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INSURING INFORMATION

Kanawha Insurance Company (“Company”) has issued Group Term Life Insurance policy number
663866 / K100577 to the Policyholder:

SOUTHEASTERN INDIANA HEALTH ORGANIZATION INC.(SA)
417 WASHINGTON STREET
COLUMBUES, IN 47201

The Policy was effective on 01/01/2010, the "Initial Effective Date."

The Policy state of situs is Indiana.

This Certificate summarizes Benefits of the Policy. The Policy is on file with the Policyholder and may
be reviewed at its office.

If this Certificate and the Policy differ, or if this Certificate is in error, the Policy will govern.

This Certificate replaces any prior Certificates that may have been given to You in connection with the
Policy.

%m,v 0. Lamatars  fhr st

Joan O. Lenahan Bruce Broussard

Vice President and Corporate Secretary President
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CERTIFICATE SCHEDULE

BENEFITS
[nsureds Class 1
Basic Group Term Life Insurance

Basic Accidental Death and Dismemberment
(AD&D)

Optional AD&D

Transportation

Seat Belt/Airbag

Optional AD&D Benefit for Education and
Training

Licensed Day Care

Insured’s Optional Accelerated Benefit for
Terminal Ilness*

Insured’s Optional Waiver of Premium Benefit

Evidence of Insurability required if Basic Group
Term Life Insurance exceed

BENEFIT AMOUNT

$15,000

$15,000

2% of the Basic Accidental Death Benefit, but not
to exceed $300

10% of the Basic Accidental Death Benefit, but
not to exceed $1,500 for Scat Belt only. 15% of
the Basic Accidental Death Benefit, but not to
exceed $2,250 for both Seat Belt and Airbag.

10% of the Basic Accidental Death Benefit, 2%
per year for 3 years, but not to exceed $300.

Per quarter, not to exceed $1,500 of the Basic
Accidental Death Benefit, but not beyond the
carlier of the Child’s Age 13 or 6 years

50% of Basic Group Term Life Insurance, but not
to exceed $230,000

Waiver until Age 63 during Total Disability

$15,000

Life and AD&D Benefits reduce by 80% at age 80, 70% at age 75, 60% at age 70, 35% at age 65.

*The Insured should seek the assistance of a personal tax advisor prior to making a claim for the
Accelerated Benefit for Terminal Illness in order to determine any tax impact.
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CERTIFICATE SCHEDULE (continued) (o,aﬁom@

BENEFITS BENEFIT AMOUNT

Eligible Dependent Spouse

Basic Group Term Life Insurance Option 1: $5,000

8110 6/05
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CERTIFICATE SCHEDULE (continued)

BENEFITS BENEFIT AMOUNT

Eligible Dependents Children

Basic Group Term Life Insurance Option 1:
Newborn: 0~ 14 days $1,000
Infant: 13 days to 6 months $1,000
Child: 6 months to 26 years $2,500
Life Benefits terminate Age 25, Age 26 if a Full-time Student
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CERTIFICATE SCHEDULE (continued)

ELIGIBILITY
Classes of Eligible Persons: Classes of Eligible Dependents:
Class 1 Spouses of Insured persons

Children of Insured persons

ELIGIBILITY REQUIREMENTS FOR ELIGIBLE PERSONS

In order to Enroll, an Eligible Person must be Actively at Work (Active Employment):
for Class 1 Actively At Work means 24 hours per week.

Waiting Periods for Eligible Persons are stated in the master application.
Waiting Periods for Eligible Persons apply to their Eligible Dependents.

However, if an Eligible Person is not Actively At Work at the end of the Waiting Period, the Waiting
Period will be extended until the Eligible Person resumes work in a pattern that will establish Active
Employment.

Eligible Persons must be Age 18 but not more than Age 99.
ADDITIONAL ELIGIBILITY REQUIREMENTS FOR DEPENDENTS

Spouses of Insured persons must be Age 18 but not more than 999. A Spouse who is an Eligible Person
may be covered as an Insured or a Spouse, but not both.

Children of Insured persons must be Age 0 but not more than Age 26. A child who has reached the
limiting age may continue to be and Eligible Person if such child is incapable of self-sustaining
employment by reason of mental retardation or physical handicap and is chiefly dependent upon the
Insured for support and maintenance. Proof of such continued incapacity and dependency must be
furnished at our request but not more often than annually. A child who is an Eligible Person may be
covered as an Insured or a Child, but not as both.

EFFECTIVE DATES FOR CHANGES IN AMOUNTS OF INSURANCE

Increases in the amount of insurance based on Policy provisions will occur as stated in the Master
Application.

If Evidence of Insurability is not required, increases requested by the Insured will occur as stated in the
Master Application.

If Evidence of Insurability is required, increases requested by the Insured will occur after We approve the
Evidence of Insurability as stated in the Master Application.

Decreases requested by the Insured will occur following receipt of the request by the Policyholder as
stated in the Master Application.

Decreases on account of Age will occur following the Age change as stated in the Master Application.
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ELIGIBILITY

FOR BASIC GROUP TERM LIFE, AND AD&D, AND OPTIONAL
BENEFIT(S) INSURANCE

You are Eligible to Enroll when You:
o are a member of a Class of Eligible Persons listed on the Certificate Schedule;
o meet the Eligibility Requirements shown on the Certificate Schedule.

EFFECTIVE DATE OF INSURANCE

FOR BASIC GROUP TERM LIFE, AND AD&D, AND OPTIONAL
BENEFIT(S) INSURANCE

Subject to payment of Premium, insurance starts when You:

s join a Class of Eligible Persons;

« meet the Eligibility Requirements shown on the Certificate Schedule; and

¢ complete an Enrollment Form, if required.

However, if You do not Enroll, insurance will not become effective until the first day of the calendar
month following a later Enrollment. We may require Evidence of Insurability if Enrollment takes place
more than 30 days after You first become Eligible.

The Maximum Amount available without Evidence of Insurability is shown on the Certificate Schedule.

Evidence of Insurability is required when the amount of insurance requested exceeds the amount shown
on the Certificate Schedule.

EFFECTIVE DATE FOR CHANGES IN THE AMOUNT OF
INSURANCE

Changes will occur on the dates specified on the Certificate Schedule.
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BENEFITS

Benefits shown in this Certificate apply to You only if You are Eligible for the Benefits, have Enrolled
for the Benefits, are covered for the Benefits under the terms and conditions of the Policy and Premiums
are paid for Your coverage.

Any Policy Benefit based on Annual Earnings will be rounded to the next whole $1000 but will not
exceed any maximum dollar limit shown on the Certificate Schedule.

Changes to the amount of insurance based on Age, Class or other factors agreed to by the Company and
the Policyholder are shown on the Certificate Schedule.

Benefits are subject to the Benefit Conditions, Limitations and Exclusions provision.

BASIC GROUP LIFE INSURANCE

We will pay this Benefit when We receive Proofs of Loss showing that a Covered Person has died.

INSURED’S OPTIONAL WAIVER OF PREMIUM BENEFIT

We will provide this Benefit when We receive Proofs of Loss showing that You are Totally Disabled.

We will waive Premiums for this Certificate after You have been Totally Disabled for 6 months
commencing prior to Your 60" birthday. Premiums waived will be those that fell due on or afier the date
of Total Disability. Premiums will be waived in accordance with the mode of Premium payment that was
in effect when Total Disability began. We will waive Premiums until age 65 during Total Disability.

We will pay any refunds due to the Policyholder,

INSURED’S OPTIONAL ACCELERATED BENEFIT FOR TERMINAL
ILLNESS

We will pay this Benefit when We receive Proofs of Loss showing that You are Terminally 11,

When an Accelerated Benefit for Terminal Illness claim is paid, We will provide an explanation showing
the dollar amount paid and the remaining amount of lifc insurance.

BASIC ACCIDENTAL DEATH AND DISMEMBERMENT (AD&D)
BENEFITS

We will pay this Benefit when We receive Proofs of Loss showing that a Covered Person has suffered a
covered AD&D loss.

To determine the AD&D Benefit payable for the loss incurred, We will multiply the Covered Person’s
Maximum Benefit for AD&D by the percentage in the Table of AD&D Benefits below. Benefits will be
paid as stated in the Beneficiary provisions,

8110 6/05 9



BENEFITS (continued)

TABLE OF AD&D BENEFITS

Covered AD&D Losses Percentage of AD&D Benefit Payable
Loss of Life 100%
Loss of Both Hands, Both Feet or Both Eyes 100%
Loss of One Hand and One Foot 100%
Loss of One Hand or One Foot and the Sight of One Eye 100%
Loss of Speech and Loss of Hearing in Both Ears 100%
Loss of One Hand or One Foot or Sight of One Eye 50%
Loss of Speech 50%
Loss of Hearing in One Ear 50%
Loss of Thumb and Index Finger of the same Hand 50%

OPTIONAL ACCIDENTAL DEATH AND DISMEMBERMENT (AD&D)
BENEFITS

We will pay these Benefits when We receive Proofs of Loss showing that a Covered Person insured for
this Benefit has suffered a covered Optional AD&D loss.

Optional AD&D Benefits are payable in addition to any other AD&D Benefits. Benefits will be paid as
stated in the Beneficiary provisions.

OPTIONAL AD&D BENEFIT FOR TRANSPORTATION

When a covered Accidental Death occurs more than 100 miles from the Covered Person’s primary
residence, We will pay the Accidental Death Benefit for this loss as shown on the Certificate Schedule.

OPTIONAL AD&D BENEFIT FOR USE OF SEAT BELT ONLY OR BOTH SEAT
BELT AND AIRBAG

When a covered Accidental Death results from an Automobile Accident and the Covered Person is
wearing a Seat Belt only, We will pay the Accidental Death Benefit for this loss as shown on the
Certificate Schedule.

When a covered Accidental Death results from an Automobile Accident, the Covered Person is wearing a

Seat Belt and his or her Airbag deploys, We will pay the Accidental Death Benefit for this loss as shown
on the Certificate Schedule.
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BENEFITS (continued)

OPTIONAL AD&D BENEFIT FOR EDUCATION AND TRAINING (COVERING
INSURED ONLY)

We will pay the Accidental Death Benefit for this loss as shown on the Certificate Schedule when:

* Youdie(s) as a result of a covered Accidental Death; and

¢ the deceased is survived by a Child; and

e the Child is or becomes a Full-time Student within 365 days of the date of death.

Upon receipt of Proofs of Loss, payment will become due on the later of:

o the date of death; or

o the date that the Child becomes a Full-time Student.

If more than one Child survives, this Benefit is available to each such Child.

While the Child remains a Fuil-time Student, We will make additional payments on the anniversary of the

date that the first payment was due, but not to exceed the amount or continue for longer than the duration
shown on the Certificate Schedule.

OPTIONAL AD&D BENEFIT FOR LICENSED DAY CARE (COVERING INSURED
ONLY)

We will pay the Accidental Death Benefit for this loss as shown on the Certificate Schedule when:
o You dies as a result of a covered Accidental Death; and

« the deceased is survived by a Child; and

« the Child is or becomes enrolled in Licensed Day Care within 90 days after the date of death.

Upon receipt of Proofs of Loss payment will become due on the later of:
» the end of the calendar quarter following the date of death; or
¢ the end of the calendar quarter following enrollment in Licensed Day Care.

If the Child attends Licensed Day Care at least 10 days per calendar month or 30 days per calendar

quarter, We will make additional payments quarterly following the date that the first payment was due,
but not to exceed the amount or continue for longer than the duration shown on the Certificate Schedule.
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PAYMENT OF BENEFITS

We will pay Benefits when We receive Proofs of Loss acceptable to Us. Benefits are subject to the
Benefit Conditions, Limitations and Exclusions provision.

BENEFICIARY

Payment in good faith by the Company as outlined in this Beneficiary provision will fully discharge its
obligations with respect to the amount(s) paid.

A Beneficiary is considered to have survived if he or she lives to receive payment of the Policy Benefit
due.

If a Beneficiary is not competent to receive the funds, We will pay a representative appointed by a court
1o act on his or her behalf. Ifit is shown to Our satisfaction that no representative has been or will be
appointed, We may pay:

s the Beneficiary’s Spouse;

e the Beneficiary’s surviving Children, cqually;

s a person We consider entitled to receive the Benefits as the Beneficiary’s trustee; or

s aperson or institution providing care to the Beneficiary.

The Beneficiary — Change of Beneficiary provision indicates how the Yon can change the Beneficiary.

FOR INSURED’S LIFE INSURANCE AND ACCIDENTAL DEATH

We will pay thesc Benefits to the Beneficiary(ies) named in Your Enrollment Form or in a later
Beneficiary Change Form. If no Beneficiary is named or lives to receive payment, We will pay Benefits
to the first surviving of the following:

e Your Spouse;

¢ Your surviving Children, equally; or

o Yourestate.
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BENEFICIARY (continued)

FOR INSURED’S ACCIDENTAL DISMEMBERMENT BENEFITS AND
ACCELERATED BENEFIT FOR TERMINAL ILLNESS

We will pay these Benefits to You,

If You do not live to receive payment, We will pay these Benefits to the first surviving of the following;
s  Your Spouse;

¢  Your surviving Children, equally; or

* Your estate.

FOR SPOUSE’S LIFE INSURANCE
We will pay these Benefits to You.

If You do not live to receive payment, We will pay Benefits to the first surviving of the following:
e Your surviving Children, equally; or
* Your estate.

FOR CHILDREN’S LIFE INSURANCE

We will pay these Benefits to You.

If You do not live to receive payment, We will pay Benefits to the first surviving of the following:
¢  Your Spouse;

+ Your surviving Children, equally; or

» Your cstate.
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BENEFIT CONDITIONS, LIMITATIONS AND EXCLUSIONS

BASIC LIFE INSURANCE

If a Covered Person, whether sane or insane, dies by Suicide or any intentionally self-inflicted injury
within two years of his or her Effective Date of Insurance, the Company’s liability is limited to a refund
of the Premiums paid.

If a Covered Person, whether sane or insane, dies by Suicide or any intentionally self-inflicted injury
within two years of the Effective Date of an increase in the amount of insurance, the Company’s liability
with respect to the increase is limited to a refund of the Premiums paid. However, this limitation does not
apply when the increase is due to a change in Your Class or Annual Eamings.

We will refund premiums paid to the Policyholder.

OPTIONAL ACCELERATED BENEFIT FOR TERMINAL ILLNESS

We must receive Proofs of Loss for this Benefit during Your lifetime.

A Physician must diagnose Terminal Iliness.

We must receive the consent of all irrevocable Beneficiaries and/or all assignees.

Only one Accelerated Benefit for Terminal Iliness will be paid during the entire time that You are a
Covered Person. Benefits payable at Your death will be reduced by the amount of Accelerated Benefit
for Terminal illness paid.

Accidental Death and Dismemberment benefits neither increase nor decrease the Accelerated Benefit for
Terminal Hlness.

ACCIDENTAL DEATH AND DISMEMBERMENT (AD&D) BENEFITS

Loss must occur within 180 days of the Accident.

When an Accident results in more than one of the Injuries listed in the Table of Accidental Death and
Dismemberment Benefits;

e and the Injurics provide equal Benefits, We will pay one such Benefit; or

s We will pay the Benefit available for the larger or largest such loss.

No Accidental Death And Dismemberment Benefit or Optional AD&D Benefit is payable when the death
or loss:

was caused directly or indirectly, wholly or partly, from suicide or attempted suicide, whether sane or
msane;

o resulted from any intentionally self-inflicted injury;

e resulted from or occurred while committing or attempting to commit an assault or felony, or resisting
or flceing from arrest;

e resulted from or occurred while participating in a riot or insurrection;
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BENEFIT CONDITIONS, LIMITATIONS AND EXCLUSIONS
(continued)

was cansed by voluntarily taking, absorbing or inhaling poison, poisonous gas or fumes;

was intentionally inflicted by any person (If the Covered Person is an innocent bystander having no
relationship to an altercation, it is covered.);

was incurred during travel, flight or descent from any kind of aircraft, unless the Covered Person was
being transported as a fare paying passenger on a regularly scheduled flight;

resulted from alcoholism or voluntary use of any controlled substance; (This does not exclude a loss
brought about by the Covered Person’s use of drugs prescribed by and taken in accordance with the
directions of a Physician.);

resulted from war or act of war, whether declared or undeclared;

resulted from service in the armed forces of any country or international organization or units
auxiliary to such armed forces; or

was caused by disease, illness or bacterial infection (If the infection occurs because of an injury, it is
covered.).

OPTIONAL INSURED’S WAIVER OF PREMIUM BENEFIT

Premiums will not be waived when Total Disability:

was caused directly or indirectly, wholly or partly, from suicide or attempted suicide, whether sane or
1nsane;

resulted from any intentionally self-inflicted injury;

resulted from or occurred while committing or attempting to commit an assault or felony, or resisting
or fleeing from arrest;

resulted from or occurred while participating in a riot or insurrection,
was caused by voluntarily taking, absorbing or inhaling poison, poisonous gas or fumes;

was intentionally inflicted by any person (If the Insured is an innocent bystander having no
relationship to an altercation, it is covered.);

was incurred during travel, flight or descent from any kind of aircraft, unless the Insured was being
transported as a fare paying passenger on a regularly scheduled flight;
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BENEFIT CONDITIONS, LIMITATIONS AND EXCLUSIONS
(continued)
o resulted from alcoholism or voluntary use of any controlled substance; (This does not exclude a loss
brought about by the Insured’s use of drugs prescribed by and taken in accordance with the directions
of a Physician.);

e« resulted from war or act of war, whether declared or undeclared; or

» resulted from service in the armed forces of any country or international organization or units
auxiliary to such armed forces.
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CLAIM PROVISIONS

NOTICE OF CLAIM

Written notice of Claim must be given to Us within 30 days after the date of loss. If that is not possible,
We must be notified as soon as it is reasonably possible to do so.

PROOFS OF LOSS

Proof of Claim must be given to Us within 90 days after occurrence or commencement of a covered loss.
If it is not possible to give proof within these time limits, it must be given as soon as reasonably possible.
Proof of Claim may not be given later than one year after the time proof is otherwise required, except if
the individual is legally unable to provide Proofs of Loss. On request, We will tell the Insured,
Beneficiary or other claimant what forms or documents are required.

TIME PAYMENT OF CLAIMS

Payment will be issued upon receipt of Proofs of Loss acceptable to Us.

8110 6/03 17



CONTINUATION OF INSURANCE

Insurance may be continued under certain circumstances when You no longer meet the Eligibility
requirements. The Policyholder must provide any continuation on a non-discriminatory basis.

FOR NON-MEDICAL REASONS

The Policyholder may continue insurance for up to 12 months for Insured persons absent from work due
to temporary layoff, suspension of business operations, or Policyholder-approved leave of absence.

FOR SICKNESS OR ACCIDENTAL INJURY

The Policyholder may continue insurance for Insured persons absent from work due to Total Disability.
This continuation will end on the earliest of the following dates:

o 6 months after Total Disability began;
e the date that We approve a Waiver of Premium; or
o the Policy termination date.

AS REQUIRED BY THE FAMILY AND MEDICAL LEAVE ACT OF 1993 (FMLA)

Regardless of the continuation policies outlined above, the Policyholder will comply with the Family and
Medical Leave Act of 1993,

During any leave taken under FMLA, the Policyholder will continue Policy coverage on the same
conditions as coverage would have been provided if the covered Insured had been continuously employed
during the entire leave period.

If Policy coverage terminates during the FMLA leave, coverage will be reinstated for the Insured and his
or her covered Spouse and Children if the Insured returns to work in accordance with the terms of the
FMLA leave. Coverage will be reinstated only if the person(s) had Policy coverage when the FMLA
lcave started, and will be reinstated to the same extent that it was in force when that coverage terminated.
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TERMINATION OF INSURANCE - COVERED PERSONS

Subject to the Conversion provisions, this insurance ends on the earliest of the following dates:

the Insured’s retirement;

e the date shown on the Certificate Schedule;

o the end of the Grace Period, if Premium for this coverage is not paid;

s the end of the calendar month when the Covered Person is no longer Eligible;

¢ the date the Covered Person is no longer Eligible;
» the Policy’s termination date; or

» the end of the calendar month when We receive a request to terminate this insurance,

Termination of insurance on Covered Persons and termination of the Policy are without prejudice to
claims that occur or commence prior to the date of termination.

8110 6/05
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CONVERSION

A Covered Person is entitled to have issued an individual policy of life msurance if the Covered Person’s
life insurance, or any portion of it, terminates upon:

e Your death;

e termination of Your employment;

e termination of Your membership in a Covered Class; or

¢ Your Spouse or Child ceasing to be an Eligible Person while You remain a Covered Person.

A Covered Person insured for at least 3 consceutive years is entitled to have issued an individual policy of
life insurance when:

» the Policy terminates; or

¢ the Policy is amended to terminate his or her class of coverage.

Any policy issued under this Conversion provision will be:
» without disability or other supplementary benefits;
e on a whole life policy form that We then issue;

e in an amount not exceeding the amount of life insurance that ccases, less the amount of any life
insurance for which the person becomes eligible under the same or any other group policy within
thirty-one (31) days after termination; and

s subject to pramiums at Our then customary rate applicable to the form and amount of the individual
policy, to the class of risk to which the person then belongs, and to the individual’s age on the
effective date of the individual policy.

The Company or the Policyholder must receive a written or verbal request for Conversion within 31 days
after the insurance ceases. The Company must receive a written Application for Conversion and the first
Premium within 46 days after insurance ceases.

If notice of the Conversion right is not given within 5 days after the insurance ceases then the Covered
Person shall have an additional period to convert, This additional period expires 15 days after the Covered
Person is given notice but in no eveat shall the additional period extend beyond 60 days after the
insurance ccases. Written notice given to the Covered Person or mailed by the Policyholder or the
Company to Your last known address shall constitute notice for the purpose of this paragraph. Nothing in
this paragraph shall be construed to continue any insurance beyond the period provided in the policy.

When a Covered Person dies while entitled to a conversion policy, but before that policy is in force, the
amount of life insurance to which he or she would have been entitled under the conversion policy shall be
paid as a claim under this Policy. This applics whether or not We have received a written or verbal
request for conversion, an application for conversion or the first premium,
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GENERAL PROVISIONS

AGREEMENTS

No change in the Policy shall be valid unless made by endorsement or amendment signed by one of Qur
executive officers. Our exccutive officers are the Chairman, Chief Executive Officer, President, Vice
Presidents and Secretary. No agent, producer, broker or consultant is authorized to waive any Policy
terms or to make any agreements about the Policy that are binding on Us.

ASSIGNMENT

You may assign Your Certificate by filing written direction with the Policyholder. The interest of any
Beneficiary is subordinate to such assignments. We are not responsible for the validity of any
Assignment. We are not responsible to honor any Assignment unless it is given to Us with any claim
subject to the Assignment.

Payment in good faith by the Company as outlined above will fully discharge its obligations with respect
to the amount(s) paid.

BENEFICIARY, CHANGE OF BENEFICIARY

The Beneficiary provision defines how We will pay Benefits,

Unless an irrevocable Beneficiary is named, You may change Your Beneficiary and/or the Beneficiary of
Benefits payable for losses suffered by other Covered Persons. You may also change:

» the division of proceeds;

o rights of survivorship; and/or

= final revision of the proceeds.

Any change must:

s be on a written Change of Beneficiary form;

e state the name of the Covered Person or the Class of Covered Person whose Beneficiary is to be
changed; and

¢ Dbe filed with the Policyholder.

We are not:
» responsible for the validity of any change; or
e required to honor any Change of Beneficiary unless it is given to Us with any affected claim.
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GENERAL PROVISIONS (continued)

ENTIRE CONTRACT

The Policy, the Application, Enrollment forms (if required) and Evidence of Insurability (if required) as
well as any endorsements and amendments shall make up the entire contract. Statements made by the
Policyholder or Insured individuals shall be deemed representations and not warranties.

EVIDENCE OF INSURABILITY

We may require evidence that a person meets our underwriting standards for this insurance. The
maximum amount of insurance available without Evidence of Insurability is shown on the Schedule.

FIDUCIARY

For purposes of the Employee Retirement Income Security Act of 1974 (ERISA), the Policyholder, and
not the Company or any of its affiliates, is the Plan Sponsor, Plan Administrator and Named Fiduciary.
The Company does not have nor does it assume, either expressly or impliedly, any responsibility for the
Policyholder’s obligations or compliance under ERISA, COBRA or any other applicable federal or state
law, regulation or rule.

INCONTESTABILITY

No statement made by any person insured shall be used in any contest unless a copy of the instrument

containing the statement is or has been fumnished to:

s the person insured; or

s in the event of death or incapacity of the person insured, to his or her beneficiary or personal
representative.

No statement made by any person insured when applying for insurance will be used to contest the validity
of that insurance after:

s the insurance has been continuously in force for 2 years during the lifetime of the person insured; and
¢ unless it is contained in a written instrument signed by him or her.

This provision shall not preclude the assertion at any time of defenses based upon Policy provisions that
relate to eligibility for coverage.

MISSTATEMENT OF AGE

If the Age of a Covered Person has been misstated and the amount of premium is based on Age, We will
adjust Premiums based on the true Age.

If Age is a factor in determining cligibility for or amounts of insurance and there has been a Misstatement
of Age, We will adjust coverages, Benefit amounts, or both, based on the truc Age.

A Misstatement of Age will not continue insurance otherwise validly terminated or terminate insurance
otherwise validly in force.
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DEFINITIONS

Accident means a sudden, wnexpected, violent, and external event that causes bodily Injury to a Covered
Person.

Actively At Work (Active Employment) means You must be working;:

»

on a full-time active basis and paid regular earnings;

at least the minimum number of hours shown in the Application;

-

at the Employer's usual place of business; or

at a location to which the Employer's business requires You to travel,

You will be considered Actively At Work if You were actually at work on the day immediately
preceding:

» aweckend;

¢ holidays;

* paid vacations;

¢ any non-scheduled work day;

e excused leave of absence (except medical leave and lay-off); or

» cmergency leave of absence (except emergency medical leave required by Your Sickness or Injury).

Persons classified as part-time or temporary workers by the Employer or Policyholder are not Actively At
Work except as agreed between the Policyholder and the Company.

Persons on strike are not Actively At Work except as agreed by the Policyholder and the Company.

The Active Employment must be for an Employer that has a workforce of Employees who are Eligible for
Policy coverage.

Age means the Age of a Covered Person on his or her last birthday as of the Initial Effective Date. If
coverage is effective after the Initial Effective Date, Age means age as of the last birthday preceding the
most recent Policy Renewal Date. Age advances one year on each subsequent Policy Renewal Date.

This definition of Age does not apply to a policy or policies issued under the terms of the Conversion
provision.

Air Bag means a manufacturer or dealer-installed automotive safety device intended to inflate during an
accident and minimize occupant Injury.
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DEFINITIONS (continued)

Annual Earnings mean Your regular basic wages or salary from the Employer.

Automobile means a private passenger vehicle licensed to operate on public roadways. Automobile

includes a pickup truck, recreational vchicle or sport utility vehicle so licensed.
Automobile does not include any:

¢ commercially licensed vehicle;

e all terrain vehicle (ATV);

s motorcycle, motor-driven cycle or moped; or

» other conveyance not licensed to operate on public roadways.

Child (Children) means a person who is primarily dependent upon and living with You in a permanent

parent-child relationship and:

e Your child or adopted;

s achild placed with You for adoption;

o  Your stepehild, foster child or ward; or

» anatural or adopted child of Your Spouse.

Child does not include a:

e person not meeting the above “Child™ definition;

e  Child living outside of the United Statcs (unless living with You); or

e Child on active military duty for a period in excess of 30 days.

Class means a group of persons that We and the Policyholder have agreed to insure.

Common Carrier means a conveyance that:

s s operated by a government-regulated or government-run business; and
s transports persons for a fee.

Common Carrier does not include:

e a conveyance leascd, owned or operated by the Policyholder,

e a private passenger automobile or pickup truck;

e aleased vehicle used as a private passenger automobile or pickup; or

e arental vehicle.
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DEFINITIONS (continued)

Covered Person(s) means an individual who is covered by the Policy. Persons eligible for coverage are
shown on the Certificate Schedule.

Eligible Dependent means those persons identified as Eligible Dependents on the Certificate Schedule.

Eligible Person means someone qualified to become an Insured. Eligible Persons are identified on the
Certificate Schedule.

Employee means a person who is in a Class shown on the Certificate Schedule and in Active
Employment with an Employer.

Employer means an entity that employs a workforce of persons whose Employees We have agreed to
insure under the Policy.

Enroll means application by You for Policy coverage. By agreement between the Company and the
Policyholder, Enrollment may:

+ require that You complete an Enrollment Form;
+ be automatic, in which case it is not necessary for You to complete an Enrollment Form; and
» require Evidence of Insurability.

Evidence of Insurability means a form or documentation acceptable to Us showing that a person or
persons otherwise Eligible for Policy coverage meet Our requirements for insurability.

Full-time Student means a Child who is:

e primarily dependent upon You or Your Spouse for support;

« attending an accredited school; and

» making normal progress toward a diploma, certificate or degree,
Full-time Student includes a Child who atiends a Home School.

Home Scheol means a non-public school that meets the state definition of a Home School in the state
where the Child resides.

If the state does not define Home School by law or regulation, Home School means a non-public school
in which one or more children of not more than two families or households receive academic instruction
from parents or legal guardians, or a member of either household. Home schools not governed by state

law or regulation must:

e maintain attendance records on each student;

s operate on a regular schedule, excluding reasonable holidays and vacations, during at least nine
calendar months of the year;
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DEFINITIONS (continued)

o administer a nationally standardized test, or other equivalent measurement, that measures
achievement in the arcas of English grammar, reading, spelling, and math, to every student each year;
and

e« maintain the standardized test results or equivalent measurement results on file for one year, subject
to inspection by the Company.

Injury means bodily harm resulting directly from an Accident and independently of all other causes. The
Injury must occur while the Covered Person is insured under this Policy.

Insured means an Eligible Person who is covered by the Policy.
Labor Union means a legally-recognized association of workers formed to help its members secure
wages, benefits and working conditions. Labor Union does not include a group formed for the sole

purpose of obtaining insurance for its members.

Licensed Day Care Center means a facility or home appropriately licensed to provide for supervision of
minor children for less than 24 hours per day.

If licensing is not required, Licensed Day Care Center means a facility that:

e provides supervision for more than six persons (other than persons who reside there) under the age of
13 for less than 24 hours per day;

e reccives a payment for providing dependent care services; and

e has a Taxpayer Identification Number.

Loss of Foot means actual severance through or above the ankle joint.
Loss of Hand means actual severance through or above the wrist jount.

Loss of Hearing means the total and permanent loss of Hearing in both cars that cannot be corrected by
any means.

Loss of Sight means the irrecoverable loss of the entire sight of one eye.
Loss of Speech means the total, permanent and irrecoverable loss of intelligible verbal communication,

Loss of Thumb and Index Finger mecans complete severance through or above the metacarpophalangeal
joints,

Member means a person who is in a Class shown on the Schedule and in good standing as defined by the
Association’s requirements and bylaws.

Own Occupation means the job that You were performing for wages, compensation or profit
immediatcly before Total Disability began.
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DEFINITIONS (continued)

Physician means a medical doctor, licensed and practicing in the United States, who is not You, or
related to You by blood or marriage. The term Physician does not include a medical doctor practicing
outside of the United States.

Policy means those documents identified in the Entire Contract provision.

Policyholder means the entity so named on the Policy face page. The Policyowner may be:

¢ an Employer;

¢ a Labor Union;

e atrust;

s 2 Credit Union; or

s an Association.

When two or more of the above apply together for coverage under the Policy, the Policyholder will be
one of the above as agreed to by the Company and the applicants.

Seat Belt means a manufacturer or dealer-installed automotive safety device consisting of a strap or
hamess intended to restrain an occupant in place during an auto accident and reduce Injuries.

Seat Belt also includes a properly installed, federally approved child safety seat in which a covered Child
is properly restrained.

Sickness means illness, disease, pregnancy or complications of pregnancy. The Sickness must begin
while the Covered Person is insured under the Policy.

Spouse means the person recognized as Your husband or wife under the laws of the state where You live.
The Policy will at no time cover more than one person as Your Spouse.

Terminal Hiness means a Sickness or physical condition, including the results of an Accident, that will,
with a reasonable degree of medical certainty, result in Your death within 9 months from the date that We
receive Proofs of Loss.

Total Disability or Totally Disabled means that You:

s are unable to perform all of the material and substantial duties of Your Own Occupation because of
an Injury or a Sickness that begins while You are Insured.

e After 36 months of Total Disability Benefits have been paid, Total Disability or Totally Disabled
means that because of Injury or Sickness, You are unable to perform with reasonable continuity all of
the material and substantial duties of Your Own Occupation or any other occupation for which You
are or become reasonably fitted by:

- age;

—  education;
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DEFINITIONS (continued)

- fraining;

— experience; and

— physical/mental capacity.
Waiting Period means the time between the date that You become an Eligible Person and the date that
You may Enroll. The Waiting Period may vary by Class or other factors agreed to by the Policyholder
and the Company.

We, Us, Our and Company mean Kanawha Insurance Company.

You and Your mean the covered Insured.
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HUMANA.

Specialty Benefits

Toll Free 1-800-233-4013
210 South White Street, Post Office Box 610
Lancaster, South Carolina 29721-0610

Insured by Kanawha Insurance Company



NOTICE OF NON-INSURED BENEFITS

DISCOUNT/ACCESS DISCLOSURE

From time to time, we may offer or provide you with additional goods and/or services that are not related
to the benefits provided under the Policy. In addition, we may arrange for third-party service providers to
provide you with discounts on goods and services. Some of these third-party service providers may make
payments to us when these discount programs are used, These payments offset the cost to us of making
these programs available and may help reduce the costs of your plan administration.

WHO HAS RESPONSIBILITY FOR THESE DISCOUNTS?

Although we have arranged for third parties to offer discounts on these goods and services, these discount
programs are not insured benefits under the Policy. The third-party providers are solely responsible for
providing the goods and/ or services. We are not responsible for any goods and/ or services nor are we
liable if vendors refuse to honor such discounts. Further, we are not liable for the negligent provision of
such goods and/ or services by third-party service providers.

Discount programs may not be available to people who "opt out" of marketing communications, or where
otherwise restricted by law.

Disc Disclosure 1/10
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NOTICE OF PROTECTION PROVIDED BY THE INDIANA LIFE AND
HEALTH INSURANCE GUARANTY ASSOCIATION

This notice provides a brief summary of the Indiana Life and Health Insurance Guaranty Association
(“*ILGHIGA™) and the protection it provides for policyholders. ILHIGA was established to provide
protection to policyholders in unlikely event that your life, annuity or health insurance company becomes
financially unable to meet its obligations. If this should happen, ILHIGA will typically arrange to
continue coverage and pay claims, in accordance with Indiana law, with funding from assessments paid
by other insurance companies.

Basic Protections Currently Provided by ILHIGA

Generally, an individual is covered by ILHIGA if the insurer was a member of the ILHIGA and the
Individual lives in Indiana at the time the insurer is ordered into liquidation with a finding of insolvency.
The coverage limits below apply only for companies placed in rehabilitation or liquidation on or after
January 1, 2013.

Life Insurance
e  $300,000 in death benefits
» 5$100,000 in cash surrender or withdrawal values

Health Insurance
e $500,000 in basic hospital, medical and surgical or major medical insurance benefits
« $300,000 in disability and long term care insurance
e $100,000 in other types of health insurance

Annuities
e $250,000 in present value of annuity benefits (including cash surrender or withdrawal values)
¢ 55,000,000 for covered unallocated annuities

The maximum amount of protection for each individual, regardless of the number of policies or contracts,
is $300,000. Special rules may apply with regard to basic hospital, medical and surgical or major medical
insurance benefits.

The protections listed above apply only to the extent that benefits are payable under covered Policy(s). In
no event will the ILHIGA provide benefits greater than those given in the life, annuity, or health
insurance policy or contract. The statutory limits on ILHIGA coverage have changed over the years and
coverage in prior years may not be the same as that set forth in this notice.

Note: Certain policies and contracts may not be covered or fully covered. For example, coverage
does not extend to any portion(s) of a policy or contract that the insurer does not guarantee, such as
certain investment additions to the account value of a variable life insurance policy or variable annuity
contract.

To learn more about the protections provided by ILHIGA, please visit ILHIGA website at
www.inlifeea. org or contact:

Indiana Life and Health Insurance Indiana Department of Insurance
Guaranty Association 311 West Washington Street, Suite 103
8777 Purdue Road Suite 360 Indianapolis, IN 46204

Indianapolis, IN 46268 317-232-2385

317-636-8204

The policy or contract that this notice accompanies might not be fully covered by ILHIGA and even
if coverage is currently provided, coverage is {a) subject to substantial limitations and exclusions
(some of which are described above), (b) generally conditioned on continued residence in Indiana,

Form 1643 IN 1/14



and (c) subject to possible change as a result of future amendments to Indiana law and court
decisions.

Complaints to allege a violation of any provision of the Indiana Life and Health Insurance
Guaranty Association Act must be filed with the Indiana Department of Insurance, 311 W.
Washington Street, Suite 103, Indianapolis, IN 46204; (telephone) 317-232-2385.

Insurance companies and agents are not allowed by Indiana law to use the existence of ILHIGA or
its coverage to encourage you to purchase any form of insurance (1C 27-89-8-18(a)). When selecting
an insurance company, you should not rely on ILHIGA coverage. If there is any inconsistency
between this notice and Indiana law, Indiana law will control.

Questions regarding the financial condition of a company or your life, health insurance policy or
annuity should be directed to your insurance company or agent.

Form 1643 IN 1/14
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KANAWHA INSURANCE COMPANY

210 SOUTH WHITE STREET, POST OFFICE BOX 610
LANCASTER, SOUTH CAROLINA 29721-0610
TELEPHONE NUMBER: 1-800-233-4013

NOTICE TO POLICYHOLDERS

Questions regarding your policy or coverage should be directed to:

Kanawha Insurance Company
210 South White Street

PO Box 610

Lancaster, SC 29721-0610
1-800-233-4013

If you (a) need the assistance of the governmental agency that regulates insurance; or (b) have a
complaint you have been unable to resolve with your insurer you may contact the Department of
Insurance by mail, telephone or email:

State of Indiana Department of Insurance
Consumer Services Division

311 West Washington Street, Suite 300
Indianapolis, Indiana 46204

Consumer Hotline: (800)-622-4461; (317) 232-2395

Complaints can be filed electronically at www.in.gov/idoi.

Form 1217-78-99 7/05




NOTICES

The following pages contain important information about Humana's claims procedures and certain
federal laws. There may be differences between the Certificate of Insurance and this Notice packet.
There may also be differences between this notice packet and state law, The Plan participant is
eligible for the rights more beneficial to the participant.
This section includes notices about:
Claims and Appeal Procedures
Federal Legislation

Claims Procedures

Appcals of Adverse Determinations

Your Rights Under ERISA

Privacy and Confidentiality Statement
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LIFE INSURANCE WAVIER OF PREMIUM AND SHORT TERM
DISABILITY CLAIMS PROCEDURES

CLAIMS PROCEDURES

Definitions
Humana: Kanawha Insurance Company
Claimant: A covered person {or authorized representative) who files a claim.

Submitting a Claim
This section describes how a Claimant files a claim for plan benefits.
A request for a waiver of Life Insurance premium due to a total disability will be treated as a claim.

A claim must be filed in writing and delivered by mail, postage prepaid, by FAX or e-mail. Claims will
be not be deemed submitted for purposes of these procedures unless and until received at the correct
address.

Claims submissions must be in a format acceptable to Humana and compliant with any legal
requirements. Claims not submitted in accordance with the requirements of applicable federal law
respecting privacy of protected health information and/or electronic claims standards will not be accepted
by Humana,

Claims submissions must be timely. Claims must be filed as soon as reasonably possible, and in no event
later than the period of time described in the benefit plan document.

Claims submissions must be submitted on the claims form provided by Humana and available from your
employer. The claim form must be complete.

Authorized Representatives

A covered person may designate an authorized representative to act on his or her behalf in pursuing a
benefit claim or appeal. The authorization must be in writing and authorize disclosure of health
information. If a document is not sufficient to constitute designation of an authorized representative, as
determined by Humana, the plan will not consider a designation to have been made. An assignment of
benefits does not constitutes designation of an authorized representative,

Covered persons should carefully consider whether to designate an authorized representative.
Circumstances may arise under which an authorized representative may make decisions independent of
the covered person, such as whether and how to appeal a claim denial.




Claims Decisions

Humana will provide notice of a favorable or adverse determination within a reasonable time but no later
than 43 days after the plan receives the claim.

This period may be extended an additional 30 days, if Humana determines the extension is necessary due
to matters beyond the plan’s control. Before the end of the initial 45-day period, Humana will notify the
affected Claimant of the extension, the circumstances requiring the extension and the date by which the
plan expects to make a decision.

The review period may be extended for another 30 days, if before the end of the first 30-day extension,
the plan determines a second extension is necessary due to matters beyond the plan’s control. Before the
end of the first 30-day extension, Humana will notify the affected Claimant of the additional extension,
the circumstances requiring the extension and the date by which the plan expects to make a decision.

If the reason for the extension is because Humana docs not have enough information to decide the claim,
the notice of extension will describe the required information, and the Claimant will have at least 43 days
from the date the notice is received to provide the specified information. Humana will make a decision on
the earlier of the date on which the Claimant responds or the expiration of the time allowed for
submission of the requested information.

Initial Denial Notices

Notice of a claim denial (including a partial denial) will be provided to Claimants by mail, postage
prepaid, by FAX or by e-mail, as appropriate, within the time frames noted above.

A claims denial notice will convey the specific reason for the adverse determination and the specific plan
provisions upon which the determination is based. The notice will also include a description of any
additional information necessary to perfect the claim and an explanation of why such information is
necessary. The notice will disclose if any internal plan rule, protocol or similar criterion was relied upon
to deny the claim. A copy of the rule, protocol or similar criterion will be provided to Claimants, free of
charge, upon request.
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APPEALS OF ADVERSE DETERMINATIONS

A Claimant must appeal an adverse determination within 180 days after receiving written notice of the
denial (or partial denial). An appeal may be made by a Claimant by means of written application to
Humana, in person, or by mail, postage prepaid.

Determination of appeals of denied claims will be conducted promptly, will not defer to the initial
determination and will not be made by the person who made the mitial adverse claim determination or a
subordinate of that person

On appeal, a Claimant may review pertinent documents and may submit issues and comments in writing.
A Claimant on appeal may, upon request, discover the identity of medical or vocational experts whose
advice was obtained on behalf of the plan in connection with the adverse determination being appealed, as
permitted under applicable law.

If the claims denial is based in whole, or in part, upon a medical judgment, the person deciding the appeal
will consult with a health care professional who has appropriate training and experience in the field of
medicine involved in the medical judgment. The consulting health care professional will not be the same
person who decided the initial appeal or a subordinate of that person.

Time Periods for Decisions on Appeal

Appeals of claims denials will be decided and notice provided within 45 days after Humana receives the
appeal request.

This period may be extended an additional 45 days, if Humana determines the extension is necessary due
to matters beyond the plan's control. Before the end of the initial 45-day period, Humana will notify the
affected Claimant of the extension, the circumstances requiring the extension and the date by which the
plan expects to make a decision.

Appeals Denial Notices

Notice of a claim denial (including a partial denial) will be provided to Claimants by mail, postage
prepaid, by FAX or by e-mail, as appropriate, within the time periods noted above.

A notice that a claim appeal has been denied will include:
e The specific reason or reasons for the adverse determination.
e Reference to the specific plan provision upon which the determination is based.

e Ifany internal plan rule, protocol or similar criterion was relied upon to deny the claim. A copy of
the rule, protocol or similar criterion will be provided to the Claimant, free of charge, upon request.



e A statement describing any voluntary appeal procedures offered by the plan and the claimant's right
to obtain the information about such procedures, and a statement about the Claimant's right to bring
an action under ERISA.

In the event an appealed claim is denied, the Claimant, will be entitled to receive without charge
reasonable access to, and copies of, any documents, records or other information that:

e  Was relied upon in making the determination.

e Was submitted, considered or generated in the course of making the benefit determination, without
regard to whether such document, record or other information was relied upon in making the benefit
determination.

e Demonstrates compliance with the administrative processes and safeguards required in making the
determination.

o Constitutes a statement of plan policy or guidance with respect to the plan concerning the denied
benefit, without regard to whether the statement was relied on in making the benefit determination.

EXHAUSTION OF REMEDIES

Upon completion of the appeals process under this section, a Claimant will have exhausted his or her
administrative remedies under the plan. If Humana fails to complete a claim determination or appeal
within the time limits set forth above, the claim shall be deemed to have been denied and the Claimant
may proceed to the next level in the review process.

After exhaustion of remedies, a Claimant may pursue any other legal remedics available, which may
include bringing civil action under ERISA section 502(a) for judicial review of the plan's determination.
Additional information may be available from the local U.S. Depariment of Labor Office.

LEGAL ACTIONS AND LIMITATIONS

No lawsuit may be brought with respect to plan benefits until all remedies under the plan have been
exhavsted.

No lawsuit with respect to plan benefits may be brought after the expiration of the applicable limitations
period stated in the benefit plan document. If no limitation is stated in the benefit plan document, then no
such suit may be brought after the expiration of the applicable limitations under applicable law.
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YOUR RIGHTS UNDER ERISA

Under the Employee Retirement Income Security Act of 1974 (ERISA), all plan participants covered by
ERISA are entitled to certain rights and protections, as described below, Notwithstanding anything in the
group health plan or group insurance policy, following are a covered person’s minimum rights under
ERISA. ERISA requirements do not apply to plans maintained by governmental agencies or churches,

Information About the Plan and Benefits
Plan participants may:

1. Examine, free of charge, all documents governing the plan. These documents are available in the
plan administrator's office.

2. Obtain, at a reasonable charge, copies of documents goverming the plan, including a copy of any
updated summary plan description and a copy of the latest annual report for the plan (Form 5500), if any,
by writing to the plan administrator.

3. Obtain, at a reasonable charge, a copy of the latest annual report (Form 5500) for the plan, if any, by
writing to the plan administrator.

As a plan participant, you will receive a summary of any material changes made in the plan within 210
days after the end of the plan year in which the changes are made unless the change is a matcrial
reduction in covered services or benefits, in which case you will receive a summary of the material
reduction within 60 days after the date of its adoption,

If the plan is required to file a summary annual financial report, you will receive a copy from the plan
administrator.

Responsibilities of Plan Fiduciaries

In addition to creating rights for plan participants, ERISA imposes duties upon the people who are
responsible for the operation of the plan. These people, called 'fiduciaries" of the plan, have a duty to act
prudently and in the interest of plan participants and beneficiaries.

No one, including an employer, may discharge or otherwise discriminate against a plan participant in any
way to prevent the participant from obtaining a benefit to which the participant is otherwise entitled under
the plan or from exercising ERISA rights.

Continue Group Health Plan Coverage

Participants may be eligible to continue health care coverage for themselves, their spouse or dependents if
there is a loss of coverage under the group health plan as a result of a qualifying event. You or your
dependents may have to pay for such coverage. Review the COBRA notice in this document regarding
the rules governing COBRA continuation coverage rights.



Participants should review their group health plan document regarding reduction or elimination of
exclusionary periods for preexisting conditions due to creditable coverage from another plan. The group
health plan or health insurance issuer should provide a certificate of creditable coverage when coverage
ends under the plan, the participant becomes entitled to elect COBRA continuation coverage, COBRA
continuation coverage ceases (if COBRA is requested before losing coverage) or, if requested, up to 24
months after losing coverage. Without evidence of creditable coverage, a participant may be subject to a
pre-existing condition exclusion for 12 mouths (18 months for late enrolices) after the coverage
enrollment date.

Claims Determinations

If a claim for a plan benefit is denied or disregarded, in whole or in part, participants have the right to
know why this was done, to obtain copics of documents relating to the decision without charge and to
appeal any dental within certain time schedules.

Enforce Your Rights

Under ERISA, there are steps participants may take to enforce the above rights. For instance, if a
participant requests a copy of plan documents does not receive them within 30 days, the participant may
file suit in a Federal court. In such a case, the court may require the plan administrator to provide the
materials and pay you up to $110 a day until the participant receives the materials, unless the materials
were not sent because of reasons beyond the control of the plan administrator. If a claim for benefits is
denied or disregarded, in whole or in part, the participant may file suit in a state or Federal court. In
addition, if the participant disagrees with the plan's decision, or lack thereof, concerning the qualified
status of a domestic relations order or a medical child support order, the participant may file suit in
Federal court. If plan fiduciaries misuse the plan's money, or if participants arc discriminated against for
asserting their rights, they may seek assistance from the U.S. Department of Labor, or may file suit in a
Federal court.

The court will decide who should pay court costs and legal fees. If the participant is successful, the court
may order the person sued to pay costs and fees, If the participant loscs, the court may order the
participant to pay the costs and fees.

Assistance with Questions

Contact the group health plan human resources department or the plan administrator with questions about
the plan. Contact the nearest area office of the Employee Benefits Security Administration, U.S.
Department of Labor, listed in your telephone directory or the Division of Technical Assistance and
Inquiries, Employee Benefits Security Administration, U.S. Department of Labor, 200 Constitution
Avenue N.W., Washington, D.C. 20210 with questions about ERISA rights. Call the publications hotline
of the Employee Benefits Security Administration to obtain publications about ERISA rights.
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PRIVACY AND CONFIDENTIALITY STATEMENT

We understand the importance of keeping your personal and health information private (PHI). PHI
includes both medical information and individually identifiable information, such as your name, address,
telephone number or social security number. We are required by applicable federal and state law to
maintain the privacy of your PHI.

Under both law and our policies, we have a responsibility to protect the privacy of your PHI. We:

Protect your privacy by limiting who may see your PHI;
Limit how we may use or disclose your PHI;

Inform you of our legal duties with respect to your PHI,
Explain our privacy policies; and

Strictly adhere to the policies currently in effect,

We reserve the right to change our privacy practices at any time, as allowed by applicable law, rules and
regulations. We reserve the right to make changes in our privacy practices for all PHI that we maintain,
including information we created or received before we made the changes. When we make a significant
change in our privacy practices, we will send notice to our health plan subscribers, For more information
about our privacy practices, please contact us,

As a covered person, we may use and disclose your PHI, without your consent/authorization, in the
following ways:

Treatment: we may disclose your PHI to a health care practitioner, a hospital or other entity which asks
for it in order for you to receive medical treatment,

Payment: we may usc and disclose your PHI to pay claims for covered services provided to you by
health care practitioners, hospitals or other entities.

We may use and disclose your PHI to conduct other health care operations activities.
It has always been our goal to ensure the protection and integrity of your personal and health information.

Therefore, we will notify you of any potential situations where your identification would be used for
reasons other than treatment, payment and health plan operations.
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