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SUMMARY PLAN DESCRIPTION OF THE
PORT OF HOUSTON AUTHORITY OPEB PLAN
(Amended and Restated Effective as of January 1, 2019)

Port of Houston Authority of Harris County, Texas (the “Plan Sponsor”) maintains the Port
of Houston Authority OPEB Plan (the “Plan”) for the benefit of the eligible Retirees (and their
eligible Dependents) of the Plan Sponsor and the other adopting Employers, if any. The Plan Sponsor
has amended and restated the Plan effective as of January 1, 2019.

The Plan provides benefits to Participants, in accordance with the terms, conditions, and
limitations of the Plan. The terms of the Plan pertaining to eligibility, coverage, exclusions, and
limitations on coverage, and other rules pertaining to the benefits available under the Plan, are set
forth herein and in the Welfare Program Documents (as defined herein) which are incorporated into
this Summary Plan Description of the Plan (the “SPD”) in their entirety by reference and attached

hereto as Appendix B.

Please review this SPD carefully, including the Welfare Program Documents, before you
assume that any expense you incur will be eligible for payment or reimbursement under the Plan.
You should pay particular attention to the provisions in this SPD and the Welfare Program
Documents concerning exclusions, limitations on coverage, and precertification requirements.

The masculine gender of words used in this document includes the feminine gender, and
words used in the singular include the plural, and vice-versa, when applicable. Terms with initial
capital letters used in this SPD are defined in Article |.
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FOREWORD

The benefits provided under the Plan are for the exclusive benefit of the eligible Retirees (and
their eligible Dependents) of the Plan Sponsor and the other adopting Employers of the Plan,
if any. These benefits are intended to be continued indefinitely, however, the Plan Sponsor
reserves the unilateral right and discretion to make any changes, without advance notice, to the
Plan which it deems to be necessary or appropriate, in its discretion, to comply with applicable
law, regulation, or other authority issued by a governmental entity. The Plan Sponsor also
reserves the unilateral right and discretion to amend, modify, or terminate, without advance
notice, all or any part of the Plan and to make any other changes that it deems necessary or
appropriate in its discretion. Changes in the Plan may occur in any or all parts of the Plan,
including, but not limited to, benefit coverage, deductibles, maximums, copayments,
exclusions, limitations, definitions, eligibility, and the like, under any or all of the Welfare
Programs identified in Appendix A. You should not, therefore, assume that the benefits
which are provided under the Plan will continue to be available and remain unchanged,
and you should disregard any information or communication (written or oral) that would
seem to limit the Plan Sponsor’s absolute right and discretion to terminate, suspend,
discontinue or amend such benefits. Furthermore, the Plan Administrator and the Claims
Fiduciary, as applicable, each reserve the absolute right, authority, and discretion to interpret,
construe, construct, and administer the terms and provisions of the Plan, in their discretion,
including correcting any error or defect, supplying any omission, reconciling any
inconsistency, and making all findings of fact including, without limitation, any factual
determination that may impact eligibility or a claim for benefits. Benefits under the Plan will
be paid only if the Plan Administrator or Claims Fiduciary, as applicable, determines in its
discretion that the Participant is entitled to them. All decisions, interpretations and other
determinations of the Plan Administrator or Claims Fiduciary, as applicable, will be final,
binding, and conclusive on all persons and entities subject only to the claims appeal procedures
of the Plan.

Vi
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ARTICLE I.
DEFINITIONS

The following terms, where capitalized, will have the meanings set forth below when used in
this SPD and thus supersede any other meanings for the same terms set forth in the Welfare Programs,
unless a different meaning is plainly required by the context:

1.1  Affiliate means an affiliate of the Employer, including: (a) any corporation which is
a member of a controlled group of corporations (as defined in Code Section 414(b)) which includes
the Employer, (b) any trade or business (whether or not incorporated) which is under common control
(as defined in Code Section 414(c)) with the Employer, (c) any organization (whether or not
incorporated) which is a member of an affiliated service group (as defined in Code Section 414(m))
which includes the Employer, and (d) any other entity required to be aggregated with the Employer
pursuant to Regulations under Code Section 414(0).

1.2 Beneficiary means a Beneficiary under the Plan as defined under the terms of the
respective Welfare Program.

1.3  Claims Administrator means the third party administrator, insurance company, or
other entity, as set forth in Appendix C, designated by the Plan Administrator to determine eligibility
for benefits, process claims, and perform other administrative duties under the Plan or a Welfare
Program.

1.4 Claims Fiduciary means the person or entity that serves as the named claims
fiduciary with respect to reviewing and making final decisions regarding claims under a particular
Welfare Program. The Claims Fiduciary shall be the Plan Administrator unless otherwise set forth in

Appendix C.

1.5 COBRA Administrator means the Plan Administrator, or the third party designated
by the Plan Administrator to perform COBRA administration under the Plan on behalf of the Plan
Administrator, as set forth in Appendix C.

1.6 Code means the Internal Revenue Code of 1986, as amended, and the implementing
regulations and other authority issued thereunder by the appropriate governmental authority.
References herein to any section of the Code will also refer to any successor provision thereof.

1.7 Defined Benefit Eligible Employee means an Employee who (a) is an “Eligible
Employee” and (b) has completed at least one “Year of Service”, as each of these terms is defined in
the Defined Benefit Plan.

1.8 Defined Benefit Plan means the Port of Houston Authority Restated Retirement Plan,
as it may be amended from time to time.

1.9 Defined Contribution Eligible Employee means an Employee who is an “Eligible
Employee,” as such term is defined in the Defined Contribution Plan.
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1.10 Defined Contribution Plan means the Port of Houston Authority Defined
Contribution Plan, as it may be amended from time to time.

1.11 Dependent means a dependent (including a Spouse) of a Retiree who is covered under
the Plan, as such term is defined under the terms of the respective Welfare Program.

1.12 Disability Absence means the time period from a Participant’s Disability
Commencement Date until the earliest of (a) the Participant’s Disability Recovery Date, (b) the date
the Participant returns to active duty with the Employer, (c) the date the Participant attains age 65, or
(d) the Participant’s Disability Termination Date.

1.13 Disability Commencement Date means the effective date on which an Employee
becomes Totally and Permanently Disabled.

1.14 Disability Recovery Date means the effective date that the Participant no longer
qualifies to receive (a) payments under the LTD Plan or (b) disability benefits under the Social
Security Act, as applicable.

1.15 Disability Retirement Eligibility Date means the earliest date on which an individual
who becomes Totally and Permanently Disabled would meet the eligibility requirements set forth in
Section 3.1(a), (b) or (c), as applicable, if the following is assumed: (a) such individual remains
Totally and Permanently Disabled indefinitely and (b) any period of Total and Permanent Disability
is credited as a Period of Service for purposes of determining such individual’s eligibility under the
Plan.

1.16 Disability Termination Date means the date a Totally and Permanently Disabled
Employee terminates employment with the Employer.

1.17 Effective Date means January 1, 2019, which is the effective date of this amendment
and restatement of the Plan.

1.18 Employee means any individual who is considered to be a common law employee of
the Employer and on the payroll records of the Employer for purposes of federal income tax
withholding under the Code, unless otherwise specifically provided in a Welfare Program. Except as
otherwise specifically provided in a Welfare Program, the term “Employee” shall not include any
person during any period that such person was classified on the Employer’s records as other than an
employee. In particular, it is expressly intended that out-sourced workers and individuals not treated
as common law employees by the Employer on its payroll records are not Employees even if a court
or administrative agency determines that such individuals are common law employees and not
independent contractors. The term “Employee” shall not include anyone classified on the
Employer’s records as an independent contractor, agent, leased employee, contract employee, or
similar classification, regardless of a determination by a governmental agency that any such person
is or was a common law employee of an Employer. For purposes of this definition, (a) a “leased
employee” means any person, regardless of whether or not he is a “leased employee™ as defined in
Section 414(n)(2) of the Code, whose services are supplied by an employment, leasing, or temporary
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service agency and who is paid by or through an agency or third-party, and (b) an “independent
contractor” means any person rendering service to the Employer and whom the Employer treats as
an independent contractor by reporting payments for the person’s services on IRS Form 1099 (or its
successor), regardless of whether any agency (governmental or otherwise) or court concludes that
the person is, or was, a common law employee of the Employer even if such determination has a
retroactive effect.

Furthermore, notwithstanding anything to the contrary in a Welfare Program Document, the
following categories of individuals shall not be considered “Employees” for any purposes of the Plan:

@) Union Employees. Employees who are included in a unit of employees
covered by a collective bargaining agreement between employee representatives and one or
more Employers, if (A) there is evidence that the type of benefits provided under the Plan
were the subject of good faith bargaining between the employee representatives and such
Employer and (B) the collective bargaining agreement does not require the Employer to cover
such employees under the Plan. For purposes of the preceding sentence, the term “employee
representatives” shall not include any organization more than one-half of the members of
which are employees who are owners, officers or executives of the Employer.

(b) Part-time/Temporary/Seasonal/As-needed Employees. As-needed employees,
part-time employees, temporary employees, seasonal employees, or interns (which
individually or collectively may be referred to by the Employer as “casual” employees),
defined as follows:

(1) A “part-time employee” is an employee who is regularly scheduled to
work for an Employer for less than 30 Hours of Service per week (or less than 130
Hours of Service per month).

(2) A “seasonal employee” is an employee hired into a position with an
Employer for which the customary annual employment is six months or less during
the same part of the year, such as fall, spring, or summer. A seasonal employee’s
employment pertains to a certain season or period of the year which, by nature, may
not be continuous or carried on throughout the year. Seasonal employees include, but
are not limited to, summer interns.

3) A “temporary employee” is an employee who is hired to perform
services for an Employer for a period which, as of the employee’s start date, is not
expected to exceed nine months, as determined by the Employer.

(4)  An “as-needed employee” is an employee who do not have regular or
systematic hours of work or an expectation of continuing work. A typical as-needed
employee is employed on a daily basis when the need arises.

(c) Other: Individuals paid for their work for the Employer through the payroll of
the West Gulf Maritime Association, individuals who perform work for the Employer as
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members of Local 24, 28, or 1351 of the International Longshoreman’s Association (ILA),
and co-op workers.

1.19 Employer means the Plan Sponsor, or any of its Affiliates which have adopted the
Plan with the consent of the Plan Sponsor. As of the Effective Date, the Plan Sponsor is the only
Employer which has adopted and is participating in the Plan.

1.20 Full Disability Period means the time period from a Participant’s Disability
Commencement Date until the earliest of (a) the Participant’s Disability Recovery Date, (b) the date
the Participant returns to active duty with the Employer, (c) the date the Participant attains age 65, or
(d) the Participant’s Disability Retirement Eligibility Date.

1.21  Fully-Insured Program means each Welfare Program that is fully-insured with an
insurance carrier. The Fully-Insured Programs of the Plan are listed in Appendix A to this SPD.

1.22 HIPAA means the Health Insurance Portability and Accountability Act of 1996, as
amended.

1.23  Hour of Service means (a) each hour for which an Employee is directly or indirectly
compensated or entitled to compensation by the Employer for the performance of duties (these hours
will be credited to the Employee for the computation period in which the duties are performed); (b)
each hour for which an Employee is directly or indirectly compensated or entitled to compensation
by the Employer (irrespective of whether the employment relationship has terminated) for reasons
other than performance of duties (such as vacation, holidays, sickness, jury duty, disability, lay-off,
military duty or leave of absence) during the applicable computation period; (c) each hour for which
back pay is awarded or agreed to by the Employer without regard to mitigation of damages (these
hours will be credited to the Employee for the computation period or periods to which the award or
agreement pertains rather than the computation period in which the award, agreement or payment is
made). The same Hours of Service shall not be credited both under clause (a) or (b), as the case may
be, and under clause (c).

Notwithstanding clause (b) in the immediately preceding paragraph, (1) no more than
501 Hours of Service are required to be credited to an Employee on account of any single continuous
period during which the Employee performs no duties (whether or not such period occurs in a single
computation period); (2) an hour for which an Employee is directly or indirectly paid, or entitled to
payment, on account of a period during which no duties are performed is not required to be credited
to the Employee if such payment is made or due under a plan maintained solely for the purpose of
complying with applicable worker’s compensation, or unemployment compensation or disability
insurance laws; and (3) Hours of Service are not required to be credited for a payment which solely
reimburses an Employee for medical or medically related expenses incurred by the Employee.

For purposes of clause (b) in the first paragraph of this Section 1.23, a payment shall be
deemed to be made by or due from the Employer regardless of whether (a) such payment is made by
or due from the Employer directly, or indirectly through, among others, a trust fund, or insurer, to
which the Employer contributes or pays premiums, and (b) contributions made or due to the trust
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fund, insurer, or other entity are for the benefit of particular Employees or are on behalf of a group
of Employees.

1.24 LTD Plan means the long term disability insurance plan maintained by the Employer
for its Employees, as it may be amended from time to time.

1.25 Medicare-Eligible Participant means a Participant who has met the requirements for
eligibility for coverage under Parts A and B of Medicare on the basis of either (a) attainment of age
sixty-five (65) or (b) such individual’s disability, regardless of whether such individual is actually
enrolled in Medicare Part A or B.

1.26 1-Year Break in Service means a Period of Severance of at least 365 consecutive
days. Solely for the purpose of determining whether a Participant has incurred a 1-Year Break in
Service, Hours of Service shall be recognized for “authorized leaves of absence” and “maternity and
paternity leaves of absence,” as such terms are defined in the following definitions:

@) “An authorized leave of absence” means an unpaid, temporary cessation from
active employment with the Employer by an Employee pursuant to an established
nondiscriminatory policy, whether occasioned by illness, military service, or any other
reason.

(b) A “maternity or paternity leave of absence” means an absence from work for
any period by reason of the Employee’s pregnancy, birth of the Employee’s child, placement
of a child with the Employee in connection with the adoption of such child, or any absence
for the purpose of caring for such child for a period immediately following such birth or
placement. For this purpose, Hours of Service shall be credited for the computation period in
which the absence from work begins, only if credit therefore is necessary to prevent the
Employee from incurring a 1-Year Break in Service or, in any other case, in the immediately
following computation period. The Hours of Service credited for a “maternity or paternity
leave of absence” shall be those that would normally have been credited but for such absence
or, inany case in which the Administrator is unable to determine how such hours are normally
credited, eight (8) Hours of Service per day. The total Hours of Service required to be credited
for a “maternity or paternity leave of absence” shall not exceed the number of Hours of
Service needed to prevent the Employee from incurring a 1-Year Break in Service.

1.27 Participant means a Retiree of the Employer who (a) meets the requirements for
eligibility as set forth in Article 11l and (b) properly enrolls for coverage under the Plan. The term
“Participant” also includes any Dependent of a person specified in the immediately preceding
sentence who is properly enrolled for coverage under the Plan. A person will cease to be a Participant
when he no longer meets the requirements for eligibility as set forth in applicable provisions of the
Plan.

1.28 Participant Contribution means the contribution required to be paid by a Participant,
if any, as determined under each Welfare Program. The term “Participant Contribution” thus
includes, but is not limited to, contributions used for the provision of benefits under a self-funded
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arrangement of the Plan Sponsor or an Employer, as well as contributions used to purchase coverage
under the Policies.

1.29 Period of Service means the elapsed time method service measurement period. A
Period of Service is the aggregate of all periods commencing with the Employee’s first day of
employment or reemployment with the Employer and ending on the date that a 1-Year Break in
Service begins. The first day of employment or reemployment is the first day that the Employee
performs an Hour of Service. An Employee will also receive credit for any Period of Severance of
less than twelve (12) consecutive months. The following periods shall be disregarded in determining
a Participant’s Period of Service for purposes of determining eligibility for benefits under this Plan:

@ Service while the Employee did not satisfy the definition of “Employee”;

(b) Except as provided in Section 3.1(d), service for which the Employee was not
entitled to compensation; and

(© Service prior to the date on which the Employee incurred five (5) consecutive
1-Year Breaks in Service, if the Employee’s Period of Service on such date is less than five
(5) years.

1.30 PHSA means the Public Health Service Act of 1944, as amended.

1.31 Plan means the Port of Houston Authority OPEB Plan, which consists of (a) the Plan
Document, (b) the insurance policies set forth in the Policy Appendix to the Plan Document and
incorporated therein by reference, (c) this SPD (including all appendices attached hereto), and
(d) each Welfare Program Document incorporated herein by reference, as all such documents may
be modified, amended, supplemented or superseded from time to time. The Plan Document, Policies,
SPD and Welfare Program Documents are incorporated by reference and collectively contain all the
terms and provisions of the Plan and together constitute the entire Plan.

1.32 Plan Document means the wrap-around Plan document (including all appendices
attached thereto), as may be amended from time to time, into which the Policies, this SPD document,
and the Welfare Program Documents are incorporated by reference to together form the Plan.

1.33 Plan Administrator means the person or entity which has the authority and
responsibility, as exercised in its discretion, to manage and direct the operation of the Plan. The Plan
Administrator may assign or delegate duties to third parties, such as the Claims Administrator or the
Claims Fiduciary, under the terms of either the Plan or any Welfare Program, or by means of a
separate written agreement. The Plan Sponsor shall be the “Plan Administrator” of the Plan.

1.34 Plan Sponsor means the Port of Houston Authority of Harris County, Texas, or its
successor in interest.

1.35 Plan Year means each twelve (12) month calendar year commencing January 1st and
ending on December 31st.
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1.36  Policy means a group insurance policy or contract issued by an insurance carrier to
the Plan Sponsor (or another Employer), pursuant to which employee welfare benefits under the Plan
are provided to Participants, including any amendments, endorsements or riders thereto and which is
incorporated, in its entirety, into the Plan document by reference. The Policies are listed in the Policy
Appendix attached to the Plan Document.

1.37 Pre-10/24/17 LTD Employee means an Employee who became Totally and
Permanently Disabled before October 24, 2017.

1.38 Post-10/23/17 LTD Employee means an Employee who became Totally and
Permanently Disabled on or after October 24, 2017.

1.39 Retiree means an Employee who has retired in good standing from employment with
the Employer. The term “Retiree” shall also include a Pre-10/24/17 LTD Employee who is receiving
medical coverage under the Plan pursuant to Section 3.1(d)(1). However, until the Pre-10/24/17 LTD
Employee actually retires (i.e., first commences to receive a distribution of benefits under the Defined
Benefit Plan or the Defined Contribution Plan), such designation as a “Retiree” shall be for purposes
of the medical Welfare Programs under the Plan only.

1.40 SPD means this Summary Plan Description document, including all appendices
attached hereto, and each Welfare Program Document incorporated herein by reference, as all such
documents may be modified, amended, supplemented or superseded from time to time, and all of
which are incorporated into the Plan by reference and together contain the entire terms and provisions
of the Plan.

1.41 Spouse means a Retiree’s spouse as defined under the terms of the respective Welfare
Program.

1.42 Total and Permanent Disability or Totally and Permanently Disabled means a
physical or mental condition for which (a) the Employee is eligible to receive benefits under the LTD
Plan, or (b) if the Employee is not covered under the LTD Plan for any reason, if he is eligible to
receive disability benefits under the Social Security Act.

1.43  Trust means all assets held by a Trustee pursuant to a Trust Agreement and the terms
of the Plan.

1.44  Trust Agreement means a trust agreement with the Trustee which the Plan Sponsor
may establish, be a party to, or amend from time to time, containing such provisions as it deems
necessary or desirable in order to carry the provisions of the Plan into effect.

1.45 Trustee means the individuals or banking institution which shall accept the
appointment to execute the duties of Trustee as set forth in the Plan and Trust Agreement. The
Trustee is designated in Appendix C of this SPD.

1.46  Welfare Program means a program of benefits that is offered by an Employer under
the Plan to provide group health or other welfare benefits coverage to eligible individuals. The
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Welfare Programs are incorporated into this SPD which, in turn, is incorporated into the Plan. Each
Welfare Program under the Plan is identified in Appendix A of this SPD. The Plan Sponsor may add
or delete a Welfare Program from the Plan by amending Appendix A without the need for a formal
amendment to the Plan.

1.47 Welfare Program Document means a written arrangement, including (a) a benefits
booklet, summary of coverage, plan document or summary plan description, including any
amendments, riders or attachments thereto, (b) an insurance contract between an Employer and an
insurance company, health maintenance organization (HMO), administrative service organization
(ASO) or other organization to provide certain group health benefits, including any amendments,
endorsements or riders thereto, or (c) a certificate of coverage, schedule of benefits, notice or other
instrument under which a Welfare Program is established, operated or maintained. Each of the
documents referenced in items (a), (b) and (c) (above) is attached to this SPD as part of Appendix B
and which is incorporated, in its entirety, herein by reference. A Welfare Program Document (or any
portion thereof) will not, in and of itself, constitute either the written “Plan document” or the
“Summary Plan Description” of the Plan, notwithstanding any references in any Welfare Program
Document to the contrary; provided, however, each Welfare Program Document does contain certain
of the terms and provisions of the Plan. Any reference to a Welfare Program Document also refers
to any amendment, rider, exhibit or attachment thereto.

ARTICLE II.
INTERPRETATION

Notwithstanding any reference in a Welfare Program Document that such Welfare Program
Document, in and of itself (or any portion thereof), constitutes a “summary plan description” of the
Plan, the official SPD consists of this document (including all appendices attached hereto) and the
Welfare Program Documents incorporated herein by reference. If any term or provision of this SPD
document conflicts with a term or provision of a Welfare Program Document, the term or provision
of this SPD document will control unless specifically stated otherwise herein. Further, if a term or
provision of this SPD document conflicts with any term or provision of the Plan Document, then the
term or provision of the Plan Document will control and govern.

Notwithstanding the foregoing, if there is a conflict between a term or provision of the Plan
Document, a Policy, a Welfare Program Document or this SPD, and such conflict involves a term or
provision required by the Code or other controlling law, on the one hand, and a term or provision not
so required on the other, the term or provision required by controlling law will control and govern.
This determination will be made by the Plan Administrator in the exercise of its discretion. The
terms and provisions of this SPD shall not enlarge the rights of a Participant, Dependent, or
Beneficiary to any benefit available under a Welfare Program.

The terms and provisions of the Plan include the terms and provisions of the Plan Document,

the Policies listed in the Policy Appendix to the Plan Document, the SPD, and the Welfare Program
Documents.
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ARTICLE III.
ELIGIBILITY AND PARTICIPATION

3.1  Eligibility.

@ Pre-1/1/2010 Hires Who Are Eligible for Defined Benefit Plan. With respect
to a Defined Benefit Eligible Employee who is hired by the Employer before January 1, 2010,
a Retiree (and his eligible Dependents) will be eligible to participate in the Plan if, as of the
day he ceased to be an Employee, the Retiree satisfied at least one of the following:

1) the Retiree had attained age 62 and completed a Period of Service of
at least one year;

(2 the Retiree had attained age 55 with at least 85 points (i.e., the sum of
the Retiree’s age and Period of Service totaled at least 85); or

3) the Retiree had completed a Period of Service of at least 30 years.

(b) Post-12/31/2009 Hires Who Are Eligible for Defined Benefit Plan. With
respect to a Defined Benefit Eligible Employee who is hired by the Employer on or after
January 1, 2010, a Retiree (and his eligible Dependents) will be eligible to participate in the
Plan if, as of day he ceased to be an Employee, the Retiree satisfied at least one of the
following:

Q) the Retiree had attained age 62 and completed a Period of Service of
at least 12 years;

(2 the Retiree had attained age 55 with at least 85 points (i.e., the sum of
the Retiree’s age and Period of Service totaled at least 85), provided that the Retiree
had completed a Period of Service of at least 12 years; or

3) the Retiree had completed a Period of Service of at least 30 years.

(© Hires Who Are Eligible for Defined Contribution Plan. With respect to a
Defined Contribution Eligible Employee who is hired by the Employer, a Retiree (and his
eligible Dependents) will be eligible to participate in the Plan if, as of day he ceased to be an
Employee, the Retiree satisfied at least one of the following:

Q) the Retiree had attained age 62 and completed a Period of Service of
at least 12 years;

2 the Retiree had attained age 55 with at least 85 points (i.e., the sum of
the Retiree’s age and Period of Service totaled at least 85), provided that the Retiree
had completed a Period of Service of at least 12 years; or

3) the Retiree had completed a Period of Service of at least 30 years.
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(d) Disabled Employees.

1) Disabled Prior to October 24, 2017. A Pre-10/24/17 LTD Employee
will be eligible for medical coverage under this Plan if he remains Totally and
Permanently Disabled until such time as he has met the age and service requirements
set forth in subsections (a), (b), or (c) of this Section 3.1, as applicable. In making
such eligibility determination, the Pre-10/24/17 LTD Employee’s Full Disability
Period shall be credited as a Period of Service. If a Pre-10/24/17 LTD Employee
returns to active service with the Employer after his Disability Recovery Date, then
such person’s Full Disability Period shall be credited as a Period of Service for
purposes of determining his eligibility under the Plan (i.e., following his later
termination from employment).

A Pre-10/24/17 LTD Employee will become eligible for life insurance
coverage under this Plan as of the date on which he first commences to receive a
distribution of benefits under the Defined Benefit Plan or the Defined Contribution
Plan, provided that he has met the age and service requirements set forth in
subsections (a), (b), or (c) of this Section 3.1, as applicable, as of such date. In making
such eligibility determination, the Pre-10/24/17 LTD Employee’s Full Disability
Period shall be credited as a Period of Service.

2 Disabled On or After October 24, 2017. A Post-10/23/17 LTD
Employee will be eligible to participate in the Plan if he has met the age and service
requirements set forth in subsections (a), (b), or (c) of this Section 3.1, as applicable,
on or before his Disability Termination Date. In making such eligibility
determination, the Post-10/23/17 LTD Employee’s Disability Absence shall be
credited as a Period of Service. If a Post-10/23/17 LTD Employee returns to active
service with the Employer after his Disability Recovery Date (regardless of whether
such date is before or after his Disability Termination Date), then such person’s
Disability Absence shall be credited as a Period of Service for purposes of determining
his eligibility under the Plan (i.e., following his later termination from employment).

3) Exception for Fraud. Notwithstanding the general rules set forth in
paragraphs (1) and (2) above of this Section 3.1(d), the Plan Administrator reserves
the right to disregard any portion of an individual’s Total and Permanent Disability
which would otherwise be credited as a Period of Service under such rules, in the
event that the Plan Administrator determines, in its sole discretion and to its
reasonable satisfaction, that the individual fraudulently obtained any disability
benefits from the LTD Plan or the Social Security Administration. For example, the
Plan Administrator may disregard credit for any time period during which the
individual knew or should have known that the individual did not satisfy the definition
of disability or the requirements for receiving disability benefits established by the
LTD Plan or Social Security Administration.

(e) Dependent Eligibility.
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1) General. In order for a Retiree’s Dependent to be eligible for coverage
under the Plan, such Dependent must have been eligible to be covered as a spouse or
other dependent under the Port of Houston Authority Group Insurance Plan or any
successor group health plan thereto (the “Active Plan”) on the Retiree’s date of
termination of employment. No individuals other than those described in the
immediately preceding sentence may be covered under the Plan as Dependents. For
example, if a Retiree gets divorced or his Spouse dies after the Retiree’s retirement
date, and then the Retiree remarries, his new spouse is not eligible for any coverage
under the Plan. The same principle applies to non-Spouse Dependents that a Retiree
may acquire for any reason after his date of retirement. In addition, if a Retiree’s
Dependent ceases to be such Retiree’s Dependent at any time after the Retiree’s date
of termination of employment with the Employer, such individual will remain
ineligible for any coverage under the Plan, even if the individual once again becomes
the Retiree’s Dependent. For example, if a Retiree gets divorced, and the Retiree later
remarries the same individual, his Spouse is not eligible for any coverage under the
Plan.

(2) Survivor Eligibility.

(A)  If a Retiree who is eligible for coverage under the Plan dies, the
deceased Retiree’s surviving Spouse who is otherwise eligible for coverage under
the Plan pursuant to subsection (e)(1) of this Section 3.1 shall continue to be
eligible for coverage under the Plan. A surviving non-Spouse Dependent of a
Retiree who is otherwise eligible for coverage under the Plan pursuant to
subsection (e)(1) of this Section 3.1 shall continue to be eligible for coverage
under the Plan until the later of (1) the date of the one-year anniversary of the
Retiree’s death (or at the end of the month containing the one-year anniversary
of the Retiree’s death, if so provided under the terms of the applicable Welfare
Program Document), (2) the date such surviving non-Spouse Dependent attains
age 18 (or at the end of the month containing the date the surviving non-Spouse
Dependent attains age 18, if so provided under the terms of the applicable
Welfare Program Document), or (3) the end of the day of June 30, 2019 (the
“Surviving Non-Spouse Dependent Ineligibility Date”).

(B)  If acurrent Employee has met the age and service requirements to
be eligible for coverage under the Plan pursuant to subsections (a), (b) or (c) of
this Section 3.1 at the time of his death (i.e., he would be eligible for coverage
but for the fact that he has not terminated employment with the Employer), the
deceased Employee’s surviving Dependents who were eligible to be enrolled in
the Active Plan as of the day preceding the Employee’s death shall be eligible for
coverage under the Plan (even if such surviving Dependents were not actually
enrolled in the Active Plan on the day preceding the Employee’s death);
provided, however, that any non-Spouse Dependent shall become ineligible for
coverage on the Surviving Non-Spouse Dependent Ineligibility Date.
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(C)  Except as specifically provided in this Section 3.1(e)(2), a
surviving Dependent’s eligibility for coverage shall be subject to the Plan’s
otherwise applicable provisions governing termination of coverage under the
Plan.

3 Substantiation. At any time, the Plan Administrator may require
acceptable proof that a Spouse or other claimed Dependent qualifies, or continues to
qualify, as a Dependent under the Plan. A Retiree or Dependent may be required to
reimburse the Plan for any benefits or reimbursements provided to an individual as a
Dependent at a time when he did not satisfy the Plan’s Dependent eligibility
requirements. The Plan may require a Retiree or Dependent to make such
reimbursement according to the provisions of Section 9.7 of this SPD.

Subject to the provisions of this Section 3.1, a Retiree or Dependent will be eligible to
participate in the Plan only if, and to the extent, the Retiree is eligible with respect to the particular
benefit in question under a Welfare Program, as determined by the Plan Administrator. The
applicable Welfare Program shall (a) designate the Dependents and Beneficiaries of a Retiree who
are eligible to receive benefits under the Plan and (b) set forth the criteria for coverage thereunder.

3.2 Enrollment.

A Retiree’s or Dependent’s enrollment in the Plan shall become effective as specified in the
applicable Welfare Program. The Plan Administrator may establish policies and procedures in
accordance with the Welfare Programs for the enrollment of Retirees (and/or their Dependents) under
the Plan. The Plan Administrator shall provide enroliment forms, either paper or electronic, that must
be completed by the prescribed deadline prior to commencement or reinstatement of coverage under
the Plan.

3.3  Termination of Participation.

A Participant will cease being a Participant in the Plan, and coverage under the Plan for the
Participant and his Dependents and Beneficiaries shall terminate, in accordance with the provisions
of the applicable Welfare Program.

Notwithstanding anything to the contrary contained herein or in a Welfare Program
Document, the Plan Administrator reserves the right to terminate or deny coverage under the Plan to
any individual who obtains or attempts to obtain benefits under the Plan or any other Employer
benefit plan in a fraudulent manner, as determined by the Plan Administrator in its sole discretion
and to its reasonable satisfaction. Examples of fraud that may result in termination or denial of an
individual’s coverage under the Plan include, but are not limited to, (a) the enroliment of an individual
who does not meet the Plan’s Dependent eligibility requirements, and (b) intentionally or negligently
providing false or misleading information to the Plan Administrator or its delegate. The Plan
Administrator further reserves the right to terminate or deny coverage under the Plan to any
individual who is determined to have engaged in gross misconduct in regard to the individual’s
relationship with Employer, including, but not limited to, actions threatening the safety of others,
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malicious use or theft of Employer property, falsification or forgery of documents, or unlawful
harassment or discrimination, as determined by the Plan Administrator in its sole discretion and to
its reasonable satisfaction.

3.4  Medicare and Non-Medicare Welfare Programs.

As set forth in Appendix C, the Employer offers Medicare Welfare Programs and Non-
Medicare Welfare Programs for medical and prescription drug coverage for Participants.

Medicare-Eligible Participants seeking to obtain medical or prescription drug coverage
through the Employer shall be required to enroll in a Medicare Welfare Program. Eligibility for each
Medicare Welfare Program is subject to the condition precedent that such Medicare-Eligible
Participant be enrolled in Medicare Parts A and B. Consequently, upon first becoming a Medicare-
Eligible Participant, such Participant must enroll in Medicare Parts A and B and a Medicare Welfare
Program within the enrollment period designated by the Centers for Medicare and Medicaid Services
(“CMS”) for such individual’s initial enrollment in a Medicare Advantage Plan, as described at
https://www.medicare.gov (the “Medicare Enrollment Window”). If, as of the date that an
individual becomes a Medicare-Eligible Participant such Participant has not yet enrolled in Medicare
Parts A and B, then, during such Medicare-Eligible Participant’s Medicare Enrollment Window, such
Participant may enroll or continue enrollment in a Non-Medicare Welfare Program, subject to any
enrollment and participation requirements specified in such Non-Medicare Welfare Program. Upon
expiration of the Medicare Enrollment Window, and for as long as an individual remains a Medicare-
Eligible Participant, such Medicare-Eligible Participant shall be ineligible to enroll or continue
enrollment in a Non-Medicare Welfare Program. If a Medicare-Eligible Participant fails to enroll in
a Medicare Welfare Program during his Medicare Enrollment Window, then he may only join a
Medicare Welfare Program during any annual or special enrollment period to the extent permitted
under (and subject to any enrollment and participation requirements of) such Medicare Welfare
Program.

The Employer shall have no liability to a Medicare-Eligible Participant under the Plan or
otherwise for any penalties or coverage gaps that may result from such individual’s failure to timely
enroll or to remain continuously enrolled in Medicare Parts A and B and a Medicare Welfare Program
after becoming a Medicare-Eligible Participant.

In accordance with procedures adopted by the Plan Administrator and communicated to
eligible Participants, the Employer will reimburse a Medicare-Eligible Participant who has yet to
reach age sixty-five (65) for such person’s Medicare Part B premiums that are incurred from the date
that such person enrolls in one of the Medicare Welfare Programs described in Appendix C until the
earlier of (a) the date he attains age sixty-five (65) or (b) the date he is no longer a Medicare-Eligible
Participant.

ARTICLE IV.
FUNDING
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Notwithstanding anything contained herein or in a Welfare Program Document to the
contrary, participation in the Plan by a Participant and the payment of Plan benefits will be
conditioned on such Participant Contributions towards the cost of coverage under the Plan at such
time and in such amounts as the Plan Administrator will establish from time to time. The Plan
Administrator will designate the applicable method by which the Participant must make any
Participant Contributions, and the Participant must consent in writing (including electronically, as
applicable) to such payment method to remain covered under the Plan. Nothing herein requires an
Employer or the Plan Administrator to contribute to or under the Plan, or to maintain any fund or
segregate any amount for the benefit of any Participant, Dependent or Beneficiary, except to the
extent specifically required under the terms of a Welfare Program. No Participant, Retiree,
Dependent, or Beneficiary will have any right to, or interest in, the assets of any Employer as the
result of coverage under the Plan until actually paid.

Benefits or premiums for the Plan will be provided through a trust, insurance contracts,
Policies or through the general assets of the Employer in accordance with the terms of the relevant
Welfare Program. An Employer will have no obligation, but will have the right, to insure or reinsure
or to purchase stop loss coverage, where applicable, with respect to any Welfare Program under the
Plan. To the extent that the Plan is provided through an Employer’s purchase of insurance, payment
of any benefits under such Welfare Program will be the sole responsibility of the insurer, and the
Employer will have no responsibility for such payment.

ARTICLE V.
BENEFITS

The actual terms and conditions of eligibility, coverage, exclusions, and limitations on
coverage, and the additional rules pertaining to the benefits of Participants under the Plan, are set
forth herein and in the Welfare Program Documents. Any maximum benefit amounts, deductibles,
copayments, out-of-pocket maximum amounts, and the reimbursement percentages for eligible
charges under the Plan are contained in the Welfare Program Documents, as they may be amended
from time to time. The Welfare Program Documents, as then currently in effect, are incorporated in
their entirety by reference into this SPD which, in turn, is incorporated by reference into the Plan.

ARTICLE VI.
CLAIMS PROCEDURES

A claim for benefits under a Welfare Program, or an appeal of any adverse benefit
determination under a Welfare Program, must be submitted in accordance with, and to the party
designated under, the terms of such Welfare Program.

ARTICLE VII.
AMENDMENT OR TERMINATION

The provisions of this Article V11 will govern and control amendment and termination of the
Plan, and will supersede any conflicting or inconsistent provisions set forth in a Welfare Program
Document.
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7.1 Right to Amend.

The Plan Sponsor, and any officer of the Plan Sponsor who is duly authorized by the Plan
Sponsor for this purpose, will each have the right, authority, and power to make, at any time, and
from time to time, any amendment to the Plan; provided, however, no amendment will prejudice any
claim under the Plan that was incurred but not paid prior to the effective date of the amendment,
unless the person or entity responsible for the amendment, as applicable, determines such amendment
IS necessary or desirable to comply with applicable law or is required under the particular Welfare
Program. Moreover, if the Plan is amended, a Participant’s right to receive coverage for expenses
incurred for supplies or services that were actually received or actually rendered on his behalf before
the effective date of such amendment will not be reduced or eliminated. However, an amendment
may reduce or eliminate a Participant’s right to receive coverage for expenses that are or will be
incurred for supplies or services that are received or rendered on or after the effective date of the
amendment, even if such supplies or services were approved or are part of a series of treatments or
services that began prior to such effective date.

7.2  Right to Terminate.

The Plan Sponsor will have the right, authority, power, and discretion to terminate the Plan
at any time, in whole or in part, without prior notice, to the extent deemed advisable in its discretion;
provided, however, such termination will not prejudice any claim under the Plan that was incurred
but not paid prior to the termination date unless the Plan Sponsor determines it is necessary or
desirable to comply with applicable law.

ARTICLE VIILI.
RIGHT OF SUBROGATION AND REIMBURSEMENT

The provisions of this Article VIII will govern and control the Plan’s rights to subrogation
and reimbursement, and will supersede any subrogation and reimbursement provisions set forth in
any Welfare Program Document (other than a Welfare Program Document for a Fully-Insured
Program) to the extent that such other provisions are more restrictive or limited regarding the rights
of the Plan than are these provisions. The Plan reserves all its subrogation and reimbursement rights,
at law and in equity, to the full extent not contrary to applicable law as determined by the Plan
Administrator.

The Plan Administrator may, in its discretion, designate a third party service provider or other
person or entity to exercise the rights described in this Article V111 on behalf of the Plan. In addition,
the Plan Administrator may, in its discretion and on a case-by-case basis, waive or limit any of the
subrogation and reimbursement rights set forth in this Article V111 on behalf of the Plan to the extent
deemed appropriate. Any such waiver or limitation in a particular case will not limit or diminish in
any way the Plan’s rights in any other instance or at any other time.

15
4830-5310-9328 v.22



8.1  Benefits Subject to this Provision

This Article VI will apply to all benefits provided under the Plan, except for those provided
under a Fully-Insured Program. For purposes of this Article VIII, certain terms are defined as
follows:

@) “Recovery” means any and all monies and property paid by a Third Party to
(1) the Participant, (2) the Participant’s attorney, assign, legal representative, or Beneficiary,
(3) a trust of which the Participant is a beneficiary, or (4) any other person or entity on behalf
of the Participant, by way of judgment, settlement, compromise or otherwise (no matter how
those monies or property may be characterized, designated or allocated and irrespective of
whether a finding of fault is made as to the Third Party) to compensate for any losses or
damages caused by, resulting from, or in connection with, the injury or illness.

(b) “Reimbursement” means repayment to the Plan for medical or other benefits
that it has paid to or on behalf of the Participant toward care and treatment of the injury or
iliness and for the expenses incurred by the Plan in collecting this amount, including the
Plan’s equitable rights to recovery.

(© “Subrogation” means the Plan’s right to pursue the Participant’s claims
against a Third Party for any or all medical or other benefits or charges paid by the Plan.

(d) “Third Party” means any individual or entity, other than the Plan, who is or
may be liable, or legally or equitably responsible, to pay expenses, compensation or damages
in connection with a Participant’s injury or illness. The term “Third Party” may include the
party or parties who caused the injury or illness; the insurer, guarantor or other indemnifier
or indemnitor of the party or parties who caused the injury or illness; a Participant’s own
insurer, such as an uninsured, underinsured, medical payments, no-fault, homeowner’s,
renter’s or any other liability insurer; a workers’ compensation insurer; and any other
individual or entity that is or may be liable or legally or equitably responsible for
Reimbursement or payment in connection with the injury or illness.

8.2  When this Provision Applies

A Participant may incur medical or other charges related to any injury or illness caused by
the act or omission of a Third Party. Consequently, such Third Party may be liable, or legally or
equitably responsible, for payment of charges incurred in connection with the injury or illness. If so,
the Participant may have a claim against that Third Party for payment of the medical or other charges.
In that event, the Plan will be secondary payer, not primary, and the Plan will be Subrogated to all
rights the Participant may have against that Third Party.

Furthermore, the Plan will have a right of first and primary Reimbursement enforceable by
an equitable lien against any Recovery paid by the Third Party. The equitable lien will be equal to
100% of the amount of benefits paid by the Plan for the Participant’s injury or illness and expenses
incurred by the Plan in enforcing the provisions of this Article VIII (including, without limitation,
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attorneys’ fees and costs of suit, and without regard to the outcome of such an action), regardless of
whether or not the Participant has been made whole by the Third Party. This equitable lien will attach
to the Recovery regardless of whether (a) the Participant receives the Recovery or (b) the
Participant’s attorney, a trust of which the Participant is a beneficiary, or other person or entity
receives the Recovery on behalf of the Participant. This right of Reimbursement enforceable by an
equitable lien is intended to entitle the Plan to equitable relief under applicable law, and will be
construed accordingly.

As a condition to receiving benefits under the Plan, the Participant hereby agrees to
immediately notify the Plan Administrator, in writing, of whatever benefits are payable under the
Plan that arise out of any injury or illness that provides, or may provide, the Plan with Subrogation
and/or Reimbursement rights under this Article VIII.

The Plan’s equitable lien supersedes any right that the Participant may have to be “made
whole.” In other words, the Plan is entitled to the right of first Reimbursement out of any Recovery
the Participant procures, or may be entitled to procure, regardless of whether the Participant has
received compensation for any or all of his damages or expenses, including any of his attorneys’ fees
or costs. Additionally, the Plan’s right of first and primary Reimbursement will not be reduced for
any reason, including attorneys’ fees, costs, comparative negligence, limits of collectability or
responsibility, or otherwise. The Plan is not responsible for a Participant’s legal fees and costs, is
not required to share in any way for any payment of such fees and costs, and its equitable lien will
not be reduced by any such fees and costs. As a condition to coverage and receiving benefits under
the Plan, the Participant agrees that acceptance of benefits, as well as participation in the Plan, is
constructive notice of the provisions of this Article V111, and Participant hereby automatically grants
an equitable lien to the Plan to be imposed upon and against all rights of Recovery with respect to
Third Parties, as described above.

In addition to the foregoing, the Participant:

@ Authorizes the Plan to sue, compromise and settle in the Participant’s name to
the extent of the amount of medical or other benefits paid for the injury or illness under the
Plan and the expenses incurred by the Plan in collecting this amount, and assigns to the Plan
the Participant’s rights to Recovery when the provisions of this Article V111 apply;

(b) Must notify the Plan in writing of any proposed settlement and obtain the
Plan’s written consent before signing any release or agreeing to any settlement; and

(© Must cooperate fully with the Plan in its exercise of its rights under this Article
VI, do nothing that would interfere with or diminish those rights, and furnish any
information as required by the Plan to exercise or enforce its rights hereunder.

Furthermore, the Plan Administrator reserves the absolute right and discretion to
require a Participant who may have a claim against a Third Party for payment of medical or
other charges that were paid, or are payable, by the Plan to execute and deliver a Subrogation
and Reimbursement agreement acceptable to the Plan Administrator (including execution and
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delivery of a Subrogation and Reimbursement agreement by any parent or guardian on behalf
of a covered Dependent, even if such Dependent is of majority age) and, subject to Section
8.5, that acknowledges and affirms: (1) the conditional nature of medical or other benefits
payments which are subject to Reimbursement and (2) the Plan’s rights of full Subrogation
and Reimbursement, as provided in this Article VIII (“S&R Agreement”).

When a right of Recovery exists, and as a condition to any payment by the Plan
(including payment of future benefits for the same or other illnesses or injuries), the
Participant will execute and deliver all required instruments and papers, including any S&R
Agreement provided by the Plan, as well as doing and providing whatever else is needed, to
secure the Plan’s rights of Subrogation and Reimbursement, before any medical or other
benefits will be paid by the Plan for the injury or illness. The Plan may file a copy of an S&R
Agreement signed by the Participant and his attorney (and if applicable, signed by the parent
or guardian on behalf of the covered Dependent) with such other entities, or the Plan may
notify any other parties of the existence of Plan’s equitable lien; provided, the Plan’s rights
will not be diminished if it fails to do so.

To the extent the Plan requires execution of an S&R Agreement by a Participant (and
his attorney, as applicable), a Participant’s claim for any medical or other benefits for any
injury or illness will be incomplete until an executed S&R Agreement is submitted to the Plan
Administrator. Such S&R Agreement must be submitted to the Plan Administrator within
the timeframe applicable to the particular type of benefits claimed by the Participant, as
specified in the Plan’s claims procedures. Any failure to timely submit the required S&R
Agreement in accordance with the Plan’s claims procedures will constitute the basis for denial
of the Participant’s claim for benefits for the injury or illness, and will be subject to the Plan’s
claims appeal procedures.

The Plan Administrator may determine, in its sole discretion, that it is in the Plan’s
best interests to pay medical or other benefits for the injury or illness before an S&R
Agreement and other papers are signed and actions taken (for example, to obtain a prompt
payment discount); however, in that event, any payment by the Plan of such benefits prior to
or without obtaining a signed S&R Agreement or other papers will not operate as a waiver of
any of the Plan’s Subrogation and Reimbursement rights and the Plan still will be entitled to
Subrogation and Reimbursement. In addition, the Participant will do nothing to prejudice the
Plan’s right to Subrogation and Reimbursement, and hereby acknowledges that participation
in the Plan precludes operation of the “made-whole” and “common-fund” doctrines. A
Participant who receives any Recovery has an absolute obligation to immediately tender the
Recovery (to the extent of 100% of the amount of benefits paid by the Plan for the
Participant’s injury or illness and expenses incurred by the Plan in enforcing the provisions
of this Article VIII, including attorneys’ fees and costs of suit, regardless of an action’s
outcome) to the Plan under the terms of this Article VIII. A Participant who receives any
such Recovery and does not immediately tender the Recovery to the Plan will be deemed to
hold such Recovery in constructive trust for the Plan because the Participant is not the rightful
owner of such Recovery to the extent the Plan has not been fully reimbursed. By participating
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in the Plan, or receiving benefits under the Plan, the Participant automatically agrees, without
further notice, to all the terms and conditions of this Article VIl and any S&R Agreement.

The Plan Administrator has maximum discretion to interpret the terms of this
Article V111 and to make changes in its interpretation as it deems necessary or appropriate.

8.3  Amount Subject to Subrogation or Reimbursement

Any amounts Recovered will be subject to Subrogation or Reimbursement, even if the
payment the Participant receives is for, or is described as being for, damages other than medical
expenses or other benefits paid, provided or covered by the Plan. This means that any Recovery will
be automatically deemed to first cover the Reimbursement, and will not be allocated to or designated
as reimbursement for any other costs or damages the Participant may have incurred, until the Plan is
reimbursed in full and otherwise made whole. In no case will the amount subject to Subrogation or
Reimbursement exceed the amount of medical or other benefits paid for the injury or illness under
the Plan and the expenses incurred by the Plan in collecting this amount. The Plan has a right to
recover in full, without reduction for attorneys’ fees, costs, comparative negligence, limits of
collectability or responsibility, or otherwise, even if the Participant does not receive full
compensation for all of his charges and expenses.

8.4  When Recovery Includes the Cost of Past or Future Expenses

In certain circumstances, a Participant may receive a Recovery that includes amounts
intended to be compensation for past and/or future expenses for treatment of the illness or injury that
is the subject of the Recovery. The Plan will not cover any expenses for which compensation was
provided through a previous Recovery. This exclusion will apply to the full extent of such Recovery
or the amount of the expenses submitted to the Plan for payment, whichever is less. Participation in
the Plan also precludes operation of the “made-whole” and “common-fund” doctrines in applying the
provisions of this Article VIII.

It is the responsibility of the Participant to inform the Plan Administrator when expenses
incurred are related to an illness or injury for which a Recovery has been made. Acceptance of
benefits under the Plan for which the Participant has already received a Recovery will be considered
fraud, and the Participant will be subject to any sanctions determined by the Plan Administrator, in
its sole discretion, to be appropriate. The Participant is required to submit full and complete
documentation of any such Recovery in order for the Plan to consider eligible expenses that exceed
the Recovery.

8.5  When a Participant Retains an Attorney

If the Participant retains an attorney, the Plan will not pay any portion of the Participant’s
attorneys’ fees and costs associated with the Recovery, nor will it reduce its Reimbursement pro-rata
for the payment of the Participant’s attorneys’ fees and costs. Attorneys’ fees will be payable from
the Recovery only after the Plan has received full Reimbursement.
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The Plan Administrator reserves the absolute right and discretion to require the Participant’s
attorney to sign an S&R Agreement as a condition to any payment of benefits under the Plan and as
a condition to any payment of future benefits under the Plan for the same or other illnesses or injuries.
Additionally, pursuant to such S&R Agreement, the Participant’s attorney must acknowledge and
consent to the fact that the “made-whole” and “common fund” doctrines are inoperable under the
Plan, and the attorney must agree not to assert either doctrine in his pursuit of Recovery.

Any Recovery paid to the Participant’s attorney will be subject to the Plan’s equitable lien,
and thus an attorney who receives any Recovery has an absolute obligation to immediately tender
the Recovery (to the extent of 100% of the amount paid by the Plan for the Participant’s injury or
illness and expenses incurred by the Plan in enforcing the provisions of this Article VIII, including
attorneys’ fees and costs of suit regardless of an action’s outcome) to the Plan under the terms of this
Article VIII. A Participant’s attorney who receives any such Recovery and does not immediately
tender the recovery to the Plan will be deemed to hold the Recovery in constructive trust for the Plan
because neither the Participant nor his attorney is the rightful owner of the Recovery to the extent the
Plan has not received full Reimbursement.

8.6  When the Participant is a Minor, is Deceased, is a COBRA Qualified Beneficiary
or is a Dependent

The provisions of this Article VIII apply to the parents, trustee, guardian or other
representatives of a minor Participant and to the heirs or personal representatives of the estate of a
deceased Participant, regardless of applicable law and whether or not the representative has access
to or control of the Recovery. For purposes of this Article VIII, the term “Participant” will also
include a COBRA Qualified Beneficiary (as defined in Section 10.1) who has elected COBRA
Continuation Coverage under the Plan. If a covered Dependent is the Participant whose benefits
under the Plan are subject to the Plan’s Subrogation and Reimbursement rights, the covered Eligible
Retiree who enrolled such Dependent under the Plan will also be required to execute the S&R
Agreement, upon request, even if the Dependent is not a minor (e.g., a full time post-secondary
student) and, in such event, the Eligible Retiree will be liable for any breach of this Article VIl by
the Eligible Retiree or by such Dependent.

8.7  When a Participant Does Not Comply

When a Participant does not comply with the provisions of this Article VIII, the Plan
Administrator will have the power and authority, in its sole discretion, to (1) deny payment of any
claims for benefits by or on behalf of the Participant and (2) deny or reduce future benefits payable
(including payment of future benefits for the same or other injuries or illnesses) under the Plan by
the amount due as Reimbursement to the Plan. The Plan Administrator may also, in its sole
discretion, deny or reduce future benefits (including future benefits for the same or other injuries or
illnesses) under any other group benefits plan maintained by the Plan Sponsor. The reductions will
equal the amount of the required Reimbursement. If the Plan must bring an action against a
Participant to enforce the provisions of this Article VI1II, the Participant will be obligated to pay the
Plan’s attorneys’ fees and costs regardless of the action’s outcome.
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ARTICLE IX.
ADMINISTRATION

9.1  Allocation of Authority.

The Plan Administrator will control and manage the operation and administration of the Plan,
except to the extent such duties have been delegated to other persons or entities as provided in the
Plan or this SPD. Any decisions made by the Plan Administrator or Claims Fiduciary (or any other
person or entity delegated authority by the Plan Administrator or Claims Fiduciary, as applicable, to
determine benefits in accordance with the Plan) will be final and conclusive on all Participants, and
all other persons and entities, subject only to the claims appeal provisions of the Plan. Neither the
Plan Administrator nor any Employee will receive any compensation from the Plan with respect to
services provided under the Plan, except an Employee may be entitled to benefits hereunder.

9.2 Powers and Duties of Plan Administrator.

The Plan Administrator (as well as the Claims Fiduciary, but only with respect to reviewing
and making decisions regarding claims under a Welfare Program) will each have such powers as may
be necessary to discharge its duties hereunder, including, but not by way of limitation, the following:

@ to have final discretionary authority to (1) administer, enforce, construe, and
construct the Plan, including the Welfare Program Documents, (2) make decisions relating to
all questions of eligibility to participate, and (3) make a determination of benefits including
without limitation, reconciling any inconsistency, correcting any defect, supplying any
omission, and making all findings of fact;

(b) to prescribe procedures to be followed by Participants filing applications for
benefits;

(©) to prepare and distribute, in such manner as the Plan Administrator determines
to be appropriate, any information that explains the Plan and benefits thereunder;

(d) to receive from the Employer and from Participants such information as
deemed to be necessary or appropriate for the proper administration of the Plan;

(e to furnish the Employer and the Participants such annual reports with respect
to the administration of the Plan as deemed to be necessary or appropriate;

()] to receive, review and keep on file (as it deems necessary) reports of benefit
payments by the Employer and reports of disbursements for expenses;

(9) to exercise such authority and responsibility as it deems to be necessary or
appropriate in order to comply with the terms of the Plan relating to the records of
Participants, including, without limitation, an examination at the Employer’s expense of the
records of the Plan to be made by such attorneys, accountants, auditors, or other agents as it
may select, in its discretion, for that purpose; and
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(h)  to appoint persons or entities to assist in the administration as it deems to be
advisable in its discretion; and the Plan Administrator may delegate thereto any power or duty
imposed upon or granted to it under the Plan.

If, due to errors in drafting, any Plan provision does not accurately reflect its intended
meaning, as demonstrated by prior interpretations or other evidence of intent, or as determined by
the Plan Administrator in its sole and exclusive judgment, the provision will be considered
ambiguous and will be interpreted by the Plan Administrator (or the Claims Fiduciary if applicable)
in a fashion consistent with its intent, as determined by the Plan Administrator (or the Claims
Fiduciary if applicable). The Plan may be amended retroactively to cure any such ambiguity,
notwithstanding anything in the Plan to the contrary.

The Plan Administrator (or Claims Fiduciary if applicable) may rely upon the direction or
information from a Participant relating to such Participant’s entitlement to benefits hereunder as
being proper under the Plan, and will not be responsible for any act or failure to act. Neither the Plan
Administrator nor the Employer makes any guarantee to any Retiree in any manner for any loss or
damage that may result from the Retiree’s participation in the Plan.

All decisions, interpretations, determinations, and actions in the exercise of the powers and
duties described in this Section will be final and conclusive on all interested persons and entities
subject only to the claims appeal provisions of the Plan. Benefits under the Plan will be paid only if
the Plan Administrator (or Claims Fiduciary if applicable) determines in its discretion that the
Participant is entitled to them.

9.3  Delegation by the Plan Administrator.

The Plan Administrator may delegate to other persons or entities any of the administrative
functions relating to the Plan, together with all powers necessary to enable its designee(s) to properly
carry out such duties hereunder, including, without limitation, delegation to the Claims
Administrator, the Claims Fiduciary and the Disclosure Administrator. The Plan Administrator may
employ such counsel, accountants, Claims Administrators, Claims Fiduciaries, consultants, actuaries,
and such other persons or entities as it deems advisable in its discretion. The Plan Administrator, as
well as any person to whom any duty or power in connection with the operation of the Plan is
delegated, may rely upon all valuations, reports, and opinions furnished by any accountant,
consultant, third-party administration service provider, legal counsel, or other specialist. Moreover,
the Plan Administrator and any such delegate who is also an Employee will be fully protected in
respect to any action taken or permitted in good faith in reliance on such information.

9.4 Rules and Decisions.

The Plan Administrator may adopt such rules and procedures, as it deems to be necessary or
appropriate for the proper administration of the Plan. The Plan Administrator will be entitled to rely
upon information furnished to it which appears proper without the necessity of any independent
verification or investigation.
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9.5  Facility of Payment for Incapacitated Participant.

Whenever, in the Claims Fiduciary’s opinion, a Participant is entitled to receive any payment
of a benefit hereunder and is under a legal disability or is incapacitated in any way so as to be unable
to manage his own financial affairs (including physical and mental incompetence or status as a
minor), the Claims Fiduciary may direct payments to such person or to the person’s legal
representative (such as a guardian or conservator, upon proper proof of appointment furnished to the
Claims Fiduciary), Dependent, or relative of such person for such person’s benefit. Alternatively,
the Claims Fiduciary may direct payment for the benefit of such person in such manner as the Claims
Fiduciary deems to be advisable in its discretion. Any payment of a benefit, to the full extent thereof,
that is made in accordance with the provisions of this Section 9.5 will be a complete discharge of any
liability for the making of such payment under the Plan.

9.6  Assignment and Payment of Benefits.

The provisions of this Section 9.6 shall supersede any provisions of a Welfare Program
Document (other than the Welfare Program Document(s) of a Fully-Insured Program) but only with
respect to the subject matter hereof, and shall govern and control.

Except as otherwise expressly provided under the terms of a written agreement with a
provider of healthcare services or supplies to which the Plan Administrator, the Claims Fiduciary, or
other delegate of the Plan Administrator is a named party (a “Plan Agreement”), no rights and
benefits under the Plan can be assigned or transferred to any person or entity, including, but not
limited to, an out-of-network healthcare provider (or any representative or agent with respect to such
provider), either before or after healthcare services or supplies are provided to or on behalf of a
Participant. In the absence of a Plan Agreement which specifically provides for assignment of the
Participant’s benefits and/or rights under the Plan (i.e., is not merely an agreement between the
Participant and the provider or its representative or agent), the Plan Administrator and Claims
Fiduciary, as applicable, each reserve the unilateral right and discretion to elect to make any benefit
payment under the Plan directly to the provider, the Participant, or to another designated person or
entity, with each such payment being made on behalf of the Participant, and not to such payment
recipient in its or his own right. Moreover, if the Plan Administrator or Claims Fiduciary, as
applicable, elects to make any such direct payment, it shall not constitute a waiver by the Plan
Administrator or Claims Fiduciary of the anti-assignment provisions of this Section 9.6. In addition,
any payment made under the Plan to any such person or entity discharges the Plan’s responsibility to
the Participant for benefits under the Plan to the full extent of such payment.

Disclosures of information about the Participant can only be made to a Participant or a
Participant’s authorized representative and in accordance with applicable law and the terms of the
Plan.

9.7 Overpayments.

If, for any reason, any benefit, premium or fee under the Plan is erroneously paid to a
Participant or to a healthcare or other services provider (including an assignee of the Participant as
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described in Section 9.6), insurance company, or other person or entity for the benefit of a Participant
(collectively, a “Third-Party Payee”), such person or entity shall be responsible for refunding the
overpayment to the Plan. If such overpayment is not refunded within a reasonable time period as
determined by the Plan Administrator, the overpayment shall be (a) charged directly to the Participant
(including, without limitation, a covered Retiree on behalf of any of his Dependents or Beneficiaries)
or Third-Party Payee as a reduction of the amount of future benefits otherwise payable on behalf of
the Participant, or (b) recouped by any other method which the Plan Administrator or Claims
Fiduciary deems appropriate in its discretion. For example, the selected repayment method may
include, without limitation, offsetting other payments made by the Plan to, or on behalf of, the
Participant or to the same Third-Party Payee (in which case, such payment offset to a Third-Party
Payee shall not constitute an adverse benefit determination that is subject to the claims and appeals
procedures of the Plan). For purposes of clarity and not limitation, in the event of the application of
any overpayment recoupment to a Third-Party Payee pursuant to the foregoing provisions of this
Section 9.7, the offset of the overpayment hereunder is an adjustment to the amount owed to the
Third-Party Payee to reflect the overpayment and shall not be considered to be the denial or partial
denial of a benefit claim under the Plan.

ARTICLE X.
COBRA CONTINUATION COVERAGE

10.1 Definitions.
For purposes of this Article X only, the following definitions will apply:

@) COBRA means the Consolidated Omnibus Budget Reconciliation Act of 1985,
as amended.

(b) Continuation Coverage means the coverage elected by a Qualified Beneficiary
as of the date of a Qualifying Event. This coverage will be the same as the health coverage
provided to Similarly Situated Beneficiaries who have not experienced a Qualifying Event as
of the date the Qualified Beneficiary experiences a Qualifying Event. If the provisions of the
Plan are modified for Similarly Situated Beneficiaries, such coverage will also be modified
in the same manner for all Qualified Beneficiaries as of the same date. Open enrollment rights
extended to Participants, if any, will also be extended to similarly situated Qualified
Beneficiaries.

(©) Continuation Coverage Contribution means the amount of premium
contribution required to be paid by or on behalf of a Qualified Beneficiary for Continuation
Coverage.

(d) Continuation Coverage Period means the applicable time period for which
Continuation Coverage may be elected.

(e) Covered Retiree means a Retiree who is provided coverage under the Plan due
to his performance of services for the Employer.
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()] Qualified Beneficiary means a Covered Retiree or Qualifying Dependent.
(9) Qualifying Dependent means:

1) a Dependent covered under the Plan on the day prior to the Qualifying
Event; or

(2 a child who is covered under the Plan on the day prior to the Qualifying
Event pursuant to the terms of a qualified medical child support order.

(h) Qualifying Event means any of the following events which would otherwise
result in a Covered Retiree’s or a Qualifying Dependent’s loss of health coverage under the
Plan in the absence of this provision:

1) a Covered Retiree’s divorce or legal separation;

2 a Qualified Dependent ceasing to qualify as a Dependent under the
provisions of the Plan;

3) a Covered Retiree’s entitlement to benefits under Medicare;
4) the death of a Covered Retiree; or

(5) a proceeding in bankruptcy under Title 11 of the U.S. Code with
respect to an Employer from whose employment a Covered Retiree retired at any time.

Note: A loss of health coverage under the Plan includes any increase in the premium or
contribution that must be paid by the Covered Retiree (or Spouse or Dependent) for coverage under
the Plan that results from the occurrence of one of the events listed above in Subsections (h)(i) —
()(v). The loss of coverage need not occur immediately after the event, so long as the loss of coverage
occurs before the end of the maximum COBRA Continuation Coverage Period. If coverage is
reduced or eliminated in anticipation of an event, such reduction or elimination is disregarded in
determining whether the event causes a loss of coverage.

Q) Similarly Situated Beneficiaries means Retirees or their Dependents, as
applicable, who are Participants in the Plan.

10.2 Continuation of Benefits under COBRA.

Qualified Beneficiaries will have all continuation rights required by COBRA for group health
plan benefits offered under the Welfare Programs within the Plan. To the extent a Welfare Program
offering health benefits does not specify COBRA rights in accordance with Subchapter XX of Title
42 of the U.S. Code, the Plan will be administered in accordance with Subchapter XX of Title 42 of
the U.S. Code and as set forth in this Article X. In addition, the Plan Administrator will adopt such
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policies and provide such forms, as it deems advisable to implement the rights contemplated by this
Section 10.2.

10.3 Election of COBRA Coverage.

A Retiree is not eligible to elect COBRA Continuation Coverage upon termination of his
coverage under this Plan.

@ COBRA Continuation Coverage for Qualifying Dependent.

Subject to Section 10.6, a Qualified Beneficiary who is a Qualifying Dependent of a Covered
Retiree may elect COBRA Continuation Coverage, at his own expense, if his participation under the
Plan would terminate as a result of a Qualifying Event.

(b) Enrollment for COBRA Continuation Coverage.

A Qualified Beneficiary (or a third party on behalf of the Qualified Beneficiary) must
complete and return the required enrollment materials within a maximum of sixty (60) days from the
later of:

Q) loss of coverage; or

2 the date the Plan Administrator sends notice of eligibility for COBRA
Continuation Coverage.

Failure to enroll for COBRA Continuation Coverage during this maximum sixty (60) day
period will terminate all rights to COBRA Continuation Coverage under this Article X. A separate
election as to what health coverage, if any, is desired may be made by or on behalf of each Qualified
Beneficiary. However, an affirmative election of COBRA Continuation Coverage by a Covered
Retiree or his Spouse will be deemed to be an election for that Covered Retiree’s Qualifying
Dependents who would otherwise lose coverage under the Plan, unless the election specifically
provides to the contrary. Elections for COBRA Continuation Coverage may be made by the Qualified
Beneficiary or on his behalf by a third party (including a third party that is not a Qualified
Beneficiary).

If, during the election period, a Qualified Beneficiary waives COBRA Continuation
Coverage, the waiver can be revoked at any time before the end of the election period. Revocation
of the waiver is an election of COBRA Continuation Coverage. However, if a waiver is later revoked,
coverage will not be provided retroactively (that is, from the date of the loss of coverage until the
waiver is revoked). Waivers and revocations of waivers are considered made on the date they are
sent to the Plan’s “COBRA Administrator”, at the address listed in Appendix C.

10.4 Period of COBRA Coverage.

A Qualified Beneficiary who is a Covered Retiree who is eligible for COBRA Continuation
Coverage due to the bankruptcy of the Employer may continue COBRA Continuation Coverage until

26
4830-5310-9328 v.22



the date of the Covered Retiree’s death. A Qualified Beneficiary who is a Qualifying Dependent may
continue COBRA Continuation Coverage (a) for up to thirty-six (36) months from the date of the
Qualifying Event, or (b) if the Qualifying Event is the bankruptcy of the Employer, until the earlier
of (1) the date of the Qualified Beneficiary’s death or (2) thirty-six (36) months from the date of the
Covered Retiree’s death.

Coverage under this Section 10.4 may not continue beyond:

(@) the date on which the Employer ceases to maintain a group health plan within
its controlled group;

(b) the last day of the month for which premium payments have been made, if the
individual fails to make premium payments on time, in accordance with Section 10.5;

(© the date the Qualified Beneficiary, after the date he elects COBRA
Continuation Coverage, first becomes enrolled in Medicare; or

(d) the date the Qualified Beneficiary, after the date he elects COBRA
Continuation Coverage, (1) first becomes covered under another group health plan and (2) is
no longer subjected, due to changes in the law or otherwise, to a pre-existing condition
exclusion or limitation under the Qualified Beneficiary’s other coverage or new employer
plan.

The Plan can terminate for cause the COBRA coverage of a Qualified Beneficiary on the
same basis that the Plan terminates for cause the coverage of Similarly Situated Beneficiaries, for
example, for the submission of a fraudulent claim.

In the case of an individual who is not a Qualified Beneficiary and who is receiving coverage
under the Plan solely because of the individual’s relationship to a Qualified Beneficiary, if the Plan’s
obligation to make COBRA Continuation Coverage available to the Qualified Beneficiary ceases,
the Plan is not obligated to make coverage available to the individual who is not a Qualified
Beneficiary.

10.5 Contribution Requirements for COBRA Coverage.

Qualified Beneficiaries who elect COBRA Continuation Coverage as a result of a Qualifying
Event (or third parties on behalf of a Qualified Beneficiary) will be required to pay Continuation
Coverage Contributions. Qualified Beneficiaries (or third parties on behalf of a Qualified
Beneficiary) must make the Continuation Coverage Contributions monthly on or prior to the first day
of the month of such coverage. However, a Qualified Beneficiary has forty-five (45) days from the
date of an affirmative election to pay the Continuation Coverage Contributions for the first month
plus the cost for the period between the date health coverage would otherwise have terminated due
to the Qualifying Event and the date the Qualified Beneficiary actually elects COBRA Continuation
Coverage. If the Qualified Beneficiary fails to make the Continuation Coverage Contribution for the
first month’s premium, coverage will either terminate or will be retroactively cancelled.
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The Qualified Beneficiary will have a thirty (30) day grace period from the due date (the first
of each month) to make the Continuation Coverage Contributions due for such month. Continuation
Coverage Contributions must be postmarked on or before the end of the thirty (30) day grace period.

If Continuation Coverage Contributions are not made on a timely basis, COBRA
Continuation Coverage will terminate as of the last day of the month for which such premiums were
made on a timely basis. The thirty (30) day grace period will not apply to the forty-five (45) day
period for payment of COBRA premiums as applicable to initial elections.

The Continuation Coverage Contribution will be one hundred percent (100%) of the cost of
coverage plus a two percent (2%) administrative fee for a total contribution of one hundred two
percent (102%) of the cost of coverage.

If timely payment of the Continuation Coverage Contribution is made to the Plan in an
amount that is not significantly less than the amount due for a period of coverage, then the amount
paid is deemed to satisfy the Plan’s requirement for the amount that must be paid for Continuation
Coverage Contribution, unless the Plan notifies the Qualified Beneficiary of the amount of the
deficiency and grants a reasonable period of time (thirty (30) days) for payment of the deficiency to
be made. For purposes of this Section 10.5, an amount not significantly less than the amount the Plan
requires to be paid will be defined as the lesser of fifty dollars ($50) or ten percent (10%) of the
required payment amount.

10.6 Limitation on Qualified Beneficiary’s Rights to COBRA Coverage.

If a Qualified Beneficiary loses, or will lose, health coverage under the Plan as a result of a
Qualifying Event that is a divorce, legal separation, or ceasing to be a Dependent, such Qualified
Beneficiary (or representative) must notify the Plan Administrator, as described in Section 10.10,
within a maximum of sixty (60) days after the latest of (a) the Qualifying Event, (b) the date the
Qualified Beneficiary would lose coverage on account of the Qualifying Event, or (c) the date on
which the Qualified Beneficiary is informed, including through this SPD or a COBRA notice
provided upon enrollment, of his responsibility to provide a Qualifying Event notice as described in
this Section 10.6 and the Plan’s procedures for providing such notice. Failure to make timely
notification will result in a termination of the Qualified Beneficiary’s rights to COBRA Continuation
Coverage under this Article X.

For all other Qualifying Events, the Employer must notify the Plan Administrator of the
Qualifying Event. The notice must be provided within a maximum of thirty (30) days after the
Qualifying Event.

10.7 Responses to Inquiry Regarding Qualified Beneficiary’s Right to Coverage.

If a provider of health care (such as a physician, hospital, or pharmacy) contacts the Plan to
confirm coverage of a Qualified Beneficiary during the election period, the Plan will give a complete
response to the health care provider about the Qualified Beneficiary’s COBRA Continuation
Coverage rights during the election period, and his right to retroactive coverage if COBRA is elected.
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If a provider of health care (such as a physician, a hospital or pharmacy) contacts the Plan to confirm
coverage of a Qualified Beneficiary with respect to whom the required payment has not been made
for the current period, but for whom any applicable grace period has not expired, the Plan will inform
the health care provider of all of the details of the Qualified Beneficiary’s right to pay for such
coverage during the applicable grace period.

10.8 Coordination of Benefits - Medicare and COBRA.

For purposes of this Article X, “Medicare Entitlement” means being entitled to Medicare due
to either (a) enrollment (automatically or otherwise) in Medicare Parts A or B, or (b) being medically
determined to have end-stage renal disease (“ESRD”) and (1) having applied for Medicare Part A,
(2) having satisfied any waiting period requirement and (3) being either (A) insured under Social
Security, (B) entitled to retirement benefits under Social Security or (C) a spouse or dependent of a
person satisfying either (A) or (B). Such Medicare Entitlement is a COBRA terminating event.

10.9 Relocation and COBRA Coverage.

If a Qualified Beneficiary moves outside the service area of a region-specific benefit package,
alternative COBRA coverage, if available to active employees, will be made available to the
Qualified Beneficiary no sooner than the date of the Qualified Beneficiary’s relocation, or if later,
the first day of the month following the month in which the Qualified Beneficiary requests the
alternative coverage. A Qualified Beneficiary has thirty (30) days from the date of the Qualified
Beneficiary’s relocation to request the alternative coverage.

10.10 Qualified Beneficiary Notice Procedures.

Any notice that a Qualified Beneficiary is required to provide under this Article X must be in
writing. The Plan Administrator may contract with a third-party administrator to perform services as
the Plan’s COBRA Administrator. A Qualified Beneficiary must provide its applicable notice
(“Notice”) to the COBRA Administrator at the address set forth in Appendix C.

The required procedures for providing Notices under the Plan, including the form and content
of Notices, are specified in the applicable Welfare Program Document(s). To the extent that a Welfare
Program does not prescribe required procedures for providing Notices under the Plan, the procedures
set out in this Section 10.10 will apply.

The Notice to inform the Plan Administrator of a Qualifying Event must contain: (a) the name
of the Qualified Beneficiary; (b) the name of the Plan to which the Notice applies; (c) a description
of the Qualifying Event; and (d) the date on which the Qualifying Event occurred. Evidence that the
event has occurred, acceptable to the COBRA Administrator, must be provided with the Notice. The
Qualified Beneficiary’s signed certification shall be deemed “acceptable” evidence.

10.11 Questions and Other Information Regarding COBRA Coverage.
The Retiree Participant will be responsible for keeping the Plan Administrator informed of

any Qualifying Events, changes in his address and the addresses of his Spouse and his Dependents.

29
4830-5310-9328 v.22



Questions concerning a Participant’s COBRA coverage rights should be directed to the COBRA
Administrator at the address and/or telephone number listed in Appendix C.

In the event that the Plan Administrator changes COBRA Administrators or the Participant is
unable to reach the above-referenced COBRA Administrator, the Participant should direct questions
to the Plan Administrator’s Human Resources Department at the address and telephone number listed
in Article XI1I.

ARTICLE XI.
HIPAA PRIVACY AND SECURITY

11.1 HIPAA Privacy and Security in General.

This Article X1 is intended to comply with the requirements under the Health Insurance
Portability and Accountability Act of 1996, as amended (“HIPAA”), the Standards for Privacy of
Individually Identifiable Health Information at 45 CFR part 160 and part 164, subparts A and E, as
promulgated under HIPAA (“Privacy Standards”), the Security Standards for the Protection of
Electronic Protected Health Information at 45 CFR part 160 and part 164, subpart C, as promulgated
under HIPAA (“Security Standards”), the HIPAA Enforcement Rules at 45 CFR part 160, subparts
C through E (“Enforcement Rules”) and the “Breach Notification Rules” issued under the Health
Information Technology for Economic and Clinical Health Act (“HITECH”), as each of the
foregoing were amended, generally effective as of September 23, 2013, by the regulations issued on
January 25, 2013 (“HIPAA Omnibus Rules”). References to any section of the Privacy Standards,
the Security Standards, the Enforcement Rules or the Breach Notification Rules shall include any
amendments or successor provisions thereto, including the HIPAA Omnibus Rules.

For purposes of this Article XI, “Protected Health Information” (“PHI”’) means information,
including genetic information, that is created or received by the Plan which (1) relates to the past,
present, or future physical or mental health or condition of an individual, the provision of health care
to an individual, or the past, present, or future payment for the provision of health care to an
individual, (2) identifies the individual or for which there is a reasonable basis to believe the
information can be used to identify the individual, and (3) is transmitted or maintained in any form
or medium. “Electronic Protected Health Information” (“ePHI”) means individually identifiable
health information that is created or received by the Plan and transmitted by or maintained in
electronic media.

11.2  Designation of Health Care Components and Safeguards.

To the extent the Plan is a hybrid entity (as defined by 45 CFR § 164.103 of the Privacy
Standards), the provisions of this Article X1 will only apply to the health care components of the Plan
(collectively referred to as the “Health Care Components”). All references to Protected Health
Information (PHI) or Electronic Protected Health Information (ePHI) in this Article XI refer to PHI
or ePHI that is created or received by or on behalf of the Health Care Components. The Health Care
Components will thus comply with the following requirements:
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@) The Health Care Components of the Plan will not disclose PHI to another
component of the Plan in circumstances in which the Privacy Standards would prohibit such
disclosure if the Health Care Components and the other component were separate and distinct
legal entities; and

(b) If an employee of the Plan Sponsor performs duties for both the Health Care
Components of the Plan and for another component of the Plan, such employee will not use
or disclose PHI created or received in the course of, or incident to, the employee’s work for
the Health Care Component in a way prohibited by the Privacy Standards.

Note: For purposes of this Section 11.2, the portions of the Plan which provide medical and
prescription drug benefits constitute the Health Care Components.

11.3 Use and Disclosure of Protected Health Information.

The Plan Sponsor may only use and disclose PHI that it receives from a Health Care
Component of the Plan, which is considered a “group health plan” as defined by the Privacy
Standards, as permitted and/or required by, and consistent with, the Privacy Standards. This includes,
but is not limited to, the right to use and disclose a Participant’s PHI in connection with payment,
treatment, and health care operations, or as otherwise permitted or required by law. The Plan shall
not use or disclose PHI that is genetic information for underwriting purposes.

The term “payment”, for this purpose, includes activities undertaken by the Health Care
Component of the Plan to obtain premiums or determine or fulfill its responsibility for coverage and
provision of Plan benefits that relate to an individual to whom health care is provided. These activities
include, but are not limited to, the following:

@ Determination of eligibility, coverage and cost sharing amounts (for example,
cost of a benefit, Plan maximums and copayments as determined for an individual’s claim);

(b) Coordination of benefits or non-duplication of benefits;

(©) Adjudication of health benefit claims (including appeals and other payment
disputes);

(d) Subrogation of health benefit claims;
(e) Establishing employee contributions;

)] Risk adjusting amounts due based on enrollee health status and demographic
characteristics;

(9) Billing, collection activities and related health care data processing;
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(h) Claims management and related health care data processing, including
auditing payments, investigating and resolving payment disputes and responding to
Participant inquiries about payments;

Q) Obtaining payment under a contract for reinsurance (including stop-loss and
excess of loss insurance);

() Medical necessity reviews or reviews of appropriateness of care or
justification of charges;

(K) Utilization review, including precertification, preauthorization, concurrent
review and retrospective review;

() Disclosure to consumer reporting agencies related to the collection of
premiums or reimbursement (the following PHI may be disclosed for payment purposes:
name and address, date of birth, Social Security number, payment history, account number
and name and address of the provider and/or health plan); and

(m)  Obtaining reimbursements due to the Plan.

The term “health care operations”, for this purpose, includes, but is not limited to, the
following activities:

@) Quality assessment;

(b) Population-based activities relating to improving health or reducing health
care Costs, protocol development, case management and care
coordination, disease management, contacting health care providers and
patients with information about treatment alternatives and related functions;

(© Rating provider and Plan performance, including accreditation, certification,
licensing or credentialing activities;

(d) Enrollment, premium rating and other activities relating to the creation,
renewal or replacement of a contract of health insurance or health benefits, and ceding,
securing or placing a contract for reinsurance of risk relating to health care claims (including
stop- loss insurance and excess loss insurance);

(e) Conducting or arranging for medical review, legal services and auditing
functions, including fraud and abuse detection and compliance programs;

() Business planning and development, such as conducting cost-management
and planning-related analyses related to managing and operating the Plan, including
formulary development and administration, development or improvement of payment
methods or coverage policies; and
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(9) Business management and general administrative activities of the Plan,
including, but not limited to:

1) Management activities relating to the implementation of, and
compliance with, HIPAA’s administrative simplification requirements;

2 Customer service, including the provision of data analyses for
policyholders, plan sponsors or other customers;

(€)) Resolution of internal grievances; and

4) Due diligence in connection with the sale or transfer of assets to a
potential successor in interest, if the potential successor in interest is a “covered
entity” under HIPAA or, following completion of the sale or transfer, will become a
covered entity.

11.4 Certification of Amendment of Plan Documents by Plan Sponsor.

The Plan will disclose PHI to the Plan Sponsor only upon receipt of a certification from the
Plan Sponsor that the Plan documents have been amended to incorporate the provisions set forth in
this Article XI.

11.5 Plan Sponsor Agrees to Certain Conditions for PHI.
The Plan Sponsor agrees to:

@ Not use or further disclose PHI other than as permitted or required by the Plan
document or as required by law;

(b) Ensure that any agents, including a subcontractor, to whom the Plan Sponsor
provides PHI received from the Plan agree to the same restrictions and conditions that apply
to the Plan Sponsor with respect to such PHI;

(©) Not use or disclose PHI for employment-related actions and decisions unless
the use or disclosure is made pursuant to an authorization in compliance with HIPAA,

(d) Not use or disclose PHI in connection with any other benefit or employee
benefit plan of the Plan Sponsor unless the use or disclosure is made pursuant to an
authorization in compliance with HIPAA,

(e) Report to the Plan any PHI use or disclosure that is inconsistent with the uses
or disclosures provided for of which it becomes aware;

()] Make PHI available to an individual in accordance with HIPAA’s access
requirements;
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(9) Make PHI available for amendment and incorporate any amendments to PHI
in accordance with HIPAA,;

(h) Make available the information required to provide an accounting of
disclosures;

Q) Make internal practices, books and records relating to the use and disclosure
of PHI received from Plan available to the HHS Secretary for the purposes of determining
the Plan’s compliance with HIPAA,;

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

(k) Establish separation between the Plan and the Plan Sponsor in accordance with
45 CFR 8 164.504(f)(2)(iii).

With respect to ePHI, the Plan Sponsor agrees, on behalf of the Plan, to:

Q) 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;

2 Ensure that adequate separation required by 45 C.F.R.
8164.504(f)(2)(iii) under the Privacy Standards is supported by reasonable and
appropriate security measures;

3) Ensure that any agent, including a subcontractor, to whom it provides
this information or who receives this information on behalf of the Plan agrees to
implement reasonable and appropriate security measures to protect the information;
and

4) Report to the Plan any security incident of which it becomes aware, in
accordance with the administrative procedures adopted by the Plan for compliance
with the Security Standards.

11.6 Adequate Separation Between the Plan and the Plan Sponsor.

In accordance with the Privacy Standards, only the employees or classes of employees
designated in Appendix D may be given access to PHI.

11.7 Limitations of PHI Access and Disclosure.
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The persons described in Appendix D may only have access to and use and disclose PHI for
Plan administration functions that the Plan Sponsor performs for the Plan.

11.8 Noncompliance Issues.

If the persons described in Appendix D do not comply with the Plan document, the Plan
Sponsor will provide a mechanism for resolving issues of noncompliance, including disciplinary
sanctions.

11.9 Members of Organized Health Care Arrangement.

To the extent that any Health Care Component is fully-insured, the Plan and the health
insurance issuer or HMO with respect to such Health Care Component are an organized health care
arrangement (as defined in § 160.103 of the Privacy Standards), but only with respect to PHI created
or received by the health insurance issuer or HMO that relates to the individuals who are Participants
or Beneficiaries in such Health Care Component.

11.10 Additional Requirements Imposed by the Health Information Technology for
Economic and Clinical Health Act (“HITECH”).

The provisions of this Section 11.10 will apply to the Plan to the extent the Plan is a “covered
entity” as defined in 45 CFR § 160.103. In accordance with, and to the extent required by, HITECH
and the regulations and other authority promulgated thereunder by the appropriate governmental
authority, the Plan will (a) comply with notification requirements when unsecured PHI has been
accessed, acquired, or disclosed as a result of a breach, (b) comply with an individual’s request to
restrict disclosure of PHI, (c) limit disclosures of PHI to a limited data set or the minimum necessary,
(d) provide an accounting of disclosures, and (e) provide access to PHI in electronic format.

11.11 Limitation on the Use and Disclosure of Genetic Information.

Notwithstanding anything herein to the contrary, no “genetic information” (as defined by
Section 105 of the Genetic Information Nondiscrimination Act of 2008) shall be used or disclosed
for underwriting, premium rating and other activities relating to the creation, renewal or replacement
of a contract of health insurance or health benefits, or ceding, securing or placing a contract for
reinsurance of risk relating to health care claims (including stop-loss insurance and excess loss
insurance).

11.12 Notification in Case of a Breach of Unsecured PHI.

In the event of the acquisition, access, use, or disclosure of PHI in a manner not permitted by
the Privacy Standards that constitutes a “Breach,” as such term is defined in 45 CFR 164.402, the
Plan, or its designee, shall notify each individual whose PHI has been, or is reasonably believed to
have been, accessed, acquired, used or disclosed as a result of the Breach no later than sixty (60)
days after the Plan, or its designee, discovers the Breach, unless notification may be delayed as
permitted by 45 CFR 164.412 because such notice would impede a criminal investigation or damage
national security. The Plan, or its designee, will mail individual notifications by first-class mail to
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the individual’s last known address or by electronic mail, provided that electronic disclosure is
permitted by the applicable regulations. The individual notification will include the following
information:

@ A brief description of what happened, including the date of the Breach and the
date of its discovery, if known;

(b) A description of the type of PHI involved, such as name, social security number,
date of birth, address, account number, diagnosis, disability code, or other type of
information involved;

(c) Any steps the individual should take to protect himself from potential harm
resulting from the Breach;

(d) A brief description of what the Plan or its business associate is doing to investigate
the Breach, mitigate harm to individuals, and to protect against further Breaches;
and

(e Contact procedures for individuals to ask questions or learn additional
information, including a toll-free telephone number, e-mail address, web site, or
postal address.

If the Breach involves more than 500 residents of a state or jurisdiction, the Plan, or its
designee, will also notify prominent media outlets that service the state or jurisdiction of the Breach.
Additionally, the Plan will notify the Secretary of the Department of Health and Human Services of
the Breach as required by 45 CFR 164.408.

11.13 Other Medical Privacy Laws.

The Plan will comply with the Privacy Standards and the Security Standards as well as with
any applicable federal, state and local laws governing confidentiality of health care information, to
the extent such laws are not preempted by HIPAA.

ARTICLE XIlI.
MISCELLANEOUS LAW PROVISIONS

12.1 National Medical Support Notice.

@ The Plan will comply with an appropriately completed National Medical
Support Notice (“Notice”) promulgated pursuant to Section 401(b) of the Child Support
Performance and Incentive Act of 1998 if the Notice does not require the Plan to provide any
type of form of benefit, or any option, not otherwise provided under the Plan, except to the
extent necessary to meet the requirements of a law relating to medical child support described
in Section 1908 of the Social Security Act (as added by Section 13822 of the Omnibus Budget
Reconciliation Act of 1993), and the Notice clearly specifies the following:
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1) the name and the last known mailing address (if any) of the Participant
and the name and mailing address of each Alternate Recipient (an official of a state
or political subdivision may be substituted for the mailing address of any Alternate
Recipient, if provided for in the Notice);

2 a reasonable description of the type of coverage to be provided to each
Alternate Recipient, or the manner in which such type of coverage is to be determined,;
and

3) the period to which the Notice applies.

(b) If a Notice which satisfies Section 12.1(a) (above), is issued for a child of a
Participant under the Plan who is a noncustodial parent of the child, the Plan Administrator,
within forty (40) business days after the date of the Notice, will:

Q) notify the state agency issuing the Notice with respect to such child
whether coverage of the child is available under the terms of the Plan and, if so,
whether such child is covered under the Plan and either the effective date of the
coverage or, if necessary, any steps to be taken by the custodial parent (or by the
official of a state or political subdivision thereof substituted for the name of such child
pursuant to Section 12.1(a)(1) (above) to effectuate the coverage; and

(2 provide to the custodial parent (or such substituted official) a
description of the coverage available and any forms or documents necessary to
effectuate such coverage.

3) Nothing in this Section 12.1 will be construed as requiring the Plan,
upon receipt of Notice, to provide benefits under the Plan (or eligibility for such
benefits) in addition to benefits (or eligibility for benefits) provided under the terms
of the Plan as of immediately before the receipt of such Notice.

12.2 Rights of States for Group Health Plans where Participants are Eligible for
Medical Benefits.

@ Compliance by Plans with Assignment of Rights.

A Welfare Program offered under the Plan that provides health benefits will comply with any
assignment of rights made by or on behalf of such Participant or a Beneficiary of the Participant as
required by a state plan for medical assistance approved under Title X1X of the Social Security Act
pursuant to Section 1912(a)(1)(A) of such Act (as in effect on the date of the enactment of the
Omnibus Budget Reconciliation Act of 1993).

(b) Enrollment and Provision of Benefits Without Regard to Medicaid Eligibility.

In determining or making any payments for benefits of an individual as a Participant or
Beneficiary, the fact that the individual is eligible for or is provided medical assistance under a state
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plan for medical assistance approved under Title XIX of the Social Security Act will not be taken
into account.

(c) Acquisition by States of Rights of Third Parties.

If payment has been made under a state plan for medical assistance approved under Title XIX
of the Social Security Act offered under the Plan in any case in which a group health plan has a legal
liability to make payment for items or services constituting such assistance, payment for benefits
under the Plan will be made in accordance with any state law which provides that the state has
acquired the rights with respect to a Participant to such payment for such items or services; provided,
however that in no event will such a state law be applied to the extent it attempts to create rights for
the state plan which are greater than those of the Participant under the Plan, specifically including
any state law which provides that a state plan can make a claim for benefits or recover benefits beyond
the period permitted under the Plan.

12.3 Continued Coverage of Pediatric Vaccine under Group Health Plans.

A Welfare Program offered under the Plan that is a health plan may not reduce its coverage
of the costs of pediatric vaccines (as defined under Section 1928(h)(6) of the Social Security Act as
amended by Section 13830 of the Omnibus Budget Reconciliation Act of 1993) below the coverage
it provided as of May 1, 1993.

12.4 Newborns’ and Mothers’ Health Protection Act.

The Plan will comply with the Newborns’ and Mothers’ Health Protection Act (“NMHPA”)
with respect to health benefits provided under a Welfare Program, except to the extent that such
health benefits are “excepted benefits” or are otherwise not subject to the NMHPA provisions in
Section 2725 of the PHSA. Under NMHPA, the Plan and health insurance issuers offering group
health insurance generally may not restrict benefits for any hospital length of stay in connection with
childbirth for the mother or the newborn child to less than forty-eight (48) hours following a vaginal
delivery or ninety-six (96) hours following a cesarean section delivery. However, the Plan or the
issuer may pay for a shorter stay if the attending provider, after consultation with the mother,
discharges the mother or newborn earlier. The Plan and the insurers may not set the level of benefits
or out-of-pocket costs so that any later portion of the forty-eight (48) hour (or ninety-six (96) hour)
stay is treated in a manner less favorable to the mother or newborn than any earlier portion of the
stay. The Plan or insurers may not require that a physician or other health care provider obtain
authorization for prescribing a length of stay of up to forty-eight (48) hours or ninety-six (96) hours,
as applicable.

12.5 Genetic Information Nondiscrimination Act.

The Plan will comply with the Genetic Information Nondiscrimination Act of 2008 as
provided in Section 2753 of the PHSA and the regulations and other authority promulgated
thereunder by the appropriate governmental authority.

12.6  Other Laws.
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The Plan shall comply with all other laws applicable to a Welfare Program to the extent not
preempted by controlling federal law. Notwithstanding any reference to the contrary in a Welfare
Program Document, the Plan is a governmental plan that is not subject to the Employee Retirement
Income Security Act of 1974, as amended (“ERISA”).

12.7 Governing Law.

The Plan shall be construed, regulated and administered under the laws of the State of Texas
without regard to its conflicts of law principles, except as preempted by other controlling federal law,
or as otherwise expressly provided in the applicable Welfare Program.

ARTICLE XIII.
IMPORTANT INFORMATION
Name of Plan: Port of Houston Authority OPEB Plan
Plan Sponsor: Port of Houston Authority of Harris County, Texas

Attn: Human Resources Department
111 East Loop North

Houston, Texas 77029-4326

(713) 670-1005

Plan Administrator: Port of Houston Authority of Harris County, Texas
Attn: Human Resources Department
111 East Loop North
Houston, Texas 77029-4326
(713) 670-1005

Plan Sponsor’s Employer Identification Number: 74-6001217.

Type of Plan: The Plan is a group health plan maintained by a state governmental entity
which provides (1) medical and prescription drug benefits and (2) life insurance benefits. A trust has
been established from which certain Plan benefits and insurance premiums may be paid. As of the
Effective Date, the trustee for the trust is as set forth in Appendix _C.

Type of Administration: The Plan is administered by the Plan Administrator, with benefits
being provided in accordance with the terms, limits and conditions of the Plan. The Plan
Administrator has engaged the Claims Fiduciaries and Claims Administrators, as set forth in
Appendix C, to process claims and perform other administrative duties under the Plan.

Agent for Service of Legal Process: The Plan Administrator at the address listed above, c/o
Chief Legal Officer.

Plan Year: The Plan and its records are kept on a Plan Year basis. The Plan Year is the 12-
month period beginning each January 1st and ending on December 31st.

39

4830-5310-9328 v.22



Sources of Contributions: The adopting Employer(s) pay the costs for coverage. The Plan
Sponsor has the right to require Participant Contributions and to change the amount of such
contributions at any time and from time to time with respect to coverage under the Plan.
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SUMMARY PLAN DESCRIPTION OF THE
PORT OF HOUSTON AUTHORITY OPEB PLAN

APPENDIX A

The following Welfare Programs are incorporated, in their entirety, by reference into this
SPD:

1. Aetna KelseyCare HMO for Non-Medicare Eligible Participants (Self-Insured
Program);

2. Aetna Open Access for Non-Medicare Eligible Participants (Self-Insured Program);

3. Aetna Medicare Advantage PPO for Medicare Eligible Participants (Fully-Insured
Program);

4. Aetna Medicare Advantage ESA PPO for Medicare Eligible Participants (Fully-
Insured Program); and

5. Securian Life for Retiree Basic Life Insurance Program (Fully-Insured Program).
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SUMMARY PLAN DESCRIPTION OF THE
PORT OF HOUSTON AUTHORITY OPEB PLAN

APPENDIX B

The Welfare Program Documents are attached hereto and incorporated, in their entirety, into
this SPD by reference.
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Aetna Kelsey Care Medical Plan (Self-Insured Program)



Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
’a,etnaﬁ PORT OF HOUSTON AUTHORITY : HMO - KELSEYCARE PLAN

Coverage Period: 01/01/2025-12/31/2025

Coverage for: Individual + Family | Plan Type: HMO

. The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share
the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is only
a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, www.HealthReformPlanSBC.com or by calling 1-
800-370-4526. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other

underlined terms, see the Glossary. You can view the Glossary at https://www.healthcare.gov/sbc-glossary/ or call 1-800-370-4526 to request a copy.

Important Questions
What is the overall

Answers

Why This Matters:
See the Common Medical Events chart below for your costs for services this plan

deductible? $0. COVers.

Are there services covered

before you meet your No. You will have to meet the deductible before the plan pays for any services
deductible?

fAre the"? 'other Ms No. You don’t have to meet deductibles for specific services.

or specific services?

What is the out-of-pocket
limit for this plan?

Kelsey Care In-Network: Individual $1,500 /
Family $3,000.

The out-of—pocket limit is the most you could pay in a year for covered services. If you
have other family members in this plan, they have to meet their own out-of—pocket
limits until the overall family out—of-pocket limit has been met.

What is not included in the
out-of-pocket limit?

Premiums, balance-billing charges & health
care this plan doesn't cover.

Even though you pay these expenses, they don’t count toward the out—of—pocket limit.

Will you pay less if you use a
network provider?

Yes. See www.aetna.com/docfind or call 1-800-
370-4526 for a list of in-network providers.

This plan uses a provider network. You will pay less if you use a provider in the plan’s
network. You will pay the most if you use an out-of-network provider, and you might
receive a bill from a provider for the difference between the provider's charge and what
your plan pays (balance billing). Be aware, your network provider might use an out-of-
network provider for some services (such as lab work). Check with your provider
before you get services.

Do you need a referral to see
a specialist?

Yes.

This plan will pay some or all of the costs to see a specialist for covered services but
only if you have a referral before you see the specialist.
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“ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

. Kelsey Care In- Out-of-Network e .
CommEovnerI\IIItedlcaI Services You May Need Network Provider Limitations, Excltral;f);lrﬁast,ignOther Important
(You will pay the (You will pay the
least) most)
Primary care visit to treat an injury or illness $20 copay/visit Not covered g?eﬁ:]:(;iggnfgr lrnc;\?izte\:\rlc\)/rizi:g?gflsr:;?:;ig?ggs
If you visit a health | Specialist visit $40 copay/visit Not covered None
care provider’s You may have to pay for services that aren't
office or clinic i ider i i
Preventive care /screening /immunization No charge Not covered E;Z\geen(}'\;?éApf;ﬁ:;/%émfkswem f(;/zur
plan will pay for.
Diagnostic test (x-ray, blood work) No charge Not covered None
If you have a test Imaging (CT/PET scans, MRIs) No charge Not covered None
Copay/prescription:
$20 for 30 day
Generic drugs supply (retail), $50 | Not covered
If you need drugs for 31-90 day supply
to treat your (retail & mail order) _
illness or Copav/orescription: Covers 30 day supply (retail), 31-90 day supply
condition $_3("))_foyr%0 da prion: (retail & mail order). Includes contraceptive drugs
ay & devices obtainable from a pharmacy. No
More information Preferred brand drugs supply (retail), $75 | Not covered charge for preferred generic FDA-approved
about prescription ]Ecr)(;tggl-zomda? Oilégf)ly women's contraceptives in-network. Your cost
drug coverage is L will be higher for choosing Brand over Generics.
- Copay/prescription:
available at 360 for 30 d
www.aetnapharmac N terred brand d |° r ‘ .?y $150 | Not q
v.com/advancedcon | Non-preferred brand drugs supply (retail), ot covere
o] for 31-90 day supply
— (retail & mail order)
ﬁggéczgfvzofitras All prescriptions must be filled through the Aetna
Specialty drugs eneric or brand Not covered Specialty Performance Pharmacy Network.
grugs Precertification required for coverage.
If you have Facility fee (e.g., ambulatory surgery center) No charge Not covered None

679692-342672-925006

Page 2 of 6


https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#network
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#preventive-care
https://www.healthcare.gov/sbc-glossary/#screening
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#diagnostic-test
https://www.healthcare.gov/sbc-glossary/#prescription-drug-coverage
https://www.healthcare.gov/sbc-glossary/#prescription-drug-coverage
http://www.aetnapharmacy.com/advancedcontrol
http://www.aetnapharmacy.com/advancedcontrol
http://www.aetnapharmacy.com/advancedcontrol
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#network
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#specialty-drug
https://www.healthcare.gov/sbc-glossary/#network

Common Medical
Event

Services You May Need

What You Will Pay

Kelsey Care In-
Network
(You will pay the

Out-of-Network
Provider
(You will pay the

Limitations, Exceptions, & Other Important

Information

outpatient surgery | Physician/surgeon fees No charge Not covered None
. - Out-of-network emergency use paid the same as
y ) Emergency room care $250 copay/visit $250 copay/visit in-network. No coverage for non-emergency use.
Il you nee . Out-of-network emergency use paid the same as
immediate medical . . . )
. Emergency medical transportation No charge No charge in-network. Non-emergency transport: not
attention . .
covered, except if pre-authorized.

Urgent care $35 copay/visit Not covered No coverage for non-urgent use.
If you have a Facility fee (e.g., hospital room) $250 copay/stay Not covered None
hospital stay Physician/surgeon fees No charge Not covered None
If you need mental Office: $i2.0
health, behavioral | o, o otient services Copayvisit; other .| Not covered None
health, or outpatient services:
substance abuse no charge
services Inpatient services $250 copay/stay Not covered None

Office visits No charge Not covered Cost sharing does not apply for preventive
If you are pregnant | Childbirth/delivery professional services No charge Not covered services. Maternity care may include tests and

- . . . services described elsewhere in the SBC (i.e.,

Childbirth/delivery facility services $250 copay/stay Not covered ultrasound).

Home health care No charge Not covered None

Rehabilitation services $20 copay/visit Not covered 60 visits/calendar year for Speech Therapy.

Habilitation services No charge Not covered None
If you need help Skilled nursing care No charge Not covered 100 days/calendar year.
recovering or have Limited to 1 durable medical equipment for
other special Durable medical equipment No charge Not covered same/similar purpose. Excludes repairs for
health needs misuse/abuse.

$250 copay/stay for
Hospice services inpatient; no charge | Not covered None
for outpatient
. Children's eye exam No charge Not covered 1 routine eye exam/24 months.

If your child needs . \

Children's glasses Not covered Not covered Not covered.
dental or eye care _

Children's dental check-up Not covered Not covered Not covered.
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Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

Acupuncture e (lasses (Child) e Private-duty nursing
Bariatric surgery e Long-term care ¢ Routine foot care
Cosmetic surgery ¢ Non-emergency care when traveling outside e  Weight loss programs
Dental care (Adult & Child) the U.S.

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

Chiropractic care o Infertility treatment - Limited to the diagnosis e  Routine eye care (Adult) - 1 routine eye exam/24 months.
Hearing aids - 1 hearing aid per ear/36 & treatment of underlying medical condition.
months.

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is:

For more information on your rights to continue coverage, contact the plan at 1-800-370-4526.

If your group health coverage is subject to ERISA, you may also contact the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272)
or http://www.dol/gov/ebsa/healthreform

For non-federal governmental group health plans, you may also contact the Department of Health and Human Services, Center for Consumer Information and Insurance
Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov.

If your coverage is a church plan, church plans are not covered by the Federal COBRA continuation coverage rules. If the coverage is insured, individuals should

contact their State insurance regulator regarding their possible rights to continuation coverage under State law.

Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For more information about
the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance
or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete
information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact:

If your group health coverage is subject to ERISA, you may contact Aetna directly by calling the toll-free number on your Medical ID Card, or by calling our general number

at 1-800-370-4526. You may also contact the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
http://www.dol/gov/ebsa/healthreform

For non-federal governmental group health plans, you may also contact the Department of Health and Human Services, Center for Consumer Information and Insurance
Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov.

Additionally, a consumer assistance program can help you file your appeal. Contact information is at:
http://www.aetna.com/individuals-families-health-insurance/rights-resources/complaints-grievances-appeals/index.html.
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Does this plan provide Minimum Essential Coverage? Yes.
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP,
TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet Minimum Value Standards? Yes.
If your plan doesn't meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

To see examples of how this plan might cover costs for a sample medical situation, see the next section
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About these Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost-sharing
amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of

costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network pre-natal care and a
hospital delivery)

B The plan's overall deductible $0
M Specialist copayment $40
W Hospital (facility) copayment $250
B Other copayment $0

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Managing Joe’s Type 2 Diabetes

(a year of routine in-network care of a well-
controlled condition)

M The plan's overall deductible $0
W Specialist copayment $40
® Hospital (facility) copayment $250
W Other copayment $0

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Diabetic supplies (glucose meter)

Mia’s Simple Fracture

(in-network emergency room visit and follow up

care)
M The plan's overall deductible $0
B Specialist copayment $40
W Hospital (facility) copayment $250
M Other copayment $0

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost  $12,700 Total Example Cost  $5,600 Total Example Cost $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:

Cost Sharing Cost Sharing Cost Sharing
Deductibles $0 Deductibles $0 Deductibles $0
Copayments $300 Copayments $1,200 Copayments $400
Coinsurance $0 Coinsurance $0 Coinsurance $0

What isn't covered What isn't covered What isn't covered

Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions $0
The total Peg would pay is $360 The total Joe would pay is $1,220 The total Mia would pay is $400

Note: These numbers assume the patient does not participate in the plan’s wellness program. If you participate in the plan’s wellness program, you may be able to reduce
your costs. For more information about the wellness program, please contact: 1-800-370-4526.

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Assistive Technology
Persons using assistive technology may not be able to fully access the following information. For assistance, please call 1-800-370-4526.

Smartphone or Tablet
To view documents from your smartphone or tablet, the free WinZip app is required. It may be available from your App Store.

Non-Discrimination
Aetna complies with applicable Federal civil rights laws and does not unlawfully discriminate, exclude or treat people differently based on their race, color,
national origin, sex, age, disability, gender identity or sexual orientation.

We provide free aids/services to people with disabilities and to people who need language assistance.
If you need a qualified interpreter, written information in other formats, translation or other services, call the number on your ID card.

If you believe we have failed to provide these services or otherwise discriminated based on a protected class noted above, you can also file a grievance with the
Civil Rights Coordinator by contacting:

Civil Rights Coordinator,

P.O. Box 14462, Lexington, KY 40512 (CA HMO customers: P.O. Box 24030, Fresno, CA 93779),

1-800-648-7817, TTY: 711,

Fax: 859-425-3379 (CA HMO customers: 860-262-7705), CRCoordinator@aetna.com.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or at: U.S. Department of Health and Human Services, 200 Independence Avenue SW., Room 509F, HHH Building,
Washington, DC 20201, or at 1-800-368-1019, 800-537-7697 (TDD).

Aetna is the brand name used for products and services provided by one or more of the Aetna group of companies, including Aetna Life Insurance Company and its affiliates
(Aetna).
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TTY: 711
Language Assistance:

To access language services at no cost to you, call 1-800-370-4526.

Albanian -

Amharic -

Arabic -

Armenian -

Bahasa Indonesia -
Bantu-Kirundi -
Bengali-Bangala -
Bisayan-Visayan -

Burmese -

Catalan -
Chamorro -

Cherokee -

Chinese -
Choctaw -

Cushite -
Dutch -
French -

French Creole -
German -

Greek -

Guijarati -

Pér shérbime pérkthimi falas pér ju, telefononi 1-800-370-4526.

PLYR A7APTT PANG L ATIITHT N 1-800-370-4526 £ LM~

1-800-370-4526 a1l e Juailll sla Il ddlSi (g (50 4 all) cilanal) e J sanall

Utddwp (kquljub swnwnipjniiitphg ogunytint hwdwp quuquhwptp 1-800-370-4526 htnwunuwhwdwpny:
Untuk bantuan dalam bahasa Indonesia, silakan hubungi 1-800-370-4526 tanpa dikenakan biaya.

Kugira uronke serivisi z'indimi atakiguzi, hamagara 1-800-370-4526.

AN RATTFT O ARHR ANP TPY AR NFP (HILP oI (0PN: 1-800-370-4526 |

Ngadto maakses ang mga serbisyo sa pinulongan alang libre, tawagan sa 1-800-370-4526.

. . o 010 o ; oo Qe _200-270- Q Q
3)9...;633§|L0(+:....° %Gaa@mee.ﬂ.@ CLICNSRepaiebalieaatiel- Lol aleriataN N Hn .v..%_? 1-800-370-4526 W g ...acz:acl)....aﬂu

Per accedir a serveis linglistics sense cap cost per voste, telefoni al 1-800-370-4526.

Para un hago' i setbision lengguahi ni dibatde para hagu, agang 1-800-370-4526.

GYood SOhAJ CPGOL6°NJ € Alood JCEGWANJ AY, OPABWOb 1-800-370-4526.
WBKERREESIRFS, BaE 1-800-370-4526.

Anumpa tohsholi | toksvli ya peh pilla ho ish | paya hinla, | paya 1-800-370-4526.
Tajaajiiloota afaanii garuu bilisaa ati argaachuuf,bilbili 1-800-370-4526.
Voor gratis toegang tot taaldiensten, bell 1-800-370-4526.

Afin d'accéder aux services langagiers sans frais, composez le 1-800-370-4526.
Pou jwenn sevis lang gratis, rele 1-800-370-4526.
Um auf fiir Sie kostenlose Sprachdienstleistungen zuzugreifen, rufen Sie 1-800-370-4526 an.

oL VOl ETIKOLVWVIOETE XWPLG XPEWON HE TO KEVTPO UTIOOTAPLENG TEAATWY 0TN YAwooa oag, TNAEPwVAOTE oToV aplOpo
1-800-370-4526.

AHIRSL® el Wi(detl einiefl Al5oRAlfl uSTR HI2, Sle 5211-800-370-4526.



Hawaiian -
Hindi -
Hmong -
Igbo -
llocano -

Indonesian -

Italian -
Japanese -

Karen -
Korean -

Kru-Bassa -
Kurdish -
Laotian -
Marathi -

Marshallese -

Micronesian-
Pohnpeyan -

Mon-Khmer,
Cambodian -
Navajo -

Nepali -

Nilotic-Dinka -
Norwegian -
Pennsylvania Dutch -
Persian -

Polish -

Portuguese -

No ka wala‘au ‘ana me ka lawelawe ‘clelo e kahea aku i kéia helu kelepona 1-800-370-4526. Kaki ‘ole ‘ia kéia kokua nei.

3{TUBIRIT ST B HIHA HHINT Harsfieh] YA B-biery, 1-800-370-4526 TR HieT X |

Xav tau kev pab txhais lus tsis muaj nqgi them rau koj, hu 1-800-370-4526.

lji nwetadhére na oru gasi asusu n'efu, kpoo 1-800-370-4526

Tapno maaksesyo dagiti serbisio maipapan iti pagsasao nga awan ti bayadanyo, tawagan ti 1-800-370-4526.

Untuk mengakses layanan bahasa tanpa dikenakan biaya, hubungi 1-800-370-4526.

Per accedere ai servizi linguistici, senza alcun costo per lei, chiami il numero 1-800-370-4526.

St —EXEERITIRAOEZ CIS@E, 1-800-370-4526 £ THBEREL 2S00,

cnorf megiofpmorinenmosidiol o eSem 00 B53 13 rom m:SupSdm&iondss ot 1-800-370-4526 oapf.
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M dyi wudu-du ka ko do bé& dyi mod A ni Pidyi ni, nii, da ndba nia ke: 1-800-370-4526

1-800-370-4526 (5o ke 3 42 459 (s sy ¢ 55 5 05598 o Oy 51 ) S0 38 4 Gl jiad 3y

cBocdalgnmi3mvwagalostegearhiivuan, luilnmacs 1-800-370-4526
PTG T BT HINT Jdl U HRUGNS], 1-800-370-4526 AR B .

Nan etal nan jikin jiban ikijen Kajin ilo an ejelok onen nan kwe, kirlok 1-800-370-4526.

Pwehn alehdi sawas en lokaia kan ni sohte pweipwei, koahlih 1-800-370-4526.

1I2gjSSUT SIUNAYM IS USRS ARSI UIINSHA guuTigiinisimS1ue 1-800-370-4526 4

T’'aa ni nizaad k’ehji bee nika a’doowot doo baah ilinigéd kojj’ hélne’ 1-800-370-4526.
T3 3[eh TS a1 UTWl T 1-800-370-4526 HT ST IH T |

Té koor yin weef de thokic ke cin wéu kor keek ténan yin. Ke cal koc ye koc kuony ne nomba 1-800-370-4526.

For tilgang til kostnadsfri spraktjenester, ring 1-800-370-4526.
Um Schprooch Services zu griege mitaus Koscht, ruff 1-800-370-4526.
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Aby uzyskac¢ dostep do bezptatnych ustug jezykowych prosze zadzwono¢ 1-800-370-4526.
Para acessar os servigos de idiomas sem custo para vocé, ligue para 1-800-370-4526.



Punjabi - 3373 B et fan oH3 @& 3 Aeel T 293 Jde &9, 1-800-370-4526 3 26 |

Romanian - Pentru a accesa gratuit serviciile de limba, apelati 1-800-370-4526.

Russian - [Ona Toro ytobbl 6ecnaTHO NOYYMTb NOMOLLL NepeBoAYMnKa, No3BOHMTE no TenedpoHy 1-800-370-4526.
Samoan - Mo le mauaina o auaunaga tau gagana e aunoa ma se totogi, vala’au le 1-800-370-4526.

Serbo-Croatian - Za besplatne prevodilacke usluge pozovite 1-800-370-4526.

Spanish - Para acceder a los servicios de idiomas sin costo, llame al 1-800-370-4526.

Sudanic-Fulfude - Heeba a nasta jangirde djey wolde wola chede bo apelou lamba 1-800-370-4526.

Swabhili - Kupata huduma za lugha bila malipo kwako, piga 1-800-370-4526.

Syriac - e euin (N il Khugs Kol W oy <ane (< 1-800-370-4526

Tagalog - Para ma-access ang mga serbisyo sa wika nang wala kayong babayaran, tumawag sa 1-800-370-4526.
Telugu - QB 2370 RO EGDHOMT ©0CDEIS0¢DEY, 1-800-370-4526 30 S TODOR.

Thai - WINYINUAAINITLENAINITUTAITNIIA UM Tae LifiATd318 Tdsains 1-800-370-4526.

Tongan - Kapau ‘oku ke fiema’u ta’etotongi ‘a e ngaahi sévesi kotoa p& he ngaahi lea kotoa, telefoni ki he 1-800-370-4526.
Trukese - Ren omw kopwe angei aninisin eman chon awewei (ese kamo), kopwe kori 1-800-370-4526.

Turkish - Sizin i¢in ticretsiz dil hizmetlerine erigebilmek igin, 1-800-370-4526 numaray1 arayin.

Ukrainian - LLlo6 oTpnmaTn 6e3KOWTOBHMIA A0CTYN A0 MOBHMX NOCAYT, 3343BOHITb 3@ HOMepom 1-800-370-4526.
Urdu - -0 S @b 2 1-800-370-4526 ¢ = S S S deals clead Adlaie s b)) el

Vietnamese - Né&u quy vi muén str dung mién phi cac dich vu ngdn ngit, hay goi téi s6 1-800-370-4526

Yiddish - 1-800-370-4526 |91 ,1'K IX THID "7 'R [VAAITRI TRIOW UN0IN I¥

Yoruba - Lati wonu awon ise éde 1’ofe fun o, pe 1-800-370-4526.



Aetna Open Access Medical Plan (Self-Insured Program)



Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

PORT OF HOUSTON AUTHORITY : Aetna Choice® POS I - $250
DEDUCTIBLE PLAN

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share
the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is only
a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, www.HealthReformPlanSBC.com or by calling 1-

vaetna

Coverage Period: 01/01/2025-12/31/2025

Coverage for: Individual + Family | Plan Type: POS

800-370-4526. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other
underlined terms, see the Glossary. You can view the Glossary at https://www.healthcare.gov/sbc-glossary/ or call 1-800-370-4526 to request a copy.

Important Questions Answers | Why This Matters:

What is the overall
deductible?

Are there services covered
before you meet your
deductible?

Are there other deductibles
for specific services?

What is the out-of-pocket
limit for this plan?

What is not included in the
out-of-pocket limit?

Will you pay less if you use a
network provider?

Do you need a referral to see
a specialist?

In-Network: Individual $250 / Family $500. Out-
of-Network: Individual $5,000 / Family $10,000.

Yes. Emergency care & prescription drugs; plus
in-network office visits & preventive care are
covered before you meet your deductible.

No.

In-Network: Individual $1,500 / Family $3,000.
Out-of-Network: Individual $10,000 / Family
$20,000.

Premiums, balance-billing charges, health care
this plan doesn't cover & penalties for failure to
obtain pre-authorization for services.

Yes. See www.aetna.com/docfind or call 1-800-
370-4526 for a list of in-network providers.

No.

Generally, you must pay all of the costs from providers up to the deductible amount
before this plan begins to pay. If you have other family members on the plan, each
family member must meet their own individual deductible until the total amount of
deductible expenses paid by all family members meets the overall family deductible.
This plan covers some items and services even if you haven't yet met the deductible
amount. But a copayment or coinsurance may apply. For example, this plan covers
certain preventive services without cost sharing and before you meet your deductible.
See a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits/

You don't have to meet deductibles for specific services.

The out-of—pocket limit is the most you could pay in a year for covered services. If you
have other family members in this plan, they have to meet their own out—of-pocket
limits until the overall family out—of-pocket limit has been met.

Even though you pay these expenses, they don’t count toward the out—of-pocket limit.

This plan uses a provider network. You will pay less if you use a provider in the plan’s
network. You will pay the most if you use an out-of-network provider, and you might
receive a bill from a provider for the difference between the provider's charge and what
your plan pays (balance billing). Be aware, your network provider might use an out-of-
network provider for some services (such as lab work). Check with your provider
before you get services.

You can see the specialist you choose without a referral.
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“ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Medical
Event

If you visit a health
care provider’s
office or clinic

Services You May Need

Primary care visit to treat an injury or illness

Specialist visit

Preventive care /screening /immunization

What You Will Pay

In-Network
Provider
(You will pay the
least)

$20 copay/visit,
deductible doesn't
apply
$40 copay/visit,
deductible doesn't
apply

No charge

Out-of-Network
Provider
(You will pay the
most)

50% coinsurance

50% coinsurance

50% coinsurance,
except no charge
for immunizations
up to age 6

Limitations, Exceptions, & Other Important
Information

No charge for in-network Virtual Primary Care
telemedicine provider visits for certain services.

None

You may have to pay for services that aren't
preventive. Ask your provider if the services
needed are preventive. Then check what your
plan will pay for.

If you have a test

Diagnostic test (x-ray, blood work)
Imaging (CT/PET scans, MRIs)

0% coinsurance
0% coinsurance

50% coinsurance
50% coinsurance

None
None

If you need drugs
to treat your
iliness or
condition

More information

about prescription

drug coverage is
available at

www.aetnapharmac
y.com/advancedcon
trol

Generic drugs

Preferred brand drugs

Copay/prescription,
deductible doesn't
apply: $20 for 30
day supply (retail),
$50 for 31-90 day
supply (retail & mail
order)

Copay/prescription,
deductible doesn't
apply: $30 for 30
day supply (retail),
$75 for 31-90 day
supply (retail & mail
order)

50% coinsurance
after
copay/prescription,
deductible doesn't
apply: $20 for 30
day supply (retail),
$50 for 31-90 day
supply (retail)

50% coinsurance
after
copay/prescription,
deductible doesn't
apply: $30 for 30
day supply (retail),
$75 for 31-90 day
supply (retail)

Covers 30 day supply (retail), 31-90 day supply
(retail & participating mail order). Includes
contraceptive drugs & devices obtainable from a
pharmacy. No charge for preferred generic FDA-
approved women's contraceptives in-network.
Your cost will be higher for choosing Brand over
Generics.
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Common Medical
Event

Services You May Need

Non-preferred brand drugs

What You Will Pay

In-Network
Provider
(You will pay the

Copay/prescription,
deductible doesn't
apply: $60 for 30
day supply (retail),
$150 for 31-90 day
supply (retail & mail
order)

Applicable cost as
noted above for

Out-of-Network
Provider
(You will pay the

50% coinsurance
after
copay/prescription,
deductible doesn't
apply: $60 for 30
day supply (retail),
$150 for 31-90 day
supply (retail)

Limitations, Exceptions, & Other Important
Information

All prescriptions must be filled through the Aetna

Specialty drugs generic or brand Not covered FS>peCI?t|'tf¥ P?rforman.cedeharmacy Network.
drugs recertification required for coverage.
If you have Facility fee (e.g., ambulatory surgery center) 0% coinsurance 50% coinsurance None
outpatient surgery | Physician/surgeon fees No charge 50% coinsurance None
. - Out-of-network emergency use paid the same as
§250 copay /V'S't’, 5250 copay, /V'S't’, in-network. 50% coinsurance after $250
Emergency room care deductible doesn't | deductible doesn't —
copay/visit for non-emergency use out-of-
apply apply network.
If you need i
. . . Out-of-network emergency use paid the same as
immediate medical . : - .
- Emergency medical transportation No charge No charge in-network. Non-emergency transport: not
attention . _
covered, except if pre-authorized.
$35 copay/visit,

Urgent care

deductible doesn't
apply

50% coinsurance

No coverage for non-urgent use.

Penalty of $250 for failure to obtain pre-

: g:uit:f\s/:aa Facility fee (e.g., hospital room) $250 copay/stay 50% coinsurance T T vy
P y Physician/surgeon fees No charge 50% coinsurance None
If you need mental Oﬁ'ce'/$i2.0
health, behavioral copay. Y'S't’ \ Office & other
health, or Outpatient services e e outpatient services: | None
substa;nce abuse apply; lother : 50% coinsurance |
services outpatient services: EEEEE—
no charge
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Common Medical
Event

Services You May Need

What You Will Pay

In-Network
Provider
(You will pay the

Out-of-Network
Provider
(You will pay the

Limitations, Exceptions, & Other Important
Information

Penalty of $250 for failure to obtain pre-

. . o i
Inpatient services $250 copay/stay 50% coinsurance authorization for out-of-network care.
Office visits No charge 50% coinsurance Cost sharing does not apply for preventive
Childbirth/delivery professional services No charge 50% coinsurance | Services. Maternity care may include tests and
If you are pregnant services described elsewhere in the SBC (i.e.,
ultrasound). Penalty of $250 for failure to obtain
Childbirth/delivery facility services $250 copay/stay 50% coinsurance ) yofy

pre-authorization for out-of-network care may
apply.

If you need help
recovering or have
other special
health needs

Home health care

Rehabilitation services

Habilitation services

Skilled nursing care

Durable medical equipment

Hospice services

0% coinsurance

$20 copay/visit,
deductible doesn't
apply

No charge

$250 copay/stay

0% coinsurance

$250 copay/stay for
inpatient; 0%
coinsurance for

50% coinsurance

50% coinsurance
50% coinsurance

50% coinsurance

50% coinsurance

50% coinsurance

60 visits/calendar year. Penalty of $250 for failure
to obtain pre-authorization for out-of-network
care.

35 visits/calendar year for Physical &
Occupational Therapy combined, 60
visits/calendar year for Speech Therapy.
None

100 days/calendar year. Penalty of $250 for
failure to obtain pre-authorization for out-of-
network care.

Limited to 1 durable medical equipment for
same/similar purpose. Excludes repairs for
misuse/abuse.

Penalty of $250 for failure to obtain pre-
authorization for out-of-network care.

outpatient
. Children's eye exam No charge 50% coinsurance 1 routine eye exam/24 months.
If your child needs Children's d Not d Not q Not q
dental or eye care ildren's glasses ot covere ot covere ot covered.
Children's dental check-up Not covered Not covered Not covered.
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Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

Acupuncture e Dental care (Adult & Child) e Non-emergency care when traveling outside the U.S.
Bariatric surgery e (lasses (Child) ¢ Routine foot care
Cosmetic surgery e Long-term care o Weight loss programs

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

Chiropractic care - 35 visits/calendar year. o Infertility treatment - Limited to the diagnosis e  Routine eye care (Adult) - 1 routine eye exam/24 months.
Hearing aids - 1 hearing aid per ear/36 & treatment of underlying medical condition.
months. e Private-duty nursing - 70- 8 hour

shifts/calendar year.

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is:

For more information on your rights to continue coverage, contact the plan at 1-800-370-4526.

If your group health coverage is subject to ERISA, you may also contact the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272)
or http://www.dol/gov/ebsa/healthreform

For non-federal governmental group health plans, you may also contact the Department of Health and Human Services, Center for Consumer Information and Insurance
Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov.

If your coverage is a church plan, church plans are not covered by the Federal COBRA continuation coverage rules. If the coverage is insured, individuals should

contact their State insurance regulator regarding their possible rights to continuation coverage under State law.

Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For more information about
the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance
or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete
information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact:

If your group health coverage is subject to ERISA, you may contact Aetna directly by calling the toll-free number on your Medical ID Card, or by calling our general number

at 1-800-370-4526. You may also contact the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
http://www.dol/gov/ebsa/healthreform

For non-federal governmental group health plans, you may also contact the Department of Health and Human Services, Center for Consumer Information and Insurance
Oversight, at 1-877-267-2323 x61565 or www.cciio.cms.gov.

Additionally, a consumer assistance program can help you file your appeal. Contact information is at:
http://www.aetna.com/individuals-families-health-insurance/rights-resources/complaints-grievances-appeals/index.html.
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Does this plan provide Minimum Essential Coverage? Yes.
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP,
TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet Minimum Value Standards? Yes.
If your plan doesn't meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

To see examples of how this plan might cover costs for a sample medical situation, see the next section

827286-981707-491004 Page 6 of 7


https://www.healthcare.gov/sbc-glossary/#minimum-essential-coverage
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#health-insurance
https://www.healthcare.gov/sbc-glossary/#marketplace
https://www.healthcare.gov/sbc-glossary/#minimum-essential-coverage
https://www.healthcare.gov/sbc-glossary/#premium-tax-credits
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#minimum-value-standard
https://www.healthcare.gov/sbc-glossary/#premium-tax-credits
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#marketplace
https://www.healthcare.gov/sbc-glossary/#plan

About these Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost-sharing
amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of

costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network pre-natal care and a
hospital delivery)

B The plan's overall deductible $250
M Specialist copayment $40
W Hospital (facility) copayment $250
B Other copayment $0

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Managing Joe’s Type 2 Diabetes

(a year of routine in-network care of a well-
controlled condition)

M The plan's overall deductible $250
W Specialist copayment $40
® Hospital (facility) copayment $250
W Other copayment $0

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Diabetic supplies (glucose meter)

Mia’s Simple Fracture

(in-network emergency room visit and follow up

care)
B The plan's overall deductible $250
B Specialist copayment $40
W Hospital (facility) copayment $250
M Other copayment $0

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost  $12,700 Total Example Cost  $5,600 Total Example Cost $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:

Cost Sharing Cost Sharing Cost Sharing
Deductibles $250 Deductibles $100 Deductibles $0
Copayments $300 Copayments $1,200 Copayments $400
Coinsurance $0 Coinsurance $0 Coinsurance $0

What isn't covered What isn't covered What isn't covered

Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions $0
The total Peg would pay is $610 The total Joe would pay is $1,320 The total Mia would pay is $400

Note: These numbers assume the patient does not participate in the plan’s wellness program. If you participate in the plan’s wellness program, you may be able to reduce
your costs. For more information about the wellness program, please contact: 1-800-370-4526.

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Assistive Technology
Persons using assistive technology may not be able to fully access the following information. For assistance, please call 1-800-370-4526.

Smartphone or Tablet
To view documents from your smartphone or tablet, the free WinZip app is required. It may be available from your App Store.

Non-Discrimination
Aetna complies with applicable Federal civil rights laws and does not unlawfully discriminate, exclude or treat people differently based on their race, color,
national origin, sex, age, disability, gender identity or sexual orientation.

We provide free aids/services to people with disabilities and to people who need language assistance.
If you need a qualified interpreter, written information in other formats, translation or other services, call the number on your ID card.

If you believe we have failed to provide these services or otherwise discriminated based on a protected class noted above, you can also file a grievance with the
Civil Rights Coordinator by contacting:

Civil Rights Coordinator,

P.O. Box 14462, Lexington, KY 40512 (CA HMO customers: P.O. Box 24030, Fresno, CA 93779),

1-800-648-7817, TTY: 711,

Fax: 859-425-3379 (CA HMO customers: 860-262-7705), CRCoordinator@aetna.com.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or at: U.S. Department of Health and Human Services, 200 Independence Avenue SW., Room 509F, HHH Building,
Washington, DC 20201, or at 1-800-368-1019, 800-537-7697 (TDD).

Aetna is the brand name used for products and services provided by one or more of the Aetna group of companies, including Aetna Life Insurance Company and its affiliates
(Aetna).
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TTY: 711
Language Assistance:

To access language services at no cost to you, call 1-800-370-4526.

Albanian -

Amharic -

Arabic -

Armenian -

Bahasa Indonesia -
Bantu-Kirundi -
Bengali-Bangala -
Bisayan-Visayan -

Burmese -

Catalan -
Chamorro -

Cherokee -

Chinese -
Choctaw -

Cushite -
Dutch -
French -

French Creole -
German -

Greek -

Guijarati -

Pér shérbime pérkthimi falas pér ju, telefononi 1-800-370-4526.

PLYR A7APTT PANG L ATIITHT N 1-800-370-4526 £ LM~

1-800-370-4526 a1l e Juailll sla Il ddlSi (g (50 4 all) cilanal) e J sanall

Utddwp (kquljub swnwnipjniiitphg ogunytint hwdwp quuquhwptp 1-800-370-4526 htnwunuwhwdwpny:
Untuk bantuan dalam bahasa Indonesia, silakan hubungi 1-800-370-4526 tanpa dikenakan biaya.

Kugira uronke serivisi z'indimi atakiguzi, hamagara 1-800-370-4526.

AN RATTFT O ARHR ANP TPY AR NFP (HILP oI (0PN: 1-800-370-4526 |

Ngadto maakses ang mga serbisyo sa pinulongan alang libre, tawagan sa 1-800-370-4526.

. . o 010 o ; oo Qe _200-270- Q Q
3)9...;633§|L0(+:....° %Gaa@mee.ﬂ.@ CLICNSRepaiebalieaatiel- Lol aleriataN N Hn .v..%_? 1-800-370-4526 W g ...acz:acl)....aﬂu

Per accedir a serveis linglistics sense cap cost per voste, telefoni al 1-800-370-4526.

Para un hago' i setbision lengguahi ni dibatde para hagu, agang 1-800-370-4526.

GYood SOhAJ CPGOL6°NJ € Alood JCEGWANJ AY, OPABWOb 1-800-370-4526.
WBKERREESIRFS, BaE 1-800-370-4526.

Anumpa tohsholi | toksvli ya peh pilla ho ish | paya hinla, | paya 1-800-370-4526.
Tajaajiiloota afaanii garuu bilisaa ati argaachuuf,bilbili 1-800-370-4526.
Voor gratis toegang tot taaldiensten, bell 1-800-370-4526.

Afin d'accéder aux services langagiers sans frais, composez le 1-800-370-4526.
Pou jwenn sevis lang gratis, rele 1-800-370-4526.
Um auf fiir Sie kostenlose Sprachdienstleistungen zuzugreifen, rufen Sie 1-800-370-4526 an.

oL VOl ETIKOLVWVIOETE XWPLG XPEWON HE TO KEVTPO UTIOOTAPLENG TEAATWY 0TN YAwooa oag, TNAEPwVAOTE oToV aplOpo
1-800-370-4526.

AHIRSL® el Wi(detl einiefl Al5oRAlfl uSTR HI2, Sle 5211-800-370-4526.



Hawaiian -
Hindi -
Hmong -
Igbo -
llocano -

Indonesian -

Italian -
Japanese -

Karen -
Korean -

Kru-Bassa -
Kurdish -
Laotian -
Marathi -

Marshallese -

Micronesian-
Pohnpeyan -

Mon-Khmer,
Cambodian -
Navajo -

Nepali -

Nilotic-Dinka -
Norwegian -
Pennsylvania Dutch -
Persian -

Polish -

Portuguese -

No ka wala‘au ‘ana me ka lawelawe ‘clelo e kahea aku i kéia helu kelepona 1-800-370-4526. Kaki ‘ole ‘ia kéia kokua nei.

3{TUBIRIT ST B HIHA HHINT Harsfieh] YA B-biery, 1-800-370-4526 TR HieT X |

Xav tau kev pab txhais lus tsis muaj nqgi them rau koj, hu 1-800-370-4526.

lji nwetadhére na oru gasi asusu n'efu, kpoo 1-800-370-4526

Tapno maaksesyo dagiti serbisio maipapan iti pagsasao nga awan ti bayadanyo, tawagan ti 1-800-370-4526.

Untuk mengakses layanan bahasa tanpa dikenakan biaya, hubungi 1-800-370-4526.

Per accedere ai servizi linguistici, senza alcun costo per lei, chiami il numero 1-800-370-4526.

St —EXEERITIRAOEZ CIS@E, 1-800-370-4526 £ THBEREL 2S00,

cnorf megiofpmorinenmosidiol o eSem 00 B53 13 rom m:SupSdm&iondss ot 1-800-370-4526 oapf.
T & Q0] MH|AE 0| 832 ™ 1-800-370-4526 HO 2 TS F AR

M dyi wudu-du ka ko do bé& dyi mod A ni Pidyi ni, nii, da ndba nia ke: 1-800-370-4526

1-800-370-4526 (5o ke 3 42 459 (s sy ¢ 55 5 05598 o Oy 51 ) S0 38 4 Gl jiad 3y

cBocdalgnmi3mvwagalostegearhiivuan, luilnmacs 1-800-370-4526
PTG T BT HINT Jdl U HRUGNS], 1-800-370-4526 AR B .

Nan etal nan jikin jiban ikijen Kajin ilo an ejelok onen nan kwe, kirlok 1-800-370-4526.

Pwehn alehdi sawas en lokaia kan ni sohte pweipwei, koahlih 1-800-370-4526.

1I2gjSSUT SIUNAYM IS USRS ARSI UIINSHA guuTigiinisimS1ue 1-800-370-4526 4

T’'aa ni nizaad k’ehji bee nika a’doowot doo baah ilinigéd kojj’ hélne’ 1-800-370-4526.
T3 3[eh TS a1 UTWl T 1-800-370-4526 HT ST IH T |

Té koor yin weef de thokic ke cin wéu kor keek ténan yin. Ke cal koc ye koc kuony ne nomba 1-800-370-4526.

For tilgang til kostnadsfri spraktjenester, ring 1-800-370-4526.
Um Schprooch Services zu griege mitaus Koscht, ruff 1-800-370-4526.

- 2080 i 1-800-370-4526 o okad b (&) ) sk 4y 0l Cledd 4y s yid 51

Aby uzyskac¢ dostep do bezptatnych ustug jezykowych prosze zadzwono¢ 1-800-370-4526.
Para acessar os servigos de idiomas sem custo para vocé, ligue para 1-800-370-4526.



Punjabi - 3373 B et fan oH3 @& 3 Aeel T 293 Jde &9, 1-800-370-4526 3 26 |

Romanian - Pentru a accesa gratuit serviciile de limba, apelati 1-800-370-4526.

Russian - [Ona Toro ytobbl 6ecnaTHO NOYYMTb NOMOLLL NepeBoAYMnKa, No3BOHMTE no TenedpoHy 1-800-370-4526.
Samoan - Mo le mauaina o auaunaga tau gagana e aunoa ma se totogi, vala’au le 1-800-370-4526.

Serbo-Croatian - Za besplatne prevodilacke usluge pozovite 1-800-370-4526.

Spanish - Para acceder a los servicios de idiomas sin costo, llame al 1-800-370-4526.

Sudanic-Fulfude - Heeba a nasta jangirde djey wolde wola chede bo apelou lamba 1-800-370-4526.

Swabhili - Kupata huduma za lugha bila malipo kwako, piga 1-800-370-4526.

Syriac - e euin ‘(% <l Khugs Shoals W oy <ane (< 1-800-370-4526

Tagalog - Para ma-access ang mga serbisyo sa wika nang wala kayong babayaran, tumawag sa 1-800-370-4526.
Telugu - QB 2370 RO EGDHOMT ©0CDEIS0¢DEY, 1-800-370-4526 30 S TODOR.

Thai - WINYINUAAINITLENAINITUTAITNIIA UM Tae LifiATd318 Tdsains 1-800-370-4526.

Tongan - Kapau ‘oku ke fiema’u ta’etotongi ‘a e ngaahi sévesi kotoa p& he ngaahi lea kotoa, telefoni ki he 1-800-370-4526.
Trukese - Ren omw kopwe angei aninisin eman chon awewei (ese kamo), kopwe kori 1-800-370-4526.

Turkish - Sizin i¢in ticretsiz dil hizmetlerine erigebilmek igin, 1-800-370-4526 numaray1 arayin.

Ukrainian - LLlo6 oTpnmaTn 6e3KOWTOBHMIA A0CTYN A0 MOBHMX NOCAYT, 3343BOHITb 3@ HOMepom 1-800-370-4526.
Urdu - -0 S @b 2 1-800-370-4526 ¢ = S S S deals clead Adlaie s b)) el

Vietnamese - Né&u quy vi muén str dung mién phi cac dich vu ngdn ngit, hay goi téi s6 1-800-370-4526

Yiddish - 1-800-370-4526 |91 ,1'K IX THD "7 'R [VAAITRI TRIOW UN0IN I¥

Yoruba - Lati wonu awon ise éde 1’ofe fun o, pe 1-800-370-4526.
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Sponsored by Aetna Medicare Plan (PPO)
Medicare (SO1) PPO Plan, Rx 1209

Keep in mind v
This is just a summary. The complete list of services This is a summary of the services
can be found in the Schedule of Cost Sharing we cover from January 1, 2025

(SOC)/Evidence of Coverage (EOC). You can request through December 31, 2025.
a copy of the SOC/EOC by contacting:

Member Services
1-888-267-2637 (TTY: 711)
Hours are 8 AM to 9 PM ET, Monday through Friday.

Are you eligible to enroll? 9

To join Aetna Medicare Plan (PPO), you must: ) )
Service area: A complete list of

service areas can be found in the
- Be entitled to Medicare Part A Evidence of Coverage (EOC).
+ Beenrolled in Medicare Part B
+ Liveinthe plan's service area

Plan Build: 35826-1_35828-1 | Grid Code: C2K 'a.etna®
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What You Should Know

Primary Care Physician (PCP): You have the option to choose a PCP. When we know
who your provider is, we can better support your care.

Referrals: Your plan doesn’t require a referral from a PCP to see a specialist. Keep in
mind, some providers may require a recommendation or treatment plan from your
doctor in order to see you.

Prior Authorizations: Your doctor will work with us to get approval before you
receive certain services or drugs. Benefits that may require a prior authorization are
listed with an asterisk (*) in the benefits grid.

Plan costs & information In-network Out-of-network

Premium Please contact your former employer/union/trust for more
information on your plan premium.

Annual Deductible $0 $0

This is the amount you have to pay out of pocket before the plan
will pay its share for your covered Medicare Part A and B services.

Annual Maximum $7,550 $11,300 for in- and
Out-of-Pocket out-of-network services
combined

The maximum out-of-pocket (MOOP) is the most you’ll pay for
the medical services we cover each year. It’s in place to protect
you. Once you reach the maximum out-of-pocket, our plan pays
100% of covered medical services. Your premium and
prescription drug costs don't count toward your MOOP.
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PRIMARY BENEFITS Your costs for Your costs for
in-network care out-of-network care

Hospital Care*

Inpatient Hospital Care $250 per stay 20% per stay
The member cost sharing applies to covered
benefits incurred during a member’s inpatient
stay.

Observation Stay Your cost share for Your cost share for
Observation Care is Observation Care is
based upon the services based upon the services
you receive. you receive.

Frequency: per stay per stay

Outpatient Hospital Services and Surgery $0 20%

Ambulatory Surgery Center $0 20%

Physician Services

Primary Care Physician Visits $20 20%

Physician Specialist Visits

Includes the services of an internist, general
physician or family practitioner for routine care as
well as diagnosis and treatment of an illness or
injury and in-office surgery.

$20 20%
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PRIMARY BENEFITS Your costs for Your costs for
in-network care out-of-network care

Preventive Services
Medicare-covered Preventive Services $0 20%

+ Abdominal aortic aneurysm screenings
+ Alcohol misuse screenings and counseling
« Annual Wellness visit

+ Breast cancer screening: mammogram
+ Cardiovascular behavior therapy

» Cardiovascular disease screenings

+ Cervical and vaginal cancer screenings
+ Depression screenings

+ Diabetes screenings

« HIV screenings

- Lung cancer screenings and counseling
« Medical nutrition therapy

» Obesity behavior therapy

+ Prostate cancer screenings (PSA)

+ Sexually transmitted infections screenings and
counseling
+ Tobacco use cessation counseling

+ Welcome to Medicare preventive visit

Medicare-covered Preventive Services
(continued)

+ Bone mass measurements $0 20%

« Colorectal cancer screenings (colonoscopy, $0 20%
fecal occult blood test, flexible sigmoidoscopy)

« Medicare Diabetes Prevention Program $0 $0

Immunizations $0 $0

+ Flu

« Hepatitis B

« Pneumococcal

Additional Medicare Preventive Services $0 20%

« Barium enema

- Diabetes self-management training
+ Digital rectal exam

« EKG following welcome exam

+ Glaucoma screening
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PRIMARY BENEFITS

Emergency and Urgent Medical Care
Emergency Care

Emergency Care Worldwide

Urgent Care

Urgent Care Worldwide

Diagnostic Procedures*

Diagnostic Radiology (CT scans)
Diagnostic Radiology (other than CT scans)
Diagnostic Testing and Procedures

Lab Services

Outpatient X-rays

Hearing Services

Hearing Exam (routine)

Hearing Exam (Medicare-covered)
Hearing Aid Reimbursement
Dental Services*

Dental Services

Vision Services
Eye Exam (routine)

Diabetic Eye Exam

Eye Exam (Medicare-covered)

Your costs for Your costs for
in-network care out-of-network care

$90 (waived if admitted $90 (waived if admitted

immediately) immediately)
$90 (waived if admitted $90 (waived if admitted
immediately) immediately)
$20 $20

$20 $20

$20 20%

$20 20%

$20 20%

$20 20%

$20 20%

$0 20%

Coverage: one exam
every twelve months

$20 20%
$2,000 once every 36 months

$20 20%

Medicare-covered benefits only

$0 20%
Coverage: one exam every twelve months
$0 20%
$20 20%
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PRIMARY BENEFITS

Mental Health Services*
Inpatient Mental Health Care

Outpatient Mental Health Care

Partial Hospitalization Services and Intensive
Outpatient Services

Inpatient Substance Use Disorder Services

Outpatient Substance Use Disorder Services

Skilled Nursing Services*
Skilled Nursing Facility (SNF) Care

Outpatient Rehabilitation Services
Occupational Therapy Rehabilitation Services

Physical and Speech Therapy Rehabilitation
Services

Your costs for
in-network care

Your costs for
out-of-network care

$250 per stay

The member cost
sharing applies to
covered benefits
incurred during a
member’s inpatient

20% per stay

stay.
$20 (individual 20% (individual
sessions) sessions)

$20 (group sessions)
$20 20%

20% (group sessions)

$250 per stay

The member cost
sharing applies to
covered benefits
incurred during a
member’s inpatient

20% per stay

stay.
$20 (individual 20% (individual
sessions) sessions)

$20 (group sessions) 20% (group sessions)

$0 per day, days 1-20;
$75 per day, days
21-100

Limited to 100 days per Medicare benefit period.
See the Evidence of Coverage for details on the
benefit periods.

20% per day, days 1-100

$20 20%
$20 20%
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PRIMARY BENEFITS

Ambulance* and Transportation Services

Ambulance Services

Transportation (non-emergency)

Medicare Part B Prescription Drugs*
Medicare Part B Prescription Drugs

*These benefits may require prior authorization.

Your costs for
in-network care

Your costs for
out-of-network care

$20 20%

Prior authorization rules may apply for
non-emergency transportation services received
in-network. Your network provider is responsible
for requesting prior authorization. Our plan
recommends pre-authorization of
non-emergency transportation services when

provided by an out-of-network provider.
Covered Not Covered

Coverage: up to 36 one-way rides per year with
unlimited miles allowed per trip.

$0 20%

Medicare Part D Prescription Drugs

Part D drugs are covered. See PHARMACY - PRESCRIPTION DRUG BENEFITS section on page 10 for
your plan benefits at each Part D phase, including cost share and other important pharmacy benefit

information.
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ADDITIONAL PROGRAMS AND SERVICES

(Medicare-covered)

Acupuncture Services

Allergy Shots
Allergy Testing
Blood NMC

Cardiac Rehabilitation Services

Chiropractic Services*

Diabetic Supplies*

Durable Medical Equipment (DME)*
Home Health Agency Care*

Hospice Care
Intensive Cardiac Rehabilitation Services

Medical Supplies*

Outpatient Dialysis Treatments*

Podiatry Services

Prosthetic Devices*

Pulmonary Rehabilitation Services

Supervised Exercise Therapy (SET) for PAD

Radiation Therapy*

*These benefits may require prior authorization.

Your costs for Your costs for
in-network care out-of-network care
$20 20%
Medicare-covered benefits only

$0 20%

$20 20%

$0 20%

All components of blood are covered beginning
with the first pint.

$20 20%
$15 20%
Medicare-covered benefits only
$0 20%

Includes supplies to monitor your blood glucose
from LifeScan, or from a non-preferred provider
when a prior authorization is received.

20% 20%
$0 20%

Covered by Original Medicare at a
Medicare-certified hospice.

$20 20%

Your cost share is Your cost share is
based upon the based upon the
provider of services provider of services

$20 $20
$20 20%
Medicare-covered benefits only
20% 20%
$15 20%
$15 20%
$20 20%
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ADDITIONAL PROGRAMS Your costs for Your costs for

(not covered by Original Medicare) in-network care out-of-network care
Fitness Program SilverSneakers®

Meals $0

After discharge from an inpatient stay to your
home, you may be eligible to receive up to 14
home-delivered meals over a 7-day period.

Resources for Living® This program is offered to help you locate
resources for everyday needs.
Teladoc™ $0

Telemedicine services with a Teladoc provider.
State mandates may apply.

Telehealth PCP $20 20%
Telehealth Specialist $20 20%
Telehealth Occupational Therapy Service $20 20%
Telehealth PT and ST Services $20 20%
Telehealth Other Health Care Providers $20 20%
Telehealth Individual Mental Health* $20 20%
Telehealth Group Mental Health* $20 20%
Telehealth Individual Psychiatric Services* $20 20%
Telehealth Group Psychiatric Services* $20 20%
Telehealth Individual Substance Use Disorder $20 20%
Services*

Telehealth Group Substance Use Disorder $20 20%
Services*

Telehealth Kidney Disease Education Services $0 20%
Telehealth Diabetes Self-Management Training $0 20%
Telehealth Opioid Treatment Program Services*  $20 20%
Telehealth Urgent Care $20 $20
Routine Physical $0 20%

A routine physical exam is offered once per
calendar year.

Wigs $0 $0
Maximum $400
Frequency every year

*These benefits may require prior authorization.
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PHARMACY - PRESCRIPTION DRUG BENEFITS
Deductible $0

Pharmacy Network S2

Your Medicare Part D plan uses the network above. To find a network pharmacy, you can visit our
website (AetnaRetireePlans.com).

Formulary (Drug List) Classic

INITIAL COVERAGE PHASE
This is your cost sharing until covered Medicare prescription drug expenses reach the annual

out-of-pocket limit:
30-day Supply through | 90-day Supply through Network Retail or Mail
Network Retail

5 Tier plan Standard Preferred Mail Standard Retail or Mail

Tier 1 You pay $5 You pay $10 You pay $10
Preferred Generic

drugs - Includes

low-cost generic drugs

Tier2 You pay $20 You pay $40 You pay $40
Generic drugs -
Includes generic drugs

Tier 3 You pay $45 You pay $90 You pay $90
Preferred Brand drugs -

Includes preferred

brand drugs and some

high-cost generic drugs

Tier 4 You pay $75 You pay $150 You pay $150
Non-Preferred drugs -

Includes non-preferred

brand drugs and some

higher-cost generic

drugs

Tier5 You pay 33% for your Limited to one-month Limited to one-month
Specialty drugs - drug supply supply
Includes

high-cost/unique brand

and generic drugs

You won'’t pay more than $0 for a one-month supply of a covered insulin product on the preferred
brand tier or $35 for a one-month supply of a covered non-preferred insulin product.

If you reside in a long-term care facility, your cost share is the same as a 30-day supply at a retail
pharmacy and you may receive up to a 31-day supply.



2025 Summary of Benefits "

CATASTROPHIC COVERAGE

Catastrophic Coverage benefits start once the annual out-of-pocket threshold of $2,000 for covered
Part D prescription drugs is reached. Once you are in the Catastrophic Coverage Stage, you will stay in
this payment stage until the end of the calendar year.

During this payment stage, you pay nothing for your covered Part D drugs.

REQUIREMENTS

Precertification Applies

Step Therapy Applies

NON-PART D SUPPLEMENTAL BENEFIT
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MEDICAL DISCLAIMERS

For more information about Aetna plans, go to AetnaRetireePlans.com or call Member Services
toll-free at 1-888-267-2637 (TTY: 711). Hours are 8 AM to 9 PM ET, Monday through Friday.

Not all PPO plans are available in all areas.

Participating health care providers are independent contractors and are neither agents nor
employees of Aetna. The availability of any particular provider cannot be guaranteed, and provider
network composition is subject to change.

In case of emergency, you should call 911 or the local emergency hotline. Or you should go directly to
an emergency care facility.

The complete list of services can be found in the Evidence of Coverage (EOC). You can request a
copy of the EOC by contacting Member Services at 1-888-267-2637 (TTY: 711). Hours are 8 AM to 9
PM ET, Monday through Friday.

The following is a partial list of what isn’t covered or limits to coverage under this plan:

+ Services that are not medically necessary unless the service is covered by Original Medicare or
otherwise noted in your Evidence of Coverage.

+ Plastic or cosmetic surgery unless it is covered by Original Medicare

+ Custodial care

« Experimental procedures or treatments that Original Medicare doesn’t cover

« Outpatient prescription drugs unless covered under Original Medicare Part B

You may pay more for out-of-network services. Prior approval from Aetna is required for some
network services. For services from a non-network provider, prior approval from Aetna is
recommended. Providers must be licensed and eligible to receive payment under the federal
Medicare program and willing to accept the plan.

Out-of-network/non-contracted providers are under no obligation to treat plan members, except in
emergency situations. Please call our Member Services number or see your Evidence of Coverage for
more information, including the cost-sharing that applies to out-of-network services.

Aetna will pay any non-contracted provider (that is eligible for Medicare payment and is willing to
accept the Aetna Medicare Plan) the same as they would receive under Original Medicare for
Medicare-covered services under the plan.
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PHARMACY DISCLAIMERS

Aetna’s retiree pharmacy coverage is an enhanced Part D Employer Group Waiver Plan that is
offered as a single integrated product. The enhanced Part D plan consists of two components: basic
Medicare Part D benefits and supplemental benefits. Basic Medicare Part D benefits are offered by
Aetna based on our contract with CMS. We receive monthly payments from CMS to pay for basic
Part D benefits. Supplemental benefits are non-Medicare benefits that provide enhanced coverage
beyond basic Part D. Supplemental benefits are paid for by plan sponsors or members and may
include benefits for non-Part D drugs. Aetna reports claim information to CMS according to the
source of applicable payment (Medicare Part D, plan sponsor or member).

The formulary and/or pharmacy network may change at any time. You will receive notice when
necessary.

You must use network pharmacies to receive plan benefits except in limited, non-routine
circumstances as defined in the EOC. In these situations, you are limited to a 30-day supply.

Pharmacy clinical programs such as precertification, step therapy and quantity limits may apply to
your prescription drug coverage.

Specialty pharmacies fill high-cost specialty drugs that require special handling. Although specialty
pharmacies may deliver covered medicines through the mail, they are not considered “mail-order
pharmacies.” Therefore, most specialty drugs are not available at the mail-order cost share.

For mail-order, you can get prescription drugs shipped to your home through the network mail-order
delivery program. Typically, mail-order drugs arrive within 7-10 days. You can call

1-866-241-0357 (TTY users should call 711), 24 hours a day, seven days a week, if you do not receive
your mail-order drugs within this timeframe. Members may have the option to sign up for automated
mail-order delivery.

There are three general rules about drugs that Medicare drug plans will not cover under Part D. This
plan cannot:

« Cover a drug that would be covered under Medicare Part A or Part B.
« Cover a drug purchased outside the United States and its territories.

+ Generally cover drugs prescribed for “off label” use (any use of the drug other than indicated
on adrug’s label as approved by the Food and Drug Administration) unless supported by
criteria included in certain reference books like the American Hospital Formulary Service Drug
Information, the DRUGDEX Information System and the USPDI or its successor.

Additionally, by law, the following categories of drugs are not normally covered by a Medicare
prescription drug plan unless we offer enhanced drug coverage for which an additional premium
may be charged. These drugs are not considered Part D drugs and may be referred to as
“exclusions” or “non-Part D drugs.” These drugs include:

» Drugs used for the treatment of weight loss, weight gain or anorexia
« Drugs used for cosmetic purposes or to promote hair growth
« Prescription vitamins and mineral products, except prenatal vitamins and fluoride preparations

« Outpatient drugs that the manufacturer seeks to require that associated tests or monitoring
services be purchased exclusively from the manufacturer as a condition of sale
« Drugs used to promote fertility

+ Drugs used to relieve the symptoms of cough and colds
« Non-prescription drugs, also called over-the-counter (OTC) drugs
« Drugs when used for the treatment of sexual or erectile dysfunction



PLAN DISCLAIMERS

Aetna Medicare is a PPO plan with a Medicare contract. Enrollment in our plans depends on contract
renewal.

Plans are offered by Aetna Health Inc., Aetna Health of California Inc., Aetna Life Insurance Company
and/or their affiliates (Aetna). Participating health care providers are independent contractors and
are neither agents nor employees of Aetna. The availability of any particular provider cannot be
guaranteed, and provider network composition is subject to change.

See Evidence of Coverage for a complete description of plan benefits, exclusions, limitations and
conditions of coverage. Plan features and availability may vary by service area.

Resources For Living is the brand name used for products and services offered through the Aetna
group of subsidiary companies.

SilverSneakers is a registered trademark of Tivity Health, Inc. ©2024 Tivity Health, Inc. All rights
reserved.

To send a complaint to Aetna, call the Plan or the number on your member ID card. To send a
complaint to Medicare, call 1-800-MEDICARE (TTY users should call 1-877-486-2048), 24 hours a
day/7 days a week. If your complaint involves a broker or agent, be sure to include the name of the
person when filing your grievance.

If there is a difference between this document and the Evidence of Coverage (EOC), the EOC is
considered correct.

You can read the Medicare & You 2025 Handbook. Every year in the fall, this booklet is mailed to
people with Medicare. It has a summary of Medicare benefits, rights and protections, and answers to
the most frequently asked questions about Medicare. If you don’t have a copy of this booklet, you can
get it at the Medicare website (www.medicare.gov) or by calling 1-800-MEDICARE (1-800-633-4227),
24 hours a day, 7 days a week. TTY users should call 1-877-486-2048.

You can also visit our website at AetnaRetireePlans.com . As a reminder, our website has the most
up-to-date information about our provider network (Provider Directory) and our list of covered drugs
(Formulary/Drug List).

***This is the end of this plan benefit summary***
©2025 Aetnalinc.

YOOO1_GRP_5559_2025_M
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Multi-Language Insert
Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have about our health or
drug plan. To get an interpreter, just call us at 1-800-307-4830. Someone who speaks
English/Language can help you. This is a free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder cualquier pregunta que
pueda tener sobre nuestro plan de salud o medicamentos. Para hablar con un intérprete, por favor
llame al 1-800-307-4830. Alguien que hable espaiol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: 3c{ 2 (i 2 ZeAVEINEARSS - AEBNEIRE SR TSR AVEMISE (7] - NSRERHR
FILFNEAR S - 1EECE 1-800-307-4830. AT TAE AGIRRERBIE « X2 TRtk -

Chinese Cantonese: {3 (Y5 sWEEYIORbe nTREF A REN - Rt Heft e nvEizE Ik - MR
SRS 0 55EE 1-800-307-4830, HKFIEPRMAERRE HTRMELED) - 2 2 HRERE -

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot ang anumang mga
katanungan ninyo hinggil sa aming planong pangkalusugan o panggamot. Upang makakuha ng
tagasaling-wika, tawagan lamang kami sa 1-800-307-4830. Maaari kayong tulungan ng isang
nakakapagsalita ng Tagalog. Ito ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a toutes vos questions
relatives a notre régime de santé ou d'assurance-médicaments. Pour accéder au service
d'interprétation, il vous suffit de nous appeler au 1-800-307-4830. Un interlocuteur parlant Frangais
pourra vous aider. Ce service est gratuit.

Vietnamese: Chung t6i cé dich vu thong dich mién phi dé tra 16i cac cau hdi vé chuong sirc khde va
chwong trinh thu6c men. Néu qui vi can thdng dich vién xin goi 1-800-307-4830. sé c6 nhan vién ndi
tieng Viét giup d& qui vi. Pay la dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu unserem Gesundheits-
und Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 1-800-307-4830. Man wird Ihnen dort
auf Deutsch weiterhelfen. Dieser Service ist kostenlos.

Korean: JAl= o|& Eol = ofF Hoof 2ot ZE0)| Bl =20 £8 &9 MH[AE HS5t2
UELCE 5 MH[AE 0| 83t2{H M3} 1-800-307-4830. H2 2 2Ol FHA|2. =015 ot &
AL o EE AYLILE O] MH|AE 22 2HELL

Russian: Ecnu y Bac BO3HWKHYT BONPOCbHI OTHOCUTESTbHO CTPAXOBOro UMM MeAMKAMEHTHOrO NiaHa, Bbl
MOXeTe BOCMOMb30BaTbCA HaLMMK BecnnaTHeIMK ycryramu nepeBogynkoB. YTobbl BOCNoNbL30BaThCH
ycnyramu nepesoynka, no3BoHUTe Ham no tenedoHy 1-800-307-4830. Bam okaxkeT NOMOLLb
COTPYAHMK, KOTOPbI rOBOPUT No-pyccku. [laHHasa ycnyra 6ecnnartHas.



ol st an e e Janll Loal 4y o) Jaa ol daally Ggleti dlind ol e el Aladdl (o) il an il cilexs 236 L) sArabic
Agilae derd oda clideliay 4 jall Soaty le (adlia i . 1-800-307-4830 e Ly Juai¥l (5 g clile

Hindi: AR WY g1 &7 B Ao & IR | 3 [t i ue & Sare 2= & forw gar g g
@?rﬁ%wéwgmﬁmwmﬁ%fmwaﬁ1-800-307-4830.W®?aﬁ.ﬁ§wga§%ﬁ
NGRS e B gohdl 7. I8 U 4ud T ©.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a eventuali domande sul
nostro piano sanitario e farmaceutico. Per un interprete, contattare il numero 1-800-307-4830. Un
nostro incaricato che parla Italianovi fornira l'assistenza necessaria. E un servizio gratuito.

Portuguese: Dispomos de servigos de interpretagao gratuitos para responder a qualquer questao
que tenha acerca do nosso plano de saude ou de medicag¢ao. Para obter um intérprete, contacte-nos
através do numero 1-800-307-4830. Ird encontrar alguém que fale o idioma Portugués para o ajudar.
Este servico é gratuito.

French Creole: Nou genyen sevis entepret gratis pou reponn tout kesyon ou ta genyen konsenan
plan medikal oswa dwog nou an. Pou jwenn yon entepret, jis rele nou nan 1-800-307-4830. Yon
moun ki pale Kreyol kapab ede w. Sa a se yon sevis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry pomoze w uzyskaniu
odpowiedzi na temat planu zdrowotnego lub dawkowania lekow. Aby skorzysta¢ z pomocy ttumacza
znajgcego jezyk polski, nalezy zadzwoni¢ pod numer 1-800-307-4830. Ta ustuga jest bezptatna.

Japanese: Y+ DR BRRE & WK TS VLT ACERBICEEZAT ALY 0. BRI O@ER
H—E2ZNBNFTENET, BRAECADIC L AICI1E. 1-800-307-4830. K HE/EFEC K &, BR
BEFEIAFTIZECVZLET., ChiIERDOY— EXTY,

Hawaiian: He kokua mahele ‘Olelo k& makou i mea e pane ‘ia ai kdu mau ninau e pili ana i k& makou
papahana olakino a la‘au lapa‘au paha. | mea e loa‘a ai ke kokua mahele ‘Olelo, e kelepona mai ia makou
ma 1-800-307-4830. E hiki ana i kekahi mea ‘Glelo Pelekania/‘Olelo ke kdkua ia ‘oe. He pomaika‘i
manuahi kéia.

YOOO1_NR_30475b_2023_C
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We comply with applicable Federal civil rights laws and do not discriminate on the basis of race, color,
national origin, age, disability, or sex and does not exclude people or treat them differently because of
race, color, national origin, age, disability, or sex. If you speak a language other than English, free
language assistance services are available. Visit our website, call the phone number listed in this
material or the phone number on your benefit ID card.

In addition, your health plan provides auxiliary aids and services, free of charge, when necessary to
ensure that people with disabilities have an equal opportunity to communicate effectively with us. Your
health plan also provides language assistance services, free of charge, for people with limited English
proficiency. If you need these services, call Customer Service at the phone number on your benefit ID
card.

If you believe that we have failed to provide these services or discriminated in another way on the basis
of race, color, national origin, age, disability, or sex, you can file a grievance with our Grievance
Department (write to the address listed in your Evidence of Coverage). You can also file a grievance by
phone by calling the Customer Service phone number listed on your benefit ID card (TTY: 711). If you
need help filing a grievance, call Customer Service Department at the phone number on your benefit
ID card.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office
for Civil Rights at https://ocrportal.hhs.gov/ocr/cp/complaint_frontpage.jsf.

ESPANOL (SPANISH): Si habla un idioma que no sea inglés, se encuentran disponibles servicios
gratuitos de asistencia de idiomas. Visite nuestro sitio web o llame al nimero de teléfono que figura en
este documento.

B #=RE (P X) (CHINESE): MR I PUIMIRES - FMIFHEIE R BIVEES HBIRTS - 553 By
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Keep in mind v
This is just a summary. The complete list of services This is a summary of the services
can be found in the Schedule of Cost Sharing we cover from January 1, 2025

(SOC)/Evidence of Coverage (EOC). You can request through December 31, 2025.
a copy of the SOC/EOC by contacting:

Member Services
1-888-267-2637 (TTY: 711)
Hours are 8 AM to 9 PM ET, Monday through Friday.

Are you eligible to enroll? 9

To join Aetna Medicare Plan (PPO), you must: ) )
Service area: A complete list of

service areas can be found in the
- Be entitled to Medicare Part A Evidence of Coverage (EOC).
+ Beenrolled in Medicare Part B
+ Liveinthe plan's service area

Plan Build: 35827-1_35828-1| Grid Code: D2K 'a.etna®
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What You Should Know

Primary Care Physician (PCP): You have the option to choose a PCP. When we know
who your provider is, we can better support your care.

Referrals: Your plan doesn’t require a referral from a PCP to see a specialist. Keep in
mind, some providers may require a recommendation or treatment plan from your
doctor in order to see you.

Prior Authorizations: Your doctor will work with us to get approval before you
receive certain services or drugs. Benefits that may require a prior authorization are
listed with an asterisk (*) in the benefits grid.

Plan costs & information Network & Out-of-network providers

Premium Please contact your former
employer/union/trust for more information on
your plan premium.

Annual Deductible $0

This is the amount you have to pay out of pocket
before the plan will pay its share for your covered
Medicare Part A and B services.

Annual Maximum Out-of-Pocket $7,550

The maximum out-of-pocket (MOOP) is the most
you’'ll pay for the medical services we cover
each year. It’s in place to protect you. Once you
reach the maximum out-of-pocket, our plan pays
100% of covered medical services. Your
premium and prescription drug costs don't count
toward your MOOP.
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PRIMARY BENEFITS

Hospital Care*
Inpatient Hospital Care

Observation Stay

Frequency:

Outpatient Hospital Services and Surgery
Ambulatory Surgery Center

Physician Services

Primary Care Physician Visits

Physician Specialist Visits

Your costs for in and
out-of-network care

$250 per stay

The member cost sharing applies to
covered benefits incurred during a
member’s inpatient stay.

Your cost share for Observation Care
is based upon the services you
receive.

per stay
$0
$0

$20

Includes the services of an internist,
general physician or family
practitioner for routine care as well
as diagnosis and treatment of an
illness or injury and in-office surgery.

$20
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PRIMARY BENEFITS Your costs for in and
out-of-network care

Preventive Services
Medicare-covered Preventive Services $0

+ Abdominal aortic aneurysm screenings

+ Alcohol misuse screenings and counseling
« Annual Wellness visit

+ Bone mass measurements

+ Breast cancer screening: mammogram

« Cardiovascular behavior therapy

« Cardiovascular disease screenings

+ Cervical and vaginal cancer screenings

+ Colorectal cancer screenings (colonoscopy, fecal occult
blood test, flexible sigmoidoscopy)
+ Depression screenings

+ Diabetes screenings

» HIV screenings

« Lung cancer screenings and counseling

+ Medicare Diabetes Prevention Program

» Medical nutrition therapy

+ Obesity behavior therapy

» Prostate cancer screenings (PSA)

 Sexually transmitted infections screenings and counseling
« Tobacco use cessation counseling

+ Welcome to Medicare preventive visit

Immunizations $0

« Flu
+ Hepatitis B
« Pneumococcal

Additional Medicare Preventive Services $0

- Barium enema

- Diabetes self-management training
- Digital rectal exam

+ EKG following welcome exam

+ Glaucoma screening
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PRIMARY BENEFITS

Emergency and Urgent Medical Care
Emergency Care

Emergency Care Worldwide

Urgent Care

Urgent Care Worldwide

Diagnostic Procedures*

Diagnostic Radiology (CT scans)
Diagnostic Radiology (other than CT scans)
Diagnostic Testing and Procedures

Lab Services

Outpatient X-rays

Hearing Services

Hearing Exam (routine)

Hearing Exam (Medicare-covered)
Hearing Aid Reimbursement
Dental Services*

Dental Services

Vision Services
Eye Exam (routine)

Diabetic Eye Exam

Eye Exam (Medicare-covered)

Your costs for in and
out-of-network care

$90 (waived if admitted
immediately)

$90 (waived if admitted
immediately)

$20
$20

$20
$20
$20
$20
$20

$0

Coverage: one exam every twelve
months

$20
$2,000 once every 36 months

$20

Medicare-covered benefits only

$0

Coverage: one exam every twelve
months

$0
$20
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Your costs for in and
out-of-network care

PRIMARY BENEFITS

Mental Health Services*
Inpatient Mental Health Care

Outpatient Mental Health Care

Partial Hospitalization Services and Intensive Outpatient
Services

Inpatient Substance Use Disorder Services

Outpatient Substance Use Disorder Services

Skilled Nursing Services*
Skilled Nursing Facility (SNF) Care

Outpatient Rehabilitation Services
Occupational Therapy Rehabilitation Services
Physical and Speech Therapy Rehabilitation Services

Ambulance* and Transportation Services

Ambulance Services

Transportation (non-emergency)

$250 per stay

The member cost sharing applies to
covered benefits incurred during a
member’s inpatient stay.

$20 (individual sessions)
$20 (group sessions)
$20

$250 per stay

The member cost sharing applies to
covered benefits incurred during a
member’s inpatient stay.

$20 (individual sessions)

$20 (group sessions)

$0 per day, days 1-20; $75 per day,
days 21-100

Limited to 100 days per Medicare
benefit period.

See the Evidence of Coverage for
details on the benefit periods.

$20
$20

$20

Prior authorization rules may apply
for non-emergency transportation
services received in-network. Your
network provider is responsible for
requesting prior authorization. Our
plan recommends pre-authorization
of non-emergency transportation
services when provided by an
out-of-network provider.

Covered

Coverage: up to 36 one-way rides
per year with unlimited miles allowed
per trip.
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PRIMARY BENEFITS Your costs for in and
out-of-network care

Medicare Part B Prescription Drugs*
Medicare Part B Prescription Drugs $0

*These benefits may require prior authorization.

Medicare Part D Prescription Drugs

Part D drugs are covered. See PHARMACY - PRESCRIPTION DRUG BENEFITS section on page 10 for

your plan benefits at each Part D phase, including cost share and other important pharmacy benefit
information.
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ADDITIONAL PROGRAMS AND SERVICES

Your costs for in and

(Medicare-covered)

Acupuncture Services

Allergy Shots
Allergy Testing
Blood NMC

Cardiac Rehabilitation Services

Chiropractic Services*

Diabetic Supplies*

Durable Medical Equipment (DME)*
Home Health Agency Care*

Hospice Care

Intensive Cardiac Rehabilitation Services

Medical Supplies*

Outpatient Dialysis Treatments*

Podiatry Services

Prosthetic Devices*

Pulmonary Rehabilitation Services

Supervised Exercise Therapy (SET) for PAD

Radiation Therapy*

*These benefits may require prior authorization.

out-of-network care

$20

Medicare-covered benefits only
$0

$20

$0

All components of blood are
covered beginning with the first
pint.

$20

$15

Medicare-covered benefits only
$0

Includes supplies to monitor your
blood glucose from LifeScan, or
from a non-preferred provider
when a prior authorization is
received.

20%
$0

Covered by Original Medicare at a
Medicare-certified hospice.

$20

Your cost share is based upon the
provider of services

$20

$20

Medicare-covered benefits only
20%

$15

$15

$20
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ADDITIONAL PROGRAMS

Your costs for in and

(not covered by Original Medicare)
Fitness Program

Meals

Resources for Living®

Teladoc™

Telehealth PCP

Telehealth Specialist

Telehealth Occupational Therapy Service
Telehealth PT and ST Services

Telehealth Other Health Care Providers

Telehealth Individual Mental Health*

Telehealth Group Mental Health*

Telehealth Individual Psychiatric Services*
Telehealth Group Psychiatric Services*

Telehealth Individual Substance Use Disorder Services*
Telehealth Group Substance Use Disorder Services*
Telehealth Kidney Disease Education Services
Telehealth Diabetes Self-Management Training
Telehealth Opioid Treatment Program Services*
Telehealth Urgent Care

Routine Physical

Wigs

Maximum

Frequency

*These benefits may require prior authorization.

out-of-network care
SilverSneakers®

$0

After discharge from an inpatient
stay to your home, you may be
eligible to receive up to 14
home-delivered meals over a 7-day
period.

This program is offered to help you
locate resources for everyday needs.

$0

Telemedicine services with a Teladoc
provider. State mandates may apply.

$20
$20
$20
$20
$20
$20
$20
$20
$20
$20
$20
$0

$0

$20
$20
$0

A routine physical exam is offered
once per calendar year.

$0
$400
every year
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PHARMACY - PRESCRIPTION DRUG BENEFITS
Deductible $0

Pharmacy Network S2

Your Medicare Part D plan uses the network above. To find a network pharmacy, you can visit our
website (AetnaRetireePlans.com).

Formulary (Drug List) Classic

INITIAL COVERAGE PHASE
This is your cost sharing until covered Medicare prescription drug expenses reach the annual

out-of-pocket limit:
30-day Supply through | 90-day Supply through Network Retail or Mail
Network Retail

5 Tier plan Standard Preferred Mail Standard Retail or Mail

Tier 1 You pay $5 You pay $10 You pay $10
Preferred Generic

drugs - Includes

low-cost generic drugs

Tier2 You pay $20 You pay $40 You pay $40
Generic drugs -
Includes generic drugs

Tier 3 You pay $45 You pay $90 You pay $90
Preferred Brand drugs -

Includes preferred

brand drugs and some

high-cost generic drugs

Tier 4 You pay $75 You pay $150 You pay $150
Non-Preferred drugs -

Includes non-preferred

brand drugs and some

higher-cost generic

drugs

Tier5 You pay 33% for your Limited to one-month Limited to one-month
Specialty drugs - drug supply supply
Includes

high-cost/unique brand

and generic drugs

You won'’t pay more than $0 for a one-month supply of a covered insulin product on the preferred
brand tier or $35 for a one-month supply of a covered non-preferred insulin product.

If you reside in a long-term care facility, your cost share is the same as a 30-day supply at a retail
pharmacy and you may receive up to a 31-day supply.
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CATASTROPHIC COVERAGE

Catastrophic Coverage benefits start once the annual out-of-pocket threshold of $2,000 for covered
Part D prescription drugs is reached. Once you are in the Catastrophic Coverage Stage, you will stay in
this payment stage until the end of the calendar year.

During this payment stage, you pay nothing for your covered Part D drugs.

REQUIREMENTS

Precertification Applies

Step Therapy Applies

NON-PART D SUPPLEMENTAL BENEFIT
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MEDICAL DISCLAIMERS

For more information about Aetna plans, go to AetnaRetireePlans.com or call Member Services
toll-free at 1-888-267-2637 (TTY: 711). Hours are 8 AM to 9 PM ET, Monday through Friday.

Participating health care providers are independent contractors and are neither agents nor
employees of Aetna. The availability of any particular provider cannot be guaranteed, and provider
network composition is subject to change.

In case of emergency, you should call 911 or the local emergency hotline. Or you should go directly to
an emergency care facility.

The complete list of services can be found in the Evidence of Coverage (EOC). You can request a
copy of the EOC by contacting Member Services at 1-888-267-2637 (TTY: 711). Hours are 8 AM to 9
PM ET, Monday through Friday.

The following is a partial list of what isn’t covered or limits to coverage under this plan:

« Services that are not medically necessary unless the service is covered by Original Medicare or
otherwise noted in your Evidence of Coverage.
» Plastic or cosmetic surgery unless it is covered by Original Medicare

» Custodial care
« Experimental procedures or treatments that Original Medicare doesn’t cover
« Outpatient prescription drugs unless covered under Original Medicare Part B

You may pay more for out-of-network services. Prior approval from Aetna is required for some
network services. For services from a non-network provider, prior approval from Aetna is
recommended. Providers must be licensed and eligible to receive payment under the federal
Medicare program and willing to accept the plan.

Out-of-network/non-contracted providers are under no obligation to treat plan members, exceptin
emergency situations. Please call our Member Services number or see your Evidence of Coverage for
more information, including the cost-sharing that applies to out-of-network services.

Aetna will pay any non-contracted provider (that is eligible for Medicare payment and is willing to
accept the Aetna Medicare Plan) the same as they would receive under Original Medicare for
Medicare-covered services under the plan.
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PHARMACY DISCLAIMERS

Aetna’s retiree pharmacy coverage is an enhanced Part D Employer Group Waiver Plan that is
offered as a single integrated product. The enhanced Part D plan consists of two components: basic
Medicare Part D benefits and supplemental benefits. Basic Medicare Part D benefits are offered by
Aetna based on our contract with CMS. We receive monthly payments from CMS to pay for basic
Part D benefits. Supplemental benefits are non-Medicare benefits that provide enhanced coverage
beyond basic Part D. Supplemental benefits are paid for by plan sponsors or members and may
include benefits for non-Part D drugs. Aetna reports claim information to CMS according to the
source of applicable payment (Medicare Part D, plan sponsor or member).

The formulary and/or pharmacy network may change at any time. You will receive notice when
necessary.

You must use network pharmacies to receive plan benefits except in limited, non-routine
circumstances as defined in the EOC. In these situations, you are limited to a 30-day supply.

Pharmacy clinical programs such as precertification, step therapy and quantity limits may apply to
your prescription drug coverage.

Specialty pharmacies fill high-cost specialty drugs that require special handling. Although specialty
pharmacies may deliver covered medicines through the mail, they are not considered “mail-order
pharmacies.” Therefore, most specialty drugs are not available at the mail-order cost share.

For mail-order, you can get prescription drugs shipped to your home through the network mail-order
delivery program. Typically, mail-order drugs arrive within 7-10 days. You can call

1-866-241-0357 (TTY users should call 711), 24 hours a day, seven days a week, if you do not receive
your mail-order drugs within this timeframe. Members may have the option to sign up for automated
mail-order delivery.

There are three general rules about drugs that Medicare drug plans will not cover under Part D. This
plan cannot:

« Cover a drug that would be covered under Medicare Part A or Part B.
« Cover a drug purchased outside the United States and its territories.

+ Generally cover drugs prescribed for “off label” use (any use of the drug other than indicated
on adrug’s label as approved by the Food and Drug Administration) unless supported by
criteria included in certain reference books like the American Hospital Formulary Service Drug
Information, the DRUGDEX Information System and the USPDI or its successor.

Additionally, by law, the following categories of drugs are not normally covered by a Medicare
prescription drug plan unless we offer enhanced drug coverage for which an additional premium
may be charged. These drugs are not considered Part D drugs and may be referred to as
“exclusions” or “non-Part D drugs.” These drugs include:

» Drugs used for the treatment of weight loss, weight gain or anorexia
« Drugs used for cosmetic purposes or to promote hair growth
« Prescription vitamins and mineral products, except prenatal vitamins and fluoride preparations

« Outpatient drugs that the manufacturer seeks to require that associated tests or monitoring
services be purchased exclusively from the manufacturer as a condition of sale
« Drugs used to promote fertility

+ Drugs used to relieve the symptoms of cough and colds
« Non-prescription drugs, also called over-the-counter (OTC) drugs
« Drugs when used for the treatment of sexual or erectile dysfunction



PLAN DISCLAIMERS

Aetna Medicare is a PPO plan with a Medicare contract. Enrollment in our plans depends on contract
renewal.

Plans are offered by Aetna Health Inc., Aetna Health of California Inc., Aetna Life Insurance Company
and/or their affiliates (Aetna). Participating health care providers are independent contractors and
are neither agents nor employees of Aetna. The availability of any particular provider cannot be
guaranteed, and provider network composition is subject to change.

See Evidence of Coverage for a complete description of plan benefits, exclusions, limitations and
conditions of coverage. Plan features and availability may vary by service area.

Resources For Living is the brand name used for products and services offered through the Aetna
group of subsidiary companies.

SilverSneakers is a registered trademark of Tivity Health, Inc. ©2024 Tivity Health, Inc. All rights
reserved.

To send a complaint to Aetna, call the Plan or the number on your member ID card. To send a
complaint to Medicare, call 1-800-MEDICARE (TTY users should call 1-877-486-2048), 24 hours a
day/7 days a week. If your complaint involves a broker or agent, be sure to include the name of the
person when filing your grievance.

If there is a difference between this document and the Evidence of Coverage (EOC), the EOC is
considered correct.

You can read the Medicare & You 2025 Handbook. Every year in the fall, this booklet is mailed to
people with Medicare. It has a summary of Medicare benefits, rights and protections, and answers to
the most frequently asked questions about Medicare. If you don’t have a copy of this booklet, you can
get it at the Medicare website (www.medicare.gov) or by calling 1-800-MEDICARE (1-800-633-4227),
24 hours a day, 7 days a week. TTY users should call 1-877-486-2048.

You can also visit our website at AetnaRetireePlans.com . As a reminder, our website has the most
up-to-date information about our provider network (Provider Directory) and our list of covered drugs
(Formulary/Drug List).

***This is the end of this plan benefit summary***
©2025 Aetnalinc.

YOOO1_GRP_5560_2025_M
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Multi-Language Insert
Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have about our health or
drug plan. To get an interpreter, just call us at 1-800-307-4830. Someone who speaks
English/Language can help you. This is a free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder cualquier pregunta que
pueda tener sobre nuestro plan de salud o medicamentos. Para hablar con un intérprete, por favor
llame al 1-800-307-4830. Alguien que hable espaiol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: 3c{ 2 (i 2 ZeAVEINEARSS - AEBNEIRE SR TSR AVEMISE (7] - NSRERHR
FILFNEAR S - 1EECE 1-800-307-4830. AT TAE AGIRRERBIE « X2 TRtk -

Chinese Cantonese: {3 (Y5 sWEEYIORbe nTREF A REN - Rt Heft e nvEizE Ik - MR
SRS 0 55EE 1-800-307-4830, HKFIEPRMAERRE HTRMELED) - 2 2 HRERE -

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot ang anumang mga
katanungan ninyo hinggil sa aming planong pangkalusugan o panggamot. Upang makakuha ng
tagasaling-wika, tawagan lamang kami sa 1-800-307-4830. Maaari kayong tulungan ng isang
nakakapagsalita ng Tagalog. Ito ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a toutes vos questions
relatives a notre régime de santé ou d'assurance-médicaments. Pour accéder au service
d'interprétation, il vous suffit de nous appeler au 1-800-307-4830. Un interlocuteur parlant Frangais
pourra vous aider. Ce service est gratuit.

Vietnamese: Chung t6i cé dich vu thong dich mién phi dé tra 16i cac cau hdi vé chuong sirc khde va
chwong trinh thu6c men. Néu qui vi can thdng dich vién xin goi 1-800-307-4830. sé c6 nhan vién ndi
tieng Viét giup d& qui vi. Pay la dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu unserem Gesundheits-
und Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 1-800-307-4830. Man wird Ihnen dort
auf Deutsch weiterhelfen. Dieser Service ist kostenlos.

Korean: JAl= o|& Eol = ofF Hoof 2ot ZE0)| Bl =20 £8 &9 MH[AE HS5t2
UELCE 5 MH[AE 0| 83t2{H M3} 1-800-307-4830. H2 2 2Ol FHA|2. =015 ot &
AL o EE AYLILE O] MH|AE 22 2HELL

Russian: Ecnu y Bac BO3HWKHYT BONPOCbHI OTHOCUTESTbHO CTPAXOBOro UMM MeAMKAMEHTHOrO NiaHa, Bbl
MOXeTe BOCMOMb30BaTbCA HaLMMK BecnnaTHeIMK ycryramu nepeBogynkoB. YTobbl BOCNoNbL30BaThCH
ycnyramu nepesoynka, no3BoHUTe Ham no tenedoHy 1-800-307-4830. Bam okaxkeT NOMOLLb
COTPYAHMK, KOTOPbI rOBOPUT No-pyccku. [laHHasa ycnyra 6ecnnartHas.



ol st an e e Janll Loal 4y o) Jaa ol daally Ggleti dlind ol e el Aladdl (o) il an il cilexs 236 L) sArabic
Agilae derd oda clideliay 4 jall Soaty le (adlia i . 1-800-307-4830 e Ly Juai¥l (5 g clile

Hindi: AR WY g1 &7 B Ao & IR | 3 [t i ue & Sare 2= & forw gar g g
@?rﬁ%wéwgmﬁmwmﬁ%fmwaﬁ1-800-307-4830.W®?aﬁ.ﬁ§wga§%ﬁ
NGRS e B gohdl 7. I8 U 4ud T ©.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a eventuali domande sul
nostro piano sanitario e farmaceutico. Per un interprete, contattare il numero 1-800-307-4830. Un
nostro incaricato che parla Italianovi fornira l'assistenza necessaria. E un servizio gratuito.

Portuguese: Dispomos de servigos de interpretagao gratuitos para responder a qualquer questao
que tenha acerca do nosso plano de saude ou de medicag¢ao. Para obter um intérprete, contacte-nos
através do numero 1-800-307-4830. Ird encontrar alguém que fale o idioma Portugués para o ajudar.
Este servico é gratuito.

French Creole: Nou genyen sevis entepret gratis pou reponn tout kesyon ou ta genyen konsenan
plan medikal oswa dwog nou an. Pou jwenn yon entepret, jis rele nou nan 1-800-307-4830. Yon
moun ki pale Kreyol kapab ede w. Sa a se yon sevis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry pomoze w uzyskaniu
odpowiedzi na temat planu zdrowotnego lub dawkowania lekow. Aby skorzysta¢ z pomocy ttumacza
znajgcego jezyk polski, nalezy zadzwoni¢ pod numer 1-800-307-4830. Ta ustuga jest bezptatna.

Japanese: Y+ DR BRRE & WK TS VLT ACERBICEEZAT ALY 0. BRI O@ER
H—E2ZNBNFTENET, BRAECADIC L AICI1E. 1-800-307-4830. K HE/EFEC K &, BR
BEFEIAFTIZECVZLET., ChiIERDOY— EXTY,

Hawaiian: He kokua mahele ‘Olelo k& makou i mea e pane ‘ia ai kdu mau ninau e pili ana i k& makou
papahana olakino a la‘au lapa‘au paha. | mea e loa‘a ai ke kokua mahele ‘Olelo, e kelepona mai ia makou
ma 1-800-307-4830. E hiki ana i kekahi mea ‘Glelo Pelekania/‘Olelo ke kdkua ia ‘oe. He pomaika‘i
manuahi kéia.

YOOO1_NR_30475b_2023_C
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We comply with applicable Federal civil rights laws and do not discriminate on the basis of race, color,
national origin, age, disability, or sex and does not exclude people or treat them differently because of
race, color, national origin, age, disability, or sex. If you speak a language other than English, free
language assistance services are available. Visit our website, call the phone number listed in this
material or the phone number on your benefit ID card.

In addition, your health plan provides auxiliary aids and services, free of charge, when necessary to
ensure that people with disabilities have an equal opportunity to communicate effectively with us. Your
health plan also provides language assistance services, free of charge, for people with limited English
proficiency. If you need these services, call Customer Service at the phone number on your benefit ID
card.

If you believe that we have failed to provide these services or discriminated in another way on the basis
of race, color, national origin, age, disability, or sex, you can file a grievance with our Grievance
Department (write to the address listed in your Evidence of Coverage). You can also file a grievance by
phone by calling the Customer Service phone number listed on your benefit ID card (TTY: 711). If you
need help filing a grievance, call Customer Service Department at the phone number on your benefit
ID card.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office
for Civil Rights at https://ocrportal.hhs.gov/ocr/cp/complaint_frontpage.jsf.

ESPANOL (SPANISH): Si habla un idioma que no sea inglés, se encuentran disponibles servicios
gratuitos de asistencia de idiomas. Visite nuestro sitio web o llame al nimero de teléfono que figura en
este documento.

B #=RE (P X) (CHINESE): MR I PUIMIRES - FMIFHEIE R BIVEES HBIRTS - 553 By
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Securian Life Insurance Company (subsidiary of
Securian Financial Group, Inc)
Basic Life Insurance Program (Fully-Insured Program)
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Port of Houston Authority
Retirees

Group Term Life Insurance

Insurance products issued by Securian Life Insurance Company and administered by Ochs.

Life Insurance Provided
Your employer offers benefit eligible retirees Term Life Insurance.

Basic Life Coverage - 100% retiree paid

Basic term life $15,000

Why Life Insurance?

Group Life Insurance protects you and your family from the unexpected loss of life and income during working years.

Life Insurance benefits are disbursed to help pay for things like:
v" Your mortgage or rent

Childcare or education costs

Medical bills or other expenses

Funeral and burial costs

AN

Naming a Beneficiary:
Naming a beneficiary is an important right of Life Insurance ownership; this determines who receives the death benefit.

It is recommended that you review and update your beneficiaries periodically. Events such as marriage, birth/adoption
of children, divorce or death may change how you want your Life Insurance benefit paid.

Continuation:

If you are no longer eligible for coverage as an active employee, you may be eligible to continue your coverage after
employment. No health questions are needed and rates are generally higher than active rates. If you would like to
continue your coverage, be sure to enroll within 31 days of your current coverage ending.



Questions? Contact Ochs. Email: ochs@ochsinc.com Phone: 800-392-7295

Insurance products are issued by Minnesota Life Insurance Company or Securian Life Insurance Company, a New York authorized insurer. Minnesota Life Insurance Company is not
an authorized New York insurer and does not do insurance business in New York. Both companies are headquartered in St. Paul, MN. Product availability and features may vary by
state. Each insurer is solely responsible for the financial obligations under the policies or contracts it issues.

Products are offered under policy form series MHC-96-13180.42.

Securian Financial is the marketing name for Securian Financial Group, Inc. and its subsidiaries. Securian Life Insurance Company and Minnesota Life Insurance Company are
subsidiaries of Securian Financial Group, Inc.
Ochs, Inc.

A Securian Financial Company

400 Robert Street N, Ste. 1880, St. Paul, MN 55101
F-ochs Rev 9-2023

2385721
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SUMMARY PLAN DESCRIPTION OF THE
PORT OF HOUSTON AUTHORITY OPEB PLAN

APPENDIX C

The following third party entities serve as Claims Administrators and Claims Fiduciaries under

the Plan with respect to the following Welfare Programs:

Welfare Program

Claims Administrator / Claims Fiduciary

Non-Medicare Program: Aetna KelseyCare
HMO for Non-Medicare Eligible Participants
(Self-Insured Program)

Medical Claims:

Aetna

PO Box 981106

El Paso, TX 79998-1106

Prescription Drug Claims:
Aetna RX Home Delivery

PO Box 219484

Kansas City, MO 64121-9484

Non-Medicare Program: Aetna Open Access
for Non-Medicare Eligible Participants (Self-
Insured Program)

Medical Claims:

Aetna

PO Box 981106

El Paso, TX 79998-1106

Prescription Drug Claims:
Aetna RX Home Delivery

PO Box 219484

Kansas City, MO 64121-9484

Medicare Program: Aetna Medicare Advantage
PPO for Medicare Eligible Participants (Fully-
Insured Program)

Medical Claims:

Aetna

PO Box 981106

El Paso, TX 79998-1106

Prescription Drug Claims:
Aetna RX Home Delivery
PO Box 52446

Phoenix, AZ 85072-2446

4830-5310-9328 v.22
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Welfare Program

Claims Administrator / Claims Fiduciary

Medicare Program: Aetna Medicare Advantage
ESA PPO for Medicare Eligible Participants
(Fully-Insured Program)

Medical Claims:

Aetna

PO Box 981106

El Paso, TX 79998-1106

Prescription Drug Claims:
Aetna RX Home Delivery
PO Box 52446

Phoenix, AZ 85072-2446

Retiree Life Insurance Program: Securian Life
Insurance Company

Securian Life Insurance Company
400 Robert Street North
St Paul, MN 55101-2098

The COBRA Administrator for the Plan is:

WEX Health Inc.
700 26th E
West Fargo, ND 58078

The Trustee for the Plan’s trust is:

PNC
P.O. Box 606
Pittsburgh, PA 15230-0606

4830-5310-9328 v.22

C-2




SUMMARY PLAN DESCRIPTION OF THE
PORT OF HOUSTON AUTHORITY OPEB PLAN

APPENDIX D

The following job classifications of employees (or classes of employees) are hereby designated
as being entitled to receive Protected Health Information subject to HIPAA from the Plan:

4830-5310-9328 v.22

All employees who work in the Employer’s Human Resources Department, to the
extent necessary to perform plan operation and administration job duties on behalf of
the Plan;

Employer’s Chief People Officer (i.e., the HR Director’s supervisor) and his or her
administrative staff of employees, to the extent necessary to perform oversight and
decision-making duties related to the operation and administration of the Plan;

Employer’s Chief Legal Officer, to the extent necessary to perform oversight and
decision-making duties related to legal matters under the Plan;

Employer’s primary in-house attorney as assigned to the Human Resources
Department or any in-house attorney who was previously assigned to the Human
Resources Department, to the extent necessary to address legal matters under the
Plan;

The Plan’s Privacy Official, to the extent necessary to perform the requisite duties
under the Plan;

The Plan’s Complaint Official, to the extent necessary to perform the requisite duties
under the Plan;

Employees of Employer’s Technology Division; provided, however, that such
employees shall only be entitled to access Protected Health Information stored on the
Employer’s technology systems to the extent necessary to perform information
technology functions on behalf of the Plan;

Employees of Employer’s Internal Audit Department; provided, however, that such
employees shall only be entitled to access Protected Health Information to the extent
necessary to handle any audit of the Plan; and

Employees of Employer’s Payroll, Accounts Payable, and Financial Accounting
Departments; provided, however, that such employees shall only be entitled to access
Protected Health Information to the extent necessary to perform payroll, accounting,
and payable functions on behalf of the Plan.

D-1
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