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INTRODUCTION

Welcome to your Benzer, Inc. (referred to in this document as the Plan Sponsor”) Employee health
insurance summary plan document. This is a detailed description of the overall health plan benefits,
determined and required benefit regulations, and Plan Sponsor requirements for employee
participation. The Plan is administered on behalf of Benzer, Inc. by BeneBay, Inc. (BeneBay), the plan
administrator.
The Plan Sponsor has established an employee benefit plan (hereinafter referred to as the “Plan”) that
provides for payment of certain benefits to and for certain eligible individuals as defined by the Plan’s
master plan document(s), such individuals being referred to herein as “Participant(s)”.
The Plan is a welfare benefit plan as defined in the Employee Retirement Income Security Act of 1974, as
amended (“ERISA”).
The Plan Sponsor desires for BeneBay to provide certain administrative services to the Plan and BeneBay
has agreed to provide such services as set forth in this Agreement; and Plan Sponsor shall, unless
otherwise delegated, serve as the Administrator (as defined by ERISA) of the Plan; in no instance shall
BeneBay be deemed to be such Administrator of the Plan.
This Plan Sponsor Plan Summary of Benefits document has been created to give you, the Benzer
Healthcare member, clear understanding about your healthcare benefits, rights and responsibilities as a
Benezer plan member and to provide a comprehensive review of your health insurance coverage in an
easy-to-read style.
We will provide you with some general required information upfront, including your Privacy Notice and
other legal information and then dig right into the details. For explanations of terms see the Glossary
that begins on Page 13.
Finally, if you have any questions regarding your benefits, you can always contact BeneBay directly at
833-BENEBAY for assistance regarding claims and information about coverage.
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SUMMARY OF NOTICES AND INFORMATION BETWEEN BENEBAY AND ITS MEMBERS
The following section provides an abridged version of the materials included in this Summary of Benefits
Document and is not intended as a replacement. Please read this section carefully.
RESPONSIBILITIES OF THE PLAN SPONSOR
The Plan Sponsor shall offer to all employees the opportunity to become a Covered Employee under this
Group Plan. Such offer shall be made in such a fashion that employees are made aware, and understand,
this Group Plan contains a benefit structure that encourages the use of Participating Providers.
Participating Providers are hospitals, doctors, labs and other healthcare professionals who have agreed
to participate in the plan network of providers. The providers have agreed to a specific “contracted rate”
and are paid by the Plan Sponsor under the provisions of that agreement.
The Plan Sponsor may require an employee to pay some portion of the Premiums, known as a
“deductible.” This means employees will be responsible for paying the first portion of their healthcare,
much like they often do with car insurance, before healthcare benefits begin. In return, the consumer
receives lower premiums.
RESPONSIBILITIES OF BENEBAY
In consideration of the payment of Premiums the Plan Sponsor shall provide insurance coverage for
Covered Employees and their Covered Dependents. In doing so, Plan Sponsor may enter into
agreements with providers of health care, one or more other insurers and such other individuals and
entities as may be necessary to enable the Plan Sponsor to fulfill its obligations under this Group Plan.
Plan Sponsor agrees to provide coverage without discrimination because of race, color, sex, religion,
national origin or any other basis prohibited by law.
EMPLOYEE ELIGIBILITY
Subject to any Eligibility Exceptions, an individual becomes eligible for coverage on the date he or she
completes any waiting period established by the Plan Sponsor, as shown on the Group Plan Information
Page. The waiting period is the length of time an employee must wait before becoming eligible for
coverage. The waiting period designated by the Plan Sponsor is shown on the Group Plan Information
Page.
If an eligible person is covered under any other Group Plan not issued by the Plan Sponsor, or any other
health benefit plan established and maintained by another entity, they will not be considered eligible for
coverage under this Group Plan.
COMMENCEMENT OF COVERAGE
On the Group Plan Effective Date as shown on the Group Plan Information Page, Plan Sponsor agrees to
provide the coverage stipulated in this Group Plan to all Covered Employees and their Covered
Dependents, if any. Such coverage begins on the Covered Person's effective date, which will be the first
of the month after the receipt and approval of the application by Plan Sponsor unless this Group Plan
specifies a date other than the first of the month (See Special Enrollees, Late Enrollees and Dependent
Effective Date provisions). Plan Sponsor accepts no liability for benefits related to expenses incurred
prior to the Covered Person's effective date or after the Covered Person's termination date, which will
be on the last day of the coverage month, except as described in the Extension of Benefits provision or
as specified in the Terms of Renewal or Termination provision.

4

BENEBAY SUMMARY OF BENEFITS

MINIMUM PARTICIPATION REQUIREMENTS
If the Plan Sponsor pays the entire Premium:
1. For employee coverage, requiring no contribution for such coverage by employees, all eligible
employees must be covered under this Group Plan or another Group Plan established and
maintained by the Plan Sponsor.
2. For dependent coverage, requiring no contribution for such coverage by employees, all eligible
dependents must be covered under this Group Plan or another Group Plan established and
maintained by the Plan Sponsor.
If the Plan Sponsor requires employees to contribute a portion of the Premium, this may not applicable
to any group above 100 employees.
1. For Plan Sponsors with 2-5 employees, 100% of eligible employees must be covered under this Group
Plan or another Group Plan established and maintained by the Plan Sponsor.
2. For Plan Sponsors with 6-50 employees, at least 75% of eligible employees must be covered under
this Group Plan or another group plan established and maintained by the Plan Sponsor.
When applying minimum participation requirements, Plan Sponsor does not have to consider as an
eligible employee, employees or dependents who have qualifying existing coverage in an Plan Sponsorbased insurance plan or an ERISA qualified self-insurance plan in determining whether the applicable
percentage of participation is met.
TERMINATION OF THIS GROUP PLAN BY THE PLAN SPONSOR
The Plan Sponsor may terminate this Group Plan as of any Premium due date and should give BeneBay
at least 90 days prior written notice. In such event, no benefits will be provided on or after such
termination date, except as specifically set forth in this Group Plan.
TERMINATION OF THIS GROUP PLAN BY BENEBAY
BeneBay may terminate this Group Plan as of any Premium due date if the Plan Sponsor has not paid the
required Premium by the end of the grace period, as defined in the Grace Period provision. However, if
the Plan Sponsor has given BeneBay prior written notice in advance of an earlier date of termination,
this Group Plan will terminate as of that earlier date. The Plan Sponsor is liable to BeneBay for any
unpaid Premium for the time the Group Plan was in force, or for any amounts otherwise due BeneBay.
If the Group’s coverage is terminated for any reason set forth in this Group Plan, BeneBay will mail the
Plan Sponsor a written notification of the intent to non-renew or discontinue this Group Plan. This
notification will provide the date of termination and the reason(s) for termination. It is the Plan
Sponsor’s obligation to immediately notify each Covered Person of any such termination.
TERMS OF RENEWAL
This Group Plan is a guaranteed renewable Plan. This means the Plan renews each year on the Group
Plan Anniversary Date shown on the Group Plan Information Page. Plan Sponsor reserves the right to
renew the Group Plan each year, at the Plan Sponsor’s option. With the exception of non-payment of
Premium, the Group has at least forty-five (45) days advance written notice of any intent to non-renew
this Group Plan, if one of the following circumstances has occurred:
1. The Plan Sponsor fails to timely pay Premium or contributions in accordance with the terms of this
Group Plan;
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2. The Plan Sponsor fails to comply with material provisions of this Group Plan which relates to rules for
contribution or participation;
3. Plan Sponsor violates the rules of agreement with BeneBay; or
4. The Plan Sponsor has performed an act or practice that constitutes fraud or made an intentional
misrepresentation of material fact under the terms of this Group Plan;
PREMIUM PROVISIONS
PAYMENT OF PREMIUMS
Your Plan Sponsor (Plan Sponsor) will make the first Premium payment on the Group Effective Date
shown on the Group Plan Information Page. Each following Premium payment is due monthly unless the
Plan Sponsor and BeneBay agree on some other method and/or frequency of payment. Premium
payments should be sent to BeneBay's home office or may be given to an authorized agent of BeneBay.
If the Plan Sponsor fails to meet the payment obligation, your health benefits through BeneBay could be
terminated.
PREMIUM DUE DATE
After the Group Effective Date shown on the Group Plan Information Page, the Premium due date will
be the first day of each month.
THE GRACE PERIOD
This Group Plan has a 30-day grace period. A grace period means that if any required Premium is not
paid on or before the date it is due, it may be paid during the grace period immediately following that
Premium due date. During the grace period, the Group Plan will stay in force. The grace period does not
apply to the Premium due on the Group Effective Date, if the Plan Sponsor has given BeneBay written
notice that the Group Plan is to be terminated prior to the Premium due date. If the Premium is not paid
by the end of the grace period, Group Plan coverage will terminate back to the last day of the month for
which the Premium was paid. Late payment penalties will apply and are subject to Office approval.
MONTHLY PREMIUM STATEMENT
BeneBay will prepare a monthly statement of the Premiums due on or before the Premium due date.
This monthly statement will also reflect any pro rata Premium charges and credits resulting from
changes in the number of Covered Persons and changes in the amounts of coverage that took place in
the previous month. If a Covered Person becomes ineligible for coverage under this Group Plan for any
reason, the Plan Sponsor shall, if possible, provide BeneBay with prior written notice of such ineligibility.
However, in any event, written notice of such ineligibility shall be provided by the Plan Sponsor to
BeneBay no later than 30 days after such ineligibility. In the event that notice of termination of a
Covered Person, or a decrease in coverage, is received by BeneBay more than one month after the
termination or decrease, retroactive credit will be limited to Premium paid after date of termination or
decrease in coverage.
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SIMPLIFIED ACCOUNTING
To simplify the accounting process, Premium adjustments will be made on the monthly Premium
statement date that is the same as or next follows the date:
1. A person becomes covered;
2. The amount of coverage on a Covered Person changes, but not due to a revision of the plan of
benefits; or
3. A person ceases to be covered.
MONTHLY PREMIUM RATES
The monthly Premium rate for each Covered Employee is shown on the Group Plan Information Page.
CHANGES IN PREMIUMS
No change in Premiums will be made for the first twelve (12) months that this Group Plan is in effect. A
change in Premium will not be made more often than once in a twelve (12) month period. BeneBay will
give the Plan Sponsor written notice of any changes in Premium at least forty-five (45) days prior to the
Group’s renewal date.
INCORRECT PREMIUM PAYMENT
Any Premium adjustment made due to the correction of an error in the Premium payments will be made
without interest on the next Premium due date after the facts are made known to BeneBay.
GENERAL PLAN PROVISIONS
ENTIRE GROUP PLAN
The entire agreement is made up of this Group Plan, the Plan Sponsor’s application, and the applications
of all Covered Employees. All statements made by the Plan Sponsor or by a Covered Employee are
considered to be representations, not warranties. This means the statements are considered to have
been made in good faith. No such statement will void this Group Plan, reduce the benefits it provides, or
be used in defense to a claim for benefits or payment unless it is contained in a written application and a
copy is furnished to the person making such statement.
TIME LIMIT FOR CERTAIN DEFENSES
After two years from the effective date of this Group Plan, no misstatement made by the Plan Sponsor,
except a fraudulent misstatement made in the Plan Sponsor’s application, may be used to void this
Group Plan. After two years from a Covered Person's effective date, no misstatement made by the
Covered Person, except a fraudulent misstatement on his or her application, may be used to deny a
claim for any benefit which begins after the end of the two-year period from the Covered Person's
effective date.
THE PLAN SPONSOR AS BENEBAY’S AGENT FOR LIMITED PURPOSES
The Plan Sponsor is considered to be an agent of BeneBay only for the following purposes:
1. Collecting employee enrollment information;
2. Collecting any required employee contributions; and
3. Giving out certificates of coverage or other coverage information to the Covered Employees.
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ADMINISTRATION
The Plan Sponsor must provide BeneBay with the information it needs to administer this Group Plan and
to compute the Premiums due. Failure of the Plan Sponsor to provide this information will not void or
discontinue a Covered Person's coverage. BeneBay has the right to examine the Plan Sponsor’s records
on any issues necessary for the proper administration of this Group Plan at any reasonable time while
this Group Plan is in force.
FINANCIAL RESPONSIBILITIES OF THE PLAN SPONSOR
BeneBay reserves the right to recover any benefit payments made to or on behalf of any individual
whose coverage has been terminated. Recovery efforts will relate to benefit payments made for services
or supplies rendered subsequent to the Covered Person's termination date and prior to the date notice
of coverage termination by the Plan Sponsor. The Plan Sponsor shall cooperate with and support such
recovery efforts.
In the event the Plan Sponsor does not comply with the notice requirements set forth in the Premium
Statement section, the Plan Sponsor shall be solely liable to BeneBay, to the extent of any payment
made on behalf of such individual for services or supplies rendered subsequent to the date notice of
Covered Person termination was due.
CERTIFICATES OF COVERAGE
BeneBay will issue Certificates of Coverage for each Covered Employee. The certificate will describe the
benefits provided and the limitations under this Group Plan. Nothing in the certificates will change or
void the terms of this Group Plan.
The Plan Sponsor will distribute to Covered Persons, the Certificate of Coverage and any amendments or
endorsements to it, other coverage materials and notices applicable to all or any Covered Persons.
CHANGES TO THIS GROUP PLAN
Plan Sponsor may change this Group Plan from time to time as required by applicable state and federal
laws and subject to Office approval. No change to this Group Plan will be effective unless until renewal
for the plan the following year. No agent may change this Group Plan or waive any of its provisions.
WORKERS' COMPENSATION
This Group Plan does not affect or take the place of Workers' Compensation.
ASSIGNMENT
Neither this Group Plan, nor the benefits provided under this Group Plan, may be assigned except as
otherwise specifically described in this Group Plan.
CERTIFICATE PROVISIONS MADE A PART OF THE GROUP PLAN
The remainder of the Group Plan consists of the provisions shown in the certificate issued to Covered
Employees under this Group Plan. These provisions are made a part of the Group Plan. Amendments, if
any, changing the provisions of the certificate are also made a part of the Group Plan.
NETWORK SERVICE AREA
Cigna PPO plan is the network of choice for Plan Sponsored health plans. Coverage area includes the 50
United States.
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NOTICE OF PRIVACY PRACTICES
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT
CAREFULLY.

Both the Plan Sponsor and BeneBay are committed to maintaining the privacy and confidentiality of
your protected health information (PHI). PHI is the individually identifiable health information about you
that is used or disclosed by BeneBay to issue and administer your insurance coverage and to pay for the
medical treatment you receive. It includes demographic information, such as your name, address,
telephone number and Social Security number, and any medical information obtained from you or from
providers who submit claims to BeneBay related to your medical care.
At all times BeneBay will adhere to the central principle of “minimum necessary” as it applies to your
PHI. We will make all reasonable efforts to use, disclose, or request only the minimum amount of PHI
necessary to accomplish the intended purpose.
BENEBAY’S USES AND DISCLOSURES OF PHI
REQUIRED DISCLOSURES

BeneBay is required to disclose PHI in only two situations:
(1) To individuals (or their personal representatives) specifically when they request access to, or an
accounting of disclosures of, their PHI; and
(2) To the Department of Health and Human Services when it is undertaking a compliance investigation
or review or enforcement action.
PERMITTED USES AND DISCLOSURES
BeneBay will use and disclose your PHI in many ways. All the while we maintain a variety of safeguards
to protect this data. BeneBay will use and disclose your PHI in the following ways:
 TREATMENT: We may use or disclose your PHI to a doctor, a hospital, a pharmacy, or other
healthcare provider, or a combination thereof, who requests it in order to provide you with
necessary medical treatment, such as emergency care or other treatment related reasons.
 HEALTHCARE OPERATIONS: We may use or disclose your PHI during the normal operation of our
business. This includes, but is not limited to, conducting quality improvement activities; credentialing
or licensing requirements; conducting or arranging medical reviews, audits, or legal services,
including fraud detection programs; implementing and improving care and preventative health
management programs; underwriting and risk rating for the setting of premiums; complying with
reinsurance risk requirements; and managing, developing, planning, and administering our business.
 PAYMENT: We may use or disclose your PHI in our efforts to obtain premiums and make payments
for claims submitted by healthcare providers providing service to you. For instance, we may use your
PHI in coordination with a hospital to determine the appropriate payment for a submitted claim.
 COMMUNICATION: We may use or disclose your PHI in efforts to communicate with you about
health-related products or services offered by us, communicate with you any changes within our
network of providers, provide you with explanations of benefits, and communicate with you for case
management or care coordination purposes.
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MENTAL HEALTH PARITY
Pursuant to the Mental Health Parity Act (MHPA) of 1996 and the Mental Health Parity and Addiction
Equity Act of 2008 (MHPAEA), collectively, the mental health parity provisions in Part 7 of ERISA, this
Plan applies its terms uniformly and enforces parity between covered health care benefits and covered
mental health and substance disorder benefits relating to financial cost sharing restrictions and
treatment duration limitations. For further details, please contact the Plan Administrator.
OTHER NON-HEALTHCARE RELATED USES AND DISCLOSURES
The Privacy Rule established by the Health Insurance Portability and Accountability Act of 1996
(“HIPAA”) allows for the unauthorized use and disclosure of PHI under certain other “Public Interest and
Benefit Activities.” These activities include:









As required by law, including by statute, regulation, or court order;
For public health activities;
For victims of abuse, neglect, or domestic violence;
For judicial and administrative proceedings, as given by an order of the court or a subpoena;
In law enforcement activities;
For research, provided necessary obligations are met;
To lessen a serious threat to health or safety of a person or the public;
For other government functions, including national security measures required by law.

AUTHORIZED USES AND DISCLOSURES
BeneBay must obtain your written authorization for any use or disclosure of PHI that is not for the
treatment, health operations, payments, or other use listed above. We will not base treatment
authorizations, payment, enrollment, or benefits eligibility on the basis of your having granted
authorization or not.
Unless stipulated above, BeneBay will not use or disclose your PHI for the purpose of third-party
solicitations for products and services.
ADDITIONAL RIGHTS
You have the ability to inspect or receive copies of your PHI from BeneBay. All requests must be in
writing and BeneBay reserves the right to charge a reasonable administrative fee for assembling and
mailing this information.
You have the right to receive an accounting of all occasions when BeneBay disclosed your PHI for any
purpose other than treatment, healthcare operations, payment, and certain other instances. We will
maintain a record of disclosures for six (6) years. A request for an accounting must be submitted to us in
writing. We reserve the right to charge a reasonable administrative fee for assembling and mailing this
information if you request this accounting more than once in a 12-month period.
You may also request that BeneBay restrict the use or disclosure of PHI for treatment, healthcare
operations, or payment, disclosure to persons involved in your healthcare or payment for healthcare, or
disclosure to notify family members or others about your general condition, location or death. We are
not required to honor these requests, but if we agree we will comply with all requested restrictions,
unless in the event of an emergency.
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You may inform BeneBay, in writing, that confidential communication by alternate means or to an
alternate location is required to avoid potential harm to yourself or others. We must accommodate your
request if it is reasonable, specifies the alternate communication means or location, and does not
interfere with the collection of premiums, the payment of claims, or the administration of your health
insurance coverage.
LEGAL OBLIGATION
This document serves as the required Notice of BeneBay's privacy practices, our legal duties, and your
rights concerning your PHI. This Notice will remain in effect until such time, as allowed by applicable law,
that it is amended or replaced. You will be notified via your communication preference of any significant
changes made herein.
COMPLAINTS
To issue a complaint about the use or disclosure of your PHI by BeneBay, please contact BeneBay
Member Services or the Office of the Secretary of the Department of Health and Human Services.
Office of the Secretary
Department of Health and Human Services
200 Independence Avenue, S.W.
Washington, D.C. 20201T
BeneBay Member Services – HIPAA
PO BOX 231
KATHLEEN, FL 33849
Member Services: 833-236-3229 (833-BENEBAY)
If you received this Notice on our website or by electronic mail (e-mail), you are entitled to receive a
written copy of the Notice as well. To request a written copy of the Notice, please call Member Services
at the toll-free number above. All written communications related to this Notice and your rights under
HIPAA should be mailed to the address above.
For additional copies of this Notice, please call our Customer Service Department at the toll-free number
on your BeneBay ID card, or visit our web site at www.BeneBay.com.
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LEGAL REQUIREMENTS

BeneBay Inc., (hereinafter called BeneBay) agrees to provide the benefits described under the provisions
of this Group Plan to all Covered Employees of the Plan Sponsor and their Covered Dependents. Benefits
are subject to all of the terms on this page and those that follow, including any limitations, restrictions
or exclusions, as well as any amendments made a part of this Group Plan.
The Plan Sponsor may act on behalf of all eligible employees and dependents. Every act by, agreement
made with, or notice given to the Plan Sponsor will be binding on all Covered Employees.
This Group Plan is issued in consideration of the application of the Plan Sponsor and payment of
Premiums in advance by the Plan Sponsor at BeneBay’s corporate office in Tampa, Florida.
This Group Plan is effective on the Group Effective Date shown on the Group Plan Information Page. The
first Premium covers the period starting on the Group Effective Date.
This document has been reviewed and approved by BeneBay Inc, at its corporate office in Tampa,
Florida and will take effect on the Group Effective Date for delivery in the State of Florida.
Please call 833-236-3229 for assistance regarding claims and information about coverage
THIS GROUP PLAN CONTAINS A DEDUCTIBLE PROVISION.
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GLOSSARY OF COVERAGE TERMS

This section defines many of the terms used in the group health insurance market. There are many
terms used in healthcare that may be confusing to the average Plan Sponsor member, so read through
this section before moving forward to the general body of this document. Defined terms are capitalized
and have the meanings set forth in this section. Additionally, certain important terms and phrases, not
appearing in this section, which describe aspects of this plan, may be capitalized.
ACCIDENTAL DENTAL INJURY is an injury to the mouth or structures within the oral cavity, including
teeth, caused by a sudden, unintentional, and unexpected event or force. It does not include injuries to
natural teeth caused by biting or chewing.
ALLOWANCE, ALLOWED AMOUNT means in the case of:
1. Participating Providers, the amount (contracted rate) established in accordance with the agreement
between the Provider and Plan Sponsor; and
2. Non-Participating Providers, the amount will be the lesser of the Provider’s actual charge or an
amount established by Cigna based on consideration of several factors including but not limited to:
a. Plan Sponsor medical, payment and/or administrative guidelines;
b. Pre-negotiated payment amounts;
c. Payment for such services under the Medicare program;
d. Relative value scales;
e. The payment level established by Plan Sponsor through a comparison of rates from one or more
regional or national data bases or schedules for the same or similar service from a geographic
area determined by Plan Sponsor; and/or
f. The cost of providing the Covered Service.
Any amount in excess of the Allowance determination is the Covered Person’s responsibility and will not
be applied to the Covered Person’s Calendar Year Deductible or Maximum Out-of-Pocket. Payments to
all providers are computed less any applicable Deductible, Co-payment or Coinsurance for which the
Covered Person is liable.
The Covered Person will not be balanced-billed for Covered Services received from Participating
Providers. For Covered Services received from Non-Participating Providers that receive Prior
Authorization from BeneBay, Covered Persons will be responsible for any charges that exceed the
Allowed Amount.
Payment of Non-Participating Provider Benefits
Covered Charges for treatment, services and supplies received from Non-Participating Providers are
generally paid at a lower level than Participating Provider benefits and are subject to satisfaction of the
Non-Participating Provider Deductible as well as any Maximum Allowable Amount reductions.
Maximum Allowable Amounts for Non-Participating Providers
Providers who have not established a Contracted Rate or Negotiated Rate with Us or Our Network
Manager may charge more than We determine to be a Maximum Allowable Amount for covered
services and supplies. If You or Your Covered Dependents choose to obtain covered services or supplies
from such a provider, Covered Charges will be limited to what We determine to be the Maximum
Allowable Amount. A Covered Person may be billed by the Non-Participating Provider for the portion of
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the bill We do not cover, in addition to any other applicable fees including, but not limited to, any
Coinsurance, Copayment and Deductible.
For goods and services provided by a Non-Participating Provider, facility or supplier including, but not
limited to, Professional, Inpatient and Outpatient claims, the Maximum Allowable Amount is:
1. Billed charges; or
2. The Negotiated Rate; or
3. If a Negotiated Rate is not available, in accordance with the following methodologies:
a. 120% of the amount allowed by Medicare to professional (non-facility) providers and 150% of the
amount allowed by Medicare to facility-based providers, or an equivalent of what Medicare would
allow based on the use of Medicare data and independent relative value unit or other data, for
the goods and services reported on the claim, established utilizing the most currently available
Medicare, provider-specific and facility-specific reimbursement schedules and methodologies.
AMBULATORY SURGICAL CENTER is a facility properly licensed pursuant to Chapter 395 of the Florida
Statutes, or other state's applicable law, the primary purpose of which is to provide elective surgical care
to a patient, admitted to, and discharged from such facility within the same working day, and which is
not part of a Hospital.
BONE MARROW TRANSPLANT means human blood precursor cells administered to a patient to restore
normal hematological and immunological functions following ablative therapy. Human blood precursor
cells may be obtained from the patient in an autologous transplant or an allergenic transplant from a
medically acceptable related or unrelated donor, and may be derived from bone marrow, the circulating
blood, or a combination of bone marrow and circulating blood. If chemotherapy is an integral part of the
treatment involving bone marrow transplantation, the term “bone marrow transplant” includes both
the transplantation, the administration of chemotherapy and the chemotherapy drugs. The term “bone
marrow transplant” also includes any services or supplies relating to any treatment or therapy involving
the use of high dose or intensive dose chemotherapy and human blood precursor cells and includes any
and all hospital, physician or other health care provider services or supplies which are rendered in order
to treat the effects of, or complications arising from, the use of high dose or intensive dose
chemotherapy or human blood precursor cells (e.g., hospital room and board and ancillary services).
COBRA means the Consolidated Omnibus Budget Reconciliation Act of 1985, as amended.
CALENDAR YEAR (YEARLY COVERAGE PERIOD) is a period of one year which starts on March 1 and ends
February 28(29).
COINSURANCE is the sharing of Covered health care expenses between BeneBay and the Covered
Person, as specifically set forth in the Schedule of Benefits. The coinsurance is expressed as a percentage
rather than as a dollar amount.
COINSURANCE PERCENTAGE is the percentage of covered health care expenses shared by the Covered
Person.
COMPLICATIONS OF PREGNANCY is a Condition diagnosed as separate from a pregnancy.
Complications mean a condition, requiring Hospital confinement (when the pregnancy is not
terminated) whose diagnoses are distinct from pregnancy but are adversely affected by pregnancy or
are caused by pregnancy, such as acute nephritis, nephrosis, cardiac decompensation, missed abortion,
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therapeutic abortion, non-elective Caesarean section, tubal pregnancy which is terminated;
miscarriages; or medical and surgical conditions of similar severity. Complications of pregnancy do not
include false labor, occasional spotting, Healthcare Professional prescribed bed rest during the period of
pregnancy, morning sickness, uncontrolled vomiting, convulsions, and high blood pressure, or similar
conditions associated with a difficult pregnancy.
CONDITION means any sickness, injury, bodily dysfunction, or pregnancy of a Covered Person. For any
preventive care benefits provided in this Group Plan, Condition includes the prevention of sickness.
CONFINEMENT is an approved Medically Necessary covered stay as an inpatient in a Hospital that is:
1. Due to a Covered Condition; and
2. Authorized by a licensed medical Health Care Provider with admission privileges.
3. Each "day" of confinement includes an overnight stay for which a charge is customarily made.
COPAYMENT means those amounts payable by the Covered Person at the time of service as specifically
set forth in the Schedule of Benefits. The Co-payment is normally expressed as a dollar amount.
COVERED OR COVERAGE means inclusion of an individual for payment of expenses related to Covered
Services under this Group Plan.
COVERED EMPLOYEE means an Eligible Employee or other individual who meets and continues to meet
all applicable eligibility requirements and who is enrolled, and actually covered, under this Group Plan.
COVERED PERSON means the Eligible Employee or any Eligible Dependent included for coverage under
this Group Plan. Eligibility requirements for employees and dependents are specified in the Eligibility
section of this Group Plan.
COVERED SERVICES mean those Medically Necessary services and supplies described in the Covered
Services section of this Group Plan certificate.
DEDUCTIBLE means the amount of charges, up to the Allowance, for Covered Services which the
Covered Person must actually pay to an appropriate licensed health care Provider, who is recognized for
payment under this Group Plan, before the Insurers payment for Covered Services begins.
DURABLE MEDICAL EQUIPMENT means equipment furnished by a supplier or a Home Health Agency
that:
1. Can withstand repeated use;
2. Is primarily and customarily used to serve a medical purpose;
3. Not for comfort or convenience;
4. Generally is not useful to an individual in the absence of a Condition; and
5. Is appropriate for use in the home.
EFFECTIVE DATE with respect to the Plan Sponsor and to Covered Persons properly enrolled when
coverage first becomes effective, means 12:01 a.m. on the date so specified on the Group Master Plan
Information Page; and with respect to Covered Persons who are subsequently enrolled, means 12:01
a.m. on the date on which coverage will commence as specified in the Eligibility and Enrollment Sections
of this Group Plan.
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ELIGIBLE DEPENDENT means a Covered Employee’s:
1. Legal spouse;
2. Natural, newborn, adopted, or step child(ren);
3. A child for whom the Covered Employee has been court-appointed as legal guardian or legal
custodian;
4. Who meets and continues to meet all of the eligibility requirements described in the Eligibility
Section of this Group Plan; or
5. Eligible Dependent also includes a newborn child of a Covered Dependent child if properly enrolled.
Coverage for such newborn child will automatically terminate 18 months after the birth of the
newborn child.
ELIGIBLE EMPLOYEE means an individual who meets and continues to meet all of the eligibility
requirements described in the Eligibility section of this Group Plan and is eligible to enroll as a Covered
Employee. Any individual who is an Eligible Employee is not a Covered Employee until such individual
has actually enrolled with, and been accepted for coverage as a Covered Employee by Plan Sponsor
EMERGENCY CARE SERVICES mean care for a Condition of unpredictable onset which has the capability, or
is perceived to have the capability, of producing severe pain, loss of consciousness, excessive bleeding or
becomes a threat to life or limb if medical care is not received immediately.
Conditions that would warrant Emergency Care Services would include, but are not limited to, the following
Conditions: a penetrating wound such as a knife or gunshot wound; a foreign body in the throat; burns
involving blisters over a large portion of skin; displaced limbs; head injuries accompanied by drowsiness,
vomiting, confusion, blurred vision or bleeding from the ears or throat; sudden or severe continuous chest
pain; sudden breathing difficulty; sudden loss of vision or hearing; persistent or sudden bleeding from the
nose, mouth or vomiting of blood; seizure occurring for the first time or recurrent frequent seizures
unresponsive to current medication; suspected or confirmed overdose of drugs accidentally or intentionally;
suspected or confirmed swallowing or breathing of a poisonous substance; or unconsciousness.
Conditions that would not warrant Emergency Care Services include, but are not limited to, the following
Conditions: colds, sore throat or flu; arthritis that is recurrent; chronic less severe pain such as an earache,
headache, sore "pulled muscles," or indigestion; small bruises or scrapes of the skin.
ENROLLMENT DATE means the date of enrollment of an individual in this Group Plan or coverage or, if
earlier, the first day of the Service Waiting Period of such enrollment.
EXPERIMENTAL AND INVESTIGATIONAL TREATMENT means any evaluation, treatment, therapy, or
device which involves the application, administration or use, of procedures, techniques, equipment,
supplies, products, remedies, vaccines, biological products, drugs, pharmaceuticals, or chemical
compounds if, as determined solely by the Plan sponsor:
1. Such evaluation, treatment, therapy, or device cannot be lawfully marketed without approval of the
United States Food and Drug Administration or the Florida Department of Health, and approval for
marketing has not, in fact, been given at the time such is furnished to the Covered Person;
2. Reliable evidence shows that such evaluation, treatment, therapy, or device is the subject of an
ongoing Phase I, or II clinical investigation, or experimental or research arm of a Phase III clinical
investigation, or under study to determine: maximum tolerated dosage(s), toxicity, safety, efficacy, or
efficacy as compared with the standard means for treatment or diagnosis of the Condition in
question.
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3. Reliable evidence shows that the consensus of opinion among experts is that further studies,
research, or clinical investigations are necessary to determine: maximum tolerated dosage(s),
toxicity, safety, efficacy, or efficacy as compared with the standard means for treatment or diagnosis
of the Condition in question.
4. Reliable evidence shows that such evaluation, treatment, therapy, or device has not been proven
safe and effective for the treatment of the Condition in question, as evidenced in the most recently
published medical literature in the United States, Canada, or Great Britain, using generally accepted
scientific, medical, or public health methodologies or statistical practices;
Reliable evidence means (as determined by BeneBay on behalf of the Plan Sponsor):
1. Reports, articles, or written assessments in authoritative medical and scientific literature published in
the United States, Canada, or Great Britain;
2. Published reports, articles, or other literature of the United States Department of Health and Human
Services or the United States Public Health Service, including any of the National Institutes of Health,
or the United States Office of Technology Assessment;
3. The written protocol or protocols relied upon by the treating Physician or institution or the protocols
of another Physician or institution studying substantially the same evaluation, treatment, therapy, or
device;
4. The written informed consent used by the treating Physician or institution or by another Physician or
institution studying substantially the same evaluation, treatment, therapy, or device; or
5. The records (including any reports) of any institutional review board of any institution which has
reviewed the evaluation, treatment, therapy or device for the Condition in question.
GROUP PLAN means the written document which is the agreement between the Group (Plan Sponsor)
and BeneBay whereby coverage and benefits specified herein will be provided to Covered Persons. The
Group Plan includes the Master Policy, Certificate of Coverage, all applications, rate letters, face sheets,
amendments, addenda exhibits, and Schedule of Benefits which is or may be incorporated in this Plan
from time to time.
HEALTH CARE PROVIDER OR PROVIDERS means the physicians, physician's assistants, nurses, nurse
clinicians, nurse practitioners, pharmacists, marriage and family therapists, clinical social workers,
mental health counselors, speech-language pathologists, audiologists, occupational therapists,
respiratory therapists, physical therapists, ambulance services, hospitals, skilled nursing facilities, or
other health care providers properly licensed in the State of Florida.
HOME HEALTH CARE VISIT means a period of up to 4 consecutive hours of home health care services in
a 24-hour period. The time spent by a person providing services under the home health care plan,
evaluating the need for, or developing such plan, will be a home health care visit.
HOSPITAL means a facility properly licensed pursuant to Chapter 395 of the Florida statutes, or other
state's applicable laws, that: offers services which are more intensive than those required for room,
board, personal services and general nursing care; offers facilities and beds for use beyond 24 hours;
and regularly makes available at least clinical laboratory services, diagnostic x-ray services and
treatment facilities for surgery or obstetrical care or other definitive medical treatment of similar extent.
The term Hospital does not include: an ambulatory surgical center, a skilled nursing facility, stand-alone
birthing centers; facilities for diagnosis, care and treatment of mental and nervous disorders or
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alcoholism and drug dependency; convalescent, rest or nursing homes; or facilities which primarily
provide custodial, education, or rehabilitative care.
Note: If services specifically for the treatment of a physical disability are provided in a licensed Hospital
which is accredited by the Joint Commission on the Accreditation of Health Care Organizations, the
American Osteopathic Association, or the Commission on the Accreditation of Rehabilitative Facilities,
payment for these services will not be denied solely because such Hospital lacks major surgical facilities
and is primarily of a rehabilitative nature. Recognition of these facilities does not expand the scope of
Covered Services under this Group Plan. It only expands the setting where Covered Services may be
performed.
INJURY means an accidental bodily injury that:
1. Is caused by a sudden unintentional, and unexpected event or force;
2. Is sustained while the Covered Person's coverage is in force; and
3. Results in loss directly and independently of all other causes.
MAIL ORDER PHARMACY means a Pharmacy which has made an agreement with BeneBay to provide
mail order pharmacy services to Covered Persons.
MEDICALLY NECESSARY means a medical service or supply that is required for the identification,
treatment, or management of a Condition is Medically necessary if, in the opinion of BeneBay on behalf
of the Plan Sponsor, it is:
1. Consistent with the symptom, diagnosis, and treatment of the Covered Person's Condition;
2. Widely accepted by the practitioners' peer group as efficacious and reasonably safe based upon
scientific evidence;
3. Universally accepted in clinical use such that omission of the service or supply in these circumstances
raises questions regarding the accuracy of diagnosis or the appropriateness of the treatment;
4. Not Experimental or Investigational;
5. Not for cosmetic purposes;
6. Not primarily for the convenience of the Covered Person, the Covered Person's family, the Physician,
or other Provider; and
7. The most appropriate level of service, care, or supply which can safely be provided to the Covered
Person.
When applied to inpatient care, Medically Necessary further means that the services cannot be safely
provided to the Covered Person in an alternative setting.
MEDICARE means the health insurance programs under Title XVIII of the United States Social Security
Act of 1965, as then constituted or as later amended.
MENTAL HEALTH PARITY ACT OF 1996 (MHPA) AND MENTAL HEALTH PARITY AND ADDICTION EQUITY
ACT OF 2008 (MHPAEA), COLLECTIVELY, THE MENTAL HEALTH PARITY PROVISIONS IN PART 7 OF ERISA
means in the case of a group health plan (or health insurance coverage offered in connection with such
a plan) that provides both medical and surgical benefits and mental health or Substance Use Disorder
benefits, such plan or coverage shall ensure that all of the following requirements are met:
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1. The financial requirements applicable to such mental health or Substance Use Disorder benefits are
no more restrictive than the predominant financial requirements applied to substantially all medical
and surgical benefits covered by the Plan (or coverage).
2. There are no separate cost sharing requirements that are applicable only with respect to mental
health or Substance Use Disorder benefits, if these benefits are covered by the group health plan (or
health insurance coverage is offered in connection with such a plan).
3. The treatment limitations applicable to such mental health or Substance Use Disorder benefits are
no more restrictive than the predominant treatment limitations applied to substantially all medical
and surgical benefits covered by the Plan (or coverage).
4. There are no separate treatment limitations that are applicable only with respect to mental health
or Substance Use Disorder benefits, if these benefits are covered by the group health plan (or health
insurance coverage is offered in connection with such a plan).
MENTAL OR NERVOUS DISORDER means any Disease or condition, regardless of whether the cause is
organic, that is classified as a Mental or Nervous Disorder in the current edition of International
Classification of Diseases, published by the U.S. Department of Health and Human Services, is listed in
the current edition of Diagnostic and Statistical Manual of Mental Disorders, published by the American
Psychiatric Association or other relevant State guideline or applicable sources. The fact that a disorder is
listed in any of these sources does not mean that treatment of the disorder is covered by the Plan.
METHADONE MAINTENANCE means the treatment of heroin or other morphine-like drug dependence
where the Member is taking methadone hydrochloride daily in prescribed doses to replace the previous
heroin or other morphine-like drug abuse.
NETWORK SERVICE AREA means the geographic area shown in the Service Area provision of this Group
Plan, in which BeneBay has entered into an agreement with a network of Providers on behalf of the Plan
Sponsor to provide health care services to Covered Persons. The Providers in BeneBay’s network are
called Participating Providers.
NON-PARTICIPATING HOSPITAL means a Hospital which has not made an agreement with BeneBay to
provide services to Covered Persons.
NON-PARTICIPATING PHYSICIAN means a Physician who has not made an agreement with BeneBay to
provide services to Covered Persons.
NON-PARTICIPATING PROVIDER means a Non-Participating Hospital, a Non-Participating Physician, or a
Non-Participating Health Care Provider who has not made an agreement with BeneBay to provide
services to Covered Persons.
NURSING SERVICES means services that are provided by a registered nurse (R.N.), licensed practical
nurse (L.P.N.), or a license vocational nurse (L.V.N.) who is:
1. Acting within the scope of that person's license; or
2. Authorized by a Physician; and
3. Not a Covered Person of the Covered Person's immediate family.
OFFICE means the Office of Insurance Regulation.
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OUT-OF-POCKET MAXIMUM LIMIT means the maximum amount of Covered expenses each Covered
Person pays every Calendar Year before benefits are payable at one hundred percent (100%) of the
Allowance under this Plan.
PARTICIPATING HOSPITAL means a Hospital which has made an agreement with BeneBay to provide
service to Covered Persons.
PARTICIPATING PHYSICIAN means a Physician who has made an agreement with BeneBay to provide
service to Covered Persons.
PARTICIPATING PROVIDER means a Participating Hospital, a Participating Physician, or a Participating
Health Care Provider who has made an agreement with BeneBay to provide services to Covered Persons.
PARTIAL HOSPITALIZATION means medically directed intensive, or intermediate short-term mental
health and Substance Abuse treatment, for a period of less than twenty-four (24) hours but more than
four (4) hours in a day in a licensed or certified facility or program.
PHYSICIAN is a person properly licensed to practice medicine pursuant to Florida law, or another state's
applicable laws, including:
1. Doctors of Medicine (MD) or Doctors of Osteopathy (D.O.);
2. Doctors of Dental Surgery or Dental Medicine (D.D.S. or D.M.D.);
3. Doctors of Chiropractic (D.C.);
4. Doctors of Optometry (O.D.).
5. Doctors of Podiatry (D.P.M.).
PRESCRIPTION means a direct order for the preparation and use of a medication. This order may be
given by a Physician to a Pharmacist for the benefit of and use by a Covered Person. The medication
must be obtainable only by prescription. The prescription may be given to the Pharmacist verbally or in
writing by the Physician.
PSYCHIATRIC FACILITY means a facility licensed to provide for the Medically Necessary care and
treatment of Mental and Nervous Disorders. For the purposes of this Group Plan, a psychiatric facility is
not a Hospital, as defined in this Group Plan.
PSYCHIATRIC HOSPITAL means an Institution, appropriately licensed as a Psychiatric Hospital,
established for the primary purpose of providing diagnostic and therapeutic psychiatric services for the
treatment of mentally ill persons either by, or under the supervision of, a Physician. As such, to be
deemed a “Psychiatric Hospital,” the Institution must ensure every patient is under the care of a
Physician and their staffing pattern must ensure the availability of a Registered Nurse 24 hours each day.
Should the Institution fail to maintain clinical medical records on all patients permitting the
determination of the degree and intensity of treatment to be provided, that Institution will not be
deemed to be a “Psychiatric Hospital.”
RESIDENTIAL TREATMENT FACILITY means a facility licensed or certified as such by the jurisdiction in
which it is located to operate a program for the treatment and care of Participants diagnosed with
alcohol, drug or Substance Abuse disorders or mental illness.
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SERVICE WAITING PERIOD means a period of time after full-time employment begins before an
employee is first eligible to enroll under this Group Plan. The service waiting period is determined by the
Plan Sponsor. In no case will coverage begin later than ninety (90) days after the date full time
employment began.
SICKNESS means bodily disease for which expenses are incurred while coverage under this Group Plan is
in force.
SKILLED NURSING FACILITY means an institution which meets all of the following requirements:
1. It must provide treatment to restore the health of sick or injured persons;
2. The treatment must be given by or supervised by a Physician. Nursing services must be given or
supervised by a registered nurse.
3. It must not primarily be a place of rest, a nursing home, or place of care for senility, drug addiction,
alcoholism, mental retardation, psychiatric disorders, chronic brain syndromes, or a place for the
aged.
4. It must be licensed by the laws of the jurisdiction where it is located. It must be run as a skilled
nursing facility as defined by those laws.
SUBSTANCE ABUSE AND/OR SUBSTANCE USE DISORDER means any disease or condition that is
classified as a Substance Use Disorder as listed in the current edition of the International Classification of
Diseases, published by the U.S. Department of Health and Human Services, as listed in the current
edition of Diagnostic and Statistical Manual of Mental Disorders, published by the American Psychiatric
Association, or other relevant State guideline or applicable sources.
URGENT CARE means medical screening, examination, and evaluation received in an Urgent Care Center
or rendered in your physician’s office after-hours and the covered services for those conditions which,
although not life-threatening, could result in serious injury or disability if left untreated.
WAITING PERIOD shall mean the period, if any, that must pass with respect to an individual before the
individual is eligible to be covered for benefits under the terms of this Group Plan.
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WHO’S ELIGIBLE TO RECEIVE BENEFITS OF A BENEBAY PLAN

ELIGIBILITY AND EFFECTIVE DATES
Because this coverage is group coverage, eligibility for coverage is tied to the individual's relationship
with the Plan Sponsor that establishes this Group Plan. The following sections explain eligibility and
effective dates of this coverage.
ELIGIBILITY UNDER THIS GROUP PLAN
To be eligible for coverage under this Group Plan, an individual must be either:
1. An Eligible Employee of the Plan Sponsor. An Eligible Employee means an individual who works for
the Plan Sponsor on a full-time basis, with a normal work week of twenty-five (25) hours or more.
Part-time, temporary, or substitute employees are not eligible. A husband and wife and dependent
children employed by the same Plan Sponsor will be considered a single employee if either spouse
has a normal work week of less than twenty-five (25) hours.
2. An Eligible Dependent of an Eligible Employee. An Eligible Dependent means the employee's lawful
spouse, and/or the employee's child until the end of the Calendar Year in which the child reaches age
26, if the child meets all of the following requirements:
a. The child is dependent on the Covered Employee for support; and
b. The child is living in the household of the Covered Employee, or the child is a full-time or part-time
student.
The term child includes the employee's natural born child, stepchild, or a foster or legally adopted child
of the employee upon placement in the employee's residence, or at the birth of a newborn adopted
child, where a written agreement to adopt such child had been entered into prior to the birth of the
child, whether or not that agreement is enforceable. If the foster or adopted child is ultimately not
placed in the residence of the employee, no benefit will apply.
The term also includes any child for whom the employee is the legal guardian, a child who is dependent
on the employee for health care coverage pursuant to a valid court order, or any child who lives with the
employee in a normal parent-child relationship, if the child qualifies at all times for the dependent
exemption, as defined in the Internal Revenue Code and the Federal Tax Regulations. BeneBay has the
right to request proof of the child's dependency status at any time.
If the Plan Sponsor indicates that they are to be covered, coverage can be provided to a partner of a
partnership, or an independent contractor.
ENROLLMENT PERIODS
There are three types of time periods for coverage enrollment under this Group Plan:
1. The Initial Enrollment Period is the period of time during which an employee or dependent is first
eligible to enroll. It starts on employee or dependent’s initial date of eligibility and ends thirty (30)
days later.
2. The Annual Open Enrollment Period is an annual thirty (30) day period, beginning forty (40) days
prior to the anniversary date of the Plan Sponsor’s program, during which:
a. If the Plan Sponsor has established and maintained more than one health coverage plan for his or
her Eligible Employees, an employee who had elected another plan, and maintained coverage
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under that plan up to the beginning of the Annual Open Enrollment Period, can change to this
Group Plan.
b. Employees who decided not to enroll themselves and/or their Eligible Dependents for coverage
under this Group Plan during the Initial Enrollment Period can enroll, subject to the delayed
coverage rules explained in the Late Enrollee provision.
3. A Special Enrollment Period that is provided for the special circumstances described in the Special
Enrollment provision.
EMPLOYEE ENROLLMENT
Eligible Employees and eligible dependents that become covered under this Group Plan will be referred
to as "Covered Persons." To become a Covered Person, the employee must:
1. Complete and submit, through his or her Plan Sponsor, a written request for coverage, using
enrollment forms approved by BeneBay;
2. Provide any additional information needed to determine eligibility, if requested by BeneBay; and
3. Agree to pay his or her portion of the required Premiums, if required by the Plan Sponsor.
An employee who is a newly Eligible Employee must enroll within the Initial Enrollment Period. An
employee who has been covered under another health benefit plan established and maintained by the
Plan Sponsor, and who now wants to change to this Group Plan, must enroll for such coverage change
during the Special Enrollment Period if he or she qualifies.
If an employee does not enroll for coverage under this Group Plan during his or her Initial Enrollment
Period or as a Special Enrollee, he or she will be considered a Late Enrollee. See the Late Enrollee
provision.
EMPLOYEE EFFECTIVE DATE
The effective date of an employee's coverage as a Covered Person under this Group Plan, excluding Late
Enrollees, depends upon when the employee enrolls:
1. If the employee is eligible for coverage on the Group Plan effective date, coverage will be effective on
the Group Plan effective date, if the employee enrolls for coverage during the Initial Enrollment
Period.
2. If the employee becomes eligible after the Group Plan effective date and enrolls during the Initial
Enrollment Period, coverage will be effective on the date the employee becomes eligible. This
includes those new employees required to fulfill a Plan Sponsor waiting period (See Service Waiting
Period in the Glossary).
3. If an Eligible Employee of the Plan Sponsor or an Eligible Employee newly hired by the Plan Sponsor
declines coverage at the Initial Enrollment Period but enrolls as a Late Enrollee or, if eligible, as a
Special Enrollee, coverage will be effective on the date the employee becomes eligible.
The term Effective Date means to the entire Group Plan, and the Covered Persons properly enrolled
when the Group Plan first becomes effective, 12:01 a.m. on the date specified on the Certificate Cover
Page of this Group Plan; and with respect to a Covered Person who is subsequently enrolled, 12:01 a.m.
on the date on which coverage will commence for that Covered Person as specified in Employee
Effective Date and Dependent Effective Date Sections of this Group Plan.
Services or supplies that are payable as benefits under this Group Plan are covered commencing on the
employee's effective date. However, services or supplies for a condition that is covered under an

23

BENEBAY SUMMARY OF BENEFITS

extension of group health benefits from a previous Plan Sponsor-related health plan, health insurance
plan or other benefit arrangement will not be covered under this Group Plan until the extension for the
condition under the prior plan ends.
DEPENDENT ENROLLMENT
The term "Covered Dependent" means an Eligible Dependent of a Covered Employee who becomes
covered under this Group Plan. For an Eligible Dependent to become a Covered Person, the employee
must:
1. Complete and submit through his or her Plan Sponsor a written request for such dependent's
coverage, using enrollment forms approved by BeneBay;
2. Provide any information needed to determine the dependent's eligibility, if requested by BeneBay;
and
3. Agree to pay his or her portion of the appropriate dependent Premiums, as required by the Plan
Sponsor, for the dependent's coverage.
To add dependents on the Covered Employee's effective date, the Covered Employee must enroll his or
her Eligible Dependents at the same time he or she initially enrolls during the Initial Enrollment Period.
To add a newborn, an adopted newborn, or an adopted child as a dependent after the Employee's
effective date, the Covered Employee must enroll the dependent within the time frames specified in the
Newborn and Adopted Children provisions.
To add any other dependent including foster children or court ordered coverage for a spouse or a minor
child after the Covered Employee's effective date, the Covered Employee must enroll the dependent
within thirty days after eligibility as a dependent begins or thirty days after the court order is issued.
If enrollment is not completed as specified above, the dependent will be considered a Late Enrollee and
subject to the delayed coverage rules specified in the Late Enrollee provision.
DEPENDENT EFFECTIVE DATE
The effective date of a dependent's coverage under this Group Plan depends on when the dependent is
enrolled:
1. If the dependent is eligible for coverage on the Group Plan effective date, coverage for the
dependent will become effective on the Group Plan effective date if the employee enrolls the
dependent for coverage at the same time he or she enrolls during the Initial Enrollment Period.
2. If the employee through whom the dependent is eligible first becomes eligible after the Group Plan
effective date and the employee enrolls himself or herself and his or her dependents during the
Initial Enrollment Period, coverage for the dependents will be effective on the same date that the
employee's coverage becomes effective.
3. If the Eligible Employee of the Plan Sponsor or an Eligible Employee newly hired by the Plan Sponsor
declined coverage at the Initial Enrollment Period but enrolls as a Late Enrollee or, if eligible, as a
Special Enrollee, the employee’s dependent coverage will be effective on the date the employee
becomes eligible.
4. If the dependent is a newly Eligible Dependent who first becomes eligible after the Covered
Employee's effective date, and the Covered Employee enrolls the dependent within thirty (30) days
after eligibility as a dependent begins, that dependent's coverage will become effective on the date
the enrollment form is received by BeneBay.
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5. If the dependent is a newborn or adopted child who first becomes eligible after the Covered
Employee's effective date, and the Covered Employee enrolls the dependent within the time frames
specified in the Newborn or the Adopted Children provisions, that dependent’s coverage will become
effective on the date of birth for a newborn or adopted newborn and date of placement for an
adopted child.
If, on the date dependent coverage becomes effective, the dependent is covered for a condition
under an extension of group health benefits from a previous Plan Sponsor-related health plan, health
insurance plan, or other coverage arrangement, coverage under this Group Plan for extension related
services or supplies for that condition will not begin until the extension under the prior plan ends.
COVERAGE FOR NEWBORN CHILDREN
All health coverage applicable for children under this Group Plan will be provided for the newborn child
of the Covered Employee or to a Covered Dependent from the moment of birth if the Covered Employee
has dependent coverage. However, with respect to the newborn child of a Covered Dependent of the
Covered Employee other than the Covered Employee’s spouse, the coverage for a newborn child
terminates eighteen (18) months after the newborn’s birth.
The coverage for newborn children shall consist of coverage for injury or sickness, including medically
necessary care or treatment for medically diagnosed congenital defects, birth abnormalities, or
prematurity, and the transportation costs of the newborn to and from the nearest available facility
appropriately staffed and equipped to treat the newborn's condition, when such transportation is
certified by the attending physician as necessary to protect the health and safety of the newborn child.
The coverage for transportation costs may not exceed allowed charges of $1,000.
Newborn coverage shall take effect at the moment of birth and will continue for thirty (30) days if Plan
Sponsor is notified by the Covered Employee to enroll the child. If timely notice is given, no Premium will
be charged for the first thirty (30) days. If the Covered Employee fails to enroll the child within thirty
(30) days of birth, but enrolls the child within sixty (60) days of birth, the Covered Employee will be
required to pay an additional Premium from the date of birth.
If notice is given within sixty (60) days, Plan Sponsor will not deny coverage due to the failure of the
Covered Employee to timely notify us of the birth. If notice of the birth is not given within sixty (60) days
of birth, the newborn child will be considered a Late Enrollee and will not be eligible to enroll for
coverage until the next Annual Open Enrollment Period (See Late Enrollee provision). A newborn child of
a covered dependent child is covered for a period of eighteen (18) months if the child is enrolled as
specified herein.
COVERAGE FOR ADOPTED CHILDREN
All health coverage applicable for children under this Group Plan will be provided for the adopted child
of the Covered Employee if the Covered Employee has dependent coverage. Coverage is provided to a
child the Covered Employee proposes to adopt who is placed in the Covered Employee’s residence in
compliance with chapter 63, from the moment of placement. A newborn infant who is adopted by the
Covered Employee is covered from the moment of birth if a written agreement to adopt such child has
been entered into prior to the birth of the child, whether or not such agreement is enforceable.
However, coverage will not be provided in the event the child is not ultimately placed in your residence
in compliance with chapter 63.
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The Covered Employee’s adopted child is covered from the moment of placement in the residence, or if
a newborn, from the moment of birth, if the child is enrolled as specified herein. If the Covered
Employee notifies Plan Sponsor to enroll the child within thirty (30) days from the moment of birth or
placement, a Premium will not be charged for the first thirty (30) days. If the Covered Employee fails to
enroll the child within thirty (30) days of the event, but enrolls the child within sixty (60) days of the
event, the Covered Employee will be required to pay an additional Premium from the date of birth or
placement. If notice is given within sixty 60) days of the event, Plan Sponsor will not deny coverage due
to the failure of the Covered Employee to timely notify us of the adoption. Notice of the birth or
placement after sixty (60) days will be considered a Late Enrollment and subject to the delayed coverage
rules specified in the Late Enrollee provision.
COVERAGE FOR FOSTER CHILDREN
Coverage for a foster child or a child otherwise placed in the Covered Employee or covered spouse's
custody by a court order, prior to the child's 18th birthday, will be provided from the date of placement
if on the date of placement the Covered Employee has dependent coverage. No coverage will be
provided under this provision for the child who is not ultimately placed in the Covered Employee's
home. For children in the Covered Employee's custody, coverage will terminate the date the Covered
Employee no longer has legal custody.
DEPENDENT AS EMPLOYEE
A Covered Dependent may become eligible as a Covered Employee as long as he or she meets the
eligibility requirements for a Covered Employee. However, the Covered Dependent may no longer be
covered as a dependent child if eligible for benefits as an employee. Also, a person may not be covered
under this Group Plan as a dependent of more than one employee.
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COVERAGE PROVISIONS

There are many benefits incorporated into your BeneBay Plan and a number of rules and regulations to
be followed in order to effectively manage your care and maximize your benefits. This section helps you
understand exactly what benefits are provided under the terms of your agreement with BeneBay on
behalf of your Plan Sponsor.
UNDERSTANDING THIS HEALTH INSURANCE PLAN
The Group Plan is a health insurance expense reimbursement plan. This means that BeneBay either pays
the Health Care Provider directly for Covered Services or pays the Covered Person directly when he or
she has incurred expenses related to Covered Services that have been provided.
In general, the determination of coverage for expenses under this Group Plan can be understood as
follows:
1. The deductible must be satisfied. (See the Calendar Year Deductible provision.)
2. The Covered Person pays a percentage share of the Allowance. (See the Coinsurance Percentage and
Allowance Guideline provisions.)
3. Dependent on the Plan, the Covered Person may in lieu of Coinsurance, pay a Co-payment for
specified services at the time the service is rendered.
4. When out-of-pocket expenses reach a specified limit amount, the Group Plan pays 100% of the
Covered Services Allowance. (See the Out-of-Pocket Maximum Expense Limit Provision.)
5. Coverage ends if expenses reach the Lifetime Benefit Maximum. (See the Lifetime Benefit Maximum
provision.)
6. All services rendered must be Medically Necessary as defined in this Group Plan and must not be
specifically excluded, limited, or restricted in this Group Plan. (See the Medically Necessary and the
Exclusions and Limitations provisions).
PREFERRED PROVIDER COVERAGE
This Group Plan is a Preferred Provider plan. This means that BeneBay has entered into an agreement
with an established network of Health Care Providers to allow BeneBay to control the cost of Covered
Services for Covered Persons. The Health Care Providers in BeneBay’s network are called Participating
Providers. Covered Persons are free to obtain services from Health Care Providers of their choice, but
the level of coverage of expenses for Covered Services received from Participating Providers is higher
than those received from Non-Participating Providers.
PARTICIPATING PROVIDERS
The Covered Person is free to choose any Participating Provider listed in BeneBay’s published list of
Participating Providers. Enrolling for coverage under this Group Plan does not guarantee health services
by a particular Participating Provider on the list of Providers. This list of Participating Providers is subject
to change. When a provider on the list no longer has a contract with BeneBay, the Covered Person must
choose among remaining Participating Providers in order for claims to be considered for payment at the
Participating Provider In-Network level.
You are responsible for verifying the participation status of the Physician, Hospital, or other providers
prior to receiving Covered Services. You must also show your Membership Identification Card as proof of
membership with BeneBay.
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WHO ARE THE PARTICIPATING PROVIDERS
BeneBay offers its members comprehensive statewide “in-network” coverage with thousands of
physicians and access to most hospitals throughout Florida. BeneBay, at this time, does not own its own
network and “rents” networks from companies whose sole business is developing, managing and
renting PPO networks.
BeneBay has contracted with CIGNA PPO network– each company providing network access to different
parts of the state of Florida. BeneBay members are considered “in-network” regardless of the network
relationships and the residence location of the member. Members should not worry about network
access, but just be aware there may be questions from your doctor or hospital. If questions arise, the
provider should contact BeneBay directly at 1-833-236-3229.
The BeneBay member card (see page 33 for complete details) includes logos of the networks in which
the Company accesses. The logo on the top of the card indicates the member’s “home” network, but
the service is seamless.
BeneBay Contracted networks are:
CIGNA Healthcare, Inc.
Benzer Pharmacy
Bonum Health, Inc.
NON-PARTICIPATING PROVIDER AUTHORIZATIONS

Covered Persons trying to maintain care from Participating Providers may in some events find that
specific Covered Services cannot be provided by or through a Participating Provider. A Covered Person
may be eligible for Medically Necessary Covered Services obtained from Non-Participating Providers as
set forth in the “Benefit Level” provision. Covered Services obtained through Non-Participating
Providers must be authorized in advance through BeneBay’s Medical Management Department.
EMERGENCY CARE SERVICES
The procedure the Covered Person should follow for Emergency Care Services, as defined in this Group
Plan, depends on whether the treatment is rendered by Participating Providers or Non-Participating
Providers.
The Covered Person should, in the instance of a life-threatening emergency, seek Emergency Care
Services. If a Covered Person seeks Emergency Care Services at a Participating Hospital and is admitted
to the Hospital by a Physician other than the Covered Person's Participating Physician, the Covered
Person, a member of the Covered Person's family or the attending physician should notify BeneBay
within 24 hours of provision of such treatment or at the earliest time reasonably possible to allow the
Physician to coordinate any necessary follow up care.
If the Covered Person requires Emergency Care Services while temporarily away from the Participating
Provider Network Service Area, and travel to a Participating Provider location would jeopardize the
Covered Person’s health, those Emergency Care Services rendered by a Non-Participating Provider will
be payable at the Participating Provider benefit Allowance level.
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If a Hospital admission occurs as a result of the emergency room visit, The Covered Person should notify
BeneBay within 24 hours of provision of such treatment, or at the earliest time reasonably possible to
allow BeneBay to coordinate any necessary follow up care.
BENEFIT LEVELS
The Benefit level BeneBay will pay depends on the Health Care Provider the Covered Person uses:
1. If the Health Care Provider used is part of BeneBay’s Participating Provider network, Benefits are
payable at the Participating Provider Benefit Allowance level shown in the Schedule of Benefits. The
Health Care Provider's network status can be determined by reviewing the Participating Provider
Directory provided by BeneBay.
2. If the Health Care Provider used is not part of BeneBay’s Participating Provider network, Benefits are
payable at the Non-Participating Provider Benefit Allowance level shown in the Schedule of Benefits.
3. There are two important exceptions:
a. If the Covered Person requires Emergency Care Services while in the Network Service Area or
while traveling outside the Network Service Area, and travel to a Participating Provider location
would jeopardize the health of the Covered Person; or, if the Covered Person is sent to the NonParticipating Provider at the direction of a Participating Provider as authorized by BeneBay, those
Emergency Care Services rendered by a Non-Participating Provider will be payable at the
Participating Provider Benefit Allowance level.
b. If a required service is not available through a Participating Provider, those services rendered by a
Non-Participating Provider as authorized by BeneBay, will be payable at the Participating Provider
benefit Allowance level.
YEARLY DEDUCTIBLE REQUIREMENT
Before BeneBay will begin paying expenses for Covered Services, the Covered Person must satisfy the
Plan Yearly Deductible. This deductible is a flat dollar amount as specified in the Schedule of Benefits,
and must be satisfied each Plan Year. There is a separate Yearly Deductible amount for Participating
Providers and Non-Participating Providers as set forth in the Schedule of Benefits.
The Yearly Deductible for each Covered Person must be satisfied by each Covered Person each Calendar
Year, as determined by BeneBay on behalf of the Plan Sponsor, before any coinsurance payments will be
made by BeneBay for any claim. Only those Covered expenses submitted on claims received by BeneBay
for Covered Services will be credited by BeneBay toward the Plan Yearly Deductible, and only up to the
applicable Allowance.
Once the Deductible amount specified in the Schedule of Benefits is reached, the Yearly Deductible will
be considered satisfied. Expenses that will not be counted toward the satisfaction of the Yearly
Deductible includes out-of-pocket expenses related to charges for services not covered by this Group
Plan, Co-payments, any benefit reduction, any charges in excess of the Allowance determination, or
expenses that relate to services that exceed specific treatment limitations explained in this section or
noted in the Schedule of Benefits.
FAMILY YEARLY DEDUCTIBLE REQUIREMENT LIMIT
Once your family has met the “Family Yearly Deductible”, neither you nor your Covered Dependents will
have any additional Yearly Deductible responsibility for the remainder of the Plan Year. The maximum
amount that any one Covered Person in your family can contribute toward the Family Yearly Deductible
is the amount applied toward the Individual Yearly Deductible.
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There is a separate Yearly Deductible amount for Participating Providers and Non-Participating Providers
as set forth in the Schedule of Benefits. Only those Covered expenses submitted on claims received by
BeneBay for Covered Services will be credited by BeneBay toward the Plan Yearly Deductible, and only
up to the applicable Allowance.
Once the Deductible amount specified in the Schedule of Benefits is reached, the Family Yearly
Deductible will be considered satisfied. Expenses that count and do not count towards satisfaction of
the Family Yearly Deductible are the same as set forth in the Individual Yearly Deductible Requirement
Limit provision.
HEALTH CARE PROVIDER ALLOWANCE GUIDELINES
Once the Yearly Deductible is satisfied, BeneBay will pay a percentage of the charges for Covered
Services (see Coinsurance Percentage provision below). With most expenses, BeneBay will first
determine if the charge by the Non-Participating Provider is within BeneBay’s Allowance. If the NonParticipating Provider's charges exceed the Allowance, the excess amount will not be paid by BeneBay.
This excess amount will be the Covered Person's responsibility and should be discussed with the Health
Care Provider.
If Covered Services are received from a Participating Provider, the Health Care Provider is contractually
obligated not to bill the Covered Person for any charge in excess of the Allowance level.
PARTCIPATING PROVIDER NETWORK ALLOWANCE
Within the Plan Network, BeneBay has established a contractual relationship with a wide range of
Health Care Providers referred to as Participating Providers, and has negotiated with those Participating
Health Care Providers to accept specific schedules of payment for various services as payment in full.
Because these negotiated schedules of payment are accepted by all of those Participating Health Care
Providers, BeneBay has determined it to be appropriate to use these schedules of payment as its
guideline for determining the Allowances for services provided In-Network. Payment of expenses for
Covered Services is subject to BeneBay’s Allowance guidelines for Participating Providers as well as the
Medical Payment Guidelines provision.
NON-PARTICIPATING PROVIDER OUT-OF-NETWORK ALLOWANCE
In the event a Covered Person chooses to receive Covered Services from Non-Participating Providers,
the payment of expenses for Covered Services is subject to BeneBay’s Allowance guidelines for NonParticipating Providers as well as BeneBay’s Medical Payment Guidelines.
CO-PAYMENTS
For some services, the Covered Person is responsible for paying a portion of the cost of Covered
Services. Usually, this portion is a flat dollar amount referred to as a Co-payment. Co-payments are due
at the time of service. If applicable, the Co-payment requirements for this Group Plan are set forth in
the Schedule of Benefits.
The Co-payments a Covered Person is responsible for in any single Calendar Year do not count towards
the Deductible or Out-of-Pocket Maximum Limit.
THE COINSURANCE PERCENTAGE
The Covered Person is responsible for paying a percentage of Covered Services in addition to the
deductible in any one Calendar Year. This percentage that the Covered Person is responsible for is called
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the Coinsurance Percentage. The Coinsurance Percentage for this Group Plan is shown in the Schedule
of Benefits.
Because this Group Plan is a Preferred Provider Plan, different Coinsurance Percentages apply to
services and supplies rendered from Participating Providers and Non-Participating Providers.
When charges are incurred for covered services or supplies provided by Participating Providers, this
Group Plan calculates all coinsurance amounts by applying the Coinsurance Percentage to the amount
the Participating Provider has agreed to accept for that service or supply in the negotiated schedule of
payment. This means that the Coinsurance Percentage(s) that the Covered Person is responsible for
when using a Participating Provider is less than the Coinsurance Percentage that the Covered Person is
responsible for when using a Non-Participating Provider.
GROUP PLAN REPLACEMENT
If this Group Plan immediately replaces another Group Plan, each Covered Person who was covered by
the prior carrier, (e.g. employees, dependents, COBRA continuant, Covered Person on sick leave, out ill,
or on maternity leave) will be covered by BeneBay and the following rules will apply:
1. Extension of Benefits upon Replacement of the Entire Group Plan
The Plan Sponsor's previous Plan Sponsor-related health plan, health insurance plan, or other benefit
arrangement may be required to provide certain benefits to certain Covered Persons under an
extension of benefits provision. In no event under this Group Plan, shall BeneBay pay any claims for
services or supplies which are covered under any provision in the prior carrier's plan relating to
extension of benefits, until the extension of benefits for the condition under the prior plan ends for
the Covered Person.
2. Prior Group Coverage Deductible Credit Upon Replacement of the Entire Group Plan
Any charges that were credited by the Plan Sponsor's prior Group Plan towards a Covered Person's
Calendar Year Deductible requirement during the 90 days prior to the Effective Date of the Group
Plan, under a policy which was replaced by this Group Plan, shall be credited to that Covered Person's
Calendar Year Deductible requirement for the initial Calendar Year of Coverage under this Group
Plan, but only to the extent those charges were for Health Care Services that would have been
Covered Services under this Plan. The Plan Sponsor and/or Covered Person is responsible for
providing BeneBay with the information necessary for BeneBay to apply the prior Calendar Year
Deductible credit.
3. Prior Group Coverage Out-of-Pocket Maximum Credit upon Replacement of the Entire Group Plan
Any out-of-pocket charges that were credited by the Plan Sponsor's prior Group Plan towards a
Covered Person's Out-of-Pocket requirement; under a policy which was replaced by this Group Plan,
shall be credited to that Covered Person's Maximum Out-of-Pocket requirement amount for the
initial Calendar Year of coverage under this Group Plan, but only to the extent those charges were for
Health Care Services that would have been Covered Services under this Plan. The Plan Sponsor
and/or Covered Person are responsible for providing BeneBay with the information necessary for
BeneBay to apply the Out-of-Pocket credit.
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INDIVIDUAL OUT-OF-POCKET MAXIMUM EXPENSE LIMIT
The Individual Out-of-Pocket Maximum Expense Limit is the maximum amount of Calendar Year
Deductibles and Coinsurance expenses that must be paid in a Calendar Year by each Covered Person
before this Group Plan pays Covered Services at 100% of the Allowance determination for the remainder
of that Calendar Year, up to the Lifetime Benefit Maximum set forth in the Schedule of Benefits. Only
Out-of-Pocket expenses related to Calendar year Deductibles or expenses used to satisfy the
Coinsurance Percentage will count toward satisfying the Individual Out-of-Pocket Maximum Expense
Limit. There is a separate Out-of-Pocket Maximum Expense Limit for Participating Providers and NonParticipating Providers as set forth in the Schedule of Benefits.
Out-of-pocket expenses related to charges for services not covered by this Group Plan, Co-payments,
any benefit reduction, any charges in excess of the Allowance determination, or expenses that relate to
services that exceed specific treatment limitations explained in this section or noted in the Schedule of
Benefits will not count toward satisfying the Individual Out-of-Pocket Maximum Expense Limit.
The application of any specific service limits or specific benefit maximums noted in the Covered Services
section or in the Schedule of Benefits is not affected by the satisfaction of out-of-pocket maximums.
These specific service provisions will still apply after the out-of-pocket maximums are satisfied.
FAMILY OUT-OF-POCKET MAXIMUM EXPENSE LIMIT
Once your family has reached the Family Out-of-Pocket Maximum Expense Limit set forth in the
Schedule of Benefits, neither you nor your Covered Dependents will have any additional Out-of-Pocket
responsibility and BeneBay will pay for Covered Services rendered during the remainder of that Calendar
Year at 100% of the Allowance determination up to the Lifetime Maximum Benefit.
There is a separate Out-of-Pocket Maximum Expense Limit for Participating Providers and NonParticipating Providers as set forth in the Schedule of Benefits. Expenses that count and do not count
towards the Family Out-of-Pocket Maximum Expense Limit are the same as set forth in the Individual
Out-of-Pocket Maximum Expense Limit provision.
LIFETIME BENEFIT MAXIMUM
Under the provisions of this Plan Sponsored BeneBay Plan there are no lifetime benefits maximum
limits.
MEDICALLY NECESSARY
Except for any preventive care benefits specifically described in the Covered Services section, this Group
Plan does not provide benefits for any service rendered or any supply furnished by a Health Care
Provider which, in the opinion of BeneBay is not Medically Necessary, as defined in the Glossary of
Coverage Terms provision. BeneBay, on behalf of the Plan Sponsor, will make the decision whether
hospitalization or other health care services or supplies are/were Medically Necessary, and therefore
eligible for payment under the terms of this Group Plan. In some instances, this decision is made by
BeneBay after the Covered Person has been hospitalized or has received other health care services or
supplies and after a claim for payment has been submitted.
PRIOR AUTHORIZATION
In order to determine whether services and supplies are Medically Necessary and therefore covered
under your BeneBay Plan benefits, certain Covered Services require Prior Authorization from BeneBay.

32

BENEBAY SUMMARY OF BENEFITS

• The Covered Person is responsible for making sure the Physician or Health Care Provider calls
BeneBay to pre-authorize a Covered Service when it is required.
• Prior Authorization ensures that you are receiving the most appropriate medical care available to
you, in the most appropriate setting.
Please note:
• You should first verify with your Physician or Health Care Provider that the service has been Preauthorized.
• If you are unable to secure verification from the provider, you may also call BeneBay.
• The following services and supplies require Prior Authorization. If the service or supply is received
without Prior Authorization from BeneBay, benefits will be reduced 50% of the Allowed Amount:
Dental Services – Accident-related
Home infusion Therapy
Ambulance Services for non-emergency transportation
Hospice Care
Home Health Care
Outpatient Rehabilitative Services
Hospital Inpatient Services
Radiology Services (CAT Scan, PET Scan & MRI only)
Skilled Nursing Facility
Surgical Services – Outpatient at a Hospital, Ambulatory Surgical center or freestanding surgical center
(does not include surgery performed in a Physician’s office)
Transplant Services
Maternity Care (facility and delivery services or in-patient services for Complications of Pregnancy)
Durable Medical Equipment
Cancer Treatment
Concurrent Physician Care
Dermatologic Services (as outlined in the Covered Services Section)
Mental Health Services (inpatient and outpatient)
Substance Abuse Services (inpatient and outpatient)
EMERGENCY HOSPITAL CARE
If Emergency Care Services requires a Covered Person be admitted to a Hospital, BeneBay must be
advised by the Member or Hospital of the admission within two business days or as soon as reasonably
possible. BeneBay will then review the Medical Necessity of the Hospital admission.
If Emergency Care Services required the Covered Person to be admitted to a Non-Participating Hospital,
and BeneBay has determined that the Covered Person's Condition has stabilized sufficiently to allow the
Covered Person, if he or she so desires, to be transferred safely to a Participating Hospital, BeneBay will
request that the Covered Person and the Covered Person's Physician approve the transfer. If the transfer
is not approved, the Non-Participating Provider Deductible and Coinsurance Percentage Allowance level
will be applied to the benefits payable for any days of Hospital Confinement beyond the date the
Covered Person's Condition was stabilized.
DISCRETIONARY AUTHORITY
BeneBay has the discretionary authority to determine eligibility, to construe terms of this Group Plan,
and to make decisions concerning claims for benefits under the terms of this Group Plan.
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HOW THE PLAN WORKS

Eligible services and supplies received from network providers are covered under the Plan. A limited
number of services and supplies received from non-network providers are also covered (e.g., emergency
care, ambulance service, durable medical equipment and prosthetic devices) up to the reasonable and
customary charge.
You can see any physician/specialist in the network at any time without a referral.
You will receive a BeneBay member card with your Member Welcome Packet. The following illustration
describes what some of the information on the card means. Please review. If you lose your card, notify
BeneBay customer service at 1-833-236-3229 to have a new permanent card sent.
The charts in the Addendum at the end of this document show how covered expenses are paid under
the Plan.
The charts list information for the following:
BENEBAY, INC.
Schedule of Benefits
PPO Medical Plan
[8001 - BRONZE]
BENEBAY, INC.
Schedule of Benefits
PPO Medical Plan
[8002 - SILVER]
BENEBAY, INC.
Schedule of Benefits
PPO Medical Plan
[8003 - GOLD]
This Plan is a Preferred Provider Organization (PPO) plan. This means that BeneBay has entered into an
agreement with an established network of Healthcare Providers called Participating Providers. Covered
Persons are free to obtain services from Participating Providers or Healthcare Providers of their choice
(Non-Participating Providers). However, benefits are paid at a higher percentage rate for services
received from Participating Providers than from Non-Participating Providers.
Prior Authorization means an advanced authorization that a Covered Person must receive from
BeneBay prior to receiving certain services specified in the Plan. You should verify with your Physician
that the service has been pre-authorized. If you are unable to secure verification from the provider, you
may also call BeneBay. If the Covered Service is received without Prior Authorization from BeneBay,
benefits will be reduced 50% of Allowed Amount.
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PLAN COVERED SERVICES

This section describes the Benefits that are covered under this Group Plan. It is important that this
whole section be reviewed to be sure Covered Services details are understood. Also, important
information is contained in the Schedule of Benefits.
It’s very important that you understand that the Plan generally reimburses only specific medical
expenses that result from a non-occupational illness, injury or disease or from conditions related to
pregnancy. The Plan also reimburses specific medical expenses associated with preventive care. As you
read the following pages, you’ll see that most hospital, surgical and medical services are considered
covered expenses. But certain services are not covered, or are only partially covered, and most expenses
are covered only when care is received from network providers.
In all circumstances, the Plan will cover treatment only if it meets the requirements of the Plan.
BeneBay, on behalf of the Plan Sponsor has full discretionary authority to make all such determinations
and to rely on its own materials, expertise and procedures,
ALL OF THESE PROVISIONS SHOULD BE READ CAREFULLY TO UNDERSTAND THE BENEFITS PROVIDED
UNDER THIS GROUP PLAN.
COVERED SERVICES
Expenses for the services and supplies listed below will be considered Covered Services under this Group
Plan if the service is:
1. Within the Covered Services categories in this section;
2. Actually rendered while coverage under this Group Plan is in force;
3. Not specifically limited or excluded under this Group Plan; and
4. Received from or provided under the orders, direction or authorized approval of the Covered
Person's Physician and approved by BeneBay on behalf of the Plan Sponsor.
The Coinsurance Percentages and Co-payments for which the Covered Person is responsible for each
category of Covered Services listed below are set forth in the Schedule of Benefits. The payment of
expenses for Covered Services is subject to BeneBay’s Allowance guidelines and Medical Payment
Guidelines (See the Allowance and Medical Payment Guidelines provisions).
HOSPITAL SERVICES
Expenses for the services and supplies listed below shall be considered Covered Services when furnished
to a Covered Person at a Hospital on an inpatient or outpatient basis, and the Hospital services are
Medically Necessary and authorized by BeneBay. Covered Services are subject to the Co-payments,
Coinsurance and Deductibles noted on the Schedule of Benefits:
1. Room and board for semi-private accommodations, unless the patient must be isolated from others
for documented clinical reasons;
2. Confinement in an intensive care unit including cardiac, progressive, and neonatal care;
3. Miscellaneous hospital services;
4. Services provided by a birthing center licensed pursuant to Florida Statutes, chapter 383.30383.335;
5. Routine nursery care for a newborn child;
6. Drugs and medicines administered by the Hospital;
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7.
8.
9.
10.
11.
12.
13.
14.
15.

Respiratory, pulmonary, or inhalation therapy (e.g., oxygen);
Rehabilitative services, when hospitalization is not primarily for rehabilitation.
Use of operating room and recovery rooms;
Use of emergency rooms;
Intravenous solutions;
Dressings, including ordinary casts, splints and trusses;
Anesthetics and their administration;
Transfusion supplies and equipment;
Diagnostic services, including radiology, ultrasound, laboratory, pathology and approved machine
testing (e.g., electrocardiogram (EKG);
16. Chemotherapy treatment for proven malignant disease; and
17. Other Medically Necessary services and supplies.

AMBULATORY SURGICAL CENTER SERVICES OR OTHER LICENSED OUTPATIENT MEDICAL TREATMENT
FACILITIES
Expenses for the services and supplies listed below will be considered Covered Services when furnished
to a Covered Person at an Ambulatory Surgical Center, or any other appropriately licensed outpatient
medical treatment facility or health care provider's office and the service is authorized by
BeneBay Covered Services are subject to the Co-payments, Coinsurance and Deductibles noted on the
Schedule of Benefits:
1. Use of operating room and recovery rooms;
2. Respiratory and inhalation therapy (e.g., oxygen);
3. Drugs and medicines administered (except for take home drugs) at the Ambulatory Surgical Center
or other Outpatient Medical Treatment Facility;
4. Intravenous solutions;
5. Dressings, including ordinary casts, splints, or trusses;
6. Anesthetics and their administration;
7. Transfusion supplies and equipment;
8. Diagnostic services, including radiology, ultrasound, laboratory, pathology and approved machine
testing (e.g., electrocardiogram (EKG));
9. Chemotherapy treatment for proven malignant disease; and
10. Other Medically Necessary services and supplies.
MEDICAL SERVICES
Expenses for the medical services and supplies listed below will be considered Covered Services if
provided to the Covered Person by a Health Care Provider when functioning within the scope of his or
her license (unless the service description specifically requires Physician care) and the service or supply
is authorized by the Covered Person’s Physician. Covered Services are subject to the Co-payments,
Coinsurance and Deductibles noted on the Schedule of Benefits:
Adult annual physical examination (routine). For Covered Persons 16 years of age and older, Covered
Services are limited to one visit payable to one Healthcare Professional annually and subject to a
maximum benefit limit as set forth in the Schedule of Benefits.
Ambulance services (including ambulette) provided by a ground vehicle may be covered provided it is
necessary to transport you from:
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1. A Hospital which is unable to provide proper care to the nearest Hospital that can provide proper
care;
2. A Hospital to a Covered Person's nearest home or Skilled Nursing Facility; or
3. The place a medical emergency occurs to the nearest Hospital that can provide proper care.
Ambulance services by boat, airplane, or helicopter will be reimbursed at the Allowance level for a
ground vehicle unless:
1. The pick-up point is inaccessible by ground transportation;
2. Speed in excess of ground vehicle speed is critical; or
3. The travel distance involved in getting the Covered Person to the nearest Hospital that can provide
proper care is too far for medical safety, as determined by BeneBay.
This benefit is subject to a calendar year limit as set forth in the Schedule of Benefits.
Anesthesia services, when administered by a Health Care Provider when necessary for a surgical
procedure.
Annual OB/GYN visit (breast exam, pelvic exam and pap smear) with a Healthcare Professional,
Gynecologist or Obstetrician/Gynecologist.
Blood, including whole blood, blood plasma, blood components, and blood derivatives, unless replaced.
Breast cancer treatment: Coverage for breast cancer treatment includes inpatient hospital care and
outpatient post-surgical follow-up care for mastectomies when medically necessary in accordance with
prevailing medical standards. Coverage for outpatient post-surgical care is provided in the most
medically appropriate setting which may include the hospital, treating physician’s office, outpatient
center, or the Covered Person’s home. Inpatient hospital treatment for mastectomies will not be limited
to any period that is less than that determined by the Physician.
Coverage for mastectomies includes:
1. All stages of reconstruction of the breast on which the mastectomy has been performed;
2. Surgery and reconstruction of the other breast to produce a symmetrical appearance; and
3. Prostheses and treatment of physical complications at all stages of mastectomy, including
lymphedemas.
Routine follow-up care to determine whether a breast cancer has recurred in a person who has been
previously determined to be free of breast cancer does not constitute medical advice, diagnosis, care, or
treatment for purposes of determining a pre-existing condition unless evidence of breast cancer is found
during or as a result of the follow-up care.
Cancer diagnosis and treatment, unless otherwise excluded, on an inpatient or outpatient basis,
including chemotherapy treatment, x-ray, cobalt, and other acceptable forms of radiation therapy,
microscopic tests or any lab tests or analysis made for diagnosis or treatment.
Coverage will not be excluded for any drug prescribed for the treatment of cancer on the grounds that
the drug is not approved by the FDA for a particular indication, if that drug is recognized for treatment
of that indication in a standard reference compendium or recommended in the medical literature.
Coverage also includes Medically Necessary services associated with the administration of the drug.
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Casts, splints, and trusses, when part of treatment in a health care provider facility or office or in a
Hospital emergency room. This does not include the replacement of any of these items, or dental
splints.
Child health supervision services including periodic Physician-delivered or Physician-supervised services
from the moment of birth up to the 16th birthday are covered as follows:
1. A newborn's first examination in the Hospital. The examination must be provided and billed by a
Physician other than the delivering obstetrician or anesthesiologist;
2. Periodic examinations, which include a history, a physical examination, developmental assessment
and anticipatory guidance necessary to monitor the normal growth and development of a child;
3. Oral and/or injectable immunizations; and
4. Laboratory tests normally performed for a well child.
These services must conform to prevailing medical standards consistent with the Recommendations for
Preventive Pediatric Health Care of the American Academy of Pediatrics. Benefits may be limited to one
visit payable to one provider for all of the services provided at each visit. Services are not subject to the
deductible set forth in the Schedule of Benefits.
Cleft palate and cleft lip treatment are provided for a dependent under age eighteen (18). Coverage
includes medical, dental, speech therapy, audiology, and nutrition services if such services are
prescribed by the Physician or treating referral physician. Coverage is subject to applicable Co-payment
or Coinsurance provisions specified in the Schedule of Benefits and subject to benefit and benefit
limitations listed in the Covered Services and Exclusions and Limitations sections of this Group Plan.
Concurrent physician care including surgical assistance, provided; a) the additional Physician actively
participates in the Covered Person's treatment; b) the Covered Condition involves more than one body
system or is so severe or complex that one Physician cannot provide the care unassisted; c) the
Physicians have different specialties or have the same specialty with different sub-specialties and d) the
care is authorized by BeneBay.
Congenital or developmental abnormality treatment, provided the treatment, or plastic and
reconstructive surgery is for the restoration of bodily function, or the correction of a deformity resulting
from disease, injury, or congenital or developmental abnormalities.
Consultations, provided the Covered Person's Physician requests the consultation and the consulting
Physician prepares a written report.
Dental services for the treatment of an Accidental Dental Injury to sound natural teeth if the Injury
occurs, and the services are rendered, while the Covered Person is covered and the treatment is
received within six (6) months of the accident. The Covered Person must notify BeneBay of the
accidental dental injury and/or initial treatment within forty-eight (48) hours of the injury or initial
emergency treatment. Additional Covered Services after initial emergency treatment require Prior
Authorization from BeneBay. Covered Services do not include coverage for expenses for services related
to an injury occurring while, and as a result, of biting or chewing.
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Dental treatment in a hospital or ambulatory surgical center coverage is provided for general
anesthesia and hospitalization services in connection with necessary dental treatment or surgery for:
1. A dependent child under age eight (8) whose treating physician, in consultation with the dentist,
determines necessary dental treatment is required in a hospital or ambulatory surgical center due to
a significantly complex dental condition or a developmental disability in which patient management
in the dental office has proved to be ineffective; or
2. A Covered Person who has one or more medical conditions that would create significant or undue
medical risk for the individual in the course of delivery of any medically necessary dental treatment
or surgery if not rendered in a hospital or ambulatory surgical center.
Necessary dental treatment is that which, if left untreated, is likely to result in a medical condition. Use
of general anesthesia and hospital services must be authorized by BeneBay prior to the treatment.
Coverage does not include diagnosis or treatment of dental disease, or the services of the dentist or oral
surgeon.
Dermatologic Services: A Covered Person does not need to obtain a referral or Prior Authorization for
dermatologic office visits or minor procedures and testing performed by a Participating dermatologist. A
Covered Person is limited to five (5) visits every twelve (12) months. Visits exceeding the maximum of
five visits in a twelve-month period, or services or testing not considered minor or routine in nature
require a referral or Prior Authorization.
Diabetes outpatient self-management services, including diabetes outpatient self-management training
and education services and nutrition counseling (including all Medically Necessary equipment and
supplies) to treat diabetes, if the Covered Person’s Physician, or the physician to whom the Covered
Person has been referred who specializes in treating diabetes, certifies that the equipment, supplies, or
services are Medically Necessary. In order to be covered, diabetes outpatient self-management training
and educational services must be provided under the direct supervision of certified diabetes educator or
a board-certified Physician specializing in endocrinology. Additionally, in order to be covered, a licensed
dietitian must provide nutrition counseling. Covered Services may also include the trimming of toenails,
corns, calluses, and therapeutic shoes (including inserts and/or modifications) for the treatment of
severe diabetic foot disease.
Diagnostic services, procedures, lab tests, or x-ray exams, including their interpretation for the
treatment of a Covered Condition when ordered by a Physician.
Diagnostic and surgical procedures involving bones or joints of the jaw and facial region are covered, if
under acceptable medical standards, such procedures or surgery is Medically Necessary to treat
conditions caused by congenital or developmental deformity, disease, or injury. This coverage does not
include coverage for care or treatment of the teeth or gums, for intraoral prosthetic devices or for
surgical procedures for cosmetic purposes.
Durable medical equipment that is specifically listed below and when determined by BeneBay to be
Medically Necessary for the care and treatment of a Covered Condition covered under this Group Plan.
All Covered Services are subject to Prior Authorization from BeneBay if exceed $1,000. The specified
durable medical equipment will not, in whole or in part, serve as a comfort or convenience item for the
Covered Person. Supplies and service to repair medical equipment may be a covered Benefit only if the
Covered Person owns the equipment or is purchasing the equipment. BeneBay allowance for durable
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medical equipment is based on the most cost effective durable medical equipment which meets the
Covered Person's needs, as determined by BeneBay. At BeneBay’s option, the cost of either renting or
purchasing will be covered. If the cost of renting is more than its purchase price, only the cost of the
purchase is considered a Covered Service.
The only equipment that is covered is as follows: Canes/crutches, walkers, hospital beds, commode
chairs, bedpans/urinals, decubitus care equipment, ostomy and urinary products, LSO and TLSO braces,
traction equipment and standard wheelchairs. Oxygen, including the use of equipment for its
administration is covered, however, BeneBay reserves the right to monitor a Covered Person's use of
oxygen to assure its safe and medically appropriate use. Covered Services are limited as set forth in the
Schedule of Benefits.
Enteral Formulas (prescription and non-prescription) for home use which are prescribed by a Physician
and are Medically Necessary for the treatment of inherited diseases of amino acids, organic acids,
carbohydrate or fat metabolism as well as malabsorption originating from congenital defects present at
birth or acquired during the neonatal period. Coverage for food products modified to be low in protein
shall be available for Covered Persons through age 24 with inherited diseases of amino acids and/or
organic acids.
Eye care, limited to the following:
1. Aphakic patients and soft lenses or sclera shells intended for use in the treatment of a Covered
Condition;
2. Initial glasses or contact lenses following cataract surgery; and
3. Physician Services to treat an injury to or disease of the eyes.
Hemodialysis for renal disease, including the equipment, training and medical supplies required for
effective home dialysis.
Home health care services are covered when provided by a home health agency, through a licensed
nurse registry or by an independent Licensed nurse and Covered Services are Pre-Authorized by
BeneBay and if:
1. The Covered Person is confined at home and requires Home Health Care Visits;
2. The treating Physician sends BeneBay a home health care plan of treatment; and
3. BeneBay approves the plan of treatment in writing as being Medically Necessary and that the
services are being provided in lieu of hospitalization or continued hospitalization.
BeneBay will review the Covered Person's Condition to determine the medical necessity for home health
care services, as necessary. If the Covered Person's Condition does not warrant the services provided by
a home health agency, nurse registry, or independent nurse, services will be denied. At such time as
documentation is provided for and services are found to be Medically Necessary and in lieu of
hospitalization or continued hospitalization, services will be covered.
Home health services include:
1. Part-time or intermittent nursing care by a registered nurse or licensed practical nurse;
2. Physical therapy, by a registered physical therapist; occupational therapy, by an occupational
therapist; and speech therapy, by a speech-language pathologist.
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3. Medical appliances, equipment, laboratory services, supplies, drugs, and medicines prescribed by a
Physician or other Health care provider and other services provided by or for a home health care
agency, through a licensed nurse registry or by an independently licensed nurse to the extent that
they would have been covered if the Covered Person had been confined in a Hospital.
The covered home health care services under this Benefit do not include any service that would not
have been covered had the Covered Person been confined in a Hospital.
Hospice Services, when hospice services are the most appropriate and cost-effective treatment, as
determined by the Plan Sponsor. Covered Persons who are diagnosed as having a terminal illness with a
life expectancy of one year or less may elect hospice care for such illness instead of the traditional
services covered under this Group Plan.
To qualify for coverage, the attending Physician must
1. Certify that the patient is not expected to live more than one year on a life expectancy certification;
and
2. Submit a written hospice care plan or program.
All hospice care expenses must be approved in writing by BeneBay. Covered Persons who elect hospice
care under this provision are not entitled to any other services under this plan for the terminal illness
while the hospice election is in effect. Under these circumstances, the following services are covered.
Home hospice care, comprised of:
1. Physician services and part-time or intermittent nursing care by a registered nurse or licensed
practical nurse;
2. Home health aides;
3. Inhalation (respiratory) therapy;
4. Medical social services;
5. Medical supplies, drugs and appliances;
6. Medical counseling for the terminally ill Covered Person; and
7. Physical, Occupational and Speech Therapy, if approved by BeneBay as appropriate for special
circumstances.
Inpatient hospice care in a hospice facility, Hospital or Skilled Nursing Facility is Covered if approved in
writing by BeneBay. Services include care for pain control or acute chronic symptom management.
However, the Allowed Charge for such inpatient care will not exceed the Allowed Charge for the same or
similar care when administered on an outpatient basis.
Covered hospice services do not include bereavement counseling, pastoral counseling, financial or legal
counseling, or custodial care.
The hospice treatment program must:
1. Meet the standards outlined by the National Hospice Association; and
2. Be recognized as an approved hospice program by BeneBay; and
3. Be licensed, certified, and registered as required by Florida law, and
4. Be directed by a Physician in consultation with the Covered Person's Physician and coordinated by a
registered nurse, with a treatment plan that provides an organized system of hospice facility care;
uses a hospice team; and has around-the-clock care available.
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Covered Services are limited as set forth in the Schedule of Benefit.
Insulin, including the needles and syringes needed for insulin administration. However, the Covered
Person must have a Physician's authorization for such supplies on record with the pharmacy where the
supplies are purchased.
Mammograms performed for breast cancer screening, the plan shall provide coverage for at least the
following:
1. A baseline mammogram for any woman who is 35 years of age or older, but younger than 40 years of
age.
2. A mammogram every 2 years for any woman who is 40 years of age or older, but younger than 50
years of age, or more frequently based on the patient’s physician’s recommendations.
3. A mammogram every year for any woman who is 50 years of age or older.
4. One or more mammograms a year based upon a physician’s recommendation for any woman who is
at risk of breast cancer because of a personal or family history of breast cancer, because of having a
history of biopsy-proven benign breast disease, because of having a mother, sister or daughter who
has had breast cancer, or because a woman has not given birth before the age of 30.
Except for mammograms done more frequently than every two years for women 40 years of age or
older, but younger than 50 years of age, benefits are payable when, with or without a prescription from
a Physician, the Covered Person obtains a mammogram in a medical office, medical treatment facility or
through a health testing service that uses radiological equipment registered with the Department of
Health for breast cancer screening.
Newborn child care services received on an inpatient or outpatient basis. These services include postdelivery care including newborn assessments, physical assessments, and the performance of any
medically necessary clinical tests and immunizations in keeping with prevailing medical standards. Postdelivery care may be provided at the hospital, at the attending physician’s office, at an outpatient
maternity center, or in the home by a qualified licensed health care professional trained in mother and
baby care. Coverage includes the services provided in a licensed birth center and the services of certified
nurse-midwives and midwives licensed pursuant to Florida Statutes, Chapter 467.
Newborn hearing screening at birth and any Medically Necessary follow-up reevaluations leading to
diagnosis is covered through age 12 months. Treatment and services covered under this Group Plan and
delivered or authorized by the child’s Physician will be provided to any Covered Dependent child
diagnosed as having a permanent hearing impairment.
Obstetrical and maternity care received on an inpatient or outpatient basis including Medically
Necessary prenatal and postnatal care of the mother. Benefits include post-delivery care including a
postpartum assessment, a physical assessment of the mother, and the performance of any medically
necessary clinical tests and immunizations in keeping with prevailing medical standards and may be
provided at the hospital, at the attending physician’s office, at an outpatient maternity center, or in the
home by a qualified licensed health care professional trained in mother and baby care. Coverage
includes the services provided in a licensed birth center and the services of certified nurse-midwives and
midwives licensed pursuant to Florida Statutes, Chapter 467.
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Osteoporosis screening, diagnosis, and treatment for high-risk individuals are covered, including, but
not limited to:
1.
2.
3.
4.

Estrogen-deficient individuals who are at clinical risk for osteoporosis;
Individuals who have vertebral abnormalities;
Individuals who are receiving long-term glucocorticoid (steroid) therapy; or
Individuals who have primary hyperparathyroidism, and individuals who have a family history of
osteoporosis.

Pathologist services on an inpatient or outpatient basis.
Pre-admission tests, if medically Necessary and when ordered by the attending Physician and
authorized by BeneBay. However, the following conditions must be met:
a. The admission to the Hospital or the scheduled outpatient surgery must be confirmed in writing by
the attending Physician before the testing occurs.
b. The tests must be performed within 7 days before admission to the Hospital or the outpatient
surgery.
c. The tests must be ordered by the attending Physician and authorized by BeneBay.
d. The tests are performed in a facility accepted by the Hospital in place of the same tests which would
normally be done while Hospital confined.
e. The tests are not duplicated in the Hospital to confirm diagnosis.
f. The Covered Person is subsequently admitted to the Hospital or the outpatient surgery is performed,
except if a Hospital bed is unavailable or because there is a change in the Covered Person's health
Condition which would preclude the procedure.
Pregnancy expenses. Expenses that are attributable to a Pregnancy, including complications of
pregnancy. Pregnancy expenses of Dependent Children are covered. Benefits for Pregnancy expenses
are paid the same as any other Sickness. NOTE: Preventive care charges for Pregnancy are covered under
the Preventive Care benefit in the Medical Benefits section.
This benefit includes coverage for one (1) maternity home health care visit within 48 hours of discharge
when the discharge from a facility Provider occurs prior to: (a) forty-eight (48) hours of inpatient care
following a normal vaginal delivery, or (b) ninety-six (96) hours of inpatient care following a cesarean
delivery. The visit shall be made by an in-network Provider whose scope of practice includes postpartum
care. The visit includes parent education, assistance and training in breast and bottle feeding, infant
screening, clinical tests, and the performance of any necessary maternal and neonatal physical
assessments.
Under the Newborns’ and Mothers’ Health Protection Act of 1996, group health plans and health
insurance issuers generally may not restrict benefits for any Hospital length of stay in connection with
childbirth for the mother or newborn Child to less than 48 hours following a vaginal delivery, or less than
96 hours following a cesarean section. However, Federal law generally does not prohibit the mother’s or
newborn’s attending Provider, after consulting with the mother, from discharging the mother or her
newborn earlier than 48 hours (or 96 hours as applicable). In any case, plans and issuers may not, under
Federal law, require that a Provider obtain authorization from the Plan or the issuer for prescribing a
length of stay not in excess of 48 hours (or 96 hours). In no event will an "attending Provider" include a
plan, Hospital, managed care organization, or other issuer.

43

BENEBAY SUMMARY OF BENEFITS

In accordance with the Coverage Summary and this section, benefits for the care and treatment of
Pregnancy that are covered will be subject to all applicable Plan limitations and maximums (if any) and
are payable in the same manner as medical or surgical care of an Illness.
Prosthetic or orthotic devices, if Medically Necessary, including the initial placement of the most cost
effective prosthetic or orthotic device, fitting, adjustments, and repair. Prior authorization is required if
over $1,000. Your plan will also cover the replacement of such prosthetic or orthotic devices if it is
determined by the Covered Person’s Physician and BeneBay to be necessary because of growth or
change. Covered Services are limited as set forth in the Schedule of Benefits.
Radiologist services on an inpatient or outpatient basis.
Rehabilitative outpatient therapy services: Outpatient therapies listed below may be Covered Services
when ordered by a Physician or other health care professional licensed to perform such services.
BeneBay must specifically approve a written plan of treatment submitted by the Covered Person’s
Physician. The outpatient therapies listed in this category are in addition to the Cardiac, Occupational,
Physical, and Speech Therapy benefits listed in the Hospital, Home Health Care and Skilled Nursing
Facility categories herein.
1. Cardiac Therapy – Services provided under the supervision of a Physician, or an appropriate Provider
trained for Cardiac Therapy, for the purpose of aiding in the restoration of normal heart function in
connection with a myocardial infarction, coronary occlusion or coronary bypass surgery are covered.
2. Occupational Therapy – Services provided by a Physician or Occupational Therapist for the purpose of
aiding in the restoration of a previously impaired function lost due to a Covered Condition are
covered.
3. Speech Therapy – Services of a Physician, Speech Therapist, or licensed audiologist to aid in the
restoration of speech loss or an impairment of speech resulting from a Covered Condition are
covered.
4. Physical Therapy – Services provided by a Physician or Physical Therapist for the purpose of aiding in
the restoration of normal physical function lost due to a Covered Condition are covered.
5. Rehabilitative Therapy Services are limited to four (4) modalities per day not to exceed the benefit
maximum set forth in the Schedule of Benefits.
Covered Services are limited as set forth in the Schedule of Benefits.
Skilled Nursing Facility expenses are covered during an inpatient stay in a semi-private room in a Skilled
Nursing Facility to convalesce from a Condition that requires an intensity of care or a combination of
skilled nursing, rehabilitation and facility services that are less than those of a Hospital, but greater than
those available in a home setting
Services will be covered only if BeneBay on behalf of the Plan Sponsor approves a written plan of
treatment submitted by a Physician and only if BeneBay agrees that such skilled level services are being
provided in lieu of hospitalization or continued hospitalization. Covered Services include room and
board; respiratory therapy (e.g., oxygen); drugs and medicines administered while an inpatient;
intravenous solutions; dressings, including ordinary casts; anesthetics and their administration;
transfusion supplies and equipment; diagnostic services, including radiology, ultrasound, laboratory,
pathology and approved machine testing (e.g., electrocardiogram (EKG)); chemotherapy treatment for
proven malignant disease; and other Medically Necessary services and supplies. Services must be skilled
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level services, and must be ordered by and provided under the direction of a Physician and must be PreAuthorized by BeneBay. Covered Services are limited as set forth in the Schedule of Benefits.
Spine and back disorder treatment, consisting of services by Physicians for manipulations of the spine
to correct a slight dislocation of a bone or joint. The Schedule of Benefits sets forth the maximum
amount that BeneBay will pay for treatment.
Surgical procedures that are Medically Necessary and performed by a Physician on an inpatient or
outpatient basis are covered. Prior Authorization is required for surgical procedures performed at a
Hospital, Ambulatory Surgical Center or Freestanding Surgical Center. Surgery performed in a
Physician’s office does not require Prior-Authorization.
Transplantation of a covered tissue and organ transplant, as defined below, if approved by BeneBay on
behalf of the Plan Sponsor and if performed at a facility approved by BeneBay, subject to those
conditions and limitations described below.
Transplantation includes pre-transplant, transplant and post-discharge services, and treatment of
complications after transplantation. BeneBay will pay benefits only for services, care, and treatment
received for or in connection with the approved transplantation of the following human tissue or
organs:
1.
2.
3.
4.
5.
6.
7.
8.
9.

Cornea;
Heart;
Heart-lung combination;
Liver;
Kidney;
Lung-whole single or whole bilateral transplant;
Pancreas;
Pancreas transplant performed simultaneously with a kidney transplant; or
Bone Marrow Transplant, as defined in the Glossary section, which is specifically listed in Rule 59B127.001 of the Florida Administrative Code or any successor or similar rule or covered by Medicare as
described in the most recently published Medicare Coverage Issues Manual issued by the Centers for
Medicare and Medicaid Services. BeneBay will cover the expenses incurred for the donation of bone
marrow by a donor to the same extent such expenses would be covered for the Covered Person and
will be subject to the same limitations and exclusions as would be applicable to the Covered Person.
Coverage for the reasonable expenses of searching for the donor will be limited to a search among
immediate family members and donors identified though the National Bone Marrow Donor Program.

For a transplant procedure to be considered approved for this transplant benefit, prior approval from
BeneBay’s Medical Management Department is required in advance of the procedure. The Covered
Person or the Covered Person's Physician must notify BeneBay in advance of the Covered Person's initial
evaluation for the procedure in order for BeneBay to determine if the transplant services will be
covered. For approval of the transplant itself, BeneBay’s Medical management Department must be
given the opportunity to evaluate the clinical results of the evaluation. Such evaluation and approval will
be based on written criteria and procedures established by BeneBay’s Medical Management
Department. If approval is not given, benefits will not be provided for the transplant procedure.
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No benefit is payable for or in connection with a transplant if:
1. The organ or diagnosis involved is not listed above.
2. BeneBay’s Medical Management Department is not contacted for authorization prior to referral for
transplant evaluation of the procedure.
3. BeneBay’s Medical Management Department does not approve coverage for the procedure.
4. The transplant procedure is performed in a facility that has not been designated by BeneBay’s
Medical Management Department as an approved transplant facility.
5. Expenses are eligible to be paid under any private or public research fund, government program, or
other funding program, whether or not such funding was applied for or received.
6. The expense relates to the transplantation of any non-human organ or tissue.
7. The expense relates to the donation or acquisition of an organ for a recipient who is not covered by
BeneBay, except as specifically covered herein for bone marrow transplants only.
8. A denied transplant is performed; this includes follow up care, immunosuppressive drugs, and
complications of such transplant.
9. Any bone Marrow Transplant, as defined herein, which is not specifically listed in Rule 59B-127.001
of the Florida Administrative Code or any successor or similar rule or covered by Medicare pursuant
to a national coverage decision made by the Centers for Medicare and Medicaid Services as
evidenced in the most recently published Medicare Coverage Issues Manual;
10. Any Service in connection with identification of a donor from a local, state, or national listing, except
in the case of a Bone Marrow Transplant.
The following services/supplies/expenses are also not covered:
1. Artificial heart devices used as a bridge to transplant.
2. Drugs used in connection with diagnosis or treatment leading to a transplant when such drugs have
not received FDA approval for such use.
Once the transplant procedure is approved, BeneBay’s Medical Management Department will advise the
Covered Person's Physician of those facilities that have been approved for the type of transplant
procedure involved. Benefits are payable only if the pre-transplant services, the transplant procedure
and post-discharge services are performed in an approved facility.
For approved transplant procedures, and all related complications, BeneBay will pay benefits only for
the following covered expenses:
1. Hospital expenses and physician's expenses will be paid under the Hospital Services benefit and
Physician Services benefit in this Plan in accordance with the same terms and conditions as BeneBay
will pay benefits for care and treatment of any other covered Condition.
2. Organ acquisition and donor costs, except as specifically covered herein for bone marrow transplants
only. However, donor costs are not payable under this Plan if they are payable in whole or in part by
any other insurance carrier, organization or person other than the donor's family or estate.
3. Transportation costs for the Covered Person to and from the approved facility where the transplant is
to be performed if the facility is more than 100 miles from the Covered Person's home.
4. Direct, non-medical costs for one member of the Covered Person's immediate family (two members
if the patient is under age 18) for (a) transportation to and from the approved facility where the
transplant is performed, but no more than one round trip per person per transplant and (b)
temporary lodging at a prearranged location during the Covered Person's confinement in the
approved transplant facility, not to exceed $75 per day. Direct, non-medical costs are only payable if
the Covered Person lives more than 100 miles from the approved transplant facility. There is a $5,000
maximum for these direct, non-medical expenses, subject to the maximum stated above.
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PLAN EXCLUSIONS AND LIMITATIONS

In addition to the Pre-existing Condition limitations noted above, the following services and/or supplies
are excluded from coverage, and are not Covered Services under this Group Plan:
Abortion, including any service or supply related to an elective abortion. However, spontaneous
abortions are not excluded nor are abortions performed for reasons when Medically Necessary.
Acupuncture.
Alcoholism or substance abuse treatment, services and supplies except as specifically provided for by
plan.
Alternative Medicine: Benefits are not available for services, testing, equipment, and supplies
associated with alternative modalities of care including, but not limited to acupuncture, hypnosis,
hypnotic anesthesia, naturopathy, homeopathy, massage therapy, and aromatherapy.
Ambulance services other than those specifically provided for in the Covered Services section.
Arch supports, orthopedic shoes, sneakers, ready-made compression hose or support hose, or similar
type devices/appliances regardless of intended use except for therapeutic shoes (including inserts
and/or modifications) for the treatment of severe diabetic foot disease.
Autopsy or postmortem examination services, unless specifically requested by BeneBay.
Biofeedback services and other forms of self-care or self-help training and any related diagnostic
testing, hypnosis, meditation, and pain control.
Blood, (if replaced) including whole blood, blood plasma, blood components, and blood derivatives
which are not classified as drugs in BeneBay’s Preferred Medication List.
Childbirth and Surrogate Parenting Classes.
Complications of non-covered services. Benefits are not available for medical or surgical complications,
such as wound infections, during or as a result of a non-covered procedure or service including, but not
limited to services rendered for cosmetic purposes including any body piercing and tattooing, gastric
bypasses, gastric stapling, breast reductions, breast implants, hypertrophic scars, breast asymmetry.
Contraceptives, oral or other, whether medication or device, regardless of intended use.
Convalescent care or custodial care in a hospital setting
Cosmetic surgery (plastic and reconstructive surgery) and other service and supply to improve the
Covered Person's appearance or self-perception, (except as covered under the Breast Reconstructive
Surgery category), including without limitation, procedures or supplies to correct baldness or the
appearance of skin (wrinkling). The restoration of bodily function, or the correction of a deformity
resulting from disease, Injury, or congenital or developmental abnormalities, is covered.
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Costs incurred by the Covered Person related to the following:
1. Health care services resulting from accidental bodily injuries arising out of a motor vehicle accident to
the extent such services are payable under any medical expense provision of any automobile
insurance policy.
2. Telephone consultations, failure to keep a scheduled appointment, or completion of any form and or
medical information.
Custodial care, including any service or supply of a custodial nature primarily intended to assist the
Covered Person in the activities of daily living. This includes rest homes, home health aides (sitters),
home parents, domestic maid services, and respite care.
Dental care: routine dental procedures including, but not limited to: extraction of teeth, restoration of
teeth with fillings, crowns or other materials, bridges, cleaning of teeth, dental implants, dentures,
periodontal or endodontic procedures, orthodontic treatment including palatal expansion devices,
bruxism appliances, dental x-rays and routine intra-oral surgical procedures are not covered, except as
otherwise specifically covered under the Accidental Dental Injury provision or the Congenital or
Developmental Abnormality provision. Dental treatment in a hospital or ambulatory surgical center; or
dental treatment for children under age 18 due to cleft palate or cleft lip are covered only as specified in
the Covered Services section.
Likewise, all procedures, expenses, services and supplies related to the treatment of malocclusion or
malposition of the teeth or jaws (orthographic treatment), as well as temporomandibular joint (TMJ)
syndrome or craniomandibular jaw disorders (CMJ) are excluded unless determined to be Medically
Necessary by BeneBay.
Dietary regimens or treatments for reducing or controlling weight.
Durable medical equipment other than the equipment specifically listed in the Covered Services
section. This exclusion includes, but is not limited to items that are primarily for convenience and/or
comfort; wheelchair lifts or ramps, modifications to motor vehicles and or homes such as wheelchair
lifts or ramps; water therapy devices such as Jacuzzis, swimming pools, whirlpools or hot tubs; exercise
and massage equipment, electric scooters, air conditioners and purifiers, humidifiers, water softeners
and/or purifiers, pillows, mattresses or waterbeds, escalators, elevators, stair glides, emergency alert
equipment, handrails and grab bars, heat appliances, dehumidifiers, and the replacement of Durable
Medical Equipment solely because it is old or used.
Experimental and investigational treatment as defined in this Group Plan.
Eye care, including:
1. The purchase, examination, or fitting of eyeglasses or contact lenses, except as specifically provided
for in the Covered Services section.
2. Radial keratotomy, myopic keratomileusis, and any surgery which involves corneal tissue for the
purpose of altering, modifying, or correcting myopia, hyperopia, or stigmatic error.
3. Training or orthoptics, including eye exercises.
Family planning services, other than those services specifically described in the Covered Services
section.

48

BENEBAY SUMMARY OF BENEFITS

Foot care (routine), including any service or supply in connection with foot care in the absence of
disease. This exclusion includes, but is not limited to, treatment of bunions, flat feet, fallen arches, and
chronic foot strain, removal of warts, corns, or calluses, unless determined by BeneBay to be Medically
Necessary.
Gene testing, therapy and counseling.
Government Agency/Laws/Plans:
1. Services or supplies furnished by or reimbursable through a government-sponsored agency or
program (except Medicare); or
2. Services for care provided in any government hospital or facility when the individual is eligible for
government benefits; or
3. Services or supplies (a) furnished by or for any government, unless payment is legally required, or (b)
to the extent that such services or supplies are provided by any governmental program or law under
which the individual is, or could be covered. Item (b) does not apply to Medicaid or to any law or
plan when by laws, its benefits are in excess to a private plan or program; and
4. Services furnished by governmental plans.
Hearing aids (external or implantable) and services related to the fitting or provision of hearing aids,
including tinnitus maskers.
Home health care services, except as specifically set forth in the Covered Services section.
Home Hemodialysis: Benefits are not available for any furniture, plumbing, electrical or other fixtures
needed to perform dialysis treatments at home.
Home Oxygen Equipment: Benefits are not available for home oxygen equipment items including, but
not limited to, emergency oxygen inhalators, portable preset oxygen units, and oxygen administration
equipment except as set forth in the Durable Medical Equipment benefit.
Hospice services, except as specifically set forth in the Covered Services section and Schedule of
Benefits.
Hypnotism or hypnotic anesthesia.
Immunizations, except immunizations necessary in the course of other medical treatment of a Covered
Condition, or as administered under the Child Health Supervision Services benefit.
Infertility treatment, services and supplies, including infertility testing, treatment of infertility,
diagnostic procedures, and artificial insemination, to determine or correct the cause or reason for
infertility or inability to achieve conception. This includes in-vitro fertilization, ovum or embryo
placement or transfer, gamete intra-fallopian tube transfer, or cryogenic or other preservation
techniques used in such or similar procedures.
Illegal Acts. For any illness or injury suffered by the Participant during the Participant’s commission of a
felony. This Exclusion does not apply if the Injury (a) resulted from being the victim of an act of domestic
violence, or (b) resulted from a documented medical condition (including both physical and mental
health conditions).
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Injectables, injectable medication, except as specifically set forth in the Covered Services section or
specifically provided for under an Outpatient Prescription Drug.
Learning Disorders. Counseling, treatment, services and supplies for non-medical conditions related to
hyperkinetic syndromes and learning disabilities (including ADD and ADHD disorders), mental
retardation, developmental delay, and adult onset of attention deficit disorders.
Mental and nervous disorder treatment, services and supplies except as specifically provided for by
plan.
Military service-connected medical care for which the Covered Person is legally entitled to service from
military or government facilities, and for which such facilities are reasonably accessible to the Covered
Person.
Non-prescription drugs, including any non-prescription medicine, remedy, vaccine, biological product,
pharmaceuticals or chemical compounds, vitamin, mineral supplements, fluoride products, or health
foods.
Orthomolecular therapy, including nutrients, vitamins, and food supplements.
Personal comfort, hygiene or convenience items, including services and supplies deemed to be not
Medically Necessary by BeneBay and not directly related to the care of the Covered Person, including,
but not limited to, beauty and barber services, radio and television, guest meals and accommodations,
telephone charges, take-home supplies, massages, travel expenses other than Medically Necessary
ambulance services or other transportation services that are specifically provided for in the Covered
Services section, motel/hotel accommodations, air conditioning humidifiers or physical fitness
equipment.
Physical Examinations, except as specifically set forth in the Covered Services section and the Schedule
of Benefits.
Prescription drugs, prescribed on an outpatient basis except if elected and issued by plan.
Private duty nursing care, except as related to and set forth in the covered home health care services
provision.
Prosthetic and Orthotic Devices, except as specifically set forth in the Covered Services section.
Rehabilitative therapy services, including cardiac, speech, occupational and physical therapy, except as
set forth in the Covered Services section. This exclusion includes any service or supply:
1. Provided to a Covered Person as an inpatient in a hospital or other facility, where the admission is
primarily to provide rehabilitative services.
2. Services that maintain rather than improve a level of physical function, or where it has been
determined that the service will not result in significant improvement in the Covered Person's
Condition within a 60-day period.
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Reversal of voluntary, surgically-induced sterility, including the reversal of tubal ligations and
vasectomies.
Services or supplies that are:
1. Determined to be not Medically Necessary;
2. Not specifically listed in Covered Services section unless such services are specifically required to be
covered by state or federal law. This Group Plan will provide coverage on a primary or secondary
basis as required by state or federal law.
3. Court ordered care or treatment, unless otherwise covered in this Group Plan.
4. For the treatment of a Covered Condition resulting from:
a. War or an act of war, whether declared or not;
b. Participation in any act which would constitute a riot or rebellion, or a crime punishable as a
felony;
c. Engaging in an illegal occupation;
d. Services in the armed forces;
e. Intentionally self-inflicted injuries, suicide or attempted suicide, without regard to the mental
state of the Covered Person; or
f. Being under the influence of alcohol or any narcotic unless taken on the specific advice of a
Physician.
5. Received prior to a Covered Person's effective date or received on or after the date a Covered
Person's coverage terminates under this Group Plan, unless coverage is extended in accordance with
the Extension of Benefits provision in the Administrative Provisions section.
6. Provided by a Physician or other Health Care Provider related to the Covered Person by blood or
marriage.
7. Rendered from a medical or dental department maintained by or on behalf of an Plan Sponsor,
mutual association, labor union, trust, or similar person or group.
8. Non-medical Conditions related to hyperkinetic syndromes, learning disabilities, mental retardation,
or inpatient confinement for environmental change.
9. Supplied at no charge when insurance coverage is not present, and if applicable, any charges
associated with the Calendar Year Deductible and Coinsurance Percentage or Co-payment
requirements which are waived by a Health Care Provider.
Sexual Dysfunction. Benefits are not available for penile prosthesis and other devices, medications such
as Viagra, sex therapy and related drug therapies, except certain injectable drugs approved by BeneBay
and only to treat erectile dysfunction due to an organic cause.
Sexual reassignment or modification services, including any service or supply related to such treatment,
including psychiatric services.
Skilled nursing facility services not provided in lieu of hospitalization or continued hospitalization.
Benefits are limited as set forth in the Covered Services section.
Sleep Disorders. Benefits are not available for treatment or services supplies used in the treatment of
sleeping disorders, including but not limited to sleep apnea, insomnia, narcolepsy or any related
condition.
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Smoking cessation programs, including any service or supply to eliminate or reduce the dependency on
or addiction to tobacco, including but not limited to nicotine withdrawal programs and nicotine products
(e.g. gum, transdermal patches, etc.).
Training and educational programs, including programs primarily for pain management, the
management of diabetes, or vocational rehabilitation.
Transplantation or implantation services and supplies, including the transplant or implant, other than
those specifically listed in the Covered Services section. This exclusion includes:
1. Any service or supply in connection with the implant of an artificial organ, including the implant of
the artificial organ.
2. Any organ which is sold rather than donated to the Covered Person.
3. Any service or supply relating to any evaluation, treatment, or therapy involving the use of high dose
chemotherapy and autologous bone marrow transplantation, autologous peripheral stem cell rescue,
or autologous stem rescue for the treatment of any Condition other than acute lymphocytic
leukemia, acute non-lymphocytic leukemia, Hodgkin's disease, non-Hodgkin's lymphoma, or Stage II,
III, or IV breast cancer.
4. Any service or supply in connection with identification of a donor from a local, state or national
listing, except as specifically set forth for bone marrow donors in the Covered Services section.
Transportation service that is non-emergency transportation between institutional care facilities, or to
and from the Covered Person's residence.
Treatment of Obesity. Benefits are not available for weight control and weight loss programs and
medications, including, dietary supplements, appetite suppressants, dietary regimens or treatments,
exercise programs or equipment, laboratory testing, examinations and prescription drugs. Gastric
bypass, gastric stapling, gastric balloon, liposuction and any other related procedures or reversal there
of including treatment of any complications resulting from such surgical or non-surgical treatment;
regardless of associated medical or psychological conditions are not covered.
Volunteer services or services which would normally be provided free of charge and any charges
associated with Deductible, Coinsurance, or Co-payment requirements (if applicable), which are waived
by a health care provider.
Voluntary sterilization, including tubal ligations and vasectomies, unless Medically Necessary.
Weight control services, including any service to lose, gain, or maintain weight, including without
limitation: any weight control/loss program; appetite suppressants; dietary regimens; food or food
supplements; exercise program; equipment; whether or not it is part of a treatment plan for a Covered
Condition.
Wigs or cranial prosthesis, except when related to restoration after cancer or brain tumor treatment.
Work related condition services to the extent the Covered Service are paid by Workers’ Compensation.
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WHAT MEMBERS NEED TO KNOW ABOUT ADMINISTRATIVE PROVISIONS

This section provides important information on the administration of this Group Plan, explaining:
1. Who is eligible for benefits under this Group Plan;
2. When coverage becomes effective;
3. When coverage terminates;
4. What the Covered Person can do to continue coverage or convert to other coverage;
5. How this Group Plan will relate to other plans under which Covered Persons have coverage or other
situations where payment is made for the services covered under this Group Plan; and
6. How the Covered Person can appeal to BeneBay on benefit decisions.
TERMINATION OF GROUP COVERAGE
Because this plan provides group coverage, the continuation of the coverage depends on the decisions
of the Plan Sponsor and on the Covered Employee’s continued employment relationship to the Plan
Sponsor. The following sections explain when coverage will end, and the options available to the
Covered Person to continue or convert coverage.
TERMINATION OF EMPLOYEE COVERAGE
A Covered Employee’s coverage under this Group Plan will end automatically at 12:01 a.m., local
standard time, on the date:
1. The Group Plan between the Plan Sponsor and BeneBay ends.
2. The Plan Sponsor fails to pay the Premiums due, or the Covered Employee otherwise fails to continue
to meet each of the eligibility requirements under this Group Plan.
3. The Covered Employee becomes covered under another health benefit plan which is established and
maintained through or in connection with the Plan Sponsor as an alternative to this Group Plan.
TERMINATION OF A DEPENDENT’S COVERAGE
A Covered Dependent’s coverage under this Group Plan will end automatically at 12:01 a.m., local
standard time, on the date:
1. The contract between the Plan Sponsor and BeneBay ends.
2. The Covered Employee's coverage terminates for any reason.
3. The Covered Dependent otherwise fails to continue to meet each of the eligibility requirements
under this Group Plan.
4. The Covered Dependent becomes covered under another health benefit plan which is offered
through or in connection with the Plan Sponsor as an alternative to this Group Plan.
HANDICAPPED CHILDREN
If a child attains the limiting age for a Covered Dependent (see the Eligibility Under this Group Plan
provision), coverage will not terminate while that person is, and continues to be, both:
1. Incapable of self-sustaining employment by reason of mental retardation or physical handicap; and
2. Chiefly dependent on the Covered Employee for support and maintenance.
If a claim is denied for the stated reason that the child has reached the limiting age for dependent
coverage, the Covered Employee has the burden of establishing that the child is and has continued to be
handicapped as defined above.
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The coverage of the handicapped child may be continued, but not beyond the termination date of such
incapacity or such dependence. This provision shall in no event limit the application of any other
provision of this Group Plan terminating such child's coverage for any reason other than the attainment
of the applicable limiting age.
CERTIFICATE OF CREDITABLE COVERAGE
Within thirty (30) days of a Covered Person’s last date of coverage with BeneBay, a Certificate of
Creditable Coverage will be mailed to the Covered Person’s home. This Certificate will indicate the
period of time the Covered Person was enrolled with BeneBay and provides evidence of a Covered
Person’s coverage with BeneBay that may be needed when applying for health coverage in the future.
RIGHTS TO EXTENSION, CONVERSION, AND CONTINUATION
If coverage for a Covered Employee or a Covered Dependent ends, that Covered Person may, if the
pregnancy began after the Covered Person's effective date and prior to the delivery, depending on his or
her situation, have the right to have coverage extended under the Extension of Benefits provision. In
addition, coverage may be continued under the Federal Continuation of Coverage (COBRA) provision or
Florida Continuation of Coverage provision. Finally, the Covered Person may be eligible for an
alternative coverage plan under the Conversion Privilege provision.
EXTENSION OF BENEFITS
If the Group Plan is terminated for any reason while a Covered Person is totally disabled, the benefits
described in the Covered Services section will be payable, subject to the regular benefit limits described
in the Covered Services section, for expenses incurred due to the sickness or injury which caused such
continuous total disability. This extension of benefits will cease on the earliest of:
1. The date on which the continuous total disability ceases;
2. The end of the twelve (12) month period immediately following the termination date of the Group
Plan.
3. For pregnancy, maternity benefits will continue until the date of delivery, provided termination of the
Group Plan. This extension will not be based on total disability; or
4. For up to 90 days for covered dental expenses incurred for treatment of an injury or sickness covered
by this Group Plan. This extension will not be based on total disability. This extension is for Covered
Services necessary to complete the dental treatment only, provided:
a. A course of dental treatment or dental procedures were recommended in writing and commenced
in accordance with the terms specified herein while the Covered Person was covered under this
Group Plan;
b. The dental procedures were procedures for other than routine examinations, prophylaxis, x-rays,
sealants, or orthodontic services; and
c. The dental procedures were performed within ninety (90) days after the Covered Person’s
coverage terminated under this Group Plan, and the termination did not occur as a result of the
covered Employee’s voluntary termination of coverage.
For the purposes of this section, "continuous total disability" and "totally disabled" mean:
1. For the Covered Employee, the inability to perform any work or occupation for which the Covered
Employee is reasonably qualified or trained.
2. For any other Covered Person, the inability to engage in most normal activities of a person of like age
and sex in good health.
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FEDERAL CONTINUATION PROVISIONS (For Plan Sponsors with 20 or more employees)
There is a federal law which permits Covered Persons to continue coverage under a Plan Sponsor
established health benefit plan under certain circumstances. This law is referred to as COBRA, which
stands for "the Consolidated Omnibus Budget Reconciliation Act of 1986" and any amendments thereto.
This continuation provision applies only to a Plan Sponsor of 20 or more employees. Covered Persons
should check with the Plan Sponsor regarding the availability of this option.
It is the Plan Sponsor's responsibility to make employees aware of any COBRA rights they may have, if
the Plan Sponsor is subject to COBRA. Information on employee COBRA rights may also be obtained from
the United States Department of Labor.
If you are an employee of a Plan Sponsor with fewer than 20 employees and covered by its group health
plan, you have a right to choose this continuation coverage if:
1. You lose your group health coverage because of a reduction in your hours of employment; or
2. The termination of your employment (for reasons other than gross misconduct on your part).
If you are the covered spouse of an employee, you have the right to choose continuation coverage for
yourself if you lose group health coverage for any of the following four reasons:
TYPES OF QUALIFYING EVENTS
1. The death of the employee;
2. The termination of the employee’s employment (for reasons other than gross misconduct) or a
reduction in the employee’s hours of employment;
3. Divorce or legal separation from the employee; or
4. The employee becomes entitled to Medicare.
In the case of a covered dependent child of an employee, or covered spouse, he or she has the right to
continuation coverage if group health coverage is lost for any of the following six reasons:
1. The death of the employee;
2. The termination of the employee’s employment (for reasons other than gross misconduct) or a
reduction in the employee’s hours of employment;
3. Parent’s divorce of legal separation;
4. Employee becomes entitled to Medicare; or,
5. The dependent ceases to be a “dependent child” under the terms of the group health plan;
6. You also have a right to elect continuation coverage if you are covered under the plan as a retiree of
spouse or child of a retiree and lose coverage within one year before or after the commencement of
proceedings under Title XI (bankruptcy), United States Code by the Plan Sponsor from whose
employment the Covered Employee retired.
Under the law, a qualified beneficiary has the responsibility to inform BeneBay of a qualifying event. This
notification must be made within thirty (30) days of the date of the qualifying event which would cause
a loss of coverage.
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The notice must be in writing, and include:
1. The name of the qualified beneficiary;
2. The date of the qualifying event;
3. One of the types of qualifying events listed above;
4. The name of the Plan Sponsor;
5. The group health plan number;
6. The name and address of all qualified beneficiaries.
When BeneBay is notified that one of these events has happened, it will in turn notify you within 14
days that you have the right to choose continuation coverage. Under the law, you have thirty (30) days
from the date of receipt of the Election and Premiums Notice form, to elect continuation coverage. If
and when you make this election, return the Election and Premiums Notice form with applicable
Premiums to BeneBay. Coverage will become effective of the day after coverage would otherwise be
terminated.
If you do not elect coverage and pay the Premiums, your group health insurance coverage will terminate
in accordance with provisions outlined in your benefits handbook or other applicable plan documents.
If you choose continuation coverage, your coverage will be identical to the coverage provided under the
plan to similarly situated employees or family Covered Persons. The law requires that you be afforded
the opportunity to maintain continuation coverage for 18 months. However, the law also provides that
your continuation coverage may be terminated for any of the following reasons:
1. The Plan Sponsor/former Plan Sponsor no longer provides group health coverage to any of its
employees;
2. The Premiums for your continuation coverage is not paid by the expiration of the grace period, which
is thirty (30) days;
3. You first become, after electing continuation coverage, covered under any other group health plan
(as an employee or otherwise) which does not contain any exclusion or limitation with respect to any
preexisting condition;
4. You are approved, after electing continuation coverage, for Medicare.
*Note: A qualified beneficiary who is determined, under Title II or XVI of the Social Security Act, to have
been disabled at the time of a qualifying event, may be eligible to continue coverage for an additional 11
months (29 months total) of the qualified beneficiary provides the written determination of disability
from the Social Security Administration to the insurance carrier within 60 days of the date of
determination of disability by the Social Security Administration and prior to the end of the 18-month
continuation period. The insurance carrier can charge up to 150 percent of the group rate during the 11month disability extension. The qualified beneficiary must notify the insurance carrier within thirty (30)
days upon the determination that the qualified beneficiary is no longer disabled under Title II or XVI of
the Social Security Act.
You do not have to show that you are insurable to choose continuation coverage. However, you may
have to pay up to 115% of the applicable Premium for continuation coverage. The law also requires that,
at the end of the 18-months or 29-months, continuation coverage period, you must be allowed to enroll
in an individual conversion health plan provided under the current group health plan.
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If you have any questions about this, please contact the person or office shown below. Also, if you have
changed marital status, or you, your spouse, or any eligible covered dependent have changed address,
please notify us in writing, the person or office shown below:
BeneBay Healthcare
P.O. Box 321
Kathleen, FL 33849
1-833-236-3229
If any covered child is at a different address, please notify BeneBay in writing, so that a separate notice
may be sent by BeneBay to the separate household.
THE CONVERSION PRIVILEGE
A Covered Employee who has been continuously covered for at least three months under this Group
Plan and/or under another group plan providing similar benefits, in effect, immediately prior to this
Group Plan, has the right to apply for a conversion plan if coverage terminates due to the Covered
Employee's:
1. Termination of employment;
2. Termination of Covered Employee's Covered Membership in an eligible class;
3. Loss of coverage due to the termination of this Group Plan, if it is not replaced by another health care
plan within 31 days of termination.
A Covered Employee's dependents who are covered as dependents under this Group Plan may also
convert, but only as dependents of the Covered Employee, not on their own.
However, when a Covered Employee's dependents have been covered for 3 consecutive months before
coverage ends, they may, on their own, convert to a conversion plan under one of these following
conditions:
1. If the Covered Employee's conversion coverage terminates, Covered Dependents may convert as
dependents under a new conversion plan.
2. If the Covered Employee dies, the covered spouse may convert.
3. If the Covered Employee and the covered spouse die simultaneously or upon the death of the last
surviving parent, the covered children may convert if they are of contracting age.
4. If the covered spouse is no longer a qualified family Covered Person, the spouse may convert.
5. If a Covered Dependent child is no longer an Eligible Dependent as defined in this Group Plan, such
dependent may convert.
At the time of application, you will be offered a choice of at least two plans; the Standard Conversion
Plan and another plan in which benefits are substantially similar to the level of benefits in this Group
Plan. The new coverage will be issued at rates, not to exceed 200% of the Standard Risk Rate as
determined and published by the Office.
REQUESTING CONVERSION
A Covered Person who is eligible for conversion may obtain conversion coverage without having to
submit evidence of health qualification. However, the Covered Person must apply in writing and pay the
first Premiums on the conversion plan within 63 days after his or her coverage under this Group Plan
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terminates. The application form to be used, and information about conversion benefits may be
obtained from BeneBay.
If the Employee qualifies for federal continuation benefits described in the Federal Continuation section,
or qualifies for State Continuation as described above, conversion may take place or at the end of the
federal or state continuation period, if written application is made and the first Premium payment is
made within 63 days of the date coverage under the continuation period ends.
Unless otherwise prohibited by law, conversion is not available if:
1. The Covered Person has not been continuously covered for at least three months under this Group
Plan and/or under another group plan providing similar benefits, in effect, immediately prior to the
termination of this Group Plan. However, dependents who are Covered Persons on the date coverage
ends may convert as dependents of the Covered Employee if the Covered Employee converts
coverage under this Group Plan; or
2. Coverage under this Group Plan ends due to failure to pay any required Premiums; or
3. This Group Plan is replaced by similar group coverage within 31 days of the termination date of this
Group Plan; or
4. The Covered Person is eligible for any of the following coverage and those benefits together with the
benefits provided by the conversion plan would result in excessive duplication of benefits:
a. Any arrangements of coverage for individuals in a group whether on an insured or uninsured
basis;
b. Similar benefits under any state or federal program;
c. Similar benefits by another group hospital, surgical, medical or major medical expense insurance
Contract or group hospital and medical service plan or group medical practice or any other
prepayment plan or program.
COBRA CONTINUATION COVERAGE

Under COBRA, you and your covered dependents have the right to elect to continue coverage under the
Plan if you (or your covered dependents) would otherwise lose coverage because of a qualifying event.
Each qualified beneficiary has the independent right to elect COBRA coverage. A qualified beneficiary
means each person (you, your spouse and your dependents) covered by the Plan on the day before a
qualifying event, and any child born to you (the employee) or placed for adoption with you while you
are covered by COBRA. COBRA coverage is identical to the coverage provided to similarly situated active
employees.
Please note: the explanation of COBRA in this section is not intended to give you (or your covered
dependents) any rights to COBRA that are not otherwise required by law.
Extension of 18-month COBRA coverage period for disability. If you or anyone in your family covered
under the Plan is determined by the Social Security Administration to be disabled at any time during the
first 60 days of COBRA continuation coverage and you notify the COBRA Administrator in a timely
fashion, you and your family can receive up to an additional 11 months of COBRA continuation
coverage, for a total maximum of 29 months. You must send a copy of the Social Security
Administration’s determination to the COBRA Administrator within 60 days of the date of the Social
Security Administration’s determination notice and before the end of the 18-month period of COBRA
continuation coverage.
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Extension of 18-month COBRA coverage period due to a second qualifying event. If your spouse or
dependents elect COBRA coverage and have another qualifying event while receiving COBRA
continuation coverage, your spouse and dependent children can get additional COBRA coverage up to a
maximum of 36 months. This extension is available to your spouse and dependent children if you die,
enroll in Medicare (Part A, Part B or both) or get divorced or legally separated. The extension is also
available to a dependent child when he or she stops being eligible under the Plan as a dependent child.
In all of these cases, you must notify the COBRA Administrator of the second qualifying event within 60
days of the second qualifying event or the date that benefits would end under the Plan as a result of the
first qualifying event, whichever is later. If you do not notify the COBRA Administrator in writing within
the 60-day period, you will lose your right to elect extended COBRA continuation coverage.
Notification. In general, your Human Resources Department is responsible for initiating the process to
notify the COBRA Administrator if you or your dependents become eligible for COBRA continuation
coverage because of your death, termination of employment, reduction in hours of employment or
Medicare entitlement.
Under the law, you or your covered dependent is responsible for notifying the COBRA Administrator in
writing of your divorce, your legal separation or a child’s loss of dependent status. The notification must
be made within 60 days after the later of: the date of the qualifying event (i.e., divorce, legal separation
or loss of dependent status or the date on which coverage would end because of the qualifying event.
A disabled qualified beneficiary must notify the COBRA Administrator in writing of a disability
determination by Social Security within 60 days of such determination and within the initial 18 months
of COBRA coverage.
If you do not notify the COBRA Administrator in writing within the applicable 60-day period, you will lose
your right to elect COBRA continuation coverage.
COBRA enrollment. When the COBRA Administrator is notified of a qualifying event, you will receive a
notification of your right to elect COBRA, and an election form. If you do not receive this notification,
please contact your Human Resources Department. To receive COBRA continuation coverage, you must
elect it with the COBRA Administrator within 60 days from the later of:
• The date you would lose coverage, or
• The date you receive the notice of your rights to elect COBRA coverage.
If you make this election and pay the required premium within the required deadlines, COBRA coverage
will become effective on the day after coverage under the Plan would otherwise end. If you do not elect
COBRA, your coverage under the Plan will end in accordance with the provisions listed under When
Coverage Ends.
Adding a dependent after COBRA coverage begins. If a child is born to you (the employee) or placed for
adoption with you while you are covered by COBRA, you can add the child to your coverage as a
qualified beneficiary with independent COBRA rights. In addition, each qualified beneficiary covered by
COBRA may add dependents in the same manner as an active employee, but such dependents are not
qualified beneficiaries.
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Cost of coverage. As provided by law, you and/or your covered dependents must pay the full cost of
coverage plus 2% for administrative expenses for the full 18- or 36-month period. For a disabled person
who extends coverage for more than 18 months, the cost for months 19–36 is 150% of L-3
Communications’ cost for the coverage. When two or more family members elect COBRA coverage, the
family coverage cost under the Plan will apply.
Since the cost to your Plan Sponsor may change during the period of your continuation coverage, the
amount charged to you may also change annually during this period.
Time for payment. The initial payment for COBRA coverage must be sent to the COBRA Administrator
within 45 days of the date you first notify your Plan Sponsor that you choose COBRA coverage (a U.S.
Post Office postmark will serve as proof of the date you sent your payment). You must submit payment
to cover the number of months from the date of regular coverage termination to the time of payment
(or to the time you wish to have COBRA coverage end).
You have a 30-day grace period from the due date to pay your premium. If you fail to pay by the end of
the grace period, your coverage will cease as of the last day of the last fully paid period. Once coverage
ends, it cannot be reinstated. To avoid cancellation, your payment must be sent and postmarked by the
U.S. Post Office on or before the last day of the grace period. A check that has been returned unpaid
from the bank for any reason may result in untimely payment and can result in cancellation of coverage.
When COBRA continuation coverage ends. COBRA continuation coverage ends automatically on the last
day of the month in which the earliest of the following dates falls:
• The date the maximum coverage period ends
• The last day of the period for which the person covered under COBRA made a required premium
payment on time
• The date after the election of COBRA that the person covered under COBRA first becomes covered
under another group medical plan. If the other plan limits coverage because of the person’s
preexisting condition, COBRA coverage will end after the preexisting condition no longer applies
• The date after the election of COBRA that the person covered under COBRA first becomes entitled to
Medicare
• The first of the month that begins more than 30 days after the date the person whose disability
caused the extension of coverage to 29 months is no longer disabled (based on a final determination
from the Social Security Administration)
• The date the Plan is terminated and L-3 Communications and all of its business units provide no other
medical coverage.
COBRA continuation coverage cannot under any circumstances extend beyond 36 months from the date
of the qualifying event that originally made you or a dependent eligible to elect COBRA. Once COBRA
continuation coverage ends for any reason, it cannot be reinstated.
You must notify the Plan Administrator if:
• you have a divorce or legal separation
• you, your spouse or an eligible covered dependent has a change of address
• your dependent child is no longer eligible
• your dependent child reaches age 19 and is not a full-time student
• you or a dependent cease to be disabled, as determined by the Social Security Administration.
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When Coverage Ends
Your coverage ends at midnight on the date you are no longer eligible. Contact your Human Resources
Department to find out when your eligibility ends. Coverage would also end at midnight on the date
your Plan Sponsor stops offering the Plan to employees.
Dependent coverage ends when your coverage ends.
Specifically, dependent coverage ends at midnight of the day of the event that disqualifies the individual
for coverage, as follows:
• Spouse: at midnight on the date a divorce or legal separation becomes effective
• Children who are not full-time students or handicapped: at midnight on the child’s 19th birthday or
wedding day, whichever happens first
• Children who are full-time students: at midnight on the child’s 25th birthday, wedding day, the last day
of the month in which the child graduates, or the last day of the month in which the child is no longer
a full-time student, whichever happens first
• Children who are handicapped: at midnight on the child’s wedding day, the date the child is declared
to be no longer handicapped or, when required, the date you fail to provide BeneBay Healthcare with
proof of the child’s continued handicap, whichever happens first
• Children who first become handicapped while students (that is, at or after age 19): at midnight on the
child’s wedding day, the date the child turns 25, the date the child is declared to be no longer
handicapped or, when required, the date you fail to provide BeneBay Healthcare with proof of the
child’s continued handicap, whichever happens first.
You can’t convert this group coverage to an individual policy, but you and/or your enrolled dependent(s)
may be eligible for continued coverage through the Consolidated Omnibus Budget Reconciliation Act of
1985, as amended (COBRA). (See page 36.)
If you are rehired. If you leave your Plan Sponsor and are rehired within 30 days of your termination,
your election that was in effect before your termination will be reinstated; you may not make a new
election. If you are rehired more than 30 days after your termination, you may make a new election as a
new hire; your prior election will not be reinstated automatically.
Extended Coverage

In certain circumstances, your or your dependents’ coverage under the Plan may be extended by your
business unit past the date it otherwise would end. For example, if you die and have coverage for your
dependents, your dependents’ coverage may be continued for a limited period after your death.
Similarly, if your employment ends because you become disabled, you may be able to continue your and
your dependents’ coverage for a limited period. Any period of coverage continued due to your death or
disability will be included as part of the total period of coverage under COBRA. Your Plan Sponsor can
give you more information about available coverage extensions.
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COORDINATING YOUR BENEBAY PLAN BENEFITS

There are many rules regarding how BeneBay covers you through your health insurance plan. As a
consumer, you might think that the process should be relatively simple, but in truth, there are many
moving parts to insurance that make it fairly complicated. This section will help you understand how
BeneBay evaluates your coverage and works to coordinate care in a logical, organized manner.
COORDINATION OF BENEFITS
When a Covered Person is covered under this Group Plan and another health coverage plan, BeneBay
reserves the right to coordinate the benefits of this Group Plan with the benefits of that other plan. This
provision explains how that coordination will take place.
Coordination of benefits is designed to avoid the costly duplication of payment for health care services
and/or supplies under multiple health coverage plans. Because of this provision, the sum of the benefits
that would be payable under all plans, in the absence of this coordination provision and similar
provisions in the other plans, will not exceed 100% of the total allowed expenses actually incurred.
PLANS AFFECTED
If any of the other health coverage plans a Covered Person has cover at least a portion of a health care
service or supply which is covered under this Group Plan, coordination may take place. Not all health
coverage plans will be considered in this coordination process. The plans that will be considered are the
following:
1. Any group insurance, group-type self-insurance or HMO plan; including coverage under labormanagement, trustee plans, union welfare plans, Plan Sponsor organization plans, or employee
benefit organization plans;
2. Any service plan contracts, group practice, individual practice, or other prepayment coverage on a
group basis;
3. Any plan, program or insurance established pursuant to worker's compensation legislation or other
legislation of similar purpose; or an insurance policy, including an automobile insurance policy,
provided any non-Group Plan contains a coordination of benefits provision;
4. Any coverage under governmental programs including Medicare, and any coverage required or
provided by any statute.
Each policy, plan, or other arrangement for benefits or services that the Covered Person has will be
considered separately with respect to that portion of any such policy, contract, or other arrangement
which reserves the right to take the benefits or services of other programs into consideration in
determining its benefits and that portion which does not.
When a plan provides benefits in the form of services, the reasonable cash value of each service
rendered shall be deemed as a benefit paid.
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ORDER OF BENEFIT DETERMINATION
If the health benefits of all of the health coverage plans the Covered Person is covered under would
have exceeded the actual cost of the services or supplies rendered in the absence of this provision, this
coordination process will reduce the payment by one or more of the plans to eliminate the excess
payment. To determine the order in which companies will be considered and plan benefits reviewed to
determine the appropriate benefit payment, the following guidelines will be used:
1. The first guideline is dependent status. The benefits of the plan which covers the person on whose
expense the claim is based as an employee shall be determined before the benefits of the plan which
covers the person as a dependent.
2. The second guideline is parent birth date. Except for cases where the person for whom claim is made
as a dependent child whose parents are separated or divorced, the benefits of the plan which covers
the person on whose expenses the claim is based as a dependent of a person whose date of birth,
excluding year of birth, occurs earlier in the Calendar Year shall be determined before the benefits of
the plan which cover the person as a dependent of a person whose date of birth, excluding year of
birth, occurs later in a Calendar Year.
If either plan does not have a similar "birthday rule" provision regarding dependents, which results
either in each plan determining its benefits before the other or in each plan determining its benefits
after the other, the criteria shall not be applied, and the rule set forth in the plan which does not have
the "birthday rule" provision shall determine the order of benefits.
3. In the case of a person for who claim is made as a dependent child, whose parents are separated or
divorced:
a. When the parents are separated or divorced and the parent with custody of the child has not
remarried, the benefits of the plan which cover the child as a dependent of the parent with
custody of the child will be determined before the benefits of the plan which cover the child as a
dependent of the parent without custody.
b. When the parents are divorced and the parent with custody of the child has remarried, the
benefits of a program which cover that child as a dependent of the parent with custody shall be
determined before the benefits of a plan which cover that child as a dependent of the stepparent; and the benefits of a plan which cover that child as a dependent of a step-parent will be
determined before the benefits of a plan which cover the child as a dependent of the parent
without custody.
c. If there is a court decree which would otherwise establish financial responsibility for the medical,
dental or other health care expenses with respect to the child, the benefits of a plan which cover
the child as a dependent of the parent with such financial responsibility shall be determined
before the benefits of any other program which covers the child as a dependent child.
4. When rules 1, 2 or 3 do not establish an order of benefit determination, the benefits of a plan which
has covered the person on whose expenses the claim is based for the longer period shall be
determined before the plan which has covered such person the shorter period of time, provided that:
a. The benefits of a plan covering the person on whose expense claim is based as a laid-off or retired
employee, or dependent of such person, shall be determined after the benefits of any other plan
covering such person as an employee, other than a laid-off or retired employee or dependent of
such person; and
b. If either program does not have a provision regarding laid-off or retired employees, which results
in each program determining its benefits after the other, then the provisions of #1 above shall not
apply.
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5. When this coordination process reduces the total amount of benefits otherwise payable to a Covered
Person under this Group Plan, each benefit that would be payable in the absence of this provision will
be reduced proportionately, and such reduced amount shall be charged against any applicable
benefit limit of this Group Plan.
SUBROGATION
Sometimes, the situations that cause a Covered Person to need the benefits and supplies provided
under this Group Plan also result in actions by the Covered Person to recover damages related to that
situation. Such actions may often result in duplicate payments for the services and supplies that
BeneBay has already provided to the Covered Person. To protect Plan Sponsor from this type of
duplicate payment, BeneBay reserves the right to get involved in that recovery process. BeneBay's right
to get involved is called "subrogation."
1. If BeneBay has paid for services or supplies to a Covered Person under this Group Plan, the Covered
Person will, to the extent of such services or supplies rendered, have subrogated BeneBay to all
causes of action and rights of recovery that the Covered Person may have or has against any persons
and/or organizations that are related to the incident that necessitated the rendering of the services
or supplies. These subrogation rights extend and apply to any settlement of a claim, irrespective of
whether litigation has been initiated.
2. The Covered Person must promptly execute and deliver instruments and papers related to these
subrogation rights as may be requested by BeneBay. Further, the Covered Person shall promptly
notify BeneBay of any settlement negotiations prior to entering into a settlement agreement
affecting BeneBay's subrogation rights.
3. In no event should a Covered Person fail to take any action where action is appropriate, or take any
action that may prejudice BeneBay's subrogation rights. No waiver, release of liability, settlement, or
other documents executed by a Covered Person without prior notice to and approval by BeneBay,
shall be binding upon BeneBay.
4. BeneBay retains the right to recover such payments and/or the reasonable value of the benefits
provided from any person or organization to the fullest extent permitted by law.
RECOVERY RIGHTS
The Plan has a right to recover, by way of subrogation or right of reimbursement, any expenses paid on
your or your dependents’ behalf for which another policy or individual is legally responsible. 'You'
includes any person receiving benefits under the Plan including all dependents.
The Plan has the right to recover any payments you receive from any third party’s liability, including but
not limited to any person alleged to have caused you to suffer injuries or damages, or other insurance
covering the third party, as well any first party coverage including but not limited to any payments you
receive from your own personal injury protection (PIP), med-pay, uninsured motorist insurance,
underinsured motorist insurance, no-fault insurance, or school insurance, workers compensation
insurance or whether by lawsuit, settlement or otherwise. Regardless of how you or your representative
or any agreements characterize the money you receive as a Recovery, it shall be subject to these
provisions. The benefits under this plan are secondary to any coverage or any other applicable
insurance.
You agree as follows:
 To assign to the Plan all rights of recovery against third parties, to the extent of the reasonable value
of services and benefits provided, plus reasonable costs of collection.
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 To cooperate with the Plan in protecting its legal rights to subrogation and reimbursement.
 That the Plan’s rights will be considered as the first priority claim against third parties, to be paid
before any other of your claims are paid.
 That you will do nothing to prejudice the Plan’s rights under this provision, either before or after the
need for services or benefits under the plan.
 That the Plan may, at its option, take necessary and appropriate action to preserve its rights under
these subrogation provisions, including filing suit in your name.
 That regardless of whether or not you have been fully compensated and regardless of whether the
payments you receive make you whole the Plan may collect from the proceeds of any full or partial
recovery that you or your legal representative obtain, whether in the form of a settlement (either
before or after any determination of liability) or judgment, the reasonable value of services provided
under the plan.
 To hold in trust for the Plan’s benefit under these subrogation provisions, any proceeds of settlement
or judgment.
 That the Plan shall be entitled to recover reasonable attorney fees from you incurred in collecting
proceeds held by you.
 That you will not accept any settlement that does not fully compensate or reimburse the Plan
without the Plan’s written approval.
 To execute and deliver such documents (including a written confirmation of assignment, and consent
to release medical records), and provide such help (including responding to requests for information
about any accident or injuries and making court appearances) as the Plan may reasonably request
from you.
 If you fail to repay the Plan, the Plan shall be entitled to deduct any of the unsatisfied portion of the
amount of benefits the Plan has paid or the amount of your Recovery whichever is less, from any
future benefit under the Plan
1. If the amount the Plan paid on your behalf is not repaid or otherwise recovered by the Plan; or
2. You fail to cooperate.
 In the event that you fail to disclose the amount of your settlement to the Plan, the Plan shall be
entitled to deduct the amount of the Plan’s lien from any future benefit under the Plan.
 The Plan shall also be entitled to recover any of the unsatisfied portions of the amount the Plan has
paid or the amount of your Recovery, whichever is less, directly from the Providers to whom the Plan
has made payments on your behalf. In such a circumstance, it may then be your obligation to pay the
Provider the full billed amount, and the Plan will not have any obligation to pay the Provider or
reimburse you.
 The Plan will not pay fees, costs, or expenses you incur with any claim or lawsuit, without our prior
written consent. The ''common fund'' doctrine does not apply to any funds recovered by any
attorney you hire regardless of whether funds recovered are used to repay benefits paid by the Plan.
The Plan will not pay fees, costs, or expenses you incur with any claim or lawsuit, without our prior
written consent.
RIGHT TO RECEIVE AND RELEASE INFORMATION
BeneBay has the right to receive and release necessary information. By accepting coverage under this
Group Plan, the Covered Employee gives permission for BeneBay to obtain from or release to any Carrier
or other organization or person any information necessary to determine whether this provision or any
similar provision in other plans applies to a claim and to implement such provisions. BeneBay may
obtain or release this information without consent from or notice to anyone. Any person who claims
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benefits under this Group Plan agrees to furnish to BeneBay information that may be necessary to
implement this provision.
FACILITY OF PAYMENT
Whenever payment which should have been made by BeneBay is made to any other person, plan, or
organization, BeneBay shall have the right to pay to that other person, plan, or organization any
amounts BeneBay determines to be necessary under this provision. Amounts paid to another plan in this
manner will be considered benefits paid under this Group Plan. BeneBay is discharged from liability
under this Group Plan to the extent of any amounts so paid.
RIGHT OF RECOVERY
If BeneBay makes larger payments than are required under this Group Plan, then BeneBay has the right
to recover any excess benefit payment from any person to whom such payments were made.
NON-DUPLICATION OF GOVERNMENT PROGRAMS
The benefits of this Group Plan shall not duplicate any benefits that are received or paid to the Covered
Person under governmental programs such as Medicare, Veterans Administration, CHAMPUS, or any
Workers' Compensation Act, to the extent allowed by law. In any event, if this Group Plan has duplicated
such benefits, all sums paid or payable under such programs shall be paid or payable to BeneBay to the
extent of such duplication.
NON-DUPLICATION OF OTHER COVERAGE
The benefits under this Group Plan do not duplicate any benefits to which Covered Persons are entitled
by law, and/or for which they are eligible under any extension of benefits and/or coverage provisions of
any other plan, policy, program, or contract.
COOPERATION OF COVERED PERSONS
Each Covered Person shall cooperate with BeneBay, and shall execute and submit to BeneBay such
consents, releases, assignments, and other documents as may be requested by BeneBay in order to
administer and exercise its rights under the subrogation provision or to process claims. Failure to do so
may result in the reduction of benefit payments under this Group Plan.
MEDICARE ELIGIBLES
The Effect of Medicare Coverage/Medicare Secondary Payer
When a Covered Person becomes covered under Medicare and continues to be eligible and covered
under the Group Plan, the benefits of the Group Plan shall be primary and the Medicare benefits shall
be secondary as set forth below, but only to the extent required by law. In all other instances, the
benefits under this Group Plan shall be secondary to any Medicare benefits. To the extent BeneBay is
primary payer, claims for Covered Services should be filed with BeneBay first.
In order to ensure compliance with the Medicare Statute, the Plan Sponsor should advise BeneBay of
any Covered Person who is covered under Medicare prior to or immediately following the date such
Covered Person becomes so covered (e.g., prior to the Covered Person’s 65th birthday). Additionally,
the Plan Sponsor should advise the Health Plan of any Medicare beneficiary who applies for coverage,
prior to such individual’s Effective Date.
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In any circumstances under which the Medicare statute requires that the Benefits under the Group Plan
be primary for any Covered Person, the Plan Sponsor may not offer, subsidize, procure or provide a
Medicare supplement policy to such Covered Person. Also, the Plan Sponsor may not induce such
Covered Person to decline or terminate his or her group health coverage and elect Medicare as primary
payer.
WORKING ELDERLY
If the Plan Sponsor agrees the Group Plan provides primary coverage for employees and/or their
spouses, age 65 or older, who are covered under this Group Plan, pursuant to the following terms:
1. The Plan Sponsor provides BeneBay the names of employees, age 65 or older:
a. Who are covered under this Group Plan.
b. Who are employed (not retired).
c. Who have not elected Medicare as primary payer of their health insurance claims. .
d. Who are not eligible for Medicare due to end stage renal disease (ESRD).
2. The Plan Sponsor provides BeneBay the names of spouses, age 65 or older, of current employees of
any age:
a. Who are covered under the Group Plan.
b. Who have not elected Medicare as primary payer of their health insurance claims.
c. Who are not eligible for Medicare due to ESRD.
These names, along with any other identifying information requested by BeneBay should be provided to
BeneBay on or before the 65th birthday of the employee or spouse or on or before such later date when
the individual enrolls under the Group Plan.
1. For an enrolled individual who meets one of the descriptions set out in 1. and 2. above, BeneBay will
provide group health coverage, as set forth in the Group Plan, on a primary basis beginning with the
first day of the month in which the individual attains age 65 or the date of enrollment, if the
individual is 65 or over at the time of enrollment.
2. Individual entitlement to primary coverage under this Section will terminate automatically:
a. For a current employee, age 65 or older, when he or she elects Medicare as the primary payer or
when he or she becomes eligible for Medicare due to ESRD;
b. For the spouse, age 65 or older, of a current employee of any age, when the spouse elects
Medicare as the primary payer or when the spouse becomes eligible for Medicare due to ESRD.
The Plan Sponsor notifies BeneBay the names of any current employees or spouses of such employees,
age 65 or older, who choose Medicare as primary payer of their health insurance claims or who become
eligible for Medicare due to ESRD.
Under the Medicare statute, the Plan Sponsor may not offer, subsidize, procure, or provide a Medicare
supplement insurance policy to such individual. Also, the Plan Sponsor may not induce such individual to
decline or terminate his or her group health coverage and elect Medicare as primary payer.
1. Entitlement of the employee and/or spouse to primary coverage under this Section will terminate
automatically when:
a. The employee retire; or
b. The employee no longer meets the Plan Sponsor eligibility requirements.
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2. The primary coverage described in this Section will not be provided in the case of a Covered Person
of a multi-Plan Sponsor group health plan where that Plan Sponsor has fewer than 20 employees and
the plan has elected treatment of that Covered Person’s employees under the exception for Plan
Sponsors described in 42 U.S.C. 1395y(b)(1)(A)(iii).
NOTE: Changes in the number of employees to fewer than 20 employees or from fewer than 20
employees to 20 or more employees, including pertinent changes in multi-Plan Sponsor group health
plans, must be immediately reported by the Plan Sponsor to BeneBay.
Individuals with End Stage Renal Disease
Primary coverage is provided for the Plan Sponsor’s current and former employees and/or their
dependents who are covered under the Group Plan and who are entitled to Medicare coverage because
of ESRD, pursuant to the following terms:
1. BeneBay on behalf of the plan sponsor reports the names of any individuals covered under the Group
Plan who are or will be undergoing a regular course of renal dialysis or who will receive or already
have received a kidney transplant, the beginning date of such dialysis or the date of such transplant,
and any other identifying information requested.
2. For an enrolled individual who is entitled to Medicare coverage because of ESRD, BeneBay will
provide group health insurance coverage, as set forth in this Group Plan, on a primary basis for 30
months beginning with the earlier of:
a. The month in which the individual becomes entitled to Medicare Part A ESRD benefits; or
b. The first month in which the individual would have become entitled to Medicare Part A ESRD
benefits if a timely application had been made.
If Medicare was primary prior to the individual becoming eligible due to ESRD, then Medicare will
remain primary (i.e., persons entitled due to disability whose Plan Sponsor has less than 100 employees,
retirees and/or their spouses over the gage of 65). Also, if group health coverage was primary prior to
ESRD entitlement, then the Group will remain primary for the ESRD coordination period. For individuals
eligible for Medicare due to ESRD on or after March 1,1996, BeneBay will provide group health
coverage, as set forth in the Group Plan, on a primary basis for 18 months.
Under the Medicare statute, the Plan Sponsor may not offer, subsidize, procure, or provide a Medicare
supplement policy to such individuals. Also, the Plan Sponsor may not induce such individuals to decline
or terminate his or her group health insurance coverage and elect Medicare as primary payer.
Conformance with Federal Law
This Medicare Secondary Payer Section shall be subject to, modified if necessary to conform to or
comply with, and interpreted with reference to those requirements of federal statutory and regulatory
Medicare Secondary Payer provisions as those provisions relate to Medicare beneficiaries who are
covered under this Group Plan.
NOTE: The federal laws described in this Section are directed at the Plan Sponsor. Individuals with
questions regarding their rights under those laws should direct their questions to the Plan Sponsor.

68

BENEBAY SUMMARY OF BENEFITS

CLAIM PROVISIONS
The following provisions apply in the event the Covered Person needs to file a claim.
REIMBURSEMENT FOR PARTICIPATING AND NON-PARTICIPATING PROVIDER SERVICES
BeneBay will provide or arrange for services to be received from Participating Providers on a direct
service basis. If a Covered Person receives services from a Participating Provider, BeneBay will pay the
Health Care Provider directly for all care received. The Covered Person will not have to submit a claim
for payment, and will be responsible only for any applicable Deductible, Co-payments or Coinsurance
Allowance level.
In the event the Covered Person needs Emergency Care Services from a Non-Participating Provider while
inside or outside the Service Area; or, if BeneBay refers the Covered Person to a Non-Participating
Provider, the Covered Person will be reimbursed for the cost of the service at the Participating Provider
Allowance level.
The following provisions apply in the event the Covered Person needs to file a claim for NonParticipating Provider services.
NOTICE OF CLAIM
Notice of a claim for benefits must be given to BeneBay. The notice must be in writing, and any claim
will be based on that written notice. The notice must be received by BeneBay within 20 days after the
start of the loss on which the claim is based. If notice is not given in time, the claim may be reduced or
invalidated. If it can be shown that it was not reasonably possible to submit the notice within the 20 day
period and that notice was given as soon as possible, the claim will not be reduced or invalidated.
CLAIM FORMS
After BeneBay receives written notice of a claim, it will provide claim forms to the Covered Person. This
form should be furnished within 15 days after BeneBay receives the written notice. If forms are not
given to the claimant within 15 days of the date BeneBay receives notice of claim, the claimant will meet
the proof of loss requirements by giving BeneBay written statement of the nature and extent of the loss
within the time limit stated in the Proof of Loss provision.
PROOF OF LOSS
For services rendered by Participating Providers, no written proof of loss from the Covered Person is
needed. Participating Providers are responsible for submitting claims for covered expenses directly to
BeneBay on the Covered Person's behalf. Also, health care providers who have entered into a
reimbursement agreement (through their network arrangement) with BeneBay have agreed not to bill
the Covered Person an amount greater than the difference between allowed charges and the benefit
amount paid by BeneBay. The Covered Person will need to complete and sign all necessary papers and
authorize Participating providers to release those medical records which may be necessary to complete
the processing of the claim. Benefit payments for covered services received from a Participating
provider will be forwarded directly to the provider.
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For services rendered by Non-Participating Providers, written proof of loss must be given to BeneBay
within 90 days after the date of injury or sickness for which claim is made. If it was not reasonably
possible to give written proof in the time required, BeneBay will not reduce or deny the claim for this
reason if the proof is filed as soon as reasonably possible. In any event, the proof required must be given
no later that 1 year from the time specified unless the claimant was legally incapacitated.
TIME OF PAYMENT OF CLAIMS AND CLAIMS FRAUD
After receiving written proof of claim, BeneBay will reimburse all claims or any portion of any claim from
a Covered Person or a Covered Person's assignees, for payment under this Group Plan within 40 days. If
a claim or portion of a claim is contested by BeneBay, the Covered Person or the Covered Person's
assignees will be notified, in writing, that the claim is contested, within 40 days after the receipt of the
claim by BeneBay. The notice that a claim is contested will identify the contested portion of the claim
and the reasons for contesting the claim.
BeneBay, upon receipt of additional information requested from a Covered Person or the Covered
Person's assignees, will pay or deny the contested claim or portion of the contested claim within 60
days.
BeneBay will pay or deny any claim no later than 120 days after receiving the claim.
Payment will be treated as being made on the date a draft or valid instrument which is equivalent to
payment was placed in the United States mail in a properly addressed, postpaid envelope or, if not so
posted, on the date of delivery.
All overdue payments will bear simple interest at the rate of 12 percent per year.
Upon written notification by a Covered Person, BeneBay will investigate any claim of improper billing by
a physician, hospital, or other health care provider. BeneBay will determine if the Covered Person was
properly billed for only those procedures and services that the Covered Person actually received. If
BeneBay determines that the Covered Person has been improperly billed, BeneBay will notify the
Covered Person and the provider of its findings and will reduce the amount of the payment to the
provider by the amount determined to be improperly billed. If a reduction is made due to such
notification by the Covered Person, BeneBay will pay to the Covered Person 20 percent of the amount of
the reduction, up to $500.
In addition, BeneBay regularly evaluates claims to detect fraud or false statements. If a provider
approaches you and suggests discounts or price adjustments or who waives or refunds co-pays, the
provider is committing fraud and you are required to notify BeneBay immediately. Failure to notify
BeneBay may result in an overpayment of benefits and constitutes a serious violation of the provisions
of the Plan.
RIGHT TO REQUIRE MEDICAL EXAMS
BeneBay on behalf of the Plan Sponsor has the right to require medical exams be performed on any
claimant for whom a claim is pending as often as BeneBay may reasonably require. If BeneBay requires a
medical exam, it will be performed at BeneBay’s expense. BeneBay also has the right to request an
autopsy in the case of death, if state law so permits.
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YOUR RIGHTS AS A PATIENT
You have the right to obtain complete and current information concerning a diagnosis, treatment and
prognosis from any provider in terms that you or your authorized representative easily understands. You
also have the right to all information necessary for you to give informed consent before undergoing any
procedure or treatment. And you have the right to refuse treatment to the extent the law allows, and to
be advised of the medical consequences of doing so.
PAYMENT OF CLAIMS
For services rendered by Participating Providers, benefits are payable directly to the provider. For
services rendered by Non-Participating Providers, benefits are payable to the Covered Employee or
other person as required by law. However, BeneBay may pay all or a portion of any medical benefits to
the medical care provider on whose charge the claim is based unless the Covered Person directs
otherwise in writing by the time proofs of loss are filed with BeneBay.
In the event that payment to the Covered Employee is not possible, and the Covered Person to whom
benefits would otherwise be payable is a minor or, in the opinion of BeneBay, is not able to give a valid
receipt for any payment due him or her, such payment will be made to his or her legal guardian.
However, if no request for payment has been made by the legal guardian, BeneBay may, at its option,
make payment to the person or institution appearing to have assumed his or her custody and support.
BeneBay will pay benefits for covered medical services after the Covered Person has satisfied any
deductibles and coinsurance amounts. No benefits are payable for charges which are discounted,
waived or rebated by a provider of services simply because the Covered Person is covered. BeneBay has
the right to recover from a provider of services or from a Covered Person any excess benefits paid for
charges which were discounted, waived, or rebated.
All benefits will be paid when we receive proper written proof of claim.
If a Covered Person dies while benefits remain unpaid, BeneBay may choose to pay benefits to:
1. Any person or persons related to the Covered Person by blood or marriage who appears entitled to
the benefits; or
2. The executors or administrators of the Covered Person's estate, based on our selection.
BeneBay will be discharged of liability to the extent of any such payments made in good faith.
LEGAL ACTIONS AND LIMITATIONS
No action at law or in equity may be brought to recover under this Group Plan until at least 60 days after
written proof of claim has been filed with BeneBay. If action is taken after the 60-day period, it must be
taken prior to the expiration of the statute of limitations from the date written proof of claim was
required to be filed.
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COMPLAINTS AND APPEALS

Appeal - If a Covered Person is dissatisfied with any of BeneBay's benefit determinations made under
this Plan, he or she may appeal the decision. Such appeals will be handled on a timely basis and
appropriate records kept on all appeals. A request by a Covered Person, or the Covered Person’s
representative or Provider, acting on the Covered Person’s behalf upon written consent can be
requested to change a previous decision made by the Plan Administrator in conjunction with the Claims
Processor, when necessary.
1. Administrative Appeal - an Appeal by or on behalf of a Covered Person that focuses on unresolved
disputes or objections regarding coverage terms such as contract exclusions and no covered benefits.
Administrative Appeal may present issues related to Medical Necessity, but these are not the primary
issues that affect the outcome of the Appeal.
2. Medical Necessity Appeal - a request for the Plan Administrator in conjunction with the Claims
Processor, when necessary, to change its decision, based primarily on Medical Necessity, to deny or
limit the provision of a Covered Service.
3. Expedited Appeal - a faster review of a Medical Necessity Appeal, conducted when the Plan
Administrator in conjunction with the Claims Processor, when necessary, determines that a delay in
decision making would seriously jeopardize the Covered Person’s life, health, or ability to regain
maximum function.
The Covered Person should appeal in writing to the address given on the denial letter or the claims
statement sent by BeneBay. The appeal will be reviewed by BeneBay’s Appeals Committee and a
response sent to the Covered Person no later than 30 days following the receipt of the appeal.
All requests for review by the Appeals Committee should be submitted in writing. The Appeals
Committee has guidelines for reviewing appeals and may conduct informal hearings about the appeal. If
an informal hearing is to be held, the Covered Person will be notified in advance. Resolution of the
appeal will be completed within 30 days. The findings and recommendations of the Appeals Committee
will be final. If a Covered Person disagrees with any benefit determination made by BeneBay, he, or she
may appeal BeneBay’s decision.
FIRST LEVEL APPEAL
If you think BeneBay made a mistake in denying your claim, or in reducing, terminating or refusing to
extend an approved course of treatment, or if you are otherwise dissatisfied with a claim decision, you
may file a First Level Appeal.
Your First Level Appeal must be filed within 180 days after you are notified that your claim has been
denied.
If you do not file a First Level Appeal within the time allowed, you lose all rights to appeal.
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Except for an appeal of a denial of an Urgent Care Claim, your First Level Appeal must be in writing (email is acceptable). If you file by mail, a notice of receipt will be sent to you. The address for First Level
Appeals is:
BeneBay Healthcare
Appeals Department
PO BOX
KATHLEEN FL, 33849
1-833-236-3229
appeals@enebay.com
A First Level Appeal of a denial of an Urgent Care Claim may be made orally or in writing. You should
supply all information for an Urgent Care Claim appeal by telephone, fax, hand delivery, or other similar
method. You may appeal a denial of an Urgent Care Claim by hand delivery to the address above, or by
telephone or fax to:
Telephone:

1-833-236-3229

All First Level Appeals will be submitted to the Complaint and Grievance Committee. You may submit
written comments, documents, records and other information relating to your claim. The Complaint
and Grievance Committee will consider everything you submit, regardless of whether it was submitted
or considered in the initial claim determination. Upon written request and free of charge, you will be
provided with reasonable access to and copies of all Health Plan documents, records and other
information relevant to your claim.
If the denial of your claim involved a Medical judgment (such as whether a treatment is experimental or
a necessary Medical treatment), the Complaint and Grievance Committee will consult with a health care
professional with training and experience in the field of medicine involved.
If Medical or vocational experts were consulted when your claim was denied, they will be identified
upon your request.
WHEN YOUR FIRST LEVEL APPEAL WILL BE DECIDED
The time in which your First Level Appeal will be decided depends on whether it involves an Urgent Care
Claim, a Pre-Service Claim, a Post-Service Claim, or a reduction, termination or denial of a request to
extend an approved course of treatment.
EXPEDITED APPEAL PROCESS
An expedited appeal may be requested. An expedited appeal is one that requires immediate attention
because life, health, or ability to regain maximum function could be jeopardized by waiting for a
decision under the standard 30-day organization determination process. BeneBay will access a clinical
peer reviewer within one business day of the receipt of the request. A clinical peer reviewer will not be
someone from the BeneBay utilization management staff, but another reviewer with the same specialty
as your provider. Expedited appeals will be determined within two business days of receipt of the
necessary information to conduct the review.
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Standard Appeal Process:
BeneBay will acknowledge in writing (or via e-mail) that we have received your standard appeal request
within 15 days of the receipt of your request.
The appeal determination will be provided to you and your provider in writing within 30 days of receipt
of the necessary information to conduct the appeal.
You will be sent a written notice of the Complaint and Grievance Committee’s decision. If your appeal is
denied, the notice will tell you why and the specific Plan provisions on which the denial is based. The
notice will tell you if an internal rule or guideline was relied on to deny your appeal, and how to request
a free copy of the rule or guideline. The notice will tell you if your appeal was denied because the
treatment is not a necessary Medical treatment or is experimental, and how to request a free
explanation of the scientific or clinical judgment relied upon. The notice will also tell you how and when
you can file a Final Appeal. If your claim is an Urgent Care Claim, the notice will explain the expedited
Final Appeal process.
FINAL APPEAL
If your First Level Appeal is denied, you may make a Final Appeal to the Plan Administrator. Except for
an appeal of a denial of an Urgent Care claim, your Final Appeal must be in writing and must include
details about your claim and why you think it should not be denied. You must submit your Final Appeal
to the Plan Administrator in care of HNA/Triveris at the address shown above.
A Final Appeal of a denial of an Urgent Care Claim may be made orally or in writing. You should supply
all information for an Urgent Care Claim appeal by telephone, fax, hand delivery, or other similar
method. You may make a Final Appeal of a denial of an Urgent Care Claim by hand delivery to the
address above, or by telephone or fax to:
Telephone:

1-833-236-3229

Except for an appeal of a reduction or termination of an approved course of treatment, a Final Appeal to
the Plan Administrator must be filed within the later of (1) 90 days after you are notified of the
Complaint and Grievance Committee’s denial of your First Level Appeal or (2) 180 days after you were
initially notified that your claim was denied.
If the Complaint and Grievance Committee denied your First Level Appeal of a proposed reduction or
termination of an approved course of treatment and you wish to file a Final Appeal and have a decision
on your appeal before the proposed action takes effect, your Final Appeal must be filed within five days
after you are notified of the Committee’s decision. If you file a Final Appeal more than five days after
you are notified of the Committee’s decision, the reduction or termination will probably take effect
before you have a decision on your Final Appeal.
If you do not file a Final Appeal within the time allowed, you lose all rights to appeal.
Your Final Appeal will be submitted to BeneBay. You may submit written comments, documents,
records, and other information relating to your claim. The Plan Administrator will consider everything
you submit, regardless of whether it was submitted or considered in the initial benefit determination or
your First Level Appeal. Upon written request and free of charge, you will be provided with reasonable
access to and copies of all Plan documents, records and other information relevant to your claim.
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If the denial of your claim or the First Level Appeal decision involved a Medical judgment (such as
whether a treatment is experimental or a necessary Medical treatment), BeneBay will consult with a
health care professional with training and experience in the field of medicine involved.
If Medical or vocational experts were consulted when your First Level Appeal was decided, they will be
identified upon your request.
The time limit for deciding your Final Appeal depends on whether it involves an Urgent Care Claim, a
Pre-Service Claim, a Post-Service Claim, or a reduction, termination, or denial of a request to extend an
approved course of treatment.
EXPEDITED APPEAL PROCESS
An expedited appeal may be requested. An expedited appeal is one that requires immediate attention
because life, health, or ability to regain maximum function could be jeopardized by waiting for a
decision under the standard 30-day organization determination process. We will access to a clinical
peer reviewer within one business day of the receipt of the request. A clinical peer reviewer will not be
someone from the HNA utilization management staff, but another reviewer with the same specialty as
your provider. Expedited appeals will be determined within two business days of receipt of the
necessary information to conduct the review.
STANDARD APPEAL PROCESS
HNA will acknowledge in writing that we have received your standard appeal request within 15 days of
the receipt of your request.
The appeal determination will be provided to you and your provider in writing within 30 days of receipt
of the necessary information to conduct the appeal.
You will be sent a written notice of BeneBay’s decision.
If your Final Appeal is denied, the notice will contain the same type of information as the notice from
the Complaint and Grievance Committee. If you disagree with the Plan Administrator’s decision, you
may bring a civil action against the Plan
MEDICAL PAYMENT GUIDELINES
BeneBay’s payment for Covered Services is limited by BeneBay’s Medical Payment Guidelines then in
effect. These guidelines apply to Covered Services only and are not in addition to all of the other
provisions, limitations, and exclusions contained in this Plan. These guidelines include, but are not
limited to, the following:
1. The payment of expenses for Covered Services is limited to payment for services and supplies which,
in the opinion of BeneBay, are the most cost-effective setting, procedure, treatment, supply, or
service.
2. Multiple surgical procedures are more than one surgical procedure performed on the same or
different areas of the body during the same operative session. This includes bilateral procedures and
all surgical procedures performed on the same date of service. The Allowance for all such procedures,
other than the primary procedure, will be 50% of the Allowance for that procedure(s).
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3. Incidental surgical procedures are one or more than one surgical procedure performed through the
same incision or operative approach as the primary surgical procedure which, in the opinion of the
insurer, are not clearly identified and/or do not add significant time or complexity to the surgical
session. BeneBay’s payment is limited to the Allowance for the primary surgical procedure, and there
is no additional Allowance for any incidental procedure.
4. The Allowance for services rendered by a Physician acting in a surgical assistant role is limited to 16%
of the Allowance for the surgical procedure; provided no intern, resident, or other staff Physician is
available. Surgical assistant services must be rendered by a Physician to be eligible for payment.
5. The Allowance for allergy testing is based upon the type and number of tests performed by the
Physician or other medical Health Care Provider. The Allowance for allergy immunotherapy is based
upon the type and number of doses per vial.
6. BeneBay’s payment for many services and/or supplies is included within the Allowance for the
primary procedure and therefore no additional amount is payable by BeneBay or the Covered Person
for any services and/or supplies. Examples include, but are not limited to:
a. Payment for Physician or Health Care Provider services (e.g., Physician office and Hospital visits) is
included in the Allowance for the procedure with which the service is associated.
b. Examples include but are not limited to surgical procedures; obstetrical care; electric shock
therapy; dialysis, and therapeutic/diagnostic radiology services.
c. When multiple visits are provided by the same Physician on the same date, payment is limited to
one visit which was the highest allowance.
d. Payment for debridement, wound repair, splinting, strapping, ulna boot, cast application and
removal, and other related services is included in the Allowance for fracture care, dislocation
treatment, or other surgical services.
e. Payment for a pathology consultant provided during surgery is included in the Allowance for a
frozen section examination.
f. BeneBay’s payment for a service includes all components of the service when the service can be
described by a single procedure code, or when the service is an essential part of the associated
therapeutic/diagnostic service. For example, an RBC is part of a complete blood count, and a KUB
is part of a barium enema.
7. BeneBay’s payment is based on the Allowance for the actual service rendered (for example, not
based on the Allowance for a service which is more complex than the service actually rendered), and
is not based on the method utilized to perform the service nor the day of the work or time of day the
procedure is performed.
8. Payment for psychological testing is limited to 50% of the Allowance for each hour of testing after the
first two hours of testing, not to exceed 8 hours during a 12-month period.
9. For services rendered by a Physician during Hospital Critical Care, after the first hour of such care, is
limited to 16.6% of the critical care Allowance for each additional 1/2 hour, and further limited to 4
1/2 hours of critical care.
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CASE MANAGEMENT PROGRAM
This program will be administered by BeneBay for those Covered Persons who have an acute,
catastrophic or chronic Covered Condition. Under this program, BeneBay may elect to (but is not
required to) extend Covered Services beyond the Benefit limitations described in the Covered Services
section or cover alternative benefits for cost-effective health care services and supplies which are not
otherwise covered under this Plan. The decision to provide extended benefits or alternative benefits
may be made available on a case-by-case basis to Covered Persons who meet BeneBay’s program
criteria then in effect. Any decision regarding the provision of extended or alternative benefits under
this program will be made solely by BeneBay. Such extended or alternative benefits, if any, will be
provided in accordance with a treatment plan when approved by BeneBay.

*

*

*

February 2019
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ADDENDUMS: Schedule of Benefits for PPO Medical Plans

The charts on the next pages show how covered expenses are paid under the Plan:
This Plan is a Preferred Provider Organization (PPO) plan. This means that BeneBay has entered into an
agreement with an established network of Healthcare Providers called Participating Providers. Covered
Persons are free to obtain services from Participating Providers or Healthcare Providers of their choice
(Non-Participating Providers). However, benefits are paid at a higher percentage rate for services
received from Participating Providers than from Non-Participating Providers.
Prior Authorization means an advanced authorization that a Covered Person must receive from
BeneBay prior to receiving certain services specified in the Plan. You should verify with your Physician
that the service has been pre-authorized. If you are unable to secure verification from the provider, you
may also call BeneBay. If the Covered Service is received without Prior Authorization from BeneBay,
benefits will be reduced 50% of Allowed Amount.
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Schedule of Benefits: PPO Medical Plan [8001 - BRONZE]
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Schedule of Benefits: PPO Medical Plan [8002 - SILVER]
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Schedule of Benefits: PPO Medical Plan [8003 - GOLD]
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