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 HEALTH CHOICE BENEFIT PLAN

Choice One*
0 $200 Room and Board Plan

Your Choice of Deductible per Perlod of Conflnement In a Hospltal or Outpatient Surgery Facility, per Insured Person:

Q $1,000 a $2,000

a $3,000

Covered Expenses — Beneflts are payabkle under this Plan for Covered Expenses only, subject to Deductible,
Lifetime Maximums, Colnsurance Percentage. and Maximum Benefits stated.

Beunefit Description

Maximuwm Benefit

Hospital Room and Board - no limit on number of days. Semi-
private accommodations and general nursing care furnished
by the hospital. Private room charges limited to seml-private
rate unless private room is medically necessary.

100% up to $200 per day

Intensive Care/Cardiac Care Unit - 90 day iimit per Perlod of
Confinement

100% up 1o $600 per day

Miscellaneous Hospital Inpatient Charges' — all charges made
by a hospital for miscellanecus medical services and supplles
during a hospital confinement. Includes x-ray, laboratory and
other diagnostic tesfs and services of a radiologist or pathologist
forinterpretation of such tests or studies.

* 80% up 1o your choice of
Maximum Benefit per
Perlod of Confinement:
O $4,000
Q $8.000
0 $12,000

Oulpatient Surgery Facility —for use of operating and recovery rooms;
administration of drugs and mexiicines during swrgery; aressings, casts
and splints; and diagnostic services including nadiology. laboratory
or pathology performed at the time of surgery.

80%
up to $1,000
per Perod of Conflnement

Surgery? - for primaory surgeon’s charges while an inpatient in
a hospital or in an Qutpatlent Surgery Facility.

Assistant Surgeon
Anesthesiclogist

80% up to your choice of
Maximum Benefit per
Period of Confinement:

Q %4,000
Q $8,000
Q $12,000

20% of amount paid to primary surgeon
30% of amount pald to primary surgeon

Physicion Visits — by a Physician, other than the surgeon, while
hospital conflned, limited to one visit per day.

100%, up o $50 per day

Ambulance Charges- ground ambulance only, provided you
are confined to the hospital,

100%. up fo $250 per hip

A Slcknass which first manifests itself within 30 days affer the Insured Person’s coverogs becama effective
will not be covered under this Plan until coverage has been in farce for a one (1) yaar perlod.

"Toke-home drugs, personal convenlence Items, or fems not Intended primarlly for use while hospital
confined are not covered expenses.

*For surgeries Involving elther more than one incislon or mora than one surgery perfarmed through the
samsa Inclslon, refer 1o the Certificats.

Benefits are based on “Usual ond Customary Charges.” “Premlum will vary with Reom and Board Plan
and Deductible selected. Gioup Policy Form # 25875-P. underwritton by The MEGA Life and Health
Insurance Company. Beneflts, Limttations, and Exclugions may vary by state: reter to your Certificate for
detaqils.

-



- HEALTH CHOICE BENEFIT PLAN

Exclusions & Limitations

The Plan does nof provide any benefits for charges resuiMting frorm or In connecion with:

B Any act of war, declared or undeclared;

® Suicide, atiempled sulcide, or any Intenticnglly
self-infilcted injury, while sane or insana;

B Drug abuse or addiction, Including alecholism, ar
Overdose of drugs, narcatics, or hallucinagens, uniess
laken as prasciibed by a physicion;

B Engaoging In on jllegal occupation or lllegal aclivity:

B An overdose of drugs, being Intoxlcated or under the
Influence of Infoxicants, hallucinogens, narcotics or other
drugs, unless taken as prescribad by a Physician;

B Cosmetic Surgery;

B Breosi reduction or augmeniation unless necessary
In connection with breast leconstiuctive Surgary
lollowing o mastectomy performed while insured under
the Cerlficate:

B Hernfa, hemorrhoids, lonsils, adenoids, middie ear
disorders, myringotomy of any disease or disorder of
the reproductive organs unless the 10ss is Incurred
slx (8) months after the Insured Person becomes
covered under the Certiticate:

B Normaoj pregnancy; except for Complications of
Pregnancy, unless added by rider;

B Routine newboarn care, unless olherwise stated In the
Certificate:

B Any drug, treatment or procedure that either promotas
orprevents conception or prevents chlidbirth, including
but nol limited to: 1) urificial inseminatlon; 2) in-vifra
fertilization or other treatment for Inferility; 3) treatment
tor Impotency:; 4) steritization or reversal of sterfization;
or 5) abortion (unless the lite of the mother would be
endangered if the fatus were carried lo term), unless
otherwisa stated in the Cerlificate;

® Raodial keratotomy or any eye surgery when the
primary purpose is to conect neoarsightedness,
fursightedness. astigmatism, or any other refiactive
erfor;

B Spinal monipulations and manual manipulafive freaiment
or therapy;

B Care in anursing home, custadial Ingtitution or domiciliary
Care or resl cures:

& Preparation and presentation of medical reporls far
appecrance of hials or heorings. Physical exominafions
required for school events, comp, employment, licensing
and insurance are expressly excluded:

B Immunizotions required for the sole purpose of Iravel
outside of the United. States:

& Payment tor core for milikary service connecled disabilities
for which the Insured Person s legally entitied 1o services
and for which facilfies arg reasonably gvailable fo the
Insured Person and payment far core for condltions that
state of local lgw raquires to be treated In a public faciity:

B Experimentq] madical, surgical or other health care
Procedures, treatmenis, praducts ar services, unlgss
otherwite siated In the Cerfificate:

B Personal comtort items, such as lelevision, telephone,
lotfans, shampoos, ele:

& Removal of warls, coms, calluses, culting and himming of
toandils, care for fiat teet, fallen arches or chronic foot shrain:

H Denlal care, freatment ar Surgery uniess necessitated by
Injury 10 teeth which occurs whlle Insured under the
Cerificate. Expenses must ba incurred within one year
from the datg of Injury, and while Hospilal Confined or in
an Quipatient Surgery Faceility;

B Correclive vislon of hearing supplies of for the examination
for prescribing or fitting such supplies;

B Prescripfion drug benefits, unless added by nider,

B Treatment, services or suppliss received ouhilde the U.5. or
Canada. However, penefits will be poyable for Covered
Expenses incured as a result of an acule Sickness or injury
sustained during the first 30 days of travel oultide of the U.S.
of Canada. In no event wil benafils be payable beyand the
first 30 days of avel outsids of the U.S. or Conadeo;

B A Slckness which first manifasts Iiself with 30 days after
the Insured Person’s coverage becomes effective, until
coverage has bean In force for a perod of ona yaar;

& Any routine physical examination, unless otherwize staled
In the Cardificate; :

B Weight loss or modification, or complications arlsing
theretrom, or procedures tesulting thersirom, or for
surgical reatment of obesity, Including wiring of the
leeth and all forms .af surgery performed for the
purpose of welght loss or madification;

B Modification of the physical body In order to impiove
the psychological, mental or emotional well-baing of
the Insured Person, such as sex-change surgery;

B Marriage, tamily or chlld counssling for the
freatment of premarital, marriage, family or chlid
relatlonship dystynctions:

B Menial or Nervous Disorders, uniess otherwise stated In
the Certificate; '

B Any Injury or Sickness anising out of, or In the course of,
smployment for wage or profit, provided the Insured
Person I3 covered under any Workers* Compensation Act,
Occupational Dissose Act, or similar aci or law, uniess
the insured Person Is self-employed:

B Any care nol Medically Necessary or charges for which
beneflls are not speclfically provided In lhe Certificate;

® Pre-exisling conditions, as dafined, unless loss Is incumed
at least six (6) months affer the Insured Person’s sffective
date of coverage;

Wo will wotve any time period aoppiicabie fo o Pre-Existing
CandHion Umitation period tor the period of ime an individuol
was covered under Creditahle Coverage. Cradilable
Coverage must be confinuous to o date nat greater than 62
days priar to Your effective dale under this coverage. .

Pre-existing eandition means g Mmedical condltion, Slckness,
or Injury not exciuded by name or specific description for
which: 1) medical advice, consuifafion, or reatment wag
recommended by or recalved from a Physlcian within the
£ix (6) month perod before ihe effective date of coverage,
ar 2) symptoms existed which wouid cause o person {o seak
diagnosis, care, or ireatment within the six (6) monh period
beforg tha effective date of coverage,




~ HEALTH CHOICE BENEFITPLAN

Choice Two*

O $300 Room and Board Plan

Your Cholce of Deductlble per Perlod of Confinement In ¢ Hospital or Outpatient Surgery Focliity, per Insured Person:

0 $1,000 Q $2,000

Q $3,000

Covered Expenses ~— Benefits are payable under this Plan far Coverad Expenses only. subject fo Deductible.

Lifatime Maximums, Colnsurance Percentage, and Maximurn Benefits stated.

Heneflt Descriptdon

Maximum Benefit

Hospital Reom and Board - no limit on number of days. Semi-
private accommodations and general nursing care furnished
by the hospital. Private room charges limited to semi-privata
rate unless private room s medlcally necassary.

100% up to $300 per day

Intgnsive Care/Cordliac Care Unit - 90 day limit per Perlod of
Confinement

100% up to $900 per day

Miscellaneous Hospital Inpatient Charges' —all charges made
by a hospital for miscellaneous medical services and supplies
during a hospital conflinement, Includes x-ray, laboratory and
other diagnostic tests and services of a radlologist or pathologist
for interpretation of such tests or studies.

80% up to your cholce of
Maximum Benefit per
Period of Confinernent:
0O $6,000
Q $12,000
Q §18,000

Outpatient Surgeary Facility - for use of operating and recovery rooms;
administration of drugs and medicines during surgsry; dressings, casfs
and splinfs; and diagnostic servicss including radiology, laboratory
or pathology performed at the time of surgery.

80%
upio §1,500
per Period of Conflnement

Surgery? - for primary surgeon’s charges while an Inpatlent In
a hospltal orin an Qutpatient Surgery Facility.

Assistant Surgeon
Anesthesiclogist

80% up to your choice of
Maximum Benefit per
Period of Confinemeant:
0 $6,000
Q $12,000
Qa $18,000

20% of amount paid to primary surgeon
30% of amount pald to prArmary surgeon

Physician Visits - by a Physiclan, other than the surgeon, while
hospital confined, limited to one visit per day.

100%. up to $50 per day

Ambulance Charges - ground ambulance only, provided you
are confined to the hospital.

100%. up to $250 per trip

confinaed are not coverad expenses.

same Incision, refar to the Cerlificats.

T

A Sickness which first manifests itself within 30 days after tha Insured Person’s coverage became sffective
will not be covered under this Plon untll coverage has been In force for o one (1) year period.

"Take-home drugs. personal convenience items. or itams not intendad primarlly for use while hospital
For surgeres Invalving elther more than one Inclsion or mere than one surgery performed through the

Beneflts are based on “Usual and Customary Charges.” "Premium will vary with Room and Board Plan
and Deductible selected. Group Policy Form # 25875-P, underwritten by The MEGA Ufe and Health
Insuronce Compony. Benefits, Limitations. ond Excluslons may vary by state: refer ta your Cerdificate for




HEALTH CHOICE BENEFY PLAN

Exclusions & Limitations
The Plan does not pravide any benefits for charges resuffing from or In connection with:

B Any act of war, declared or undeclared;

B Suicide, attempted sulcide, or any Intentionally
seif-inflictad injury, while zane or Insane;

& Drug abuse or addiction, Including alcoholism, or
overdose of drugs, narcafics, or hallucinogens, unless
token as prescribed by a physician;

B Engaging in on lllegal accupation or illegal activity;

B An overdoze of drugs, being Infoxicated or under the
influence ol infaxicants, hallucinogens, narcolics or other
drugs, unlass taken as prescribed by a Physician;

B Cosmellc Surgary;

B Braeast reduction or augmentation unless necessary
in conneciion with breast reconstructive Surgery
Iollowing o mastectomy performed whilg Insured under
the Certiticate;

B Hernle, hemorrhoids, tonsils, adenoids, middle ear
disorders, myringotomy or any disaase or disorder of
the reproductive organs unless the loss is incurred
six (8) months after the Insured Person becomes
covered under the Certificate:

B Normal pregnancy; axcept! tor Complicallons of
Pregnancy, unless added by rider;

B Routine newbaorn care, unless ofherwise stated in the
Cenlificate;

B Any drug, traatment or procedure thot sither promotes
Or prevents concapllon of prevents childblrth, including
but not limited to: 1) oftificial Insemination; 2) In-vitro
fertilizctlon or other treatment tor Infertliity; 3) freatment
for impofency; 4) sterilization or reversal of steriization;
or 5) aborlion (unless the iife of the mather would be
endangered It the fetus were carried fo term), unless
otherwise stated In the Cetificate;

® Radlial keratotomy or any eye surgery when lthe
primary purpose I5 {0 correct nearsightedness,
larsightadness, astigmatism, or any other reiraclive
arrar;

& Spinal manipulations and manuot manipulative ireaiment
o1 therapy;

B Care in a nursing home, custodial Institution or domiciliary
care of rest cures;

B Preparalion and presentation of medical reports for
Gppearance af ials or hearings. Physicol examinalions
fequired for school events, camp, employment, llcansing
and Insumance are expressly excluded;

@ Immunizations requirad for the sole purpose of fravel
outside of the Uniled States:

& Paymenl forcare for military service connected disabilifies
for which the Insured Person is legally enfitied to sarvices
and for which faciliies are reasgnably available io the
Inswed Parson and for care for conditions thot
state or lacal Iaw requires 1o be freated In o public facilty;

& Experimental medical, surgical or other heaith care
procedures, trealments, products or services, unlass
otherwise stated In the Certificate;

B Personal comlon items, such ag tetevision, telephane,
lotions, shampoos, ofc;

& Removal of warls, coms, colluses, cutting and kimming of
foenails, care for flat feet, fallen arches or chronic foat sfrain;

B Dental care, freafment or Surgery unless necessitaled by
Injury to teeth which occurs while insured undsr tha
Certificale. Expenses must be incurred within one year
from the date of injury, and whila Haspital Confined or in
an Outpatient Surgery Faclitty;

B Corrective vision or hearing suppfies or for ihe examination
for presciibing or filting such supplies;

B Prescription diug beneflts, unless added by rder;

8 Trealment, services or supplles received outside the U.S. o
Canada. However, banefits will be payable for Covered
Expentas incunred os o regult of an goule Sickness or injury
sustalned during the first 30 days of ravel outside of the U.S,
or Canada. in no event will benefils be payabls beyond the
first 30 days of travel outside of tha U.S. or Canada;

B A Sickness which first manifests itself with 30 days after
the Insured Person’s coverage becomes offeclive, until
caverage has baen in force for a perlod of one year;

B Any routine physical examination, unless otherwise stated
in the Cerliflcate;

B Welght loss or modification, or complications arising
therefrom. or procedures 1asulting therefram, or for
surgical freatment of obesity, Including wiring of the
teath and all forms of surgery pertormed for tha
purpose of weight loss or modification;

& Modilfication of the physical body in order ta improve
the psychological, mantal or emolional well-being of
the Insured Person, such as sex-change surgery;

® Marrlage, family or chlld counseling for the
freagtmenl of premarital, marriage, lamily or chiid
telationship dystunctions;

@ Mental or Nervous Disorders, unfess otherwise stated In
the Cedificale;

@ Any Injury or Sickness arlsing out of, of in the course of,
employment for wage or profil, provided the Insured
Person is covered under any Workars’ Compasnsalion Act,
Occupational Disease Acl, or simllor gcf of law, unless
the Insured Person Is self-employed;

B Any care nat Medically Necessary or chaorges for which
beneiiis are noi speciiicaiiy provided in the Cerlificate;

& Pre-exisling conditions, os daflned, unless loss is Incumed
at feast six (6) monihs affer tha Insured Persan’s sffective
date of coverage;

We will waive ony time perlod applicable to a Pre-Exlsting
Condition Umitation period for the period of fime an Individual
was covered under Creditable Coverags. Creditable
Coverage must be confinuaus 1o a date nol greater than 42
days pror lo Your effective dote under this caverage,

Pre-gxisting condifion means a medical condifion, Sicknass,
or Injury not excluded by name or specific description far
which: 1) medical advice, cansultation, or treahment was
recommended by or received from a Physician whhin the
six (6) month period bafore the eftective dote of covercge,
or 2) symptoms existed which wouid couse a person fo saek
dingnasis, care, or treatment within the six (4) month period
belore the efieclive date of coverage. ‘




HEALTHCHOICE BENEFITPLAN

Choice Three*
O $400 Room and Board Plan

Your Cholce of Deductible per Perlad of Confingment In a Hospital or Outpatlent Surgery Facility, per Insured Person:

Q $1,000 0 $2,000

a $3,000

Covered Expenses — s8enefits are payable under this Plan for Covered Expenses only, subject fo Deductible,
Ufetime Maximums, Coinsurance Parcentage. and Maximum Beneflts stated.

Benefit Description

Maximum Benefit

Hospital Room and Board - no limit on number of days. Semi-
private accommodations and general nursing care furnished
by the hospital. Private room charges limlted to seml-private
rate unless private room Is medically necessary,

100% up to $400 per day

Intensive Care/Cardiac Care Unit - 90 day limit per Perlod of
Confmement

100% up o $1,200 per day

Miscellaneous Hospital Inpatient Charges' - all charges made
by a hospital for miscellaneous medical sarvices and supplies
during a hospital confinernent. Includes x-ray, laborarory and
other dlagnostic tests and services of a radiologlst or pathologist
forinterpretation of such tests or studies.

80% up to your cholce of
Maximum Benefit per
Period of Confinement:
0 $8,000
Q $16,000
0 $24,000

Outpatient Surgery Facility - for use of operaiing and recovery rooms;
administration of dnugs and medicines during surgery: dressings, casts
and spiints; and diagnostic services including radiology. iaboratory
or pathology performed at the fime of surgery.

80%
up to $2,000
per Perlod of Confinement

Surgery? — for primary surgeon’s charges while an Inpatient in
a hospital orln an Outpatlent Surgery Facility,

Assistant Surgeon
Anestheslologlst

80% up fo your choice of
Maximum Benefit per
Perlod of Confinement:

a $8,000
(1 $16,000
Q 524,000

20% of amount pald to primary surgeon

-30% of amount paid to primary surgeon

Physician Visits - by o Physician, other than the surgeon, while
hospital confined, limited to one visit per day.

100%, up fo $50 per day

Ambulance Charges - ground ambulance only, provided you
are confined to the hospital,

100%, up to $250 per trip

confined are not covered expenses.

sams Inclslon. refer 1o the Carlificate.

detalls.

A Slcknass which first manitests tself within 30 days offer the Insured Person’s coverage became effactive
will not ba covered under this Plan unill coverage hos basn In force for a one (1) year perioa.

Toke-home dnigs. paronal caonvenience items, or Ifems not Infended primarlly for use whils hospital
2For surgeries involving elther mors thon ona Incision or more than one surgery parformed through the

Benefits are bosed on “Usual ond Customary Charges.” *Premium wil vary with Room and Board Plan
and Deductible selectad, Group Policy Form # 25875-P, undsrwritten by The MEGA Ufe and Health
Insurance Company. Benafits. Umitations, and Exclusions may vary by state; refar ta your Certtficate for
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Exciusions & Limitations
The Pian does not provide any benefits for charges resutting from orin conhection with:

ALTH CHOICE BENEFIT PLAN .

B Any act of war, declared or undaclared;

& Sulcide. oftempied sulcide, or any intentionally
salf-infiicled Injury, while zane or insane;

B Drug abuse or addiciion, Including alcoholism, or
averdose of drugs, narcotics, or halluclnegens, unlaess
taken as prascribed by o physiclan;

® EngagingIn anillegal occupation or illegal acilvity;

B An overdose of drugs, being infoxicated or under the
Influencs of intoxicanis, hattucinogens, narcofics or other
drugs, unless faken as prescribed by o Physicion;

- B Cosmelic Surgery;

@ Breast reduction or augmentation unless necessary
In connection with bregst teconstructive Surgery
isiiowing a masteciomy performad whils Insured under
the Certificate;

B Hemniqg. hemarrhoids, onsiis, adenoids, middle ear
disarders, myringotomy or any disease or disorder of
the reproductive organs unless the Ioss Is Incurred
six (6) months after the Insured Person becomes
Cavered under the Cerlllicate;

& Normal pregnancy; except for Camplications of
Pregnancy, unless odded by rider;

& Rouline newharmn care, unlass otherwise stoted in the
Cerliticats;

B Any drug, treatment or procedure that elther promotes
of pravents conception or prevents chiidbinh, including
but not limiled to: 1) artificial Insemingtion; 2) in-vitro
lertilization or other treatment for infertity; 3) reciment
for Impotency; 4) sterillzaiion or raversal of sterlfization;
of 5) aborfion (unless the life of Ihe mother would be
endangered If the fatus ware caried lo term), unless
otharwise stated In the Cerfificate;

B Radlal keratotomy or any eye surgery when the
Plimary purpose is fo corract nearsightedness,
larsightedness, asligmalism, or any other refractive
arror;

B Spinal manipulations and Manual manipulative freatment
or therapy;

B Care in a nursing home, custodiol instifhdfion or domiclliary
Care of fest cures;

B Preparation and presentalion of medical 1eports for
9ppedarance at hials or hearings. Physical examinations
required for school events, camp, employment, licensing
and Insurance are expiassly excluded;

B Immunizations required for the sole purposa of travel
outtide of the Yniled States;

B Paymentfor care for miittary service connected disabilities
for which the Insured Person is lagally entitied to sarvices
and for which facilifies arg reasonobly availgble 1o the
Insured Person and payment for cam fo! condifions thet
siate or local kaw requires 1o be eated In g public kacility;

® Experimental medical, surgical or other health care
Plocedures, trealments, producks or services, unjess
otherwise stated In ihe Certificate;

& Perzonal comfor items, such as television, telephone,
lotions, shampoos, etc;

B Removal of warls,

coms, calluses, cutling and trimming of
tosnalls, care for fict feet, tollen arches or chronic foot strain;

B Dental care, trealment or Surgery unless necessiluled by
Injury 1o teeth which occurs while Insured under the
Cedlilicata. Expaenses must ba Incurred within one yoear
fram the date of Injury, and whilg Hospital Contined ar In
an Oulpatient Surgery Facility;

& Corrective vislon ar hearing supplles or for the examination
lor prescribing or fiting such supplies:

@ Presciiption dug banefits, unless added by nder;

B Trealment, services or supplies recelved outside e U.S. or
Canada. Howsver, benafits will be payable for Covered
Expenzes incured as a rasulf of an acute Sickness or Injury
sustained durhg five first 30 days of lravel outside of the U.S.
or Canoda. In no avent will benefits be payabie beyond the
first 30 days of havel outside aof the U.5. or Canada;

B A Slckness which first manifests Itself with 30 doys atter
the Insurad Person’s coverage bacomes effectlve, unill
coverage has besn in foice for a period of one year;

& Any routine physica] examinatian, unless otherwise stated
in the Cerlificate;

B Waight lass or modificalion, or complications arising
tharelrom, or procedyres rosulting therefrom, or tor
surgical treatment of obesity, including wiring of the
teeth and all farms of surgery performed tor the
Purpose of weight toss gr modification:

B Modification of the physical bady In order ta improve
the psycholegical, mental of emolional well-being of
the Insured Person, such qs sex-change surgery:;

B Marrlgge, fomily or child counseling for the
treatment of premarital, marriage, family or child
relationship dystunctions:

B Menlal or Nervous Disorders, unless otherwise slated In
the Corlificate;

B Any Injury or Sickness arsing out of, of in tha course of,
employment for wage or profit, providad the insured
Person Is covered under any Workers' Compensotion Act,
Occupational Dissase Act, or similer act or law, unless
the Inswed Person is salf-employed;

B Any care not Medically Necessary o charges for which
benefits are not specifically provided In tha Carifficats;

& Pre-existing conditions, ax defined, unless loss is Incumed
at least six (6) months after iha Insured Person's affactive
date of covarage:

We will waive any fime period applicable 1o a Fre-Exisfing
ndition Limitotion period for the period of fime an individual
was covered undar Crediable Coverage. Credilable
Coveroge must ba confinuous to a date nat greater than 62
days pnor to Your effective date under fhis covarage.

Pre-exisling conditlon means a medicai condfffon, Sickness,
of Injury not excluded by name or specific descripfion for
which: 1) medieal advice, consultation, of treatment was
recommended by or recelved from o Physician within the
six (6) month perlod before the eflective data of caverage,
or 2) symptoms exizfed which would Cause a parson 1o seak
dlagnosls, cara, of freatment within the six (6) menth period
bafore the effactive date of covarage. _




HEALTH CHOICE BENEFITPLAN

Choice Four+*

U $500 Room and Board Plan

0 $1,000

Covered Expenses — enerits are payabls under this Plan for Covered Expsnses only. subject to Deductibla,
Lifetime Maximurns, Colnsurance Percentage, and Maxirmum Benefits stated.

Benefit Deseription

Maximum Benefit

Hospital Room and Board — no limit on number of days. Semi-
private accommodations and general nursing care furnlshed
by the hospital. Private room charges limited to seml-private
rate unless private roomis medically necessary.

100% up 7o $500 per day

Intensive Care/Cardiac Care Unit-90 day limit per Period of
Confinermnent

100% up to $1,500 per day

Miscellaneous Hospltal Inpatieont Charges' - all charges made

80% up fo your choice of

or pathology performed ot the time of surgery.

by a hospital for miscellaneoyus medical services and supplles MaxiImum Benefit per
during a hospltal confinement. Includes -ray. laboratory and Period of Confinement:
other diagnostic tests and services of a radlologlst or pathologist a $10,000
for Interpretotion of such tests or studies. O $§20,000

Q $30,000
Outpatient Surgery Facility ~for use of operating and recovery moms; 80%
administration of drugs and medicines during surgery: dressings, casts up to $2,500
and splins; and diagnostic services including radlology:. laboratory per Period of Confinement

Surgery? - for primary surgeon’s charges while an inpatient in
a hospital orin an Outpatient Surgery Facility,

Assistant Surgeon
Anestheslologist

80% up fo your cholce of
Maximum Benefit per
Period of Confinemant:
0 510,000
Q $20,000
Q $30,000

20% of amount paid to primary surgeon

30% of amount pald to primary surgeon

Physician Visits - By a Physician, other than the surgeon, while
hospital confined, limited to one visit per day,

100%, up to $50 per day

Ambulance Charges-groung ambulance oniy, provided you
are conflned to the hospltal.

100%, up to $250 per tip

‘ A Sickness which first manifests tself within 30 days aofter the Insured Person's covarage bacome sffective
will not be covared under this Plan untii coverage has been in force fora one () year parlog, -

Take-home arugs. personol convenlence ftams, or tems not Intended primarlly for uss while hospitql
confinad are not coverad expenses,

For surgeries Invoiving elther more than one Inclslon or more than one surgery performad through the
same inclslon, refer ta tha Cerfificate,

Benefits are based on “Usual and Customary Charges.” *Premium wil vary with Room and Board Plan
ond Deductible selacted, Group Policy Form # 23875-P, underwritten by The MEGA Life and Health

Insurance Company, Benefits, Limitations, and Exclusions may vary by state: refer ta your Certfficate for
derails.




HEALTH CHOICE» BENEFIT PLAN

Exclusions & Limitations
The Plan does not provida any benefits for chorges resulfing from or In connection with:

B Any act of war, declared or undsciared:

B Suicide, attampted suicide, or ony Intentionally
self-inflicted Injury, while sane or insane;

@& Drug abuse or addiction, including aicohollsm, or
overdose of diugs, narcolics, or haliucinogens, unigss
taken as prescribad by a physician;

B Engagingin an lilegal occupation or liegal activity;

HE An overdosa of diugs, being intoxicated or under the
influence of infoxicants, hallucinogens, narcotlcs or other
drugs, unless token as prescribed by q Physiclan;

B Cosmelic Surgery:

= Dieqst feduciion or augmeniaiion uniess necassary
in connaction with breast reconstructive Surgery
following a mastectomy performed while insured under
the Cartificate;

B Hernla, hemorrholds, tonslis, adenocids, middle ear
disorders, myringofomy or any disease or disorder of
the reproductive organs unless the loss Is incurred
six (6) months after the Insured Person becomes
covered under the Cerlificate;

B Normal pregnancy; except for Complications of
Preghancy, unless addad by rider:

B Roufine newbom care, uniess otherwise stated in the
Cerlilicale;

B Any drug, freatment or procedure thot eliher promotes
or prevents conception or prevents childblrh, including
bul not imiled to: 1) gpificial insemination; 2) In-vitro
ferilizaflon or other freatment for Infertility; 3) treatment
for impotency; 4) sterlllzation or reversal of sterllization;
or 5) abortton (uniess Ihe ife of the mother would be
endangeted If the fetus were carried to term), unless
otharwize stated In the Certificate;

B Radial keratolomy or any eye surgery when the
primary purpose is fo canecl! nearsightadness,
larsightednass, astigmatism, or any other refraclive
arror;

B’ Spinal manipulations and manual manipulative freafment
or therapy;

& Carein a nursing home, custodial Insfitution or domiciliary
care or rest cures;

B Preparatlon and presentation of medical reports for
appsarance at ials or hearings, Physical exominations
requlrad for school events, comp, employment, llcensing
and Insurance are expressly excluded:

& Immunizations requlred for the sola purpase of havel
outslde of the United States;

B Poyment for care tor milllary service connected disabiliies
for which the Insured Person Is legally entifled 1o services
and for which facillles are recsonably avafioble fo the
Insured Persan and payment for care for conditions that
state or local kaw requlres fo be trealed in o public fucility;

B Experimental medical, surgical or othar health care
procedures, lreaiments, products or sgrvices, unless
otherwise staled In jhe Cartificate;

B Personal comiort tams, such o3 felevision, telaphaone,
lofions, shampoos, atc;

B Removal of warls, coms, calluses, cutting and fimming of
toenails, care for flat feet, fallen arches or chionle foot shain;

B Dental care, reatment or Surgery unless necassitaled by
Injury to teeth which occurs whila Insured under the
Certificate. Expensss must be incurred within ona year
from the date of Injury, and while Hospited Cantined or In
an Oulpatient Surgery Facility;

B Carreclive vision or hearing supplles o for the exeminafion
lor prescribing or fitting such supplles;

B Prescription drug benefts, unless added by rder;

B Treatment, services or supplles ieceived outside the U.S. or
Canoda. However, baneflis will be novabla for Cavarad
Expenses Incuned as a resull of an ocule Sickness or Injury
sustoined during the first 30 days of fravel outside of the U.S.
of Canada. In no event will benefits be payable beyond the
fist 30 darys of ravel oulside of the U.S. or Canada;

B A Sickness which first manifests Itself with 30 days after
the Insured Person’s coveroge becomes sffeciive, unill
coverage has been in forca for a period of ans year:

B Any routlne physical examination, unless otherwise stadad
in tha Centiflcats;

B Weight loss or maditication, or complications arising
therefrom, or procedures resulting therefram, or for
surgical treatment of abesity, Including wiring of the
teeth and all torms of surgery performed for the
purpose of welght lass or modilication;

B Modification of the physlcal body in order to Improve
the psychological, mental or emolional well-being of
the Insured Person, such as sex-change surgery;

B Marriage, family or child counssling for the
lreatment of premaritol, marniage, tamily or chiid
relationshlp dystunctlons;

B Mental or Nervous Disorders, unless otherwise siated in
the Cedificate;

B Any Injury or Sickness arising ow! of, or in the course ol,
employmant {or wage or profit, provided the Insured
Person iIs covered under any Workers' Compansation Act,
Occupational Disease Act, or similar act or law, unlass
the Insured Parson Is sell-employed;

B Any care not Medically Necessary or charges for which
bensfiis are not specifically provided In the Carnlificate;

B Pre-existing conditlons, as defined, uniass 103z is incumed
at least six (6) months after the insured Person’s effective
data of coverage;

We will walve any lime period applicable fo o Pra-Exisfing
Condition Limttafion perlod for the period oftime an Individual
was covered under Credilable Coverage. Creditable
Coveroge must be continuous to o date not greater than 62
days pror o Your effective date under this Coveraga.

Pre-axisting condifion means a medical condlfion, Sickness,
or Injury not excluded by name or speciic description for
which: 1) medicol odvice, consuliation, or reatment was
recommended by of received from g Physician within the
six (6) month period befors the effactive date of coverage,
or 2) symptoms exisled which would cousa a person fo sagk
diagnosls, care, or keatment within the six (6) mondh perod
before the effective dole of coverage.




HEALTH CHOICE BENEFIT PLAN

Choice Five*

0 $600 Room and Board Plan

Your Chalce of Deductible per Periad of Confinement In o Hospital or Outpatient Surgery Faclity, per Insured Person:

0 $1,000 0 $2,000

Q $3,000

Covered Expenses - Benefits are payable under this Plan for Covered Expenses only, subject fo Deductiole,
Ufetime Maximums, Coinsurance Psrcentage. and Maximum Benefits stated.

Benefit Description

Maximum Benefit

Hospital Room and Board - no IImit on numbser of days. Semi-
private accommodatlons and general nursing care furnished
by the hospltal. Privats room charges limiied o semi-private
rate unless private room is medically necessary.

100% up to $600 per day

Intensive Care/Cardiac Care Unit ~ 90 day limit per Perlod of
Confinement

100% up to $1,800 per day

Miscellaneous Hospital Inpatient Charges' - all charges made
by a hospital for miscellanecus medical senvices and supplies
during a hospltal confinement. Includes x-ray, loboratory and
other diagnostic tests and services of a radiologist or pathologist
for interpretation of such tests or studies.

80% up to your choice of
Maximum Beneflt per
Perlod of Confinement:
Q $12,000
Q $24,000
0 $36,000

Quipatient Surgery Facility —for use of operating and recovery rooms;
administration of drugs and madicines during surgery: dressings, casts
and splints: and diagnastic services Including radiology. laboratory
or pathology performed ot the fime of surgery,

80%
up to $3,000
per Perlod of Confinement

Surgery? — for primary surgeon’s charges while an Inpatient in
Q hospital or in an Qutpatient Surgery Facliity.

Assistant Surgeon
Anestheslologist

80% up to your choice of
Maximum Benefit per
Period of Confinement:
Q §12,000
0 $24,000
O $34,000

+ 20% of amount paid o primary surgeon

30% of amount pald to primary surgeon

Physician Visits — by o Physiclan, other than the surgeon. whila
hospltal confined, limited to one visit per day,

100%. up to $50 per day

Ambulance Charges—ground ambulance only, provided you
are confined to the hospital,

100%, up to $250 per trip

A Sickness which first monlfaests fsslf within 30 ddys after the Insured Person’s coverage became effectiva
will not be coversd under this Plan untl covaroge has been in foree for @ one (1) yeor period.

Toke-home drugs. personal convenlence iterns. or Iterms not Intended prirnarlly for use whils hospital

confined are not covared expenses.

Fox swrgeries involving elther more than ong Inclsion or more than one surgery parformed through the

50mMa Incislon, refer to the Cerfificato,

Benefits are based on “Usual and Customary Charges.” “Premium will vary with Room and Board Plan
and Deductible selected. Group Polley Form # 25875-P, underwritten by The MEGA Ufe and Healh

Doty 10 rve s o ™ e




HEALTH CHOICE BENEFIT PLAN

Exclusions & Limitations
The Plan does nat provide any benefifs for charges resuffing fror or in connection with:

B Any act of war, declared or undaclared;

B Sulcide, aitempted suiclde, or any Intentionaily
salf-intllcted injury, while sane or Insane;

B Drug abuse or addiction, including alcoholism, or
overdose of drugs, narcolics, or hallucinogens, unless
taken as prescribad by a physiclan:

B Engagingin an lilegal occupation or Itlegal activity;

B An overdose of drugs, being Infoxicated ar under the
influence of Inloxicants, hallucinogens, narcatics or other
drugs, uniess jaken as prescribed by a Physlclan;

& Cosmelic Surgery:

B Breast reduclion or augmentation unless necessary
in connection with breast recanstructve Surgery
following a maslactomy performed whils insured under
the Cefificate;

B Hernia, hemarrhoids, tonsils, adenoids, middie ear
disorders, myringotomy or any disease or disarder af
the reproductive organs unless the loss is incurred
sIx (6) months after the Insured Person becomes
covered undar the Cartificate;

@ Normal pregnancy; excepl for Complications of
Pregnancy, unless added by rider;

® Rautine newborn care, unless otherwise stated in the
Cerillicate:

B Any drug, reatment or procedure hat elther promotes
or prevents concaplion or prevents childbirth, including
but not limited {a: 1) onlficial insemination; 2) in-vitrg
fertiiizatlon or other traatment for infertiiity; 3) reatment
for impotency; 4) sterlization or reversal of starllization:
or 5) abortion (unless the lite of the mather would be
endangered if the fefus were carried ta ferm), unless
otherwise stated In the Cartificate:

B Ro_diul keratotomy or any eye surgery when the
primary purpose s to corract nearsightedness,
farsightedness, astigmatism, or any other refractive
error;

| Spinal manipulations and manwol manipulative reatment
ot therapy:

& Care in a nusing home, custodiol Inslitution or domicliiary
care of rest cures;

B Preparation and presentation of medical reponts for
appearance o iials of hearings. Physical examinations
required for schoo! events, comp, emplayment, licensing
and Insurance ame expressly axcluded;

B Immunizatians requlred tor the sole purpose of travel
outside of the United States;

B Paymentforcare formilltary service connecled disablifies
for which the Insured Person is legally enfifled ta services
and for which facilities are reasonably available o the
Insured Person and payment for care for condfions fhet
stete of local kaw requires to be freated in g public facilty;

B Experimental medical, surgical or other health care
procedures, freatments, products ar services, unlass
otherwise slaled in the Carlificote;

& Personal comfort items, such as telavision, telephaneg,
lations, shampogs, olc;

B Removal of warts, coms, calkses, cutling and Himming of
toenaills, care for fiat feet, falien arches or chronic foot shrain;

B Daniol care, treatment aor Surgery unless necessitated by
Injury to teeth which occurs whils Insured under the
Cerificate. Expenses must be Incurred wilhin one year
from the date of Injury, and whilg Hospital Confined or In
an Outpatient Surgery Focility;

8 Carractiva vision or hearing supplias or for the examination
for prescribing or fitting such suppligs;

B Prescripion drug benefils, unless added by rider;

B Treatment, services or supplies received oufsids the U.S, of
Cancds.  However, benefits wiii be payable tor Covered
Expenses Incured as a result of an acule Sickness or Injury
sustalned during the first 30 days of travel outside of the U.S.
o Canada. Inno event will benefits be payable beyond the
first 30 days of traval outside of the U.S. or Canada:

& A Slckness which first manlfests lisell with 30 days after
ihe Insured Person’s coverage becomes eftective, until
coverage has been In force for a perlod of one year;

B Any routine physical examination, unless otherwize stated
in the Cerificate;

B Weigh! Jozs of modification, or complications arising
therefrom, or procedures resulting therefrom, or for
surglcal fraatment of obeslty, Including wiring of the
teeth and all torms of surgery performed tor the
purpose of weight loss or modification:

® Modificallon of the physical body in ordar to Improve
the psychological, mental or emotional woll-baing of
the Insured Person, such as sax-chonge aurgery:

B Marrlage, family or chlid counseling for lhe
hreatment of premaritol, martlage, famlly or child
relationship dysfunctions;

& Meniual or Nervous Disorders, unless otherwise stated In
the Cetificate;

B Any Injury or Sickness arsing out of, of In the courss of,
employment for wage or profit, provided the Insured
Perzon is covered under any Workers' Compensation Acl,
Occupational Diseosa Act, or simllar act o iaw, unless
the Insured Persan Is self-employed:

H Any carg not Madically Necessary or charges lor which
banafits are not specliically provided In the Cerificate;

& Pre-axisling conditions, o defined, unless loss Is incurred
at Jeast six (6) months after the Insured Person’s effectiva
date of coverage;

We will waive any Hime period applicable fo o Prg-Existing
Condifion Umitation peried for the peiad of time an Individual
was coverad under Creditable Coverags. Creditable
Coverage must be continyous 1o a date not greater than 62
days prior to Your effecitve date under this coverage.

Pre-existing condiffon meons o medical condition, Sickneess,
of Injury not excluded by name or spacific dasciiption for
which: 1) medlcal advice, consullation, or reatment wos
recommended by or racelved from a Physiclan within the
six (6) month period before the effeciive date of caverage,
or 2) symptoms existed which would couss o person fo 386k
diagnasis, care, of freciment within the six (§) month period
before the effectiva date of covermge.




HEALTH CHOICE BENEFIT PLAN

Rx Protection
[D Prescription Drug Coverage*

Over 55,000 Parficipating Phamacias
Paid Prescriptions, L.L.C./Merck-Medeo Rx Services administers the prescription cord service on behalf of
The MEGA Life and Health Insurance Company and has contracted with thousands of refail phamacies
coast fo coost. If your favorite pharmacy is not already contracted, you may calf 1-800-922-1557 to
nominate them for participation in the network.

No Claim Forms— No Waifing for Reimbursermnent
There are no claim forms o fill out ond submit; no waiting for reimbursernent, Your discount s recelved when
youpresent yourID card at the time of purchase at netwark phamacies.

Drug Utilization Review
Pian elecironically dlerts your phamacist to importantinformation, such as possible drug to drug Interactions
and correct dose therapy.
L:] Plan A ' L__I Plan B
Deductible of $50 will apply each calendar yearto Deductible of $250 will apply each calendor year to
each insured Person. After the deductible is met, each Insured Person. Aﬁe[ the deductible Is met,
benefits will be paid as specified below: benefits will be pald as specified below:
Network Pharmacy - up to 0 30-day suppl Nefwork Phammacy - up fo a 30-day supply
Generic Drugs " IOO% less $ 1%] copay FGener;é: Dré_zgs dNameD } % :ess g;g copay
ormulary Brand Name Drugs b less 530 copoy
Brand Name Drugs 25% Discount Non-Fomulary ‘
If you choose a brand name drug when there is a Brand Name Drugs 100% less $45 copay

generlc equivalent for that brand name drug, then
ourpayment will be based on the generic drug fee
schedule or the actual drug chargs, whichever s less,
You will be responsibie for the Generic Drug Copay
and the difference in cost between the generic drug
and the actual cost of the brand name drug.

If you choose a brand name drug when there is a
generlc equivalent for that brand name drug, then
our payment will be based on the generic drug fee
schedule or the actual drug charge, whichever s less,
You will be responsible for the Generic Drug Copay
and the difference In cost between the generic drug

Mall Service Phamacy - Up to a 90 day supply. and the actual cost of the brand name drug.

Generic Drugs 100% less $10 copoy Mall Service Pharmacy - Up to a 90 day supply.

Brand Name Drugs 25% Discount Generic Drugs 100% less $30 copay

Non-NetworkPhermacy  NOT COVERED, Eﬁ:ﬂ”}%ﬂiﬂ‘d Name Drugs  100% less $60 copay

Benefit Maximum Brand Name Drugs 100% less $90 copay

$1.000perInsured Person, per calendar year Non-Network Pharmacy NOT COVERED,
Benefit Maodmum

$1.000 per Insured Person, per calendar yaar

Exclusions & Limitaflons

8 Expenses Incurred after coverage terminates: @ Non-legend drugs; B Insulin. (nsulin syringes, neediss, and other digbetic
sbipplies; B Devices of any type. even though such devices may requlre q Prescription Ordar, such as, but not Imited to, contraceptive
devices, therapeutic devlces, arfificial appliances. hypodermic needles. syringes, su port gaments, ostomy supplles, and other
non-medical substances, or similar devices, ragardless of Intended use; B Contraceptives. oral or other, whefher madication or
device. regardiess of Intended use: B Immunizalion agents, allergy sera, hlological sera., blood or blood products administered
on an autpatlent basis: B Antismoking oids (e.g. nlcoref?e gum, nicotine patehes); B Drugs iobeled, *Caufion - Imited by federal
low to Investigational use” or experimental drugs, even though a charge s made to the Insured Person; @ Products used for
bnapproved cosmelic indications: B Any ilegal substance: B Drugs used fo treat or cure baldness. and ancbolic sterolds used for
Boay building: ® Any charge for the adminlstration of legend prescrption drugs or Infectable insulin; & Drugs for participants
covared under Madicare or Madicald ﬁrogroms. or drugs paid by or covered under any benefft or Insurance Frogrcm: B Non-
injectable vitamins or fluorides or healt foods, health and beauty alds. cosmetics. nutrtional o dletary supp

detarmined to be “less than effective” by the Drug Efficacy Stuay lnglsmenmﬂon (OESDH Program, For example: Equagesic, Miarin,
Cyclospasimol, and Vosodilan hove been rated less-than-effective. The Omnibus Budget Reconciiiation Act of 1981 has mandated
the Health Care Financing Administration to ban relmbursemant for less-thar-affactive dnég products by faderal Medicare/
Medicald agencies; B Any medication. legend or not, which Is consumed or administered of the place whars |t Is dispensed;
B Anorectics, weight confrol drugs: B8 Fertilify drugs: ond B Prescriptions purchased from non-participating pharmacies




HEALTH CHOICE BENEFITPLAN OPTIONS®

Additional Family Protection

o

OutpatientAccident Expense Benefit

D l'hysl g cian ’BOﬂiceVlaitBeneﬂt

This optional” beneflt has g separate per-injury
deductible and maximum benefit:

Your Choice of Separate Perinjury Deductible:
Q%0 Q%o 0O$Hoo

Your Choice of Maximum Benefit Perinjury:
Q8600 T$y200 (41,800

| After the separate Accident Expense Benefit
Deductible Is met, benefit Pays covared expanses
forfreatment of an Injury while not hospital confined.
Initiol treatment by G physician must Degin within
seventy-two (72) hours of the Injury and freatment
mustbe recelved withinsix (§) months of the Injury for
expenses fo ba coverad.

Benefits are in addition to any benefit provided by
the Group Policy, not o exceed tha actual charge,
and are not subject to the Base Plan dedyuctible.

Total benefits pald under the Group Policy and the
Accident Expense Optlon willnot be greaterthan
The actual expenses Incurred or greater than the

This optional® benefit pays up to §50 for Medically
Necessary visits and related services by a physician In
the offlce or clinlc, affer you pay acopayment per
Visitof $15.

This benefit s limited to your cholce of:

Q 1 Visit per covered person per calendar quarter,
with a family maximum of 16 visits per Calendar
Year; or

Q 2 vislts per covered person per calendar guarter
with & family maximum of 24 visits per Calendar
Year.

No benefits are payable for services such as routine
exams, Immunizations, and preventive care,

" Benefits payable underthk ider do not opply foward

the Plan’s deductible.

This optional* no-deductible benefit provides coverage
for covered expenses Incurred for Chemotherapy or
Radiatlon Therapy.

COINSUIONCE: .....coovvv e &%
Maximumdally benefit ....................... $1,000
Lifetime maximumbeneft ............... $100,000

The condition for which Chemotherapy or Radiation
therapy ls provided must be received while coverage sin
force under this Rider and Is sublect to the Pre-Exlsting
Condttions Limifations identified In the Certificate.

Fomm 25687-CA

Policy s Lifetime Mcadmum Benefit Fomn 2588
Fomm 25882-CA
D Chemotherapy and Radiation I D Pregnancy & Childbirth Benefit
Therapy Renefit

This opticnal” benefit provides coverage for normal
pregnancy and chiidbirth, Your choice of maximum
benefit payable.

m Benefits ore subject to base plon’s deductble
and colnsurance, up 1o your choice of maximum
bengfit payable:

Q$1.000 Q%2000 QMW

@ CoveredExpensssinclude Bxpandable Alpha Feto
Protein (AFP) testing,

@ Bensfit maybe salectad only attime of enrolimeny
Inthe Group Plan or when a dependent spouse s
oddedto coverage.

Fom 25884 CA

“The benefifs provided by these Riders wi not duplicate the benefits provided under the
Certificate ang any ofher rider. Cptional benefits require addifionol prernium. Benefits
ore subject to the Base Plan’s Limifafions and Exelusions.




