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NOTICE OF HEALTH INFORMATION PRACTICES

SELF-FUNDED GROUP HEALTH PLAN #79912 FOR UA EMPLOYEES, RETIREES &
COBRA MEMBERS; DIV 001/002/003/01S/03S/1DS/3DS

Administered by Blue Cross and Blue Shield of Alabama

Effective Date of Notice: January 1, 2007

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT
CAREFULLY.

Who Will Follow This Notice

THIS NOTICE GIVES YOU INFORMATION REQUIRED BY THE HIPAA PRIVACY RULE about the
duties and privacy practices of The University of Alabama SELF-FUNDED GROUP HEALTH PLAN
(Group #79912) (and specifically those divisions of the Plan that cover UA employees, retirees, and
COBRA members) (the “Plan”) to protect the privacy of your medical information. The Plan (specifically,
Divisions 001, 002, 003, 01S, 1DS, 3DS,and 03S) is sponsored by The University of Alabama (the “Plan
Sponsor”). The University of Alabama is a hybrid covered entity, and this Notice applies only to Divisions
001, 002, 003, 01S, 1DS, 3DS,and 03S of the UA Group Health Plan and administrative departments at
the University of Alabama or the University of Alabama System Office that may provide legal, billing,
auditing, technology support, or other administrative support for these divisions of the Plan, including but
not limited to The University of Alabama System Office of Counsel, The University of Alabama System
Office of Internal Audit, The University of Alabama's Privacy Officer, UA Human Resources and its Privacy
Officer, and UA and UAS Risk Management. For purposes of this Notice, the Group Health Plan and its
affiliated University of Alabama and University of Alabama System Office administrative support
departments, when providing administrative support for Divisions 001, 002, 003, 01S, 1DS, 3DS,and 03S
of the UA Group Health Plan, will be referred to as the “Plan.”

The Plan provides health benefits to you as described in your Blue Cross and Blue Shield of Alabama
Summary Plan Description. The Plan receives and maintains your medical information in the course of
providing these health benefits to you. The Plan hires business associates, such as Blue Cross and Blue
Shield of Alabama, to help it provide these benefits to you. These business associates also receive and
maintain your medical information in the course of assisting the Plan.

Our Pledge Regarding Medical Information

The Plan understands that medical information about you and your health is personal. The Plan is
committed to protecting medical information about you. This Notice will tell you about the ways in which
the Plan (or its business associates, like Blue Cross and Blue Shield of Alabama) may use and disclose
medical information about you. This Notice also describes your rights and certain obligations the Plan
has regarding the use and disclosure of medical information. The Plan is required by law to:

* make sure that medical information that identifies you is kept private;

» give you this notice of the Plan's legal duties and privacy practices with respect to medical information
about you;

» follow the terms of the notice that is currently in effect.

Changes To This Notice



The Plan is required to follow the terms of this notice until it is replaced. The Plan reserves the right to
change the terms of this notice at any time. If the Plan makes material changes to this notice, the Plan
will, within 60 days of making those material revisions, provide a new notice to all subscribers then
covered by the Plan. The Plan reserves the right to make the new changes apply to all your medical
information maintained by the Plan before and after the effective date of the new notice.

Purposes for which the Plan May Use or Disclose Your Medical Information
Without Your Consent or Authorization

The following categories describe different purposes that the Plan may use and/or disclose your medical
information. Not every use or disclosure in a category will be listed. However, all of the ways the Plan is
permitted to use and/or disclose information will fall within one of the categories.

* Health Care Providers' Treatment Purposes: For example, the Plan may disclose your medical
information to your doctor, at the doctor's request, for your treatment by him.

 Payment: For example, the Plan may use or disclose your medical information to pay claims for
covered health care services or to provide eligibility information to your doctor when you receive
treatment or for payment activities associated with another covered health plan, such as a flexible
spending plan.

e Health Care Operations: For example, the Plan may use or disclose your medical information (i) to
conduct quality assessment and improvement activities, (ii) for underwriting, premium rating, or other
activities relating to the creation, renewal or replacement of a contract of health insurance, (iii) to
authorize business associates to perform data aggregation services, (iv) to engage in care
coordination or case management, and (v) to manage, plan or develop the Plan's business, including
conducting or arranging for legal, billing, auditing, compliance and other administrative support
functions and/or services.

* Health Services: The Plan may use your medical information to contact you to give you information
about treatment alternatives or other health-related benefits and services that may be of interest to
you. The Plan may disclose your medical information to its business associates to assist the Plan in
these activities.

* Asrequired by law: The Plan will disclose medical information when required to do so by federal,
state or local law. For example, the Plan must allow the U.S. Department of Health and Human
Services to audit Plan records. The Plan may also disclose your medical information as authorized
by and to the extent necessary to comply with workers' compensation or other similar laws.

» To Business Associates: The Plan may disclose your medical information to business associates the
Plan hires to assist the Plan. Each business associate of the Plan must agree in writing to ensure the
continuing confidentiality and security of your medical information. For example, Blue Cross and Blue
Shield of Alabama is the Third Party Administrator for the Plan, and is required to sign a Business
Associate Agreement agreeing to comply with the HIPAA Privacy and Security Regulations and to
provide appropriate safeguards to protect the privacy of your medical information.

 To Plan Sponsor: The Plan may disclose to the Plan Sponsor, in summary form, claims history and
other similar information. Such summary information does not disclose your name or other
distinguishing characteristics. The Plan may also disclose to the Plan Sponsor the fact that you are
enrolled in, or disenrolled from the Plan. The Plan may disclose your medical information to
Designated Plan Sponsor Employees to perform customer service functions on your behalf and/or to
perform administrative functions. These Designated Employees must agree to comply with HIPAA
Privacy and Security Rules and they may be subject to sanctions for non-compliance. The Plan
Sponsor and its Designated Employees must also agree not to use or disclose your medical
information for employment-related activities or for any other benefit or benefit plans of the Plan
Sponsor, except as otherwise permitted by HIPAA.

The Plan may also use and disclose your medical information as follows:
» To comply with legal proceedings, such as a court or administrative order or subpoena.

e To law enforcement officials for limited law enforcement purposes.



» To afamily member, friend or other person, for the purpose of helping you with your health care or
with payment for your health care, if you are in a situation such as a medical emergency and you
cannot give your agreement to the Plan to do this.

» To your personal representatives appointed by you or designated by applicable law.

» For research purposes in limited circumstances.

* To a coroner, medical examiner, or funeral director about a deceased person.

» To an organ procurement organization in limited circumstances.

» To avert a serious threat to your health or safety or the health or safety of others.

* To a governmental agency authorized to oversee the health care system or government programs.
» To federal officials for lawful intelligence, counterintelligence and other national security purposes.
* To public health authorities for public health purposes.

» To appropriate military authorities, if you are a member of the armed forces.

Uses and Disclosures with Your Permission

The Plan will not use or disclose your medical information for any other purposes unless you give the Plan
your written authorization to do so. If you give the Plan written authorization to use or disclose your
medical information for a purpose that is not described in this notice, then, in most cases, you may revoke
it in writing at any time. Your revocation will be effective for all your medical information the Plan
maintains, unless the Plan has taken action in reliance on your authorization.

Your Rights

You may make a written request to the Plan to do one or more of the following concerning your medical
information that the Plan maintains:

1. Request Restrictions: To put additional restrictions on the Plan's use and disclosure of your medical
information. The Plan does not have to agree to your request; however, if the Plan agrees to comply,
it will comply unless the information is needed to provide emergency treatment.

2. Request Confidential Communications: To communicate with you in confidence about your medical
information by a different means or at a different location than the Plan is currently doing. The Plan
does not have to agree to your request unless such confidential communications are necessary to
avoid endangering you and your request continues to allow the Plan to collect premiums and pay
claims. Your request must specify the alternative means or location to communicate with you in
confidence. Even though you requested that we communicate with you in confidence, the Plan may
give subscribers cost information.

3. Inspect and Copy: To see and get copies of your medical information. In limited cases, the Plan does
not have to agree to your request.

4. Amend: To correct your medical information. In some cases, the Plan does not have to agree to your
request.

5. Accounting: To receive a list of disclosures of your medical information that the Plan and its business
associates made for certain purposes for the last 6 years (but not for disclosures before April 14,
2003).

6. Paper Copy of Notice: To have the Plan send you a paper copy of this notice if you received this
notice by e-mail or on the internet. (Please send request to UA Contact Office).

If you want to exercise the first five rights listed above, please contact Blue Cross and Blue Shield of
Alabama Customer Service at the number you currently use to obtain Plan benefits
assistance/information, and which should be located on the back of your health plan ID card. You will be
provided the necessary information and forms for you to complete and return to that office, and Blue
Cross and Blue Shield of Alabama will advise the Plan of your request. In some cases, you may be
charged a nominal, cost-based fee to carry out your request.



Complaints

If you believe your privacy rights have been violated by the Plan, you have the right to complain to the
Plan or to the Secretary of the U.S. Department of Health and Human Services. All complaints must be
submitted in writing. You may file a complaint with the Plan by sending it to the UA Human Resources
Privacy Officer at our UA Contact Office (below). We will not retaliate against you if you choose to file a
complaint with the Plan or with the U.S. Department of Health and Human Services.

UA Contact Office

To request additional copies of this notice or to receive more information about our privacy practices or
your rights, please contact us at the following Contact Office:

Contact Office: UA Human Resources Privacy Officer
Telephone: 205-348-3149 Fax: 205-348-8755
E-mail: hrprivacyofficer@fa.ua.edu

Address: Box 870174, The University of Alabama, Tuscaloosa, AL 35487



79912/001, 002, 003, 01S, 03S, 1DS, 3DS

OVERVIEW OF THE PLAN

The following provisions of this booklet contain a summary in English of your rights and benefits
under the plan. If you have questions about your benefits, please contact Customer Service at
1-800-292-8868. If needed, simply request a Spanish translator and one will be provided to
assist you in understanding your benefits.

Atencidn por favor - Spanish

Este folleto contiene un resumen en inglés de sus beneficios y derechos del plan. Si
tiene alguna pregunta acerca de sus beneficios, por favor pongase en contacto con el
departamento de Servicio al Cliente llamando al 1-800-292-8868. Solicite simplemente un
intérprete de espafiol y se proporcionara uno para que le ayude a entender sus beneficios.

Purpose of the Plan

The plan is intended to help you and your covered dependents pay for the costs of medical care. The
plan does not pay for all of your medical care. For example, you may be required to contribute through
payroll deduction before you obtain coverage under the plan. You may also be required to pay
deductibles, copayments, and coinsurance.

Definitions

Near the end of this booklet you will find a section called Definitions, which identifies words and phrases

that have specialized or particular meanings. In order to make this booklet more readable, we generally
do not use initial capitalized letters to denote defined terms. Please take the time to familiarize yourself

with these definitions so that you will understand your benefits.

Receipt of Medical Care

Even if the plan does not cover benefits, you and your provider may decide that care and treatment are
necessary. You and your provider are responsible for making this decision.

Beginning of Coverage and Exclusion Periods for Pre-Existing Conditions

The section of this booklet called Eligibility and Pre-Existing Condition Exclusion Periods will tell you what
is required for you to be covered under the plan and when your coverage begins. This section will also
tell you whether you will have to serve an exclusion period before you are covered for pre-existing medical
conditions.

Medical Necessity and Precertification

The plan will only pay for care that is medically necessary, as determined by us. We develop medical
necessity standards to aid us when we make medical necessity determinations. We publish these
standards on the Internet at www.bcbsal.com/providers/policies. The definition of medical necessity is
found in the Definitions section of this booklet.

In some cases, such as inpatient hospital admissions in non-emergency situations, the plan requires that
you precertify the medical necessity of your care. The provisions later in this booklet will tell you when
precertification is required. Look on the back of your ID card for the phone number that you or your
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provider should call. In some cases, our contracts with providers require the provider to initiate the
precertification process for you. Your provider should tell you when these requirements apply. You are
responsible for making sure that your provider initiates and complies with any precertification
requirements under the plan. Please note that precertification relates only to the medical necessity of
care; it does not mean that your care will be covered under the plan. Precertification also does not mean
that your group has paid us all monies due for you.

In-Network Benefits

One way in which the plan tries to manage healthcare costs and provide enhanced benefits is through
negotiated discounts with medical providers. In-network providers are hospitals, physicians, and other
health care providers that contract with Blue Cross and/or Blue Shield plans for furnishing health care
services at a reduced price.

Examples of in-network providers include PMD, Preferred Care, and BlueCard PPO. In-network
pharmacies are pharmacies that have a contract with Blue Cross and Blue Shield of Alabama or its
pharmacy benefit manager(s) to dispense prescription drugs.

A special feature of your plan gives you access to the national network of providers called BlueCard PPO.
Each local Blue Cross and/or Blue Shield plan designates which of its providers are PPO providers. In
order to locate a PPO provider in your area you should call the BlueCard PPO toll-free access line at
1-800-810-BLUE (2583) or visit the BlueCard PPO Provider Finder web site at www.provider.bchs.com.
PPO providers will file claims on your behalf with the local Blue Cross plan where services are rendered.
The local Blue Cross plan will then forward the claims to us for verification of eligibility and determination
of benefits. Assuming the services are covered, you will normally only be responsible for out-of-pocket
costs such as deductibles, copayments, and coinsurance.

Sometimes a network provider may furnish a service to you that is either not covered under the plan or is
not covered under the contract between the provider and the local Blue Cross plan where services are
rendered. When this happens, benefits may be denied or may be covered under some other portion of
the plan, such as Other Covered Services.

As you read the remainder of this booklet, you should pay attention to the type of in-network provider that
is treating you, since benefit levels and your out-of-pocket costs may vary.

Relationship Between Blue Cross and/or Blue Shield Plans and the Blue Cross
and Blue Shield Association

Blue Cross and Blue Shield of Alabama is an independent corporation operating under a license from the
Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield plans.
The Blue Cross and Blue Shield Association permits us to use the Blue Cross and Blue Shield service
marks in the state of Alabama. Blue Cross and Blue Shield of Alabama is not acting as an agent of the
Blue Cross and Blue Shield Association. No representation is made that any organization other than
Blue Cross and Blue Shield of Alabama and your employer will be responsible for honoring this contract.
The purpose of this paragraph is for legal clarification; it does not add additional obligations on the part of
Blue Cross and Blue Shield of Alabama not created under the original agreement.

Limitations and Exclusions

The plan contains a number of provisions that limit or exclude benefits for certain services and supplies,
even if medically necessary. You need to be aware of these limits and exclusions in order to take
maximum advantage of this plan.

Claims and Appeals

When you receive services from an in-network provider, your provider will generally file claims for you. In
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other cases, you may be required to pay the provider and then file a claim with us for reimbursement
under the terms of the plan. If we deny a claim in whole or in part, you may file an appeal with us. We
will give you a full and fair review. Thereafter, you may have the right to an independent external review.
The provisions of the plan dealing with claims or appeals are found further on in this booklet.

Termination of Coverage

The section below called Eligibility and Pre-Existing Condition Exclusion Periods tells you when coverage
will terminate under the plan. If coverage terminates, no benefits will be provided thereafter, even if for a
condition that began before the plan or your coverage termination. In some cases you will have the
opportunity to buy COBRA coverage after your group coverage terminates. COBRA coverage is
explained in detail later in this booklet.

ELIGIBILITY AND PRE-EXISTING CONDITION
EXCLUSION PERIODS

Eligibility for the Plan

You are eligible to enroll in this plan if all of the following requirements are satisfied:

* You are an employee of your employer and are treated as such by your employer. Examples of
persons who are not employees include independent contractors, board members, and consultants;

* You occupy a position of a least 0.5 FTE (full-time equivalency);

» There must be a reasonable expectation of continued funding for the position you occupy;

* You are in a category or classification of employees or retirees that is covered by the plan;
* You meet any other eligibility or participation rules established by us or your employer, and

* You satisfy any applicable waiting period, as explained below.

You must continue to meet these eligibility conditions for the duration of your participation in the plan.

Enrollment Waiting Periods

There is no waiting period under the plan. This means that you may enroll in the plan once you have met
the eligibility requirements listed above. Coverage will begin on the date specified below under Beginning
of Coverage. Coverage may also be subject to a pre-existing condition exclusion. See the section
below called Pre-Existing Condition Exclusion Periods.

Applying for Plan Coverage

Fill out an application form completely and give it to your group. You must name all eligible dependents
to be covered on the application. Your group will collect all of the employees' applications and send them
to us. Some employers provide for electronic online enrollment. Check with your group to see if this
option is available.

Eligible Dependents
Your eligible dependents are:
e Your lawful spouse (of the opposite sex);

A married or unmarried child up to age 26; and,
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* Anunmarried, incapacitated child who (1) is age 26 and over; (2) is not able to support himself; and
(3) depends on you for support, if the incapacity occurred before age 26. The incapacity must have
occurred while the eligible employee or the child was eligible for and covered by this plan. You may
be asked to provide proof of the incapacitated child's disability, and The University of Alabama has
the right to request an examination of the child as often as needed to continue coverage under this
plan.

The child may be the employee's natural child; stepchild; legally adopted child; child placed for adoption;
or, other child for whom the employee has permanent legal custody.

A grandchild is only eligible if he or she is under 26 years of age and is legally adopted by the employee
or the employee has permanent legal custody. If the grandchild is covered under the plan, the grandchild's
parent may not be covered by the employee's contract unless the grandchild has been adopted by the
grandparents and the parent meets all of the other conditions to be covered as a dependent.

In all cases, the child must also qualify as your dependent for purposes of Sections 105 and 106 of the
Internal Revenue Code. For more information about this, see Internal Revenue Service Publication 502,
which can be obtained over the Internet at www.irs.gov/publications.

Ineligible Dependents

» Stepchildren, who live in the same household, but who are not legal dependents of the covered
employee or their lawful spouse, are not eligible for coverage under this health plan.

» Ex-spouses of covered employees are not eligible for coverage after being removed from a covered
family contract by divorce or other legal reasons once the ex-spouse's COBRA rights have expired.

Beginning of Coverage
Regular Enrollment

If you apply within 30 days after the date on which you meet the plan's eligibility requirements (including
any applicable waiting periods established by your group), your coverage will begin either the date you are
hired or the first day of the month after you have met the eligibility requirements and applied for coverage.
If you are a new employee, coverage will not begin earlier than the first day on which you report to active
duty. An employee who enrolls under this paragraph is called a "regular enrollee.”

Late Enrollment

You may also enroll as a "late enrollee" during your group's annual open enrollment period, if any. Your
coverage will begin on the date specified by your group following your enroliment. A late enrollee is any
member who does not enroll during the regular enroliment period described above or during a special
enrollment period. If your group imposes a pre-existing condition exclusion period, late enrollees are
subject to longer pre-existing condition exclusion periods than regular and special enrollees. See the
discussion below on pre-existing condition exclusions for more information about this.

Special Enroliment Period for Individuals Losing Other Coverage

An employee or dependent (1) who does not enroll during the first 30 days of eligibility because the
employee or dependent has other coverage, (2) whose other coverage was either COBRA coverage that
was exhausted or coverage by other health plans which ended due to "loss of eligibility" (as described
below) or failure of the employer to pay toward that coverage, and (3) who requests enrollment within 30
days of the exhaustion or termination of coverage, may enroll in the plan. Coverage will be effective no
later than the first day of the first calendar month beginning after the date the plan receives the request for
special enrollment. A member who enrolls under this paragraph is called a "special enrollee."

Loss of eligibility with respect to a special enrollment period includes loss of coverage as a result of legal
separation, divorce, cessation of dependent status, death, termination of employment, reduction in the
number of hours of employment, and any loss of eligibility that is measured by reference to any of these
events, but does not include loss of coverage due to failure to timely pay premiums or termination of



coverage for cause (for example, making a fraudulent claim or intentional misrepresentation of a material
fact).

Special Enroliment Period for Newly Acquired Dependents

If you have a new dependent as a result of marriage, birth, placement for adoption, or adoption, you may
enroll yourself and/or your spouse and your new dependent as special enrollees provided that you
request enrollment within 30 days of the event. The effective date of coverage will be the date of birth,
placement for adoption, or adoption. In the case of a dependent acquired through marriage, the effective
date will be no later than the first day of the first calendar month beginning after the date the plan receives
the request for special enrollment. A member who enrolls under this paragraph is also called a "special
enrollee."

Special Enroliment Period Related to Medicaid and SCHIP

An employee or dependent who loses coverage under Medicaid or a State Children's Health Insurance
Plan (SCHIP) because of loss of eligibility for coverage may enroll in the plan provided that the employee
or dependent requests enrollment within 60 days of the termination of coverage. An employee or
dependent who becomes eligible for premium assistance under Medicaid or SCHIP for coverage under
the plan may also enroll in the plan provided that the employee or dependent requests enrollment within
60 days of becoming eligible for such premium assistance. Coverage will be effective no later than the
first day of the first calendar month beginning after the date the plan receives the request for special
enrollment. A member who enrolls under this paragraph is called a “special enrollee.”

Pre-Existing Condition Exclusion Periods

As a general rule, for the first 6 months (180 days) after your "enrollment date," there are no benefits for
pre-existing conditions. If you are a late enrollee, there are no benefits for the first 18 months (546 days)
after your enrollment date for pre-existing conditions. If you are a regular enrollee, your enroliment date
is the earlier of the first day of any waiting period or the first day on which you become covered. If you
are a special or late enrollee, your enroliment date is the first day on which you become covered.

The 6- or 18-month pre-existing condition exclusion periods are reduced by any credit you receive for prior
creditable coverage (as described below).

A pre-existing condition is any condition, no matter how caused, for which you received medical advice, a
diagnosis, or care, or for which treatment was recommended or received during the six-month period
preceding your enrollment date. Even if your condition is not diagnosed until after your enrollment date,
we treat your condition as pre-existing if treatment was recommended or received during the six-month
period preceding your enrollment date for symptoms that are consistent with the presence of your
condition.

Pre-existing condition exclusion periods do not apply to members under age 19. Pre-existing condition
exclusion periods do not apply to pregnancy.

Credit for Prior Creditable Coverage

If you were covered by another plan before becoming covered by this plan, we will credit the time toward
the 6-month (180 days) or 18-month (546 days) pre-existing conditions exclusion period, if:

» There is no greater than a 63-day break in coverage, and

* The last coverage was "creditable coverage,"” i.e., under an individual or group health plan including
COBRA, Medicare, Medicaid, U.S. Military, TRICARE, Federal Employee Program, Indian Health
Service, Peace Corps Service, a state risk pool or a plan established or maintained by a state, U.S.
Government, foreign country or any political subdivision of a state, U.S. Government or foreign
country.



If necessary, we will assist in obtaining a certificate from any prior employer, insurer, or Health
Maintenance Organization (HMO).

Qualified Medical Child Support Orders

If the group (the plan administrator) receives an order from a court or administrative agency directing the
plan to cover a child, the group will determine whether the order is a Qualified Medical Child Support
Order (QMCSO). A QMCSO is a qualified order from a court or administrative agency directing the plan
to cover the employee's child regardless of whether the employee has enrolled the child for coverage.
The group has adopted procedures for determining whether such an order is a QMCSO. You have a
right to obtain a copy of those procedures free of charge by contacting your group.

The plan will cover an employee's child if required to do so by a QMCSO. If the group determines that an
order is a QMCSO, we will enroll the child for coverage effective as of a date specified by the group, but
not earlier than the later of the following:

» If we receive a copy of the order within 30 days of the date on which it was entered, along with
instructions from the group to enroll the child pursuant to the terms of the order, coverage will begin as
of the date on which the order was entered.

» If we receive a copy of the order later than 30 days after the date on which it was entered, along with
instructions from the group to enroll the child pursuant to the terms of the order, coverage will begin as
of the date on which we receive the order. We will not provide retroactive coverage in this instance.

Coverage may continue for the period specified in the order up to the time the child ceases to satisfy the
definition of an eligible dependent. If the employee is required to pay extra to cover the child, the group
may increase the employee's payroll deductions. During the period the child is covered under the plan as
a result of a QMCSO, all plan provisions and limits remain in effect with respect to the child's coverage
except as otherwise required by federal law.

While the QMCSO is in effect we will make benefit payments — other than payments to providers — to the
parent or legal guardian who has been awarded custody of the child. We will also provide sufficient
information and forms to the child's custodial parent or legal guardian to allow the child to enroll in the
plan. We will also send claims reports directly to the child's custodial parent or legal guardian.

Relationship to Medicare

You must notify your group when you or any of your dependents become eligible for Medicare. Except
where otherwise required by federal law (as explained below), if you are retired and are eligible to elect to
stay on the UA Health Plan, the plan will pay benefits on a secondary basis to Medicare or will pay no
benefits at all for services or supplies that are included within the scope of Medicare's coverage,
depending upon, among other things, the size of your group, whether your group is a member of an
association, and the type of coordination method used by your group. . For more information about how
this plan coordinates with Medicare, please read the section entitled Coordination of Benefits.

In determining the size of your group for purposes of the following provisions, certain related corporations
(parent/subsidiary and brother/sister corporations) must be treated as one employer. Special rules may
also apply if your group participates in an association plan.

Employers with 20 or More Employees

If your group employs 20 or more employees and if you continue to be actively employed when
you are age 65 or older, you and your spouse will continue to be covered for the same benefits
available to employees under age 65. In this case, the plan will pay all eligible expenses first. If
you are enrolled in Medicare, Medicare will pay for Medicare eligible expenses, if any, not paid by
the plan.

If both you and your spouse are over age 65, you may elect to enroll in Medicare and disenroll
completely from the plan. This means that you will have no benefits under the plan. You may
also purchase a Medicare Supplement contract suited for the parts of Medicare in which you have
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enrolled. In addition, the group is prohibited by law from purchasing your Medicare Supplement
contract for you or reimbursing you for any portion of the cost of the contract.

If you are age 65 or older, considering retirement, and think you may need to buy COBRA
coverage after you retire, you should read the section below dealing with COBRA coverage —
particularly the discussion under the heading Medicare and COBRA Coverage.

Other Medicare Rules

Disabled Individuals: If you or your spouse is eligible for Medicare due to disability and is also
covered under the plan by virtue of your current employment status with the group, Medicare will
be considered the primary payer (and the plan will be secondary) if your group normally employed
fewer than 100 employees during the previous calendar year. If your group normally employed
100 or more employees during the previous calendar year, the plan will be primary and Medicare
will be secondary.

End-Stage Renal Disease: If you are eligible for Medicare as a result of End-Stage Renal
Disease (permanent kidney failure), the plan will generally be primary and Medicare will be
secondary for the first 30 months of your Medicare eligibility (regardless of the size of the group).
Thereafter, Medicare will be primary and the plan will be secondary.

Medicare Part D Prescription Drug Coverage

If the plan does not provide "creditable" prescription drug benefits — that is, the plan's prescription
drug benefits are not at least as good as standard Medicare Part D prescription drug coverage,
you should enroll in Part D of Medicare when you become eligible for Medicare. Your group will
tell you whether the plan's prescription drug benefits are at least as good as Medicare Part D.

If you have any questions about coordination of your coverage with Medicare, please contact your group
for further information. You may also find additional information about Medicare atwww.medicare.gov.

Termination of Coverage

Plan coverage ends as a result of the first to occur of the following (generally, coverage will continue to
the end of the month in which the event occurs):

» The date on which the employee fails to satisfy the conditions for eligibility to participate in the plan,
such as termination of employment or reduction in hours (except during vacation or as otherwise
provided in the Leaves of Absence rules below);

» For spouses, the date of divorce or other termination of marriage;
» For children, the date a child ceases to be a dependent or until age 26 whichever occurs first;

» For eligible incapacitated children age 26 or older, the date the child no longer meets the
incapacitated eligibility requirements;

» For the employee and his or her dependents, the date of the employee's death;

* Your group fails to pay us the amount due within 30 days after the day due;

» Upon discovery of fraud or intentional misrepresentation of a material fact by you.

e Any time your group fails to comply with the contribution or participation rules in the plan documents;
* When none of your group's members still live, reside or work in Alabama; or,

* On 30-days advance written notice from your group to us.

In all cases, the termination occurs automatically and without notice. All the dates of termination assume
that payment for coverage for you and your dependents in the proper amount has been made to that date.
If it has not, termination will occur back to the date for which coverage was last paid.
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Our contract with your group (and your coverage as administered by us) will end as a result of the first to
occur of the following (generally, coverage will continue to the end of the month in which the event
occurs):

* Your group fails to pay us the amount due within 30 days after the day due;

» Upon discovery of fraud or intentional misrepresentation of a material fact by your group;

e Any time your group fails to comply with the contribution or participation rules in the plan documents;
*  When none of your group's members still live, reside or work in Alabama; or,

* On 30-days advance written notice from your group to us.

In all cases except the last item above, the termination occurs automatically and without notice. All the
dates of termination assume that payment for coverage for you and all o