AMENDMERNT NO. 01
to the Summary Plan Description of the
CiTY OF RENTON EMPLOYEE HEALTH CARE PLAN
' Medical SPlD

The Summary Plan Description effective 1/01/2011 is amended effective 10/01/2011 as foilows:

On page 75 of the Summary Plan Description, within the Prescription Drug Card Program, revise the Prescription
brug Preauthorization provision as foilows:

Delete:
« Growth Hormones: Medications used fo promote or stimulate growth (e.g. Genctropin, Humatrope,
Norditropin, Seresting). Limited-to $25,000.



AMENDMENT KO, 2
to-the Summary Plan Descriptions of the

CITY OF RENTON EMPLOYEE HEALTH CARE PLAN
CITY OF RENTON LEOFF | RETIREE HEALTH CARE PLAN

_Me&i.cal;.cnemai, and LEOFF [ Dental SPiY's

On. Page 10 of the Medical Summary- Plan Description, within the Schedule of Benefits, revise the
Preferred Provider Organization as follows:

HWMA Preferred.
-B00/700-7153
OR
www.accesshima.com

On page 51 of the Eﬁedica[ Summary Plan Description, ‘within the: Comprehensive Major Medical Benefits,
inder Cheamical Dependency Treatment, repiace the Inpatient Treatment with the following:

Inpatient Treatment

inpatient treatment for chemical dependency is ‘covered under e Plan.

On page 61 of the Medical Summary Plan Descnptlon ‘within the Combrehensive Majar Medical Benefits,
under Mental Health Treatment, repidce the. Inpatient Treatrment with the following:

inpatient Treatment

Inpatient mental health treatment is covered under fhie Plan.

On page 51 of the Medical Sumrnary Plan Desciipition, withinr the ‘Comprehensive Major Medical Beneﬁts
undsar Chemisal Dependenty Treaﬁnewt exchisions, add the. following;

Chemical Dependency treatment doss not include:

»  Wildemess or outdoor.treatment programs.

On page 82 of the Medical Summary Plan Déescription, within the Comprehensive Major Medical Benefits,
under Mental Health Treatiment, add the fellowing;

Mental Health freatment does not include:
= Pérsonal ifems.
= ltems or treatment not necessary ta the care orrecovery of the patien_t.

= Custodial care.
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« Education ortraining.

+  Wilderness of outdoor freatment programs,

On.page'51 of the Medical Summary Plan Description, within the Comprehensive Major Medical Benefn:s
under Chemical Dependsncy Treatment, add the following;

Coverage under this Plan includes treatment. in an inpatient medical facility, reSIdentlal treatment facility,
including partial day treatment, and oufpaﬂent treatmmient. Inpatient and residential senvices are covered when
medically necessary’

On page 62 .of the Medical Summary Plan Description, within the Comprehensive Major Medical Benefits,
under Menfal Health Treatments, revise the list.of Excluded Servites as follows:

« Services for residential tfeatment and services received at & Tesidential t'reatmehtzfacili_;ty,_

On page 87 of the Medical Summary Plan Deéscription, within the General Definitions, under Medical
Facility, revise the last paragraph as follows:

The term ‘Hospital” or ‘Medical Facility” will not fnicluge an institution: which s primarily: a place. for rest or
retiremient; -a fesidential treatment fadility (except as provided undet the Chermical. Dependency Treatment
bensfif), @ hesith resort; a place Tor the aged; a convalescent home; juverile boot camps (e.g., Outward Bound,
wilderness survival programs); or'a nursing home.

On Page 52 of the Medical Summary Plan Descr;ptmn ‘within the Comprehensive Majar Medical Beneﬂt&t
section, add the fol]oxmng to the Dental Services benefit

DENTAL SERVICES

Procedures performed by an oral surgeon to-excise and!or biopsy suspected lesions, exdise confimned tumors
or malignancies of the oral cavity, tongue; or jaw whether done in a dental office or a hospital.

On Page 53 of the Medical Summary Plan Description, within the Comprehenswe Major Medicai Benefits
section, revise the Dletary Education, as follows:

DIETARY EDUCATION

Dietary education ts a covered benefit, if provided by a physician as: defined under this Plan. Benefits will be
provided for education, . guidance, and nutritional therapy for-individuals with. flinesses or diseases that can be:
improved with dist, mc[udmg, but not limited to diabetes, high blood pressure, and: “high choFestero[ The Plan
Supervisor wilt be the final authority on which education programs will meet the crieria of eligibility.

On page 72 of the Medical Summary Plan Description, within the General Exclusions to the Wedical Plan,
add the foliowing!

Cochiear implants and bone anchored hearing aid (BAHA) devices are not covered.
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On page 89 of the Medical Summary Plan.Description, within the General Definitions, add the following tothe
definition of Physician/Provider:

¢ Atdiologist

s Certified Psychiatric/Mental Health Clinical Nurse

¢ |jcensed Professional Counselor

s+ Licensed Speech Language Pathologist (S.L.P)

¢« Psychiatrist (M.D.)

On page 96 of the Medical Summary Plan Description and on page 45 of the Dental Summary Plan
Description, within the General Provigions, replace ihe Coordination of SBenefits provisions with the
following:

COORDINATION OF BENEFITS
Definitions

The terin “allowsble expense” shall mean the. usual, customary and reasanable {UCR} expense, at least a
portion of ‘Which is paid under af least-one of- any mutﬁple plans covering the parficipant for whom the claim is
made. In no event will more than 100% of fotal allowable expenses be pald between all’ plans, nor will total
payment by this Plan exceed the amount that this Plan would have paid as primary Plan.

Coordination of Beneﬁis. does:not apply to-outpatient prescription drug card programs.

The:tefm “order of benefits determination™shall mean the method far ascerfaining the order in which the: Plart
renders payment. The-principle applies:when another plan has a Caordlnauon of Benefits provns;on

Application

Under the order of benefits determination method, the plan that is obligated to pay its benefits first is kriown as
the primary Plan. The plan that is-obligated to pay additional benefits for allowable expenses ot paid by the
primary Plan is known as the: secondary Plan. When a parficipant is.enrolfed indertwo or more plans {policies),
an order of benefits determination will be made regarding which plan will pay first The -order of benefit
determination is-as follows:

The plan which-does not include a Coordination of Benefits provision will be primary:

The-jpi}an ;c:o\';'erjng the persbn‘ asa reﬁ'ree Wilt zbe'se'co‘ndary

5. 1f this Plan is covering the partu:lpant as 2 COBRA participant of z pariicipant of coniintiation coverage
pursuant to state law, this plan is-secondary to the participant’s cther plan.

6. When a dependent.child is covered under more than one-plan, the followmg rules apply Untess there is
a court decreg stating otherwise, plans coveririg a dependent chiid shall determine the order:of bensfits

as foilows_

(a) For.a dependent child whose parents are married or are living together; whether or not they have
everbeen married:

(i) The plan of the parent whose-birthday falls earfier in the-calendar year is the primary plah; 6r
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(ify 1t both parents have the same birthday, the plan: that: has covéred the parent longest is the
primary plan.

{b) Fora ci_epehdent child whose parents. are divorced o separated or are not living together, whether -
or not they have ever been maitied: :

() if a court:decree sfates that one of the parents is responsible for the dependent child’s health
care expenses or heahh care coverage and Lhe plan or that pareni has. actua] knowkedge of:

for the dependent chlld s health care exp rses, bui that parent‘s spouse does that parents
spouse’s plan is the: primafy plan. This jten shall not apply with respect to any claim
determination period or plan year during which benefits are: paid or provided before the entity
has actual knowiedge of the court decree provision:

(i) f & court deécrée states. that both parents aré responsible for the dependent child's health care
expenses or health care-coverage, the provisions. of:Subparagraph (a) of this paragraph shall
determine the order of benefits:

({iiiy If a court decree states that the parents. have. joint custody without spacifying that one parent
his responsmlhty for the heaith care expenses.or health care ‘coverage of the dependent child,
the provisions of Subparagraph {a) of this paragraph shall déetermine the order of benefits; or

(IV) if there is no:court decree allocating responsibility for the ‘child's health care expenses or health
gare coverage the arder of benefits for the child are as follows:

|, The plancavering the-custodial parent;

Il "The plan covering the custodial parent’s spouse;

HI. The plan covering the non-custodial parent; and then.
M Tii:#e plan covering the:non-custodial parent's spouse.

For a dependent child covered under more than one planof individuals 'whg-are nol the parenis of the
child, the order of benefits shall be detarmined, as applicable, under Subparagrapn (a) ot (b) of this
psragraph as if those individuals were parénts of the child.

7. Where the order of payment cannet be determined in accordance with (1), (2), (3), (4)..(5), or{) above,
the primary Plan.shall be deamed to be the:plan which has covered e paben‘t for the ionger periog of

fime.

8. 'Where-the order of payment cannot be determined in accordance with (1), (2),:(3), (4}, (5), (8), or (7)
above, the primary Plan shall be deemed to be the plan which has covered the employee for the

Ionges_t fime.
Coordination of benefits with Medicare is goverried by the Medicare Secondary Payer rules.
Coordination-of Benefits with Medicaid.

In all cases; benefits available through a state or Federal Medicawd program will be secondary-or subseguent to
the beriefits of this Plan.
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On page 34 of the LEOFF | Dental Summary Plan Description, within the General Provisions, replace the
Coordination of Bengfits provisions with the following:

COORDINATION OF BENEFITS
‘Definttions

The term. “allowable expense’ shall mean the asual, customary and reasonable’ (UCR) &xpense, at least a
‘portion of which is paid under at least one of any muiltiple ptans covering the participant for whom the claim is
made. In no event will-mare than 100% .of total allowable expenses. be pald between all plans, nor will total
payment by this Plan exceed the amount that this:Plan would have paid as primary Plan.

Coordination of Benefits does not apply to outpatient preseription drug card programs.

The term “order of beneiits determination” shall mean the method for ascertaining the order in which the Plan
renders payment. The principle applies when another plan has a Coordination of Beriefits provisiorn.

Application

Under the order of benefits determination methed, the plan that is obligated to pay its benetits first is known as
the pdmary: Plan. The plan that is.obligated to pay additional benefits for allowable expenses not. paid by. the
primary Plamis known as the ‘secondary Plan. When & participant is enrolied under two or more plans- {policies),
an order of benefits defermination will be IMae regarding which plan will pay first. The order of benefit:
determination is as follows:

1. The ptan which does not include a Coordination of Benefits provision:will be primary.
The plan covering the person as a retiree:will be secbndéz}k-

3. The plan covering the person as the: employee {or insured, member, or subscriber) of the policy will be
primary.

4. This Plan-will pay secondary to any individual pelicy;

5, |fthis Plan Js covering the participant-as-a COBRA parficipant or & participant of centiuation coverage
pursuant to state law, this plan is secondary to the participant’s other plan.

6. Where the order of payment cannot be determined in‘accordance with (1}, {2), (8), (4, (5), or (6) above,
the primary Plan shall be desmed to be the plan which hag covered the patient for the longer perlod of '

fime.

7. Where the order of payment cannot be defermined in accordance with (1), {23; (3), (4), (8); B); or {7)
above, the primary Plan shall be deemed o be the plan which has covered the empioyee for the
Icmgesi time.

Coordination of benefits with Medicare is goVerned by the Medicare Secondaty Payer rulés.

Coordination of Benefits with Medicaid

In all cases, benefits. availabie through a state or Federal Medicaid program will be secondary or subssgquent to
the benefits of thls Plan..
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-On pages 68-72 of the Medical Summary Plan Deseription, replace the General Exclusions to the Medical
Pian with the following;

GENERAL EXCLUSIONS TO THE MEDICAL PLAN

This-section of: your booklet explaing circumstances in'which all the medical benefits of this Plan are limited or
it which no benefits are- prowded Benefits may also be affected by the Health Services provisions of the plan.
Your eligibifity and. expenses are subject to all Plan condifions, exclusions, and limitations, lnc!uding medical
necessﬁy In-addition, sorme benefits have their own limitaions.

In addition o the specific fimitations stated elsewhere in this booklet, the Plan will not provide benefits for:

Abortion — Vpluntary termination of pregnancy for.dépendent children..
Adoption Expenses —Adopfion expenses or any expenses related to surrogaie parenting.

AIcohol[DruglChemical Dependency — Except. as provided under the Chemical Dependency Treatment
section, any medical freatment required because of the iise of narcofics or thie use of hallicinogens in any form'
unless the freatment is prescribed by a physiciar,

Alternative Medicine — Services rendered by homegpath, herbalist, ‘and acupressurist, Semces for
acupressure m!ﬁng faith heatmg serviges, of reflexology.

Appéintments, (Missed, Cancelled, Telephonic and Electronic) — Missed or canceled -appointments or for
telephone and electronic consultations. .

'Birth Contral — Except as provided under the Prescription. Drug: Card Program legend oral contraceptives,
nenprescription drugs, implants, injectables, davices, and supplies related to birth control. Examples of what is
not covered inclide, but nof fimited o, the: following: oral contraceptives: intrauterine devices ({UDs);
intervaginal rings; dlaphragms* condoms; sponges; ‘contraceptive- foam, jelly or other spermicidal item; and
injections, Removal of [UD's, rmplants and other devices are. not covered regardless of the reason for the

- removal. Please se& the Prescriptzcn Drug Card Program for additional information.

Breast implants- Charges for bréast implants éxcept as provided herein.

Cosmetic and Reconstructive Surgery - Cosmetic surgery or related medical facility admission, unless
madg necessary;

1. When related o an iliness or injury.

2. Except: as specifically excluded by this plan, for correction: of congenital deformity: To be covered, the:
surgery must be done within 18 years of the. date of birth.

3. A member receiving benefits for a medically necessary mastectomy who elects breast reconstrucfion after
the mastectomy, will also receive coverage for:
« Reconstruction of the biéast on which the mastectorny has been performied
+ Surgery and reconsiruction of the:other bieast to produce & symmetrical appearance
e Prostheses

« Treatment-of physical complications of'all stages of mastectomy; including lymphedemas

Thcs coverage wﬂ[ be prowded ;n Consu!tatton W|th the aﬁendlng phys;c;an and the'patient, and will be
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Counseling, Education, or Training Services - Counseling, education, or fraining services. except as staied
under the "Dietary Edueation” ‘and “Chemical Dependency. Treatment" benefits; This ‘includes vocational
assistance and oufreach; job. fraining such as work hardening programs; smoking cessation programs; famity,.
marital, sexual, social, fifestyle, nufritional, and fitness counseling: and other services or supplies thaf are
primarily educanonal in-nature other than as defined herair,

Court Ordered + Senvices and supplies that are court-ordered or are related to deferred prosecution, deferred:
or suspended sentencing, or driving Tights, if those services are not deemed medicaly necessary under the
Plan.

Custodial Care ~ Charges tor custodial care, except as specifically provided herein. Custodial care is care
whose primary purpose is io meet personal rather than. medical needs and which is provided by participants
with no special medical skills or training. Such care includes, but is nof Timited o7 helping a patient walk, getting
in or out of bed, and taking normally self-adiministared medtcune

Dental — Dental services: including treatment of the mouth, gums;-teeth, mouth tissues, jawbones or attached
muscie, upper of lower Jjaw augmentation reducfion procedures afthodontsc appliances, dentures and any”
sefvice: generaliy recognized as denial work. Hospital and. Physician. services rendered in: connection 'with
dental procedures are only covered if adequate freatment cannot be rendered without the use of hospitai
facilities, and if you have.a medical condition besides the ohe requiring: dental cafe that makes hospital care
medicaly necessary. The only exceplichs 1o this exciusion are the services and suppiles covered under the
Dental Services Benefif and the TM.) Benefit.

Driving Under the influence (BU!}:’Drwmg While intoxicated {DWE} - Charges for any mjury 10 a participaht
sustained while driving a vehicle that-is involved in an acoident whére the, participant is found .guilty of Driving

Under the Influence {BU) or Driving While intoxicated {DWI); guilt .of driving undér the. influence. of alcohol or -
illegal drugs.

Environmental Services — Milieu therapy and any other treatment designed to provide a changs in
environmeant-or'a controlled environment.

Experimental or Investigative — Services corisidéred’ 16 be experimental, investigative (as defined in the
Definition Section)-or.generally non-accepted medical practices at the time they are rendered.

Felony — Charges that are @ resuit .of any m_;ury or. Hiness: incurred by a paﬁrcspanr while that pariicipant is
panﬁ;mpa’ang in the commission of a° felony

Fertitity and infertility -~ Charges in associafion with infertility, and procedures to. restore’ fertm‘y orto induce
pregnancy, including but not fimited fo: corrective or reconsfructive surgery: hormone’ injections; fri-vitro
fertilization; embryo transfer; arfificial insemination, gamma. intra-fallopian, transfer Gl FT) fertility drugs
{includinig | but not fimiied to as Clomid, Petgonal or Serophene); or any other artifisial means. of cofiception.

Gender Change - Charges for génder change or for procedures o ¢hange one's physical characteristics {o
those of the opposite-gender.

Government. Facslat:.,er -- Charges by a facility owned or operated by the United States or any state or logal
government unless the pariicipant is iegaliy obilgated to pay. This does not apply fo covéred expenses
rendered by a redical facﬂrty owned or opeTated by the: Unitedd States Veteran's Administration when the
services dre provided 16 a participant for a rioh-sérvice. related iiness or injury.. The exciusion also does not
apply to covered expenses rendered by a United States military. medical facllity to parti cxpants ‘who are not-on
active military duty.

Habilitative, Education, of Training Servicss — Habilitative, education, or training services or supplies for
dysiex:a for attention deficit disorders, and for disorders or delays in the development of a child's fanguage,
cognitive, maolor, ofF social skills; mciudmg evaluations therefore, except’ as provided herein under the.
Neurodevelopmental Therapy-and Mental Health benefits.
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Hospice Bereavement - Charges for hospice bereavement freatment.

liegal Treatment — Charges for any illegal treatment or treaiment Tisted by the American Medical Association
{AIVIA) as having ho medical value.

Impotency -~ Charges associated with impotency and erectile: dysfunction, and. prccedures lo restore potency:
including but not limited to: corrective: or reconstructive surgery; hormone injections; penile implants; or
impoterigy drugs whether or ot they are the consequence of lllness or injury.

Jaw Augmentation/Reduétion —~ The Plan does not cover congenital reconstructive or cosmetic upper or .
lower jaw augmentation or reduction procedures (orthognathic surgery).

Lscensedlcertiﬁed Any. sesvices outside the scope of the provider's license, registration, or certification, or

that is furnished by a prowder that is not licensed, registered, or certified to provide the service orsupply by the .
State in which the senvices or supplies. are fumrshed Treatmert or services provided by anyone other than &

physician operating within the scope of thelr license, as defined herein..

Mail Expenses — :Mailing andlor shipping and handling expenses.
Medical Facility - Madical fadility services perfarmed in a facility other than as defined herein.

Meaica! Records and Reporis —+ Expenses for preparing medical reports, itemized bills, or claim forms, except
as expressly requested by or on behalf of the Plan.

) ﬂﬂailtariy Services - Charges for the treatment of 4 condition resulting from war or an act of war, declared of
undeclared, -or- an injury sustained or llinéss contracted while on duty with any military service for any county.

%eurodevelopmemal ?herapy -~ Charges for neurodevelopmerital therapy: traatmeni .except as. provided
herein, _

No'Charge - Charges:that the employee is not legally required to pay for or fo‘r;Ch‘a“fQGs‘W?ii‘éh \Aroﬁ_uld net have
been made in the absence.of this coverage.”

" Nen-Covered Services — Services or supplies directly related o any c;ondiimn sarvice, or supply that is pot
coverad by this: plan. This includes -any- comiplications ar:smg from any treatment, services or supplies- not

covered by this plan.

 Not Medically Necessary -- Services and supplies not medically necessary (as defined in the Definifion
‘Section) for the diagnosis:or treatment of an illness orinjury, untess otherwise listed as COVel"ed

ObesHy (and Morbid Obesity) --Treatment for obesaty {excessive weight and morbrd ObESlty) including
surgery of complications of suchi surgery, wiring ot the jaw or procedures of sitnilar nature; diet programs and/or
other therapies, except as provided herein.

Off Label Drug Use — Expenses refated to Off-.abel Drug Use, unless medically necessary; would otherwise
be a covered expense under the Plan; and the use meets the definition of Of-Label Drug Use, (as defined in
the General Definifion saction).

Orthotics: ~ Orthofics or other similar ‘supporfive devices jor the feet, except as provided in the Orthotics
benefits, .

Oveir-the-Counter — Over the counter drugs, suppiies, food supplements, infant formulas, and vitamins.

Personal ltems — Services for the convenience of the individual; family, or physician. Personai comfort or
service items while confined in a hospital, such as, but not fimited to, radio, television, telephone barber-or
beautician, and guest meals.
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Pregnancy (Dependent Children) — Services for pregnancy for dependent children, except as’ provided
herein,

Preventive Care — Charges from & nori-PPO provider for ahy prevéntive caré tréatment services, including but
not limited te gynecological éxams, pap. smears,.and immunizations.

Prefessional (and Semi-Professional) Athletics (Injury/lliness) -- Charges i connection with any. injury or
illness arising -out of or-in the course of any employment for wage or profit; or related'to professichal or semj-
professional athletics, including practice. '

Publc Programs Chérges that are reimbursed, or that are eligible to be reimbursed by any public program
except as otherwise required by law, '

Relatives - Charges incurred for treatiment or tare. by any provider if he or she is a relative; or freatment or
tare provided by any individual who ordinarily vesides with the participant.

Rest Home - Any services rendered by an institution, which is primarily a place of rest; a place for the aged, &
nursing home, sanitarium, or a convaleseent home. : '

Reversal of Sterilization - Charges forreversal or atiémpted réversal of sterilization.

Routine Foot Care -- Services for routine or palfiative foot care, including hygienic care; impression casting for
prosthetics or appliances and prescriptions: thereof; fallen arches, fiat fest, care of corns, bunions (except for
bone surgery), calluses, and toenails (except for ingrown toenail surgery), and other asymptomatic complaints
of the foof. This includés fobt-slipgort supplies, devices, and shies, extept as stated under the "Medical
Supplies,” or “Orthotics,” or “Prosthetic Appliances” benefits of the Plan.

Routine Services - Services: or supplies ihat are not directly related o an ilhess, injury, or distinet physical
symptoms. Examples-of routine services include, buf not limited to, rotiting physical exams, diagnostic. surgery,
premarital exams: apd insurance exams. These exclisions do not apply 1o services .and supplies specified
under the Preveniive Care Benefit, or fo roitine TMammoegrams. E

Self-Help Programs — Non-medical, seff-help programs such as *Outward Bound” or "Wildemess Strvival”
recreational or educational therapy.

Smioking Cessation - Trestment of classes to stop sricking.

Third Party Liability — Benefits payable under the terms of any automobile medical, personal injury protection,
automobile no fault, hormeowner; commercial premises, or-similar contract of insurance When such contract of
insurance isissued to; or makes benefits available fo, the covered ‘participant. This aléo includes tréatment of
jiness or injury-for which the third party is liable. s

Training — Services or supplies for learning disabiiities; vocafional assistanice and -outreach; job iraining or
other education or fraining services; except as provided herein.

Transportation - Transporiation by privats automphiles, taxi sefvice or other ground transportation, excapt.as
specifically provided herein,

Travel Expenses - Travel, whether or not recommended by a physician, except-as provided herein under the:
Ambulance benefits. .

Usual, Customary, and Reasonable (UCR) — Charges that are in excess of the wsual, cusiormary and
reasonable (UCR) fees for the services orsupplies provided.

Vision: Care - Eyeglasses; contact lenses; eye refractions or examinations for prescriptions of ﬁtﬁng_ of
eyeglasses, contact lenses or charges for radial keratotomy, except as provided herein. Charges' for vision:
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analysis, therapy, or training relating to muscular imbalance of the eye, and orthoptics are:not covered under
the Plan,

War — Treatment made necessary as a resuilt of war, declared or undeclared, or any act of war. An. &ct of
terrorism will _not.be-considere.d an act of war, declared or undedared.

Worker's Compensation - Services covered by or for-which the employee js entitied to benefits' under ‘any
Worker's Compensation or similar law.

Upon termination of this Plan, all expenses. incurred prior to the termination of this Plan, but not’
submiited to the Plan Supewlsor within 75 days of the effective date of termination of this Plan, will be.
_ exciuded from any benefit consideration.

On pages 38—39 of the ‘Dental Sunmary Plan Description, replace the ‘General Exclusions to the Medical
Plan with the following:

EXCLUSIONS AND LIMITATIONS TO THE DENTAL PLAN

This section of your booklet-explains circuinstances in which all the dental benefits of this Pian arg fimited or in
which no benefits are provided. Benefits may-also be affected by your eligibility and expenses are subject o all
Pian gondifions, exclusions, and limitations, including medical -necessity. in addition, some benefits have their

own fimitations.
In -addition to.the specific limitations statéd elsewhere. in this booklet, the Plan will not provide benefits for:

Appomtments (Missed, Cancelled, Telephonic and Eiectromc) - Missed or canceled appointments or for
telephone and glectronic consultatlons

Changing Dentists — Charges resulting from changing from one dentist fo another while receiving freatient;
or-from receiving care from more than one deéntist for one dental procedure; fo the extent that the total charges
- bifled exceed the amount that would have been billed if one dentist had performed all the: required dentai
sefvices.

Congenital Maiformation — Chiarges for congenital malformation.
Cosmetic Services — Charges for services or supplies-that are cosmetic in nature.

Dental Records and Reports ~ Expenses for preparinig dental reports, itemized bilis;-or cfaim forms, exceptas
expressly requested by or on behalf of the Plan.

Diagnostic Casts and Study Models — Chargés for diagnostic casts and study models except as proviged
under the Orthodontia benefit.

Experimental of Investigative — Seivices considered to be experimental, investigative (as defined in the
Definition-Section) or génerally non-accepted dental practices at the timsa they are rendered.

Lost, Stolen or Missing ltems = Charges for the replacement-of a lost, missing, or stolén prosthetic device.
Missing Tooth Exclusion — A part:aE or fully removable denture or fixed bridgework if involving replacernent of
one or more natural teeth extracted priorto the persof becoming covered under the Plan, unless the denture or

fixed bridgework also includes reptacement of a natural tooth which?

1. Is extracted while the person is-covered; the extraction of third molars (wisdom teeth) do not qualify
under the above.
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2. Was notan'abutment to-a partial denture or fixed bridge instalied within the preceding five years.
Nitrous oxide — Charges for Nitroiis oxide.

Night Guards - Charges for mght Quards, or other habit breaking dppliancas except as provided under the:
Orihodantia benefit.

Oral Hygiene Instruction — Charges related to oral hygierie instruction.
Precision Attachinerits - 'Charges_-ft}r precision of oifier elaborate attachments for any a ppii-arice.

Prescriptions. - Prescriptions are not-covered under the Dental Pian, Dental prescrzpbons are’ paid Under your
Prescription Brug Card Program.

Procedures Began Prior to Effective Daté of Coverage - Any procedure which began before the date the.
covered patficipant’s dental coverage started. X-rays and prophylaxis shall not be: deemed to start a dental
procedure.

Providers Other Than Dentists — Charges-for treatmant by otherthan a-dentist except that scaling or cleaning
of teeth and topical application of flucride may be performed by & licehsed déntal hygienist or dental assistant if
the reafrnent is rendered undér the siipaivision or the:direction of the dentist or is in accordance with state law.

Provis‘iana’lf"Spi’int}ing = Gharges for provisiondl splinfing.

Relatives — Charges incuried for freatment or caré by any provider if hie or she is 4 relative, or treatment or
care provided by any individual-who ordinanly resides with the parficipant, :

Services That Began Prior to Effective Date-of Coverage — A service which is;

1. An appliance, or modification of an appliance, fof which an impression: was made before such Derson
bécame coversgd.

2. A crown, bndge of gold festoration, for which a footh was prepared before. such person became
covered.

3: Roact canal therapy, for which the pulp chamber Was_o_pened befora such person became covered.

“Third Party Liability - Beneﬁts payable under thetefms of any-autofmobile medical, personal i injury. protection;
attormebiie no fault, homeowner, commercial premises, or similar coniract of insurance when ‘such contract of
insurance is issued fo, or makes benefits available 1o, the covered participant. This also includes treatment of
illness or injury for which the third party is liable.

Usual; Customary and Reasohable (UCR) — Charges that are in excess of the usual, customary and.
Teasonable (UCR) fees for the services or. supplies provided, or which exceed the UCR. charges. for the least
costly plan of treatmesit when theré is morg than one accepted method of treatment for a dental conditian,

Vertical Dimension (Restoration of) — Charges for denfures, crowns, miays onfays, bndgework splinting,.
other appilances or service, for which the plimary. purpose is fo increase verical dimehsion or restore
oeclusion, exceptas specn‘” calfy provaded herein under the TMJ section or under orthodontia benefits.

Worker's' Compensation < Services covered by or for which the employee is entitled to benefits under any
Worker's Compensation or similar law,

403432 2011



AMENDMENT NO. 3

to the Summary Plan Descriptions of the

CITY OF RENTON EMPLOYEE HEALTH CARE PLAN
CITY OF RENTON LEOFF | RETIREE HEALTH CARE PLAN

Medical, Dental, and LEOFF [ Dental SPD’s

The Summary Plan Description effective 01/01/11 is amended effective 01/01/12 as follows:

On page 10 of the Medical Summary Plan Description, within the Schedule of Benefits revise the HMA
Preferred Provider Network as follows:

Effective 1/1/12, the HMA Preferred network has expanded to include access to Regence of ldaho, and
Regence of Utah provider networks for members residing in Washington State and Oregon.

Idaho/Oregon/Utah/Washington Participants:
HMA Preferred
800/700-7153
OR
www.accesshma.com

The Summary Plan Descriptions effective 01/01/11 are amended effective 04/01/12 as follows:

On page 92 of the Medical Summary Plan Description, on page 30 of the LEOFF | Summary Plan
Description and on page 45 of the Dental Summary Plan Description within the General Provisions, delete
the Appealing a Claim provision, and on page 96 of the Medical Summary Plan Description, on page 34 of
the LEOFF | Summary Plan Description, and on page 49 of the Dental Summary Plan Description, within the
General Provisions, add Claim for Benefits and Appealing a Claim as follows:

CLAIMS FOR BENEFITS AND APPEALING A CLAIM

All claims and questions regarding health claims should be directed to the Plan Supervisor. The Plan
Administrator shall be ultimately and finally responsible for adjudicating such claims and for providing full and
fair review of the decision on such claims in accordance with the following provisions and with ERISA.
Benefits under the Plan will be paid only if the Plan Administrator decides in its discretion that the participant
is entitled to them. The responsibility to process claims in accordance with the Plan Document may be
delegated to the Plan Supervisor; provided, however, that the Plan Supervisor is not a fiduciary of the Plan
and does not have the authority to make decisions involving the use of discretion.

Each participant claiming benefits under the Plan shall be responsible for supplying, at such times and in such
manner as the Plan Administrator in its sole discretion may require, written proof that the expenses were
incurred or that the benefit is covered under the Plan. If the Plan Administrator.in its sole discretion shall
determine that the participant has not incurred a covered expense or that the benefit is not covered under the
Plan, or if the participant shall fail to furnish such proof as is requested, no benefits shall be payable under the
Plan.

A call from a provider who wants to know if an individual is covered under the Plan, or if a certain procedure is
covered by the Plan, prior to providing treatment is not a “claim,” since an actual clalm for benefits is not being
filed with the Plan. These are simply requests for lnformatlon and any response is not a guarantee of
benefits, since payment of benefits is subject to all Plan provisions, limitations and exclusions. Once
treatment is rendered, a clean claim (a claim which includes all the information necessary to make a decision)
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must be filed with the Plan (which will be considered a “Post-Service Claim™). At that time, a determination will
be made as to what benefits are payable under the Plan.

A participant has the right to request a review of an adverse benefit determination. If the claim is denied at the
- end of the appeal process, as described below, the Plan's final decision is known as a final adverse benefit
determination. iIf the Participant receives notice of a final adverse benefit determination, then the Participant
has the right to seek redress through the State or Federal Court Systems as applicable.

The claims procedures are intended to provide a full and fair review. This means, among other things, that
claims and appeals will be decided in a manner designed to ensure the independence and impartiality of the
persons involved in making these decisions.

Benefits will be payable to a Plan participant, or to a provider that has accepted an assignment of benefits as
consideration in full for services rendered.

According to Federal regulations which apply to the Plan, there are four types of claims: Pre-service (Urgent
and Nen-urgent), Concurrent Care and Post-service.

* Pre-service Claims. A “pre-service claim® is a claim for a benefit under the Plan where the Plan
conditions receipt of the benefit, in whole or in part, on approval of the benefit in advance of obtaining
medical care.

A “pre-service urgent care claim” is any claim for medical care or treatment with respect to which the
application of the time periods for making non-urgent care determinations could seriously jeopardize
the life or health of the participant or the participant's ability to regain maximum function, or, in the
opinion of a physician with knowledge of the participant's medical condition, would subject the
participant to severe pain that cannot be adequately managed without the care or treatment that is the
subject of the claim. ‘

If the Plan does not reguire the participant to obtain approval of a specific medical service prior to
getling treatment, then there is no pre-service claim. The participant simply follows the Plan’s
procedures with respect to any notice which may be required after receipt of freatment, and files the
claim as a post-service claim.

= Concurrent Claims. A “concurrent claim” arises when the Plan has approved an on-going course of
treatmenit to be provided over a period of time or number of treatments, and either:

» The Plan Administrator determines that the course of treatment should be reduced or terminated;
or

= The participant requests extension of the course of treatment beyond that which the Plan
Administrator has approved. :

If the Plan does not require the participant to obtain approval of a medical service prior to getting
treatment, then there is no need to contact the Plan Administrator to request an extension of a course
of treatment. The participant simply follows the Plan’s procedures with respect to any notice which
may be required after receipt of treatment, and files the claim as a post-service claim.

» Post-service Claims. A “post-service claim” is a claim for a benefit under the Plan after the services
have been rendered. :

When Health Claims Must Be Filed
Post-service health claims must be filed with the Plan Supervisor within one year from the date charges for

the service were incurred. Benefits are based upon the Plan’s provisions at the time the charges were
incurred. Claims filed fater than that date shall be denied.
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A pre-service claim (including a concurrent claim that also is a pre-service claim) is considered to be filed
when the request for approval of treatment or services is made and received by the Plan Supervisor in
accordance with the Plan’s procedures.

Upon receipt of the required information, the claim will be deemed to be filed with the Plan. The Plan
Supervisor will determine if enough information has been submitted to enable proper consideration of the
claim. If not, more information may be requested as provided herein. This additional information must be
received by the Plan Supervisor within 45 days from receipt by the participant of the request for additional
information. Failure to do so may result in claims being declined or reduced.

Timing of Claim Decisions
The Plan Administrator shall notify the participant, in accordance with the provisions set forth below, of any
adverse henefit determination (and, in the case of pre-service claims and concurrent claims, of decisions that

a claim is payable in full} within the following timeframes:

« Pre-service Urgent Care Claims:

If the participant has provided all of the necessary information, as soon as possible, taking into
account the medical exigencies, but not later than 72 hours after receipt of the claim.

» If the participant has not provided all of the information needed to process the claim, then the
participant will be nofified as fo what specific information is needed as soon as possible, but not
later than 24 hours after receipt of the claim.

« The participant will be notified of a determination of benefits as soon as possible, but not later than
72 hours, taking into account the medical exigencies, after the earliest of:

° The Plan’s receipt of the specified information; or
°  The end of the period afforded the participant to provide the information.

* If there is an adverse benefit determination, a request for an expedited appeal may be submitted
orally or in writing by the participant. All necessary information, inciuding the Plan's benefit
determination on review, may be transmitted between the Plan and the participant by telephone,
facsimile, or other similarly expeditious method. Alternatively, the participant may request an
expedited review under the external review process.

» Pre-service Non-urgent Care Claims:

= |If the participant has provided all of the information needed to process the claim, in a reasonable
period of time appropriate to the medical circumstances, but not later than 15 days affer receipt of
the claim, unless an extension has been requested, then prior to the end of the 15-day extension

. peried.

= |f the participant has not provided all of the information needed to process the claim, then the
participant will be notified as to what specific information is needed as soon as possible, but not
fater than 5 days after receipt of the claim. The participant will be notified of a determination of
benefits in a reasonable period of time appropriate to the medical circumstances, either prior to
the end of the extension period (if additional information was requested during the initial
processing period), or by the date agreed to by the Plan Administrator and the participant (if
additional information was requested during the extension period).

¢ Concurrent Claims:
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* Plan Notice of Reduction or Termination. If the Plan Administrator is notifying the participant of a
reduction or termination of a course of treatment (other than by Plan amendment or termination),
before the end of such period of time or number of treatments. The participant will be notified
sufficiently in advance of the reduction or termination te allow the participant to appeal and obtain
a determination on review of that adverse benefit determination before the benefit is reduced or
terminated. This rule does not apply if benefits are reduced or eliminated due to plan amendment
or termination. A simitar process applies for claims based on a rescission of coverage for fraud or
misrepresentation.

* Reguest by Participant Involving Urgent Care. If the Plan Administrator receives a request from a
participant to extend the course of treatment beyond the period of time or number of treatments
that is a claim involving urgent care, as soon as possible, taking inte account the medical
exigencies, but not later than 72 hours after receipt of the claim. :

" Request by Participant Involving Non-urgent Care. If the Plan Administrator receives a request
from the participant to extend the course of treatment beyond the period of time or number of
treatments that is a claim not involving urgent care, the request will be treated as a new benefit
claim and decided within the timeframe appropriate to the type of claim (either as a pre-service
non-urgent claim or a post-service claim).

* Reqguest by Participant Involving Rescission. With respect to rescissions, the following timetable
applies:

°  Notification to Participant - 30 days
°  Notification of adverse benefit determination on appeal - 30 days

s Post-service Claims:

= If the participant has provided all of the information needed to process the claim, in a reasonable
period of time, but not later than 30 days after receipt of the claim, unless an extension has been
requested, then prior to the end of the 15-day extension period.

= If the participant has not provided all of the information needed to process the claim and additional
information is requested during the initial processing period, then the participant will be notified of
a determination of benefits prior to the end of the extension period, unless additional information is
requested during the extension period, then the participant will be notified of the determination by
a date agreed to by the Plan Administrator and the participant.

» Extensions — Pre-service Urgent Care Claims. No extensions are available in connection with Pre-
service urgent care claims.

e Extensions — Pre-service Non-urgent Care Claims. This period may be extended by the Plan for up to
15 days, provided that the Plan Adminisirator both determines that such an extension is necessary
due to matters beyond the control of the Plan and notifies the participant, prior to the expiration of the
initial 15-day processing period, of the circumstances requiring the extension of time and the date by
which the Plan expects to render a decision. ‘

¢ Extensions — Post-service Claims. This period may be extended by the Plan for up to 15 days,
provided that the Plan Administrator both determines that such an exiension is necessary due to
matters beyond the control of the Plan and nofifies the participant, prior to the expiration of the initial
30-day processing period, of the circumstances requiring the extension of time and the date by which
the Plan expects to render a decision.
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Calculating Time Periods. The period of time within which a benefit determination is required to be
made shall begin at the time a claim is deemed to be filed in accordance with the procedures of the
Plan.

Notification of an Adverse Benefit Determination

The Plan Administrator shall provide a participant with a notice, either in writing or electronically (or, in the
case of pre-service urgent care claims, by telephone, facsimile or similar method, with written or electronic
notice). The notice will state in a culturally and linguistically appropriate manner and in a manner calculated to
be understood by the participant. The notice will contain the following information:

Information sufficient to allow the participant to identify the claim involved (including date of service,
the healthcare provider, the claim amount, if applicable, the diagnosis code and its corresponding
meaning, and the treatment code and its corresponding meaning);

A reference to the specific portion(s) of the plan provisions upon which a denial is based:;

Specific reason(s) for a denial, including the denial code and its corresponding meaning, and a
description of the Plan’s standard, if any, that was used in denying the claim:

A description of any additional information necessary for the participant to perfect the claim and an
explanation of why such information is necessary;

A description of the Plan’s review procedures and the time limits applicable to the procedures. This
description will include information on how to initiate the appeal and a statement of the participant’s
right to bring a civil action under State laws or section 502(a) of ERISA, as applicable, following an
adverse benefit determination on final review;

A statement that the participant is entitled to receive, upon request and free of charge, reasonable
access to, and copies of, all documents, records and other information relevant to the participant's
claim for benefits;

The identity of any medical or vocational experts consulted in connection with a claim, even if the Plan
did not rely upon their advice (or a statement that the identity of the expert will be provided, upon
request);

Any ruie, guideline, protocol or similar criterion that was relied upon, considered, or generated in
making the determination will be provided free of charge. If this is not practical, a statement will be
included that such a rule, guideline, protocol or similar criterion was relied upon in making the
determination and a copy will be provided to the participant, free of charge, upon request;

In the case of denials based upon a medical judgment (such as whether the freatment is medically
necessary or experimental), either an explanation of the scientific or clinical judgment for the
determination, applying the terms of the Plan to the participants medical circumstances, will be
provided. If this is not practical, a statement will be included that such explanation will be provided to
the participant, free of charge, upon request; and

Information about the availability of, and contact information for, an applicable office of health
insurance consumer assistance or ombudsman established under applicable federal law to assist
individuals with the internal claims and appeals and external review processes.

In a claim involving urgent care, a description of the Plan’s expedited review process.
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Appeal of Adverse Benefit Determination

ull and Fair Review of All Claims

fn cases where a claim for benefits is denied, in whole or in part, and the participant believes the claim has
been denied wrongly, the participant may appeal the denial and review pertinent documents. The claims
procedures of this Plan provide a participant with a reasonable opportunity for a full and fair review of a claim
and adverse benefit determination. More specifically, the Plan provides:

Participants 180 days following receipt of a notification of an initial adverse benefit determination
within which to appeal the determination and 180 days to appeal a second adverse benefit
determination.

Participants the opportunity to submit written comments, documents, records, and other information
relating to the claim for benefits;

For a review that does not afford deference to the previous adverse benefit determination and that is
conducted by an appropriate named fiduciary of the Plan, who shall be neither the individual who
made the adverse benefit determination that is the subject of the appeal, nor the subordinate of such

‘individual:

For a review that takes into account all comments, documents, records, and other information
submitted by the participant relating to the claim, without regard to whether such information was
submitted or considered in any prior benefit determination; ‘

That, in deciding an appeal of any adverse benefit determination that is based in whole or in part upon
a medical judgment, the Plan fiduciary shall consult with a health care professional who has
appropriate training and experience in the field of medicine involved in the medical judgment, who is
neither an individual who was consulted in connection with the adverse benefit determination that is
the subject of the appeal, nor the subordinate of any such individual;

For the identification of medical or vocational experts whose advice was obtained on behalf of the
Plan in connection with a claim, even if the Plan did not rely upon their advice;

That a participant will be provided, upon request and free of charge, reasonable access to, and copies
of, all documents, records, and other information relevant to the participant's claim for benefits in
possession of the Plan Administrator or the Plan Supervisor; information regarding any voluntary
appeals procedures offered by the Plan; any internal rule, guideline, protocol or other similar criterion
relied upon, considered or generated in making the adverse determination; and an explanation of the
scientific or clinical judgment for the determination, applying the terms of the Plan to the participant's
medical circumstances; and

In an urgent care claim, for an expedited review process pursuant to which: .

= A request for an expedited appeal of an adverse benefit determination may be submitted orally or
in writing by the participant; and

* All necessary information, including the Plan’s benefit determination on review, shall be
transmitted between the Plan and the participant by telephone, facsimile or other availabie
similarly expeditious method.

Requirements for First Appeal

The participant must file the first appeal in writing using a Request for Review of Benefit Denial form (although
oral appeals are permitted for pre-service urgent care claims) within 180 days following receipt of the notice of
an adverse benefit determination. If the participant would like to authorize another individual to act on their
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behalf in regards to the appeal, an Appointment of Authorized Representative form must be submitted with
the appeal. A Request for Review of Benefit Denial form and an Appointment of Authorized Representative
form can be obtained by calling HMA's Customer Service Department at 800/700-7153, at
www accesshma.com or by logging onto your HealthX account at www.healthx.com.

For pre-service urgent care claims, if the participant chooses to orally appeal, the participant may telephone:

Healthcare Management Administrators, Inc.
425/462-1000 Seattle Area
800/700-7153 All Other Areas

To file an appeal in writing, the participant's appeal must include a Request for Review of Benefit Denial form
and be addressed and mailed or faxed as follows:

Healthcare Management Administrators, Inc.
Attn: Appeals

P.O. Box 85008

Bellevue, Washington 98015-5008
425/462-1000 - Seattle Area

800/700-7153 - All Other Areas
866/458-5488 - Fax

[t shall be the responsibility of the Participant to submit proof that the claim for benefits is covered and
payable under the provisions of the Plan. Any appeal must include:

» A completed Request for Review of Benefit Denial form;

The name of the employee/participant;

o The employee/participant's member |ID number;

= The group name or identification number;

¢ All facts and theories supporting the claim for benefits. Failure to include any theories or facts in
the appeal will result in their being deemed waived. In other words, the participant will lose the
right to raise factual arguments and theories which support this claim if the participant fails to

include them in the appeatl;

e A statement in clear and concise terms of the reason or reasons for disagreement with the handling of
the claim; and

* Any material or information that the participant has which indicates that the participant is entitled to
benefits under the Plan.

If the participant provides all of the required information, it may be that the expenses will be eligible for
payment under the Plan.

Timing of Notification of Benefit Determination on First Review

The Plan Administrator shall notify the participant of the Plan’s benefit determination on first review within the
following timeframes:

» Pre-service Urgent Care Claims: As soon as possible, taking into account the medical exigencies, but
not later than 72 hours after receipt of the appeal.
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Pre-service Non-urgent Care Claims: Within a reasonable period of time appropriate to the medical

circumstances, but not fater than 15 days after receipt of the appeal.

Concurrent Claims: The response will be made in the appropriate time period based upon the type of

claim — pre-service urgent, pre-service non-urgent or post-service.

Post-service Claims; Within a reasonable period of time, but not later than 30 days after receipt of the

appeal.

Calgulating Time Periods. The period of time within which the Plan’s determination is required to be made

shall begin at the time the first appeal is filed in accordance with the procedures of this Plan, without regard to
whether all information necessary to make the determination accompanies the filing. _

Manner and Content of Notification of Adverse Benefit Determination on First Review

The Plan Administrator shall provide a participant with notification, with respect to pre-service urgent care
claims, by telephone, facsimile or similar method, and with respect to all other types of claims, in writing or
electronically, of a Plan’s adverse benefit determination on review, setting forth:

information sufficient to allow the participant to identify the claim involved (including date of service,
the healthcare provider, the claim amount, if applicable, the diagnosis code and its corresponding
meaning, and the treatment code and its corresponding meaning);

A reference to the specific portion(s) of the plan provisions upon which a denial is based:

Specific reason(s) for a denial, including the denial code and its corresponding meaning, and a
description of the Plan's standard, if any, that was used in denying the claim;

A description of any additional information necessary for the participant to perfect the claim and an
explanation of why such information is necessary;

A description of the Plan’s review procedures and the time limits applicable to the procedures. This
description will include information on how to initiate the appeal and a statement of the participant's
right to bring a civil action under section 502(a) of ERISA following an adverse benefit determination
on final review;

A statement that the patticipant is entitled to receive, upon request and free of charge, reasonable
access to, and copies of, all documents, records, and other information relevant to the participant's
claim for benefits;

The identity of any medical or vocational experts consulted in connection with a claim, even if the Plan
did not rely upon their advice (or a statement that the identity of the expert wiil be provided, upon
reguest);

Any rule, guideline, protocol or similar criterion that was relied upon, considered, or generated in
making the determination will be provided free of charge. If this is not practical, a statement will be
included that such a rule, guideline, protocol or similar criterion was relied upon in making the
determination and a copy will be provided to the participant, free of charge, upon request;

In the case of denials based upon a medical judgment (such as whether the treatment is medically
necessary or experimental), either an explanation of the scientific or clinical judgment for the
determination, applying the terms of the Plan to the participant’s medical circumstances, will be
provided. If this is not practical, a statement will be included that such explanation will be provided to
the participant, free of charge, upon request; and

4034a3_2011



« The following statement: “You and your Plan may have other voluntary alternative dispute resolution
options, such as mediation. One way to find out what may be available is to contact your local U.S.
Department of Labor Office and your state insurance regulatory agency.”

Requirements for Second Appeal

Upon receipt of notice of the Plan’s adverse benefit determination regarding the first appeal, the participant
must submit a second appeal in writing using 2 Request for Review of Benefit Denial form (although oral
appeals are permitted for pre-service urgent care claims) within 180 days. If the participant would like to
authorize another individual to act on their behalf in regards to the second appeal, an Appointment of
Authorized Representative form must be submitted with the appeal. A Request for Review of Benefit Denial
form and an Appointment of Authorized Representative form can be obtained by calling HMA’s Customer
Service Department at 800/700-7153, at www.accesshma.com or by logging onto your HealthX account at
www.healthx.com.

As with the first appeal, the covered participant’s second appeal must be in writing and must include all of the
~ items set forth in the section entitled "Requirements for First Appeal.”

Timing of Notification of Benefit Determination on Second Review

The Plan Administrator shall notify the participant of the Plan’s benefit determination on second review within
the foliowing timeframes:

» Pre-service Urgent Care Claims: As soon as possible, taking into account the medical exigencies, but
not later than 72 hours after receipt of the appeal.

» Pre-service Non-urgent Care Claims: Within a reasonable period of time appropriate to the medical
circumstances, but not later than 15 days after receipt of the appeal.

¢ Concurrent Claims: The response will be made in the appropriate time period based upon the type of
claim — pre-service urgent, pre-service non-urgent or post-service.

e Post-service Claims: Within a reasonable period of time, but not later than 30 days after receipt of the
appeal.

Calculating Time Periods. The period of time within which the Plan’'s determination is required to be made
shall begin at the time the first appeal is filed in accordance with the procedures of this Plan, without regard to
whether all information necessary to make the determination accompanies the filing.

Manner and Content of Notification of Adverse Benefit Determination on Second Review

The same information must be included in the Plan’s response to a second appeal as a first appeal, except
for:

* A description of any additional information necessary for the covered person to perfect the ctaim and
an explanation of why such information is needed; and

e A description of the Plan’s review procedures and the time limits applicable to the procedures. See the
section entitled "Manner and Content of Notification of Adverse Benefit Determination on First
Appeal.”

Furnishing Documents in the Event of an Adverse Determination
In the case of an adverse benefit determination on review, the Plan Administrator shall provide such access

to, and copies of, documents, records, and other information described in the section relating to “Manner and
Content of Nofification of Adverse Benefit Determination on Review” as appropriate.
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Decision on Review

If, for any reason, the paricipant does not receive a written response to the appeal within the appropriate time
period set forth above, the participant may assume that the appeal has been denied. The decision by the Plan
Administrator or other appropriate named fiduciary of the Plan on review will be final, binding and conclusive
and will be afforded the maximum deference permitted by law. All claim review procedures provided for in
the Plan must be exhausted (first level and second level review) before any legal action is brought.

The decision of the Plan on Second Review is the final level of appeal available to Plan Participants under the
Plan. No further appeal rights are available. The Plan Participant has the right to bring civil action under
either state law or under section 502(a) of ERISA once their appeal rights are exhausted.



AMENDMENT NO. 4
to the Summary Pian Descriptions of the

CITY OF RENTON EMPLOYEE HEALTH CARE PLAN

Medicai SPD

The Summary Plan Description effective 01/01/11 is amended effective 05/01/12 as follows:

On Page 10 of the Summary Plan Description, within the Schedule of Benefits, add the following to the
Preferred Provider Organization information: ' ,

RETIRED Participants in all other States or when traveling:
PHCS Network
806/700-7153
OR
www.accesshma.com

Eligible expenses will be paid for covered retirees (this provision does not apply to active employees or their
dependents) at the preferred level when:

* The services are billed by a preferred provider, hospital, or medical facility.

» The services are for a non-preferred assistant surgeon or anesthesiologist, where the medical facility
and the primary surgeon are both preferred providers.

* You receive emergency services inside or outside the network area.
Retired participants who do not reside within the HMA Preferred PPO Network service area (WA, OR, ID, and

UT) but travel to it must use a HMA Preferred PPO Network provider in order receive services covered at the
preferred network level of benefit.



AMENDMENT NO. 5
to the Summary Plan Descriptions of the

CITY OF RENTON EMPLOYEE HEALTH CARE PLAN
CITY OF RENTON LEOFF | RETIREE HEALTH CARE PLAN
Medical, Dental, and LEOFF | Dental SPD’s

The Summary Plan Descriptions effective 01/01/11 are amended effective 09/01/12 as follows:

On Page 10 of the Medical Summary Plan Description, within the Schedule of Benefits, add/revise the
following to the Preferred Provider Organization information:

Participants in ali other States or when traveling:
PHCS Network
800/700-7153
OR
www.accesshma.com

Eligible expenses will be paid at the preferred level when:
« The services are billed by a preferred provider, hospital, or medical facility.

» The services are for a non-preferred assistant surgeon or anesthesiologist, where the medical facility
and the primary surgeon are both preferred providers.

» You receive emergency services inside or outside the network area.
Participants who do not reside within the HMA Preferred PPO Network service area but travel to it must use a

HMA Preferred PPO Network provider in order receive services covered at the preferred network level of
benefit. :

On page 6 of the Dental Summary Plan Description, within the Schedule of Benefits, replace the Dental
Benefit with the following:

DENTAL SCHEDULE OF BENEFITS

The level of benefits received is based upon the participant’s decision at the time treatment is needed to access
care through either preferred or non-contracted dental providers. Benefits are payable at the preferred level by
accessing your care through a Preferred Provider or a Participating Provider. Covered services received from
Non-contracted providers will be paid at the out-of-network level of benefits. Your Dental Preferred Provider
Organization is:

HMA National Dental Network
800/700-7153 (HMA)
OR
www.accesshma.com

Eligible expenses will be paid at the preferred level when:

» The services are billed by a preferred or participating provider.
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+« You receive emergency services inside or outside the network area.

This Schedule of Benefits is a summary of the benefits provided under this Plan. Please read the entire
booklet for details on specific benefit limitations, benefit maximums, waiting periods and exclusions.

DENTAL BENEFITS

Participating
& Preferred Cut Of
Network Network

INBIVIDUAL DEDUCTIBLE None None
Per calendar year.

MAXIMUM PAYABLE $1,600 $1,600
Per participant, per calendar year. '
Applicable to Type |, Il, and Il services.

Amounts credited to the maximum payable amount is applied to both the Preferred and QOut-of-Network sligible
expenses.

Participating
& Preferred Out Of
Network Network

TYPE | - PREVENTIVE 100% 100%
Oral Exam, Cleaning, X-rays, Fluoride, Sealanis.

Fluoride treatments are limited to 2 treatments per calendar year for individuals under the age of 18.
Sealants are limited to children under the age of 19, for permanent teeth only.

TYPE Il - BASIC AND RESTORATIVE 100% 100%
Fillings, Oral Surgery, Crowns, Endodontic Treatment, Periodontal
Services, Pathology, Anesthesia, Injectables.

TYPE lll - MAJOR AND PROSTHETICS 50% 50%
Bridgework, Dentures, and their repairs, Relines and Rebases.

TYPE IV* - ORTHODONTIA & TMJ ' 50% 50%

Orthodontia

Lifetime maximum $1,250.

Temporomandibular Joint Disorder {TM.J) N/A
Not covered under dental benefit - see Medical bensfit.

* Type IV benefits do not apply to the Dental Calendar Year Maximum.
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On page 33 of the Dental Summary Plan Description, within the Dental Benefits, revise the Description of
Benefits as follows:

DESCRIPTION OF BENEFITS

The Plan pays for covered dental expenses that are incurred during a calendar year on behalf of a covered
participant for preventive dental care, freatment of dental disease, failing dental restorations and for injury to
teeth not otherwise covered under a medical benefit. Plan benefits are subject to the coinsurance percentage
and payable up to the calendar year dental maximum shown in the Schedule of Benefits. The coinsurance is
the percentage of the usual, customary, and reasonable (UCR) charge that the Plan will pay for non-
participating providers, or the percentage of the negotiated rate for preferred providers and participating
providers. -

On page 6 of the LEOFF | Retiree Dental Summary Plan Description, within the Schedule of Benefits,
replace the Dental Benefit with the following:

DENTAL SCHEDULE OF BENEFITS

The level of benefits received is based upon the participant's decision at the time freatment is needed to access
care through either preferred or non-contracted dental providers, Benefits are payable at the preferred level by
accessing your care through a Preferred Provider or a Participating Provider. Covered services received from
Non-contracted providers will be paid at the out-of-network ievel of benefits. Your Dental Preferred Provider
Organization is:

HMA National Dental Network
800/700-7153 (HMA) i
_ OR |
www.accesshma.com '
Eligible expenses will be paid at the preferred level when:

 The services are billed by a preferred or participating provider.

+ You receive emergency services inside or outside the network area.

This Schedule of Benefits is a summary of the benefits provided under this Plan. Please read the entire
booklet for details on specific benefit limitations, benefit maximums, waiting periods and exclusions.

DENTAL BENEFITS
Participating
& Preferred Out Of
Network Network
INDIVIDUAL DEDUCTIBLE None None

Per calendar year.

MAXIMUM PAYABLE $500 $500
Per covered individual, per calendar year.
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Amounts credited to the maximum payable amount is applied to both the Preferred and Out-of-Network eligible
expenses.

TYPE | - PREVENTIVE 50% 50%
Oral Exam, Cleaning, X-rays, Fluoride, Sealants.

TYPE Il - BASIC AND RESTORATIVE Not Covered Not Covered
Fillings, Oral Surgery, Endodontic Treatment, Pericdontal
Services, Pathology, Anesthesia, Injectables.

TYPE Il - MAJOR AND PROSTHETICS Not Covered Not Covered
Bridgework, Crowns, Dentures, and their repairs, Relines and Rebases.

TYPE IV - CRTHODONTIA Not Covered Not Covered

On page 20 of the LEOFF | Retiree Dental Summary Plan Description, within the Dental Benefits, revise the
Description of Benefits as follows:

DESCRIPTION OF BENEFITS

The Plan pays for covered dental expenses that are incurred during a calendar year on behalf of a covered
participant for preventive dental care, treatment of dental disease, failing dental restorations and for injury to
teeth not otherwise covered under a medical benefit. Plan benefits are subject to the coinsurance percentage
and payable up to the calendar year dental maximum shown in the Schedule of Benefits. The coinsurance is
the percentage of the usual, customary, and reasonable (UCR) charge that the Plan will pay for non-
participating providers, or the percentage of the negotiated rate for preferred providers and participating
providers.

The Summary Plan Descriptions effective 01/01/11 are amended effective 10/01/12 as follows:

On page 74 of the Medical Summary Plan Description, within the Prescriptibn Drug Card Program, add the
following to the Prescription Drug Preauthorization:

= Cymbalta: Cymbalta, prescribed for the treatment of anxiety, depression, or pain.

» Cialis: Cialis, used in the treatment of erectile dysfunction. LEOFF | active and retired employees only.
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AMENDMENT NO. §
to the Summary Plan Descriptions of the

CITY OF RENTON EMPLOYEE HEALTH CARE PLAN
CITY OF RENTON LEOFF i RETIREE HEALTH CARE PLAN
Medical, Dental, and LEOFF | Dental SPD’s

The Summary Plan Descriptions effective 01/01/11 are amended effective 01/01/13 as follows:

On Page 52 of the Medical Summary Plan Description, within the Comprehensive Major Medical Benefits
add Contraceptive Services benefit and on page 68 of the General Exclusions to the Medical Plan, revise
the Birth Control exclusion as follows:

Comprehensive Major Medical Benefits:
CONTRACEPTIVE SERVICES

Benefits will be provided for contraceptive intrauterine devices which require a prescription and have been
approved by the United States Food and Drug Administration. Benefits will also be provided for the insertion
and removal of implants and devices.

This benefit does not cover contraceptives that can be purchased without a prescription, such as condoms,
sponges, or contraceptive foam or jelly. )

General Exclusions:

Birth Control — Except as provided under the Prescription Drug Card Program and the Contraceptive Services
Benefit, legend oral contraceptives, nonprescription drugs, implanis, injectables, and supplies related to birth
control. Examples of what is not covered include, but not limited to, the following: oral contraceptives;
intervaginal rings,; implants, transdermal contraceptives, emergency contraceptives, diaphragms; condoms;
sponges; contraceptive foam, jelly or other spermicidal item; and injections. Please see the Prescription Drug
Card Program for additional information.

On page 62 of the Medical Summary Plan Description, within the Comprehensive Major Medical Benefits,
revise the Orthotics benefit as follows:

ORTHOTICS

Medically necessary orthotic foot devices prescribed by a physician to restore or improve function are covered
at the coinsurance level indicated in the Schedule of Benefits. i

Benefits are provided for medically necessary non-foot orthoses as follows: rigid and semi-rigid custom
fabricated orthoses; semi-rigid prefabricated and flexible orthoses; rigid prefabricated orthoses.

Custom foot orthoses are cnly covered for participants with impaired peripheral sensation and/or altered
peripheral circulation (e.g. diabetic neuropathy and peripheral vascular disease); when the foot orthosis is an
integral part of the a brace and is necessary for the proper functioning of the brace; when the foot orthosis is for
use as a replacement or substitute for missing parts of the foot {(e.g. amputated toes) and is necessary for the
alleviation or correction of injury, sickness, or congenital defect; or for participants with a neurological or
neuromuscular condition {e.g. cerebral palsy, hemiplegia, spina bifida) producing spasticity, misalignment, or
pathological positioning of the foot and there is a reasonable expectation of improvement.
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On page 69 of the Medical Summary Plan Description, within the General Exclusions to the Medical Plan,
add the following: )

Excess — Charges that are not payable under the Plan due to application of any Plan maximum or limit or
because the charges are in excess of the usual and customary amount, or are for services not deemed to be
reasonable or medically necessary, based upon the Plan Administrator's determination as set forth by and
within the terms of this document.

On page 84 of the Medical Summary Plan Description, within the General Definitions, add the foliowing:

ALLOWABLE EXPENSES - Shall mean the usual and customary charge for any medically necessary,
reasonable eligible item of expense, at least a portion of which is covered under this Plan, When some other
ptan provides benefits in the form of services rather than cash payments, the reasonable cash value of each
sefvice rendered, in the amount that would be payable in accordance with the terms of the Plan, shall be
deemed to be the benefit. Benefits payable under any other plan include the berefits that would have been
payable had claim been duly made therefore.

On page 87 of the Medical Summary Plan Description, within the General Definitions, add the foliowing:

MAXIMUM AMOUNT AND/OR MAXIMUM ALLOWABLE CHARGE - Shall mean the benefit payable for a
specific coverage item or benefit under the Plan. Maximum Allowable Charge(s) will be the lesser of:

The usual and customary amount;

The allowable charge specified under the terms of the Plan;

The negotiated rate established in a contractual arrangement with a provider; or
The actual billed charges for the covered services.

The Plan will reimburse the actual charge billed if it is less than the usual and customary amount. The Plan has
the discretionary authority to decide if a charge is usual and customary and for a medically necessary and
reasonable service.

The Maximum Allowabie Charge will not include any identifiable billing mistakes including, but not limited to,
up-coding, duplicate charges, and charges for services not performed.

On page 90 of the Medical Summary Plan Description, within the General Definitions, add the following:

REASONABLE AND/OR REASONABLENESS - Shall mean in the administrator's discretion, services or
supplies, or fees for services or supplies which are necessary for the care and treatment of iliness or injury not
caused by the treating provider. Determination that fee(s) or services are reasonable will be made by the Plan
Administrator, taking into consideration unusual circumstances or complications requiring additional time, skill
and experience in connection with a particular service or supply; industry standards and practices as they relate
to similar scenarios; and the cause of injury or illness necessitating the service(s) and/or charge(s).

This determination will consider, but will not be limited to, the findings and assessments of the following entities:
{(a) The National Medical Associations, Societies, and organizations; and (b} The Food and Drug
Administration. To be Reasonable, service(s) and/or fee(s) must be in compliance with generally accepted
billing practices for unbundling or multiple procedures. Services, supplies, care and/or treatment that results
from errors in medical care that are clearly identifiable, preventable, and serious in their consequence for
patients, are not reasonable. The Plan Administrator retains discretionary authority to determine whether
service(s) and/or fee(s) are reasonable based upon information presented to the Plan Administrator. A finding
of provider negligence and/or malpractice is not required for service(s) and/or fee(s) to be considered not
reasonable.
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Charge(s) and/or services are not considered to be reasonable, and as such are not eligible for payment
(exceed the maximum aliowable charge), when they result from provider error(s) and/or facility-acquired
conditions deemed “reasonably preventable” through the use of evidence-based guidelines, taking into
consideration but not limited to CMS guidelines.

The Plan reserves for itself and parties acting on its behalf the right to review charges processed and/or paid by
the Plan, to identify charge(s) andfor service(s) that are not reasonable and therefore not eligible for payment
by the Plan.

On page 91 of the Medical Summary Plan Description, within the General Definitions, replace the definition of
Usual, Customary, and Reasonable (UCR}) with the following:

USUAL AND CUSTOMARY (U&C) - Shall mean covered expenses which are identified by the Plan
Administrator, taking into consideration the fee(s) which the provider most frequently charges the majority of
patients for the service or supply, the cost to the provider for providing the services, the prevailing range of fees
charged in the same "area” by providers of similar training and experience for the service or supply, and the
Medicare reimbursement rates. The term(s) “same geographic locale” and/or "area” shall be defined as a
metropolitan area, county, or such greater area as is necessary to obtain a representative cross-section of
providers, persons or organizations rendering such treatment, services, or supplies for which a specific charge
is made. To be Usual and Customary, fee(s) must be in compliance with generally accepted billing practices for
unbundling or multiple procedures.

The term “Usual’ refers to the amount of a charge made for medical services, care, or supplies, to the extent
that the charge does not exceed the common level of charges made by other medical professionals with similar
credentials, or health care facilities, pharmacies, or equipment suppliers of similar standing, which are located
in the same geographic locale in which the charge is incurred.

The term “Customary” refers to the form and substance of a service, supply, or treatment provided in
accordance with generally accepted standards of medical practice to one individual, which is appropriate for the
care or treatment of the same sex, comparable age and who receive such services or supplies within the same
geographic locale.

The term “Usual and Customary” does not necessarily mean the actual charge made nor the specific service or
supply furnished to a plan participant by a provider of services or supplies, such as a physician, therapist,
nurse, hospital, or pharmacist. The Plan Administrator will determine what the Usual and Customary charge is,
for any procedure, service, or supply, and whether a specific procedure, service or supply is Usual and
Customary.

Usual and Customary charges may, at the Plan Administrator's discretion, alternatively be determined and
established by the Plan using normative data such as, but not limited to, Medicare cost to charge ratios,
average wholesale price (AWP) for prescriptions and/or manufacturer's retail pricing (MRP) for supplies and
devices.

On page 68 of the Medical Summary Plan Description, within the General Exclusions to the Medical Plan,
revise the Dental exclusion as follows:

Dental -- Dental services including treatment of the mouth, gums, teeth, mouth tissues, jawbones or attached
muscle, upper or lower jaw augmentation reduction procedures, orthodontic appliances, dentures and any
service generally recognized as dental work. Hospital and Physician services rendered in connection with
dental procedures are only covered if adequate treatment cannot be rendered without the use of hospital
faciliies, and if you have a medical condition besides the one requiring dental care that makes hospital care
medically necessary. The only exceptions to this exclusion are the services and supplies covered under the
Dental Services for Accidental Injuries Benefit and the TMJ Benefit or if treatment is necessary due to a
malignant fumor.
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On page 96 of the Medical Summary Plan Description, on page34 of the LEOFF | Dental Summary Plan
Description, and on page 49 of the Dental Summary Plan Description, within the General Provisions,
throughout the Claims For Benefits and Appealing a Claim provisions, revise the address to send appeals to
HMA as follows:

Healthcare Management Administrators, Inc.
Attn: Appeals

P.O. Box 85016

Bellevue, Washington 98015-5016
425/462-1000 - Seattle Area

800/700-7153 - All Other Areas
855/462-8875 - Fax
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