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INTRODUCTION
This documentisa description of Shepherd Public Schools Employee Healthcare Plan (the Plan).

The Plan participates in the Joint Powers Trust also known as Montana Joint Powers Trust. The benefitsand
principal provisions of the group contract thatapply to individuals covered underthe Plan are described herein.

This documentation replacesand supersedesany Plan Document or Summary Plan Description issued to Covered
Persons of the Employer by the Joint Powers Trust also known as Montana Joint Powers Trust to provide the coverages
set forth herein. If the Joint Powers Trust also known as Montana Joint Powers Trust doesnot grant such approvalthe
coverageswill not go into effect. If the Joint Powers Trust also known as Montana Joint Powers Trust does grant
approval, identification cardswill be distributed.

No oral interpretations can change this Plan. The Plan described is designed to protect Plan Participantsagainst certain
catastrophic health expenses.

The Employer fully intendsto maintain this Plan indefinitely. However, it reserves the right to terminate, suspend,
discontinue or amend the Plan atany time and forany reason.

Changesin the Plan may occurin any orall parts of the Plan including benefit coverage, deductibles, maximums,
exclusions, limitations, definitions, eligibility and the like.

Failure to follow the eligibility or enrollment requirements of this Plan may result in delay of coverage or no coverage at
all. Reimbursement from the Plan can be reduced ordenied because of certain provisionsin the Plan, such as
coordination of benefits, subrogation, exclusions, timeliness of COBRA elections, utilization review or other cost
management requirements, lack of Medical Necessity, lack of timely filing of claimsor lack of coverage.

No action atlaw or in equity shall be brought to recoverunder any section of this Plan until the appealrights provided
have been exercised and the Plan benefits requested in such appeals have been denied in whole or in part.

Before filing a lawsuit, the Claimant must exhaust both levelsof review as described in the Internal And External
Claims Review Proceduressection. A legal actionto obtain benefits must be commenced within one (1) year of the
date of the notice of the Plan Administrator’s determination on the second level of review.

The Claims Administratorutilizes Aetna’s Clinical Policy Bulletins (CPBs) to determine whether services and procedures
are considered Medically Necessary and Experimentaland/or Investigationalunderthe Plan. The CPBs are based on peer-
reviewed, published medicaljournals,a review of available studieson a particulartopic, evidence-based consensus
statements, expert opinions of health care professionalsand guidelines from nationally recognized health care
organizations. These CPBs are reviewed ona regular basisbased upon a review of currently available clinical
information.

The Plan will pay benefitsonly forthe expensesincurred while this coverage is in force. No benefitsare payable for
expensesincurred before coverage began orafter coverage terminated. An expense fora service or supply is incurred on
the date the service or supply is furnished.

If the Plan is terminated,amended, or benefitsare eliminated, the rights of Covered Personsare limited to Covered
Chargesincurred before termination,amendment orelimination.

This document summarizesthe Plan rights and benefits for covered Employeesand their Dependents and is
divided into the following parts:

Schedule of Benefits. Provides an outline of the Plan reimbursement formulasaswell as payment limits on certain
services.

Eligibility, Effective Date, Funding and Termination. Explainseligibility forcoverage underthe Plan, fundingof

the Plan and when the coverage takes effectandterminates.
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BenefitDescriptions. Explainswhen the benefitappliesand the types of charges covered.

Care Management Services. Explains the methods used to curb unnecessary and excessive charges.

Defined Terms. Defines those Plan termsthat have a specific meaning.

Plan Exclusions. Shows what charges are not covered.

How to Submit Claims. Explainstherules for filing claims and the claim appeal process.

Coordinationof Benefits. Shows the Plan payment orderwhen a person is covered undermore than one plan.

Third Party Recovery Provision. Explainsthe Plan's rights to recover payment of charges when a Covered Person
hasa claim againstanotherperson because of Injuries sustained.

COBRA Continuation Coverage. Explainswhen a person’s coverage underthe Plan ceasesand the continuation
optionswhich are available.
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SCHEDULE OF BENEFITS
MEDICAL BENEFITS

All benefits described in this Schedule are subject to the exclusions and limitations described more fully herein including,
butnot limited to, the Plan Administrator's determination that: care and treatment is Medically Necessary; that charges
areusualand reasonable as defined asan Allowable Charge; that services, supplies and care are not Experimentaland/or
Investigational.

Pre-notification of certain services is strongly recommended, but not required by the Plan. Pre-notification provides
information regarding coverage before the Covered Person receives treatment, servicesand/orsupplies. A benefit
determination ona Claimwill be made only after the Claim has been submitted. A pre-notification of services by
CareLinkis nota determination by the Plan thata Claimwill be paid. All Claimsare subject to the terms and conditions,
limitations and exclusions of the Plan in effect at the time services are provided. A pre-notification isnot required asa
condition precedent to paying benefitsand can only be appealed under the procedures in the Care Management Services
section. A pre-notification cannot be appealed under the Plan’s Internal and External Claims Review Procedures.

This Plan hasentered into an agreement with certain Hospitals, Physiciansand other health care providers, which are
called Network Providers. Because these Network Providers have agreed to charge reduced feesto persons covered under
the Plan, the Plan can afford to reimburse a higher percentage of their fees.

Therefore, when a Covered Person uses a Network Provider, that Covered Person will receive better benefits from the
Plan than when a Non-Network Provider is used. Itis the Covered Person's choice asto which Provider to use.

To accessa list of Preferred Providers, please refer to the Preferred Provider website and/or toll-free number listed on the
EBMS/Shepherd Public Schools Employee Healthcare Plan identification card. Prior to receiving medicalcare
services, the Covered Person should confirm with the provider and the Preferred Provider Organization (PPO) thatthe
provider is a participantin this organization.

Under the following circumstances, the higher In-Network payment will be made for certain Non-Network services
subject to the Allowable Charge:

o If a Covered Person has no choice of Network Providersin the specialty that the Covered Person is seeking
within the PPO service area;and/or

o If a Covered Person resides or is traveling not for the sole purpose of obtaining medical services outside the
PPO service area; and/or

o If a Covered Person receives Physician, anesthesia, pathology or radiology services by a Non-Network Provider
atan In-Network facility.

DEDUCTIBLES/COPAYMENTS/COINSURANCE PAYABLE BY PLAN PARTICIPANTS

Deductibles are dollar amounts that the Covered Person must pay before the Plan pays.

A deductible is anamount of money thatis paid once a Calendar Year per Covered Person. Typically, thereis one
deductible amount perPlan and it must be paid before any moneyis paid by the Plan forany Covered Charges. Each
January,a new deductible amountis required.

The deductible amount will apply to the maximum out-of-pocket amount.

A copaymentis the amount of money thatis paid each time a particularservice is used. Typically, there may be
copaymentson some servicesand otherservices will nothave any copayments.

Copaymentsdo notapplyto the deductible. Copayments do apply to the maximum out-of-pocket amount.
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Coinsurance is the percentage amount remainingafterthe Plan paysthe reimbursement rate asshown in the Schedule of
Benefitsand is the Covered Person’s responsibility. Coinsurance doesnotapply to the deductible and doesnot include
copaymentamounts.

Coinsurance is payable by the Covered Person until the maximum out-of-pocket amount, asshown in the Schedule of
Benefitsis reached. Then, Covered Chargesincurred by a Covered Person will be payable at 100% (except forany
chargeswhich do notapply to the maximum out-of-pocket amount) forthe remainderof the Calendar Year.

NOTE: ALL BENEFIT MAXIMUMS, DEDUCTIBLES AND MAXIMUM OUT-OF-POCKET AMOUNTS
ACCUMULATE ON A CALENDAR YEAR BASIS.
THE BENEFIT YEAR IS JANUARY 1 TO DECEMBER 31.

NETWORK NON-NETWORK
PROVIDERS PROVIDERS

Claimsshould be received by the Claims Administrator within 365 days of the date charges forthe services were
incurred. Benefitsare based on the Plan's provisions at the time the chargeswere incurred. Claimsreceived later than
that date will be denied.

Sutter Health System network providerswill be given additionalconsideration if this Plan is secondary. In this case, the
Claims Administratorwill also considera claim received by the Claims Administratorwithin one yearfrom the date of
issuance of the primary Explanation of Benefits. Claims filed later than that date will be denied.

The Plan Participant must provide sufficient documentation (as determined by the Claims Administrator) to supporta
Claim for benefits. The Plan reserves the right to have a Plan Participant seek a second medical opinion.
DEDUCTIBLE, PER CALENDAR YEAR

Per Covered Person $500
Per Family Unit $1,000
MAXIMUM OUT-OF-POCKET AMOUNT, PER CALENDAR YEAR

Per Covered Person $1,650
Per Family Unit $3,300

The Plan will pay the designated percentage of Covered Charges until maximumout-of-pocketamountsare reached, at
which time the Plan will pay 100% of the remainder of Covered Chargesfortherest of the Calendar Yearunlessstated
otherwise.
The following chargesdo notapply toward the maximum out-of-pocket amount andare neverpaid at 100%.

e Amountsoverthe Allowable Charge

e Outpatient Prescription Drug deductible

e Qutpatient Prescription Drug maximum out-of-pocket amounts
COVERED CHARGES
Note: The maximums listed below are the totalfor Network and Non-Network expenses. For example, if a maximum of

60 daysis listed under a service, the Calendar Yearmaximum is 60 daystotalwhich may be split between Network and
Non-Network Providers.

Hospital Services

Room and Board 80% afterdeductible 65% afterdeductible
the average semiprivate room rate| the average semiprivate room rate
Intensive Care Unit 80% afterdeductible 65% afterdeductible
Hospital's ICU Charge Hospital's ICU Charge
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NETWORK NON-NETWORK
PROVIDERS PROVIDERS

When inpatient Hospital services are provided in Billings, MT it is required that Billings Clinic be utilized in
order for benefitsto be payable underthe Plan. Inpatient Hospital services provided at any other full-service
intensive care Hospital will be considered ineligible for payment.

If these services cannot be provided at the above referenced full-service intensive care Hospital, chargesincurred at
anotherfull-service intensive care Hospitalwill be eligible for payment.

Inall otherregions of the State of Montanaany Hospitalmay be utilized for inpatient Hospital servicesand charges
will beeligible for paymentunderthe Plan, including inpatient Hospitalcharges incurred outside of the State of
Montana.

Emergency care can be provided atany facility. When in Billings, MT if an inpatient Hospitalstay is required fora
Medical Emergency, the patient will need to be moved to one of the above referenced facility afterthe patient has
been stabilized and the move is deemed medically appropriate by the attending Physician.

Outpatient Hospital 80% afterdeductible 65% afterdeductible
Ambulatory Surgical Center 80% afterdeductible 65% afterdeductible
Emergency Room Services 80% afterdeductible
PHYSICIAN SERVICES
Office visits $25 copayment, 65% afterdeductible

no deductible applies

Note: The Office visit copayment appliesto all services rendered by the Physician during the visit other than
chemotherapy, radiation treatment, and infusion therapy.

Inpatient visits 80% afterdeductible 65% afterdeductible
Surgery 80% afterdeductible 65% afterdeductible
Outpatient Diagnostic Testing (X-ray & Lab) 80% afterdeductible 65% afterdeductible
Imaging Procedures (i.e. MRI, CT, & PET) 80% afterdeductible 65% afterdeductible

OTHER COVERED CHARGES

Allergy testing, serum and other therapeutic

injections 80% afterdeductible 65% afterdeductible
Ambulance Service 80% afterdeductible
Applied Behavior Analysis (ABA) $25 copayment, 65% afterdeductible
(birth through age 18) no deductible applies
152 visits maximum per Calendar Year
Chemotherapy or Radiation Treatment 80% afterdeductible 65% afterdeductible
Wig After Chemotherapy or radiation 80% afterdeductible 65% afterdeductible
treatment 1 maximum per Lifetime

Diagnostic Colonoscopy/Sigmoidoscopy 100 %, no deductible applies 100%, no deductible applies
Durable Medical Equipment, Orthotics, and 80% afterdeductible 65% afterdeductible
Prosthetics

e« CPAP Device 100%, no deductible applies 65% afterdeductible

upto $1,000 per Calendar Year;
thereafter 80% afterdeductible

This benefitisfor the CPAP machine only. Any ancillary itemswill be
payable the same as any other Covered Charge.

Home Health Care 80% afterdeductible | 65% afterdeductible

180 visits maximum per Calendar Year

Hospice Care
e HomeHospice Care 80% afterdeductible 65% afterdeductible
o Inpatient Hospice Care 80% afterdeductible 65% afterdeductible
Infusion Therapy
e Home Infusion 80% afterdeductible 65% afterdeductible
e Outpatient Infusion 80% afterdeductible 65% afterdeductible
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NETWORK NON-NETWORK

PROVIDERS PROVIDERS
Mental Disorders and Substance Abuse
e Inpatient 80% afterdeductible 65% afterdeductible
o Outpatient facility 80% afterdeductible 65% afterdeductible
o Office Visit 100 %, no deductible applies 65% afterdeductible

up to 3 visits each per Calendar
Year; thereafter$25 copayment,
no deductible applies

Organ Transplant 80% afterdeductible 65% afterdeductible
e Transportation, meals,and lodging $10,000 maximum perorgan transplant
o Mealsand lodging $200 maximum perday
Note: Referto the Covered Chargessection formore information on organ transplant.
Pregnancy Payable per normal Plan provisions
* Routine prenatal office visits 100%, no deductible applies
OR
If global maternity fee:
40% of Covered Chargeswill be 65% afterdeductible

payable at 100%, no deductible
applies; thereafter,
80% afterdeductible

* Referto the Coverage of Pregnancy benefit listed in the Covered Charges section for more information regarding
routine prenatal office visits.

Preventive Care

Routine Well Care

0 . . o . .
(birth through adult) 100%, no deductible applies 100%, no deductible applies

Routine Well Care Serviceswill be subjecttoage and developmentally appropriate frequency limitationsas
determined by the U.S. Preventive Services Task Force (USPSTF), unlessotherwise specifically stated in this
Schedule of Benefits, and which can be located using the following website:

http://www.uspreventiveservicestaskforce.org/Page/Name/uspstf-a-and-b-recommendations/

Routine Well Care Serviceswill include, but will not be limited to, the following routine services:
Office visits, routine physicalexams, prostate screening, routine lab and x-ray services, all inmunizations, routine
colonoscopy/flexible sigmoidoscopy, and routine well child care examinations.

Note: Ifapplicable,this Plan may comply with a state vaccine assessment program.

Women’s Preventive Services will be subjectto age and developmentally appropriate frequency limitationsas
determined by the U.S. Preventive Services Task Force (USPSTF) and Health Resourcesand Services Administration
(HRSA), unlessotherwise specifically statedin this Schedule of Benefits,and which can be located using the
following websites:

http://www.uspreventiveservicestaskforce.org/Page/Name/uspstf-a-and-b-recommendations/; and
http://www.hrsa.gov/womens-guidelines

Women’s Preventive Services, will include, but will not be limited to, the following routine services:

Office visits, well-women visits, mammogram, gynecologicalexam, Pap smear, counseling for sexually transmitted
infections, human papillomavirus (HPV) testing, counseling and screening for human immune -deficiency virus
(HIV), interpersonaland domestic violence, contraceptive methods and counselingas prescribed, sterilization
procedures patient education andcounselingforall women with reproductive capacity (thisdoes not include birthing
classes), preconception screening for gestational diabetes in pregnant women, breastfeeding support, supplies, and
counseling in conjunction with each birth.

Note: Chargesin connection with 3-D mammography will be a Covered Charge.
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NETWORK
PROVIDERS

NON-NETWORK
PROVIDERS

Diabetic Education

100%, no deductible applies

100%, no deductible applies

Nutritional Education Counseling

100%, no deductible applies

100%, no deductible applies

Obesity Interventions for Covered Persons
age 18 and older with a body massindex
(BMI) of 30 kg/m? or higher

100%, no deductible applies

100%, no deductible applies

26 visits maximum per Calendar Year

Tobacco/Nicotine Cessation Counseling

100%, no deductible applies |

100%, no deductible applies

Rehabilitation Therapy — Includes Occupational, Physical,and Speech Therapy

e Inpatient

e Outpatient

80% afterdeductible |

65% afterdeductible

30 days maximum per Lifetime

80% afterdeductible |

65% afterdeductible

30 visits maximum per Calendar Year

« Down Syndrome Treatment
(birththrough age 18 yearsonly)
Occupationaltherapy
Physical therapy
Speech therapy

80% afterdeductible

65% afterdeductible

52 visits maximum per Calendar Year
52 visits maximum per Calendar Year
104 visits maximum per Calendar Year

Renal Dialysis Services

80% afterdeductible

65% afterdeductible

Routine Newborn Care
(while hospital confined at birth)

80% afterdeductible

65% afterdeductible

Skilled Nursing Facility

80% afterdeductible
the facility's average
semiprivate room rate

65% afterdeductible
the facility's average
semiprivate room rate

60 daysmaximum per Calendar Year

Spinal Manipulation/Chiropractic Services

$25 copayment,
no deductible applies

65% afterdeductible

40 visits maximum per Calendar Year

Note: The copaymentappliesto all services rendered by the Physician during the visit. Diagnostic Testing (X-ray
& Lab) and Imaging Services (MRI, CT/PET Scans, etc.) are notapplied to the visit maximum.

Urgent Care Visit
o Facility
o Professional fees

80% afterdeductible
$25 copayment,

no deductible applies

65% afterdeductible
65% afterdeductible

Note: The copaymentapplies only to the Urgent Care visit. All other Covered Chargesare payable asdescribed.

WellVia Telehealth Consultation

100% after $35 consultation fee, no deductible applies

Note: Please see the WellVia Telehealth benefit in the Covered Charges section formore information.

All Other Covered Charges

80% afterdeductible |

65% afterdeductible
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PRESCRIPTION DRUG BENEFITS

Coverage forcertain medicationsis only applicable if patient advocacy program fails to provide a solution. Advocacy
solutions come from a variety of sources, including manufacturer assistance programs, copay cards, grants,and mail order
Pharmacies. The Plan may coverthe cost of these options so that the maximum out-of-pocket amount will not exceed the
costunder the Pharmacy benefit. The Plan may also allow fora 60-day grace period forurgent medications to allow time
to complete the advocacy process. Prior authorization is required on all specialty medications.

Additionally, aspart of the advocacy program, the Plan maximizes specialty copay assistance. As part of this process
certain specialty Pharmacy drugs are considered non-essential health benefits underthe Plan and the cost of such drugs
will notbe applied toward satisfyingthe Plan Participant’s maximum out-of-pocket amount. Fora list of medications
included in the specialty assistance program please contact SmithRx memberservices. Although the cost of the program
drugs will notbe applied towards satisfyinga Plan Participant’s maximum out-of-pocketamount, the cost of the program
drugs will be reimbursed by the manufactureratno cost to the Plan Participant; and copayments for certain specialty
medications may be set to the max of the current Plan design or any available manufacturer-funded copay assistance.

Prescription Drug Deductible (waived for Generic Drugs)

L R OL0 XYL (=T LY 1Yo o TSR $150

Per FamMily UNt ..ottt $5,000
The Prescription Drug deductible will apply toward the Prescription Drug maximum out-of-pocket amount.

Prescription Drug deductible, copayments, and maximum out-of-pocket amount do not apply to the medical benefits
deductible or medical benefits maximum out-of-pocket amount.

The Plan will pay 100% after the Prescription Drug maximum out-of-pocket amount has been met; copaymentswill be
waived for the remainder of the Calendar Year for retail, miRx mail-order and mandatory specialty prescriptions.

Retail Pharmacy

Copayment per prescription — available up to a 30-day supply

Generic drugs

(OF0] o T- 3412110 | TR $0, no deductible applies
Formulary Brand Name drugs

COPAYMENT .. $40, afterdeductible
Non- Formulary Brand Name drugs

COPAYMENT .o 60%

IMEAXIMIUITE ¢t ettt nsennes $200

At select Participating Pharmacies, the Covered Person will be able to obtain a 90-day supply, per prescription, at the
same copayment level asthe miRx mail order benefit. Foradditional information or a current list of these select
Participating Pharmacies, please contact SmithRx toll-free at (844) 454-5201.

miRx Mail Order Pharmacy

Copayment per prescription - available to a 90-day supply

Generic
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COPAYMENT ..ttt bbbttt ettt ettt resenas $0, no deductible applies

Formulary Brand Name drugs

COPAYMENT ... $80, afterdeductible
Non- Formulary Brand Name drugs

COPAYMENT ..o 60%

Y= Dq 40T T $400

Mandatory Specialty Pharmacy
Coverage for specialty drugs is limited to a mandatory specialty Pharmacy, first fill allowed at retail once.
Copayment per prescription - available to a 30-day supply

Formulary Brand Name drugs
COPAYMENT .. $100, afterdeductible

Non- Formulary Brand Name drugs
COPAYMENT ..o $200, afterdeductible

Ifa Covered Person requestsa brand name druginstead of a generic drug, when a generic equivalentisavailable, then the
Covered Person will be responsible for the difference in cost between a generic drug and applicable brandname drugin
addition to the applicable copayment amount asstated above. The difference in costwill notapply to the maximum out-
of-pocketamount shown in the Schedule of Benefits.

See the Prescription Drugs Benefitsection for additional details.

Shepherd Public Schools Employee Healthcare Plan 9 July 1,2021
TRADITIONAL Il



ELIGIBILITY, EFFECTIVE DATE,
FUNDING, AND TERMINATION PROVISIONS

A Plan Participant should contact the Claims Administratorto obtain additional information, free of charge, about Plan
coverage of a specific benefit, particulardrug, treatment, test orany otheraspect of Plan benefits or requirements.

ELIGIBILITY

Eligible Classes of Employees.

All Active and Retired Employees of the Employer.

Eligibility Requirements for Employee Coverage. A personis eligible for Employee coverage from the first day that he

or she:

1)

@)

3)

Is an Active Employee of the Employerwho normally works at least 30 hours per week and is on the regular
payrollof the Employerfor that work; and

Completesthe applicable employment Waiting Period if any asan Active Employee imposed by the
Employer. A "Waiting Period" is the time between the first day of employmentasan eligible Employee and
the first day of coverage underthe Plan notto exceed 90 days.

Isin aclass eligible forcoverage.

If the Employee is not designated asa Full-Time Employee by the Employer, the Employerhaselected to
use the 12-month look-back measurement period forall Employees to determine full time status. The
Employee must average orbe expected to average the required hours of service established by the Employer
each week during the Employee’sinitial 12-month measurement period to become eligible forcoverage.

An Employee’s initial measurementperiod begins the first day of the month followingthe date of hire, with
aninitial stability period commencingthe first day of the second full calendar month following the initial
measurement period. Ifthere is a gap between the end of the Employee’s first stability period and the start of
the Employer’s standard stability period,the Employee will remain eligible until the first day of the standard
stability period as long asthe Employee is actively working for the Employer.

The Employer uses a standard 12-monthstandard measurementperiod. Coverage is effective the first day of
the stability period following the applicable measurement period. To remaineligible for coverage, the
Employeemust average therequired minimum hours of service during each subsequent standard measurement
period.

For more information on benefit measurement periods, contact the Employer’s Human Resources
Department.

Eligibility Requirements for Retired Employee Coverage

)

A person is eligible forRetired Employee coverage aslongashe or she was a Covered Person underthe
Plan onthe day immediately before the date of retirement, is vested in a retirement system administered by
the Montana Public Employee Retirement Administration and the Public Employees’ Retirement Board, is at
least 50 yearsof age with atleast5 years of membership service, and eligible pursuant to the terms of
Montana Code Annotated section 2-18-704,asamended. Aperson is also eligible for Retired Employee
coverage if eligible forretirementunder thetermsand conditionsof the employment policiesand practices
of the Employer.

In all cases, upon retirement, an Employee or Trustee/Board Member, if applicable, can choose between
COBRA Continuation Coverage or continuing under the terms of the Plan as a Retired Employee if the
Retired Employee satisfiesthe criteria as set forth above.
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EFFECTIVE DATE OF EMPLOYEE COVERAGE

Effective Date of Employee Coverage. An Employee will be covered underthis Plan asof the first day of the calendar
month orthe 91stday following the date that the Employee satisfies all of the following:

1) The Eligibility Requirement.

2 The Active Employee Requirement.

(3) The Enrollment Requirements of the Plan.
Active Employee Requirement.
An Employee must be an Active Employee (as defined by this Plan) forthis coverage to take effect.
Eligible Classes of Dependents. A Dependentis any one of the following persons:

® A covered Employee's or Retired Employee’s Spouse or Domestic Partnerand children from birth to the
limiting age of 26 years.

If an otherwise eligible Dependent is not the covered Employee’s true tax dependent as defined by the
Internal Revenue Service (IRS), benefits for that Dependent will NOT be provided on a tax-free basisand
therefore, the Employee may be required to pay the cost of the benefitson an after-tax basisand the
employee may be subject to additional tax consequences.

The term "Spouse" shall mean a person of the opposite or same sex recognized asthe covered Employee's
husband orwife by the laws of the state in which the marriage was formalized. Spouse will notinclude a
common-law Spouse. The Plan Administrator may require documentation provinga legal marital
relationship.

The term “Domestic Partner” shall mean a person of either opposite sex or of the same sex meeting the
following criteria: Share an intimate, exclusive committed personalrelationship of mutual caring; are not
related by blood closer than permitted undermarriage laws of the state; are not married; are notactingunder
fraud orduress, and who are both at least 18 yearsold and competent to enterinto a contract; have no other
Domestic Partnernor had a different Domestic Partnerin the last 12 consecutive months; shared the same
principle residence forthe last 12 consecutive months; are jointly responsible for each other’s basic living
expensesand agree thatanyone who is owed for these expenses can collect from either person; and each
declaresin writing, underpenalty of perjury, that she or he is the other’s Domestic Partner. All referencesto
Spouse will also be applicable to a Domestic Partner, unless otherwise indicated.

The term “children” shall include naturalchildren or step-children of the covered Employee, Retiree or
Domestic Partner,adopted children, children placed with the covered Employee, Retiree or Domestic Partner
in anticipation of adoption or Foster Children. When the child reachesthe applicable limiting age, coverage
will end on the last day of the child’s birthday month.

If a covered Employee or Retiree is the Legal Guardian of a child or children, these children may be
enrolled in this Plan as covered Dependents. The Plan Administrator may require documentation provinga
legal guardianship.

The phrase “child placed with a covered Employee, Retiree or Domestic Partner in anticipation of
adoption” refers to a child whom the Employee, Retiree or Domestic Partnerintendsto adopt, whetheror
notthe adoption has become final, who hasnotattained the age of 18 as of the date of such placement for
adoption. The term “placed” means the assumption and retention by such Employee, Retiree or Domestic
Partnerof a legal obligation fortotalor partial support of the child in anticipation of adoption of the child.
The child must be available foradoption andlegal process must have commenced.
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Please be advised, the definition of “Dependent” may not be the same definition as established by the
InternalRevenue Code (IRC) forindividuals that the covered Employee is permitted to pay qualified
medicalexpensesfrom a Health Savings Account (HSA), or individuals that can be enrolled asan
eligible Dependent fortax-free benefits (i.e. domestic partner ornon-IRC Section 152 Dependent).

There may be tax implications forthe Employee if he or she enrolls certain eligible Dependent(s). The
Employee should consult his or her tax advisorwith any questions on the tax consequences of benefits
for his or her eligible Dependent(s).

Any child of a Plan Participantwho is an alternate recipient undera Qualified Medical Child Support
Order (QMCSO) shall be considered ashavinga right to Dependent coverage underthisPlan. A
participant of this Plan may obtain, without charge, a copy of the procedures governing QMCSO
determinations from the Plan Administrator.

The Plan Administrator may require documentation proving dependency, including birth certificates
or initiation of legal proceedings severing parental rights.

2) A covered Dependent child who reachesthe limiting ageand is Totally Disabled, incapable of
self-sustaining employment by reason of mental or physicalhandicap, primarily Dependent upon the covered
Employee, Retiree or Domestic Partnerfor supportand maintenance and unmarried. The Plan Administrator
may require, at reasonable intervals during the two years following the Dependent’sreachingthe limiting
age, subsequent proof of the child’s Total Disability and dependency.

After such two-year period, the Plan Administrator may require subsequent proof not more than once each
year. The Plan Administrator reserves the right to have such Dependent examined by a Physician of the Plan
Administrator'schoice, atthe Plan's expense, to determine the existence of such incapacity.

These persons are excluded as Dependents: otherindividuals living in the covered Employee's or Retiree's home, but
who arenoteligible asdefined;thelegally separated ordivorced former Spouse of the Employee or Retiree; any former
Domestic Partner of the Employee; or any person who is covered underthe Plan asan Employee or Retiree.

If a person covered underthis Plan changes status from Employee to Dependent or Dependent to Employee, and the
personis covered continuously underthis Plan before, during and afterthe change in status, credit will be given for
deductiblesand all amounts applied to maximums.

If both motherand fatheror Domestic Partnerare Employees or Retirees, their children may be covered as
Dependents of the mother, father or Domestic Partner.

Eligibility Requirements for Dependent Coverage. A family memberof an Employee will become eligible for
Dependent coverage on the first day thatthe Employee iseligible for Employee coverage and the family member satisfies
the requirements for Dependent coverage.

At any time, the Plan may require proof thata Spouse, Domestic Partner, Dependent child qualifies or continuesto
qualify asa Dependentasdefined by this Plan.

Effective Date of Dependent Coverage. A Dependent's coverage will take effect on the day that the Eligibility
Requirementsare met; the Employee is covered underthe Plan; and all Enrollment Requirements are met.

FUNDING

Cost of the Plan. The Employersharesthe cost of Employee and Dependent coverage underthis Plan with the covered
Employees. The enrollmentapplication forcoverage will include a payroll deduction authorization. Thisauthorization
must be completed in a mannerset forth by the Employer.

The level of any Employee or Retired Employee contributionsis set by the Employer. The Employerreserves the right to

change the level of Employee contributions.
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ENROLLMENT

Enrollment Requirements. An Employee mustenroll for coverage by filling outand signing an enrollmentapplication
alongwith the appropriate payrolldeduction authorization. The covered Employee is required to enroll for Dependent
coverage also if Dependent coverage is desired.

Enrollment Requirements for Newborn Children.
A newborn child of a covered Employee is not automatically enrolled in this Plan.

There is a 60-day enrollment period beginning on the date of birth. If enrolled within the first 60 days, coverage will be
retroactive to the date of birth. If the newborn child is notenrolled in this Plan during the initial 60-day enrollment
period, the enrollment will be considered a Late Enrollment, there will be no payment from the Plan and the covered
parentwill be responsible forall costs. (Referto the Late Enrollmentand Open Enrolliment sections below.) Any
applicable premium will be charged starting with the month the baby isborn if added to the policy.

Mid-Year EnrollmentChange. An eligible Employee may prospectively enrollor dis-enroll the Employee and/or
eligible Dependent(s)in certain situations if the requested change in coverage underthe Plan is onaccountof and
consistent with a change made underanotheremployersponsored plan (includinga p lan of the Employeror the employer
of the Spouse or a Dependent),and is permitted by law.

TIMELY, LATE, OR OPEN ENROLLMENT

1) Timely Enrollment- The enrollment will be "timely" if the completed form is received by the Plan
Administratorno later than 31 days (or60 days fora newborn Dependent child of the Employee or Spouse)
afterthe person becomeseligible forthe coverage, either initially or undera Special Enroliment Period.

Iftwo Employeesor Retired Employees (husband and wife or Domestic Partners) are covered underthe Plan
and the Employee or Retired Employee who is covering the Dependent children terminates coverage, the
Dependent coverage may be continued by the other covered Employee or Retired Employee with no Waiting
Period aslong as coverage hasbeen continuous.

2) Late Enrollment- An enrollmentis "late" if it is not made on a "timely basis" or during a Special
Enrollment Period. Late Enrollees and their Dependentswho are noteligible to join the Plan during a Special
Enrollment Period may join only during open enroliment.

Ifanindividualloses eligibility for coverageasa result of terminatingemployment, reduction of hours of
employmentora generalsuspension of coverage underthe Plan, then upon becomingeligible again dueto
resumption of employmentordue to resumption of Plan coverage, only the most recent period of eligibility
will be considered forpurposes of determining whetherthe individualis a Late Enrollee.

The time between the date a Late Enrollee first becomeseligible for enroliment underthe Plan and the first
day of coverage is not treated asa Waiting Period. Coverage begins asspecified underthe Open Enrollment
section.

(i Open Enrollment - Each yearthereis anannualopen enroliment period designated by the
Employer; during the annualopen enroliment period covered Employeesand theircovered
Dependentswill be able to change some of their benefit decisions based on which benefitsand
coveragesare right for them.

Eachyearthereis anannualopen enrollment period designated by the Employerduring which
Employeesand their Dependentswho are Late Enrollees will be able to enroll in the Plan.

Benefit choices made duringthe open enrollment period will become effective the firstof the
month designated by the Employer and remain in effect untilthe next open enrollment, unless
there is a Special Enrolimenteventor a change in family status duringthe year (birth, death,
marriage, divorce, adoption) orloss of coverage due to loss of a Spouse's employment. To the extent
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previously satisfied, coverage Waiting Periods will be considered satisfied when changingfrom one
benefit option underthe Plan to anotherbenefit option under the Plan.

A Plan Participant who fails to make an election during open enroliment will automatically retain
his or her present coverages.

Plan Participantswill receive detailed information regardingopen enrollment from their Employer.

(3) Enrollment Following a Benefit Measurement Period. Employeeswho were determined to be Full-Time
Active Employees during the applicable measurement period (and theireligible Dependents)may enrollin
the Plan the first day of the first full calendar month of the following stability period. Employeeswill be
credited fortime previously satisfied toward the employment Waiting Period.

SPECIAL ENROLLMENT RIGHTS

Federal law provides Special Enroliment provisions under some circumstances. If an Employee isdeclining enroliment
for himself or herself or his or her Dependents (including his or her Spouse) because of other health insurance or group
health plan coverage, there may be a right to enroll in this Plan if there is a loss of eligibility for thatothercoverage (or if
the employerstops contributing towards the other coverage). However, a request forenroliment must be made within 31
daysafterthe coverage ends (or afterthe employer stops contributingtowards the other coverage).

In addition, in the case of a birth, marriage, adoption orplacement foradoption, there may be a right to enroll in this Pla n.
However, a request for enrollment must be made within 60 days of the birth adoption orplacement foradoption, or31
daysof marriage, or registration of the Domestic Partnership relationship.

The Special Enrolliment rules are described in more detail below. To request Special Enrollment or obtain more
detailed information of these portability provisions, contact the Plan Administrator.

SPECIAL ENROLLMENT PERIODS

The eventsdescribed below may create a right to enroll in the Plan undera Special Enrollment Period. (Note: A Retired
Employee who declines coverage at retirement and later loses other coverage will not be entitled to special enrollment,
nor will the Retired Employee’s eligible Spouse, Domestic Partner, or Dependent children.)

) Losing other coverage may create a Special Enroliment right. An Employee or Dependent who is
eligible, butnotenrolled in this Plan, may enroll if loss of eligibility for coverage meetsall of the following
conditions (Note: the following provisions will not be applicable to a Retired Employee and/or their Spouse,
Domestic Partner, or Dependent children):

(@) The Employee or Dependent was covered undera group health plan or had health insurance
coverage at the time coverage underthis Plan was previously offered to the individual.

(b) If required by the Plan Administrator, the Employee stated in writing at the time that coverage was
offered that the other health coverage wasthe reason fordeclining enrollment.

(©) The coverage of the Employee or Dependent who had lost the coverage was under COBRA and the
COBRA coverage was exhausted, orwas not under COBRA and eitherthe coverage was terminated
asaresult of loss of eligibility for the coverage or because employer contributions towards the
coverage were terminated. Coverage will begin no later than the first day of the first calendarmonth
following the date the completed enroliment form is received.

(d) The Employee or Dependent requests enrollment in this Plan not later than 31 daysafterthe date of
exhaustion of COBRA coverage or the termination of non-COBRA coverage due to loss of
eligibility or termination of employer contributions, described above. Coverage will begin no later
than the first day of the first calendarmonthfollowing the date the completed enrolliment form is
received.
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For purposesof these rules, a loss of eligibility occurs if one of the following occurs:

(1) The Employee or Dependent hasa loss of eligibility due to the plan no longer offeringany benefits
toa classof similarly situated individuals (i.e.: part-time employees).

(i) The Employee or Dependent hasa loss of eligibility asa result of legal separation, divorce,
cessation of Dependent status (such asattainingthe maximum age to be eligible asa Dependent
child underthe plan), death, termination of employment, orreduction in the number of hours of
employment or contributionstowards the coverage were terminated.

(iii) The Employee or Dependent hasa loss of eligibility when coverage is offered through an HMO, or
otherarrangement, in the individual market that doesnot provide benefits to individuals who no
longer reside, live or work in a service area, (whether or not within the choice of the individual).

(iv) The Employee or Dependent hasa loss of eligibility when coverage is offered throughan HMO, or
otherarrangement, in the group market that doesnot provide benefits to individualswho no longer
reside, live orwork in a service area, (whether or not within the choice of the individual), and no
otherbenefit package isavailable to the individual.

Ifthe Employee or Dependent lost the othercoverage asa result of the individual's failure to pay premiumsor required
contributionsor forcause (such as makinga fraudulent claim oran intentional misrepresentation of a material factin
connection with the plan), thatindividualdoesnot have a Special Enroliment right.

2 Acquiring a newly eligible Dependent may create a Special Enrollment right. If:

(@) The Employee is a participant underthis Plan (or has met the Waiting Period applicable to
becominga participantunderthisPlan and is eligible to be enrolled underthis Plan butfor a failure
to enroll during a previous enrollment period), or

(b) The Retired Employee is a participant underthis Plan; and

(c) A person becomesa Dependent of the Employee or Retired Employee through marriage,
registration of Domestic Partnership, birth, adoption orplacement foradoption,

then the Dependent (and if not otherwise enrolled, the Employee) may be enrolled underthis Plan. In the
case of the birth or adoption of a child, the Spouse or Domestic Partner of the covered Employee may be
enrolled asa Dependent of the covered Employee if the Spouse or Domestic Partner is otherwise eligible for
coverage.

In the case of marriage, birth,adoption or placement for ado ption, the Spouse, Domestic Partner, or
Dependent of a covered Retired Employee may be enrolled asa Spouse, Domestic Partner or Dependent of
the covered Retired Employee if the Spouse, Domestic Partner, or Dependentis otherwise eligible for
coverage underthe Plan.

If the Employee is notenrolled at the time of the event, the Employee must enroll underthis Special
Enrollment Period in order for his eligible Dependentsto enroll. If the Retiree is notenrolled at the time of
the event, this Special Enrollment right will not be applicable.

The Dependent Special Enroliment Period for:

@) Marriage or Domestic Partner relationship is a period of 31 daysand beginson the date of the
marriage, or date of registration of Domestic Partnership;

(b) Dependent'sbirth, a Dependent'sadoption, placement foradoption, or Foster Child placementisa
period of 60 daysand begins the date of birth, adoption orplacement foradoption, or Foster Child
placement.
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To be eligible forthis Special Enroliment, the Dependentand/or Employee or Retired Employee must
request enrollment during this period.

The coverage of the Dependentand/or Employee or Retired Employee enrolled in the Special Enrollment
Period will be effective:

(@) In the case of marriage, the day of marriage, or

(b) In the case of Domestic Partnerrelationship, on the date of registration of the domestic partner
relationship; or

(©) Inthe case of a Dependent's birth, as of the date of birth; or

(d) Inthe case of a Dependent'sadoption, placement foradoption, or Foster Child placement, the date
of the adoption, placement foradoption, or Foster Child placement.

Children's Health Insurance Program Reauthorization Act of 2009 (CHIPRA)

Employeesand their Dependentswho are otherwise eligible forcoverage underthe Plan butwho are notenrolled can
enroll in the Plan provided that they request enrolliment in writing within sixty (60) daysfrom the date of the following
loss of coverage or gain in eligibility:

(@) The eligible person ceasesto be eligible for Medicaid or Children’s Health Insurance Program
(CHIP) coverage; or

(b) The eligible person becomesnewly eligible fora premium subsidy under Medicaid or CHIP.

If eligible, the Dependentand if not otherwise enrolled, the Employee, Spouse, and otherwise eligible Dependent children
may be enrolled underthis Plan.

This Dependent Special Enrollment Period is a period of 60 daysand beginson the date of the loss of coverage underthe
Medicaid or CHIP plan OR on the date of the determination of eligibility fora premium subsidy under Medicaid or
CHIP. To beeligible forthis Special Enroliment,the Employee must request enroliment in writing during this 60-day
period. The effective date of coverage will begin the first day of the first calendar month following the date of loss of
coverage orgainineligibility.

If a State in which the Employee lives offersany type of subsidy, this Plan shall also comply with any other State lawsas
set forth in statutesenacted by State legislature and amended from time to time, to the extent that the State law s
applicable to the Plan, the Employerand its Employees.

For more information regarding specialenrolliment rights, contact the Plan Administrator.
TERMINATION OF COVERAGE

The Employer or Plan has the right to rescind any coverage of the Employee and/or Retiree and/or Dependents for
cause, making a fraudulent claimor an intentional material misrepresentation in applying for or obtaining coverage, or
obtaining benefitsunder the Plan. The Employer or Plan may eithervoid coverage for the Employee and/or covered
Retirees and/or covered Dependents for the period of time coverage was in effect, may terminate coverage as of a date to
be determined at the Plan'sdiscretion, or may immediately terminate coverage. If coverage is to be terminated or voided
retroactively for fraud or misrepresentation, the Plan will provide at least 30 days' advance written notice of such
action. The Employerwill refund all contributions paid for any coverage rescinded; however, claims paid will be offset
from thisamount. The Employer reserves the right to collect additional moniesif claimsare paid in excess of the
Employee'sand/or Retiree'sand/or Dependent's paid contributions.

When Employee Coverage Terminates. Employee coverage will terminate on the earliest of these dates:

@ The date the Planis terminated;
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2) The date the covered Employee's Eligible Classis eliminated;

(3) The lastday of the calendar month in which the covered Employee ceasesto be in one of the Eligible
Classes or, ifapplicable, the last day of the stability period for which the covered Employee met the required
minimum hours of service established by the Employer. This includes death ortermination of Active
Employment of the covered Employee. (See the section entitled COBRA Continuation Coverage.) Italso
includes an Employee on disability, leave of absence orotherleave of absence, unlessthe Plan specifically
provides for continuation duringthese periods;

4 The end of the period for which the required contribution hasbeen paid if the charge forthe next period is
not paid when due;

(5) Ifan Employee commits fraud, makes an intentional misrepresentation of material factin applyingforor
obtainingcoverage, or obtaining benefitsunderthe Plan, or fails to notify the Plan Administratorthat he or
she hasbecome ineligible for coverage, then the Employeror Plan may eithervoid coverage forthe
Employee and covered Dependents for the period of time coverage was in effect, may terminate coverage as
of a dateto be determined atthe Plan's discretion, or may immediately terminate coverage. If coverage is to
be terminated orvoided retroactively forfraud or misrepresentation, the Plan will provide at least 30 days'
advance written notice of such action; or

6) As otherwise specified in the Eligibility section of this Plan.

Note: Exceptin certain circumstances,a covered Employee maybe eligible for COBRA Continuation Coverage.
For a complete explanation of when COBRA Continuation Coverage isavailable, what conditionsapply and
how to select it, see the section entitled “COBRA Continuation Coverage”.

Continuation During Periods of Employer-Certified Disability, Leave of Absence or Layoff. A person may remain
eligible fora limited time if Active, full-time work ceasesdue to disability, leave of absence or layoff. This continuance
will end asfollows:

For disability leave only: the date the Employerendsthe continuance.
For leave of absence or layoff only: the date the Employerendsthe continuance.

While continued, coverage will be thatwhich was in force on the last day worked asan Active Employee. However, if
benefitsreduce for othersin the class, they will also reduce for the continued person.

Continuation During Family and Medical Leave. Regardless of the established leave policies mentioned above,

this Plan shall atall times comply with the Family and Medical Leave Act of 1993 (FMLA) aspromulgated in regulations
issued by the Department of Laborand amended from time to time, if, in fact, FMLA is applicable to the Employerand
all of its Employeesand locations. This Plan shall also comply with any other State leave laws as set forth in statutes
enacted by State legislature and amended from time to time, to the extent that the State leave lawis applicable to the
Employerand all of its Employees. Leave taken pursuant to any other State leave lawshallrun concurrently with leave
taken under FMLA, to the extent consistent with applicable law.

If applicable, during any leave taken underthe FMLA and/orother State leave law, the Employerwill maintain coverage
underthis Plan on the same conditionsas coverage would have been provided if the covered Employee had been
continuously employed duringthe entire leave period.

If Plan coverage terminatesduringthe FMLA, coverage will be reinstated forthe Employee and his or her covered
Dependents if the Employee returnsto work in accordance with the terms of the FMLA and/orother State leave law.
Coverage will be reinstated only if the person(s) had coverage underthis Plan when the FMLA leave started,and will be
reinstated to the same extent that it wasin force when that coverage terminated
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Rehiring a Terminated Employee. A terminated Employee who is rehired prior to the end of a 26 consecutive week
period afterthe date of termination will have coverage reinstated the first day of the first calendar month followingthe
date of rehire. Employeesrehired aftera break in service of 26 consecutive weeksor more will be treated asa new hire.

Employeeson Military Leave. Employeesgoing into or returning from military service may elect to continue Plan
coverage as mandated by the Uniformed Services Employmentand Reemployment Rights Act (USERRA) underthe
following circumstances. These rights apply only to Employeesand their Dependents covered underthe Plan
immediately before leaving formilitary service.

@ The maximum period of coverage of a person and the person's Dependentsundersuch an election shall be
the lesser of:

@) The 24-month period beginning on the date on which the person's absence begins; or

(b) The day afterthe date on which the person was required to apply foror return to a position of
employmentand failsto do so.

2) A person who elects to continue health plan coverage may be required to pay up to 102% of the full
contribution underthe Plan, excepta person on active duty for 30 daysor less cannot be required to pay
more than the Employee'sshare, if any, forthe coverage.

(3) An exclusion or Waiting Period may not be imposed in connection with the reinstatement of coverage upon
reemployment if one would not have been imposed had coverage not been terminated because of service.
However, an exclusion or Waiting Period may be imposed forcoverage of any Ilness or Injury determined
by the Secretary of Veterans Affairsto have beenincurred in, or aggravated during, the performance of
uniformed service.

Ifthe Employee wishes to elect this coverage orobtain more detailed information, contact the Plan Administrator. The
Employee may also have continuation rights under USERRA. In general, the Employee must meet the same requirements
for electing USERRA coverage asare required under COBRA Continuation Coverage requirements. Coverage elected
underthese circumstancesis concurrent not cumulative. The Employee mayelect USERRA continuation coverage for
the Employee and their Dependents. Only the Employee has election rights. Dependentsdo nothave any independent
right to elect USERRA health plan continuation.

Montana National Guard Members. Participants performing State active duty asa Montana National Guard member
may electto continue Plan coverage subject to the terms of the Montana Military Service Employment Rights Act
(MMSERA) underthe following circumstances:

1) The period of coverage of a person undersuch an election shall be the period of time beginning on the date
on which the person’s absence for State active duty begins, and ending;

(@) The nextregularly scheduled day of employment following traveltime plus 8 hours, if State active
duty is 30 daysor less; or

(b)  The nextregularly scheduled day of employment following 14 daysaftertermination of State active
duty, if State active duty is notmore than 180 days; or

()  Thenextregularly scheduled day of employment following 90 days aftertermination of State active
duty, if State active duty is more than 180 days.

(2) A person who elects to continue health plan coverage may be required to pay up to 102% of the full
contribution underthe Plan, exceptthata person on State active duty forlessthan 180 days maynot be
required to pay more than the regular Participant’s share, if any, forthe coverage.

(3) An exclusion or Waiting Period may not be imposed in connection with the reinstatement of coverage upon
reemployment if one would not have been imposed had coverage not been terminated because of service.
However, an exclusion or Waiting Period may be imposed for coverage of any Ilness or Injury determined
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by the Montana Department of Military Affairs to have been caused by oraggravated during, performance of
State active duty.

When Retired Employee Coverage Terminates. Retired Employee coverage will terminate on the earliest of these dates:

1)
)
3)
4)

)

(6)

The datethe Plan is terminated;
The date the covered Retired Employee's Eligible Classis eliminated;
The date the Retired Employee’s coverage underthe Plan terminates due to death;

If a Retired Employee commits fraud ormakesan intentional material misrepresentation in applying foror
obtainingcoverage, or obtaining benefitsunderthe Plan, then the Employeror Plan may eithervoid
coverage forthe Retired Employee and covered Dependents forthe period of time coverage was in effect,
may terminate coverage asof a date to be determined at the Plan'sdiscretion, or may immediately terminate
coverage. If coverage is to be terminated orvoided retroactively for fraud or misrepresentation, the Plan will
provide at least 30 days advance written notice of such action;

The end of the period for which the required contribution hasbeen paid if the charge forthe next period is
not paid when due; or

As otherwise specified in the Eligibility section of this Plan.

When Dependent Coverage Terminates. A Dependent'scoverage will terminate on the earliest of these dates:

1) The date the Plan or Dependent coverage underthe Plan is terminated;

2) The date thatthe Employee's coverage underthe Plan terminates forany reason includingdeath. (See the
section entitled COBRA Continuation Coverage.);

(3) The lastday of the month a covered Spouse or Domestic Partner loses coverage due to loss of eligibility
status. (See the section entitled COBRA Continuation Coverage.) In the even the Domestic Partnership is
terminated either partnerisrequired to informthe Plan Administrator of the termination of the Domestic
Partnership;

4 The lastday of the month inwhich the Dependent child ceasesto meet the applicable eligibility
requirements. (See the section entitled COBRA Continuation Coverage.);

(5) The end of the period for which the required contribution hasbeen paid if the charge forthe next period is
not paid when due;

6) Ifa Dependent commits fraud ormakesan intentional misrepresentation of materialfact inapplyingforor
obtainingcoverage, or obtaining benefitsunder the Plan, or fails to notify the Plan Administratorthathe or
she hasbecome ineligible for coverage,then the Employeror Plan may eithervoid coverage forthe
Dependent forthe period of time coverage wasin effect, may terminate coverage as of a date to be
determined atthe Plan'sdiscretion, or may immediately terminate coverage. If coverage isto be terminated
or voided retroactively forfraud or misrepresentation, the Plan will provide at least 30 days'advance written
notice of such action; or

)] As otherwise specified in the Eligibility section of this Plan.

Note: Exceptin certain circumstances,a covered Dependent may be eligible for COBRA Continuation Coverage.
For a complete explanation of when COBRA Continuation Coverage isavailable, what conditionsapply and
how to select it, see the section entitled “COBRA Continuation Coverage”.
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SURVIVING DEPENDENT OF RETIRED EMPLOYEE COVERAGE.

The surviving Spouse of a deceased covered Retired Employee may remain a Covered Person of the Plan aslong as the
Spouseis eligible forretirement benefitsaccrued by the deceased covered Retired Employee unlessa participant in
anothergroup plan with substantially equivalent benefitsand rates, oremployed and therefore eligible to participate in
anothergroup plan with substantially equivalent benefitsand rates.

The surviving children of deceased covered Retired Employee may remain Covered Persons of the Plan aslong as they
areeligible for retirementbenefitsaccrued by the deceased covered Retired Employee unlessthey have equivalent
coverage in anothergroup plan with substantially equivalent benefitsand rates, orunless employed and therefore eligible
to participate in anothergroup plan with substantially equivalent benefitsand rates orare eligible forhealth coverage
undera surviving parent’sor legal guardian’s employment plan.

Persons meeting these requirements who wish to remaina Covered Person of the Plan must furnish satisfactory evidence
of their qualificationsto the Claims Administratorwithin 20 daysaftersuch eligibility commencesandmake
arrangements forpayment.

SPOUSE OF RETIRED EMPLOYEE COVERAGE

The Spouse of a Retired Employee may remaina Covered Person of the Planaslong asthe Spouse wasa Covered Person
underthe Plan on the day immediately before the date of the Retired Employee’s retirement or the date the covered
Retiree becomes Medicare eligible asa result of age (whether or not the Retiree enrolls in Medicare) or hasor is eligible
for coverage in anothergroup plan with substantially equivalent benefitsand rates.

Spouse of Retired Employee Coverage doesnotinclude children of the covered Spouse, covered Employee, or
covered Retired Employee.

A covered Spouse meetingthese requirements who wishes to remain a Covered Person of the Plan must furnish
satisfactory evidence of their qualificationsto the Claims Administratorwithin 20 daysaftersuch eligibility commences
and make arrangements for payment.

When Spouse of Retired Employee Coverage Terminates. Spouse of Retired Employee coverage will terminate on
the earliest of these dates:

@ The datethe Planis terminated;

(2) The date the covered Spouse of Retired Employee becomesa participantin anothergroup plan with
substantially equivalent benefitsand rates, orbecomesemployed and therefore eligible to participate in
anothergroup plan with substantially equivalent benefitsand rates.

(3) The end of the period for which the required contribution hasbeen paid if the charge forthe next period is
not paid when due;

4 Ifa Spouse of Retired Employee commits fraud ormakesan intentional material misrepresentation in
applyingfor or obtainingcoverage, or obtaining benefitsunderthe Plan, then the Employeror Plan may
either void coverage forthe Spouse of Retired Employee forthe period of time coverage was in effect, may
terminate coverage as of a date to be determined at the Plan'sdiscretion, or may immediately terminate
coverage. If coverage is to be terminated orvoided retroactively forfraud or misrepresentation, the Plan will
provide at least 30 daysadvance written notice of such action; or

(5) As otherwise specified in the Eligibility section of this Plan.
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MEDICAL BENEFITS

Medical Benefitsapply when Covered Chargesare incurred by a Covered Person for care of an Injury or Sickness and
while the person is covered forthese benefits underthe Plan.

Claimsshould be received by the Claims Administrator within 365 days of the date charges forthe services were
incurred. Benefitsare based on the Plan's provisions at the time the chargeswere incurred. Claimsreceived later than
that date will be denied.

Sutter Health System network providerswill be given additional consideration if this Plan is secondary. In this case, the
Claims Administratorwill also considera claim received by the Claims Administrator within one yearfrom the date of
issuance of the primary Explanation of Benefits. Claims filed later than that date will be denied.

The Plan Participant must provide sufficient documentation (asdetermined by the Claims Administrator) to supporta
Claim for benefits. The Plan reserves theright to have a Plan Participant seek a second medical opinion.

Before filing a lawsuit, the Claimant must exhaust both levelsof review as described in the Internal And External
Claims Review Proceduressection. A legal actionto obtain benefits must be commenced within one (1) year of the
date of the notice of the Plan Administrator’s determination on the second level of review.

DEDUCTIBLE

Deductible Amount. This is anamount of Covered Charges forwhich no benefitswill be paid. Before benefitscan be
paidin a Calendar Yeara Covered Person must meet the deductible shown in the Schedule of Benefits.

Family Unit Limit. When the maximumamount shown in the Schedule of Benefitshasbeen incurred by Covered
Persons of a Family Unit toward their Calendar Yeardeductibles, the deductiblesof all Covered Persons of that Family
Unit will be considered satisfied for that Calendar Year.

BENEFIT PAYMENT AND COINSURANCE

Each Calendar Year, benefitswill be paid for the Covered Charges of a Covered Person thatare in excess of the
deductible and any applicable copayment(s).

Benefit Payment made by the Plan will be atthe rate shown in the Schedule of Benefits. No benefitswill be paidin
excess of the maximum benefitamount listed in the Plan.

Once the Plan hasmade the applicable benefit payment, the remaining percentage owed is the Covered Person’s
“coinsurance” responsibility. For example, if the Plan’s reimbursementrate is 80%, the Covered Person’s responsibility
(or coinsurance)is 20%.

Coinsurance does not include any deductible or copaymentamounts. Coinsurance will apply to the maximum out-of-
pocketamount.

MAXIMUM OUT-OF-POCKET AMOUNT

Covered Chargesare payable at the percentages shown each Calendar Yearuntilthe maximum out-of-pocket amount
shown in the Schedule of Benefitsis reached. Then, Covered Chargesincurred by a Covered Person will be payable at
100% (except forany charges which do notapply to the maximum out-of-pocket amount) forthe rest of the Calendar
Year.

When a Family Unit reachesthe maximum out-of-pocket amount, Covered Charges forthat Family Unit will be payable
at 100% (except forany charges which do not apply to the maximum out-of-pocket amount) forthe rest of the Calendar
Year.
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COVERED CHARGES

Covered Chargesare the Allowable Chargesthatare incurred for the following items of service and supply. These
chargesare subject to the benefit limits, exclusions and other provisions of this Plan. A charge is incurred on the date that
the service or supply is performed or furnished.

1)

@)

)

4)

Hospital Care. The medicalservices and supplies furnished by a Hospitalor Ambulatory Surgical Centeror
a Birthing Center. Covered Chargesforroom and board will be payable asshown in the Schedule of
Benefits. After 23 observation hours, a confinement will be considered an inpatient confinement.

Room charges made by a Hospitalhavingonly private roomswill be payable atthe average private
room rate of that facility.

Charges for an Intensive Care Unit stay are payable as described in the Schedule of Benefits.

Coverage of Pregnancy. The Allowable Chargesfor the care and treatment of Pregnancy are covered the
sameasany other Sickness.

Note: Routine prenatal office visits will be payable asstated underthe Pregnancy benefitasshown in the
Schedule of Benefits section.

The following services will continue to be payable pernormalPlan provisions:

Pregnancy-related ultrasounds, lab screenings (not otherwise specified), Complicationsof Pregnancy (as
defined underthis Plan), delivery, and post-partum care.

Group health plansgenerally may not, under Federallaw, restrict benefitsforany hospitallength of stay in
connection with childbirth forthe motherornewborn child to less than 48 hours following a vaginal
delivery, or less than 96 hours following a cesarean section. However, Federallaw generally doesnot
prohibit the mother'sor newborn's attending provider, after consultingwith the mother, from discharging the
motheror her newborn earlier than 48 hours (or 96 hours asapplicable). Inany case, plansand issuers may
not,under Federal law, require thata providerobtain authorization from the plan orthe issuer for prescribing
a length of stay not in excess of 48 hours (or 96 hours).

Skilled Nursing Facility Care. The room and board and nursing care furnished by a Skilled Nursing
Facility will be payable if and when:

@) The patientis confined asa bed patient in the facility; and
(b) The attending Physician certifies that the confinement is Medically Necessary ; and

(©) The attending Physician completesa treatment planwhich includes a diagnosis, the proposed course
of treatmentand the projected date of discharge from the Skilled Nursing Facility.

Covered Chargesfor a Covered Person's care in these facilities are payable asdescribed in the Schedule of
Benefits.

PhysicianCare. The professionalservices of a Physician for surgical or medical services.

Charges for multiple surgical proceduresare subject to the following provisions in the absence of a
negotiated amount established by a provider network arrangement or other discountingor negotiated
arrangement:

(@) If bilateral or multiple surgical proceduresare performed by one surgeon, benefits will be
determined based on the Allowable Charge for the primary procedures; 50% of the Allowable
Charge for each additional procedure performed through the same incision or during the same
operative session. Any procedure thatwould notbe anintegral part of the primary procedure oris

Shepherd Public Schools Employee Healthcare Plan 22 July 1,2021
TRADITIONAL Il



unrelated to the diagnosis will be considered "incidental” and no benefits will be provided forsuch
procedures;

(b) If multiple unrelated surgical proceduresare performed by two or more surgeons on separate
operative fields, benefitswill be based on the Allowable Charge for each surgeon's primary
procedure. Iftwo or more surgeons perform a procedure that isnormally performed by one
surgeon, benefits for all surgeons will notexceed the Allowable Charge percentage allowed forthat
procedure; and

(c) If anassistant surgeon is required, the assistant surgeon's Covered Charge will notexceed 20% of
the surgeon's Allowable Charge.

(5) Private Duty Nursing Care. The private duty nursing care by a licensed nurse (R.N., L.P.N. or L.V.N.).
Covered Chargesfor this service will be included to this extent:

(@) Inpatient Nursing Care. Chargesare covered only when care is Medically Necessary or not
Custodialin nature and the Hospital's Intensive Care Unitis filled or the Hospitalhasno Intensive
Care Unit.

(b) Outpatient Nursing Care. Charges are covered only when care is Medically Necessary and not

Custodialin nature. The only charges covered for Outpatient nursingcare are those shown below,
underHome Health Care Services and Supplies. Outpatient private duty nursingcare ona 24 -hour-
shift basisis not covered.

(6) Home Health Care Servicesand Supplies. Chargesforhome health care services and suppliesare covered
only forcare and treatment of an Injury or Sickness. The diagnosis, care and treatment must be certified by
the attendingPhysician and be contained ina Home Health Care Plan.

Benefit payment fornursing, home health aide and therapy servicesis subject to the Home Health Care limit
shown in the Schedule of Benefits.

A home health care visit will be considered a periodic visit by either a nurse or therapist, asthe case may be,
or fourhours of home health aide services.

(7) Hospice Care Servicesand Supplies. Charges forhospice care services and supplies are covered only when
the attending Physician has diagnosed the Covered Person's condition as being terminal, determined that the
person is not expected to live more than six monthsand placed the person undera Hospice Care Plan.

Covered Chargesfor Hospice Care Services and Suppliesare payable asdescribed in the Schedule of
Benefits.

(8) Other Medical Servicesand Supplies. These services and supplies not otherwise included in the items
aboveare covered asfollows:

(@) Allergy testing and injections. Covered Chargeswill include testing, injections, serum and
syringes.
(b) Ambulance. Local Medically Necessary professionalland orair ambulance service. A charge for

this item will bea Covered Charge only if the service is to the nearest Hospital or Skilled Nursing
Facility where necessary treatment canbe provided unlessthe Plan Administratorfindsa longer trip
was Medically Necessary.

(©) Applied Behavioral Analysis orothersimilar services when provided by an individual licensed by
the behavioralanalyst certification board or certified by the Department of Public Health and
Human Servicesasa family support specialist with an autism endorsement.
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Note: Benefitsare limited to treatment that is prescribed by a Physician and documented by a
written Plan of Care provided by the treating Physician. The Plan Administrator may request
periodic documentation of continued progressto goalsidentified in the Plan of Care.

Benefitswill be payable only forcovered Dependent child(ren) from birth through age 18 yearsand
will be payable uptothe limits asstated in the Schedule of Benefits

(d) Anesthetic; oxygen; blood and blood derivativesthat are notdonated or replaced; intravenous
injectionsand solutions. Administration of these itemsis included.

(e) Breast pump, breast pump supplies, lactationsupport and counseling.

Breast pump, breast pump supplies.

A standard electric breast pump ora manualbreast pump for initiation or continuation of
breastfeeding (no more than 45 dayspriorto birth may be rented or purchased, with the cost not to
exceed the purchase price.

e Rentalofa heavy duty/hospitalgrade breast pump maybe considered Medically Necessary only
for the period of time thata newborn remains inpatient in the Hospital. Purchase of a heavy
duty/hospital grade breast pump isnot considered a Covered Charge underthis Plan.

o For female Covered Personsusing a breast pump from a prior Pregnancy, a new set of breast
pump suppliesmay be covered with each subsequent Pregnancy.

e Replacement of eithera standard electric breast pump ora manual breast pump, but not both,
will be covered up to once every (3) three Calendar Yearsif associated with a subsequent
Pregnancy.

Covered Chargesfor the purchase orrental of a breast pump and supplieswill be payable subjectto
the Preventive Care benefitsasshown in the Schedule of Benefits section.

Note: Breast pumpsand breast pump supplieswhen purchased through a retail store (for example,
through Target, Wal-Mart, Walgreens) will be considered payable at the Network benefit
level only for the purposes of this benefit.

The Claims Administrator will require the followingdocumentation: claimform with proof of
purchase to include purchase price and itemdescription.

Lactationsupport and counseling

Covered Chargesinclude inpatient and outpatient comprehensive prenataland postnatal lactation
supportand counselingfor female Covered Persons forthe duration of the breastfeeding. Services
must be rendered by a Physician acting within the scope of their license or certification under
applicable State law.

Note: Paymentwill be made for Covered Chargesfor lactation supportand counseling under the
Preventive Care benefitsin the Schedule of Benefits section.

) Cardiac rehabilitation as deemed Medically Necessary provided services are rendered (a) under
the supervision of a Physician; (b) in connection with a myocardial infarction, coronary occlusion,
coronary bypasssurgery, or other cardiac condition; (c) initiated within 12 weeks a fterother
treatment forthe medical condition ends; and (d) in a Medical Care Facility asdefined by this Plan.

@ Chemotherapy or radiation treatment with radioactive substances. The materialsand services of
techniciansare included.

Pre-notification of services, by the Plan Participant, for cancertreatment services is strongly
recommended. The pre-notification request to CareLink should include the Covered Person’s plan
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of careand treatment protocol. Pre-notification of services should occur at least seven (7) daysprior
to the initiation of treatment.

For pre-notification of services, call CareLink atthe following numbers:

Toll Free in the United States: (866) 894-1505
LocalCallin Billings, Montana: (406) 245-3575

A pre-notification of services by CareLink is not a determination by the Plan that claims will be
paid. All claims are subject to the provisions of the Plan, including but not limited to medical
necessity, exclusionsand limitations in effect when services are provided. A pre-notification is not
required asa condition precedent to paying benefits, and can only be appealed under the
proceduresin the Care Management Services section. A pre-notification cannot be appealed under
the Plan’s Internal and External Claims Review Procedures.

(h) Clinical Trials. Covered Chargeswill include charges made forroutine patient servicesassociated
with clinical trials approved andsponsored by the federalgovernment. In addition the following
criteria must be met:

e The clinical trial is registered on the National Institute of Health (NIH) maintained web site
www.clinicaltrials.gov asa Phasel, II,111,or IV clinical trial.

e The Covered Person meetsall inclusion criteria forthe clinical trial and is not treated “off-
protocol.”

e The Covered Person hassigned an Informed Consent to participate in the clinical trial. The Plan
Administratormay request a copy of the signed Informed Consent;

e Thetrialis approved by the Institutional Review Board of the institution administering the
treatment.

e Routine patient services will notbe considered Experimentalor Investigationaland will include
costs forservices received during the course of a clinical trial, which are the usualcosts for
medical care, such asPhysician visits, Hospital stays, clinical laboratory testsand x-raysthata
Covered Person would receive whether or not he or she were participatingin a clinical trial.

Routine patient services do not include, and reimbursement will not be provided for:

e The investigationalservice, supply, or drug itself;

Services or supplies listed herein as Plan Exclusions;

e Services or supplies related to data collection forthe clinical trial (i.e., protocol-induced costs).
This includes itemsand services provided solely to satisfy data collection and analysisand that
arenotused in direct clinical management of the Covered Person (e.g. monthly CT scansfora
condition usually requiring only a single scan);

e Services or supplies which, in the absence of private health care coverage, are provided by a
clinical trial sponsoror otherparty (e.g. device, drug, item or service supplied by manufacturer
and notyet FDA approved)without charge to the trial participant.

0) Colonoscopy. Covered Charges for a colonoscopy with a medicaldiagnosis will be payable as
stated in the Schedule of Benefits. Coverage includes reimbursement for the following: CT
Colonography (virtual colonoscopy and flexible sigmoidoscopy).
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()] Contraceptives. All Food and Drug Administration (FDA) approved contraceptive methods when
prescribed by a Physician, including but not limited to intrauterine devices (IUDs), implants
(including insertion and removalwhen applicable), injections, and any related Physician and facility
charges complications. Services will be payable subject to the Preventive Care benefit in the
Schedule of Benefits.

Refer to the separate Prescription Drug Benefit of this Plan regarding prescriptioncoverage of oral
contraceptive medications, devices, transdermals, vaginal contraceptives, implantablesand
injectables, including Physician-prescribed over-the-counter (OTC) contraceptivesfor female
Covered Persons.

(K) Initial contact lenses or glasses required following cataract surgery.

()] Diabetic Education. Inpatient and outpatient self-management trainingand education forthe
treatment of diabetes, provided by a licensed health care professionalwith expertise in diabetes.

(m) Down Syndrome Treatment including but not limited to professional, counseling, guidance
services, and treatment programs deemed Medically Necessary to develop and restore, to the
maximum extent practicable, the functioning of the covered Dependent child(ren).

Note: Benefitsare limited to treatment that is prescribed by a Physician and documented by a
written Plan of Care and provided by the treating Physician. The Plan may require an updated
treatment plan and documentation of continued medical necessity updated every 6 (six) months.

The Claims Administrator may request periodic documentation of continued progressto goals
identified in the Plan of Care.

Benefitswill be payable only forcovered Dependent child(ren) from birth through age 18 yearsand
will be payable up tothe limits asstated in the Schedule of Benefits

(n) Durable Medical Equipment (DME). Chargesfor Durable Medical Equipmentand supplies
necessary forthe maintenance and operation of the Durable Medical Equipment that meet all of the
following criteria:

Medically Necessary;

Prescribed by a Physician foroutpatient use;

Is NOT primarily for the comfort and convenience of the Covered Person;

Does NOT have significant non-medicaluses (i.e. air conditioners, air filters, humidifiers,
environmental controldevices).

If more than one item of Durable Medical Equipment can meet a Covered Person’s needs, Plan
benefitsare only available forthe least cost alternative asdetermined by the Plan Administrator.
Benefitsare notavailable for certain convenience or luxury featuresthat are considered non-
standard.

Rentalof a Durable Medical Equipment item will be a Covered Charge up toa maximum of the
lesser of 24 monthsorthe warranty period of the item,commencingon the date the item is first
delivered to the Covered Person.

A Durable Medical Equipment item may be purchased, rather than rented, with the cost not to
exceed the actualacquisition cost of the item to the Covered Person if the Covered Person were to
purchase the item directly. The acquisition cost of the item may be prorated overa 6 month period,
subject to prior approval by the Plan Administrator.

Replacement of a Durable Medical Equipment item, rented or purchased, will be a Covered Charge
limited to once every 4 Calendar Years.
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e Subjectto prior approval of the Plan Administrator, replacement fora purchased Durable
Medical Equipment item may be available for damage beyond repair with normalwearand
tear,when repair costs exceed the acquisition cost, or when a change in the Covered
Person’s medical condition occurs soonerthanthe 4 Calendar Year period.

e Subjectto prior approval of the Plan Administrator, replacement fora rented Durable
Medical Equipment item may be available when a change in the Covered Person’s medical
condition occurssooner thanthe 4 Calendar Yearperiod.

Repairofa Durable Medical Equipment item including the replacement of essentialaccessories
such as hoses, tubing, mouth pieces, etc., are Covered Chargesonly when necessary to make the
item serviceable and the totalestimated repairand replacement costs do not exceed the acquisition
cost of the item. Rentalchargesfora temporary replacement Durable Medical Equipment item are
Covered Chargesup to a maximum of two consecutive months. Requests to repaira Durable
Medical Equipment item are not subject to the 4 Calendar Yearlimit.

The Plan Administrator may require documentation, including but not limited to the make
and model number of the Durable Medical Equipment item, the acquisition cost to the
provider,and documentation to support Medical Necessity.

Home Infusion Therapy. ThePlan will coverhome infusion therapy servicesand supplies when
provided by an accredited home infusion therapy agency, which is nota licensed Home Health
Agency. These services must be Medically Necessary and are required for the administration of a
home infusion therapy regimen when ordered by and are part of a formalwritten plan prescribed by
a Physician. The benefitwill include all Medically Necessary services and supplies including the
nursing services associated with patientand/oralternative care giver training, visits to monitor
intravenous therapy regimen, emergency care, prescription drugs, administration of therapy and the
collection, analysisand reporting of the results of laboratory testing services required to monitora
response to therapy.

Inborn Errorsof Metabolism. Treatmentunderthe supervision of a Physician for inborn errors of
metabolism thatinvolve amino acid, carbohydrate, and fat metabolism, and forwhich medically
standards methods of diagnosis, treatment, and monitoring exist.

Benefitsinclude expenses of diagnosing, monitoring, and controlling the disorders by nutritional
and medicalassessment, including but not limited to clinical services, biochemicalanalysis, medical
supplies, Prescription Drugs, corrective lenses for conditions related to the inborn error of
metabolism, nutritional management, and nutritionalsupplementsin any form thatare used in
treatment to compensate for the metabolic abnormality and to maintain adequate nutritional status.

Infertility. Care, services and supplies for the diagnosis and treatment of Infertility. Limited to only
oneattemptatin vitro fertilization, per Covered Person per Lifetime. The Plan will notpay forin
vitro fertilization services if the Covered Person hashad an elective sterilization procedure.
Prescription drugs for Infertility are not covered underthis Plan.

Laboratory studies. Covered Charges for diagnostic lab testing and services.

Treatment of Mental Disorders and Substance Abuse. Covered Chargeswill be payable forcare,
supplies and treatment of Mental Disorders and Substance Abuse. Partial Hospitalization is covered
underthe inpatient treatment benefit.

Employee Assistance Program (EAP)

The JPT hascontracted with Sapphire Resource Connection (SRC) to provide Covered
Persons with an Employee Assistance Program. Each Covered Person will be eligible forup to
four (4) confidentialtherapeutic sessions per contract year (the contract yearwill run from July
1 through June 30). The Plan will pay the cost of each covered therapeutic session with licensed
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clinical professionalcounselors (LMSW, LCPC, Ph.D.), and certified chemicaldependency
counselors (SAP or LAC). SRC can help Covered Persons betterdealwith personal, family or
work-related concernsincluding but not limited to; marital/relationship problems, stress,
depression/grief, anxiety or panic disorders, and many othercommon issues such as parenting,
addiction, Iliness, financialand legal problems.

To accessyour EAP benefits, please contact Sapphire Resource Connection formore
information:

e Call (406)523-7707 orthe 24-hour Help Line at (866) 767-9511
e Login athttp://www.sr-connection.com (user name: jpt; password: jpt)

) Morbid Obesity. Medically Necessary surgical and non-surgical charges for Morbid Obesity will
be covered. Treatment of complicationsand/or secondary surgeries related to the initial surgery will
be covered only when deemed Medically Necessary. Surgical treatment of Morbid Obesity will be
limited to once per Lifetime.

The term “Morbid Obesity” means a serious disease associated with a high incidence of medical
complicationsand a significantly shortened life span.

For non-surgical treatment, Morbid Obesity is defined asa body massindex (BMI) of 30 or above.

Treatmentandservices by licensed health care providers, includes but is not limited to dieticians;
nutritional counseling; office visits, associated lab work ordered by the provider and Prescription
Drugs thatare U.S. Food and Drug Administration (FDA)-approved for the managementof weight
loss due to Morbid Obesity.

For surgical treatment, the definition of “Morbid Obesity” means a condition of persistent and
uncontrollable weight gain and is defined asa body massindex (BMI) of 35to 39 with any
comorbid conditionsthat are expected to improve, reverse, or be limited by this surgical treatment
or a BMI of 40 with or without accompanyingcomorbid conditions. Treatment must be documented
in a record or letter of medical necessity that demonstrates the diagnosis of Morbid Obesity.

Note: The BMl is a factor produced by dividing a person s weight (in kilograms) by his/her height
squared (in meters).

A pre-notification of services, by the Plan Participant is strongly recommended foreither inpatient
or outpatient surgical procedures and will require the following documentation inclu ding, but not
limited to, a written treatment plan by the attending Physician and documentation that all required
medicalcriteria in advance of anysurgicaltreatment hasbeen met. Please contactthe Claims
Administratorfor furtherinformation regarding pre-notification procedures and requirements for
this benefit.

A pre-notification of services by CareLink is nota determination by the Plan that claims will be
paid. All claims are subject to the terms and conditions, limitationsand exclusionsof the Plan, in
effect at the time services are provided. A pre-notification isnot required asa condition precedent
to paying benefits,and can only be appealed under the proceduresin the Care Management
Services Section. A pre-notification cannot be appealed underthe Plan’s Internal and External
Claims Review Procedures.

(u) Mouth, teeth and gums and Dental Accident services. Chargesfor Injury to or care of the mouth,
teeth,gums and alveolar processes will be Covered Charges under Medical Benefitsonly if that care
is for the following oral surgical procedures:

e Excision of tumorsand cysts of the jaws, cheeks, lips, tongue, roof and floor of the mouth.

e Emergency repair due to Injury to sound naturalteeth. Such expenses mustbe incurred within
12 monthsof the date of the accident.
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e Surgery needed to correctaccidental Injuriesto the jaws, cheeks, lips, tongue, floor and roof of
the mouth.

e Excision of benign bony growths of the jawand hard palate.
e Externalincision and drainage of cellulitis.
e Incision of sensory sinuses, salivary glands or ducts.

No charge will be covered under Medical Benefits for dentaland oralsurgical procedures involving
orthodontic care of the teeth, periodontal disease and preparingthe mouth forthe fitting of or
continued use of dentures.

Dental Accident services. Dentalservices provided by Physicians, Dentists, oral surgeons and/or
any otherproviderare nota Covered Charge underthis Plan except Medically necessary services
for the initial repair or replacement of sound natural teeth which are damaged asa result of an
accident. This benefitdoesnotinclude orthodontics, dentofacial orthopedics, orrelated appliances
even if related to the accident.

Services and supplies provided by a Hospitalin conjunction with dentaltreatment will be covered
only when nondental physical lliness or Injury exists which makes Hospital care Medically
Necessary to safeguard the Covered Person’s health. Dentaltreatment providedin a Hospital
unrelated to a nondental physical lllness or Injury are not Covered Charges underthe Plan
regardless of the complexity of dentaltreatment and length of anesthesia.

The Plan will not pay forservices for the repair of teeth which are damaged asthe result of biting
and chewing.

) Naturopath. Care, services and treatment by a licensed naturopaththat are described asa Covered
Charge underthis Plan.

(W) Nutritional Education Counseling. Care, treatment, and services when provided by Physician, a
registered dietician, or licensed nutritionist.

This benefitwill notinclude weight loss medications or nutritional supplements whether or not
prescribed by a Physician.

(x) Obesity Interventions._This benefit is being provided consistent with the Affordable Care Act
preventive services requirement. Covered Chargesinclude Physician-directed intensive,
multicomponent behavioral interventions for weight management for Covered Personsage 18 and
older with a body massindex (BM1) of 30 kg/m?2 or higher.

Intensive, multicomponent behavioral interventions for weight management will include:
o Group and individualsessions of high intensity encompassingthe following:

» Behavioral management activities such as setting weight loss goals
= Improvingdiet or nutrition and increasing physicalactivity

= Addressing barriers to change

= Self-monitoring

= Strategizing how to maintain lifestyle changes

Non-surgical care and treatment and Physician prescribed weight loss medications will not be a
covered benefit exceptasmay be specifically described as a benefit by this Plan.
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This Plan will not cover nutritional supplements, gym memberships, ordues for participation in
weight loss programs (e.g., Weight Watchers, Jenny Craig, etc.) whether or not prescribed by a
Physician.

() Occupational therapy by a licensed occupational therapist. Therapy must be ordered by a
Physician, result from an Injury or Sickness and improve a body function. Covered Charges do not
include recreational programs, maintenance therapy or supplies used in occupationaltherapy.

@ Organtransplant. Medically Necessary charges incurred for the care and treatment due to anorgan or
tissue transplant, which are notconsidered Experimental or Investigational, are subject to thefollowing
criteria:

e Thetransplant mustbe performed toreplace anorganortissue.

e Organtransplantbenefit period: Aperiod of 365 continuous days beginning five days
immediately priorto an approved organtransplantprocedure. In the case of abone marrow
transplant, the date thetransplant begins will be defined as either the earlier of the date of the
beginning of the preparatory regimen (marrow ablation therapy) or the date the marrow/stem cells
is/are infused.

e Organprocurementlimits. Charges for obtaining donor organs ortissues are Covered Charges
underthe Planonly whentherecipientisa Covered Person. Whenthedonor has medical coverage,
his orherplan will pay first. Charges incurred by the organ donor fora covered transplantwill be
eligible underthis Plan if the charges are not covered by any other medical expense coverage.

The donor benefits under this Plan will be reduced by those payable under the donor's plan. Donor
chargesincludethose for:

(i)  Evaluatingthe organortissue;
(ii)  Removingthe organortissue fromthe donor; and

(ili)  Transportation of the organortissue fromwithin the United States or Canadatothe facility
where the transplantis to be performed.

Note: Expensesrelated to the purchase ofany organwill not be covered.

As soon as reasonably possible, butin no event more than 10 days after a Covered Person’s
attending Physician has indicated that the Covered Person isa potential candidate for a transplant,
the Covered Personor hisor her Physician must contact CareLink at

(866)894-1505.

e Intheeventa Network Provider transplantfacility is utilized, benefits will be payable atthe
Network Provider benefit level.

e Intheeventa Network Providertransplantfacility is unavailable and the providing transplant facility
is a Center of Excellence facility, benefits will be payable at the Network Provider benefit level.

¢ Intheeventa Non-Network Providertransplant facility is utilized and the providing transplant
facility isnota Center of Excellence facility, benefits will be payable at the Non-Network Provider
benefit level.

Thereis no obligationto the Covered Personto use eithera Network Provider ora Center of Excellence
facility; however, benefits for the transplantand related expenses will vary depending uponwhether
servicesare provided by a Network Provider ora Non-Network Provider and whether ornot a Center of
Excellence facility is utilized.

A Center of Excellence isa licensed healthcare facility that has entered intoa participation agreement
with a national transplant network to provide approved transplantservices, at a negotiated rate, to which
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the Plan has access. A Covered Personmay contact CareLink to determine whether or not a facility is
considereda Center of Excellence.

Travel and | odging Expenses

If a transplant is performedata transplantfacility and the Covered Personresides 100 milesor more
from the transplantfacility, the Plan will pay forthe following services incurred during the transplant
benefit period (subject to the maximum benefit as specifically stated in the Schedule of Benefits):

A. Transportation expenses to and from the transplantfacility.
Transportation expenses include commercial transportation (coachclassonly).

B. Reasonable lodgingand mealexpensesincurred for the Covered Person, only while the Covered
Person is receiving transplant-related services ata transplantfacility.

Lodging, for purposes of this Plan, will notinclude private residences.
Special Transplant Benefits

Under certain circumstances, there may be special transplantbenefits available when the group health
plan and/ora Covered Person participates in a special transplant program and/or contracts with a specific
transplantnetwork. Therefore, it is very important to contact CareLinkat(866) 894-1505 assoonas
reasonably possible so thatthe Plan can advise the Covered Person or his or her Physician of the
transplantbenefits that may be available.

Transplant Exclusions

Coverage forthe following procedures, when Medically Necessary, will be provided under the regular
medical benefits provision under this Plan, subject toany Plan provisions and applicable benefits
limitations as stated under this Plan.

(1) Corneatransplantation
(2) Skingrafts

(3) Artery
(4) Vein
(5) \Valve

(6) Transplantation ofblood orblood derivatives (except for bone marrow or stem cells)

Note: Pre-notification is recommended; see the Care Management Services section for additional
details.

(al1) Orthotic appliances. The initial purchase, fittingand repair of orthotic appliancessuch asbraces,
splints or otherapplianceswhich are required for supportforaninjured or deformed part of the
body asa result of a disabling congenitalcondition or an Injury or Sickness.

Orthopedic devices, a rigid or semi rigid supportive device which restricts or eliminates motion of a
weak or diseased body part, will be limited to braces, corsets and trusses.

Foot orthotics, including impression castingfor orthotic appliances, padding, strappingand
fabrication will not be a Covered Charge unless determined Medically Necessary in the treatment of
diabetes.

(bl)  Physical therapy by a licensed physicaltherapist. The therapy must be in accord with a Physician's
exactordersasto type, frequency and duration and for conditions which are subject to significant
improvement through short-term therapy.

(c1) Prescription Drugs (asdefined). Outpatient Prescription Drugswill be payable under the separate
Prescription Drug Benefit section under this Plan.
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(d1)

(e1)

(f1)

(91)

(h1)

(i1)

Routine Preventive Care. Covered Charges under Medical Benefitsare payable forroutine
Preventive Care as described in the Schedule of Benefits. Preventive Care shall be provided as
required by applicable law and includes services with an A" or "B" rating from the United States
Preventive Services Task Force.

Charges for Routine Well Care. Routine well care is care by a Physician thatis notforan Injury
or Sickness.

Prosthetic devices. The initial purchase, fitting and repair of fitted prosthetic devices which replace
body parts if deemed Medically Necessary. Covered Charges for deluxe prostheticsand
computerized limbswill be based on Allowable Chargesfor a standard prosthesis.

Computer-assisted communication devicesand replacement of lost or stolen prosthesis will notbe a
Covered Charge.

Reconstructive Surgery. Correction of abnormal congenital conditionsand reconstructive
mammoplasties will be considered Covered Charges.

This mammoplasty coverage will include reimbursement for:

(i) Reconstruction of the breast on which a mastectomyhas been performed,

(i) Surgery and reconstruction of the otherbreast to produce a symmetricalappearance, and

(iii) Coverage of prosthesesand physical complications duringall stages of mastectomy,
including lymphedemas,

in a mannerdetermined in consultation with the attending Physician and the patient.

Charges for Rehabilitative Therapy, will be payable up to the limits stated in the Schedule of
Benefits. Services must be Medically Necessary to restore and improve a bodily or cognitive
function thatwas previously normalbutwas lost asa result of anaccidental Injury, lliness, or

surgery.

Inpatient Care. Services must be furnished in a specialized rehabilitative unit of a Hospital and
billed by the Hospitalor be furnished and billed by a rehabilitation facility approved by the Plan.
This benefitonly covers care the Covered Person received within 24 months from the onset of the
Injury or Iliness or from the date of the surgery that made rehabilitation necessary. The care must
also be part of a written plan of multidisciplinary treatmentprescribed and periodically reviewed by
a physiatrist (@ Physician specializing in rehabilitative medicine).

Outpatient Care. Coverage will be provided foroutpatient occupational, physicaland speech
therapy,and cardiac rehabilitation therapy andwill be payable as outlined underthe separate benefit
provisions listed underthis Plan.

Renal Dialysis Services. Renaldialysis visits shall include dialysis, facility services, supplies and
medications provided duringtreatment. Laboratory testingand Physician visits will be payable
per normalPlan provisions.

Speech therapy by a licensed speech therapist. Therapy must be ordered by a Physician and follow
either:

) Surgery forcorrection of a congenital condition of the oralcavity, throatornasalcomplex
(other than a frenectomy) of a person;

(i) An Injury; or

(iii) A Sickness.
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(41) Spinal Manipulation/Chiropractic services by a licensed M.D., D.O. or D.C., will be payable up
to the limits asstated in the Schedule of Benefits.

(k1)  Sterilization procedures. Sterilization proceduresfor female Covered Personswill be payableas
shown underthe Preventive Care benefit asshown in the Schedule of Benefits section.

The following chargeswill be payable per normal Plan provisions:

e Hysterectomies; and
e Sterilizationproceduresfor male Covered Persons.

(11) Surgical dressings, splints, castsand otherdevicesused in the reduction of fracturesand
dislocationsand other Medically Necessary medicalsupplies.

(ml1l) Tobacco/Nicotine Cessation Counseling. Care and treatment fortobacco/nicotine cessation
counseling. Refer to the Prescription Drug Benefit section regarding coverage of tobacco/nicotine
cessation medicationsand products.

(nl)  Coverage of Well Newborn Nursery/Physician Care.

Charges for Routine Nursery Care. Routine well newborn nursery care is care while the newborn
is Hospital-confined afterbirth and includesroom, board and othernormal care forwhich a Hospital
makesa charge. Circumcisions within three (3) months of birth will be covered on an inpatient or
outpatient basis.

This coverage is only provided if the newborn child is an eligible Dependentwho is neitherinjured
norill and a parent (1) is a Covered Person who was covered underthe Plan atthe time of the birth,
or (2) enrolls himself or herself (aswell asthe newborn child if required) in accordance with the
Special Enrollment provisions with coverage effective asof the date of birth.

The benefitis limited to Allowable Charges fornursery care for the newborn child while Hospital
confined asa result of the child's birth.

Charges for covered routine nursery care will be applied toward the Plan of the newborn child.

Group health plansgenerally may not, under Federallaw, restrict benefits forany hospital length of
stay in connection with childbirth forthe motherornewborn child to less than 48 hoursfollowing a
vaginal delivery, or less than 96 hours following a cesarean section. However, Federallaw generally
does not prohibit the mother'sor newborn'sattending provider, after consultingwith the mother,
from discharging the motherorher newborn earlier than 48 hours (or 96 hours asapplicable). In any
case, plansand issuers may not, under Federal law, require thata provider obtain authorization from
the plan or the issuer forprescribing a length of stay notin excess of 48 hours (or 96 hours).

Charges for Routine Physician Care. The benefitis limited to the Allowable Charges made by a
Physician for the newborn child while Hospitalconfined asa result of the child's birth.

Circumcisionswithin three (3) months of birth will be covered on an inpatient or outpatient basis.
Chargesfor covered routine Physician care will be applied toward the Plan of the newborn child.
(01)  WellVia Telehealth Consultation

The WellVia Telehealth benefit offers Covered Persons telephone access to experienced board -
certified licensed Physicians asa convenient alternative to receive immediate health care for
common medical issues. WellVia Telehealth Physiciansare available 24 hoursa day, including
weekendsand holidaysand are able to provide diagnoses, medicaladvice, and treatment
recommendations, including prescription medications.
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Covered Chargeswill be payableasstated in the Schedule of Benefits.

To contacta WellVia Physician, callthe WellVia Patient Care Centertoll-free at 1 (855) 935-
5842, or, accesstheir webpage at www.WellViaSolutions.com for additionalinformation.

(pl)  Wig. Chargesassociated with the initial purchase of a wig after chemotherapy orradiation treatment
and will be payable up to the limits as described in the Schedule of Benefits.
(gl)  X-rays.Covered Charges fordiagnostic x-raysand imaging services.
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MEDICAL EXPENSE AUDIT BONUS

The Plan offersan incentive to all Covered Persons to encourage examination and self -auditing of eligible medical bills
to ensure theamounts billed by any provideraccurately reflect the services and supplies received by the Covered Person.
The Covered Person should review all medical chargesand verify that each itemized service hasbeen received and that
the bill doesnot represent either an overcharge ora charge forservices neverreceived. Participation in this self -auditing
procedure is strictly voluntary; however, itis to the advantage of the Plan aswell asthe Covered Person to avoid
unnecessary payment of health care costs.

Inthe event a self-audit results in elimination or reduction of charges fifty percent (50%) of the amount eliminated or
reduced will be paid directly to the Employee asa bonus, provided the savings are accurately documented, and
satisfactory evidence of a reduction in charges is submitted to the Claims Administrator (e.g., a copy of the incorrect bill
and a copy of the corrected billing.) The bonusshall only apply to charges which have been submitted to and paid by the
Plan, and forwhich an erroneous charge was paid by the Plan. Erroneous charges corrected by the Plan during the claims
adjudication process are not eligible forthis bonus. Rewardsare subject to the following:

e A minimum reward of $25 (on an overcharge of $50)
e A maximumreward of $1,000 (ona charge of $2,000 or more)

This self-auditis a bonusin addition to the benefits of this Plan. The Covered Person must indicate on the corrected
billing statement “Thisis a claim for the Medical Expense Audit Bonus” and submi it to the Claims Administratoratthe
following address a copy of the incorrect bill and a copy of the corrected billing in order to receive the bonus:

The Joint Powers Trust a.k.a. The Montana Joint Powers Trust
c/o Employee Benefit Management Services, LLC
P.O. Box 21367
Billings, Montana 59104
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CARE MANAGEMENT SERVICES
UTILIZATION MANAGEMENT

Utilization Managementisa program designed to assist Covered Persons in understandingand becominginvolved with
their diagnosis and medicalplan of care,and advocates patientinvolvement in choosinga medical plan of care.
Utilization Management begins with the pre-notification process.

Pre-notification of certain services is strongly recommended, but not required by the Plan. Pre-notification provides
information regarding coverage before the Covered Person receives treatment, servicesand/or supplies. A benefit
determination on a Claimwill be made only after the Claim has been submitted. A pre-notification of services by
CareLinkis nota determination by the Planthata Claimwill be paid. All Claimsare subjectto the terms and conditions,
limitations and exclusions of the Plan in effect at the time services are provided. A pre-notification isnot required asa
condition precedent to payingbenefits,and can only be appealed under the proceduresin this Care Management
Servicessection. A pre-notification cannot be appealed under the Plan’s Internal and External Claims Review
Procedures.

Examplesof when the Physicianand Covered Personshould contact CareLink prior to treatment include:
e Inpatientadmissionstoa Hospital;
o Inpatientadmissionsto free-standing chemical dependency, mental health, and rehabilitation facilities;
e Cancertreatment plan of care,administered on an inpatient or outpatient basis;

o Inpatient oroutpatient surgeries relating to, but not limited to, hysterectom ies, back surgery, or bariatric surgery
(if applicable underthisPlan); and

e Outpatientservicesas follows:

Dialysis

Genetic testing

Injectables

Home Health Care

Hospice

Durable Medical Equipment (DME) over $2,000

O O O O O O

All Claims are subject to the terms and conditions, limitations and exclusions of the Plan in effect at the time services
are provided.

The Physician or Covered Person should notify CareLink at least seven (7) days before servicesare scheduled to be
rendered with the following information:

e The name of the patientand relationship to the covered Employee

e The name, Employee identification numberand address of the Covered Person

e The nameofthe Employer

e The nameand telephone number of the attending Physician

e The name of the Hospital, proposed date of admission, and proposed length of stay
e The diagnosis and/ortype of surgery

o The planof care, treatment protocoland/or informed consent, if applicable
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Ifthere is an emergency admission to the Hospital, the Covered Person, Covered Person’s family member, Hospitalor
attending Physician should notify CareLink within two (2) business daysafterthe admission.

Hospital Observation Room stays in excess of 23 hoursare considered an admission for purposes of this program,
therefore CareLink should be notified.

Contact the Care Managementadministrator at:
CareLink (406) 245-3575 or (866) 894-1505
PRE-ADMISSION AND POST DISCHARGE CARE CALLS

A CareLink nurse will contactthe Covered Person to provide health education, pre-surgical counseling, inpatient care
coordination, facilitation of discharge plan and post-discharge follow-up.

PRE-NOTIFICATION DETERMINATION AND REVIEW PROCESS

The Plan Administratoror its designee, onthe Plan’s behalf, will review the submitted information and make a
determination on a pre-notification request within fifteen (15) days of receipt of the pre-notification requestand all
supportingdocumentation. If additional records are necessary to processthe pre-notification request, the Plan
Administratoror its designee will notify the Covered Person or the Physician. The time for makinga determination on the
request will be deferred from the date that the additional information is requested until the date that the information is
received.

The Physician and Covered Person will be provided notice of the Plan’s determination. If the pre-notification request is
denied, written notice will provide the reason forthe adverse pre-notification determination.

As a reminder, a pre-notification of services by CareLink is nota determination by the Plan thata Claim will be paid.

The Plan offersa one-level review procedure for adverse pre-notification determinations. The request for reconsideration
must be submitted in writing within thirty (30) daysof the receipt of the adverse pre-notification determination and
include a statement as to why the Covered Person disagrees with the adverse pre-notification determination. The Covered
Person may include any additional documentation, medicalrecords, and/or letters from the Covered Person’s treating
Physician(s). Therequest forreconsideration should be addressed to:

CareLink
Attn: Appeals
7400 West Campus Rd.
New Albany,OH 43054

The Plan Administratoror its designee will perform the reconsideration review. The Plan Administratoror its designee
will review the information initially received and any additional information provided by the Covered Person,and
determine if the pre-notification determination was appropriate. If the adverse pre-notification determination was based
upon the medical necessity, the Experimental/ Investigational nature of the treatment, service or supply or an equivalent
exclusion, the Plan may consult with a health care professionalwho hasthe appropriate trainingand experience in the
applicable field of medicine. Written or electronic notice of the determination upon reconsideration will be provided
within thirty (30) days of the receipt of the request for reconsideration.
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CASE MANAGEMENT

Ifa Covered Person hasan ongoing medicalcondition or catastrophic IlIness, a Case Manager may be assigned to
monitor this Covered Person, and to work with the attending Physician and Covered Person to d esign a treatmentplan
and coordinate appropriate Medically Necessary care. The Case Managerwill consult with the Covered Person, the
family, and the attending Physician in order to assist in coordinatingthe plan of care approved by the Covered Person’s
attending Physician and the Covered Person.

This plan of care may include some or all of the following:

. Individualized support to the patient;

. Contactingthe family to offerassistance for coordination of medical care needs;
. Monitoring response to treatment;

. Evaluatingoutcomes; and

. Assisting in obtainingany necessary equipmentand services.

Case Management is not a requirement of the Plan. There are no reductions of benefits or penaltiesif the Covered
Person and family choose not to participate.

Each treatment planisindividualized to a specific Covered Person and isnotappropriate or recommended for any other
patient, even one with the same diagnosis. All treatment and care decisionswill be the sole determination of the Covered
Person and the attending Physician.

IT STARTS WITH(M E

HEALTH SOLUTIONS

The Joint Powers Trust also known as Montana Joint Powers Trust has contracted with It Starts With Me Health
Solutionsto provide a means of knowledge and management of personal health, It Starts With Me makesavailable the
tools individuals need to take control of their health.

By meeting various requirements or completing appropriate alternative standards under the Program, participants may
qualify forincentives such as but not limited to gift cards, wellness coaching, and fitness programs. Program participants
may also be given opportunitiesto access health improvement resources and benefits designed to improve their overall
health status.

The programmay require an annual healthscreening or other completed activities to qualify for incentives.

Covered Persons should refer to the It Starts with Me Wellness Plan Document for additional details regarding the
program.
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DEFINED TERMS
The following terms have special meaningsand when used in this Plan will be capitalized.

Active Employee is an Employee who is on the regular payrollof the Employerand who hasbegun to perform the duties
of his or her job with the Employeron a full-time basis.

Allowable Charge. Allowable Charge meansthe amount fora treatment, service or supply that is the negotiated amount
established by a provider network arrangementor other discounting or negotiated arrangement.

For Covered Chargesrendered by a Physician, Hospital orancillary provider in a geographic area where applicable lawora
governmental authority directs the amount to be paid, the Allowable Charge will mean the amountestablished by applicable
law or governmental authority forthe Covered Charge.

Inthe absenceof such network arrangement, negotiated arrangement, controlling law or governmental directive that
establishesthe amountto be paid, the Allowable Charge will mean: (i)an amount that does notexceedbilled charges for the
same treatment, service or supply furnished in the same geographic area by a provider of like services; and (ii) a reasonable
amount established solely andexclusively by the Plan Administrator or its designee; and (iii) (except in circumstances where
a providernetwork arrangement, other discounting or negotiated arrangement is establish ed), an amount that does notexceed
two hundred percent (200%) of the Medicare allowed amount, if any.

Ambulatory Surgical Center is a licensed facility that is used mainly for performing outpatient surgery, hasa staff of
Physicians, has continuous Physician and nursing care by registered nurses (R.N.s) and doesnot provide forovernight
stays.

Applied Behavioral Analysis, also known as Lovaastherapy, must be provided by an individualwho is licensed by the
behavioranalyst certification board oris certified by the Department of Public Health and Human Servicesasa family
support specialist with an autism endorsement.

For purposes of Applied Behavioral Analysis, care shall include Medically Necessary interactive therapies derived from

evidence-based research, discrete trial training, pivotalresponse training, intensive intervention programs,and early
intensive behavioralintervention.

Birthing Center meansany freestanding health facility, place, professional office or institution which is nota H ospitalor
in a Hospital, where births occur in a home-like atmosphere. This facility must be licensed and operated in accordance
with the laws pertaining to Birthing Centers in the jurisdiction where the facility is located.

The Birthing Centermust provide facilities forobstetricaldelivery and short-term recovery afterdelivery; provide care
underthe full-time supervision of a Physician and either a registered nurse (R.N.) or a licensed nurse-midwife; and have a
written agreement with a Hospitalin the same locality forimmediate acceptance of patients who develop complications
or require pre- or post-delivery confinement.

Brand Name meansa trade name medication.

Calendar Year meansJanuary 1st through December 31st of the same year.

COBRA meansthe Consolidated Omnibus Budget Reconciliation Act of 1985,asamended.

Complications of Pregnancy are determined as follows:

These conditionsare included before the Pregnancy ends: acute nephritis; ectopic Pregnancy; miscarriage;
nephrosis; cardiac decompensation; missed abortion; hyperemesis gravidarum; and eclampsia of Pregnancy.

Other Pregnancy related conditions will be covered thatare asmedically severe as those listed.

These conditions are not considered a Complication of Pregnancy: false labor; occasional spotting; rest during
Pregnancy even if prescribed by a Physician; morning sickness; or like conditionsthatare not medically termed as
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Complications of Pregnancy.
Cosmetic Dentistry meansdentally unnecessary procedures.
Covered Charge(s) meansthose Medically Necessary services or supplies that are covered underthisPlan.
Covered Person is an Employee, Retired Employee or Dependentwho is covered underthis Plan.

Custodial Care is care (including Room and Board needed to provide that care) that is given principally for personal
hygiene or for assistance in daily activities and can,accordingto generally acce pted medicalstandards, be performed by
personswho have no medicaltraining. Examples of Custodial Care are help in walking and getting out of bed; assistance
in bathing, dressing, feeding; or supervision over medication which could normally be self -administered.

Dentist is a person who is properly trained and licensed to practice dentistry and who is practicing within the scope of
such license.

Durable Medical Equipment meansequipment which (a) can withstand repeated use, (b) is primarily and customarily
used to serve a medical purpose, (c) generally is not usefulto a personin the absence of an Ilinessor Injury and (d) is
appropriate foruse in the home.

Employee meansa personwho is an Active, regular Employee of the Employer, regularly scheduled to work for the
Employerin an Employee/Employer relationship.

Employer is Shepherd Public Schools.
EnrollmentDate is the first day of coverage or, if there is a Waiting Period, the first day of the Waiting Period.

Experimental and/or Investigational meansservices, supplies, care and treatment which does not constitute accepted
medical practice properly within the range of appropriate medical practice underthe standards of the case and by the
standards of a reasonably substantial, qualified, responsible, relevant segment of the medical community or government
oversight agencies at the time services were rendered.

The Plan Administrator must make an independent evaluation of the experimental/non-experimental standings of specific
technologies. The Plan Administratorshall be guided by a reasonable interpretation of Plan provisions. The decisions
shall be made in good faith and rendered following a detailed factualbackground investigation of the claim and the
proposed treatment. The decision of the Plan Administratorwill be finaland binding on the Plan. The Plan Administrator
will be guided by the following principles:

1) Ifthe drug or device cannot be lawfully marketed without approval of the U.S. Food and Drug
Administration and approval formarketinghasnot been given at the time the drug or device is furnished; or

2) Ifthe drug, device, medicaltreatmentorprocedure, or the patientinformed consent document utilized with
the drug, device, treatment orprocedure, was reviewed and approved by the treating facility's Institutional
Review Board or otherbody serving a similar function, or if federallaw requires such review or approval; or

(3) Exceptasprovided underthe Clinical Trial benefit in the Medical Benefits section of the Covered Charges
section, if Reliable Evidence shows thatthe drug, device, medicaltreatment or procedure is the subject of
on-going phase | or phase Il clinical trials, is the research, experimental, study or Investigationalarm of
on-going phase 11 clinicaltrials, or is otherwise understudy to determine its maximum tolerated dose, its
toxicity, its safety, its efficacy orits efficacy ascompared with a standard means of treatmentor diagnosis;
or

4) If Reliable Evidence shows that the prevailing opinion amongexperts regarding the drug, device, medical
treatment orprocedure is that furtherstudies or clinical trials are necessary to determine its maximum
tolerated dose, its toxicity, its safety, itsefficacy orits efficacy ascompared with a standard means of
treatment or diagnosis.
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Reliable Evidence shall mean only published reports and articles in the authoritative medical and scientific literature; the
written protocolor protocolsused by the treating facility or the protocol(s) of another facility studying substantially the
same drug, service, medicaltreatment or procedure; orthe written informed consent used by the treating facility or by
anotherfacility studying substantially the same drug, device, medicaltreatment or procedure.

Drugs are considered Experimentalif they are not commercially available forpurchase and/orthey are not approved by
the Food and Drug Administration forgeneral use.

Family Unit is the covered Employee or Retired Employee and the family memberswho are covered as Dependents
underthe Plan.

Formulary meansa list of prescription medications compiled by the third party payor of safe, effective therapeutic drugs
specifically covered by this Plan.

Foster Child meansa child who meetsthe eligibility requirementsshown in the Dependent Eligibility section of this
Plan forwhom a covered Employee hasassumed a legalobligation in connection with the child's placement with a state,
county or private fostercare agency.

A covered Foster Child is nota child temporarily living in the covered Employee'shome; one placed in the covered
Employee'shome by a social service agency which retains control of the child; or whose natural parent(s) may exercise
or share parental responsibility and control.

Generic Drug meansa Prescription Drug which hasthe equivalency of the brand name drugwith the same use and
metabolic disintegration. This Plan will consideras a Generic Drug any Food and Drug Administration approved generic
pharmaceuticaldispensed accordingto the professionalstandards of a licensed pharmacist and clearly designated by the
pharmacist asbeing generic.

Home Health Care Agency is an organization that meetsall of these tests: its main function is to provide Home Health
Care Services and Supplies; it is federally certified asa Home Health Care Agency; and itis licensed by the state in
which it is located, if licensing is required.

Home Health Care Plan must meet these tests: it must be a formalwritten plan made by the patient'sattending
Physician which is reviewed at least every 30 days; it must state the diagnosis; and it must specify the type and extent of
Home Health Care required forthe treatmentof the patient.

Home Health Care Servicesand Supplies include: part-time or intermittent nursing care by or under the supervision of
a registered nurse (R.N.); part-time or intermittent home health aide services provided through a Home Health Care
Agency (this doesnotinclude general housekeepingservices); physical, occupationaland speech therapy; medical
supplies; and laboratory servicesby or on behalf of the Hospital.

Hospice Agency is an organization where its main function is to provide Hospice Care Services and Suppliesand it is
licensed by the state in which it is located, if licensing is required.

Hospice Care Plan is a plan of terminal patient care thatis established and conducted by a Hospice Agency and
supervised by a Physician.

Hospice Care Servicesand Supplies are those provided through a Hospice Agency and undera Hospice Care Plan and
include inpatient care in a Hospice Unit or otherlicensed facility, home care,and family counselingduring the
bereavement period.

Hospice Unit is a facility or separate Hospital Unit, that provides treatment undera Hospice Care Plan and admits at least
two unrelated personswho are expected to die within six months.

Hospital is an institution that is engaged primarily in providing medicalcare and treatment of sick and injured personson
aninpatientbasisat the patient'sexpense and that fully meetsthese tests: it is approved by Medicare asa Hospital; it
maintains diagnostic and therapeutic facilities on the premises for surgical and medicaldiagnosisand treatment of sick
and injured persons by or underthe supervision of a staff of Physicians; it continuously provideson the premises 24 -hour
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nursing services by or underthe supervision of registered nurses (R.N.s); and it is operated continuously with organized
facilities for operative surgery on the premises.

The definition of "Hospital” shall be expanded to include the following:

e A facility operatinglegally asa psychiatric Hospital or residential treatment facility formentalhealth and
licensed assuch by the state in which the facility operates.

e A facility operating primarily for the treatment of Substance Abuse if it hasreceived accreditation from
Commission of Accreditation of Rehabilitation Facilities (CARF) or The Joint Commission (TJC) or if it meets
these tests: maintains permanentand full-time facilities for bed care and full-time confinement of at least 15
resident patients; hasa Physician in regular attendance; continuously provides 24-hour nursing service by a
registered nurse (R.N.); hasa full-time psychiatrist or psychologist on the staff; and is primarily engaged in
providing diagnostic and therapeutic services and facilities fortreatment of Substance Abuse.

Iliness meansa bodily disorder, disease, physicalsickness or Mental Disorder. Ilness includes Pregnancy, childbirth,
miscarriage or Complications of Pregnancy.

Infertility meansincapable of producing offspring.
Injury meansan accidental physical Injury to the body caused by unexpected external means.

Intensive Care Unit is defined asa separate, clearly designated service area which is maintained within a Hospitalsolely
for the care and treatment of patientswho are critically ill. This also includes what s referred toasa "coronary care unit"
or an“acute care unit." It has: facilities forspecial nursing care notavailable in regular roomsand wards of the Hospital;
special life saving equipment which is immediately available atalltimes; at least two beds forthe accommodation of the
critically ill; and atleastone registered nurse (R.N.) in continuousand constant attendance 24 hoursa day.

Late Enrollee meansa Plan Participant who enrolls underthe Plan otherthan during the initial eligibility period in which
the individual is eligible toenroll underthe Plan or during a Special Enrollment Period.

Legal Guardian meansa person recognized by a court of law ashavingthe duty of taking care of the personand
managingthe property and rights of a minorchild.

Lifetimeis a word thatappearsin this Plan in reference to benefit maximumsand limitations. Lifetime is understood to
mean while covered underthis Plan. Under no circumstances does Lifetime mean duringthe lifetime of the Covered
Person.

Medical Care Facility meansa Hospital, a facility that treats one or more specific ailmentsor any type of Skilled
Nursing Facility.

Medical Emergency meansa medical condition manifestingitself by acute symptoms of sufficient severity including
severe painsuch thata prudent layperson with average knowledge of health and medicine could reasonably expect the
absence of immediate medicalattention to resultin (1) serious jeopardy to the health of an individual (or, in the case of a
pregnantwoman, the health of the woman orherunborn child), (2) serious impairmentto body functions, or (3) serious
dysfunction of any body organ orpart. A Medical Emergency includes such conditionsas heart attacks, cardiovascular
accidents, poisonings, loss of consciousnessor respiration, convulsionsor othersuch acute medical conditions.

Medically Necessary care and treatment is recommended orapproved by a Physician; is consistent with the patient's
condition or accepted standards of good medicaland dental practice; is medically proven to be effective treatment of the
condition; is not performed mainly forthe convenience of the patient or provider of medicaland dentalservices; and is
the most appropriate level of services which can be safely provided to the patient.

All of these criteria must be met; merely because a Physician recommends orapproves certain care does not meanthat it
is Medically Necessary.

The Plan Administrator hasthe discretionary authority to decide whether care or treatment is Medically Necessary.
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Medicare is the Health Insurance For The Aged and Disabled program under Title XVI11 of the Social Security Act, as
amended.

Mental Disorder meansany disease or condition, regardless of whetherthe cause is organic, thatis classified asa Mental
Disorder in the current edition of International Classification of Diseases, published by the U.S. Department of Health
and Human Servicesor is listed in the current edition of Diagnostic and Statistical Manual of Mental Disorders, published
by the American Psychiatric Association.

No-Fault Auto Insurance is the basic reparations provision of a law providing for payments without determining fault in
connection with automobile accidents.

Outpatient Care and/or Services s treatment includingservices, supplies and medicines provided and used ata
Hospitalunderthe direction of a Physician to a person notadmitted as a registered bed patient; orservices rendered in a
Physician's office, laboratory or X-ray facility, an Ambulatory Surgical Center, or the patient'shome.

Pharmacy meansa licensed establishment where covered Prescription Drugs are filled and dispensed by a pharmacist
licensed underthe laws of the state where he or she practices.

Physician meansa Doctor of Medicine (M.D.), Doctor of Osteopathy (D.O.), Doctor of Podiatry (D.P.M.), Doctor of
Chiropractic (D.C.), Audiologist, Certified Nurse Anesthetist, Naturopathic Doctor (N.D.), Licensed Professional
Counselor, Licensed Professional Physical Therapist, Master of Social Work (M.S.W.), Midwife, Occupational Therapist,
Doctor of Dental Surgery (D.D.S.), Physiotherapist, Psychiatrist, Psychologist (Ph.D.), Speech Language Pathologistand
any other practitioner of the healing artswho is licensed and regulated by a state or federalagency and isactingwithin
the scope of his or her license.

The definition of "Physician” shall be expanded to include the following:

e “In-trainingpractitioner", which is anindividualwho hascompleted all academic requirements for licensure asa
psychologist, clinical social worker or licensed professionalcounselorand is in the process of completing the
supervised experience requirement for licensure. The in-training practitioner's services must be supervised by a
Physician licensed in the same field asthe In-training practitioner.

Plan means Shepherd Public Schools Employee Healthcare Plan, which is a benefits plan forcertain Employees of
Shepherd Public Schools and is described in this document.

Plan of Care is a written plan that describesthe services being provided and any applicable shortterm and longterm
goals, specific treatment techniques, anticipated frequencyand duration of treatment, and/or treatment protocol for the
Covered Person’s specific condition. The Plan of Care must be written or approved by a Physician and updated as the
Covered Person’s condition changes.

Plan Participant is any Employee, Retired Employee or Dependent who is covered underthis Plan.
Plan Year is the 12-month period beginning on July 1st and endingon the following June 30th.
Pregnancy is childbirth and conditions associated with Pregnancy, including complications.

Prescription Drug meansany of the following: a Food and Drug Administration-approved drugor medicine which,
under federallaw, is required to bearthe legend: "Caution: federal law prohibits dispensing without prescription”;
injectable insulin; hypodermic needles or syringes, but only when dispensed upon a written prescription of a licensed
Physician. Such drug must be Medically Necessary in the treatment of a Sickness or Injury.

Retired Employee is a former Active Employee of the Employerwho was retired while employed by the Employer
underthe formalwritten plan of the Employerand electsto contribute to the Plan the contribution required from the
Retired Employee.

Sickness is a person’s llness, disease or Pregnancy (including complications).
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Skilled Nursing Facility is a facility that fully meetsall of these tests:

1) Itis licensed to provide professionalnursing services on an inpatient basisto persons convalescing from
Injury or Sickness. The service must be rendered by a registered nurse (R.N.) or by a licensed practicalnurse
(L.P.N.) underthedirection of a registered nurse. Services to help restore patientsto self-care in essential
daily living activities must be provided.

2) Itsservices are provided for compensation and underthe full-time supervision of a Physician.

(3) It provides 24 hour per day nursingservices by licensed nurses, underthe direction of a full-time registered
nurse.

4) Itmaintainsa complete medical record on each patient.

(5) Ithasan effective utilization review plan.

(6) Itis not, otherthan incidentally, a place forrest, the aged, drug addicts, alcoholics, mentally disabled,

Custodialor educational care or care of Mental Disorders.
(7) Itis approved and licensed by Medicare.

This term also applies to charges incurred in a facility referring to itself asan extended care facility, convalescent nursing
home, rehabilitation hospital, long-term acute care facility or any othersimilar nomenclature.

Spinal Manipulation/Chiropractic Care meansskeletaladjustments, manipulation orothertreatment in connection
with the detection and correction by manualor mechanicalmeans of structuralimbalance orsubluxation in the human
body. Such treatmentis done by a Physician to remove nerve interference resulting from, or related to, distortion,
misalignment or subluxation of, orin, the vertebral column.

Substance Abuse is regular excessive compulsive drinking of alcoholand/or physicalhabitual dependence on drugs.
This doesnot include dependence on tobacco/nicotine and ordinary caffeine-containing drinks.

Total Disability (Totally Disabled) means: In the case of a Dependent child, the complete inability asa result of Injury
or Sickness to perform the normalactivities of a person of like age and sex in good health.

Urgent Care Services meanscare and treatment foran Iliness, Injury or condition serious enough thata reasonable
person would seek care right away, but not so severe asto require emergency room services.
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PLAN EXCLUSIONS

Note: All exclusionsrelated to Prescription Drugs are shown in the Prescription Drug Plan.

For all Medical Benefits shown in the Schedule of Benefits,a charge for the following isnot covered:

1)

@)

3)

4)

®)

(6)

(7)

8)

©)

(10)

(11)

(12)

(13)

(14)

Abortion. Services, supplies, care or treatment in connection with an abortion unlessthe life of the motheris
endangered by the continued Pregnancy orthe Pregnancy is the result of rape or incest.

Coding Guidelines. Charges forinappropriate coding in accordance to the industry standard guidelines in
effect atthe time services were received.

Complications of non-covered treatments. Care, services or treatment required asa result of complications
from a treatment not covered underthe Plan are not covered. Complications from a non-covered abortion are
covered.

Counseling. Care and treatment for marital or pre-marital counseling, religious counseling, self-help
programs, and stress management.

Note: Counseling and other confidential assistance maybe available through the Employee Assistance
Program offered by Sapphire Resource Connection, as stated in Medical Benefits section of this Plan.

Custodial care. Services or supplies provided mainly asa rest cure, maintenance or Custodial Care, except
asspecifically stated asa benefit underthis Plan.

Educational or vocational testing. Services for educational orvocationaltestingor training, exceptas
specifically stated asa benefit underthisPlan.

Excesscharges. The partof anexpense forcare and treatment of an Injury or Sicknessthat s in excess of
the Allowable Charge.

Exercise programs. Exercise programs for treatment of any condition, except for Physician-supervised
cardiac rehabilitation, occupational or physicaltherapy covered by this Plan.

Experimental or not Medically Necessary. Care and treatment thatis either Experimental/ Investigational
or not Medically Necessary.

Eye care. Radialkeratotomy orothereye surgery to correct refractive disorders. Also, routine eye
examinations, includingrefractions, lenses for the eyes and exams for their fitting. This exclusion does not
apply to aphakic patientsandsoft lenses or sclera shells intended foruse ascornealbandages.

Foot care. Treatment of weak, strained, flat, unstable orunbalanced feet, metatarsalgia or bunions (except
open cutting operations), and treatment of corns, calluses or toenails (unless needed in treatment of a
metabolic or peripheral-vasculardisease oras otherwise deemed Medically Necessary).

Note: Orthotic appliancesforthe footare not covered (unless deemed Medically Necessary in treatment of
diabetes).

Foreigntravel. Care, treatment or supplies out of the U.S. if travelis forthe sole purpose of obtaining
medicalservices.

Government coverage. Care, treatment orsupplies furnished by a program or agency funded by any
government. This doesnotapply to Medicaid or when otherwise prohibited by law.

Hair loss. Care and treatment forhair loss including wigs, hair transplantsorany drugthat promises hair
growth, whetheror not prescribed by a Physician, except for Covered Charges fora wig afterchemotherapy
or radiation treatment.
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(15)

(16)

a7)

(18)

(19)

(20)

(21)

(22)

(23)

(24)

(25)

(26)

(27)

(28)

Hearing aids and exams. Charges for services or supplies in connection with hearing aids or examsfortheir
fitting.

Hospital employees. Professionalservices billed by a Physician or nurse who is an employee of a Hospital
or Skilled Nursing Facility and paid by the Hospitalor facility forthe service.

Illegal Acts. Chargesfor services received asa result of an Iliness or Injury occurring directly, or indirectly
asaresult of the Covered Person engaging in, or attemptingto engage in a "serious criminal act"”, a riot or
public disturbance; and forwhich the Covered Person is convicted, pleads guilty, enters an Alford plea, or
enters a plea bargain agreement, including but not limited to a suspended sentence ordeferred prosecution.
For the purposes of this exclusion, the term "serious criminal act" shall mean any act or series of acts by

the Covered Person, or by the Covered Person in concert with anotherorothers, for which, if prosecuted as
a criminal offense, a sentence to a term of imprisonment in excess of one yearcould be imposed. This
exclusion does notapply if the Injury resulted from an act of domestic violence or a medical (including both
physicaland mental health) condition.

Impotence. Care, treatment, services, supplies or medication in connection with treatment for sexual
dysfunctions, including impotence.

Incarcerated. Care, treatment, services, and supplies incurred and/orprovided to a Covered Person by a
government entity while housed in a governmental institution

Infertility. Care, supplies, services and treatment for Infertility, artificial insemination, or in vitro
fertilization, exceptasspecifically stated asa benefit underthis Plan..

Mailing or Sales Tax. Charges for mailing, shipping, handling, conveyance and/orsalestax.

No charge. Care and treatment forwhich there would not have been a charge if no coverage had been in
force.

Non-compliance. All chargesin connection with treatments or medications where the Covered Person either
is in non-compliance with medical orders issued while an inpatientat oris discharged against medicaladvice
from a Hospitalor Skilled Nursing Facility.

Non-emergency Hospital admissions. Care and treatment billed by a Hospital fornon-Medical Emergency
admissionsona Friday or a Saturday. Thisdoes notapply if surgery is performed within 24 hours of
admission.

Non-traditional medical services. Acupuncture, acupressure, massage, homeopathy, hypnotherapy, herbal
and vitamin supplements, holistic medical procedures or rolfing treatmentsand supplies which are not
specified as covered underthis Plan.

No obligationto pay. Chargesincurred for which the Plan hasno legal obligation to pay.

No Physician recommendation. Care, treatment, services or supplies not recommended and approvedby a
Physician; or treatment, services or supplies when the Covered Person is not underthe regular care of a
Physician. Regularcare meansongoingmedical supervision or treatment which is appropriate care forthe
Injury or Sickness.

Obesity. Care and treatment of obesity, weight loss or dietary control whetheror notit is, in any case,a part
of the treatment plan foranother Sickness, except as specifically stated asa benefit underthis Plan.

Medically Necessary charges for Morbid Obesity will be covered. Medically Necessary surgical and non-
surgical charges for Morbid Obesity will be covered asspecifically stated asa benefit underthis Plan.
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(29)  Occupational Injury. Careand treatmentofan Injury or Sickness that is occupational —that s, arises from
work for wage or profit and for which the Plan participant is eligible to receive benefitsunderany Workers’
Compensation oroccupational disease law. This exclusion will apply if the Plan participant waseligible to
receive such benefitsand failed to properly file a claim for such benefits or to comply with any other
provision of the law to obtain such benefits.

(30)  Orthodontics.

(31) Personal comfortitems. Personal comfort items, patient convenience itemsorother equipment, such as, but
not limited to, air conditioners, air-purification units, humidifiers, electric heatingunits, orthopedic
mattresses, blood pressure instruments, scales, elastic bandages or stockings, nonprescription drugs and
medicines, and first-aid supplies and nonhospital adjustable beds.

(32)  Plandesign excludes. Chargesexcluded by the Plan design as mentioned in this document.

(33) Relative giving services. Professionalservices performed by a person who ordinarily resides in the Covered
Person's home or is related to the Covered Person asa Spouse, parent, child, brother or sister, whether the
relationship is by blood or exists in law.

(34) Replacement braces. Replacement of braces of the leg, arm, back, neck, or artificial armsor legs, unless
there is sufficient change in the Covered Person's physical condition to make the original device no longer
functional.

(35)  Self-Inflicted. Any loss dueto anintentionally self-inflicted Injury. This exclusion does notapply if the
Injury resulted from an act of domestic violence or a medical (including both physicaland mental health)
condition.

(36)  Servicesbeforeor after coverage. Care, treatment orsupplies forwhich a charge was incurred before a
personwas covered underthis Plan or after coverage ceased underthisPlan.

(37)  Sex changes. Care, services or treatment fornon-congenital transsexualism, gender dysphoria or sexual
reassignment or change. This exclusion includes medications, implants, hormone therapy, surgery, medical
or psychiatric treatment.

(38)  Surgical sterilizationreversal. Care and treatmentforreversal of surgical sterilization.

(39)  Temporomandibular JointSyndrome. All diagnostic and treatment services related to the treatment of jaw
jointproblemsincluding temporomandibular joint (TMJ) syndrome.

(40)  Travel oraccommodations. Charges for travel or accommodations, whetherornot recommended by a
Physician, except asspecifically stated asa benefit underthisPlan.

(41)  War. Any loss thatis dueto a declared or undeclared act of war.

Claimsshould be received by the Claims Administrator within 365 days of the date charges forthe services were
incurred. Benefitsare based on the Plan's provisions atthe time the chargeswere incurred. Claimsreceived later than
that date will be denied.

Sutter Health System network providerswill be given additionalconsideration if this Plan is secondary. In this case, the
Claims Administratorwill also considera claim received by the Claims Administrator within one yearfrom the date of
issuance of the primary Explanation of Benefits. Claims filed later than that date will be denied.

The Plan Participant must provide sufficient documentation (asdetermined by the Claims Administrator) to supporta
Claim for benefits. The Plan reserves theright to have a Plan Participant seek a second medical opinion.
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Before filing a lawsuit, the Claimant must exhaust both levelsof review as described in the Internal And External
Claims Review Proceduressection. A legal actionto obtain benefits must be commenced within one (1) year of the
date of the notice of the Plan Administrator’s determination on the second level of review.
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PRESCRIPTION DRUG BENEFITS
Pharmacy Drug Charge

Prescription drug coverage forPlan Participantsis administered by SmithRx, which is a Pharmacy benefits manager.
SmithRx provides a nationwide network of network Pharmaciesand a drug formulary. The presence of a drug on this
formulary doesnot guarantee coverage and the drugs listed on the formulary are subject to change. To find outif a
medication is covered underthe Plan, visit the memberportalat www.mysmithrx.com orcall (844) 454-5201 forthe most
current formulary information.

Copayments
The copaymentisapplied to each covered Pharmacy drugcharge and is shown in the Schedule of Benefits.
Any oneretail Pharmacy prescription is available up to a 90-day supply.

This plan requires the pharmacist to fill the prescription with a generic product wheneverit is available, unless the
prescription is written as Dispense as Written. If the prescription is not specified as Dispense as Written and the
prescription is filled with a name brand prescription at the Plan participant’srequest, then the copay plus the
difference between the ingredient cost of the generic drug and the brand name drug will be charged.

Ifadrugis purchased from a non-network Pharmacy, ora network Pharmacy when the Plan Participant's ID card is
notused, the Plan Participant will be required to pay 100% ofthe totalcost atthe point of sale, no discount will be
given, and the Plan Participant will be required to submit the prescription receipt to SmithRx forreimbursement.
Reimbursement is up to the network Pharmacy Allowable Charge minus any applicable copayment as shown in the
Schedule of Benefits. The contracted rate will not be applied to compound drugs, urgent/emergency claims, or
foreign claims, the applicable copayment as shown in the Schedule of Benefits will apply.

Ifadrugis purchased and this Planis secondary,the Plan Participant will be required to submit the prescription
receipt to SmithRx for reimbursement. Reimbursement is up to the network Pharmacy Allowable Charge minus any
applicable copayment as shown in the Schedule of Benefits.

At select Network Pharmacies, the Plan Participant will be able to obtain a 90-day supply, per prescription, at the
same copayment level as the mail order benefit (as shown in the Schedule of Benefits). For additional
information or a current list of these select Network Pharmacies, please contact SmithRx toll-free at (844) 454-
5201.

miRx Mail Order Drug Benefit Option

The mailorder drug benefit option is available formaintenance medications (those that are taken forlongperiods of
time, such asdrugs sometimes prescribed for heart disease, high blood pressure, asthma, etc.). Because of volume
buying, the mail order Pharmacy is able to offer Plan Participants significant savings on their prescriptions. The mail
order Pharmacy is subject to change.

The copaymentisapplied to each covered mailorder drug charge and is shown in the Schedule of Benefits. The
copayment amount isnot a Covered Charge underthe medical Plan.

Any one mail order prescription is available up to a 90-day supply.

Mandatory Specialty Pharmacy Program
Specialty medications are high-cost injectables, infused, oral, or inhaled medications prescribed in the treatment of
chronic disease conditions (e.g., Chronic Kidney Disease, Crohn’s Disease, Multiple Sclerosis, or Osteoarthritis).

This Plan offers a program for specialty medications that can provide Plan Participants with greater convenience,
including express delivery, follow-up care calls, expert counseling, and superior service.
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Any one specialty prescription is limited to a 30-day supply. All prescriptions are subject to the terms, limitations,
and exclusions as set forth this Plan.

Step Therapy Program

Step Therapy is a process that requires the use of one or more first line agents before a medication which is partofa
step therapy protocolcan be utilized.

The goal of step therapy is to ensure that safe and cost effective medications are used, based on recognized treatment
guidelines and well documented clinicalstudies. This means that in some instances the Plan Participant will need to
try one or more medications which are considered first line before he/sheis able to receive a “second step”
medication through his/her Pharmacybenefit plan.

For a complete list of medications that are subject to Step Therapy protocols, contact SmithRx Customer Care toll-
free at(844)454-5201.

What happens when a medication is Medically Necessary but it is a part of a Step Therapy protocol? Ifitis
Medically Necessary forthe Plan Participant to receive a “second step” medication before any “first step”
medications have been tried, the Plan Participant’s Physician may request coverage of the medication asa medic al
exception.

Covered Prescription Drugs

Note: Some quantity limitations and/or prior authorization may be required.

1) All drugs prescribed by a Physician thatrequire a prescription either by federalor state law. This
excludesany drugs stated asnot covered underthis Plan.

?2) All compounded prescriptions containingat least one prescription ingredient in a therapeutic quantity.
3) Insulin and other diabetic supplies, including blood glucose monitors, when prescribed by a Physician.
“) Physician prescribed blood glucose monitor.

5) Injectable drugs or any prescription directing administration by injection.

6) Topicaland oralacne medications, through age 35; therea fter prior authorization is required.

8) Physician-prescribed over-the-counter products designated by SmithRx such as expectorant drugs,

antihistamine, certain vitamins, gastroesophageal reflux disease (GERD), and acid reflux disease.
The following will be covered at 100 %, no deductible or copaymentrequired for formulary drugs.

Benefits may be subject to prescription formulary and/or quantity limitations. Non -formulary prescriptions may be
payable subject to the applicable prescription copayment as shown in the Schedule of Benefits. Contact SmithRx
Customer Care toll-free at (844) 454-5201 to request coverage of the medication as a non-formulary medical exception.

. Physician-prescribed contraceptive methods (Food and Drug Administration (FDA) approved)including but
not limited to oral contraceptive medications, transdermals, devices (diaphragms, cervical caps, and intra -uterine
devices (IUDs)), vaginalcontraceptives, implantables, injectables, female condoms, spermicides, and sponges
for all female Plan Participants with reproductive capacity.

Refer to the Medical Benefits section of this Plan regarding additional coverage for intrauterine devices (IUDs),
implantables, and injectables.
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. Physician-prescribed tobacco/nicotine cessation products. Physician-prescribed tobacco/nicotine replacement
products (such asnicotine patch, gum, lozenges, sprays) and Physician-prescribed medications (such as Zyban,
Chantix). Tobacco/nicotine cessation products are not subject to supply limitations.

. Additional Physician-prescribed medications as recommended by the U.S. Preventive Services Task Force
(USPSTF) grades A and B recommendations will be covered at 100%, no prescription copayment, coinsurance
or deductible will be required, and will only be available when utilizing a Network Pharmacy.

Please note, the USPSTF grades A and B recommendations are subject to change asnew medicationsbecome
available and otherrecommendations may change. Coverage of new recommended medications will be
available following the one-yearanniversary date of the adoption of the USPSTF grade A and B

recommendation.

Referto the following link for more information regarding USPSTF grade A and B recommendations orcontact
SmithRx for more information regarding which medicationsare available.

Note: Age and/orquantity limitations may apply:

http://www.uspreventiveservicestaskforce.org/Pa ge/Name/uspstf-a-and-b-recommendations

. Certain vaccinations/immunizations as recommended by applicable federallaw will be covered only when
rendered through a network Pharmacy. Please note: Notall network Pharmacies may be providing
vaccinations/immunizations ormay vary in what they offer. It is important to check with the network Pharmacy
to determine availability, age restrictions, any prescription requirements or hours of service. Please contact

SmithRx toll-free at(844)454-5201 for more information regardingthis benefit.
Limits To This Benefit

This benefitapplies only when a Plan Participant incurs a covered Prescription Drug charge. The covered drug charge
for any one prescription will be limited to:

a Refills only up to the number of times specified by a Physician.
2) Refills up to one year from the date of order by a Physician.
Expenses Not Covered
This benefit will not cover a charge forany of the following:
@ Administration. Any charge forthe administration of a covered Prescription Drug,
?2) Appetite suppressants, dietary supplements orvitamin supplements, except forlegend oral vitamins or

prenatal vitamins requiring a prescription. Benefits may be available under the Medical Benefits of this
Plan for treatment of Morbid Obesity.

3) Consumed on premises. Any drug or medicine that is consumed oradministered at the place where it is
dispensed.
“) Devices. Devices of any type, even though such devices may require a prescription. These include (but

arenot limited to) therapeutic devices, insulin pumps and supplies, artificial appliances, braces, support
garments, or any similar device. These may be considered Covered Charges under the Medical Benefits
section of this Plan.

3) Drugs used for cosmetic purposes. Charges for drugs used for cosmetic purposes, such as anabolic
steroids or medications forhair growth or removal.
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6) Experimental. Experimentaldrugs and medicines, even though a charge is made to the Plan Participant.
This exclusion shall not apply to the extent that charges are forroutine patient care associated with an
approved clinicaltrial. (See “Clinical Trials” within the Covered Charges section of this Plan.)

) FDA. Any drug notapproved by the Food and Drug Administration.

®) Growth hormones. Charges for drugs to enhance physical growth or athletic performance or
appearance, except when deemed Medically Necessary.

) Immunization. Immunization agents orbiological sera except as specifically stated as a benefit under
this Plan.

(10) Impotence. A charge forsexualdysfunction medication, includingimpotence medications.

(11) Infertility. A charge for infertility medication except as specifically stated as a Covered Charge under
the Prescription Drug Benefits section.

(12) Inpatient medication. A drug or medicine thatis to be taken by the Plan Participant, in whole or in part,
while Hospitalconfined. This includes being confined in any institution that hasa facility forthe
dispensing of drugs and medicines on its premises.

(13) Investigational. A drug or medicine labeled: "Caution - limited by federallaw to investigationaluse".

(14) Medical exclusions. A charge excluded under Medical Plan Exclusions.

(15)  No charge. A charge for Prescription Drugs which may be properly received without charge under local,
state or federal programs.

(16)  No prescription. A drug or medicine that can legally be bought without a written prescription. This does
notapply to injectable insulin, insulin, diabetic supplies, or to over-the-counter (OTC) drugs, prescribed
by a Physician and as specifically stated asa Covered Charge underthe Prescription Drug Benefits
section of this Plan.

(17)  Refills. Any refill thatis requested more than one yearafterthe prescription was written or any refill that
is more than the numberof refills ordered by the Physician.

HOW TO SUBMIT PHARMACY CLAIMS
For prescription claims questions or to obtain a claim form please call:
SmithRx - toll-free (844) 454-5201
or access www.mysmithrx.com
Please submit prescription claim forms to:
SmithRx
PO Box 994
Lehi, UT 84043
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HOW TO SUBMIT CLAIMS
When services are received from a health care provider, a Plan Participant should show his or her JPT/ Shepherd Public
Schools Employee Healthcare Plan identification card to the provider. ParticipatingProviders may submitclaimsona
Plan Participant’s behalf.

Ifit is necessary fora Plan Participant to submita claim, he or she should request an itemized bill which includes
procedure (CPT) and diagnostic (ICD) codes from his or her health care provider.

To assist the Claims Administratorin processing the claim, the following information must be provided when submitting
the claim for processing:

— A copy of the itemized bill

— Group name and number
(Shepherd Public Schools Employee Healthcare Plan, Group 0002611)

— Provider Billing Identification Number

— Employee'sname and Identification Number

— Name of patient

— Name, address, telephone number of the providerof care
— Dateof service(s)

— Place of service

Amountbilled

Note: A Plan Participant can obtain aclaimform from the Claims Administrator. Claimforms are also available at
www.ebms.com.

WHERE TO SUBMIT CLAIMS

Employee Benefit Management Services, LLC is the Claims Administrator. Claims for expenses should be submitted to
the Claims Administratorat the address below:

Employee Benefit Management Services, LLC
P.O. Box 21367
Billings, Montana59104
(406) 245-3575 0r (800) 777-3575

WHEN CLAIMS SHOULD BE FILED

Claimsshould be received by the Claims Administrator within 365 days of the date charges forthe services were
incurred. Benefitsare based on the Plan's provisions at the time the charges were incurred. Claims received later than that
datewill be denied.

Sutter Health System network providerswill be given additionalconsideration if this Plan is secondary. In this case,
the Claims Administratorwill also consider a claim received by the Claims Administratorwithin one yearfrom the
date of issuance of the primary Explanation of Benefits. Claimsfiled later than that date will be denied.

The Plan Participant must provide sufficient documentation (asdetermined by the Claims Administrator) to supporta
Claim for benefits. The Plan reserves theright to have a Plan Participant seek a second medical opinion.
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INTERNAL AND EXTERNAL CLAIMS REVIEW PROCEDURES

A Claim meansa request fora Plan benefit, made by a Claimant (Plan Participant orby anauthorized representative of a
Plan Participant that complies with the Plan's reasonable procedures for filing benefit Claims). A Claim doesnot include
aninquiry ona Claimant’s eligibility forbenefits,or a requestby a Claimant orhis Physician fora pre-notification of
benefits ona medicaltreatment. Pre-notification of certain servicesis strongly recommended, but not required by the
Plan. A pre-notification of servicesby CareLink is nota determination by the Plan thata Claim will be paid. A benefit
determination on a Claim will be made only afterthe Claim hasbeen submitted. A pre-notification is not required asa
condition precedent to payingbenefits,and cannot be appealed under this Section. Please refer to the Care Management
Services section.

A Claimant may appoint anauthorized representative to act upon hisor her behalf with respect to the Claim. Only those
individuals who satisfy the Plan’s requirements to be an authorized representative will be considered an authorized
representative. A healthcare provideris not an authorized representative simply by virtue of an assignment of benefits.
Contactthe Claims Administrator forinformation on the Plan’s pro cedures forauthorized representatives.

There are two typesof claims.
Concurrent Care Determination
A Concurrent Care Determination is a reduction or termination of a previously approved course of treatment
thatis to be provided over a period of time or fora previously approved number of treatments. If Case
Managementisappropriate fora Plan Participant, Case Managementisnot considered a Concurrent Care
Determination. Please refer to the Care Management Services section.
Post-Service Claim
A Post-Service Claim is a Claim for medicalcare, treatment, orservices thata Claimant hasalready received.
All questionsregarding Claims should be directed to the Claims Administrator. All Claimswill be considered for
paymentaccordingto the Plan’s terms and conditions, limitations and exclusions, and industry standard guidelines in
effectatthetime chargeswere incurred. The Plan may, when appropriate or when required by law, consult with relevant
health care professionalsand access professional industry resourcesin makingdecisions about Claimsinvolving
specialized medicalknowledge or judgment.

A Claim will notbe deemed submitted untilit is received by the Claims Administrator.

Initial Benefit Determination

The initial benefit determination on a Claim will be made within 30 days of the Claim Administrator’s receipt of the
Claim (or 15daysif the Claim is a Concurrent Care Determination). If additional information is necessary to processthe
Claim, the Claims Administrator will make a written request to the Claimant forthe additional information within this
initial period. The Claimant must submit the requested information within 45 days of receipt of the request from the
Claims Administrator. Failureto submit the requested informationwithin the 45-day period may result in a denial
of the Claim or a reduction in benefits. If additionalinformation is requested, the Plan’s time period formakinga
determination issuspended until such time as the Claimant provides the information, orthe end of the 45 day period,
whichever occurs earlier. A benefit determination on the Claim will be made within 15 daysofthe Plan’s receipt of the
additionalinformation.

Notice of Adverse Benefit Determination

Ifa Claim is denied in whole or in part,the Plan shall provide written or electronic notice of the determination that will
include the following:

Q) Information to identify the claim involved.
2) Specific reason(s) forthe denial, including the denial code and its meaning.
Shepherd Public Schools Employee Healthcare Plan 54 July 1,2021

TRADITIONAL Il



3) Reference to the specific Plan provisions on which the denialwas based.

4 Description of any additionalinformation necessary forthe Claimant to perfect the Claim and an
explanation of why such information is necessary.

5) Description of the Plan's Internal Appeal Proceduresand External Review Procedure and the applicable
time limits. This will include a statement of the Claimant's right to bring a civil action once Claimant
hasexhausted allavailable internaland external review procedures.

6) Statement that the Claimantis entitled to receive, upon request and free of charge, reasonable access to,
and copies of, all documents, records, and other information relevant to the Claim.

Ifapplicable:

) Any internalrule, guideline, protocol, or othersimilar criterion thatwasrelied upon in makingthe
determination onthe Claim.

(8) If the Adverse Benefit Determination is based on the Medical Necessity or Experimentalor
Investigational exclusion or similar such exclusion, an explanation of the scientific or clinical judgment
for the determination applyingthe terms of the Plan to the Claim.

9 Identification of medical orvocational experts, whose advice was obtained on behalf of the Plan in

connection with a Claim.

If the Claimant hasquestionsaboutthe denial, the Claimantmay contact the Claims Administratorat the address or
telephone number printed on the Notice of Determination.

An Adverse Benefit Determination also includes a rescission of coverage, which is a retroactive cancellation or
discontinuance of coverage due to fraud or intentional misrepresentation. A rescission of coverage doesnotinclude a
cancellation ordiscontinuance of coverage that takes effect prospectively, oris a retroactive cancellation or
discontinuance because of the Plan participant’s failure to timely pay required premiums.

Claims Review Procedure - General

A Claimant may appealan Adverse Benefit Determination. The Plan offersa two-level internal review procedure and an
externalreview procedure to provide the Claimant with a full and fairreview of the Adverse Benefit Determination.

The Plan will provide for a review thatdoesnot give deference to the previous Adverse Benefit Determination and that is
conducted by an individualwho is neitherthe individualwho made the determination on a prior level of review, nor a
subordinate of thatindividual. Additionally, if an External Reviewis requested, that reviewwill be conducted by an
Independent Review Organization thatwasnotinvolved in any of the prior determinations. In addition, the Plan
Administratormay:

o Takeintoaccountallcomments, documents, recordsand otherinformation submitted by the Claimantrelated to
the claim, without regard asto whetherthis information was submitted or considered in a prior level of review.

e Provide to the Claimant, free of charge, any newor additionalinformation orrationale considered, relied upon or
created by the Plan in connection with the Claim. This information or new rationale will be provided sufficiently
in advance of the response deadline forthe final Adverse Benefit Determination so that the Claimanthasa
reasonable amount of time to respond.

e Consultwith anindependent health care professionalwho hasthe appropriate trainingand experience in the
applicable field of medicine related to the Claimant’s Adverse Benefit Determination if that determination was
based in whole or in parton medicaljudgment, including determinations on whethera treatment, drug, or other
item is Experimentaland/or Investigational, ornot Medically Necessary. A health care professionalis
“independent” to the extent the health care professional was not consulted on a prior level of review oris a
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subordinate of a health care professionalwho was consulted on a prior level of review. The Plan may consult
with vocationalorotherexpertsregarding the Initial Benefit Determination.

Internal Appeal Procedure

First Level of Internal Review

The written request for review must be submitted within 180 days of the Claimant’sreceipt of a Notice of the Initial
Benefit Determination (or 15 daysforan appeal of a Concurrent Care Determination). For Sutter Health System network
provider claims, the written request must be submitted within 24 months of the date of the I nitial Benefit Determination
on a Post Service Claim. The Claimant should include in the appeal letter: his or her name, ID number, group health plan
name,and a statement of why the Claimant disagrees with the Adverse Benefit Determination. The Claimant may include
any additional supportinginformation, even if not initially submitted with the Claim. The appeal should be addressed to:

Plan Administrator
c¢0 Employee Benefit Management Services, LLC (EBMS)
P.O. Box 21367
Billings, Montana59104
Attn: Claims Appeals

An appeal will not be deemed submitted until it is received by the Claims Administrator. The Claimant cannot
proceed to the next level of internal or external reviewif the Claimant failsto submit a timely appeal.

The first level of review will be performed by the Claims Administratoron the Plan’s behalf. The Claims Administrator
will review the information initially received and any additional information provided by the Claimant, and determine if
the Initial Benefit Determination wasappropriate based uponthe termsand conditions of the Plan and other relevant
information. The Claims Administrator will send a written or electronic Notice of Determination to the Claimant within
30 daysofthereceipt of the appeal (or 15 daysforan appealof a Concurrent Care Determination). The Notice of
Determination shallmeet the requirementsasstated above.

Second Level of Internal Review

Ifthe Claimant does not agree with the Claims Administrator’s determination from the first Levelof Internal Review, the
Claimant may submit a second levelappealin writing within 60 days of the Claimant’s receipt of the Notice of
Determination from the First Level of Internal Review (or 15 daysforanappealofa Concurrent Care Determination),
alongwith any additional supporting information to:

Plan Administrator
¢ Employee Benefit Management Services, LLC (EBMS)
P.O. Box 21367
Billings, Montana59104
Attn: Claims Appeals

An appeal will not be deemed submitted until it is received by the Plan Administrator or the Claims
Administrator on the Plan Administrator’s behalf. The Claimant cannot proceed to an external review or file suit
if the Claimant failsto submit a timely appeal.

The Second Level of Internal Reviewwill be done by the Plan Administrator. The Plan Administratorwill review the
information initially received and any additional information provided by the Claimant, and make a determination on the
appealbased upon the termsand conditions of the Plan and otherrelevant information. The Plan Administratorwill send
a written or electronic Notice of Determination forthe second level of review to the Claimant within 30 days of receipt of
theappeal (or15 daysforanappealof a Concurrent Care Determination). The Notice of Determination sha llmeet the
requirementsasstated above.

If the Claimant is not satisfied with the outcome of the finaldetermination on the Second Level of Internal Review, the
Claimant may request an External Review. The claimant must exhaust both levels of the Internal Review Procedure
before requesting an External Review, unless the Plan Administrator did not comply fully with the Plan’s Internal Review
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Procedure for the first level of review. In certain circumstances, the Claimant may also request an expedited External
Review.

External Review Procedure

This Plan hasan External Review Procedure that provides fora review conducted by a qualified Independent Review
Organization (IRO) that shallbe assigned on a random basis.

A Claimant may, by written request made to the Plan within 4 months from the date of receipt of the notice of the final
internaladverse benefit determination orthe 15t of the fifth month following receipt of such notice, whicheveroccurs
later, request a review by an IRO of a final Adverse Benefit Determination of a Claim, except where such request is
limited by applicable law.

A request for external review may be granted only for Adverse Benefit Determinationsthatinvolve a:

Determination thata treatment orservices is not Medically Necessary.
Determination that a treatment is Experimental or Investigational.
Rescission of coverage, whetheror not the rescission involved a Claim.
Application of treatment limitsto a Claim for a Mental Disorder.

For an Adverse Benefit Determination to be eligible for externalreview, the Claimant must complete the required forms
to process an External Review. The Claimant may contact the Claims Administrator foradditionalinformation.

The Claimant will be notified in writing within 6 business daysasto whether Claimant’srequest is eligible for external
review and if additionalinformation is necessary to process Claimant’s request. [f Claimant’s request is determined
ineligible forexternalreview, notice will include the reasons forineligibility and contactinformation forthe appropriate
oversight agency. Ifadditionalinformation is required to process Claimant’s request, Claimant may submit the additional
information within the four month filing period, or 48 hours, whicheveroccurs later.

Claimant should receive written notice from the assigned IRO of Claimant’s right to submit additionalinformation to the
IRO and the time periods and procedures to submit this additionalinformation. The IROwill make a finaldetermination
and provide written notice to the Claimant and the Plan no laterthan 45 days from the date the IROreceives Claimant’s
request for External Review. The notice from the IRO should contain a discussion of its reason(s) and rationale forthe
decision, including any applicable evidence-based standards used, and references to evidence ordocumentation
considered in reachingits decision.

The decision of the IRO is binding upon the Plan and the Claimant, except to the extent other remedies may be available
underapplicable law. Before filing a lawsuit, the Claimant must exhaust all available levelsof reviewas described
in this section, unless an exception under applicable law applies. A legal actionto obtain benefits must be
commenced within one (1) year of the date of the Notice of Determination on the final level of internal or external
review, whichever is applicable.
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COORDINATION OF BENEFITS

Coordination of the benefit plans. The Plan’s Coordination of Benefits provision sets forth rules forthe order of
paymentof Covered Chargeswhen two or more plans — including Medicare —are paying. The Plan hasadopted the order
of benefitsasset forth in the National Association of Insurance Commissioners (NAIC) Model COB Regulations,as
amended. When a Covered Person is covered by this Plan and anotherplan, orthe Covered Person’s Spouse is covered
by this Plan and by anotherplan, orthe couple’s covered children are covered undertwo or more plansthe plans will
coordinate benefitswhen a claim is received. All referencesto Spouse will also be applicable to a Domestic Partner,
unless otherwise indicated.

The planthat paysfirstaccordingto the rules will pay asif there were no otherplaninvolved. The secondary and
subsequent planswill pay the balance due up to 100% of the total Allowable Charges. However, this Plan doesnot adopt
the definition for “Allowable Expenses” set forth in the NAIC Model COB Regulations, as amended. If thereis a
difference between the contracted rates of the primary plan and this Plan, this Plan will base its payment on the lower of
the two contracted rates.

Benefitplan. This provision will coordinate the medicaland dentalbenefits of a benefit plan. The term benefit plan
meansthisPlan or any one of the following plans:

1) Group or nongroup insurance contracts and subscriber contracts;
2 Uninsured arrangements of group orgroup-type coverage;
(3) Group and nongroup coverage through closed panel plans;

4) Group-type contracts;
(5) The medicalcomponents of long-term care contracts, such asskilled nursing care;

(6) Medicare or other government benefits, as permitted by law. This doesnotinclude Medicaid, or a
government plan that by law, provides benefitsthatare in excess of those of any private insurance plan or
othernon-governmental plan;

(7) The medicalbenefits coverage in automobile “no-fault” and traditional automobile “fault” type contracts;

The term benefit plan doesnot include hospitalindemnity, accident only, specified disease, schoolaccidentornon-
medicallong-term care coverage.

Allowable Charge(s). For a charge to be allowable it must be a usual, customary, and reasonable charge and at least part
of it must be covered underthis Plan. (See “Allowable Charge” in the Defined Terms section.)

Inthe case of Health Maintenance Organization (HMO) or otherin-network only plans: This Plan will not consider any
chargesin excessof whatan HMO or network provider hasagreed to acceptaspaymentin full. Also, when an HMOor
network planis primary and the Covered Person does not use an HMO or network provider, this Plan will not consider as
an Allowable Charge any charge that would have been covered by the HMO or network plan had the Covered Person
used the services of an HMO or network provider.

Inthe case of service type planswhere services are provided as benefits, the reasonable cash value of each service will be
the Allowable Charge.

Automobile limitations. When any medicalbenefits coverage isavailable undervehicle insurance, the Plan shall pay
excess benefitsonly, without reimbursement for vehicle plan deductibles.

Benefitplan payment order. When two or more plans provide benefits forthe same Allowable Charge, benefit payment
will follow these rules:

(A) Plans that do not have a coordination provision, orone like it, will pay first. Plans with such a provision will
be considered afterthose without one.
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(B) Plans with a coordination provision will pay theirbenefits up to the Allowable Charge.

The first rule that describeswhich planis primary is the rule that applies:

@ The benefits of the plan which covers the person directly (thatis, asan Employee, Retiree, or
subscriber) (“Plan A”) are determined before those of the plan which covers the person asa
Dependent (“Plan B”).

For Qualified Beneficiaries, coordination is determined based on the person’s status prior to the
Qualifying Event.

Special rule. If: (i) the person covered directly is a Medicare beneficiary,and (ii) Medicare is
secondary to Plan B, and (iii) Medicare is primary to Plan A (for example, if the person is retired),
THEN Plan B will pay first.

2 Unless there is a court decree stating otherwise for a Dependent child up to age 19, when a child is
covered asa Dependent by more than one plan the order of benefits is determined asfollows:

When a child is covered asa Dependentand the parentsare married or living together, these rules
will apply:

e The benefitsof the benefit plan of the parent whose birthday fallsearlier in a yearare
determined before those of the benefit plan of the parent whose birthday falls laterin thatyear;

e Ifbothparentshave the same birthday, the benefits of the benefit plan which has covered the
parent forthe longer time are determined before those of the benefit plan which covers the other
parent.

When a child’s parentsare divorced, legally separated ornot living together, whether or not they
have everbeen married, these rules will apply:

e A courtdecree may state which parentisfinancially responsible for medicaland dentalbenefits
of the child. In this case, the benefit plan of that parent will be considered before otherplans
that coverthe child asa Dependent. If the financially responsible parent hasno health care
coverage forthe Dependent child, but that parent’s spouse does, the plan of that parent’s spouse
is the primary plan. This rule appliesbeginning the first of the month afterthe planis given
notice of the court decree.

e A courtdecree may state bothparents will be responsible for the Dependent child’s health care
expenses. In this case, the plans covering the child shall follow order of benefit determination
rules outlined above when the parentsare married or living together (asdetailed above);

e Ifthespecific terms of the court decree state that the parentsshall share joint custody, without
statingthat one of the parents is responsible for the health care expensesof the child, the plans
covering the child shall follow the order of benefit determination rules outlined above when a
child is covered asa Dependentand the parentsare married or living together.

If there is no court decree allocatingresponsibility forthe Dependent child’s health care expenses,
the order of benefitsare asfollows:

1st The plan covering the custodial parent,

2nd The plan covering the spouse of the custodial parent,

3rd The plan covering the non-custodial parent,and

4th The plan covering the spouse of the non-custodial parent.

When a child is covered asa Dependent undermore than one plan of individuals who are not the
parentsof the child, the order of benefitsshall be determined as if those individuals were parents of
the child.
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Unless specifically stated otherwise, court orderand custody provisionsapply uptoage 19 forany
Dependent child.

For a Dependent child who has coverage undereither or both parents’ plansand also hashis or her
own coverage asa dependent undera spouse’s plan, Rule (5) applies. If the Dependent child’s
coverage underthe spouse’s plan began on the same date as the Dependent child’s coverage under
either or both parents’ plans, the birthday rule shall apply to the Dependent child’s parents and the
Dependent child’s spouse.

3) The benefits of a benefit plan which coversa person asan Employee who is neither laid off nor
retired or asa Dependent of an Employee who is neither laid off nor retired are determined before
those of a plan which coversthat personasa laid-off or Retired Employee. This rule does notapply
if Rule (1) can be used to determine the order of benefits If the other benefit plan does not have this
rule, and if, asa result, the plansdo notagree on the order of benefits, this rule does notapply.

4) The benefitsof a benefit plan which coversa person asan Employee who is neither laid off nor
retired or a Dependent of an Employee who is neither laid off norretired are determined before
those of a plan which coversthe person asa COBRA beneficiary. This rule does notapply if Rule
(1) canbeused to determine the order of benefits.

(5) Ifthere is still a conflictafterthese rules have beenapplied, the benefit plan which hascovered the
patient forthe longer time will be considered first. When there is a conflictin coordination of
benefit rules, the Plan will never pay more than 50% of Allowable Chargeswhen payingsecondary .

© Medicare will pay primary,secondary orlastto the extent stated in federal law. When Medicare is to be the
primary payer, this Plan will base its payment uponbenefits that would have been paid by Medicare under
Parts A and B, regardless of whetheror notthe person was enrolled underboth of these parts. The Plan
reserves the right to coordinate benefits with respect to Medicare Part D.

(D) Ifa Plan Participantis undera disability extension from a previous benefit plan, that benefit plan will pay
first and this Plan will pay second.

(E) The Plan will pay primary to Tricare to the extent required by federal law.

Claims determination period. Benefitswill be coordinated ona Calendar YearorPlan Year basis,as shownin the
Schedule of Benefitssection. This is called the claims determination period.

Right to receive or release necessary information. To make this provision work, this Plan may give or obtain needed
information from anotherinsureror any otherorganization orperson. This information maybe given or obtained without
the consent of or notice to any otherperson. A Covered Person will give this Plan the information it asks for about other
plansand their payment of Allowable Charges.

Facility of payment. This Plan may repay other plans for benefits paid that the Plan Administrator determines it should
have paid. That repayment will countasa valid payment underthis Plan.

Right of recovery. This Plan may pay benefits that should be paid by anotherbenefit plan. In this case this Plan may
recover the amount paid from the other benefit plan orthe Covered Person. That repayment will countasa valid payment
underthe other benefit plan.

Further, this Plan may pay benefitsthatare later found to be greaterthan the Allowable Charge. In this case, this Plan
may recoverthe amountof the overpayment from the source to which it was paid.

Exceptionto Medicaid. The Plan shall not take into consideration the fact thatan individualis eligible for oris provided
medicalassistance through Medicaid when enrolling an individualin the Plan or makinga determination about the
payments forbenefits received by a Covered Person underthe Plan.
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THIRD PARTY RECOVERY
Defined Terms

"Covered Person" meansanyone covered underthe Plan, including but not limited to minor Dependentsand deceased
Covered Persons. Covered Person shall include the parents, trustee, guardian, heir, personalrepresentative orother
representative of a Covered Person, regardless of applicable lawand whetheror not such representative hasaccessor
controlof the Recovery.

"Recover," "Recovered," "Recovery" meansallmonies recovered by way of judgment, settlement, reimbursement, or
otherwise to compensate forany lossrelated to any Injury, Sickness, condition, and/oraccident where a Third Party is or
may be responsible. "Recovery"includes, but is not limited to, recoveries for medical or dentalexpenses, attorneys'fees,
costs and expenses, pain and suffering, loss of consortium, wrongful death, wages and/orany other recovery of any form
of damages orcompensation whatsoever.

"Subrogation" means the Plan'sright to exercise the Covered Person’s rights to Recoveror pursue Recovery from a Third
Party who is liable to the Covered Person forexpenses for which the Plan haspaid or may agree to pay benefits.

"Third Party" meansany third party including but not limited to anotherperson, any business entity, insurance policy or
any otherpolicy or plan, including but not limited to uninsured or underinsured coverage, self-insured coverage, no-fault
coverage,automobile coverage, premises liability (homeowners or business), umbrella policy.

Right to Reimbursement

To the extentthatthe Plan has paid benefitsto or on behalf of a Covered Person, the Plan hasa right of reimbursement of
such benefitsand is entitled to subrogation as provided herein,againsta judgment orrecovery received by the Covered
Person from a Third Party found liable fora wrongful act or omission that caused the Injury or Sickness necessitating
benefit payments.

If a Covered Person intendsto institute an action fordamagesagainsta Third Party, the Covered Person shall give the
Plan reasonable notice of the Covered Person's intention to institute the action. Reasonable notice shallinclude
information reasonably calculated to inform the Plan of the facts giving rise to the Third Party action and of any potential
Recovery.

The Covered Person may request that the Plan pay a proportionate share of the reasonable costs of the Third Party action,
including attorney fees.

The Plan may elect not to participate in the costs of the action. Ifsuch an election is made, the Plan waives 50% of any
subrogation rights granted to the Plan through this provision.

The Covered Person shall take no action through settlement or otherwise which prejudicesthe rights and interests of the
Plan, and shallcooperate fully with the Plan and its agents, regarding the Plan's rights underthis section.
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COBRA CONTINUATION COVERAGE
Introduction

The right to COBRA Continuation Coverage was created by a federal law, the Consolidated Omnibus Budget
Reconciliation Act 0f 1985, asamended (“COBRA”). COBRA Continuation Coverage can become available to youand
othermembers of your family when group health coverage would otherwise end. You should check with your Employer
tosee if COBRA applies to you and your Dependents.

You may have otheroptionsavailable to you when you lose group health coverage. For example,you may be eligible to
buy anindividualplanthrough the Health Insurance Marketplace. By enrolling in coverage through the Marketplace, you
may qualify for lower costs on yourmonthly premiumsand lower out-of-pocket costs. Additionally,you may qualify for
a 30-day specialenrollment period foranother group health plan for which you are eligible (such as a spouse’splan),
even if thatplan generally doesn’taccept late enrollees.

What is COBRA Continuation Coverage?

“COBRA Continuation Coverage” is a continuation of Plan coverage when coverage otherwise would end because of a
life eventknown asa “Qualifying Event.” After a Qualifying Event, COBRA Continuation Coverage must be offered to
each personwhois a “Qualified Beneficiary.” You, your spouse, and yourdependent children could become Qualified
Beneficiaries if coverage underthe Plan is lost because of the Qualifying Event. Under the Plan, Qualified Beneficiaries
who elect COBRA Continuation Coverage must pay for COBRA Continuation Coverage. Life insurance, Accidental
death and dismemberment benefitsand weekly income or long-term disability benefits (if a part of your Employer’s plan)
are not considered for continuation under COBRA.

Domestic Partnersand children of a covered Employee’s Domestic Partner, who otherwise satisfy the Eligibility
requirements set forth in the Eligibility provision and are covered underthisPlan, will also be offered the opportunity to
make an independent election to receive COBRA Continuation Coverage. All referencesto Spouse will also be
applicable to a Domestic Partner, unless otherwise indicated

Ifyouarea covered Employee, you will become a Qualified Beneficiary if you lose yourcoverage underthe Plan due to
one of the following Qualifying Events:

e Your hours of employmentare reduced; or
e Youremploymentendsforany reason otherthanyourgross misconduct.

If you are the Spouse of a covered Employee, you will become a Qualified Beneficiary if you lose yourcoverage under
the Plan dueto one of the following Qualifying Events:

Your Spouse dies;

Your Spouse’s hours of employmentare reduced;

Your Spouse’s employment ends forany reason otherthan his orher gross misconduct;
Your Spouse becomesentitled to Medicare benefits (underPart A, Part B, or both); or
You become divorced or legally separated from your Spouse.

Note: Medicare entitlement meansthatyou are eligible for and enrolled in Medicare.

Your Dependent children will become Qualified Beneficiaries if they lose coverage underthe Plan dueto one of the
following Qualifying Events:

The parent-covered Employee dies;

The parent-covered Employee’shours of employment are reduced;

The parent-covered Employee’s employment ends forany reason otherthanhis or her gross misconduct;
The parent-covered Employee becomes entitled to Medicare benefits (Part A, Part B, or both);

The parentsbecome divorced orlegally separated; or

The child is no longer eligible for coverage underthe planasa “Dependent child.”
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If this Plan providesretiree health coverage, sometimes, filing a proceeding in bankruptcy under Title 11 of the United
States Code can be a Qualifying Event. If a proceedingin bankruptcy isfiled with respectto the Employer, and that
bankruptcy resultsin the loss of coverage of any Retired Employee covered underthe Plan, the Retired Employee will
become a Qualified Beneficiary with respect to the bankruptcy. The Retired Employee’s Spouse, surviving Spouse, and
Dependent children also will become Qualified Beneficiaries if bankruptcy results in the loss of their coverage underthe
Plan.

When is COBRA Continuation Coverage available?

The Plan will offer COBRA Continuation Coverage to Qualified Beneficiaries only afterthe Plan Administratorhasbeen
notified thata Qualifying Event hasoccurred. When the Qualifying Eventis the end of employment, reduction of hours
of employment, death of the Covered Employee, commencement of proceeding in bankruptcy with respect to the
Employer, or the Covered Employee’s becomingentitled to Medicare benefits (under Part A, Part B, or both), the Plan
Administrator must be notified of the Qualifying Event.

For all other qualifyingevents (divorce or legal separation of the Employee and Spouse ora Dependent child’s losing
eligibility for coverage asa Dependent child), you must notify the Plan Administratorwithin 60 daysafterthe Qualifying
Eventoccurs.

You must provide this notice in writing to:

Plan Administrator

Joint Powers Trust aka MontanaJoint Powers Trust
P.O. Box 81647

Billings, MT 59108

(406) 698-9588

Notice must be postmarked, if mailed, or dated, if emailed or hand-delivered on orbefore the 60t day following the
Qualifying Event.

How is COBRA Continuation Coverage provided?

Once the Plan Administratorreceives notice that a Qualifying Event hasoccurred, COBRA Continuation Coverage will
be offered to each of the Qualified Beneficiaries. Each Qualified Beneficiary will have an independent right to elect
COBRA Continuation Coverage. Covered Employeesmay elect COBRA Continuation Coverage on behalf of their
Spouses, and parents may elect COBRA Continuation Coverage on behalf of theirchildren.

Inthe eventthatthe COBRA Administrator determinesthat the individualis not entitled to COBRA Continuation
Coverage,the COBRA Administratorwill provide to the individual an explanation asto why he or she is not entitled to
COBRA Continuation Coverage.

How long does COBRA Continuation Coverage last?

COBRA Continuation Coverage is a temporary continuation of coverage that generally last for 18 monthsdue to the
employment termination or reduction of hours of work. Certain Qualifying Events, or a second Qualifying Event during
the initial period of coverage, may permita Qualified Beneficiary to receive a maximum of 36 months of coverage.

There arealso waysin which this 18-month period of COBRA Continuation Coverage can be extended, discussed below.
If the Qualifying Event is the death of the Covered Employee (or former Employee), the Covered Employee’s (or former
Employee’s)becomingentitled to Medicare benefits (underPart A, Part B, or both), your divorce or legal separation, ora
Dependent child’s losing eligibility asa Dependent child, COBRA Continuation Coverage can lastforupto a totalof 36
months.

Medicare extension of COBRA Continuation Coverage

Ifyou (as the Covered Employee) become entitled to Medicare benefits, your Spouse and dependents may be entitled to
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an extension of the 18-month period of COBRA Continuation Coverage.

Ifyou first become entitled to Medicare benefits,and laterexperience a termination oremployment ora reduction of
hours, then the maximum coverage period for Qualified Beneficiaries otherthan you endson the later of (i) 36 months
afterthe date you became entitled to Medicare benefits, and (ii) 18 months (or 29 monthsiif there is a disability extension)
afterthe date of the termination orreduction of hours. For example, if you become entitled to Medicare 8 monthsbefore
the date on which your employmentterminates, COBRA Continuation Coverage foryour Spouse and children can last up
to 36 monthsafterthe date of your Medicare entitlement.

If the first Qualifying Eventis yourtermination of employment or a reduction of hours of employment,and youthen
became entitled to Medicare benefits less than 18 months after the first Qualifying Event, Qualified Beneficiaries other
thanyou are notentitled to an extension of the 18-month period.

Disability extension of 18-month period of COBRA Continuation Coverage

Ifyou or anyonein yourfamily covered underthe Plan is determined by the Social Security Administration (SSA) to be
disabled and you notify the Plan Administratoras set forth herein, you and yourentire family may be entitled to receive
up to an additional 11 monthsof COBRA Continuation Coverage, fora total maximum of 29 months. The disability
would have to have started at some time before the 60" day of COBRA Continuation Coverage and must last at least until
the end of the 18-month period of COBRA Continuation Coverage. An extra fee will be charged for this extended
COBRA Continuation Coverage.

Notice of the disability determination must be provided in writing to the Plan Administratorby the date thatis 60 days
afterthe latest of:

o The date of the disability determination by the SSA,;

e The date onwhich a Qualifying Event occurs;

o The date onwhich the Qualified Beneficiary loses (or would lose) coverage underthe Plan asa result of the
Qualifying Event; or

e The date on which the Qualified Beneficiary is informed, through the furnishing of the Plan’s Summary Plan
Description of both the responsibility to provide the notice and the Plan’s procedures for providing such notice to
the Plan Administrator.

Inany event, this notice must be furnished before the end of the first 18 months of Continuation Coverage.

The notice must include the name of the Qualified Beneficiary determined to be disabled by the SSA and the date of the
determination. Acopy of SSA’s Notice of Award Lettermust be provided within 30 days afterthe deadline to provide
the notice.

You must provide this notice to:

Plan Administrator

Joint Powers Trust aka Montana Joint Powers Trust
P.O. Box 81647

Billings, MT 59108

(406) 698-9588

Second Qualifying Event extension of 18-month period of COBRA Continuation Coverage

Ifyourfamily experiences another Qualifying Event while receiving 18 months of COBRA Continuation Coverage, the
Spouse and Dependent children in your family can get up to 18 additional months of COBRA Continuation Coverage, for
a maximum of 36 months, if the Plan Administratoris properly notified about the second Qualifying Event. This
extension may be available to the Spouse and any Dependent children receiving COBRA Continuation Coverage if the
covered Employee or former Employee dies, becomes entitled to Medicare benefits (underPart A, Part B, or both), or
gets divorced or legally separated, orif the Dependent child stops being eligible underthe Plan asa Dependent child.
This extension is only available if the second Qualifying Event would have caused the Spouse or Dependent child to lose
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coverage underthe Plan had the first Qualifying Event not occurred.

Notice of a second Qualifying Event must be provided in writing to the Plan Administratorby the date thatis60 days
afterthe latest of:

e The dateon which the relevant Qualifying Eventoccurs;

e The date on which the Qualified Beneficiary loses (or would lose) coverage underthe Plan asa result of the
Qualifying Event; or

e The date on which the Qualifying Beneficiary is informed, through the furnishing of the Plan’s Summary Plan
Description, of both the responsibility to provide the notice and the Plan’s procedures for providing such notice
to the Plan Administrator.

The notice must include the name of the Qualified Beneficiary experiencing the second Qualifying Event, a description of
the eventand the date of the event. If the extension of coverage is due to a divorce or legal separation, a copy of the
decree of divorce or legal separation must be provided within 30 daysafterthe deadline to provide the notice.

You must provide this notice to:

Plan Administrator

Joint Powers Trust aka Montana Joint Powers Trust
P.O. Box 81647

Billings, MT 59108

(406) 698-9588

Does COBRA Continuation Coverage ever end earlier than the maximum periods above ?

COBRA Continuation Coverage also may end before the end of the maximum period on the earliest of the following dates:

The date your Employerceasesto provide a group health plan to any Employee;
The date on which coverage ceases by reason of the Qualified Beneficiary’s failure to make timely payment of
any required premium;

e The datethatthe Qualified Beneficiary first becomes, afterthe date of election, covered underany othergroup
health plan (asan Employee orotherwise), or entitled to either Medicare Part A or Part B (whichever comes
first), except as stated under COBRA’s special bankruptcy rules;

e The first day of the month that begins more than 30 days afterthe date of the SSA’s determination that the
Qualified Beneficiary is no longer disabled, butin no event before the end of the maximum coverage period that
applied without taking into consideration the disa bility extension; or

e On the same basisthatthe Plan can terminate for cause the coverage of a similarly situated non-COBRA
participant.

How Do | Pay for COBRA Continuation Coverage?

Once COBRA Continuation Coverage is elected, you must pay forthe cost of the initial period of coverage within 45
days. Paymentsare then due on the first day of each monthto continue coverage forthatmonth. If a paymentisnot
received and/orpost-markedwithin 30 days of the due date, COBRA Continuation Coverage will be canceled and will
not be reinstated.

Are There Other Coverage Options Besides COBRA Continuation Coverage?

Yes. Instead of enrolling in COBRA Continuation Coverage, there may be other coverage options foryouand your
family through the Health Insurance Marketplace, Medicaid, or othergroup health plan coverage options (such asa
spouse’splan) through whatis called a “special enrollment period.” Some of these options may cost less than COBRA
Continuation Coverage. You can learn more about many of these optionsat www.healthcare.gov.
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Additional Information

Additionalinformation about the Plan and COBRA Continuation Coverage is available from the Plan Administratoror
the COBRA Administrator:

Plan Administrator COBRA Administrator

Joint Powers Trust aka Montana Joint Powers Trust Employee Benefit Management Services, LLC
P.O. Box 81647 P.O. Box 21367

Billings, MT 59108 Billings, MT 59104

(406) 698-9588 (406) 245-35750r (800) 777-3575

For more information aboutyourrights underthe Public Health Services Act, COBRA, the Patient Protection and
Affordable Care Act,and other laws affectinggroup health plans, contact the nearest Regionalor District Office of the
U.S. Department of Labor’s Employee Benefits Security Administration (EBSA) in yourarea orvisit
www.dol.gov/agencies/ebsa/. (Addresses and phone numbers of Regionaland District EBSA Offices areavailable
through EBSA’s website). For more information about the Marketplace, visit www.healthcare.gov.

Current Addresses

To protect your family’srights, let the Plan Administrator (who is identified above)knowaboutany changesin the
addresses of family members. You should also keep a copy, foryour records, of any notices you send to the Plan
Administrator.
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COBRA CONTINUATION COVERAGE
FOR RETIREE’S DEPENDENTS

COBRA Continuation Coverage will not be available to those Retired Employeesthat elected, at the time of
retirement, to continue coverage under the terms of the Plan asa Retiree. However, the following COBRA
Continuation Coverage may apply to a Retired Employee’s Qualified Beneficiaries.

Introduction

The right to COBRA Continuation Coverage was created by a federallaw, the Consolidated Omnibus Budget
Reconciliation Act 0f 1985,asamended (“COBRA”). COBRA Continuation Coverage can become available to certain
covered personswhen group health coverage would otherwise end.

The Retired Employee’s family members mayhave other options available when they lose group health coverage. For
example, they may beeligible to buy an individual plan through the Health Insurance Marketplace. By enrolling in
coverage through the Marketplace, an individual may qualify for lower costs on monthly premiumsand lower out-of-
pocket costs. Additionally, an individualmay qualify fora 30-day specialenrollment period foranother group health plan
for which the individual is eligible (such asa Spouse’s plan), even if that plan generally doesn’taccept late enrollees.

What is COBRA Continuation Coverage?

“COBRA Continuation Coverage” is a continuation of Plan coverage when coverage otherwise would end because of a
life eventknown asa “Qualifying Event.” After a Qualifying Event, COBRA Continuation Coverage must be offered to
each person who is a “Qualified Beneficiary.” Certain covered family members could become Qualified Beneficiaries if
coverage underthe Plan is lost because of the Qualifying Event. Under the Plan, Qualified Beneficiaries who elect
COBRA Continuation Coverage must pay for COBRA Continuation Coverage. Life insurance, Accidentaldeath and
dismemberment benefitsand weekly income or long-term disability benefits (if a part of your Employer’s plan)are not
considered for continuation under COBRA.

Domestic Partners and children of a covered Retiree’s Domestic Partner, who otherwise satisfy the Eligibility
requirementsset forth in the Eligibility provision and are covered underthisPlan, will also be offered the opportunity to
make an independent election to receive COBRA Continuation Coverage. All referencesto Spouse will also be
applicable to a Domestic Partner, unless otherwise indicated

If you arethe Spouse of a covered Retired Employee, you will become a Qualified Beneficiary if you lose yourcoverage
underthe Plan due to one of the following Qualifying Events:

e Your Spousedies; or
e You bhecomedivorced orlegally separated from your Spouse.

Dependent children of the covered Retired Employee will become Qualified Beneficiaries if they lose coverage underthe
Plan dueto one of the following Qualifying Events:

e The parent-covered Retired Employee dies;
o The parentshecome divorced orlegally separated; or
e The child is no longer eligible for coverage underthe planasa “Dependent child.”

Filing a proceedingin bankruptcy with respectto the Employerunder Title 11 of the United States Codecanbea
Qualifying Event. If a proceeding in bankruptcy is filed with respectto the Employer,and that bankruptcy resultsin the
loss of coverage of any Retired Employee covered underthe Plan, the retired Employee will become a Qualified
Beneficiary with respect to the bankruptcy. The retired Employee’s Spouse, surviving Spouse, and Dependent children
also will become Qualified Beneficiaries if bankruptcy resultsin the loss of their coverage underthe Plan.

When is COBRA Continuation Coverage available?

The Plan will offer COBRA Continuation Coverage to Qualified Beneficiaries only afterthe Plan Administratorhashbeen
notified that a Qualifying Event has occurred. When the Qualifying Eventis death of the covered Retiree,
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commencement of proceeding in bankruptcy with respect to the Employer, or the covered Retiree’s becomingentitled to
Medicare benefits (underPart A, Part B, or both), the Plan Administrator must be notified of the Qualifying Event.

For all other Qualifying Events (divorce or legal separation of the Retired Employee and Spouse ora Dependent child’s
losing eligibility forcoverage asa Dependent child), you must notify the Plan Administratorwithin 60 daysafterthe
Qualifying Event occurs. You must provide this notice in writing to:

Plan Administrator

Joint Powers Trust aka MontanaJoint Powers Trust
P. O. Box 81647

Billings, Montana 59108

(406) 698-9588

Notice must be postmarked, if mailed, or dated, if emailed or hand-delivered on or before the 60t day following the
Qualifying Event.

How is COBRA Continuation Coverage provided?

Once the Plan Administrator receives notice thata Qualifying Event has occurred, COBRA Continuation Coverage will
be offered to each of the Qualified Beneficiaries. Each Qualified Beneficiary will have an independent right to elect
COBRA Continuation Coverage. Covered Retireesmay elect COBRA Continuation Coverage on behalf of their Spouse
and parents may elect COBRA Continuation Coverage on behalf of their Dependent children.

Inthe eventthatthe COBRA Administrator determinesthat the individualis not entitled to COBRA Continuation
Coverage,the COBRA Administratorwill provide to the individual an explanation asto why he or she is not entitled to
COBRA Continuation Coverage.

How long does COBRA Continuation Coverage last?

COBRA Continuation Coverage is a temporary continuation of coverage that generally lastsfor 18 months. Certain
Qualifying Events, or a second Qualifying Event during the initial period of coverage, may permit a Qualified
Beneficiary to receive a maximum of 36 months of coverage.

If the Qualifying Event is the death of the covered Retiree (or former Retiree), divorce or legal separation, ora
Dependent child’s losing eligibility asa Dependent child, COBRA Continuation Coverage can last forup to a totalof36
months.

Second Qualifying Event extension of 18-month period of COBRA Continuation Coverage

If yourfamily experiencesanother Qualifying Event while receiving 18 months of COBRA Continuation Coverage, the
Spouse and Dependent children can get up to 18 additional months of COBRA Continuation Coverage, fora maximum
of 36 months, if the Plan Administratoris properly notified about the second Qualifying Event. This extension may be
available to the Spouse and any Dependent children receiving COBRA Continuation Coverage if the covered Retiree
dies, gets divorced or legally separated, orif the Dependent child stops being eligible under the Plan asa Dependent
child. This extension is only available if the second Qualifying Event would have caused the Spouse or Depend ent child
to lose coverage underthe Plan had the first Qualifying Event notoccurred.

Notice of a second Qualifying Event must be provided in writing to the Plan Administratorby the date thatis60 days
afterthe latest of:

o The date onwhich the relevant Qualifying Event occurs;

e The date onwhich the Qualified Beneficiary loses (or would lose) coverage underthe Plan asa result of the
Qualifying Event; or

e The date on which the Qualifying Beneficiary is informed, through the furnishing of the Plan’s Summary Plan
Description, of both the responsibility to provide the notice and the Plan’s procedures for providing such notice
to the Plan Administrator.
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The notice must include the name of the Qualified Beneficiary experiencing the second Qualifying Event, a description
of the eventand the date of the event. If the extension of coverage isdue to a divorce or legal separation,a copy of the
decree of divorce or legal separation must be provided within 30 daysafterthe deadline to provide the notice.

You must provide this notice to:

Plan Administrator

Joint Powers Trust aka Montana Joint Powers Trust
P. O. Box 81647

Billings, Montana 59108

(406) 698-9588

Does COBRA Continuation Coverage ever end earlier than the maximum periods above ?

COBRA Continuation Coverage also may end before the end of the maximum period on the earliest of the following dates:
e The dateyourformer Employerceasesto provide a group health planto any Retired Employee;

e The date on which coverage ceases by reason of the Qualified Beneficiary’s failure to make timely payment of
any required premium;

e The datethatthe Qualified Beneficiary first becomes, afterthe date of election, covered underany othergroup
health plan (asan Employee orotherwise), or entitled to either Medicare Part A or Part B (whichever comes
first), except as stated under COBRA’s special bankruptcy rules; or

e On the same basisthatthe Plan can terminate for cause the coverage of a similarly situated non-COBRA
participant.

How Do | Pay for COBRA Continuation Coverage?

Once COBRA Continuation Coverage is elected, you must pay forthe cost of the initial period of coverage within 45
days.Paymentsare then due on the first day of each month to continue coverage forthat month. If a payment is not
received and/orpost-markedwithin 30 days of the due date, COBRA Continuation Coverage will be canceled and will
notbe reinstated.

Are There Other Coverage Options Besides COBRA Continuation Coverage?

Yes. Instead of enrolling in COBRA Continuation Coverage, there may be other coverage optionsforyou and your
family through the Health Insurance Marketplace, Medicaid, or other group health plan covera ge options (such asa
Spouse’s plan)through whatis called a “specialenrollment period.” Some of these options may cost less than COBRA
Continuation Coverage. You can learn more about many of these optionsat www.healthcare.gov.

Additional Information

Additionalinformation about the Plan and COBRA Continuation Coverage is available from the Plan Administratoror
the COBRA Administrator:

Plan Administrator COBRA Administrator

Joint Powers Trust aka Montana Joint Powers Trust ~ Employee Benefit Management Services, LLC
P. O. Box 81647 P.O. Box 21367

Billings, Montana 59108 Billings, Montana59104

(406) 698-9588 (406) 245-35750r (800) 775-3575

For more information aboutyourrights underthe Public Health Services Act, COBRA, the Patient Protection and
Affordable Care Act,and other laws affectinggroup health plans, contact the nearest Regionalor District Office of the
U.S. Department of Labor’s Employee Benefits Security Administration (EBSA) in yourarea or visit
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www.dol.gov/agencies/ebsa/). (Addresses and phone numbers of Regionaland District EBSA Offices areavailable
through EBSA’s website). For more information about the Marketplace, visit www.healthcare.gov.

Current Addresses

To protect your family’s rights, let the Plan Administrator(who is identified above)know about any changes in the

addresses of family members. You should also keep a copy, foryour records, of any notices you send to the Plan
Administrator.
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RESPONSIBILITIES FOR PLAN ADMINISTRATION

PLAN ADMINISTRATOR. The Joint Powers Trust also known as MontanaJoint Powers Trust is the Plan
Administrator.

The Plan Administratorhasthe authority to,and does so allocate limited fiduciary dutiesto American Health Holdings,
Inc. Those dutiesare limited to a review of and determination on a Plan Participant’s request (or a request by the Plan
Participant’s treating provider) for a pre-determination of benefits prior to the occurrence of treatment or services. As part
of those limited duties, American Health Holdings shall have the discretionary authority and ultimate decision-making
authority to review the request and any submitted documentation, make a decision, respond to an appeal if the decision is
to deny the request,and to maintain records related to its activities related to this decision. See the Care Management
Services section for additionalinformation.

The Plan Administrator shall administer this Plan in accordance with its termsand establish its policies, interpretations,
practices,and procedures. Itis the express intent of this Plan that the Plan Administratorshall have maximum legal
discretionary authority to construe and interpret the termsand provisions of the Plan, to make determinationsregarding
issues which relate to eligibility for benefits, to decide disputeswhich may arise relative to a Plan Participant's rights, and
to decide questionsof Plan interpretation and those of fact relating to the Plan. The decisions of the Plan Administrator
will be final and bindingon all interested parties.

DUTIES OF THE PLAN ADMINISTRATOR.

@ To administerthe Plan in accordance with its terms.

2 To interpret the Plan, including the right to remedy possible ambiguities, inconsistencies or omissions.
(3) To decide disputes which may arise relative to a Plan Participant's rights.

4 To prescribe procedures for filing a claim for benefitsand to review claim denials.

(5) To keep and maintain the Plan documentsand all other records pertaining to the Plan.

(6) To appointa Claims Administratorto pay claims.

)] To delegate to any person or entity such powers, duties and responsibilities as it deemsappropriate.

CLAIMS ADMINISTRATOR ISNOT A FIDUCIARY. A Claims Administratoris not a fiduciary underthe Plan by
virtue of payingclaims in accordance with the Plan's rules asestablished by the Plan Administrator.

PLAN IS NOT AN EMPLOYMENT CONTRACT
The Planis notto be construed asa contract fororof employment.
CLERICAL ERROR

Any clerical error by the Plan Administratoror an agent of the Plan Administratorin keeping pertinent records or a delay
in makingany changeswill not invalidate coverage otherwise validly in force or continue coverage validly terminated.
An equitable adjustment of contributions will be made when the error or delay is discovered.

Ifanoverpaymentoccursin a Plan reimbursementamount, the Plan retainsa contractual right to the overpayment. The
person or institution receiving the overpayment will be required to return the incorrect amount of money. In the case of a
Plan Participant, the amount of overpayment may be deducted from future benefits payable.
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AMENDING AND TERMINATING THE PLAN
If the Plan is terminated, the rights of the Plan Participantsare limited to expenses incurred before termination.

The Employerintendsto maintain this Plan indefinitely; however, it reserves the right, atany time, to suspend or
terminate the Plan in whole or in part. The Plan Administratorreserves the right, atany time, to amend, suspend or
terminate the Plan in whole or in part, in compliance with the following provisions:

1) Amendmentsshallbe by a resolution of the Trustees or othersimilar governing body of the Joint Powers
Trust also known as Montana Joint Powers Trust or by the written approval of an authorized officer of the
Joint Powers Trust also known as Montana Joint Powers Trust.

(2) Termination shallbe by a resolution of the Trusteesor othersimilar governing body of the Joint Powers
Trust also known as Montana Joint Powers Trust or by the written approval of an authorized officer of the
Joint Powers Trust also known as Montana Joint Powers Trust.
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STANDARDS FOR PRIVACY OF INDIVIDUALLY IDENTIFIABLE HEALTH INFORMATION
(THE “PRIVACY STANDARDS”) ISSUED PURSUANT TO THE HEALTH INSURANCE PORTABILITY
AND ACCOUNTABILITY ACT OF 1996, AS AMENDED (HIPAA)

Disclosure of Summary Health Information to the Plan Administrator and Plan Sponsor

Inaccordance with the Privacy Standards, the Plan may disclose Summary Health Information to the Plan Administrator
and/orthe Plan Sponsor, if the Plan Administratoror the Plan Sponsorrequeststhe Summary Health Information for the
purpose of (a) obtaining premium bids from health plans for providing health insurance coverage under this Plan or (b)
modifying,amendingor terminatingthe Plan.

“Summary Health Information” may be individually identifiable health information and it summarizes the claims history,
claims expensesorthe type of claimsexperienced by individuals in the plan, butit excludesall identifiers that must be
removed forthe information to be de-identified, except that it may contain geographic information to the extent that it is
aggregated by five-digit zip code.

Disclosure of Protected Health Information (PHI) to the Plan Administrator for Plan Administration Purposes

“Protected Health Information” (PHI) means individually identifiable health information, created or received by a health
care provider, health plan, employer, or health care clearinghouse; and relates to the past, present, or future physical or
mentalhealth condition ofanindividual; the provision of health care to an individual; orthe past, present, or future payment
for the provision of health careto anindividual; and is transmitted or maintained in any form or medium.

Inorder that the Plan Administratormay receive and use PHI for Plan Administration purposes, the Plan Administrator
agrees to:

1) Not use or furtherdisclose PHI otherthan aspermitted orrequired by the Plan Documents or as Required by
Law (asdefined in the Privacy Standards);

(2) Ensure thatany agents, including a subcontractor, to whom the Plan Administrator provides PHI received
from the Plan agree to the same restrictions and conditions that apply to the Plan Administrator with respect
tosuch PHI;

(3) Not use or disclose PHI for employment-related actionsand decisions or in connection with any other

benefit or employee benefit plan of the Plan Administrator, except pursuant to an authorization which meets
the requirements of the Privacy Standards;

4) Reportto the Planany PHI use or disclosure thatis inconsistent with the uses or disclosures provided for of
which the Plan Administratorbecomesaware;

(5) Make available PHI in accordance with Section 164.524 of the Privacy Standards (45 CFR 164.524);

(6) Make available PHI foramendment and incorporate any amendments to PH1 in accordance with Section
164.526 of the Privacy Standards (45 CFR 164.526);

(7) Make available the information required to provide an accounting of disclosures in accordance with Section
164.528 of the Privacy Standards (45 CFR 164.528);

(8) Make its internal practices, books and recordsrelating to the use and disclosure of PHI received from the
Plan available to the Secretary of the U.S. Department of Health and Human Services (“HHS”), or any other
officeror employee of HHS to whom the authority involved has been delegated, for purposes of determining
compliance by the Plan with Part 164, Subpart E, of the Privacy Standards (45 CFR 164.500 et seq);

9) If feasible, return or destroy all PHI received from the Plan that the Plan Administratorstill maintainsinany
form and retain no copies of such PHI when no longer needed forthe purpose forwhich disclosure was
made, except that, if such return or destruction is not feasible, limit furtheruses and disclosures to those
purposesthat make the return ordestruction of the PHI infeasible; and
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(10) Ensure thatadequate separation between the Plan and the Plan Administrator, asrequired in Section
164.504(f)(2)(iii) of the Privacy Standards (45 CFR 164.504(f)(2)(iii)), is established as follows:

(@) The following employees, or classes of employees, or other persons under controlof the Plan
Administrator, shall be given accessto the PHI to be disclosed:

Joint Powers Trust also known as Montana Joint Powers Trust Trustees

(b) The accesstoand use of PHI by the individuals described in subsection (a) above shall be restricted
to the Plan Administration functionsthat the Plan Administrator performsforthe Plan.

(©) Inthe eventany of the individuals described in subsection (a) above do not comply with the
provisions of the Plan Documentsrelating to use and disclosure of PHI, the Plan Administratorshall
impose reasonable sanctionsasnecessary, in its discretion, to ensure that no furthernon-compliance
occurs. Such sanctionsshall be imposed progressively (for example, an oralwarning, a written
warning, time off without pay and termination), if appropriate, and shallbe imposed so that they are
commensurate with the severity of the violation.

"Plan Administration"activities are limited to activities that would meet the definition of payment
or health care operations, but do not include functions to modify,amend orterminate the Plan or
solicit bids from prospective issuers. "Plan Administration™functionsinclude quality assurance,
claims processing, auditing, monitoringand management of carve-out plans, such asvision and
dental. Itdoes notinclude any employment-related functions orfunctionsin connection with any
otherbenefit or benefit plans.

The Plan shall disclose PHI to the Plan Administratoronly upon receipt of a certification by the Plan Administrator that
(@) the Plan Documents have been amended to incorporate the above provisionsand (b) the Plan Administratoragrees to
comply with such provisions.

Disclosure of Certain Enrollment Information to the Plan Administrator and the Plan Sponsor

Pursuant to Section 164.504(f)(1)(iii) of the Privacy Standards (45 CFR 164.504(f)(1)(iii)), the Plan may disclose to the
Plan Administratorand/orthe Plan Sponsorinformation on whetheran individualis participatingin the Plan or is
enrolled in or hasdisenrolled from a health insurance issuer or health maintenance organizatio n offered by the Plan to the
Plan Administrator.

Disclosure of PHI to Obtain Stop-loss or Excess Loss Coverage

The Plan Administrator hereby authorizesand directsthe Plan, through the Plan Administratoror the Claims
Administrator, to disclose PHI to stop-loss carriers, excess loss carriers or managing generalunderwriters (MGUs) for
underwriting and other purposes in order to obtain and maintain stop-loss or excess loss coverage related to benefit
claims underthe Plan. Such disclosures shall be made in accordance with the Privacy Standardsand anyapplicable
Business Associate Agreement(s).

Other Disclosures and Uses of PHI

With respecttoall otheruses and disclosures of PHI, the Plan shall comply with the Privacy Standards.
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STANDARDS FOR SECURITY OF ELECTRONIC PROTECTED HEALTH INFORMATION
(THE “PRIVACY STANDARDS”) ISSUED PURSUANT TO THE HEALTH INSURANCE PORTABILITY
AND ACCOUNTABILITY ACT OF 1996, AS AMENDED (HIPAA)

Disclosure of Electronic Protected Health Information (“Electronic PHI”) to the Plan Sponsor for Plan
Administration Functions

To enable the Plan Sponsor to receive and use Electronic PHI for Plan Administration Functions (as defined in 45 CFR §
164.504(a)), the Plan Sponsoragrees to:

o Implementadministrative, physical, and technical safeguards that reasonably and appropriately protect the
confidentiality, integrity, and availability of the Electronic PHI that it creates, receives, maintains, ortransmits
on behalf of the Plan;

e Ensure thatadequate separation between the Plan and the Plan Sponsor, as required in 45 CFR
8 164.504(f)(2)(iii), is supported by reasonable and appropriate security measures.

e Ensure thatany agent, including a subcontractor, to whom the Plan Sponsor provides Electronic PHI created,
received, maintained, ortransmitted on behalf of the Plan, agrees to implement reasonable and appropriate
security measuresto protect the Electronic PHI; and

e Reporttothe Planany security incident of which it becomesaware.
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GENERAL PLAN INFORMATION

PLAN NAME: Shepherd Public Schools Employee Healthcare Plan
PLAN EFFECTIVE DATE: July 1,2014

PLAN YEAR ENDS: June 30

EMPLOYER/PLAN SPONSOR INFORMATION

Shepherd Public Schools
7842 Shepherd Rd PO Box 8
Shepherd, MT 59079

(406) 373-5461

PLAN ADMINISTRATOR

Joint Powers Trust also known as Montana Joint Powers Trust
P.O. Box 81647

Billings, Montana59108

(406) 698-9588

CLAIMS ADMINISTRATOR

Employee Benefit Management Services, LLC
P.O. Box 21367

Billings, Montana59104

(800) 777-3575 0r (406) 245-3575
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Plan Name: Shepherd Public Schools Employee Healthcare Plan
Plan Option: TRADITIONAL 11
Effective Date: July 1,2014

Restatement Date:  July 1, 2021

I Shane Heigis . certify that [ am the Plan Administrator
Mams Title
for the ahove named Health Plan, and further certify that T am authorized to sign this Plan Document/Summary

Plan Description. I have read and agree with the terms described herein and am hereby authonizing the
implementation of the restated Health Plan as of the restatement date stated above.

M/t—bffgis

Print Name: Shane Heigis

Signature: .

Date: Julv 1. 2021
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