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Home Office: Bloomfield, Connecticut
Mailing Address: Hartford, Connecticut 06152

CIGNA HEALTH AND LIFE INSURANCE COMPANY
a Cigna company (hereinafter called Cigna) certifies that it insures certain Employees for the benefits
provided by the following policy(s):

POLICYHOLDER: LACERA (Los Angeles County Employees Retirement Association)

GROUP POLICY(S) — COVERAGE
3211348 - DPPO CIGNA DENTAL PREFERRED PROVIDER INSURANCE

EFFECTIVE DATE: July 1, 2021

This certificate describes the main features of the insurance. It does not waive or alter any of the terms of
the policy(s). If questions arise, the policy(s) will govern.
This certificate takes the place of any other issued to you on a prior date which described the insurance.

RSN

Amna Krishiul, Corporate Secretary

HC-CER6 04-10
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Explanation of Terms

You will find terms starting with capital letters throughout your certificate. To help you understand your benefits, most of these terms
are defined in the Definitions section of your certificate.

The Schedule

The Schedule is a brief outline of your maximum benefits which may be payable under your insurance. For a full description
of each benefit, refer to the appropriate section listed in the Table of Contents.
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Important Notices
Discrimination is Against the Law

Cigna complies with applicable Federal civil rights laws and
does not discriminate on the basis of race, color, national
origin, age, disability or sex. Cigna does not exclude people or
treat them differently because of race, color, national origin,
age, disability or sex.

Cigna:

« Provides free aids and services to people with disabilities to
communicate effectively with us, such as:

e Qualified sign language interpreters

o Written information in other formats (large print, audio,
accessible electronic formats, other formats)

 Provides free language services to people whose primary
language is not English, such as

¢ Qualified interpreters
 Information written in other languages

If you need these services, contact customer service at the toll-
free phone number shown on your ID card, and ask a
Customer Service Associate for assistance.

If you believe that Cigna has failed to provide these services
or discriminated in another way on the basis of race, color,
national origin, age, disability or sex, you can file a grievance
by sending an email to ACAGrievance@cigna.com or by
writing to the following address:

Cigna

Nondiscrimination Complaint Coordinator
P.O. Box 188016

Chattanooga, TN 37422

If you need assistance filing a written grievance, please call
the number on the back of your ID card or send an email to
ACAGrievance@cigna.com. You can also file a civil rights
complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights electronically through the
Office for Civil Rights Complaint Portal, available at:
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or
phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.

HC-NOT96 07-17

Proficiency of Language Assistance Services

English — ATTENTION: Language assistance services, free
of charge, are available to you. For current Cigna customers,
call the number on the back of your ID card. Otherwise, call
1.800.244.6224 (TTY: Dial 711).

Spanish — ATENCION: Hay servicios de asistencia de
idiomas, sin cargo, a su disposicion. Si es un cliente actual de
Cigna, llame al nimero que figura en el reverso de su tarjeta
de identificacion. Sino lo es, llame al 1.800.244.6224 (los
usuarios de TTY deben llamar al 711).

Chinese — )17 ?idf"’il_fﬁﬁ’ eHR R SR -

¥} Cigna Eﬁfﬁﬁ P SRR ID REFHIAY SRS -
HAth 2 FEEE 1.800.244.6224 (PEfEEEAR S 711) -

Vietnamese — XIN LUU Y: Quy vi duoc cép dich vu tro giap
vé ngdn ngit mién phi. Danh cho khach hang hién tai cua
Cigna, vui long goi s6 & mat sau thé Hoi vién. Céac treong hop
khac xin goi s6 1.800.244.6224 (TTY: Quay s6 711).

Korean — F0[: ot 0| E AL8StA = 42, 20 X[ &
MHIAE 22 0|84 = UL L|CH HAY Cigna
ZHAXESHAM = 1D 7tE SHO| Ues Mtz =2
A2t Z=AA| Q. 7|E} CHE H 20| 1.800.244.6224
(TTY: C}O| Y 711)HO 2 MBI TAIA|Q.

Tagalog — PAUNAWA: Makakakuha ka ng mga serbisyo sa
tulong sa wika nang libre. Para sa mga kasalukuyang customer
ng Cigna, tawagan ang numero sa likuran ng iyong ID card. O
kaya, tumawag sa 1.800.244.6224 (TTY: I-dial ang 711).

Russian - BHUMAHMUE: Bam MoryT npe1ocTaBuTh
OecriaTHble ycyru nepeBojia. Ecim BBl yke ydacTByeTe B
riaHe Cigna, ITO3BOHUTE 110 HOMEPY, YKa3aHHOMY Ha
00paTHON CTOpPOHE Ballei HASHTH(HHUKAINOHHON KapTOYKH
ydJacTHHKa IutaHa. Eciii BB He sIBJIsSIeTECh YYaCTHUKOM OIHOTO
13 HAIIUX TUTAHOB, O3BOHUTE 1Mo HoMepy 1.800.244.6224
(TTY: 711).

e Manl oS0 dalie Alaall dan il Claoa SLEY) ¢l 0 - Arabic
pSilay jeda o gaall 2851 Jlat) ela 2l Cigna
(7112 dai) i TTY) 1.800.244.6224 < el 4l duasdll

French Creole — ATANSYON: Gen sévis ¢d nan lang ki
disponib gratis pou ou. Pou kliyan Cigna yo, rele nimewo ki

HC-DPPO-IND-CA.6
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deye kat ID ou. Sinon, rele nimewo 1.800.244.6224
(TTY: Rele 711).

French — ATTENTION: Des services d’aide linguistique vous
sont proposés gratuitement. Si vous &étes un client actuel de
Cigna, veuillez appeler le numéro indiqué au verso de votre
carte d’identité. Sinon, veuillez appeler le numéro
1.800.244.6224 (ATS : composez le numéro 711).

Portuguese — ATENCAO: Tem ao seu dispor servicos de
assisténcia linguistica, totalmente gratuitos. Para clientes
Cigna atuais, ligue para o nimero que se encontra no verso do
seu cartdo de identificagdo. Caso contrario, ligue para
1.800.244.6224 (Dispositivos TTY: marque 711).

Polish —- UWAGA: w celu skorzystania z dostgpnej,
bezptatnej pomocy jezykowej, obecni klienci firmy Cigna
moga dzwoni¢ pod numer podany na odwrocie karty
identyfikacyjnej. Wszystkie inne osoby prosimy o
skorzystanie z numeru 1 800 244 6224 (TTY: wybierz 711).

Japanese —

AEEIE BAEZEINSGEGE. BHOEHEXEY—
EXZEZHRAWEEZTET, REDCigna®

BEKIE. DHA—FEEOEFEESEF T, BEHEICTT
RIS, ZO/MOAIL. 1.800.244.6224 (TTY:
711) £T. PEEFEICTITEHLLE S,

Italian — ATTENZIONE: Sono disponibili servizi di
assistenza linguistica gratuiti. Per i clienti Cigna attuali,
chiamare il numero sul retro della tessera di identificazione.
In caso contrario, chiamare il numero 1.800.244.6224 (utenti
TTY: chiamare il numero 711).

German — ACHTUNG: Die Leistungen der
Sprachunterstiitzung stehen Ihnen kostenlos zur Verfiigung.
Wenn Sie gegenwirtiger Cigna-Kunde sind, rufen Sie bitte die
Nummer auf der Riickseite [hrer Krankenversicherungskarte
an. Andernfalls rufen Sie 1.800.244.6224 an (TTY: Wihlen
Sie 711).

o8 G pea 4 ) Sl Glesd s 51— Persian (Farsi)
Glolad L ikl «Cigna (dad Ol fida 1 0 2 s e 20l Ll 4

L sall g 0 080 (el uled (Ll @IS Guly 5048
(O 8 o 3y Al o Jla) 2580 (ke 1.800.244.6224 o e
(28 e el 1,711 o jleli

HC-NOT97 07-17

PLEASE READ THE FOLLOWING IMPORTANT
NOTICE:

WHILE THIS DENTAL PLAN OFFERS A FULL
RANGE OF DENTAL BENEFITS, IT IS NOT BEING
OFFERED AS AN ESSENTIAL HEALTH BENEFIT

PEDIATRIC ORAL CARE PLAN INTENDED TO
SATISFY THE REQUIREMENTS UNDER THE
AFFORDABLE CARE ACT.

Important Information About Free Language Assistance

No Cost Language Services for members who live in
California and members who live outside of California who
are covered under a policy issued in California. You can get
an interpreter. You can get documents read to you and some
sent to you in your language. For help, call us at the number
listed on your ID card or 1-800-244-6224 for Cigna
medical/dental or 1-866-421-8629 for Cigna Behavioral
Health mental health/substance abuse. For more help call the
CA Dept. of Insurance at 1-800-927-4357. English

Servicios de idioma sin costo para miembros que viven en
California y para miembros que viven fuera de California y
que estan cubiertos por una péliza emitida en California.
Puede obtener un intérprete. Puede hacer que le lean los
documentos en espafiol y que le envien algunos de ellos en ese
idioma. Para obtener ayuda, llamenos al nimero que aparece
en su tarjeta de identificacion o a 1-800-244-6224 para
servicios médicos/dentales de Cigna o al 1-866-421-8629 para
servicios de salud mental/farmacodependencia de Cigna
Behavioral Health. Para obtener ayuda adicional, llame al
Departamento de Seguros de CA al 1-800-927-4357. Spanish
LM EE AR RS ETE B S HESZ 2 S
B S R B R e 4‘-!" ‘Eﬁz'ﬁﬁ'ﬂ&ﬁ Bl
o LA - FRATAILLA IR 20 SR A - WA
Hepa R 2 i"iﬁf’.".‘ AVHUFMEREY - AR TS O
AT SR SERY « o3 1-800-244-6224 i Cigna
BRHE/ TR - SNEIT 1-866-421-8629 BE%E Cigna
Behavioral Health 14 #RGEREE / $0TTEH] - A0IG LM
iR - SHECIE 1-800-927-4357
LA R #S © Chinese

eliac Y1 5 Lo AlS 43Y 5 3 Gpasial) eliae SU ARISS ¢ gay 4y gid cilasd

B _alall Gt Al o Audait 8 (l saiall L ) NS AN g = A Cppadiall
Al B se 8 alla g an ey ALaY) WSiCay L) IS 43N 5 8
By Lo el 2850 e Uy Joai) dacbudd) e Jgaall 3y sl
daiaydphll Cigna <leaal [-800-244-6224 a8 30 e @by gone
isall Cigna el 1-866-421-8629 &30 e i sl

oo 2l o Jseanll 3adall o) gall Jleniosd Seli) g dondill o 48 QL)
a0 e L saallS Y 5) cpalil) 5l Jusdl cBae Lisall

Arabic .1-800-927-4357

HC-DPPO-IND-CA.6
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3¢ Cigna.

fE 9 HUIA, Adte 820 =9 HHIA R
SH=02 MRE Sl e MUIAE 228 =
RELICH S0 BQsid 22 222 ID =&
JIWE HYHS B2 Cigna 2 S/ NI = CHYHS
(1-800-244-6224H), = 2 Cigna Behavioral Health
HAMA/EEE DI S(1-866-421-86208) 2 |
FAML 20 THHE AHEE S26lal 2 BelZLI0
= HE =, PHYH S 1-800-927-435THE 2 H B

FE A 2. Korean

Walang Gastos na mga Serbisyo sa Wika. Makakakuha ka
ng isang interpreter o tagasalin ai mapababasa mo ang mga
dokumento sa Tagalog. Para sa tulong, tawagan kami sa
numerong nakalista sa ivong 1D card o kaya sa
1-B00-244-6224 para sa Cigna medical/dental o kaya sa
1-866-421-8629 para sa Cigna Behavioral Health mental
health/substance abuse. Para sa karagdagang tulong, umawag
sa CA Dept. of Insurance sa 1-800-927-4357, Tagalog

Dich Vy Tr¢ Gidp Ngon Ngit Mién Phi. Quy vi ¢6 thé ¢é
thisng dich vién gitp & vi duge doc gitp tai liéu bling tiéng
Viér, BE duge gitp 43, xin goi chiing t6i tai s dién thoai
zhi trén thé hii vién cia quy vi hodc goi & 1-800-244-6224
néu lién quan 1di bio hiém vy 1&/nha khoa cta Cigna hoje

80 1-866-421-8620 néu lién quan tdi dich vy sifc khoe tam
thin/cai nghién rigu/ma tiy cia Cigna Behavioral Health,
Pé duge gidp A3 thém, xin goi S§ Bio Hiém California tai
s6 1-800-927-4357. Vietnamese,

ﬁliUﬁ[LUmﬁnIﬂlUIﬁﬂHﬁIIﬁ | Hf‘mf‘?f’[l]ﬁﬁ]ﬂ‘[[i
Sﬂﬁ][fiﬂﬁﬂf Elﬂiﬁ]&ifl[’l'ﬂi ma"'lrlﬂ[?-irﬂcj 4 FllJ]TiLJSl'l]
mH‘iamaniFIJ‘ﬂ M SIHNIm S mS"IILIJ[JHII D ] [Jn
Tiiﬂl 1-800-244-6224 @inii mmm/mm Clgna i
1-866-421-8629 flmﬁf"]ﬂnillml?sligﬂﬂ HUugHN
CJgna/“ﬂuill'lunmmmmlﬁ 1 ﬁllﬂijfﬁ[ijmm(}]m
ﬁliiiFJ[lJﬂEMIi’“mhﬁiﬁ%ﬁum“1mfﬂJSTm MHIT2
1-800-927-4357 1 Khmer

He3 g Reet: gHt gaie dinif Reel oHE gd Hae d w3
oA & UnH fEg e Aae 31 Hee &, 3973 wEtst (ID)
793 '3 g3 359 '3, 7 1-800-244-6224 559 3 Cigna
NEaIs/Ees B, A 1-866-421-8629 399 3 Cigna fegraa
a3, watha frgs w3 /A1 uerggt <t To=a3 Bt 25 991 =U9
HEE &El ABiegam feurgede me feahdr & 1-800-927-4357
'3 €& 93| Punjabi

S pe fe ol il g e Shd g e o clasd

Gl e adilgh g A48 S e oS e 2B gead Jlajsh
sl 2 Lal LUl DS (5 48 A0 fal Bk el eSS il
£l 1-800-244-6224 » el sl g 1 phl L S

sl 1-800-421-B029 o e 4gly 3 Clgna S 38l S8
S CaaTlas ol jaha O g ) ecliiad] e g Ay Calags Al

o o 4 L ilS Ay 0 jlal 4y iy oSS il 3 5 48 il Ciigna
Persian .28 Jdb 1-800-927-4357

REOEEY-EA BARNFIHALCEh, BREEBRETS
BHLET. H-EAECHLOF R, IDI-FRBOBESET
RIS, FE, Clenn [ ER-HRIY-—E28 Y,
1-800-244-6224, 8ELME. Cigna ITRHE AL 7 &£ /3 hEL
FAMEY, 1-866-421-8620ICE BRALEHBVEEZITET.
BLRIEMULEDER., DI T EET.
1-800-927-435TFTTEFEIZEL, Japanese.

BecnaaTneie yeayrn neperoaa. Be vomere
BOCIOIEIOBATRCA YOIYTAMN YCTHODD MEPEBOITHERL, H{'I'I'l.'ll‘.lhlﬁ
NPOMHTAST BAM JOKYMEHTEL Ha pyceroM aieire. [lna
MECTYYEHHA NOMOIINE NOIBOHWTE HaM N0 HoMepy Teledoua,
YEATHHOMY B BALCH KAPTOMKE-YA0CTOBEPEHIN, 1050 1o
tenedony 1-800-244-6224 no sonpocam
MEAHUIHHCKOrO/CTOMATONOr HMECKOro obeysusanng Cigna
wiH 1-866-421-8629 no BONPOcaM NOBCISHYECKONH MeTHIHHE
B ODIACTH MCHXHATPHACCKOH NOMOULM WIH TOMOLH PR
oy noTpedieHnt akoroneM B napkotHras Cigna.
TECTYHEHHA JONOIHHTEILHOH noMowmy obpamaitecs B
Jlenaprasent crpaxosanns wrata Kanwhopuna (California
Department of Insurance) no tenedony 1-800-927-4357,
Russian

Uin]dwp LEqluljwb Twmuympaibibbp: np Qupng bp
pupgquiwh dkep phpk) b uounwpnphpp hugbpkinm
phpkpgh) v dkg hwdwp: Oglmpubs hudwp,
quiguhwplip Wliq dkp hlplmppuib (ID) tnifuf Jpuw
Ly uud 1-800-244-6224 hunfwpm] Cigna-h
pdaulpuib/wnundtiapmdwlput Spaghp, G
1-866-421-8629 hunfwpm] Cigna-h Luapybgnnuljut
Unnngmpjuhb hnghljpub wennemppuly'pdpulyngph
supupwhiwh dpwghp: Lpuognughs oghmppab hudwop
1-2800-927-4357 hunlwpm] quibquhwpbp o hdnpihugh
Uypuhmjwgpouppub Pudwmbdmbp: Armenian

Cov Kev Pab Txhais Lus Uas Tsis Tan Them Ngi. Yuav
muaj ib g neeg ixhais lus thiab nyeem cov niawy ua lus
Hmoob rau koj. Yog xav tau kev pab, hu rau peb ntawm tus
xov too] nyob hauv koj daim yuaj 1D los sis 1-800-244-6224
rau Cigna ghov kev pab them ngi kho mob/kho hniav los sis
1-866-421-8629 rau Cigna Kev Kaj Huv Niawm Cev Kev

Coj Cuj Pwm kev puas hlwh/kev siv tshuaj. Yog xav tau key
pab nxiv hu rau CA Lub Caj Meem Fai Saib Xyuas Txog Kev
Tuav Pov Hwm ntawm [-800-927-4357. Hmong

To contact the Department of Insurance, write or call:

Consumer Affairs Division
California Department of Insurance
Ronald Reagan Building

300 South Spring Street

Los Angeles, CA 90013

Calling within California: 1-800-927-4357
Los Angeles Area and Outside California: 1-213-897-8921

HC-DPPO-IND-CA.6
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TDD Number (800-482-4833)

Website: www.insurance.ca.gov

The Department of Insurance should be contacted only after
discussions with the insurer have failed to produce a
satisfactory resolution to the problem.

Please read your entire certificate so you will know from
whom, or what group of providers, in-network dental
benefits may be obtained.

If you opt to receive dental services that are not covered
services under this policy, a participating dental provider may
charge you his or her usual and customary rate for those
services. Prior to providing a patient with dental services that
are not a covered benefit, the Dentist should provide to the
patient a treatment plan that includes each anticipated service
to be provided and the estimated cost of each service. If you
would like more information about dental coverage options,
you may call member services at 1-800-Cigna24 or your
insurance broker. To fully understand your coverage, you may
wish to carefully review this evidence of coverage document.

HC-IMP31 09-16
V3

How To File Your Claim

There’s no paperwork for In-Network care. Just show your
identification card and pay your share of the cost, if any; your
provider will submit a claim to Cigna for reimbursement. Out-
of-Network claims can be submitted by the provider if the
provider is able and willing to file on your behalf. If your plan
provides coverage when care is received only from In-
Network providers, you may still have Out-of-Network claims
(for example, when Emergency Services are received from an
Out-of-Network provider) and should follow the claim
submission instructions for those claims. If the provider is not
submitting on your behalf, you must send your completed
claim form and itemized bills to the claims address listed on
the claim form.

You may get the required claim forms from the website listed
on your identification card or by calling Member Services
using the toll-free number on your identification card.

CLAIM REMINDERS
o BE SURE TO USE YOUR MEMBER ID AND
ACCOUNT/GROUP NUMBER WHEN YOU FILE

CIGNA’S CLAIM FORMS, OR WHEN YOU CALL
YOUR CIGNA CLAIM OFFICE.

YOUR MEMBER ID IS THE ID SHOWN ON YOUR
BENEFIT IDENTIFICATION CARD.

YOUR ACCOUNT/GROUP NUMBER IS SHOWN ON
YOUR BENEFIT IDENTIFICATION CARD.

o BE SURE TO FOLLOW THE INSTRUCTIONS LISTED
ON THE BACK OF THE CLAIM FORM CAREFULLY
WHEN SUBMITTING A CLAIM TO CIGNA.

Timely Filing of Out-of-Network Claims

Cigna will consider claims for coverage under our plans when
proof of loss (a claim) is submitted within one year (365 days)
after services are rendered. If services are rendered on
consecutive days, such as for a Hospital Confinement, the
limit will be counted from the last date of service. If claims are
not submitted within one year, the claim will not be
considered valid and will be denied.

However, failure to furnish such proof within the time
required shall not invalidate nor reduce any claim if it was not
reasonably possible to give proof within such time, provided
such proof is furnished as soon as reasonably possible and in
no event, except in the absence of legal capacity of the
Employee, later than one year from the time proof is otherwise
required.

WARNING: A false statement made in the application for
coverage or statement of claim under this policy will not bar
the right to recovery under the policy unless such false
statement was made with actual intent to deceive or unless it
materially affected either the acceptance of the risk or the
hazard assumed by the insurer.

HC-CLM131 02-20

Eligibility - Effective Date

Retiree Insurance
This plan is offered to you as a retired Employee.
Eligibility for Retiree Insurance

You will become eligible for insurance on the date you retire
if you are in a Class of Eligible Retirees.

Eligibility for Dependent Insurance

You will become eligible for Dependent insurance on the later
of:

« the day you become eligible for yourself; or

o the day you acquire your first Dependent.

Classes of Eligible Retirees

Each Retiree as reported to the insurance company by your
retirement association.

HC-DPPO-IND-CA.6
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Effective Date of Retiree Insurance

You will become insured on the date you elect the insurance
by signing a written agreement with the Policyholder to make
the required contribution, but no earlier than the date you
become eligible.

You will become insured on the first day of the second month
following your retirement.

To be insured for these benefits, you must elect the insurance
for yourself no later than 60 days after your retirement.

Dependent Insurance

For your Dependents to be insured, you will have to pay the
required contribution, if any, toward the cost of Dependent
Insurance.

Effective Date of Dependent Insurance

Insurance for your Dependents will become effective on the
date you elect it by signing a written agreement with the
Policyholder to make the required contribution, but no earlier
than the day you become eligible for Dependent Insurance. All
of your Dependents as defined will be included.

For your Dependents to be insured for these benefits, you must
elect the Dependent insurance for yourself no later than 60
days after you become eligible.

Your Dependents will be insured only if you are insured.

Exception for Newborns and Adopted Minors

Any Dependent child born while you are insured will become
insured on the date of his birth if you elect Dependent
Insurance no later than 31 days after his birth. If you do not
elect to insure your newborn child within such 31 days,
coverage for that child will end on the 31st day. No benefits
for expenses incurred beyond the 31st day will be payable.

HC-ELG288 M 02-20

Important Information about Your
Dental Plan

When you elected Dental Insurance for yourself and your
Dependents, you elected one of the two options offered:

o Cigna Dental Care; or
o Cigna Dental Preferred Provider

Details of the benefits under each of the options are described
in separate certificates/booklets.

When electing an option initially or when changing options as
described below, the following rules apply:

e You and your Dependents may enroll for only one of the
options, not for both options.

e Your Dependents will be insured only if you are insured
and only for the same option.

Change in Option Elected

If your plan is subject to Section 125 (an IRS regulation), you
are allowed to change options only at Open Enrollment or
when you experience a “Life Status Change.”

If your plan is not subject to Section 125 you are allowed to
change options at any time.

Consult your plan administrator for the rules that govern your
plan.

Effective Date of Change

If you change options during open enrollment, you (and your
Dependents) will become insured on the effective date of the
plan. If you change options other than at open enrollment (as
allowed by your plan), you will become insured on the first
day of the month after the transfer is processed.

HC-IMP2 04-10
HC-IMP74 Vi
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Cigna Dental Preferred Provider Insurance

The Schedule

For You and Your Dependents

The Dental Benefits Plan offered by your Policyholder includes Participating and non-Participating Providers. If you
select a Participating Provider, your cost will be less than if you select a non-Participating Provider.

Emergency Services

The Benefit Percentage payable for Emergency Services charges made by a non-Participating Provider is the same
Benefit Percentage as for Participating Provider Charges. Dental Emergency Services are required immediately to either
alleviate pain or to treat the sudden onset of an acute dental condition. These are usually minor procedures performed in
response to serious symptoms, which temporarily relieve significant pain, but do not effect a definitive cure, and which,
if not rendered, will likely result in a more serious dental or medical complication.

Deductibles

Deductibles are expenses to be paid by you or your Dependent. Deductibles are in addition to any Coinsurance. Once the
Deductible maximum in The Schedule has been reached you and your family need not satisfy any further dental
deductible for the rest of that year.

Participating Provider Payment

Participating Provider services are paid based on the Contracted Fee that is agreed to by the provider and Cigna. Based
on the provider’s Contracted Fee, a higher level of plan payment may be made to a Participating Provider resulting in a
lower payment responsibility for you. To determine how your Participating Provider compares refer to your provider
directory.

Provider information may change annually; refer to your provider directory prior to receiving a service. You have access
to a list of all providers who participate in the network by visiting www.mycigna.com.

Non-Participating Provider Payment

Non-Participating Provider services are paid based on the Maximum Reimbursable Charge. For this plan, the Maximum
Reimbursable Charge is calculated at the 90th percentile of all provider charges in the geographic area.

Simultaneous Accumulation of Amounts

Benefits paid for Participating and non-Participating Provider services will be applied toward both the Participating and
non-Participating Provider maximum shown in the Schedule.

Expenses incurred for either Participating or non-Participating Provider charges will be used to satisfy both the
Participating and non-Participating Provider Deductibles shown in the Schedule.

HC-DPPO-IND-CA.6
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BENEFIT HIGHLIGHTS PARTICIPATING PROVIDER NON-PARTICIPATING

PROVIDER

Classes I, I1, II1, IX Combined $1,500
Calendar Year Maximum

Calendar Year Deductible

Individual $25 per person
Not Applicable to Class I
Family Maximum $50 per family
Not Applicable to Class I
Class I
Preventive Care 80% 80%
Class 11
Basic Restorative 80% after plan deductible 80% after plan deductible
Class III
Major Restorative 50% after plan deductible 50% after plan deductible
Class IX
Implants 80% after plan deductible 80% after plan deductible

HC-DPPO-IND-CA.6
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Covered Dental Expense

Covered Dental Expense means that portion of a Dentist’s
charge that is payable for a service delivered to a covered
person provided:

o the service is ordered or prescribed by a Dentist;

« is essential for the determination and maintenance for oral
health and to restore identified disease;

« the service is within the scope of coverage limitations;
¢ the deductible amount in The Schedule has been met;

o the maximum benefit in The Schedule has not been
exceeded;

« the charge does not exceed the amount allowed under the
Alternate Benefit Provision;

o for Class I, IT or III the service is started and completed
while coverage is in effect, except for services described in
the “Benefits Extension” section.

Alternate Benefit Provision

If more than one covered service will treat a dental condition,
payment is limited to the least costly service.

If the covered person requests or accepts a more costly
covered service, he or she is responsible for expenses that
exceed the amount covered for the least costly service.
Therefore, Cigna recommends Predetermination of Benefits
before major treatment begins.

Predetermination of Benefits

Predetermination of Benefits is a voluntary review of a
Dentist’s proposed treatment plan and expected charges. It is
not preauthorization of service and is not required.

The treatment plan should include supporting pre-operative x-
rays and other diagnostic materials as requested by Cigna's
dental consultant. If there is a change in the treatment plan, a
revised plan should be submitted.

Cigna will determine covered dental expenses for the
proposed treatment plan. If there is no Predetermination of
Benefits, Cigna will determine covered dental expenses when
it receives a claim.

Review of proposed treatment is advised whenever extensive
dental work is recommended when charges exceed $200.

Predetermination of Benefits is not a guarantee of a set
payment. Payment is based on the services that are actually
delivered and the coverage in force at the time services are
completed.

Covered Services

The following section lists covered dental services. Cigna may
agree to cover expenses for a service not listed. To be

considered the service should be identified using the American
Dental Association Uniform Code of Dental Procedures and
Nomenclature, or by description and then submitted to Cigna.

HC-DEN97 07-14
V2

Dental PPO - Participating and Non-
Participating Providers

Plan payment for a covered service delivered by a
Participating Provider is the Contracted Fee for that procedure,
times the benefit percentage that applies to the class of service,
as specified in The Schedule.

The covered person is responsible for the balance of the
Contracted Fee.

Plan payment for a covered service delivered by a non-
Participating Provider is the Maximum Reimbursable Charge
for that procedure, times the benefit percentage that applies to
the class of service, as specified in The Schedule.

The covered person is responsible for the balance of the non-
Participating Provider’s actual charge.

HC-DEN286 02-20
Vi

Class I Services — Diagnostic and Preventive

Clinical oral examination — Only 2 per person per calendar
year.

Prophylaxis (Cleaning) — Only 2 per person per calendar year.

Periodontal maintenance procedures (following active
therapy) - has no frequency limitation.

Topical application of fluoride (excluding prophylaxis) —
Limited to persons less than 19 years old. Only 1 per person
per calendar year.

Topical application of sealant, per tooth, on a posterior tooth
for a person less than 14 years old - Only 1 treatment per tooth
in any 36 calendar months.

HC-DEN276 M 02-20
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Class II Services — Basic Restorations, Endodontics,
Periodontics, Oral Surgery, Prosthodontic Maintenance

Crowns (other than high noble metal)
Inlays and Onlays

Labial Veneer (resin)

Amalgam Filling

Prophylaxis (Cleaning) 2 additional per person per calendar
year, after Class I frequency has been met

Periodontal Prophylaxis — no frequency limitation
Composite/Resin Filling

Root Canal Therapy — Any x-ray, test, laboratory exam or
follow-up care is part of the allowance for root canal therapy
and not a separate Dental Service.

Osseous Surgery — Flap entry and closure is part of the
allowance for osseous surgery and not a separate Dental
Service.

Periodontal Scaling and Root Planing — Entire Mouth
Removable Appliances

Complete (Full) Dentures, Upper or Lower

Partial Dentures

Lower, Cast Metal Base with Resin Saddles (including any
conventional clasps, rests and teeth)

Upper, Cast Metal Base with Resin Saddles (including any
conventional clasps rests and teeth)

Adjustments — Complete Denture

Any adjustment of or repair to a denture within 6 months of
its installation is not a separate Dental Service.

Recement Bridge
Routine Extractions

Surgical Removal of Erupted Tooth Requiring Elevation of
Mucoperiosteal Flap and Removal of Bone and/or Section of
Tooth

Removal of Impacted Tooth, Soft Tissue
Removal of Impacted Tooth, Partially Bony
Removal of Impacted Tooth, Completely Bony

Local anesthetic, analgesic and routine postoperative care for
extractions and other oral surgery procedures are not
separately reimbursed but are considered as part of the
submitted fee for the global surgical procedure.

General Anesthesia - Paid as a separate benefit only when
Medically or Dentally Necessary and when administered in
conjunction with complex oral surgical procedures which are
covered under this plan.

[.V. Sedation - Paid as a separate benefit only when Medically
or Dentally Necessary and when administered in conjunction

with complex oral surgical procedures which are covered
under this plan.

X-rays — Complete series or Panoramic (Panorex) — Only one
per person, including panoramic film, in any 36 calendar
months.

Palliative (emergency) treatment of dental pain, minor
procedures, when no other definitive Dental Services are
performed. (Any x-ray taken in connection with such
treatment is a separate Dental Service.)

Space Maintainers, fixed unilateral — Limited to
nonorthodontic treatment.

Prophylaxis (Cleaning) - Only 2 per person per Calendar Year
(after initial Class I maximum is reached).

Prosthesis Over Implant — A prosthetic device, supported by
an implant or implant abutment is a Covered Expense.
Replacement of any type of prosthesis with a prosthesis
supported by an implant or implant abutment is only payable
if the existing prosthesis is at least 60 calendar months old, is
not serviceable and cannot be repaired.

Bitewing x-rays — Only 2 charges per person per calendar
year.

HC-DEN70 M 04-10
HC-DEN166V1

Class III Services - Dentures and Bridgework,
Prosthodontic Maintenance

Crowns

Note: Crown restorations are Dental Services only when the
tooth, as a result of extensive caries or fracture, cannot be
restored with amalgam, composite/resin, silicate, acrylic or
plastic restoration.

Porcelain Fused to High Noble Metal
Full Cast, High Noble Metal
Three-Fourths Cast, Metallic

Fixed Appliances
Bridge Pontics - Cast High Noble Metal
Bridge Pontics - Porcelain Fused to High Noble Metal
Bridge Pontics - Resin with High Noble Metal
Retainer Crowns - Resin with High Noble Metal
Retainer Crowns - Porcelain Fused to High Noble Metal
Retainer Crowns - Full Cast High Noble Metal

HC-DEN172 M 07-14
Vi
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Class IX Services — Implants

Covered Dental Expenses include: the surgical placement of
the implant body or framework of any type; any device, index,
or surgical template guide used for implant surgery;
prefabricated or custom implant abutments; or removal of an
existing implant. Implant removal is covered only if the
implant is not serviceable and cannot be repaired.

Implant coverage may have a separate deductible amount,
yearly maximum and/or lifetime maximum as shown in The
Schedule.

HC-DEN8 04-10
Vi

Expenses Not Covered

Covered Expenses will not include, and no payment will be
made for:

« services performed solely for cosmetic dentistry or cosmetic
dental surgery performed solely to improve appearance;

« replacement of a lost or stolen appliance;

« replacement of a bridge, crown or denture within 5 years
after the date it was originally installed unless: the
replacement is made necessary by the placement of an
original opposing full denture or the extraction of natural
teeth; or the bridge, crown or denture, while in the mouth,
has been damaged beyond repair as a result of an Injury
received while a person is insured for these benefits;

« any replacement of a bridge, crown or denture which is or
can be repaired or made useable according to common
dental standards;

« procedures, appliances or restorations (except full dentures)
whose main purpose is to: change vertical dimension;
diagnose or treat conditions or dysfunction of the
temporomandibular joint; stabilize periodontally involved
teeth; or restore occlusion;

« porcelain or acrylic veneers of crowns or pontics on, or
replacing the upper and lower first, second and third molars;

e bite registrations; precision or semiprecision attachments; or
splinting;

« instruction for plaque control, oral hygiene and diet;
« services that would be covered under a medical plan;
« services and supplies received from a Hospital;

« orthodontic treatment;

o services for which benefits are not payable according to the
“General Limitations” section.

HC-DEX64 09-16
Vi

General Limitations
Dental Benefits

No payment will be made for expenses incurred for you or any
one of your Dependents:

« for services related to an Injury or Sickness paid and/or
received under workers’ compensation, occupational
disease or similar laws;

« for charges made by a Hospital owned or operated by or
which provides care or performs services for, the United
States Government, if such charges are directly related to a
military-service-connected condition;

e services or supplies received due to an act of war, declared
or undeclared;

« to the extent that payment is unlawful where the person
resides when the expenses are incurred;

« for charges which the person is not legally required to pay;

o for charges which would not have been made if the person
had no insurance;

« to the extent that billed charges exceed the rate of
reimbursement as described in the Schedule;

« to the extent that you or any of your Dependents is in any
way paid or entitled to payment for those expenses by or
through a public program, other than Medicaid.

HC-DEX64 09-16
V2

Coordination of Benefits

This section applies if you or any one of your Dependents is
covered under more than one Plan and determines how
benefits payable from all such Plans will be coordinated. You
should file all claims with each Plan.

HC-DPPO-IND-CA.6
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Definitions

For the purposes of this section, the following terms have the
meanings set forth below:

Plan

Any of the following that provides benefits or services for
medical or dental care or treatment:

« Group insurance and/or group-type coverage, whether
insured or self-insured which neither can be purchased by
the general public, nor is individually underwritten,
including closed panel coverage.

o Governmental benefits as permitted by law, excepting
Medicaid, Medicare and Medicare supplement policies.

Each Plan or part of a Plan which has the right to coordinate
benefits will be considered a separate Plan.

Closed Panel Plan

A Plan that provides medical or dental benefits primarily in
the form of services through a panel of employed or
contracted providers, and that limits or excludes benefits
provided by providers outside of the panel, except in the case
of emergency or if referred by a provider within the panel.

Primary Plan

The Plan that determines and provides or pays benefits
without taking into consideration the existence of any other
Plan.

Secondary Plan

A Plan that determines, and may reduce its benefits after
taking into consideration, the benefits provided or paid by the
Primary Plan. A Secondary Plan may also recover from the
Primary Plan the Reasonable Cash Value of any services it
provided to you.

Allowable Expense

A necessary, reasonable and customary service or expense,
including deductibles, coinsurance or copayments, that is
covered in full or in part by any Plan covering you. When a
Plan provides benefits in the form of services, the Reasonable
Cash Value of each service is the Allowable Expense and is a
paid benefit.

Examples of expenses or services that are not Allowable
Expenses include, but are not limited to the following:

« An expense or service or a portion of an expense or service
that is not covered by any of the Plans is not an Allowable
Expense.

o If you are covered by two or more Plans that provide
services or supplies on the basis of reasonable and
customary fees, any amount in excess of the highest
reasonable and customary fee is not an Allowable Expense.

« If you are covered by one Plan that provides services or
supplies on the basis of reasonable and customary fees and

one Plan that provides services and supplies on the basis of
negotiated fees, the Primary Plan's fee arrangement shall be
the Allowable Expense.

o If your benefits are reduced under the Primary Plan (through
the imposition of a higher copayment amount, higher
coinsurance percentage, a deductible and/or a penalty)
because you did not comply with Plan provisions or because
you did not use a preferred provider, the amount of the
reduction is not an Allowable Expense. Such Plan
provisions include second surgical opinions and
precertification of admissions or services.

Claim Determination Period

A calendar year, but does not include any part of a year during
which you are not covered under this policy or any date before
this section or any similar provision takes effect.

Reasonable Cash Value

An amount which a duly licensed provider of health care
services usually charges patients and which is within the range
of fees usually charged for the same service by other health
care providers located within the immediate geographic area
where the health care service is rendered under similar or
comparable circumstances.

Order of Benefit Determination Rules

A Plan that does not have a coordination of benefits rule
consistent with this section shall always be the Primary Plan.
If the Plan does have a coordination of benefits rule consistent
with this section, the first of the following rules that applies to
the situation is the one to use:

o The Plan that covers you as an enrollee or an retiree shall be
the Primary Plan and the Plan that covers you as a
Dependent shall be the Secondary Plan.

« Ifyou are a Dependent child whose parents are not divorced
or legally separated, the Primary Plan shall be the Plan
which covers the parent whose birthday falls first in the
calendar year as an enrollee or retiree.

« If you are the Dependent of divorced or separated parents,
benefits for the Dependent shall be determined in the
following order:

« first, if a court decree states that one parent is responsible
for the child's healthcare expenses or health coverage and
the Plan for that parent has actual knowledge of the terms
of the order, but only from the time of actual knowledge;

o then, the Plan of the parent with custody of the child;

o then, the Plan of the spouse of the parent with custody of
the child;

« then, the Plan of the parent not having custody of the
child; and

« finally, the Plan of the spouse of the parent not having
custody of the child.

HC-DPPO-IND-CA.6
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o The Plan that covers you as an active retiree (or as that
retiree’s Dependent) shall be the Primary Plan and the Plan
that covers you as laid-off or retired employee (or as that
retiree’s Dependent) shall be the secondary Plan. If the
other Plan does not have a similar provision and, as a result,
the Plans cannot agree on the order of benefit determination,
this paragraph shall not apply.

o The Plan that covers you under a right of continuation
which is provided by federal or state law shall be the
Secondary Plan and the Plan that covers you (or as that
retiree’s Dependent) shall be the Primary Plan. If the other
Plan does not have a similar provision and, as a result, the
Plans cannot agree on the order of benefit determination,
this paragraph shall not apply.

o If one of the Plans that covers you is issued out of the state
whose laws govern this Policy, and determines the order of
benefits based upon the gender of a parent, and as a result,
the Plans do not agree on the order of benefit determination,
the Plan with the gender rules shall determine the order of
benefits.

If none of the above rules determines the order of benefits, the
Plan that has covered you for the longer period of time shall
be primary.

Effect on the Benefits of This Plan

If this Plan is the Secondary Plan, this Plan may reduce
benefits so that the total benefits paid by all Plans during a
Claim Determination Period are not more than 100% of the
total of all Allowable Expenses.

The difference between the amount that this Plan would have
paid if this Plan had been the Primary Plan, and the benefit
payments that this Plan had actually paid as the Secondary
Plan, will be recorded as a benefit reserve for you. Cigna will
use this benefit reserve to pay any Allowable Expense not
otherwise paid during the Claim Determination Period.

As each claim is submitted, Cigna will determine the
following:

« Cigna’s obligation to provide services and supplies under
this policy;

o whether a benefit reserve has been recorded for you; and

o whether there are any unpaid Allowable Expenses during
the Claims Determination Period.

If there is a benefit reserve, Cigna will use the benefit reserve
recorded for you to pay up to 100% of the total of all
Allowable Expenses. At the end of the Claim Determination
Period, your benefit reserve will return to zero and a new
benefit reserve will be calculated for each new Claim
Determination Period.

Recovery of Excess Benefits

If Cigna pays charges for benefits that should have been paid
by the Primary Plan, or if Cigna pays charges in excess of
those for which we are obligated to provide under the Policy,
Cigna will have the right to recover the actual payment made
or the Reasonable Cash Value of any services.

Cigna will seek such recovery from any person to, or for
whom, or with respect to whom, such services were provided
or such payments made by any insurance company, healthcare
plan or other organization. If we request, you must execute
and deliver to us such instruments and documents as we
determine are necessary to secure the right of recovery.

Right to Receive and Release Information

Cigna, without consent or notice to you, may obtain
information from and release information to any other Plan
with respect to you in order to coordinate your benefits
pursuant to this section. You must provide us with any
information we request in order to coordinate your benefits
pursuant to this section. This request may occur in connection
with a submitted claim; if so, you will be advised that the
"other coverage" information, (including an Explanation of
Benefits paid under the Primary Plan) is required before the
claim will be processed for payment. If no response is
received within 90 days of the request, the claim will be
denied. If the requested information is subsequently received,
the claim will be processed.

HC-COB76 M 04-10
Vi

Payment of Benefits
To Whom Payable

Dental Benefits are assignable to the provider. When you
assign benefits to a provider, you have assigned the entire
amount of the benefits due on that claim. If the provider is
overpaid because of accepting a patient’s payment on the
charge, it is the provider’s responsibility to reimburse the
patient. Because of Cigna’s contracts with providers, all
claims from contracted providers should be assigned.

Cigna may make payment to you for the cost of any Covered
Expenses from a Non-Participating Provider even if benefits
have been assigned. When benefits are paid to you or your
Dependent, you or your Dependents are responsible for
reimbursing the provider.

If any person to whom benefits are payable is a minor or is not
able to give a valid receipt for any payment due him, such
payment will be made to his legal guardian. If no request for
payment has been made by his legal guardian, Cigna may, at

HC-DPPO-IND-CA.6

17

myCigna.com



Ve
NTYYLL
s

3¢ Cigna.

its option, make payment to the person or institution appearing
to have assumed his custody and support.

When one of our participants passes away, Cigna may receive
notice that an executor of the estate has been established. The
executor has the same rights as our insured and benefit
payments for unassigned claims should be made payable to the
executor.

Payment as described above will release Cigna from all
liability to the extent of any payment made.

Recovery of Overpayment

When an overpayment has been made by Cigna, Cigna will
have the right at any time to: recover that overpayment from
the person to whom or on whose behalf it was made; or offset
the amount of that overpayment from a future claim payment.

HC-POB54 M 02-20

Miscellaneous

Clinical research has established an association between dental
disease and complication of some medical conditions, such as
the conditions noted below.

If you are a Cigna Dental plan member and you have one or
more of the conditions listed below, you may apply for 100%
reimbursement of your copayment or coinsurance for certain
periodontal or caries-protection procedures (up to the
applicable plan maximum reimbursement levels and annual
plan maximums).

For members with diabetes, cerebrovascular or cardiovascular
disease:

« periodontal scaling and root planing (sometimes referred to
as “deep cleaning”)

« periodontal maintenance

For members who are pregnant:

e periodic, limited and comprehensive oral evaluation
 periodontal evaluation

 periodontal maintenance

 periodontal scaling and root planing (sometimes referred to
as “deep cleaning”)

« treatment of inflamed gums around wisdom teeth
« an additional cleaning during pregnancy
« palliative (emergency) treatment — minor procedure

For members with chronic kidney disease or going to or
having undergone an organ transplant or undergoing head and
neck Cancer Radiation:

« topical application of fluoride
« topical fluoride varnish

o application of sealant

o periodontal scaling and root planing (sometimes referred to
as “deep cleaning”)

o periodontal maintenance

To request reimbursement from Cigna Dental, call 1-800-
Cigna24, follow the prompts for Dental and ask for an Oral
Health Integration Reimbursement form. Complete the form,
sign it and mail it to Cigna Dental as described on the form.
Your reimbursement will be processed within 30 days. If you
need assistance completing the form, a representative will be
happy to assist you.

HC-POB19 04-10
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Termination of Insurance

Retirees
Your insurance will cease on the earliest date below:

« the date you cease to be in a Class of Eligible Retirees or
cease to qualify for the insurance.

« the last day for which you have made any required
contribution for the insurance.

« the date the policy is canceled.

Any continuation of insurance must be based on a plan which
precludes individual selection.

Injury or Sickness

If your Active Service ends due to an Injury or Sickness, your
insurance will be continued while you remain totally and
continuously disabled as a result of the Injury or Sickness.
However, your insurance will not continue past the date your
Policyholder stops paying premium for you or otherwise
cancels your insurance.

Retirement

If your Active Service ends because you retire, your insurance
will be continued until the date on which your Policyholder
stops paying premium for you or otherwise cancels your
insurance.

Dependents

Your insurance for all of your Dependents will cease on the
earliest date below:

« the date your insurance ceases.
« the date you cease to be eligible for Dependent Insurance.

o the last day for which you have made any required
contribution for the insurance.

HC-DPPO-IND-CA.6
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o the date Dependent Insurance is canceled.

The insurance for any one of your Dependents will cease on
the date that Dependent no longer qualifies as a Dependent.

HC-TRM3 M 04-10
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Dental Benefits Extension

An expense incurred in connection with a Dental Service that
is completed after a person's benefits cease will be deemed to
be incurred while he is insured if:

« for fixed bridgework and full or partial dentures, the first
impressions are taken and/or abutment teeth fully prepared
while he is insured and the device installed or delivered to
him within 3 calendar months after his insurance ceases.

« for a crown, inlay or onlay, the tooth is prepared while he is
insured and the crown, inlay or onlay installed within 3
calendar months after his insurance ceases.

« for root canal therapy, the pulp chamber of the tooth is
opened while he is insured and the treatment is completed
within 3 calendar months after his insurance ceases.

There is no extension for any Dental Service not shown above.

HC-BEX3 04-10
Vi

Federal Requirements

The following pages explain your rights and responsibilities
under federal laws and regulations. Some states may have
similar requirements. If a similar provision appears elsewhere
in this booklet, the provision which provides the better benefit
will apply.

HC-FEDI1 10-10

Notice of Provider Directory/Networks

Notice Regarding Provider Directories and Provider
Networks

A list of network providers is available to you without charge
by visiting the website or by calling the phone number on your
ID card. The network consists of dental practitioners, of varied
specialties as well as general practice, affiliated or contracted
with Cigna or an organization contracting on its behalf.

HC-FED78 10-10

Qualified Medical Child Support Order
(QMCSO)

Eligibility for Coverage Under a QMCSO

If a Qualified Medical Child Support Order (QMCSO) is
issued for your child, that child will be eligible for coverage as
required by the order and you will not be considered a Late
Entrant for Dependent Insurance.

You must notify your Policyholder and elect coverage for that
child, and yourself if you are not already enrolled, within 31
days of the QMCSO being issued.

Qualified Medical Child Support Order Defined

A Qualified Medical Child Support Order is a judgment,
decree or order (including approval of a settlement agreement)
or administrative notice, which is issued pursuant to a state
domestic relations law (including a community property law),
or to an administrative process, which provides for child
support or provides for health benefit coverage to such child
and relates to benefits under the group health plan, and
satisfies all of the following:

« the order recognizes or creates a child’s right to receive
group health benefits for which a participant or beneficiary
is eligible;

« the order specifies your name and last known address, and
the child’s name and last known address, except that the
name and address of an official of a state or political
subdivision may be substituted for the child’s mailing
address;

o the order provides a description of the coverage to be
provided, or the manner in which the type of coverage is to
be determined;

o the order states the period to which it applies; and

« if the order is a National Medical Support Notice completed
in accordance with the Child Support Performance and
Incentive Act of 1998, such Notice meets the requirements
above.
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The QMCSO may not require the health insurance policy to
provide coverage for any type or form of benefit or option not
otherwise provided under the policy, except that an order may
require a plan to comply with State laws regarding health care
coverage.

Payment of Benefits

Any payment of benefits in reimbursement for Covered
Expenses paid by the child, or the child’s custodial parent or
legal guardian, shall be made to the child, the child’s custodial
parent or legal guardian, or a state official whose name and
address have been substituted for the name and address of the
child.

HC-FED4 10-10

Eligibility for Coverage for Adopted Children

Any child who is adopted by you, including a child who is
placed with you for adoption, will be eligible for Dependent
Insurance, if otherwise eligible as a Dependent, upon the date
of placement with you. A child will be considered placed for
adoption when you become legally obligated to support that
child, totally or partially, prior to that child’s adoption.

If a child placed for adoption is not adopted, all health
coverage ceases when the placement ends, and will not be
continued.

The provisions in the “Exception for Newborns” section of
this document that describe requirements for enrollment and
effective date of insurance will also apply to an adopted child
or a child placed with you for adoption.

HC-FED67V1 09-14

Group Plan Coverage Instead of Medicaid

If your income and liquid resources do not exceed certain
limits established by law, the state may decide to pay
premiums for this coverage instead of for Medicaid, if it is
cost effective. This includes premiums for continuation
coverage required by federal law.

HC-FED13 10-10

Claim Determination Procedures
Procedures Regarding Medical Necessity Determinations

In general, health services and benefits must be Medically
Necessary to be covered under the plan. The procedures for

determining Medical Necessity vary, according to the type of
service or benefit requested, and the type of health plan.

You or your authorized representative (typically, your health
care professional) must request Medical Necessity
determinations according to the procedures described below,
in the Certificate, and in your provider's network participation
documents as applicable.

When services or benefits are determined to be not covered,
you or your representative will receive a written description of
the adverse determination, and may appeal the determination.
Appeal procedures are described in the Certificate, in your
provider's network participation documents as applicable, and
in the determination notices.

Postservice Determinations

When you or your representative requests a coverage
determination or a claim payment determination after services
have been rendered, Cigna will notify you or your
representative of the determination within 30 days after
receiving the request. However, if more time is needed to
make a determination due to matters beyond Cigna's control
Cigna will notify you or your representative within 30 days
after receiving the request. This notice will include the date a
determination can be expected, which will be no more than 45
days after receipt of the request.

If more time is needed because necessary information is
missing from the request, the notice will also specify what
information is needed and you or your representative must
provide the specified information to Cigna within 45 days
after receiving the notice. The determination period will be
suspended on the date Cigna sends such a notice of missing
information, and the determination period will resume on the
date you or your representative responds to the notice.

Notice of Adverse Determination

Every notice of an adverse benefit determination will be
provided in writing or electronically, and will include all of
the following that pertain to the determination: the specific
reason or reasons for the adverse determination; reference to
the specific plan provisions on which the determination is
based; a description of any additional material or information
necessary to perfect the claim and an explanation of why such
material or information is necessary; a description of the
plan’s review procedures and the time limits applicable,
including a statement of a claimant’s rights to bring a civil
action under section 502(a) of ERISA following an adverse
benefit determination on appeal, if applicable; upon request
and free of charge, a copy of any internal rule, guideline,
protocol or other similar criterion that was relied upon in
making the adverse determination regarding your claim, and
an explanation of the scientific or clinical judgment for a
determination that is based on a Medical Necessity,
experimental treatment or other similar exclusion or limit; and
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in the case of a claim involving urgent care, a description of
the expedited review process applicable to such claim.

HC-FEDS83 03-13

COBRA Continuation Rights Under Federal
Law

For You and Your Dependents
What is COBRA Continuation Coverage?

Under federal law, you and/or your Dependents must be given
the opportunity to continue health insurance when there is a
“qualifying event” that would result in loss of coverage under
the Plan. You and/or your Dependents will be permitted to
continue the same coverage under which you or your
Dependents were covered on the day before the qualifying
event occurred, unless you move out of that plan’s coverage
area or the plan is no longer available. You and/or your
Dependents cannot change coverage options until the next
open enrollment period.

When is COBRA Continuation Available?

For you and your Dependents, COBRA continuation is
available for up to 18 months from the date of the qualifying
event if the event would result in a loss of coverage under the
Plan:

« termination for any reason, other than gross misconduct
prior to 18 months from the date you retire.

For your Dependents, COBRA continuation coverage is
available for up to 36 months from the date of the following
qualifying events if the event would result in a loss of
coverage under the Plan:

¢ your death;
« your divorce or legal separation; or

o for a Dependent child, failure to continue to qualify as a
Dependent under the Plan.

Who is Entitled to COBRA Continuation?

Only a “qualified beneficiary” (as defined by federal law) may
elect to continue health insurance coverage. A qualified
beneficiary may include the following individuals who were
covered by the Plan on the day the qualifying event occurred:
you, your spouse, and your Dependent children. Each
qualified beneficiary has their own right to elect or decline
COBRA continuation coverage even if you decline or are not
eligible for COBRA continuation.

The following individuals are not qualified beneficiaries for
purposes of COBRA continuation: domestic partners,

grandchildren (unless adopted by you), stepchildren (unless
adopted by you). Although these individuals do not have an

independent right to elect COBRA continuation coverage, if
you elect COBRA continuation coverage for yourself, you
may also cover your Dependents even if they are not
considered qualified beneficiaries under COBRA. However,
such individuals’ coverage will terminate when your COBRA
continuation coverage terminates. The sections titled
“Secondary Qualifying Events” and “Medicare Extension For
Your Dependents” are not applicable to these individuals.

Secondary Qualifying Events

If, as a result of your termination of employment or reduction
in work hours, your Dependent(s) have elected COBRA
continuation coverage and one or more Dependents experience
another COBRA qualifying event, the affected Dependent(s)
may elect to extend their COBRA continuation coverage for
an additional 18 months (7 months if the secondary event
occurs within the disability extension period) for a maximum
of 36 months from the initial qualifying event. The second
qualifying event must occur before the end of the initial 18
months of COBRA continuation coverage or within the
disability extension period discussed below. Under no
circumstances will COBRA continuation coverage be
available for more than 36 months from the initial qualifying
event. Secondary qualifying events are: your death; your
divorce or legal separation; or, for a Dependent child, failure
to continue to qualify as a Dependent under the Plan.

Disability Extension

If, after electing COBRA continuation coverage due to your
termination of employment or reduction in work hours, you or
one of your Dependents is determined by the Social Security
Administration (SSA) to be totally disabled under Title II or
XVI of the SSA, you and all of your Dependents who have
elected COBRA continuation coverage may extend such
continuation for an additional 11 months, for a maximum of
29 months from the initial qualifying event.

To qualify for the disability extension, all of the following
requirements must be satisfied:

o SSA must determine that the disability occurred prior to or
within 60 days after the disabled individual elected COBRA
continuation coverage; and

e A copy of the written SSA determination must be provided
to the Plan Administrator within 60 calendar days after the
date the SSA determination is made AND before the end of
the initial 18-month continuation period.

If the SSA later determines that the individual is no longer
disabled, you must notify the Plan Administrator within 30
days after the date the final determination is made by SSA.
The 11-month disability extension will terminate for all
covered persons on the first day of the month that is more than
30 days after the date the SSA makes a final determination
that the disabled individual is no longer disabled.
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All causes for “Termination of COBRA Continuation” listed
below will also apply to the period of disability extension.

Termination of COBRA Continuation

COBRA continuation coverage will be terminated upon the
occurrence of any of the following:

e The balance of 18 months from the date you retire;

« upon cancellation of the retiree plan, the balance of 18
months from the date you retire if your former Employer
provides coverage for active Employees;

« the end of the COBRA continuation period of 29 or 36
months from the date you retire, as applicable;

o failure to pay the required premium within 30 calendar days
after the due date;

« cancellation of the Employer’s policy with Cigna;

« after electing COBRA continuation coverage, a qualified
beneficiary enrolls in Medicare (Part A, Part B, or both);

« after electing COBRA continuation coverage, a qualified
beneficiary becomes covered under another group health
plan, unless the qualified beneficiary has a condition for
which the new plan limits or excludes coverage under a pre-
existing condition provision. In such case coverage will
continue until the earliest of: the end of the applicable
maximum period; the date the pre-existing condition
provision is no longer applicable; or the occurrence of an
event described in one of the first three bullets above;

« any reason the Plan would terminate coverage of a
participant or beneficiary who is not receiving continuation
coverage (e.g., fraud).

Employer’s Notification Requirements

Your former Employer is required to provide you and/or your
Dependents with the following notices:

o An initial notification of COBRA continuation rights must
be provided within 90 days after your (or your spouse’s)
coverage under the Plan begins (or the Plan first becomes
subject to COBRA continuation requirements, if later). If
you and/or your Dependents experience a qualifying event
before the end of that 90-day period, the initial notice must
be provided within the time frame required for the COBRA
continuation coverage election notice as explained below.

o A COBRA continuation coverage election notice must be
provided to you and/or your Dependents within the
following timeframes:

o if the Plan provides that COBRA continuation coverage
and the period within which an Employer must notify the
Plan Administrator of a qualifying event starts upon the
loss of coverage, 44 days after loss of coverage under the
Plan;

o if the Plan provides that COBRA continuation coverage
and the period within which an Employer must notify the
Plan Administrator of a qualifying event starts upon the
occurrence of a qualifying event, 44 days after the
qualifying event occurs; or

« in the case of a multi-employer plan, no later than 14 days
after the end of the period in which Employers must
provide notice of a qualifying event to the Plan
Administrator.

How to Elect COBRA Continuation Coverage

The COBRA coverage election notice will list the individuals
who are eligible for COBRA continuation coverage and
inform you of the applicable premium. The notice will also
include instructions for electing COBRA continuation
coverage. You must notify the Plan Administrator of your
election no later than the due date stated on the COBRA
election notice. If a written election notice is required, it must
be post-marked no later than the due date stated on the
COBRA election notice. If you do not make proper
notification by the due date shown on the notice, you and your
Dependents will lose the right to elect COBRA continuation
coverage. If you reject COBRA continuation coverage before
the due date, you may change your mind as long as you
furnish a completed election form before the due date.

Each qualified beneficiary has an independent right to elect
COBRA continuation coverage. Continuation coverage may
be elected for only one, several, or for all Dependents who are
qualified beneficiaries. Parents may elect to continue coverage
on behalf of their Dependent children. You or your spouse
may elect continuation coverage on behalf of all the qualified
beneficiaries. You are not required to elect COBRA
continuation coverage in order for your Dependents to elect
COBRA continuation.

How Much Does COBRA Continuation Coverage Cost?

Each qualified beneficiary may be required to pay the entire
cost of continuation coverage. The amount may not exceed
102% of the cost to the group health plan (including both
Employer and Employee contributions) for coverage of a
similarly situated active Employee or family member. The
premium during the 11-month disability extension may not
exceed 150% of the cost to the group health plan (including
both employer and employee contributions) for coverage of a
similarly situated active Employee or family member.

For example: If the retiree alone elects COBRA continuation
coverage, the retiree will be charged 102% (or 150%) of the
active Employee premium. If the spouse or one Dependent
child alone elects COBRA continuation coverage, they will be
charged 102% (or 150%) of the active Employee premium. If
more than one qualified beneficiary elects COBRA
continuation coverage, they will be charged 102% (or 150%)
of the applicable family premium.
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When and How to Pay COBRA Premiums
First payment for COBRA continuation

If you elect COBRA continuation coverage, you do not have
to send any payment with the election form. However, you
must make your first payment no later than 45 calendar days
after the date of your election. (This is the date the Election
Notice is postmarked, if mailed.) If you do not make your first
payment within that 45 days, you will lose all COBRA
continuation rights under the Plan.

Subsequent payments

After you make your first payment for COBRA continuation
coverage, you will be required to make subsequent payments
of the required premium for each additional month of
coverage. Payment is due on the first day of each month. If
you make a payment on or before its due date, your coverage
under the Plan will continue for that coverage period without
any break.

Grace periods for subsequent payments

Although subsequent payments are due by the first day of the
month, you will be given a grace period of 30 days after the
first day of the coverage period to make each monthly
payment. Your COBRA continuation coverage will be
provided for each coverage period as long as payment for that
coverage period is made before the end of the grace period for
that payment. However, if your payment is received after the
due date, your coverage under the Plan may be suspended
during this time. Any providers who contact the Plan to
confirm coverage during this time may be informed that
coverage has been suspended. If payment is received before
the end of the grace period, your coverage will be reinstated
back to the beginning of the coverage period. This means that
any claim you submit for benefits while your coverage is
suspended may be denied and may have to be resubmitted
once your coverage is reinstated. If you fail to make a
payment before the end of the grace period for that coverage
period, you will lose all rights to COBRA continuation
coverage under the Plan.

You Must Give Notice of Certain Qualifying Events

If you or your Dependent(s) experience one of the following
qualifying events, you must notify the Plan Administrator
within 60 calendar days after the later of the date the
qualifying event occurs or the date coverage would cease as a
result of the qualifying event:

o Your divorce or legal separation; or
e Your child ceases to qualify as a Dependent under the Plan.

o The occurrence of a secondary qualifying event as discussed
under “Secondary Qualifying Events” above (this notice
must be received prior to the end of the initial 18- or 29-
month COBRA period).

(Also refer to the section titled “Disability Extension” for
additional notice requirements.)

Notice must be made in writing and must include: the name of
the Plan, name and address of the Employee covered under the
Plan, name and address(es) of the qualified beneficiaries
affected by the qualifying event; the qualifying event; the date
the qualifying event occurred; and supporting documentation
(e.g., divorce decree, birth certificate, disability determination,
etc.).

Newly Acquired Dependents

If you acquire a new Dependent through marriage, birth,
adoption or placement for adoption while your coverage is
being continued, you may cover such Dependent under your
COBRA continuation coverage. However, only your newborn
or adopted Dependent child is a qualified beneficiary and may
continue COBRA continuation coverage for the remainder of
the coverage period following your early termination of
COBRA coverage or due to a secondary qualifying event.
COBRA coverage for your Dependent spouse and any
Dependent children who are not your children (e.g.,
stepchildren or grandchildren) will cease on the date your
COBRA coverage ceases and they are not eligible for a
secondary qualifying event.

COBRA Continuation for Retirees Following Employer’s
Bankruptcy

If you are covered as a retiree, and a proceeding in bankruptcy
is filed with respect to the Employer under Title 11 of the
United States Code, you may be entitled to COBRA
continuation coverage. If the bankruptcy results in a loss of
coverage for you, your Dependents or your surviving spouse
within one year before or after such proceeding, you and your
covered Dependents will become COBRA qualified
beneficiaries with respect to the bankruptcy. You will be
entitled to COBRA continuation coverage until your death.
Your surviving spouse and covered Dependent children will
be entitled to COBRA continuation coverage for up to 36
months following your death. However, COBRA continuation
coverage will cease upon the occurrence of any of the events
listed under “Termination of COBRA Continuation” above.

Interaction With Other Continuation Benefits

You may be eligible for other continuation benefits under state
law. Refer to the Termination section for any other
continuation benefits.

HC-FED66 M 07-14

Notice of an Appeal or a Grievance

The appeal or grievance provision in this certificate may be
superseded by the law of your state. Please see your
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explanation of benefits for the applicable appeal or grievance
procedure.

HC-SPP4 04-10
Vi

The Following Will Apply To Residents
Of California

When You Have A Complaint Or An
Appeal

For the purposes of this section, any reference to "you",
or "Member" also refers to a representative or provider
designated by you to act on your behalf, unless otherwise
noted.

your"

We want you to be completely satisfied with the care you
receive. That is why we have established a process for
addressing your concerns and solving your problems.

Start with Customer Services

We are here to listen and help. If you have a concern regarding
a person, a service, the quality of care, or contractual benefits,
you can call our toll-free number and explain your concern to
one of our Customer Service representatives. You can also
express that concern in writing. Please call or write to us at the
following:

Customer Services toll-free number or address that appears
on your benefit identification card, explanation of benefits
or claim form.

We will do our best to resolve the matter on your initial
contact. If we need more time to review or investigate your
concern, we will get back to you as soon as possible, but in
any case within 30 days.

If you are not satisfied with the results of a coverage decision,
you can start the appeals procedure.

Appeals Procedure

Cigna has a two step appeals procedure for coverage
decisions. To initiate an appeal, you must submit a request for
an appeal in writing within 365 days of receipt of a denial
notice. You should state the reason why you feel your appeal
should be approved and include any information supporting
your appeal. If you are unable or choose not to write, you may
ask to register your appeal by telephone. Call or write to us at
the toll-free number or address on your benefit identification
card, explanation of benefits or claim form.

Level One Appeal

Your appeal will be reviewed and the decision made by
someone not involved in the initial decision. Appeals

involving Medically Necessary and/ or Dentally Necessary or
clinical appropriateness will be considered by a health care
professional.

For level one appeals, we will respond in writing with a
decision within 30 calendar days after we receive an appeal
for a postservice coverage determination. If more time or
information is needed to make the determination, we will
notify you in writing to request an extension of up to 15
calendar days and to specify any additional information
needed to complete the review.

If you are not satisfied with our level one appeal decision,
you may request a level two appeal.

Level Two Appeal

If you are dissatisfied with our level one appeal decision, you
may request a second review. To start a level two appeal,
follow the same process required for a level one appeal.

Most requests for a second review will be conducted by the
Appeals Committee, which consists of at least three people.
Anyone involved in the prior decision may not vote on the
Committee. For appeals involving Medically Necessary and/or
Dentally Necessary or clinical appropriateness, the Committee
will consult with at least one Dentist reviewer in the same or
similar specialty as the care under consideration. You may
present your situation to the Committee in person or by
conference call.

For level two appeals we will acknowledge in writing that we
have received your request and schedule a Committee review.
For postservice claims, the Committee review will be
completed within 30 calendar days. If more time or
information is needed to make the determination, we will
notify you in writing to request an extension of up to 15
calendar days and to specify any additional information
needed by the Committee to complete the review. You will be
notified in writing of the Committee's decision within five
working days after the Committee meeting, and within the
Committee review time frames above if the Committee does
not approve the requested coverage.

Appeal to the State of California

You have the right to contact the California Department of
Insurance for assistance at any time. The Commissioner may
be contacted at the following address, fax number and
telephone number:

California Department of Insurance
Claims Service Bureau, Attn: IMR
300 South Spring Street
Los Angeles, CA 90013
Or fax to 213-897-5891

Calling within California: 1-800-927-4357
Los Angeles Area and Outside California: 1-213-897-8921
TDD number (800-482-4833)
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Notice of Benefit Determination on Appeal

Every notice of a determination on appeal will be provided in
writing or electronically and, if an adverse determination, will
include: the specific reason or reasons for the adverse
determination; reference to the specific plan provisions on
which the determination is based; a statement that the claimant
is entitled to receive, upon request and free of charge,
reasonable access to and copies of all documents, records, and
other Relevant Information as defined; a statement describing
any voluntary appeal procedures offered by the plan and the
claimant's right to bring an action under ERISA section
502(a); upon request and free of charge, a copy of any internal
rule, guideline, protocol or other similar criterion that was
relied upon in making the adverse determination regarding
your appeal, and an explanation of the scientific or clinical
judgment for a determination that is based on a Medically
Necessary and/or Dentally Necessary, experimental treatment
or other similar exclusion or limit.

You also have the right to bring a civil action under section
502(a) of ERISA if you are not satisfied with the decision on
review. You or your plan may have other voluntary alternative
dispute resolution options such as Mediation. One way to find
out what may be available is to contact your local U.S.
Department of Labor office and your State insurance
regulatory agency. You may also contact the Plan
Administrator.

Relevant Information

Relevant Information is any document, record, or other
information which was relied upon in making the benefit
determination; 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; demonstrate
compliance with the administrative processes and safeguards
required by federal law in making the benefit determination;
or constitutes a statement of policy or guidance with respect to
the plan concerning the denied treatment option or benefit or
the claimant's diagnosis, without regard to whether such
advice or statement was relied upon in making the benefit
determination.

Legal Action

If your plan is governed by ERISA, you have the right to bring
a civil action under section 502(a) of ERISA if you are not
satisfied with the outcome of the appeals procedure. In most
instances, you may not initiate a legal action against Cigna
until you have completed the level one and level two appeal
processes. If your appeal is expedited, there is no need to
complete the level two process prior to bringing legal action.

HC-APL50 02-20

Definitions
Accidental Injury

An accidental injury means an injury that is caused by biting
on a foreign object not expected to be a normal constituent of
food, or by biting down on an item such as a pencil, eyeglass
frame, or dislodged or loose dental prosthesis.

HC-DFS497 04-10
Vi

Coinsurance

The term Coinsurance means the percentage of charges for
Covered Expenses that an insured person is required to pay
under the Plan.

HC-DFS122 04-10
Vi

Contracted Fee

The term Contracted Fee refers to the total compensation level
that a provider has agreed to accept as payment for dental
procedures and services performed on an Employee or
Dependent, according to the Employee's dental benefit plan.

HC-DFS123 04-10
Vi

Dentist

The term Dentist means a person practicing dentistry or oral
surgery within the scope of his license. It will also include a
provider operating within the scope of his license when he

performs any of the Dental Services described in the policy.

HC-DFS125 04-10
V3

Dependent

Dependents are:

« your lawful spouse; or

o your Domestic Partner; or

« any child of yours who is
e less than 26 years old.
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e 26 or more years old, unmarried, and primarily supported
by you and incapable of self-sustaining employment by
reason of mental or physical disability. Proof of the child's
condition and dependence must be submitted to Cigna
within 31 days after the date the child ceases to qualify
above. From time to time, but not more frequently than
once a year, Cigna may require proof of the continuation
of such condition and dependence.

The term child means a child born to you or a child legally
adopted by you from the date the child is placed in your
physical custody prior to the finalization of the child’s
adoption. It also includes a stepchild or a child for whom you
are the legal guardian or your Domestic Partner’s Dependent
child.

Benefits for a Dependent child will continue until the last day
of the calendar month in which the limiting age is reached.

Anyone who is eligible as a Retiree will not be considered as a
Dependent.

No one may be considered as a Dependent of more than one
Employee.

HC-DFS198 07-14
V2

Domestic Partner

A Domestic Partner is defined as your Domestic Partner who
has registered the domestic partnership by filing a Declaration
of Domestic Partnership with the California Secretary of state
pursuant to Section 298 of the Family Code or an equivalent
document issued by a local agency of California, another state,
or a local agency of another state under which the partnership
was created.

The section of this certificate entitled "COBRA Continuation
Rights Under Federal Law" will not apply to your Domestic
Partner and his or her Dependents.

HC-DFS177 04-10
Vi

Injury
The term Injury means an accidental bodily injury.

HC-DFS12 04-10
Vi

Maximum Reimbursable Charge - Dental

The Maximum Reimbursable Charge for covered services is
determined based on the lesser of:

« the provider’s normal charge for a similar service or supply;
or

« the policyholder-selected percentile of charges made by
providers of such service or supply in the geographic area
where it is received as compiled in a database selected by
Cigna.

The percentile used to determine the Maximum Reimbursable
Charge is listed in The Schedule.

The Maximum Reimbursable Charge is subject to all other
benefit limitations and applicable coding and payment
methodologies determined by Cigna. Additional information
about how Cigna determines the Maximum Reimbursable
Charge is available upon request.

HC-DFS1421 01-20

\&

Medicaid

The term Medicaid means a state program of medical aid for
needy persons established under Title XIX of the Social
Security Act of 1965 as amended.

HC-DFS16 04-10

Vi

Medicare

The term Medicare means the program of medical care
benefits provided under Title XVIII of the Social Security Act
of 1965 as amended.

HC-DFS17 04-10

Vi

Participating Provider

The term Participating Provider means: a dentist, or a
professional corporation, professional association, partnership,
or other entity which is entered into a contract with Cigna to
provide dental services at predetermined fees.

The providers qualifying as Participating Providers may
change from time to time. A list of the current Participating
Providers will be provided by your Policyholder.

HC-DFS136 04-10

Vi
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Policyholder

The term Policyholder means the owner of the group Policy as
identified on the Certification page.

HC-DFS1378 05-19

Retiree

The term Retiree means a retired employee and a member of
Los Angeles County Employees Retirement Association
(LACERA).

HC-DFS1367 05-19

Sickness

The term sickness means a physical illness.

HC-DFS517 04-10
Vi
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