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EMPLOYEE MEDICAL PLAN

San Juan County, New Mexico (“"the County") has adopted the San Juan County
Employee Medical Benefit Plan (“the Plan"), which is set forth in this document. Each
Person Covered by the Plan is entitled to medical benefits described, subject to the
Plan’s terms, provisions and conditions.

HIGHLIGHTED TERMS

Terms in boldface type have meanings which are specified in the Definitions section of
this document.

COVERAGE

a.

Who is Eligible?

Current Employees, Elected Officials. Each Full-Time Employee and Elected
Official is eligible for coverage under the Plan. Part-Time Employees are also
eligible for coverage under the Plan.

Spouse and Dependent Children. If the Employee is covered under the Plan,
the legal Spouse of the Employee and Dependent Children are eligible for
coverage under the Plan. The term AChildren@ includes: natural children,
adopted children, step-children who reside with the Employee the majority of the
time, and other children for whom the Employee has legal guardianship and who
live with the Employee in a normal parent-child relationship and for whom the
Employee provides substantially all the financial support. The Human Resources
Department may require documentation of the conditions before coverage is
provided.

Termination of Eligibility for Children
A Child will be considered eligible for coverage until:

I. Age 25, as long as the Child is not married, living with the Employee and
dependent upon the Employee for the majority of the Child’s financial
support;

ii. Any age if the Child is disabled and incapable of self-sustaining
employment by reason of mental or physical disability, provided that the
Child became disabled before otherwise becoming ineligible for coverage.
To extend coverage past age 25, appropriate documentation must be
submitted to the Human Resources Department within 31 days of the
Child’s 25" birthday and at least annually thereafter.



Who is not Covered?

Unless a person fulfills the requirements set forth in this Plan, that person is not
covered under the Plan. Please note that the Plan does not cover common law
spouses, same-sex partners or domestic partners.

Adding or Removing Dependents from Coverage

An Employee may add or remove a Child or Spouse only during periods of open
enrollment or after a change in family status as defined in the Plan.

Coverage when a Spouse or Child of an Employee is also an Employee

No one is to be covered more than once under the Plan. If an Employee is
married to another County Employee, each may choose his or her own coverage
or one may cover the other under Dependent coverage, but not both. The
Children may be covered by only one Employee. Otherwise, the Employee may
apply only during periods of open enrollment or under the provisions for Late
Entry, as set forth in paragraph 3h below.

How and When to Obtain Coverage

Each Employee desiring coverage under the Plan must submit a timely
application to the Human Resources Department within 31 days of beginning
employment with the County.

The Application for Coverage

The Application for Coverage is an important document. It requires the
Employee to answer questions about his or her health history, and to answer
questions about the health histories of other persons for whom the Employee
desires to obtain coverage. All such questions must be answered truthfully and
completely to the best of the applicant=s knowledge. It is important that these
questions be answered truthfully. Any fraudulent statements made in the
application will void coverage under the Plan if such statements, when properly
disclosed, would have resulted in coverage not being offered, offered at a reduced
rate, or being subject to a waiting period.

Late Entry into the Plan
I. Late Entrant, whether an Employee, a Spouse or Dependent, is eligible

for coverage under the Plan only upon providing proof of good health
satisfactory to the County and/or the Stop Loss Reinsurer. The Late



Entrant may be responsible for a $25.00 late fee for any costs or charges
associated with providing proof of good health. If the Late Entrant
cannot provide proof of good health, the Late Entrant shall not
participate in the Plan.

I. Costs of Coverage, Employee Contributions

Full-Time Employee

The Plan requires a contribution from the Employee, which is made by
payroll deduction. An Employee without a Spouse or Dependent shall
contribute $41.06 per pay period to be enrolled. An Employee with a
Spouse covered by the Plan shall contribute $86.18 per pay period to be
enrolled. An Employee with one or more Dependents covered by the
Plan, not including a Spouse, shall contribute $82.08 per pay period to be
enrolled. An Employee with a Spouse and one or more other
Dependents shall contribute $107.87 per pay period to be enrolled.

Part-Time Employee

A Part-Time Employee, along with that Employee=s spouse,
dependants, or family may be covered by the Plan. The Part-Time
Employee’s contribution amount shall be the same as a Full-Time
Employee’s contribution amount set forth in the preceding subsection,
above.

Special Employee Contribution Rules
1) Spouse Employed by the County

If Spouses are both employed by the County and both are
otherwise eligible for coverage, each Spouse may enroll for single
coverage or one Spouse may enroll for Spouse and/or Dependent
coverage and the other elect single coverage (or no coverage).
However, if an Employee and another Person Covered by the
Plan (other than a Spouse) are both employed and both are
otherwise eligible for coverage, each must be covered as a single
Employee.

Effective Date of Coverage

New Employees

Coverage for each new Employee, and his or her Spouse and



Dependents, becomes effective on the first day of the sixth full pay
period.

ii. New Spouse or Dependent Children

Coverage for a new Spouse or Dependent Child shall become effective
on the date of marriage or birth. In the case of an adopted Child, coverage
will take effect on the date the adoption is final or the date the Child is
placed in the Employee's home, whichever occurs first.

iil. Late Entrant

For a person who is a Late Entrant, coverage shall begin on the first day
of the next full pay period following the date of approval for coverage.

Change in Family Status

An Employee=s participation in the Group Medical Benefits Plan may be
modified during the Year if the Employee=s family status changes and the
Employee takes steps to notify the Plan Administrator within 31 days of the
change and provides the appropriate evidence of the change, including marital
status; birth, adoption, or guardianship of a Dependent; death of Spouse or
Dependent; or loss of other coverage for Dependent or Spouse of Employee.
Under the circumstances described in this paragraph, appropriate changes may be
made to increase or decrease coverage without waiting for a period of Aopen
enrollment.@

4. FILING A CLAIM

a.

Time

Each claim for benefits must be submitted to the Plan Administrator within 90
days of the date services have been provided. The Provider has the responsibility
for timely filing.

Procedure

Although providers may assist in the claims process, the Employee (or person
covered under the Plan) is responsible for submitting appropriate documentation
to initiate a claim for benefits. Forms may be obtained from the Human
Resources Department. The Employee is responsible for a portion of the
expense, sometimes referred to as the Deductible, the Copayment and the
amounts required as Coinsurance. In addition, the Employee is responsible for
any amount in excess of the Lifetime Limit. The provisions regarding the



responsibilities are set out in more detail below.

Effect of Choice of Provider

The Plan is designated by the term Preferred Provider Organization (APPO@)
which offers some flexibility in choosing a doctor or other provider and some
control in managing medical costs. The costs of services and the procedure for
filing and processing claims depends on whether the Person Covered by the
Plan uses a provider which is part of the PPO network or outside that network.
The Plan covers the same services regardless of the provider chosen; however,
the benefits will vary:

PPO Participants

The use of doctors, hospitals or other health care providers who participate
in the County=s PPO network generally results in a greater benefit to the
Employee.

Care Within the PPO

After the Deductible is applied, the Coinsurance applicable to the first
$6,000 of medical care rendered by a PPO is 20%; after $6,000 of
treatment has been rendered, Coinsurance is not required for treatment
for the same IlIness or Injury for the remainder of the Year. Please note,
outpatient surgery performed at a PPO is not subject to the Coinsurance
requirements. Only the Deductible applies to such expenses.

Care Provided Outside the PPO

The use of a provider who is not within the PPO network will generally
require greater participation of the Employee in paying the medical
expense. After the Deductible is applied, the Coinsurance applicable to
the first $6,000 of medical care by a non-PPO is 40%; after $6,000 of
treatment has been rendered, Coinsurance is not required for treatment of
the same IlIness or Injury for the remainder of the Year.

Limitations for Certain Services
A 20% Coinsurance applies for care in a non-PPO Skilled Nursing
Facility or for Home Health Care, Physical Therapy, or Chiropractic

Care.

Out-of-Pocket Maximums



The above rules concerning the Deductible and Coinsurance limit the
amount of out-of-pocket medical expenses paid by a Person Covered by
the Plan in a given Year. The maximum to be paid depends on whether
the care is within the PPO network or outside the PPO network.

1) Within the PPO the limits are as follows: for an Employee with
single coverage, the out-of-pocket maximum for medical care at a
PPO inany Year is $1,200 in addition to the applicable
Deductible and Copayment. For an Employee with coverage for
the Employee plus Spouse or for Employee plus Dependents, the
out-of-pocket maximum for medical care at a PPO in any Year is
$2,400 in addition to the applicable Deductible and Copayment.
For an Employee with family coverage, the out-of-pocket
maximum for medical care at a PPO in any Year is $3,600 in
addition to the applicable Deductible and Copayment.

(2 Outside the PPO network the limits are as follows: for an
Employee with single coverage, the out-of-pocket maximum for
medical care at a non-PPO provider in any Year is $2,400 in
addition to the applicable Deductible. For an Employee with
coverage for the Employee plus Spouse or Employee plus
Dependents, the out-of-pocket maximum for medical care at a
non-PPO in any Year is $4,800 in addition to the applicable
Deductible. For an Employee with family coverage, the out-of-
pocket maximum for medical care at a non-PPO provider in any
Year is $7,200 in addition to the applicable Deductible.

Copayment

A Copayment is a lump-sum payment made by the Employee or Person
Covered by the Plan for routine medical care within the PPO. Deductible and
Coinsurance do not apply. The amount of the Copayment for specific
treatments or procedures is set forth in the Summary of Benefits. A routine
office visit to a Physician within the PPO system is not subject to the Deductible
and Coinsurance requirements set forth above, but instead is subject only to a
Copayment of $15 per office visit. Services provided by an urgent care center or
similar provider are subject to a Copayment of $25 per visit. If diagnosis of a
medical condition is made during a routine office visit, the Copayment shall
apply to the office visit, but all subsequent treatment will be considered medical
expenses and subject to the Deductible and Coinsurance. When services are
provided by a medical service provider not within the PPO, the amount paid by
the Employee or Person Covered by the Plan is not limited to the Copayment
amount.



Deductible

The Deductible is the amount which each Person Covered by the Plan is
required to pay each calendar Year toward his or her medical expenses before
benefits are paid under the Plan.

Amount of Deductible

The amount of the Deductible depends on the income of the Employee.
For an Employee whose annual salary or regular earnings (excluding
overtime) is less than $20,000, the annual Deductible is $150. For an
Employee whose annual salary or regular earnings (excluding overtime)
exceeds $20,000, the annual Deductible is $250. When three persons
who are covered under one Employee=s umbrella have met the annual
Deductible, the Deductible will not apply for that Employee=s claims for
the balance of that Year.

Expenses Which Qualify for the Deductible

Most medical expenses which are payable under the Plan apply to
meeting the Deductible. However, some expenses do not apply to
meeting the Deductible: Copayments, cost of prescription drugs, non-
compliance penalties, ineligible expenses, and payments for treatment of a
Mental Iliness, Chemical Dependency or Substance Abuse.

Application of the Deductible to Claims

Claims for payment under the Plan are counted toward the Deductible in
the order in which they are received by the Claims Administrator.

Coinsurance

What is Coinsurance?

The Plan requires each Person Covered by the Plan to contribute to the
cost of his or her medical care through Coinsurance. Coinsurance is a
percentage of the medical expenses of the Person Covered by the Plan
that the Person Covered by the Plan is required to pay and for which the
Plan is not responsible.

Amount of Coinsurance

The amount of Coinsurance for which the Person Covered by the Plan
is responsible depends on whether the medical care is rendered within the



PPO or outside the PPO.

g. Lifetime Limit

Benefits shall not exceed $2,000,000 per Person Covered by the Plan over the
lifetime of the Person Covered by the Plan.

COVERED MEDICAL EXPENSES

The Plan covers many expenses of medical treatment and related services which are set
out in detail below. Coverage under the Plan is subject to all of the other plan
provisions, including the Deductibles, Coinsurance and Copayment requirements set
forth previously, and all of the other limitations set forth. In addition, certain expenses
are specifically excluded under the Plan, and the exclusions are set out specifically in
Section 6, below.

a. Annual Routine Physical Exams and Preventative Care

Annual Routine Physical Exams

The charges of a Physician for conducting an annual routine physical
exam are covered under the Plan. An annual routine physical exam,
including a sports exam, is a medical exam given by a Physician for a
reason other than to treat a suspected or identified Injury or Illness.
Included as a part of the exam are x-rays, laboratory and other tests
which are administered in connection with the examination. One routine
physical exam is covered annually for each Person Covered by the Plan.

Preventive Care

The charges of a Physician for conducting certain preventive care are
covered under the Plan as follows:

1) Immunizations

The Plan will pay for routine immunizations, but will not pay for
immunizations which are required for foreign travel.

(2 Well baby care.

Well baby care is covered under the Plan as routine preventive
care, with no dollar limit for children under the age of two years.

10



(3)

(4)

(5)

Mammography

Mammaography is covered under the Plan as Preventive Care. One
baseline mammogram is covered between the ages of 35 through
39. After age 39, one mammogram is covered biannually between
the ages of 40 through 49. After age 50, one mammogram is
covered annually. The Plan may pay for earlier and more frequent
mammograms, as ordered by a Physician, if a Person Covered by
the Plan is determined by a Physician to be at a higher risk for
disease.

Cytologic Screening

The Plan will pay for annual cytologic screening, including a
Papanicolaou test and a pelvic exam, for asymptomatic as well as
symptomatic women, so long as the tests are performed by a
person licensed within the scope of his or her practice to perform
cytologic screening, including Physicians, Certified Nurse
Midwives and Nurse Practitioners.

Diabetes

The Plan provides coverage for a Person Covered by the Plan
with insulin-using diabetes, with non-insulin using diabetes and
with elevated blood glucose levels induced by pregnancy. This
coverage is a basic health care benefit and each Person Covered
by the Plan is entitled to the medically accepted standard of
medical care for diabetes and benefits for diabetes treatment as
well as diabetes supplies, all of which are subject to the provisions
of the Plan with regard to Deductibles, Coinsurance and other
Plan provisions.

(@  The Plan will pay for the following equipment, supplies,
and appliances to treat diabetes:

Q) Blood glucose monitors, including those for the
legally blind;

(i) Test strips for blood glucose monitors;

(i) Visual reading urine and ketone strips;

(iv)  Lancets and lancet devices;

(V) Insulin;

(vi)  Injection aids, including those adaptable to meet the
needs of the legally blind;

(vii)  Syringes;

11



(6)

(b)

(©)

(viii)  Prescriptive oral agents for controlling blood sugar

(ix)

(x)

levels;

Medically necessary podiatric appliances for
prevention of feet complications associated with
diabetes, including therapeutic molded or depth-
inlay shoes, functional orthotics, custom molded
inserts, replacement inserts, preventive devices and
shoe modifications for prevention and treatment;
and

Glucagon emergency Kits.

When prescribed by a Physician, the Plan will pay for the
following basic health care benefits:

(i)

(i)

Diabetes self-management training that shall be
provided by a certified, registered, or licensed

health care professional with recent education in
diabetes management, which shall be limited to:

e Medically necessary visits upon the diagnosis of
diabetes;

e Visits following a Physician diagnosis that
represents a significant change in the patient’s
symptoms or condition that warrants changes in
the patient’s self-management; and

e Visits when re-education or refresher training is
prescribed by a Physician.

Medical nutrition therapy related to diabetes
management.

The Plan will pay for new or improved equipment,
appliances, prescription drugs for the treatment of diabetes,
insulin, or supplies for the treatment of diabetes approved
by the Food and Drug Administration,

Prostate Specific AA@ Screening

The Plan will pay for prostate specific "A" screening as under the
following provisions:

()

One baseline screening shall be covered for men aged 40
through 50;

12



(b)  After age 50, annual screening shall be covered.

For men at high risk of prostate disease, as certified by the treating
Physician applying recognized medical standards, annual
screening will be covered after age 40.

b. Hospital and Other Medical Expenses

Medical Expenses

The Plan will pay expenses for certain Hospital and other related medical
services and supplies, as set forth below. To be eligible, medical expenses
must be for treatment of an Injury or IlIness.

1)

()

(3)

Hospital Expenses

The Plan will pay for Hospital care, whether inpatient or
outpatient.

Emergency Room Visits

The Plan will pay for emergency room care. A co-payment of
$100 shall apply to all emergency room visits. In the event of an
emergency, with imminent danger to life or limb, during travel
outside the local PPO network area, the Plan will pay as if within
the PPO. When a Person Covered by the Plan is a full-time
student attending college outside the local PPO network area, the
Plan will pay as if within the PPO.

Out of Country Claims

Out of Country claims will be paid at the non-network level of
benefits if travel is for purposes other than seeking medical care,
and only upon receipt by the County of a translation of the medical
bills or documents that sufficiently describes the medical service.
Please submit a claim, or the bill, a copy of your receipt, and a
translation to your claims administrator for reimbursement of
services obtained while traveling out of the country. Claims will
be paid at the rate of exchange on the date Tall Tree
Administrators receives the claim.

13



(4)

(5)

(6)

(7)

Surgery

The Plan will pay for a primary surgeon for surgery. The Plan
will also pay charges of an assistant surgeon, but the maximum
amount the Plan shall pay for such services shall be no more than
20% of the charges of the primary surgeon. If two or more
surgical procedures are performed during one period in the
operating room, the maximum amount the Plan will pay is the
charge for a procedure for which the highest surgical benefit is
provided, plus not more than 50% of the cost of other surgical
procedures.

The Plan will pay for outpatient surgery as follows: If within the
PPO, 100% of the maximum allowable charges; if not within the
PPO, the charges are subject to the Deductible and Coinsurance
provisions.

Pre-Admission Testing

The Plan will pay for diagnostic and/or laboratory services
performed by a Physician on an outpatient basis within seven days
prior to admission to a Hospital, provided that the services are
related to the Hospital admission.

Treatment of TMJ

The Plan will pay for surgical and nonsurgical treatment of
craniomandibular or temporomandibular joint (TMJ) disorders,
including diagnostic examination, x-rays, medications, Physical
Therapy and dental splints. If the TMJ is the result of trauma,
then benefits are also available for orthodontic appliances and
treatment, crowns, bridges and dentures, which are not normally
covered. Treatment of TMJ must have prior written approval in
order to be covered. The Plan will not pay for TMJ treatment or
diagnostic procedures for which prior written approval was not
obtained.

Anesthesiology

The Plan will pay for a licensed anesthesiologist for services
rendered in connection with surgery. The benefit payable shall be
based upon unit value plus time, according to the 1974 American
Society of Anesthesiologists Relative Value Guide and special
modifiers (with updates).

14



(8)

(9)

(10)

(11)

(12)

Physicians

The Plan will pay for services of a Physician, Physician’s
Assistant, Certified Nurse Practitioner, and Midwife for
medical treatment.

Physical Therapy

The Plan will pay for Physical Therapy prescribed by a
Physician and provided by a registered physiotherapist, provided
that a Physician re-examines the patient and renews the
prescription for such physical therapy at intervals of not more than
three months.

No more than 60 such visits are covered each Year.
Speech Therapy

The Plan will pay for speech therapy, provided the therapy is
restorative or rehabilitative in nature and treatment is provided by
a qualified speech therapist.

Occupational Therapy

The Plan will pay for occupational therapy, provided the therapy
is restorative or rehabilitative in nature and treatment is provided
by a qualified occupational therapist.

Drugs, Medicine, Diagnostic Testing, Oxygen, Specialized
Therapies

Prescription drugs are covered under the County’s Prescription
Plan administered by a prescription service provider. Prescription
benefits are defined below in Subparagraph 5bi(26). Medicine,
chemicals, equipment, oxygen, and specialized therapies
prescribed by a Physician but not covered by the Prescription
Plan are covered by the Plan, subject to deductibles and co-
payment. Within the PPO network, the Plan pays 90% of covered
expenses. Outside the PPO network, the Plan pays 70% of
covered expenses. Examples of such items include the following:

15



(13)

()

(b)

(©)

(d)

(€)

Drugs and Medicine Not Obtained Through the
Prescription Plan

The Plan will pay for drugs and medicine requiring a
Physician's prescription which are not obtained through
the Prescription Plan.

Oxygen, Medical Equipment

The Plan will pay for oxygen and rental of equipment
required for its administration or purchase of equipment if
the Plan Administrator determines that the rental cost will
exceed its purchase cost.

X-Ray, Radium, Cobalt or Radioactive Isotope Therapy
and Chemotherapy

The Plan will pay for X-rays and radium, cobalt or
radioactive isotope therapy and chemotherapy.

Consequence of Chemotherapy or Other Medical
Treatment

The Plan will pay for one synthetic wig per year when
ordered by a Physician.

Outpatient Diagnostic Testing
The Plan will pay for outpatient diagnostic testing

including colonoscopies, MRI’s, CT’s, stress tests, and
other diagnostic testing.

Medical Devices

The Plan will pay for braces, crutches, casts, splints, initial
artificial limbs or eyes, or other prosthetic appliances to replace
lost physical organs or parts, or to aid in their functions when
impaired, if the loss or impaired function occurred while covered
under this Plan. Replacement of prosthetic appliances is covered
only when there has been a significant change in the physical
condition which causes the existing appliances to be inoperable.

16



(14)

(15)

(16)

Emergency Transportation/Ambulance Services

The Plan will pay for emergency transportation, so long as such
emergency transportation occurs within the continental United
States, to the nearest Hospital where care and treatment can be
given, or to another medical institution for special emergency
treatment. The Plan will also pay for emergency transportation,
including air transport, to the nearest Hospital which provides
complete perinatal care and intensive care of intrapartum and
perinatal high-risk patients, with responsibilities for coordination
of transport, communication, education and data analysis systems
for the geographic area served, where necessary to protect the life
of an infant or mother, or for the medically high-risk pregnant
woman with an impending delivery of a potentially viable infant.

Blood and Plasma
The Plan will pay for blood and blood plasma products.

Mental Health Services and Alcoholism/Substance Abuse
Treatment

The Plan will pay for mental health services, Alcoholism and
Substance Abuse treatment, as set forth in this section.

(@) Inpatient Mental Health Services and
Alcoholism/Substance Abuse Treatment

The Plan will pay for room, board, services and supplies,
and inpatient Physician visits. Pre-certification is required
for each inpatient admission. Benefits include inpatient
individual and group psychotherapy, psychological testing
with prior written approval, family counseling, or
counseling with family members to assist in the patient's
diagnosis and treatment, so long as these inpatient services
are provided by a Physician or other licensed provider.

(b) Outpatient Mental Health Services and
Alcoholism/Substance Abuse Treatment

The Plan will pay for outpatient treatment of Mental
IlIness or Alcoholism/Substance Abuse when the
treatment is provided by a Physician (such as a
Psychiatrist or a Clinical Psychologist who is certified

17



(17)

(18)

(19)

according to appropriate state law), a drug abuse program
that complies with the Drug Abuse Program standards of
the state where services are provided, an Alcoholism
treatment program that complies with the Alcohol Abuse
Program standards of the state where services are provided,
or providers who are properly licensed or certified to
engage in the independent practice of psychotherapy (such
as a licensed Clinical Psychiatric Social Worker or
Licensed Psychiatric Nurse) and acting under the direct
supervision of a Psychiatrist or a licensed Clinical
Psychologist within the scope of their respective licenses.
Treatment provided by anyone else is not covered unless
pre-certified pursuant to the procedures set forth in Section
7 (b) (i1). Outpatient benefits are limited to the number of
visits specified in the Summary of Medical Benefits.
Outpatient benefits are not available if the Person Covered
by the Plan is admitted to an inpatient facility or
residential treatment center.

(c) Allergy Testing, Injections and Serum

The Plan will pay for allergy testing, treatment and serum.
Pregnancy/Childbirth
The Plan will pay for pregnancy and childbirth. The Plan will
pay for ultrasound, amniocentesis, and chorionic villi sampling.
The Plan will also pay for neonatal care, including circumcision
and other routine neonatal tests and procedures.
Treatment of Newly Born Children
The Plan will pay for treatment of newly born Children,
including the necessary care and treatment of medically diagnosed
congenital defects and birth abnormalities, so long as properly
enrolled pursuant to the Plan, above.
Voluntary Surgical Sterilization
The Plan will pay for voluntary surgical sterilization including

tubal ligation and vasectomy. Reversal of a voluntary surgical
sterilization is not covered under the Plan.

18



(20)

(21)

(22)

(23)

Chiropractic Care and Acupuncture

The Plan will pay for Chiropractic Care and Acupuncture.
Within the PPO network, The Plan will pay 80% of the cost of
chiropractic treatment and acupuncture up to a maximum amount
of $1,000 per Person Covered by the Plan per Year. Outside the
PPO network, The Plan will pay 70% of the cost of chiropractic
treatment and acupuncture up to a maximum amount of $1,000 per
Person Covered by the Plan per Year.

Dental Surgery/Cosmetic Surgery

The Plan will pay for dental surgery or cosmetic surgery required
as a result of an Injury to a Person Covered by the Plan, so long
as such work is performed within one year of the date of the
Injury. With respect to teeth, only sound natural teeth are eligible
for repair due to an Injury, that is, teeth that are free of decay and
have live roots without caps or crowns, although they may have
been restored by fillings. The Plan will also pay for oral surgery
to remove impacted wisdom teeth. Coordination of dental benefits
under this section with the optional Employee dental plan may be
required.

Room and Board

The Plan will pay for room and board and other services and
supplies furnished to a Person Covered by the Plan while a full-
time inpatient at a Hospice, Hospital or convalescent facility. The
Plan will not pay for a private room unless no semi-private room

is available or a Physician certifies that a private room is
medically necessary. The Plan will not pay for confinement
beyond 100 days.

Pain Control Not Covered by Prescription Plan

(@) Inpatient Pain Control Not Covered by Prescription
Plan

The Plan will pay for pain control and other acute and
chronic symptom management furnished to a Person
Covered by the Plan while a full-time inpatient at a
Hospice, Hospital or convalescent facility subject to
applicable Deductible and Coinsurance.

19



(24)

(25)

(b)  Outpatient Pain Control Not Covered by Prescription
Plan

The Plan will pay for pain control and other acute and
chronic symptom management furnished to a Person
Covered by the Plan outside the confines of a facility, as
ordered by a physician, subject to applicable Deductible
and Coinsurance.

Cosmetic Surgery

The Plan will not pay charges for cosmetic surgery except when
needed for breast reconstruction following a mastectomy, to
correct damage caused by an Injury, or to correct a birth defect
resulting in the malformation or absence of a body part.

Organ, Tissue and Bone Marrow Transplantation and Stem
Cell Procedures

Precertification by American Health is required prior to any organ,
tissue or bone marrow transplant or stem cell procedure. It is the
responsibility of the Person Covered by the Plan to be certain
precertification is obtained. Failure to obtain precertification will
result in denial of benefits.

This benefit contains medical terminology and descriptions of
medical conditions, procedures or treatments that may be unknown
to the Person Covered by the Plan. It is recommended that the
Person Covered by the Plan review these provisions with the
treating physician or health care provider to discuss any questions
concerning the benefits and limitations of this coverage.

Not all organ-tissue-bone marrow transplants or stem cell support
procedures (“transplants™) are covered, whether performed as
independent procedures or in combination with other therapies,
e.g., High Dose Chemotherapy (HDC) and/or High Dose
Radiotherapy (HDR). Upon receipt of a request for
precertification for a transplant, American Health will undertake a
review. Only the transplants and combination therapies deemed
medically necessary and not investigational are eligible for
coverage.

Note: The term “transplant” as used in this plan document
includes related procedures and combination therapies (e.g., HDC
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and/or HDR) in conjunction with a transplant, and includes any
drugs or devices used in conjunction with the transplant or
procedure.

In addition to meeting the medical necessity criteria described in
this plan document, American Health will also consider the
following criteria in determining medical necessity:

Scientific adequacy of clinical trials and research on the
safety, efficacy and outcomes of the requested transplantation
and its indications;

Community standards and practice as determined by
American Health; and

Whether the proposed transplant is investigational, as
described below.

In determining whether the proposed transplant is investigational,
American Health will use the following criteria:

The drug or device cannot be lawfully marketed without full
(unrestricted) approval of the U.S. Food and Drug
Administration and approval for marketing has not been
given at the time the proposed transplant/procedure is
furnished; or

The hospital or facility performing the transplant/procedure
or providing the drug, device or medical treatment considers
it experimental or investigational as indicated on such
hospital or facility’s patient consent form, or in its medical
policies; or

Published reports and articles in authoritative (peer reviewed)
medical and scientific literature show that the prevailing
opinion among experts regarding the drug, device, medical
treatment, procedure or service is that further studies or
clinical trials are necessary to determine its maximum
tolerated dose, its toxicity, its safety, appropriate patient
selection, its efficacy, or its efficacy as compared with the
standard treatment(s) for the diagnosis.

American Health reserves the right to utilize outside review
agencies to ensure a comprehensive and neutral evaluation of
the above limited benefits and services.

Covered Transplants
The following transplants are eligible for coverage when they meet
the following criteria:

Organ transplants—heart; heart-lung; lung (lobar, single and
double lung); kidney; pancreas; kidney-pancreas; liver
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Small bowel; small bowel-multivisceral

Corneal transplants

Autologous islet cell transplantation (AICT)
Allogeneic and autologous bone marrow transplants

Benefits for allogeneic or autologous bone marrow transplants
(including PSCR procedures and/or HDC or HDR) are not
available for treatment of all conditions, or at all stages of a
condition, even if the provider recommends such treatment.

Note: Since medical research regarding the effectiveness of
transplants/PSCR procedures is ongoing, Amercian Health
periodically reviews conditions to determine eligibility for
benefits.

Covered Services

The following services, provided in connection with, or in
preparation for, the organ, tissue or bone marrow transplant/stem
cell support procedures and combination therapies included within
this benefit provision, are considered covered services when
medically necessary, as defined above:

Facility and professional services

Drugs and supplies

Air and ground transportation of a medical team to and from
the site in the contiguous states of the United States for the
procurement of tissue that is subsequently transplanted into a
Person Covered by the Plan.

Bone marrow search and procurement of a suitable bone
marrow donor when a Person Covered by the Plan is the
recipient of a covered allogeneic transplant and in
accordance with customary transplant center protocol as
identified by that specific transplant center.

Expenses incurred by a donor when both the donor and the
recipient are Persons Covered by the Plan. Both donor and
recipient are responsible for deductible, coinsurance and/or
co-payment requirements unless and until Tall Tree
Administrators is notified that a Person Covered by the
Plan is a donor for a recipient who is also a Person Covered
by the Plan, at which time all covered donor-related services
following such notification will be processed under the
recipient’s Plan.

Medical expense incurred by a donor when the recipient is a
Person Covered by the Plan and the donor is not a Person
Covered by the Plan. Covered donor expenses include
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complications and medically necessary follow-up care related
to the donation for up to six (6) months post transplant, as
long as the recipient’s coverage remains in effect.

Payment for all covered services will be based on the applicable
allowed amount. If coverage is requested for a
transplant/peripheral stem cell rescue (PSCR) procedure to treat a
condition other than those approved per current medical standards,
the request will be individually reviewed, as described above. If it
is determined by American Health that the transplant is not
medically necessary for the Person Covered by the Plan, or is
otherwise excluded from coverage, coverage will be denied.

Definitions
The following definitions apply to terms used in this benefit and
elsewhere in the Plan:

Bone marrow transplant: a medical and/or surgical procedure
comprised of several steps or stages, including, without limitation:
e The harvest of stem cells, whether from the bone marrow or

from the blood, from a third-party donor (allogeneic
transplant) or from the patient (autologous transplant). The
definition further specifically includes all component parts of
the procedure, including, without limitation, the HDC and/or
HDR,;

e Autologous bone marrow transplant specifically includes
transplants wherein the transplant component is derived from
circulating blood in lieu of, or in addition to, harvest directly
from the bone marrow, a procedure commonly known as
peripheral stem cell transplant or rescue procedure;

e Processing and/or storage of the stem cells after harvesting;

e The administration of HDC and/or HDR, when this step is
prescribed by the treating physician;

e The infusion of the harvested stem cells; and

e Hospitalization, observation and management of reasonably
anticipated complications such as graft versus host disease,
infections, bleeding, organ or system toxicities and low blood
counts.

High dose chemotherapy (HDC): a form of chemotherapy
wherein the dose and/or manner of administration is expected to
result in damage to the bone marrow or suppression of its function
S0 as to warrant or require receipt by the patient of allogeneic or
autologous bone marrow transplantation.

High dose radiotherapy (HDR): a form of radiotherapy wherein
the dose and/or manner of administration is expected to result in
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damage to the bone marrow or suppression of its function so as to
warrant or require receipt by the patient of an allogeneic or
autologous bone marrow transplantation.

Related expenses: the cost associated with pre-transplant testing,
chemotherapy or radiation therapy associated with transplant
procedures, harvest and reinfusion of stem cells or bone marrow,
drugs and medications (including those administered to mobilize
stem cells for transplants), inpatient hospitalization and outpatient
services.

Benefits are not available for:

e Nonmyeloablative (“mini””) or consecutive (“tandem”)
ABMT/stem cell rescue procedures, unless they otherwise
meet American Health coverage criteria.

e HDC or HDR, as defined above, if the associated transplant
is not eligible for coverage.

e Expenses related to a non-covered transplant (see definition
of “Related expenses” above).

e Expenses related to donation of an organ to a recipient who is
not a Person Covered by the Plan, including, but not
limited to, pre-transplant testing, chemotherapy or radiation
therapy associated with transplant procedures, harvest and
reinfusion of stem cells or bone marrow, drugs and
medications (including those administered to mobilize stem
cells), inpatient hospitalization and outpatient services.

Transplant Travel and Lodging

As used in this Plan, the term “eligible Plan member” means a
Person Covered by the Plan who is receiving a covered
transplant that has been precertified by American Health.

When an eligible Person Covered by the Plan must travel more
than seventy-five (75) miles from his/her residence for a covered
solid organ or bone marrow or stem cell transplant, coverage is
available to reimburse the Person Covered by the Plan for
documented transportation, lodging and food expenses while the
Person Covered by the Plan must be at or in proximity to the
facility.

This benefit is available while the Person Covered by the Plan is
receiving medically necessary pre- and post-operative treatments.
Travel and lodging benefits are not available for initial evaluation
to determine if the Person Covered by the Plan is a candidate for
transplant. In addition, this benefit is available when the Person
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Covered by the Plan must travel to the facility at which the
transplant was performed for treatment of complications related to
the covered transplant or for routine transplant follow-up care.

This benefit is also available for travel related to covered follow-
up care or treatment of complications for the Person Covered by
the Plan who received a transplant while covered by another
carrier. To the extent a donor is eligible for coverage under the
provisions of the Organ, Tissue and Bone Marrow Transplantation
and Stem Cell Procedures benefit, and if the donor must travel
more than 75 miles from his/her home to donate, travel and
lodging expenses are also covered for the donor, but accumulate
toward the recipient subscriber’s lifetime maximum travel and
lodging benefit.

Covered Travel and Lodging Expenses

Covered expenses include mileage for travel in a personal vehicle
(at the rate set by the Internal Revenue Service in effect at the time
of travel), or car rental charges, or bus, train or air fare, room
charges and meal expenses for the subscriber (when not an
inpatient) and companion(s).

A lifetime maximum is an aggregate amount, not a per person
amount, for the Person Covered by the Plan receiving a covered
transplant and any and all persons accompanying the Person
Covered by the Plan. The reimbursement will be calculated at
$200 per day for the total number of travel and lodging days, but
will not exceed actual covered expenses. The lifetime maximum
includes travel and lodging expenses for covered treatment of
complications, follow-up care, and donor expenses, as described
above.

Deductible and coinsurance are not applied to travel and lodging
reimbursement.

Special Transplant Benefit

In addition to any standard transplant benefit set forth in this Plan,
a Special Transplant Benefit may be available when a Person
Covered by the Plan participates in the Special Transplant
Program. The Special Transplant Benefit provides enhanced
transplant benefits, and participation in the program is voluntary.
Additional information regarding the Special Transplant Program
may be obtained through Sun Life Financial Group. The Special
Transplant Benefit provides the following benefits in addition to
any transplant benefits available under the Plan:
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(26)

(27)

Access to Centers of Excellence Transplant Facilities

throughout the United States;

Reimbursement, up to a total of $5,000, for expenses

incurred by the Person Covered by the Plan and one

companion, or both parents if the Person Covered by the

Plan is a minor child;

(@) for travel to and from the Centers of Excellence facility
when that travel is related to the actual transplant
occurrence; and

(b) for lodging expenses related to such travel and occurring
prior to and following the actual transplant occurrence;

Waiver of the Person Covered by the Plan’s deductible and

co-payments up to $1,500 during the year in which the

transplant occurs.

The Special Transplant Benefit is only available when a Person
Covered by the Plan participates in the Special Transplant
Program and satisfies all of the following requirements:

Notification of the transplant procedure must be provided to
Sun Life Financial Group in accordance with its guidelines;
The Person Covered by the Plan must call the Special
Transplant Program at 1-888-40RGANS as soon as the
Person Covered by the Plan is identified as a potential
transplant candidate to notify the Special Transplant Program
of the impending transplant; and

All transplant services must be rendered at a Centers of
Excellence Transplant Facility which participates in this
Program for the specific organ or tissue transplant required.
A current list of participating Centers of Excellence facilities
for each type of transplant is available from Sun Life
Financial Group.

Hearing Examinations, Hearing Aids, Related Supplies

The Plan will pay for hearing examinations, hearing aids or
related supplies subject to applicable Deductible and
Coinsurance.

Vision Care

The Plan will pay a portion of the expenses for eye examinations,
eye glasses and contact lenses. The benefits described in this

section are administered by the Human Resources Department and
not by the Plan Administrator. Claims should be submitted only
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(28)

on forms available for this purpose from the Human Resources
Department. Coverage is available for all Employees (excluding
seasonal and temporary Employees) and their eligible Dependents
as follows:

Eye Examinations $75.00 per Person
Pair of Single Lenses $60.00 per Person
Bi-Focal Lenses $75.00 per Person
Tri-Focal Lenses $90.00 per Person
Lenticular Lenses $70.00 per Person

Single (Replacement) Lens  The maximum amount for a single
lens is 50% of the maximum amount
payable for a pair of lenses.

Frames $75.00 every 2 Years per Person
Contact Lenses $110.00 per Person per Year
Lasik Surgery $500.00 per Person per Year

Prescriptions

The County, as a part of its benefit package, provides a
prescription card. The benefits available under the prescription
card are provided through a prescription service provider and are
subject to approval by the provider, WHP Health Initiatives, Inc.,
(“WHI™), in accordance with the provider’s formulary which is
adopted and incorporated by reference. The Prescription Plan is
a “Three Tier” plan which requires a Copayment of $12.00 for
generic drugs, $20.00 for brand name drugs and $40.00 for non-
formulary name brand drugs. The prescription drug program
generally covers only standard prescription drugs. Some drug
treatments may be monitored and administered as medical claims.
Since the list of drugs which are not covered may change from
time to time, it may be necessary to contact the company providing
the prescription services in specific cases. Generally, the
prescription plan will not pay for drugs that are not approved by
the Food and Drug Administration, over-the-counter drugs,
nicotine products marketed as smoking deterrents or similar
purposes, nutrition or diet supplements or medications, anabolic
steroids, drugs prescribed to reduce wrinkles (such as Retin A) or
for the purpose of promoting hair growth (such as Rogaine or
topical minoxidil). Also not covered under the prescription plan
may be durable medical supplies, devices, appliances and
injectables which, in some cases, may be covered under the
medical benefits plan.
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(30)

(31)

(32)

(33)

Home Health Care

The Plan will pay for home health care expenses, so long as
treatment is provided in the home, by a Home Health Care
Agency and under a Home Health Care Plan. The Plan will pay
for part-time or intermittent care by an R.N. or an L.P.N., part-time
or intermittent home health care aide, or physical, occupational,
respiratory, or speech therapy provided at home. The Plan may
pay for homemaker or caretaker services provided by a home
health care aide. Home Health Care includes up to 100 visits per
Year, with each home visit including up to 4 hours of Home
Health Care services. With proper medical review, the Plan may
pay for more than 100 visits per Year.

Hospice Care

The Plan will pay for Hospice care when provided as a part of a
Hospice care program, upon the written order of a licensed
Physician.

Skilled Nursing Facilities

The Plan will pay for confinement in a Skilled Nursing Facility
for up to 60 days per Person Covered by the Plan per Year, so
long as such confinement commences within 14 days of a Hospital
confinement of at least 3 days and is for the same medical
condition treated during the Hospital confinement. The
Coinsurance applicable to care in a Skilled Nursing Facility is
greater. A Person Covered by the Plan shall be responsible for
20% of the cost of such care.

Other Expenses

The Plan will pay for part-time or intermittent nursing care by an
R.N. or L.P.N. for up to eight hours in any one day when provided
in a Hospice. The Plan will also pay for medical social services
under the direction of a Physician, including assessment of social,
emotional, medical, home and family needs; identifying
community resources which are available; obtaining resources to
meet needs of a Person Covered by the Plan.

Smoking Cessation

The Plan will pay for smoking cessation when provided by a
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6.

Physician or pursuant to the direction and supervision of a
Physician.

EXCLUSIONS

Coverage under the Plan is not provided for any of the following charges:

a.

Charges Which Are Not Medically Necessary

The Plan will pay only for medical expenses which are Medically Necessary and
for those routine, preventative services which are specifically described.
Accordingly, the Plan will not pay for any expense which is not Medically
Necessary.

Charges Which are not Usual, Customary, or Reasonable

The Plan will not pay charges which exceed the usual, customary, and reasonable
charges for medical treatment and medical expenses in San Juan County, New
Mexico. The Plan relies in part on the guidelines of the Health Institute
Association of America (HIAA) to determine what is reasonable.

Plastic Surgery, Rhinoplasty, Blepharoplasty or Brow L.ift

The Plan will not pay charges for rhinoplasty, blepharoplasty or brow lift, except
when needed to correct a functional condition or to correct a condition that results
from an Injury. Hospital services and Physician=s services furnished in
connection with cosmetic surgery shall be limited to: 1) Services for correction of
defects incurred through accidental bodily injury sustained by a Person Covered
by the Plan while covered under the Plan and prior County plans; and 2)
Surgical procedures which primarily restore function, whether or not there is an
incidental improvement in Physician appearance. In no event shall the Plan be
liable for payment of benefits hereunder for cosmetic surgery unless the Person
Covered by the Plan has first obtained the prior written approval of the Plan
Administrator that such surgery shall be deemed eligible for benefits as covered
services.

Commission of Certain Crimes
The Plan will not pay charges which result from the Person Covered by the
Plan engaging in an illegal occupation or from the commission of or attempted

commission of an assault or felonious act by the Person Covered by the Plan
seeking benefits.
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War

The Plan will not pay charges which result from war or act of war, declared or
undeclared.

Workers' Compensation

The Plan will not pay charges arising from a work-related Injury or Iliness when
workers' compensation or similar benefits are, or should be, available, even if the
work-related benefits are not claimed.

Weight Reduction, Fitness

The Plan will not pay charges for weight reduction, weight control or physical
fitness, even if such services are performed or prescribed by a Physician, except
as otherwise specifically provided.

Miscellaneous Reproductive Procedures

The Plan will not pay charges for genetic testing, reversal of a vasectomy,
reversal of voluntary sterilization, reversal of a tubal ligation, treatment of
infertility other than surgical treatment, infertility drugs, artificial insemination,
in-vitro fertilization, embryo or fetal implants or any other form of artificial
conception.

Nonmedical Equipment

The Plan will not pay charges for air conditioners, purifiers, dehumidifiers,
corrective shoes, orthotics, heating pads, hot water bottles, clothing or equipment

Special Education

The Plan will not pay charges for special education for learning deficiencies or
behavioral problems, whether or not associated with Mental IlIness or other
disturbances.

Travel of a Physician or Health Care Provider

The Plan will not pay charges for travel for a Physician or Health Care
Provider attending a Person Covered by the Plan or travel expenses of a

Person Covered by the Plan, even if recommended by a Physician or Health
Care Provider.
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Broken Appointments, Other Miscellaneous Charges

The Plan will not pay charges for broken appointments, telephone calls or other
miscellaneous charges which are not related to medical treatment.

Medical Reports, Bills, Statements

The Plan will not pay charges for preparation of medical reports and/or itemized
bills, unless requested by the Plan Administrator.

Nonmedical Expenses

The Plan will not pay charges for nonmedical expenses such as training,
educational instruction or educational materials, even if performed or prescribed
by a Physician or Health Care Provider unless otherwise specifically provided.
Phony or Fraudulent Charges

The Plan will not pay charges for services or supplies which are phony or
fraudulent, for which there is no legal obligation to pay, or charges that would not
be made but for the availability of benefits under the Plan.

Vitamins, Nutritional Supplements

The Plan will not pay charges for vitamins and/or nutritional supplements.

Treatment Not Prescribed or Recommended by a Physician

The Plan will not pay charges for treatment which is not prescribed or
recommended by a Physician.

Mailing

The Plan will not pay for charges for mailing.

Experimental or Investigational Treatments or Supplies

The Plan will not pay charges for equipment, supplies, procedures or treatments
which are experimental or investigational, or primarily for purposes of research.

The Plan Administrator has discretion to determine whether the service or item
provided or the procedure performed is experimental or investigative, after

considering information such as the following:

i. Medical or dental records;
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ii. The consent document signed, or required to be signed, in order to receive
the prescribed service or supply;

iii. Protocols of the Health Care Provider which is to render the prescribed
service or prescribes or dispenses the supply;

v, Authoritative peer reviewed medical or scientific writings that are
published in the United States regarding the prescribed service or supply
for the treatment of the diagnosis of the Person Covered by the Plan,
including, but not limited to "United States Pharmacopeia;@ and
"American Hospital Formulary Service;@

V. The published opinions of the American Medical Association (AMA),
such as "The AMA Drug Evaluations" and "The Diagnostic and
Therapeutic Technology Assessment (DATTA) Program@, etc.; or
specialty organizations recognized by the AMA,; or the National Institutes
of Health (NIH); or the Center for Disease Control (CDC); or the Office of
Technology Assessment; or the American Dental Association (ADA),
with respect to dental services or supplies;

Vi. Federal laws or final regulations issued by or applied to the FDA or
Department of Health and Human Services regarding the prescribed
service or supply; and

vii.  The latest edition of "The Medicare Coverage Issues Manual."
Certain Foot Treatment

The Plan will not pay charges for treatment of weak, strained, flat, unstable or
unbalanced feet, metatarsalgia or bunions, except open cutting operations;
charges for treatment of corns, calluses or toenails, except the removal of nail
roots and necessary services for the treatment of metabolic or peripheral vascular
diseases.

Certain Vision Treatment

The Plan will not pay charges for Orthoptics or vision training, or any associated
supplementary testing, or for eyeglasses with plano lenses, lost or broken lenses
and/or frames, eye examinations required as a condition of employment or by
virtue of a labor agreement with a governmental body or agency, or which could
be obtained without cost from any governmental agency.
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aa.

bb.

CC.

Marital and Sexual Dysfunction

The Plan will not pay charges for counseling or training in connection with
marital, family or sexual dysfunctions. The Plan will not pay charges related to
penile prosthetic implant.

Care Provided by the United States Government

The Plan will not pay charges for any care or treatment provided or furnished by
the United States government or an agency thereof, or by the government of any
country, except a charge that the Person Covered by the Plan is legally required
to pay without regard to the existence of coverage under the Plan.

Certain Inpatient Treatment Expenses

The Plan will not pay charges for inpatient admission to a Hospital, if the
necessary services could reasonably be rendered on an outpatient basis.

Health Clubs, Gyms

The Plan will not pay charges for purchase or rental of hot tubs, spas, saunas,
pools, gyms, Jacuzzis, for membership to health clubs, spas, or sports clubs, water
beds, flotation devices, exercycles or any other related expenses.

Transsexual Procedures

The Plan will not pay charges related to or for transsexual medical or surgical
procedures or operations.

Biochemical Hair Analysis

The Plan will not pay charges for biochemical analysis of hair.

Chiropractic Devices

The Plan will not pay charges for devices or supplies made, ordered, supplied or
prescribed by a chiropractor for any reason, including purchase from any
commercial facility.

Colonic Therapy

The Plan will not pay charges for colonic irrigation or colonic therapy.
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dd.

ee.

9g.

hh.

Ik

kk.

Breast Pumps

The Plan will not pay for breast pumps, whether or not prescribed by a
Physician.

Complications Arising From Surgery Not Covered Under the Plan

The Plan will not pay charges for complications arising from any surgery not
covered under the Plan.

Massage Therapy

The Plan will not pay charges related to or arising from massage therapy or
rolfing.

Adoption Expenses

The Plan will not pay charges related to adoption of a child, or surrogate
expenses.

Hypnosis

The Plan will not pay charges related to hypnosis.
Breast Augmentation

The Plan will not pay charges for breast augmentation.

Custodial Care, Sanitarium Care, Rest Care

The Plan will not pay charges related to Custodial Care, care in a sanitarium or

care in a rest home.
Self-Destruction

The Plan will not pay charges resulting from intentional self-inflicted injury or
attempted self-destruction.

Abortion
The Plan will not pay charges for an abortion, except where Medically

Necessary to save the life of the mother and certified as such by the attending
Physician.
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mm.

nn.

Third-Party Liability

The Plan does not cover expenses for which a third party is required to pay
because of the negligence or other tortious or wrongful act of the third party.

Other Expenses

The Plan will not pay for bereavement counseling, funeral arrangements, pastoral
counseling, financial or legal counseling, or respite care (care furnished during
the period of time when the person’s family or usual caretaker cannot, or will not,
attend to the person’s needs).

COST CONTAINMENT FEATURES OF THE PLAN

a.

In General

The County has designed a program of benefits to provide each Person Covered
by the Plan with high quality care, but also encourage participants to be prudent
users of health care resources. In order to be able to continue the Plan without an
increase in cost to program participants, the County has also designed into the
Plan two important cost-containment features: 1) Utilization Review; and 2) the
Preferred Provider Organization.

Utilization Review and Pre-Certification
i. How Utilization Review Works

Utilization review is the process of determining whether health care is
reasonable and necessary and covered under the Plan. Utilization review
contains four basic parts: 1) pre-certification of inpatient Hospital stays;
2) concurrent review of inpatient Hospital stays; 3) discharge planning;
and 4) referral for large case management. The last three are initiated by
the utilization review organization, but the pre-certification process is
initiated by the Person Covered by the Plan.

ii. Pre-Certification of Certain Treatment Is Required

Each Person Covered by the Plan who is planning inpatient treatment in
a Hospital must initiate the pre-certification process within 48 hours prior
to being admitted or within a reasonable time of admission if admitted on
an emergency basis. Pre-certification may be initiated by the Physician or
Health Care Provider; however, the Person Covered by the Plan has
the responsibility to see that pre-certification has taken place.
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iii. Penalty for Failure to Pre-Certify

An additional Deductible will be applied if a Hospital stay or inpatient
surgery is not pre-certified.

v, For pre-certification, call American Health at the telephone number
listed on the back of the employee medical identification card.

Preferred Provider Organization (PPO)

The County has contracted with San Juan IPA to bring each patient and selected
Physicians, Hospital and Health Care Providers together in an effort to reduce
health care costs. The PPO provides quality care whose costs are significantly
below that which is common in the geographical area. Each participant must
choose his or her Physician, Hospital or Health Care Provider, but if a
Physician, Hospital or Health Care Provider within the PPO is chosen, the cost
of care will be less. Directories for San Juan IPA are available at the Human
Resources Department.

8. COVERAGE UNDER MORE THAN ONE GROUP HEALTH PLAN
(COORDINATION OF BENEFITS FOR PRIVATE PLANS)

a.

When and How Coordination of Benefits Applies

For the purposes of this Coordination of Benefits subchapter, the word "plan”
refers to any group medical policy, contract or plan, whether insured or self-
insured, that provides benefits payable on account of medical services provided to
a Person Covered by the Plan. A "group plan" provides its benefits or services
to Employees, retirees or members of a group who are eligible for and have
elected coverage. An "individual plan” provides its benefits or services to
individuals or families who have purchased coverage. The definitions set out in
Section 15 of this document do not apply to this section, unless that term appears
in bold print.

Many families that have more than one family member working outside the home
are eligible under more than one medical plan. If this is the case with your
family, you must let the Plan Administrator know about all your coverage when
you submit a claim.

Coordination of Benefits operates so that one of the plans (called the primary
plan) will pay its benefits first. The other plan, (called the secondary plan) may
then pay additional benefits. In no event will the combined benefits of the
primary and secondary plans exceed 100% of the medical expenses incurred.
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Sometimes, the combined benefits that are paid will be less than the total
expenses.

Which Plan Pays First: Order of Benefit Determination Rules

An individual plan (that is, a plan purchased by an individual), whether
provided through a policy, subscriber contract, health care network plan,
or group practice or individual practice plan, pays first.

Group plans determine the sequence in which they pay benefits, or which
plan pays first, by applying uniform order of benefit determination rules.
This Plan uses the order of benefit determination rules established by the
National Association of Insurance Commissioners (NAIC) and which are
commonly used by insured and self-insured plans. Any group plan that
does not use these rules should pay its benefits first.

In order to determine the order for payment of benefits, the following rules
are applied in sequence. (Thus, if the first rule does not determine the
order, the second and successive rules are applied until a determination is
made):

1) Rule 1: Non-Dependent/Dependent

@) The plan that covers a person as an Employee, retiree,
member or subscriber (that is, other than as a Dependent)
pays first; and the plan that covers the same person as a
Dependent pays second.

(b) There is one exception to this rule. If the person is also a
Medicare beneficiary, and as a result of the provisions of
Title XVIII of the Social Security Act and implementing
regulations (the Medicare rules), Medicare is:

Q) secondary to the plan covering the person as a
Dependent; and

(i) primary to the plan covering the person as other
than a Dependent (that is, the plan covering the
person as a retired Employee); then the order of
benefits is reversed, so that the plan covering the
person as a Dependent pays first; and the plan
covering the person other than as a Dependent (that
is, as a retired Employee) pays second.

(2 Rule 2: Dependent Child Eligible Under More Than One Plan
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(a)

(b)

(©)

(d)

(e)

The plan that covers the parent whose birthday falls earlier
in the Year pays first; and the plan that covers the parent
whose birthday falls later in the Year pays second, if:

Q) the parents are married;

(i) the parents are not separated (whether or not they
ever have been married); or

(iii)  acourt decree awards joint custody without
specifying that one parent has the responsibility to
provide health care coverage for the child.

If both parents have the same birthday, the plan in which
one of the parents has been covered for a longer period of
time pays first; and the plan in which the other parent has
been covered for the shorter period of time pays second.

The word "birthday" refers only to the month and day in a
Year; not the year in which the person was born.

If the specific terms of a court decree state that one parent
is responsible for the child's health care expenses or health
care coverage, and the Plan Administrator of that parent=s
plan has actual knowledge of the terms of that court decree,
that plan pays first. If the parent with financial
responsibility has no coverage for the child's health care
services or expenses, but that parent's current spouse does,
the plan of the spouse of the parent with financial
responsibility pays first. However, this provision does not
apply during any Plan Year during which any Benefits
were actually paid or provided before the Plan
Administrator had actual knowledge of the specific terms
of that court decree.

If the parents are not married, or are separated or divorced,
and there is no court decree allocating responsibility for the
child's health care services or expenses, the order of benefit
determination among the plans of the parents and their
spouses (if any) is:

Q) the plan of the custodial parent pays first;
(i) the plan of the spouse of the custodial parent pays
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(3)

(4)

second; and
(iii)  the plan of the non-custodial parent pays third; and

(iv)  the plan of the spouse of the non-custodial parent
pays last.

Rule 3: Active/Laid-Off or Retired Employee

(a)

(b)

(©)

The plan that covers a person either as an active Employee
(that is, an Employee who is neither laid-off nor retired), or
as that active Employee's Dependent, pays first; and the
plan that covers the same person as a laid off or retired
Employee, or as that laid-off or retired Employee's
Dependent, pays second.

If the other plan does not have this rule, and if, as a result,
the plans do not agree on the order of benefits, this rule is
ignored.

If a person is eligible as a laid-off or retired Employee
under one plan and as a Dependent of an active Employee
under another plan, the order of benefits is determined by
Rule 1 rather than by this rule.

Rule 4: Continuation Coverage

(@)

(b)

(€

If a person whose coverage is provided under a right of
continuation under federal or state law is also eligible
under another plan, the plan that covers the person as an
Employee, retiree, member or subscriber (or as that
person's Dependent) pays first, and the plan providing
continuation coverage to that same person pays second.

If the other plan does not have this rule, and if, as a result,
the plans do not agree on the order of benefits, this rule is
ignored.

If a person is eligible other than as a Dependent (that is, as
an Employee, former Employee, retiree, member or
subscriber) under a right of continuation coverage under
federal or state law under one plan and as a Dependent of
an active Employee under another plan, the order of
benefits is determined by Rule 1 rather than by this rule.
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(5)

(6)

Rule 5: Longer/Shorter Length of Coverage

(a)

(b)

(©)

(d)

If none of the four previous rules determines the order of
benefits, the plan that covered the Person Covered by the
Plan for the longer period of time pays first; and the plan
that covered the Person Covered by the Plan for the
shorter period of time pays second.

To determine how long a person was covered by a plan,
two plans are treated as one if the person was covered by
the second plan within 24 hours after coverage by the first
plan ended.

The start of a new plan does not include a change:
Q) in the amount or scope of a plan's benefits;

(i) in the entity that pays, provides or administers the
plan; or

(iii) ~ from one type of plan to another (such as from a
single employer plan to a multiple employer plan).

The length of time a person is eligible under a plan is
measured from the date the person was first eligible under
that plan. If that date is not readily available, the date the
person first became a member of the group will be used to
determine the length of time that person was eligible under
the plan presently in force.

Rule 6: When No Rule Determines the Primary Plan.

If none of the previous rules determines which plan pays first, each
plan will pay an equal share of the expenses incurred by the
Person Covered by the Plan.

How Much This Plan Pays When It Is Secondary

When the Plan pays second, it will pay the same benefits that it would have paid
had it paid first, less whatever payments were actually made by the other plan (or

plans).

Administration of the Coordination of Benefits Provisions

To administer the Coordination of Benefits provisions, the Plan reserves
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Vil.

the right to:
1) exchange information with other plans involved in paying claims;

2 require that you or your Health Care Provider furnish any
necessary information;

(€)) reimburse any plan that made payments this Plan should have
made; or

4) recover any overpayment from your Hospital, Physician, other
Health Care Provider, other insurance company, you or your
Dependent.

If the Plan should have paid benefits that were paid by any other plan, the
Plan may pay the party that made the other payments in the amount the
Plan Administrator or its designee determines to be proper under this
provision. Any amounts so paid will be considered to be benefits under
this Plan, and the Plan will be fully discharged from any liability it may
have to the extent of such payment.

To obtain all the benefits available to you, you should file a claim under
each plan that covers the person for the medical expenses that were
incurred. However, any person who claims benefits under this Plan must
provide all the information the Plan Administrator needs to apply the
Coordination of Benefits provisions.

If this Plan is secondary, it will pay secondary medical benefits only when
the coordinating primary plan pays medical benefits.

If this Plan is secondary, and if the coordinating primary plan provides
benefits in the form of services, the Plan Administrator will consider the
reasonable cash value of such service as benefits paid by the primary plan.

If this Plan is secondary, and if the coordinating primary plan does not
cover health care services because they were obtained out-of-network,
benefits for services eligible under this Plan will be payable only to the
extent they would have been payable if this Plan were the primary plan.

If this Plan is secondary and if the coordinating plan is also secondary
because it provides by its terms that it is always secondary or excess to
any other coverage, or because it does not use the same order of benefit
determination rules as this Plan, and if the Plan Administrator advances an
amount equal to the benefits it would have paid had it been the primary
plan, the Plan will be subrogated to all rights the plan participant may
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have against the other plan, and the Person Covered by the Plan shall
execute any documents required or requested by the Plan Administrator to
pursue any claims against the other plan for reimbursement of the amount
advanced by this Plan.

9. COORDINATION UNDER MEDICARE AND OTHER GOVERNMENT

PROGRAMS

a.

b.

Medicare

Generally, anyone age 65 or older is entitled to Medicare coverage.
Anyone under age 65 who is entitled to Social Security Disability Income
Benefits is also entitled to Medicare coverage after a waiting period.

If an Employee, Spouse or Person Covered by the Plan becomes
eligible under Medicare, either because of disability or age, coverage
under the Plan may be retained or canceled. If retained, coverage will
remain under the same terms and conditions set forth in the Plan. If
coverage is canceled, COBRA continuation coverage may apply. See
Section 12 for further information about COBRA continuation coverage.

However, if an Employee becomes totally disabled and entitled to
Medicare because of that disability, the Employee will no longer be
considered to remain actively employed. As a result, once the Employee
becomes entitled to Medicare because of a disability, Medicare pays first
and the Plan pays second.

iv. If, while actively employed, the Employee or any Person Covered by the
Plan become entitled to Medicare because of end-stage renal disease
(ESRD), the Plan pays first and Medicare pays second for a limited
period of time (30 consecutive months) starting the earlier of:

1) the month in which Medicare ESRD coverage begins; or
2 the first month in which the individual receives a kidney
transplant.
3) Then, starting with the 31st month after Medicare ESRD coverage
begins following a kidney transplant, Medicare pays first and the
Plan pays second.
Medicaid

If you are eligible under both the Plan and Medicaid, the Plan pays first and
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Medicaid pays second.
CHAMPUS

If a Person Covered by the Plan is eligible under both the Plan and
CHAMPUS, the Plan pays first and CHAMPUS pays second.

Services Received in a U.S. Department of Veterans Affairs Facility

I. If a Person Covered by the Plan receives services in a U.S. Department
of Veterans Affairs Hospital or facility on account of a military service-
related Illness or Injury, benefits are not payable by the Plan.

ii. If a Person Covered by the Plan receives services in a U.S. Department
of Veterans Affairs Hospital or facility on account of any other condition
that is not a military service-related IlIness or Injury, benefits are payable
by the Plan to the extent those services are Medically Necessary.

Motor Vehicle No-Fault Coverage Required by Law

If a Person Covered by the Plan is eligible for medical and/or dental benefits
under both the Plan and any motor vehicle no-fault coverage that is required by
law, the motor vehicle no-fault coverage pays first, and the Plan pays second.

If a Person Covered by the Plan is eligible for loss of earnings by both the Plan
and any motor vehicle no-fault coverage that is required by law, the benefits
payable by the Plan on account of disability will be reduced by the benefits
available for loss of earnings pursuant to the motor vehicle no-fault coverage.

Other Coverage Provided by State or Federal Law
If a Person Covered by the Plan is eligible under both the Plan and any other

coverage provided under state or federal law, the coverage provided under the
state or federal law pays first and the Plan pays second.

WORKERS' COMPENSATION/OCCUPATIONAL DISEASE LAW

The Plan does not provide benefits if medical expenses are covered by workers'
compensation or occupational disease law.

If a workers= compensation carrier or self-insured entity contests the application of
workers' compensation law for the Illness or Injury for which expenses are incurred, the
Plan will pay, subject to its right to recover those payments if and when it is determined
that they are eligible under a workers' compensation or occupational disease law.
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12.

However, before such payment will be made, the Person Covered by the Plan must
execute a subrogation and reimbursement agreement acceptable to the Plan
Administrator or its designee.

THIRD PARTY LIABILITY, SUBROGATION

If another party is required to pay for services or supplies because of that party=s
negligence or other wrongful conduct, the Plan does not pay those expenses; however,
the Plan Administrator may advance payment until a determination has been made
whether the third party is required to pay.

By accepting an advance on account of allowable costs, a Person Covered by the Plan
agrees that:

The Plan will be subrogated to the right of recovery of every Person Covered by the
Plan from that third party or that third party's insurer to the extent of the Plan's
payments.

The Person Covered by the Plan will jointly and severally reimburse the Plan out of
any and all amounts paid or payable to any or all of them by any third party or that third
party's insurer to the extent of the entire amount advanced.

The Plan's reimbursement and/or subrogation rights will include all claims, demands,
actions and rights of recovery of all Persons Covered by the Plan against any third
party or insurer, including workers' compensation insurer or governmental agency, and
will apply to the extent of any and all advance payments made by the Plan.

OTHER GENERAL PLAN PROVISIONS
a. Merger

This document, together with the application for coverage submitted by each
person desiring to participate in the Plan, shall constitute the entire contract
between the County and each Person Covered by the Plan.

b. Release of Information

The Plan Administrator may, without consent of or notice to any individual,
release to or obtain from any other insurance company, other organization or
individual, any information concerning any individual that the Plan
Administrator considers to be necessary. Any individual claiming benefits
under the Plan will furnish to the Plan Administrator the information that may
be necessary to implement its terms and pay benefits.
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Payments to the Plan

Whenever payments that should have been made under the Plan in accordance
with the "Coordination of Benefits" provisions have been made under any other
plan, the Plan Administrator will have the right, exercisable alone and in the
Plan Administrator=s sole discretion, to pay to any organization making those
payments any amounts it determines to be warranted in order to satisfy the intent
of the "Coordination of Benefits" provisions or other provisions of the Plan.
Amounts paid in this manner will be considered to be benefits paid under the
Plan, and to the extent of these payments, the County will be fully discharged
from liability under the Plan.

Claims Payments Made in Error

If payments in excess of the correct amount are made, the Plan may recover all
excess amounts paid. Recovery will be made by reducing or suspending future
payments, or by requiring the Person Covered by the Plan to pay back the
overpayment in full, or in installments, until the overpayment is recovered.

Termination of Coverage Under the Plan

Termination of coverage under the Plan shall occur upon termination of the
Plan. Termination of coverage as to any individual may occur when a Person
Covered by the Plan becomes a full-time member of the armed forces of any
country, when a Person Covered by the Plan ceases to meet the Plan’s
eligibility requirements, when the relevant Employee terminates employment or
is terminated, or upon failure of the relevant Employee to make a required
payment.

Pre-Existing Conditions

Medical expenses that are incurred as the result of a particular Iliness or Injury
for which a Person Covered by the Plan has consulted with a Physician or
received treatment within180 consecutive days immediately preceding the
effective date of coverage are considered pre-existing conditions and are subject
to a waiting period during which benefits for consulting with a Physician or
treatment for that particular Iliness or Injury will not be paid. If a Person
Covered by the Plan suffers from a pre-existing condition, and requires
treatment as a result of the particular IlIness or Injury which is considered a pre-
existing condition within 90 days of the effective date of coverage, the waiting
period before claims related to that particular Iliness or Injury will be covered is
12 months. If no treatment is needed within 90 days of the effective date of
coverage, coverage of claims related to that particular Illness or Injury shall
begin on the 91% day after the effective date of coverage.
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Leave Without Pay

With the exception of leave pursuant to the Family and Medical Leave Act,
coverage for a Person Covered by the Plan may continue for a period of up to
60 days when an Employee is on an approved unpaid leave of absence from the
County, provided that the Employee pays both the employee and employer
contributions under the Plan. Contributions will not be deducted from workers’
compensation payments. Employees receiving workers’ compensation must pay
any contribution separately. At the end of the leave of absence, in order to
continue coverage the Employee must either return to full-time active service, or
elect Continuation of Coverage (COBRA); otherwise, coverage will cease.

Family and Medical Leave

Each Person Covered by the Plan shall be entitled to benefits under the Plan
during a family or medical leave in accordance with the provisions of the Family
and Medical Leave Act of 1993, as may be amended, as set forth in the Personnel
Handbook. Coverage for each Person Covered by the Plan will continue
through the period of an approved family and medical leave, so long as the
Employee continues to pay the required premium.

Uniformed Services Employment and Reemployment Rights Act (USERRA)

A Person Covered by the Plan shall be entitled to benefits under the Plan in
accordance with the Uniformed Services Employment and Reemployment Rights
Act of 1994, as amended.

Amendments to the Plan

The Plan may be amended, canceled or discontinued at any time by an
instrument in writing duly executed by the County without the consent of any
Person Covered by the Plan or beneficiary. Upon termination of the Plan, the
County shall notify each Employee and all Persons Covered by the Plan. In
the event of an amendment that adversely affects any rights described in the Plan,
new booklets or riders showing the change will be distributed.

Distribution of Funds Upon Termination

Upon termination of the Plan, any and all monies remaining in the Plan after the
payment of all unpaid claims and/or insurance premiums and other expenses and
obligations of the Plan, shall be paid or used for the continuance of one or more
of the benefits of the character contemplated, until such monies have been
exhausted, to the extent permitted by law. At such time as the Plan is terminated,
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the County shall render a final accounting of the affairs of the Plan to each
Employee; and thereafter, there shall be no claim or action against the County
and the County shall have no further responsibilities or duties and shall be
discharged.

Continuation of Coverage (COBRA)

The Federal Consolidated Omnibus Budget Reconciliation Act of 1986
("COBRA") provides that a Person Covered by the Plan ("Qualified
Beneficiary") may elect to continue coverage under the Plan beyond the date that
coverage would otherwise terminate, provided that such beneficiary agrees to
make timely payment of the total cost of coverage, as defined in that act. Each
qualified beneficiary has an independent right to elect continuation of coverage.

I. Qualifying Event

Any of the following events shall be sufficient for a Person Covered by
the Plan to elect coverage under the COBRA provisions:

1) Termination of Employment

If coverage under the Plan terminates due to the Employee's
termination of employment for a reason other than gross
misconduct, the Employee’s retirement, or a reduction in the
Employee’s hours of work that makes the Employee ineligible for
coverage, coverage under the Plan may be continued for up to18
months, or for up to 29 months if a Person Covered by the Plan
is totally disabled at the time of the qualifying event as determined
under Title 11 (DASDI) or Title XVI of the Social Security Act.

2 Death of Employee
In the event of the death of an Employee, the Employee=s
Dependents may elect to continue coverage under COBRA for up
to 36 months.

3) Change in Family Status
If coverage terminates by reason of divorce, legal separation, death
of a Person Covered by the Plan, or the election of Medicare as
primary coverage of a Person Covered by the Plan, coverage for
persons in this category may be elected for up to 36 months.

4) Loss of Dependent Status
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If coverage terminates because a Spouse or Dependent no longer
qualifies, coverage may be elected for up to 36 months.

(5) Disabled Persons

If a Qualified Beneficiary becomes disabled (as determined by
Social Security) at the time of a Qualifying Event involving
termination of employment or a reduction in hours, or within 60
days after such Qualifying Event, thel8 month continuation period
may be extended 11 months, or up to a maximum of 29 months for
the disabled individual and family members who have also elected
continuation coverage. The Qualified Beneficiary is responsible
for electing the additional 11 months of continuation coverage and
notifying the Plan Administrator within the required time frames.

Payments for Continuation of Coverage

Each person desiring coverage under COBRA must make election of the
coverage on a form provided by the Human Resources Department and
must make the required premium payment in order to be covered.
Payment is due by the 1% day of the month for which continuation of
coverage is elected. Failure to make timely payments shall result in
immediate termination of coverage and termination of the claimant's right
to participate in the Plan.

Applying for Continuation of Coverage

A qualified beneficiary shall notify the Plan Administrator within 60
days of a qualifying event. When the Plan Administrator becomes
aware of a qualifying event, it shall also notify the qualified beneficiary.
The Plan Administrator shall furnish written notice of eligibility for
COBRA election to the qualified beneficiary within 14 days of the Plan
Administrator=s knowledge of the qualifying event. The qualified
beneficiary shall make the COBRA election within 60 days, and shall
make initial payment within 45 days of the election date.

Termination of COBRA Continuation Coverage
COBRA continuation coverage may be terminated if:

1) The Company no longer provides any medical (or dental) coverage
to any of its similarly situated Employees;
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)

(3)

(4)

The applicable premium for COBRA continuation coverage is not
paid on time;

The Person Covered by the Plan is or becomes entitled to
Medicare; or

The Person Covered by the Plan is or becomes eligible under
another group health plan that does not contain an exclusion or
limitation that applies to any Preexisting Condition of the Person
Covered by the Plan.

If any Person Covered by the Plan becomes entitled to Medicare,
the COBRA continuation coverage of that person ends, but the
COBRA continuation coverage of any Person Covered by the
Plan or Dependent Child of that Person Covered by the Plan
will not be affected.

Other Information About COBRA Continuation Coverage

1)

(2)

If the coverage provided by the Plan is changed in any respect for
active Plan participants, those changes will apply at the same time
and in the same manner for everyone whose coverage is continued
as required by COBRA. If any of those changes result in either an
increase or decrease in the cost of coverage, that increase or
decrease will apply to all individuals whose coverage is continued
as required by COBRA as of the effective date of those changes.

At the end of the eighteen (18)-month or thirty-six (36)-month
COBRA continuation coverage period, you may convert your
medical coverage to an individual policy of medical care insurance
at the full premium cost for that policy, provided that the Plan
permits conversion when the COBRA continuation coverage ends.
However, conversion rights are not available for dental, vision or
prescription drug coverage.

When the Maximum Period of Continuation Coverage May Change

1)

Multiple Qualifying Events

If the continuation coverage is limited to a maximum of 18
months, under the rules set forth above, and during that period,
another qualifying event takes place that would otherwise entitle a
Spouse or Dependent Child to a 36-month period of continuation
coverage, the 18-month period will be extended for that Spouse or
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(2)

Dependent Child. The total period of coverage for any Spouse or
Dependent Child will never exceed 36 months from the date of
the first qualifying event. For example, if you terminated
employment and elected COBRA continuation coverage for 18
months for you and your Spouse and/or Dependent Child(ren),
and you died during that 18-month period, the continuation
coverage for your Spouse and/or Dependent Child(ren) could be
extended for the balance of 36 months from the date your
employment terminated.

However, if you become entitled to COBRA continuation coverage
because of termination of employment or reduction in hours
worked that occurred less than 18 months after the date you
became entitled to Medicare, your Spouse and/or Dependent
Child(ren) would be entitled to a 36-month period of COBRA
continuation coverage beginning on the date you became entitled
to Medicare. For example, if termination of employment occurred
less than 18 months after the date you become entitled to
Medicare, your Spouse and/or Dependent Child(ren) would be
entitled to COBRA continuation coverage for a 36-month period
beginning on the date you became entitled to Medicare.

Entitlement to Social Security Disability Income Benefits

If you, your Spouse or any of your eligible Dependent Child(ren)
are entitled to COBRA continuation coverage for an 18-month
period, that period can be extended for the Person Covered by the
Plan who is determined to be entitled to Social Security disability
income benefits, and for any other eligible family members, for up
to 11 additional months if:

(@) the disability occurred on or before the start of COBRA
continuation coverage, or within the first 60 days of
COBRA continuation coverage;

(b) the disabled Person Covered by the Plan receives a
determination of entitlement to Social Security disability
income benefits from the Social Security Administration
within the18-month COBRA continuation period; and

(c) you or the disabled person notifies the Plan of such a
determination within that 18-month period.

This extended period of COBRA continuation coverage will end at
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the earlier of the end of 29 months from the date of the qualifying
event or the date the disabled individual becomes entitled to
Medicare.

Qualified Beneficiary. "Qualified Beneficiary” means an individual who, on the
day before a Qualifying Event, is a Dependent of a Person Covered by the Plan.

In the case of a Qualifying Event, Qualified Beneficiary means an individual, who
on the day before such Qualifying Event, is an Active Employee.

A newborn Child, adopted Child of a Qualified Beneficiary or a Child placed for
adoption with a Qualified Beneficiary who was not an Active Employee will be
entitled to the same continuation coverage period available to the Qualified
Beneficiary, however, such Child shall not become a Qualified Beneficiary.

A newborn Child, adopted Child or Child placed for adoption with a Qualified
Beneficiary who was an Active Employee shall become a Qualified Beneficiary
in his/her own right and shall be entitled to benefits as a Qualified Beneficiary.

A Qualified Beneficiary must notify the Administrative Office within 31 days of
the Child's birth, adoption or placement for adoption in order to add the Child to
the continuation coverage.

Legal Action

No action at law or in equity shall be brought to recover on the Plan prior to the
expiration of 60 days after written proof of loss has been furnished in accordance
with the requirements of the Plan. No such action shall be brought after the
expiration of one year after the time written proof of loss is required to be
furnished.

Proof of Loss and Timely Submission of Claims

Written proof of loss must be furnished to the Plan Administrator within 90
days after the date of such loss. Failure to furnish such proof within the time
required shall invalidate or reduce any claim if it was reasonably possible to give
proof within such time. If not reasonably possible to provide proof of loss within
the time frame set forth, proof of loss must be provided as soon as reasonably
possible; and in no event, except in the absence of legal capacity of the claimant,
later than one year from the time proof is otherwise required.
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0. Payment Without Meeting Formal Requirements

If, in the opinion of the Plan Administrator, a valid release cannot be rendered
for the payment of any benefit payable under this Plan, the Plan Administrator
may, at its sole discretion, make payment to the individual or individuals who
have, in its opinion, assumed the care and principal support of a Person Covered
by the Plan and who are, therefore, equitably entitled thereto. In the event of the
death of a Person Covered by the Plan prior to such time as all benefit
payments due him have been made, the Plan may, at its sole discretion and
option, honor benefit assignments, if any, made prior to the death of such Person
Covered by the Plan.

p. Limitations on the Legal Effect of this Document

The Plan shall not be deemed to constitute a contract of employment or to give
any Employee the right to be retained in the service of the County or to interfere
with the right to discharge any Employee.

PROCESS IN CASE OF DISPUTED CLAIM

If a Person Covered by the Plan has reason to believe that a claim has not been settled
properly, or that a claim has been improperly denied, the following process applies:

a. Second Review

Contact the Plan Administrator in writing to ask for a second review. The claim
will be reviewed a second time.

b. Written Review

If the results of the review are not satisfactory, a Person Covered by the Plan
may request a review in writing from the Plan Administrator, stating in clear
and concise terms the reason for disagreement with the handling of the claim.
This request must be made within 60 days following receipt of an "Explanation
of Benefits" or letter from the Plan Administrator declining the claim. Upon
receipt of the request, the file will be reviewed and the result will be furnished to
the Person Covered by the Plan, along with copies of pertinent Plan documents
upon which this decision is based. If the Person Covered by the Plan still finds
the claims to be improperly denied per the Plan documents, the Person Covered
by the Plan has the right to take whatever legal action is deemed to be necessary.
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Appeal of Claims and Disputes

Settlement of Disputes

No participant or other beneficiary shall have any right or claim to
benefits under this plan document or from the Plan Administrator except
as specified in this plan document. Any disputes as to eligibility, type,
amount, or duration of benefits under this plan document or any
amendment or modification thereof shall be resolved by the Plan
Administrator under and pursuant to this plan document. The Plan
Administrator shall have complete discretion to construe, interpret and
apply all terms and provisions of this plan document in resolving any
dispute in accordance with the authority to interpret plan provisions stated
hereinafter. The Plan Administrator=s findings and determination of the
dispute shall be final and binding on all parties. No action may be brought
for benefits provided by this plan document or any amendment or
modification thereof or to enforce any right thereunder, until after the
claim therefore has been submitted to and determined by the Plan
Administrator or its designee. No such action may be brought at all
unless brought within two years after the date of such decision.

Appeal of Claims Denied in Whole or in Part

A Person Covered by the Plan whose application for benefits under the
Plan has been denied in whole or in part, or whose claim against the Plan
is otherwise denied, shall be notified in writing within 90 days of his/her
request for benefits of such denial and the reasons therefore, and may
petition the Plan Administrator for review of a claim denial. A petition
for review shall be in writing, shall state in clear and concise terms the
reason or reasons for disputing the denial, shall be accompanied by any
pertinent documentary material not already furnished to the Plan
Administrator and shall be filed with or received by the Plan
Administrator or its designee within 60 days after the date shown on the
notice to the petitioner of the denial.

Upon good cause shown, the Plan Administrator or its designee shall
permit the petition to be amended or supplemented and shall grant a
hearing on the petition to receive and hear any evidence or argument
which cannot be presented satisfactorily by correspondence. The failure
to file a petition for review within such 60-day period, or the failure to
appear and participate in any such hearing, shall constitute a waiver of the
claimant's right to review of the denial on the basis of the information and
evidence submitted prior to the denial or hearing, as the case may be,
provided that the Plan Administrator or its delegates may relieve a
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claimant of any such waiver for good cause if application for such relief is
made within one year after the date shown on the notice of denial. Such
failure will not, however, preclude the claimant from establishing
eligibility for benefits at a later date based on additional information and
evidence which was not available to the claimant at the time of the denial
or hearing. A decision by the Plan Administrator or its delegates shall
be made within 60 days unless special circumstances require an extension
of time for processing, in which case a decision shall be rendered as soon
as possible, but not later than 120 days after receipt of the request for
review. The petitioner shall be advised of the decision in writing.

The decision of the Plan Administrator or its delegates with respect to a
petition for review shall be final and binding upon all parties, including
the applicant or petitioner and any person claiming under the applicant or
petitioner. The provisions of this section shall apply to and include any
and every claim to benefits from the Plan, and any claim or right asserted
under this Plan Document against the Plan, regardless of the basis
asserted for the claim and regardless of when the act or omission upon
which the claim is based occurred.

Authority to Interpret Plan

The provisions of this Plan and the procedures to be followed shall be interpreted to
comply fully with applicable law. In the event a provision is subject to more than one
interpretation, the Plan Administrator shall apply the interpretation which is more
favorable to the Employee. The Plan Administrator, or its designee shall have
complete authority to determine the standard of proof required in any case and to apply
and interpret this Plan Document. The decision of the Plan Administrator shall be final
and binding.

All questions or controversies, of whatsoever character, arising in any manner or between
any parties or persons in connection with this Plan or its operation, whether as to any
claim for benefits, or as to the construction of language or meaning of this Plan
Document, or as to any writing, decision, instrument or account in connection with the
operation of the Plan or otherwise, shall be submitted to the Plan Administrator for
decision. The decision of the Plan Administrator or its delegates shall be binding upon
all persons dealing with the Plan or claiming any benefit hereunder, except to the extent
that such decision may be determined to be arbitrary or capricious by a court having
jurisdiction over such matters.

EFFECTIVE DATE

The Plan, as restated, is effective as of 12:01 a.m., July 1, 2008, and shall remain in
force until terminated.
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15. DEFINITIONS/GLOSSARY

Certain terms and phrases which are used in this document have particular meaning.
Words and phrases which have a particular meaning when used in this document are
printed in boldface type.

Alcoholism

Certified Nurse Midwife

Chemical Dependency

Child(ren)

Chiropractic Care

Coinsurance

Copayment

County or the County

Alcoholism is a condition that is defined by patterns of abuse of
alcohol or by a significant risk of severe withdrawal symptoms if
use of alcohol is discontinued.

Any person who practices lay midwifery and is registered as a
registered lay midwife by the Health Services Division of the
Health and Environment Department of the State of New Mexico
(or appropriate agency of another state).

The physiological or psychological addiction to a controlled drug
or substance or to alcohol. Nicotine and caffeine are not included
within this definition.

The definition of Child includes the following: 1) a natural Child
of the Employee, 2) a legally adopted Child of the Employee, 3) a
stepchild of the Employee who resides with the Employee the
majority of the time, 4) or other Child for whom the Employee
has legal guardianship and who lives with the Employee in a
normal parent-child relationship and for whom the Employee
provides substantially all the financial support.

Treatment or care provided by a chiropractic physician licensed
under the New Mexico Chiropractic Physician Act or similar act of
another state to perform chiropractic arts or sciences, excluding
invasive procedures, operative surgery and the prescription of
controlled or dangerous drugs.

Coinsurance is a percentage of medical expenses of a Person
Covered by the Plan that the Person Covered by the Plan is
required to pay and for which the Plan is not responsible.

A Copayment is a lump-sum payment made by the Person
Covered by the Plan for routine medical care within the
Preferred Provider Organization for which the Deductible and
Coinsurance do not apply.

San Juan County, New Mexico.
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Custodial Care

Deductible

Dependent

Elected Official

Employee

Explanation of Benefits

Full-Time Employee

Health Care Provider

Home Health Care Plan

Hospice

Services which assist a Person Covered by the Plan in activities
of daily living. Such activities include, but are not limited to:
bathing, dressing, feeding, preparation of special diets, assistance
in walking or in getting in and out of bed, and supervision of
medication which can normally be self-administered.

The Deductible is the amount which each Person Covered by the
Plan is required to pay each Year towards his or her annual
medical expenses before the Plan is obligated to pay benefits.

For purposes of this Plan, an Employee=s Spouse who is not
legally separated from the Employee is regarded as a Dependent.
Also, a Child (as defined above) is regarded as a Dependent.

An Elected Official is a San Juan County Commissioner, the San
Juan County Sheriff, the San Juan County Clerk, the San Juan
County Treasurer, the San Juan County Assessor, and the San Juan
County Probate Judge. For purposes of this Plan, all Elected
Officials shall be considered AFull-Time Employees.@

A person hired by San Juan County (or an associated entity
specifically designated to be included in this Plan), other than an
independent contractor or a seasonal worker, to perform services
for San Juan County for wages or salary.

The form provided by the Administrator to the Employee
describing the action taken on a specific claim under the Plan.

A Full-Time Employee is one who is scheduled to work 40 hours
or more each week.

A person, corporation, organization, facility or institution licensed
or certified by the state or jurisdiction where the services are
provided to provide health care or professional services as a doctor
of medicine, hospital, outpatient health care facility, doctor of
osteopathy, chiropractor, podiatrist, nurse anesthetist or
physician=s assistant.

A program of care and treatment established and/or approved by a
Physician which is in lieu of inpatient care.

Health care for persons suffering from conditions which have a
terminal prognosis of six months or less, whether rendered at
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Hospital

IlIness

Injury

Late Entrant

Lifetime Limit

Medically Necessary

home, in an outpatient setting or in an institutional setting, which
maintains a Physician and a registered Nurse on staff and
maintains central clinical records on all patients and which is
properly licensed.

A place where inpatient treatment of ill or injured individuals is
provided by or under the supervision of a licensed Physician and
which is properly licensed as a Hospital pursuant to applicable
law. The term Hospital does not include any part of the institution
that is a place for rest for the aged or convalescent care. An
institution specializing in the care and treatment of mentally ill
patients is also a Hospital.

A bodily disorder, disease, sickness or psychiatric disorder.

A bodily injury caused by external, traumatic and unforeseen
means. Injury does not include disease such as infection, hernia or
cerebral vascular accident.

A person who is otherwise eligible who has not elected coverage
within the prescribed time frame or a person who has previously
been denied coverage under the Plan is a Late Entrant. A person
who becomes a Spouse of an Employee or newly-acquired
Dependent (such as a newborn child) is not considered a Late
Entrant so long as the new Spouse or Dependent is enrolled in
the Plan within 31 days of the date of acquisition or birth.

The maximum amount of lifetime medical expenses which a
Person Covered by the Plan may be reimbursed under the Plan.

Medically Necessary means a health care service, supply or
treatment that is consistent with the IlIness, Injury or condition of
a Person Covered by the Plan, which is ordered by a Physician
or Health Care Provider and which is consistent with approved
and generally accepted medical or surgical practice prevailing in
the geographical locality where and at the time when the service,
supply or treatment is ordered. Determination of "generally
accepted practice” is the prerogative of the Plan, through
consultation with appropriate medical or surgical persons. The fact
that a provider has prescribed, ordered, recommended or
approved medical treatment does not make it Medically Necessary
for purposes of the Plan. The Plan will not pay for any medical
expenses which, although initially Medically Necessary, become
unnecessary. The Plan=s obligation to pay in such instances will
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Medicare

Mental IlIness

Nurse

Nurse Practitioner

Part-Time Employee

Person Covered by the
Plan

Physical Therapy

Physician

Plan or The Plan

cease on the date the medical treatment becomes medically
unnecessary.

All benefits under Parts A and/or B of Title XVIII of the Social
Security Act of 1965, as amended from time to time.

A clinically significant behavioral or psychological condition
which causes distress and disability and for which improvement
can be expected with treatment.

An individual who has received specialized nursing training and
who is authorized to use the designation of Registered Nurse
(RN), Licensed Practical Nurse (LPN), and who is duly licensed
by the state or regulatory agency responsible for such license in the
jurisdiction in which the individual performs the nursing services.

A person who is a registered nurse licensed by the nursing board of
the State for advanced practice as a certified Nurse Practitioner.

A Part-Time Employee is one who works fewer than 40 hours
each week.

A person who is eligible to receive coverage under the Plan and
has completed the requirements set forth in Section 3 of the Plan
is regarded as a Person Covered by the Plan.

Physical Therapy means the care and services provided by or
under the direction and supervision of a physical therapist licensed
to practice physical therapy under the New Mexico Physical
Therapy Act or similar statute of the state where the service is
provided.

A person who is licensed and is legally entitled to practice
medicine in the state or jurisdiction where the services are
rendered. The person must be acting within the scope of his or her
license and must hold one of the following degrees or certificates:
Doctor of Medicine (MD); Doctor of Osteopathy (DO); Doctor of
Chiropractic (DC); Doctor of Medical Dentistry (DMD); Doctor of
Dental Surgery (DDS); Doctor of Podiatric Medicine (DPM);
Licensed Clinical Social Worker (LCSWII); or Board Certified
Psychologist (PhD).

This document.
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Plan Administrator

Preferred Provider
Organization
Covered

Prescription Plan

Skilled Nursing Facility

Spouse

Stop Loss Reinsurer

Substance Abuse

Summary of Medical
Benefits

Utilization Review

Year

The Plan Administrator is Tall Tree Administrators.

A group of health care providers who have contracted with the
County to provide specified covered services to a Person

by the Plan.
The plan of the County for providing drugs and medicine.

A facility which provides skilled nursing and/or skilled
rehabilitation services on a daily basis by licensed staff under the
24-hour-a-day direction of a registered Nurse, which maintains a
complete medical record for each patient and which also requires a
plan of care prescribed by a Physician and which is updated at
least every 30 days.

A person who is legally married under the laws of the State of New
Mexico or a person who is legally married under the laws of
another state and which marriage is recognized as valid in New
Mexico pursuant to N.M.S.A. 1978, * 40-1-4 (Repl. 1999) (as
amended).

An insurance company which provides a stop loss reinsurance
policy for the purpose of providing protection against catastrophic
claims of an individual or of the group as a whole.

Substance Abuse is a condition that is defined by patterns of
abuse of substances or by a significant risk of severe withdrawal
symptoms if use of the substances are discontinued. Dependence
upon tobacco and tobacco products, nicotine and caffeine are not
included in this definition.

A summary of the medical benefits provided under the Plan for
convenience of Persons Covered by the Plan.

A cost-containment process whereby treatment which is to be
provided is reviewed for its appropriateness and cost-effectiveness.

A 12-month period that begins on January 1 and ends the
following December 31.
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REF. PPO NON-PI'O

TESTS OR Pg. 16 | $100 copayment per test or procedure | Subject to deductible and co-

PROCEDURES (MRI, payment. Plan pays 60% of

CT SCAN, STRESS covered expenses.

TEST, ULTRASOUND,

COLONOSCOPY

HOSPICE CARE Pg. 28 | After deductible, 80% of charge if Adfter deductible, 60% of charge if
ordered by a licensed physician ordered by a licensed physician

SKILLED NURSING Pg. 28 | After deductible, 80% of maximum After deductible, 60% of

FACILITY allowable, but only in connection with | maximum allowable, but only in
hospital confinement, up to 60 days connection with hospital
per calendar year. confinement, up to 60 days per

calendar veat.

OUTPATIENT Pg. 14 | $250 copayment per surgery. Pre- Subject to deductible and

SURGERY certification is required. coinsurance. Pre-certification is

required.

PHYSICAL THERAPY Pg. 15 | After deductibie, 80% of maximum After deductible, 60% of
allowable, up to 60 visits per calendar | maximum allowable, up to 60
year, subject to renewal of prescription | visits per calendar year, subject to
every 3 months. renewal of prescription every 3

months,

WELLNESS BENEFITS | Pgs. One routine physical exam per year for | Subject to deductible and

10-1 each covered person, as well as routine | coinsurance
tests; mammograms (frequency
depending on age); cytologic
screening; prostate screening
(frequency depending on age); well
baby care (no dollar limit for children
under two years of age); diabetes
screenting (subject to deductible and
coinsurance provisions of the Plan).

ALL OTHER COVERED After deductible, 80% of covered After deductible, 60% of covered

SERVICES expenses up to out-of-pocket expenses up to out-of-pocket
maximum. maximum.

MENTAL Pg. 17 | After deductible, 80% for services Subject to deductible and

HEALTH/INPATIENT provided by a physician or other coinsurance. After deductible,
licensed provider. Pre-certification is | 60% for services provided by a
required. physician or other licensed

provider. Pre-certification is
required.

MENTAL Pg. 17 | After deductible, 80% for services of a | Subject to deductible and

HEALTH/OUTPATIENT psychiatrist or licensed psychologist coinsurance. After deductible,

certified by state law or other provider
approved pursuant to terms of the
Plan. Limited to no more than 60
sessions per calendar year, subject to
renewal of prescription every 3
months.

60% for services of a psychiatrist
or licensed psychologist certified
by state law or other provider
approved pursuant to terms of the
Plan. Limited to no more than 60
sessions per calendar year, subject
to renewal of prescription every 3
months.




THE BOARD OF COUNTY COMMISSIONERS
OF SAN JUAN COUNTY, NEW MEXICO

NoAeN

Ervin Chavez Chairman

Date: 7/1/10

ATTEST: APPROVED AS TO FORM
SAN JUAN COUNT ATTORNEY

Adebtirtotrmes

Debbie Holmes, County Clerk
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