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PSEA VOLUNTARY VISION

12 Month Limitation Plan

- An Explanation of your Voluntary Vision Program -

IMPORTANT

While this booklet describes the principal features of the PSEA Voluntary Vision Programs, it is
not to be considered the contract of benefits and provisions. The PSEA Health and Welfare Plan,
Trust, and Vision Program are the controlling documents. The benefit explanations contained
herein are subject to all provisions of the controlling documents, and do not modify such documents
in any way nor shall the subscriber accrue any rights because of any statement in or omission from
this Explanation. This Explanation is for informational use only.



VISION PROGRAM DESIGN

This program is designed to assist with the cost of eye care. The vision care benefit will include the
services of ophthalmologists, optometrists and opticians. The services and materials provided by the
participating provider under the plan will be at a reduced cost to the member, or eligible dependents, as
long as the patient stays within the plan guidelines.

About Your Administrator

National Vision Administrators (NVA) is the Administrator for the vision plan. NVA has a network of
participating Ophthalmologists, Optometrists, and Opticians to serve you. Participating providers can be
found at their website, www.e-nva.com by clicking ‘Find Provider’ and select “PSEA Health & Welfare
Fund’ under the ‘Select Group/Sponsor’ drop down menu. or by calling (800)672-7723. Benefits are also
available from non-participating providers.

The PSEA Health And Welfare Fund (PSEA-HWF) Vision Plan Will Only Provide Benefits if
Services are Provided by Appropriately Licensed and Credentialed Professionals.

A Provider, who is a licensed doctor of medicine or osteopathy, including a specialist in ophthalmology
(Ophthalmologlst) or a licensed doctor of optometry (Optometrist) is eligible to provide eye examinations,
refractive, and post-refractive services.

A Dispensing Optician, who is a person who makes, fits, supplies, and adjusts eyeglasses in accordance
with a prescription written by a Provider to correct a patient's vision deficiencies, is eligible to provide
post-refractive services consisting of lenses and frames and associated services.

How To Use Your Vision Program

Participating Providers: When making your appointment with a NVA Participating Provider, please
provide them with your name, the name of the patient, your social security number or identification
number and your group number. The provider will contact NVA to verify your vision care eligibility.

At the time of your first appointment, present your NVA Vision Identification Card — you do not need to
obtain a vision claim form. The Participating Provider will inform you of your eligibility status prior to
rendering services. To verify benefit eligibility yourself prior to scheduling your eye care appointment,
you may wish to contact NVA’s Customer Service Department at (800) 672-7723.

When the services have been completed, the Participating provider will have you sign a claim form and
he/she will then send it to NVA for processing and payment. You do not pay anything unless you select

something other than what the plan allows or a more expensive frame than that which is covered under
your program. NVA will pay the provider directly for all plan benefits.

Non-Participating Providers: If you select a non-participating provider, you must pay the provider and
reimbursement will be made directly to you from NVA. You must submit an itemized receipt from the
doctor and/or optician—including a copy of the doctor’s prescription, along with your name, social
security number or identification number, patient’s name, patient’s date of birth, and your group number
or a photocopy of your NVA Vision Identification Card to the following address: National Vision
Administrators, P.O. Box 2187, Clifton, NJ 07015. Payment will be made according to the non-
participating provider reimbursement schedule.

How Much Do Eligible Members Have To Pay For These Services?

To receive the most benefit under the plan, use a full-service, in-network, participating provider. If a
participating doctor is used, the examination will be covered in full after satisfying the $10 copay. Lenses
and frames will also be provided at a reduced cost subject to the plan guidelines. The cosmetic contact
lenses benefit is provided in lieu of exam, lenses, and frames. Payment will not be made for both glasses
(frame and/or lenses) and contact lenses within a 12-month period.

While the plan is comprehensive, it will not pay for everything (see exclusions and limitations). Patients
sometimes select lenses or lens characteristics that are not necessary for their visual welfare, but are desired
for cosmetic reasons. In such cases, the patient will pay according to the lens option schedule in effect at
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the time of purchase of lenses. There is an additional 15% off balance for conventional/daily contacts and
10% discount off balance for disposable contacts.

The plan provides a wide selection of quality frames. Because of the cosmetic nature of frames and rapidly
changing styles, we place a limit on the cost of frames provided under the plan. Patients who select frames
that exceed the limit will pay the actual difference between the retail cost of the frame and the plan
allowance. There is an additional 20% discount between the frame allowance and retail price when using
participating providers.

What Happens If I Go To A Non-Participating Doctor?

If the doctor you select is a non-participating optometrist or ophthalmologist, you must pay the doctor
and/or the optician directly and reimbursement will then be made to you by NVA. In this instance, you
must mail to NVA itemized receipts from the doctor and/or optician with a copy of the doctor’s
prescription and your name, social security number or identification number, patient’s name, patient’s date
of birth, and your group number or a photocopy of your NVA Vision Identification Card. The Fund will
pay only such usual and customary fees of that doctor for the vision analysis and the allowances for the
glasses up to the amounts stated in the schedule of benefits.

Who Do I Call If I Have Problems, Concerns or Questions?

To check on eligibility, payment of claim or a participating provider in your area, call NVA at (800) 672-
7723. If you feel you have been improperly charged for materials or if you have any questions regarding
your vision care plan, please call the PSEA Health and Welfare Fund toll-free at (800) 944-7732, extension
7024.

Covered Benefits

Eye Examination and refractive services which include:

¢ (Case history, testing visual acuity

e External and internal examination of the eyes

e Determination of binocular measurement

e Medication for dilating the pupils and desensitizing the eyes for tonometry
e Tonometry, if indicated

e Summary and finding

e Prescribing of corrective lenses

Post-refractive services which include:

¢ Facial measurement and other specifications needed for ordering lenses
e [Lenses —to correct vision problems — lenses may be plastic.
e Frames — of your choice, in varied styles and colors, will be available.

¢ Cosmetic Contact Lenses — In cases involving services in which the provider or patient elect to utilize
contact lenses, although the patient does not qualify under the criteria of medical necessity, although
benefits are available for cosmetic contact lenses, provided they are received in lieu of conventional
lenses, frames and exams.



Benefit Frequency

COVERAGE In-Network Benefit Out-of-Network Benefit Allowance

12 Month Plan

* Benefit limited to once in a 12 Month Period

Covered 100%

EXAMINATION after $10 copay Up to $10
Single § 4
Covered 100% Bi-Focal $ 16
Akl after $20 copay Tri-Focal $ 26
Lenticular § 52
OVERSIZE LENSES Covered In Full Not Covered
$30 Copay - Standard
PR?_(;EEE?IVE $80 Copay — Premium Up to $20
$20 Allowance all others
$300 Retail Allowance
FRAME (20% discount off balance) Up 0 $100
CONTACT LENSES .
i Lo s o $150 Retail Allowance Up to $110
Lenses. Payment will not be
made for both contact lenses | (159, discount off balance on Conventional or
and frames or eye glass lenses |~ 4o giscount off balance on Disposable)
within a 12-month period.)
CONTACT LENS
FITTING FEES
Everyday Wear Fitting Covered 100% Up to $10
Fee after $20 copay
Extelzn.ded Wear Covered 100% Up to $10
Fitting Fee after $20 copay
Specialty Wear Covered 100% Up to $10
Fitting Fee after $40 copay
i THIS IS ONLY A SUMMARY, LIMITATIONS AND EXCLUSIONS MAY APPLY

For more information about this program, please contact the Health and Welfare Fund at 1-800-944-7732 ext 7024
To obtain the best value, use a full service In-Network provider when possible.



FIXED PRICING ON LENS OPTIONS (Subject to change)

Transitions SV (Standard) $65.00 Polycarbonate SV $25.00
Transitions Bl (Standard) $70.00 Polycarbonate B $30.00
Transitions TRI (Standard) $70.00 Polycarbonate TRI $30.00
Glass Photogrey SV $20.00 Polarized $75.00
Glass Photogrey Bl $30.00 High Index $55.00
Glass Photogrey TR $30.00 Blended Bifocals (Segment) $30.00
Anti-Reflective Coatings (Teir 1) $40.00 Solid Tints $10.00
Anti-Reflective Coatings (Teir 2) $50.00 Fashion Gradient Tint $12.00
Anti-Reflective Coatings (Teir 3) $65.00 Blue Light Blocker (Standard) $30.00
Anti-Reflective Coatings (Teir 4) $80.00 Blue Light Blocker (Premium) $60.00
Anti-Reflective Coatings (Teir 5) 20% Discount | Blue Light Blocker (Ultra) $150.00
UV Coatings $12.00 Scratch Resistant Coating (Standard) $10.00

Note: Fixed prices are available in-network only. Members receive a 20% courtesy discount on lens options not listed above.

DISCOUNTED SERVICES INCLUDE

Contact Fill www.contactfill.com/psea
1-866-234-1393 (Provide code: PSEA)

LASIK SURGERY Extensive discounts at Participating LASIK providers

NVA EyeEssential Plan

After the enrolled member has exhausted their funded benefit, they are eligible to access the EyeEssential Plan Discount on
additional purchases during the plan period. The EyeEssential Discount Plan includes significant discounts on materials
through participating NVA network providers. Benefit frequencies are unlimited. Please note, these discounts do not apply
at select retail locations including Walmart/Sam’s Club everyday low prices and Cole Corporate locations.

SERVICE OR MATERIAL MEMBER COST

Comprehensive Vision Examination
(Including Dilation as professionally indicated)

MAIL ORDER CONTACT LENS PROGRAM

Balance after $10 discount

LENSES STANDARD GLASS OR PLASTIC
SINGLE VISION $35.00
BIFOCAL $55.00
TRIFOCAL $70.00
LENTICULAR $70.00
LENS OPTIONS
UV COATING $12.00
TINT (SOLID & GRADIENT) $12.00
SCRATCH RESISTANT COATING (STANDARD) $15.00
POLYCARBONATE (STANDARD) $35.00
ANTI-REFLECTIVE COATING (STANDARD / TIER 1) $45.00
POLARIZED $75.00
TRANSITIONS (STANDARD) - SINGLE VISION $65.00
TRANSITIONS (STANDARD) - BIFOCAL & TRIFOCAL $70.00
PROGRESSIVE $50.00  (Plus Bifocal/Trifocal fee)
OTHER ADD-ON SERVICES 20% off Retail
FRAMES (ANY ELIGIBLE FRAME AT PROVIDER'S LOCATION) 35% Off Retail
CONTACT LENSES (DISCOUNT DOES NOT APPLY AT CONTACT FILL)
CONVENTIONAL 15% Off Retail
DISPOSABLE 10% Off Retail

FITTING AND FOLLOW UP 10% Off Retail



Limitations

The benefits payable are subject to the following limitations:
¢ Examination/tonometry — every 12 months

e Lenses —every 12 months

e Frames — every 12 months

e Payment will not be made for both contact lenses and frames or eye glass lenses within a 12-month
period.

e Benefits for photochromic grey and brown lenses, fashion color or coated lenses shall be limited to the
allowances made for clear lenses. Any extra charge shall be billed to the patient.

e Benefits for progressive no-line multifocal lenses shall be limited to the Allowances made for lined
multifocal lenses. Any extra charge shall be billed to the patient.

e Benefits for prescription sunglasses shall be limited to the Allowance made for prescription glasses.
Any extra charge shall be billed to the patient.

e Benefits for industrial safety lenses requiring a prescription shall be limited to the Allowance made for
prescription glasses. Any extra charge shall be billed to the patient.

Exclusions

No payment will be made for the following services and materials:

e Medical or surgical treatment of the eyes.

e Drugs or other medication.

¢ Any lenses which do not require a prescription, such as non-prescription sunglasses.
e Replacement of lost, stolen, broken or damaged lenses, contact lenses or frames.

e Services or materials covered by Workers' Compensation laws.

¢ Vision services or materials provided by federal, state, or local government.

e Examinations or materials not listed as a covered service.

e Parts or repair of frames.

Claims and Appeal Procedures

NVA attempts to process all claims within a reasonable processing time. If a claim will be delayed more
than thirty (30) days, the administrator will notify the subscriber in writing stating the reason for delay.

Routine claims questions can be sent to NVA at P.O. Box 2187, Clifton, NJ 07015 or call direct (800)
672-7723 toll-free.

If a claim for benefits is denied, either in part or in whole, you will receive a written notice explaining the
reason or reasons for the denial of benefits. Please see Section VIII in the attached Summary Plan
Description for a complete explanation of the claim appeal process. If the information received with the
claim is incomplete, the notice will tell you what additional facts or materials are needed and why.

You may appeal a denial of benefits for any claim by sending a letter to the PSEA Health and Welfare
Fund, 400 North Third St. P.O. Box 1724 Harrisburg, Pa. 17105-1724 stating why you think your claim
should not have been denied, along with any additional information, documents, data or comments you
think have a bearing on your claim. Your appeal must be made within one hundred eighty (180) days after
you have been notified of the denial of benefits. In preparing your appeal, you or your representative will
have the right to examine documents pertinent to your appeal. However, medical information cannot be
released to you unless your physician authorized its release in writing.

The PSEA Health and Welfare Fund trustees will review all the facts on which the original decision was
based and any additional information you have provided in your appeal. You will receive a final decision
in writing within sixty (60) days of the date your appeal is received. Where there are special circumstances
requiring extensive review by medical specialists of technical records, a final decision may take longer
than sixty (60) days. In that case, you will be informed promptly of the need for additional information
and further review time.



PENNSYLVANIA STATE EDUCATION ASSOCIATION
HEALTH AND WELFARE PLAN

SUMMARY PLAN DESCRIPTION

I. INTRODUCTION

The Pennsylvania State Education Association Health and Welfare Plan (the “Plan”) has been
established to provide health and welfare benefits to certain school employees, including Retirees,
in the Commonwealth of Pennsylvania, Employees of the Pennsylvania State Education Association
(“PSEA”) or its Affiliates, and PSEA Members, including Retirees. This summary of the Plan,
along with the brochures describing the Programs, is designed to answer your questions about how
the Plan works. If you have any questions after reading this summary, the Plan Administrator will
be available to discuss the Plan with you.

This document, along with its attachments, is only intended to provide you a brief summary of the
Plan. In order to fully understand the detailed operation of the Plan, you would need to review the
Plan document, the Trust Agreement, and any agreements that the Plan maintains with Insurance
Carriers. To the extent that this summary, along with its attachments, is inconsistent with any of
those underlying documents, those underlying documents control.

Please be advised that the Benefit Programs provided under this Plan and the Plan itself may be
modified or terminated at any time by the Pennsylvania State Education Association.

II. TERMS YOU SHOULD KNOW

The following terms used in this Summary Plan Description are defined below. Capitalized terms
used in this Summary Plan Description and not otherwise defined have the meaning set forth in the
Plan or other Program documents.

“Administrator” means the Fund’s third-party administrator or Insurance Carrier responsible for
administering a Benefit Program under the Plan.

“Affiliate” means any local education association which is chartered by or affiliated with PSEA.

“Beneficiary” means the person, designated by the Participant or by the terms of an Insurance
Contract, who is or may become entitled to receive benefits under the Plan.

“Benefit Program(s)” or “Program(s)” means the plan of benefits described in the Program
brochures, as amended from time to time.

“Continuation Coverage” means the extended health coverage provided under the Plan in
accordance with Section VII.

“Dependents”
May include the following:

“Spouse” means the person to whom the Participant is legally married.

“Domestic Partner” means a same or opposite gender unmarried partner who shares an exclusive
mutual commitment with a Participant whose Employer has elected to provide benefits to
Domestic Partners. Both partners agree to be financially responsible for each other’s common
welfare, living expenses, and financial obligations, including the care of each other’s minor
dependents. The individuals must be at least 18 years of age and be each other’s sole domestic
partner and intend to remain so indefinitely. Neither party is married to another person and neither
is related to the other by adoption or blood to a degree that would bar marriage in the
Commonwealth of Pennsylvania. The partners must currently be residing together and have
resided together for at least six (6) consecutive months.

“Child” means the following individuals who are under age 26 and are:

(1) A natural or adopted child of a Participant;



(2) A stepchild, that is, the child of the Participant’s Spouse or Domestic Partner;
(3) A grandchild of a participant with legal guardianship.

(4) A disabled child of a participant. For purposes of this Plan, a Disabled Child is a Child who
has been determined to be disabled by the Social Security Administration; who is not able to earn
a living because of the disability, whose disability began prior to the date on which the Child would
have lost Benefit Coverage because of age (age 26); and who is financially Dependent on the
Participant for support and maintenance as evidenced by, inter alia, documentation showing that
the Participant claims the Disabled Child as a Dependent for federal income tax purposes.

The Fund may rely on documentary evidence to determine for purposes of this Plan that the
Participant has custody of, guardianship of, or is otherwise legally responsible for, the child,
including evidence that the Participant claims the child as a Dependent for federal income tax
purposes.

“Eligible” means that a Member or Dependent(s) may obtain coverage for the dental, vision and
other benefits available under this plan because he or she is a member (or eligible dependent of a
member) in good standing in the PSEA and has paid the required premium for the benefits sought.

“Insurance Carrier” means the insurers providing insured benefits under the Plan.
“Member” means any member in good standing of PSEA or an Affiliate.

“Participant” for the purpose of this vision program means a Member who is eligible to receive
benefits under one or more Programs under the Plan.

“Plan” means the Pennsylvania State Education Association Health and Welfare Plan.
“Plan Administrator” means the Pennsylvania State Education Association.
“PSEA” means the Pennsylvania State Education Association.

“PSEA-HWEF” or “Fund” or “Trust” means the trust called the Pennsylvania State Education
Association Health and Welfare Fund.

“Retiree” means a retired PSEA member who has maintained membership in the PSEA.

“You” means a Participant, Spouse, Domestic Partner, or dependent child who is eligible to
receive benefits under the Plan.

II1. ELIGIBILITY
Generally, you are eligible to participate in the Plan if:
¢ You are member of PSEA or, for group (employer-based) products, a public employee.

Taxation of Domestic Partner Coverage

Coverage that is paid for in-part or in full by an employer may be considered a taxable benefit.
Under Federal law, if a Domestic Partner or the child of a Domestic Partner is not a dependent of the
Participant under Section 152 of the Internal Revenue Code, the fair market value of the benefits
provided to the Domestic Partner or the child of a Domestic Partner must be treated as taxable income
to the Participant and reported as such on the Participant’s Wage and Tax Statement (W-2).
Generally, for your Domestic Partner or the child of your Domestic Partner to receive benefits on a
non-taxable basis, you must claim your Domestic Partner and/or the child of your Domestic Partner
as a dependent on your federal income tax return. You should contact your Employer for more
information about the taxability of benefits provided to Domestic Partners or children of Domestic
Partners.

PSEA Members may participate in the following Programs:



e PSEA Voluntary Vision Program

e Voluntary Long-Term Care

e Opti-Vision

e Travel and Accident

e PSEACare Dental and Vision Program - PSEA-Retired members only

VOLUNTARY LONG-TERM CARE

The Voluntary Long-Term Care Program stopped accepting new Participants after March
31, 1999. The Voluntary Long-Term Care Program provides base nursing home, base
nursing home plus professional home care, or base nursing home plus total home care
coverage. Individuals participating in this Program before April 1, 1999 may continue their
coverage. You should read the Voluntary Long-Term Care Program certificate of insurance
for a complete description of the benefits offered under the Program including eligibility,
limits, exclusions, procedures, and effective dates. The Voluntary Long-Term Care
Program is insured by UNUM Provident Corporation, 2211 Congress Street, Portland, ME
04122 and administered by USI Colburn Insurance Service, 1 International Plaza, 4™ Floor,
Philadelphia, PA 19113

OPTI-VISION

The Opti-Vision Program provides certain discounts for vision examinations, lenses, and
frames from participating vision providers. Opti-Vision can be used as a stand-alone
program or in conjunction with your NVA program. You should read the Opti-Vision
Program brochure for a complete description of the benefits offered under the Program
including eligibility, enrollment, administration, program discounts, procedures, effective
dates, and a listing of participating providers. The Opti-Vision Program is self-insured by
PSEA-HWF and is administered by National Vision Administrators, P.O. Box 2187, Clifton,
NJ 07015.

PSEACARE DENTAL AND VISION PROGRAM

The PSEACare Dental and Vision Program is design specifically for PSEA-Retired
Members and provides dental and vision benefits at a fixed annual cost. You should read the
PSEACare Dental and Vision Program brochure for a complete description of the benefits
available under the Program including eligibility, benefits, applicable deductibles, co-
payments, limits, exclusions, procedures, and effective dates.

Retirees, and eligible Dependents, cannot terminate participation once a contract year has
begun. Failure to renew participation in the Program disqualifies the Participant from all
future enrollment in the Program. The dental portion of the Program is self-insured by
PSEA-HWF and administered by United Concordia Companies, Inc., P.O. Box 69421,
Harrisburg, PA 17106. The vision portion of the Program is self-insured by PSEA-HWF
and administered by National Vision Administrators, P.O. Box 2187, Clifton, NJ 07015.

Coordination of Benefits:

If you or your dependents are covered by any other vision benefits plan and receive a service
covered by this Plan and the other, benefits will be coordinated. This means that one plan will be
primary and determine its benefits before those of the other plan and without considering the other
plan's benefits. The other plan will be secondary and determine its benefits after the other plan.
The secondary plan’s benefits may be reduced because of the primary plan's payment. Each plan
will provide only that portion of its benefit that is required to cover expenses. This prevents
duplicate payments and overpayments. Upon determination of primary or secondary liability, this
Plan will determine payment.



1.

The following words and phrases regarding the Coordination of Benefits ("COB")
provision are defined as set forth below:

A) Allowable Amount is the Plan’s allowance for items of expense, when the care is
covered at least in part by one or more Plans covering the Member for whom the claim is
made.

B) Claim Determination Period means a benefit year. However, it does not include any
part of a year during which a person has no coverage under this Plan.

C) Other Vision Plan is any form of coverage which is separate from this Plan with which
coordination is allowed. Other Vision Plan shall be any of the following which provides
vision benefits, or services, for the following: Group insurance or group type coverage,
whether insured or uninsured.

D) Primary Plan is the plan which determines its benefits first and without considering
the other plan's benefits. A plan that does not include a COB provision may not take the
benefits of another plan into account when it determines its benefits.

E) Secondary Plan is the plan which determines its benefits after those of the other plan
(Primary Plan). Benefits may be reduced because of the other plan's (Primary Plan)
benefits.

F) Plan means this document including all schedules and all riders thereto, providing vision
care benefits to which this COB provision applies and which may be reduced as a result of
the benefits of other vision plans.

The fair value of services provided by the Claims Administrator shall be considered to be
the amount of benefits paid by the Claims Administrator. The Claims Administrator will
be fully discharged from liability to the extent of such payment under this provision.

In order to determine which plan is primary, the Plan will use the following rules.

A) The other plan does not have a provision similar to this one, then that plan shall be
primary.

B) Ifboth plans have COB provisions, the plan covering the Member as a primary insured
is determined before those of the plan which covers the person as a Dependent.

C) Active/Inactive Member.

D) For actively employed Members and their dependents over the age of 65 who are
covered by Medicare, the plan shall be primary.

E) When one contract is a retirement plan and the other is an active plan, the active plan
is primary. When two retirement plans are involved, the one in effect for the longest
time is primary. If another contract does not have this rule, then this rule will be
ignored.

F) If none of these rules apply, then the contract which has continuously covered the
Member for a longer period of time shall be primary.

G) The plan covering an individual as a COBRA continue will be secondary to a plan
covering that individual as a Member or a Dependent.

Right to Receive and Release Needed Information — Certain facts are needed to apply these
COB rules. The Claims Administrator has the right to decide which facts it needs. It may
get needed facts from or give them to any other organization or person. Any health
information furnished to a third party will be released in accordance with federal law. Each
person claiming benefits under This Plan must give any facts needed to pay the claim.



5. Facility of Payment — A payment made under another plan may include an amount which
should have been paid under This Plan. If it does, the Claims Administrator may pay the
amount to the organization which made that payment. That amount will then be treated as
though it were a benefit paid under This Plan, and the Claims Administrator will not pay
that amount again. The term "payment made" includes providing benefits in the form of
services, in which case "payment made" means reasonable cash value of the services
prepaid by the Claims Administrator.

6. Right of Recovery — If the payment made by the Claims Administrator is more than it
should have paid under this COB provision, the Claims Administrator may recover the
excess from one or more of the following: (1) persons it has paid or for whom it has paid;
or (2) insurance companies; or (3) other organization. Members are required to assist the
Claims Administrator to implement this section.

Subrogation and Reimbursement

If your vision claims are the result of a third party’s actions, the Plan is given the broadest rights
to recover any medical expenses paid on your behalf, including, but not limited to reimbursement,
subrogation, constructive trust and any other federal or state causes of action that may provide
legal and/or equitable relief to the Plan. Generally, the Plan treats the third party as primarily liable
for your medical expenses. However, the Plan will pay Benefits to you with the understanding that
payment of these Benefits is expressly and automatically conditioned on the Plan being reimbursed
for these Benefits if there is any recovery from that third party (including any recovery from the
other insurance carrier). You and your attorney agree and are required, as a condition of the Fund
providing any Benefits for you under this Plan, to hold all money you receive in constructive trust
for the Fund, regardless of whether you execute a subrogation agreement. This means that you
must treat all dollars you receive from the third party as if you are holding them to repay the Fund
before you pay anyone else. Your attorney must place these funds in a restricted account and make
payment first to the Fund before taking fees himself or providing payment to you. Any
reimbursement amounts which the Plan receives from a third party shall not be reduced by any
attorney fees greater than 20%, unless the Plan has consented to a higher attorney fee in writing.
You must not do anything that could interfere with the Plan’s right to reimbursement from the
third party. The Plan may ask you to assign to it your rights against that third party, or your
recovery from that third party, to the extent of Benefits paid by the Plan. You must also contact
the Plan before you settle the case without the prior written consent of the Plan. The Plan may
request that you authorize the Plan to sue on your behalf.

IV. ENROLLMENT GUILDLINES AND TERMINATION OF COVERAGE

Participant Coverage. Your coverage under a Program will terminate in the following
circumstances:

¢ discontinuance of the Plan as a whole or the particular Program in which you participate;

¢ loss of your eligibility (such as ceasing to participate in any category of PSEA membership);
your failure to make contributions to PSEA-HWF when due (if you are required to make
contributions)

Enrollment Guidelines for the 12-Month Frequency Voluntary Vision Program

e Participants are required to remain enrolled in the program for the full benefit year/contract
year. The term of the contract is 12 months for the 12-month vision coverage frequency
vision plan. If a participant does not make the premium payments for the entire term of the
contract, they will not be allowed to re-enroll in the PSEA Voluntary Vision plans for a
period of 4 years from the date coverage was terminated. Should coverage be dropped for a
second time, for any reason, the participant will not be able to reenroll in the program.



e Notice of termination of coverage must be received before the 15th of the month prior to the
termination of coverage. Notification of termination of coverage on or after the 15th of the
month will result in the coverage remaining in effect until the completion of the next full
month after notice is given.

e If the participant terminates coverage during the annual open enrollment period or fails to
renew coverage, they will be able to re-enroll in the program by paying for the premiums
missed from the last date of coverage and the date of reenrollment. If payment(s) from the
last date of coverage are not made, Members will be allowed to reenroll on their contract
anniversary date.

e Enrollment changes are allowed if a Qualifying Life Event, as defined by the Internal
Revenue Service (IRS), has occurred.

¢ Should a participant have a break in coverage for a second time, for any reason, they will not
be allowed to re-enroll in the program.

e If the ACH transaction is rejected by the participants bank for reasons including, but not
limited to, non-sufficient funds, the Fund will recoup any bank charges incurred for the
rejected transaction. Coverage will be terminated if a participant has more than 3 insufficient
funds payments and the participant will not be able to re-enroll.

V. AMENDMENT AND TERMINATION OF PLAN

The Plan or any or all Programs may be amended or terminated at any time by the Plan Sponsor,
PSEA. Inthe event that the Plan or any or all of the Programs is terminated, your benefits will cease,
but your right to receive benefits under a Program for claims that arose before termination of your
participation under the Plan or under a Program will not be affected.

VII. CONTINUATION OF COVERAGE FOR CERTAIN HEALTH BENEFITS

BOTH YOU AND YOUR DEPENDENTS SHOULD TAKE THE TIME TO READ THIS
NOTICE

Continuation Coverage — If you are a “Covered Employee”, including a Retiree and covered by
the PSEA Health and Welfare Plan, your dependents have the right to choose Continuation
Coverage, at your own expense, if your Dental, Vision, and/or Prescription Benefit Program
coverage would otherwise end due to a “qualifying event.” This notice contains important
information about your right to COBRA Continuation Coverage, which is a temporary extension of
health coverage under the Plan. This Section of the SPD serves as your general notice about
COBRA Continuation Coverage. It generally explains COBRA Continuation Coverage, when
it may become available to you and your family, and what you need to do to protect the right
to receive it.

The right to COBRA Continuation Coverage was created by a federal law, the Consolidated
Omnibus Budget Reconciliation Act of 1985 (COBRA). COBRA Continuation Coverage can
become available to you when you would otherwise lose your group health coverage. It can also
become available to your Dependents who are covered under the Plan when they would otherwise
lose their group health coverage. For additional information about your rights and obligations under
the Plan and under federal law, you should review the rest of this Summary Plan Description or
contact the Plan Administrator for more information, including a copy of the Plan document.

What is COBRA Continuation Coverage?

COBRA Continuation Coverage is a continuation of Plan health coverage when that coverage would
otherwise end because of a life event known as a “qualifying event.” Specific qualifying events are




listed later in this notice. After a qualifying event, COBRA Continuation Coverage must be offered
to each person who is a “qualified beneficiary.” Your Dependents could become qualified
beneficiaries if coverage under the Plan is lost because of a qualifying event. Under the Plan,
qualified beneficiaries who elect COBRA Continuation Coverage must pay for COBRA
Continuation Coverage.

If you are the Dependent of an Employee covered by the PSEA Health and Welfare Plan, you will
become a qualified beneficiary if you lose your health coverage under the Plan because any of the
following qualified events happens:

e The Member dies;
e You are the spouse and become divorced or legally separated from the Member.
e You reach the maximum age as a dependent child under the plan’s eligibility guidelines

PLEASE NOTE: For information regarding the continuation of certain health benefit coverage for
Domestic Partners and their children, see the paragraph entitled “Continuation of Coverage of
Certain Health Benefits for Domestic Partners and Their Children” at the end of this Section VIL. In
addition, if your same sex marriage was celebrated in a state that recognizes such marriages, your
Spouse is entitled to elect COBRA coverage.

When is COBRA Coverage Available?

The Plan will offer COBRA Continuation Coverage to qualified beneficiaries only after the Plan
Administrator has been notified that a qualifying event has occurred. When the qualifying event is
the death of the Employee, the Employer must notify the Plan Administrator of the qualifying event.

You Must Give Notice of Some Qualifying Events.

For the other qualifying events (divorce or legal separation of the Employee and Spouse, a
second qualifying event, or a disability extension or cessation of disability), you must notify the
Plan Administrator.

Notice Procedures.

When you must give notice of a qualifying event to the Plan Administrator, you must follow
the following procedures or you will not be eligible for COBRA Continuation Coverage:

You must notify the Plan Administrator within 60 days after the qualifying event occurs (or,
with respect to a disability extension, after the receipt of the disability determination, if later,
but within 18 months of the qualifying event).

You must notify the Plan Administrator in writing.

Your notice must include the following information: your name the type of qualifying event,
the date of the qualifying event, and the names of the individuals who you believe are qualified
beneficiaries with respect to the qualifying event.

You must provide this notice to: COBRA Administration, PSEA Health and Welfare Fund,
Post Office Box 1724, Harrisburg, PA 17105-1724.

How is COBRA Coverage Provided?

Once the Plan Administrator receives notice that a qualifying event has occurred, COBRA
Continuation Coverage will be offered to each of the qualified beneficiaries. Each qualified
beneficiary will have an independent right to elect COBRA Continuation Coverage.

COBRA Continuation Coverage is a temporary continuation of health coverage. When the
qualifying event is the death of the Employee, the Employee’s becoming entitled to Medicare
benefits (under Part A, Part B, or both), or your divorce or legal separation, COBRA Continuation
Coverage lasts for up to a total of 36 months. When the qualifying event is the end of employment
or reduction of the Employee’s hours of employment, and the Employee becomes entitled to




Medicare benefits less than 18 months before the qualifying event, COBRA Continuation Coverage
of qualified beneficiaries other than the Employee lasts until 36 months after the date of Medicare
entitlement. For example, if a covered Employee becomes entitled to Medicare 8 months before the
date on which his employment terminates, COBRA Continuation Coverage for his spouse can last
up to 36 months after the date of Medicare entitlement, which is equal to 28 months after the date of
the qualifying event (36 months minus 8 months). Otherwise, when the qualifying event is the end
of employment or reduction of the Employee’s hours of employment, COBRA Continuation
Coverage generally lasts for only up to a total of 18 months. There are two ways in which this 18-
month period of COBRA Continuation Coverage can be extended:

Disability extension of 18-month period of continuation coverage — If you or your Dependents are
determined by the Social Security Administration to be disabled and you notify the Plan
Administrator in a timely fashion, you and your Dependents may be entitled to receive up to an
additional 11 months of COBRA Continuation Coverage, for a total maximum of 29 months. The
disability would have to have started at some time before the 60" day of COBRA Continuation
Coverage and must last at least until the end of the 18-month period of Continuation Coverage. In
order to extend COBRA Continuation Coverage, you or a qualified beneficiary must provide a copy
of the Social Security Administration disability determination letter to the Plan Administrator before
the end of the first 18 months of COBRA Continuation Coverage and within 60 days after the date
of the qualifying event or the date of receiving the disability determination from the Social Security
Administration, if later. This information must be provided to COBRA Administration, PSEA
Health and Welfare Fund, Post Office Box 1724, Harrisburg, PA 17105-1724.

Second qualifying event extension of 18-month period of continuation coverage — If you or your
Dependents experience another qualifying event while receiving 18 months of COBRA
Continuation Coverage, the dependent(s) can get up to 18 additional months of COBRA
Continuation Coverage, for a maximum of 36 months, if notice of the second qualifying event is
given to the Plan Administrator in accordance with the Notice procedures described above. This
extension may be available to the dependent(s) receiving Continuation Coverage if the Employee or
former Employee dies, becomes entitled to Medicare benefits (under Part A, Part B, or both), or gets
divorced or legally separated, but only if the event would have caused the dependent(s) to lose
coverage under the Plan had the first qualifying event not occurred.

How can you elect COBRA continuation coverage?

To elect COBRA Continuation Coverage, you must complete an election form and furnish it
according to the directions on the form. Each qualified beneficiary has a separate right to elect
COBRA continuation coverage. You will have 60 days from the date of the election form in which
to elect COBRA Continuation Coverage.

In considering whether to elect COBRA Continuation Coverage, you should take into account that
a failure to continue your group health coverage may affect your future rights under federal law.
First, you can lose the right to avoid having pre-existing condition exclusions applied to you by other
group health plans if you have more than a 63-day gap in health coverage, and election of COBRA
Continuation Coverage may help you not have such a gap. Second, you will lose the guaranteed
right to purchase individual health insurance policies that do not impose such pre-existing condition
exclusions if you do not get COBRA Continuation Coverage for the maximum time available to you.
Finally, you should take into account that you have special enrollment rights under federal law. You
have the right to request special enrollment in another group health plan for which you are otherwise
eligible (such as a plan sponsored by your Spouse’s employer) within 30 days after your group health
coverage ends because of the qualifying event. You will also have the same special enrollment right
at the end of COBRA Continuation Coverage if you get COBRA Continuation Coverage for the
maximum time available to you.

How much does COBRA continuation coverage cost?




Generally, each qualified beneficiary may be required to pay the entire cost of COBRA Continuation
Coverage. The amount a qualified beneficiary may be required to pay may not exceed 102 percent
(or, in the case of an extension of COBRA Continuation Coverage due to a disability, 150 percent)
of the cost to the group health plan (including both employer and employee contributions) for
coverage for a similarly situated plan participant or beneficiary who is not receiving COBRA
Continuation Coverage.

When and how must payment for COBRA Continuation Coverage be made?

First payment for COBRA continuation coverage — If you elect COBRA Continuation Coverage,
you must make your first payment for COBRA continuation coverage not later than 45 days after
the date you make your election. If you do not make your first payment for COBRA Continuation
Coverage in full not later than 45 days after the date you make your election (meaning the date your
election is postmarked), you will lose all COBRA Continuation Coverage rights under the Plan. You
are responsible for making sure that the amount of your first payment is correct. You may contact
the Plan Administrator to confirm the correct amount of your first payment.

Periodic payments for COBRA Continuation Coverage — After you make your first payment for
COBRA Continuation Coverage, you will be required to make periodic payments for each
subsequent coverage period. The periodic payments can be made on a monthly basis. Under the

Plan, each of these periodic payments for COBRA Continuation Coverage is due on the 20™ day of
the month preceding the month for which coverage is to be continued. If you make a periodic
payment on or before the first day of the coverage period to which it applies, your coverage under
the Plan will continue for that coverage period without any break. The Plan does not send monthly
notices of payments due.

Grace periods for periodic payments — Although periodic payments are due on the 20" day of the
month preceding the month for which coverage is to be continued, you will be given a grace period
of 30 days after the first day of the coverage period to make each periodic payment. If you fail to
make a periodic payment before the end of the grace period for that coverage period, you will lose
all rights to COBRA Continuation Coverage under the Plan.

Termination of COBRA Continuation Coverage Before the End of the Maximum Period

Continuation coverage will be terminated before the end of the maximum period if:

e Any required premium is not paid in full on time;

e A qualified beneficiary becomes covered, after electing continuation coverage, under
another group health plan that does not impose any pre-existing condition exclusion for
a pre-existing condition of the qualified beneficiary;

e A qualified beneficiary becomes entitled to Medicare benefits (under Part A, Part B, or
both) after electing continuation coverage;

e A disabled qualified beneficiary is determined to no longer be disabled; or

e The Fund ceases to provide this coverage under a group health.

Continuation coverage may also be terminated for any reason the Plan would terminate coverage of
a Participant or beneficiary not receiving continuation coverage (such as fraud). See also Section V
of this Summary Plan Description.

If You Have Questions

Questions concerning your Plan or your COBRA continuation coverage rights should be addressed
to the contact identified below. For more information about rights you may have under ERISA,
including COBRA, the Health Insurance Portability and Accountability Act (HIPAA), and other
laws affecting group health plans, contact the nearest Regional or District Office of the U.S.
Department of Labor’s Employee Benefits Security Administration (EBSA) in your area or visit the



EBSA website at www.dol.gov/ebsa. Addresses and phone numbers of Regional and District EBSA
Offices are available through EBSA’s website.

Keep Your Plan Informed of Changes

In order to protect your family’s rights, you should keep your Employer and the Plan Administrator
informed of any changes in the addresses of family members and changes such as divorce or legal
separation.

Plan Contact Information

COBRA Administration

PSEA Health and Welfare Fund

400 North Third Street, P.O. Box 1724
Harrisburg, PA 17105-1724

717/255-7024 m 800/944-7732, extension 7024

Special Rules - In addition, special rules may apply under the Health Insurance Portability and
Accountability Act (“HIPAA”) HIPAA may require that you receive a certificate of creditable
coverage when your group health plan coverage terminates. HIPAA may also limit pre-existing
condition exclusions and require group health plans to comply with certain nondiscrimination and
special enrollment period rules. Please contact the Fund for additional information about these
special rules.

Continuation of Coverage of Certain Health Benefits for Domestic Partners and Their
Children - If you are a Domestic Partner of an Employee covered by the PSEA Health and Welfare
Plan whose Employer has elected to provide coverage to Domestic Partners, or the child of such a
Domestic Partner, and you lose your health coverage under the Plan because of the occurrence of
any of the qualified events listed in the above notice for “Spouses” as applicable, including the
dissolution of the partnership with the Employee, you may be entitled to the continuation of your
health coverage under terms and conditions similar to those described in the above notice.

VI. CONTRIBUTIONS

Contributions for Participants are set forth from time to time and may be changed from time to time
by the trustees of the PSEA-HWF. Some or all of the benefits provided under the Plan may, at the
discretion of the Plan Sponsor, be provided by the purchase of insurance contracts issued by one
or more insurance companies, or health care service contracts issued by or provided through a
health care service provider, qualified health maintenance organization, or preferred provider
organization. Any dividends, retroactive rates, proceeds from demutualization, or other refund
that may become payable under any insurance or health care service contracts or Program due to
actuarial error in rate calculation shall be the property of and retained by the PSEA-HWF. PSEA-
HWEF also will retain any and all provider discounts available under any Program offered under the
Plan. Any amounts received under the circumstances described above will be used for the PSEA-
HWEF’s tax exempt purposes.

Participant Contributions

Your contributions, if any, are set forth from time to time by the trustees of the PSEA-HWF and
must be paid via authorized ACH transaction or by check or money order payable to the PSEA



Health and Welfare Fund at the following address. To keep the premiums as low as possible the
PSEA Voluntary Vision program must be paid via ACH transaction.

PSEA Health and Welfare Fund

c/o Fund Manager

400 North Third Street, P.O. Box 1724
Harrisburg, PA 17105-1724

If you or your family member is receiving coverage under the Continuation Coverage rules, payment
for the amount due from the date of termination of coverage to the date an individual elects to
continue coverage is due no later than 45 days after the date Continuation Coverage is elected.
Thereafter, payment by individuals for continuation coverage is due on the 20" day of the month
preceding the month of coverage. Failure to make payment by the 30" day after the first day of the
month for which coverage would otherwise be provided will result in loss of coverage effective as
of the first day of the month. For example, if you are receiving continuation coverage, your premium
for the month of October will be due by September 20. If it is not received by October 31, your
coverage will be cancelled effective October 1. Section VII of this Summary Plan Description
provides more information about the Continuation Coverage rules.

VII. CLAIMS

Claims for Benefits Under a Self-Insured Program

Parties Permitted to File Claims for Benefits. You or an authorized representative acting on your
behalf is entitled to pursue a benefit claim or the appeal of an adverse benefit determination under
the Plan.

Filing a Claim for Benefits. You should make a claim for benefits under the Plan by filing a written
claim with the Administrator as soon as possible after you have incurred expenses covered under
the Plan. The manner in which the Administrator processes a claim for group health benefits will
be determined by the classification of the claim. All group health benefit claims will be classified
as one of the following:

e Pre-Service Claim. A Pre-Service Claim is a claim for a benefit, the receipt of which
is conditioned, in whole or in part, on approval of the benefit in advance of obtaining
the medical care.

e Post-Service Claim. A Post-Service Claim is any claim that is not classified as a Pre-
Service Claim. A Post-Service Claim generally involves only the payment or
reimbursement of costs for medical care that has already been provided.

e Urgent Care Claim. An Urgent Care Claim is any claim for medical care or treatment
with respect to which the application of time periods for making non-urgent care
determinations:

(1) Could seriously jeopardize your life, health, or your ability to regain
maximum function; or

(i1) Would subject you to severe pain that cannot be adequately
managed without the care or treatment that is the subject of the claim. Any
determination regarding the severity of your pain must be made by a
physician with knowledge of your medical condition.

If a physician with knowledge of your medical condition determines that a
claim is an Urgent Care Claim, the Administrator will treat the claim as
such.

Failure to Follow Claim Procedures. If you fail to follow the proper procedures for filing a Pre-
Service or Urgent Care Claim, the Administrator will notify you of the failure and provide you




with the proper procedures to be followed in filing a claim for benefits. The Administrator will
provide such notice to you as soon as possible, but not later than:

(1) 5 days following your failure to follow the proper procedures for
filing a Pre-Service Claim; or

(i1) 24 hours after your failure to follow the proper procedures for filing
an Urgent Care Claim.

Notice under the preceding paragraph may be provided orally unless you request written

notification.

Notice to You of Determination of Claim.

(1)

(i)

Urgent Care Claims. The Administrator will notify you of the Plan’s benefit

determination (whether adverse or not) as soon as possible, taking into
account medical exigencies, but not later than 72 hours after the
Administrator’s receipt of an Urgent Care Claim.

L

II.

If you fail to provide the Administrator with information
sufficient to enable the Plan to make a determination on an
Urgent Care Claim, the Administrator will notify you of the
specific information necessary to complete the claim.

The Administrator will provide such notice to you as soon as
possible, but not later than 24 hours after receipt of
information insufficient to make a determination on an
Urgent Care Claim. The Plan will give you a reasonable
amount of time, taking into account the circumstances, but
not less than 48 hours, to provide the specified information.
In such case, the Administrator will notify you of its benefit
determination as soon as possible, but not later than 48 hours
after the earlier of receipt of the specified information, or the
end of the period given to you to provide the specified
additional information.

Pre-Service Claims. The Administrator will notify you of its benefit

determination (whether adverse or not) within a reasonable period of time
appropriate to the medical circumstances, but not later than 15 days after
receipt of a Pre-Service Claim.

L

II.

The Administrator reserves the right to extend this 15-day
period a single time for up to an additional 15 days if it
determines that the extension is necessary due to matters
beyond its control, and notifies you prior to the expiration of
the initial 15-day period, of the circumstances requiring the
extension of the time and date by which the Administrator
expects to render a decision.

If the extension described in the preceding paragraph is
necessary because you failed to submit the information
necessary to decide the claim, the notice of extension must
describe specifically the required information. You will be
given at least 45 days from receipt of the notice within which
to provide the specified information.



(i11))  Post-Service Claims. The Administrator will notify you of its adverse
benefit determination on a Post-Service Claim within a reasonable period
of time, but not later than 30 days after receipt of the claim.

L The Administrator reserves the right to extend this 30-day
period a single time for up to an additional 15 days if the
Administrator determines that the extension is necessary due
to matters beyond its control, and notifies you prior to the
expiration of the initial 30-day period, of the circumstances
requiring the extension of the time and date by which the
Administrator expects to render a decision.

II. If the extension described in the preceding paragraph is
necessary because you failed to submit the information
necessary to decide the claim, the notice of extension must
describe specifically the required information. You will be
given at least 45 days from receipt of the notice within which
to provide the specified information.

(iv)  Concurrent Care Decisions. If the Administrator has approved an ongoing
course of treatment to be provided over a period of time or a number of
treatments, its reduction or termination of the course of treatment (other
than by amendment or Plan termination) is an adverse benefit
determination.

I. The Administrator will notify you of such determination at a
time sufficiently in advance of the reduction or termination
to allow you to appeal and obtain a determination on appeal
of such adverse benefit determination before the benefit is
reduced or terminated.

II. If you request extension of your course of treatment beyond
the period of time or number of treatments and such request
is a claim involving urgent care, the request will be decided
as soon as possible, taking into account the medical
exigencies. The Administrator will notify you of the benefit
determination (whether adverse or not) not later than 24
hours after the Plan’s receipt of the claim. The claim must
be made at least 24 hours prior to the expiration of the
prescribed period of time or number of treatments.

(v) Other Claims. The Administrator will notify you of its adverse benefit
determination within a reasonable period of time but not later than 90 days
after receipt of the claim.

The Administrator reserves the right to extend this 90-day period for up to
90 additional days if it determines that the extension is necessary due to
special circumstances and notifies you prior to the expiration of the initial
90-day period, of the special circumstances requiring the extension of time
and the date by which the Administrator expects to render a decision.

Notice of Adverse Benefit Determination. If the Administrator denies a claim to any extent under
the preceding sections, it will give you with a written notice setting forth (in a manner calculated
to be understood by you):

(1) The specific reason or reasons for the adverse determination;



(i1) Specific reference to the Plan provisions on which the denial is
based;

(ii1)) A description of any additional material or information necessary
for you to perfect the claim and an explanation of why such material
or information is necessary;

(iv) A description of the Plan’s review of procedures and the time limits
applicable to such procedures, including a statement of the rights
you may have to bring a civil action under ERISA Section 502(a)
following an adverse benefit determination on review;

(v) A copy of the internal rule, guideline, protocol, or other similar
criterion relied upon in making the adverse determination, or a
statement that a copy of the rule, guideline, protocol, or other
criterion will be provided free of charge to you upon request;

(vi)  An explanation of the scientific or clinical judgment for a
determination that is based on medical necessity or experimental
treatment or similar exclusion or limit, applying the terms of the
Plan to your medical circumstances, or a statement that such
explanation will be provided free of charge upon request; and

(vi)  In the case of an Urgent Care Claim, a description of the expedited
review processes applicable to such claims.

In the case of an Urgent Care Claim, the information above may be provided
to your orally. In such case, the Administrator must provide to you a written
or electronic notice containing such information not later than 3 days after
your receipt of the oral notice.

Appealing an Adverse Benefit Determination: Self-Funded Benefit Program. If you have a claim

denied, you may appeal such denial. You must file a written appeal within 180 days of receipt of

the notice of denial.

Review of Appeal. Upon receipt of an appeal, the PSEA-HWF will promptly take action to give
due consideration to the appeal. Review of your appeal will be conducted as follows.

(@)
(i)

(iii)

(iv)

(v)

You may submit written comments, documents, records, and other
information relating to the claim for benefits.

You will be provided, upon request and free of charge, reasonable access
to, and copies of, all documents, records and other information relating to
the claim for benefits.

Review of you appeal will not afford deference to the initial adverse benefit
determination and will be conducted by a named fiduciary of the Plan who
is neither the individual who made the adverse benefit determination that is
the subject of the appeal, nor the subordinate of such individual.

In its review, the named fiduciary will take into account all comments,
documents, records, and other information submitted by you relating to the
claim, without regard to whether such information was submitted or
considered in the initial benefit determination.

When deciding an appeal of any adverse benefit determination that is based
in whole or in part on a medical judgment, including determinations with
regard to whether a particular treatment, drug, or other item is experimental,
investigational, or not medically necessary or appropriate, the named
fiduciary will consult with a health care professional who has appropriate
training and experience in the field of medicine involved in the medical



(vi)

(vii)

judgment. This health care professional will be an individual who is neither
an individual who was consulted in connection with the adverse benefit
determination that is the subject of the appeal, nor the subordinate of any
such individual.

You will be provided the identification of medical or vocational experts
whose advice was obtained on behalf of the Plan in connection with your
adverse benefit determination, without regard to whether the advice was
relied upon in making the benefit determination.

Review of the appeal of an Urgent Care Claim will be conducted in an
expedited manner, pursuant to which:

L. A request for an expedited appeal of an adverse benefit
determination may be submitted orally or in writing by you;
and

II. All necessary information, including PSEA-HWEF’s decision
on appeal, will be transmitted by telephone, facsimile, or
other available similarly expeditious method.

Notice of Benefit Determination on Appeal.

(1)

(ii)

(iii)

(iv)

Urgent Care Claims. PSEA-HWF will notify you of its determination as
soon as possible, taking into account the medical exigencies, but not later
than 72 hours after receipt of your appeal.

Pre-Service Claims. PSEA-HWF will notify you of its determination within
a reasonable period of time appropriate to the medical circumstances, but
not later than 30 days after receipt of your appeal.

Post-Service Claims. PSEA-HWF will notify you of its determination
within a reasonable period of time, but not later than 60 days after receipt
of your appeal.

Other Claims. PSEA-HWF will notify you of its determination within a
reasonable period of time, but not later than 60 days after receipt of your
appeal (120 days if special circumstances require an extension of time). If
special circumstances require an extension of time, written notice of the
extension will be furnished to you prior to commencement of the extension.

Notice of Adverse Benefit Determination on Appeal. If PSEA-HWF denies an appeal to any

extent, it will furnish you with a written notice setting forth (in a manner calculated to be

understood by you):
(@)
(i)
(i)

(iv)

The specific reason or reasons for the adverse determination;
Specific reference to the Plan provisions on which the denial is based;

A statement that you are entitled to receive, upon request and free of charge,
reasonable access to, and copies of, all documents, records, and other
information relevant to your claim for benefits;

A statement describing any voluntary appeal procedures offered by PSEA-
HWF and your right to obtain information about such procedures and a
statement that you may have a right to bring an action under Section 502(a)
of ERISA;

A copy of the internal rule, guideline, protocol, or other similar criterion
relied upon in making the adverse determination, or a statement that a copy
of the rule, guideline, protocol, or other criterion will be provided free of
charge to you upon request;



(vi)  An explanation of the scientific or clinical judgment for any determination
based on a medical necessity or experimental treatment or similar exclusion,
applying the terms of the Plan to your medical circumstances or a statement
that such explanation will be provided free of charge upon request;

(vil) A statement explaining that you and PSEA-HWF may have other voluntary
alternative dispute resolution options such as mediation, and that you should
contact the U.S. Department of Labor and your State Insurance regulatory
agency to find out what alternatives may be available.

VIII. YOUR RIGHTS UNDER THE PLAN
As a Participant in the Plan, you may be entitled to certain rights and protections, as follows:

Receive Information About Your Plan and Benefits

Examine, without charge, at the Plan Administrator's office and at other specified locations all
Plan documents, including insurance contracts, and a copy of the latest annual report (Form
55008Series) filed by the Plan with the U.S. Department of Labor and available at the Public
Disclosure Room of the Employee Benefits Security Administration.

Obtain, upon written request to the Plan Administrator, copies of documents governing the
operation of the Plan, including insurance contracts, copies of the latest annual report (Form 5500
Series), an updated summary plan description, and any applicable collective bargaining agreement.
The Plan Administrator may make a reasonable charge for the copies.

Receive a summary of the Plan's annual financial report. The Plan Administrator may be required
by law to furnish you with a copy of this summary annual report.

Continue Group Health Plan Coverage

Continue group health coverage for yourself and your Dependent(s) if there is a loss of coverage
under the Plan as a result of a qualifying event. You or your Dependent(s) would have to pay for
such coverage. Review this summary plan description and the documents governing the Plan on
the rules governing your COBRA continuation coverage rights.

There may be a reduction or elimination of exclusionary periods of coverage for preexisting
conditions under your group health plan if you have creditable coverage from another plan. You
should be provided a certificate of creditable coverage, free of charge, from your group health plan
or health insurance issuer when you lose coverage under the Plan, when you become entitled to
elect COBRA continuation, when your COBRA continuation coverage ceases, if you request it
before losing coverage, or if you request it up to 24 months after losing coverage. Without
evidence of creditable coverage, you may be subject to a preexisting condition exclusion for 12
months (18 months for late enrollees) after your enrollment date in your coverage.

Prudent Actions by Plan Fiduciaries

The people who operate the Plan, called “fiduciaries” of the Plan, have a duty to do so prudently
and in the interest of you and other Plan participants and beneficiaries. No one, including your
employer, your union, or any other person may fire you or otherwise discriminate against you in
any way to prevent you from obtaining a welfare benefit under the Plan or from exercising your
rights.

Enforce Your Rights

If your claim for welfare benefits is denied or ignored, in whole or in part, you have a right to
know why this was done, to obtain copies of documents relating to the decision without charge,
and to appeal any denial, all within certain time schedules.

There are steps you may be able to take to enforce the above rights. For instance, if you request a
copy of Plan documents or the latest annual report from the Plan and do not receive them within



30 days, you may be able to file suit in Federal court. In such a case, the court may require the
Plan Administrator to provide the materials and pay you up to $110 a day until you receive the
materials, unless the materials were not sent because of reasons beyond the control of the Plan
Administrator. If you have a claim for benefits which is denied or ignored in whole or in part, you
may be able to file suit in a state or Federal court after you have exhausted your rights for review
and appeal under the Plan. In addition, if you disagree with the Plan’s decision or lack thereof
concerning the qualified status of a medical child support order, you may be able to file suit in
Federal court. If it should happen that the Plan fiduciaries misuse the Plan's money, or if you are
discriminated against for asserting your rights, you may be able to seek assistance from the U.S.
Department of Labor, or you may be able to file suit in a Federal court. The court will decide who
should pay court costs and fees. If you are successful the court may order the person you have
sued to pay these costs and fees. If you lose, the court may order you to pay these costs and fees,
for example, if it finds your claim is frivolous.

Assistance with Your Questions

If you have any questions about your Plan, you should contact the Plan Administrator. If you have
any questions about this statement or about your rights, or if you need assistance in obtaining
documents from the Plan Administrator, you may contact the nearest office of the Employee
Benefits Security Administration, U.S. Department of Labor, listed in your telephone directory or
the Division of Technical Assistance and Inquiries, Employee Benefits Security Administration,
U.S. Department of Labor, 200 Constitution Avenue N.W., Washington, D.C. 20210 and the
Employee Benefits Security Administration may assist you. You may also obtain certain
publications about your rights and responsibilities by calling the publications hotline of the
Employee Benefits Security Administration.

IX. GENERAL INFORMATION
Plan Name. Pennsylvania State Education Association Health and Welfare Plan.
Trust Name. Pennsylvania State Education Association Health and Welfare Fund (“PSEA-HWEF”).

Plan Sponsor. Pennsylvania State Education Association
400 North Third Street, P.O. Box 1724
Harrisburg, Pennsylvania 17105-1724

Identification Numbers. PSEA’s federal tax identification number is 23-0961125.
PSEA-HWF’s federal tax identification number is 23-2121745.

Plan Numbers. The following benefit programs are included in Pennsylvania State Education
Association Health and Welfare Fund Program Plan Number 502: Basic Income Protection,
Voluntary Disability Insurance, Basic Life Insurance, Voluntary Long-Term Care, Travel and
Accident, Dental, Opti-Vision, Vision, and PSEACare Dental and Vision.

Plan Year. September 1 to August 31.

Type of Plan. The Plan is an employee welfare benefit plan providing health, life, disability, and
other welfare benefits to Participants.

Plan Administrator. PSEA is the administrator of the Plan. Communications concerning any
aspect of the Plan should be addressed to PSEA, c/o Fund Manager, 400 North Third Street, P.O.
Box 1724, Harrisburg, Pennsylvania 17105. The telephone number of the Fund Manager is (717)
255-7024 or (800) 944-7732, ext. 7024. The Plan Administrator is a named fiduciary of the Plan.

Type of Plan Administration. Certain benefits under the Plan that are provided under insurance
contracts are administered by the Insurance Carrier. The remaining benefits under the Plan are
administered by the Plan Administrator or, with respect to certain benefits, by a third-party
administrator.




Funding. The Plan is funded by Employer contributions, Participant contributions, insurance
contracts, and Trust investment earnings.

Service of Process. Legal process may be served upon the Plan Administrator. The designated
agent for service of legal process is PSEA, c/o Fund Manager, 400 North Third Street, Harrisburg,
Pennsylvania 17101.

Trustees. As of March 1, 2024, the Trustees of the PSEA Health and Welfare Fund are: Arthur
Aloise, Jack Kelly, Jeftfrey Ney, Melvin Riddick, Wendy Sheeder and Rachael West. The Trustees’
business address is PSEA-HWF, 400 North Third Street, P.O. Box 1724, Harrisburg, Pennsylvania
17105-1724. The Trustees are named fiduciaries of the Plan.

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE
USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.
PLEASE REVIEW IT CAREFULLY.

THE PLAN’S COMMITMENT TO PRIVACY

The PENNSYLVANIA STATE EDUCATION ASSOCIATION HEALTH AND WELFARE
PLAN (the “Plan”) is committed to protecting the privacy of the information it maintains that
identifies you and relates to your physical or mental health, or to the provision or payment of health
services for you (“health information™). In accordance with applicable law, you have certain
rights, as described in this Notice, related to your health information.

This Notice informs you of the Plan’s legal obligations under the federal health privacy provisions

contained in the Health Insurance Portability and Accountability Act of 1996 (“HIPAA”) and the

related regulations (“federal health privacy law”):

e to maintain the privacy of your health information;

e to provide you with this Notice describing the Plan’s legal duties and privacy practices with
respect to your health information; and

e to follow the terms of this Notice.

This Notice also informs you how the Plan uses and discloses your health information and explains
the rights that you have with regard to your health information maintained by the Plan. For
purposes of this Notice, “you” or “your” refers to participants and Dependents who are eligible for
benefits under the Plan.

INFORMATION SUBJECT TO THIS NOTICE

The Plan collects and maintains certain health information about you to help provide health
benefits to you, as well as to fulfill legal and regulatory requirements. The Plan obtains this health
information from applications and other forms that you complete, through conversations you may
have with the Plan’s administrative staff, and from reports and data provided to the Plan by health

care service providers. This is the information that is subject to the privacy practices described in
this Notice. The health information the Plan has about you includes, among other things, your
name, address, phone number, birth date, social security number, employment information, and
medical and health claims information.

We are providing this Notice from the PSEA Health & Welfare Fund (referred to in this Notice as
the “Fund”) in order to inform you about the way that your health information may be used by the

Fund. A federal law, the Health Insurance Portability and Accountability Act of 1996 (“HIPAA”),
provides your health information with important protection.

The Fund is required by federal law to maintain the privacy of your protected health information
(“PHI”). The Fund is also required by federal law to provide you with this description of the



privacy policies and practices adopted by the Fund. The Fund must follow these policies and
practices, but as permitted by law, the Fund reserves the right to amend or modify these privacy
policies and practices.

Changes in our policies and practices may be required by changes in federal and state laws and
regulations. Regardless of the reason for the change, we will provide you with notice of any
material changes within sixty (60) days of the date the change is adopted. The effective date of
this notice is September 23, 2013.

Under HIPAA, how can the Fund use my protected health information (“PHI”)? The Fund
can use your PHI to facilitate your treatment, to make or obtain payment for your treatment and
for health plan operations, including administration, oversight, and other legal purposes.

How may the Fund use my protected health information (“PHI”) with respect to payment
for my treatment? The Fund may use your PHI for the broad range of actions needed to make
sure that the Fund can make payment for the services you and your family receive. The Fund may
use your PHI for making payment to providers for services or treatment you received, for making
arrangements for payment through one of the networks of providers through which the Fund
provides benefits to you, as well as for coordinating payment to providers though other health
plans under the Fund’s coordination of benefits rule. For example, the Fund provides participants
with access to a network of providers outside this immediate geographic area. The Fund may
provide your PHI to the network and directly to the provider in order to ensure that the provider
receives the appropriate payment for the services that have been provided to you.

How does HIPAA permit the Fund to use my protected health information (“PHI”) with
respect to “health care operations?” The Fund may use your PHI for a broad range of actions
required to assess the quality of the Fund’s plan of benefits as well as for its administration and
operations. These activities include, but are not limited to, ensuring that participants or their
beneficiaries are eligible for benefits prior to making payment; taking corrective action to recoup
overpayments and assessing health plan performance; reviewing the Fund’s plan of benefits and
determining whether a reduction in costs is possible; continuing case management and
coordination of care; commissioning and reviewing actuarial studies relating to the cost of benefits
and management studies relating to the operation and administration of the plan; resolving internal
grievances; and undertaking medical review, legal, and auditing functions. For example, the Fund
may use PHI to determine the most cost-effective manner of providing vision benefits to its
participants and beneficiaries.

May the Fund use my protected health information (“PHI”) for purposes besides payment
and health care operations? Yes. HIPAA permits the Fund to use your PHI for a number of other
purposes, including informing you of treatment alternatives or other health —related benefits that
may be of interest to you.

Because my spouse takes care of the family paperwork, my spouse often calls to find out the
status of my health claims and to get other information about me or my benefits. Can the
Fund release information relating to payment of my claims to my spouse? Unless you tell the
Fund otherwise, the Fund will provide claims payment information to your spouse without
requiring an authorization from you. If you do NOT wish the Fund to provide your spouse with
this information, you must tell the Fund in writing that you do NOT wish the Fund to release claims
payment information to your spouse.

NOTE: If you wish the Fund to release other information to your spouse, please file an
authorization form with the Fund office. You can obtain release forms by calling the Fund office
at 800-944-7732 ext.7126, Elizabeth C. Krause, Privacy Officer.

Does HIPAA permit the Fund to disclose my protected health information (“PHI”’) to my
employer or insurer? Under HIPAA, the Fund generally cannot disclose your PHI to your
employer without your written authorization. It is important to note, however, that HIPAA does



permit the Fund to disclose your PHI without your authorization to workers’ compensation
insurers, state administrators, or others involved in the workers’ compensation systems to the
extent the disclosure is required by state or other law.

May the Fund release my protected health information (“PHI”) to the Fund’s plan sponsor?
HIPAA does permit the Fund to disclose information to the “plan sponsor” for administrative
functions. Here, the “plan sponsor” is the Fund’s Board of Trustees. The Fund may provide
summary health information to the plan sponsor so that the plan sponsor may solicit premium bids
or modify, amend, or terminate the plan.

May the Fund release my protected health information (“PHI”) to law enforcement or other
governmental entities? Your PHI may be disclosed to law enforcement agencies, without your
authorization or permission, to support government audits and inspections, to facilitate law-
enforcement investigations, and to comply with government-mandated reporting. Note, however,
that the Fund may not disclose your PHI if you are the subject of an investigation that does not
arise out of or is directly related to your receipt of health care or public benefits. In addition, the
Fund may disclose your PHI in the course of a judicial or administrative proceeding if the Fund
receives a court order, subpoena, discovery request or other lawful process. Before releasing this
information, the Fund will make reasonable efforts either to notify you or to obtain an order
protecting your PHIL

Would the Fund release my protected health information (“PHI”) if my health or safety or
public health or safety would be jeopardized if it did not? If the Fund has a good faith belief
that your health or safety or public health or safety would be jeopardized if it did not disclose the
information, the Fund will do so, after consideration of appropriate legal and ethical standards.

Must the Fund have an authorization to release my protected health information (“PHI”)?
Yes. For example, the following uses and disclosures of your PHI will be made only with your
written authorization:

» Uses and disclosures for marketing purposes;

» Uses and disclosures that constitute the sale of PHI; and

» Most uses and disclosures of psychotherapy notes (if the Fund maintains any
psychotherapy notes).

Any other disclosure or use of your PHI for any other purpose not described in this notice requires
your written authorization. This means that if you want your friend, relative, or union
representative to check on the status of a claim you submitted or to advise when or if payment will
be made, you must sign an authorization form and submit it to the Fund Office. If you change your
mind after authorizing a use or disclosure of your PHI, you may submit a written revocation of the
authorization. However, your decision to revoke the authorization will not affect or undo any use
or disclosure of information that occurred before you provided written notice to the Fund of your
decision to revoke the authorization.

May the Fund use or disclose my genetic information for underwriting purposes? No. The
Fund is prohibited from using or disclosing genetic information for underwriting purposes.

Do I have any rights to information under the federal privacy standards? Your rights to
information under HIPAA include:

> the right to request restrictions on the use and disclosure of your PHI. The Fund will
carefully consider, although is not required to honor, your request for restrictions;

» the right to restrict confidential communications concerning your medical conditions or
treatment if you believe that disclosure of this information could endanger you (this means,
for example, that you can make a written request that the Fund send information about your
medical treatment to a post office box or an address different from your home address in



order to ensure that your PHI remains confidential). The Fund will attempt to honor
reasonable requests;

the right to opt out of receiving fundraising communications prepared the Fund;

the right to inspect and copy your PHI. The Fund may charge a reasonable fee for copying,
assembling and postage;

the right to an electronic copy of electronic medical records. The Fund will make every
effort to provide access to PHI in the form or format you request, if it is readily producible
in such form or format;

the right to get notice of a breach of any of your unsecured PHI;

the right to amend or submit corrections to your PHI. If you believe that the information in
your records is inaccurate or incomplete, you may submit a written request to correct these
records. The Fund may deny your request if, for example, you do not include the reason
you wish to correct your records or if the records were not created by the Fund;

the right to receive an accounting of how and to whom your PHI has been disclosed if it
was disclosed for reasons other than payment or health care operations. Your written
request for information must be submitted to the Fund and should state the period of time
for which you are requesting an accounting;

the right to file a complaint, that your privacy rights have been violated, with the Fund and
the Secretary of U.S. Department of Health & Human Services. NOTE: you will not be
penalized or otherwise retaliated against for filing a complaint.

Complaints? Comments? Requests? The Fund has designated Elizabeth C. Krause as the Privacy
Officer. If you wish to request information which you have a right to receive, want to file a
Complaint with the Fund or if you have any comments or questions regarding this notice, please
contact Elizabeth C. Krause, Privacy Officer at 800-944-7732 ext.7140. Please note that the Fund
can assess reasonable charges for copying and assembling documents you request as well as for
postage.

Revised 4/1/2025
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