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City of Chicago Agency Exhibit

e Open Enrollment Guides for 2019. These guides include provisions for medical PPO and HMO,
dental PPO and HMO, vision benefits, and provisions relating to Medical Review Services such as
the schedule of services for which Members must contact Medical Review Services Vendor
,mandatory second opinions and the maternity management program, as well as other matters.

0 Open Enrollment Guide for Group A — All employees except sworn police officers below
the rank of sergeant.
0 Open Enrolment Guide for Group B — Sworn police officers below the rank of sergeant

e Link to Plan Documents for medical plans for Group A, Group B and retirees

e Retiree Medical

0 Medicare eligible retiree plan Summary Sheet

0 Non-Medicare eligible retiree plan Summary Sheet
e Dental Blue Cross Blue Shield Summary handbooks

0 Dental PPO

0 DMO (Dental HMO)

0 Seasonal Employees

e Vision Benefits

e Insurance Requirements

e Economic Disclosure Requirements

e MBE/WBE Requirements

e Sample Professional Services Agreement, including mandatory Terms and Conditions common
to City of Chicago contracts

e Disclaimer: 2019 Agency Exhibits for Provider Proposed To Be Selected Effective 1/1/2020 and in
Future Years

Page 2 Agency Exhibits Spec CBO 2019-01 City of Chicago Page 1



City of Chicago

Open Enrollment Guides

e Group A —Employees Other Than Sworn Police Officers Below The Rank of Sergeant
e Group B—Sworn Police Officers Below The Rank of Sergeant
e Group C—Seasonal Employees
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Chicago Labor Management
Cooperation Committee

October 2018
Dear Employees:

For the past 12 years, the City of Chicago and labor representatives, working together in the
Labor Management Cooperation Committee (LMCC), have been engaged to keep your employee
benefits package working for you. Below we have listed a few highlights from 2018:

1. A recent report to the LMCC on the Chicago Lives Healthy Wellness Plan showed results since
the program began in 2012. Primarily, the Wellness Plan appears to have improved member
awareness. In addition, members showed behavioral and status improvements. For example,
the number of individuals deemed to be "high-risk” for developing cardiovascular disease
decreased by 17% over the six years of the program (from 2012 to 2018). Likewise, the number
of individuals at “elevated risk” for developing diabetes decreased by 8%.

2. Part of the Wellness Plan involves special outreach, the Health Improvement Plan, or HIP, for
members who were identified by Telligen as being at-risk, based upon biometric screening.
This includes members with metabolic syndrome, who may have special risk for developing
type 2 diabetes and/or cardiovascular disease. Telligen reported that 97% of the HIP participants
displayed signs of metabolic syndrome in their first screening for the wellness program. But the
percentage of those same HIP participants with metabolic syndrome dropped to 54% in 2018—
in other words, 43% of the HIP participants improved their health status enough to no longer
have metabolic syndrome.

3. The LMCC received a $95,000 grant from the Federal Mediation and Conciliation Service.
With Blue Cross, Healthways and Telligen, the LMCC used the grant to study new ways of
communicating with members to increase engagement. The pilot outreach program is focusing
on telemedicine, preventive dental hygiene, hypertension and hyperlipidemia.

4. An additional, voluntary program for members with hypertension and hyperlipidemia started
in 2018. Members receive counseling related to nutrition, weight reduction and increased
physical activity.

5. With Blue Cross, the LMCC continues its telemedicine program, also known as Virtual Visits,
through an entity called MDLive. Check out the ease of accessing Board-certified doctors right
from your own home. A quick call to MDLive can save time and trouble—the MDLive “doctor is
in” 24/7! Go to MDLive.com/bcbsil or call 1-888-676-4204 for more information.

Plan A effective 1/1/2019. This is a summary of benefits offered to City Employees (excluding Sworn Police Officers below the
rank of Sergeant and Seasonal Employees). The Plan Document and subsequent updates always supersede this summary.
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. Best Doctors, the program for second opinions that started in 2017, reported continued success

in 2018. Best Doctors offers timely, highly respected second opinions. They also offer counseling
for chronic conditions, answers to treatment questions and can help you locate an in-network
specialist who is a “Best Doctor.” Members used this service for, among other things, to receive
information on treatment options for orthopedic complaints.

. Tiered PPO plan: In-network PPO hospitals, doctors and other providers are in one of two tiers

in the OPT PPO plan. Tier | providers offer the most savings for both the City and members; Tier
Il providers have higher co-payments and out of pocket expense for members. Members can
choose providers from either tier, and they can go back and forth between tiers during the year
at each provider visit. The tier approach has realized substantial savings in a number of areas for
both the plan and LMCC members.

. Emergency Room Use: On its website Blue Cross posts many alternatives to emergency rooms.

Members save for themselves and for everyone by using urgent care centers, retail clinics,
telemedicine (MDLive) and after-hour physicians.

We ask our members to take advantage of all the programs and information that we continue
to offer.

The LMCC thanks you for all your help in slowing down the growth of health benefit costs. We look
forward to working with you to continue to improve your health in 2019.

Sincerely,

The City of Chicago Labor Management Cooperation Committee

Plan A effective 1/1/2019. This is a summary of benefits offered to City Employees (excluding Sworn Police Officers below the
rank of Sergeant and Seasonal Employees). The Plan Document and subsequent updates always supersede this summary.
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WELCOME TO ANNUAL OPEN ENROLLMENT

October 17, 2018 through October 31, 2018
Open Enrollment Changes are Effective January 1, 2019

Open enrollment is the time of year when you can:

v" Enroll in or cancel your medical, vision, or dental insurance

v" Switch medical or dental plans

v" Add dependents to your plan (for example a spouse, civil union or same sex domestic partner,
or children)

v Drop dependents from your plan

v" Enroll or re-enroll in a healthcare and/or dependent care Flexible Spending Account (FSA)

v" Buy optional life insurance or voluntary long term disability insurance

To make changes, go to the City of Chicago Benefits Services Center website:
www.cityofchicagobenefits.org
Open enrollment changes can also be made over the phone by calling:

Benefits Service Center 1-877-299-5111

Special hours during open enrollment: Monday through Friday 8:00 a.m. until 6:00 p.m.
Special hours Saturday, October 27, 2018 8:00 a.m. until 6:00 p.m.

Enrollment in a Flexible Spending Account (FSA) does not carry over from year to
year. You must re-enroll in an FSA if you want this benefit for 2019.

Enroll online at www.cityofchicagobenefits.org or call the Benefits Service Center

What Is New in 2019

ConnectYourCare is the City's new vendor for healthcare and dependent care Flexible Spending
Accounts and transit benefits. Improvements include:

® One vendor replaces the two existing vendors - one stop shopping!

* You will have the option of a debit card for healthcare flexible spending account.

In the near future you will receive communications regarding the change to ConnectYourCare.

CVS Caremark s our new vendor for pharmacy benefits in the BCBS HMO, replacing Prime Therapeutics
for the HMO. In the near future you will receive communications regarding the change with instructions
that you or your doctor will need to follow to ensure no interruption in your prescriptions.

CVS Caremark continues to provide pharmacy benefits to PPO enrollees.

Plan A effective 1/1/2019. This is a summary of benefits offered to City Employees (excluding Sworn Police Officers below the
rank of Sergeant and Seasonal Employees). The Plan Document and subsequent updates always supersede this summary.
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CHECK YOUR BENEFIT COVERAGE SHEET

Your personalized Benefits Coverage Sheet is included with this Guide. The medical, dental and vision
enrollment listed on this Coverage Sheet will remain the same for 2019 unless you make changes during
the open enrollment period which runs October 17, 2018 through October 31, 2018. You must re-enroll in
healthcare and dependent care Flexible Spending Account(s) to participate in 2019.

Dependent children who reach the age of 26 are automatically terminated from the City's health
plan on the last day of the month of his/her birthday. However, if you have a disabled child reaching the
age of 26, he/she may be eligible to continue dependent coverage. Contact the Benefits Service Center
at least three months before your child’s 26th birthday to apply for continued coverage for a disabled
dependent child.

Check the personalized Benefits Coverage Sheet to make sure the information is correct for you and your
dependents. Call the Benefits Service Center to update any of this information:

e Name and birthdate.
e Social Security number if marked as “N". If any Social Security number is marked “N"”, you must bring
the original Social Security Card to the Chicago Benefits Office to update your dependent’s record.

Federal law requires Social Security numbers for everyone enrolled in the City’s health plans.

IF YOUR HOME ADDRESS CHANGES

Contact your Department’s Human Resources Representative to update your address on file with the City.

ENROLLMENT CHANGES DURING THE YEAR

Benefit enrollment changes are allowed throughout the year only if you have a life change event such as
marriage, divorce, birth or adoption of a child or loss of coverage through your spouse. Call the Benefits
Service Center within 30 days of the life change event. If you try to make these changes as an open
enrollment change, the coverage will not go into effect until January 1, 2019. You must provide documents
to prove the life change event within 60 days of the event. Call the Benefits Service Center for more
information.

Please note: Life change events are effective on the event date but open enrollment changes are effective
January 1, 2019. When you call to make a life change event during the open enrollment period, you need
to make sure that you explain that you are calling about a life change event and ask for the benefits to
be effective on the event date.

Plan A effective 1/1/2019. This is a summary of benefits offered to City Employees (excluding Sworn Police Officers below the
rank of Sergeant and Seasonal Employees). The Plan Document and subsequent updates always supersede this summary.
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INSTRUCTIONS ON HOW TO ACCESS
www.cityofchicagobenefits PORTAL

Step 1: Employee ID Number

In order to create an online account, you will need your eight digit employee ID number.
Where to find your employee ID number?
Look on the upper left of your paystub where it says PAYEE/EMPLOYEE NUMBER. That's it.

This is not your Kronos number, the number you use for City computer access, or your payroll number.
Step 2: Add Zeroes

For online open enrollment, your employee ID number needs to be eight digits long. Simply add zeroes at the
front to make it eight numbers. Examples: 5432 becomes 00005432 and 1234567 becomes 01234567.

Please keep this number for future use.
Step 3: Create Online Account
If you plan to enroll online, go to: www.cityofchicagobenefits.org to create your open enrollment username and

password to make sure you can get into the system. If you already have an online account, you can test it to
ensure it works.

If you've forgotten your username, click “Forgot Your User Name” and enter your eight digit employee
ID number. Follow the prompts to get your new username. If you've forgotten your password, click
“Forgot Your Password” then enter your username and follow the prompts. If you've forgotten both, get
your username first. If you've never used the system, click “First Time Logging In” and follow the prompts.

Step 4: Enrollment
e Select benefits to enroll
e Choose coverage: Single, Employee + One, Family
e Enroll or re-enroll in the healthcare and dependent Flexible Spending Account (FSA) for 2019

Once you have made your enrollment selections ensure you click “submit” on the final screen.
Step 5: Write it Down

Keep your username and password; you need them to use the online open enrollment system in the future.

Plan A effective 1/1/2019. This is a summary of benefits offered to City Employees (excluding Sworn Police Officers below the
rank of Sergeant and Seasonal Employees). The Plan Document and subsequent updates always supersede this summary.
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ADDING A DEPENDENT DURING OPEN ENROLLMENT?

STEP ONE - Enroll your dependents. Enroll your spouse, civil union partner, same sex domestic
partner, and children during the open enrollment period online or by phone.

STEP TWO - Provide original documents to prove they are your legal dependents.
Submit your dependents documents as soon as possible. Your dependents will not have medical,

vision or dental coverage, effective January 1, 2019 if you fail to submit the required documentation
by December 6, 2018.

If you are adding dependents, you must submit the required documents for coverage to begin.

Deadline: If you submit your documents by close of business Thursday, December 6, 2018 coverage
will be reflected on January 1, 2019. For example, if your dependents seek medical care on January
1, 2019, your healthcare service provider will be able to verify coverage online. Please submit your
documents to the Chicago Benefits Office by this deadline to properly reflect coverage by the January
1st effective date. We encourage you to submit your documents right away to avoid the last
minute rush.

Grace Period. If you fail to submit your documents by Thursday, December 6, 2018, you may submit
documents through Thursday, January 31, 2019. Your failure to timely submit documents may result in
delayed coverage.

If vou fail to submit documentation by the end of the grace period on January 31, 2019, vou will be
required to wait until the next open enrollment period to enroll your dependents.

Bring certified documents and your dependent’s social security card to:

Chicago Benefits Office
333 South State Street/Room 400
Chicago, IL 60604-3978

Office hours are Monday through Friday 8:30 a.m. — 4:30 p.m.

Your original certified documents will be copied and returned to you.
Documents required are:

Spouse — certified marriage certificate and spouse’s social security card
Child - certified birth certificate and child’s social security card
Civil Union — certified certificate and partner’s social security card

Plan A effective 1/1/2019. This is a summary of benefits offered to City Employees (excluding Sworn Police Officers below the
rank of Sergeant and Seasonal Employees). The Plan Document and subsequent updates always supersede this summary.
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It should be noted that:

e |f healthcare serviceswere received by your dependents during the grace period, and your medical provider
submitted claims that were not paid because the required documents deadline of December 6, 2018
was missed, those claims will be reprocessed retroactive to January 1, 2019 if the required enrollment
documents are received by the Chicago Benefits Office by close of business January 31, 2019.

¢ Your medical provider may need to resubmit claims.

e Alternatively, if you paid out of pocket for healthcare services during the grace period, you may need to
submit paper claims.

To avoid inconvenience, and to ensure your dependent’s new coverage is reflected at the time of service,
submit your documents to the Chicago Benefits Office by Thursday, December 6, 2018.

IMPORTANT NOTICE: If an employee or dependent gives false information, or if the dependent is not a
legal dependent of the employee, the City will take action to collect any money paid to cover healthcare
expenses related to the fraud and/or report the fraud to the appropriate authority.

DO NOT WAIT UNTIL THE LAST MINUTE

Plan A effective 1/1/2019. This is a summary of benefits offered to City Employees (excluding Sworn Police Officers below the
rank of Sergeant and Seasonal Employees). The Plan Document and subsequent updates always supersede this summary.
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ENROLL OR RE-ENROLL IN A FLEXIBLE SPENDING ACCOUNT (FSA)

Flexible Spending Accounts (FSA) may save you money by reducing your income taxes. An FSA allows you to have money
deducted from your paycheck before your federal and Social Security taxes are calculated. Your FSA contributions
are automatically tracked in a special FSA account administered by ConnectYourCare. You can choose to have FSA
reimbursement checks mailed to you or deposited directly into your bank account. You will have the option for a debit
card for healthcare flexible spending account.

FSA contributions are spread over the year and taken out each paycheck. After you decide how much you want to put
aside in an FSA, call the Benefits Service Center to enroll (1-877-299-5111) or enroll at www.cityofchicagobenefits.org.

HEALTHCARE FSA

A healthcare FSA allows you to set aside pre-tax dollars for qualified health expenses that are not covered by medical,
dental or vision insurance. Qualified expenses include deductibles, co-pays for medical care and prescription medications,
vision services and dental care. The maximum FSA contribution in 2019 is $2,650.

Estimate how much you will likely spend in 2019. Consider what medical, vision and dental expenses you are fairly certain
you will have next year including deductibles, co-pays and co-insurance amounts, as well as any out-of-pocket expenses
for services not covered by the plan (eye laser surgery, dental implants etc). A complete list of healthcare expenses for
FSA reimbursement can be found at www.irs.gov/pub/irs-pdf/p502.pdf.

DEPENDENT CARE FSA

Use pre-tax dollars to pay for care for a dependent child, disabled spouse, elderly parent or other tax dependents.
Qualified expenses include a babysitter, day care, preschool tuition, before and after school care and day camps for
dependents under age 13. Care for other tax dependents who are mentally or physically incapable of caring for themselves
also qualifies for FSA reimbursement. The maximum contribution in a Dependent Care FSA in 2019 is $5,000.

USE IT OR LOSE IT

The IRS requires that any money left in your account at the end of the year will be forfeited. If you enroll in either FSA
for 2019, qualified expenses have to be incurred before March 15, 2020. You will have until March 31, 2020 to submit your
2019 expenses.

If your employment with the City ends before you have used all the money in your FSA, you have until the end of the
annual grace period to submit expenses for FSA reimbursement (for example, March 31, 2020 for expenses incurred
in 2019 If you plan to incur expenses after your employment with the City ends, you must elect to continue FSA
contributions under PHSA/COBRA.

DON'T FORGET TO RE-ENROLL!

You must re-enroll in the FSA each year during Open Enrollment
www.cityofchicagobenefits.org
1-877-299-5111
FSA enrollment cannot be done by ConnectYourCare

New FSA provider: You will continue to submit 2018 claims to PayFlex through March 31, 2019. Claims for
2019 will be processed by ConnectYourCare. More information coming soon.

Plan A effective 1/1/2019. This is a summary of benefits offered to City Employees (excluding Sworn Police Officers below the
rank of Sergeant and Seasonal Employees). The Plan Document and subsequent updates always supersede this summary.
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SPECIAL REMINDERS
PPO-Mandatory Second Opinion Program for Surgeries

A Second Opinion is needed before obtaining some surgeries. You must call Telligen as soon as your doctor
recommends surgery in any of the following areas:

¢ Knee; shoulder; hip; neck; and back
e Gall bladder

e Uterine, Vagina, Cervix

* Weight loss (Gastric Bypass)

There is no charge for the second opinion, you will not be examined and no travel is required. However, you must
give permission for the second opinion provider, Best Doctors, to collect your medical records and test results.

Telligen will first review your proposed surgery for medical necessity and if required, Best Doctors will then
arrange for a specialist to review your doctor’s diagnosis and recommendations. You will receive a confidential,
written report of the second opinion to help you decide how to proceed with treatment. You make the final
decision on whether to have surgery; however, if you do not get the second opinion, you will pay for the full
cost of the surgical procedure. The second opinion requirement is waived if you are admitted to the hospital for
surgery from the emergency room.

Call Telligen at 1-800-373-3727 to begin the second opinion review and out-patient surgery pre-certification
process. If you fail to obtain the required pre-certification, or the second opinion, you will pay for the full cost of
the surgical procedure.

PPO Virtual Doctor’s Visits

PPO members can have a virtual “face-to-face” medical evaluation by a primary care physician using a phone,
tablet or computer with a front facing camera. Claims are submitted directly to Blue Cross Blue Shield and
you pay a $20 copay for the visit. If necessary, prescriptions are sent to a local pharmacy, Value Formulary and
prescription drug copays apply. You must have a valid credit card to be able to use this service. Call Blue Cross
Blue Shield at 1-800-772-6895 for more information.

VOLUNTARY CHARITABLE PAYROLL CONTRIBUTIONS PROGRAM

City employees have the opportunity to extend their generosity to thousands of individuals and families
through the Employee Voluntary Charitable Payroll Contributions Program. Choose up to ten agencies to
receive your contributions from a list of 29 approved Chicagoland area charitable organizations. If you already
participate in the program, you can make changes, discontinue deductions, add new charities or increase
your contributions at any time. For more information, speak to your payroll administrator or download the
Charitable Contribution Allocation form at: http://www.cityofchicago.org/city/en/depts/fin/provdrs/payroll.
html under supporting information, “Charitable Giving”.

ONLINE PAY SLIPS
Sign up for GreenSlips, the City online pay slips program to view direct deposit of your paycheck online. You
can also view and download your W2 tax return as soon as available.

Go to https://greenslips.cityofchicago.org/TransformContentCenter/ and use your employee number to set up
a secure account.

Plan A effective 1/1/2019. This is a summary of benefits offered to City Employees (excluding Sworn Police Officers below the
rank of Sergeant and Seasonal Employees). The Plan Document and subsequent updates always supersede this summary.
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HEALTH CARE CONTRIBUTION RATES FOR 2019

DENTAL & VISION INSURANCE

Union and Non-Union Employees

(Contributions taken as payroll deductions; 24 pay periods each year)

PLAN SINGLE EMPLOYEE+1 FAMILY
DENTAL HMO $0.20 $1.08 $2.78
DENTAL PPO $0.51 $1.02 $2.05
VISION $0.15 $0.30 $0.61

MEDICAL PLAN (HMO & PPO)

ANNUAL SALARY SINGLE EMPLOYEE+1 FAMILY

Up to $30,000 $15.71 $23.88 $27.65

$30,001 and < $89,999

1.2921% of payroll

1.9854% of payroll

2.4765% of payroll

$90,000 to $119,999

+ 24 + 24 +24
Union Employee
$90,000 azd);bove $48.45 $74.45 $92.87
Non Union Employee
' s $48.45 $74.45 $92.87

Non Union Employee
$120,000 and above

1.2921% of payroll

+ 24

1.9854% of payroll
+ 24

2.4765% of payroll
+24

MEDICAL PLAN (HMO & PPO)*

ANNUAL SALARY

SINGLE

EMPLOYEE+1

FAMILY

Up to $30,000

$15.71

$23.88

$27.65

$30,000 to $114,999

2.2921% of payroll
- 24

2.9854% of payroll
+ 24

3.4765% of payroll
+24

$115,000 and above

$109.83

$143.05

$166.58

*For recently ratified collective bargaining agreements.

Plan A effective 1/1/2019. This is a summary of benefits offered to City Employees (excluding Sworn Police Officers below the
rank of Sergeant and Seasonal Employees). The Plan Document and subsequent updates always supersede this summary.
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HEALTH CARE CONTRIBUTION RATES FOR 2019
CROSSING GUARDS

(Contributions taken as payroll deductions; 18 pay periods each year)

DENTAL & VISION INSURANCE

PLAN SINGLE EMPLOYEE+1 FAMILY
DENTAL HMO $0.27 $1.08 $2.78
DENTAL PPO $0.68 $1.36 $2.73
VISION $0.20 $0.40 $0.81

MEDICAL PLAN (HMO & PPO)

ANNUAL SALARY SINGLE EMPLOYEE+1 FAMILY

Up to $30,000 $20.95 $31.84 $36.87

$30,001 and < $89,999 1.2921% of payroll 1.9854% of payroll 2.4765% of payroll
+18 +18 +18

$90,000 and above $64.61 $99.27 $123.83

Plan A effective 1/1/2019. This is a summary of benefits offered to City Employees (excluding Sworn Police Officers below the
rank of Sergeant and Seasonal Employees). The Plan Document and subsequent updates always supersede this summary.
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PPO MONEY SAVINGS

Save by using doctors and hospitals in the PPO Tier 1 network: The PPO gives you freedom to choose
from three different network tiers. You can select doctors and hospitals (providers) from Tier 1 for some of your
care, and use Tier 2 or Tier 3 providers for other services. You pay the lowest deductible and coinsurance when
you use providers in Tier 1. To find a Tier 1 provider, call 1-800-772-6895 or go to www.bcbsil.com/cityofchicago.

Two ways to save on prescription medications: 1) Choose generic medications and pay the lowest copay.
2) Use mail order for long term “maintenance” medications. You will pay more if you don’t use mail order for long
term medications after the 3rd fill. Just call 1-866-748-0028 and ask CVS Caremark to contact your doctor for a
new prescription to be processed through mail order.

Save on lab tests - use a free-standing lab: Get your lab tests paid in full by using a free-standing lab (such
as a Quest lab) which is not affiliated with a hospital. Even if your doctor already has an arrangement with Quest,
ask for a lab order for tests to be done at a Quest facility. Take this paperwork to the Quest lab and test results
will be sent directly to your doctor. Call 1-866-697-8378 to find the location of a Quest lab near you, or go to
www.Questdiagnostics.com.

Save on scans - use a free-standing imaging center: Scans are covered in full if done at a free-standing imaging
center. When your doctor orders an MRI, CT, or PET scan, call Telligen at 1-800-373-3727 to pre-certify the test
and locate a free-standing imaging center near you.

Pregnant? Earn a $100 incentive: Enroll in a free, confidential maternity management program designed
to encourage a healthy baby by providing telephone support for moms-to-be. To qualify for the $100 incentive,
call Telligen (1-800-373-3727) to enroll and complete at least eight doctors’ visits during the pregnancy.

Plan A effective 1/1/2019. This is a summary of benefits offered to City Employees (excluding Sworn Police Officers below the
rank of Sergeant and Seasonal Employees). The Plan Document and subsequent updates always supersede this summary.
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BLUE CHOICE OPTIONS MEDICAL PPO-PLAN A

Blue Choice OPT Blue Cross PPO Out-of-Network
Tier 1 Tier 2 Tier 3

Annual Deductible Individual $300 $350 $1,500

Family $900 $1,050 $3,000
Out-of-Pocket Limit Individual $1,000 $1,500 $3,500

Family $2,000 $3,000 $7,000
PREVENTIVE CARE YOU PAY YOU PAY YOU PAY
Routine checkups & routine lab work for N
adults & children; well-baby care; well- $0 copay . $0 copay . ;\lo covera?e out-of-network
women visits; mammograms; PSA; No deductible No deductible or preventive care

colonoscopies, hearing screenings

OFFICE VISITS

Primary Care Physician, lab work,

x-rays, allergy shots, $20| copi;ly joe§gwlot $25|copa;|y joe§k)rwlot 40% PPO allowed rate
Mental health and substance abuse apply to deductible apply to deductible after out-of-network deduct-
counseling ible plus balance billed by
Specialist Physician $30 copay does not $35 copay does not provider

And Chiropractic Care (visit limits) apply to deductible apply to deductible

OUTPATIENT SERVICES*

Outpatient surgery MRI, PET 10% 25% 40% PPO allowed rate
& CT scan* plus balance
HOSPITAL SERVICES*

Hospital stay* including inpatient 10% 25% 40% PPO allowed rate
surgery plus balance

EMERGENCY ROOM CARE

Emergency Room $150 co-pay waived if admitted

Emergency Room Treatment 10%

Ambulance emergency care 10% of PPO allowed rate

Inpatient hospitalization* 10% 40% PPO allowed rate

Outpatient therapy*
ALTERNATIVES TO HOSPITAL CARE*

Skilled nursing facility* ) 10%
Home health care*, Hospice care*

plus balance

40% PPO allowed rate
plus balance

MATERNITY SERVICES

Maternity management program No charge plus $100 cash incentive

Pre and post natal doctor visits $20 copay (first visit) $25 copay (first visit) 40% PPO allowed rate
Delivery and hospital stay* 10% 25% plus balance

Physical therapy* 10% 25% 40% PPO allowed rate
Occupational and speech therapy* $20 copay $20 copay plus balance

DME*: Oral Surgery; 10% 25% 40% PPO allowed rate
Ambulance transport between hospitals* plus balance

*Care must be pre-certified by calling Telligen at 1-800-373-3727. See the next page.

Plan A effective 1/1/2019. This is a summary of benefits offered to City Employees (excluding Sworn Police Officers below the
rank of Sergeant and Seasonal Employees). The Plan Document and subsequent updates always supersede this summary.
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CERTAIN PPO SERVICES NEED TO BE PRE-CERTIFIED

Telligen, the PPO medical advisor, needs to pre-certify the services listed below. There is a $1,000 penalty if Telligen is not contacted
in a timely fashion in the event of a hospitalization. This $1,000 penalty does not go towards the deductible or get counted in the
out-of-pocket maximum. Telligen’s phone number is 1-800-373-3727. This number is also on the back of the PPO ID card.

When To Call Telligen at 1-800-373-3727

HOSPITAL ($1,000 penalty if Telligen is not called)

Any inpatient stay in the hospital for medical, surgical,
maternity, mental health or substance abuse care.

Call before elective admission or within two business
days of an emergency admission.

Hospital outpatient treatment for mental health and substance
abuse

Call before the treatment begins.

AMBULANCE

When ambulance is used for transfer between hospitals or to
hospital in a non-emergency situation

Call before the transfer is arranged.

SURGERY

Organ transplant surgery
Bariatric surgery

Must be done at a
Blue Distinction Center

Gender reassignment surgery

Call before surgery is scheduled.

Inpatient and out-patient surgery for
hips; back; neck; gall bladder; uterine, bariatric

Outpatient surgery for knees

MEDICAL EQUIPMENT

Second Opinion review required.
Call before surgery is scheduled to begin the man-

datory second opinion process. Plan pays nothing if
second opinion or pre-certification not obtained.

DME (durable medical equipment)
OUTPATIENT THERAPY

Call before equipment is ordered if more than $500 for
each item.

Mental health & substance abuse outpatient therapy/
counseling

Call after a combined total of 7 sessions from one or
more providers. Call each year if care is on-going.

Occupational and speech therapy

Call after the 10th session each calendar year from one
or more providers. Call each year if care is on-going.

Physical therapy
DIAGNOSTIC TESTS

Call after the 7th visit. Call each year if care is ongoing.

MRI, PET & CT scans

OTHER SERVICES

Call before test is done. Covered 100% if pre-certified
and done at a free standing facility. Deductibles and
co-insurance amounts apply if pre-certified and done
at a hospital facility or billed by a hospital.

Home health care

Call before services start.

Skilled nursing facility

Call before being admitted.

Sleep Study, Hospice, Infertility treatment, Non-surgical
transplants, Other gender reassignment services

Call before services start.

Plan A effective 1/1/2019. This is a summary of benefits offered to City Employees (excluding Sworn Police Officers below the
rank of Sergeant and Seasonal Employees). The Plan Document and subsequent updates always supersede this summary.
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PPO PRESCRIPTION DRUG PROGRAM
Administered by CVS Caremark

PPO PRESCRIPTION MEDICATIONS YOU PAY

RETAIL - Short term medications Generic $10 copay

If purchased at a participating retail pharmacy 34 day supply Preferred formulary brand name $30 copay
or 100 units whichever is less. Non-preferred brand name $45 copay
RETAIL - Maintenance or long term medications Generic $20 copay

The 4th fill and any additional refills Preferred formulary brand name $60 copay
34 day supply or 100 units, whichever is less. Non-preferred brand name $90 copay
MAIL ORDER - Long term medications for chronic Generic $20 copay

conditions Preferred formulary brand name $60 copay
90 day supply

To get medications through the mail, send your doctor’s
prescriptions to:

CVS Caremark
P.O. Box 94467
Palatine, IL 60094-4467

Call Caremark or visit its website for more information about
mail order.

Generic birth control $0 copay
Smoking Cessation medications

*,
Annual Rx Deductible $35 per household

VALUE FORMULARY

Your plan has adopted the Value Formulary to encourage use of generics. Prescriptions not on the Value Formulary list will
be denied coverage at the pharmacy and the pharmacist will then ask your physician to substitute a Value Formulary drug.

If your physician does not agree to change the prescription, your physician must request an exception from CVS
Caremark by submitting clinical information for prior authorization. An approval or a denial will be faxed to your
physician and mailed to your home address. Call CVS Caremark or visit the website for information about the prior
authorization process and the list of Value Formulary drugs.

*$35 annual Rx deductible may vary based on collective bargaining agreement.

www.caremark.com
1-866-748-0028

Plan A effective 1/1/2019. This is a summary of benefits offered to City Employees (excluding Sworn Police Officers below the
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BLUE ADVANTAGE HMO*

— A Blue Cross HMO

If care is pre-approved by your HMO

primary care physician (PCP)

YOU PAY

DOCTORS VISITS

Primary Care Physician

$25 copay

Specialists

$35 copay when approved by PCP

Pre-natal visits

$25 copay first visit

HOSPITAL (all hospital services must be approved by PCP)

Inpatient admission

$20 copay

Surgery (inpatient & outpatient)

$20 copay

Maternity delivery
Care in the hospital for mother & baby

PREVENTIVE SERVICES

Routine checkups for adults & children; well- baby care;
well-women visits; mammograms; DRE & PSA; colonoscopies,
hearing tests

EMERGENCY SERVICES (see next page for emergency cover

Emergency room treatment - life threatening

$0 after $20 hospital copay

$0 copay

age information)

$150 copay (waived if admitted)

Ambulance - life threatening

You pay $0

MENTAL HEALTH & SUBSTANCE ABUSE (must be pre-appro
Outpatient therapy

ved by PCP)

$25 copay

Inpatient care

$20 copay each admission

OUTPATIENT REHAB THERAPY (must be pre-approved by PCP)

Physical, speech and occupational therapy

OTHER SERVICES (all other services must be pre-approved b

$0 copay
Limit of 60 visits combined each calendar year

y PCP)

Skilled nursing facility

$0 Limited to 120 days a year

Durable Medical Equipment (DME)
Hospice

Home health care

Ambulance transport between hospitals

$0

*HMO enrollment is available at the first open enroliment followi

ng 18 months of full-time City employment.

www.bcbsil.com/cityofchicago
1-800-730-8504

Plan A effective 1/1/2019. This is a summary of benefits offered to City Employees (excluding Sworn Police Officers below the
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HMO EMERGENCY CARE

The Blue Advantage HMO covers life threatening medical emergencies. It also covers care for acute medical problems

when pre-approved by your primary care physician (PCP).

What is a medical emergency?

A life threatening medical emergency is the sudden and unexpected onset of a potentially dangerous situation which, if
not treated immediately, could jeopardize your health. Such conditions are also severe and sudden in onset.

EMERGENCY ROOM TREATMENT

Go to the nearest emergency room in the event of a life
threatening emergency

You pay $150 copay — waived if admitted

If possible, contact your PCP before seeking
emergency care. (Your PCP is available 24 hours a day,
seven days a week.) In a life threatening emergency,
call 911 and contact your PCP within 48 hours
following emergency care.

AMBULANCE

For life threatening medical emergencies

You pay $0

TREATMENT IN PCP OFFICE

For acute medical problems which are not life threatening

You pay $25 copay if care is given in your PCP’s office.
Call your PCP’s emergency number on the back of your
Blue Advantage HMO ID card. A doctor or nurse will
evaluate the problem and give instructions on where
to go for medical care.

URGENT MEDICAL CARE AWAY FROM HOME

For treatment for unexpected illness and injury when travel-

ling outside the Chicagoland area contact your PCP.

Call the toll-free emergency number on the back of
your Blue Advantage HMO ID card.

If you or a covered dependent is away from home for
more than 90 days, guest membership is provided at
affiliate HMOs. Copays maybe different.

*HMO enrollment is available at the first open enrollment following 18 months of full-time City employment.

www.bcbsil/cityofchicago
1-800-730-8504

Plan A effective 1/1/2019. This is a summary of benefits offered to City Employees (excluding Sworn Police Officers below the
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HMO PRESCRIPTION DRUG PROGRAM
Administered by CVS Caremark

HMO PRESCRIPTION MEDICATIONS YOU PAY

RETAIL - Short term medications

If purchased at a participating retail pharmacy
34 day supply or 100 units whichever is less

Generic $10 copay
Preferred brand name $30 copay*
Non-preferred brand name $45 copay*

RETAIL - Maintenance or long term medications

The 4th fill and any additional refills
34 day supply or 100 units, whichever is less.

Generic $20 copay

Preferred brand name $60 coqpay*
Non-preferred brand name $90 copay*

MAIL ORDER

Long term and maintenance medications for chronic
conditions

90 day supply

To order medications through the mail, send your doctor’s
prescription to:

CVS Caremark
P.O. Box 94467
Palatine, IL 60094-4467

Call Caremark or visit their website for more information
about mail order.

Generic $20 copay
Preferred brand name $60 copay*

Oral Contraceptives (generic or brand)*

Generic $0 copay

Preferred brand name $30 copay*
Non-preferred brand name $45 copay*

Smoking cessation medications

Certain generic medications $0 copay

Annual Rx Deductible

**$35 per household

*If the member chooses brand when generic is available, member pays the cost difference between the brand and the

generic drug PLUS the generic co-pay.

**$35 annual Rx deductible may vary based on collective bargaining agreement.

www.caremark.com
1-866-748-0028

Plan A effective 1/1/2019. This is a summary of benefits offered to City Employees (excluding Sworn Police Officers below the
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DENTAL PROGRAM
Administered by Blue Cross Blue Shield of lllinois (BCBS)

Enroliment in the dental plan is available after one calendar year of full-time employment. Separate contributions for
dental coverage will be taken as payroll deductions. No action is needed if you want to continue your same dental

coverage in 2019.

If you want to add or drop dental coverage or change dental plans for 2019, visit www.cityofchicagobenefits.org or call
the Benefits Service Center 1-877-299-5111 during open enrollment.

BLUE CARE DENTAL PPO & HMO BENEFITS

PPO In-Network

PPO Out-of-Network

HMO In-Network*

Preventive

(Two visits each year)
Oral exams
Cleanings

X-Rays

$10 copay

No deductible for
preventive services

20% of PPO allowable
amount plus balance of
billed charges

No deductible for pre-
ventative services

$10 copay for each
preventative visit

No deductible in the HMO

Annual deductible

(amount each member pays first before

plan pays benefits) $100 $200 No deductible

Annual limit

(maximum amount a member receives

in dental coverage each year after $1 ,500 $1 ,500 No annual limit

deductible has been paid)

Restorative 20% 50% of PPO allowed Copays of various amounts

Endodontics 20% Emo;nthplus balance of (for information about co-pay

illed charges " .

Periodontics Surgery 20% 9 amounts V|5|t.www.bcb5||.
40% com/cityofchicago or call

Oral Surgery ° 1-855- 557-5487)

Crowns 40% Plan pays 100% after co-pay

Orthodontics Not covered Not covered Covered for children of sworn

police and uniformed firefighters
up to age 25 with $1,800 copay.
Coverage limited to age 19 for all
others with $1,800 copay. Not
covered for employee or spouse

*There is no coverage out-of-network in the Dental HMO. You must use dentists who participate in the Dental HMO.
For up-to-date information about HMO dentists visit the dental program website or call for more information.

www.bcbsil.com/cityofchicago

1-855-557-5487

Plan A effective 1/1/2019. This is a summary of benefits offered to City Employees (excluding Sworn Police Officers below the
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VISION PROGRAM

You pay separate contributions for vision coverage which will be taken as payroll deductions. No action is needed
if you want to continue your same vision coverage in 2019. If you want to drop vision coverage for 2019, visit
www.cityofchicagobenefits.org or call the Benefits Service Center 1-877-299-5111 during open enrollment.

The Vision Program is administered by Davis Vision and covers routine eye exams, as well as prescription eyeglasses or
contact lenses. How much the plan pays depends on the type of services or eye-wear you choose, and which vision retail store
you use.

You get the most value from your vision benefits when you use a provider in the Davis Vision network. To locate Davis Vision
providers visit www.DavisVision.com or call 1-888-456-8758.

The Vision Program does not issue ID cards. Your Blue Cross ID or a state ID card will be used to verify coverage in the Davis
Vision plan.

DAVIS VISION CARE BENEFITS

In-Network Out-of--Network

You Pay You Pay

Routine Eye Exam (One exam $0 Balance over $35
every 12 months) based on last
date of service

Frames $0 for frames from Davis Balance over $50
One pair every 12 months Vision collection:

® Or balance over the $110 allowance
for frames at Vision-works stores*

® Or balance over the $50 allowance
for frames at other in-net-work stores

Lenses-single vision $0 one set every 12 months Balance over $35
Scratch Coatings $0 Copays
Special lenses and other Visit www.davisvision.com or call
coatings 1-888-456-8758 for specific copay
amounts.
Contact lenses (in lieu of glasses) | Once every 12 months: Balance over $105.

e Davis vision collection: $0 for 4
multipacks or 8 boxes.

e Other disposables: Balance over $105

* Visit the DavisVision website or call 1-888-456-8758 to locate a Visionworks store

www.davisvision.com
1-888-456-8758
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Chicago Lives Healthy WELLNESS PROGRAM FOR 2019

Chicago Lives Healthy is a comprehensive wellness program for covered employees and covered spouses/domestic
partners/civil union partner. The program combines the latest science around Biometric Screenings and WellBeing
Assessments (WBS) with effective tools, resources and coaching services to empower people to adopt healthier
lifestyle habits.

PROGRAM ENROLLMENT

You will be automatically enrolled in the Chicago Lives Healthy wellness program starting on January 1, 2019 if you:
* are a City employee who was covered by a City medical plan as of November 1, 2018; or

e are the covered spouse/domestic partner/civil union partner of a City employee and you are covered as a
dependent in a City medical plan as of November 1, 2018; or

e returned to work from a leave of absence and your medical coverage was reinstated on or before November 1,
2018.

About Biometric Screenings in the 2019 benefit year: Most employees will NOT need to complete a biometric
screening in 2019. Personalized letters outlining your enrollment steps and program requirements will be sent to each
participant who is automatically enrolled in the Chicago Lives Healthy wellness program. Follow the instructions in
your letter, not your spouse’s letter.

OPTING OUT OF THE CHICAGO LIVES HEALTHY WELLNESS PROGRAM

If you or your covered spouse/domestic partner/civil union partner choose not to participate in the Chicago Lives
Healthy wellness program, you can select “NO" during open enrollment and opt out of the wellness program. If you
select “NO" for yourself or your covered spouse/domestic partner/civil union partner you will pay a $50 per
non-participant increase in your monthly employee healthcare contributions for the 2019 benefit year. Increased
medical contributions for those who opt out of the wellness program will begin with the first pay period of January 2019.

WAIVER OF ENROLLMENT FROM THE CHICAGO LIVES HEALTHY WELLNESS PROGRAM

If you and/or your covered spouse/domestic partner/civil union partner have a medical condition or illness that prevents
you from participating in the Chicago Lives Healthy wellness program, you must submit a waiver of enrollment form
completed by your doctor. You must submit an updated waiver of enrollment form each benefit year

Please send in a written request for a waiver of enrollment form. All waiver of enrollment forms should be completed
by your doctor and returned no later than December 3, 2018. Send your requests to:

Wellness Administrator
Chicago Benefits Office
333 South State Street-Room 400
Chicago, IL 60604-3978

Look for more Chicago Lives Healthy wellness program information to arrive at your home address on file
with the City of Chicago in December 2018 and January 2019.

Plan A effective 1/1/2019. This is a summary of benefits offered to City Employees (excluding Sworn Police Officers below the
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PROTECT YOUR-FUTURE INCOME FOR YOU AND YOUR LOVED ONES

The City at no cost to you, provides basic term life insurance. You have an opportunity to buy more coverage through
the City’s group insurance policy. You may contact the insurance providers at any time to learn more.

BASIC TERM LIFE INSURANCE: (MetLife www.metlife.com/mybenefits or 1-866-492-6983)

As a City employee, you automatically receive $25,000 of free basic life insurance which pays in the event of your
death and/or for certain accidental losses. When your employment with the City ends, you can continue this basic life
insurance by paying premiums directly to MetLife.

OPTIONAL TERM LIFE INSURANCE: (MetLife www.metlife.com/mybenefits or 1-866-492-6983)

During open enrollment you may increase the amount of life insurance for yourself or buy coverage for your eligible
dependents. You will pay the cost through payroll deductions. Proof of good health may be required.
Please note:

® Increasing the amount of insurance (1x to 10x your annual earnings, up to $1.5 million) will require proof of good
health.

e Buy insurance for a spouse or civil union partner for $10,000, $25,000 or $50,000 of coverage (limits apply)

e Enroll children from birth to age 25 for $5,000 to $10,000 in coverage (one rate covers all your children and no
proof of good health is required)

VOLUNTARY PERMANENT LIFE INSURANCE: (Texas Life (formerly MetLife)www.empben.com/CityofChicagoUL/or
1-800-638-6855)

Permanent life insurance also provides a death benefit. Sign up during the open enrollment period and/or apply for
coverage for your dependents. (Proof of good health is required satisfactory to Texas Life.)

LONG TERM DISABILITY: (Prudential www.prudential.com 1-800-778-3827)

The LTD is designed to provide you a monthly cash payment in the event you cannot work because of an illness or
injury. Your premium is deducted from your paycheck Proof of good health may be required when you sign up during
open enrollment. Note: If you are a new City Employee hired on or after April 1, 2018, you were automatically enrolled
in the Long Term Disability (LTD) Plan. You may opt out of the benefit by contacting Prudential directly.

DEFERRED COMPENSATION: (Nationwide www.chicagodeferredcomp.com 1-855-457-2489 or 1-877-677-3678). The
City offers a tax deferred compensation plan that allows employees to put aside money from each paycheck toward
retirement. A deferred compensation plan can supplement your pension and help increase your retirement income.
You can enroll in the Deferred Compensation program at any time.

VOLUNTARY SUPPLEMENTAL INSURANCE

Employees will have the opportunity to purchase voluntary supplemental insurance through payroll deduction.
Voluntary Supplemental Insurance will be sold by two insurers:

e Combined Insurance Company 1-888-870-3382
* Aflac Insurance Company 1-888-382-3522

Plan A effective 1/1/2019. This is a summary of benefits offered to City Employees (excluding Sworn Police Officers below the
rank of Sergeant and Seasonal Employees). The Plan Document and subsequent updates always supersede this summary.
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Each insurer is authorized to enroll you in one of three supplemental insurance products:

e Hospital Indemnity Insurance pays a fixed dollar amount if you are hospitalized

e Accidental Injury Insurance pays a fixed dollar amount for certain medical and other services if you
are injured in a non-work accident

e Critical Care insurance pays a fixed dollar amount if you become ill with a specified critical diagnosis

Employees should carefully consider which of the optional products the City offers best meets their needs for
life insurance, disability insurance, medical and dental care and now supplemental insurance through payroll
deduction.

Detailed information about these products is available directly from the insurers at the numbers listed above.
Ad(ditional information will be sent to your home by the insurers. The City of Chicago Benefits Office does not
provide advice regarding these insurance products.

Plan A effective 1/1/2019. This is a summary of benefits offered to City Employees (excluding Sworn Police Officers below the
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BE HONEST!

A REMINDER ABOUT FRAUD

Any kind of fraud on the City of Chicago’s benefit plans may result in adverse consequences to an employee and
dependent, for example:

* Failure to notify the City Benefits Service Center of an event that would cause coverage to end, e.g. divorce

* Misrepresentation by the employee or dependent regarding the initial eligibility, for example, the dependent’s age, or
that the dependent is not a legal dependent of the employee

® Any attempt to assign or transfer coverage to someone else (e.g. letting another person use your Plan ID card)
y P 9 g g 9 P Yy

The employee will be required to pay for any claims and all administrative costs that were incurred fraudulently. This may
result in coverage being terminated for the employee and action by the City to collect any money paid. The City may
also discipline the employee, up to and including termination.

DIVORCED SPOUSE’'S HEALTH COVERAGE:

If an employee becomes divorced, he/she must follow the procedure outlined in the City’s Plan document available at
www.cityofchicagobenefits.org:

Notify the Benefits Service Center within 30 days of the date of the divorce and bring the certified divorce
decree to the Chicago Benefits Office within 60 days.

Failure to comply with the procedure will result in the employee being held liable for any healthcare claims and related
expenses incurred by the participant and the ex-spouse as of the date of the divorce.

You must call the Benefits Service Center to notify the City of the divorce at 1-877-299-5111 and take the original certified
divorce decree to:

Chicago Benefits Office
333 South State Street
Room 400

Chicago, IL 60604-3978

(Open Monday thru Friday, 8:30 a.m. to 4:30 p.m.)

Plan A effective 1/1/2019. This is a summary of benefits offered to City Employees (excluding Sworn Police Officers below the
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QUESTIONS? WANT TO LEARN MORE?

Visit a Benefits Information Fair and speak directly with representatives from the Chicago Benefits Office, Blue Cross (HMO
and PPO), Blue Care Dental (HMO & PPO), Telligen medical advisor, CVS Caremark prescription drug program, Davis
Vision Plan, ConnectYourCare, Prudential, MetLife, Nationwide deferred compensation program, Texas Life insurance,
Combined and Aflac Voluntary Supplemental Insurance.

Wednesday

October 10, 2018

Thursday

October 11, 2018

Wednesday
October 17, 2018

Thursday
October 18, 2018

Wednesday
October 24, 2018

Thursday
October 25, 2018

Monday
October 29, 2018

Tuesday
October 30, 2018

10:00 AM - 3:30 PM

10:00 AM - 3:30 PM

10:00 AM - 3:30 PM

10:00 AM - 3:30 PM

10:00 AM - 3:30 PM

10:00 AM - 3:30 PM

10:00 AM - 3:30 PM

10:00 AM - 3:30 PM

City Hall

DePaul Center

Public Safety
Headquarters

Family and Support
Services

Midway Airport
AMC Building

O’Hare Airport
Department of
Aviation

2FM Building

2FM Building

121 N. LaSalle St.
(11th Floor)

333 S. State St.
(4th Floor)

3510 S. Michigan Ave.
(1st Floor)

1615 W. Chicago Ave.
(2nd Floor)

6201 S. Laramie St.
(1st Floor)

10510 W. Zemke Blvd.

900 E. 103rd St.

1869 W. Pershing Rd.

Benefits Information Fairs are for current employees and their spouses/civil union
partners/domestic partners to learn more about healthcare and other benefits related
to the annual open enrollment process.
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BLUE CROSS BLUE SHIELD ONLINE

Check the status of your claims, request new ID cards, download an image of your ID card onto your phone, and
find providers in the City of Chicago’s PPO and Blue Advantage HMO plans.

To register: locate your group number and member ID number on your Blue Cross Blue Shield card. Then
go to the website www.bcbsil.com/cityofchicago and click “Register Now" and follow the prompts to create a
username and password.

BLUE 365 DISCOUNT PROGRAM www.blue365deals.com

A program offered by Blue Cross Blue Shield of lllinois to HMO and PPO members. Save money on health
care products and services that are not covered by the City of Chicago’s medical plans. Get discounts from
top national and local retailers on fitness gear, gym memberships, family activities and healthy eating options.
Examples include Reebok shoes, Life Time Fitness memberships, Procter and Gamble dental products and
TruHearing services. Register to receive weekly featured deals which offer additional discounts for a short period
of time. There are no claims to file.

Blue Access For Members (BAM)

Get information about your health benefits, anytime, anywhere. Use your computer, phone or tablet to access
the Blue Cross Blue Shield of Illinois secure member website, Blue Access for Members (BAM). With BAM, you
can:

e Check the status or history of a claim

e View or print Explanation of Benefits statements

® L ocate a doctor or hospital in your plan’s network

e Find Spanish-speaking providers

® Request a new ID card — or print a temporary one

e Visit Health Care School to see articles and videos to help you make the most of your benefits

Plan A effective 1/1/2019. This is a summary of benefits offered to City Employees (excluding Sworn Police Officers below the
rank of Sergeant and Seasonal Employees). The Plan Document and subsequent updates always supersede this summary.
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2019 IMPORTANT WEBSITES AND PHONE NUMBERS

SERVICE PROVIDER

City of Chicago Benefits Service
Center

WEBSITE

www.cityofchicagobenefits.org

PHONE NUMBER

1-877-299-5111

Medical PPO

Blue Cross Blue Shield of lllinois
CVS Caremark

Telligen medical plan advisor
Best Doctors

Comprehensive Physician Care

www.bcbsil.com/cityofchicago
www.caremark.com
www.telligen.qualitrac.com

1-800-772-6895
1-866-748-0028
1-800-373-3727
1-866-904-0910
1-773-702-0781

Medical HMO

Blue Advantage HMO
CVS Caremark

www.bcbsil.com/cityofchicago
www.caremark.com

1-800-730-8504
1-866-748-0028

BlueCare Dental
Dental PPO and HMO

www.bcbsil.com/cityofchicago

1-855-557-5487

Davis Vision

www.davisvision.com

1-888-456-8758

Quest Diagnostics

www.guestdiagnostics.com

1-866-697-8378

PayFlex (2018 claims) Flexible
Spending Account (FSA)

www.HealthHub.com

1-800-284-4885

ConnectYourCare (January 1, 2019)
Flexible Spending Account (FSA)
Dependent Care Account Transit
Benefit

www.connectyourcare.com/cityofchicago

1-833-229-4428

Healthways

www.chicagoliveshealthy.com

1-866-556-7671

MetLife
Basic term life insurance
Optional life insurance

www.metlife.com/mybenefits

1-866-492-6983

Prudential
Long term disability

www.prudential.com

1-800-778-3827

Texas Life
Universal permanent life insurance

www.empben.com/CityofChicagoUL/

1-800-638-6855

Nationwide Retirement Services

www.chicagodeferredcomp.com

1-877-677-3678

Voluntary Supplemental Insurance
Combined
Aflac

1-888-870-3382
1-888-382-3522

Plan A effective 1/1/2019. This is a summary of benefits offered to City Employees (excluding Sworn Police Officers below the
rank of Sergeant and Seasonal Employees). The Plan Document and subsequent updates always supersede this summary.
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2019 IMPORTANT WEBSITES AND PHONE NUMBERS

SERVICE PROVIDER WEBSITE PHONE NUMBER
Firemen'’s Annuity and Benefit Fund www.fabf.org 1-312-726-5823

of Chicago

Policemen’s Annuity and Benefit Fund www.chipabf.org 1-312-744-3891

of Chicago

Municipal Employees’ Annuity and www.meabf.org 1-312-236-4700
Benefit Fund of Chicago

Laborers’ and Retirement Board

Employees’ Annuity and Benefit www.labfchicago.org 1-312-236-2065
Fund of Chicago

Plan A effective 1/1/2019. This is a summary of benefits offered to City Employees (excluding Sworn Police Officers below the
rank of Sergeant and Seasonal Employees). The Plan Document and subsequent updates always supersede this summary.
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LEGAL NOTICES

CITY OF CHICAGO
MEDICAL PPO PLANS ("MEDICAL PLANS")

NOTICE TO ENROLLEES OF MENTAL HEALTH PARITY AND
ADDICTION EQUITY ACT EXEMPTION FOR 2019

Generally, group health plans sponsored by state and local governmental employers, such as the City of Chicago
(the “City” or “plan sponsor”) must comply with federal law requirements in title XXVII of the Public Health Service
Act, and the amendments thereto set forth in the Mental Health Parity and Addiction Equity Act. However, these
governmental employers are permitted to elect to exempt a plan from all of the requirements listed below for
any part of the plan that is self-funded by the employer rather than provided through a health insurance policy.
The purpose of this Notice is to inform you that the City of Chicago has elected to exempt the City of Chicago
Medical PPO Plans as follows:

1. Protections against having benefits for mental health and substance use disorders be subject to more
restrictions than apply to medical and surgical benefits covered by the plan (sometimes referred to as “mental
health parity requirements”). The plan sponsor has elected to maintain the existing terms and conditions of
the Medical Plans by exempting the Medical Plans from this requirement. Therefore, the City will continue in
place the current requirement that Plan Participants who receive outpatient mental health and substance abuse
treatment by a behavioral health specialist must obtain pre-certification by a Medical Advisor, under the Plans’
Medical Advisor Review Program, after the first seven sessions each year with one or more such providers. This
requirement will continue in effect for the 2019 plan year (beginning January 1, 2019, and ending December 31,
2019), and may be renewed for subsequent plan years pursuant to a subsequent exemption election, unless
modified through the collective bargaining process.

2. Protection against limiting hospital stays in connection with the birth of a child to less than 48 hours for a
vaginal delivery, and 96 hours for a cesarean section. The Medical Plans currently meet this requirement and thus
this requirement will continue to apply under the terms of the Medical Plans without exception.

3. Certain requirements to provide benefits for breast reconstruction after a mastectomy. The Medical Plans
currently meet this requirement and thus this requirement will continue to apply under the terms of the Medical
Plans without exception.

4. Continued coverage for up to one year for a dependent child who is covered as a dependent under the
plan solely based on student status, who takes a medically necessary leave of absence from a postsecondary
educational institution. The Medical Plans no longer use student status and provides an opportunity to elect
coverage to age 26 and thus this requirement currently applies under the terms of the Medical Plans without
exception.

ANNUAL HEALTHCARE REMINDER

As required by the Women’s Health and Cancer Rights Act of 1998, each medical plan offered by the City
of Chicago provides benefits for mastectomy related services including reconstruction and surgery to achieve
symmetry between breasts, as well as prostheses and complications resulting from a mastectomy (including
lymphedema). Contact your PPO or HMO administrator for more information.

Plan A effective 1/1/2019. This is a summary of benefits offered to City Employees (excluding Sworn Police Officers below the
rank of Sergeant and Seasonal Employees). The Plan Document and subsequent updates always supersede this summary.
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WELCOME TO ANNUAL OPEN ENROLLMENT

October 17, 2018 through October 31, 2018
Open Enrollment Changes are Effective January 1, 2019

Open enrollment is the time of year when you can:

v Enroll in or cancel your health insurance
v' Switch medical or dental plans

v Add dependents to your plan (for example a spouse, civil union or same sex domestic
partner, or children)

v Drop dependents from your plan
v" Enroll or re-enroll in a healthcare Flexible Spending Account (FSA)
v" Buy optional life insurance or voluntary long term disability insurance

To make changes, go to the City of Chicago Benefits Services Center website:
www.cityofchicagobenefits.org
Open enrollment changes can also be made over the phone by calling:
Benefits Service Center 1-877-299-5111

Special hours during open enrollment: Monday through Friday 8:00 a.m. until 6:00 p.m.
Special hours Saturday, October 27, 2018 8:00 a.m. until 6:00 p.m.

Enrollment in the Flexible Spending Account (FSA) does not carry over from year to year.
You must re-enroll in an FSA if you want this benefit for 2019.

Enroll online at www.cityofchicagobenefits.org or call the Benefits Service Center

What Is New in 2019
ConnectYourCare is the City’s new vendor for healthcare Flexible Spending Account and transit benefits.
Improvements include:

® One vendor replaces the two existing vendors - one stop shopping!
* You will have the option of a debit card for healthcare flexible spending account.

In the near future you will receive communications regarding the change to ConnectYourCare.

CVS Caremarkis our new vendor for pharmacy benefits in the BCBS HMO, replacing Prime Therapeutics
for the HMO. In the near future you will receive communications regarding the change with instructions
that you or your doctor will need to follow to ensure no interruption in your prescriptions.

CVS Caremark continues to provide pharmacy benefits to PPO enrollees.

Plan B effective 1/1/2019. This is a summary of benefits offered to City of Chicago Sworn Police Officers below the rank of Sergeant
represented by the Fraternal Order of Police. The Plan Document and subsequent updates always supersedes this summary.
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CHECK YOUR BENEFIT COVERAGE SHEET

Your personalized Benefits Coverage Sheet is included with this Guide. The medical, dental and vision
enrollment listed on this Coverage Sheet will remain the same for 2019 unless you make changes during the
open enrollment period which runs October 17, 2018 through October 31, 2018. You must re-enroll in the
healthcare Flexible Spending Account to participate in 2019.

Dependent children who reach the age of 26 are automatically terminated from the City’s health plan on the
last day of the month of his/her birthday. However, if you have a disabled child reaching the age of 26, he/she
may be eligible to continue dependent coverage. Contact the Benefits Service Center at least three months
before your child’s 26th birthday to apply for continued coverage for a disabled dependent child.

Check the personalized Benefits Coverage Sheet to make sure the information is correct for you and your
dependents. Call the Benefits Service Center to update any of this information:

e Name and birthdate.
e Social Security number if marked as “N". If any Social Security number is marked “N"”, you must bring
the original Social Security Card to the Chicago Benefits Office to update your dependent’s record.

Federal law requires Social Security numbers for everyone enrolled in the City’s health plans.

IF YOUR HOME ADDRESS CHANGES

Contact the Police Department’s Human Resources Department to update your address on file with the City.

ENROLLMENT CHANGES DURING THE YEAR

Benefit enrollment changes are allowed throughout the year only if you have a life change event such
as marriage, divorce, birth or adoption of a child or loss of coverage through your spouse. Call the
Benefits Service Center within 30 days of the life change event. If you try to make these changes as an
open enrollment change, the coverage will not go into effect until January 1, 2019. You must provide
documents to prove the life change event within 60 days of the event. Call the Benefits Service Center
for more information.

Please note: Life change events are effective on the event date but open enrollment changes are effective
January 1, 2019. When you call to make a life change event during the open enrollment period, you need
to make sure that you explain that you are calling about a life change event and ask for the benefits to
be effective on the event date.

Plan B effective 1/1/2019. This is a summary of benefits offered to City of Chicago Sworn Police Officers below the rank of Sergeant
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INSTRUCTIONS ON HOW TO ACCESS
www.cityofchicagobenefits PORTAL

Step 1: Employee ID Number

In order to create an online account, you will need your eight digit employee ID number.
Where to find your employee ID number?
Look on the upper left of your paystub where it says PAYEE/EMPLOYEE NUMBER. That's it.

This is not your Kronos number, the number you use for City computer access, or your payroll number.
Step 2: Add Zeroes

For online open enrollment, your employee ID number needs to be eight digits long. Simply add zeroes at the
front to make it eight numbers. Examples: 5432 becomes 00005432 and 1234567 becomes 01234567.

Please keep this number for future use.
Step 3: Create Online Account

If you plan to enroll online, go to: www.cityofchicagobenefits.org to create your open enrollment username and
password to make sure you can get into the system. If you already have an online account, you can test it to
ensure it works.

If you've forgotten your username, click “Forgot Your User Name"” and enter your eight digit employee
ID number. Follow the prompts to get your new username. If you've forgotten your password, click
“Forgot Your Password” then enter your username and follow the prompts. If you've forgotten both, get
your username first. If you've never used the system, click “First Time Logging In” and follow the prompts.

Step 4: Enrollment
e Select benefits to enroll
e Choose coverage: Single, Employee + One, Family
e Enroll or re-enroll in the healthcare Flexible Spending Account (FSA) for 2019

Once you have made your enrollment selections ensure you click “submit” on the final screen.
Step 5: Write it Down

Keep your username and password; you need them to use the online open enrollment system.

Plan B effective 1/1/2019. This is a summary of benefits offered to City of Chicago Sworn Police Officers below the rank of Sergeant
represented by the Fraternal Order of Police. The Plan Document and subsequent updates always supersedes this summary.
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ADDING A DEPENDENT DURING OPEN ENROLLMENT?

STEP ONE - Enroll your dependents. Enroll your spouse, civil union partner, same sex domestic
partner, and children during the open enrollment period online or by phone.

STEP TWO - Provide original documents to prove they are your legal dependents.
Submit your dependents documents as soon as possible. Your dependents will not have medical,

vision or dental coverage, effective January 1, 2019 if you fail to submit the required documentation
by December 6, 2018.

If you are adding dependents, you must provide the required documents for coverage to begin.

Deadline: If you submit your documents by close of business Thursday, December 6, 2018 coverage
will be reflected on January 1, 2019. For example, if your dependents seek medical care on January
1, 2019, your healthcare service provider will be able to verify coverage online. Please submit your
documents to the Chicago Benefits Office by this deadline to properly reflect coverage by the January
1st effective date. We encourage you to submit your documents right away to avoid the last
minute rush.

Grace Period. If you fail to submit your documents by Thursday, December 6, 2018, you may submit
documents through Thursday, January 31, 2019. Your failure to timely submit documents may result in
delayed coverage.

If you fail to submit documentation by the end of the grace period on January 31, 2019, you will
be required to wait until the next open enrollment period to enroll your dependents.

Bring certified documents and your dependent’s social security card to:

Chicago Benefits Office
333 South State Street/Room 400
Chicago, IL 60604-3978

Office hours are Monday through Friday 8:30 a.m. — 4:30 p.m.

Your original certified documents will be copied and returned to you.
Documents required are:

Spouse - certified marriage certificate and spouse’s social security card
Child - certified birth certificate and child’s social security card
Civil Union — certified certificate and partner’s social security card

Plan B effective 1/1/2019. This is a summary of benefits offered to City of Chicago Sworn Police Officers below the rank of Sergeant
represented by the Fraternal Order of Police. The Plan Document and subsequent updates always supersedes this summary.

4 Page 41 Agency Exhibits Spec CBO 2019-01 City of Chicago Page 40



It should be noted that:

e |fhealthcare services were received by your dependents during the grace period, and your medical
provider submitted claims that were not paid because the required documents deadline of
December 6, 2018 was missed, those claims will be reprocessed retroactive to January 1, 2019
if the required enrollment documents are received by the Chicago Benefits Office by close of
business January 31, 2019.

® Your medical provider may need to resubmit claims.

e Alternatively, if you paid out of pocket for healthcare services during the grace period, you may
need to submit paper claims.

To avoid inconvenience, and to ensure your dependent’s new coverage is reflected at the time of
service, submit your documents to the Chicago Benefits Office by Thursday, December 6, 2018.

IMPORTANT NOTICE: If an employee or dependent gives false information, or if the dependent is
not a legal dependent of the employee, the City will take action to collect any money paid to cover
healthcare expenses related to the fraud and/or report the fraud to the appropriate authority.

DO NOT WAIT UNTIL THE LAST MINUTE

Plan B effective 1/1/2019. This is a summary of benefits offered to City of Chicago Sworn Police Officers below the rank of Sergeant
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ENROLL OR RE-ENROLL IN A FLEXIBLE SPENDING ACCOUNT (FSA)

Flexible Spending Accounts (FSA) may save you money by reducing your income taxes. An FSA allows you to have
money deducted from your paycheck before your federal and Social Security taxes are calculated. Your FSA contributions
are automatically tracked in a special FSA account administered by ConnectYourCare. You can choose to have FSA
reimbursement checks mailed to you or deposited directly into your bank account. You will have the option for a debit card
for healthcare flexible spending account.

FSA contributions are spread over the year and taken out each paycheck. After you decide how much you want to put aside
in an FSA, call the Benefits Service Center to enroll (1-877-299-5111) or enroll at www.cityofchicagobenefits.org

HEALTHCARE FSA

A healthcare FSA allows you to set aside pre-tax dollars for qualified health expenses that are not covered by medical,
dental or vision insurance. Qualified expenses include deductibles, co-pays for medical care and prescription medications,
vision services and dental care. The maximum FSA contribution in 2019 is $2,650.

Estimate how much you will likely spend in 2019. Consider what medical, vision and dental expenses you are fairly certain
you will have next year including deductibles, co-pays and co-insurance amounts, as well as any out-of-pocket expenses for

services not covered by the plan (eye laser surgery, dental implants etc). A complete list of health care expenses for FSA
reimbursement can be found at www.irs.gov/pub/irs-pdf/p502.pdf.

USE IT OR LOSE IT

The IRS requires that any money left in your account at the end of the year will be forfeited. If you enroll in an FSA for
2019, qualified expenses have to be incurred before March 15, 2020. You will have until March 31, 2020 to submit your 2019
expenses.

If your employment with the City ends before you have used all the money in your FSA, you have until the end of the annual
grace period to submit expenses for FSA reimbursement (for example, March 31, 2020 for expenses incurred in 2019). If

you plan to incur expenses after your employment with the City ends, you must elect to continue FSA contributions under
PHSA/COBRA.

DON'T FORGET TO RE-ENROLL!

You must re-enroll in the FSA each year during Open Enrollment
www.cityofchicagobenefits.org
1-877-299-5111

FSA enrollment cannot be done by ConnectYourCare

New FSA provider: You will continue to submit 2018 claims to PayFlex through March 31, 2019. Claims for
2019 will be processed by ConnectYourCare. More information coming soon.
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SPECIAL REMINDERS

Blue Cross Blue Shield of lllinois www.bcbsil.com/cityofchicago
Check the status of your claims, request new ID cards, download an image of your ID card onto your phone, and find
providers in the City of Chicago’s PPO and Blue Advantage HMO plans.

To register: locate your group number and member ID number on your Blue Cross Blue Shield card. Then go to the
website and click "Register Now"” and follow the prompts to create a username and password.

Blue 365 Discount Program www.blue365deals.com

A program offered by Blue Cross Blue Shield of Illinois to HMO and PPO members. Save money on health care products
and services that are not covered by the City of Chicago’s medical plans. Get discounts from top national and local retailers
on fitness gear, gym memberships, family activities and healthy eating options. Examples include Reebok shoes, Life Time
Fitness memberships, Procter and Gamble Dental Products and TruHearing services. Register to receive weekly featured
deals which offer additional discounts for a short period of time. There are no claims to file.

VOLUNTARY CHARITABLE PAYROLL CONTRIBUTIONS PROGRAM

City employees have the opportunity to extend their generosity to thousands of individuals and families through the
Employee Voluntary Charitable Payroll Contributions Program. Choose up to ten agencies to receive your contributions
from a list of 29 approved Chicagoland area charitable organizations. If you already participate in the program, you can
make changes, discontinue deductions, add new charities or increase your contributions at any time. For more information,
speak to your payroll administrator or download the donations form at: http://www.cityofchicago.org/city/en/depts/fin/
provdrs/payroll.html under supporting information, “Charitable Giving”.

ONLINE PAY SLIPS

Sign up for GreenSlips, the City online pay slips program to view direct deposit of your paycheck online. You can also view
and download your W2 tax return as soon as available.

Go to https://greenslips.cityofchicago.org/TransformCon-tentCenter/ and use your employee number to set up a secure
account.

Plan B effective 1/1/2019. This is a summary of benefits offered to City of Chicago Sworn Police Officers below the rank of Sergeant
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HEALTH CARE CONTRIBUTION RATES FOR 2019

Rates Effective 7/1/2006

For Sworn Police Officers below the rank of Sergeant represented by the Fraternal Order of Police (FOP)
(Contributions taken as payroll deductions; 24 pay periods each year)

ANNUAL SALARY SINGLE EMPLOYEE+1 FAMILY

Up to $30,000* $15.71 $23.88 $27.65

$30,001 and < $90,000 1.2921% of payroll 1.9854% of payroll 2.4765% of payroll
+ 24 +24 + 24

$90,000 and above $48.45 $74.45 $92.87

*If your salary is under $30,000 and you enroll for single coverage, you pay a flat rate of $15.71 each pay period

If your salary is more than $30,000 but less than $90,000 and you enroll in single coverage, your premium is calculated as
a percentage and divided by 24 pay periods. Here is an example of the premium calculation for an employee who makes
$46,000 a year:

Single $46,000 x .012921 + 24 = $24.77 each pay period
Employee + 1 $46,000 x .019854 + 24 = $38.05 each pay period

Family $46,000 x .024765 + 24 = $47.47 each pay period

Plan B effective 1/1/2019. This is a summary of benefits offered to City of Chicago Sworn Police Officers below the rank of Sergeant
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PPO MONEY SAVINGS

Save by using doctors and hospitals in the PPO Tier 1 network: The PPO gives you freedom to choose from
three different network tiers. You can select doctors and hospitals (providers) from Tier 1 for some of your care, and use Tier
2 or Tier 3 providers for other services. You pay the lowest deductible and coinsurance when you use providers in Tier 1. To
find a Tier 1 provider, call 1-800-772-6895 or go to www.bcbsil.com/cityofchicago.

Two ways to save on prescription medications: 1) Choose generic medications and pay the lowest copay.
2) Use mail order for long term “maintenance” medications. You will pay more if you don't use mail order for long term
medications after the 3rd fill. Just call 1-866-748-0028 and ask CVS Caremark to contact your doctor for a new prescription
to be processed through mail order.

Save on lab tests — use a free-standing lab: Get your lab tests paid in full by using a free-standing lab (such as
a Quest lab) which is not affiliated with a hospital. Even if your doctor already has an arrangement with Quest, ask for a lab
order for tests to be done at a Quest facility. Take this paperwork to the Quest lab and test results will be sent directly to your
doctor. Call 1-866-697-8378 to find the location of a Quest lab near you, or go to www.Questdiagnostics.com.

Save on scans — use a free-standing imaging center: Scans are covered in full if done at a free-standing imaging center.
When your doctor orders an MRI, CT, or PET scan, call Telligen at 1-800-373-3727 to pre-certify the test and locate a free-
standing imaging center near you.

Pregnant? Earn a $100 incentive: Enroll in a free, confidential maternity management program designed to
encourage a healthy baby by providing telephone support for moms-to-be. To qualify for the $100 incentive, call Telligen
(1-800-373-3727) to enroll and complete at least eight doctors’ visits during the pregnancy.

Plan B effective 1/1/2019. This is a summary of benefits offered to City of Chicago Sworn Police Officers below the rank of Sergeant
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BLUE CHOICE OPTIONS MEDICAL PPO-PLAN B

Blue Choice OPT Blue Cross PPO Out-of-Network
E Tier 2 Tier 3

Annual Deductible Individual $300 $350 $1,500

Family $900 $1 ,050 $3,000
Out-of-Pocket Limit Individual $1,000 $1,500 $3,500

Family $2,000 $3,000 $7,000
PREVENTIVE CARE YOU PAY YOU PAY YOU PAY
Routine checkups & routine lab work for N
adults & children; well-baby care; well- $0 copay . $0 copay . ]lc\lo Coveratge out-of-network
women visits; mammograms; DRE & PSA; No deductible No deductible or preventive care

colonoscopies, hearing screenings

OFFICE VISITS
Primary Care Physician, lab work,

x-rays, allergy shots, $20| C:PZy joe:g}m $25|C:pzy goetsklwlot 40% PPO allowed rate
Mental health and substance abuse apply to deductibie apply to deductivle after out-of-network deduct-
counseling ible plus balance billed by
Specialist Physician $30 copay does not $35 copay does not provider

And Chiropractic Care (visit limits) apply to deductible apply to deductible

OUTPATIENT SERVICES*

Outpatient surgery MRI, PET 10% 25%, 40% PPO allowed rate
& CT scan* plus balance
HOSPITAL SERVICES*

Hospital stay* including inpatient 10% 25% 40% PPO allowed rate
surgery plus balance
EMERGENCY ROOM CARE

Emergency Room $150 co-pay waived if admitted

Emergency Room Treatment 10%

Ambulance emergency care 10% of PPO allowed rate

MENTAL HEALTH & SUBSTANCE ABUSE*

40% PPO allowed rate
plus balance

Inpatier.1t hospitalization* 10% 25%
Outpatient therapy*

ALTERNATIVES TO HOSPITAL CARE*

Skilled nursing facility* ) 10% 25%
Home health care*, Hospice care*

40% PPO allowed rate
plus balance

MATERNITY SERVICES

Maternity management program No charge plus $100 cash incentive

Pre and post natal doctor visits $20 copay (first visit) $25 copay (first visit) 40% PPO allowed rate
Delivery and hospital stay* 10% 25% plus balance
OUTPATIENT REHAB

Physical therapy 10% 25% 40% PPO allowed rate
Occupational and speech therapy* $20 copay $20 copay plus balance

OTHER SERVICES

DME*: Oral Surgery; 10% 25% 40% PPO allowed rate
Ambulance transport between hospitals* plus balance

*Limit 60/cal. yr. Also, care must be pre-certified by calling Telligen at 1-800-373-3727. See the next page.
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CERTAIN PPO SERVICES NEED TO BE PRE-CERTIFIED

Telligen, the PPO medical advisor, needs to pre-certify the services listed below. There is a $1,000 penalty if Telligen is not
contacted in a timely fashion in the event of a hospitalization. This $1,000 penalty does not go towards the deductible or
get counted in the out-of-pocket maximum. Telligen’s phone number is 1-800-373-3727. This number is also on the back of

he card.
e ol When To Call Telligen at 1-800-373-3727
HOSPITAL ($1,000 penalty if Telligen is not called)

Any inpatient stay in the hospital for medical, surgical, mater-
nity, mental health or substance abuse care.

Call before elective admission or within two business
days of an emergency admission.

Hospital outpatient treatment for mental health and substance

Call before the treatment begins.

abuse

AMBULANCE

When ambulance is used for transfer between hospitals or to
a hospital in a non-emergency situation

Call before the transfer is arranged.

SURGERY

Must be done at a
Blue Distinction Center

Organ transplant surgery

jan Call before surgery is scheduled.
Bariatric surgery

Gender reassignment surgery

MEDICAL EQUIPMENT

Call before equipment is ordered if more than $500 for

DME (durable medical equipment)
each item.

OUTPATIENT THERAPY

Mental health & substance abuse outpatient therapy/
counseling

Call after a combined total of 7 sessions from one or
more providers. Call each year if care is on-going.

Call after the 10th session each calendar year from one
or more providers. Call each year if care is on-going.

Occupational and speech therapy

DIAGNOSTIC TESTS

Call before test is done. Covered 100% if pre-certified
and done at a free standing facility. Deductibles and
co-insurance amounts apply if pre-certified and done
at a hospital facility or billed by a hospital.

MRI, PET & CT scans

OTHER SERVICES

Home health care

Call before services start.

Skilled nursing facility Call before being admitted.

Hospice

Infertility treatment

Non-surgical transplants

Other gender reassignment services

Call before services start.

Plan B effective 1/1/2019. This is a summary of benefits offered to City of Chicago Sworn Police Officers below the rank of Sergeant
represented by the Fraternal Order of Police. The Plan Document and subsequent updates always supersedes this summary.
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PPO PRESCRIPTION DRUG PROGRAM
Administered by CVS Caremark

PPO PRESCRIPTION MEDICATIONS YOU PAY

RETAIL - Short term medications Generic $10 copay

If purchased at a participating retail pharmacy 34 day supply Preferred formulary brand name $30 copay
or 100 units whichever is less. Non-preferred brand name $45 copay
RETAIL - Maintenance or long term medications Generic $20 copay

The 4th fill and any additional refills Preferred formulary brand name $60 copay
34 day supply or 100 units, whichever is less. Non-preferred brand name $90 copay
MAIL ORDER - Long term medications for chronic Generic $20 copay

conditions Preferred formulary brand name $60 copay
90 day supply

To get medications through the mail, send your doctor’s
prescriptions to:

CVS Caremark
P.O. Box 94467
Palatine, IL 60094-4467

Call Caremark or visit its website for more information about
mail order.

Generic birth control $0 copay
Smoking Cessation medications

VALUE FORMULARY

Your plan has adopted the Value Formulary to encourage use of generics. Prescriptions not on the Value Formulary list
will be denied coverage at the pharmacy and the pharmacist will then ask your physician to substitute a Value Formulary
drug.

If your physician does not agree to change the prescription, your physician must request an exception from CVS Care-
mark by submitting clinical information for prior authorization. An approval or a denial will be faxed to your physician and
mailed to your home address. Contact CVS Caremark for information about the prior authorization process and the list of
Value Formulary drugs.

www.caremark.com
1-866-748-0028

Plan B effective 1/1/2019. This is a summary of benefits offered to City of Chicago Sworn Police Officers below the rank of Sergeant
represented by the Fraternal Order of Police. The Plan Document and subsequent updates always supersedes this summary.
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BLUE ADVANTAGE HMO*

— A Blue Cross HMO

If care is pre-approved by your HMO

primary care physician (PCP)

YOU PAY

DOCTORS VISITS

Primary Care Physician (PCP)

$25 copay

Specialists

$35 copay when approved by PCP

Pre-natal visits

HOSPITAL (all hospital services must be approved by PCP)

$25 copay first visit

Inpatient admission

$20 copay

Surgery (inpatient & outpatient)

$20 copay

Maternity delivery
Care in the hospital for mother & baby

PREVENTIVE SERVICES

$0 after $20 hospital copay

Routine checkups for adults & children; well- baby care;
well-women visits; mammograms; DRE & PSA; colonoscopies,
hearing tests

EMERGENCY SERVICES (see next page for emergency cover

$0 copay

age information)

Emergency room treatment - life threatening

$150 copay (waived if admitted)

Ambulance - life threatening

You pay $0

MENTAL HEALTH & SUBSTANCE ABUSE (must be pre-appro
Outpatient therapy

ved by PCP)

$25 copay

Inpatient care

$20 copay each admission

OUTPATIENT REHAB THERAPY (must be pre-approved by PCP)

Physical, speech and occupational therapy

OTHER SERVICES (all other services must be pre-approved b

$0 copay
Limit of 60 visits combined each calendar year

y PCP)

Skilled nursing facility

$0 Limited to 120 days a year

Durable Medical Equipment (DME)
Hospice

Home health care

Ambulance transport between hospitals

$0

*HMO enrollment is available at the first open enroliment followi

ng 18 months of full-time City employment.

www.bcbsil.com/cityofchicago
1-800-730-8504

Plan B effective 1/1/2019. This is a summary of benefits offered to City of Chicago Sworn Police Officers below the rank of Sergeant
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HMO EMERGENCY CARE

The Blue Advantage HMO covers life threatening medical emergencies. It also covers care for acute medical problems

when pre-approved by your primary care physician (PCP).

What is a medical emergency?

A life threatening medical emergency is the sudden and unexpected onset of a potentially dangerous situation which, if
not treated immediately, could jeopardize your health. Such conditions are also severe and sudden in onset.

EMERGENCY ROOM TREATMENT

Go to the nearest emergency room in the event of a life

threatening emergency

You pay $150 copay — waived if admitted

If possible, contact your PCP before seeking
emergency care. (Your PCP is available 24 hours a day,
seven days a week.) In a life threatening emergency,
call 911 and then contact your PCP within 48 hours
following emergency care.

AMBULANCE

For life threatening medical emergencies

You pay $0

TREATMENT IN PCP OFFICE

For acute medical problems which are not life threatening

You pay $25 copay if care is given in your PCP’s office.
Call your PCP’s emergency number on the back of
your Blue Advantage HMO ID card. A doctor or nurse
will evaluate the problem and give instructions on
where to go for medical care.

URGENT MEDICAL CARE AWAY FROM HOME

For treatment for unexpected illness and injury when travel-

ling outside the Chicagoland area contact your PCP.

Call the toll-free emergency number on the back of
your Blue Advantage HMO ID card.

If you or a covered dependent is away from home for
more than 90 days, guest membership is provided at
affiliate HMOs. Copays maybe different.

*HMO enrollment is available at the first open enrollment following 18 months of full-time City employment.

www.bcbsil/cityofchicago
1-800-730-8504

Plan B effective 1/1/2019. This is a summary of benefits offered to City of Chicago Sworn Police Officers below the rank of Sergeant
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HMO PRESCRIPTION DRUG PROGRAM
Administered by CVS Caremark

HMO PRESCRIPTION MEDICATIONS YOU PAY

RETAIL - Short term medications

If purchased at a participating retail pharmacy
34 day supply or 100 units whichever is less

Generic $10 copay
Preferred brand name $30 copay*
Non-preferred brand name $45 copay*

RETAIL - Maintenance or long term medications

The 4th fill and any additional refills
34 day supply or 100 units, whichever is less.

Generic $20 copay
Preferred brand name $60 copay*
Non-preferred brand name $90 copay*

MAIL ORDER
Long term and maintenance medications for chronic
conditions

90 day supply
To order medications through the mail, send your doctor’s
prescription to:

CVS Caremark
P.O. Box 94467
Palatine, IL 60094-4467

Call Caremark or visit their website for more information
about mail order.

Generic $20 copay
Preferred brand name $60 copay*

Oral Contraceptives (generic or brand)*

Generic $0 copay
Preferred brand $30 copay*
Non-preferred brand $45 copay*

Smoking cessation medications

Certain generic medications $0 copay

*|f the member chooses brand when generic is available, member pays the cost difference between the brand and the

generic drug PLUS the generic co-pay.

www.caremark.com
1-866-748-0028

Plan B effective 1/1/2019. This is a summary of benefits offered to City of Chicago Sworn Police Officers below the rank of Sergeant
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DENTAL PROGRAM
Administered by Blue Cross Blue Shield of lllinois (BCBS)

Enrollment in the dental plan is available after one calendar year of full-time employment. You are automatically enrolled
in the Dental PPO with the option to switch to the Dental HMO within 30 days of being eligible for dental coverage. You
can also change dental plans during open enrollment, if currently enrolled. No action is needed if you want to continue
your same dental coverage in 2019.

BLUE CARE DENTAL PPO & HMO BENEFITS

PPO s O PPO O O s O O s O
Preventive $10 copay 20% oiPFl’O lecljwablef $10 copay for gach
TWo visits each vear amount plus balance o preventative visit
(()ral exams yean) No deductible for billed charges
. preventive services No deductible in the HMO
Cleanings No deductible for pre-
X-Rays ventative services
Annual deductible
(amount each member pays first before
plan pays benefits) $100 $200 No deductible

Annual limit
(maximum amount a member receives

in dental coverage each year after $1 ,200 $1 ,200 No annual limit
deductible has been paid)

Restorative 40% 50% of PPO allowed Copays of various amounts
Endodontics amount plus balance of (for information about co-pay
. . billed charges. amounts visit www.bcbsil.

Periodontics com/cityofchicago or call

Oral Surgery 1-855- 557-5487).

Crowns Plan pays 100% after co-pay

Orthodontics Not covered Not covered Covered for children up to
age 25 with $2,300 copay.
Not covered for employee or
spouse.

*There is no coverage out-of-network in the Blue Care Dental HMO. You must use dentists who participate in the Blue
Care Dental HMO. For up-to-date information about HMO dentists visit the dental program website or call for more
information.

www.bcbsil.com/cityofchicago
1-855-557-5487

Plan B effective 1/1/2019. This is a summary of benefits offered to City of Chicago Sworn Police Officers below the rank of Sergeant
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VISION PROGRAM

You are automatically enrolled in the Vision Program when you enroll in the City's PPO or Blue Advantage HMO plan.

The Vision Program is administered by Davis Vision and covers routine eye exams, prescription eyeglasses and contact
lenses. How much the plan pays depends on the type of services or eye-wear you choose, and which vision retail store you

use.

You get the most value from your vision benefits when you use a provider in the Davis Vision network. To locate Davis Vision
providers visit www.DavisVision.com or call 1-888-456-8758.

The Vision Program does not issue ID cards. Your Blue Cross HMO or PPO ID card will be used to verify coverage in the

Davis Vision plan.

DAVIS VISION CARE BENEFITS

Routine Eye Exam
(One exam every 12 months)
based on last date of service

$0

Balance over $35

Frames
One pair every 12 months

$0 for frames from Davis Vision
collection:

¢ Or balance over the $110
allowance for frames at
Vision-works* stores

¢ Or balance over the $50
allowance for frames at other
in-network stores

Balance over $50

Lenses-single vision
Tinting

Coatings

Special lenses

$0 one set every 12 months
Copays for tinting, coatings
and special lenses vary.

Visit www.davisvision.com or
call 1-888-456-8758 for specific
copay amounts.

Balance over $35

Contact lenses (in lieu of glasses)

$0 one pair every 12 months

Balance over $105

You are automatically enrolled in the Vision Program when you enroll in the City's PPO or Blue Advantage HMO plan.

www.davisvision.com

1-888-456-8758

* Visit the Davis Vision website or call 1-888-456-8758 to locate a Vision-works store.

Plan B effective 1/1/2019. This is a summary of benefits offered to City of Chicago Sworn Police Officers below the rank of Sergeant
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PROTECT YOUR-FUTURE INCOME FOR YOU AND YOUR LOVED ONES

The City at no cost to you, provides basic term life insurance. You have an opportunity to buy more coverage through
the City’s group insurance policy. You may contact the insurance providers at any time to learn more.

BASIC TERM LIFE INSURANCE: (MetLife www.metlife.com/mybenefits or 1-866-492-6983)

As a City employee, you automatically receive $25,000 of free basic life insurance which pays in the event of your
death and/or for certain accidental losses. This amount increases for sworn Police to $75,000 after the first year of
full employment. When your employment with the City ends, you can continue this basic life insurance by paying
premiums directly to MetLife.

OPTIONAL TERM LIFE INSURANCE: (MetLife www.metlife.com/mybenefits or 1-866-492-6983)

During open enrollment you may increase the amount of life insurance for yourself or buy coverage for your eligible
dependents. You will pay the cost through payroll deductions. Proof of good health may be required.
Please note:

* Increasing the amount of insurance (1x to 10x your annual earnings, up to $1.5 million) will require proof of good

health.
* Buy insurance for a spouse or civil union partner for $10,000, $25,000 or $50,000 of coverage (limits apply)
e Enroll children from birth to age 25 for $5,000 to $10,000 in coverage (one rate covers all your children and no

proof of good health is required)

VOLUNTARY PERMANENT LIFE INSURANCE: (Texas Life (formerly MetLife)www.empben.com/CityofChicagoUL/
or 1-800-638-6855)

Permanent life insurance provides a death benefit. Sign up during the open enrollment period and/or apply for
coverage for your dependents. (Proof of good health is required satisfactory to Texas Life)

LONG TERM DISABILITY: (Prudential www.prudential.com 1-800-778-3827)

Long term disability insurance (LTD) is designed to give you a monthly cash payment in the event you cannot work
because of an illness or injury. Proof of good health may be required when you sign up during open enrollment.

DEFERRED COMPENSATION: (Nationwide www.chicagodeferredcomp.com 1-855-457-2489 or 1-877-677-3678). The
City offers a tax deferred compensation plan that allows employees to put aside money from each paycheck toward
retirement. A deferred compensation plan can supplement your pension and help increase your retirement income.
You can enroll in the Deferred Compensation program at any time.

VOLUNTARY SUPPLEMENTAL INSURANCE

Employees will have the opportunity to purchase voluntary supplemental insurance through payroll deduction.
Voluntary Supplemental Insurance will be sold by two insurers:

e Combined Insurance Company 1-888-870-3382
* Aflac Insurance Company 1-888-382-3522

Plan B effective 1/1/2019. This is a summary of benefits offered to City of Chicago Sworn Police Officers below the rank of Sergeant
represented by the Fraternal Order of Police. The Plan Document and subsequent updates always supersedes this summary.
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Each insurer is authorized to enroll you in one of three supplemental insurance products:

e Hospital Indemnity Insurance pays a fixed dollar amount if you are hospitalized
e Accidental Injury Insurance pays a fixed dollar amount for certain medical and other services if you
are injured in a non-work accident

e Critical Care insurance pays a fixed dollar amount if you become ill with a specified critical diagnosis

Employees should carefully consider which of the optional products the City offers best meets their needs for
life insurance, disability insurance, medical and dental care and now supplemental insurance through payroll
deduction.

Detailed information about these products is available directly from the insurers at the numbers listed above.
Additional information will be sent to your home by the insurers. The City of Chicago Benefits Office does not
provide advice regarding these insurance products.

Plan B effective 1/1/2019. This is a summary of benefits offered to City of Chicago Sworn Police Officers below the rank of Sergeant
represented by the Fraternal Order of Police. The Plan Document and subsequent updates always supersedes this summary.
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BE HONEST!

A REMINDER ABOUT FRAUD

Any kind of fraud on the City of Chicago'’s benefit plans may result in adverse consequences to an employee and
dependent, for example:

* Failure to notify the City Benefits Service Center and Chicago Benefits Office of an event that would cause coverage
to end, e.g. divorce

* Misrepresentation by the employee or dependent regarding the initial eligibility, for example, the dependent’s age, or
that the dependent is not a legal dependent of the employee

* Any attempt to assign or transfer coverage to someone else (e.g. letting another person use your Plan ID card)
y P 9 g g g p y

The employee will be required to pay for any claims and all administrative costs that were incurred fraudulently. This may
result in coverage being terminated for the employee and action by the City to collect any money paid. The City may also
discipline the employee, up to and including termination.

DIVORCED SPOUSE’'S HEALTH COVERAGE:

If an employee becomes divorced, he/she must follow the procedure outlined in the City’s Plan document available at
www.cityofchicagobenefits.org:

Notify the Benefits Service Center within 30 days of the date of the divorce and bring the certified divorce
decree to the Chicago Benefits Office within 60 days.

Failure to comply with the procedure will result in the employee being held liable for any healthcare claims and related
expenses incurred by the participant and the ex-spouse, as of the date of the divorce.

You must call the Benefits Service Center to notify the City of the divorce at 1-877-299-5111 and take the original certified
divorce decree to:

Chicago Benefits Office
333 South State Street
Room 400

Chicago, IL 60604-3978

(Open Monday thru Friday, 8:30 a.m. to 4:30 p.m.)

Plan B effective 1/1/2019. This is a summary of benefits offered to City of Chicago Sworn Police Officers below the rank of Sergeant
represented by the Fraternal Order of Police. The Plan Document and subsequent updates always supersedes this summary.
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QUESTIONS? WANT TO LEARN MORE?

Visit a Benefits Information Fair and speak directly with representatives from the Chicago Benefits Office, Blue Cross (HMO
and PPO), Blue Care Dental (HMO & PPQO), Telligen medical advisor, CVS Caremark prescription drug program, Davis Vision
Plan, ConnectYourCare, Prudential, MetLife, Nationwide deferred compensation program, Combined and Aflac Voluntary
Supplemental insurance, Texas Life insurance, and the Chicago Patrolmen’s Federal Credit Union.

N T N T

Wednesday
October 10, 2018

Thursday
October 11, 2018

Wednesday
October 17, 2018

Thursday
October 18, 2018

Wednesday
October 24, 2018

Thursday
October 25, 2018

Monday
October 29, 2018

Tuesday
October 30, 2018

10:00 AM - 3:30 PM

10:00 AM - 3:30 PM

10:00 AM - 3:30 PM

10:00 AM - 3:30 PM

10:00 AM - 3:30 PM

10:00 AM - 3:30 PM

10:00 AM - 3:30 PM

10:00 AM - 3:30 PM

City Hall

DePaul Center

Public Safety
Headquarters

Family and Support
Services

Midway Airport
AMC Building

O’Hare Airport
Department of
Aviation

2FM Building

2FM Building

121 N. LaSalle St.
(11th Floor)

333 S. State St.
(4th Floor)

3510 S. Michigan Ave.
(1st Floor)

1615 W. Chicago Ave.
(2nd Floor)

6201 S. Laramie St.
(1st Floor)

10510 W. Zemke Blvd.

900 E.103rd St.

1869 W. Pershing Rd.

Benefits Information Fairs are for current employees and their spouses/civil union partners/
domestic partner to learn more about healthcare and other benefits related to the annual

open enrollment process.
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2019 IMPORTANT WEBSITES AND PHONE NUMBERS

SERVICE PROVIDER

City of Chicago
Benefits Service Center

WEBSITE

www.cityofchicagobenefits.org

PHONE NUMBER

1-877-299-5111

Medical PPO

Blue Cross Blue Shield of Illinois
CVS Caremark PPO Pharmacy
Telligen medical plan advisor

www.bcbsil.com/cityofchicago
www.caremark.com
www.telligen.qualitrac.com

1-800-772-6895
1-866-748-0028
1-800-373-3727

Medical HMO

Blue Advantage HMO
CVS Caremark

www.bcbsil.com/cityofchicago
www.caremark.com

1-800-730-8504
1-866-748-0028

Blue Care Dental
Dental PPO and HMO

www.bcbsil.com/cityofchicago

1-855-557-5487

Davis Vision

www.davisvision.com

1-888-456-8758

Quest Diagnostics

www.questdiagnostics.com

1-866-697-8378

PayFlex (2018 Claims)
Flexible Spending Account (FSA)

www.HealthHub.com

1-800-284-4885

ConnectYourCare (January 1, 2019)
Flexible spending account (FSA)
Transit benefit

www. connectyourcare.com/cityofchicago

1-833-229-4428

MetLife

Basic term life insurance
Optional life insurance

www.metlife.com/mybenefits

1-866-492-6983

Prudential
Long term disability

www.prudential.com

1-800-778-3827

Texas Life
Universal permanent life insurance

www.empben.com/CityofChicagoUL/

1-800-638-6855

Nationwide Retirement Services

www.chicagodeferredcomp.com

1-877-677-3678

Policemen'’s Annuity and Benefit
Fund of Chicago

www.chipabf.org

1-312-744-3891

Voluntary Supplemental Insurance

Combined
Aflac

1-888-870-3382
1-888-382-3522

Plan B effective 1/1/2019. This is a summary of benefits offered to City of Chicago Sworn Police Officers below the rank of Sergeant
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LEGAL NOTICES

CITY OF CHICAGO
MEDICAL PPO PLANS ("MEDICAL PLANS")

NOTICE TO ENROLLEES OF MENTAL HEALTH PARITY AND
ADDICTION EQUITY ACT EXEMPTION FOR 2019

Generally, group health plans sponsored by state and local governmental employers, such as the City of Chicago
(the "City” or “plan sponsor”) must comply with federal law requirements in title XXVII of the Public Health Service
Act, and the amendments thereto set forth in the Mental Health Parity and Addiction Equity Act. However, these
governmental employers are permitted to elect to exempt a plan from all of the requirements listed below for
any part of the plan that is self-funded by the employer rather than provided through a health insurance policy.
The purpose of this Notice is to inform you that the City of Chicago has elected to exempt the City of Chicago
Medical PPO Plans as follows:

1. Protections against having benefits for mental health and substance use disorders be subject to more
restrictions than apply to medical and surgical benefits covered by the plan (sometimes referred to as “mental
health parity requirements”). The plan sponsor has elected to maintain the existing terms and conditions of
the Medical Plans by exempting the Medical Plans from this requirement. Therefore, the City will continue in
place the current requirement that Plan Participants who receive outpatient mental health and substance abuse
treatment by a behavioral health specialist must obtain pre-certification by a Medical Advisor, under the Plans’
Medical Advisor Review Program, after the first seven sessions each year with one or more such providers. This
requirement will continue in effect for the 2019 plan year (beginning January 1, 2019, and ending December 31,
2019), and may be renewed for subsequent plan years pursuant to a subsequent exemption election, unless
modified through the collective bargaining process.

2. Protection against limiting hospital stays in connection with the birth of a child to less than 48 hours for a
vaginal delivery, and 96 hours for a cesarean section. The Medical Plans currently meet this requirement and thus
this requirement will continue to apply under the terms of the Medical Plans without exception.

3. Certain requirements to provide benefits for breast reconstruction after a mastectomy. The Medical Plans
currently meet this requirement and thus this requirement will continue to apply under the terms of the Medical
Plans without exception.

4. Continued coverage for up to one year for a dependent child who is covered as a dependent under the
plan solely based on student status, who takes a medically necessary leave of absence from a postsecondary
educational institution. The Medical Plans no longer use student status and provides an opportunity to elect
coverage to age 26 and thus this requirement currently applies under the terms of the Medical Plans without
exception.

ANNUAL HEALTH CARE REMINDER

As required by the Women'’s Health and Cancer Rights Act of 1998, each medical plan offered by the City
of Chicago provides benefits for mastectomy related services including reconstruction and surgery to achieve
symmetry between breasts, as well as prostheses and complications resulting from a mastectomy (including
lymphedema). Contact your PPO or HMO administrator for more information.

Plan B effective 1/1/2019. This is a summary of benefits offered to City of Chicago Sworn Police Officers below the rank of Sergeant
represented by the Fraternal Order of Police. The Plan Document and subsequent updates always supersedes this summary.
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City of Chicago Medical Healthcare Plan Documents

The plan documents are online. You may navigate to them by going to the benefits website. Start at the
link: www.cityofchicago.org/benefits and on click on Employee / Annuitant Handbooks.

You may also go to these deep links:

e Deep links to Plan Document for medical plans for Group A:
https://www.chicago.gov/content/dam/city/depts/fin/supp_info/Benefits/Handbooks/Grou
p_A Medical PPO_Plan_Booklet.pdf and
https://www.chicago.gov/content/dam/city/depts/fin/supp_info/Benefits/Handbooks/2017

Group A and B Medical HMO Plan Booklet.pdf

e Deep links to Plan Document for medical plans for Group B:
https://www.chicago.gov/content/dam/city/depts/fin/supp info/Benefits/Handbooks/Group A
Medical PPO Plan Booklet.pdf and

e Deep link to Plan Document for medical plans for Retirees:
https://www.chicago.gov/content/dam/city/depts/fin/supp info/Benefits/Handbooks/City of
Chicago Retiree Health Plans 010115.pdf
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http://www.cityofchicago.org/benefits
https://www.chicago.gov/content/dam/city/depts/fin/supp_info/Benefits/Handbooks/Group_A_Medical_PPO_Plan_Booklet.pdf
https://www.chicago.gov/content/dam/city/depts/fin/supp_info/Benefits/Handbooks/Group_A_Medical_PPO_Plan_Booklet.pdf
https://www.chicago.gov/content/dam/city/depts/fin/supp_info/Benefits/Handbooks/2017_Group_A_and_B_Medical_HMO_Plan_Booklet.pdf
https://www.chicago.gov/content/dam/city/depts/fin/supp_info/Benefits/Handbooks/2017_Group_A_and_B_Medical_HMO_Plan_Booklet.pdf
https://www.chicago.gov/content/dam/city/depts/fin/supp_info/Benefits/Handbooks/Group_A_Medical_PPO_Plan_Booklet.pdf
https://www.chicago.gov/content/dam/city/depts/fin/supp_info/Benefits/Handbooks/Group_A_Medical_PPO_Plan_Booklet.pdf
https://www.chicago.gov/content/dam/city/depts/fin/supp_info/Benefits/Handbooks/City_of_Chicago_Retiree_Health_Plans_010115.pdf
https://www.chicago.gov/content/dam/city/depts/fin/supp_info/Benefits/Handbooks/City_of_Chicago_Retiree_Health_Plans_010115.pdf

City of Chicago
Retiree Medical

e Medicare eligible retiree plan Summary Sheet
e Non-Medicare eligible retiree plan Summary Sheet
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Cross Blue Shield PPO Network.

Medical Benefits

Effective January 1, 2019
For Non-Medicare Eligible Retirees Retired Before 8/23/89

1tThe plan document defines and controls the terms of the benefits provided.

The PPO Standard Plan pays as shown below after you meet the annual deductible. The maximum amount that the Plan will
pay is based on the Plan’'s PPO maximum allowance.** Services must be medically necessary. This Plan includes the Blue

In Network
PPO Providers

PPO STANDARD PLAN BENEFITS SUMMARY"

Out Of Network
Providers

Lifetime Maximum

$1.5 million per covered person for medical and prescription
drugs. The lifetime maximum includes expenses paid under all
Non-Medicare and Medicare plans combined.

Individual 2019 $467 $1091

Family 2019 $1,401 $3,273
Individual 2019 $2,728 $5,452
Family 2019 $5,456 $10,904

In-network and not in network cannot be combined

Skilled Nursing Facility *

Skilled Home Health Care *

Hospice Care ’

Abuse ”

Outpatient Mental Health and Substance

Diagnostic Testing Incentive Program**

Coinsurance Plan Pays:
Emergency Room Services 90%**
MRI Scans, PET Scans, CAT Scans *
Occupational and Speech Therapy *
Prosthetic Devices and Durable Medical
Equipment (DME) *
Ambulance Transportation
80%**

Diagnostic Lab Tests performed by an independent PPO lab (i.e. Quest) paid in full by Plan if all requirements are met. Members must use a free
standing in network lab, e.g., Quest, for diagnostic tests ordered by their physician to have the expense paid in full by the Plan. If a member uses a
hospital based laboratory or the claims for lab services are billed by a hospital, the expenses are subject to deductible and co-insurance.**

* Hospital Inpatient *
* Hospital Outpatient
* Doctor (Office) Visits

Preventive care is not covered.

Other Covered Services, for example:

Note: Routine Screening Exams/Physicals are not covered

90%**

70%**

*These services require pre-certification through Telligen. Call 1-800-373-3727.

**PPO maximum allowance — The amount that providers who have contracted with the claims administrator have agreed to accept as reimbursement. The maximum amount that will be

considered by the plan as covered for services is the lowest of the provider’s actual charge, the PPO contracted rate or the usual and customary charge.
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For Retirees Who Retired Prior To 8/23/89
PRESCRIPTION DRUG COVERAGE

BENEFITS SUMMARY RETIREE HEALTH PLAN

Effective January 1, 2018

1tThe plan document defines and controls the terms of the benefits provided.

Prescription Drug Benefits

Caremark Retail Pharmacy —
up to a 30 day supply or 100 unit
dose (whichever is less)

Coverage

After you've met the separate $100 annual prescription drug deductible (does not

apply to Means Test Eligible Retirees*), for each prescription, you pay:

» 20% of the contracted cost for generic drugs

» 20% of the contracted cost for formulary brand name drugs** when no generic is
available

« 20% of the contracted cost plus $15 for non-formulary brand name drugs
no generic is available

*kk

when

Mail Order Program - Up to a
90 day supply

For each prescription, you pay:
« $30 for 2019 ($7 for Means Test Eligible Retirees) for generic drugs

« $83 for 2019 ($20 for Means Test Eligible Retirees) for formulary brand name
drugs when no generic is available

Note: non-formulary brand name medications are not available through the

mail order program.

Restrictions:
Why choose a generic?

If a brand name drug is dispensed when a generic alternative is available, you
pay the difference in cost between the generic and the brand name as well as the
generic copayment. The Plan will not pay more than it would pay for the generic
medication if you buy a brand name drug when a generic alternative is available.

Generic Step Therapy Program
for generics available in the
therapeutic class

If you elect to purchase a brand medication without trying an appropriate

generic medication in the same therapeutic class, you will pay the full cost of the
medication. If you try the generic medication and your physician finds that the
generic medication is not effective in treating your condition, you will be able
to receive the brand medication at the copayment applicable to non-formulary
or formulary drugs.

Specialty Medications

If you do not try the preferred medication for the therapeutic class, you will pay the
full cost of the medication. If you try the preferred specialty medication and it is
not effective in treating your condition, you will be able to receive a non-preferred
formulary drug at retail.

Mandatory Mail Order

Requiring the use of mail order will reduce costs for the City and Retirees. After

2 fills of your generic or formulary brand medication at a retail pharmacy, you will
be required to use mail order for any additional fills through CVS-Caremark in
Mount Prospect, IL. If you do not use the mail order program for your 3rd or any
subsequent fills, you will pay the full cost of the prescription. If your medication is
non-formulary, however, you must continue to use the retail pharmacy.

Out-of-network pharmacy
reimbursement

If you do not go to a network retail pharmacy, you pay the full amount when you pick
up your prescription. You must then submit a receipt for reimbursement. The Plan
will pay 60% of the Plan’s cost, after you’ve met the deductible (if applicable).

There is no formulary list if you go to an out-of-network pharmacy.

* Means test eligible retiree — generally, the combined household adjusted gross income, as reported to the Internal Revenue Service in the
immediately preceding tax year, must be at or below 250% of federal poverty guidelines for your family size that year.

** Formulary brand name drugs — a formulary drug is a brand name drug that has been designated as a preferred drug by CVS Caremark.
The preferred drug list (formulary) may change periodically at the discretion of the pharmacy benefits manager.

***  Non-formulary brand name drug — a non-formulary brand name drug is a brand name drug that is not on the preferred list of formulary

drugs.
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BENEFITS SUMMARY ¢
Medicare Eligible
Effective January 1, 2019

tThe plan document defines and controls the terms of the benefits provided.

Medicare Supplement

Retiree Healthcare Plan Retired Before 8/23/89

The Medicare Supplement Retiree Healthcare Plan pays the percentages listed below after Medicare pays
and you meet any annual deductibles. The maximum amount that the Plan will pay is based on the Medicare
allowable charge.* Services must be medically necessary.

Medical Benefits Coverage

Lifetime Maximum

$1.5 million per person for medical and prescription drug benefits

Plan Deductible 2

$100 per person each calendar year (separate from Medicare Part B deductible)

Hospitalization

Days 1 -60
Days 61 — 90
Days 91 — 150

Additional Days

You pay $50 of the Medicare Part A Inpatient Deductible for the first hospital
stay in each calendar year. The Plan pays all but $50 of the Medicare Part A
Inpatient Deductible for the first hospital stay each calendar year.

You pay $0. Plan pays 100% of the Medicare daily co-payment, which is 25% of
the Medicare Part A Inpatient Deductible.

You pay $0. Plan pays 100% of the Medicare daily co-payment, which is 50% of
the Medicare Part A Inpatient Deductible.

Additional days may be covered under Medicare Part A and/or the Plan.

Skilled Nursing Facility

Days 1 -20
Days 21 — 100

Additional Days

You pay $0. Medicare pays 100% of first 20 days each Medicare Benefit Period.

You pay $0. Plan pays 100% of the Medicare daily co-payment, which is 1/8 of
the Medicare Part A Inpatient Deductible.

You pay 100%. No Medicare or Plan benefits are paid after 100 days in a
Medicare Benefit Period.

Other Covered Services

Plan pays 20% of the Medicare approved amount after Part B deductible and
Plan deductible.

Out-of-Country Services

If you are in a foreign country and are hospitalized due to an emergency, the
Plan pays 80% of eligible charges for medically necessary services during the
first 60 days of your hospitalization. Benefits are subject to a separate $250
calendar year deductible. The total lifetime maximum that the City’s Plan pays is
limited to $50,000.

Diabetic Supplies

Medicare Part B covers diabetic supplies such as glucose testing monitors,
blood glucose test strips, lancets, and glucose control solutions. There may

be limits on supplies or how to get them. Ask your pharmacy or supplier if they
are enrolled in the Medicare program. If they are not, Medicare will not pay

and neither will the City’s Plan because the City’s Plan is only a supplement to
Medicare. If you have paid the yearly Part B deductible as well as the City’s $100
annual deductible, the City will pay 20% of the Medicare approved amount.

' The lifetime maximum includes expenses paid under both the Non-Medicare and Medicare plans combined.

2 Medicare Part A and Medicare Part B: No expense is covered by the Plan if Medicare does not cover it unless
otherwise specified. If you are only enrolled in Medicare Part A, the Plan will pay benefits as though you are enrolled
in both Medicare Part A and Medicare Part B.
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Prescription Drug Benefits

Caremark Retail Pharmacy —
up to a 30 day supply or 100 unit
dose (whichever is less)

Coverage

After you've met the separate $100 annual prescription drug deductible (does
not apply to Means Test Eligible Retirees**), for each prescription, you pay:

» 20% of the contracted cost for generic drugs

* 20% of the contracted cost for formulary brand name drugs*** when no
generic is available

* 20% of the contracted cost plus $15 for non-formulary brand name drugs****
when no generic is available

Mail Order Program - Up to a
90 day supply

For each prescription, you pay:

« $30 for 2019 ($7 for Means Test Eligible Retirees) for generic drugs

« $83 for 2019 ($20 for Means Test Eligible Retirees) for formulary brand name
drugs when no generic is available

Note: non-formulary brand name medications are not available through

the mail order program.

Restrictions:
Why choose a generic?

If a brand name drug is dispensed when a generic alternative is available, you
pay the difference in cost between the generic and the brand name as well as
the generic co-payment. The Plan will not pay more than it would pay for the
generic medication if you buy a brand name drug when a generic alternative is
available.

Generic Step Therapy Program
for generics available in the
therapeutic class

If you elect to purchase a brand medication without trying an appropriate
generic medication in the same therapeutic class, you will pay the full cost of
the medication. If you try the generic medication and your physician finds
that the generic medication is not effective in treating your condition, you
will be able to receive the brand medication at the co-payment applicable
to non-formulary or formulary drugs.

Specialty Medications

If you do not try the preferred medication for the therapeutic class, you will pay
the full cost of the medication. If you try the preferred specialty medication and
it is not effective in treating your condition, you will be able to receive a non-
preferred formulary drug at retail.

Mandatory Mail Order

Requiring the use of mail order will reduce costs for the City and Retirees.
After 2 fills of your generic or formulary brand medication at a retail pharmacy,
you will be required to use mail order for any additional fills through CVS-
Caremark in Mount Prospect, IL. If you do not use the mail order program for
your 3rd or any subsequent fills, you will pay the full cost of the prescription.

If your medication is non-formulary, however, you must continue to use the
retail pharmacy.

Out-of-network pharmacy
reimbursement

If you do not go to a network retail pharmacy, you pay the full amount when you
pick up your prescription. You must then submit a receipt for reimbursement. The
Plan will pay 60% of the Plan’s cost, after you've met the deductible (if applicable).
There is no formulary list if you go to an out-of-network pharmacy.

*k

Medicare allowable charge — the amount that Medicare determines a particular service or supply should cost. The Medicare Supplement Retiree
Healthcare Plan bases payment on the Medicare allowable charge.

Means test eligible retiree — generally, the combined household adjusted gross income, as reported to the Internal Revenue Service in the

immediately preceding tax year, must be at or below 250% of federal poverty guidelines for your family size that year.

***  Formulary brand name drugs — a formulary drug is a brand name drug that has been designated as a preferred drug by CVS Caremark. The
preferred drug list (formulary) may change periodically at the discretion of the pharmacy benefits manager.

****  Non-formulary brand name drug — a non-formulary brand name drug is a brand name drug that is not
on the preferred list of formulary drugs.
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City of Chicago

Dental PPO and HMO Plans

e Dental PPO Group 652374 (PPO Plan B - FOP)

e Dental PPO Group 652375 (PPO Plan A - LMCC)

e Dental HMO Group D16600 Plan 705 (HMO Plan B - FOP)
e Dental HMO Group D16601 Plan 706 (HMO Plan A - LMCC)
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Your Dental Care Benefit Program

City of Chicago

652374

Administered by:

N, BlueCross BlueShield of 1llinois
DAY

Experience. Wellness. Everywhere.
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A message from

City of Chicago

This booklet describes the Dental Care Plan which we provide to protect you
from the financial burden of catastrophic illness or injury.

To assure the professional handling of your dental care claims, we have engaged
Blue Cross and Blue Shield of Illinois as Claim Administrator.

Please read the information in this benefit booklet carefully so you will have a
full understanding of your dental care benefits. If you want more information or
have any questions about your dental care benefits, please contact the Employee
Benefits Department.

Sincerely,

City of Chicago
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NOTICE

Please note that Blue Cross and Blue Shield of Illinois has contracts with
many health care Providers that provide for the Claim Administrator to
receive, and keep for its own account, payments, discounts and/or allow-
ances with respect to the bill for services you receive from those Providers.

Please refer to the provision entitled “Claim Administrator’s Separate Fi-
nancial Arrangements with Providers” in the GENERAL PROVISIONS
section of this booklet for a further explanation of these arrangements.

Blue Cross and Blue Shield of Illinois provides administrative claims pay-
ment services only and does not assume any financial risk or obligation
with respect to claims.

WARNING, LIMITED BENEFITS WILL BE PAID WHEN
NON-PARTICIPATING PROVIDERS ARE USED

You should be aware that when you elect to utilize the services of a Non-Partici-
pating Provider for a Covered Service in non-emergency situations, benefit
payments to such Non-Participating Provider are not based upon the amount
billed. The basis of your benefit payment will be determined according to your
policy’s fee schedule, usual and customary charge (which is determined by
comparing charges for similar services adjusted to the geographical area where
the services are performed), or other method as defined by the plan. YOU CAN
EXPECT TO PAY MORE THAN THE COINSURANCE AMOUNT DE-
FINED UNDER THIS COVERAGE AFTER THE PLAN HAS PAID ITS
REQUIRED PORTION. Non-Participating Providers may bill members for any
amount up to the billed charge after the plan has paid its portion of the bill. Par-
ticipating Providers have agreed to accept discounted payments for services
with no additional billing to the member other than Coinsurance and deductible
amounts. You may obtain further information about the participating status of
professional providers and information on out-of-pocket expenses by calling
the toll free telephone number on your identification card.
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BENEFIT HIGHLIGHTS

Your dental care benefits are highlighted below. However, to fully understand
your benefits, it is very important that you read this entire benefit booklet.

DENTAL BENEFITS

Benefit Waiting Period
In-Network Deductible
Out-of-Network Deductible

Diagnostic and Preventive Care
Benefit Payment Level

— Participating Provider
— Non-Participating Provider

Miscellaneous Dental Services
Benefit Payment Level

— Participating Provider
— Non-Participating Provider

Restorative Dental Services
Benefit Payment Level

— Participating Provider
— Non-Participating Provider

General Dental Services
Benefit Payment Level

— Participating Provider
— Non-Participating Provider

Endodontic Services
Benefit Payment Level

— Participating Provider
— Non-Participating Provider

Periodontic Services
Benefit Payment Level

— Participating Provider
— Non-Participating Provider

Oral Surgery Services
Benefit Payment Level

— Participating Provider

— Non-Participating Provider

None
$100 per benefit period
$200 per benefit period

100% of the Maximum Allowance

80% of the Maximum Allowance

100% of the Maximum Allowance
80% of the Maximum Allowance

60% of the Maximum Allowance

50% of the Maximum Allowance

60% of the Maximum Allowance

50% of the Maximum Allowance

60% of the Maximum Allowance

50% of the Maximum Allowance

60% of the Maximum Allowance

50% of the Maximum Allowance

60% of the Maximum Allowance

50% of the Maximum Allowance
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Crowns, Inlays/Onlays Services
Benefit Payment Level

— Participating Provider
— Non-Participating Provider

Prosthodontic Services
Benefit Payment Level

— Participating Provider
— Non-Participating Provider

Benefit Period
Maximum

60% of the Maximum Allowance

50% of the Maximum Allowance

60% of the Maximum Allowance

50% of the Maximum Allowance

$1,200
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DEFINITIONS SECTION

Throughout this benefit booklet, many words are used which have a specific
meaning when applied to your dental care coverage. These terms will always
begin with a capital letter. When you come across these terms while reading
this benefit booklet, please refer to these definitions because they will help
you understand some of the limitations or special conditions that may apply to
your benefits. If a term within a definition begins with a capital letter, that
means that the term is also defined in these definitions. All definitions have
been arranged in ALPHABETICAL ORDER.

BENEFIT WAITING PERIOD.....means the number of months that you must
be continuously covered under this benefit program before you are eligible to
receive benefits for certain dental Covered Services.

CIVIL UNION....means a legal relationship between two persons, of either
the same or opposite sex, established pursuant to or as otherwise recognized
by the Illinois Religious Freedom Protection and Civil Union Act.

CLAIM.....means notification in a form acceptable to the Claim Administrator
that a service has been rendered or furnished to you. This notification must
include full details of the service received, including your name, age, sex,
identification number, the name and address of the Provider, an itemized state-
ment of the service rendered or furnished (including appropriate codes), the
date of service, the diagnosis (including appropriate codes), the Claim Charge,
and any other information which the Claim Administrator may request in con-
nection with services rendered to you.

CLAIM ADMINISTRATOR.....means Blue Cross and Blue Shield of Illinois.

CLAIM CHARGE.....means the amount which appears on a Claim as the Pro-
vider’s charge for service rendered to you, without adjustment or reduction
and regardless of any separate financial arrangement between the Claim Ad-
ministrator and a particular Provider. (See provisions of this benefit booklet
regarding “The Claim Administrator’s Separate Financial Arrangements with
Providers.”)

CLAIM PAYMENT.....means the benefit payment calculated by the Claim
Administrator, after submission of a Claim, in accordance with the benefits
described in this benefit booklet. All Claim Payments will be calculated on the
basis of the Eligible Charge for Covered Services rendered to you, regardless
of any separate financial arrangement between the Claim Administrator and a
particular Provider. (See provisions of this benefit booklet regarding “The
Claim Administrator’s Separate Financial Arrangements with Providers.”)

COBRA.....means those sections of the Consolidated Omnibus Budget Recon-
ciliation Act of 1985 (P.L. 99-272), as amended, which regulate the conditions
and manner under which an employer can offer continuation of group health
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insurance to Eligible Persons whose coverage would otherwise terminate un-
der the terms of this program.

COINSURANCE.....means a percentage of an eligible expense that you are
required to pay towards a Covered Service.

COURSE OF TREATMENT.....means any number of dental procedures or
treatments performed by a Dentist or Physician in a planned series resulting
from a dental examination in which the need for such procedures or treatments
was determined.

COVERAGE DATE.....means the date on which your coverage under the
Dental Care Plan begins.

COVERED SERVICE.....means a service and supply specified in this benefit
booklet for which benefits will be provided.

DENTIST.....means a duly licensed dentist operating within the scope of his or
her license.

A “Participating Dentist” means a Dentist who has a written agreement
with the Claim Administrator or the entity chosen by the Claim Administra-
tor to administer a Participating Provider Option Dental program to provide
services to you at the time you receive services.

A “Non-Participating Dentist” means a Dentist who does not have a written
agreement with the Claim Administrator or the entity chosen by the Claim
Administrator to administer a Participating Provider Option Dental pro-
gram to provide services to participants in the Participating Provider Option
program.

DOMESTIC PARTNER.....means a person with whom you have entered into
a Domestic Partnership.

DOMESTIC PARTNERSHIP.....means long-term committed relationship of
indefinite duration with a person of the same or opposite sex which meets the
following criteria:

(i) you and your Domestic Partner have lived together for at least 6
months,

(ii) neither you nor your Domestic Partner is married to anyone else or
has another domestic partner,

(iii) your Domestic Partner is at least 18 years of age and mentally com-
petent to consent to contract

(iv) your Domestic Partner resides with you and intends to do so indefi-
nitely,

(v) you and your Domestic Partner have an exclusive mutual commit-
ment similar to marriage, and

Page 78 Agency Exhibits Spec CBO 2019-01 City of Chicago Page 77
ASO-1 7



(vi) you and your Domestic Partner are not related by blood closer than
would bar marriage in the state of your legal residence (i.e., the
blood relationship is not one which would forbid marriage in the
state of your residence, if you and the Domestic Partner were of the
opposite sex).

You and your Domestic Partner must be jointly responsible for each other’s
common welfare and must share financial obligations. Joint responsibility
may be demonstrated by the existence of at least 3 of the following: a
signed Affidavit of Domestic Partnership, a joint mortgage or lease, desig-
nation of you or your Domestic Partner as a beneficiary in the other
partner’s life insurance and retirement contract, designation of you or your
Domestic Partner as the primary beneficiary in your or your Domestic Part-
ner’s will, durable property and health care powers of attorney, or joint
ownership of a motor vehicle, checking account or credit account.

ELIGIBLE PERSON....means an employee of the Employer who meets the
eligibility requirements for this health and/or dental coverage, as described in
the ELIGIBILITY SECTION of this benefit booklet.

EMPLOYER.....means the company with which you are employed.

FAMILY COVERAGE.....means coverage for you and your eligible depen-
dents under the Dental Care Plan.

HOSPITAL.....means a facility which is a duly licensed institution for the care
of the sick which provides service under the care of a Physician including the
regular provision of bedside nursing by registered nurses, and which is either
accredited by the Joint Commission on Accreditation of Hospitals or certified
by the Social Security Administration as Eligible for participation under Title
XVIII, Health Insurance for the aged and Disabled.

A “Participating Hospital” means an Administrator Hospital that has an
agreement with the Claim Administrator or another Blue Cross and/or Blue
Shield Plan to provide Hospital services to participants in the program.

A “Non-Participating Hospital” means an Administrator Hospital that does
not meet the definition of a Participating Hospital.

INDIVIDUAL COVERAGE.....means coverage under the Dental Care Plan
for yourself but not your spouse and/or dependents.

MAXIMUM ALLOWANCE.....means the amount determined by the Claim
Administrator, which Participating Dentists have agreed to accept as payment
in full for a particular dental Covered Service. All benefit payments for Cov-
ered Services rendered by Dentists, whether Participating or
Non-Participating will be based on the Schedule of Maximum Allowances.
These amounts may be amended from time to time by the Claim Administra-
tor.
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MEDICALLY NECESSARY....SEE EXCLUSIONS SECTION OF THIS
BENEFIT BOOKLET.

NON-PARTICIPATING DENTIST.....SEE DEFINITION OF DENTIST.
NON-PARTICIPATING HOSPITAL.....SEE DEFINITION OF HOSPITAL.

OUTPATIENT.....means that you are receiving treatment while not an Inpa-
tient. Services considered Outpatient, include, but are not limited to, services
in an emergency room regardless of whether you are subsequently registered
as an Inpatient in a health care facility.

PARTICIPATING DENTIST.....SEE DEFINITION OF DENTIST.
PARTICIPATING HOSPITAL....SEE DEFINITION OF HOSPITAL.

PARTICIPATING PROVIDER OPTION....means a program of dental care
benefits designed to provide you with economic incentives for using desig-
nated Providers of dental care services.

PHYSICIAN....means a physician duly licensed to practice medicine in all of
its branches operating within the scope of his or her license.

PHYSICIAN ASSISTANT.....means a duly licensed physician assistant per-
forming under the direct supervision of a Physician, Dentist or Podiatrist and
billing under such Provider operating within the scope of his or her license.

PROVIDER....means any health care facility (for example, a Hospital or
Skilled Nursing Facility) or person (for exsample, a Physician or Dentist) or
entity duly licensed to render Covered Services to you, and operating within
the scope of such license.

An “Administrator Provider” means a Provider which has a written agree-
ment with the Claim Administrator or another Blue Cross and/or Blue
Shield Plan to provide services to you at the time services are rendered to
you.

A “Non-Administrator Provider” means a Provider that does not meet the
definition of Administrator Provider unless otherwise specified in the defi-
nition of a particular Provider.

RETAIL HEALTH CLINIC.....means a health care clinic located in a retail
setting, supermarket or Pharmacy which provides treatment of common ill-
nesses and routine preventive health care services rendered by Certified Nurse
Practitioners.

SURGERY.....means the performance of any medically recognized, non-In-

vestigational surgical procedure including the use of specialized
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instrumentation and the correction of fractures or complete dislocations and
any other procedures as reasonably approved by the Claim Administrator.

TEMPOROMANDIBULAR JOINT DYSFUNCTION AND RELATED DIS-
ORDERS.....means jaw joint conditions including temporomandibular joint
disorders and craniomandibular disorders, and all other conditions of the joint
linking the jaw bone and skull and the complex of muscles, nerves and other
tissues relating to that joint.
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ELIGIBILITY SECTION

This benefit booklet contains information about the dental care benefit pro-
gram for the persons who:

* Meet the definition of an Eligible Person as determined by your Employ-
er;

e Have applied for this coverage; and
* Have received an identification card.

If you meet this description and comply with the other terms and conditions of
this benefit booklet, including but limited to payment of premiums, you are
entitled to the benefits of this program.

YOUR ID CARD

You will receive an identification card. This card will tell you your identifica-
tion number and will be very important to you in obtaining your benefits.

INDIVIDUAL COVERAGE

If you have Individual Coverage, only your own expenses for Covered Ser-
vices are covered, not the expenses of other members of your family.

FAMILY COVERAGE

Child(ren) used hereafter, means a natural child(ren), a stepchild(ren), an
adopted child(ren), a child(ren) for whom you have received a court order re-
quiring that you are financially responsible for providing coverage under 26
years of age, a child(ren) who is in your custody under an interim court order
of adoption or who is placed with you for adoption vesting temporary care.

If you have Family Coverage, your expenses for Covered Services and those
of your enrolled spouse and your (or your spouse’s) enrolled children up to age
26 will be covered. All of the provisions of this benefit booklet that pertain to
a spouse also apply to a party of a Civil Union unless specifically noted other-
wise. The coverage for children will end on the birthday.

Your enrolled Domestic Partner and his or her enrolled children who have not
attained the limiting age stated above will be covered. Whenever the term
“spouse” is used, we also mean Domestic Partner. All of the provisions of this
benefit booklet that pertain to a spouse also apply to a Domestic Partner, un-
less specifically noted otherwise.

Any newborn children will be covered from the moment of birth. Please notify
your Group Administrator within 31 days of the date of birth so that your
membership records can be adjusted.

Any children who are incapable of self-sustaining employment and are depen-
dent upon you or other care providers for lifetime care and supervision
because of a disabling condition occurring prior to reaching the limiting age
will be covered regardless of age if they were covered prior to reaching the
limiting age stated above.

Page 82 Agency Exhibits Spec CBO 2019-01 City of Chicago Page 81
ASO-1 11



Any children who are under your legal guardianship or who are in your custo-
dy under an interim court order of adoption or who are placed with you for
adoption vesting temporary care will be covered.

This coverage does not include benefits for grandchildren (unless such chil-
dren are under your legal guardianship) or foster children.

CHANGING FROM INDIVIDUAL TO FAMILY COVERAGE
OR ADDING DEPENDENTS TO FAMILY COVERAGE

You can change from Individual to Family Coverage or add dependents to
your Family Coverage because of any of the following events:

¢ Marriage.

¢ Establishment of a Domestic Partnership.

¢ Becoming party to a Civil Union.

* Birth, adoption or placement for adoption of a child.

e Obtaining legal guardianship of a child.

* Loss of eligibility for other health coverage for you or your dependent if:

a.

The other coverage was in effect when you were first eligible to en-
roll for this coverage;

The other coverage is not terminating for cause (such as failure to
pay premiums or making a fraudulent claim); and

Where required, you stated in writing that coverage under another
group health plan or other health insurance coverage was the reason
for declining enrollment in this coverage.

This includes, but is not limited to, loss of coverage due to:

ASO-1

a.

Legal separation, divorce, dissolution from a Civil Union, cessation
of dependent status, death of an employee, termination of employ-
ment, or reduction in the number of hours of employment;

In the case of HMO, coverage is no longer provided because an in-
dividual no longer resides in the service area or the HMO no longer
offers coverage in the HMO service area in which the individual
resides;

Reaching a lifetime limit on all benefits in another group health
plan;

Another group health plan no longer offering any benefits to the
class of similarly situated individuals that includes you or your de-
pendent;

When Medicaid or Children’s Health Insurance Program (CHIP)
coverage is terminated as a result of loss of eligibility; or

When you or your dependents become eligible for a premium assis-
tance subsidy under Medicaid or CHIP.
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e Termination of employer contributions towards your or your dependent’s
other coverage.

¢ Exhaustion of COBRA continuation coverage or state continuation cov-
erage.

When Coverage Begins

Your Family Coverage or the coverage for your additional dependents will be
effective from the date of the event if you apply for this change within 31 days
of any of the following events:

* Marriage.

¢ Establishment of a Domestic Partnership.

* Becoming party to a Civil Union.

* Birth, adoption, or placement of adoption of a child.
¢ Obtaining legal guardianship of a child.

Your Family Coverage or the coverage for your additional dependents will be
effective from the date you apply for coverage if you apply within 31 days of
any of the following events:

* Loss of eligibility for other coverage for you or your dependent, except
for loss of coverage due to reaching a lifetime limit on all benefits.

e Termination of employer contributions towards your or your dependent’s
other coverage.

¢ Exhaustion of COBRA continuation coverage or state continuation cov-
erage.

If coverage is lost in another group health plan because a lifetime limit on all
benefits is reached under that coverage and you apply for Family Coverage or
to add dependents within 31 days after a claim is denied due to reaching the
lifetime limit, your Family Coverage or the coverage for your additional de-
pendents will be effective from the date your claim was denied.

Your Family Coverage or the coverage for your additional dependents will be
effective from the date of the event if you apply for this change within 60 days
of any of the following events:

* Loss of eligibility for you or your dependents when Medicaid or CHIP
coverage is terminated as a result of loss of eligibility; or

* You or your dependents become eligible for a premium assistance subsi-
dy under Medicaid or CHIP.

You must request this special enrollment within 60 days of the loss of Medic-
aid or CHIP coverage, or within 60 days of when eligibility for premium
assistance under Medicaid or CHIP is determined. Coverage will be effective
no later than the first of the month after the special enrollment request is re-
ceived.
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CHANGING FROM FAMILY TO INDIVIDUAL COVERAGE

Should you wish to change from Family to Individual Coverage, you may do
this at any time. Your Group Administrator will provide you with the applica-
tion and tell you the date that the change will be effective.

TERMINATION OF COVERAGE

You will no longer be entitled to the benefits described in this benefit booklet
if either of the events stated below should occur.

1. If you no longer meet the previously stated description of an Eligible
Person.

2. If the entire coverage of your Employer terminates.

Further, termination of the agreement between the Claim Administrator and
the Employer automatically terminates your coverage as described in this
benefit booklet. It is the responsibility of the Employer to notify you in the
event the agreement is terminated with the Claim Administrator. Regardless
of whether such notice is provided, your coverage will terminate as of the ef-
fective date of termination of the Employer’s agreement with the Claim
Administrator.

No benefits are available to you for services or supplies rendered after the date
of termination of your coverage under the Dental Care Plan described in this
benefit booklet except as otherwise specifically stated in the “Extension of
Benefits in Case of Termination’’ provisions of this benefit booklet. However,
termination of the Employer agreement with the Claim Administrator and/or
termination of your coverage under the Dental Care Plan shall not affect any
Claim for Covered Services rendered prior to the effective date of such ter-
mination.

Unless specifically mentioned elsewhere in this benefit booklet, if one of your
dependents becomes ineligible, his or her coverage will end as of the date the
event occurs which makes him or her ineligible.

Other options available for Continuation of Coverage are explained in the CO-
BRA Section of this benefit booklet.
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DENTAL BENEFIT SECTION

Your employer has chosen the Claim Administrator’s Participating Provider
Option for the administration of your dental benefits. The Participating Pro-
vider Option is a program of dental care benefits designed to provide you with
economic incentives for using designated Providers of dental care services.

As a participant in the Participating Provider Option program you will receive
a directory of Participating Dentists. While there may be changes in the direc-
tory from time to time, selection of Participating Dentists by the Claim
Administrator will continue to be based upon the range of services, geograph-
ic location and cost-effectiveness of care. Notice of changes in the network
will be provided to your Employer annually, or as required, to allow you to
make selection within the network. However, you are urged to check with
your Dentist before undergoing treatment to make certain of his/her participa-
tion status. Although you can go to the Dentist of your choice, benefits under
the Participating Provider Option will be greater when you use the services of
a Participating Dentist.

The benefits of this section are subject to all of the terms and conditions of this
benefit booklet. Please refer to the DEFINITIONS, ELIGIBILITY and EX-
CLUSIONS sections of this benefit booklet for additional information
regarding any limitations and/or special conditions pertaining to your benefits.

For benefits to be available, dental services must be Medically Necessary and
rendered and billed for by a Dentist or Physician, unless otherwise specified.
No payment will be made by the Claim Administrator until after receipt of an
Attending Dentist’s Statement. In addition, benefits will be provided only if
services are rendered on or after your Coverage Date.

Remember, whenever the term “you’ or “your” is used, we also mean all
eligible family members who are covered under Family Coverage.

COVERED SERVICES

Your Dental Benefits include coverage for the following Covered Services as
long as these services are rendered to you by a Dentist or a Physician. When
the term “Dentist’” is used in this Benefit Section, it will mean Dentist or Phy-
sician.

Diagnostic and Preventive Dental Services

Your benefits for Diagnostic and Preventive Dental Services are designed to
help you keep dental disease from starting or to detect it in its early stages.
Your Diagnostic and Preventive Dental Services are as follows:

e Oral Examinations—The initial oral examination and periodic routine
oral examinations. However, your benefits are limited to two examina-
tions every benefit period.

e Dental X-rays—Benefits for panoramic and routine full mouth X-rays
are limited to one full mouth series every thirty-six (36) months. Routine
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bitewing X-rays are limited to two sets per benefit period. Any additional
full mouth X-rays are subject to Medical Necessity.

* Prophylaxis—The routine scaling and polishing of your teeth. However,
your benefits are limited to two cleanings each benefit period.

» Topical Fluoride Application—Benefits for this application are only
available to persons under age 14, without frequency limitations.

e Sealants—Limited to a lifetime maximum of 1 on the 15tand 2" molars
up to age 16.
Miscellaneous Dental Services

* Space Maintainers—Benefits for space maintainers are only available to
persons under age 19 and not when part of orthodontic treatment.

e Labs and Tests—Pulp vitality tests.

Restorative Dental Services
e Amalgams (Fillings)
¢ Pin Retention
* Composites
» Simple Extractions, except as specifically excluded under “Special Li-
mitations’” of this Benefit Section.
General Dental Services

e General Anesthesia/Intravenous Sedation—If Medically Necessary and
administered with a covered dental procedure. The anesthesia must be
given by a person who is licensed to administer general anesthesia/intra-
venous sedation.

* Stainless Steel Crowns.
* Emergency oral examinations and palliative emergency treatment for the
temporary relief of pain.

Endodontic Services

* Root canal therapy

¢ Pulp cap

¢ Apicoectomy

* Apexification

¢ Retrograde filling

* Root amputation/hemisection

e Therapeutic pulpotomy

¢ Pulpal debridement.
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Periodontic Services
* Periodontal scaling and root planing.
¢ Full mouth debridement.

* Gingivectomy/gingivoplasty. Your benefits are limited to one full mouth
treatment per 24 months.

* Gingival flap procedure

* Osseous Surgery. Your benefits are limited to one full mouth treatment
per 24 months.

¢ Osseous grafts.

e Soft tissue grafts.

e Periodontal maintenance procedures—Benefits for periodontal mainte-
nance procedures are limited to two per benefit period. In addition, you
must have received active periodontal therapy before benefits for these
procedures will be provided.

Oral Surgery Services

¢ Surgical tooth extraction

¢ Alveoloplasty

* Vestibuloplasty

¢ Other necessary dental surgical procedures.

Crowns, Inlays/Onlays Services
* Prefabricated post and cores
* Cast post and cores
¢ Crowns, inlays/onlays repairs

¢ Recementation of crowns, inlays/onlays

Prosthodontic Services
¢ Bridges
e Dentures

¢ Adjustments to Bridges and Dentures—During the first six months after
obtaining dentures or having them relined, adjustments are covered only
if they are done by someone other than the Dentist or his in-office
associates who provided or relined the dentures.

* Bridge and Denture repairs
¢ Addition of tooth or clasp
* Reline/Rebase.
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Prosthodontic Services

* Dental services or appliances for the diagnosis and/or treatment of Tem-
poromandibular Joint Dysfunction.

Once you receive benefits for a crown, inlay, onlay, bridge or denture, replace-
ments are not covered until 5 years have elapsed. Also, benefits are not
available for the replacement of a bridge or denture which could have been
made serviceable. Missing tooth exclusion applies for dentures and bridges.
Initial placement of a full or partial denture or bridge replacing teeth extracted
prior to effective date of the policy.

BENEFIT PAYMENT FOR DENTAL COVERED SERVICES

Benefit Period

Your Dental benefit period is a period of one year which begins on January 1st
of each year. When you first enroll under this coverage, your first benefit peri-
od begins on your Coverage Date and ends on the first December 31st
following that date.

In-Network Deductible

Each benefit period, you (and each member of your family) must satisfy a
$100 in -network deductible for services rendered by a participating (contrac-
ted) dentist. This deductible applies to:

* Diagnostic and Preventive Care
e Miscellaneous Dental Services
¢ Restorative Dental Services

¢ General Dental Services

¢ Endodontic Services

¢ Periodontic Services

e Oral Surgery Services

e Crowns, Inlays/Onlays Services
¢ Prosthodontic Services

In other words, after you incur eligible charges of more than $100 for the Cov-
ered Services listed above in a benefit period, your benefits will begin for
those services. Your other dental services are not subject to a deductible.

An additional $10 copay for preventive services applies once per benefit peri-
od from a Participating Provider.

Out-of-Network Deductible

Each benefit period, you (and each member of you family) must satisfy a $200
out-of-network deductible for services rendered by a non-participating (non-
contracted) dentist. This deductible applies to:

¢ Restorative Dental Services
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¢ General Dental Services

¢ Endodontic Services

¢ Periodontic Services

¢ Oral Surgery Services

e Crowns, Inlays/Onlays Services
¢ Prosthodontic Services

In other words, after you incur eligible charges of more than $200 for the Cov-
ered Services listed above in a benefit period, your benefits will begin for
those services. Your other dental services are not subject to a deductible.

Benefit Payment for Dental Services

The benefits provided by the Plan and the expenses that are your responsibility
for your Covered Services will depend on whether you receive services from a
Participating or Non-Participating Dentist.

Participating Dentists are Dentists who have signed an agreement with the
Claim Administrator to accept the Maximum Allowance as payment in full.
Such Participating Dentists have agreed not to bill you for Covered Service
amounts in excess of the Maximum Allowance. Therefore, you will be respon-
sible only for the difference between the Claim Administrator benefit payment
and the Maximum Allowance for the particular Covered Service-that is, your
Coinsurance amounts and deductible.

Non-Participating Dentists are Dentists who have not signed an agreement
with the Claim Administrator to accept the Maximum Allowance as payment
in full. Therefore, you are responsible to these Dentists for the difference be-
tween the Claim Administrator benefit payment and such Dentist’s charge to
you. Custom Maximum Allowable charge will be scheduled for the Non-Par-
ticipating reimbursement level.

Participating Dentists

Diagnostic and Preventive Services - Benefits for Diagnostic and Preventive
Dental Services described in this Dental Benefits Section received from a Par-
ticipating Dentist will be provided at 100% of the Maximum Allowance after
you have met your deductible.

Miscellaneous Dental Services - Benefits for Miscellaneous Dental Services
described in this Dental Benefits Section received from a Participating Dentist
will be provided at 100% of the Maximum Allowance after you have met your
deductible.

Restorative Dental Services - Benefits for Restorative Dental Services de-
scribed in this Dental Benefits Section received from a Participating Dentist
will be provided at 60% of the Maximum Allowance after you have met your
deductible.
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General Dental Services - Benefits for General Dental Services described in
this Dental Benefits Section received from a Participating Dentist will be pro-
vided at 60% of the Maximum Allowance after you have met your deductible.

Endodontic Services - Benefits for Endodontic Services described in this
Dental Benefits Section received from a Participating Dentist will be provided
at 60% of the Maximum Allowance after you have met your deductible.

Periodontic Services - Benefits for Periodontic Services described in this
Dental Benefits Section received from a Participating Dentist will be provided
at 60% of the Maximum Allowance after you have met your deductible.

Oral Surgery Services - Benefits for Oral Surgery Services described in this
Dental Benefits Section received from a Participating Dentist will be provided
at 60% of the Maximum Allowance after you have met your deductible.

Crowns, Inlays/Onlays Services - Benefits for Crowns, Inlays/Onlays Ser-
vices described in this Dental Benefits Section received from a Participating
Dentist will be provided at 60% of the Maximum Allowance after you have
met your deductible.

Prosthodontic Services - Benefits for Prosthodontic Services described in
this Dental Benefits Section received from a Participating Dentist will be pro-
vided at 60% of the Maximum Allowance after you have met your deductible.

Non-Participating Dentists

Diagnostic and Preventive Services - Benefits for Diagnostic and Preventive
Dental Services described in this Dental Benefits Section received from a
Non-Participating Dentist will be provided at 80% of the Maximum Allow-
ance after you have met your deductible.

Miscellaneous Dental Services - Benefits for Miscellaneous Dental Services
described in this Dental Benefits Section received from a Non-Participating
Dentist will be provided at 80% of the Maximum Allowance after you have
met your deductible.

Restorative Dental Services - Benefits for Restorative Dental Services de-
scribed in this Dental Benefits Section received from a Non-Participating
Dentist will be provided at 50% of the Maximum Allowance after you have
met your deductible.

General Dental Services - Benefits for General Dental Services described in
this Dental Benefits Section received from a Non-Participating Dentist will be
provided at 50% of the Maximum Allowance after you have met your deduct-
ible.

Endodontic Services - Benefits for Endodontic Services described in this
Dental Benefits Section received from a Non-Participating Dentist will be
provided at 50% of the Maximum Allowance after you have met your deduct-
ible.

Periodontic Services - Benefits for Periodontic Services described in this
Dental Benefits Section received from a Non-Participating Dentist will be

Page 91 Agency Exhibits Spec CBO 2019-01 City of Chicago Page 90
ASO-1 20



provided at 50% of the Maximum Allowance after you have met your deduct-
ible.

Oral Surgery Services - Benefits for Oral Surgery Services described in this
Dental Benefits Section received from a Non-Participating Dentist will be
provided at 50% of the Maximum Allowance after you have met your deduct-
ible.

Crowns, Inlays/Onlays Services - Benefits for Crowns, Inlays/Onlays Ser-
vices described in this Dental Benefits Section received from a
Non-Participating Dentist will be provided at 50% of the Maximum Allow-
ance after you have met your deductible.

Prosthodontic Services - Benefits for Prosthodontic Services described in
this Dental Benefits Section received from a Non-Participating Dentist will be
provided at 50% of the Maximum Allowance after you have met your deduct-
ible.

Emergency Care

Benefits for emergency oral examinations and palliative emergency treatment
for the temporary relief of pain will be provided at 60% of the Maximum Al-
lowance when rendered by a Participating Dentist, after you have met your
in-network deductible. Benefits for palliative care will be provided at 50% of
the Maximum Allowance, when rendered by a Non-Participating Dentist,
after you have met your out-of-network deductible.

Benefit Maximum

The maximum amount of dental benefits available for you (and each covered
member of your family) each benefit period is $1,200. This is an individual
maximum. There is no family maximum. The benefit period maximum does
not apply to preventive services for participants under the age of 19.

Any expenses incurred beyond the benefit maximum are your responsibility.
IMPORTANT INFORMATION ABOUT YOUR DENTAL BENEFITS

Care By More Than One Dentist

If you should change Dentists in the middle of a particular Course of Treat-
ment, benefits will be provided as if you had stayed with the same Dentist
until your treatment was completed. There will be no duplication of benefits.

Alternate Benefit Program

In all cases in which there is more than one Course of Treatment possible, the
benefit payment will be based upon the Course of Treatment bearing the lesser
cost.

If you and your Dentist or Physician decide on personalized restorations or to
employ specialized techniques for dental services rather than standard proce-
dures, the benefits provided will be limited to the benefit for the standard
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procedures for dental services, as reasonably determined by the Claim Admin-
istrator.

Pre-Estimation of Benefits

If your Dentist recommends a Course of Treatment that will cost more than
$300, your Dentist should prepare a Claim form describing the planned treat-
ment, copies of necessary X-rays, photographs and models and an estimate of
the charges prior to your beginning the Course of Treatment. The Claim Ad-
ministrator will review the report and materials, taking into consideration
alternative adequate Course of Treatment, and will notify you and your Den-
tist of the estimated benefits which will be provided under this Benefit
Section. This is not a guarantee of payment, but an estimate of the benefits
available for the proposed services to be rendered.

Special Limitations
No benefits will be provided under this Benefit Section for:
1. Dental services which are performed for cosmetic purposes.
2. Oral Surgery for the following procedures:
— surgical services related to a congenital malformation;
— surgical removal of complete bony impacted teeth;

— excision of tumors or cysts of the jaws, cheeks, lips, tongue, roof
and floor of the mouth;

— excision of exostoses of the jaws and hard palate (provided that this
procedure is not done in preparation for dentures or other pros-
theses); treatment of fractures of facial bone; external incision and
drainage of cellulitis; incision of accessory sinuses, salivary glands
or ducts; reduction of dislocation, or excision of, the temporoman-
dibular joints.

3. Dental services which are performed due to an accidental injury when
caused by an external force. External force means any outside strength
producing damage to the dentition and/or oral structures.

4. Hospital and ancillary charges.

EXTENSION OF YOUR DENTAL BENEFITS
IN CASE OF TERMINATION

If your coverage under this Plan should terminate, benefits will continue for
any dental Covered Services, except for periodontal treatment described in
this Benefit Section as long as the Covered Service was begun prior to the date
your coverage terminated and is completed within 30 days of your termination
date. No benefits will be provided for periodontal treatment after the termina-
tion of your Plan.
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EXCLUSIONS - WHAT IS NOT COVERED

Expenses for the following are not covered under your benefit program:

— Dental procedures which are not Medically Necessary.

PLEASE NOTE THAT IN ORDER TO PROVIDE YOU WITH DEN-
TAL CARE BENEFITS AT A REASONABLE COST, THE PLAN
PROVIDES BENEFITS ONLY FOR THOSE COVERED SERVICES
FOR ELIGIBLE DENTAL TREATMENT THAT ARE MEDICALLY
NECESSARY. IT DOES NOT PAY THE COST OF ANY DENTAL
CARE PROCEDURES THAT THE CLAIM ADMINISTRATOR DE-
TERMINES WERE NOT MEDICALLY NECESSARY.

No benefits will be provided for procedures which are not, in the reason-
able judgment of the Claim Administrator, Medically Necessary.
Medically Necessary means that a specific procedure provided to you is
reasonably required, in the reasonable judgment of the Claim Adminis-
trator, for the treatment or management of a dental symptom or condition
and that the procedure performed is the most efficient and economical
procedure which can safely be provided to you. The fact that a Physician
or Dentist may prescribe, order, recommend or approve a procedure does
not of itself make such a procedure or supply Medically Necessary.

Services or supplies that are not specifically mentioned in this benefit
booklet.

Services or supplies for any illness or injury arising out of or in the
course of employment for which benefits are available under any Work-
ers’” Compensation Law or other similar laws whether or not you make a
claim for such compensation or receive such benefits. However, this ex-
clusion shall not apply if you are a corporate officer of any domestic or
foreign corporation and are employed by the corporation and elect to
withdraw yourself from the operation of the Illinois Workers’ Com-
pensation Act according to the provisions of the Act.

Services or supplies that are furnished to you by the local, state or federal
government and for any services or supplies to the extent payment or
benefits are provided or available from the local, state or federal govern-
ment (for example, Medicare) whether or not that payment or benefits
are received, except in the case of Medicare, except however, this exclu-
sion shall not be applicable to medical assistance benefits under Article
V or VI of the Illinois Public Aid Code (305 ILCS 5/5-1 et seq. or 5/6-1
et seq.) or similar Legislation of any state, benefits provided in com-
pliance with the Tax Equity and Fiscal Responsibility Act or as otherwise
provided by law.

Services and supplies for any illness or injury occurring on or after your
Coverage Date as a result of war or an act of war.

Services or supplies that do not meet accepted standards of medical and/
or dental practice.
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— Investigational Services and Supplies and all related services and
supplies, except as may be provided under this benefit booklet for the
cost of routine patient care associated with Investigational cancer
treatment if you are a qualified individual participating in a qualified
clinical cancer trial, if those services or supplies would otherwise be
covered under this benefit booklet if not provided in connection with a
qualified cancer trial program.

— Services or supplies for which you are not required to make payment or
would have no legal obligation to pay if you did not have this or similar
coverage.

— Charges for failure to keep a scheduled visit or charges for completion of
a Claim form.

— Services and supplies to the extent benefits are duplicated because the
spouse, parent and/or child are covered separately under this Dental Care
Plan.

— Implants - Including the crown over the implant.
— Hospitalization for any dental procedure;

— Home visits;

— Hospital bedside visits;

— Hospital-administered anesthesia;

— Experimental procedures

— Implantation;

— Pharamacological regimens;

— Prescription or over-the-counter medications;
— Convenience and personal item;

— The setting of fractures of dislocation;

— Treatment of malignancies, cysts or neoplasms;

— Service which, in the opinion of the attending dentist, are not necessary
for the patient’s dental health;

— Missed appointment fees;
— Orthodontic work in progress;
— Any items covered under the Medical Plan;

— Services covered by Workers’ Compensation or employer’s liability
laws;

— Services provided to the member , without cost, by any municipality,
county or other political subdivision, other than Medicaid services;

— Dental services with respect congenital malformation or primarily for
cosmetic or aesthetic purposes, except where such services are within the
scope of benefits;
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— Any services, treatment or supplies which are not reasonably necessary
for the care and treatment of a person;

— Orthodontic treatment including, but not limited to, removable and fixed
appliances, pre-orthodontic treatment and orthodontic retention;

— Separate laboratory charges when not included and billed by dentist;

— Dental services received from a dental or medical department main-
tained by or on behalf of an employer, a mutual benefit association, labor
union, trustee or similar person or group;

— Dental services rendered or supplies furnished after the termination date
of the person’s Dental PPO Plan coverage;

— Dental services for which coverage is available to the person, in whole or
in part, under a medical plan;

— Sealants (except for back molars);

— Mouth rehabilitation where the obligation of the dental plan administrat-
or will be to cover only those benefits appropriate to those procedures
necessary to eliminate oral disease and replace missing teeth; the balance
of the treatment including cost to increase vertical dimension or restore
the occlusion will remain the responsibility of the patient;

— Initial placement of a full or partial denture or bridge replacing teeth ex-
tracted prior to the effective date of the policy;

— Bruxism appliances, mouth guards, occlusal guards or bite plates;

— Anything not listed as a covered service.
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COORDINATION OF BENEFITS SECTION

Coordination of Benefits (COB) applies when you have dental care coverage
through more than one group program. The purpose of COB is to insure that
you receive all of the coverage to which you are entitled under this Health
Care. In other words, the total payment from all of your coverages together
will never be less than what would have been paid under this Health Care Plan
if no other group coverages were involved. It is your obligation to notify the
Claim Administrator of the existence of such other group coverages.

To coordinate benefits, it is necessary to determine what the payment respon-
sibility is for each benefit program. This is done by following these rules:

1. The coverage under which the patient is the Eligible Person (rather than
a dependent) is primary (that is, full benefits are paid under that pro-
gram). The other coverage is secondary and only pays any remaining
eligible charges.

2. When a dependent child receives services, the birthdays of the child’s
parents are used to determine which coverage is primary. The coverage
of the parent whose birthday (month and day) comes before the other
parent’s birthday in the calendar year will be considered the primary cov-
erage. If both parents have the same birthday, then the coverage that has
been in effect the longest is primary. If the other coverage does not have
this “birthday’’ type of COB provision and, as a result, both coverages
would be considered either primary or secondary, then the provisions of
the other coverage will determine which coverage is primary.

— However, when the parents are separated or divorced and the parent
with custody of the child has not remarried, the benefits of a con-
tract which covers the child as a dependent of the parent with
custody of the child will be determined before the benefits of a con-
tract which covers the child as a dependent of the parent without
custody;

— when the parents are divorced and the parent with custody of the
child has remarried, the benefits of a contract which covers the
child as a dependent of the parent with custody shall be determined
before the benefits of a contract which covers that child as a depen-
dent of the stepparent, and the benefits of a contract which covers
that child as a dependent of the stepparent will be determined be-
fore the benefits of a contract which covers that child as a
dependent of the parent without custody.

Notwithstanding the items above, if there is a court decree which
would otherwise establish financial responsibility for the medical,
dental, or other health care expenses with respect to the child, the
benefits of a contract which covers the child as a dependent of the
parent with such financial responsibility shall be determined before
the benefits of any other contract which covers the child as a depen-
dent child. It is the obligation of the person claiming benefits to
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notify the Claim Administrator, and upon its request to provide a
copy, of such court decree.

3. If neither of the above rules apply, then the coverage that has been in ef-
fect the longest is primary.

The only time these rules will not apply is if the other group benefit program
does not include a COB provision. In that case, the other group program is
automatically primary.

The Claim Administrator has the right in administering these COB provisions
to:

In order to prevent duplicate payment of benefits for a Claim, the Claim Ad-
ministrator uses the following process to determine benefits when it is the
secondary payor.

— determines what the payment for service would be following the pay-
ment provisions of this coverage; and

— deducts from this resulting amount the amount paid by the primary pay-
or. The difference is the amount that will be paid under this coverage.

— pay any other organization an amount which it determines to be war-
ranted if payments which should have been made by the Claim
Administrator have been made by such other organization under any oth-
er group program.

— recover any overpayment which the Claim Administrator may have
made to you, any Provider, insurance company, person or other organiza-
tion.
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CONTINUATION COVERAGE RIGHTS UNDER COBRA

This CONTINUATION COVERAGE RIGHTS UNDER COBRA section
does not apply to Domestic Partners and their children. This CONTINU-
ATION COVERAGE RIGHTS UNDER COBRA section does not apply to
your dependent who is a party to a Civil Union and their children.

NOTE: Certain employers may not be affected by CONTINUATION OF
COVERAGE RIGHTS UNDER COBRA. See your employer or Group Ad-
ministrator should you have any questions about COBRA.

Introduction

You are receiving this notice because you have recently become covered un-
der your employer’s group health plan (the Plan). This notice contains
important information about your right to COBRA continuation coverage,
which is a temporary extension of coverage under the Plan. This notice gen-
erally explains COBRA continuation coverage, when it may become
available to you and your family, and what you need to do to protect the
right to receive it.

The right to COBRA continuation coverage was created by a federal law, the
Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA). CO-
BRA continuation coverage can become available to you when you would
otherwise lose your group health coverage. It can also become available to
other members of your family who are covered under the Plan when they
would otherwise lose their group health coverage.

For additional information about your rights and obligations under the Plan
and under federal law, you should review the Plan’s Summary Plan Descrip-
tion or contact the Plan Administrator.

What Is COBRA Continuation Coverage?

COBRA continuation coverage is a continuation of Plan coverage when cov-
erage would otherwise end because of a life event known as a “qualifying
event.” Specific qualifying events are listed later in this notice. After a quali-
fying event, COBRA continuation coverage must be offered to each person
who is a “qualified beneficiary.” You, your spouse, and your dependent chil-
dren could become qualified beneficiaries if coverage under the Plan is lost
because of the qualifying event. Under the Plan, qualified beneficiaries who
elect COBRA continuation coverage must pay for COBRA continuation cov-
erage.

If you are an employee, you will become a qualified beneficiary if you lose
your coverage under the Plan because either one of the following qualifying
events happens:

* Your hours of employment are reduced; or

* Your employment ends for any reason other than your gross misconduct.
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If you are the spouse of an employee, you will become a qualified beneficiary
if you lose your coverage under the Plan because any of the following qualify-
ing events happens:

* Your spouse dies;
* Your spouse’s hours of employment are reduced;

* Your spouse’s employment ends for any reason other than his or her
gross misconduct;

* Your spouse becomes enrolled in Medicare benefits (under Part A, Part
B, or both); or

* You become divorced or legally separated from your spouse.

Your dependent children will become qualified beneficiaries if they lose cov-
erage under the Plan because any of the following qualifying events happen:

e The parent-employee dies;
e The parent-employee’s hours of employment are reduced;

e The parent-employee’s employment ends for any reason other than his or
her gross misconduct;

* The parent-employee becomes enrolled in Medicare benefits (under Part
A, Part B, or both);

e The parents become divorced or legally separated; or

e The child stops being eligible for coverage under the Plan as a “depen-
dent child.”

If the Plan provides health care coverage to retired employees, the following
applies: Sometimes, filing a proceeding in bankruptcy under title 11 of the
United States Code can be a qualifying event. If a proceeding in bankruptcy is
filed with respect to your employer, and that bankruptcy results in the loss of
coverage of any retired employee covered under the Plan, the retired
employee will become a qualified beneficiary with respect to the bankruptcy.
The retired employee’s spouse, surviving spouse, and dependent children will
also become qualified beneficiaries if bankruptcy results in the loss of their
coverage under the Plan.

When Is COBRA Coverage Available?

The Plan will offer COBRA continuation coverage to qualified beneficiaries
only after the Plan Administrator has been notified that a qualifying event has
occurred. When the qualifying event is the end of employment or reduction of
hours of employment, death of the employee, in the event of retired employee
health coverage, commencement of a proceeding in bankruptcy with respect
to the employer, or the employee’s becoming entitled to Medicare benefits
(under Part A, Part B, or both), the employer must notify the Plan Administra-
tor of the qualifying event.
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You Must Give Notice of Some Qualifying Events

For the other qualifying events (divorce or legal separation of the employee
and spouse or a dependent child’s losing eligibility for coverage as a depen-
dent child), you must notify the Plan Administrator within 60 days after the
qualifying event occurs. Contact your employer and/or COBRA Administra-
tor for procedures for this notice, including a description of any required
information or documentation.

How Is COBRA Coverage Provided?

Once the Plan Administrator receives notice that a qualifying event has oc-
curred, COBRA continuation coverage will be offered to each of the qualified
beneficiaries. Each qualified beneficiary will have an independent right to
elect COBRA continuation coverage. Covered employees may elect COBRA
continuation coverage on behalf of their spouses, and parents may elect CO-
BRA continuation coverage on behalf of their children.

COBRA continuation coverage is a temporary continuation of coverage.
When the qualifying event is the death of the employee, the employee’s be-
coming entitled to Medicare benefits (under Part A, Part B, or both), your
divorce or legal separation, or a dependent child’s losing eligibility as a de-
pendent child, COBRA continuation coverage lasts for up to 36 months.

When the qualifying event is the end of employment or reduction of the em-
ployee’s hours of employment, and the employee became entitled to Medicare
benefits less than 18 months before the qualifying event, COBRA continua-
tion coverage for qualified beneficiaries other than the employee lasts until 36
months after the date of Medicare entitlement. For example, if a covered em-
ployee becomes entitled to Medicare 8 months before the date on which his
employment terminates, COBRA continuation coverage for his spouse and
children can last up to 36 months after the date of Medicare entitlement,
which is equal to 28 months after the date of the qualifying event (36 months
minus 8 months). Otherwise, when the qualifying event is the end of employ-
ment or reduction of the employee’s hours of employment, COBRA
continuation coverage generally lasts for only up to a total of 18 months.
There are two ways in which this 18-month period of COBRA continuation
coverage can be extended.

Disability Extension Of 18-Month Period Of Continuation Coverage

If you or anyone in your family covered under the Plan is determined by the
Social Security Administration to be disabled and you notify the Plan Admin-
istrator in a timely fashion, you and your entire family may be entitled to
receive up to an additional 11 months of COBRA continuation coverage, for a
total maximum of 29 months. The disability would have to have started at
some time before the 60th day of COBRA continuation coverage and must last
at least until the end of the 18-month period of continuation coverage. Contact
your employer and/or the COBRA Administrator for procedures for this no-
tice, including a description of any required information or documentation.

Page 101 Agency Exhibits Spec CBO 2019-0City of Chicago Page 100
ASO-1 30



Second Qualifying Event Extension Of 18-Month Period Of Continuation
Coverage

If your family experiences another qualifying event while receiving 18
months of COBRA continuation coverage, the spouse and dependent children
in your family can get up to 18 additional months of COBRA continuation
coverage, for a maximum of 36 months, if notice of the second qualifying
event is properly given to the Plan. This extension may be available to the
spouse and dependent children receiving continuation coverage if the em-
ployee or former employee dies, becomes entitled to Medicare benefits (under
Part A, Part B, or both), or gets divorced or legally separated or if the depen-
dent child stops being eligible under the Plan as a dependent child, but only if
the event would have caused the spouse or dependent child to lose coverage
under the Plan had the first qualifying event not occurred.

If You Have Questions

Questions concerning your Plan or your COBRA continuation coverage
rights, should be addressed to your Plan Administrator. For more information
about your rights under ERISA, including COBRA, the Health Insurance Por-
tability and Accountability Act (HIPAA), and other laws affecting group
health plans, contact the nearest Regional or District Office of the U. S. De-
partment of Labor’s Employee Benefits Security Administration (EBSA) in
your area or visit the EBSA website at www.dol.gov/ebsa. (Addresses and
phone numbers of Regional and District EBSA Offices are available through
EBSA’s website.)

Keep Your Plan Informed Of Address Changes

In order to protect your family’s rights, you should keep the Plan Administra-
tor informed of any changes in the addresses of family members. You should
also keep a copy, for your records, of any notices you send to the Plan Admin-
istrator.

Plan Contact Information

Contact your employer for the name, address and telephone number of the
party responsible for administering your COBRA continuation coverage.
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CONTINUATION OF COVERAGE
FOR DOMESTIC PARTNERS

Continuation of Coverage

If you are the Domestic Partner or the dependent child of a Domestic Partner
and you lose coverage under this benefit booklet, you have the same options as
the spouse or dependent child of an Eligible Person to continue your coverage.
The options available to a spouse or a dependent child are described in the
CONTINUATION COVERAGE RIGHTS UNDER COBRA section, if appli-
cable to your Group.

NOTE: Certain employers may not be required to offer COBRA continuation
coverage. See your Group Administrator if you have any questions about CO-
BRA.

In addition to the events listed in the CONTINUATION COVERAGE
RIGHTS UNDER COBRA section, if applicable, continuation of coverage is
available to you and your dependent children in the event you lose coverage
because your Domestic Partnership with the Eligible Person terminates. Your
Domestic Partnership will terminate if your partnership no longer meets the
criteria described in the definition of “Domestic Partnership” in the DEFINI-
TIONS SECTION of this benefit booklet. You are entitled to continue
coverage for the same period of time as a spouse or child who loses coverage
due to divorce.
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CONTINUATION OF COVERAGE
FOR PARTIES TO A CIVIL UNION

The purpose of this section of your benefit booklet is to explain the options
available for temporarily continuing your coverage after termination, if you
are covered under this benefit booklet as the party to a Civil Union of an Eligi-
ble Person or as the dependent child of a party to a Civil Union. Your
continued coverage under this benefit booklet will be provided only as speci-
fied below. Please read the provisions very carefully.

Continuation of Coverage

If you are a dependent who is party to a Civil Union or their child and you lose
coverage under this benefit booklet, you have the same options as the spouse
or dependent child of an Eligible Person to continue your coverage. The op-
tions available to a spouse or a dependent child are described in the
CONTINUATION COVERAGE RIGHTS UNDER COBRA section, if appli-
cable to your Group.

NOTE: Certain employers may not be required to offer COBRA continuation
coverage. See your Group Administrator if you have any questions about CO-
BRA.

In addition to the events listed in the CONTINUATION COVERAGE
RIGHTS UNDER COBRA section, if applicable, continuation of coverage is
available to you and your dependent children in the event you lose coverage
because your Civil Union Partnership with the Eligible Person terminates.
Your Civil Union Partnership will terminate if your partnership no longer
meets the criteria described in the definition of “Civil Union” in the DEFINI-
TIONS SECTION of this benefit booklet. You are entitled to continue
coverage for the same period of time as a spouse or child who loses coverage
due to divorce.
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HOW TO FILE A CLAIM

FILING DENTAL CLAIMS

In order to obtain your dental benefits, it is necessary for a Claim to be filed
with the Claim Administrator.

To file a Claim, obtain an Attending Dentist’s Statement from your Employee
Benefits Department before going to your Dentist. The Attending Dentist’s
Statement is also used for pre-estimation of benefits. It is your responsibility to
insure that the necessary Claim information has been provided to the Claim Ad-
ministrator.

You must complete and sign the Subscriber/Insured Information of the Attend-
ing Dentist’s Statement. As soon as treatment has ended, ask your Dentist to
complete and sign the Attending Dentist’s Statement, and file it with:

Blue Cross and Blue Shield of Illinois
P.O. Box 23059
Belleville, Illinois 62223-0059

Claims must be filed with the Claim Administrator within two years from the
date your Covered Service was rendered. Claims not filed within the required
time period will not be eligible for payment. Should you have any questions
about filing Claims, ask your Employee Benefits Department or call the Claim
Administrator’s office.

DENTAL CLAIMS PROCEDURES

The Claim Administrator will pay all Claims within 30 days of receipt of all
information required to process a Claim. In the event that the Claim Administra-
tor does not process a Claim within this 30-day period, you or the valid assignee
shall be entitled to interest at the rate of 9% per year, from the 30th day after the
receipt of all Claim information until the date payment is actually made. How-
ever, interest payment will not be made if the amount is $1.00 or less. The Claim
Administrator will notify you or the valid assignee when all information re-
quired to pay a Claim within 30 days of the Claim’s receipt has not been
received. (For information regarding assigning benefits, see “Payment of
Claims and Assignment of Benefits” provisions in the GENERAL PROVI-
SIONS section of this benefit booklet.)

If the Claim is denied in whole or in part, you will receive a notice from the
Claim Administrator with: (1) the reasons for denial; (2) a reference to the
health care plan provisions on which the denial is based; (3) a description of
additional information which may be necessary to perfect the appeal, and (4) an
explanation of how you may have the Claim reviewed by the Claim Administra-
tor if you do not agree with the denial.

DENTAL CLAIM REVIEW PROCEDURES

If your Claim has been denied in whole or in part, you may have your Claim
reviewed. The Claim Administrator will review its decision in accordance with
the following procedure.
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Within 180 days after you receive notice of a denial or partial denial, write to the
Claim Administrator. The Claim Administrator will need to know the reasons
why you do not agree with the denial or partial denial. Send your request to:

Blue Cross and Blue Shield of Illinois
P.O. Box 23059
Belleville, Illinois 62223-0059

You may also designate a representative to act for you in the review procedure.
Your designation of a representative must be in writing as it is necessary to pro-
tect against disclosure of information about you except to your authorized
representative.

While the Claim Administrator will honor telephone requests for information,
such inquiries will not constitute a request for review.

You and your authorized representative may ask to see relevant documents and
may submit written issues, comments and additional medical information with-
in 180 days after you receive notice of a denial or partial denial. The Claim
Administrator will give you a written decision within 60 days after it receives
your request for review.

If you have any questions about the Claims procedures or the review procedure,
write or call the Claim Administrator Headquarters. The Claim Administrator
offices are open from 8:45 A.M. to 4:45 P.M., Monday through Friday.

Blue Cross and Blue Shield of Illinois
300 East Randolph
Chicago, IL 60601

If you have a Claim for benefits which is denied or ignored, in whole or in part,
you may file suit in a state or federal court.
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1.

ASO-1

GENERAL PROVISIONS

CLAIM ADMINISTRATOR'’S SEPARATE FINANCIAL
ARRANGEMENTS WITH PROVIDERS

The Claim Administrator hereby informs you that it has contracts with
certain Providers (‘“Administrator Providers”™) in its service area to pro-
vide and pay for dental care services to all persons entitled to dental care
benefits under dental policies and contracts to which the Claim Adminis-
trator is a party, including all persons covered under the Dental Care Plan.
Under certain circumstances described in its contracts with Administrator
Providers, the Claim Administrator may:

¢ receive substantial payments from Administrator Providers with
respect to services rendered to you for which the Claim Adminis-
trator was obligated to pay the Administrator Provider, or

¢ pay Administrator Providers substantially less than their Claim
Charges for services, by discount or otherwise, or

e receive from Administrator Providers other substantial allow-
ances under the Claim Administrator’s contracts with them.

In the case of Dentists, the calculation of any maximum amounts of bene-
fits payable by the Claim Administrator as described in this benefit
booklet and the calculation of all required deductible and Coinsurance
amounts payable by you as described in this benefit booklet shall be based
on the Maximum Allowance or Provider’s Claim Charge for Covered Ser-
vices rendered to you. Your Employer has been advised that the Claim
Administrator may receive such payments, discounts and/or other allow-
ances during the term of the agreement between your Employer and the
Claim Administrator. Neither the Employer nor you are entitled to receive
any portion of any such payments, discounts and/or other allowances.

In some instances, the Claim Administrator has entered into agreements
with other Blue Cross and Blue Shield Plans (“Servicing Plans™) to pro-
vide, on the Claim Administrator’s behalf, Claim Payments and certain
administrative services for you. Under these agreements, the Claim Ad-
ministrator will reimburse each Servicing Plan for all Claim Payments
made on the Claim Administrator’s behalf for you.

Certain Servicing Plans may have contracts similar to the contracts
described above with certain Providers (“Servicing Plan Providers™) in
their service area. The Servicing Plan will process your claim in
accordance with the Servicing Plan’s applicable contract with the
Servicing Plan Provider. Further, all amounts payable to the Servicing
Plan by the Claim Administrator for Claim Payments made by the Servic-
ing Plan and applicable service charges, and all benefit maximum amounts
and any required deductible and Coinsurance amounts under this Dental
Care Plan will be calculated on the basis of the Servicing Plan Provider’s
Eligible Charge for Covered Services rendered to you or the cost agreed
upon between the Servicing Plan and the Claim Administrator for Cov-
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ered Services that the Servicing Plan passes to the Claim Administrator,
whichever is lower.

Often, the agreed upon cost is a simple discount. Sometimes, however, the
agreed upon cost may represent either an estimated discount or an average
discount received or expected by the Servicing Plan based on separate
financial arrangements with Servicing Plan Providers.

In other instances, laws in a small number of states dictate the basis upon
which the Coinsurance is calculated. When Covered Services are rendered
in those states, the Coinsurance amount will be calculated using the state’s
statutory method.

2. PAYMENT OF CLAIMS AND ASSIGNMENT OF BENEFITS

a.

Under this Dental Care Plan, the Claim Administrator has the right to
make any benefit payment either to you or directly to the Provider of
the Covered Services. For example, the Claim Administrator may pay
benefits to you if you receive Covered Services from a Non-Adminis-
trator Provider. The Claim Administrator is specifically authorized by
you to determine to whom any benefit payment should be made.

. Once Covered Services are rendered by a Provider, you have no right to

request the Claim Administrator not to pay the Claim submitted by such
Provider and no such request will be given effect. In addition, the Claim
Administrator will have no liability to you or any other person because
of its rejection of such request.

. A Covered Person’s claim for benefits under this Dental Care Plan is

expressly non-assignable and non-transferable in whole or in part to
any person or entity, including any Provider, at anytime before or after
Covered Services are rendered to a Covered Person. Coverage under
this Dental Care Plan is expressly non-assignable and non-transferable
and will be forfeited if you attempt to assign or transfer coverage or aid
or attempt to aid any other person in fraudulently obtaining coverage.
Any such assignment or transfer of a claim for benefits or coverage
shall be null and void.

3. YOUR PROVIDER RELATIONSHIPS

a.

b.

The choice of a Provider is solely your choice and the Claim Adminis-
trator will not interfere with your relationship with any Provider.

The Claim Administrator does not itself undertake to furnish health
care services, but solely to make payments to Providers for the Covered
Services received by you. The Claim Administrator is not in any event
liable for any act or omission of any Provider or the agent or employee
of such Provider, including, but not limited to, the failure or refusal to
render services to you. Professional services which can only be legally
performed by a Provider are not provided by the Claim Administrator.
Any contractual relationship between a Physician and an Administrator
Provider shall not be construed to mean that the Claim Administrator is
providing professional service.
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c. The use of an adjective such as Participating, Administrator or ap-
proved in modifying a Provider shall in no way be construed as a
recommendation, referral or any other statement as to the ability or
quality of such Provider. In addition, the omission, non-use or non-des-
ignation of Participating, Administrator, approved or any similar
modifier or the use of a term such as Non-Administrator or Non-Partici-
pating should not be construed as carrying any statement or inference,
negative or positive, as to the skill or quality of such Provider.

d. Each Provider provides Covered Services only to you and does not deal
with or provide any services to your Employer (other than as an individ-
ual Covered Person) or your Employer’s ERISA Health Benefit
Program.

4. NOTICES

Any information or notice which you furnish to the Claim Administrator
under the Dental Care Plan as described in this benefit booklet must be in
writing and sent to the Claim Administrator at its offices at 300 East Ran-
dolph, Chicago, Illinois 60601 (unless another address has been stated in
this benefit booklet for a specific situation). Any information or notice
which the Claim Administrator furnishes to you must be in writing and
sent to you at your address as it appears on the Claim Administrator’s re-
cords or in care of your Employer and if applicable, in the case of a
Qualified Medical Child Support Order, to the designated representative
as it appears on the Claim Administrator’s records.The Claim Adminis-
trator may also provide such notices electronically to the extent permitted
by applicable law.

5. LIMITATIONS OF ACTIONS

No legal action may be brought to recover under the Dental Care Plan as
described in this benefit booklet, prior to the expiration of sixty (60) days
after a Claim has been furnished to the Claim Administrator in accordance
with the requirements described in this benefit booklet. In addition, no
such action shall be brought after the expiration of three (3) years after the
time a Claim is required to be furnished to the Claim Administrator in ac-
cordance with the requirements described in this benefit booklet.

6. INFORMATION AND RECORDS

You agree that it is your responsibility to insure that any Provider, other
Blue Cross and Blue Shield Plan, insurance company, employee benefit
association, government body or program, any other person or entity, hav-
ing knowledge of or records relating to (a) any illness or injury for which
a Claim or Claims for benefits are made under the Dental Care Plan, (b)
any medical history which might be pertinent to such illness, injury, Claim
or Claims, or (c) any benefits or indemnity on account of such illness or
injury or on account of any previous illness or injury which may be perti-
nent to such Claim or Claims, furnish to the Claim Administrator or its
agent, and agree that any such Provider, person or other entity may furnish
to the Claim Administrator or its agent, at any time upon its request, any
and all information and records (including copies of records) relating to
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such illness, injury, Claim or Claims. In addition, the Claim Administrator
may furnish similar information and records (or copies of records) to Pro-
viders, Blue Cross and Blue Shield Plans, insurance companies,
governmental bodies or programs or other entities providing insurance-
type benefits requesting the same.

7. PHYSICAL EXAMINATION AND AUTOPSY

The Claim Administrator, at its own expense shall have the right and op-
portunity to examine your person when and as often as it may reasonably
require during the pendency of a Claim hereunder and to make an autopsy
in case of death where it is not forbidden by law.

8. OVERPAYMENT

If your group’s benefit plan or the Claim Administrator pays benefits for
eligible expenses incurred by you or your dependents and it is found that
the payment was more than it should have been, or it was made in error
(“Overpayment”), your group’s plan or the Claim Administrator has the
right to obtain a refund of the Overpayment amount from: (i) the person
tom or for whom, such benefits were paid, or (ii) any insurance company
or plan, or (iii) any other persons, entities, or organizations, including, but
not limited to Participating Providers or Non-Participating Providers.

If no refund is received, your Group’s benefit plan and/or Blue Cross and
Blue Shield (in its capacity as insurer or administrator) has the right to de-
duct any refund for any Overpayment due up to an amount equal to the
Overpayment, from:

a. Any future benefit payment made to any person or entity under this
benefit booklet, whether for the same or a different member; or

b. Any future benefit payment made to any person or entity under an-
other blue Cross and Blue Shield administered ASO benefit
program; or

c. Any future benefit payment made to any person or entity under an-
other Blue Cross and Blue Shield insured group benefit plan or
individual policy; or

d. Any future benefit payment, or other payment, made to any person or
entity; or

e. Any future benefit payment owed to one or more Participating or
Non-Participating Providers.

Further, the Claim Administrator has the right to reduce your benefit
plan’s or policy’s payment to a Provider by the amount necessary to recov-
er another Blue Cross and Blue Shield’s plan or policy’s Overpayment to
the same Provider and to remit the recovered amount to the other Blue
Cross and Blue Shield’s plan or policy.
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CONTINUATION OF COVERAGE FOR DISABLED OR
RETIRED PUBLIC EMPLOYEES

NOTE: The CONTINUATION OF COVERAGE FOR DISABLED OR RE-
TIRED PUBLIC EMPLOYEES applies only to certain employers. See your
employer or Group Administrator should you have any questions about this
continuation provision.

Public employees and surviving spouses or surviving parties to a Civil Union
of such employees who are eligible for continued group health coverage under
Sections 367 (g), (h) and (i) of the Illinois Insurance Code may continue their
coverage under this Certificate subject to the following conditions:

1. The public employee, surviving spouse or surviving party to a Civil
Union must be covered under this Certificate up to the date of eligibility
for continued group health coverage. If such employee, spouse or party
to a Civil Union has Family Coverage, he/she may continue to have
Family Coverage.

2. Group coverage can be continued until the public employee, surviving
spouse or surviving party to a Civil Union is no longer eligible, as speci-
fied in Sections 367 (g), (h) and (i) of the Illinois Insurance Code, subject
to all of the termination provisions of this Certificate (for example, ter-
mination of the Group’s Policy or reaching the limiting age for
dependent children). Coverage for a surviving spouse or surviving party
to a Civil Union will end if such spouse or surviving party to a Civil
Union should remarry or enter another Civil Union. It is the employee/
spouse’s or surviving party to a Civil Union’s responsibility to inform the
Plan of his/her loss of eligibility.

3. The total monthly premium for this continuation of coverage must be
paid by the Group to the Plan, whether such premium is deducted from a
pension payment or paid directly to the Group by the public employee,
surviving spouse or surviving party to a Civil Union.

4. If the public employee, surviving spouse or surviving party to a Civil
Union should choose to convert his or her group coverage to a “direct-
payment’’ conversion policy, as described above under Conversion Priv-
ilege, such employee, spouse or party to a Civil Union will no longer be
eligible for this continuation of group coverage.
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CONTINUATION OF COVERAGE FOR DISABLED OR
RETIRED FIREMEN

NOTE: The CONTINUATION OF COVERAGE FOR DISABLED OR RE-
TIRED FIREMEN applies only to certain employers. See your employer or
Group Administrator should you have any questions about this continuation
provision.

Firemen and surviving spouses or surviving parties to a Civil Union of such
firemen who are eligible for continued group health coverage under Section
367 (f) of the Illinois Insurance Code may continue their coverage under this
Certificate subject to the following conditions:

1. The fireman, surviving spouse or surviving party to a Civil Union must
be covered under this Certificate up to the date of eligibility for contin-
ued group health coverage. If such fireman, spouse or party to a Civil
Union has Family Coverage, he/she may continue to have Family Cover-
age.

2. Group coverage can be continued until the fireman, surviving spouse or
surviving party to a Civil Union is no longer eligible, as specified in Sec-
tion 367 (i) of the Illinois Insurance Code, subject to all of the
termination provisions of this Certificate (for example, termination of
the Group’s Policy or reaching the limiting age for dependent children).
Coverage for a surviving spouse or surviving party to a Civil Union will
end if such spouse or party to a Civil Union should remarry or enter
another Civil Union. It is the employee/spouse’s or surviving party to a
Civil Union’s responsibility to inform the Plan of his/her loss of eligibil-
ity.

3. The total monthly premium for this continuation of coverage must be
paid by the Group to the Plan, whether such premium is deducted from a

pension payment or paid directly to the Group by the fireman, surviving
spouse or surviving party to a Civil Union.

4. If the fireman, surviving spouse or surviving party to a Civil Union
should choose to convert his or her group coverage to a “direct-pay-
ment”’ conversion policy, as described above under Conversion
Privilege, such fireman, spouse or party to a Civil Union will no longer
be eligible for this continuation of group coverage.
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CONTINUATION OF COVERAGE FOR CERTAIN
PUBLIC SAFETY EMPLOYEES

NOTE: The CONTINUATION OF COVERAGE FOR CERTAIN PUBLIC
SAFETY EMPLOYEES applies only to certain employers. See your employer
or Group Administrator should you have any questions about this continuation
provision.

If you are a full-time law enforcement, correctional or correctional probation
officer, or firefighter and are eligible for continued group health insurance un-
der the Public Safety Employee Benefits Act (820 ILCS 320), you may
maintain such group health insurance under the following conditions:

1. You and your eligible dependents must have been insured under this Cer-
tificate on the day immediately preceding the date of eligibility for
continued group health insurance.

2. Your Group shall pay the entire premium of the group health insurance
coverage for you, your spouse, your party to a Civil Union and each de-
pendent child until the child reaches the limiting age under this
Certificate.

3. If you subsequently die, your Group shall continue to pay the entire
health insurance premium for your surviving spouse or your surviving
party to a Civil Union until he or she remarries or enters another Civil
Union and for your dependent children under the conditions established
in 2. above.

4. Health insurance benefits under this Certificate shall be reduced by
health insurance benefits payable from any other source.
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Administered by:

2N BlueCross BlueShield of Illinois
® |
o % Experience. Wellness. Everywhere.

ASO-1

Effective Date: January 1, 2018
www.bcbsil.com

A Division of Health Care Service Corporation, a Mutual Legal Reserve Company,
an Independent Licensee of the Blue Cross and Blue Shield Association

Blue Cross and Blue Shield of lllinois provides administrative services only and
does not assume any financial risk or obligation with respect to claims.
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A message from

City of Chicago
This booklet describes the Dental Care Plan which we provide to protect you

from the financial burden of catastrophic illness or injury.

To assure the professional handling of your dental care claims, we have en-
gaged Blue Cross and Blue Shield of Illinois as Claim Administrator.

Please read the information in this benefit booklet carefully so you will have a
full understanding of your dental care benefits. If you want more information
or have any questions about your dental care benefits, please contact the Em-
ployee Benefits Department.

Sincerely,

City of Chicago
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NOTICE

Please note that Blue Cross and Blue Shield of Illinois has contracts with
many health care Providers that provide for the Claim Administrator to
receive, and keep for its own account, payments, discounts and/or allow-
ances with respect to the bill for services you receive from those
Providers.

Please refer to the provision entitled “Claim Administrator’s Separate Fi-
nancial Arrangements with Providers” in the GENERAL PROVISIONS
section of this booklet for a further explanation of these arrangements.

Blue Cross and Blue Shield of Illinois provides administrative claims pay-
ment services only and does not assume any financial risk or obligation
with respect to claims.

WARNING, LIMITED BENEFITS WILL BE PAID WHEN
NON-PARTICIPATING PROVIDERS ARE USED

You should be aware that when you elect to utilize the services of a Non-Par-
ticipating Provider for a Covered Service in non-emergency situations, benefit
payments to such Non-Participating Provider are not based upon the amount
billed. The basis of your benefit payment will be determined according to your
policy’s fee schedule, usual and customary charge (which is determined by
comparing charges for similar services adjusted to the geographical area
where the services are performed), or other method as defined by the plan.
YOU CAN EXPECT TO PAY MORE THAN THE COINSURANCE
AMOUNT DEFINED UNDER THIS COVERAGE AFTER THE PLAN HAS
PAID ITS REQUIRED PORTION. Non-Participating Providers may bill
members for any amount up to the billed charge after the plan has paid its por-
tion of the bill. Participating Providers have agreed to accept discounted
payments for services with no additional billing to the member other than
Coinsurance and deductible amounts. You may obtain further information
about the participating status of professional providers and information on
out-of-pocket expenses by calling the toll free telephone number on your iden-
tification card.
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BENEFIT HIGHLIGHTS

Your dental care benefits are highlighted below. However, to fully understand
your benefits, it is very important that you read this entire benefit booklet.

DENTAL BENEFITS

Deductible
— Participating Provider
— Non-Participating Provider

Diagnostic and Preventive Care
Benefit Payment Level

— Participating Provider
— Non-Participating Provider

Miscellaneous Dental Services
Benefit Payment Level

— Participating Provider
— Non-Participating Provider

Restorative Dental Services
Benefit Payment Level

— Participating Provider
— Non-Participating Provider

General Dental Services
Benefit Payment Level

— Participating Provider
— Non-Participating Provider

Endodontic Services
Benefit Payment Level

— Participating Provider
— Non-Participating Provider

Periodontic Services
Benefit Payment Level

— Participating Provider
— Non-Participating Provider

Oral Surgery Services
Benefit Payment Level

— Participating Provider

— Non-Participating Provider

$100 per benefit period
$200 per benefit period

100% of the Maximum Allowance

80% of the Maximum Allowance

100% of the Maximum Allowance
80% of the Maximum Allowance

80% of the Maximum Allowance

50% of the Maximum Allowance

80% of the Maximum Allowance

50% of the Maximum Allowance

80% of the Maximum Allowance

50% of the Maximum Allowance

80% of the Maximum Allowance

50% of the Maximum Allowance

80% of the Maximum Allowance

50% of the Maximum Allowance
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Crowns, Inlays/Onlays Services
Benefit Payment Level

— Participating Provider
— Non-Participating Provider

Prosthodontic Services
Benefit Payment Level

— Participating Provider
— Non-Participating Provider

Benefit Period
Maximum

60% of the Maximum Allowance

50% of the Maximum Allowance

60% of the Maximum Allowance

50% of the Maximum Allowance

$1,500
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DEFINITIONS SECTION

Throughout this benefit booklet, many words are used which have a specific
meaning when applied to your dental care coverage. These terms will always
begin with a capital letter. When you come across these terms while reading
this benefit booklet, please refer to these definitions because they will help
you understand some of the limitations or special conditions that may apply to
your benefits. If a term within a definition begins with a capital letter, that
means that the term is also defined in these definitions. All definitions have
been arranged in ALPHABETICAL ORDER.

CIVIL UNION....means a legal relationship between two persons, of either
the same or opposite sex, established pursuant to or as otherwise recognized
by the Illinois Religious Freedom Protection and Civil Union Act.

CLAIM.....means notification in a form acceptable to the Claim Administrator
that a service has been rendered or furnished to you. This notification must
include full details of the service received, including your name, age, sex,
identification number, the name and address of the Provider, an itemized state-
ment of the service rendered or furnished (including appropriate codes), the
date of service, the diagnosis (including appropriate codes), the Claim Charge,
and any other information which the Claim Administrator may request in con-
nection with services rendered to you.

CLAIM ADMINISTRATOR.....means Blue Cross and Blue Shield of Illinois.

CLAIM CHARGE.....means the amount which appears on a Claim as the Pro-
vider’s charge for service rendered to you, without adjustment or reduction
and regardless of any separate financial arrangement between the Claim Ad-
ministrator and a particular Provider. (See provisions of this benefit booklet
regarding “The Claim Administrator’s Separate Financial Arrangements with
Providers.”)

CLAIM PAYMENT.....means the benefit payment calculated by the Claim
Administrator, after submission of a Claim, in accordance with the benefits
described in this benefit booklet. All Claim Payments will be calculated on the
basis of the Eligible Charge for Covered Services rendered to you, regardless
of any separate financial arrangement between the Claim Administrator and a
particular Provider. (See provisions of this benefit booklet regarding “The
Claim Administrator’s Separate Financial Arrangements with Providers.”)

COBRA.....means those sections of the Consolidated Omnibus Budget Recon-
ciliation Act of 1985 (P.L. 99-272), as amended, which regulate the conditions
and manner under which an employer can offer continuation of group health
insurance to Eligible Persons whose coverage would otherwise terminate un-
der the terms of this program.
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COINSURANCE.....means a percentage of an eligible expense that you are
required to pay towards a Covered Service.

COURSE OF TREATMENT.....means any number of dental procedures or
treatments performed by a Dentist or Physician in a planned series resulting
from a dental examination in which the need for such procedures or treatments
was determined.

COVERAGE DATE.....means the date on which your coverage under the
Dental Care Plan begins.

COVERED SERVICE.....means a service and supply specified in this benefit
booklet for which benefits will be provided.

DENTIST.....means a duly licensed dentist operating within the scope of his or
her license.

A “Participating Dentist” means a Dentist who has a written agreement
with the Claim Administrator or the entity chosen by the Claim Administra-
tor to administer a Participating Provider Option Dental program to provide
services to you at the time you receive services.

A “Non-Participating Dentist” means a Dentist who does not have a written
agreement with the Claim Administrator or the entity chosen by the Claim
Administrator to administer a Participating Provider Option Dental pro-
gram to provide services to participants in the Participating Provider Option
program.

DOMESTIC PARTNER.....means a person with whom you have entered into
a Domestic Partnership.

DOMESTIC PARTNERSHIP.....means long-term committed relationship of
indefinite duration with a person of the same or opposite sex which meets the
following criteria:

(i) you and your Domestic Partner have lived together for at least 6
months,

(i) neither you nor your Domestic Partner is married to anyone else or has
another Domestic Partner,

(iii) your Domestic Partner is at least 18 years of age and mentally compe-
tent to consent to contract,

(iv) your Domestic Partner resides with you and intends to do so indefinite-
ly,

(v) you and your Domestic Partner have an exclusive mutual commitment
similar to marriage, and
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(vi) you and your Domestic Partner are not related by blood closer than
would bar marriage in the state of your legal residence (i.e., the blood
relationship is not one which would forbid marriage in the state of your
residence, if you and the Domestic Partner were of the opposite sex).

You and your Domestic Partner must be jointly responsible for each other’s
common welfare and must share financial obligations. Joint responsibility
may be demonstrated by the existence of at least 3 of the following: a
signed Affidavit of Domestic Partnership, a joint mortgage or lease, desig-
nation of you or your Domestic Partner as a beneficiary in the other
partner’s life insurance and retirement contract, designation of you or your
Domestic Partner as the primary beneficiary in your or your Domestic Part-
ner’s will, durable property and health care powers of attorney, or joint
ownership of a motor vehicle, checking account or credit account.

ELIGIBLE PERSON....means an employee of the Employer who meets the
eligibility requirements for this health and/or dental coverage, as described in
the ELIGIBILITY SECTION of this benefit booklet.

EMPLOYER.....means the company with which you are employed.

FAMILY COVERAGE.....means coverage for you and your eligible depen-
dents under the Dental Care Plan.

HOSPITAL.....means a facility which is a duly licensed institution for the care
of the sick which provides services under the care of a Physician including the
regular provision of bedside nursing by registered nurses and which is either
accredited by the Joint Commission on Accreditation of Hospitals or certified
by the Social Security Administration as eligible for participation under Title
XVIII, Health Insurance for the Aged and Disabled.

A “Participating Hospital” means an Administrator Hospital that has an
agreement with the Claim Administrator or another Blue Cross and/or Blue
Shield Plan to provide Hospital services to participants in the program.

A “Non-Participating Hospital” means an Administrator Hospital that does
not meet the definition of a Participating Hospital.

INDIVIDUAL COVERAGE.....means coverage under the Dental Care Plan
for yourself but not your spouse and/or dependents.

MAXIMUM ALLOWANCE.....means the amount determined by the Claim
Administrator, which Participating Dentists have agreed to accept as payment
in full for a particular dental Covered Service. All benefit payments for Cov-
ered Services rendered by Dentists, whether Participating or
Non-Participating will be based on the Schedule of Maximum Allowances.
These amounts may be amended from time to time by the Claim Administra-
tor.
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MEDICALLY NECESSARY....SEE EXCLUSIONS SECTION OF THIS
BENEFIT BOOKLET.

NON-PARTICIPATING DENTIST.....SEE DEFINITION OF DENTIST.
NON-PARTICIPATING HOSPITAL.....SEE DEFINITION OF HOSPITAL.

OUTPATIENT.....means that you are receiving treatment while not an Inpa-
tient. Services considered Outpatient, include, but are not limited to, services
in an emergency room regardless of whether you are subsequently registered
as an Inpatient in a health care facility.

PARTICIPATING DENTIST.....SEE DEFINITION OF DENTIST.
PARTICIPATING HOSPITAL....SEE DEFINITION OF HOSPITAL.

PARTICIPATING PROVIDER OPTION....means a program of dental care
benefits designed to provide you with economic incentives for using desig-
nated Providers of dental care services.

PHYSICIAN....means a physician duly licensed to practice medicine in all of
its branches operating within the scope of his or her license.

PHYSICIAN ASSISTANT.....means a duly licensed physician assistant per-
forming under the direct supervision of a Physician, Dentist or Podiatrist and
billing under such Provider operating within the scope of his or her license.

PROVIDER....means any health care facility (for example, a Hospital or
Skilled Nursing Facility) or person (for example, a Physician or Dentist) or
entity duly licensed to render Covered Services to you, and operating within
the scope of such license.

An “Administrator Provider” means a Provider which has a written agree-
ment with the Claim Administrator or another Blue Cross and/or Blue
Shield Plan to provide services to you at the time services are rendered to
you.

A “Non-Administrator Provider” means a Provider that does not meet the
definition of Administrator Provider unless otherwise specified in the defi-
nition of a particular Provider.

RETAIL HEALTH CLINIC.....means a health care clinic located in a retail
setting, supermarket or Pharmacy which provides treatment of common ill-
nesses and routine preventive health care services rendered by Certified Nurse
Practitioners.

SURGERY.....means the performance of any medically recognized, non-In-

vestigational surgical procedure including the use of specialized
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instrumentation and the correction of fractures or complete dislocations and
any other procedures as reasonably approved by the Claim Administrator.

TEMPOROMANDIBULAR JOINT DYSFUNCTION AND RELATED DIS-
ORDERS.....means jaw joint conditions including temporomandibular joint
disorders and craniomandibular disorders, and all other conditions of the joint
linking the jaw bone and skull and the complex of muscles, nerves and other
tissues relating to that joint.
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ELIGIBILITY SECTION

This benefit booklet contains information about the dental care benefit pro-
gram for the persons who:

* Meet the definition of an Eligible Person as determined by your Employ-
er;

e Have applied for this coverage; and
* Have received an identification card.

If you meet this description and comply with the other terms and conditions of
this benefit booklet, including but not limited to payment of premiums, you
are entitled to the benefits of this program.

YOUR ID CARD

You will receive an identification card. This card will tell you your identifica-
tion number and will be very important to you in obtaining your benefits.

INDIVIDUAL COVERAGE

If you have Individual Coverage, only your own expenses for Covered Ser-
vices are covered, not the expenses of other members of your family.

FAMILY COVERAGE

Child(ren) used hereafter, means a natural child(ren), a stepchild(ren), an
adopted child(ren), a child(ren) for whom you have received a court order re-
quiring that you are financially responsible for providing coverage under 26
years of age, a child(ren) who is in your custody under an interim court order
of adoption or who is placed with you for adoption vesting temporary care.

If you have Family Coverage, your expenses for Covered Services and those
of your enrolled spouse and your (or your spouse’s) enrolled children up to age
26 will be covered. All of the provisions of this benefit booklet that pertain to
a spouse also apply to a party of a Civil Union unless specifically noted other-
wise. The coverage for children will end on the birthday.

Your enrolled Domestic Partner and his or her enrolled children who have not
attained the limiting age stated above will be covered. Whenever the term
“spouse” is used, we also mean Domestic Partner. All of the provisions of this
benefit booklet that pertain to a spouse also apply to a Domestic Partner, un-
less specifically noted otherwise.

Any newborn children will be covered from the moment of birth. Please notify
your Group Administrator within 31 days of the date of birth so that your
membership records can be adjusted.

Any children who are incapable of self-sustaining employment and are depen-
dent upon you or other care providers for lifetime care and supervision
because of a disabling condition occurring prior to reaching the limiting age
will be covered regardless of age if they were covered prior to reaching the
limiting age stated above.
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Any children who are under your legal guardianship or who are in your custo-
dy under an interim court order of adoption or who are placed with you for
adoption vesting temporary care will be covered.

This coverage does not include benefits for grandchildren (unless such chil-
dren are under your legal guardianship) or foster children.

CHANGING FROM INDIVIDUAL TO FAMILY COVERAGE
OR ADDING DEPENDENTS TO FAMILY COVERAGE

You can change from Individual to Family Coverage or add dependents to
your Family Coverage because of any of the following events:

¢ Marriage.

¢ Establishment of a Domestic Partnership.

* Becoming party to a Civil Union.

* Birth, adoption or placement for adoption of a child.

¢ Obtaining legal guardianship of a child.

* Loss of eligibility for other health coverage for you or your dependent if:

a.

The other coverage was in effect when you were first eligible to en-
roll for this coverage;

The other coverage is not terminating for cause (such as failure to
pay premiums or making a fraudulent claim); and

Where required, you stated in writing that coverage under another
group health plan or other health insurance coverage was the reason
for declining enrollment in this coverage.

This includes, but is not limited to, loss of coverage due to:

a.

Legal separation, divorce, dissolution from a Civil Union, cessation
of dependent status, death of an employee, termination of employ-
ment, or reduction in the number of hours of employment;

In the case of HMO, coverage is no longer provided because an in-
dividual no longer resides in the service area or the HMO no longer
offers coverage in the HMO service area in which the individual
resides;

Reaching a lifetime limit on all benefits in another group health
plan;

Another group health plan no longer offering any benefits to the
class of similarly situated individuals that includes you or your de-
pendent;

When Medicaid or Children’s Health Insurance Program (CHIP)
coverage is terminated as a result of loss of eligibility; or

When you or your dependents become eligible for a premium assis-
tance subsidy under Medicaid or CHIP.
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e Termination of employer contributions towards your or your dependent’s
other coverage.

¢ Exhaustion of COBRA continuation coverage or state continuation cov-
erage.

When Coverage Begins

Your Family Coverage or the coverage for your additional dependents will be
effective from the date of the event if you apply for this change within 31 days
of any of the following events:

e Marriage.

¢ Establishment of a Domestic Partnership.

* Becoming party to a Civil Union.

* Birth, adoption, or placement of adoption of a child.
¢ Obtaining legal guardianship of a child.

Your Family Coverage or the coverage for your additional dependents will be
effective from the date you apply for coverage if you apply within 31 days of
any of the following events:

* Loss of eligibility for other coverage for you or your dependent, except
for loss of coverage due to reaching a lifetime limit on all benefits.

e Termination of employer contributions towards your or your dependent’s
other coverage.

¢ Exhaustion of COBRA continuation coverage or state continuation cov-
erage.

If coverage is lost in another group health plan because a lifetime limit on all
benefits is reached under that coverage and you apply for Family Coverage or
to add dependents within 31 days after a claim is denied due to reaching the
lifetime limit, your Family Coverage or the coverage for your additional de-
pendents will be effective from the date your claim was denied.

Your Family Coverage or the coverage for your additional dependents will be
effective from the date of the event if you apply for this change within 60 days
of any of the following events:

* Loss of eligibility for you or your dependents when Medicaid or CHIP
coverage is terminated as a result of loss of eligibility; or

* You or your dependents become eligible for a premium assistance subsi-
dy under Medicaid or CHIP.

You must request this special enrollment within 60 days of the loss of Medic-
aid or CHIP coverage, or within 60 days of when eligibility for premium
assistance under Medicaid or CHIP is determined. Coverage will be effective
no later than the first of the month after the special enrollment request is re-
ceived.
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CHANGING FROM FAMILY TO INDIVIDUAL COVERAGE

Should you wish to change from Family to Individual Coverage, you may do
this at any time. Your Group Administrator will provide you with the applica-
tion and tell you the date that the change will be effective.

TERMINATION OF COVERAGE

You will no longer be entitled to the benefits described in this benefit booklet
if either of the events stated below should occur.

1. If you no longer meet the previously stated description of an Eligible
Person.

2. If the entire coverage of your Employer terminates.

Further, termination of the agreement between the Claim Administrator and
the Employer automatically terminates your coverage as described in this
benefit booklet. It is the responsibility of the Employer to notify you in the
event the agreement is terminated with the Claim Administrator. Regardless
of whether such notice is provided, your coverage will terminate as of the ef-
fective date of termination of the Employer’s agreement with the Claim
Administrator.

No benefits are available to you for services or supplies rendered after the date
of termination of your coverage under the Dental Care Plan described in this
benefit booklet except as otherwise specifically stated in the “Extension of
Benefits in Case of Termination” provisions of this benefit booklet. However,
termination of the Employer agreement with the Claim Administrator and/or
termination of your coverage under the Dental Care Plan shall not affect any
Claim for Covered Services rendered prior to the effective date of such ter-
mination.

Unless specifically mentioned elsewhere in this benefit booklet, if one of your
dependents becomes ineligible, his or her coverage will end as of the date the
event occurs which makes him or her ineligible.

Other options available for Continuation of Coverage are explained in the CO-
BRA Section of this benefit booklet.
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DENTAL BENEFIT SECTION

Your employer has chosen the Claim Administrator’s Participating Provider
Option for the administration of your dental benefits. The Participating Pro-
vider Option is a program of dental care benefits designed to provide you with
economic incentives for using designated Providers of dental care services.

As a participant in the Participating Provider Option program you will receive
a directory of Participating Dentists. While there may be changes in the direc-
tory from time to time, selection of Participating Dentists by the Claim
Administrator will continue to be based upon the range of services, geograph-
ic location and cost-effectiveness of care. Notice of changes in the network
will be provided to your Employer annually, or as required, to allow you to
make selection within the network. However, you are urged to check with
your Dentist before undergoing treatment to make certain of his/her participa-
tion status. Although you can go to the Dentist of your choice, benefits under
the Participating Provider Option will be greater when you use the services of
a Participating Dentist.

The benefits of this section are subject to all of the terms and conditions of this
benefit booklet. Please refer to the DEFINITIONS, ELIGIBILITY and EX-
CLUSIONS sections of this benefit booklet for additional information
regarding any limitations and/or special conditions pertaining to your benefits.

For benefits to be available, dental services must be Medically Necessary and
rendered and billed for by a Dentist or Physician, unless otherwise specified.
No payment will be made by the Claim Administrator until after receipt of an
Attending Dentist’s Statement. In addition, benefits will be provided only if
services are rendered on or after your Coverage Date.

Remember, whenever the term “you’ or “your” is used, we also mean all
eligible family members who are covered under Family Coverage.

COVERED SERVICES

Your Dental Benefits include coverage for the following Covered Services as
long as these services are rendered to you by a Dentist or a Physician. When
the term “Dentist’” is used in this Benefit Section, it will mean Dentist or Phy-
sician.

Diagnostic and Preventive Dental Services

Your benefits for Diagnostic and Preventive Dental Services are designed to
help you keep dental disease from starting or to detect it in its early stages.
Your Diagnostic and Preventive Dental Services are as follows:

e Oral Examinations—The initial oral examination and periodic routine
oral examinations. However, your benefits are limited to two examina-
tions every benefit period.

e Dental X-rays—Benefits for panoramic and routine full mouth X-rays
are limited to one full mouth series every thirty-six (36) months. Routine
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bitewing X-rays are limited to one set per benefit period. Any additional
full mouth X-rays are subject to Medical Necessity.

¢ Prophylaxis—The routine scaling and polishing of your teeth. However,
your benefits are limited to two cleanings each benefit period.

» Topical Fluoride Application—Benefits for this application are only
available to persons under age 14 and are limited to two applications
each benefit period.

* Sealants—Covered for 15tand 2" molars every five years up to age 14.

Miscellaneous Dental Services

* Space Maintainers—Benefits for space maintainers are only available to
persons under age 19 and not when part of orthodontic treatment.

e Labs and Tests—Pulp vitality tests.

Restorative Dental Services
e Amalgams (Fillings)
¢ Pin Retention
* Composites
» Simple Extractions, except as specifically excluded under “Special Li-
mitations’” of this Benefit Section.
General Dental Services

e General Anesthesia/Intravenous Sedation—If Medically Necessary and
administered with a covered dental procedure. The anesthesia must be
given by a person who is licensed to administer general anesthesia/intra-
venous sedation.

* Home Visits—Visits by a Dentist to your home when medically required
to render a covered dental service.

* Stainless Steel Crowns
* Emergency oral examinations and palliative emergency treatment for the
temporary relief of pain.
Endodontic Services
* Root canal therapy
¢ Pulp cap
¢ Apicoectomy
* Apexification
¢ Retrograde filling
* Root amputation/hemisection

e Therapeutic pulpotomy
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Pulpal debridement

Periodontic Services

Periodontal scaling and root planing
Full mouth debridement

Gingivectomy/gingivoplasty . Your benefits are limited to one full mouth
treatment per 24 months.

Gingival flap procedure

Osseous Surgery. Your benefits are limited to one full mouth treatment
per 24 months.

Osseous grafts
Soft tissue grafts

Periodontal maintenance procedures—Benefits for periodontal mainte-
nance procedures are limited to two per benefit period. In addition, you
must have received active periodontal therapy before benefits for these
procedures will be provided.

Oral Surgery Services

Surgical tooth extraction
Alveoloplasty
Vestibuloplasty

Other necessary dental surgical procedures

Crowns, Inlays/Onlays Services

Prefabricated post and cores
Cast post and cores
Crowns, inlays/onlays repairs

Recementation of crowns, inlays/onlays

Prosthodontic Services

Bridges
Dentures

Adjustments to Bridges and Dentures—During the first six months after
obtaining dentures or having them relined, adjustments are covered only
if they are done by someone other than the Dentist or his in-office
associates who provided or relined the dentures.

Bridge and Denture repairs
Addition of tooth or clasp
Reline/Rebase
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Once you receive benefits for a crown, inlay, onlay, bridge or denture, replace-
ments are not covered until 5 years have elapsed. Also, benefits are not
available for the replacement of a bridge or denture which could have been
made serviceable.

Temporomandibular Joint (TM]J) Services
BENEFIT PAYMENT FOR DENTAL COVERED SERVICES

Benefit Period

Your Dental benefit period is a period of one year which begins on January 1st
of each year. When you first enroll under this coverage, your first benefit peri-
od begins on your Coverage Date and ends on the first December 31st
following that date.

Deductible

Each benefit period, you must satisfy a $100 deductible for Dental Services
rendered by a Participating Dentist and a separate $200 deductible for Dental
Services rendered by a Non-Participating Dentist. This deductible applies to:

¢ Restorative Dental Services

¢ General Dental Services

¢ Endodontic Services

¢ Periodontic Services

¢ Oral Surgery Services

e Crowns, Inlays/Onlays Services

¢ Prosthodontic Services

* Temporomandibular Joint Services

In other words, after you incur eligible charges for more than the deductible
amount for the Covered Services listed above in a benefit period, your benefits
will begin for those services. Your other dental services are not subject to a
deductible.

An additional $10 copay for preventive services applies once per benefit peri-
od from a Participating Provider.

Family Deductible

If you have Family Coverage and your family has reached the dental deduct-
ible amount of $100 for Covered Services rendered by Participating Dentists,
it will not be necessary for anyone else in your family to meet a deductible in
that benefit period. That is, for the remainder of that benefit period, no other
family member(s) is required to meet a dental deductible before receiving
dental benefits from a Participating Dentist. A family member may not apply
more than the individual dental deductible amount toward the family dental
deductible.
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If you have Family Coverage and your family has reached the dental deduct-
ible amount of $200 for Covered Services rendered by Non-Participating
Dentists, it will not be necessary for anyone else in your family to meet a de-
ductible in that benefit period. That is, for the remainder of that benefit period,
no other family member(s) is required to meet a dental deductible before re-
ceiving dental benefits from a Non-Participating Dentist. A family member
may not apply more than the individual dental deductible amount toward the
family dental deductible.

Benefit Payment for Dental Services

The benefits provided by the Plan and the expenses that are your responsibility
for your Covered Services will depend on whether you receive services from a
Participating or Non-Participating Dentist.

Participating Dentists are Dentists who have signed an agreement with the
Claim Administrator to accept the Maximum Allowance as payment in full.
Such Participating Dentists have agreed not to bill you for Covered Service
amounts in excess of the Maximum Allowance. Therefore, you will be respon-
sible only for the difference between the Claim Administrator benefit payment
and the Maximum Allowance for the particular Covered Service-that is, your
Coinsurance amounts and deductible.

Non-Participating Dentists are Dentists who have not signed an agreement
with the Claim Administrator to accept the Maximum Allowance as payment
in full. Therefore, you are responsible to these Dentists for the difference be-
tween the Claim Administrator benefit payment and such Dentist’s charge to
you.

Should you wish to know the Maximum Allowance for a particular procedure
or whether a particular Dentist is a Participating Dentist, contact your Em-
ployer, your Dentist or the Claim Administrator.

Participating Dentists

Diagnostic and Preventive Services - Benefits for Diagnostic and Preventive
Dental Services described in this Dental Benefits Section received from a Par-
ticipating Dentist will be provided at 100% of the Maximum Allowance.

Miscellaneous Dental Services - Benefits for Miscellaneous Dental Services
described in this Dental Benefits Section received from a Participating Dentist
will be provided at 100% of the Maximum Allowance.

Restorative Dental Services - Benefits for Restorative Dental Services de-
scribed in this Dental Benefits Section received from a Participating Dentist
will be provided at 80% of the Maximum Allowance after you have met your
deductible.

General Dental Services - Benefits for General Dental Services described in
this Dental Benefits Section received from a Participating Dentist will be pro-
vided at 80% of the Maximum Allowance after you have met your deductible.
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Endodontic Services - Benefits for Endodontic Services described in this
Dental Benefits Section received from a Participating Dentist will be provided
at 80% of the Maximum Allowance after you have met your deductible.

Periodontic Services - Benefits for Periodontic Services described in this
Dental Benefits Section received from a Participating Dentist will be provided
at 80% of the Maximum Allowance after you have met your deductible.

Oral Surgery Services - Benefits for Oral Surgery Services described in this
Dental Benefits Section received from a Participating Dentist will be provided
at 80% of the Maximum Allowance after you have met your deductible.

Crowns, Inlays/Onlays Services - Benefits for Crowns, Inlays/Onlays Ser-
vices described in this Dental Benefits Section received from a Participating
Dentist will be provided at 60% of the Maximum Allowance after you have
met your deductible.

Prosthodontic Services - Benefits for Prosthodontic Services described in
this Dental Benefits Section received from a Participating Dentist will be pro-
vided at 60% of the Maximum Allowance after you have met your deductible.

Temporomandibular Joint Services - Benefits for Temporomandibular Joint
Services described in this Dental Benefits Section received from a Participat-
ing Dentist will be provided at 100% of the Maximum Allowance after you
have met your deductible.

Non-Participating Dentists

Diagnostic and Preventive Services - Benefits for Diagnostic and Preventive
Dental Services described in this Dental Benefits Section received from a
Non-Participating Dentist will be provided at 80% of the Maximum Allow-
ance.

Miscellaneous Dental Services - Benefits for Miscellaneous Dental Services
described in this Dental Benefits Section received from a Non-Participating
Dentist will be provided at 80% of the Maximum Allowance.

Restorative Dental Services - Benefits for Restorative Dental Services de-
scribed in this Dental Benefits Section received from a Non-Participating
Dentist will be provided at 50% of the Maximum Allowance after you have
met your deductible.

General Dental Services - Benefits for General Dental Services described in
this Dental Benefits Section received from a Non-Participating Dentist will be
provided at 50% of the Maximum Allowance after you have met your deduct-
ible.

Endodontic Services - Benefits for Endodontic Services described in this
Dental Benefits Section received from a Non-Participating Dentist will be
provided at 50% of the Maximum Allowance after you have met your deduct-
ible.

Periodontic Services - Benefits for Periodontic Services described in this
Dental Benefits Section received from a Non-Participating Dentist will be
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provided at 50% of the Maximum Allowance after you have met your deduct-
ible.

Oral Surgery Services - Benefits for Oral Surgery Services described in this
Dental Benefits Section received from a Non-Participating Dentist will be
provided at 50% of the Maximum Allowance after you have met your deduct-
ible.

Crowns, Inlays/Onlays Services - Benefits for Crowns, Inlays/Onlays Ser-
vices described in this Dental Benefits Section received from a
Non-Participating Dentist will be provided at 50% of the Maximum Allow-
ance after you have met your deductible.

Prosthodontic Services - Benefits for Prosthodontic Services described in
this Dental Benefits Section received from a Non-Participating Dentist will be
provided at 50% of the Maximum Allowance after you have met your deduct-
ible.

Temporomandibular Joint Services - Benefits for Temporomandibular Joint
Services described in this Dental Benefits Section received from a Non-Partic-
ipating Dentist will be provided at 80% of the Maximum Allowance after you
have met your deductible.

Emergency Care

Benefits for emergency oral examinations and palliative emergency treatment
for the temporary relief of pain will be provided at 100% of the Maximum
Allowance when rendered by either a Participating Dentist or Non-Participat-
ing Dentist.

Benefit Maximum

The maximum amount available for you in dental benefits each benefit period
is $1,500. This is an individual maximum. There is no family maximum.

Any expenses incurred beyond the benefit maximum are your responsibility.
IMPORTANT INFORMATION ABOUT YOUR DENTAL BENEFITS

Care By More Than One Dentist

If you should change Dentists in the middle of a particular Course of Treat-
ment, benefits will be provided as if you had stayed with the same Dentist
until your treatment was completed. There will be no duplication of benefits.

Alternate Benefit Program

In all cases in which there is more than one Course of Treatment possible, the
benefit payment will be based upon the Course of Treatment bearing the lesser
cost.

If you and your Dentist or Physician decide on personalized restorations or to
employ specialized techniques for dental services rather than standard proce-
dures, the benefits provided will be limited to the benefit for the standard
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procedures for dental services, as reasonably determined by the Claim Admin-
istrator.

Pre-Estimation of Benefits

If your Dentist recommends a Course of Treatment that will cost more than
$300, your Dentist should prepare a Claim form describing the planned treat-
ment, copies of necessary X-rays, photographs and models and an estimate of
the charges prior to your beginning the Course of Treatment. The Claim Ad-
ministrator will review the report and materials, taking into consideration
alternative adequate Course of Treatment, and will notify you and your Den-
tist of the estimated benefits which will be provided under this Benefit
Section. This is not a guarantee of payment, but an estimate of the benefits
available for the proposed services to be rendered.

Special Limitations
No benefits will be provided under this Benefit Section for:
1. Dental services which are performed for cosmetic purposes.

2. Dental services or appliances for the diagnosis and/or treatment of Tem-
poromandibular Joint Dysfunction and Related Disorders, unless
specifically mentioned in this benefit section.

3. Oral Surgery for the following procedures:
— surgical services related to a congenital malformation;
— surgical removal of complete bony impacted teeth;

— excision of tumors or cysts of the jaws, cheeks, lips, tongue, roof
and floor of the mouth;

— excision of exostoses of the jaws and hard palate (provided that this
procedure is not done in preparation for dentures or other pros-
theses); treatment of fractures of facial bone; external incision and
drainage of cellulitis; incision of accessory sinuses, salivary glands
or ducts; reduction of dislocation, or excision of, the temporoman-
dibular joints.

4. Dental services which are performed due to an accidental injury when
caused by an external force. External force means any outside strength
producing damage to the dentition and/or oral structures.

5. Hospital and ancillary charges.

EXTENSION OF YOUR DENTAL BENEFITS
IN CASE OF TERMINATION

If your coverage under this Plan should terminate, benefits will continue for
any dental Covered Services, except for periodontal treatment described in
this Benefit Section as long as the Covered Service was begun prior to the date
your coverage terminated and is completed within 30 days of your termination
date. No benefits will be provided for periodontal treatment after the termina-
tion of your Plan.
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EXCLUSIONS - WHAT IS NOT COVERED

Expenses for the following are not covered under your benefit program:

— Dental procedures which are not Medically Necessary.

PLEASE NOTE THAT IN ORDER TO PROVIDE YOU WITH DEN-
TAL CARE BENEFITS AT A REASONABLE COST, THE PLAN
PROVIDES BENEFITS ONLY FOR THOSE COVERED SERVICES
FOR ELIGIBLE DENTAL TREATMENT THAT ARE MEDICALLY
NECESSARY. IT DOES NOT PAY THE COST OF ANY DENTAL
CARE PROCEDURES THAT THE CLAIM ADMINISTRATOR DE-
TERMINES WERE NOT MEDICALLY NECESSARY.

No benefits will be provided for procedures which are not, in the reason-
able judgment of the Claim Administrator, Medically Necessary.
Medically Necessary means that a specific procedure provided to you is
reasonably required, in the reasonable judgment of the Claim Adminis-
trator, for the treatment or management of a dental symptom or condition
and that the procedure performed is the most efficient and economical
procedure which can safely be provided to you. The fact that a Physician
or Dentist may prescribe, order, recommend or approve a procedure does
not of itself make such a procedure or supply Medically Necessary.

Services or supplies that are not specifically mentioned in this benefit
booklet.

Services or supplies for any illness or injury arising out of or in the
course of employment for which benefits are available under any Work-
ers’” Compensation Law or other similar laws whether or not you make a
claim for such compensation or receive such benefits. However, this ex-
clusion shall not apply if you are a corporate officer of any domestic or
foreign corporation and are employed by the corporation and elect to
withdraw yourself from the operation of the Illinois Workers’ Com-
pensation Act according to the provisions of the Act.

Services or supplies that are furnished to you by the local, state or federal
government and for any services or supplies to the extent payment or
benefits are provided or available from the local, state or federal govern-
ment (for example, Medicare) whether or not that payment or benefits
are received, except in the case of Medicare, except however, this exclu-
sion shall not be applicable to medical assistance benefits under Article
V or VI of the Illinois Public Aid Code (305 ILCS 5/5-1 et seq. or 5/6-1
et seq.) or similar Legislation of any state, benefits provided in com-
pliance with the Tax Equity and Fiscal Responsibility Act or as otherwise
provided by law.

Services and supplies for any illness or injury occurring on or after your
Coverage Date as a result of war or an act of war.

Services or supplies that do not meet accepted standards of medical and/
or dental practice.
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— Investigational Services and Supplies and all related services and
supplies, except as may be provided under this benefit booklet for the
cost of routine patient care associated with Investigational cancer
treatment if you are a qualified individual participating in a qualified
clinical cancer trial, if those services or supplies would otherwise be
covered under this benefit booklet if not provided in connection with a
qualified cancer trial program.

— Services or supplies for which you are not required to make payment or
would have no legal obligation to pay if you did not have this or similar
coverage.

— Charges for failure to keep a scheduled visit or charges for completion of
a Claim form.

— Services and supplies to the extent benefits are duplicated because the
spouse, parent and/or child are covered separately under this Dental Care
Plan.

— Implants - Including the crown over the implant.
— Hospitalization for any dental procedure;

— Home visits;

— Hospital bedside visits;

— Hospital-administered anesthesia;

— Experimental procedures

— Implantation;

— Pharamacological regimens;

— Prescription or over-the-counter medications;
— Convenience and personal item;

— The setting of fractures of dislocation;

— Treatment of malignancies, cysts or neoplasms;

— Service which, in the opinion of the attending dentist, are not necessary
for the patient’s dental health;

— Missed appointment fees;
— Orthodontic work in progress;
— Any items covered under the Medical Plan;

— Services covered by Workers’ Compensation or employer’s liability
laws;

— Services provided to the member , without cost, by any municipality,
county or other political subdivision, other than Medicaid services;

— Dental services with respect congenital malformation or primarily for
cosmetic or aesthetic purposes, except where such services are within the
scope of benefits;

Page 139 Agency Exhibits Spec CBO 2019-0City of Chicago Page 138
ASO-1 25



— Any services, treatment or supplies which are not reasonably necessary
for the care and treatment of a person;

— Orthodontic treatment including, but not limited to, removable and fixed
appliances, pre-orthodontic treatment and orthodontic retention;

— Separate laboratory charges when not included and billed by dentist;

— Dental services received from a dental or medical department main-
tained by or on behalf of an employer, a mutual benefit association, labor
union, trustee or similar person or group;

— Dental services rendered or supplies furnished after the termination date
of the person’s Dental PPO Plan coverage;

— Dental services for which coverage is available to the person, in whole or
in part, under a medical plan;

— Sealants (except for back molars);

— Mouth rehabilitation where the obligation of the dental plan administrat-
or will be to cover only those benefits appropriate to those procedures
necessary to eliminate oral disease and replace missing teeth; the balance
of the treatment including cost to increase vertical dimension or restore
the occlusion will remain the responsibility of the patient;

— Initial placement of a full or partial denture or bridge replacing teeth ex-
tracted prior to the effective date of the policy;

— Bruxism appliances, mouth guards, occlusal guards or bite plates;

— Anything not listed as a covered service.
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COORDINATION OF BENEFITS SECTION

Coordination of Benefits (COB) applies when you have dental care coverage
through more than one group program. The purpose of COB is to insure that
you receive all of the coverage to which you are entitled but no more than the
actual cost of the care received. In other words, the total payment from all of
your coverages together will not add up to be more than the total charges that
you have incurred. It is your obligation to notify the Claim Administrator of
the existence of such other group coverages.

To coordinate benefits, it is necessary to determine what the payment respon-
sibility is for each benefit program. This is done by following these rules:

1. The coverage under which the patient is the Eligible Person (rather than
a dependent) is primary (that is, full benefits are paid under that pro-
gram). The other coverage is secondary and only pays any remaining
eligible charges.

2. When a dependent child receives services, the birthdays of the child’s
parents are used to determine which coverage is primary. The coverage
of the parent whose birthday (month and day) comes before the other
parent’s birthday in the calendar year will be considered the primary cov-
erage. If both parents have the same birthday, then the coverage that has
been in effect the longest is primary. If the other coverage does not have
this “birthday’’ type of COB provision and, as a result, both coverages
would be considered either primary or secondary, then the provisions of
the other coverage will determine which coverage is primary.

— However, when the parents are separated or divorced and the parent
with custody of the child has not remarried, the benefits of a con-
tract which covers the child as a dependent of the parent with
custody of the child will be determined before the benefits of a con-
tract which covers the child as a dependent of the parent without
custody;

— when the parents are divorced and the parent with custody of the
child has remarried, the benefits of a contract which covers the
child as a dependent of the parent with custody shall be determined
before the benefits of a contract which covers that child as a depen-
dent of the stepparent, and the benefits of a contract which covers
that child as a dependent of the stepparent will be determined be-
fore the benefits of a contract which covers that child as a
dependent of the parent without custody.

Notwithstanding the items above, if there is a court decree which
would otherwise establish financial responsibility for the medical,
dental, or other health care expenses with respect to the child, the
benefits of a contract which covers the child as a dependent of the
parent with such financial responsibility shall be determined before
the benefits of any other contract which covers the child as a depen-
dent child. It is the obligation of the person claiming benefits to
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notify the Claim Administrator, and upon its request to provide a
copy, of such court decree.

3. If neither of the above rules apply, then the coverage that has been in ef-
fect the longest is primary.

The only time these rules will not apply is if the other group benefit program
does not include a COB provision. In that case, the other group program is
automatically primary.

The Claim Administrator has the right in administering these COB provisions
to:

— pay any other organization an amount which it determines to be war-
ranted if payments which should have been made by the Claim
Administrator have been made by such other organization under any oth-
er group program.

— recover any overpayment which the Claim Administrator may have
made to you, any Provider, insurance company, person or other organiza-
tion.
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CONTINUATION COVERAGE RIGHTS UNDER COBRA

This CONTINUATION COVERAGE RIGHTS UNDER COBRA section
does not apply to Domestic Partners and their children. This CONTINU-
ATION COVERAGE RIGHTS UNDER COBRA section does not apply to
your dependent who is a party to a Civil Union and their children.

NOTE: Certain employers may not be affected by CONTINUATION OF
COVERAGE RIGHTS UNDER COBRA. See your employer or Group Ad-
ministrator should you have any questions about COBRA.

Introduction

You are receiving this notice because you have recently become covered un-
der your employer’s group health plan (the Plan). This notice contains
important information about your right to COBRA continuation coverage,
which is a temporary extension of coverage under the Plan. This notice gen-
erally explains COBRA continuation coverage, when it may become
available to you and your family, and what you need to do to protect the
right to receive it.

The right to COBRA continuation coverage was created by a federal law, the
Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA). CO-
BRA continuation coverage can become available to you when you would
otherwise lose your group health coverage. It can also become available to
other members of your family who are covered under the Plan when they
would otherwise lose their group health coverage.

For additional information about your rights and obligations under the Plan
and under federal law, you should review the Plan’s Summary Plan Descrip-
tion or contact the Plan Administrator.

What Is COBRA Continuation Coverage?

COBRA continuation coverage is a continuation of Plan coverage when cov-
erage would otherwise end because of a life event known as a “qualifying
event.” Specific qualifying events are listed later in this notice. After a quali-
fying event, COBRA continuation coverage must be offered to each person
who is a “qualified beneficiary.” You, your spouse, and your dependent chil-
dren could become qualified beneficiaries if coverage under the Plan is lost
because of the qualifying event. Under the Plan, qualified beneficiaries who
elect COBRA continuation coverage must pay for COBRA continuation cov-
erage.

If you are an employee, you will become a qualified beneficiary if you lose
your coverage under the Plan because either one of the following qualifying
events happens:

* Your hours of employment are reduced; or

* Your employment ends for any reason other than your gross misconduct.
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If you are the spouse of an employee, you will become a qualified beneficiary
if you lose your coverage under the Plan because any of the following qualify-
ing events happens:

* Your spouse dies;
* Your spouse’s hours of employment are reduced;

* Your spouse’s employment ends for any reason other than his or her
gross misconduct;

* Your spouse becomes enrolled in Medicare benefits (under Part A, Part
B, or both); or

* You become divorced or legally separated from your spouse.

Your dependent children will become qualified beneficiaries if they lose cov-
erage under the Plan because any of the following qualifying events happen:

e The parent-employee dies;
e The parent-employee’s hours of employment are reduced;

e The parent-employee’s employment ends for any reason other than his or
her gross misconduct;

* The parent-employee becomes enrolled in Medicare benefits (under Part
A, Part B, or both);

e The parents become divorced or legally separated; or

* The child stops being eligible for coverage under the Plan as a “depen-
dent child.”

If the Plan provides health care coverage to retired employees, the following
applies: Sometimes, filing a proceeding in bankruptcy under title 11 of the
United States Code can be a qualifying event. If a proceeding in bankruptcy is
filed with respect to your employer, and that bankruptcy results in the loss of
coverage of any retired employee covered under the Plan, the retired
employee will become a qualified beneficiary with respect to the bankruptcy.
The retired employee’s spouse, surviving spouse, and dependent children will
also become qualified beneficiaries if bankruptcy results in the loss of their
coverage under the Plan.

When Is COBRA Coverage Available?

The Plan will offer COBRA continuation coverage to qualified beneficiaries
only after the Plan Administrator has been notified that a qualifying event has
occurred. When the qualifying event is the end of employment or reduction of
hours of employment, death of the employee, in the event of retired employee
health coverage, commencement of a proceeding in bankruptcy with respect
to the employer, or the employee’s becoming entitled to Medicare benefits
(under Part A, Part B, or both), the employer must notify the Plan Administra-
tor of the qualifying event.
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You Must Give Notice of Some Qualifying Events

For the other qualifying events (divorce or legal separation of the employee
and spouse or a dependent child’s losing eligibility for coverage as a depen-
dent child), you must notify the Plan Administrator within 60 days after the
qualifying event occurs. Contact your employer and/or COBRA Administra-
tor for procedures for this notice, including a description of any required
information or documentation.

How Is COBRA Coverage Provided?

Once the Plan Administrator receives notice that a qualifying event has oc-
curred, COBRA continuation coverage will be offered to each of the qualified
beneficiaries. Each qualified beneficiary will have an independent right to
elect COBRA continuation coverage. Covered employees may elect COBRA
continuation coverage on behalf of their spouses, and parents may elect CO-
BRA continuation coverage on behalf of their children.

COBRA continuation coverage is a temporary continuation of coverage.
When the qualifying event is the death of the employee, the employee’s be-
coming entitled to Medicare benefits (under Part A, Part B, or both), your
divorce or legal separation, or a dependent child’s losing eligibility as a de-
pendent child, COBRA continuation coverage lasts for up to 36 months.

When the qualifying event is the end of employment or reduction of the em-
ployee’s hours of employment, and the employee became entitled to Medicare
benefits less than 18 months before the qualifying event, COBRA continua-
tion coverage for qualified beneficiaries other than the employee lasts until 36
months after the date of Medicare entitlement. For example, if a covered em-
ployee becomes entitled to Medicare 8 months before the date on which his
employment terminates, COBRA continuation coverage for his spouse and
children can last up to 36 months after the date of Medicare entitlement,
which is equal to 28 months after the date of the qualifying event (36 months
minus 8 months). Otherwise, when the qualifying event is the end of employ-
ment or reduction of the employee’s hours of employment, COBRA
continuation coverage generally lasts for only up to a total of 18 months.
There are two ways in which this 18-month period of COBRA continuation
coverage can be extended.

Disability Extension Of 18-Month Period Of Continuation Coverage

If you or anyone in your family covered under the Plan is determined by the
Social Security Administration to be disabled and you notify the Plan Admin-
istrator in a timely fashion, you and your entire family may be entitled to
receive up to an additional 11 months of COBRA continuation coverage, for a
total maximum of 29 months. The disability would have to have started at
some time before the 60th day of COBRA continuation coverage and must last
at least until the end of the 18-month period of continuation coverage. Contact
your employer and/or the COBRA Administrator for procedures for this no-
tice, including a description of any required information or documentation.
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Second Qualifying Event Extension Of 18-Month Period Of Continuation
Coverage

If your family experiences another qualifying event while receiving 18
months of COBRA continuation coverage, the spouse and dependent children
in your family can get up to 18 additional months of COBRA continuation
coverage, for a maximum of 36 months, if notice of the second qualifying
event is properly given to the Plan. This extension may be available to the
spouse and dependent children receiving continuation coverage if the em-
ployee or former employee dies, becomes entitled to Medicare benefits (under
Part A, Part B, or both), or gets divorced or legally separated or if the depen-
dent child stops being eligible under the Plan as a dependent child, but only if
the event would have caused the spouse or dependent child to lose coverage
under the Plan had the first qualifying event not occurred.

If You Have Questions

Questions concerning your Plan or your COBRA continuation coverage
rights, should be addressed to your Plan Administrator. For more information
about your rights under ERISA, including COBRA, the Health Insurance Por-
tability and Accountability Act (HIPAA), and other laws affecting group
health plans, contact the nearest Regional or District Office of the U. S. De-
partment of Labor’s Employee Benefits Security Administration (EBSA) in
your area or visit the EBSA website at www.dol.gov/ebsa. (Addresses and
phone numbers of Regional and District EBSA Offices are available through
EBSA’s website.)

Keep Your Plan Informed Of Address Changes

In order to protect your family’s rights, you should keep the Plan Administra-
tor informed of any changes in the addresses of family members. You should
also keep a copy, for your records, of any notices you send to the Plan Admin-
istrator.

Plan Contact Information

Contact your employer for the name, address and telephone number of the
party responsible for administering your COBRA continuation coverage.
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CONTINUATION OF COVERAGE
FOR PARTIES TO A CIVIL UNION

The purpose of this section of your benefit booklet is to explain the options
available for temporarily continuing your coverage after termination, if you
are covered under this benefit booklet as the party to a Civil Union of an Eligi-
ble Person or as the dependent child of a party to a Civil Union. Your
continued coverage under this benefit booklet will be provided only as speci-
fied below. Please read the provisions very carefully.

Continuation of Coverage

If you are a dependent who is party to a Civil Union or their child and you lose
coverage under this benefit booklet, you have the same options as the spouse
or dependent child of an Eligible Person to continue your coverage. The op-
tions available to a spouse or a dependent child are described in the
CONTINUATION COVERAGE RIGHTS UNDER COBRA section, if appli-
cable to your Group.

NOTE: Certain employers may not be required to offer COBRA continuation
coverage. See your Group Administrator if you have any questions about CO-
BRA.

In addition to the events listed in the CONTINUATION COVERAGE
RIGHTS UNDER COBRA section, if applicable, continuation of coverage is
available to you and your dependent children in the event you lose coverage
because your Civil Union Partnership with the Eligible Person terminates.
Your Civil Union Partnership will terminate if your partnership no longer
meets the criteria described in the definition of “Civil Union” in the DEFINI-
TIONS SECTION of this benefit booklet. You are entitled to continue
coverage for the same period of time as a spouse or child who loses coverage
due to divorce.
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HOW TO FILE A CLAIM

FILING DENTAL CLAIMS

In order to obtain your dental benefits, it is necessary for a Claim to be filed
with the Claim Administrator.

To file a Claim, obtain an Attending Dentist’s Statement from your Employee
Benefits Department before going to your Dentist. The Attending Dentist’s
Statement is also used for pre-estimation of benefits. It is your responsibility
to ensure that the necessary Claim information has been provided to the Claim
Administrator.

You must complete and sign the Subscriber/Insured Information of the Attend-
ing Dentist’s Statement. As soon as treatment has ended, ask your Dentist to
complete and sign the Attending Dentist’s Statement, and file it with:

Blue Cross and Blue Shield of Illinois
P.O. Box 23059
Belleville, Illinois 62223-0059

Claims must be filed with the Claim Administrator within 365 days from the
date your Covered Service was rendered. Claims not filed within the required
time period will not be eligible for payment. Should you have any questions
about filing Claims, ask your Employee Benefits Department or call the Claim
Administrator ’s office.

DENTAL CLAIMS PROCEDURES

The Claim Administrator will pay all Claims within 30 days of receipt of all
information required to process a Claim. In the event that the Claim Adminis-
trator does not process a Claim within this 30-day period, you or the valid
assignee shall be entitled to interest at the rate of 9% per year, from the 30th
day after the receipt of all Claim information until the date payment is actually
made. However, interest payment will not be made if the amount is $1.00 or
less. The Claim Administrator will notify you or the valid assignee when all
information required to pay a Claim within 30 days of the Claim’s receipt has
not been received. (For information regarding assigning benefits, see “Pay-
ment of Claims and Assignment of Benefits” provisions in the GENERAL
PROVISIONS section of this benefit booklet.)

If the Claim is denied in whole or in part, you will receive a notice from the
Claim Administrator with: (1) the reasons for denial; (2) a reference to the
health care plan provisions on which the denial is based; (3) a description of
additional information which may be necessary to perfect the appeal, and (4)
an explanation of how you may have the Claim reviewed by the Claim Ad-
ministrator if you do not agree with the denial.

DENTAL CLAIM REVIEW PROCEDURES

If your Claim has been denied in whole or in part, you may have your Claim
reviewed. The Claim Administrator will review its decision in accordance
with the following procedure.
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Within 180 days after you receive notice of a denial or partial denial, write to
the Claim Administrator. The Claim Administrator will need to know the rea-
sons why you do not agree with the denial or partial denial. Send your request
to:

Blue Cross and Blue Shield of Illinois
P.O. Box 23059
Belleville, Illinois 62223-0059

You may also designate a representative to act for you in the review proce-
dure. Your designation of a representative must be in writing as it is necessary
to protect against disclosure of information about you except to your autho-
rized representative.

While the Claim Administrator will honor telephone requests for information,
such inquiries will not constitute a request for review.

You and your authorized representative may ask to see relevant documents
and may submit written issues, comments and additional medical information
within 180 days after you receive notice of a denial or partial denial. The
Claim Administrator will give you a written decision within 60 days after it
receives your request for review.

If you have any questions about the Claims procedures or the review proce-
dure, write or call the Claim Administrator Headquarters. The Claim
Administrator offices are open from 8:45 A.M. to 4:45 P.M., Monday through
Friday.

Blue Cross and Blue Shield of Illinois

300 East Randolph
Chicago, IL 60601

If you have a Claim for benefits which is denied or ignored, in whole or in
part, you may file suit in a state or federal court.
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GENERAL PROVISIONS

1. CLAIM ADMINISTRATOR’S SEPARATE FINANCIAL
ARRANGEMENTS WITH PROVIDERS

The Claim Administrator hereby informs you that it has contracts with
certain Providers (“Administrator Providers”) in its service area to pro-
vide and pay for dental care services to all persons entitled to dental care
benefits under dental policies and contracts to which the Claim Adminis-
trator is a party, including all persons covered under the Dental Care
Plan. Under certain circumstances described in its contracts with Admin-
istrator Providers, the Claim Administrator may:

* receive substantial payments from Administrator Providers with
respect to services rendered to you for which the Claim Adminis-
trator was obligated to pay the Administrator Provider, or

e pay Administrator Providers substantially less than their Claim
Charges for services, by discount or otherwise, or

e receive from Administrator Providers other substantial allow-
ances under the Claim Administrator’s contracts with them.

In the case of Dentists, the calculation of any maximum amounts of
benefits payable by the Claim Administrator as described in this benefit
booklet and the calculation of all required deductible and Coinsurance
amounts payable by you as described in this benefit booklet shall be
based on the Maximum Allowance or Provider’s Claim Charge for Cov-
ered Services rendered to you. Your Employer has been advised that the
Claim Administrator may receive such payments, discounts and/or other
allowances during the term of the agreement between your Employer
and the Claim Administrator. Neither the Employer nor you are entitled
to receive any portion of any such payments, discounts and/or other
allowances.

In some instances, the Claim Administrator has entered into agreements
with other Blue Cross and Blue Shield Plans (“Servicing Plans™) to pro-
vide, on the Claim Administrator’s behalf, Claim Payments and certain
administrative services for you. Under these agreements, the Claim Ad-
ministrator will reimburse each Servicing Plan for all Claim Payments
made on the Claim Administrator’s behalf for you.

Certain Servicing Plans may have contracts similar to the contracts
described above with certain Providers (“Servicing Plan Providers”) in
their service area. The Servicing Plan will process your claim in
accordance with the Servicing Plan’s applicable contract with the
Servicing Plan Provider. Further, all amounts payable to the Servicing
Plan by the Claim Administrator for Claim Payments made by the Serv-
icing Plan and applicable service charges, and all benefit maximum
amounts and any required deductible and Coinsurance amounts under
this Dental Care Plan will be calculated on the basis of the Servicing
Plan Provider’s Eligible Charge for Covered Services rendered to you or
the cost agreed upon between the Servicing Plan and the Claim Adminis-
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trator for Covered Services that the Servicing Plan passes to the Claim
Administrator, whichever is lower.

Often, the agreed upon cost is a simple discount. Sometimes, however,
the agreed upon cost may represent either an estimated discount or an
average discount received or expected by the Servicing Plan based on
separate financial arrangements with Servicing Plan Providers.

In other instances, laws in a small number of states dictate the basis upon
which the Coinsurance is calculated. When Covered Services are ren-
dered in those states, the Coinsurance amount will be calculated using
the state’s statutory method.

2. PAYMENT OF CLAIMS AND ASSIGNMENT OF BENEFITS

a.

Under this Dental Care Plan, the Claim Administrator has the right to
make any benefit payment either to you or directly to the Provider of
the Covered Services. For example, the Claim Administrator may pay
benefits to you if you receive Covered Services from a Non-Adminis-
trator Provider. The Claim Administrator is specifically authorized by
you to determine to whom any benefit payment should be made.

Once Covered Services are rendered by a Provider, you have no right
to request the Claim Administrator not to pay the Claim submitted by
such Provider and no such request will be given effect. In addition, the
Claim Administrator will have no liability to you or any other person
because of its rejection of such request.

A Covered Person’s claim for benefits under this Dental Care Plan is
expressly non-assignable and non-transferable in whole or in part to
any person or entity, including any Provider, at anytime before or after
Covered Services are rendered to a Covered Person. Coverage under
this Dental Care Plan is expressly non-assignable and non-transferable
and will be forfeited if you attempt to assign or transfer coverage or
aid or attempt to aid any other person in fraudulently obtaining cover-
age. Any such assignment or transfer of a claim for benefits or
coverage shall be null and void.

3. YOUR PROVIDER RELATIONSHIPS

a.

b.

The choice of a Provider is solely your choice and the Claim Adminis-
trator will not interfere with your relationship with any Provider.

The Claim Administrator does not itself undertake to furnish health
care services, but solely to make payments to Providers for the Cov-
ered Services received by you. The Claim Administrator is not in any
event liable for any act or omission of any Provider or the agent or
employee of such Provider, including, but not limited to, the failure or
refusal to render services to you. Professional services which can only
be legally performed by a Provider are not provided by the Claim Ad-
ministrator. Any contractual relationship between a Physician and an
Administrator Provider shall not be construed to mean that the Claim
Administrator is providing professional service.
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c. The use of an adjective such as Participating, Administrator or ap-
proved in modifying a Provider shall in no way be construed as a
recommendation, referral or any other statement as to the ability or
quality of such Provider. In addition, the omission, non-use or non-
designation of Participating, Administrator, approved or any similar
modifier or the use of a term such as Non-Administrator or Non-Parti-
cipating should not be construed as carrying any statement or
inference, negative or positive, as to the skill or quality of such Pro-
vider.

d. Each Provider provides Covered Services only to you and does not
deal with or provide any services to your Employer (other than as an
individual Covered Person) or your Employer’s ERISA Health Bene-
fit Program.

4. NOTICES

Any information or notice which you furnish to the Claim Administrator
under the Dental Care Plan as described in this benefit booklet must be in
writing and sent to the Claim Administrator at its offices at 300 East
Randolph, Chicago, Illinois 60601 (unless another address has been
stated in this benefit booklet for a specific situation). Any information or
notice which the Claim Administrator furnishes to you must be in writing
and sent to you at your address as it appears on the Claim Administra-
tor’s records or in care of your Employer and if applicable, in the case of
a Qualified Medical Child Support Order, to the designated representa-
tive as it appears on the Claim Administrator’s records. The Claim
Administrator may also provide such notices electronically to the extent
permitted by applicable law.

5. LIMITATIONS OF ACTIONS

No legal action may be brought to recover under the Dental Care Plan as
described in this benefit booklet, prior to the expiration of sixty (60) days
after a Claim has been furnished to the Claim Administrator in accor-
dance with the requirements described in this benefit booklet. In
addition, no such action shall be brought after the expiration of three (3)
years after the time a Claim is required to be furnished to the Claim Ad-
ministrator in accordance with the requirements described in this benefit
booklet.

6. INFORMATION AND RECORDS

You agree that it is your responsibility to insure that any Provider, other
Blue Cross and Blue Shield Plan, insurance company, employee benefit
association, government body or program, any other person or entity,
having knowledge of or records relating to (a) any illness or injury for
which a Claim or Claims for benefits are made under the Dental Care
Plan, (b) any medical history which might be pertinent to such illness,
injury, Claim or Claims, or (c) any benefits or indemnity on account of
such illness or injury or on account of any previous illness or injury
which may be pertinent to such Claim or Claims, furnish to the Claim
Administrator or its agent, and agree that any such Provider, person or
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other entity may furnish to the Claim Administrator or its agent, at any
time upon its request, any and all information and records (including co-
pies of records) relating to such illness, injury, Claim or Claims. In
addition, the Claim Administrator may furnish similar information and
records (or copies of records) to Providers, Blue Cross and Blue Shield
Plans, insurance companies, governmental bodies or programs or other
entities providing insurance-type benefits requesting the same.

7. PHYSICAL EXAMINATION AND AUTOPSY

The Claim Administrator, at its own expense shall have the right and op-
portunity to examine your person when and as often as it may reasonably
require during the pendency of a Claim hereunder and to make an
autopsy in case of death where it is not forbidden by law.

8. OVERPAYMENT

If your group’s benefit plan or the Claim Administrator pays benefits for
eligible expenses incurred by you or your dependents and it is found that
the payment was more than it should have been, or it was made in error
(“Overpayment”), your group’s plan or the Claim Administrator has the
right to obtain a refund of the Overpayment amount from: (i) the person
tom or for whom, such benefits were paid, or (ii) any insurance company
or plan, or (iii) any other persons, entities, or organizations, including,
but not limited to Participating Providers or Non-Participating Pro-
viders.

If no refund is received, your Group’s benefit plan and/or Blue Cross and
Blue Shield (in its capacity as insurer or administrator) has the right to
deduct any refund for any Overpayment due up to an amount equal to the
Overpayment, from:

a. Any future benefit payment made to any person or entity under this
benefit booklet, whether for the same or a different member; or

b. Any future benefit payment made to any person or entity under an-
other blue Cross and Blue Shield administered ASO benefit
program; or

c. Any future benefit payment made to any person or entity under an-
other Blue Cross and Blue Shield insured group benefit plan or
individual policy; or

d. Any future benefit payment, or other payment, made to any person
or entity; or

e. Any future benefit payment owed to one or more Participating or
Non-Participating Providers.

Further, the Claim Administrator has the right to reduce your benefit
plan’s or policy’s payment to a Provider by the amount necessary to re-
cover another Blue Cross and Blue Shield’s plan or policy’s
Overpayment to the same Provider and to remit the recovered amount to
the other Blue Cross and Blue Shield’s plan or policy.
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RIDER TO THE BENEFIT BOOKLET FOR
DISABLED OR RETIRED PUBLIC EMPLOYEES

The benefit booklet to which this Rider is attached and becomes a part, is
hereby amended as follows:

If you are a public employee and are eligible for continued coverage for acci-
dent and health insurance under Sections 367g, 367h and 367j of the Illinois
Insurance Code, you may establish and maintain such continued health cover-
age under this Health Care Plan, if you meet the following conditions:

1.

You and your eligible dependents, must have been covered under this
Health Care Plan on the day immediately preceding the effective date of
eligibility for continued health coverage.

Once properly established, continued health coverage under this Health
Care Plan may be maintained by you or your surviving spouse, until the
loss of eligibility as specified in Sections 367g, 367h and 367j of the In-
surance Code. It shall be your responsibility to inform the Claim
Administrator of the loss of eligibility.

The election by you or your surviving spouse, to obtain a conversion plan
as described in the conversion provisions of this Health Care Plan shall
terminate any right to continue health coverage according to Sections
367g, 367h and 367j of the Insurance Code. No reinstatement of contin-
ued health coverage shall be permitted after such conversion has been
effected or if the continued health coverage provided by this Rider has
been terminated for any reason.

If you or your surviving spouse is continuing coverage under this Health
Care Plan and becomes eligible for Medicare, the benefits under this
Health Care Plan shall be reduced in accordance with the benefit provi-
sions for Medicare Eligibles stated in this benefit booklet.

If a timely and valid election of continued health coverage has been
made, you must remit the total monthly premium payment required to
establish and maintain such coverage, whether such total monthly pre-
mium is contributed by you, deducted from a pension payment or paid
directly to your Employer by you.

Except as amended by this Rider, all terms and conditions of the benefit book-
let to which the Rider is attached will remain in full force and effect.
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RIDER TO THE BENEFIT BOOKLET FOR

CONTINUED HEALTH CARE PLAN FOR CERTAIN

DISABLED OR RETIRED FIREMEN

The benefit booklet, to which this Rider is attached and becomes a part, is
hereby amended to add the following provisions:

If you are a fireman and are eligible for continued group accident and health
insurance under Section 367f of the Illinois Insurance Code, as amended, you
may establish and maintain such continued health coverage only under the fol-
lowing conditions:

1.

You and your eligible dependents, if any, must have been covered under
this Health Care Plan in effect on the day immediately preceding the day
on which such eligibility for continued health coverage begins.

Once properly established, continued health coverage under this Health
Care Plan may be maintained by you or your surviving spouse, until the
loss of eligibility as specified in Section 367f of the Insurance Code. It
shall be the responsibility of you or your surviving spouse to inform the
Claim Administrator of the loss of eligibility.

The election by you or your surviving spouse to obtain a conversion plan
as described in the conversion provisions of this Health Care Plan relat-
ing to conversion, shall automatically terminate any right to continue
health coverage under Section 367f of the Insurance Code. No reinstate-
ment of continued health coverage shall be permitted after such
conversion has been in effect or if the continued health coverage pro-
vided by this Rider is terminated for any reason.

If you or your surviving spouse are continuing coverage under this
Health Care Plan and become eligible for Medicare, the benefits under
this Health Care Plan shall become secondary to the benefits provided
under Medicare.

If a timely and valid election of continued health coverage has been
made, you or your surviving spouse shall remit the total monthly pre-
mium payment required to establish and maintain such coverage,
whether such total monthly premium is contributed by you or your sur-
viving spouse, deducted from a pension payment, paid directly to your
Employer by you or your surviving spouse, or by any combination of the
above.

Except as amended by this Rider, all terms and conditions of the benefit book-
let to which the Rider is attached will remain in full force and effect.
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RIDER TO THE BENEFIT BOOKLET FOR

CONTINUED HEALTH CARE PLAN COVERAGE FOR

CERTAIN PUBLIC SAFETY EMPLOYEES

The benefit booklet, to which this Rider is attached and becomes a part, is
amended as stated below.

If you are a full-time law enforcement, correctional or correctional probation
officer, or firefighter and are eligible for continued health coverage under the

Publi

¢ Safety Employee Benefits Act (820 ILCS 320), you may maintain such

health coverage under the following conditions:

1.

You and your eligible dependents must have been covered under this
Health Care Plan on the day immediately preceding the date of eligibility
for continued health coverage.

. Your Employer shall pay the entire cost of the health coverage for you,

your spouse, and each dependent child until the child reaches the limiting
age under the benefit booklet or until the end of the calendar year in which
the child reaches the age of 25, if the child continues to be dependent for
support, whichever is later.

. If you subsequently die, your Employer shall continue to pay the entire

health coverage cost for your surviving spouse until he or she remarries
and for your dependent children under the conditions established in 2.
above.

. Health coverage benefits under this Health Care Plan shall be reduced by

health coverage benefits payable from any other source.

Except as amended by this Rider, all terms, conditions, limitations and exclu-

sions
force

ASO-1

of the benefit booklet to which this Rider is attached will remain in full
and effect.
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Administered by:

PN, BlueCross BlueShield of Illinois
B

% Experience. Wellness. Everywhere.

ASO-1

Effective Date: January 1, 2018
www.bcbsil.com

A Division of Health Care Service Corporation, a Mutual Legal Reserve Company,
an Independent Licensee of the Blue Cross and Blue Shield Association

Blue Cross and Blue Shield of lllinois provides administrative services only and
does not assume any financial risk or obligation with respect to claims.
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Your Dental Care Benefit Program

BLUECARE" DENTAL HMO
PLAN NUMBER 705

N, BlueCross BlueShield of Illinois
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GROUP CERTIFICATE RIDER REGARDING DEPENDENT
LIMITING AGE
For Dental Plans

Changes in state or federal law or regulations or interpretations thereof

may change the terms and conditions of coverage.

This Rider is attached to and becomes a part of your Certificate. The Certif
icate and any Riders thereto are amended as stated below.

DEPENDENT COVERAGE

Benefits will be provided under this Certificate for your and/or your spouse’s
enrolled child(ren) under the age of 26.

“Child(ren)” used hereafter, means a natural child(ren), a stepchild(ren), a
child(ren) who is in your custody under an interim court order prior to final-
ization of adoption or placement of adoption vesting temporary care,
whichever comes first, a child(ren) of your child(ren),child(ren) for whom
you are the legal guardian under 26 years of age, regardless of presence or ab-
sence of a child’s financial dependency, residency, student status,
employment status, marital status,, eligibility for other coverage or any com-
bination of those factors. If the covered child(ren) is eligible military
personnel, the limiting age is 30 years of age as described under the FAMILY
COVERAGE provision in the ELIGIBILITY section of this Certificate.

Except as amended by this Rider, all terms, conditions, limitations and ex
clusions of the Certificate to which this Rider is attached will remain in
full force and effect.

Attest: Health Care Service Corporation
a Mutual Legal Reserve Company
(Blue Cross and Blue Shield of Illinois)

Sincerely,

Maurice Smith
President
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A message from BLUE CROSS AND BLUE SHIELD

Blue Cross and Blue Shield of Illinois, a Division of Health Care Service Corpo-
ration, a Mutual Legal Reserve Company, an Independent Licensee of the Blue
Cross and Blue Shield Association. We are pleased to provide you with the den-
tal program described in this BlueCare Dental Certificate. We hope that most of
your questions about your dental coverage will be answered after you have read
this Certificate.

You and your eligible dependents (if you have Family Coverage) are entitled to
the benefits described in this Certificate as long as you receive them from the
Dental Center you have selected. Your coverage will begin on your “Coverage
Date” and continue through the period authorized by your Group (provided your
Group pays all premiums and you remain an eligible participant in your Group).

Throughout this Certificate we will refer to the company that you work for as
your “Group” and we refer to our company as “Blue Cross and Blue Shield.”

Every effort has been made to explain your dental benefits as simply and as
thoroughly as possible. However, should you have questions after reading this
Certificate, contact Blue Cross Blue Shield of Illinois. It is important to all of us
that you understand your benefits.

Welcome to the security and peace of mind of knowing that you have Blue
Cross and Blue Shield!

Sincerely,

M AU

Maurice Smith
President

Health Care Service Corporation
a Mutual Legal Reserve Company
(Blue Cross and blue Shield of Illinois)
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DEFINITIONS

The terms listed below are used throughout this Certificate and have a specif
ic meaning when applied to your dental coverage.

These terms will always begin with a capital letter.

Accidental Injury means damage inflicted to the hard and soft tissues of the
oral cavity resulting from forces external to the mouth.

Certificate means this benefit booklet. This Certificate describes the BlueCare
dental coverage applicable to you (and your eligible dependents if you have
Family Coverage).

Civil Union means a legal relationship between two persons, of either the same
or opposite sex, established pursuant to or as otherwise recognized by the Illi-
nois Religious Freedom Protection and Civil Union Act.

COBRA means the sections of the Consolidated Omnibus Budget Reconcilia-
tion Act of 1985 (Public Law 99-272), including any amendments to this Act,
which regulate the conditions and manner in which an employer can offer con-
tinuation of group health and dental insurance to insureds and dependents whose
coverage would otherwise terminate under the terms of this Certificate.

Copayment means a specific dollar amount that you are required to pay to-
wards a covered service.

Coverage Date means the date on which your coverage under this Certificate
begins.

Covered Service means an American Dental Association (ADA) approved den-
tal procedure or treatment plan specified in this Certificate for which benefits
will be provided. Such service or treatment plan must be delivered by: 1) a li-
censed dentist acting within the scope of his license; 2) a licensed physician
performing dental services within the scope of his license; or 3) a licensed den-
tal hygienist acting under the supervision and direction of a licensed dentist.

Course of Treatment means any number of orthodontic dental procedures per-
formed by a dentist in a planned series following a dental examination that
determines the need for these procedures.

* Full Course of Treatment means a complete and comprehensive banding
of teeth in order to guide the teeth into their correct relationship (to correct
a malocclusion). Treatment usually will involve both the upper and lower
arches of the mouth. The length of treatment is about 24 months and
should be followed by passive retention treatment.

e Partial Course of Treatment means any treatment which is less than a
Full Course of Treatment. Treatment may not exceed 24 months. Treat-
ment in progress means a person who is presently banded becomes
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covered under this Certificate. Benefits for these situations should be clari-
fied by contacting Blue Cross Blue Shield of Illinois at 1-800-323-7201.

Emergency Dental Care means the provision of dental care for a sudden, acute
dental condition that would lead a prudent layperson, who possesses an average
knowledge of dentistry, to reasonably expect the absence of immediate care to
result in serious impairment to the dentition or would place the person’s oral
health in serious jeopardy.

Family Coverage means coverage under this Certificate for the employee of
the Group and the employee’s eligible dependents. All of the provisions of this
Certificate that pertain to a spouse also apply to a party of a Civil Union, unless
specifically noted otherwise.

Group means the employer of the Insured.

Individual Coverage means that only the employee of the Group is covered un-
der this Certificate. His or her dependents are not covered.

Insured means the person who is the employee of the Group who has applied
for dental coverage under this Certificate.

Medically Necessary means that a specific service provided to you or your de-
pendents (if you have Family Coverage) is essential for the treatment or
management of a symptom or condition. The service must be provided in the
most efficient and economic manner. In addition, Medically Necessary means:

1. A generally accepted standard of practice for the particular situation being
addressed.

2. One for which there is reasonable expectation that your condition will be
significantly improved or aided by the service in terms of function and, or,
relief of pain and similarly there is reasonable expectation that there will
be significant deterioration in your condition, if the service is not per-
formed.
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COVERAGE INFORMATION
Eligibility

Blue Cross and Blue Shield has an agreement with your Group to provide dental
benefits to you (and to your dependents if you have Family Coverage).

The term “Group” refers to a sole proprietor, partnership, corporation or other
organization. The term “Insured” refers to the employee engaged in the normal
activities of the Group who is employed on an active, full-time basis (as defined
by the Group). The employment is reasonably expected to be permanent at the
time the employee is hired and this Certificate goes into effect. New employees
of the Group will become eligible for coverage on the first day of the month
following the date notification of coverage is provided to Blue Cross and Blue
Shield or on a date that is otherwise determined by the Group. Employees of the
Group whose applications have been accepted by Blue Cross and Blue Shield
shall receive dental coverage as provided in this Certificate.

Individual Coverage

If you have Individual Coverage, this means that only your dental expenses are
covered under this Certificate. No other members of your family will be cov-
ered.

Family Coverage

If you have Family Coverage, this means that your dental expenses and the ex-
penses of your eligible family members will be covered, according to the terms
of your group contract.

Family Coverage is subject to the following rules:

* Your application for Family Coverage must include all of your eligible de-
pendents on the date such application is made.

* Dependent coverage for a child born to you while you are covered under
Family Coverage will be effective from the date of birth.

* If you acquire a dependent (other than through the birth of a child) while
you are enrolled for Family Coverage, your Family Coverage for that de-
pendent will go into effect upon receipt of your written notification to Blue
Cross and Blue Shield and upon the completion of Blue Cross and Blue
Shield’s membership change.

If you are the Insured, “Dependent” means:
1. Your legal spouse.

2. Your children or the children of your legal spouse who are under the limit-
ing age specified in the Schedule of Dental Services.

3. Children who are in your custody in accordance with an interim court or-
der prior to finalization of adoption or placement of adoption vesting
temporary care of the children. Such children must be under the limiting
age specified in the Schedule of Dental Services of this Certificate.
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4. Your legally adopted children who are under the limiting age specified in
the Schedule of Dental Services.

5. Your children who are under the limiting age specified in the Schedule of
Dental Services and who are legally dependent upon you for support and
maintenance while full-time students at an accredited institution of higher
education.

In addition, enrolled unmarried children will be covered up to the age of
30 if they:

¢ Live within Blue Cross and Blue Shield’s service area; and

e Have served as an active or reserve member of any branch of the
Armed Forces of the United States; and

e Have received a release or discharge other than a dishonorable dis-
charge.

6. Any children who are incapable of self-sustaining employment and are de-
pendent upon you or other care providers for lifetime care and supervision
because of a handicapped condition occurring prior to reaching the limit-
ing age, will be covered regardless of age, as long as they were covered
prior to reaching the limiting age specified in the Schedule of Dental Ser-
vices of this Certificate.

7. Your dependent who is a party to a Civil Union and his or her children.

Payment of Premiums

Your Group will pay your premiums. The premiums are paid monthly in ad-
vance and any arrangement requiring you to reimburse your Group for a portion
of the premium is entirely between you and your Group. Blue Cross and Blue
Shield looks solely to the Group for payment of premiums.

Your Group will be allowed a grace period of 31 days for the late payment of
premiums. During this period, this Certificate will remain in effect. If the Group
fails to pay any premium, this Certificate will automatically terminate at the end
of the grace period. Blue Cross and Blue Shield will not be obligated to give you
or your Group notice if this Certificate is automatically terminated. However, if
Blue Cross and Blue Shield accepts payment from the Group after the expiration
of the grace period, your coverage will be reinstated as of that acceptance date.

If this Certificate is terminated for any reason, the Group will be liable for all
premiums then due, including charges for any period this Certificate was in ef-
fect during a grace period.

Termination of Coverage

Your coverage under this Certificate (and the coverage of your dependents if
you have Family Coverage) will end if:

1. you are no longer a covered employee with your Group; or

2. your Group fails to pay premiums; or
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3. your Group terminates its BlueCare Dental Agreement with Blue Cross
and Blue Shield.

Your dependent’s coverage will automatically end if:
1. this Certificate is terminated; or

2. he or she ceases to be a dependent according to the definition of Depen-
dent stated in the Family Coverage provision of this Certificate, or

3. he or she reaches the limiting age specified in the Schedule of Dental Ser-
vices of this Certificate.

Page 166 Agency Exhibits Spec CBO 2019-0City of Chicago Page 165
GB-17 HCSC 9



ABOUT YOUR DENTAL BENEFITS

Types of Dental Services

The following is a summary of the types of dental services your BlueCare Cer-
tificate covers:

Diagnostic and Preventive Care Services

Diagnostic services means the procedures necessary to aid the dentist in
evaluating your existing dental condition and to determine what type of
dental care is required. Preventive care services means those procedures
necessary to prevent oral disease. Diagnostic and Preventive Care services
include:

a. Dental examinations.

b. X-rays — full mouth x-rays, panoramic x-rays, bitewing x-rays and
other routine x-rays.

c. Prophylaxis — cleaning and polishing of teeth.
d. Topical fluoride applications for dependent children.
Oral Surgery Services

Oral Surgery means the procedures for surgical extractions and other den-
tal surgery under local anesthetics which do not require that you be
hospitalized.

Restorative Services

Restorative services means procedures necessary to restore your teeth to a
healthy condition, including amalgam and resin based composite restora-
tions.

Periodontal Services

Periodontics involves procedures necessary for the treatment of disease of
the gums and bones supporting the teeth.

Endodontic Services

Endodontics involves procedures necessary for the treatment of disease of
the pulp chamber and pulp canals. Endodontics procedures include:

a. Root canal therapy.

b. Pulpotomy.

c. Pulp capping.
Crowns, Inlays/Onlays

Procedures necessary when teeth cannot be restored with other filling ma-
terial.
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¢ Prosthodontics

Prosthodontics involves procedures necessary for providing artificial re-
placements for missing natural teeth. Procedures include the following:

a. Construction, placement, and insertion of bridges; partial and com-
plete dentures.

b. Repair of bridges and relining and rebasing of partial and complete
dentures.

¢ Pediatric Dentistry

a. Dependents under age 6, who cannot be treated at a participating gen-
eral dentist, can be referred to a participating Pediatric Dentist.
Benefits for eligible services will be provided until age 6.

b. Dependents age 6 and over, who cannot be treated at a participating
general dentist, must have appropriate documentation in order to be
referred to a participating Pediatric Dentist.

* General Services
a. Prefabricated stainless steel crown.
b. Deep sedation/general anesthesia.
c. Occlusal adjustment.
* Miscellaneous Services
a. Palliative treatment - non-invasive treatment for relief of pain.
b. Space maintainers.
c. Sealant application.
d. Pulp vitality tests.
* Orthodontics

Orthodontics means the proper alignment of teeth, including retention, for
the treatment of malocclusion. Refer to the Schedule of Dental Services
section of this Certificate for additional information about your orthodon-
tic benefits.

Your Selected Dental Center

When you enroll for BlueCare Dental HMO coverage under this Certificate, you
will be required to select a Dental Center. If you enrolled in Family Coverage,
your dependents may select a different Dental Center. You must obtain dental
Covered Services, including written referrals to specialists (with the exception
of emergency care), from your selected Dental Center. Reimbursement for
emergency treatment may differ depending upon if you receive treatment from
your Dental Center or from another dentist or Dental Center. For information

Page 168 Agency Exhibits Spec CBO 2019-0City of Chicago Page 167
GB-17 HCSC 11



regarding Emergency Treatment, refer to the Emergency Treatment section of
this Certificate.

You will receive a BlueCare Wallet Card containing the toll-free customer ser-
vice telephone number. Your Dental Center will receive a monthly list of all
persons who are eligible for BlueCare dental coverage.

Changing Your Dental Center

You may transfer from one Dental Center to another at any time. Changes sub-
mitted to BlueCare Dental by the 20th of the current month will be effective the
1st of the following month. Transfers may be requested in writing or by calling
customer service at 1-800-323-7201.

Appointment for Services

To receive dental treatment, telephone your selected Dental Center and give the
Dental Center your name and member ID so that your enrollment can be veri-
fied.

Dental services will be provided by appointment only. Appointments will be
made according to the following order of priority:

a. Emergency treatment for the relief of pain;
b. X-rays, teeth cleaning, and examinations;
c. Regular appointments to complete non-emergency dental treatment.

Every reasonable effort will be made to schedule your non-emergency appoint-
ments (routine preventive services as determined by your dentist) within 30
days of your request.

Emergency Treatment

The following rules will apply to dental services received for emergency treat-
ment:

If you have an emergency, you can receive emergency care from any provider,
not only your Dental Center. You should first attempt to contact your Dental
Center or customer service at 1-800-323-7201 and follow the directions you re-
ceive.

In the event you cannot reach your Dental Center or customer service, you may
seek emergency dental treatment from the nearest dentist or Dental Center. Re-
member, only services for palliative care (for the relief of pain) will be covered.

Reimbursement for emergency care will be provided as follows:

* Benefits for emergency care received from your Dental Center will be
provided according to the Schedule of Dental Services in this Certificate
(any Copayment indicated in the Schedule of Dental Services applies).

* Benefits for emergency care received from a dentist or dental office other
than your selected Dental Center will be provided up to a maximum
amount of $50.00. You will need to obtain a paid receipt and itemized
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statement of services rendered from the dentist or dental office providing
Yyour treatment.

Send Claims to:
BlueCare Dental HMO
701 E. 2214 Street
Lombard, Illinois 60148

Questions About Your Benefits

Any questions you have about benefits or dental services should be directed to
your Dental Center. Additional information can be obtained by writing or call-
ing your Benefits Administrator at your Group.

If you need more detailed information about BlueCare dental coverage, address
your concerns to:

BlueCare Dental HMO
701 E. 2214 Street
Lombard, Illinois 60148

A second opinion regarding dental surgery can be arranged only if you submit a
written request to BlueCare Dental at the above address. Benefit questions can
also be answered by calling customer service at 1-800-323-7201.

Department of Insurance Address

In compliance with Section 143(c) of the Illinois Insurance Code, you are
hereby given notice of the addresses of the Consumer Divisions of the Depart-
ment of Insurance. These addresses are:

Illinois Department of Insurance
Consumer Division
100 West Randolph Street
Suite 15-100
Chicago, Illinois 60601
or
Illinois Department of Insurance
Consumer Division
320 West Washington Street
Springfield, Illinois 62767

Grievance Procedures

To resolve grievances concerning dental care and treatment, a customer oriented
plan has been established.

First, it is important to work within the traditional dentist-patient relationship.
You are encouraged to contact the dental office or provider directly to discuss
your questions or concerns. If a satisfactory conclusion can not be reached or
you do not wish to discuss your concerns with the provider, BlueCare Dental
will serve as an intermediary.

Page 170 Agency Exhibits Spec CBO 2019-0City of Chicago Page 169
GB-17 HCSC 13



You must submit a written request, providing details of your concerns, to:

BlueCare Dental HMO
701 E. 2214 Street
Lombard, Illinois 60148
Attn.: Customer Relations

BlueCare Dental will acknowledge receipt of your inquiry within 72 hours of
receipt. Within 30 days of receiving your inquiry you will be notified of a reso-
lution. All parties will be notified in writing if additional time is needed for the
review.

Extended Benefits at Termination

Benefits will be provided under this Certificate after the termination date of
coverage only if the dental procedure began prior to the termination date and is
completed within 30 days after the termination date. Orthodontic treatment in
progress is an exception and benefits will end upon termination. Any balance
owed will be your responsibility.
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SCHEDULE OF DENTAL SERVICES
FOR PLAN 705

The Covered Services specified in this Schedule of Dental Services are subject
to all of the terms, conditions, limitations, and exclusions of this Certificate, and
to the annual maximum indicated below.

Covered Services must be received at the Dental Center you have selected for
your dental care — except for an emergency or if you have received prior writ-
ten authorization from Blue Cross and Blue Shield, authorizing you to receive
dental services elsewhere.

Annual Maximum

No annual maximum applies to your benefits under this Certificate.

Age Limitations

Dental Coverage excludes Orthodontic coverage. Unmarried eligible depend-
ents are covered to age 26. Unmarried eligible dependents of sworn police or
fire personnel are covered to age 26. Coverage will automatically terminate on
the Dependent’s birthday.

Orthodontic Coverage. Unmarried eligible dependents to age 19. Unmarried eli-
gible dependents of sworn police or fire personnel to age 25.
Accidental Injury

There is no coverage for accidental injury. Damages to the hard and soft tissues
of the oral cavity from normal masticatory (chewing) function will be covered
at the normal schedule of benefits.

Failed Appointments

If you fail to give your Dental Center 24-hour notice of cancellation or fail to
keep your appointment, you will be responsible for any fee your Dental Center
charges for failed appointments.
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COVERED SERVICES

ADA DIAGNOSTIC AND PRE COPAYMENT
CODE VENTIVE CARE SERVICES AMOUNT
00120 Periodic Oral Evaluation $10.00
00140 | Limited Oral Evaluation - Problem Fo- $10.00
cused
00150 Comprehensive Oral Evaluation $10.00
00160 Detailed Extended Oral Evaluation - $10.00
Problem Focused
00170 Re-Evaluation - Limited Problem $10.00
Focused
00180 | Comprehensive Periodontal Evaluation $10.00
00210 | Intraoral radiographs - complete series No Charge
(including bitewings) once every 3
years
00220 Intraoral periapical radiograph - first No Charge
film
00230 Intraoral periapical radiograph - each No Charge
additional film
00240 Intraoral occlusal film No Charge
00270 Bitewing radiograph -1 film No Charge
00272 [ Bitewing radiograph - 2 films - once per No Charge
year

00274 [ Bitewing radiograph - 4 films - once per No Charge

year
00277 Vertical Bitewing radiograph - 7 to 8 No Charge
films
00330 Panoramic film No Charge
00340 Cephalometric film No Charge
01110 Prophylaxis (adult) - 2 per year No Charge
01120 Prophylaxis (child) - 2 per year No Charge
01201 | Topical application of fluoride includ- No Charge
ing prophylaxis (child)
01203 | Topical application of fluoride exclud- No Charge
ing prophylaxis (child) - once per year
to age 19
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ADA ‘ DIAGNOSTIC AND PRE ‘ COPAYMENT

CODE VENTIVE CARE SERVICES AMOUNT

01310 | Nutritional counseling - control dental No Charge
of disease

01330 Oral hygiene instructions No Charge

ADA ‘ MISCELLANEOUS SERVICES ‘ COPAYMENT

CODE AMOUNT
00460 Pulp vitality tests No Charge
00470 Diagnostic casts No Charge
01351 Sealant - per tooth No Charge
01510 Space Maintainer - fixed - unilateral No Charge
01515 Space Maintainer - fixed - bilateral No Charge
01520 | Space Maintainer - removable - unilat- No Charge
eral
01525 Space Maintainer - removable - No Charge
bilateral
01550 Recementation of Space Maintainer No Charge
09110 | Palliative (emergency) treatment -dental $17.00
pain -minor procedure

RESTORATIVE SERVICES COPAYMENT
(includes indirect pulp capping, AMOUNT

bases, liners, acid etching procedures
and treatment under local anesthetic)

02140 | Amalgam - one surface, primary or per- $20.00
manent

02150 Amalgam - two surfaces, primary or $24.00
permanent

02160 Amalgam - three surfaces, primary or $31.00
permanent

02161 | Amalgam - four or more surfaces, pri- $40.00

mary or permanent

02330 Resin - one surface, anterior $24.00

02331 Resin - two surfaces, anterior $31.00

02332 Resin - three surfaces, anterior $45.00
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ADA RESTORATIVE SERVICES COPAYMENT
CODE (includes indirect pulp capping, AMOUNT
bases, liners, acid etching procedures
and treatment under local anesthetic)
02335 | Resin - four or more surfaces or involv- $45.00
ing incisal angle (anterior)
02390 Resin - crown (anterior) $45.00
02391 Resin - one surface, posterior $29.00
02392 Resin - two surfaces, posterior $39.00
02393 Resin - three surfaces, posterior $45.00
02394 [ Resin - four or more surfaces, posterior $50.00
02940 Sedative filling $47.00
02951 Pin retention - per tooth, in addition to $31.00
restoration
07111 Coronal remnants - deciduous tooth $24.00
07140 Extraction - erupted tooth or exposed $24.00
root
ADA GENERAL SERVICES COPAYMENT
CODE AMOUNT
02930 | Prefabricated stainless steel crown - pri- $96.00
mary
02931 Prefabricated stainless steel crown - $126.00
permanent
02932 Prefabricated resin crown $110.00
02933 | Prefabricated stainless steel crown with $44.00
resin window
02934 Prefabricated esthetic coated stainless $44.00
steel crown - primary
09210 Local anesthesia - not in conjunction $16.00
with operative or surgical procedure
09211 Regional block anesthesia No Charge
09212 Trigeminal division block anesthesia No Charge
09215 Local anesthesia No Charge
09220 Deep sedation - general anesthesia - $47.00
first 30 minutes (SEE EXCLUSIONS)
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GENERAL SERVICES ‘ COPAYMENT

AMOUNT
09221 Deep sedation - general anesthesia - $20.00
each additional 15 minutes (SEE EX-
CLUSIONS)
09241 Intravenous conscious sedation - anal- $37.00
gesia - first 30 minutes (SEE EXCLU-
SIONS)
09242 | Intravenous conscious sedation - anal- $15.00
gesia - each additional 15 minutes (SEE
EXCLUSIONS)
09248 Non-intravenous conscious sedation $5.00
(SEE EXCLUSIONS)
09430 Office visit for observation (regular No Charge
hours) - no other services performed
09440 Office visit (after regular hours) $70.00
09450 | Case presentation - detailed and exten- No Charge
sive treatment planning
09951 Occlusal adjustment - limited $26.00
09952 Occlusal adjustment - complete $98.00
ENDODONTICS COPAYMENT
(includes postoperative evaluation AMOUNT
and treatment under local anesthetic)
03110 Pulp capping - direct (excluding final $15.00
restoration)
03120 [ Pulp capping - indirect (excluding final $15.00
restoration)
03220 | Therapeutic Pulpotomy (excluding final $48.00
restoration)
03221 | Pulpal debridement - primary and per- $48.00
manent teeth
03230 | Pulpal therapy (resorbable fill) anterior $48.00
primary tooth
03240 | Pulpal therapy (resorbable fill) posterior $48.00
primary tooth
03310 Root canal - anterior (excluding final $149.00
restoration)
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ADA
CODE

ENDODONTICS

(includes postoperative evaluation
and treatment under local anesthetic)

COPAYMENT
AMOUNT

03320 Root canal - bicuspid (excluding final $160.00
restoration)
03330 | Root canal - molar (excluding final res- $215.00
toration)
03332 | Incomplete endodontics therapy; inop- $121.00
erable/fractured tooth
03346 | Retreatment of previous root canal ther- $193.00
apy - anterior
03347 | Retreatment of previous root canal ther- $240.00
apy - bicuspid
03348 | Retreatment of previous root canal ther- $317.00
apy - molar
03351 Apexification/recalcification - initial $82.00
visit
03352 | Apexification/recalcification - interim $57.00
medication replacement
03353 | Apexification/recalcification - final visit $149.00
03410 [ Apicoectomy/periradicular surgery - an- $138.00
terior

03421 | Apicoectomy/periradicular surgery - bi- $138.00
cuspid (first root)

03425 Apicoectomy/periradicular surgery - $138.00
molar (first root)

03426 Apicoectomy/periradicular surgery $52.00

(each additional root)

03430 Retrograde filling - per root $111.00

03450 Root amputation - per root $58.00

03920 Hemisection (including root removal) $76.00

not including root canal therapy
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ADA
CODE

PERIODONTICS
(includes postoperative evaluations,
treatment under local anesthetic and

biologic materials to aid in soft and
osseous tissue regeneration)

COPAYMENT
AMOUNT

04210 [ Gingivectomy or gingivoplasty - four or $183.00
more teeth per quadrant
04211 | Gingivectomy or gingivoplasty - one to $29.00
three teeth per quadrant
04240 | Gingival flap procedure including root $175.00
planing - four or more teeth per quad-
rant
04241 | Gingival flap procedure including root $92.00
planing - one to three teeth per quadrant
04249 | Clinical crown lengthening - hard tissue $142.00
04260 Osseous surgery, including flap entry $203.00
and closure - four or more teeth per
quadrant
04261 Osseous surgery, including flap entry $108.00
and closure - one to three teeth per
quadrant
04270 Pedicle soft tissue graft procedure $119.00
04271 | Free soft tissue graft procedure (includ- $117.00
ing donor site surgery)
04273 Subepithelial connective tissue graft $142.00
procedure
04274 Distal or proximal wedge procedure $50.00
04276 | Combined connective tissue and double $142.00
pedicle graft
04341 Periodontal scaling and root planing - $45.00
four or more teeth per quadrant (4 quad-
rants per year)
04342 Periodontal scaling and root planing - $23.00
one to three teeth per quadrant (4 quad-
rants per year)
04355 | Full mouth debridement - enable perio- $45.00
dontal evaluation and diagnosis
04910 | Periodontal maintenance procedure fol- $29.00
lowing active therapy (limit one)
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ADA ORAL SURGERY COPAYMENT

CODE | (includes postoperative evaluations AMOUNT
and treatment under local anesthetic)
07210 Surgical removal of erupted tooth $45.00
07220 Surgical removal of tooth - soft tissue $58.00
impaction
07230 | Surgical removal of tooth - partial bony $83.00
impaction
07240 Surgical removal of tooth - complete $83.00
bony impaction
07241 Surgical removal of tooth - complete $98.00
bony impaction (unusual complication)
07250 | Surgical removal of residual tooth roots $47.00
(cutting procedure)
07280 Surgical access of an unerupted tooth $96.00
07310 [ Alveoloplasty - in conjunction with ex- $75.00
tractions - per quadrant
07311 | Alveoloplasty - in conjunction with ex- $38.00
tractions - one to three teeth per quad-
rant
07320 [ Alveoloplasty - not in conjunction with $96.00
extractions - per quadrant
07321 | Alveoloplasty - not in conjunction with $49.00
extractions - one to three teeth per
quadrant
07450 Removal of benign odontogenic cyst, $109.00

tumor or lesion (less than 1.25 cm)

07451 Removal of benign odontogenic cyst, No Charge
tumor or lesion (1.25 cm or larger)

07510 Incision and drainage of abscess - in- $47.00
traoral soft tissue

07511 Incision and drainage of abscess - in- $58.00

traoral soft tissue - complicated (in-

cludes drainage of multiple fascial
spaces)

07960 | Frenulectomy or Frenectomy (separate $75.00
procedures)
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ADA ORAL SURGERY COPAYMENT

CODE | (includes postoperative evaluations AMOUNT
and treatment under local anesthetic)
07963 Frenuloplasty $94.00
07970 Excision of hyperplastic tissue (per $109.00
arch)
07971 Excision of pericoronal gingiva $60.00

ADA CROWNS, INLAYS/ONLAYS COPAYMENT

CODE SERVICES AMOUNT
02510 Inlay - metallic, one surface $276.00
02520 Inlay - metallic, two surfaces $330.00
02530 | Inlay - metallic, three or more surfaces $352.00
02542 Onlay - metallic, two surfaces $373.00
02543 Onlay - metallic, three surfaces $373.00
02544 | Onlay - metallic, four or more surfaces $373.00
02610 | Inlay - porcelain/ceramic - one surface $299.00
02620 Inlay - porcelain/ceramic - two $299.00
surfaces
02630 Inlay - porcelain/ceramic - three $299.00
or more surfaces
02642 | Onlay porcelain/ceramic - two surfaces $373.00
02643 Onlay porcelain/ceramic - three sur- $373.00
faces
02644 | Onlay porcelain/ceramic - four or more $373.00
surfaces
02650 Inlay - resin - one surface $301.00
02651 Inlay - resin - two surfaces $301.00
02652 Inlay - resin - three or more surfaces $301.00
02662 Onlay - resin - two surfaces $373.00
02663 Onlay - resin - three surfaces $373.00
02664 Onlay - resin - four or more surfaces $373.00
02710 Crown - resin $157.00
02712 | Crown - 3/4 resin-base)d composite (indi- $157.00
rect
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ADA

CODE

CROWNS, INLAYS/ONLAYS
SERVICES

COPAYMENT
AMOUNT

02720 | Crown - resin fused to high noble metal $416.00
02721 Crown - resin fused to predominantly $405.00
base metal

02722 Crown - resin fused to noble metal $405.00

02740 Crown - porcelain/ceramic substrate $385.00

02750 Crown - porcelain fused to high noble $416.00
metal

02751 Crown - porcelain fused to predomi- $405.00

nantly base metal

02752 Crown - porcelain fused to noble $405.00
metal

02780 Crown - 3/4 cast high noble metal $405.00

02781 Crown - 3/4 cast predominantly base $395.00
metal

02782 Crown - 3/4 cast noble metal $395.00

02783 Crown - 3/4 porcelain/ceramic $385.00

02790 Crown - full cast high noble metal $405.00

02791 Crown - full cast predominantly base $394.00
metal

02792 Crown - full cast noble metal $395.00

02794 Crown - titanium $405.00

02799 Provisional crown $147.00

02910 | Recement inlay, onlay or partial cover- $31.00

age restoration (See Limitations)
02915 Recement - cast or prefabricated post $31.00
and core (See Limitations)

02920 Recement crown (See Limitations) $31.00

02950 Core build-up, including any pins $110.00

02952 | Cast post and core, in addition to crown $159.00

02953 | Each additional cast post (same tooth) $36.00

02954 | Prefabricated post and core, in addition $136.00

to crown
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CODE

CROWNS, INLAYS/ONLAYS
SERVICES

COPAYMENT
AMOUNT

ADA ‘

02957 Each additional prefabricated post $25.00
(same tooth)
02980 Crown repair by report $85.00

ADA | PROSTHODONTIC SERVICES | COPAYMENT
CODE AMOUNT
05110 Complete denture - maxillary $485.00
05120 Complete denture - mandibular $485.00
05130 Immediate denture - maxillary $504.00
05140 Immediate denture - mandibular $504.00
05211 Maxillary partial denture - resin base $524.00

(clasp/rests)
05212 | Mandibular partial denture - resin base $524.00
(clasp/rests)
05213 | Maxillary partial denture - metal frame $524.00
with resin base
05214 Mandibular partial denture - metal $524.00
frame with resin base
05225 | Maxillary partial denture - flexible base $524.00
(clasp/rests)
05226 Mandibular partial denture - flexible $524.00
base (clasp/rests)
05281 | Removable unilateral partial denture - $330.00
one piece metal (with resin base)
05410 Adjust complete denture - maxillary $31.00
05411 | Adjust complete denture - mandibular $31.00
05421 Adjust partial denture - maxillary $31.00
05422 Adjust partial denture - mandibular $31.00
05510 Repair broken complete denture base $75.00
05520 Replace missing/broken teeth - com- $60.00
plete denture - per tooth
05610 Repair resin denture base $75.00
05620 | Repair cast framework, partial denture $85.00
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ADA
CODE

PROSTHODONTIC SERVICES

COPAYMENT

AMOUNT

05630 | Repair or replace broken clasp, partial $75.00
denture
05640 | Replace broken teeth - partial denture - $60.00
per tooth

05650 Add tooth to existing partial denture $96.00

05660 Add clasp to existing partial denture $136.00

05670 | Replace all teeth and acrylic cast metal $222.00

framework - maxillary
05671 | Replace all teeth and acrylic cast metal $222.00
framework - mandibular

05710 Rebase complete maxillary denture $222.00

05711 Rebase complete mandibular denture $222.00

05720 Rebase partial denture - maxillary $222.00

05721 Rebase partial denture - mandibular $222.00

05730 Reline complete denture - maxillary $147.00
(chairside)

05731 Reline complete denture - mandibular $147.00
(chairside)

05740 Reline partial denture - maxillary $197.00
(chairside)

05741 Reline partial denture - mandibular $197.00
(chairside)

05750 Reline complete denture - maxillary $180.00
(laboratory)

05751 Reline complete denture - mandibular $180.00
(laboratory)

05760 | Reline partial denture - maxillary (labo- $180.00

ratory)

05761 Reline partial denture - mandibular $180.00
(laboratory)

05860 Overdenture - complete $379.00

SEE
LIMITATIONS
05861 Overdenture - partial $419.00
SEE
LIMITATIONS
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ADA | PROSTHODONTIC SERVICES | COPAYMENT

CODE AMOUNT

06205 | Pontic - indirect resin based composite $142.00

06210 Pontic - cast high noble metal $383.00

06211 | Pontic - cast predominantly base metal $339.00

06212 Pontic - cast noble metal $361.00

06214 Pontic - titanium $383.00

06240 Pontic - porcelain fused to high noble $427.00

metal
06241 | Pontic - porcelain fused to predominant- $405.00
ly base metal

06242 | Pontic - porcelain fused to noble metal $416.00

06245 Pontic - porcelain/ceramic $416.00

06250 | Pontic - resin fused to high noble metal $427.00

06251 Pontic - resin fused to predominantly $405.00

base metal

06252 Pontic - resin fused to noble metal $416.00

06253 Provisional Pontic $147.00

06545 Retainer - cast metal - resin bonded $184.00
fixed prosthesis

06548 Retainer - porcelain/ceramic - resin $184.00

bonded fixed prosthesis

06600 | Inlay - porcelain/ceramic - two surfaces $416.00

06601 Inlay - porcelain/ceramic - three or $416.00
more surfaces

06602 | Inlay - cast high noble metal - two sur- $243.00

faces

06603 | Inlay - cast high noble metal - three or $343.00
more surfaces

06604 | Inlay - cast fused to predominantly base $243.00

metal - two surfaces
06605 | Inlay - cast fused to predominantly base $343.00
metal - three or more surfaces
06606 Inlay - cast noble metal - two surfaces $243.00
06607 | Inlay - cast noble metal - three or more $343.00
surfaces
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ADA

CODE

PROSTHODONTIC SERVICES

COPAYMENT
AMOUNT

06608 Onlay - porcelain/ceramic - two sur- $416.00
faces

06609 Onlay - porcelain/ceramic - three or $416.00

more surfaces

06610 [ Onlay - cast high noble metal - two sur- $391.00
faces

06611 | Onlay - cast high noble metal - three or $407.00

more surfaces
06612 Onlay - cast fused to predominantly $391.00
base metal - two surfaces
06613 Onlay - cast fused to predominantly $407.00
base metal - three or more surfaces
06614 | Onlay - cast noble metal - two surfaces $391.00
06615 | Onlay - cast noble metal - three or more $407.00
surfaces

06624 Inlay - titanium $343.00

06634 Onlay - titanium $407.00

06710 | Crown - indirect resin based composite $157.00

06720 | Crown - resin fused to high noble metal $416.00

06721 Crown - resin fused to predominantly $405.00

base metal

06722 Crown - resin fused to noble metal $405.00

06740 Crown - porcelain/ceramic $385.00

06750 Crown - porcelain fused to high noble $438.00
metal

06751 Crown - porcelain fused to predomi- $416.00

nantly base metal

06752 Crown - porcelain fused to noble $427.00
metal

06780 Crown - 3/4 cast high noble metal $339.00

06781 | Crown - 3/4 cast fused to predominantly $405.00

base metal
06782 Crown - 3/4 cast fused to noble metal $395.00
06783 Crown - 3/4 porcelain/ceramic $395.00
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ADA | PROSTHODONTIC SERVICES | COPAYMENT

CODE AMOUNT
06790 Crown - full cast high noble metal $405.00
06791 Crown - full cast predominantly base $339.00
metal
06792 Crown - full cast noble metal $372.00
06793 Crown - provisional $147.00
06794 Crown - titanium $405.00
06930 Recement fixed partial denture (See $63.00
Limitations)
06970 Cast post and core/addition to bridge $100.00
retainer
06971 Cast post as part of bridge retainer $88.00
06972 | Prefabricated post and core in addition $81.00
to bridge retainer
06973 | Core build up for retainer, including any $65.00
pins
06976 | Each additional cast post - same tooth $42.00
06977 Each additional prefabricated post - $41.00
same tooth
06980 Fixed partial denture repair by report $36.00
06985 Fixed partial denture - pediatric $524.00
09942 Repair and/or reline of occlusal guard $75.00
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AMOUNT

ORTHODONTICS ‘ COPAYMENT

Dependent Orthodontics

Orthodontic benefits for a dependent $2,300.00
child Full Course of Treatment

Orthodontic benefits for the treatment to correct malocclusions are lim-
ited to one Phase II Course of Treatment and Retention. Benefits in-
clude consultation, office records, comprehensive full banding and/or

bonding of the dentition, the initial retention appliances and office visits
for retention. The benefit period for treatment and retention will not

exceed 24 months and will begin with the initial banding and/or bond-
ing of the particular case as reported by the participating dentist. Should
your coverage terminate during a course of orthodontic treatment, the
balance of payments would be your responsibility.
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SPECIAL LIMITATIONS

Your dental benefits under this Certificate will be subject to the special condi-
tions and limitations stated below.

Prosthodontics (Prosthetic appliances such as bridges, partial and full dentures)

A prosthetic appliance will be provided only once in every 4-year period. How-
ever, your existing appliance must be unserviceable or not functional (as
determined by your dentist). The 4-year period will begin on the date on which
the existing appliance was last supplied. The term “existing” means an ap-
pliance that was in place on and before the 4-year period begins.

The following appliances will be covered as indicated below:

1.

Fixed versus Removable Appliance. If there are multiple spaces in the
same arch, benefits will be provided for a removable appliance. If one or
more missing teeth in the same arch can be replaced using a maximum of
4 units (a combination of retainers and pontics), benefits will be provided
for a fixed bridge. If more than 4 units are required, benefits will be pro-
vided for a removable appliance.

Recementation. Recementation of inlays, crowns, bridges and Maryland
bridges initially placed by your Dental Center will not be charged to you
(within the first 12 (twelve) months). Recementation of pre-existing in-
lays, crowns, bridges and Maryland bridges not placed by your Dental
Center will be provided according to the actual fee-for-service normally
charged.

Partial Dentures. Benefits for a removable appliance will be provided if a
satisfactory result can be achieved by a standard cast chrome and/or acryl-
ic partial denture, but if you and your dentist select a more personal
appliance or one involving special techniques, benefits under this Certifi-
cate will be limited to the benefits appropriate to those procedures
necessary to eliminate oral disease and restore missing teeth. The balance
of the cost will be your responsibility.

Complete Dentures. If a satisfactory result can be achieved by using stan-
dard procedures and materials, but you and your dentist select a more
personal appliance or one which may involve a special technique, benefits
under this Certificate will be limited to those procedures necessary to
eliminate oral disease and restore missing teeth. The balance of your cost
will be your responsibility.

Overdenture. If an overdenture is the treatment you choose, benefits will
be provided to the limits of a standard denture. All other related services or
procedures will not be covered.

Temporary Full or Partial Dentures. If you decide to have a temporary
appliance instead of the conventional prosthesis, your copayment will be
the same as that applicable to the conventional prosthesis (and you will
have used the benefit available for the 4-year period).
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7. Prosthetic Appliances. Crowns, bridges, partial and complete dentures
placed over an implant are covered at the standard benefit level and copay-
ment listed.

Crowns, Inlays/Onlays (Silver or tooth colored fillings, inlays, porcelain, metal,
or porcelain to metal crowns)

1. Inlays, porcelain, metals, or porcelain to metal crowns. If a tooth can be
restored with amalgam or composite resins, these materials will be used to
restore the tooth. The judgment will be up to the dentist providing the ser-
vice.

2. Restorations for abrasion, erosion and attrition will be covered only when
a clinical recommendation has been made by your dentist.

3. Crowns, bridges, partial and complete dentures placed over an implant are
covered at the standard benefit level and copayment listed.

Mouth Rehabilitation

If you and your dentist agree to select a course of mouth rehabilitation, your
benefits under this Certificate will be limited to covering only those procedures
necessary to eliminate oral disease and replace missing teeth. The balance of the
cost of your treatment, including costs to increase vertical dimension or restore
the occlusion, will be your responsibility.

Referrals to Specialists
Benefits, excluding emergency care, will be provided for services received

from a specialist only when the referral has been made by your primary dent-
ist.
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EXCLUSIONS

The following treatments, procedures or costs are not covered under this Certifi-

cate.

General Exclusions

1.
2.

Services not specifically mentioned in this Certificate.

Procedures which were begun but not completed prior to coverage under
this Certificate, except for Orthodontics.

3. Dental treatment for cosmetic purposes.

4. Dental service performed in a hospital, including any related hospital fee,

unless you have received written authorization.

Procedures deemed experimental by prevailing dental standards.

6. Treatment of congenital malformation, including but not limited to cleft

palate, anodontia, mandibular prognathism and enamel hypoplasia in the
absence of dental carries.

Treatment which, in the professional judgment of the attending dentist,
will not produce a satisfactory result.

8. Major restorative work caused by orthodontic treatment.

9. Dental implants, transplants or augmentation and any diagnostic or defini-

10.

11.

12.

13.
14.

15.

16.

tive treatment related to implants, transplants or augmentations.

Accidental injury, except as provided under palliative emergency treat-
ment.

The cost of services received from physicians, dentists, oral surgeons or
dental offices outside of your selected Dental Center, unless you have re-
ceived written authorization from your Dental Center (or as indicated
under the Emergency Treatment provisions of this Certificate).

Treatment for any condition to the extent to which benefits are recovered
or found to be recoverable, whether by adjudication or settlement under
any Workers Compensation, Occupational Disease or other law, even
though you or your dependents fail to claim the right to such benefits.

Diagnostic procedures related to non-covered services.

Treatment for any disease, condition, or injuries received as a result of
war, declared or undeclared, or if caused by atomic explosion, whether or
not the result of war.

Treatment obtained from, or which payment is made by, any federal, state,
county, municipal, or other governmental agency, including any foreign
government.

Temporomandibular joint (TMJ) disorders or dysfunctions and related ser-
vices.
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17. General anesthesia and IV sedation without documented medical neces-
sity. Allergy to local anesthesia must be documented by a licensed
physician following testing procedures. If you decide to have general anes-
thesia or IV sedation without obtaining medical documentation and this
requires a referral to a dental office not affiliated with the Network, or a
referral to a dental office affiliated with the Network but not responsible
for providing the covered services specified in the Schedule of Dental Ser-
vices, benefits will not be provided for these services.

Orthodontic Exclusions
1. Retreatment of a prior orthodontic cases.

2. Patients with severe medical disabilities which may prevent satisfactory
orthodontic results.

3. Any charge made by an orthodontist for the cost of replacement and/or re-
pair of an appliance furnished to the patient which was lost or broken
through no fault of the orthodontist.

4. Orthognathic surgery.

5. Removal of asymptomatic erupted teeth associated with Orthodontics (un-
less you have received written authorization). This exclusion does not
apply to the removal of third molars.
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COORDINATION OF BENEFITS

If you should receive payment under another group policy, certificate or agree-
ment providing the same kind of dental benefits that this Certificate provides,
Blue Cross and Blue Shield or your Dental Center shall have the right to recover
such payments from you, to the extent such recovery is consistent with the prior-
ity of benefit applications indicated in this section.

When the total value of benefits or services you are entitled to under this Certifi-
cate and under any other group contract exceeds your actual expense (including
the premiums), Blue Cross and Blue Shield or your Dental Center reserves the
right to reduce the total benefits and services provided under this Certificate so
that the benefits will not exceed the total expense for the covered services re-
ceived.

If any other group contract contains provisions establishing similar rules as
those stated below, then the benefits under this Certificate and the other group
contract will be determined by applying the following rules:

1. The benefits of the group contract which covers the person with the claim
as an Insured rather than as a dependent will be determined before the
benefits of the group contract which covers that person as a dependent.

2. The benefits of the group contract which covers a dependent as the Rela
tive (that is, a person who is entitled to benefits under this Certificate
because of a connection or relationship to the Insured) of a person whose
date of birth (but not year of birth) occurs earlier in a calendar year will be
determined before the benefits under any other group contract which cov-
ers that dependent as a Relative of a person whose date of birth (but not
year of birth) occurs later in the calendar year. If the dependent’s Relatives
have the same date of birth (but not year of birth), the benefits under the
group contract covering the dependent as a Relative of the person whose
group policy has been in effect for the longer period of time will be deter-
mined first - except that if the claim is for a dependent child, the following
rules will apply:

() when the parents are separated or divorced and the parent with cus-
tody of the child has not remarried, the benefits of the group
contract which covers the child as a dependent of the parent with
custody of the child will be determined before the benefits of the
group contract which covers the child as a dependent of the parent
without custody.

(i) when the parents are divorced and the parent with custody of the
child has remarried, the benefits of the group contract which covers
the child as a dependent of the parent with custody will be deter-
mined before the benefits of the group contract which covers that
child as a dependent of the stepparent and the benefits of the group
contract which covers the child as a dependent of the stepparent
will be determined before the benefits of a plan which covers that
child as a dependent of the parent without custody.
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Despite the provisions stated above, if there is a court decree which esta-
blishes financial responsibility for the dental care expenses of the child,
the benefits of the group contract which covers the child as a dependent of
the parent with such financial responsibility will be determined before the
benefits of the group contract which covers the child as a dependent child.

3. When the rules stated above do not establish an order of benefit determina-
tion, the benefits of the group contract which has been in effect for the
longer period of time will decide, provided that:

(i) the benefits of the group contract covering the person with the
claim as a laid-off or retired employee or as the dependent of a laid-
off or retired employee will be determined after the benefits of the
group contract covering such person as an employee who is not laid
off or retired; and

(ii) if any group contract does not have a provision regarding laid-off
or retired employees and the group contract determines its benefits
after this contract, then the provisions of (i) above will not apply.

If the other group contract does not contain provisions establishing the same
rules as set forth in this section, then the benefits under the other group contract
will be determined before the benefits under this Certificate.
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CONTINUATION OF COVERAGE
AFTER TERMINATION
(Illinois State Law)

The purpose of this section of your Certificate is to explain the options available
for continuing your coverage after termination, as it relates to Illinois state leg-
islation. The provisions which apply to you will depend upon your status at the
time of termination. The provisions described in Article A will apply if you are
the former spouse of or former party to a Civil Union with the Insured who has
died or from whom you have been divorced or from whom your Civil Union has
been dissolved. The provisions described in Article B will apply if you are the
dependent child of the Insured who has died or if you have reached the limiting
age under this Certificate and not eligible to continue coverage as provided in
Atrticle A.

Your continued coverage under this Certificate will be provided only as speci-
fied below. Therefore, after you have determined which Article applies to you,
please read the provisions very carefully.

ARTICLE A: Continuation of Coverage if you are the former spouse
of the Insured or spouse of a retired Insured

If the coverage of the spouse of the Insured should terminate because of the
death of the Insured, a divorce from the Insured, dissolution of a Civil Union
from the Insured, or the retirement of an Insured, the former spouse or retired
Insured’s spouse if at least 55 years of age will be entitled to continue the cover-
age provided under this Certificate for himself/herself and his/her eligible
dependents (if Family coverage is in effect at the time of termination). However,
this continuation of coverage option is subject to the following conditions:

1. Continuation will be available to you as the former spouse of an Insured or
spouse of a retired Insured only if you provide the employer of the Insured
with written notice of the dissolution of marriage, or Civil Union, the death
or retirement of the Insured within 30 days of such event.

2. Within 15 days of receipt of such notice, the employer of the Insured will
give written notice to Blue Cross and Blue Shield of the dissolution of your
marriage to or Civil Union with the Insured, the death of the Insured or the
retirement of the Insured as well as notice of your address. Such notice will
include the Group Number and the Insured’s identification number under
this Certificate. Within 30 days of receipt of notice from the employer of
the Insured, Blue Cross and Blue Shield will advise you at your residence,
by certified mail, return receipt requested, that your coverage under this
Certificate may be continued. Blue Cross and Blue Shield’s notice to you
will include the following:

a. a form for election to continue coverage under this Certificate.

b. notice of the amount of monthly charges to be paid by you for such
continuation of coverage and the method and place of payment.
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c. instructions for returning the election form by certified mail, return
receipt requested, within 30 days after the date of mailing receipt of
such instruction by Blue Cross and Blue Shield.

3. In the event you fail to provide written notice to Blue Cross and Blue
Shield within the 30 days specified above, benefits will terminate for you
on the date coverage would normally terminate for a former spouse or
spouse of a retired Insured under this Certificate as a result of the dissolu-
tion of marriage or Civil Union, the death or the retirement of the Insured.
Your right to continuation of coverage will then be forfeited.

4. If Blue Cross and Blue Shield fails to notify you as specified above, all
charges shall be waived from the date such notice was required until the
date such notice is sent and benefits shall continue under the terms of this
Certificate from the date such notice is sent, except where the benefits in
existence at the time of Blue Cross and Blue Shield’s notice was to be sent
are terminated as to all Insureds under this Certificate.

5. If you have not reached age 55 at the time your continued coverage begins,
the monthly charge will be computed as follows:

a. an amount, if any, that would be charged to you if you were an In-
sured, with Individual or Family Coverage, as the case may be, plus

b. an amount, if any, that the employer would contribute toward the
charge if you were the Insured under this Certificate.

Failure to pay the initial monthly charge within 30 days after receipt of
notice from Blue Cross and Blue Shield as required in this Article will ter-
minate your continuation benefits and the right to continuation of
coverage.

6. If you have reached age 55 at the time your continued coverage begins, the
monthly charge will be computed for the first 2 years as described above.
Beginning with the third year of continued coverage, an additional charge,
not to exceed 20% of the total amounts specified in (5) above will be
charged for the costs of administration.

7. Termination of Continuation of Coverage:

If you have not reached age 55 at the time your continued coverage begins,
your continuation of coverage shall end on the first to occur of the follow-
ing:

a. if you fail to make any payment of charges when due (including any
grace period specified in the Group Policy).

b. on the date coverage would otherwise terminate under this Certifi-
cate if you were still married to or in a Civil Union with the Insured;
however, your coverage shall not be modified or terminated during
the first 120 consecutive days following the Insured’s death or entry
of judgment dissolving the marriage or Civil Union existing between
you and the Insured, except in the event this entire Certificate is mo-
dified or terminated.
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c. the date on which you remarry or enter another Civil Union.

d. the date on which you become an insured employee under any other
group health plan.

e. the expiration of 2 years from the date your continued coverage under
this Certificate began.

8. If you have reached age 55 at the time your continued coverage begins,
your continuation of coverage shall end on the first to occur of the follow-
ing:

a. if you fail to make any payment of charges when due (including any
grace period specified in the Group Policy).

b. on the date coverage would otherwise terminate, except due to the
retirement of the Insured, under this Certificate if you were still mar-
ried to or in a Civil Union with the Insured; however, your coverage
shall not be modified or terminated during the first 120 consecutive
days following the Insured’s death, retirement or entry of judgment
dissolving the marriage or Civil Union existing between you and the
Insured, except in the event this entire Certificate is modified or ter-
minated.

c. the date on which you remarry or enter another Civil Union.

d. the date on which you become an insured employee under any other
group health plan.

e. the date upon which you reach the qualifying age or otherwise estab-
lish eligibility under Medicare.

9. If you exercise the right to continuation of coverage under this Certificate
you shall not be required to pay charges greater than those applicable to
any other Insured covered under this Certificate, except as specifically
stated in these provisions.

10. If this entire Certificate is cancelled and another insurance company con-
tracts to provide group health insurance at the time your continuation of
coverage is in effect, the new insurer must offer continuation of coverage
to you under the same terms and conditions described in this Certificate.

ARTICLE B: Continuation of Coverage if you are the dependent
child of the Insured

If the coverage of a dependent child should terminate because of the death of the
Insured and the dependent child is not eligible to continue coverage under AR-
TICLE A or the dependent child has reached the limiting age under this
Certificate, the dependent child will be entitled to continue the coverage pro-
vided under this Certificate for himself/herself. However, this continuation of
coverage option is subject to the following conditions:

1. Continuation will be available to you as the dependent child of an Insured
only if you, or a responsible adult acting on your behalf as the dependent
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child, provide the employer of the Insured with written notice of the death
of the Insured within 30 days of the date the coverage terminates.

2. If continuation of coverage is desired because you have reached the limit-
ing age under this Certificate, you must provide the employer of the
Insured with written notice of the attainment of the limiting age within 30
days of the date the coverage terminates.

3. Within 15 days of receipt of such notice, the employer of the Insured will
give written notice to Blue Cross and Blue Shield of the death of the In-
sured or of the dependent child reaching the limiting age, as well as notice
of the dependent child’s address. Such notice will include the Group num-
ber and the Insured’s identification number under this Certificate. Within
30 days of receipt of notice from the employer of the Insured, Blue Cross
and Blue Shield will advise you at your residence, by certified mail, return
receipt requested, that your coverage under this Certificate may be contin-
ued. Blue Cross and Blue Shield’s notice to you will include the following:

a. a form for election to continue coverage under this Certificate.

b. notice of the amount of monthly charges to be paid by you for such
continuation of coverage and the method and place of payment.

c. instructions for returning the election form within 30 days after the
date it is received from Blue Cross and Blue Shield.

4. In the event you, or the responsible adult acting on your behalf as the de-
pendent child, fail to provide written notice to Blue Cross and Blue Shield
within the 30 days specified above, benefits will terminate for you on the
date coverage would normally terminate for a dependent child of an In-
sured under this Certificate as a result of the death of the Insured or the
dependent child attaining the limiting age. Your right to continuation of
coverage will then be forfeited.

5. If Blue Cross and Blue Shield fails to notify you as specified above, all
charges shall be waived from the date such notice was required until the
date such notice is sent and benefits shall continue under the terms of this
Certificate from the date such notice is sent, except where the benefits in
existence at the time of Blue Cross and Blue Shield’s notice was to be sent
are terminated as to all Insureds under this Certificate.

6. The monthly charge will be computed as follows:

a. an amount, if any, that would be charged to you if you were an In-
sured, plus

b. an amount, if any, that the employer would contribute toward the
charge if you were the Insured under this Certificate.

Failure to pay the initial monthly charge within 30 days after receipt of
notice from Blue Cross and Blue Shield as required in this Article will ter-
minate your continuation benefits and the right to continuation of
coverage.
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7. Continuation of Coverage shall end on the first to occur of the following:

a. if you fail to make any payment of charges when due (including any
grace period specified in the Group Policy).

b. on the date coverage would otherwise terminate under this Certifi-
cate if you were still an eligible dependent child of the Insured.

c. the date on which you become an insured employee, after the date of
election, under any other group health plan.

d. the expiration of 2 years from the date your continued coverage under
this Certificate began.

8. If you exercise the right to continuation of coverage under this Certificate,
you shall not be required to pay charges greater than those applicable to
any other Insured covered under this Certificate, except as specifically
stated in these provisions.

9. Upon termination of your continuation of coverage, you may exercise the
privilege to become a member of Blue Cross and Blue Shield on a “direct
pay’’ basis as specified in the Conversion Privilege of the ELIGIBILITY
SECTION of this Certificate.

10. If this entire Certificate is cancelled and another insurance company con-
tracts to provide group health insurance at the time your continuation of
coverage is in effect, the new insurer must offer continuation of coverage
to you under the same terms and conditions described in this Certificate.

CONTINUATION OF COVERAGE FOR PARTIES TO A CIVIL UNION

The purpose of this provision of your Certificate is to explain the options avail-
able for temporarily continuing your coverage after termination if you are
covered under this Certificate as the party to a Civil Union with the Insured or as
the dependent child of a party to a Civil Union. Your continued coverage under
this Certificate will be provided only as specified below. Please read the provi-
sions very carefully.

Continuation of Coverage

If you are a dependent who is a party to a Civil Union or their child and you lose
coverage under this Certificate, the options available to a spouse or to a depen-
dent child are described in the CONTINUATION OF COVERAGE AFTER
TERMINATION (Illinois State Laws) provision of this Certificate.

In addition to the events listed in the CONTINUATION OF COVERAGE AF-
TER TERMINATION (Illinois State Laws) provision, if applicable,
continuation of coverage is available to you and your dependent children in the
event you lose coverage because your Civil Union partnership with the Eligible
Person terminates. Your Civil Union will terminate if your partnership no longer
meets the criteria described in the definition of “Civil Union” in the DEFINI-
TIONS section of this Certificate. You are entitled to continue coverage for the
same period of time as a spouse or child who loses coverage due to divorce.
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CONTINUATION COVERAGE RIGHTS UNDER
COBRA

This CONTINUATION COVERAGE RIGHTS UNDER COBRA provision
does not apply to your dependent who is a party to a Civil Union and their
children.

NOTE: Certain employers may not be affected by CONTINUATION OF COV-
ERAGE AFTER TERMINATION (COBRA). See your employer or Plan
Administrator should you have any questions about COBRA.

Introduction

You are receiving this notice because you have recently become covered under
your employer’s group health plan (the Plan). This notice contains important
information about your right to COBRA continuation coverage, which is a tem-
porary extension of coverage under the Plan. This notice generally explains
COBRA continuation coverage, when it may become available to you and
your family, and what you need to do to protect the right to receive it.

The right to COBRA continuation coverage was created by a federal law, the
Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA). COBRA
continuation coverage can become available to you when you would otherwise
lose your group health coverage. It can also become available to other members
of your family who are covered under the Plan when they would otherwise lose
their group health coverage.

For additional information about your rights and obligations under the Plan and
under federal law, you should review the Plan’s Summary Plan Description or
contact the Plan Administrator.

What Is COBRA Continuation Coverage

COBRA continuation coverage is a continuation of Plan coverage when cover-
age would otherwise end because of a life event known as a “qualifying event.”
Specific qualifying events are listed later in this notice. After a qualifying event,
COBRA continuation coverage must be offered to each person who is a “quali-
fied beneficiary.” You, your spouse, and your dependent children could become
qualified beneficiaries if coverage under the Plan is lost because of the qualify-
ing event. Under the Plan, qualified beneficiaries who elect COBRA
continuation coverage must pay for COBRA continuation coverage.

If you are an employee, you will become a qualified beneficiary if you lose your
coverage under the Plan because either one of the following qualifying events
happens:

¢ Your hours of employment are reduced; or

* Your employment ends for any reason other than your gross misconduct.

Page 199 Agency Exhibits Spec CBO 2019-0City of Chicago Page 198
GB-17 HCSC 42



If you are the spouse of an employee, you will become a qualified beneficiary if
you lose your coverage under the Plan because any of the following qualifying
events happens:

* Your spouse dies;
* Your spouse’s hours of employment are reduced;

* Your spouse’s employment ends for any reason other than his or her gross
misconduct;

* Your spouse becomes enrolled in Medicare benefits (under Part A, Part B,
or both); or

* You become divorced or legally separated from your spouse.

Your dependent children will become qualified beneficiaries if they lose cover-
age under the Plan because any of the following qualifying events happen:

e The parent-employee dies;
e The parent-employee’s hours of employment are reduced;

e The parent-employee’s employment ends for any reason other than his or
her gross misconduct;

e The parent-employee becomes enrolled in Medicare benefits (under Part
A, Part B, or both);

e The parents become divorced or legally separated; or

* The child stops being eligible for coverage under the Plan as a “dependent
child.”

If the Plan provides health care coverage to retired employees, the following
applies: Sometimes, filing a proceeding in bankruptcy under title 11 of the
United States Code can be a qualifying event. If a proceeding in bankruptcy is
filed with respect to your employer, and that bankruptcy results in the loss of
coverage of any retired employee covered under the Plan, the retired employee
will become a qualified beneficiary with respect to the bankruptcy. The retired
employee’s spouse, surviving spouse, and dependent children will also become
qualified beneficiaries if bankruptcy results in the loss of their coverage under
the Plan.

When Is COBRA Coverage Available?

The Plan will offer COBRA continuation coverage to qualified beneficiaries
only after the Plan Administrator has been notified that a qualifying event has
occurred. When the qualifying event is the end of employment or reduction of
hours of employment, death of the employee, in the event of retired employee
health coverage, commencement of a proceeding in bankruptcy with respect to
the employer, or the employee’s becoming entitled to Medicare benefits (under
Part A, Part B, or both), the employer must notify the Plan Administrator of the
qualifying event.
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You Must Give Notice of Some Qualifying Events

For the other qualifying events (divorce or legal separation of the employee and
spouse or a dependent child’s losing eligibility for coverage as a dependent
child), you must notify the Plan Administrator within 60 days after the qualify-
ing event occurs. Contact your employer and/or COBRA Administrator for
procedures for this notice, including a description of any required information
or documentation.

How Is COBRA Coverage Provided?

Once the Plan Administrator receives notice that a qualifying event has oc-
curred, COBRA continuation coverage will be offered to each of the qualified
beneficiaries. Each qualified beneficiary will have an independent right to elect
COBRA continuation coverage. Covered employees may elect COBRA contin-
uation coverage on behalf of their spouses, and parents may elect COBRA
continuation coverage on behalf of their children.

COBRA continuation coverage is a temporary continuation of coverage. When
the qualifying event is the death of the employee, the employee’s becoming en-
titled to Medicare benefits (under Part A, Part B, or both), your divorce or legal
separation, or a dependent child’s losing eligibility as a dependent child, CO-
BRA continuation coverage lasts for up to 36 months.

When the qualifying event is the end of employment or reduction of the em-
ployee’s hours of employment, and the employee became entitled to Medicare
benefits less than 18 months before the qualifying event, COBRA continuation
coverage for qualified beneficiaries other than the employee lasts until 36
months after the date of Medicare entitlement. For example, if a covered em-
ployee becomes entitled to Medicare 8 months before the date on which his
employment terminates, COBRA continuation coverage for his spouse and chil-
dren can last up to 36 months after the date of Medicare entitlement, which is
equal to 28 months after the date of the qualifying event (36 months minus 8
months). Otherwise, when the qualifying event is the end of employment or re-
duction of the employee’s hours of employment, COBRA continuation
coverage generally lasts for only up to a total of 18 months. There are two ways
in which this 18-month period of COBRA continuation coverage can be ex-
tended.

Disability Extension Of 18-Month Period Of Continuation Coverage

If you or anyone in your family covered under the Plan is determined by the
Social Security Administration to be disabled and you notify the Plan Adminis-
trator in a timely fashion, you and your entire family may be entitled to receive
up to an additional 11 months of COBRA continuation coverage, for a total
maximum of 29 months. The disability would have to have started at some time
before the 60th day of COBRA continuation coverage and must last at least until
the end of the 18-month period of continuation coverage. Contact your employ-
er and/or the COBRA Administrator for procedures for this notice, including a
description of any required information or documentation.
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Second Qualifying Event Extension Of 18-Month Period Of Continuation
Coverage

If your family experiences another qualifying event while receiving 18 months
of COBRA continuation coverage, the spouse and dependent children in your
family can get up to 18 additional months of COBRA continuation coverage, for
a maximum of 36 months, if notice of the second qualifying event is properly
given to the Plan. This extension may be available to the spouse and dependent
children receiving continuation coverage if the employee or former employee
dies, becomes entitled to Medicare benefits (under Part A, Part B, or both), or
gets divorced or legally separated or if the dependent child stops being eligible
under the Plan as a dependent child, but only if the event would have caused the
spouse or dependent child to lose coverage under the Plan had the first qualify-
ing event not occurred.

If You Have Questions

Questions concerning your Plan or your COBRA continuation coverage rights,
should be addressed to your Plan Administrator. For more information about
your rights under ERISA, including COBRA, the Health Insurance Portability
and Accountability Act (HIPAA), and other laws affecting group health plans,
contact the nearest Regional or District Office of the U. S. Department of La-
bor’s Employee Benefits Security Administration (EBSA) in your area or visit
the EBSA website at www.dol.gov/ebsa. (Addresses and phone numbers of Re-
gional and District EBSA Offices are available through EBSA’s website.)

Keep Your Plan Informed Of Address Changes

In order to protect your family’s rights, you should keep the Plan Administrator
informed of any changes in the addresses of family members. You should also
keep a copy, for your records, of any notices you send to the Plan Administrator.

Plan Contact Information

Contact your employer for the name, address and telephone number of the party
responsible for administering your COBRA continuation coverage.
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GENERAL PROVISIONS

1. This Certificate, including any endorsement attached to it, is the entire
agreement between you and Blue Cross and Blue Shield. Your dental bene-
fits will be provided in accordance with the terms and conditions described
in this Certificate. No statement you make in your application shall void
this Certificate or be used in any legal proceedings unless your application,
or an exact copy of it, is attached to this Certificate.

2. No agent of Blue Cross and Blue Shield has authority to change this Certif-
icate or to waive any of its provisions. No change shall be valid unless it
has been approved by an officer of Blue Cross and Blue Shield and such
approval is endorsed and attached to this Certificate.

3. The Dental Center you select will be solely responsible for all dental ad-
vice and services performed or prescribed. Neither Blue Cross and Blue
Shield, its agents, nor any employer shall be liable for injuries, damages or
expenses resulting from negligence, malfeasance, nonfeasance or mal-
practice on the part of any officer or employee or agent of Blue Cross and
Blue Shield. Neither shall Blue Cross and Blue Shield be responsible for
such acts on the part of any person, organization or entity rendering ser-
vices to you or your family members under this Certificate. You agree and
acknowledge that Blue Cross and Blue Shield does not practice dentistry
or medicine. Dentists are not employees or agents of Blue Cross and Blue
Shield. The relationship between Blue Cross and Blue Shield and the den-
tists is that of purchaser and seller of dental services.

4. The dental services described in this Certificate are personal to you and
your family and are not assignable.

5. All Copayments and additional fees or charges specified in this Certificate
are due to the Dental Center. Neither Blue Cross and Blue Shield nor your
Group will have any liability for the collection of such fees or charges.

6. All dental services rendered to you must be performed at the Dental Center
you have selected. You may select a personal dentist from those on staff at
the Dental Center you have chosen. You have the right to transfer to anoth-
er Dental Center at any time. Changes submitted by the 20th of the month
will become effective the 1st of the following month.

7. Payments will not be made to you for any dental services described in this
Certificate unless such payment is for emergency treatment or reimburse-
ment for payments you made to a dentist or specialist after receiving
written authorization from Blue Cross and Blue Shield.
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Your Dental Care Benefit Program

BLUECARE" DENTAL HMO
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GROUP CERTIFICATE RIDER REGARDING DEPENDENT
LIMITING AGE
For Dental Plans

Changes in state or federal law or regulations or interpretations thereof

may change the terms and conditions of coverage.

This Rider is attached to and becomes a part of your Certificate. The Certif
icate and any Riders thereto are amended as stated below.

DEPENDENT COVERAGE

Benefits will be provided under this Certificate for your and/or your spouse’s
enrolled child(ren) under the age of 26.

“Child(ren)” used hereafter, means a natural child(ren), a stepchild(ren), a
child(ren) of your Domestic Partner, a child(ren) who is in your custody under
an interim court order prior to finalization of adoption or placement of adop-
tion vesting temporary care, whichever comes first, a child(ren) of your
child(ren),child(ren) for whom you are the legal guardian under 26 years of
age, regardless of presence or absence of a child’s financial dependency, resi-
dency, student status, employment status, marital status,, eligibility for other
coverage or any combination of those factors. If the covered child(ren) is eli-
gible military personnel, the limiting age is 30 years of age as described under
the FAMILY COVERAGE provision in the ELIGIBILITY section of this
Certificate.

Except as amended by this Rider, all terms, conditions, limitations and ex
clusions of the Certificate to which this Rider is attached will remain in
full force and effect.

Attest: Health Care Service Corporation
a Mutual Legal Reserve Company
(Blue Cross and Blue Shield of Illinois)
Sincerely,

Maurice Smith
President
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A message from BLUE CROSS AND BLUE SHIELD

Blue Cross and Blue Shield of Illinois, a Division of Health Care Service Corpo-
ration, a Mutual Legal Reserve Company, an Independent Licensee of the Blue
Cross and Blue Shield Association. We are pleased to provide you with the den-
tal program described in this BlueCare Dental Certificate. We hope that most of
your questions about your dental coverage will be answered after you have read
this Certificate.

You and your eligible dependents (if you have Family Coverage) are entitled to
the benefits described in this Certificate as long as you receive them from the
Dental Center you have selected. Your coverage will begin on your “Coverage
Date” and continue through the period authorized by your Group (provided your
Group pays all premiums and you remain an eligible participant in your Group).

Throughout this Certificate we will refer to the company that you work for as
your “Group” and we refer to our company as “Blue Cross and Blue Shield.”

Every effort has been made to explain your dental benefits as simply and as
thoroughly as possible. However, should you have questions after reading this
Certificate, contact Blue Cross Blue Shield of Illinois. It is important to all of us
that you understand your benefits.

Welcome to the security and peace of mind of knowing that you have Blue
Cross and Blue Shield!

Sincerely,

M AU

Maurice Smith
President

Health Care Service Corporation
a Mutual Legal Reserve Company
(Blue Cross and blue Shield of Illinois)
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DEFINITIONS

The terms listed below are used throughout this Certificate and have a specif
ic meaning when applied to your dental coverage.

These terms will always begin with a capital letter.

Accidental Injury means damage inflicted to the hard and soft tissues of the
oral cavity resulting from forces external to the mouth.

Certificate means this benefit booklet. This Certificate describes the BlueCare
dental coverage applicable to you (and your eligible dependents if you have
Family Coverage).

Civil Union means a legal relationship between two persons, of either the same
or opposite sex, established pursuant to or as otherwise recognized by the Illi-
nois Religious Freedom Protection and Civil Union Act.

COBRA means the sections of the Consolidated Omnibus Budget Reconcilia-
tion Act of 1985 (Public Law 99-272), including any amendments to this Act,
which regulate the conditions and manner in which an employer can offer con-
tinuation of group health and dental insurance to insureds and dependents whose
coverage would otherwise terminate under the terms of this Certificate.

Copayment means a specific dollar amount that you are required to pay to-
wards a covered service.

Coverage Date means the date on which your coverage under this Certificate
begins.

Covered Service means an American Dental Association (ADA) approved den-
tal procedure or treatment plan specified in this Certificate for which benefits
will be provided. Such service or treatment plan must be delivered by: 1) a li-
censed dentist acting within the scope of his license; 2) a licensed physician
performing dental services within the scope of his license; or 3) a licensed den-
tal hygienist acting under the supervision and direction of a licensed dentist.

Course of Treatment means any number of orthodontic dental procedures per-
formed by a dentist in a planned series following a dental examination that
determines the need for these procedures.

* Full Course of Treatment means a complete and comprehensive banding
of teeth in order to guide the teeth into their correct relationship (to correct
a malocclusion). Treatment usually will involve both the upper and lower
arches of the mouth. The length of treatment is about 24 months and
should be followed by passive retention treatment.

e Partial Course of Treatment means any treatment which is less than a
Full Course of Treatment. Treatment may not exceed 24 months. Treat-
ment in progress means a person who is presently banded becomes
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covered under this Certificate. Benefits for these situations should be clari-
fied by contacting Blue Cross Blue Shield of Illinois at 1-800-323-7201.

Domestic Partner means a person with whom you have entered into a Domes-
tic Partnership.

Domestic Partnership means a long-term committed relationship of indefinite
duration with a person which meets the following criteria:

a) You and your Domestic Partner have lived together for at least six
months;

b) Neither you nor your Domestic Partner is married to anyone else or
has another domestic partner;

¢) Both you and your Domestic Partner are at least 18 years of age and
mentally competent to consent to contract;

d) You and your Domestic Partner reside together and intend to do so
indefinitely;

e) You and your Domestic Partner have an exclusive mutual commit-
ment similar to marriage; and

f) You and your Domestic Partner are jointly responsible for each oth-
er’s common welfare and share financial obligations.

Emergency Dental Care means the provision of dental care for a sudden, acute
dental condition that would lead a prudent layperson, who possesses an average
knowledge of dentistry, to reasonably expect the absence of immediate care to
result in serious impairment to the dentition or would place the person’s oral
health in serious jeopardy.

Family Coverage means coverage under this Certificate for the employee of
the Group and the employee’s eligible dependents. All of the provisions of this
Certificate that pertain to a spouse also apply to a party of a Civil Union, unless
specifically noted otherwise.

Group means the employer of the Insured.

Individual Coverage means that only the employee of the Group is covered un-
der this Certificate. His or her dependents are not covered.

Insured means the person who is the employee of the Group who has applied
for dental coverage under this Certificate.

Medically Necessary means that a specific service provided to you or your de-
pendents (if you have Family Coverage) is essential for the treatment or
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management of a symptom or condition. The service must be provided in the
most efficient and economic manner. In addition, Medically Necessary means:

1. A generally accepted standard of practice for the particular situation being
addressed.

2. One for which there is reasonable expectation that your condition will be
significantly improved or aided by the service in terms of function and, or,
relief of pain and similarly there is reasonable expectation that there will
be significant deterioration in your condition, if the service is not per-
formed.
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COVERAGE INFORMATION
Eligibility

Blue Cross and Blue Shield has an agreement with your Group to provide dental
benefits to you (and to your dependents if you have Family Coverage).

The term “Group” refers to a sole proprietor, partnership, corporation or other
organization. The term “Insured” refers to the employee engaged in the normal
activities of the Group who is employed on an active, full-time basis (as defined
by the Group). The employment is reasonably expected to be permanent at the
time the employee is hired and this Certificate goes into effect. New employees
of the Group will become eligible for coverage on the first day of the month
following the date notification of coverage is provided to Blue Cross and Blue
Shield or on a date that is otherwise determined by the Group. Employees of the
Group whose applications have been accepted by Blue Cross and Blue Shield
shall receive dental coverage as provided in this Certificate.

Individual Coverage

If you have Individual Coverage, this means that only your dental expenses are
covered under this Certificate. No other members of your family will be cov-
ered.

Family Coverage

If you have Family Coverage, this means that your dental expenses and the ex-
penses of your eligible family members will be covered, according to the terms
of your group contract.

Family Coverage is subject to the following rules:

* Your application for Family Coverage must include all of your eligible de-
pendents on the date such application is made.

* Dependent coverage for a child born to you while you are covered under
Family Coverage will be effective from the date of birth.

* If you acquire a dependent (other than through the birth of a child) while
you are enrolled for Family Coverage, your Family Coverage for that de-
pendent will go into effect upon receipt of your written notification to Blue
Cross and Blue Shield and upon the completion of Blue Cross and Blue
Shield’s membership change.

If you are the Insured, “Dependent” means:
1. Your legal spouse.

2. Your children or the children of your legal spouse who are under the limit-
ing age specified in the Schedule of Dental Services.

3. Children who are in your custody in accordance with an interim court or-
der prior to finalization of adoption or placement of adoption vesting
temporary care of the children. Such children must be under the limiting
age specified in the Schedule of Dental Services of this Certificate.
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4. Your legally adopted children who are under the limiting age specified in
the Schedule of Dental Services.

5. Your children who are under the limiting age specified in the Schedule of
Dental Services and who are legally dependent upon you for support and
maintenance while full-time students at an accredited institution of higher
education.

In addition, enrolled unmarried children will be covered up to the age of
30 if they:

¢ Live within Blue Cross and Blue Shield’s service area; and

e Have served as an active or reserve member of any branch of the
Armed Forces of the United States; and

e Have received a release or discharge other than a dishonorable dis-
charge.

6. Any children who are incapable of self-sustaining employment and are de-
pendent upon you or other care providers for lifetime care and supervision
because of a handicapped condition occurring prior to reaching the limit-
ing age, will be covered regardless of age, as long as they were covered
prior to reaching the limiting age specified in the Schedule of Dental Ser-
vices of this Certificate.

7. Your Domestic Partner and his or her children who are under the limiting
age specified in the Schedule of Dental Services.

8. Your dependent who is a party to a Civil Union and his or her children.

Payment of Premiums

Your Group will pay your premiums. The premiums are paid monthly in ad-
vance and any arrangement requiring you to reimburse your Group for a portion
of the premium is entirely between you and your Group. Blue Cross and Blue
Shield looks solely to the Group for payment of premiums.

Your Group will be allowed a grace period of 31 days for the late payment of
premiums. During this period, this Certificate will remain in effect. If the Group
fails to pay any premium, this Certificate will automatically terminate at the end
of the grace period. Blue Cross and Blue Shield will not be obligated to give you
or your Group notice if this Certificate is automatically terminated. However, if
Blue Cross and Blue Shield accepts payment from the Group after the expiration
of the grace period, your coverage will be reinstated as of that acceptance date.

If this Certificate is terminated for any reason, the Group will be liable for all
premiums then due, including charges for any period this Certificate was in ef-
fect during a grace period.

Termination of Coverage

Your coverage under this Certificate (and the coverage of your dependents if
you have Family Coverage) will end if:

1. you are no longer a covered employee with your Group; or

Page 213 Agency Exhibits Spec CBO 2019-0City of Chicago Page 212
GB-17 HCSC 9



2. your Group fails to pay premiums; or

3. your Group terminates its BlueCare Dental Agreement with Blue Cross
and Blue Shield.

Your dependent’s coverage will automatically end if:
1. this Certificate is terminated; or

2. he or she ceases to be a dependent according to the definition of Depen-
dent stated in the Family Coverage provision of this Certificate, or

3. he or she reaches the limiting age specified in the Schedule of Dental Ser-
vices of this Certificate.
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ABOUT YOUR DENTAL BENEFITS

Types of Dental Services

The following is a summary of the types of dental services your BlueCare Cer-
tificate covers:

Diagnostic and Preventive Care Services

Diagnostic services means the procedures necessary to aid the dentist in
evaluating your existing dental condition and to determine what type of
dental care is required. Preventive care services means those procedures
necessary to prevent oral disease. Diagnostic and Preventive Care services
include:

a. Dental examinations.

b. X-rays — full mouth x-rays, panoramic x-rays, bitewing x-rays and
other routine x-rays.

c. Prophylaxis — cleaning and polishing of teeth.
d. Topical fluoride applications for dependent children.
Oral Surgery Services

Oral Surgery means the procedures for surgical extractions and other den-
tal surgery under local anesthetics which do not require that you be
hospitalized.

Restorative Services

Restorative services means procedures necessary to restore your teeth to a
healthy condition, including amalgam and resin based composite restora-
tions.

Periodontal Services

Periodontics involves procedures necessary for the treatment of disease of
the gums and bones supporting the teeth.

Endodontic Services

Endodontics involves procedures necessary for the treatment of disease of
the pulp chamber and pulp canals. Endodontics procedures include:

a. Root canal therapy.

b. Pulpotomy.

c. Pulp capping.
Crowns, Inlays/Onlays

Procedures necessary when teeth cannot be restored with other filling ma-
terial.
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¢ Prosthodontics

Prosthodontics involves procedures necessary for providing artificial re-
placements for missing natural teeth. Procedures include the following:

a. Construction, placement, and insertion of bridges; partial and com-
plete dentures.

b. Repair of bridges and relining and rebasing of partial and complete
dentures.

¢ Pediatric Dentistry

a. Dependents under age 6, who cannot be treated at a participating gen-
eral dentist, can be referred to a participating Pediatric Dentist.
Benefits for eligible services will be provided until age 6.

b. Dependents age 6 and over, who cannot be treated at a participating
general dentist, must have appropriate documentation in order to be
referred to a participating Pediatric Dentist.

* General Services
a. Prefabricated stainless steel crown.
b. Deep sedation/general anesthesia.
c. Occlusal adjustment.
* Miscellaneous Services
a. Palliative treatment - non-invasive treatment for relief of pain.
b. Space maintainers.
c. Sealant application.
d. Pulp vitality tests.
* Orthodontics

Orthodontics means the proper alignment of teeth, including retention, for
the treatment of malocclusion. Refer to the Schedule of Dental Services
section of this Certificate for additional information about your orthodon-
tic benefits.

Your Selected Dental Center

When you enroll for BlueCare Dental HMO coverage under this Certificate, you
will be required to select a Dental Center. If you enrolled in Family Coverage,
your dependents may select a different Dental Center. You must obtain dental
Covered Services, including written referrals to specialists (with the exception
of emergency care), from your selected Dental Center. Reimbursement for
emergency treatment may differ depending upon if you receive treatment from
your Dental Center or from another dentist or Dental Center. For information
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regarding Emergency Treatment, refer to the Emergency Treatment section of
this Certificate.

You will receive a BlueCare Wallet Card containing the toll-free customer ser-
vice telephone number. Your Dental Center will receive a monthly list of all
persons who are eligible for BlueCare dental coverage.

Changing Your Dental Center

You may transfer from one Dental Center to another at any time. Changes sub-
mitted to BlueCare Dental by the 20th of the current month will be effective the
1st of the following month. Transfers may be requested in writing or by calling
customer service at 1-800-323-7201.

Appointment for Services

To receive dental treatment, telephone your selected Dental Center and give the
Dental Center your name and member ID so that your enrollment can be veri-
fied.

Dental services will be provided by appointment only. Appointments will be
made according to the following order of priority:

a. Emergency treatment for the relief of pain;
b. X-rays, teeth cleaning, and examinations;
c. Regular appointments to complete non-emergency dental treatment.

Every reasonable effort will be made to schedule your non-emergency appoint-
ments (routine preventive services as determined by your dentist) within 30
days of your request.

Emergency Treatment

The following rules will apply to dental services received for emergency treat-
ment:

If you have an emergency, you can receive emergency care from any provider,
not only your Dental Center. You should first attempt to contact your Dental
Center or customer service at 1-800-323-7201 and follow the directions you re-
ceive.

In the event you cannot reach your Dental Center or customer service, you may
seek emergency dental treatment from the nearest dentist or Dental Center. Re-
member, only services for palliative care (for the relief of pain) will be covered.

Reimbursement for emergency care will be provided as follows:

* Benefits for emergency care received from your Dental Center will be
provided according to the Schedule of Dental Services in this Certificate
(any Copayment indicated in the Schedule of Dental Services applies).

* Benefits for emergency care received from a dentist or dental office other
than your selected Dental Center will be provided up to a maximum
amount of $50.00. You will need to obtain a paid receipt and itemized
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statement of services rendered from the dentist or dental office providing
Yyour treatment.

Send Claims to:
BlueCare Dental HMO
701 E. 2214 Street, Suite 300
Lombard, Illinois, 60148

Questions About Your Benefits

Any questions you have about benefits or dental services should be directed to
your Dental Center. Additional information can be obtained by writing or call-
ing your Benefits Administrator at your Group.

If you need more detailed information about BlueCare dental coverage, address
your concerns to:

BlueCare Dental HMO
701 E. 2214 Street, Suite 300
Lombard, Illinois, 60148

A second opinion regarding dental surgery can be arranged only if you submit a
written request to BlueCare Dental at the above address. Benefit questions can
also be answered by calling customer service at 1-800-323-7201.

Department of Insurance Address

In compliance with Section 143(c) of the Illinois Insurance Code, you are
hereby given notice of the addresses of the Consumer Divisions of the Depart-
ment of Insurance. These addresses are:

Illinois Department of Insurance
Consumer Division
100 West Randolph Street
Suite 15-100
Chicago, Illinois 60601
or
Illinois Department of Insurance
Consumer Division
320 West Washington Street
Springfield, Illinois 62767

Grievance Procedures

To resolve grievances concerning dental care and treatment, a customer oriented
plan has been established.

First, it is important to work within the traditional dentist-patient relationship.
You are encouraged to contact the dental office or provider directly to discuss
your questions or concerns. If a satisfactory conclusion can not be reached or
you do not wish to discuss your concerns with the provider, BlueCare Dental
will serve as an intermediary.
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You must submit a written request, providing details of your concerns, to:

BlueCare Dental HMO
701 E. 2214 Street, Suite 300
Lombard, Illinois, 60148
Attn.: Customer Relations

BlueCare Dental will acknowledge receipt of your inquiry within 72 hours of
receipt. Within 30 days of receiving your inquiry you will be notified of a reso-
lution. All parties will be notified in writing if additional time is needed for the
review.

Extended Benefits at Termination

Benefits will be provided under this Certificate after the termination date of
coverage only if the dental procedure began prior to the termination date and is
completed within 30 days after the termination date. Orthodontic treatment in
progress is an exception and benefits will end upon termination. Any balance
owed will be your responsibility.
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SCHEDULE OF DENTAL SERVICES
FOR PLAN 706

The Covered Services specified in this Schedule of Dental Services are subject
to all of the terms, conditions, limitations, and exclusions of this Certificate, and
to the annual maximum indicated below.

Covered Services must be received at the Dental Center you have selected for
your dental care — except for an emergency or if you have received prior writ-
ten authorization from Blue Cross and Blue Shield, authorizing you to receive
dental services elsewhere.

Annual Maximum

No annual maximum applies to your benefits under this Certificate.

Age Limitations

Dental Coverage excludes Orthodontic coverage. Unmarried eligible depend-
ents are covered to age 26. Unmarried eligible dependents of sworn police or
fire personnel are covered to age 26. Coverage will automatically terminate on
the Dependent’s birthday.

Orthodontic Coverage. Unmarried eligible dependents to age 19. Unmarried eli-
gible dependents of sworn police or fire personnel to age 25.
Accidental Injury

There is no coverage for accidental injury. Damages to the hard and soft tissues
of the oral cavity from normal masticatory (chewing) function will be covered
at the normal schedule of benefits.

Failed Appointments

If you fail to give your Dental Center 24-hour notice of cancellation or fail to
keep your appointment, you will be responsible for any fee your Dental Center
charges for failed appointments.
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COVERED SERVICES

ADA DIAGNOSTIC AND PRE COPAYMENT
CODE VENTIVE CARE SERVICES AMOUNT
00120 Periodic Oral Evaluation No Charge;
$1-$40
00140 | Limited Oral Evaluation - Problem Fo- No Charge;
cused $1-$70
00150 Comprehensive Oral Evaluation No Charge;
$1-$70
00160 Detailed Extended Oral Evaluation - No Charge;
Problem Focused $1-$180
00170 Re-Evaluation - Limited Problem No Charge;
Focused $1-$50
00180 | Comprehensive Periodontal Evaluation No Charge;
$1-$80
00210 | Intraoral radiographs - complete series No Charge;
(including bitewings) once every 3 $1-$100
years
00220 Intraoral periapical radiograph - first No Charge;
film $1-$25
00230 Intraoral periapical radiograph - each No Charge;
additional film $1-$25
00240 Intraoral occlusal film No Charge;
$1-$40
00270 Bitewing radiograph -1 film No Charge;
$1-$25
00272 [ Bitewing radiograph - 2 films - once per No Charge;
year $1-$40
00274 [ Bitewing radiograph - 4 films - once per No Charge;
year $1-$50
00277 Vertical Bitewing radiograph - 7 to 8 No Charge;
films $1-$70
00330 Panoramic film No Charge;
$1-$90
00340 Cephalometric film No Charge;
$1-$110
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CODE

DIAGNOSTIC AND PRE
VENTIVE CARE SERVICES

COPAYMENT
AMOUNT

ADA ‘

01110 Prophylaxis (adult) - 2 per year No Charge;
[unless prescribed more frequently] $1-$70

01120 Prophylaxis (child) - 2 per year No Charge;
[unless prescribed more frequently] $1-$50

01201 | Topical application of fluoride includ- No Charge;
ing prophylaxis (child) - once per year $1-$80

to age [19 - 27]

01203 | Topical application of fluoride exclud- No Charge;

ing prophylaxis (child) - once per year $1-$40
to age [19 - 27]

01310 | Nutritional counseling - control dental No Charge;
of disease $1-$50

01330 Oral hygiene instructions No Charge;
$1-$70

ADA | MISCELLANEOUS SERVICES | COPAYMENT

CODE AMOUNT

00460 Pulp vitality tests No Charge;
$1-$50

00470 Diagnostic casts No Charge;
$1-$90

01351 Sealant - per tooth [(individual to age No Charge;
[19 - 27])] $1-$50

01510 Space Maintainer - fixed - unilateral No Charge;
$1-$300

01515 Space Maintainer - fixed - bilateral No Charge;
$1-$350

01520 | Space Maintainer - removable - unilat- No Charge;
eral $1-$350

01525 Space Maintainer - removable - No Charge;
bilateral $1-$450

01550 Recementation of Space Maintainer No Charge;
$1-$70

09110 | Palliative (emergency) treatment -dental No Charge;
pain -minor procedure $1-$90
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RESTORATIVE SERVICES

(includes indirect pulp capping,

bases, liners, acid etching procedures
and treatment under local anesthetic)

COPAYMENT

AMOUNT

02140 [ Amalgam - one surface, primary or per- No Charge;
manent $1-$110

02150 Amalgam - two surfaces, primary or No Charge;
permanent $1-$130

02160 Amalgam - three surfaces, primary or No Charge;
permanent $1-$170

02161 Amalgam - four or more surfaces, pri- No Charge;
mary or permanent $1-$200

02330 Resin - one surface, anterior No Charge;
$1-$120

02331 Resin - two surfaces, anterior No Charge;
$1-$140

02332 Resin - three surfaces, anterior No Charge;
$1-$170

02335 | Resin - four or more surfaces or involv- No Charge;
ing incisal angle (anterior) $1-$200

02390 Resin - crown (anterior) No Charge;
$1-$220

02391 Resin - one surface, posterior No Charge;
$1-$130

02392 Resin - two surfaces, posterior No Charge;
$1-$170

02393 Resin - three surfaces, posterior No Charge;
$1-$220

02394 [ Resin - four or more surfaces, posterior No Charge;
$1-$250

02940 Sedative filling No Charge;
$1-$80

02951 Pin retention - per tooth, in addition to No Charge;
restoration $1-$50
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ADA
CODE

RESTORATIVE SERVICES

(includes indirect pulp capping,

bases, liners, acid etching procedures
and treatment under local anesthetic)

COPAYMENT
AMOUNT

07111 Coronal remnants - deciduous tooth No Charge;
$1-$90

07140 Extraction - erupted tooth or exposed No Charge;
root $1-$120

ADA GENERAL SERVICES COPAYMENT

CODE AMOUNT

02930 | Prefabricated stainless steel crown - pri- No Charge;
mary $1-$220

02931 Prefabricated stainless steel crown - No Charge;
permanent $1-$240

02932 Prefabricated resin crown No Charge;
$1-$260

02933 | Prefabricated stainless steel crown with No Charge;
resin window $1-$300

02934 Prefabricated esthetic coated stainless No Charge;
steel crown - primary $1-$300

09210 Local anesthesia - not in conjunction No Charge;
with operative or surgical procedure $1-%40

09211 Regional block anesthesia No Charge;
$1-$50

09212 Trigeminal division block anesthesia No Charge;
$1-$80

09215 Local anesthesia No Charge;
$1-$50

09220 Deep sedation - general anesthesia - No Charge;
first 30 minutes (SEE EXCLUSIONS) $1-$350

09221 Deep sedation - general anesthesia - No Charge;
each additional 15 minutes (SEE EX- $1-$140

CLUSIONS)

09241 Intravenous conscious sedation - anal- No Charge;

gesia - first 30 minutes (SEE EXCLU- $1-$260
SIONS)
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COPAYMENT

CODE AMOUNT

ADA ‘

GENERAL SERVICES ‘

09242 | Intravenous conscious sedation - anal- No Charge;

gesia - each additional 15 minutes (SEE $1-$110
EXCLUSIONS)

09248 Non-intravenous conscious sedation No Charge;
(SEE EXCLUSIONS) $1-$60

09430 Office visit for observation (regular No Charge;
hours) - no other services performed $1-$70

09440 Office visit (after regular hours) No Charge;
$1-$100

09450 | Case presentation - detailed and exten- No Charge;
sive treatment planning $1-$50

09951 Occlusal adjustment - limited No Charge;
$1-$120

09952 Occlusal adjustment - complete No Charge;
$1-$650

ADA
CODE

ENDODONTICS
(includes postoperative evaluation
and treatment under local anesthetic)

COPAYMENT
AMOUNT

03110 Pulp capping - direct (excluding final No Charge;
restoration) $1-$60

03120 | Pulp capping - indirect (excluding final No Charge;
restoration) $1-$50

03220 | Therapeutic Pulpotomy (excluding final No Charge;
restoration) $1-$130

03221 | Pulpal debridement - primary and per- No Charge;
manent teeth $1-$140

03230 | Pulpal therapy (resorbable fill) anterior No Charge;
primary tooth $1-$130

03240 | Pulpal therapy (resorbable fill) posterior No Charge;
primary tooth $1-$140

03310 Root canal - anterior (excluding final No Charge;
restoration) $1-$600

03320 Root canal - bicuspid (excluding final No Charge;
restoration) $1-$650
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ADA
CODE

ENDODONTICS

(includes postoperative evaluation
and treatment under local anesthetic)

COPAYMENT

AMOUNT

03330 [ Root canal - molar (excluding final res- No Charge;
toration) $1-$800

03332 | Incomplete endodontics therapy; inop- No Charge;
erable/fractured tooth $1-$430

03346 | Retreatment of previous root canal ther- No Charge;
apy - anterior $1-$700

03347 | Retreatment of previous root canal ther- No Charge;
apy - bicuspid $1-$800

03348 | Retreatment of previous root canal ther- No Charge;
apy - molar $1-$950

03351 Apexification/recalcification - initial No Charge;
visit $1-$350

03352 | Apexification/recalcification - interim No Charge;
medication replacement $1-$150

03353 | Apexification/recalcification - final visit No Charge;
$1-$430

03410 [ Apicoectomy/periradicular surgery - an- No Charge;
terior $1-$650

03421 | Apicoectomy/periradicular surgery - bi- No Charge;
cuspid (first root) $1-$630

03425 Apicoectomy/periradicular surgery - No Charge;
molar (first root) $1-$700

03426 Apicoectomy/periradicular surgery No Charge;
(each additional root) $1-$250

03430 Retrograde filling - per root No Charge;
$1-$200

03450 Root amputation - per root No Charge;
$1-$400

03920 Hemisection (including root removal) No Charge;
not including root canal therapy $1-$300
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PERIODONTICS
(includes postoperative evaluations,
treatment under local anesthetic and

biologic materials to aid in soft and
osseous tissue regeneration)

COPAYMENT

AMOUNT

04210 [ Gingivectomy or gingivoplasty - four or No Charge;
more teeth per quadrant $1-$500

04211 | Gingivectomy or gingivoplasty - one to No Charge;
three teeth per quadrant $1-$250

04240 | Gingival flap procedure including root No Charge;
planing - four or more teeth per quad- $1-$550

rant

04241 | Gingival flap procedure including root No Charge;
planing - one to three teeth per quadrant $1-$300

04249 | Clinical crown lengthening - hard tissue No Charge;
$1-$650

04260 Osseous surgery, including flap entry No Charge;
and closure - four or more teeth per $1-$900

quadrant

04261 Osseous surgery, including flap entry No Charge;

and closure - one to three teeth per $1-$500
quadrant

04270 Pedicle soft tissue graft procedure No Charge;
$1-$650

04271 | Free soft tissue graft procedure (includ- No Charge;
ing donor site surgery) $1-$700

04273 Subepithelial connective tissue graft No Charge;
procedure $1-$700

04274 Distal or proximal wedge procedure No Charge;
$1-$250

04276 | Combined connective tissue and double No Charge;
pedicle graft $1-$800

04341 Periodontal scaling and root planing - No Charge;
four or more teeth per quadrant [(4 $1-$200

quadrants per year)]

04342 Periodontal scaling and root planing - No Charge;

one to three teeth per quadrant [(4 quad- $1-$100
rants per year)]
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ADA
CODE

PERIODONTICS
(includes postoperative evaluations,
treatment under local anesthetic and
biologic materials to aid in soft and
osseous tissue regeneration)

COPAYMENT
AMOUNT

04355 | Full mouth debridement - enable perio- No Charge;
dontal evaluation and diagnosis $1-$130

04910 | Periodontal maintenance procedure fol- No Charge;
lowing active therapy [(limit one)] $1-$100

ORAL SURGERY COPAYMENT
(includes postoperative evaluations AMOUNT
and treatment under local anesthetic)
07210 Surgical removal of erupted tooth No Charge;
$1-$200
07220 Surgical removal of tooth - soft tissue No Charge;
impaction $1-$300
07230 | Surgical removal of tooth - partial bony No Charge;
impaction $1-%400
07240 Surgical removal of tooth - complete No Charge;
bony impaction $1-$450
07241 Surgical removal of tooth - complete No Charge;
bony impaction (unusual complication) $1-$550
07250 | Surgical removal of residual tooth roots No Charge;
(cutting procedure) $1-$250
07280 Surgical access of an unerupted tooth No Charge;
$1-$550
07310 [ Alveoloplasty - in conjunction with ex- No Charge;
tractions - per quadrant $1-$250
07311 | Alveoloplasty - in conjunction with ex- No Charge;
tractions - one to three teeth per quad- $1-$250
rant
07320 | Alveoloplasty - not in conjunction with No Charge;
extractions - per quadrant $1-$1100
07321 | Alveoloplasty - not in conjunction with No Charge;
extractions - one to three teeth per $1-$1100
quadrant
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ORAL SURGERY

(includes postoperative evaluations

and treatment under local anesthetic)

COPAYMENT
AMOUNT

07450 Removal of benign odontogenic cyst, No Charge;
tumor or lesion (less than 1.25 cm) $1-$750

07451 Removal of benign odontogenic cyst, No Charge;
tumor or lesion (1.25 cm or larger) $1-$1150

07510 Incision and drainage of abscess - in- No Charge;
traoral soft tissue $1-$250

07511 Incision and drainage of abscess - in- No Charge;
traoral soft tissue - complicated (in- $1-$250

cludes drainage of multiple fascial
spaces)

07960 | Frenulectomy or Frenectomy (separate No Charge;
procedures) $1-$600

07963 Frenuloplasty No Charge;
$1-$600

07970 Excision of hyperplastic tissue (per No Charge;
arch) $1-$600

07971 Excision of pericoronal gingiva No Charge;
$1-$200

ADA

CODE

CROWNS, INLAYS/ONLAYS
SERVICES

COPAYMENT

AMOUNT

02510 Inlay - metallic, one surface No Charge;
$1-$600
02520 Inlay - metallic, two surfaces No Charge;
$1-$650
02530 | Inlay - metallic, three or more surfaces No Charge;
$1-$700
02542 Onlay - metallic, two surfaces No Charge;
$1-$650
02543 Onlay - metallic, three surfaces No Charge;
$1-$700
02544 | Onlay - metallic, four or more surfaces No Charge;
$1-$750
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ADA

CODE

CROWNS, INLAYS/ONLAYS
SERVICES

COPAYMENT

AMOUNT

02610 | Inlay - porcelain/ceramic - one surface No Charge;
$1-$650

02620 Inlay - porcelain/ceramic - two No Charge;
surfaces $1-$630

02630 Inlay - porcelain/ceramic - three No Charge;
or more surfaces $1-$700

02642 | Onlay porcelain/ceramic - two surfaces No Charge;
$1-$670

02643 Onlay porcelain/ceramic - three sur- No Charge;
faces $1-$800

02644 | Onlay porcelain/ceramic - four or more No Charge;
surfaces $1-$750

02650 Inlay - resin - one surface No Charge;
$1-$400

02651 Inlay - resin - two surfaces No Charge;
$1-$500

02652 Inlay - resin - three or more surfaces No Charge;
$1-$500

02662 Onlay - resin - two surfaces No Charge;
$1-$450

02663 Onlay - resin - three surfaces No Charge;
$1-$500

02664 Onlay - resin - four or more surfaces No Charge;
$1-$550

02710 Crown - resin No Charge;
$1-$350

02712 | Crown - 3/4 resin-based composite (indi- No Charge;
rect) $1-$350

02720 | Crown - resin fused to high noble metal No Charge;
$1-$800

02721 Crown - resin fused to predominantly No Charge;
base metal $1-$750

02722 Crown - resin fused to noble metal No Charge;
$1-$750

02740 Crown - porcelain/ceramic substrate No Charge;
$1-$800
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ADA CROWNS, INLAYS/ONLAYS COPAYMENT

CODE SERVICES AMOUNT

02750 Crown - porcelain fused to high noble No Charge;
metal $1-$800

02751 Crown - porcelain fused to predomi- No Charge;
nantly base metal $1-$700

02752 Crown - porcelain fused to noble No Charge;
metal $1-$750

02780 Crown - 3/4 cast high noble metal No Charge;
$1-$750

02781 Crown - 3/4 cast predominantly base No Charge;
metal $1-$700

02782 Crown - 3/4 cast noble metal No Charge;
$1-$750

02783 Crown - 3/4 porcelain/ceramic No Charge;
$1-$750

02790 Crown - full cast high noble metal No Charge;
$1-$750

02791 Crown - full cast predominantly base No Charge;
metal $1-$700

02792 Crown - full cast noble metal No Charge;
$1-$700

02794 Crown - titanium No Charge;
$1-$750

02799 Provisional crown No Charge;
$1-$350

02910 | Recement inlay, onlay or partial cover- No Charge;
age restoration [(See Limitations)] $1-$80

02915 Recement - cast or prefabricated post No Charge;
and core [(See Limitations)] $1-$80

02920 Recement crown [(See Limitations)] No Charge;
$1-$80

02950 Core build-up, including any pins No Charge;
$1-$200

02952 [ Cast post and core, in addition to crown No Charge;
$1-$350

02953 Each additional cast post (same tooth) No Charge;
$1-$200
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ADA CROWNS, INLAYS/ONLAYS COPAYMENT
CODE SERVICES AMOUNT
02954 | Prefabricated post and core, in addition No Charge;
to crown $1-$250
02957 Each additional prefabricated post No Charge;
(same tooth) $1-$150
02980 Crown repair by report No Charge;
$1-$130
ADA | PROSTHODONTIC SERVICES | COPAYMENT
CODE AMOUNT
05110 Complete denture - maxillary No Charge;
$1-$1150
05120 Complete denture - mandibular No Charge;
$1-$1150
05130 Immediate denture - maxillary No Charge;
$1-$1200
05140 Immediate denture - mandibular No Charge;
$1-$1200
05211 Maxillary partial denture - resin base No Charge;
(clasp/rests) $1-$900
05212 | Mandibular partial denture - resin base No Charge;
(clasp/rests) $1-$1050
05213 | Maxillary partial denture - metal frame No Charge;
with resin base $1-$1200
05214 Mandibular partial denture - metal No Charge;
frame with resin base $1-$1200
05225 | Maxillary partial denture - flexible base No Charge;
(clasp/rests) $1-$1100
05226 Mandibular partial denture - flexible No Charge;
base (clasp/rests) $1-$1200
05281 Removable unilateral partial denture - No Charge;
one piece metal (with resin base) $1-$700
05410 Adjust complete denture - maxillary No Charge;
$1-$70
05411 Adjust complete denture - mandibular No Charge;
$1-$70
Page 232 Agency Exhibits Spec CBO 2019-0City of Chicago Page 231
GB-17 HCSC 28




PROSTHODONTIC SERVICES

COPAYMENT

AMOUNT

05421 Adjust partial denture - maxillary No Charge;
$1-$70

05422 Adjust partial denture - mandibular No Charge;
$1-$70

05510 Repair broken complete denture base No Charge;
$1-$130

05520 Replace missing/broken teeth - com- No Charge;
plete denture - per tooth $1-$120

05610 Repair resin denture base No Charge;
$1-$150

05620 | Repair cast framework, partial denture No Charge;
$1-$150

05630 [ Repair or replace broken clasp, partial No Charge;
denture $1-$180

05640 | Replace broken teeth - partial denture - No Charge;
per tooth $1-$130

05650 Add tooth to existing partial denture No Charge;
$1-$160

05660 Add clasp to existing partial denture No Charge;
$1-$200

05670 [ Replace all teeth and acrylic cast metal No Charge;
framework - maxillary $1-$430

05671 | Replace all teeth and acrylic cast metal No Charge;
framework - mandibular $1-%430

05710 Rebase complete maxillary denture No Charge;
$1-$450

05711 Rebase complete mandibular denture No Charge;
$1-$450

05720 Rebase partial denture - maxillary No Charge;
$1-$450

05721 Rebase partial denture - mandibular No Charge;
$1-$450

05730 Reline complete denture - maxillary No Charge;
(chairside) $1-$250

05731 Reline complete denture - mandibular No Charge;
(chairside) $1-$250
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ADA

CODE

PROSTHODONTIC SERVICES

COPAYMENT

AMOUNT

05740 Reline partial denture - maxillary No Charge;
(chairside) $1-$230

05741 Reline partial denture - mandibular No Charge;
(chairside) $1-$230

05750 Reline complete denture - maxillary No Charge;
(laboratory) $1-$350

05751 Reline complete denture - mandibular No Charge;
(laboratory) $1-$350

05760 | Reline partial denture - maxillary (labo- No Charge;
ratory) $1-$330

05761 Reline partial denture - mandibular No Charge;
(laboratory) $1-$330

05860 Overdenture - complete No Charge;
$1-$1150

SEE
LIMITATIONS

05861 Overdenture - partial No Charge;

$1-$1200
SEE
LIMITATIONS

06205 | Pontic - indirect resin based composite No Charge;
$1-$350

06210 Pontic - cast high noble metal No Charge;
$1-$700

06211 | Pontic - cast predominantly base metal No Charge;
$1-$650

06212 Pontic - cast noble metal No Charge;
$1-$700

06214 Pontic - titanium No Charge;
$1-$700

06240 Pontic - porcelain fused to high noble No Charge;
metal $1-$700

06241 | Pontic - porcelain fused to predominant- No Charge;
ly base metal $1-$650

06242 | Pontic - porcelain fused to noble metal No Charge;
$1-$700
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ADA

CODE

PROSTHODONTIC SERVICES

COPAYMENT

AMOUNT

06245 Pontic - porcelain/ceramic No Charge;
$1-$750

06250 | Pontic - resin fused to high noble metal No Charge;
$1-$700

06251 Pontic - resin fused to predominantly No Charge;
base metal $1-$650

06252 Pontic - resin fused to noble metal No Charge;
$1-$650

06253 Provisional Pontic No Charge;
$1-$300

06545 Retainer - cast metal - resin bonded No Charge;
fixed prosthesis $1-$300

06548 Retainer - porcelain/ceramic - resin No Charge;
bonded fixed prosthesis $1-%350

06600 [ Inlay - porcelain/ceramic - two surfaces No Charge;
$1-$600

06601 Inlay - porcelain/ceramic - three or No Charge;
more surfaces $1-$650

06602 | Inlay - cast high noble metal - two sur- No Charge;
faces $1-$600

06603 | Inlay - cast high noble metal - three or No Charge;
more surfaces $1-$700

06604 | Inlay - cast fused to predominantly base No Charge;
metal - two surfaces $1-$600

06605 | Inlay - cast fused to predominantly base No Charge;
metal - three or more surfaces $1-%630

06606 Inlay - cast noble metal - two surfaces No Charge;
$1-$600

06607 | Inlay - cast noble metal - three or more No Charge;
surfaces $1-$650

06608 Onlay - porcelain/ceramic - two sur- No Charge;
faces $1-$630

06609 Onlay - porcelain/ceramic - three or No Charge;
more surfaces $1-$650

06610 [ Onlay - cast high noble metal - two sur- No Charge;
faces $1-$650
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PROSTHODONTIC SERVICES

COPAYMENT

AMOUNT

06611 | Onlay - cast high noble metal - three or No Charge;
more surfaces $1-$750

06612 Onlay - cast fused to predominantly No Charge;
base metal - two surfaces $1-$650

06613 Onlay - cast fused to predominantly No Charge;
base metal - three or more surfaces $1-$700

06614 | Onlay - cast noble metal - two surfaces No Charge;
$1-$650

06615 | Onlay - cast noble metal - three or more No Charge;
surfaces $1-$670

06624 Inlay - titanium No Charge;
$1-$700

06634 Onlay - titanium No Charge;
$1-$750

06710 | Crown - indirect resin based composite No Charge;
$1-$350

06720 | Crown - resin fused to high noble metal No Charge;
$1-$750

06721 Crown - resin fused to predominantly No Charge;
base metal $1-$700

06722 Crown - resin fused to noble metal No Charge;
$1-$730

06740 Crown - porcelain/ceramic No Charge;
$1-$800

06750 Crown - porcelain fused to high noble No Charge;
metal $1-$800

06751 Crown - porcelain fused to predomi- No Charge;
nantly base metal $1-$750

06752 Crown - porcelain fused to noble No Charge;
metal $1-$750

06780 Crown - 3/4 cast high noble metal No Charge;
$1-$730

06781 | Crown - 3/4 cast fused to predominantly No Charge;
base metal $1-$730

06782 Crown - 3/4 cast fused to noble metal No Charge;
$1-$700
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ADA

CODE

PROSTHODONTIC SERVICES

COPAYMENT

AMOUNT

06783 Crown - 3/4 porcelain/ceramic No Charge;
$1-$750

06790 Crown - full cast high noble metal No Charge;
$1-$730

06791 Crown - full cast predominantly base No Charge;
metal $1-$700

06792 Crown - full cast noble metal No Charge;
$1-$730

06793 Crown - provisional No Charge;
$1-$350

06794 Crown - titanium No Charge;
$1-$800

06930 Recement fixed partial denture [(See No Charge;
Limitations)] $1-$100

06970 Cast post and core/addition to bridge No Charge;
retainer $1-$300

06971 Cast post as part of bridge retainer No Charge;
$1-$250

06972 | Prefabricated post and core in addition No Charge;
to bridge retainer $1-$230

06973 | Core build up for retainer, including any No Charge;
pins $1-$180

06976 | Each additional cast post - same tooth No Charge;
$1-$120

06977 Each additional prefabricated post - No Charge;
same tooth $1-$150

06980 Fixed partial denture repair by report No Charge;
$1-$120

06985 Fixed partial denture - pediatric No Charge;
$1-$350

09942 Repair and/or reline of occlusal guard No Charge;
$1-$200
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ORTHODONTICS COPAYMENT
AMOUNT

Dependent Orthodontics

Orthodontic benefits for a dependent $1,800
child Full Course of Treatment

Orthodontic benefits for the treatment to correct malocclusions are lim-
ited to one Phase II Course of Treatment and Retention. Benefits in-
clude consultation, office records, comprehensive full banding and/or

bonding of the dentition, the initial retention appliances and office visits
for retention. The benefit period for treatment and retention will not

exceed 24 months and will begin with the initial banding and/or bond-
ing of the particular case as reported by the participating dentist. Should
your coverage terminate during a course of orthodontic treatment, the
balance of payments would be your responsibility.
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SPECIAL LIMITATIONS

Your dental benefits under this Certificate will be subject to the special condi-
tions and limitations stated below.

Prosthodontics (Prosthetic appliances such as bridges, partial and full dentures)

A prosthetic appliance will be provided only once in every 4-year period. How-
ever, your existing appliance must be unserviceable or not functional (as
determined by your dentist). The 4-year period will begin on the date on which
the existing appliance was last supplied. The term “existing” means an ap-
pliance that was in place on and before the 4-year period begins.

The following appliances will be covered as indicated below:

1.

Fixed versus Removable Appliance. If there are multiple spaces in the
same arch, benefits will be provided for a removable appliance. If one or
more missing teeth in the same arch can be replaced using a maximum of
4 units (a combination of retainers and pontics), benefits will be provided
for a fixed bridge. If more than 4 units are required, benefits will be pro-
vided for a removable appliance.

Recementation. Recementation of inlays, crowns, bridges and Maryland
bridges initially placed by your Dental Center will not be charged to you
(within the first 12 (twelve) months). Recementation of pre-existing in-
lays, crowns, bridges and Maryland bridges not placed by your Dental
Center will be provided according to the actual fee-for-service normally
charged.

Partial Dentures. Benefits for a removable appliance will be provided if a
satisfactory result can be achieved by a standard cast chrome and/or acryl-
ic partial denture, but if you and your dentist select a more personal
appliance or one involving special techniques, benefits under this Certifi-
cate will be limited to the benefits appropriate to those procedures
necessary to eliminate oral disease and restore missing teeth. The balance
of the cost will be your responsibility.

Complete Dentures. If a satisfactory result can be achieved by using stan-
dard procedures and materials, but you and your dentist select a more
personal appliance or one which may involve a special technique, benefits
under this Certificate will be limited to those procedures necessary to
eliminate oral disease and restore missing teeth. The balance of your cost
will be your responsibility.

Overdenture. If an overdenture is the treatment you choose, benefits will
be provided to the limits of a standard denture. All other related services or
procedures will not be covered.

Temporary Full or Partial Dentures. If you decide to have a temporary
appliance instead of the conventional prosthesis, your copayment will be
the same as that applicable to the conventional prosthesis (and you will
have used the benefit available for the 4-year period).
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7. Prosthetic Appliances. Crowns, bridges, partial and complete dentures
placed over an implant are covered at the standard benefit level and copay-
ment listed.

Crowns, Inlays/Onlays (Silver or tooth colored fillings, inlays, porcelain, metal,
or porcelain to metal crowns)

1. Inlays, porcelain, metals, or porcelain to metal crowns. If a tooth can be
restored with amalgam or composite resins, these materials will be used to
restore the tooth. The judgment will be up to the dentist providing the ser-
vice.

2. Restorations for abrasion, erosion and attrition will be covered only when
a clinical recommendation has been made by your dentist.

3. Crowns, bridges, partial and complete dentures placed over an implant are
covered at the standard benefit level and copayment listed.

Mouth Rehabilitation

If you and your dentist agree to select a course of mouth rehabilitation, your
benefits under this Certificate will be limited to covering only those procedures
necessary to eliminate oral disease and replace missing teeth. The balance of the
cost of your treatment, including costs to increase vertical dimension or restore
the occlusion, will be your responsibility.

Referrals to Specialists
Benefits, excluding emergency care, will be provided for services received

from a specialist only when the referral has been made by your primary dent-
ist.
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EXCLUSIONS

The following treatments, procedures or costs are not covered under this Certifi-

cate.

General Exclusions

1.
2.

Services not specifically mentioned in this Certificate.

Procedures which were begun but not completed prior to coverage under
this Certificate, except for Orthodontics.

3. Dental treatment for cosmetic purposes.

4. Dental service performed in a hospital, including any related hospital fee,

unless you have received written authorization.

Procedures deemed experimental by prevailing dental standards.

6. Treatment of congenital malformation, including but not limited to cleft

palate, anodontia, mandibular prognathism and enamel hypoplasia in the
absence of dental carries.

Treatment which, in the professional judgment of the attending dentist,
will not produce a satisfactory result.

8. Major restorative work caused by orthodontic treatment.

9. Dental implants, transplants or augmentation and any diagnostic or defini-

10.

11.

12.

13.
14.

15.

16.

tive treatment related to implants, transplants or augmentations.

Accidental injury, except as provided under palliative emergency treat-
ment.

The cost of services received from physicians, dentists, oral surgeons or
dental offices outside of your selected Dental Center, unless you have re-
ceived written authorization from your Dental Center (or as indicated
under the Emergency Treatment provisions of this Certificate).

Treatment for any condition to the extent to which benefits are recovered
or found to be recoverable, whether by adjudication or settlement under
any Workers Compensation, Occupational Disease or other law, even
though you or your dependents fail to claim the right to such benefits.

Diagnostic procedures related to non-covered services.

Treatment for any disease, condition, or injuries received as a result of
war, declared or undeclared, or if caused by atomic explosion, whether or
not the result of war.

Treatment obtained from, or which payment is made by, any federal, state,
county, municipal, or other governmental agency, including any foreign
government.

Temporomandibular joint (TMJ) disorders or dysfunctions and related ser-
vices.
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17. General anesthesia and IV sedation without documented medical neces-
sity. Allergy to local anesthesia must be documented by a licensed
physician following testing procedures. If you decide to have general anes-
thesia or IV sedation without obtaining medical documentation and this
requires a referral to a dental office not affiliated with the Network, or a
referral to a dental office affiliated with the Network but not responsible
for providing the covered services specified in the Schedule of Dental Ser-
vices, benefits will not be provided for these services.

Orthodontic Exclusions
1. Retreatment of a prior orthodontic cases.

2. Patients with severe medical disabilities which may prevent satisfactory
orthodontic results.

3. Any charge made by an orthodontist for the cost of replacement and/or re-
pair of an appliance furnished to the patient which was lost or broken
through no fault of the orthodontist.

4. Orthognathic surgery.

5. Removal of asymptomatic erupted teeth associated with Orthodontics (un-
less you have received written authorization). This exclusion does not
apply to the removal of third molars.
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COORDINATION OF BENEFITS

If you should receive payment under another group policy, certificate or agree-
ment providing the same kind of dental benefits that this Certificate provides,
Blue Cross and Blue Shield or your Dental Center shall have the right to recover
such payments from you, to the extent such recovery is consistent with the prior-
ity of benefit applications indicated in this section.

When the total value of benefits or services you are entitled to under this Certifi-
cate and under any other group contract exceeds your actual expense (including
the premiums), Blue Cross and Blue Shield or your Dental Center reserves the
right to reduce the total benefits and services provided under this Certificate so
that the benefits will not exceed the total expense for the covered services re-
ceived.

If any other group contract contains provisions establishing similar rules as
those stated below, then the benefits under this Certificate and the other group
contract will be determined by applying the following rules:

1. The benefits of the group contract which covers the person with the claim
as an Insured rather than as a dependent will be determined before the
benefits of the group contract which covers that person as a dependent.

2. The benefits of the group contract which covers a dependent as the Rela
tive (that is, a person who is entitled to benefits under this Certificate
because of a connection or relationship to the Insured) of a person whose
date of birth (but not year of birth) occurs earlier in a calendar year will be
determined before the benefits under any other group contract which cov-
ers that dependent as a Relative of a person whose date of birth (but not
year of birth) occurs later in the calendar year. If the dependent’s Relatives
have the same date of birth (but not year of birth), the benefits under the
group contract covering the dependent as a Relative of the person whose
group policy has been in effect for the longer period of time will be deter-
mined first - except that if the claim is for a dependent child, the following
rules will apply:

() when the parents are separated or divorced and the parent with cus-
tody of the child has not remarried, the benefits of the group
contract which covers the child as a dependent of the parent with
custody of the child will be determined before the benefits of the
group contract which covers the child as a dependent of the parent
without custody.

(i) when the parents are divorced and the parent with custody of the
child has remarried, the benefits of the group contract which covers
the child as a dependent of the parent with custody will be deter-
mined before the benefits of the group contract which covers that
child as a dependent of the stepparent and the benefits of the group
contract which covers the child as a dependent of the stepparent
will be determined before the benefits of a plan which covers that
child as a dependent of the parent without custody.
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Despite the provisions stated above, if there is a court decree which esta-
blishes financial responsibility for the dental care expenses of the child,
the benefits of the group contract which covers the child as a dependent of
the parent with such financial responsibility will be determined before the
benefits of the group contract which covers the child as a dependent child.

3. When the rules stated above do not establish an order of benefit determina-
tion, the benefits of the group contract which has been in effect for the
longer period of time will decide, provided that:

(i) the benefits of the group contract covering the person with the
claim as a laid-off or retired employee or as the dependent of a laid-
off or retired employee will be determined after the benefits of the
group contract covering such person as an employee who is not laid
off or retired; and

(ii) if any group contract does not have a provision regarding laid-off
or retired employees and the group contract determines its benefits
after this contract, then the provisions of (i) above will not apply.

If the other group contract does not contain provisions establishing the same
rules as set forth in this section, then the benefits under the other group contract
will be determined before the benefits under this Certificate.
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CONTINUATION OF COVERAGE
AFTER TERMINATION
(Illinois State Law)

The purpose of this section of your Certificate is to explain the options available
for continuing your coverage after termination, as it relates to Illinois state leg-
islation. The provisions which apply to you will depend upon your status at the
time of termination. The provisions described in Article A will apply if you are
the former spouse of or former party to a Civil Union with the Insured who has
died or from whom you have been divorced or from whom your Civil Union has
been dissolved. The provisions described in Article B will apply if you are the
dependent child of the Insured who has died or if you have reached the limiting
age under this Certificate and not eligible to continue coverage as provided in
Atrticle A.

Your continued coverage under this Certificate will be provided only as speci-
fied below. Therefore, after you have determined which Article applies to you,
please read the provisions very carefully.

ARTICLE A: Continuation of Coverage if you are the former spouse
of the Insured or spouse of a retired Insured

If the coverage of the spouse of the Insured should terminate because of the
death of the Insured, a divorce from the Insured, dissolution of a Civil Union
from the Insured, or the retirement of an Insured, the former spouse or retired
Insured’s spouse if at least 55 years of age will be entitled to continue the cover-
age provided under this Certificate for himself/herself and his/her eligible
dependents (if Family coverage is in effect at the time of termination). However,
this continuation of coverage option is subject to the following conditions:

1. Continuation will be available to you as the former spouse of an Insured or
spouse of a retired Insured only if you provide the employer of the Insured
with written notice of the dissolution of marriage, or Civil Union, the death
or retirement of the Insured within 30 days of such event.

2. Within 15 days of receipt of such notice, the employer of the Insured will
give written notice to Blue Cross and Blue Shield of the dissolution of your
marriage to or Civil Union with the Insured, the death of the Insured or the
retirement of the Insured as well as notice of your address. Such notice will
include the Group Number and the Insured’s identification number under
this Certificate. Within 30 days of receipt of notice from the employer of
the Insured, Blue Cross and Blue Shield will advise you at your residence,
by certified mail, return receipt requested, that your coverage under this
Certificate may be continued. Blue Cross and Blue Shield’s notice to you
will include the following:

a. a form for election to continue coverage under this Certificate.

b. notice of the amount of monthly charges to be paid by you for such
continuation of coverage and the method and place of payment.
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c. instructions for returning the election form by certified mail, return
receipt requested, within 30 days after the date of mailing receipt of
such instruction by Blue Cross and Blue Shield.

3. In the event you fail to provide written notice to Blue Cross and Blue
Shield within the 30 days specified above, benefits will terminate for you
on the date coverage would normally terminate for a former spouse or
spouse of a retired Insured under this Certificate as a result of the dissolu-
tion of marriage or Civil Union, the death or the retirement of the Insured.
Your right to continuation of coverage will then be forfeited.

4. If Blue Cross and Blue Shield fails to notify you as specified above, all
charges shall be waived from the date such notice was required until the
date such notice is sent and benefits shall continue under the terms of this
Certificate from the date such notice is sent, except where the benefits in
existence at the time of Blue Cross and Blue Shield’s notice was to be sent
are terminated as to all Insureds under this Certificate.

5. If you have not reached age 55 at the time your continued coverage begins,
the monthly charge will be computed as follows:

a. an amount, if any, that would be charged to you if you were an In-
sured, with Individual or Family Coverage, as the case may be, plus

b. an amount, if any, that the employer would contribute toward the
charge if you were the Insured under this Certificate.

Failure to pay the initial monthly charge within 30 days after receipt of
notice from Blue Cross and Blue Shield as required in this Article will ter-
minate your continuation benefits and the right to continuation of
coverage.

6. If you have reached age 55 at the time your continued coverage begins, the
monthly charge will be computed for the first 2 years as described above.
Beginning with the third year of continued coverage, an additional charge,
not to exceed 20% of the total amounts specified in (5) above will be
charged for the costs of administration.

7. Termination of Continuation of Coverage:

If you have not reached age 55 at the time your continued coverage begins,
your continuation of coverage shall end on the first to occur of the follow-
ing:

a. if you fail to make any payment of charges when due (including any
grace period specified in the Group Policy).

b. on the date coverage would otherwise terminate under this Certifi-
cate if you were still married to or in a Civil Union with the Insured;
however, your coverage shall not be modified or terminated during
the first 120 consecutive days following the Insured’s death or entry
of judgment dissolving the marriage or Civil Union existing between
you and the Insured, except in the event this entire Certificate is mo-
dified or terminated.
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c. the date on which you remarry or enter another Civil Union.

d. the date on which you become an insured employee under any other
group health plan.

e. the expiration of 2 years from the date your continued coverage under
this Certificate began.

8. If you have reached age 55 at the time your continued coverage begins,
your continuation of coverage shall end on the first to occur of the follow-
ing:

a. if you fail to make any payment of charges when due (including any
grace period specified in the Group Policy).

b. on the date coverage would otherwise terminate, except due to the
retirement of the Insured, under this Certificate if you were still mar-
ried to or in a Civil Union with the Insured; however, your coverage
shall not be modified or terminated during the first 120 consecutive
days following the Insured’s death, retirement or entry of judgment
dissolving the marriage or Civil Union existing between you and the
Insured, except in the event this entire Certificate is modified or ter-
minated.

c. the date on which you remarry or enter another Civil Union.

d. the date on which you become an insured employee under any other
group health plan.

e. the date upon which you reach the qualifying age or otherwise estab-
lish eligibility under Medicare.

9. If you exercise the right to continuation of coverage under this Certificate
you shall not be required to pay charges greater than those applicable to
any other Insured covered under this Certificate, except as specifically
stated in these provisions.

10. If this entire Certificate is cancelled and another insurance company con-
tracts to provide group health insurance at the time your continuation of
coverage is in effect, the new insurer must offer continuation of coverage
to you under the same terms and conditions described in this Certificate.

ARTICLE B: Continuation of Coverage if you are the dependent
child of the Insured

If the coverage of a dependent child should terminate because of the death of the
Insured and the dependent child is not eligible to continue coverage under AR-
TICLE A or the dependent child has reached the limiting age under this
Certificate, the dependent child will be entitled to continue the coverage pro-
vided under this Certificate for himself/herself. However, this continuation of
coverage option is subject to the following conditions:

1. Continuation will be available to you as the dependent child of an Insured
only if you, or a responsible adult acting on your behalf as the dependent
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child, provide the employer of the Insured with written notice of the death
of the Insured within 30 days of the date the coverage terminates.

2. If continuation of coverage is desired because you have reached the limit-
ing age under this Certificate, you must provide the employer of the
Insured with written notice of the attainment of the limiting age within 30
days of the date the coverage terminates.

3. Within 15 days of receipt of such notice, the employer of the Insured will
give written notice to Blue Cross and Blue Shield of the death of the In-
sured or of the dependent child reaching the limiting age, as well as notice
of the dependent child’s address. Such notice will include the Group num-
ber and the Insured’s identification number under this Certificate. Within
30 days of receipt of notice from the employer of the Insured, Blue Cross
and Blue Shield will advise you at your residence, by certified mail, return
receipt requested, that your coverage under this Certificate may be contin-
ued. Blue Cross and Blue Shield’s notice to you will include the following:

a. a form for election to continue coverage under this Certificate.

b. notice of the amount of monthly charges to be paid by you for such
continuation of coverage and the method and place of payment.

c. instructions for returning the election form within 30 days after the
date it is received from Blue Cross and Blue Shield.

4. In the event you, or the responsible adult acting on your behalf as the de-
pendent child, fail to provide written notice to Blue Cross and Blue Shield
within the 30 days specified above, benefits will terminate for you on the
date coverage would normally terminate for a dependent child of an In-
sured under this Certificate as a result of the death of the Insured or the
dependent child attaining the limiting age. Your right to continuation of
coverage will then be forfeited.

5. If Blue Cross and Blue Shield fails to notify you as specified above, all
charges shall be waived from the date such notice was required until the
date such notice is sent and benefits shall continue under the terms of this
Certificate from the date such notice is sent, except where the benefits in
existence at the time of Blue Cross and Blue Shield’s notice was to be sent
are terminated as to all Insureds under this Certificate.

6. The monthly charge will be computed as follows:

a. an amount, if any, that would be charged to you if you were an In-
sured, plus

b. an amount, if any, that the employer would contribute toward the
charge if you were the Insured under this Certificate.

Failure to pay the initial monthly charge within 30 days after receipt of
notice from Blue Cross and Blue Shield as required in this Article will ter-
minate your continuation benefits and the right to continuation of
coverage.
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7. Continuation of Coverage shall end on the first to occur of the following:

a. if you fail to make any payment of charges when due (including any
grace period specified in the Group Policy).

b. on the date coverage would otherwise terminate under this Certifi-
cate if you were still an eligible dependent child of the Insured.

c. the date on which you become an insured employee, after the date of
election, under any other group health plan.

d. the expiration of 2 years from the date your continued coverage under
this Certificate began.

8. If you exercise the right to continuation of coverage under this Certificate,
you shall not be required to pay charges greater than those applicable to
any other Insured covered under this Certificate, except as specifically
stated in these provisions.

9. Upon termination of your continuation of coverage, you may exercise the
privilege to become a member of Blue Cross and Blue Shield on a “direct
pay’’ basis as specified in the Conversion Privilege of the ELIGIBILITY
SECTION of this Certificate.

10. If this entire Certificate is cancelled and another insurance company con-
tracts to provide group health insurance at the time your continuation of
coverage is in effect, the new insurer must offer continuation of coverage
to you under the same terms and conditions described in this Certificate.

CONTINUATION OF COVERAGE FOR PARTIES TO A CIVIL UNION

The purpose of this provision of your Certificate is to explain the options avail-
able for temporarily continuing your coverage after termination if you are
covered under this Certificate as the party to a Civil Union with the Insured or as
the dependent child of a party to a Civil Union. Your continued coverage under
this Certificate will be provided only as specified below. Please read the provi-
sions very carefully.

Continuation of Coverage

If you are a dependent who is a party to a Civil Union or their child and you lose
coverage under this Certificate, the options available to a spouse or to a depen-
dent child are described in the CONTINUATION OF COVERAGE AFTER
TERMINATION (Illinois State Laws) provision of this Certificate.

In addition to the events listed in the CONTINUATION OF COVERAGE AF-
TER TERMINATION (Illinois State Laws) provision, if applicable,
continuation of coverage is available to you and your dependent children in the
event you lose coverage because your Civil Union partnership with the Eligible
Person terminates. Your Civil Union will terminate if your partnership no longer
meets the criteria described in the definition of “Civil Union” in the DEFINI-
TIONS section of this Certificate. You are entitled to continue coverage for the
same period of time as a spouse or child who loses coverage due to divorce.
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CONTINUATION COVERAGE RIGHTS UNDER
COBRA

This CONTINUATION COVERAGE RIGHTS UNDER COBRA provision
does not apply to your dependent who is a party to a Civil Union and their
children, or to your Domestic Partner and their children.

NOTE: Certain employers may not be affected by CONTINUATION OF COV-
ERAGE AFTER TERMINATION (COBRA). See your employer or Plan
Administrator should you have any questions about COBRA.

Introduction

You are receiving this notice because you have recently become covered under
your employer’s group health plan (the Plan). This notice contains important
information about your right to COBRA continuation coverage, which is a tem-
porary extension of coverage under the Plan. This notice generally explains
COBRA continuation coverage, when it may become available to you and
your family, and what you need to do to protect the right to receive it.

The right to COBRA continuation coverage was created by a federal law, the
Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA). COBRA
continuation coverage can become available to you when you would otherwise
lose your group health coverage. It can also become available to other members
of your family who are covered under the Plan when they would otherwise lose
their group health coverage.

For additional information about your rights and obligations under the Plan and
under federal law, you should review the Plan’s Summary Plan Description or
contact the Plan Administrator.

What Is COBRA Continuation Coverage

COBRA continuation coverage is a continuation of Plan coverage when cover-
age would otherwise end because of a life event known as a “qualifying event.”
Specific qualifying events are listed later in this notice. After a qualifying event,
COBRA continuation coverage must be offered to each person who is a “quali-
fied beneficiary.” You, your spouse, and your dependent children could become
qualified beneficiaries if coverage under the Plan is lost because of the qualify-
ing event. Under the Plan, qualified beneficiaries who elect COBRA
continuation coverage must pay for COBRA continuation coverage.

If you are an employee, you will become a qualified beneficiary if you lose your
coverage under the Plan because either one of the following qualifying events
happens:

¢ Your hours of employment are reduced; or

* Your employment ends for any reason other than your gross misconduct.
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If you are the spouse of an employee, you will become a qualified beneficiary if
you lose your coverage under the Plan because any of the following qualifying
events happens:

* Your spouse dies;
* Your spouse’s hours of employment are reduced;

* Your spouse’s employment ends for any reason other than his or her gross
misconduct;

* Your spouse becomes enrolled in Medicare benefits (under Part A, Part B,
or both); or

* You become divorced or legally separated from your spouse.

Your dependent children will become qualified beneficiaries if they lose cover-
age under the Plan because any of the following qualifying events happen:

e The parent-employee dies;
e The parent-employee’s hours of employment are reduced;

e The parent-employee’s employment ends for any reason other than his or
her gross misconduct;

e The parent-employee becomes enrolled in Medicare benefits (under Part
A, Part B, or both);

e The parents become divorced or legally separated; or

* The child stops being eligible for coverage under the Plan as a “dependent
child.”

If the Plan provides health care coverage to retired employees, the following
applies: Sometimes, filing a proceeding in bankruptcy under title 11 of the
United States Code can be a qualifying event. If a proceeding in bankruptcy is
filed with respect to your employer, and that bankruptcy results in the loss of
coverage of any retired employee covered under the Plan, the retired employee
will become a qualified beneficiary with respect to the bankruptcy. The retired
employee’s spouse, surviving spouse, and dependent children will also become
qualified beneficiaries if bankruptcy results in the loss of their coverage under
the Plan.

When Is COBRA Coverage Available?

The Plan will offer COBRA continuation coverage to qualified beneficiaries
only after the Plan Administrator has been notified that a qualifying event has
occurred. When the qualifying event is the end of employment or reduction of
hours of employment, death of the employee, in the event of retired employee
health coverage, commencement of a proceeding in bankruptcy with respect to
the employer, or the employee’s becoming entitled to Medicare benefits (under
Part A, Part B, or both), the employer must notify the Plan Administrator of the
qualifying event.
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You Must Give Notice of Some Qualifying Events

For the other qualifying events (divorce or legal separation of the employee and
spouse or a dependent child’s losing eligibility for coverage as a dependent
child), you must notify the Plan Administrator within 60 days after the qualify-
ing event occurs. Contact your employer and/or COBRA Administrator for
procedures for this notice, including a description of any required information
or documentation.

How Is COBRA Coverage Provided?

Once the Plan Administrator receives notice that a qualifying event has oc-
curred, COBRA continuation coverage will be offered to each of the qualified
beneficiaries. Each qualified beneficiary will have an independent right to elect
COBRA continuation coverage. Covered employees may elect COBRA contin-
uation coverage on behalf of their spouses, and parents may elect COBRA
continuation coverage on behalf of their children.

COBRA continuation coverage is a temporary continuation of coverage. When
the qualifying event is the death of the employee, the employee’s becoming en-
titled to Medicare benefits (under Part A, Part B, or both), your divorce or legal
separation, or a dependent child’s losing eligibility as a dependent child, CO-
BRA continuation coverage lasts for up to 36 months.

When the qualifying event is the end of employment or reduction of the em-
ployee’s hours of employment, and the employee became entitled to Medicare
benefits less than 18 months before the qualifying event, COBRA continuation
coverage for qualified beneficiaries other than the employee lasts until 36
months after the date of Medicare entitlement. For example, if a covered em-
ployee becomes entitled to Medicare 8 months before the date on which his
employment terminates, COBRA continuation coverage for his spouse and chil-
dren can last up to 36 months after the date of Medicare entitlement, which is
equal to 28 months after the date of the qualifying event (36 months minus 8
months). Otherwise, when the qualifying event is the end of employment or re-
duction of the employee’s hours of employment, COBRA continuation
coverage generally lasts for only up to a total of 18 months. There are two ways
in which this 18-month period of COBRA continuation coverage can be ex-
tended.

Disability Extension Of 18-Month Period Of Continuation Coverage

If you or anyone in your family covered under the Plan is determined by the
Social Security Administration to be disabled and you notify the Plan Adminis-
trator in a timely fashion, you and your entire family may be entitled to receive
up to an additional 11 months of COBRA continuation coverage, for a total
maximum of 29 months. The disability would have to have started at some time
before the 60th day of COBRA continuation coverage and must last at least until
the end of the 18-month period of continuation coverage. Contact your employ-
er and/or the COBRA Administrator for procedures for this notice, including a
description of any required information or documentation.
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Second Qualifying Event Extension Of 18-Month Period Of Continuation
Coverage

If your family experiences another qualifying event while receiving 18 months
of COBRA continuation coverage, the spouse and dependent children in your
family can get up to 18 additional months of COBRA continuation coverage, for
a maximum of 36 months, if notice of the second qualifying event is properly
given to the Plan. This extension may be available to the spouse and dependent
children receiving continuation coverage if the employee or former employee
dies, becomes entitled to Medicare benefits (under Part A, Part B, or both), or
gets divorced or legally separated or if the dependent child stops being eligible
under the Plan as a dependent child, but only if the event would have caused the
spouse or dependent child to lose coverage under the Plan had the first qualify-
ing event not occurred.

If You Have Questions

Questions concerning your Plan or your COBRA continuation coverage rights,
should be addressed to your Plan Administrator. For more information about
your rights under ERISA, including COBRA, the Health Insurance Portability
and Accountability Act (HIPAA), and other laws affecting group health plans,
contact the nearest Regional or District Office of the U. S. Department of La-
bor’s Employee Benefits Security Administration (EBSA) in your area or visit
the EBSA website at www.dol.gov/ebsa. (Addresses and phone numbers of Re-
gional and District EBSA Offices are available through EBSA’s website.)

Keep Your Plan Informed Of Address Changes

In order to protect your family’s rights, you should keep the Plan Administrator
informed of any changes in the addresses of family members. You should also
keep a copy, for your records, of any notices you send to the Plan Administrator.

Plan Contact Information

Contact your employer for the name, address and telephone number of the party
responsible for administering your COBRA continuation coverage.

Page 253 Agency Exhibits Spec CBO 2019-0City of Chicago Page 252
GB-17 HCSC 49



GENERAL PROVISIONS

1. This Certificate, including any endorsement attached to it, is the entire
agreement between you and Blue Cross and Blue Shield. Your dental bene-
fits will be provided in accordance with the terms and conditions described
in this Certificate. No statement you make in your application shall void
this Certificate or be used in any legal proceedings unless your application,
or an exact copy of it, is attached to this Certificate.

2. No agent of Blue Cross and Blue Shield has authority to change this Certif-
icate or to waive any of its provisions. No change shall be valid unless it
has been approved by an officer of Blue Cross and Blue Shield and such
approval is endorsed and attached to this Certificate.

3. The Dental Center you select will be solely responsible for all dental ad-
vice and services performed or prescribed. Neither Blue Cross and Blue
Shield, its agents, nor any employer shall be liable for injuries, damages or
expenses resulting from negligence, malfeasance, nonfeasance or mal-
practice on the part of any officer or employee or agent of Blue Cross and
Blue Shield. Neither shall Blue Cross and Blue Shield be responsible for
such acts on the part of any person, organization or entity rendering ser-
vices to you or your family members under this Certificate. You agree and
acknowledge that Blue Cross and Blue Shield does not practice dentistry
or medicine. Dentists are not employees or agents of Blue Cross and Blue
Shield. The relationship between Blue Cross and Blue Shield and the den-
tists is that of purchaser and seller of dental services.

4. The dental services described in this Certificate are personal to you and
your family and are not assignable.

5. All Copayments and additional fees or charges specified in this Certificate
are due to the Dental Center. Neither Blue Cross and Blue Shield nor your
Group will have any liability for the collection of such fees or charges.

6. All dental services rendered to you must be performed at the Dental Center
you have selected. You may select a personal dentist from those on staff at
the Dental Center you have chosen. You have the right to transfer to anoth-
er Dental Center at any time. Changes submitted by the 20th of the month
will become effective the 1st of the following month.

7. Payments will not be made to you for any dental services described in this
Certificate unless such payment is for emergency treatment or reimburse-
ment for payments you made to a dentist or specialist after receiving
written authorization from Blue Cross and Blue Shield.
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What does the Plan pay?

The Plan will pay up to the following amounts for services
received at an out-of-network provider:

Service Maximum Allowance
Eye Examination $35

Single Vision Lens $35 per pair

Bifocal Lens $50 per pair

Trifocal Lens $60 per pair

Lenticular Lens $60 per pair

Contact Lens Up to $105 (per pair

or per total dispense)
Frames $50

At Visionworks family of store locations:
Frames $I110

What doesn’t the Plan cover?
EXCLUSIONS:
This program does not cover:

I. More than one eye examination, pair of lenses (with
frames) or pair of contact lenses for each covered person
during any 12 consecutive months.

2. Non-prescription sunglasses.
3. Safety eyeglasses.

4.Any loss or expense caused by, incurred for or resulting
from:

a. Medical or surgical treatment of eye disease or injury
b. Orthoptics, vision therapy or aniseikonia

5.Any charge incurred for a covered expense not
recommended or performed by a physician or legally-
licensed optometrist or optician.

6.Accidental injury or sickness arising out of, or in the
course of, any work for pay or profit, or for which you
or your dependent are entitled to benefits under any
Worker’s Compensation law, or any similar law.

7. Charges made for treatment paid for by any Federal
agency or by any state agency, or provided through a
hospital run by government agency (Federal, state or local)
unless you or your dependent legally must pay charges.
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Information about Laser Vision Correction
Services:

Davis Vision provides you and your eligible dependents
with the opportunity to receive discounted laser vision
correction, often referred to as LASIK. For more
information, visit www.davisvision.com.

Mail Order Contact Lenses:

Replacement contacts (after initial benefit) through www.
DavisVisionContacts.com mail-order service ensures easy,
convenient, purchasing online and quick, direct shipping to
your door. Log on to our member Website for details.

When will | receive my eyewear?

Your eyewear will be sent to your provider from the
laboratory generally within five business days. More
delivery time may be needed when out-of-stock frames,
ARC (anti-reflective coating), specialized prescriptions or
non “Collection” frames are selected.

May | use the benefit at different times?

If you wish, you may receive your eye examination,
eyeglasses or contact lenses at different time periods.You
may not split the benefit between a network and an out-
of-network provider. Remember, you are eligible for an eye
examination, frame and spectacle lenses or contact lenses
once every |2 months.

Coordination of benefits

The plan is designed to prevent payment of benefits

which exceed expenses. COB applies when you or a
dependent is eligible for benefits under any other vision
care policy.When other coverage exists, the plan pays
only the amount which provides 100% of reasonable and
customary expenses when it is added to the benefits
available from all other plans. COB applies whether or not
a claim is filed under the other plans.

Who should | contact with questions?

You may call Davis Vision at |-888-456-8758 with any
general questions about the plan or visit the web site
at www.davisvision.com. If you have comments or

concerns about the service received you may call or write
to:

Davis Vision

159 Express Street

Plainview, NY 11803

Attn: Quality Management Team

All correspondence will be researched and responded to
within 48 hours of receipt.

Your rights as a patient:

Davis Vision recognizes that all patients have specific
rights, including, but not limited to:

* The right to complete information about their
healthcare options and consequences.

* The right to participate in all treatment decisions.

* The right to dignity, privacy, confidentiality and non-
discrimination.

* The right to complain or appeal any decision.
Patients also have the responsibility:

* To provide complete and accurate information.
* To follow care instructions.

For a complete copy of your Rights and Responsibilities
as a Patient or to obtain a copy of Davis Vision’s Privacy
Practices Notice, please visit Davis Vision’s website
at:www.davisvision.com or call 1.800.999.5431.

SP02872 CHC/4FU 8/13/18

Vision Care
Plan Benefit
Description

Sponsored by, and administered on behalf of the
members and dependents of

City of Chicago
Plan A

For information prior to enrolling visit Davis Vision’s
website at: www.davisvision.com, select the member
option and enter client code 7683 or call 1.877.923.2847
(toll free).

Once enrolled, please visit Davis Vision’s website:
www.davisvision.com, or call 1.888.456.8758
with questions.
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City of Chicago - Plan A
Vision Care Plan

The Vision Care plan for all enrollees and their eligible
dependents provides two options for vision care services.
Davis Vision, the plan administrator, has established

a panel of network providers who provide vision
examinations at no charge, and if needed, eyeglasses or
contact lenses at fixed copayment schedules or in certain
instances, at no charge. Alternatively, you may go to an
out-of-network provider and be reimbursed up to the
amounts in the schedule of maximum allowances listed
later.You select the option you wish to use each time you
receive services.

Who is Davis Vision?

Davis Vision has been selected by the City to administer
its vision plan for all enrollees. Davis Vision, located

in New York, provides vision care services to over 35
million people across the United States. Because Davis
Vision operates its own laboratory network, they are able
to produce quality eyewear at reasonable costs. Davis
Vision has established a network of vision care providers
who meet stringent standards for examinations, testing
equipment and referrals for other health problems.

Who is eligible for coverage under the plan?

You are eligible for vision care benefits if you are enrolled
in the PPO or HMO medical plan sponsored by the City.

Your eligible dependents become eligible when you do or
when they are added to your coverage, whichever is later.

Coverage will terminate when your employment
terminates, or when required premiums are not paid.
Coverage for your dependents will terminate when they
reach the limiting age or when your coverage terminates.
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What services are included in the plan?

Covered enrollees and dependents can receive an

eye examination and one pair of eyeglass frames and
lenses (if required) every 12 months based on last date
of service. Contact lenses may be selected in lieu of
eyeglasses. There must be at least one full year between
examinations.

Using a network provider:

They are licensed providers who provide routine vision
examinations for no out of pocket cost. Each provider
will offer you an extensive selection of frames.When you
enter the provider’s office, you will notice a collection of
frames identified as the Davis Vision “Collection”. Fashion,
Designer, and Premier frames in “The Collection” are
available for no additional cost.

If you choose a frame outside of “The Collection” you
will receive a $50 credit, plus 20% discount on the
overage to go toward your purchase and will be required
to pay any additional costs. If you choose a frame at any
Visionworks family of store locations you will receive

a $110 credit, plus 20% discount on the overage to go
toward your purchase and will be required to pay any
additional costs.

Included at no additional cost are plastic or glass single
vision, bifocal or trifocal lenses, glass grey #3 prescription
lenses (fashion, sun or gradient tint), and post-cataract
lenses. Scratch resistant coating, ultraviolet coating,
photochromic lenses, blended invisible bifocals, and
oversize frames and lenses are also available for no
additional cost. If you select a frame from the provider’s
private collection there will be an additional charge.

Davis Vision offers a one year warranty against breakage
on eyeglasses if you use a network provider and select
Plan materials. If the frame or lenses break during normal
use, simply return them to the provider for repair at no

cost to you (excluding lost eyewear and scratched lenses).

If you use a network provider, you are also able to receive
a discount for additional purchases such as frames, lenses
and contact lenses for fixed, discounted charges (up to
20%) that are much less than the usual charges.

Obtaining services from a network provider:

When you or a covered family member need vision
services, call one of the network providers. Give the
employee’s Member Identification Number and the name
and date of birth of any dependent for whom you are
requesting service.The provider will obtain the necessary
authorization from Davis Vision. Claim forms are not
required. If you decide to utilize a different provider after
scheduling an appointment, please notify Davis Vision at
|-888-456-8758.

Are contact lenses included?

Contact lenses may be selected in lieu of eyeglasses. No
copayment applies toward Plan covered contact lenses
(standard, soft, daily-wear; disposable™* or planned
replacement™). A care kit for proper cleaning and
sterilization of your lenses will be provided as are all
visits necessary to obtain a proper fit.Visually required
contact lenses are covered in full with prior approval

at a network location. Replacement lenses and contact
lens insurance are not included in the plan. Once you
have selected contact lenses and the lenses are fitted,
they may not be exchanged for eyeglasses. If you select
contact lenses other than plan contact lenses, you will
receive a $105 credit, plus 15% discount on the overage
to go toward their purchase and be required to pay any
additional costs.A 5% discount is available for evaluation,
fitting and follow up care.

** Disposable contact lens wearers will receive eight multi-
packs of lenses. Planned replacement contact lens wearers
will receive four multi-packs of lenses.

What if | use an out-of-network provider?

If you obtain services from a provider who is not part of
the network you will have to submit an itemized receipt
and a claim form. Claim forms are available by visiting the
web site at www.davisvision.com or by calling
[-888-456-8758.

Give the claim form to your provider at the time

you receive services and ask them to complete the
appropriate sections. Submit your completed claim form
and your itemized receipt to:

Davis Vision Claim Processing Unit
PO.Box 1525
Latham, NY 12110

Your claim will be reviewed and, if you were eligible for
services when you received them, you will be reimbursed
up to the amounts in the following schedule. If you want
to be sure that you are eligible for services before you
use an out-of-network provider, call Davis Vision at
|-888-456-8758, or visit the web site at
www.davisvision.com to verify your eligibility before
you schedule your appointment.

Are there any optional lens types or coatings
available?

When you order your eyeglasses, you may choose
optional items.You are responsible for paying the amounts
shown directly to the provider.

Item Copayment
Intermediate Vision Lenses $25
Scratch-resistant Included

Single Vision Scratch Protection $20
Multifocal Scratch Protection $40

ARC (anti-reflective coating)

Standard $31

Premium $43

Ultra $60
Progressive Addition Multifocals™*

Standard $45

Premium $80

Ultra $130
Polycarbonate Lenses™*#* $27
High Index Plastic Lenses $50
Polarized Lenses $68
Plastic Photosensitive Lenses $59

** Progressive addition multifocals can be worn by most
people. Conventional bifocals will be supplied at no
additional charge for anyone who is unable to adapt to
progressive addition lenses; however, the copayment will
not be refunded.

*** No charge for dependent children, monocular
patients and patients with Rx +/-6.00 or greater.
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What does the Plan pay?

The Plan will pay up to the following amounts for services
received at an out-of-network provider:

Service Maximum Allowance
Eye Examination $35

Single Vision Lens $35 per pair

Bifocal Lens $50 per pair

Trifocal Lens $60 per pair

Lenticular Lens $60 per pair

Contact Lens Up to $105 (per pair

or per total dispense)
Frames $50

At Visionworks family of store locations:
Frames $I110

What doesn’t the Plan cover?
EXCLUSIONS:
This program does not cover:

I. More than one eye examination, pair of lenses (with
frames) or pair of contact lenses for each covered person
during any 12 consecutive months.

2. Non-prescription sunglasses.
3. Safety eyeglasses.

4.Any loss or expense caused by, incurred for or resulting
from:

a. Medical or surgical treatment of eye disease or injury
b. Orthoptics, vision therapy or aniseikonia

5.Any charge incurred for a covered expense not
recommended or performed by a physician or legally-
licensed optometrist or optician.

6.Accidental injury or sickness arising out of, or in the
course of, any work for pay or profit, or for which you
or your dependent are entitled to benefits under any
Worker’s Compensation law, or any similar law.

7. Charges made for treatment paid for by any Federal
agency or by any state agency, or provided through a
hospital run by government agency (Federal, state or local)
unless you or your dependent legally must pay charges.
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Information about Laser Vision Correction
Services:

Davis Vision is pleased to provide you and your eligible
dependents with the opportunity to receive Laser Vision
Correction Services at significant discounts through a
network of experienced, credentialed surgeons (please
note that some providers have flat fees equivalent to
these discounts). For more information, please visit Davis
Vision’s web site at www.davisvision.com or call
1-888-456-8758.

Mail Order Contact Lenses:

Replacement contacts (after initial benefit) through www.
DavisVisionContacts.com mail-order service ensures easy,
convenient, purchasing online and quick, direct shipping to
your door. Log on to our member Website for details.

When will | receive my eyewear?

Your eyewear will be sent to your provider from the
laboratory generally within five business days. More
delivery time may be needed when out-of-stock frames,
ARC (anti-reflective coating), specialized prescriptions or
non “Collection” frames are selected.

May | use the benefit at different times?

If you wish, you may receive your eye examination,
eyeglasses or contact lenses at different time periods.You
may not split the benefit between a network and an out-
of-network provider. Remember, you are eligible for an eye
examination, frame and spectacle lenses or contact lenses
once every |2 months.

Coordination of benefits

The plan is designed to prevent payment of benefits

which exceed expenses. COB applies when you or a
dependent is eligible for benefits under any other vision
care policy.When other coverage exists, the plan pays
only the amount which provides 100% of reasonable and
customary expenses when it is added to the benefits
available from all other plans. COB applies whether or not
a claim is filed under the other plans.

Who should | contact with questions?

You may call Davis Vision at |-888-456-8758 with any
general questions about the plan or visit the web site
at www.davisvision.com. If you have comments or

concerns about the service received you may call or write
to:

Davis Vision

159 Express Street

Plainview, NY 11803

Attn: Quality Management Team

All correspondence will be researched and responded to
within 48 hours of receipt.

Your rights as a patient:

Davis Vision recognizes that all patients have specific
rights, including, but not limited to:

* The right to complete information about their
healthcare options and consequences.

* The right to participate in all treatment decisions.

* The right to dignity, privacy, confidentiality and non-
discrimination.

* The right to complain or appeal any decision.
Patients also have the responsibility:

* To provide complete and accurate information.
* To follow care instructions.

For a complete copy of your Rights and Responsibilities
as a Patient or to obtain a copy of Davis Vision’s Privacy
Practices Notice, please visit Davis Vision’s website
at:www.davisvision.com or call 1.800.999.5431.

SP01249 CHC/2FU 6/15/18

Vision Care
Plan Benefit
Description

Sponsored by, and administered on behalf of the
members and dependents of

City of Chicago

Fraternal Order of Police

For information prior to enrolling visit Davis Vision’s
website at: www.davisvision.com, select the member
option and enter client code 4176 or call 1.877.923.2847
(toll free).

Once enrolled, please visit Davis Vision’s website:
www.davisvision.com, or call 1.888.456.8758
with questions.
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City of Chicago - Fraternal Order of Police
Vision Care Plan

The Vision Care plan for all enrollees and their eligible
dependents provides two options for vision care services.
Davis Vision, the plan administrator, has established

a panel of network providers who provide vision
examinations at no charge, and if needed, eyeglasses or
contact lenses at fixed copayment schedules or in certain
instances, at no charge. Alternatively, you may go to an
out-of-network provider and be reimbursed up to the
amounts in the schedule of maximum allowances listed
later.You select the option you wish to use each time you
receive services.

Who is Davis Vision?

Davis Vision has been selected by the City to administer
its vision plan for all enrollees. Davis Vision, located

in New York, provides vision care services to over 35
million people across the United States. Because Davis
Vision operates its own laboratory network, they are able
to produce quality eyewear at reasonable costs. Davis
Vision has established a network of vision care providers
who meet stringent standards for examinations, testing
equipment and referrals for other health problems.

Who is eligible for coverage under the plan?

You are eligible for vision care benefits if you are enrolled
in the PPO or HMO medical plan sponsored by the City.

Your eligible dependents become eligible when you do or
when they are added to your coverage, whichever is later.

Coverage will terminate when your employment
terminates, or when required premiums are not paid.
Coverage for your dependents will terminate when they
reach the limiting age or when your coverage terminates.
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What services are included in the plan?

Covered enrollees and dependents can receive an

eye examination and one pair of eyeglass frames and
lenses (if required) every 12 months based on last date
of service. Contact lenses may be selected in lieu of
eyeglasses. There must be at least one full year between
examinations.

Using a network provider:

They are licensed providers who provide routine vision
examinations for no out of pocket cost. Each provider
will offer you an extensive selection of frames.When you
enter the provider’s office, you will notice a collection of
frames identified as the Davis Vision “Collection”. Fashion,
Designer, and Premier frames in “The Collection” are
available for no additional cost.

If you choose a frame outside of “The Collection” you
will receive a $50 credit toward your purchase and will
be required to pay any additional costs. If you choose a
frame at any Visionworks family of store locations you will
receive a $110 credit toward your purchase and will be
required to pay any additional costs.

Included at no additional cost are plastic or glass single
vision, bifocal or trifocal lenses, glass grey #3 prescription
lenses (fashion, sun or gradient tint), and post-cataract
lenses. Ultraviolet coating, photochromic lenses, blended
invisible bifocals, and oversize frames and lenses are

also available for no additional cost. If you select a frame
from the provider’s private collection there will be an
additional charge.

Davis Vision offers a one year warranty against breakage
on eyeglasses if you use a network provider and select
Plan materials. If the frame or lenses break during normal
use, simply return them to the provider for repair at no

cost to you (excluding lost eyewear and scratched lenses).

If you use a network provider, you are also able to receive
a discount for additional purchases such as frames, lenses
and contact lenses for fixed, discounted charges (up to
20%) that are much less than the usual charges.

Obtaining services from a network provider:

When you or a covered family member need vision
services, call one of the network providers. Give the
employee’s Member Identification Number and the name
and date of birth of any dependent for whom you are
requesting service.The provider will obtain the necessary
authorization from Davis Vision. Claim forms are not
required. If you decide to utilize a different provider after
scheduling an appointment, please notify Davis Vision at
|-888-456-8758.

Are contact lenses included?

Contact lenses may be selected in lieu of eyeglasses. No
copayment applies toward Plan covered contact lenses
(standard, soft, daily-wear; disposable™* or planned
replacement™). A care kit for proper cleaning and
sterilization of your lenses will be provided as are all
visits necessary to obtain a proper fit.Visually required
contact lenses are covered in full with prior approval at

a network location. Replacement lenses and contact lens
insurance are not included in the plan. Once you have
selected contact lenses and the lenses are fitted, they may
not be exchanged for eyeglasses. If you select contact
lenses other than plan contact lenses, you will receive a
$105 credit toward their purchase and be required to pay
any additional costs.

** Disposable contact lens wearers will receive eight multi-
packs of lenses. Planned replacement contact lens wearers
will receive two multi-packs of lenses.

What if | use an out-of-network provider?

If you obtain services from a provider who is not part of
the network you will have to submit an itemized receipt
and a claim form. Claim forms are available by visiting the
web site at www.davisvision.com or by calling
|-888-456-8758.

Give the claim form to your provider at the time

you receive services and ask them to complete the
appropriate sections. Submit your completed claim form
and your itemized receipt to:

Davis Vision Claim Processing Unit
PO.Box 1525
Latham, NY 12110

Your claim will be reviewed and, if you were eligible for
services when you received them, you will be reimbursed
up to the amounts in the following schedule. If you want
to be sure that you are eligible for services before you
use an out-of-network provider, call Davis Vision at
|-888-456-8758, or visit the web site at
www.davisvision.com to verify your eligibility before
you schedule your appointment.

Are there any optional lens types or coatings
available?

When you order your eyeglasses, you may choose
optional items.You are responsible for paying the amounts
shown directly to the provider.

Item Copayment
Intermediate Vision Lenses $25
Scratch-resistant $18

ARC (anti-reflective coating)

Standard $31

Premium $43

Ultra $60
Progressive Addition Multifocals**

Standard $45

Premium $80

Ultra $130
Polycarbonate Lenses™*** $27
High Index Plastic Lenses $50
Polarized Lenses $68
Plastic Photosensitive Lenses $59

** Progressive addition multifocals can be worn by most
people. Conventional bifocals will be supplied at no
additional charge for anyone who is unable to adapt to
progressive addition lenses; however, the copayment will
not be refunded.

** No charge for dependent children, monocular
patients and patients with Rx +/-6.00 or greater.
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City of Chicago Insurance Requirements
The following pages contain the City of Chicago’s insurance requirements for:

e Medical PPO
e Medical HMO

e Dental PPO
e Dental HMO
e Vision

e Medical Review Services
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INSURANCE REQUIREMENTS
Chicago Benefits Office

Medical PPO Program

PPO must provide and maintain at PPO’s own expense, during the term of the Agreement and
during the time period following expiration if PPO is required to return and perform any work,
services, or operations, the insurance coverages and requirements specified below, insuring all
work, services, or operations related to the Agreement.

A.

1)

2)

3)

Insurance Required

Workers Compensation and Employers Liability (Primary and Umbrella)

Workers Compensation Insurance, as prescribed by applicable law covering all
employees who are to provide a service under this Agreement and Employers Liability
coverage with limits of not less than $1,000,000 each accident; $1,000,000 disease-
policy limit and $1,500,000 disease-each employee, or the full per occurrence limits of
the policy, whichever is greater.

PPO may use a combination of primary and excess/umbrella policy/policies to satisfy the
limits of liability required herein. The excess/umbrella policy/policies must provide the
same coverages/follow form as the underlying policy/policies.

Commercial General Liability (Primary and Umbrella)

Commercial General Liability Insurance or equivalent must be maintained with limits of
not less than $2,000,000 per occurrence, or the full per occurrence limits of the policy,
whichever is greater, for bodily injury, personal injury, and property damage liability.
Coverages must include but not be limited to the following: All premises and operations,
products/completed operations, separation of insureds, defense, and contractual liability
(not to include Endorsement CG 21 39 or equivalent).

The City must be provided additional insured status with respect to liability arising out of
PPO’s work, services or operations performed on behalf of the City. The City’s additional
insured status must apply to liability and defense of suits arising out of PPO’s acts or
omissions, whether such liability is attributable to the PPO or to the City on an additional
insured endorsement form acceptable to the City. The full policy limits and scope of
protection also will apply to the City as an additional insured, even if they exceed the
City’s minimum limits required herein. PPQO’s liability insurance must be primary without
right of contribution by any other insurance or self-insurance maintained by or available
to the City.

PPO may use a combination of primary and excess/umbrella policy/policies to satisfy the
limits of liability required herein. The excess/umbrella policy/policies must provide the
same coverages/follow form as the underlying policy/policies.

Automobile Liability (Primary and Umbrella)

When any motor vehicles (owned, non-owned and hired) are used in connection with
work, services, or operations to be performed, Automobile Liability Insurance must be
maintained by the PPO with limits of not less than $1,000,000 per occurrence, or the full
per occurrence limits of the policy, whichever is greater, for bodily injury and property
damage and covering the ownership, maintenance, or use of any auto whether owned,
leased, non-owned or hired used in the performance of the work or services. The City is
to be added as an additional insureds on a primary, nhon-contributory basis.
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4)

5)

6)

7

8)

PPO may use a combination of primary and excess/umbrella policy/policies to satisfy the
limits of liability required herein. The excess/umbrella policy/policies must provide the
same coverages/follow form as the underlying policy/policies.

Excess/Umbrella

Excess/Umbrella Liability Insurance must be maintained with limits of not less than
$8,000,000 per occurrence, or the full per occurrence limits of the policy, whichever is
greater. The policy/policies must provide the same coverages/follow form as the
underlying Commercial General Liability, Automobile Liability, Employers Liability and
Completed Operations coverage required herein and expressly provide that the excess
or umbrella policy/policies will drop down over reduced and/or exhausted aggregate
limit, if any, of the underlying insurance. The Excess/Umbrella policy/policies must be
primary without right of contribution by any other insurance or self-insurance maintained
by or available to the City.

PPO may use a combination of primary and excess/umbrella policies to satisfy the limits
of liability required in sections A.1, A.2, A.3 and A.4 herein.

Errors & Omissions/Professional Liability

When any program manager/administrator or any other professional consultants perform
services in connection with this Agreement, Professional Liability Insurance must be
maintained covering acts, errors, or omissions with limits of not less than $10,000,000.
When policies are renewed or replaced, the policy retroactive date must coincide with, or
precede start of work or services on the Agreement. A claims-made policy which is not
renewed or replaced must have an extended reporting period of two (2) years.

Blanket Crime

Blanket Commercial Crime coverage or equivalent covering all loss or damage by
employee dishonesty, robbery, burglary, theft, destruction, or disappearance, computer
fraud, credit card forgery, and other related crime risks. The policy limit must be written
to cover losses in the amount of maximum monies collected, received and in the
possession of PPO at any given time. The City must be named as a loss payee.
Coverage must include, but not limited to, third party fidelity coverage, including
coverage for loss due to theft and must not contain a requirement for an arrest and/or
conviction.

Cyber Liability

Cyber Liability Insurance must be maintained with limits of mot less than $10,000,000 for
each occurrence or claim. Coverage must include but not be limited to network security
and privacy liability including computer or network system attacks (liability arising from
the loss or disclosure of confidential information), privacy breach response coverage
and costs, regulatory liability including fines and penalties, denial or loss of service,
introduction, implantation and/or spread of malicious software code, unauthorized
access to or use of computer systems, theft of data, and no exclusion/restriction for
unencrypted portable devices/media may be on the policy. The City must be named as
an additional insured and if policy contains an insured vs insured exclusion, the
exclusion must be amended and not be applicable to the City.

Directors and Officers Liability

Directors and Officers Liability Insurance must be maintained in connection with this
Agreement with limits of not less than $10,000,000. Coverage must include any actual or
alleged acts, errors or omissions by directors or officers while acting in their individual or
collective capacity. When policies are renewed or replaced, the policy retroactive date
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must coincide with, or precede commencement of services by the PPO under this
Agreement. A claims-made policy which is not renewed or replaced must have an
extended reporting period of two (2) years.

B. Additional Requirements

Evidence of Insurance. PPO must furnish the City of Chicago, Department of Finance, Benefits
Management Office, Room 400, 333 South State Street, Chicago, IL. 60604, original certificates
of insurance and additional insured endorsement, or other evidence of insurance, to be in force
on the date of this Agreement, and renewal certificates of Insurance and endorsement, or such
similar evidence, if the coverages have an expiration or renewal date occurring during the term
of this Agreement. PPO must submit evidence of insurance prior to execution of Agreement.
The receipt of any certificate does not constitute agreement by the City that the insurance
requirements in the Agreement have been fully met or that the insurance policies indicated on
the certificate are in compliance with all requirements of Agreement. The failure of the City to
obtain, nor the City’s receipt of, or failure to object to a non-complying insurance certificate,
endorsement or other insurance evidence from PPO, its insurance broker(s) and/or insurer(s)
will not be construed as a waiver by the City of any of the required insurance provisions. PPO
must advise all insurers of the Agreement provisions regarding insurance. The City in no way
warrants that the insurance required herein is sufficient to protect PPO for liabilities which may
arise from or relate to the Agreement. The City reserves the right to obtain complete, certified
copies of any required insurance policies at any time.

Failure to Maintain Insurance. Failure of the PPO to comply with required coverage and terms
and conditions outlined herein will not limit PPO’s liability or responsibility nor does it relieve
PPO of the obligation to provide insurance as specified in this Agreement. Nonfulfillment of the
insurance conditions may constitute a violation of the Agreement, and the City retains the right
to suspend this Agreement until proper evidence of insurance is provided, or the Agreement
may be terminated.

Notice of Material Change, Cancellation or Non-Renewal. PPO must provide for sixty (60) days
prior written notice to be given to the City in the event coverage is substantially changed,
canceled or non-renewed and ten (10) days prior written notice for non-payment of premium.

Deductibles and Self-Insured Retentions. Any deductibles or self-insured retentions on
referenced insurance coverages must be borne by PPO.

Waiver of Subrogation. PPO hereby waives its rights and its insurer(s)’ rights of and agrees to
require their insurers to waive their rights of subrogation against the City under all required
insurance herein for any loss arising from or relating to this Agreement. PPO agrees to obtain
any endorsement that may be necessary to affect this waiver of subrogation, but this provision
applies regardless of whether or not the City received a waiver of subrogation endorsement for
PPOQO'’s insurer(s).

No Limitation as to PPO’s Liabilities. The coverages and limits furnished by PPO in no way limit
the PPQO'’s liabilities and responsibilities specified within the Agreement or by law.

No Contribution by City. Any insurance or self-insurance programs maintained by the City do
not contribute with insurance provided by PPO under this Agreement.

PPO Insurance Primary. All insurance required of PPO under this Agreement shall be endorsed
to state that PPO’s insurance policy is primary and not contributory with any insurance PPO by
the City.

Page 264 Agency Exhibits Spec CBO 2019-01 City of Chicago Page 263



Insurance not Limited by Indemnification. The required insurance to be carried is not limited by
any limitations expressed in the indemnification language in this Agreement or any limitation
placed on the indemnity in this Agreement given as a matter of law.

Insurance and Limits Maintained. If PPO maintains higher limits and/or broader coverage than
the minimums shown herein, the City requires and shall be entitled the higher limits and/or
broader coverage maintained by PPO. Any available insurance proceeds in excess of the
specified minimum limits of insurance and coverage shall be available to the City.

Joint Venture or Limited Liability Company. If PPO is a joint venture or limited liability company,
the insurance policies must name the joint venture or limited liability company as a named
insured.

Other_Insurance obtained by PPO. If PPO desires additional coverages, the PPO will be
responsible for the acquisition and cost.

Insurance required of Subcontractors. PPO shall name the Subcontractor(s) as a named
insured(s) under PPQ’s insurance or PPO will require each Subcontractor(s) to provide and
maintain Commercial General Liability, Commercial Automobile Liability, Worker's
Compensation and Employers Liability Insurance and when applicable Excess/Umbrella Liability
Insurance with coverage at least as broad as in outlined in Section A, Insurance Required. The
limits of coverage will be determined by PPO. PPO shall determine if Subcontractor(s) must
also provide any additional coverage or other coverage outlined in Section A, Insurance
Required. PPO is responsible for ensuring that each Subcontractor has named the City as an
additional insured where required and name the City as an additional insured on an
endorsement form at least as broad and acceptable to the City. PPO is also responsible for
ensuring that each Subcontractor has complied with the required coverage and terms and
conditions outlined in this Section B, Additional Requirements. When requested by the City,
PPO must provide to the City certificates of insurance and additional insured endorsements or
other evidence of insurance. The City reserves the right to obtain complete, certified copies of
any required insurance policies at any time. Failure of the Subcontractor(s) to comply with
required coverage and terms and conditions outlined herein will not limit PPQO’s liability or
responsibility.

City’'s Right to Modify. Notwithstanding any provisions in the Agreement to the contrary, the
City, Department of Finance, Risk Management Office maintains the right to modify, delete, alter
or change these requirements.
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INSURANCE REQUIREMENTS
Chicago Benefits Office

Medical HMO Program

HMO must provide and maintain at HMO’s own expense, during the term of the Agreement and
during the time period following expiration if HMO is required to return and perform any work,
services, or operations, the insurance coverages and requirements specified below, insuring all
work, services, or operations related to the Agreement.

A.

1)

2)

3)

Insurance Required

Workers Compensation and Employers Liability (Primary and Umbrella)

Workers Compensation Insurance, as prescribed by applicable law covering all
employees who are to provide a service under this Agreement and Employers Liability
coverage with limits of not less than $1,000,000 each accident; $1,000,000 disease-
policy limit and $1,000,000 disease-each employee, or the full per occurrence limits of
the policy, whichever is greater.

HMO may use a combination of primary and excess/umbrella policy/policies to satisfy
the limits of liability required herein. The excess/umbrella policy/policies must provide
the same coverages/follow form as the underlying policy/policies.

Commercial General Liability (Primary and Umbrella)

Commercial General Liability Insurance or equivalent must be maintained with limits of
not less than $2,000,000 per occurrence, or the full per occurrence limits of the policy,
whichever is greater, for bodily injury, personal injury, and property damage liability.
Coverages must include but not be limited to the following: All premises and operations,
products/completed operations, separation of insureds, defense, and contractual liability
(not to include Endorsement CG 21 39 or equivalent).

The City must be provided additional insured status with respect to liability arising out of
Contractor’s work, services or operations performed on behalf of the City. The City's
additional insured status must apply to liability and defense of suits arising out of
Contractor’s acts or omissions, whether such liability is attributable to the HMO or to the
City on an additional insured endorsement form acceptable to the City. The full policy
limits and scope of protection also will apply to the City as an additional insured, even if
they exceed the City’'s minimum limits required herein. HMO's liability insurance must
be primary without right of contribution by any other insurance or self-insurance
maintained by or available to the City.

HMO may use a combination of primary and excess/umbrella policy/policies to satisfy
the limits of liability required herein. The excess/umbrella policy/policies must provide
the same coverages/follow form as the underlying policy/policies.

Automobile Liability (Primary and Umbrella)

When any motor vehicles (owned, non-owned and hired) are used in connection with
work, services, or operations to be performed, Automobile Liability Insurance must be
maintained by the HMO with limits of not less than $1,000,000 per occurrence, or the full
per occurrence limits of the policy, whichever is greater, for bodily injury and property
damage and covering the ownership, maintenance, or use of any auto whether owned,
leased, non-owned or hired used in the performance of the work or services. The City is
to be added as an additional insureds on a primary, non-contributory basis.
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4)

5)

6)

7

8)

HMO may use a combination of primary and excess/umbrella policy/policies to satisfy
the limits of liability required herein. The excess/umbrella policy/policies must provide
the same coverages/follow form as the underlying policy/policies.

Excess/Umbrella

Excess/Umbrella Liability Insurance must be maintained with limits of not less than
$8,000,000 per occurrence, or the full per occurrence limits of the policy, whichever is
greater. The policy/policies must provide the same coverages/follow form as the
underlying Commercial General Liability, Automobile Liability, Employers Liability and
Completed Operations coverage required herein and expressly provide that the excess
or umbrella policy/policies will drop down over reduced and/or exhausted aggregate
limit, if any, of the underlying insurance. The Excess/Umbrella policy/policies must be
primary without right of contribution by any other insurance or self-insurance maintained
by or available to the City.

HMO may use a combination of primary and excess/umbrella policies to satisfy the limits
of liability required in sections A.1, A.2, A.3 and A.4 herein.

Errors & Omissions/Professional Liability

When any program manager/administrator or any other professional consultants perform
services in connection with this Agreement, Professional Liability Insurance must be
maintained covering acts, errors, or omissions with limits of not less than $10,000,000.
When policies are renewed or replaced, the policy retroactive date must coincide with, or
precede start of work or services on the Agreement. A claims-made policy which is not
renewed or replaced must have an extended reporting period of two (2) years.

Blanket Crime

Blanket Commercial Crime coverage or equivalent covering all loss or damage by
employee dishonesty, robbery, burglary, theft, destruction, or disappearance, computer
fraud, credit card forgery, and other related crime risks. The policy limit must be written
to cover losses in the amount of maximum monies collected, received and in the
possession of HMO at any given time. The City must be named as a loss payee.
Coverage must include, but not limited to, third party fidelity coverage, including
coverage for loss due to theft and must not contain a requirement for an arrest and/or
conviction.

Cyber Liability

Cyber Liability Insurance must be maintained with limits of mot less than $10,000,000 for
each occurrence or claim. Coverage must include but not be limited to network security
and privacy liability including computer or network system attacks (liability arising from
the loss or disclosure of confidential information), privacy breach response coverage
and costs, regulatory liability including fines and penalties, denial or loss of service,
introduction, implantation and/or spread of malicious software code, unauthorized
access to or use of computer systems, theft of data, and no exclusion/restriction for
unencrypted portable devices/media may be on the policy. The City must be named as
an additional insured and if policy contains an insured vs insured exclusion, the
exclusion must be amended and not be applicable to the City.

Directors and Officers Liability

Directors and Officers Liability Insurance must be maintained in connection with this
Agreement with limits of not less than $10,000,000. Coverage must include any actual or
alleged acts, errors or omissions by directors or officers while acting in their individual or
collective capacity. When policies are renewed or replaced, the policy retroactive date
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must coincide with, or precede commencement of services by the PPO under this
Agreement. A claims-made policy which is not renewed or replaced must have an
extended reporting period of two (2) years.

B. Additional Requirements

Evidence of Insurance. HMO must furnish the City of Chicago, Department of Finance, Benefits
Management Office, Room 400, 333 South State Street, Chicago, IL. 60604, original certificates
of insurance and additional insured endorsement, or other evidence of insurance, to be in force
on the date of this Agreement, and renewal certificates of Insurance and endorsement, or such
similar evidence, if the coverages have an expiration or renewal date occurring during the term
of this Agreement. HMO must submit evidence of insurance prior to execution of Agreement.
The receipt of any certificate does not constitute agreement by the City that the insurance
requirements in the Agreement have been fully met or that the insurance policies indicated on
the certificate are in compliance with all requirements of Agreement. The failure of the City to
obtain, nor the City’s receipt of, or failure to object to a non-complying insurance certificate,
endorsement or other insurance evidence from HMO, its insurance broker(s) and/or insurer(s)
will not be construed as a waiver by the City of any of the required insurance provisions. HMO
must advise all insurers of the Agreement provisions regarding insurance. The City in no way
warrants that the insurance required herein is sufficient to protect HMO for liabilities which may
arise from or relate to the Agreement. The City reserves the right to obtain complete, certified
copies of any required insurance policies at any time.

Failure to Maintain Insurance. Failure of the HMO to comply with required coverage and terms
and conditions outlined herein will not limit HMO'’s liability or responsibility nor does it relieve
HMO of the obligation to provide insurance as specified in this Agreement. Nonfulfillment of the
insurance conditions may constitute a violation of the Agreement, and the City retains the right
to suspend this Agreement until proper evidence of insurance is provided, or the Agreement
may be terminated.

Notice of Material Change, Cancellation or Non-Renewal. HMO must provide for sixty (60) days
prior written notice to be given to the City in the event coverage is substantially changed,
canceled or non-renewed and ten (10) days prior written notice for non-payment of premium.

Deductibles and Self-Insured Retentions. Any deductibles or self-insured retentions on
referenced insurance coverages must be borne by HMO.

Waiver of Subrogation. HMO hereby waives its rights and its insurer(s)’ rights of and agrees to
require their insurers to waive their rights of subrogation against the City under all required
insurance herein for any loss arising from or relating to this Agreement. HMO agrees to obtain
any endorsement that may be necessary to affect this waiver of subrogation, but this provision
applies regardless of whether or not the City received a waiver of subrogation endorsement for
HMOQO's insurer(s).

No Limitation as to HMO's Liabilities. The coverages and limits furnished by HMO in no way
limit the HMO'’s liabilities and responsibilities specified within the Agreement or by law.

No Contribution by City. Any insurance or self-insurance programs maintained by the City do
not contribute with insurance provided by HMO under this Agreement.

HMO Insurance Primary. All insurance required of HMO under this Agreement shall be
endorsed to state that HMO’s insurance policy is primary and not contributory with any
insurance HMO by the City.
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Insurance not Limited by Indemnification. The required insurance to be carried is not limited by
any limitations expressed in the indemnification language in this Agreement or any limitation
placed on the indemnity in this Agreement given as a matter of law.

Insurance and Limits Maintained. If HMO maintains higher limits and/or broader coverage than
the minimums shown herein, the City requires and shall be entitled the higher limits and/or
broader coverage maintained by HMO. Any available insurance proceeds in excess of the
specified minimum limits of insurance and coverage shall be available to the City.

Joint Venture or Limited Liability Company. If HMO is a joint venture or limited liability company,
the insurance policies must name the joint venture or limited liability company as a named
insured.

Other_Insurance obtained by HMO. If HMO desires additional coverages, the HMO will be
responsible for the acquisition and cost.

Insurance required of Subcontractors. HMO shall name the Subcontractor(s) as a named
insured(s) under HMQO's insurance or HMO will require each Subcontractor(s) to provide and
maintain Commercial General Liability, Commercial Automobile Liability, Worker's
Compensation and Employers Liability Insurance and when applicable Excess/Umbrella Liability
Insurance with coverage at least as broad as in outlined in Section A, Insurance Required. The
limits of coverage will be determined by HMO. HMO shall determine if Subcontractor(s) must
also provide any additional coverage or other coverage outlined in Section A, Insurance
Required. HMO is responsible for ensuring that each Subcontractor has named the City as an
additional insured where required and name the City as an additional insured on an
endorsement form at least as broad and acceptable to the City. HMO is also responsible for
ensuring that each Subcontractor has complied with the required coverage and terms and
conditions outlined in this Section B, Additional Requirements. When requested by the City,
HMO must provide to the City certificates of insurance and additional insured endorsements or
other evidence of insurance. The City reserves the right to obtain complete, certified copies of
any required insurance policies at any time. Failure of the Subcontractor(s) to comply with
required coverage and terms and conditions outlined herein will not limit HMO'’s liability or
responsibility.

City’'s Right to Modify. Notwithstanding any provisions in the Agreement to the contrary, the
City, Department of Finance, Risk Management Office maintains the right to modify, delete, alter
or change these requirements.
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INSURANCE REQUIREMENTS
Chicago Benefits Office

Dental PPO Program

PPO must provide and maintain at PPO’s own expense, during the term of the Agreement and
during the time period following expiration if PPO is required to return and perform any work,
services, or operations, the insurance coverages and requirements specified below, insuring all
work, services, or operations related to the Agreement.

A.

1)

2)

3)

Insurance Required

Workers Compensation and Employers Liability (Primary and Umbrella)

Workers Compensation Insurance, as prescribed by applicable law covering all
employees who are to provide a service under this Agreement and Employers Liability
coverage with limits of not less than $1,000,000 each accident; $1,000,000 disease-
policy limit and $1,000,000 disease-each employee, or the full per occurrence limits of
the policy, whichever is greater.

PPO may use a combination of primary and excess/umbrella policy/policies to satisfy the
limits of liability required herein. The excess/umbrella policy/policies must provide the
same coverages/follow form as the underlying policy/policies.

Commercial General Liability (Primary and Umbrella)

Commercial General Liability Insurance or equivalent must be maintained with limits of
not less than $2,000,000 per occurrence, or the full per occurrence limits of the policy,
whichever is greater, for bodily injury, personal injury, and property damage liability.
Coverages must include but not be limited to the following: All premises and operations,
products/completed operations, separation of insureds, defense, and contractual liability
(not to include Endorsement CG 21 39 or equivalent).

The City must be provided additional insured status with respect to liability arising out of
PPO’s work, services or operations performed on behalf of the City. The City’s additional
insured status must apply to liability and defense of suits arising out of PPO’s acts or
omissions, whether such liability is attributable to the PPO or to the City on an additional
insured endorsement form acceptable to the City. The full policy limits and scope of
protection also will apply to the City as an additional insured, even if they exceed the
City’s minimum limits required herein. PPQO’s liability insurance must be primary without
right of contribution by any other insurance or self-insurance maintained by or available
to the City.

PPO may use a combination of primary and excess/umbrella policy/policies to satisfy the
limits of liability required herein. The excess/umbrella policy/policies must provide the
same coverages/follow form as the underlying policy/policies.

Automobile Liability (Primary and Umbrella)

When any motor vehicles (owned, non-owned and hired) are used in connection with
work, services, or operations to be performed, Automobile Liability Insurance must be
maintained by the PPO with limits of not less than $1,000,000 per occurrence, or the full
per occurrence limits of the policy, whichever is greater, for bodily injury and property
damage and covering the ownership, maintenance, or use of any auto whether owned,
leased, non-owned or hired used in the performance of the work or services. The City is
to be added as an additional insureds on a primary, nhon-contributory basis.
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4)

5)

6)

7

9)

PPO may use a combination of primary and excess/umbrella policy/policies to satisfy the
limits of liability required herein. The excess/umbrella policy/policies must provide the
same coverages/follow form as the underlying policy/policies.

Excess/Umbrella

Excess/Umbrella Liability Insurance must be maintained with limits of not less than
$8,000,000 per occurrence, or the full per occurrence limits of the policy, whichever is
greater. The policy/policies must provide the same coverages/follow form as the
underlying Commercial General Liability, Automobile Liability, Employers Liability and
Completed Operations coverage required herein and expressly provide that the excess
or umbrella policy/policies will drop down over reduced and/or exhausted aggregate
limit, if any, of the underlying insurance. The Excess/Umbrella policy/policies must be
primary without right of contribution by any other insurance or self-insurance maintained
by or available to the City.

PPO may use a combination of primary and excess/umbrella policies to satisfy the limits
of liability required in sections A.1, A.2, A.3 and A.4 herein.

Errors & Omissions/Professional Liability

When any program manager/administrator or any other professional consultants perform
services in connection with this Agreement, Professional Liability Insurance must be
maintained covering acts, errors, or omissions with limits of not less than $10,000,000.
When policies are renewed or replaced, the policy retroactive date must coincide with, or
precede start of work or services on the Agreement. A claims-made policy which is not
renewed or replaced must have an extended reporting period of two (2) years.

Blanket Crime

Blanket Commercial Crime coverage or equivalent covering all loss or damage by
employee dishonesty, robbery, burglary, theft, destruction, or disappearance, computer
fraud, credit card forgery, and other related crime risks. The policy limit must be written
to cover losses in the amount of maximum monies collected, received and in the
possession of PPO at any given time. The City must be named as a loss payee.
Coverage must include, but not limited to, third party fidelity coverage, including
coverage for loss due to theft and must not contain a requirement for an arrest and/or
conviction.

Cyber Liability

Cyber Liability Insurance must be maintained with limits of mot less than $10,000,000 for
each occurrence or claim. Coverage must include but not be limited to network security
and privacy liability including computer or network system attacks (liability arising from
the loss or disclosure of confidential information), privacy breach response coverage
and costs, regulatory liability including fines and penalties, denial or loss of service,
introduction, implantation and/or spread of malicious software code, unauthorized
access to or use of computer systems, theft of data, and no exclusion/restriction for
unencrypted portable devices/media may be on the policy. The City must be nhamed as

an additional insured and if policy contains an insured vs insured exclusion, the
exclusion must be amended and not be applicable to the City.

Directors and Officers Liability

Directors and Officers Liability Insurance must be maintained in connection with this
Agreement with limits of not less than $10,000,000. Coverage must include any actual or
alleged acts, errors or omissions by directors or officers while acting in their individual or
collective capacity. When policies are renewed or replaced, the policy retroactive date
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must coincide with, or precede commencement of services by the PPO under this
Agreement. A claims-made policy which is not renewed or replaced must have an
extended reporting period of two (2) years.

B. Additional Requirements

Evidence of Insurance. PPO must furnish the City of Chicago, Department of Finance, Benefits
Management Office, Room 400, 333 South State Street, Chicago, IL. 60604, original certificates
of insurance and additional insured endorsement, or other evidence of insurance, to be in force
on the date of this Agreement, and renewal certificates of Insurance and endorsement, or such
similar evidence, if the coverages have an expiration or renewal date occurring during the term
of this Agreement. PPO must submit evidence of insurance prior to execution of Agreement.
The receipt of any certificate does not constitute agreement by the City that the insurance
requirements in the Agreement have been fully met or that the insurance policies indicated on
the certificate are in compliance with all requirements of Agreement. The failure of the City to
obtain, nor the City’s receipt of, or failure to object to a non-complying insurance certificate,
endorsement or other insurance evidence from PPO, its insurance broker(s) and/or insurer(s)
will not be construed as a waiver by the City of any of the required insurance provisions. PPO
must advise all insurers of the Agreement provisions regarding insurance. The City in no way
warrants that the insurance required herein is sufficient to protect PPO for liabilities which may
arise from or relate to the Agreement. The City reserves the right to obtain complete, certified
copies of any required insurance policies at any time.

Failure to Maintain Insurance. Failure of the PPO to comply with required coverage and terms
and conditions outlined herein will not limit PPO’s liability or responsibility nor does it relieve
PPO of the obligation to provide insurance as specified in this Agreement. Nonfulfillment of the
insurance conditions may constitute a violation of the Agreement, and the City retains the right
to suspend this Agreement until proper evidence of insurance is provided, or the Agreement
may be terminated.

Notice of Material Change, Cancellation or Non-Renewal. PPO must provide for sixty (60) days
prior written notice to be given to the City in the event coverage is substantially changed,
canceled or non-renewed and ten (10) days prior written notice for non-payment of premium.

Deductibles and Self-Insured Retentions. Any deductibles or self-insured retentions on
referenced insurance coverages must be borne by PPO.

Waiver of Subrogation. PPO hereby waives its rights and its insurer(s)’ rights of and agrees to
require their insurers to waive their rights of subrogation against the City under all required
insurance herein for any loss arising from or relating to this Agreement. PPO agrees to obtain
any endorsement that may be necessary to affect this waiver of subrogation, but this provision
applies regardless of whether or not the City received a waiver of subrogation endorsement for
PPOQO'’s insurer(s).

No Limitation as to PPO’s Liabilities. The coverages and limits furnished by PPO in no way limit
the PPQO'’s liabilities and responsibilities specified within the Agreement or by law.

No Contribution by City. Any insurance or self-insurance programs maintained by the City do
not contribute with insurance provided by PPO under this Agreement.

PPO Insurance Primary. All insurance required of PPO under this Agreement shall be endorsed
to state that PPO’s insurance policy is primary and not contributory with any insurance PPO by
the City.
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Insurance not Limited by Indemnification. The required insurance to be carried is not limited by
any limitations expressed in the indemnification language in this Agreement or any limitation
placed on the indemnity in this Agreement given as a matter of law.

Insurance and Limits Maintained. If PPO maintains higher limits and/or broader coverage than
the minimums shown herein, the City requires and shall be entitled the higher limits and/or
broader coverage maintained by PPO. Any available insurance proceeds in excess of the
specified minimum limits of insurance and coverage shall be available to the City.

Joint Venture or Limited Liability Company. If PPO is a joint venture or limited liability company,
the insurance policies must name the joint venture or limited liability company as a named
insured.

Other_Insurance obtained by PPO. If PPO desires additional coverages, the PPO will be
responsible for the acquisition and cost.

Insurance required of Subcontractors. PPO shall name the Subcontractor(s) as a named
insured(s) under PPQ’s insurance or PPO will require each Subcontractor(s) to provide and
maintain Commercial General Liability, Commercial Automobile Liability, Worker’s
Compensation and Employers Liability Insurance and when applicable Excess/Umbrella Liability
Insurance with coverage at least as broad as in outlined in Section A, Insurance Required. The
limits of coverage will be determined by PPO. PPO shall determine if Subcontractor(s) must
also provide any additional coverage or other coverage outlined in Section A, Insurance
Required. PPO is responsible for ensuring that each Subcontractor has named the City as an
additional insured where required and name the City as an additional insured on an
endorsement form at least as broad and acceptable to the City. PPO is also responsible for
ensuring that each Subcontractor has complied with the required coverage and terms and
conditions outlined in this Section B, Additional Requirements. When requested by the City,
PPO must provide to the City certificates of insurance and additional insured endorsements or
other evidence of insurance. The City reserves the right to obtain complete, certified copies of
any required insurance policies at any time. Failure of the Subcontractor(s) to comply with
required coverage and terms and conditions outlined herein will not limit PPQO’s liability or
responsibility.

City’'s Right to Modify. Notwithstanding any provisions in the Agreement to the contrary, the
City, Department of Finance, Risk Management Office maintains the right to modify, delete, alter
or change these requirements.
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INSURANCE REQUIREMENTS
Chicago Benefits Office

Dental HMO Program

HMO must provide and maintain at HMO’s own expense, during the term of the Agreement and
during the time period following expiration if HMO is required to return and perform any work,
services, or operations, the insurance coverages and requirements specified below, insuring all
work, services, or operations related to the Agreement.

A.

1)

2)

3)

Insurance Required

Workers Compensation and Employers Liability (Primary and Umbrella)

Workers Compensation Insurance, as prescribed by applicable law covering all
employees who are to provide a service under this Agreement and Employers Liability
coverage with limits of not less than $1,000,000 each accident; $1,000,000 disease-
policy limit and $1,000,000 disease-each employee, or the full per occurrence limits of
the policy, whichever is greater.

HMO may use a combination of primary and excess/umbrella policy/policies to satisfy
the limits of liability required herein. The excess/umbrella policy/policies must provide
the same coverages/follow form as the underlying policy/policies.

Commercial General Liability (Primary and Umbrella)

Commercial General Liability Insurance or equivalent must be maintained with limits of
not less than $2,000,000 per occurrence, or the full per occurrence limits of the policy,
whichever is greater, for bodily injury, personal injury, and property damage liability.
Coverages must include but not be limited to the following: All premises and operations,
products/completed operations, separation of insureds, defense, and contractual liability
(not to include Endorsement CG 21 39 or equivalent).

The City must be provided additional insured status with respect to liability arising out of
Contractor’s work, services or operations performed on behalf of the City. The City's
additional insured status must apply to liability and defense of suits arising out of
Contractor’s acts or omissions, whether such liability is attributable to the HMO or to the
City on an additional insured endorsement form acceptable to the City. The full policy
limits and scope of protection also will apply to the City as an additional insured, even if
they exceed the City’'s minimum limits required herein. HMO's liability insurance must
be primary without right of contribution by any other insurance or self-insurance
maintained by or available to the City.

HMO may use a combination of primary and excess/umbrella policy/policies to satisfy
the limits of liability required herein. The excess/umbrella policy/policies must provide
the same coverages/follow form as the underlying policy/policies.

Automobile Liability (Primary and Umbrella)

When any motor vehicles (owned, non-owned and hired) are used in connection with
work, services, or operations to be performed, Automobile Liability Insurance must be
maintained by the HMO with limits of not less than $1,000,000 per occurrence, or the full
per occurrence limits of the policy, whichever is greater, for bodily injury and property
damage and covering the ownership, maintenance, or use of any auto whether owned,
leased, non-owned or hired used in the performance of the work or services. The City is
to be added as an additional insureds on a primary, non-contributory basis.
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HMO may use a combination of primary and excess/umbrella policy/policies to satisfy
the limits of liability required herein. The excess/umbrella policy/policies must provide
the same coverages/follow form as the underlying policy/policies.

Excess/Umbrella

Excess/Umbrella Liability Insurance must be maintained with limits of not less than
$8,000,000 per occurrence, or the full per occurrence limits of the policy, whichever is
greater. The policy/policies must provide the same coverages/follow form as the
underlying Commercial General Liability, Automobile Liability, Employers Liability and
Completed Operations coverage required herein and expressly provide that the excess
or umbrella policy/policies will drop down over reduced and/or exhausted aggregate
limit, if any, of the underlying insurance. The Excess/Umbrella policy/policies must be
primary without right of contribution by any other insurance or self-insurance maintained
by or available to the City.

HMO may use a combination of primary and excess/umbrella policies to satisfy the limits
of liability required in sections A.1, A.2, A.3 and A.4 herein.

Errors & Omissions/Professional Liability

When any program manager/administrator or any other professional consultants perform
services in connection with this Agreement, Professional Liability Insurance must be
maintained covering acts, errors, or omissions with limits of not less than $10,000,000.
When policies are renewed or replaced, the policy retroactive date must coincide with, or
precede start of work or services on the Agreement. A claims-made policy which is not
renewed or replaced must have an extended reporting period of two (2) years.

Blanket Crime

Blanket Commercial Crime coverage or equivalent covering all loss or damage by
employee dishonesty, robbery, burglary, theft, destruction, or disappearance, computer
fraud, credit card forgery, and other related crime risks. The policy limit must be written
to cover losses in the amount of maximum monies collected, received and in the
possession of HMO at any given time. The City must be named as a loss payee.
Coverage must include, but not limited to, third party fidelity coverage, including
coverage for loss due to theft and must not contain a requirement for an arrest and/or
conviction.

Cyber Liability

Cyber Liability Insurance must be maintained with limits of mot less than $10,000,000 for
each occurrence or claim. Coverage must include but not be limited to network security
and privacy liability including computer or network system attacks (liability arising from
the loss or disclosure of confidential information), privacy breach response coverage
and costs, regulatory liability including fines and penalties, denial or loss of service,
introduction, implantation and/or spread of malicious software code, unauthorized
access to or use of computer systems, theft of data, and no exclusion/restriction for
unencrypted portable devices/media may be on the policy. The City must be named as
an additional insured and if policy contains an insured vs insured exclusion, the
exclusion must be amended and not be applicable to the City.

Directors and Officers Liability

Directors and Officers Liability Insurance must be maintained in connection with this
Agreement with limits of not less than $10,000,000. Coverage must include any actual or
alleged acts, errors or omissions by directors or officers while acting in their individual or
collective capacity. When policies are renewed or replaced, the policy retroactive date
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must coincide with, or precede commencement of services by the PPO under this
Agreement. A claims-made policy which is not renewed or replaced must have an
extended reporting period of two (2) years.

B. Additional Requirements

Evidence of Insurance. HMO must furnish the City of Chicago, Department of Finance, Benefits
Management Office, Room 400, 333 South State Street, Chicago, IL. 60604, original certificates
of insurance and additional insured endorsement, or other evidence of insurance, to be in force
on the date of this Agreement, and renewal certificates of Insurance and endorsement, or such
similar evidence, if the coverages have an expiration or renewal date occurring during the term
of this Agreement. HMO must submit evidence of insurance prior to execution of Agreement.
The receipt of any certificate does not constitute agreement by the City that the insurance
requirements in the Agreement have been fully met or that the insurance policies indicated on
the certificate are in compliance with all requirements of Agreement. The failure of the City to
obtain, nor the City’s receipt of, or failure to object to a non-complying insurance certificate,
endorsement or other insurance evidence from HMO, its insurance broker(s) and/or insurer(s)
will not be construed as a waiver by the City of any of the required insurance provisions. HMO
must advise all insurers of the Agreement provisions regarding insurance. The City in no way
warrants that the insurance required herein is sufficient to protect HMO for liabilities which may
arise from or relate to the Agreement. The City reserves the right to obtain complete, certified
copies of any required insurance policies at any time.

Failure to Maintain Insurance. Failure of the HMO to comply with required coverage and terms
and conditions outlined herein will not limit HMO'’s liability or responsibility nor does it relieve
HMO of the obligation to provide insurance as specified in this Agreement. Nonfulfillment of the
insurance conditions may constitute a violation of the Agreement, and the City retains the right
to suspend this Agreement until proper evidence of insurance is provided, or the Agreement
may be terminated.

Notice of Material Change, Cancellation or Non-Renewal. HMO must provide for sixty (60) days
prior written notice to be given to the City in the event coverage is substantially changed,
canceled or non-renewed and ten (10) days prior written notice for non-payment of premium.

Deductibles and Self-Insured Retentions. Any deductibles or self-insured retentions on
referenced insurance coverages must be borne by HMO.

Waiver of Subrogation. HMO hereby waives its rights and its insurer(s)’ rights of and agrees to
require their insurers to waive their rights of subrogation against the City under all required
insurance herein for any loss arising from or relating to this Agreement. HMO agrees to obtain
any endorsement that may be necessary to affect this waiver of subrogation, but this provision
applies regardless of whether or not the City received a waiver of subrogation endorsement for
HMOQO's insurer(s).

No Limitation as to HMO's Liabilities. The coverages and limits furnished by HMO in no way
limit the HMO'’s liabilities and responsibilities specified within the Agreement or by law.

No Contribution by City. Any insurance or self-insurance programs maintained by the City do
not contribute with insurance provided by HMO under this Agreement.

HMO Insurance Primary. All insurance required of HMO under this Agreement shall be
endorsed to state that HMO’s insurance policy is primary and not contributory with any
insurance HMO by the City.
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Insurance not Limited by Indemnification. The required insurance to be carried is not limited by
any limitations expressed in the indemnification language in this Agreement or any limitation
placed on the indemnity in this Agreement given as a matter of law.

Insurance and Limits Maintained. If HMO maintains higher limits and/or broader coverage than
the minimums shown herein, the City requires and shall be entitled the higher limits and/or
broader coverage maintained by HMO. Any available insurance proceeds in excess of the
specified minimum limits of insurance and coverage shall be available to the City.

Joint Venture or Limited Liability Company. If HMO is a joint venture or limited liability company,
the insurance policies must name the joint venture or limited liability company as a named
insured.

Other_Insurance obtained by HMO. If HMO desires additional coverages, the HMO will be
responsible for the acquisition and cost.

Insurance required of Subcontractors. HMO shall name the Subcontractor(s) as a named
insured(s) under HMQO's insurance or HMO will require each Subcontractor(s) to provide and
maintain Commercial General Liability, Commercial Automobile Liability, Worker’s
Compensation and Employers Liability Insurance and when applicable Excess/Umbrella Liability
Insurance with coverage at least as broad as in outlined in Section A, Insurance Required. The
limits of coverage will be determined by HMO. HMO shall determine if Subcontractor(s) must
also provide any additional coverage or other coverage outlined in Section A, Insurance
Required. HMO is responsible for ensuring that each Subcontractor has named the City as an
additional insured where required and name the City as an additional insured on an
endorsement form at least as broad and acceptable to the City. HMO is also responsible for
ensuring that each Subcontractor has complied with the required coverage and terms and
conditions outlined in this Section B, Additional Requirements. When requested by the City,
HMO must provide to the City certificates of insurance and additional insured endorsements or
other evidence of insurance. The City reserves the right to obtain complete, certified copies of
any required insurance policies at any time. Failure of the Subcontractor(s) to comply with
required coverage and terms and conditions outlined herein will not limit HMO'’s liability or
responsibility.

City’'s Right to Modify. Notwithstanding any provisions in the Agreement to the contrary, the
City, Department of Finance, Risk Management Office maintains the right to modify, delete, alter
or change these requirements.
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INSURANCE REQUIREMENTS
Chicago Benefits Office

Vision Benefits Program

Contractor must provide and maintain at Contractor's own expense, during the term of the
Agreement and during the time period following expiration if Contractor is required to return and
perform any work, services, or operations, the insurance coverages and requirements specified
below, insuring all work, services, or operations related to the Agreement.

A.

1)

2)

3)

Insurance Required

Workers Compensation and Employers Liability (Primary and Umbrella)

Workers Compensation Insurance, as prescribed by applicable law covering all
employees who are to provide a service under this Agreement and Employers Liability
coverage with limits of not less than $1,000,000 each accident; $1,000,000 disease-
policy limit and $1,000,000 disease-each employee, or the full per occurrence limits of
the policy, whichever is greater.

Contractor may use a combination of primary and excess/umbrella policy/policies to
satisfy the limits of liability required herein. The excess/umbrella policy/policies must
provide the same coverages/follow form as the underlying policy/policies.

Commercial General Liability (Primary and Umbrella)

Commercial General Liability Insurance or equivalent must be maintained with limits of
not less than $1,000,000 per occurrence, or the full per occurrence limits of the policy,
whichever is greater, for bodily injury, personal injury, and property damage liability.
Coverages must include but not be limited to the following: All premises and operations,
products/completed operations, separation of insureds, defense, and contractual liability
(not to include Endorsement CG 21 39 or equivalent).

The City must be provided additional insured status with respect to liability arising out of
Contractor’s work, services or operations performed on behalf of the City. The City's
additional insured status must apply to liability and defense of suits arising out of
Contractor’s acts or omissions, whether such liability is attributable to the Contractor or
to the City on an additional insured endorsement form acceptable to the City. The full
policy limits and scope of protection also will apply to the City as an additional insured,
even if they exceed the City’s minimum limits required herein. Contractor’'s liability
insurance must be primary without right of contribution by any other insurance or self-
insurance maintained by or available to the City.

Contractor may use a combination of primary and excess/umbrella policy/policies to
satisfy the limits of liability required herein. The excess/umbrella policy/policies must
provide the same coverages/follow form as the underlying policy/policies.

Automobile Liability (Primary and Umbrella)

When any motor vehicles (owned, non-owned and hired) are used in connection with
work, services, or operations to be performed, Automobile Liability Insurance must be
maintained by the Contractor with limits of not less than $1,000,000 per occurrence, or
the full per occurrence limits of the policy, whichever is greater, for bodily injury and
property damage and covering the ownership, maintenance, or use of any auto whether
owned, leased, non-owned or hired used in the performance of the work or services. The
City is to be added as an additional insureds on a primary, non-contributory basis.
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B.

Contractor may use a combination of primary and excess/umbrella policy/policies to
satisfy the limits of liability required herein. The excess/umbrella policy/policies must
provide the same coverages/follow form as the underlying policy/policies.

Excess/Umbrella

Excess/Umbrella Liability Insurance must be maintained with limits of not less than
$9,000,000 per occurrence, or the full per occurrence limits of the policy, whichever is
greater. The policy/policies must provide the same coverages/follow form as the
underlying Commercial General Liability, Automobile Liability, Employers Liability and
Completed Operations coverage required herein and expressly provide that the excess
or umbrella policy/policies will drop down over reduced and/or exhausted aggregate
limit, if any, of the underlying insurance. The Excess/Umbrella policy/policies must be
primary without right of contribution by any other insurance or self-insurance maintained
by or available to the City.

Contractor may use a combination of primary and excess/umbrella policies to satisfy the
limits of liability required in sections A.1, A.2, A.3 and A.4 herein.

Errors & Omissions/Professional Liability

When any program manager/administrator or any other professional consultants perform
professional services in connection with this Agreement, Professional Liability Insurance
must be maintained covering acts, errors, or omissions with limits of not less than
$10,000,000. When policies are renewed or replaced, the policy retroactive date must
coincide with, or precede start of work or services on the Agreement. A claims-made
policy which is not renewed or replaced must have an extended reporting period of two
(2) years.

Cyber Liability

Cyber Liability Insurance must be maintained with limits of mot less than $5,000,000 for
each occurrence or claim. Coverage must include but not be limited to network security
and privacy liability including computer or network system attacks (liability arising from
the loss or disclosure of confidential information), privacy breach response coverage
and costs, regulatory liability including fines and penalties, denial or loss of service,
introduction, implantation and/or spread of malicious software code, unauthorized
access to or use of computer systems, theft of data, and no exclusion/restriction for
unencrypted portable devices/media may be on the policy. The City must be named as
an additional insured and if policy contains an insured vs insured exclusion, the
exclusion must be amended and not be applicable to the City.

Directors and Officers Liability

Directors and Officers Liability Insurance must be maintained in connection with this
Agreement with limits of not less than $5,000,000. Coverage must include any actual or
alleged acts, errors or omissions by directors or officers while acting in their individual or
collective capacity. When policies are renewed or replaced, the policy retroactive date
must coincide with, or precede commencement of services by the Contractor under this
Agreement. A claims-made policy which is not renewed or replaced must have an
extended reporting period of two (2) years.

Additional Requirements

Evidence of Insurance. Contractor must furnish the City of Chicago, Department of Finance,

Benefits Management Office, Room 400, 333 South State Street, Chicago, IL. 60604-3978,
original certificates of insurance and additional insured endorsement, or other evidence of
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insurance, to be in force on the date of this Agreement, and renewal certificates of Insurance
and endorsement, or such similar evidence, if the coverages have an expiration or renewal date
occurring during the term of this Agreement. Contractor must submit evidence of insurance
prior to execution of Agreement. The receipt of any certificate does not constitute agreement by
the City that the insurance requirements in the Agreement have been fully met or that the
insurance policies indicated on the certificate are in compliance with all requirements of
Agreement. The failure of the City to obtain, nor the City's receipt of, or failure to object to a
non-complying insurance certificate, endorsement or other insurance evidence from Contractor,
its insurance broker(s) and/or insurer(s) will not be construed as a waiver by the City of any of
the required insurance provisions. Contractor must advise all insurers of the Agreement
provisions regarding insurance. The City in no way warrants that the insurance required herein
is sufficient to protect Contractor for liabilities which may arise from or relate to the Agreement.
The City reserves the right to obtain complete, certified copies of any required insurance
policies at any time.

Failure to Maintain Insurance. Failure of the Contractor to comply with required coverage and
terms and conditions outlined herein will not limit Contractor’s liability or responsibility nor does
it relieve Contractor of the obligation to provide insurance as specified in this Agreement.
Nonfulfillment of the insurance conditions may constitute a violation of the Agreement, and the
City retains the right to suspend this Agreement until proper evidence of insurance is provided,
or the Agreement may be terminated.

Notice of Material Change