Health Insurance Plans
For Individuals and Families

Health insurance available only to members of FACT.
These health insurance plans are issued as association group plans and available only to members of FACT,
the Federation of American Consumers and Travelers.

UnitedHealthcare Life Insurance Company, a UnitedHealthcare company, is the underwriter and administrator
of these plans.
Policy Forms UHL-P-001, -CPY-B, -CPY-SB, -CPY-GA, -CPY-GB, -CPY-SA, -CPY-SC, -CPY-P, -HSA-B, -HSA-S, -CAT-1

ﬂ) UnitedHealthcare
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Why Choose Us?

' UnitedHealthcare

Strength & Experience

Nearly 27 million customers entrust UnitedHealthcare with their health insurance
needs” Within the UnitedHealthcare family of companies, we have been serving the
special needs of individuals and families buying their own coverage for nearly 70 years.

Highly Rated

UnitedHealthcare Life Insurance Company, the underwriter and administrator

of plans featured in this brochure, is rated “A” (Excellent) by A.M. Best (12-13-12).
This worldwide independent organization examines insurance companies and other
businesses, and publishes its opinion about them. This rating is an indication of
our financial strength and stability.

Outstanding Claims Service
Our employees who process claims have a long history of fast service.
The results — 94% of all health claims are processed within 12 working days or less**

Nationwide Network - Big Savings

UnitedHealthcare offers one of the largest networks in the U.S. With access to nearly
780,000 physicians and other health care professionals and nearly 5,900 hospitals and
other medical facilities,” chances are your current doctor is already a part of our
nationwide network.

Visit www.UHCindlividual.com/doctor to find providers in our network.

*UnitedHealth Group Annual Form 10-K for year ended 12/31/12.
** Actual 2012 results.
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Sample Savings with our network (Services provided 08/2012-02/2013)"
Receive quality care at reduced costs because our network providers have agreed to
lower fees for covered expenses. Here are some examples of the savings:

Actual Network Network

Benefit Charges Repriced Charges Savings
Dr. Office Visit - established patient $83.89 $40.37 52%
MRI $1,519.25 $467.13 69%
Lipid Panel $77.25 $7.64 90%
CBC $31.95 $4.78 85%
Metabolic Panel $46.41 $6.21 87%
General Panel $157.85 $30.08 81%
Mammogram $32.36 $14.68 54%

UnitedHealthcare Choice Plus

Our nationwide network of doctors and hospitals provides you with great value
for your health care dollars. We contract with providers offering quality care at a
significant discount. Getting your nonemergency care from a doctor or hospital
not in our network will cost you more.

Nonemergency covered expenses

Using non-network providers you pay:?

+ All charges above the eligible expense. See page 22 for details;
+ Additional 25% of eligible expense;
* Twice the network calendar-year deductible; and

|+ No out-of-pocket maximum.

" All these services were received from network providers in ZIP Code 336--. Your actual savings may

be more or less than this illustration. Discounts vary by provider, geographic area, and type of service.

2 Your actual out-of-pocket expenses for covered expenses may exceed the stated coinsurance
percentage because actual provider charges may not be used to determine insurer and member
payment obligations. Considering these factors, seeing in-network providers can result in a big

savings for what you pay for your health care.
Feb 15 2014 10:26:47 am
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3 Types of Health Plans S s
§F & o o £
S & & & &
PAGES COPAY PLANS . '
6-7  Features a set copay. You have the convenience of knowing <« More Affordable More Comprehensive »

what you'll pay for a basic doctor visit or prescription.

PAGES HEALTH SAVINGS ACCOUNT (HSA) PLANS ....

8-3  Aninsurance plan and an available savings account. <« More Affordable ~ More Comprehensive »
Pay qualified medical expenses with your account.
Save on taxes, too!

PAGES SELECT SAVERSY PLAN .....

10-11  Certain age or other restrictions apply. <«More Affordable ~ More Comprehensive »

This insurance coverage is not designed or marketed as employer-provided insurance. It does not comply with
Virginia small-employer group health insurance laws. These plans cannot be used, now or in the future, by you
or an employer to provide insurance for employees.

How our plans work
* You can receive care from any doctor or hospital in the network.
* If you're looking for a specialist, no referral is needed.

* You receive maximum benefits from the plan when you use network providers.

Using a non-network doctor or hospital for nonemergency care will cost you more.
See “Nonemergency covered expenses” on page 3 and “Non-Network Penalty” on page 23 for details.

* Find a provider in your area.
* Access your plan information.
* See your claim status, and more.
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Health Care Definitions

Note: These definitions are provided only to give you a general understanding of how these

words are sometimes used by health insurance companies. Please refer to your coverage
documents for a complete list of defined terms that apply to your specific coverage.

benefit - A service or supply that is covered under a health
insurance plan. This might include office visits, lab tests, and
procedures during the course of treatment.

coinsurance - Your share of the costs of a covered health
care service, calculated as a percent (for example, 20%) of
the eligible expense for the service. You pay coinsurance
after you pay your deductible.

complications of pregnancy - Severe conditions due to
pregnancy, labor, and delivery that require medical care to
prevent serious harm to the health of the mother or the fetus.
Morning sickness and elective caesarean section are not
complications of pregnancy.

copay/copayment - A fixed amount (for example, $35)
you pay for a covered health care service, usually when you
receive the service. The amount can vary by the type of
covered health care service.

deductible - The amount of money you owe for health care
services your health insurance covers before your health
insurance or plan begins to pay.

eligible expenses - Maximum amount on which payment is
based for covered health care services. This may also be called
“allowed amount,” “payment allowance,” “negotiated rate,” or
“‘covered expense.” See page 22 for the policy definition of
‘eligible expense.”

emergency services - Evaluation of an emergency medical
condition and treatment to keep the condition from getting
worse. See page 22 for the policy definition of “emergency.”

Feb 15 2014 10:26:47 am

excluded services - Health care services that your health
insurance doesn't pay for or cover.

limitation - The most, in terms of cost and services, a health
plan will cover.

minimum essential coverage - The type of coverage an
individual needs to have to meet the individual responsibility
requirement under the Affordable Care Act.

network - The facilities, providers, and suppliers your health
insurer or plan has contracted with to provide health care
services.

network provider - A provider who has a contract with your
health plan's network to provide services to you at a discount.

non-network provider - A provider who doesn't have a
contract with your health plan's network. You'll pay more to
see an out-of-network provider for nonemergency services.
This may also be called an “out-of-network provider.

premium - The amount that must be paid for your health
insurance. You usually pay it monthly or quarterly.

prescriptions/Rx drugs - Drugs and medications that by
law require a prescription.

urgent care center - A facility, not including a hospital
emergency room or doctor’s office, that provides treatment or
services that are required: () to prevent serious deterioration of
a covered person's health; and (b) as a result of an unforeseen
illness, injury, or the onset of acute severe symptoms.
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COPAY PLANS

COPAY PLANS OFFER YOU:

* Convenient doctor office copays.'
* Prescription drug coverage.?

* Benefits similar to employer group plans.

The benefits described here are for covered
expenses using network providers. In order for
some benefits to be covered at the highest level,
Prior Authorization is required. Please see pages
12-13 for details. The chart summarizes standard
network covered expenses. For more information,
including General Exclusions and Limitations,
see pages 17-23.

' Office visits to non-network doctors will cost you more.
See page 23.

2 The preferred drug list changes periodically. Tier status
for a prescription drug may be determined by accessing
our website or by calling the telephone number on your
identification card. The tier to which a prescription drug is
assigned may change.

Highlights of network covered expenses

Bronze

Silver

Silver

Silver

' UnitedHealthcare

Gold

Gold

Platinum

Copay Select*” Copay Select” 1 Copay Select*” 2 Copay Select*" 3 Copay Select*” 1 Copay Select*™ 2 Copay Select*"

Deductible (per calendar year) You pay: $5,500 per person  $5,000 per person  $2,500 per person  $3,500 per person  $1,000 per person $1,500 perperson  $750 per person
ggi}/%suu;:;gﬁer deductible, per calendar year) You pay: 20% per person 20% per person 30% per person 20% per person 20% per person 10% per person 10% per person
Out-of-Pocket Maximum (includes all copays, . . . $1,500 per person,
deductibles, and coinsurance) You pay: $6,350 per covered person, not to exceed $12,700 for all covered persons in a family $3.000 per family
Doctor Office
Preventive Care See page 17 for details. You pay: No charge — 100% covered in-network.
Primary Care Physician (PCP) You select any network physician. No referral required to see a specialist.
Office Visit, History, and Exam only - Primary , $50 copay - $35 copay - $35 copay -
(deductible does not apply) You pay: 4 visit limit* $35 copay 4 visit limit* 4 visit limit* $25 copay $15 copay $15 copay
(odfefcliﬁﬁti‘kl)llglgog;s:gtrya’p;w Exam only - Specialist v, pay: $100 copay $60 copay $70 copay $70 copay $30 copay $30 copay $30 copay
rgent Care Center ou pay: 0 after deductible 0 atter aeductible o after deductible 0 after deductible copay - 2 visit limit © after deductible o after deductible
Urgent Care Cent h( 20% after deductible = 20% after deductible | 30% after deductible | 20% after deductible | $50 2 visit limit* | 10% after deductible | 10% after deductibl
oh * Per covered person, per calendar year. Additional visits subject to deductible and coinsurance.
armacy
Name Brand and Generic Prescription Drugs 90% after deductible 1€ 1 = $15copay  Tier1-$15copay  Tier1-$12copay  Tier 1 - $10 copay Tier 1 - $12 copay  Tier 1 - $8 copay
Platinum. Gold. and Silver ol v Preferred Price Card: Tier 2-4 - combined | Tier 2-4 — combined | Tier 2-4 - combined | Tier 2-4 - combined | Tier 2-4 — combined | Tier 2-4 - combined
1)al?r;cj)T‘pur?:hésa;nan;g?k;rz r?é’;g; g;iption hen ow o s "1 $500 deductible $1,000 deductible | $1,000 deductible $500 deductible $500 deductible $250 deductible
SRS : o per person, per per person, per per person, per per person, per per person, per per person, per
glenetrrl]c S daé/i%'liblf’ y OJL[J pbayvyotlﬁ]r genr?”r(i: Coﬁay You pay: 5::30;:2:'3?2;2 calendar year, then: | calendar year, then: | calendar year, then:  calendar year, then: calendar year, then: | calendar year, then:
%gierig 2ru somz Crzssi dae ion Zn eﬂgre eric price. at thF:e lowest pri;:e Tier 2 - $40 copay Tier 2 - $40 copay Tier 2 - $40 copay Tier 2 - $35 copay Tier 2 - $35 copay  Tier 2 - $25 copay
Ugs may resic y uer lable. and submi Tier 3 - $80 copay | Tier 3 - $80 copay | Tier 3 - $80 copay | Tier 3 - $65 copay Tier 3 - $65 copay | Tier 3 - $50 copay
2) For Specialty Drugs, no tier copays. avelso AN Tier 4 - 2506 Tier 4 - 30% Tier 4 - 25% Tier 4 - 25% Tier 4 - 25% Tier 4 - 25%
Plan deductible and coinsurance apply. ' coinsurance coinsurance coinsurance coinsurance coinsurance coinsurance
Outpatient
Emergency Room Fees
(additional $250 ER deductible for illness if not admitted)
X-ray and Lab
Facility/Hospital for Outpatient Surgery
s Assistant S d Facility F You pay: 20% after deductible = 20% after deductible = 30% after deductible = 20% after deductible ~ 20% after deductible ~ 10% after deductible ' 10% after deductible
urgeon, Assistant Surgeon, and Facility Fees
Radiation, Chemotherapy, Organ Transplant
Drugs, CAT Scans, and MRIs
Outpatient Therapy See page 20 for detalils.
Inpatient
Room and Board, Intensive Care Unit,
gr':eircartilpnt?ol:ol;)r Té:e;:;’;gaio\tl)iz,t and You pay: 20% after deductible = 20% after deductible | 30% after deductible | 20% after deductible = 20% after deductible  10% after deductible ' 10% after deductible
) )
Professional Fees of Doctors, Surgeons, Nurses
Pregnancy/Maternity Care
Prenatal Care See page 20 for details. You pay: No charge — 100% covered in-network.
Delivery, Inpatient Services, and Postnatal Care  You pay: 20% after deductible  20% after deductible = 30% after deductible = 20% after deductible ~ 20% after deductible = 10% after deductible | 10% after deductible
Mental and Nervous Disorders (including substance abuse)
Outpatient and Inpatient Services You pay: 20% after deductible  209% after deductible = 30% after deductible 20% after deductible ~ 20% after deductible = 10% after deductible | 10% after deductible
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HEALTH SAVING ACCOUNT (HSA) PLANS

HSA PLANS OFFER YOU:

An HSA combines a lower-cost, high deductible The benefits described here are for covered
health insurance plan and a savings account with expenses using network providers. In order for
important tax benefits. some benefits to be covered at the highest level,

Prior Authorization is required. Please see pages

* Lower premiums than most copay plans. 12-13 for details. The chart summarizes standard

* Simple design: meet your deductible and the plan pays network covered expenses. For more information,
100% of covered expenses for the calendar year. including General Exclusions and Limitations,
see pages 17-23.

* Savings account you can use for qualified health care
expenses or for retirement after age 65.

We have chosen Optum Banks", Member FDIC, a
leading custodian of health savings accounts, as our
recommended financial institution. Optum Banks"
will service your account and send information

directly to you about your HSA.

* Eligibility - account holder must:
- Be the primary insured for an HSA 100® plan
- Not be enrolled in Medicare
- Not be a dependent on another person’s tax return

* Tax-deductible - HSA contributions are 100%
tax-deductible from gross income up to IRS limits.

* Tax-free - for qualified medical withdrawals.

* Nonmedical withdrawals:
- Income tax + penalty tax (20% for those under age 65).
- Income tax only (for age 65 and over).

* Death, Disability of the account holder:
- Spouse assumes HSA with no tax issue.

- Non-spouse: HSA withdrawals are subject to income
tax, but there is no penalty.

Deductible and out-of-pocket maximum may
be adjusted annually based on changes in the
Consumer Price Index. This is only a brief
summary of the applicable federal law. Consult
your tax advisor for more details of the law.
Any fees associated with your account will be
provided with your Optum Banks Welcome Kit.

If you prefer, you can purchase the qualified
health insurance plan from us and set up your
savings account with another qualified
custodian.

“""-....
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' UnitedHealthcare

Highlights of network covered expenses Bronze HSA 100® Silver HSA 100®

. . $6,350 per person $3,650 per person
Deductible (per calendar year) You pay: $1,700 per family $7300 per family
Coinsurance

(% you pay after deductible, per calendar year) R 0" o

Out-of-Pocket Maximum You pay: $6,350 per covered person, not to exceed  $3,650 per covered person, not to exceed
(includes deductible) P 612700 for all covered persons in a family  $7,300 for all covered persons in a family

$3,300 per person (over age 55 additional $1,000 catch-up contribution)

Maximum 2014 HSA Contribution $6,550 per family

Doctor Office

Preventive Care See page 17 for detalils. You pay: No charge — 100% covered in-network.

You select any network physician.

by AR T R e No referral required to see a specialist.

Office Visit, History, and Exam only - Primary

Office Visit, History, and Exam only - Specialist You pay: No charge after deductible

Urgent Care Center

Pharmacy

You pay for prescriptions at the point of sale, at the

lowest price avaiable, and submit a claim to us, You pay: No charge after deductible — Preferred Price Card

Outpatient

Emergency Room Fees
X-ray and Lab
Facility/Hospital for Outpatient Surgery

Surgeon, Assistant Surgeon, and Facility Fees You pay: No charge after deductible

Radiation, Chemotherapy, Organ Transplant
Drugs, CAT Scans, and MRIs

Outpatient Therapy See page 20 for details.

Inpatient

Room and Board, Intensive Care Unit,
Operating Room, Recovery Room,

Prescription Drugs, Physician Visit, and
Professional Fees of Doctors, Surgeons, Nurses

You pay: No charge after deductible

Pregnancy/Maternity Care

Prenatal Care See page 20 for details. You pay: No charge — 100% covered in-network.

Delivery, Inpatient Services, and Postnatal Care You pay: No charge after deductible

Mental and Nervous Disorders (including substance abuse)

Outpatient and Inpatient Services You pay: No charge after deductible

Feb 15 2014 10:26:47 am Viirginia 9 of 28



SELECT SAVER™ PLAN - QUALIFICATIONS APPLY
(CATASTROPHIC PLAN)

TWO WAYS TO QUALIFY SELECT SAVER® OFFERS YOU:
To qualify for Select Saver you must either: * Simple design: meet your deductible and the plan
« Be under age 30; or pays 100% of covered expenses.
* Receive a certificate of exemption from your state's * Three primary care doctor office visits (per covered
health insurance marketplace because: person, per calendar year) for history and exam at
a) You cannot afford minimal essential coverage; or no charge.
b) You are eligible for a hardship exemption. * Our lowest premiums.

The benefits described here are for covered expenses using network providers. In order for some benefits to
be covered at the highest level, Prior Authorization is required. Please see pages 12-13 for details. The chart
summarizes standard network covered expenses. For more information, including General Exclusions and
Limitations, see pages 17-23.
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Highlights of network covered expenses

' UnitedHealthcare

Select Saversv (Catastrophic Plan)

Deductible (per calendar year) You pay:  $6,350 per person

Coinsurance (% you pay after deductible, per calendar year) You pay: 0%

Out-of-Pocket Maximum You pav: $6,350 per covered person, not to exceed
(includes deductible) PY" $12,700 for all covered persons in a family
Doctor Office

Preventive Care See page 17 for detalils. You pay: | No charge — 100% covered in-network.

. .. L You select any network physician.
ol i T G e No referral required to see a specialist.
Office Visit, History, and Exam only - Primary You pay: | No charge for first 3 visits
Office Visit, History, and Exam only - Specialist

You pay:  No charge after deductible
Urgent Care Center

* Per covered person, per calendar year. Additional visits subject to deductible.

Pharmacy
You pay for prescriptions at the point of sale, at the ) e -
lowest price available, and submit a claim to us. You pay: = No charge after deductible — Preferred Price Card
Outpatient
Emergency Room Fees
X-ray and Lab
Facility/Hospital for Outpatient Surgery
Surgeon, Assistant Surgeon, and Facility Fees Youpay: No charge after deductible
Radiation, Chemotherapy, Organ Transplant Drugs,
CAT Scans, and MRIs
Outpatient Therapy See page 20 for details.
Inpatient
Room and Board, Intensive Care Unit,
Operating Room, Recovery Room, ) .
Prescription Drugs, Physician Visit, and Youpay: | No charge after deductible
Professional Fees of Doctors, Surgeons, Nurses
Pregnancy/Maternity Care
Prenatal Care See page 20 for details. You pay: | No charge — 100% covered in-network.
Delivery, Inpatient Services, and Postnatal Care You pay: = No charge after deductible
Mental and Nervous Disorders (including substance abuse)
Outpatient and Inpatient Services You pay: = No charge after deductible
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Prior Authorization Required

For the services and supplies listed below, you are required to call before receiving the
listed treatment or supplies. Without Prior Authorization, benefits are reduced by 20%.
Prior Authorization does not guarantee payment.

You must call before receiving the services or supplies below.

Service or Supply Using either a network provider or a non-network provider, you must call:
Ambulance, nonemergency As soon as possible.
Clinical Trials As soon as possible.

Dental Services - injuries only

(for post-emergency freatment) 5 business days before follow-up treatment.

Durable Medical Equipment For services, supplies, or equipment exceeding allowed range. See your certificate.

30 days prior to treatment.

O T BT Failure to obtain Prior Authorization may result in the denial of claim rather than the 20% benefit reduction.

You must call for non-network providers of the services and supplies below.

Service or Supply Using a non-network provider, you must call:

Diabetes Services For services, supplies, or equipment exceeding allowed range. See your certificate.
Genetic Testing As soon as possible.

Hearing Aids For services, supplies, or equipment exceeding allowed range. See your certificate.
Home Health Care 5 business days before receiving services, or as soon as possible.

Hospice Care 5 business days before inpatient admission or as soon as possible.

5 business days before scheduled admission.

Hospital Inpatient Stay For nonscheduled admission, including emergency admission: as soon as possible.

Lab, X-Ray, and Major Diagnostics
(includes CT, PET, MRI, MRA, and 5 business days before services. For nonscheduled services: within 1 business day or as soon as possible.
Nuclear Medicine)

Mental Health and 5 business days prior to scheduled admission. For nonscheduled admission, emergency admission, or
Substance Abuse Services prior to receiving outpatient services: as soon as possible.

Neurobiological Disorders:

Autism Services As soon as possible.

Pharmaceutical Products: 5 business days before scheduled infusion services or receiving certain other products.
Intravenous infusions or other | For nonscheduled services: within 1 business day or as soon as possible.
products See also Prescription Drugs — Outpatient.
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Prior Authorization Required, continued

For the services and supplies listed below, you are required to call before receiving the
listed treatment or supplies. Without Prior Authorization, benefits are reduced by 20%.
Prior Authorization does not guarantee payment.

You must call for non-network providers of the services and supplies below.

Service or Supply

Pregnancy and Delivery

Using a non-network provider, you must call:

* For normal vaginal delivery: as soon as possible if inpatient stay for mother and/or newborn will be
more than 48 hours after delivery.

+ For caesarean section: as soon as possible if inpatient stay will be more than 96 hours following delivery.
* For scheduled delivery due to complications of pregnancy: b business days prior.
* For nonscheduled admission: 1 business day, same day, or as soon as possible.

Prescription Drugs -
Outpatient from
Non-Member Pharmacies

5 business days before receiving certain prescription drugs or a soon as possible.
See also Pharmaceutical Products.

Prosthetic Devices

Before obtaining prosthetic devices that exceed allowed range. See certificate.

Reconstructive Surgery

5 business days prior for outpatient surgery.
For nonscheduled surgery: 1 business day or as soon as possible.

Rehabilitation and
Extended Care Facility Services

5 business days prior or as soon as possible for outpatient or inpatient services.

Scopic Procedures - : , , , . ,
Out:))atient 5 business days prior to services. For nonscheduled services: 1 business day or as soon as possible.
Sleep Studies 5 business days prior to services.

Surgery - Outpatient

5 business days prior to scheduled services. For nonscheduled services: 1 business day or as soon as possible.

g‘;ﬁgﬁ:&gg‘fﬂgﬁ 2}: 5 business days prior to treatment.

’ ) 1 . H H

or Radiation For nonscheduled services: 1 business day or as soon as possible.

Transplants As soon as possibility arises or before pre-transplant evaluation at transplant center.

See Transplant Services on page 20.

Certain outpatient prescription drugs require Prior Authorization before dispensing.
Your doctor’s office or pharmacist should call to receive the Prior Authorization.
Failure to receive Prior Authorization will result in reduced benefits or no benefits.

Feb 15 2014 10:26:47 am
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* For covered persons under the age of 19.

* Network providers agree to discounted pricing
for covered expenses.

* Non-network providers may bill you for any
amount up to the billed charge after we have
paid benefits due.

Pediatric Dental Covered Expenses

Eligible expenses are subject to the health plan's deductible
and coinsurance. Subject to all policy provisions, the following
dental expenses are covered:

* Oral evaluations, routine cleanings, and fluoride treatments —
1 of each per 6 months.

* Bitewing X-rays — 1 series per 12 months.
» Simple (nonsurgical) extractions.

* Amalgam and composite resin-based fillings — limited to
1 per 12 months, per tooth, per surface.

* Space maintainers — limited to 1 per 24 months.
* Root canals and stainless steel crowns.

* Periodontal maintenance - limited to 4 per 12 months in
combination with routine cleanings.

* Full or partial dentures — limited to 1 per 60 months.

* Oral surgery: alveoplasty, incision and drainage of abscess
(intraoral soft tissue), surgical root removal, surgical extraction
of erupted tooth and roots, and surgical extraction of
impacted teeth.

* Sealants — limited to once per lifetime, per tooth, for first
and second permanent molar only.

Medically Necessary Orthodontic Services
Treatment and payment plans must be preauthorized by us.

Prior Authorization — you must obtain Prior Authorization
for all orthodontic services prior to treatment. If you do not
obtain Prior Authorization, we have the right to deny your
claims. Prior Authorization does not guarantee payment as
a covered expense.

Covered Services — only services and supplies for an
identifiable syndrome such as cleft lip or palate, Crouzon'’s
syndrome, Treacher-Collins syndrome, Pierre-Robin
syndrome, hemi-facial atrophy, hemi-facial hypertrophy;

or other severe craniofacial deformities which result in
physically handicapping malocclusion as determined by
our dental consultants.

Services that are NOT covered — comprehensive

orthodontic treatment for crooked teeth, excessive spacing
between teeth, temporomandibular (TMJ) conditions,
and/or overjet/overbite discrepancies.

Pediatric Dental Exclusions and Limitations
Subject to all policy provisions, no benefits are payable for:

» Services or expenses not identified as a covered expense.
+ Charges that exceed the allowed amount.

+ Services that are not rendered or that are not within the
scope of the dentist's license.

* Incision and drainage if the abscessed tooth is removed on
the same date.

+ Telephone consultations or failure to keep an appointment.

» Services incurred directly or indirectly as the result of:
intoxication (as defined by state law where loss occurred), or
illegal narcotics or controlled substance unless administered
or prescribed by a doctor.

* Investigational treatment or complications from it. This includes
expenses that might otherwise be covered if not incurred as a
result of or in conjunction with the investigational treatment.

+ Dental services needed as the result of, or in the course of,
employment for wage or profit, if the person is insured or
required to be insured by workers’ compensation according
to the state or federal law that applies.

* Intentionally self-inflicted bodily harm (whether insane or
sane); as a result of war (declared or undeclared); taking
part in a riot; during the commission of a felony (whether
charged or not).

* Services provided by a government plan, program, hospital,
or other facility, unless by law the covered person must pay
and it is a covered expense.

» Services that without insurance would be free of charge,
unless provided by Medicaid or Veterans Administration for
non-service related care and by law we are required to pay.
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Pediatric Dental Exclusions and Limitations, * Replacement of full or partial removable dentures that are

continued not b years old and serviceable.

Subject to all policy provisions, no benefits are payable for: * Replacement of bridges, crowns, inlays, onlays or veneers,

» Services which by law must be provided by an educational which can be repaired or restored to natural function.
institution.

Services from a family member or someone who normally
resides with you or your dependent.

Provided prior to the effective date or after termination date
of the policy/certificate.

Services received outside of the U.S, except for a dental
emergency.

Jaw or jaw-joint problems, including but not limited to,
temporomandibular or craniomandibular joint dysfunction,
myofunctional therapy, or physical therapy.

Orthodontia, unless covered expenses have been
preauthorized to be medically necessary.

Acupuncture; acupressure and other forms of alternative
treatment.

Services related to: teeth that can be restored by other means;
periodontal splitting; correct abrasion, erosion, attrition, bruxism,
abfraction, desensitization, or teeth that are not periodontally

sound or have a questionable prognosis as determined by us.

Cosmetic dentistry, including but not limited to, bleaching,
veneers, porcelain on a crown, abutment or pontics posterior
to the second bicuspid, personalization or characterization

of prosthetic devices, or composite restorations on molar
and/or bicuspid teeth. Cosmetic services are those services
that improve physical appearance.

Retrograde fillings, bacteriological and viral cultures,

pulp vitality tests, and adjunctive pre-diagnostic testing.
Osseous grafts, provisional splinting, and localized delivery of
antimicrobial agents.

Biopsies, vestibuloplasty, removal of benign cyst/lesions
and torus, transseptal fiberotomy/supra crestal fiberotomy,
excision of hyperplastic tissue, tooth transplantation services,
bone replacement grafts for ridge preservation, and
appliance removal.

Fixed or removable prosthodontic restoration procedures for
complete oral rehabilitation or reconstruction.

Repairs to dentures in excess of 2 repairs in one year or
excess of more than 5 total repairs in 5 years.

Changing vertical dimension, restoring occlusion, bite
analysis, congenital malformation.

Orthognathic surgery.

Setting of facial bony fractures and any treatment
associated with the dislocation of facial skeletal hard tissue.

Treatment of malignant or benign neoplasms, cysts, or other
pathology, except excisional removal.
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* Anesthesia and IV sedation/analgesia, except as provided
for in the policy/certificate, anxiolysis.

* Mouthguards, precision or semi-precision attachments,
duplicate dentures, harmful habit appliances, occlusal
guards (used as safety items or to affect performance
primarily in sports related activities), replacement of lost or
stolen appliances, replacement of orthodontic retainers,
treatment splints, bruxism appliance, sleep disorder
appliance, and gold foil restorations.

* Oral hygiene instructions, plaque control, charges for
completing dental claim forms, photographs, any dental
supplies, including but not limited to, take-home fluoride,
prescription and nonprescription drugs (with or without a
prescription, unless they are dispensed and utilized in the
dental office during your covered dependents’ dental visit,
except we will pay for injection of antibiotic drugs at the
time of initial treatment), sterilization fees, diagnostic casts,
treatment of halitosis and any related procedures,
lab procedures.

* Replacement of complete dentures, fixed and removable
partial dentures, implants or crowns if damage or breakage
was directly related to provider error.

* Removal of sound functional restorations; temporary crowns
and temporary prosthetics; provisional crowns and
provisional prosthesis; coping and temporary crowns.

» Charges for dental services that are not documented in the
dentist records, not directly associated with dental disease
or not performed in a dental setting.

* Bone grafts, guided tissue regeneration, biologic materials to
aid in soft and osseous tissue regeneration when performed
in edentulous (toothless areas, ridge augmentation or
preservations).

* Hospital costs or any additional fees that the dentist or hospital
charges for treatment at the hospital (inpatient or outpatient).

* Any dental services for which benefits are payable under a
medical policy/certificate issued by us.

Alternate Procedures: If two or more services are
considered to be acceptable to correct a condition, the
amount payable will be based on the covered expenses for
the least expensive service that will produce a satisfactory
result as determined by us or our representatives.

Request for Predetermination: If the cost of a dental
treatment plan is expected to be $300 or more, we strongly
encourage you or your dentist to request a predetermination
from us. We will then tell the dentist what we expect to pay,
subject to the Alternate Procedures section.
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Included Benefits: Pediatric Vision

Pediatric Vision is included with every plan.

* For covered persons under the age of 19.

* Eligible expenses apply toward deductible
(and coinsurance, if applicable).

¢ Using non-network providers:

- Benefits will be reduced by 25% before
deductible and coinsurance.

- You pay all billed charges at the time of service.
- You may then seek reimbursement from us.

Pediatric Vision Covered Expenses

Eligible expenses are subject to the health plan's deductible
and coinsurance. Subject to all policy provisions, the following
vision expenses are covered:

* Routine vision exams — 1 exam every calendar year.

* Prescription eyewear — 1 pair of prescription eyeglass
lenses every calendar year and 1 pair of eyeglass frames
every calendar year, or a 12-month supply of contact lenses
or necessary contact lenses.

- Eyeglass lenses, including polycarbonate lenses and scratch
resistant coating, as prescribed by an ophthalmologist or
optometrist; eyeglass frames and their fitting and subsequent
adjustments to maintain comfort and efficiency; or

- Contact lenses that are in lieu of eyeglass lenses and
frames; or

- Necessary contact lenses when a provider has determined
a need for and has prescribed the service. Contact lenses
are necessary if the covered person has: keratoconus;
anisometropia; irregular corneal/astigmatism; aphakia;
facial deformity; or corneal deformity.

* Low vision benefit — Available to a covered person who has
severe visual problems that cannot be corrected with regular
lenses. Benefit is available when a provider has a need for
and has prescribed the service. The benefit includes:

- Comprehensive low vision evaluation — limited to 1 every
b years;
- Follow-up care — limited to 4 visits in any 5-year period; and
- Low vision aids, if prescribed, such as eyeglasses,
magnifiers, and telescopes.

Policy Form SA-S-1708-UHL

Pediatric Vision Exclusions and Limitations
Subject to all policy provisions, no benefits are payable for:

* Orthoptics or vision therapy training and any associated
supplemental testing;

* Plano (no prescription) lenses;
¢ QOversized lenses;

* Replacement of lenses and frames furnished under this plan
which are lost or broken except at the normal service
intervals;

* Medical or surgical treatment of the eyes;

* Any eye exam or any corrective eyewear required by an
employer as a condition of employment;

» Corrective vision treatment of an experimental or
investigative nature;

» Corrective surgical procedures such as, but not limited to:
Radial Keratotomy (RK) and Photorefractive Keratectomy
(PRK);

* Elective contact lenses if prescription eyeglass lenses and
frames are received in the same calendar year;

* Prescription eyeglass lenses and frames if elective contact
lenses are received in the same calendar year;

Non-prescription eyewear;
Optional lens extras;

Services or treatments already excluded in the General
Exclusions and Limitations section of the policy/certificate; and

» Charges that are not covered expenses or exceed the
eligible expenses determined for a covered expense.
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Covered Expenses that apply to all plans
Subject to all policy provisions, the following expenses are covered. To be considered for reimbursement, expenses must qualify
as covered expenses and are subject to eligible expense limits unless you use a network provider. Please review the detailed plan

information on pages 12-13 and 17-23.

Preventive Care Benefits

Preventive services are covered without a deductible,

copay, or coinsurance, when a network provider is used.

Covered preventive services are those services described in

one of the following:

+ United States Preventive Services Task Force
recommendations (A and B only).

» Advisory Committee on Immunization Practices (ACIP)
recommendations.

* Health Resources and Service Administration guidelines for
women and children.

The following are some examples of these benefits. Please
note, however, these may change as the recommendations
and guidelines change.

Preventive Benefits for All Covered Persons:
* Annual wellness visits.

» Standard immunizations recommended by the ACIP,

» Screening and counseling in a primary care setting for
alcohol or substance abuse, tobacco use, obesity, and diet
and nutrition.

» Specific screenings (e.g., PSA (men only), colorectal cancer,
elevated cholesterol, lipids, sexually transmitted diseases,
HIV, high blood pressure, diabetes, and depression).

Preventive Benefits for Women:
* Breastfeeding support, supplies, and counseling

* Evaluation and testing for breast cancer BRCA gene.

» Counseling women at high risk of breast cancer for
chemoprevention.

Contraceptive services.

* Some contraceptive prescriptions are covered under
preventive at no cost.

Screening and counseling for HIV.
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* Human papilloma virus DNA Testing.

+ Screening and counseling for interpersonal and domestic
violence.

* Some prenatal care. See certificate for details.
* Counseling for sexually transmitted infections.

* Specific screenings (e.g, mammography, cervical cancer
including pap smears, gonorrhea, chlamydia, syphilis
screenings, and osteoporosis screening).

Preventive Benefits for Children:
* Counseling for fluoride treatment.

» Screening for major depressive disorders.

+ Standard metabolic screening panel for inherited enzyme
deficiency diseases.

* Screening for newborns (e.g., hearing, thyroid,
phenylketonuria, and sickle cell anemia).

* Counseling for obesity.

* Specific screenings (e.g., vision, developmental, autism, lead,
and tuberculosis).

The Affordable Care Act (ACA) does not require first-dollar
coverage for diagnostic services. A diagnostic service is
performed on someone who exhibits symptoms that require
further testing or diagnosis.

A preventive service is performed on someone who does
not have symptoms (the service is done for “preventive”
reasons). As new recommendations and guidelines are
issued, those services will be considered covered
expenses when required by the United States Secretary of
Health and Human Services, but not earlier than one year
after the recommendation or guideline is issued. The timing
of these changes may vary based on the implementation of
the laws requiring the change. Visit www.healthcare.gov
for complete information.
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Covered Expenses that apply to all plans, continued
Medical Expense Benefits - subject to deductible and copay/coinsurance (if applicable)

Medical expense benefits are covered subject to the

deductible and copay/coinsurance (if applicable).

* Daily hospital room and board and nursing services at the
most common semiprivate rate (hospital does not include
a nursing home or convalescent home or an extended care
facility).

* Intensive care unit.

* Hospital emergency room treatment of an injury or illness.
(Copay plans are subject to an additional $250 ER
deductible per visit if not admitted due to illness.)

+ Services and supplies, including drugs and medicines,
which are routinely provided in the hospital.

* Professional fees of doctors and surgeons (but not for
standby availability).

* Dressings, sutures, casts, or other necessary medical supplies.

+ Diagnostic testing using radiologic, ultrasonographic, or
laboratory services in or out of the hospital.

* Local ground ambulance service to the nearest hospital
for necessary emergency care. Air ambulance, within U.S,,
if requested by police or medical authorities at the site
of emergency.

* For prosthetic/orthotic devices and services: prescribed
by a doctor for the activities of daily living.

* Qutpatient surgery in a doctor’s office or outpatient surgical
facility, including treatment and supplies.

* Durable medical equipment, except as limited in the policy.

* Temporomandibular (TMJ) or craniomandibular joint
disorder and craniomandibular jaw disorder treatment.
Not covered: appliances for TMJ pain.

* Cost and administration of anesthetic, oxygen, and other
gases.

* Pediatric dental and vision. See pages 14-16.

* Therapy treatments: chemotherapy, dialysis, radiation, and
hemodialysis.

* Reconstructive services, except as limited in the policy.

For information on General Exclusions and General
Limitations, see pages 21-22.

Dental Services
Limited to:

* Accidental injury to natural teeth when treatment is sought
within 60 days of the accident. Treatment plan must be
approved by us.

* Repair of dental appliances damaged by accidental injury to
jaw, mouth, or face.

+ Services and appliances for a newborn to treat medically
diagnosed cleft lip, cleft palate, or ectodermal dysplasia.

+ Services to prepare the mouth for radiation therapy to treat
cancer of the head or neck.

Diabetic Equipment, Education, and Supplies
Services and supplies, including:

* Insulin pumps.

* Blood glucose monitors.

* Lancets.

* Test strips for glucose monitors.

+ Syringes and hypodermic needles.

* Routine diabetic foot care.

* QOutpatient diabetes self-management training:
- Performed in-person.

- Provided by a certified, licensed, or registered health care
professional.

- Per standards of the American Diabetes Association.
- Including medical nutrition therapy.

- Services do not include programs primarily for weight
reduction.

Early Intervention Services

For covered dependents under 3 years old who are certified
by the Department of Behavioral Health and Developmental
Services as eligible for services for Part C of the Individuals
with Disabilities Education Act.
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Covered Expenses that apply to all plans, continued
Medical Expense Benefits - subject to deductible and copay/coinsurance (if applicable)

Habilitative Services

Outpatient services for children under the age of 19 with

congenital, genetic, or early acquired disorders to enhance

the ability to function if all of the following conditions are met:

* A doctor has diagnosed the child's congenital, genetic, or
early acquired disorder;

* Treatment is administered upon referral of a licensed doctor
by a: speech-language pathologist, audiologist, occupational
therapist, physical therapist, physician, nurse, optometrist,
nutritionist, social worker, or psychologist.

* The treatment is medically necessary and therapeutic and
not experimental or investigational treatment.

Limitations: To be considered a covered expense, services

must help the covered person to meet functional goals in a

treatment plan within a prescribed timeframe. When a covered

person reaches his/her maximum level of improvement,
services will no longer be considered habilitative.

The physician must provide documentation demonstrating
that the covered person’s condition is clinically improving and
that continued treatment is needed. The physician must
provide a written treatment plan detailing the diagnosis,
proposed treatment by type, frequency, anticipated duration
of treatment, and goals of treatment.

Habilitative services do not include:
+ Services that are solely educational in nature.

* Custodial care, respite care, day care, therapeutic
recreation, vocational training, or residential treatment.

* Services provided by family or household members.

* Treatment of mental disorders, other than congenital,
genetic, or early acquired disorder.

* Prescription drugs.

Home Health Services
Covered expenses include services provided on a part-time
or intermittent basis that are:

* Prescribed and supervised by a doctor.
* Provided by a home health care agency.

* Limited to a maximum of 100 visits per covered person,
per calendar year. Private-duty nursing limited to 16 hours
per covered person, per calendar year.

Custodial care not covered.
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Hospice Care

A covered person must have been given a prognosis that
he or she has 6 months or less to live. Care must be from a
licensed hospice program.

Limitation: Respite care only provided on an intermittent,
non-routine, and occasional basis limited to a maximum of
5 days, every 90 days per covered person, per calendar year.

Mental Health/Substance Abuse Services
For the diagnosis and treatment of mental disorders and
substance abuse.

Inpatient substance abuse treatment:

* Provided in a hospital or residential treatment facility
licensed to provide a continuous, structured, program of
drug or alcohol treatment and rehabilitation including
nursing care 24 hours a day.

* No benefits payable for custodial, residential, or domiciliary
in nature.

Partial day services:
* Program must be licensed or approved by the state of Virginia.

* Must include either a day or evening treatment program
lasting at least 6 or more continuous hours per day for
mental disorders or substance abuse, or an intensive
outpatient program which lasts 3 or more continuous
hours per day for alcohol or drug dependence.

» QOutpatient treatment services may require preauthorization.
No benefits payable for:

* Inpatient stays for environmental changes.

* Cognitive rehabilitation therapy and educational therapy.

* Vocational and recreational activities.

* Coma stimulation therapy.

* Services for sexual deviation and dysfunction.

* Treatment of social maladjustment without signs of a
psychiatric disorder.

* Remedial or special education services.
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Covered Expenses that apply to all plans, continued
Medical Expense Benefits - subject to deductible and copay/coinsurance (if applicable)

Pregnancy/Maternity Care
For normal pregnancy and delivery, covered expenses are
limited to:

* Prenatal checkups and tests.
* Delivery.
* Testing of newborn children.

* Up to 48 hours of inpatient care for mother and baby
following an uncomplicated vaginal delivery, or up to
96 hours for an uncomplicated caesarean section.

Prescription Drugs
All prescriptions are limited to a 34-day supply for each
outpatient prescription drug order or refill.

No prescription coverage for:
* Amounts above the managed drug limitation.

+ Treatment of impotency or enhanced sexual performance.

* Dependency or addiction to food or tobacco.
See the policy for additional exclusions.

Rehabilitation
Services or confinement in a rehabilitation or extended
care facility:

* Must begin within 7 days of hospital stay for treatment
of the same illness or injury.

* Inpatient care is limited to 100 days per stay for each
covered person.

Therapy Services

Inpatient and outpatient services prescribed by a doctor
and performed by a licensed therapist, includes: cardiac
rehabilitation, occupational therapy, physical therapy,
respiratory therapy, and speech therapy.

Transplant Services

To qualify as a covered expense, transplants must be

medically necessary and not be experimental or investigational.

We will determine if the covered person is a good candidate.

Transplant Donor Expenses — we will cover the medical

expenses incurred by a live donor as if they were medical

expenses of the covered person if:

* The covered person received an organ or bone marrow of
the live donor.

* The expenses would otherwise be considered covered
expenses under the policy.

Travel and Lodging Expenses — we will pay a maximum of
$5,000 per transplant for the transportation and lodging for
the covered person, live donor, and any immediate family
member to accompany the covered person.

No benefits will be paid for:
+ Search and testing in order to locate a suitable donor.

* A prophylactic bone harvest or peripheral blood stem cell
collection when no transplant occurs.

* Animal-to-human transplants.

* Artificial or mechanical devices designed to replace a human
organ temporarily or permanently.

* Procurement or transportation of the organ or tissue unless
expressly provided for in this provision.

* Keeping a donor alive for the transplant operation.

* A live donor where the live donor is receiving a transplanted
organ to replace the donated organ.

* A transplant under study in an ongoing Phase | or Il clinical
trial as set forth in the USFDA regulation.

Speech therapy is limited to 30 visits per covered person, per
calendar year. Physical and occupational therapy are limited
to a combined 30 visits per covered person, per calendar year.

No benefits payable for:

+ Physical, occupational, or speech therapy to maintain or
preserve functions if there is no chance of improvement or
reversal (except children qualifying for early intervention
services).

* Group speech therapy.
* Recreational therapy.

* Group or individual exercise classes or personal training
sessions.
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Provisions that apply to all plans

This brochure is only a general outline of the coverage provisions. It is not an insurance contract, nor part of the insurance
certificate. You will find complete coverage details in the policy and certificate.

General Exclusions

No benefits are payable for expenses:

* While confined for rehabilitation, custodial care, educational
care, nursing services, or while at a residential treatment
facility, except as provided for in the policy/certificate.

* Resulting from or during employment for wage or profit, if
covered or required to be covered by workers' compensation
insurance under state or federal law. If you entered into a
settlement that waives your right to recover future medical
benefits under a workers’ compensation law or insurance
plan, this exclusion will still apply.

* Resulting from experimental or investigational treatments, or
unproven services.

* Resulting from nicotine addiction (except as covered under
preventive care benefits in the policy).

* For eye surgery to correct nearsightedness, farsightedness,
or astigmatism.

* For eyeglasses, contact lenses, hearing aids, eye refraction,
visual therapy, or any exam or fitting related to these devices,
except as provided for in the policy/certificate.

* For dental expenses, including braces and oral surgery,
except as provided for in the policy/certificate.

* For modification of the physical body, including breast
augmentation or reduction, except as provided in the policy.

* For cosmetic treatment.

* For weight modification or surgical treatment of obesity,
including wiring of teeth and all forms of intestinal bypass
surgery.

* That would not have been charged if you did not have
insurance.

* Resulting from war; intentionally, self-inflicted, bodily harm
(unless insane); or participation in a riot or felony (whether
or not charged).

* For treatment of malocclusions, except as provided for in
the policy/certificate.

* Resulting from animal-to-human organ transplants, artificial
or mechanical organs, procurement or transport of an organ
or tissue, or the cost of keeping a donor alive.

* For marriage, family, or child counseling.

* For vocational or recreational therapy, vocational
rehabilitation, or occupational therapy, except as provided
for in the policy/certificate.

* For services performed by an immediate family member.
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* Not specifically provided for in the policy, including
telephone consultations, failure to keep an appointment,
television expenses, or telephone expenses.

* Incurred while your certificate is not in force.
* For drugs, treatment, or procedures promoting conception.
* For reversals of vasectomies and tubal ligations.

* Resulting from intoxication, as defined by state law where
the illness or injury occurred, or while under the influence of
illegal narcotics or controlled substances unless
administered or prescribed by a doctor.

* For treatments of hyperhidrosis (excessive sweating).
* For surrogate parenting.
* For fetal reduction surgery or abortion.

* For alternative treatments, except as specifically covered by
the policy, including: acupressure, acupuncture,
aromatherapy, hypnotism, massage therapy, rolfing, and
other alternative treatments defined by the Office of
Alternative Medicine of the National Institutes of Health.

* For alternative or complementary medicine using non-orthodox
practices that do not follow conventional medicine, including
but not limited to: wilderness or outdoor therapy, boot camp,
and equine therapy.

* Due to injuries incurred while paid to participate or instruct in:
horseback riding, motorcycle operating/riding, racing or speed
testing any vehicle/conveyance (motorized or not), or skiing.

* Due to participating, demonstrating, guiding, or accompanying
others in: sports (semi- or professional or intercollegiate),
parachute jumping or hang gliding, scuba/skin diving (60 or
more feet in depth), skydiving, bungee jumping, rodeo sports,
or rock or mountain climbing

* For injuries sustained while performing the duties of an
aircraft crew member, including giving or receiving training
on an aircraft.

* Incurred outside of the U.S, except for emergency treatment.

+ For diagnosis or treatment of learning disabilities, attitudinal
disorders, or disciplinary problems, except as provided for in
the policy/certificate.

* For standby availability of a medical practitioner when
no treatment is rendered.

+ For modification of the physical body in order to improve
the psychological, mental, or emotional well-being, such as
sex-change surgery.
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Provisions that apply to all plans, continued

General Exclusions, continued
No benefits are payable for expenses:

* For a hospital admission on Friday or Saturday (room, board,
and nursing services), unless it is an emergency, or medically
necessary surgery is scheduled on the next day.

Benefits will not be paid for services or supplies that are
not medically necessary to the diagnosis or treatment of
an illness or injury, as defined in the policy/certificate.

General Limitations

* When using a network physician or facility, non-covered
expenses may not be eligible for a network provider
discount.

* Covered expenses will not include charges in excess of
what is eligible for a service or supply.

Conditions Prior to Legal Action

The policy includes a condition to help resolve legal disputes.
It requires that you provide us written notice of intent to sue
before taking legal action. Your notice must identify the source
of the disagreement and include all facts and information
supporting your position. An action for punitive damages
(or other damages not spelled out in the contract) is waived if
the claims at issue or disagreement are resolved or corrected
within 30 days of written notice, unless prohibited by law.

Continued Eligibility Requirements
A covered person’s eligibility will end:

* When no longer a U.S. citizen or lawfully present in the U.S,; or

* When the primary insured no longer resides in the same
state where the certificate was issued.

A dependent’s eligibility ends when he or she ceases to be
your dependent due to divorce or no longer meeting eligibility
requirements. The dependent will be covered until the end of

the premium period in which either of these cases occur.

Coordination of Benefits (including Medicare)
I after coverage is issued, a covered person becomes insured
under another health plan or Medicare, benefits will be

determined under the Coordination of Benefits (COB) clause.

COB allows two or more plans to work together so the total
amount of all benefits is never more than 100% of covered
expenses. COB also takes into account medical coverage
under auto insurance contracts. To determine which plan is
primary, refer to “order of benefits” in your certificate.

Dependents

For purposes of this coverage, eligible dependents are your
lawful spouse and the eligible children of you or your
spouse. An eligible child must be under age 26 to apply
and may remain covered up until he or she turns 26.

A “child" may be: (A) a natural child; (B) a legally adopted
child; (C) a child placed with you for adoption; or (D) a child
for whom legal guardianship has been awarded to you or
your Spouse.

Eligible Expense
An eligible expense means a covered expense as follows:

* For Network Providers: the contract fee for the provider.

* For Non-Network Providers: when a covered expense is
received as the result of an emergency or as otherwise
approved by us, the eligible expense is the lesser of the
billed charge or the amount negotiated with the provider.
Except as noted above, the eligible expense is the first of the
following that can be applied:

1. The fee negotiated with the provider;

2. 110% of the fee Medicare allows for the same or
similar service in the same area;

3. The fee set by us after comparing rates from one or
more regional or national databases, or schedules for
the same or similar service from a geographical area
determined by us;

4. The fee charged by the provider; or

D. A fee schedule we develop.

Emergency

A medical condition with acute symptoms that are severe

enough (including severe pain) that a prudent person, with

average knowledge of health and medicine, could reasonably

expect that without immediate medical attention:

* The health of the covered person (if pregnant, the health of
the mother or unborn child) would be in serious jeopardy;

* Bodily functions would be seriously impaired; or
* Serious dysfunction of a body part or organ would result.
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Provisions that apply to all plans, continued

Enrollment Periods and Effective Dates

There are two types of enrollment periods during which you may apply for our plans — Open Enroliment and
Special Enrollment. The charts below explain the possible effective dates of coverage.

Open Enroliment - the set annual time period when you apply for coverage.

Enroliment Period

Application Received

Effective Date*

October 1, 2013 - December 15,2013

October 1, 2013 -
December 15, 2013

January 1, 2014

December 16, 2013 - March 31, 2014

Day 1 - 15 of the month

1st day of the following month

Day 16 - last day of the month

1st day of the 2nd following month

Special Enroliment - the time period when you can apply for coverage if you experience a qualifying event.

Event Enroliment Period

Application Received

Effective Date**

Within 60 days following
loss of coverage

Loss of minimum essential coverage
(does not include failure to pay premium)

Within 60 days
following loss of coverage

1st day of the month following the event

Within 60 days
following the event

New dependent such as: birth, adoption,
or placement for adoption

Within 60 days
following the event

Date of event

Day 1 - 15 of the month

1st day of the month following
receipt of the application

following the event

following the event

Permanent move to Virginia from Within 60 days

AEHIET SEE following the move Day 16 - last day of the month | 1st day of the 2nd month following
receipt of the application

Marriage or divorce AT D CEPR AT D CEPR 1st day of the month following the event

*Open Enrollment Effective Date is dependent upon timely receipt of premium due. We must receive all premium before

the coverage can be effective. Coverage can only be effective on the first day of the month.

**Special Enroliment Effective Date is dependent upon timely receipt of premium due. We must receive all premium before
the last day of the Enroliment Period. Coverage can only be effective on the first day of the month, unless a “New dependent”

Non-Network Penalty
Covered expenses for nonemergency care received from a
provider outside your network are subject to:

* Eligible expense limits;
* An additional 25% of eligible expenses (this reduction does
not apply to pediatric dental);

* An additional deductible amount equal to the calendar-year
deductible (2 times the network deductible).

For Non-Network Providers: your actual out-of-pocket expenses
for covered expenses may exceed the stated coinsurance
percentage, because actual provider charges may not be used
to determine insurer and member payment obligations.

Premium

You are responsible for your premium. Payment must be
made directly to our office. We may change the premium
rates as of any premium due date. We will give you notice
at least 30 days prior to the date of the change.
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Premium rates will be based on policy plan, age of covered
persons, tobacco use, type and level of benefits, and place
of residence. If a change to the policy causes any change
in premium rates, the new rate will be effective on the first
premium due date following the date of the change.

We may prorate any premium adjustment.

Renewability

You may renew coverage by paying the premium as it comes
due. We may decline renewal only: (a) for failure to pay
premium; or (b) if we decline to renew all certificates just like
yours issued to everyone in the state you are then living.

Termination of a Covered Person

Coverage will end on the date that a person no longer meets
the eligibility requirements, moves out of Virginia, or if the
covered person commits fraud or intentional misrepresentation.
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HEALTH PLAN NOTICE OF INFORMATION PRACTICES

MEDICAL INFORMATION PRIVACY NOTICE

THIS NOTIEE DESCRIBES HOW MEDICAL INFORMATION

ABOUT YOU MAY BE USED AND DI3CLOSED AND HOW

YOU CAN QET ACCESS TG THIS INFORMATICH

PLEASE REVIEW [T CAREFLILLY. {Hiwim Sohinla 71, 213

Wha fnduding cur ofiiicios: imiod ol the ond of this nolice) o

recuind by low 2 proiecl the priscy of your heolth infomeadn.

mmmmmm mmmm

hiow we may umn i y=u and when we can gim

oul or "disciomn™ thet infarmetion 1o othare. You alec ham rightn

roganding your hoath informalion thal om deecribed in this noiica

Wa om mcuiscd by bw ic abirde by the lcamm of this nolice

The iames “nfameation” or "health informalion” in this nolice inchude
any infarmalion we mainkin thel mesonably <on ba used B

Miﬁpjlﬂﬂﬂliduhprﬂwlunnﬂhnlh

or cmiiiicn, the povision of hoolth care ko you, or the paymont

for such hadth cam. 'Wa will wilh tha moqui o

b skt e Wo w8 e i b e o

a breach of your heolth infomation.

“lﬂﬂﬂ!l‘#ﬂhdﬂpﬂlmmﬂﬂhmﬂ

this nolicn. IFwe makn o molorial Flwm

we wil prmidia ko you in our ned
mmdrdmwnhnim:hﬂhnﬁﬂdmpwhmh

chizin o rvised nolice. Wa wil provick: this infarmation clhor by
divoct mal or in aamedonce with
Indll cams, wa wil ponl 3

wwwuhcindiidual com We acnm tha righl 1o makn ony mvised
ar changexd molics cliecive kor imsmolion we choady hove and for
mﬁumnhm

in cdmininior cur business and I provide poducts, servicos ond
imiormalicn of imparionce i cur cusiomam. Wa reainioin physical,

decironic ond proacadurnl scarily minguonds in tha ond
mdmmﬂnﬂmnn:nﬁm

qﬁ:ﬂdﬂnnﬂfﬂnﬂﬁﬁﬁ.hpﬁdmﬂmﬁ

mch on e dosinction or msiso.

How Wa Lise or Discloss Information. Wa must we snd

disciom your heallh infarmalion 1o provids informetion:

* Te you o soseann who has tha lagal right 1o 2ol foryou
fyour pemcnal reEoeTicliva) in cader in cdminisiar your Aghte
o doscribexd in this mice; ond

* Te tha Secmiury of tha Ceparimen cf Heclh ond Human
Sarvicom, i nocosmary, i mobe sum your privacy i prolecled.

Wa hanve tha right 19 vss ond disciosn heolth informalion For your

imximenl, ic poy or your haolth com ond oporgin our businces:

For meampln, wa may use or dieschen your hoatth infarmation:

» For Peyment ol pramiume duc us, 1o delosmine your
ﬂhpﬂﬂ.hhlﬂhmmpmmq
for or coodinalion of cher banclils you

Far mxampln, nmﬂlmdﬂnpﬂnﬂhh

mnﬂﬂmmlﬁihﬂmhm

» For Tratment. We moy usn or disclose health informaion 1o aid
in your inmimani o e coadinalicn of your com. For aeampls,
wa gy deckee niomelion b your phystzons: or hospilols ic
halp them provide medical com 1o you

» For Heatth Cam Operations. We moy e or disclom heath
infrmafion os necosmy i gperpin ond eanage our businees: ond
fo hap manage yoaur health e covomge. For mamEn, wa mighl
mﬁdwmh’mﬁm hﬂm u:lnui.'ilg
funcins, inchuding fud and sbuss deincion or compiance

oL
» To Provida Information on Heakh Ralwisd Programs or

Products such os diomaiin madical moimenis ond programs
e gl heatth-sekiexd producis ond senics.

* To Plan Sponsors. Hyocwr cvemge i 1hmugh on amployer
group helth plon, we gy shom mummary heclth imlomalion
and onmdimenl and dissrolincnt informalion with the plon
sponecr. In addilion, wa moy shom cher healh infarmalien
with tha plon sponecr for glan adminisiraicn § e plan sponear
agrecs o spocil maliciona on ils vm o decosre of The
infarmalion in scxmadancn with fadaral low

* For Lindereriting Purposas. Wa may use or disckes year hoakth
infrmation for purpoeca; howour, we wil not 1 or
diacoes your gancli inlomalion for such papaece

» For Remindars. Wo moy usn heolth infoimalion o conlad] you
om k& youw

We may uwn or disclosc your heclth inlcamation For the Eliwing

purpases under imilcd cGroumsioncos:

 As Recuirsd by Lew. We moy disclosc informalion whan
rquirad ln do = by low.

» To Parsons Imvolved Wih Your Cam. 'Wa moy v or dsckee
your hedth infarmaiicn i 2 persan inmived in your care, such as
g fomily mamber, when you om incapeciaied o in on cecgEncy
arwhan you agme of il o abjed when ghven the oppornii
F you om uneveichin or unabin in ohipct wo will e our boet
puigreenl o decide if tha disclosum i in your bosl infomeis
Sprxol rewivicions: apply parding when wo moy deckss hoolh
infoimation i kamily mambors ond ohers imoied in 2 deced
individuol's car. W moy disclosc hoalh informalion 1o any
parecns imced, prior ko tha death, in the cors or poyment for
cam of 9 decnosd indhiduol, uninen we 2 sware tha doing m
winild b inconsisiont with 2 prforncn provinsly erprosend by
the decoomnd.

* For Public Health Adivitiss such os mporing decesn outhrroks.

» For Reporting Wiclims of Abhuse, Negiact or Domestic
Mmmhmuﬂnin.td&gnu:imm

» For Health Oversigit Activiiss mach on govemmonial oudils
and froud end abue nvesligolinne.

» For Judicial or Adminisirativa Proceadings such as in
msponn o o courl onder, seonch worment ar subpoana.

» For Liw Enforcemant Purposss much os: proiding Bmilcd
ihnﬂintnhmhnri-"gplmlrrqnlnuim



» To Asold § Sarious Threst 1o Health or Safisly by, for eeamgls,
dexiosing informelion i hoalh ogencios o low anforcomend
uhhuhhmipﬁmmlﬂdu

» For Spacialbmd Sovemmant Aunclions much os millory ond
tha proiecive services for the Prasident ond othars.

» For Worlers' Compansation induding dsclomsmn moquircd
bfiﬂﬂh:'mrpuui-unhnnl_ibﬂhh:liil’n.

* For Ressarch FUTPOsSEs such as reemrch i ic ihe

of dxec or dischilily, i the recarch sudy mooks
fodeard privecy low mxuiemanin,

» To Provide Information Regarting Dacedants. We
ﬁﬁnhﬁnﬂnhnmmnﬂi_ﬁnt:?hﬂr
B dacoescd pomon, dolaming o ume of deolh, or o authoned
by low. Wa may dan discloss informalion i ner | dimciors o
necosmdy ic cary oul thar dulina

» For Organ Procuremant Purposes. 'Wa ey um or deciee
infmegiion for procurament, banking ar trensplontolion of argans,
aye o [imeun.

» To Comactional instthriions or Lew Enforcament Officals
if you om on innaln of 2 instiuiion or under The ol o bw
anfocamant ofifical, bul only | necossary (1) for e mtiuiion o
provide you with haolth com; (7] io protect your hoatth ond salcly
or tha heglth end sfcly of chems; or [3) o the sicly and
scianly of the comeclional insliulion.

» To Husinass Associring thol parfomm funclions on our boholf o
provide us with monicos i the infommalion i necessony for such
funciions or servicos. Our business: cswxciolos oo
unclor canimoct with s and pursuant kn fedend low, o proect e
mdp:rﬁnuhmdurﬂnhunlbuuw:ﬁ:hn

__. o= _dl __a _ __ ____ = I ___ _______»__._0 __
mmmummnmlﬂlmnu

peamilind by fedora low.
» Ackitional Restrictions on Lisa mnd Discbaum. Carinin edaml
ond sioln bws G Apecinl proiociions thol retict
ot i ] ke o ool s, P
highly coxmidoniial informalion aboud you. "Highly confidaninl
infameaiion” gy inchaln conlidenticl infomealion under fodarl
Ioern goeming slcchol and drug cbuse informal ion ond genatic
inkameaicn 2u wall s sioks kws thal ofln proloct the iclowing
i imiormeaiicn: HIWALLS; menial heath; ganciic iosis;
picchol and drug oluse; soually renemilted dissesns ond
mprnducive hedth informalion; end child or adull g or
nagiac], nchuding sansl cecull,
Fa um or decksiss of hoalh iniormalion deacribed gbove in thin
nolicn i prohibsicd or aly fmilmd by other lows that [
us;, il i our inlon o et #he recpimeenls: of the moe singanl
Exzpl for usos ond dedrmurcs describesd ond imiled on st forh in
4 writlon authornlion fram you This inchucis, aecopt For mikod
mh:lhyi:hnlmlur.rﬁi

pimatn b s g o g ’““'ﬂ‘-‘“"‘“"

inrnulrl mmhuﬂﬂnpdiﬁd
marheding communicalions undor fodaml b, wilhoul your willon
aulhoriralion. Dnes you gim us sulhorniration o rdeces your health

238358 X-0813 Produchs oro cithar undarwriion or admssiorod
of Caliomin, Galden Fula Insurenca

Lifa Insuranca

infarmalicn, we candl guoronine el the pamean ic whom the

informalicn in provicled wil ncl discree the imlormation. You may tokn

back or "roveakn” your wition outhesirolion, ecngt v hove ploody

ecicd boscd an yoar aulhrixlion To mvmls on auhorizlion,

nincd tha phone numbsr sicd on your D cond.

Wit Ars Your Rights. The edowing s your righls with respac]
o your haalth inkcrnalion.

lfmhmhurhhthllkhrlﬂhtmnidum

your imiamaiicn for inimend, poymani, or healih cam

mﬂnhhhhnﬂﬂhﬁhmﬁbﬂn
In famiy mambens or io olhars wha om imvaleed in your hoolth
mwmﬂhprhnlhm%nq:hm 2
FHEIHIIHIII:'I‘IIII |11y 1o honor your request and
will parmk recquesis consisiant with our policies, wa s not
raquirnd in agrea to ey resirickon

» You heve the right to esk 1o receive confidential
I:nl'l'l'rll'lhﬂh'llnilhnﬂm in o difiarent manner oral 2

pln {lor cmm scnding inlamalion la o PO B
lﬂ:lnljullr.lu wil emmcdoln reecnabln
sl whos 2 declceun of al or parl of your hoallh infosmalion
cherwse could endenger you In corpin crrasmsionam, wo wil
eccof vorbal acpesis o mcedm confideniinl communicalions;
howswes, wo may alec recuim you In caonfirm your ecuest in
addilion, ] o ancel o

ConF el cam ke e s b s i R
Mail your reques] 1o the addross Esind bolow.

* You hawe tha rigitt io s=a and cirtsin & copy of healh
informaiion thal wa meiniain ghoud you such os cloies ond cosc
mnﬂimﬂmﬂlﬂumpm

o e e O L Twe T prpee. | TR TG N Py ey 1 A |
LI - _Il.lll-_n rl-'ll L A k1) Ivl [, w_. LI

wa sond 2 copy of your heclth infameation in an sleciwoni: fommal
o you You con alec rquest ol we provide o copy of your
infosmelion io o thind parly thet you idenlif. In same coeos you ey
mcahn o summery of thin hoalth infiormalion. You mus! mae 2
writicn requesd Io inspoc] ond health imiormalion or have
inibniﬁpﬂ.ﬂip:ﬁhhdﬁmhﬂ
belwe In coriain fmicd crcumsioncns, wa moy deny your repnst
hrq:nﬂuﬂmnprl’uluﬁnﬁtﬂuhypl
recpueel, you gy have e right ic ham fhe denol mviowod.
Wi moy chomgn 2 eewnokin ke for any copios.

» You heve tha right i ask io emand informtion we meinkain
ebout you much oa chims ond cosn or medial
mcards, il you boliam the heolth nicmalion ohaul you s
of incanplain. Your request musd be in wriling ond tha
macn kr the amandeanl Mail yar mquosia k2 he
addecas lind baow. Fwe hama
cimarl f yo dhgnavend ke £yt o ek

» You hane the right 1o meahs an eccounting of cortoin decssos
ol your infmealion made by us during tha s yeoms: pricr o o
el Thin aczouniing will not inchele dedomsos: of infomalion:
{i] kx irnalmend, ond hoalth cam
B o o Pt s o ek e oo
insfiuiionn of low enforcoment oificials; ond [} clher dedosuns
For which lacoral bw doos nol racpim us in prewidn an ocunting.

by: Al Savom Insurancn Gom Al Sovers
PaciCGam | ia and Heallh inmranke Compamy,
Campamy



* You have tha right 1o & paper copy of this notice. You moy
ek o o copy of fhin nolicn of any ima. Bven ¥ you hom ogreed
I rcoive thia nolica alecironicolly, you om sill anfitied o 9 paper
copy o this nofice upon request. In oddifion, you ey chizin o
copy of this nalice ol owr wabsios such o www.oyuhene com,
www myalisnes com, wwwryalearersoseoder oo,
www geidearule com, or www. ihicimdwidual cooe.

» You hem fha right 1o b considared a protecisd person
New Maricn aniy A "prolecied paeon” is o viclie o domeslic
ebusn who dac i miher: [ on applicon] For for insurancs with us;
{E} a porson whe is or moy ba cowsmd by aur inerones, or
=} someon whe: hes 2 chim for bonslils: undar our nsuranca.

o s o B T
EANLIRETE] TRl Hﬂlll.l

» Contacting your Haslth Plan. Hyou ham oy quoslions: abaoul
this nalis arwent fo asrcEc oy of your rights, plesen @l the
iall oo phone number on your I @nd.

» Fling & Compilaint. Hyou boirn your privacy righls: houe been
winkiicd, you mey a2 compleint wilh us: ol e e deos: nied belwe

» Submitting & Writien Raquest Mol in us your witien reoussdls
o monEee any of your righis, including modifying or cancaliing 2
caixianil conmunicalion, rquosling copios of your s, or
npucsling orercimenis ko your ozl of the icllowing oddmes:

* Privocy Office, 7440 Wocdnd Drivs, indiona polis, IN 47278-17118
* You may niso notlly the Sacralwry of the: L.3. Daparimant of
Haakh and Human Services of your complaink 'Wa will nol

ok any aciicn ogains] you For fing o comploinl,
Fair Credi Reporting Ack Molice In some s, we may ask
B CoMaETaFEpaing ageny Io compis a consumer repar, inchoding
polanialy an nvesligalive consumes repar, shout you. e reques
B immiigeiive consumer repor, wa wil notilyyou promplly with e
nearsl and ackiress of The ngancy thel will fumish e repart. You mey
reguas! in wriling ko ba inlerviswed en porl of the immeeligation
Tha agency mey retsin 2 copy of e et The may doms
il o ciher porscm an slioaed by the fedonl For Cradit Repariing Add
Wo moy disclose imiormalion salely choaut our ronsaclions o
mpaioncan with you b our ofiioles.
Medical Informetion Bureau. in conpnclion wih ar
mambership in N8, Inc, femnady known os Medicd informaiicon
Busau [MIB}, we or cur minmuras mey mebe a epar of your
pomanal inlormation o V. WH is o non@rafil omganintion of
> and hoslth nmsnce companies el oparsies en informetion
mchenga oh bahelf of is mambams.
F you submil an appécalion or coin for bonalila ko another WIH
mamber comparn y for o or heclth inswancn coversgs, the WIB,
mmﬂmﬂmﬂmm
you that S hos in e fin
F you quesiion the accurscy of inlormalion in tha W' i, you
meay sk 9 camaclion in accondance wilh the procodums sl forh
in the fademl Foir Crodit Reporiing Acl Coniogt VIR of: MIB, Inc,
20 Broiniren Hill Bin. 400, Broinime, WA 0Z1B4-8734, (B648) @52-
B2, www.owibrooy or [TTY) [BDE) 348-3847.

33838-X-0813 Preducts ae cithar undarwrition or cdminisiared by: All Sovem Insuranca Con
Calfomia, Golden Huls Insusnce

Lifa Insurancn Companry ol
UnindHeahcam insurancs Camparry, sndior Uniled

Hoolthcore
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Wa {nchuding our afilialons inicd gl the ond of his nolico} om
commitiad ko mainksining The conldentolly of your peeanal financicl
infarmation. For #he purposcs of this nolice, Financicl
nfcamalion” meom imiomeation, othor thon hoolth niomalion, shout
on imrad or on o covorage that idonllins: the individul, in
ot genewally evuiichin and is collecied om e indivichul o
s chigined in cannoclion wih prosiding covorope b T indivichel.
Imformation Wa Collact W s parscnal fnencial infomtion
abaul you fram 1ha following scunces:

* |niomelion wa meoie from you on opplexiions or ather fomes,

LN | EECE N B SR -v. I LI B el LTI N LN B Sl

Saxuity mambor; and
* |nformedion ool your treneaclions: with us, our afiiclos or
chherm, such a8 pramium peyment ond daims hislory; and
* |niormelion from conmurser s
Disclosurs of Information. Wa do nol dsces pamcral fnancnl
informadicn aboul our inswsds or farmes insusds: io sy thind party,
Exap os racpied or pammitiad by se For assmpls, in the couse of
our garenl business pracices; wa mey, os pamitied by e, dieciones
ey of the parmonal financal informaion thel we coliec] sbout you,
wil houl your sutherization, in the fallowing fypan of insliutions:
* To our corponaic oifiiaion, which nchein fnoncil sonice
providemn, such os ohher insurce; and non-finenciol companios;
auh on daln procosec s;
* To mnaffiiled companics kr our everydoy lasinces purposos,
such oa io procoss your ironmciions, moinkan your oo (s},

mmﬂhmﬂnﬁuﬂhﬁrﬁﬁmmuﬂ
llllm ihel pariam scnicos for us, nclucing
mmunkziions on our bohol

Humhﬁmhpunulimmlnhnﬂmnhmlp
In empicyocs, afilicios ol sarvics prvickns wha om inmived in
mcimininioring your hoalh car o scnicos ko
you. Wo mointuin g ronic ond saiopeinia
thet comply with edaral siondards e guond your perscnal foncid
infarmaion.
prcadurl salsguends, in sccordanca wilh appiicsbln sinls and
fodeml slandards, io proied] your parsonal fnancl infametion
egains! rals such en kb, desineclicn or misuses. Them mesmres
induds compular salaguerds, sacursd fies and buidings, and
restrictions on who mey s your parenal finencial information,
Cuastions About this Notice. ¥ you heve any cussbions shoul
thin noiice, cal the ol frea mamber phons number on
the hack of your health plan 1D card.
Tha Holi of inomeation Procices, afacihae Baplambar 23, 2013, in
prosided on behall of Al Sovces Insurancn Company; Al Bavmms Lis
Inmrance Campany of Califomin; Goden FAuls inmrance Campany;
ProciiiCaro | ifo and Hoalth insurence Corsmany; LindedHoollvom
Inrons Company; and UnilodHeolhroe | i insuronce Company.
Ta chicin an @l horizaiion in ek yowr pemona informealian o
croler parly, ploas ge k the approprolc wobsils eicd in this Nolicn.
Al Sovors
PaciiCom | ifa and Heallh Insuranca Compay,
newronce Compom



T0 BE COMPLETED BY PRODUCER ONLY IF PERSONALLY COLLECTING INITIAL PREMIUM PAYMENT.

Conditional Receipt for:

Proposed Insured:

Amount Received:

Date of Receipt:

Signature of Secretary:

d‘*”— A‘\["’\. S’""*\

Signature of Agent/Broker:

THIS FORM LIMITS OUR LIABILITY. NO INSURANCE WILL BECOME EFFECTIVE UNLESS ALL FOUR CONDITIONS PRIOR TO COVERAGE ARE MET.
NO PERSON IS AUTHORIZED TO ALTER OR WAIVE ANY OF THE FOLLOWING CONDITIONS. YOUR CANCELLED CHECK WILL BE YOUR RECEIPT.

This conditional receipt does not create any temporary or interim insurance and does not provide any coverage except

as expressly provided in the Conditions Prior to Coverage.

Conditions Prior to Coverage (Applicable with or
without the Conditional Receipt)

Subject to the limitations shown below, insurance will become
effective if the following conditions are met:

1. The application is completed in full and is unconditionally
accepted and approved by UnitedHealthcare Life Insurance
Company.

2.The person is a member of the Federation of American
Consumers and Travelers.

3.The first full premium, according to the mode of premium
payment chosen, has been paid on or prior to the effective
date, and any check is honored on first presentation for
payment.

4.The certificate is: (a) issued by UnitedHealthcare Life
Insurance Company exactly as applied for within 45 days
from date of application; (b) delivered to the proposed
insured; and (c) accepted by the proposed insured.

A copy of your Authorization for Electronic Funds
Transfer (EFT)

| (we) hereby authorize FACT or UnitedHealthcare Life
Insurance Company o initiate debit entries to the account
indicated below.

| also authorize the named financial institution to debit the
same to such account.

| agree this authorization will remain in effect until you actually
receive written notification of its termination from me.

EFT-UL-1013

Notice to applicant regarding replacement of
accident and sickness insurance

1. You may wish to secure the advice of your present insurer or
its agent regarding the proposed replacement of or addition
to your present plan. You should be certain that you
understand all the relevant factors involved in replacing or
adding to your present coverage.

2.We recommend that you not terminate your present plan
until you are certain that your coverage has been approved
by UnitedHealthcare Life Insurance Company.

Incorrect or incomplete information on this application may result in voidance of coverage and claim denial.
After you have completed the application and before you sign it, reread it carefully. Be certain that all information

has been properly recorded.
Keep this document. It has important information.
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FACT Membership has its benefits.

These health insurance plans are issued as association
group plans and available only to members of FACT,
the Federation of American Consumers and
Travelers. If you're not already a member, enroll now
to be eligible to apply for these plans.

What is FACT?

FACT is an independent consumer association whose
members benefit from the “pooling” of resources.
Benefits range from medical savings to consumer
service discounts. FACT’s principal office is in
Jonesboro, Arkansas. FACT and UnitedHealthcare
Life Insurance Company are separate organizations.
Neither is responsible for the performance of the
other. FACT has contracted with UnitedHealthcare
Life Insurance Company to provide its members with
access to these health insurance plans. FACT does
not receive any compensation from UnitedHealthcare
Life Insurance Company.

Is there a cost for joining FACT?

Yes, there are membership dues and they can be paid
with your regular health insurance premium, as
opposed to making a separate payment.

© 2013 UnitedHealthcare Life Insurance Company
42545-UL-1013
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What are the basic plan benefits?

FACT makes it possible for members to pick and
choose from a full menu of important benefits,
including:

* Accidental Death Benefits

* Consumer Information & Hotline
* Retail & Service Discounts

* Travel Discounts
* Pet Coverage
* Scholarships

As a member of FACT, your information is kept
private and is not shared with any third parties.
Please visit the FACT website for a complete FACT
Privacy Statement:
www.usafact.org/privacy_policy.html

FACT may change or discontinue any of its
membership benefits at any time. For the most
current information, including full detailed lists of
member benefits, visit FACT’s website at
www.usafact.org or call toll-free at (800) USA-FACT.

lJJ UnitedHealthcare

Feb 15 2014 10:26:47 am



	Timestamp: Feb 15 2014 10:26:47 am


