
Agreement No. 16-711 

HARTFORD LI FE AND ACCIDENT INSU RANC E C OM P ANY 
Hartford, Connecticut 

(A stock insurance company) 

wi ll pay benefits according to the condi tions of this Po li cy. 
Signed for the Company 

:&s;~&v~ ~~ 
lisa l evin, Secretory Michael Co ncannon, President 

NOTIC E T O BUYER: T his Policy may not cover a ll of the costs associated with medica l ca re incurred by the 
buyer d urin g the period of coverage. T he buyer is advised to review carefully a ll Policy limitations. 

This is not a standa rdized Med ica re S upplement Pla n. 

Pol icyholder Na me: County of Fresno Policy Number : AGP-3229 

Policyholder Address: 2200 Tulare Street, Suite 1400 
Fresno, CA 9372 1 

Policy Effective Date: January I, 20 I I 

Policy Renewa l Da te: January 1/1 / 17 - 12/3 1/17 

RENEW ABILITY: Except for material misrepresentation, coverage under the Policy wi II continue by t imely 
payment of premium until the first to occur of: 

a) the date the Policy is cancelled; or 
b) the date the Insured Person ceases to qualify within a class of persons eligi ble for coverage under the 

Policy. 

Accepted by 

Policyholder 
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SCHEDULE- E LIG IBILITY 

THE SCH EDULE OF BENEFITS SHOWS THE BENEFITS FOR WHIC H THE E LIGIBLE PERSON(S) 
ARE COVERED. THE POLICY MAY DESCRIB E BENEFITS NOT INC L UDE D IN ALL PLANS. PLEASE 
CHECK THE SCH EDULE OF BENEFITS TO DETERM INE S PECIFIC C OVERAGE UN DE R THE 
POLIC Y. 

Eligible Person: Eligible Persons are described below. Class I is eligible for Insured Person and Dependent' s 
Coverage. Class 2 persons are not eli gible for Insured Person Coverage, but may enroll their Eligible Dependents for 
Dependent 's Coverage. 

C lass Description of Eligible Persons 
I All Retired Employees of the Policyholder who are entitled to Medicare. 
3 Al l widow/widowers of a deceased spouse who was an active or retired employee of the Policyholder. 

Eligible Dependents: Eli gible Persons may apply for Dependent's Coverage. Eligible Dependents are described 
below (if applicable to this Policy). 

Description of Eligible Spouse 
The Eligible Person's Spouse who is entitled to Medicare, provided the spouse is not legally separated or divorced 
from the Person. 

Eligibility Restrictions: The El igible Person must enroll for coverage under ei ther this Policy or the Related Policy in 
order to enroll for Dependent' s Coverage. 

If a husband and wife are both Eligible Persons, only one may apply for Insured Person Coverage with the other 
covered as a Dependent only. A Spouse's Senior Medical Insurance Plan Benefit must be the same as the Eligible 
Person's. However, this will not apply if the Eligible Person is covered by the Related Policy. 

In no event will a person be eligible for coverage under th is Policy if he or she: 
a) is engaged in active employment or is the Spouse of a person engaged in active employment, and is 

covered by an employer's health plan which is primary payor to Medicare; or 
b) is covered by Medicaid; or 
c) has another Senior Medical Insurance policy or certi ftcate in force; or 
d) is not covered by Medicare. 

Enrollment Period : Each El igible Retired Employee must enroll for coverage under the Policy during an enrollment 
period. 

The initial enrollment period begins on the Policy Effective Date and ends on the 60th consecutive day following the 
Policy Effective Date. 

Persons who become eligible for coverage after the enrollment period must enroll for coverage during the 60 
consecutive days following the date they first become Eligible Persons. 

We may establ ish later periods of open enrollment by mutual agreement w ith the Policyho lder. 
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SCHEDULE- BENEFITS AN D AMO UNTS 

THE SCHEDULE OF BENEFITS SHOWS THE BENEFITS FOR WHICH THE ELIGIBLE PERSON(S) 
ARE COVERED. TH E POLICY MAY DESCRIB E BENEFITS NOT INCLUDED IN ALL PLANS. PLEASE 
CHECK THE SCHEDULE OF BENEFITS TO DETERM INE SPECIFIC COVERAGE UN DER THE 
POLICY. (*ALWAYS INCLUDED) 

Benefits and Amoun ts : A Covered Person's plan will be the one plan that the Eligible Person elected from the 
Schedule as shown below and on the following page(s). The election must be in accordance with the Eligibili ty 
provisions and all other terms of the Policy. 

BENEFIT 
Hospital Confinement Benefit 

Day of Confinement 
I st to 60th Day 
61 st to 90th Day * 
Lifetime Reserve Period 
After Lifetime Reserve Period 

Skilled Nursing Facil ity Benefit 

Day of Confinement 
21st to I OOth Day 

BEN EFIT 
Medicare Part B Deductible 
Benefit Eligible Expenses 

Medical Care Benefit * 

Medicare Part B Excess 
Charges Benefit 

BENEFIT 
Foreign Travel Emergency 
Medical Treatment Benefit 

Form SRP-1270 C-B ( 3229) 

Senior Medical Insurance Plan Benefits 
AMOUNT PAYABLE 

Medicare Part A Deductible 
Dai ly Coinsurance Charge (25% of Part A Deductible per day) 
Dai ly Coi nsurance Charge (50% of Part A Deductible per day) 
I 00% of Hospital Expenses for each Day of Confinement for an additional 
365 days of Confinement per lifetime 

Daily Coinsurance Charge (12 1/2% of Part A Deductible per day) 

Senior Medical Insurance Plan Benefits 

AMO UNT PAYABLE 
Medicare Part B Deductible 

20% of Medicare Eligible Expenses after the Medicare Part B Deductible 

100% of the difference between the actual Medicare Part B 
charge as billed and the Medicare approved Part B charge. 

Additiona l Senior Medica l Insurance Plan Benefits 

AMOUNT PAYABLE 
80% of the Foreign Travel Emergency Medical Treatment Benefit 
Deductible amount: $250 
Lifetime Maximum Benefit Amount: $50,000 
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SCHE DULE - BENEFITS AN D AMOUNTS (Continued) 

Additiona l Senior Medical Ins urance Plan Benefi ts 
TH E SCH EDULE O F BENEFITS SHOWS T H E BENEFITS FOR WHIC H T H E E LIG IBLE PERSON(S) 
ARE COVERED. TH E PO LIC Y MAY DESCRJB E BENEFITS NO T INCLUDED IN ALL PLANS. PLEASE 
C HECK T H E SCHE DUL E OF BENEFITS TO DETERM INE SPECIFIC COVERAGE UN DE R T HE 
PO LICY. (*ALWAYS INCL UDE D) 

Hospice Care Benefit * 

Blood Deductible Benefit * 

Medicare coinsurance charges for prescription drugs and 
inpatient respite care 

Fi rst 3 pints of blood under Medicare Part A and Medicare Part 
B 

STATE MAN DATED BENEFITS 
T he following Benefits a re added to the Policy a nd Cer tificate. W ith respect to res idents of: 

California: Cervical Cancer Screenings Benefit 
Mammography Benefit 

Colorado: Mammography Benefi t 
Prostate Cancer Screening Benefit 

Connecticut: Home Health Aide Services Benefi t 
Mammography Screening Benefi t 

Delaware: Scal p Hair Prosthesis 
Inherited metabolic diseases 
Low protein modified formula or food products 
Medical formula or food 

Washington, D.C.: Cancer Screening Benefit 

Hawaii : Mental Health and Alcohol and Drug Abuse Treatment Benefits 

Iowa: Mammography Benefit 

Main e: Mammography Coverage Benefit 
Alcoholism and Drug Dependency Benefit 
Mental and Nervous Disorder Benefit 

Form SRP- 1270 C-B (Continu ed) (3229) 
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See Benefit 

See Benefits 

See Benefits 

See Benefits 

See Benefits 

See Benefit 

See Benefits 
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SCHE DULE- BENEFITS AND AMOUNTS (Continued) 

T HE SC HE DUL E OF BENEFITS SHOWS T H E BENEFITS FOR W HIC H T H E E LIG IBLE PERSO N(S) 
ARE COVERED. TH E PO LICY MAY DESCRIBE BENEFITS NOT INCL UDE D IN ALL P LANS. PLEASE 
C HEC K THE SC HE DULE OF BENEF ITS TO DETERMI NE SPECIFIC COVERAGE UNDER TH E 
POLICY. 

STATE MAN DATED BENEFITS (Continued) 
T he following Benefits a re added to the Policy and Certificate. W ith respect to residents of: 

Massachusetts: Confinement for Treatment of Alcoholism Benefi t 
Confi nement for Treatment of Mental and Nervous Disorders Benefi t 
Outpatient Treatment of Alcoholi sm Benefit 
Outpatient Treatment of Mental and Nervous Disorders Benefit 
Mammography Screening Benefit 
Cytologic Screening Benefit 
Enteral Formulas Benefit See Benefits 

Monta na: Mammography Screening Benefi t See Benefit 

New J ersey: Prostate Cancer Screening Benefit 
At Home Recovery Benefit 
Preventive Medical Care Benefit 
Mammography Coverage Benefit 
Wilm's Tumor Benefit 

Pennsylva nia: Phenylketonuria Treatment Benefit 

Rhode Island : At Home Recovery Benefit 

So uth Dakota: Mammography Benefi t 
Phenylketonuria Treatment Benefit 

Texas: Mammography Screening Benefit 

Virginia: Pap Smear Benefi t 
Mammography Coverage Benefit 

See Benefits 

See Benefit 

See Benefit 

See Benefits 

See Benefit 

See Benefits 
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SCHEDULE - BENEFITS AND AMOUNTS (Continued) 

TH E SCHEDUL E O F BENE FITS SHOWS T HE BENEFITS FOR WHIC H T HE ELIG IBLE PERSO N(S) 
ARE COVERED. TH E POLICY MAY DESCRIBE BENEFITS NOT INCL UDED IN ALL PLANS. PLEASE 
C HECK THE SCHEDULE O F BENEFITS TO DETE RMI NE SPECIFIC CO VERAGE UN DE R TH E 
POLIC Y. 

ST AT E MANDAT ED BENEF ITS (Continued) 
The following Benefits are added to the Policy and Certificate. With respect to residents of: 

Wisconsin: Mental and Nervous Disorders, Alcohol ism and Drug Abuse Benefi t 
Chiropractic Services Benefit 
Equipment and Suppl ies for Diabetes Treatment Benefit 
Kidney Disease Treatment Benefit 
Non-Medicare Approved Skilled Nursing Facil ity Benefit See Benefi ts 

Form SRP-1270 C-B (Continued) (3229) 
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SCHEDULE-PREMIUMS 

Individua l Premiums: Premiums for each Covered Person are stated below. 

The premiums stated in this section are for monthly periods of coverage. Semi-annual premiums are 6 times and 
annual premiums are 12 times those stated. If a premium becomes due for a different period of time, it will be 
determined pro rata. 

Individual Senior Medical Insurance Plan Monthly Premiums 

$239.95* 

*A $13.95 per person per month administrative fee for services which include but are not limited to bill ing, 
enrollment, claims payment and customer service is included in the per person per month premium. 

Cove red Person Premium Due Oates : The first premium for each Covered Person is due on the date he or she 
becomes covered under the Pol icy. Each Premium after the initial premium is due at the end of the period for which 
his or her preceding premium was paid . 

Grace Period: After the initial premium, a grace period of 31 days from the Covered Person Premium Due Date is 
allowed each Insured Person for payment of each premium due after hi s or her initial premium. A Covered Person's 
coverage will be continued during the grace period. If he or she Incurs a covered loss during the grace period, the 
Insured Person wi ll be li able to us for payment of any premium accruing during the period we continued coverage in 
force under this provision. The grace period will not continue coverage beyond a date stated in a Termination 
prov ision. 

Policy Premium : The premium for this Policy is the sum of Individual Premiums for each Covered Person. 

Policy Premium Due Oates : The Policy Premium is payable on: 
a) the Policy Effecti ve Date; and 
b) the I st day of each month thereafter, with respect to each Covered Person whose premium becomes due on 

such date, subject to the Individual Grace Period provision. 

Each Policy Premium is due on or in advance of the date it becomes payable. The Policy terminates on the last day of 
the period for which premium is paid. 

Form SRP-12 70 0 -A (3229) 

7 



SCHED ULE- PREMIUMS (Conti nued) 

Policy Premium Payment: The Policy Premiums are to be paid to us by the Policyholder. However, they may be 
paid to us by any other person according to a mutual agreement among the other person, the Policyholder and us. 

Change of Policy Premiums: We have the right on any Premium Due Date to change the rate at which future 
premiums wil l be calculated. This includes the right to change premium rates for a benefit that applies to all 
individuals of the same class and geographic location. 

Rates may be changed based on: 
a) changes in Medicare; 
b) the claims experience of this Policy; 
c) state or federal legislation affecting Senior Medicallnsurance Policies; or 
d) the experience of all groups on which we write Senior Medical Insurance Plan Benefits 

We will give the Policyholder advance written notice of any change in premium rates at least 30 days (in New Jersey 
and New Mex ico 60 days) prior to the Premium Due Date on which the change is to become effective. 

Policyholder Grace Period Provis ion: A grace period of 3 1 days is allowed for payment of each premium due after 
the first unless the Policy is cancelled on or before the due date. The Policy will continue in force during the grace 
period. The Policyholder is liable to us for the payment of premium accrui ng for the period the Policy continues in 
force. 

Form SRP-1270 D-C (Rev.) (3229) Revised 9/04 
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CONTRACT PROVISIONS 

Entire Contract: The entire contract between the Policyholder and us consists of this Policy and any forms made a 
part of this Pol icy at issue. 

All statements made by the Policyholder or the Covered Person will be deemed representati ons and not warranties. 
No statement made to effect this insurance will: 

a) void the insurance; or 
b) reduce benefits unl ess it is in writing and signed by the Policyholder or the Insured Person. 

Chan ges: We reserve the right to make changes in the Policy. We will give the Policyholder 30 days advance 
wri tten notice of any change. 

o agent has authority to change or waive any part of this Pol icy. To be valid, any change or waiver must be in 
writing, approved by one of our officers and made a part of this Policy. 

Time Periods: All periods begin and end at 12:0 I A.M. , Standard Time at the place where this Policy is delivered. 

Certificates : We will give individual Certificates to: 
a) the Policyholder; or 
b) any other person according to a mutual agreement among the other person, the Policyholder and us; 

for delivery to Insured Persons. 

The Cert ificates will state the features of this Policy which are important to Insured Persons. 

30 Day Right to Examine Certificate: The Insured Person has a 30 day right to examine his or her Certifi cate. If 
the Insured Person is not satisfied, he or she may return it to us wi thin 30 days of the date of its delivery. In that 
event, we will consider it void from the Certificate effective date and any premium paid wil l be refunded to either the 
Policyholder or Insured Person. Any claims paid will be deducted from the refund. 

Data Furnished by Policyholder: The Policyholder, or any other person designated by the Policyholder, may keep 
the important insurance records on all Covered Persons. The Policyholder or its designee must give us information, 
when and in the manner we ask, to administer the insurance provided by thi s Policy. 

The Policyholder or designee will, upon our request, give us: 
a) the names of all persons initially eligible; 
b) the name of all additional persons who become eligible; 
c) the names of all persons whose bene fi t is to be changed; 
d) the names of all persons whose insurance is cancelled; and 
e) any data necessary to calculate premiums. 

The Policyholder's failure to report a person's termination of insurance does not continue the coverage beyond the date 
of termination. 

The Policyholder's insurance records will be open for our inspection at any reasonable time. 

Form SRP-1270 G- 1 (3229) 
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CONTRACT PROVISIONS (Continued) 

Clerical Error : Clerical error (whether by the Policyholder, the Pl an Administrator, or us) in keeping the records 
having to do with this Policy, or delays in making entries on the records, will not void the insurance of any person if 
that insurance would otherwise have been in effect. Such clerical error will not extend the insurance of any person if 
that insurance would otherwise have ended or been reduced as provided by this Policy. 

When a clerical error is found, premiums and benefits wi ll be adjusted based on the true facts and this Policy. 

Policy Cancellation: This Pol icy may be cancelled at any time by written notice mailed or delivered by us to the 
Policyholder or by the Policyholder to us. If we cancel, we wi ll mail or deliver the notice to the Policyholder at its 
last address shown in our records. 

If we cancel, it becomes effective on the later of: 
a) the date stated in the notice; or 
b) the 31st day after we mail or del iver the notice. 

If the Policyholder cancels, it becomes effective on the later of: 
a) the date we receive the notice; 
b) the date stated in the notice; or 
c) the 31st day after the notice is delivered or mailed. 

In either event: 
a) we will promptly return any unearned premium paid; or 
b) the Policyholder will promptly pay any earned premium which has not been paid. 

Any earned or unearned premium will be determined on a pro rata basis. 

Cancellation will be without prejudice to any claim which originated prior to the effective date of the cancellation. 

Not in Lieu of Worker's Compensation : This Policy does not satisfy any requirement for worker's compensation 
insurance. 

Conformity with Law: If any provision ofthis Policy is contrary to the law of the jurisdiction in which it is 
delivered, such provision is hereby amended to conform to that law. 

Form SRP-1270 H (3229) 
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GENERAL DEFINITlONS 

NOT ALL DEFINITI ONS ARE APPLICA BLE TO A COVERED PERSON' S COVERAG E UN DER THE POLICY. 
PLEASE C HECK THE SCH EDULE OF BENEFITS. 

Age means a Covered Person's attained age on any premium due date. 

Ca lendar Year means a period of 12 consecutive months, starting on January I and ending on December 31 of the 
same year. 

Confined or Confinement means being an Inpatient in: 
a) a Hospital ; or 
b) a Skilled Nursing Facility wi th respect to Skilled Nursing Facil ity coverage, if any; 

due to Sickness or Inj ury. 

Covered Person means an Eligible Person or Eligible Dependent wh ile covered under the Policy. 

Day of Confinement means a day of Inpatient Confinement in: 
a) a Hospital; or 
b) a Skil led Nursing Facility with respect to Skilled Nursing Facili ty coverage, if any; 

for which a daily room and board charge is made for a full Day of Confinement. 

Hospice Care means Medicare approved medical and support services needed to manage symptoms and relieve the 
pain of a terminal illness. The services must be provided through a Medicare approved Hospice Care Program. 
Hospice Care includes but is not limited to: 

a) nursing care, therapies, medical supplies and appliances; 
b) short-term Inpatient respite care; and 
c) Physician, home health aide and counseling services. 

Hospital means an institution which: 
a) is approved by Medicare; 
b) operates pursuant to law; 
c) primarily and continuously provides medical care and treatment on an Inpatient basis for sick and 

inj ured persons at the patient's expense; 
d) operates diagnosti c and major surgical facilities ei ther: 

I) on its premises; or 
2) in facilit ies available to the Hospital on a prearranged basis; 

e) operates under the supervi sion of a staff of Physicians; and 
f) provides 24 hour nursing service by or under the supervision of registered graduate nurses (R.N.). 

Hospital does not mean any institution or part thereof which is used primarily as: 
a) a nursing home, convalescent home, or Ski lled Nursing Facility; 
b) a place for rest, custodial, educational or rehabilitory care; 
c) a place for the aged; or 
d) a place fo r drug addicts or alcoholics. 

Hospital Expenses means: 
a) Medicare Part A Eligible Expenses for treatment provided and bi lled by the Hospital; 
b) after the Lifetime Reserve Period, Hospital Expenses of the kind that would have been covered by Medicare 

had Medicare Part A Benefits not been exhausted. 

Form SRP-1270 1-1 (3229) 
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GENE RAL DEFINITIONS (Continued) 

NOT A LL DEFINITIONS A RE APPLICABLE TO A COVERED PERSON'S COVERAGE UN D ER T HE PO LIC Y. 
PLEASE CH ECK THE SCHEDULE OF BENEFITS. 

Inpatient means Confinement in: 
a) a Hospital ; or 
b) a Skilled Nursing Facility with respect to Skill ed Nursing Facility coverage, if any; 

for which a room and board charge is made. 

Insured Person means an Eligible Person whi le he or she is covered by the Policy. 

Medical Care means any professional or outpatient treatment, service, or supply wh ich is covered by Medicare Part 
B. 

Medicare means Title XVIII of the Social Security Act of 1965, as amended. 

Medicare Eligible Expenses means health care expenses covered by Medicare to the extent recognized as reasonable 
by Medicare. 

Medicare Part A Benefit Period means a period of time during which a Medicare beneficiary is Hospital or Skilled 
Nursing Facility Confined. A Medicare Part A Benefit Peri od: 

a) begins when a Medicare beneficiary is admitted to a Hospital as an Inpatient; and 
b) ends when he or she has not been Confi ned in a Hospital or Ski lled Nursing Facility for 60 consecutive days. 

Medica re Part A Deductible means the deductible amount which a Covered Person is required to pay under 
Medicare for the expenses Incurred at the beginning of a Medicare Part A Benefit Period. 

Medica re Part B Deductible means the deductible amount which a Covered Person is required to pay under 
Medicare Part Beach Calendar Year for Medicare Eligible Expenses. 

Mental and Nervous Disorders means any neurosis, psychoneurosis, psychopathy, psychosis, or mental or 
emotional disease or disorder of any kind. 

Physician means any legally qualified Physician or surgeon or any medical practitioner of the healing arts who is 
acting within the scope of his or her license. 

Policy Benefit Period for Medicare Part A Eligible Expenses means a Medicare Part A Benefit Period as defi ned, 
but does not include: 

a) any Day of Confinement before the Covered Person's effective date; or 
b) any Day of Confinement after the Covered Person's termination date, except as stated in the 

Extension of Benefits provision. 
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GENERAL DEFI NITIONS (Conti nued) 

NOT ALL DEFI NIT IONS A RE A PPLICABLE TO A COVERED PERSO N'S COVERAGE U DER TH E POLIC Y. 
PLEASE CHECK T HE SCH EDUL E OF BENEFITS. 

Policy Benefit Period for Medicare Part B Eligible Expenses means a Calendar Year quarter, but does not include 
any period of time: 

a) before the Covered Person's effective date; or 
b) after the Covered Person's termination date, except as stated in the Extension of Benefits provision. 

Related Policy means the Policyholder's Employee Health Plan. 

Request means written request made on the forms we furnish for maki ng the request. 

Sickness means a person's Sickness or disease. However, Sickness first manifested before a Covered Person's 
effective date will be subject to the Policy's Pre-existing Condition Limitation. 

Skilled Nurs in g Facili ty means an institution that: 
a) operates pursuant to law; 
b) in addi tion to room and board accommodations, is primarily engaged in providing skilled nursing 

care under the supervision of a Physician; 
c) provides continuous 24 hour a day nursing service by or under the supervision of a registered 

graduate nurse (R.N.); and 
d) mai ntains a dai ly medical record of each patient. 

Skilled Nursing Facili ty does not mean any institution or part thereof which is used main ly as a home or place: 
a) for the aged, or for rest, custodial or educational care; 
b) for drug addicts or alcoholics; 
c) for the treatment of Mental and Nervous Disorders. 

S killed Nursing Facility Expenses means Medicare Part A Eligible Expenses for services provided and billed by a 
Ski lled Nursing Facili ty. 

Totally Disabled means: 
a) disabled by an Inj ury or Sickness that continuously Confines a Covered Person in a Hospital or Skilled Nursing 

Facility; or 
b) if not Confined, continuously disabled by an Injury or Sickness which a Covered Person's Physician certifies 

prevents him or her from engaging in the normal activit ies of a person of like age and sex in good health. 

Usual and Customary Charge means the prevaili ng charge made by most providers of a given service in the 
geographic area where the service is received. In no event wi ll the Usual and Customary Charge exceed the actual 
amount charged. 

We, us or our means the company named on the face page of this Policy. 

Form SRP-1270 K- 1 (3229) 

13 



INSURED PERSON PERIOD OF COVERAGE 

Insured Person Effective Date: An Eligible Person will become covered by the Policy on: 
a) the Policy Effective Date; or 
b) The Policy Effective Date if we receive his or her Request for coverage prior to the Policy Effective Date; 

or 
c) the first day of the month on or next following the date he or she becomes an Eligible Person; or 
d) the fi rst day of the month after we receive the Request, if it is received at any other time; or 
e) with respect to an El igible Person who attained Age 65 while covered by the Related Poli cy, the date stated 

in that Policy's "Conversion at Age 65" provision; 
subject to payment of the required premium. 

Request for Cha nge in Insured Person's Coverage (if availab le under this Policy): If the Insured Person Requests 
to make a change in coverage, the change will become effective on the first day of the month after we receive the 
Request provided: 

a) the Insured Person is el igible for the change requested; and 
b) the required premium is paid . 

If the Request increases coverage, the amount of the increase will be subject to the "Pre-existing Condition 
Limitation" provision. 

Insured Person Termination: The Insured Person's coverage under the Policy will cease on the first to occur of: 
a) the date the Policy is cancell ed; 
b) the Premium Due Date that the req uired premium for his or her coverage is not paid, subject to the Grace 

Period provision; 
c) the date we or the Policyholder cancel coverage for a Class of Person to which he or she belongs; 

However if the Insured Person is eligible for coverage under the Pol icy because he or she is the widow/widower of an 
active employee of the Poli cyholder the Insured Person's coverage will cease on the Premium Due Date on or next 
fo llowing the date he or she remarries. 

Grace Period: A grace peri od of 3 I days is allowed for payment of each premium due after the fi rst premi um. We 
will continue the insurance during the grace period. I f an Eligible Person Incurs a covered loss duri ng the Grace 
Period, the Policyholder will be liable to us for payment of any premium accruing during the period we continued 
coverage in force under the provision. The Grace Period will not continue coverage beyond a date stated in a 
Termination Provision. 
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COVE R ED PO USE PERIOD OF COVERAGE 

POU E COVE RAG E WILL BE I. DI CATED 0~ TilE CIIEDl'LE OF BENEFITS, IF AI'PLICA BLE. IF T il E SCI lED LE 
DOE OT HOW A ' EFFECTIVE DATE FOil COVERAGE FOil T il E SPOUSE, T il E ' li E Oil liE IS NOT COVERED 
ll DER T ill POLICY. 

Covered Spouse Effective Da te : An Eligible Person's pouse wi ll become covered by the Policy on: 
a) the Po licy Effecti ve Date if we receive the Eligible Person's Request for the Spouse's coverage prior to the 

Policy Effective Date; 
b) the first day of the month after we receive the Elig ible Person's Request for the Spouse's coverage if it is 

received at any other time; or 
c) with respect to a Spouse who attained Age 65 while covered by the Related Pol icy, the date stated in that 

Po licy's "Conversion at Age 65" provision; 
subject to payment of the required premium. 
However, in no event will a Spouse become covered under the Po licy: 

a) before the date he or she qualifies as an El igible Spouse; or 
b) before the Eligible Person's effective date of coverage under either the Policy or the Related Pol icy. 

Request for C hange in Spouse's Coverage: If the Insured Person Requests to make a change in Spouse's coverage, 
the change will become effective on the first day of the month after we receive the Request provided: 

a) the pouse is eligible for the change requested; and 
b) the required premium is paid. 

If the Request increases coverage, the amount of the increase wi ll be subject to the "Pre-existing Condition 
Limi tation" provision. 

Spouse Termination: Spouse coverage under the Po licy will cease on the first to occur of: 
a) the date the Po licy is cancell ed; 
b) the Premium Due Date that the required premium for hi s or her coverage is not paid, subject to the Grace 

Period provision; 
c) with respect to a Covered Spouse, the Premium Due Date on or next following the date he or she is 

Di vorced from the Eligible Person, unless conti nued in accordance with the Spouse Continuation 
provision; 

d) the date we or the Policyholder cancels coverage for a Class of Persons to which he or she belongs. 

Spouse Continuation : If a Covered Spouse is Divorced while covered under the Policy, he o r she may cont inue his 
or her coverage under the Policy. We must receive the Request and required premium to continue coverage under the 
Policy within 3 1 days of the date coverage terminates. Solely for the purpose of conti nuing the coverage under the 
Policy, the Spouse will be considered the Insured Person. However, this will not continue the coverage beyond a date 
the coverage would normally cease under a Spouse Termination provision of the Policy. Any coverage continued by 
th is provis ion will terminate on the Premium Due Date on o r next following the date the Spouse remarries. 

Divorce/Divorced means annulment, dissolution of marri age, or legal separation from the Insured Person. 

Covered Spouse Grace Period : A grace period of3 1 days is allowed for payment of each premium due after the 
first. We will continue the insurance during the grace period. If a Covered Spouse Incurs a Covered loss during the 
Grace Period, the Policyholder wi ll be liable to Us for payment of any premium accruing during the period We 
continued coverage in force under this provis ion. The grace period wi ll not continue coverage beyond a date stated in 
the Termination Provision. 
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CONVERSION PRIVILEGE 

APPLICABLE TO ALL PLANS 

If a Covered Person's coverage under the Policy terminates because the Policy is cancelled and not replaced by 
another group policy, he or she will have the right to request conversion without giving med ical evidence of 
insurability. 

The Covered Person must: 
a) make written application for conversion; and 
b) pay the initial premium; 

within 3 1 days after he or she ceases to be covered under the Policy. 

The conversion policy: 
a) will have the provisions, limitations and exclusions on the form we are issuing for this purpose at the time 

of conversion; 
b) will base premiums on our rates in effect for new applicants of the Covered Person's Age, sex and 

geographic location at the time of conversion. 

The Covered Person will be given a choice to elect conversion coverage wh ich: 
a) provides similar benefits to the Senior Medical Insurance Plan he or she had under the Policy; or 
b) provides the minimum benefits required by law for a Med icare Supplement policy. 

Conversion coverage issued to the Covered Person under the Conversion Privi lege becomes effective on the date of 
his or her terminati on and will be in lieu of all other benefits under the Policy. 

Form SRP-1270 M-B (3229) 

16 



SENIOR MEDICAL I N RANCE PLAN BENEFITS 

THE SCH ED L E OF BENEFITS AND AM O UNT WILL I DICATE THE BENEFITS APPLICABLE TO EACH 
COVERED PERSON WHILE COVERED U DER THE POLICY. 

HOSPITAL CONFINEMENT BENEFIT 

When a Covered Person is Confined in a Hospital, we will pay the benefit stated below. The Confi nement must be a 
Medicare approved Confinement. A Covered Person must Incur expenses for the Confinement while he or she is 
covered by this benefit. 

1st to 60th Day of Hospital Confinement: For the first 60 Days of approved Confinement during a Medicare Part A 
Benefit Period, Medicare pays all Hospital Expenses except the Medicare Part A Deductible. 

We cover the Medicare Part A Deductible if it is indicated on the Covered Person's Schedule of Benefits and 
Amounts. 

61 st to 90th Day of Hospital Confinement: From the 61 st to 90th Day of approved Confinement during a Medicare 
Part A Benefit Period, Medicare pays all Hospital Expenses except a daily Coinsurance Charge equal to 25% of the 
Medicare Part A Deductible. 

If a Covered Person's Schedule of Benefi ts and Amounts indicates coverage for this portion of the Benefit, We pay 
the Medicare Part A Coinsurance Charges the Covered Person Incurs from the 61 st to 90th Day of Confinement. 

Lifetim e Reserve Period: Regular Medicare Hospital benefits end on the 90th Day of Confinement duri ng a 
Medicare Part A Benefit Period. After the 90th day, Medicare grants a 60 day Lifetime Reserve Period. These 60 
addi ti onal days can be used only once in a lifetime. Medicare allows a person the choice of using the days or saving 
them for the future. If he or she uses the days, Medicare pays al l Hospital Expenses Incurred during the Lifetime 
Reserve Period except a daily Coinsurance Charge equal to 50% of the Medicare Part A Deductible. 

We pay the Medicare Part A Coinsurance Charges during the Lifetime Reserve Period. If the Covered Person saves 
the days for future use, we limit our daily payment to 50% of the Medicare Part A Deductible. 

After the Lifetime Reserve Period : After the Lifetime Reserve Period ends (or would have ended if used), we will 
pay the percentage shown on Your Schedule of Benefits and Amounts of Hospital Expenses Incurred for each Day of 
Confinement during a Medicare Part A Benefit Period. Our payment period will be limited to an add itional 365 Days 
of Confinement per person per lifetime. 
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SENIOR MEDICAL INSURANCE PLAN BENEFITS (Continued) 

THE SCHEDULE OF BENEFITS AN D AMOUNTS WILL INDICATE THE BENEFITS APPLICABLE TO EACH 
COVERED PERSON WHILE COVERED UNDER T H E POLICY. 

SKILLED NURSING FACILITY BENEFIT 

When a Covered Person is Confined in a Skilled ursing Facility, we will pay the benefit stated below. The 
Con finement must be a Medicare Approved Confinement. A Covered Person must Incur expenses for the 
Confinement while he or she is covered by this benefi t. 

1st to 20th Day of Skilled Nursing Facility Confinement: For the first 20 Days of Approved Confinement during a 
Medicare Part A Benefit Period, Medicare Part A pays all Skil led Nursing Facility Expenses. 

We pay nothing from the I st to 20th Day of Confinement. 

21st to I OOth Day of Skilled Nursing Facility Confinement: From the 21st to IOOth Day of Approved Confinement 
during a Medicare Part A Benefit Period, Medicare pays all Skilled Nursing Facility Expenses except a daily 
Coinsurance Charge equal to 12 I /2% of the Medicare Part A Deductible. 

If a Covered Person's Schedule of Benefits and Amounts indicates coverage for this portion of the Benefit, We pay 
the Medicare Part A Coinsurance Charges the Covered Person Incurs from the 21st to I OOth Day of Confinement. 

EXTEN DED SKILLED NU RSING FACILITY BENEFIT 

10 1st to 365th Day of Skilled Nursing Facility Confinement: After the I OOth Day of Confinement during a 
Medicare Part A Benefit Period, Medicare benefits for Skilled Nursing Facility Confinements end. 

If a Covered Person's Schedule of Benefi ts and Amounts indicates coverage for this portion of the Benefit, We pay 
the lesser of: 

a) the daily amount stated in the Schedule; or 
b) the room and board expense Incurred; 

from the I 0 I st to the 365th Day of Confinement. 

Medicare Approved Confinement: Medicare only approves Skilled Nursing Facility Confinement that provides 
skill ed, medically necessary care: 

a) at a level meeting Medicare standards; and 
b) commencing within 30 days of discharge from a Hospital Confinement of at least 3 consecutive days. 

Our benefit under this plan is limited to those Days of Confinement which Medicare approves, or would have 
approved had Medicare benefits for the Confinement not been exhausted. 
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S ENIOR M EDI C AL INSU RANCE PLAN BENEFITS (Continued) 

TH E SCH ED L E OF BE 'EFITS A D AMO TS WILL I NDICATE T HE BENEFITS A PPLICABLE TO EACH 
COVERED PERSO WH I LE COVERED UNDER TI-l E POLICY. 

M EDIC AL C ARE BENEFIT 

After the Medicare Part B Deductible, Medicare pays the percentage shown in the Schedule of Benefits and Amounts 
of Med icare Part B Eligible Expenses. The portion of an expense which is more than Medi care considers reasonable: 

a) is not a Medicare Part B Eligible Expense; 
b) is not covered by Medicare; and 
c) is not covered under this benefit. 

lfa Covered Person's Schedule of Benefits and Amounts indicates coverage for the portion ofthe Benefit, we will 
pay the percentage shown in the Schedule of Benefits and Amounts ofthe Medicare Part B El igible Expenses after the 
Medicare Part B Deductible is met each Calendar Year. The Expenses must be Incurred by a Covered Person while 
covered by the benefit. 

Expenses applied toward the Medicare Part B Deductible are not covered under this benefit. 

MEDIC AR E PART B EXCESS C HARG ES BENE FIT 

!fa Covered Person's Schedule of Bene fits and Amounts indicates coverage for this Benefit, we wi ll pay a percentage 
of the difference between: 

a) the actual Medicare Part B charge as billed; and 
b) the Medicare approved Part B charge; 

after the Medicare Part B Deductible is met each Calendar Year. However, our payment will not exceed any charge 
li mit action established by Medicare o r state law. The expenses must be Incurred by a Covered Person while covered 
under this benefit. 

However, we will not pay this benefit if: 
a) the provider of the Medical Care accepts Medicare assignment; or 
b) the service or suppl y is not covered by Medicare Part B. 

The Out-of- Pocket Expense Amount is: 
a) stated in the Schedule of Benefi ts and Amounts; and 
b) applies to each Covered Person each Calendar Year. 

Only Out-of-Pocket Expenses can be used to meet the Out-of-Pocket Expense Amount. 

Out-of-Pocket Expenses means : 
a) the portion of an expense, covered under Medicare Part B, which is more than Medicare considers reasonable, 

up to the Usual and Customary Charge; plus 
b) expenses used to meet the Med icare Part B Deductible to the extent the Medicare Part B Deductible is not 

covered under the Policy. 
Out-of-Pocket Expenses do not include expenses that are excluded or limited under the Policy. 

Expenses Incurred During Las t 3 M onths of a Calenda r Yea r: If: 
a) a Covered Person Incurs Out-of-Pocket Expenses during the last 3 months of a Calendar Year; and 
b) those expenses are applied to hi s or her Out-of-Pocket Expense Amount during the Calendar Year; 

then, a Covered Person's Out-of-Pocket Expense Amount for the next Calendar Year will be reduced by the amount of 
those expenses. 

Form S RP- 1270 P- B-2 (3229) 

19 



SENIOR MEDICAL INSURANCE PLAN BENEFITS (Continued) 

THE SCHEDULE OF BENEFITS AND AMOUNTS WILL I NDI CATE THE BENEFITS APPLICABLE TO EACH 
COVERED PERSO WHILE COVERED UNDER THE POLICY. 

FOREIGN MEDICAL T REATMENT BENEFIT 

Foreign Medical Treatment Benefit: We will pay the reasonable expense Incurred by a Covered Person for Foreign 
Medical Treatment provided he or she receives the first Foreign Medical Treatment: 

a) while covered by this benefit; and 
b) wi thin the first 180 days oftravel Outside of the United States per Calendar Year. 

This benefit will be limited to treatment received during a Foreign Medical Treatment Benefit period. The Foreign 
Medical Treatment Benefit Period: 

a) begins on the date of the first Foreign Medical Treatment; and 
b) ends 90 consecutive days later. 

This benefit will not cover any part of a Confinement that extends beyond that 90 day benefit period or any service or 
supply received after that 90 day benefit period. 

This benefit wi ll not cover Foreign Medical Treatment if a Covered Person: 
a) leaves the United States primarily to seek Foreign Medical Treatment for a Sickness or Injury; 
b) has no legal obl igation to pay for the treatment; or 
c) receives the treatment during a Calendar Year in which he or she travels or resides Outside of the Untied States 

for 6 consecutive months or longer. 

In addition, this benefit will not cover Foreign Medical Treatment if Medicare approves the treatment (in which event, 
the regular benefits of the Senior Medical Insurance Plan Benefits apply). 

However, if: 
a) a Covered Person must remain Outside of the United States more than 6 months because of an Injury or 

Sickness that prevents return to the United States; and 
b) he or she has established a Foreign Medical Treatment Benefi t Period for that Sickness or Injury within the first 

180 days of travel, as stated above; 
then, we will continue this benefit for that Sickness or lnjury unt il the end of the Foreign Medical Treatment Benefit 
Period. 

Foreign Medical Treatment means any medically necessary Confinement, service or supply received Outside of the 
United States provided the same medical treatment, if received in the United States: 

a) would be cons idered reimbursable treatment under Medicare; 
b) would be considered in general use and of demonstrated value in the diagnos is and treatment of Sickness or 

Injury by United States Physicians; and 
c) would not be considered in a research or experimental stage by United States Physicians. 

Outside of the United States means outside the territorial limits of: 
a) the 50 United States and the District of Columbia; and 
b) Puerto Rico, the Virgin Is lands, Guam and Ameri ca Samoa. 

When th is benefit is payable, no other benefits of the Policy wi ll be provided for any expense which is covered under 
th is Foreign Medical Treatment Benefit. 
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SENIOR M E DICAL INSU RANCE PLAN BENEFITS (Continued) 

TH E SCHEDUL E OF BE EFITS AN D AMO U TS WILL I NDICAT E T H E BENEFITS A PPLICABLE T O EACH 
COV ERED PERSON WI-IILE COVERED UND ER TH E POLICY. 

FOREIG N TRAVEL EM ERGENC Y M E DI C AL TREATM ENT BENE FIT 

Foreign Travel Emergency M edical Treatment Benefit: We wi ll pay the percentage of the expenses Incurred by a 
Covered Person for Foreign Travel Emergency Medical Treatment if: 

a) the Covered Person has sati sfied the Calendar Year Deductible; and 
b) the fi rst expense was Incurred within the first 60 days of travel Outside of the Uni ted States. 

Payment under the benefi t wil l be limited to the Lifetime Maximum Benefi t Amount. 

The Percentage Payable, Deductible Amount and Lifet ime Maximum Benefi t Amounts are shown in the Schedule of 
Benefit s and Amounts if a Covered Person's Schedule of Benefits and Amounts ind icates coverages fo r th is Benefit. 

This bene fi t wil l not cover Foreign Travel Emergency Medical Treatment if a Covered Person: 
a) leaves the United States primarily to seek Foreign Travel Emergency Medical Treatment for a Sickness or 

Injury; 
b) has no legal obligation to pay fo r the treatment; or 
c) receives the treatment during a Calendar Year in which he or she travel s or res ides Outs ide of the United States 

for 6 consecuti ve months or longer. 

In addi tion, this benefit will not cover Foreign Travel Emergency Medical Treatment if Medicare approves the 
treatment (in which event, the other benefits of the Plan apply.) 

When this bene fit is payable, no other benefits of the Po licy will be provided for any expense which is covered under 
this Fore ign Travel Emergency Medical Treatment Benefi t. 

Foreign Travel Em ergency M edical Treatm ent means any medically necessary Confinement, service, or supply 
needed immediate ly due to Injury o r Sickness of sudden and unexpected onset whi le the Covered Person is Outs ide of 
the United States provided the same medical t reatment, if received in the Uni ted States: 

a) would be considered reimbursable treatment under Medicare; 
b) would be considered in general use and of demonstrated value in the diagnosis and treatment of Sickness or 

Injury by United States Physicians; and 
c) would not be cons idered in a research or experimental stage by United States Physicians. 

Outside of the United States means outside the terri torial limits of: 
a) the 50 United States and the District of Columbia; and 
b) Puerto Rico, the Virgin Is lands, Guam and American Samoa. 
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SENIOR MEDICAL INSURANCE PLAN BENEFITS (Continued) 

T HE SCHEDULE OF BENEFITS AND AMOUNTS WILL INDICAT E THE BENEFITS APPLICA BLE TO EACH 

COVERED PERSO N WHILE COVERED UNDER THE POLIC Y. 

PRIVATE DUTY NURSING BENEFIT 
D R1 G HOSPITAL CONFINEMENT 

If a Covered Person's Schedule of Benefits and Amounts indicates coverage for this Benefit, We will pay the lesser 
of: 

a) the expense Incurred; or 
b) the Private Duty Nursing Maximum Benefit Amount; 

for each shift of private duty nursing service, up to the Maximum Number of Shifts per Calendar Year. 

The private duty nursing service must be provided to a person while he or she is: 
a) covered under this benefit; and 
b) Confined in a Hospital. 

The private duty nursing services must be charged directly to a Covered Person by the Nurse and not charged by the 
Hospital. 

Nurse means: 
a) a Registered Graduate Nurse (R.N.); or 
b) a Licensed Practical Nurse (L.P.N.); 

who is not a member of a Covered Person's Family. 

Family means a Covered Person's: 
a) children, parents, spouse, brother or sister; or 
b) spouse's chi ldren, parents, brother, or sister. 

We will not pay for more than 3 shifts of private duty nursing services per day. A shift consists of at least 3 
consecutive hours of nursing care. Shifts of more than 3 hours but less than 8 hours will be paid on a pro-rata basis. 

The Maximum Benefit Amount and the Maximum Number of Shifts are stated in the Schedule, if a Covered Person's 
Schedule of Benefits and Amounts indicates coverage for this Benefit. 
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SENIOR MEDI CA L INSURANCE PLAN BENEFITS (Continued) 

THE SCHEDULE OF BENEFITS AN D AMOUNTS WILL INDICATE THE BENEFITS APPLICABLE TO EACH 
COVERED PERSON WHILE COVERED UNDER T HE POLICY. 

M E DICARE PART B DEDUCTIBL E BENEFIT 

If a Covered Person's Schedule of Benefits and Amounts indicates coverage for this benefit, We will pay the 
Medicare Part B Eligible Expenses Incurred by a Covered Person used to satisfy the Medicare Part B Deductible each 
Calendar Year. 

The Medicare Part B Eligible Expenses must be Incurred by a Covered Person whil e he or she is covered under this 
benefit. 
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SENIOR MEDICAL INSU RANCE PLAN BENEFITS (Continued) 

THE SCHEDULE OF BENEFITS AN D AMOU TS W ILL INDICATE THE BENEFITS APPLICABLE TO EACH 
COVERED PERSON WHILE COVERED UNDER TH E POLICY. 

OUTPATIENT PRESCRIPTION DRUG BENEFIT 

We will pay a percentage of the prescription drug expenses a Covered Person Incurs each Calendar Year in excess of 
the Prescription Drug Calendar Year Deductible. The prescription drug must be: 

a) lawfully obtainable in the United States only upon a Physician's written prescription; 
b) needed to treat the Covered Person's Injury or Sickness; and 
c) purchased from a licensed pharmacy while he or she is covered by this benefit. 

We will not pay more than the Maximum Benefit Amount per Calendar Year. 

This benefit does not cover: 
a) the administration of any prescription drug or other substance or the cost of equipment to admin ister the drug 

such as a syringe; 
b) any prescription or refill which exceeds the greater of: 

I) a 34 day supply; or 
2) 90 day supply for mail order; 

c) any experimental drug; 
d) any prescription drug received whi le an inpatient in a Hospital, convalescent home, Skilled Nursing Facility or 

similar institution; or 
e) the cost of any prescription drug to the extent the Covered Person is not legall y obligated to pay. 

The Percentage Payable, Deductible Amount and Benefit Amount are shown in the Schedule of Benefits and 
Amounts if the Covered Person is covered for this Benefit. 
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SENIOR MEDICAL INSURANCE PLAN BENEFITS (Continued) 

T HE C H ED LE O F BENEFITS A D AMO NTS W ILL INDI CATE T HE BEN E FITS APP LICABLE TO EACH 
CO VERE D PER ON W HI LE CO V ERE D NDER T il E PO LI C Y. 

AT HOME RECOVERY BENEFIT 

!fa Covered Person's Physician certifies that the Covered Person requi res the services of a Care Provider for Home 
recovery from a Sickness, Injury or surgery for which a Home Care Plan of Treatment was approved by Medicare, 
and if a Covered Person's Schedule of Benefi ts and Amounts indicates coverage fo r this Benefi t, then we will pay the 
lesser of: 

a) the expense Incurred; or 
b) the At-Home Recovery Maximum Amount per visit; 

for short term At-Home Recovery Visits, up to the Maximum Benefit Amount per Calendar Year. 

The At-Home Recovery Visits must be: 
a) provided to a person whi le he or she is covered under this benefit; 
b) primarily to provide services which assist in Activities of Daily Living; 
c) provided on a visiting basis in the Covered Person's Home; and 
d) provided whi le the Covered Person is receiving Medicare-approved home care services or within 8 weeks after 

the service date of the last Medicare home health care visit. 
The Covered Person's attending Physician must certify that the speci fic type and freq uency of At-Home Recovery 
services are necessary because of a condit ion for which a home care plan of treatment was approved by Med icare. 

This benefit will not pay for: 
a) At- Home Recovery Vi sits paid for by Medicare or other government programs; 
b) At-Home Recovery Vi sits provided by fam ily members, unpaid volunteers or providers who are not Care 

Providers, as defi ned; 
c) more than the number of Medicare approved home health care visits under a Medicare approved home care 

plan of treatment; or 
d) more than 7 visits in any one week. 

The Maxi mum Amount per visit, the Maximum visits per week and the Maximum Benefit Amount are shown in the 
Schedule of Benefits and Amounts if the Covered Person is covered for this Benefit. 

Activities of Daily Living means those daily activities necessary for a person to perform in order to function 
independently, including, but not limited to, bathing, dressing, personal hygiene, transferring, eating, ambulating, 
assistance with drugs that are normally self-administered and changing bandages or other dressings. 

At-Home Recovery Visit means the period of a visit required to provide at-home recovery care, wi thout li mit on the 
duration of the visi t, except each consecutive 4 hours in a 24 hour period of services provided by a care provider is 
considered one visit. 

Care Provider means a duly qualified or licensed home health aide or homemaker, personal care aide or nurse 
provided through a licensed home health care agency or referred by a licensed referral agency or licensed nurses 
registry. 

Home means a place used by the Covered Person as a place of residence. It may be the Covered Person's own 
dwelli ng, an apartment, a relative's home, a home for the aged or some other type of institut ion, provided that such a 
place would qualify as a residence for Home Health Care services covered by Medicare. A Hospital or Sk illed 
Nursing Facil ity is not considered the Covered Person's home. 
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SENIO R MEDICAL INSU RANCE PLAN BENEFITS (Continued) 

T HE SCH EDULE OF BENEFITS AND AMOUNTS W ILL INDICATE THE BENEFI TS APPLICABLE TO EAC H 
COVERED PERSON W HILE COVERED UNDER T H E POLI CY. 

PREVENTIVE ME DICAL CARE BENEFIT 

If a Covered Person's Schedule of Benefits and Amounts indicates coverage for this Benefit, We will pay the actual 
charges up to the Medicare approved amount for expenses Incurred by the Covered Person for: 

a) an annual c linical preventive medical history and physical exami nation (which may include Preventive 
Screening Tests or Services) and patient education to address preventive health measures; and 

b) Preventive Screening Tests and Services, as defined; and 
c) influenza vaccine administered at any appropriate time during the year; and 
d) Tetanus and Di phtheria booster every I 0 years; and 
e) any other tests or preventive measures determined to be appropriate by the attending Physician. 

The expenses must be Incurred by a Covered Person whi le covered by this benefit. 

Our payment will be limited to the Maximum Benefit Amount per Calendar Year shown in the Schedule of Benefits 
and Amounts, if a Covered Person's Schedule of Benefits and Amounts indicates coverage for th is Benefit. 

Preventive Screening Tests a nd Preventive Services means one or more of the fo llowing, the frequency of which is 
considered medically appropriate: 

a) fecal occult blood test and/or digital rectal examination; 
b) mam mogram ; 
c) dipstick urinalysis for hematuria, bacteriuria and proteinauria; 
d) pure tone (air only) hearing screening tests, administered or ordered by a physician; 
e) serum cholesterol screening (every 5 years); 
f) thyroid function test; and 
g) diabetes screening. 
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SENIOR MEDICAL INSU RANCE PLAN BENEFITS (Continued) 

T HE SCHEDULE OF BENEFITS AND A MOUNTS WILL I NDICATE THE BENEFITS APPLICABLE TO EACH 
COVERED PERSON WHILE COVERED UNDER THE POLICY. 

HOSPICE CARE BENEFIT 
APPLICABLE TO ALL PLA S 

Under Medicare, a terminall y il l person may elect to receive Hospice Care benefits instead of most regular Medicare 
Part A and Part 8 benefits. Then, Medicare pays all approved Hospice Care charges except coinsurance charges for 
Inpati ent respite care, drugs and biologicals. 

When a Covered Person elects to receive Hospice Care, we wi ll pay the Medicare Coinsurance Charges which he or 
she Incurs. 

The Hospice Care must: 
a) be approved by Medicare; and 
b) be received while covered by this benefit. 

When this benefit is payable, no other benefits of the Policy will be provided for any expense which is covered under 
this Hospice Care benefit. 
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SENIOR MEDICA L INSU RANCE PLAN ADDITIONAL BENEFITS (Continued) 

THE SCHEDULE O F BENEFITS AND AMO NTS W ILL I NDICATE T HE BENEFITS APPLICABLE TO EACH 
COVERED PERSON WHILE COVERED UNDER T HE POLICY. 

STATE MANDATED BENEFITS 
With respects to residents of the followin g states, the followin g benefits are added to the Policy and Certificate: 

California: 
Cancer Screenings Benefit 

We will pay the Usual and Customary charges not covered by Medicare for mammography and cervical 
cancer screenings Incurred by a Covered Person each Calendar Year. 

Co lorado: 
Mammography Benefit 

We will pay for mammography coverage for routine and certain diagnostic screenings on a calendar year 
basis. Routine screening must include the following: 
a) for women age 35-40, one baseline mammogram; 
b) for women aged 40-50, one screening every two calendar years (once each calendar year for 

women with risk factors to breast cancer as determined by her physician); and 
c) for women aged 50-65, one screening annually, on a calendar year basis. 
!fa Covered Person has not ut ilized the routine mammography benefit during a calendar year, then the benefit 
wi ll apply to one diagnostic screening for that year. 

If more than one diagnostic screening is provided in a calendar year, the policy's other diagnostic service 
benefits provisions will apply. 

Diagnostic Screening as used in the benefit, means the use of procedures including phys ical examinations, 
radiological imaging, surgical techniques, and any new technologies approved by the board for detecting 
whether abnormal ities of the breast are malignant or benign. 

Screening means the conduct of physical examinations, visual inspections, or other medical tests exclusively 
for the purpose of ascertaining the existence of any physiological abnormality wh ich might be indicative of the 
presence of disease. Screening includes diagnostic screening services. 

Prostrate Cancer Screening Benefit 
We will pay for an annual prostate screening for the early detection of prostate cancer: 
a) for men over 50 years of age; and 
b) for men over 40 years of age who are in high risk categories. 

Coverage may not be subject to deductibles and must be the lesser of: 
a) $65; or 
b) the actual charge for the screening. 

The screening may be performed by any qualified medical professional, including a urologist, internist, 
general practitioner, doctor of osteopathy, nurse practitioner or physician assistant. 

The screeni ng must include at least the following tests: 
a) a prostate-specific antigen (PSA) blood test; and 
b) a digital rectal examination. 
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SENIOR MEDICAL INSURANCE PLAN AD DITIONAL BENEFITS (Continued) 

TH E C H ED LE OF BENEFITS AND AMO NTS WILL INDICAT E THE BENEFITS APPLICABLE TO EACH 
COVERED P ERSON WHILE COVERED NDER TH E POLI CY. 

STATE MANDATED BENE FITS (Continued) 
With res pects to resid ents of the following states, the following benefits arc added to the Policy a nd Certificate: 

Connecticut: 

Home Health Aide Services Benefit 
Medicare pays for home health care that is medically necessary if certain conditions are met. Covered services 
may include those of a home health aide. 

When the services of a home health aide are not covered by Medicare, we will pay up to a max imum amount 
of $500 each Calendar Year for the Usual and Customary expenses that a Covered Person incurs for home 
health services, provided: 

a) the Covered Person's attend ing Physician certifies in writing that such services are medically necessary; 
b) such services are provided by a Connecticut licensed home health care agency; and 
c) the Covered Person receives such services while covered by this benefit. 

Mammography Screening Benefit 
We will pay a Covered Person's expenses Incurred for one screening by Low-Dose Mammography for the 
presence of occult breast cancer for each Calendar Year. 

Low-dose Mammography means x-ray examinations of the breast us ing equipment with an average radiation 
exposure delivery of less than one rad mid-breast, with 2 views for each breast. 

Delaware: 

Scalp Hair Prosthesis 
We will provide coverage for medical or hospi tal expenses and also provide coverage for other prostheses, must 
provide coverage for expenses for a scalp hai r prosthesis worn for hair loss suffered as a result of alopecia areata, 
resulting from an autoimmune disease. This coverage must follow the same limitations and guidelines as other 
prostheses, but such coverage need not exceed $500 per year. 

Thi s coverage may be subject to annual deductibles and co-insurance provisions as long as they are appropriate and 
consistent wi th those established for other benefits under the plan of coverage. Written notice of the availabili ty of 
such coverage must be delivered to the insured, participant, policyholder, subscriber and beneficiary upon enrollment 
and annually thereafter. 

The following terms are defined in this section as follows: 

Prostheses: means arti ficial appliances used to replace lost natural structures. They include, but are not limi ted to, 
artificial arms, legs, breasts, or glass eyes. 

Scalp Hair Prosthesis: means artificial substitutes for scalp hair that are made specifically for a specific individual. 
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SENIOR MEDICAL INSURANCE PLAN ADDITIONAL BEN EFITS (Continued) 

THE SCHEDULE OF BENEFITS AN D AMOUNTS WILL INDICATE THE BENEFITS APPLICABLE TO EACH 
COVERED PERSON WH ILE COVERED UNDER THE POLICY. 

STATE MANDATED BENEFITS (Continued) 
With respects to residents of the following states, the following benefits are added to the Policy and Certificate: 

Delaware Continued: 
The following terms are defined: 

Provide coverage for medical formu las and foods, low protein modified formulas and mod ified food products that are 
prescribed as medically necessary for the therapeutic treatment of inherited metabolic diseases, and are administered 
under the di rection of a physician. 

The following terms are defined in this section as follows: 

Inherited metabolic diseases: refers to diseases caused by an inherited abnormality of biochemistry. The words 
"inheri ted metabolic diseases" also include any diseases for which Delaware screens newborn babies. 

Low protein modified formula or food product: means a formula or food product that is specially formulated to have 
less than I gram of protein per serving and intended to be used under the direction of a physician for the dietary 
treatment of an inherited metabolic disease. It does not incl ude a natural food that is naturally low in protein. 

Medical formula or food: means a formu la or food that is intended for the dietary treatment of an inherited metabolic 
disease for which nutritional requirements and restrictions have been established by medical research and is 
formulated to be consumed or administered entirely under the direction of a physician. 

Washington, D.C.: 

Cancer Screening Benefit 
We wi ll pay the Usual and Customary charges Incurred by a Covered Person and not covered by 
Medicare for: 

a) one mammography screen ing each Calendar Year; and 
b) one cervical cancer screening each Calendar Year or more frequently if certified by a 

Physician that such cervical cancer screenings are medically necessary. 

Hawaii: 

Mental Health and Alcohol and Drug Abuse Treatment Benefit 
Covered benefits for mental health, alcohol dependence and drug dependence shall be: 

a) li mited to those services certified by Medicare's licensed physician or psychologist as medical ly or 
psychologically necessary at the least costly appropriate level of care; and 

b) not less than thirty days of in-hospital services per year. Each day of in-hospital services may be 
exchanged for two days of nonhosptial residential services, two days of partial hospitalization services 
or two days of day treatment services. 

Physician or psychologist visits shall not be Jess than thirty visits per year to hospital or nonhospital fac ilities 
or to mental health outpatient faci liti es for day treatment or partial hospitalization services. The benefi t for 
outpatient services shall not be less than twelve visits per year. 
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SENIOR MEDICAL INSURANCE PLAN ADDITIONAL BENEFITS (Continued) 

T HE CHEDULE OF BENEFITS AND AMO NTS WILL INDICATE THE BENEFITS APPLICABLE TO EACH 
COVERED PERSON WHILE COVERED NDER T H E POLICY . 

STATE MANDATED BENEFITS (Continued) 
With respects to residents of the following states, the foll owing benefits a re added to the Policy and Certificate: 

Hawaii (Continued): 

Alcohol and Drug Dependence Benefit 
Detoxi fi cat ion provided in a hospital or nonhospital facility which has a written affi li at ion agreement with a hospital 
for emergency, medical and mental health support services. Services are covered under the in-hospital services but 
not under the treatment episode limitation. Services include: 

a) room and board; 
b) diagnostic x-rays; 
c) laboratory testing; and 
d) drugs, equipment use, special therapies and supplies. 

Alcohol and Drug Dependence Treatment is delivered through in-hospital, nonhospital residential or day treatment 
substance abuse services. A licensed physician or certified psychologist shall determine that this individual suffers 
from alcohol or drug dependence or both. Substance abuse services shall include services which are requi red for 
licensure and accreditat ion. 

Excl uded from this benefit are: 
a) detoxification services; 
b) educational programs to which drinking or drugged drivers are referred by the judic ial system; and 
c) services performed by mutual self-help groups. 

Outpatient services for drug and alcohol dependence shall be provided under: 
a) an individualized treatment plan approved by a licensed physician or certified psychologist; and 
b) be reasonably expected to produce rem ission of the patient's condition. 

Mental Illness Benefit 
Mental illness benefits shall be limited to coverage for diagnosis and treatment of ental disorders. All mental helath 
services shall be provided under an ind ividualised treatment plan approved by a licensed physician or psychologist 
and must be reasonably expected to improve the patient's cond ition. 

In-hospital and nonhospital residential mental health services shall be provided in a hospi tal or nonhospital residential 
fac ili ty, 

Mental heal th partial hospitalization shall be provided by a hospital or a mental health outpatient fac ili ty. 

Mental health outpatient services are included as part of the covered outpatient services. 

For this benefit, the following definitions apply: 

Alcohol dependence means any use of alcohol which produces a pattern of pathological use causing impai rment in 
social or occupational functioning or produces physiological dependency evidenced by physical tolerance or 
withdrawal. 
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SENIOR MEDICAL INSURANCE PLAN ADDITIONAL BENEFITS (Continued) 

THE SCHEDULE OF BENEFITS AND AMOUNTS WILL l NDlCATE THE BENEFITS APPLICABLE TO EACH 
COVERED PERSON WHILE COVERED U DER THE POLlCY. 

STATE MANDATED BENEFITS (Continued) 

With r espects to residents of the following states, the following benefits are added to the Policy and Certificate: 

Hawaii (Continued): 

Alcohol or drug dependence outpa tient services means alcohol or drug dependence nonresidential treatment 
provided on an ambulatory basis to patients with alcohol or drug dependence problems that includes psychiatric or 
psychological interventions prescribed and performed by state licensed physicians or psychologists who have been 
certified in accordance with set laws. 

Certified sustance abuse staff means professionals and paraprofessional with current ful l certificat ion as substance 
abuse counselors or program administrators. 

Day treatment services means treatment services provided by a hospital, mental health outpatient facility, or 
nonhospital facility to patients who, because of their conditions, require more than periodic hourly service. Day 
treatment services shall be prescribed by a physician or licensed psycologist and carried out under the supervision of a 
physician or li censed psychologist. Day treatment services require: 

a) less than twenty-four hours of care; and 
b) a minimum of three hours in any one day. 

Detoxification services means the process whereby a person intoxicated by alcohol or drugs or a person who is 
dependent upon alcohol or drugs or both is ass isted through the period of time necessary to eliminate, by metabolic or 
other means, the intoxicating alcohol or drug dependency factors, as determined by a licensed physician, whi le 
keeping the physiological risk to the person at a minimum. 

Drug dependence means any pattern of pathological use of drugs causing impairment in social or occupational 
functioning and producing psychological or physilogical dependency or both, evidenced by physical tolerance or 
withdrawal. 

Hospital means a facili ty licensed as a hospital by the department of health and accredited by the Joint Commission 
on Accreditation of Health Care Organizations. 

In-hospital services means the provision of medical, nursing, or therapeutic services twenty-four hours a day in a 
hospital. 

Mental health outpatient facility means a mental health establishment, clinic, institution, center, or community 
mental health center, that provides for the diagnosis, treatment, care, or rehabi litation of mentally ill persons, that has 
been accredited by the Joint Commission on Accreditation of Health Care Organizations or the Comm ission on 
Accreditation of Rehabilitation Facilities. 

Mental illness or mental disorder means a syndrome of clinically significant psychological, biological, or 
behavioral abnormali ties that results in personal distress or suffering, impairment of capacity for functioning, or both. 
Epilepsy, senility, mental retardation, or other developmental disabi lities and addiction to or abuse of intoxicating 
substances do not in and of themselves constitute a mental disorder. 
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SENIOR MEDICAL INSURANCE PLAN ADDITIONAL BENEFITS (Continued) 

THE SCH EDULE OF BENEFITS A 'D AMOUNTS WILL INDI CATE THE BENEFITS APPLICABLE TO EACH 
COVERED PERSON WHILE COVERED UNDER THE POLICY. 

STATE MANDATED BENE FITS (Continued) 

With respects to residents of the following states, th e following benefits are added to the Policy and Certificate: 

Hawaii (Continued): 

Nonhospital facility means a fac il ity for the care or treatment of alcohol dependent, drug dependent, or mentally ill 
persons, which has been accredited by the Joint Commission on Accreditation of Health Care Organizations of the 
Commission on Accreditation of Rehabili tation Facilities and, if residential, has been licensed as a special treatment 
facility by the department of health. 

Non hospital residential services means the provisions of medical, psychological, nursing, counseling, or therapeutic 
services to patients suffering from alcholo dependence, drug dependence or mental illness by a nonhospital residential 
facility, according to individualized treatment plans. 

Partial hospitali7..ation services means treatment services provided by a hospital or mental health outpatient facility 
to patients who, because of their conditions, require more than periodic hourly service. Partial hospitalization services 
shall be prescribed by a physician or licensed psychologist. Partial hospitalization services require Jess than twenty­
four hours of care and a minimum of three hours in any one day. 

Substance abuse services means the provisions of medical , psychological, nursi ng, counseling, or therapeutic 
services in response to a treatment plan for alcohol or drug dependence or both which sail include, when appropriate, 
a combination of aftercare and individual , group and famili y conseling services provided by certified substa nce abuse 
staff. 

Treatment episode means one admission to an accrediated hospital or nonhospital facility, or offi ce of a state­
li censed physician or psychologist certified for treatment ofalchol or drug dependence or both stipulated in a 
prescribed treatent plan and which would generally produce remission in those who complete the treatment. The 
prescribed treatment plan may include: 

a) the provis ion of substance abuse services in more than one location; and 
b) in-hospital, nonhospital residential, day treatment or alchol or drug dependence outpaitent services 

or any combination thereof. An admission for only detoxification services shal l not constitue a 
treatment episode. 

Iowa: 

Mammography Benefit 
We wil l pay a Covered Person' s expenses Incurred for one screening by Low-dose mammography for the presence of 
occult breast cancer for each Calendar Year. 

Low-dose Mammography means x-ray examinations of the breast using equipment with an average radiation 
ex posure delivery of less than one rad mid-breast, with 2 views for each breast. 
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SENIOR MEDICAL I NSU RANCE PLAN ADDITIONAL BENEFITS (Continued) 

THE SCHEDULE OF BENEFITS AND AMOUNTS WILL INDICATE THE BENEFITS APPLICABLE TO EACH 
COVERED PERSON W HILE COVER ED UNDER TH E POLI CY. 

STATE MANDATED BENEFITS (Cont inued) 

W ith respects to residents of t he fo llowing states, the following benefits a re added to the Policy a nd Certificate: 

Maine: 

Mammography Coverage Benefit 
We will pay the actual charge incurred by a Covered Person for one Screening Mammogram for the presence 
of occult breast cancer each Calendar Year to the extent that it is not covered by Medicare. This benefit is 
subject to any deductibles or coinsurance amounts. 

Screening Mammogra m means x-ray examinations of the breast using equipment with an average radiation 
exposure delivery of less than one rad mid-breast, wi th 2 views for each breast. 

The definition of Preventive Screening Tests and P reventive Services defini tion (if any) has been deleted in 
its entirety and replaced by the following: 

P reventive Screening Tests and Preventive Services means one or more of the following, the frequency of which is 
considered medically appropriate: 

a) fecal occult blood test and/or di gi tal rectal examination; 
b) dipstick urinalysis for hematuria, bacteriuria and proteinauria; 
c) pure tone (ai r only) hearing screening tests, administered or ordered by a physician; 
d) serum cholesterol screening (every 5 years); 
e) thyroid function test; and 
f) diabetes screening. 

Alcoholism a nd Dr ug Depend ency Benefit 
To the extent not covered by Medicare, we wi ll pay for the expense incurred by a Covered Person for the 
treatment of alcoholism or drug dependency, subject to the fol lowing limitations per Calendar Year: 

a) 30 days for inpatient or residential care in a Hospital or nonhospital res idential faci I ity; and 
b) a maximum benefit amount of $ 1000 for outpatient visits. 

We will not pay for more than the following per lifet ime: 
a) 60 days for inpatient or residential care in a Hospital or nonhospital res idential facility; and 
b) a maximum benefit amount of$25 ,000 for outpatient visi ts; 

for the treatment of alcoholism or drug dependency, subject to all the rules and lim itations of the Policy. 

In no event will this rider provide coverage which duplicates Medicare benefits or which exceeds the 
maximum amount payable under the Poli cy. 
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SENIOR MEDIC AL INSU RANCE PLAN ADDITIONAL B ENEFITS (Continued) 

THE SCH EDULE OF BENEFI TS AN D AMOU TS WI LL INDICATE THE BENEFITS A PPLICABLE TO EA CH 
COVERED PERSON WHILE COV ERED UNDER T H E POLICY. 

ST ATE MAN DAT E D BE NEF ITS (Contin ued) 

With r espects to resid ents of the fo llowing states, t he following benefi ts are a dded to the Policy a nd Certificate : 

Maine (Co ntinued ): 

Menta l and Ner vous Disorder Benefi t 
To the extent not covered by Medicare, we will pay the expense incurred by a Covered Person for the treatment of the 
fol lowing Mental and ervous Disorders : 

a) schizophrenia; 
b) bipolar di sorder; 
c) pervasive developmental d isorder, or autism; 
d) childhood schizophrenia; 
e) psychotic depression, or involutiona l melancholia; 
f) paranoia; 
g) panic disorder; and 
h) major depressive disorder. 

T he benefit will be limited to: 
a) 60 days for inpatient care; and 
b) 50% of the reasonable and customary charge for outpatient o r day trea tment care, or any 

combination of the two, to a maximum of$2,000; 
per calendar year, w ith a lifetime maximum amount of $ 100,000. 

We will pay the expense incurred by a Covered Person for treatment of all o ther Mental and Nervous Disorders the 
same as any other Sickness. 
This benefit will be limi ted to: 

a) the coinsurance amount applicable to any other Sickness, for inpatient or day treatment to a maximum of30 
days; and 

b) 50% of the reasonable and customary charge for outpat ient treatment care, to a max imum of$1 ,500; 
per calendar year, with a lifet ime maximum of$50,000. 

Massachusetts : 

Confinement fo r T reatm ent of Alco ho lis m Benefi t 
We will pay the expense incurred for the first 30 days per Calendar Year of Confinement in a hospital or specialized 
facili ty for Inpatient treatment of a lcoholism, to the extent not covered by Medicare. 

Confinement for T reatm ent o f Menta l and Nervous Diso rders Benefit 
We will pay the expense incurred for Confinement in Hospital for the treatment of Mental and Nervous Disorders the 
same as any other Sickness. However, if the Covered Person is confined to: 

a) a menta l hospital under the d irection and supervision of the Department of Mental Health of the 
Commonwealth of Massachusetts; or 

b) a private mental hospital licensed by the Department of Mental Health of the Commonwealth of 
Massachusetts; 

we wi ll lim it our payment to the expense incurred for up to 60 days of Confinement per Calendar Year, to the 
extent not covered by Med icare. 
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SENIOR M E DICAL I NSU RANCE PLAN ADDIT IONAL B ENEFITS (Continued) 

THE SCHEDULE OF BENEFITS AN D AMOUNTS WILL INDI CATE THE BENEFITS APP LiCABLE TO EACH 
COVER ED PERSON W HILE COVERED UNDER THE POLiCY. 

STAT E MANDAT ED BENEFITS (Continued) 

With respects to residents of the following states, the fo llowing benefits are added to th e Policy and Certificate: 

Massachusetts (Continued): 

Outpatient T reatment of Alcoholism Benefit 
We will pay the expense incurred for outpatient treatment of alcoholism to the extent not covered by Medicare 
up to a maximum of$500 per Calendar Year. 

Outpatient Treatment of Menta l a nd Nervous Disorders Benefi t 
We will pay the expense incurred for outpatient treatment of Mental and Nervous Disorders to the extent 
not covered by Medicare provided by: 

a) a comprehensive heal th service organization; 
b) a licensed or accredited hospital; 
c) a community mental health center, mental health clinic, or day care center which furnishes mental 

health services, if approved by the Department of Mental Health of the Commonwealth of 
Massachusetts; or 

d) consultations or diagnostic or treatment sessions provided by: 
I. a fully licensed psychotherapist who devotes a substantial amoun t of time to the practice of psychiatry; 
2. a licensed psychologist; 
3. a licensed independent clinical social worker; and 
4. a certified clinical specialist in psychiatric and mental health nursing, provided such services are 

within the scope of his or her practice; 
in excess of the Medicare approved amount. 

If Medicare denies payment for treatment, we will still provide coverage up to $500 maximum per Calendar 
Year. 

Mammography Screening Benefit 
We will pay the expense incurred by a Covered Person for one screening by Low-dose mammography each 
Calendar Year to the extent that it is not covered by Medicare. 

Low-dose Mammography means the x-ray exam ination of the breast us ing equipment specifically for mammography 
with an average radiation exposure del ivery of less than one rad mid-breast, with two views for each breast. 

Cytologic Screening Benefit 
We will pay the expense incurred by a Covered Person for one Cytologic Screeni ng (Pap smear) per Calendar 
Year to the extent that it is not covered by Medicare. 
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SENIOR M E DICA L INS URA NCE PLAN ADDITIONAL B ENEF ITS (Continued) 

T HE SCH EDULE OF BENEFITS AN D AMOUNTS WILL I NDICATE TH E BENEFIT S A PPLICABLE TO EACH 
COVERED PERSON WH I LE COVERED U DER THE POLIC Y. 

STATE MAN DATED BENEFITS (Cont inued) 

W it h respects to residents of the following states, t he fo llowing benefits a re add ed to the Policy a nd Certifica te: 

Massachusetts (Continued): 

Entera l Formulas Benefit 
We wi ll pay the expense incurred for non-prescription enteral formulas medically necessary for the treatment 
of malabsorption caused by: 

a) Chrohn's disease; 
b) ulcerative colitis; 
c) gastroesophageal refl ex; 
d) gastrointestinal motili ty; or 
e) chronic intestinal pseudo-obstruction; 

to the extent not covered by Medicare. 

Mamm ogra phy Screenin g Benefit 
We will pay the lesser of: 

a) $70; or 

Monta na: 

b) the actual charge incurred by a Covered Person ; 
for one screening by Low-dose Mammography for the presence of occult breast cancer for each Calendar Year to the 
extent that it is not covered by Medicare. 

Low-dose Mammography means x-ray examinations of the breast using equipment with an average radiation 
exposure delivery of less than one rad mid-breast, with 2 views for each breast. 

New J ersey: 

Prostrate Cancer Screening Benefit 
We wi ll pay for an annual diagnostic examination including but not limited to, a digital rectal examination and a 
prostate-specific antigen test for men age: 

a) 50 and over who are asymptomatic; and 
b) 40 and over with a family history of prostrate cancer or other prostrate cancer risk factors. 

This benefi t will be provided to the same extent as for any other medical condi tion under thi s policy. 

At Home Recovery Benefit 
If a Covered Person's Pychisican certifies that the Covered Person requires the services of a Care Provided for Home 
recovery or Rehabilitation from a S ickness, Inj ury or surgery, then we will pay the lesser of: 

a) the expense Incurred; or 
b) the At Home Recovery Maximum Amount per visit; 

for short term At Home Recovery Visits, up to the Maximum Benefit Amount per Calendar Year. 
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SENIOR MEDICAL INSURANCE PLAN ADDITIONAL BENEFITS (Continued) 

THE SCHED ULE OF BENEFITS AND AMOUNTS WILL INDICATE THE BENEFITS APPLICABLE TO EACH 
COVERED PERSON WHILE COVERED UNDER THE POLICY. 

STATE MANDATED BENEFITS (Continued) 

With respects to residents of the following states, the following benefits are added to the Policy and Certificate: 

New Jersey (Continued): 

The At Home Recovery Visits must be: 
a) provided to a person while he or she is covered under this benefi t; 
b) primarily to provide services which assist in Activities of Dai ly Living; 
c) provided on a visiting basis in the Covered Person ' s Home. 

This benefit will not pay for: 
a) At Home Recovery Visits paid for by Medicare or other government programs; 
b) At Home Recovery Visits provided by family members, unpaid volunteers or providers who are not Care 

Providers, as defined; 
c) More than 7 visits in any one week. 

Definitions for thi s benefit are as follows : 

Activities of Daily Living means those daily activities necessary for a person to perform in order to function 
independently, including, but not limited to, bathing, dressing, personal hygiene, transferri ng, eating, ambulating, 
assistance with drugs that are normally se lf-administered and changing bandages or other dressings. 

At Home Recovery Visit means the period of a visit required to provide at home recovery care, without limit on the 
duration of the visit, except each consecutive 4 hours in a 24 hour period of services provided by a care provider is 
considered one vis it. 

Care Provider means a duly qualified or licensed home health aide or homemaker, personal care aide or nurse 
provided through a licensed home heal th care agency or referred by a licensed referral agency or licensed nurses 
registry. 

Home means a place used by the Covered Person as a place of residence. It may be the Covered Person ' s own 
dwelling, an apartment, a relatives' home, a home for the aged or some other type of institution. A Hospital or Skilled 
Nursing Facility is not considered the Covered Person 's home. 

Rehabilitation means aiding a patient in order to ass ist in the development of independent li ving capabilities in order 
to attain reduction of physical or mental disability. 
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SENIOR MEDICAL INSU RANCE PLAN ADDITIONAL BENEFITS (Continued) 

THE SCH EDUL E OF BENEFITS AN D AMO U TS WI LL I DICATE THE BENEFITS A PPLICA BLE T O EACH 
COVERED PERSON WHILE COVERED U DER TH E POLICY. 

STATE MA NDATED BENEFITS (Continued) 

With respects to res idents of the following states, the following benefits a re added to the Policy and Certificate: 

New J ersey (Continued): 

Preventive Medical Care Benefit 
We will pay the actual charges up to the Medicare approved amount for expenses Incurred by the covered Person for: 

a) an annual clinical preventive medical history and physical examination (which may include Preventive 
Screening Tests or Services) and patient education to address preventive health measures; and 

b) Preventive Screening Tests and Services, as defined: and 
c) Influenza vaccine admini stered at any appropraite time during the year; and 
d) Tetanus and Diptheria booster every I 0 years; and 
e) other tests or preventive measures determined to be appropriate by the attending Physician. 

The expenses must be Incurred by a Covered Person wh ile covered under thi s benefit. 

Our payment will be limited to the Maximum Benefit Amount per Calendar ear shown in the Schedule. 

Preventive Screening Tests and Preventive Services means one or more of the followi ng, the freq uency of wh ich is 
considered medically appropriate: 

a) fecal occult blood test and/or digital rectal examiniation; 
b) dipstick urinalysis for hematuria, bacteriuria and proteinauria; 
c) pure tone (ai r only) hearing screening tests, administered or ordered by a physician; 
d) serum cholesterol screen ing (every 5 years); 
e) thyroid function test; and 
f) diabetes screening. 

Mammography Coverage Benefit 
We will pay the actual charge incurred by a Covered Person for one screening by Low-Dose Mammography for the 
presence of occult breast cancer for each Calendar Year to the extent that it is not covered by Medicare. 

Low-Dose Mammography means x-ray examinations of the breast us ing equipment with an average radiation 
exposure delivery of less than one rad mid-breast, with 2 views for each breast. 

Wilm 's Tumor Benefit 
We will cover the expenses Incurred by a Covered Person for the treatment ofWilm's Tumor the same as any other 
covered Sickness to the extent that it is not covered by either Medicare Part A or Part B. 
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SENIOR MEDICAL INSURANCE PLAN ADDITIONAL BENEFITS (Continued) 

THE SCI IE D LE OF BENEFITS AND AMOUNTS WILL INDICATE THE BENEFITS APPLICABLE TO EACH 
COV ER ED PERSON WHILE COVE RED UNDER THE POLICY. 

STATE MANDATED BENEFITS (Continued) 

With res pects to residents of the following states, the following benefits are added to the Policy and Certificate: 

Pennsylvania: 

Phenylketonuria Treatment Benefit 
We will cover the cost of nutritional supplements (formulas) as medically necessary for the therapeutic treatment of 
phenylketonuria, branched chain ketonuria, galactosemia, and homocystinuria as administered under the direction of a 
Physician. 

Rhode Island: 

At Home Recovery Benefit 
If a Covered Person's Physician certifies that the Covered Person requires the services of a Care Provider for 
Home recovery from a Sickness, Injury or surgery for which a Home Care Plan of Treatment was approved by 
Medicare, then we will pay the lesser of: 

a) the expense Incurred; or 
b) the At-Home Recovery Maximum Amount per visit; 

for short term At-Home Recovery visits, up to the Maximum Benefit Amount per Calendar Year. 

The At-Home Recovery Visits must be: 
a) provided to a person while her or she is covered under this benefit; 
b) primarily to provide services which assist in Activities of Daily Living; 
c) provided on a visiting basis in the Covered Person's Home; and 
d) provided while the Covered Person is receiving Medicare-approved home care services or within 

the Covered Person's attending Physician must certify that the specific type and frequency of At-Home 
Recovery services are necessary because of a condition for which a home care plan of treatment was 
approved by Medicare. 

This benefit will not pay for: 
a) At-Home Recovery Visits paid for by Medicare or other government programs; 
b) At-Home Recovery Visits provided by fami ly members, unpaid volunteers or providers who are 

not Care Providers, as defined; 
c) more than the number of Medicare approved home health care visits under a Medicare approved 

home care plan of treatment; or 
d) more than 7 visits in any one week. 

Maximum Amount per visit, the Maximum visits per week and the Maximum Benefit Amount are shown below: 
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SENIOR MEDICAL INSURANCE PLAN ADDITIONAL BENEFITS (Continued) 

THE SCHEDULE OF BEN EFITS AND AMOUNTS WILL I NDICATE THE BENEFITS APPLICABLE TO EACH 
COVERED PERSON WHILE COVERED UNDER THE POLICY. 

STATE MANDATED BENEFITS (Continued) 

With respects to residents of the following states, the following benefits are added to the Policy and Certificate: 

Rhode Island (Continued): 

Definitions for this benefit are: 

Activities of Daily Living means those dai ly activities necessary for a person to perform in order to function 
independently, including, but not limited to, bathing, dressing, personal hygiene, transferring. eating, ambulating, 
assistance with drugs that are normal ly self-administered and hanging bandages or other dressings. 

At-Home Recovery Visit means the period of a visit required to provide at-home recovery care, without limit on the 
duration of the visit, except each consecutive 4 hours in a 24-hour period of services provided by a care provider is 
considered one visit. 

Ca re Provider means a duly qual ified or licensed home health aide or homemaker, personal care aide or nurse 
provided through a licensed home health care agency or referred by a licensed referral agency or licensed nurses 
registry. 

Home means a place used by the Covered Person as a place of residence. It may be the Covered Person's own 
dwelling, an apartment, a relative's home, a home for the aged or some other type of institution, provided that such a 
place would qualify as a residence for Home Health Care services covered by Medicare. A Hospital or Skilled 
Nursing Faci li ty is not considered the Covered Person's home. 

Also for the residents of Rhode Island: Medical coverage must be provided for serious mental illness on the same 
basis as coverage for other illnesses and diseases. Coverage must include the same durational limits and deductibles 
as for other illnesses and diseases. These health care benefits apply only to services delivered within the state of 
Rhode Island. 

Serious Mental Illness means any mental disorder that current medical science affirms is caused by a biological 
disorder of the brain and that substantially li mits the life activities of the Insured Person with the il lness. The term 
includes, but is not limited to: 

a) schizophrenia; 
b) schizoaffecti ve disorder; 
c) delusional disorder; 
d) bioplar affecti ve disorders; 
e) major depression 
f) obsessive compulsive disorder. 

Medical coverage means inpatient hospitalization and outpatient medication visits. Inpatient coverage in cases where 
continuous hospitalization is medically necessary is li mi ted to 90 consecutive days. 
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SENIOR MEDICAL INSURANCE PLAN ADDIT IONAL BENEFITS (Continued) 

T H E SCHED LE OF BENEFITS AND AMOUNTS WILL INDICATE THE BENEFITS APPLICABLE TO EACH 
COVERED PERSON WHILE COVER ED UNDER THE PO LI CY. 

STATE MANDATE D BENEFITS (Continued) 

W ith respects to res idents of the follow ing states, the following benefi ts are add ed to the Policy and Certificate: 

So uth Dakota: 

Ma mmography Benefit 
To the extent not covered by Medicare, we will pay the expense incurred for one screening by Low-dose 
Mammography for the presence of occult breast cancer for each Calendar Year as fo llows: 

a) for women aged 35-39, one baseline mammogram; 
b) for women aged 40-49, one screening every two years; and 
c) for women aged 50 or over, one screening annually. 

Low-dose Mammogr aphy means x-ray examinations of the breast using equipment with an average radiation 
exposure delivery of less than one rad mid-breast, with 2 views for each breast. 

Phenylketonu r ia T reatm ent Benefi t 
We will cover the expenses lncuned by a Covered Person for the treatment of Phenylketonuria the same as any 
covered Sickness to the extent that it is not covered by either Medicare Part A or Part B. 

Texas: 

Mammography Screening Benefi t 
We wi ll pay a Covered Person's expenses Incurred for one screening by Low-dose Mammography for the 
presence of occult breast cancer each Calendar Year as follows: 

a) 20% of the Usual and Customary Charge for screening which is not covered by Medicare; or 
b) 20% of the Medicare Eligible Expenses for screening which is covered by Medicare after the Medicare 

Part B Deductible is met. 

Low-dose Mamm ography means x-ray examination of the breast using equipment wi th an average radiation 
exposure delivery of less than one rad mid-breast, with 2 views for each breast. 

Virginia: 

Pap Smear Benefi t 
We will pay the expenses incurred by a Covered Person for one pap smear per Calendar Year, including those 
performed by any FDA-approved gynecologic cytology screening technologies. Payment under this benefit will not 
duplicate payments made under any other benefit of the Policy or by Medicare. 

Mammogra phy Coverage Benefit 
a) for women aged 35-39, we will pay for one basel ine mammogram; 
b) for women aged 40-49, we will pay for one mammogram screening every 2 years; and 
c) for women aged 50 and over, we will pay for one mammogram screening annually. 

Coverage may be limited to $50 per screening and is subject to dollar limits, deductibles and coinsurance which are 
no less favorable than for physical illness genera lly. 
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SENIOR MEDICAL INSURANCE PLAN ADDITIONAL BENEFITS (Continued) 

T HE SCHEDUL E OF BENEFITS AN D AMOUNTS W ILL INDICATE T HE BENEFI TS APPLICABLE TO EACH 
COVERED PERSO N WHILE COVER ED UN DER THE POLICY. 

STATE MANDAT ED BENEFITS (Continued) 

With respects to residents of the following states, the fo llowing benefits are added to th e Policy and Certificate: 

Virginia (Continued): 
Mammograms must be: 

a) ordered by a health care practitioner acting with in the scope of his or her license; 
b) performed by a registered technologist; 
c) interpreted by a quali fied radiologist; 
d) performed under the direction of a person licensed to practice medicine and surgery, and certified by the 

American Board of Radiology or an equivalent examining body; and 
e) a copy of the mammogram report must be sent or delivered to the health practitioner who ordered it. 

The equipment used to perform the mammogram must meet the Virginia Department of Health radiation protection 
regulations and the film must be retained by the radiolgic facili ty performing the examination. 

Wisconsin : 

Menta l and Nervo us Disord ers, Alcoholism and Drug Abuse Benefit 
The Covered Person wi ll receive a benefit when we receive proof that, while insured, he or she Incurs expenses for 
the treatment of Mental and ervous Disorder, alcoholism or drug abuse. The benefit wi ll be equal to the actual 
charges Incurred for Inpatient, outpatient services and Transitional Treatment arrangements up to the fo llowing 
maximums: 

a) inpatient services up to a Ca lendar Year maximum of the lesser of: 
I. the first 30 days of Confinement in a Hospital; or 
2. the fi rst $7,000.00 of charges minus a I 0% copayment; 

b) outpatient services up to a Calendar Year maximum of $2,000.00 minus a I 0% copayment; 
c) Transitional treatment arrangements up to a Calendar Year maximum of$3,000.00 minus a 10% copayment. 

The combined maximum benefit payable under a), b) and c) will be equal to $7,000.00 each Calendar Year. 

T ransitiona l Treatment means services for the treatment of ervous or Mental Disorders or alcoholism or other 
drug abuse problems that are provided to a Covered Person in a Jess restrictive manner than are inpatient hospital 
services but in a more intensive manner than are outpatient services. 

Only those expenses not eligible under Medicare will be considered for reimbursement under this benefit. 

Chiropractic Services Benefit 
We will pay 100% of the Usual and Customary Charges Incurred by the Covered Person for the diagnosis and 
treatment of a condition or complain by a licensed chiropractor whi le insured by us. Treatment must be within the 
scope of the chiropractor 's professional license and must be for a condition that would have been covered if provided 
by a Physician or osteopath. 
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SENIOR ME DICAL INSURANCE PLAN ADDITIONAL BENEFITS (Continued) 

T HE SCHEDULE O F BENEFITS AND AMO NTS W ILL INDICATE TH E BENEFITS APPLICA BLE T O EACH 
COVER ED PERSO N W HI LE C OVERED UNDER T HE POLICY. 

STATE MAN DATED BENEFITS (Continued) 

With respects to residents of the following states, the following benefits are added to the Policy and Certificate: 

Wisconsin (Continued): 

Equipment and Supplies for Diabetes Treatment Benefit 
The Covered Person will receive a benefit if expenses are incurred for the following: 

a) the installation and use of an insulin infusion pump; 
b) other equipment or supplies in the treatment of diabetes; 
c) medication used to control diabetes, including, but not limited to, insulin; 
d) diabetic self-management education programs. 

We will pay 100% of the Usual and Customary charges Incurred even if Medicare refuses to pay. However, any 
benefit paid will not exceed the expense actually Incurred and will not duplicate payments made under any other 
provisions of this Policy or by Medicare. 

Benefits for an insulin infusion pump are limited to the purchase of one pump per Calendar Year. The Covered 
Person must use an infusion pump for 30 days prior to the initial, but not replacement, purchase. 

Kidney Disease Treatment Benefit 
We wi ll pay the expense Incurred for medically necessary Hospital Confinement and outpatient kidney disease 
treatment that the Covered Person receives while insured with us. Coverage is limited to expenses for dialysis, 
transplantation and donor-related services which are eligible under Medicare. 

The maximum benefit payable per Calendar Year is $30,000. 

Non-Medica re Approved Skilled Nursing Facility Benefit 
We wi ll pay the expense Incurred for treatment received by the Covered Person while Confined in a 
non-Medicare approved licensed Skilled Nursing Facility for which no Medicare Part A benefits are payable. The 
Confinement in the licensed Skilled Nursing Care Facility must be because of the same or related Injury or 
Sickness for which the Covered Person was previously treated. 

The daily payable rate shall be no less than the maximum daily rate established for Ski ll ed Nursing Faci lity care 
in that facil ity by the Department of Health and Social Services. The maximum we will pay is limited to 30 days 
per benefit period. 
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SENIOR MEDICA L INSURANCE PLAN ADDITIONAL BENEFITS (Continued) 

THE SCHEDULE OF BEN EFITS AND AMOUNTS W I LL I NDICATE THE BE EFITS APPLICABLE TO EACH 
COVERED PERSON WH I LE COVERED UNDER THE POLIC Y. 

BLOOD DEDUCTIBLE BENEFIT 
APPLICABLE TO ALL PLANS 

Med icare does not cover the first 3 pints of blood received under Medicare Part A or Medicare Part Beach Calendar Year. 

We pay the expenses a Covered Person Incurs for these first 3 pints of blood, or equivalent quantit ies of packed red blood 
cells, as defined under federal regulations: 

a) under Medicare Part A, except to the extent benefits for the Part B Blood Deductible have been paid; or 
b) under Medicare Part B, except to the extent benefits for the Part A Blood Deductible have been paid. 

The expenses must be Incurred while a Covered Person is covered by this benefit. 
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SENIOR MEDICA L INSURANCE PLAN ADDITIONAL BENEFITS (Continued) 

THE SCI I ED LE OF BENEFI TS AND AMOUNTS W ILL INDICATE T H E BENEFITS A PPLICABLE TO EACH 
COVERED PERSON WHI LE COVERED UNDER T HE POLICY. 

EXTENS ION OF BENEFITS 
APP LICABLE TO ALL PLANS 

If a Covered Person is Totally Disabled on the date his or her coverage term inates, we will extend the Policy Benefit 
Period for expenses Incurred as the result of that disabi lity, subj ect to all Policy benefit provisions, exclusions, and 
limitations. 

For Medicare Pa rt A Eligible Expenses : A Policy Benefit Period for Medicare Part A Eligible Expe nses which is 
establ ished prior to termination extends until the first to occur of: 

a) the date the Covered Person has not been Confined in a Hospital or Skilled Nursing Facility for a period of 60 
consecutive days; or 

b) the 365th day after termination. 

If a Covered Person's coverage terminates while he or she is receiving approved Hospice Care, the Hospice Care benefits 
of the Policy will continue until the end of the Hospice Care benefit period, as defined by Medicare. 

For Medicare Pa rt B Eligible Expenses: The Policy Bene fit Period for Medicare Part B Eligible Expenses extends until 
the end of the Calendar Year quarter following termination as shown below: 

Termina tion Month 
January, February, March 
April, May, June 
July, August, September 
October, November, December 

Extension Date 
June 3 0 of same year 
September 30 of same year 
December 3 I of same year 
March 3 I of next year. 

GENERAL LI M ITATIONS 
APPLI CABLE TO ALL PLANS 

Limitation: If a Covered Person has not enrolled in both Medicare Part A and Part B, we will pay the benefits under the 
Policy as if he or she had enrolled in both parts of Medicare. 
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PRE-EXISTING CON DI T ION LIMITATION 
APPLI CABLE TO ALL PLANS 

Pre-existi ng Condition means any Injury o r Sickness for which a Covered Person received medical advice or treatment 
within the 6 month peri od immediately before: 

a) his or her effective date of coverage; or 
b) the effective date of an increase in coverage; 

whichever is appl icable. 

Conditions Prior to Effective Date : During the first 6 months from a Covered Person's e ffective date of insurance, 
expenses Incurred for Pre-ex isting Conditions are not covered. 

C hange from a Related Policy : If a Covered Person's coverage has converted wi thout interruption: 
a) from the Related Policy; 
b) to this Po licy; 

we will credit toward satisfaction o f the above Pre-Existing Condition Limitation the period that he or she was 
cont inuously covered by the Re lated Policy immediately before the conversion. Any expenses Incurred which are payable 
under an Extens ion o f Bene fi ts provis ion o f the Related Policy will not be payable under this Policy. 

Replacement Coverage : If the Covered Person: 
a) has purchased coverage under th is Policy in order to replace coverage under a prior Senior Medical Insurance 

Plan pol icy; and 
b) he o r she provides proof of coverage under such prior Senior Medical Insurance Plan policy; 

we will credit toward satisfacti on of this Policy's Pre-ex isting Condition Limitation the period that he o r she was 
continuous ly covered by the pri or Senior Medical Insurance Plan policy immediately before his or her effective da te under 
this Po licy. 

However, if benefi ts under th is Policy are greater than those provided by the prior policy, the 6 month Pre-existing 
Condition Lim itation of this Policy will apply only to the increased benefits. 

Conditions Prior to Effective Date of Increase in Cove rage: During the fi rst 6 months fol lowi ng the date a Covered 
Person makes a change in coverage that increases benefits, the increased portion of the benefi t wi ll not be payable for 
expenses Incurred due to Pre-existing Conditions. 

This Limitati on wi ll not apply to any increase in coverage due to changes in Med icare benefits. 
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The Policy does not cover: 
I. any expense that is: 

GENERAL EXCLUSIONS 
APPLICABLE TO ALL PLANS 

a) not a Medicare Eligible Expense; or 
b) beyond the limits imposed by Medicare for such expense; or 
c) excluded by name or specific description by Medicare; 

except as specifically provided under the Pol icy; 
2. any portion of a covered expense to the extent paid by Medicare; 
3. any benefits payable under one benefit of the Policy to the extent payable under another benefit of the Policy; and 
4. covered expenses Incurred after coverage terminates except as stated in the Extension of Benefits provision. 
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CLAIM PROVISIONS 
APPLICABLE TO ALL PLANS 

Notice of Claim : The person who has the right to claim benefits must give us written notice of a claim within 20 days 
after a covered loss begins. If notice cannot be given within that time, it must be given as soon as reasonably possible. 
The notice should include the Insured Person's name and the Policy number. Send it to The Hartford's approved Claims 
Administrator. 

Claim Forms: When we receive the notice of claim, we wi ll send forms to the claimant for giving us proof of loss. The 
forms will be sent within 15 days after we receive the notice of claim. Ifthe forms are not received, the claimant will 
satis fy the proof of loss requirement if wrinen proof of the occurrence, character and extent of the loss is sent to us. 

Proof of Loss: Proof of loss must be sent to us in writing within 90 days after: 
a) the end of each month of our liabi lity for periodic payment claims; or 
b) the date of the loss for all other claims. 

If the claimant is not able to send it within that time, it may be sent as soon as reasonably possible without affecting the 
claim. The additional time allowed cannot exceed one year unless the claimant is legally incapacitated. 

Time of Claim Payment : We will pay any benefit due: 
a) on a monthly basis, after we receive the proof of loss. while the loss and our liability continue; or 
b) immediately after we receive the proof of loss following the end of our liability. 

We will pay any other benefit due immediately after we receive the proof of loss. 

Payment of Claims: We wil l pay any benefits due and not assigned, to the Insured Person, if living. Otherwise, we will 
pay: 

a) any benefits due for a loss which occurred prior to the Insured Person's death to his or her estate; 
b) any benefits due to a Covered Dependent's loss to the Dependent. 

If a benefit due is payable to a minor, it will be paid to his or her guardian. If a benefit due is payable to the Insured 
Person's Dependent and he or she dies, it will be paid to the Dependent's estate. If a benefit due is payable to: 

a) the Dependent's estate; 
b) a minor; or 
c) a person not competent to give valid release for payment; 

we may pay up to $1,000 of the benefit due to some other person. 

The other person will be someone related to the Insured Person by blood or marriage who we bel ieve is entitled to the 
payment. We will be relieved of further responsibility to the extent of any payment made in good faith. 

If the Insured Person provides us with a Written Release to do so, we may, at our option, pay benefits directly to the 
institution or person rendering: 

a) Hospital services; or 
b) nursing, medical, or surgical services; 

unless the Insured Person or the person to whom the benefit is payable requests otherwise in writing no later than the time 
the proof of loss is filed with us. 

Written Release means any wrinen direction from the Insured Person to pay benefits to the institution or person 
rendering the service. We wil l not require that the services be rendered by a particular institution or person. 
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CLAIM PROVIS IONS (Continued) 
APPLICABLE TO ALL PLANS 

Assignment: The Insured Person may assign the benefits of this Pol icy to the institution, or person rendering service as 
allowed in the Payment of Claims provision. The Insured Person may not assign the Policy in any other way or to any 
other person. 

Physical Exa minations: While a claim is pending we have the right at our expense to have the person who has a loss 
examined by a Physician when and as often as we fee l is necessary. 

Legal Actions: Legal action cannot be taken against us: 
a) before 60 days fol lowing the date proof of loss is sent to us; 
b) after 3 years fo llowing the date proof of loss is due. 

Changes to Medicare: Benefits are adjusted annually to reflect changes in the federal government's Medicare program. 
These changes may cause increases or decreases in benefit amounts payable under the Policy. 

The amount of Medicare Eligible Expenses covered as the result of an increase in our benefits cannot be used to satisfy 
any deductible under the Senior Medical Insurance Plan Benefits. 

However, this increase in benefits due to a reduction in Medicare payments will not apply if the provider accepts 
Medicare Assignment for the Medical Care. 
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THE POLICY UNDER WHICH THIS CERTIFICA TE IS ISSUED IS 
NOT A STANDA RDIZED MEDICA RE SUPPLEMENT PLAN. 

CERTIFICAT E OF SEN IO R ME DICAL INSU RANC E PLAN BENEFITS 

Hartford Li fe and Accident Insura nce Company 
Hartford, Conn ecticut 

Policyholder Na me: Coun ty of Fresno 

Policy Number: AGP- 3229 

30 Day Right to Examine Certificate: We urge you to exa mine th is Certificate closely. If you are not 
satisfied, return it to us within 30 days of the date of its delivery. In that event, we will consider it void from 
the Certificate effective date and any premium paid will be refunded to the Policyholder. Any cla ims paid 
will be ded ucted from the refund . 
Notice to buyer: The Policy may not cover a ll of the costs associated with medical care incur red by you 
during the period of coverage. You are advised to rev iew ca refully all Policy limitations contained in this 
certificate. 

Renewabili ty: Except for material misrepresentation, coverage under the Policy wi ll continue by timely payment 
of premium until the first to occur of: 

a) the date the Policy is cancelled; or 
b) the date the Insured Person ceases to qualify withi n a class of persons eligible for coverage under the 

Policy. 

We have issued a Policy to the Pol icyholder. The provisions of the Policy which are important to you are 
summarized in this Certificate; consisting of this form, the Schedule wi th the most recent effective date and any 
additional forms which have been made a part of thi s Certificate. This Certificate replaces any certificates which 
may have been given to you earlier for the Policy. The Policy alone is the only contract under which payment wi ll 
be made. Any difference between the Policy and this Certificate will be settled according to the provisions of the 
Policy . The Poli cy may be inspected at the office of the Policyholder. 

Lisa levin, Secretary Michael Concannon, President 
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YOUR SCH ED ULE OF BENEFITS SHOWS THE BENEFITS FOR WHICH YOU AND OR YOUR 
COVERED SPOUSE ARE COVERED. THIS CERTIFICATE MAY DESCRIBE BENEFITS NOT 

INCLUDED IN YOUR PARTICU LAR PLAN. PLEASE CHECK YOUR SC HE DULE O F 
BENEFITS TO DETERMINE SPEC IFIC COVE RAGE UNDER TH E POLICY. 

SEQUENCE O F CONTENTS 
General Definitions 
Insured Person Period of Coverage 
Covered Spouse Period of Coverage 
Senior Medical Insurance Plan Benefits 
Extension of Benefits 
General Limitations 
Pre-Existing Condition Limitation 
General Exclusions 
Claim Provisions 

GENERAL DEFINITIONS 

(Not All Definitions Are Applicable To A Covered Person's Coverage Under The Policy, Please Check Your 
Schedule Of Benefits) 

Age means a Covered Person's attained age on any premium due date. 

Calendar Year means a period of 12 consecutive months, starti ng on January l and ending on December 3 ! of the 
same year. 

Confined or Confinement means being an Inpatient in: 
a) a Hospital; or 
b) a Skilled Nursing Faci li ty with respect to Skilled Nursing Fac ili ty coverage, if any; 

due to Sickness or Injury. 

Covered Person means you, while covered under this Policy or your Eligible Dependent if he or she is covered 
under this Policy. 

Day of Confinement means a day of Inpatient Confinement in: 
a) a Hospital; or 
b) a Skilled Nursing Facili ty with respect to Skil led Nursing Facil ity coverage, if any; 

for which a daily room and board charge is made for a full Day of Confi nement. 

Hospice Care means Medicare approved medical and support services needed to manage symptoms and relieve the 
pain of a terminal illness. The services must be provided through a Medicare approved Hospice Care Program. 
Hospice Care includes but is not limited to: 

a) nursing care, therapies, medical supplies and appliances; 
b) short-term Inpatient respite care; and 
c) Physician, home health aide and counseling services. 
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G ENERAL DEFIN ITIONS (Continued) 

(Not All Defini tions Are A pplicable To A Cove red Person's Coverage Under T he Policy, Please C heck Your 
Schedule Of Benefits) 

Hospital means an institution which: 
a) is approved by Medi care; 
b) operates pursuant to law; 
c) primarily and cont inuously provides med ical care and treatment on an Inpatient bas is for sick and inj ured 

persons at the patient's expense; 
d) operates diagnostic and major surgical faci lities ei ther: 

I) on its premises; or 
2) in faci lities ava ilable to the Hospital on a prearranged basis; 

e) operates under the supervision of a staff of Physicians; and 
f) provides 24 hour nursing service by or under the supervision of registered graduate nurses (R.N.). 

Hospital does not mean any institu ti on or part thereof whi ch is used primarily as: 
a) a nursing home, convalescent home, or Skilled ursing Facili ty; 
b) a place for rest, custodial, educational or rehabil itory care; 
c) a place for the aged; or 
d) a place for drug add icts or alcoholics. 

Hospital Expenses means: 
a) Medicare Part A Eligible Expenses for treatment provided and bi lled by the Hospi tal; 
b) after the Lifetime Reserve Period, Hospital Expenses of the kind that would have been covered by 

Medicare had Medicare Part A Benefi ts not been exhausted. 

Incurred means the date a Covered Person received the particular treatment, service, or supply that gave rise to an 
expense. 

Injury means bodi ly Injury of a person resulting from accident. However, Injury that occurred prior to a Covered 
Person's effective date of coverage wi ll be subject ro the Policy's Pre-existing Condition Limitation. 

Inpatient means Confinement in: 
a) a Hospital; or 
b) a Skilled ursing Faci lity with respect to Skilled Nursing Fac ility coverage, if any; 

for which a room and board charge is made. 

Medica l Care means any professional or outpatient treatment, service, or supply which is covered by Medicare 
Part B. 

Medica re means Title XVIII of the Social Security Act of 1965, as amended. 

Medica re Eligible Expenses means health care expenses covered by Medicare to the extent recognized as 
reasonable by Medicare. 

Medica re Part A Benefit Period means a period of time during whi ch a Medicare benefi ciary is Hospital or 
Skill ed Nursing Facility Confined. A Medicare Part A Benefit Period: 

a) begins when a Medicare beneficiary is admitted to a Hospital as an Inpatient; and 
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b) ends when he or she has not been Confi ned in a Hospital or Ski lled Nurs ing Faci li ty for 60 consecutive 

days. 

GENERAL DEFINITIONS (Continued) 

(Not All Definitions Are Applicable To A Covered Person's Coverage Under The Policy, Please Check Your 
Schedule Of Benefits) 

Medicare Part A Deductible means the deductible amount which a Covered Person is required to pay under 
Medicare for the expenses Incurred at the beginning of a Medicare Part A Benefi t Period. 

Medicare Part B Deductible means the deductible amount which a Covered Person is required to pay under 
Medicare Part B each Calendar Year for Medicare Eligible Expenses. 

Mental and Nervous Disorders means any neurosis, psychoneuros is, psychopathy, psychosis, or mental or 
emotional disease or disorder of any kind. 

Physician means any legally qual ified Physician or surgeon or any med ical practitioner of the healing arts who is 
acting wi thin the scope of his or her license. 

Policy Benefit Period for Medicare Part A Eligible Expenses means a Medicare Part A Benefit Period as 
defined, but does not include: 

a) any Day of Confinement before the Covered Person's effective date; or 
b) any Day of Confinement after the Covered Person's termination date, except as stated in the Extension of 

Benefits provision. 

Policy Benefit Period for Medicare Part B Eligible Expenses means a Calendar Year quarter, but does not 
include any period of time: 

a) before the Covered Person's effective date; or 
b) after the Covered Person's termination date, except as stated in the Extension of Benefits provision. 

Related Policy means the Policyholder's Employee Group Health Plan. 

Request means written request made on the forms we furnish for making the request. 

Sickness means a person's Sickness or disease. However, Sickness first manifested before a Covered Person's 
effecti ve date will be subj ect to the Policy's Pre-existing Condition Limitation. 

Skilled Nursing Facility means an institution that: 
a) operates pursuant to law; 

b) in addition to room and board accommodations, is primarily engaged in providing skilled nursing care 
under the supervis ion of a Physician; 

c) provides continuous 24 hour a day nursing service by or under the supervision of a registered graduate 
nurse (R.N.); and 

d) maintains a daily medical record of each patient. 

Skilled Nursing Facility does not mean any institution or part thereof which is used ma inly as a home or place: 
a) for the aged, or for rest, custodial or educational care; 
b) for drug addicts or alcoholics; 

c) for the treatment of Mental and Nervous Disorders. 
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GENERAL DEFI NITIONS (Continued) 

(Not All Definitions Are Applicable To A Covered Person's Coverage Under The Policy, Please Check Your 
Schedule Of Benefits) 

Skilled Nursing Facility Expenses means Medicare Part A Eligible Expenses for services provided and billed by a 
Skil led ursing Facility. 

Totally Disabled means: 
a) disabled by an lnj ury or Sickness that continuously Confines a Covered Person in a Hospital or Ski lied 

urs ing Facility; or 
b) if not Confined, continuously disabled by an Injury or Sickness which a Covered Person's Physician 

certifies prevents him or her from engaging in the normal activities of a person of like age and sex in good 
health. 

Us ual and Customary Charge means the prevailing charge made by most providers of a given service in the 
geographic area where the service is recei ved. In no event will the Usual and Customary Charge exceed the actual 
amount charged. 

We, us or our means the com pany named on the face page of this Certificate. 

You or Your means the person named on the Schedule. 

INSURE D PER ON PERIOD OF COVERAGE 

Insured Person Effective Date: You will become covered by the Policy on the Effective Date of the Schedule 
that first shows coverage for you. 

Request for Change in Insured Perso n's Coverage (if available under the Policy): If you Request to make a 
change in your coverage, the change will become effective on the first day of the month after we receive the 
Request provided: 

a) you are eligible for the change requested; and 
b) the required premium is paid. 

If the Request increases coverage, the amount of the increase wi II be subj ect to the "Pre-existing Condition 
Limitation" provision. 

Insured Person Termination : Your coverage wi ll cease on the first to occur of: 
a) the date the Policy is cancelled; 
b) the Premium Due Date that the required premium for your coverage is not paid, subject to the Grace Period 

provision; 
c) the date we or the Pol icyholder cancel coverage for a Class of Person to which you belong; or 

However, if you are eli gible for coverage under the Policy because You are the widow/widower of an active or 
retired employee of the Policyholder, your coverage will cease on the Premium Due Date on or next followi ng the 
date You remarry. 
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I NSURED PERSO N PERIO D OF COVERAGE (Continued) 

Individua l G race Period : A grace period of 3 1 days is allowed for payment of each premium due after the first 
premium. We will continue the insurance during the grace period. If a Covered Person Incurs a covered loss 
during the grace period, you will be liable to us for payment of any premium accru ing during the period we 
continued coverage in force under this provision. The grace period wi ll not continue coverage beyond a date stated 
in a Termination provis ion. 

COVERED SPOUSE PERJO D OF COVERAGE 

If you are insured for Spouse coverage, it will be indicated on your Schedule of Benefits. 

Description of Eligible Spouse 
Your Spouse who is entitled to Medicare by reason of Age, provided he or she is not legally separated or 
divorced from you. 

Covered Spouse Effective Date : Your Eligible Spouse will become covered by the Policy on the Effective Date o f 
the Schedule that first shows coverage for him or her. If your Schedule does not show an effective date for 
coverage for your Spouse, then he or she is NOT covered under the Policy. 

Request for C hange in Spouse Coverage (if availa ble under th e Policy) : If you Request to make a change in 
your Spouse's coverage, the change will become effective on the fi rst day of the month after we receive the Request 
provided: 

a) Your Spouse is eligible for the change requested; and 

b) the required premium is paid. 

If the Request increases coverage, the amount of the increase wi II be subject to the "Pre-existing Condition 
Limitation" provision. 

Spouse Coverage Termination: Dependent coverage under the Policy will cease on the fi rst to occur of: 
a) the date the Policy is cancelled; 

b) the Premium Due Date that the req uired premium for his or her coverage is not paid, subject to the Covered 
Spouse Grace Period provision; 

c) the Premium Due Date on or next foll owing the date he or she is Divorced from you, unless continued in 
accordance wi th the Spouse Continuation provision; 

d) the date Your coverage ceases under the Policy; 

e) the date we or the Policyholder cancels coverage for a Class of Persons to which you belong. 

Spouse Continuat ion: If a Covered Spouse is Divorced while covered under the Policy, he or she may continue 
his or her coverage under the Policy. We must receive the Request and requi red premium to continue the coverage 
under the Policy within 3 1 days of the date coverage terminates. 

Solely for the purpose of continuing the coverage under the Policy, your Spouse will be considered the Insured 
Person. However, this will not continue the coverage beyond a date the coverage would normally cease under the 
Spouse Termination provision of the Policy. Any coverage continued by this provision will terminate on the 
Premi um Due Date on or next fo ll owing the date your Spouse remarries. 

Divorce/Divorced means annul ment, dissolut ion of marriage, or legal separation from the Insured Person. 
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COVERED SPO USE PERIOD OF COVERAGE (Continued) 

If you are insured for Spouse coverage, it will be indicated on your Schedule of Benefits. 

Covered pouse Grace Period: A Grace Period of 31 days is allowed for payment of each premium due after the 
first. We will continue the insurance during the Grace Period. If a Covered Spouse Incurs a covered loss during 
the Grace Period, you will be liable to us for payment of any premium accruing during the period we continued 
coverage in force under this provision. The Grace Period will not continue coverage beyond a date stated in the 
Termination provision. 

CONVERSION PRIVILEGE 

APPLICABLE TO ALL PLANS 

If a Covered Person's coverage under the Policy terminates because the Policy is cancelled and not replaced by 
another group policy, he or she will have the right to request conversion without giving medical evidence of 
insurability. 

The Covered Person must: 
a) make written application for conversion; and 
b) pay the initial premium; 

within 31 days after he or she ceases to be covered under the Policy. 

The conversion policy: 
a) will have the provisions, limitations and exclusions on the form we are issuing for this purpose at the time 

of conversion; 
b) wi ll base premiums on our rates in effect for new applicants of the Covered Person's Age, sex and 

geographic location at the time of conversion. 

The Covered Person will be given a choice to elect conversion coverage which: 
a) provides simi lar benefits to the Senior Medical Insurance Plan he or she had under the Policy; or 
b) provides the minimum benefits required by law for a Medicare Supplement policy. 

Conversion coverage issued to the Covered Person under the Conversion Privilege becomes effective on the date of 
his or her termi nation and will be in lieu of all other benefits under the Policy. 
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SENIOR MEDICAL INSU RANCE PLAN BENEFITS 

HOSPITAL CONFINEMENT BENEFIT 

Note: The Schedule of Benefits and Amounts will indicate the Benefits applicable to each Covered Person 
while covered under the Policy. 

When a Covered Person is covered under this Benefit and is Confined in a Hospital, we wi ll pay the benefi t stated 
below. The Confi nement must be a Medicare Approved Confinement. A Covered Person must Incur expenses for 
the Confi nement whi le he or she is covered by this benefi t. 

I st to 60th Day of Hospital Confinement: For the fi rst 60 Days of approved Confinement during a Medicare Part 
A Benefit Period, Medicare pays all Hospital Expenses except the Medicare Part A Deductible. 

We cover the Medicare Part A Deductible if it is indicated on the Covered Person 's Schedule of Benefi ts and 
Amounts. 

61st to 90th Day of Hospital Confinement: From the 61 st to 90th Day of approved Confi nement during a 
Medicare Part A Benefit Period, Medicare pays all Hospital Expenses except a daily Coinsurance Charge equal to 
25% of the Med icare Part A Deductible. 

If a Covered Person's Schedule of Benefi ts and Amounts indicates coverage for this portion of the Benefit, We pay 
the Medicare Part A Coinsurance Charges the Covered Person Incurs from the 61 st to 90th Day of Confinement. 

Lifetime Reserve Period : Regular Medicare Hospital benefits end on the 90th Day of Confi nement during a 
Medicare Part A Benefit Period. After the 90th day, Medicare grants a 60 day Lifetime Reserve Peri od. These 60 
additional days can be used only once in a lifet ime. Medicare allows a person the choice of using the days or 
saving them for the future. If he or she uses the days, Medicare pays all Hospital Expenses Incurred during the 
Lifetime Reserve Period except a daily Coinsurance Charge equal to 50% of the Medicare Part A Deductible. 

We pay the Medicare Part A Coi nsurance Charges during the Lifetime Reserve Period. If the Covered Person 
saves the days for future use, we lim it our daily payment to 50% of the Medicare Part A Deductible. 

After the Lifetime Reserve Period: After the Lifet ime Reserve Period ends (or would have ended if used), we 
will pay the percentage shown on Your Schedule of Benefi ts and Amounts of Hospital Expenses Incurred for each 
Day of Confinement during a Medicare Part A Benefit Period. Our payment peri od wi ll be li mited to an additional 
365 Days of Confi nement per person per li fetime. 
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SENIOR MEDICAL INSURANCE PLAN BENEFITS (Continued) 

SKILLED NUR lNG FACILITY BENEFIT 

Note: The Schedule of Benefits and Amounts will indicate the Benefits applicable to each Covered Person 
while covered under the Policy. 

When a Covered Person is covered for this Benefit and Confined in a Skilled Nursing Facility, we wi ll pay the 
benefit stated below. The Confinement must be a Medicare Approved Confinement. A Covered Person must Incur 
expenses for the Confinement while he or she is covered by this benefit. 

1st to 20th Day of Skilled Nursing Facility Confinement: For the fi rst 20 Days of Approved Confinement 
during a Medicare Part A Benefit Period, Medicare Part A pays all Skilled Nursing Facility Expenses. 

We pay nothing fro m the I st to 20th Day of Confinement. 

21 st to I OOth Day of killed Nursing Facility Confinement : From the 21 st to I OOth Day of Approved 
Confinement during a Medicare Part A Benefit Period, Medicare pays all Skilled Nursing Facility Expenses except 
a daily Coinsurance Charge equal to 12 1/2% of the Med icare Part A Deductible. 

If a Covered Person's Schedule of Benefits and Amounts indicates coverage for this portion of the Benefit, 
We pay the Medicare Part A Coinsurance Charges the Covered Person Incurs from the 21st to I OOth Day of 
Confinement. 

EXTENDED SKILLED NU RSING FACILITY BENEFIT 

Note: The Schedule of Benefits and Amounts will indicate the Benefits applicable to each Covered Person 
while covered under the Policy. 

JOi st to 365th Day of Skilled Nursing Facility Confinement : After the I OOth Day of Confinement during a 
Medicare Part A Benefit Period, Medicare benefits for Ski lled Nursing Facility Confinements end. If a Covered 
Person's Schedule of Benefits and Amounts indicates coverage for this portion of the Benefit, We pay the lesser of: 

a) the daily amount stated in the Schedule; or 
b) the room and board expense Incurred; 

from the 10 I st to the 365th Day of Confinement. 

Medicare Approved Confinement : Medicare only approves Skilled Nursing Facility Confinement that provides 
ski lled, medically necessary care: 

a) at a level meeting Medicare standards; and 
b) commencing within 30 days of discharge from a Hospital Confinement of at least 3 consecutive days. 

Our benefit under this plan is li mited to those Days of Confinement which Medicare approves, or would have 
approved had Medicare benefits for the Confinement not been exhausted. 
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SENIOR M E DICAL INSU RANCE PLAN BENEFITS (Continued) 

M EDICAL CA RE BENEF IT 

Note: The Schedule of Benefi ts and Amounts will indicate the Benefi ts applicable to each Covered Person 
while covered under the Policy. 
After the Medicare Part B Deductible, Medicare pays the percentage shown in Your Schedule of Benefi ts and 
Amounts of Medicare Part B El igible Expenses. The portion of an expense which is more than Medicare considers 

reasonable: 
a) is not a Medicare Part B Eligible Expense; 
b) is not covered by Medicare; and 
c) is not covered under this benefi t. 

If a Covered Person's Schedule of Benefits and Amounts indicates coverage for this portion of the Benefi t, We wil l 

pay the percentage shown in Your Schedule of Benefi ts and Amounts of the Medicare Part B Eligible Expenses 
after the Medicare Part B Deductible is met each Calendar Year. The expenses must be Incurred by a Covered 

Person while covered by this benefi t. Expenses appl ied toward the Medicare Part B Deductible are not covered 
under this benefi t. 

ME DI CARE PART B EXCESS C HARGES BENEFIT 

Note: The Schedule of Benefits and Amounts will indicate the Benefits a pplicable to each Covered Person 
while covered under the Policy. 
If a Covered Person's Schedule of Benefits and Amounts indicates coverage for this Benefit, We wi ll pay a 
percentage of the di fference between: 

a) the actual Medicare Part B charge as billed; and 
b) the Medicare approved Part B charge; 

after the Medicare Part B Deductible is met each Calendar Year. However, our payment wil l not exceed any 
charge li mitation establi shed by Med icare or state law. The expenses m ust be Incurred by a Covered Person while 
covered under th is bene fi t. 

We will not pay this benefi t if: 

a) the provider of the Medical Care accepts Medicare assignment; or 
b) the service or supply is not covered by Medicare Pat1 B. 

The Out-of Pocket Expense Amount is: 
a) stated in the Schedule of Benefi ts and Amounts; and 
b) applies to each Covered Person each Calendar Year. 

Only Out-of-Pocket Expenses can be used to meet the Out-of-Pocket Expense Amount. 

Out-of-Pocket Expenses means: 

a) the portion of any expense, covered under Medicare Part B, which is more than Medicare considers 
reasonable, up to the Usual and Customary Charge; plus 

b) expenses used to meet the Medicare Part B Deductible to the extent the Medicare Part B Deductible is not 
covered under the Policy. 

Out-of-Pocket Expenses do not include expenses that are excluded or limited under the Policy. 

Expenses Incurred During Last 3 Months of a Ca lenda r Year: If: 

a) a Covered Person Incurs Out-of-Pocket Expenses during the last 3 months of a Calendar Year; and 
b) those expenses are applied to his or her Out-of-Pocket Expense Amount duri ng the Calendar Year; 

then, a Covered Person's Out-of-Pocket Expense Amount for the next Calendar Year will be reduced by the 
amount of those expenses. If a Covered Person's Schedule of Benefits and Amounts indicates coverage for this 
Benefit, the percentage payable will be stated in the Schedule. 
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SENIOR MEDICAL INSURANCE PLA N BENEFITS (Continued) 

PRIVATE D TY NURSING BENEFIT 
During Hospital Confinement 

Note: The Schedule of Benefits and Amounts will indicate the Benefits applicable to each Covered Person 
while covered under the Policy. 

If a Covered Person's Schedule of Benefits and Amounts indicates coverage for thi s Benefit, We will pay the lesser 
of: 

a) the expense Incurred; or 
b) the Private Duty ursing Maximum Benefit Amount; 

for each shift of private duty nursing service, up to the Maximum Number of Shifts per Calendar Year. 

The private duty nursing service must be provided to a person while he or she is: 
a) covered under th is benefit; and 
b) Confined in a Hospital. 

The private duty nursing services must be charged directly to a Covered Person by the Nurse and not charged by 
the Hospital. 

Nurse means: 
a) a Registered Graduate Nurse (R.N.); or 
b) a Licensed Practical urse (L.P . . ); 

who is not a member of a Covered Person's Family. 

Family means a Covered Person's: 
a) children, parents, spouse, brother or sister; or 
b) pouse 's children, parents, brother, or sister. 

We will not pay for more than 3 shifts of private duty nursing services per day. A shift consists of at least 3 
consecutive hours of nursing care. Shifts of more than 3 hours but less than 8 hours wi ll be paid on a pro-rata 
basis. 

The Maximum Benefit Amount and the Maximum umber of Shifts are stated in the Schedule, if a Covered 
Person 's Schedule of Benefits and Amounts indicates coverage for this Benefit. 

MEDICARE PART B DEDUCTIBLE BEN EFIT 

Note: The Schedu le of Benefits and Amounts will indicate the Benefits applicable to each Covered Person 
while covered under the Policy. 

If a Covered Person 's Schedule of Benefits and Amounts indicates coverage for this Benefit, We will pay the 
Med icare Part B Eli gible Ex penses incurred by a Covered Person used to satisfy the Medicare Part B Deductible 
each Calendar Year. 

The Medicare Part B Eligible Expenses must be incurred by a Covered Person while he or she is covered under this 
benefit. 
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SENIOR MEDICAL INSU RANCE PLAN BENEFITS (Continued) 

FOREIGN TRAVEL EME RGENCY BENEFIT 

Note: The Schedule of Benefi ts and Amounts will indicate the Benefits applicable to each Covered Person 
while covered under the Policy. 

Foreign Travel Emergency Benefit: We will pay a percentage of the expenses Incurred by a Covered Person for 
Foreign Travel Emergency Medical Treatment if: 

a) the Covered Person has satisfied the Calendar Year Deductible; and 
b) the first expense was Incurred within the first 60 days of travel Outside of the United States. 

Payment under this benefit will be limited to the Lifetime Maximum Benefit Amount. 

The Percentage Payable, Deductible Amount and Lifetime Maximum Benefit Amount are shown in the Schedule 
of Benefits and Amounts if a Covered Person's Schedule of Benefits and Amounts ind icates coverage for this 
Benefit. 

This benefit will not cover Foreign Travel Emergency Medical Treatment if a Covered Person: 
a) leaves the United States primarily to seek Foreign Travel Emergency Medical Treatment for a Sickness or 

Injury; 
b) has no legal obligation to pay for the treatment; or 
c) receives the treatment duri ng a Calendar Year in which he or she travels or res ides Outside of the United 

States for 6 consecutive months or longer. 

In addition, this benefit will not cover Foreign Travel Emergency Medical Treatment if Medicare approves the 
treatment (in which event, the other benefits of the Plan apply). 

When this benefit is payable, no other benefits of the Policy will be provided for any expense which is covered 
under this Foreign Travel Emergency Medical Benefit. 

Foreign Travel Emergency Medical T reatment means any medically necessary Confinement, service, or supply 
needed immediately due to an Injury or Sickness of sudden and unexpected onset while the Covered Person is 
Outside of the United States provided the same medical treatment, if received in the United States: 

a) would be considered reimbursable treatment under Med icare; 
b) would be considered in general use and of demonstrated value in the diagnosis and treatment of Sickness or 

Injury by United States Physicians; and 
c) would not be considered in a research or experimental stage by United States Physicians. 

Outside of the United States means outside the territorial limits of: 
a) the 50 United States and the District of Columbia; and 
b) Puerto Rico, the Virgin Islands, Guam and American Samoa. 
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SENIOR MEDICAL INSURANCE PLAN BENEFITS (Continued) 

FOREIGN MEDICAL TREATMENT BENEFIT 

Note: The Sched ule of Benefits and Amou nts will indicate the Benefits applicable to each Covered Person 
while covered under the Policy. 

Foreign Medical Treatment Benefit: We will pay the reasonable expense Incurred by a Covered Person for 
Foreign Medical Treatment provided he or she rece ives the first Foreign Medical Treatment: 

a) while covered by thi s benefi t; and 
b) within the first 180 days of travel Outside of the United States per Calendar Year. 

This benefit wi ll be limited to treatment received during a Foreign Medical Treatment Benefit period. The Foreign 
Medical Treatment Bene fit Period: 

a) begins on the date of the first Foreign Medical Treatment; and 
b) ends 90 consecutive days later. 

This benefit will not cover any part of a Confinement that extends beyond that 90 day benefit period or any service 
or supply received after that 90 day benefit period. 

This benefi t will not cover Foreign Medical Treatment if a Covered Person: 
a) leaves the United States primaril y to seek Foreign Medical Treatment for a Sickness or Injury; 
b) has no legal obligation to pay for the treatment; or 
c) receives the treatment during a Calendar Year in which he or she travels or res ides Outside of the Untied 

States for 6 consecutive months or longer. 

In addition, this benefit will not cover Foreign Medical Treatment if Medicare approves the treatment (in which 
event, the regular benefits of the Senior Medical Insurance Plan Benefits apply). 

However, if: 
a) a Covered Person must remai n Outside of the United States more than 6 months because of an Injury or 

Sickness that prevents return to the United States; and 
b) he or she has established a Foreign Medical Treatment Benefit Period for that Sickness or Injury within the 

first I 80 days of travel, as stated above; 
then, we wil l continue thi s benefit for that Sickness or Injury unt il the end of the Foreign Medical Treatment 
Benefit Period. 

Foreign Medical Treatment means any medically necessary Confinement, service or supply received Outside of 
the United States provided the same medical treatment, if received in the United States: 

a) would be considered reimbursable treatment under Medicare; 
b) would be considered in general use and of demonstrated value in the diagnosis and treatment of Sickness or 

Injury by United States Physicians; and 
c) would not be considered in a research or experi mental stage by United States Physicians. 

Outside of the United States means outside the territorial li mi ts of: 
a) the 50 United States and the District of Columbia; and 
b) Puerto Rico, the Virgin Islands, Guam and America Samoa. 

When this benefi t is payable, no other benefi ts of the Pol icy will be provided for any expense which is covered 
under this Foreign Med ical Treatment Benefit. 
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SENIO R MEDICA L INSURANCE PLAN BENEFITS (Continued) 

AT HOME RECOVERY BENEFIT 

Note: The Schedule of Benefits and Amounts will indicate the Benefits applicable to each Covered Person 
while covered under the Policy. 

If a Covered Person's Physician cert ifi es that the Covered Person requires the services of a Care Provider for Home 
recovery from a Sickness, Injury or surgery for which a Home Care Plan of Treatment was approved by Medicare, 
then if a Covered Person's Schedule of Benefits and Amounts indicates coverage for this Benefi t, we will pay the 

lesser of: 
a) the expense Incurred; or 

b) the At-Home Recovery Maximum Amount per visit; 
for short term At-Home Recovery Visits, up to the Maximum Benefit Amount per Calendar Year. 

The At-Home Recovery Visits must be: 
a) provided to a person while he or she is covered under this benefit; 

b) primarily to provide services which assist in Activities of Daily Living; 
c) provided on a visiting basis in the Covered Person's Home; and 

d) provided whi le the Covered Person is receiving Medicare-approved home care services or within 8 

weeks after the service date of the last Medicare home health care visit. 

The Covered Person's attend ing Physic ian must certify that the specific type and frequency of At-Home Recovery 

services are necessary because of a condition for which a home care plan of treatment was approved by Medicare. 

This benefit will not pay fo r: 
a) At-Home Recovery Visi ts paid for by Medicare or other government programs; 
b) At-Home Recovery Visits provided by family members, unpaid volunteers or providers who are not 

Care Providers, as defined; 
c) more than the number of Medicare approved home health care visits under a Medicare approved 

home care plan of treatment; or 

d) more than 7 vis its in any one week. 

The Maximum Amount per visit, the Maximum visits per week and the Maximum Benefit Amount are shown in 

the Schedule of Benefi ts and Amounts if You are covered for this Benefit. 

Activities of Daily Living means those dai ly activities necessary for a person to perform in order to functi on 

independently, including, but not limited to, bathing, d ressing, personal hygiene, transferri ng, eating, ambulati ng, 

assistance with drugs that are normally self-administered and changing bandages or other d ressings. 

At-Home Recovery Visit means the period of a vis it required to provide at-home recovery care, without lim it on 
the duration of the visit, except each consecutive 4 hours in a 24 hour period of services provided by a care 
provider is considered one vis it. 

Care Provider means a duly qualified or licensed home health aide or homemaker, personal care aide or nurse 
provided through a licensed home health care agency or referred by a licensed referral agency or licensed nurses 
registry. 
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SENIOR MEDICAL INSURANCE PLAN BENEFITS (Conti nued) 

AT HOM E RECOVERY BENEFIT (Continued) 

Home means a place used by the Covered Person as a place of residence. It may be the Covered Person's own 
dwelling, an apartment, a relative's home, a home for the aged or some other type of institution, provided that such 
a place wou ld qualify as a residence for Home Health Care services covered by Medicare. A Hospital or Skilled 

ursing Facility is not considered the Covered Person's home. 

PREVENTIVE MEDICAL CARE BENEFIT 

Note: The Schedule of Benefits and Amounts will indicate the Benefits applicable to each Covered Person 
while covered under the Policy. 

If a Covered Person's Schedule of Benefits and Amounts indicates coverage for this Benefit, We will pay the actual 
charges up to the Medicare approved amount for expenses Incurred by the Covered Person for: 

a) an annual clinical preventive medical history and physical examination (which may incl ude Preventive 
Screening Tests or Services) and patient education to address preventive health measures; and 

b) Preventive Screening Tests and Services, as defined; and 
c) influenza vaccine administered at any appropriate time during the year; and 
d) Tetanus and Diphtheria booster every I 0 years; and 
e) any other tests or preventive measures determined to be appropriate by the attending Physician. 

The expenses must be Incurred by a Covered Person while covered by th is benefit. 

Our payment will be limited to the Maximum Benefit Amount per Calendar Year shown in the Schedule of 
Benefits and Amounts, if a Covered Person's Schedule of Benefits and Amounts indicates coverage for this 
Benefit. 

Preventive creening Tests and Preventive crvices means one or more of the following, the frequency of which 
is considered med ically appropriate: 

a) fecal occult blood test and/or digita l rectal examination; 
b) mammogram; 
c) dipstick urinalysis for hematuria, bacteriuria and proteinauria; 
d) pure tone (air only) hearing screening tests, administered or ordered by a physician; 
e) serum cholesterol screening (every 5 years); 
f) thyroid function test; and 
g) diabetes screening. 
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SENIOR MEDICAL INSURANCE PLAN BENEFITS (Continued) 

HOSPICE CARE BENEFIT 

APPLICABLE TO ALL PLANS 

Under Medicare, a terminally ill person may elect to receive Hospice Care benefits instead of most regular 
Medicare Part A and Part B benefits. Then, Medicare pays all approved Hospice Care charges except coinsurance 
charges for Inpatient respite care, drugs and biologicals. 

When a Covered Person elects to receive Hospice Care, we wi ll pay the Medicare Coinsurance Charges which he 
or she Incurs. 

The Hospice Care must: 
a) be approved by Medicare; and 
b) be received while covered by this benefit. 

When this benefit is payable, no other benefits of the Policy will be provided for any expense which is covered 
under this Hospice Care Benefit. 
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SENIOR MEDI CA L INSU RANCE PLAN BENE FITS (Continued) 

TH E SCHEDULE OF BENEFITS AND AMO UNTS WILL INDI CATE TH E BENE FITS APPLICABLE 
TO EACH COVERED PERSON WHIL E COVERED UN DER TH E POLICY. 

ST AT E MANDA T ED BENE FITS 

With respects to insureds of the following states, the following benefits a re added to t he Policy and 
Certificate: 

California: 

Cancer Screenings Benefit 
We wil l pay the Usual and Customary charges not covered by M edicare for mammography and cervical 
cancer screenings Incurred by a Covered Person each Calendar Y ear. 
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SENIOR MEDICAL INSURANCE PLAN ADDITIONAL BENEFITS (Continued) 

THE SCH EDULE OF B ENEFITS AND AMOUNTS WILL INDICATE THE B ENEFITS APPLICABLE 
TO EACH COVER ED PERSO N WHIL E COVERED UN DER THE POLICY. 

BLOOD DEDUCTIBLE BENEFIT 
APPLICA BLE TO ALL PLANS 

Medicare does not cover the first 3 pints of blood received under Medicare Part A or Medicare Part B each 
Calendar Year. 

We pay the expenses a Covered Person Incurs for these firs t 3 pints of blood, or equivalent quantities of packed red 
blood cells, as defi ned under federal regulations: 

a) under Medicare Part A, except to the extent benefits for the Part B Blood Deductible have been paid; or 
b) under Medicare Part B, except to the extent benefi ts for the Part A Blood Deducti ble have been paid. 

The expenses must be Incurred while a Covered Person is covered by this benefit. 

EXTENSION OF BENEFITS 
APPLI CABLE TO ALL PLANS 

If a Covered Person is Totally Disabled on the date his or her coverage term inates, we will extend the Policy 
Benefit Period for expenses Incurred as the result of that disability, subj ect to all Policy benefit provisions, 
exclusions, and limitations. 

For Medicare Part A Eligible Expenses: A Policy Benefi t Period for Med icare Part A Eligible Expenses which 
is established prior to termination extends unt il the first to occur of: 

a) the date the Covered Person has not been Confined in a Hospital or Skilled Nurs ing Facility for a period of 
60 consecut ive days; or 

b) the 365 th day after terminat ion. 

If a Covered Person's coverage terminates while he or she is receiving approved Hospice Care, the Hospice Care 
benefits of the Policy wi ll continue until the end of the Hospice Care benefit peri od, as defined by Medicare. 

For Medicare Part B Eligible Expenses: T he Pol icy Benefit Period for Medicare Part B Eligi bl e Expenses 
extends until the end of the Calendar Year quarter following termination as shown below: 

Termination Month 
January, February, March 
Apri l, May, June 
July, August, September 
October, November, December 

Extension Date 
June 30 of same year 
September 30 o f same year 
December 3 I of same year 
March 3 I of next year. 

GENERAL LIMITATIONS 
APPLICABLE TO ALL PLANS 

Limitation: If a Covered Person has not enrolled in both Medicare Part A and Part B, we will pay the benefi ts 
under the Policy as if he or she had enro ll ed in both parts of Medi care. 

1 8 



ENIOR MEDICAL INSU RANCE PLAN ADDITIONAL BEN EFITS (Continued) 

THE SCHEDULE OF BENEFITS AND AMOUNTS WILL INDICATE TH E BENEFITS APPLICABLE 
TO EACH COVERED PERSO N WHILE COVERED UN DER THE POLICY. 

PRE-EXISTING CONDITIO N LIMITATION 
APPLICABLE TO ALL PLANS 

Pre-existing Condition means any Injury or Sickness for which a Covered Person received medical advice or 
treatment within the 6 month period immediately before: 

a) his or her effecti ve date of coverage; or 
b) the effective date of an increase in coverage: 

whichever is appli cable. 

Co nditions Prior to Effective Date: During the fi rst 6 months from a Covered Person's effective date of 
insurance, expenses Incurred for Pre-existing Conditions are not covered. 

Change from a Related Policy: If a Covered Person's coverage has converted without interruption: 
a) from the Related Policy; 
b) to this Policy; 

we will credit toward satisfaction of the above Pre-Ex isting Condition Limitation the period that he or she was 
continuously covered by the Related Poli cy immed iately before the conversion. 

Any expenses Incurred which are payable under an Extension of Benefits provision of the Related Pol icy will not 
be payable under this Pol icy. 

Replacement Coverage : If the Covered Person: 
a) has purchased coverage under this Policy in order to replace coverage under a prior Medicare 

Supplement policy or Senior Medical Insurance Pl an; and 
b) he or she provides proof of coverage under such prior Senior Medical Insurance Plan policy; 

we will credi t toward satisfaction of this Policy's Pre-existing Condi tion Limitation the period that he or she was 
continuously covered by the prior Medicare upplement or Senior Medical Insurance Plan policy immediately 
before his or her effecti ve date under this Policy. 

However, if benefits under this Policy are greater than those provided by the prior policy, the 6 month Pre-existing 
Condition Limitation of this Policy will apply only to the increased benefi ts. 

Conditions Prior to Effective Date of Increase in Coverage : Duri ng the fi rst 6 months foll owing the date a 
Covered Person makes a change in coverage that increases benefits, the increased portion of the benefit will not be 
payable for expenses Incurred due to Pre-existing Conditions. 

This Limitation will not apply to any increase in coverage due to changes in Medicare benefits. 
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SENIOR MEDICAL INSURANCE PLAN BENEFITS (Continued) 

The Policy does not cover: 
I. any expense that is: 

GENERAL EXCLUSIONS 
APPLICABLE TO ALL PLANS 

a) not a Medicare Eligible Expense; or 
b) beyond the limits imposed by Medicare for such expense; or 
c) excluded by name or specific description by Medicare; 

except as specifically provided under the Policy; 

2. any portion of a covered expense to the extent paid by Medicare; 
I. any benefits payable under one benefi t of the Policy to the extent payable under another benefit of the 

Policy; and 

4. covered expenses Incurred after coverage terminates except as stated in the Extension of Benefits provision. 
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CLAIM PROVI IO NS 
APPLICABLE TO ALL PLANS 

Notice of Claim : The person who has the right to claim benefits must give us written notice of a claim within 20 
days after a covered loss begins. If notice cannot be given within that time, it must be given as soon as reasonably 
possible. The notice should include your name and the Policy number. Send it to the Hartford's approved Claims 
Administrator. 

Claim Forms: When we receive the notice of claim, we will send forms to the claimant for giving us proof of loss. 
The forms will be sent within 15 days after we receive the notice of claim. If the forms are not received, the 
claimant wi II satisfy the proof of loss requirement if written proof of the occurrence, character and extent of the 
loss is sent to us. 

Proof of Loss: Proof of loss must be sent to us in writing wi thin 90 days after: 
a) the end of each month of our liability for periodic payment claims; or 
b) the date of the loss for all other claims. 

If the claimant is not able to send it within that time, it may be sent as soon as reasonably possible without affecting 
the claim. The additional time allowed cannot exceed one year unless the claimant is legally incapacita ted. 

Time of Claim Payment: We will pay any benefit due: 
a) on a monthly basis, after we receive the proof of loss, while the loss and our liability continue; or 
b) immediately after we receive the proof of loss following the end of our liability. 

We will pay any other benefit due immediately after we receive the proof of loss. 

Payment of Claims: We will pay any benefits due and not assigned, to you, if living. Otherwise, we will pay: 
a) any benefits due for a loss which occurred prior to your death to your estate; 
b) any benefits due to a Covered Dependent's loss to the Dependent. 

!fa benefit due is payable to a minor, it wi ll be paid to his or her guardian. If a benefit due is payable to your 
Dependent and he or she dies, it will be paid to the Dependent's estate. If a benefi t due is payable to: 

a) the Dependent's estate; 
b) to a minor; or 
c) to a person not competent to give valid release for payment; 

we may pay up to $ 1,000 of the benefit due to some other person. 

The other person will be someone related to you by blood or marriage who we believe is entitled to the payment. 
We will be rel ieved of further responsibility to the extent of any payment made in good fai th. 
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CLAIM PROVISIONS (Continued) 

If you provide us with a Written Release to do so, we may, at our option, pay benefits directly to the institution or 
person rendering: 

a) Hospital services; or 
b) nursing, medical, or surgical services; 

unless you or the person to whom the benefit is payable requests otherwise in writing no later than the time the 
proof ofloss is filed with us. 

Written Release means any written direction from you to pay benefits to the institution or person rendering the 
service. We will not require that the services be rendered by a particular institution or person. 

Assignment: You may assign the benefits of the Policy to the institution, or person rendering service as allowed in 
the Payment of Claims provision. You may not assign the Policy in any other way or to any other person. 

Physical Examinations: While a claim is pending we have the right at our expense to have the person who has a 
loss examined by a Physician when and as often as we feel is necessary. 

Legal Actions: Legal action cannot be taken against us: 
a) before 60 days following the date proof of loss is sent to us; 
b) after 3 years following the date proof of loss is due. 

Changes to Medicare: Benefits are adjusted annually to reflect changes in the federal government's Medicare 
program. These changes may cause increases or decreases in benefit amounts payable under the Policy. 

The amount of Medicare Eligible Expenses covered as the result of an increase in our benefits cannot be used to 
satisfy any deductible under the Senior Medical Insurance Plan Benefi ts. 

However, this increase in benefits due to a reduction in Medicare payments will not apply if the provider accepts 
Medicare Assignment for the Medical Care. 
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HARTFORD LIFE AND ACCIDENT INSURANCE COMPANY 
Hartford, Connecticut 

(A stock insurance company) 

will pay benefits according to the conditions of this Policy. 
Signed for the Company 

Lisa levin, Secretary Michael Concannon, President 

HIE HARTFORD GROUP RETIR EE I URANCE POLICY (SM) 

OTIC E TO B YER: This Policy may not cover all of the costs associated with medical treatment and services provided 
to the buye r during the period of coverage. The buyer is advised to review carefully all Policy limi tations. 

This is not a standardized Medicare Supplement Plan. 

This is a upplemental Policy only. 

Policyholder Name : County of Fresno Policy Number: AGP-3829 

Policyholder Add ress: 2200 Tulare Street, uite 1400 
Fresno, CA 93 721 

Policy Effective Date: January I. 20 I I 

Policy Renewal Date: Januar; 111117- 12/31 / 17 unless mutually agreed upon between the Policyholder and Us. 

RE EWABILITY : Except for material misrepresentation, coverage under th is Pol icy wi ll continue by timely payment of 
premium until the first to occur of: 

a) the date the Policy is cancelled; or 
b) the date the Covered Person ceases to qualify within a class of persons eligible for coverage under this Policy. 

Accepted by 

Pol icy holder 
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SCHEDULE - E LI G IBI LITY 

T HE SCH E DULE OF BENEFITS S HOWS T H E BENEF ITS FOR WHI CH T HE ELIG IBLE PE RSON(S) ARE 
COVE R ED. T HIS PO LI CY MAY DESCRIBE BENEFITS NOT INCLUDED IN ALL PLANS. PLEASE C HECK TH E 
SCHEDULE OF BENEFITS T O DETE R M I E SPECI FI C C OVERAGE UN DER T HJ S P O LICY. 

Eligible Per son : El igible Persons are described below. 

C lass Descr iption of Eligib le Per sons 
I All Retirees Employees of the Policyholder who are entitled to Medicare. 
2 All Retirees who are covered under thi s Policyholder's group health plan and who are under age 65. Retirees in thi s 

c lass are not eligible for coverage under this policy but may enroll their El igible Dependents 
3 widow/widowers of a deceased spouse who was an active employee or Retiree of the Policyholder and who is entitled to 

Medicare. 

Eligible Dependents : Class I and Class 2 El igible Persons may apply for Dependent's Coverage. Eligible Dependents are 

described below: 
Description of Eligible Spouse 
The Eligible Person's Spouse who is entitled to Medicare, provided the spouse is not legally separated or divorced from the 
Eligible Person. 

Spouse wi ll include the El igible Person's domestic partner, provided he or she has executed a Domestic Partner Affidavit 
satisfactory to Us, establishing that the Eligible Person and his or her partner are domestic partners for purposes of this Policy. 
The Eligible Person and such domesti c partner wi ll continue to be considered domestic partners provided th ey continue to 
meet the requirements described in the Domestic Partner Affidavit. 

Eligibility Restrictions : The Eligible Person must enroll for coverage under e ither thi s Policy or the Related Policy in order to 
enrol l for Dependent 's Coverage. 

If a husband and wife are both Eligible Persons, only one may apply for Insured Person Coverage with the other covered as a 
Dependent only. A Dependent's Plan Benefits must be the same as, or less than, the El igible Person's Benefit Plan. However, thi s 
limitation will not apply i f the Eligible Person is covered by the Related Pol icy. 

In no event wi ll a person be eligible fo r coverage under this Pol icy if he or she: 
a) is engaged in acti ve employment or is the Dependent of a person engaged in active employment, and is covered by an 

employer's health plan which is primary payor to Medicare; or 
b) is covered by Medicaid; or 

c) has other coverage in force that supplements Medicare or which provides coverage for his or her hospital or medical 
expense; or 

d) is not covered by Medicare. 

Enrollment Per iod : Each Eligible Person must enroll for coverage under this Policy during an enrollment period. 

The initial enrollment period will be a 30 consecutive day period, established by mutual agreement with the Policyholder. We may 
establish later periods of open enro llment by mutual agreement wi th the Policyholder, but not more often than once in a 12 month 
period. 

Persons who become eligible for coverage after the enrollment period must enroll for coverage during the 30 consecutive days 
fo llowing the date they first become Eligible Persons. 
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SCHED LE- BE EFITS AN D A MOUNTS 

TH E CHEDUL E O F BENEFITS SHOWS H I E BENEFITS FOR WHI CH THE ELIG IBLE PERSON(S) ARE 
COVERED. TH IS POLICY MAY DESCRIBE BE EFITS 'OT I C L OED 11 A LL PLAN . PLEASE C H ECK THE 
SCHED LE O F BENEFITS TO DETERMI E SPECIFIC COVERAG E DER T I-l lS POLICY. 

Benefi ts a nd Amounts : A Covered Person ·s plan \\ill be the one plan that the Eligible Person elected from the Schedule as 
shown below and on the following page(s). The election must be in accordance with the Eligibility provisions and all othe r terms 
of this Policy. 

BE EFIT 

Hospital Confinement Bene fi t 
Day of Confinement 

I" to 60'h Day 

6 1 '' to 90'h Day 

91"- 150'h Days ( Li fet imc Reserve Period) 

A flcr Li fctime Reserve Period 

killed ursing Facility Benefi t 
Day of Confinement 
21 " to IOO'h Day 

Outpat ient Medical Expenses per Calendar 
Year 
Medicare Part B Deducti ble Benefit 

Medical Care Coi nsurance (20% Medicare 

Part B Eligible Expenses) 

Form GI)D-1 500 C.2 

PLAN BE EFITS 

A MOUNT PAYABLE 

I 00% of the Medicare Part A Deductible 

I 00% of the Medicare Part A Coinsurance charge per day (Coinsurance 

charge is equal to 25% of Medicare Part A Deductible) 

I 00% of' the Medicare Part A Coinsurance charge per day (Coinsurance 
charge is equal to 50% of Medicare Part A Deductible) 

I 00% of llospital Expenses Incurred for each Day of Confinement for an 
additional 365 Days of Confi nement per lifet ime 

I 00% of the Medicare Part A Coinsurance charge (Coinsurance charge is 
equal to 12!h % of Medicare Part A Deductible) 

I 00% of Med icare Part B Deductible 

I 00% of Medicare Part B 20% Coinsurance 
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BENEFIT 

Foreign Travel Emergency 

Outpatient Medical Care Excess 

Hospice Care Benefit 

Blood Deductible Benefi t 

State Situs Mandate Benefits 

Form GBD- 1500 C.3 

SC HED ULE - BENEFITS AND AMOUNTS (Continued) 

Additional Plan Benefits 

AMOUNT PAYA BLE 

80% of the Foreign T ravel Emergency Medical Treatment Expense 
Deductible Amount: $250 
Li fetime Maximum Benefit Amount: $50,000 

100% of the di fference between the actual Med icare Part B charge as billed and 
the Medicare approved Part B charge. 

T he coinsurance for Inpatient respite care, drugs, and biologicals for all Med icare 
approved Hospice charges 

First 3 pints of blood under Medicare Part A and Medicare Part B 

See Benefi ts in the GRI P All State Rider PA-9243 
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SC H E DU LE - PR EMI UM S 

Individu a l Premiums: Premiums fo r each Covered Person arc stated below. 

The premiums stated in this section are for month I) periods of coverage. cmi -annual premiums are 6 times and annual premiums 
are 12 times those stated. If a premium becomes due fo r a different period of time. it will be determined pro rata. 

Individua l Plan Benefit Monthly Premiums 

$239.95 

*A $ 13.95 per person per month administrative fee for services which include but are not limited to bil ling, enrollment, claims 
payment and customer service is included in the per person per month premium. 

Covered Person Premium Due Dates : The first premium for each Covered Person is due on the date he or she becomes covered 
under this Policy. Each Premium after the initial premium is due at the end of the period fo r which his or her preceding premium 
was paid. 

Grace Period : Aficr the initial premium. a grace period of3 1 days from the Covered Person's Premium Due Date is allowed each 
Insured Person for payment of each premium due afier his or her initial premium. A Covered Person's coverage will be continued 
during the grace period. If he or she Incurs a covered loss during the grace period, the Insured Person will be liable to Us for 
payment of any premium accruing during the period We continued coverage in force under this provision. The grace period will 
not continue coverage beyond a date stated in a Termination provision. 

Policy Premium : The premium for th is Policy is the sum of Ind ividual Premiums for each Covered Person. 

Policy Premium Due Dates: This Policy Premium is payable on: 
a) the Po licy Effective Date; and 
b) the I" day of each month thcrcaflcr, with respect to each Covered Person \\hose premium becomes due on such date. 

subject to the Grace Period provision. 

Each Policy Prem ium is due on or in advance of the date it becomes payable. This Policy terminates on the last day of the period 

for which premium is paid. subject to the grace period. 
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SCHEDULE- PR EMIUMS (Continued) 

Policy Premium Payment: The Pol icy Premiums are to be paid to Us by the Pol icyholder. However, they may be paid to Us by 
any other person according to a mutual agreement among the other person, the Pol icyholder and Us. 

Change of Policy Premiums : We have the right on any premium due date to change the rate at which future premiums will be 
calculated. T his includes the right to change premium rates for a benefit that applies to all individuals of the same class and 

geographic location. 

Rates may be changed based on: 
a) changes in Medicare; 
b) the cla ims experience of thi s Policy; 
c) state or federal legislation affecting health insurance coverage with which this Policy must comply; or 
d) the experience of a ll groups on which We write group retiree medical coverage providing simi lar Plan Benefits. 

We wi ll give the Pol icyholder advance written notice of any change in premium rates at least 30 days prior to the Premium Due 
Date on which the change is to become effecti ve. 

Policyholder Grace Period Provision: A grace period of 3 1 days is allowed for payment o f each premium due after the fi rst 
unless the Pol icy is cancelled on or before the due date. This Policy wi ll continue in force during the grace period. The 
Pol icyholder is liable to Us for the payment of premium accruing for the period this Policy continues in force. 
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CO TRACT PROV IS IONS 

Entire C ontract : The enti re contract between the Po licyholder and Us consists of this Policy and any forms made a part of this 
Policy at issue. 

All statements made by the Policyholder or the Covered Person will be deemed represen tat ions and not warranties. No statement 
made to effect this insurance wi ll: 

a) 'oid the insurance; or 
b) reduce benefits unless it is in writing and signed b) the Policyholder or the Covered Person . 

C ha nges: We reserve the right to make changes in th is Policy. We will give the Policyholder 30 days advance wri tten notice of 
any change. 

No agent has authority to change or waive any part of this Policy. To be valid. any change or waiver must be in writing. approved 

by one of Our officers and made a part of this Pol icy. 

T im e Periods : A II periods begin and end at 12:0 I A.M .. Standard Time at the place where this Po licy is delivered. 

Certifi cates: We wil l give individual Cert ificates to: 
a) the Policyholder; o r 
b) any other person according to a mutual agreement among the other person, the Policyholder and Us; 

for delivery to each Insured Person. 

The Certificates will state the features of this Policy that are important to each Covered Person. 

30 Day Right to Exa mine Certificat e: The Insured Person has a 30 day right to examine his or her Certificate. If the Insured 
Person is not sati sfied, he o r she may return it to Us within 30 days of the date of its delivery. In that event, We will consider it 
void from the Certificate effective date and any premium paid wi ll be refunded to ei ther the Pol icyholder or Insured Person. Any 
claims paid will be deducted from the refund. 

Da ta Fu r nish ed by Policyholder: The Polic) holder. or any other person designated by the Po licyholder. may keep the important 
insurance reco rds on all Covered Persons. The Polic) holder or its designee must give Us information. when and in the manner We 

ask. to admin ister the insurance provided by this Policy. 

The Pol icyholder or designee will, upon Our request, give Us: 
a) the names o f a ll persons initial ly e li gible; 
b) the name of all add itional persons who become eligible; 
c) the names of all Covered Persons; 
d) the names of all persons whose benefit is to be changed; 
e) the names of a ll persons whose insurance is cancelled; and 
f) any data necessary to calculate premiums. 

The Po licyholder's failure to: 
a) give Us the name of any Covered Person will not invalidate such person's insurance; or 
b) report a Covered Person's te rmination of insurance wi ll not continue coverage beyond the date of termination. 

The Policyholder's insurance records will be open for Our inspection at any reasonable time. 
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CONTRACT PROVISIONS (Continued) 

Clerical Error: Clerical error (whether by the Policyholder, the Third Party Administrator, or Us) in keeping the records having 
to do with this Policy, or delays in making entries on the records, wi ll not vo id the insurance o f any person if that insurance would 
otherwise have been in effect. Such clerical error will not extend the insurance of any person if that insurance would otherwise 
have ended or been reduced as provided by this Policy. 

When a clerical error is found , premiums and benefits will be adjusted based on the true facts and this Policy. 

Policy Cancellation : otice of Pol icy cancellation may be provided at any time by written notice sent by Us to the Policyholder 
or by the Policyholder to Us. If We cancel, We will del iver the notice to the Policyholder at its last address shown in Our records. 

If We cancel, it becomes effective on the later of: 
a) the date stated in the notice; or 
b) the 31st day after We mai l or deliver the notice (60 days in New Jersey) . 

If the Policyholder cancels, it becomes effective on the later of: 
a) the date We receive the notice; 
b) the date stated in the notice; or 
c) the 3 1st day after the notice is del ivered. 

In either event: 
a) We wil l promptly return any unearned premium paid; or 
b) the Policyholder will promptly pay any earned premium that has not been paid. 

Any earned or unearned premium wi ll be determined on a pro rata basis. 

Cancellation wil l be without prejudice to any claim that originated prior to the effective date of the cancellation. 

Not in Lieu of Worker's Compensation : This Policy does not satisfy any requirement for worker's compensation insurance. 

Conformity with Law : If any provision of this Policy is contrary to the law o f the jurisdiction in which it is delivered, such 
provision is hereby amended to conform to that law. 
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I NCORPORATION PROVISIO 

The Certificate(s) of Insurance and Riders listed below are attached to, incorporated in and made a part of this Policy. 

Certificate of Insurance Applicable to: Effective Date of Incorporation 

GBD-1500 CRT All Eligible Persons January I. 20 I I 

The provisions listed below are shown in the Ccrtificate(s) of Insurance and are hereby incorporated into and made a part of this 
Policy. 

r:orm GBD-1 500 II. I 

General Definitions 

Insured Person Period of Coverage 

Covered Dependent Period of Coverage 

Conversion Privilege 

Benefits 
tate Mandates and Exceptions Provision 

Eligibility for Payment of Benefits 
Extension of Benefits 

General Limitation 

Pre-existing Conditions Limitation 

General Exclusion 
Claims Provisions 

Riders (if any) 
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THE POLIC Y UNDER WHICH THIS CERTIFICA TE IS ISSUED IS 
N OT A STANDARDIZED MEDICA RE SUPPLEMENT PLAN. 

THE HARTFORD GROUP R ETIREE INSURANCE PLA N (sm ) 
CERTIFI CAT E OF PLAN BENEF ITS 

Hartford Life and Accident Ins urance Company 
Hartford, Connecticut 

Policyholder Name: County of Fre no 

Policy Number: AGP-3829 

30 Day Right to Examine Certificate: W e urge you to examine this Certifica te closely. If you a re not satisfied , 
return it to Us within 30 days of the date of its delivery. In that event, We will consider it void from the 
Certificate effective date and any premium paid will be refunded to the Policyholder. Any claims paid will be 
deducted from the refund. 

Notice to buyer: The Policy may not cover a ll of the costs associated with medical care Incurred by you during 
the period of coverage. You are advised to review carefully a ll Policy limitations contained in this certificate. 

RENEWABILITY: Except fo r material misrepresentation, coverage under the Policy will continue by timely 
payment of premi um until the first to occur of: 

a) the date the Po li cy is cancelled; or 
b) the date the you or your dependents cease to qualify wi thin a class o f persons eligible for coverage under the 

Po licy. 

We have issued a Po licy to the Policyholder. The provis ions of the Policy which are important to you are summarized 

in this Certificate; cons isting of thi s form, the Sched ule of Benefits and Amounts with the most recent effective date 
and any additional forms which have been made a part of th is Cert ificate. This Certi fi cate replaces any certificates that 

may have been given to you earlier for the Policy. The Po licy alone is the only contract under which payment will be 

made . Any difference between the Policy and this Certificate will be settled accordi ng to the provisions of the Po licy. 

The Policy may be inspected at the offi ce of the Policyholder. 

Signed fo r the Company 

Lisa Levin , Secretory Micha el Co ncannon, President 
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YOUR SCHEDULE OF BENEFITS AND AMOUNTS SHOWS THE BENEFITS FOR WHICH YOU AND/ 
OR YOUR COVERED DEPENDENT ARE COVERED. THIS CERTIFICATE MAY DESCRIBE BENEFITS 
NOT INCLUDED IN YOUR PARTICULAR PLAN. PLEASE CHECK YOUR SCHEDULE OF BENEFITS 
AND AMOUNTS TO DETERMINE SPECIFIC COVERAGE UN DER T HE POLICY. 
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GENERAL DEFINITIONS 

NOT ALL DEFINITIONS ARE APPLICABLE TO A COVERED PERSON'S COVERAG E UNDER THE 
POLICY. PLEASE CHECK THE SCHEDULE OF BENEFITS. 

Age means a Covered Person's attained age on any premium due date. 

Calendar Year means a period of 12 consecutive months, starting on January I and endi ng on December 31 of the 
same year. 

Calendar Year Deductible means the amount of Eligible Expenses that each Covered Person must Incur before any 
benefits are paid by Us during a Calendar Year. Expenses Incurred to sati sfy the Medicare Part A Deductible and 
Coinsurance do not apply to the Calendar Year Deductible. The Calendar Year Deductible is shown in the Schedule of 
Benefits and Amounts. 

Child, Children means Your unmarried children, step chi ldren. and legally adopted ch ildren who, are primarily 
dependent on You for support and maintenance and who are entit led to Medicare by reason of disability. 

The term Children will also include any other children related to You by blood or marriage or domestic partnership 
and who: 

a) lived with You in a regular parent-child relationship; and 
b) were eligible to be claimed as dependents on Your federal income tax return. 

Confined, Confines, or Co nfinement means being an Inpatient in: 
a) a Hospital; or 
b) a Skilled Nursing Facili ty wi th respect to Skilled Nursing Faci lity coverage, if any; 

due to Sickness or Injury. 

Covered Person means an Eligible Person or El igible Dependent wh ile covered under the Policy. 

Day of Confin ement means a day of Inpatient Confinement in: 
a) a Hospital; or 
b) a Skilled ursing Facility with respect to Ski lled Nursing Facility coverage, if any; 

for which a daily room and board charge is made for a full Day of Confinement. 

Hospice Care means Medicare approved medical and suppor1 services needed to manage symptoms and relieve the 
pain of a terminal illness. The services must be provided through a Medicare approved Hospice Care Program. 
Hospice Care includes but is not limi ted to: 

a) nursing care, therapies, medical supplies and appliances; 
b) short-term Inpatient respite care; and 
c) Physician, home health aide and counseling services. 
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GENERAL DEFINITIONS (Continued) 

NOT ALL DEFINITIONS ARE APPLICABLE TO A COVERED PERSON'S COVERAGE UNDER THE 
POLICY. PLEASE CHECK THE SCHEDULE OF BENEFITS. 

Hospital means an institution which: 
a) is approved by Medicare and has agreed to parti cipate in Medicare; 
b) operates pursuant to Jaw; 
c) primari ly and continuously provides medical care and treatment on an Inpatient basis for sick and 

injured persons at the patient's expense; 
d) operates diagnostic and major surgical facilities either: 

I) on its premises; or 
2) in faci lities available to the Hospital on a prearranged basis; 
3) operates under the supervision of a staff of Physicians; and 

e) provides 24-hour nursing service by or under the supervision of registered graduate nurses (R.N.). 

Hospital does not mean any institution or part thereof that is used primarily as: 
a) a nursing home, convalescent home, or Skilled Nursing Facility; 
b) a place for rest, custodial, educational or rehabilitory care; 
c) a place for the aged; or 
d) a place for alcoholism or drug addiction. 

Hospita l Expenses means: 
a) Medicare Part A Eligible Expenses for treatment provided and bi lled by the Hospital; 
b) after the Lifetime Reserve Period, Hospital Expenses of the kind that would have been covered by Medicare had 

Medicare Part A Benefits not been exhausted. 

Incurred means the date a Covered Person received the particular treatment, service, or supply that gave rise to an 
expense. 

Injury means bodily Injury resul ting: 
a) directly from an accident; and 
b) independently of all other causes; 

which occurs while You or Your Dependents are covered under the Policy. 

Loss resulting from: 
a) Sickness or disease, except a pus-forming infection that occurs through an accidental wound; or 
b) medical or surgical treatment of a Sickness or disease; 

is not considered as resulting from Injury. 

Inpatient means Confi nement in: 
a) a Hospital; or 
b) a Skilled Nursing Facility with respect to Skilled Nursing Facil ity coverage, if any; 

for which a room and board charge is made. 

Insured Person means an Eligible Person while he or she is covered by the Policy. 

Medical Care means any professional or outpatient treatment, service, or supply that is covered by Medicare Part B. 

Medicare means Title XVIII of the Social Security Act of 1965, as amended. 

Medicare Eligi ble Expenses means health care expenses covered by Medicare to the extent recognized as reasonable 
by Medicare. 
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GENE RAL DEFI NITIONS (Contin ued) 

NOT ALL DEFINITIONS ARE APPLICABLE TO A COVERED PERSON'S COVERAGE UN DER THE 
POLICY. PLEASE CHECK TH E SCHEDULE OF BENEFIT . 

Medicare Part A Benefit Period means a period of time during which a Medicare beneficiary is Hospital or Skilled 
Nursing Facility Confined. A Medicare Part A Benefit Period: 

a) begins when a Medicare beneficiary is admitted to a Hospital as an Inpatient; and 
b) ends when he or she has not been Confined in a Hospital or Skil led Nursing Facility for 60 consecutive days. 

Medicare Pa rt A Ded uctible means the deductible amount that a Covered Person is required to pay under Medicare for 
the expenses Incurred at the beginning of a Medicare Part A Benefit Period. 

Medicare Part B Deductible means the deductible amount that a Covered Person is required to pay under Medicare Part 
Beach Calendar Year for Medicare Eligible Expenses. 

Mental and Nervous Disorders means any neurosis, psychoneurosis, psychopathy, psychosis, or mental or emotional 
disease or disorder of any kind. 

Physician means a person who is: 
a) a doctor of med icine, osteopathy, psychology, or other legally qualified practitioner of a healing arts that We 

recognize or are required to recognize; 
b) licensed to practice in the jurisdiction where care is being given; 
c) practicing with in the scope of that license; and 
d) not related to an Insured Person by blood or marriage or a domestic partner of a Covered Person. 

Policy Benefit Period for Medica re Pa rt A Eligible Expenses means a Medicare Part A Benefit Period as defined, but 
does not include: 

a) any Day of Confinement before the Covered Person· s effective date; or 
b) any Day of Confinement after the Covered Person's termination date, except as stated in the Extension of Benefits 

provision. 

Policy Benefit Period for Medicare Part B Eligible Expenses means a Calendar Year, but does not include any period 
of time: 

a) before the Covered Person's effective date; or 
b) after the Covered Person's termination date, except as stated in the Extension of Benefits provision. 

Related Policy means the Policyholder's Employee Health Plan. 

Request means written request made on the forms We furni sh for making the request. 

Retiree means a former employee of the Policyholder: a) who is participating in an Employer-sponsored pension plan. 
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GENERAL DEFINITIONS (Continued) 

NOT ALL DEFINITIONS ARE APPLICABLE TO A COVERED PE RSON'S COVERAGE UNDER THE 
POLICY. PLEASE CH ECK THE SCHEDULE OF BENEFITS. 

Sickness means a person's sickness or disease. However, sickness first manifested before a Covered Person's effective 
date wi ll be subject to the Policy's Pre-ex isting Condition Limitation. 

Skilled Nursing Facility means an institution that: 
a) operates pursuant to law; 
b) in addition to room and board accommodations, is primarily engaged in providing skilled nursing 

care under the supervision of a Physician; 
c) provides continuous 24 hour a day nursing service by or under the supervision of a registered 

graduate nurse (R.N.); and 
d) maintains a daily medical record of each patient. 

Ski lled Nursing Facility does not mean any institution or part thereof that is used mainly as a home or place: 
a) for the aged, or for rest, custodial or educational care; 
b) for alcoholism and drug addiction; 
c) for the treatment of Mental and Nervous Disorders. 

Skilled Nursing Facility Expenses means Medicare Part A Eligible Expenses for services provided and billed by a 
Skilled Nursing Facility. 

Spouse means Your wife or husband who was not legally separated or divorced from You. Spouse wil l incl ude Your 
domestic partner, provided You have executed a Domestic Partner Affidavit acceptable to Us, establishing the You and 
Your partner are domestic partners for purposes of the Policy. You will continue to be considered domestic partners 
provided You continue to meet the requirements described in the Domestic Partner Affidavit. 

Totally Disabled means: 
a) disabled by an Injury or Sickness that continuously Confines a Covered Person in a Hospital or Skilled Nursing 

Faci lity; or 
b) if not Confined, continuously disabled by an Injury or Sickness which a Covered Person's Physician certifies 

prevents him or her from engaging in the normal activities of a person of like age and gender in good health. 

Usual and C ustomary C harge means the prevailing charge made by most providers of a given service in the geographic 
area where the service is received. In no event will the Usual and Customary Charge exceed the actual amount charged. 

We, Us, or Our means the insurance company named on the face page of this Policy. 
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INSU RED PER ON PERIOD OF COVERAGE 

Insured Person Effective Date: An Eligible Person will become covered by the Policy on the later to occur of: 
a) the Policy Effective Date, if he or she enrolled prior to the Policy Effective Date; or 
b) the Pol icy Effecti ve Date if We receive his or her Request for coverage prior to the Policy Effective Date; or 
c) the fi rst day of the month on or next following the date he or she becomes an Eligible Person; or 
d) the first day of the month after We receive the Request, if it is received at any other time; or 
e) with respect to an Eligible Person who attained Age 65 whi le covered by the Related Policy, the date stated in 

that Policy's Conversion provision; 
subject to payment of the required premium. 

Request fo r Change in Insured Person's Coverage (if ava ilable under this Policy) : If the Insured Person Requests to 
make a change in coverage, the change will become effective on the first day of the month after We receive the Request 
provided: 

a) 
b) 

the Insured Person is eligible for the change requested ; and 
the required premium is paid. 

If the Request increases coverage, the amount of the increase wi ll be subject to the Pre-existing Condition Limitation 
provision. 

Insured Person Termination: The Insured Person's coverage under the Policy will cease on the first to occur of: 
a) the date the Policy is cancelled; or 
b) the premium due date that the required premium for his or her coverage is not paid, subject to the Grace Period 

provis ion; or 
c) 

However if the Insured Person is eligible for coverage under the Policy because he or she is the widow/widower of an 
active employee of the Policyholder. The Insured Person's coverage will cease on the Premium Due Date on or next 
following the date he or she remarries. 

G race Period : A grace period of 31 days is al lowed for payment of each premium due after the first premi um. We will 
continue the insurance during the grace period. If an Insured Person Incurs a covered loss during the Grace Period, the 
Policyholder wi ll be liable to Us for payment of any premium accruing during the period We cont inued coverage in force 
under the provision. The Grace Period will not continue coverage beyond a date stated in the Insured Person Termination 
Provision. 
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COVERED DEPENDENT PERIOD OF COVERAGE 

DEPENDENT COVERAGE WILL BE INDICATED ON THE SCHEDULE OF BENEFITS, IF APPLICABLE. IF 
THE SCH EDULE DOES NOT SHOW AN EFFECTIVE DATE FOR COVERAGE FOR THE DEPENDENT, 

THEN HE OR SH E IS NOT COVERE D UNDE R THIS POLICY. 

Covered Dependent Effective Date: An El igible Person's Dependent will become covered by the Policy on: 
a) the Policy Effective Date, if We receive the El igible Person's Request for the Dependent 's coverage prior to the 

Policy Effective Date; 
b) the first day of the month after We rece ive the Eligible Person's Request for the Dependent's coverage if it is 

received at any other time; or 
c) with respect to a Dependent who attained Age 65 whi le covered by the Related Policy, the date stated in that 

Policy's Conversion provis ion; 
subject to payment of the required premium. 
However, in no event will a Dependent become covered under the Policy: 

a) before the date he or she qualifies as an Eligible Dependent; or 
b) before the Eligible Person's effective date of coverage under either the Policy or the Related Policy. 

Req uest for C hange in Dependent Coverage: If the Insured Person Requests to make a change in Dependent 's 
coverage, the change will become effecti ve on the first day of the month after We receive the Request provided: 

a) the Dependent is eligible for the change requested; and 
b) the required premium is paid . 

If the Request increases coverage, the amount of the increase will be subject to the Pre-existing Condition Limitation 
provision. 

Dependent Termination: Dependent coverage under the Policy will cease on the first to occur of: 
a) the date the Policy is cancelled; 
b) the Premium Due Date that the required premium for his or her coverage is not paid, subject to the Grace 

Period provision; or 
c) with respect to a Covered Dependent who is an eligible Spouse, the premium due date on or next following the 

date he or she is Divorced from the Eligible Person, unless continued in accordance with the Spouse 
Continuation provision. 

Spouse Continuation: If a covered spouse is Divorced while covered under the Policy, he or she may continue his or her 
coverage under the Policy. We must receive the Request and required premium to continue coverage under the Policy 
within 3 1 days of the date coverage terminates. Solely for the purpose of continuing the coverage under the Policy, the 
Spouse will be considered the Insured Person. However, this wi ll not continue the coverage beyond a date the coverage 
would normally cease under a Dependent Termination provision of the Policy. Any coverage continued by this provision 
will terminate on the Premium Due Date on or next followi ng the date the Spouse remarries or executes another Domestic 
Partner Affidavit. 

Divorce/Divorced means annulment, dissolution of marriage, or legal separation from the Insured Person. 

Covered Dependent Grace Period : A grace period of 31 days is allowed for payment of each premium due after the 
first. We will continue the insurance duri ng the grace period. If a Covered Dependent Incurs a covered loss during the 
Grace Period, the Policyholder will be li able to Us for payment of any premium accruing during the period We continued 
coverage in force under this provision. The grace period will not continue coverage beyond a date stated in the Dependent 
Termination provis ion. 
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PLAN BENEFITS 

THE SCHEDULE OF BENEFITS AND AMOUNT WILL INDICATE TH E BENEFITS APPLICABLE TO 
EACH COVERED PERSON WHILE COVERED UN DER THE POLICY. 

HOSPITAL CONFINEMENT BENEFIT 

When a Covered Person is Confined in a Hospital , We wi ll pay the bene fi ts stated below. The Confinement must be a 
Medicare approved Confinement. A Covered Person must Incur ex penses for the Confinement while he or she is covered 
by this benefit. 

lst to 60th Day of Hospital Confinement : For the first 60 Days of approved Confinement during a Medicare Part A 
Benefit Period, Medicare pays all Hospital Expenses except for the Medicare Part A Deductible. 

If a benefit is indicated as payable for Hospital Confinement on the Schedule of Benefits and Amounts, We will pay a 
benefit equal to the percentage of the Medicare Part A Deductible and for the specified period of time as shown on such 
Schedule. 

61 st to 90th Day of Hospital Confinement: From the 61 st to 90th Day of approved Confinement during a Medicare Part 
A Benefit Period, Medicare pays all Hospital Expenses except a daily Coinsurance Charge equal to 25% of the Medicare 
Part A Deductible. 

If a benefit is indicated as payable for Hospital Confinement on the Schedule of Benefits and Amounts, We will a pay 
benefit equal to the percentage of the Med icare Part A Coinsurance charge shown on such Schedule. 

91" to I SO'h Day of Hospital Confinement (Lifetime Reserve Period): Regular Medicare Hospital benefits end on the 
90th Day of Confinement during a Medicare Part A Benefit Period. After the 90th day, Medicare grants a 60 day Lifetime 
Reserve Period. These 60 additional days can be used only once in a lifetime. Medicare allows a person the choice of 
using the days or saving them for the future. If he or she uses the days, Medicare pays all Hospital Expenses Incurred 
during the Lifetime Reserve Period except a dai ly Coinsurance Charge equal to 50% of the Medicare Part A Deductible. 

If a benefit is indicated as payable for Hospital Confinement on the Schedule of Benefits and Amount, We will pay a 
benefit equal to the percentage of the Medicare Part A Coinsurance Charge shown on such Schedule. 

After the Lifetime Reserve Period : After the Li fetime Reserve Period ends (or would have ended if used), We will pay 
the percentage shown on the Schedule of Benefits and Amounts for Usual and Customary Hospi tal Expenses Incurred for 
each Day of Confinement during a Medicare Part A Benefit Period. Our payment period will be limited to an additional 
365 Days of Confinement per person per lifetime. 

If a benefit is indicated as payable for Hospital Confinement on the Schedule of Benefits and Amount, We wil l pay a 
benefit equal to the percentage of the Hospital Expenses Incurred and for the specified period of time as shown on such 
Schedule. 
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PLAN BENEFITS (Continued) 

THE SCHED ULE OF BENEFITS AND AM OUNTS WI LL INDICATE THE BENEFITS APPLICABLE TO 
EACH COVERED PERSON WHILE COVERED UN DER THE POLICY. 

SKILLED NURSING FACILITY BENE FIT 

When a Covered Person is Confined in a Skilled Nursing Facility, We will pay the benefit stated below. The Confinement 
must be a Medicare Approved Confinement. A Covered Person must Incur expenses for the Confinement while he or she 
is covered by this benefit. 

l st to 20th Day of Skilled Nursing Facili ty Confinement: For the first 20 Days of Medicare Approved Confinement 
during a Medicare Part A Benefit Period, Medicare Part A pays all Skilled Nursing Facility Expenses. 

We pay nothing from the I st to 20th Day of Confinement. 

21st to tOOth Day of Skilled Nursing Facili ty Confinement: From the 21st to tOOth Day of Medicare Approved 
Confinement during a Medicare Part A Benefit Period, Medicare pays all Skilled Nursing Facility Expenses except a daily 
Coinsurance Charge equal to 12 1/2% of the Medicare Part A Deductible. 

If a Covered Person's Schedule of Benefits and Amounts indicates coverage for this portion ofthe Benefit, We will pay a 
benefit equal to the percentage of the Medicare Part A Coinsurance Charges that the Covered Person Incurs from the 21st 
to I OOth Day of Confinement as shown in such Schedule. 

EXTEN DED SKILLED NURSING FACILITY BENEFIT 

JOist to 365th Day of Skilled Nursing Facili ty Confinement: After the I OOth Day of Confinement in a Skilled Nursing 
Faci lity during a Medicare Part A Benefit Period, Medicare benefits for Skilled Nursing Facility Confinements end. 

If a Covered Person's Schedule of Benefits and Amounts indicates coverage for this portion of the Benefit, We pay the 
lesser of: 

a) the daily amount stated in the Schedule; or 
b) the room and board expense Incurred shown in such Schedule; 

from the I 0 I st to the 365th Day of Confinement. 

Medicare Approved Confinement: Medicare only approves Skil led Nursing Facility Confinement that provides ski lled, 
medically necessary care: 

a) at a level meeting Medicare standards; and 
b) commencing within 30 days of discharge from a Hospital Confinement of at least 3 consecutive days; and 
c) is recommended by the Covered Person's Physician. 

Our benefi t under this plan is limited to those Days of Confinement that Medicare approves, or would have approved had 
Medicare benefits for the Confinement not been exhausted. 
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ADDITIONAL PLAN BENEFITS (Continued) 

THE SCHEDULE OF BEN EFITS AND AMOUNTS WILL INDICATE THE BENEFITS APPLICABLE TO 
EACH COVERED PERSON WHILE COVERED UNDER THE POLICY. 

OUTPATIENT MEDICAL EXPENSE BENEFIT 

Medicare Part B Deductible Portion : If a benefit is indicated as payable for the Medicare Part B Deductible on the 
Schedule of Benefits and Amount, We will pay a benefit equal to the percentage ofthe Medicare Part B Deductible shown 
in the Schedule of Benefits and Amounts. 

The portion of an expense that is more than Medicare considers reasonable: 
a) is not a Medicare Part B Eligible Expense; 
b) is not covered by Medicare; and 
c) is not covered under this benefit. 

The Expenses must be Incurred by a Covered Person while covered by the benefit. 

Medical Care Coinsurance Portion: During a Calendar Year, after the Medicare Part B Deductible is met, Medicare 
pays 80% of Medicare Part B Eligible Expenses. The Covered Person pays the remaining 20% of the Medicare Eligible 
Expenses. If a Covered Person's Schedule of Benefits and Amounts indicates coverage for that portion of the Benefit, 
We will pay a benefit equal to the percentage shown in the Schedule of Benefits and Amounts for the coinsurance amount 
of Medicare Part B Eligible Expenses. 

The balance of the Eligible Expenses after We and Medicare pay are payable by the Covered Person. These are referred 
to as out-of-pocket expenses. When a Covered Person's out-of-pocket expenses equal the amount shown in the Schedule 
of Benefits and Amounts, We will pay the I 00% of the Medicare Part B Coi nsurance amount for a Covered Person he or 
she must then sati sfy the corridor deductible. This amount is shown in the Schedule of Benefits and Amounts and is 
payable by the Covered Person directly. When the corridor deductible is satisfied, We will then pay I 00% of the 
Medicare Part B Coinsurance amount for a Covered Person. 

The portion of an expense that is more than Medicare considers reasonable: 
a) is not a Medicare Part B Eligible Expense; 
b) is not covered by Medicare; and 
c) is not covered under this benefit. 

The Expenses must be Incurred by a Covered Person while covered by the benefit. 
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ADDITIONAL PLAN BENEFITS (Continued) 

THE SCHEDULE OF BENEFITS AND AMOUNTS WILL INDICATE THE BENEFITS APPLICABLE TO 
EACH COVERED PERSON WHILE COVERED UNDER TH E POLICY. 

OUTPATI ENT ME DICAL CARE EXCESS CHARGES BENEFIT 

If a Covered Person's Schedule of Benefi ts and Amounts indicates coverage for this Benefit, We will pay a percentage 
of the difference between: 

a) the actual Medicare Part B charge as billed; and 
b) the Medicare approved Part B charge; 

after the Medicare Part B Deductible is met each Calendar Year. However, Our payment wi ll not exceed any charge limit 
action established by Medicare or state law. The expenses must be Incurred by a Covered Person while covered under 
this benefit. 

However, We will not pay this benefit if: 
a) the provider of the Med ical Care accepts Medicare assignment; or 
b) the service or supply is not covered by Medicare Part B. 

The Out-of-Pocket Expense Amount is: 
a) stated in the Schedule of Benefits and Amounts; and 
b) applies to each Covered Person each Calendar Year. 

Only Out-of-Pocket Expenses can be used to meet the Out-of-Pocket Expense Amount. 

Out-of-Pocket Expenses means: 
a) the portion of an expense, covered under Medicare Part B, which is more than Medicare considers reasonable, up to 

the Usual and Customary Charge; plus 
b) expenses used to meet the Medicare Part B Deductible to the extent the Medicare Part B Deductible is not covered 

under the Policy. 

Out-of-Pocket Expenses do not include expenses that are excluded or li mited under the Policy. 

Expenses Incurred During Last 3 Months of a Calendar Year: If: 
a) a Covered Person Incurs Out-of-Pocket Expenses during the last 3 months of a Calendar Year; and 
b) those expenses are appli ed to his or her Out-of-Pocket Expense Amount during the Calendar Year; 

then, a Covered Person's Out-of-Pocket Expense Amount for the next Calendar Year will be reduced by the amount of 
those expenses. 
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ADD ITIONAL PLAN BENEFITS (Conti nued) 

TH E SCHEDULE OF BENEFITS AN D AMO UNTS WILL INDICATE THE BENEFITS APPLICABLE TO 
EACH COVERED PERSON WH ILE COVERED UN DER TH E POLICY. 

FOREIGN MEDICAL TREATMENT BENEFIT 

Benefits provided only if shown as covered on the Schedule of Benefits and Amounts. 

Foreign Med ica l Treatment Benefi t: We wil l pay the reasonable expense Incurred by a Covered Person for Foreign 
Medical Treatment provided he or she receives the fi rst Foreign Medical Treatment: 

a) while covered by this benefi t; and 
b) within the fi rst 180 days of travel Outside of the United States during a Calendar Year. 

This benefi t will be li mited to treatment received during a Foreign Medical Treatment Benefit Period. The Foreign 
Medical Treatment Benefi t Period: 

a) begins on the date of the first Foreign Medical Treatment; and 
b) ends 90 consecutive days later. 

This benefi t wi ll not cover any part of a Confinement that extends beyond that 90 day benefit period or any service or 
supply received after that 90-day benefit period. 

This benefit will not cover Foreign Medical Treatment if a Covered Person: 
a) leaves the United States primarily to seek Foreign Medical Treatment for a Sickness or Inj ury; 
b) has no legal obi igation to pay for the treatment; or 
c) receives the treatment during a Calendar Year in which he or she travels or resides Outside of the United States for 

more than 180 consecutive days. 

In addit ion, this benefit will not cover Foreign Medical Treatment if Medicare approves the treatment (i n which event, the 
regular benefits of the Coun try of Fresno Insurance Plan Benefits apply). 

However, if: 
a) a Covered Person must remain Outside of the Uni ted States more than 180 days because of an Inj ury or Sickness 

that prevents return to the United States; and 
b) he or she has established a Foreign Medical Treatment Benefit Period for that Sickness or Injury wi thin the fi rst 

180 days of travel, as stated above; 
then, We wi ll conti nue this benefi t for that Sickness or Injury until the end of the Foreign Medical Treatment Benefit 
Period. 

Foreign Med ical T reatment means any medically necessary Confinement, service or supply received Outside of the 
United States provided the same medical treatment, if received in the United States: 

a) would be considered reimbursable treatment under Medicare Part A and Part B; 
b) would be considered in general use and of demonstrated value in the diagnosis and treatment of Sickness or Injury 

by United States Physic ians; and 
c) would not be considered in a research or experimental stage by United States Physicians. 

Outside of the United States means outside the territorial limits of: 
a) the 50 United States and the District of Columbia; and 
b) Puerto Rico, the Vi rgin Islands, Guam and America Samoa. 

When this benefi t is payable, no other benefits of the Policy will be provided for any expense that is covered under th is 
Foreign Medical Treatment Benefit. 
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ADDITIONAL PLAN BENEFITS (Conti nued) 

THE SCHEDULE OF BENEFITS AN D AMO UNTS WILL INDICATE TH E BENEFITS APPLICABLE TO 
EACH COVERED PERSON WHILE COVERED UNDER THE POLICY. 

FOREIGN TRAVEL EMERGENCY ME DICAL TREATMENT BENEFIT 

Foreign Travel Emergency Medical Treatment Benefit: We will pay the percentage of the expenses Incurred by a 
Covered Person for Foreign Travel Emergency Medical Treatment if: 

a) the Covered Person has satisfied the Calendar Year Deductible; and 
b) the fi rst expense was Incurred within the fi rst 60 days of travel Outside of the United States. 

Payment under the benefit will be limited to the Lifetime Maximum Benefit Amount. 

The Percentage Payable, Deductible Amount and Lifetime Maximum Benefit Amounts are shown in the Schedule of 
Benefits and Amounts if a Covered Person's Schedule of Benefits and Amounts indicates coverages for th is Benefit. 

This benefit will not cover Foreign Travel Emergency Medical Treatment if a Covered Person: 
a) leaves the United States primarily to seek Foreign Travel Emergency Medical Treatment for a Sickness or Inj ury; 
b) has no legal obl igation to pay for the treatment; or 
c) receives the treatment during a Calendar Year in which he or she travels or res ides Outside of the United States for 

6 consecutive months or longer. 

In addition, this benefit will not cover Foreign Travel Emergency Medical Treatment if Medicare approves the treatment 
(in which event, the other benefi ts of the Plan apply.) 

When this benefit is payable, no other benefits of the Policy will be provided for any expense that is covered under this 
Foreign Travel Emergency Medical Treatment Benefit. 

Foreign Travel Emergency Medical Treatment means any medically necessary Confinement, service, or supply needed 
immediately due to Injury or Sickness of sudden and unexpected onset while the Covered Person is Outside of the United 
States provided the same medical treatment, if received in the United States: 

a) would be considered reimbursable treatment under Medicare; 
b) would be considered in general use and of demonstrated value in the diagnosis and treatment of Sickness or Injury 

by United States Physicians; and 
c) would not be considered in a research or experimental stage by United States Physicians. 

Outside of the United States means outside the territorial limits of: 
a) the 50 United States and the Distri ct of Columbia; and 
b) Puerto Rico, the Virgin Islands, Guam and American Samoa. 
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ADDITIONAL PLAN BENEFITS (Continued) 

THE SCHEDULE OF BENEFITS AND AMOUNTS WILL INDICATE THE BENEFITS APPLICABLE TO 
EACH COVERED PERSON WHILE COVERED UNDER TH E POLICY. 

PRIVATE DUTY NURSING BENEFIT 
DURING HOSPITAL CONFINEMENT 

If a Covered Person's Schedule of Benefits and Amounts indicates coverage for this Benefit, We wi ll pay the Private Duty 
Nursing Maximum Benefit for each 8 hour shift. In no event will We pay more than the actual amount charged for such 
Private Duty Nursing shift nor will We pay more than the maximum number of sh ifts per Calendar Year. 

The private duty nursing service must be provided to a Covered Person while he or she is: 
a) covered under this benefit; and 
b) Confined in a Hospital. 

The private duty nursing services must be charged directly to a Covered Person by the Nurse and not charged by the 
Hospital. 

Nurse means: 
a) a Registered Graduate Nurse (R.N. or A.P.R.N); or 
b) a Licensed Practical Nurse (L.P .. ); 

who is not related to a person by blood or marriage or a domestic partner of a Covered Person. 

We wi ll not pay for more than 3 shifts of private duty nursing services per day. A shi ft consists of at least 3 consecutive 
hours of nursing care. Shifts of more than 3 hours but less than 8 hours wil l be paid on a pro-rata basis. 

The Maximum Benefit Amount and the Maximum Number of Shifts are stated in the Schedule, if a Covered Person's 
Schedule of Benefits and Amounts indicates coverage for this Benefit. 
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ADDITIONAL PLAN BENEFITS (Continued) 

THE SCHEDULE OF BENEFITS AND AMOUNTS WILL INDICATE THE BENEFITS APPLICABLE TO 
EACH COVERED PERSON WHILE COVERED UNDER THE POLICY. 

AT HOME RECOVERY BENEFIT 

If a Covered Person's Physician certifies that the Covered Person requires the services of a Care Provider for Home 
recovery from a Sickness, Injury or surgery for which a Home Care Plan of Treatment was approved by Medicare, and if a 
Covered Person 's Schedule of Benefits and Amounts indicates coverage for this Benefit, then We will pay the lesser of: 

a) the expense Incurred; or 
b) the At-Home Recovery Maximum Amount per visit; 

for short term At-Home Recovery Visits, up to the Maximum Benefit Amount per Calendar Year. 

The At-Home Recovery Visits must be: 
a) provided to a person while he or she is covered under this benefit; 
b) primarily to provide services which assist in Activities of Daily Living; 
c) provided on a visiting basis in the Covered Person 's Home; and 
d) provided while the Covered Person is receiving Medicare-approved home health care services or within 8 weeks 

after the service date of the last Medicare home health care visit. 
The Covered Person 's attending Physician must certi fy that the specific type and frequency of At-Home Recovery 
services are necessary because of a condition for which a home health care plan of treatment was approved by Medicare. 

This benefit will not pay for: 
a) At-Home Recovery Visits paid for by Medicare or other government programs; 
b) At-Home Recovery Visits provided by fami ly members, unpaid volunteers or providers who are not Care 

Providers, as defined; 
c) more than the number of Medicare approved home health care vis its under a Medicare approved home care plan of 

treatment; or 
d) more than 7 visits in any one week. 

The Maximum Amount per visi t, the Maximum visits per week and the Maximum Benefit Amount are shown in the 
Schedule of Benefi ts and Amounts if the Covered Person is covered for this Benefit. 

Activities of Daily Living means those daily activities necessary for a person to perform in order to function 
independently, including, but not limited to, bathing, dressing, personal hygiene, transferring, eating, ambulating, 
assistance with drugs that are normally self-administered and changing bandages or other dressings. 

At-Home Recovery Visit means the period of a visit required to provide at-home recovery care, without limit on the 
durati on of the visit, except each consecutive 4 hours in a 24 hour period of services provided by a Care Provider is 
considered one visit. 

Care Provider means a duly qualified or licensed home health aide or homemaker, personal care aide or nurse provided 
through a licensed home health care agency or referred by a licensed referral agency or licensed nurses registry. 

Home means a place used by the Covered Person as a place of residence. It may be the Covered Person 's own dwelli ng, 
an apartment, a re lative's home, a home for the aged or some other type of institution, provided that such a place would 
quali fy as a residence for Home Health Care services covered by Medicare. A Hospital or Skilled Nursing Facility is not 
considered the Covered Person 's home. 
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AD DITIONAL PLAN BENEFITS (Continued) 

TH E SCHEDULE OF BENEFITS AND AMOUNTS WILL INDICATE THE BENEFITS APPLICABLE TO 
EACH COVERED PERSON WHILE COVERED UN DER THE POLICY. 

PREVENTIV E MEDICAL CARE BENEFIT 

If a Covered Person's Schedule of Benefits and Amounts indicates coverage for this Benefit, We wi ll pay the actual 
charges up to the Medicare approved amount for expenses Incurred by the Covered Person for: 

a) an annual clinical preventive medical history and physical examination (which may include Preventi ve Screening 
Tests or Services) and patient education to address preventive health measures; and 

b) Preventive Screening Tests and Preventive Services, as defined; and 
c) influenza vaccine administered at any appropriate time during the year; and 
d) Tetanus and Diphtheria booster every I 0 years; and 
e) any other tests or preventive measures determined to be appropriate by the attending Physician. 

The expenses must be Incurred by a Covered Person while covered by this benefit. 

Our payment will be limited to the Maximum Benefit Amount per Calendar Year shown in the Schedule of Benefits and 
Amounts, if a Covered Person's Schedule of Benefi ts and Amounts indicates coverage for this Benefit. 

Preventive Screenin g Tests and Preventive Services means one or more of the fo llowing, the frequency of which is 
considered medically appropriate: 

a) dipstick urinalysis for hematuria, bacteriuria and proteinauria; 
b) pure tone (air only) hearing screening tests, administered or ordered by a Physician; 
c) serum cholesterol screening (every 5 years); 
d) thyroid function test; and 
e) diabetes screening. 

Subject to all other condit ions and limitations of the policy, the following Preventi ve Screening Tests are covered 
regardless of whether the Covered Person is covered for other Preventive Medical Care benefits as shown in the Schedule 
of Benefits and Amounts. 

Cancer Screening Benefit 

If any of the following tests is not covered by Medicare, We will pay the Usual and Customary charges Incurred by the 
Covered Person for: 

a) one mammography screening each Calendar Year ordered by a Physician; 
b) one cervical cancer screening each Calendar Year or more frequently if certified by a Physician that such 

cervical cancer screening is medically necessary; and 
c) one prostate screening each Calendar Year for the early detection of prostate cancer for men over 50 years of 

age. The screening may be performed by any qualified medical professional, including a urologist, internist, 
general practitioner, doctor of osteopathy, nurse practitioner or physician assistant. The screening must 
include at least the foll owing tests: a prostate-specific antigen (PSA) blood test and/or a digital rectal 
examination. 
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ADDITIONAL PLAN BENEFITS (Continued) 

THE SCHEDULE OF BENEFITS AND AMOUNTS WILL INDICATE THE BENEFITS APPLICABLE TO 
EACH COVERED PERSON WHILE COVERED UN DER THE POLICY. 

HOSPICE CARE BENEFIT 

Under Medicare, a terminally ill person may elect to receive Hospice Care benefits instead of most regular Medicare Part 
A and Part B benefits. Then, Medicare pays all approved Hospice Care charges except coinsurance charges for Inpatient 
respite care, drugs and biologicals. 

When a Covered Person elects to receive Hospice Care, We will pay the Medicare Coinsurance Charges that he or she 
Incurs. 

The Hospice Care must: 
a) be approved by Medicare; and 
b) be received while covered by this benefit. 

When this benefit is payable, no other benefits of the Policy wi ll be provided for any expense that is otherwise covered 
under this Hospice Care benefit. 
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ADDITIONAL PLAN BENEFITS (Continued) 

THE SCHEDULE OF BENEFITS AND AMOUNTS WILL INDICATE THE BENEFJTS APPLICABLE TO 
EACH COVERED PERSON WHILE COVERED UNDER THE POLICY. 

BLOOD DEDUCTIBLE BENEFIT 

Medicare does not cover the first 3 pints of blood received under Medicare Part A or Medicare Part Beach Calendar Year. 

We pay the expenses a Covered Person Incurs for these first 3 pints of blood, or equivalent quantities of packed red blood 
cells, as defined under federal regulations: 

a) under Medicare Part A, except to the extent benefi ts for the Part B Blood Deductible have been paid; or 
b) under Medicare Part B, except to the extent benefits for the Part A Blood Deductible have been paid. 

The expenses must be Incurred whi le a Covered Person is covered by this benefit. 
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ELIGIBILITY FOR PAYMENT OF BENEFITS 

We will pay the benefit of the Policy only when the following requirements are met: 
a) the expense Incurred is a Medicare El igible Expense, as defined; 
b) if the Covered Person is Confined in a Hospital, the Confinement is a Medicare approved Confinement; 
c) We have verified that the Covered Person's coverage is in force on the date the expense is Incurred; 
d) the Covered Person has satisfied any deductible that applies; and 
e) the Covered Person has not exhausted the Calendar Year or Lifetime Maximum Benefits. 

The Schedule of Benefits and Amounts shows the applicable deductibles and Maximum Benefit Amounts. 
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EXTENSION OF BENEFITS 

If a Covered Person is Total ly Disabled on the date his or her coverage terminates, We will extend the Policy Benefit 
Period for expenses Incurred as the result of that disabil ity, subject to all Po li cy benefit provis ions, exclusions, and 
limitations. 

For Medicare Part A Eligible Expenses: A Policy Benefit Period for Medicare Part A Eli gible Expenses which is 
established prior to termination extends until the first to occur of: 

a) the date the Covered Person has not been Confined in a Hospital or Ski lled Nursing Facility for a period of 60 
consecutive days; or 

b) the 365th day after terminat ion. 

If a Covered Person 's coverage terminates while he or she is receiving approved Hospice Care, the Hospice Care benefits 
of the Policy will continue until the end of the Hospice Care benefit period, as defined by Medicare. 

For Medicare Part B Eligible Expenses: The Policy Benefit Period for Medicare Part B Eligible Expenses extends unti l 
the end of the Calendar Year quarter following termination as shown below: 

Termination Month 
January, February, March 
April, May, June 
July, August, September 
October, November, December 

Extension Date 
June 30 of same year 
September 30 of same year 
December 3 I of same year 
March 3 l of next year. 

GENERAL LIMITATIONS 

Limitation : !fa Covered Person has not enrolled in both Medicare Part A and Part B, We will pay the benefits under the 
Policy as if he or she had enrolled in both parts of Medicare. 
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PRE-EXISTING CON DITION LIMITATION 

Pre-existing Condition means any Injury or Sickness for which a Covered Person received medical advice or treatment 
within the 6 month period immediately before : 

a) his or her effective date of coverage; or 
b) the effective date of an increase in coverage; 

wh ichever is applicable. 

Conditions Prior to Effective Date: During the first 6 months from a Covered Person's effective date of insurance, 
expenses Incurred for Pre-existing Conditions are not covered. 

Change from a Related Policy: If a Covered Person's coverage has converted without interruption: 
a) from the Related Policy; 
b) to this Policy; 

We wi ll credit toward satisfaction of the above Pre-existing Condition Limitation the period that he or she was 
continuously covered by the Related Policy immediately before the conversion. Any expenses Incurred which are payable 
under an Extension of Benefits provision of the Related Policy wi ll not be payable under this Policy. 

Replacement Coverage: If the Covered Person: 
a) has purchased coverage under th is Policy in order to replace coverage under a prior Reti ree group health 

policy; and 
b) he or she provides proof of coverage under such prior policy; 

We will credit toward satisfact ion of this Pol icy's Pre-existing Conditi on Limitation the period that he or she was 
continuously covered by the prior policy immediately before his or her effective date under th is Policy. 

However, if benefits under this Policy are greater than those provided by the prior policy, the 6 month Pre-existing 
Condition Limitation of this Policy wi ll apply only to the increased benefits. 

Conditions Prior to Effective Date of Increase in Coverage: During the first 6 months following the date a Covered 
Person makes a change in coverage that increases benefits, the increased portion of the benefit will not be payable for 
expenses Incurred due to Pre-existing Conditions. 

This Pre-existing Conditions Limitation will not apply to any increase in coverage due to changes in Medicare benefi ts. 
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The Policy does not cover: 
a) any expense that is: 

GENERAL EXCLUSIONS 
APPLICABLE TO ALL PLA NS 

I. not a Medicare Eligible Expense; or 
2. beyond the limits imposed by Medicare for such expense; or 
3. excluded by name or specific description by Medicare; 
except as specifically provided under the Policy; 

b) any portion of a covered expense to the extent paid by Medicare; 
c) any benefi ts payable under one benefit of the Policy to the extent payable under another benefit of the Policy; and 
d) covered expenses Incurred after coverage term inates except as stated in the Extension of Benefits provision. 
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CLAIM PROVISIONS 

Notice of Claim: The Covered Person must give Us, or Our representative, written notice of a claim within 20 
days after a covered loss begins. If Covered Person cannot give notice within that time, it must be given to Us as 
soon as reasonably possible. Such notice must include the Covered Person's name, Covered Person's address, 
Covered Person's lD number and the Policy number. 

Claim Forms: Our representative or We will send forms to the Covered Person to provide proof of loss within 15 
days after We receive a notice of claim. If We do not send the forms within 15 days, the Covered Person may 
submit any other written proof that fu lly describes the nature and extent of a Covered Person's claim. 

Sending Proof of Loss: Written proof of loss must be sent to Us within 90 days after: 
a) the end of each month of Our liability for periodic payment claims; or 
b) the date of the loss for all other claims. 

If proof is not given by the time it is due, it will not affect the claim if: 
a) it was not possible to give proof within the required time; and 
b) proof is given as soon as possible; but 
c) not later than I year after it is due, unless the Covered Person is not legally competent. 

Claim Payment: When we determine that the Covered Person is eligible to receive benefits, We wi ll pay all 
benefits due: 

a) on a monthly basis, after We receive the proof of loss, whi le the loss and Our liability continue; or 
b) immediately after We receive the proof of loss following the end of Our liability. 

We will pay any other benefit due immediately after We receive the proof of loss. 

Payment of Claim: We will pay any benefits due and not assigned, to the Covered Person, if living. Otherwise, 
We will pay any benefits due for a loss that occurred prior to the Covered Person's death to his or her estate. 

If a benefit due is payable to a minor, it will be paid to his or her guardian. If a benefit due is payable to: 
a) the Dependent's estate; 
b) a minor; or 
c) a person not competent to give valid release for payment; 

We may pay up to $1 ,000 of the benefit due to some other person. 

The other person will be someone related to the Covered Person by blood or marriage who We believe is entitled to 
the payment. We will be relieved of further responsibility to the extent of any payment made in good faith. 

If the Covered Person provides Us with a Written Release to do so, We may, at Our option, pay benefits directly to 
the institution or person rendering: 

a) Hospital services; or 
b) nursing, medical, or surgical services; 

unless the Covered Person or the person to whom the benefit is payable requests otherwise in writing no later than 
the time the proof of loss is filed with Us. 

Written Release means any written direction from the Covered Person to pay benefits to the institution or person 
rendering the service. We will not require that the services be rendered by a particular institution or person. 
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CLAIM PROVISIONS (Continued) 

Assignment: The Covered Person may assign the benefits of this Pol icy to the insti tut ion, or person rendering 
service as allowed in the Payment of Claims provision. The Covered Person may not assign the Policy in any other 
way or to any other person. 

Legal Actions: Legal action cannot be taken against Us: 
a) sooner than 60 days after the date proof of loss is given; or 
b) 3 years after the date written proof of loss is required to be given according to the terms ofthe Policy. 

Changes to Medicare: Benefi ts are adj usted annually or upon the effective date established by Medicare to reflect 
changes in the federal government's Medicare program. These changes may cause increases or decreases in benefi t 
amounts payable under the Policy. 

Insurance Fraud: Insurance Fraud occurs when a Covered Person and/or Covered Person 's Employer provides 
Us with fal se, incomplete or mislead ing information with the intent to injure, defraud, or deceive Us. It is a crime 
if the Covered Person and/or Covered Person 's Employer commit Insurance Fraud. We will use all means 
available to Us to detect, investigate, deter, and prosecute those who commit Insurance Fraud. We will pursue all 
available remedies if the Covered Person and/or Covered Person's Employer perpetrate Insurance Fraud. 
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IN WITNESS WHEREOF, the parties hereto have executed this Agreement (Hartford­
Plan Year 2017). 

COUNTY OF FRESNO 

Chairman, Board of Supervisors 

DATE: ----~3--~~~~~-\~) ____________ _ 

\ 
REV~JE~PROVAL 

Paul Nerland, Director of Human Resources 

APPROVEDASTOLEGALFORM 

/1 I ~'~ / /' 1.4 

~ 1!/\,dl-L /r_ bud!<'} 
Daniel C. cel%org, County Counsel ,..,..-

~ t-/' 

APPROVED AS TO ACCOUNTING FORM 

Oscar arcia, 
Auditor-ControllerfTreas 

FOR ACCOUNTING USE ONLY: 

Fund No: 
Subclass: 
ORG No: 
Account No: 

1060 
10000 
89250200 
7185 

( 

ATIEST: 

BERNICE E. SEIDEL, Clerk 
Board of Supervisors 

By ~50.M_ &sb?t> 
Deputy 




