OFFICERS 2010 MEDICAL PLAN COMPARISON CHART*

Inferiility Treatment .

In-Network Qut-of-Network In-Metwork Out-of-Metwork In-Network Out-of-Network in-Metwork Out-of-Network In-Netwaork QOut-of-Nebwork
Preventive Care 100% Not covered 100% Not covered 100% Not covered 100% Not covered 100% Not covered
Physician Office Visits | $20 copay 70% afler $20 copay 70% after $20 copay 70% afer $20 copay 70% after $20 copay 100% after
deductible deductible deductible deductible ’ deductible
Annual-Déductible RS : ; i S &
Individual $150 $500 $150 $500 None $500 5150 3500 None . 3500
Family $300 $1,600 $300 $1,500 Ncne $1,500 $300 $1,500 Nong $1,500
Coinsurance 90% after 70% after 90% after 70% after 100% 70% after 90% after 70% afier 100% 70% after
(% paid by CU) deductible deductible deductible deductible deductible deductible deductible deductiblie
Qut-of-PocKet Maximum . 2 T i
Individual $1.000 $3,000 $1,000 $3,000 $3,000 $1,000 $3,000 N/A $3,000
Family $2,000 $6,000 $2,000 56,000 NIA $6,000 N/A $6,000
Hospitat Services . o R Jin A ; ] i . Bl
A0% after T0% after 90% after 70% after $250 copay per 70% after 20% after 70% after $250 copay per 70% after
Inpatient Care deductible deductible deductible deductible admission deductible deductible deductible admission deductible
P Precertification Precertification Precertification Precertification Precertification Precertification Precertification Precertification Precertification Precertification
required required required required required required required required required required
Outpatient Care 90% after 70% after 90% after 70% afler 100% 70% after 90% after 70% after 100% 70% after
deductible deductibie deductible deductible Pre om cation deductible deductible deductible Pre nm ification deductible
Precertification Precertification Precertification Precertification required Precertification Precertification Preceriification required Pracertification
required required required required 4 required reguired required 4 required
Emergency Roam %100 copay $100 copay 3100 copay $100 copay $100 copay 5100 copay $100 copay $100 copay $100 copay 3100 copay
_Méntal Heaith & Substance Abuse 3 5, L : : E e :
90% after 70% after 90% after 70% after $250 copay per 70% after 90% after 70% after $250 copay per 70% after
lpatient Care deductible deductible deductible deductible admission deductible deductible deductible admission deductible
Precertification Precertification Precertification Precertification Precertification Precertification Precertification Precertification Precertification Preceriification
required required required required required required required required required required
Qutpatient Care $20 copay 70% after $20 copay 70% after $20 copay 70% after $20 copay 70% after $20 copay Annual | 70% after
Annual maximum deductible Annual maximum deductible Annual maximum deductible Annual maximum deductible maximum of 60 deductibie
of 60 visits Combined annual | of 60 visits Combined annual ; of 60 visits Combined annual | of 60 visits Combined annual | visits Combined annual
Precertification maximurn of 60 Precertification maximum of 60 Precettification maximum of 80 Precertification maximum of 60 Precertification maximum of 60
required visits required. visits required visits required visits required visits
Praceriification Precertification Precertification Precertification Preceriification
requirgd required required required required

ART, IVF, GIFT, ZIFT | Annual benefit limit: $5,000

Annual benefit limit: $5,000

Annual benefit limit: $5,000

Annual benefit limit: $5,000

Annual benefit limit: $5,000

* The above chart represents highlights of Plan provisions. Clinical medical management restrictions and other limits apply.



