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WHEREAS, the “Policyholder” has purchased dental care insurance from Blue Cross and Blue
Shield of Illinois, a Division of Health Care Service Corporation, a Mutual Legal Reserve Com-
pany (hereinafter referred to as the “Plan”) and has executed a Benefit Program Application; and

WHEREAS, the Benefit ProgramApplication establishes the GroupNumber(s) of the Policyholder un-
der the Policy and the Effective Date of Policy, and

WHEREAS, the Plan hereby accepts such Benefit Program Application, subject to the financial and
administrative relationships and responsibilities of both parties for the purpose of providing dental care
benefits on behalf of eligible Covered Persons;

NOW, THEREFORE, the following provisions shall govern the relationship between the Plan and the
Policyholder:

I. ENTIRE POLICY AND CHANGES TO THE POLICY

This Group Administration Document, including the addenda, if any, attached hereto; the Certifi-
cate Booklet; the Benefit Program Application; the benefit program and premium notification let-
ter, if any; the Benefit ProgramApplication ChangeForm, if any; the applicable rate summary(ies),
if any, and the Individual Applications, if any, of the Covered Persons constitute the entire contract
of insurance. All statementsmade by the Policyholder andCovered Persons shall, in the absence
of fraud, be deemed representations and not warranties, and no such statements shall be used
in defense to a claim under the Policy, unless it is contained in a written application. No change
in the Policy shall be valid until approved by an executive officer of the Plan and unless such ap-
proval is endorsed hereon or attached hereto. No agent has authority to change the Policy or to
waive any of its provisions.

The issuance of this Group Administration Document supersedes all previous contracts or poli-
cies between the Policyholder and the Plan which are in force on the Effective Date of Policy as
indicated on the Benefit Program Application.

II. CERTIFICATE BOOKLETS

The Plan will issue to the Policyholder, for delivery to each Insured, a Certificate Booklet stating
the benefits, limitations, exclusions and requirements of the Policy.

III. PREMIUM PROVISIONS

A. Premium Rates

1. On the Effective Date of Policy, the Individual Coverage Premium (Insured only) and,
when applicable, the Family Coverage Premium (Insured and one or more dependents)
shall be the amounts specified in the Benefit ProgramApplication; a benefit programand
premium notification letter, if any; or applicable rate summary(ies), if any, which shall be
attached hereto and made a part of the Policy. Subsequent changes to the Individual
and/or Family Coverage Premiums shall be specified in the Benefit ProgramApplication;
a benefit programand premiumnotification letter, if any; or applicable rate summary(ies),
if any, which shall be attached hereto and made a part of the Policy.

2. If Insured contributions for coverage are not required, the Policyholder agrees that all
Eligible Persons will become covered and such persons will make no contributions to-
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ward the cost of the coverage. If Insured contributions for coverage are required, thePol-
icyholder agrees to give all Eligible Persons an opportunity to subscribe to the coverage
and furtheragrees to pay the required premiums to the Plan and provide for the collection
of any contributions from the persons to be covered through payroll withholding or other-
wise. The term “Eligible Persons” as used herein shall mean, at a minimum, the percent-
age of enrolled eligible employees required for policy issuance and renewal, as specified
on the Benefit Program Application.

B. Payment of Premiums

The first premium payment is due on the Effective Date of Policy. Subsequent premium pay-
ments are due and payable on the due date, which is the first day of each Premium Period.
The Premium Period is specified in the Benefit Program Application.

C. Premium Computation

1. The premium payment due for the Policy on any premium due date is the aggregate
amount composed of the Individual and Family Coverage premiums for all Insureds cov-
ered for the benefits provided under the Policy, as specified in the Benefit ProgramAppli-
cation; the benefit programand premiumnotification letter, if any; or applicable rate sum-
mary(ies), if any. Further, if an Eligible Person becomes a Covered Person during a
PremiumPeriod or if a Covered Person’s coverage is terminated during a PremiumPeri-
od, the Plan will determine the premium due for such Covered Person for such period.

2. The Plan may establish a new premium for any of the individual or aggregate benefits
of the Policy on any of the following dates or occurrences, upon which further premium
payments, including the one then due, will be computed:

a. Any Policy anniversary, provided that the Plan notifies the Policyholder of such new
premium at least thirty (30) days prior to such date;

b. Any premium due date, provided the Plan notifies the Policyholder of such new pre-
mium at least thirty (30) days in advance of such premium due date;

c. Whenever the benefits under the Policy are changed;

d. Whenever a class of persons is made eligible or is eliminated from eligibility;

e. Whenever the enrollment fluctuates by ten percent (10%) or more;

f. Whenever the Plan is obligated to pay any new taxes, Surcharges or other fees im-
posed upon or resulting from the Policy including, but not limited to, premium taxes
or taxes on the Plan’s benefits or services provided under the Policy; and

g. Whenever there is a legislative or regulatory mandate or requirement for a change
in benefits which would require additional premium.

3. If the age of a Covered Person under the Policy upon which a particular premium is
based has been misstated, the Policyholder shall be responsible for paying the Plan an
adjusted amount which will provide the Plan with the correct premium calculated from
the Coverage Date of the particular Covered Person.

D. Grace Period and Termination for Non-Payment

1. A grace period of thirty-one (31) days will be allowed for payment of any premium after
the first payment. During such grace period the Policy will continue in force provided that
the Policyholder has not, prior to the premium due date, given adequate timely written
notice to the Plan that the Policy is to be terminated as of such premium due date.

In addition, if the Policyholder is in default of its obligation to make any premiumpayment
as provided hereunder or if any other default hereunder has occurred and is continuing,
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then any indebtedness from the Plan to the Policyholder (including any and all contrac-
tual obligations of the Plan to the Policyholder) may be offset and/or recouped and ap-
plied toward the payment of the Policyholder’s obligations hereunder, whether or not
such obligations, or any part thereof, shall then be due the Policyholder.

2. If the Policyholder does not pay the premium during the grace period, the Policy will be
terminated, at the Plan’s option, on the last day of the grace period and the Policyholder
will be liable to the Plan for the payment of all premiums then due, including those for
the grace period.

E. Experience Refunds (Applicable to Premium Retrospective Funding Arrangements
Only)

1. The Policyholdermay be eligible for experience refunds as ascertained and apportioned
by the Plan at each Policy anniversary date, provided the Policy has been continued in
force by payment of all premiums to the anniversary date. The Planwill reasonably deter-
mine the distribution of the experience refunds unless otherwise agreed upon between
the Plan and the Policyholder. However, the Planwill have no liability to the Policyholder,
or any of the Covered Persons under the Policy, or any other person or entity for any
alleged or actual improper use or application of such experience refunds.

2. If at any time the aggregate of any individual contributions made under the Policy ex-
ceeds the aggregate of premiums paid under the Policy (after giving effect to any experi-
ence reduction), such excess will be applied by the Policyholder for the sole benefit of
Insureds, but thePlanwill have no liability for any allegedor actualmisapplication of such
excess.

IV. GENERAL PROVISIONS

A. The Plan’s Separate Financial Arrangements with Providers

The Policyholder’s experience account under the Policy, if any, the maximum amount of
benefits payable by the Plan under this Policy and all required deductible and Coinsurance
amounts under this Policy shall be calculated on the basis of the Provider’s Eligible Charge
or Provider’s Claim Charge less the Average Discount Percentage (”ADP”) for Covered Ser-
vices rendered to a Covered Person, irrespective of any separate financial arrangement be-
tween any Plan Provider and the Plan as referred to below.

The Plan hereby informs the Policyholder and all Covered Persons that it has contracts with
certain Providers (‘‘Plan Providers’’) for the provision of, and payment for, dental care ser-
vices to all personsentitled to dental care benefits under individual certificatesand grouppoli-
cies and contracts to which the Plan is a party, including the Covered Persons under the
Policy, and that pursuant to the Plan’s contracts with Plan Providers, under certain circum-
stances described therein, the Plan may receive substantial payments from Plan Providers
with respect to services rendered to all such persons for which the Plan was obligated to pay
the Plan Provider, or the Plan may pay Plan Providers substantially less than their Claim
Charges for services, by discount or otherwise, ormay receive fromPlanProviders other sub-
stantial allowances under the Plan’s contracts with them. The Policyholder understands that
the Plan may receive such payments, discounts and/or other allowances during the term of
the Policy. Neither the Policyholder nor Covered Persons hereunder are entitled to receive
any portion of any such payments, discounts and/or other allowances in excess of the ADP.

B. Records of Covered Person Eligibility and Adjustments

The Policyholder must furnish to the Plan data as may be required by the Plan regarding the
Covered Personswho are to be covered under the Policy. Such data may include, without limita-
tion, a list of Covered Personswho are to be covered under the Policy and completed application
cards of the Insureds. It is the Policyholder’s obligation to notify the Plan no later than thirty-one
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(31) days after the effective date of any change in a Covered Person’s status under the Policy.
All such notifications by the Policyholder to the Plan (including, but not limited to, forms and
tapes) must be furnished in a format approved by the Plan and must include all information rea-
sonably required by the Plan to effect such changes. Minor clerical errors in keeping or reporting
data relative to coverage under the Policy will not invalidate coverage which would otherwise be
validly in force or continue coverage which would otherwise validly terminate. Examples of such
minor clerical errors include, but are not limited to, errors appearing in an individual’s name, ad-
dress or birth date aswell as typographical errors. The term “minor clerical errors” as used herein
does not include Policyholder errors which may materially affect an individual’s coverage under
the policy. It is further understood and agreed that the Policyholder is liable for any substantive
error made by the Policyholder in keeping or reporting data which may materially affect an indi-
vidual’s coverage under the policy and for any benefits paid for a terminated Covered Person
if the Policyholder had not timely notified the Plan of such Covered Person’s termination.

During the term of the Policy and within one hundred eighty (180) days after the termination
of the Policy, the Plan may, upon at least thirty (30) days prior written notice to the Policyhold-
er, conduct reasonable audits of the Policyholder’s membership records with respect to eligi-
bility.

The Policyholder hereby agrees to indemnify and hold harmless the Plan and its employees
and agents for any loss, damage, expense (including, but not limited to, reasonable attor-
neys’ fees and costs) or liability thatmay arise fromor in connection with untimely and/or inac-
curate data provided by the Policyholder to the Plan or data furnished by the Policyholder to
the Plan in a format not approved by the Plan.

C. Third Party Data Release

In the event the Policyholder directs the Plan to provide data directly to its third party consul-
tant and/or vendor, the Policyholder acknowledges and agrees, and will cause its third party
consultant and/or vendor to acknowledge and agree:

1. The personal and confidential nature of the requested documents, records and other in-
formation (for purposes of this Section C., “Confidential Information”).

2. Release of theConfidential Informationmay also reveal thePlan’s confidential, business
proprietary and trade secret information (for purposes of this Section C., “Proprietary In-
formation”).

3. To maintain the confidentiality of the Confidential Information and any Proprietary Infor-
mation (for purposes of this Section C., collectively, “Information”).

4. The third party consultant and/or vendor shall:

a. Use the Information only for the purpose of complying with the terms and condi-
tions of its contract with the Policyholder.

b. Maintain the Information at a specific location under its control and take reason-
able steps to safeguard the Information and to prevent unauthorized disclosure of
the Information to third parties, including those of its employees not directly in-
volved in the performance of duties under its contract with the Policyholder.

c. Advise its employees who receive the Information of the existence and terms of
these provisions and of the obligations of confidentiality herein.

d. Use, and require its employees to use, at least the same degree of care to protect
the Information as is used with its own proprietary and confidential information.

e. Not duplicate the Information furnished in written, pictorial, magnetic and/or other
tangible form except for purposes of the Policy or as required by law.



5

GD-10-14G--D HCSC Rev.12/06

5. Not to use the name, logo, trademark or any description of each other or any subsidiary
of each other in any advertising, promotion, solicitation or otherwise without the express
prior written consent of the consenting party with respect to each proposed use.

6. The third party consultant and/or vendor shall execute the Plan’s then--current confiden-
tiality agreement.

7. The Policyholder shall designate the third party consultant and/or vendor on the ap-
propriate HIPAA documentation.

8. The Policyholder shall provide the Plan with the appropriate authorization and specific
written directions with respect to data release or exchangewith the third party consultant
and/or vendor.

The Policyholder shall indemnify, defend (at the Plan’s request) and hold harmless the Plan
and its employees, officers, directors and agents against any and all losses, liabilities, dam-
ages, penalties and expenses, including attorneys’ fees and costs, or other cost or obligation
resulting from or arising out of claims, lawsuits, demands, settlements or judgments brought
against the Plan in connection with any claim based upon the Plan’s disclosure to the third
party consultant and/or vendor of any information and/or documentation regarding any Cov-
ered Person at the direction of the Policyholder or breach by the third party consultant and/or
vendor of any obligation described in the Policy.

D. Termination of a Covered Person’s Coverage

1. If an Insured, with or without cause, ceases to be an Eligible Person, such Insured’s cov-
erage (and the coverage of other Covered Persons under Family Coverage) will auto-
matically terminate at the expiration of the period for which the premium has been paid.

2. If a Covered Person ceases tomeet the definition ofCovered Person, suchCoveredPer-
son’s coverage will automatically terminate on the date that the event occurs which
causes the Covered Person to no longer meet this definition. However, if such date falls
within a period for which premiums have been accepted by the Plan for such Covered
Person, coverage will automatically terminate at the expiration of the period for which
the premium has been paid.

3. Termination of the Policy automatically terminates all the coverages of all Covered Per-
sons. It is the responsibility of the Policyholder to notify all Covered Persons of the ter-
mination of the Policy, but all coverages will automatically terminate as of the effective
date of termination of the Policy regardless of whether such notice is given.

4. No benefits are available to aCovered Person for services or supplies rendered after the
date of termination of such Covered Person’s coverage under the Policy, except as
otherwise specifically provided in Benefit Sections of the Certificate Booklet.

E. Notice and Proof of Claim

1. The Plan will not be liable under the Policy unless a Claim for benefits is furnished to the
Plan at its office at 300 East Randolph Street, Chicago, Illinois, on or before December
31st of the calendar year following the year in which Covered Services were rendered.
For purposes of this paragraph, Covered Services furnished in the last month of a partic-
ular calendar year shall be considered to have been furnished in the succeeding calen-
dar year.

2. Upon written request to the Plan, the Insured will be provided with the forms necessary
for filing Claims under the Policy. If such forms are not furnished within fifteen (15) days
of the Plan’s receipt of such request, the Insured shall be deemed, with respect to the
particularClaim, to have complied with the requirements of the Policy pertaining to Claim
forms upon submitting to the Plan within the time limit specified above for filing Claims,
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written notice including the Covered Person’s name, age, sex and identification card
number, the name and address of the Provider, the diagnosis or diagnoses, a specific
itemized statement of the services rendered, including all dates of service, and theClaim
Charge. An expense will be considered to have been incurred on the date the service
or supply for which the Claim is made was rendered or received.

3. Failure to furnish a Claim to the Plan within the time limit specified above for filing Claims
shall not invalidate or reduce any Claim if it were not reasonably possible to furnish the
Claimwithin such time limit, provided suchClaim is furnished to thePlan, as soon aspos-
sible and in no event, except in the absence of legal capacity, later than one (1) year from
the time the Claim is otherwise required.

F. Payment of Claims and Assignment of Benefits

1. Under the Policy, the Plan has the right to make benefit payment either to the Covered
Person or directly to the Provider of Covered Services. For example, the Plan may pay
benefits to the Covered Person if such Covered Person receives Covered Services from
a Non-Plan Provider. The Plan is specifically authorized by the Covered Person to deter-
mine to whom any benefit payment should be made.

2. Once Covered Services are rendered by a Provider, the Covered Person has no right
to request the Plan not to pay theClaim submitted by such Provider and no such request
by a Covered Person or his agent will be given effect. Furthermore, the Plan will have
no liability to the Covered Person or any other person because of its rejection of such
request.

3. A Covered Person’s claim for benefits under the Policy is expressly non-assignable and
non-transferable in whole or in part to any person or entity, including anyProvider, at any
time before or after Covered Services are rendered to a Covered Person. Coverage un-
der the Policy is expressly non-assignable and non-transferable and will be forfeited if
the Covered Person attempts to assign or transfer coverage or aids or attempts to aid
any other person in fraudulently obtaining coverage. Any such assignment or transfer
of a claim for benefits or coverage shall be null and void.

G. Covered Person/Provider Relationship

1. The choice of a Provider is solely the choice of the Covered Person and the Plan will not
interfere with the Covered Person’s relationship with any Provider.

2. It is expressly understood that the Plan does not itself undertake to furnish dental ser-
vice, but solely tomake payment to a Provider for theCovered Services received byCov-
ered Persons. The Plan is not in any event liable for any act or omission of any Provider
or the agent or employee of such Provider, including, but not limited to, the failure or re-
fusal to render services to a Covered Person. Professional services are not provided by
the Plan and can only be legally performed by a Provider. Any contractual relationship
between a Physician or Dentist and a Plan Provider shall not be construed to mean that
the Plan is providing professional service.

3. The use of an adjective such as Plan or Participating in modifying Provider shall in no
way be construed as a recommendation, referral or any other statement as to the ability
or quality of such Provider. In addition, the omission, non-use ornon-designation ofPlan,
Participating or any similar modifier or the use of a termsuch asNon-Plan orNon-Partici-
pating should not be construed as carrying any statement or inference, negative or posi-
tive, as to the skill or quality of such Provider.

4. Each Provider provides Covered Services only to Covered Persons and does not deal
with or provide any services to any Policyholder (other than as an individual Covered
Person) or any Policyholder’s ERISA Health Benefit Program.
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H. Agency Relationships

Nothing in the Policy shall be construed to constitute the Policyholder as an agent of thePlan.
The Policyholder is the agent of the Covered Persons.

I. ERISA

This Section (I.) applies to any Group Policy which implements any employee welfare benefit
plan as defined by Section 3 (2) of the Employee Retirement Income Security Act of 1974,
as amended (‘‘ERISA’’).

1. The Policyholder (or (i) if the Policyholder is a trust, the grantor of such trust or (ii) if the
Policyholder is an association, each member of such association who pays premiums
under such Group Policy) has established and as sponsor maintains pursuant to other
written documents a health benefit program (‘‘Policyholder’s ERISA Health Benefit Pro-
gram’’) through the purchase of insurance for the benefit of its eligible employees or eligi-
blemembers and their dependents, whichPolicyholder’s ERISAHealth Benefit Program
is an ‘‘employee welfare benefit plan’’ within the meaning of ERISA. Notwithstanding
anything contained in the employee welfare benefit plan document of the Group (or any
Group member, if the Group is an association), the Group agrees that no allocation or
delegation of any fiduciary or nonfiduciary responsibilities under the employee welfare
benefit plan of the Group (or any Group member, if the Group is an association) is effec-
tive with respect to or accepted by the Plan except to the extent specifically provided and
accepted in the Policy or as otherwise accepted in writing by the Plan. The administrator
under ERISA for a Policyholder’s ERISA Health Benefit Program is the Policyholder or
such other persons (other than the Plan) appointed by the Policyholder (or (i) if the Poli-
cyholder is a trust, by the grantor of such trust or (ii) if the Policyholder is an association,
by each member of such association who pays premiums under such Group Policy).
Nothing in a Policyholder’s ERISA Health Benefit Program will affect the obligations of
the Plan with respect to this Group Policy. The Plan will not be required to examine the
provisions of a Policyholder’s ERISA Health Benefit Program or any related trust agree-
ment, or any modification, amendment or supplement thereto.

2. The Policy is a guaranteed benefit policy (as defined in Section 401 (b) (2) of ERISA).
The Policy is an asset of the Policyholder. No assets of the Plan or amounts which have
been paid to the Plan under the Policy are assets of or under Policyholder’s ERISA
Health Benefit Program.

J. Service Mark Regulation

On behalf of the Policyholder and its Covered Persons, the Policyholder hereby expressly
acknowledges its understanding that the Policy constitutes a contract solely between thePol-
icyholder and the Plan. The Plan is an independent corporation operating under a license
with the Blue Cross and Blue Shield Association (the “Association”), an association of inde-
pendent Blue Cross and Blue Shield Plans. The Association permits the Plan to use the Blue
Cross and Blue Shield Service Mark in the Plan’s service area and the Plan is not contracting
as the agent of the Association. The Policyholder further acknowledges and agrees that it
has not entered into the Policy based upon representations by any person other than autho-
rized persons of the Plan and that no person, entity or organization other than the Plan shall
be held accountable or liable to the Policyholder for any of the Plan’s obligations to thePolicy-
holder created under the Policy. This paragraph shall not create any additional obligations
whatsoever on the part of the Plan, other than those created under other provisions of this
Group Administration Document.
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K. Applicable Law

It is the intent of the parties to the Policy that it is entered into, executed in and will be subject
to and interpreted by the laws of the state of Illinois, and in the event of any controversy be-
tween the Policyholder and/or any Covered Person and the Plan, this provision will apply.

L. Incontestability

After the Policy has been in force two (2) years from the date of its issue, no statement of the
Policyholder shall be used to void the Policy; and no statement by any Insured shall be used
to reduce or deny a Claim after the insurance coverage, with respect to which a Claim has
been made, has been in effect two (2) years or more.

M. Limitations of Actions

No civil action shall be brought to recover under the Policy or any individual Certificate pur-
suant to the Policy, prior to the expiration of sixty (60) days after a Claim has been furnished
to the Plan in accordancewith the requirements of the Policy. No such action shall be brought
after the expiration of three (3) years after the time a Claim is required to be furnished to the
Plan. No extension of the time granted under the ‘‘Notice and Proof of Claim’’ Provisions of
the Policy shall in any way extend this ‘‘Limitation of Actions’’ Provision.

N. New Insureds

There shall be added from time to time to the group or class originally insured under the
Policy, all newEligible Persons of the Policyholder, members of the association oremployees
of members eligible for coverage and applying for coverage in such group or class in accor-
dance with the terms of the Policy.

O. Physical Examinations and Autopsy

The Plan at its own expense shall have the right and opportunity to examine the person of
a Covered Person when and as often as it may reasonably require during the pendency of
a Claim hereunder and to make an autopsy in case of death where it is not forbidden by law.

P. Severability

In case any one or more of the provisions contained in this Policy shall, for any reason, be
held to be invalid, illegal or unenforceable in any respect, such invalidity, illegality or unen-
forceability shall not affect any other provisions of this Policy, and this Policy shall be
construed as if such invalid, illegal or unenforceable provision had never been contained
herein.

Q. Proprietary Materials

The Policyholder acknowledges that the Plan has developed operating manuals, certain
symbols, trademarks, service marks, designs, data, processes, plans, procedures and infor-
mation, all ofwhich are proprietary information (“BusinessProprietary Information”). ThePoli-
cyholder shall not use or disclose to any third party Business Proprietary Information without
prior written consent of the Plan. Neither party shall use the name, symbols, trademarks or
servicemarks of the other party or the other party’s respective clients in advertising or promo-
tional materials without prior written consent of the other party; provided, however, that the
Plan may include the Policyholder in its list of clients.

R. Information and Medical Records

1. All Claim information, including, but not limited to, medical records, received by the Plan
in the performanceof its duties hereunderwill be kept confidential by thePlan andexcept
for reasonable necessary use by the Plan in connection with the performance of its du-
ties hereunder, the Plan shall not disclose such confidential Caim informationwithout the
authorization of the Covered Person or as otherwise required or permitted by applicable
law.
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2. The Plan may release to the Policyholder Claim information regarding the provision of
Covered Services to Covered Persons and copies of records to the extent required or
permitted by applicable law, including but not limited to HIPAA. Any information so ob-
tained by the Policyholder shall be kept confidential, as required by applicable law.

3. The Policyholder acknowledges that each Covered Person agrees it is the Covered Per-
son’s responsibility to ensure that any Provider, Blue Cross and Blue Shield Plan, insur-
ance company, employee benefit association, governmental body or program, or any
other person or entity, having knowledge of or records relating to (1) any illness or injury
for which a Claim or Claims for benefits are made under the Policy, (2) anymedical histo-
ry which might be pertinent to such illness, injury, Claim or Claims, or (3) any benefits or
indemnity on account of such illness or injury or on account of any previous illness or
injury which may be pertinent to such Claim or Claims, furnish to the Plan, or its agent,
and agrees that any such Provider, person or other entity may furnish to the Plan or its
agent, at any time upon its request, any and all information and records (including copies
of records) relating to such illness, injury, Claim or Claims. In addition, the Plan may fur-
nish similar information and records (or copies of records) to other Providers, BlueCross
and Blue Shied Plans, insurance companies, governmental bodies or other entities pro-
viding insurance--type benefits requesting the same.

V. NOTICES

Any notice given or required under the Policy or any individual certificate will be a written notice
bymail or telegraph. If such notice is given to the Policyholder, it will be addressed to it at its office
address stated in the Benefit Program Application. If such notice is given to the Plan, it should
be addressed to the Plan at its office at 300 East Randolph Street, Chicago, Illinois 60601-5099.
If such notice is given by the Plan to aCovered Person, it will be addressed to the Covered Person
at the address as it appears on the records of the Plan or in care of the Policyholder. The Policy-
holder and the Plan may, by written notice served on the other, indicate a new address for giving
such notice.

VI. RENEWABILITY OF THE POLICY

The Policy shall be renewable with respect to all Covered Persons except in the following
instances:

A. Non-payment of required premiums;

B. A fraudulent act or practice or intentional misrepresentation by the Policyholder;

C. Noncompliance with the Plan’s minimum participation requirements;

D. Noncompliance with the Plan’s employer contribution requirements;

E. Termination of the benefit plan in accordance with Section VII., below;

F. Covered Persons’ movement outside the Plan’s service area; or

G. Cessation of Policyholder’s membership in a bona fide association, but only if coverage is
terminated uniformly without regard to the health status of any Covered Person.

VII. DISCONTINUANCE OF A PARTICULAR PRODUCT

The Plan may discontinue the Policyholder’s benefit plan product under the Policy if the Plan:

A. Provides ninety (90) days advance notice to the Policyholder and Covered Persons;

B. Offers the Policyholder an option to purchase other coverage offered to other employers of
similar circumstance, including, but not limited to, employer size; and

C. Acts uniformlywithout regard to the claims experience of the Policyholder or the health status
of any existing, new or potentially new Covered Persons.



10

GD-10-14G--D HCSC Rev.12/06

VIII. POLICYHOLDER NOTIFICATION TO COVERED PERSONS

It is the responsibility of the Policyholder to notify all Covered Persons in the event of the Plan’s
uniformmodification of coverage, uniform termination of coverage or discontinuance of coverage
in a market segment.

IX. TERM AND TERMINATION OF THE POLICY

A. The Policyholder may terminate this Group Administration Document or the entire Policy on
the first Policy anniversary or on any premium due date after the first Policy anniversary by
giving written notice to the Plan at least thirty (30) days in advance.

B. The Policy will be terminated, at the Plan’s option, for the Policyholder’s non-payment of the
appropriate premium when due.

X. ELECTRONIC DATA AND DOCUMENTS

In the event the Policyholder and the Plan exchange various data and information electronically,
the Policyholder agrees to transfer on a timely basis all required data to the Plan via electronic
transmission on the intranet and/or internet or otherwise, in the format specified by the Plan, a
copy of which shall be furnished to the Policyholder upon written request to the Plan. The Policy-
holder authorizes the Plan to submit reports, data, and other information to the Policyholder in
the specified electronic format. In the event the Policyholder is unable or unwilling to transfer data
in the specified electronic format, the Plan is under no obligation to receive or transmit the data
in any other format.

The Policyholder consents to receive, via an electronic file or access to an elecronic file, a Certifi-
cate Booklet provided by the Plan to the Policyholder for delivery to each Insured. In the event
the Plan provides to the Policyholder an electronic file of any document describing the benefits
under, or the administration of, the Policy for the Policyholder’s use, including, but not limited to,
the Policyholder’s posting of such documents on the intranet and/or internet, the Policyholder ac-
knowledges and agrees that such electronic file is not intended tomeet the Policyholder’s require-
ments for compliance under ERISA.

The Policyholder further acknowledges and agrees that it is solely responsible for providing em-
ployees access, via the intranet, internet, paper copy or otherwise, to the most current version
of any electronic file provided to the Policyholder by the Plan. In addition, in all instances, the elec-
tronic file of themost current document issued to thePolicyholder by the Plan for useby thePolicy-
holder is the legal document used to administer the Policy and will prevail in the event of any con-
flict between such electronic file and any other electronic or paper file. The Policyholder is solely
responsible for, and holds the Plan harmless from, any and all claims for loss, liability or damages
arising from the use or posting of the electronic file on the intranet and/or internet.

The Policyholder agrees to indemnify and hold harmless the Plan and its employees and agents
for any loss, damage, expense (including, but not limited to, reasonable attorneys’ fees and
costs), liability or claim thatmay arise fromor in connectionwith the electronic transfer of data from
the Policyholder or the Policyholder’s third party consultant and/or vendor to the Plan or from the
Plan to the Policyholder or pursuant to Section IV. C. of this Group Administration Document, the
Policyholder’s third party consultant and/or vendor, including liability arising out of erroneous,mis-
directed, intercepted, incomplete or otherwise defective information and transfers of information,
including, but not limited to, garbled transmissions, transmissions to third parties, and intercepted
transmissions and for any claim arising from the Policyholder’s use or posting of electronic files
on the intranet and/or internet.

XI. DEFINITIONS APPLICABLE TO THIS GROUP ADMINISTRATION DOCUMENT

Additional definitions applicable to the Policy are contained in theCertificate Booklet and the Poli-
cyholder’s Benefit Program Application.
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“Average Discount Percentage (“ADP”)” means a percentage discount determined by the
Plan that will be applied to a Provider’s Eligible Charge forCovered Services rendered to Covered
Persons by Hospitals and certain other health care facilities for purposes of calculating Coinsu-
rance amounts, deductibles, out-of-pocket maximums and/or any benefit maximums. The ADP
will often vary fromClaim-to-Claim. The ADP applicable to a particularClaim forCoveredServices
is the ADP, current on the date the Covered Service is rendered, that is determined by the Plan
to be relevant to the particular Claim. The ADP reflects the Plan’s reasonable estimate of average
payments, discounts and/or other allowances that will result from its contracts with Hospitals and
other facilities under circumstances similar to those involved in the particular Claim, reduced by
an amount, not to exceed 15% of such estimate, to reflect related costs. (See provisions of this
Group Administration Document regarding “Plan’s Separate Financial Arrangements with Provid-
ers.”) In determining the ADPapplicable to a particularClaim, the Planwill take into account differ-
ences amongHospitals and other facilities, the Plan’s contractswith Hospitals and other facilities,
the nature of the Covered Services involved and other relevant factors. The ADP shall not apply
to Eligible Charges when the Covered Person’s benefits under the Plan are secondary to Medi-
care and/or coverage under any other group program.

“Benefit Program Application (“BPA”)” means the document through which the Policyholder
has applied for dental care insurance from the Plan and by which renewals and/or rate or other
Policy changesare documented. The BPAmay also include abenefit programand premiumnotifi-
cation letter, applicable rate summary(ies) and a Benefit Program Application Change Form.

“Certificate Booklet” means the document issued by the Plan to the Policyholder, via an elec-
tronic file or access to an electronic file, if applicable, as specified on the BPA, for delivery to each
Insured. TheCertificate Booklet describes the dental care benefit program purchased by the Poli-
cyholder and being administered by the Plan pursuant to the Policy.

‘‘Claim’’ means notification in a form acceptable to the Plan that service has been rendered or
furnished to a Covered Person. This notification must set forth in full the details of such service
including, but not limited to, the Covered Person’s name, age, sex and identification number, the
name and address of the Provider, a specific itemized statement of the service rendered or fur-
nished, the date of service, applicable diagnosis and the Claim Charge for such service.

‘‘Claim Charge’’means the amount which appears on a Claim as the Provider’s charge for ser-
vice rendered to a patient, without further adjustment or reduction and irrespective of any sepa-
rate financial arrangement between the Plan and the particular Provider. (See Section IV. (A) of
this Group Administration Document regarding the Plan’s Separate Financial Arrangements with
Providers.)

‘‘Claim Payment’’ means the benefit payment calculated by the Plan, upon submission of a
Claim, in accordance with the benefits specified in the Certificate Booklet plus any related Sur-
charges. All Claim Payments shall be calculated on the basis of the Provider’s Eligible Charge
for Covered Services rendered to the Covered Person, irrespective of any separate financial ar-
rangement between thePlan and the particularProvider. (SeeSection IV. (A) of thisGroupAdmin-
istration Document regarding the Plan’s Separate Financial Arrangements with Providers.)

“Coinsurance” means a percentage of an eligible expense that a Covered Person is required
to pay toward a Covered Service.

‘‘Coverage Date’’means the date on which a Covered Person’s coverage under the Policy com-
mences.

‘‘Covered Person’’means the Insured, and if Family Coverage is in force, the Insured’s depen-
dents as follows:

(a) The Insured’s legal spouse.

(b) The unmarried children of the Insured or the Insured’s legal spouse, including newborn chil-
dren, children who are under the Insured’s legal guardianship, children who are in the custo-
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dy of the Insured pursuant to an interim court order of adoption or placement of adoption,
whichever occurs first, vesting temporary care of the children in the Insured, and legally
adopted children, who are under the Limiting Age specified in the Benefit Program Applica-
tion.

(c) Children, as specified in (b) above, who have attained such Limiting Age but are incapable
of self-sustaining employment by reason of mental retardation or physical handicap and are
dependent upon the Insured or other care providers for support and maintenance, provided
such children were Covered Persons prior to attaining the Limiting Age. Once the Plan has
been notified of a Covered Person’s disability and dependence, or from the date of the first
Claim filed on behalf of such disabled and dependent Covered Person, it may require proof
of such Covered Person’s disability and dependency at reasonable intervals.

‘‘Covered Service’’means a service and/or supply specified in the Certificate Booklet for which
benefits will be provided.

“Effective Date of Policy”means the date specified by the Policyholder in the Benefit Program
Application.

“Eligible Person”means an employee of the Policyholder as defined in the Benefit ProgramAp-
plication.

“Eligibility Date”means the date on which an Insured becomes eligible for coverage under the
Policy.

‘‘Family Coverage’’ means coverage for an Insured and one or more other Covered Persons
under the Policy.

“Group Number(s)”means the number(s) specified on behalf of the Policyholder in the Benefit
Program Application.

“Individual Coverage” means coverage under the Policy for the Insured only.

“Insured”means the person employed by the Policyholder to whom coverage under the Policy
has been extended by the Policyholder and to whom the Plan has directly or indirectly issued an
identification card bearing the group number of the Policyholder.

“Limiting Age” means the age specified in the Benefit Program Application at which coverage
is automatically terminated for covered unmarried children.

‘‘Net Claim Payment’’ means the net benefit payment, calculated by the Plan, upon submission
of a Claim, in accordance with the benefits specified in the Certificate Booklet plus any related
Surcharges. All Net Claim Payments shall be calculated on the basis of the Provider’s Eligible
Charge for Covered Services rendered to the Covered Person irrespective of any separate finan-
cial arrangement between the Plan and the particular Provider. (See Section IV. A. of this Group
Administration Document regarding the Plan’s Separate Financial Arrangements with Providers.)

“Plan”means Blue Cross and Blue Shield of Illinois, a Division of Health Care Service Corpora-
tion, a Mutual Legal Reserve Company.

“Policy”means this Group Administration Document between the Plan and the Policyholder in-
cluding any addenda attached hereto; the Certificate Booklet; the Benefit Program Application;
the benefit program and premium notification letter, if any; the Benefit Program Application
Change Form, if any; and the Individual Applications, if any, of the Insureds.

“Policyholder”means the: (1) employing entity [corporation, partnership, sole proprietor or other
employer], or (2) association, or (3) trust which has executed the Benefit Program Application for
the Policy. An ERISAHealth Benefit Programmay not be a Policyholder hereunder, but a sponsor
of or trust implementing an ERISA Health Benefit Program may be a Policyholder hereunder.

‘‘Provider’’means any health care facility, person or entity duly licensed to render Covered Ser-
vices to a Covered Person.
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(a) ‘‘Plan Provider’’ means a Provider which has a written agreement with the Plan to provide
services to Covered Persons at the time services are rendered to a Covered Person.

(b) ‘‘Non-Plan Provider’’means a Provider which does not meet the definition of Plan Provider
unless otherwise specified in the definition of a particular Provider.

“Service Mark” means the names BLUE CROSS and/or BLUE SHIELD and the associated lo-
gos, along with all related or derivative marks including, but not limited to, any Blue Cross or Blue
Shield formulations or designs.

“Surcharges”means state or federal taxes, surcharges, or other fees paid by the Plan which are
imposed upon or resulting from this Group Administration Document.

XII. NOTICE OF ANNUAL MEETING

ThePolicyholder is hereby notified that it is aMemberof HealthCare ServiceCorporation, aMutu-
al Legal Reserve Company, and is entitled to vote either in person, by its designated representa-
tive or by proxy at all meetings of Members of said Company. The annual meeting is held at its
principal office at 300 East Randolph Street, Chicago, Illinois each year on the last Tuesday in
October at 12:30 p.m.

For purposes of the aforementioned paragraph the term ‘‘Member’’ means the group, trust,
association or other entity to which this Policy has been issued. It does not include Insureds or
Covered Persons under the Policy. Further, for purposes of determining the number of votes to
which the Policyholder may be entitled, any reference in the Policy to ‘‘premium(s)’’ shall mean
‘‘charge(s).”

INWITNESSWHEREOF, the Plan hereby accepts the Benefit Program Application of the Policyhold-
er.

Attest:

Blue Cross and Blue Shield of Illinois,
a Division of Health Care Service Corporation,
a Mutual Legal Reserve Company

Secretary President


