitation for up to 12
weels to restore health as much as
possible, through exercise, education
of the patient and reducing risk fac-
tors. To be eligible for benefits, cardiac
rehabilitation must be provided within

|2 months after one of the following:
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B An acute myocardial infarction

{(heart actack).
g Coronary bypass surgery.

B Stable anginz pectoris (heart-

related chest pains).

B> Biofeedbacl therapy, when reascnatle
and necessary for muscle re-educa-
tion of specific muscle groups or for
treating specific muscle abnormalities.
This is net covered for treatment of
ordinary muscle tensicn or for psy-

chosomatic conditions.

&= Treatment of temporomandibular
joint syndrome (TM]) to realign the
joint, and removable appliances and
splints when medically necessary.
Services or supplies in connection
with crowning, wiring or repositioning
the teeth, such as orthodontia, are

not covered.

g Dental care for the initial repair of an
accidental injury to sound natural
teeth that occurs while the patient is

covered under this plan.

B Services of a Navajo medicine man
who is certified by the office of
Native Healing Services and the
Navajo Heaith Authority, or the ser-
vices of a Northern Cheyenne or
Crow medicine man, up to $400 per

covered individual per calendar year.

Mental illness and substance sbuse
After you meet the deductible, the med-
ical plan pays the following benefits for
cavered mental iliness and substance

abuse expenses described in this section.

Inpatient mental illness and
substance abuse

The medical plan covers inpatient mental

illness and substance abuse programs for

up to 30 days per individual per year, not

to exceed $20,000. The annual deductible
and the hospital copayment must be met.

Also, the inpatient care must be approved
by the Coordinated Care Options pro-

gram, as explained on page | .

Cutpatient mental iliness and
substance abuse

For the first $1,000 of covered expenses,
the medical plan pays 80% after the
deductible is met. The plan pays 50% of
the next $1,500 of coverad services.
Expensas over $2,500 per plan yeat are
not covered. Your share of these
expenses does not count toward the cut-

of-pocket maximum.,

Lifetime maximun

The plan pays =z lifecime maximum per
individual of $50,000 for all covered treat-
ment of mental illness and substance

abuse (inpatient and ocutpatient).

Covered services

g Treatment by a registered psycholo-
gist, psychiatrist or ficensed social
worker who is under the supervision

of a psychiatiist or psychologist.

B> Psychotherapy, psychological testing,
counseling, group therapy and
Medicare-approved alcoholism or
drug rehabilitation programs that are
medically necessary, if sources of free

care are not available.




@ Treatment for alcoholism and drug
abuse for emergency detoxification or
any medical treatment required fol-
towing detoxification.

Drugs and medicines requiring the written
prescription of a physician and dispensed
by a licensed pharmacist will be covered
under the prescription drug benefits, and
are not subject to the limitations that
apply to other treatment of mental illness

and substance abuse.

EXCLUSIONS

Certain expenses are not covered by the
medical plan. They will not be reimbursed
and cannot be used to meet any
deductible.

The medical plan does nat pay benefits for

any of the following:

B Convalescent care, custodial, domicil-

iary or sanitarium care, or rest cures.

g [Expenses from a continuous hospital
confinement that began before a per-
son’s coverage under this plan

became effective.
E= Travel expenses.

B Expenses for any services you have no
legal obligation to pay, or for which no
charge wouid be made i you had no

medical coverage.

B Expenses in excess of usual, reason-

able and customary charges.

@ Expenses for the plan’s pemalties for
failure to precertify a hospital admis-
sion, or for hospitalizations that
exceed the length of stay approved by

the coordinated care options program.

Institiztional care, when the covered
individual does not have to be an
inpatient to receive medically effective

care.

Services in connection with any inten-

tionally self-inflicted injury,

Services or supplies in connection
with treatment that the claims admin-
istrator determines to be experimen-
tal or investigational. A drug, device,
procedure or treatment will be
determined to be experimental or
investigational if any of the following
appifes:

B There are insufficiant outcomes
data available from controlled ciini-
cal trials published in the peer
reviewed literature to substantiate
its safety and effectiveness for the

disease or injury involved.

& When required by the FDA,
approval has not been granted for

marketing.

B A recognized national medical or
dental society or regulatory agency
has determined, in writing, that it is
experimental, investigational or for

research purposes.

& The written protocol or written
informed consent used by the
treating facility or any other facility
studying substantially the same
drug, device, procedure or treat-
rment states that it is experimental,
investigational or for research

purposes.

Lertain expenses are ot
cavered by the medical plan.

They will not be reimbursgd ans

cannat b used to megt any
deductible.




Howaever, this exclusion will not apply
if the claims administrator determines

that both of the following apply:

B The disease can reasonably be
expected to cause death within
one year, in the absence of effec-
tive treatment, and all other, more
conventional methods of treatment

have been exhausted.

B The care or treatment is effective
for that disease or shows promise
of being effective for that disease
as demonstrated by scientific data.
In making this determination, the
claims administrator will take into
account the results of a review by
a panel of independent medical
professionals, selected by the

claims administrator.

Final decisions regarding coverage will
be at the sole discretion of the plan

administrator.

Any expenses that are not medically
necessary for the treatment of an if-

ness or injury.

Procedures that are not needed when
performed with other procedures, or
untikely to provide a physician with
additional information when used

repeatedly.

Procedures that are not ordered by a
physician, or not documented in timely

fashion in the patient’s medical record.

Any services provided before the
effective date of coverage, or after

coverage ends.

Be Services in connection with transsex-

ual surgery.

B Accidental bodily injury or illness

caused by war or any act of war,
whether or not declared, including
armed aggression, participation in a

riot, or attempted felony or assault.

g Accidental bodily injury or illness that

is covered by any workers' compen-

sation or occupational disease law.

Except as required by law, expenses
from a U.S. government hospital or
any other hospital operared by a gov-
ernment unit, unless there is an
expense that the covered individual is

legally required to pay.

g Services in connection with any treat-

ment of the teeth, gums or alveolar

process, except:

B Dental care for the initial repair of
an accidental injury to sound nat-
ural teeth that occurs while you

are covered by this plan.

@ Oral dental surgery due to an
accident, impacted teeth or alve-

olectomy.

p Hospital expenses when a physi-
cian, other than a dentist, certifies
that hospitalization is necessary to
protect the life or health of a
patient because of a specific med-

ical condition.

s Surgery for the purpose of fitting or

wearing dentures or dental implants.




® Any medical observation or diagnostic s Cosmetic treatment, except:

study when no illness or injury is

. B To repair defects resulting from an
revealed, unless you provide the

- - . . accident that eccurred while cov-
claims administrator with satisfactory

d .
proof that the covered person had ered under the plan

definite symptoms of iliness or injury & Replacement of diseased tissue that

other than hypochondria. This limita- was surgically removed while cov-

tion does not apply to benefits for ered under the plan.

preventive care services listed under
Benefits for other medical services. B Treatment of a birth defect.

xids (except for children B Actual or attempted impregnation or

e

under age 13), or: fertilization that involves the covered

individual as a surrogate or donar, or

the pregnancy of a surrogate mother,
& Vision training, eyeglasses and contact
lenses or examinations for their pre- @ Expenses in connection with assisted

scription or fitting, except: reproductive technology or “ART.

ART rmeans any combination of chem-

& The initial pair of eyeglasses after ical or mechanical means of obtaining

surgery, if the surgery changes the gametes and placing them in a

refractive ability of the eye. medium {whether internal or external

to the human body} to improve the
B Contact lenses, as long as the con-

chance that reproduction will occur.
tacts are for the replacement of

, Examples of ART include, but are not
the eye’s lenses.

fimited to, in vitro fertilization, gamete
B Vision training following eye intrafallopian transfer, zygote intrafai-
surgery. lopian transfer or pronuciear state

s 39 of this book tubal transfer. Artificial insemination
ee page 32 of this booklet to see , .
( P‘ g is covered by the plan, subject to the
how vision exams, contact fenses and L ,
- limitations described under Benefits
eyeglasses are covered by the vision ! ,
for other medical services.
plan.)

i B= Expenses for reversals of sterilization

B> Physical and speech therapy that is
. procedures.

educational in nature.

g Home obstetrical delivery.
s Supervised exercise programs that are

not traditionally medical in nature, B Expenses for abortion, unless medically
such as swimming, horsebacl riding, necessary to protect the life of the
etc. mother.

gz Charges for more than one ultra-
sound test for a narmal, uncompli-

cated pregnancy.
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Adoption expenses.

Charges incurred as a result of a
preghancy of the daughter of an
employee, disabled employes, retired

employee or surviving spouse.

Birth control devices or birth control
pills, unless used for other than con-
traceptive purposes and approved by

the plan,

Digestive aids {unless they are needed
to sustain a patient’s life), vitamins,
minerals or other dietary supple-
merstts, taken orally or injected,
regardless of whether they are pre-
scribed by a physician. Vitamins are
covered only as described under

Prescription drug benefits.
Hypnosis and acupuncture.
Naturopathic or holistic services.
Massage therapy or rolfing.

Treatment, instructions, or activities
for control or reduction of weight,
except medical treatment approved
by CCO or surgery for morbid obe-
sity as described under Surgical bene-

fits on page 8.

Expenses for telephone conversations
with a physician in the place of an
office visit, for writing a prescription,
or for medical summaries and prepar-

ing medical invoices.

Marriage counseling, encounter or
self-improvement group therapy, and

school-refated behavioral problems.

gz Treatment received from a person
who is your close relative or ordinarily
resides with the patient. A “close rel-
ative” means you, your spouse or 2
person related to you or your spouse

as a brother, sister or parent.

Be Services by a licensed chiropractor,
whether or not the services are cov-

ered by the chiropractor’s license.

B= Any care that does not require the
services of a specifically trained med-

ical professional

g Routine foot care, including but not
fimited to treatment of corns and cal-
lyses, and nonsurgical treatment of

buniens.

w= Eye surgery for a condition that could
be corrected with lenses instead,
including but not limited to radial ker-
atotomy—unless it’s the plan adminis-
trator’s opinion that no other treat-
ment is medically acceptable, and the
plan administrator determines that
the surgery is a generally approved
procedure in the medical community

as a whole,

E= Expenses for an autopsy or post-

mortem surgery.

g Transportation for delivery of home

health care.

e Dentures, replacement of teeth or

structures directly supporting teeth,

g Electrical continence aids, anal or

urethral.

e VWigs or hairpieces.

s fmplants for cosmetic purpeses.




& Penile prostheses for psychogenic

impotence.

&> Personal comfort or service items for
use during confinement in a hospital,
including but not limited to a radic,

television, telephone and guest meals.

B> Services or supplies not specifically
listed under Covered medical expenses,
including but not limited to:

B Air conditioners, humidifiers, dehu-
midifiers, purifiers or tanning

booths.

» Overthe-counter orthopedic or

corrective shoes.
# Exercise equipment.

@ Medical care, services or supplies for
any injury that may have been caused
by the act or omission of a third
party, unless the covered individual
has fully complied with the plan’s sub-
rogation provision. {See the section
called The plan’s right to recover pay-
ment from third parties fsubrogation] on
page 38)

B> Services or supplies-refated to a pre-
existing condition, as explained in the
section called Limitations for pre-

existing conditions on page 8.

& Claims received more than 12 months
after the date the services or supplies

were received.

The plan reserves the right to limit or
exclude expenses for other services or

supplies.




Your Vision Gare Benefils

BEMEFITS AT A GLANCE EXCLUESIONS

The vision care plan pays 100% of the
The vision plan does not cover:

charges by a vision care provider, up to

the benefit amount listed below: B Sunglasses other than tints Number |
S S o e OF Number 2.
MAXIREHM :

- CHARGES COVERED BEMEFITS Bw Extra charges for photo-
VISION EXAMINATION SBI] ; sensitive or anti-reflective
{ONCE EVERY 24 MONTHS) 1 lenses.

(PER LENS)
LENSES o
. {UPTO TWO LENSES EVERY 24 MONTHS) i Drugs or medications

SINGLE VISION sm (other than for a vision

examination, or medical or
BIEOCAL S]S _

syrgical treatment of the
TRIFOCAL saﬂ eyes).

;

: ENTICULAR 535 - g Special procedures, such

. CONTACT 5]5 as orthoptics.

. FRAMES E“I e Vision training.

= A AT

A o o, TR e T T AL T

E> Aids for subnormal vision,

The cost of new lenses is not cov- aside from covered enses

ered unless the new prescription differs and frames.

significantly from the last one. This means @ Aniseikonic lenses and tonography.

bath of the following must apply:
g Services or supplies that are experi-

= The new lenses improve vision by at mental, developmental or investigatory.

least one jine on the standard eye
e Replacement of lenses or frames

chart.
because they have been lost or bro-
> The new lens prescription differs ken, unless the replacement is efigible
from the last one by an axis change of under the rules for prescription
20 degrees, or a sphere or cylinder changes, or the lenses or frames have
change of .50 diopter. not been replaced for at least 24

months.

g Services or supplies that a licensed
physician, optometrist or optician has

not prescribed as necessary.




2> Services or supplies for which the
covered individual is entitled to bene-
fits under the provisions of any other
plan or under a mine safety-glass

program.

g Services that are covered by any
workers' compensation or employer's
Hability laws, or services that an
employer is required to provide by

|aw.

B» Services or supplies obtained from
any governmental agency without

cost.

This is only a list of the more common
limitations and exclusions. The plan
reserves the right to limit or exclude
other services or supplies and their

charges.

bl

ms Procedures

g% laims must be filed within

Mool

E onc year of the date you
o incur an expense. Blue

& Cross and Blue Shield
participating providers and participating
pharmacies will file their claims directly
with the plan. For all other providers you

must file a claim, using this process:

B

9|

mmed  {FOM Your benefits department,

=

Obtain a claim form and envelope

Claims for prescription drugs must

be filed using the PCS claim form.

:@ Securely attach your itemized bills

and/or prescriptions to the claim

form. Check your bills to make
sure the information on the bill

includes the:

B Patient’s name.

# Diagnosis {for medical claims).
2 Date and type of service.

B [Itemized charges,

B Name of the provider, provider

number and address,

Do not send cash register receipts,
balance-cue statements, proof-of-
payment receipts, or canceled

checks in place of an itemized bill.

i Be sure to sign the claim form and

G complete all the sections that apply.

tOr
$$1 #".9

Llams must be filed within
a0e year of the dafe yoy
1REUT 2 BROERSE.

e
Blne Lross and Blve dhveld
farbicipating providers and
Jarticinating pharmacies will
Tife their claims directly with
the plan. for all nther provider:

Joy must file 7 clam,




Preseription drag claims must be
submitted to 15 3t the aildress
shown on the FLS claim Torm. A
separats claim form /3 required
far each Family member.
-

If you 158 3 participating
fravider. the benefit payment
wifl be made directly ta the
Jroviser
m—®
If you wse 7 nomparticipating
groviter and pravide proof that
yau ve paid that provider in 1]
the benefit payment will be made
1o you. Ptheruize,
payment will go directly fo

{ur proviger.

z@ If you or your dependents are cov-

i = i ered by another medical or vision

plan that is the primary payer, you
must attach a copy of the other
plan’s explanation of benefits to
your bill before submitting it.
Refer to the Coordination of benefits

section for mele information.

Remermber—you should keep a

copy of all bills you submit.

. :  Submit medical and vision claims

¢ to the address shown on the med-

ical claim form.

Prescription drug claims must be submit-
ted to PCS at the address shown on the
PCS claim form. A separate claim form is

required for each family member.

However, if you also have prescription

drug coverage through another plan that
is your primary plan (as deseribed in the
Coordination of benefits section}, you must
submit your claim for secondary benefits

from our plan to:

Alliance Blue Cross Blue Shield
PO. Box 66952

5t. Louis, Missouri 63166-6952
Attention: COB Drug Department

It is very important to remember to
address your claim to the COB Drug
Department in order for it to be

processed in a timely manner.

Remember that before any hospitat admis-
sion, you must call the Coordinated Care
Options program (CCO) for precertifica-
tion. The telephone number is on the
back of your |D card. You must aiso call
CCO within two working days of any

emergency hospitalization.

If any part of a claim is not paid, or if you
do not understand or do not agree with
the handling of a claim, there are several
things you can do to appeal the decision.
Most of your questions can be answered
quickly and efficiently by either calling or
writing the claims administrator. Formal
claim-review procedures are discussed in
the Plan administrgtion information section

of this booklet.

PAYMENT OF BENEFITS

If you use a participating provider, the
benefit payment will be made directly to

the provider.

If you use a nonparticipating provider and
provide proof that you've paid that
provider in full, the benefit payment will be
made to you. Otherwise, payment will go

directly to your provider.

The plan will hot pay more than it would
usually pay because you have indicated
that i should pay the provider directy.
Once the plan has made a payment in
good faith, it is no longer obligated for
payment of that claim, even if it turns out
the payment was sent to the wrong per-

son or organization.

RECQOVERY OF EXNCEES
BAYMENTS

If the ptan pays more than necessary
under the plan provisions, then the plan
has the right to deduct the excess amount
from future payments, or to require that it
be repaid by the person or organization

that received it.




THE PLAN'S RIGHY TO RECE!VE
AND RELEASE MECESSARY
INFORMATION

To determine the benefits for your claim,
the plan may require additional informa-
tion such as itemized bills, a statement
from your provider, medical or vision care
records of anyone making a claim, a med-

ical examination, and so forth.

The plan may provide or obtain any infor-
mation necessary to carry out the plan's
provisions, without having to give any per-
son notice or obtain anyones agreement,
When you submit a claim for benefits, you
must provide all the information needed

to carry out the plan's provisions.

PAYRENT GF BENEFITS TO
PERSONS CTHER THAN YOU

Under normal conditions, benefits are paid
to you, or to the provider of services.
Under conditions where you would nor-
mally receive a payment but are incapable
of handling your affairs, the plan may pay
benefits to any individual or organization
that has assumed the costs of your care

or financial support.

In the event of your death, the plan may
also continue to honor decisions you

made about payment of benefits.

Once the plan has made its payments
under this provision, the plan is no longer

liable to you for benefits.

LEGEL DEFENSE AGAINSY
EXCESSIVE FEES ("HOLD
HARMLESS” PROVISION)

If a provider attempts to collect expenses
that either exceed the usual, customary
and reasonable level or are not considered
medically necessary, the plan administrator
may—with your written consent—
attempt to resolve the matter by either:

g Negotiating a resolution with the

provider.

B Defending you and the plan against
any legal action the provider may
begin.

If the plan administrator takes any action,
you will not be responsible for any legal
fees, settlements, judgments, or other
expenses the plan administrator incurs to
resolve the matter. (Legally, you are said
to be “held harmless” for these responsi-
bilities.} The plan administrator will con-
trol the negotiation or legal defense,
including decisions whether to settle the
claim or to appeal any legal decisions.
However, you may be liable for any ser-
vices or supplies from the provider that

are not covered by the plan,

RIGHT YO AUDIY

The company reserves the right to inspect
and analyze, for audit purposes, the claim

files held by the claims administrator,

The plan may provide or ahtain
any information necessary to

carry oot the plans provisions.




If you or your dEpendents are
covered By mare than ong groug
falth plan, the company
medical and vision plans
contain 8 coardination of
henefits pravision to prevent
duplicate pagments of benefits.

Ceordination of Benelils

ike most group health

plans, your medical and

vision plans include a

. & coordination of benefits
(COB) provision. This provision applies if
you or your dependents are covered by

more than one group plan.

Under COB, one plan is considered “pri-
mary” and the other “secondary” The
plan that is primary pays first, and usually
pays its normal plan benefits. The primary

plan is determined as follows:

= Any plan that does not contain a
coordination of benefits provision is

primary.

gz If 2 plan covers the patient as an
employee, that plan is primary and
any plan covering the patient as 2

dependent is secondary.

m» {f the patient is a dependent child
whose parents are not divorced or
legally separated, the plan of the par-
ent whose birthday is earlier in the

catendar year is primary.

ms- If the patient is a dependent chiid
whose parents are divorced or legally

separated, the following rules apply:

B A plan is primary if it covers a child
as a dependent of a parent who is
required by a court decree to pro-

vide health coverage.

p If there is no court decree that
requires one parent to provide

health coverage to a dependent

child, the plan of the parent who
has custody of the child is primary.
(The plan of the custodial parent’s
spouse is secondary and the plan
of the other natural parent is
third.})

g [fa plan covers a person as an active
employee, that plan is primary, and
any plan that covers that person as a
retired or former employee is sec-
ondary. If a plan covers a person as a
dependent of an active employse, that
plan is primary, and any plan that cov-
ers that person as a dependent of a
retired or former employee is

secondary.

@ If a plan covers a person bacause of
federal or state continuation-of-cov-
erage laws, that plan is secondary to a
plan that covers the person on any

other basis.

@ If none of the above rules applies, the
plan that has covered the individual

the longest period of time is primary.

Vhen another plan is primary, the benefits
paid by our company plan will be reduced
by the amount of the other plan's pay-

ment.

in other words, if the primary plan's pay-
ments are equal te or greater than the
armount the company plan would pay for
the same expenses, then the company plan
will pay nathing for that claim. On the
other hand, if the primary plan’s benefits
are less than what the company plan




would normally pay, then the company
plan will pay the difference. For example:

& If your other plan’s benefits for a claim
are $500, and the company plan would
pay $500 for the same claim, then the
company plan will pay nothing.

g [f your other plan's benefits are $400,
and the company plan would pay
$500 for the same claim, then the
company plan will pay $100.

These rules apply only when anather plan
is primary and the company plan is sec-
ondary. If the company plan is primary, its
benefits are deterniined as if no other plan
is involved; however, a secondary plan may

pay additional benefits.

To make sure you receive the benefits to
which you are entitled under both plans, it
is important to submit your claims prop-
erly. For example, when you file a claim
for your spouse, be sure to file under his
or her plan first, After you have received
payment from that plan, then you can sub-
mit for payment to our company plan.
Vhen you submit a claim to the second
plan, be sure to inciude the explanation of
benefits from the primary plan, as well as

another copy of the itemized bil],

PEIMARY COVERAGE EOR
RCTIVE EMPLOYEES WHO ARE
ELEGERLE FOR MEBICARE

The plan assumes all actively working
employees and their eligibie dependents
will be provided with primary coverage
under the company plan, with secondary
caverage provided by Medicare. This
applies to active employees and their

dependents over age 65, as well as dis-

abled dependents of an active employee.

While you are working, you should subrmit
your clims to the company plan first, then
to Medicare, (If you or your spouse
chooses in writing to have Medicare pro-
vide primary coverage, then coverage from

the company plan will end))

For individuzls entitled to Medicare
because of end-stage renal disease, after
18 manths of coverage the company plan
will be secondary and Medicare will be
primary.

EFFECT OF MEDICARE ON
BEWEFITS FOR RETIRED AWND
DESABLED EMPLOYEES

For retired employees who are eligible for
Medicare, as well as their dependents cov-
ered under the company plan, Medicare is
the primary plan and the company plan is
secondary. Medicare is also the primary
plan for disabled employees who are cov-
ered by both Medicare and the company

plan because of a jong-term disability.

If you or any of your dependents are eligi-
ble to receive benefits under Medicare,
the company plan’s benefits will be
reduced by the amount of Medicare's ben-
efits for the same claim. This is the same
way the plan coordinates with other
group health plans that are primary, as
explained at the beginning of the

Coordination of benefits section.

VVhen you receive the Medicare statement
showing what Medicare has paid, you
should submit a copy of the statement to
the company plan, along with copies of
your bills and a properly completed claim

form covering the same medical expenses.
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Fiployess whe are retired ar o8
fong-term disatility should

enrall for Medicare coverage a5

5000 35 they are eligible

Your benefits wili be reduced in this man-
ner if you are eligible for coverage under
Medicare Parts A and B, even if you are
not enrolled in both parts of Medicare.
The company plan’s benefits will scill be
reduced by the amount that Medicare
would have paid if the patient had enrolled
for coverage and had made a claim under
Medicare. For this reason, employees who
are retired or on long-term disability should
enroll for Medicare caverage os soon as they
are eligible. Medicare provides a special
enroliment period for employees who are cov-
ered by an employer-sponsored group health
plan when they stop working. Contact your
Social Security office for more information.
You and your covered dependents are respon-
sible for all Medicare premiums for both Parts
Aand B.

THE PLAN'S RIGHT TO
MECESSARY ENFORMATION

To carry out the plan’s provisions for
coordination of benefits, the plan adminis-
trator may provide or obtain any informa-
tion it considers necessary. This informa-
tion can be given to or obtained from any
insurance company or other organization
or person, and the claims administrator
does not have to give any person notice
or obtain anyone's agreement. Any person
enrolled in the company plan automatically

agrees to this provision.

THE PLAMN'S RIGHT TO MAKE
BAYMEKTS TO OTHER
ORGANIZATIONS

if any other plan makes a payment that
should have been made by the company
plan, the company plan has the right to

pay the other plan any amount necessary

to satisfy the terms of the provision for

coordination of benefits.

These amounts the company plan pays will
be considered benefits paid under the plan
{for exarnple, they will count toward ben-
efit maximums). Once the payment is
made, the plan will no longer be liable for

payment for that claim.

tHE PLAN'S RIGHT TO RECGVER
PAYMENT FROM TEIRD
PLRTIES (SUBROGATION)

This provision applies if the plan pays ben-
efits because of an injury for which a third
party may be liable (such as in an aute
accident caused by a third party). In such
cases, you have the right to pursue a claim
for damages against the third party. If you
fail or refuse to pursue the damage claim
against the third party, the plan is entitied,
if it chooses, to pursue the claim directly
against the third party in order to recover

the benefits the plan paid.

If either you or the plan obtains payment
from the third party, the plan is entitled to
be paid back for the benefits it paid on
your behalf.

In addition, the plan is not obligated to pay
benefits for any medical expenses for
which a third party may be liable, unless
you or someone legally authorized to act

for you promises in writing to:

B» Include the medical expenses in any
claim that you or your dependents
make against a third party for the

injury or condition,




B> Reimburse the plan for any benefit
payment that you or vour dependents
receive from a settiement with a third
party. You must make this reimburse-
ment within 30 days of receiving the
settlement,

e Cooperare fully with the plan in
asserting its rights to attempt recov-
ery of payments, and supply the plan
with any information and fill out any

forms needed for this purpase.

I you or your dependents fail or refuse to
complete or sign any document recuested
by the plan, the plan will no longer be

obligated to pay any benefits for the injury

or condition.

our coverage will end on
the date the earliest of

the following occurs:

g The plan is terminated.
B Your employment ends.

B The date you no longer meet the
definition of an eligible employee.
Medical coverage will be continued if
you are an eligible disabled employee
or eligible retired employee, as
defined on pages 44 and 45.
However, vision benefits end when
you retire or become eligible for ben-
efits under the company’s long-term

disability plan.

Coverage for your dependents will end on
the date the earliest of the following

OCCUISs:

B> Your dependents are no longer

eligible.
B=» Your coverage ends.

B You die.

COVERAGE WHILE N
LEAVE GF ABSENCE

Your medical and vision coverage will be
continued while you are on an approved
leave of absence according to the company’s

family and medical leave policy.

If you fail to return to work at the end of
your leave, you may be required to pay




back the company for its cost for provid-
ing coverage during your leave. However,
you will not be required to repay the
company if the reason you don't return is
due to a serious health condition that
would entitie you to leave under the
Family and Medical Leave Act, or other

circumstances beyond your contral,

For any other leave of absence, your cov-
erage will end during the leave unless you
elect coverage under COBRA, or you are
eligible for coverage as a disabled employee,

as defined on page 44.

iF THERE [S & REBUCTION IR
FTHE WORK FORCE

For the medical plan only: i your empltoy-
ment ends because of a reduction in the
warlk force, you may continue your med-
ical coverage according to company palicy
for three calendar months after the end of
the last month in which the reduction in

worle force occurs.

This provision does not apply to vision

coverage.

FOR SURVIVING SPOUSES AND
DEPEMBENT CHILDREN

For the medical plan only: In the event of
your death, your surviving spouse and chil-
dren may continue their medical coverage

as described below:

B If you are an active employee or dis-
abled employee and on the date of
your death you would have met the
definition of a retired employee, your
surviving spouse’s coverage will con-
tinue until his or her death or remar-

riage. Otherwise, your surviving

spouse’s coverage will continue only
for the rest of the month of your
death plus three additional months.
Dependent children are eligible for as
jong as the surviving spouse is eligibie
and they continue to meet the plan's

definition of a dependent child.

g If you are either an eligible retired
emplayee who chose a joint-and-sur-
vivor option for receiving pension
benefits, or a retired employee who
retired after August 31, 1977, your
surviving spouse's coverage will con-
tinue until his or her death or remar-
riage. However, your spouse is eligi-
ble for the benefit only if he or she
was covered by this plan on your
retirement date and during the entire

year before your death,

Dependent children are eligible for as
long as the surviving spouse is eligi-
ble, and they continue to meet the

plan’s definition of a dependent child.

This provision does not apply to vision

coverage.




Continuation e

g nder the law known as

the Consolidated
Omnibus Budget

- Reconciliation Act of
1985 (COBRA), you and your dependents
may continue company-provided group
health coverage (including medical and
vision coverage) if it ends for certain rea-
sons. To be eligible, you must foliow sev-

eral requirements deseribed by the faw.

If you qualify for coverage under COBRA,
the law requires the company to continue
coverage for certain minimum periods.
You may enroll for COBRA coverage only
if your coverage has not already been
extended for the minimum period under

some other plan provision.

ELEGIBEILETY FOR CONTINUED
COVERAGE

You or your dependents may continue
medical and vision coverage for up to I8
months if coverage ends due to either a
reduction in the number of hours you
work, or the termination of your employ-
ment for any reason other than gross mis-
conduct.

Your dependents may continue their med-
ical and vision coverage under this plan for
up to 36 months if their coverage ends for

any of the following reasons:
= Divorce or legal separation,
& Your death.

B You become entitled to Medicare.

[ Coverage

@ Your dependent child reaches the age
limit or otherwise ceases to qualify as

a dependent.

These periods of continued coverage
begin on the date of the event that caused
the loss of eligibility—for example, on the
date you leave the company, or the date a
dependent becomes ineligible. Na more
than a total of 36 months of continued
coverage will be provided to any individ-
ual, even if more than one of these events

OCCUr,

EXTEHSION OF COVERAGE iF
DIESABLED

Continued coverage may be further
extended if you or your dependent is
totally disabled on the date coverage ends
due ta a reduction in hours worked or
termination of your employment. The
maximum coverage period for the dis-
abled individual will be 2% months, instead
of 18 months.

To be eligible for the extension, the dis-
abled person must meet the definition of
disability under the Social Security Act.

He or she must notify the benefits depart-
ment during the first 18 months of contin-
ued coverage, and within 60 days after the
date the Social Security Administration has
determined that he or she is disabled,
{The disabled person must also natify the
benefits department within 30 days after
the Social Security Administration deter-
fines he or she is no longer disabled.)

Dndter the faw, you and yosr
eligihle degendents may be able
n cantinye company-provided
medical and vision coverage. if

it enls for certam reasons.




If you choose to contine
coverage sader the plan, you
must pay the fll cost of that
COVErage on & manthly basis,

plus any additional

Jimnistrative £osts 85

permitted by fauw.

WHENM CORTINUED COVERAGE
ERDS

Cantinued coverage ends automatically if

any one of the following occurs:

me The cost of continued coverage Is not

paid by the date it is due.

E» A person becomes covered under
another group health plan, unless cov-
erage under the other plan is limited
due to the individual’s pre-existing
condition. Please notify your benefits
department immediately if you ot a
dependent becomes covered under

another group health plan.

& An individual becomes entitled to

Medicare.
B> The plan terminates for aft employees.

g The applicable maximum coverage

period ends.

AEPLYING FOR CONTINUED
COVERAGE

You or your eligibie dependents have the
responsibility to inform the benefits
department within 60 days in the event of
a divorce, legal separation, or when a child
no longer gualifies as a covered dependent

under the plan.

After the benefits department has been
informed of any of these events—or if
your employment ends, you retire, or you
die—you and your eligible dependents will
be notified of the right to choose contin-
ued coverage. This notification will include
instructions to help you enroll and will tell
you the required costs. You must submit
your election form within 60 days of the

date coverage would otherwise end, or
the date you are notified, whichever is
later. [f continued coverage is not chosen,
or if the premium is not paid within 45
days of the date the choice is made, cov-
erage will not be extended beyond its

usual ending date.

€OST OF CONTIRUED
COVERAGE

If you choose to continue coverage under
the plan, you must pay the full cost of that
coverage on a monthly basis, plus any
additional administrative costs as permit-

ted by law.

BEKEFITS UMNDER COMTINUVED
COVERAGE

Aside from the special rules that apply
specifically to COBRA continuation, con-
tinued coverage will be exactly the same
health coverage you or your dependent
would have been entitled to if your
employment or his or her dependent sta-
tus had not changed. Any future changes
in benefits or the cost of coverage for the

plan also will apply o you.
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Iverage [0 an
Il Policy

fter you {or your depen-

dent’s} coverage ends,
you {or a previously cov-
ered dependent) can ask
to convert your medical coverage to an
individual insurance policy. (This conver-
sion privilege is not available if your cover-
age ended because the company terminat-
ed the plan or you failed to make required

contributions.)

Dependents cannot be added to the indi-
vidual policy if they were not covered by

the plan at the time your coverage ended.

Furthermore, the benefits available under
an individual insurance policy are not nec-
essarily the same as the benefits offered
under the company’s medical plan. You
should examine the new individual policy

carefully.

To convert coverage, you must submit a
written application and the first premium
payment to the designated insurance com-
pany within 31 days of the date your cov-
erage ends. You or your covered depen-
dents do not have to provide proof of
good health. The policy will be effective
on the day after your plan coverage ends.

Vision plan coverage cannot be convertad

to an individual policy.

nverting Medical

FOIy
o8t T T

Tou may be able to convert
your medieal (bot not vision]
Coverage o an imaivigeal policy
If it otherwise ends,

You pay the premisms,




ey Terms

An institution, either freestanding or as part of a hospital, with permanent facilities equipped
and operated for the primary purpose of performing surgical procedures for which a patient

is admitted and discharged within a brief period.

The organization retained by the cpany for granting or denying claims, currently Alliance

Blue Cross Blue Shield for medical ang vision claims, and PCS for prescription drug claims.

=3

Peabody [—Eoldlg Company, Inc., and its subsidiaries and affiliates.

However, the plan does not cover:

@ Former salaried employees of Eastern Associated Coal Corp. or NuEast Mining Corp.

wha are retired employees with an effective date before March 1, 1990, as described in

these definitions.

ga Disabled salaried employees of Eastern Associated Coal Corp. or NuEast Mining Corp.
who are receiving benefits under the Eastern Gas and Fuel Associates long-term disabil-

ity plan on March 31, 1987

Care provided primarily for the convenience of the patient or his or her family, the mainte-
nance of the patient, or to help the patient carry out the activities of daily living, rather than
primarily for therapeutic value in the treatment of a condition. Custedial care includes, but
is not limited to, help in walking, bathing, dressing, eating, preparation of special diets, super-
vising the self-administration of medications not requiring the constant attention of trained

medical personnel, or acting as a companion or sitter.

Any employee who is receiving company-paid salary continuance or receiving benefits under

the company’s long-term disability plan for safaried employees.

Equipment that meets all of the following conditions:

@ It can withstand repeated use.
B It is primarily and customarily used in the therapeutic treatment of sickness or injury.

@ It is generally not useful to a person in the absence of a sickness or injury.




B It is appropriate for use in the home,

me [t is not primarily a device for enhancing the environmental setting in which the patient
is placed or altering air quality or temperature.

B It is not primarily for the convenience of the person caring for the patient.

Es It is not used for exercise or training,

Any state-accredited high school, college or university, including other recognized educational
institutions such as nursing schools, trade schools and so forth, with full-time curriculums.

Correspondence schools, night schools or schools requiring less than full-time attendance

are not included.

A former salaried employewho has stpped worldng for the company because of retire-
ment on or after January 1, 1970, and within 3} days of leaving the company begins to

receive a retirement benefit from the company’s retirement plan.

To be considered a retired employee for the purposes of the medical plan, you must be one

of the following:
B> Age 55 with at least [0 years of service.

B> A totally and permanently disabled salaried employee with at least 10 years of service.
Your disability must be approved by the Social Security Administration as eligible for
Social Security disability benefits,

In this case, you will be considered a retired employee only as fong as the total and
permanent disability continues. This is subject to verification by the company from time
to time untit you reach age €5. If you refuse to cooperate in verifying such a disability,
you will no longer be considered a retired employee until you agree to cooperate and
the verHfication is made.

Retired employees are not eligible for vision coverage.

Any full

per week, or is considered to be a full-time safaried employee while on vacation, prepaid

-time salaried employee of the company who is scheduled to work at least 30 hours

retirement or assignment by the company, and who is not a disabled employee or retired

employee.

This definition does not include any part-time or temporary employees, or any person who
is 2 non-resident alien and who receives no income frem the company that constitutes
income from sources within the United States as defined by Section 861 (a)(3) of the
Internal Revenue Code.




Services provided by either:

g A hospital-based home health care agency that is licensed by the state and approved by

the Joint Commission on Accreditation of Healthcare Organizations.

B A community home health care agency approved by Medicare.

A home health car enc lsa ederil certified public or private organization that meets

all the following conditions:

i

e

It is primarily engaged in providing skilled-nursing and other therapeutic services.

it has policies established by associated professional personnel, including at least one

physician and one RN, that govern the services provided under the supervision of the

physician or nurse.
It maintains medical records on all patients.
It is licensed and approved by state or local law.

It is a hospital certified by the state public health law to provide home health services.

An institution that meets all of the following conditions:

=

It is primarily engaged in providing diagnostic and therapeutic facilities for compensation

on an inpatient basis for surgical and medical diagnosis under the supervision of a staff

of physicians.
It provides 24-hour nursing services by registered nurses.

It is not a rest home, home for the aged, facility to treat drug or alcohol addiction, nurs-

ing home, hotel or similar institution.

[t is licensed by the state and approved by, or under the waiting period for accreditation

by, the Joint Commission on Accreditation of Healthcare Organizations.

For purposes of mental illness and substance abuse benefits, the definition of a hospital also

includes:

B

E»

A facility approved by the claims administrator for inpatient or outpatient treatment of

chemical abuse.

Psychiatric hospitals classified and accredited by the Joint Commission on Accreditation

of Healthcare Organizations,




B> A residential treatment facility, if approved by the Coordinated Care Options program

when necessary treatment cannot be provided while the patient is living at home.

Any disease or disorder of the body, or pregnancy. Pregnancy includes normal delivery,

cesarean section, miscarriage, complications resulting from pregnancy, or termination of

pregnancy if medically necessary, certified and performed by 2 physician.

An accidental bodily injury caused directly and exclusively by sudden and violent means, and

is not self-inflicted.

A service or supply that is ordered by a physician, and which the plan administrator {ora

person or organization designated by the plan administrator) determines as meeting alf the

following conditions:

B

B

2

It is provided for the diagnosis or direct treatment of an injury or illness.
It is appropriate and consistent with the diagnosis and treatment of the injury or illness,

It s provided in accordance with generally accepted medical practice on a national basis

at the time it is provided.

It is the most appropriate supply or level of service that can be provided on a cost-

effective basis.
k is not provided in connection with medical or other research.

It is not experimental, educational or investigational.

The fact that a physician prescribes services or supplies does not automnatically mean such

services or supplies are medically necessary and covered by the plan. The treatment must

also meet the plan’s other provisions.

The health insurance program for aged and disabled persons under Title XVIll of the Social
Security Act, as amended and currently in effect.

A psychotic disorder, a psychophysiclogical autonomic or visceral disorder, a psychoneurotic

disorder, a personality disorder, or any other mental, emotional or functional nervous disor-

der classified as a mental disorder in the current edition of the Diagnostic and Statistical

Manual of Mental Disorders published by the American Psychiatric Association.




An individual licensed to diagnose and treat illnesses, prescribe and administer drugs and

medicines or perform surgery. The definition also includes:

@ A licensed dentist who is operating within the scope of his or her license to provide

dental work or treatment that is covered under the medical plan.

B A podiatrist operating within the scope of his or her license for certain covered podia-

try services that are common to both medicine and podiatry.

s A certified, registered psychologist providing diagnosis or treatment of a mental and

nervous candition,

An injury or illness for which you or your covered dependent consulted with a physician,
received treatment or took prescribed drugs or medicines in the three months before your

coverage became effective, or any conditions related to that injury or iliness.

As defined in Section 609(z) of ERISA, added by the Omnibus Budget Reconciliation Act of

1993, effective August [0, 1993. This describes a court order naming you as being responsible

for the costs of a child’s health care.

A person providing registered psychological services for diagnosis or treatment of mental,
psychoneuratic or personality disorders. The psychologist must qualify in the jurisdiction in

which he or she is practicing in the following ways:

@ If state licensing or certification exists, he or she must hold a valid license or certificate

as a psychologist.

B [f state ficensing or certification does not exist, he or she must hold a valid, non-
statutory (professional) certification established by that area's recognized psychological

association.

ms f neither statutory or nonstatutory licensing or certification exists, the psychologist
must hold a statement of qualification by a committee established by that area’s psycho-
logical association, If no committee exists, he or she must hold a diploma in the appro-

priate specialty from the American Board of Examiners in Professional Psychology.

A facility that is qualified to participate in and receive payments from Medicare. In addition,

the facility must do all the following:

@ Operate legally in the area it is located.




¥

Be accredited as a skilled-nursing facility by the Joint Commission on Accreditation of
Healthcare Organizations.

Be under the full-time supervision of a licensed physician or registered nurse.
Regularly provide room and board.
Provide 24-hour-a-day skilled-nursing care.

Maintain a daily medical record of each patient under the care of a physician.

v ¢ ¥ ¥ ¥

Be authorized to administer medications ordered by a physician.

Skilled-nursing care is covered only as an alternative to hospitalization.

Your Jegal partner in marriage by a civil or religious ceremony. Common-law marriage is

not recognized by the plan.

Your spouse surviving after your death, who zt the time of your death was living with you

or supported by you.

Includes any of the following:

B You voluntarily end your employment with the company.
B The company ends your employment.

= Retirement.

e Death.

A licensed optometrist, optician or ophthalmologist acting within the scope of his or her
license.
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Plan Administration [nformatio

The Pesbody Group Health and Life Plan for Salaried Employees.

fYRPE OF FLAN
Life insurance, accidental death and dismemberment, medical, dental and vision care

benefits. Life insurance, accidental death and dismemberment, and dental benefits are

described in a separate boolklet.

EMPLGYER IDENTIFICATION NUMBER
The employer identification number assigned to the company by the Internal Revenue

Service is 13-2871045.

PLAM MUMBER
501

EFFECTIVE BATE
June |, 1985

LAST AMENDED
March 1, 1990

PLAN FISCAL YEAR
January | to December 31

FLEM SPOMNMSCR
Peabody Holding Company, [nc., and its subsidiaries and affiliates.

You may direct correspondence to:
Peabody Holding Company, Inc.
701 Market Street, Suite 700

St. Louis, Missouri 6310[-1826

PLAMN ADMINISTRATGR
Peabody Holding Company, Inc.
701 Market Street, Suite 700
St. Louis, Missouri 63101-1826

AGENT FOR SERVICE GF LEGAL PROCESS
The agent for service of legal process varies by state. To determine the appropriate

agent for your location, you may contact:

Peabody Holding Company, Inc.
701 Market Street, Suite 700
St. Louis, Missouri 6310/-1826




Your ERISA hights

s a participant in this
plan, you are entitled to
certain rights and pro-

s i tections under the
Employee Retirement Income Security Act
of 1974 (ERISA).

ERISA provides that all plan members shall
be entitled to:

B Examine, without expense, at the plan
administrator’s office and at other
specified locations, all plan docu-
ments, including insurance contracts
and copies of all documents filed by
the plan with the U.S. Department of
Labor, such as detailed annual reports
and plan descriptions,

B Obtain copies of alf plan documents
and other plan information upon
written request to the plan adminis-
trator. The plan administrator may

make a reasonable charge for copies.

& Receive a summary of the plan’s
annual financial report. The plan
administrator is required by law to
furnish each participant with a copy
of this summary annual report.

In addition to creating rights for plan par-
ticipants, ERISA imposes duties upon the
people who are responsible for the opera-
tion of the employee benefit plan. The

people who operate your plan, calied “fidu-

ciaries” of the plan, have a duty to do so
prudently and in the interest of you and

other plan participants and beneficiaries.

No one, including your employer or any
other person may fire you or otherwise
discriminate against you in any way to pre-
vent you from obtaining a benefit or exer-
cising your rights under ERISA. If your
claim for a benefit is denied, in whole or in
part, you must receive a written explana-
tion of the reason for the denial, You have
the right to have the plan administrator

review and reconsider your claim.

Under ERISA, there are steps you can take
to enforce the above rights. For instance,
if you request materials from the plan
administrator and do not receive them
within 30 days, yau may file suit in a federal
court, In such a case, the court rmay
require the plan administrator to provide
the materials and pay you up to $100 a
day until you receive the materials, unless
the materials were not sent because of
reasons beyond the control of the admin-
istrator. If you have a claim for benefits
which is denied or ignored, in whele or in
part, you may file suit in a state or federal

court.

If you befieve that plan fiduciaries misuse
the plan’s money, or if you are discriminated
against for asserting your rights, you may
seek assistance from the U.S, Department
of Labor, or you may file suit in a federal
court. The court will decide who should
pay court costs and legal fees, If you are
successful, the court may order the per-
son you have sued to pay these costs and
fees. If you lose, the court may order you
to pay these costs and fees, for example, if

it finds your claim is frivolous.

H you have any questions about your plan,
you should centact the plan administrator,

Unter the faw, you have

certain rights as 2 gartieipant iy

this plan

B



If your claim is demigd or gou
disagres with the handling o7a

C glaim, you have & right to agped

the degision.

If you have any questions about this state-
ment or about your rights under ERISA,
you should contact the nearest area office
of the U.S. Labor Management Services

Administration, Department of Labor.

iF YOUR CLAIM [5 DEKIED

If your claim is denied in whaoile or in part,
you wilt be notified in writing within 90
days after your claim is received. The

written notice will include:
#= The specific reasons for the denial.

s A specific reference to the plan provi-

sions on which the denial is based.

g A description of any additional mater-

ial necessary to approve your claim.

E= An explanation of the plan’s claim

review procedures.

Under special circumstances, a response
to your claim may take more than 90 days.
If stich an extension of time is needed, you
will receive written notice before the end
of the 90-day period. The time will not be
extended by more than 90 days.

The plan intends to respond to your ciaim
promptly. The fact that you do not have a
respohse within 90 days does not mean
that your claim is being ignored. However,
if you do not receive a response wichin 90
days, allowing reasonable time for mailing,
you may proceed to the claim review

stage.

Within 60 days of receiving a written
notice that your claim has been denied,
you or your authorized representative
{such as an attorney) may submit a writ-

ten request for review. In your request,

state the reasons you believe the claim
should not have been denied and submit
any additional supporting information,
material or comments which you consider
appropriate. You may also review any per-

tinent plan documents.

The plan administrator will male a deci-
sion on the review within 60 days after
receiving your request. If more time is
needed, you will be notified within 60
days. A decision will be made as soon as
possible, but no later than 120 days after

you first make the request for review.

The dacision on the review will be in writing
and will include the specific reasens for
the decision, as well as specific references
to the appropriate plan provisiens on
which the decision is based. The decision

of the plan administrator is final.

AMENDING THE FPLAK

The plan is adopted with the intention
that it will be continued for the benefit of
present and future employees and retired
employees of the company. However, the
company reserves the right to terminate
the plan, change required contributions, or
modify this plan in whole or in part at any
time or for any reason, including changes
in any and all of the benefits provided.
This may cause employees and retired
employees to lose 2l or 2 portion of their
benefits under the plan, but will not affect
the right of any employee or retired
employee to be reimbursed for any cov-
ered expense that has already been

incurred.




This means that an employee or a retiree
cannot have a lifetime right to any plan
benefit or to the continuation of this plan
simply because this plan or a specific ben-
efit is in existence at any time during the
employee’s employment or retirement.
This plan will comply with all require-
ments of the law and will be changed, if
necessary, in order to meet any such

requirements.



















