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NASOMAH HEALTH GROUP

Background
The Coquille Indian Tribe created the Nasomah Health Group as a means to provide Tribal members

living outside of the five county service area (Coos, Curry, Douglas, Lane and Jackson) with low-cost,
high quality group health care coverage.

Origination
The word “Nasomah” comes from the Miluk language of the Lower Coquille Band of Tribal Indians and
according to some interpretations means “People of the Great Water”. Jennifer Mecum, a Tribal
member, designed the Nasomah Logo, which incorporates four animals (a salmon, eagle, whale, and a
wolf).

Established

Nasomah was established on May 1, 1998 for the benefit of Tribal members, employees of the Tribe
and its enterprises, and eligible dependents.

Tribal Commitment

Since Nasomah's inception, the Coquille Indian Tribe has contributed over $40 million in premiums to
the Nasomah Health Group program on behalf of Tribal members and Tribal employees.
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INTRODUCTION

This document is a description of Nasomah Health Group (the Plan). No oral interpretations can change this
Plan. The Plan described is designed to protect Plan Participants against certain catastrophic health expenses.

Coverage under the Plan will take effect for an eligible Participant and designated Dependents when the
Participant and such Dependents satisfy the Waiting Period and all the eligibility requirements of the Plan.

The Employer fully intends to maintain this Plan indefinitely. However, it reserves the right to terminate,
suspend, discontinue or amend the Plan at any time and for any reason.

Changes in the Plan may occur in any or all parts of the Plan including benefit coverage, deductibles,
maximums, copayments, exclusions, limitations, definitions, eligibility and the like.

Failure to follow the eligibility or enrollment requirements of this Plan may result in delay of coverage or no
coverage at all. Reimbursement from the Plan can be reduced or denied because of certain provisions in the
Plan, such as coordination of benefits, subrogation, exclusions, timeliness of COBRA elections, utilization
review or other cost management requirements, lack of Medical Necessity, lack of timely filing of claims or lack
of coverage. These provisions are explained in summary fashion in this document; additional information is
available from the Plan Administrator at no extra cost.

The Plan will pay benefits only for the expenses incurred while this coverage is in force. No benefits are payable
for expenses incurred before coverage began or after coverage terminated. An expense for a service or supply
is incurred on the date the service or supply is furnished.

No action at law or in equity shall be brought to recover under any section of this Plan until the appeal rights
provided have been exercised and the Plan benefits requested in such appeals have been denied in whole or in
part.

If the Plan is terminated, amended, or benefits are eliminated, the rights of Covered Persons are limited to
Covered Charges incurred before termination, amendment or elimination.

It is the intent of this Plan and the Plan Administrator to comply with all applicable Federal and Coquille Indian
Tribe laws and regulations. In the event of non-compliance with any such law or regulation, the Plan Document
will be deemed amended to comply with said law or regulation as of its effective date, and the remainder of the
Plan Document will remain in full force and effect. Similarly, in the event a law or regulation applicable to this
Plan becomes effective after the initial effective date of this Plan Document, said law or regulation will be
deemed included in this Plan Document as of its effective date and without the necessity of an amendment to
this Plan Document.
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SCHEDULE OF BENEFITS
Verification of Eligibility  (800) 442-7247, HealthComp Administrators
Call this number to verify eligibility for Plan benefits before the charge is incurred.
MEDICAL BENEFITS

All benefits described in this Schedule are percentages paid by the Plan and are subject to the exclusions and
limitations described more fully herein including, but not limited to, the Plan Administrator's determination that:
care and treatment is Medically Necessary; that charges are based on the Recognized Charge; that services,
supplies and care are not Experimental and/or Investigational. The meanings of these capitalized terms are in
the Defined Terms section of this document.

Note: The following services must be precertified o r reimbursement from the Plan may be reduced.

Inpatient Hospitalizations

Diagnostic Imaging over $1,250 including, but not | imited to MRI/CAT scans

Diagnostic Procedures over $1,250 including, but no  t limited to Thallium treadmills, EGD, Sleep
Studies, Colonoscopy and Mammography (other than ro utine screenings)

Inpatient Substance Abuse/Mental Disorder treatment s

Skilled Nursing Facility stays

Home Health Care or Home Infusion Therapy

Hospice Care

Durable Medical Equipment over $1,250 including but not limited to respiratory products,
orthotics/prosthetics, diabetic supplies and insuli n pumps

Injectables & Specialty Pharmacy Program

Physical, speech and/or occupational therapy

Cardiac rehabilitation therapy

Outpatient surgical procedures over $1,250 performe  d in a facility

Residential Day Treatment programs

Referrals to Out-of-Network Providers

Please see the Cost Management section in this book let for details.

The attending Physician does not have to obtain pre  certification from the Plan for prescribing a
maternity length of stay that is 48 hours or less f  or a vaginal delivery or 96 hours or less for a ces  arean
delivery.

Please read the sections Alternate Treatment and Pr  edetermination of Benefits in the Dental Plan. You
will need to follow these sections or reimbursement from the Plan may be reduced.

The Plan is a plan which contains multiple Network Provider Organizations.
Please refer to your identification card for the name and phone number of the Network Provider Organizations.

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

Therefore, when a Covered Person uses a Network Provider, that Covered Person will receive a higher
payment from the Plan than when a Non-Network Provider is used. It is the Covered Person's choice as to
which Provider to use.

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

If a Covered Person has no choice of Network Providers in the specialty that the Covered Person is
seeking within the PPO service area.
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If a Covered Person has a Medical Emergency requiring immediate care.

If a Covered Person has no choice of a Network Provider and receives services by a Non-Network
Provider at an In-Network facility.

Under certain circumstances, if Utilization Review locates a Non-PPO provider that can provide the
same level of care and can negotiate a charge that is less cost to the Plan, then the Non-PPO provider's
negotiated charge should be considered at the PPO benefit level according to the schedule of benefits.

Additional information about this option, as well as a list of Network Providers, will be given to Plan Participants,
at no cost, and updated as needed.

Deductibles/Copayments/Coinsurance payable by Plan Participants
Deductibles/Copayments are dollar amounts that the Covered Person must pay before the Plan pays.

A deductible is an amount of money that is paid once a Plan Year per Covered Person. Typically, there is one
deductible amount per Plan and it must be paid before any money is paid by the Plan for any Covered Charges.
Each May 1st, a new deductible amount is required. Deductibles do not accrue toward the 100% maximum out-
of-pocket payment.

A copayment is the amount of money that is paid each time a particular service is used. Typically, there may be
copayments on some services and other services will not have any copayments.

Coinsurance is the amount of money the Participant pays after the Plan pays the percentages shown in the
Schedule of Benefits.

OVERVIEW OF MEDICARE-LIKE RATE PRICING-APPLICABLE T O ELIGIBLE PARTICIPANTS ONLY

Section 506 of the Medicare Prescription Drug, Improvement, and Modernization Act of 2003. Generally,
provided authorization for Contract Health Services (CHS) and urban Indian programs to pay no more than
“Medicare-like” rates for referred services furnished by Medicare-participating hospitals upon the effective date
of enacting regulations.

These regulations were published in a final run in the Federal Register on June 4, 2007, with an effective date of
July 5, 2007. The regulations describe the payment methodologies and other requirements covered providers
must adhere to when processing claims for services authorized for purchase by a CHS or urban Indian program.
This applies to programs operated by the HIS, Tribes or Tribal organizations, and urban Indian programs.

Employees who are eligible for Contract Health Services benefits are eligible to access Medicare-like rates
under their employee health plan for certain hospital services. Claims paid using Medicare-like rates, will be
processed at the Network benefit level described in the Schedule of Benefits.
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MEDICAL BENEFITS SCHEDULE

NETWORK PROVIDERS

[INON-NETWORK PROVIDERS

MAXIMUM LIFETIME

BENEFIT AMOUNT Unlimited
DEDUCTIBLE, PER PLAN YEAR

Per Covered Person 0 $1,000
Per Family Unit 0 $2,000

MAXIMUM OUT-OF-POCKET

AMOUNT, PER PLAN YEAR -

Network and Non-Network Providers is NOT combined.

The Plan Year maximums for

Per Covered Person

$3,000

$5,000

Per Family Unit

$6,000

$10,000

The Plan will pay the designated percentage of Covered Charges until out-of-pocket amounts are
reached, at which time the Plan will pay 100% of the remainder of Covered Charges for the rest

of the Plan Year unless stated o

therwise.

The following charges do not apply toward the out-of-pocket maximum and are never paid at

100%.

Deductible(s)
Cost containment penalties

Any charge excluded in the Plan Exclusions

COVERED CHARGES

Note: The maximums listed b
For example, if a maximum

maximum is 60 days total

providers.

elow are the total for N
of 60 days is listed twic
which may be split between

etwork and Non-Network expenses.
e under a service, the Plan Year

Network and Non-Network

Coquille Indian Tribe
Community Health Clinic
(CITCHC)

75% after
$15 copayment per visit

N/A

All Reimbursement
Percentages —

unless specified elsewhere in
this document

75%

65% after deductible

Hospital Services

Room and Board

75% after

$250 copayment per day

the semiprivate room rate
ICU charges are limited to the
ICU rate

65% after deductible

the semiprivate room rate
ICU charges are limited to the
ICU rate

Preadmission Testing

75%

65% after deductible

Emergency Room Visit

- including professional services

Medical Emergency -
includes emergency medical
care outside of the United
States

75% after
$200 copayment per visit
copayment waived if admitted

65% after deductible and
$200 copayment per visit
75% if admitted

Ambulatory Surgery Center,
Outpatient Surgery

75% after
$100 copayment per surgery

65% after deductible

Urgent Care Center

75% after
$15 copayment per visit

75% after
$15 copayment per visit,
deductible waived

Skilled Nursing Facility

75%
the facility's semiprivate room
rate
60 days Plan Year maximum

65% after deductible

the facility's semiprivate room
rate

60 days Plan Year maximum

Physician Services

Inpatient visits

[75%

[65% after deductible
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NETWORK PROVIDERS

NON-NETWORK PROVIDERS

Office visits -

includes all procedures done
in the office except as
specified elsewhere in this
document

75% after
$15 copayment per visit

65% after deductible

Surgery -
Inpatient/outpatient

75% after
$125 copayment per surgery

65% after deductible

Inpatient Anesthesiologist

75%

65% after deductible

Outpatient Anesthesiologist

75% after
$25 copayment per surgery

65% after deductible

Allergy testing

75% after
$15 copayment per visit

65% after deductible

Allergy serum and
Therapeutic injections

75% after
$3 copayment per visit

65% after deductible

Second Surgical Opinion —
referral required

75% after
$15 copayment per visit

65% after deductible

Abortion

75% after
$15 copayment per procedure

65% after deductible

Diabetes Education

75%

65% after deductible

Diagnostic Testing, X-ray &
Lab -

performed outside of the
physician’s office

75% after
$15 copayment per visit

65% after deductible

MRI, CT, EEG,
Echocardiography, Holter
Monitor, Treadmill Stress
Tests

75% after
$100 copayment per procedure

65% after deductible

Neurodevelopmental
Therapy

75% after
$15 copayment per visit

65% after deductible

Hearing Exam

75% after
$15 copayment per visit

65% after deductible

Hearing Aids

50% deduc

tible waived

Limited to one device per ear every 60 months

Home Health Care

75%
100 visits Plan Year maximum

65% after deductible
100 visits Plan Year maximum

Home Oxygen & Related
Supplies

75%

65% after deductible

NOTE: Maintenance and repair are limited to $500 Plan Year maximum.

Hospice Care 75% 65% after deductible
Bereavement Counseling 75% 65% after deductible

Injectables — outpatient 75% 65% after deductible

Specialty Pharmacy Program

Ambulance Service 75% 65% after deductible

Jaw Joint/TMJ

75% after $15 copayment
$500 Plan Year maximum

65% after deductible
$500 Plan Year maximum

Radiation Therapy &
Chemotherapy

75% after
$15 copayment per visit

65% after deductible

Wig After Chemotherapy

75%
$250 Lifetime maximum

75% after deductible
$250 Lifetime maximum

Occupational Therapy

75% after
$15 copayment per visit

65% after deductible

Speech Therapy

75% after
$15 copayment per visit

65% after deductible

Physical Therapy -
includes MIRE Treatment

75% after
$15 copayment per visit

65% after deductible
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NETWORK PROVIDERS

NON-NETWORK PROVIDERS

Durable Medical Equipment
includes diabetic supplies,
insulin pumps & orthotics

75%

75% after deductible

EKG and Ultrasounds

75% after
$20 copayment per procedure

65% after deductible

Family Planning Services —
includes sterilization and birth
control

75% after
$15 copayment per visit

65% after deductible

Prosthetics

75%

65% after deductible

Spinal Manipulation
Chiropractic/Massage

75% after
$10 copayment per visit

75% after deductible and
$10 copayment per visit

Therapy/Acupuncture - $1,000 Plan Year maximum $1,000 Plan Year maximum
combined
Mental Disorders
Inpatient 75% after 65% after deductible
$250 copayment per day
Outpatient 75% after 65% after deductible

$15 copayment per visit

Substance Abuse

Inpatient

75% after
$250 copayment per day

65% after deductible

Residential Facility & Day
Program

75% after
$15 copayment per visit

65% after deductible

Outpatient

75% after
$15 copayment per visit

65% after deductible

Preventive Care

Routine Well Care - all ages {100%

[100% deductible waived

Includes services in accordance with the Patient Protection and Affordable Care Act (PPACA).

Tobacco Cessation
Counseling/Programs

100%

100%
deductible waived

Weight Loss Program

100% deductible waived
$300 Plan Year maximum
limited to Weight Watchers Program

Organ Transplants

SAME AS ANY ILLNESS

SAME AS ANY ILLNESS

Donor —
when recipient is a Covered
Person

75%
$10,000 maximum per
transplant

65% after deductible
$10,000 maximim per transplant

Pregnancy - Prenatal &
Postnatal Care

75% after
$15 copayment per visit

65% after deductible

Birthing Center

75% after
$200 copayment per day

65% after deductible
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PRESCRIPTION DRUG BENEFITS
Pharmacy Option
Generic drugs

LOToT o T- 1Y 1 =Y 0| PRSP SURTR $8 copayment
Formulary Brand Name drugs

COPAYIMENL. .. ————— $25 copayment
Non-Formulary Brand Name drugs

COPAYIMENL. .. —————— 50% copayment
Pharmacy Advantage 90 Option
Generic drugs

COPAYIMENL. .. $16 copayment
Formulary Brand Name drugs

COPAYIMENL. .. —————— $50 copayment
Non-Formulary Brand Name drugs

COPAYIMENL. . 50% copayment

Mail Order Prescription Drug Option
Generic drugs

COPAYIMENL. .. ————— $16 copayment
Formulary Brand Name drugs

COPAYIMENL. ..o $50 copayment
Non-Formulary Brand Name drugs

COPAYIMENL. . —————— 50% copayment
Generic drugs will be dispensed whenever possible. If you choose the name brand drug when a generic
derivative is available, you will be responsible fo r paying the Brand Name Copayment plus the
difference in cost between the generic and the bran ~ d name drug.
Prescription Drug Copayments DO NOT apply to the Plan Year Out-of-Pocket Maximum in the Medical Plan.
In addition, it is the Plan Administrator’s intent to comply with federal law regarding preventive care benefits
under the Patient Protection and Affordable Care Act. All prescriptions which qualify for the preventive care
benefit, as defined by the appropriate federal regulatory agencies, and which are provided by a network-

participating pharmacy, will be covered at 100% with no deductible or co-insurance required.

See page 44 for more detailed information regarding Prescription Benefits.
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VISION CARE BENEFITS
Plan Year MaXimMUM........ccuuuuiiiieiiiiieiiiiee e e ee e e e e e e s eee s s e e s s e resabaa e eeeeseens $300

The Plan Year maximum includes charges for eye exams, eyeglass lenses and frames, prescription sunglasses,
contact lenses, and laser eye surgery to correct vision.

Prescriptions for eyeglasses and/or sunglasses must be to correct vision and must be for corrections of .50 or
greater.

Vision care benefits apply when vision care charges are incurred by a Covered Person for services that are
recommended and approved by a Physician or Optometrist.

See page 46 for more detailed information regarding vision benefits.

DENTAL BENEFITS

Plan Year deductible,
TS g 0= =T ISR $50

Per Family UNit.........oeeiiiioiiieree e r e e e e e e e $100
The deductible applies to these Classes of Service:
Class B Services - Basic
Class C Services - Major
Dental Percentage Payable

Class A Services -
PrEVENTIVE ...ttt e e e e e e e s e et s e e s s e s esabaa e e eeeeseees 100%

Class B Services -

Note: No benefits are payable under Class C Service s for dentures, partial dentures and bridges
in the first 12 months of the Covered Person's cove  rage under the Plan for newly eligible Plan
Participants that do not have immediate prior cover age. The 12 month waiting period begins on
the date the participant is eligible for benefits. Proof of 12 months of continuous prior coverage

will be required to waive the waiting period.

Maximum Benefit Amount

Per person per
[ oL =TT PP PPRPRRRPN $1,500

See page 47 for more detailed information regarding dental benefits.
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ELIGIBILITY, FUNDING, EFFECTIVE DATE
AND TERMINATION PROVISIONS

A Plan Participant should contact the Plan Administrator to obtain additional information, free of charge, about
Plan coverage of a specific benefit, particular drug, treatment, test or any other aspect of Plan benefits or
requirements.

ELIGIBILITY

Eligible Classes of Participants. All regular Full-time Participants of ORCA Communications, Coquille
Economic Development Corporation (CEDCO), The Mill Casino Hotel, The Mill Casino RV Park, Native
American Cranberries, Coquille Indian Tribal Administration Office, Community Center, Community Health
Center, Gaming Commission, and Nasomah Administration.

Employees of the Tribe’s enterprises, agencies, corporations and departments are also eligible for coverage.

Eligibility Requirements for Plan Participant Cover age. A person is eligible for coverage from the first day
that he or she:

(1) is a regular Full-Time, Active Participant of the Employer. A Participant is considered to be
Full-Time if he or she normally works at least 20 hours per week for Coquille Indian Tribe, or 30
hours per week for all other entities, and is on the regular payroll of the Employer for that work.

(2) is in a class eligible for coverage.
Eligible Classes of Dependents. A Dependent is any one of the following persons:

(2) A covered Participant's Spouse and children from birth to the limiting age of 26 years. When a child
reaches the limiting age, coverage will end on the last day of the child's birthday month.

Individuals whose coverage ended, or who were denied coverage (or were not eligible for
coverage), because the availability of dependent coverage of children ended before attainment of
age 26 are eligible to enroll in Nasomah Health Group. Individuals may request enrollment for such
children for 30 days from the date of notice. Enrollment will be effective retroactively to May 1,
2011. For more information contact the plan administrator at Nasomah Health Group, P. O. Box
921, North Bend, Oregon, 97459, 541-751-0940.

€) The term "Spouse" shall mean a person who is legally married to the eligible Participant in
their state of primary residency. The Plan Administrator may require documentation proving
a legal marital relationship.

The term "Spouse" shall also mean the person who is currently registered with the
Employer as the legal domestic partner of the Participant, this includes opposite sex and
same sex couples, and is a member of a registered domestic partnership or civil union
formed under the laws of a recognized jurisdiction.

To obtain more detailed information or to apply for this benefit, the Participant must contact
the Plan Administrator, Nasomah Health Group, P. O. Box 921, North Bend, Oregon,
97459, 541-751-0940.

In the event the marriage or domestic partnership is terminated, either partner is required to
inform Nasomah Health Group of the termination of the partnership.

The Plan Administrator will require documentation proving a legal marital and/or domestic
partner relationship.

(b) The term “children” shall include natural children of the Participant or domestic partner,
adopted children, Foster Children or children placed with a covered Participant (or domestic
partner) in anticipation of adoption. Step-children may also be included as long as a natural
parent remains married to the Participant and resides in the Participant's household. A
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Participant's Child will be an eligible Dependent until reaching the limiting age of 26, without
regard to student status, marital status, financial dependency or residency status with the
Participant or any other person. When the child reaches the applicable limiting age,
coverage will end on the last day of the child's birthday month.

If a covered Participant or domestic partner is the Legal Guardian of a child or children,
these children may be enrolled in this Plan as covered Dependents.

The phrase "child placed with a covered Participant or domestic partner in anticipation of
adoption" refers to a child whom the Participant or domestic partner intends to adopt,
whether or not the adoption has become final, who has not attained the age of 18 as of the
date of such placement for adoption. The term "placed" means the assumption and
retention by such Participant or domestic partner of a legal obligation for total or partial
support of the child in anticipation of adoption of the child. The child must be available for
adoption and the legal process must have commenced.

Any child of a Plan Participant who is an alternate recipient under a qualified medical child
support order shall be considered as having a right to Dependent coverage under this Plan.

A participant of this Plan may obtain, without charge, a copy of the procedures governing
qualified medical child support order (QMCSO) determinations from the Plan Administrator.

(2) A covered Dependent child who reaches the limiting age and is Totally Disabled, incapable of
self-sustaining employment by reason of mental or physical handicap, primarily dependent upon the
covered Participant for support and maintenance and unmarried. The Plan Administrator may
require, at reasonable intervals during the two years following the Dependent's reaching the limiting
age, subsequent proof of the child's Total Disability and dependency.

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

These persons are excluded as Dependents: other individuals living in the covered Participant's home, but who
are not eligible as defined; the legally separated or divorced former Spouse of the Participant; any person who is
on active duty in any military service of any country, unless the covered Participant is the spouse; any former
domestic partner of the Participant; or any person who is covered under the Plan as a Participant.

If a person covered under this Plan changes status from Participant to Dependent or Dependent to Participant,
and the person is covered continuously under this Plan before, during and after the change in status, credit will
be given for deductibles and all amounts applied to maximums.

If both husband and wife or domestic partner are covered under this Plan as Participants, their children will be
covered as Dependents of the husband or wife or domestic partner. If both husband and wife elect to cover the
Dependent children, covered expenses for the Dependent children will be reimbursed according to the
Coordination of Benefits provision of this Plan.

If both husband and wife or domestic partner are covered under this Plan as Participants, they may
both cover each other as Dependents. In the case of Dual Coverage, this Plan will reimburse
covered expenses according to the Coordination of Benefits provision of this Plan.

Eligibility Requirements for Dependent Coverage. A family member of a Participant will become eligible for
Dependent coverage on the first day that the Participant is eligible for coverage and the family member satisfies
the requirements for Dependent coverage.

At any time, the Plan may require proof that a Spouse, domestic partner, or a child qualifies or continues to
qualify as a Dependent as defined by this Plan.

Nasomah Health Group PPO Plan ¢ Effective May 1, 2011
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FUNDING
Cost of the Plan. Contributions (payments) must be made on a timely basis as follows:

The Health Care Coverage(s) afforded to a Participant by this Plan may require Participant contribution but shall
be at least partially funded by the Employer. If a Participant elects to enroll Dependent(s) under the Plan, the
Participant may be responsible for payment of all or a portion of the Dependent contributions suitable to cover
such enrollment. For active Participant, the Employer shall deduct such costs on a regular basis from the
Participant’'s wages or salary. Participants enrolled in the Plan will be advised of any required contributions at
the time they apply for enrollment. Participants will be notified by the Nasomah Health Group prior to any
increase change in the required contributions.

PRE-EXISTING CONDITIONS

NOTE: The length of the Pre-Existing Conditions Limitation may be reduced or eliminated if an eligible
person has Creditable Coverage from another health plan even if that coverage is still in effect. The
Plan will reduce the length of the Pre-Existing Condition Limitation period by each day of Creditable
Coverage under this or a prior plan; however, if there was a significant break in the Creditable Coverage
of 63 days or more, then only the coverage in effect after the break will be counted.

An eligible person may request a certificate of Creditable Coverage from his or her prior plan within 24
months after losing coverage and the Employer will assist any eligible person in obtaining a certificate of
Creditable Coverage from a prior plan.

A Covered Person will be provided a certificate of Creditable Coverage from this Plan if he or she
requests one either before losing coverage or within 24 months of coverage ceasing.

If, after Creditable Coverage has been taken into account, there will still be a Pre-Existing Conditions
Limitation imposed on an individual, that individual will be so notified.

All questions about the Pre-Existing Condition Limitation and Creditable Coverage should be directed to
the Plan Administrator, Nasomah Health Group, P. O. Box 921, North Bend, Oregon, 97459, 541-751-
0940.

Covered Charges incurred under Medical Benefits for Pre-Existing Conditions are not payable unless incurred
12 consecutive months after the person's Enrollment Date. This time, known as the Pre-Existing Conditions
Limitation period, may be offset if the person has Creditable Coverage from his or her previous plan.

A Pre-Existing Condition is a condition for which medical advice, diagnosis, care or treatment was
recommended or received within six months prior to the person's Enroliment Date under this Plan. Genetic
Information is not, by itself, a condition. Treatment includes receiving services and supplies, consultations,
diagnostic tests or prescribed medicines. In order to be taken into account, the medical advice, diagnosis, care
or treatment must have been recommended by, or received from, a Physician.

The Pre-Existing Condition does not apply to Pregnancy or to any dependent child under the age of 19 who is
otherwise eligible and enrolled for coverage under this Plan.

ENROLLMENT

Enrollment Requirements. A Participant must enroll for coverage by filling out and signing an enrollment
application and remitting the required contribution. The covered Participant is required to enroll for Dependent
coverage also. Enroliment forms for Dependent coverage must be completed by the Participant.
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Enrollment Requirements for Newborn Children.

A newborn child of a covered Participant who has Dependent coverage is not automatically enrolled in this Plan.
Charges for covered nursery care will be applied toward the Plan of the newborn child. If the newborn child is
required to be enrolled and is not enrolled in this Plan on a timely basis, as defined in the section "Timely
Enrollment” following this section, there will be no payment from the Plan and the parents will be responsible for
all costs.

Charges for covered routine Physician care will be applied toward the Plan of the newborn child. If the newborn
child is required to be enrolled and is not enrolled in this Plan on a timely basis, there will be no payment from
the Plan and the covered parent will be responsible for all costs.

If the child is not enrolled within 31 days of birth, the child will not be eligible for benefits as an eligible
Dependent.

TIMELY ENROLLMENT

Timely Enroliment - The enrollment will be "timely" if the completed form is received by the Plan Administrator
no later than 31 days after the person becomes eligible for the coverage, either initially or under a Special
Enrollment Period.

If two Participants (husband and wife or domestic partners) are covered under the Plan and the Participant who
is covering the Dependent children terminates coverage, the Dependent coverage may be continued by the
other covered Participant with no Waiting Period as long as coverage has been continuous.

SPECIAL ENROLLMENT RIGHTS

Federal law provides Special Enrollment provisions under some circumstances. If a Participant is declining
enrollment for himself or his dependents (including their spouse) because of other health insurance or group
health plan coverage, there may be a right to enroll in this Plan if there is a loss of eligibility for that other
coverage (or if the employer stops contributing towards the other coverage). However, a request for enrollment
must be made within 31 days after the coverage ends (or after the employer stops contributing towards the
other coverage).

In addition, in the case of a birth, marriage, adoption or placement for adoption, there may be a right to enroll in
this Plan. However, a request for enrollment must be made within 31 days after the birth, marriage, adoption or
placement for adoption.

The Special Enrollment rules are described in more detail below. To request Special Enrollment or obtain more
detailed information of these portability provisions, contact the Plan Administrator, Nasomah Health Group,
P. O. Box 921, North Bend, Oregon, 97459, 541-751-0940.

SPECIAL ENROLLMENT PERIODS

The Enrollment Date for anyone who enrolls under a Special Enrollment Period is the first date of coverage.
Thus, the time between the date a special enrollee first becomes eligible for enroliment under the Plan and the
first day of coverage is not treated as a Waiting Period. This means that any Pre-Existing Condition will be
determined on the basis of the look back period prior to the Enroliment Date, and the period of the Pre-Existing
Conditions Limitation will start on the Enrollment Date.

(1) Individuals losing other coverage creating a Sp  ecial Enrollment right. A Participant or
Dependent who is eligible, but not enrolled in this Plan, may enroll if loss of eligibility for coverage
meets all of the following conditions:

€)) The Participant or Dependent was covered under a group health plan or had health
insurance coverage at the time coverage under this Plan was previously offered to the
individual.
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(b)

(©)

If required by the Plan Administrator, the Participant stated in writing at the time that
coverage was offered that the other health coverage was the reason for declining
enrollment.

The coverage of the Participant or Dependent who had lost the coverage was under
COBRA and the COBRA coverage was exhausted, or was not under COBRA and either the
coverage was terminated as a result of loss of eligibility for the coverage or because
employer contributions towards the coverage were terminated.

The Participant or Dependent requests enrollment in this Plan not later than 31 days after
the date of conditions described above. Coverage will begin no later than the first day of the
first calendar month following the date the completed enroliment form is received.

(2) For purposes of these rules, a loss of eligibility occurs if one of the following occurs:

(@)

(b)

(©)

(d)

(e)

The Participant or Dependent has a loss of eligibility on the earliest date a claim is denied
that would meet or exceed a lifetime limit on all benefits.

The Participant or Dependent has a loss of eligibility due to the plan no longer offering any
benefits to a class of similarly situated individuals (i.e.: part-time participants).

The Participant or Dependent has a loss of eligibility as a result of legal separation, divorce,
cessation of dependent status (such as attaining the maximum age to be eligible as a
dependent child under the plan), death, termination of employment, or reduction in the
number of hours of employment or contributions towards the coverage were terminated.

The Participant or Dependent has a loss of eligibility when coverage is offered through an
HMO, or other arrangement, in the individual market that does not provide benefits to
individuals who no longer reside, live or work in a service area, (whether or not within the
choice of the individual).

The Participant or Dependent has a loss of eligibility when coverage is offered through an
HMO, or other arrangement, in the group market that does not provide benefits to
individuals who no longer reside, live or work in a service area, (whether or not within the
choice of the individual), and no other benefit package is available to the individual.

If the Participant or Dependent lost the other coverage as a result of the individual's failure to pay premiums or
required contributions or for cause (such as making a fraudulent claim or an intentional misrepresentation of a
material fact in connection with the plan), that individual does not have a Special Enroliment right.

3) Dependent beneficiaries.  If:

(@)

(b)

The Participant is a participant under this Plan (or has met the Waiting Period applicable to
becoming a participant under this Plan and is eligible to be enrolled under this Plan but for a
failure to enroll during a previous enrollment period), and

A person becomes a Dependent of the Participant through marriage, registration of
domestic partnership, birth, adoption or placement for adoption,

then the Dependent (and if not otherwise enrolled, the Participant) may be enrolled under
this Plan. In the case of the birth or adoption of a child, the Spouse or domestic partner of
the covered Participant may be enrolled as a Dependent of the covered Participant if the
Spouse or domestic partner is otherwise eligible for coverage. If the Participant is not
enrolled at the time of the event, the Participant must enroll under this Special Enroliment
Period in order for his eligible Dependents to enroll.

The Dependent Special Enrollment Period is a period of 31 days and begins on the date of
the marriage, birth, adoption or placement for adoption. To be eligible for this Special
Enrollment, the Dependent and/or Participant must request enrollment during this 31-day
period.
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The coverage of the Dependent and/or Participant enrolled in the Special Enrollment Period will be
effective:

€)) in the case of marriage, as of the date of marriage, or in the case of domestic partner
relationship, on the date of registration of the domestic partner relationship; or

(b) in the case of a Dependent's birth, as of the date of birth; or

(c) in the case of a Dependent's adoption or placement for adoption, the date of the adoption or
placement for adoption.

(4) Medicaid and State Child Health Insurance Programs . A Participant or Dependent who is
eligible, but not enrolled in this Plan, may enroll if:

(a) The Participant or Dependent is covered under a Medicaid plan under Title XIX of the
Social Security Act or a State child health plan (CHIP) under Title XXI of such Act, and
coverage of the Participant or Dependent is terminated due to loss of eligibility for such
coverage, and the Participant or Dependent requests enroliment in this Plan within 60 days
after such Medicaid or CHIP coverage is terminated.

(b) The Participant or Dependent becomes eligible for assistance with payment of Participant
contributions to this Plan through a Medicaid or CHIP plan (including any waiver or
demonstration project conducted with respect to such plan), and the Participant or
Dependent requests enrollment in this Plan within 60 days after the date the Participant or
Dependent is determined to be eligible for such assistance.

If a Dependent becomes eligible to enroll under this provision and the Participant is not then enrolled, the
Participant must enroll in order for the Dependent to enroll.

Coverage will become effective as of the first day of the first calendar month following the date the completed
enrollment form is received unless an earlier date is established by the Employer or by regulation.

REDUCTION OF COVERAGE ELECTIONS DURING PLAN YEAR

Generally, coverage elections cannot be changed after the beginning of the Plan Year. However, there are
certain limited situations when you can change your elections. You may change elections if you have a “change
in status” and you make an election change that is consistent with the change in status. Under Federal law, the
following events are considered to be a change in status:

- Marriage, divorce, death of a spouse, legal separation, or annulment;

- Change in the number of dependents, including birth, adoption, placement for adoption, or death of
a dependent;

- Any of the following events for a Plan Participant: termination or commencement of employment, a
strike or lockout, commencement or return from an unpaid leave of absence, a change in worksite,
or any other change in employment status that affects eligibility for benefits;

- A dependent ceases to satisfy the requirements for coverage due to change in age, student status;
and

- A change in the place of residence of a Plan Participant that would lead to a change in status, such
as moving out of a coverage area for insurance.

If any of these conditions apply to you, you should contact the Plan Administrator.
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HEALTH TIP #1

> Be healthy. Prevention is the best medicine. Practice healthy choices like eating more fruits and

vegetables, walking 20 minutes a day, getting 7-8 hours of sleep a night, living without tobacco use,
avoiding or limiting alcoholic beverages to 1-2 drinks per day and maintaining a healthy weight.

EFFECTIVE DATE

Effective Date of Participant Coverage. A Participant will be covered under this Plan as of the first day of the
calendar month following the date that the Participant satisfies all of the following:

(1) The Eligibility Requirement.
(2) The Enrollment Requirements of the Plan.
3) The employment Waiting Period as stated below:

For CEDCO, The Mill Casino Hotel, The Mill Casino R V Park, Native American Cranberries
and ORCA Communications:

(a) All regular full-time Participants — the first of the month following 180 consecutive days as
an Active Participant.

For all Coquille Indian Tribe Administration Office , Community Center, Community Health
Center, Gaming Commission, and Nasomah Administrati on:

€) Executive Management Participants — the waiting period is waived. The effective date of
eligibility will be from the date of hire.

(b) All other regular full-time Participants — the waiting period will be as defined in the
Participant’s “Participant Personnel Manual”.

Active Participant Requirement.
A Participant must be an Active Participant (as defined by this Plan) for this coverage to take effect.

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

TERMINATION OF COVERAGE

When coverage under this Plan stops, Plan Participa  nts will receive a certificate that will show the
period of Creditable Coverage under this Plan. The Plan maintains written procedures that explain
how to request this certificate. Please contact the Plan Administrator for a copy of these procedures
and further details.

The Employer or Plan has the right to rescind any ¢ =~ overage of the Participant and/or Dependents for
cause, making a fraudulent claim or an intentional material misrepresentation in applying for or
obtaining coverage, or obtaining benefits under the Plan. The Employer or Plan may either void
coverage for the Participant and/or covered Depende nts for the period of time coverage was in
effect, may terminate coverage as of a date to be d etermined at the Plan's discretion, or may
immediately terminate coverage. The employer will r  efund all contributions paid for any coverage
rescinded; however, claims paid will be offset from this amount. The employer reserves the right to
collect additional monies if claims are paid in exc ess of the Participant's and/or Dependent's paid
contributions.
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When Participant Coverage Terminates.  Participant coverage will terminate on the earliest of these dates
(except in certain circumstances, a covered Participant may be eligible for COBRA continuation coverage. For a
complete explanation of when COBRA continuation coverage is available, what conditions apply and how to
select it, see the section entitled Continuation Coverage Rights under COBRA):

(1) The date the Plan is terminated.

(2) The last day of the calendar month in which the covered Participant ceases to be in one of the
Eligible Classes. This includes death or termination of Active Employment of the covered
Participant. (See the section entitled Continuation Coverage Rights under COBRA.) It also includes
a Participant on disability, leave of absence or other leave of absence, unless the Plan specifically
provides for continuation during these periods.

3) The end of the period for which the required contribution has been paid if the charge for the next
period is not paid when due.

(4) The earliest date the Participant has a claim that is denied in whole or in part because the
Participant has met or exceeded a lifetime limit on all benefits.

(5) If a Participant commits fraud or makes a material misrepresentation in applying for or obtaining
coverage, or obtaining benefits under the Plan, then the Employer or Plan may either void coverage
for the Participant and covered Dependents for the period of time coverage was in effect, may
terminate coverage as of a date to be determined at the Plan's discretion, or may immediately
terminate coverage.

Continuation During Periods of Employer-Certified D isability, Leave of Absence or Layoff. A person may
remain eligible for a limited time if Active, full-time work ceases due to disability, leave of absence or layoff. This
continuance will end as follows:

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

While continued, coverage will be that which was in force on the last day worked as an Active Participant.
However, if benefits reduce for others in the class, they will also reduce for the continued person.

Continuation During Family and Medical Leave. Regardless of the established leave policies mentioned
above, this Plan shall at all times comply with the Family and Medical Leave Act of 1993 as promulgated in
regulations issued by the Department of Labor.

During any leave taken under the Family and Medical Leave Act, the Employer will maintain coverage under this
Plan on the same conditions as coverage would have been provided if the covered Participant had been
continuously employed during the entire leave period.

If Plan coverage terminates during the FMLA leave, coverage will be reinstated for the Participant and his or her
covered Dependents if the Participant returns to work in accordance with the terms of the FMLA leave.
Coverage will be reinstated only if the person(s) had coverage under this Plan when the FMLA leave started,
and will be reinstated to the same extent that it was in force when that coverage terminated. For example, Pre-
Existing Conditions limitations and other Waiting Periods will not be imposed unless they were in effect for the
Participant and/or his or her Dependents when Plan coverage terminated.

Rehiring a Laid Off Participant. A Participant who is laid off and subsequently rehired within 30 days of the
date of layoff will be eligible to re-enroll in this Plan immediately upon rehire. Coverage in this case will become
effective on the date of rehire. Coverage will be reinstated to the same extent that it was in force when that
coverage terminated. For example, Pre-Existing Conditions limitations and other waiting periods will not be
imposed unless they were in effect for the Participant and/or his or her Dependents when Plan coverage
terminated due to the lay off. The Participant must request re-enrollment by completing an enrollment form.

Rehiring a Terminated Participant. A Participant who is terminated and subsequently rehired within 30 days of
the date of termination will be eligible to re-enroll in this Plan immediately upon rehire. Coverage in this case
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will become effective on the date of rehire. Coverage will be reinstated to the same extent that it was in force
when that coverage terminated. For example, Pre-Existing Conditions limitations and other waiting periods will
not be imposed unless they were in effect for the Participant and/or his or her Dependents when Plan coverage
terminated.

A terminated Participant who is rehired more than 30 days after the date of termination will be treated as a new
hire and be required to satisfy all Eligibility and Enrollment requirements, with the exception of a Participant
returning to work directly from COBRA coverage. This Participant does not have to satisfy the employment
waiting period or Pre-Existing Conditions provision.

Furlough Positions. These Participants do not work all year round. These Participants are laid off up to 90
days, generally in the summer time and return to work in the fall. Nasomah Health Group will maintain health
insurance benefits for furlough Participants at the same level and under the same conditions that would have
been provided if the Participant had not been on furlough leave.

Participant Status Change. A Participant who is covered under this Plan and who changes employment status
from Full Time to Part Time status and is then reinstated as a Full Time Participant within 30 days will be
reinstated with no lapse in coverage.

Participants on Military Leave. Participants going into or returning from military service may elect to continue
Plan coverage as mandated by the Uniformed Services Employment and Reemployment Rights Act (USERRA)
under the following circumstances. These rights apply only to Participants and their Dependents covered under
the Plan immediately before leaving for military service.

(1) The maximum period of coverage of a person and the person's Dependents under such an election
shall be the lesser of:

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

(b) The day after the date on which the person was required to apply for or return to a position
of employment and fails to do so.

(2) A person who elects to continue health plan coverage must pay up to 102% of the full contribution
under the Plan, except a person on active duty for 30 days or less cannot be required to pay more
than the Participant's share, if any, for the coverage.

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

If the Participant wishes to elect this coverage or obtain more detailed information, contact the Plan
Administrator Nasomah Health Group, P. O. Box 921, North Bend, Oregon, 97459, 541-751-0940. The
Participant may also have continuation rights under USERRA. In general, the Participant must meet the same
requirements for electing USERRA coverage as are required under COBRA continuation coverage
requirements. Coverage elected under these circumstances is concurrent not cumulative. The Participant may
elect USERRA continuation coverage for the Participant and their Dependents. Only the Participant has election
rights. Dependents do not have any independent right to elect USERRA health plan continuation.

When Dependent Coverage Terminates. A Dependent's coverage will terminate on the earliest of these dates
(except in certain circumstances, a covered Dependent may be eligible for COBRA continuation coverage. For a
complete explanation of when COBRA continuation coverage is available, what conditions apply and how to
select it, see the section entitled Continuation Coverage Rights under COBRA):

() The date the Plan or Dependent coverage under the Plan is terminated.

(2) The last day of the month in which the Participant's coverage under the Plan terminates for any
reason including death. (See the section entitled Continuation Coverage Rights under COBRA.)
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3)

(4)

(5)

(6)

(7)

The last day of the month in which a covered Spouse loses coverage due to loss of dependency
status. (See the section entitled Continuation Coverage Rights under COBRA.)

On the last day of the calendar month that a Dependent child ceases to be a Dependent as defined
by the Plan. (See the section entitled Continuation Coverage Rights under COBRA.)

The last day of the month in which the required contribution has been paid if the charge for the next
period is not paid when due.

The earliest date the Dependent has a claim that is denied in whole or in part because it meets or
exceeds a lifetime limit on all benefits.

If a Dependent commits fraud or makes a material misrepresentation in applying for or obtaining
coverage, or obtaining benefits under the Plan, then the Employer or Plan may either void coverage
for the Dependent for the period of time coverage was in effect, may terminate coverage as of a
date to be determined at the Plan's discretion, or may immediately terminate coverage.
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OPEN ENROLLMENT
OPEN ENROLLMENT

Every April, the annual open enrollment period, Participants and their Dependents who are Late Enrollees will
be able to enroll in the Plan.

Benefit choices for Late Enrollees made during the open enrollment period will become effective May 1.

An enrollment is “late” if it is not made on a “timely basis” or during a Special Enroliment Period. Late Enrollees
and their Dependents who are not eligible to join the Plan during a Special Enrollment Period may join only
during open enroliment.

Plan Participants will receive detailed information regarding open enrollment from their Employer.

HEALTH TIP # 2

3:2 Be more safety conscious. Use proper lifting techniques. Wear your car's safety belt and use
child restraint seats for children. Keep all medications, cleaners and insecticides out of children's
reach to avoid accidental poisoning. Wear a helmet when riding bicycles, go-carts, ATVs,
motorcycles, scooters, and skateboards.
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MEDICAL BENEFITS

Medical Benefits apply when Covered Charges are incurred by a Covered Person for care of an Injury or
Sickness and while the person is covered for these benefits under the Plan.

DEDUCTIBLE

Deductible Amount. This is an amount of Covered Charges for which no benefits will be paid. Before benefits
can be paid in a Plan Year a Covered Person must meet the deductible shown in the Schedule of Benefits.

This amount will not accrue toward the 100% maximum out-of-pocket payment.

Family Unit Limit. When the maximum amount shown in the Schedule of Benefits has been incurred by
members of a Family Unit toward their Plan Year deductibles, the deductibles of all members of that Family Unit
will be considered satisfied for that year.

BENEFIT PAYMENT

Each Plan Year, benefits will be paid for the Covered Charges of a Covered Person that are in excess of the
deductible and any copayments. Payment will be made at the rate shown under reimbursement rate in the
Schedule of Benefits. No benefits will be paid in excess of the Maximum Benefit Amount or any listed limit of the
Plan.

OUT-OF-POCKET LIMIT

Covered Charges are payable at the percentages shown each Plan Year until the out-of-pocket limit shown in
the Schedule of Benefits is reached. Then, Covered Charges incurred by a Covered Person will be payable at
100% (except for the charges excluded) for the rest of the Plan Year. The out-of-pocket limit consists of
copayments and coinsurance paid by the Covered Participant.

When a Family Unit reaches the out-of-pocket limit, Covered Charges for that Family Unit will be payable at
100% (except for the charges excluded) for the rest of the Plan Year.

HEALTH TIP # 3

— Don't substitute an emergency room for your doctor. Never go to an emergency room (except
in absolute emergencies) before contacting your health care provider first.

MAXIMUM BENEFIT AMOUNT

The Maximum Benefit Amount is shown in the Schedule of Benefits. It is the total amount of benefits that will be
paid under the Plan for all Covered Charges incurred by a Covered Person. The Maximum Benefit applies to all
plans and benefit options offered under the Nasomah Health Group, including the ones described in this
document.

COVERED CHARGES

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

(1) Hospital Care. The medical services and supplies furnished by a Hospital or Ambulatory Surgical
Center or a Birthing Center. Covered Charges for room and board will be payable as shown in the
Schedule of Benefits. After 23 observation hours, a confinement will be considered an inpatient
confinement.

Charges for an Intensive Care Unit stay are payable.
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(2)

3)

(4)

(5)

Coverage of Pregnancy. Charges for the care and treatment of Pregnancy are covered the same
as any other Sickness.

Group health plans generally may not, under Federal law, 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).

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

(a) the patient is confined as a bed patient in the facility; and

(b) the attending Physician certifies that the confinement is needed for further care of the
condition that caused the Hospital confinement; and

(c) the attending Physician completes a treatment plan which includes a diagnosis, the
proposed course of treatment and the projected date of discharge from the Skilled Nursing
Facility.

Covered Charges for a Covered Person's care in these facilities are payable as described in the
Schedule of Benefits.

Physician Care. The professional services of a Physician for surgical or medical services.

Charges for multiple surgical procedures  will be a Covered Charge subject to the following
provisions:

(a) If bilateral or multiple surgical procedures are performed by one (1) surgeon, benefits will be
determined based on the Allowable Charge that is allowed for the primary procedures; 50%
of the Allowable Charge will be allowed for each additional procedure performed through
the same incision. Any procedure that would not be an integral part of the primary
procedure or is unrelated to the diagnosis will be considered "incidental" and no benefits will
be provided for such procedures;

(b) If multiple unrelated surgical procedures are performed by two (2) or more surgeons on
separate operative fields, benefits will be based on the Allowable Charge for each surgeon's
primary procedure. If two (2) or more surgeons perform a procedure that is normally
performed by one (1) surgeon, benefits for all surgeons will not exceed the Allowable
Charge for that procedure; and

(c) If an assistant surgeon is required, the assistant surgeon's Covered Charge will not exceed
20% of the surgeon's allowance.

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

(a) Inpatient Nursing Care. Charges are covered only when care is Medically Necessary or
not Custodial in nature and the Hospital's Intensive Care Unit is filled or the Hospital has no
Intensive Care Unit.

(b) Outpatient Nursing Care. Charges are covered only when care is Medically Necessary
and not Custodial in nature. The only charges covered for Outpatient nursing care are those
shown below, under Home Health Care Services and Supplies. Outpatient private duty
nursing care on a 24-hour-shift basis is not covered.
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HEALTH TIP # 4

>

(6)

(7)

(8)

Ask for generic prescriptions when available. Generic drugs are fully regulated by the U.S.
Food and Drug Administration and by law the only difference between a generic and a brand name
drug is its color and the binder which holds it together. Generic drugs are less costly because they
are offered to the public after the brand-name patent has expired. This means the manufacturer of
the generic drug can sell it at a much lower price because they have not incurred the expense of
research and development. Generic drugs have lower copays versus copays for brand-name drugs
for our group. If you elect to purchase a brand-name drug when a generic is available, the copay is
higher and you pay the difference in the drug cost between the brand and the generic.

Home Health Care Services and Supplies. Charges for home health care services and supplies
are covered only for care and treatment of an Injury or Sickness when Hospital or Skilled Nursing
Facility confinement would otherwise be required. The diagnosis, care and treatment must be
certified by the attending Physician and be contained in a Home Health Care Plan.

Benefit payment for nursing, home health aide and therapy services is subject to the Home Health
Care limit shown in the Schedule of Benefits.

A home health care visit will be considered a periodic visit by either a nurse or therapist, as the case
may be, or four hours of home health aide services.

Hospice Care Services and Supplies. Charges for hospice care services and supplies are
covered only when the attending Physician has diagnosed the Covered Person's condition as 