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Fastern Coal

TO SALARIED EMPLOYEES ;

Fastern Aamociuvgd Coal Corp, has arranged to
provide [ts active #alariwl enploywas wich the program of

grfoup coverage described in this booklast .

The Health Care Plan offers comprehens jve coveraye
for hospital charyes, surgical and madical expenses and vising
and dental care. A8 of January 1, 197%, the Company jis
Providing these tanetivs under an Administrative Services
Only (AS0) Agreemnt with the Provident Life and Avcadent
Ingurance Company {the Provident), tnder this arrangement
the company 1m responaible for all the benefitas; huwevar,

the Provident adminiaters the PAYmant of claims.

The Lite Inmurance Benafits are Provided through

& contract with the Provident under Croup Polcy Ne. 5342,

This baoklet shoyld be read carefully so that you

WL wnder utamd 1. Benelitn available 1O you, and 1hen it should ﬁ!l\

b placed 1 You Implayes honefice lapdbook with your abhey

Summiry Plap ca-n._t._::m.

J. J. nigqina
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SECTION I - PLAN INFORMATION

A. General Intormatlon: The plan disclosure information pro-
vldod below as well as the Intormation provided in following
sactions constitute g summary Plan Description of the
Health Care Benefits and Provident Life Insurance Plans tor
active salaried employees of Eastern Associated Coal Corp.
and Subsidiarles, (the Company) as required by the Employes
Retirement Income Securlity Act of 1874 (ERISA).

Plan Sponsor: Eastern Assoclated Coal Corp.
Plan Number: 501
Employer Identiflcation Number: 25-112551g

Plan Year: The plan's racords are kept on a policy year basis
ending December 31 each year,

Effective Date: This booklet includes all amendments which
have been made to the plan, up to and Including amandmants
effective April 29, 1979,

Type of Plans: The plan is a walfare beneflt plan providing
Health, Vislon, and Dental Care Benefits, and a Lite In.
Surance Program.

Type of Admlialstration: Eastern Assoclated Coal Corp. is llable
tor Health, Vision, and Dental care, while the Provident ad.
ministers payment of claims for these benetits. Provident
Life and Accident Inaurance Company is liable for all Life In-
Surance Banefits under Policy No. 5942,

Contrlbutions: Employees contribute a {ixed rate pear
month toward the coat of the Dental Banefit for dependents
through payrol| deductions. The remainder of the cost of tha
plan is borne by the Company.

Plan oo::::nzno" The Company expects to continue the pro-
gram, but raserves the right to tarminate, Suspend, withdraw,
amend or modify the plan in whole or in part at any time.

Plan Document: For simplicity, the Plan has been described Ina
general manner in this booklet, The extant of coverage for
each individual is governed at all times by the complete
terms of the health plan document and the lite insurance
contract which are maintalned by the Plan Admin! tor,




Plan Ad'

ator and Agent for Service of Legal Process:
~ Assistant Vice Prosident - Insurance and Personnel
. Eastern Assoclated Coal Corp.

Koppars Bullding

Piltabuigh, PA 19010

Tel. Number: 412/288-8100

For further information contact:

Manager—Insurance and Personnael .

Eastern Associated Coal Corp.
Koppers Building

Pittsburgh, PA 15219 .

Tel. Number: 412/288-8100
OR

Manager—Compensation and Benefits
Eastern Associated Coal Corp.

P. 0. Box 70

Beckley, WV 25801

.._.a_. Number: 304/255-0422 :

ERISA Rights: Asa participant In the plan, you are antitied
to centain rights and protections under the Employee Retire-
ment Income Securlty Act of 1974 (ERISA). ERISA provides
that ali plan participants shall bs entitled to:

{1) Examine without charge, at the Plan Administrator's
office or through your work locatlon, all documenta
relating to the plan filed with the U.S. Department of
Labor.

Obtaln coples of all plan documents and other planin-
formation upon written request to the Plan Ad-
ministrator. The Adminlstrator may make a
. reasonable charge for the copies.
(3) Recelve a summary of the plan’s annual financlal
report.

In addition to creating rights for plan particlpants, ERISA Im- *

2)

poses dutles upon the People who are responsible for the opera-
tion of the plan. The people who operate your pian have a duty to

do 8o prudently In the

Interest of plan participants and

beneficlaries.

No one may fire you or otherwise discriminate against you in

any way solaly to pravent you trom obtalning a benetlt to which

yo

U are entitied or from exerclsing your rights under ERISA.

2

If your claim for a benefit is denied, you must receive « wrltten
explanation of the reasons for the dental. You have the right to
have your claim reviewed and reconsidared,

Under ERISA, there are a number of steps you can take to en-
force the abova rights:

1) I you request materials from the plan and do not recelve
them within 30 days, you have the right to file sult in a
federal court, The count may require the Plan Ad-
ministrator to provide the materlals and pay you up to
$100 a day untll you receive the materials,

If you have a claim for benefits which Is denied or ig.
nored, you have a right to file sult ln a state or tederai
court,

It the people responsible for operating the pian 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 tile sult In a federal court,
The court will decide who should pay court costs and
legai fees. If you are Successtful you may not have to pay
any court cost or legal fees. If you lose, the court may
order you to pay these costs and fees,

If you have any questions about the plan, you should contact
the Plan Administrator. It You have any questions about 1his
statement or your rights under ERISA, you should contact the
nearest Area Office of the U.S. Labor Management Services Ad-
ministration, Department of Labor. i

rv

2)

3}



mmﬁﬂ - I - HEALTH CARE BENEF ITS
A. FEligibllity
Employees:

As a full-time active salaried employee, you are ellgible for
Ccovarage on your date of hire, (if you are not actively at work
on the date you would otherwise become eligible, you will be
ellgible on the date You return to active work.) Coverage also
continues under this plan for employees sligible to recelva

payments from a company-sponsored Igng-term disabllity
plan,

Dependents:

* 1} Your spouse.

2) Your unmarried children from birth to age 19 (age 23, If

I a full-time student). “Children” also includes step-
chlldran, foster children and any other children living,
with you in a parent-chlid relatlonship and depandent
on you for support.

3) An unmarried dependant child who becomas
physically or mentally Iincapable of earning a fiving
prior 1o age 19. Coverage wlill continue for as long as
the condidan exists, Provided you turnish proof of the
dependent's condition within 31 days after the depen-
dent reaches the lmiting age.

4) The unmarrled Spouss and eligible children of a
deceased employee whose death occurred on or after

~ December 1, 1969.

B. Enrollment

In order 10 enroll In the Health Care Plan, you must sign an
enrollment card for you and your dependents with your Personnal
Representative.

It you acquire a dependent after your inlt]al eligibitity or if a
dependent becomes Ineligible, notity the Personnel Office or
your Personnel Representative.

"
~’/

C. Definitions

In order to understand how the plan works, tho following deflni-

tions will be helpful to you:

Convalescent Facllity - Lawfully operaling Institution primarl-
ly engaged In providing skilled nursing care to patients
recovering from Injury or Iliness and which {8 under the
supervision of a physiclan or registered graduate nurse. This
does not include hursing and rest homes.

Deductible Amount - The amount which you are required to
pay under cartain provisions of this plan before the Company

“begins to share expenses with you,

Hospital - An institution lagally Operating as a hospital that
provides madlcal care and treatment on an Inpatlent basls at
the patient's expense, and which Is under the supeyvision of
a staff of physicians, and also provides 24-hour-a-day nursing
services by registered graduate nurses. “Hoaspltal” does not
include convalascent tacilities, nursing or rest homes, or In-
stitutions primarily engaged in schooling of its patients.
lllness - Sickness or disease which require treatmaent by a
physician, including prognancy and related condltions,
alcohollsm, drug abuse, and mental Infirmity,

Anjury - Only bodily Injury which requires treatment by a
physiclan.

Intensive Care Accommodation - Researved for critically and
seriously ill patients requirlng constant observation as
prescribed by attending physician, and includes room and
board, nursing care, equlpment and supplies.

r.L XS Optomaetrist - Person who is legally licensed to practice Op-

tometry.

Physiclan - Legally Qualitied physiclan or surgeon, or a legal-
ly qualified dentist,

V.xoonozna_o and Customary Charges - The maximum benefit

payable as determined by the Provident, by considering the
usual fee charged by the indlvidual physician and the range
of fees usually charged for the same service by physiciana in
the same area.




D. Services Not Covered

.In addition to the speclfic exclusions otherwise confained In
the Plan, benefita ara not provided for the following under any -
provisions of this plan: .

1) Charges iIncurred due to occupational injurles or }iI-
nhesses or any charges covered by Worker's Compensa-

#

tion. :
?) Charges which are subjesi o reduction In accordance
with the provision headed “Coord!nation. 'with othar
. Medlcal Care Beneflits” described on page 16,

" 3Charges for coverage which could have been obtained
upon approprlate application or enroliment under
Madlcare.

4) Any amounts exceeding reasonable and customary
" charges. Reasonable and customary faes are determin-
ed by looking at the usual fee charged In the area.
5) Services and supplles racelved In a hospital owned or
Operated by the U.S. Govemmaent. )

68} Services or supplies for which no charge is made.
7) Charges incurred whila the coverage under this plan s
. not in effect.
y 8) Acupuncture therapy.

Vs Cosmetic - Aurgary, except operations necessary to repair
disfigurement from an accldent occurring while this In-
surance Is in force, or except for treatment of a birth
defect in a child born while the parénts are covered
under this pian.

x 10) Treatment of injury or lliness which is occasionad by
war, declared or undeclared,
- V 11) Telephone convoraation with a physliclan in tleu of an of-
T fica visit,
V 12) Charges for writing a prescription, or for medications .
dispensed from a physiclan's Qffice, p40e A3 N (C aras .
V._mv Charges for medical Summarles and medical involce
preparations,

7 14) Purchase of hearing aids. -

15) Services provided by a relatlve.
<*168) Custodial care.

Qrtsgehing oot Lo Lure su G posunt,
A “Buk saXuiad. (o vle #2322 pen O
i}

-
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E. Basic Medical Benefits

(1) Hospltal Expense Bene!its - Tho following benefits are pro-

vided for hospllat ehargon Incurred during a perlod of con- .
finement due to illness or Injury:
.+ {8) Room and Board: Covered in full, not to exceed the
hospital’s average semi-private roam.charge.
(b) Intensive Care: Covered in full, provided the period of
continement is for at least 24 hours,

{c) Private Room: Benefits are payable equal to the
hospital's average seml-private rogm charge or
payment in full If deemed medica ly ngcessary by .
the attending physiclan, - ST s

. {d) Miscellaneous Hospltal Services: Csvared Tn Tull, not
to exceed reasonable and customary charges.
Under this provision, payment will ba made for the
tollowing:
1) services and supplies required for treatmaent,
2) charges for radiology or laboratory servicas.
p * 3) chargas for ambulance sarvice to and from the
nearast hospital or medical facility where care
and treatment of the injury or illness can be

) u?m:rr! .
v (e)\._Emergency nhn_nwoﬁbmambn Surgery: Benefits are pro,
vided in full for treatment of accldental bodily in- |
. furies which are treated within L calendar days of /.
an accident, or for outpatiant surgery.

(Y Maximum Banetit - Hospital Benefits' are payable up
to 365 days during any one period of conflnement.
After hospltalization, an employee must return to
work for one full day to quallty for a new 385 day
maximum baenolit or subsequent hoapitalization
must be due tu entirely different and unrelated
causes. A dependent's perlods of conflnement
must be separated by at least 3 months to qualify
for a new maximum benefit, or subsequent
hospitalization must be due to entlrety different
and unrelated causes.

(2) Physiclan's and Surgeon’s Fees In the Hospital - The follow-

Ing benetits are coyarad In full, up to the reasonable and

Customary charges:

I.E Surgical Expenses, Including surgeon's fees for the
actual surgica! procedure and follow-up surglcat
care, for elther inpatient or outpatient s -~ery,
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Assistant Surgeons, it requlred. -

_{c) Physiclan's Visits, while you are In the hospital.

{(d) Physiclan's Consultation, by a physician centified asa

“ apacialint In the madical fletd, tor no more than
. one congultation _during any one. perlad__of
el hospltal confinement.

-~

(8) Anasthetic Expenses - Banefits wll) be payable In ful]
' for services by a Dbhysiclan or professional
anesthetliat, other than a salarlad employeae of the
hoSpltal, for adminlstering an anssthetlc in con-
nection with a surgical operation or any procedure
for which a surgical expanse benelfit | payable

under the plan.

(3) Other Covered Charges

-

Fa

)

(8) Laboratory and X-Rays

100% of reasonable and customary charges are
« provided for:

%.mo:ow:n Laboratory and X-Ray Exams, when
-/ performed In a doctor's officd, a lab, or on an

Outpatient basis in a hospltal.
. X-Ray and Radlaton Therapy, for treatment of &
r proven malignancy or a non-malignant condi-

: tlon.
(for aom»bhmmh.ﬁ.%a and female

%E Maternity Benetits
.“,f Maternity U@qum:.u are

o eimployees) . -
payable for expensas In-
'.curred due to pregnancy,

childbirth, or miscarriage.

" Beneflts for maternity are Identical to those for other

illnesses and Injurles.

P In addition, payment wlll be made in fuli for usual
and customary nursery care of a newborn child, not to
éxceed the daily rate charged_by the hospltal,
Benefits are provided for newbom babies, including
routine _medical care_and Immunizations to age P
gy = ’ ' . - \_ .4

The physiclan’s foos, Including obstetrical pr
cedures and pre-natal and post-natal care up to.6"
months after detlvery are covered in fuli. Benefits will
also be provided for services pertarmed by a midwlfe
certifled by the American Collage of Midwifery and
licensed where such llcensure is required.

€

4

C

o

ﬁsgamE&ﬁE and Emergency fliness - °

Ho:m.:m are also provided for termination. of
pregnancy It tha cedure 3 _medigally necessary,
and when ceri!] fo gnd performed by a __no:..,aa
gynacologlat or wurgoon, .

Benalits ara payable In excess of those covered
-under any other provisions of the plan. The maximum
benaflt Is $100 in connegtion with any one accldapt or
iliness and $500 during any calendar year, The ex-

, -- Pénsas must be Incurred within 7 calendar days afte: -

" ———

-accldent or lliness.

(d) Annua! Routlne Physical Exam {smployees only)

Benefits are available for one éxam per calendar
year, for the reasonable and customary {ee, not ta ex.
ceed $50 for the physiclan's {se. Dlagnostig tests are
coverad In_full, !

(e) "Physician's Visits

1

J

Payable for attendance at home or In physician's of-
fice for the treatment of injury or iliness. The piant
Pays the cost of the vislt less a deductible of $5 per
visit up to a maximum deductible of $50 per calendar
year per family. Benefits are not Payable farinnogula-” .
Yion or Immunizations tor preventlon_of disease, ;

N () Prescrip tion Drugs _

’

The plan pays 0% _9of covered drug expeansas.
Covered drugs include all drugs which require a
prescription gnd insilin when prascribed by a physl.

cian, -
Beneflts will not be payable under the plan for:

* More than a 30-gay supply on any one prescrip.
tion.

* Contraceptives. x
* Charge for the administration of insulin,
* Any refill in excess of the number specified by the

physician or any ref(l dispensed more than one
year after tha date of the original prescription,

* Drugs recelved from an institutlon owned or
Operated by the U.S. Government,

¢ Drugs for which no charge Is made.

—_—




F. Major Medical Benefits

-Major Medical Benefita provide coverage for medical expanses
In oxcess of your Manic Modical Benefits, and many items not
covered elsewhers. Covered expenses Include hospital, surgical
and medical expenses.

(1} Benefit Payments

ays _B80%

‘charges. There Is a Separate deductible for each covarad
membaer, to be met once during each calendar year. Howevaer,

FEPDPBEEE of your family meet their deductible
‘during a calendar year, the remalning members of your family
are not subject to the deductible amount.

Also, covered oxpensas which are incurred In the last threg
months of a calendar year which apply towards satisfying
your deductible, may heg carrled over Into the ney year and
Yyl B applied to that year's deductibla. ) ,

N | 3. Howaver, if the amount which you pay ..oE.o“-oooxa...?o»
» Payable by the plan because of the deductlble or 80% provl.

ﬁ .._:..
4 _...

.. wlil be at the rate of 168%. This
K means that all Major Medical n:waow\mknmeEE.bmh

Indlvidual are coverad in full,
(2 Covered Charges -

v * Hospital Care, Including room and board at the average
semi-privale room rate, Intensive Care, and other hospital
8ervices and supplies,

Convalescent Facllity Care, It required following a
hospital confinement E. Including
room and board and general nursing care at the average
semi-private room rate, payablg up to 100 days per year.
Physiclan’s fees for medical and surglcal oparations,

Nursing Service, provided by a reglstered graduate nurse
or a practical nurse who Is either licensed or reglstared
with an organlization approved by the medical profeasion,

Artificial limbs or aves, oma,..... splints, trusses, uBo@u..
crutches., ) :

S e

<

v.
e

P
Vo

. ant

e

0

v.. Rental of durable equipment for medical or surgical treat.
_ment such as wheelchalr, iron lungs, etc,

>:om._.:::|_._\o‘c and thaly adminlstrallon,

* Diagnoslic laboratory services.

Services of a physlotherapist or lab technician,

Use of x-ray, radlum and other radloactive substances.

Oxygen and rental of aequipment for adminlstration of ox-

ygaen,
— " v ¢ Commerclal transportation within the U.S. and Canada, if
— e medically nNecessary, to an out-of-area hospital or medical

* Professlonal psychlatric sarvice.
. nan in
\\\S‘ . u r n the same basis
..‘\ - -
A

. } outpatient b
s 0% of the total |,

facility providing required speclal treatment,

J»EE?EPPE&:EEEE

88 are covaregd u

(3) Charges Net Ceversd ’ m W

ozma_nm_mxmauzg :momuumé.qo::mnam*aoa9_ jnjury
or Hinesg, T

* Eye refractlons, 8yeglasses, fitting of ayeglassaes.

* Dental care, except tumors and treatment of accldaental
injury to natural teath.

* Charges incurred outslde U.S. or On:mam‘c:_mmm you are a

resldent of U.S. or Canada and the charges are incurred
while traveling,

G. Vision Care

The vision care program pays benefits for services and sup-
plies necessary for treatment of visyal defect, Injury or disease
provided that an optometrist or physiclan certifies that they are
nacessary.

(1) Benefit Payments

You and your dependents pay the first $10 (the "deductl-
ble"). A separate deductible must b met for each covered

Person once In a calendar year. =




e «-- You have pald the deductible, the company pays 80%
! of the remaining covared charges up to an annual maximum

" @f'$75, based on renaonable and customary charges, There Is
& how $75 maxlmum for ouch coverad peraon nnch yaear,
(2) Coversd Charges —
/" ne complete visual analysis during a calendar year.
, e . rm:wmm..rs..nFn_SV :m.cu.prsﬂluwpo.bo& b aza, P“v??u.?w
- * Ona set of frames during any consecutive two year ¢
- Taromehiny riod
T nd \wz Period.

Cedrle Opthalmic materlals necessary for fitting of and subses-
.o quent evaluation of eyeglasses.
(3) Charges not Covered
* Sunglasses or fitting of sunglasses m.%mm“ prescription

sunglassas.
Surgical or medical care of eye disease or injury.
Extra charges for photosensitive or antl-reflective lenses.
Drugs or medications (other than for vision axam).
Anrtiticial eyes.
ReadIng rate and comprehenslon studles.
* Experimental services or supplles.
* Spacial procedures, such as orthoptics, vislon training,

subnormal vislon aids, aniselkonic lenses and

o..ﬂn}pmmm.a,_.wwwk.ﬁrv? e e Ouepsi G::w L4 chargd umﬁa.-if 3,

'dqdv#’.a«ﬂ.\l.(&fﬂ.’& e Beasdewn, - ﬁ.sf.ﬁr
- ED{))\(! =1 H. —Unn—nﬁ,— nﬁ—-ﬂ . PR
P Po..r.mrvé/..& Agslnprrnfbb. P::dzv \w
Benefita are provided under the plan based on reasonable and
customary charges, for services certlfled by the attending phyasl-
clan or dentist to be necessary for the care and treatmant of the
teoth and gums.

(1) Bensfit Payments .
You and your dependent pay the first $25 (the
“deductible’). A separate deductible must be met for each

covered person once in a calendar year. ’

pv Rimiesa\® Verlfication and fitting. Teohnica) Fee

- ——

™

v

O

After you have pald the deductible, the company pays 80%
of the remalning coverad charges up to the maximum annual
banelit, Also, covared Oxpoenaes which are Incurred In the
last thres months of 3 calandar year, which apply towards
salistying your deduclible, may be carrled Into the new year
and applied to that year's deductible,

(@ Maximum Benefit A

The maximum amount Is 3800 for orthodontic work durlng
a perlod of orthodontic treatment and $500 for all other care
or treatment during each calendar year. The maximum
amount Is applied Separately to each covered person. A
perlod of orthodontic expense Is incurred, and continues for
the length of time requlred by the physician to complete
treatment. A perlod of treatment includes charges for treat.
ment randered wlithin five years after the end of a previous
period of treatmant. '

(3) Enroliment

You are automatically ellgibje for dentai cara coverage,
However, you must flI| out an enrollment card with your Per-
sonnel Representative.

Also, dependent coverage 18 NOT provided automatically
upon your enroliment. You must flli out a separate enroll-
ment card for your dependents.

Coverage for dependents Is effactive Immediataly If your
dependent is enrolled within 31 days of becoming eligible.
Otherwlise a three month walting perlod for benefits will ap-
ply.

(4} Covered Chargea

* Examinations, x-rays, teeth
ment of dental paln and
restoration.

* Sodium fluoride treatments.
* Treatment of disease of gums and tissuvas,

* Tooth extraction, alveolectomies, and post-operative
care,

* Root canal.
¢ Fillings, Inlays, and crowns.

* Fult and partial dentures and bridge-work, Including their
replacement and restoration, but not mors than ong
replacement evary three years.

* General anesthetics.
* Orthodontlc treatments,

cleaning, emergency treat-
equllibration, not Including
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{8} Cha._ .ot Covered

* Oral surgery, oxcept as speclfled under covered ox-
. penses.

* Charges Incurred outside the U.8. and Canada uniess you
or a depandenl I urn charges whilg traveling abroad.

* Services or supplles supplied fres of charge.

* Full or partial dentures or bridge-work made to raplace
teoth extracted before coverage under this pian began,

This limitation Is dropped after three consecutive yoears of
coverage by the employee or dependant.

L. Termination of Coverage

1. Your Heaith Care Coverage will terminate on the earflest of
the following dates, except as provided In the following sectlon
on extended benefits:

(a) The date the plan is terminated.

(b) The date tha planis amended to terminate the coverage of

- aclass of employees of which you are a member.

(t} The date you are no longer a mamber of an eligible class
of employees.

(d) The date your active employment with the Company is ter-
* minated.

(8) The date you are pensloned or retired, except that dental
coverage for retirees Is continued to age 65. For informa-
tion about Heaith Care Benefits for retlrees, contact your
Parsonnel Representative, .

{h For employees on layoft, benefita terminate on the date
you become eliglble to participate In another group plan,
or 3 monthgy following the end of the month In which the
layoff occurs, whichaever ig earlier,

2. -Your coverage with fospect to dependents wlil terminate on
the earilest of the follow!ng dates:

(8) The date your coverage Is terminated for any reason,

{b) The date a dependent ceases to be eliglble In accordance
with the provision In the “Ellgibliity” section.

(c) Any coverage being continued with respect to the spouse
and unmarrie I tar-

J & da nu.n.n--EO
or becomes eliglble for

. toverage as an emp oyee
«— Pplan,
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under this or any other group

J. Extended Benefits Afler Termination
This dees asv @ppiy Ae T O
It you or adependent are hospllalized at the time your coverage
terminates, hospltal benatits wil continue 1o apply to that porlod
ol hospltal conftinement.

If you are totally disabled by Injury or iliness at the time your
Coverage terminates, your hospital, surgical, laboratory, x-ray ex-
amlination and x-ray and radiation therapy benefits will be axtend-
ed during continuation of total disability to cover expenses Incur-
red within three months after tarmination of covaraga.

If you or a dependent are totally disabled by Injury or iliness at
the time your coverage terminates, major medical benefits will be

For further Informatlon, including questions about extension
of maternity benefits, contact your Personnel Representative,

K. Conversion to Individual Policy

It you leave the Company or you are no longer a member of a
class of employees covered under this plan, you may apply for an
individual hospital and surglcal expense insurance pollcy with
the Provident,

Application for the individual policy must be made within 31
days after termlnation of group coverage. No medical examlina-
tion will be requlired.

If you have dependant Coverage at the time of termination of
group benefits, the Individual policy may Include certaln
membars of tha family.

Converslon to an indlividuai plan shal) also be availabla (l) upon
your death, to your survlving spouse with respect to your spouse
and ellgible dependents or to a chlld solely for himself because
of marrlage or attainment of {imiting age or (i) upon the divoree or
annulment of your marriage, to your divorced Spouse or former
spouse.

In no event will an Individual plan be issued to cover any per-
son who, at the time of termination of coverage, Is eligible for
Medlcare.



L. vwedination with Other Medical Care Henefits

Health Care benefls arn designed to help you mant actual ex-
penses for the treatmont and care of llinesses and injurles.

It you or your tamlly are eligible for benatfits under another
plan, banetits from your Health Care Plan wlill be coordinated
with those benefits, so that up t0 100% of “allowabls expenses”
Incurred within a calendar year wiil be pald jointly by all the plans.

Altowable expenses as It Is used here, ia any necessary,
reasonable, and customary charge covered at least in part by any
one of the plans of which you are a member. _

Plan means any of the followlng:

* Group, blanket or franchise insurance coveragqe,

+* Governmaental programs, Including Medlicare, and any
Goverage required or provided by any statute.

* Labor-management trusteed plans, union welfare plans,
employer organization plans, or employee benefit
organization plans. )

* Prepayment plans or group practice coverage, except that
for which payment Ia made directly by the person covered
to the organization providing coveraga.

M. The Health Maintenance Organization Act of 1973

The Health Maintenance Organization Act of 1973 (HMO act)
provides that you have the optlon of electing membarshlp In a
health gnaintenance organization certitfled in accordance with
fedew® or state laws in liey of electing to become covered for the
Medical Expense Benelits provided under the group plan.

H you are Interested In this option, contact your Porsonnel Of-
fice or Parsonnel Representative to find out If there is an HMO
avatlable in your area. If 30, your Personnel Office wll provide
you wlith additional information.
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SECTION III - LIFE INSURANCE

A. Certificate

PROVIDENT LIFE AND ACCIDENT INSURANCE COMPANY
Chattanooga, Tennessee
{herein called the Provident)

:m._‘oaw. certifies that it has issued Group Policy No. 5342 to
EASTERN ASSOCIATED COAL CORP.

{herein called the Company) )

providing the Life Insurance Benefits described on the following
pages for certain Employees Insured under the Group Policy.
This booklet summarlzes the principal provisions of the Group
Policy which alone constitutes the entire contract between the
Provident and the Company.

Employees become ellglble for the insured benefits under the
pian as provided on a following page. This bookiet constitutes
the Employee's Certificate of Insurance while covered under the
plan,

The benefits and provislons described on the tollowing pages are
subject in all respacts to the terms and conditions of the Group

. h\@\wp\g

President
Provldent Life and Accident
insurance Company




B. Benefit Payments

In the event of the death of an employee from any causae, $5,000
Is payabla to tha banaticlary upon recalpt of proot of death. In the
evant ol the death of o dopandant from any cuuie, $1,000 is
payable to the employco upon recelpt ot proof of death.

The insurance may be payable In a lump sum or in In-
stallments.

C. Eligibility

As a full-time active salarled employee, you and your
dependents are eligible for this coverage on your date of hire,
Coverage also conlinues for employeas eligible to receive
payments from a company - sponsored long-term disability plan,

D. Dependent Coverage

The members of your famlly eligible for dependent coverage
Include—
1) your spouse.

2) your unmarried chlldren between 14 days and 19 years of

‘ age, or up to age 23 If regular, full-time students,
“Children’ also includes stepchllidren, foster children
and any other children fiving with you In a parent-chlld
relatlonship and dependent on you for support,

E. Enrollment

You are automatically eligible for enrollment in the Life In-
surance Plan on your date of hire. However, you must complete
an enroliment card for you and your dependents wlith your Per-
sonnel Representative.

If you are not actively at work on the date covarage would nor-
mally begin, your protection whi begin on the date you return and
complete a full day of work.

If you acquire a dependent after your inltlal eligibility or if a
dependent becomes Ineligible, notify the Personnel Office or
your Personnel Representative.

F. Beneficiary Information

You can name whomever you wish as your beneficiary by fiting
such deslgnation with your Personnel Representative who will
forward It to the Personnel Department. You may change your
beneficiary at any time by giving written notice and the change
will becoma effactive on the date that you sign the request.
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If you designate more than one beneficiary and y.. do not
speclty their reapective shares, the benelficiarles shall share
equally,

It a benoliclnry predoco.aa you, his share shall Lo payabla

C equally to the surviving beneliciaries, unless you have
deslgnated otherwise.

Any amount for which there is no designated beneficiary at
your death shali be payable to your estate or as determinad
equitably by the Plan Administrator. You will be the beneficiary
for the insurance protaction for the members of your family,

G. Termination of Coverage
1. Your life insurance coverage will terminate on the earliest of
the following dates:
(a) The date the plan is terminated. .

{b) The date the plan is amended to terminate the coverage of
a class of employees of which you are a member.

(c) The date you are no longer a member of an eligible class
of employeas.

{d} The date your actlve employment with the Company Is ter-
minated.

{e} The date you are pensioned or ratired.

{) The date your lay-off occurs.
2. Your coverage with respect to dependents will terminate on
the earliest of the following dates:

(a) The date your coverage is terminated for any reason.

. {b) The date a dependent ceases to be eligible In accordance
C with the provisions in the “Ellgibltity” section.



A. Conversion to Individual Policy

You and your spousa may convert your Group Life Insurance to
an Indlvidual life Insurance policy offered by the Provident Life
&nd Accldant Insurance Company iIf you meet ona of the follow-

" Ing condlitions:
1) You terminate amployment wlth the Company.
2} You cease to be In an eligible class of employees.
3) You have been covered under the plan for at least three

4)

years (and the pian has been in effect at least five years,)
and the plan terminates or the class of employees of
which you are a member ceases to be covered. In this
Case, only limited types of Individual policleas may be
issued.

In the case of your death, conversion wlll be available to
your spouse.

Application for the individual pollicy must be made within 31
days after termination of group Insurance coverage. No medical
examination is required. )

Ths premlum for the Individual policy will be basad on your or
your apouse’s attained age at the time of application, the class of
risk to which elther of you belong and the form and amount of

¢ pollcy.

If you or your spouse should dle during the 31 day conversion
period, the bensficlary will be entlitied to the amount of insurance
which would have baen payable under an indlvidual policy, even
It application for the Indlvidual policy has not been made.
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SECTION IV - CLAIMS PROCEDURE

A. How to File a Claim
(1) For Healih Nenalite

r\v a) A health benefits Identification card wlil be Issued by
your employer.

b) When you or one of your dependents requires coverad
treatment or services, the Identification card should be
presented to the provider of the services.

- €) Contact the Personnel Offlce or your Perscnnel
Represantative to recelve a clalm form and Instructlions to
bring with you when recelving sarvices.

d} Complete the forms, have the hospltal or physiclan com-
plete the necessary sectlons, and return them to the Com-
pany as soon as possible. '

1) When flling your clalm, you must submit proof of each
charge, so it Is extremaly Important that you secure
coples of bllls for all charges.

2} Drug store blits for prescription items must Inciude a
diagnosls, prescription number, and the name of the
person for whom prescribed.

@) The Company wlll then send your clalm to the insurance
Company. The Insurance Company wlil determine the
amount payable under the pian, make the payment, and
send you advice of the payment.

(2) For Life Insurance Beneflts

All claim forms may be obtained from your Personnel Office or

C your Personnel Representative and are to be completed accor-
ding to instructions on the forms. The completed form should be
returned to one of the Personnal Offices for proper processing.



- What te Do I Your Claim s Denied
* It your clalm Is denied, you wili receive a written notice of the
denlal within 90 days of the raceipt of your claim {except In
3pacial cases, whare It wlil be 180 days angd you have been so
notified). The notice will oxplain fully the reasons (or denial.

In the case of a denlal, you hava the right to review pertinent
documaents, to submit additlonal issues and commaeants and 10 re.
quest a review of the denlal. This appeal must be made In writing
within 80 days after you receive a notlce of danial.

A final declslon of the appeal shall be made no later than 80
days after receipt of your request for review (except in special
Cases whare it wili be 120 days and you have been S0 notified). A
notice will be sent to you In writing explaining the reasons for the
tinal decision.

)



