Ball State University of Muncie, Indiana, hereby establishes a plan for payment of
certain expenses for the benefit of its eligible participants to be known as the Ball
State University Employee Benefit Plan.

The Plan assures its covered participants that during the continuance of the Plan all
benefits hereinafter described shall be paid to or on behalf of them in the event they
become eligible for benefits.

The Plan is subject to all terms, provisions, and conditions recited on the following
pages.

This plan is not in lieu of and does not effect any requirements for coverage by
worker's compensation insurance.

Ball State University has caused this Ball State University Employee Benefit Plan
to take effect as of 12:01 a.m. standard time on July 1, 2011 at Muncie, Indiana.

Ball State University

Authorized Signature

Attest

Date
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Plan Specifications

Company | Ball State University

Plan Administrator, | Ball State University

Plan Fiduciary, and | 2000 University Avenue
Agent for Process of Legal Service | Muncie, IN 47306
(765) 285-8461

Plan Name | Ball State University Low Deductible PPO
Health Care Plan

Plan Supervisor | Key Benefit Administrators, Inc.
P. O. Box 55210

Indianapolis, IN 46205

(317) 284-7100

Type of Administration | Contract Administration

Participant | Employees of Ball State University as defined in
the Plan

Updated Effective Date | July 1, 2011
End of Plan Fiscal Year | June 30" of each year
Group Number | 9009
Employer Identification Number | 35-6000221

Plan Number | 502




How to File a Claim

Instructions for filing a claim for yourself and/or your dependents are

as follows if your physician or hospital is unwilling to do so for you:

1. The initial report of a claim should be done on the benefit request
claim form that you can get from your employer. You should
complete the patient information section. If you wish your medical
benefits paid directly to your benefit providers, sign in item 13. A
separate form should be submitted for each family member.

2. Have your physician give you a complete itemized bill that you can
attach to the benefit request claim form. An itemized bill is one that
shows a patient’s name, relationship to the plan participant, date of
service, the type of service rendered, and the nature of the accident
or illness being treated. If this information is missing, please write
it on the bill yourself and sign your name.

3. Send the completed benefit request claim form and the itemized bill
directly to the Plan Supervisor at the address shown on the plan
specifications of this document. Please note that if additional
information is needed for payment of a claim, the Plan Supervisor
will need to request this information before your claim can be
processed.

Time Limit for Filing a Claim
Y ou must submit claims for benefits under this plan within one year from the date that

you received the service or supply. Claims submitted after this one-year period will
not be payable under the Plan.



Ball State University

Schedule of Benefits — Low
Deductible PPO Plan

Patient Protection and Affordable Care Act (“PPACA”) Compliance

The Plan will at all times be in compliance with PPACA rules and regulations.
PPACA requires that benefits that are offered by the Plan that are “Essential
Health Benefits” as defined by the United States Department of Health And
Human Services may not be restricted to less than a certain annual amount. If a
major medical benefit of the Plan has an annual maximum below that amount, the
Plan will continue to pay benefits for the Essential Health Benefit components of
that benefit even though such payments would exceed the annual maximum for
that benefit, but only until the annual Major Medical Calendar Year Maximum of
the plan is paid.

Managed Care Program

Requires a participant or covered dependent to call a toll-free number upon learning
of a future hospital admission, or within 48 hours after an emergency admission. If
this provision is not followed, then hospital charges will be reduced by 50% per
admission in addition to any deductible or coinsurance which might apply. Services
rendered for Hospice Care must be precertified this includes services for inpatient or
outpatient care. These services are subject to the 50% per admission penalty. This
penalty does not apply toward the deductible or out of pocket maximum.



The following services require precertification:

e Inpatient hospital stay

e Non-Emergency MRI and CT Scans

e Outpatient orthopedic shoulder and knee surgeries
e Hospice

e Skilled Nursing

The Plan is subject to the utilization management program offered by the
American Health Data Institute (“AHDI”). The bonus payment set out in the
Schedule of Benefits will be paid when a covered person receives covered services
from a participating provider with AHDI endorsement. A listing of participating
providers with AHDI endorsement may be obtained from the AHDI web site that
has been made available to the Plan. For the purposes of this plan, the term
'participating provider' is defined as a provider in the Encore network.

Preferred Provider Network

Benefits at an Encircle participating facility will be paid at 80%, benefits at a
participating facility will be paid at 70%, benefits at an inpatient non-participating
facility will be paid at 50%, and benefits at an outpatient non-participating facility
will be paid at 60%. Benefits at a participating provider will be paid at 70%, while
benefits at a non-participating provider will be paid at 60%. Benefits for an
endorsed provider will receive a 10% bonus, resulting in a benefit of 80%.
Benefits are paid subject to the coinsurance maximums as indicated below in the
Schedule of Benefits.

If a participant or covered dependent receives ancillary and physician services,
(i.e., anesthesiologists, radiologists, emergency room physicians, pathologists,
etc.,) at a participating provider, the services provided by the non-participating
provider will be paid at the AHDI endorsed participating provider benefit level.
Also, if a participating provider refers the participant or covered dependent to a
non-participating provider, services rendered by the non-participating provider
will be paid at the AHDI endorsed participating provider level.

If a condition requires treatment from a specialist and there is no such specialist
within a 30-mile radius of your home address, benefits will be paid at the AHDI
endorsed participating provider level subject to the coinsurance maximum
indicated below.



Integrated Deductible and Out-of-Pocket Maximums

The benefit deductible and out-of-pocket maximums of the Low Deductible PPO,
High Deductible Wellness PPO, and the High Deductible HSA Qualified Health
benefit plans will be integrated. A participant and/or dependent who switches
coverage between the health benefit plans will have their benefit and out-of-pocket
maximums, which are met under one plan, count toward the benefit and out-of-
pocket maximums of the other plan. Participants are not to switch plans more than
once every 3 years, unless otherwise directed by the Plan Administrator.

Major Medical Benefits

Note: All services are subject to the deductible and out-of-pocket
maximums noted in this Schedule of Benefits unless otherwise
stated.

Individual Deductible | $350 per person per calendar year

Family Deductible | $875 per family per calendar year

(Employee plus Children or ) )

Employee plus | The combined medical expenses of all covered
Spouse/Domestic Partner or | family members can be applied to the $875

Employee plus
Spouse/Domestic Partner and aggregate.

Children)




Individual Coinsurance

Encircle Participating
Hospital/Facility

Participating
Hospital/Facility

Participating Physician with
AHDI Endorsement

Participating Physician with
no AHDI Endorsement

Non-Participating Provider

80% of eligible charges paid by the Plan, unless
otherwise stated, after satisfying the deductible

When the out-of-pocket maximum per person per
calendar year has been reached, then the Plan pays
100% thereafter for the remainder of the calendar
year.

70% of eligible charges paid by the Plan, unless
otherwise stated, after satisfying the deductible

When the out-of-pocket maximum per person per
calendar year has been reached, then the Plan pays
100% thereafter for the remainder of the calendar
year.

80% of eligible charges will be paid by the Plan,
unless otherwise stated, after satisfying the

deductible and includes a 10% bonus for AHDI
endorsed providers

When the out-of-pocket maximum per person per
calendar year has been reached, then the Plan pays
100% thereafter for the remainder of the calendar
year.

70% of eligible charges will be paid by the Plan,
unless otherwise stated, after satisfying the
deductible

When the out-of-pocket maximum per person per
calendar year has been reached, then the Plan pays
100% thereafter for the remainder of the calendar
year.

60% of eligible charges will be paid by the Plan,
unless otherwise stated, after satisfying the
deductible

When the out-of-pocket maximum per person per
calendar year has been reached, then the Plan pays
100% thereafter for the remainder of the calendar
year.



Non-Participating Inpatient
Hospital/Facility

Out-of-Pocket Maximums

Encircle Participating
Hospital/Facility and
Participating Provider with
AHDI Endorsement

Participating
Hospital/Facility and
Participating Provider with
no AHDI Endorsement

Combined Out-of-Pocket
Maximum for Encircle
Participating
Hospital/Facility and
Participating
Hospital/Facility/
Participating Provider with
AHDI Endorsement and no
AHDI Endorsement

Non-Participating
Hospital/Facility and
Provider

50% of eligible charges paid by the Plan, unless
otherwise stated, after satisfying the deductible

When the out-of-pocket maximum per person per
calendar year has been reached, then the Plan pays
100% thereafter for the remainder of the calendar
year.

Individual Maximum

$1,725 per covered person per calendar year, not
including the deductible

Benefits paid at the 80% coinsurance rate are
subject to this out of pocket maximum amount
unless specifically noted.

$2,600 per covered person per calendar year, not
including the deductible

Benefits paid at the 70% coinsurance rate are
subject to this out of pocket maximum amount
unless specifically noted.

$2,600 per covered person per calendar year, not
including the deductible

Benefits paid at the 80% or 70% coinsurance rate
are subject to this out of pocket maximum amount
unless specifically noted.

$3,450 per covered person per calendar year, not
including the deductible

Benefits paid at the 50% and 60% coinsurance
rates are subject to this out of pocket maximum
amount unless specifically noted.



Inpatient Hospital/Facility

Services, including Intensive
Care Unit

Encircle Participating
Hospital/Facility

Participating
Hospital/Facility

Non-Participating
Hospital/Facility

Routine-Wellness
Immunization Benefit

Participating Provider with
AHDI Endorsement

Participating Provider

Non-Participating
Provider

Nurse Practitioner/
Routine-Wellness
Immunization Benefit

80% of eligible charges, subject to the deductible

70% of eligible charges, subject to the deductible

50% of eligible charges, subject to the deductible
and subject to an additional per admission $2,000
penalty

The penalty does not apply toward the deductible
or maximum out of pocket expense.

10% bonus for a total of 80% of eligible charges,
not subject to the deductible

70% of eligible charges, not subject to the
deductible

60% of eligible charges, subject to the deductible

80% of eligible charges, not subject to the
deductible.



Certified Nurse Midwife
Routine-Wellness
Immunization Benefit

Participating Provider

Non-Participating Provider

Routine-Wellness Pap
Smears/Mammograms/
PSA Tests/Colonoscopy/
Sigmoidoscopy

Encircle Participating
Hospital/Facility/Participating
Provider with AHDI
Endorsement

Participating
Hospital/Facility/
Participating Provider

Non-Participating
Hospital/Facility/
Non-Participating Provider

Nurse Practitioner
Routine-Wellness Pap
Smears/ Mammograms/
PSA Tests

80% of eligible charges, not subject to the
deductible

60% of eligible charges subject to the deductible

10% bonus for a total of 80% of eligible charges,
not subject to the deductible

70% of eligible charges, not subject to the
deductible

60% of eligible charges, subject to the
deductible

80% of eligible charges, not subject to the
deductible.



Certified Nurse Midwife
Routine-Wellness Pap
Smears/ Mammograms/
PSA Tests

Participating Provider

Non-Participating Provider

Nurse Practitioner
Wellness Office Visits
Associated with Wellness
(Physical Exam)

Certified Nurse Midwife
Routine-Wellness Office
Visits Associated with
Wellness (Physical Exam)

Participating Provider

Non-Participating Provider

Routine-Wellness Office
Visits Associated with
Wellness (Physical Exam)

Participating Provider with
AHDI Endorsement

Participating Provider

Non-Participating Provider

80% of eligible charges, not subject to the
deductible

60% of eligible charges subject to the deductible

Limited to maximum payment of $200 per visit.

80% of eligible charges, not subject to the
deductible.

Limited to maximum payment of $200 per visit

80% of eligible charges, not subject to the
deductible

60% of eligible charges subject to the deductible

Limited to maximum payment of $200 per visit

10% bonus for a total of 80% of eligible charges,
not subject to the deductible

70% of eligible charges, not subject to the
deductible

60% of eligible charges, subject to the
deductible
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Physician Office
Diagnostic Visits (Exam
Charge Only)

Participating Provider with
AHDI Endorsement

Participating Provider

Non-Participating Provider

Nurse Practitioners
Diagnostic Visit (Office
Exam Charge Only)

Chronic Disease Benefit

Participating Provider with
AHDI Endorsement

Participating Provider

Non-Participating Provider

10% bonus for a total of 80% of eligible charges,
subject to the deductible

70% of eligible charges, subject to the deductible

60% of eligible charges, subject to the deductible

80% of eligible charges, not subject to the
deductible.

Refer to Section 2.30 for a list of chronic diseases.
This benefit includes the exam charge and lab and
EKG services related to the office visits.

10% bonus for a total of 80% of eligible charges,
not subject to the deductible

70% of eligible charges, not subject to the
deductible

60% of eligible charges, subject to the deductible
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Birth Control Devices
and Injections
(Physician’s Office)
Participating Provider with
AHDI Endorsement

Participating Provider

Non-Participating
Provider

Birth Control Devices
and Injections (Other
Locations)

Encircle Participating
Hospital/Facility

Participating
Hospital/Facility

Non-Participating
Hospital/Facility

Nurse Practitioner
Office Injections for
lliness/Accident in the
Office

Note: Chemotherapy
Injections in the Office
are subject to the
deductible

10% bonus for a total of 80% of eligible charges,
not subject to the deductible

70% of eligible charges, not subject to the
deductible

60% of eligible charges, subject to the deductible

80% of eligible charges, not subject to the
deductible

70% of eligible charges, not subject to the
deductible

60% of eligible charges, subject to the deductible

80% of eligible charges, not subject to the
deductible.
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Office Injections for
lliIness/Accident in the
Physician’s Office
Note: Chemotherapy
Injections in the Office
are subject to the
deductible

Participating Provider with
AHDI Endorsement

Participating Provider
Non-Participating
Provider

Ball State Employee
Quick Care Clinic

Diabetic Education

Asthma Education

10% bonus for a total of 80% of eligible charges,
subject to the deductible

70% of eligible charges, subject to the deductible

60% of eligible charges, subject to the deductible

100% of eligible charges, not subject to the
deductible

100% of eligible charges, not subject to the
deductible

Services must be prescribed by a physician and
provided by a certified diabetic educator.

100% of eligible charges, not subject to the
deductible

Services must be prescribed by a physician and
provided by a certified asthma educator.
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Nutrition Counseling

Emergency Room lliness
and Accident Benefit

Hospital/Facility Charges

Physician Charges

Ambulance Benefit

Pre-Admission Testing
Benefit — Facility

Encircle Participating
Hospital/Facility

Participating
Hospital/Facility

Non-Participating
Hospital/Facility

100% of eligible charges, not subject to the
deductible

Services must be prescribed by a physician for
diabetes, pre-diabetes, hypertension and/or
hyperlipidemia and provided by a registered
dietician.

80% of eligible charges, not subject to the
deductible
80% of eligible charges, not subject to the
deductible

80% of eligible charges, subject to the deductible

To be performed within 72 hours prior to the
individual’s admission to the hospital, subject to
the deductible

80% of eligible charges, subject to the deductible

70% of eligible charges, subject to the deductible

60% of eligible charges, subject to the deductible
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Pre-Admission Testing
Benefit — Physician

Participating Provider with
AHDI Endorsement

Participating Provider

Non-Participating
Provider

In-hospital Visits —
Physician

Participating Provider with
AHDI Endorsement

Participating Provider

Non-Participating
Provider

Surgical Expenses
Facility

Encircle Participating
Hospital/Facility

Participating
Hospital/Facility

Non-Participating
Hospital/Facility

To be performed within 72 hours prior to the
individual’s admission to the hospital, subject to
the deductible

10% bonus for a total of 80% of eligible charges,
subject to the deductible

70% of eligible charges, subject to the deductible

60% of eligible charges, subject to the deductible

10% bonus for a total of 80% of eligible charges,
subject to the deductible

70% of eligible charges, subject to the deductible

60% of eligible charges, subject to the deductible

Inpatient Surgery
80% of eligible charges, subject to the deductible

70% of eligible charges, subject to the deductible

50% of eligible charges, subject to the deductible
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Encircle Participating
Hospital/Facility

Participating
Hospital/Facility

Non-Participating
Hospital/Facility

Surgical Expenses
Physician

Participating Provider with
AHDI Endorsement

Participating Provider

Non-Participating
Provider

Participating Provider with
AHDI Endorsement

Participating Provider

Non-Participating
Provider

Outpatient Surgery

For surgery performed in a hospital outpatient
department, physician’s office, or an ambulatory
surgical center

80% of eligible charges, subject to the deductible

70% of eligible charges, subject to the deductible

60% of eligible charges, subject to the deductible

Inpatient Surgery

10% bonus for a total of 80% of eligible charges,
subject to the deductible

70% of eligible charges, subject to the deductible

60% of eligible charges, subject to the deductible
Outpatient Surgery

For surgery performed in a hospital outpatient
department, a physician’s office or an ambulatory
surgical center

10% bonus for a total of 80% of eligible charges,
subject to the deductible

70% of eligible charges, subject to the deductible

60% of eligible charges, subject to the deductible
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Participating Provider with
AHDI Endorsement

Participating Provider

Non-Participating
Provider

LabCorp, Quest
Diagnostic/LabCard, and
American Health Network

Diagnostic X-ray
Expenses- Physicians

Participating Provider with
AHDI Endorsement

Participating Provider

Non-Participating Provider

Diagnostic X-ray
Expenses- Facility

Encircle Participating
Hospital/Facility

Participating Hospital/Facility

Non-Participating
Hospital/Facility

Assistant Surgeons
Charges are limited to a maximum benefit of 20%
of the surgeon’s allowable fee.

10% bonus for a total of 80% of eligible charges,
subject to the deductible

70% of eligible charges, subject to the deductible

60% of eligible charges, subject to the deductible

100% of eligible charges, not subject to the
deductible

This benefit is for laboratory charges only.

10% bonus for a total of 80% of eligible charges,
subject to the deductible

70% of eligible charges, subject to the deductible

60% of eligible charges, subject to the deductible

80% of eligible charges, subject to the deductible
All services will be subject to the Encircle
Participating Hospital/Facility out of pocket
maximum.

80% of eligible charges, subject to the deductible
All services will be subject to the Participating
Hospital/Facility out of pocket maximum.

60% of eligible charges, subject to the deductible
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Diagnostic for Routine-
Wellness/Accident/lliness
Laboratory Expenses -
Physicians

Participating Provider with
AHDI Endorsement

Participating Provider

Non-Participating Provider

Diagnostic for Routine-
Wellness/Accident/lliness
Laboratory Expenses -
Facility

Encircle Participating
Hospital/Facility

Participating Hospital/Facility

Non-Participating
Hospital/Facility

10% bonus for a total of 80% of eligible charges,
subject to the deductible

All services will be subject to the Participating
Provider with AHDI endorsement out of pocket
maximums.

80% of eligible charges, subject to the deductible

All services will be subject to the Participating
Provider out of pocket maximum.

80% of eligible charges, subject to the deductible

All services will be subject to the Non-
Participating Provider out of pocket maximum.

80% of eligible charges, subject to the deductible

All services will be subject to the Encircle
Participating Hospital/Facility out of pocket
maximum.

80% of eligible charges, subject to the deductible

All services will be subject to the Participating
Hospital/Facility out of pocket maximum.

80% of eligible charges, subject to the deductible

All services will be subject to the Non-
Participating Provider out of pocket maximum.
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Substance Abuse Benefit

Mental Health Benefit

Chiropractic Services

Skilled Nursing Facility
Encircle Participating
Hospital/Facility
Participating
Hospital/Facility

Non-Participating
Hospital/Facility

Payable as any other illness

Note: All mental health and substance abuse
providers are to be paid as AHDI Endorsed
network providers. M.D. and facilities are not
included in this exception. All services will be
subject to the Encircle participating facility out of
pocket maximum.

Payable as any other illness

Note: All mental health and substance abuse
providers are to be paid as AHDI Endorsed
network providers. M.D. and facilities are not
included in this exception. All services will be
subject to the Encircle participating facility out of
pocket maximum.

80% of eligible charges, subject to the deductible.

Pre-Certification required
80% of eligible charges, subject to the deductible

70% of eligible charges, subject to the deductible

50% of eligible charges, subject to the deductible
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Hospice Care

Encircle Participating
Hospital/Facility

Participating
Hospital/Facility

Non-Participating
Hospital/Facility (not
including inpatient care)

Inpatient Non-Participating
Hospital/Facility

Certified Nurse Midwife
Participating Provider

Non-Participating Provider

Home Health Care

Temporomandibular
Joint Syndrome (TMJ)

Pre-Certification and Case Management
required
80% of eligible charges, subject to the deductible

70% of eligible charges, subject to the deductible

60% of eligible charges, subject to the deductible

50% of eligible charges, subject to the deductible
and subject to an additional per admission $2,000
penalty. The penalty does not apply toward the
deductible or out pocket maximum.

See Section 4.38.
80% of eligible charges, subject to the deductible

80% of eligible charges, subject to the deductible

80% of eligible charges, subject to the deductible

80% of eligible charges, subject to the deductible

20



Organ Transplants-
Facility

Encircle Participating
Hospital/Facility

Participating
Hospital/Facility

Outpatient Non-Participating
Hospital/Facility

Inpatient Non-Participating
Hospital/Facility

Organ Procurement

Transportation

Organ Transplants-
Physician

Participating Provider with
AHDI Endorsement

Participating Provider

Non-Participating
Provider

Organ Procurement

Transportation

See Section 2.24

80% of eligible charges, not subject to the
deductible

70% of eligible charges, not subject to the
deductible

60% of eligible charges, not subject to the
deductible

50% of eligible charges, not subject to the
deductible and subject to an additional per
admission $2,000 penalty. The penalty does not
apply toward the deductible or out pocket
maximum.

100% of eligible charges, not subject to the
deductible

100% of eligible charges, not subject to the
deductible

See Section 2.24

10% bonus for a total of 80% of eligible charges,
not subject to the deductible

70% of eligible charges, not subject to the
deductible

60% of eligible charges, not subject to the
deductible

100% of eligible charges, not subject to the
deductible

100% of eligible charges, not subject to the
deductible
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Physical, Speech and
Occupational Therapy

Durable Medical
Equipment, Prosthetics
and Orthotics

Biomed Drugs

Services for Nicotine
Abuse from Tobacco

Accident Dental Benefit

All Other Services —
Facility Charges

Encircle Participating
Hospital/Facility

Participating
Hospital/Facility

All Non-Inpatient Non-
Participating
Hospital/Facility

Inpatient Non-Participating
Hospital/Facility

80% of eligible charges, subject to the deductible

80% of eligible charges, subject to the deductible

Biomed drugs must be purchased through the
Medco’s specialty drug pharmacy - Accredo.

80% of eligible charges, not subject to the
deductible

80% of eligible charges, subject to the deductible

80% of eligible charges, subject to the deductible

70% of eligible charges, subject to the deductible

60% of eligible charges, subject to the deductible

50% of eligible charges, subject to the deductible
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All Other Services —
Physician Charges

Participating Provider with
AHDI Endorsement

Participating Provider

Non-Participating
Provider

Pregnancy

Effective Date of
Coverage

Dependent Child
Maximum Age

Major Medical Lifetime
Maximum

10% bonus for a total of 80% of eligible charges,
subject to the deductible

70% of eligible charges, subject to the deductible

60% of eligible charges, subject to the deductible

Covered the same as any other illness for the
participant or covered dependent except that there
is no pre-existing exclusion period which applies to
maternity

Eligible for coverage immediately upon date of
hire

A child of a participant is eligible for coverage
under the plan until age 26 at which time coverage
will end. This plan qualifies as a “grandfathered
health plan” under section 1251 of the Affordable
Care Act (generally, a plan that was in existence as
of March 23, 2010). A child who is eligible to
enroll in a health plan sponsored by his employer
or the employer of his spouse is not eligible for
coverage under this plan. This requirement will
end as of the renewal of the plan that occurs in
2014.

Unlimited
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Prescription Drug Card

Generic Drugs

Name Brand Drugs

Maintenance Medications
— Retail Refill Allowance
Penalty

Generic Drugs

Name Brand Drugs

Maintenance Medications
— Medco Mail Order

Generic Drugs

Name Brand Drugs

The prescription drug portion is carried with and
administered by Medco. For questions, contact the
Payroll and Employee Benefits Department at Ball
State University.

Mail Order Prescription Out-of-Pocket
Maximum - $1,725 per person per calendar
year

80% of eligible charges

70% of eligible charges

After the 3™ fill at a retail pharmacy, a 15% penalty
is applied for maintenance medication refills.

65% of eligible charges

55% of eligible charges

80% of eligible charges

70% of eligible charges
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Other Important Considerations

Termination of Coverage
Coverage after Termination

Pre-Existing Condition
Exclusion

Refer to Section 1, Eligibility
Refer to Section 1, Eligibility

Refer to Section 2, Comprehensive Major
Medical

Medical Benefit Explanations and Exclusions

For a complete explanation of the aforementioned benefits, please refer to the rest
of the document. For exclusions to the Plan, please refer to Section 3.
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Schedule of Benefits

Dental

Individual Deductible

Family Deductible

Dental Benefits

Preventive Dental

Calendar Year Dental
Maximum

$50 per person per calendar year,
separate from medical

$100 per family per calendar year,
separate from medical

80% of reasonable and customary rate
per calendar year

First $50 per calendar year paid at 100%,
the balance paid at 80%.

$1,500 per person per calendar year

NOTE: Pediatric dental services are not subject to the above maximums for
dependent children under age 18. This does not include Orthodontia.

Orthodontia

Individual Deductible

Family Deductible

Orthodontic Coinsurance

Orthodontic Calendar Year
Maximum

For participants and dependents

$50 per person per calendar year,
separate from medical and common
with dental

$100 per family per calendar year,
separate from medical and common
with dental

80% of reasonable & customary rate

$500 per person per calendar year,
separate from the dental maximum

Dental Benefit Explanations

For a complete explanation of the above benefits, please refer to section 6.
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Section 1

Eligibility
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1.00

Eligibility

Eligible Classes

Eligible persons include:

a)

b)

c)

d)

2)

h)

3

k)

D

Regular full-time Faculty/Professional Personnel assigned half-time or more for
the full academic year or at least for ten months of the fiscal year

Continuing Contract Professional Personnel assigned half-time or more for the
full academic year or at least for ten months of the fiscal year

Coaches classified as full-time Professional Personnel hired under renewable
term contracts which are one or more years in length

Contract full-time Faculty/Professional Personnel hired under renewable term
contracts which are three or more years in length

Contract full-time Faculty/Professional Personnel assigned for no less than one
academic year or one fiscal year

Contract full-time Faculty with the designation of Distinguished Professor, John
R. Emens Distinguished Professor, or occupying endowed chairs provided such

faculty are assigned for the full academic year

Contract part-time Faculty/Professional Personnel assigned at least half-time for
no less than a full academic year

Regular full-time library Professional Personnel assigned on a fiscal year basis
for at least 190 work days

Regular full-time Staft Personnel and Service Personnel assigned a normal work
week of forty hours or more

Temporary Staff Personnel assigned a normal work week of forty hours or more
on a fiscal year or other twelve-month basis

Contract full-time Doctoral Intern Counseling & Psychological Services Center
Professional Personnel assigned on a fiscal-year basis

Eligible retirees of Ball State University

m) Contract full-time Faculty/Professional Personnel and temporary full-time Staff

Personnel age and years of service eligible upon leaving the university
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n) Dependents of all individuals in the foregoing items a) through m) inclusive,
provided they qualify as a dependent as defined in the definitions section of the
Plan

1.01 Enrollment

The employee may enroll in the Plan within 30 days of their employment date. If the
employee does not enroll within this period they must wait for the period of open
enrollment unless they qualify for a special enrollment.

All newborns will be covered for the first 30 days under the mother, or father if
mother is not on the plan. To be eligible for coverage past the first 30 days the
newborn must be enrolled in the plan within the first 30 days.

1.02 Effective Date of Coverage

Coverage under the Plan shall begin with the effective date of your employment provided
you are actively at work. Coverage for your dependents begins with the effective date of
your coverage. If the employee is not actively at work as of the date of the effective date,
coverage for the employee and dependent(s) shall become effective as of the date the
employee returns to work.

“Actively-at-work” means present and capable of carrying out the normal assigned
duties on a scheduled workday unless the absence from work is health-related.

1.03 Special Enrollment

The Health Insurance Portability and Accountability Act of 1996 requires that group
health programs allow certain individuals be covered by the Plan as special enrollees
as follows:

A. If an otherwise eligible employee or dependent declined coverage under
the Plan at the time of initial eligibility, and stated in writing at that
time that coverage was declined because of other group health
coverage, and that other group health coverage is subsequently lost, and
that person makes application for coverage under the Plan within 30
days of the loss of the other health coverage, such individual shall be a
special enrollee provided such person:
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1. Lost the other health coverage as a result of loss of eligibility for
the coverage (including as the result of legal separation, divorce,
death, termination of employment, or reduction in the number of
hours of employment, but not including an increase in cost of
the other coverage or reduction in benefits of the other
coverage); or

2. Employer contributions toward such other coverage were
terminated; or

3. If the eligible employee or dependent was covered under a
COBRA continuation provision and the COBRA continuation
period has been exhausted. Individuals who lose other health
coverage due to non-payment of premium or for cause (e.g.,
filing fraudulent claims) shall not be a special enrollee under the
Plan.

B. An otherwise eligible employee who is not covered by the Plan, an
otherwise eligible employee and dependent who are not covered by the
Plan, or a participant's dependent who is not otherwise covered by the
Plan may apply for coverage under the Plan as a result of the
acquisition of a new dependent by the participant through marriage and
shall be a special enrollee provided such person is properly enrolled as
a participant or dependent of the participant within 30 days of the
acquisition of the new dependent.

C. A newborn child, a child placed for adoption, or a newly-adopted child
of a covered participant will be covered from the moment of birth,
placement for adoption, or adoption, including coverage for the
necessary care or treatment of medically diagnosed congenital defects,
birth abnormalities, or prematurity, provided the child is properly
enrolled as a dependent of the participant within 30 days of the child's
date of birth, adoption, or placement for adoption. To be covered
beyond the first 30 days, the newborn must be added to your
membership within the first 30 days.

D. Coverage for a special enrollee, other than for a newborn, a child

placed for adoption, or a newly-adopted child, shall be on the date of
the qualifying event.
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1.04 Open Enrollment

An open enrollment period shall be held at least 30 days prior to the beginning of each
year for coverage to be effective the following July 1% . During this open enrollment
period each employee shall have the opportunity to make changes to his coverage, 1.e.
enroll or drop himself or his dependents from the Plan by completing the required form
and delivering it to the Plan Administrator.

1.05 Termination of Coverage

Termination of coverage of a participant will occur on the earliest of the following:

A. The provisions of the Plan for the coverage terminate,
B. His or her class is no longer included in the eligible coverage classes,
C. If the coverage is contributory, any contribution required of him or her

for any coverage under the Plan is not made when due, or
D. Employment is terminated for any reason

Coverage terminates at 12:00 midnight on the last day of the month in which the
termination event occurs.

The Plan Administrator will signify a participant’s termination of employment by
notifying the Plan Supervisor.

No contributory coverage may be continued beyond the end of the period for which
the participant has made the required contributions to the Plan Administrator.

Any dependent coverage of a participant covered for dependent coverage will cease,
regardless of continuation of other dependent coverage when one or more of the
following apply:

A. The individual ceases to be a dependent as defined under the Plan,
B. The participant is no longer covered under this plan, and/or
C. The dependent becomes eligible for participant coverage in this plan
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Coverage terminates at 12:00 midnight on the last day of the month in which the
termination event occurs.

A child who has lost eligibility under the Plan may resume coverage if the child’s
reason for loss of eligibility no longer exists and the child otherwise meets the
eligibility criteria of the Plan. Pre-existing rules apply as of the date of return to the
Plan.

If a child who is a dependent as defined in the Plan is incapable of self-sustaining
employment by reason of mental retardation or physical handicap and is chiefly
dependent upon the participant for support and maintenance beginning prior to the
end of the calendar year in which he or she turns the age specified in the Schedule of
Benefits, coverage will continue for the dependent until the earliest of the following:

A. The participant discontinues his or her coverage under the Plan,
B. The participant is no longer considered an eligible participant,
C. The plan is cancelled, or

D. The disability no longer exists as determined by the Plan.

Satisfactory evidence of such disability and dependency is required by the Plan. Such
evidence must be received within 120 days after the end of the calendar year in which
the maximum age is attained. The Plan may require that the evidence of disability or
dependency be updated annually.

1.06 Coverage After Terminations -- COBRA

All eligible participants and dependents covered under the Plan on the date before
a qualifying event who would otherwise have lost coverage under the Plan as a
result of any of the events listed below shall have the right to elect continuation
coverage. Newborns and children placed for adoption with a person covered by
COBRA continuation coverage may be added to their parent's coverage while the
parent has coverage under COBRA if the Plan would otherwise allow such a child
to be covered by the Plan. If a newborn child or child placed for adoption is added
to the COBRA continuation coverage of the participant, such child shall be
considered a qualified beneficiary under the Plan.

The company will notify the Plan Administrator of the participant's death,

termination of employment, layoff or reduction of working hours, or when he or
she becomes entitled to benefits under Title XVIII of the Social Security Act
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within 30 days of the occurrence of any of these events. The participant or
covered dependent must notify the Plan Administrator within 60 days of his or her
divorce or legal separation or when a dependent child is no longer eligible for
coverage as defined in the Plan, in order for continuation coverage to be offered to
the dependent.

The Plan Administrator will notify the participant or covered dependent of his or
her right to elect to continue coverage within 14 days from the date the Plan
Administrator is first notified of any of the events described above. The election
period shall begin not later than the date on which coverage terminates under the
Plan due to any of the events listed below, shall be of at least 60 days duration,
and shall end 60 days after the later of:

A. The date coverage terminates under the Plan due to any qualifying event
listed below, or

B. The date the Plan Administrator sends notification to the participant or
covered dependent of his or her rights under this provision as described
above

Pursuant to the Trade Act of 1974, workers whose employment is adversely
affected by international trade (increased imports or a shift in production to
another country) may become entitled to receive Trade Act Assistance (“TAA”)
and may elect continuation coverage during a 60 day period that begins on the first
day of the month in which he or she is determined to be a TAA eligible person.
The person may elect coverage for himself or herself and his or her family. The
election must be made not later than 6 months after the date of TAA related loss of
coverage. Any continuation coverage elected during the second election period
will begin with the first day of the second election period and not on the date
which the coverage originally ended.

Benefits will be identical to those available under the Plan to all active participants
and covered dependents who are similarly situated beneficiaries.

The Plan may require the participant and/or covered dependent pay for all or part
of the cost for continuing his or her coverage, not to exceed 102% of the premium.
If the participant or covered dependent is required by the Plan to pay the cost of
continuing coverage, payment for the initial premium must be made within 45
days from the date of election. Payments must be made in monthly installments.
Payments are due by the first day of the month for which coverage is being
provided.
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Covered dependent spouses and children are eligible for continuation of coverage
for up to 36 months upon the occurrence of any of the following qualifying events
which results in the loss of coverage under the Plan:

A.  The death of the participant,

B.  The divorce or legal separation of the participant from the covered
dependent spouse,

C. The participant enrolls in Medicare, Part A, Part B, or both, or

D.  With respect to a dependent child, the dependent child is no longer
eligible for coverage as a dependent child as defined in the Plan

The participant and covered dependents shall be eligible for continuation of
coverage for up to 18 months upon the occurrence of any of the following
qualifying events which results in the loss of coverage under the Plan:

A. The participant's employment with the company terminates (except if
due to the participant's gross misconduct), or

B.  The participant is laid off or his or her working hours are reduced so as
to render him or her ineligible for coverage as defined in the Plan

If the participant or covered dependent is disabled on or within 60 days of the
initial qualifying event for continuation coverage due to termination of
employment or reduction in hours, continuation coverage may be extended for all
qualified beneficiaries within that family for up to 29 months from the qualifying
event date rather than for only 18 months. The disabled person is subject to all of
the following:

A.  The Social Security Administration must make a determination that the
person was disabled under Title II or XVI of the Social Security Act and
that the disability began before or within 60 days after the qualifying
event date;

B. The disability determination must be made by the Social Security

Administration before the end of the original 18-month continuation of
coverage period;
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The person must notify the Plan Administrator within the later of 60
days after the disability determination has been made or the date of the
qualifying event which results in a loss of coverage, and before the end
of the original 18-month continuation of coverage period.

The person must notify the Plan Administrator within 30 days after the
final determination is made that the person is no longer totally disabled;
and

The cost for coverage for months one through 18 will be at the rate of
up to 102% of the cost of the coverage, and the cost for months 19
through 29 will be at the rate of up to 150% of the cost of the coverage.

The continuation period will end when any of the following occur:

A.

When the participant or dependent fails to make the required
contribution (if any) to the Plan before the due date or within a grace
period of 30 days;

When the participant or covered dependent first becomes covered by
any other group health plan, except as described below, or first becomes
entitled to Medicare benefits under Title XVIII of the Social Security
Act;

When the company ceases to maintain any group health plan; or

In the case of a disabled participant and/or dependent who has been on
continuation coverage for more than 18 months due to a disability, the
month that begins more than 30 days after the date of the final
determination under Title II or XVI of the Social Security Act that the
person is no longer disabled

A retired participant and his or her spouse who would otherwise lose health
coverage under the Plan after the employer files a Chapter 11 bankruptcy
proceeding may continue coverage under the Plan until the death of the
participant. Upon the death of the retired covered participant, his or her covered
dependents shall be entitled to continuation coverage for a period of 36 months
from the retiree's death.

If the participant or dependent first becomes covered under another group health
plan or Medicare while covered under the Plan, continuation coverage may
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continue only during the time that the new group health plan contains any
exclusion or limitation which relates to a pre-existing condition of the participant
or dependent. Normal payments for this coverage must be made in order for
continuation coverage to remain in effect.

Any other group health plan will be considered the primary coverage and must
always pay benefits before this plan will consider a claim for benefits. The only
exception is that the Plan will remain primary if the COBRA covered person is
covered by Medicare by reason of End Stage Renal Disease, and then only until
the end of the first 30 months of Medicare coverage for that disease.

In no event shall coverage as provided in this provision be continued for more
than 36 months. For example, if a dependent is receiving continuation of coverage
benefits due to an 18-month qualifying event, and during the 18-month period,
another qualifying event occurs which would entitle the person to 36 months of
continuation coverage, that dependent shall be eligible for continuation of
coverage for not more than a total of 36 months.

1.07 Family and Medical Leave Act Continued Coverage

All participants and their dependents covered under the Plan who are eligible for a
leave of absence under the Family and Medical Leave Act of 1993 (i.e., FMLA) shall
have the right to continue coverage under the Plan for the term of the leave of absence
under the same terms, conditions, and coverage as enjoyed by all other participants.

If the Plan requires a contribution from the participant for normal coverage, those
contributions must be paid by the participant during the term of the leave of absence
in order for coverage under the Plan to continue.

If the leave of absence is a paid leave, normal contributions will be deducted from
those payments. If the leave of absence is not a paid leave, the participant must pay
the contribution to the Plan, through the company as the Plan Administrator, at the
same time that contributions are normally taken from the company payroll. If a
contribution is not made within 15 days of such date, coverage under the Plan for the
participant and all covered dependents will end after a 15-day non-payment notice is
given and payment is not received during the 15-day period. All eligible claims
which are incurred during the 15 days will still be considered as eligible by the Plan.
The company may withhold a delinquent contribution from any amount due the
participant or may bring a legal action to recover the contribution if not paid by the
participant.
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If a participant returns to employment during or at the end of the FMLA leave of
absence and during the leave the participant's coverage under the Plan has ended for
any reason, the participant will be allowed to re-enter the Plan as of the date that the
participant returns to work. The participant and those dependents who were
previously covered by the Plan will not be subject to a new pre-existing condition
waiting period. Coverage for new entrants at the time that the participant returns to
work will be governed by the terms of the Plan.

The company may recover its contribution to the Plan for a participant who is on an
unpaid FMLA leave of absence if the participant fails to return to work for at least 30
days after the FMLA leave has been exhausted or expires, unless the reason the
participant does not return to work is due to one of the following:

A. The continuation, recurrence, or onset of a serious health condition
which would entitle the participant to leave under the FMLA; or

B. Other circumstances beyond the participant's control.

The company may recover its contribution from any sums due the participant
provided such deductions do not violate applicable federal or state wage payment or
other laws. The company may also bring legal action against the participant to
recover its share of the contribution.

If the participant elects or is required to substitute normal company paid leave
(vacation, sick days, personal days, etc.) for part or all of a FMLA leave, the company
may not recover its contribution for the period of the leave that is covered by the
normal company paid leave.

1.08 Continuation of Coverage Under the Uniformed Services
Employment and Re-employment Rights Act (USERRA)

Main point of the USERRA is to treat employees as if they have been continuously
employed during the length of their military commitment for purposes of seniority, rights
and benefits. This is for military leave that is 5 years in length or less, unless the
employee is in the National Guard in which case the leave could be longer.

In order to receive certain benefits, the employee is required to file for re-employment
within certain time frames upon their release from active military service. These time
frames are as follows: For leave less that 31 days — return the next scheduled work day
following an 8 hour period after return. For leave more than 30 days and less than 181
days — submit application for re-employment within 14 days. For leave more than 180
days — submit application for re-employment within 90 days.

37



Eligibility

Under this act employees are entitled to continue health benefits during their active
military commitment. It has been determined that health benefits will be available to
employees that enlist in any branch of the armed services which fall under this act as
follows:

1) Leave less than 31 days, this may be continued at the employee rate.
2) Leave greater than 30 days, this may be continued for up to 24 months at a rate of
102% of the total premium (same as COBRA rate).

Employees are entitled to health benefits upon return following active military
commitment. If health benefits are not continued during the leave or are exhausted
during the leave, the Plan must permit re-enrollment as if the employee had not left
employment. Pre-existing condition limits must be waived for any illness or injury
excluding pre-existing conditions resulting from the military service.

Employees that are “called up” to active duty will receive the above health benefits with
the following changes:

Health Care may be continued by the employee for the length of their military
commitment at the regular employee share of the premium.

1.09 Compliance with Health Insurance Portability and Accountability
Act of 1996

All provisions of the Plan are intended to bring the Plan into compliance with the
requirements of the Health Insurance Portability and Accountability Act of 1996
(HIPAA). Any provisions of the Plan which differ with the requirements of HIPAA
are hereby amended so that the Plan shall at all times be in compliance with HIPAA
and the Plan Administrator shall administer the Plan accordingly.

Pursuant to HIPAA, the Plan will at no time take into consideration any health status-
related factors (including both physical and mental illnesses, prior receipt of health
care, prior medical history, genetic information, evidence of insurability, conditions
arising out of acts of domestic violence, or disability) which exist in relation to a
person who is eligible for coverage under the Plan for purposes of determining the
initial or continued eligibility of that person for coverage under the Plan, for
determining the level of contribution of the person to plan funding, or for determining
the level of benefits which will be made available to a person.

The Plan is a self-funded welfare benefit plan which provides medical benefits to

covered persons. No benefits are payable by any insurance company. The company
will provide all payments for the benefit plan. Employees may be required to pay a
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contribution which will partially reimburse the employer for the cost of operating the
Plan and for benefit payments.

All plan participants will be given written notice of any material reduction in benefits
provided by the Plan within 60 days of the adoption of such material reduction.

Certificates of Prior Coverage Under the Plan

In 1996 the Health Insurance Portability and Accountability Act of 1996 (HIPAA)
was passed by Congress. Under HIPAA, all employees and their dependents who are
actually covered by the Plan will automatically receive a Certificate of Group Health
Plan Coverage when they lose coverage under the Plan and upon the loss of coverage
should continuation of coverage under COBRA be elected. Additionally, all
employees and their dependents who lose coverage under the Plan may request a new
certificate at any time during the 24 months which follow loss of coverage. The
certificate will include information for both the covered employee and his dependents
unless the information for a dependent is different from that of the covered employee,
and in such case, a separate certificate will be issued for each such person.

The certificate will be issued free of charge to the employee or dependent and will
show a new employer or group health plan the period that the employee or dependent
was covered by the Plan, including the waiting period served prior to the effective
date of coverage. A person who receives a certificate must provide the certificate to
his new group health plan in order for the new group health plan to credit the period
that the person was covered by the Plan against the pre-existing condition exclusion
waiting period of the new group health coverage, if any.

1.10 Newborns’ and Mothers’ Health Protection Act of 1996

The Plan will at all times comply with the terms of the Newborns’ and Mothers’
Health Protection Act of 1996. The Plan will not restrict benefits for any hospital
length of stay in connection with childbirth for the mother or newborn child to less
than 48 hours following a normal vaginal delivery, or to less than 96 hours following
a cesarean section.

The Plan will also not require that a provider obtain authorization from the Plan for

the hospital stay of the mother or newborn child for the first 48 hours following a
normal vaginal delivery or for the first 96 hours following a cesarean section.
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2.00 Eligible Expenses

The following services are eligible expenses for participants and dependents covered
under this plan. Eligible expenses are subject to the deductible and coinsurance
percentage as shown in the Schedule of Benefits and are limited by certain provisions
listed in the general exclusions in Section 3 of this plan.

2.01 Pre-existing Condition Exclusion

Claims resulting from pre-existing conditions, as defined in the Plan, may receive up
to $2,000 of benefits for a period of twelve (12) months from the enrollment date of
the participant or dependent where the participant or dependent enrolls for coverage
under the Plan when first eligible, pursuant to the requirements of the Plan for special
enrollees.

If you previously had creditable health care coverage, the pre-existing condition
waiting period will be reduced by the time you were covered under your previous
health care plan(s), provided that coverage under your previous plan(s) and this plan
is continuous without a break in coverage of 63 days or more. If your previous
creditable health care coverage does not fully reduce the waiting period, the following
benefit limitations apply during the pre-existing condition waiting period.

If a claim for benefits under the Plan is denied or reduced by operation of this
provision, the covered person shall be entitled to appeal that decision and may provide
additional evidence of prior creditable coverage pursuant to the normal procedure of
the Plan for the appeal of any other coverage decision of the Plan.

The pre-existing condition provision for dependents or individuals under age 19 and
who began coverage while under age 19 shall be waived.

2.02 Network

The Plan hereby includes the PPO Network. The Network consists of many of the full
service hospitals in Indiana. Covered services provided by a participating provider will
be payable at the normal percentage levels. Payments for covered services will be made
directly to the participating hospital and payment for covered services by a physician or
other provider of service, except a hospital, will be made to that provider unless
designated by the participant. A list of participating providers and endorsed providers is
available from your employer. Participating providers and endorsed providers may vary
from one year to the next. Endorsed providers will receive a 10% bonus. Covered
services provided by a non-participating provider will be subject to a penalty and paid at
a lower percentage unless one of the following are applicable:
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If a participating provider within a 30-mile radius of the employer is unable to
provide the necessary care to the covered person, the penalty will not apply.

If the covered person resides outside of a 30-mile radius of a participating
provider, the penalty will not apply.

If the covered person requires emergency medical treatment and is taken to the
nearest appropriate hospital, the penalty will not apply. It will be considered
emergency medical treatment when an accident is involved, when an illness is
life threatening, or the covered person is not within a 30-mile radius of a
participating provider when requiring medical treatment.

If the covered person is on vacation outside the state of residence, claims for
medical emergencies will be paid at the participating level.

If a covered dependent attends school outside the state of the participant’s
residence, claims will be paid at the participating level.

If referred by an in-network provider to an out-of-network provider for
anesthesiologists, emergency room physicians, pathologists, radiologists.

If the surgery center is in network but one of the providers is a non-
participating provider.

Managed Care Program

The Managed Care Program is a health care benefit management program. It is a cost
containment benefit built upon the components of pre-certification and case management.

I. PRE-CERTIFICATION PROCESS

Participants or their dependents with the benefit of a Managed Care Program must have
every inpatient hospital stay certified. This is a participant driven and participant
responsible program. The participant or agent for the participant may call, or have the
admitting physician or hospital call to certify the stay. Medical, surgical, and psychiatric
admissions must be certified prior to admission. Emergency admissions must be certified
within forty-eight (48) hours of the admission.
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The Plan will not require that a provider obtain authorization from the Plan for the
hospital stay of the mother or newborn child for the first 48 hours following a normal
vaginal delivery or for the first 96 hours following a cesarean section. If a newborn
stays in the hospital longer than the mother, the newborn’s hospital stay must be pre-
certified.

At the time a medical, surgical, or psychiatric inpatient hospital admission is planned the
participant or his or her dependent must let the physician know that the health care
coverage includes the requirement of pre-certification.

If the Managed Care consultants find that the proposed care is medically necessary and
the setting is appropriate, the medical consultants will certify the inpatient care and
approve a length of stay.

If the Managed Care consultants find that the proposed inpatient care can be safely
performed in an outpatient setting, the medical consultants will not certify the inpatient
admission.

When certification is not obtained or the approved length of stay has been exceeded,
payment for the hospital inpatient room and board, x-rays, laboratory, and drug portions
of the care received without appropriate certification will be determined according to the
following Benefits Calculation procedure:

a) Covered charges will be reduced by 50%.

b) Any applicable deductible will be subtracted from the remaining amount as
determined in item a).

c) Any applicable coinsurance will be applied to the remaining amount as
determined in item b) and the remainder will be paid.

d) Any inpatient charges for which benefits have not been paid due to item a)
above are the covered person's responsibility and are not covered by any other
portion of the Plan. They also will not apply to any deductible, nor will they

accrue to any out-of-pocket maximum contained in the Plan.

Pre-certification is accomplished by telephoning a toll-free number on your I.D. card and
providing the following information:

*  Participant (Employee) Name

*  Company Name
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*  Patient's name and age
*  Admitting physician's name, address, and phone number
*  Name of hospital and address

Calls received after hours will be recorded and the call will receive a response within one
working day. In the case of emergency admissions, the call must be made within 48
hours or two (2) working days of the emergency admission.

Il. CONCURRENT REVIEW

Inpatient care may be needed beyond the days initially certified. Days needed beyond
those certified at admission must also be certified.

The Managed Care consultants will review the case and, if the physician can document
the medical necessity for exceeding the approved length of stay, the medical consultants
will certify additional days. At the time the certification is applied for, the medical
consultants will also request information about all required tests. The medical
consultants will not certify any extra inpatient days for tests that can be obtained on an
outpatient basis prior to the inpatient admission.

I1l. APPEALS PROCEDURE

Upon request by a participant or provider, the Managed Care consultants will review an
admission or length of stay which was not pre-certified. Upon the presentation of
evidence of extraordinary circumstances or of medical information justifying the
admission or length of stay which was not available to the participant or provider at the
time of the initial request for certification, the Medical Consultants will certify that
portion of the admission that is justified.

IV. CASE MANAGEMENT PROCESS

Case management is the process of assessing major or catastrophic illnesses and injuries
and developing and coordinating a cost-effective alternative treatment plan. The process
can be accomplished by utilizing current contract benefits or by proposing an exception
to benefits. Additionally, case management monitors the quality of care in an appropriate
place of service.

Clinical Case Managers who are all registered nurses, are responsible for identifying and
carefully examining as early as possible every reasonable option in the care and treatment
of patients suffering from a serious illness or injury. The clinical case managers then
coordinate and facilitate a smooth transition to the alternate care setting. The case
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management component is designed to help control the cost of treating victims of serious
illnesses and injuries while monitoring for the highest quality of care.

The Managed Care Company has the authority to approve services which are not
otherwise covered by the Plan if those services are as effective as a covered service but
are less costly.

Coverage for alternative care is subject to the same contract maximum, deductible, and/or
coinsurance requirements applicable to the medical care being replaced.

Examples of alternative means of care that may be offered are: skilled nursing facility,
home health care, hospice care, or special medical equipment, such as ventilators and
respirators.

2.04 Hospital Inpatient Expenses
Eligible Hospital Inpatient Expenses:

" Hospital daily services, including room, board and general nursing services and
any flat charge for regular hospital services up to the limit shown in the Schedule
of Benefits

| Hospital Room and Board is the eligible charge for an average semi-private room,
unless the use of a private room is medically necessary, or the hospital only has
private rooms; in such case, a private room will be paid the same as a semi-
private room

1 Hospital intensive care accommodation unit services, not to exceed the limitati