YOUR BENEFIT PLAN

X.L. America, Inc.
All Full-Time and Part-Time Employees residing in Mississippi

Basic Plan

Dental Insurance for You and Your Dependents

Certificate Date: January 1, 2026



X.L. America, Inc.
70 Seaview Avenue
Stamford, CT 06902

TO OUR EMPLOYEES:

All of us appreciate the protection and security insurance provides.

This certificate describes the benefits that are available to you. We urge you to read it carefully.

X.L. America, Inc.



Metropolitan Life Insurance Company
200 Park Avenue, New York, New York 10166

CERTIFICATE OF INSURANCE

Metropolitan Life Insurance Company ("MetLife"), a stock company, certifies that You and Your Dependents
are insured for the benefits described in this certificate, subject to the provisions of this certificate. This
certificate is issued to You under the Group Policy and it includes the terms and provisions of the Group
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DENTAL INSURANCE: COORDINATION OF BENEFITS (continued)

Plan means any of the following, if it provides benefits or services for an Allowable Expense:

a group insurance plan;

an HMO;

a blanket plan;

uninsured arrangements of group or group type coverage;
a group practice plan;

a group service plan;

a group prepayment plan;

any other plan that covers people as a group;

motor vehicle No Fault coverage if the coverage is required by law; and

X X X X X X X X X X

any other coverage required or provided by any law or any governmental program, except Medicaid.

The term does not include any of the following:

X individual or family insurance or subscriber contracts;

x individual or family coverage through closed panel Plans or other prepayment, group practice or individual
practice Plans;

X hospital indemnity coverage;

x

a school blanket plan that only provides accident-type coverage on a 24 hour basis, or a "to and from
VFKRRO EDVLY ~ WR VWXGHQWYV LQ D JUDPPDU VFKRRO KLJK VFKRRO R

disability income protection coverage;
accident only coverage;
specified disease or specified accident coverage;

nursing home or long term care coverage; or

X X X X X

any government program or coverage if, by state or Federal law, its benefits are excess to those of any
private insurance plan or other non-government plan.

The provisions of This Plan, which limit benefits based on benefits or services provided under plans which the
Policyholder (or an affiliate) contributes to or sponsors will not be affected by these Coordination of Benefits
provisions.

Each policy, contract or other arrangement for benefits is a separate Plan. If part of a Plan reserves the right
to reduce what it pays based on benefits or services provided by other Plans, that part will be treated
separately from any parts which do not.

This Plan means the dental benefits described in this certificate, except for any provisions in this certificate
that limit insurance based on benefits for services provided under plans which the Policyholder (or an affiliate)
contributes to or sponsors.

Primary Plan PHDQV D 30DQ WKDW SD\V LWV EHQHILWY ILUVW XQGHU WKH 35X(
section. A Primary Plan pays benefits as if the Secondary Plans do not exist.

Secondary Plan means a Plan that is not a Primary Plan. A Secondary Plan may reduce its benefits by
amounts payable by the Primary Plan. If there are more than two Plans that provide coverage, a Plan may be
Primary to some plans, and Secondary to others.
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DENTAL INSURANCE: COORDINATION OF BENEFITS (continued)
RULES TO DECIDE WHICH PLAN IS PRIMARY

When more than one Plan covers the person for whom Allowable Expenses were incurred, We determine
which plan is primary by applying the rules in this section.

When there is a basis for claim under This Plan and another Plan, This Plan is Secondary unless:

x the other Plan has rules coordinating its benefits with those of This Plan; and
X WKLV 30DQ LV SULPDU\ XQGHU 7KLV 30DQYfV UXOHYV

The first rule below, which will allow Us to determine which Plan is Primary, is the rule that We will use.

Dependent or Non-Dependent: A Plan that covers a person other than as a dependent (for example, as an
employee, member, subscriber, or retiree) is Primary and shall pay its benefits before a Plan that covers the
person as a dependent; except that if the person is a Medicare beneficiary and, as a result of federal law or
regulations, Medicare is:

X Secondary to the Plan covering the person as a dependent; and

x Primary to the Plan covering the person as other than a dependent (e.g., a retired employee);

then the order of benefits between the two Plans is reversed and the Plan that covers the person as a
dependent is Primary.

Child Covered Under More Than One Plan +Court Decree: When This Plan and another Plan cover the

same Child as the Dependent of two or more Parents, and the specific terms of a court decree state that one

RI WKH 3IDUHQWY PXVW SURYLGH KHDOWK FRYHUDJH RU SD\ IRU WKH &KLC
Primary, if the Plan has actual knowledge of those terms. This rule applies to Claim Determination Periods

that start after the Plan is given notice of the court decree.

Child Covered Under More Than One Plan +The Birthday Rule: When This Plan and another Plan cover
the same Child as the Dependent of two or more Parents, the Primary Plan is the Plan of the Parent whose
birthday falls earlier in the Year if:

x the Parents are married; or

x the Parents are not separated (whether or not they have ever married); or

X a court decree awards joint custody without specifying which Parent must provide health coverage.

If both Parents have the same birthday, the Plan that covered either of the Parents longer is the Primary Plan.

However, if the other Plan does not have this rule, but instead has a rule based on the gender of the parent,
and if, as a result, the Plans do not agree on the order of benefits, the rule in the other Plan will determine the
order of benefits.

Child Covered Under More than One Plan +Custodial Parent: When This Plan and another Plan cover
the same Child as the Dependent of two or more Parents, if the Parents are not married, or are separated
(whether or not they ever married), or are divorced, the Primary Plan is:

the Plan of the Custodial Parent; then

the Plan of the Spouse of the Custodial Parent; then

the Plan of the non-custodial Parent; and then

X X X X

the Plan of the Spouse of the non-custodial Parent.

Active or Inactive Employee: A Plan that covers a person as an employee who is neither laid off nor retired

is Primary to a Plan that covers the personas alaid-RIl RU UHWLUHG HPSOR\HH RU DV WKDW ¢
If the other Plan does not have this rule and, if as a result, the Plans do not agree on the order of benefits, this

rule is ignored.
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DENTAL INSURANCE: COORDINATION OF BENEFITS (continued)

Continuation Coverage: The Plan that covers a person as an active employee, member or subscriber (or as

WKDW HPSOR\HHYV '"HSHQGHQW LV 3ULPDU\ WR D 30DQ WKDW FRYHUV WK
pursuant to federal law (e.g., COBRA) or state law. If the Plan that covers the person has not adopted this

rule, and if, as a result, the Plans do not agree on the order of benefits, this rule shall not apply.

Longer/Shorter Time Covered: If none of the above rules determine which Plan is Primary, the Plan that
has covered the person for the longer time shall be Primary to a Plan that has covered the person for a
shorter time.

No Rules Apply: If none of the above rules determine which Plan is Primary, the Allowable Expenses shall
be shared equally between all the Plans. In no event will This Plan pay more than it would if it were Primary.

EFFECT ON BENEFITS OF THIS PLAN

If This Plan is Secondary, when the total Allowable Expenses incurred by a covered person in any Claim
Determination Period are less than the sum of:

x the benefits that would be payable under This Plan without applying this Coordination of Benefits
provision; and

x the benefits that would be payable under all other Plans without applying Coordination of Benefits or
similar provisions;

then We will reduce the benefits that would otherwise be payable under This Plan. The sum of these reduced
benefits, plus all benefits payable for such Allowable Expenses under all other Plans, will not exceed the total
of the Allowable Expenses. Benefits payable under all other Plans include all benefits that would be payable
if the proper claims had been made on time.

RIGHT TO RECEIVE AND RELEASE NEEDED INFORMATION

We need certain information to apply the Coordination of Benefits rules. We have the right to decide which
facts We need. We may get facts from or give them to any other organization or person. We do not need to
tell, or get the consent of, any person or organization to do this. To obtain all benefits available, a covered
person who incurs Allowable Expenses should file a claim under each Plan which covers the person. Each
person claiming benefits under This Plan must give Us any facts We need to pay the claim.

FACILITY OF PAYMENT

A payment made under another Plan may include an amount which should have been paid under This Plan.

If it does, We may pay that amount to the organization which made that payment. That amount will then be

treated as though it were a benefit paid under This Plan. We will not have to pay that amount again. The

WHUP 3SD\PHQW PDGH" LQFOXGHYV EHQHILWYV SURY L G¥eGnay QaytheH IRUP RI1 V
reasonable cash value of the benefits provided in the form of services.

RIGHT OF RECOVERY

If the amount We pay is more than We should have paid under this Coordination of Benefits provision, We
may recover the excess from one or more of:

x the person We have paid or for whom We have paid;

X insurance companies; or

x other organizations.

The amount of the payment includes the reasonable cash value of any benefits provided in the form of
services.
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FILING A CLAIM

The Policyholder should have a supply of claim forms. Obtain a claim form from the Policyholder and fill it out
carefully. Return the completed claim form with the required Proof to the Policyholder. The Policyholder will
certify Your insurance under the Group Policy and send the certified claim form and Proof to Us.

For Dental Insurance, all claim forms needed to file for benefits under the group insurance program can be
obtained by calling MetLife at 1-800-942-0854. Dental claim forms can also be downloaded from
www.metlife.com/dental. The instructions on the claim form should be followed carefully. This will expedite
the processing of the claim.

When We receive the claim form and Proof, We will review the claim and, if We approve it, We will pay
benefits subject to the terms and provisions of this certificate and the Group Policy.

CLAIMS FOR DENTAL INSURANCE BENEFITS

When a claimant files a claim for Dental Insurance benefits described in this certificate, both the
notice of claim and the required Proof should be sent to Us within 90 days of the date of a loss.

Claim and Proof may be given to Us by following the steps set forth below:

Step 1
A claimant can request a claim form by calling Us at 1-800-942-0854.

Step 2
We will send a claim form to the claimant within 15 days of the request. The instructions on the
claim form should be followed carefully. This will expedite the processing of the claim.

Step 3
When the claimant receives the claim form, the claimant should fill it out as instructed and return
it with the required Proof described in the claim form.

Step 4
The claimant must give Us Proof not later than 90 days after the date of the loss.

If notice of claim or Proof is not given within the time limits described in this section, the delay will not
cause a claim to be denied or reduced if such notice and Proof are given as soon as is reasonably
possible.

Time Limit on Legal Actions. A legal action on a claim may only be brought against Us during a certain
period. This period begins 60 days after the date Proof is filed and ends 3 years after the date such Proof is
required. If it is determined in such action that We acted in bad faith as evidenced by a repeated or deliberate
pattern of failing to pay benefits and/or claims when due, You (or the Dentist if You assigned the benefits to
the Dentist) shall be entitled to recover damages in an amount up to three (3) times the amount of the benefits
that remain unpaid until the claim is finally settled or adjudicated.
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FILING A CLAIM (continued)

Procedures for Presenting Claims for Dental Insurance Benefits

All claim forms needed to file for Dental Insurance benefits under the group insurance program can be
obtained from the Employer who can also answer questions about the insurance benefits and to assist You
or, if applicable, Your beneficiary in filing claims. Dental claim forms can also be downloaded from
www.metlife.com/dental. The instructions on the claim form should be followed carefully. This will expedite
the processing of the claim. Be sure all questions are answered fully.

Routine Questions on Dental Insurance Claims

If there is any question about a claim payment, an explanation may be requested from MetLife by dialing 1-800-
942-0854.

Claim Submission

For claims for Dental Insurance benefits, the claimant must complete the appropriate claim form and submit
the required Proof as described in the FILING A CLAIM section of the certificate.

Claim forms must be submitted in accordance with the instructions on the claim form.
Initial Determination

After You submit a claim for Dental Insurance benefits to MetLife, MetLife will review Your claim and notify
You of its decision to approve or deny Your claim.

If Your claim is a Clean Claim and it is approved by MetLife, benefits will be paid within 25 days after MetLife
receives due written Proof in electronic form of a covered loss, or within 35 days after receipt of due written
Proof in paper form of a covered loss. Due written Proof includes, but is not limited to, information essential
for Us to administer coordination of benefits.

"Clean Claim" means a claim that:

x does not require further information, adjustment or alteration by You or the provider of the services in
order for MetLife to process and pay it;

x does not have any defects;
x does not have any impropriety, including any lack of supporting documentation; and

x does not involve a particular circumstance required special treatment that substantially prevents timely
payments from being made on the claim.

Upon request, We will provide You or the provider submitting the claim a Written list of the information and
documentation required to deem a claim to be a Clean Claim. Once provided, We will bound by such list.

A Clean Claim does not include a claim submitted by a provider more than 30 days after the date of
completion of service, or if the provider does not submit the claim on Your behalf, a claim submitted more
than 30 days after the date the provider bills You. Errors, such as system errors, attributable to the insurer, do
not change the clean claim status.

If MetLife is unable to pay a claim for Dental Insurance benefits because MetLife needs additional information
or documentation, or there is a particular circumstance requiring special treatment, within 25 days after the
date MetLife receives the claim if it is submitted in electronic form, or within 35 days after the date MetLife
receives the claim if it is submitted in paper form, MetLife will send You notice of what supporting
documentation or information MetLife needs. Any claim or portion of a claim for Dental Insurance benefits
that is resubmitted with all of the supporting documentation requested in Our notice and becomes payable will
be paid to You within 20 days after MetLife receives it.

If MetLife does not deny payment of such benefits to You by the end of the 25 day period for clean claims
submitted in electronic form, or 35 day period for clean claims submitted in paper form, and such benefits
remain due and payable to You, interest will accrue on the amount of such benefits at the rate of 3 percent
per month until such benefits are finally settled. If MetLife does not pay benefits to You when due and
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FILING A CLAIM (continued)

payable, You may bring action to recover such benefits, any interest which has accrued with respect to such
benefits and any other damages which may be allowed by law. MetLife will pay benefits when MetLife
receives satisfactory Written Proof of Your claim.

Proof must be given to MetLife not later than 90 days after the end of the Dental Expense Period in which the
Covered Dental Expenses were incurred. If Proof is not given on time, the delay will not cause a claim to be
denied or reduced as long as the Proof is given as soon as possible.

Appealing the Initial Determination

If MetLife denies Your claim, You may take two appeals of the initial determination. Upon Your written

request, MetLife will provide You free of charge with copies of documents, records and other information

relevant to Your claim. You must submit Your appeal to MetLife at the address indicated on the claim form

within 180 daysof UHFHLYLQJ OHW/LIHYV GHFLVLRQ $SSHDOV PXVW EH LQ ZULW
following information:

x Name of Employee
Name of the Plan
Reference to the initial decision

X
X
X Whether the appeal is the first or second appeal of the initial determination
X

An explanation why You are appealing the initial determination.

As part of each appeal, You may submit any written comments, documents, records, or other information
relating to Your claim.

After MetLife receives Your written request appealing the initial determination or determination on the first
appeal, MetLife will conduct a full and fair review of Your claim. Deference will not be given to initial denials,
DQG OHW/LIHYY UHYLHZ ZLOO ORRN DW WKH FODLP DQHZ 7KH UHYLHZ RQ
documents, records, and other information that You submit relating to Your claim without regard to whether
such information was submitted or considered in the initial determination. The person who will review Your
appeal will not be the same person as the person who made the initial decision to deny Your claim. In
addition, the person who is reviewing the appeal will not be a subordinate of the person who made the initial
decision to deny Your claim. If the initial denial is based in whole or in part on a medical judgment, MetLife
will consult with a health care professional with appropriate training and experience in the field of dentistry
involved in the judgment. This health care professional will not have consulted on the initial determination,
and will not be a subordinate of any person who was consulted on the initial determination.

MetLife will notify You in writing of its final decision within 30 GD\V DIWHU OHW/LIHVY UHFHLSW RI <
request for review, except that under special circumstances MetLife may have up to an additional 30 days to

provide written notification of the final decision. If such an extension is required, MetLife will notify You prior

to the expiration of the initial 30 day period, state the reason(s) why such an extension is needed, and state

when it will make its determination.

If MetLife denies the claim on appeal, MetLife will send You a final written decision that states the reason(s)
why the claim You appealed is being denied and references any specific Plan provision(s) on which the denial
is based. If an internal rule, protocol, guideline or other criterion was relied upon in denying the claim on
appeal, the final written decision will state the rule, protocol, guideline or other criteria or indicate that such
rule, protocol, guideline or other criteria was relied upon and that You may request a copy free of charge.
Upon written request, MetLife will provide You free of charge with copies of documents, records and other
information relevant to Your claim.
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GENERAL PROVISIONS

Assignment

The rights and benefits under the Group Policy are not assignable prior to a claim for benefits, except as
required by law. We are not responsible for the validity of an assignment.

Upon receipt of a Covered Service, You may assign Dental Insurance benefits to the Dentist providing such
service.

Dental Insurance: Who We Will Pay

If You assign payment of Dental Insurance benefits to Your or Your Dependent's Dentist, We will pay benefits
directly to the Dentist. Otherwise, We will pay Dental Insurance benefits to You.

Entire Contract

Your insurance is provided under a contract of group insurance with the Policyholder. The entire contract with
the Policyholder is made up of the following:

1. the Group Policy and its Exhibits, which include the certificate(s);
2. the Policyholder's application; and
3. any amendments and/or endorsements to the Group Policy.

Incontestability: Statements Made by You
Any statement made by You will be considered a representation and not a warranty.

Evidence of insurability will not be required nor will any statement made by You, which relates to insurability,
be used:

1. to contest the validity of the insurance benefits; or
2. toreduce the insurance benefits.

Conformity with Law

If the terms and provisions of this certificate do not conform to any applicable law, this certificate shall be
interpreted to so conform.

Overpayments
Recovery of Dental Insurance Overpayments

In the event that We determine an overpayment or invalid payment has occurred, whether for services
received by You or Your Dependents, We may request reimbursement from You within 90 days after the
payment of that overpayment or invalid payment. This 90 day limit does not apply to claims submitted in the
context of misrepresentation, omission, concealment or fraud. In addition, failure to request reimbursement
within 90 days shall not invalidate a later request for reimbursement if it was not reasonably possible to
request reimbursement within the 90 days, provided such request is made as soon as reasonably possible
and in no event later than one (1) year after the payment of that overpayment or invalid payment.

An overpayment occurs if We determine that:

the total amount paid by Us on a claim for Dental Insurance is more than the total of the benefits due
to You under this certificate; or

x payment We made should have been made by another group plan.

If such overpayment occurs, You have an obligation to reimburse Us.
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GENERAL PROVISIONS (continued)

How We Recover Overpayments

We may recover the overpayment from You by:

X stopping or reducing any future benefits payable for Dental Insurance;
x demanding an immediate refund of the overpayment from You; and

x taking legal action.

If the overpayment results from Our having made a payment to You that should have been made under
another group plan, We may recover such overpayment from one or more of the following:

X any other insurance company;
X any other organization; or

X any person to or for whom payment was made.
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THE PRECEDING PAGE IS THE END OF THE CERTIFICATE.
THE FOLLOWING IS ADDITIONAL INFORMATION.



B Metlife

Delaware American Life Insurance Company Metropolitan Life Insurance Company

MetLife Health Plans, Inc. Metropolitan Tower Life Insurance Company
MetLife Legal Plans, Inc. SafeGuard Health Plans, Inc.
MetLife Legal Plans of Florida, Inc. SafeHealth Life Insurance Company

Metropolitan General Insurance Company

Our Privacy Notice

We know that you buy our products and services because you trust us. This notice explains how we protect
\RXU SULYDF\ DQG WUHDW \RXU SHUVRQDO LQIRUPDWLRQ ,W DSSOLHV WR F
LQIRUPDWLRQ DV XVHG KHUH PHDQV DQ\WWKLQJ ZH NQRZ DERXW \RX SHUVRC

SECTION 1: Plan Sponsors and Group Insurance Contract Holders

This privacy notice is for individuals who apply for or obtain our products and services under an employee
benefit plan, group insurance or annuity contract, as an executive benefit, or as otherwise made available at
your work or through an association to which you belong. In this notice "you" refers to these individuals.

SECTION 2: Protecting Your Information

We take important steps to protect your personal information. We treat it as confidential. We tell our
employees to take care in handling it. We limit access to those who need it to perform their jobs. Our outside
service providers must also protect it, and use it only to meet our business needs. We also take steps to
protect our systems from unauthorized access. We comply with all laws that apply to us.

SECTION 3: Collecting Your Information

We typically collect your name, address, age, and other relevant information. We may also collect information
about any business you have with us, our affiliates, or other companies. Our affiliates include life insurers, a
legal plans company and a securities broker-dealer. In the future, we may also have affiliates in other
businesses.

SECTION 4: How We Get Your Information

We get your personal information mostly from you. We may also use outside sources to help ensure our

records are correct and complete. These sources may include consumer reporting agencies, employers, other

financial institutions, adult relatives, and others. These sources may give us reports or share what they know

ZLWK RWKHUV ‘H GRQYW FRQWURO WKH DFFXUDF\ RI LQIRUPDWLRQ RXWVLG
changes to information we receive from others about you, you must contact those sources.

We may ask for medical information. The Authorization that you sign when you request insurance permits
these sources to tell us about you. We may also, at our expense:

X Ask for a medical exam X Ask for blood and urine tests
X Ask health care providers to give us health data, including information about alcohol or drug abuse

:H PD\ DOVR DVN D FRQVXPHU UHSRUWLQJ DJHQF\ IRU D 3 FRQVXPHU UHSRUW
insured). Consumer reports may tell us about a lot of things, including information about:

X Reputation x  Driving record x Finances
x  Work and work history X Hobbies and dangerous activities

The information may be kept by the consumer reporting agency and later given to others as permitted by law.
The agency will give you a copy of the report it provides to us, if you ask the agency and can provide
adequate identification. If you write to us and we have asked for a consumer report about you, we will tell you
so and give you the name, address and phone number of the consumer reporting agency.

$QRWKHU VRXUFH RI LQIRU P D WtlisRa@ot-for-firofib merhBership,dtganization of insurance

companies which operates an information exchange on behalf of its Members. We, or our reinsurers, may

make a brief report to MIB. If you apply to another MIB Member company for life or health insurance

coverage, or a claim for benefits is submitted, MIB, upon request, will supply such company with the

information in its file. Upon receipt of a request from you MIB will arrange disclosure of any information it may

have in your file. Please contact MIB at 866-692- (I \RX TXHVWLRQ WKH DFFXUDF\ RI LQIRUP|
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file, you may contact MIB and seek a correction in accordance with the procedures set forth in the federal Fair
Credit Reporting Act. You may do so by writing to MIB, LLC, 50 Braintree Hill, Suite 400, Braintree, MA
02184-8734 or go to MIB website at www.mib.com.

SECTION 5: Using Your Information

:H FROOHFW \RXU SHUVRQDO LQIRUPDWLRQ WR KHOS XV GHFLGH LI \RXTUH }
also need it to verify identities to help deter fraud, money laundering, or other crimes. How we use this

information depends on what products and services you have or want from us. It also depends on what laws

apply to those products and services. For example, we may also use your information to:

X administer your products and services X process claims and other transactions
X perform business research X confirm or correct your information

X market new products to you X help us run our business

x comply with applicable laws

SECTION 6: Sharing Your Information With Others

We may share your personal information with others with your consent, by agreement, or as permitted or
required by law. We may share your personal information without your consent if permitted or required by law.
For example, we may share your information with businesses hired to carry out services for us. We may also
share it with our affiliated or unaffiliated business partners through joint marketing agreements. In those
situations, we share your information to jointly offer you products and services or have others offer you
products and services we endorse or sponsor. Before sharing your information with any affiliate or joint
marketing partner for their own marketing purposes, however, we will first notify you and give you an
opportunity to opt out.

Other reasons we may share your information include:

x doing what a court, law enforcement, or government agency requires us to do (for example,
complying with search warrants or subpoenas)
x telling another company what we know about you if we are selling or merging any part of our
business
X giving information to a governmental agency so it can decide if you are eligible for public benefits
X giving your information to someone with a legal interest in your assets (for example, a creditor with a
lien on your account)
X giving your information to your health care provider
X having a peer review organization evaluate your information, if you have health coverage with us
X WKRVH OLVWHG LQ RXU 38VLQJ <RXU ,QIRUPDWLRQ" VHFWLRQ DERYH

SECTION 7: HIPAA

We will not share your health information with any other company +even one of our affiliates +for their own
PDUNHWLQJ SXUSRVHV 7KH +HDOWK ,QVXUDQFH 3RUWDELOLW\ DQG $FFRXQ!
information if you request or purchase dental, vision, long-term care and/or medical insurance from us. HIPAA

limits our ability to use and disclose the information that we obtain as a result of your request or purchase of

insurance. Information about your rights under HIPAA will be provided to you with any dental, vision, long-

term care or medical coverage issued to you.

You may obtain a copy of our HIPAA Privacy Notice by visiting our website at www.MetLife.com. For
additional information about your rights under HIPAA; or to have a HIPAA Privacy Notice mailed to you,
contact us at HIPAAprivacyAmericasUS@metlife.com, or call us at telephone number (212) 578-0299.

SECTION 8: Accessing and Correcting Your Information

You may ask us for a copy of the personal information we have about you. We will provide it as long as it is
reasonably locatable and retrievable. You must make your request in writing listing the account or policy
numbers with the information you want to access. For legal reasons, we may not show you privileged
information relating to a claim or lawsuit, unless required by law.
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If you tell us that what we know about you is incorrect, we will review it. If we agree, we will update our
records. Otherwise, you may dispute our findings in writing, and we will include your statement whenever we
give your disputed information to anyone outside MetLife.

SECTION 9: Questions
We want you to understand how we protect your privacy. If you have any questions or want more information
about this notice, please contact us. A detailed notice shall be furnished to you upon request. When you write,
include your name, address, and policy or account number.
Send privacy questions to: MetLife Privacy Office

P. O. Box 489

Warwick, Rl 02887-9954

privacy@metlife.com

We may revise this privacy notice. If we make any material changes, we will notify you as required by law.
We provide this privacy notice to you on behalf of the MetLife companies listed at the top of the first page.
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B MetlLife

HIPAA Notice of Privacy Practices for
Protected Health Information

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED
AND DISCLOSED, AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY.

Dear MetLife Customer:

This is your Health Information Privacy Notice from
Metropolitan Life Insurance Company or a member of
the MetLife, Inc. family of companies, which includes
SafeGuard Health Plans, Inc., SafeHealth Life
Insurance Company, and Delaware American Life
,QVXUDQFH &RPSDQ\ MefifeO Hledsk )
read it carefully. You have received this notice
because of your Dental, Vision, Long-Term Care,
Cancer and Specified Disease Expense Insurance, or
+HDOWK FRYHUDJH CdévardgeXV O\RW
strongly believes in protecting the confidentiality and
security of information we collect about you. This
QRWLFH UHIHUV WR OHW/LIH E\ X'
RU 3RXU ~

This notice describes how we protect the personal
health information we have about you which relates to
\RXU OHW/LIH &Rraotected Héalth
Information” R BHFF DQG KRZ ZH PD\
disclose this information. PHI includes individually
identifiable information which relates to your past,
present or future health, treatment or payment for
health care services. This notice also describes your
rights with respect to the PHI and how you can
exercise those rights.

We are required to provide this notice to you by the
Health Insurance Portability and Accountability Act

HIPAA "~ JRU DGGLWLRQDO LQIRU
HIPAA Medical Information Privacy Policy or our
general privacy policies, please see the privacy
notices contained at our website,www.metlife.com.
You may submit questions to us there or you may
write to us directly at MetLife, Americas +U.S. HIPAA
Privacy Office, P.O. Box 902, New York, NY 10159-
0902.

NOTICE SUMMARY

The following is a brief summary of the topics
covered in this HIPAA notice. Please refer to the
full notice below for details.

As allowed by law, we may use and disclose PHI

to:

X

X

make, receive, or collect payments;
conduct health care operations;

administer benefits by sharing PHI with affiliates and
Business Associates;

assist plan sponsors in administering their plans;
and

inform persons who may be involved in or
SD\LQJ IRU DQRWKHUTV KHDOWK

In addition, we may use or disclose PHI:

X

where required by law or for public health
activities;

to avert a serious threat to health or safety;
for health-related benefits or services;

for law enforcement or specific government
functions;

when requested as part of a regulatory or legal
proceeding; and

to provide information about deceased persons
to coroners, medical examiners, or funeral
directors.

You have the right to:

X

X

receive a copy of this notice;

inspect and copy your PHI, or receive a copy of
your PHI;

amend your PHI if you believe the information is
incorrect;

obtain a list of disclosures we made about you
(except for treatment, payment, or health care
operations);
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x ask us to restrict the information we share for
treatment, payment, or health care operations;

X request that we communicate with you in a
confidential manner; and

x complain to us or the U.S. Department of Health
and Human Services if you believe your privacy
rights have been violated.

We are required by law to:
X maintain the privacy of PHI,

X provide this notice of our legal duties and
privacy practices with respect to PHI,

x notify affected individuals following a breach of
unsecured PHI; and

x follow the terms of this notice.

NOTICE DETAILS

We protect your PHI from inappropriate use or
disclosure. Our employees, and those of companies
that help us service your MetLife Coverage, are
required to comply with our requirements that protect
the confidentiality of PHI. They may look at your PHI
only when there is an appropriate reason to do so,
such as to administer our products or services.

Except in the case of Long-Term Care Coverage, we
will not use or disclose PHI that is genetic

information for underwriting purposes. For example,

we will not use information from a genetic test (such

as DNA or RNA analysis) of an individual or an
LQGLYLGXDOYfV IDPLO\ PHPEHUV V
premiums or contribution amounts under your
Coverage.

We will not sell or disclose your PHI to any other
company for their use in marketing their products to
you. However, as described below, we will use and
disclose PHI about you for business purposes relating
to your Coverage.

The main reasons we may use and disclose your
PHI are to evaluate and process any requests for
coverage and claims for benefits you may make or in
connection with other health-related benefits or
services that may be of interest to you. The following
describe these and other uses and disclosures.

x For Payment: We may use and disclose PHI to
pay benefits under your Coverage. For example, we
may review PHI contained in claims to reimburse
providers for services rendered. We may also disclose
PHI to other insurance carriers to coordinate benefits
with respect to a particular claim. Additionally, we may
disclose PHI to a health plan or an administrator of an
employee welfare benefit plan for various payment-
related functions, such as eligibility determination,
audit and review, or to assist you with your inquiries or
disputes.

x For Health Care Operations: We may also use
and disclose PHI for our insurance operations. These
purposes include evaluating a request for our products
or services, administering those products or services,
and processing transactions requested by you.

x To Affiliates and Business Associates: We may
disclose PHI to Affiliates and to business associates
outside of the MetLife family of companies if they need
to receive PHI to provide a service to us and will agree
to abide by specific HIPAA rules relating to the
protection of PHI. Examples of business associates
are: billing companies, data processing companies,
companies that provide general administrative
services, health information organizations, e-
prescribing gateways, or personal health record
vendors that provide services to covered entities. PHI
may be disclosed to reinsurers for underwriting, audit or
claim review reasons. PHI may also be disclosed as
part of a potential merger or acquisition involving our
business in order that the parties to the transaction may
make an informed business decision.

x To Plan Sponsors: We may disclose summary
health information such as claims history or claims
expenses to a plan sponsor to enable it to obtain
premium bids from health plans, or to modify, amend or
terminate a group health plan. We may also disclose
PHI to a plan sponsor to help administer its plan if the
plan sponsor agrees to restrict its use and disclosure of
PHI in accordance with federal law.

X To Individuals Involved in Your Care: We may
disclose your PHI to a family member or other
individual who is involved in your health care or
payment of your health care. For example, we may
disclose PHI to a covered family member whom you
have authorized to contact us regarding payment of a
claim.

X Where Required by Law or for Public Health
Activities: We disclose PHI when required by federal,
state or local law. Examples of such mandatory
disclosures include notifying state or local health
authorities  regarding  particular ~ communicable
diseases, or providing PHI to a governmental agency
or regulator with health care oversight responsibilities.

x To Avert a Serious Threat to Health or Safety:
We may disclose PHI to avert a serious threat to
VRPHRQHYY KHDOWK RU VDIHW\ I
to federal, state or local agencies engaged in disaster
relief, as well as to private disaster relief or disaster
assistance agencies to allow such entities to carry out
their responsibilities in specific disaster situations.

x For Health-Related Benefits or Services: We
may use your PHI to provide you with information about
benefits available to you under your current coverage
or policy and, in limited situations, about health-related
products or services that may be of



interest to you. However, we will not send marketing
communications to you in exchange for financial
remuneration from a third party without your
authorization.

x For Law Enforcement or Specific Government
Functions: We may disclose PHI in response to a
request by a law enforcement official made through a
court order, subpoena, warrant, summons or similar
process. We may disclose PHI about you to federal
officials for intelligence, counterintelligence, and other
national security activities authorized by law.

X When Requested as Part of a Regulatory or
Legal Proceeding: If you or your estate are involved
in a lawsuit or a dispute, we may disclose PHI about
you in response to a court or administrative order. We
may also disclose PHI about you in response to a
subpoena, discovery request, or other lawful process,
but only if efforts have been made to tell you about the
request or to obtain an order protecting the PHI
requested. We may disclose PHI to any governmental
agency or regulator with whom you have filed a
complaint or as part of a regulatory agency
examination.

x PHI about Deceased Individuals: We may
release PHI to a coroner or medical examiner to assist
in identifying a deceased individual or to determine
the cause of death. In addition, we may disclose a
GHFHDVHGYVY SHUVRQfV 3+, WR
individual involved in the care or payment for care of
the deceased person unless doing so is inconsistent
with any prior expressed preference of the deceased
person which is known to us.

x Other Uses of PHI: Other uses and disclosures
of PHI not covered by this notice and permitted by the
laws that apply to us will be made only with your
written  authorization or that of your legal
representative. If we are authorized to use or disclose
PHI about you, you or your legally authorized
representative may revoke that authorization in writing
at any time, except to the extent that we have taken
action relying on the authorization or if the
authorization was obtained as a condition of obtaining
your Coverage. You should understand that we will
not be able to take back any disclosures we have
already made with authorization.

Your Rights Regarding Protected Health
Information That We Maintain About You

The following are your various rights as a consumer
under HIPAA concerning your PHI. Should you have
questions about or wish to exercise a specific right,
please contact us in writing at the applicable Contact
Address listed on the last page.

X Right to Inspect and Copy Your PHI: In most
cases, you have the right to inspect and obtain a copy

of the PHI that we maintain about you. If we maintain
the requested PHI electronically, you may ask us to
provide you with the PHI in electronic format, if readily
producible; or, if not, in a readable electronic form and
format agreed to by you and us. To receive a copy of
your PHI, you may be charged a fee for the costs of
copying, mailing, electronic media, or other supplies
associated with your request. You may also direct us to
send the PHI you have requested to another person
designated by you, so long as your request is in writing
and clearly identifies the designated individual.
However, certain types of PHI will not be made
available for inspection and copying. This includes
psychotherapy notes or PHI collected by us in
connection with, or in reasonable anticipation of, any
claim or legal proceeding. In very Ilimited
circumstances, we may deny your request to inspect
and obtain a copy of your PHI. If we do, you may
request that the denial be reviewed. The review will be
conducted by an individual chosen by us who was not
involved in the original decision to deny your request.
We will comply with the outcome of that review.

X Right to Amend Your PHI: If you believe that your
PHI is incorrect or that an important part of it is missing,
you have the right to ask us to amend your PHI while it
is kept by or for us. You must specify the reason for
your request. We may deny your request if it is not in
writing or does not include a reason that supports the
request. In addition, we may deny your request if you
ask us to amend PHI that:

X is accurate and complete;

X was not created by us, unless the person or
entity that created the PHI is no longer available
to make the amendment;

X is not part of the PHI kept by or for us; or

X is not part of the PHI which you would be
permitted to inspect and copy.

X Right to a List of Disclosures: You have the right
to request a list of the disclosures we have made of
your PHI. This list will not include disclosures made for
treatment, payment, health care operations, purposes
of national security, to law enforcement, to corrections
personnel, pursuant to your authorization, or directly to
you. To request this list, you must submit your request
in writing. Your request must state the time period for
which you want to receive a list of disclosures. You
may only request an accounting of disclosures for a
period of time less than six years prior to the date of
your request. Your request should indicate in what form
you want the list (for example, paper or electronic). The
first list you request within a 12-month period will be
free. We may charge you for responding to any
additional requests. We will notify you of the cost
involved, and you may choose to withdraw or modify
your request at that time before you incur any cost.

x Right to Request Restrictions: You have the
right to request a restriction or limitation on PHI we



Use or disclose about you for treatment, payment, or
health care operations, or that we disclose to
someone who may be involved in your care or
payment for your care, like a family member or friend.
While we will consider your request, we are not
required to agree to it. If we do agree to it, we will
comply with your request. To request a restriction, you
must make your request in writing. In your request,
you must tell us (1) what information you want to limit;
(2) whether you want to limit our use, disclosure or
both; and (3) to whom you want the limits to apply (for
example, disclosures to your spouse or parent). We
will not agree to restrictions on PHI uses or
disclosures that are legally required, or which are
necessary to administer our business.

x Right to Request Confidential
Communications: You have the right to request that
we communicate with you about PHI in a certain way
or at a certain location if you tell us that
communication in another manner may endanger you.
For example, you can ask that we only contact you at
work or by mail. To request confidential
communications, you must make your request in
writing and specify how or where you wish to be
contacted. We will accommodate all reasonable
requests.

x Contact Addresses: If you have any questions
about a specific individual right or you want to
exercise one of your individual rights, please submit
your request in writing to the address below which
applies to your Coverage:

MetLife or SafeGuard Dental & Vision
P.O. Box 14587
Lexington, KY 40512-4587

MetLife LTC Privacy Coordinator
1300 Hall Boulevard, 3rd Floor
Bloomfield, CT 06002

Delaware American Life Insurance
Company

MetLife Worldwide Benefits

P.O. Box 1449

Wilmington, DE 19899-1449

Cancer and Specified Disease
Expense Insurance

c/o Bay Bridge Administrators, LLC
P.O. Box 161690

Austin, TX 78716
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x Right to File a Complaint: If you believe your
privacy rights have been violated, you may file a
complaint with us or with the Secretary of the U.S.
Department of Health and Human Services. To file a
complaint with us, please contact MetLife, Americas +
U.S. HIPAA Privacy Office, P.O. Box 902, New York,
NY 10159-0902. All complaints must be submitted in
writing. You will not be penalized for filing a complaint.
If you have questions as to how to file a complaint,
please contact us at telephone number (212) 578-0299
or at HIPAAprivacyAmericasUS@metlife.com.

ADDITIONAL INFORMATION

Changes to This Notice: We reserve the right to
change the terms of this notice at any time. We reserve
the right to make the revised or changed notice
effective for PHI we already have about you, as well as
any PHI we receive in the future. The effective date of
this notice and any revised or changed notice may be
found on the last page, on the bottom right-hand corner
of the notice. You will receive a copy of any revised
notice from MetLife by mail or by e-mail, if e-mail
delivery is offered by MetlLife and you agree to such
delivery.

Further Information: You may have additional rights
under other applicable laws. For additional information
regarding our HIPAA Medical Information Privacy
Policy or our general privacy policies, please e-mail us
at HIPAAprivacyAmericasUS@metlife.com or call us at
telephone number (212) 578-0299, or write us at:

MetLife, Americas

U.S. HIPAA Privacy Office
P.O. Box 902

New York, NY 10159-0902

Effective Date: 02012019
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THIS SUMMARY PLAN DESCRIPTION IS EXPRESSLY MADE PART OF THE X.L.
AMERICA, INC. DENTAL INSURANCE PLAN AND IS LEGALLY ENFORCEABLE AS
PART OF THE PLAN WITH RESPECT TO ITS TERMS AND CONDITIONS. IN THE
EVENT THERE IS NO OTHER PLAN DOCUMENT, THIS DOCUMENT SHALL SERVE AS
A SUMMARY PLAN DESCRIPTION AND SHALL ALSO CONSTITUTE THE PLAN.

ERISA INFORMATION

NAME AND ADDRESS OF EMPLOYER AND PLAN ADMINISTRATOR

X.L. America, Inc.
70 Seaview Avenue
Stamford, CT 06902
203-964-5413

EMPLOYER IDENTIFICATION NUMBER: 06-1516268

PLAN NUMBER COVERAGE PLAN NAME
501 All Coverages XL America, Inc. Health and
Welfare Plan

TYPE OF ADMINISTRATION

The above listed benefits are insured by Metropolitan Life Insurance Company ("MetLife").

AGENT FOR SERVICE OF LEGAL PROCESS

For disputes arising under the Plan, service of legal process may be made upon the Plan Administrator at the
above address. For disputes arising under those portions of the Plan insured by MetLife, service of legal
process may be made upon MetLife at one of its local offices, or upon the supervisory official of the Insurance
Department in the state in which you reside.

ELIGIBILITY FOR INSURANCE; DESCRIPTION OR SUMMARY OF BENEFITS

Your MetLife certificate describes the eligibility requirements for insurance provided by MetLife under the
Plan. It also includes a detailed description of the insurance provided by MetLife under the Plan.

PLAN TERMINATION OR CHANGES

The group policy sets forth those situations in which the Employer and/or MetLife have the rights to end the
policy.

The Employer reserves the right to change or terminate the Plan at any time. Therefore, there is no
guarantee that you will be eligible for the insurance described herein for the duration of your employment.
Any such action will be taken only after careful consideration.

Your consent or the consent of your beneficiary is not required to terminate, modify, amend, or change the
Plan.

In the event Your insurance ends in accordance with the DATE YOUR INSURANCE ENDS and DATE YOUR
INSURANCE FOR YOUR DEPENDENTS ENDS subsections of Your certificate, you may still be eligible to
receive benefits. The circumstances under which benefits are available are described in Your MetLife
certificate.



CONTRIBUTIONS TO PREMIUM

If you enroll for Dental Insurance coverage, you are required to make contributions to premiums.
Premium rates are set by MetLife.

PLAN YEAR

The Plan's fiscal records are kept on a Plan year basis beginning each January 1st and ending on the
following December 31st.

QUALIFIED MEDICAL CHILD SUPPORT ORDERS

You and your beneficiaries can obtain, without charge, from the Plan Administrator a copy of any
procedures governing Qualified Medical Child Support Orders (QMCSO).

CLAIMS INFORMATION

Dental Benefits Claims

Procedures for Presenting Claims for Dental Benefits

All claim forms needed to file for benefits under the group insurance program can be obtained from the
Employer who can also answer questions about the insurance benefits and to assist you or, if applicable,

your beneficiary in filing claims. Dental claim forms can also be downloaded from
www.metlife.com/dental.

Routine Questions

If there is any question about a claim payment, an explanation may be requested from MetLife by dialing
1-800-942-0854.

Claim Submission

For claims for dental benefits, the claimant must complete the appropriate claim form and submit the
required proof as described in the FILING A CLAIM section of the certificate.

Claim forms must be submitted in accordance with the instructions on the claim form.
Initial Determination

After you submit a claim for dental benefits to MetLife, MetLife will review your claim and notify you of its
decision to approve or deny your claim.

Such notification will be provided to you within a 30 day period from the date you submitted your claim;
except for situations requiring an extension of time of up to 15 days because of matters beyond the control of
the Plan. If MetLife needs such an extension, MetLife will notify you prior to the expiration of the initial 30
day period, state the reason why the extension is needed, and state when it will make its determination.
If an extension is needed because you did not provide sufficient information or filed an incomplete claim,
the time from the date of MetLife's notice requesting further information and an extension until MetLife
receives the requested information does not count toward the time period MetLife is allowed to notify you
as to its claim decision. You will have 45 days to provide the requested information from the date you
receive the notice requesting further information from MetLife.
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If MetLife denies your claim in whole or in part, the notification of the claims decision will state the reason
why your claim was denied and reference the specific Plan provision(s) on which the denial is based. If
the claim is denied because MetLife did not receive sufficient information, the claims decision will
describe the additional information needed and explain why such information is needed. Further, if an
internal rule, protocol, guideline or other criteria was relied upon in making the denial, the claims decision
will state the rule, protocol, guideline or other criteria or indicate that such rule, protocol, guideline or other
criteria was relied upon and that you may request a copy free of charge.

Appealing the Initial Determination

If MetLife denies your claim, you may make two appeals of the initial determination. Upon your written
request, MetLife will provide you free of charge with copies of documents, records and other information
relevant to your claim. You must submit your appeal to MetLife at the address indicated on the claim
form within 180 days of receiving MetLife's decision. Appeals must be in writing and must include at least
the following information:

Name of Employee
Name of the Plan

Reference to the initial decision

Whether the appeal is the first or second appeal of the initial determination

X X X X X

An explanation why you are appealing the initial determination

As part of each appeal, you may submit any written comments, documents, records, or other information
relating to your claim.

After MetLife receives your written request appealing the initial determination or determination on the first
appeal, MetLife will conduct a full and fair review of your claim. Deference will not be given to initial
denials, and MetLife's review will look at the claim anew. The review on appeal will take into account all
comments, documents, records, and other information that you submit relating to your claim without
regard to whether such information was submitted or considered in the initial determination. The person
who will review your appeal will not be the same person as the person who made the initial decision to
deny your claim. In addition, the person who is reviewing the appeal will not be a subordinate of the
person who made the initial decision to deny your claim. If the initial denial is based in whole or in part on
a medical judgment, MetLife will consult with a health care professional with appropriate training and
experience in the field of dentistry involved in the judgment. This health care professional will not have
consulted on the initial determination, and will not be a subordinate of any person who was consulted on
the initial determination.

MetLife will notify you in writing of its final decision within 30 days after MetLife's receipt of your written
request for review, except that under special circumstances MetLife may have up to an additional 30 days to
provide written notification of the final decision. If such an extension is required, MetLife will notify you prior to
the expiration of the initial 30 day period, state the reason(s) why such an extension is needed, and state
when it will make its determination.

If MetLife denies the claim on appeal, MetLife will send you a final written decision that states the
reason(s) why the claim you appealed is being denied and references any specific Plan provision(s) on
which the denial is based. If an internal rule, protocol, guideline or other criteria was relied upon in
denying the claim on appeal, the final written decision will state the rule, protocol, guideline or other
criteria or indicate that such rule, protocol, guideline or other criteria was relied upon and that you may
request a copy free of charge. Upon written request, MetLife will provide you free of charge with copies
of documents, records and other information relevant to your claim.



When the claim has been processed, you will be notified of the benefits paid. If any benefits have been
denied, you will receive a written explanation.

Urgent Care Claim Submission

A small number of claims for dental benefits may be urgent care claims. Urgent care claims for dental
benefits are claims for reimbursement of dental expenses for services which a dentist familiar with the
dental condition determines would subject the patient to severe pain that cannot be adequately managed
without the care or treatment that is the subject of the claim. Of course any such claim may always be
submitted in accordance with the normal claim procedures. However your dentist may also submit such a
claim to MetLife by telephoning MetLife and informing MetLife that the claim is an Urgent Care Claim.
Urgent Care Claims are processed according to the procedures set out above, however once a claim for
urgent care is submitted, MetLife will notify you of the determination on the claim as soon as possible, but
no later than 72 hours after the claim was filed. If you or your covered dependent does not provide the
claims administrator with enough information to decide the claim, MetLife will notify you within 24 hours
after it receives the claim of the further information that is needed. You will have 48 hours to provide the
information. If the needed information is provided, MetLife will then notify you of the claim decision within
48 hours after MetLife received the information. If the needed information is not provided, MetLife will
notify you or your covered dependent of its decision within 120 hours after the claim was received.

If your urgent care claim is denied but you receive the care, you may appeal the denial using the normal
claim procedures. If your urgent care claim is denied and you do not receive the care, you can request
an expedited appeal of your claim denial by phone or in writing. MetLife will provide you any necessary
information to assist you in your appeal. MetLife will then notify you of its decision within 72 hours of your
request in writing. However, MetLife may notify you by phone within the time frames above and then mail
you a written notice.

Discretionary Authority of Plan Administrator
and Other Plan Fiduciaries

In carrying out their respective responsibilities under the Plan, the Plan administrator and other Plan
fiduciaries shall have discretionary authority to interpret the terms of the Plan and to determine eligibility
for and entitlement to Plan benefits in accordance with the terms of the Plan. Any interpretation or
determination made pursuant to such discretionary authority shall be given full force and effect, unless it
can be shown that the interpretation or determination was arbitrary and capricious.

NOTICE OF YOUR RIGHT AND YOUR DEPENDENTS' RIGHT TO COBRA CONTINUATION
COVERAGE

COBRA is a federal law that requires most group health plans to give their employees and their
dependents the opportunity to continue coverage when coverage is terminated due to certain specific
events. If your employment terminates for any reason other than your gross misconduct, or if your hours
worked are reduced so that your coverage terminates, you and your covered dependents may be able to
continue coverage under This Plan for a period of up to 18 months. If it is determined under the terms of
the Social Security Act that you or your covered dependent is disabled within the first 60 days of COBRA
coverage, you and your covered dependents may be able to continue your dental coverage under This
Plan for an additional 11 months after the expiration of the 18 month period. In addition, if you should die,
become divorced or legally separated, or become eligible for Medicare, your covered dependents may be
able to continue coverage under This Plan for up to 36 months. Also, your covered children may be able
to continue coverage under This Plan for up to 36 months after they no longer qualify as covered
dependents under the terms of This Plan. Group health plans for employers with fewer than 20
employees, church plans, and plans established and maintained by the federal government are not
subject to COBRA continuation requirements.



During the continuation period, a child of yours that is (1) born; (2) adopted by you; or (3) placed with you
for adoption, will be treated as if the child were a covered dependent at the time coverage was lost due to
an event described above.

This continuation will terminate on the earliest of:
a. the end of the 18, 29 or 36 month continuation period, as the case may be;
b. the date of expiration of the last period for which the required payment was made;

c. the date, after you or your covered dependent elects to continue coverage, that you or your covered
dependent first becomes covered under another group health plan as long as the new plan does not
FRQWDLQ DQ\ H[FOXVLRQ RU OLPLWDWLRQ ZLWK UHVSHFW WR \RXU I
condition;

d. the date your employer ceases to provide any group health plan for its employees.

Notice will be given when you or your covered dependent becomes entitled to continue coverage under
This Plan. You or your covered dependent will then have 60 days to elect to continue coverage. If you or
your covered dependent do not notify your Employer within the 60-day election period, you will lose the
option to elect continuation coverage.

Each person who is eligible for COBRA coverage is entitled to make a separate election of COBRA
coverage. Thus, a covered spouse (as defined by federal law) or dependent child (or parent on their
behalf) is entitled to elect COBRA coverage even if the covered Employee does not make that election.
However, covered Employees may elect COBRA coverage on behalf of their covered dependents. Any
person who elects to continue coverage under This Plan must pay the full cost of that coverage (including
both the share you now pay and the share your Employer now pays), plus any additional amounts
permitted by law. Your payments for continued coverage must be made on the first day of each month in
advance.

If you do not elect COBRA coverage, your dental coverage will end. However, if you initially waive
COBRA continuation coverage before the end of the 60-day election period, you may change your
election by sending the completed election form to the Plan Administrator and postmarking it no later than
the last day of the 60-day election period.

Qualifying Event Due To Bankruptcy Of Employer

Sometimes, filing a proceeding in bankruptcy under title 11 of the United States Code can be a qualifying

event. If a proceeding in bankruptcy is filed with respect to the Employer, and that bankruptcy results in

the loss of coverage of any retired employee covered under This Plan, the retired employee will become
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covered dependent children will also become qualified beneficiaries if bankruptcy results in the loss of

their coverage under This Plan.

If You Elect COBRA

If you choose COBRA coverage and pay the required premiums, you are entitled to coverage which, as of
the time coverage is being provided, is identical to the coverage provided by the Employer to similarly
situated active Employees, spouses or dependent children. This means that if the coverage for similarly
situated Employees, spouses or dependent children changes, coverage will change for those who elected
COBRA coverage.



Duration Of COBRA Coverage

The law requires that you be given the opportunity to maintain COBRA coverage for 36 months from the
date coverage ends as a result of the qualifying event unless you lost coverage because of the covered
Employee's termination of employment or reduction in hours. In that case, the required COBRA coverage
period is 18 months from the date you lose coverage as a result of the termination of employment or
reduction in hours. However, the 18-month coverage period may be extended under the following
circumstances:

Disability. If any person entitled to COBRA coverage (the covered Employee, covered spouse or
covered dependent child) is determined by the Social Security Administration to have been disabled at
any time during the first 60 days of COBRA coverage period and the disability lasts at least until the end
of the 18 month period of continuation coverage, then all such persons entitled to elect COBRA coverage
may be able to continue coverage for up to 29 months, rather than 18 months.

In order to be eligible for the additional 11 months of COBRA coverage, the covered Employee, covered

spouse or covered dependent child must notify the Employer's COBRA Administrator within 60 days of

the latest R WKH 6RFLDO 6HFXULW\ $GPLQLVWUDWLRQYY GHWHUPLQDWI
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the date a person entitled to COBRA coverage is informed of this obligation by being provided the initial

COBRA notice for the applicable group health plan. Written notice to the COBRA Administrator must be

received before the end of the initial 18-month coverage period. A copy of the Social Security
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not followed, there will be no disability extension of COBRA.

During the additional 11 months of coverage, your cost for that coverage will be approximately 50%
higher than it was during the preceding 18 months.

The additional 11 months of coverage provided on account of a disability will end as of the earlier of:

x The first day of the month beginning more than 30 days after a final determination by the Social
Security Administration that the disability no longer exists; or

x The last day of the 29th month of total coverage.

A person entitled to COBRA coverage must notify the COBRA Administrator within 30 days if the Social
Security Administration determines that the disabled person is no longer disabled. This Plan reserves the
right to retroactively cancel COBRA coverage, and will require reimbursement of all benefits paid for
claims incurred after coverage terminates.

Subsequent Qualifying Events. If, during the 18-month period of COBRA coverage (or within the 29-
month maximum coverage period in the case of a disability extension), the covered Employee and the
spouse divorce, the covered Employee dies, the covered Employee becomes entitled to Medicare, or a
dependent ceases to be an eligible dependent under the terms of This Plan, then the covered spouse
and/or covered dependent child(ren) (as applicable) may be able to extend COBRA coverage for up to 36
months from the date of the termination of employment or reduction in hours.

$ SHUVRQ HQWLWOHG WR &2%5% FRYHUDJH PXVW QRWLI\ WKH (PSOR\
subsequent event no later than 60 days after its occurrence. If such notification is not given, the covered
spouse and/or covered dependent child will not be entitled to the additional COBRA coverage.



Premiums For COBRA Coverage

A person entitled to COBRA coverage is entirely responsible for paying the premiums for COBRA
coverage. The required payment for each continuation coverage period for each option will be described
in the notice that is sent when an individual experiences a qualifying event.

Initial Premium Payment

If continuation of coverage is elected, payment for continuation coverage must be made no later than 45
days after the date of such election. (This is the date the election notice is post-marked, if mailed.) If the
first payment for continuation coverage is not made in full by the 45th day after the date of election,
continuation coverage under This Plan will end. A person entitled to COBRA coverage is responsible for
making sure that the amount of the first payment is correct.

After the first payment for continuation coverage, the amount due for each coverage period for each
qualified beneficiary will be provided when coverage is elected.

STATEMENT OF ERISA RIGHTS
The following statement is required by federal law and regulation.

As a participant in the Plan, you are entitled to certain rights and protections under the Employee
Retirement Income Security Act of 1974 (ERISA). ERISA provides that all participants shall be entitled to:

Receive Information About Your Plan and Benefits

Examine, without charge, at the Plan Administrator's office and at other specified locations, all Plan
documents governing the Plan, including insurance contracts and a copy of the latest annual report (Form
5500 Series) filed by the Plan with the U.S. Department of Labor and available at the Public Disclosure
Room of the Employee Benefit Security Administration.

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

Receive a summary of the Plan's annual financial report. The Plan Administrator is required by law to
furnish each participant with a copy of this summary annual report.

Continue Group Dental Plan Insurance

Continue dental insurance for yourself, spouse or dependents if there is a loss of coverage under the
Plan as a result of a qualifying event. You or your dependents may have to pay for such coverage.
Review this summary plan description and the documents governing the Plan on the rules governing your
COBRA continuation coverage rights.

Prudent Actions by Plan Fiduciaries

In addition to creating rights for Plan participants, ERISA imposes duties upon the people who are
responsible for the operation of the employee benefit Plan. The people who operate your Plan, called
"fiduciaries" of the Plan, have a duty to do so prudently and in the interest of you and other Plan
participants and beneficiaries.



No one, including your employer or any other person, may fire you or otherwise discriminate against you
in any way to prevent you from obtaining a welfare benefit or exercising your rights under ERISA.

Enforce Your Rights

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

Under ERISA, there are steps you can take to enforce the above rights. For instance, if you request a
copy of Plan documents or the latest annual report from the Plan and do not receive them within 30 days,
you may file suit in a Federal court. In such a case, the court may require the Plan Administrator to
provide the materials and pay you up to $110.00 a day until you receive the materials, unless the
materials were not sent because of reasons beyond the control of the administrator. If you have a claim
for benefits which is denied or ignored, in whole or in part, you may file suit in a state or Federal court.

In addition, if you disagree with the Plan's decision or lack thereof concerning the qualified status of a
medical child support order, you may file suit in Federal court.

If it should happen that Plan fiduciaries misuse the Plan's money, or if you are discriminated against for
asserting your rights, you may seek assistance from the U.S. Department of Labor, or you may file suit in
a Federal court.

The court will decide who should pay court costs and legal fees. If you are successful, the court may
order the person you have sued to pay these costs and fees.

If you lose, the court may order you to pay these costs and fees; for example, if it finds your claim is
frivolous.

Assistance with Your Questions

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

PLAN PRIVACY INFORMATION

Notwithstanding any other Plan provision in this or other sections of this Plan, the Plan will
operate in accordance with the HIPAA privacy laws and regulations as set forth in 45 CFR Parts
160 and 164, and as they may be amended ("HIPAA") with respect to protected health information
("PHI") as that term is defined therein. The Plan Administrator and/or his or her designee retains
full discretion in interpreting these rules and applying them to specific situations. All such
decisions shall be given full deference unless the decision is determined to be arbitrary and
capricious.

The term "Plan Sponsor” means X.L. America, Inc.

The term "Plan Administrator" means X.L. America, Inc.



I. Permitted Uses and Disclosures of PHI by the Plan and the Plan Sponsor

The Plan and the Plan Sponsor are permitted to use and disclose PHI for the following purposes, to the
extent they are not inconsistent with HIPAA:

X

For general plan administration, including policyholder service functions, enroliment and eligibility
functions, reporting functions, auditing functions, financial and billing functions, to assist in the
administration of a consumer dispute or inquiry, and any other authorized insurance or benefit
function.

As required for computer programming, consulting or other work done in respect to the computer
programs or systems utilized by the Plan.

Other uses relating to plan administration which are approved in writing by the Plan Administrator or
Privacy Officer.

At the request of an individual, to assist in resolving claims the individual may have with respect to
benefits under the Plan.

ll. Uses and Disclosures of PHI by the Plan and the Plan Sponsor for Required Purposes

The Plan and Plan Sponsor may use or disclose PHI for the following required purposes:

X

Judicial and administrative proceedings, in response to lawfully executed process, such as a court
order or subpoena.

For public health and health oversight activities, and other governmental activities accompanied by
lawfully executed process.

As otherwise may be required by law.

lll. Sharing of PHI With the Plan Sponsor

As a condition of the Plan Sponsor receiving PHI from the Plan, the Plan Documents have been amended
to incorporate the following provisions, under which the Plan Sponsor agrees to:

X

Not use or further disclose PHI other than as permitted or required by the plan documents in Sections
| and Il above;

Ensure that any agents to whom it provides PHI received from the Plan agree to the same restrictions
and conditions that apply to the Plan Sponsor;

Not use or disclose PHI for employment-related actions or decisions or in connection with any other
benefit or employee benefit plan of the Plan Sponsor;

Report to the Plan any use or disclosure of the information that is inconsistent with the permitted uses
or disclosures of which it becomes aware;

Make PHI available to Plan participants for the purposes of the rights of access and inspection,
amendment, and accounting of disclosures as required by HIPAA;

Make its internal practices, books and records relating 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 for
purposes of determining compliance by the Plan with HIPAA;



x If feasible, return or destroy all PHI received from the Plan that the sponsor still maintains in any form
and retain no copies of such information when no longer needed for the purpose for which disclosure
was made, except that, if such return or destruction is not feasible, limit further uses and disclosures
to those purposes that make the return or destruction of the information infeasible;

x Ensure that adequate separation between the Plan and Plan Sponsor is established in accordance
with the following requirements:

(A) Employees to be Given Access to PHI: The following employees (or class of employees) of the
Plan Sponsor are the only individuals that may access PHI provided by the Plan:

Benefits Lead, Benefits Administrator, Global Head of Benefits, Total Rewards Coordinator

(B) Restriction to Plan Administration Functions: The access to and use of PHI by the employees of
the Plan Sponsor designated above will be limited to plan administration functions that the Plan
Sponsor performs for the Plan.

(C) Mechanism for Resolving issues of Noncompliance: If the Plan Administrator or Privacy Officer
determines that an employee of the Plan Sponsor designated above has acted in noncompliance
with the plan document provisions outlined above, then the Plan Administrator or Privacy Officer
shall take or seek to have taken appropriate disciplinary action with respect to that employee, up to
and including termination of employment as appropriate. The Plan Administrator or Privacy Officer
shall also document the facts of the violation, actions that have been taken to discipline the offending
party and the steps taken to prevent future violations.

x Certify to the Plan, prior to the Plan permitting disclosure of PHI to the Plan Sponsor, that the Plan
Documents have been amended to incorporate the provisions in this Section .

IV. Participants Rights

Participants and their covered dependents will have the rights set forth in the Plan's or its dental insurer's
HIPAA Notice of Privacy Practices for Protected Health Information and any other rights and protections
required under the HIPAA. The Notice may periodically be revised by the Plan or its dental insurer.

V. Privacy Complaints/Issues

All complaints or issues raised by Plan participants or their covered dependents in respect to the use of their
PHI must be submitted in writing to the Plan Administrator or the Plan's appointed Privacy Officer. A
response will be made within 30 days of the receipt of the written complaint. In the event more time is
required to resolve any issues this period can be extended to 90 days. The affected participant must receive
written notice of the extension and the resolution of their complaint. The Plan Administrator or Privacy
Officer shall have full discretion in resolving the complaint and making any required interpretations and
factual determinations. The decision of the Plan Administrator or Privacy Officer shall be final and be given
full deference by all parties.



VI. Security

$V D FRQGLWLRQ RI WKH 30DQ 6SRQVRU UHFHLYLQJ HOHFWURQLF 3+, 3H
have been amended to incorporate the following provisions, under which the Plan Sponsor agrees to:

X Implement administrative, physical, and technical safeguards that reasonably and appropriately
protect the confidentiality, integrity, and availability of the ePHI that it creates, receives, maintains,
or transmits on behalf of the Plan;

X Ensure that the adequate separation between the Plan and the Plan Sponsor, which is required
by the applicable section(s) of the Plan relating to the sharing of PHI with the Plan Sponsor, is
supported by reasonable and appropriate security measures;

X Ensure that any agent to whom it provides ePHI agrees to implement reasonable and appropriate
security measures to protect the information; and

X Report to the Plan any security incident of which it becomes aware. In this context, the term
SVHFXULW\ LQFLGHQW™ PHDQV WKH DWWHPSWHG RU VXFFHVVIXO X
modification, or destruction of information or interference with system operations in information
systems such as hardware, software, information, data, applications, communications, and
people.

FUTURE OF THE PLAN

It is hoped that This Plan will be continued indefinitely, but X.L. America, Inc. reserves the right to change
or terminate the Plan in the future. Any such action would be taken only after careful consideration.

The Board of Directors of X.L. America, Inc. shall be empowered to amend or terminate the Plan or any
benefit under the Plan at any time.



Uniformed Services Employment And Reemployment Rights Act

This section describes the right that you may have to continue coverage for yourself and your covered
dependents under the Uniformed Services Employment and Reemployment Rights Act of 1994
(USERRA).

Continuation of Group Dental Insurance:

,/ \RX WDNH D OHDYH IURP HPSOR\PHQW IRU 3VHUYLFH LQ WKH XQLIRUPHC
86(55% DQG DV D FRQVHTXHQFH \RXU GHQWDO LQVXUDQFH FRYHUDJH XQC
insurance policy ends, you may elect to continue dental insurance for yourself and your covered

dependents, for a limited period of time, as described below.

The law requires that your employer notify you of your rights, benefits and obligations under USERRA
including instructions on how to elect to continue insurance, the amount and procedure for payment of
premium. If permitted by USERRA, your employer may require that you elect to continue coverage within
a period of time specified by your employer.

You may be responsible for payment of the required premium to continue insurance. If your leave from
employment for service in the uniformed services lasts less than 31 days, your required premium will be
no more than the amount you were required to pay for dental insurance before the leave began; for a
leave lasting 31 or more days, you may be required to pay up to 102% of the total dental insurance
premium, including any amount that your employer was paying before the leave began.

<RXU DQG \RXU FRYHUHG GHSHQGHQWVY LQVXUDQFH WKDW LV FRQWLQXH
earliest of the following:

x the end of 24 consecutive months from the date your leave from employment for service in the
uniformed services begins; or

x the day after the date on which you fail to apply for, or return to employment, in accordance with
USERRA.

You and your covered dependent may become entitled to continuation of coverage under the

&RQVROLGDWHG 2PQLEXV %XGJHW 5HFRQFLOLDWLRQ $FW 3&2%5%$" ZKLOF
XQGHU \RXU HPSOR\VHUfYV JURXS GHQWDO LQVXUDQFH SROLF\ SXUVXDQW \
more information.



The following addenda apply to residents of New Hampshire.



NOTICE FOR RESIDENTS OF NEW HAMPSHIRE

These notices are being provided to you pursuant to New Hampshire law.

Patient's Bill of Rights

VI

VII.

VIII.

7KH SDWLHQW VKDOO EH WUHDWHG ZLWK FRQVLGHUDWLRQ UHVSHFV
and individuality, including privacy in treatment and personal care and including being informed of the

name, licensure status, and staff position of all those with whom the patient has contact, pursuant to

RSA 151:3-b.

7KH SDWLHQW VKDOO EH IXOO\ LQIRUPHG RI D SDWLHQWITV ULJKWYV D
governing patient conduct and responsibilities. This information must be provided orally and in writing

before or at admission, except for emergency admissions. Receipt of the information must be

acknowledged by the patient in writing. When a patient lacks the capacity to make informed

judgments the signing must be by the person legally responsible for the patient.

The patient shall be fully informed in writing in language that the patient can understand, before or at
the time of admission and as necessary during the patient's stay, of the facility's basic per diem rate
and of those services included and not included in the basic per diem rate. Also, because the patient
has the right to receive information from the facility and to discuss the benéefits, risks, and costs of
appropriate treatment alternatives, except for emergency admissions, every uninsured patient and
prospective patient shall be fully informed in writing, upon his or her request, of the expected list price
for services. A statement of services that are not normally covered by Medicare or Medicaid shall also
be included in this disclosure.

The patient shall be fully informed by a health care provider of his or her medical condition, health

care needs, and diagnostic test results, including the manner by which such results will be provided

and the expected time interval between testing and receiving results, unless medically inadvisable

and so documented in the medical record, and shall be given the opportunity to participate in the

planning of his or her total care and medical treatment, to refuse treatment, and to be involved in
H[SHULPHQWDO UHVHDUFK XSRQ WKH SDWLHQWTTV ZULWWHQ FRQVHQ
S KHDOWK FDUH SURYLGHU” PHDQV DQ\ SHUVRQ FRUSRUDWLRQ IDFLC
state or otherwise lawfully providing health care services, including, but not limited to, a physician,

hospital or other health care facility, dentist, nurse, optometrist, podiatrist, physical therapist, or

psychologist, and any officer, employee, or agent of such provider acting in the course and scope of

employment or agency related to or supportive of health care services.

The patient shall be transferred or discharged after appropriate discharge planning only for medical
UHDVRQV IRU WKH SDWLHQWYV ZHOIDUH RU WKDW RI RWKHU SDWLH(
QRQSD\PHQW IRU WKH SDWLHQWYV VWD\ H[FHSW DV SURKLELWHG E\
No patient shall be involuntarily discharged from a facility because the patient becomes eligible for

Medicaid as a source of payment.

7KH SDWLHQW VKDOO EH HQFRXUDJHG DQG DVVLVWHG WKURXJKRXW
rights as a patient and citizen. The patient may voice grievances and recommend changes in policies

and services to facility staff or outside representatives free from restraint, interference, coercion,

discrimination, or reprisal.

7KH SDWLHQW VKDOO EH SHUPLWWHG WR PDQDJH WKH SDWLHQW(YV S
authorizes the facility in writing to assist in this management and the facility so consents, the

DVVLVWDQFH VKDOO EH FDUULHG RXW LQ DFFRUGDQFH ZLWK WKH SD
conformance with state law and rules.

The patient shall be free from emotional, psychological, sexual and physical abuse and from
exploitation, neglect, corporal punishment and involuntary seclusion.

The patient shall be free from chemical and physical restraints except when they are authorized in
writing by a physician for a specific and limited time necessary to protect the patient or others from
injury. In an emergency, restraints may be authorized by the designated professional staff member in
order to protect the patient or others from injury. The staff member must promptly report such action
to the physician and document same in the medical records.



NOTICE FOR RESIDENTS OF NEW HAMPSHIRE (continued)

X.

XL

XIl.

XI1.

XIV.

XV.

XVI.

XVII.

XVIII.

XIX.

XX.

XXI.

7KH SDWLHQW VKDOO EH HQVXUHG FRQILGHQWLDO WUHDWPHQW RI D
SHUVRQDO DQG FOLQLFDO UHFRUG LQFOXGLQJ WKDW VWRUHG LQ DC
consent shall be required for the release of information to anyone not otherwise authorized by law to

receive it. Medical information contained in the medical records at any facility licensed under this

chapter shall be deemed to be the property of the patient. The patient shall be entitled to a copy of

VXFK UHFRUGV XSRQ UHTXHVW 7KH FKDUJH IRU WKH FRS\LQJ RI D SI
exceed $15 for the first 30 pages or $.50 per page, whichever is greater; provided, that copies of

filmed records such as radiograms, x-rays, and sonograms shall be copied at a reasonable cost.

The patient shall not be required to perform services for the facility. Where appropriate for therapeutic
or diversional purposes and agreed to by the patient, such services may be included in a plan of care
and treatment.

The patient shall be free to communicate with, associate with, and meet privately with anyone,
including family and resident groups, unless to do so would infringe upon the rights of other patients.
The patient may send and receive unopened personal mail. The patient has the right to have regular
access to the unmonitored use of a telephone.

The patient shall be free to participate in activities of any social, religious, and community groups,
unless to do so would infringe upon the rights of other patients.

The patient shall be free to retain and use personal clothing and possessions as space permits,
provided it does not infringe on the rights of other patients.

The patient shall be entitled to privacy for visits and, if married, to share a room with his or her spouse
if both are patients in the same facility and where both patients consent, unless it is medically
contraindicated and so documented by a physician. The patient has the right to reside and receive
services in the facility with reasonable accommodation of individual needs and preferences, including
choice of room and roommate, except when the health and safety of the individual or other patients
would be endangered.

The patient shall not be denied appropriate care on the basis of age, sex, gender identity, sexual
orientation, race, color, marital status, familial status, disability, religion, national origin, source of
income, source of payment, or profession.

7KH SDWLHQW VKDOO EH HQWLWOHG WR EH WUHDWHG E\ WKH SDWLH
UXOHV DQG UHJXODWLRQV RI WKH IDFLOLW\ UHJDUGLQJ WKH IDFLOL\

7KH SDWLHQW VKDOO EH HQWLWOHG WR KDYH WKH SDWLHQWT{V SDUt
unmarried partner or a personal representative chosen by the patient, if an adult, visit the facility,

without restriction, if the patient is considered terminally ill by the physician responsible for the

SDWLHQWYV FDUH

The patient shall be entitled to receive representatives of approved organizations as provided in RSA
151:28.

The patient shall not be denied admission to the facility based on Medicaid as a source of payment
when there is an available space in the facility.

6 XEMHFW WR WKH WHUPYVY DQG FRQGLWLRQV RI WKH SDWLHQWTfV LQV
any provider in his or her insurance plan network and referral to a provider or facility within such
network shall not be unreasonably withheld pursuant to RSA 420-J:8, XIV.



NOTICE FOR RESIDENTS OF NEW HAMPSHIRE

This notice is being provided to you pursuant to New Hampshire law.
CONTINUATION OF DENTAL INSURANCE ON YOU

If You are a resident of New Hampshire, Your Dental Insurance may be continued if it would otherwise end for
any reason except solely due to Your employment ending on account of gross misconduct.

OHWURSROLWDQ /LIH ,QVXUDQFH &RPSDQ\ B30HW/LIH" ZLOO JLYH <RX ZUL\

Your right to continue Your Dental Insurance;

the amount of premium payment that is required to continue Your Dental Insurance;

the manner in which You must request to continue Your Dental Insurance and pay premiums; and
the date by which premium payments will be due.

X X X X

The written notice will be mailed to Your last known address, as provided by the Policyholder.

The premium that You must pay for Your continued Dental Insurance may include:
X any amount that You contributed for Your Dental Insurance before it ended;
X any amount the Policyholder paid; and
X an administrative charge which will not to exceed two percent of the rest of the premium.

You will have 45 days after the date of the notice to elect to continue Your Dental Insurance. If You elect to
continue Your Dental Insurance, You must provide a copy of this written notice to the Policyholder when the
election is made.

To continue Your Dental Insurance, You must, within 45 days after the date of the notice:
X send a written request to MetLife to continue Your Dental Insurance; and
X pay the first premium.

If Dental Insurance ends because the Group Policy ends, the maximum continuation period will be 39 weeks.

If Dental Insurance ends for any other reason, the maximum continuation period will be the longest of:

x 36 months if Your employment ends because You retire, and within 12 months of retirement You have a
substantial loss of coverage because the Policyholder files for bankruptcy protection under Title 11 of the

United States Code;

X 29 months if You become entitled to disability benefits under Social Security within 60 days of the date
You cease to be a member of an eligible class; or

X 18 months in all other cases.
Your continued Dental Insurance will end on the earliest of the following to occur:
x the end of the maximum continuation period;

x the date this Dental Insurance is changed to end Dental Insurance for the class of employees to which
You belong;

x if You are eligible for Medicare, the date of the first Medicare open enroliment period following the date
<RX EHFRPH LQHOLJLEOH IRU FRQWLQXHG FRYHUDJH XQGHU WKH 3ROLF

x the date You become eligible for coverage under any other group dental coverage; or

X if You do not pay the required premium to continue Your Dental Insurance. If You do not pay the required
premium, You will be given a 31 day grace period before Your Dental Insurance terminates. You will be
provided with a notice within 15 days of the date of termination that Your Dental Insurance will be
cancelled if the required premium is not paid.



NOTICE FOR RESIDENTS OF NEW HAMPSHIRE (continued)

CONTINUATION OF DENTAL INSURANCE ON YOUR DEPENDENTS

If You are a resident of New Hampshire, Your Dental Insurance on Your Dependents may be continued if it
would otherwise end for any reason except solely due to Your employment ending on account of gross
misconduct.

MetLife will give written notice of the right to elect continuation coverage to Your former Spouse if You have
died or Your marriage has ended, or to You in all other circumstances.

Notices

If Dental Insurance on Your Dependents ends because Your marriage ends in divorce or legal separation,
You must notify the Policyholder, in writing, within 30 days of the date of the divorce decree or separation
agreement that the divorce or separation has occurred.

MetLife will give Your former Spouse if You have died or Your marriage has ended, written notice of:

X Your right to continue Your Dental Insurance on Your Dependents;

x the amount of premium payment that is required to continue Your Dental Insurance on Your Dependents;

X the manner in which You or Your former Spouse must request to continue Your Dental Insurance on Your
Dependents and pay premiums; and

x the date by which premium payments will be due.
Premium Contributions

The contribution that You or Your former Spouse must pay for continued Dental Insurance on Your
Dependents may include:

X any amount that You contributed for Your Dental Insurance before it ended; and
x any amount the Policyholder paid.

To continue Dental Insurance if Your marriage has ended, You or Your former Spouse must, within 45 days
after the date of the notice:

x send a written request to MetLife to continue Dental Insurance on Your Dependents; and
X pay the first premium.

You must notify MetLife and the Policyholder of the mailing address of your former Spouse. MetLife will
provide Your former Spouse with a separate notice of the right to continue insurance.

Your right to continue Dental Insurance on Your Dependents will be deemed waived if MetLife has made

reasonable efforts in good faith to contact You or Your former Spouse, if applicable; such notice complies with

applicable New Hampshire law; and such person:

x fails to provide any required notification; or

x fails to request to continue Dental Insurance on Your Dependents and pay the first premium within the
time limits stated in this section.



NOTICE FOR RESIDENTS OF NEW HAMPSHIRE (continued)

CONTINUATION OF DENTAL INSURANCE ON YOUR DEPENDENTS (continued)

Divorce Decree or Legal Separation Decree

Unless your divorce decree or legal separation decree provides otherwise, Your former Spouse shall remain
as a covered person under Your insurance under this Policy if your marriage ends in divorce or legal
separation.

You must notify MetLife within 30 days of the date of the final decree of divorce or legal separation of the right
to continue coverage as an eligible person.

<RXU IRUPHU 6SRXVHYV FRYHUDJH XQGHU <RXU LQVXUDQFH XQGHU WKLV
following:

(1) The 3-year anniversary of the final decree of divorce or legal separation, unless the decree specifies an
earlier ending;

(2) The date of remarriage of Your former Spouse;

(3) The date of Your remarriage;

(4) Your death; or

(5) Such earlier time as provided by the final decree of divorce or legal separation.

, | <RXU IRUPHU 6SRXVHTIV FRYHUDJH XQGHU \RXU LQVXUDQFH HQGV GXH V
WKHUH VKDOO EH QR IXUWKHU FRQWLQXDWLRQ +RZHYHU LI <RXU IRUPH
due to (1), (3), (4), or (5), Your former Spouse will be able to continue coverage under their own insurance

under this policy in accordance with the subsection below entitled Maximum Continuation Period

Maximum Continuation Period

If Dental Insurance on Your Dependents ends because the Group Policy ends, the maximum continuation
period will be 39 weeks.

If Dental Insurance on Your Dependents ends for any other reason, the maximum continuation period will be
the longest of the following that applies:

x IRU D IRUPHU VSRXVH ZKRVH FRYHUDJH ZDV FRQWLQXHG XQGHU WKH D
6HSDUDWLRQ 'HFUHH" DQ DGGLWLRQDO PRQWKYV EH\RQG WKH GDWH
coverage ended due to remarriage of the former Spouse; however, for a Spouse who is 55 or older on the
date of the final decree of divorce or legal separation, coverage will continue until the earlier of the date
RQ ZKLFK WKH IRUPHU 6SRXVH LV HOLJLEOH IRU OHGLFDUH RU FRYHUD.

x 36 months if Dental Insurance on Your Dependents ends because You die, except that with respect to a
Spouse who is age 55 or older when You die, the maximum continuation period will end when Your
VXUYLYLQJ 6SRXVH EHFRPHY HOLJLEOH IRU OHGLFDUH RU KrOupJLEOH IR
dental coverage;



NOTICE FOR RESIDENTS OF NEW HAMPSHIRE (continued)

CONTINUATION OF DENTAL INSURANCE ON YOUR DEPENDENTS (continued)

Maximum Continuation Period (Continued)

X 36 months with respect to a Dependent Child if Dental Insurance ends because the Child ceases to be a
Dependent Child;

x 36 months if Your employment ends because You retire, and within 12 months of retirement You or Your
Dependents have a substantial loss of coverage because the Policyholder files for bankruptcy protection
under Title 11 of the United States Code;

X 29 months if the Covered Person becomes entitled to disability benefits under Social Security within 60
GD\V RI WKH GDWH WKH &¢RYHUHG 3HUVRQYY FRYHUDJH XQGHU WKH *UR

x 18 months in all other cases.

Cessation of Dental Insurance on Your Dependents

A Dependent's continued Dental Insurance will end on the earliest of the following to occur:
x the end of the maximum continuation period;

x the date this Dental Insurance is changed to end Dental Insurance for Dependents for the class of
employees to which You belong;

x if the Dependent is eligible for Medicare, the date of the first Medicare open enrollment period following
WKH GDWH WKH '"HSHQGHQW EHFRPHY LQHOLJLEOH IRU FRQWLQXHG FRY

x the date the Dependent becomes eligible for coverage under any other group dental coverage; or

x if You do not pay a required premium to continue Dental Insurance on Your Dependents. If You do not
pay the required premium, You will be given a 31 day grace period before Dental Insurance on Your
Dependents terminates. You will be provided with a notice within 15 days of the date of termination that
Dental Insurance on Your Dependents will be cancelled if the required premium is not paid.



The State of New Hampshire

Insurance Department

21 South Fruit Street, Suite 14; Concord, NH 03301
Tel.: (603) 271-2261 Fax: (603) 271-1406 TDD Access Relay NH: 1-800-735-2964

CONSUMER GUIDE TO EXTERNALAPPEAL

What is an External Appeal?
New Hampshire law gives individuals who are covered by fully-insured, health or dental

insurance plans the right to have a nationally-accredited, independent, medical review
organization (IRO), which is not affiliated with his/her insurance company, review and assess
whether the company’s denial of a specific claim or requested service or treatment is justified.
This type of review is available when a recommended service or treatment is denied on the basis
that it does not meet the insurer’s requirements for medical necessity, appropriateness, health
care setting, and level of care or effectiveness. This review is often called Independent External
Appeal, External Appeal, External Health Review or simply External Review.

What are the eligibility requirements for External Appeal?
To be eligible for External Appeal the following conditions must be met:

X The patient must have a fully-insured health or dental insurance plan.

X The service that is the subject of the appeal request must be either a) a covered benefit
under the terms of the insurance policy or b) a treatment that may be a covered benefit.

X Unless the patient meets the requirements for Expedited External Review (see below), the
patient must have completed the Internal Appeal process provided by the insurer and
have received a final, written decision from the insurer relative to its review.

» Exception #1: The patient does not need to meet this requirement, if the insurer
agrees in writing to allow the patient to skip its Internal Appeal process.

» Exception #2: If the patient requested an internal appeal from the insurer, but has
not received a decision from the insurer within the required time frame, the patient
may apply for External Appeal without having received the insurer’s final, written
decision.

X The patient must submit the request for External Appeal to the Department within 180
days from the date appearing on the insurance company’s letter, denying the requested
treatment or service at the final level of the company’s Internal Appeals process.

X The patient’s request for External Appeal may not be submitted for the purpose of
pursuing a claim or allegation of healthcare provider malpractice, professional
negligence, or other professional fault.

NHID EHR CG (v.Rev-2016-01)



What types of health insurance are excluded from External Appeal?
In general, External Appeal is available for most health insurance coverage. Service denials

relating to the following types of insurance coverage or health benefit programs are not
reviewable under New Hampshire’s External Appeal law:

X Medicaid (except for coverage provided under the NH Premium Assistance Program)
The New Hampshire Children’s Health Insurance Program (CHIP)
Medicare
All other government-sponsored health insurance or health services programs.
Health benefit plans that are self-funded by employers
» Note: Some self-funded plans provide external appeal rights which are
administered by the employer.

X
X
X
X

Can someone else represent me in my External Appeal?
Yes. A patient may designate an individual, including the treating health care provider, as

his/her representative. To designate a representative, the patient must complete Section II of
the External Review Application Form entitled “Appointment of Authorized
Representative.”

Submitting the External Appeal:

To request an External Appeal, the patient or the designated representative must complete
and submit the External Review Application Form, available on the Department’s website
(www.nh.gov/insurance), and all supporting documentation to the New Hampshire Insurance
Department. There is no cost to the patient for an External Appeal.

Please submit the following documentation:

» The completed External Review Application Form - signed and dated on page 6.

= ** The Department cannot process this application without the required signature(s)
sk

= A photocopy of the front and back of the patient’s insurance card or other evidence
that the patient is insured by the insurance company named in the appeal.

= A copy of the insurance company’s letter, denying the requested treatment or service
at the final level of the company’s internal appeals process.

* Any medical records, statements from the treating health care provider(s) or other
information that you would like the review organization to consider in its review.

* Ifrequesting an Expedited External Appeal, the Provider’s Certification Form.

If you have questions about the application process or the documentation listed above, please
call the Insurance Department at 1-800-852-3416.

Mailing - Address:

New-Hampshire Insurance Department-

Attn:- External Review Unit
21-South Fruit Street, Suite-14 * -~ Maybe faxed10-(603)-271-1406, -or

Concord,NH- 03301 e - Sent-by-overnight-carrier-to-the-
Department’s-mailing-address.

Expedited-External-Review -Applications

NHID EHR CG (v.Rev-2016-01)
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What is the Standard External Appeal Process and Time Frame for receiving a
Decision?

It may take up to 60 days for the Independent Review Organization (IRO) to issue a decision
in a Standard External Appeal.

X Within 7 business days after receiving your application form, the Insurance
Department (the Department) will complete a preliminary review of your application
to determine whether your request is complete and whether the case is eligible for
external review.

» If the request is not complete, the Department will inform the applicant what
information or documents are needed in order to process the application. The
applicant will have 10 calendar days to supply the required information or
documents.

X If the request for external appeal is accepted, the Department will select and assign an
IRO to conduct the external review and will provide a written notice of the acceptance
and assignment to the applicant and the insurer.

X Within 10 calendar days after assigning your case to an IRO, the insurer must provide
the applicant and the IRO a copy of all information in its possession relevant to the
appeal.

X If desired, the applicant may submit additional information to the IRO by the 20th
calendar day after the date the case was assigned to the selected IRO. During this
period, the applicant may also present oral testimony via telephone conference to the
IRO. However, oral testimony will be permitted only in cases where the Insurance
Commissioner determines that it would not be feasible or appropriate to present only
written information.

» To request a “teleconference,” complete Section VII of the application form
entitled “Request for a Telephone Conference” or contact the Department no
later than 10 days after receiving notice of the acceptance of the appeal.

X By the 40th calendar day after the date the case was assigned to the selected
Independent Review Organization, the IRO shall a) review all of the information and
documents received, b) render a decision upholding or reversing the determination of
the insurer, and c) notify in writing the applicant and the insurer of the IRO’s review
decision.

What is an Expedited External Appeal?

Whereas a Standard External Appeal may take 60 days, Expedited External Appeal is
available for those persons who would be significantly harmed by having to wait. An
applicant may request expedited review by checking the appropriate box on the External
Review Application

Form and by providing a Provider’s Certification Form, in which the treating provider attests
that in his/her medical opinion adherence to the time frame for standard review would
seriously jeopardize the patient’s life or health or would jeopardize the patient’s ability to
regain maximum function. Expedited reviews must be completed in 72 hours.

NHID EHR CG (v.Rev-2016-01)



If the applicant is pursuing an internal appeal with the insurer and anticipates requesting an
Expedited External Appeal, please call the Department at 800-852-3416 to speak with a
consumer services officer, so that accommodations may be made to receive and process the
expedited request as quickly as possible.

Please note a patient has the right to request an Expedited External Appeal simultaneously
with the insurer’s Expedited Internal Appeal.

NHID EHR CG (v.Rev-2016-01)



What happens when the Independent Review Organization makes its decision?

X If the appeal was an Expedited External Appeal, in most cases the applicant and
insurer will be notified of the IRO’s decision immediately by telephone or fax.
Written notification will follow.

X If the appeal was a Standard External Appeal, the applicant and insurer will be
notified in writing.

X The IRO’s decision is binding on the insurer and 1s enforceable by the Insurance
Department. The decision is also binding on the patient except that it does not prevent
the patient from pursuing other remedies through the courts under federal or state law.

4 e
Have a question or need assistance?

Staff at the Insurance Department is available to help.
Call 800-852-3416 to speak with a consumer services officer.

NHID EHR CG (v.Rev-2016-01)



The State of New Hampshire

Insurance Department

21 South Fruit Street. Suite 14; Concord, NH 03301
Tel.: (603) 271-2261 Fax: (603) 271-1406 TDD Access Relay NH: 1-800-735-2964

INDEPENDENT EXTERNAL REVIEW
Appealing a Denied Medical or Dental Claim

New Hampshire law gives individuals who are covered by fully-insured, health or
dental insurance plans the right to have a nationally-accredited, independent, medical
review organization (IRO), which is not affiliated with his/her health insurance
company, review and assess whether the company’s denial of a specific claim or
requested service or treatment is justified. These reviews are available when a
recommended service or treatment is denied on the basis that it does not meet the
insurer’s requirements for medical necessity, appropriateness, health care setting, level
of care or effectiveness. This review is called Independent External Appeal, External
Health Review or simply External Review.

There 1s no cost to the patient for an external review.

To be eligible for Standard External Review, the patient must (1) have a fully-
insured health or dental insurance plan, (2) have completed the insurer’s internal
appeal process, and (3) have received a final denial of services from the insurer. A
standard external review must be submitted to the Insurance Department within 180
days of the insurance company’s final denial and may take up to 60 days for the IRO
to make its decision.

To be eligible for Expedited External Review, the patient must (1) have a fully-
insured health or dental insurance plan, and (2) the treating provider must certify that
delaying treatment will seriously jeopardize the life or health of the patient or will
jeopardize the patient’s ability to regain maximum function. IROs must complete
expedited reviews within 72 hours. An expedited external review may be requested
and processed at the same time the patient pursues an expedited internal appeal
directly with the insurance company.

For more information about external reviews, see the Insurance Department’s
Consumer Guide to External Review, available at www.nh.gov/insurance, or call 800-
852-3416 to speak with a Consumer Services

NHID.EHR LOI (v.Rev-2016.01)
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Officer.

Have a question or need assistance?

Staff at the Insurance Department is available to help.
Call 800-852-3416 to speak with a consumer services officer.

SUBMITTING A REQUEST FOR EXTERNAL REVIEW

To request an external review, please provide the following documents to the New Hampshire
Insurance Department at the address below:

The enclosed, completed application form - signed and dated on page 6.

** The Department cannot process this application without the required signature(s) **

A photocopy of the front and back of the patient’s insurance card or other evidence that the
patient is insured by the health or dental insurance company named in the appeal.

A copy of the Health Insurance Company’s letter, denying the requested treatment or service
at the final level of the company’s internal appeals process.

Any medical records, statements from the treating health care provider(s) or other
information that you would like the Independent Review Organization to consider in its
review.

If requesting an Expedited External Review, the treating Provider’s Certification Form.

If you have questions about the application process or the documentation listed above, please call
the Insurance Department at 1-800-852-3416.

Mailing Address:

New Hampshire Insurance Department Attn: External Review Unit
21 South Fruit Street, Suite 14
Concord, NH 03301

Expedited External Review applications may be faxed to (603) 271-1406 or sent by overnight carrier to
the address above. If you wish to email the application package, please call the Insurance Department

at 1-800-852-3416.

NHID.EHR LOI (v.Rev-2016.01)
Page 1



The State of New Hampshire

Insurance Department

21 South Fruit Street, Suite 14; Concord, NH 03301
Tel.: (603) 271-2261 Fax: (603) 271-1406 TDD Access Relay NH: 1-800-735-2964

EXTERNAL REVIEW APPLICATION FORM

Request for Independent External Appeal of a Denied Medical or Dental Claim

Section ] — Applicant Information

Patient’s Name: Patient’s Date of Birth:
Applicant’s Name: Applicant’s Email:
Applicant’s Mailing Address:
City: State: Zip Code: __
Applicant’s Phone Number(s): Daytime: ( ) Evening: ( )

Section Il — Appointment of Authorized Representative

** Complete this section, only if someone else is representing the patient in this appeal **

You may represent yourself or you may ask another person, including your treating health care
provider, to act as your personal representative. You may revoke this authorization at any time.

I hereby authorize to pursue my appeal on my behalf.

Signature of Enrollee (or legal representative — Please specifvrelationship or title) Date

Representative’s Mailing Address:

City: State: Zip Code:

Representative’s Phone Number(s): Daytime: ( ) Evening: ( )

NHID.EHR App (v.Rev-2016.01) Page 1



Section III - Insurance Plan Information

Member’s Name: Relationship to Patient:

Member’s Insurance ID #: Claim/Reference #:

Health Insurance Company's Name:
Insurance Company s Mailing Address:
City: State: Zip Code:

Insurance Company s Phone Number: ( )

Name of Insurance Company representative handling appeal:

Is the member’s imnsurance plan provided by an employer? Yes No

e Name of employer:

e Employer's Phone Number: ( )

e Is the employer s insurance plan self-funded? Yes* No

= If you are not certain, please check with vour employer. Most self-funded plans are not eligible
for external review. However, some self-funded plans may provide external review, but may have
different procedures.

[ New Hampshire Premium Assistance Program \

Is the patient’s health insurance provided through the Medicaid Premium Assistance
Program, which is administered by the NH Department of Health and Human Services?

Yes No
If yes, please provide the Medicaid ID number & complete the following records
release:

Medicaid ID Number:

L . hereby authorize the New Hampshire

Insurance Department to release my external review file to the New Hampshire
Department of Health and Human Services (DHHS), if I request a Medicaid Fair
Hearing following my independent external review. Iunderstand that DHHS will
use this information to make a Fair Hearing determination and that the information

\ will be held confidential.
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Section IV — Information about the Patient’s Health Care Providers

Name of Primary Care Provider (PCP): |
PCP’s Mailing Address:

Ciaty: State:  Zip Code:
PCP’s Phone Number: ( )

Name of Treating Health Care Provider:

Prowvider s clinical specialty:

Treating Provider's Mailing Address:

City: State: Zip Code:

Treating Provider's Phone Number: ( )

Section V — Health Care Decision in Dispute

Describe the health insurer company’s decision 1 your own words. Include any information
you have about the health care services. supplies or drugs being denied. including dates of
service or treatment and names of health care providers. Explain why you disagree.

Please attach the following:
e Additional pages. if necessary:
e Pertinent medical records;

e If possible, a statement from the treating health care provider indicating why the disputed
service, supply. or drug 1s medically necessary.

Continued on next page
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Section VI — Expedited Review

** Complete this section, only if you would like to request expedited review **

The patient may request that the external review be handled on an expedited basis. To request
expedited review, the treating health care provider must complete the attached Provider
Certification Form. certifying that a delay would seriously jeopardize the life or health of the
patient or would jeopardize the patient’s ability to regain maximum function.

Do you request an expedited review? Yes No

Applications for Expedited External Review may be faxed to (603) 271-1406 or sent by
overnight carrier to the address on the top of this form. To email the appeal. please call
the Insurance Department at 1-800-852-3416 for additional instructions.
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Section VII — Request for a Telephone Conference

** Complete this section, only if you would like to request a telephone conference **

If the patient. the authorized representative or the treating health care provider would like to
discuss this case with the Independent Review Organization and the insurer in a telephone
conference. select “Yes” below and explain why you think it is important to be allowed to speak
about the case. If you do not request a telephone conference. the reviewer will base its decision
on the written information only. The request for a telephone conference will be granted only if
there 1s a good reason why the written information would not be sufficient.

*% Telephone conferences often cannot be completed within the timeframe for expedited reviews **

Do you request a telephone conference? Yes No

My reason for requesting a phone conference is:

NHID.EHR App (v.Rev-2016.01) Page 5



VIII — Authorization and Release of Medical Records

I . hereby request an external review and authorize
the patient’s insurance company and the patient’s health care providers to release all relevant
medical or treatment records to the Independent Review Organization (IRO) and the New
Hampshire Insurance Department. I understand that the IRO and the Department will use this
information to make a determination to either reverse or uphold the mnsurer’s denial. Ialso
understand that the nformation will be kept confidential. I further understand that neither the
Commissioner nor the IRO may authorize services in excess of those covered by the patient’s
health care plan. This release 1s valid for one year.

S1gna e of Enrollee (or legal representative — Please specify relationship or title) Date

Before submitting this application, please verify that yvou have ...

[J Completed all relevant sections of the External Review Application Form
¢ If appointing an authorized representative, the patient must complete Section II.
¢ If requesting an Expedited External Review, Section VI must be completed and
the Provider Certification Form must be submitted.
¢ If requesting a telephone conference. Section VII must be completed.

[J Signed and dated the External Review Application Form in Section VIII.

[ Attached the following documents:

e A photocopy of the front and back of the patient’s insurance card or other
evidence that the patient 1s msured by the health or dental insurance company
named 1n the appeal.

e A copy of the Health Insurance Company s letter, denying the requested
treatment or service at the final level of the company s internal appeals process.

® Any medical records. statements from the treating health care provider(s) or
other mnformation that you would like the Independent Review Organization to
consider 1n 1ts review.

e Ifrequesting an Expedited External Review, the treating Provider's Certification
Form.
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The State of New Hampshire

Insurance Department

21 South Fruit Street, Suite 14; Concord. NH 03301
Tel: (603) 271-2261 Fax: (603)271-1406 TDD Access Relay NH: 1-800-735-2964

PROVIDER’S CERTIFICATION FORM

For Expedited Consideration of a Patient’s External Review

NOTE TO THE TREATING HEALTH CARE PROVIDER

The New Hampshire Insurance Department administers the external review process for all
fully-insured health and dental plans in New Hampshire. A patient may submit an application
for External Review. when his/her health or dental insurer has denied a health care service or
treatment, including a prescription. on the basis that the requested treatment or service does not
meet the insurer’s requirements for medical necessity, appropriateness, health care setting, level
of care or effectiveness.

The time frame for receiving a decision from an Independent Review Organization (IRO) for a
Standard External Review is up to 60 days. Expedited External Review is available, gnly if the
patient’s treating health care provider certifies that, in his/her professional judgment, adherence
to the time frame for standard review would seriously jeopardize the life or health of the
covered person or would jeopardize the covered person’s abilify fo regain maximum function.
The time frame for receiving a decision from an IRO for an Expedited External Review is
within 72 hours. An Expedited External Review may be requested and processed at the same
time the patient pursues an Expedited Internal Appeal directly with the insurance company.

#** Expedited External Review is not available, when services have already been rendered **

GENERAL INFORMATION

Name of Treating Health Care Provider:

Mailing Address:
City: State: Zip Code:
Phone Number: ( ) Fax Number: ( )

Email Address:

Licensure and Area of Clinical Specialty:

Name of Patient:




PROVIDER CERTIFICATION

I hereby certify that I am a treating health care provider for
(hereafter referred to as “the patient™): that adherence to the time frame for conducting a
standard review of the patient’s external review would. in my professional judgment. seriously
jeopardize the life or health of the patient or would jeopardize the patient’s ability to regain
maximum function: and that for this reason. the patient’s appeal of the denial by the patient’s
health msurer of requested medical services should be processed on an expedited basis.

I am aware that the Independent Review Organization (IRO) may need to contact me during
non-business hours for medical information and that a decision will be made by the IRO within
72 hours of receiving this Expedited External Review request. regardless of whether or not I
provide medical information to the IRO.

During non-business hours I may be reached at: ( )

I certify that the above information 1s true and correct. I understand that I may be subject to
professional disciplinary action for making false statements.

Treating Health Care Provider’s Name (Please Print)

Signature Date



