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Schedule of Benefits

Employer: The Dow Chemical Company
ASA: 783135

Control: 479235

Issue Date: February 10, 2016

Effective Date: October 1, 2015

Schedule: 113A

Booklet Base: 113

For: Choice POS II (Home Host/ IDS MAP Plus & MAP Plus Aexcel Plus with Prescription Drug Plan —
Option 1) Pre-65 Retirees (Excludes Medicare Retirees)

This is an ERISA plan, and you have certain rights under this plan. Please contact your Employer for additional
information.

Aetna Choice POS II Medical Plan

Calendar Year
Deductible*

Individual $125 $125 $500
Deductible*

Family Deductible*
Retiree + 1
Dependent Plan $250 $250 $1,000

Retiree + Family Plan
$375 $375 $1,500

Per Admission $250 per admission* $250 per admission* Not Applicable
Copayment

*Maximum of $500 (2 Per Admission Copayments per family per Calendar Year)

*Unless otherwise indicated, any applicable deductible must be met before benefits are paid.

Common Accident $125 $125 $500
Deductible




Plan Maximum Out of Pocket Limit includes plan deductible, per visit deductibles and copayments.
Plan Maximum Out of Pocket Limit excludes precertification penalties.

Eftective October 1, 2015 through December 31, 2015:
Individual Maximum Out of Pocket Limit:

* For Home Host network expenses: 4% of annual salary to $6,350 maximum.
® For Aetna network expenses: 4% of annual salary to $6,350 maximum
= For out-of-network expenses: 8% of annual salary.

Family Maximum Out of Pocket Limit:

* For Home Host network expenses: 8% of annual salary to $12,700 maximum.
* For Aetna network expenses: 8% of annual salary to $12,700 maximum.
® For out-of-network expenses: 12% of annual salary.

Effective January 1, 2016:
Individual Maximum Out of Pocket Limit:

* For Home Host network expenses: 4% of annual salary to $6,850 maximum.
* For Aetna network expenses: 4% of annual salary to $6,850 maximum
®  For out-of-network expenses: 8% of annual salary.

Family Maximum Out of Pocket Limit:

* For Home Host network expenses: 8% of annual salary to $13,700 maximum.
®  For Aetna network expenses: 8% of annual salary to $13,700 maximum.
* For out-of-network expenses: 12% of annual salary.

Lifetime Maximum Unlimited Unlimited Unlimited
Benefit per person

Payment Percentage listed in the Schedule below reflects the Plan Payment Percentage. This is the amount
the Plan pays. You are responsible to pay any deductibles and the remaining payment percentage. You are
responsible for full payment of any non-covered expenses you Incur.

All Covered Expenses Are Subject To The Calendar Year Deductible Unless Otherwise Noted In The
Schedule Below.

Maximums for specific covered expenses, including visit, day and dollar maximums are combined
maximums between network and out-of-network, unless specifically stated otherwise.



Preventive Care Benefits

Routine Physical Exams
Office Visits

Covered Persons throngh age
21:

Maximum Age & Visit
Limits

Covered Persons ages 22 but
less than 65:

Maximum Visits per
Calendar Year

Covered Persons age 65 and
over:

Maximum Visits per
Calendar Year

100% per visit

No copay or Calendar
Year deductible apply.

Subject to any age and
visit limits provided for in
the comprehensive
guidelines supported by
the American Academy of
Pediatrics/Bright Futures
Guidelines for Children
and Adolescents.

For details, contact your
physician or Member
Services by logging onto the
Aetna website www.aetna.com,

or calling the number on the
back of your 1D card.

1 visit

1 visit

100% per visit

No copay or Calendar
Year deductible apply.

Subject to any age and
visit limits provided for in
the comprehensive
guidelines supported by
the American Academy of
Pediatrics/Bright Futures
Guidelines for Children
and Adolescents.

For details, contact your
physician or Member
Services by logging onto the
Aetna website www.aetna.com,

or calling the number on the
back of your 1D card.

1 visit

1 visit

100% per visit

No Calendar Year
deductible applies.

Subject to any age and
visit limits provided for in
the comprehensive
guidelines supported by
the American Academy of
Pediatrics/Bright Futures
Guidelines for Children
and Adolescents.

For details, contact your
physician or Member
Services by logging onto the
Aetna website www.aetna.com,

or calling the number on the
back of your 1D card

1 visit

1 visit



Preventive Care
Immunizations
Performed in a facility or
physician's office

Screening & Counseling
Services

Office Visits
Obesity and/or
Healthy Diet

Misuse of Alcohol
and/or Drugs & Use
of Tobacco Products

Sexually Transmitted
Infections

Genetic Risk for
Breast and Ovatian
Cancer

Obesity and/ or Healthy Diet
Maximum Visits per
Calendar Year

(Lhis maxinum applies only to
Covered Persons ages 22 &
older.)

100% per visit

No copay or Calendar
Year deductible apply.

Subject to any age and
visit limits provided for in
the comprehensive
guidelines supported by
the Advisory Committee
on Immunization
Practices of the Centers
for Disease Control and
Prevention.

For details, contact your
physician or Member
Services by logging onto the
Aetna website www.aetna.cons,
or calling the number on the
back of your 1D card.

100% per visit

No copay or Calendar
Year deductible apply.

26 visits (however, of these
only 10 visits will be allowed
under the Plan for healthy diet
counseling provided in
connection with Hyperlipideniia
(high cholesterol) and other
known risk _factors for
cardiovascular and diet-related
chronic disease) ®

100% per visit

No copay or Calendar
Year deductible apply.

Subject to any age and
visit limits provided for in
the comprehensive
guidelines supported by
the Advisory Committee
on Immunization
Practices of the Centers
for Disease Control and
Prevention.

For details, contact your
physician or Member
Services by logging onto the
Aetna website www.aetna.cons,
or calling the number on the
back of your 1D card.

100% per visit

No copay or Calendar
Year deductible apply.

26 visits (however, of these
only 10 visits will be allowed
under the Plan for healthy diet
counseling provided in
connection with Hyperlipidenria
(high cholesterol) and other
known risk _factors for
cardiovascular and diet-related
chronic disease) ®

100% per visit

No Calendar Year
deductible applies.

Subject to any age and
visit limits provided for in
the comprehensive
guidelines supported by
the Advisory Committee
on Immunization
Practices of the Centers
for Disease Control and
Prevention.

For details, contact your
physician or Member
Services by logging onto the
Aetna website www.aetna.cons,
or calling the number on the
back of your 1D card.

100% per visit

No Calendar Year
deductible applies.

26 visits (however, of these
only 10 visits will be allowed
under the Plan for healthy diet
counseling provided in
connection with Hyperljpidenria
(high cholesterol) and other
known risk _factors for
cardiovascular and diet-related
chronic disease) ®

*Note: In figuring the Maximum Visits, each session of up to 60 minutes is equal to one visit.






Routine Cancer Screening

Outpatient 100% per visit 100% per visit 100% per visit

No Calendar Year
deductible applies.

No copay or Calendar Year
deductible apply.

No copay or Calendar
Year deductible apply.

*No Out-of-Network coverage for routine colorectal screenings.

Maximums

Subject to any age; family
history and frequency
guidelines as set forth in
the most current:

* evidence-based items
that have in effect a
rating of A or B in the
current
recommendations of
the United States
Preventive Services
Task Force; and

* the comprehensive
guidelines supported by
the Health Resoutrces
and Services
Administration.*

For details, contact your
physician or Member
Services by logging onto the
Aetna website
www.aetna.com, or calling the
number on the back of your
ID card.

Subject to any age; family
history and frequency
guidelines as set forth in
the most current:

* evidence-based items
that have in effect a
rating of A or B in the
current
recommendations of
the United States
Preventive Services
Task Force; and

* the comprehensive
guidelines supported by
the Health Resources
and Services
Administration.*

For details, contact your
physician or Member
Services by logging onto the
Aetna website
www.aetna.com, or calling the
number on the back of your
ID card.

Subject to any age; family
history and frequency
guidelines as set forth in
the most current:

* evidence-based items
that have in effect a
rating of A or B in the
current
recommendations of
the United States
Preventive Services
Task Force; and

* the comprehensive
guidelines supported
by the Health
Resources and
Setrvices
Administration.*

For details, contact your
physician or Member
Services by logging onto the
Aetna website
www.aetna.com, or calling the
number on the back of your
ID card.

*Note: Routine Mammogtrams, routine Prostate Specific Antigen (PSA) tests and/or Digital Rectal Exams (DRE)
are not subject to age or visit limits.

Lung Cancer Screening

Liung Cancer Screening
Maxcinum

100% per visit

No copay or Calendar
Year deductible apply.

One screening every 12
months*

100% per visit

No copay or Calendar
Year deductible apply.

One screening every 12
months*

70% per visit after
Calendar Year deductible

One screening every 12
months*

*Important Note: Lung cancer screenings in excess of the maximum as shown above are covered under
the Outpatient Diagnostic and Preoperative Testing section of your Schedule of Benefits.



Prenatal Care

Office Visits 100% per visit 100% per visit 100% per visit
No copay or Calendar No copay or Calendar No Calendar Year
Year deductible apply Year deductible apply. deductible applies.

Important Note: Refer to the Physician Services and Pregnancy Expenses sections of the Schedule of Benefits for
more information on coverage levels for pregnancy expenses under this Plan, including other prenatal care, delivery
and postnatal care office visits.

Comprehensive Lactation Support and Counseling Services

Lactation Counseling
Services Facility or Office
Visits

Lactation Counseling
Services Maximum Visits
either in a group or
individual setting

100% per visit

No copay or Calendar

Year deductible apply.

6 visits per 12 months

100% per visit

No copay or Calendar
Year deductible apply.

6* visits per 12 months

100% per visit

No Calendar Year
deductible applies.

6 visits per 12 months

*Important Note: Visits in excess of the Lactation Counseling Services Maximum as shown above, are covered
under the Physician Services office visit section of the Schedule of Benefits.

Breast Pumps & Supplies

100% per item

No copay or Calendar

Year deductible apply.

100% per item

No copay or Calendar
Year deductible apply.

100% per item

No Calendar Year
deductible applies.

Important Note: Refer to the Comprebensive Lactation Support and Counseling Services section of the Booklet for
limitations on breast pumps and supplies.

Family Planning Services
Female Contraceptive
Counseling Services -Office
Visits

Contraceptive Counseling
Setrvices - Maximum Visits
either in a group or
individual setting

100% per visit.

No copay or Calendar

Year deductible apply.

2% visits per 12 months

100% per visit.

No copay or Calendar
Year deductible apply.

2% visits per 12 months

100% per visit

No Calendar Year
deductible applies.

2% visits per 12 months

*Important Note: Visits in excess of the Contraceptive Counseling Services Maximum as shown above, are covered
under the Physician Services office visit section of the Schedule of Benefits.
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Family Planning Services - Female Contraceptives

Female Contraceptive
Generic Prescription
Drugs and Devices
provided, administered, or
removed, by a Physician
during an Office Visits.

Family Planning - Other

100% per item.

No copay or Calendar
Year deductible apply.

Voluntary Termination of Pregnancy

Outpatient

85% per visit after
Calendar Year deductible

Voluntary Sterilization for Males

Outpatient

85% per visit after
Calendar Year deductible

Family Planning - Female Voluntary Sterilization

Inpatient

Outpatient

100% per visit

No copay or Calendar
Year deductible apply.

100% per visit

No copay or Calendar
Year deductible apply.

100% pet item.

No copay or Calendar
Year deductible apply.

85% per visit after
Calendar Year
deductible

85% per visit after
Calendar Year
deductible

100% per visit

No copay or Calendar

Year deductible apply.

100% per visit

No copay or Calendar

Year deductible apply.

100% per item

No Calendar Year
deductible applies.

70% per visit after
Calendar Year deductible

70% per visit after
Calendar Year deductible

100% per visit

No Calendar Year
deductible applies.

100% per visit

No Calendar Year
deductible applies.

Vision Care

Eye Examinations
including refraction

Maximum Benefit per
Calendar Year

100% per exam

No copay or Calendar
Year deductible apply.

1 exam

100% per exam

No copay or Calendar

Year deductible apply.

1 exam

11

100% per exam

No Calendar Year
deductible applies.

1 exam



Physician Services

Office Visits to Primary
Care Physician

Office visits (non-surgical)
to non-specialist

$10 visit copay then the
plan pays 100%

No Calendar Year
deductible applies.

Applies to Aetna Choice POS I1:

Specialist Office Visits

$10 visit copay then the
plan pays 100%

No Calendar Year
deductible applies.

Applies to Aetna Choice POS 11 with Aexcel Plus:

Specialist Office Visits

Aexcel Designated
Network Specialist

Non-Designated
Network Specialist

Out of Network Provider
Specialist

$10 visit copay then the
plan pays 100%

No Calendar Year
deductible applies.

$50 visit copay then the
plan pays 100%

No Calendar Year
deductible applies.

$50 visit copay then the
plan pays 100%

No Calendar Year
deductible applies.

Not applicable

$20 visit copay then the

plan pays 100%

No Calendar Year
deductible applies.

$50 visit copay then the
plan pays 100%

No Calendar Year
deductible applies.

$50 visit copay then the
plan pays 100%

No Calendar Year
deductible applies.

$50 visit copay then the
plan pays 100%

No Calendar Year
deductible applies.

$50 visit copay then the
plan pays 100%

No Calendar Year
deductible applies.

Not applicable

70% per visit after
Calendar Year deductible

70% per visit after
Calendar Year deductible

70% per visit after
Calendar Year deductible

Not applicable

Not applicable

70% per visit after
Calendar Year deductible



Applies to Aetna Choice POS I1:

Physician Office Visits-
Surgery

85% per visit after
Calendar Year
deductible

Applies to Aetna Choice POS II with Aexcel Plus:

Physician Office Visits-
Surgery

Aexcel Designated
Network Specialist

Non-Designated
Network Specialist

Out of Network Provider
Specialist

Confirmatory
Consultations
(Second Opinions)

85% per visit after
Calendar Year
deductible

85% per visit after
Calendar Year
deductible

85% per visit after
Calendar Year

deductible

Not applicable

100% per visit

No copay or Calendar
Year deductible apply.

Walk-In Clinic Visit (Non-Emergency)

Preventive Care Services*

Immunizations

Individual Screening and
Counseling Services for
Tobacco Use

Maximum Benefit per visit -
Individual Screening and
Counseling Services for
Tobacco Use

100% per visit

No copay or Calendar
Year deductible apply.

For details, contact your
physician, log onto the
Aetna website
www.aetna.com, or call
the number on the back
of your ID card.

100% per visit

No copay or Calendar
Year deductible apply.

Refer to the Preventive Care
Benefit section earlier in
this Schedule of Benefits
for maximums that may
apply to these types of
services

85% per visit after
Calendar Year deductible

85% per visit after
Calendar Year deductible

85% per visit after
Calendar Year deductible

85% per visit after
Calendar Year deductible

Not applicable

100% per visit

No copay or Calendar
Year deductible apply.

100% per visit

No copay or Calendar
Year deductible apply.

For details, contact your
physician, log onto the
Aetna website
www.aetna.com, or call
the number on the back of
your ID card.

100% per visit

No copay or Calendar
Year deductible apply.

Refer to the Preventive Care
Benefit section earlier in
this Schedule of Benefits
for maximums that may
apply to these types of
services
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70% per visit after
Calendar Year deductible

70% per visit after
Calendar Year deductible

Not applicable

Not applicable

70% per visit after
Calendar Year deductible

100% per visit

No Calendar Year
deductible applies.

100% per visit

No Calendar Year
deductible applies.

100% per visit

No Calendar Year
deductible applies.

Refer to the Preventive Care
Benefit section earlier in
this Schedule of Benefits
for maximums that may
apply to these types of
services



Walk-In Clinic Visit (Non-Emergency)

Continued
Individual Screening and
Counseling Services for

Obesity

Maximum Benefit per visit -

Individual Screening and
Counseling Services for

Obesity

*Important Note:

100% per visit

No copay or Calendar
Year deductible apply.

Refer to the Preventive Care
Benefit section eatlier in
this Schedule of Benefits
for maximums that may

apply to these types of

setrvices

100% per visit

No copay or Calendar
Year deductible apply.

Refer to the Preventive Care
Benefit section eatlier in
this Schedule of Benefits
for maximums that may
apply to these types of

setrvices

100% per visit

No Calendar Year
deductible applies.

Refer to the Preventive Care
Benefit section eatlier in
this Schedule of Benefits
for maximums that may
apply to these types of
services

Not all preventive care services are available at all Walk-In Clinics. The types of services offered will vary by the
provider and location of the clinic. These services may also be obtained from your physician.

All Other Services

$20 visit copay then the

plan pays 100%

No Calendar Year

deductible applies.

Applies to Aetna Choice POS I1:

Physician Services for
Inpatient Facility and
Hospital Visits

Applies to Aetna Choice POS Il with Aexcel Plus:

Physician Services for
Inpatient Facility and
Hospital Visits

Aexcel Designated

Network Specialist

Non-Designated
Network Specialist

Out of Network Provider
Specialist

Administration of
Anesthesia

85% per visit after
Calendar Year
deductible

85% per visit after
Calendar Year
deductible

85% per visit after
Calendar Year
deductible

85% per visit after
Calendar Year
deductible

Not applicable

85% per visit after
Calendar Year
deductible

$20 visit copay then the
plan pays 100%

No Calendar Year
deductible applies.

85% per visit after
Calendar Year deductible
85% per visit after

Calendar Year deductible

85% per visit after
Calendar Year deductible

85% per visit after
Calendar Year deductible

Not applicable

85% per procedure after

Calendar Year deductible
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70% per visit after
Calendar Year deductible

70% per visit after
Calendar Year deductible

70% per visit after
Calendar Year deductible

Not applicable

Not applicable

70% per visit after
Calendar Year deductible

70% per procedure after
Calendar Year deductible



Allergy Testing and $10 visit copay then the ~ 85% per visit after 70% per visit after
Treatment plan pays 100%0* Calendar Year Calendar Year deductible.
deductible*.
No Calendar Year
deductible applies.

*100% no copay or Calendar Year deductible for lab expenses.

Allergy Injections 100% per visit 85% per visit after 70% per visit after
Calendar Year deductible. Calendar Year deductible.
No copay or Calendar
Year deductible apply.

PLAN FEATURES HOME HOST AETNA NETWORK OUT-OF-NETWORK
NETWORK

Emergency Medical Services

Hospital Emergency $100 copay per visit $100 copay per visit after ~ Paid the same as the

Facility and Physician after the Calendar Year  the Calendar Year Network level of benefits.
deductible then the deductible then the plan
plan pays 85% pays 85%

See Important Note Below

Important Note: Please note that as these providers are not network providers and do not have a contract with
Aetna, the provider may not accept payment of your cost share (your deductible and payment percentage), as
payment in full. You may receive a bill for the difference between the amount billed by the provider and the
amount paid by this Plan. If the Emergency Room Facility or physician bills you for an amount above your cost
share, you are not responsible for paying that amount. Please send us the bill at the address listed on the back of
your member ID card and we will resolve any payment dispute with the provider over that amount. Make sure your
member ID number is on the bill.

Non-Emergency Carein  $100 copay per visit $100 copay per visit after $100 deductible per visit

a Hospital Emergency after the Calendar Year  the Calendar Year after the Calendar Year

Room deductible then the deductible then the plan deductible then the plan
plan pays 85% pays 85% pays 70%

Important Notice:

A separate hospital emergency room deductible or copay applies for each visit to an emergency room for
emergency care. If you are admitted to a hospital as an inpatient immediately following a visit to an emergency
room, your deductible or copay is waived.

Covered expenses that are applied to the emergency room deductible or copay cannot be applied to any other

deductible or copay under your plan. Likewise, covered expenses that are applied to any of your plan’s other
deductibles or copays cannot be applied to the emergency room deductible or copay.
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Urgent Care Services

Urgent Medical Care $20 copay per visit after  $20 copay per visit after 70% per visit after
(at a non-hospital free standing ~ the Calendar Year the Calendar Yeat Calendar Year
facility) deductible then the deductible then the plan deductible
plan pays 100% pays 100%
Urgent Medical Care Refer to Emergency Medical  Refer to Emergency Medical ~ Reter to Emergency Medical
(from other than a non-hospital — Services and Physician Services and Physician Services  Services and Physician
free standing facility) Services above. above. Services above.

Important Notice:
A separate urgent care copay applies for each visit to a network urgent care provider for urgent care.

Covered expenses that are applied to the urgent care copay cannot be applied to any other copay under your
plan. Likewise, covered expenses that are applied to your plan’s other copays cannot be applied to the urgent care

copay.

PLAN FEATURES HOME HOST AETNA NETWORK OUT-OF-NETWORK
NETWORK

Outpatient Diagnostic and Preoperative Testing

Complex Imaging Services

Complex Imaging 85% per test after 85% per test after 70% per test after
Calendar Year deductible Calendar Year Calendar Year deductible
deductible

Diagnostic Laboratory Testing

Diagnostic Laboratory 100% per procedure 100% per procedure 70% per procedure after
Testing Calendar Year deductible
No copay or Calendar No copay or Calendar
Year deductible apply. Year deductible apply.

Diagnostic X-Rays (except Complex Imaging Services)

Diagnostic X-Rays 85% per procedure after 85% per procedure after  70% per procedure after
Calendar Year deductible  Calendar Year Calendar Year deductible
deductible
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Outpatient Surgery
Outpatient Surgery

85% pet visit/surgical
procedure after Calendar
Year deductible

85% pet visit/surgical
procedure after Calendar
Year deductible

70% pet visit/surgical

procedure after Calendar
Year deductible

Inpatient Facility Expenses

Birthing Center

Payable in accordance with
the type of expense
incurred and the place
where setvice is provided.

Payable in accordance
with the type of expense
incurred and the place
where setvice is provided.

Payable in accordance
with the type of expense
incurred and the place
where setvice is provided.

Hospital Facility
Expenses

Room and Board
(including maternity)

$250 per admission copay
after Calendar Year
deductible then the plan
pays 85%

$250 per admission
copay after Calendar
Year deductible then the
plan pays 85%

70% per admission after
Calendar Year deductible

Other than Room and 85% per admission after 85% per admission after ~ 70% per admission after
Board Calendar Year deductible  Calendar Year Calendar Year deductible
deductible
Skilled Nursing Inpatient  $250 per admission copay  $250 per admission 70% per admission after
Facility after Calendar Year copay after Calendar Calendar Year deductible
deductible then the plan  Year deductible then the
pays 85% plan pays 85%
Maximum Days per Unlimited Unlimited 180 days*

Calendar Year

*Additional days of confinement subject to review for medical necessity.

Specialty Benefits

Home Health Care 85% per visit after the 85% per visit after the 70% per visit after the

(Outpatient) Calendar Year deductible  Calendar Year Calendar Year deductible
deductible

Maximum Visits per 50 wvisits 50 wvisits 50 wvisits

Calendar Year
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Skilled Nursing Care
(Outpatient)

Private Duty Nursing
(Outpatient)

Maximum per Calendar Y ear

Hospice Benefits

85% per visit after the
Calendar Year deductible

85% per visit after the
Calendar Year deductible

$15,000

85% per visit after the
Calendar Year
deductible

85% per visit after the
Calendar Year
deductible

$15,000

70% per visit after the
Calendar Year deductible

70% per visit after the
Calendar Year deductible

$15,000

Hospice Care - Facility
Expenses
(Room & Board)

Hospice Care - Other
Expenses during a stay
Maximum Benefit per
lifetime

Hospice Outpatient

Visits

PLAN FEATURES

100% per admission

No copay or Calendar
Year deductible apply

100% per admission
No copay or Calendar
Year deductible apply

Unlimited days

100% per visit
No copay or Calendar
Year deductible apply

HOME HOST
NETWORK

100% per admission

No copay or Calendar
Year deductible apply

100% per admission
No copay or Calendar
Year deductible apply

Unlimited days
100% per visit
No copay or Calendar

Year deductible apply

AETNA NETWORK

100% per admission

No Calendar Year
deductible applies.

100% per admission
No Calendar Year
deductible applies.

Unlimited days
100% per visit
No Calendar Year

deductible applies.

OUT-OF-NETWORK

Infertility Treatment

Basic Infertility Expenses
Coverage is for the
diagnosis and treatment of
the underlying medical
condition causing the
infertility only.

Comprehensive Infertility
Expenses

Payable in accordance
with the type of expense
incurred and the place
where setvice is provided

85% per procedure after

Calendar Year deductible

Payable in accordance
with the type of expense
incurred and the place
where setvice is provided.

85% per procedure after
Calendar Year deductible
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Artificial Insemination
Lifetime Maximum Benefit

6 cycles of treatment* 6 cycles of treatment* 6 cycles of treatment*

Ovulation Induction
Lifetime Maximum Benefit

6 cycles of treatment* 6 cycles of treatment* 6 cycles of treatment*

*The maximum of 6 attempts per lifetime is a combined maximum that includes Artificial Insemination and
Opvulation Induction.

Advanced Reproductive  85% per procedure after  85% per procedure after 70% per procedure after
Technology (ART) Calendar Year Calendar Year deductible  Calendar Year deductible
Expenses deductible

Maximum per lifetime

3 cycles of treatment

3 cycles of treatment

3 cycles of treatment

Inpatient Treatment of Mental Disorders

MENTAL DISORDERS

Hospital Facility
Expenses

Room and Board

Other than Room and
Board

Physician Services

Inpatient Residential
Treatment Facility
Expenses

Inpatient Residential
Treatment Facility
Expenses Physician
Services

$250 per admission copay
after Calendar Year
deductible then the plan
pays 85%

85% per admission after
Calendar Year deductible

85% per visit after
Calendar Year deductible

$250 per admission copay
after Calendar Year
deductible then the plan
pays 85%

85% per visit after
Calendar Year deductible
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$250 per admission
copay after Calendar
Year deductible then the
plan pays 85%

85% per admission after
Calendar Year
deductible

85% per visit after
Calendar Year
deductible

$250 per admission
copay after Calendar
Year deductible then the
plan pays 85%

85% per visit after
Calendar Year
deductible

70% per admission after
Calendar Year deductible

70% per admission after
Calendar Year deductible

70% per visit after
Calendar Year deductible

70% per admission after
Calendar Year deductible

70% per visit after
Calendar Year deductible



Outpatient Treatment Of Mental Disorders

Outpatient Services

Office Visits

Other Than Office Visits

PLAN FEATURES

$50 per visit copay then
the plan pays 100%

No Calendar Year

deductible applies.

85% after Calendar Year
deductible

HOME HOST
NETWORK

$50 per visit copay then
the plan pays 100%

No Calendar Year
deductible applies.

85% after Calendar Year
deductible

AETNA NETWORK

70% per visit after the
Calendar Year deductible

70% after the Calendar

Year deductible

OUT-OF-NETWORK

Inpatient Treatment of Substance Abuse

Hospital Facility
Expenses

Room and Board

Other than Room and
Board

Physician Services

Inpatient Residential
Treatment Facility
Expenses

Inpatient Residential
Treatment Facility
Expenses Physician
Services

$250 per admission copay
after Calendar Year
deductible then the plan
pays 85%

85% per admission after
Calendar Year deductible

85% per visit after
Calendar Year deductible

$250 per admission copay
after Calendar Year
deductible then the plan
pays 85%

85% per visit after
Calendar Year deductible
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$250 per admission
copay after Calendar
Year deductible then the
plan pays 85%

85% per admission after
Calendar Year
deductible

85% per visit after
Calendar Year
deductible

$250 per admission
copay after Calendar
Year deductible then the
plan pays 85%

85% per visit after
Calendar Year
deductible

70% per admission after
the Calendar Year
deductible

70% per admission after
Calendar Year deductible

70% per visit after
Calendar Year deductible

70% per admission after
Calendar Year deductible

70% per visit after
Calendar Year deductible



Outpatient Treatment of Substance Abuse

Outpatient Treatment

Office Visits $50 per visit copay then

the plan pays 100%

No Calendar Year
deductible applies.

85% after Calendar Year
deductible

Other Than Office Visits

Obesity Treatment Non Surgical

70% per visit after
Calendar Year deductible

$50 per visit copay then
the plan pays 100%

No Calendar Year
deductible applies.

70% after Calendar Year
deductible

85% after Calendar Year
deductible

Outpatient Obesity 85% per visit after the
Treatment (non surgical) Calendar Year deductible

Obesity Treatment Surgical

85% per visit after the 70% per visit after the
Calendar Year Calendar Year deductible
deductible

Inpatient Morbid Obesity

$250 per admission copay

Surgery (includes after Calendar Year
Surgical procedure and deductible then the plan
Acute Hospital Services)  pays 85%

Outpatient Morbid 85% per service after
Obesity Surgery Calendar Year deductible

Maximum Benefit Morbid Unlimited
Obesity Surgery (Inpatient

and Outpatient)

70% per admission after
the Calendar Year
deductible

$250 per admission
copay after Calendar
Year deductible then the
plan pays 85%

85% per service after 70% per service after

Calendar Year Calendar Year deductible
deductible
Unlimited Unlimited
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Transplant Services Facility and Non-Facility Expenses

Transplant 70% per admission $250 per admission 70% per admission 70% per admission
Facility after Calendar Year copay after Calendar  after Calendar Year after Calendar Year
Expenses deductible Year deductible, deductible deductible

then the plan pays

85%
Transplant Payable in Payable in Payable in Payable in accordance
Physician accordance with the ~ accordance with the  accordance with the  with the type of
Services type of expense type of expense type of expense expense incurred and
(including office  incurred and the incurred and the incurred and the the place where
Visits) place where service is  place where serviceis  place where service is  service is provided

provided

provided

provided

Other Covered Health Expenses

Acupuncture
in lieu of anesthesia

85% per procedure after
Calendar Year
deductible

85% per procedure after
Calendar Year
deductible

70% per procedure after
Calendar Year deductible

Ground, Air or Water
Ambulance

85% after Calendar Year
deductible

85% after Calendar Year
deductible

70% after Calendar Year
deductible

Kidney Disease Treatment

85% per visit after

85% per visit after

70% per visit after

Calendar Year Calendar Year Calendar Year deductible
deductible deductible
Maximum per visit Not applicable Not applicable $1,720
Diabetic Education 100% per visit 100% per visit 100% per visit
No copay or Calendar No copay or Calendar ~ No Calendar Year
Year deductible applies.  Year deductible deductible applies.
applies.
Maximum Benefit per $500 $500 $500
Calendar Year
Durable Medical and $10 per item copay then ~ 85% per item after the 70% per item after the
Surgical Equipment the plan pays 100% Calendar Year Calendar Year deductible
Includes Orthotics & foot deductible

orthotics

No Calendar Year
deductible applies.
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Clinical Trial Therapies
(Experimental or
Investigational Treatment)

Routine Patient Costs

Jaw Joint Disorder
Treatment

For non-surgical treatment
of TM] and for TM] Intra-

oral devices
Maximum Benefit per

Lifetime

Oral and Maxillofacial
Treatment (Mouth, Jaws
and Teeth)

Prosthetic Devices

Outpatient Therapies

Payable in accordance
with the type of expense
incurred and the place
where service is
provided.

Payable in accordance
with the type of expense
incurred and the place
where setvice is

provided.

85% per visit after
Calendar Year
deductible

$500

Payable in accordance
with the type of expense
incurred and the place
where setvice is provided.

85% per item after
Calendar Year
deductible

Payable in accordance
with the type of expense
incurred and the place
where setvice is

provided.

Payable in accordance
with the type of expense
incurred and the place
where service is

provided.

85% per visit after
Calendar Year
deductible

$500

Payable in accordance
with the type of expense
incurred and the place
where service is

provided.

85% per item after
Calendar Year
deductible

Payable in accordance with
the type of expense
incurred and the place
where setrvice is provided.

Payable in accordance with
the type of expense
incurred and the place
where service is provided.

70% per visit after Calendar
Year deductible

$500

Payable in accordance with
the type of expense
incurred and the place
where setvice is provided.

70% per item after
Calendar Year deductible

Payable in accordance
with the type of expense
incurred and the place
where service is provided.

Payable in accordance with
the type of expense
incurred and the place
where setrvice is provided.

Chemotherapy Payable in accordance with
the type of expense
incurred and the place

where service is provided.
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Infusion Therapy
(Performed in a Physician’s
Office or Home Care)

Performed in a Hospital
Outpatient Department or
Non-Hospital Outpatient
Facility

$10 visit copay then the
plan pays 100%

No Calendar Year
deductible applies.

$10 visit copay then the
plan pays 100%

No Calendar Year
deductible applies.

85% after Calendar Year
deductible

85% after Calendar Year
deductible

70% per visit after the
Calendar Year deductible

70% per visit after the
Calendar Year deductible

Radiation Therapy

Payable in accordance with
the type of expense
incurred and the place
where setvice is provided.

Payable in accordance
with the type of expense
incurred and the place
where setvice is provided.

Payable in accordance with
the type of expense
incurred and the place
where setrvice is provided.

Autism Spectrum Disorder

For child to age 18
Autism — Physical therapy

Autism — Occupational
Therapy, Speech Therapy

Autism — Applied Behavior
Analysis
Office Visits

Autism — Applied Behavior
Analysis
Other Than Office Visits

$10 visit copay then the
plan pays 100%

No Calendar Year
deductible applies.

85% per visit after
Calendar Year deductible

$50 per visit copay then
the plan pays 100%

No Calendar Year
deductible applies

85% per visit after
Calendar Year deductible

85% per visit after
Calendar Year
deductible

85% per visit after
Calendar Year
deductible

$50 per visit copay then
the plan pays 100%

No Calendar Year
deductible applies.

85% per visit after

Calendar Year
deductible
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70% per visit after
Calendar Year deductible

70% per visit after
Calendar Year deductible

70% per visit after
Calendar Year deductible

70% per visit after
Calendar Year deductible



Short Term Outpatient Rehabilitation Therapies 5

Outpatient Physical $10 per visit copay then 85% per visit after 70% per visit after
Therapy the plan pays 100% Calendar Year Calendar Year deductible
deductible
No Calendar Year
deductible applies.
Outpatient Occupational  85% per visit after 85% per visit after 70% per visit after
Therapy Calendar Year deductible Calendar Year Calendar Year deductible

deductible

Spinal Manipulation

$10 per visit copay then 85% after Calendar Year 70% per visit after

the plan pays 100% deductible Calendar Year deductible
No Calendar Year
deductible applies.

Spinal Manipulation 30 visits 30 visits 30 visits

Maximum visits per

Calendar Year

Pharmacy Benefit
PLANFEATURES ~~ NETWORK ~ OUT-OFNETWORK

Prescription Drug Calendar Year

Deductible
Individual Deductible* $100 $100
Family Deductible*
Retiree + 1 Dependent Plan $200 $200
Retiree + Family Plan $300 $300

Prescription Drug Calendar Year Deductible

The individual prescription drug Calendar Year deductible applies separately to you and each of your covered
dependents. The family prescription drug Calendar Year deductible applies to you and your covered dependents
combined. After prescription drug covered expenses reach the prescription drug Calendar Year deductible, the
plan will begin to pay benefits for prescription drug covered expenses for the rest of the Calendar Year. The
prescription drug Calendar Year deductible applies to network and out-of-network prescription drug covered
expenses combined. The prescription drug Calendar Year deductible applies to all prescription drug covered
expenses except, drugs dispensed by a mail-order pharmacy.
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Copays/Deductibles

PER PRESCRIPTION

COPAY/DEDUCTIBLE NETWORK OUT-OF-NETWORK

The following Generic Prescription Drugs information applies Effective October 1, 2015 through December
31, 2015:

Generic Prescription Drugs

For each initial 30 day supply filled 20% 20%
at a retail pharmacy

This applies to all refills after the 50% 50%
second refill of a 30 day supply filled
at a retail pharmacy

For all fills of a 90 day supply filled ~ 20% Not Applicable

at a mail order pharmacy or a
CVS/pharmacy

The following Generic Prescription Drugs information applies Effective January 1, 2016:

Generic Prescription Drugs

For each initial 30 day supply filled
at a retail pharmacy

Formulary Prescription Drugs 20% 20%
Non Formulary Prescription 30% 30%
Drugs

This applies to all refills after the
second refill of a 30 day supply filled
at a retail pharmacy

Formulary Prescription Drugs ~ 50% 50%
Non Formulary Prescription 50% 50%
Drugs

For all fills of a 90 day supply filled
at a mail order pharmacy or a

CVS/pharmacy
Formulary Prescription Drugs  20% Not Applicable
Non Formulary Prescription 30% Not Applicable
Drugs
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Preferred Brand-Name Prescription Drugs

For each initial 30 day supply filled ~ 20% 20%
at a retail pharmacy

This applies to all refills after the 50% 50%
second refill of a 30 day supply filled
at a retail pharmacy

For all fills of a 90 day supply filled ~ 20% Not Applicable
at a mail order pharmacy or a
CVS/pharmacy

Non-Preferred Brand-Name Prescription Drugs

For each initial 30 day supply filled 30% 30%
at a retail pharmacy

This applies to all refills after the 50% 50%
second refill of a 30 day supply filled
at a retail pharmacy

For all fills of at least a 31 day 30% Not Applicable
supply and up to a 90 day supply

filled at a mail order pharmacy

or a CVS/pharmacy

Preferred Specialty Care Prescription Drug

For each 30 day supply 20% of the negotiated charge not  20% of the recognized charge not
to exceed $200 to exceed $200

Non-preferred Specialty Care Prescription Drugs

For each 30 day supply 20% of the negotiated charge not  20% of the recognized charge not
to exceed $200 to exceed $200

If you or your prescriber request a covered brand-name prescription drug when a covered generic prescription
drug equivalent is available, you will be responsible for the cost difference between the generic prescription drug
and the brand-name prescription drug, plus the applicable cost sharing.

Copay and Deductible Waiver

Waiver for Risk-Reducing Breast Cancer Prescription Drugs
The per prescription copay/deductible and any prescription drug Calendar Year deductible will not apply
to risk-reducing breast cancer generic prescription drugs when obtained at a network pharmacy. This means

that such risk-reducing breast cancer generic prescription drugs will be paid at 100%.

Deductible and copayment/coinsurance waiver for tobacco cessation prescription and over-the-
counter drugs
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The prescription drug deductible and the per prescription copayment/coinsurance will not apply to the
first two 90-day treatment regimens for tobacco cessation prescription drugs and OTC drugs when obtained
at a network pharmacy. This means that such prescription drugs and OTC drugs will be paid at 100%. Your
prescription drug deductible and any prescription copayment/coinsurance will apply after those two
regimens have been exhausted.

Waiver for Prescription Drug Contraceptives

The per prescription copay/deductible and any prescription drug Calendar Year deductible will not apply
to contraceptive methods that are:

= generic prescription drugs; contraceptive devices; ot

= FDA-approved female generic emergency contraceptives,

when obtained at a network pharmacy. This means that such contraceptive methods will be paid at 100%.

Refer to the Pharmacy Plan Features for information on coverage for FDA-Approved female over-the-counter
contraceptives (Non-Emergency).

The per prescription copay/deductible and any prescription drug Calendar Year deductible continue to
apply:

®  When the contraceptive methods listed above are obtained at an out-of-network pharmacy
= For contraceptive methods that are:

- brand-name prescription drugs and devices and

- FDA-approved female brand-name emergency contraceptives,

that have a generic equivalent, or generic alternative available within the same therapeutic drug class
obtained at an out-of-network pharmacy or network pharmacy unless you are granted a medical

exception.
FDA-Approved Female Generic 100% per supply Not covered.

Over-the-Counter Contraceptives

No copay or deductible applies.
For each 30 day supply filled at a
retail pharmacy

FDA-Approved Female Generic 100% per supply Not covered.
Emergency Over-the-Counter
Contraceptives No copay or deductible applies.

Important Note:
This Plan does not cover all over-the-counter (OTC) contraceptives. For a current listing, contact Member Services
by logging on the Aetna website at www.aetna.com or calling the toll-free number on the back of the ID card.
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Preventive Care Drugs and

Supplements

Preventive care drugs and 100% per item. Not Covered.
supplements filled at a pharmacy

with a prescription: No copay or deductible applies.

Coverage will be subject to any sex,
age, medical condition, family
history, and frequency guidelines in
the recommendations of the United
States Preventive Services Task
Force. For details on the guidelines
and the current list of covered
preventive care drugs and
supplements, contact your physician
or Member Setvices by logging onto
the Aetna website www.aetna.com
or calling the number on the back of
your ID card.

Important Note:
Refer to the Booklet and the Preventive Care section for a complete description of the preventive care
drugs and supplements covered under this Plan and for any limitations that apply to these benefits.

Tobacco Cessation Prescription
and Over-the-Counter Drugs

Tobacco cessation prescription 100% per supply Not covered.
drugs and OTC drugs filled at a
pharmacy for each 90 day supply. No copay or deductible applies.

Maximums:

Coverage is permitted for two 90-day
treatment regimens only. Any
additional treatment regimens will be
subject to the cost sharing in your
schedule of benefits below.

Coverage will be subject to any sex,
age, medical condition, family
history, and frequency guidelines in
the recommendations of the United
States Preventive Services Task
Force. For details on the guidelines
and the current list of covered
tobacco cessation prescription drugs
and OTC drugs, contact Member
Services by logging onto your Aetna
Navigator® secute member website
at www.aetna.com ot calling the
number on the back of your ID
card.
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Coinsurance

Prescription Drug Plan 100% of the negotiated charge 100% of the recognized charge
Coinsurance

The prescription drug plan coinsurance is the percentage of prescription drug covered expenses that the plan
pays after any applicable deductibles and copays have been met.

The following Precertification and step therapy language applies effective January 1, 2016:
Precertification and step therapy for certain prescription drugs is required. If precertification is not obtained,
the prescription drug will not be covered.

Expense Provisions

The following provisions apply to your health expense plan.

This section describes cost sharing features, benefit maximums and other important provisions that apply to your
Plan. The specific cost sharing features and the applicable dollar amounts or benefit percentages are contained in the
attached health expense sections of this Schedule of Benefits.

This Schedule of Benefits replaces any Schedule of Benefits previously in effect under your plan of health benefits.
KEEP THIS SCHEDULE OF BENEFITS WITH YOUR BOOKLET.
Deductible Provisions

Covered expenses applied to the out-of-network provider deductibles will be applied to satisty the network
provider deductibles. Covered expenses applied to the network provider deductibles will be applied to satisfy
the out-of-network provider deductibles.

All covered expenses accumulate toward the network provider and out-of-network provider deductibles except
for those covered expenses identified later in this Schedule of Benefits.

You and each of your covered dependents have separate Calendar Year deductibles. Each of you must meet your
deductible separately and they cannot be combined. This Plan has individual and family Calendar Year deductibles.

Network Provider Calendar Year Deductible

Individual

This is the amount of covered expenses that you and each of your covered dependents incur each Calendar Year
from a network provider for which no benefits will be paid. This individual Calendar Year deductible applies
separately to you and each of your covered dependents. After covered expenses reach this individual Calendar Year
deductible, this Plan will begin to pay benefits for covered expenses that you incur from a network provider for
the rest of the Calendar Year.

Family Deductible Limit
When you and each of your covered dependents incur covered expenses that apply towards the individual Calendar
Year deductibles, these expenses will also count toward a family deductible limit.

To satisty this family deductible limit for the rest of the Calendar Year, the following must happen:

The combined covered expenses that you and each of your covered dependents incur towards the individual
Calendar Year deductibles must reach this family deductible limit in a Calendar Year.
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When this occurs in a Calendar Year, the individual Calendar Year deductibles for you and your covered dependents
will be considered to be met for the rest of the Calendar Year.

Out-of-Network Provider Calendar Year Deductible

Individual

This is the amount of covered expenses that you and each of your covered dependents incur each Calendar Year
from an out-of-network provider for which no benefits will be paid. This individual Calendar Year deductible
applies separately to you and each of your covered dependents. After covered expenses reach this individual
Calendar Year deductible; this Plan will begin to pay benefits for covered expenses that you incur from an out-of-
network provider for the rest of the Calendar Yeat.

Family Deductible Limit
When you and each of your covered dependents incur covered expenses that apply towards the individual Calendar
Year deductibles, these expenses will also count toward a family deductible limit.

To satisty this family deductible limit for the rest of the Calendar Year, the following must happen:

The combined covered expenses that you and each of your covered dependents incur towards the individual
Calendar Year deductibles must reach this family deductible limit in a Calendar Year.

When this occurs in a Calendar Year, the individual Calendar Year deductibles for you and your covered dependents
will be considered to be met for the rest of the Calendar Year.

Common Accident Out-of-Network Deductible Limit

This limit applies when two or more family members are injured in the same accident. The common accident out-of-
network deductible limit places a limit on your deductible expenses when covered expenses are applied toward
the separate Calendar Year deductibles for out-of-network providers. When this occurs, and all covered expenses
related to the accident in that Calendar Year exceed the common accident out-of-network deductible limit, your
plan will then pay the excess amount based on the plan payment percentage. The added benefit will be reduced by
any family out-of-network deductible limit benefit amount paid for the same covered expenses.

Copayments and Benefit Deductible Provisions

Copayment, Copay
This is a specified dollar amount or percentage of the negotiated charge required to be paid by you at the time you
receive a covered service from a network provider. It represents a portion of the applicable expense.

Per Admission Copayment

A Per Admission Copayment is an amount you are required to pay when you or a covered dependent have a stay in
an inpatient facility. A copayment is a specified dollar amount or percentage of the negotiated charge required to
be paid by you at the time you receive a covered service from a network provider. It represents a portion of the
applicable expense.

Separate copayments may apply per facility. These copayments are in addition to any other copayments applicable
under this plan. They may apply to each stay or they may apply on a per day basis up to a per admission maximum
amount. Not more than two per admission copayments per family will apply for each facility type during a Calendar
Year.

Covered expenses applied to the per admission copayment cannot be applied to any other copayment required in
your plan. Likewise, covered expenses applied to your plan’s other copayments cannot be applied to meet the per

admission copayment.

For the stay of a well newborn baby (starting at birth), the per admission copayment amount will be waived.
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Payment Provisions

Payment Percentage

This is the percentage of your covered expenses that the plan pays and the percentage of covered expenses that
you pay. The percentage that the plan pays is referred to as the “Plan Payment Percentage”. Once applicable
deductibles have been met, your plan will pay a percentage of the covered expenses, and you will be responsible for
the rest of the costs. The payment percentage may vary by the type of expense. Refer to your Schedule of Benefits for
payment percentage amounts for each covered benefit.

Maximum Out-of-Pocket Limit

The Maximum Out-of-Pocket Limit is the maximum amount you are responsible to pay for covered expenses
during the Calendar Year. This Plan has an individual Maximum Out-of-Pocket Limit. As to the individual
Maximum Out-of-Pocket Limit, each of you must meet your Maximum Out-of-Pocket Limit separately and they
cannot be combined and applied towards one limit.

Certain covered expenses do not apply toward the Maximum Out-of-Pocket Limit. See list below.
Network Provider Maximum Out-of-Pocket Limit

Individual

Once the amount of eligible network provider expenses you or your covered dependents have paid during the
Calendar Year meets the individual Maximum Out-of-Pocket Limit, this Plan will pay 100% of such covered
expenses that apply toward the limit for the remainder of the Calendar Year for that person.

Family Maximum Out-of-Pocket Limit

When you and each of your covered dependents incur covered expenses that apply towards the individual Calendar
Year network provider Maximum Out-of-Pocket Limit, these expenses will also count toward a family network
provider Maximum Out-of-Pocket Limit.

To satisty this family network provider Maximum Out-of-Pocket Limit for the rest of the Calendar Year, the
following must happen:

The family Maximum Out-of-Pocket Limit is a cumulative Maximum Out-of-Pocket Limit for all family
members. The family network provider Maximum Out-of-Pocket Limit can be met by a combination of
family members with no single individual within the family contributing more than the individual network
provider Maximum Out-of-Pocket Limit amount in a Calendar Year.

Out-of Network Provider Maximum Out-of-Pocket Limit

Individual

Once the amount of eligible out-of-network provider expenses you or your covered dependents have paid during
the Calendar Year meets the individual Maximum Out-of-Pocket Limit, this Plan will pay 100% of such covered
expenses that apply toward the limit for the remainder of the Calendar Year for that person.

Family Maximum Out-of-Pocket Limit

When you and each of your covered dependents incur covered expenses that apply towards the individual Calendar
Year out-of-network provider Maximum Out-of-Pocket Limit, these expenses will also count toward a family out-
of-network provider Maximum Out-of-Pocket Limit.
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To satisty this family out-of-network provider Maximum Out-of-Pocket Limit for the rest of the Calendar Year,
the following must happen:

The family Maximum Out-of-Pocket Limit is a cumulative Maximum Out-of-Pocket Limit for all family
members. The family out-of-network provider Maximum Out-of-Pocket Limit can be met by a combination
of family members with no single individual within the family contributing more than the individual out-of-
network provider Maximum Out-of-Pocket Limit amount in a Calendar Year.

The Maximum Out-of-Pocket Limit applies to both network and out -of-network benefits. Covered expenses
applied to the out-of-network Maximum Out-of-Pocket Limit will be applied to satisty the in-network Maximum
Out-of-Pocket Limit and covered expenses applied to the in-network Maximum Out-of-Pocket Limit will be
applied to satisfy the out-of-network Maximum Out-of-Pocket Limit.

Covered expenses that are subject to the Maximum Out-of-Pocket Limit include prescription drug expenses
provided under the Medical or Prescription drug Plans, as applicable.

Expenses That Do Not Apply to Your Out-of-Pocket Limit
Certain covered expenses do not apply toward your plan out-of-pocket limit. These include:

= Charges over the recognized charge;

* Non-covered expenses;

* Any covered expenses which are payable by Aetna at 50%; and

* Expenses that are not paid, or precertification benefit reductions because a required precertification for the
service(s) or supply was not obtained from Aetna.

Precertification Benefit Reduction

The Booklet contains a complete description of the precertification program. Refer to the “Understanding
Precertification” section for a list of services and supplies that require precertification.

Failure to precertify your covered expenses when required will result in a benefits reduction as follows:

* A reduced payment percentage of 20% will apply separately to the eligible expenses incurred for each type of
service or supply.

General

This Schedule of Benefits replaces any similar Schedule of Benefits previously in effect under your plan of benefits.
Requests for coverage other than that to which you are entitled in accordance with this Schedule of Benefits cannot
be accepted. This Schedule is part of your Booklet and should be kept with your Booklet.
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Schedule of Benefits

Employer: The Dow Chemical Company
ASA: 783135

Control: 479235

Issue Date: February 10, 2016

Effective Date: October 1, 2015

Schedule: 113B

Booklet Base: 113

For: Choice POS II (Home Host/ IDS MAP Plus with Prescription Drug Plan —
Option 1 — Out-of-Area) Pre-65 Retirees (Excludes Medicare Retirees)

This is an ERISA plan, and you have certain rights under this plan. Please contact your Employer for additional
information.

Aetna Choice POS II Medical Plan

Calendar Year
Deductible*

Individual $125 $125 $125
Deductible*

Family Deductible*
Retiree + 1
Dependent Plan $250 $250 $250

Retiree + Family Plan
$375 $375 $375

Per Admission $250 per admission* $250 per admission* $250 per admission*
Copayment

*Maximum of $500 (2 Per Admission Copayments per family per Calendar Year)

*Unless otherwise indicated, any applicable deductible must be met before benefits are paid.

Common Accident $125 $125 $125
Deductible

34



Plan Maximum Out of Pocket Limit includes plan deductible, per visit deductibles and copayments.
Plan Maximum Out of Pocket Limit excludes precertification penalties.

Eftective October 1, 2015 through December 31, 2015:
Individual Maximum Out of Pocket Limit:

* For Home Host network expenses: 4% of annual salary to $6,350 maximum.
® For Aetna network expenses: 4% of annual salary to $6,350 maximum
* For out-of-network expenses: 4% of annual salary to $6,350 maximum.

Family Maximum Out of Pocket Limit:

* For Home Host network expenses: 8% of annual salary to $12,700 maximum.
* For Aetna network expenses: 8% of annual salary to $12,700 maximum.
® For out-of-network expenses: 8% of annual salary to $12,700 maximum.

Effective January 1, 2016:
Individual Maximum Out of Pocket Limit:

* For Home Host network expenses: 4% of annual salary to $6,850 maximum.
* For Aetna network expenses: 4% of annual salary to $6,850 maximum
®  For out-of-network expenses: 4% of annual salary to $6,850.

Family Maximum Out of Pocket Limit:

* For Home Host network expenses: 8% of annual salary to $13,700 maximum.
®  For Aetna network expenses: 8% of annual salary to $13,700 maximum.
* For out-of-network expenses: 8% of annual salary to $13,700 maximum.

Lifetime Maximum Unlimited Unlimited Unlimited
Benefit per person

Payment Percentage listed in the Schedule below reflects the Plan Payment Percentage. This is the amount
the Plan pays. You are responsible to pay any deductibles and the remaining payment percentage. You are
responsible for full payment of any non-covered expenses you Incur.

All Covered Expenses Are Subject To The Calendar Year Deductible Unless Otherwise Noted In The
Schedule Below.

Maximums for specific covered expenses, including visit, day and dollar maximums are combined
maximums between network and out-of-network, unless specifically stated otherwise.
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Preventive Care Benefits

Routine Physical Exams
Office Visits

Covered Persons throngh age
21:

Maximum Age & Visit
Limits

Covered Persons ages 22 but
less than 65:

Maximum Visits per
Calendar Year

Covered Persons age 65 and
over:

Maximum Visits per
Calendar Year

100% per visit

No copay or Calendar
Year deductible apply.

Subject to any age and
visit limits provided for in
the comprehensive
guidelines supported by
the American Academy of
Pediatrics/Bright Futures
Guidelines for Children
and Adolescents.

For details, contact your
physician or Member
Services by logging onto the
Aetna website www.aetna.com,

or calling the number on the
back of your 1D card.

1 visit

1 visit

100% per visit

No copay or Calendar
Year deductible apply.

Subject to any age and
visit limits provided for in
the comprehensive
guidelines supported by
the American Academy of
Pediatrics/Bright Futures
Guidelines for Children
and Adolescents.

For details, contact your
physician or Member
Services by logging onto the
Aetna website www.aetna.com,
or calling the number on the

back of your 1D card.

1 visit

1 visit
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100% per visit

No Calendar Year
deductible applies.

Subject to any age and
visit limits provided for in
the comprehensive
guidelines supported by
the American Academy of
Pediatrics/Bright Futures
Guidelines for Children
and Adolescents.

For details, contact your
physician or Member
Services by logging onto the
Aetna website www.aetna.com,

or calling the number on the
back of your 1D card

1 visit

1 visit



Preventive Care
Immunizations
Performed in a facility or
physician's office

Screening & Counseling
Services

Office Visits
Obesity and/or
Healthy Diet

Misuse of Alcohol
and/or Drugs & Use
of Tobacco Products

Sexually Transmitted
Infections

Genetic Risk for
Breast and Ovatian
Cancer

Obesity and/ or Healthy Diet
Maximum Visits per
Calendar Year

(Lhis maxinum applies only to
Covered Persons ages 22 &
older.)

100% per visit

No copay or Calendar
Year deductible apply.

Subject to any age and
visit limits provided for in
the comprehensive
guidelines supported by
the Advisory Committee
on Immunization
Practices of the Centers
for Disease Control and
Prevention.

For details, contact your
physician or Member
Services by logging onto the
Aetna website www.aetna.cons,
or calling the number on the
back of your 1D card.

100% per visit

No copay or Calendar
Year deductible apply.

26 visits (however, of these
only 10 visits will be allowed
under the Plan for healthy diet
counseling provided in
connection with Hyperlipidenria
(high cholesterol) and other
known risk _factors for
cardiovascular and diet-related
chronic disease) ®

100% per visit

No copay or Calendar
Year deductible apply.

Subject to any age and
visit limits provided for in
the comprehensive
guidelines supported by
the Advisory Committee
on Immunization
Practices of the Centers
for Disease Control and
Prevention.

For details, contact your
physician or Member
Services by logging onto the
Aetna website www.aetna.cons,
or calling the number on the
back of your 1D card.

100% per visit

No copay or Calendar
Year deductible apply.

26 visits (however, of these
only 10 visits will be allowed
under the Plan for healthy diet
counseling provided in
connection with Hyperlipidensia
(high cholesterol) and other
known risk _factors for
cardiovascular and diet-related
chronic disease) ®

100% per visit

No Calendar Year
deductible applies.

Subject to any age and
visit limits provided for in
the comprehensive
guidelines supported by
the Advisory Committee
on Immunization
Practices of the Centers
for Disease Control and
Prevention.

For details, contact your
physician or Member
Services by logging onto the
Aetna website www.aetna.cons,
or calling the number on the
back of your 1D card.

100% per visit

No Calendar Year
deductible applies.

26 visits (however, of these
only 10 visits will be allowed
under the Plan for healthy diet
counseling provided in
connection with Hyperljpidenria
(high cholesterol) and other
known risk _factors for
cardiovascular and diet-related
chronic disease) ®

*Note: In figuring the Maximum Visits, each session of up to 60 minutes is equal to one visit.
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Routine Cancer Screening

Outpatient 100% per visit 100% per visit 100% per visit

No copay or Calendar No copay or Calendar Year ~ No Calendar Year

Year deductible apply.  deductible apply. deductible applies.
Maximums Subject to any age; family ~ Subject to any age; family ~ Subject to any age; family

history and frequency

guidelines as set forth in

the most cutrrent:

* evidence-based items
that have in effect a
rating of A or B in the
current
recommendations of
the United States
Preventive Services
Task Force; and

* the comprehensive
guidelines supported by
the Health Resoutrces
and Services
Administration.*

For details, contact your
physician or Member
Services by logging onto the
Aetna website
www.aetna.com, or calling the
number on the back of your
ID card.

history and frequency

guidelines as set forth in

the most cutrent:

* evidence-based items
that have in effect a
rating of A or B in the
current
recommendations of
the United States
Preventive Services
Task Force; and

¢ the comprehensive
guidelines supported by
the Health Resources
and Services
Administration.*

For details, contact your
physician or Member
Services by logging onto the
Aetna website
www.aetna.com, or calling the
number on the back of your
ID card.

history and frequency

guidelines as set forth in

the most cutrent:

* evidence-based items
that have in effect a
rating of A or B in the
current
recommendations of
the United States
Preventive Services
Task Force; and

* the comprehensive
guidelines supported
by the Health
Resources and
Services
Administration.*

For details, contact your
physician or Member
Services by logging onto the
Aetna website
www.aetna.com, or calling the
number on the back of your
ID card.

*Note: Routine Mammograms, routine Prostate Specific Antigen (PSA) tests and/or Digital Rectal Exams (DRE)
are not subject to age or visit limits.

Liung Cancer Screening
Maxcinum

One screening every 12
months*

One screening every 12
months*

One screening every 12
months*

*Important Note: Lung cancer screenings in excess of the maximum as shown above are covered under
the Outpatient Diagnostic and Preoperative Testing section of your Schedule of Benefits.

Prenatal Care
Office Visits

100% per visit

No copay or Calendar
Year deductible apply

100% per visit

No copay or Calendar
Year deductible apply.

100% per visit

No Calendar Year
deductible applies.

Important Note: Refer to the Physician Services and Pregnancy Expenses sections of the Schedule of Benefits for
more information on coverage levels for pregnancy expenses under this Plan, including other prenatal care, delivery
and postnatal care office visits.
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Comprehensive Lactation Support and Counseling Services

Lactation Counseling 100% per visit 100% per visit 100% per visit
Services Facility or Office
Visits No copay or Calendar No copay or Calendar No Calendar Year

Year deductible apply. Year deductible apply. deductible applies.

Lactation Counseling 6 visits per 12 months 6* visits per 12 months 6 visits per 12 months
Services Maximum Visits

either in a group or

individual setting

*Important Note: Visits in excess of the Lactation Counseling Services Maximum as shown above, are covered
under the Physician Services office visit section of the Schedule of Benefits.

Breast Pumps & Supplies 100% per item 100% per item 100% per item

No copay or Calendar No copay or Calendar No Calendar Year
Year deductible apply. Year deductible apply. deductible applies.

Important Note: Refer to the Comprebensive Lactation Support and Counseling Services section of the Booklet for
limitations on breast pumps and supplies.

Family Planning Services

Female Contraceptive 100% per visit. 100% per visit. 100% per visit
Counseling Services -Office
Visits No copay or Calendar No copay or Calendar No Calendar Year

Year deductible apply. Year deductible apply. deductible applies.

Contraceptive Counseling 2% visits per 12 months 2% visits per 12 months 2% visits per 12 months
Services - Maximum Visits

either in a group or

individual setting

*Important Note: Visits in excess of the Contraceptive Counseling Services Maximum as shown above, are covered
under the Physician Services office visit section of the Schedule of Benefits.

Family Planning Services - Female Contraceptives

Female Contraceptive 100% per item. 100% per item. 100% per item
Generic Prescription
Drugs and Devices No copay or Calendar No copay or Calendar No Calendar Year

provided, administered, or ~ Year deductible apply. Year deductible apply. deductible applies.
removed, by a Physician
during an Office Visits.

40



Family Planning - Other

Voluntary Termination of Pregnancy

Outpatient

85% per visit after
Calendar Year deductible

Voluntary Sterilization for Males

Outpatient

85% per visit after
Calendar Year deductible

Family Planning - Female Voluntary Sterilization

Inpatient

Outpatient

Vision Care

100% per visit

No copay or Calendar
Year deductible apply.

100% per visit

No copay or Calendar
Year deductible apply.

85% per visit after
Calendar Year
deductible

85% per visit after
Calendar Year
deductible

100% per visit

No copay or Calendar

Year deductible apply.

100% per visit

No copay or Calendar

Year deductible apply.

85% per visit after
Calendar Year deductible

85% per visit after
Calendar Year deductible

100% per visit

No Calendar Year
deductible applies.

100% per visit

No Calendar Year
deductible applies.

Eye Examinations
including refraction

Maximum Benefit per
Calendar Year

100% per exam

No copay or Calendar
Year deductible apply.

1 exam

100% per exam

No copay or Calendar

Year deductible apply.

1 exam

100% per exam

No Calendar Year
deductible applies.

1 exam

Physician Services

Office Visits to Primary
Care Physician

Office visits (non-surgical)
to non-specialist

Specialist Office Visits

$10 visit copay then the
plan pays 100%

No Calendar Year
deductible applies.

$10 visit copay then the
plan pays 100%

No Calendar Year
deductible applies.

$20 visit copay then the

plan pays 100%

No Calendar Year
deductible applies.

$50 visit copay then the

plan pays 100%

No Calendar Year
deductible applies.

$20 visit deductible then
the plan pays 100%

No Calendar Year
deductible applies.

$50 visit deductible then
the plan pays 100%

No Calendar Year
deductible applies.



Physician Office Visits-
Surgery

Confirmatory
Consultations
(Second Opinions)

85% per visit after
Calendar Year
deductible

100% per visit

No copay or Calendar
Year deductible apply.

Walk-In Clinic Visit (Non-Emergency)

Preventive Care Services*

Immunizations

Individual Screening and
Counseling Services for
Tobacco Use

Maximum Benefit per visit -
Individual Screening and
Counseling Services for
Tobacco Use

Individual Screening and
Counseling Services for
Obesity

Maximum Benefit per visit -
Individual Screening and
Counseling Services for
Obesity

*Important Note:

100% per visit

No copay or Calendar
Year deductible apply.

For details, contact your
physician, log onto the
Aetna website
www.aetna.com, or call
the number on the back
of your ID card.

100% per visit

No copay or Calendar
Year deductible apply.

Refer to the Preventive Care
Benefit section eatlier in
this Schedule of Benefits
for maximums that may
apply to these types of
services

100% per visit

No copay or Calendar
Year deductible apply.

Refer to the Preventive Care
Benefit section eatlier in
this Schedule of Benefits
for maximums that may
apply to these types of
services

85% per visit after
Calendar Year deductible

100% per visit

No copay or Calendar
Year deductible apply.

100% per visit

No copay or Calendar
Year deductible apply.

For details, contact your
physician, log onto the
Aetna website
www.aetna.com, or call
the number on the back of
yout ID card.

100% per visit

No copay or Calendar
Year deductible apply.

Refer to the Preventive Care
Benefit section eatlier in
this Schedule of Benefits
for maximums that may
apply to these types of
services

100% per visit

No copay or Calendar
Year deductible apply.

Refer to the Preventive Care
Benefit section eatlier in
this Schedule of Benefits
for maximums that may
apply to these types of
services

85% per visit after
Calendar Year deductible

100% per visit

No Calendar Year
deductible applies.

100% per visit

No Calendar Year
deductible applies.

100% per visit

No Calendar Year
deductible applies.

Refer to the Preventive Care
Benefit section eatlier in
this Schedule of Benefits
for maximums that may
apply to these types of

services
100% per visit

No Calendar Year
deductible applies.

Refer to the Preventive Care
Benefit section eatlier in
this Schedule of Benefits
for maximums that may
apply to these types of
services

Not all preventive care services are available at all Walk-In Clinics. The types of services offered will vary by the
provider and location of the clinic. These services may also be obtained from your physician.
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Walk-In Clinic Visit (Non-Emergency)

Continued
All Other Services

Physician Services for
Inpatient Facility and
Hospital Visits

Administration of
Anesthesia

Allergy Testing and
Treatment
Primary Care Physician

Specialist

$20 visit copay then the
plan pays 100%

No Calendar Year
deductible applies.

85% per visit after
Calendar Year
deductible

85% per visit after
Calendar Year
deductible

$10 visit copay then the
plan pays 100%*

No Calendar Year
deductible applies.

$10 visit copay then the
plan pays 100%0*

No Calendar Year
deductible applies.

$20 visit copay then the
plan pays 100%

No Calendar Year
deductible applies.

85% per visit after
Calendar Year deductible

85% per procedure after
Calendar Year deductible

85% per visit after
Calendar Year
deductible*.

85% per visit after
Calendar Year
deductible*.

*100% no copay or Calendar Year deductible for lab expenses.

Allergy Injections

100% per visit

No copay or Calendar
Year deductible apply.

85% per visit after

Calendar Year deductible.
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$20 visit deductible then
the plan pays 100%

No Calendar Year
deductible applies.

85% per visit after
Calendar Year deductible

85% per procedure after
Calendar Year deductible

85% per visit after
Calendar Year
deductible*

85% per visit after
Calendar Year
deductible*

85% per visit after
Calendar Year deductible.



PLAN FEATURES

HOME HOST
NETWORK

AETNA NETWORK

OUT-OF-NETWORK

Emergency Medical Services

Hospital Emergency
Facility and Physician

$100 copay per visit
after the Calendar Year
deductible then the
plan pays 85%

$100 copay per visit after
the Calendar Year
deductible then the plan
pays 85%

Paid the same as the
Network level of benefits.

See Important Note Below

Important Note: Please note that as these providers are not network providers and do not have a contract with
Aetna, the provider may not accept payment of your cost share (your deductible and payment percentage), as
payment in full. You may receive a bill for the difference between the amount billed by the provider and the
amount paid by this Plan. If the Emergency Room Facility or physician bills you for an amount above your cost
share, you are not responsible for paying that amount. Please send us the bill at the address listed on the back of
your member ID card and we will resolve any payment dispute with the provider over that amount. Make sure your
member ID number is on the bill.

Non-Emergency Care in
a Hospital Emergency
Room

Important Notice:

$100 copay per visit
after the Calendar Year
deductible then the

plan pays 85%

$100 copay per visit after
the Calendar Year
deductible then the plan
pays 85%

$100 deductible per visit
after the Calendar Year
deductible then the plan
pays 85%

A separate hospital emergency room deductible or copay applies for each visit to an emergency room for
emergency care. If you are admitted to a hospital as an inpatient immediately following a visit to an emergency
room, your deductible or copay is waived.

Covered expenses that are applied to the emergency room deductible or copay cannot be applied to any other
deductible or copay under your plan. Likewise, covered expenses that are applied to any of your plan’s other

deductibles or copays cannot be applied to the emergency room deductible or copay.

Urgent Care Services

Urgent Medical Care
(at a non-hospital free standing

Sfacility)

Urgent Medical Care
(from other than a non-hospital
frree standing facility)

$20 copay per visit after
the Calendar Year
deductible then the

plan pays 100%

$20 copay per visit after
the Calendar Year
deductible then the plan
pays 100%

Refer to Emergency Medical  Refer to Emergency Medical

Services and Physician
Services above.

Services and Physician Services
above.
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after the Calendar Year
deductible then the plan
pays 100%

Refer to Emergency Medical
Services and Physician
Services above.



Important Notice:
A separate urgent care copay or deductible applies for each visit to an urgent care provider for urgent care.

Covered expenses that are applied to the urgent care copay/deductible cannot be applied to any other
copay/deductible under your plan. Likewise, covered expenses that are applied to your plan’s other
copays/deductibles cannot be applied to the urgent care copay/deductible.

PLAN FEATURES HOME HOST AETNA NETWORK OUT-OF-NETWORK
NETWORK

Outpatient Diagnostic and Preoperative Testing

Complex Imaging Services

Complex Imaging 85% per test after 85% per test after 85% per test after
Calendar Year deductible Calendar Year Calendar Year deductible
deductible

Diagnostic Laboratory Testing

Diagnostic Laboratory 100% per procedure 100% per procedure 100% per procedure
Testing
No copay or Calendar No copay or Calendar No Calendar Year
Year deductible apply. Year deductible apply. deductible applies.

Diagnostic X-Rays (except Complex Imaging Services)

Diagnostic X-Rays 85% per procedure after 85% per procedure after  85% per procedure after
Calendar Year deductible Calendar Year Calendar Year deductible
deductible
PLAN FEATURES HOME HOST AETNA NETWORK OUT-OF-NETWORK
NETWORK

Outpatient Surgery

Outpatient Surgery 85% per visit/surgical 85% per visit/surgical 85% per visit/surgical
procedure after Calendar ~ procedure after Calendar  procedure after Calendar
Year deductible Year deductible Year deductible

PLAN FEATURES HOME HOST AETNA NETWORK OUT-OF-NETWORK
NETWORK

Inpatient Facility Expenses

Birthing Center Payable in accordance with ~ Payable in accordance Payable in accordance
the type of expense with the type of expense  with the type of expense
incurred and the place incurred and the place incurred and the place

where service is provided.  where service is provided.  where service is provided.
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Hospital Facility
Expenses

Room and Board
(including maternity)

Other than Room and
Board

Skilled Nursing Inpatient
Facility

Maximum Days per
Calendar Year

Specialty Benelfits

$250 per admission copay
after Calendar Year
deductible then the plan
pays 85%

85% per admission after
Calendar Year deductible

$250 per admission copay
after Calendar Year
deductible then the plan
pays 85%

Unlimited

$250 per admission
copay after Calendar
Year deductible then the
plan pays 85%

85% per admission after
Calendar Year
deductible

$250 per admission
copay after Calendar
Year deductible then the
plan pays 85%

Unlimited

$250 per admission
deductible after Calendar
Year deductible then the
plan pays 85%

85% per admission after
Calendar Year deductible

$250 per admission
deductible after Calendar
Year deductible then the
plan pays 85%

Unlimited

Home Health Care
(Outpatient)

Maximum Visits per
Calendar Year

Skilled Nursing Care
(Outpatient)

Private Duty Nursing
(Outpatient)

Maximum per Calendar Y ear

85% per visit after the
Calendar Year deductible

50 visits

85% per visit after the
Calendar Year deductible

85% per visit after the
Calendar Year deductible

$15,000

85% per visit after the
Calendar Year
deductible

50 visits

85% per visit after the
Calendar Year
deductible

85% per visit after the
Calendar Year
deductible

$15,000
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Calendar Year deductible

50 visits

85% per visit after the
Calendar Year deductible

85% per visit after the
Calendar Year deductible

$15,000



Hospice Benefits

Hospice Care - Facility
Expenses
(Room & Board)

Hospice Care - Other
Expenses during a stay
Maximum Benefit per
lifetime

Hospice Outpatient

Visits

PLAN FEATURES

Infertility Treatment

100% per admission

No copay or Calendar
Year deductible apply

100% per admission
No copay or Calendar
Year deductible apply

Unlimited days

100% per visit
No copay or Calendar
Year deductible apply

HOME HOST
NETWORK

100% per admission

No copay or Calendar
Year deductible apply

100% per admission
No copay or Calendar
Year deductible apply

Unlimited days
100% per visit
No copay or Calendar

Year deductible apply

AETNA NETWORK

100% per admission

No Calendar Year
deductible applies.

100% per admission
No Calendar Year
deductible applies.

Unlimited days

100% per visit

No Calendar Year
deductible applies.

OUT-OF-NETWORK

Basic Infertility Expenses
Coverage is for the
diagnosis and treatment of
the underlying medical
condition causing the
infertility only.

Comprehensive Infertility
Expenses

Artificial Insemination
Lifetime Maximum Benefit

Owulation Induction
Lifetime Maximum Benefit

Payable in accordance
with the type of expense
incurred and the place
where service is provided

85% per procedure after
Calendar Year deductible

6 cycles of treatment*

6 cycles of treatment*

Payable in accordance
with the type of expense
incurred and the place
where service is provided.

85% per procedure after
Calendar Year deductible

6 cycles of treatment*

6 cycles of treatment*

Payable in accordance
with the type of expense
incurred and the place
where setvice is provided.

85% per procedure after
Calendar Year deductible

6 cycles of treatment*

6 cycles of treatment*

*The maximum of 6 attempts per lifetime is a combined maximum that includes Artificial Insemination and

Owulation Induction.

Advanced Reproductive
Technology (ART)
Expenses

Maximum per lifetime

85% per procedure after
Calendar Year
deductible

3 cycles of treatment

85% per procedure after
Calendar Year deductible

3 cycles of treatment
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PLAN FEATURES

HOME HOST
NETWORK

AETNA NETWORK

OUT-OF-NETWORK

Inpatient Treatment of Mental Disorders

MENTAL DISORDERS

Hospital Facility
Expenses

Room and Board

Other than Room and
Board

Physician Services

Inpatient Residential
Treatment Facility
Expenses

Inpatient Residential
Treatment Facility
Expenses Physician
Services

$250 per admission copay
after Calendar Year
deductible then the plan
pays 85%

85% per admission after
Calendar Year deductible

85% per visit after
Calendar Year deductible

$250 per admission copay
after Calendar Year
deductible then the plan
pays 85%

85% per visit after
Calendar Year deductible

$250 per admission
copay after Calendar

Year deductible then the

plan pays 85%

85% per admission after
Calendar Year
deductible

85% per visit after
Calendar Year
deductible

$250 per admission
copay after Calendar

Year deductible then the

plan pays 85%

85% per visit after
Calendar Year
deductible

$250 per admission
deductible after Calendar
Year deductible then the
plan pays 85%

85% per admission after
Calendar Year deductible

85% per visit after
Calendar Year deductible

$250 per admission
deductible after Calendar
Year deductible then the
plan pays 85%

85% per visit after
Calendar Year deductible

Outpatient Treatment Of Mental Disorders

Outpatient Services

Office Visits

Other Than Office Visits

$50 per visit copay then
the plan pays 100%

No Calendar Year
deductible applies.

85% after Calendar Year
deductible

$50 per visit copay then
the plan pays 100%

No Calendar Year
deductible applies.

85% after Calendar Year
deductible
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No Calendar Year
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85% after the Calendar
Year deductible



PLAN FEATURES

HOME HOST
NETWORK

Inpatient Treatment of Substance Abuse

AETNA NETWORK

OUT-OF-NETWORK

Hospital Facility
Expenses

Room and Board

Other than Room and
Board

Physician Services

Inpatient Residential
Treatment Facility
Expenses

Inpatient Residential
Treatment Facility
Expenses Physician
Services

$250 per admission copay
after Calendar Year
deductible then the plan
pays 85%

85% per admission after
Calendar Year deductible

85% per visit after
Calendar Year deductible

$250 per admission copay
after Calendar Year
deductible then the plan
pays 85%

85% per visit after
Calendar Year deductible

Outpatient Treatment of Substance Abuse

$250 per admission
copay after Calendar
Year deductible then the
plan pays 85%

85% per admission after
Calendar Year
deductible

85% per visit after
Calendar Year
deductible

$250 per admission
copay after Calendar
Year deductible then the
plan pays 85%

85% per visit after
Calendar Year
deductible

$250 per admission
deductible after the
Calendar Year deductible
then the plan pays 85%

85% per admission after
Calendar Year deductible

85% per visit after
Calendar Year deductible

$250 per admission
deductible after Calendar
Year deductible then the

plan pays 85%

85% per visit after
Calendar Year deductible

Outpatient Treatment

Office Visits

Other Than Office Visits

$50 per visit copay then
the plan pays 100%

No Calendar Year
deductible applies.

85% after Calendar Year
deductible

$50 per visit copay then
the plan pays 100%

No Calendar Year
deductible applies.

85% after Calendar Year
deductible

$50 per visit deductible
then the plan pays 100%

No Calendar Year
deductible applies.

85% after Calendar Year
deductible



Obesity Treatment Non Surgical

Outpatient Obesity 85% per visit after the 85% per visit after the 85% per visit after the
Treatment (non surgical) Calendar Year deductible Calendar Year Calendar Year deductible
deductible

Obesity Treatment Surgical

Inpatient Morbid Obesity $250 per admission copay  $250 per admission $250 per admission

Surgery (includes after Calendar Year copay after Calendar deductible after the

Surgical procedure and deductible then the plan ~ Year deductible then the Calendar Year deductible

Acute Hospital Services)  pays 85% plan pays 85% then the plan pays 85%

Outpatient Morbid 85% per service after 85% per service after 85% per service after

Obesity Surgery Calendar Year deductible Calendar Year Calendar Year deductible
deductible

Maximum Benefit Morbid Unlimited Unlimited Unlimited

Obesity Surgery (Inpatient

and Outpatient)

Transplant Services Facility and Non-Facility Expenses

Transplant
Facility
Expenses

Transplant
Physician
Services
(including office
Visits)

$250 per admission
copay after Calendar
Year deductible,
then the plan pays
85%

Payable in
accordance with the
type of expense
incurred and the
place where service is

provided

$250 per admission
copay after Calendar
Year deductible,
then the plan pays
85%

Payable in
accordance with the
type of expense
incurred and the
place where service is

provided

$250 per admission
copay after Calendar
Year deductible,
then the plan pays
85%

Payable in
accordance with the
type of expense
incurred and the
place where service is

provided

$250 per admission
deductible after
Calendar Year
deductible, then the
plan pays 85%

Payable in accordance
with the type of
expense incurred and
the place where
service is provided

50



Other Covered Health Expenses

Acupuncture
in lieu of anesthesia

Ground, Air or Water
Ambulance

Kidney Disease Treatment

Maximum per visit

Diabetic Education

Maximum Benefit per
Calendar Year

Durable Medical and
Surgical Equipment
Includes Orthotics & foot
orthotics

Clinical Trial Therapies
(Experimental or
Investigational Treatment)

Routine Patient Costs

85% per procedure after
Calendar Year
deductible

85% after Calendar Year
deductible

85% per visit after
Calendar Year
deductible

Not applicable

100% per visit

No copay or Calendar

Year deductible applies.

$500

$10 per item copay then
the plan pays 100%

No Calendar Year
deductible applies.

Payable in accordance
with the type of expense
incurred and the place
where setvice is
provided.

Payable in accordance
with the type of expense
incurred and the place
where setvice is
provided.

85% per procedure after
Calendar Year
deductible

85% after Calendar Year
deductible

85% per visit after
Calendar Year
deductible

Not applicable

100% per visit

No copay or Calendar
Year deductible
applies.

$500

85% per item after the
Calendar Year
deductible

Payable in accordance
with the type of expense
incurred and the place
where service is
provided.

Payable in accordance
with the type of expense
incurred and the place
where service is
provided.

85% per procedure after
Calendar Year deductible

85% after Calendar Year
deductible

85% per visit after
Calendar Year deductible

$1,720

100% per visit

No Calendar Year
deductible applies.

$500

85% per item after the
Calendar Year deductible

Payable in accordance with
the type of expense
incurred and the place
where setvice is provided.

Payable in accordance with
the type of expense
incurred and the place
where setvice is provided.



Jaw Joint Disorder
Treatment

For non-surgical treatment
of TMJ and for TM] Intra-
oral devices

Maximum Benefit per
Lifetime

Oral and Maxillofacial
Treatment (Mouth, Jaws
and Teeth)

Orthotic and Prosthetic
Devices

Outpatient Therapies

85% per visit after
Calendar Year
deductible

$500

Payable in accordance
with the type of expense
incurred and the place
where setvice is provided.

85% per item after
Calendar Year
deductible

85% per visit after
Calendar Year
deductible

$500

Payable in accordance
with the type of expense
incurred and the place
where service is
provided.

85% per item after
Calendar Year
deductible

85% per visit after Calendar
Year deductible

$500

Payable in accordance with
the type of expense
incurred and the place
where setvice is provided.

85% per item after
Calendar Year deductible

Chemotherapy

Infusion Therapy
(Performed in a Physician’s
Office or Home Care)

Petrformed in a Hospital
Outpatient Department or
Non-Hospital Outpatient
Facility

Radiation Therapy

Payable in accordance with
the type of expense
incurred and the place
where setvice is provided.

$10 visit copay then the
plan pays 100%

No Calendar Year
deductible applies.

$10 visit copay then the
plan pays 100%

No Calendar Year
deductible applies.

Payable in accordance with
the type of expense
incurred and the place
where service is provided.

Payable in accordance
with the type of expense
incurred and the place

where setvice is provided.

85% after Calendar Year
deductible

85% after Calendar Year
deductible

Payable in accordance
with the type of expense
incurred and the place

where service is provided.
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the type of expense
incurred and the place
where setvice is provided.

85% per visit after the
Calendar Year deductible

85% per visit after the
Calendar Year deductible

Payable in accordance with
the type of expense
incurred and the place
where service is provided.



Autism Spectrum Disorder
For child to age 18
Autism — Physical therapy

Autism — Occupational
Therapy, Speech Therapy

Autism — Applied Behavior
Analysis
Office Visits

Autism — Applied Behavior
Analysis
Other Than Office Visits

$10 visit copay then the
plan pays 100%

No Calendar Year
deductible applies.

85% per visit after
Calendar Year deductible

$50 per visit copay then
the plan pays 100%

No Calendar Year
deductible applies

85% per visit after
Calendar Year deductible

85% per visit after
Calendar Year
deductible

85% per visit after
Calendar Year
deductible

$50 per visit copay then
the plan pays 100%

No Calendar Year
deductible applies.

85% per visit after
Calendar Year
deductible

85% per visit after
Calendar Year deductible

85% per visit after
Calendar Year deductible

$50 per visit deductible
then the plan pays 100%

No Calendar Year
deductible applies.

85% per visit after
Calendar Year deductible

Short Term Outpatient Rehabilitation Therapies 5

Outpatient Physical
Therapy

Outpatient Occupational
Therapy

$10 per visit copay then
the plan pays 100%

No Calendar Year
deductible applies.

85% per visit after
Calendar Year deductible

85% per visit after
Calendar Year
deductible

85% per visit after
Calendar Year
deductible

85% per visit after
Calendar Year deductible

85% per visit after
Calendar Year deductible

Spinal Manipulation

$10 per visit copay then

85% after Calendar Year

85% per visit after

the plan pays 100% deductible Calendar Year deductible
No Calendar Year
deductible applies.

Spinal Manipulation 30 visits 30 visits 30 visits

Maximum visits per
Calendar Year




Pharmacy Benefit

Prescription Drug Calendar Year

Deductible
Individual Deductible* $100 $100
Family Deductible*
Retiree + 1 Dependent Plan $200 $200
Retiree + Family Plan $300 $300

Prescription Drug Calendar Year Deductible

The individual prescription drug Calendar Year deductible applies separately to you and each of your covered
dependents. The family prescription drug Calendar Year deductible applies to you and your covered dependents
combined. After prescription drug covered expenses reach the prescription drug Calendar Year deductible, the
plan will begin to pay benefits for prescription drug covered expenses for the rest of the Calendar Year. The
prescription drug Calendar Year deductible applies to network and out-of-network prescription drug covered
expenses combined. The prescription drug Calendar Year deductible applies to all prescription drug covered
expenses except, drugs dispensed by a mail-order pharmacy.

Copays/Deductibles

The following Generic Prescription Drugs information applies Effective October 1, 2015 through December
31, 2015:
Generic Prescription Drugs

For each initial 30 day supply filled ~ 20% 20%
at a retail pharmacy

This applies to all refills after the 50% 50%
second refill of a 30 day supply filled
at a retail pharmacy

For all fills of a 90 day supply filled ~ 20% Not Applicable
at a mail order pharmacy or a
CVS/pharmacy




The following Generic Prescription Drug

Generic Prescription Drugs

For each initial 30 day supply filled
at a retail pharmacy
Formulary Prescription Drugs  20%

Non Formulary Prescription 30%
Drugs

This applies to all refills after the
second refill of a 30 day supply filled
at a retail pharmacy
Formulary Prescription Drugs 50%

Non Formulary Prescription 50%
Drugs

For all fills of a 90 day supply filled
at a mail order pharmacy or a
CVS/pharmacy

Formulary Prescription Drugs  20%

Non Formulary Prescription 30%
Drugs

s information applies Effective January 1, 2016:

20%

30%

50%

50%

Not Applicable

Not Applicable

Preferred Brand-Name Prescription Drugs

For each initial 30 day supply filled ~ 20%
at a retail pharmacy

This applies to all refills after the 50%
second refill of a 30 day supply filled
at a retail pharmacy

For all fills of a 90 day supply filled ~ 20%
at a mail order pharmacy or a
CVS/pharmacy

Non-Preferred Brand-Name Prescription Drugs

For each initial 30 day supply filled  30%
at a retail pharmacy

This applies to all refills after the 50%
second refill of a 30 day supply filled
at a retail pharmacy

For all fills of at least a 31 day 30%
supply and up to a 90 day supply

filled at a mail order pharmacy

or a CVS/pharmacy

20%

50%

Not Applicable

30%

50%

Not Applicable



Preferred Specialty Care Prescription Drug

For each 30 day supply 20% of the negotiated charge not ~ 20% of the recognized charge not
to exceed $200 to exceed $200

Non-preferred Specialty Care Prescription Drugs

For each 30 day supply 20% of the negotiated charge not  20% of the recognized charge not
to exceed $200 to exceed $200

If you or your prescriber request a covered brand-name prescription drug when a covered generic prescription
drug equivalent is available, you will be responsible for the cost difference between the genetic prescription drug
and the brand-name prescription drug, plus the applicable cost shating.

Copay and Deductible Waiver

Waiver for Risk-Reducing Breast Cancer Prescription Drugs

The per prescription copay/deductible and any prescription drug Calendar Year deductible will not apply
to risk-reducing breast cancer generic prescription drugs when obtained at a network pharmacy. This means
that such risk-reducing breast cancer generic prescription drugs will be paid at 100%.

Deductible and copayment/coinsurance waiver for tobacco cessation prescription and over-the-
counter drugs

The prescription drug deductible and the per prescription copayment/coinsurance will not apply to the
first two 90-day treatment regimens for tobacco cessation prescription drugs and OTC drugs when obtained
at a network pharmacy. This means that such prescription drugs and OTC drugs will be paid at 100%. Your
prescription drug deductible and any prescription copayment/coinsurance will apply after those two
regimens have been exhausted.

Waiver for Prescription Drug Contraceptives

The per prescription copay/deductible and any prescription drug Calendar Year deductible will not apply
to contraceptive methods that are:

= generic prescription drugs; contraceptive devices; or

*  FDA-approved female generic emergency contraceptives,

when obtained at a network pharmacy. This means that such contraceptive methods will be paid at 100%.

Refer to the Pharmacy Plan Features for information on coverage for FDA-Approved female over-the-counter
contraceptives (Non-Emergency).

The per prescription copay/deductible and any prescription drug Calendar Year deductible continue to
apply:

®  When the contraceptive methods listed above are obtained at an out-of-network pharmacy
=  For contraceptive methods that are:

- brand-name prescription drugs and devices and

- FDA-approved female brand-name emergency contraceptives,

that have a generic equivalent, or generic alternative available within the same therapeutic drug class
obtained at an out-of-network pharmacy or network pharmacy unless you are granted a medical
exception.



FDA-Approved Female Generic 100% per supply Not covered.
Over-the-Counter Contraceptives
No copay or deductible applies.
For each 30 day supply filled at a
retail pharmacy

FDA-Approved Female Generic ~ 100% per supply Not covered.
Emergency Over-the-Counter

Contraceptives No copay or deductible applies.

Important Note:

This Plan does not cover all over-the-counter (OTC) contraceptives. For a current listing, contact Member Services
by logging on the Aetna website at www.aetna.com or calling the toll-free number on the back of the ID card.

Preventive Care Drugs and

Supplements

Preventive care drugs and 100% per item. Not Covered.
supplements filled at a pharmacy

with a prescription: No copay or deductible applies.

Coverage will be subject to any sex,
age, medical condition, family
history, and frequency guidelines in
the recommendations of the United
States Preventive Services Task
Force. For details on the guidelines
and the current list of covered
preventive care drugs and
supplements, contact your physician
or Member Setvices by logging onto
the Aetna website www.aetna.com
or calling the number on the back of
your ID card.

Important Note:

Refer to the Booklet and the Preventive Care section for a complete description of the preventive care
drugs and supplements covered under this Plan and for any limitations that apply to these benefits.

57


http://www.aetna.com/
http://www.aetna.com/

Preventive Care Drugs and Supplements
Continued

Tobacco Cessation Prescription
and Over-the-Counter Drugs

Tobacco cessation prescription 100% per supply Not covered.
drugs and OTC drugs filled at a
pharmacy for each 90 day supply. No copay or deductible applies.

Maximums:

Coverage is permitted for two 90-day
treatment regimens only. Any
additional treatment regimens will be
subject to the cost sharing in your
schedule of benefits below.

Coverage will be subject to any sex,
age, medical condition, family
history, and frequency guidelines in
the recommendations of the United
States Preventive Services Task
Force. For details on the guidelines
and the current list of covered
tobacco cessation prescription drugs
and OTC drugs, contact Member
Services by logging onto your Aetna
Navigator® secute member website
at www.aetna.com or calling the
number on the back of your ID

card.

Coinsurance

Prescription Drug Plan 100% of the negotiated charge 100% of the recognized charge
Coinsurance

The prescription drug plan coinsurance is the percentage of prescription drug covered expenses that the plan
pays after any applicable deductibles and copays have been met.

The following Precertification and step therapy language applies effective January 1, 2016:
Precertification and step therapy for certain prescription drugs is required. If precertification is not obtained,
the prescription drug will not be covered.

Expense Provisions
The following provisions apply to your health expense plan.
This section describes cost sharing features, benefit maximums and other important provisions that apply to your

Plan. The specific cost sharing features and the applicable dollar amounts or benefit percentages are contained in the
attached health expense sections of this Schedule of Benefits.
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This Schedute of Benefits replaces any Schedule of Benefits previously in effect under your plan of health benefits.

KEEP THIS SCHEDULE OF BENEFITS WITH YOUR BOOKLET.
Deductible Provisions

Covered expenses applied to the out-of-network provider deductibles will be applied to satisty the network
provider deductibles. Covered expenses applied to the network provider deductibles will be applied to satisty
the out-of-network provider deductibles.

All covered expenses accumulate toward the network provider and out-of-network provider deductibles except
for those covered expenses identified later in this Schedule of Benefits.

You and each of your covered dependents have separate Calendar Year deductibles. Each of you must meet your
deductible separately and they cannot be combined. This Plan has individual and family Calendar Year deductibles.

Network Provider Calendar Year Deductible

Individual

This is the amount of covered expenses that you and each of your covered dependents incur each Calendar Year
from a network provider for which no benefits will be paid. This individual Calendar Year deductible applies
separately to you and each of your covered dependents. After covered expenses reach this individual Calendar Year
deductible, this Plan will begin to pay benefits for covered expenses that you incur from a network provider for
the rest of the Calendar Year.

Family Deductible Limit
When you and each of your covered dependents incur covered expenses that apply towards the individual Calendar
Year deductibles, these expenses will also count toward a family deductible limit.

To satisfy this family deductible limit for the rest of the Calendar Year, the following must happen:

The combined covered expenses that you and each of your covered dependents incur towards the individual
Calendar Year deductibles must reach this family deductible limit in a Calendar Year.

When this occurs in a Calendar Year, the individual Calendar Year deductibles for you and your covered dependents
will be considered to be met for the rest of the Calendar Year.

Out-of-Network Provider Calendar Year Deductible

Individual

This is the amount of covered expenses that you and each of your covered dependents incur each Calendar Year
from an out-of-network provider for which no benefits will be paid. This individual Calendar Year deductible
applies separately to you and each of your covered dependents. After covered expenses reach this individual
Calendar Year deductible; this Plan will begin to pay benefits for covered expenses that you incur from an out-of-
network provider for the rest of the Calendar Year.

Family Deductible Limit
When you and each of your covered dependents incur covered expenses that apply towards the individual Calendar
Year deductibles, these expenses will also count toward a family deductible limit.

To satisty this family deductible limit for the rest of the Calendar Year, the following must happen:

The combined covered expenses that you and each of your covered dependents incur towards the individual
Calendar Year deductibles must reach this family deductible limit in a Calendar Year.
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When this occurs in a Calendar Year, the individual Calendar Year deductibles for you and your covered dependents
will be considered to be met for the rest of the Calendar Year.

Common Accident Out-of-Network Deductible Limit

This limit applies when two or more family members are injured in the same accident. The common accident out-of-
network deductible limit places a limit on your deductible expenses when covered expenses are applied toward
the separate Calendar Year deductibles for out-of-network providers. When this occurs, and all covered expenses
related to the accident in that Calendar Year exceed the common accident out-of-network deductible limit, your
plan will then pay the excess amount based on the plan payment percentage. The added benefit will be reduced by
any family out-of-network deductible limit benefit amount paid for the same covered expenses.

Copayments and Benefit Deductible Provisions

Copayment, Copay
This is a specified dollar amount or percentage of the negotiated charge required to be paid by you at the time you
receive a covered service from a network provider. It represents a portion of the applicable expense.

Per Admission Copayment

A Per Admission Copayment is an amount you are required to pay when you or a covered dependent have a stay in
an inpatient facility. A copayment is a specified dollar amount or percentage of the negotiated charge required to
be paid by you at the time you receive a covered service from a network provider. It represents a portion of the
applicable expense.

Separate copayments may apply per facility. These copayments are in addition to any other copayments applicable
under this plan. They may apply to each stay or they may apply on a per day basis up to a per admission maximum
amount. Not more than two per admission copayments per family will apply for each facility type during a Calendar
Year.

Covered expenses applied to the per admission copayment cannot be applied to any other copayment required in
your plan. Likewise, covered expenses applied to your plan’s other copayments cannot be applied to meet the per
admission copayment.

For the stay of a well newborn baby (starting at birth), the per admission copayment amount will be waived.
Payment Provisions

Payment Percentage

This is the percentage of your covered expenses that the plan pays and the percentage of covered expenses that
you pay. The percentage that the plan pays is referred to as the “Plan Payment Percentage”. Once applicable
deductibles have been met, your plan will pay a percentage of the covered expenses, and you will be responsible for
the rest of the costs. The payment percentage may vary by the type of expense. Refer to your Schedule of Benefits for
payment percentage amounts for each covered benefit.

Maximum Out-of-Pocket Limit

The Maximum Out-of-Pocket Limit is the maximum amount you are responsible to pay for covered expenses
during the Calendar Year. This Plan has an individual Maximum Out-of-Pocket Limit. As to the individual
Maximum Out-of-Pocket Limit, each of you must meet your Maximum Out-of-Pocket Limit separately and they
cannot be combined and applied towards one limit.
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Certain covered expenses do not apply toward the Maximum Out-of-Pocket Limit. See list below.
Network Provider Maximum Out-of-Pocket Limit

Individual

Once the amount of eligible network provider expenses you or your covered dependents have paid during the
Calendar Year meets the individual Maximum Out-of-Pocket Limit, this Plan will pay 100% of such covered
expenses that apply toward the limit for the remainder of the Calendar Year for that person.

Family Maximum Out-of-Pocket Limit

When you and each of your covered dependents incur covered expenses that apply towards the individual Calendar
Year network provider Maximum Out-of-Pocket Limit, these expenses will also count toward a family network
provider Maximum Out-of-Pocket Limit.

To satisty this family network provider Maximum Out-of-Pocket Limit for the rest of the Calendar Year, the
following must happen:

The family Maximum Out-of-Pocket Limit is a cumulative Maximum Out-of-Pocket Limit for all family
members. The family network provider Maximum Out-of-Pocket Limit can be met by a combination of
family members with no single individual within the family contributing more than the individual network
provider Maximum Out-of-Pocket Limit amount in a Calendar Year.

Out-of Network Provider Maximum Out-of-Pocket Limit

Individual

Once the amount of eligible out-of-network provider expenses you or your covered dependents have paid during
the Calendar Year meets the individual Maximum Out-of-Pocket Limit, this Plan will pay 100% of such covered
expenses that apply toward the limit for the remainder of the Calendar Year for that person.

Family Maximum Out-of-Pocket Limit

When you and each of your covered dependents incur covered expenses that apply towards the individual Calendar
Year out-of-network provider Maximum Out-of-Pocket Limit, these expenses will also count toward a family out-
of-network provider Maximum Out-of-Pocket Limit.

To satisty this family out-of-network provider Maximum Out-of-Pocket Limit for the rest of the Calendar Year,
the following must happen:

The family Maximum Out-of-Pocket Limit is a cumulative Maximum Out-of-Pocket Limit for all family
members. The family out-of-network provider Maximum Out-of-Pocket Limit can be met by a combination
of family members with no single individual within the family contributing more than the individual out-of-
network provider Maximum Out-of-Pocket Limit amount in a Calendar Year.

The Maximum Out-of-Pocket Limit applies to both network and out -of-network benefits. Covered expenses
applied to the out-of-network Maximum Qut-of-Pocket Limit will be applied to satisfy the in-network Maximum
Out-of-Pocket Limit and covered expenses applied to the in-network Maximum Out-of-Pocket Limit will be
applied to satisfy the out-of-network Maximum Out-of-Pocket Limit.

Covered expenses that are subject to the Maximum Out-of-Pocket Limit include prescription drug expenses
provided under the Medical or Prescription drug Plans, as applicable.

Expenses That Do Not Apply to Your Out-of-Pocket Limit
Certain covered expenses do not apply toward your plan out-of-pocket limit. These include:

= Charges over the recognized charge;
= Non-covered expenses;
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* Any covered expenses which are payable by Aetna at 50%; and
= Expenses that are not paid, or precertification benefit reductions because a required precertification for the
service(s) or supply was not obtained from Aetna.

Precertification Benefit Reduction

The Booklet contains a complete description of the precertification program. Refer to the “Understanding
Precertification” section for a list of services and supplies that require precertification.

Failure to precertify your covered expenses when required will result in a benefits reduction as follows:

* A reduced payment percentage of 20% will apply separately to the eligible expenses incurred for each type of
service ot supply.

General

This Schedule of Benefits replaces any similar Schedule of Benefits previously in effect under your plan of benefits.
Requests for coverage other than that to which you are entitled in accordance with this Schedule of Benefits cannot
be accepted. This Schedule is part of your Booklet and should be kept with your Booklet.
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Schedule of Benefits

Employer: The Dow Chemical Company
ASA: 783135

Control: 479235

Issue Date: February 10, 2016

Effective Date: October 1, 2015

Schedule: 113C

Booklet Base: 113

For: Choice POS II (Home Host/ IDS MAP Plus with Prescription Drug Plan —
Option 1 — Out-of-Area Passive Plan) Pre-65 Retirees (Excludes Medicare Retirees)

This is an ERISA plan, and you have certain rights under this plan. Please contact your Employer for additional
information.

Aetna Choice POS II Medical Plan

Calendar Year
Deductible*

Individual $250 $250 $250
Deductible*

Family Deductible*
Retiree + 1
Dependent Plan $500 $500 $500

Retiree + Family Plan
$750 $750 $750

Per Admission $250 per admission* $250 per admission™ $250 per admission*
Copayment

*Maximum of $500 (2 Per Admission Copayments per family per Calendar Year)

*Unless otherwise indicated, any applicable deductible must be met before benefits are paid.

Common Accident $250 $250 $250
Deductible
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Plan Maximum Out of Pocket Limit includes plan deductible, per visit deductibles and copayments.
Plan Maximum Out of Pocket Limit excludes precertification penalties.

Eftective October 1, 2015 through December 31, 2015:
Individual Maximum Out of Pocket Limit:

* For Home Host network expenses: 4% of annual salary to $6,350 maximum.
® For Aetna network expenses: 4% of annual salary to $6,350 maximum
* For out-of-network expenses: 4% of annual salary to $6,350 maximum.

Family Maximum Out of Pocket Limit:

* For Home Host network expenses: 8% of annual salary to $12,700 maximum.
* For Aetna network expenses: 8% of annual salary to $12,700 maximum.
® For out-of-network expenses: 8% of annual salary to $12,700 maximum.

Effective January 1, 2016:
Individual Maximum Out of Pocket Limit:

* For Home Host network expenses: 4% of annual salary to $6,850 maximum.
* For Aetna network expenses: 4% of annual salary to $6,850 maximum
®  For out-of-network expenses: 4% of annual salary to $6,850.

Family Maximum Out of Pocket Limit:

* For Home Host network expenses: 8% of annual salary to $13,700 maximum.
®  For Aetna network expenses: 8% of annual salary to $13,700 maximum.
*  For out-of-network expenses: 8% of annual salary to $13,700 maximum.

Lifetime Maximum Unlimited Unlimited Unlimited
Benefit per person

Payment Percentage listed in the Schedule below reflects the Plan Payment Percentage. This is the amount
the Plan pays. You are responsible to pay any deductibles and the remaining payment percentage. You are
responsible for full payment of any non-covered expenses you Incur.

All Covered Expenses Are Subject To The Calendar Year Deductible Unless Otherwise Noted In The
Schedule Below.

Maximums for specific covered expenses, including visit, day and dollar maximums are combined
maximums between network and out-of-network, unless specifically stated otherwise.
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Preventive Care Benefits

Routine Physical Exams
Office Visits

Covered Persons throngh age
21:

Maximum Age & Visit
Limits

Covered Persons ages 22 but
less than 65:

Maximum Visits per
Calendar Year

Covered Persons age 65 and
over:

Maximum Visits per
Calendar Year

100% per visit

No copay or Calendar
Year deductible apply.

Subject to any age and
visit limits provided for in
the comprehensive
guidelines supported by
the American Academy of
Pediatrics/Bright Futures
Guidelines for Children
and Adolescents.

For details, contact your
physician or Member
Services by logging onto the
Aetna website www.aetna.com,

or calling the number on the
back of your 1D card.

1 visit

1 visit

100% per visit

No copay or Calendar
Year deductible apply.

Subject to any age and
visit limits provided for in
the comprehensive
guidelines supported by
the American Academy of
Pediatrics/Bright Futures
Guidelines for Children
and Adolescents.

For details, contact your
physician or Member
Services by logging onto the
Aetna website www.aetna.com,
or calling the number on the

back of your 1D card.

1 visit

1 visit

65

100% per visit

No Calendar Year
deductible applies.

Subject to any age and
visit limits provided for in
the comprehensive
guidelines supported by
the American Academy of
Pediatrics/Bright Futures
Guidelines for Children
and Adolescents.

For details, contact your
physician or Member
Services by logging onto the
Aetna website www.aetna.com,

or calling the number on the
back of your 1D card

1 visit

1 visit



Preventive Care
Immunizations
Performed in a facility or
physician's office

Screening & Counseling
Services

Office Visits
Obesity and/or
Healthy Diet

Misuse of Alcohol
and/or Drugs & Use
of Tobacco Products

Sexually Transmitted
Infections

Genetic Risk for
Breast and Ovatian
Cancer

Obesity and/ or Healthy Diet
Maximum Visits per
Calendar Year

(Lhis maxinum applies only to
Covered Persons ages 22 &
older.)

100% per visit

No copay or Calendar
Year deductible apply.

Subject to any age and
visit limits provided for in
the comprehensive
guidelines supported by
the Advisory Committee
on Immunization
Practices of the Centers
for Disease Control and
Prevention.

For details, contact your
physician or Member
Services by logging onto the
Aetna website www.aetna.cons,
or calling the number on the
back of your 1D card.

100% per visit

No copay or Calendar
Year deductible apply.

26 visits (however, of these
only 10 visits will be allowed
under the Plan for healthy diet
counseling provided in
connection with Hyperlipideniia
(high cholesterol) and other
known risk _factors for
cardiovascular and diet-related
chronic disease) ®

100% per visit

No copay or Calendar
Year deductible apply.

Subject to any age and
visit limits provided for in
the comprehensive
guidelines supported by
the Advisory Committee
on Immunization
Practices of the Centers
for Disease Control and
Prevention.

For details, contact your
physician or Member
Services by logging onto the
Aetna website www.aetna.cons,
or calling the number on the
back of your 1D card.

100% per visit

No copay or Calendar
Year deductible apply.

26 visits (however, of these
only 10 visits will be allowed
under the Plan for healthy diet
counseling provided in
connection with Hyperlipidenria
(high cholesterol) and other
known risk _factors for
cardiovascular and diet-related
chronic disease) ®

100% per visit

No Calendar Year
deductible applies.

Subject to any age and
visit limits provided for in
the comprehensive
guidelines supported by
the Advisory Committee
on Immunization
Practices of the Centers
for Disease Control and
Prevention.

For details, contact your
physician or Member
Services by logging onto the
Aetna website www.aetna.cons,
or calling the number on the
back of your 1D card.

100% per visit

No Calendar Year
deductible applies.

26 visits (however, of these
only 10 visits will be allowed
under the Plan for healthy diet
counseling provided in
connection with Hyperljpidenria
(high cholesterol) and other
known risk _factors for
cardiovascular and diet-related
chronic disease) ®

*Note: In figuring the Maximum Visits, each session of up to 60 minutes is equal to one visit.
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Misuse of Aleohol and/ or

Drugs
Maximum Visits per 5 visits * 5 visits * 5 visits *
Calendar Year

*Note: In figuring the Maximum Visits, each session of up to 60 minutes is equal to one Visit.

Use of Tobacco Products
Maximum Visits per Unlimited Unlimited Unlimited
Calendar Year

Sexnally Transmitted Infections
Benefit Maxcimnms

Maximum Visits per 2 visits* 2 visits* 2 visits*
Calendar Year

*Note: In figuring the Maximum Visits, each session of up to 30 minutes is equal to one Visit.

Well Woman Preventive Visits
Office Visits 100% per visit 100% per visit 100% per visit

Subject to any age limits No copay or Calendar No copay or Calendar No Calendar Year
provided for in the Year deductible apply. Year deductible apply. deductible applies.
comprehensive guidelines

supported by the Health

and Human Resources

Administrations*

*No age limits for routine ob/gyn exam and pap smear
Well Woman Preventive Visits

Maximum Visits per 1 visit 1 visit 1 visit
Calendar Year

Routine Cancer Screening
Outpatient 100% per visit 100% per visit 100% per visit

No copay or Calendar No copay or Calendar Year ~ No Calendar Year
Year deductible apply.  deductible apply. deductible applies.
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Maximums

Subject to any age; family

history and frequency
guidelines as set forth in
the most current:

evidence-based items
that have in effect a
rating of A or B in the
current
recommendations of
the United States
Preventive Services
Task Force; and

the comprehensive
guidelines supported by

Subject to any age; family
history and frequency
guidelines as set forth in
the most current:

evidence-based items
that have in effect a
rating of A or B in the
current
recommendations of
the United States
Preventive Services
Task Force; and

the comprehensive
guidelines supported by

Subject to any age; family
history and frequency
guidelines as set forth in
the most current:

* evidence-based items
that have in effect a
rating of A or B in the
current
recommendations of
the United States
Preventive Services
Task Force; and

* the comprehensive
guidelines supported

the Health Resources the Health Resources by the Health
and Services and Services Resources and
Administration.* Administration.* Services

Administration.*
For details, contact your
physician or Member
Services by logging onto the
Aetna website
www.aetna.com, or calling the
number on the back of your
ID card.

For details, contact your
physician or Member
Services by logging onto the
Aetna website
www.aetna.com, or calling the
number on the back of your
ID card.

For details, contact your
physician or Member
Services by logging onto the
Aetna website
www.aetna.com, or calling the
number on the back of your
ID card.

*Note: Routine Mammogtrams, routine Prostate Specific Antigen (PSA) tests and/or Digital Rectal Exams (DRE)
are not subject to age or visit limits.

One screening every 12
months*

Liung Cancer Screening
Maxcimum

One screening every 12
months*

One screening every 12
months*

*Important Note: Lung cancer screenings in excess of the maximum as shown above are covered under
the Outpatient Diagnostic and Preoperative Testing section of your Schedule of Benefits.

Prenatal Care

Office Visits 100% per visit 100% per visit 100% per visit
No copay or Calendar No copay or Calendar No Calendar Year
Year deductible apply Year deductible apply. deductible applies.

Important Note: Refer to the Physician Services and Pregnancy Expenses sections of the Schedule of Benefits for
more information on coverage levels for pregnancy expenses under this Plan, including other prenatal care, delivery
and postnatal care office visits.

Comprehensive Lactation Support and Counseling Services

Lactation Counseling 100% per visit 100% per visit 100% per visit
Services Facility or Offfice
Visits No copay or Calendar No copay or Calendar No Calendar Year

Year deductible apply. Year deductible apply. deductible applies.
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Lactation Counseling
Services Maximum Visits
either in a group or
individual setting

6 visits per 12 months

6* visits per 12 months 6 visits per 12 months

*Important Note: Visits in excess of the Lactation Counseling Services Maximum as shown above, are covered
under the Physician Services office visit section of the Schedule of Benefits.

Breast Pumps & Supplies 100% per item

No copay or Calendar
Year deductible apply.

100% per item 100% per item
No copay or Calendar No Calendar Year
Year deductible apply. deductible applies.

Important Note: Refer to the Comprebensive Lactation Support and Counseling Services section of the Booklet for

limitations on breast pumps and supplies.

Family Planning Services
Female Contraceptive
Counseling Services -Office
Visits

100% per visit.

No copay or Calendar
Year deductible apply.

Contraceptive Counseling
Services - Maximum Visits
either in a group or
individual setting

2% visits per 12 months

100% per visit. 100% per visit
No copay or Calendar No Calendar Year
Year deductible apply. deductible applies.

2% visits per 12 months 2% visits per 12 months

*Important Note: Visits in excess of the Contraceptive Counseling Services Maximum as shown above, are covered
under the Physician Services office visit section of the Schedule of Benefits.

Family Planning Services - Female Contraceptives

Female Contraceptive
Generic Prescription
Drugs and Devices
provided, administered, or
removed, by a Physician
during an Office Visits.

100% per item.

No copay or Calendar
Year deductible apply.

Family Planning - Other

Voluntary Termination of Pregnancy

Outpatient 85% per visit after
Calendar Year deductible

Voluntary Sterilization for Males
Outpatient 85% per visit after
Calendar Year deductible

100% per item. 100% per item
No copay or Calendar No Calendar Year
Year deductible apply. deductible applies.

85% per visit after
Calendar Year
deductible

85% per visit after
Calendar Year deductible

85% per visit after
Calendar Year
deductible

85% per visit after
Calendar Year deductible
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Family Planning - Female Voluntary Sterilization

Inpatient

Outpatient

Vision Care

Eye Examinations
including refraction

Maximum Benefit per
Calendar Year

Physician Services

100% per visit

No copay or Calendar
Year deductible apply.

100% per visit

No copay or Calendar
Year deductible apply.

100% per exam

No copay or Calendar
Year deductible apply.

1 exam

100% per visit

No copay or Calendar
Year deductible apply.

100% per visit

No copay or Calendar
Year deductible apply.

100% per exam

No copay or Calendar
Year deductible apply.

1 exam

100% per visit

No Calendar Year
deductible applies.

100% per visit

No Calendar Year
deductible applies.

100% per exam

No Calendar Year
deductible applies.

1 exam

Office Visits to Primary
Care Physician

Office visits (non-surgical)
to non-specialist

Specialist Office Visits

Physician Office Visits-
Surgery

Confirmatory
Consultations
(Second Opinions)

$10 visit copay then the
plan pays 100%

No Calendar Year
deductible applies.

$10 visit copay then the
plan pays 100%

No Calendar Year
deductible applies.

85% per visit after
Calendar Year
deductible

100% per visit

No copay or Calendar
Year deductible apply.

$20 visit copay then the
plan pays 100%

No Calendar Year
deductible applies.

$50 visit copay then the
plan pays 100%
No Calendar Year

deductible applies.

85% per visit after
Calendar Year deductible
100% per visit

No copay or Calendar
Year deductible apply.

$20 visit deductible then
the plan pays 100%

No Calendar Year
deductible applies.

$50 visit deductible then
the plan pays 100%

No Calendar Year
deductible applies.

85% per visit after
Calendar Year deductible

100% per visit

No Calendar Year
deductible applies.



Walk-In Clinic Visit (Non-Emergency)

Preventive Care Services*
Immunizations

Individual Screening and
Counseling Services for
Tobacco Use

Maximum Benefit per visit -
Individual Screening and
Counseling Services for
Tobacco Use

Individual Screening and
Counseling Services for
Obesity

Maximum Benefit per visit -
Individual Screening and
Counseling Services for
Obesity

*Important Note:

100% per visit

No copay or Calendar
Year deductible apply.

For details, contact your
physician, log onto the
Aetna website
www.aetna.com, or call
the number on the back
of your ID card.

100% per visit

No copay or Calendar
Year deductible apply.

Refer to the Preventive Care
Benefit section eatlier in
this Schedule of Benefits
for maximums that may
apply to these types of
services

100% per visit

No copay or Calendar
Year deductible apply.

Refer to the Preventive Care
Benefit section eatlier in
this Schedule of Benefits
for maximums that may
apply to these types of
services

100% per visit

No copay or Calendar
Year deductible apply.

For details, contact your
physician, log onto the
Aetna website
www.aetna.com, or call
the number on the back of
your ID card.

100% per visit

No copay or Calendar
Year deductible apply.

Refer to the Preventive Care
Benefit section eatlier in
this Schedule of Benefits
for maximums that may
apply to these types of
services

100% per visit

No copay or Calendar
Year deductible apply.

Refer to the Preventive Care
Benefit section eatlier in
this Schedule of Benefits
for maximums that may
apply to these types of
services

100% per visit

No Calendar Year
deductible applies.

100% per visit

No Calendar Year
deductible applies.

Refer to the Preventive Care
Benefit section eatlier in
this Schedule of Benefits
for maximums that may
apply to these types of
services

100% per visit

No Calendar Year
deductible applies.

Refer to the Preventive Care
Benefit section eatlier in
this Schedule of Benefits
for maximums that may
apply to these types of

setrvices

Not all preventive care services are available at all Walk-In Clinics. The types of services offered will vary by the
provider and location of the clinic. These services may also be obtained from your physician.

All Other Services

Physician Services for
Inpatient Facility and
Hospital Visits

$20 visit copay then the
plan pays 100%

No Calendar Year
deductible applies.

85% per visit after
Calendar Year
deductible

$20 visit copay then the
plan pays 100%

No Calendar Year
deductible applies.

85% per visit after
Calendar Year deductible
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Administration of 85% per visit after 85% per procedure after

Anesthesia Calendar Year Calendar Year deductible
deductible
Allergy Testing and
Treatment
$10 visit copay then the ~ 85% per visit after
plan pays 100%* Calendar Year
deductible*,

No Calendar Year
deductible applies.

*100% no copay or Calendar Year deductible for lab expenses.
Allergy Injections

100% per visit 85% per visit after

Calendar Year deductible.

No copay or Calendar
Year deductible apply.

Emergency Medical Services

85% per procedure after
Calendar Year deductible

85% per visit after
Calendar Year
deductible. *

85% per visit after
Calendar Year deductible.

Hospital Emergency
Facility and Physician

$100 copay per visit
after the Calendar Year
deductible then the

plan pays 85%

$100 copay per visit after
the Calendar Year
deductible then the plan
pays 85%

Paid the same as the
Network level of benefits.

See Important Note Below

Important Note: Please note that as these providers are not network providers and do not have a contract with
Aetna, the provider may not accept payment of your cost shate (your deductible and payment percentage), as
payment in full. You may receive a bill for the difference between the amount billed by the provider and the
amount paid by this Plan. If the Emergency Room Facility or physician bills you for an amount above your cost
share, you are not responsible for paying that amount. Please send us the bill at the address listed on the back of
your member ID card and we will resolve any payment dispute with the provider over that amount. Make sure your

member ID number is on the bill.

Non-Emergency Carein  $100 copay per visit $100 copay per visit after
a Hospital Emergency after the Calendar Year  the Calendar Year
Room deductible then the deductible then the plan

plan pays 85% pays 85%
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after the Calendar Year
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Important Notice:

A separate hospital emergency room deductible or copay applies for each visit to an emergency room for
emergency care. If you are admitted to a hospital as an inpatient immediately following a visit to an emergency
room, your deductible or copay is waived.

Covered expenses that are applied to the emergency room deductible or copay cannot be applied to any other

deductible or copay under your plan. Likewise, covered expenses that are applied to any of your plan’s other
deductibles or copays cannot be applied to the emergency room deductible or copay.

Urgent Care Services

Urgent Medical Care $20 copay per visit after  $20 copay per visit after $20 deductible per visit
(at a non-hospital free standing ~ the Calendar Year the Calendar Year after the Calendar Year
Sacility) deductible then the deductible then the plan deductible then the plan
plan pays 100% pays 100% pays 100%
Urgent Medical Care Refer to Emergency Medical  Refer to Emergency Medical — Refer to Emergency Medical
(from other than a non-hospital — Services and Physician Services and Physician Services  Services and Physician
free standing facility) Services above. above. Services above.

Important Notice:
A separate urgent care copay or deductible applies for each visit to an urgent care provider for urgent care.

Covered expenses that are applied to the urgent care copay/deductible cannot be applied to any other

copay/deductible under your plan. Likewise, covered expenses that are applied to your plan’s other
copays/deductibles cannot be applied to the urgent care copay/deductible.

PLAN FEATURES HOME HOST AETNA NETWORK OUT-OF-NETWORK
NETWORK

Outpatient Diagnostic and Preoperative Testing

Complex Imaging Services

Complex Imaging 85% per test after 85% per test after 85% per test after
Calendar Year deductible  Calendar Year Calendar Year deductible
deductible

Diagnostic Laboratory Testing

Diagnostic Laboratory 100% per procedure 100% per procedure 100% per procedure
Testing
No copay or Calendar No copay or Calendar No Calendar Year
Year deductible apply. Year deductible apply. deductible applies.



Diagnostic X-Rays (except Complex Imaging Services)

Diagnostic X-Rays

85% per procedure after
Calendar Year deductible

85% per procedure after
Calendar Year

deductible

85% per procedure after
Calendar Year deductible

Outpatient Surgery
Outpatient Surgery

Inpatient Facility Expenses

85% pet visit/surgical
procedure after Calendar
Year deductible

85% pet visit/surgical
procedure after Calendar
Year deductible

85% per visit/surgical
procedure after Calendar
Year deductible

Birthing Center

Hospital Facility
Expenses

Room and Board
(including maternity)

Other than Room and
Board

Skilled Nursing Inpatient
Facility

Maximum Days per
Calendar Year

Payable in accordance with
the type of expense
incurred and the place
where setvice is provided.

$250 per admission copay
after Calendar Year
deductible then the plan
pays 85%

85% per admission after
Calendar Year deductible

$250 per admission copay
after Calendar Year
deductible then the plan
pays 85%

Unlimited

Payable in accordance
with the type of expense
incurred and the place
where setvice is provided.

$250 per admission
copay after Calendar
Year deductible then the
plan pays 85%

85% per admission after
Calendar Year
deductible

$250 per admission
copay after Calendar
Year deductible then the
plan pays 85%

Unlimited
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Payable in accordance
with the type of expense
incurred and the place
where setvice is provided.

$250 per admission
deductible after Calendar
Year deductible then the
plan pays 85%

85% per admission after
Calendar Year deductible

$250 per admission
deductible after Calendar
Year deductible then the
plan pays 85%

Unlimited



PLAN FEATURES

Specialty Benefits

HOME HOST
NETWORK

AETNA NETWORK

OUT-OF-NETWORK

Home Health Care
(Outpatient)

Maximum Visits per
Calendar Year

Skilled Nursing Care
(Outpatient)

Private Duty Nursing
(Outpatient)

Maximum per Calendar Year

85% per visit after the
Calendar Year deductible

50 visits

85% per visit after the
Calendar Year deductible

85% per visit after the
Calendar Year deductible

$15,000

85% per visit after the
Calendar Year
deductible

50 visits

85% per visit after the
Calendar Year
deductible

85% per visit after the
Calendar Year
deductible

$15,000

85% per visit after the
Calendar Year deductible

50 visits

85% per visit after the
Calendar Year deductible

85% per visit after the
Calendar Year deductible

$15,000

Hospice Benefits

Hospice Care - Facility
Expenses
(Room & Board)

Hospice Care - Other

Expenses during a stay

Maximum Benefit per

lifetime

Hospice Outpatient
Visits

100% per admission

No copay or Calendar
Year deductible apply

100% per admission
No copay or Calendar
Year deductible apply

Unlimited days

100% per visit

No copay or Calendar
Year deductible apply
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100% per admission

No copay or Calendar
Year deductible apply

100% per admission
No copay or Calendar
Year deductible apply

Unlimited days

100% per visit

No copay or Calendar
Year deductible apply

100% per admission

No Calendar Year
deductible applies.

100% per admission
No Calendar Year
deductible applies.

Unlimited days

100% per visit

No Calendar Year
deductible applies.



Infertility Treatment

Basic Infertility Expenses Payable in accordance Payable in accordance Payable in accordance
Coverage is for the with the type of expense with the type of expense with the type of expense
diagnosis and treatment of  incurred and the place incurred and the place incurred and the place
the underlying medical where service is provided ~ where service is provided.  where service is provided.
condition causing the

infertility only.

Comprehensive Infertility  85% per procedure after 85% per procedure after 85% per procedure after
Expenses Calendar Year deductible Calendar Year deductible Calendar Year deductible

Artificial Insemination 6 cycles of treatment* 6 cycles of treatment* 6 cycles of treatment*
Lifetime Maximum Benefit

Ovulation Induction 6 cycles of treatment* 6 cycles of treatment* 6 cycles of treatment*
Lifetime Maximum Benefit

*The maximum of 6 attempts per lifetime is a combined maximum that includes Artificial Insemination and
Opvulation Induction.

Advanced Reproductive  85% per procedure after  85% per procedure after 85% per procedure after

Technology (ART) Calendar Year Calendar Year deductible  Calendar Year deductible
Expenses deductible
Maximum per lifetime 3 cycles of treatment 3 cycles of treatment 3 cycles of treatment
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PLAN FEATURES

HOME HOST
NETWORK

Inpatient Treatment of Mental Disorders

AETNA NETWORK

OUT-OF-NETWORK

MENTAL DISORDERS

Hospital Facility
Expenses

Room and Board

Other than Room and
Board

Physician Services

Inpatient Residential
Treatment Facility
Expenses

Inpatient Residential
Treatment Facility
Expenses Physician
Services

$250 per admission copay
after Calendar Year
deductible then the plan
pays 85%

85% per admission after
Calendar Year deductible

85% per visit after
Calendar Year deductible

$250 per admission copay
after Calendar Year
deductible then the plan
pays 85%

85% per visit after
Calendar Year deductible

$250 per admission
copay after Calendar
Year deductible then the
plan pays 85%

85% per admission after
Calendar Year
deductible

85% per visit after
Calendar Year
deductible

$250 per admission
copay after Calendar
Year deductible then the
plan pays 85%

85% per visit after
Calendar Year
deductible

$250 per admission
deductible after Calendar
Year deductible then the
plan pays 85%

85% per admission after
Calendar Year deductible

85% per visit after
Calendar Year deductible

$250 per admission
deductible after Calendar
Year deductible then the
plan pays 85%

85% per visit after
Calendar Year deductible

Outpatient Treatment Of Mental Disorders

Outpatient Services

Office Visits

Other Than Office Visits

$50 per visit copay then
the plan pays 100%

No Calendar Year
deductible applies.

85% after Calendar Year
deductible

$50 per visit copay then
the plan pays 100%

No Calendar Year
deductible applies.

85% after Calendar Year
deductible
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then the plan pays 100%
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Year deductible



PLAN FEATURES

HOME HOST
NETWORK

Inpatient Treatment of Substance Abuse

AETNA NETWORK

OUT-OF-NETWORK

Hospital Facility
Expenses

Room and Board

Other than Room and
Board

Physician Services

Inpatient Residential
Treatment Facility
Expenses

Inpatient Residential
Treatment Facility
Expenses Physician
Services

$250 per admission copay
after Calendar Year
deductible then the plan
pays 85%

85% per admission after
Calendar Year deductible

85% per visit after
Calendar Year deductible

$250 per admission copay
after Calendar Year
deductible then the plan
pays 85%

85% per visit after
Calendar Year deductible

Outpatient Treatment of Substance Abuse

$250 per admission
copay after Calendar
Year deductible then the
plan pays 85%

85% per admission after
Calendar Year
deductible

85% per visit after
Calendar Year
deductible

$250 per admission
copay after Calendar
Year deductible then the
plan pays 85%

85% per visit after
Calendar Year
deductible

$250 per admission
deductible after the
Calendar Year deductible
then the plan pays 85%

85% per admission after
Calendar Year deductible

85% per visit after
Calendar Year deductible

$250 per admission
deductible after Calendar
Year deductible then the

plan pays 85%

85% per visit after
Calendar Year deductible

Outpatient Treatment

Office Visits

Other Than Office Visits

$50 per visit copay then
the plan pays 100%

No Calendar Year
deductible applies.

85% after Calendar Year
deductible

$50 per visit copay then
the plan pays 100%

No Calendar Year
deductible applies.

85% after Calendar Year
deductible
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Obesity Treatment Non Surgical

Outpatient Obesity 85% per visit after the 85% per visit after the 85% per visit after the
Treatment (non surgical) Calendar Year deductible Calendar Year Calendar Year deductible
deductible

Obesity Treatment Surgical

Inpatient Morbid Obesity $250 per admission copay  $250 per admission $250 per admission

Surgery (includes after Calendar Year copay after Calendar deductible after the

Surgical procedure and deductible then the plan ~ Year deductible then the Calendar Year deductible

Acute Hospital Services)  pays 85% plan pays 85% then the plan pays 85%

Outpatient Morbid 85% per service after 85% per service after 85% per service after

Obesity Surgery Calendar Year deductible Calendar Year Calendar Year deductible
deductible

Maximum Benefit Morbid Unlimited Unlimited Unlimited

Obesity Surgery (Inpatient

and Outpatient)

Transplant Services Facility and Non-Facility Expenses

Transplant
Facility
Expenses

Transplant
Physician
Services
(including office
Visits)

$250 per admission
copay after Calendar
Year deductible,
then the plan pays
85%

Payable in
accordance with the
type of expense
incurred and the
place where service is

provided

$250 per admission
copay after Calendar
Year deductible,
then the plan pays
85%

Payable in
accordance with the
type of expense
incurred and the
place where service is

provided

$250 per admission
copay after Calendar
Year deductible,
then the plan pays
85%

Payable in
accordance with the
type of expense
incurred and the
place where service is

provided

$250 per admission
deductible after
Calendar Year
deductible, then the
plan pays 85%

Payable in accordance
with the type of
expense incurred and
the place where
service is provided
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Other Covered Health Expenses

Acupuncture
in lieu of anesthesia

Ground, Air or Water
Ambulance

Kidney Disease Treatment

Maximum per visit

Diabetic Education

Maximum Benefit per
Calendar Year

Durable Medical and
Surgical Equipment
Includes Orthotics & foot
orthotics

Clinical Trial Therapies
(Experimental or
Investigational Treatment)

Routine Patient Costs

85% per procedure after
Calendar Year
deductible

85% after Calendar Year
deductible

85% per visit after
Calendar Year
deductible

Not applicable

100% per visit

No copay or Calendar

Year deductible applies.

$500

$10 per item copay then
the plan pays 100%

No Calendar Year
deductible applies.

Payable in accordance
with the type of expense
incurred and the place
where setvice is
provided.

Payable in accordance
with the type of expense
incurred and the place
where setvice is
provided.

85% per procedure after
Calendar Year
deductible

85% after Calendar Year
deductible

85% per visit after
Calendar Year
deductible

Not applicable

100% per visit

No copay or Calendar
Year deductible
applies.

$500

85% per item after the
Calendar Year
deductible

Payable in accordance
with the type of expense
incurred and the place
where service is
provided.

Payable in accordance
with the type of expense
incurred and the place
where service is
provided.

85% per procedure after
Calendar Year deductible

85% after Calendar Year
deductible

85% per visit after
Calendar Year deductible

$1,720

100% per visit

No Calendar Year
deductible applies.

$500

85% per item after the
Calendar Year deductible

Payable in accordance with
the type of expense
incurred and the place
where setvice is provided.

Payable in accordance with
the type of expense
incurred and the place
where setvice is provided.



Jaw Joint Disorder
Treatment

For non-surgical treatment
of TMJ and for TM] Intra-
oral devices

Maximum Benefit per
Lifetime

Oral and Maxillofacial
Treatment (Mouth, Jaws
and Teeth)

Orthotic and Prosthetic
Devices

Outpatient Therapies

85% per visit after
Calendar Year
deductible

$500

Payable in accordance
with the type of expense
incurred and the place
where setvice is provided.

85% per item after
Calendar Year
deductible

85% per visit after
Calendar Year
deductible

$500

Payable in accordance
with the type of expense
incurred and the place
where service is
provided.

85% per item after
Calendar Year
deductible

85% per visit after Calendar
Year deductible

$500

Payable in accordance with
the type of expense
incurred and the place
where setvice is provided.

85% per item after
Calendar Year deductible

Chemotherapy

Infusion Therapy
(Performed in a Physician’s
Office or Home Care)

Petrformed in a Hospital
Outpatient Department or
Non-Hospital Outpatient
Facility

Radiation Therapy

Payable in accordance with
the type of expense
incurred and the place
where setvice is provided.

$10 visit copay then the
plan pays 100%

No Calendar Year
deductible applies.

$10 visit copay then the
plan pays 100%

No Calendar Year
deductible applies.

Payable in accordance with
the type of expense
incurred and the place
where service is provided.

Payable in accordance
with the type of expense
incurred and the place

where setvice is provided.

85% after Calendar Year
deductible

85% after Calendar Year
deductible

Payable in accordance
with the type of expense
incurred and the place

where service is provided.
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Payable in accordance with
the type of expense
incurred and the place
where setvice is provided.

85% per visit after the
Calendar Year deductible

85% per visit after the
Calendar Year deductible

Payable in accordance with
the type of expense
incurred and the place
where service is provided.



Autism Spectrum Disorder
For child to age 18
Autism — Physical therapy

Autism — Occupational
Therapy, Speech Therapy

Autism — Applied Behavior
Analysis
Office Visits

Autism — Applied Behavior
Analysis
Other Than Office Visits

$10 visit copay then the
plan pays 100%

No Calendar Year
deductible applies.

85% per visit after
Calendar Year deductible

$50 per visit copay then
the plan pays 100%

No Calendar Year
deductible applies

85% per visit after
Calendar Year deductible

85% per visit after
Calendar Year
deductible

85% per visit after
Calendar Year
deductible

$50 per visit copay then
the plan pays 100%

No Calendar Year
deductible applies.

85% per visit after
Calendar Year
deductible

85% per visit after
Calendar Year deductible

85% per visit after
Calendar Year deductible

$50 per visit deductible
then the plan pays 100%

No Calendar Year
deductible applies.

85% per visit after
Calendar Year deductible

Short Term Outpatient Rehabilitation Therapies 5

Outpatient Physical
Therapy

Outpatient Occupational
Therapy

$10 per visit copay then
the plan pays 100%

No Calendar Year
deductible applies.

85% per visit after
Calendar Year deductible

85% per visit after
Calendar Year
deductible

85% per visit after
Calendar Year
deductible

85% per visit after
Calendar Year deductible

85% per visit after
Calendar Year deductible

Spinal Manipulation

$10 per visit copay then

85% after Calendar Year

85% per visit after

the plan pays 100% deductible Calendar Year deductible
No Calendar Year
deductible applies.

Spinal Manipulation 30 visits 30 visits 30 visits

Maximum visits per
Calendar Year




Pharmacy Benefit

Prescription Drug Calendar Year

Deductible
Individual Deductible* $100 $100
Family Deductible*
Retiree + 1 Dependent Plan $200 $200
Retiree + Family Plan $300 $300

Prescription Drug Calendar Year Deductible

The individual prescription drug Calendar Year deductible applies separately to you and each of your covered
dependents. The family prescription drug Calendar Year deductible applies to you and your covered dependents
combined. After prescription drug covered expenses reach the prescription drug Calendar Year deductible, the
plan will begin to pay benefits for prescription drug covered expenses for the rest of the Calendar Year. The
prescription drug Calendar Year deductible applies to network and out-of-network prescription drug covered
expenses combined. The prescription drug Calendar Year deductible applies to all prescription drug covered
expenses except, drugs dispensed by a mail-order pharmacy.

Copays/Deductibles

The following Generic Prescription Drugs information applies Effective October 1, 2015 through December
31, 2015:
Generic Prescription Drugs

For each initial 30 day supply filled ~ 20% 20%
at a retail pharmacy

This applies to all refills after the 50% 50%
second refill of a 30 day supply filled
at a retail pharmacy

For all fills of a 90 day supply filled ~ 20% Not Applicable
at a mail order pharmacy or a
CVS/pharmacy




The following Generic Prescription Drug

Generic Prescription Drugs

For each initial 30 day supply filled
at a retail pharmacy
Formulary Prescription Drugs  20%

Non Formulary Prescription 30%
Drugs

This applies to all refills after the
second refill of a 30 day supply filled
at a retail pharmacy
Formulary Prescription Drugs 50%

Non Formulary Prescription 50%
Drugs

For all fills of a 90 day supply filled
at a mail order pharmacy or a
CVS/pharmacy

Formulary Prescription Drugs  20%

Non Formulary Prescription 30%
Drugs

s information applies Effective January 1, 2016:

20%

30%

50%

50%

Not Applicable

Not Applicable

Preferred Brand-Name Prescription Drugs

For each initial 30 day supply filled ~ 20%
at a retail pharmacy

This applies to all refills after the 50%
second refill of a 30 day supply filled
at a retail pharmacy

For all fills of a 90 day supply filled ~ 20%
at a mail order pharmacy or a
CVS/pharmacy

Non-Preferred Brand-Name Prescription Drugs

For each initial 30 day supply filled  30%
at a retail pharmacy

This applies to all refills after the 50%
second refill of a 30 day supply filled
at a retail pharmacy

For all fills of at least a 31 day 30%
supply and up to a 90 day supply

filled at a mail order pharmacy

or a CVS/pharmacy

20%

50%

Not Applicable

30%

50%

Not Applicable



Preferred Specialty Care Prescription Drug

For each 30 day supply 20% of the negotiated charge not ~ 20% of the recognized charge not
to exceed $200 to exceed $200

Non-preferred Specialty Care Prescription Drugs

For each 30 day supply 20% of the negotiated charge not  20% of the recognized charge not
to exceed $200 to exceed $200

If you or your prescriber request a covered brand-name prescription drug when a covered generic prescription
drug equivalent is available, you will be responsible for the cost difference between the genetic prescription drug
and the brand-name prescription drug, plus the applicable cost shating.

Copay and Deductible Waiver

Waiver for Risk-Reducing Breast Cancer Prescription Drugs

The per prescription copay/deductible and any prescription drug Calendar Year deductible will not apply
to risk-reducing breast cancer generic prescription drugs when obtained at a network pharmacy. This means
that such risk-reducing breast cancer generic prescription drugs will be paid at 100%.

Deductible and copayment/coinsurance waiver for tobacco cessation prescription and over-the-
counter drugs

The prescription drug deductible and the per prescription copayment/coinsurance will not apply to the
first two 90-day treatment regimens for tobacco cessation prescription drugs and OTC drugs when obtained
at a network pharmacy. This means that such prescription drugs and OTC drugs will be paid at 100%. Your
prescription drug deductible and any prescription copayment/coinsurance will apply after those two
regimens have been exhausted.

Waiver for Prescription Drug Contraceptives

The per prescription copay/deductible and any prescription drug Calendar Year deductible will not apply
to contraceptive methods that are:

= generic prescription drugs; contraceptive devices; or

*  FDA-approved female generic emergency contraceptives,

when obtained at a network pharmacy. This means that such contraceptive methods will be paid at 100%.

Refer to the Pharmacy Plan Features for information on coverage for FDA-Approved female over-the-counter
contraceptives (Non-Emergency).

The per prescription copay/deductible and any prescription drug Calendar Year deductible continue to
apply:

®  When the contraceptive methods listed above are obtained at an out-of-network pharmacy
=  For contraceptive methods that are:

- brand-name prescription drugs and devices and

- FDA-approved female brand-name emergency contraceptives,

that have a generic equivalent, or generic alternative available within the same therapeutic drug class
obtained at an out-of-network pharmacy or network pharmacy unless you are granted a medical
exception.



FDA-Approved Female Generic 100% per supply Not covered.
Over-the-Counter Contraceptives
No copay or deductible applies.
For each 30 day supply filled at a
retail pharmacy

FDA-Approved Female Generic ~ 100% per supply Not covered.
Emergency Over-the-Counter

Contraceptives No copay or deductible applies.

Important Note:

This Plan does not cover all over-the-counter (OTC) contraceptives. For a current listing, contact Member Services
by logging on the Aetna website at www.aetna.com or calling the toll-free number on the back of the ID card.

Preventive Care Drugs and

Supplements

Preventive care drugs and 100% per item. Not Covered.
supplements filled at a pharmacy

with a prescription: No copay or deductible applies.

Coverage will be subject to any sex,
age, medical condition, family
history, and frequency guidelines in
the recommendations of the United
States Preventive Services Task
Force. For details on the guidelines
and the current list of covered
preventive care drugs and
supplements, contact your physician
or Member Setvices by logging onto
the Aetna website www.aetna.com
or calling the number on the back of
your ID card.

Important Note:

Refer to the Booklet and the Preventive Care section for a complete description of the preventive care
drugs and supplements covered under this Plan and for any limitations that apply to these benefits.
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Preventive Care Drugs and
Supplements
Continued

Tobacco Cessation Prescription
and Over-the-Counter Drugs

Tobacco cessation prescription 100% per supply Not covered.
drugs and OTC drugs filled at a
pharmacy for each 90 day supply. No copay or deductible applies.

Maximums:

Coverage is permitted for two 90-day
treatment regimens only. Any
additional treatment regimens will be
subject to the cost sharing in your
schedule of benefits below.

Coverage will be subject to any sex,
age, medical condition, family
history, and frequency guidelines in
the recommendations of the United
States Preventive Services Task
Force. For details on the guidelines
and the current list of covered
tobacco cessation prescription drugs
and OTC drugs, contact Member
Services by logging onto your Aetna
Navigator® secute member website
at www.aetna.com or calling the
number on the back of your ID

card.

Coinsurance

Prescription Drug Plan 100% of the negotiated charge 100% of the recognized charge
Coinsurance

The prescription drug plan coinsurance is the percentage of prescription drug covered expenses that the plan
pays after any applicable deductibles and copays have been met.

The following Precertification and step therapy language applies eftective January 1, 2016:
Precertification and step therapy for certain prescription drugs is required. If precertification is not obtained,
the prescription drug will not be covered.

Expense Provisions

The following provisions apply to your health expense plan.

This section describes cost sharing features, benefit maximums and other important provisions that apply to your
Plan. The specific cost sharing features and the applicable dollar amounts or benefit percentages are contained in the
attached health expense sections of this Schedule of Benefits.
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This Schedute of Benefits replaces any Schedule of Benefits previously in effect under your plan of health benefits.

KEEP THIS SCHEDULE OF BENEFITS WITH YOUR BOOKLET.
Deductible Provisions

Covered expenses applied to the out-of-network provider deductibles will be applied to satisty the network
provider deductibles. Covered expenses applied to the network provider deductibles will be applied to satisty
the out-of-network provider deductibles.

All covered expenses accumulate toward the network provider and out-of-network provider deductibles except
for those covered expenses identified later in this Schedule of Benefits.

You and each of your covered dependents have separate Calendar Year deductibles. Each of you must meet your
deductible separately and they cannot be combined. This Plan has individual and family Calendar Year deductibles.

Network Provider Calendar Year Deductible

Individual

This is the amount of covered expenses that you and each of your covered dependents incur each Calendar Year
from a network provider for which no benefits will be paid. This individual Calendar Year deductible applies
separately to you and each of your covered dependents. After covered expenses reach this individual Calendar Year
deductible, this Plan will begin to pay benefits for covered expenses that you incur from a network provider for
the rest of the Calendar Year.

Family Deductible Limit
When you and each of your covered dependents incur covered expenses that apply towards the individual Calendar
Year deductibles, these expenses will also count toward a family deductible limit.

To satisfy this family deductible limit for the rest of the Calendar Year, the following must happen:

The combined covered expenses that you and each of your covered dependents incur towards the individual
Calendar Year deductibles must reach this family deductible limit in a Calendar Year.

When this occurs in a Calendar Year, the individual Calendar Year deductibles for you and your covered dependents
will be considered to be met for the rest of the Calendar Year.

Out-of-Network Provider Calendar Year Deductible

Individual

This is the amount of covered expenses that you and each of your covered dependents incur each Calendar Year
from an out-of-network provider for which no benefits will be paid. This individual Calendar Year deductible
applies separately to you and each of your covered dependents. After covered expenses reach this individual
Calendar Year deductible; this Plan will begin to pay benefits for covered expenses that you incur from an out-of-
network provider for the rest of the Calendar Year.

Family Deductible Limit
When you and each of your covered dependents incur covered expenses that apply towards the individual Calendar
Year deductibles, these expenses will also count toward a family deductible limit.

To satisty this family deductible limit for the rest of the Calendar Year, the following must happen:

The combined covered expenses that you and each of your covered dependents incur towards the individual
Calendar Year deductibles must reach this family deductible limit in a Calendar Year.
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When this occurs in a Calendar Year, the individual Calendar Year deductibles for you and your covered dependents
will be considered to be met for the rest of the Calendar Year.

Common Accident Out-of-Network Deductible Limit

This limit applies when two or more family members are injured in the same accident. The common accident out-of-
network deductible limit places a limit on your deductible expenses when covered expenses are applied toward
the separate Calendar Year deductibles for out-of-network providers. When this occurs, and all covered expenses
related to the accident in that Calendar Year exceed the common accident out-of-network deductible limit, your
plan will then pay the excess amount based on the plan payment percentage. The added benefit will be reduced by
any family out-of-network deductible limit benefit amount paid for the same covered expenses.

Copayments and Benefit Deductible Provisions

Copayment, Copay
This is a specified dollar amount or percentage of the negotiated charge required to be paid by you at the time you
receive a covered service from a network provider. It represents a portion of the applicable expense.

Per Admission Copayment

A Per Admission Copayment is an amount you are required to pay when you or a covered dependent have a stay in
an inpatient facility. A copayment is a specified dollar amount or percentage of the negotiated charge required to
be paid by you at the time you receive a covered service from a network provider. It represents a portion of the
applicable expense.

Separate copayments may apply per facility. These copayments are in addition to any other copayments applicable
under this plan. They may apply to each stay or they may apply on a per day basis up to a per admission maximum
amount. Not more than two per admission copayments per family will apply for each facility type during a Calendar
Year.

Covered expenses applied to the per admission copayment cannot be applied to any other copayment required in
your plan. Likewise, covered expenses applied to your plan’s other copayments cannot be applied to meet the per
admission copayment.

For the stay of a well newborn baby (starting at birth), the per admission copayment amount will be waived.
Payment Provisions

Payment Percentage

This is the percentage of your covered expenses that the plan pays and the percentage of covered expenses that
you pay. The percentage that the plan pays is referred to as the “Plan Payment Percentage”. Once applicable
deductibles have been met, your plan will pay a percentage of the covered expenses, and you will be responsible for
the rest of the costs. The payment percentage may vary by the type of expense. Refer to your Schedule of Benefits for
payment percentage amounts for each covered benefit.

Maximum Out-of-Pocket Limit

The Maximum Out-of-Pocket Limit is the maximum amount you are responsible to pay for covered expenses
during the Calendar Year. This Plan has an individual Maximum Out-of-Pocket Limit. As to the individual
Maximum Out-of-Pocket Limit, each of you must meet your Maximum Out-of-Pocket Limit separately and they
cannot be combined and applied towards one limit.
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Certain covered expenses do not apply toward the Maximum Out-of-Pocket Limit. See list below.
Network Provider Maximum Out-of-Pocket Limit

Individual

Once the amount of eligible network provider expenses you or your covered dependents have paid during the
Calendar Year meets the individual Maximum Out-of-Pocket Limit, this Plan will pay 100% of such covered
expenses that apply toward the limit for the remainder of the Calendar Year for that person.

Family Maximum Out-of-Pocket Limit

When you and each of your covered dependents incur covered expenses that apply towards the individual Calendar
Year network provider Maximum Out-of-Pocket Limit, these expenses will also count toward a family network
provider Maximum Out-of-Pocket Limit.

To satisty this family network provider Maximum Out-of-Pocket Limit for the rest of the Calendar Year, the
following must happen:

The family Maximum Out-of-Pocket Limit is a cumulative Maximum Out-of-Pocket Limit for all family
members. The family network provider Maximum Out-of-Pocket Limit can be met by a combination of
family members with no single individual within the family contributing more than the individual network
provider Maximum Out-of-Pocket Limit amount in a Calendar Year.

Out-of Network Provider Maximum Out-of-Pocket Limit

Individual

Once the amount of eligible out-of-network provider expenses you or your covered dependents have paid during
the Calendar Year meets the individual Maximum Out-of-Pocket Limit, this Plan will pay 100% of such covered
expenses that apply toward the limit for the remainder of the Calendar Year for that person.

Family Maximum Out-of-Pocket Limit

When you and each of your covered dependents incur covered expenses that apply towards the individual Calendar
Year out-of-network provider Maximum Out-of-Pocket Limit, these expenses will also count toward a family out-
of-network provider Maximum Out-of-Pocket Limit.

To satisty this family out-of-network provider Maximum Out-of-Pocket Limit for the rest of the Calendar Year,
the following must happen:

The family Maximum Out-of-Pocket Limit is a cumulative Maximum Out-of-Pocket Limit for all family
members. The family out-of-network provider Maximum Out-of-Pocket Limit can be met by a combination
of family members with no single individual within the family contributing more than the individual out-of-
network provider Maximum Out-of-Pocket Limit amount in a Calendar Year.

The Maximum Out-of-Pocket Limit applies to both network and out -of-network benefits. Covered expenses
applied to the out-of-network Maximum Qut-of-Pocket Limit will be applied to satisfy the in-network Maximum
Out-of-Pocket Limit and covered expenses applied to the in-network Maximum Out-of-Pocket Limit will be
applied to satisfy the out-of-network Maximum Out-of-Pocket Limit.

Covered expenses that are subject to the Maximum Out-of-Pocket Limit include prescription drug expenses
provided under the Medical or Prescription drug Plans, as applicable.

Expenses That Do Not Apply to Your Out-of-Pocket Limit
Certain covered expenses do not apply toward your plan out-of-pocket limit. These include:

= Charges over the recognized charge;
= Non-covered expenses;
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* Any covered expenses which are payable by Aetna at 50%; and
= Expenses that are not paid, or precertification benefit reductions because a required precertification for the
service(s) or supply was not obtained from Aetna.

Precertification Benefit Reduction

The Booklet contains a complete description of the precertification program. Refer to the “Understanding
Precertification” section for a list of services and supplies that require precertification.

Failure to precertify your covered expenses when required will result in a benefits reduction as follows:

* A reduced payment percentage of 20% will apply separately to the eligible expenses incurred for each type of
service ot supply.

General

This Schedule of Benefits replaces any similar Schedule of Benefits previously in effect under your plan of benefits.
Requests for coverage other than that to which you are entitled in accordance with this Schedule of Benefits cannot
be accepted. This Schedule is part of your Booklet and should be kept with your Booklet.
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Preface

The medical benefits plan described in this Bookl? is a benefit plan of the Employer. These benefits are not insured
with Aetna or any of its affiliates, but will be paid from the Employet's funds. Aetna and its HMO affiliates will
provide certain administrative services under the Aetna medical benefits plan.

Aetna agrees with the Employer to provide administrative services in accordance with the conditions, rights, and
privileges as set forth in this Booklet. The Employer selects the products and benefit levels under the Aetna medical
benefits plan.

The Booklet desctibes your rights and obligations, what the Aetna medical benefits plan covers, and how benefits are
paid for that coverage. It is your responsibility to understand the terms and conditions in this Book/et. Your Booklet
includes the Schedule of Benefits and any amendments.

This Booklet replaces and supercedes all Aetna Booklets describing coverage for the medical benefits plan described in
this Booklet that you may previously have received.

Employer: The Dow Chemical Company
Contract Number: 783135

Control Number: 479235

Effective Date: October 1, 2015

Issue Date: February 10, 2016

Booklet Number: 113
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Coverage for You and Your Dependents

Health Expense Coverage

Benefits are payable for covered health care expenses that are incurred by you or your covered dependents while
coverage is in effect. An expense is “incurred” on the day you receive a health care service or supply.

Coverage under this plan is non-occupational. Only non-occupational injuries and non-occupational illnesses are
covered.

Refer to the What the Plan Covers section of the Booklet for more information about your coverage.

Treatment Outcomes of Covered Services

Aetna is not a provider of health care services and therefore is not responsible for and does not guarantee any results
or outcomes of the covered health care services and supplies you receive. Except for Aetna RX Home Delivery LLC,
providers of health care services, including hospitals, institutions, facilities or agencies, are independent contractors
and are neither agents nor employees of Aetna or its affiliates.
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How Your Medical Plan Works Common Terms

Accessing Providers

Precertification

It is important that you have the information and useful resources to help you get the most out of your Aetna medical
plan. This Booklet explains:

*  Definitions you need to know;

* How to access care, including procedures you need to follow;

= What expenses for services and supplies are covered and what limits may apply;

=  What expenses for services and supplies are not covered by the plan;

* How you share the cost of your covered services and supplies; and

= Other important information such as eligibility, complaints and appeals, termination, continuation of coverage,
and general administration of the plan.

Important Notes

= Unless otherwise indicated, “you” refers to you and your covered dependents.

®  Your health plan pays benefits only for services and supplies described in this Booklet as covered expenses that
are medically necessary.

® This Booklet applies to coverage only and does not restrict your ability to receive health care services that are not
or might not be covered benefits under this health plan.

= Store this Booklet in a safe place for future reference.

Common Terms

Many terms throughout this Booklet are defined in the Glossary section at the back of this document. Defined terms
appear in bolded print. Understanding these terms will also help you understand how your plan works and provide
you with useful information regarding your coverage.

About Your Aetna Choice POS II Medical Plan

This Aetna Choice POS 1I medical plan provides coverage for a wide range of medical expenses for the treatment of
illness or injury. It does not provide benefits for all medical care. The plan also provides coverage for certain
preventive and wellness benefits. With your Aetna Choice POS 1I plan, you can directly access any network or out-
of-network physician, hospital or other health care provider for covered services and supplies under the plan. The
plan pays benefits differently when services and supplies are obtained through network providers or out-of-network
providers under this plan.

Important Note

Network providers have contracted with Aetna, an affiliate or third party vendor to provide health care services and
supplies to Aetna plan members. Network providers are generally identified in the printed directory and the on-line
version of the directory via DocFind at www.aetna.com unless otherwise noted in this section. Out-of-network
providers are not listed in the Aetna directory.

The plan will pay for covered expenses up to the maximum benefits shown in this Booklet.
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Coverage is subject to all the terms, policies and procedures outlined in this Booklet. Not all medical expenses are
covered under the plan. Exclusions and limitations apply to certain medical services, supplies and expenses. Refer to
the What the Plan Covers, Exclusions, Limitations sections and Schedule of Benefits to determine if medical services are
covered, excluded or limited.

This Aetna Choice POS 1I plan provides access to covered benefits through a broad network of health care providers
and facilities. This Aetna Choice POS 1II plan is designed to lower your out-of-pocket costs when you use network
providers for covered expenses. Your deductibles, copayments, and payment percentage will generally be lower
when you use network providers and facilities.

You also have the choice to access licensed providers, hospitals and facilities outside the network for covered
services and supplies. Your out-of-pocket costs will generally be higher when you use out-of-network providers
because the deductibles, copayments, and payment percentage that you are required to pay are usually higher
when you utilize out-of-network providers. Out-of-network providers have not agreed to accept the negotiated
charge and may balance bill you for charges over the amount Aetna pays under the plan.

Some services and supplies may only be covered through network providers. Refer to the Covered Benefit sections and
your Schedule of Benefits to determine if any services are limited to network coverage only.

Your out-of-pocket costs may vary between network and out-of-network benefits. Read your Schedule of Benefits
carefully to understand the cost sharing charges applicable to you.

Availability of Providers

Aetna cannot guarantee the availability or continued participation of a particular provider. Either Aetna or any
network provider may terminate the provider contract or limit the number of patients accepted in a practice. 1f the
physician initially selected cannot accept additional patients, you will be notified and given an opportunity to make
another selection.

Ongoing Reviews

Aetna conducts ongoing reviews of those services and supplies which are recommended or provided by health
professionals to determine whether such services and supplies are covered expenses under this Booklet. If Aetna
determines that the recommended services or supplies are not covered expenses, you will be notified. You may
appeal such determinations by contacting Aetna to seck a review of the determination. Please refer to the Reporting of
Claims and the Claims and Appeals sections of this Booklet.

To better understand the choices that you have with your Aetna Choice POS II plan, please carefully review the
following information.

How Your Aetna Choice POS II Medical Plan Works

The Primary Care Physician:

To access network benefits, you are encouraged to select a Primary Care Physician (PCP) from Aetna’s network of
providers at the time of enrollment. Each covered family member may select his or her own PCP. If your covered
dependent is a minor, or otherwise incapable of selecting a PCP, you should select a PCP on their behalf.

You will be subject to the PCP copay shown on the Schednle of Benefits when you obtain covered health care services
from any PCP who is a Network Provider unless such PCP is also an Aexcel Designated Network or Non-
Designated Network Specialist Physician. In that case, the Specialist copay will apply.

You may search online for the most current list of participating providers in your area by using DocFind, Aetna’s
online provider directory at www.aetna.com. You can choose a PCP based on geographic location, group practice,
medical specialty, language spoken, or hospital affiliation. DocFind is updated several times a week. You may also
request a printed copy of the provider directory through your employer or by contacting Member Services through e-
mail or by calling the toll free number on your ID card.
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A PCP may be a general practitioner, family physician, internist, or pediatrician. Your PCP provides routine
preventive care and will treat you for illness or injury.

A PCP coordinates your medical care, as appropriate either by providing treatment or may direct you to other
network providers for other covered services and supplies. The PCP can also order lab tests and x-rays, prescribe
medicines or therapies, and arrange hospitalization.

Changing Your PCP

You may change your PCP at any time on Aetna’s website, www.actna.com, or by calling the Member Services toll-
free number on your identification card. The change will become effective upon Aetna’s receipt and approval of the
request.

Specialists and Other Network Providers

You may directly access specialists and other health care professionals in the network for covered services and
supplies under this Booklet. Refer to the Aetna provider directory to locate network specialists, providers and
hospitals in your area. Refer to the Schedule of Benefits section for benefit limitations and out-of-pocket costs applicable
to your plan.

Important Note

ID Card: You will receive an ID card. It identifies you as a member when you receive services from health care
providers. If you have not received your ID card or if your card is lost or stolen, notify Aetna immediately and a new
card will be issued.

Accessing Network Providers and Benefits

*  You may select a PCP or other direct access network provider from the network provider directory or by
logging on to Aetna’s website at www.actna.com. You can search Aetna’s online directory, DocFind, for names
and locations of physicians, hospitals and other health care providers and facilities. You can change your PCP
at anytime.

= If a service or supply you need is covered under this Plan but not available from a network provider in your area,
your PCP may refer you to an out-of-network provider. As long as your PCP has provided you with a referral
that has been approved by Aetna, you will receive the network benefit level as shown in your Schedule of Benefits.

= Ifaservice or supply you need is covered under this Plan but not available from a network provider in your
area, please contact Member Services by email or at the toll-free number on your ID card for assistance.

®  Certain health care services such as hospitalization, outpatient surgery and certain other outpatient services,
require precertification with Aetna to verify coverage for these services. You do not need to precertify services
provided by a network provider. Network providers will be responsible for obtaining necessary
precertification for you. Since precertification is the provider’s responsibility, there are no additional out-of-
pocket costs to you as a result of a network provider’s failure to precertify services. Refer to the Understanding
Precertification section for more information on the precertification process and what to do if your request for
precertification is denied.

*  Except for your prescription drug expenses, you will not have to submit medical claims for treatment received
from network health care professionals and facilities. Your network provider will take care of claim submission.
Aetna will directly pay the network provider or facility less any cost sharing required by you. You will be
responsible for deductibles, payment percentage and copayments, if any.

*  You may be required to pay some network providers at the time of service. When you pay a network provider
directly, you will be responsible for completing a claim form to receive reimbursement of covered expenses
from Aetna. You must submit a completed claim form and proof of payment to Aetna. Refer to the General
Provisions section of this Booklet for a complete description of how to file a claim under this Plan.

"  You will receive notification of what the plan has paid toward your covered expenses. It will indicate any
amounts you owe towards your deductible, copayments, or payment percentage or other non-covered
expenses you have incurred. You may elect to receive this notification by e-mail, or through the mail. Call or e-
mail Member Services if you have questions regarding your statement.
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Cost Sharing For Network Benefits

You share in the cost of your benefits. Cost Sharing amounts and provisions are described in the Schedule of
Benefits.

When you or your eligible dependents become covered under this plan, you have access to a unique network of
Primary Care Physicians, specialists and health care facilities. The Dow Chemical Company and Aetna Life Insurance
Company (Aetna) have joined forces to create an expanded network of health care providers. In many cases, you will
receive the Plan’s maximum level of coverage when you receive care from a participating The Dow Chemical
Company provider. These providers are referred to as Home Host Providers. If care is provided by a physician or
facility in Aetna’s network of providers, that care is also covered, but your copayment will be higher. Read your
Schedule of Benefits carefully to understand the cost sharing charges applicable to you.

= Network providers have agreed to accept the negotiated charge. Aetna will reimburse you for a covered
expense, incurred from a network provider, up to the negotiated charge and the maximum benefits under this
Plan, less any cost sharing required by you such as deductibles, copayments and payment percentage. Your
payment percentage is based on the negotiated charge. You will not have to pay any balance bills above the
negotiated charge for that covered service or supply.

®  You must satisfy any applicable deductibles before the plan will begin to pay benefits.

* Deductibles and payment percentage are usually lower when you use network providers than when you use
out-of-network providers.

= For certain types of services and supplies, you will be responsible for any copayments shown in your Schedule of
Benefits. The copayments will vary depending upon the type of service and whether you obtain covered health
care services from a provider who is a specialist or non-specialist. You will be subject to the PCP copayments
shown on the Schedule of Benefits when you obtain covered health care services from any PCP who is a network
provider. If the provider is also an Aexcel designated network specialist or non-designated network
specialist, then the specialist copayment will apply.

= After you satisfy any applicable deductible, you will be responsible for any applicable payment percentage for
covered expenses that you incur. You will be responsible for your payment percentage up to the maximum
out-of-pocket limit applicable to your plan.

*  Once you satisfy any applicable maximum out-of-pocket limit, the plan will pay 100% of the covered
expenses that apply toward the limits for the rest of the Calendar Year. Certain designated out-of-pocket
expenses may not apply to the maximum out-of-pocket limits. Refer to your Schedule of Benefits for information
on what covered expenses do not apply to the maximum out-of-pocket limits and for the specific maximum
out-of-pocket limit amounts that apply to your plan.

* The plan will pay for covered expenses, up to the benefit maximums shown in the What the Plan Covers section
ot the Schedule of Benefits. You are responsible for any expenses incurred over the maximum limits outlined in the
What the Plan Covers section or the Schedule of Benefits.

*  You may be billed for any deductible, copayment, or payment percentage amounts, or any non-covered
expenses that you incur.

Accessing Out-of-Network Providers and Benefits

= Certain health care services such as hospitalization, outpatient surgery and certain other outpatient services,
require precertification with Aetna to verify coverage for these services. When you receive services from an out-
of-network provider, you are responsible for obtaining the necessary precertification from Aetna. Your
provider may precertify the services for you. However, you should verify with Aetna prior to the service, that the
provider has obtained precertification from Aetna. If the service is not precertified, the benefit payable may be
significantly reduced or may not be covered. This means you will be responsible for the unpaid balance of any
bills. You must call the precertification toll-free number on your ID card to precertify services. Refer to the
Understanding Precertification section for more information on the precertification process and what to do if your
request for precertification is denied.

®  When you use out-of-network providers, you may have to pay for services at the time they are rendered. You
may be required to pay the full charges and submit a claim form to Aetna for reimbursement. You are
responsible for completing and submitting claim forms for reimbursement of covered expenses that you paid
directly to an out-of-network provider.
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®  When you pay an out-of-network provider directly, you will be responsible for completing a claim form to
receive reimbursement of covered expenses from Aetna. You must submit a completed claim form and proof
of payment to Aetna. Refer to the General Provisions section of this Booklet for a complete description of how to
file a claim under this plan.

*  You will receive notification of what the plan has paid toward your covered expenses. It will indicate any
amounts you owe towards any deductible, or payment percentage amounts or other non-covered expenses you
have incurred. You may elect to receive this notification by e-mail, or through the mail. Call or e-mail Member
Services if you have questions regarding your statement.

Important Note

Failure to precertify services and supplies will result in a reduction of benefits or no coverage for the services or
supplies under this Booklet. Please refer to the Understanding Precertification section for information on how to request
precertification.

Cost Sharing for Out-of-Network Benefits
You share in the cost of your benefits. Cost Sharing amounts and provisions are described in the Schedule of
Benefits.

*  Out-of-network providers have not agreed to accept the negotiated charge. Aetna will reimburse you for a
covered expense, incurred from an out-of network provider, up to the recognized charge and the maximum
benefits under this Plan, less any cost-sharing required by you such as deductibles and payment percentage.
The recognized charge is the maximum amount Aetna will pay for a covered expense from an out-of-
network provider. Your payment percentage is based on the recognized charge. If your out-of-network
provider charges more than the recognized charge, you will be responsible for any expenses incurred above the
recognized charge. Except for emergency services, Aetna will only pay up to the recognized charge.

*  You must satisfy any applicable deductibles before the plan begins to pay benefits.

* Deductibles and payment percentage are usually higher when you use out-of network providers than when
you use network providers.

= After you satisfy any applicable deductible, you will be responsible for any applicable payment percentage for
covered expenses that you incur. You will be responsible for your payment percentage up to the maximum
out-of-pocket limits that apply to your plan.

®  Once you satisfy any applicable maximum out-of-pocket limit, the plan will pay 100% of the covered
expenses that apply toward the limits for the rest of the Calendar Year. Certain designated out-of-pocket
expenses may not apply to the maximum out-of-pocket limit. Refer to your Schedule of Benefits for information
on what covered expenses do not apply to the maximum out-of-pocket limits and for the specific maximum
out-of-pocket limit amounts that apply to your plan.

®  The plan will pay for covered expenses, up to the benefit maximums shown in the What the Plan Covers section
ot the Schedule of Benefits. You are responsible for any expenses incurred over the maximum limits outlined in the
What the Plan Covers section or the Schedule of Benefits.

NOTE: There are no Out-of-Network benefits at all at the facilities listed below, other than outpatient and inpatient
emergency services. This means that there is no Out-of-Network coverage for both:

e health care services provided by the facility; and
e health care services provided by physicians and other health care professionals at the facility.

= Houston Physicians Hospital

®  University General Hospital, LP

= Oprex Surgery Houston LP

*  Houston MicroSurgery Institute

= International Center for Surgical Science
= First Street Hospital
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= First Surgical Hospital

= Spars Surgical Center

* Houston Metro Ortho and Spine Surgery Ctr
= Kirby Surgical Center

For coverage of outpatient and inpatient emergency services by Network and Out-of-Network providers, Health
Plan may require a member to submit medical records supporting the emergency medical condition. It is the
membet's responsibility to submit any requested medical records. One or more providers may submit any requested
medical records on the membet's behalf, but it remains the membet's responsibility to ensure that all requested
medical records ate submitted. If the member (or providers on the membet's behalf) does not submit all requested
medical records, all claims for coverage of outpatient and inpatient emergency services will be denied.

In addition to the above facilities, your Dow Chemical medical plan will no longer pay for any services received at
certain facilities.

These facilities are:
e The Houston Center for Outpatient Surgery
e Physicians Surgicenter of Houston
e St. Michaels Center for Special Surgery
e Center for Minimally Invasive Surgery, LLC

This means that there is no coverage for both:
e health care services provided by these facilities, and
e health care services provided by physicians and other health care professionals at these facilities.

If you use any of these facilities for any service you will be responsible for the full cost of services.

Understanding Precertification

Precertification

Certain services, such as inpatient stays, certain tests, procedures and outpatient surgery require precertification by
Aetna. Precertification is a process that helps you and your physician determine whether the services being
recommended are covered expenses under the plan. It also allows Aetna to help your provider coordinate your
transition from an inpatient setting to an outpatient setting (called discharge planning), and to register you for
specialized programs or case management when appropriate.

You do not need to precertify services provided by a network provider. Network providers will be responsible for
obtaining necessary precertification for you. Since precertification is the provider’s responsibility, there is no
additional out-of-pocket cost to you as a result of a network provider’s failure to precertify services.

When you go to an out-of-network provider, it is your responsibility to obtain precertification from Aetna for any
services ot supplies on the precertification list below. If you do not precertify, your benefits may be reduced, or the
plan may not pay any benefits. The list of services requiring precertification follows on the next page.

Important Note
Please read the following sections in their entirety for important information on the precertification process, and any
impact it may have on your coverage.

The Precertification Process

Prior to being hospitalized or receiving certain other medical services or supplies there are certain precertification
procedures that must be followed.
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You or a member of your family, a hospital staff member, or the attending physician, must notify Aetna to
precertify the admission or medical services and expenses prior to receiving any of the services or supplies that
require precertification pursuant to this Booklet in accordance with the following timelines:

Precertification should be secured within the timeframes specified below. To obtain precertification, call Aetna at
the telephone number listed on your ID card. This call must be made:

For non-emergency admissions: You, your physician or the facility will need to call and
request precertification at least 14 days before the
date you are scheduled to be admitted.

For an emergency outpatient medical condition: You or your physician should call prior to the
outpatient care, treatment or procedure if possible; or
as soon as reasonably possible.

For an emergency admission: You, your physician or the facility must call within 48
hours or as soon as reasonably possible after you have
been admitted.

For an urgent admission: You, your physician or the facility will need to call
before you are scheduled to be admitted. An urgent
admission is a hospital admission by a physician due
to the onset of or change in an illness; the diagnosis of
an illness; or an injury.

For outpatient non-emergency medical services You or your physician must call at least 14 days before
requiring precertification: the outpatient care is provided, or the treatment or
procedure is scheduled.

Aetna will provide a written notification to you and your physician of the precertification decision. If your
precertified expenses are approved the approval is good for 60 days as long as you remain enrolled in the plan.

When you have an inpatient admission to a facility, Aetna will notify you, your physician and the facility about your
precertified length of stay. If your physician recommends that your stay be extended, additional days will need to
be certified. You, your physician, or the facility will need to call Aetna at the number on your ID card as soon as
reasonably possible, but no later than the final authorized day. Aetna will review and process the request for an
extended stay. You and your physician will receive a notification of an approval or denial.

If precertification determines that the stay or services and supplies are not covered expenses, the notification will
explain why and how Aetna’s decision can be appealed. You or your provider may request a review of the
precertification decision pursuant to the Claims and Appeals section included with this Booklet.

Services and Supplies Which Require Precertification
Precertification is required for the following types of medical expenses:

Inpatient and Outpatient Care

= Stays in a hospital;

= Stays in a skilled nursing facility;

= Stays in a rehabilitation facility;

= Stays in a hospice facility;

®  Outpatient hospice care;

= Stays in a Residential Treatment Facility for treatment of mental disorders and substance abuse;
* Partial Hospitalization Programs for mental disorders and substance abuse;
=  Home health care;

= Private duty nursing care;

= Intensive Outpatient Programs for mental disorders and substance abuse;

= Applied Behavioral Analysis;
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= Neuropsychological testing;

®  Qutpatient detoxification;

= Psychiatric home care services;
= DPsychological testing.

How Failure to Precertify Affects Your Benefits

A precertification benefit reduction will be applied to the benefits paid if you fail to obtain a required
precertification prior to incurring medical expenses. This means Aetna will reduce the amount paid towards your
coverage, ot your expenses may not be covered. You will be responsible for the unpaid balance of the bills.

You are responsible for obtaining the necessary precertification from Aetna prior to receiving services from an out-
of-network provider. Your provider may precertify your treatment for you; however you should verify with Aetna
prior to the procedure, that the provider has obtained precertification from Aetna. If your treatment is not
precertified by you or your provider, the benefit payable may be significantly reduced or your expenses may not be
covered.

How Your Benefits are Affected
The chart below illustrates the effect on your benefits if necessary precertification is not obtained.

If precertification is: then the expenses are:

* requested and approved by Aetna. = covered.

*  requested and denied. "  not covered, may be appealed.

* not requested, but would have been covered if = covered after a precertification benefit reduction
requested. is applied.*

® not requested, would not have been covered if ® not covered, may be appealed.
requested.

It is important to remember that any additional out-of-pocket expenses incurred because your precertification
requirement was not met will not count toward your deductible or payment limit or maximum out-of-pocket
limit.

*Refer to the Schedule of Benefits section for the amount of precertification benefit reduction that applies to your plan.

Emergency and Urgent Care
You have coverage 24 hours a day, 7 days a week, anywhere inside or outside the plan’s service area, for:

= An emergency medical condition; or
* An urgent condition.

In Case of a Medical Emergency

When emergency care is necessary, please follow the guidelines below:

= Seck the nearest emergency room, or dial 911 or your local emergency response service for medical and
ambulatory assistance. If possible, call your physician provided a delay would not be detrimental to your health.

= After assessing and stabilizing your condition, the emergency room should contact your physician to obtain your
medical history to assist the emergency physician in your treatment.
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= Ifyou are admitted to an inpatient facility, notify your physician as soon as reasonably possible.

*  Except for the Home Host/IDS Out-of-Area MAP Plus Option 1 Plan, if you seek cate in an Out-of-Network
emergency room for a non-emergency condition, your benefits will be reduced. Please refer to the Schedule of
Benefits for specific details about the plan. No other plan benefits will pay for non-emergency care in the
emergency room unless otherwise specified under the plan.

Coverage for Emergency Medical Conditions
Refer to Coverage for Emergency Medical Conditions in the What the Plan Covers section.

Important Reminder

Except for the Home Host/IDS Out-of-Area MAP Plus Option 1 Plan, if you visit an Out-of-Network hospital
emergency room for a non-emergency condition, the plan will pay a reduced benefit, as shown in the Sehedule of
Benefits. No other plan benefits will pay for non-emergency care in the emergency room unless otherwise specified
under the Plan.

In Case of an Urgent Condition

Call your PCP if you think you need urgent care. Network providers are required to provide urgent care coverage 24
hours a day, including weekends and holidays. You may contact any physician or urgent care provider, in- or out-
of-network, for an urgent care condition if you cannot reach your physician.

If it is not feasible to contact your physician, please do so as soon as possible after urgent care is provided. If you
need help finding an urgent care provider you may call Member Services at the toll-free number on your 1.D. card,
or you may access Aetna’s online provider directory at www.aetna.com.

Coverage for an Urgent Condition
Refer to Coverage for Urgent Medical Conditions in the What the Plan Covers section.

Non-Urgent Care

If you seck care from an urgent care provider for a non-urgent condition (one that does not meet the criteria above),
your benefits will be reduced unless otherwise specified under the Plan. Please refer to the Schedule of Benefits for
specific plan details.

Important Reminder

If you visit an urgent care provider for a non-urgent condition, the plan will pay a reduced benefit, as shown in the
Schedule of Benefits. No other plan benefits will pay for non-urgent care received at a hospital or an urgent care provider
unless otherwise specified.

Follow-Up Care After Treatment of an Emergency or Urgent Medical Condition
Follow-up care is not considered an emergency or urgent condition and is not covered as part of any emergency or
urgent care visit. Once you have been treated and discharged, you should contact your physician for any necessary
follow-up care.

For coverage purposes, follow-up care is treated as any other expense for illness or injury. Except for the Home
Host/IDS Out-of-Area MAP Plus Option 1 Plan, if you access an Out-of-Network hospital emergency room for
follow-up care, your coverage will be reduced and you will be responsible for more of the cost of your treatment.
Refer to your Schedule of Benefits for cost sharing information applicable to your plan.
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To keep your out-of-pocket costs lower, your follow-up care should be provided by a physician.

You may use an out-of-network provider for your follow-up care. You will be subject to the deductible and
payment percentage that apply to out-of-network expenses, which may result in higher out-of-pocket costs to you.

Important Notice

Follow up care, which includes (but is not limited to) suture removal, cast removal and radiological tests such as x-
rays, should not be provided by an emergency room facility.
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Requirements For Coverage

To be covered by the plan, services and supplies and prescription drugs must meet all of the following requirements:

1. The setrvice or supply or prescription drug must be covered by the plan. For a service or supply or prescription
drug to be covered, it must:

Be included as a covered expense in this Booklet;

Not be an excluded expense under this Booklet. Refer to the Exclusions sections of this Booklet for a list of
services and supplies that are excluded;

Not exceed the maximums and limitations outlined in this Booklet. Refer to the What the Plan Covers section
and the Schedule of Benefits for information about certain expense limits; and

Be obtained in accordance with all the terms, policies and procedures outlined in this Booklet.

2. The service or supply or prescription drug must be provided while coverage is in effect. See the Who Can Be
Covered, How and When to Enroll, When Younr Coverage Begins, When Coverage Ends and Continnation of Coverage sections
for details on when coverage begins and ends.

3. The service or supply or prescription drug must be medically necessary. To meet this requirement, the
medical services, supply or prescription drug must be provided by a physician, or other health care provider,
exercising prudent clinical judgment, to a patient for the purpose of preventing, evaluating, diagnosing or treating
an illness, injury, disease or its symptoms. The provision of the service or supply must be:

(@)
(b)

©
CY

In accordance with generally accepted standards of medical practice;

Clinically appropriate, in terms of type, frequency, extent, site and duration, and considered effective for the
patient’s illness, injury or disease; and

Not primarily for the convenience of the patient, physician or other health care provider;

And not more costly than an alternative service or sequence of services at least as likely to produce equivalent
therapeutic or diagnostic results as to the diagnosis or treatment of that patient’s illness, injury, or disease.

For these purposes “generally accepted standards of medical practice” means standards that are based on credible
scientific evidence published in peer-reviewed medical literature generally recognized by the relevant medical
community, or otherwise consistent with physician specialty society recommendations and the views of physicians
practicing in relevant clinical areas and any other relevant factors.

Important Note

Not every service, supply or prescription drug that fits the definition for medical necessity is covered by the plan.
Exclusions and limitations apply to certain medical services, supplies and expenses. For example some benefits are
limited to a certain number of days, visits or a dollar maximum. Refer to the What the Plan Covers section and the
Schedule of Benefits for the plan limits and maximums.
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What The Plan Covers Wellness

Physician Services

Hospital Expenses

Other Medical Expenses

Aetna Choice POS II Medical Plan

Many preventive and routine medical expenses as well as expenses incurred for a serious illness or injury are covered.
This section describes which expenses are covered expenses. Only expenses incurred for the services and supplies
shown in this section ate covered expenses. Limitations and exclusions apply.

Preventive Care

This section on Preventive Care describes the covered expenses for services and supplies provided when you are
well.

Important Notes:

1. The recommendations and guidelines of the:
*  Advisory Committee on Immunization Practices of the Centers for Disease Control and Prevention;
e United States Preventive Services Task Force;
e Health Resources and Services Administration; and
*  American Academy of Pediatric/Bright Futures Guidelines for Children and Adolescents.

as referenced throughout this Preventive Care section may be updated periodically. This Plan is subject to updated
recommendations or guidelines that are issued by these organizations beginning on the first day of the plan year,
one year after the recommendation or guideline is issued.

2. If any diagnostic x-rays, lab, or other tests or procedures are ordered, or given, in connection with any of the
Preventive Care benefits desctibed below, those tests or procedures will not be covered as Preventive Care benefits.
Those tests and procedures that are covered expenses will be subject to the cost-sharing that applies to those
specific services under this Plan.

3. Refer to the Schedule of Benefits for information about cost-sharing and maximums that apply to Preventive Care
benefits.

Routine Physical Exams
Covered expenses include charges made by your primary care physician (PCP) for routine physical exams. This
includes routine vision and hearing screenings given as part of the routine physical exam. A routine exam is a medical
exam given by a physician for a reason other than to diagnose or treat a suspected or identified illness or injury, and
also includes:
=  Hvidence-based items that have in effect a rating of A or B in the current recommendations of the United
States Preventive Services Task Force.
*  Services as recommended in the American Academy of Pediatrics/Bright Futures Guidelines for Children
and Adolescents.
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= Screenings and counseling services as provided for in the comprehensive guidelines recommended by the
Health Resources and Services Administration. These services may include but are not limited to:
- Screening and counseling services, such as:
o Interpersonal and domestic violence;
o Sexually transmitted diseases; and
o Human Immune Deficiency Virus (HIV) infections.
- Screening for gestational diabetes for women.
- High risk Human Papillomavirus (HPV) DNA testing for women age 30 and older.
= X-rays, lab and other tests given in connection with the exam.
® For covered newborns, an initial hospital check up.

Limitations:
Unless specified above, not covered under this Preventive Care benefit are charges for:
= Services which are covered to any extent under any other part of this Plan;
= Services which are for diagnosis or treatment of a suspected or identified illness or injury;
= Exams given during your stay for medical care;
= Services not given by a physician or under his or her direction;
= Psychiatric, psychological, personality or emotional testing or exams;

Preventive Care Immunizations
Covered expenses include charges made by your physician or a facility for:

"  immunizations for infectious diseases; and
®  the materials for administration of immunizations;

that have been recommended by the Advisory Committee on Immunization Practices of the Centers for Disease
Control and Prevention.

Limitations
Not covered under this Preventive Care benefit are charges incurred for immunizations that are not considered
Preventive Care such as those required due to your employment or travel.

Well Woman Preventive Visits
Covered expenses include charges made by your physician obstetrician, or gynecologist for:
= aroutine well woman preventive exam office visit, including Pap smears. A routine well woman preventive
exam is a medical exam given by a physician for a reason other than to diagnose or treat a suspected or
identified illness or injury; and
"  routine preventive care breast cancer genetic counseling and breast cancer (BRCA) gene blood testing.
Covered expenses include charges made by a physician and lab for the BRCA gene blood test and charges
made by a genetic counselor to interpret the test results and evaluate treatment.

These benefits will be subject to any age; family history; and frequency guidelines that are:
»  Evidence-based items or services that have in effect a rating of A or B in the recommendations of the United
States Preventive Services Task Force; and
®  Bvidence-informed items or services provided in the comprehensive guidelines supported by the Health
Resources and Services Administration.

Limitations:
Unless specified above, not covered under this Preventive Care benefit are charges for:
= Services which are covered to any extent under any other part of this Plan;
= Services which are for diagnosis or treatment of a suspected or identified illness or injury;
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= EBxams given during your stay for medical care;
= Services not given by a physician or under his or her direction;
= Psychiatric, psychological, personality or emotional testing or exams.

Routine Cancer Screenings
Covered expenses include, but are not limited to, charges incurred for routine cancer screening as follows:

= Mammograms;

=  Fecal occult blood tests*;

®  Digital rectal exams;

= Prostate specific antigen (PSA) tests;

= Sigmoidoscopies*;

®=  Double contrast barium enemas* (DCBE)

= Colonoscopies* (removal of polyps performed during a screening procedure is a covered expense); and
=  Lung cancer screening*.

*These benefits will be subject to any age; family history; and frequency guidelines that are:

*  Evidence-based items or services that have in effect a rating of A or B in the recommendations of the United
States Preventive Services Task Force; and

» Evidence-informed items or services provided in the comprehensive guidelines supported by the Health
Resources and Services Administration.

Limitations:
Unless specified above, not covered under this Preventive Care benefit are charges incurred for:

»  Services which are covered to any extent under any other part of this Plan.

Important Notes:

Refer to the Schedule of Benefits for details about cost sharing and benefit maximums that apply to Preventive Care.
For details on the frequency and age limits that apply to Routine Physical Exams and Routine Cancer Screenings,
contact your physician or Member Services by logging onto the Aetna website www.aetna.com, or calling the
number on the back of your ID card.

Screening and Counseling Services
Covered expenses include charges made by your physician in an individual or group setting for the following:

Obesity and/or Healthy Diet

Screening and counseling services to aid in weight reduction due to obesity. Coverage includes:

* preventive counseling visits and/or risk factor reduction intervention;

" nutrition counseling; and

= healthy diet counseling visits provided in connection with Hyperlipidemia (high cholesterol) and other known risk
factors for cardiovascular and diet-related chronic disease.

Misuse of Alcohol and/or Drugs

Screening and counseling services to aid in the prevention or reduction of the use of an alcohol agent or controlled
substance. Coverage includes preventive counseling visits, risk factor reduction intervention and a structured
assessment.
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Use of Tobacco Products

Screening and counseling services to aid in the cessation of the use of tobacco products. Tobacco product means a
substance containing tobacco or nicotine including: cigarettes, cigars; smoking tobacco; snuff; smokeless tobacco and
candy-like products that contain tobacco. Coverage includes:

= preventive counseling visits;

"  treatment visits; and

= class visits;

to aid in the cessation of the use of tobacco products.

Covered expenses also include charges for drugs prescribed to alleviate the effects for nicotine withdrawal and
nicotine replacement products including nicotine patches and gum.

Sexually Transmitted Infections
Covered expenses include the counseling services to help you prevent or reduce sexually transmitted infections.

Genetic Risks for Breast and Ovarian Cancer
Covered expenses include the counseling and evaluation services to help you assess your breast and ovarian cancer
susceptibility.

Benefits for the screening and counseling services above are subject to any visit maximums shown in your Schedule of
Benefits.

Limitations:
Unless specified above, not covered under this Preventive Care benefit are charges incurred for:

»  Services which are covered to any extent under any other part of this Plan.

Prenatal Care
Prenatal care will be covered as Preventive Care for services received by a pregnant female in a physician's,
obstetrician's, ot gynecologist's office but only to the extent described below.

Coverage for prenatal care under this Preventive Care benefit is limited to pregnancy-related physician office visits
including the initial and subsequent history and physical exams of the pregnant woman (maternal weight, blood
pressure, fetal heart rate check, and fundal height).

Limitations:
Unless specified above, not covered under this Preventive Care benefit are charges incurred for:

= Services which are covered to any extent under any other part of this Plan;
= Pregnancy expenses (other than prenatal care as described above).

Important Notes:

Refer to the Pregnancy Expenses and Exclusions sections of this Booklet for more information on coverage for pregnancy
expenses under this Plan, including other prenatal care, delivery and postnatal cate office visits.
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Comprehensive Lactation Support and Counseling Services

Covered expenses include comprehensive lactation support (assistance and training in breast feeding) and counseling
services provided to females during pregnancy, or at any time following delivery, for breast-feeding by a certified
lactation support provider. Covered expenses also include the rental or purchase of breast feeding equipment as
described below.

Lactation support and lactation counseling services are covered expenses when provided in either a group or
individual setting. Benefits for lactation counseling services are subject to the visit maximum shown in your Schedule of
Benefits.

Breast Feeding Durable Medical Equipment
Coverage includes the rental or purchase of breast feeding durable medical equipment for the purpose of lactation
support (pumping and storage of breast milk) as follows.

Breast Pump

Covered expenses include the following:

= The rental of a hospital-grade electric pump for a newborn child when the newborn child is confined in a
hospital.

= The purchase of:
- An electric breast pump (non-hospital grade). A purchase will be covered once every three years; or
- A manual breast pump. A purchase will be covered once per pregnancy.

» If an electric breast pump was purchased within the previous three year period, the purchase of another breast
pump will not be covered until a three year period has elapsed from the last purchase.

Breast Pump Supplies
Coverage is limited to only one purchase per pregnancy in any year where a covered female would not qualify for the
purchase of a new pump.

Coverage for the purchase of breast pump equipment is limited to one item of equipment, for the same or similar
purpose, and the accessories and supplies needed to operate the item. You are responsible for the entire cost of any
additional pieces of the same or similar equipment you purchase or rent for personal convenience or mobility.

Aetna reserves the right to limit the payment of charges up to the most cost efficient and least restrictive level of
service ot item which can be safely and effectively provided. The decision to rent or purchase is at the discretion of
Aetna.

Limitations:
Unless specified above, not covered under this Preventive Care benefit are charges incurred for services which are
covered to any extent under any other part of this Plan.

Family Planning Services - Female Contraceptives

For females with reproductive capacity, covered expenses include those charges incurred for services and supplies
that are provided to prevent pregnancy. All contraceptive methods, services and supplies covered under this
Preventive Care benefit must be approved by the U.S. Food and Drug Administration (FDA).

Coverage includes counseling services on contraceptive methods provided by a physician, obstetrician or
gynecologist. Such counseling services are covered expenses when provided in either a group or individual setting.

They are subject to the contraceptive counseling services visit maximum shown in your Schedule of Benefits.

The following contraceptive methods are covered expenses under this Preventive Care benefit:
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Voluntary Sterilization
Covered expenses include charges billed separately by the provider for female voluntary sterilization procedures and
related services and supplies including, but not limited to, tubal ligation and sterilization implants.

Covered expenses under this Preventive Care benetit would not include charges for a voluntary sterilization procedure
to the extent that the procedure was not billed separately by the provider or because it was not the primary purpose of
a confinement.

Contraceptives

Contraceptives can be paid either under your medical plan or pharmacy plan depending on the type of expense and
how and where the expense is incurred. Benefits are paid under your medical plan for female contraceptive
prescription drugs and devices (including any related services and supplies) when they are provided, administered, or
removed, by a physician during an office visit.

Important Note:
For a list of the types of female contraceptives covered under this Plan, refer to the section What the
Pharmacy Plan Covers and the Contraceptives benefit later in this Booklet.

Limitations:
Unless specified above, not covered under this Preventive Care benefit are charges for:
= Services which are covered to any extent under any other part of this Plan;
= Services and supplies incurred for an abortion;
»  Services provided as a result of complications resulting from a voluntary sterilization procedure and related
follow-up care;
»  Services which are for the treatment of an identified illness or injury;
»  Services that are not given by a physician or under his or her direction;
= Psychiatric, psychological, personality or emotional testing or exams;
= Any contraceptive methods that are only "reviewed" by the FDA and not "approved" by the FDA;
*  Male contraceptive methods, sterilization procedures or devices;
* The reversal of voluntary sterilization procedures, including any related follow-up care.

Family Planning Services - Other
Covered expenses include charges for certain family planning services, even though not provided to treat an illness or
injury.

= Voluntary sterilization for males
= Voluntary termination of pregnancy

Limitations:

Not covered are:

= Reversal of voluntary sterilization procedures, including related follow-up care;

®  Charges for services which are covered to any extent under any other part of this Plan or any other group plans
sponsored by your employer; and

= Charges incurred for family planning services while confined as an inpatient in a hospital or other facility for
medical care.

Important Notes:

Refer to the Schedule of Benefits for details about cost sharing and benefit maximums that apply to Family Planning
Setvices - Other. For more information, see the sections on Family Planning Services - Female Contraceptives,
Pregnancy Expenses and Treatment of Infertility in this Booklet.
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Vision Care Services

Covered expenses include charges made by a legally qualified ophthalmologist or optometrist for the following
services:

®  Routine eye exam: The plan covers expenses for a complete routine eye exam that includes refraction and
glaucoma testing. A routine eye exam does not include a contact lens exam. The plan covers charges for one
routine eye exam per Calendar Year.

Limitations

Coverage is subject to any applicable Calendar Year deductibles, copays and payment percentages shown in your
Schedule of Benefits.

Physician Services

Physician Visits

Covered medical expenses include charges made by a physician during a visit to treat an illness or injury. The visit
may be at the physician’s office, in your home, in a hospital or other facility during your stay or in an outpatient
facility. Covered expenses also include:

* Immunizations for infectious disease, but not if solely for your employment;
*  Allergy testing, treatment and injections; and
= Charges made by the physician for supplies, radiological services, x-rays, and tests provided by the physician.

Surgery

Covered expenses include charges made by a physician for:

®  Performing your surgical procedure;
= Pre-operative and post-operative visits; and
* Consultation with another physician to obtain a second opinion prior to the surgery.

Anesthetics
Covered expenses include charges for the administration of anesthetics and oxygen by a physician, other than the
operating physician, or Certified Registered Nurse Anesthetist (C.R.N.A.) in connection with a covered procedure.

Important Reminder
Certain procedures need to be precertified by Aetna. Refer to How #he Plan Works for more information about
precertification.

Alternatives to Physician Office Visits
Walk-In Clinic Visits
Covered expenses include charges made by walk-in clinics for:
®  Unscheduled, non-emergency illnesses and injuries;
= The administration of certain immunizations administered within the scope of the clinic’s license; and
* Individual screening and counseling services to aid you:
— to stop the use of tobacco products;
—  in weight reduction due to obesity.

Unless specified above, not covered under this benefit are charges incurred for services and supplies furnished:
= Ina group setting for screening and counseling services.
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Important Note:

* Not all services are available at all Walk-In Clinics. The types of services offered will vary by the provider and
location of the clinic.

= For a complete description of the screening and counseling services provided on the use of tobacco products and
to aid in weight reduction due to obesity, refer to the Preventive Care Benefits section in this Booklet and the Sereening
and Counseling Services benefit for a description of these services. These services may also be obtained from your
physician

E-Visits

Covered expenses include charges made by your physician for a routine, non-emergency, medical consultation. You
must make your E-visit through an Aetna authorized internet service vendor. You may have to register with that
internet service vendor. Information about providers who are signed up with an authorized vendor may be found in
the provider Directory or online in DocFind on www.Aetna.com or by calling the number on your identification card.

Hospital Expenses

Covered medical expenses include services and supplies provided by a hospital during your stay.

Room and Board

Covered expenses include charges for room and board provided at a hospital during your stay. Private room
charges that exceed the hospital’s semi-private room rate are not covered unless a private room is required because
of a contagious illness or immune system problem.

Room and board charges also include:

= Services of the hospital’s nursing staff;
®»  Admission and other fees;

*  General and special diets; and

*  Sundries and supplies.

Other Hospital Services and Supplies
Covered expenses include charges made by a hospital for services and supplies furnished to you in connection with
your stay.

Covered expenses include hospital charges for other services and supplies provided, such as:

* Ambulance services.

=  Physicians and surgeons.

®  Operating and recovery rooms.

* Intensive or special care facilities.

®  Administration of blood and blood products, but not the cost of the blood or blood products.
= Radiation therapy.

®  Speech therapy, physical therapy and occupational therapy.

= Oxygen and oxygen therapy.

= Radiological services, laboratory testing and diagnostic services.
*  Medications.

= Intravenous (IV) preparations.

= Discharge planning.
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Outpatient Hospital Expenses
Covered expenses include hospital charges made for covered services and supplies provided by the outpatient
department of a hospital.

Important Reminders
The plan will only pay for nursing services provided by the hospital as part of its charge. The plan does #of cover
private duty nursing services as part of an inpatient hospital stay.

If a hospital or other health care facility does not itemize specific room and board charges and other charges, Aetna
will assume that 40 percent of the total is for room and board charge, and 60 percent is for other charges.

Hospital admissions need to be precertified by Aetna. Refer to How the Plan Works for details about
precertification.

In addition to charges made by the hospital, certain physicians and other providers may bill you separately during
your stay.

Refer to the Schedule of Benefits for any applicable deductible, copay and payment percentage and maximum benefit
limits.

Coverage for Emergency Medical Conditions
Covered expenses include charges made by a hospital or a physician for services provided in an emergency room
to evaluate and treat an emergency medical condition.

The emergency care benefit covers:

= Use of emergency room facilities;

* Emergency room physicians services;
* Hospital nursing staff services; and

»  Radiologists and pathologists services.

Please contact your PCP after receiving treatment for an emergency medical condition.

Important Reminder*

With the exception of Urgent Care described below, if you visit an Out-of-Network hospital emergency room for a
non-emergency condition, the plan will pay a reduced benefit, as shown in the Schedule of Benefits. No other plan
benefits will pay for non-emergency care in the emergency room.

*This does not apply to the Home Host/IDS Out-of-Area MAP Plus Option 1 Plan.

Coverage for Urgent Conditions
Covered expenses include charges made by a hospital or urgent care provider to evaluate and treat an urgent
condition.

Your coverage includes:

= Use of emergency room facilities when network urgent care facilities are not in the service area and you cannot
reasonably wait to visit your physician;

®  Use of urgent care facilities;

= Physicians services;

®  Noursing staff services; and

* Radiologists and pathologists services.

Please contact your PCP after receiving treatment of an urgent condition.
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Alternatives to Hospital Stays

Outpatient Surgery and Physician Surgical Services
Covered expenses include charges for services and supplies furnished in connection with outpatient surgery made

by:

= A physician or dentist for professional services;
= A surgery center; or
= The outpatient department of a hospital.

The surgery must meet the following requirements:

=  The surgery can be performed adequately and safely only in a surgery center or hospital and
= The surgery is not normally performed in a physician’s or dentist’s office.

Important Note
Benefits for surgery services performed in a physician's or dentist's office are described under Physician Services
benefits in the previous section.

The following outpatient surgery expenses are covered:

= Services and supplies provided by the hospital, surgery center on the day of the procedure;

*  The operating physician’s services for performing the procedure, related pre- and post-operative care, and
administration of anesthesia; and

»  Services of another physician for related post-operative care and administration of anesthesia. This does not
include a local anesthetic.

Limitations
Not covered under this plan are charges made for:

= The services of a physician or other health care provider who renders technical assistance to the operating
physician.

= A stay in a hospital.

=  Facility charges for office based surgery.

Birthing Center

Covered expenses include charges made by a birthing center for services and supplies related to your care in a
birthing center for:

= Prenatal care;

= Delivery; and

= Postpartum care within 48 hours after a vaginal delivery and 96 hours after a Cesarean delivery.

Limitations
Unless specified above, not covered under this benefit are charges:

= In connection with a pregnancy for which pregnancy related expenses are not included as a covered expense.

See Pregnancy Related Expenses for information about other covered expenses related to maternity care.
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Home Health Care

Covered expenses include charges made by a home health care agency for home health care, and the care:

= Is given under a home health care plan;
= Is given to you in your home while you are homebound.

Home health care expenses include charges for:

= Part-time or intermittent care by an R.N. or by an L.P.N. if an R.N. is not available.
= Part-time or intermittent home health aid services provided in conjunction with and in direct support of care by
an R.N. or an L.P.N.
= Physical, occupational, and speech therapy.
*  Part-time or intermittent medical social services by a social worker when provided in conjunction with, and in
direct support of care by an R.N. or an L.P.N.
®  Medical supplies, prescription drugs and lab services by or for a home health care agency to the extent they
would have been covered under this plan if you had a hospital stay.
= Skilled behavioral health care services provided in the home by a behavioral health provider when ordered by a
physician and directly related to an active treatment plan of care established by the physician. All of the
following must be met:
- The skilled behavioral health care is appropriate for the active treatment of a condition, illness or disease to
avoid placing you at risk for serious complications.
- The services are in lieu of a continued confinement in a hospital or residential treatment facility, or
receiving outpatient services outside of the home.
- You are homebound because of illness or injury.
- The services provided are not primarily for comfort or convenience or custodial in nature.
- The services are intermittent or hourly in nature.
- The services are not for Applied Behavior Analysis.

Benefits for home health care visits are payable up to the Home Health Care Maximum. Each visit by a nurse,
behavioral health provider or therapist is 1 visit.

In figuring the Calendar Year Maximum Visits, each visit of a:

*  Nurse or Therapist, up to 4 hours is 1 visit and
® behavioral health provider, of up to 1 hour, is 1 visit.

This maximum will not apply to care given by an R.N. or L.P.N. when:

®  Care is provided within 10 days of discharge from a hospital or skilled nursing facility as a full-time inpatient;
and
®  Care is needed to transition from the hospital or skilled nursing facility to home care.

When the above criteria are met, covered expenses include up to 12 hours of continuous care by an R.N. or L.P.N.
per day.

Coverage for Home Health Care services is not determined by the availability of caregivers to perform them. The
absence of a person to perform a non-skilled or custodial care service does not cause the service to become covered.
If the covered person is a minor or an adult who is dependent upon others for non-skilled care (e.g. bathing, eating,
toileting), coverage for home health services will only be provided during times when there is a family member or
caregiver present in the home to meet the person’s non-skilled needs.

Note: Home short-term physical, speech, or occupational therapy is covered when the above home health care
criteria are met. Services are subject to the conditions and limitations listed in the Short Term Rehabilitation Therapies
section of the Schedule of Benefits.
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Limitations
Unless specified above, 7ot covered under this benefit are charges for:

= Services or supplies that are not a part of the Home Health Care Plan.

»  Services of a person who usually lives with you, or who is a member of your or your spouse’s or your domestic
pattnet's family.

= Services of a certified or licensed social worker.

= Services for physical, occupational and speech therapy. Refer to Short Term Rehabilitation Therapies section for
coverage information.

= Services for Infusion Therapy.

= Transportation.

= Services ot supplies provided to a minor or dependent adult when a family member or caregiver is not present.

= Services that are custodial care.

Important Reminders
The plan does 7ot cover custodial care, even if care is provided by a nursing professional, and family member or
other caretakers cannot provide the necessary care.

Refer to the Schedule of Benefits for details about any applicable home health care visit maximums.

Skilled Nursing Care

Covered expenses include charges by an R.N., L.P.N., or nursing agency for outpatient skilled nursing care.
This is care by a visiting R.N. or L.P.N. to perform specific skilled nursing tasks.

Covered expenses also include private duty nursing provided by a R.N. or L.P.N. if the person's condition requires
skilled nursing care and visiting nursing care is not adequate. However, covered expenses will not include private
duty nursing for any expenses during a Calendar Year in excess of the Private Duty Nursing Care Calendar Year
Maximum.

Limitations
Unless specified above, not covered under this benefit are charges for:

®  Noursing care that does not require the education, training and technical skills of a R.N. or L.P.N.
®  Noursing care assistance for daily life activities, such as:
— Transportation;
—  Meal preparation;
—  Vital sign charting;
— Companionship activities;
— Bathing;
—  Feeding;
— Personal grooming;
— Dressing;
— Toileting; and
—  Getting in/out of bed or a chait.
®  Noursing care provided for skilled observation.
= Noursing care provided while you are an inpatient in a hospital or health care facility.
® A service provided solely to administer oral medicine, except where law requires a R.N. or L.P.N. to administer
medicines.
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Skilled Nursing Facility

Covered expenses include charges made by a skilled nursing facility during your stay for the following services
and supplies, up to the maximums shown in the Schedule of Benefits, including:

= Room and board, up to the semi-private room rate. The plan will cover up to the private room rate if it is
needed due to an infectious illness or a weak or compromised immune system;

= Use of special treatment rooms;

* Radiological services and lab work;

= Physical, occupational, or speech therapy;

= Oxygen and other gas therapy;

= Other medical services and general nursing services usually given by a skilled nursing facility (this does not
include charges made for private or special nursing, or physician’s services); and

®  Medical supplies.

Important Reminder
Refer to the Schedule of Benefits for details about any applicable skilled nursing facility maximums.

Admissions to a skilled nursing facility must be precertified by Aetna. Refer to Using Your Medical Plan for details
about precertification.

Limitations
Unless specified above, 7ot covered under this benefit are charges for:

*  Charges made for the treatment of:

— Drug addiction;
— Alcoholism;
—  Senility;
—  Mental retardation; or
— Any other mental illness; and
®  Daily room and board charges over the semi private rate.

Hospice Care
Covered expenses include charges made by the following furnished to you for hospice care when given as part of a
hospice care program.

Facility Expenses
The charges made by a hospital, hospice or skilled nursing facility for:

* Room and Board and other services and supplies furnished during a stay for pain control and other acute and
chronic symptom management; and
®  Services and supplies furnished to you on an outpatient basis.

Outpatient Hospice Expenses
Covered expenses include charges made on an outpatient basis by a Hospice Care Agency for:

® Part-time or intermittent nursing care by a R.N. or L.P.N. for up to eight hours a day;

= Part-time or intermittent home health aide services to care for you up to eight hours a day.

= Medical social services under the direction of a physician. These include but are not limited to:
— Assessment of your social, emotional and medical needs, and your home and family situation;
— Identification of available community resources; and

— Assistance provided to you to obtain resources to meet your assessed needs.
= Physical and occupational therapy; and
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= Consultation or case management services by a physician;
= Medical supplies;

= Prescription drugs;

®  Dietary counseling; and

®  Psychological counseling.

Charges made by the providers below if they are not an employee of a Hospice Care Agency; and such Agency
retains responsibility for your care:

= A physician for a consultation or case management;
= A physical or occupational therapist;
* A home health care agency for:
—  Physical and occupational therapy;
—  Part time or intermittent home health aide services for your care up to eight hours a day;
—  Medical supplies;
— Prescription drugs;
—  Psychological counseling; and
— Dietary counseling.

Limitations
Unless specified above, 7ot covered under this benefit are charges for:

®  Daily room and board charges over the semi-private room rate.

*  Funeral arrangements.

= Pastoral counseling.

®  Financial or legal counseling. This includes estate planning and the drafting of a will.

* Homemaker or caretaker services. These are services which are not solely related to your care. These include, but
are not limited to: sitter or companion services for either you or other family members; transportation;
maintenance of the house.

Important Reminders
Refer to the Schedule of Benefits for details about any applicable hospice care maximums.

Inpatient hospice care and home health care must be precertified by Aetna. Refer to How the Plan Works for details
about precertification.

Other Covered Health Care Expenses

Acupuncture
The plan covers charges made for acupuncture services provided by a physician, if the service is performed:

® Asaform of anesthesia in connection with a covered surgical procedure.

Important Reminder
Refer to the Schedule of Benefits for details about any applicable acupuncture benefit maximum.
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Ambulance Service
Covered expenses include charges made by a professional ambulance, as follows:

Ground Ambulance

Covered expenses include charges for transportation:

® To the first hospital where treatment is given in a medical emergency.

* From one hospital to another hospital in a medical emergency when the first hospital does not have the
required setrvices or facilities to treat your condition.

* From hospital to home or to another facility when other means of transportation would be considered unsafe
due to your medical condition.

* From home to hospital for covered inpatient or outpatient treatment when other means of transportation would
be considered unsafe due to your medical condition. Transport is limited to 100 miles.

®  When during a covered inpatient stay at a hospital, skilled nursing facility or acute rehabilitation hospital, an
ambulance is required to safely and adequately transport you to or from inpatient or outpatient medically
necessary treatment.

Air or Water Ambulance

Covered expenses include charges for transportation to a hospital by air or water ambulance when:

*  Ground ambulance transportation is not available; and

*  Your condition is unstable, and requires medical supervision and rapid transport; and

* Ina medical emergency, transportation from one hospital to another hospital; when the first hospital does not
have the required services or facilities to treat your condition and you need to be transported to another hospital;
and the two conditions above are met.

Limitations
Not covered under this benefit are charges incurred to transport you:

= Ifan ambulance service is not required by your physical condition; or

= If the type of ambulance service provided is not required for your physical condition; or
® By any form of transportation other than a professional ambulance service; or

* By fixed wing air ambulance from an out-of-network provider.

Diagnostic and Preoperative Testing

Diagnostic Complex Imaging Expenses
The plan covers charges made on an outpatient basis by a physician, hospital or a licensed imaging or radiological
facility for complex imaging services to diagnose an illness or injury, including:

= C.AT. scans;

®  Magnetic Resonance Imaging (MRI);

®  Nouclear medicine imaging including positron emission tomography (PET) Scans; and

®  Any other outpatient diagnostic imaging service where the recognized charge exceeds $500.

Complex Imaging Expenses for preoperative testing will be payable under this benefit.
Limitations

The plan does not cover diagnostic complex imaging expenses under this part of the plan if such imaging expenses are
covered under any other part of the plan.
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Outpatient Diagnostic Lab Work

Covered expenses include charges for lab services, and pathology and other tests provided to diagnose an illness or
injury. You must have definite symptoms that start, maintain or change a plan of treatment presctibed by a
physician. The charges must be made by a physician, hospital or licensed radiological facility or lab.

Important Reminder
Refer to the Schedule of Benefits for details about any deductible, payment percentage and maximum that may apply
to outpatient diagnostic testing, and lab services.

Outpatient Diagnostic Radiological Services

Covered expenses include charges for radiological services (other than complex imaging services), provided to
diagnose an illness or injury. You must have definite symptoms that start, maintain or change a plan of treatment
prescribed by a physician. The services must be provided by a physician, hospital or licensed radiological facility.

Important Reminder
Refer to the Schedule of Benefits for details about any deductible, payment percentage and maximum that may apply
to outpatient diagnostic radiological services.

Limitations
The plan does not cover diagnostic complex imaging expenses under this part of the plan if such imaging expenses are
covered under any other part of the plan.

Outpatient Preoperative Testing

Prior to a scheduled covered surgery, covered expenses include charges made for tests performed by a hospital,
surgery center, physician or licensed diagnostic laboratory provided the charges for the surgery are covered
expenses and the tests are:

= Related to your surgery, and the surgery takes place in a hospital or surgery center;

*  Completed within 14 days before your surgery;

®  Performed on an outpatient basis;

= Covered if you were an inpatient in a hospital;

= Not repeated in or by the hospital or surgery center where the surgery will be performed.

" Test results should appear in your medical record kept by the hospital or surgery center where the surgery is
performed.

Limitations
The plan does not cover diagnostic complex imaging expenses under this part of the plan if such imaging expenses are
covered under any other part of the plan.

= Ifyour tests indicate that surgery should not be performed because of your physical condition, the plan will pay
for the tests, however surgery will not be covered.

Important Reminder

Complex Imaging testing for preoperative testing is covered under the complex imaging section. Separate cost sharing
may apply. Refer to your Schedule of Benefits for information on cost sharing amounts for complex imaging.
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Durable Medical and Surgical Equipment (DME)

Covered expenses include charges by a DME supplier for the rental of equipment or, in lieu of rental:
The initial purchase of DME if:

* Long term care is planned; and
= The equipment cannot be rented or is likely to cost less to purchase than to rent.

Repair of purchased equipment. Maintenance and repairs needed due to misuse or abuse are not covered.

Replacement of purchased equipment if:

= The replacement is needed because of a change in your physical condition; and
= Jtis likely to cost less to replace the item than to repair the existing item or rent a similar item.

The plan limits coverage to one item of equipment, for the same or similar purpose and the accessories needed to
operate the item. You are responsible for the entire cost of any additional pieces of the same or similar equipment you
purchase or rent for personal convenience or mobility.

Covered Durable Medical Equipment includes those items covered by Medicare unless excluded in the Exclusions
section of this Booklet. Aetna reserves the right to limit the payment of charges up to the most cost efficient and least
restrictive level of service or item which can be safely and effectively provided. The decision to rent or purchase is at
the discretion of Aetna.

Important Reminder
Refer to the Schedule of Benefits for details about durable medical and surgical equipment deductible, payment
percentage and benefit maximums. Also refer to Exclusions for information about Home and Mobility exclusions.

Clinical Trials

Clinical Trial Therapies (Experimental or Investigational)

Covered expenses include charges made for experimental or investigational drugs, devices, treatments ot
rocedures ‘“under an approved clinical trial” only when you have cancer or a terminal illness, and all of the followin,
y Y > g
conditions are met:

= Standard therapies have not been effective or are inappropriate;

* Aetna determines, based on published, peer-reviewed scientific evidence that you may benefit from the treatment;
and

®*  You are enrolled in an approved clinical trial that meets these criteria.

An “approved clinical trial” is a clinical trial that meets these criteria:

®  The FDA has approved the drug, device, treatment, or procedure to be investigated or has granted it
investigational new drug (IND) or group c/treatment IND status. This requirement does not apply to procedures
and treatments that do not require FDA 