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BENEFIT HIGHLIGHTS
Plan Name: Blue Precision Gold HMOS™ 201
Network Name: Blue Precision HMOSM

Your health care benefits are highlighted below. However, it is necessary to read this entire Certificate to obtain a complete
description of your benefits. It is important to remember that benefits will only be provided for services or supplies that have
been ordered by your Primary Care Physician (PCP) or Woman's Principal Health Care Provider (WPHCP), unless
specified otherwise in this Certificate.

OVERALL PROGRAM DEDUCTIBLE

(not all expenses will apply to the deductible)
- Your Individual Coverage Deductible* None

- Your Family Coverage Deductible* None

NOTE: The following Covered Services are all subject to your overall program deductible, unless stated otherwise
in this Certificate.

PHYSICIAN BENEFITS

NOTE: Covered Services for sterilization procedures are covered at no cost to you when the services are ordered by your
Primary Care Physician or Woman’s Principal Health Care Provider.

- Your Cost for Covered Services (unless specified None
otherwise below)

- Your Cost for Outpatient Office Visits $50 per Visit

- Your Cost for Outpatient Specialist Physician Visits $70 per Visit

- Your Cost for Outpatient Diagnostic Services $100 per Procedure
- Your Cost for Outpatient Surgery $100 per Visit
Your Cost for Outpatient CT Scans, PET Scans and MRIs $400 per Procedure
- Your Cost for Outpatient Office Visits for Preventive Care None
Services

- Your Cost for Outpatient Physical, Occupational and $100 per Visit
Speech Therapy Treatments

-Your Cost for Outpatient Office Visits for the Treatment of $50 per Visit
Mental lliness, whether or not referred by your PCP or

WPHCP

- Chiropractic and Osteopathic Manipulation Maximum 25 Visits per Calendar Year
- Telehealth and Telemedicine Services $50 per Visit
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HOSPITAL BENEFITS

- Your Cost for Inpatient Covered Services

- Your Cost for Inpatient Office Visits for the Treatment of
Mental lliness, whether or not referred by your PCP or
WPHCP

- Your Cost for Outpatient Surgery

- Your Cost for Urgent Care

SUPPLEMENTAL BENEFITS

- Your Cost for Covered Services
EMERGENCY CARE BENEFITS
Hospital Emergency Care

- Your Cost for an In-Area or Out-of-Area Emergency

- Emergency Room

- Your Cost for Emergency Ambulance Transportation

SUBSTANCE USE DISORDER TREATMENT BENEFITS

- Your Cost for an Inpatient Substance Use Disorder
Treatment, whether or not referred by your PCP or WPHCP

- Your Cost for Outpatient Office Visits for Substance Use
Disorder Treatment, whether or not referred by your PCP
or WPHCP

- Your Cost for Outpatient Specialist Physician Visits for
Substance Use Disorder Treatment, whether or not referred
by your PCP or WPHCP

$300 Inpatient Copayment per Visit

$300 Inpatient Copayment per Visit

$250 per Visit

$70 per Visit

None

None

$500 Copayment per Visit (waived if admitted to Hospital
as an Inpatient immediately following emergency
treatment)

None

$300 per Visit

$50 per Visit

$50 per Visit

OUTPATIENT PRESCRIPTION DRUG PROGRAM BENEFITS

You may receive coverage for up to a 12-month supply for dispensed contraceptives. Certain contraceptive drugs may be
available at no cost to you. Please see the OUTPATIENT PRESCRIPTION DRUG PROGRAM BENEFIT SECTION of your

Certificate, for additional information.

Benefits are available for contraceptive drugs and products shown on the Contraceptive Coverage List and will not be
subject to any deductible, Coinsurance Amount, and/or Copayment Amount when received from a Participating Prescription
Drug Provider. Your share of the cost for all other contraceptives drugs and products will be provided as shown below.

If you or your Provider Requests a Brand Name Drug when a generic or therapeutic equivalent is available, you will be
responsible for the Non-Preferred Brand Name Drug payment amount, plus the difference in cost between the Brand Name
Drug and generic or therapeutic equivalent, except as otherwise provided in your Certificate.

Your Cost for Prescription Drugs and Diabetic Supplies Purchased from a Prescription Drug Provider participating in the
30-Day Supply Prescription Drug Program after you have met your program deductible:
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- Tier 1 You pay $10 per prescription

- Tier 2 You pay $20 per prescription
- Tier 3 You pay $50 per prescription
-Tier 4 You pay $100 per prescription
- Tier 5 You pay $250 per prescription
- Tier 6 You pay $350 per prescription

The amount you may pay per 30-day supply of a covered insulin drug, regardless of quantity or type, shall not exceed
$100, when obtained from a Participating Pharmacy.

Your Cost for Prescription Drugs and Diabetic Supplies Purchased from a Prescription Drug Provider Not Participating
in the 30-Day Supply Prescription Drug Program:

- The appropriate Copayment Amount(s) indicated above for drugs prescribed for emergency conditions.

Your Cost for Prescription Drugs and Diabetic Supplies Purchased from a Participating Prescription Drug Provider
participating in the 90-Day Supply Prescription Drug Program:

- Tier 1 You pay $30 per prescription
- Tier 2 You pay $60 per prescription
- Tier 3 You pay $150 per prescription
- Tier 4 You pay $300 per prescription

No benefits will be provided for drugs or diabetic supplies purchased from a Preferred or a Participating Prescription Drug
Provider not participating inthe 90-day supply program.

PEDIATRIC DENTAL BENEFITS

Your Cost for Covered Pediatric Dental Care Services from a Participating Dentist:

Diagnostic Evaluations None
Preventive Dental Services None
Diagnostic Radiographs None
Miscellaneous Preventive Dental Services None
Basic Restorative Dental Services None
Non-Surgical Extractions None
Non-Surgical Periodontal Services None
Adjunctive Services None
Endodontic Services None
Oral Surgery Services None
Surgical Periodontal Services None
Major Restorative Services None
Prosthodontic Services None
Miscellaneous Restorative and Prosthodontic Services None
Orthodontic Dental Services None
Implant Placement Surgery None
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HEARING AID BENEFITS
Hearing Aid benefits for individuals under 19
- Benefit Period

- Your Cost for a Hearing Aid

- Benefit Maximum for Hearing Aids for Individuals under

age 19

- Number of Hearing Aids, per ear, each benefit period
Hearing Aid benefits for individuals over 19

- Benefit Period

- Your Cost for a Hearing Aid

- Benefit Maximum for Hearing Aids for Individuals over age
19

- Number of Hearing Aids, per ear, each benefit period
COVERED SERVICES EXPENSE LIMITATION

24 months
None after your program deductible

None

One

24 months
None after your program deductible

$2,500 per ear, per Benefit Period

One

Refer to the OTHER THINGS YOU SHOULD KNOW section of your Certificate for information regarding Covered Services
Expense Limitation. (not all expenses will apply to the deductible)

- Individual Coverage Out-of-Pocket Expense Limitation
- Family Coverage Out-of-Pocket Expense Limitation
LIMITING AGE FOR DEPENDENT CHILDREN

$5,000** per Calendar Year
$15,000** per Calendar Year

26 (Please refer to the ELIGIBILITY section of this
Certificate)

* The deductible amount is subject to change or increase as permitted by applicable law or regulatory guidance
** This limit is subject to change or increase as permitted by applicable law or regulatory guidance and does not apply to all

services
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SCHEDULE OF PEDIATRIC VISION CARE COVERAGE
FOR COVERED PERSONS UNDER AGE 19

Pediatric Vision Care Services

Covered person cost or discount when Covered
Services are received from a Participating Vision
Care Provider

(When a fixed-dollar Copayment is due from the
member, the remainder is payable by the plan up to
the Covered Charge*)

Exam (with dilation as necessary; routine eye examinations do
not include professional services for Contact Lenses)

No Copayment

Frames:

“Provider-designated” Frames

Frames covered under this Certificate are limited to the provider-
designated frames which include a selection of frame sizes
(including adult sizes) for children up to age 19. The Participating
Vision Provider will show you the selection of frames covered
under the Certificate. If you select a frame that is not included in
the provider-designated frames covered under this Certificate,
you are responsible for the difference in cost between the
Participating Vision Provider reimbursement amount for covered
frames and the retail price of the frame selected.

No Copayment

Non-Provider-designated Frames

You receive 20% off balance of retail cost over $150
allowance

Frequency:
Examination, Lenses, or Contact Lenses Frame

Once every 12-month benefit period

Standard Plastic,
Lenses:
Single Vision
Bifocal
Trifocal
Lenticular
Standard Progressive Lens

Glass, or Polycarbonate Spectacle

No Copayment
No Copayment
No Copayment
No Copayment
No Copayment

Lens Options (add to lens prices above):
UV Treatment Standard Plastic Scratch Coating
Standard Polycarbonate Photocromatic/Transitions
Plastic

No Copayment

Contact Lenses: (Contact Lens allowance includes materials
only)

Elective - Extended Wear Disposables Daily Wear/Disposable
Conventional

100% coverage for provider-designated Contact
Lenses

Up to 6 months supply of monthly or 2 week
disposable, single vision spherical or toric Contact
Lenses. Up to 3 months supply of daily disposable
single vision spherical Contact Lenses. 1 pair from

selection of provider-designated Contact Lenses

Medically Necessary Contact Lenses — preauthorization is
required

No Copayment

Non-Participating Vision Care Providers

Not covered
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Routine eye exams do not include professional services for contact lens evaluations. Any applicable fees are the
responsibility of the patient.

Value-added features:

Laser vision correction: You will receive a discount for traditional LASIK and custom LASIK from participating
Physicians and affiliated laser centers. You must obtain Preauthorization for this service. Prices/discounts may vary by
state and are subject to change without notice.

Additional Benefits

Medically Necessary contact lenses: Contact lenses may be determined to be medically necessary and appropriate in
the treatment of patients affected by certain conditions. In general, contact lenses may be medically necessary and
appropriate when the use of contact lenses, in lieu of eyeglasses, will result in significantly better visual and/or improved
binocular function, including avoidance of diplopia or suppression. Contact lenses may be determined to be medically
necessary in the treatment of the following conditions:

keratoconus, pathological myopia, aphakia, anisometropia, aniseikonia, aniridia, corneal disorders, post-traumatic
disorders, irregular astigmatism.

Medically necessary contactlenses are dispensed in lieu of other eyewear. Participating providers will obtain the necessary
preauthorization for these services.

Low Vision: Low vision is a significant loss of vision but not total blindness. Ophthalmologists and optometrists specializing
in low vision care can evaluate and prescribe optical devices, and provide training and instruction to maximize the remaining
usable vision for our members with low vision. Covered low vision services will include one comprehensive low vision
evaluation every 5 years for items such as high-power spectacles, magnifiers and telescopes; and follow-up care — four
visits in any five-year period. Participating providers will obtain the necessary preauthorization for these services.

Warranty: Warranty limitations may apply to Provider or retailer supplied Frames and/or eyeglass Lenses. Please ask
your Provider for details of the warranty that is available to you.

* The “Covered Charge” is the rate negotiated with participating Providers for a particular Covered Service.
The Plan pays the lesser of the allowance noted or the retail cost. Retail prices vary by location.

VISIT EYEMED'S WEBSITE AT WWW.EYEMED.COM AND USE THE FIND A PROVIDER LINK (CHOOSE THE
SELECT NETWORK FOR YOUR SEARCH), OR CALL 1-844-684-2254.
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A message from

BLUE CROSS AND BLUE SHIELD

Your Group has entered into an agreement with us (Blue Cross and Blue Shield of lllinois, a Division of Health Care Service
Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association)
to provide you with this health care benefit program. In this Certificate, we refer to our company as the “Plan” and we refer
to your employer, association or trust as the “Group”. The Definitions Section will explain the meaning of many of the terms
used in this Certificate. All terms used in this Certificate, when defined in the Definitions Section, begin with a capital letter.
Whenever the term “you” or “your” is used, we also mean all eligible family members who are covered under Family
Coverage.

YOUR PRIMARY CARE PHYSICIAN OR WOMAN'S PRINCIPAL HEALTH CARE PROVIDER IS AN INDEPENDENT
CONTRACTOR, NOT AN EMPLOYEE OR AGENT OF YOUR BLUE CROSS HMO. YOUR PRIMARY CARE PHYSICIAN
OR WOMAN'S PRINCIPAL HEALTH CARE PROVIDER RENDERS AND COORDINATES YOUR MEDICAL CARE.
YOUR BLUE CROSS HMO IS YOUR BENEFIT PROGRAM, NOT YOUR HEALTH CARE PROVIDER.

Any reference to “applicable law” will include applicable laws and rules, including but not limited to statutes, ordinances,
administrative decisions and regulations. We suggest that you read this entire Certificate very carefully. We hope that any
questions that you might have about your coverage will be answered here. Should you have any questions regarding the
benefits of this Certificate, please contact customer service at the toll-free number on the back of your identification card.

This Certificate is currently certified as a Qualified Health Plan.

THIS CERTIFICATE REPLACES ANY PREVIOUS CERTIFICATES THAT YOU MAY HAVE BEEN ISSUED BY THE
PLAN.

If you have any questions once you have read this Certificate, talk to your Group Administrator or call us at your local Blue
Cross and Blue Shield office. It is important to all of us that you understand the protection this coverage gives you.

Welcome to Blue Cross and Blue Shield! We are very happy to have you as a member and pledge you our best service.

Sincerely,
Blue Cross and Blue Shield of lllinois

A Division of Health Care Service Corporation

i -7
S

A Mutual Legal Reserve Company

Stephen Hamman, President lllinois Division
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ELIGIBILITY
Changes in state or federal law or regulations or interpretations thereof may change the terms and conditions of coverage.

Subject to the other terms and conditions of the Group Policy, the benefits described in this Certificate will be provided to
persons who:

1. Meet the definition of Eligible Person as specified in the Group Policy; and

2 Have applied for this coverage; and

3. Have received a Blue Cross and Blue Shield identification card; and

4 Live within the service area of Blue Cross and Blue Shield. (Contact your Group or customer service at 1-800-892-

2803 for information regarding service area.); and,

5. Reside, live or work in the geographic Network Service Area served by Blue Cross and Blue Shield for this
Certificate of coverage. You may call customer service at the number shown on the back of your identification card
to determine if you are in the Network Service Area or log on to the website at www.bcbsil.com.

6. If Medicare eligible, have both Part A and B coverage.
REPLACEMENT OF DISCONTINUED GROUP COVERAGE

When your Group initially purchases this coverage and such coverage is purchased as replacement of coverage under
another carrier's group policy, those persons who are Totally Disabled on the effective date of this coverage and who were
covered under the prior group policy will be considered eligible for coverage under this Certificate.

Your Totally Disabled dependents will be considered eligible dependents under this Certificate provided such dependents
meet the description of an eligible family member as specified below under the heading Family Coverage.

Your dependent children who have reached the limiting age of this Certificate will be considered eligible dependents under
this Certificate if they were covered under the prior group policy and, because of a disabling condition, are incapable of self-
sustaining employment and are dependent upon you or other care Providers for lifetime care and supervision.

If you are Totally Disabled, you will be entitled to all of the benefits of this Certificate. The benefits of this Certificate will be
coordinated with benefits under your prior group policy. Your prior group policy will be considered the primary coverage for
all services rendered in connection with your disabling condition when no coverage is available under this Certificate due to
the absence of coverage in this Certificate. The provisions of this Certificate regarding Primary Care Physician referral
remain in effect for such Totally Disabled persons.

APPLYING FOR COVERAGE

You may apply for coverage for yourself and/or your spouse, party to a Civil Union, Domestic Partner and/or dependents
(see below) by submitting the application(s) for medical insurance form, along with any exhibits, appendices, addenda
and/or other required information (“application(s)”) to the Plan.

You can get the application form from your Group Administrator. An application to add a newborn to Family Coverage is not
necessary if an additional premium is not required. However, you must notify your Group Administrator within 31 days of
the birth of a newborn child for coverage to continue beyond the 31 day period or you will have to wait until your Group's
open enrollment period to enroll the child.

The application(s) for coverage may or may not be accepted. Please note, some employers only offer coverage to their
employees, not to their employees' spouses, parties to a Civil Union, Domestic Partners or dependents. In those
circumstances, the references in this Certificate to an employee's family members are not applicable.

No eligibility rules or variations in premium will be imposed based on your health status, medical condition, Claims
experience, receipt of health care, medical history, genetic information, evidence of insurability, disability or any other health
status related factor. You will not be discriminated against for coverage under this Certificate on the basis of race, color,
national origin, disability, age, sex, gender identity or sexual orientation. Variations in the administration, processes or
benefits of this Certificate that are based on clinically indicated, reasonable medical management practices, or are part of
permitted wellness incentives, disincentives and/or other programs do not constitute discrimination.

A Tobacco User may be subject to a premium increase of up to 1.5 times the rate applicable to those who are not Tobacco
Users, to the extent permitted by applicable law or regulatory guidance, provided that the Plan will provide an opportunity
to offset such premium variation through participation in a wellness program to prevent or reduce Tobacco Use, if required
by applicable law.
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You may enroll in or change coverage for yourself and/or your eligible spouse and/or dependents during one of the following
enroliment periods. Your and/or your eligible spouse and/or dependents' effective date will be determined by the Plan
depending upon the date your application is received and other determining factors.

The Plan may require acceptable proof (such as copies of legal adoption or legal guardianship papers, or court orders) that
an individual qualifies as an Eligible Person under this Certificate.

Annual Open Enroliment Periods/Effective Date of Coverage

Your Group will designate annual open enroliment periods during which you may apply for or change coverage for yourself
and/or your eligible spouse, party to a Civil Union, Domestic Partner and/or dependents.

When you enroll during the annual open enroliment period, your and/or your eligible dependents effective date will be the
following January 1, unless otherwise designated by the Plan, as appropriate.

This section “Annual Open Enroliment Periods/Effective Date of Coverage” is subject to change by the Plan, and/or
applicable law or regulatory guidance, as appropriate.

SPECIAL ENROLLMENT PERIODS
Special Enrollment Periods/Effective Dates of Coverage

Special enrollment periods have been designated during which you may apply for or change coverage for yourself and/or
your eligible spouse, party to a Civil Union, Domestic Partner and/or dependents. You must apply for or request a change
in coverage within 30 days from the date of a special enrollment event, except as otherwise provided below, in order to
qualify for the changes described in this Special Enroliment Periods/Effective Dates of Coverage section.

Except as otherwise provided below, if you apply between the 1st day and the 15th day of the month, your effective date
will be no later than the 1st day of the following month, or if you apply between the 16th day and the end of the month, you
and your eligible spouse, party to a Civil Union, Domestic Partner and/or dependents' effective date will be no later than the
1st day of the second following month.

You must provide acceptable proof of a qualifying event with your application. Special enrollment qualifying events are
discussed in detail below. The Plan will review this proof to verify your eligibility for a special enrollment. Failure to provide
acceptable proof of a qualifying event with your application will delay or prevent the processing of your application and
enrollment in coverage. Please call the customer service number on the back of your identification card or visit our website
at www.bcbsil.com for examples of acceptable proof for the following qualifying events.

Special Enroliment Events:

1. You gain or lose a dependent or become a dependent through marriage, becoming a party to a Civil Union or
establishment of a Domestic Partnership, provided your employer covers Domestic Partners. New coverage for you
and/or your eligible spouse, party to a Civil Union or Domestic Partner and/or dependents will be effective no later
than the 1st day of the following month.

2. You gain a dependent through birth, placement of a foster child, adoption or placement of adoption or court-ordered
dependent coverage. New coverage for you and/or your eligible spouse, party to a Civil Union or Domestic Partner,
provided your employer covers Domestic Partners, and/or dependents will be effective on the date of the birth,
placement of a foster child, adoption, or placement of adoption. However, the effective date for court-ordered eligible
child coverage will be determined in accordance with the provisions of the court-order.

3. You lose eligibility for coverage under a Medicaid plan or a state child health plan under title XXI of the Social
Security Act. You must request coverage within 60 days of the loss of coverage.

4, You become eligible for assistance, with respect to coverage under the group health plan or health insurance
coverage, under such Medicaid plan or state child health plan. You must request coverage within 60 days of such
eligibility.

This section “Special Enroliment Periods/Effective Date of Coverage” is subject to change by Plan and/or applicable law,
as appropriate.

Other Special Enroliment Events/Effective Dates of Coverage:

You must apply for or request a change in coverage within 30 days from the date of the below other special enroliment
events in order to qualify for the changes described in this Other Special Enroliment Events/Effective Dates of Coverage
section. Except as otherwise provided below, if you apply between the 1st day and the 15th day of the month, your effective
date will be the 1st day of the following month, or if you apply between the 16th day and the end of the month, you and your
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eligible spouse, party to a Civil Union, Domestic Partner and/or dependent's effective date will be the 1st day of the second
following month.

1. Loss of eligibility as a result of:
a. Legal separation, divorce, or dissolution of a Civil Union or a Domestic Partnership, provided your employer
covers Domestic Partners;
b. Cessation of dependent status (such as attaining the limiting age to be eligible as a dependent child under
this Certificate);
C. Death of an Eligible Person;
d. Termination of employment, reduction in the number of hours of employment.
2. Loss of coverage through an HMO in the individual market because you and/or your eligible spouse, party to a Civil

Union, Domestic Partner and/or dependents no longer reside, live or work in the Network Service Area.

3. Loss of coverage through an HMO, or other arrangement, in the group market because you and/or your eligible
spouse, party to a Civil Union Domestic Partner and/or dependents no longer reside, live or work in the Network
Service Area, and no other coverage is available to you and/or your eligible spouse, party to a Civil Union, Domestic
Partner and/or dependents.

4. Loss of coverage due to a plan no longer offering benefits to the class of similarly situated individuals that include
you.
5. Your employer ceases to contribute towards you or your eligible spouse, party to a Civil Union, Domestic Partner

and/or dependent's coverage (excluding COBRA continuation coverage).
6. COBRA continuation coverage is exhausted.

Coverage resulting from any of the special enroliment events outlined above is contingent upon timely completion
of the application(s), including proof of such event and remittance of the appropriate premiums in accordance with
the guidelines as established by the Plan. Your spouse, party to a Civil Union or Domestic Partner (provided your
employer covers Domestic Partners) and other dependents are not eligible for a special enrollment period if the
Group does not cover dependents.

This section “Other Special Enroliment Periods/Effective Date of Coverage” is subject to change by the Plan and/or
applicable law or regulatory guidance, as appropriate.

NOTIFICATION OF ELIGIBILITY CHANGES

It is the Eligible Person's responsibility to notify the Plan of any changes to an Eligible Person's name or address or other
changes to eligibility. Such changes may result in coverage/benefit changes for you and your eligible spouse, party to a
Civil Union, Domestic Partner and/or dependents. For example, if you move out of the Plan's “Network Service Area”. You
must reside, live or work in the geographic “Network Service Area” designated by the Plan. You may call the customer
service number shown on the back of your identification card to determine if you live in the Network Service Area, or log on
to the website at www.bcbsil.com.

INDIVIDUAL COVERAGE

If you have Individual Coverage, only your own health care expenses are covered, not the health care expenses of other
members of your family.

FAMILY COVERAGE

Under Family Coverage, your health care expenses and those of your enrolled spouse and your (and/or your spouse's)
enrolled children who are under the limiting age specified in the BENEFIT HIGHLIGHTS section of this Certificate will be
covered. All of the provisions of this Certificate that pertain to a spouse also apply to a party of a Civil Union. A Domestic
Partner and his or her children who have not attained the limiting age specified in the BENEFIT HIGHLIGHTS section of
this Certificate may also be eligible dependents, provided your employer covers Domestic Partners. All of the provisions of
this Certificate that pertain to a spouse also apply to a Domestic Partner, provided your employer covers Domestic Partners.

“Child(ren)” used hereafter in this Certificate, means a natural child(ren), a stepchild(ren), adopted child(ren), foster
child(ren), a child(ren) of your Domestic Partner (provided your employer covers Domestic Partners), a child(ren) who is in
your custody under an interim court order prior to finalization of adoption or placement of adoption vesting temporary care,
whichever comes first, a child(ren) of your child(ren), grandchild(ren), child(ren) for whom you are the legal guardian under
26 years of age, regardless of presence or absence of a child's financial dependency, residency, student status, employment
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status, marital status, eligibility for other coverage or any combination of those factors. In addition, enrolled unmarried
children will be covered up to the age of 30 if they:

1. Live within the Network Service Area of the Plan network for this Certificate; and
2. Have served as an active or reserve member of any branch of the Armed Forces of the United States; and
3. Have received a release or discharge other than a dishonorable discharge.

Coverage for children will end on the last day of the period for which premium has been accepted.

If you have Family Coverage, newborn children will be covered from the moment of birth. Please notify the Plan within 31
days of the birth so that your membership records can be adjusted. Your Group Administrator can tell you how to submit
the proper notice through the Plan.

Children who are under your legal guardianship or who are in your custody under an interim court order prior to finalization
of adoption or placement of adoption vesting temporary care, whichever comes first, and foster children will be covered. In
addition, if you have children for whom you are required by court order to provide health care coverage, those children will
be covered.

Any children who are incapable of self-sustaining employment and are dependent upon you or other care Providers for
lifetime care and supervision because of a disabling condition occurring prior to reaching the limiting age will be covered
regardless of age as long as they were covered prior to reaching the limiting age.

This coverage does not include benefits for grandchildren (unless such children have been legally adopted or are under
your legal guardianship).

Coverage under this Certificate is contingent upon timely receipt by the Plan of necessary information and initial premium.
MEDICARE ELIGIBLE ENROLLEES

A series of federal laws collectively referred to as the “Medicare Secondary Payer” (MSP) laws regulate the manner in which
certain employers may offer group health care coverage to Medicare eligible employees, spouses, and in some cases,
dependent children. References to spouse under this section do not include a party to a Civil Union with the Eligible Person
or the Domestic Partner (provided your employer covers Domestic Partners) of the Eligible Person or their children.

The statutory requirements and rules for MSP coverage vary depending on the basis for Medicare and employer group
health plan (“GHP”) coverage, as well as certain other factors, including the size of the employers sponsoring the GHP. In
general, Medicare pays secondary to the following:

1. GHPs that cover individuals with end-stage renal disease (“ESRD”) during the first 30 months of Medicare eligibility
or entitlement. This is the case regardless of the number of employees employed by the employer or whether the
individual has “current employment status.”

2. In the case of individuals age 65 or over, GHPs of employers that employ 20 or more employees if that individual
or the individual's spouse (of any age) has “current employment status.” If the GHP is a multi-employer or multiple
employer plan, which has at least one participating employer that employs 20 or more employees, the MSP rules
apply even with respect to employers of fewer than 20 employees (unless the plan elects the Small Employer
exception under the statute).

3. In the case of disabled individuals under age 65, GHPs of employers that employ 100 or more employees, if the
individual or a member of the individual's family has “current employee status.” If the GHP is a multi-employer or
multiple employer plan, which has at least one participating employer that employs 100 or more employees, the
MSP rules apply even with respect to employers of fewer than 100 employees.

Please see your employer or Group Administrator if you have any questions regarding the ESRD Primary Period
or any other provisions of the MSP laws and their application to you, your spouse or your dependents.

Your MSP Responsibilities

In order to assist your employer in complying with MSP laws, it is very important that you promptly and accurately complete
any requests for information from the Plan and/or your employer regarding the Medicare eligibility of you, your spouse and
covered dependent children. In addition, if you, your spouse or covered dependent child becomes eligible for Medicare, or
has Medicare eligibility terminated or changed, please contact your employer or your group administrator promptly to ensure
that your Claims are processed in accordance with applicable MSP laws.

IL_G_H_OF_2021 Blue Cross and Blue Shield of lllinois is a
Division of Health Care Service Corporation



YOUR IDENTIFICATION CARD

You will receive an identification (ID) card from the Plan. Your ID card contains your identification number. Do not let anyone
who is not named in your coverage use your card to receive benefits. If you want additional cards or need to replace a lost
card, contact Customer Service or go to www.bcbsil.com and get a temporary card online. Always carry your ID card with
you.

LATE APPLICANTS

If you do not apply for Family Coverage or to add dependents within the allotted time, you will have to wait until your Group's
annual open enrollment period to do so.

TERMINATION OF COVERAGE

If the Plan terminates your coverage under this Certificate for any reason, the Plan will provide you with a notice of
termination of coverage that includes the termination effective date and the reason for termination at least 30 days prior to
the last day of coverage, or such other notice, if any, permitted by applicable law or regulatory guidance, except as otherwise
provided in this Certificate.

You and your eligible spouse, party to a Civil Union, Domestic Partner and/or dependents' coverage will be terminated due
to the following events and will end on the dates specified below:

1. The termination date specified by you, if you provide reasonable notice.

2. When the Plan does not receive the full amount of the premium payment or other charge or amount on time or when
there is a bank draft failure of premiums for your and/or your eligible spouse, party to a Civil Union or Domestic
Partner and/or dependents' coverage and the grace period, if any, has been exhausted.

3. You no longer live, reside or work in the Plan's service area or live, reside or work in the Network Service Area.
4, In the case of intentional fraud or material misrepresentation.

The above termination events, Claim pending dates and coverage termination dates are subject to change as permitted by
applicable law, or regulatory guidance.

Cancellation of your coverage under this Certificate terminates the coverage of all your dependents under this Certificate.
Benefits will not be provided for any services or supplies received after the date coverage terminates under this Certificate,
unless specifically stated otherwise in this Certificate or below under the heading “Extension of Benefits in Case of
Discontinuance of Coverage”. However, termination of your coverage will not affect your benefits for any services or supplies
that you received prior to your termination date.

If you or your dependent’s coverage has been terminated and you believe you have met or will meet the eligibility
requirements of the Group Policy, please notify your Group and request reinstatement. For example, if you believe your
Policy was terminated in error, please provide proof of eligibility to your Group.

Termination of a Dependent's Coverage

If one of your dependents no longer meets the description of an eligible family member as described above under the
heading “Family Coverage,” his/her coverage will end as of the date the event occurs which makes him/her ineligible (for
example, date of divorce). Coverage for children will end on the last day of the calendar month in which they reach the
limiting age as shown in the BENEFIT HIGHLIGHTS section of this Certificate.

WHO IS NOT ELIGIBLE

1. Incarcerated individuals, other than incarcerated individuals pending disposition of charges.
2. Individuals that do not live, reside or work in the Network Service Area.
3. Individuals that do not meet the Plan's eligibility requirements or residency standards, as appropriate.

This section “WHO IS NOT ELIGIBLE” is subject to change by the Plan and/or applicable law, as appropriate.
Extension of Benefits in Case of Discontinuance of Coverage

If you are Totally Disabled at the time your entire Group terminates, benefits will be provided for (and limited to) the Covered
Services described in this Certificate which are related to the disability. Benefits will be provided when no coverage is
available under the succeeding carrier's policy due to the absence of coverage in the policy. Benefits will be provided for a
period of no more than 12 months from the date of termination. These benefits are subject to all of the terms and conditions
of this Certificate including, but not limited to, the requirements regarding Primary Care Physician referral. It is your
responsibility to notify the Plan, and to provide, when requested by the Plan, written documentation of your disability.
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This extension of benefits does not apply to the benefits provided in the Outpatient Prescription Drug Program Benefits of
this Certificate.

CONTINUATION COVERAGE RIGHTS UNDER COBRA

This CONTINUATION COVERAGE RIGHTS UNDER COBRA provision does not apply to your Domestic Partner and
their children.

NOTE: Certain employers may not be affected by CONTINUATION COVERAGE RIGHTS UNDER COBRA. See your
employer or Group Administrator should you have any questions about COBRA.

Introduction

You are receiving this notice because you have recently become covered under your employer's group health plan (the
Plan). This notice contains important information about your right to COBRA continuation coverage, which is a temporary
extension of coverage under the Plan. This notice generally explains COBRA continuation coverage, when it may
become available to you and your family, and what you need to do to protect the right to receive it.

The right to COBRA continuation coverage was created by a federal law, the Consolidated Omnibus Budget Reconciliation
Act of 1985 (COBRA). COBRA continuation coverage can become available to you when you would otherwise lose your
group health coverage. It can also become available to other members of your family who are covered under the Plan when
they would otherwise lose their group health coverage.

For additional information about your rights and obligations under the Plan and under federal law, you should review the
Plan's Summary Plan Description or contact the Plan Administrator.

What Is COBRA Continuation Coverage?

COBRA continuation coverage is a continuation of Plan coverage when coverage would otherwise end because of a life
event known as a “qualifying event.” Specific qualifying events are listed later in this notice. After a qualifying event, COBRA
continuation coverage must be offered to each person who is a “qualified beneficiary.” You, your spouse, and your
dependent children could become qualified beneficiaries if coverage under the Plan is lost because of the qualifying event.
Under the Plan, qualified beneficiaries who elect COBRA continuation coverage must pay for COBRA continuation
coverage.

If you are an employee, you will become a qualified beneficiary if you lose your coverage under the Plan because either
one of the following qualifying events happens:

1. Your hours of employment are reduced; or
2. Your employment ends for any reason other than your gross misconduct.

If you are the spouse of an employee, you will become a qualified beneficiary if you lose your coverage under the Plan
because any of the following qualifying events happens:

1. Your spouse dies;

2. Your spouse's hours of employment are reduced;

3. Your spouse's employment ends for any reason other than his or her gross misconduct;
4. Your spouse becomes enrolled in Medicare benefits (under Part A, Part B, or both); or
5. You become divorced or legally separated from your spouse.

Your dependent children will become qualified beneficiaries if they lose coverage under the Plan because any of the
following qualifying events happen:

1. The parent-employee dies;

The parent-employee's hours of employment are reduced;

The parent-employee's employment ends for any reason other than his or her gross misconduct;
The parent-employee becomes enrolled in Medicare benefits (under Part A, Part B, or both);

The parents become divorced or legally separated; or

S e

The child stops being eligible for coverage under the Plan as a “dependent child.”

IL_G_H_OF_2021 Blue Cross and Blue Shield of lllinois is a
Division of Health Care Service Corporation



If the Plan provides health care coverage to retired employees, the following applies: Sometimes, filing a proceeding in
bankruptcy under title 11 of the United States Code can be a qualifying event. If a proceeding in bankruptcy is filed with
respect to your employer, and that bankruptcy results in the loss of coverage of any retired employee covered under the
Plan, the retired employee will become a qualified beneficiary with respect to the bankruptcy. The retired employee's spouse,
surviving spouse, and dependent children will also become qualified beneficiaries if bankruptcy results in the loss of their
coverage under the Plan.

When Is COBRA Coverage Available?

The Plan will offer COBRA continuation coverage to qualified beneficiaries only after the Plan Administrator has been
notified that a qualifying event has occurred. When the qualifying event is the end of employment or reduction of hours of
employment, death of the employee, in the event of retired employee health coverage, commencement of a proceeding in
bankruptcy with respect to the employer, or the employee becomes entitled to Medicare benefits (under Part A, Part B, or
both), the employer must notify the Plan Administrator of the qualifying event.

You Must Give Notice of Some Qualifying Events

For the other qualifying events (divorce or legal separation of the employee and spouse or a dependent child's losing
eligibility for coverage as a dependent child), you must notify the Plan Administrator within 60 days after the qualifying event
occurs. Contact your employer and/or COBRA Administrator for procedures for this notice, including a description of any
required information or documentation.

How Is COBRA Coverage Provided?

Once the Plan Administrator receives notice that a qualifying event has occurred, COBRA continuation coverage will be
offered to each of the qualified beneficiaries. Each qualified beneficiary will have an independent right to elect COBRA
continuation coverage. Covered employees may elect COBRA continuation coverage on behalf of their spouses, and
parents may elect COBRA continuation coverage on behalf of their children.

COBRA continuation coverage is a temporary continuation coverage. When the qualifying event is the death of the
employee, the employee's becoming entitled to Medicare benefits (under Part A, Part B, or both), your divorce or legal
separation, or a dependent child’s losing eligibility as a dependent child, COBRA continuation coverage lasts for up to 36
months.

When the qualifying event is the end of employment or reduction of the employee's hours of employment, and the employee
became entitled to Medicare benefits less than 18 months before the qualifying event, COBRA continuation coverage for
qualified beneficiaries other than the employee lasts until 36 months after the date of Medicare entitlement. For example, if
a covered employee becomes entitled to Medicare 8 months before the date on which his employment terminates, COBRA
continuation coverage for his spouse and children can last up to 36 months after the date of Medicare entitlement, which is
equal to 28 months after the date of the qualifying event (36 months minus 8 months). Otherwise, when the qualifying event
is the end of employment or reduction of the employee's hours of employment, COBRA continuation coverage generally
lasts for only up to a total of 18 months. There are two ways in which this 18-month period of COBRA continuation coverage
can be extended.

Disability Extension of 18-Month Period of Continuation Coverage

If you or anyone in your family covered under the Plan is determined by the Social Security Administration to be disabled
and you notify the Plan Administrator in a timely fashion, you and your entire family may be entitled to receive up to an
additional 11 months of COBRA continuation coverage, for a total maximum of 29 months. The disability would have to
have started at some time before the 60th day of COBRA continuation coverage and must last at least until the end of the
18-month period of continuation coverage. Contact your employer and/or the COBRA Administrator for procedures for this
notice, including a description of any required information or documentation.

Second Qualifying Event Extension of 18-Month Period of Continuation Coverage

If your family experiences another qualifying event while receiving 18 months of COBRA continuation coverage, the spouse
and dependent children in your family can get up to 18 additional months of COBRA continuation coverage, for a maximum
of 36 months, if notice of the second qualifying event is properly given to the Plan. This extension may be available to the
spouse and dependent children receiving continuation coverage if the employee or former employee dies, becomes entitled
to Medicare benefits (under Part A, Part B, or both), or gets divorced or legally separated or if the dependent child stops
being eligible under the Plan as a dependent child, but only if the event would have caused the spouse or dependent child
to lose coverage under the Plan had the first qualifying event not occurred.
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If You Have Questions

Questions concerning your Plan or your COBRA continuation coverage rights, should be addressed to your Plan
Administrator. For more information about your rights under ERISA, including COBRA, the Health Insurance Portability and
Accountability Act (HIPAA), and other laws affecting group health plans, contact the nearest Regional or District Office of
the U. S. Department of Labor's Employee Benefits Security Administration (EBSA) in your area or visit the EBSA website
at www.dol.gov/ebsa. (Addresses and phone number of Regional and District EBSA Offices are available through EBSA's
website.)

Keep Your Plan Informed of Address Changes

In order to protect your family's rights, you should keep the Plan Administrator informed of any changes in the addresses of
family members. You should also keep a copy, for your records, of any notices you send to the Plan Administrator.

Plan Contact Information

Contact your employer for the name, address and telephone number of the party responsible for administering your COBRA
continuation coverage.

COVERAGE AFTER TERMINATION (lllinois State Laws)

The purpose of this section of your Certificate is to explain the options available for continuing your coverage after
termination, as it relates to lllinois state legislation. The provisions which apply to you will depend upon your status at the
time of termination. The provisions described in Article A will apply if you are the Eligible Person (as specified in the Group
Policy) at the time of termination. The provisions described in Article B will apply if you are the spouse of a retired Eligible
Person or the party to a Civil Union with a retired Eligible Person and are at least 55 years of age or the former spouse of
an Eligible Person or the former party to a Civil Union with a retired Eligible Person who has died or from whom you have
been divorced or from whom your Civil Union has been dissolved. The provisions described in Article C will apply if you are
the dependent child of an Eligible Person who has died or if you have reached the limiting age under this Certificate and
not eligible to continue coverage as provided under Article B.

Your continued coverage under this Certificate will be provided only as specified below. Therefore, after you have
determined which Article applies to you, please read the provisions very carefully.

ARTICLE A: Continuation coverage if you are the Eligible Person

If an Eligible Person's coverage under this Certificate should terminate because of termination of employment or
membership or because of a reduction in hours below the minimum required for eligibility, an Eligible Person will be entitled
to continue the Hospital, Physician and Supplemental coverage provided under this Certificate for himself/herself and his/her
eligible dependents (if he/she had Family Coverage on the date of termination). However, this continuation coverage option
is subject to the following conditions:

1. Continuation coverage will be available to you only if you have been continuously insured under the Group Policy
(or for similar benefits under any group policy which it replaced) for at least 3 months prior to your termination date
or reduction in hours below the minimum required for eligibility.

2. Continuation coverage will not be available to you if: (a) you are covered by Medicare or (b) you have coverage
under any other health care program which provides group hospital, surgical or medical coverage and under which
you were not covered immediately prior to such termination or reduction in hours below the minimum required for
eligibility.

3. Within 10 days of your termination of employment or membership or reduction in hours below the minimum required
for eligibility, your Group will provide you with written notice of this option to continue your coverage. If you decide
to continue your coverage, you must notify your Group, in writing, no later than 30 days after your coverage has
terminated or reduction in hours below the minimum required for eligibility or 30 days after the date you received
notice from your Group of this option to continue coverage. However, in no event will you be entitled to your
continuation coverage option more than 60 days after your termination or reduction in hours below the minimum
required for eligibility.

4. If you decide to continue your coverage under this Certificate, you must pay your Group on a monthly basis, in
advance, the total charge required by the Plan for your continued coverage, including any portion of the charge
previously paid by your Group. Payment of this charge must be made to the Plan (by your Group) on a monthly
basis, in advance, for the entire period of your continuation coverage under this Certificate.

5. Continuation coverage under this Certificate will end on the date you become eligible for Medicare or become
covered under another health care program (which you did not have on the date of your termination or reduction in
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hours below the minimum required for eligibility) which provides group hospital, surgical or medical coverage.
However, your continuation coverage under this Certificate will also end on the first to occur of the following:

a. Twelve months after the date the Eligible Person's coverage under this Certificate would have otherwise
ended because of termination of employment or membership or reduction in hours below the minimum
required for eligibility.

b. If you fail to make timely payment of required charges, coverage will terminate at the end of the period for
which your charges were paid.

C. The date on which the Group Policy is terminated. However, if this Certificate is replaced by similar
coverage under another group policy, the Eligible Person will have the right to become covered under the
new coverage for the amount of time remaining in the continuation coverage period.

ARTICLE B: Continuation Coverage if you are the former spouse of an Eligible Person or spouse of a retired Eligible

Person

If the coverage of the spouse of an Eligible Person should terminate because of the death of the Eligible Person, a divorce
from the Eligible Person, dissolution of a Civil Union from the Eligible Person, or the retirement of an Eligible Person, the
former spouse or retired Eligible Person's spouse if at least 55 years of age, will be entitled to continue the coverage
provided under this Certificate for himself/herself and his/her eligible dependents (if Family Coverage is in effect at the time
of termination). However, this continuation coverage option is subject to the following conditions:

1.

Continuation will be available to you as the former spouse of an Eligible Person or spouse of a retired Eligible
Person only if you provide the employer of the Eligible Person with written notice of the dissolution of marriage or
Civil Union, the death or retirement of the Eligible Person within 30 days of such event.

Within 15 days of receipt of such notice, the employer of the Eligible Person will give written notice to the Plan of
the dissolution of your marriage or Civil Union to the Eligible Person, the death of the Eligible Person or the
retirement of the Eligible Person as well as notice of your address. Such notice will include the Group number and
the Eligible Person's identification number under this Certificate. Within 30 days of receipt of notice from the
employer of the Eligible Person, the Plan will advise you at your residence, by certified mail, return receipt
requested, that your coverage and your covered dependents under this Certificate may be continued. The Plan's
notice to you will include the following:

a. A form for election to continue coverage under this Certificate.

b. Notice of the amount of monthly charges to be paid by you for such continuation coverage and the method
and place of payment.

C. Instructions for returning the election form within 30 days after the date it is received from the Plan.

In the event you fail to provide written notice to the Plan within the 30 days specified above, benefits will terminate
for you on the date coverage would normally terminate for a former spouse or spouse of a retired Eligible Person
under this Certificate as a result of the dissolution of marriage or Civil Union, the death or the retirement of the
Eligible Person. Your right to continuation coverage will then be forfeited.

If the Plan fails to notify you as specified above, all charges shall be waived from the date such notice was required
until the date such notice is sent and benefits shall continue under the terms of this Certificate from the date such
notice is sent, except where the benefits in existence at the time of the Plan's notice was to be sent are terminated
as to all Eligible Persons under this Certificate.

If you have not reached age 55 at the time your continued coverage begins, the monthly charge will be computed
as follows:

a. An amount, if any, that would be charged to you if you were an Eligible Person, with Individual or Family
Coverage, as the case may be, plus

b. An amount, if any, that the employer would contribute toward the charge if you were the Eligible Person
under this Certificate.

Failure to pay the initial monthly charge within 30 days after receipt of notice from the Plan as required in this Article
will terminate your continuation benefits and the right to continuation coverage.

If you have reached age 55 at the time your continued coverage begins, the monthly charge will be computed for
the first 2 years as described above. Beginning with the third year of continued coverage, an additional charge, not
to exceed 20% of the total amounts specified in (5) above will be charged for the costs of administration.
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10.

Termination of Continuation Coverage:

If you have not reached age 55 at the time your continued coverage begins, your continuation coverage shall end
on the first to occur of the following:

a. If you fail to make any payment of charges when due (including any grace period specified in the Group
Policy).
b. On the date coverage would otherwise terminate under this Certificate if you were still married to or in a

Civil Union with the Eligible Person; however, your coverage shall not be modified or terminated during the
first 120 consecutive days following the Eligible Person's death or entry of judgment dissolving the marriage
or Civil Union existing between you and the Eligible Person, except in the event this entire Certificate is
modified or terminated.

C. The date on which you remarry or enter another Civil Union.
d. The date on which you become an insured employee under any other group health plan.
e. The expiration of 2 years from the date your continued coverage under this Certificate began.

If you have reached age 55 at the time your continued coverage begins, your continuation coverage shall end on
the first to occur of the following:

a. If you fail to make any payment of charges when due (including any grace period specified in the Group
Policy).
b. On the date coverage would otherwise terminate, except due to the retirement of the Eligible Person under

this Certificate if you were still married to or in a Civil Union with the Eligible Person; however, your coverage
shall not be modified or terminated during the first 120 consecutive days following the Eligible Person's
death, retirement or entry of judgment dissolving the marriage or Civil Union existing between you and the
Eligible Person, except in the event this entire Certificate is modified or terminated.

C. The date on which you remarry or enter another Civil Union.
d. The date on which you become an insured employee under any other group health plan.
e. The date upon which you reach the qualifying age or otherwise establish eligibility under Medicare.

If you exercise the right to continuation coverage under this Certificate, you shall not be required to pay charges
greater than those applicable to any other Eligible Person covered under this Certificate, except as specifically
stated in these provisions.

If this entire Certificate is cancelled and another insurance company contracts to provide group health insurance at
the time your continuation coverage is in effect, the new insurer must offer continuation coverage to you under the
same terms and conditions described in this Certificate.

ARTICLE C: Continuation Coverage if you are the dependent child of an Eligible Person

If the coverage of a dependent child should terminate because of the death of the Eligible Person and the dependent child
is not eligible to continue coverage under ARTICLE B or the dependent child has reached the limiting age under this
Certificate, the dependent child will be entitled to continue the coverage provided under this Certificate for himself/herself.
However, this continuation coverage option is subject to the following conditions:

1.

Continuation will be available to you as the dependent child of an Eligible Person only if you, or a responsible adult
acting on your behalf as the dependent child, provide the employer of the Eligible Person with written notice of the
death of the Eligible Person within 30 days of the date the coverage terminates.

If continuation coverage is desired because you have reached the limiting age under this Certificate, you must
provide the employer of the Eligible Person with written notice of the attainment of the limiting age within 30 days
of the date the coverage terminates.

Within 15 days of receipt of such notice, the employer of the Eligible Person will give written notice to the Plan of
the death of the Eligible Person or of the dependent child reaching the limiting age, as well as notice of the
dependent child's address. Such notice will include the Group number and the Eligible Person's identification
number under this Certificate. Within 30 days of receipt of notice from the employer of the Eligible Person, the Plan
will advise you at your residence, by certified mail, return receipt requested, that your coverage under this Certificate
may be continued. The Plan's notice to you will include the following:

a. A form for election to continue coverage under this Certificate.
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b. Notice of the amount of monthly charges to be paid by you for such continuation coverage and the method
and place of payment.

C. Instructions for returning the election form within 30 days after the date it is received from the Plan.

4. In the event you, or the responsible adult acting on your behalf as the dependent child, fail to provide written notice
to the Plan within the 30 days specified above, benefits will terminate for you on the date coverage would normally
terminate for a dependent child of an Eligible Person under this Certificate as a result of the death of the Eligible
Person or the dependent child attaining the limiting age. Your right to continuation coverage will then be forfeited.

5. If the Plan fails to notify you as specified above, all charges shall be waived from the date such notice was required
until the date such notice is sent and benefits shall continue under the terms of this Certificate from the date such
notice is sent, except where the benefits in existence at the time of the Plan's notice was to be sent are terminated
as to all Eligible Persons under this Certificate.

6. The monthly charge will be computed as follows:
a. An amount, if any, that would be charged to you if you were an Eligible Person, plus
b. An amount, if any, that the employer would contribute toward the charge if you were the Eligible Person

under this Certificate.

Failure to pay the initial monthly charge within 30 days after receipt of notice from the Plan as required in this Article
will terminate your continuation benefits and the right to continuation coverage.

7. Continuation Coverage shall end on the first to occur of the following:
a. If you fail to make any payment of charges when due (including any grace period specified in the Group
Policy).
b. On the date coverage would otherwise terminate under this Certificate if you were still an eligible dependent
child of the Eligible Person.
C. The date on which you become an insured employee, after the date of election, under any other group
health plan.
d. The expiration of 2 years from the date your continued coverage under this Certificate began.
8. If you exercise the right to continuation coverage under this Certificate, you shall not be required to pay charges

greater than those applicable to any other Eligible Person covered under this Certificate, except as specifically
stated in these provisions.

9. If this entire Certificate is cancelled and another insurance company contracts to provide group health insurance at
the time your continuation coverage is in effect, the new insurer must offer continuation coverage to you under the
same terms and conditions described in this Certificate.

Other options that may be available for continuation coverage are explained in the continuation coverage sections of this
Certificate.

CONTINUATION COVERAGE FOR PARTIES TO A CIVIL UNION

The purpose of this provision of your Certificate is to explain the options available for temporarily continuing your coverage
after termination if you are covered under this Certificate as the party to a Civil Union with an Eligible Person or as the
dependent child of a party to a Civil Union with an Eligible Person. Your continued coverage under this Certificate will be
provided only as specified below. Please read the provisions very carefully.

Continuation Coverage

If you are a dependent who is a party to a Civil Union or their child and you lose coverage under this Certificate, the options
available to a spouse or to a dependent child as described in the CONTINUATION COVERAGE AFTER TERMINATION
(lllinois State Laws) provision of this Certificate are available to you. In addition, coverage similar to the options described
in the CONTINUATION COVERAGE RIGHTS UNDER COBRA provision of this Certificate will also be available to you.

NOTE: Certain employers may not be required to offer COBRA continuation coverage. See your Group
Administrator if you have any questions about COBRA, or your continuation coverage options.

In addition to the events listed in the CONTINUATION COVERAGE AFTER TERMINATION (lllinois State Laws) provision,

if applicable, continuation coverage is available to you and your eligible spouse, party to a Civil Union, Domestic Partner

and/or dependent children in the event you lose coverage because your Civil Union partnership with the Eligible Person

terminates. Your Civil Union will terminate if your partnership no longer meets the criteria described in the definition of “Civil
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Union” in the DEFINITIONS section of this Certificate. You are entitled to continue coverage for the same period of time as
a spouse or child who loses coverage due to divorce.

CONTINUATION COVERAGE FOR DOMESTIC PARTNERS

The purpose of this provision of your Certificate is to explain the options available for temporarily continuing your coverage
after termination, if you are covered under this Certificate as the Domestic Partner of an Eligible Person or as the dependent
child of a Domestic Partner. Your continued coverage under this Certificate will be provided only as specified below. Please
read the provisions very carefully.

Note: Domestic Partner coverage is available at your employer's discretion. Contact your employer for information
on whether Domestic Partner coverage is available for your Group.

Continuation Coverage

If you are the Domestic Partner or the dependent child of a Domestic Partner and you lose coverage under this Certificate,
you have the same options as the spouse or dependent child of an Eligible Person to continue your coverage. The options
available to a spouse or to a dependent child as described in the CONTINUATION COVERAGE AFTER TERMINATION
(lllinois State Laws) provision of this Certificate are available to you, if applicable to your Group. In addition, coverage
similar to the options described in the CONTINUATION COVERAGE RIGHTS UNDER COBRA provision of this Certificate,
will also be available to you.

NOTE: Certain employers may not be required to offer COBRA continuation coverage. See your Group
Administrator if you have any questions about COBRA, or your continuation coverage options.

In addition to the events listed in the CONTINUATION COVERAGE RIGHTS UNDER COBRA provision and the
CONTINUATION COVERAGE AFTER TERMINATION (lllinois State Laws) provision, if applicable, continuation coverage
is available to you and your eligible spouse, party to a Civil Union, Domestic Partner and/or dependent children in the event
you lose coverage because your Domestic Partnership with the Eligible Person terminates. Your Domestic Partnership will
terminate if your partnership no longer meets the criteria described in the definition of “Domestic Partnership” in the
DEFINITIONS section of this Certificate. You are entitled to continue coverage for the same period of time as a spouse or
child who loses coverage due to divorce.
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