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ARTICLE I - RECOGNITION

The Woodbridge Board of Education recognizes CSEA SEIU Local 2001 (the “Union™), as the
exclusive collective bargaining representative for purposes of collective bargaining under the
Connecticut Municipal Employee Relations Act (Connecticut General Statue, Section 7-467 et.
seq.) as certtfied under case number ME-9988, Connecticut State Board of Labor Relations, for a
bargaining unit consisting of all teachers' assistants working twenty (20) hours or more per week,
including the Library Assistants, employed by the Woodbridge Board of Education. As used in
this agreement, the term "employee” or "member of the unit" refers to employees of the
Woodbridge Board of Education within the above-defined bargaining unit; the term "Board" or
"Board of Education" refers to the Woodbridge Board of Education, the term "Superintendent"
or "Superintendent of Schools" refers to the Superintendent of Schools employed by the
Woodbridge Board of Education; and the term "Association" or "Union" refers collectively to
CSEA SEIU Local 2001.

A. The Union accepts such recognition and agrees to represent equally all employees
without regard to membership or participation in, or association with the activities of,
the Union or any other employee organization and to continue to admit to
membership without qualification other than payment of dues and employment by the
Board.

B. Itis the intent and purpose of the parties hereto that their agreements promote and
improve the quality of work in the Town and provide for orderly professional
negotiations between the Board and the Union and secure prompt and fair disposition
of grievances so as to promote a good influence upon the operation of the school

program.
ARTICLE II - GRIEVANCE PROCEDURE

A. DEFINITION - A grievance is hereby defined to be an controversy, complaint,
misunderstanding, or dispute concerning the interpretation or application of any
provision of this Agreement. All grievances must advise the employer of the specific
provisions claimed to have been violated, of the nature of the grievance, and the
remedy requested.

B. LEVEL ONE - IMMEDIATE SUPERVISOR - Employees who have grievances
are encouraged to attempt to work the matter out informally with their appropriate
grade level principal, with an Union representative present. However, as indicated
above, a grievance, in order to be valid, must be filed, in writing, with the appropriate
grade level principal within fifteen (15) work days after the employee knew, or
should have known, of the act or condition on which the grievance is based.

C. LEVEL TWO - SUPERINTENDENT OF SCHOOLS -
1. Inthe event that the grievance is not resolved at Level 1, or in the event that no

decision has been rendered with ten (10) work days after presentation of the written
grievance at Level 1, the Union may appeal the written grievance to the
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Superintendent of Schools within five (5) work days after the decision at Level 1, or
fifteen (15) work days after the grievance was presented in writing at Level 1,
whichever is sooner.

2. The Superintendent shall represent the administration at this level of the grievance
procedure. Within the ten (10) work days after receipt of the written grievance by the
Superintendent, the Superintendent or his/her designee shall meet with the Union
Representatives and the aggrieved person in an effort to resolve it.

D. LEVEL THREE - BOARD OF EDUCATION - In the event that the grievance is
not resolved at Level Two, then within five (5) work days after the date a decision
was rendered, or in the event no decision has been rendered, within ten (10) work
days after the meeting with the Superintendent whichever is sooner, the Union may
file a written grievance indicating such with the Board of Education. Within thirty
(30) work days after receiving the written grievance, a Committee of the Board shall
meet with the Union Representatives and the aggrieved member of the unit for the
purpose of resolving the grievance. The ultimate decision on the grievance at Level
Three shall be rendered by the Board of Education or its appointed sub-committee.

E. LEVEL FOUR - IMPARTIAL ARBITRATION - In the event that the grievance is
not resolved at Level Three, or in the event no decision has been rendered within
fifteen (15) work days after the meeting with the Board Committee, the Union may
within ten (10) work days after receipt of a decision by the Board or fifteen (15)
work days after meeting with the Board Committee, whichever is sooner, present a
request in writing to the American Arbitration Association for arbitration. One
arbitrator shall be mutually chosen by the grievant and the Board. If no agreement can
be reached concerning the single arbitrator then the American Arbitration Association
shall appoint an impartial arbitrator. The total cost of the grievance arbitration shall
be borne equally by the CSEA SEIU Local 2001 and the Board of Education. The
decision rendered by the American Arbitration Association shall be final and binding
on both parties.

F. ADJUSTING GRIEVANCES - The Union may designate one (1) member of the
bargaining unit for the purpose of adjusting grievances, unfair labor complaints, or
concerns over working conditions. To the extent that such actions take place during
the designated representative's regularly scheduled work, the representative will be
afforded a reasonable amount of time without loss of pay to conduct such business.
The Union agrees not to abuse this privilege.

ARTICLE III - BULLETIN BOARD SPACE

The employer shall provide bulletin board space for the posting of Union notices.

ARTICLE IV - ASSOCIATION MEETING ON SCHOOL PROPERTY

The Union may call meetings in each school before or after school or during lunch whenever
necessary, providing that such meetings are approved in advance by the Superintendent of
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Schools or his/her designee and do not conflict with other scheduled school activities or
programs.

ARTICLE V - VISITATION CLAUSE

A duly authorized officer or Union representative may secure permission to enter the Employer's
premises for the purpose of adjusting disputes, investigating working conditions and determining
whether or not the terms of this Agreement are being adhered to. The Union representative shall
request such a visit from the Superintendent of Schools or his/her designee but shall in no way
interfere with the normal operation and procedure of business.

ARTICLE VI - WORKER'S COMPENSATION

Employees who suffer bodily injury caused by an accident arising out of and in the course of

their employment shall have all rights available to them under the Worker's Compensation
statutes.

ARTICLE VII - EMPLOYEE USE OF EQUIPMENT

Paraprofessional teacher assistants shall take reasonable care of equipment, shall return same to
its assigned storage area and replace cover on all equipment so provided. Any defects,
malfunctions or inadequacies in equipment shall be immediately reported to the principal.

ARTICLE VIII - NO STRIKE

Pursuant to Connecticut General Statute 7-467 (Municipal Employees Relations Act), all
employees included in this Agreement shall not hinder the Board's operation by strike or work
stoppage and the Board shall not pursue lock-out tactics in any part of its operation.

ARTICLE IX - EMPLOYING NEW MEMBERS OF THE BARGAINING UNIT

A. Posting Positions - Notice of vacancies which are to be filled and/or new positions
within the bargaining unit shall be sent by electronic mail. A copy of all posted
vacancies shall be simultaneously forwarded to the Union President. Such notice
shall be posted for five (5) working days. Any employee interested in the position
posted must apply, in writing, to the Superintendent of Schools within the posting
period. Such vacancies or positions shall be posted internally for four (4) days prior to
receipt by the Board of any outside applications. Internal candidates shall be given an
interview if qualified. In all cases, however, the appointment will be made in
accordance with the best interests of the Woodbridge School system.

B. Probationary Period - All newly hired employees shall be required to successfully
complete a probationary period of sixty (60) working days and, during such
probationary period, shall have no seniority or recourse for grievances arising during
the probationary period, and may be terminated during or on the conclusion of said
probationary period at the sole discretion of the Board or the designated
representative. During the probationary period, probationary employees shall be
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entitled to take leave days that have been accrued; however, probationary employees
will be subject to other provisions of this Agreement; and on the successful
completion of their probationary period, their seniority date shall be deemed to be
their date of initial hire. The Board of Education shall forward a copy of all newly
hired employees job offer letters to the President of the Union on or before the new
employees first day of work.

The Board shall provide the Union with a copy of all new hire letters for
bargaining unit members. The Board shall also transmit monthly to the Union a
report showing the name and amount of all Union dues withheld for the preceding
month.

ARTICLE X - LEAVES WITHOUT PAY

A
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Leaves of absence without pay may be granted by the Superintendent for a limited,
definite period not to exceed one (1) year for the following reasons:

1" For health reasons, upon continued advice of a physician.

2. For other personal reasons subject to the review and recommendation of
the Superintendent.

3. Extreme personal hardship, such as illness of spouse, or legal dependents.

Any leave which would otherwise be eligible under the Federal Family and Medical
Leave Act (“FMLA™) shall be charged against the employee’s eligibility for FMLA
leave.

Application for such leaves of absence must be made in writing, stating the reason for
the request and the length of time desired. A leave of absence expires automatically at
the date of expiration approved for the leave. If an extension is required, it must be
made in writing stating the reason for the request and the length of additional time
desired, and it must be approved by the Board.

It is expected that, as far as possible, leave will be so arranged as to begin or end at
the close of the school year.

Accumulated seniority shall not be lost during the leave of absence.

A person returning from leave shall be offered available work in a bargaining unit at
the same level as if he/she had not taken a leave of absence. If, due to reasons such as
staff reduction, a position is not available, the employee seeking to return from leave
shall be placed on the seniority list as provided elsewhere in this Agreement.

Eligible employees shall receive insurance benefits at group rates paid for by the
employer, subject to the employee paying the applicable premium cost share, for up
to 12 weeks while he/she is on leave of absence without pay, according to federal law
and regulations pertaining to the FMLA.



ARTICLE XI - RESIGNATIONS

A.

B.

Written notice of resignation shall be filed with the Superintendent of Schools at least
two (2) weeks in advance of separation. This notice shall include a statement of the
reasons for this action.

An employee who resigns in good standing shall be entitled to pay, up to and
including, the last day of work. The check will be available on the next pay day.

ARTICLE XII - LEAVE

A.

All full time employees shall be entitled to one and one-half (1 1/2 ) days per month,
cumulative to fourteen (14) paid sick leave days each year, accumulation to one
hundred twenty (120) days.

All part time employees shall be entitled to one (1) sick day per month, equivalent to
eleven (11) paid sick leave days each year, accumulation to sixty (60) days. The extra
day will be added on February 1st.

An employee may use up to one-half of their annual paid sick leave to care for a
family member.

By September 15% of each year, each employee shall receive a statement of
accumulated days of leave to date.

If a paraprofessional teacher assistant dies while in the employee of the Woodbridge
School System or if a paraprofessional teacher assistant retires under the provisions of
the town Pension or any amendments of substitutions thereof, such paraprofessional
teacher assistant or his/her estate shall, in addition to all other benefits due, be paid a
sum of money, not to exceed $3,000.00, calculated by taking the person's daily rate
and multiplying that rate times the accumulated leave time.

Bereavement Leave: Absence due to death in the immediate family will be allowed
with pay for a period up to five (5) days.

Personal Leave: Each employee shall be allowed up to three (3) days leave per year
with no pay deduction for any or all of the following reasons:

1. Religious requirement

2. Legal requirements or personal business which clearly cannot be
transacted at time or days other than during required working hours and
days.

3. Graduation of immediate family

4, Marriage of close friend or relatives
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H. Under this Agreement, sick leave may be used only in cases where the physical
condition of the employee (or family member if used for family illness) precludes
him/her from reporting to work. The Superintendent or his/her designee shall be
entitled to request written documentation of employees suspected of sick leave abuse
and shall also be entitled to require an employee to submit to an examination by a
Board-designated physician, psychologist, or psychiatrist, at Board of Education
expense, and any case where fitness for continued duty is questioned.

I. Immediate family consists of spouse, parent, child, grandparents, grandchildren,
sibling, father-in-law, mother-in-law, sister-in-law, brother-in-law, stepson/daughter
and step-parents.

J. Application for leave as provided in "G" above shall be made to the immediate
supervisor at least twenty-four (24) hours before leave is to be granted except in cases
of illness or emergencies.

K. Up to two bargaining unit members, as designated by the Union, may attend
CSEA/SEIU convention(s), conference(s), or workshop(s) for up to two days per
employee per year, without pay.

SICK LEAVE BANK

A. Each member of the Union shall be permitted to contribute any two (2) days from
his/her sick leave accumulation reserve each year to a "Sick Leave Bank," which shall
be established to aid members who suffer a serious health condition and whose sick
leave accumulation has been exhausted. The bank shall be built up to a maximum of
300 days. No more days shall be added until the bank is depleted to 150 days. Then
the bank shall be built up again using the same process. A new employee, following
the completion of one (1) year of employment, will be allowed to contribute up to two
(2) days of sick leave regardless of whether the sick leave bank has attained the
maximum number of days.

B. Any contributing member requesting sick leave bank time shall, upon written
application along with a completed doctor's form to the superintendent and sick bank
committee, be permitted to draw from the sick leave bank, if approved.

C. Any one eligible to contribute time to the sick leave bank and who does so in the
same fiscal year for which the employee requests to draw from the bank (unless
precluded from contributing because of illness or if bank is already capped at 300
days) will be eligible to draw the number of days they are entitled to each year as
follows:

1. If the member donated one (1) day to the sick leave bank, he/she are entitied
to draw up to fifteen (15) days from the reserve.
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2, If the member donated two (2) days to the sick leave bank, he/she are entitled
to draw up to thirty (30) days from the reserve.

3. If the Sick Leave Bank is capped at 300 days, then membership of bank is
determined by the last year that members were eligible to contribute.

4. In the case where the bank is capped for consecutive years, thus the employee
is precluded from contributing, she/he may draw from the bank so long as the
employee contributed the last year contribution was allowed.

D. The following conditions shall apply:

1. A person must be employed by the Board of Education for a period of one (1)
year before being eligible to participate in the sick leave bank.

2. If the sick leave bank has attained the maximum number of days and an
employee has not contributed to the sick leave bank, these non-participating
employees (except new employees as stated above) will be excluded from
participation until such time as the bank must be replenished.

3. Additions to the sick leave bank shall be made at the beginning of the school
year,

4. A person who withdraws membership from the bank will not be able to
recover donated days.

5. Persons withdrawing sick leave days from the bank will not have to replace
these days to the bank, except as a regular contributing member.

6. Sick leave shall mean the leave which a staff member has for that year, plus
his/her accumulation of previous years.

7. Regardless of how many times the member applies to the sick leave bank per

year, he/she will receive only the amount of days allowed per year.

E. While drawing time from the sick leave bank, no one will be allowed to return to
work, for any reason, in the system.

F. The Union shall be represented in the review of sick leave bank applicants by a
committee of four (4) maximum Union members. It is understood that the
Superintendent, who makes the final decision, will consider the input of the Union
members.

ARTICLE XIII - MILEAGE

If an employee can demonstrate that during his/her work day, not including the travel to and
from work, he/she is, with direct orders from the Superintendent or his/her designee, required to
use his/her automobile for transportation as part of his/her work duty, the Board of Education
shall reimburse him/her at the rate approved by the Internal Revenue Service as of January 1% for
each fiscal year of the agreement.
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ARTICLE XTIV - WORK DAY, WORK YEAR AND CLASSIFICATION

A,

The normal hours for part-time paraprofessional teacher assistants shall not be less
than twenty (20) hours per week and no more than thirty-five hours and fifty minutes
(35.85 hours) per week and at least 740 hours per school year.

The normal work year for full-time paraprofessional teacher assistant shall consist of
one hundred and eighty-four (184) days and seven hours and ten minutes (7.17 hours)
per day, and thirty-five hours and fifty minutes (35.85 hours) per week.

If an employee is required to work beyond the normal one hundred and eighty-four
(184) day work year, the Superintendent of Schools and the Union shall negotiate the
additional hours or days that must be worked.

On days that schools are closed early due to inclement weather or other unforeseen
conditions, all paraprofessional teacher assistants who have completed their work
assignments may leave, upon receipt of permission from the Superintendent or
designee, one-half hour or sooner after the students have been dismissed without loss
of pay.

There shall be one classification of paraprofessional teacher assistants in the
bargaining unit, although it is understood and agreed that, from time to time,
paraprofessional teacher assistants may volunteer to perform other work as required
in the best interests of the Woodbridge School system. This classification is entitled:
Paraprofessional Teacher Assistants.

Administration will give priority consideration in the reassignment of the Teacher
Assistant to serve as a substitute for a teacher. In such cases assignments as a
substitute teacher will be made first within the school and grade levels to which the
Teacher Assistant is assigned. When a member of the bargaining unit is required to
serve as a substitute teacher, he or she shall be paid at his or her daily rate (base
salary divided by 184 times (x)1.75). When it is necessary to assign Teacher
Assistants to cover multiple blocks of time in the course of one school day the
adjustment of salary to reflect the compensation differential will be based upon a
cumulative calculation of one (1) hour or more for the involved blocks of time for
which the TA is providing coverage.

ARTICLE XV — INSURANCE

A. Benefits - All full time and part time employees shall receive the various fringe benefits
listed below:
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1. A high deductible health plan (HDHP) with a health savings account (HSA) with:
deductibles of $2,000 (Single)/$4,000 (Two or more) which shall be funded 50%
by the Board; after the deductibles are met in-network medical expenses are
covered 100%, out-of-network medical expenses are covered at 80%, and



prescription copays of $5/$25/$40 apply; in-network out-of-pocket maximums of
$3,000/$6,000; and out-of-network, out-of-pocket maximums of $3,000/$6,000
(summary attached). In addition both the deductibles and out-of-pocket
maximums “cross-accumulate” for in and out of network expenses.

Employees not eligible to participate in an HSA shall have the option of
participating in a health reimbursement account (HRA).

Blue Cross & Blue Shield full service dental plan with Riders A, B, C, and D.
Vision Care Rider

Life insurance equal to current salary (but not less than $10,000.00)

Employees who retire may elect to continue, at their own expense, the above-
described insurance at group rates, until they qualify for Medicare.

A three tier prescription rider with the following deductibles: $5 generic; $25
brand - preferred; $40 brand — non preferred; two time retail co-pay for mail
order (Tier 2 and 3 only). There shall be concurrent review for manufacturer dose
limits and drug interaction. Prescriptions may be filled for up to 34 days or up to
100 unit doses at retail or 35 to 100 days supply for mail order. Experimental
drugs for cancer treatment, undergoing clinical trial, are covered while other
drugs require FDA approval.

R

=

Effective and retroactive to July 1, 2019, employees shall contribute twelve and one-haif (12.5%)
percent towards the cost of coverage under the HDHP plan, dental and vision plans. Effective
July 1, 2020, employees shall contribute thirteen and one-half (13.5%) percent toward the cost of
the HDHP plan, dental and vision plans. Effective July 1, 2021, employees shall contribute
fourteen and one-half (14.5%) percent towards the cost of the HDHP plan, dental and vision
plans.

An employee may, at his/her option subscribe to two person or family coverage. Effective July
1, 2019, said employee shall contribute an amount equal to 40% of the difference between the
cost for the coverage selected and single coverage for the HDHP/HSA Plan for those not
grandfathered under Section D below; effective July 1, 2020, employees shall contribute 35% of
the difference in cost; and effective July 1, 2021 employees shall contribute 30% of the
difference in cost.

The district may change carriers for the benefits mentioned above provided that the coverage
provided is substantially equivalent to or better than the coverage specified above on an overall
basis.
B. Voluntary Waiver of Health Insurance Coverage
1. Any teacher assistant may elect, on a completely voluntary basis, to waive Board
provided health insurance coverage. Teacher assistants electing to do so shall sign a

voluntary waiver of coverage form prior to the beginning of any contract year,

2. In consideration of such voluntary waiver of insurance, the Board will pay $1,800.
per year in twenty-two (22) equal installments each year that the waiver is in force.
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3. Any teacher assistant who, because of changed circumstances, wishes to revoke his or
her insurance waiver may do so by notifying, in writing, the Superintendent of
Schools. Upon receipt of such notification, the Superintendent will contact the
applicable insurance carriers and request reinstatement of the teacher assistant under
Board-approved health insurance coverage.

4. Insurance coverage waivers are subject to any limitations or restrictions which may
be imposed by the applicable insurance carriers. Teacher assistants who waive
insurance coverage and subsequently apply for reinstatement shall be subject all
reinstatement provisions imposed by the applicable insurance carriers including any
waiting period or periods. The terms of this waiver provision must also be acceptable
to the underwriting carriers.

5. A teacher assistant may elect to "step down" from one's eligible medical insurance
coverage to a lower level of coverage consistent with the various options offered by
the school district. In consideration of such a voluntary reduction in medical
insurance benefits, the Board will pay:

a) if one elects to "step down" from family to zero coverage; not less than
b) isfl:)i(;oélects to "step down" from family to single coverage; not less than
c) ?fla(l]ngoélccts to "step down" from family to dual coverage; not less than
d) ?f 31(1:; elects to "step down" from dual to zero coverage; not less than

e) ?fl c,:lgoélects to "step down" from dual to single coverage; not less than
13 ztf: gggoelects to "step down" from single to zero coverage. not less than

C. Self Insurance - The Board shall have the right to self-insure in whole or part in order
to provide the insurance coverages set forth above, provided that there shall be no
reduction or diminution in the above coverage on an overall basis and no increase in
expense to any bargaining unit members, and provided further that coverages which
result from self-insurance are at least equal to coverage described above, in terms of
coverage, benefits and administration on an overall basis.

D. Effective Dates of Coverage
1% Teacher assistants hired full-time with the date of hiring effective July 1, 1993
or thereafter will be eligible for single medical insurance coverage only.

However, an individual may elect to waive such coverage as in Bl- 4 above
and will receive not less than $1,800 in consideration for this waiver.
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2. Teacher assistants hired part time with the date of hiring effective July 1, 1993
or thereafter will be eligible for full single medical insurance coverage only.
However, an individual may elect to waive such coverage as in B 1 - 4 above
and will receive not less than $1,800. in consideration for this watver,

3. Teaching assistants hired before July 1, 1993, and presently receiving two
person or family coverage, shall continue to be eligible for said coverage
subject to paying the applicable cost share provided in Paragraph A above.

ARTICLE XVI - JURY LEAVE

An employee who is called for jury duty may receive the necessary leave to fulfill this legal
obligation. This leave shall not be deducted from sick leave or personal leave days. The staff
member shall receive a rate of pay equal to the difference between the professional salary and the
jury fee. The Superintendent of Schools shall have the right to appeal the employee's use for jury

duty.

ARTICLE XVII - LAYOFF AND RECALL RIGHT

A.

In the event that layoffs become necessary the employee with the least seniority
system wide affected shall be laid off first. When employees are to be recalled, the
first to be recalled shall be the senior employee on the recall list.

Laid-off employees shall have recall rights for a period of eighteen (18) months from
the date of lay-off. An employee who waives recall rights and/or refuses recall from
lay-off shall lose all recall rights.

For the purpose of this Article, seniority shall be defined as an employee's continuous
length of service with Board from said employee's most recent date of hire.

. All benefits except what the statutes provide at the time of a layoff including but not

limited to such items as unused sick leave, pension rights, seniority, etc., shall be
restored to the employee upon his/her return to active employment, if within the
specified eighteen (18) months time period as defined above.

All laid off employees shall be notified by certified mail and email of job openings.

No new paraprofessional teacher assistants shall be hired until all laid off employees
have been recalled and have been given notification by certified mail.

If an employee has secured temporary employment elsewhere he/she shall be allowed
10 working days of time before being required to report to work.

While on lay-off, the employee will have the option when permitted by Statute or the
insurer to remain an active participant in fringe benefit programs by contributing the
full amount.
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ARTICLE XVIII - DISCIPLINE

The discipline of any non-probationary employee in the bargaining unit shall be for just cause
only. In most instances, a verbal and written warning shall have been given prior to the
dismissal, but the parties recognize and agree that employees are subject to immediate discharge
for serious misconduct, even if they have not been previously warned verbally or in writing.

ARTICLE XIX - INCLEMENT WEATHER CONDITIONS

When students are released early because of inclement weather or other emergencies, bargaining
unit members will be expected to complete their normal work day, unless excused on a case-by-
case basis by the Superintendent of Schools or designee. Action by the Superintendent or
designee in permitting bargaining unit members to leave work early under such circumstances in
a particular case shall not be claimed or advanced as a practice or precedent for any future cases,
whether similar or dissimilar. If bargaining unit members are permitied to leave work early, as
provided above, they will receive full pay for their regularly scheduled hours.

ARTICLE XX - EMPLOYEE REVIEW OF OFFICIAL PERSONNEL FOLDERS

A. Employees desiring to review their official personnel folders will be permitted to do
so by making an appointment through an Administrator.

B. The employee will be afforded the opportunity to put on record any statement he/she
wishes to make about unfavorable information contained in the mentioned folders.

C. Reports or written statements of criticism with respect to a bargaining unit member
by a principal, teacher, or other school administrators, which is to be placed in the
member’s personnel file should be given to the bargaining unit member in copy form.
To assure compliance with this section, principals, teachers, or other administrators
will be instructed to furnish copies of such written statement of criticism to the
bargaining unit member and bargaining unit members may, as provided above,
review their official personnel files from time to time. As provided in Section B
above, the employee will be afforded the opportunity to put on record any statement
he/she wishes to make about said written statement of criticism, and such rebuttal
shall be placed in the employee’s official personnel file.

ARTICLE XXI - SENIORITY

For the purpose of this Article:

A. Seniority is defined as an employee’s continuous length of service with the Board
from said employees most recent date of hire, regardless of hours worked provided
that the employee would have met the eligibility requirements for inclusion in this
bargaining unit,
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B. The employer shall prepare a Seniority list of bargaining unit employees on an annual
basis and deliver said list with the salary schedule to the CSEA President/Co -
President.

C. An approved leave of absence shall not be construed as a break in continuous service;
however, no accrual of seniority shall occur during an approved leave of absence.

ARTICLE XXII - ASSIGNMENT OF PARAPROFESSIONAL TEACHER ASSISTANTS

Paraprofessional teacher assistant already in the school system shall receive notification of their
assignment (days & regular hours to be worked) for the ensuing school year not later than the
last day of school, of the current year, provided the Board’s budget has been approved by May
31%. Daily work schedules will be available by the first day of work of the school year.

ARTICLE XXIII - TRANSFERS

Notification shall be given to all employees of vacancies or new positions in the bargaining unit
provided in Article IX above, and voluntary transfers to positions will be filled pursuant to that
provision. Employees who are involuntarily transferred shall, upon request, be given a meeting
with Superintendent at which time the reason for the involuntary transfer will be explained.
Involuntary transfers within a job assignment remain at the sole discretion of the Superintendent.
Currently this agreement recognizes one job classification, paraprofessional teacher assistant.

ARTICLE XXIV - UNION SECURITY

A. During the life of this agreement, an employee retains the freedom of choice whether
or not to become or remain a member of the Union.

B. Union dues shall be deducted by the Employer from the pay check of each employee
who signs and remits to the Employer an authorization form. Such deduction shall be
discontinued upon written request of an employee thirty (30) days in advance.

C. The amount of dues deducted under this Article, together with a list of employees,
shall be remitted to CSEA SEIU Local 2001 within a week after the payroll period in
which such deduction is made, together with a list of employees for whom any such
deduction is made.

D. The Union shall indemnify the employer for any liability or damages incurred by the
Employer in compliance with this Article.

E. The Board agrees to grant the necessary and reasonable time off, without
discrimination or loss of seniority rights and without pay, to up to two (2) employees
designated by the Union to attend the CSEA SEIU Local 2001 biannual labor
convention or other official Union business, provided forty-eight (48) hours written
notice is given by the Union, specifying the length of time.
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ARTICLE XXV - SEVERABILITY

In the event that any provision or portion of this Agreement is ultimately ruled invalid for any
reason by an authority of established and competent legal jurisdiction, the balance and remainder
of this Agreement shall remain in full force and effect.

ARTICLE XXVI - TEMPORARY DISABILITY LEAVE

Temporary disability due to pregnancy will be treated the same as any other disability. The
Board of Education agrees to adhere to the FMLA and its regulations for all eligible employees
in the bargaining unit.

ARTICLE XXVII - COMPENSATION

A. Effective July 1, 2019, all employees’ wage rates shall increase by 2.00%.
B. Effective July 1, 2020, all employees’ wage rates shall increase by 2.00%.
C. Effective July 1, 2021, all employees’ wage rates shall increase by 2.00%.

D. Bargaining unit members, shall receive an annual stipend of five hundred dollars
($500.00) provided their assignment regularly includes providing;

1. Diapering or direct physical assistance of students with developmental delays
requiring a toileting protocol. (Example but not limited to: Grade 4 student who
needs physical support with toilet training) or regular and ongoing specialized
assistance for students with significant needs who require support with activities
of daily living (bodily fluids) that are not developmentally appropriate;

2. Iftheir assignment includes the use of special feeding techniques (including but
not limited to tube feeding); or

3. If their assignment regularly includes work with any student who requires
ABA/DTI methods as required by an [EP.

Bargaining unit members shall receive an annual stipend of five hundred dollars
($500) if their assignment regularly requires them to enter the pool with students.

Stipends shall be paid in two (2) installments, first payment shall be made with the
first paycheck in February, and the second payment shall be made with the last
paycheck of the school year.

E. The Board shall replace or reimburse the employee for any eyeglasses (up to $150)
damaged or destroyed while carrying out their job duties.
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ARTICLE XXVIII - HOLIDAYS

A. All ten-month employees shall receive the following paid holidays:

New Year’s Day

Martin Luther King's Designated Birthday
President's Day

Good Friday

Memorial Day

Columbus Day

Thanksgiving

Day after Thanksgiving

Christmas Eve

Christmas

Labor Day pay will be added each school year when the work year starts for
employees before Labor Day

B. Holidays shall be celebrated on the day designated under State or Federal law. In the
absence of such State or Federal law, holidays falling on a week-end shall be
celebrated as follows:

1. If a holidays falls on a Saturday it will be celebrated on the previous Friday.

2. If a holiday falls on a Sunday, it will be celebrated on the following Monday.

3. If school is in session on any of the holidays listed, the parties will mutually agree
on an alternate day off with pay during the next available school vacation.

C. Payment for each holiday shall be computed by dividing an employee's base salary by
184. Holiday pay shall be added to base salary each year to calculate biweekly
compensation.

D. If the day before Thanksgiving and the last day of school before Christmas vacation
are minimum days for students, paraprofessionals may leave upon receipt of
permission from the Superintendent or designee, one half-hour or sooner after the
students have been dismissed, without loss of pay. All other minimum days for
students, e.g. teacher conference days and the first and last day of school, shall be full
days.

E. The Board of Education will not schedule work for paraprofessionals on any of the
holidays listed in Article XXIII without negotiating it in advance with the Union.

F. No employee shall receive holiday pay unless they have worked their scheduled hours
of the work day before and their scheduled hours of the work day following the day
on which the holiday is observed with the exception of bereavement or medical event
as follows: Should a member of the employee’s immediate family or a family
member bereavement occur on the day before and/or the day after a holiday, holiday
pay shall be granted to the employee. Should the employee have a significant
medical event requiring inpatient or outpatient hospitalization or surgical procedure,
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holiday pay shall be granted to the employee upon submission of verification of
hospitalization or procedure.

ARTICLE XXTX — TUITION FOR CHILDREN OF PARAPROFESSIONALS

A. The paraprofessional must pay tuition, for any given school year, equal to 50% of the
per pupil cost of the regular education for the prior school year, as reported in the
District’s strategic school profile.

B. Admission of new students shall be subject to available space as determined based
upon the District’s class-size guidelines.

C. Once admitted, a student shall be allowed to remain through sixth grade irrespective

of the class-size guidelines, provided the paraprofessional remains employed by the
Board of Education.

D. The paraprofessional shall be responsible for any cost beyond regular education per
pupil cost, including any special services required for the student such as one-to-one
assistant, out-of-district services, testing and the like.

E. The school shall not be responsible for transporting the student.

F. Payment of such tuition and/or additional costs shall be made through payroll
deduction.

ARTICLE XXX - DURATION

The provisions of this Agreement shall be in full effect from July 1, 2019 and shall continue in
force through June 30, 2022.

WOODBRIDGE BOARD OF EDUCATION

_ 2la g
Boardc@erjyg/ | Dale

o 1/ 1

Stperintendent of Schools ' Date

By:

{01263356.00C Ver. 1} 16



WOODBRIDGE PARAPROFESSIONALS ASSOCIATION CSEA SEIU LOCAL 2001

By:

Union Staff

By: M/M&“,{-AV\_ _MZ_

S <l /34071
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APPENDIX A

Compensation

CSEA SEIU Local 2001
Woodbridge Paraprofessionals Chapter
Salary Schedule 2019 - 2022

I. BASE SALARY SCHEDULE

2019-20 $24,335 ($18.45/hr) plus ten (10) paid holidays = $25,658
2020-21 $24,822 ($18.82/hr) plus ten (10) paid holidays = $26,171
2021-22 $25,318 ($19.20/hr) plus ten (10) paid holidays = $26,695

NOTE: If school starts before Labor Day, an additional holiday will be added to the
salary for that year.

II. LONGEVITY PAYMENTS

Unpaid leaves of absence taken prior to July 1, 2013, shall be considered continuous service.
Leaves of absences taken on or after July 1, 2013 (other than routine sick leave) will be deducted
from the employee’s “years of service” for purposes of calculating eligibility for longevity pay.
In addition, years of service outside of the bargaining unit, including less than 20 hour
paraprofessional positions, shall not be counted towards eligibility for longevity pay.

Full time employees:

Effective July 1, 2003 longevity payments for full-time employees are credited each July
1* after an employee has completed the requisited number of years of service based on date of
hire.

Payments are made in two equal installments. Payments will be made in a separate
check, apart from weekly wages. The first payment is in December and the second payment is
on the last pay date of the fiscal year.

18 After five (5) years $300.00
2. After fifteen (15) years $600.00
3. After twenty (20) years $1,000.00

Part-time employees:

Effective July 1, 2003 longevity payments for part-time employees are credited each July
1% after an employee has completed the requisite number of years of service based on date of
hire.
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Payments are made in two equal installments. Payments will be made in a separate
check, apart from weekly wages. The first payment is in December and the second payment is
on the last date of the fiscal year.

1. After five (5) years $150.00
2. After fifteen (15) years $300.00
3. After twenty (20) years $500.00
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ConnectiCare

FlexPOS-CNT-HSA-2000l/4000F-96-Combined Open Access Contract Year Benefit
Summary (A)

The individual deductible and out-of-pocket maximum applies if you have coverage only for yourself and not for
any dependents. The family deductible and out-of-pocket maximum applies if you have coverage for yourself and
one or more eligible dependents. In addition, if you have family coverage, any applicable copayments or coinsurance
will not apply to services until the total deductible is met for the family, without regard to how much any one family
member has met.

Your ConnectiCare health plan helps you get the care you need. Here are the most frequently used services. Refer
to your certificate of coverage on connecticare.com for a complete list of benefits.

Personalized for: Woodbridge Town and BOE - HDHP

* Physical * Flu shot

+ Woell woman visit and pap test * Vaccinations

= More than 25 screenings, including mammograms and « Certain birth control and other prevention medications
colonoscopies

i Bt e T A A AT =t
Your deductible $2,000 Individual 52,00
Deductible is combined for medical $4,000 Family 34,000 Family

services and prescription drugs
Deductible is combined for in and
out-of-network

Your out-of-pocket maximum $£3,000 Individual 53,000 Individual
Includes a combination of deductible, $6,000 Family $6,000 Family
copayments and coinsurance for medical

and pharmacy services

Out-of-packet is combined for in and
out-of-network

Out-of-network reimbursement Not applicable Plan will reimburse the coinsurance percentage
of the maximum allowable amount

After you have spent the out-of-pocket maximum amount in deductibles, copayments and coinsurance, ConnectiCare will pay 100% of your
covered health care expenses for the remainder of the year.

CICI Flex HSA and Comb Muni/BS (01/2012) Effective Date: 7/2018 1
WoodbridgeFlax281283
FlexPOS-CNT-HSA-2000V4000F-98-Combined 85730544
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20% coinsurance

after plan deductible
Routine mammography No charge 20% coinsurance
including tomosynthesis screening after plan deductible

Breast ultrasound

0% coinsurance

20% coinsurance

after plan deductible after plan deductible
Annual routine vision exam No charge 20% coinsurance
one exam per year after plan deductible
Allergy testing 0% coinsurance 20% coinsurance
Unlimited after plan deductible after plan deductible
Hearing Screenings No charge 20% coinsurance

One £xam per year

after plan deductible

0% coinsurance
after plan deductible after plan deductible
Specialist services 0% coinsurance 20% coinsurance
after plan deductible after plan deductible
Gynecologist services 0% coinsurance 20% coinsurance
after plan deductible after plan deductible
Maternity and prenatal care visits No charge 20% coinsurance
after plan deductible
Allergy injections 0% coinsurance 20% coinsurance
after plan deductible after plan deductible
Telemedicine visit 0% coinsurance 20% coinsurance
after plan deductible after plan deductible
Retail clinic 0% coinsurance 20% colnsurance
after plen deductible after plan deductible
Nutritional Counseling 0% colnsurance 20% coinsurance
Limit 3 visits per year after plan deductible after plan deductible
Infartility 0% coinsurance {Office visit) after plan 20% coinsurance
Infertility benefits outlined in the deductible after plan deductible

Centificate of Coverage are unlimited, with

no age or cycles restrictions 0% coinsurance (Ambulatory Services
Outpatient) after plan deductible
0% coinsurance {Inpatient Hospital) after plan
deductible

CICI Flex HSA and Comb Munl/BS (01/2018) Effective Date: 7/2010

WoodbridgeFlax281263

FlaxPOS-CNT-HSA-20000/4200F-36-Combined 85730944




Lahoratory services

0% coinsurance

20% coinsurance

MRI, PET and CAT scan and nuclear
cardiology

Urgent care or other walk-in clinic

0% coinsurance

after plan deductible after plan deductible
Non-advanced radiology 0% coinsurance 20% coinsurance
X-ray, diagnostic after plan deductible after plan deductible
Advanced radiology 0% coinsurance 20% coinsurance
Hospital facility after plan deductible after plan deductible
MRI, PET and CAT scan and nuclear
cardiology
Advanced radiology 0% coiosurance 20% coinsurance
Stand-alone facility after plan deductible after plan deductible

Same as In-network benefit

0% coinsurance

after plan deductible

Emergency room 0% coinsurance Same a3 In-network benefit
after plan deductible

Ambulance 0% coinsurance Same as In-network benefit

20% coinsurance

to 200 visits

Home Health aide services limited to 80
visits that are applicable to the 200 visit
limit

Including room and board after plan deductible after plan deductible

Skilled nursing facilities 0% coinsurance 20% coinsurance

up to 120 days per year after plan deductible after plan deductible

Inpatient rehabilitation 0% coinsurance 20% coinsurance

up to 100 days per year after plan deductible after plan deductible

Private duty nursing 0% coinsurance 20% coinsurance

up to $15,000 per year after plan deductible after plan deductible

Otitpatient Hospltal : ember/pays Out-of:networ o

Hospital outpatient facilities 0% coinsurance 20% coinsurance
after plan deductible after plan deductible

Ambulatory surgical center 0% coinsurance 20% coinsurance
after plan deductible after plan deductible

Home health services 0% coinsurance 20% coinsurance

Mursing and therapeutic services limited | after plan deductible after plan deductible

CIC! Flex HSA and Comb MunliBS {01/2018) Effective Date: 7/2018

WoodbridgeFlex281283

FlaxPOS-CNT-HSA-2000i/4000F-98-Combined 85730944




Rehabiiitative services
up to 50 visits per year
includes services combined for physical,

0% coinsumnce
after plan deductible

intensive outpatient treatment and partial
hospitatization

after ptan deductible after plan deductible
Inpatient alcohol and substance 0% coinsurance 20% coinsurance
abuse treatment after plan deductible after plan deductible
Outpatient mental health, alcohol % coinsurance 20% coinsurance
and substance abuse treatment after plan deductible after plan deductible
office visits and home services
Outpatient mental hezlth, alcohol 0% coinsurznce 20% coinsurance
and substance abuse treatment after plan deductible after plan deductible

specialized formula pharmacy tier

=

e e

year.

your benefits.

for 2018.

0% coinsurance 20% coinsurance
inctuding prosthetics and after plan deductible after plan deductible
disposable medical supplies
Includes wigs prescribed by an oncologist
for a member suffeting hair loss as a result
of chemotherapy or radiation therapy up
to one wig per year
Diabetic equipment and supplles 0% coinsurance 20% coinsurance

after plan deductible after plan deductible
Modified food products and (% coinsurance 20% coinsurance

after plan deductible

after plan deductible

T R =T i

* This is a brief summary of benefits. Refer to your ConnectiCare Insurance Company, Inc. Certificate of Coverage for complete details on
benefits, conditions, limitations and exclusions, or consult with your benefits manager. All benefits described are per member per Contract

» If you have questions regarding your plan, visit our website at www.connecticare.com or call us at (860) 674-5757 or 1-800-251-7722,

+ Out-of-Network reimbursement is based on the maximum allowable amount. Members are responsible to pay any charges in excess of this
amount, Please refer to your ConnectiCare Insurance Company, Inc. Certificate of Coverage for more information.

+ Ifyou are a Massachusetts resident, please refer to your amendatory rider for Massachusetts mandated benefits for additional details of

» Ifyou are 8 Massachusetts resident, this plan alang with pharmacy services meets Massachusetts Minimum Creditable Coverage standards

CICI Flex HSA and Comb Munl/BS {01/2018} Effective Dates: T/2018

WoodbridgeFlax281263

FlexPOS-CNT-HSA-2000U4000F-96-Cambined 85730944




ConnectiCare

FlexPOS Combined Deductible Prescription Drug Plan for Use with Health Savings
Account (HSA) Benefit Summary

This is a brief summary of your prescription drug benefits. Refer to your Prescription Drug Rider for complete details on benefits, conditions,
limitations and exclusions, or consult with your benefits manager. All benefits described below are per member per Contract year,
Personalizad for: Woodbridge Town and BOE - HDHP

finetlh i

Covered prescription dru

] o

o | B

i s i

gs through retail Participating Pharmacies or our mail order service. Your Plen includes the following: Mandatory
Drug Substitution, Tiered Cost-Share Pragram, and Voluntary Mail Order Program.

e L_, A p

Your deductible

AL

copayments end coinsurance for medical
and pharmacy services)

{Out-of-pocket maximum is combined for
In and out-of-network)

(Deductible is combined for medical $4,000 Family $4,000 Femily
services and prescription drugs)

(Deductible is combined for In and

out-of-network)

Your out-of-pocket maximum $3,000 Individual $3,000 Individual
{Includes a combination of deductible, $6,000 Family $6,000 Family

Generle drugs
(Tier 1}

$5 copayment/prescription after plan
deductible

20% coinsurance after lan deductible

Preferred brand drugs
(Tier2)

525 copayment/prescription after plan
deductible

20% coinsurance after plan deductible

Non-preferred brand drugs

(Tier 3)

ANl

$40 copayment/prescription efter plan
deductible

20% coinsurance after plan deductible

(Tier 3)

Generic drugs $5 copayment/prescription after plan Not covered
(Tier 1) deductible
Preferred brand drugs $50 copayment/prescription afier plan Not covered
(Tier 2) deductible
Non-preferred brand drugs 580 copeyment/prescription after plan Not covered

deductible

CICI Flex HSA and Comb Munl/BS (01/20186) Effactive Date: 772018

WoodbridgeFlax281263

FlexPOS-CNT-HSA-2000/4000F-96-Combined 85730944
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Under this program covered prescription drugs and supplies are put into categories (i.e., liers) to designate how they are to be covered and
the member's cost-share. The placement of a drug or supply into one of the tiers is determined by the ConnectiCare Pharmacy Services
Department and approved by the ConnectiCare Pharmacy & Therapeutics Committee based on the drug's or supply’s clinical effectiveness
and cost, not on whether it is a generic drug or supply or brand name drug or supply.

Amounts paid by members because they must pay a price difference for a brand name drug do not count towards meeting any deductible,
coinsurance, copayment, or cost share maximum.

Maost Specialty drugs are dispensed through specialty pharmacies by mail, up to 30 day supply. Specialty pharmacies have the same member
cost share as ail other participating pharmacies and are not part of ConnectiCare's veluntary mail order program. The member cost share
for specialty pharmacy is different from the cost share for ConnectiCare's mail order program.

If you are a Massachusetts resident, please refer to your amendatory rider for Massachusetis mandated benefits for additional details of
your benefits.

CIC] Flex HSA and Comb Munl/iBS (01/2018) Effactive Date: 7/2018
WoodbridgsFlex281263
FlaxPOS-CNT-H8A-20001/4000F-96-Combinad 85730944




Certificate of Coverage

Full Dental Plan
With Rider(s) ABCD

Sl necesita ayuda en espaﬁol;p_ara entender este documento, : : =
puede solicitarla sin costo adicional, llamando al nidmero Allﬂ'lem- il
de servicio al cliente que aparece al dorso de su tarjeta de BlueCross BlueShield Bl. N
Identificacién o en el folleto de Inscripeidn.

it 5k Cross and Bl S s Utk satw o sthen Health P, i, Independent Bcarses nf e e Cruss od Bue Sield Assoctation, "ANTHEN i 2 registare trademark of Aathem Lnsurancs Compeia, foc. Thg EAS Cros g Byg Shiset rarees 3o
‘ymbots & rogtstenex| Feric of the e Cruss ard B Shiett Atsociation.
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BlueCross BlueShield Vav E”-.-

108 Leigus Road, Wallingford, CT 06492
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with RIDER(S) ABCD

Issued By:
Anthem Blue Cross and Blue Shield
108 Leigus Road
Wallingford, CT 06492

Woodbridge Board of Education
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2011-2012 MANDATES AMENDMENT

This Amendment changes provisions in, or adds provisions to, your

Flexible Dental
Full Dental Plan
Coinsurance Dental Plan
PPO Preventive Dental Plan
PPO Preventive Plus Dental Plan
USA Dental Plan

including any affected riders, endorsements or other amendments thereto, (hereinafter collectively, "Certificate™)
issued by "Anthem BCBS” as required by law. This Amendment is to be attached and form a part of your
Certificate. This Amendment does not extend, vary, change, or waive any of the terms, benefits, exclusions,
limitations, or conditions in the Certificate except as shown in this Amendment.

Dental Services or Procedures

Dental Benefits — : The Dental Benefits section of the your Dental Certificate is hereby amended with the
addition of the following:

IMPORTANT: If you opt to receive dental services or procedures that are not covered benefits under
this plan, a participating dental provider may charge you his or her usual and customary rate for such
services or procedures. Prior to providing you with dental services or procedures that are not covered
benefits, the dental provider should provide you with a treatment plan that includes each anticipated
service or procedure to be provided and the estimated cost of each such service or procedure. Te fully
understand your coverage, you may wish to review your evidence of coverage document.
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INTRODUCTION

“You” or “your” refers to the Covered Person or the Dependent of the Covered Person whoe is named on the
Identification (ID) Card. The Covered Person is the person for whom the group Contractholder has provided
coverage through his or her employment. The Dependent Member is a covered Dependent of the Covered Person.
The group Contractholder has contracted with us to provide coverage for its group Members and their Dependent
Members. “We,” “us,” and “our” refer to Anthem Blue Cross and Blue Shield (“Anthem BCBS™). Other terms are
defined in the “Definitions™ section of the Certificate.

Member Services / Customer Service

For information and assistance, a Member may call or write Anthem BCBS's Member Services / Customer Service.

Questions? Member Services / Customer Service is available to explain policies and
pracedures; and answer questions about available benefits or services.

Suggestions, Concerns, or We hope that you will always be satisfied with the level of service provided

Complaints: to you and your family. We realize, however, that there may be times when
problems arise and miscommunications occur which may lead to feelings of
dissatisfaction. As a Member, you have the right to express any
dissatisfaction, suggestions, or concerns to us. Please contact Member
Services / Customer Service to tell us your problem and we will work to
resolve it for you as quickly as possible.

Member Services / Customer Toll free in and outside of Connecticut — 1 (800) 545-0948

Service Telephone Number:
The Member Services / Customer Service telephone number is also on your
Identification (ID) Card.

Home Office Address: You may visit our home office during normal business hours

Anthem Blue Cross and Blue Shield
108 Leigus Road, Wallingford, CT 06492

Normal Business hours: Monday through Friday — 8:00 a.m. to 5:00 p.m.
When contacting us, please have your group; and ID numbers from your ID Card available. If your questions

involve a claim; we will need to know the date of the service, kind of service, the name of the Provider and the
charges involved.

How to Obtain Language Assistance

Anthem BCBS is committed to communicating with our Members about their health plan, regardless of their
language. Anthem BCBS employs a language line interpretation service for use by all of our Member Services /
Customer Service call centers. Simply call the Member Services / Customer Service phone number on the back of
your ID card and a representative will be able to assist you. Translation of written materials about your benefits can
also be requested by contacting Member Services / Customer Service. TTY/TDD services also are available by
dialing 711. A special operator will contact Anthem to help with member needs.
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SCHEDULE OF DENTAL BENEFITS

Full Dental Services

BENEFITS

IN-NETWORK SERVICES

FULL SERVICE BASIC BENEFITS

100% of the Maximum Allowable Amount

COVERED SERVICES

IN-NETWORK SERVICES

Oral examination, including Treatment Plan

Bitewing x-rays

1 series of 2 per Member per Calendar Year

Periapical x-rays

Topical fluoride application

2 per Member per Calendar Year
for Members under age 19

Prophylaxis (cleaning) or periodontal maintenance
procedure

Combination of 2 per Member per Calendar Year

Relining of dentures

1 per Member in any 2 consecutive years

Repairs of braken removable dentures

1 repair per Member per Calendar Year

Palliative emergency treatment

Routine fillings

1 per tooth surface in any consecutive 12-month period

Stainless steel crowns (primary teeth)*

1 per tooth in 5 years

Simple extractions**

Endodontics, including pulpotomy, direct pulp capping
and root canal therapy (excluding restoration)

- Payment for an inlay, onlay or crown will equal the amount payable for a three-surface amalgam filling
when the Member is not covered by Rider A - Additional Basic Benefits.

wk

Payment for a surgical extraction or a hemisection with root removal will equal the amount payable for a

simple extraction when the Member is not covered by Rider A - Additional Basic Benefits.

Form: 1043




Participating Dentist Benefits

Anthem BCBS will pay the lesser of the Dentist's usual charge or the Maximum Allowable Amount as determined
by Anthem BCBS. The Participating Dentist will accept Anthem BCBS's payment in full and make ne additional
charge to the Member, except as otherwise specified in this Section.

Non-Participating Dentist Benefits

Anthem BCBS will pay the Maximum Allowable Amount as determined by Anthem BCBS. The Member is
responsible for any difference between the amount paid by Anthem BCBS and the fee charged by the Dentist.
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DEFINITIONS

ACTIVELY AT WORK: The term Actively At Work means the employee must work at the employer group’s
place of business or at such place(s) as normal business requires. The employee must perform all duties of the job
as required of a full-time, employee working 30 or more hours per week on a regularly scheduled basis (unless
otherwise agreed upon by Anthem BCBS and the Policyholder). Eligible employees who do not satisfy the criteria,
solely due to a health-related reason, are considered Actively At Work for purposes of initial eligibility under the
Benefit Program.,

ANTHEM BCBS: The term Anthem BCBS means Anthem Health Plans, Inc. doing business as Anthem Blue
Cross and Blue Shield an independent licensee of the Blue Cross and Blue Shield Association or its agents,
representatives, contractors, subcontractors or affiliates.

BENEFIT PERIOD: The term Benefit Period means the consecutive extent of time for which benefits are payable.
Unless otherwise defined as a period of days in the Schedule of Benefits, the Benefit Period is the period established
in the Policy Section: Acceptance.

BENEFIT PROGRAM: The term Benefit Program means the program of Dental Care benefits identified on the
cover page of this Policy and described herein.

CALENDAR YEAR: The term Calendar Year means a year beginning on January 1 and ending on December 31
of the same year. The first Calendar Year will begin on the Policy Effective Date and end on December 31 of the
same year.

CERTIFICATE: The term Certificate means this document, which describes the rights, benefits, terms, conditions
and limitations of the coverage available to Covered Persons and eligible Dependents, including the Schedule of
Benefits, the Membership application, rate page and any Riders and amendments thereto.

C.G.S.: The term C.G.S. means Connecticut General Statutes, as amended from time to time.

COINSURANCE: The term coinsurance means the fixed percentage of the Maximum Allowable Amount for
Covered Services which the Member is required to pay as shown in the Schedule of Benefits.

COST SHARE (COST SHARING): The term Cost-Share means the amount which the Member is required to pay
for Covered Services.

COVERED PERSON: The term Covered Person means an Eligible Person as defined in the Eligibility Section,
who has been accepted for membership under this Policy.

COVERED SERVICE: The term Covered Service means services, supplies or treatment as described in this
Certificate. To be a Covered Service, the service, supply or treatment must be:

Medically Necessary or otherwise specifically included as a benefit under this certificate.

Within the scope of the license of the Provider performing the service,

Rendered while coverage under this Certificate is in force.

Not Experimental or Investigational or otherwise excluded or limited by the Certificate,

Authorized in advance by Anthem BCBS if such Prior Authorization is required under the Certificate,

sanop

CREDITABLE COVERAGE (PROOF OF PRIOR COVERAGE): The term Creditable Coverage means health
coverage provided through an individual policy, a self-funded or fully insured group health plan offered by a public
or private employer, Medicare, Medical Assistance, General Assistance Medical Care, the Civilian Health and
Medical Program of the Uniformed Services (CHAMPUS), Federal Employees Health Benefit Plan (FEHBP),
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Medical Care Program of the Indian Health Service of a tribal organization, a state health benefit risk pool, a State
Children's Health Insurance Program (S-CHIP), a qualified Public Health Plan or a Peace Corp health plan.

DENTAL CONSULTANT: The term Dental Consultant means a Dentist who has agreed to provide consulting
services in connection with a covered dental treatment or service.

DENTAL EMERGENCY: The term Dental Emergency means acute pain or a condition requiring immediate
treatment of the oral condition but does not produce a definitive cure including, but not limited to, any diagnostic
and palliative procedures to:

a, stop bleeding;
b. open and clean an infection; and/or
¢. relieve pain.

DENTIST: The term Dentist means any licensed Dentist (D.D.S., D.M.D.) who is actively engaged in the practice
of Dentistry, including but not limited to the following:

a. Endodontist: a Dentist whose practice is limited to treating disease and injuries of the pulp and associated
periradicular conditions.

b. Periodontist: a Dentist whose practice is limited to the treatment of diseases of the supporting and
surrounding tissues of the teeth,

¢. Prosthodontist: a Dentist whose practice is limited to the restoration of the natural teeth and/or the
replacement of missing teeth with artificial substitutes,

DENTISTRY: The term Dentistry {Dental Care) means:

the diagnosis and treatment of diseases or lesions of the mouth and surrounding and associated structures;
replacement of lost teeth by artificial ones;

the diagnosis or correction of malposition of the teeth; or

the furnishing, supplying constructing, reproducing or repairing any prosthetic denture, bridge appliance or
any other structure to be womn in the mouth; or the placement or adjustment of such appliance or structure
in the human mouth.

o ow

DEPENDENT: The term Dependent means an Eligible Dependent as defined in the Policy Section: Eligibility.

EFFECTIVE DATE: The term Effective Date means the date upon which the Member is eligible to receive
benefits under the Policy as provided in the Eligibility Section.

ELIGIBILITY: The term Eligibility means qualifying for coverage according to the Policy description of Eligible
Person or Eligible Dependent.

EXPERIMENTAL OR INVESTIGATIONAL: The term Experimental or Investigational means any drug,
biclogic, device, diagnostic, product, equipment, procedure, treatment, service or supply used in or directly related
to the diagnosis, evaluation, or treatment of a disease, injury, illness, or other health condition which Anthem BCBS
determines in its sole discretion to be Experimental or Investigational.

A. Anthem BCBS will deem any drug, biologic, device, diagnostic, product, equipment, procedure, treatment,
service or supply to be Experimental or Investigational if it determines that one or more of the following criteria
apply when the service is rendered with respect to the use for which benefits are sought.

The drug, biologic, device, diagnostic, product, equipment, procedure, treatment, service or supply:
1. Cannot be legally marketed in the United States without the final approval of the Food and Drug

Administration (“FDA") or any other state or federal regulatory agency and such final approval has not
been granted; or
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Has been determined by the FDA to be contraindicated for the specific use; or

Is provided as part of a clinical research protocol or clinical trial or is provided in any other manner that is
intended to evaluated the safety, toxicity or efficacy of the drug, biologic, device, diagnostic, product,
equipment, procedure, treatment, service or supply as Experimental or Investigational or otherwise indicate
that the safety, toxicity or efficacy of the drug, biologic, device, diagnostic, product, equipment, procedure,
treatment, service or supply is under evaluation.

B. Any service not deemed Experimental or Investigational based on the criteria in subsection A. may still be
deemed to be Experimental or Investigational by Anthem BCBS, In determining whether a service is
Experimental or Investigational, Anthem BCBS will consider the information described in subsection C and
assess the following:

1.

2.

Whether the scientific evidence is conclusory concerning the effects of the service or health outcomes;

Whether the evidence demonstrates the service improves the net health outcomes of the total population for
whom the service might be proposed by producing beneficial effects that outweigh any harmful effects.

Whether the evidence demonstrated the service has been shown to be as beneficial for the total population
for whom the service might be proposed as any established alternatives;

Whether the evidences demonstrates the service has been shown to improve the net health outcomes of the
total population of whom the service might be proposed under the usual conditions of medical practice
outside clinical investipatory settings,

C. The information considered or evaluated by Anthem BCBS to determine whether a drug, biologic, device,
diagnostic, product, equipment, procedure, treatment, service or supply is Experimental of Investigational under
subsections A. and B. may include one or more items from the following list which is not all inclusive;

1.

2.

7.

Published authoritative, peer-reviewed medical or scientific literature, or the absence thereof; or
Evaluations of national medical associations, consensus panels. And other technology evaluation bodies; or
Documents issued by and/or filed with the FDA or other federal, state or local agency with the authority to
approve, regulate, or investigate the use of drug; biologic; device; diagnostic; product; equipment;
procedure; treatment; service; or supply; or

Documents of an IRB or other similar body performing substantially the same function; or

Consent document(s) used by the treating physician, other medical professionals, or facilities or by other
treating physicians, other medical professionals or facilities studying substantially the same drug; biologic;
device; diagnostic; product; equipment; procedure; treatment; service; or supply; or

The written protocol(s) used by the treating physicians, other medical professionals, or facilities or by other
treating physicians, other medica! professionals or facilities studying substantially the same drug; biologic;
device; diagnostic; product; equipment; procedure; treatment; service; or supply; or

Medical records; or

The opinions of consulting providers and other experts in the field.

D. Anthem BCBS has the sole authority and discretion to identify and weigh all information and determine all
questions pertaining to whether a drug; biologic; device; diagnostic; product; equipment; procedure; treatment;
service; or supply is Experimental or Investigational.
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Notwithstanding the above, services or supplies will not be considered Experimental in the have successfully
completed a Phase IIT clinical trial of the Federal Food and Drug Administration, for the illness or condition
being treated, or the diagnosis for which it is being prescribed.

In addition, services and supplies for Routine Patient Care Costs in connection with a Cancer Clinical Trial will
not be considered Experimental.

MAXIMUM ALLOWABLE AMOUNT: The term Maximum Allowable Amount means for each of the
following:

a. Paricipating Dentist: Except as otherwise provided by law, an amount agreed upon by Anthem BCBS and
a Participating Dentist as full compensation for Covered Services provided to a Member. When applicable,
it is the Member's obligation to pay cost-shares as a component of this Maximum Allowable Amount. The
amount Anthem BCBS will pay for Covered Services will be the Maximum Allowable Amount or the
billed charges, whichever is lower.

b. Non-Participating Dentists: Except as otherwise required by law, a reasonable amount as determined by
Anthem BCBS after consideration of such industry cost, reimbursement and utilization data and indices as
Anthem BCBS deems appropriate in its discretion, which is assigned as reimbursement for Covered
Services provided to a Member, or an amount negotiated with a Non-Participating Provider for Covered
Services provided to a Member. The amount Anthem BCBS will pay for Covered Services will be the
Maximum Allowable Amount or the billed charges, whichever is lower.

It is the Member’s obligation to pay Cost-Shares as a component of this Maximum Allowable Amount and amounts
in excess of the Maximum Allowable Amount. Please note that the Maximum Allowable Amount may be greater or
less than the Participating Dentist’s or Non-Participating Dentist’s billed charges for the Covered Services.

Anthem BCBS shall have discretionary authority to establish, as it deems appropriate, the Maximum Allowable
Amount under the Policy.

MEDICALLY NECESSARY (MEDICAL NECESSARY CARE, MEDICAL NECESSITY): The terms
Medically Necessary (Medically Necessary Care, Medical Necessity) mean health care services that a physician,
exercising prudent clinical judgment, would provide to a patient for the purpose of preventing, evaluating,
diagnosing or treating an illness, injury, disease or its symptoms, and that are:

a. Inaccordance with generally accepted standards of medical practice;

b. clinically appropriate, in terms of type, frequency, extent, site and duration and considered effective for the
patient's illness, injury or disease; and

c. not primarily for the convenience of the patient, physician or other health care provider and not more costly
than an alternative service or sequence of services at least as likely to produce equivalent therapeutic or
diagnostic results as to the diagnosis or treatment of that patient's illness, injury or disease.

For the purposes of this subsection, "generally accepted standards of medical practice" means standards that are
based on credible scientific evidence published in peer-reviewed medical literature generally recognized by the
relevant medical community or otherwise consistent with the standards set forth in policy issues involving clinical
judgment,

MEDICARE: The term Medicare means the program of health care for the aged and disabled established by Title
XVIII of the Social Security Act of 1965, as amended.

MEMBER: The term Member means either the Covered Person or an Eligible Dependent.

NON-PARTICIPATING DENTIST: The term Non-Participating Dentist means any appropriately licensed
Dentist who is not a Participating Dentist under the terms of the Policy.
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OPEN ENROLLMENT PERIOD: The term Open Enrcllment Period means the period of time during which an
Employer Group allows employees to select group health coverage.

ORTHODONTICS: The term Orthodontics means any medical service or supply; or dental service or supply
furnished to prevent or to diagnose or to correct a misalignment: of the teeth; the bite; or of the jaw or jaw joint
relationship whether or not for the purpose of relieving pain.

PARTICIPATING DENTIST: The term Participating Dentist means any appropriately licensed Dentist
designated and accepted as a Participating Dentist by Anthem BCBS to provide Covered Services to Members under
the terms of the Policy.

PLAN: The term Plan means any plan which provides benefits or services for hospital, medical/surgical, or other
health care diagnosis or treatment on a group basis. Examples of group plans include but are not limited to: group or
fraternal blanket insurance; group practice; individual practice; other Blue Cross and/or Blue Shield Plans; labor-
management trustee plan; union welfare plan; employer organization plan; employee benefit organization plan.

POLICY: The term Policy means this document, which describes the rights, benefits, terms, conditions and
limitations of the coverage available to the Member and eligible Dependents, including schedules, the membership
application, health statement, rate page, any riders and any amendments thereto.

PROOF: The term Proof means any information that may be required by Anthem BCBS in order to satisfactorily
determine a Member's eligibility or compliance with any provision of this Benefit Program.

PROSTHETIC DEVICE: The term Prosthetic Device means any device or appliance replacing one or more
missing teeth and/or required associated structures.

REMITTING AGENT: The term Remitting Agent means any individual, Covered Person, partnership, association
or corporation which, as agent for the policyholder, has agreed to coliect and remit to Anthem BCBS the premiums
payable hereunder. Such Remitting Agent may be the Covered Person’s Employer Group or may represent such
Employer Group. In no case, however, shall the Remitting Agent be or be construed to be the agent of Anthem
BCBS.

RIDER: The term Rider means an additional benefit of this Benefit Program, which has been purchased by the
Employer Group.

SUBCONTRACTOR: The term Subcontractor means an entity with which Anthem BCBS may subcontract
particular services to such as organizations or entities that have specialized expertise in certain areas. This may
include but is not limited to prescription drgs and mental health/behavioral health and substance abuse services.
Such subcontracted organizations or entities may make benefit determinations and/or perform administrative, claims
paying, or custotner service duties on Anthem BCBS’s behalf.

TOTALLY DISABLED: The term Totally Disabled means that because of an injury or disease the Covered
Person is unable to perform the duties of any occupation for which the Covered Person is suited by reason of
education, training or experience,

A Dependent will be considered Totally Disabled if because of an injury or disease he or she is unable to engage in
substantially all of the normal activities of persons of like age and sex in good health.

Anthem BCBS will determine if a Member is Totally Disabled under the terms of the Policy. The Covered Person
must provide proof of continued disability if Anthem BCBS requests it.

TREATMENT PLAN: The term Treatment Plan means a written report showing the diagnosis and recommended
treatment of any dentsal disease, defect or injury prepared for a Member by a Dentist as a result of any examination
made by such Dentist while the Member is covered under this Policy. A Treatment Plan for pre-determination of
benefits may be submitted if the anticipated Covered Services in a course of treatment exceed $200.
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ELIGIBILITY

Eligible Person

An Eligible Person is;

1.

a current employee who is employed full time, defined as working at least 30 hours a week on a regularly
scheduled basis (unless otherwise mutually agreed upon by Anthem BCBS and the Policyholder) and who is
Actively At Work on the date of eligibility for benefits for Covered Services is to be effective, or

a current employee who is not Actively At Work due to a work related injury and the employee is receiving
Worker’s Compensation benefits under the former employer’s Worker’s Compensation plan, or

a former employee who elects to continue enrollment as required by the Consolidated Omnibus Budget
Reconciliation Act of 1985, as amended, or under the Connecticut Continuation Rights, C.G.S. 38a-554, or

a retiree of the Policyholder who meets the Policyholder’s criteria for Eligibility for group coverage, who is
entitled to group health coverage under a trust agreement or comparable agreement, and who is eligible for
benefits for Covered Services under this Policy by mutual agreement of Anthem BCBS and the Policyholder.

If you return from full-time active service following a call to active military duty, no waiting period applies.
You and eligible family members can reenroll in the Plan, provided you apply for reemployment within the time
period permitted by the Uniformed Services Employment and Reemployment Act. The time period allowed for
reemployment depends on the length of your active military duty. To reenroll in the Plan, your application must
be received within 31 days of your reemployment date. Coverage will be effective on the effective date of your
reemployment.

Eligible Dependent

An Eligible Dependent is:

1.

2.

the lawful spouse of the Covered Person under a legally valid, existing marriage, or civil union, or

the unmarried, under age 26, dependent child of the Covered Person or lawful spouse, including a step-child, a
child legally placed for adoption and a legally adopted child, or

the unmarried, under age 26, dependent child for whom the Covered Person or lawfiul spouse has been
appointed by the court as legal guardian or for whom the Covered Person or lawful spouse has been designated
as the responsible party under a Qualified Medical Child Support Order, or

a newborn infant of a Covered Person or enrolled Dependent who shall be eligible for benefits for Covered
Services from birth through age 31 days under the Policy of their parent, subject to any applicable managed care
or managed benefits provisions of this Policy. An infant age 32 days or over who meets the criteria in B.2. or
B.3. is eligible for benefits for Covered Services as a dependent child, or

The unmarried, disabled dependent child of the Covered Person or lawful spouse. Disabled means that the child
is incapable of sustaining employment by reason of physical or mental handicap. The disabled child may
continue as a Dependent beyond the age limit set forth in this Policy provided:
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a. proof of disability is submitted and accepted by Anthem BCBS within 31 days of the date the child’s
Eligibility for benefits for Covered Services would have terminated in the absence of such disability for
whom Anthem BCBS may require proof of disability no moere than annually thereafter, and

b. the child became disabled prior to the age limit for a Dependent child set forth in the Policy under which
the child was eligible for benefits for Covered Services, and

c. the child had comparable coverage as a dependent at the time of application for Eligibility for benefits for
Covered Services, and

The dependent child age limits shall be extended beyond the aforementioned ages if Anthem BCBS and
Policyhelders have mutually agreed upon such an extension.

6. Qualified Medical Child Support Orders (QMCSO) - A Dependent child may become eligible for benefits for
Covered Services as a consequence of a domestic relations order issued by a state court to a divorced parent
who is a Member. Enrollment may be required even in circumstances in which the child was not previcusly
enrolled under this Policy and might not otherwise be eligible for coverage. For further information concerning
medical child support orders, and the employer group's procedures for implementing such orders, the Member
should contact the employer group's benefits coordinator or the administrator of the employer group's health
care benefits plan.

Initial Date Of Eligibility And Effective Date

1. Ifan annval open enrollment period is mutually agreed to by Anthem BCBS and the Policyholder, applications
from Eligible Persons and their dependents shall be effective as of the Policy renewal date provided such
applications are submitted and accepted by Anthem BCBS in advance of the renewal date. Applications
received or accepted after the renewal date shall not be considered until the next annual open enrollment period.

2. Applications from newly Eligible Persons and newly Eligible Dependents may be submitted in advance of the
initial date of Eligibility; however, benefits of Covered Services shall not be effective prior to the initial date of
Eligibility. Applications received or accepted by Anthem BCBS more than 31 days from the initial date of
Eligibility shall not be considered until the next annual open enrollment period.

The initial date of Eligibility of newly Eligible Persons and newly Eligible Dependents are as follows:

a. New hires and their dependents are initially eligible on the first of the month following the employee’s
completion of 30 days of being Actively AT Work (unless a different waiting period has been mutually
agreed upon by Anthem BCBS and the Policyholder).

b. New spouses and new step-children are initially eligible the first of the month following the date of the
marriage of the new spouse to the Covered Person, provided Anthem BCBS receives an application for
coverage Anthem BCBS must receive an applicable for coverage within 30 days of the marriage.

¢. Newbom children of the Covered Person or lawful spouse are initially eligible as of the moment of birth.
For coverage to continue beyond the first 31 days of life Anthem BCBS mmust receive an application for
coverage within 31 days of the child’s birth.

d. Newly adopted children and children placed for adoption are initially eligible as of the date they enter the
household of the Covered Person or lawful spouse. For coverage to continue beyond the first 31 days
following placement Anthem BCBS must receive an application for coverage within 31 days of placement.

e. Dependent children for whom the Covered Person or lawful spouse has been appointed by the court of law
as legal guardian or the responsible party under a Qualified Medical Child Support Order are initially
eligible as of the date of the court order is in effect. For coverage to continue beyond the first 30 days

10
Form: 1043




following the appointment, Anthem BCBS must receive an application for coverage within 30 days of the
date the court order is in effect.

f. Employees returning from the military service must reenrcll in the Plan within 31 days from the
reemployment date. Coverage will be effective upon the date of your reemployment.

3. A Member shall complete and submit to Anthem BCBS such applications or other forms or statements as
Anthem BCBS may reasonably request. A Member guarantees that all information contained therein shall be
true, correct, and complete to the best of the Member's knowledge and belief and the Member accepts that all
rights to benefits under this Policy are conditional upon said guarantees. No statement by the Member in his or
her application shall void Eligibility or be used in any legal proceeding unless such application or an exact copy
thereof is included in or attached to any Certificate of Coverage.

Eligibility Requirements

1. The Policyholder agrees that retroactive credits, additions, deletions or refunds must be approved by Anthem
BCBS.

2. The Policyholder agrees upon request to furnish to Anthem BCBS such information as may be required for
underwriting review and to permit an audit of employment records by Anthem BCBS representatives to ensure
compliance with underwriting requirements.

3. C.G.S. Section 38a-541 requires that when both the Eligible Person and spouse are employed by the same
employer and by reason of employment both participate in the group insurance plan, the benefits described in
this Policy will be available to each spouse both as a dependent and as an employee. In no event shall benefits
provided under this Policy exceed 100% of charges for covered expenses or services.

4. 1f the Covered Person is not Actively at Work on the date upon which coverage would otherwise become
effective for the Covered Person, the Effective Date of coverage for that Covered Person and Dependents will
be deferred until the date that the employee is Actively AT Work.

5. Anthem BCBS has the right to terminate this Policy pursuant to the General Provisions Section, of this Policy,
Subsection D.]. of this Policy, if the Policyholder at any time does not meet the eligibility requirements
specified in paragraph D.1. above.
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DENTAL BENEFITS

The following conditions apply to the description of Covered Services referenced in this section:

a,

All Covered Services and Benefits are subject to the conditions, exclusions, limitations, terms and
provisions of this Certificate, including any attachments and riders.

To receive maximum benefits for Covered Services, you must follow the terms of the Certificate,
including, if applicable, receipt of care from your primary care physician, use of in-network providers, and
obtaining any required Pricr Authorization.

Benefits for Covered Services are based on the Maximum Allowable Amount for such service.

If you have an Out-Of-Network benefit and use a non-network Provider, you are responsible for the
difference between the non-network Provider’s charge and the Maximum Allowable Amount, in addition to
any applicable Copayment or Deductible. Anthem BCBS cannot prohibit non-network Providers from
billing you for the difference in the non-network Provider’s charge and the Maximum Allowable Amount.
If you do not have an Out-Of-Network benefit, your entire claim will be denied.

Benefits for Covered Services may be payable subject to an approved treatment plan created under the
terms of the Certificate.

Anthem BCBS’s payment for Covered Services will be limited by any applicable Copayment, Deductible
or annual or lifetime payment limit in the Certificate, including the Schedule of Benefits.

The fact that a Provider may prescribe, order, recommend or approve & service, treatment or supply does
not make it Medically Necessary or a Covered Service and does not guarantee payment.

Anthem BCBS bases its decisions about referrals, Prior Authorization, Medical Necessity, experimental
services and new technology on medical policy developed by Anthem BCBS. Anthem BCBS may also
consider published peer-review medical literature, opinions of experts and the recommendations of
nationally recognized public and private organizations which review the medical effectiveness of health
care services and technology.

Dental Provisions

Benefit Program Description

The following provisions apply to the Dental Benefits under this Plan.

1%

The Member is guaranteed the Maximum Allowable Amount when Covered Services are rendered by a
Participating Dentist.

Benefit maximums are shown on the Schedule of Benefits.

Subject to the applicable Co-Pay amounts, the maximum amount of benefits payable for each Member ina
Calendar Year is shown in the Schedule of Benefits.

The Dental Benefits listed in the Schedule of Benefits are subject to the following qualifications:

12
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1. Initial Oral Examinations, Diagnosis, and Full Mouth Series of X-rays or Panoramic X-ray with or without
Bitewings — Anthem BCBS will provide benefits once per Member in any three consecutive Calendar
Years.

2. Topical Fluoride Application for Member under Age 19. Anthem BCBS will provide benefits for two per
Member per Calendar Year,

3. Bitewing X-rays — One series of two Bitewing X-rays per Member per Calendar Year.
4. Periapical X-rays.

5. Prophylaxis (cleaning} or Periodontal Maintenance Procedure, including oral hygiene instruction: Twice
per Member per Calendar Year. Benefits for Covered Services will not be provided for a combination of
more than two (1 prophylaxis and 1 periodontal maintenance procedure or 2 prophylaxis or 2 periodontal
maintenance procedures) in the same Calendar Year.

6. Palliative Emergency Treatment — Anthem BCBS will provide benefits for the following services, when
rendered on a non-scheduled, emergency basis (not payable when other services are performed on the same
date):

Placement of sedative dressings;

Treatment of acute oral infections;

Prescribing of drugs for pain and/or infection;

Opening of pulp chamber to relieve pain (not part of endodontic procedure).

7. Fillings — Anthem BCBS will provide benefits for the following:
Amalgam restoration: one per tooth in any consecutive twelve-month period.

8. Endodontics, including Pulpotomy and Direct Pulp Capping and Root Canal Treatment — Anthem BCBS
will provide benefits for pulpotomy and direct pulp capping but not when a root canal or extraction is
performed on the same tooth within three months. Anthem BCBS will provide benefits for root canal
treatment once per tooth in a Member's lifetime.

9. Relining of Dentures — Anthem BCBS will provide benefits once per Member in any two consecutive
Calendar Years for a denture reline. Anthem BCBS will not provide benefits for a denture reline within the
first twelve months following placement.

10. Repair of Dentures — Anthemn BCBS will provide benefits once per Member in any one Calendar Year for a
simple denture repair. Anthem BCBS will not pravide benefits for extensive reconstruction for the addition
of teeth to an existing denture, unless the Member is enrolled in Amendatory Rider B.

11. Stainless Steel Crowns — Anthem BCBS will provide benefits for stainless steel crowns placed on primary
teeth,

Other Provisions

1. If during the course of treatment, a case is transferred from one Dentist to another Dentist, or if more than one
Dentist renders services for one procedure, Anthem BCBS will provide benefits only in the amount it would
have paid if one Dentist had rendered the services.

2. Anthem BCBS reserves the right to review any of the services (s) on a submitted claim to determine which
service(s) is/are Covered Services, which service(s) is/are eligible for reimbursement and the applicable amount
of reimbursement for such Covered Service(s).
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DENTAL — ADDITIONAL BASIC BENEFITS

Amendatory Rider A

It is agreed this Policy is amended as follows:

A. In addition to the services listed in the Schedule of Dental Benefits, Anthem BCBS will provide benefits for the

following:
COVERED SERVICES IN-NETWORK SERVICES
Inlays (not part of bridge) 1 per tooth every 5 Calendar Years
Onlays (not part of bridge) 1 per tooth every 5 Calendar Years
Crowns (not part of bridge) 1 per tooth every 5 Calendar Years

Space Maintainers

Oral surgery consisting of:

fracture and dislocation treatment;
diagnosis and treatment of cyst and abscesses;
surgical extractions and impaction; and

Apicoectomy

B. The dental services listed above are subject to the following:

1. Individual Crowns, Inlays and Onlays — Anthem BCBS will provide benefits for these procedures only
when amalgam or synthetic fillings would not be satisfactory for the retention of the tooth, as determined
by Anthem BCBS.

2. Crowns — On anterior or bicuspid teeth, benefits will be available for porcelain or porcelain fused to metal
crowns when determined to be a Covered Service by Anthem BCBS. On a molar, benefits will be available
for a metal crown only and when determined to be a Covered Service by Anthem BCBS.

3. Anthem BCBS will not provide benefits for a replacement which is provided less than five years following
a placement or replacement that was covered under this Policy. Anthem BCBS will not provide benefits
for individual crowns, inlays or onlays placed to alter vertical dimension, for the purpose of precision
attachment of dentures, or when they are splinted together for any reason.

C. Ifthere is no coverage provided under this Policy to a Member under Dental Prosthodontics — Rider B, benefits
will not be provided for the following type of crowns, inlays or onlays, but only when there is clinical evidence,
as determined by Anthem BCBS, that fillings would not be satisfactory for the retention of the tooth, and the
service is an initial placement. There is no coverage for replacement of an existing bridge.

e  One tooth on either side or two teeth on one side of a replacement for missing teeth, as part of a fixed
bridge.

e No benefits will be provided for the tooth replacement.
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Participating Dentist Benefits

Anthem BCBS will pay the lesser of 50% of the Dentist’s usual charge or 50% of the Maximum Allowable Amount,
as determined by Anthem BCBS. The Participating Dentist will accept the allowance upon which the payment is
based as payment in full and will make no additional charges to the Member except for the remaining Coinsurance
balance.

Non-Participating Dentist Benefits

Anthem BCBS will pay 50% of the Maximum Allowable Amount, as determined by Anthem BCBS. The Member
is responsible for any difference between the amount paid by Anthem BCBS and the fee charged by the Dentist.

Except as amended the Policy remains unchanged.
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DENTAL — PROSTHODONTICS

Amendatory Rider B

It is agreed this Policy is amended as follows:

A. In addition to the services listed in the Schedule of Dental Benefits, Anthem BCBS will provide benefits for the
following:

Prosthetic services consisting of:

s  Dentures, full and partial
s  Bridges, fixed (including bridge abutments and pontics) and removable; and
s Addition of teeth to partial dentures to replace extracted teeth.

B. The dental services listed above are subject to the following:

1. Anthem BCBS will provide benefits for standard procedures for prosthetic services, as determined by
Anthem BCBS. For fixed bridges (including bridge abutments and pontics), Anthem BCBS will provide
benefits for the replacement of missing teeth and for one tooth on either side or two teeth on one side of the
replacement. Anthem BCBS will not provide benefits for a denture or bridge replacement which is
provided less than five years following a placement or replacement which was covered under this Policy.
Anthem BCBS will not provide benefits for crowns splinted together for any reason.,

2. Anthem BCBS will not provide benefits for a denture or bridge replacement which is provided less than
five years following a placement or replacement that was covered under this Policy.

3. Anthem BCBS will not provide benefits for crowns splinted together for any reason including periodontal
stabilization.

Participating Dentist Benefits

Anthem BCBS will pay the less of 50% of the Dentist’s usual charge or 50% of the Maximum Allowable Amount,
as determined by Anthem BCBS. Except as otherwise specified in this Section B.2. above, the Participating Dentist
will accept the allowance upon which the payment is based as payment in full and will make no additional charge to
the Member except for the remaining Coinsurance balance,

Non-Participating Dentist Benefits

Anthem BCBS will pay 50% of the Maximum Allowable Amount as determined by Anthem BCBS. The Member is
responsible for any difference between the amount paid by Anthem BCBS and the fee charged by the Dentist.

Except as amended the Policy remains unchanged.
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DENTAL - PERIODONTICS

Amendatory Rider C

It is agreed this Policy is amended as follows:

In addition to the services listed in the Schedule of Dental Benefits, Anthem BCBS will provide benefits for the
following Periodontic services consisting of:

Gingival curettage

Gingivectomy and gingivoplasty

Osseous surgery, including flap entry and closure
Mucogingivoplastic surgery

Management of acute infection and oral lesions

The maximum amount payable for periodontic services is $500.00 per Member per Calendar Year.

Participating Dentist Benefits

Anthemn BCBS will pay the lesser of 50% of the Dentist’s usual charge or 50% of the Maximum Allowable Amount,
as determined by Anthem BCBS, up to the Calendar Year maximum indicated above. The Participating Dentist will
accept the allowance upon which the payment is based as payment is full and make no additional charge to the
Member except for the remaining Coinsurance balance and any amount over the Calendar Year maximum.

Non-Participating Dentist Benefits

Anthem BCBS will pay 50% of the Maximum Allowable Amount, as determined by Anthem BCBS, up to the
Calendar Year maximum indicated above. The Member is responsible for any difference between the amount paid
by Anthem BCBS and the fee charged by the Dentist.

Except as amended, the Policy remains unchanged.
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DENTAL - ORTHODONTICS

Amendatory Rider D

It is agreed this Policy is amended as follows:

In addition to the services listed in the Schedule of Dental Benefits, Anthem BCBS will provide benefits for the
following:

Orthodontic Services — Anthem BCBS will provide benefits for Orthodontic Services for handicapping
malocclusion for a Member under age 19, consisting of the installation of orthodontic appliances and
orthodontic treatments concerned with the reduction or elimination of an existing malocclusion through the
correction of malposed teeth.

The amount payable for orthodentic services is $600.00 per Member per lifetime.

Benefits will be paid in installments over the period of active treatment (not including retention). If coverage
under this Amendatory Rider becomes effective after treatment begins or is terminated before treatment ends,
benefits will be reduced proportionately for the period of time this Amendatory Rider is in effect. Anthem
BCBS will determine the payment formula and prorate the benefits for the appropriate length of active
treatment.

Participating Dentist Benefits

Anthem BCBS will pay the lesser of 60% of the Participating Dentist’s usual charge or 60% of the Maximum
Allowable Amount, as determined by Anthem BCBS, up to the lifetime maximum indicated above.

Non-Participating Dentist Benefits

Anthem BCBS will pay the lesser 60% of the Maximum Allowable Amount, as determined by Anthem BCBS, up to
the applicable lifetime maximum benefit. The Member is responsible for any difference between the amount paid
by Anthem BCBS and the fee charged by the Dentist.

Except as amended, the Policy remains unchanged.
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EXCLUSIONS, CONDITIONS AND LIMITATIONS

In addition to the other limitations, conditions and exclusions set forth elsewhere in this Certificate, no benefits will
be provided for the expenses related to the services, supplies, conditions or situations described in this section.
These items and services are not covered even if you receive them from your Provider or according to your
Provider's Referral.

Please remember this plan does nat cover any service or supply not specifically listed as a Covered Service in this
Certificate. The following list of exclusions is not a camplete list of all services, supplies, conditions or situations
that are not Covered Services. If a service is not covered, then all services performed in conjunction with that service
are not covered. Anthem BCBS is the final authority for determining if services or supplies are Medically
Necessary.

The listed exclusions below are in addition to those set forth elsewhere in the Certificate.

A, Anthem BCBS will provide benefits only for services:

Rt

specifically described in this Policy;

rendered or ordered by a Dentist;

within the scope of the Dentist’s licensure; and

{4) which constitute Medically Necessary Care for the proper diagnosis and treatment of the Member.

B. Except as specifically provided in the Policy, or in any Rider included in this Policy, no benefits will be
provided for the following:

Duplicate Coverage and Other Third Party Liability

Workers' Compensation or Coverage Provided by Law: No benefits will be provided for services paid,
payable or required to be provided under any Workers® Compensation Laws or which, by law, were
rendered without expense to the Member. Anthem BCBS will not enter into any agreement or cbligation
under which coverage under this Policy is made or is construed to be primary to or in place of any other
benefits covered or obtained under a Workers’ Compensation Law.

No-Fault: To the extent permissible by law, no benefits will be provided for services paid, payable or
required to be provided as Basic Reparations Benefits under C.G.S. Section 38a-365(a) or similar benefits
under any other No-Fault Automobile Insurance Law.

An uninsured motorist will be considered to be self-insured. Anthem BCBS will not be required to extend
benefits which are required to be provided under any No-Fault Automobile Insurance Law to the extent
permissible by law.

Duplicate Coverage: If the Member is enrolled in another Plan, benefits will be subject to the Coordination
of Benefits provisions of this Policy.

Right of Recovery: To the extent permissible by law, Anthem BCBS shall have a right of reimbursement
for benefits provided under the terms of this Policy where the Member exercises rights of recovery against
third parties. The Member shall execute and deliver such instruments and take such other action as Anthem
BCBS shall require to implement this provision. The Member shall do nothing to prejudice the rights given
to Anthem BCBS by this provision without its consent.

Medicare: If a Member is eligible for Medicare, and still covered under this Policy, Anthem BCBS will
provide the benefits of this Policy, except as required by law. However, these benefits will be reduced to
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an amount which, when added to the benefits received pursuant to Medicare, may equal, but not exceed the
actual charges for services covered in whole or in part by either this Policy or Parts A and B of Medicare.

C. Services Specifically Excluded: Anthem BCBS will provide only the benefits which are described in this
Policy. Benefits which are not provided include, but are not limited to:

1. House calls.

2. Any services for or related to the diagnosis, care or treatment of temporomandibular joint dysfunction,

(TMJ or TMD).

3. Orthognathic surgery.

4, Use of any Experimental or Investigational diagnosis, treatment, procedure, facility, equipment, drugs, drug
usage, devices or supplies. Any service associated with or as follow-up to any of the above is not a
Covered Service,

5. Replacement of Prosthetic Devices due to loss or theft,

6. Application of sealants, regardless of reason.

7. General anesthesia (deep sedation) and intravenous sedation.

8. Any hospital or inpatient facility fee resulting from services performed in a hospital or inpatient facility.

9. Cosmetic surgery or services performed solely to improve appearance and not designed to restore body
function or to correct deformity resulting from the treatiment of malignancy or physical trauma.

10. Any services for or related to a self-inflicted injury,

11. Any services for or related to an injury or condition for which benefits exist under Worker's Compensation
or occupational disease.

12. Any services for or related to a dental treatment which is provided by a federal or state agency.

13. Benefits for services resulting from war or any act of war, whether declared or undeclared, or while in the
armed forces of any country.

14. Benefits for services which are covered under Medicare or the Social Security Act,

15. Any service or supply performed without functional or pathological need.

16. Myofunctional therapy.

17. Removal of third molar (wisdom teeth) where there is no evidence of disease.

18. Any supplies intended for home use (e.g. toothbrush, dental floss, mouthwash, irrigators).

19. Any services received from a dental or medical department maintained by an employer, a mutual benefit
association, labor union, trustee or other similar person or group.

20. Any services for which the Member incurs no liability, or which are services ordinarily performed by a
physician (M.D.), or charges which would not have been made if insurance was unavailable.

21. Any services related to congenital malformations, deformities and deficiencies.
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22,

23,
24,

25.

26.

27.

28.
29.

30.

31
32.
3s.
34,
35.

36.

37

8.

39.

40.

41,

42,

43,

45,

Any services, treatment or supplies furnished by or at the direction of any government, state or political
subdivision.

Lost or stolen dentures or denture application.
Gold foil restorations.

Temporary appliances or services, such as crown or tooth preparation and temporary fillings, crowns,
bridges, and dentures.

Any services that are rendered in a manner contrary to accepted dental practice, as determined by Anthem
BCBS in its sole discretion.

Any services which are performed due to occlusal wear, erosion, abrasion, and/or surface defects of the
teeth or to alter or correct vertical dimensions,

Implants and/or crowns and fixed bridgework placed on implants.
Pins, fillings and build-ups and/or post and cores which are placed under crown or bridge abutments.

Any services rendered by a Dentist to himself or herself or services rendered to his or her immediate family
including parents, spouse and children.

Extensive reconstructjon to denture bases involving any attachments and/or complete rebasing.
Prescription drugs,

Services or procedures which are not completed prior to submission of the claim.

Periodontal splinting or crowns splinted together for any reason.

Space maintainers for any reason other than premature loss of primary teeth.

Charges made by other than a dentist or for dental treatment by other than a dentist, except in the event of
cleaning or scaling of teeth which is performed b a licensed dental hygienist and such treatment is furnished
under the supervision and direction of & dentist,

Charges incurred while the Member was not covered under the Policy.

Any dental services payable under any other coverage provided under this Policy, or under any other plan
provided by Anthem BCBS or employer of the Member or dependent in respect to whom such expenses
would have otherwise been covered Dental Benefits under this Policy.

Charges incurred for the failure to keep a scheduled appointment with the Dentist.

Instruction for oral care such as hygiene or diet.

Charges by a Dentist for completing dental forms.

Tooth implantation or reimplantation

Tissue biopsy.

. Surgical repositioning.

Vestibuloplasty.
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46.
47.
48.
49,
50.
51

52

Excision of bone tissue.

Surgical incisions.

Diagnostic casts and photographs.

Removable and fixed appliances to control harmful habits (i.e. thumb sucking, tongue thrusting).
Occusal adjustments.

Any items or procedures not specifically listed in this Policy.

Replacement of fixed or removable Prosthetic Devices which are less than five years old (if Plan specifies
coverage for prosthodontics).

D. Any exclusion above will not apply to the extent that:

1.
2.

Coverage is specifically provided by name in this Plan; or
Coverage of the charges is required under any law that applies to the coverage.

E. Inaddition to the list of dental benefit exciusions above, the following exclusions also apply:

1.

Except as otherwise provided for in this Policy, Anthem BCBS will not provide benefits for services or
procedures performed or ordered by a Provider: {1) without regard for specific clinical indications; (2)
routinely for groups or individuals; or (3) which are performed solely for research purposes.

Anthem BCBS will not provide benefits for services rendered by a Provider to himself or herself or for
services rendered to his or her immediate family including parents, spouse and children.

Anthem BCBS will not provide benefits for any and all expenses related to cosmetic surgery or procedures
performed primarily to improve appearance and not designed to restore body function or to correct
deformity resulting from the treatment of malignancy or physical trauma; unless otherwise determined by
Anthem BCBS to be Medically Necessary.

Anthem BCBS will not provide benefits for services and supplies which are Experimental or
Investigational. Such services or supplies shall include but not be limited to any diagnosis, treatment,
procedure, facility, equipment, drugs, drug usage, devices or supplies which are determined in the sole
discretion of consultant(s) designated by Anthem BCBS to be Experimental or Investigational.

Anthem BCBS will not provide benefits for services and supplies (meaning any treatment, procedure,
facility, equipment, drugs, drug usage, devices, or supplies) requiring federal or other governmental agency
approval not granted at the time services were rendered.

Anthem BCBS will not provide benefits for services or procedures which have become obsolete or are no
longer medically justified as determined by appropriate medical specialties.

No benefits will be provided for Covered Services rendered before the Member’s Effective Date under this
Policy.

If subject to an approved Treatment Plan in the Schedule of Benefits, only services rendered in accordance
with the Treatment Plan are Covered Services.

No benefits will be available for maintenance care which is 1) treatment provided for the Member’s
continued well-being by preventing deterioration of the Member’s chronic clinical condition; and 2)
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maintenance of an achieved stationary status which is a point where litile or no measurable objective
improvement in musculo-skeletal function is effectuated despite therapy.

10. Reimbursement of benefits for procedures billed under unspecified Physician’s Current Procedural
Terminclogy (CPT) ar Dentist’s American Dental Association (ADA) codes will be denied.

11. Anthem BCBS is not obligated for reimbursement of expenses for Covered Services which the Member is
not legally required to pay.
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COORDINATION OF BENEFITS

All benefits provided under this Policy are subject to Coordination of Benefits as described in this Section.

Definitions

In addition to the defined terms listed in the Definitions Section of this Policy, the following terms and amendments
also apply:

CLAIM DETERMINATION PERIOD: The term Claim Determination Period means a Calendar Year. This
period will not begin before or extend after the period in which a Member was covered by this Policy.

COVERED SERVICE: For the purposes of this Section, the Meaning of Covered Service is amended to include
services covered in whole or in part under any plan in which a Member is enrolled. The reasonable cash value of
each Covered Service will be deemed the benefit. Benefits payable under other Plans include Benefits that would
have been payable if a claim had been made.

PLAN: For the purpases of this Section, the meaning of Plan is amended to include a descripticn of how it is
applied. The term Plan is applied separately, with respect to each arrangement for benefits or services and to that
portion of any arrangement which reserves the right to take the benefits or services of other Plans into consideration,
in the determination of benefits, whole or in part.

Conditions And Rules For Coordination Of Benefits

For Covered Services received during any claim Determination Period, payable under this Palicy and any other
Plan, the following conditions apply:

1.  Anthem BCBS will reduce its benefit payment by the amount in which payable benefits exceed the charges for
Covered Services.

2. If another Plan contains a provision of coordination of its benefits with this Policy such that the benefits of this
Policy are to be determined first, Anthern BCBS will pay benefits according to this Policy’s rules without
regard to the other Plan’s benefits,

3. Benefits are payable first, according to the following rules, when the benefits of a Plan cover a Member as:

a. other than a Dependent,
b. as a Dependent of a person whose date of birth month and day, excluding year of birth, occurs earlier in the
Calendar Year. If both parents have the same birthday, the benefits of the Plan which covered the parent

longer are determined before those of the Plan which covered the other parent for a shorter period of time.

The use of the earlier birthday will apply except when the Member is a child Dependent of divorced or
separaied parents in which a court decree or custody overrides this rule.

¢. as the child Dependent of a Member to which a court decree places the financial responsibility for medical,
dental and other health care.

d. as the child Dependent of a Member with custody of the child, in the event of no court decree and no
remarriage of the Member.
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e. as the child Dependent of a Member with custody who has remarried, the following benefit priority applies:
the Member (parent with custody), the stepparent (spouse of Member with custody); then the parent
without custody.

When the determination for payment of benefits cannot be clearly made based on rules 3. a through e, above,
the following rule of duration applies:

Benefits are payable first under this Policy if the benefits of this Policy covered the Member whose expense the
claim is based on for the longer period of time, except when this Policy covers Members who are laid-off or
retired.

If another Plan has no provision relating to the order of benefit determination, the benefits under that Plan will
be determined before the benefits under this Policy. If another Plan does contain rules relating to the order of
benefit determination, but such rules do not establish the same order of benefit determination rules as this
Policy, then the benefits under that Plan will be determined before the benefits under this Policy, unless under
the benefit determination rules of both this Policy and that Plan, this Policy’s benefits are determined first. If
another Plan provides that its benefits are “excess”™ or “always secondary” and if this Policy is determined to be
secondary under this Policy's coordination of benefit provisions, the amount of benefits payable under this
Policy shall be determined on the basis of this Policy being secondary.

Reduction in this Benefit Program’s benefits. When the Benefit Program is the Secondary Plan, Anthem BCBS
will provide benefits under the Benefit Program so that the sum of the reasonable cash value of any Covered
Service provided by the Benefit Program and the benefit payable under the other Plans shall not total more than
the Allowable Expense. Benefit will be provided by the Secondary Plan at the lesser of: the amount that would
have been paid had it been Primary Plan or the balance of the bill. Anthem BCBS shall never pay more than it
would have paid as the Primary Plan.

Right To Receive And Release Necessary Information

Information is obtained or released in the determination and implementation of the Coordination of Benefits Section
of this Policy, or that of another Plan. Anthem BCBS may without notice to the Member and without the Member’s
consent, release or obtain information which Anthem BCBS feels is necessary from another Plan, organization, or
person. Any Member claiming benefits under this Policy must furnish information to Anthem BCBS which Anthem
BCBS determines is necessary for the Coordination of Benefits.

Facility Of Payment

Whenever payments should have been made under this Policy in accordance with this provision, but the payments
have been made under another Plan, Anthem BCBS has the right to pay to those organizations making the other
payments any amounts Anthem BCBS determines to be warranted to satisfy the intent of this provision. Amounts
paid will be deemed to be benefits paid under this Policy and, to the extent of the payment for Covered Services,
Anthem BCBS will have fully discharged its obligations under this Policy.

Right Of Recovery

1.

Whenever Anthem BCBS has made payments for Covered Services in excess of the Maximum Allowable
Amount of payment necessary at that time to satisfy the intent of this provision, irrespective of to whom paid,
Anthem BCBS has the right to recover the excess payment from one or more of the following: any persons to
or for whom such payments were made, any insurance companies or any other organizations.

The Covered Person personally and on behalf of his or her Dependents will, upon request, execute and deliver
such documents as may be required and do whatever else is necessary to secure Anthem BCBS’s rights to
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recover excess payments. The Covered Person's failure to comply may result in a withdrawal of benefits
already provided or a denial of benefits requested.
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GENERAL PROVISIONS

Entire Policy - Changes Or Amendments

1.

This Pelicy with the Group Application, the individual applications (if any) of the Covered Persons, and any
endorsements or amendments is the entire Policy between the Policyholder and Anthem BCBS. No change in
this Policy will be effective until approved by an authorized Anthem BCBS officer. This approval must be
noted on or attached to this Policy. No agent or representative of Anthem BCBS other than an Anthem BCBS
officer may otherwise change this Policy or waive any of its provisions. All statements made by the
Policyholder or by any Member in a group or individual application shall, in the absence of fraud as determined
by a court of competent jurisdiction, be deemed representations and not warranties.

Anthem BCBS reserves the right to amend this Policy upon written notice to the Policyholder.

Benefits To Which Members Are Entitled

Anthem BCBS’s sole obligation is to provide the benefits specified in this Policy.

No person other than a Member is entitled to receive benefits under this Policy. All benefits (including
payments) due or to become due are personal to the Member and are not assignable or transferable by the
Member to any other person.

Notwithstanding the terms of any provision regarding the payment of benefits payable for a Covered Service, a
Member may assign the benefits to a Dentist or oral surgeon, who performs such services, in accordance with
the Connecticut Laws concerning Assignment of Benefits to a Dentist or oral surgeon.

Benefits for Covered Services specified in this Policy will be provided only for services and supplies that are
rendered by a Provider and regularly included in such Provider's charges.

Records Of Member Eligibility And Changes In Member Eligibility

1.

The Policyholder must furnish Anthem BCBS with any data required by Anthem BCBS for coverage of
Members under this Policy. In addition, the Policyholder must provide prompt notification to Anthem BCBS of
the Effective Date of any changes in a Member’s coverage status under this Policy.

All notification by the Policyholder to Anthem BCBS must be furnished on forms approved by Anthem BCBS.
The notification must include all information reasonably required by Anthem BCBS to effect changes.

Clerical errors or reasonable delays in recording or reporting dates will not invalidate coverage which would
otherwise be in force or continue coverage which would otherwise terminate. Upon discovery of errors or
delays, an equitable adjustment of charges and benefits will be made; provided, however, excess premiums will
not be refunded for a period of more than one year. Anthem BCBS will not routinely issue a premium refund of
less than $1.00 except upon written request.

The Policyholder is liable for the cost of all Policy benefits which are provided for services rendered to a

terminated Member because of the Policyholder’s failure to notify Anthem BCBS of such Member’s
termination on or before the termination date.
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Termination Of The Policy

1. This Policy may be terminated in accordance with applicable law at the option of the Policyholder without
cause upon delivery of 15 days prior written notice to the other party, to be effective the first of the month
following the expiration of the 15 day notice period.

2. This Policy will be terminated at Anthem BCBS’s option for the Policyholder’s non-payment of premiums.
Termination will go into effect on the last to occur of the date to which such premiums have been paid by the
Policyholder or the 30th day following the date when such premiums are due.

3. This Policy will be terminated at Anthem BCBS’s option, in the event the Policyholder receives 30 days prior
written notice from Anthem BCBS of the Policyholder's failure to perform any obligation required by this
Policy. Such termination shall occur the first day of the month follawing such 30 day notice period.

4. Anthem BCBS may not renew this Policy in the event the Policyholder fails to meet the participation or
contributory requirements stated in the Group Health Care Benefits Contract and as stated below: during the
policy period for more than 60 continuous days.

Anthem BCBS may not renew this Policy in the event the Policyholder fails to meet the participation or
contributory requirements at the time of renewal.

Coniribution requirements do not apply to continuation of coverage under Connecticut Continuation Rights,
C.G.S.38a-538 and 38a-554, or the Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA)
P.L.99-272.: esl.

Participation Requirements
A. 1-50 Eligible Employees

The Employer Group agrees to contribute at least 25% of the class I (single person) premium rate for all
eligible employees, excluding Members covered under the provisions of COBRA or other applicable law.

If the Employer Group offers employees a choice of health plans, the Employer Group agrees to make
equitable contributions on behalf of all eligible employees. Equitable contributions are defined as
contributions that do not financially discriminate against eligible employees who select Anthem BCBS.
Acceptable policies are: equal dollar or percentage contributions, reascnable amounts for salary or
projected utilization differentials, designated amounts up to the maximums contributed by the Employer
Group to the base plan, or reasonable maximums if Anthern BCBS would be offered at little or no cost, or
any other formula that is mutually accepted by the Employer Group and Anthem BCBS.

Participation Requirement;

2-9 Eligible Employees — 100%*
10+ Eligible Employees — 75%*

*exclusive of employees waiving coverage due to spousal coverage
B. 51+ Eligible Employees

The Employer Group agrees to coniribute at least 50% of the class I (single person) premium rate for all
eligible employees, excluding Members covered under the provisions of COBRA or other applicable law.
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Contribution levels below 50% (not less than 25%) will require proof that participation minimums are met
and may require additional underwriting consideration and/or approval. Anthem BCBS will not accept
contribution levels less than 25%.

Participation Requirement:

75% of net eligible lives less valid credits (waivers) and 50% of total eligible employees. Eligible
lives is the total eligible employees prior to credits (waivers) given for each eligible employee that has
coverage elsewhere as determined by Anthem BCBS.

The termination, expiration, non-renewal or cancellation of the Policy by the Policyholder or Anthem BCBS
will automatically result in the termination of each Covered Person's or Dependent's right to coverage and
benefits under this Policy.

During the first two years following the effective date of the policy, Anthem BCBS may rescind, cancel or limit
the Benefit Program if Anthem BCBS, determines after completing underwriting, there was information
submitted by or omitted on behalf of the Employer Group during the initial application and enrollment process,
and such information was material to the acceptance of the application at the time submitted to Anthem BCBS,
Such information may include, but is not limited to, information regarding eligibility of the Employer Group or
any Members to receive coverage under the Benefit Program. The date of rescissien shall be the Effective Date
of the Benefit Program.

The termination, expiration, non-renewals or cancellation of the Group Health Care Benefits Contract by the
Contractholder or Anthem BCBS will automatically result in the termination of each Covered Person’s or
Dependent’s right to coverage and benefits under this Benefit Program.

Grace Period

L.

In the event of the Policyholder’s failure to pay premiums when due, at Anthem BCBS’s option, a grace period
of one calendar month will be offered to the Policyholder to make such payment.

If the Policyholder does not make premium payment during the grace period, the Policy will be canceled on the
last day of the grace period. The Policyholder will be liable to Anthem BCBS for the payment due including
premiums for the grace period, whether or not replacement coverage has been obtained by the Policyholder.

Termination Of Member’s Coverage Under The Policy

1.

When a Member ceases to be a Covered Person or Dependent, or the required contribution, if any, is not paid,
the Member’s coverage will terminate at the end of the last day for which payment was made.

However the Employer Group, upon a Covered Person's voluntary termination or termination of the Covered
Person by the Employer Group, may elect to receive a credit for the portion of the premium paid for your
coverage. As such, an earlier date of termination may apply if the Employer Group notifies Anthem BCBS
within 72 hours of the date the Employer Group has terminated a Covered Person due to voluntary termination
or termination by the Employer Group; in which case the date of termination shall be 72 hours following the
date termination is issued by the Employer Group.

In the event that the Employer Group contacts Anthem BCBS after 72 hours from the date the Employer Group
has terminated a Covered Person or due to the Covered Person’s voluntary termination the standard termination
date will apply without exception as described above.

Receipt of a credit for the portion of the premium paid for the Covered Person’s coverage may trigger the need

to return the portion of said premium contributed by the Covered Person whose coverage is being terminated.
Accordingly, upon the Employer Group's election to receive a credit for the portion of the premium paid for the

29

Form: 1043




Covered Person’s coverage, it is the Employer Group’s responsibility to notify the Covered Person of the
termination of the Covered Person’s insurance coverage within 72 hours of the date the employment of the
Cavered Person has terminated due to voluntary termination or termination by the Employer Group.

A Dependent child will cease to be covered under this Policy the first of the month following the month in
which he or she:

marTies; or

is no longer dependent on the Covered Person for support; or

reaches the limiting age allowed under the Policy unless the child is physically or mentally handicapped; or
reaches the limiting age allowed for a full-time student at a recognized college, university or trade school,
or whichever event occurs first.

It is the sole responsibility of the Covered Person to notify Anthem BCBS of any change in a Dependent’s
status.

In the event of the termination of the Covered Person based on Anthem BCBS standard termination rules or the
Employer Group’s election of early termination in order to receive a credit against premium payment, coverage
under the Benefit Program will also terminate for any and all Dependents enrolled under the Benefit Program.

A Dependent spouse will cease to be covered under this Policy upon the first day of the month following a
divorce, or annulment.

The Policyholder must give the Members 15 days prior notice in the event this Policy is canceled or
discontinued. If other coverage is substituted for this Policy, the Policyholder must notify the Covered Person.

Following the effective date of the policy, Anthem BCBS may rescind, cancel or limit the Benefit Program,; if
the Member has submitted false information to Anthem BCBS, or omitted information during the application
and enrollment process concerning eligibility, insurability or health status and such information was material to
the underwriting of the application at the time submitted and acceptance by Anthem BCBS of that application
for coverage.

Anthem BCBS may also initiate and conduct a review on a post claim basis to obtain information when the
information sought is:

in relation to a medical condition not disclosed on the application, or;
when the information on the claim or the facts and circumstances of the medical treatment for which a
claim is submitted clearly indicate the response or responses to the questions on the application, or the
information provided on the application, might be suspect in any way.

In the event that Anthem BCBS failed to complete underwriting with respect to health status prior to the
acceptance of the application for coverage by Anthem BCBS, Anthem BCBS must obtain prior approval from
the Insurance Department to rescind, cancel or limit the policy. The Benefit Program may not be rescinded,
cancelled or limited more than 2 years after the effective date of the policy. The date of rescission shall be the
Effective Date of the Benefit Program.

Continuation Options

Continuation options will be provided under each of the following circumstances for the period indicated or until the
Member becomes eligible for other group insurance, except as otherwise stated in this Section,

1*

Connecticut Continuation Rights, C.G.S. Section 38a-538 and 38a-554
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a. As provided by Connecticut law, (Connecticut Continuation Rights, C.G.S. Section 38a-538 and 38a-554)
the Policyholder shall allow a Member and his or her Dependents who become ineligible for continued
participation under this Policy to elect to continue coverage as described below.

¢  Upon termination of the Covered Person’s employment, other than as a result of death or the gross
misconduct of the Covered Person, the Covered Person and his or her Dependent may continue
coverage until the end of 18 months following the day on which he or she ceased to be eligible for
coverage under this Policy;

®  Upon the Covered Person’s death, his or her Dependent may continue coverage until the end of 36
months following the day on which they ceased to be eligible for coverage under this Policy;

¢  Upon dissolution of the Covered Person’s marriage, his or her Dependent may continue coverage until
the end of 36 months following the day on which they ceased to be eligible for coverage under this
Policy.

*  Upon termination of employment, reduction of hours, or leave of absence that results from a Member’s
cligibility to receive Social Security income, the Member’s Dependents may continue coverage until
midnight of the day preceding the Member’s eligibility for benefits under Title XVIII of the Social
Security Act.

b, Upon the Covered Person’s absence from employment due to illness or injury, a Member and his or her
Dependents may continue during the course of such illness or injury or for up to 12 months from the
beginning of such absence.

c. Upon termination of the Policy by the Policyholder or Anthem BCBS, benefits for Covered Services for a
Member who was Totally Disabled on the date of termination shall be continued without premium payment
during the continuance of such disability for a period of 12 months following the month in which the Policy
was terminated, provided the claim is submitted within one year of termination of the Policy.

d. An additional 11 months shall be available to a Covered Person and an enrolled Dependent who is;
determined to be disabled under Title II or Title XVI of the Social Security Act at the time he or she
becomes eligible for extended continuation of coverage under Connecticut Continuation Rights, or
becomes disabled at any time during the first 60 days of Connecticut Continuation Rights coverage. The
Covered Person or enrolled Dependent must provide notice of the disability determination to Anthem
BCBS not later than 60 days after the date of the Social Security Administration's determination, and before
the end of the initial 18 months of Connecticut Continuation Rights coverage.

e. A Member is required to provide timely notice to the Policyholder of his or her election to continue
coverage. Except as provided in (c) above, a Member who continues coverage may be required to remit the
applicable premium payment to the Policyholder. Payment of such premiums need not be made on behalf
of the Member by the Policyholder if they are not received by the Policyholder on a timely basis. Failure
of the Member to remit such premium may result in termination.

2. Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA) P.L. 99-272

a. Members in groups subject to the Consolidated Omnibus Budget Reconciliation Act of 1985, P.L. 99-272
(COBRA) may continue membership in the Policy to the extent permitted by law. The Policyholder is
responsible for notifying the Member regarding whether the Policyholder or Anthem BCBS will be
administering the program. Coverage shall also be available to a child bom to or placed for adoption with
the Member while the Covered Person is continuing coverage pursuant to COBRA.

i.  Continuation of coverage for up to 36 months shall be available for an enrolled Dependent following:
e  The death of the Covered Person;
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e The legal separation or divorce from the Covered Person;
e The Covered Person’s entitlement for Medicare;
e  The attainment of the limiting age for an enrolled Dependent child or student.

ii.  Continuation of coverage for up to 18 months shall be available to a Covered Person and his or her
enrolled Dependents following:

o The Covered Person’s reduction in work hours;
e The Covered Person’s voluntary resignation;
s  Lay-off or termination of the Covered Person for any reason (other than gross miscenduct).

b. An additional 11 months shall be available to a Covered Person and an enrolled Dependent who is;
determined to be disabled under Title II or Title XVI of the Social Security Act at the time he or she
becomes eligible for extended continuation of coverage under COBRA, or becomes disabled at any time
during the first 60 days of COBRA continuation coverage, The Covered Person or enrolled Dependent
must provide notice of the disability determination to Anthem BCBS not later than 60 days after the date of
the Social Security Administration's determination, and before the end of the initial 18 months of COBRA
continuation coverage.

If it is determined that the Member is no longer disabled, the extended continuation of coverage period can
be terminated on the first of the month following 30 days after the final determination notice.

The continuation of coverage must be equal to the benefits available to currently employed Covered
Persons. A Member who is eligible for continuation of coverage must be provided with at least 60 days in
which to elect such coverage. A Member's Eligibility for such continuation of coverage ends earlier than
the above periods if:

i.  The Member becomes eligible for benefits under another group health plan as a result of employment,
re-employment, or marriage, except when the new plan contains any exclusion or limitation relating to
any pre-existing condition of the Member; or

ii.  The premium for continuation of coverage is not paid on time; or
i, The Member becomes entitled to Medicare benefits; or
iv.  The Policyholder no longer provides group health coverage for any of its employees.

3. Inthe event you are no longer Actively At Work due to military service in the Armed Forces of the United
States, you may elect to continue health coverage for yourself and your Dependents (if any) under this
Certificate in accordance with the Uniformed Services Employment and Reemployment Rights Act of 1994, as
amended.

“Military service” means performance of duty on a voluntary or involuntary basis, and includes active duty,
active duty for training, initial active duty for training, inactive duty training, and full-time National Guard duty.

You may elect to continue to cover yourself and your eligible Dependents (if any) under this Certificate and
upon payment of any required contribution for health coverage. This may include the amount the employer
normally pays on your behalf. If your military service is for a period of time less than 31 days, you may not be
required to pay more than the active employee contribution, if any, for continuation of health coverage. If
continuation is elected under this provision, the maximum period of health coverage under this Certificate shall
be the lesser of:

¢ The 24 months beginning on the first date of your absence from work; or
o The day after the date on which you fail to apply for or retum to a position of employment.
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Regardless whether you continue your health coverage, if you return to your position of employment your
health coverage and that of your eligible Dependents (if any) will be reinstated under this Certificate,

Notice Of Claim

1. Anthem BCBS will not be liable under this Policy unless proper notice is furnished to Anthern BCBS that
Covered Services have been rendered to a Member. Written notice must be given within 60 days after
completion of the Covered Services. The notice must include the data necessary for Anthem BCBS to
determine benefits. An expense will be considered incurred on the date the service or supply was received.

2. Failure to give notice to Anthem BCBS within the time specified will not reduce any benefit if it is shown to
our satisfaction that the notice was given as soon as reasonably possible, but in no event will Anthem BCBS be
required to accept notice more than two years after Covered Services are received.

Information Practices Notice

The purpose of this information practices notice is to provide a notice to Membets regarding Anthem BCBS's
standards for the collection, use, and disclosure of information gathered in connection with Anthem BCBS's
business activities.

»  Anthem BCBS may collect personal information about a Member from persons or entities other than the
Member.

¢  Anthem BCBS may disclose Member information to persons or entities outside of Anthem BCBS without
Member authorization in certain circumstances.

* A Member has a right of access and correction with respect to all personal information collected by
Anthem BCBS.

® A more detailed notice will be furnished to you upon request.

Limitation Of Actions

No legal action may be taken to recover benefits within 60 days after Notice of Claim has been given as specified
above, nor may any action be brought after two years from the date Covered Services are received.

Payment Of Benefits

1. Anthem BCBS will make payments directly to the Providers. However, except as otherwise provided for in any
Provider agreement, Anthem BCBS reserves the right to make payments directly to either the Member or the
Covered Person, in Anthem BCBS’s discretion. In the absence of a participating agreement, and one parent or
custodian who has custody of a minor Dependent child, Anthem BCBS will make payments to that custodial
parent or custodian in accordance with applicable Connecticut Law.

2. Once Covered Services are rendered by a Provider, Anthem BCBS will reject the Member’s request not to pay
the claims submitted by the Provider. Anthem BCBS will have no liability to any person because of its
rejection of such a request.

3. The Member must advise a Provider that he or she is covered under this Policy when arrangements for services
are made or as soon as reasonably possible thereafter.
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4. Anthem BCBS will not routinely issue a benefit payment of less than $1.00 except upon written request from
the Member.

5. Claims for benefits for Covered Services provided to a Member will be processed within thirty (30} days of the
date the claim is received by Anthem BCBS. If a claim decision cannot be made within the 30 day period, an
extension of up to fifteen (15) days may be requested. Before the end of the initial thirty (30) day period,
Anthem BCBS will send the Member written notice of the reason(s) for the delay.

6. If the time to process a health claim is extended because the Member has not submitted requested information,
the time period requirements for claim processing will be tolled from the date the notice of requested
information is sent to the Member until the date Anthem BCBS receives the Member's response. Anthem
BCBS will make a claim decision within fifteen (15) days after receipt of the requested information. The
Member should submit the requested information within forty-five (45) days of receipt of the request.

7. Whenever Anthem BCBS has made payments for Covered Services either in error or in excess of the Maximum
Allowable Amount of payment necessary to satisfy the provisions of this Policy, irrespective of to whom paid,
Anthem BCBS has the right to recover these payments from one or more of the following: any persons to or for
whom such payments were made, any insurance companies or any other organizations. Anthem BCBS’s right
to recover may include subtracting from future benefit payments the amount Anthem BCBS has paid in error or
in excess. The Covered Person personally and on behalf of his or her Dependents will, upon request, execute
and deliver such documents as may be required and do whatever else is necessary to secure Anthem BCBS's
rights to recover any erroneous or excess payments.

Claim Overpayments

When Anthem BCBS has made payments for Covered Services either in error or in excess of the maximum amount
of payment necessary to satisfy the provisions of this Benefit Program, Anthem BCBS has the right to recover these
payments from one or more of the following as may be appropriate. Anthem BCBS will not attempt to recover from
any Member or Provider overpayments not made to or held by such Member of Provider. Overpayments may be
recovered from:

*  Any person to or for whom such payments were made;
=  Any insurance companies; or
s Any other organizations.

Anthem BCBS'’s right to recover may include subtracting from future benefits payments the amount Anthem BCBS
has paid in error or in excess. The Covered Person personally and on behalf of his or her Dependents will, upon
request, execute and deliver such documents as may be required and do whatever is necessary to secure Anthem
BCBS’s right to recover any erroneous or excess payments.

Claim Denials

If benefits are denied, in whole or in part, Anthem BCBS will send the Member a written notice within the
established time periods described in the section Payment of Benefits. The Members or the Member's duly
authorized representative may appeal the denial as described in the Member Appeal Process section below. The
adverse determination notice will include the reason(s) for the denial, reference to the Plan provision(s) on which the
denial is based, whether additional information is needed to process the claim and why the information is needed,
the claim appeal procedures and time limits.

If the denial involves a utilization review determination, the notice will also specify:

e  whether an internal rule, guideline, pratocal or other criterion was relied upon in making the claim decision
and that this information is available to the Member upon request and at no charge;
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o  that an explanation of the scientific or clinical judgement for a decision based on Medical Necessity,
Experimental or Investigational treatment or a similar limitation is available to the Member upon request
and at no charge.

Member/Provider Relationship

1. The choice of a Provider is solely the Policyholder’s.
2. The choice of a Provider is solely the Member’s.

3. Anthem BCBS does not furnish Covered Services. Anthem BCBS makes payment of the Maximum Allowable
Amount for Covered Services received by Members. Anthem BCBS is not liable for any act or omission of any
Provider. Anthem BCBS has no responsibility for a Provider's failure or refusal to render Covered Services to
a Member.

4. The use or non-use of an adjective such as “Non-Participating” in modifying the term Provider is not a
staternent as to the ability of the Provider.

5. Anthem BCBS does not make medical judgments. Anthem BCBS decides what benefits will be available under
this Policy.

6. Anthem BCBS’s sole obligation is to provide the benefits described in this Policy. No action at law based upon
or arising out of the Provider-patient relationship may be maintained against Anthem BCBS.

lﬁgency Relationships

The Policyholder is the agent of the Member, not Anthem BCBS.

Certificate Of Coverage

Anthem BCBS will provide a Certificate of Coverage, that describes this Policy’s benefits and claim filing
instructions, to the Policyholder for delivery to Covered Persons. In the event of conflict between the Policy and the
Certificate of Coverage, the Policy will prevail.

Identification Cards

Anthem BCBS will provide the Policyholder with identification cards for delivery to Covered Persons.

Applicable Law

This Policy is entered into in and is subject to the laws of the State of Connecticut,

Member Rights

A Member shall have no rights or privileges except as specifically provided in this Policy.
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Notice

Any notice required under this Policy or a Certificate of Coverage must be in writing. Notice given to the
Policyholder will be sent to the Policyholder’s address stated in the Group Application. Notice given to Anthem
BCBS must be sent to Anthem BCBS'’s address stated in the Group Application. Notice given to a Member will be
sent to the Member’s address as it appears on the records of Anthem BCBS or in care of the Policyholder. The
Policyholder, Anthem BCBS, or a Member, may, by written notice, indicate a new address for giving notice. Notice
to the Policyholder may also be published in the daily newspaper in the State of Connecticut,
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GRIEVANCE AND EXTERNAL REVIEW PROCESS

You may have questions about your Health benefit plan. Since questions can often be handled informally, these
questions may be addressed by contacting Member Services / Customer Service, please call the number on the back
of your Identification Card. In addition, information about the following the Grievance and External Review
Procedures, also known as the Appeal Process, may be obtained by contacting Member Services / Customer Service.

Iﬁ Rights Available to Members

If you don't agree with our adverse determination you have the right to ask for a grievance. You must ask for a
grievance within 180 calendar days from the date you were notified of our adverse determination. You, your
provider, or any other person you choose, may ask for a grievance on your behalf. They may also help you during
the grievance process. If you ask someone to represent or help you, please give them a signed autharization to
include with the grievance.

Whether or not you use the grievance rights available to you, you may contact the Consumer Affairs Unit of the
Connecticut Insurance Department or the Connecticut Office of the Health Care Advocate at any time. You may
contact the Consumer Affairs Unit of the Connecticut Insurance Department at the following address: P.O. Box 816,
Hartford, CT 06142-0816. You may also reach them by phone locally at 860-297-3900, toll free at 800-203-3447 or
by e-mail at cid.ca@lct.gov. You may contact the Connecticut Office of the Health Care Advocate at the following
address: P.O. Box 1543, Hartford, CT 06144. You may also reach them by phone at 866-466-4446 or by e-mail at
Healthcare.advocate@ct.gov.

How do I ask for a standard grievance?

You may ask for a grievance for services you have not had (prospective or pre-service), for services you are
receiving (concurrent) or for services you have received (retrospective or post-service). You may also ask for a
grievance about a rescission of coverage. You must ask for a standard grievance by writing to the following
address: : Anthem Blue Cross and Blue Shield, Grievance and Appeals Department, P, O. Box 659471, San
Antonio, TX 78265. Grievances of medical necessity determinations are resolved within 30 calendar days from the
date we receive the request. Grievances not based on medical necessity are resolved within 20 business days from
the date we receive the request. We'll respond to all grievances in writing.

How do I ask for an expedited grievance?

If you have not yet had services, or if you are now receiving services, a grievance may be handled in an expedited
manner if you, or your provider, believe that the condition:

o could seriously jeopardize your life, health, or ability to regain maximum function; or
* would subject you to severe pain that cannot be adequately managed without care or treatment by waiting
for the grievance to be resolved using standard grievance time frames.

To ask for an expedited grievance, you, your provider or your authorized representative can call Member Services /
Customer Service at the phone number on your health plan identification card. A written request may also be sent to
the following address: : Anthem Blue Cross and Blue Shield, Grievance and Appeals Department, P. O. Box
659471, San Antonio, TX 78265. We’ll respond to expedited grievance requests within 72 hours by phone, fax, or
any other available means.

If you are a member of a fully funded health plan, you may ask for an expedited external review instead of, or at the
same time as, exercising the expedited grievance process with us. To ask for this review, you, or your authorized
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representative, should send a written request to the Connecticut Insurance Department at the following address:
Attention External Review, P.O. Box 816, Hartford, CT 06142-0816. You may also send a written request by
overnight mail to the following address: 153 Market Street, 7th Floor, Hartford, CT 06103. A copy of the Extemnal
Review Guide and application are available on the Department’s web site, www.ct. gov/cid. You may ask for an
expedited external review when you receive an adverse determination if*

= you have a medical condition for which the time period for completing an expedited internal review would
seriously jeopardize your health or your ability to regain maximum function; or

s coverage is denied because the service or treatment is experimental or investigational and your treating
physician certifies in writing that the service or treatment would be significantly less effective if not
promptly started and you have also filed a request for an expedited internal review.

You may ask for an expedited external review of the final adverse grievance determination if:

¢ you have a medical condition for which the time period for completing a standard external review would
seriously jeopardize your life or health or your ability to regain maximum function;

¢ the determination concemns an admission, availability of care, continued stay or health care services for
which you received emergency services but have not been discharged; or

e coverage was denied on the basis that the service or treatment is experimental or investigational and your
treating health care professional certifies in writing that the service or treatment would be significantly less
effective if not started promptly.

If an expedited external review is asked for at the same time as an expedited internal review, the Independent
Review Organization (IRQ) assigned to your review by the Insurance Commissioner will decide if you must
complete the expedited internal review before moving forward with the expedited external review.

What should my grievance include?

You may include, if available, the following information with your grievance: the member’s name and identification
number; the name of the provider or facility who will or has provided care; date(s) of service; the claim or reference
number for the specific determination with which you don’t agree; and the specific reason(s) why you don’t agree
with the determination. You have the right, and we encourage you, to submit written comments, documents or other
relevant information with your grievance.

How will my grievance be handled?

The appropriate administrative and/or clinical specialists will review your grievance. Relevant information
submitted by you or on your behalf will be reviewed even if it was considered at the time the initial determination
was made. We may contact providers who may have additional information to support your grievance. The
reviewers will not have been involved in the initial determination. They also will not be a subordinate of the
person who made the initial adverse determination. Before issuing a determination on a grievance of an adverse
determination based upon medical necessity, we’ll provide you, free of charge, with any new or additional evidence
relied upon or scientific or clinical rationale. It will be provided in advance of the grievance resolution date. This
will allow you a reasonable amount of time to respond before that date.

If I don’t agree with my grievance determination, how do I ask for an external review?

After completion of all mandatory levels of review, you, or your authorized representative, will receive information
about the external review process administered through the Connecticut Insurance Department. We'll include an
application with this information. If we fail to respond to a grievance involving medical necessity within the
required timeframe, the internal grievance process will be considered exhausted and you can ask for an independent
external review. External review requests must be submitted to the State of Connecticut Insurance Department
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within 120 days from the date of our final adverse determination to ask for the review. We’ll also give you
information about this right at the conclusion of the first level internal grievance.

The Connecticut Insurance Department external review process is not available to members who are covered under
self-funded plans unless the self-funded plan has agreed, in writing, to utilize and be bound by, the determination of
the Connecticut Insurance Department’s external review process. It is also not available for adverse determinations
of Workers’ Compensation, Medicaid, Medicare or Medicare Risk program claims. If you are not sure which type
of plan you are covered under, please contact your employer.

Please call Member Services / Customer service at the phone number on your health plan identification card for
detailed information about the entire grievance process.

How do I get access to and copies of documents?

You are entitled to receive reasonable access to and copies of all documents including criteria, benefit provisions or
guidelines, records and other information relied upon or used in connection with the adverse determination that is
the subject of your benefit request. This information will be given to you for free upon request. If you prefer, any
other person you authorize may ask for this information. We'll provide this information by fax, electronic means, or
any other expeditious method within five business days after receiving a request. We'll provide this information
using these methods within one calendar day after receiving a request regarding a final adverse determination about:

1. an admission, availability of care, continued stay, or health care service for which you received emergency
services but have not been discharged from a facility; or

2, adenial of coverage based on a determination that the recommended or requested health care service or
treatment is experimental or investigational and your treating provider certifies in writing that this care
service or treatment would be significantly less effective if not promptly initiated.
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