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HEALTH NET LIFE INSURANCE COMPANY

GROUP POLICY NUMBER: 1440

ISSUETO:  (the“Policyholder”) COUNTY OF SAN BERNARDINO

EFFECTIVE DATE: July 1, 2007

PREMIUM S DUE - on the Effective Date and on the 1t day of each month theresfter.

Hedth Net Life Insurance Company, (the “Company”), in condderation of the Application of the
Policyholder and the payment of Premiums as due, agrees to provide the benefits according to the
provisons st forth in this and the following pages with respect to Members in the digible classes of the
Policyholder.

The Policy/Certificate is ddivered in Cdiforniaand is governed by the laws thereof.

SIGNED FOR HEALTH NET LIFE INSURANCE COMPANY
BY ITSPRESIDENT AT ITS EXECUTIVE OFFICES
IN WOODLAND HILLS, CALIFORNIA

PRESIDENT

GROUP POLICY/CERTIFICATE
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INTRODUCTION

Important Notice To California Certificateholders

In the event that the Member needs to contact someone about this insurance coverage for any reason,
please contact:

Health Net Life Insurance Company
1600 L os Gamos Drive, Suite 300
San Rafael, CA 94903
(800)-777-9276

If the Member has been unable to resolve a problem concerning this insurance coverage, after discussons
with Hedlth Net Life Insurance Company, or its agent or other representative, the Member may contact:

California Department of Insurance, Consumer Services Division
300 South Spring Street
South Tower
LosAngeles, CA 90013
1-800-927-HELP

MANAGED CARE FEATURES OF THISPOLICY/CERTIFICATE

This Policy/Certificate is administered in accordance with the Company’s Managed Care Program.
“Managed Care Program” means the monitoring of the use of these benefits by the Company to determine
that the coverage available is consstent with certain standards used to determine the medical need for the
benefit (sometimes called “Medica Necessity”) and the appropriateness of the fees charged for the service.
The availability and the level of certain Covered Services and Supplies under this Policy/Certificate depends
upon the Member’ s compliance with the Managed Care Program described in this document.

DEFINED TERMS
NOTE: Not dl defined terms herein are used in their usud meaning and some have meanings which limit

their application; therefore, please refer to Definitions section for a helpful understanding of the
defined terms which are capitaized within this Policy/Certificate.
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Mental Health and Substance Abuse Ben€fits

Outpatient Mental Health Services (Exempt group employees only)

SCHEDULE OF BENEFITS

Following is the current plan’s benefit schedule:

Number of Amount of Number of Amount of
Private Sessions Co-payment Group Sessions Co-payment
1-5 $0.00 1-5 $0.00

6-10 $9.00 6-10 $4.50
11-15 $18.00 11-15 $9.00

16 + $30.00 16 + $15.00

Specialized service

of alcohol and
substance abuse

programs for treatment

50% of cost of Outpatient services up to a maximum charge of
$1,200. The maximum reimbursement is $600 per Family Unit in any

benefit year.

Non-Contracted
Providers

$25.00 per session with ayearly maximum of $600.00 per family unit.

Lifetime Maximum:

Not applicable
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DEFINITIONS

Note: All defined termsare capitalized in this Policy/Certificate.

Acute means the sudden onset or aorupt change of amenta hedth condition requiring prompt attention, but
which is of limited duration, as determined by the Company.

Alternate Treatment means aplanned, medica therapeutic program for persons with Menta Disorders.
Thisincludes diagnosis, medicd care, and treatment when the patient does not require full-time, Inpatient,
Acute hospitalization, but does need more intensive care than traditional Outpatient Sessons.

Appeal Process meansthe forma process by which the Company offers a mechanism to review adenid of
Authorization.

Application means al forms required to be completed by the Policyholder.

Authorization means adecision in writing by the Medica Director or hishher designee, that benefits are
payable for certain services that a Member will receive or has received under this Plan or Policy/Certificate.
Requests for Authorization will be denied if not Medically Necessary, if in conflict with the Company’s
policies or are otherwise not covered under the Policy/Certificate or Plan.

Behavioral Healthcare Services means Chemicd Dependency, Substance Abuse and/or Mental
Hedlthcare Services which are Covered Services under this Policy/Certificate or Plan.

Calendar Year means that period of time commencing a 12:01 am. on January 1 and ending a 12:01
am. on the next January 1. Each succeeding like period will be considered anew Cdendar Year.

Chemical Dependency or Substance Abuse means a psychologica or physica dependence on acohol
or other mind-atering drugs that requires diagnosis, care and Medicaly Necessary treatment as determined
by the Company. Chemica Dependency does not include addiction to or dependency on nicotine or food
substancesin any form.

Claims means invoices or other standard hilling documents containing details of Behaviora Hedthcare
Services.

Company means Hedth Net Life Insurance Company or its Administrator, MHN Services.

Complaint means any expression of dissatisfaction from amember, whether received in writing or on the
telephone.
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Coordination of Benefits means dlocations of responshility to pay for hedlth care between two or more
group hedth insurance plans.

Copayment means the payment to be collected directly by the Practitioner from the Member for Covered
Services, excluding permitted Deductibles, if any.

Covered Charges or Covered Services mean those Medicdly Necessary Behaviord Hedthcare
Services and supplies provided for in this Policy/Certificate or Plan which are digible for rembursement.

Member or Member means an Eligible Employee or Dependent who agpplies for and receives approval
for coverage under the terms and conditions of the Policy/Certificate, is enrolled under this Plan and for
whom all required Prepayment Fees or Premiums have been recelved and accepted by the Company.

Custodial Care means care rendered to a patient who meets any of the following conditions:
2 Disabled mentally or physicaly and such disability is expected to continue and be prolonged.
2 Requires a protected, monitored, or controlled environment whether in an indtitution or in ahome.
2 Requires assstance to support the essentids of daily living.
2 Not under active and specific psychiatric trestment that will reduce the disability to the extent

necessary to enable the patient to function outside the protected, monitored, or controlled
environment.

A determination that Custodid Care is required is not precluded by the fact that a patient is under the care
of a supervisng or atending physician or other Prectitioner and that services are being ordered and
prescribed to support and generdly maintain the patient’s condition, provide for the patient’'s comfort, or
ensure the managesbility of the patient.

Deductible means that portion of the cost of Covered Services, if any, required under this
Policy/Certificate or Plan to be paid by the Member prior to any liability for payment by the Company.

Dependent means a Dependent who is dligible for coverage as dated in the “Eligibility, Enrollment and
Effective Date of Coverage’ section of this Policy/Certificate.

Diagnostic and Statistical Manual of Mental Disorders (DSM) means a liging of diagnodtic
categories and criteria which provides guiddines for making diagnoses of mental and Substance Abuse
disorders. The DSM isawiddy accepted basis for describing the presence and type of these disorders. A
DSM diagnosis of mental or Substance Abuse disorder is a minimum requirement for the demongtration of
Medicd Necessty. The diagnosis must be contained in the most recent edition of the DSM.
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Domiciliary Care means Inpatient inditutiona care provided to the Member not because it is Medicaly
Necessary, but because care in the home setting is not available, is unsuitable, or members of the patient’s
family are unwilling to provide the care. Indtitutiondization because of abandonment congtitutes Domiciliary
Care.

Effective Date means the date Sated as the Effective Date on the face of the Policy/Certificate.

Emergency or Emergency Admission or Psychiatric Emergency Medical Condition means he
sudden onst of a condition manifesting itsdf by Acute symptoms of sufficient severity (incdluding severe
pain) that a Prudent Layperson possessing an average knowledge of medicine and hedlth, could reasonably
expect in the absence of immediate Behaviord Hedthcare Services, could reasonably result in:

1. sariousimparment to bodily functions,
2. plading the hedlth of the Member, or others, in serious jeopardy; or
3. s=rious dysfunction of any bodily organ or part.

Emergency Services and Care means screening, examination and evaduation by a physcian or other
personnel to the extent permitted by applicable law and within the scope of their licensure and clinica
privileges, to determine if a Psychiatric Emergency Medica Condition exigts, and the care and treatment
necessary to relieve or diminate the Psychiatric Emergency Medicd Condition, within the cgpability of the
fadlity.

Employee or Eligible Employee or Subscriber means the covered primary person who is an exempt
employee of Employer (as defined by Employer) and who continues to saisfy the digibility criteria
established by the Policyholder and for whom a Prepayment Fee is paid to the Company by the Employer.
No individud shdl be digible to participate while in active military service.

Employer or Group means an Employer, trust fund, licensed hedlth plan or insurer, or other group or
business entity that has contracted with the Company for the provision of Behavioral Hedthcare Servicesto
Members.

Experimental or Investigational means medicd care that is essentidly investigetory or an unproven
procedure or treatment regimen that does not meet the generaly accepted standards of usud professiond
medicad or mentd hedth practice in the generd professond community, unless otherwise deemed
gopropriate by an Independent Medical Review organization.

Facility means a hedth or Resdentid Treatment Center which is duly licensed by the date in which it
operates to provide Inpatient, resdentia, day trestment, Partid Hospitalization or Outpatient care for the
diagnosis and/or treatment of Chemica Dependency and/or Menta Disorders.

Grace Period means a period of thirty-one (31) days beyond the date monthly Premium payments are due.

The monthly Premium payment may be made to the Company without lapse of coverage during this Grace
Period.
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Grievance means a Complaint that is handled through the process. These Complaints do not concern
denids of Authorization for clinica services.

Hospital means an Acute care Facility operated pursuant to applicable state laws which:

1. isaccredited as a Hospita by the Joint Commission on Accreditation of Hedlth Care Organizations or
by the Medicare Program; and

2. s primarily engaged in providing, for compensaion from its patients, diagnogtic and intervention
facilities for the care and trestment of Behavioral Hedthcare Services by and under the supervison of
adaff of physicians, and

3. has24-hour nursng services by Registered Nurses (RN); and

4. isnot primarily aplace for rest or Custodid Care, nursing home, and convaescent home or smilar
inditutions.

Independent Medical Review (“IMR”) means an apped required by certain sates, including Cdifornia,
providing for Independent Medical Review of denid decisions by hedth care service plans on the basis that
the services are not Medicaly Necessary or are Experimentd or Investigationd.

Inpatient means a Member who has been admitted to a Hospitd or other authorized ingtitution for bed
occupancy for purposes of receiving Medicdly Necessyty Behaviora Hedthcare Services, with the
reasonable expectation that the Member will remain in the institution at least twenty-four (24) hours.

Medical Director means aphyscian licensed to practice medicine in the sate of Cdifornia and employed
by MHN to coordinate and monitor the quality management, utilization management, and Provider services
for the Company.

Medically Necessary or Medical Necessity means a hedthcare service, trestment or supply which
meets dl of the following conditions as determined by the Company:

The requested services provide for the diagnosis and/or active treatment of a covered current
DSM-V Axis| Menta Disorder or substance-related disorder.

The proposed treatment plan represents an active, necessary and appropriate intervention for the
timely resolution of the patient’ s symptoms and the restoration to baseline level of functioning. The
proposed services are not primarily Custodia in nature.

Thetype, level and length of the proposed services and setting are consistent with the Company’ s
level of care criteriaand guiddlines and are rendered in the least restrictive levd of care in which the
patient can be safely and effectively treated.

The proposed treatment is not Experimental or Investigationd in nature.
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The proposed trestment plan has been demonstrated in peer reviewed journasto be at least equally
effectivein bringing about arapid resolution of symptoms when compared to possible dternative
trestment interventions.

The proposed trestment plan utilizes dinicd services in an efficient manner when compared to
dternative treatment interventions and contributes to effective management of the patient’ s benefit.

Trestment is provided by amental hedlth professiona licensed to practice independently who meets
the Company’s credentialing standards.

Mental Disorder: A Menta Disorder is a nervous or mental condition that meets dl of the following
conditions.

It isadincdly sgnificant behaviord or psychologica syndrome or paitern.
It is associated with a painful symptom, such as distress.
It impairs a patient’s ability to function in one or more mgor life activities

It is a condition listed as an Axis | Disorder (excluding V Codes) in the most recent edition of the
DSM by the American Psychiatric Association.

Mental Retardation means subnormd generd intellectud functioning associated with impairment of ether
learning and socid adjustment or maturetion, or both.

Non-Participating Provider means the Practitioner, Hospitd or Facility is not participating in MHN's
network of Participating Providers.

Other Plan or Plan means any of the following Plans which provide full or partid benefits for Behaviord
Hedlthcare Services.

2 Group, blanket or franchise insurance coverage.

2 Group or Hospita services plan contract, group practice, individual practice and other prepayment
coverages.

2 Any coverage under |abor-management trustee plans, union welfare plans, Employer or group
organization plans, employee benefit organization plans or sef-insured employee benefit plans.

2 Any coverage under governmental programs, and any coverage required or provided by any
Satute.

The term Other Plan refers separately to each policy, contract or other arrangement for services and
benefits, and separately with respect to that portion of any such policy, contract or other arrangement which
reserves the right to take the services and benefits of Other Plans into consideration in determining its
benefits and that portion which does not.

Outpatient means an ambulatory Member receiving Covered Services who has not been admitted to a
Hospitd or Facility.
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Partial Hospitalization or Day Treatment Center means it is designed to meet the needs of those
individuals who no longer need the structure provided by hospitdization. The Day Treatment Center aso
meets the needs of those persons who do not require the intensity of an Inpatient program and 24-hour
supervision but require a structured program of thergpeutic intervention.

Participating Provider means the Practitioner, Hospital or Facility is participating in MHN’s network,
meets the Company’ s credentiding standards and has agreed, by signing a Participating Provider agreement
with the Company, to accept the provisions of the applicable agreement, including the contractualy agreed
upon compensation, as the tota charge, whether paid fully by the Company or requiring cost sharing by the
Member.

Peer Reviewer means amenta hedth professond licensed to practice medicine in the state in which he or
she practices and who provides ongoing services involving peer review, utilization review and Clams
payment review.

Poalicyholder means the Employer to whom this Policy/Certificate has been issued.

Practitioner means a psychiatrist, licensed psychologig, licensed clinica socid worker or a marriage family
therapist who is duly licensed or certified under the laws of the State where trestment is delivered.

Premium or Prepayment Fee means a sum of monies paid monthly to the Company by the Policyholder
in order for the Eligible Employees and their covered Dependents to receive benefits and services covered
by this Policy/Certificate.

Preauthorization means gpprova for coverage from the Company prior to the Member obtaining Covered
Services. Requests for Preauthorization will be denied if not Medicaly Necessary, if in conflict with the
Company’s medica palicies, or otherwise not covered under this Plan or Policy/Certificate,

Provider means a Participating Provider or a Non-Participating Provider, as the case may be.

Prudent Layperson means a person who is without clinica training and who draws upon ther practica
experience when making a decison regarding whether emergency treatment is needed. They ae
consdered to have acted “reasonably” if other smilarly Stuated laypersons would have believed, on the
basis of observing the clinical symptoms at hand, that emergency trestment was necessary.

Residential Treatment Center means a supervised line-in trestment program for those individuas who
require 24-hour supervison in anon-medica setting.

Session means ay in-person or telephone consultation with a Practitioner for Covered Services under this
Plan or Policy/Certificate.
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Total Disability or Totally Disabled means, for an Employee, a Chemicd Dependency or Mentd
Disorder that prevents the Employee from performing the materid and substantial duties of any occupation
for which he or she is qudified by education, training or experience. For a Dependent, a Chemica
Dependency or Menta Disorder that prevents the Dependent from performing the activities and duties of an
individud of like age and sex.

Usual, Customary and Reasonable (UCR) means the usud charge made for the necessary services and
supplies generdly furnished for cases of comparable severity and nature in the geographica area in which
the services or supplies are furnished.
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ELIGIBILITY AND EFFECTIVE DATE OF COVERAGE

ELIGIBILITY

1. EMPLOYEE - Anindividud who is an “Exempt Employee’ (as defined by Client) and their eigible
dependents are digible for outpatient menta hedlth services and for whom afeeis paid by Client to MHN.
Eligibility begins on the firg of the month following employee s date of hire with Client. The County uses this
term “ Exempt Employees’ to mean dl officids, employees and their eigible dependents who are provided
County Exempt Group Benfits. They include eected County officids and their staff, County Adminidtrative
Officer and gaff, County Counsd and gtaff, department heads and their secretaries, departmenta divison
chiefs, Human Resources officerdandysts and division secretaries for the Department of Human Resources,
and Court Exempt and Court Non-Represented employees.” Coverage for digible Employees begins on
the first day of active work with the Policyholder.

2. DEPENDENT - A Dependent is digible to gpply for coverage if hisher rdationship to the
Employee is one of the following:  any person who is the Subscriber's lawful gouse or unmarried
dependent child up to age nineteen (19) or up to age twenty-three (23) if a full-time student, or of any age
and incgpable of saf-sustaining employment due to amentd or physica handicap.

Eligibility Requirementsfor an Employer and its Employees
Employer will not become a Policyholder until approved by the Company or its authorized representative.

No person may be covered hereunder as a Dependent and an Employee at the sametime.
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EFFECTIVE DATES

1. Subject to the payment of Premium by the Policyholder for the individua, coverage under this
Policy/Certificate shal become effective on the later of:

a. the date this Policy/Certificate takes effect; or
b. onthefirg day of the month following the first day of employment with the Policyholder.

NOTIFICATION OF ELIGIBILITY CHANGE

The Policyholder and/or the Member mugt notify the Company within thirty-one (31) days of any changein
datus thet affects a change in digibility. Thisincudes natification of a Dependent’s ability to meet digibility
criteria
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TERMINATION OF INSURANCE - EMPLOYEES AND DEPENDENTS

EMPLOYEE: Except as provided in any Extenson of Benefits provison, an Employee' s insurance will
end on the earliest of:

1.

o g~ W D

the date he or she ceases active employment, unless the Employee is on leave of absence, temporary
layoff or Tota Disability. In that case, the Policyholder may continue the coverage by paying the
gppropriate Premium, but not beyond the following time limits:

a. leave of absence, in accordance with the Policyholder’'s policy on leaves of absence. If the
Policyholder is subject to the requirements of The Family and Medicd Leave Act of 1993 (FMLA),
an Employee may be digible to continue coverage during a family leave. Conault the Policyholder
for details.

b. temporary layoff, the last day of the month following the month the Employee s layoff began; or
c. Totd Disahility, 12 months.

the date he or she ceases to be in aclass of Eligible Employees,

the date he or she retires,

the date the Employee or Policyholder fails to make a Premium payment;
the date of entry into the armed forces of any country;

the date the Policy/Certificate ends.

DEPENDENT: Except as provided by the Extenson of Benefits provison, a Dependent’ s insurance will
end onthe earliest of:

1.

the date the Employee sinsurance ends,

1. the date the Employee or Policyholder fails to make a payment for Dependent insurance;
2.
3. thedate a Dependent ceases to meet the definition of “ Dependent,” as set forth in this Policy/Certificate.

the date the Employee ceases to bein aclass of igible Employees for Dependent coverage;

A Dependent child, upon reaching the termination age, may not be able to sustain employment because of
Mental Retardation or physicad handicap. If the Employee notifies the Company in writing within thirty-one
(31) days after such age, the Company will continue coverage as long as the Employee's coverage
continues and the child continues to be handicapped and dependent upon the Employee for support, and as
long as the Premium for coverage for such child is paid before the end of the Grace Period. The Company
may require that proof of such incapacity and dependency be furnished to the Company but not more
frequently than annudly after the two year period after the Dependent child reaches the limiting age set forth
in the “Eligibility and Effective Date of Coverage’ section of this Policy/Certificate.
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EXTENSION OF BENEFITS

If a Member is Totally Disabled due to a Chemicd Dependency or Mentd Disorder a the time the
Policy/Certificate terminates, coverage for such Totd Disability will be extended for thet Totd Disahility.
This extenson will end on the earliest of these dates:

1) the date such personisno longer Totdly Disabled;
2) 12 months from the date the insurance coverage terminates;

3) the date such person acquires coverage under a replacement plan which provides smilar benefits,
but only if the plan covers the condition causing the Totd Disability without limitation due to the
condition having begun prior to the effective date of the replacement coverage.
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TERMINATION OF POLICY/CERTIFICATE

If the Policy/Certificate ends, the Policyholder will be lidble for al unpaid Premiums for the period the
Policy/Certificate wasiin force.

TERMINATION FOR NON-PAYMENT OF PREMIUM: If any Premium is not paid before the end
of the Grace Period, the Policy/Certificate will terminate on the last day of the month in which Premiums
were paid.

TERMINATION BY THE POLICYHOLDER: The Policyholder may end the Policy/Certificate by
giving written notice to the Company &t leadt thirty-one (31) days in advance. However, such termination
will become effective during any period for which a Premium has been paid. The Company is under no
obligation to make refunds of Premiums previoudy paid. Coverage will continue during the period for which
Premiums have been paid.

TERMINATION BY THE COMPANY: The Company reserves the right to terminate the
Policy/Cettificate if:

1. lessthan 100% of the Eligible Employees for any noncontributory insurance are insured;

2. the Pdlicyholder fals to promptly furnish any information which the Company may reasonably
require or fallsto perform its duties pertaining to the Policy/Certificate in good faith; or

3. any other reason, provided that the Company gives the Policyholder thirty-one (31) days advance
written notice.
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COVERED SERVICES AND SUPPLIES FOR
CHEMICAL DEPENDENCY AND MENTAL HEALTH BENEFITS

If a Member incurs Covered Charges for Chemica Dependency or Menta Disorders, the Company will
pay abenefit as determined below.

INSURED PERCENTAGE: The Company will pay benefits at the insured percentage shown in the
Schedule of Bendfits.

COVERED CHARGES: The Company will pay for the following Covered Services and Supplies
furnished in connection with the treetment of Chemical Dependency or Mental Disorders. Services must be
Medicaly Necessary and incurred while insurance is in force. Payments are subject to the gpplicable
insured percentage Copayments shown in the Schedule of Benefits and dl other provisons of this
Policy/Certificate.

1) Individuaized evduation of needs, referrd into trestment and monitoring by the Company.
2) Maedically Necessary Inpatient trestment and Residential Treatment Center room and board.

3) Other Chemica Dependency or Mental Disorder services and supplies Medicaly Necessary for the
trestment of the Member, subject to Authorization by the Company.

4) Medicdly Necessary Practitioner services received a Hospita's and Facilities.
5) Maedically Necessary Practitioner servicesfor individud, group and family thergpy or counsding.
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UTILIZATION REVIEW/CARE MANAGEMENT

PREAUTHORIZATION: In order to obtain maximum benefits available under this Policy/Certificate, the
Member must obtain Preauthorization prior to the commencement of any Medicaly Necessary services. As
used herein, “Preauthorization” means that the Member must:

1) cdl the Company a the toll-free number provided in the Policy/Certificate and/or hedth insurance
identification card prior to obtaining services, and

2) provide the Company with any requested information.

If the Chemica Dependency or Menta Disorder services are Medicaly Necessary, the Company will refer
the Member to an gppropriate Provider for the Member’'s condition. The Company will cortact the
Provider regarding the initid authorized Covered Services. The Provider may be issued an Authorization
letter describing the authorized trestment.

Concurrent reviews typicaly occur on a regular basis throughout the Member’s trestment. During such
reviews, the Company monitors the Member’s course of treatment to determine the necessity of continuous
gtay or Sessions and gppropriateness of the level of care. For maximum reimbursement, the Company must
authorize dl extended lengths of stay and transfers to different levels of care aswell as any ancillary services.

Preauthorization is not required (though advisable) for an Emergency Admission; however, the Company
must be contacted by the Member, his or her Practitioner, the Hospita or one of the Member’s family
members within 24 hours of admission.

Care Management Reduction
Refer to The Schedule of Bendits for any pendties or reductions in payments resulting from
Policy/Certificate non-compliance.

Use of Participating Provider

This Policy/Certificate will pay a greater percentage of the Member’s Medicaly Necessary expenses when
utilizing a Participating Provider. Please contact Managed Hedth Network a 800-777-9276 to obtain a
referrd to a Participating Provider.
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GENERAL EXCLUSIONSAND LIMITATIONS

No payment will be made by the Company for any of the following care, services or supplies:

Treatment of detoxification in newborns.

Treatment of congenitd and/or organic disorders.  This includes, without limitation, Alzhemer's
Disease, Mentd Retardetion (other than the initid diagnogs), Organic Brain Disease, Ddirium,
Dementia, Amnesic Disorders and Other Cognitive Disorders as defined in the DSM.

Treatment for chronic pain and other pain disorders, smoking cessation, nicotine dependence, nicotine
withdrawa and nicotine-related disorders.

Treatment of obesity and eating disorders unless otherwise required by law. This does not include the
diagnosis of anorexia and bulimia nervosa as defined in DSM.

Court-ordered testing and treatmen.

Private Hospital rooms and/or private duty nursing, unless determined to be Medically Necessary and
Authorization by the Medica Director or his designeeis obtained.

Ancillary services such as.
a Vocaiond rehabilitation.
b. Behaviord training.
C. Speech or occupationa therapy.
d. Seep therapy and employment counsdling.
e. Traning or educationd therapy for reading or learning disabilities.
f.  Other education services.

Testing, screening or trestment for:
a. Leaning Disorders, Expressve Language Disorders, Mathemetics Disorder, Phonologica
Disorder and Communication Disorder NOS.
b. Motor Skills Disorders and Developmenta Coordination Disorder.

c. All Disorders of Infancy and Early Childhood and Developmenta Disorders including, but not
limited to, Communication Disorders, Pervasive Developmenta Disorders, Autistic Disorder,
Rett’s Disorder, Asperger’ s Disorder (except as otherwise required by law).

d. Disorders resulting from genera medicd conditions, including but not limited to, Catatonic
Disorder Due to Generd Medica Condition, Personality Change Due to Generd Medicd
Disorder, Narcolepsy, Stuttering, Stereotypic Movement Disorders, Sleep Disorders, TIC
Disorders, Elimination Disorders, Sexud Dysfunctions, Primary Insomnia.

Personality Disorders.

Pedophilia

Primary Sleep Disorders, Primary Hypersomnia, and Dyssomnia NOS.
Age-Rdated Cognitive Decline.

) Q ™ o
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10.

11.

12.

13.

14.

15.

16.

17.

18.
19.

20.

21.

22.

Treatment of conditions which are medica in nature, even when such conditions may have been
caused by aMenta Disorder, Chemica Dependency or Substance Abuse.

Treatment by Practitioners other than those within licensng categories then recognized by the
Adminidrator as providing Covered Services in accordance with gpplicable medica community
standards.

Trestment rendered for conditions not listed as an Axis | disorder (V Code diagnoses listed as an
Axis| disorder are dso excluded unless otherwise specified in the Policy/Certificate).

Services in excess of those with respect to which Authorization by the Medica Director or his
designee is obtained.

Psychologica testing except as conducted by a licensed psychologist for assstance in trestment
planning, induding medication management or diagnodtic clarification and specificdly excluding al
educational, academic and achievement tests, psychologica testing related to medica conditions or to
determine surgica readiness and automated computer based reports.

Missed gppointments.  The Administrator will consider one of the Member’s counsding Sessions
used if the Member fails to cancel with the Practitioner & least 24 hours in advance, unless the
gppointment is missed because of an Emergency or circumstances beyond the Member’s contral.

All prescription or non-prescription drugs and laboratory fees, except for drugs and laboratory fees
prescribed by a Practitioner in connection with the Member's treatment as an Inpatient at a Hospita
or asapdient a a Facility providing Alternate Treatment.

Inpatient services, treatment, or supplies rendered without Authorization, if required, except in the
event of an Emergency.

Hedthcare services, trestment, or supplies rendered in a non-Emergency by a Non-Participating
Provider, unless Member has received Authorization by the Medicad Director or his designee or
otherwise provided by the Policy.
Damage to a Hospital or Facility caused by the Member.
Hedthcare services, trestment or supplies determined to be Experimenta by the Medicd Director or
his or her designee in accordance with accepted menta hedth standards, except as otherwise
required by law.
Hesdlthcare services, treatment or supplies:

a. Provided asaresult of any Workers Compensation law or smilar legidation.

b. Obtained through, or required by, any governmenta agency or program.

c. Caused by the conduct or omission of a third party for which the Member has a clam for
damages or reief.

Hedthcare services, treatment, or supplies for military service disabilities for which trestment is
reasonably available under governmenta hedlthcare programs.

Treatment for biofeedback, acupuncture or hypnotherapy.
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23.

24.

25.

26.

27.
28.

29.

30.

31

32.

33.

Hedthcare services, treatment, or supplies rendered to the Member which are not Medicaly
Necessary. Thisincludes, but is not limited to, services, trestment, or supplies primarily for rest or
convaescence, Cugtodid Care or Domiciliary Care as determined by the Adminigtrator.

Services received before the Member's effective date, during an Inpatient stay that began before the
Member's effective date or services received after the Member's coverage ended, except as
specificadly sated herein.

Sarvicesfor which:
a. Thepersonisnot legdly obligated to pay.
b. No charge is made to the person.
c. No charge is made to the person in the absence of insurance coverage.
d. Itisprovided without cost to the person by alocd, state or federal government agency.

Services in connection with conditions caused by an act of war.
Conditions caused by release of nuclear energy, whether or not the result of war.
Emergency room services not provided by a psychiatrist directly related to the treatment of a Menta

Disorder, Chemica Dependency or Substance Abuse problem in accordance with the limitations
listed above.

Professond services received from a person who lives in Member’s home or who is rdated to
Member by blood or marriage.

Any sarvices or suppliesto the extent they are covered under Parts A or B of Medicareif ether:

(A) TheMember isenrolled in Part A of Medicare, whether or not the Member isenrolled in
Part B of Medicare, or

(B) TheMember isentitled to enroll in Medicare and has made the required number of
quarterly contributions to the Socid Security System, whether or not the Member has
actudly enrolled in Medicare or clamed Medicare benefits.

Services performed in any emergency room which are not directly related to the treetment of a Mentd
Disorder or Chemica Dependency problem.

Services received out of the Member’'s primary sate of resdence except in the event of an
Emergency and as otherwise authorized by the Adminigtrator.

All other services, confinements, trestments or supplies not provided primarily for the treatment of
specific covered benefits outlined in the Schedule of Benefits and/or specifically included as Covered
Services dsewhere in this Policy/Certificate.
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COORDINATION OF BENEFITS

Coordination of Benefits (COB) means that benefits are paid so that no more than 100% of Usud,
Customary, and Reasonable (UCR) expenses will be covered under the combined benefits of dl plans.

The Company will coordinate UCR benefits with benefits payable under Other Plans. The Other Plans are
those that provide servicesin connection with medica or dental care or trestment through:

1. group, blanket or franchise insurance (other than school accident policies);

2. group Hospita or medical service organizations, group practice, or other prepayment coverage on a
group basis,

3. alabor management trustee plan, union welfare plan, Employer or Employee benefit plan, or any other
arrangement of benefits for individuas or a group;

4. Medicare (Parts A and B) when a Member is digible for Medicare coverage. For purposes of
determining Medicare benefits, a Member will be deemed to have enrolled for al coverage for which
the Member is digible under Medicare (Parts A and B), whether or not he or she actudly enrall;

5. any coverage under government programs or coverage required or provided by law, but not Medicaid.

How Coordination Works

One of the plans involved will pay the benefits first. Thet plan is “Primary”. The Other Plans will pay
benefits next. Those plans are “ Secondary”.

If this plan is Primary, it will pay its benefitsfirst. Benefits under this plan will not be reduced due to benefits
payable under Other Plans.

If this plan is Secondary, benefits under this plan may be reduced due to benefits payable under Other Plans
Primary to this plan.

The amount of UCR expenses will be determined first. Then the amount of benefits paid by plans Primary
to this plan will be subtracted from this amount. This plan will pay the difference but no more than the
amount it would have paid without this provision.

Which Plan isPrimary

In order to pay Claims, the Company must find out which plan is Primary and which plan is Secondary.
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There are rules to find out which plan is Primary and which plans are Secondary. The rules are used until
oneisfound that applies to the Stuation. They are dways used in the following order:

1. A plan that has no Coordination of Benefits provision will be Primary to a plan that does have a
Coordination of Benefits provison.

2. A plan that covers the person as an Employee will be Primary to the plan that covers the same person
as a Dependent.

3. The plan that covers the person as a Dependent of the person whose birthday is earlier in the Cdendar
Year will be Primary to a plan which covers that person as a Dependent of a person whose birthday is
later in the Calendar Year.

If both parents have the same birthday, the plan which has covered the parent longer will be Primary to the
plan that has covered the other parent for the shorter period of time.

The Other Plan may not have a rule based on birthdays smilar to this rule. If the Other Plan has arule
based on the gender of the parent, the rule of the Other Plan will determine which plan is Primary.

However, the person may be covered as a Dependent under two or more plans of divorced or separated
parents. In tha case, the plan of the parent with custody will be Primary to the plan of the parent without

custodly.

Further, the parent with custody may have remarried. In that case, the order of payment will be asfollows:
1. Theplan of the parent with custody will pay benefitsfird.

2. The plan of the spouse of the parent with custody will pay benefits next.
3. The plan of the parent without custody will pay benefits next.

There may be a court decree which has specific terms giving one person financid responghbility for the
medical, dental or other health expenses of the Dependent child. If the Company has been provided with
notice of those terms, the benefits of that plan will be determined first.

A plan may cover a person as an Employee who is not laid off or retired, or as a Dependent of that
Employee. This plan will be Primary to any plan that covers the person as alaid-off or retired Employee, or
as a Dependent of that Employee. The Other Plan may not have a rule for laid-off or retired Employees
gmilar to thisrule. Inthis case, thisrule will not apply.

If none of the above rules goply, the plan that covered the person for the longest time will be Primary to dl
Other Plans.

The Company may obtain or rdease any information needed to carry out the intent of the Coordination of
Bendfits provison. The Member must inform the Company of coverage under Other Plans when making a
clam. The Company has the right to recover from the Member, or any other organization or person, any
amounts that are overpaid.
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RIGHT TO RECEIVE AND RELEASE INFORMATION

For the purposes of determining the gpplicability and implementing the terms of this provison of this
Policy/Certificate or any provison of smilar purpose of any Other Plan, the Company may, without the
consent of or notice to any other person, release to or obtain from any other insurance company or other
organization or person any information if permitted by law, with respect to any person, which the Company
deems to be necessary for such purposes. Any person claiming benefits under this Policy/Certificate shall
furnish the Company such information as may be necessary to determine the benefits payable or coverage to
be provided under this Policy/Certificate.

GOVERNMENT PROGRAMS

The benefits under this Policy/Certificate are not designed to duplicate any benefits to which Members are,
or would be, entitled under government programs for which they are eigible, including Medicare. All sums
payable under such programs for services provided pursuant to this Policy/Certificate shal be payable to,
and retained by, the Company. Each Member shdl submit to the Company such consents, releases,
assgnments, and other documents as may be required by the Company in order to obtain or assure
reimbursement under government programs for which Members are digible.

ACTSOF THIRD PARTIES

If a Member is injured through the wrongful act, negligence or omission of another person, the Company
shall provide the Member with Covered Services and Supplies. However, the Company shdl have the right
to recover the vaue of the Covered Services and Supplies that the Member collects from the liable third
party, and the Member shdl agree to the following as a condition of coverage:

1. To remburse the Company to the extent of Covered Services and Supplies received, immediately
upon collection of damages by him or her, whether by action at law, settlement or otherwise; and

2. To cooperate fully with the Company by furnishing information, forms, assgnments or lienswhich will
enable the Company to recover the vaue of the Covered Services and Supplies that the Member
collects from the liable third party.
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CONTINUATION OF GROUP COVERAGE (COBRA and Cal-COBRA)

If coverage through this Policy/Certificate ends, the terminated Member may be digible for additiond
periods of coverage under this plan through the Company.

COBRA Continuation Coverage: Many Employers are required to offer continuation coverage by
the federal Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA). For most groups with
20 or more employees, COBRA gpplies to employees and their igible dependents, even if they live
outsde Cdifornia Members whose coverage is terminated may check with their Employer to
determineif they are digible for COBRA continuetion.

Cal-COBRA Continuation Coverage: If the Member began recelving federal COBRA coverage on
or after January 1, 2003, has exhausted federd COBRA coverage and has had less than 36 months of
COBRA coverage, he or she has the opportunity to continue group coverage under this
Policy/Certificate through Ca-COBRA for up to 36 months from the date that feder COBRA
coverage began.

The Company will Offer Cal-COBRA to Members: The Company will send Members whose
federd COBRA coverage is ending by U.S. mail information on Ca-COBRA rights and obligations
aong with the necessary Premium information, enrollment forms, and ingtructions to formaly choose
Cal-COBRA Continuation Coverage. This information will be sent with the notice of pending
termination of federd COBRA.

Choosing Cal-COBRA: If a Member wishes to choose Cd-COBRA Continuation Coverage, he or
she must deliver the completed enrollment form (described immediately above) to the Company by first
class mail, persond delivery, express mail, or private courier company. The address appears on the ID
card.

The Member must ddliver the enrollment form to the Company within 60 days of the later of (1) the
Member’s termination date for COBRA coverage or (2) the date he or she received a notice from the
Company that he or she hasthe right to Cal-COBRA Continuation.

Payment for Cal-COBRA: The Member must pay the Company 110% of the applicable group rate
charged for employees and their dependents.

The Member must submit the first payment within 45 days of ddivering the completed enrollment form
to the Company in accordance with the terms and conditions of the hedth plan contract. The first
payment must cover the period from the last day of prior coverage to the present. There can be no gap
between prior coverage and Cal-COBRA Continuation Coverage. The Member's first payment must
be ddlivered to the Company by firs-class mall, certified mail, or other reliable means of ddivery,
including persond ddivery, express mal, or private courier company. If the payment covering the
period from the last day of prior coverage to the present is not received within 45 days of providing the
enrollment form to the Company, the Member's Ca-COBRA dection is not effective and no coverage
is provided.
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All subsequent payments must be made on the first day of each month. If the payment is late, the
Member will be alowed a grace period of 30 days. Fifteen days from the due date (the first of the
month), the Company will send a letter warning that coverage will terminate 15 days from the date on
the letter. If the Member fals to make the payment within 15 days of the notice of termination,
enrollment will be canceled by the Company. If the Member makes the payment before the termination
date, coverage will be continued with no bresk in coverage. Amounts received after the termination
date will be refunded to the Member by the Company within 20 business days.

Employer Replaces Previous Plan: There are two ways the Member may be digible for Cd-
COBRA Continuation Coverage if the Employer replaces the previous plan:

1. If the Member had chosen Cal-COBRA Continuation Coverage through a previous plan provided
by his or her current Employer and replaced by this plan because the previous policy was
terminated, or

2. If the Member sdects this plan a the time of the Employer's open enrollment.

The Member may choose to continue to be covered by this plan for the balance of the period that he or
she could have continued to be covered by the prior group plan. In order to continue Ca-COBRA
coverage under the new plan, the Member must request enrollment and pay the required Premium
within 30 days of receiving notice of the termination of the prior plan. If the Member fails to request
enrollment and pay the Premium within the 30-day period, Cal-COBRA Continuation Coverage will
terminate.

Employer Replaces this Plan: If the Policy between the Company and the Employer terminates,
coverage with the Company will end. However, if the Employer obtains coverage from another insurer
or HMO, the Member may choose to continue to be covered by that new plan for the balance of the
period that he or she could have continued to be covered by the Company plan.

When Does Cal-COBRA Continuation Coverage End? When a Qudified Beneficiary has chosen
Cal-COBRA Continuation Coverage, coverage will end due to any of the following reasons.

1. 36 months from the Member’s origind COBRA effective date (under this or any Other Plan)*.
2. The Member becomes entitled to Medicare; that is, enrolls in the Medicare program.

3. The Member falsto pay the correct Premium amount on the first day of each month as described
above under "Payment for Ca-COBRA.."

4. The date the Employer’ s coverage with the Company terminates. (See “Employer Replacesthis
Pan.”)

5. The Member becomes covered by another group hedth plan that does not contain a pre-exising
condition limitation preventing the individua from receiving the full benefits of thet plan.

If the Member becomes covered by another group hedlth plan that does contain a pre-exigting condition
limitation preventing the individua from receiving the full benefits of that plan, coverage through this plan
will continue. Coordination of Benefitswill apply, and Ca-COBRA plan will be the primary plan.

* The COBRA dffective date is the date the Member first became covered under COBRA continuation
coverage.
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Additional COBRA-like Coverage (Senior-COBRA): Cdifornia law provides that an employee
and his or her spouse who dected COBRA coverage following termination of employment may be
entitled to additiond COBRA-like coverage.

If the principd Member was 60 years of age or older on the date of his or her termination of
employment and had worked for the Employer for the previous five years, the principad Member and his
or her spouse may be digible for additionad coverage when the federd COBRA coverage expires.
Additiondly, a former spouse of an employee or former employee whose coverage under COBRA or
Cal-COBRA expires may be entitled to additiond COBRA-like coverage.

The principal Member may request additiond information from the Company. If the principal Member
wishes to purchase this additionad COBRA-like coverage, he or she must notify the Company in writing
of his or her wish to do so within 30 calendar days prior to the date continuation coverage under
COBRA or Ca-COBRA is scheduled to end.
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PREMIUM CALCULATIONS

Theinitid and subsequent Premiums will be paid to the Company by the Policyholder on or before the date
specified on the Policy/Certificate face page. The Company has the right to change the initid Premium to
reflect the actua number, ages or classes of Members on the Effective Date of the Policy/Certificate and
from time to time, as long as the Policy/Certificate remains in effect. Premium is payable to the Company’s
home office, or to an authorized representative of the Company.

The payment of any Premium will not keep the Policy/Certificate in force beyond the due date of the next
Premium except as provided in the Grace Period. If any Premium is not paid before the end of the Grace
Period, the Policy/Certificate will automaticaly end at the end of the period for which the last Premium
payment has been paid.

PREMIUM CHANGES
The Company reserves the right to change Premiums under the Policy/Certificate on any Policy anniversary
giving the Policyholder at least 60 days prior written notice. However, Premiums may be changed at any

time due to the following:

1. if the provisons of the Policy/Certificate are changed as to benefits or as to classes of Employees; or

2. following any date or federd legidation or regulaions or other governmental regulations affecting the
Company’s ligbility under the Policy/Certificate.

WAIVER OF RIGHTS

If the Company fails to enforce any provison of the Policy/Certificate, such fallure will not affect its right to
do so a alater date, nor will it affect its right to enforce any other provision of the Policy/Certificate.

REINSTATEMENT

An Employee will be digible to have his or her insurance reinstated on the first day of the month which
follows the resumption of his or her employment if his or her insurance was ended because of termination of
employment and if such resumption iswithin Six (6) consecutive months following his or her termination.
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REQUIRED INFORMATION

The Policyholder will furnish the Company with dl information necessary for the calculation of Premium and
al other information that may be reasonably required by the Company. The Company has the right to
examine a any reasonable time any records of the Policyholder, any person, company, or organization hired
to assg in the adminigration of the Policy/Certificate which have a bearing on the Premiums and benefits.

Thisright will exis:
1) during the continuance of the Policy/Certificate; and
2) until find determination of dl rights and obligations under the Policy/Cettificate.
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CLAIMS

CLAIMS PROCEDURE: The procedure outlined below must be followed by Members to obtain
payment of benefits under this Policy/Certificate.

NOTICE OF CLAIM: A written notice of a Clam must be furnished to the Company within twenty (20)
days after the occurrence or commencement of any loss covered by this Policy/Certificate, or as soon
thereafter asis reasonably possible.

A Member mugt give the Company written notice within 20 days after the occurrence or commencement of
any loss covered by this Policy/Certificate. The notice should be sent to the Company at 1600 Los Gamos
Drive, Suite 300, San Rafad, Cdifornia 94903 with information sufficient to identify the Member. The
Company shdl consider this as the required notice.

PROOF OF LOSS: Written proof of loss must be furnished to the Company & its said office in case of
Clam for loss for which this Policy/Certificate provided any periodic payment contingent upon continuing
loss within ninety (90) days after the termination of the period for which the Company isliable and in case of
Claim for any other loss within ninety (90) days after the date of such loss. Failure to furnish such proof of
loss within the time required shal not invaidate nor reduce any Clam if proof is provided as soon as
reasonably possible. Except in the absence of lega capacity, the Company is not required to accept proof
later than one year from the time proof of lossis otherwise required.

LIMITATION OF LIABILITY: The Company shdl not be obligated to pay any benefits under the
Policy/Certificate for any Clams if the proof of loss for such Clam was not submitted within the period
provided, unlessit is shown that (1) it was not reasonably possible to have submitted the proof of loss within
such period and (2) the proof of 1oss was submitted as soon as it was reasonably possible.

In no event will the Company be obligated to pay benefits for any Clam if the proof of lossfor such Clamiis
not submitted to the Company within one year after the date of 10ss, except in the case of legd incapacity of
the Member.

PAYMENT OF OTHER CLAIMS:
TIME OF PAYMENT

MEDICAL EXPENSE REIMBURSEMENT - Benefits for incurred medica expenses which are
covered under this Policy/Certificate will be paid immediately upon receipt of proper proof of loss by
the Company and the applicable time period theresfter.

PERIODIC PAYMENTS - Payment of accrued periodic payments for continuing losses which are
covered under this Policy/Certificate will be made immediately upon receipt of proper written proof of
loss by the Company.
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PAYMENT OF BENEFITS:

TO MEMBER - All benefits, unless assgned, under this Policy/Certificate are payable to the
Employee whose sickness or injury, or whose covered Dependent’s Sickness or injury, isthe basis of a
Clam.

DEATH OR INCAPACITY OF MEMBER - In the event of the desth or incapacity of Member
and in the absence of written evidence to the Company of the qudification of a guardian for his or her
edate, the Company may, in its sole discretion make any and dl such payments to the individua or
inditution which, in the opinion of the Company, is or was providing the care and support of such
Member.

ASSIGNMENTS: Bendfits for medical expenses covered under this Policy/Certificate may be assgned
by a Member to the person or indtitution rendering the services for which the expenses were incurred. No
such assignment will bind the Company prior to the payment of the benefits assgned. The Company will
not be respongble for determining whether any such assgnment is valid. Payment of benefits which have
been assgned will be made directly to the assgnee unless a written request not to honor the assgnment,
signed by the Member and the assignee, has been received before the proof of lossis submitted.

APPEAL OF CLAIM DENIAL:

In the event a Claim is denied, the Member will be provided with written notice of the specific reason or
reasons for the denid, and an explanation of the Clam review procedure for the Policy/Certificate. A
clamant, within 180 days after receipt of notification of the denid of a Claim, may request in writing that the
denid be reviewed by the Company.

If the Member is Hill in trestment, the Member can initiste a request for an apped of a denid of
Authorization of care by cdling the service team a 800-777-9276. The Company care manager assigned
to the case shdl arrange for a telephonic gpped with a Peer Reviewer within one (1) business day. The
appedl is conducted by a Peer Reviewer different from the one who issued the initid denid of Authorization.
Additiond information may be transmitted to the Peer Reviewer by facamile, but the sender mugt inform the
patient that the misdiaing by the transmitter may result in confidentid information being received by an entity
other than the Company.

If the Member has completed treatment, only written appeals shall be accepted. The written apped request
should be accompanied by a complete copy of the relevant Hospita or other clinica records and sent to:
Appeds Unit, 503 Cana Boulevard, Pt. Richmond, CA 94804. A Peer Reviewer, different from the one
who made the initial denid decison, shal review the request and written notification shal be sent © the
Member and Provider within thirty (30) days of the written apped request. In the event the denid is upheld,
Independent Medica Review will be offered according to applicable state law.

HNL-MHN2004 29 (9/2004)



ARBITRATION

Sometimes disputes or disagreements may arise between the Employer or Members (including Dependents
enrolled under the Policy, or their heirs or persond representatives) and the Company regarding the
congtruction, interpretation, performance or breach of this Policy/Certificate, or regarding other matters
relaing to or arising out of the Member’s enrollment under the Policy/Certificate. Typicdly such disputes
are handled and resolved through the Company’s Appeal Process described above. However, in the event
that a dispute is not resolved in that process, the Company uses binding arbitration as the find method for
resolving al such disputes, which arise out of or relate to coverage under the Policy/Certificate, whether
dtated in tort, contract or otherwise.

All disputes the Employer or a Member has with the Company, except those described below, also must be
submitted to final and binding arbitration. Likewise, the Company agreesto arbitrate al such disputes. This
mutual agreement to arbitrate disputes means that the Employer, Members, and the Company are bound to
use binding arbitration as the find means of resolving disputes that may arise between the Employer,

Members, and the Company, and thereby both parties agree to forego any right they may haveto ajury trid

on such disputes. However, no remedies that otherwise would be available to either party in a court of law
will be forfeited by virtue of this agreement to use and be bound by the Company’s binding arbitration

process. This agreement to arbitrate shal be enforced even if aparty to the arbitration is dso involved in
another action or proceeding with athird party arisng out of the same matter.

The Company’s binding arbitration process is administered by the American Arbitration Association
(AAA), in accordance with the Commercid Arbitration Rules of AAA. Any disputes with the Company
arisgng under the Policy/Certificate must be submitted to AAA for handling. The Federd Arbitration Act, 9
U.SC. 81, et seq., will govern arbitrations under this process. Arbitration can be initiated by obtaining a
Demand for Arbitration Form from the AAA and filing it with the nearest AAA office. If an AAA office
cannot be located nearby, the demand should be filed with the Los Angeles office at the following address:

American Arbitration Association
3055 Wilshire Boulevard, 7" Floor
Los Angdes, Cdifornia90010-1108

AAA will arrange the arbitration at atime and location that is mutualy agreed to by both parties.

The arbitrator is required to follow applicable state or federd law. The arbitrator will not have the authority
to make any award not available under date or federal law. At the conclusion of the arbitration, the
arbitrator will issue awritten opinion and award setting forth findings of fact and conclusons of law, and that
award will be binding on dl parties.

The parties will share equdly the AAA adminidrative fees and any arbitrator’ s fee involved in the arbitration

except that, upon a Member’s request, the AAA may dlocate dl of the Member’s share of the AAA and
arbitrator's fees to the Company. Each party will be responsible for their own attorneys' fees.
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Effective July 1, 2002, Members who are enrolled in an Employer’s plan that is subject to ERISA,
29 U.S.C. § 1001 et s=q., afederd law regulating benefit plans, are not required to submit disputes about
certain “adverse benefit determinations’ made by the Company to mandatory binding arbitration. Under
ERISA, an “adverse benefit determination” means a decision by the Company to deny, reduce, terminate or
not pay for al or a pat of a benefit. However, Members and the Company may voluntarily agree to
arbitrate digputes about these “adverse benefit determinations’ at the time the dispute arises.
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GENERAL PROVISIONS

ENTIRE CONTRACT - The Policy/Cetificate (with the Employer Applications) make up the entire
contract. In the absence of fraud, dl statements made by the Policyholder or by any Member shdl be
deemed representations and not warranties. No statement made for the purpose of effecting insurance shdl
avoid insurance or reduce benefits unless contained in a written insrument signed by the Policyholder or
Member and a copy of the document has been furnished to the Company and/or the Subscriber.

No agent nor other individual, except the Chief Fnancia Officer, President or Secretary of the Company,
can gpprove a change to the Policy/Certificate or extend the time for payment of any Premium. No change
will be vdid unless it is made by an endorsement to the Policy/Certificate, or by an amendment signed by
the Policyholder and the President or Secretary of the Company. Any change made will be binding on each
Member and on any other individua(s) referred to in the Policy/Certificate.

PHYSICAL EXAMINATIONS - The Company resarves the right to have a Practitioner of its own
choosing examine any Member whose condition, sickness, or injury is the basis of a Clam. All such
examinations shdl be at the expense of the Company. Thisright may be exercised when and as often as the
Company may reasonably require during the pendency of a Clam. The opportunity to exercise this right
shdl be acondition precedent to obtaining payment of benefits for the Claim.

AUTOPSY - The Company reserves the right to have an autopsy performed upon any deceased Member
whose condition, sickness, or injury is the basis of a Clam. This right may be exercised only where not
prohibited by law.

GRACE PERIOD - After payment of the first Premium, the Company will dlow the Policyholder a Grace
Period of thirty-one (31) days, following a Premium due date, to pay subsequent Premiums.  During this
Grace Period, the Policy/Certificate will remain in force. The Policyholder will be ligble for payment of
Premium for the period the Policy/Certificate continues in force.

CONFORMITY WITH STATE STATUTE - Any provison of the Policy/Certificate which, on its
Effective Date, is in conflict with the state laws in which the Policy/Certificate was issued or delivered, is
hereby amended to meet the minimum requirements of the law.

WORKERS COMPENSATION - The Policy/Certificate is not in lieu of and does not affect any
requirements for coverage by Workers Compensation insurance.

AGE - When a Member’'s age has been misstated, a Premium adjussment may be made so that the
Company will receive the correct Premium for the true age.

NEW ENTRANTS - The Policyholder may add from time to time, new Eligible Employees and
Dependents as the case may be, in accordance with the Eligibility section of this Policy/Certificate.
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TIME LIMIT ON CERTAIN DEFENSES - A dam shdl not be denied nor shdl the vdidity of
insurance be contested because of any statement with respect to insurability made by the Insured Person
while digible for coverage under the Policy/Certificate, if:

1
2.

the insurance has been in force for at least three (3) years before any such contest; and
the person with respect to whom any such statement was made is dive during such three (3) years.

RECOVERY OF PAYMENTS - The Company reserves the right to deduct from any benefits properly
payable under this Policy/Certificate the amount of any payment which has been made:

1.
2.
3.

in error;
pursuant to a misstatement contained in a proof of 10ss,

pursuant to a misstatement made to obtain coverage under this Policy/Certificate within two (2) years
after the date such coverage commences,

with respect to an indligible person;

pursuant to a Clam for which benefits are recoverable under any Policy/Certificate or act of law
provided for coverage for occupationa injury or disease to the extent that such benefits are recovered.
This provison shdl not be deemed to require the Company to pay benefits under this Policy/Certificate
in any such ingtance.

Such deduction may be made againg any Clam for benefits under this Policy/Certificate by an
Employee or by any of his or her covered Dependents if such payment is made with respect to such
Employee or any person covered or asserting coverage as a Dependent of such Employee.

LEGAL ACTION - No legd action will be brought to recover benefits under the Policy/Certificate prior
to the expiration of sixty (60) days after written proof of loss has been furnished. No such action will be
brought after the expiration of three (3) years following the time written proof of loss is required to be
furnished.

END OF POLICY/CERTIFICATE

HNL-MHN2004 33 (9/2004)



