Date: 08/20/2014

To: WHEELOCK COLLEGE STUDENTS

Documents Provided: Subscriber Certificate(s) and Riders as of 08/20/2014

Attached are the Blue Cross Blue Shield of Massachusetts Subscriber Certificate(s) and associated riders for
your health plan. While the Subscriber Certificate(s) and riders provide complete and detailed benefit
information, they may not include information that you, as the sponsor of a group health plan, may need to
comply with your statutory or regulatory notice obligations under ERISA or other applicable law. For example,
these documents may not include all the information required under ERISA to bein a"summary plan
description”. In addition, these documents do not constitute a complete Evidence of Coverage as defined under
Massachusetts state law and regulations.

Blue Cross and Blue Shield of Massachusetts, Inc. or Blue Cross and Blue Shield of Massachusetts HMO Blue,
Inc. administers your health plan benefits in accordance with the terms contained in this Subscriber
Certificate(s) and associated riders. In the event of a dispute between any description prepared by you and the
Subscriber Certificate(s) and associated riders, this Subscriber Certificate(s) and associated riders will govern.

The Subscriber Certificate(s) and associated riders are accurate as of 08/20/2014.

Asyou use thisinformation, please keep in mind that Blue Cross and Blue Shield of Massachusetts, Inc. has a
copyright on these documents. In addition, the use of these documentsisfor your plan administration purposes
only. Please do not pass these documents on to any other person or entity for any other purpose unless
authorized by Blue Cross and Blue Shield of Massachusetts, Inc. or Blue Cross and Blue Shield of
Massachusetts HM O Blue, Inc.



Blue Cross Blue Shield of Massachusetts is an Independent
Licensee of the Blue Cross and Blue Shield Association

Dental Blue Policy

This Blue Cross and Blue Shield Dental Blue Policy explains your dental benefits and the terms of your
enrollment for these dental benefits. It describes your responsibilities to receive dental benefits and Blue
Cross and Blue Shield' sresponsibilitiesto you. This Dental Blue Policy has a Schedule of Dental
Benefitsthat includesthelist of covered services and the cost-sharing amounts you must pay for
covered services. It also describes the member age restriction to receive these dental benefits. You
should read al parts of this Dental Blue Policy, including your Schedule of Dental Benefits to become
familiar with the key points. Y ou should keep them handy so that you can refer to them. The words that
are shown in italics have specia meanings. These words are explained in Part 8 of this Dental Blue
Policy.
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Dental Blue Policy (continued)

Translation and Interpretation Services
A language translator service is available when you call the Blue Cross and Blue Shield customer service office at
the toll-free telephone number shown on your health plan identification card. This service provides you with access
to interpreters who are able to translate over 140 different languages. If you need these translation services, just tell
the customer service representative when you call. Then during your call, Blue Cross and Blue Shield will use a
language line service to access an interpreter who will assist in answering your questions or helping you to
understand Blue Cross and Blue Shield procedures. (This interpreter is not an employee or designee of Blue Cross
and Blue Shield.)

Traduction et interprétation en ligne
Un service de traduction et d’interprétation est disponible lorsque vous appelez le service clientéle de Blue Cross and
Blue Shield au numéro gratuit figurant sur la carte d'identification de votre plan de santé. Ce service vous donne
accés a des interpretes qui peuvent traduire dans plus de 140 langues. Si vous avez besoin de ces services,
mentionnez-le a l'agent du service clientéle lorsque vous nous appelez. Ensuite, au cours de votre appel, Blue Cross
and Blue Shield utilisera un service de traduction et d'interprétation en ligne pour joindre un interpréte qui assurera la
traduction des questions que vous poserez ou qui vous aidera & comprendre les procédures de Blue Cross and Blue
Shield. (Cet interprete n'est pas un employé de Blue Cross and Blue Shield ni une personne mandatée par Blue Cross
and Blue Shield.)

Sévis Tradiksyon ak Entépretasyon
Genyen yon sévis tradiksyon ki disponib 1¢ w rele biwo sévis kliyan Blue Cross and Blue Shield nan nimewo telefon
gratis ki sou kat didantifikasyon plan asirans ou an Sévis sa a ba w aksé¢ a entéprét ki ka tradwi plis ke 140 lang diferan.
Si w ta bezwen itilize sévis tradiksyon sa yo, senpleman di reprezantan sévis kliyan an sa ¢ w rele. Epi 1¢ w rele a, Blue
Cross and Blue Shield pral itilize yon liy sévis pou lang pou gen aksé a yon entépret ki pral ede w jwenn repons a
keksyon ou genyen oswa ede w konprann pwosedi Blue Cross and Blue Shield yo. (Entéprét sa a pa yon anplwaye Blue
Cross and Blue Shield ni tou li pa mandate pa Blue Cross and Blue Shield.)

Servizio di traduzione e di interpretariato
Quando chiamate l'ufficio di assistenza clienti Blue Cross and Blue Shield al numero verde indicato sulla vostra
tessera sanitaria avrete a disposizione un servizio di traduzione nella vostra lingua. Tramite tale servizio potrete
accedere ad interpreti in grado di tradurre in oltre 140 lingue diverse. Qualora aveste bisogno di un servizio di
traduzione, fatelo presente al rappresentante del servizio clienti durante la vostra chiamata; in questo caso Blue Cross
and Blue Shield utilizzera un servizio in linea di lingue straniere per chiamare un interprete che vi aiutera a
rispondere alle domande ed a comprendere le procedure Blue Cross and Blue Shield. (L'interprete non ¢ un
dipendente e non ¢ selezionato da Blue Cross and Blue Shield.)
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Dental Blue Policy (continued)

Yrnpeoieg Metagpaong kot Awepunveiag
Yrapyet Eevoylmoon vnnpeoio 0tav TnAe@aveite omyv eEunnpémon nelatwv g Blue Cross and Blue Shield
oT0V OTEAN aplBUl TOV avaypAPETHL 6TV KOPTO TOV AoPaAloTiKOV oag Tpoypduuotoc. H vanpeoia avt odg
TOPEYEL TPOGPaoT o SiepUnVeig mov umopovy va petappacouvy 140 diogopeTtikég Yhwooec. Av ypeldleote
LETOPPUCTIKES VATNPECLEG, VO. TO AETE GTOV OVILTPOoMNO eELANPETONG TEAQTMOV OTaV TNAEPOVELTE. X1
ovveéygeia, 1 Blue Cross and Blue Shield 6a enukolvovioet pe pia EEVoyAmooT TNAEPOVLKT VANPECLL YL VO,
PEPEL 6TO0 TNAEQWVO diepunvéa mov Ba cog Bonbnoel YLa vo TEPETE OXAVINGT] OTLC EPOTNOELG OOC 1) Y10 VO
xotardfete 1ig Stadikoacie 1ov Blue Cross and Blue Shield. (O diepunvéag dev eivar vrdiiniog ovte
avunpoomnog e Blue Cross and Blue Shield.)

¥enyrn no nucbMeHHBIM H YCTHBIM NlepeBoaM
[To3BOHKB B 0TaAE/T 00CTYKHBAaHHS KJIHEHTOB MeanuuHCcKoro niaxa Blue Cross and Blue Shield no GecniarHomy
TenedhoHy, yKa3aHHOMY B BALIEM YJIOCTOBEPEHHH KJIHEHTA I1J1aHa, Bbl MOXETE BOCIOJIB30BAThCH YCIyTaMH
nepeBoquHKa. B pacnopsikeHuy HalMX KJIMEHTOB UMEIOTCS nepeBoaunku, pabotatouue ¢ Gostee uem 140
s3pikami. EcJii Bbl Hy Xk jaeTech B NepeBoe, COOOILHTE 00 3TOM OTBETHBIIEMY Ha Balll 3BOHOK COTPYIHHKY
otaesia 00Cy>KHBaHNS KJIMEHTOB IJ1aHa. B aTom cnyuae nian Blue Cross and Blue Shield cesixercs ¢
nepeBOAUHKOM 1y KObl MEPEeBONOB, KOTOPBIil NepeBeaeT AJ1d BAC OTBETHI HA BALUM BOMPOCH! H MOMOXET BaM
MOHATDL npaBuJia, aelicreyrowne B niade Blue Cross and Blue Shield. (Takoii nepeBoqunk He siBsieTcs
COTPYIHHKOM HJIH Ha3HaueHHbIM JnuoM nsiaia Blue Cross and Blue Shield.)
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Servicio de Traduccion e Interpretation
Disponemos de un servicio de traductores para cuando usted llame a la oficina de atencion al cliente de Blue Cross
and Blue Shield al nimero de teléfono de la linea gratuita que figura en su tarjeta de identificacion del plan de
salud. A través de este servicio, usted tiene acceso a intérpretes que pueden traducir a mas de 140 idiomas
diferentes. Si usted necesita este servicio de traduccion, simplemente solicitelo al representante de atencién al
cliente al hacer su llamada. Durante su llamada telefonica, Blue Cross and Blue Shield utilizara un servicio de linea
de idiomas para ponerlo en contacto con un intérprete que lo ayudara a responder sus preguntas o a entender los
procedimientos de Blue Cross and Blue Shield. (Este intérprete no es un empleado de Blue Cross and Blue Shield,
ni ha sido designado por Blue Cross and Blue Shield.)

Servico de Traducgio e Interpretagio
O servigo de apoio aos clientes da Blue Cross and Blue Shield tem disponivel um servigo de tradugdo, quando
telefona para o nimero gratis indicado no seu cartdo de identifica¢@o do plano de saiude. Este servigo da acesso a
intérpretes em mais de 140 idiomas diferentes. Se necessitar destes servigos de tradugdo, comunique-o ao
representante do servigo de clientes que o atender via telefone. Entdo, durante a sua chamada, a Blue Cross and Blue
Shield utilizara um intérprete de um servigo de interpretagdo por telefone, que o ajudara a obter respostas as suas
questdes ou a entender os procedimentos da Blue Cross and Blue Shield. (Este intérprete ndo é um funcionario da

Blue Cross and Blue Shield.)
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Dental Blue Policy (continued)

Part 1
Dental Benefits

Y ou will receive the dental benefits described in this Dental Blue Policy aslong as:

e Youareamember who iseligible to receive these dental benefits.

Your dental serviceis acovered service.

Y our dental service is necessary and appropriate as determined by Blue Cross and Blue Shield.

Y our dental service conformsto Blue Cross and Blue Shield dental guidelines and utilization review.
Y ou use a participating dentist to get a covered service (except as noted below).

Important Note: Theterm “you” refers to the member who has the right to the dental benefits described
in this Dental Blue Policy. The agerestriction for a member to receive these dental benefitsis shown
in your Schedule of Dental Benefitsthat ispart of this Dental Blue Palicy.

Obtaining Services from a Participating Dentist

In most cases, the dental benefits described in this Dental Blue Policy are provided only when you get
covered services from a participating dentist. To find a participating dentist, you should use the most
current directory of dentistsfor the area wher e you choose to get your dental care. Tofind a
participating dentist in Massachusetts or in Rhode Island, look in the most up to date Dental Blue
Directory of Providers. To find a participating dentist in other areas, look in the most up to date
Out-of-Area Dental Provider Directory. If you need help to find a participating dentist, you can cal the
Blue Cross and Blue Shield customer service office. Or, you can call the Physician Selection Service at
1-800-821-1388. Y ou can a so use the online provider directory search that is on the Blue Cross and Blue
Shield internet Web site at www.bluecr ossma.com. Before you get your dental care, you should check
with your dentist to make sure he or sheis still a participating dentist.

There will be afew times when you may not be able to use a participating dentist. If this does happen,
Blue Cross and Blue Shield will provide benefits for covered services you get from a non-participating
dentist. These few timesinclude only when:

e You have an emergency and a participating dentist is not reasonably available to you.

e You are outside Massachusetts and a participating dentist is not reasonably available to you.

e Youareamember with aterminal illness and your participating dentist is involuntarily disenrolled as
aBlue Cross and Blue Shield participating dentist for other than quality-related reasons or fraud. In
this case, Blue Cross and Blue Shield will continue to provide benefits for covered servicesin
connection with the terminal illness until the member’ s death. (Terminally ill means the member is
expected to live six months or less as determined by a physician.)

If you need care outside Massachusetts and you use a hon-participating dentist, the dentist must be
licensed in ajurisdiction having licensing requirements substantially similar to those in Massachusetts.
And, he or she must meet the same educational and clinical standards that Blue Cross and Blue Shield has
for a participating dentist. When benefits are provided for the non-participating dentist, you will be
responsible for the amount of the dentist’s chargethat isin excess of the allowed charge. This
balance hill isin addition to the cost sharing amounts you must pay.

Except as described in this section, no benefits are provided for services that are furnished by a
non-participating dentist.

Page 1
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Dental Blue Policy (continued)

What You Pay for Covered Services

The cost-sharing amount you pay for a covered service (such as a deductible, a copayment, and/or
coinsurance) is shown in your Schedule of Dental Benefits. It also describes the age restriction for a
member to receive these dental benefits. Do not rely on this schedule alone. Be sure to read all parts of
your Dental Blue Policy to understand the reguirements that you must follow to receive al of your dental
benefits. Y ou should also read the descriptions of covered services and the limitations and exclusions that
apply for these dental benefits. These provisions are fully described in your Dental Blue Policy.

Pre-Treatment Estimates

Y ou do not need a pre-approval for dental servicesin order to get your dental benefits. But, your dentist
may choose to send a pre-treatment estimate request to Blue Cross and Blue Shield in order to determine
the extent to which your proposed dental services are covered. A pre-treatment estimate is a detailed
description of the service that the dentist plans to perform and it includes the charge for the service. Blue
Cross and Blue Shield recommends that your dentist send a pre-treatment estimate request for a service
that he or she expects to cost more than $250. Blue Cross and Blue Shield will let you and your dentist
know about your benefits for the services reported. A pre-treatment estimate is made based on current
benefits and eligibility for these benefits. A pre-treatment estimate is not a guarantee of claim payment.
Y our dental benefits are paid based on the benefits and eligibility provisionsthat are in effect at the time
the serviceis completed and aclaim is sent for payment. If your dentist does not send a pre-treatment
estimate request, Blue Cross and Blue Shield will decide your dental benefits based on areview of those
services and the standards that are considered generally accepted dental practice.

Multi-Stage Dental Procedures

For some dental services, such as root canals and crowns, you will need to visit the dentist more than one
time for it to be completed. These services will be covered by this Dental Blue Policy only if you are an
eligible member on the date the covered serviceis completed. Y ou do not have to be eligible for these
benefits on the date the service is started. But, if your coverage under this Dental Blue Policy ends before
the date the service is completed, no benefits are provided for the entire service.

How Your Benefits Are Calculated
Blue Cross and Blue Shield calculates the payment of your dental benefits based on the allowed charge.
The allowed charge depends on the type of dental provider that you use for your covered services.

e Participating dentists: For covered services that are furnished by a dentist who has a payment
arrangement to provide dental servicesto eligible members covered by this Dental Blue Policy, Blue
Cross and Blue Shield will calculate your benefits based on the provisions of the participating
dentist’s payment agreement and the contract rate that isin effect at the time the covered service is
furnished. This contract rateis referred to as the dentist’ s allowed charge. In most cases, you do not
have to pay the amount of the participating dentist’s actual chargethat isin excess of the allowed
charge. But, there are certain times when you will have to pay the difference between the allowed
charge and the participating dentist’ s actual charge (thisis known as “balance billing”). Y ou will
have to pay this balance hill if any of the following situations happen: (1) you and your dentist decide
to use a procedure that is more expensive than aless costly but approved alternative and Blue Cross
and Blue Shield provides benefits toward the cost of the procedure with the lower feg; or (2) you
could have received benefits or services from someone el se without a charge or you have received or
will receive payment from another person or insurance company until those benefits are used up; or
(3) you receive services from more than one dentist for the same procedure or for procedures

Page 2
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Dental Blue Policy (continued)

furnished in aseries during a planned course of treatment and Blue Cross and Blue Shield has paid
the amount that would have been provided had only one dentist furnished all of the services.

Non-participating dentists: For covered services that are furnished by a non-participating dentist,
Blue Cross and Blue Shield will calculate your dental benefits based on the usual and customary
charge (also referred to asthe “allowed charge”). The usual and customary charge is based on 80% of
the Blue Cross and Blue Shield Maximum Allowable Charge for each specific covered service, but no
more than 80% of the dentist’s actual charge. The usual and customary charge isless than the
dentist’s actual charge. You will beresponsible for the amount of the dentist’s actual charge that
isin excess of the usual and customary charge (known as“balance billing”). Y ou must pay this
balance bill amount in addition to your cost-sharing amounts.

Covered Services
Y our Schedule of Dental Benefits describes the dental services that are covered by this Dental Blue Policy
for eligible members. It also describes the age restrictions and the frequency limits for covered services.

Excluded Services and Charges
No benefits are provided under this Dental Blue Policy for:

Cast restorations, copings, or attachments for installing overdentures, including associated endodontic
procedures such as root canals, precision attachments, semiprecision attachments, or copings.

Drugs, pharmaceuticals, biologicals, or other prescription agents or products.

Duplicate dentures or bridges.

Fillings on tooth surfaces where a sealant was applied within the prior 12 months.

Free care; or care that would be free if you were not covered under this Dental Blue Policy.
Incomplete procedures or treatments.

Lab tests or bacteriological tests.

Labial veneers.

Nitrous oxide or sedation.

Nutrition counseling.

Photographs.

Sealants that are applied to permanent premolar or molar surfaces that have decay or fillings.
Implants or transplants, or any related surgical or restorative procedures.

A chargethat isfor, or related to, a service that Blue Cross and Blue Shield considersto be
experimental. The service must be documented by controlled studies that determine its merits (such as
its safety) and include sufficient follow-up studies.

A chargethat isfor aservice, supply, procedure, or appliance for reasons such as theft, abuse, misuse,
misplacement, loss, improper fit, allergies, breakage, or ingestion.

A chargefor avisit that you do not keep. A dentist may charge you if you fail to keep your planned
visit if you do not give his or her office reasonable notice.

A charge for a service for which you have the right to benefits under government programs. These
programs include: the V eterans Administration for an illness or injury connected to military service;
and programs set up by other local, state, federal, or foreign laws or regulations that provide or pay
for health care services and supplies or that require care to be furnished in a public facility. Except for
Medicaid or Medicare, no benefits are provided if you could have received governmental benefits by
applying for them on time.

A consultation by a dentist who also performs the service.

Page 3
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Dental Blue Policy (continued)

A method of treatment that is more costly than is usually provided. If Blue Cross and Blue Shield
determines that your service is more costly than another acceptable alternative service, Blue Cross
and Blue Shield will provide benefits for the least expensive but acceptable alternative service that
meets your needs. In this case, you pay the difference between the Blue Cross and Blue Shield
allowed amount and the dentist’ s actual charge (balance hill).

A separate charge for occlusal analysis, pulp vitality testing, or pulp capping. These services are
usually performed as part of another covered service.

A service, supply, procedure, or appliance that is furnished along with, in preparing for, or as a result
of anon-covered service.

A service, supply, procedure, or appliance that is furnished to someone other than the patient.

A service and arelated service, supply, procedure, or appliance that is required by athird party.

A service, supply, procedure, or appliance to stabilize teeth when it is due to periodontal disease.

A service, supply, procedure, or appliance to diagnose or treat temporomandibular joint disorders or
muscular pain, including grinding of the teeth.

A service, supply, procedure, or appliance when its sole purpose is to increase the height of teeth or to
restore occlusion.

A service, supply, procedure, or appliance that is cosmetic in nature or meant primarily to change or
improve your appearance.

A service, supply, procedure, or appliance to treat congenital anomalies.

Any service, supply, procedure, or appliance that is not described as a covered service.

A service, supply, procedure, or appliance furnished after your termination date under this Dental
Blue Policy.

A service, supply, procedure, or appliance furnished by a dentist to himself or herself or to a member
of hisor her immediate family. “Immediate family” means any of the following members of a
dentist’s family: spouse or spousal equivalent; parent, child, brother or sister (by birth or adoption);
stepparent, stepchild, stepbrother or stepsister; father-in-law, mother-in-law, son-in-law,
daughter-in-law, brother-in-law or sister-in-law (for purposes of this exclusion, an in-law relationship
does not exist between the dentist and the spouse of his or her wife’s or husband’ s brother or sister);
and grandparent or grandchild. The immediate family members listed above will still be considered
immediate family after the marriage which created the relationship is ended by divorce or death.

A dentist’s charge for shipping and handling or taxes.

A dentist’s chargeto fileaclaim. Also, adentist’ s charge to transcribe or copy your dental records.

Page 4
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Dental Blue Policy (continued)

Part 2
Member Services

How to Get Help for Questions

Blue Cross and Blue Shield can help you to understand the terms of your Dental Blue Policy. You can

call or write to the Blue Cross and Blue Shield customer service office. A Blue Cross and Blue Shield
customer service representative will work with you to resolve your problem or concern as quickly as
possible. Blue Cross and Blue Shield will keep arecord of each inquiry you, or someone on your behalf,
makes to Blue Cross and Blue Shield. Blue Cross and Blue Shield will keep these records, including the
answers to each inquiry, for two years. These records may be reviewed by the Commissioner of Insurance
and the Massachusetts Department of Public Health.

o Ifyouareenrolled asa group member: If you are enrolled as agroup member under this Dental
Blue Policy, you can call Monday through Friday from 8:00 a.m. to 8:00 p.m. (Eastern Time). The
toll free phone number to call is shown on your ID card. To use the Telecommunications Device for
the Deaf, call 1-800-522-1254. Or, you can write to: Blue Cross and Blue Shield of Massachusetts,
Inc., Member Service, P.O. Box 9134, North Quincy, MA 02171-9134.

e |fyouareenrolled asadirect pay individual member: If you enrolled as a direct pay individual
member under this Dental Blue Policy, you can call Monday through Friday from 8:00 am. to
6:00 p.m. (Eastern Time). The toll free phone number to call is shown on your ID card. To use the
Telecommunications Device for the Deaf, call 1-800-522-1254. Or, you can write to: Blue Cross and
Blue Shield of Massachusetts, Inc., Member Service, P.O. Box 9140, North Quincy, MA 02171-9140.

When You Need Help to Find a Participating Dentist

A Blue Cross and Blue Shield customer service representative can help you find a participating dentist.
Thetoll-free phone number is shown on your ID card. Or, you can call the Physician Selection Service at
1-800-821-1388. Y ou can al so use the online provider directory “Find a Doctor” that is on the Blue Cross
and Blue Shield internet Web site at www.bluecr ossma.com.

What to Do in an Emergency

At the onset of an emergency medical condition that in your judgment requires emergency medical care,
you should go to the nearest emergency room. For assistance, call 911 or your local emergency phone
number. You can aso see a participating dentist when you have a dental emergency. Y ou should ask your
dentist how to contact him or her in an emergency. If you are away from home, you can call the Blue
Cross and Blue Shield customer service office for help to find a participating dentist in the area.

Page 5
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Dental Blue Policy (continued)

Part 3
Claims Filing Procedures

Filing a Claim

Y our participating dentist will file aclaim for you when you receive a covered service. Just tell the
participating dentist that you are a member. Show the participating dentist your ID card. Also, be sureto
give the dentist any other information that is needed to file your claim. Y ou must properly inform your
dentist within 30 days after you receive the covered service. If you do not, benefits will not have to be
provided. Blue Cross and Blue Shield will pay the participating dentist directly for covered services.

Y ou may haveto file your claim when you receive a covered service from a non-participating dentist.
The non-participating dentist may ask you to pay the entire charge at the time of the visit or at alater
time. It is up to you to pay the non-participating dentist. To file adental claim, you must:

o fill out aclaim form;

e attach your original itemized bills; and

e mail the claim to the Blue Cross and Blue Shield customer service office.

When you haveto file aclaim, you can get claim forms from the Blue Cross and Blue Shield customer
service office. Blue Cross and Blue Shield will mail to you all applicable forms within 15 days after
receiving notice that you obtained some service or supply for which you may be paid. You must file a
claim within two years of the date you received the covered service. Blue Cross and Blue Shield will not
have to provide benefits for covered services for which a claim is submitted after this two-year period.

Timeliness of Claim Payments

Within 30 calendar days after Blue Cross and Blue Shield receives a completed request for benefits or
payment, Blue Cross and Blue Shield will make a decision. When appropriate, Blue Cross and Blue
Shield will make a payment to the participating dentist (or to you in certain cases) for your claim to the
extent of your dental benefits. Or, Blue Cross and Blue Shield will send you and/or the dentist anotice in
writing of why your claimis not being paid in full or in part.

If the request for benefits or payment is not complete or, if Blue Cross and Blue Shield needs more
information to make afinal determination for the claim, Blue Cross and Blue Shield will ask for the
information or records it needs. In this case, Blue Cross and Blue Shield will send their request within
30 calendar days of the date that they received the request for benefits or payment. The additional
information they need must be provided to Blue Cross and Blue Shield within 45 calendar days of the
date their request is sent. If the additional information is provided to Blue Cross and Blue Shield within
45 calendar days of their request, Blue Cross and Blue Shield will make a decision within the time
remaining in the original 30-day claim determination period. Or, Blue Cross and Blue Shield will make
the decision within 15 calendar days of the date they receive the additional information, whichever is
later. If the additional information is not provided to Blue Cross and Blue Shield within 45 calendar days
of their request, the request for benefits or payment will be denied by Blue Cross and Blue Shield. If the
additional information is submitted to Blue Cross and Blue Shield after these 45 days, then it may be
viewed by Blue Cross and Blue Shield as a new request for benefits or payment. In this case, Blue Cross
and Blue Shield will make a decision within 30 days as described earlier in this section.
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Part 4
Grievance Program

Y ou have the right to afull and fair review when you disagree with a decision that is made by Blue Cross
and Blue Shield to deny benefits or payment for a dental service; or you disagree with how your claim
was paid; or you have a complaint about the service you received from Blue Cross and Blue Shield or a
participating dentist; or you are denied coverage in this Dental Blue Policy; or your Dental Blue Policy is
canceled or discontinued by Blue Cross and Blue Shield for reasons other than nonpayment of premium.

What to Do if You Have a Claim Problem

Most problems or concerns can be handled with just one phone call. For help to resolve a problem or
concern, you should first call the Blue Cross and Blue Shield customer service office. Thetoll free phone
number to call is shown on your Blue Cross and Blue Shield ID card. A customer service representative
will work with you to help you understand your dental benefits or to resolve your problem or concern as
quickly as possible. When resolving a problem or concern, Blue Cross and Blue Shield will consider all
aspects of the particular case. Thisincludeslooking at: all of the provisions of this Dental Blue Policy; the
policies and procedures that support this Dental Blue Policy; the dental provider’sinput; and your
understanding and expectation of dental benefits. Blue Cross and Blue Shield will use every opportunity
to be reasonable in finding a solution that makes sense for all parties. Blue Cross and Blue Shield will
follow its standard guidelines when it resolves your problem or concern. If after speaking with a Blue
Cross and Blue Shield customer service representative, you still disagree with the decision that is given to
you, you may request areview through Blue Cross and Blue Shield’ s formal grievance program. Y ou may
also request this type of review if Blue Cross and Blue Shield has not responded within three working
days of receiving your inquiry. If this happens, Blue Cross and Blue Shield will notify you and let you
know the steps you may follow to request aformal grievance review.

When and How to Request a Formal Grievance Review
To request aformal grievance review from the Blue Cross and Blue Shield Member Grievance Program,
you (or your authorized representative) have three options.

e Towriteor send afax: The preferred option is for you to send your grievance in writing to
Member Grievance Program, Blue Cross Blue Shield of Massachusetts, One Enterprise Drive,
Quincy, MA 02171-2126. Or, you may fax your grievance to 1-617-246-3616.
Blue Cross and Blue Shield will let you know that your request was received by sending you awritten
confirmation within 15 calendar days.

e Tosend an e-mail: You may send your grievance by e-mail to Blue Cross and Blue Shield Member
Grievance Program at grievances@bchsma.com. Blue Cross and Blue Shield will let you know that
your request was received by sending you a confirmation immediately by e-mail.

e Tomakeatelephonecall: You may call the Blue Cross and Blue Shield Member Grievance
Program at 1-800-472-2689. When your request is made by phone, Blue Cross and Blue Shield will
send you awritten account of the grievance within 48 hours of your phone call.

Once your request is received, Blue Cross and Blue Shield will research the case in detail. They will ask
for more information if it is needed. Blue Cross and Blue Shield will let you know in writing of the
decision or the outcome of the review. If your grievance is about termination of your coverage for
concurrent services that were previously approved by Blue Cross and Blue Shield, the disputed coverage
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will continue until this grievance review process is completed. This continuation of your coverage does
not apply to: servicesthat are limited by a dollar or visit maximum and that exceed that benefit limit;
non-covered services, or services that were received prior to the time that you requested aformal
grievance review; or when a grievance is not received on atimely basis, based on the course of treatment.

All grievances must be received by Blue Cross and Blue Shield within one year of the date of treatment,
event, or circumstance, such as the date you were told of the service denia or claim denial.

What to Include in a Grievance Review Request

Y our request for aformal grievance review should include: the member’s name, ID number, and daytime
phone number; a description of the problem; all relevant dates; names of health care providers or
administrative staff involved; and details of the attempt that has been made to resolve the problem. If Blue
Cross and Blue Shield needs to review the medical or dental records and treatment information that relate
to the grievance, Blue Cross and Blue Shield will promptly send you an authorization form to sign if
needed. Y ou must return this signed form to Blue Cross and Blue Shield. It will alow for the release of
your medical records. Y ou also have the right to look at and get copies (free of charge) of records and
criteriathat Blue Cross and Blue Shield has and that are relevant to your grievance, including the identity
of any experts who were consulted.

Authorized Representative

Y ou may choose to have another person act on your behalf during the grievance review process. Y ou
must designate this person in writing to Blue Cross and Blue Shield. Or, if you are not able to do this, a
person such as a conservator, a person with power of attorney, or afamily member may be your
authorized representative. Or, he or she may appoint another party to be the authorized representative.

Who Handles the Grievance Review

All grievances are reviewed by professionals who are knowledgeabl e about Blue Cross and Blue Shield
and the issues involved in the grievance. The professionals who will review your grievance will not be
those who participated in any of Blue Cross and Blue Shield’ s prior decisions regarding the subject of
your grievance, nor do they work for anyone who did. When a grievance is related to a necessity and
appropriateness denial, at least one grievance reviewer isan individual who is an actively practicing
health care or dental professional in the same or similar specialty who usually treats the condition or
provides treatment that is the subject of your grievance.

Response Time

The review and response for Blue Cross and Blue Shield’s formal grievance review will be completed
within 30 calendar days. If your grievance review begins after an inquiry, the 30-day response time will
begin on the day you tell Blue Cross and Blue Shield that you disagree with Blue Cross and Blue Shield’s
answer and would like aformal grievance review. Every reasonable effort will be made to speed up the
review of grievances that involve dental services that are soon to be obtained by the member. With your
permission, Blue Cross and Blue Shield may extend the 30-calendar-day time frame to complete a
grievance review. Thiswill happen in those cases when Blue Cross and Blue Shield and the member agree
that additional timeisrequired to fully investigate and respond to the grievance. Blue Cross and Blue
Shield may also extend the 30-calendar-day time frame when the grievance review requires areview of
your medical or dental records and Blue Cross and Blue Shield requires your authorization to get these
records. The 30-day response time will not include the days from when Blue Cross and Blue Shield sends
you the authorization form to sign until it receives your signed authorization form (if needed). If Blue
Cross and Blue Shield does not receive your authorization within 30 working days after your grievance is
received, Blue Cross and Blue Shield may make afinal decision about your grievance without that
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medical information. In any case, for a grievance review involving dental servicesthat have not yet been
obtained by you, Blue Cross and Blue Shield will ask for your permission to extend the 30-day time frame
if it cannot complete the review within 30 calendar days of receipt of your grievance. A grievance that is
not acted upon within the time frames specified by applicable federal or state law will be considered
resolved in favor of the member.

Written Response

Once the grievance review is completed, Blue Cross and Blue Shield will let you know in writing of the
decision or the outcome of the review. If Blue Cross and Blue Shield continues to deny benefits for all or
part of aservice, Blue Cross and Blue Shield will send an explanation to you. This notice will include:
information related to the details of your grievance; the reasons that Blue Cross and Blue Shield has
denied the request and the applicable terms of your Dental Blue Policy; the specific medical and scientific
reasons for which Blue Cross and Blue Shield has denied the request; any alternative treatment or services
and supplies that would be covered; and Blue Cross and Blue Shield clinical guidelines that apply and
were used and any review criteria.

Grievance Records

Y ou have the right to look at and get copies of records and criteriathat Blue Cross and Blue Shield has
and that are relevant to your grievance. These copies will be free of charge. Blue Cross and Blue Shield
will maintain arecord of all formal grievances, including the response for each grievance review, for up
to seven years.

Expedited Review for Immediate or Urgently-Needed Services

Y ou may have the right to request an “expedited” grievance review. Y ou can do this when your grievance
review concerns care for which waiting for a response under the grievance review time frames would
seriously jeopardize your life or health or your ability to regain maximum function as determined by Blue
Cross and Blue Shield or your physician. Y ou may also request an expedited review if your physician
says you will have severe pain that cannot be adequately managed if you do not receive the care that is the
subject of the grievance review. If you request an expedited review, Blue Cross and Blue Shield will
review your grievance and notify you of the decision within 72 hours after your request is received, or
such shorter time period as required by federal law.

Appeals Process for Rhode Island Residents or Services

Y ou may also have the right to an appeal as described in this section when aclaim is denied as being not
necessary and appropriate. Y our right to this appeal isin addition to the other rights to appeal as
described earlier in this Dental Blue Policy. Y ou have the right to this appeal only if you (1) live outside
of Rhode Island; and (2) you want to obtain servicesin Rhode Island that Blue Cross and Blue Shield has
determined are not necessary and appropriate for you.

Thefirst step in this process is areconsideration. If you receive aletter from Blue Cross and Blue Shield
that denies payment for your services, you may ask that Blue Cross and Blue Shield reconsider its
decision. To do this, you must send a letter to ask for this review to: Member Grievance Program, Blue
Cross Blue Shield of Massachusetts, One Enterprise Drive, Quincy, MA 02171-2126. Y our letter must be
sent within 180 days of Blue Cross and Blue Shield’' s adverse decision. Along with your letter, you should
send any information that will support your request. Blue Cross and Blue Shield will review your request
and let you know the outcome within 15 calendar days after they have received all information needed for
the review.
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The second step is an appedl. If Blue Cross and Blue Shield continues to deny benefits for all or a part of
the service, you may ask for an appeal. Y ou must ask for this appeal within 60 days of the date that you
receive the reconsideration denial letter from Blue Cross and Blue Shield. Y our appeal request should
include any information that supports your appeal. Y ou may also inspect and add information to your
Blue Cross and Blue Shield case file to prepare your appeal. According to Rhode Island state law, if you
wish to review the information in your Blue Cross and Blue Shield case file, you must make your request
in writing and you must include the name of a dentist who may review your case file on your behalf. Y our
dentist may review, interpret, and disclose any or al of that information to you. Once Blue Cross and
Blue Shield receives your appeal, your appeal will be reviewed by a dentist in the same specialty as your
attending dentist. Blue Cross and Blue Shield will notify you of the outcome of your appeal within

15 calendar days after they have received all information needed for the appeal.

If your appeal is denied, you have the right to present your case to an appeals agency that is designated by
Rhode Island and not affiliated with Blue Cross and Blue Shield. If you request this voluntary external
appeal, Rhode Island requires that you pay for half of the cost of the appeal. Blue Cross and Blue Shield
will pay for the remaining half. The notice you receive from Blue Cross and Blue Shield about your
appeal will advise you of: the name of the appeals agency that is designated by Rhode Island; and your
share of the cost for an external appeal. To file an external appeal, you must make your request in writing
to: Member Grievance Program, Blue Cross Blue Shield of Massachusetts, One Enterprise Drive, Quincy,
MA 02171-2126. Along with your request, you must: state your reason(s) for why you disagree with Blue
Cross and Blue Shield' s decision; and enclose a check made payabl e to the designated appeals agency for
your share of the cost for the external appeal. Within five working days after Blue Cross and Blue Shield
receives your written request and payment for the appeal, Blue Cross and Blue Shield will forward your
request to the external appeals agency. Blue Cross and Blue Shield will also send their part of the fee and
your entire Blue Cross and Blue Shield case file. The external appeals agency will notify you in writing of
the decision within ten working days of receiving all necessary information.

If your situation is an emergency, you have the right to an “expedited” appeal at al three levels of appeal
as stated above. Y ou may request an expedited reconsideration or appeal by calling Blue Cross and Blue
Shield at the phone number shown in your letter. Blue Cross and Blue Shield will notify you of the result
of your expedited appeal within two working days or 72 hours of its receipt, whichever is sooner. If your
appedl is denied, you have the right to request an expedited external appeal. The notice you receive from
Blue Cross and Blue Shield about your appeal will advise you of: the name of the appeals agency that is
designated by Rhode Island; and the amount that Rhode Island requires you pay for your share of the cost
for an expedited external appeal. To request an expedited external appeal, you must send your request in
writing to: Member Grievance Program, Blue Cross Blue Shield of Massachusetts, One Enterprise Drive,
Quincy, MA 02171-2126. Y our request should state your reason(s) for why you disagree with the
decision and include signed documentation from your dentist that describes the emergency nature of your
treatment. In addition, you must also enclose a check made payabl e to the designated appeal s agency for
your share of the cost for the expedited external appeal. Within two working days after the receipt of your
written request and payment for the appeal, Blue Cross and Blue Shield will forward your request to the
external appeals agency along with Blue Cross and Blue Shield’ s part of the fee and your entire Blue
Cross and Blue Shield case file. The external appeals agency will notify you in writing of the decision
within two working days or 72 hours, whichever is sooner, of receiving your regquest for areview.

If the external appeals agency upholds the original decision of Blue Cross and Blue Shield, this completes
the appeals process for your case. But, if the external appeals agency reverses Blue Cross and Blue
Shield' s decision, the claim in dispute will be reprocessed by Blue Cross and Blue Shield upon receipt of
the notice of the final appea decision. And, Blue Cross and Blue Shield will repay you for your share of
the cost for the external appeal within 60 days of the receipt of the notice of the final appeal decision.
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Part 5
Other General Provisions

Access to and Confidentiality of Dental and Medical Records

Blue Cross and Blue Shield and health care and dental providers may, in accordance with applicable law,
have access to al of your medical and dental records and related information that is needed by Blue Cross
and Blue Shield or the health care or dental providers. Blue Cross and Blue Shield may collect
information from health care and dental providers or from other insurance companies or, for group
members, from the plan sponsor. Blue Cross and Blue Shield will use thisinformation to help them
administer the benefits described in this Dental Blue Policy. They will also useit to get facts on the
guality of care that is provided under this and other health care and dental plans. In accordance with law,
Blue Cross and Blue Shield and health care and dental providers may use this information, and may
discloseit to necessary persons and entities as follows: (1) for administering benefits (including
coordination of benefits with other insurance or health benefit plans), disease management programs,
managing care, quality assurance, utilization management, the prescription drug history program,
grievance and claims review activities, or other specific business, professional, or insurance functions for
Blue Cross and Blue Shield; (2) for bona fide medical research according to the regulations of the U.S.
Department of Health and Human Services and the U.S. Food and Drug Administration for the protection
of human subjects; (3) as required by law or valid court order; (4) as required by government or
regulatory agencies; and (5) for group members, as required by the subscriber’s group or by its auditors
to make sure that Blue Cross and Blue Shield is administering this Dental Blue Policy properly.

To get acopy of Blue Cross and Blue Shield’s Commitment to Confidentiality statement, call the Blue
Cross and Blue Shield customer service office. Blue Cross and Blue Shield will not share information
about you with the Medical Information Bureau (MIB). Blue Cross and Blue Shield respects your right to
privacy. Blue Cross and Blue Shield will not use or disclose personally identifiable information about you
without your permission, unless the use or disclosure is permitted or required by law and isdonein
accordance with the law. Y ou have the right to get the information Blue Cross and Blue Shield collects
about you. You may also ask Blue Cross and Blue Shield to correct any of thisinformation that you
believe is not correct. Blue Cross and Blue Shield may charge you areasonable fee for copying your
records, unless your request is because Blue Cross and Blue Shield is declining or terminating your
coverage under this Dental Blue Policy.

Acts of Dentists

Blue Cross and Blue Shield is not liable for the acts or omissions by any dentist or other provider that
furnishes care or servicesto you. A participating dentist or any other provider does not act as an agent on
behalf of or for Blue Cross and Blue Shield. And, Blue Cross and Blue Shield does not act as an agent for
a participating dentist or any other provider. Blue Cross and Blue Shield will not interfere with the
relationship between providers and their patients. Y ou are free to select or discharge any provider.

Assignment of Benefits

Y ou cannot assign any benefit or monies due under this Dental Blue Policy to any person, corporation, or
other organization without Blue Cross and Blue Shield’ s written consent. Any assignment by you will be
void. Assignment means the transfer of your rights to the benefits under this Dental Blue Policy to
another person or organization. There is one exception. If Medicaid has aready paid the provider, you can
assign your benefits to Medicaid.
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Authorized Representative

Y ou may choose to have another person act on your behalf concerning your benefits under this Dental
Blue Policy. Y ou must designate this person in writing to Blue Cross and Blue Shield. Or, if you are not
ableto do this, a person such as a conservator, a person with power of attorney, or afamily member may
be your authorized representative. In some cases, Blue Cross and Blue Shield may consider your dentist
or other health care provider to be your authorized representative. For example, Blue Cross and Blue
Shield may tell your dentist about the extent of your dental benefits for services reported on a
pre-treatment estimate. Or, Blue Cross and Blue Shield may ask your dentist or physician for information
if more is needed for Blue Cross and Blue Shield to make a decision. Blue Cross and Blue Shield will
continue to send benefit payments and written communications regarding your dental benefits according
to Blue Cross and Blue Shield’ s standard practices, unless you specificaly ask Blue Cross and Blue
Shield to do otherwise. Y ou can get aform to designate an authorized representative from the Blue Cross
and Blue Shield customer service office.

Changes to this Dental Blue Policy

Blue Cross and Blue Shield (or the plan sponsor when you are a group member) may change the
provisions of this Dental Blue Policy. For example, a change may be made to your cost-sharing amounts
for certain covered services. When Blue Cross and Blue Shield makes a material change to your Dental
Blue Policy, Blue Cross and Blue Shield will send a natice about the change at |east 60 days before the
effective date of the change. This notice will describe the change being made. It will also give the
effective date of the change. Blue Cross and Blue Shield will send this notice to the subscriber or to the
plan sponsor when you are enrolled as a group member. When you are enrolled as a group member, the
plan sponsor should deliver to its group members all notices from Blue Cross and Blue Shield.

Coordination of Benefits (COB)

Blue Cross and Blue Shield will coordinate payment of covered services with hospital, medical, dental,
health, or other plans under which you are covered. Blue Cross and Blue Shield will do this to make sure
that the cost of your health care services is not paid more than once. Other plansinclude: personal injury
insurance; automobile insurance, including medical payments coverage; homeowner’ s insurance; and
other plansthat cover hospital or medical expenses. Y ou must include information on your enrollment
forms about other health plans under which you are covered. Once you are enrolled for coverage under
this Dental Blue Policy, you must notify Blue Cross and Blue Shield if you add or change health plan
coverage. Upon Blue Cross and Blue Shield’ s request, you must also supply Blue Cross and Blue Shield
with information about other plans that may provide you with coverage for health care services.

Under COB, the plan that provides benefits first is known as the primary payor. And the plan(s) that
provide benefits next are known as the secondary payor(s). When coverage under this Dental Blue Policy
is secondary, no dental benefits will be provided until after the primary payor determinesits share, if any,
of the liability. Blue Cross and Blue Shield decides which is the primary and secondary payor. To do this,
Blue Cross and Blue Shield relies on Massachusetts law, including the COB regulations issued by the
Massachusetts Division of Insurance. A copy of these rulesis available from Blue Cross and Blue Shield
upon request. Unless otherwise required by law, the benefits of this Dental Blue Policy will be secondary
when another plan provides you with benefits for dental services.

Blue Cross and Blue Shield will not provide any more dental benefits than those that are described in this
Dental Blue Policy. Blue Cross and Blue Shield will not provide duplicate benefits for covered services. If
Blue Cross and Blue Shield pays more than the amount that it should have under COB, then you must
give that amount back to Blue Cross and Blue Shield. Blue Cross and Blue Shield has the right to get that
amount back from you or any appropriate person, insurance company, or other organization.
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Important Note: If you fail to comply with the provisions of this COB section, payment of your claim
may be denied.

Pre-Existing Conditions

Y our benefits are not limited based on medical conditions that are present on or before your effective date
under this Dental Blue Policy. This means that covered services will be covered from your effective date.
Thereis no pre-existing condition restriction or waiting period to receive benefits. But, benefits for
covered services are subject to all the provisions of your Dental Blue Policy.

Quality Assurance Programs

Blue Cross and Blue Shield uses quality assurance and training programs and performance measures that
are designed to ensure accuracy in claims processing. Blue Cross and Blue Shield also uses management
and technology solutions to help customer service representatives resolve issues quickly and accurately.

Subrogation and Reimbursement of Benefit Payments

If you are injured by any act or omission of another person, the benefits provided under this Dental Blue
Policy will be subrogated. This means that Blue Cross and Blue Shield may use your right to recover
money from the person(s) who caused the injury or from any insurance company or other party. If you
recover money, Blue Cross and Blue Shield is entitled to recover up to the amount of the benefit
payments that it has made. Thisis true no matter where or by whom the recovered money is held or how
it is designated and even if you do not recover the total amount of your claim against the other person(s).
Thisisalso true if the payment you receive is described as payment for other than dental expenses. The
amount that you must reimburse to Blue Cross and Blue Shield will not be reduced by any attorney’s fees
or expenses that you incur. Y ou must give Blue Cross and Blue Shield information and help. This means
you must complete and sign all necessary documents to help Blue Cross and Blue Shield get this money
back. This also means that you must give Blue Cross and Blue Shield timely notice of al significant steps
during negotiation, litigation, or settlement with any third party (such asfiling a claim or lawsuit,
initiation of settlement discussions, agreement to a settlement in principle, etc.) and before settling any
claim arising out of injuries you sustained by an act or omission of another person(s) for which Blue
Cross and Blue Shield paid benefits. Y ou must not do anything that might limit Blue Cross and Blue
Shield' sright to full reimbursement.

Time Limit for Legal Action

Before you pursue alega action against Blue Cross and Blue Shield for any claim under this Dental Blue
Policy, you must complete the Blue Cross and Blue Shield formal grievance review. If, after you
complete the grievance review, you choose to bring alegal action against Blue Cross and Blue Shield,
you must bring this action within two years after the cause of the action arises. For example, if you are
filing alegal action because you were denied a service or a claim for benefits under this Dental Blue
Policy, you will lose your right to bring alegal action against Blue Cross and Blue Shield unless you file
your action within two years after the date of the decision of the final appeal of the service or claim
denia. Going through the formal grievance review process does not extend the two-year limit for filing a
lawsuit.
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Part 6
Group Policy

This Part 6 applies to you when you enroll as a group member for coverage under this Dental Blue Policy.
This means that the subscriber’ s group has an agreement (a group contract) with Blue Cross and Blue
Shield to provide its group members with access to the dental benefits described in this Dental Blue
Policy. The group must pay monthly premiums to Blue Cross and Blue Shield on behalf of its group
members for this coverage. The group should also deliver to its group members all notices from Blue
Cross and Blue Shield. The group is the subscriber’s agent. The group is not the agent of Blue Cross and
Blue Shield. If you are enrolled as a group member, you should contact your plan sponsor for enrollment
or billing questions.

Y ou hereby expressly acknowledge your understanding that the group contract constitutes a contract
solely between your group on your behalf and Blue Cross and Blue Shield of Massachusetts, Inc., which
is acorporation independent of and operating under alicense from the Blue Cross and Blue Shield
Association, an association of independent Blue Cross and Blue Shield Plans (the “ Association”),
permitting Blue Cross and Blue Shield to use the Blue Cross and Blue Shield Service Marks in the
Commonwealth of Massachusetts, and that Blue Cross and Blue Shield is not contracting as the agent of
the Association. Y ou further acknowledge and agree that your group on your behalf has not entered into
the group contract based upon representations by any person other than Blue Cross and Blue Shield and
that no person, entity, or organization other than Blue Cross and Blue Shield will be held accountable or
liable to you or your group on your behalf for any of Blue Cross and Blue Shield’ s obligations to you
created under the group contract. This paragraph will not create any additional obligations whatsoever on
the part of Blue Cross and Blue Shield other than those obligations created under other provisions of the
group contract.

Eligibility for Group Coverage

Eligible Employee

An employeeiseligible to enroll as a subscriber for group coverage as long as he or she meets the rules
on length of service, active employment, and number of hours worked that the plan sponsor has set to
determine eligibility for group coverage. For details, contact your plan sponsor.

Eligible Spouse

The subscriber may enroll an eligible spouse for coverage under his or her group membership. An
“eligible spouse” includes the subscriber’s legal spouse. A legal civil union spouse, where applicable, is
eligible to enroll for coverage under the subscriber’ s group membership to the extent that alegal civil
union spouse is determined eligible by the plan sponsor. For more details, contact your plan sponsor.

Former Spouse

In the event of adivorce or alegal separation, the person who was the spouse of the subscriber prior to
the divorce or legal separation will remain eligible for coverage under the subscriber’s group
membership, whether or not the judgment was entered prior to the effective date of the subscriber’s group
membership. This coverageis provided with no additional premium other than the normal cost of
covering a current spouse. The former spouse will remain eligible for this coverage only until: the
subscriber is no longer required by the judgment to provide health care coverage for the former spouse; or
the subscriber or former spouse remarries, whichever comes first. Blue Cross and Blue Shield must be
notified within 30 days of a change to the former spouse’ s address. Otherwise, Blue Cross and Blue
Shield will not be liable for any acts or omissions due to having the former spouse’ s incorrect address on
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file. If the subscriber remarries, the former spouse may continue coverage under a separate membership
within the subscriber’s group, provided the divorce judgment requires that the subscriber provide health
care coverage for the former spouse. Thisistrue even if the subscriber’s new spouse is not enrolled for
coverage under the subscriber’s group membership.

Domestic Partner

As determined by the plan sponsor, the subscriber may have the option to enroll an eligible domestic
partner under his or her group membership. This eligibility option appliesto you only when your
Dental Blue Palicy includes a domestic partner rider. If your Dental Blue Policy does not include a
domestic partner rider, thissection does not apply to you. A “domestic partner” is a person with whom
the subscriber has entered into an exclusive relationship. This means that both the subscriber and
domestic partner: are 18 years of age or older and of legal age of consent in the state where they reside;
are competent to enter into alegal contract; share the same residence and must intend to continue to do
so; are jointly responsible for basic living costs; are in arelationship of mutual support, caring, and
commitment in which they intend to remain; are not married to anyone else; and are not related to each
other by adoption or blood to a degree of closeness that would otherwise bar marriage in the state in
which they live. A “domestic partner” may also include a person with whom the subscriber has registered
as a domestic partner with any governmental domestic registry (whether or not all of the conditions stated
above have been met). If the subscriber enrolls an eligible domestic partner under his or her group
membership, the domestic partner’ s dependent children are eligible for coverage to the same extent that
the subscriber’ s dependent children are eligible for coverage under his or her group membership. If the
subscriber terminates the domestic partnership, an enrolled former domestic partner (and any enrolled
children of aformer domestic partner) may have the option to continue group coverage to the extent that
federal or Massachusetts law would usually apply.

Eligible Dependents

The subscriber may enroll eligible dependents for coverage under his or her group membership. “Eligible

dependents’ include the subscriber’s or spouse’s (or if applicable, legal civil union spouse’s or domestic

partner’s) children who are under age 26. To be an eligible dependent, a child under age 26 is not required
to: live with the subscriber or spouse (or if applicable, legal civil union spouse or domestic partner); or be

a dependent on the subscriber’s or spouse’s (or if applicable, lega civil union spouse’s or domestic

partner’s) tax return; or be afull-time student. These eligible dependents may include:

e A newborn child. The effective date of coverage for a newborn child will be the child’s date of birth
provided that the subscriber formally notifies the plan sponsor within 30 days of the date of birth.

e An adopted child. The effective date of coverage for an adopted child will be the date of placement of
the child with the subscriber for the purpose of adoption. The effective date of coverage for an
adoptive child who has been living with the subscriber and for whom the subscriber has been getting
foster care payments will be the date the petition to adopt isfiled. If the subscriber is enrolled under a
family membership as of the date he or she assumes custody of achild for the purpose of adoption,
the child’ s dental benefits will be provided from the date of custody. This coverage is provided
without awaiting period or pre-existing condition restriction.

e A newborn infant of an enrolled dependent child immediately from the moment of birth and
continuing after, until the enrolled dependent child is no longer eligible as a dependent.

If an eligible dependent child is married, the dependent child can enroll for coverage under the
subscriber’ s group membership. And, aslong asthat enrolled child is an eligible dependent, his or her
children are also eligible for coverage under the subscriber’ s group membership. The dependent child's
spouse is not eligible to enroll as a dependent for coverage under the subscriber’ s group membership.
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An €eligible dependent may also include:

e A person under age 26 who is not the subscriber’s or spouse’s (or if applicable, legal civil union
spouse’ s or domestic partner’s) child but who qualifies as a dependent of the subscriber under the
Internal Revenue Code. In this case, when the dependent loses his or her dependent status under the
Internal Revenue Code, that dependent will continue to be eligible as a dependent under the
subscriber’s group membership for two years after the end of the calendar year in which he or she
last qualified as a dependent under the Internal Revenue Code or until the dependent turns age 26,
whichever comesfirst.

e A child recognized under aQualified Medical Child Support Order as having the right to enroll for
health care coverage.

e A disabled dependent child age 26 or older. A dependent child who is mentally or physically
incapable of earning his or her own living and who is enrolled for coverage under the subscriber’s
group membership will continue to be covered after he or she would otherwise lose dependent
eligibility under the subscriber’s group membership, so long as the child continues to be mentally or
physically incapable of earning his or her own living. In this case, the subscriber must make
arrangements with Blue Cross and Blue Shield through the plan sponsor not more than 30 days after
the date the child would normally lose eligihility. Also, Blue Cross and Blue Shield must be given
any medical or other information that it may need to determine if the child can maintain coverage
under the subscriber’ s group membership. From time to time, Blue Cross and Blue Shield may
conduct reviews that will require a statement from the attending physician. Thisisto confirm that the
child is till an eligible disabled dependent child.

Important Reminder: The eligibility provisions for dependents that are described in this section may
differ from the federal tax laws that define who may qualify as a dependent.

Enrollment Periods for Group Coverage

Initial Enroliment

Y ou may enroll for coverage under a group membership on your initial group eligibility date. Thisdateis
determined by your plan sponsor. The plan sponsor is responsible for providing you with details about
how and when you may enrall for coverage under a group membership. To enroll, you must complete the
enrollment form provided by your plan sponsor no later than 30 days after your €ligibility date. (For more
information, contact your plan sponsor.) If you choose not to enroll for coverage under a group
membership on your initial eligibility date, you may enroll only during your group’s open enrollment
period or within 30 days of a specia enrollment event as provided by federal or Massachusetts law.

Special Enroliment
If an eligible employee or an eligible dependent (including the employee’ s spouse) chooses not to enroll
for coverage under a group membership on his or her initial group eligibility date, federal or
Massachusetts law may alow the eligible employee and/or his or her eligible dependents to enroll when:
e Theemployee and/or his or her eligible dependents have aloss of other coverage (see “Loss of Other
Qualified Coverage” below); or
The employee gains a new eligible dependent (see “New Dependents’ below); or
e Theemployee and/or his or her eligible dependent become eligible for assistance under a Medicaid
plan or a state Children’ s Health Insurance Program plan.

These rights are known as your “special enrollment rights.” There may be additional special enrollment
rights as aresult of changes required by federal law. For example, these changes may include special
enrollment rights for: individuals who are newly eligible for coverage as aresult of changes to dependent
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eligibility; and/or individuals who are newly eligible for coverage as aresult of the elimination of a
lifetime maximum.

Loss of Other Qualified Coverage

An €eligible employee may choose not to enroll himself or herself or an eligible dependent (including a

spouse) for coverage under a group membership on the initial group eligibility date because he or she or

the eligible dependent has other health plan coverage as defined by federal law. Thisisreferred to as

“qualified” coverage. In this case, the employee and the eligible dependent may enroll for coverage under

the group membership if the employee or the eligible dependent at alater date loses that other qualified

health plan coverage due to any one of the following reasons:

o The employee or the eligible dependents (including a spouse) cease to be eligible for the other
qualified health plan. For example, this could mean that the loss of the other qualified health plan was
due to: the loss of the spouse’ s coverage; the death of the spouse; divorce; 1oss of dependent status; or
involuntary termination. This includes when an employee or eligible dependent is covered under a
Medicaid plan or a state Children’ s Health Insurance Program plan and coverage is terminated as a
result of loss of eligibility for that coverage.

e Theemployer that is sponsoring the other qualified group health plan coverage ceases to make
employer contributions for the other group health plan coverage.

e Theemployee or the eligible dependents (including a spouse) exhaust their continuation of group
coverage under the other qualified group health plan.

o Theprior qualified health plan was terminated due to the insolvency of the health plan carrier.

Important Note: You will not have this special enrollment right if the loss of other health plan coverage
isaresult of the eligible employee or the subscriber or the eligible dependent’ s failure to pay the
applicable premiums.

New Dependents

If an eligible employee gains a new spouse or other new eligible dependent(s) due to marriage, adoption,
placement for adoption, or birth, the employee and the spouse and/or the new dependent(s) may enroll for
coverage under a group membership. If the new dependent is gained by birth, adoption, or placement for
adoption, enrollment under the group membership will be retroactive to the date of birth or the date of
adoption or the date of placement for adoption. But, the time requirement described below must be met.

Special Enrollment Time Requirement

To exercise your special enrollment rights, you must notify your plan sponsor no later than 30 days after
the date when any one of the following events occur: the date you lose your other coverage; the date the
subscriber gains a new dependent; the date the subscriber receives notice that a dependent child who was
not previously eligibleis newly eligible for coverage as aresult of changes to dependent eligibility; or the
date you receive notice that you are newly eligible for coverage as aresult of the elimination of alifetime
maximum. For example, if your coverage under another health plan is terminated, you must notify your
plan sponsor and request enrollment within 30 days after your other health care coverage ends. Upon
reguest, the plan sponsor will send you any specia forms you may need. If you do not request enrollment
within 30 days, you will have to wait until the group’s next open enrollment period to enroll for group
coverage. You also have specia enrollment rights related to termination of coverage under a state
Children’s Health Insurance Program plan or aMedicaid plan or igibility for assistance under a
Medicaid plan or a state Children’ s Health Insurance Program plan. When this situation applies, you must
notify your plan sponsor to request group coverage no later than 60 days after the coverage terminates or
the employee or €igible dependent is determined to be eligible for assistance.
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Qualified Medical Child Support Order

If the subscriber chooses not to enroll an eligible dependent for coverage under his or her group
membership on the initial group eligibility date, the subscriber may be required by law to enroll the
dependent if the subscriber is subject to a Qualified Medical Child Support Order (QMCSO). This
QMCSO order is a state court or administrative agency order that requires an employer’ s group to provide
coverage to the child of an employee who is covered or eligible to enroll for group coverage.

Open Enroliment Period

If you choose not to enroll for group coverage within 30 days of your initial group eligibility date, you
may enroll during your group’s open enrollment period. The open enrollment period is the time each year
during which eligible persons may enroll for or change coverage for the next year. The open enrollment
period is announced by the group to al eligible employees. To enroll for group coverage during this
enrollment period, you must complete the enrollment form provided in the group’ s enrollment packet and
return it to the group no later than the date specified in the group’ s enrollment packet.

Other Membership Changes

Generally, the subscriber may make membership changes (for example, change from a subscriber only
membership to afamily membership) only if the subscriber has a change in family status. Thisincludes a
change such as: marriage or divorce; birth, adoption, or change in custody of a child; death of an enrolled
spouse or dependent; or the loss of an enrolled dependent’ s eligibility under the subscriber’s group
membership. If you want to ask for a member ship change or you need to change your name or
mailing addr ess, you should call or write to your plan sponsor. The plan sponsor will send you any
specia forms that you may need. Y ou must request the change within the time period required by the
subscriber’s group to make a change. If you do not make the change within the required time period, you
will have to wait until the group’s next open enrollment period to make the change. All changes are
allowed only when they comply with the eligibility and enrollment rules set by the plan sponsor for group
coverage and they comply with the conditions outlined in this Dental Blue Policy and in the Blue Cross
and Blue Shield Manual of Underwriting Guidelines for Group Business.

Termination of Group Coverage

Loss of Eligibility for Group Coverage

When your eligibility for group coverage ends, your group coverage will be terminated as of the date you

lose eligibility. Your igibility for group coverage ends when:

e Thesubscriber loses eligibility for coverage with the group. This means: the subscriber’s hours are
reduced; or the subscriber leaves the job; or the subscriber no longer meets the rules that are set by
the group for group coverage. Y ou will also lose eligibility for group coverage if you are an enrolled
dependent when the subscriber dies.

e Youloseyour status as a dependent under the subscriber’s group membership.

e You reach age 65 and become eligible for Medicare Part A and Part B. However, as allowed by
federal law, the subscriber and the spouse and/or dependents may have the option of continuing
coverage under a group membership when the subscriber remains as an actively working employee
after reaching age 65. Y ou should review all options available to you with the plan sponsor. Medicare
eligible subscribers who retire and/or their spouses are not eligible to continue coverage under a
group membership once they reach age 65.

e The plan sponsor failsto pay the group premium to Blue Cross and Blue Shield within 30 days of the
due date. In this case, Blue Cross and Blue Shield will notify you in writing of the termination of your
group coverage in accordance with the Code of Massachusetts Regulations. This notice will give you
information about the termination of your group coverage. It will also tell you about your options for
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coverage offered by Blue Cross and Blue Shield or Blue Cross and Blue Shield of Massachusetts
HMO Blue, Inc.
e Thegroup terminates (or does not renew) its group contract with Blue Cross and Blue Shield.

Termination of Group Coverage by the Subscriber

Y our group coverage will end when the subscriber chooses to cancel his or her group membership as
permitted by the plan sponsor. Blue Cross and Blue Shield must receive the termination regquest not more
than 30 days after the subscriber’ s termination date.

Termination of Group Coverage by Blue Cross and Blue Shield

Y our group coverage will not be canceled because you are using your benefits or because you will need

more covered services in the future. Blue Cross and Blue Shield will cancel your group coverage only

when:

e You have committed misrepresentation or fraud to Blue Cross and Blue Shield. For example, you
gave false or misleading information on the enroliment form. Or, you misused your ID card by letting
another person who was not enrolled for group coverage attempt to get benefits. In this case, the
termination of your group coverage may go back to your effective date or, it may go back to the date
of the misrepresentation or fraud. The termination date will be determined by Blue Cross and Blue
Shield, subject to applicable federal law. Or, in some cases Blue Cross and Blue Shield may limit
your benefits.

e Youcommit acts of physical or verbal abuse that pose a threat to, or athreat to the health of, health
care and dental providers or other members or employees of Blue Cross and Blue Shield or Blue
Cross and Blue Shield of Massachusetts HMO Blue, Inc., and these acts are not related to your
physical condition or mental condition. In this case, termination of your group coverage will follow
the procedures approved by the Massachusetts Commissioner of Insurance.

e You fail to comply in amaterial way with any provisions of this Dental Blue Policy. For example, if
you fail to provide information that Blue Cross and Blue Shield requests related to your coverage
under this Dental Blue Policy, Blue Cross and Blue Shield may terminate your group coverage.

e Blue Cross and Blue Shield discontinues this Dental Blue Policy for any reason as of a date approved
by the Massachusetts Commissioner of Insurance.

If Blue Cross and Blue Shield cancels your group coverage, a notice will be sent to your group that will
tell your group the specific reason(s) that Blue Cross and Blue Shield is canceling your group coverage.

Continuation of Group Coverage under Federal and State Law

Limited Extension of Group Coverage under State Law

If you lose dligibility for group coverage due to a plant closing or a partial plant closing (as defined by
law) in Massachusetts, you may continue group coverage as provided by state law. If this happens to you,
you and your group will each pay your shares of the premium cost for up to 90 days after the plant
closing. Then, to continue your group coverage for up to 39 more weeks, you will pay 100% of the
premium cost. At this same time, you may also be eligible for continued group coverage under other state
laws or under federal law (see below). If you are, the starting date for continued group coverage under all
of these laws will be the same date. But, after the 90-day extension period provided by this state law ends,
you may have to pay more premium to continue your group coverage. If you become eligible for coverage
under another employer sponsored health plan at any time before the 39-week extension period ends,
continued group coverage under these provisions also ends.
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Continuation of Group Coverage under Federal or State Law
When you are no longer eligible for group coverage, you may be eligible to continue group coverage as
provided by the Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA) or under
Massachusetts state law. These provisions apply to you if your group has two or more employees. To
continue your group coverage, you may be required to pay up to 102% of the premium cost. These laws
apply to you if you lose eligibility for group coverage due to one of the following reasons.
e Termination of employment (for reasons other than gross misconduct).
e Reduction of work hours.
e Divorceor lega separation.
(In the event of divorce or legal separation, a spouseis eligible to keep coverage under the
employee’ s group membership. Thisisthe case only until the employeeis no longer required by law
to provide health care coverage for the former spouse or the employee or former spouse remarries,
whichever comesfirst. The former spouse’s eligibility for continued group coverage will start on the
date of divorce, even if he or she continues coverage under the employee’s group membership. While
the former spouse continues coverage under the employee's group membership, there is no additional
premium. After remarriage, under state and federal law, the former spouse may be eligible to continue
group coverage under a separate group membership for an additional premium cost.)
e Death of the subscriber.
Subscriber’ s entitlement to Medicare benefits.
e Lossof status as an eligible dependent.

The period of this continued group coverage begins with the date of your qualifying event. And, the
length of this continued group coverage will be up to 36 months from that qualifying event. Thisistrue
except for termination of employment or reduction of work hours, in which cases continued group
coverageisavailable for only 18 monthsor, if you are qualified for disability under Title 11 or Title XVI
of the Social Security Act, up to 29 months. (See below for more information about continued coverage
for disabled employees.) Y ou should contact your plan sponsor for more help about continued coverage.

When asubscriber’s legal same-sex spouse (or if applicable, civil union spouse or domestic partner) is no
longer eligible for coverage under the subscriber’s group membership, that spouse (or if applicable, that
civil union spouse or domestic partner) and his or her dependents may continue coverage in the
subscriber’s group to the same extent that alegal opposite-sex spouse and his or her dependents could
continue group coverage upon loss of eligibility for group coverage.

Additional Continued Group Coverage for Disabled Employees

At the time of the employee’ stermination of employment or reduction in hours (or within 60 days of the
qualifying event under federal law), if an employee or his or her eigible dependent is determined to be
disabled under Title 11 or Title XV of the Social Security Act, continued group coverage will be available
for up to 29 months from the date of the qualifying event. The premium cost for the additional 11 months
may be up to 150% of the premium rate. If during these 11 months eligibility for disability islost, group
coverage may cancel before the 29 months is completed. Y ou should contact your plan sponsor for more
help about continued group coverage.

Special Rules for Retired Employees

A retired employee, the spouse, and/or eligible dependent children of aretired employee or a surviving
spouse of aretired deceased employee who loses eligibility for group coverage as aresult of a bankruptcy
proceeding (Title 11 of the United States Code) is also eligible to continue group coverage as provided by
COBRA or under Massachusetts state law. A retired employee and/or the surviving spouse of a deceased
retired employee may enroll for lifetime continued group coverage as of the date of the bankruptcy
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proceeding, provided that the loss of group eligibility occurs within one year before the date on which the
bankruptcy proceeding begins. Or, if group eligibility islost within one year after the date on which the
bankruptcy proceeding begins, they may enroll for lifetime continued group coverage as of the date group
eligibility islost. Spouses and/or eligible dependents of these retired employees may enroll for continued
group coverage until the retired employee dies. Once the retired employee dies, his or her surviving
spouse and/or eligible dependents may enroll for up to an additional 36 months of continued group
coverage beyond the date of the retired employee’s death. Lifetime continued group coverage for retired
employeeswill end if the group cancels its agreement with Blue Cross and Blue Shield to provide its
group members with group coverage or for any of the other reasons described below in “ Termination of
Continued Group Coverage.”

Enrollment for Continued Group Coverage

To enroll for continued group coverage, you must complete an Election Form. The completed election
form must be returned to the office at the address on the form. The form must be returned within 60 days
from your date of termination of group coverage or your notification of digibility, whichever islater. If
you do not return the completed form, it will be considered awaiver. And, you will not be allowed to
continue group coverage. (The 60 days will be counted from the date of the eligibility notice to the
postmarked date of the mailed election form.)

Termination of Continued Group Coverage

Y our continued group coverage will end when:

e Thelength of time allowed for continued group coverage is reached (for example, 18 months or
29 months or 36 months from the qualifying event).

e You fal to maketimely payment of your premium costs.

e You enroll in another employer sponsored health plan and that plan does not include pre-existing
condition limitations or waiting periods.

e You become entitled to Medicare benefits.

e Youareno longer disabled (if your continued group coverage had been extended because of
disability).

e Thegroup terminates its agreement with Blue Cross and Blue Shield to provide its group members
with access to dental benefits under this Dental Blue Policy. In this case, group coverage may
continue under another health plan. Contact your plan sponsor for more information.
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Part 7
Individual Policy

This Part 7 applies to you when you are enrolled as a direct pay member under this Dental Blue Policy,
and not as agroup member. Asadirect pay member, the subscriber has an agreement (a contract) with
Blue Cross and Blue Shield to provide the subscriber and his or her enrolled eligible spouse and other
enrolled eligible dependents with access to the dental benefits described in this Dental Blue Policy. The
subscriber must pay a monthly premium to Blue Cross and Blue Shield for this coverage.

Y ou hereby expressly acknowledge your understanding that this contract constitutes a contract solely
between you and Blue Cross and Blue Shield of Massachusetts, Inc., which is an independent corporation
operating under alicense from the Blue Cross and Blue Shield Association, an association of independent
Blue Cross and Blue Shield Plans, (the “ Association”) permitting Blue Cross and Blue Shield to use the
Blue Cross and Blue Shield Service Marks in the Commonwealth of Massachusetts, and that Blue Cross
and Blue Shield is not contracting as the agent of the Association. Y ou further acknowledge and agree
that you have not entered into this contract on your behalf based upon representations by any person other
than Blue Cross and Blue Shield and that no person, entity, or organization other than Blue Cross and
Blue Shield will be held accountable or liable to you for any of Blue Cross and Blue Shield’ s obligations
to you created under this contract. This paragraph will not create any additional obligations whatsoever on
the part of Blue Cross and Blue Shield other than those obligations created under other provisions of this
contract.

Eligibility for Individual Coverage

Eligible Individual

You are eligible to enroll as a subscriber for direct pay coverage aslong as you are aresident of
Massachusetts. A “resident” is a person who lives in Massachusetts as shown by evidence that is
considered acceptable by Blue Cross and Blue Shield. This means Blue Cross and Blue Shield may ask
you for evidence such as alease or rental agreement, a mortgage bill, or a utility bill. The fact that you are
in anursing home, a hospital, or other institution does not by itself mean you are aresident. And, you are
not aresident if you come to Massachusetts to receive medical care or to attend school but you still have
residency outside of Massachusetts.

Important Note: If the eligible individual who is requesting to enroll as a direct pay subscriber isunder
age 18, the enrollment form must be completed by the parent or guardian. In this case, the person who is
executing the direct pay contract is not eligible for benefits under the direct pay membership. But, he or
she will be responsible for acting on behalf of the subscriber as necessary and pay the monthly premium
as described in this Dental Blue Policy. The person who executes the direct pay contract will be
considered the subscriber’ s authorized representative.

Eligible Spouse

The subscriber may enroll an eligible spouse for coverage under his or her direct pay membership. An
“eligible spouse” includes the subscriber’s legal spouse or legal civil union spouse. An eligible spouse
must also meet al of the same digibility conditions as described above for an eligible individual.

Former Spouse

In the event of adivorce or alegal separation, the person who was the spouse of the subscriber prior to
the divorce or legal separation may maintain coverage under the subscriber’ s direct pay membership.
This coverage may continue only until: the subscriber is no longer required by the divorce judgment to
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provide health care coverage for the former spouse; or the subscriber or former spouse remarries,
whichever comesfirst. In either case, the former spouse may wish to enroll as a subscriber under his or
her own direct pay membership. The Blue Cross and Blue Shield customer service office can help you
with these options. Blue Cross and Blue Shield must be notified within 30 days of a change to the former
spouse’ s address. Otherwise, Blue Cross and Blue Shield will not be liable for any acts or omissions due
to having the former spouse’ s incorrect address on file.

Domestic Partner

The subscriber may have the option to enroll an eligible domestic partner for coverage under his or her
direct pay membership. This dligibility option applies only when your Dental Blue Policy includes a
domestic partner rider. If your Dental Blue Policy does not include a domestic partner rider, this
section does not apply to you. A “domestic partner” is a person with whom the subscriber has entered
into an exclusive relationship. This means that both the subscriber and domestic partner: are 18 years of
age or older and of legal age of consent in the state where they reside; are competent to enter into alegal
contract; share the same residence and must intend to continue to do so; are jointly responsible for basic
living costs; are in arelationship of mutual support, caring, and commitment in which they intend to
remain; are not married to anyone else; and are not related to each other by adoption or blood to a degree
of closeness that would otherwise bar marriage in the state in which they live. A “domestic partner” may
also include a person with whom the subscriber has registered as a domestic partner with any
governmental domestic registry (whether or not al of the conditions stated above have been met). If the
subscriber enrolls an eligible domestic partner under his or her direct pay membership, the domestic
partner’ s dependent children are eligible for coverage to the same extent that the subscriber’ s dependent
children are eligible for coverage under his or her direct pay membership.

Eligible Dependents

The subscriber may enroll eligible dependents for coverage under his or her direct pay membership.

Eligible dependents must meet all of the same eligibility conditions as described above for an eligible

individual. However, a dependent child may live outside of Massachusetts to attend school aslong as he

or she has not moved out of Massachusetts permanently. “Eligible dependents’ include the subscriber’s
or spouse’'s (or if applicable, legal civil union spouse’ s or domestic partner’s) children who are under

age 26. To be an eligible dependent, a child under age 26 is not required to: live with the subscriber or

spouse (or if applicable, legal civil union spouse or domestic partner); or be a dependent on the

subscriber’s or spouse’s (or if applicable, legal civil union spouse’s or domestic partner’s) tax return; or
be afull-time student. These eligible dependents may include:

e A newborn child. The effective date of coverage for a newborn child will be the child’s date of birth
provided that the subscriber formally notifies Blue Cross and Blue Shield within 30 days of the date
of birth.

e Anadopted child. The effective date of coverage for an adopted child will be the date of placement of
the child with the subscriber for the purpose of adoption. The effective date of coverage for an
adoptive child who has been living with the subscriber and for whom the subscriber has been getting
foster care payments will be the date the petition to adopt isfiled. If the subscriber is enrolled under a
family membership as of the date he or she assumes custody of achild for the purpose of adoption,
the child’s dental benefits will be provided from the date of custody. This coverage is provided
without awaiting period or pre-existing condition restriction.

e A newborninfant of an enrolled dependent child immediately from the moment of birth and
continuing after, until the enrolled dependent child is no longer eligible as a dependent.

If an eligible dependent child is married, the dependent child can enroll for coverage under the
subscriber’s direct pay membership. And, aslong as that enrolled child is an eligible dependent, his or her
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children are also eligible for coverage under the subscriber’ s direct pay membership. The dependent
child’'s spouse isnot eligibleto enroll as a dependent for coverage under the subscriber’ s direct pay
membership.

An €eligible dependent may also include:

e A person under age 26 who is not the subscriber’s or spouse’s (or if applicable, legal civil union
spouse’ s or domestic partner’s) child but who qualifies as a dependent of the subscriber under the
Internal Revenue Code. In this case, when the dependent loses his or her dependent status under the
Internal Revenue Code, that dependent will continue to be eligible as a dependent under the
subscriber’s direct pay membership for two years after the end of the calendar year in which he or she
last qualified as a dependent under the Internal Revenue Code or until the dependent turns age 26,
whichever comes first.

e A child recognized under a Qualified Medical Child Support Order as having the right to enroll for
health care coverage.

e A disabled dependent child age 26 or older. A dependent child who is mentally or physically
incapable of earning his or her own living and who is enrolled for coverage under the subscriber’s
direct pay membership will continue to be covered after he or she would otherwise lose dependent
eligibility under the subscriber’ s direct pay membership, so long as the child continues to be mentally
or physically incapable of earning his or her own living. In this case, the subscriber must make
arrangements with Blue Cross and Blue Shield not more than 30 days after the date the child would
normally lose eligibility. Also, Blue Cross and Blue Shield must be given any medical or other
information that it may need to determine if the child can maintain coverage under the subscriber’s
direct pay membership. From time to time, Blue Cross and Blue Shield may conduct reviews that will
require a statement from the attending physician. Thisisto confirm that the child is still an eligible
disabled dependent child.

Important Reminder: The eligibility provisions for dependents that are described in this section may
differ from the federal tax laws that define who may qualify as a dependent.

Enrollment Periods for Individual Coverage

Open Enroliment Period

If you are an éigible individual, you can enroll for coverage under adirect pay membership only during a
designated open enrollment period, except when any of the special enrollment situations as described
below apply to you. For information about open enrollment periods and when they occur, you may
contact the Blue Cross and Blue Shield customer service office.

Special Enroliment

If any one of the following special enrollment situations applies, you may enroll for coverage under a

direct pay membership, without waiting for a designated open enrollment period. In any of these

situations, you will be enrolled within 30 days of the date that Blue Cross and Blue Shield receives your
completed enrollment form.

e You had prior creditable health coverage. Blue Cross and Blue Shield must receive your enrollment
request within 63 days of the termination date of your prior health coverage.

e You have aqualifying event, including (but are not limited to): marriage; birth or adoption of a child;
court-ordered care of a child; loss of coverage as a dependent under a group or government health
plan; or any other event as may be designated by the Commissioner of Insurance. Blue Cross and
Blue Shield must receive your enrollment request within 63 days of the event or within 30 days of the
event if coverage isfor an eligible dependent.
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e You have been granted awaiver by the Office of Patient Protection to enroll outside of the open
enrollment period.

Enroliment Process

To apply for coverage under a direct pay membership, you must complete an enrollment application and
send it to Blue Cross and Blue Shield. Y ou must also send any other documentation or statements that
Blue Cross and Blue Shield may ask that you send in order for Blue Cross and Blue Shield to verify that
you are eligible to enroll under adirect pay membership. Y ou must make sure that all of the information
that you include on these formsistrue, correct, and complete. Y our right to coverage under a direct pay
membership is based on the condition that all information that you provide to Blue Cross and Blue Shield
istrue, correct, and complete.

During the enrollment process, Blue Cross and Blue Shield will check and verify each person’s eligibility
for coverage under adirect pay membership. This means that when you apply for coverage, you may be
reguired to provide evidence that you are aresident of Massachusetts. Examples of evidence to show that
you are aresident can be a copy of your lease or rental agreement, a mortgage bill, or a utility bill. If you
are not acitizen of the United States, Blue Cross and Blue Shield may also require that you provide
official U.S. immigration documentation. Y ou will also be asked to provide information about your prior
health plan(s), and you may be required to provide a copy of your certificate(s) of health plan coverage. If
you fail to provide information to Blue Cross and Blue Shield that it needs to verify your eligibility for a
direct pay membership, Blue Cross and Blue Shield will deny your enrollment request. Once you are
enrolled under a direct pay membership, each year prior to your renewal date, Blue Cross and Blue Shield
may check and verify that you are still eligible for coverage under a direct pay membership.

Blue Cross and Blue Shield may deny your enrollment for coverage, or cancel your coverage, under a

direct pay membership for any of the following reasons:

e You fail to provide information to Blue Cross and Blue Shield that it needs to verify your eigibility
for coverage under adirect pay membership.

e You committed misrepresentation or fraud to Blue Cross and Blue Shield about your eligibility for
coverage under a direct pay membership.

e You made at least three or more late payments for your health care plan(s) in a 12-month period.

e You voluntarily ended your coverage under adirect pay membership within the past 12 months on a
date that is not your renewal date. But, this does not apply if you had creditable coverage (as defined
by state law) continuously up to adate not more than 63 days prior to the date of your request for
enrollment under adirect pay membership.

If your enrollment request is denied or your coverage is canceled, Blue Cross and Blue Shield will send
you aletter that will tell you the specific reason(s) for which they have denied (or canceled) your
coverage under a direct pay membership. Thisinformation will be made available, upon request, to the
Massachusetts Commissioner of Insurance.
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Membership Changes

Generally, the subscriber may make changes (for example, change from a membership that covers only
one person to afamily membership) only if the subscriber has a change in family status. Thisincludes a
change such as: marriage or divorce; birth, adoption or change in custody of a child; death of an enrolled
spouse or dependent; or the loss of an enrolled dependent’ s eligibility under the subscriber’ s direct pay
Dental Blue Policy. If you want to ask for amembership change or you need to change your name or
mailing address, you should call or write to Blue Cross and Blue Shield. Blue Cross and Blue Shield will
send you any forms that you may need. Y ou must request a membership change within 30 days of the
reason for the change. Or, if the newly eligible person had prior creditable coverage (as defined by state
law), the change must be requested within 63 days of the termination date of the prior health care
coverage. If you do not request the change within the time required, you will have to wait until the next
designated open enrollment period to make the change. All changes are allowed only when they comply
with the conditions outlined in the Dental Blue Policy and with Blue Cross and Blue Shield policies.

Termination of Individual Coverage

Loss of Eligibility for Direct Pay Coverage

When your eligibility for direct pay coverage ends, your direct pay coverage will be terminated as of the
date you lose eligibility. Your eligibility for direct pay coverage ends when:

e You loseyour status as an €ligible dependent under the subscriber’ s direct pay membership.

e You move out of Massachusetts.

Each year prior to your renewal date, Blue Cross and Blue Shield may ask you for information to verify
that you are still eligible for coverage under a direct pay membership. If you are no longer eligible for
direct pay coverage or you do not provide the requested information, your coverage will be canceled as of
your renewal date. Blue Cross and Blue Shield will send you a letter that will tell you the specific
reason(s) for which your coverage under the direct pay membership is canceled.

Termination of Direct Pay Coverage by the Subscriber

Y our direct pay coverage will end when:

e Thesubscriber chooses to cancel hisor her direct pay membership. To do this, the subscriber must
send awritten request to Blue Cross and Blue Shield. The termination date will be effective 15 days
after the date that Blue Cross and Blue Shield receives the termination request. Or, the subscriber
may ask for a specific termination date. In this case, Blue Cross and Blue Shield must receive the
regquest at least 15 days before that requested termination date. Blue Cross and Blue Shield will return
to the subscriber any premiums that are paid for atime after the termination date.

e Thesubscriber failsto pay his or her premium to Blue Cross and Blue Shield within 35 days after it is
due. If Blue Cross and Blue Shield does not get the full premium on or before the due date, Blue
Cross and Blue Shield will stop claim payments as of the last date through which the premiumis paid.
Then, if Blue Cross and Blue Shield does not get the full premium within this required time period,
Blue Cross and Blue Shield will cancel your direct pay coverage. The termination date will be the last
date through which the premiumis paid.
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Termination of Direct Pay Coverage by Blue Cross and Blue Shield

Y our direct pay coverage will not be canceled because you are using your benefits or because you will
need more covered servicesin the future. Blue Cross and Blue Shield will cancel your direct pay coverage
only when:

Y ou have committed misrepresentation or fraud to Blue Cross and Blue Shield. For example, you
gave false or misleading information on the enrollment form. Or, you misused your ID card by letting
another person who was not enrolled for coverage attempt to get benefits. In this case, the termination
of your direct pay Dental Blue Policy may go back to your effective date or, it may go back to the
date of the misrepresentation or fraud. The termination date will be determined by Blue Cross and
Blue Shield. Or, in some cases Blue Cross and Blue Shield may limit your benefits.

Y ou commit acts of physical or verbal abuse that pose athreat to, or athreat to the health of, health
care and dental providers or other members or employees of Blue Cross and Blue Shield or Blue
Cross and Blue Shield of Massachusetts HMO Blue, Inc., and these acts are not related to your
physical condition or mental condition. In this case, this termination will follow the procedures
approved by the Massachusetts Commissioner of Insurance.

You fail to comply in amaterial way with any provision of this Dental Blue Policy. For example, if
you fail to provide information that Blue Cross and Blue Shield requests related to your coverage
under this Dental Blue Policy, Blue Cross and Blue Shield may terminate your coverage.

Blue Cross and Blue Shield discontinues this Dental Blue Policy. Blue Cross and Blue Shield may
discontinue this Dental Blue Policy for any reason as of a date approved by the Massachusetts
Commissioner of Insurance.

In the event that Blue Cross and Blue Shield cancels your coverage, a notice will be sent to you that will
tell you the specific reason(s) that Blue Cross and Blue Shield is canceling your direct pay coverage.
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Part 8
Explanation of Terms

The following words are shown in italicsin this Dental Blue Policy, your Schedule of Dental Benefits,
and any ridersthat apply to your benefits under this Dental Blue Policy. The meaning of these words will
help you understand your dental benefits.

Allowed Charge (Allowed Amount)

The maximum reimbursement amount for a specific covered service that is used to calculate your
cost-sharing amounts and payment of your dental benefits. It isthe dollar amount assigned for a covered
service based on various pricing mechanisms. In most cases when you use a participating dentist for
covered services, you do not have to pay the amount of the participating dentist’s actual charge that isin
excess of the allowed charge. But when you use a non-participating dentist for covered services, you will
have to pay the amount of the dentist’ s actual charge that isin excess of the allowed charge. This amount
isin addition to your cost-sharing amounts. See page 2.

Balance Billing

There may be certain times when a dentist will bill you for the difference between his or her charge and

the allowed charge. Thisis called balance billing. In most cases, a participating dentist cannot balance

bill you for covered services (see page 2). A non-participating dentist can balance bill you for costs that
are in excess of the allowed charge. This balance bill isin addition to your cost-sharing amounts.

Blue Cross and Blue Shield

Blue Cross and Blue Shield of Massachusetts, Inc. Thisincludes an employee or designee of Blue Cross
and Blue Shield who is authorized to make decisions or take action called for under this Dental Blue
Policy.

Coinsurance

The cost you may have to pay for a covered service (your cost-sharing amount). A coinsurance will be
calculated as a percentage (for example, 20%). When a coinsurance applies to a specific covered service,
your cost-sharing amount will be calcul ated based on the allowed charge or the dentist’ s actual charge if
it isless than the allowed charge. Y our Schedule of Dental Benefits shows your cost-sharing amounts.

Copayment

The cost you may have to pay for a covered service (your cost-sharing amount). A copayment is afixed
dollar amount. In most cases, a participating dentist will collect the copayment from you at the time the
covered serviceis furnished. But, when the dentist’s actual charge at the time of furnishing the covered
serviceisless than your copayment, you pay only the dentist’s actual charge. Any later charge
adjustment—up or down—uwill not affect your copayment or the cost you were charged at the time of the
service if it was less than the copayment. Y our Schedule of Dental Benefits shows your cost-sharing
amounts.
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Covered Services

The dental care covered by this Dental Blue Policy and for which Blue Cross and Blue Shield will provide
benefits. To be a covered service for benefits, each of the following conditions must be met:

e It must belisted as acovered servicein this Dental Blue Policy; and

e The person who had the service must be amember who is eligible for these dental benefits; and

e Theserviceis necessary and appropriate as determined by Blue Cross and Blue Shield; and

e Theservice conformsto Blue Cross and Blue Shield dental guidelines and utilization review; and
e Theserviceisfurnished by a participating dentist (except as noted in Part 1).

Deductible

The cost you may have to pay for certain covered services before you receive dental benefits under this

Dental Blue Policy. A deductible is calculated based on the allowed charge or the dentist’ s actual charge

if it islessthan the allowed charge. Y our Schedule of Dental Benefits shows the amount of your

deductible, if thereisone. It also shows the covered services for which the deductible must be paid before

you will receive dental benefits. There are some costs you pay that do not count toward the deductible.

These costs that do not count are:

e The copayments and/or coinsurance you pay.

e The costs you pay for your Dental Blue Policy.

e The costs you pay that are more than the allowed charge (balance hilling).

e The costs you pay when your benefits are reduced or denied because you did not follow the
reguirements of your Dental Blue Policy.

How a family deductible is calculated: When afamily deductible appliesto your dental benefits, the
family deductible can be met by eligible costs incurred by any combination of family membersthat are
covered under the same membership. But, no one member will have to pay more than the “ per member”
deductible amount.

Group

The corporation, partnership, individual proprietorship, or other organization that has an agreement for
Blue Cross and Blue Shield to provide its enrolled group members with access to dental benefits as
described in this Dental Blue Policy. The group should deliver to its group members notices from Blue
Cross and Blue Shield. The group isyour agent and is not the agent of Blue Cross and Blue Shield.

Member
A person who is enrolled and eligible for coverage under this Dental Blue Policy. A member may be the
subscriber or his or her enrolled eligible spouse or any other enrolled eligible dependent.

Necessary and Appropriate

Covered services must meet Blue Cross and Blue Shield necessary and appropriate criteriafor coverage.

Blue Cross and Blue Shield uses the following criteria to determine whether your dental services are

necessary and appropriate for you:

e Thedental service must be consistent with the prevention and treatment of oral disease or with the
diagnosis and treatment of teeth that are decayed or fractured, or where the supporting structure is
weakened by disease;

o Thedental service must be furnished in accordance with standards of good dental practice; and
The dental serviceisnot solely for your convenience or the convenience of your dentist.
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In some cases, Blue Cross and Blue Shield may review dental records describing your condition and
treatment. Blue Cross and Blue Shield staff, including dental consultants, will review the treatment plan
objectively and determine whether coverage is available under this Dental Blue Policy, and whether these
services are necessary and appropriate for you. Based on Blue Cross and Blue Shield’ s findings, Blue
Cross and Blue Shield may determine that a service is not necessary and appropriate for you, even if
your dentist has recommended, approved, prescribed, ordered, or furnished the service.

Out-of-Pocket Maximum (Out-of-Pocket Limit)

The maximum cost-sharing amount that you will have to pay for certain covered services. Y our Schedule

of Dental Benefits will show the amount of your out-of-pocket maximum and the time frame for which it

applies—such as each calendar year or each plan year. It will also describe the cost-sharing amounts you

pay that will count toward the out-of-pocket maximum. Once the cost-sharing amounts that count toward

the out-of-pocket maximum add up to the out-of-pocket maximum amount, you will receive full benefits

based on the allowed charge for more of these covered services during the rest of the time frame in which

the out-of-pocket maximum provision applies. There are some costs you pay that do not count toward the

out-of-pocket maximum. These costs that do not count toward the out-of-pocket maximum are;

e The costs you pay for your Dental Blue Policy.

e The costs you pay that are more than the allowed charge (balance hilling).

e The costs you pay when your benefits are reduced or denied because you did not follow the
requirements of this Dental Blue Policy.

How a family out-of-pocket maximum is calculated: When afamily out-of-pocket maximum applies for
your dental benefits, the family out-of-pocket maximum can be met by eligible cost-sharing amounts paid
for any combination of family membersthat are covered under the same membership. But, no one
member will have to pay more than the “per member” out-of-pocket maximum amount.

Participating Dentist

A dentist or dental provider group that has a written payment agreement with, or has been designated by,
Blue Cross and Blue Shield to provide dental services to members enrolled under this Dental Blue Policy.
Thisincludes a hygienist employed by a participating dentist.

Plan Sponsor

When you are enrolled as a group member, the plan sponsor is usually your employer and is the same as
the plan sponsor designated under the Employee Retirement Income Security Act of 1974, as amended
(ERISA). If you are not sure who your plan sponsor is, you should ask the subscriber’s employer.

Plan Year

The period of time that may be used to calculate your deductible and out-of-pocket maximum amounts. 1t
starts on your original effective date of coverage under this Dental Blue Policy and continues for

12 consecutive months or until your next annual renewal date (or when you are a group member, your
group’ s next annual renewal date), whichever comesfirst. A new plan year begins each 12-month period
on your renewal date. If you do not know when your plan year begins, you can ask Blue Cross and Blue
Shield or, if you are a group member, your plan sponsor. Your Schedule of Dental Benefits shows the
time frame for which the deductible and out-of-pocket maximum applies (for example, each plan year or
each calendar year).
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Premium

The monthly cost of your coverage. Y our monthly premiumwill be provided to you in the yearly
evidence of coverage packet that isissued by Blue Cross and Blue Shield. To receive the benefits
described in this Dental Blue Policy, the premium owed for your coverage must be paid to Blue Cross and
Blue Shield. Y our premium may change from time to time. Each time Blue Cross and Blue Shield changes
your premium, Blue Cross and Blue Shield will notify you or, when you are enrolled as a group member,
the subscriber’s group on your behalf before the change takes place.

Rider

Blue Cross and Blue Shield or, when you are enrolled as a group member, your group may change the
terms of your Dental Blue Policy. If amaterial change is made to your Dental Blue Policy, it is described
inarider. For example, arider may add to or limit the benefits provided by your Dental Blue Policy.
Blue Cross and Blue Shield will supply you with riders (if there are any) that apply to your dental
benefits. Y ou should keep these riders with this Dental Blue Policy and your Schedule of Dental Benefits
so that you can refer to them.

Schedule of Dental Benefits

This Dental Blue Policy includes a Schedule of Dental Benefits. It describes the cost-sharing amounts you
must pay for each covered service (such as a deductible, or a copayment, or a coinsurance). And, it
includes important information about your deductible and your out-of-pocket maximum. It also describes
the benefit limits that apply for certain covered services. Be suretoread all parts of this Dental Blue
Palicy and your Schedule of Dental Benefits so you can under stand your dental benefits. Y ou should
be sure to read the descriptions of covered services and exclusions that are described in Part 1 of this
Dental Blue Policy and in your Schedule of Dental Benefits.

Subscriber
The eligible person who signs the enrollment form at the time of enrollment for coverage.

Utilization Review

The review process that Blue Cross and Blue Shield uses to evaluate the necessity and appropriateness of
adental service. To do this, Blue Cross and Blue Shield uses clinical guidelines and utilization review
criteriathat are designed to monitor the use of, or evaluate the clinical necessity and appropriateness of
the service. This processis designed to encourage appropriate care, not less care. To develop its clinical
guidelines and utilization review criteria, Blue Cross and Blue Shield assesses each service to determine
that it is: consistent with the prevention and treatment of tooth decay and other forms of oral disease, or
with the treatment of teeth that are decayed or fractured or where the supporting structure is weakened by
disease; consistent with standards of good dental practice; and as cost effective as any established
aternative. Periodically, Blue Cross and Blue Shield reviews its palicies, clinical guidelines, and review
criteriato reflect new treatments, applications, and technologies.
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Blue Cross and Blue Shield of Massachusetts, Inc.
Dental Blue Policy
BCBS-DENT (1-1-2014)

Rider
Coordination of Benefits

This rider modifies the terms of your dental plan. Please keep this rider with your Dental Blue Policy for
easy reference.

The coordination of benefits (COB) provisions as described in your Dental Blue Policy have been
changed as described in thisrider.

Blue Cross and Blue Shield will coordinate payment of covered services with hospital, medical, dental,
health, or other plans under which you are covered. Blue Cross and Blue Shield will do this to make sure
that the cost of your health care services is not paid more than once. Other plans include: personal injury
insurance; automobile insurance, including medical payments coverage; homeowner’s insurance; and
other plans that cover hospital or medical expenses. You must include information on your enrollment
forms about other health plans under which you are covered. Once you are enrolled for coverage under
this dental plan, you must notify Blue Cross and Blue Shield if you add or change health plan coverage.
Upon Blue Cross and Blue Shield's request, you must also supply Blue Cross and Blue Shield with
information about other plans that may provide you with coverage for health care services.

Under COB, the plan that provides benefits first is known as the primary payor. And the plan(s) that
provide benefits next are known as the secondary payor(s). This dental plan is the secondary payor when
another hospital, medical, dental, health or other plan provides benefits for dental services. This means
that no dental benefits will be provided by this dental plan until after the primary payor determines its
share, if any, of the liability.

This dental plan will not provide any more dental benefits than those that are described in this dental plan
benefit booklet and Schedule of Dental Benefits. This dental plan will not provide duplicate benefits for
covered services. If Blue Cross and Blue Shield, as this dental plan’s representative, pays more than the
amount that it should have under COB, then you must give that amount back to Blue Cross and Blue
Shield, as this dental plan’s representative. Blue Cross and Blue Shield, as this denta plan's
representative, has the right to get that amount back from you or any appropriate person, insurance
company, or other organization.

If you fail to comply with the provisions of this COB section, payment of your claim may

Important Notice: )

All other provisions remain as described in your Dental Blue Policy.

R08-366 (2014) to be attached to BCBS-DENT
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attached to and made part of
Blue Cross and Blue Shield of Massachusetts, Inc.
Dental Blue Policy
BCBS-DENT (1-1-2014)

Student Health Policy

You are enrolled in the student health plan sponsored by the institution of higher education (the group)
that has entered into an agreement (a group “contract”) with Blue Cross and Blue Shield of
Massachusetts, Inc. to provide health care benefits to eligible students and their eligible dependents. Y our
plan sponsor is the institution of higher education.

You hereby expressly acknowledge your understanding that the group contract constitutes a contract
solely between your group on your behalf and Blue Cross and Blue Shield of Massachusetts, Inc., which
is a corporation independent of and operating under a license from the Blue Cross and Blue Shield
Association, an association of independent Blue Cross and Blue Shield Plans (the “Association”),
permitting Blue Cross and Blue Shield to use the Blue Cross and Blue Shield Service Marks in the
Commonwealth of Massachusetts, and that Blue Cross and Blue Shield is not contracting as the agent of
the Association. You further acknowledge and agree that your group on your behalf has not entered into
the group contract based upon representations by any person other than Blue Cross and Blue Shield and
that no person, entity, or organization other than Blue Cross and Blue Shield will be held accountable or
liable to you or your group on your behalf for any of Blue Cross and Blue Shield’s obligations to you
created under the group contract. This paragraph will not create any additional obligations whatsoever on
the part of Blue Cross and Blue Shield other than those obligations created under other provisions of the
group contract.

Eligibility and Enrollment for Student Health Plan Coverage

Eligible Student

You are eligible for coverage under the group’s student health plan as long as you are a student enrolled

in a certificate, diploma, or degree-granting program through the group and you are either:

o A full-time student who meets the minimum academic requirements for full-time students set by the
group; or

e A part-time student who participates in at least 75% of the academic requirements for full-time
students.

Automatic Enrollment

An eligible student will be automatically enrolled in the group’s student health plan by the group. The
group may alow an eligible student to waive enroliment in the group’s student health plan if he or she
has coverage in another health plan that is comparable to the coverage that is required by law for a student
health plan. For enrollment information or details about waiving coverage in the group’s student health
plan, you must contact the group. You must also contact the group if you would like to request the
group’ s written policy regarding partial year student enrollment.

Premium Payments

For coverage in the group’s student health plan, the group will include the enrolled student’s total
premium amount in the student’s tuition bill. Then each month, the group will pay the monthly premium
amount to Blue Cross and Blue Shield for your coverage in the group’s student health plan. For more

SHP ELIG (2014) to be attached to BCBS-DENT
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information about your premium or if you would like to request the group’s written policy regarding
premium refunds, you must contact the group.

Eligible Spouse
An €ligible student who is enrolled in the group’s student health plan may enroll an eligible spouse for

coverage under his or her student health plan membership. An “eligible spouse” includes the enrolled
student’s legal spouse. (A lega civil union spouse, where applicable, is eligible to enroll under the
student’s student health plan membership to the extent that a legal civil union spouse is determined
eligible by the group. For more details, contact your plan sponsor.)

Former Spouse

In the event of adivorce or alegal separation, the person who was the spouse of the enrolled student prior
to the divorce or legal separation will remain eligible for coverage under the enrolled student’s student
health plan membership, whether or not the judgment was entered prior to the effective date of the
enrolled student’ s student health plan membership. This coverage is provided with no additional premium
other than the normal cost of covering a current spouse. The former spouse will remain eligible for this
coverage only until the enrolled student is no longer required by the judgment to provide health insurance
for the former spouse or the enrolled student or former spouse remarries, whichever comes first. In these
situations, Blue Cross and Blue Shield must be notified within 30 days of a change to the enrolled
student’s former spouse’ s address. Otherwise, Blue Cross and Blue Shield will not be liable for any acts
or omissions due to having the enrolled student’ s former spouse’ s incorrect address on file. If the enrolled
student remarries, the former spouse may continue coverage under a separate student health plan
membership with the group, provided the divorce judgment requires that the enrolled student provide
health insurance for the former spouse. This is true even if the enrolled student’s new spouse is not
enrolled under the enrolled student’ s student health plan membership.

Domestic Partner

As determined by the group, an enrolled student may have the option to enroll an eligible domestic
partner (instead of an eligible spouse) under his or her student health plan membership. (If the group’s
student health plan does not include a domestic partner rider, this section does not apply to you.) A
“domestic partner” is a person with whom the enrolled student has entered into an exclusive relationship.
This means that both the enrolled student and domestic partner: are 18 years of age or older and of legal
age of consent in the state where they reside; are competent to enter into alega contract; share the same
residence and must intend to continue to do so; are jointly responsible for basic living costs; are in a
relationship of mutual support, caring, and commitment in which they intend to remain; are not married to
anyone else; and are not related to each other by adoption or blood to a degree of closeness that would
otherwise bar marriage in the state in which they live. A “domestic partner” may aso include a person
with whom the enrolled student has registered as a domestic partner with any governmental domestic
registry (whether or not all of the conditions stated above have been met). If the enrolled student enrolls
an eligible domestic partner under his or her student health plan membership, the domestic partner’s
dependent children are eligible for coverage to the same extent that the enrolled student’s dependent
children are eligible for coverage under his or her student health plan membership. If the enrolled student
terminates the domestic partnership, the former domestic partner and any children of a former domestic
partner are no longer eligible for coverage.

SHP ELIG (2014) to be attached to BCBS-DENT
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Eligible Dependents
An digible student who is enrolled in the group’s student health plan may enroll eligible dependents
under his or her student health plan membership. “Eligible dependents’ include the enrolled student’s (or
his or her spouse’s or, if applicable, domestic partner’s) children who are under age 26. To be an €eligible
dependent, a child under age 26 is not required to live with the enrolled student or the enrolled student’s
spouse (or domestic partner), be a dependent on the enrolled student’s or the spouse's (or domestic
partner’s) tax return, or be afull-time student. These eligible dependents may include:

e A newborn child. The effective date of coverage for anewborn child will be the child's date of birth
provided that the enrolled student formally notifies the group within 30 days of the date of birth. (A
claim for the enrolled mother’ s maternity admission may be considered to be this notice when the
enrolled student’ s coverage is afamily plan.) The group’ s student health plan provides coverage for
newborn infants for injury and sickness. This includes the necessary care and treatment of medically
diagnosed congenital defects, birth abnormalities, and premature birth. The coverage for these
servicesis subject to all of the provisions of the group’s student health plan.

e An adopted child. The effective date of coverage for an adopted child will be the date of placement
with the enrolled student for the purpose of adoption. The effective date of coverage for an adoptive
child who has been living with the enrolled student and for whom the enrolled student has been
getting foster care payments will be the date the petition to adopt isfiled. If the enrolled student is
enrolled under afamily plan as of the date he or she assumes custody of a child for the purpose of
adoption, the child’ s health care services for injury or sickness will be covered from the date of
custody. (This coverage is provided without awaiting period or pre-existing condition restriction.)
This includes the necessary care and treatment of medically diagnosed congenital defects, birth
abnormalities and premature birth. The coverage for these servicesis subject to all of the provisions
of the group’s student health plan.

e A newborn infant of an enrolled dependent child immediately from the moment of birth and
continuing after, until the enrolled dependent child is no longer eligible as a dependent.

If an eligible dependent child is married, the dependent child can enroll for coverage under the enrolled
student’ s membership. And, as long as that enrolled child is an eligible dependent, his or her children are
also eligible for coverage under the enrolled student’s membership. The dependent child’s spouse is not
eligible to enroll as a dependent for coverage under the enrolled student’ s membership.

An eligible dependent may also include:

e A person under age 26 who is not the enrolled student’s (or the student’ s spouse’ s or, if applicable,
domestic partner’s) child but who qualifies as a dependent of the enrolled student under the Internal
Revenue Code. When the dependent loses his or her dependent status under the Internal Revenue
Code, that dependent will continue to be eligible as a dependent for coverage in the group’ s student
health plan under the enrolled student’ s membership for two years after the end of the calendar year
in which he or she last qualified as a dependent under the Internal Revenue Code or until the
dependent turns age 26, whichever comes first.

e A child recognized under aMedical Child Support Order as having the right to enroll for health care
coverage.

e A disabled dependent child age 26 or older. A dependent child who is mentally or physically
incapable of earning his or her own living and who is enrolled under the enrolled student’s
membership will continue to be covered after he or she would otherwise |ose dependent eligibility for
coverage under the enrolled student’s membership, so long as the child continues to be mentally or
physically incapable of earning his or her own living. In this case, the enrolled student must make
arrangements with Blue Cross and Blue Shield not more than 30 days after the date the child would
normally lose eligibility. Also, Blue Cross and Blue Shield must be given any medical or other
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information that it may need to determine if the child can maintain coverage in the group’ s student
health plan under the enrolled student’ s membership. From time to time, Blue Cross and Blue Shield
may conduct reviews that will require a statement from the attending physician. Thisisto confirm
that the child is still an eligible disabled dependent child.

Important The dligibility provisions for dependents that are described in this section may differ from
Reminder: the federal tax laws that define who may qualify as a dependent.

Membership Changes

Generally, the enrolled student may make membership changes (for example, change from a student-only
plan to a family plan) only if he or she has a change in family status. This includes a change such as:
marriage or divorce; birth, adoption or change in custody of a child; death of an enrolled spouse or
dependent; or the loss of an enrolled dependent’s eligibility under the enrolled student’s student health
plan membership. If you want to ask for a membership change or you need to change your name or
mailing address, you should call or write to your plan sponsor. The plan sponsor will send you any
specia forms you may need. Y ou must request the change within the time period required by the group to
make a change. All changes are allowed only when they comply with the eligibility and enrollment rules
set by the plan sponsor for the group’s student health plan and they must also comply with applicable
laws and regulations.

Termination of Coverage

When your digibility for the group’s student health plan ends, your coverage in this dental plan will be

terminated as of the date you lose eligibility. Y our eligibility ends when:

e Youareno longer an “eligible student” as determined by the group. In the event that a spouse and/or
dependents are enrolled under the student’s membership, their coverage will also be terminated as of
the date the student loses eligibility for coverage in the group’s student health plan. The coverage for
the student’ s enrolled spouse and/or dependents will also be terminated in the event the enrolled
student dies.

e You areenrolled as a dependent and you lose your status as an eligible dependent under the enrolled
student’ s membership.

Whether you are the enrolled student or you are the enrolled student’ s spouse or other enrolled dependent,

your coverage in this dental plan will end when:

e Thegroup failsto pay your premium for your coverage in the group’s student health plan to Blue
Cross and Blue Shield within 30 days of the due date.

e Thegroup’'s contract with Blue Cross and Blue Shield is terminated (or is not renewed).

e You commit misrepresentation or fraud to Blue Cross and Blue Shield. For example, you misused the
ID card by letting another person not enrolled in the group’ s student health plan attempt to get
coverage. Termination will go back to your effective date. Or, it will go back to the date of the
misrepresentation or fraud, as determined by Blue Cross and Blue Shield, subject to applicable federa
law. Or, in some cases Blue Cross and Blue Shield may limit your benefits.

e You commit acts of physical or verbal abuse that pose athreat to, or athreat to the health of, health
care providers or other members or employees of Blue Cross and Blue Shield or Blue Cross and Blue
Shield of Massachusetts HMO Blue, Inc., and these acts are not related to your physical condition or
mental condition. In this case, this termination will follow the procedures that have been approved by
the Massachusetts Commissioner of Insurance.
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Student Health Policy (continued)

e You fail to comply in amaterial way with any provision of this dental plan. For example, if you fail
to provide information that Blue Cross and Blue Shield requests related to your coverage in this
dental plan, Blue Cross and Blue Shield may terminate your coverage.

e Blue Cross and Blue Shield discontinues this dental plan. Blue Cross and Blue Shield may
discontinue this dental plan for any reason as of a date approved by the Massachusetts Commissioner
of Insurance.

Medicare Program

Generally, the benefits that are available under the group’s student health plan are secondary to or in
excess of the benefits provided by Medicare. This means that when you are eligible for Medicare and
Medicare is alowed by federal law to be the primary payor, the coverage provided by the group’s student
health plan will be reduced by the amount of benefits allowed under Medicare for the same covered
services. This reduction will be made whether or not you actually receive the benefits from Medicare.

All other provisions remain as described in your Subscriber Certificate.

SHP ELIG (2014) to be attached to BCBS-DENT
Page 5 d12-417SHPelig.doc



Rider
Domestic Partner Eligibility

Thisrider modifies the terms of your dental plan. Please keep this rider with your Dental Blue Policy for easy
reference.

A subscriber’ s domestic partner may be enrolled for coverage under the subscriber’s membership, provided that
he or sheis an eligible domestic partner as described in your Dental Blue Policy.

All other provisions remain as described in your Dental Blue Policy.

Blue Cross and Blue Shield of Massachusetts, Inc.

Qe Ass U% /%/JM
Andrew Dreyfus Stephanie Lovell
President Clerk/Secretary

DOMPAR (1-1-14) to be attached to Dental Blue Policy [BCBS-DENT]
Page 1

Blue Cross and Blue Shield of Massachusetts, Inc. is an Independent Licensee of the Blue Cross and Blue Shield Association.
® Registered Marks of the Blue Cross and Blue Shield Association. ®” Registered Marks of Blue Cross and Blue Shield of Massachusetts, Inc.
© 2013 Blue Cross and Blue Shield of Massachusetts, Inc. dentbl-domparA0114.doc



attached to and made part of
Blue Cross and Blue Shield of Massachusetts, Inc.
Dental Blue Policy

Schedule of Dental Benefits
Essential Dental Benefits for Members Under Age 19

Thisisthe Schedule of Dental Benefits that is a part of your Dental Blue Policy. This schedule describes
the dental servicesthat are covered by your Dental Blue Policy for members who are under age 19. It also
shows the cost-sharing amounts you must pay for these covered services. Do not rely on this schedule
alone. You should read all parts of your Dental Blue Palicy to become familiar with the key points.
Be suretoread the descriptions of covered services and the limitations and exclusions. Y ou should
keep your Dental Blue Policy and this Schedule of Dental Benefits handy so that you can refer to them.
The words that are shown in italics have special meanings. These words are explained in Part 8 of your
Denta Blue Policy.

Who Is Eligible for Dental Benefits—Members Under Age 19
The dental benefits described in your Dental Blue Policy are limited to memberswho are under age 19
(from birth through age 18). No benefits are provided for amember who is age 19 or older.

Annual Deductible

Y our deductible each plan year: $50 per member (no more than $150 for three or
more members under age 19 enrolled under the
same family membership)

The deductible is the cost you have to pay during the annual coverage period (as shown above) for
Group 2 and Group 3 services before benefits will be paid. This deductible does not apply for Group 1
and Orthodontic Services. See the chart that starts on the next page for how much you pay for covered
services you receive after you meet the deductible.

Annual Out-of-Pocket Maximum

Y our out-of-pocket maximum each plan year: $1,000 per member (no more than $2,000 for two or
more members under age 19 enrolled under the
same family membership)

Y our out-of-pocket maximum is the most you could pay during the annual coverage period (as shown
above) for your share of the costs for covered services—your cost-sharing amounts. This out-of-pocket
maximum helps you plan for health care expenses. Even though you pay the following costs, they do not
count toward your out-of-pocket maximum: your premiums; any balance-billed charges; all denta
services for members age 19 or older; and all servicesthis Dental Blue Policy does not cover.

Annual Overall Benefit Limit for What the Plan Pays

Y our overal benefit limit: None

Y ou do not have an overall benefit limit for what this Dental Blue Policy covers. But, there are limits that
apply for specific covered services, such asfor periodic oral exams. Some of these limits are described in
this Schedule of Dental Benefitsin the chart that starts on the next page. Do not rely on this chart alone.
Y our Dental Blue Policy fully describes all of the limits and exclusions that apply for your dental
benefits. Be sureto read all parts of your Dental Blue Palicy.

BCBS-DENT (1-1-2014) Page 1
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Schedule of Dental Benefits (continued)
Essential Dental Benefits for Members Under Age 19

What You Pay for Covered Services—Your Cost-Sharing Amounts

Y ou should be sure to read all parts of your Dental Blue Policy to understand the requirements that you

must follow to receive all of your dental benefits. Y ou will receive dental benefits aslong as:

e Youareamember who isunder age 19 and eligible to receive these dental benefits.

e Your dental serviceisacovered service as described in your Dental Blue Policy and this Schedul e of
Dental Benefits.

e Your dental serviceisnecessary and appropriate as determined by Blue Cross and Blue Shield.
Y our dental service conformsto Blue Cross and Blue Shield dental guidelines and utilization review.

e You use aparticipating dentist to get a covered service. (The only exceptions are noted in your
Dental Blue Policy.)

Covered Services Your Cost Is:
Group 1— Preventive Services and Diagnostic Services No charge
Oral exams e One complete initial oral exam per provider or

location (includesinitia history and charting of
teeth and supporting structures)

e Periodic or routine oral exams; twice in 12 months

e Oral exams for amember under age three; twicein
12 months

e Limited oral exams; twicein 12 months

X-rays ¢ Single tooth x-rays; no more than one per visit
e Bitewing x-rays, twice in 12 months
o Full mouth x-rays; once in 36 months per provider

or location
e Panoramic x-rays; once in 36 months per provider
or location
Routine dental ¢ Routine cleaning, minor scaling, and polishing of
care the teeth; twice in 12 months

o Fluoride treatments; once per calendar quarter

e Sealants; once per tooth in three years per provider
or location (sealants over restored tooth surfaces
not covered)

e Space maintainers

Group 2—Basic Restorative Services 25% coinsurance after deductible

Fillings o Amalgam (silver) fillings; onefilling per tooth
surface in 12 months

e Composite resin (white) fillings; one filling per
tooth surface in 12 months (for primary, back teeth,
payment for acomposite filling will not be more
than the amount allowed for an amalgam filling)

Root canal ¢ Root canals on permanent teeth; once per tooth

treatment e Vital pulpotomy

¢ Retreatment of prior root cana on permanent teeth;
once per tooth in 24 months

¢ Root end surgery on permanent teeth; once per
tooth

BCBS-DENT (1-1-2014) Page 2
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Schedule of Dental Benefits (continued)
Essential Dental Benefits for Members Under Age 19

Covered Services Your Cost Is:

Group 2—Basic Restorative Services (continued) 25% coinsurance after deductible
Crowns o Prefabricated stainless steel crowns; once per tooth

(see aso Group 3) (primary and permanent)

Gum treatment e Periodontal scaling and root planing; once per

quadrant in 36 months
e Periodontal surgery; once per quadrant in 36 months

Prosthetic e Repair of partial or complete dentures and bridges;

maintenance oncein 12 months

¢ Reline or rebase partial or complete dentures;
once in 24 months

¢ Recementing of crowns, inlays, onlays, and fixed
bridgework; once per tooth

Oral surgery e Simple tooth extractions; once per tooth
o Erupted or exposed root removal; once per tooth
e Surgical extractions; once per tooth
(approval required for complete, boney impactions)
o Other necessary oral surgery

Other necessary ¢ Dental careto relieve pain (paliative care)
services e Genera anesthesiafor covered oral surgery
Group 3—Major Restorative Services 50% coinsurance after deductible
Crowns ¢ Resin crowns; once per tooth in 60 months
e Porcelain/ceramic crowns; once per tooth in
60 months

e Porcelain fused to metal/high noble crowns; once
per tooth in 60 months

Tooth replacement ¢ Removable complete or partial dentures, including
services to fabricate, measure, fit, and adjust them;
once in 84 months

o Fixed prosthetics, only if thereis no other less
expensive adequate dental service; oncein

60 months

Other necessary e Occlusal guards when necessary; once in calendar
services year

o Fabrication of an athletic mouth guard
Orthodontic Services 50% coinsurance
Medicaly necessary | e Braces for amember who has a severe and
orthodontic care handicapping malocclusion
that has been » Related orthodontic services for amember who
preauthorized for a qualifies
qualified member
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