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About This Summary Plan Description

This Summary Plabescr i pti on (ASPDO0O) provides information
Paso Corporation Employeesd Benefit Plan (the API
the ACompanyo) . Thi s SPD a lTsvoPaking Select Alceosint RPlamf or mat i

and the Sick Leave Bank, which benefits are not provided under the Plan.

The Plan is commonly referred to in newsletters and other communicatiblex&elect. Flex Select is
a component o$elect Benefits -- the name generallysed when referring to the overall benefits program
for El Paso employees and retirees.

This SPD provides information on the following benefits:
A Health Care Program
0 Medical, including:
U Prescription Drug Program
U Mental Health and Substance Abuse Progfiaciuding an EAP)
0 Dental
0 Vision
Flexible Spending Accounts (known as Select Accounts)
Life Insurance
Accidental Death and Dismemberment (AD&D) Insurance
Long-Term Disability (LTD)
Paid Time Off (PTO) Program
Business Travel Accident Insurance

To o To Io Do Do

Keep in mind that depending on where you live, you may have different coverage options available to
you.

This SPDis effectiveJanuaryl, 2011. This SPD and the Plan together comprise the plan dodiament
all of the benefits offered under the Plan. The followidditonal documents also comprise the plan
document for certain of the benefits offered under the Plan:

A the El Paso Corporation Cafeted an (fiCafeteria Plano), which is
and includes the Health Care and Dependent Day Céret ecount Component Plans and PTO
Exchange Credits and Medical Gput Credits;

A the applicable certificates of insurance coverage, with respect to each insured benefit (vision, life,
accidental deat dismemberment and business travel accident);

A the aplicable health maintenance organization certificates of coverage, with respect to benefits
provided by a DHMO.

In the event of any conflict between this SPD and the Plan documents, the Plan documents will prevail.
El Paso Corporation (or its successoeserves the right tmodify, amend or terminate the Plan or any
component plan or benefit at any time.



Accessing Your Benefits

El Pasods health and group benefits are administe
Paso Benefits Service Centéyou can access benefits information by caltimg El Paso Benefits

Service Center toliree at 1866-301-2359 and speaking to a Participant Services Representative.
Representatives are available between 8:30 a.m. and 5:00 p.m. Central Time Managy fniday.

You can also get benefit information and conduct
www.MercerOneView.com/E1Paso.

Mercer OneViews your primary resource for information about your Plan benefits, as well as conducting
benefit transactions at any time thatds convenien

A Enroll in your benefits as a new hire (you must enroll in benefits witholays of your date of hire)
Review your current benefit elections
Make annual enrollment elections

Verify your personal information, such as address or dependent information

To o o I»

Make changes to your benefit elections as a result of qualifying changtaslis such as marriage,
divorce, birth or adoption of a child

A Designate or change beneficiaries for life and accidental death and dismemberment insurance
A Visit the Benefits Management menu under the Health and Group portal for a variety of information

All you need to access Mercer OneView is your User ID (your social security number) and your passcode
(6 digit number).

You may also contact Mercer by mail at the following address:

El Paso Benefits Service Center
P. O. Box 971
Deerfield, IL 60015

Whenyoufif st access Mercer OneView, you should create
set of personal questions. Then, if you ever lose your passcode you will be able to get a new one
immediately (usually by email) as long as you have a securityprb e i n pl ace. I f you

security profile, you will have to wait to receive a new passcode in the mail or via email if you have an
email address on record with theFdso Benefits Service Center.



Frequently Used Telephone Numbers and Addresses

Source Telephone Address

El Paso Benefits Service Center

P O. Box 971

Administrator

Mail order prescriptions

1-800-9034710

For general information and enroliment 1-866-301-2359 | Deerfield, IL 60015

El Paso Benefits Hotline

For general benefits questions, including thy  1-888764-7627

Adoption Benefit Program

Benefit Concepts P.O. Box9222

COBRA and Direct Bill Administrator 1-866-629-1480 | Chelsea, MA 02150222
BlueCross BlueShield of Texas Medical Claims:

Medical program and nenetwork P.O. Box660044

dental Claims Administrator Dallas, TX 752680044
Customer Service 1-800-521-2227 | Dental Claims:

Locate network medical providers 1-800-810-2583 | Dental Network of America
PreauthorizatioaMedical 1-800-441-9188 | P.O. Box 660247

24/7 Nurseline 1-800-581-0368 | Dallas, TX 752660247
Special Beginnings Maternity Program 1-888421-7781

CIGNA Dental DHMO P.O. Box 189062
Network Dental Insurer 1-800-367-1037 | Plantation, FL 33318062
Liberty Life Assurance Company of P.O. Box8417

Boston Kansas City, MO 64118417
Long TermDisability and Extended 1-800-713-7384

lliness Claims Administrator

To Report a Claim

Claims Management 1-800-838-5290

Medco Health Solutions, Inc. Retail Claims:
Prescription drug benefits Claims 1-800-:9034710 | P.O. Box 14711

Lexington, KY 40512

Mail order:
P.O. Box 30493
Tampa, FL 33633493

Mellon Bank
Trustee of the Health Savings Accounts

1-877-6355472




ReliaStar Life Insurance Company

P.O. Box 1548

(ING) Minneapolis, MN 55440
Life and AD&D Insurer 1-800-9557736

PayFlex Flex Dept.

Flexible Spending Accounts (Health Care, | 1-800-284-4885 | p.O. Box 3039

Dependent Day Car& Pre-Tax Parking
Select Accounts) Claims Administrator

Health Reimbursement Arrangement
(HRA) Claims Administrator

Omaha, NE 68163039

United Behavioral Health (UBH)

P.O. Box 30755

Mental Health and Substance Abuse and 1-866-781-6395 | Salt Lake City, UT 84130755
Employee Assistance Program Claims

Administrator

VSP 1-800-877-7195 | Address for notWVSP

Vision Plan Insurer

claims:
P.O. Box 997105
Sacramento, CA 9589P105




Eligibility and Enrollment

Some of youFlex Selecbenefits automatically begin gmour first day of work at El PasoOther
benefits need your attention and enrollment befgreu are covered by those benefits

This section of the SPD explains the eligibility and enrollment process for the Health Care Program
(which includes the medical, prescription drug, mental health and substance abuse and Employee
Assistance Programjental and vision programs, Flexible Spending Accounts (known as Select
Accounts), Life Insurance, Accidental Ded&tismemberment Insurance and Lefigrm Disability
coverage. Any applicable exceptions will be described separately in each chapter.

Pleasenot e, enrolling an ineligible dependent or f ai
a violation of EI Pasods Code of Business Conduct
ineligible dependentyastionugtoand inctuding eermithation iof emglogneent.p | i n a

Eligibility Requirements
Employees
You are eligible to participate Flex Selectf you are:

A Aregular fulktime (scheduled to work at least 40 hours per week) active employee of a participating
empoyer;

A Aregular reducegchedule (scheduled to work at least 30 but less than 40 hours per week) active
employee of a participating employer; or

A A parttime-schedule (scheduled to work at least 20 but less than 30 hours per week) active employee
of a paticipating employer.

You arenot eligible for Flex Selectf you are a(n):

A Member of a collective bargaining unit;

A Leased employee;

A Nonresident alien: or

A Employee working in a foreign country and not paid from the pagroll.

Dependents
Your eligible dependents may also be covered uRlder Select Eligible dependents include:

A Spousegas defined by federal law)
A Dependent childreninclude the following:
& Children who have not attained the age of 26 and who are:
U Your biological children;

U Legally adopted children, children placed with you for adoption;atégdren, or children for
whom you act fAin | oco parentiso as deter mi ne
parentis as determined by s&thatacourthasgivengoo mpet e
rights, duties and obligations similar to those of a parent. This may include, but is not limited
to, an award of legal custody or guardianship. (You may be required to provide court orders
or grants of legal guardianship tbFaso in order to determine whether the rights you have
been granted are similar to those of a parent.) In the case of divorce, your children are
eligible for coverage only if they continue to receive more than half of their support from
you, or are treéad as receiving such support under Section 152(e) of the Internal Revenue
Code; or



U Children for whom you are required by a Qualified Medical Child Support Order, judgment,
decree or order issued by a court or administrative process established undiew state
provide health coverage.

U A child who is your tax dependent under Sectié@ of the Internal Revenue Code
(determined without regard to subsections 152(b)(1), 152(b)(2) and 152(d)(1)(B));

0 Children who are ment al Isyabolre d hGhsiilcdarl € nydo dsi escatbil
more information.

& Children of your qualifying samgsex domestic partner who meet the requirements outlined
above.

A Disabled Childrerar e el i gi bl e for Flex Select coverage if
aboveand who are:

0 Incapable of selfupport and became physically or mentally disabled prior to attaining age 26;
and

8 Claimed as a dependent on your federal income tax return.

If you wish to continue Health Care Program coverage for a disabled child, yoapplysfor
coverage and provide proof of the childods di se
Continued proof of disability may be requested periodically. The Health Care Program

Claims Administrators will determine whether a child is eligiblecimntinued coverage.

A Domestic Partnersvho are the same sex as the employee and who, together with the employee, meet
the following requirements are eligible for Flex Select coverage:

0 Both parties have attained the age of 18;

Have been in a committed relaiship for at least six months;

Neither are legally married to, or the domestic partner, of anyone else;

Intend to remain each otherés sole domestic pa

X Ox Ox O«

Are emotionally committed to one another and share joint responsibility for eachh cths ¢ o mmo n
welfare and financial obligations;

Reside together in the same principal residence and intend to do so indefinitely;

Are not related by blood to a degree of closeness that would prohibit marriage in the state in
which the samesex domestic péamers live; and

0 Are mentally competent to enter into contracts.

Pl ease see the fAl-Bpyt BdmeatbomePAhAotn8amé section e
information regarding the tax treatment of benefits provided to qualifying-sarmdomestipartners.

Notification of Ineligible Dependents

For certain qualifying events such as divorce or legal separation of the employee and spouse, the

empl oyeebs separatsexn domensthic mmar theer satmer mi nat i
parthne shi p or a dependent childds | oss of eligibilit
dependents must notify the El Paso Benefits Service Center (not the insurance carriers) ik 60

from the date the qualified change in status occursdet@mine if your dependents are eligible for

COBRA continuation coverage, please refer to the COBRA section in this SPD for more information.

Coverage End Date and Your Contributions
If you do notify the El Paso Benefits Service Center withindé@s of ad e p e
coverage, the effective date of t

t6s | oss of

nden
he dependent 6s |

6



gualified change in status occurred, unless your dependent timely elects and pays for COBRA
continuation coverag Please refer to the COBRA section in this SPD for more information about your
dependent 6s COBRA continuation coverage rights an

If you do notnotify the El Paso Benefits Service Center withid6@y s of t he dependent d
eligbi | ity for coverage, your ineligible dependentd
coverage was lost and you will not be refunded any premiums paid for the ineligible dependents(s). El

Paso reserves the right to recover any and all ligyasfments made for services received by the

ineligible dependent. In addition, COBRA continuation coverage will not be available for that ineligible
dependent and your current contributions for the ineligible dependent will continue until the earlier of

annual enrollment or another qualified change in status.

S
S

In circumstances other than a failure to timely notify the El Paso Benefits Service Center, your
contributions will be adjusted to reflect the change in coverage as soon as administratively. passible
general rule, if the El Paso Benefits Service Center receives your election change by the payroll
processing cubff date for that pay period, it will be processed that pay period; otherwise, it will be
processed the following pay period.

Enrollment

Initial Enrollment

Shortly after starting work at El Paso, the El Paso Benefits Service Center will mail you new hire

enrollment information and instructions, including a Personalized Enrollment Worksheet which will show

your benefit options and pricegtas . They will al so send you, via em
will use to access your benefits online. Using the Personalized Enrollment Worksheet as a guide, you can
enroll online or by phoneYou have 31days from your date of hire to enrollin your benefits.

Youodl !l enroll through the EI Paso Benefits Servic
www.MercerOneView.com/ElPasw by calling the El Paso Benefits Service Center at3B62359.

To access the online system you will need torgpaar user ID, which is your Social Security Number
andyoursbdi gi't Passcode (which you can change since i
Group. 0)

Your health and group benefits will be effective as of your date of employment.

If You Do Not Enroll

If you do not enroll within 3Hays from your date of employment you will receive core cove(ages

below) offered by El Paso at no cost to you through the end of the calendar year. You will not be able to
make a change to your current coveraggl the next annual enrollment or within @ays of a qualified
change in status.

Core Coverage
El Paso provides the following core coverage at no cost to regukiinieland reducedchedule
employees:

EPChoicePlan (Employee Only coverage) and

Health Care Employee Assistance Program

Long-Term Disability 50% of annual base pay

Basic Life Insurance 1 x annual base pay (maximum of $500,000)

Basic Accidental Death& Dismemberment
Insurance

1 x annual base pay (maximum$500,000)




El Paso provides the following core coverage to-fiamt employees:
EPChoice Plan (Employee Only coverage) and Employ
Health Care Assistance Program

Annual Enrollment

After your initial enrollment, you can make changes to your coveralyeduring annual enrollment each

fall, orwithiné0Odays of a qualified change in status. You
calling the El Paso Benefits Service Center, and the elections will become effective on Jarfubey

following calendar year.

HIPAA Special Enrollments

The Health I nsurance Portability and Accountabil:]
portability regulations requires the Health Care Program to allow you to enroll in or change your Health
CareProjmm coverage upon the occurrence of certain ev
may enroll in the Health Care Program or change coverage under the Health Care Program due to a

special enrollment event so long as you request enroliment for {faurgeur dependents within Gfays

of the event. When you experience a HIPAA special enrollment event, you will be entitled to change

coverage under all of the Health Care Program options that are available to you at annual open

enrollment.

The following are HIPAA special enroliment events:

1. Loss of Health CoverageYou or your dependentds |l oss of healt
another group health plan for one of the following reasons:

e Exhaustion of COBRA continuation coverage;

e Loss of eligibility forcoverage under another group health plan for a reason other than failure to
pay premiums on a timely basis or cause (such as making a fraudulent claim or intentional
misrepresentation), including:

0 Loss of eligibility for coverage as a result of divorcessaion of dependent status (such as
attaining the maximum age to be eligible as a dependent child), death, termination of
employment, or reduction in the number of hours of employment, or any loss of eligibility for
coverage after a period that is meadurg reference to any of the foregoing events;

0 Inthe case of individual coverage offered through an HMO that does not provide benefits to
individuals who no longer reside, live, or work in a service area (whether or not leaving the
service area was withiyour choice);

0 Inthe case of group coverage offered through an HMO that does not provide benefits to
individuals who no longer reside in a service area, loss of coverage because you no longer
reside in the service area (whether or not leaving the semgaewas within your choice),
and no other benefit package is available to you;

d A situation in which you incur a claim that would meet or exceed a lifetime limit on all
benefits; or

0 A situation in which a plan no longer offers any benefits to the clasmadérly situated
individuals that includes you.

e Termination of employer contributions toward vy

2. Adding a Dependent. Requesting to add a dependent due to marriage, birth, adoption or
placement for adoption, ofdependent child.



3. Loss of Eligibility for Medicaid or SCHIP Coverage. If you and/or one of your dependents
eligible for Health Care Program coverage loses eligibility for Medicaid coverage or coverage
under a state Chil dr en 6 ®),ydeaadybuneligibfeslapendentc e Pr ogr &
may enroll in the Health Care Program if you request enrollment withitag® after the date of
termination of the Medicare or SCHIP coverage due to loss of eligibility. You do not have this
special enrollment right you lose Medicaid or SCHIP coverage due to failure to pay required
premiums for such coverage.

4. Gaining Eligibility for State Premium Assistance under Medicaid or SCHIP. If you and/or one
of your dependents eligible for Health Care Program Covdragemes eligible for a state
program under which Medicaid or a state Childrer
provide assistance to pay a portion of the cost of your premium for Health Care Program
Coverage, you and your eligible dependents maglleinrthe Health Care Program if you
request enrollment within 6@ays after the date you or your dependent becomes eligible for
such assistance. Please note that not all States have such a program.

Qualified Change in Status

In addition to the HIPAA spmal enrollment events described above, if you have a qualified change in
status during the year, you may be able to chgngeFlex Selecelections However, your benefit
change must be because of, and consistent with, your qualified change in@taliying change in
status changes include, but are not limited to:

Gain or loss of coverage (for employee or other family members);
Death of your spouse or saisex domestic partner or child;

Change in dependent eligibility;

Receipt of a Qualified Medad Child Support Order (QMCSO);

Relocation that affects the availability of your current health care options;
Change in employment status that affects eligibility;

Unpaid leave of absence (if it affects eligibility); or

To To Do Po Do o Do Do

Change in samsex domestic partneelationship.

You may be able to make one of the following benefit changes depending on the reason for your qualified
change in status:

A Enroll,ifyour current election is @ANo Coverageo,;

A Drop your current coverage; or

A Add or drop coverage for one or morpendents. (There are special rules for Flexible Spending
Accountsknown as Select Accounls pl ease see fiSel ect Accountso for

Your election change is effective the first day of the month following your qualified change in status.

There are two important exceptions to this rule. The first exception applies when you add a dependent
due to marriage, birth, adoption or placement for adoption. In this circumstance, the change is effective
as of the date the dependent was acquired. Tomdexception applies when the qualifying change in

status affects your dependent (s)od6 eligibility (di
empl oyeebs separatsen domensthic mmar threer s omesticmi nat i
partnership or a dependent childbds | oss of eligib
when your dependent | oses eligibility, the effect

of the month in which theuglified change in status occurred.



Important note: If you do not notify the El Paso Benefits Service Center withid&® of the

dependent 6s ineligibility event date, your inelig
to the last dayfahe month of the ineligibility event date, and you will not be refunded any premiums

paid for the ineligible dependent(s). El Paso reserves the right to recover any and all benefit payments

made for services received by the ineligible dependent. ti@ddCOBRA continuation coverage will

not be available for that ineligible dependent and your current contributions for the ineligible dependent

will continue until the earlier of annual enrollment or another qualified change in status.

In circumstancesther than a failure to timely notify the El Paso Benefits Service Center, your
contributions will be adjusted to reflect the change in coverage as soon as administratively possible. As a
general rule, if the El Paso Benefits Service Center receiveelgmiion change by the payroll

processing cubff date for that pay period, it will be processed that pay period; otherwise, it will be
processed the following pay period.

Qualified Medical Child Support Order (QMCSO)

In divorce and other domestic relatsoproceedings, certain orders may require health care coverage for

your child. This is known as a Qualified Medical Child Support Order (QMCSO) and it could affect the

election and cost of your benefits. For a court order to qualify under the Plah, th@® s pr ocedur es
be followed. As soon as you become aware of any court proceedings that involve or affect your health

care coverage, contact the El Paso Benefits Service Center at the following address and phone number for

a copy of the administragvpolicy and the Plan requirements.

El Paso Benefits Service Center
P. O. Box 971

Deerfield, IL 60015

Phone: 86&01-2359

If You Relocate

I f you move, itds possible that the medical and/ o
relocation isnot available in your new zip code. If that is the case, the El Paso Benefits Service Center

will mail you a move letter along with a Confirmation Statement notifying you of the change and showing

your postmove options.

For example, if you relocate frosnnetwork area to a zip code that is not in a network area, your medical
option will change to the corresponding-@ftarea deductible plan. If you relocate from anafuhrea

plan to a zip code in a network area, your medical option will change tofesponding network
deductible plan.

If you relocate and fall into an cuof-area plan, you can opt into the network plan withirdé&gs of your
move. Pl ease review the AOpting Into The BCBS Ne
information.

Working Spouse Surcharge

If your spouse or sarrgex domestic partner is employed and eligible for subsidized group medical
coverage through his or her employer, he or she can be enroffEkiSelecimedical benefits, but you

will have to pay a working spouse surcharge in addition to your regular medical premium. The amount of
the working spouse surcharge you will have to pay is $50 per pay paramttitionto the regular

premium you will pay for Eaployee and Spouse or Employee and Family coverage.

If You and Your Spouse or SameSex Domestic Partner Work at El Paso

If you and your spouse orsatree x domesti c partner work at EI Paso.
Onl yo cover ag e aybe chveredah leth ancemployee and andependent. One employee

may not be covered as a dependent of the other employee. Only one parent may cover eligible children as

10



dependents. The Working Spouse Surcharge does not apply to married El Paso empkayaesex

domestic partners both working at El Paso.

Cost of Coverage

Certain coverage requires an employee contribution. The contributions are made on either takefore
or aftertax basis, depending on the type of coverage. Once you enroll iS&lkect these contributions

are deducted from your paycheck seniinthly.

Before-Tax and After-Tax Payments

Following is a breakdown of whether the contributions you make towards the cost of benefits are on a

before or aftertax basis:

Cost of Coverage After-Tax

Medical X

Dental X

Vision X

Medical, dental and vision for samex domestic partner X
or child of samesex domestic partner

Long Term Disability (LTD) X

Supplemental Life Insurance X

Spouse Life Insurance X
Child Life Insurance X
Supplemental Accidental Deagh X
Dismemberment (AD&D)

Spouse Accidental DeatihDismemberment (AD&D) X

Child Accidental Deatl& Dismemberment (AD&D) X

Spouse Accidental Deat Dismemberment (AD&D) for X
a samesexdomestic partner

Flexible Spending Accounts (known as Select Accounts X

Hyatt Legal Plans, Inc. legal insurance X
John Hancock voluntary long term care insurance X

Hyatt Legal Plans, Inc. and John Hancock Long Term Care Insurance
Although EI Paso allows you tle®nvenience of purchasing Hyatt Legal Plans, Inc. legal services
benefits and John Hancock voluntary long term care insurance througtaaftentributions deducted
from your paycheck on a semmonthly basis, legal services benefits and long term careance are not

part of the EI Paso Corporation

Empl oyeesd Benef.

subject to ERISA. You have no rights under ERISA regarding legal and long term care insurance

coverage.

Imputed Income for SameSex DomestidPartners

Unless your samseex domestic partner and his or her child(ren) are your dependents under Internal
Revenue Code Sectid®b2, you will be taxed on the fair market value of the medical, dental, vision or
domestic partner AD&D coverage extended @ dlomestic partner and any child of the domestic partner
(reduced by your aftelx contributions toward the cost of coverage.) The excess is included in your
gross income, and federal tax withholding, FICA and FUTA taxes apply to the value of the eagerag

taxable fiwagesodo in order to

11
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Medical Opt-Out and PTO Exchange Credits

Regular fulltime and reducedchedule employees are eligible for-opt credits and PTO exchange

credits, and pattime schedul@mployees are not eligible for either @ptt credits or PTO exchange
credits. I f you choose fino coverageo under the m
medi cal pl an, youdll rece®iute C3@igesr. O0mont h i n A Me
If you have five or more years of service, you may exchange up to five of your Paid Time Off (PTO) days

for credits. For each PTO day you exchange, youbd
Prior year elections to exchange PTO days for PTO Exchange<3nditiinot carry forward. If you wish

to exchange PTO days for PTO Exchange Credits you will have to make this election each year during

annual enroliment.

You may use your credits to purchase-fave benefits (except pitax parking). Your leftover créd will
be paid to you in taxable cash in your paycheck.

Eligibility and Enrollment Claims and Appeals

The Benefits Committee, under the Plan, or its delegate has the authority to interpret Plan provisions and
render claim decisions based on the integti@i. Plan provisions include benefits payable under the

Plan to any participant or beneficiary and the rights of any participant or beneficiary under the Plan. Such
rights include the right to request Plan eligibility or enroliment as well as reguésirof eligibility and
enrollment claims that are denied.

Any person who believes that he or she is entitled to eligibility for or enroliment in the Plan has the right
to file a written claim with the Claims Administrator. The Claims Administrator fan Bligibility and
enrollment is the El Paso Benefits Service Center.

The written claim should be sent to:

El Paso Benefits Service Center

At tn: Benefits Committee of the EI Paso Corporat
P.O. Box 971

Deerfield, IL 60015

Submssion of a Claim for Plan or Benefit Eligibility or Enroliment

A claim for Plan eligibility or enrollment is considered filed when a written request is submitted to the

Claims Administrator. The Claims Administrator shall respond to a claim in writirteotronically.

An authorized representative may act on behalf of
he or she is entitled to eligibility for or enroliment in the Plan or a Plan benefit.

Notice of Denial

Any time a Plan eligibility oenrollment claim is wholly or partially denied, the Claimant will be given
written notice or electronic notice of such action withinda@s after the claim is filed, unless special
circumstances require an extension of time for processing. If therextearsion, the Claimant will be
notified of the extension and the reason for the extension within the iniddy3period. The extension
shall not exceed 4&ays after the claim is filed.

The denial notice will indicate the reason for the denial) the specific Plan provisions on which the

denial is based, iiian explanation of the claims appeal procedure including the time limits applicable to

the procedure and a statement of the CI| &02@ant ds r
and iv)a description of any additional material or information necessary to perfect the claim and an
explanation of why such material or information is necessary.

12



Appealing a Denied Claim for Plan Eligibility or Enroliment

Any Claimant who has haddaim for eligibility for or enrollment in the Plan or Plan benefit denied by

the Claims Administrator, or who is otherwise adversely affected by the action of the Claims

Administrator, shall have the right to request review by the Benefits CommittedBenkéits Committee

shall provide a full and fair review that takes into account all comments, documents, records and other
information submitted relating to the claim, without regarding to whether the information was previously
submitted or considered the initial determination. Such request may be in writing, and must be made
within180days after the Claimant is advised of the CI &

The Cl ai mantdés written request for review should

El Paso Benefits Service Center
At tn: Benefits Committee of the EI Paso Corporat
P.O. Box 971

Deerfield, IL 60015

If written request for review is not made within such-t8g period, the Claimant shall forfeit his or her
right to review. The Claimant shéddé provided, upon request and free of charge, reasonable access to,
and copies of, all documents records, and other information relevant to the claims for benefits. The
Claimant may submit written comments, documents, records and other informatiowgrielakie claim.

Review of Level 1 Appeal

The Benefits Committee shall then review the claim. The Benefits Committee may hold a hearing if it is
deemed necessary and shall issue a written decision reaffirming, modifying or setting aside the initial
detemination by the Claims Administrator within a reasonable time and not later thdayS@fter

receipt of the written request for review. The Benefits Committee may authorize one or more members of
the Benefits Committee to act on behalf of the full cottemito review and decide claims. There are two
levels of appeal for claims for eligibility for or enrollment in the Plan or a Plan benefit.

A copy of the decision will be furnished to the Claimant. The decision will set forth the specific reasons
for the decision and specific Plan provisions on which it is based, a statement that the Claimant is entitled
to receive, upon request and free of charge, reasonable access to, and copies of, all documents, records
and other information relevant to the claimgam explanation of Level 2 appeal procedures. The

Benefits Committee may authorize the Claims Administrator or one or more members of the Benefits
Committee to act on behalf of the full committee to review and decide claims on appeal.

Level 2 Appeal
Any Claimant may request a review of the Level 1 appeal denial. If the Claimant chooses a Level 2

review, he or she must submit the Level 2 appeal in writing withirdl8y s of t he Benef it (
notice of the Level 1 appeal denial, or else the Claim@htost the right to a Level 2 review. If the

Claimant does not request a Level 2 review on time, he or she will also lose the right to file suit in federal

court due to failure to exhaust his or her administrative appeal rights.

The CIl ai maappeél shouldde sent to: 2
El Paso Benefits Service Center
Att n: Benefits Committee of the EI Paso Corporat

P.O. Box 971
Deerfield, IL 60015

The written Level 2 appeal should include the reasons the Claimant feels the claldrsit have been
denied and any additional facts or documentation the Claimant feels supports the claim.
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Review of Level 2 Appeal
If the decision on the Level 2 review upholds the Level 1 appeal denial, the Benefits Committee shall

issue a written desion not later than 3@ays after receipt of the written request for review setting forth

all of the items included in the Level 1 appeal denial described above, as well as a statement of the
Claimant 6s right t o bb502a).grTheendfitt Commitlee may BukhorideAheSect i o
Claims Administrator or one or more members of the Benefits Committee to act on behalf of the full
committee to review and decide claims on appeal.
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Health Care Program

For purposes of this section, health care progratudes medical, prescription drug, mental health and
substance abuse and Employee Assistance Program, dental and vision plans, and the Choose Well
Program.

When Health Care Coverage Begins
Your health care coverage begins on the first day you meetilglgibquirements.

If you enroll eligible dependents, their coverage begins on the same day your coverage begins, or the date

you gain a new dependent (whichever is later), as long as you contact the El Paso Benefits Service Center
(through the Mercer Ovéew website or by phone) within 3lays of being hired or within Gfays from

a qualified change in status event. Otherwise, you cannot enroll them until the next annual enroliment

period or until you have another qualified change in status. Pleaserdfeo t he AEIl i gi bi |l ity
section of this SPD for more information regarding coverage for your dependents.

When Health Care Coverage Ends

Coverage for you and your dependents ends on the last day of the month in which the events listed below
occuy , unless otherwise noted. Coverage for an ind:
upon the date the Plan is terminated.

Employee
A You are no longer eligible for coverage (review Eligibility and Enroliment section for more
information);

™

You fail to make a required contribution for coverage;

™

You elect no coverage;

A Your coverage is terminated for cause, such as enrolling an ineligible dependent or failing to notify us
of a dependentés | oss of eligibility; or

A You terminate employment. If yare covered under a severance arrangement, you may be entitled
to continuation of your current coverage according to the terms of your severance arrangement.
Likewise, if you terminate at age 65 or later, or you are eligible for early retirement (ydoiarm
with at least 1§ears of service after you are at least age 55), your current coverage will continue for
three months at no cost to you. If both of the foregoing applies, you will be entitled to coverage only
under the severance arrangement. fyot er mi nat e at age 65 or | ater,
retirement, you may be eligible to enroll in the El Paso Corporation Retiree Benefits Plan. Refer to
the summary plan description for that plan for more information (contact the El Paso Bsemiite
Center for a copy of that summary plan description).

Spouse or Sam&sex Domestic Partner
A Your coverage ends for reasons other than death;

A The marriage is legally dissolved:;
A Your spouse or sarrgex domestic partner is no longer enrolled for coverag
A

I n the event you ddex domestsipm umpeaerbtsn errd s aaner r ent
three months, at no cost, following the date of your death. After thisiiwath period, your spouse

or samesex domestic partner may elect COBB@verage, or your spouse (not sase® domestic

partner) may elect coverage under the El Paso Corporation Retiree Benefits Plan.

Samesex domestic partners are not eligible dependents under the El Paso Corporation Retiree
Benefits Plan.
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Child
A Your coverge ends for reasons other than death;

A Your child is no longer enrolled for coverage;

A Your child is no longer an eligible dependent (Review the Eligibility and Enroliment section for more
information); or

A In the event you die, your eligible dependertt i | dr ends current coverage Wi
months, at no cost, following the date of your death. After this-ineeh period, your eligible
dependent children may elect COBRA coverage or coverage under the El Paso Corporation Retiree
Benefits Fan.

Hospitalization or Death
If a covered person is hospitalized the day coverage ends or is reduced, full benefits for the hospitalized
patient will continue until he or she is released.

Coverage for an indivi dua Hdeatiworlpon tlkeldaeadhe®lands upon t he
terminated.

Qualified Change in Status

I f you elect to drop coverage voluntarily due to
Change in Statuso secti on und etfythe ElIlPasgBebefitd i t y and
Service Center within 6@ays of the event date, the effective date of loss of coverage is the last day of the
month in which the qualified change in status occurred.

Your contributions will be adjusted to reflect the changeowecage as soon as administratively possible.
As a general rule, if the El Paso Benefits Service Center receives your election change by the payroll
processing cubff date for that pay period, it will be processed that pay period; otherwise, it will be
processed the following pay period.

If coverage for you or your dependents ends, you can generally continue coverage through COBRA for a
specified period of ti me. See the ACOBRAO sectio

Important note: If you do not notify the El PasodBefits Service Center within @ays of the

dependent 6s ineligibility event date, your inelig
to the last day of the month of the ineligibility event date, and you will not be refunded any premiums

paid for the ineligible dependent(s). El Paso reserves the right to recover any and all benefit payments

made for services received by the ineligible dependent. In addition, COBRA continuation coverage will

not be available for that ineligible dependantl your current contributions for the ineligible dependent

will continue until the earlier of annual enrollment or another qualified change in status.

Coverage Categories

Deciding whom you want to cover is an important decision and affects what yodit bboifes will

cost. You can make separate coverage category elections under the medical, dental, and vision programs.
There are four Acoverage categoriesd to choose frr

A Employee Only
Employee + Spouse
Employee + Child(ren)
Employee + Family

o o Do Do

When eleting Employee + Child(ren) or Employee + Family, all eligible children will be covered.
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Medical Program

Medical Options

Each individual has different health care needs. El Paso offers a variety of medical options so you can
select the one which best me#te needs of you and your family. Following are the medical options
available:

A EPChoice Plan with Health Savings Account (HSA) (formerly the High Deductible Medical Option
with HSA)

A $1,800 Deductiblé Employee Only Coverage

A $2,500 Deductiblé Family Coverageé Employee + Spouse, Employee + Children and Employee +
Family

A EPStandard Plan (formerly the $700 Deductible Option)
A No Coverage

The claims administrator of the EPStandard Plan and the EPChoice Plan is BlueCross BlueShield of
Texas ( n B Gul8edin either aviework option or an eaftarea option depending on the zip
code where you live. If you live in an area that is served by the BCBS network, called the BCBS
Network, your medical option will be a network option. If you live outsidesetrvice area of the BCBS
network, you will be in an owdf-area option.

No Coverage (Medical OptOut Credits)

I f you el ect ANo Cov er angnthMedicgl OpOutWieditito speedomedthere a
pretax benefits (except pttax parking)or receive as taxable cash in your paycheck. If both you and

your spouse or sarrgex domestic partner work Bt Paso, neither of you will be eligible for the Medical
Opt-Out Credits.

If You Relocate Into or Out of a Network Service Area

If you move,your medical plan will change only if your current option is not available in your new
location. If you are in a network option and a network is not available in your new location, you will be
enrolled in the corresponding eof-area plan in the new lottan. If you are currently in an ouff-area

plan and you move where a network plan is available, you will be enrolled in the corresponding network
plan.

For example, if you live in Houston, Texas, and are enrolled in the EPStandard Plan BCBS Network
option and you move to an area outside the BCBS Network area, you will be enrolled in the EPStandard

BCBSOutof Area option. Pl ease review the AOpting

information if you are in an owdf-area plan and you are @dering opting into the network.

Opting Into The BCBS Network
Employees who do not live in a BCBS Network area will be allowed to opt into this network during
initial enrollment, annual enroliment, or within @&ys of your relocation.

However, if this newvork does not appear on the Mercer OneView website or on your Personalized
Enrollment Worksheet as a medical option in your enrollment, it is because there are not a sufficient
number of network providers to support the area. Before deciding to ofhiénBCBS Network, you
shoul d vi si t wBMBSHE®mM/elpaduisfind peoviders and where they are located so
that you can determine whether you are willing to travel the distance necessary to use their services.
Once you enroll in the netwodption you cannot change your election until the next annual enrollment
period even if your doctor drops out of the network.
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If, after careful consideration, you decide you want to opt into this network option, you must call the El
Paso Benefits Servicee@ter and request this election by speaking to a Participant Services
Representative. You cannot make this election online.

Network Medical Options
Highlights
If you live in an area that is served by the BCBS Network, your medical option will be a neptiank

In-Network Care

With a network option, you have a choniectewoerakcoh t i m
providers or you may ¢ ho@fsne ttwo rrkedc eirwev i ydoeurs .c a rTeh e
have a network of physicians, hospitals, and othethheate providers who provide services at

negotiated rates to members who utilize the network. When you receive care from a network provider,
youol l receive the highest | evel of benefits avai
payment.lt is your responsibility to ensure that you receive all services, either directly or indirectly,

from a network provider in order to receive the network level of benefits. This includes services during

an inpatient or outpatient hospital stay.

Out-Of-Network Care

If you are in a network medical option and you use a doctor, laboratory, hospital, or other provider that is
not part of the network, you will receive a | ower
the cainsurance (the percentgf the expenses that the plan pays) will be lower, and preventive care

will not be covered at all. For hospitalizations, use ofaftrietwork hospitals will require pre

certification. Expenses are also subject to reasonable and customary limits.

Out-Of-Network Specialists and Providers

If you are in a network plan and require the care of a specialist and a network specialist is not available in
your network area (as determined by the claims administrator), exceptions may be made which would
allow the ®rvices of oubf-network specialists to be covered at a higher rate than thef-aetwork

coverage levelYou must contact your claims administrator and request and be approved for this

exception prior to the start of any services.If you are not apmved for this exception in advance of

services, then the services of -@finetwork providers will be covered at the -@ftnetwork level. If you

are approved for this exception, then the medically necessary services ofdfimetrtork providers

will be covered at 80% of reasonable and customary expenses after the deductible. In addition to co

i nsurance, you are responsible for any difference
actual charges.

If you are in a network plan and use a sp&ti@.g., physician, anesthesiologist, radiologist or
pathologist) who is not in your network but this service resulted from your office visit to a network
physician, admission to a network hospital or treatment at a network outpatient facility, thdiplan
cover the medically necessary expenses of thefenétwork providers at the network level of coverage,
after the deductible.

Accessto Network Providers
You can locate network medical providers through the following methods:

A Online through Mercer GnV i e w. You can access the site fro
www.MercerOneView.com/E1Paso After |l ogging in, select AMy H
AProvider Lookup. o

A Call BCBS of Texas at-800-810-2583 or visit their websitenfvw.bcbstxcom/elpasojo find if a
doctor, hospital or other health care provider is in the BCBS network.
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A Request a provider listing by calling the El Paso Benefits Service Cent866t301-2359 Monday
through Friday between 8:30 a.m. and 5:00 p.m. Central mthes@eaking to a Participant Services
Representative.

While an online provider directory is a convenient tool, changes can occur which may not be immediately
reflected on the directory of providers. Therefore, to be sure your doctor or facility is amudérmbe
particular network, you should call the provider directly to verify that they are still part of the network.

19



EPStandard Plan Network Option Coverage Chart
(formerly the $700 Deductible Option)
For employees who live in a BCBS Network area.

Plan Provisions In Network Out of Network
Deductible
- Individual $700 $1,400
- Family* $1,400 $2,800
Co-insurance After deductible, After deductible,
- Plan pays 80% 60% of R&C
Out-of-pocket maximum
- Maximum per person $2,500 $5,000
- Maximum per family* $5,000 $10,000

Lifetime maximum

Unlimited per person

$25,000 on infertility treatments.

Emergency room

100% after $100 copay if a
qualifying emergency; if not a
qualifying emergency, after
deductible, 80%.

100% after $100 copdfa
qualifying emergency; if not a
qgualifying emergency, after
deductible, 60% of R&C

Hospital Expenses
(Inpatient and Outpatient)

After deductible, 80%

Precertified: After deductible, 609
of R&C

Not Precertified: After deductible,
50% of R&C

Diagnostic Xray & Laboratory
services

After deductible, 80%

After deductible, 60% of R&C

Primary Care Physician office visit
(internal medicine, pediatrics, fami
practice, ob/gyn)

100% after $20 copay

After deductible, 80% of R&C

Specialist Physiciaoffice visit

100% after $40 copay

After deductible,
60% of R&C

Preventive care (age and gender
appropriate)

Before deductible, 100%

Not covered

Chiropractic

100% after $40 copay up to a
maximum of 35 visits per year

After deductible, 60% of R&C up t
amaximum of 35 visits per year

*  The family deductibles/outf-pocket maximum for the EPStand&thn will be considered met if two or more
covered family members meet the family deductible and the familgfapbcket maximum. No one covered
family member will contribute more than the $700 individual deductible toward the family deductible or the
$5,000 owtof-pocket maximum. Family coverage includes: Employee + Family, Employee + Children and
Employee + Spouse.

R&C means the expense is subject to Reasoallastomary limits.
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EPChoice Plan Network Option Coverage Chart
(formerly the High Dedudble Option with HSA)
For employees who live in a BCBS Network area

Plan Provisions In Network Out of Network
Deductible
- Individual (Employees Only coverage) $1,800 $3,600
- Family Coverage * $2,500 $5,000
Co-insurance
- Plan pays After deductible 80% After deductible, 60% of R&
Health Savings Account (if eligible) $1,000 Company contribution
Out-of-pocket maximum
- Maximum per person $4,000 $8,000
- Maximum per family* $6,000 $12,000
Lifetime maximum Unlimited per person

$25,000 maximum oimfertility treatments

Emergency room

After deductible, 80%

After deductible, 80% of R&
if a qualifying emergency; if
not a qualifying emergency,
after deductible 60% of R&C

Hospital Expenses
(Inpatient and Outpatient)

After deductible, 80%

Precertified: After deductible
60% of R&C

Not precertified: After
deductible, 50% of R&C

Diagnostic xray & Laboratory services

After deductible, 80%

After deductible, 60% of R&

Primary Care Physician office visit (internal
medicine, pediatric§amily practice, ob/gyn)

After deductible, 80%

After deductible, 60% of R&

Specialist Physician office visit

After deductible, 80%

After deductible, 60% of R&

Preventive care (age and gender appropriate

Before deductible, 100%

Not covered

Chiropractic

After deductible, 80% up to a
maximum of 35 visits per yea

After deductible, 60% of R&
up to a maximum of 35 visits
per year

*

R&C means the expense is subject to Reasodaklestomay limits.
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The family deductibles/owutf-pocket maximum for the EPChoice Plan will be considered met when the
employee andfohis or her dependernitscollectively or individuallyi incur these amounts in covered healthcare
expenses. Family coverage includes: Employee + Family, Employee + Children and Employee + Spouse.



Out-of-Area Options
If you live in an area that is not served by the BCBS Network, you will be in aof-aunea medical plan.

The outof-area options allow you to receive care from the doctor, specialist, or hospital of your choice
without affeding the level of benefit coverage you receive. All services, except for preventive care, are
subject to the deductible. After the deductible is met, the plan will pay 80% of remaining charges, subject
to reasonable and customary limits (60% for hodpé#tibns that are not pieertified). For preventive

care, the plan will pay 100% of reasonable and customary charges, and the deductible does not apply.

If you live in an area not covered by the BCBS Network because there are not sufficient network
providers available, you can opt into the network during open enroliment or witkliay8f your

relocation by contacting the El Paso Benefits Service Center and making this election. Once you enroll in
the network option you cannot change your electiori th&inext open enrollment period or unless you
have a qualified change in status. Pl ease revi
SPD for more information.
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EPStandard Plan OutOf-Area Option Coverage Chart
(formerly the $700 Deductibl®ut-of-Area)
For employees who do not live in a BCBS Network area

Plan Provisions EPStandard Plan OutOf-Area Option

Annual Deductible

- Individual $700

- Family $1,400

Co-insurance

- Plan pays After deductible, 80% of R&C

Annual Out-of-Pocket maximums

- Maximum per person $2,500

- Maximum per family* $5,000

Lifetime maximum Unlimited per person
$25,000 on infertility treatments

Emergency room After deductible, 80% of R&C

Hospital expenses Precertified: After deductible, 80% B&C
Not precertified: After deductible, 60% of R&C

Diagnostic Xray & Laboratory services After deductible, 80% of R&C

Primary Care Physician office visit (includes internal After deductible, 80% of R&C

medicine, pediatrics, family practice, general practic

ob/gyn)

Specialist Physician office visit After deductible, 80% of R&C

Preventive care (age and gender appropriate) Before deductible, 100% of R&C

Chiropractic After deductible, 80% of R&C up to a maximum of 3
Visits per year

*  The famly deductibles/oubf-pocket maximum for the EPStandard Plan will be considered met if two or more
covered family members meet the family deductible and the familgfgpbcket maximum. No one covered
family member will contribute more than the $700 indual deductible toward the family deductible or the
$5,000 ouof-pocket maximum. Family coverage includes: Employee + Family, Employee + Children and
Employee + Spouse.

R&C means the expense is subject to Reasotgallastomary limits.
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EPChoice Plan Out-Of-Area Option Coverage Chart
(formerly the High Deductible Option with HSA)
For employees who do not live in a BCBS Network area

Plan Provisions EPChoice Plan OutOf-Area Option
Annual Deductible
- Individual (Employee Only coverage) $1,800
- Family Coverage* $2,500
Co-insurance
- Plan pays After deductible, 80% of R&C
Health Savings Account $1,000 Company contribution
Annual Outof-Pocket maximums
- Maximum per person $4,000
- Maximum per family* $6,000
Lifetime maximum Unlimited per person;
$25,000 on infertility treatments
Emergency room After deductible, 80% of R&C
Hospital expenses Precertified: After deductible, 80% of R&C
(Inpatient and Outpatient) Not precertified: After deductible, 60% of R&C
DiagnosticX-ray & Laboratory services After deductible, 80% of R&C
Primary Care Physician office visit (includes internal After deductible, 80% of R&C
medicine, pediatrics, family practice, general practic
ob/gyn)
Specialist Physician office visit After deductilbe, 80% of R&C
Preventive care (age and gender appropriate) Before deductible, 100% of R&C
Chiropractic After deductible, 80% of R&C up to a maximum of 3
visits per year

*  The family deductibles/owtf-pocket maximum for the EPChoi€dan will be considered met when the
employee and/or his or her dependéntsllectively or individuallyi incur these amounts in covered
healthcare expenses. Family coverage includes: Employee + Family, Employee + Children and Employee +
Spouse.

R&C means the expense is subject to Reasor&allastomary limits.
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Annual Deductible
The annual deductible is the amount each calendar year you are responsible for paying before the plan
will pay benefits on services that are subject to the deductible.

For the EPStandard Plan network option, the individual deductible applies to each covered person each
calendar year. The family deductible will be considered met when two or more covered family members
meet the family deductible.

For the EPStandard Plan netwaption, the annual deductible applies to all services (including mental
health/substance abuse) except doctor office visits, preventive care and emergency room care.
Copayments and prescription druginsurances do not count toward your annual dedectib

The deductible for employee only coverage under the EPChoice Plan is $1,800. The deductible for the
family categories under the EPChoice Plan, to include employee + spouse, employee + children, and
employee + family coverage, is $2,500.

Under the EPGtice Plan, the family deductible will be considered met when the employee and/or his or
her dependent collectively or individuallyd incur the family deductible amount in covered
healthcare expenses.

In the EPChoice network option, the annual deductipfdies taall services (including mental
health/substance abuse and prescription drugs) except preventive care.

Annual Out-of-Pocket Maximum

In order to protect you against very large medical bills, there is aof-guaicket maximum that limits the
amourt you pay in covered medical expenses during the calendar year. Once you reach the aafiual out
pocket maximum, the Plan will cover your eligible expenses at 100% for the remainder of the Plan year.

For the EPStandard Plan, the-of{pocket maximum fothe family will be considered met when two or
more family members meet the family aftpocket maximum either individually or collectively. At
such time, the Plan will begin paying 100% of covered expenses for all eligible family members.

Under the EPCHoe Plan, the family oubf-pocket maximum will be considered met when the employee
and /or his or her dependetscollectively or individuallyd incur the family maximum amount.

Your deductible and emsurance count toward meeting the-ofspocket maxinum. The following
charges do not count toward the-otHpocket maximum:

Charges that exceed reasonable and customary limits;

Penalty for not following precertification guidelines;

Charges that exceed plan limits or charges that are not covered bgrihe Pl
Inpatient hospital copayments;

Prescription Drug cinsurance; and

Copayments

Copayment

A copayment is a flatlollar amount you pay before the Plan begins paying benefits for services you
receive from network providers on services subject to copayméntee EPStandard Plan network

option, there is a $20 copay for primary care physician office visits, a $40 copay for specialist physician
office visits and a $100 copay for emergency room care. The EPChoice Plan network option does not
have copays.

Too oo Too Too Too Too

Co-insurance

Co-insurance is the percentage of expenses the plan pays after the deductible is met, on services that are
subject to cansurance. For example, on services subject{iosarance, the cmsurance is 80% for in

network services. This meatigat you pay 20% of the remaining charges.
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In the EPStandard Plan network option, thensurance applies to all services (including mental
health/substance abuse) except doctor office visits, preventive care (when the preventive care is given by
networkproviders), and emergency room care. In the EPChoice Plan network optionjrikarence

applies to all services (including mental health/substance abuse and prescription drugs) except preventive
care.

Preventive Care

Preventive care is available un@dirplans and must be age and gender appropriate. Preventive services
include annual physicals; well woman, man and baby exams; and immunizations. You should check with
your claims administrator for information on specific services covered under tlenfive provision of

your health plan.

If you are enrolled in a network option, you must receive all preventive care from network providers.
Preventive care is paid at 100% before the deductible is met under both plans. Preventive care provided
by outof-network providers will not be covered.

Emergency Care

If you need emergency treatment, you should go to the nearest emergency facility. However, you must
contact the Claims Administrator (BCBS of Texas) at-BR0-2227 within 48 hours of emergency

treatnent, if you are admitted to an eat-network facility. Keep in mind that the emergency room

should be used only for true emergencies. An emergency is defined as a serious medical condition or
symptom resulting from injury, sickness or mental illnessutastance abuse which arises suddenly and,

in the judgment of a reasonable person, requires immediate care and treatment, generally received within
24 hours of onset, to avoid jeopardy to life or health. If you become ill or injured and the condi§on doe
not require immediate hospital attention, your first step should be to call your doctor.

Choose Well Program
Choose Well Participant

Choose Well is EI Pasods wellness program- I f vyo
the Choose Welhealth risk assessment (wellness profile) and health screeywogwill be defined for
purposes of this SPD as a fiChoose Well Participan

Choose Well Participants that take part in various Chooskastelities.

If you completed both the wellness profile and health screening in 2009 (or you are hired in 2009 and you
completed both criteria during a makeup session in 2010) you will be considered a 2010 Choose Well
Participant. For 2011, if you compdel both the wellness profile and health screening by March 31,

2011, you are considered a 2011 Choose Well Participant.

Wellness Dollars

As a Choose Well Participant you will be able to participate in El-BaBped Choose Well activities

and incentiveshat will reward you with Wellness Dollars if you complete those activities or events

successfully. Wellness Dollars will be credited to your Health Reimbursement Arrangement (HRA) or
deposited into your Health Savings Account (HSA) as soon as administratl y possi bl e and ¢
sole discretion NOTE: If you elected the EPChoice Plan for 2011, but participated in the $700

deductible option last year and had an HRA balance as of Dec&thb2010, your HRA will convert to

a limited purpose HRA (LHR per IRS guidance. Your LHRA can be used for eligible vision and dental
expenses only.

IMPORTANT: In order to receive your earned Wellness Dollars you will have to be an active employee
as of Januarg® of the payout year, and an active employee on the date that the monies are credited to
your HRA or deposited into your HSA, which will be as soon as administratively possible.
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Wellness Dollar Credits and Deposits

If you enroll in the EPChoice Plan, WelbgeDollars will be deposited to your Health Savings
Account (HSA). If you enroll in the EPStandard Plan or if you opt out of medical coverage wit
Paso, Wellness Dollars will be credited to your Health Reimbursement Arrangement (HRA).
Wellness Dollarsre deposited or credited as soon as administratively possible. You will not b
taxed on the contributions made to your HRA or HSA or on reimbursements you receive from
HRA or HSA. Read more about HRAs or HSAs in this SPD.

Important note: Ifyoupa t i ci pate in EI Pasobs Well nessPaa g
will deposit your earned Wellness Dollars into your HSA as soon as administratively possible. Howeve
need to open an HSA with Mellon Bank before El Paso can make atrjbetions to your HSA. Please read
more about HSA eligibility and requirements in section below

If you were 82010 Choose Well Participantyou are eligible for an additional $600 in financial

incentives that will be awarded in 2011, assooadsmi ni stratively possible

discretion:

201062011 Wellness Campaign

ACTION TAKEN during 2010 PAID OUT in 2011

Participate in and successfully complete the Healthy Weight | $270

Initiative

Complete computer based training modulesiealth (CBT) $90 each CBT; $180 maximum
Participate in lifestyle coaching opportunity $50

Participate in community/organized events $50 per event; $100 maximum
TOTAL INCENTIVE POTENTIAL $600

If you are a2011 Choose Well Participantyou are eligibldor an additional $600 in financial

ncentives t hat wi || be awarded in 2012, as

discretion:

20112012 Wellness Campaign

ACTION TAKEN in 2011 PAID OUT in 2012

Undertake wellness profile and headttreening $100

Score 75 or better or improve your 2011 score by 5 points $175
(when comparing your 2011 wellness profile results to your 2

results)
Test negative for nicotine use in your health screening $150
Score a Body Mass Index (BMI) of < 2705 a onepoint $125

improvement (when comparing your 2011 BMI results to your
2009 results)

Complete computer based training modules on health (CBT) | $25 each CBT; $50 maximum

TOTAL INCENTIVE POTENTIAL $600
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Wellness Dollars and HSA Contribution Maximums

IRS guidelines limit contributions to an HSA. You should take into consideration the employer
contribution of $1,000 plus your Wellness Dollars if you are going to contribute ortaxgdnasis to your
HSA. (See chart below)

2011 Health Savings Account Contribution Maximums

IRS Maximum (employee only) $3,050
IRS Maximum (when covering dependents) $6,150
Not e: I ndi viduals age 55 and older can make additional

Note: If you enroll in th&PChoice Plan, but do not participate in Choose Welly@e.are not a Choose
Well Patrticipant), El Paso will not deposit Wellness Dollars into your HSA. You must participate in
Choose Well in order to receive Wellness Dollars. However, El Pasoilviflegtosit the $1,000 annual
company contribution once you open your HSA with Mellon Bank.

If it is unreasonably difficult due to a medical condition for you to achieve the standards for Wellness Dollars under
Choose Well, or if it is medically inadvisaldor you to attempt to achieve the standards for the Wellness Dollars
under Choose Well, cathyhealthlQ Customer Care at Healthways ai866-449-9705and they will work with you

to develop another way to qualify for the reward.

Health Savings Account (F6A)d EPChoice Plan

Highlights

I f you are covered under the EPChoice Plan and yo
contribution to a Health Savings Account (HSA) on your behalf. An HSA is a separate special bank

account you use to pay foertain health care expenses not covered by the EPChoice Plan or any other
health care plan, that are incurred after your HS
section below). This summary provides you with some basic information aBd# &d how they

operate.Pl ease Not e: afbagememtdor makihg cdntalbatoords $0 the HSAs of eligible

employees nor the HSAs themselves are ERISA welfare benefit plans under the Employee Retirement

Income Security Act of 1974 (ERISA).

General Information about HSAs

An HSA is a special type of personal account that an individual must establish with a qualified trustee.

An HSA all ows deligible individual so (described b
expensesonatdree basi s. HSA contributions can be made b
employee, or both. Under federal law, employer contributions are nontaxable and contributions made by

an eligible empl oy-thel iwvnidd tgauxa taitketdpaxoiohrannish(buopy e
contribution allowed under federal law). Please note, individual income tax treatment may vary from

state to state. HSA account balances are nonforfeitable and automatically carry forward from year to year

for future health care egpses. Earnings on HSA account balances are generally not taxed while held in

the HSA, which means the accounts grow on dre basis. In addition, you are responsible for

reporting contributions made to your HSA and for reporting distributions foamblSA. To learn more

about HSAs, see the IRS webgitg://www.irs.gov/pub/irgpdf/p969.pdif Pu bl i cati on #96 9, i
Savings Accounts and Other Fexavor ed Heal t h Pl ans. 0)

HSA Eligibility Requirements
To be an deligi bl e iHBA iyoumasuneétthe fallondng rgquieeingnts:y f or an

A Be covered under a qualifying high deductible health plan. The EPChoice Plan is a qualifying plan.
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A Have no other health coverage except certain types of permitted insurance or permitted coverage,
such as apecific disease or illness insurance policy. (For more information about these and other
types of coverages, go ltp://www.irs.gov/pub/irpdf/p969.pdf( Pu bl i cati on #969, nH
Savings Accountsral Other Ta-avor ed Heal th Pl ansod) .

A Not be enrolled in Medicare or TriCare.
A Not be claimed as a dependent on someone el sebs

I f you meet these requirements, you awuwulfymgn Ael i gi
coverage,proded your spousebs plan does not cover you.

Establishing Your HSA

For administrative convenience, El Paso has chosen to make HSA contributions for employees enrolled in
the EPChoicélan by direct deposit to HSAs established at Mellon Bank only. Mellon Bank is an
authorized HSA trustee. You will be provided with the forms necessary to establish an HSA at Mellon
Bank or you can enroll online atwvw.hsamember.comMellon Bank will povide you with a welcome

kit that describes the bank account and includes a list of applicable bank fees. You will be responsible for
managing your HSA, including choosing how your HSA funds are invested (if applicable) and following
the rules that Mello Bankd and the IRS) impose.

After you complete the account application to Mellon Bank and Mellon Bank notifies El Paso that your

account is open, El Paso will then make the $1,000 company contribution as soon as administratively

possible (normally on thnext applicable pay period end date). Your persondgbhgreontributions to

your HSA, if any, will also normally begin at the same time that El Paso makes its annual contribution.

Please note, you must be an eligible active employee on the dateEBdRas cont r i buti on wi | |

to your account. |l f you terminate employment pri
to your HSA.
According to current I RS guidance, an HSA is fest

Once your HSA is established, you can start using your HSA dollars to pay for health care expenses that
are incurred after the HSA is established and that are not covered by the EPChoice Plan or any other
heath care plan.

Example: If you became eligiblerfan HSA on Januarly, 2010, but your HSA company or personal
contributions are not deposited into your HSA until Jan@4ry2010, then according to current IRS

gui dance, your HSA i s 38lp2010,/aedstherefore, ordy lelgidtedical nt i | Jan
expenses incurred on or after Januzky2010 can be reimbursed fage through your HSA.
HSA Contributions

HSA contributions may be made by an HSA account holder or (on his or her behalf) by any other person,
including an employer or family mdyar. El Paso is making it possible for contributions to be made to

your HSA in the following ways: (1) by El Paso as a result of your election to become covered under the
EPChoice Plan; (2) by you, in the form of ytee contributions; and (3) by El Paso the form of

Wel l ness Dollars, as a result of your participati
options are briefly described elsewhere in this SPD.

El Paso will deposit $1,000 into your HSA as soon as administratively possibleaaffiemation from

Mellon Bank that your account is open. The El Paso contribution is only available to employees who are

in an active pay status on the date the company contribution is to be made to your HSA. You must be
enrolled in the EPChoice Play Becembedst of any Plan year, and your account must be open (as per
Mellon Bank) by Decembe&8 1 st of any Pl an year to receive that

You can also make pttex contributions to your HSA through payroll deductions.lokg as you are
covered by the EPChoice Plan, you can start, stop or change your contribution to your HSA at any time
during the calendar year by contacting the El Paso Benefits Service Center. The amount of your HSA
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pretax election does not automatigatarry over to future years. You must make the election each year
during annual enroliment for the following calendar year. In 2011, you can contribute up to $3,050 for
single coverage ($6, 150 for f ami | ngakecao additioralg e ) . | f
Acatpegd contribution of wup to $a&xpadOO0 i nto your HSA

Important note: IRS guidelines limit contributions to an HSA. You should take into consideration the
employer contribution of $1,000 plus your earnedIMéss Dollars if you are going to contribute on a
pretax basis to your HSA. (See chart below)

2011 Health Savings Account Contribution Maximums

IRS Maximum (employee only) $3,050

IRS Maximum (when covering dependents) $6,150
Note: Individualsagé 5 and ol der can make additional ficatch upo c¢
Example: Rachel chooses to enroll in the EPChoice Plan and is covering her spouse. She

participated in Choose Well, so El Paso deposits the annual company cumtrifut

$1,000 into her HSA, plus an additional $250 in Wellness Dollars. The maximum
allowed for an employee covering dependents for 2011 (per the IRS) is $6,150. Rachel
should only contribute a maximum of $4,900 to her 2011 HSA ($6,150 minus the $1,000
and the $250 Wellness Dollars = $4,900).

If you enroll in the EPChoice Plan, you are NOT eligible to participate in the Health Care Flexible
Spending Account (known as Health Care Select Account). However, if you are required to have
coverage elsewherfar example TriCare through your spouse, you may be eligible to have the Company
contribution and Wellness Dollars contributed to an HRA if you sign a waiver. For more information,
please call the El Paso Benefits Service Center.

Full Contribution Rule

There is a special rule that allows individuals who are té¢8dible on Decembet t o make a f ul |
contribution (as if the EPChoice Plan had been in
contribution r uloaardcoveredcunderithe ERChoice Plath en, DedetBhergu are

eligible to contribute up to the IRS limit (the statutory maximum for 2011 is $3,050 faordeglf

coverage and $6,150 for family coverage, plus a full annual-cgtcontribution, if applidale). In order

to take advantage of this rule, your HSA must be established (as discussed above) on or before

DecembeB1 and any expenses that you incur before the HSA is established cannot be reimbursed on a
tax-free basis by the HSA. You should alsodware that contributions made in reliance on this rule will

result in adverse tax consequences for individuals who fail to remaireHSA gi bl e t hr oughout
month testing period. o Pl ease consul tyouwHSAh a t ax
contributions and/or distributions.

The 13Month Testing Period

Individuals who make HSA contributions in reliance on the full contribution rule described above MUST
remain eligible for the HSA throughout a-&r®nth testing period, which is genkyaneasured from
Decembed of the year for which HSA contributions are being made (yetrd)yigh Decembesl of the
following year to avoid adverse tax consequences.

Example: Bob is hired by El Paso on Novembgr2010. Bob is 3gears old and selexthe EPChoice
Plan (employee only coverage). He then establishes his HSA, and it is effective before
Decembed, 2010. El Paso deposits its contribution ($1,000) in DeceantzteBob elects to make a pre
tax contribution in the amount of $1,900, divid@mongst the remaining payroll periods of 2010. Bob
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remains in the EPChoice Plan for all of 2011. In this scenario, Bob has no adverse tax consequences
associated with the 2010 HSA contribution because he remained in the EPChoice Plan for all Bf 2011.
however, Bob were to change from the EPChoice Plan to the EPStandard Plamfr20dty because he

added a new dependent , Bob will have to include a
Pasods) in his i ncom6% memiyoathasamouptay an additi onal

Please consult with a tax advisor if you have any questions regarding your HSA contributions and/or
distributions.

If You are Hired After December 1

If you are hired and become covered under the EPCRtacebetween Decemb2nd and

DecembeB1lst, you CAN be covered under the EPChoice Plan option, but you CANNOT receive an
HSA contribution from El Paso for that year and you cannot make persoftakpgrentributions to the
HSA for that year either.

HSA Distributions

Distributions from your HSA will be takree if they are for expenses incurred for you or your tax
dependent sé6 medical car e as d281{d) onthedmedical cdrerotyeur n a | R
legal spouse or tax dependentgnlike benefit payments under the EPChoice Plan, HSA distributions for

the qualified medical expenses of children under 27 are ndtgéaxunless your child is a tax dependent. In

addition, unless your sarsex domestic partner and his or her children are ytexrdependents under

Internal Revenue Code SectibB2, distributions from the HSA for their medical expenses cannot be made on

a taxfree basis.)HSA distributions to pay insurance premiums will not beftag unless they are used,

for example, for CORA coverage, qualified lontgrm care insurance, health insurance maintained while

you are receiving unemployment compensation under federal or state law or health insurance for an

individual age 65 or over (other than a Medicare supplemental policyla ¢mnplete list of eligible

health care expenses, see the IRS webgie/www.irs.gov/pub/irgpdf/p502.pdf(Publication #502,

iMedi cal and DReleade acte, ekprnpes for gualdiedl Inedical care must be incurred after

your HSA is establigd in order to be reimbursableonatax ee basi s. I n this instan
that the account must be open and funded (with contributions from El Paso or with yax pre

contributions).

Distributions from your HSA will not be taftee if the funds are withdrawn for nemealth care related
reasons or to pay for medical expenses of persons who are not your tax dependents. Such distributions
must be included in your taxable income and generally will be subject to an additional 20% excise tax.
The excise tax will not apply to certain distributions made after death, disability or attainment of age 65.

Please consult with a tax advisor if you have any questions regarding your HSA contributions and/or
distributions.

HSA Investments

The money in yor HSA earns tafree interest and your funds may be eligible for investments. Any

money left in your HSA at the end of the year rolls over into the next year and remains in your account

(no fiuse it or |l ose itodo r uHSAunliyduhvithdraw thdrs. Aflyau The d
leave El Paso, the HSA stays with you.

Health Reimbursement Arrangement (HRA)

Highlights

Effective January , 2008, E I Paso amended the Pl an, in conj
Choose Well, and establishadHealth Reimbursement Arrangement program (HRA). The HRA

provides for reimbursement, through an account, of eligible health care expenses incurred by eligible
employees and their dependents, if the expenses are not otherwise covered under the Rlan and no
reimbursed by another source. Participants in an HRA are not taxed on the value of the account or on
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reimbursements received from the account. Unlike unused amounts in the Health Care Select Account,
unused HRA amounts can be carried over from yegedo until they are spent down.

Regular fulttime, regular reducedschedule, and patime employees are eligible for an HRA. The
claims administrator is PayFlex Systems USA, l nc.
Wellness Dollars, seete A Choose Wel | Program. o

This section describes the rules governing your HRA and establishes the terms and conditions upon which
the HRA will provide reimbursement for eligible health care expenses.

HRA Participation

As an eligible employee, you are ebitg for HRA company contributions if (1) you are enrolled within

31days of your hire date in the EPStandard Plan or opt out of the Medical Program; and (2) you
participate in EI Pasods wellness progrdon, Choose
participate in Choose Well screenings depending upon your hire date. Any Wellness Dollars that you

earn and receive as a result of your participatio
schedule and as soon as administrativelyiptessYou must be an eligible active employee on both (1)

Januaryl® of the year Wellness Dollars are credited to your HRA, and (2) on the date the Wellness

Dollars are credited to your HRA. If you terminate employment prior to those dates, Wellnass Dol

will not be credited to your HRA.

Once the Wellness Dollars are credited to your HRA, you can request reimbursement from your HRA for
eligible expenses incurred as of Janua(ypon initial HRA participation). HRA coverage will remain in

effect untl participation ends, as described below, or until you have a qualified change in status. See the
AEl i gibility and Enroll mentd section for more inf

If you enroll in the EPStandard Plan or opt out, but do noicjgzate in Choose Well (you are not a
Choose Well Participant), you will not be eligible for Wellness Dollar contributions into the HRA for that
plan year. You must participate in Choose Well in order to receive Wellness Dollars.

Limited Purpose HRAs

After your initial enrollment, you can change your medical option only during annual enroliment each fall
or within 60days of a qualified change in status. If you have an HRA and change to the EPChoice Plan,
any future Wellness Dollars you receive will bgdsited into your HSA (if eligible), and not credited to
your HRA. At the time of this change, the existing Wellness Dollars in your HRA will be converted to a
Limited Purpose HRA per IRS requirements. The claims administrator is PayFlex Systems USA, Inc
(APayFl exo) .

If you have a Limited Purpose HRA and you subsequently enroll in the EPStandard Plan or you opt out of
medical, your Limited Purpose HRA balances will be converted back to a regular HRA as soon as
administratively possible and coverage Ww#l effective as of the first day of the following plan year.

Eligible Expenses for Limited Purpose HRA

If your HRA account has been converted to a Limited Purpose HRA account because you have changed
to the EPChoic®lan, only the following expenses are eligible for reimbursement on the date your HRA
converts to a Limited Purpose HRA:

A Dent al expenses not covered by the Dent al Progr e
health care plan or insurance; and

A Vision expenses not covered by the Vision Program
health care plan or insurance.
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How the HRA Works

Establishment of the HRA

The HRA wil| be established upon t hemesreferckdto of We
as the AHRA accounto) for all participants and fo
COBRA. The HRA account shall be for recordkeeping purposes only, and shall not represent any

amounts held for payment of benefits or ceeaty interest in any participant, eligible dependent or other

person in any asset or fund.

There is a monthly $3.50 charge for administration of your HRA or LHRA.

Wellness Dollars and HRA Contributions
Your HRA shall be credited with Wellness Dollarsdas s cr i bed under the AChoose
section above.

Your HRA account shall be reduced by the amount of reimbursements for eligible health care expenses
incurred by you and your eligible dependents. No earnings or other amounts in respective @arnings
time value of money shall be credited or imputed on amounts credited to an HRA account. Your HRA
account will carry over from year to year and continue until participation ends, as described below.
Please note: Only El Paso may make contributioasitdRA. You may not make personal (employee)
contributions to an HRA.

Eligible HRA Expenses

You can use the money in your HRA account for eligible health care expenses incurred by you, your

spouse and your dependent children during the Plan Yeblrase note, unless your sasex domestic

partner and his or her children are your tax dependents under Internal Revenue Code Et;timu

cannot receive reimbursements from the HRA for their medical expehRsed.dmited Purpose HRAs,

pleaserefet o t he AEI i gi bl e Expenses for Limited Purpos:

Important note: You MUST always keep your health care receipts for documentation and you
MUST present them when they are requested by the Plan.

To be eligible, the expenses must meet certaeriial Revenue Code definitions. The Internal Revenue
Code permits HRA rei mbursements for (1) fmedical
cure, mitigation, treatment or prevention of disease, or for the purpose of affecting any structure or

function of the body; and (2) certain insurance premiums. Expenses eligible for reimbursement from an
HRA account include the following:

A Deductibles, copayments, and other health care expenses not payable by the Health Care Program,
your s p o ucarepbas or hng athert hbalth care plan or insurance;

A Prescription drug copaymentsfcon s ur ance not covered by the Heal't
health care plan, or any other health care plan or insurance;

A Expenses for medicines or drugs, other tinagnlin, can only be reimbursed if the medicine or drugs
has been prescribed (effective Janugr2011, ovethe-counter medicines or drugs such as cough
syrup or aspirin must be prescribed to be reimbursable);

A Dental and vision expenses not covered BythHe al t h Care Program, your S
or any other health care plan or insurance;

A Amounts you pay that are not reimbursed by the Health Care Program because they are above
reasonable and customary rates as determined by the Program;

A Chargs for outof-network care you receive because you participate in an HMO;
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Amounts above the Health Care Programds | i mit
health and substance abuse;

f C

Transportation primarily used for and essentiditme di cal careo as descri bed

Premiums for insurance (including premiums for any retiree medical plan sponsored by El Paso and
premiums under Part B of Medicare, related to supplementary medical insurance for the aged)
covering f med itccabdve, ater yoa Baverratiredeor atherdise left the employment of
El Paso; and

Premiums for any long term care insurance contract, which:

- Provides coverage of dAqualified | @gmMaB(ch,er m car e

- Does not pay or reiburse expenses incurred for services or items to the extent that such
expenses are reimbursable under Medicare or would be reimbursable but for the application of a
deductible or cansurance amount);

- Is a guaranteed renewable insurance contract;

- Does notprovide for a cash surrender value or other money that can be paid, assigned, or pledged
as collateral for a loan or borrowed other than as described directly below;

- Provides that all refunds or premiums, and all policyholder dividends are to be apmied a
reduction in future premiums or in increase future benefits unless the refund is due to the death of
the insured or on a complete surrender or cancellation of the contract (which cannot exceed the
aggregate premiums under the contract); and

- Meets the ansumer protection requirements in Internal Revenue Code S&¢o@B(g).

Expenses that arteligible include:

A

A
A
A

™

A
A
A

Cosmetic surgery that is not required as a result of injury, disease, or a birth defect;
Rogaine;
Expenses you claim as a deduction on yederal income tax return;

Expenses you incur at any time you are not a participant in the HRA, such as before you became a
participant or when you do not have any funds in an HRA account;

Expenses paid by anot her s o plancMedicare orartyotles y our
federal or state program;

Premiums for Health Care Program coverage for active employees, or for any coverage under any
other type of health plan or insurance for you or your family members while you are an active

S F

employeeofE Paso (including but not I imited to insur

employer);
Overthe-counter medicines and drugs, other than insulin, not prescribed by a physician;
Overthe-counter vitamins and/or supplements; and

Amounts paid for longerm care services, as defined in Code Sed@2B(c).

If you are uncertain about whether or not an expense is eligible for reimbursement, call PayFlex at
1-800-284-4885. For more information about eligible HRA account expenses, refer to the taximssruct
for filing Form 1040 and IRS Publication 502¢dical and Dental Expense$hese publications are
available from the public library, your local IRS officevamw.irs.gov.
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Health Care Flexible Spending Account (FSA) and HRA Account Working Together

Participants in the HRA can also participate in the Health Care Flexible Spending Account (known as the
Health Care Select Account). If you participate in both the HRA and the Health Care Flexible Spending
Account, there are some special rules. For reisgyuent purposes, if an expense is eligible for payment

from both accounts, the Health Care Flexible Spending Account will automatically pay for eligible health

care expenses first. Once Health Care Flexible Spending Account amounts are exhaustedd your HR

account will then pay for eligible health care expenses. El Paso has selected to prioritize the accounts this
way since you forfeit any unused Health Care Flexible Spending Account amounts at the end of the Plan
Year, and amounts remaining in your HR#&ndoe carried over year to year until spent. For information

about the Health Care Flexible Spending Account and how to make claims under the Health Care Flexible
Spending Account, please refer to AFilgng a Claim
Accounts section. The claims administrator i s Pa

Filing a Claim for HRA or LHRA Reimbursement

There are two ways you can submit claims for reimbursement, through a PisigsStex Card or by
submitting paper claims via regular mail or fax. However, no matter which of these two methods you
choose to have your expenses reimburgead MUST always keep your receipts for documentation and
you MUST present them when they are regested by the Plan.

PayFl ex contact information can be found under th
Addressesodo section of this SPD.

PayFlex Master Card

The PayFlex Master Card is a way for you to pay for eligible health care expenses assattigtmar w

HRA or LHRA account or Health Care FSA. If you incur an eligible health care expense, in many

instances you may pay with your PayFlex Master Card and the funds are automatically deducted from the
appropriate account . nusihgyourcemdst sel ect Acreditd wh

Use your PayFlex Master Card to pay for eligible health care expenses at qualified locations where a
Master Card is accepted. These eligible locations may include, but are not limited to, health care
providers, pharmacies and hospitaisisure that your HRA or LHRA account balance is sufficient to

cover your purchases. You must have sufficient funds available in your accounts to successfully use the
card. You can manage your balance by visitimgyv.HealthHub.conor by calling the numér on the

back of your card. The available balance is verified at the-pbiptirchase and payment is deducted
automatically from your account.

By using the PayFlex Master Card, you are certifying that the Master Card will only be used for eligible
experses and that you have not been reimbursed and will not seek reimbursement for the expense from
any other source, such as any other plan or insurance covering health benefits.

You must pay for norteligible expenses separatelyOnly eligible items may be pchased with the
PayFlex Master Card. For example, if you are purchasing personal items, such as toothpaste, along with
your prescription, you will need to pay for the personal items separately.

Save all of your recei ptBEOB®.d0 ANEKIped alnRS i werg wWif r B nt
related expenses purchased with the card be validated. In many instances, PayFlex is able to

automatically validate your purchases. However, if PayFlex is unable to validate your eligible health care
expenses, B&lex will notify you electronically or via regular mail. If you receive such a notification,

you MUST promptly provide itemized receipts or EOBs on the validation return form that is provided to

you with your statement. You can fax or mail the infororatis indicated on the form. Remember to

make copies and save your original documentation.
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Consequences of Failure to Provide Requested Documentation
If you do not provide the requested documentation (itemized receipts or EOBSs) wittaps36f the date
of the request for them by PayFlex:

A

A

A

Access to your card may be terminated, and you will be required to make all claims by submitting
paper claim forms as described below.

You must repay the amount of the charge back to the Health Care Flexible Spendingt/Acc
Health Reimbursement Arrangement. This payment is due upon receipt of a request for repayment by
PayFlex.

If you do not repay the amount of the charge as requested, the amount of the charge will either be:

- Deducted from your wages and repaid & dppropriate account. By using the PayFlex Master
Card, you are giving your consent to El Paso to withhold this amount from your paycheck. You
also may be required by your employer to give this consent in writing.

Offset or deducted from subsequentdgdaper claims to the HRA account that you submit later in
the plan year.

To activate your card, you must sign it and call the number on the card. Once you sign and activate the
card, you accept the terms of the Benefits Card Cardholder Agreement trapanées the card.

If you terminate employment and continue your participation in the HRA account, your PayFlex Master
Card will be deactivated and you must submit paper claims, as described below.

PayFlex Reimbursement Form
To file a paper claim for reimlssement, follow these steps:

A
A

A

When you have an eligible expense, pay for the expense as you would normally.

Before submitting a claim, make sure you have all of the itemized bills and receipts for the incurred
expense, including Explanation of Benefit (ECG#Bimmaries if available. Bills and receipts must
include the following information:

- Type of service or product provided;

- Date of service or purchase;

- Name of the person for whom the service or product was provided;
- Person or organization providing tkervice or product; and

- The amount of the expense.

If the expense was for an ovilre-counter medicine or drug that was prescribed, you will have to
provide documentation that the item was prescribed. Receipts that include a prescription drug number
for the medicine or drug are sufficient proof that the item was prescribed.

Important note: Cancelled checks and other nositemized receipts will not be accepted.

Once you have the supporting documents you need, complete a claim form. You can download claim
forms from the PayFlex website at www.HealthHub.com. You will need to complete the claim form
in full and attach your receipts and/or bills.

Mail or fax the claim form and receipts following the instructions on the claim form.

Once you have submitted yoclaim form, you should receive your reimbursement check in the mail as
soon as administratively possible. You can also arrange to have your reimbursements electronically
deposited into your bank account. Claims are processed daily.
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When HRA/LHRA Partic ipation Ends
Your participation in the HRA/LHRA ends on the earliest of the following, regardless of whether
additional amounts are credited:

A The last day of the month in which you terminate employment or lose eligibility to participate, except
asdescribe i n the AHRA/LHRA COBRA Continuation Cover

A The date upon which the Plan or applicable component plans terminate; or
A The date of your death if you do not have any eligible dependents.

If, upon your death, you have eligidependents, your eligible dependents can claim reimbursement for
their eligible health care expenses wuntil the dec
requests for reimbursements are made withimt®8nt hs of t he participantdés de

HRA/LHRA COBRA Continuation Coverage
If you or your dependents become ineligible for the HRA/LHRA account due to a COBRA qualifying

event (call ed d& forfinmpre mfbrindtignj saeghe sectiemof tllis Summary Plan
Descripti on e rhe foltowirgdulesiappyB RA O ) ,
Each eligible dependent, in addition to you, (cal

and could alternatively elect separate HRA/LHRA COBRA continuation coverage to cover that eligible
dependent only, wita separate HRA/LHRA coverage limit and a separate COBRA premium. If you are
interested in this alternative, please contact the El Paso Benefits Service Ceid@6-a01-2359 for

more information, and they will coordinate with the COBRA Administratendsit Concepts.

Upon termination of HRA/LHRA coverage due to a qualifying event, continuation of HRA/LHRA
coverage options for you or your qualified beneficiaries are as follows:

A Do not elect HRA/LHRA COBRA Continuation Coverage. If you do notelect HRALHRA COBRA
Continuation Coveraggpu will not have to pay to continue HRA/LHRA coverageafter your
qualifying event. You and your eligible dependents will be permitted to receive reimbursements for
expenses incurred after your termination of employroatit your HRA/LHRA account balance
reaches zero. Reasonable monthly administrative fees will be deducted from your HRA/LHRA. No
additional Wellness Dollars will be credited to your HRA/LHRA account. This coverage is referred
to as (AHRA/ LoHhR AC oGroenrtaigneu. adt)i; or

A Elect HRA/LHRA COBRA Continuation Coverage. If you elect HRA/LHRA COBRA
Continuation Coveraggou will have to pay a monthly premium amount, not to exceed 102% of
the cost of coveraggin order for you and your eligible dependentsdatmue to receive
reimbursements from your HRA/LHRA for expenses incurred after you terminate employment and to
have additional Wellness Dollars credited to your HRA/LHRA accdreasonable monthly
administrative fees will be deducted from your HRA/LHRA.

If you do not make an election regarding HRA/LHRA COBRA Continuation Coverage, you will
automatically receive HRA/LHRA Continuation Coverage.

I f the qualifying event is divorce or a dependent
reimbursemets, the only option available to that dependent is the HRA/LHRA COBRA Continuation
Coverage. Your dependents will have to pay a monthly premium amount, not to exceed 102% of the cost

of coverage, in order to receive reimbursements from an HRA/LHRA tHdienestablished for them for

expenses incurred after the qualifying event. The amount credited to the HRA/LHRA will be equal to

your HRA/LHRA as of the qualifying event date. Your dependent(s) will also be eligible for future
contributions. If you areterested in this alternative, please contact the COBRA Administrator, Benefit
Concepts, at-B00-969-2009 for more information.
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HRA Account Claims Procedures
Benefits under the HRA accounts will be paid only if Payfteg Claims Administrator for HRA
Accounts) decides that you are entitled to them.

For any claim for benefits, you may be asked to submit additional information so that PayFlex can
determine whether the claim is covered and the amount of the claim.

At anytime, you have the right to appoint someone to pursue the claim on your behalf. This can be a
doctor, lawyer, friend or relative. You may be asked to notify PayFlex in writing and give PayFlex the
name, address and telephone number where your authapredentative can be reached.

These Claims Procedures apply to:
A Claims for benefits or payments from the HRA account;

A Claims concerning eligibility for the HRA (including eligibility for the wellness program and
wellness program incentives); and

A Claimsconcerning the amount or type of wellness program incentives.

Making an HRA Account Claim

I f you have an HRA account <c¢laim, you must foll ow
Rei mbur sement . o I f you ar e canodownloas claing fotrme feomkEhay F 1 e X
PayFlex website atww.HealthHub.conor call PayFlex at 802844885 to request claim forms if you

do not have Internet access. Claim forms should be faxed or mailed to the address on the claim form.

Benefit Denials andNotice of Denial

If you or your authorized representative file a written claim for HRA account benefits or use the PayFlex
Master Card and PayFlex issues an AAdverse Benefit
notified of the Adverse Benefit Detemation in writing, and it will include:

A Information sufficient to identify the claim involved (including the date of service, the health care
provider, the claim amount (if applicable), and a statement describing the diagnosis code and its
correspondingneaning and the treatment code and its corresponding meaning);

™

The specific reason for the denial;

™

A reference to the HRA account provision on which the denial is based;

A A description of any additional material or information necessary for you to corgplatelaim and
an explanation why such material or information is necessary;

A If PayFlex relied on an internal rule, guideline, protocol, or other similar criterion in making its
decision, a description of the specific rule, guideline, protocol, or otimélasiriterion or a statement
that such a rule, guideline, protocol, or other similar criterion was relied on and that a copy of such
rule, guideling protocol, or other criterion will be provided free of charge to you upon request;

A If the Adverse BenefiDetermination is based on medical necessity or experimental treatment or
similar exclusionor limit, either an explanation of the scientific or clinical judgment for the
determination, applying the terms of the Plan to your medical circumstances or a statement that such
an explanation will be provided free of charge upon request;

A Anexplanatiorof )t he HRA accountodés claim appeal procedur
thoseprocedures(ii) the external review process; (ilipw to initiate and follow those procedures and
the external review process; (iv)e right to submit written coments, documents, records and other
information relating to the claim to have them consideredhgYight to have reasonable access to,
and copies of (on request at no charge), relevant documents and other information; and (vi) a
statement of your rigtb bring a civil action under ERISA section 502(a) within one year after the
date of the final decision on the claim appeal. Such statement will include the availability of, and the
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contact information for, any applicable office of health insurance cogrsassistance or ombudsman
established under Public Health Service Act Se@it®8 to assist individuals with internal claims
and appeal procedures and external review process.

PayFlex will decide the claim within a reasonable time, but not longer thday3Gafter the HRA
account received the claim. This time period may be extended for an additiatzglslis the claim does
not contain sufficient information on which to base a decision, or an extension is required for other
reasons beyond the HRAacecot 6 s cont r ol

If an extension is required, you will be notified before the end of the origirddB@eriod of the
circumstances necessitating the extension and the date by which a decision is expected. If additional
information is required, PayFlex wibpecifically describe it in the notice and give you a period of at least
45days to provide it.

PayFlex may secure independent medical or other advice and require such other evidence as it deems
necessary to decide your claim.

Appealing Denied HRA AccountClaims

You or your authorized representative may appeal an Adverse Benefit Determination. Your appeal must
be made in writingwithin 188 ays of PayFl exb6s initial notice of
else you will lose the right to appeal yalenial. If you do not appeal on time, you will also lose your

right to file suit in court, as you will have failed to exhaust your internal administrative appeal rights,

which is generally a prerequisite to bringing suit.

Your written appeal should ksent to:

PayFlex Systems USA, Inc. Flex Dept.
P. O. Box 3039
Omaha, NE 68103039

Your written appeal should include the following:
A The reasons you feel your claim should not have been denied.
A Any additional facts and/or documentation that you feel siyoor claim.

You will have the opportunity to submit written comments, documents, records, and other information in
support of your appeal. You will be provided, upon request and free of charge, reasonable access to, and
copies of, all relevant documeras defined by applicable U.Bepartment of Labor regulations. The

review of the adverse determination will take into account all comments, documents, records and other
information submitted by you relating to the claims, regardless of whether suchatifor was

submitted and considered in the initial benefit determination.

Level 1- Review of HRA Account Appeals

PayFlex will review and render a decision on your appeal within the time frames outlined below and will
notify you of its decision in writingThe individual conducting the Level 1 appeal will not be an

individual who participated in or decided your original claim, nor will the individual be a subordinate to

the original decision maker. No deference shall be given to the initial decisiofleayay consult

with a physician or other licensed health care professional with appropriate training and experience to
receive advice or other such evidence as it deems necessary to decide your claim, except that any medical
expert consulted in conneatiavith your appeal will be different from any expert consulted in your initial

claim and will not be a subordinate of that expert. The identity of a medical expert consulted in

connection with your appeal will be provided upon request.
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You will be providel with any new or additional evidence considered, relied upon, or generated the Plan
in connection with your claim. The evidence will be provided to you as soon as possible and in advance
of the notice of the final determination so that you will havegpodunity to respond prior to that date.

PayFlex may hold a hearing if it is deemed necessary, and shall issue a written decision reaffirming,
modifying or setting aside the initial determination not later thada3@ after PayFlex received the HRA
account appeal. If there is a hearing, you will be allowed to present evidence as part of the process. If
there is no hearing, PayFlex will notify you of its decision on appeal, adverse or not, but not later than
30days after PayFlex received the HRA accapyeal.

Notice of Level 1 HRA Account Appeal Denial
If the decision on Level 1 appeal affirms the initial denial of your claim, you will be furnished with a
notice of Adverse Benefit Determination on review setting forth:

A Information sufficient to identjf the claim involved (including the date of service, the health care
provider, the claim amount (if applicable) and a statement describing the availability of the diagnosis code
and its corresponding meaning and the treatment code and its correspondiimg)nea

A The specific reason(s) for the denial, i ncludi ng
used in denying the claim, and a discussion of the final adverse benefit determination on review;

™

The specific HRA account provisions on whicle ttecision is based,;

A A statement of your right to receive (on request and at no charge) reasonable access to, and copies of,
all relevant documents and other information;

™

A description of the external review process, including how to initiate an exteunalvr

A If PayFlexrelied on an internal rule, guideline, protocol, or other similar criterion in making its
decision, a description of the specific rule, guideline, protocol, scientific or clinical judgment, or other
similar criterion or a statement that such a rule, ddgprotocol, or other similar criterion was
relied on and that a copy of such rule, guideline, protocol, or other criterion will be provided free of
charge to you upon request; and

A A statement that you or your authorized representative is entitleddivgeupon request and free of
charge, reasonable access to, and copies of, all documents, records, and other information relevant to
the claim;

A If the Adverse Benefit Determination is based on medical necessity or experimental treatment or
similar exclugon or limit, either an explanation of the scientific or clinical judgment for the
determination, applying the terms of the Plan to your medical circumstances or a statement that such
an explanation will be provided free of charge upon request;

A The informaion necessary to appeal the Level 1 appeal denial.

Level 206 Review of Level 1 HRA Account Appeal

You or your authorized representative may request a review of the Level 1 appeal denial. If you choose

to request a Level 2 review, you must submit youreapm writing within 180d ay s of PayFIl ex 6s
of the Level 1 Appeal Denial, or else you will lose the right to a Level 2 review. If you do not appeal on

time, you will also lose your right to file suit in federal court, as you will have failed @usklyour

internal administrative appeal rights, which is generally a prerequisite to bringing suit.

Your Level 2 appeal should be sent to:

El Paso Corporation

Attention: Benefits Committee of the EI Paso
1001 Louisiana Street

Houston, TX 77002
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Your written Level 2 appeal should include the reasons you feel your claim should not have been denied
and any additional facts or documentation that you feel supports your claim.

Notice of Level 2 HRA Account Appal Denial

If the decision on Level 2 appeal upholds the Level 1 appeal denial, you will be furnished with a notice of
Adverse Benefit Determination on review, setting forth all of the items included in the Notice of HRA

Account Appeal Denial described alepwas well as a statement of your right to bring suit under ERISA
Section502(a) within one year after the final decision on the claim appeal, and the following statement:
AYou and your Plan may have ot her suohlasmediaiony al t er
One way to find out what may be available to you is to contact your local U.S. Department of Labor

Of fice and your State regulatory agency. 0

External Review

You will be informed if you have the right to request external review of aeidBenefit

Determination upheld on appeal. The request for external review must be made in writing and must be
made within four months of the date you are advised that the Adverse Benefit Determination following
your appeal was upheld. Your requestdriernal review should be sent to:

PayFlex Systems USA, Inc. Flex Dept.
P.O. Box 3039
Omaha, NE 68103039

Within five business days following receipt of the external review regRegElexwill complete a
preliminary review of the request for external review to determine whether the request is complete and
eligible for external review; and within one business day after completion of the preliminary review, you
will be furnished with a wrign notification. If the request is complete but ineligible for external review,
the natification will include the reason for ineligibility and contact information for the Employee Benefits
Security Administration. If the request is not complete, thdication will describe the information or
materials needed to make the request complete, and you will be allowed to complete the request for
external review within the foumonth filing period or within the 48our period following receipt of the
notification, whichever is later.

PayFlexwi ' | assign an Al ndependent Review Organizati
known as the Utilization Review Accreditation Commission) or by a similar nationally recognized
accrediting organization to conclithe external review.

The IRO will issue a notice of the final external review decision. Such notice will meet the requirements
of 29 C.F.R2590.7152719 and any subsequent regulatory and subregulatory guidance regarding the
content and timing of theotice of the final external review decision.PlayFlexreceives notice from the

IRO that the final Adverse Benefit Determination following appeal was reversed, it will immediately pay
the claim.

For information about filing an HRA benefit eligibilityernr ol | ment <c¢cl aim, see AEI i
Enroll ment Claims and Appeal so under the EIligibil

Legal Status of the HRA

The HRA is intended to qualify as an accident or health plan under Seddr®d 106 of the Code, a
self-insured medical expense plan under Secti@gi(h) of the Code, and employaiovided health
reimbursement arrangement under Rev. Rul. 20200228 1.R.B. 75 and IRS Notice 2045,
200228 I.R.B. 93, and employee welfare benefit plan under Segfljrunder ERISA, a group health
plan subject to COBRA, and a group health plan subject to HIPAA.
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HRA Funding

El Paso intends the HRA to be an unfunded welfare benefit plan for purposes of the Code and Title | of

ERISA, under which all benefitsare paidme e ded directly from EI Pasods ¢
the HRA is an unfunded welfare benefit plan, participants and beneficiaries have the status of general
unsecured creditors of El Paso. The HRA constitutes a mere promise by El Paso vemeiitke

payments, notwithstanding any reserve funds identified or set aside for funding benefits under the HRA or

the Plan. In no event shall any benefits under the HRA be permitted to be funded by or attributable to

salary reduction agreements under Sect@® of the Code or by any other employee contributions. The

promise to provide benefits under the HRA is solely the promise and obligation of El Paso to the

participant.

HRA Administrative Costs
An administrative fee of $3.50 will be deducted monthlyrfrgour HRA/LHRA during and after you
terminate employment.

Select Plus Program

Select Plus is an innovative benefit offered unde
program provides the coordination and provision of medical care fimedetatastrophic conditions
utilizing identified fAmedical centers of excellen

In addition to assuring quality medical care, the program provides a substantial reductienfin out
pocket expenses for employees and their covered deptn Medical conditions eligible for assistance
through Select Plus include cardiovascular disease, cancer, and neuro/neurosurgical disorders.

Select Plus participants receive world class care at minimal to raf-potket expense. Deductibles and
copayments are waived, and paperwork is minimized. Select Plus also covers certain transportation and

| odging expenses for participants residing outsid
advocate and will help you navigate through thelth care process, including coordination of

transportation and housing arrangements.

Participation in the Select Plus Program is not automatic; please note the following:

A To participate in Select Plus employees must be enrolled in either of the EPPlaoice the
EPStandard Plan. Employees enrolled in Medicare or medical coverage outside an El Paso medical
plan are not eligible for Select Plus.

A Select Plus referrals and eligibility determinat
HealthServices office. Please contact Health Services as soon as the covered condition is diagnosed
and PRIOR to any treatment, as certain criteria must be met before participation in the program
commences. The El Paso Medical Director will discuss the eri@th you and will ultimately
determine if you are eligible for this program.

A Participation in the Select Plus Program is voluntary. If you choose to use your own health care
providers you will not be a Select Plus participant and cannot take advahtageselect Plus
Program benefits.
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Medical Condition Covered Procedure Select Plus Provider

Cardiovascular e Coronary artery bypass graft e Texas Heart Institute
e Angioplasty Houston, Texas
e Valve replacement
e Heart transplant
e Other
Cancer e Comprehensive cancer treatments, |e¢ M.D. Anderson Cancer Center
surgical and nosurgical Houston, Texas

e Reconstructive surgeries, i.e., breast
reconstruction for significant scarring
disfigurement following cancer surger

Neuro Surgical Center
The Methodist Hospital
Houston, Texas

Surgicaltreatments of the nervous

Neurological Surgery system

For additional information on Select Plus, contact:
A The El Paso Health Services Office at &F2-7699 or in Houston 71320-4098: or
A The EIl Paso BenefiService Center at 86801-2359

Prenatal Wellness Program

This program is designed to help ensure that expectant mothers and their babies receive the best possible
care during pregnancy. Every child deserves to have a healthy start. Early thorougtheanecist

effective way to make sure a child has the best chance to come into the world healthy and stay that way.

If you find out you or an eligible dependent is expecting a baby, you should call the Claims Administrator
or insurer to request the matéria you 6 | | need to enroll in the pren:t

A BCBS of Texa® Special Beginnings® Maternity Program at 8881-7781

The program is administered by registered nurses with years of experience in prenatal care, labor and
delivery, and newborn car Once the patient is enrolled, her nurse will follow her throughout her
pregnancy to identify problems and facilitate appropriate care and follow up.

Additional Medical Provisions

Precertification

Precertification of all inpatient hospital admissionseguired to receive the highest level of benefits if

you are enrolled in an owif-area medical option or if you are in a network medical option and you use a
nortnetwork hospital. The purpose of precertifying is to assure that hospitalization is &iprapd
medically necessary. To help accomplish this, El Paso has contracted with the Claims Administrator,
BCBS of Texas, to precertify ipatient hospitalization when it is needed. You are responsible for
precertifying care for you and any dependemtder the Plan.

Call the Claims Administrator (BCBS of Texas at 1-8@1-9188) to precertify your hospital care. You
and your dependents do not need to precertify care under these circumstances:

A If you or your dependents are in a network medical plaruaadan imetwork facility
A If you or your dependents have primary medical coverage through another plan

A If you or your dependents are eligible for Medicare
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When You Need to Precertify Care
The timing of when you notify the Claims Administrator of yadmission will depend on whether you
are admitted on an emergency basis or whether you enter a hospital for a procedure scheduled in advance:

A 1f you or a covered dependent is admitted to the hospital on an emergency, pasjsa family
member, or your daor must call the Claims Administrator within 48 hours of being admitted so that
you will receive the highest level of benefits.

A If you schedule a procedure to be performed in advana must call the Claims Administrator to
precertify your admission befe you or your covered dependent are admitted.

Maternity Stays

Group health plans and health insurance issuers offering group insurance coverage generally may not,
under federal law, restrict benefits for any hospital length of stay in connection witbirthifor the

mother or newborn child to less than 48 hours following a normal vaginal delivery, or less than 96 hours
following a cesarean section, or require that a provider obtain authorization from the Plan or the insurance
issuer for prescribing @&hgth of stay not in excess of the above periods.

Reasonable and Customary

The charge is Areasonabled when the fee for a spe

charges in the same geogr aphi c avhicheignost frequemilyd ficust
charged for a similar medical service, procedure, or supply. The Plan will take into consideration any
complication or unusual aspect of a particular claim when determining the reasonable and customary
charge.

Medically Necessary

The Plan covers expenses fimedically necessaryo f
are commonly recognized as appropriate treatment by the medical profession. Also, to be covered,
medical care must be recommended or approved hyphysician. Treatment that is educational,
experimental, or done primarily for research is not considered medically necessary.

Lifetime Benefit Maximum
Effective Januant, 2011, except for infertility treatments, there is no lifetime maximum for beryefit
or your covered dependents receive from the Plan.

Infertility treatments have a $25,000 lifetime benefit maximum.

Home Health Care

You may be eligible to receive benefits for p@mte or intermittent nursing care in your home through

the Home HealtiCare Program. This program is for continued care and treatment of an individual,
normally within seven days following hospitalization for the same or related conditions for which
hospitalized. The necessity of the program must be certified by theiagfgrysician and approved in
advance by the Claims Administrator. Services rendered under the program are skilled nursing care,
home health services, paraprofessional nursing care, therapeutic services (physical or speech therapy),
medical supplies, drgg and laboratory and-Ky services. The care must be provided under a registered
nurseds supervision.

The care will not be covered if it is:

Not included in the Claims Administratapproved Home Health Care Program;

Provided by a person who ordinariigsides in your home, or by an immediate family member;
Provided by a Social worker;

Considered transportation services; or

To o To Io Do

Custodial.
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Hospice Care

The Health Care Program covers hospice care, which is a centrally administered program of palliative and
supportive services that provides physical, psychological, social, and spiritual care for dying persons (who
have six months or less to live as diagnosed and certified by the attending physician) and their families.
Services are provided by a physicsupevised interdisciplinary team of professionals and volunteers
through licensed hospice agencies. Hospice services are available in the home. Home care is available
on a partime, intermittent, regularly scheduled, and arctheiclock, orrcall basis. Beeavement

services are available to the family.

Benefit approval for a hospice program is based on patient and family need. Contact the Claims
Administrator for coordination of this service.

Reconstruction Benefits in Connection with a Mastectomy

If you have had or are going to have a mastectomy, you may be entitled to certain benefits under the
Womenébés Health and Cancer Rights Act of 4998 (WHC
related benefits, coverage will be provided in a manner determinedsultation with the attending

physician and the patient, for:

A all stages of reconstruction of the breast on which the mastectomy was performed;

A surgery and reconstruction of the other breast to produce a symmetrical appearance;
A prostheses; and

A treatment dphysical complications of the mastectomy, including lymphedema.

These benefits will be provided subject to the same deductibles dnsucance applicable to other
medical and surgical benefits provided under your medical plan.

Treatment of Temporomandibular Joint (TMJ) Dysfunction

This Plan covers the conservative or palliative treatment of pain, including injections of muscle relaxants,
cortisone, or other necessary therapeutic drugs or agents; and oral surgical treatment, provided the
treatment is dermined to be medically necessary and functional in nature. Benefits are not payable for
application of appliances (splints, etc.), orthodontics, equilibration, repositioning, altering, implanting, or
replacement of teeth.

Blue Care Connection Program
Blue Care Connection is an umbrella of programs administered by BCBS of Texas that is designed to
help achieve a higher level of wellness for you and your covered dependents.

Blue Care Connection advisors center their efforts on prevention, educatidiesindg any gaps in your
care. The goal of the program is to ensure you receive the most appropriate &figcidat services
available. A Blue Care Connection advisor is notified when you or your provider calls tfredoll
number on your ID card ragding an upcoming treatment or service.

Blue Care Connection provides a variety of different services to help you and your covered family
members receive appropriate medical care. Program components and notification requirements are
subject to change wibut notice. As of the publication date of this Summary Plan Description, the Blue
Care Connection program includes:

Condition Managemerd This program helps with certain conditions by working with your physician to
make sure that you are getting the care you need
effectively.

Care Managemer® Designed for participants with certainrégk conditions, this program addresses
such health care needs as access to medical specialists, medication information and coordination of
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equipment and supplies. Participants may receive a phone call from a Blue Care Connection advisor to
discuss and sharempor t ant health care information related

Case Management Designed for participants with certain highiesk conditions, this program

addresses such health care needs as access to medical specialists, mafliicatadion and

coordination of equipment and supplies. Participants may receive a phone call from a Blue Care
Connection advisor to discuss and share i mportant
specific condition.

24/7 Nurselin@d This program provides around the clock access to experienced registered nurses who
understand and can help with your health care concerns

If you do not receive a call from a Blue Care Connection advisor but feel you could benefit from any of
these programs, @hse call the tofiree number on your ID card.

Disease Management Services

If you have been diagnosed with or at risk for developing certain chronic medical conditions, you may
receive free educational information through the mail, and may even belmakertgistered nurse who

is a specialist in your specific medical condition. Some of the chronic medical condition programs
include coronary artery disease, chronic obstructive pulmonary disease, diabetes and asthma programs.

Participation is completelyoluntary and without extra charge. If you think you may be eligible or would
like additional information regarding the program, please contact the number on your ID card.

Covered Medical Expenses
Following are examples of reasonable and customary exptreseélealth Care Program will cover if
medically necessary:

A Hospital daily room and board, general nursing care, and intensive care.

A All other medically necessary miscellaneous services and supplies furnished by a hospital during
covered inpatient hospltaonfinement, but not for privatguty nursing care.

Preadmission testing prior to a scheduled inpatient hospital confinement.

Outpatient hospital charges for medical care and supplies used on the premises of a hospital.
Medically necessary services asupplies furnished in a licensed ambulatory surgical center.
Medically necessary services and supplies furnished in a lawfully operating birthing center.
Medically necessary treatment for dental care that results from accidental injury.

Preventive care (natl be age and gender appropriate).

To o To Io Do Do Do

Skilled nursing facility charges (G6fays per calendar year) for:
- Daily room and board;
- A confinement that begins from an inpatient hospital confinement; or

- A confinement that begins within three days of a prior skitlesing facility confinement. The
confinement must be for the same iliness or injury that caused the prior confinement.

A Professional service charges by a doctor (other than psychiatric/psychological service charges, which
are covered under the Mental Heand Substance Abuse Program).

T

Professional service charges by a doctor for surgery.
A Professional service charges by a doctor for the giving of anesthesia.
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Professional service charges made by a doctor, or by a laboratory, for diagnostic laboratergyand X
exams.

Chiropractic care up to 35 visits per covered individual per year.

Physiotherapy services by a physiotherapist.

Charges for services of a qualified speech therapist to correct speech loss or damage which:
- Follows surgery to correct a birth defg

- Follows surgery due to illness; or

- Is due to iliness, except a functional nervous disorder, congenital defect, delayed speech, or other
learning development conditions.

Charges for anesthesia as given by a doctor.

Durable medical equipment ($5,000 Itjrthat is ordered or provided by a physician for outpatient

use, used for medical purposes, not consumable or disposable, not of use to a person in the absence of
a sickness, injury or disability, durable enough to withstand repeated use and is appipuiss in

the home.

Travel:

- By commercial airline in the continental Us&hd Canada to, but not from, a hospital for needed
special care.

- By professional ambulance used locally to and from a hospital.
Expenses for pregnancy will be payable on the dzemes as any illness.
Infertility diagnosis and treatment up to a $25,000 lifetime benefit maximum.
Sterilization, including tubal ligation and vasectomy.

Second surgical opinion.

Allergy tests and treatment.

Hearing aids and their fitting up to $1,000 Bv86 months.

Home health care.

Hospice care.

Reconstructive procedures to address a physical impairment where the expected outcome is restored
and improved function.

Organ transplants.

If any of the preceding covered expenses are incurred during a cayerddnt hospital confinement or

as a covered outpatient hospital charge, and are reasonable and customary, they will be paid as covered
hospital charges or outpatient hospital charges, as the Plan determines appropriate, and not as a separate
benefit.

Expenses Not Covered
Examples of expenses that will not be covered as medical care benefits are:

A
A
A

Charges not included as covered expenses.
Blood or plasma when a refund or credit is made for those items.

Cosmetic or plastic surgery and related charges, unless medically necessary due to:
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- An accidental injury; or
- A birth defect;
and which interferes with a normal function of the body or causes physical pain.

Eyeglasses or contact lenses and the fittirguoh (except the first pair after cataract surgery, which
is performed while covered).

Eye refractions.

Expenses for care or supplies which are furnished by a facility operated for or by the
U.S.Government (or its agency) or by a doctor employed by thatpnless:

- For emergency treatment when you or your dependent must pay for those services;
- For nonservice connected disabilities in a Veterans Administration hospital;

- Incurred by a U.Snilitary retiree (covered by this Plan) and his or her coverpdritents, while
confined in a military medical facility.

Expenses for care and services to the extent furnished or payable under:

- A plan or program operated by a National Government or one of its agencies;

- A state cash sickness or similar law.

Care and sygies for which:

- No charge is made;

- You or your dependent would not have to pay if you did not have this coverage.

Expenses for injury or illness resulting from taking part in the commission of an assault or felony.

Care or supplies for injury or illnesssulting from drug use or abuse (by whatever name called) or
use of:

- Narcotics;

- Hallucinogens;

- Barbiturates;

- Marijuana;

- Amphetamines; or

- Similar drugs or substances, unless prescribed by a physician.

Expenses for injury or iliness arising outeshployment, whether or not you or your dependent is
covered by Workersdé6 Compensation or similar | aws

Exercise for the eyes (orthoptics).
Psychological testing, counseling, or group therapy.

Services or supplies for obesity, weight reduction, or dietamyralp except when provided for
treatment of morbid obesity.

Custodial care.

Charges incurred by other than the diagnosed patient except for organ transplants, except as provided
in the organ transplant benefit.
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A Orthodontic treatment, or other nsargicalprocedure, care, or supply to correct a malocclusion of
the teeth.

A Treatment of teeth or nerves connected to teeth except:
- Treatment of an accidental injury (sustained while covered) to natural teeth; or

- Covered hospital charges (as defined) when neaxtatehtal care.

A Any service rendered by a close relative or someone having the same legal residence as the patient.

A Infertility diagnosis and treatment which exceeds the $25,000 lifetime benefit maximum.

A Reversal of an elective sterilization procedure.

A Sumical correction of eye refraction which can be corrected by eyeglasses or lenses (radial
keratotomy, keratectomy, keroplasty).

A Purchase or rental of luxury medical equipment when standard equipment is appropriate for the
patient 6s c on ddwheelchairs brethegvehiclesnbidnio ar computerized artificial
limbs).

A Acupuncture.

A Elective abortion.

A Experimental, investigational, or unproven procedures or treatment.

A Education or training of any type for the treatment of learning disabilitieatémntion deficit
disorders; 1.Q. testing.

A Thermograms or temperature gradient studies.

A Any care or supplies received prior to the effective date or after the termination date of this coverage

(unless coverage is continued according to someptaision).
A Any service rendered by a person who is not legally qualified to perform that service.
A Sex transformations and hormones related to such.
A Charges for services not rendered.

No coverage (or reduced coverage) will be provided for expeatesmined by the Medical Claims
Administrator to be for services or supplies that could have been provided in a marHauiste
manner.

Certificates of Creditable Coverage

When coverage under the Medical Program ends for you and your covered depefaaewill

automatically receive a certificate of creditable coverage. This certificate will provide you with evidence
of the periods and types of coverage you and your covered dependents had under the program.

You may present this certificate to a negalth care plan to reduce or eliminate anyexisting
condition waiting period the new plan may have.

Medical and Dental Program Claims Procedures and Claims

General Information

Benefits under the Plan will be paid only if the Plan Administrator orlsgaite decides, in its

discretion, that you or your covered dependents are entitled to them. Wherepattyir@dministrator is

in place with respect to a certain medical or dental benefit, such third party has been delegated the
responsibility for adnmistering and determining claims and appeals. The third party responsible for
determining medical and dental claims is BCBS. If you are enrolled in the DHMO or Medicare HMO,
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you must follow the claims and appeals procedures and external review precadtined in the
certificates of insurance coverage that you receive from the DHMO or Medicare HMO.

For any claim for benefits, you may be asked to submit additional information so that the Claims
Administrator can determine whether the claim is covenedtlae amount of the claim.

An authorized representative may pursue the claim on your behalf. For example, this can be a doctor,
lawyer, friend or relative. You may be asked to notify the Claims Administrator in writing and give the
Claims Administratothe name, address, and telephone number where your personal representative can
be reached.

Making a Medical Benefit Claim

Claims for medical benefits fall into four categories: claims for urgent care, claims requiring advance
approval, claims following gpoval of an oryoing course of treatment, and claims for the payment of

medi cal services after they-Seawveé clkre&€h atii encdi)vedThtre
within which you are notified of a claim decision depends on what kind ofra biaé been made.

If you have a claim for imetwork medical benefits, your claim is submitted for you by the provider. If
you have a claim for nenetwork medical benefits, you must file a claim with BlueCross BlueShield of
Texas (the ACIrai)ms A dmimanesyorkpatsdervil fileaa claima on your

behalf, but it is your responsibility to ensure that the claim has been filed with the Claims Administrator.

Non-Network Medical Benefit Claims

If you have a claim for nenetwork medichbenefits, you must file a claim form. You may obtain claim
forms by calling BCBS at-800-521-2227 or downloading the form from their website
www.bcbs.com/elpasfor claim forms. You must complete all sections of the claim form (including the
sectionabout coverage under another insurance plan). Send the completed form to:

BlueCross BlueShield of Texas
P.O. Box 660044
Dallas, TX 75268044

Your claim must be submitted within h2onths from the date on which you incur the expense that gives
rise tothe claim. If the Plan is secondary, you must first submit your claim to the primary plan.

Medical Benefit Denials

As described above, claims for benefits fall into four categories: claims for urgent care, claims requiring
advance approval, claims folling approval of an ongoing course of treatment, and Besvice

Claims. If you make a request for benefits, the time frame within which you receive notice of a benefit
denial depends on what kind of claim has been made.

Urgent Care Claims

Ifaclamisur gent, you will be notified of BCBSO6s de
taking into account the medical circumstances. Notice will not be later than 24 hours after BCBS
received the claim, unless the claim does not contain sufficient infiormean which to base a

decision.

If the claim is incomplete and additional information is required, you will be notified as soon as
possible, but not later than 24 hours after BCBS received the claim. You will be advised of the
information required and M/be given at least 48 hours to provide it.

You wi l |l then be notified of BCBS6s decision a
the eatrlier of:

A BCBS6s receipt of the specified information,
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A The end of the 48 hours given to you to prevadiditional information.
A claimis Aurgento in the following cases:

A Where application of the 3@ay time period for noairgent care claims could reasonably be
expected to seriously jeopardize your life or health or ability to regain maximum function;

A Where application of the 3@ay time period for nomrgent care claims would subject you to
severe pain that could not be adequately managed without the care that is the subject of the
claim; or

A If a physician with knowledge of your medical condition deteesithat a claim is urgent,
such determination shall be accepted.

Claim Requiring Advance Approval or Precertification

If a claim is for a benefit requiring advance approval by BCBS, for example, precertification of a
hospital stay (sder iPAedertohakcaMeonoalu Provis
of BCBS6s decisi on, adverse or not, within a r
circumstances, but not later thanddys after BCBS received the claim. This time period may
beextended for an additional Hays if the claim does not contain sufficient information on

which to base a decisi on, or an extension is r

If an extension is required, you will be notified before the endebtiginal 15day period of the
circumstances necessitating the extension and the date by which a decision is expected. If
additional information is required, BCBS will specifically describe it in the notice and give you a
period of at least 48ays to povide it.

Approval of an Ongoing Course of Treatment
If BCBS has approved an ongoing course of treatment to be provided to you over a period of time
or has approved a number of treatments, the following will apply:

A Unless the Plan is amended or terminasey, reduction or termination in the course of
treat ment will be treated as a claim deni al
defined below.

A BCBS will notify you sufficiently in advance to allow you to appeal and obtain a decision on
appeabefore the reduction or termination in the course of treatment.

PostService Claim

If your claim is for the payment of medical or dental services after they have been received,
BCBS will decide the claim within a reasonable time, but not longer3fdays after BCBS
received the claim. This time period may be extended for an additiodaly&5f the claim does
not contain sufficient information on which to base a decision, or an extension is required for
other reasons beyond BCBS6s control

If an extension is required, you will be notified before the end of the originda@@eriod of the
circumstances necessitating the extension and the date by which a decision is expected. If
additional information is required, BCBS will specifically desciitia the notice and give you a
period of at least 48ays to provide it.

BCBS may secure independent medical or other advice and require such other evidence as it deems
necessary to decide your claim.

Notice of Denial
If BCBS issues an Adverse Benefit Behination, you will be notified of the Adverse Benefit
Determination in writing. An AAdverse Benefit De
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Coverage denial,

A The Planodés failure to provide or make payment fc
or failure to provide or make payment based on an eligild&tgrmination;

A Denial because the service is determined to be experimental, investigational, not medically necessary;

A Reduction or termination in an ongoing course of treatment (except due to Plainzene or
termination); or

A Cancellation or discontinuance of coverage that has a retroactive effect, regardless of whether there is
an adverse effect on any particular benefit at that time.

Written notice of the Adverse Benefit Determination, or denidl,imglude:

A Information sufficient to identify the claim involved (including the date of service, the health care
provider, the claim amount (if applicable), and a statement describing the availability, upon request, the
diagnosis code and its corresporgdineaning and the treatment code and its corresponding mganing

o

The specific reason(s) for the denial;

o

A reference to the Plan provision on which the denial is based;

A A description of any additional material or information necessary for you to completelson and
an explanation of why such material or information is necessary;

A If BCBS relied on an internal rule, guideline, protocol, or other similar criterion in making its
decision, a description of the specific rule, guideline, protocol, or othdasitniterion or a statement
that such a rule, guideline, protocol, or other similar criterion was relied on and that a copy of such
rule, guideline, protocol, or other criterion will be provided free of charge to you upon request;

A If the Adverse Benefit Btermination is based on a medical necessity or experimental or
investigational limitation, either an explanation of the scientific or clinical judgment for the
determination, applying the terms of the Plan to your medical circumstances, or a statersechtha
explanation will be provided free of charge to you upon request; and

A Anexplanationof(if he Pl anés claim appeal procedures and
procedures(ii) the external review process; (ifipw to initiate and follow thasprocedures and the
external review process; (ithe right to submit written comments, documents, records and other
information relating to the claim to have them consideredhg)ight to have reasonable access to,
and copies of (on request at no 1&g, relevant documents and other information; and (vi) a
statement of your right to bring a civil action under ERISA section 502(a) within one year after the
date of the final decision on the claim appeal. Such statement will include the availapditg tfie
contact information for, any applicable office of health insurance consumer assistance or ombudsman
established under Public Health Service Act Se@it®8 to assist individuals with internal claims
and appeal procedures and external reviewgsmc

Appealing a Denied Medical Benefit Claim

You or your authorized representative may appeal an Adverse Benefit Determination. Your appeal must

be made in writingwithin188 ays of BCBSG6s initial notice of an A
youwill lose the right to appeal your denial. If you do not appeal on time, you will also lose your right to

file suit in court, as you will have failed to exhaust your internal administrative appeal rights, which is

generally a prerequisite to bringing tsui

Your written appeal should be sent to:

BlueCross BlueShield of Texas
P.O. Box 660044
Dallas, TX 75268044
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Your written appeal should include the following:
A The reasons you feel your claim should not have been denied.
A Any additional facts and/afocumentation that you feel support your claim.

You will have the opportunity to submit written comments, documents, records, and other information in
support of your appeal. You will be provided, upon request and free of charge, reasonable access to, and
copies of, all relevant documents as defined by applicableDg@artment of Labor regulations.

All written comments and documents you submit with your appeal, whether or not considered in the
initial claim determination, will be reviewed and considevadappeal, regardless of whether such
information was submitted and considered in the initial benefit determination.

Review of Appeal

BCBS will review and render a decision on your appeal within the time frames outlined below and will
notify you of its detsion in writing. The individual who reviews and renders a decision on your appeal

will not be someone who participated in or decided your original claim, nor will he or she be subordinate

to the original decision maker. No deference shall be giveretimitial decision. BCBS may consult

with a physician or other licensed health care professional with appropriate training and experience to
receive advice or other such evidence as it deems necessary to decide your claim, except that any medical
expert onsulted in connection with your appeal will be different from any expert consulted in your initial
claim and will not be a subordinate of that expert. The identity of a medical expert consulted in

connection with your appeal will be provided upon request

You will be provided with any new or additional evidence considered, relied upon, or generated by the
Plan in connection with your claim. The evidence will be provided to you as soon as possible and in
advance of the notice of the final determinationhead you will have an opportunity to respond prior to
that date.

BCBS may hold a hearing if it is deemed necessary, and shall issue a written decision reaffirming,
modifying or setting aside the initial determination not later thada3@ after BCBS received the appeal.

If there is a hearing, you will be allowed taepent evidence as part of the process. If there is no hearing,
BCBS will notify you of its decision on appeal, adverse or not, but not later thday3Gfter BCBS
received the appeal.

The time frame for review of your appeal, like your initial claimrfedical or dental benefits, depends
on whether it is an urgent care claim, a claim requiring advance approval, a claim following approval of
an ongoing course of treatment or a Fastvice Claim.

Urgent Care Claims

If your appeal is in connection withcamplete urgent care claim, BCBS will notify you of its
decision on appeal as soon as possible, taking into account medical circumstances, but not later
than 72 hours after BCBS received the appeal.

Claim Requiring Advance Approval or Precertification

If your appeal is in connection with a claim for benefits requiring advance approval by BCBS,
you will be notified of its decision on appeal, adverse or not, within a reasonable period of time
appropriate to the medical circumstances, but not later thday3Gfter BCBS received your
appeal.

Approval of an Ongoing Course of Treatment

If your appeal is in connection with a claim for an ongoing course of treatment, BCBS will notify
you of its decision on appeal as soon as possible, but not later than theuddateatment ends or

is reduced.
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PostService Claim

If your appeal is in connection with a claim for payment of medical services after they have been
received, BCBS will notify you of its decision on appeal, adverse or not, but not later than

60 days afer BCBS received the appeal.

Notice of Appeal Denial
If the decision on appeal affirms the initial denial of your claim, you will be notified of the Adverse
Benefit Determination in writing. This notice of denial will include:

A Information sufficient tadentify the claim involved (including the date of service, the health care
provider, the claim amount (if applicable), and a statement describing the availability of the diagnosis
code and its corresponding meaning and the treatment code and its calirespaeaning);

T

The specific reason(s) for the denial;

™

The Plan provisions on which the decision is based;

A A statement of your right to review (on request and at no charge) relevant documents and other
information;

T

A description of the external review praseincluding how to initiate external review;

™

If BCBS relied on an internal rule, guideline, protocol, or other similar criterion in making its
decision, a description of the specific rule, guideline, protocol, scientific or clinical judgment, or other
similar criterion or a statement that such a rule, guideline, protocol, or other similar criterion was
relied on and that a copy of such rule, guideline, protocol, or other criterion will be provided free of
charge to you upon request;

A If the Adverse BenefiDetermination is based on a medical necessity or experimental or
investigational limitation, either an explanation of the scientific or clinical judgment for the
determination, applying the terms of the Plan to your medical circumstances, or a stdtaetrserdht
explanation will be provided free of charge to you upon request;

A A statement of your right to bring suit under ERISA section 502(a) within one year after the date of
the final decision on the cl ai m arfPlarensayhaveand t he
other voluntary alternative dispute resolution options, such as mediation. One way to find out what
may be available to you is to contact your local U.S. Department of Labor Office and your State
regul atory agency. 0;

A Information regardinghe availability of, and the contact information for, any applicable office of
health insurance commissioner assistance or ombudsman established under Public Health Service Act
Section 2793 to assist individuals with internal claims and appeals and Eregrea process.

External Review

You will be informed if you have the right to request external review of an Adverse Benefit
Determination upheld on appeal. The request for external review must be made in writing and must be
made within four months of ¢hdate you are advised that the Adverse Benefit Determination following
your appeal was upheld. Your request for external review should be sent to:

BlueCross BlueShield of Texas
P.O. Box 660044
Dallas, TX 75268044

Within five business days followingceipt of the external review requeBCBS will complete a

preliminary review of the request for external review to determine whether the request is complete and
eligible for external review; and within one business day after completion of the prelimexiy,

BCBS you will be furnished with a written notification. If the request is complete but ineligible for
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external review, the notification will include the reason for ineligibility and contact information for the
Employee Benefits Security Administian. If the request is not complete, the notification will describe
the information or materials needed to make the request complete, and you will be allowed to complete
the request for external review within the famonth filing period or within the 48our period following
receipt of the notification, whichever is later.

You or your authorized representative may be allowed to request an expedited external review if you
receive an Adverse Benefit Determination that involves a medical condition foin wi& timeframe for
completion of an external review would seriously jeopardize your life or health or your ability to regain
maximum function, or that concerns admission, availability of care, continued stay, or health care item or
service for which youeceived emergency services, but you have not been discharged from a facility.
BCBS will review your request for expedited external review in the same manner in which it reviews
your request for external review, and will immediately sent notice regaydumgeligibility for the

expedited external review.

BCBSwi | | assign an Alndependent Review Organizati ol
known as the Utilization Review Accreditation Commission) or by a similar nationally recognized
accreditingorganization to conduct the external review.

The IRO will issue a notice of the final external review decision. Such notice will meet the requirements
of 29 C.F.R2590.7152719 and any subsequent regulatory and subregulatory guidance regarding the
content and timing of the notice of the final external review decisiol8CBS receives notice from the

IRO that the final Adverse Benefit Determination following appeal was reversed, it will immediately pay
the claim.

For information about fiinga Medicalr Dent al benefit eligibility or ¢
and Enroll ment Claims and Appeal so0 under the EIig
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Prescription Drug Program
Highlights

If you are covered underFlex Selectdeductible medicabption, the information in this section describes
the prescription drug coverage you have under your medical plan. While the prescription drug program is
administered separately, it is a component of your medical plan and you are automatically enitolled i

Medco Health Solutions, Il nc. (AMedcod) is the adm
EPStandard Plan and EPChoice Plan options. You will receive a separate prescription drug ID card from
Medco to present when filling your presdigm at retail pharmacies.

Formulary Drugs

A formulary is a list of preferred drugs that can assist in patient care while helping to lower the cost of
prescription drugs for the Health Care Program. An independent Pharmacy and Therapeutic Committee,
brought together by Medco, reviews each drug on the list for safety and effectiveness.

Retail Prescriptionsi EPStandard Plan Option

When you need a prescription for a@y supply of medication or less, take your prescription and your
prescription drugD card to a participating Medco pharmacy. No benefit is available if you use a non
participating phar macy. You can | ocate pharmaci e
(www.medcohealth.cojror by phone at 86603-4710.

Note: Under the EPStandPlan, your prescription éasurance amounts do not go toward meeting
your $700 medical deductible or enftpocket maximums.

There is no copayment or-@asurance for generic prescription medicatitre Plan pays the full cost.

When brand name only @&vailable, you will pay a 30% eosurance for each bramhme formulary
prescription medication, up to a $200 maximum per prescription and a 40%ucance for each brand

name norformulary prescription medication, up to a $200 maximum per prescripti@igeneric drug

is available, you will receive the generic drug unless you or your physician indicates otherwise. If you or
your physician choose to get the braraine instead of a generic drug, you will pay the difference in

actual cost between tlgeneric and the brand name drug, plus either 30% or 4d#somance (as

applicable) of the generic drug cost. Your prescripticinearance amounts or any cost difference you

pay between the generic and brand name drug do not go toward meeting yomnedit@0 deductible or
out-of-pocket maximum.

A prescription may be refilletivo timesat retail after the original prescription. After this, you will be
required to nsdeMegdgbadmamgi bervice (AiMedco By Mai
medication refilled at retail.

Mail -Order Prescriptions T EPStandard Plan Option

To obtain prescriptions for greater than aday but up to a 9@ay supply, use the madrder pharmacy.
You will save money on medication for periodic maintenance orteng treatments by ordering
prescriptions through the mail.

There is no copayment or-@asurance for generic prescription medicaficthe Plan pays the full cost.

When brand name only is available, you will pay a 30%nsarance for each bramme fornulary
prescription medication, up to a $400 maximum per prescription and a 40%ucance for each brand

name norformulary prescription medication, up to a $400 maximum per prescription. If the generic drug
is available, you will receive the generiaidrunless you or your physician indicates otherwise. If you or
your physician choose to get the braraine instead of a generic drug, you will pay the difference in

actual cost between the generic and the brand name drug, plus either 30% orid€3facte (as

applicable) of the generic drug cost. Your prescripticinearance amounts or any cost difference you
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pay between the generic and brand name drug do not go toward meeting your $700 medical deductible or
out-of-pocket maximum.

Retail Prescriptionsi EPChoice Plan Option

When you need a prescription for a@dy supply of medication or less, take your prescription and your
prescription drug ID card to a participating Medco pharmacy. No benefit is available if you use a non
participating pharmacyyou can | ocate Medco pharmacies by goin
(www.medcohealth.com) or by phone at &IB-4710.

Prescription drugs under the EPChoice Plan Option are subject to the deductible and coinsurance. When
you use a Medco network pharmacyeathe applicable deductible (combined medical, mental
health/substance abuse and prescription drug benefits) is met, prescription drugs are covered at 80%. If a
generic drug is available and you or your physician choose to get thernananedinstead of generic

drug, you will pay the difference in actual cost between the generic and the brand name drug plus 20% of
the generic drug cost. Any cost difference you pay between the generic and brand name drug does not go
toward meeting your medical deductilaled also does not go towards your-ofspocket maximum.

Mail -Order Prescriptions T EPChoice Plan Option

To obtain prescriptions for greater than aday but up to a 9@ay supply, use the maikder pharmacy.
You will save money on medication for peatio maintenance or lorgrm treatments by ordering
prescriptions through the mail.

After the applicable deductible (combined medical, mental health/substance abuse and prescription drug
benefits) is met, prescription drugs are covered at 80%. If a gémenailable and you or your

physician chooses a brand name, you will pay thesarance plus the difference in cost between the
generic and brand name drug. Any cost difference you pay between the generic and brand name drug
does not go toward meegjtyour medical deductible and also does not go towards younf-quaicket

maximum.
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Prescription Drug Coverage Charts

EPStandard Plan Option

Participating Pharmacy

Retail
ly or less

30-day su

Generic: $0 copay

BrandName:

- Formularyi 30% ceinsurance if
only brand name is available

- NonFormularyi 40% ceinsurance
if only brand name is available

- If generic is available, and you or
your doctor choose a brand name,
you pay the difference in actual co
between thgeneric and the brand
name drug, plus either 30% or 409
co-insurance (as applicable) of the
generic drug cost

- $200 maximum per prescription fill

Mail -Order

(31-day to 90day supply)

Generic: $0 copay

BrandName:

- Formularyi 30% ceinsurance if
only brand name is available

- NonFormularyi 40% co
insurance if only brand name is
available

- If generic is available, and you or
your doctor choose a brand name
you pay the difference in actual
cost between the generic and the
brand name drug, plus either 309
or 40% ceinsurance (as
applicable) othe generic drug cos

- $400 maximum per prescription fi

Note:

A prescription may be refilled two times at retail after the original prescription. After this, you will

be required to use Medcods mai l or der ti@lhiledama
retail.
Non-Participating Pharmacy | No benefit No benefit
EPChoice Plan Option
Retalil Mail -Order

Participating Pharmacy

(30-day supply or less)

After the applicable deductible
(combined medical, mental
health/substance abuse and prescriptit
drug benefits) is met, prescription drug
are covered at 80%

If generic is available, and you or your
doctor choose a branthme, you pay th¢
co-insurance plus the difference in cos|
between the generic and bramame.
Any cost difference you pay between t|
generic and brand name drug does no
go toward meeting your medical
deductible and also does not go towart
your outof-pocket maximum.

(31-day to 90-day supply)

After the applicable High Deductible
(combined medical, mental
health/subtance abuse and prescriptiq
drug benefits) is met, prescription dru
are covered at 80%

If generic is available, and you or you
doctor choose a brasthme, you pay
the coeinsurance plus the difference in
cost between the generic and brand
name. Any ost difference you pay
between the generic and brand name
drug does not go toward meeting you
medical deductible and also does not
towards your oubf-pocket maximum.

Non-Participating Pharmacy

No benefit

No benefit
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Prescription Drugs Requiring Prior Authorization for Benefits

Some prescriptions may require prior authorization before they can be paid by the Plan, depending on
your medical plan. Prior authorization is required by the Plan to determine whether the products will be
approved for cosrage for medically necessary treatment of a covered health condition. Some examples
of drugs that require prior authorization are:

o Fertility agents
e Growth hormones
e Interferons

If the medication prescribed for you requires this approval, your participating retail pharmacist or Medco
Health Solutions will initiate the process on your behalf. Medco will contact your physician to review the
therapy and determine whether the drug lsa covered by the Plan. Typically, this process will take two
business days, although in some cases it can be completed the same day. You and your physician will be
notified when the process is complete. If your medication is not approved undeartt@n@lyou elect to

fill your prescription, you will be responsible for paying the full cost of the medication.

Prescription Expenses Covered
The following are covered benefits (unless |listed

o federallegend drugs;

e State restricted drugs;

¢ Compounded medications of which at least one ingredient is a legend drug;
e Insulin;

¢ Insulin needles and syringes;

e Certain smoking deterrents requiring a prescription;

e Overthe-counter diabetic supplies; and

e Oral or injectable antineoplastic agents.

Prescription Expenses Not Covered
¢ Drugs not classified as federal legend drugs;

e Contraceptive jellies, creams, foams, devices, implants, or injections;

e Emergency contraceptives;

e Overthe-counter medicines and drugs, other thresulin, not prescribed by a physician;
e Topical fluoride preparations;

e Therapeutic devices or appliances;

e Drugs whose sole purpose is to promote or stimulate hair growth (Rogaine®) or are for cosmetic
purposes only (e.g., Renova®);

e Allergy sera;
¢ Biologicds and blood or blood plasma products;

e Drugs | abedllddnifti@adutbiyonf eder al l aw to investigat:i
though a charge is made to the individual;
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e Medication for which the cost i snoroecupatomar abl e unc
disease law or any state or governmental agency, or medication furnished by any other drug or
medical service for which no charge is made to the member;

e Medication which is dispensed and to be taken or administered to an individuablenarim part,
while he or she is a patient in a licensed hospital, rest home, sanitarium, extended care facility, skilled
nursing facility, convalescent hospital, nursing home, or similar institution which operates on its
premises or allows to be operditan its premises, a facility for dispensing pharmaceuticals which is
supplying the medications;

e Any prescription refilled at a retail pharmacy following the second refill;

e Any prescription refilled in excess of the number of refills specified by the gagsior any refill
di spensed after one year from the physiciands or

e Charges for the administration or injection of any drug.

Prescription Drug Program Claims Procedures
Claims for reimbursement of prescription drugs purchased at ratdilecaent to the following address:

Medco Health Solutions
P.O. Box 14711
Lexington, KY 40512

Claims for prescription drugs to be filled through the mail order pharmacy can be mailetbttottiag
address:

Medco Health Solutions
P. O. Box 30493
Tampa,FL 336303493

Your claim for Prescription Drug Program benefits must be submitted withimobghs from the date in
which you incur the expense that gives rise to the claim. If the Plan is secondary, you must first submit
your claim to the primary plan.

For any claims for benefits, you may be asked to submit additional information so that Medco can
determine whether the claim is covered and the amount of the claim.

At any time, you have the right to appoint someone to pursue the claim on your behatfanTtmsa
doctor, lawyer, friend or relative. You may be asked to notify Medco Health in writing and give Medco
the name, address and telephone number where your authorized representative can be reached.

Prescription Drug Program benefits will be paidyonli f Medco Heal th Solutions,
Admi ni stratords del egate) decides, in its discret
them. Claims for Prescription Drug Program Benefits fall into four categories: claims fot cage,

claims requiring advance approval, claims following approval of agoimg course of treatment, and

claims for the payment of medical services after they have been received (refarred téi Post Ser vi c
Cl ai mso) . I f 'y ou Progrgnubersefits, tRertimesframei wjihin iwloiahm yoD reaeige

notice of a benefit denial will depend on what kind of claim has been made.

Urgent Care Claims

If a claim is urgent, you will be notified of
taking into account the medical circumstances. Notice will not be later than 24 hours after Medco
received the claim, unless the claim does not contain sufficient information on which to base a
decision.
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If the claim is incomplete and additional infornuatiis required, you will be notified as soon as
possible, but not later than 24 hours after Medco received the claim. You will be advised of the
information required and will be given at least 48 hours to provide it.

You wi || t hen b eecisiom disisdéon as gossibfe, b rotllatay thas 48dhours
after the earlier of:

e Medcob6s receipt of the specified information
e The end of the 48 hours given to you to provide additional information.
A claimis Aurgento in the following cases:

¢ Where appliation of the 3eday time period for noargent care claims could reasonably be
expected to seriously jeopardize your life or health or ability to regain maximum function;

o If, after discussion between your physician and a physician acting on behalf of the
Prescription Drug Program, it is determined that the application of tumg®ime period for
nonturgent care claims would subject you to severe pain that could not be adequately
managed without the care that is the subject of the claim; or

¢ If a physicianwith knowledge of your medical condition determines that a claim is urgent,
such determination shall be accepted.

Claim Requiring Advance Approval or Preauthorization

If a claim is for a benefit requiring advance approval by Medco, for example, preaatioorinr

growth hormones (see fAiPrescription Drugs Requi
be notified of Medcobs deci sion, adverse or no
the medical circumstances, but not later thadd/s after Medco received the claim. This time

period may be extended for an additionaldays if the claim does not contain sufficient

information on which to base a decision, or an extension is required for other reasons beyond
Medcods control

If an exension is required, you will be notified before the end of the originday5eriod of the
circumstances necessitating the extension and the date by which a decision is expected. If
additional information is required, Medco will specifically descrilia the notice and give you a
period of at least 48ays to provide it.

Approval of an Ongoing Course of Treatment
If Medco has approved an ongoing course of treatment to be provided to you over a period of
time or has approved a number of treatmentsiali@ving will apply:

¢ Unless the Plan is amended or terminated, any reduction or termination in the course of
treat ment will be treated as a claim deni al
defined below.

e Medco will notify you sufficiently in advace to allow you to appeal and obtain a decision on
appeal before the reduction or termination in the course of treatment.

PostService Claim

If your claim is for the payment of Prescription Drug Program benefits after they have been

received, Medco will dcide the claim within a reasonable time, but not longer thalaa® after

Medco received the claim. This time period may be extended for an additicoey<L§ the

claim does not contain sufficient information on which to base a decision, or an@&xiens
required for other reasons beyond Medcobs cont

If an extension is required, you will be notified before the end of the originddB@eriod of the
circumstances necessitating the extension and the date by which a decision is expected. If
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addtional information is required, Medco will specifically describe it in the notice and give you a
period of at least 48ays to provide it.

Medco may secure independent medical or other advice and require such other evidence as it deems
necessary to decig®ur claim.

Notice of Denial
If Medco issues an Adverse Benefit Determination, you will be notified of the Adverse Benefit
Determination in writing. An fAAdverse Benefit De

e Coverage denial;

e The Planbés f ail ur e ttorm benefipincluding a denial, neduktien, tpramigatioa n
or failure to provide or make payment based on an eligibility determination;

¢ Denial because the service is determined to be experimental, investigational, or not medically
appropriate;

¢ Reductionor termination in an ongoing course of treatment (except due to Plan amendment or
termination); or

e Cancellation or discontinuance of coverage that has a retroactive effect, regardless of whether there is
an adverse effect on any particular benefit atttha.

Written notice of the Adverse Benefit Determination, or denial, will include:

¢ Information sufficient to identify the claim involved (including the date of service, the health care
provider, the claim amount (if applicable), the diagnosis code andritssponding meaning and the
treatment code and its corresponding megning

e The specific reason or reasons for the denial;
e Areference to the Prescription Drug Program provision on which the denial is based;

¢ A description of any additional material ofégnmation necessary for you to complete your claim and
an explanation of why such material or information is necessary;

e |f Medco relied on an internal rule, guideline, protocol, or other similar criterion in making its
decision, a description of the spécifule, guideline, protocol, or other similar criterion or a statement
that such a rule, guideline, protocol, or other similar criterion was relied on and that a copy of such
rule, guideline, protocol, or other criterion will be provided free of chargeuaipon request;

o If the Adverse Benefit Determination is based on a medical necessity or experimental or
investigational limitation, either an explanation of the scientific or clinical judgment for the
determination, applying the terms of the Plan toryoadical circumstances, or a statement that such
explanation will be provided free of charge to you upon request; and

e Anexplanationof(iy he Prescription Drug Programbés claim a
applicable to thosprocedures(ii) the external review process; (iiipw to initiate and follow those
procedures and the external review processtlfgryight to submit written comments, documents,
records and other information relating to the claim to have them consider#te (ightto have
reasonable access to, and copies of (on request at no charge), relevant documents and other
information; and (vi) a statement of your right to bring a civil action under ERISA section 502(a)
within one year after the date of the final decisiontendlaim appeal. Such statement will include
the availability of, and the contact information for, any applicable office of health insurance consumer
assistance or ombudsman established under Public Health Service Act 3£88dn assist
individuals wth internal claims and appeal procedures and external review process.
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Appealing a Denied Prescription Drug Program Claim for Benefits

You or your authorized representative may appeal an Adverse Benefit Determination. Your appeal must

be made in writingvithin 180d ay s of Medcods initial notice of an
you will lose the right to appeal your denial. If you do not appeal on time, you will also lose your right to

file suit in court, as you will have failed to exhaust lyimiernal administrative appeal rights, which is

generally a prerequisite to bringing suit.

Your written appeal should be sent to:

Medco Health Solutions of Irving
8111 Royal Ridge Parkway
Irving, TX 75063

You may file an urgent care claims appeal to Meblg fax to 1888235-8551.

Your written appeal should include the following:

e The reasons you feel your claim should not have been denied.

e Any additional facts and/or documentation that you feel support your claim.

You will have the opportunity to submitritten comments, documents, records, and other information in
support of your appeal. You will be provided, upon request and free of charge, reasonable access to, and
copies of, all relevant documents as defined by appliddl8eDepartment of Labor re¢ations. The

review of the adverse determination will take into account all comments, documents, records and other
information submitted by you relating to the claims, regardless of whether such information was

submitted and considered in the initial biéngetermination.

Review of Appeal

Medco will review and render a decision on your appeal within the time frames outlined below and will
notify you of its decision in writing. The individual who reviews and renders a decision on your appeal
will not be an individual who patrticipated in or decided your original claim, nor will he/she be a
subordinate to the original decision maker. No deference shall be given to the initial decision. Medco
may consult with a physician or other licensed health care grofed with appropriate training and
experience to receive advice or other such evidence as it deems necessary to decide your claim, except
that any medical expert consulted in connection with your appeal will be different from any expert
consulted in youinitial claim and will not be a subordinate of that expert. The identity of a medical

expert consulted in connection with your appeal will be provided upon request.

You will be provided with any new or additional evidence considered, relied upon, catgehine Plan
in connection with your claim. The evidence will be provided to you as soon as possible and in advance
of the notice of the final determination so that you will have an opportunity to respond prior to that date.

Medco may hold a hearingiifis deemed necessary, and shall issue a written decision reaffirming,
modifying or setting aside the initial determination not later thada3@ after Medco received the appeal.
If there is a hearing, you will be allowed to present evidence as ph#e pfocess. If there is no hearing,
Medco will notify you of its decision on appeal, adverse or not, but not later thday8@&fter Medco
received the appeal.

The time frame for review of your appeal, like your initial claim for Prescription Drug &rogenefits,
depends on whether it is an urgent care claim, a claim requiring advance approval, a claim following
approval of an ongoing course of treatment or a-Bestice Claim.
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Urgent Care Claims

If your appeal is in connection with an urgent carécléhe independent fiduciary will notify

you of its decision on appeal as soon as possible, taking into account the medical circumstances,
but not later than 72 hours after Medco received the appeal.

Claim Requiring Advance Approval or Preauthorization

If your appeal is in connection with a claim for benefits requiring advance approval by the
independent fiduciary, you will be notified of its decision on appeal, adverse or not, within a
reasonable period of time appropriate to the medical circumstantesttbater than 3days

after Medco received your appeal.

Approval of an Ongoing Course of Treatment

If your appeal is in connection with a claim for an ongoing course of treatment, the independent
fiduciary will notify you of its decision on appeal a®aas possible, but not later than the date
your treatment ends or is reduced.

PostService Claimd Level 1 Appeal

If your appeal is in connection with a claim for payment of Prescription Drug Program benefits
after they have been received, the indepeniiduntiary will notify you of its decision on appeal,
adverse or not, but not later thandys after Medco or received the appeal. There are two
levels of appeal for postervice claims.

Notice of Appeal Denial
If the decision on appeal affirms the iaitdenial of your claim, you will be notified of the Adverse
Benefit Determination in writing. This notice of denial will include:

¢ Information sufficient to identify the claim involved (including the date of service, the health care
provider, the claimmount (if applicable), and a statement describing the availability of the diagnosis
code and its corresponding meaning and the treatment code and its corresponding meaning);

e The specific reason(s) for the denial;
e The Prescription Drug Program provisiongs) which the decision is based;

¢ A statement of your right to review (on request and at no charge) relevant documents and other
information;

¢ If Medco relied on an internal rule, guideline, protocol, or other similar criterion in making its
decision, a desigtion of the specific rule, guideline, protocol, scientific or clinical judgment, or other
similar criterion or a statement that such a rule, guideline, protocol, or other similar criterion was
relied on and that a copy of such rule, guideline, protacalther criterion will be provided free of
charge to you upon request;

e A description of the external review process, including how to initiate external review;

o If the Adverse Benefit Determination is based on a medical necessity or experimental or
investigational limitation, either an explanation of the scientific or clinical judgment for the
determination, applying the terms of the Plan to your medical circumstances, or a statement that such
explanation will be provided free of charge to you upon request;

e |f the notice of denial is a PeService Claim Level 1 appeal denial, an explanation of Level 2 Appeal
procedures; and

e A statement of your right to bring suit under ERISA section 502(a) within in one year after the date of
the final decision on appeah@t he f ol |l owi ng statement: AYou and
voluntary alternative dispute resolution options, such as mediation. One way to find out what may be
available to you is to contact your local U.S. Department of Labor Office and your Stdttang
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a g e n anjessahe notice of denial is a R8&trvice Claim Level 1 appeal denial. In which case,
this statement will be included in the notice of a Level 2 appeal denial, if any.

e Information regarding the availability cind the contact information for, any applicable office of
health insurance commissioner assistance or ombudsman established under Public Health Service Act
Section 2793 to assist individuals with internal claims and appeals and external review process.

Post-Service Claimd Level 2 Appeal

You or your authorized representative may request a review of the Level 1 appeal denial. If you choose

to request a Level 2 review, you must submit your appeal in writing withid 8¢ s of Medcob6s n.
Level 1 AppehDenial, or else you will lose the right to a Level 2 review. If you do not request a Level 2

review on time, you will also lose your right to file suit in federal court as you will have failed to exhaust

your internal administrative appeal rights, whislgenerally a prerequisite to bringing suit.

Your Level 2 Appeal should be sent to:

Medco Health Solutions of Irving
8111 Royal Ridge Parkway
Irving, TX 75063

Your written Level 2 Appeal should include the reasons you feel your claim should not hawehisel
and any additional facts or documentation that you feel supports your claim.

Notice of Level 2 PostService Claim Appeal Denial

If the decision on the Level 2 review upholds the Level 1 appeal denial, you will be furnished with a
notice of Advers@enefit Determination on review, setting forth all of the items included in the notice of
the Appeal Denial described above, as well as a statement of your right to bring suit under ERISA
Section502(a) within one year after the date of the final decisiothe claim appeal.

External Review

You will be informed if you have the right to request external review of an Adverse Benefit
Determination upheld on appeal. The request for external review must be made in writing and must be
made within four monthsfahe date you are advised that the Adverse Benefit Determination following
your appeal was upheld. Your request for external review should be sent to:

Medco Health Solutions of Irving
8111 Royal Ridge Parkway
Irving, TX 75063

Within five business days following receipt of the external review regMestco will complete a

preliminary review of the request for external review to determine whether the request is complete and
eligible for external review; and within one busineay dfter completion of the preliminary review,

Medco you will be furnished with a written notification. If the request is complete but ineligible for
external review, the notification will include the reason for ineligibility and contact informatiohdor t
Employee Benefits Security Administration. If the request is not complete, the notification will describe
the information or materials needed to make the request complete, and you will be allowed to complete
the request for external review within tleaif-month filing period or within the 48our period following
receipt of the notification, whichever is later.

You or your authorized representative may be allowed to request an expedited external review if you
receive an Adverse Benefit Determinatibattinvolves a medical condition for which the timeframe for
completion of an external review would seriously jeopardize your life or health or your ability to regain
maximum function, or that concerns admission, availability of care, continued stagltbrdage item or
service for which you received emergency services, but you have not been discharged from a facility.
Medcowill review your request for expedited external review in the same manner in which it reviews
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your request for external review,dawill immediately sent notice regarding your eligibility for the
expedited external review.

Medcowi Il assign an Alndependent Review Organizatio
known as the Utilization Review Accreditation Commission) or binalar nationally recognized
accrediting organization to conduct the external review.

The IRO will issue a notice of the final external review decision. Such notice will meet the requirements
of 29 C.F.R2590.7152719 and any subsequent regulatory sulstegulatory guidance regarding the
content and timing of the notice of the final external review decisioMedfco receives notice from the

IRO that the final Adverse Benefit Determination following appeal was reversed, it will immediately pay
the clam.

For information about filing a prescriptio d
er t

n rug
and Enroll ment Claims and Appeal so und he Elig
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Mental Health and Substance Abuse Program
Highlight s

If you are covered underfdex Selecteductible medical option, the information in this section describes
the coverage you have under the Mental Health and Substance Abuse Program. The mental health and

substance abuse services are provided throughtUa d Behavi or al Health (AUBHDO

service providers.

Network and Non-Network Care

You may choose to have your treatment from either a network provider or a provider outside their
networks, but to receive the highest level of benefitsrpast receive treatment from a provider within
your network of service providers.

All mental health and substance abuse care must be rendered by a practitioner who is independently
licensed. There are no benefits available for practitioners who do notmimé®um licensing
requirements.

All mental health and substance abuse care, whether autof-network, must be medically necessary
as determined by UBH.

Contact Information
Use UBH to help arrange your care. Contact UBH if you have questions abioaiaye or about
network and nometwork providers at 86881-6395.

Claim Payments for Covered Services
Claim payments for covered services received by a participant will be made as follows:

¢ Network Providers. When a participant receives covered services from a practitioner or facility that
is a network provider, any payment due under this Plan will be made directly to the network provider.

o Non-Network Providers. When a participant receives covered servicasfa facility or
practitioner that is not a network provider, payment due under this Plan will be made to the member
or practitioner/facility as directed on the claim form.

e Assignment Prohibited. A covered participant 6 sendafiisgrheteivainder
reimbursement for mental health or substance abuse treatment may not be assigned or otherwise
transferred to any other person or entity.

If you are enrolled in the EPStanddhn option, expenses you have for mental health and substance
abuse treatment, whether or outof-network, count toward any medical plan deductible or annual out
of-pocket maximum.

If you are enrolled in the EPChoice Plan option, expenses you haveftal health and substance abuse
treatment, whether iror outof-network, count toward your medical plan deductible and annuafeut
pocket maximum.
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Mental Health and Substance Abuse Coverage Charts

EPStandard Plan Option

Outpatient Treatment

Network Provider

First three visits per year paid at
100%; $20 copay for additional
visits

Non-Network Provider

Plan pays 60% of the reasonable a
customary rate after deductible

Inpatient Treatment

Plan pays 80% after deductible

Plan pays 60% after deductible of
the reasonable and customary rate
precertified and 50% after

deductible of the reasonable and
customary rate if not precertified

Out-of-Pocket Maximum (combinec
medical and mental health/substan
abuse benefit)

$2,5 per person

$5,000 per family

$5,000 per person

$10,000 per family

EPChoice Plan Option

Deductible (combined medical,
prescription drug and mental
health/substance abuse benefit)

Network Provider
$1,800 Employee Only coverage

$2,500 Family coverage

Non-Network Provider
$3,600 Employee Only coverage

$5,000 Family coverage

Outpatient or Inpatient Treatment

After applicable high deductible
(combined medical, mental
health/substance abuse and
prescription drudenefits) is met,
plan pays 80% of reasonable and
customary charges.

After applicable high deductible
(combined medical, mental
health/substance abuse and
prescription drug benefits) is met,
plan pays 60% of reasonable and
customary charges if precertified
and50%of reasonable customary
charges if not precertified.

Out-of-Pocket Maximum (combinec
medical, prescription drug and
mental health/substance abuse
benefit)

$4,000 Employee Only coverage

$6,000 Family coverage

$8,000 Employee Only coverage

$12,000 Family coverage
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Exclusions and Limitations
Some expenses are specifically excluded from coverage. Expenses not covered include:

A
A

o o

™

™

™

o o

To o To Io Do

Treatment for caffeine or nicotine intoxication, withdrawal, or dependence.

Custodial care, educational rehabilitationtreatment of learning disabilities, regardless of the
setting in which such services are provided.

Treatment for personal or professional growth, development, or training or professional certification.

Evaluation, consultation, or therapy for educatiargrofessional training or for investigational
purposes relating to employment.

Counseling/therapy related to change of sex.

Therapies that do not meet national standards for mental health professional practice (e.g., Erhard/The

Forum, primal therapy,ibenergetic therapy, crystal healing therapy, sensitivity training, or rolfing).
Experimental or investigational therapies.

Courtordered psychiatric or substance abuse treatment, unless service provider determines that such
services are medically necesgsfor the treatment of a condition included in iagnostic and

Statistical Manual of Mental DisordeF our t h edi ti on, r elvV sRa) . as amen

Psychological testing, except where precertified as medically necessary by the service provider.

Chages for services, supplies, or treatments that are covered charges under the medical portion of
this Plan or other employsponsored health care plan.

Prescription drugs, except where dispensed by a hospital or residential or day treatment program to a
covered individual who, at the time of dispensing, is receiving treatment at the appropriate facility or
program.

Privateduty nursing, except when precertified by the service provider as medically necessary.

Services to treat conditions that are identifigdhe DSMIV R as not being attributable to a mental
disorder (such as V codes).

Treatment of congenital or organic disorders, except for associated treatment and acute behavioral
manifestations.

Marriage counseling.

Couples therapy, except when certifigs a medically necessary part of the treatment plan of a spouse
or samesex domestic partner covered by the Plan, who has aW3Rmental disorder.

Aversion therapy.

Non-abstinence based or nutritionally based treatment for substance abuse.
Sexual theaipy programs.

Treatment or consultations provided via telephone.

Services, treatment, or supplies provided as
legislation, or obtained through, or required by, any governmental agency or program, whether
federal, state, or of any subdivision thereof (exclusive of-aldMedicaid); or caused by the

conduct or omission of a third party for which the participant has a claim for damages or relief, unless
the participant provides the service provider witiea hgainst such claim for damages or relief in a

form and manner satisfactory to the service provider.
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A Treat ment or consultations provided by you or
former spouse or sargex domestic partner, or mhiciliary partner.

A Remedial education beyond evaluation and diagnosis of learning disabilities, education rehabilitation,
academic education, and educational therapy for learning disabilities.

Mental Health, Substance Abuse and EAP Services Claims Procads

Filing a Claim

If you have a claim for ouvf-network mental health or substance treatment, you must file awigim
UBH. You may obtain claim forms by calling UBH aB66-781-6395.

Mail claims to:

United Behavioral Health
P.O. Box 30755
Salt LakeCity, UT 84 1360755

Your claim must be submitted within h2onths from the date in which you incur the expensegilias
rise to the claim. If the Plan is secondary, you must first submit your claim to the primary plan.

For any claim for benefits, youay be asked to submit additional information so that UBH can determine
whether the claim is covered and the amount of the claim.

At any time, you have the right to appoint someone to pursue the claim on your behalf. This can be a
doctor, lawyer, friend orelative. You may be asked to notify UBH in writing and give UBH the name,
address and telephone number where your authorized representative can be reached.

Ment al heal th, substance abuse and EAP benefits
delegate) decides, in its discretion, that you or your covered dependents are entitled to them. Claims for

mental health, substance abuse and EAP services fall into four categories: a claim for urgent care, a claim

requiring advance approval, a claiolldbwing approval of an ongoing course of treatment, and a claim for
services after theyyehaveebdcdm iramd githin v drdcleyod P one t
receive notification will depend on what kind of a claim has been made.

Urgent Care Claims

If a claim is urgent, you will be notified of the decision, adverse or not, as soon as possiblentaking
account the medical circumstances. Notification will not be later than 24 hours after UBH received the
claim, unless the claim does not contsifficient information on which to base a decision.

If the claim is incomplete and additional information is required, you will be notified as soon as possible,
but not later than 24 hours after UBH received the claim. You will be advised of the inéormegtuired
and will be given at least 48 hours to provide it.

You wi |l |l then be notified of UBHOG6s deci sion as
earlier of;

A The receipt of any additional information by UBH, or
A The end of the 48 hougsven to you to provide additional information.
A claim is fAurgento in the following cases:

A Where application of the 3@ay time period for nomrrgent care claims could reasonably be expected
to seriously jeopardize your life or health or ability to regaaximum function;
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A After discussion between the patientés physiciar
application of the 3@ay time period for noargent care claims would subject you to severe pain that
could not be adequately manageithout the care that is the subject of the claim; or

A If a physician with knowledge of your medical condition determines that a claim is urgent, such
determination shall be accepted.

Claim Requiring Advance Approval or Pre-Authorization

If a claim is fora benefit requiring advance approval by UBH (all mental health and substance abuse

treatment requires advance apprévale e t he fASt eps to Taked section un
Substance Abuse Programod), you wiwitHinabeasonaldet i f i ed o
period of time appropriate to the medical circumstances, but not later tliay< &fter UBH received the

claim. This time period may be extended for an additionalad/s if the claim does not contain sufficient
information onwhich o base a decision, or an extension is r
control.

If an extension is required, you will be notified before the end of the origirddyt period of the
circumstances necessitating the extension and the date by wléclksion is expected. If additional
information is required, UBH will specifically describe it in the notice and give you a period of at least
45days to provide it.

Approval of an Ongoing Course of Treatment
If UBH has approved an ongoing course oatneent to be provided over a period of time or approved a
number of treatments, the following will apply:

A Unless the Plan is amended or terminated, any reduction or termination in the course of treatment will
be treated as a cl at mDeteai mlnatri daldvewlsieclBeinefde

A UBH will notify you sufficiently in advance to allow you to appeal and obtain a decision on appeal
before the reduction or termination in the course of treatment.

PostService Claim

If your claim is for the paymerdf medical services after they have been received, UBH will decide the

claim within a reasonable time, but not longer than&®gs after it received the claim. This time period

may be extended for an additionaldd&ys if the claim does not contain saiint information on which to

base a decision, or an extension is required for

If an extension is required, you will be notified before the end of the origindd3@eriod of the
circumstances necessitating the extemsind the date by which a decision is expected. If additional
information is required, UBH will specifically describe it in the notice and give you a period of at least
45days to provide it.

UBH may secure independent medical or other advice and reyineother evidence as it deems
necessaryo decide your claim.

Notification of Denial
If UBH issues an Adverse Benefit Determination, you can request to have your claim reviewed and
reconsi der ed. An fHAdverse Benefit Determinati ono

A Coverage deal;

A The Planés failure to provide or make payment fc
or failure to provide or make payment based on an eligibility determination;

™

Denial because the service is experimental, investigational or natathetecessary;

A Reduction or termination in an ongoing course of treatment (except due to Plan amendment or
termination); or
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A Cancellation or discontinuance of coverage that has a retroactive effect, regardless of whether there is
an adverse effect on apugrticular benefit at that time.

The written explanation of the denial will include:

A Information sufficient to identify the claim involved (including the date of service, the health care
provider, the claim amount (if applicable), and a statement desgtié availability, upon request,
of the diagnosis code and its corresponding meaning and the treatment code and its corresponding
meaning;

T

The specific reason(s) for the denial;

™

A reference to the provision on which the denial is based;

A If UBH relied onan internal rule, guideline, protocol, or other similar criterion in making its decision,
a description of the specific rule, guideline, protocol, or other similar criterion was relied on and that
a copy of such rule, guideline or protocol, or other aatewill be provided free of charge you
upon request;

A A description of any additional material or information necessary for you to complete your claim and
an explanation of why such material or information is necessary;

A If the Adverse Benefit Determation was based on a medical necessity or experimental or
investigational limitation, either an explanation of the scientific or clinical judgment for the
determination, applying the terms of the Plan to your medical circumstances, or a statement that such
explanation will be provided free of charge to you upon request; and

A An explanation of (ithe mental health, substance abuse and EAP claim appeal procedures and the
time limits applicable to thogarocedures(ii) the external review process; (ilipw o initiate and
follow those procedures and the external review procesghévjght to submit written comments,
documents, records and other information relating to the claim to have them consideredright
to have reasonable access to, and sogli€on request at no charge), relevant documents and other
information; and (vi) a statement of your right to bring a civil action under ERISA section 502(a)
within one year after the date of the final decision on the claim appeal. Such statemewtugd i
the availability of, and the contact information for, any applicable office of health insurance consumer
assistance or ombudsman established under Public Health Service Act 3688dn assist
individuals with internal claims and appeal procedwed external review process

Appealing Denied Claims

You or your authorized representative may appeal an Adverse Benefit Determination. Your appeal must
be made in writing within 18@ays of the initial notice of an Adverse Benefit Determination @ncl

denial), or else you will lose the right to appeal your denial. If you do not appeal on time, you will also
lose your right to file suit in court, as you will have failed to exhaust your intedmainistrative appeal

rights, which is generally a pesuisite to bringing suit.

Your written appeal should be sent to:

United Behavioral Health
Appeals& Complaints Unit
4212 San Felipe Rd.
PMB 448
Houston, TX 77022902
Your written appeal should include the following:
A The reasons you feel your claim shontit have been denied

A Any additional facts and/or documentation that you feel support your claim.
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You will have the opportunity to submit written comments, documents, records, and other information in
support of your appeal. You will be provided, uporuesy and free of charge, reasonable access to, and
copies of, all relevant documents as defined by applicableDg@rtment of Labor regulations.

All written comments and documents you submit with your appeal, whether or not considered in the
initial claim determination, will be reviewed and considered on appeal.

Review of Appeal

UBH will review and render a decision on your appeal within the time frames outlined below and will
notify you of its decision in writing. The individual who reviews and rendetscision on your appeal

will not be an individual who participated in or decided your original claim, nor will he/she be a
subordinate to the original decision maker. No deference shall be given to the initial decision. UBH may
consult with a physiciaor other licensed health care professional with appropriate training and
experience to receive advice or other such evidence as it deems necessary to decide your claim, except
that any medical expert consulted in connection with your appeal will beetiffiEom anyexpert

consulted in your initial claim and will not be a subordinate of that expert. The identity of a medical
expert consulted in connection with your appeal will be provided upon request.

You will be provided with any new or additional dence considered, relied upon, or generated the Plan
in connection with your claim. The evidence will be provided to you as soon as possible and in advance
of the notice of the final determination so that you will have an opportunity to respond phiat date.

UBH may hold a hearing if it is deemed necessary, and shall issue a written decision reaffirming,
modifying or setting aside the initial determination not later thada3@ after UBH received the appeal.

If there is a hearing, you will be all@d to present evidence as part of the process. If there is no hearing,
UBH will notify you of its decision on appeal, adverse or not, but not later thday30after UBH

received the appeal.

The time frame for review of your appeal, like your initi@im for mental health, substance abuse or
EAP benefits, depends on whether it is an urgent care claim, a claim requiring advance approval, a claim
following approval of an ongoing course of treatment or a-Bestice Claim.

Urgent Care Claims

If your appeal is in connection with an urgent care claim, the independent fiduciary will notify

you of its decision on appeal as soon as possible, taking into account medical circumstances, but
not later than 72 hours after UBH received the appeal.

Claim Requiring Advance Approval or Precertification

If your appeal is in connection with a claim for benefits requiring advance approval by the
independent fiduciary, you will be notified of its decision on appeal, adverse or not, within a
reasonable period of time apprigte to the medical circumstances, but not later thafle$6

after UBH received your appeal.

Approval of an Ongoing Course of Treatment

If your appeal is in connection with a claim for an ongoing course of treatment, the independent
fiduciary will notify you of its decision on appeal as soon as possible, but not later than the date
your treatment ends or is reduced.

PostService Claim

If your appeal is in connection with a claim for payment of medical services after they have been
received, the independent fiduciary will notify you of its decision on appeal, adverst but

not later than 6@ays after UBH received the appeal.

Notification of Appeal Denial
If the decision on appeal affirms the denial of your claim, you will be furnished with a notice of Adverse
Benefit Determination in writing. This notice of denial will include:
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A Information sufficient to identify the claim involvdihcluding the date of service, the health care
provider, the claim amount (if applicable), and a statement describing the availability, upon request,
of the diagnosis code and its corresponding meaning and the treatment code and its corresponding
meaning;

T

The specific reason(s) for the denial;

™

The Plan provisions on which the decision is based;

A A statement of your right to review (on request and at no charge) relevant documents and other
information;

A If UBH relied on an internal rule, guideline, protocol, or other similar criterion in making its decision,
a description of the specific rule, guideline, protocol, scientific or clinical judgment, or other similar
criterion or a statement that such a rgi@deline, protocol, or other similar criterion was relied on
and that a copy of such rule, guideline, protocol, or other criterion will be provided free of charge to
you upon request;

o

A description of the external review process, including how to faigaternal review;

A A statement of your right to bring suit under ERISA section 502(a) within one year after the date of
the final decision on the claim appeal, and thefoiion g st at ement: AYou and yo
other voluntary alternative disputesptution options, such as mediation. One way to find out what
may be available to you is to contact your local U.S. Department of Labor Office and your State
regulatory agency. 0; and

A Information regarding the availability of, and the contact informationany applicable office of
health insurance commissioner assistance or ombudsman established under Public Health Service Act
Section 2793 to assist individuals with internal claims and appeals and external review process.

External Review

You will be infarmed if you have the right to request external review of an Adverse Benefit
Determination upheld on appeal. The request for external review must be made in writing and must be
made within four months of the date you are advised that the Adverse BenefinDation following

your appeal was upheld. Your request for external review should be sent to:

United Behavioral Health
Appeals and Complaints Unit
4212 San Felipe Road

PMB 448

Houston, TX 77022902

Within five business days following receipt of taeternal review requedtiBH will complete a

preliminary review of the request for external review to determine whether the request is complete and
eligible for external review; and within one business day after completion of the preliminary review,
UBH you will be furnished with a written notification. If the request is complete but ineligible for
external review, the notification will include the reason for ineligibility and contact information for the
Employee Benefits Security Administration. If tleguest is not complete, the notification will describe
the information or materials needed to make the request complete, and you will be allowed to complete
the request for external review within the fenonth filing period or within the 48our period fdowing
receipt of the notification, whichever is later.

You or your authorized representative may be allowed to request an expedited external review if you
receive an Adverse Benefit Determination that involves a medical condition for which the tiéram
completion of an external review would seriously jeopardize your life or health or your ability to regain
maximum function, or that concerns admission, availability of care, continued stay, or health care item or
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service for which you received emengg services, but you have not been discharged from a facility.

UBH will review your request for expedited external review in the same manner in which it reviews your
request for external review, and will immediately sent notice regarding your eligibilitlye expedited
external review.

UBHwi | | assign an fAlndependent Review Organizati on
known as the Utilization Review Accreditation Commission) or by a similar nationally recognized
accrediting organization twonduct the external review.

The IRO will issue a notice of the final external review decision. Such notice will meet the requirements
of 29 C.F.R2590.7152719 and any subsequent regulatory and subregulatory guidance regarding the
content and timing ahe notice of the final external review decisionlUBH receives notice from the

IRO that the final Adverse Benefit Determination following appeal was reversed, it will immediately pay
the claim.

For information about filing a mental health, substaresa or EAP benefit eligibility or enroliment
claim, see fAElIligibility and Enroll ment Claims and

of this SPD.
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Employee Assistance Program (EAP)
Highlights and Eligibility

As an employee of El Paso,ydurami | yés health and well Dbeing are i
the demands of home and work can be challenging,
the extra mile to help meet all of your needs. From the birth of a child to pest@salissues, the EAP

offers services that can help you face a variety of challenges.

The EAP, provided through United Behavioral Heal t
highly qualified counselors, who will help develop a personalized ptanding referrals to an
appropriate provider or resource.

These services are available to all regulartiole, reducedéschedule and patime employees without
regard to what medical plan they have selected, including those with no medical coverageAP
coverage begins the first day you meet eligibility requirements, which is normally your date of hire.

EAP Contact Information

As soon as you or a family member realizes that the Employee Assistance Program may be of help to you,
call UBH at 1866-781-6395. Once you have made an initial call to UBH, they will put you in touch with

an EAP counselor. If appropriate, you may also receive a packet of information in the mail. This will
provide helpful information about your situation. Not only widbioselors be able to assist you at your

initial time of need, they will also be available 24 hours a day.

EAP Services

Child and Parenting Support Services

Extensive services for children from birth to age 18 are available, including information andatarsul
on all kinds of parenting questions, and resources for day care, summer camps, adoptiorchild sick
care.

Personal Stress Issues/Mental Health

Depression, stress, and anxiety can impact your ability to perform well at work and at home. Trained
counselors will listen to your concerns and assess the problem to determine the needed resources and/or
referrals.

Chronic Condition Support

Manage chronic conditions like diabetes, arthritis and asthma with researched links to professional
organizations athexpert resourcésas well as qualified referrals on transportation services, support
groups, remodeling for accessibility, dealing with stress and anxiety and more.

Family Issues

Balancing work and personal life is a big issue that affects a large porfiont oday ds wor kf or c e
counselors will listen to your concerns and provide assistance regarding relationship, dual career, health,

child care, and adult care issues.

Family Mediation

Family mediation is geared toward resolving famméyated disputesA nationwide network of

professional mediators is available to assist separating or divorcing couples reach mutually acceptable
agreements about money, children or arrangements for the future. Mediation assistance is available for
property and debt digion, custody, visitation and child support arrangements. Mediators may also assist
with disputes involving health care and living arrangements for family members, inheritances and post
divorce disputes over parenting or child support. Members recdereate to qualified family mediators

who offer services at 20% below their normal fee.
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Work/Life Services

Life Resource counselors work with you to identify and address your work/life issues and needs. You can
receive counseling, education, and refernrals wide range of areas: prenatal care, child care (including
summer and emergency care), adoption, schools, special needs, colleges, personal services, and adult
care. The team refers providers and programs that meet your service and location eetgjiterhelp

you better balance your personal and professional life. You will also have access to comprehensive
educational materials that present the detailed, practical information you need to manage your work and
life responsibilities.

Life Learning
Educational resources for all ages and abilities, including help with locating and evaluating schools,
finding classes for spectakeds children and arranging tutoring services.

Substance Abuse
If you or a family member is struggling with substance abuB#j can help. Counselors will
recommend a course of treatment and assist you in finding the most appropriate care provider or program.

Adult/Elder Support Services

Reduce stress and eliminate the guesswork of caring for adult and elder dependentd.h&\fe yoil

find the right resources you need, including care giving and housing options, transportation and meal
services, senior activity groups and more.

Legal Assistance

Advice for landlord/tenant issues, personal injury, bankruptcy and other con8emvices include free
phone consultations with licensed attorneys, a referral to a local attorney phasisud® faceto-face
consultation at no charge and, in most cases, a 25% discount on additional legal services.

Financial Services

Free unlimited pbne consultations with certified financial planners about debt management, taxes,
investing and other related topics. Also included are credit card debt and budget assistance programs
from Consumer Credit Counseling Services (a reputableorafit organzation).

Relocation Resources
Make moving to a new city or state a little easier with practical detailed information on your new
locatiord from grade schools to piano teachers, gyms to drugstores.

EAP Online Resources

Log on towww.liveandworkwell.con{access code 12486) to discover interactive learning programs, chat
with experts, try useful planning calculators, search for community resources, download health and
wellness articles and more. Liveandworkwell.com offers information and resources indjor subject
areas: Work and Career Management; Health and Wellness; Education and Learning; Managing Life
Changes; and Family and Relationships.

Cost of EAP Services

Telephone consultation services and EAP visits with your counselor(s) are gemeeallytie EAP

provides up to three (3) sessions (i.e., visits, telephone conversations) per problem, per year at no charge.
Additional resources may incur costs. UBH counselors will research the most appropriate and affordable
resourcesto helpmeetyaund your familyédés needs. Your counsel
services are covered under your plan and what the approximate cost would be.

EAP Claims Procedures

EAP Services will be paid only if the Plan Administrator or its delegate (UBH) dedidis discretion

that you or your covered dependents are entitled to them. If EAP Services have been denied, refer to the
AfMent al Heal t h, Substance Abuse and EAP Services
EAP Services claims.
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Dental Program
Highlights

Regular fulltime and reducedchedule employees are eligible for the dental program-tiRert
employees are not eligible for dental program coverage.

The dental program is designed to help you and your family cover many dental expehsdiag
preventive services. The dental program is a separate optionRiexi&electso you have the option of
choosing ANo Coverage, 0 or you may el ect coverage

Thenonnet wor k dent al programbérsosd aBlmse @tldime Ind safr aT @x a
Depending on where you live, you may have a CIGNA Dental HMO option available to you. Your dental
coverage options are:

A No Coverage;
A Non-Network Option; and
A Network Option (CIGNA Dental HMO), only where available.

Your enroliment materials will indicate which options are available to you. You may review the
provisions of the CIGNA Dent al HMO on EI Pasods i
Health site, then CIGNA Network Dental HMO Summary Plan Descriptioom the Internet, go to
http://www.elpaso.com/spd. If you enroll in the CIGNA Dental HMO, you must receive all your care

from a CIGNA Dental HMO provider, and you will receive information about your benefits from CIGNA
Dental.

If you enroll for dental ceerage you will receive a separate dental identification card from BCBS of
Texas or CIGNA, depending on your election.

Non-Network Dental Option

The nonnetwork option is a feéor-service plan. You are responsible for paying an individnalal
deductilte for services other than preventive, and you can choose to receive care from the provider of
your choice. Once you have met the individaahualdeductible, the plan pays a percentage of
reasonabl@andcustomary charges, and you are responsible faethaining amount.

Non-Network Dental Coverage Chart

Plan Provision Non-Network Coverage

Annual Deductible For Preventive and Diagnostic Care: None
For Basic and Major Care: $75 individual (when
three individuals meet their individual deductible
thefamily deductible is met)

Preventive and Diagnostic Care Plan paysl00% of reasonable and customary

(Routine exams, Xays, fluoride treatment, charges

sealants)

Basic Care After deductilbe: Plan pays 80% of reasonable &

(Restorations and repairs, fillings, root canals, o| customary charges

surgery)

Major Care After deductible: Plan pays0% of reasonable and

(Crowns, dentures, inlays, onlays and implants) | customary charges

Orthodontics Not covered

Maximum Annual Benefit $1,250per coveregherson
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Annual Deductible

Under the NofNetwork Option, there is no annual deductible for preventive care. For basic and major
care, there is a $75 individual deductible. Once three covered individuals have met their individual
deductibles, the familyatiuctible is considered met for the year for all family members.

Expenses Covered by the Dental Program
The Plan will pay benefits as shown for the following covered, reasonable and customary dental care
expenses.

Preventive and Diagnostic Care
The Plan pgs 100% of the covered cost for all preventive and diagnostic care you receive, with no
deductible.

A Clinical oral exams, but not more than two per calendar year.

A Emergency palliative treatment of dental pain when no other dental services exegptaXedone
(any X-ray taken in connection with palliative treatment is a separate dental service).

™

Complete mouth (full mouth), Panoramic or the vertical bitewing surveyralyX but not more than
once every 36nonths.

Individual periapical Xrays.

Bitewing X-rays, but not more than two series per calendar year.
Occlusal xrays.

Extra-oral X-rays, but not more than two per calendar year.

Topical application of fluoride, but not more than two per calendar year.

To o To Io Do Do

Dental prophylaxis (with or without oral exams), bhot more than two per calendar year.
A Sealants for dependents yidars of age or younger, one application per tooth &geass.

Basic Care
After you meet the deductible, the Plan pays 80% of all reasonable and customary charges.

A Necessary examinationaddiagnostic services (includingrdy and laboratory tests) when such
services are not covered as preventive and diagnostic care.

Extractions of unerupted teeth.

Fillings (amalgams).

Repair of complete or partial dentures.
Space maintainers.

Root canallierapy (endodontic care).

Treatment of the gums and tissues of the mouth (periodontic treatment).

To o To To Io Do Do

The giving of anesthesia in connection with dental care.
A Relining of complete or partial dentures.

Major Care
After you meet the deductible, the Plan pa@8oof all reasonable and customary charges for major care
you receive.

A Inlays and onlays, limited to once every five years on the same tooth.

A Initial installation of full or partial dentures.
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A
A
A

Bridgework.
Crowns or replacement of dentures once e@@months.
Implants.

Expenses Not Covered by the Dental Program
The Plan will not pay benefits for the following dental care expenses:

ADe_ntaI care or supplies which are not included
section;
A Dental care or sup@s furnished by a facility operated for or by the WSvernment (or its agency)
or by a doctor or dentist employed by that place;
A Dental care and supplies for which:
- No charge is made;
- You or your dependent would not have to pay if you did not haveakisrage;
A Dental care or supplies furnished as a result of taking part in the commission of an assault or felony;
A Dent al care or supplies furnished as a result of
Compensation, occupational disease law or similas lar injury if it arises out of or during the
course of employment for pay or profit;
A Dental care or supplies payable under another part of the Health Care Program;
A Charges incurred after the covered person is no longer covered for this dental benefit;
A supplies for dental care other than those used i
A Oral care and supplies which are used to change vertical dimension or closure. These include, but are
not limited to:
- Diagnostic procedures;
- Balance proedures;
- Restoration;
- Fixed devices; and/or
- Movable devices;
A Any service rendered by a close relative or someone having the same legal residence as the patient;
A Extractions for healthy third molars (wisdom teeth);
A Dental treatments started prior to eligjtyi
A Temporomandibular Joint (TMJ) Dysfunction charges; and
A Replacement of dentures or appliances due to loss or theft.
Orthodontics
Orthodontia is not covered under the Neetwork option.
Network Option

Depending on where you live, you may be eligiiolethe network option, which is the CIGNA Dental

HMO. CIGNA Dental HMO is a group of dentists, orthodontists, and specialists who have agreed to
provide dental services to network participants at a discounted rate. You choose a primary dentist who
will be responsible for coordinating all of your dental care. Your primary dentist will refer you to
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specialists, as needed. And, for the most part, there are no deductibles or maximums to be concerned
with; you pay a copayment for most services. If youauS8GNA Dental dentist for services, he or she
will also handle the necessary paperwork for you.

You may review the provisions of the CIlIGNHR, Dent al

select the My Health site, then CIGNA Network Dental HMO 8wy Plan Description. From the
Internet, go tdttp://www.elpaso.com/spand then click on the CIGNA Dental HMO.

If you have questions about the CIGNA Dental HMO or you want to locate providers, call CIGNA at
1-800-367-1037. You can also find providens their website at www.cigna.com.

Opting Into the CIGNA Dental HMO

Employees who do not live in a CIGNA Dental HMO network area will be allowed to opt into this
network during initial enrollment, annual enrollment upon request or withdag§ of relocang.

However, if this network does not appear on the Mercer OneView website or on your Personalized
Enroliment Worksheet as a dental option in your enroliment, it is because there are not a sufficient
number of network providers to support the area.oigefleciding to opt into this network, you should
visit ClIl GNAO6s website (www.cigna.com) to find
determine whether you are willing to travel the distance necessary to use their services. Under the
CIGNA HMO you choose a primary dentist who will be responsible for coordinating all of your dental
care. Your primary dentist will refer you to specialists, as needed. Once you enrohatviloek option
you cannot change your election until the next ananedllment period, even if your provider drops out
of the network. If, after careful consideration, you decide you want to opt into this network option, you
must call the El Paso Benefits Service Center and request this election by speaking to anfParticipa
Services Representative. You cannot make this election online.

Dental Program Claims Procedures

For information about filing a dent al cl ai m, S

the Medical Program section in this SPD.
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Vision Program
Highlights

Regular fultltime employees and reduesedhedule employees are eligible for the Vision Program.- Part
time employees are not eligible for Vision Program coverage.

The Vision Program is designed to help you and your family cover a portion of your vision care expenses,
including exams, eyeglasses, and contact lenses. The vision program is a separate opftexunder

Selects o you have the opernaged@dforchposi magy idNloe Ctovcover
dependents.

The claims administrator of the Vision Program is Vision Service Plan (VSP). When you need eye care,
you can receive services from either a VSP network doctor or-& 8Brprovider. If you rezmve

services from a VSP network doctor, you will save money. The Health Care Program has negotiated
discounted rates for services with participating network doctors, and there are no claim forms if you use a
VSP network doctor.

Vision CoverageChart

Plan Provision VSP Network Doctor Non-VSP Provider

Annual Exam After $10 copay: Plan pays After $10 copay: Plan pays up
(once per year) 100% $50

Eyeglasses After $35 copay for eyewear After $35 copay for eyewear
(once per year) (lenses, frames, or both): (lenses, frames or both):

Frames: Plan pays 100% up to| Frames: Planpays up to $70
$130 allowance
Plus, 20% off any oubf-pocket

costs.

Standard Lenses: Plan pays Standard Lenses:

100% for: Single Vision Plan pays up to

A Single Vision $50 per pair

A Lined Bifocal Lined Bifocal Plan pays up to

A Lined Trifocal $75 per pair

Plus, up to 3%10% off lens Lined Trifocal Plan pays up to

extras, such as scratch resistan $100 per pair
and antireflective coatings and

progressives.
Contact Lenses Elective: Plan pays 100% up to| Elective: Plan pays 100% up to
(once per year in lieu of lenses | $140 per year. $105 per year.
and frame) Medically Necessary: After $35 | Medically Necessary: Plan pays
copay, Plan pays 100% if 100% up to $210 per year if

medically necessary (requires | medically necessary.
prior authorization by VSP)
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If You Use aVSP Network Doctor

The Vision Program offers a network of eye care doctors through VSP. When you use a VSP network
doctor, you pay a copay and tRkan pays 100%, up to certain limits. When you call to make an
appointment, you will need to identify yourself as a VSP patrticipant. You receive the highest level of
benefit coverage if you use a VSP network doctor. To find VSP providers, call V88&tB7195 or

log on to their website at www.vsp.com.

If You Use a NonVSP Provider

Under the Vision Program, you always have the option of using any licensed optician, optometrist, or
ophthalmologist of your choice. However, when you use a doctoisthat in the VSP network, you
will receive a lower level of benefit coverage and typically pay more@bpocket.

Expenses Covered
Covered expenses include the following:

A Routine eye exams;
A Frames:

A Standard lenses: and
A Contact lenses.

Expenses Not Covered
Vision expenses not covered under the program include the following:

A Orthoptics;

A Two pair of glasses in lieu of bifocals;

A Medical or surgical treatment of the eyes;

A Any eye exam or any corrective eyewear required by an employer as a condition of employmen

A Corrective vision services, treatments, and eyewear of an experimental nature.

Vision Program Claims Procedures

General Information

Vision benefits under the Plan will be paid only if VSP decides, in its discretion, that you @oyeued
dependents are entitled to them.

For any claim for benefits, you may be asked to submit additional information so that VSP can determine
whether the claim is covered and the amount of the claim.

At any time, you have the right to appoint someone to puhguelaim on your behalf. This can be a
doctor, lawyer or a friend or relative. You may be asked to notify VSP in writing and give VSP the name,
address, and telephone number where your personal representative can be reached.

Making a Claim for Vision Benefits

If you visit a VSP network doctor, you do not need to file a claim. If you see-§®Bmprovider, you
must pay the provider in full at the time of your appointment and file a claim with VSP for patrtial
reimbursement. You may obtain a claim foryndalling VSP at 80@77-7195. Send the completed
form to:

VSP

Out-of-Network Claims Department
P.O. Box 997105

Sacramento, CA 9589B105
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Your claim must be submitted within H2onths from the date in which you incur the expense that gives
rise to the clan. If the Plan is secondary, you must first submit your claim to the primary plan.

VSP will decide the claim within a reasonable time, but not longer thday&Dafter VSP received the
claim. This time period may be extended for an additionaal/s f the claim does not contain sufficient

control.

nformation on whi

ch

to base a decisi on, or an ex

If an extension is required, you will be notified before the end of the origirdd3@eriod of the
circumstances necessitating the extension and the date by which a decision is expected. If additional
information is required, VSP will specifically describe it in the notice and give you a period of at least
45days to provide it.

VSP may secure independenedical or other advice and require such other evidence as it deems
necessary to decide your claim.

Notice of Denial
If VSP issues an Adverse Benefit Determination, you will be notified of the Adverse Benefit
w r iDetermimggtion: inglndesi Adver se Benefit

Determination in

A
A

A

A

A

Coverage denial;
The Plands f ai

ur e
or failure to provide or make payment based on an eligibility determination;

to provide or make payment fc

Denial because the service isataetined to be experimental, investigational, or not medically

appropriate;

Reduction or termination in an ongoing course of treatment (except due to Plan amendment or

termination); or

Cancellation or discontinuance of coverage that has a retroactive edtgardless of whether there is
an adverse effect on any particular benefit at that time.

Written notice of the Adverse Benefit Determination, or denial, will provide:

A
A
A

The specific reason or reasons for the denial,

A reference to the Plan provision onialinthe denial is based,;

A description of any additional material or information necessary for you to complete your claim and
an explanation of why such material or information is necessary;

If VSP relied on an internal rule, guideline, protocol, or offieilar criterion in making its decision,

a description of the specific rule, guideline, protocol, or other similar criterion or a statement that such
a rule, guideline, protocol, or other similar criterion was relied on and that a copy of such rule,
guiddine, protocol, or other criterion will be provided free of charge to you upon request;

If the Adverse Benefit Determination is based on a medical necessity or experimental or
investigational limitation, either an explanation of the scientific or clifiggdment for the

determination, applying the terms of the Plan to your medical circumstances, or a statement that such
explanation will be provided free of charge to you upon request; and

An explanationof (i he Vi

S i

on

Pr o gr amoand theltimea limits appligablato pr oc e

thoseprocedures; (iifhe right to submit written comments, documents, records and other information
relating to the claim to have them considered; i@ right to have reasonable access to, and copies
of (on requesat no charge), relevant documents and other information; and (iv) a statement of your
right to bring a civil action under ERISA section 502(a) within one year after the date of the final

decision on the claim appeal.
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Appealing a Denied Claim for VisionBenefits

You or your authorized representative may appeal an Adverse Benefit Determination. Your appeal must

be made in writingwithin18d ays of VSPOs initial notice of an Ad
you will lose the right to appeal yourmlel. If you do not appeal on time, you will also lose your right to

file suit in court, as you will have failed to exhaust your internal administrative appeal rights, which is

generally a prerequisite to bringing suit.

Your written appeal should be sdot

VSP

Claims Department

P.O. Box 997105
Sacramento, CA 9589D 105

Your written appeal should include the following:
A The reasons you feel your claim should not have been denied.
A Any additional facts and/or documentation that you feel support your claim.

You will have the opportunity to submit written comments, documents, records, and other information in
support of your appeal. You will be provided, upon request and free of charge, reasonable access to, and
copies of, all relevant documents as define@mylicable U.SDepartment of Labor regulations. The

review of the adverse determination will take into account all comn@otaments, records and other
information submitted by you relating to the claims, regardless of whether such information was

sulmitted and considered in the initial benefit determination.

Review of Appeal

VSP will review and render a decision on your appeal not later theay®0after receipt of your written

appeal and will notify you of its decision in writing. The individualoweviews and renders a decision

on your appeal will not be an individual who participated in or decided your original claim, nor will

he/she be a subordinate to the original decision maker. No deference shall be given to the initial decision.
VSP may casult with a physician or other licensed health care professional with appropriate training and
experience to receive advice or other such evidence as it deems necessary to decide your claim, except
that any medical expert consulted in connection with pgpeal will be different from any expert

consulted in your initial claim and will not be a subordinate of that expert. The identity of a medical

expert consulted in connection with your appeal will be provided upon request.

You will be provided with anyew or additional evidence considered, relied upon, or generated the Plan
in connection with your claim. The evidence will be provided to you as soon as possible and in advance
of the notice of the final determination so that you will have an opportimigspond prior to that date.

Notice of Appeal Denial
If the decision on appeal affirms the initial denial of your claim, you will be notified of the Adverse
Benefit Determination in writing. This notice of denial will provide:

A The specific reason(s) ftine denial;
A The Plan provisions on which the decision is based;

A A statement of your right to review (on request and at no charge) relevant documents and other
information;

A 1f VSP relied on an internal rule, guideline, protocol, or other similar critémiomaking its decision,
a description of the specific rule, guideline, protocol, scientific or clinical judgment, or other similar
criterion or a statement that such a rule, guideline, protocol, or other similar criterion was relied on
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and that a copy ofugh rule, guideline, protocol, or other criterion will be provided free of charge to
you upon request;

A If the Adverse Benefit Determination is based on a medical necessity or experimental or
investigational limitation, either an explanation of the scientif clinical judgment for the
determination or a statement that such explanation will be provided free of charge to you upon
request;

A A statement of your right to bring suit under ERISA section 502(a) within one year after the date of
the final decisioron the claim appeal.

For information about filing a vision ben
he

efit eli
Enroll ment Claims and Appeal so0 under t El i gibil
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Coordination of Benefits(COB)
How Coordination of Benefits (COB) Works

If you or your dependents are covered by more than one group medical, dental or visioinplading

Medicar® the benefits you receive from the El Paso Plan are subject to Coordination of Benefits (COB)
rules. These rules gern the amount each plan will pay towards any medical, dental or vision claims you
file. COB rules prevent a duplication or doubl e

Under El Paso COB rules, benefits will be coordinated between the twd@laride coverage up to
the amount the El Paso plan would pay if it were your only coverage.

This approach to Coordination of Benefits does not provide for 100% reimbursement of expenses.
Instead, it provides for two programs to pay together whatltRago plan would otherwise pay.

These rules do not apply to any individual insurance you purchased yourself.

Determining Which Plan is Primary
The plan which pays benefits first is considered
secondiscnsi dered fAsecondary. 0

Spouse or Sameéex Domestic Partner

If your spouse or sarreex domestic partner is covered by another group plan for which El Paso will
coordinate benefits, the other group plan is primary for your spouse oissandemestic partnand this
Plan is secondary.

Children
If your children are covered by this Plan and another group health plan in which your spousesaxsame
domestic partner is enrolled, the AbPlanbfthday r ul eo

parentwhose birthday is earlier in the calendar year is primary for the children, regardless of which parent
is older.

If you were never married or are separated or divorced with a court decree, the Plan of the parent with
custody of and financial responsibilitgr the child is considered primary, unless the court decree states
otherwise.

If you have joint custody, the Plan of the parent with physical custody of the child at the time treatment
begins is considered primary.

If you do not have a court decree, Blan of the parent with custody is considered primary unless that
parent has remarried. If so, the Plan of the stepparent is primary. Otherwise, the Plan that has covered
the child longer is primary.

Active Employees Over Age 65

Whenyoureachaggb,y oubr e el igible to enroll in Medicare,
employee. If you enroll in Medicare while still enrolled in Biex SelecPlan, your El Paso coverage

will continue to be primary as long as you are an active employee. Ydlicdrle coverage will have no

effect on your active medical benefits.

Coordination of Benefits with Medicare

If you are eligible for Medicare, Flex Select pays its benefits according to the Medicare Se&aydary
requirements under Federal law. When Fekect is subject to these requirements, Flex Select is

pri mary. Bel ow are some general guidelines to ho
Medicare.
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