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SECTION 1 - WELCOME

Quick Reference Box

m  Member services, claim inquiries, Personal Health Support and Mental
Health/Substance-Related and Addictive Disorder Administrator: 1-800-232-8943.

m Claims submittal address: UnitedHealthcare - Claims, P.O. Box 30555, Salt Lake City,
UT 84130-0555.

m  Online assistance: www.myuhc.com.

ONEOK, Inc. is pleased to provide you with this Summary Plan Description (SPD), which
describes the health Benefits available to you and your covered family members under the
ONEOK, Inc. Health Plan. It includes summaries of:

m Services that are covered, called Covered Health Services.

m Services that are not covered, called Exclusions and Limitations.

m  How Benefits are paid.

m  Your rights and responsibilities under the Plan.

This SPD is designed to meet your information needs and the disclosure requirements of the

Employee Retirement Income Security Act of 1974 (ERISA). It supersedes any previous printed or
electronic SPD for this Plan.

IMPORTANT

The healthcare service, supply or Pharmaceutical Product is only a Covered Health
Service if it is Medically Necessary. (See definitions of Medically Necessary and Covered
Health Service in Section 14, Glossary.) The fact that a Physician or other provider has
performed or prescribed a procedure or treatment, or the fact that it may be the only
available treatment for a Sickness, Injury, Mental Illness, substance-related and addictive
disorders, disease or its symptoms does not mean that the procedure or treatment is a
Covered Health Service under the Plan.

ONEOK, Inc. intends to continue this Plan, but reserves the right, in its sole discretion,
to modity, change, revise, amend or terminate the Plan at any time, for any reason, and
without prior notice subject to any collective bargaining agreements between the
Employer and various unions, if applicable. This SPD is not to be construed as a contract
of or for employment. If there should be an inconsistency between the contents of this
summary and the contents of the Plan, your rights shall be determined under the Plan and
not under this summary.

UnitedHealthcare is a private healthcare claims administrator. UnitedHealthcare's goal is to
give you the tools you need to make wise healthcare decisions. UnitedHealthcare also helps
your employer to administer claims. Although UnitedHealthcare will assist you in many
ways, it does not guarantee any Benefits. ONEOK, Inc. is solely responsible for paying
Benefits described in this SPD.

1 SECTION 1 - WELCOME
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Please read this SPD thoroughly to learn how the ONEOK, Inc. Health Plan works. If you
have questions contact your local Human Resources department or call the number on your
ID card.

How To Use This SPD
m  Read the entire SPD, and share it with your family. Then keep it in a safe place for
future reference.

m  Many of the sections of this SPD are related to other sections. You may not have all
the information you need by reading just one section.

®m  You can find copies of your SPD and any future amendments or request printed
copies by contacting Human Resources.

m Capitalized words in the SPD have special meanings and are defined in Section 14,
Glossary.

m If eligible for coverage, the words "you" and "your" refer to Covered Persons as
defined in Section 14, Glossary.

m ONEOK, Inc. is also referred to as Company.

m If there is a conflict between this SPD and any benefit summaries (other than
Summaries of Material Modifications) provided to you, this SPD will control.

2 SECTION 1 - WELCOME
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SECTION 2 - INTRODUCTION

This Summary Plan Description is a component Benefit Document under the ONEOK,
Inc. Health Plan, Plan Document and SPD. You will find information about the component
Benefits in this Summary, including a description and explanations of medical benefit
enrollment options, eligibility, covered and excluded dental care services, administration of
claims, appeals procedures, and general provisions. You should also consult the ONEOK,
Inc. Health Plan, Plan Document and SPD for the full terms and requirements of the Plan.
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SECTION 3 - HOW THE PLAN WORKS

What this section includes:
m  Accessing Benefits.

m Eligible Expenses.
m  Annual Deductible.

m Coinsurance.

m Out-of-Pocket Maximum.

Accessing Benefits

As a participant in this Plan, you have the freedom to choose the Physician or health care
professional you prefer each time you need to receive Covered Health Services. The choices
you make affect the amounts you pay, as well as the level of Benefits you receive and any
benefit limitations that may apply.

You are eligible for the Network level of Benefits under this Plan when you receive Covered
Health Services from Physicians and other health care professionals who have contracted
with UnitedHealthcare to provide those services.

You can choose to receive Designated Network Benefits, Network Benefits or Non-
Network Benefits.

Designated Network Benefits apply to Covered Health Services that are provided by a
Network Physician or other provider that is identified as a Designated Provider. Only certain
Physicians and providers have been identified as a Designated Provider. Designated
Network Benefits are available only for specific Covered Health Services as identified in
Section 5, Plan Highlights. When Designated Network Benefits apply, they are included in and
subject to the same Annual Deductible, and Out-of-Pocket Maximum requirements as all
other Covered Health Services provided by Network providers.

Network Benefits apply to Covered Health Services that are provided by a Network
Physician or other Network provider. You are not required to select a Primary Physician in
otder to obtain Network Benefits. In general health care terminology, a Primary Physician
may also be referred to as a Primary Care Physician or PCP.

Emergency Health Services are always paid as Network Benefits. For facility charges, these
are Benefits for Covered Health Services that are billed by a Network facility and provided
under the direction of either a Network or non-Network Physician or other provider.
Network Benefits include Physician services provided in a Network facility by a Network or
a non-Network Emergency room Physician, radiologist, anesthesiologist or pathologist.

Non-Network Benefits apply to Covered Health Services that are provided by a non-
Network Physician or other non-Network provider, or Covered Health Services that are
provided at a non-Network facility. In general health care terminology, Non-Network
Benefits may also be referred to as Out-of-Network Benefits.
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Emergency Health Services provided by a non-Network provider will be reimbursed as set
torth under E/igible Expenses as described at the end of this section.

Covered Health Services provided at certain Network facilities by a non-Network Physician,
when not Emergency Health Services, will be reimbursed as set forth under Eligible Expenses
as described at the end of this section. For these Covered Health Services, "certain Network
facility" is limited to a hospital (as defined in 7867 (e) of the Social Security Aci), a hospital
outpatient department, a critical access hospital (as defined in 7867 (mm)(1) of the Social Security
Act), an ambulatory surgical center as described in section 7833(i)(1)(A) of the Social Security
Act, and any other facility specified by the Secretary.

Air Ambulance transport provided by a non-Network provider will be reimbursed as set
torth under E/igible Expenses as described at the end of this section.

Ground Ambulance transport provided by a non-Network provider will be reimbursed as set
forth under E/jgible Expenses as described at the end of this section.

You must show your identification card (ID card) every time you request health care services
from a Network provider. If you do not show your ID card, Network providers have no way
of knowing that you are enrolled under the Plan. As a result, they may bill you for the entire
cost of the services you receive.

Generally, when you receive Covered Health Services from a Network provider, you pay less
than you would if you receive the same care from a non-Network provider. Therefore, in
most instances, your out-of-pocket expenses will be less if you use a Network provider.

If you choose to seek care outside the Network, the Plan generally pays Benefits at a lower
level. You are required to pay the amount that exceeds the Eligible Expense. The amount in
excess of the Eligible Expense could be significant, and this amount does not apply to the
Out-of-Pocket Maximum. You may want to ask the non-Network provider about their billed
charges before you receive care.

Health Services from Non-Network Providers Paid as Network Benefits

If specific Covered Health Services are not available from a Network provider, you may be
eligible to receive Network Benefits when Covered Health Services are received from a non-
Network provider. In this situation, your Network Physician will notify UnitedHealthcare,
and if UnitedHealthcare confirms that care is not available from a Network provider,
UnitedHealthcare will work with you and your Network Physician to coordinate care
through a non-Network provider.

Looking for a Network Provider?

In addition to other helpful information, www.myuhc.com, UnitedHealthcare's
consumer website, contains a directory of health care professionals and facilities in
UnitedHealthcare's Network. While Network status may change from time to time,
www.myuhc.com has the most current source of Network information. Use
www.myuhc.com to search for Physicians available in your Plan.

5 SECTION 3 - How THE PLAN WORKS
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Network Providers

UnitedHealthcare or its affiliates arrange for health care providers to participate in a
Network. At your request, UnitedHealthcare will send you a directory of Network providers
free of charge. Keep in mind, a provider's Network status may change. To verify a provider's
status or request a provider directory, you can call UnitedHealthcare at the number on your
ID card or log onto www.myuhc.com.

Network providers are independent practitioners and are not employees of ONEOK, Inc. or
UnitedHealthcare.

UnitedHealthcare's credentialing process confirms public information about the providers'
licenses and other credentials, but does not assure the quality of the services provided.

Before obtaining services you should always verify the Network status of a provider. A
provider's status may change. You can verify the provider's status by calling
UnitedHealthcare. A directory of providers is available online at www.myuhc.com or by
calling the number on your ID card to request a copy. If you receive a Covered Health
Service from a non-Network provider and were informed incorrectly prior to receipt of the
Covered Health Service that the provider was a Network provider, either through a database,
provider directory, or in a response to your request for such information (via telephone,
electronic, web-based or internet-based means), you may be eligible for Network Benefits.

It is possible that you might not be able to obtain services from a particular Network
provider. The network of providers is subject to change. Or you might find that a particular
Network provider may not be accepting new patients. If a provider leaves the Network or is
otherwise not available to you, you must choose another Network provider to get Network
Benefits. However, if you are currently receiving treatment for Covered Health Services
from a provider whose network status changes from Network to non-Network during such
treatment due to expiration or nonrenewal of the providet's contract, you may be eligible to
request continued care from your current provider at the Network Benefit level for specified
conditions and timeframes. This provision does not apply to provider contract terminations
for failure to meet applicable quality standards or for fraud. If you would like help to find
out if you are eligible for continuity of care Benefits, please call the telephone number on
your ID card.

If you are currently undergoing a course of treatment utilizing a non-Network Physician or
health care facility, you may be eligible to receive transition of care Benefits. This transition
period is available for specific medical services and for limited periods of time. If you have
questions regarding this transition of care reimbursement policy or would like help
determining whether you are eligible for transition of care Benefits, please contact
UnitedHealthcare at the number on your ID card.

Do not assume that a Network provider's agreement includes all Covered Health Services.
Some Network providers contract with UnitedHealthcare to provide only certain Covered
Health Services, but not all Covered Health Services. Some Network providers choose to be
a Network provider for only some of UnitedHealthcare's products. Refer to your provider
directory or contact UnitedHealthcare for assistance.
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Looking for a Network Provider?

In addition to other helpful information, www.myuhc.com, UnitedHealthcare's
consumer website, contains a directory of health care professionals and facilities in
UnitedHealthcare's Network. While Network status may change from time to time,
www.myuhc.com has the most current source of Network information. Use
www.myuhc.com to search for Physicians available in your Plan.

Designated Providers

If you have a medical condition that UnitedHealthcare believes needs special services,
UnitedHealthcare may direct you to a Designated Provider chosen by UnitedHealthcare. If
you require certain complex Covered Health Services for which expertise is limited,
UnitedHealthcare may direct you to a Network facility or provider that is outside your local
geographic area. If you are required to travel to obtain such Covered Health Services from a
Designated Provider, UnitedHealthcare may reimburse certain travel expenses at
UnitedHealthcare's discretion.

In both cases, Network Benefits will only be paid if your Covered Health Services for that
condition are provided by or arranged by the Designated Provider or other provider chosen
by UnitedHealthcare.

You or your Network Physician must notify UnitedHealthcare of special service needs (such
as transplants) that might warrant referral to a Designated Provider. If you do not notify
UnitedHealthcare in advance, and if you receive services from a non-Network facility
(regardless of whether it is a Designated Provider) or other non-Network provider, Network
Benefits will not be paid. Non-Network Benefits may be available if the special needs
services you receive are Covered Health Services for which Benefits are provided under the
Plan.

Limitations on Selection of Providers

If UnitedHealthcare determines that you are using health care services in a harmful or
abusive manner, or with harmful frequency, your selection of Network providers may be
limited. If this happens, you may be required to select a single Network Physician to provide
and coordinate all of your future Covered Health Services.

If you don't make a selection within 31 days of the date you are notified, UnitedHealthcare
will select a single Network Physician for you. In the event that you do not use the selected
Network Physician, Covered Health Services will be paid as Non-Network Benefits.

Eligible Expenses

The Health Plan has delegated to the Claims Administrator the initial discretion and
authority to decide whether a treatment or supply is a Covered Health Service and how the
Eligible Expenses will be determined and otherwise covered under the Plan.

Eligible Expenses are the amount the Claims Administrator determines that the Plan will pay
for Benefits.
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m For Designated Network Benefits and Network Benefits for Covered Health Services
provided by a Network provider, except for your cost sharing obligations, you are not

responsible for any difference between Eligible Expenses and the amount the provider
bills.

m  For Non-Network Benefits, except as described below, you are responsible for paying,
directly to the non-Network provider, any difference between the amount the provider
bills you and the amount the Claims Administrator will pay for Eligible Expenses.

- For Covered Health Services that are Ancillary Services received at certain
Network facilities on a non-Emergency basis from non-Network Physicians,
you are not responsible, and the non-Network provider may not bill you, for
amounts in excess of your Copayment, Coinsurance or deductible which is based on
the Recognized Amount as defined in this SPD.

- For Covered Health Services that are non-Ancillary Services received at certain
Network facilities on a non-Emergency basis from non-Network Physicians who
have not satisfied the notice and consent criteria or for unforeseen or urgent medical
needs that arise at the time a non-Ancillary Service is provided for which notice and
consent has been satisfied as described below, you are not responsible, and the non-
Network provider may not bill you, for amounts in excess of your Copayment,
Coinsurance or deductible which is based on the Recognized Amount as defined in
the SPD.

- For Covered Health Services that are Emergency Health Services provided by a
non-Network provider, you are not responsible, and the non-Network provider
may not bill you, for amounts in excess of your applicable Copayment, Coinsurance
or deductible which is based on the Recognized Amount as defined in this SPD.

- For Covered Health Services that are Air Ambulance services provided by a non-
Network provider, you are not responsible, and the non-Network provider may not
bill you, for amounts in excess of your applicable Copayment, Coinsurance or
deductible which is based on the rates that would apply if the service was provided
by a Network provider. which is based on the Recognized Amount as defined in the
SPD.

Eligible Expenses are determined in accordance with the Claims Administratot's
reimbursement policy guidelines or as required by law, as described in the SPD.

Designated Network Benefits and Network Benetfits
Eligible Expenses are based on the following:

m  When Covered Health Services are received from a Designated Network and Network
provider, Eligible Expenses are our contracted fee(s) with that provider.

m  When Covered Health Services are received from a non-Network provider as arranged
by the Claims Administrator, including when there is no Network provider who is
reasonably accessible or available to provide Covered Health Services, Eligible Expenses
are an amount negotiated by the Claims Administrator or an amount permitted by law.
Please contact the Claims Administrator if you are billed for amounts in excess of your
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applicable Coinsurance, Copayment, or any deductible. The Plan will not pay excessive
charges or amounts you are not legally obligated to pay.

Non-Network Benefits

When Covered Health Services are received from a non-Network provider as
described below, Eligible Expenses are determined as follows:

For non-Emergency Covered Health Services received at certain Network
facilities from non-Network Physicians when such services are either Ancillary
Services, or non-Ancillary Services that have not satisfied the notice and consent criteria
of section 2799B-2(d) of the Public Health Service Act with respect to a visit as defined by the
Secretary (including non-Ancillary Services that have satisfied the notice and consent
criteria but unforeseen urgent medical needs arise at the time the services are provided),
the Eligible Expense is based on one of the following in the order listed below as
applicable:

- The reimbursement rate as determined by a state All Payer Model Agreement.
- The reimbursement rate as determined by state law.

- The initial payment made by the Claims Administrator, or the amount subsequently
agreed to by the non-Network provider and the Claims Administrator.

- The amount determined by Independent Dispute Resolution (IDR).

For the purpose of this provision, "certain Network facilities" are limited to a hospital
(as defined in 7867 (e) of the Social Security Act), a hospital outpatient department, a critical
access hospital (as defined in 7867 (mm)(1) of the Social Security Act), an ambulatory surgical
center as described in section 71833(i)(1)(A) of the Social Security Act, and any other facility
specified by the Secretary.

IMPORTANT NOTICE: For Ancillary Services, non-Ancillary Services provided
without notice and consent,, and non-Ancillary Services for unforeseen or urgent
medical needs that arise at the time a service is provided for which notice and consent
has been satisfied, you are not responsible, and a non-Network Physician may not bill
you, for amounts in excess of your applicable Copayment, Coinsurance or deductible
which is based on the Recognized Amount as defined in the SPD.

For Emergency Health Services provided by a non-Network provider, the Eligible
Expense is based on one of the following in the order listed below as applicable:

- The reimbursement rate as determined by a state All Payer Model Agreement.
- The reimbursement rate as determined by state law.

- The initial payment made by the Claims Administrator, or the amount subsequently
agreed to by the non-Network provider and the Claims Administrator.

- The amount determined by Independent Dispute Resolution (IDR).

IMPORTANT NOTICE: You are not responsible, and a non-Network provider may
not bill you, for amounts in excess of your applicable Copayment, Coinsurance or
deductible which is based on the Recognized Amount as defined in the SPD.
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m For Air Ambulance transportation provided by a non-Network provider, the
Eligible Expense is based on one of the following in the order listed below as applicable:

- The reimbursement rate as determined by a state All Payer Model Agreement.
- The reimbursement rate as determined by state law.

- The initial payment made by the Claims Administrator, or the amount subsequently
agreed to by the non-Network provider and the Claims Administrator.

- The amount determined by Independent Dispute Resolution (IDR).

IMPORTANT NOTICE: You are not responsible, and a non-Network provider may
not bill you, for amounts in excess of your Copayment, Coinsurance or deductible which
is based on the rates that would apply if the service was provided by a Network provider
which is based on the Recognized Amount as defined in the SPD.

m For Emergency ground ambulance transportation provided by a non-Network
provider, the Eligible Expense, which includes mileage, is a rate agreed upon by the
non-Network provider or, unless a different amount is required by applicable law,
determined based upon the median amount negotiated with Network providers for the
same or similar service.

IMPORTANT NOTICE: Non-Network providers may bill you for any difference
between the provider’s billed charges and the Eligible Expense described here.

When Covered Health Services are received from a non-Network provider, except as
described above, Eligible Expense are determined as follows: (i) an amount negotiated
by the Claims Administrator, (ii) a specific amount required by law (when required by law),
or (iif) an amount the Claims Administrator has determined is typically accepted by a
healthcare provider for the same or similar service or an amount that is greater than such
rate when elected or directed by the Plan. The Plan will not pay excessive charges. You are
responsible for paying, directly to the non-Network provider, the applicable Coinsurance,
Copayment, or any deductible. Please contact the Claims Administrator if you are billed for
amounts in excess of your applicable Coinsurance, Copayment, or any deductible to access
the Advocacy Services as described below. Following the conclusion of the Advocacy
Services described below, any responsibility to pay more than the Eligible Expense (which
includes your Coinsurance, Copayment, and deductible) is yours.

Advocacy Services

The Plan has contracted with the Claims Administrator to provide advocacy services on your
behalf with respect to non-network providers that have questions about the Eligible
Expenses and how the Claims Administrator determined those amounts. Please call the
Claims Administrator at the number on your ID card to access these advocacy services, or if
you are billed for amounts in excess of your applicable coinsurance or copayment. In
addition, if the Claims Administrator, or its designee, reasonably concludes that the
particular facts and circumstances related to a claim provide justification for reimbursement
greater than that which would result from the application of the Eligible Expense, and the
Claims Administrator, or its designee, determines that it would serve the best interests of the
Plan and its Participants (including interests in avoiding costs and expenses of disputes over
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payment of claims), the Claims Administrator, or its designee, may use its sole discretion to
increase the Eligible Expense for that particular claim.

Don't Forget Your ID Card

Remember to show your ID card every time you receive health care services from a
provider. If you do not show your ID card, a provider has no way of knowing that you
are enrolled under the Plan.

Annual Deductible

The Annual Deductible is the amount of Eligible Expenses, or the Recognized Amount
when applicable, you must pay each calendar year for Covered Health Services before you
are eligible to begin receiving Benefits. There are separate Network and non-Network
Annual Deductibles for this Plan. The amounts you pay toward your Annual Deductible
accumulate over the course of the calendar year.

Eligible Expenses charged by both Network and non-Network providers apply towards both
the Network individual and family Deductibles and the non-Network individual and family
Deductibles.

Amounts paid toward the Annual Deductible for Covered Health Services that are subject to
a visit or day limit will also be calculated against that maximum benefit limit. As a result, the
limited benefit will be reduced by the number of days or visits you used toward meeting the
Annual Deductible.

Coinsurance

Coinsurance is the percentage of Eligible Expenses that you are responsible for paying.
Coinsurance is a fixed percentage that applies to certain Covered Health Services after you
meet the Annual Deductible.

Out-of-Pocket Maximum

The annual Out-of-Pocket Maximum is the most you pay each calendar year for Covered
Health Services. There are separate Network and non-Network Out-of-Pocket Maximums
for this Plan. If your eligible out-of-pocket expenses in a calendar year exceed the annual
maximum, the Plan pays 100% of Eligible Expenses for Covered Health Services through
the end of the calendar year.

The Out-of-Pocket Maximum applies to all Covered Health Services under the Plan,
including Covered Health Services provided in Section 15, Outpatient Prescription Drugs.

Eligible Expenses charged by both Network and non-Network providers apply toward both
the Network individual and family Out-of-Pocket Maximums and the non-Network
individual and family Out-of-Pocket Maximums.

The following table identifies what does and does not apply toward your Network and non-
Network Out-of-Pocket Maximums:
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Applies to the

Non-Network

Out-of-Pocket
Maximum?

Applies to the
Plan Features Network Out-of-
Pocket Maximum?

Payments toward the Annual Deductible Yes Yes

Coinsurance Payments, even those for
Covered Health Services available in Section Yes Yes
15, Outpatient Prescription Drugs

Charges for non-Covered Health Services No No

The amounts of any reductions in Benefits
you incur by not obtaining prior No No
authorization as required

Charges that exceed Eligible Expenses, or
the Recognized Amount when applicable

Ancillary or Therapeutically Equivalent
Charges described in Section 15, Outpatient No No
Prescription Drugs.

Travel and Lodging (For Travel and Lodging related to complex medical conditions see
Section 7: Clinical Programs And Resources)

The Plan provides a Covered Person with a travel and lodging allowance related to all
Covered Health Services, including Mental Health Care and Substance-Related and
Addictive Disorders Services when such Covered Health Services are not available within
100 miles of your address, as reflected in our records or within the Covered Person’s state of
residence.

Travel and Lodging provides support for the Covered Person under the Plan. The Plan
provides an allowance for reasonable travel and lodging expenses for a Covered Person and
travel companion when the Covered Person must travel at least 100 miles from their
address, as reflected in our records, to receive the Covered Health Services.

This Plan provides an allowance for incurred reasonable travel and lodging expenses only
and is independent of any existing medical coverage available for the Covered Person. An
allowance of up to $2,000 per Covered Person per year during the entire period of time a
Covered Person is enrolled under the Plan, will be provided for travel and lodging expenses
incurred as a part of the Covered Health Service. Lodging expenses are further limited to
$50 per night for the Covered Person, or $100 per night for the Covered Person with a
travel companion.

Please remember to save travel and lodging receipts to submit for reimbursement. If you
would like additional information regarding Travel and Lodging, you may contact us at
www.myuhc.com or the telephone number on your ID card.
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SECTION 4 - PERSONAL HEALTH SUPPORT AND PRIOR AUTHORIZATION

What this section includes:
m  An overview of the Personal Health Support program.

m Covered Health Services which Require Prior Authorization.

Care Management

When you seek prior authorization as required, the Claims Administrator will work with you
to implement the care management process and to provide you with information about
additional services that are available to you, such as health education, and patient advocacy.

UnitedHealthcare provides a program called Personal Health Support designed to encourage
personalized, efficient care for you and your covered Dependents.

Personal Health Support Nurses center their efforts on prevention, education, and closing
any gaps in your care. The goal of the program is to ensure you receive the most appropriate
and cost-effective services available.

If you are living with a chronic condition or dealing with complex health care needs,
UnitedHealthcare may assign to you a primary nurse, referred to as a Personal Health
Support Nurse, to guide you through your treatment. This assigned nurse will answer
questions, explain options, identify your needs, and may refer you to specialized care
programs. The Personal Health Support Nurse will provide you with their telephone number
so you can call them with questions about your conditions, or your overall health and well-
being.

Personal Health Support Nurses will provide a variety of different services to help you and
your covered family members receive appropriate medical care. Program components are
subject to change without notice. When the Claims Administrator is called as required, they
will work with you to implement the Personal Health Support process and to provide you
with information about additional services that are available to you, such as health education,
and patient advocacy. As of the publication of this SPD, the Personal Health

Support program includes:

m Admission counseling - Personal Health Support Nurses are available to help you
prepare for a successful surgical admission and recovery. Call the number on your 1D
card for support.

m Inpatient care management - If you are hospitalized, a Personal Health Support
nurse will work with your Physician to make sure you are getting the care you need and
that your Physician's treatment plan is being carried out effectively.

m Readmission Management - This program serves as a bridge between the Hospital
and your home if you are at high risk of being readmitted. After leaving the Hospital, if
you have a certain chronic or complex condition, you may receive a phone call from a
Personal Health Support Nurse to confirm that medications, needed equipment, or
follow-up services are in place. The Personal Health Support Nurse will also share
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important health care information, reiterate and reinforce discharge instructions, and
support a safe transition home.

m Risk Management - Designed for participants with certain chronic or complex
conditions, this program addresses such health care needs as access to medical
specialists, medication information, and coordination of equipment and supplies.
Participants may receive a phone call from a Personal Health Support Nurse to discuss
and share important health care information related to the participant's specific chronic
or complex condition.

m Cancer Management - You have the opportunity to engage with a nurse that
specializes in cancer, education and guidance throughout your care path.

m Kidney Management - You have the opportunity to engage with a nurse that
specializes in kidney disease, education and guidance with CKD stage 4/5 or ESRD
throughout your care path.

If you do not receive a call from a Personal Health Support Nurse but feel you could benefit
from any of these programs, please call the number on your ID card.

Prior Authorization

UnitedHealthcare requires prior authorization for certain Covered Health Services.
Network Primary Physician and other Network providers are responsible for obtaining
prior authorization before they provide these services to you. You are responsible for
obtaining prior authorization for certain services received from non-Network providers.
For detailed information on the Covered Health Services received from non-Network
providers that require prior authorization, please refer to Section 6, Additional Coverage
Details.

It is recommended that you confirm with the Claims Administrator that all Covered Health
Services listed below have been prior authorized as required. Before receiving these services
from a Network provider, you may want to contact the Claims Administrator to verify that
the Hospital, Physician and other providers are Network providers and that they have
obtained the required prior authorization. Network facilities and Network providers cannot
bill you for services they fail to prior authorize as required. You can contact the Claims
Administrator by calling the number on your ID card.

When you choose to receive certain Covered Health Services from non-Network providers,
you are responsible for obtaining prior authorization before you receive these services. Note
that your obligation to obtain prior authorization is also applicable when a non-Network
provider intends to admit you to a Network facility or refers you to other Network
providers.

To obtain prior authorization, call the number on your ID card. This call starts the
utilization review process. Once you have obtained the authorization, please review it
carefully so that you understand what services have been authorized and what providers are
authorized to deliver the services that are subject to the authorization.
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The utilization review process is a set of formal techniques designed to monitor the use of,
or evaluate the clinical necessity, appropriateness, efficacy, or efficiency of, health care
services, procedures or settings. Such techniques may include ambulatory review, prospective
review, second opinion, certification, concurrent review, case management, discharge
planning, retrospective review or similar programs.

Contacting UnitedHealthcare or Personal Health Support is easy.
Simply call the number on your ID card.

Network providers are responsible for obtaining prior authorization from the Claims
Administrator before they provide certain services to you.

When you choose to receive certain Covered Health Services from non-Network providers,
you are responsible for obtaining prior authorization from the Claims Administrator before
you receive these services. In many cases, your Non-Network Benefits will be reduced if the
Claims Administrator has not provided prior authorization.

Services for which you are required to obtain prior authorization are identified in Section 0,
Additional Coverage Details, within each Covered Health Service Benefit description. Please
note that prior authorization timelines apply. Refer to the applicable Benefit description to
determine how far in advance you must obtain prior authorization.

Special Note Regarding Medicare

If you are enrolled in Medicare on a primary basis (Medicare pays before the Plan pays
Benefits) the prior authorization requirements do not apply to you. Since Medicare is the
primary payer, the Plan will pay as secondary payer as described in Section 10, Coordination of
Benefits (COB). You are not required to obtain authorization before receiving Covered Health
Services.
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SECTION 5 - PLAN HIGHLIGHTS

What this section includes:
m Payment Terms and Features.

B Schedule of Benefits.

Payment Terms and Features

The table below outlines the Plan's Annual Deductible and Out-of-Pocket Maximum.

Plan Features Network Amounts INE PN

Amounts
Annual Deductible
m Individual. $1,600 $3,300
m Family (cumulative Annual
Deductible). $3,200 $6,600

The Plan does not require that you or a
covered Dependent meet the individual
Deductible in order to satisfy the family
Deductible. If more than one person in a
family is covered under the Plan, the
individual coverage Deductible stated in
this table above does not apply. Instead,
the family Deductible applies and no one
in the family is eligible to receive Benefits
until the family Deductible is satistied.

For Covered Health Services on the List of
Pre-Deductible Covered Health Services,
you pay none of the Eligible Expense and
the Annual Deductible does not apply.

Depending upon where the Covered
Health Service on the List of Pre-Deductible
Covered Health Services is provided, any
applicable Benefit limits will be the same
as those stated under each Covered Health
Service category in the Schedule of Benefits.

For purposes of this SPD, the "List of Pre-
Deductible Covered Health Services" is a list
that identifies certain Covered Health
Services that are intended to reduce the
likelihood of Sickness. You may find the
List of Pre-Deductible Covered Health Care

16 SECTION 5 - PLAN HIGHLIGHTS




ONEOK, INC. MEDICAL HDHP PLAN WITH HSA

Plan Features

Non-Network

Network Amounts
Amounts

Services by contacting the Claims
Administrator at www.myuhc.com or the
telephone number on your ID card. This
list does not include Benefits that are
provided as described under Preventive Care
Services in Section 6: Additional Coverage
Details in the SPD.

Coupons: The Plan Sponsor may not
permit certain coupons or offers from
pharmaceutical manufacturers or an
affiliate to apply to your Annual
Deductible.

Annual Out-of-Pocket Maximum

m Individual (enrolled in single coverage).

m Individual (enrolled in family
coverage).

m  Family (cumulative Out-of-Pocket
Maximum).

The Plan does not require that you or a
covered Dependent meet the individual
Out-of-Pocket Maximum in order to
satisfy the family Out-of-Pocket
Maximum. If more than one person in a
family is covered under the Plan, the
individual coverage Out-of-Pocket
Maximum stated in this table above does
not apply. Instead, for family coverage the
family Out-of-Pocket Maximum applies.

The Annual Deductible applies toward the
Out-of-Pocket Maximum for all Covered
Health Services.

The Annual Out-of-Pocket Maximum
applies to all Covered Health Services
under the Plan, including Covered Health
Services provided in Section 15, Outpatient
Prescription Drugs.

Coupons: The Plan Sponsor may not
permit certain coupons or offers from

$4,000 $9,000

$8,000 $18,000

$8,000 $18,000
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Plan Features

Non-Network

Network Amounts
Amounts

pharmaceutical manufacturers or an
affiliate to apply to your Annual Out-of-
Pocket Maximum.

Lifetime Maximum Benefit

There is no dollar limit to the amount the
Plan will pay for essential Benefits during
the entire period you are enrolled in this
Plan.

Generally the following are considered to
be essential benefits under the Patent
Protection and Affordable Care Act:

Ambulatory patient services; emergency
services, hospitalization; maternity and
newborn care; mental health and
substance-related and addictive disorders
services (including behavioral health
treatment); prescription drug products;
rehabilitative and habilitative services and
devices; laboratory services; preventive and
wellness services and chronic disease
management; and pediatric services
(including oral and vision care).

Unlimited
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Schedule of Benefits

This table provides an overview of the Plan's coverage levels. For detailed descriptions of
your Benefits, refer to Section 6, Additional Coverage Details.

Amounts which you are required to pay as shown below in the Schedule of Benefits are based
on Eligible Expenses or, for specific Covered Health Services as described in the definition of
Recognized Amount in Section 14, Glossary.

Benefit

(The Amount Payable by the Plan based

. 1
Covered Health Services on Eligible Expenses)

Network Non-Network

Acupuncture Services

0 0 7
See Section 6, Additional Coverage Details, for 85% after you meet | 60% after you meet

lirmits the Annual the Annual

' Deductible Deductible
Ambulance Services Ground Ambulance
m  Emergency Ambulance. 85% after you meet Ground Ambulance

. . the Annual

Eligible Expenses for ground and Air i
Ambulance transport provided by a non- Deductible Same as Network
Network provider will be determined as Air Ambulance Air Ambulance

described in Section 3, How the Plan Works.
85% after you meet Same as Network

the Annual

Deductible
m  Non-Emergency Ambulance. Ground Ambulance

Ground Ambulance

Ground or Air Ambulance, as the Claims 85% after you meet
Administrator determines appropriate. the Annual Same as Network
Eligible Expenses for ground and Air Deductible
Ambulance transport provided by a non- Air Ambidance
Network provider will be determined as Air Ambulance
described in Section 3, How the Plan Works. | 850/ after you meet

the Annual Same as Network

Deductible

Cellular and Gene Therapy
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Covered Health Services!

Benefit

(The Amount Payable by the Plan based

on Eligible Expenses)

Network

Non-Network

For Network Benefits, Cellular or Gene
Therapy services must be received from a
Designated Provider.

Depending upon
where the Covered
Health Service is
provided, Benefits
will be the same as

Non-Network
Benefits are not

those stated under available.
each Covered Health
Service category in
this section.
Clinical T'rials
Benefits are available when the Covered Depending upon Depending upon

Health Services are provided by either
Network or non-Network providers.

where the Covered
Health Service is
provided, Benefits
will be the same as
those stated under

each Covered Health

Service category in
this section.

where the Covered
Health Service is
provided, Benefits
will be the same as
those stated under
each Covered
Health Service
category in this
section.

Congenital Heart Disease (CHD)
Surgeries

For Network Benefits, CHD surgeries
must be received at a Designated Provider.

Network Benefits include services received
at a Network facility and performed by a
Network Physician that is not a
Designated Provider and services provided
at a non-Network facility.

Non-Network Benefits under this section
include only the CHD surgery.

Depending upon where the Covered
Health Service is provided, Benefits for
diagnostic services, cardiac catheterization
and non-surgical management of CHD
will be the same as those stated under each

85% after you meet
the Annual
Deductible

60% after you meet
the Annual
Deductible
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Covered Health Services!

Benefit

(The Amount Payable by the Plan based
on Eligible Expenses)

Network

Non-Network

Covered Health Service category in this
section.

Dental Services - Accident Only

85% after you meet
the Annual
Deductible

60% after you meet
the Annual
Deductible

Dental Services - Anesthesia

85% after you meet

60% after you meet

Diabetic Eye Examinations/Foot Care

Diabetes Self-Management Items

where the Covered
Health Service is
provided, Benefits
for diabetes self-
management and
training/diabetic eye
examinations/foot
care will be paid the
same as those stated
under each Covered
Health Service
category in this
section.

Depending upon
where the Covered
Health Service is
provided, Benefits
for diabetes self-
management items
will be the same as
those stated under
Durable Medical
Equipment in this

geﬁnr'lglal the Annual
cductble Deductible
Diabetes Services

Diabetes Self-Management and Training/ Depending upon Depending upon

where the Covered
Health Service is
provided, Benefits
for diabetes self-
management and
training/diabetic
eye
examinations/foot
care will be paid the
same as those stated
under each Covered
Health Setvice
category in this
section.

Depending upon
where the Covered
Health Service is
provided, Benefits
for diabetes self-
management items
will be the same as
those stated under
Durable Medical
Equipment in this
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Covered Health Services!

Benefit

(The Amount Payable by the Plan based
on Eligible Expenses)

Network

Non-Network

See Durable Medical Equipment in Section 0,
Additional Coverage Details, for limits.

section and in
Section 15, Outpatient
Prescription Drugs.

section and in
Section 15,
Outpatient Prescription
Drugs.

Durable Medical Equipment (DME),
Orthotics and Supplies

See Durable Medical Equipment in Section 0,
Additional Coverage Details, for limits.

85% after you meet
the Annual
Deductible

60% after you meet
the Annual
Deductible

Emergency Health Services -
Outpatient

Non-Emergency Health Services -
Outpatient

If you are admitted as an inpatient to a
Hospital directly from the Emergency
room, you will not have to pay this
Coinsurance. The Benefits for an Inpatient
Stay in a Hospital will apply instead.

Eligible Expenses for Emergency Health
Services provided by a non-Network
provider will be determined as described
under E/igible Expenses in Section 3: How the
Plan Works.

85% after you meet
the Annual
Deductible

85% after you meet
the Annual
Deductible

Same as Network

85% after you meet
the Annual
Deductible

Gender Dysphoria

See Gender Dysphoria in Section 6, Additional
Coverage Details, for limits.

Depending upon
where the Covered
Health Service is
provided, Benefits
will be the same as
those stated under
each Covered Health
Service category in
the Schedule of Benefits
and in Section 15,

Depending upon
where the Covered
Health Service is
provided, Benefits
will be the same as
those stated under
each Covered
Health Service
category in the

Schedule of Benefits
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Covered Health Services!

Benefit

(The Amount Payable by the Plan based

limits.

on Eligible Expenses)
Network Non-Network
Outpatient Prescription | and in Section 15,
Drugs. Outpatient Prescription
Drugs.
Hearing Aids 85% after you meet | 60% after you meet
See Section 6, Additional Coverage Details, for the Annual the Annual
Deductible Deductible

Home Health Care

See Section 6, Additional Coverage Details, for
limits.

To receive Network Benefits for the
administration of intravenous infusion,
you must receive services from a provider
UnitedHealthcare identifies.

85% after you meet
the Annual
Deductible

60% after you meet
the Annual
Deductible

Hospice Care

85% after you meet
the Annual
Deductible

00% after you meet
the Annual
Deductible

Hospital - Inpatient Stay

85% after you meet
the Annual
Deductible

60% after you meet
the Annual
Deductible

Infertility / Fertility Setrvices
Benefits are only available through

Progyny.

See Section 6, Additional Coverage Details, for
limits.

85% after you meet
the Annual
Deductible

Non-Network
Benefits are not
available.

Lab, X-Ray and Diagnostics -
Outpatient

m Lab Testing - Outpatient.

m  X-Ray and Other Diagnostic Testing -
Outpatient.

85% after you meet
the Annual
Deductible

85% after you meet
the Annual
Deductible

60% after you meet
the Annual
Deductible

60% after you meet
the Annual
Deductible
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Covered Health Services!

Benefit

(The Amount Payable by the Plan based
on Eligible Expenses)

Network

Non-Network

Lab, X-Ray and Major Diagnostics —
CT, PET, MRI, MRA and Nuclear
Medicine - Outpatient

85% after you meet
the Annual
Deductible

60% after you meet
the Annual
Deductible

Mental Health Services

m Inpatient.

m  Outpatient.

85% after you meet
the Annual
Deductible

85% after you meet
the Annual
Deductible

60% after you meet
the Annual
Deductible

60% after you meet
the Annual
Deductible

Neurobiological Disorders - Autism
Spectrum Disorder Services

m Inpatient.

m  Outpatient.

85% after you meet
the Annual
Deductible

85% after you meet

60% after you meet
the Annual
Deductible

60% after you meet

the Annual %e (f“;l]‘;f‘l
Deductible cauctbie
Obesity Surgery Depending upon

For Network Benefits, obesity surgery
must be received by a Designated
Provider.

where the Covered
Health Service is
provided, Benefits
will be the same as
those stated under

each Covered Health

Service category in
this section

Non-Network
Benefits are not
available.

Orthognathic Surgery

85% after you meet

60% after you meet

the Annual the Annual
Deductible Deductible
Ostomy Supplies
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Covered Health Services!

Benefit

(The Amount Payable by the Plan based
on Eligible Expenses)

Network

Non-Network

85% after you meet
the Annual
Deductible

60% after you meet
the Annual
Deductible

Pharmaceutical Products - Outpatient

85% after you meet
the Annual
Deductible

60% after you meet
the Annual
Deductible

Physician Fees for Surgical and
Medical Services

Covered Health Services provided by a
non-Network Physician in certain
Network facilities will apply the same cost
sharing (Copayment, Coinsurance and
applicable deductible) as if those services
were provided by a Network provider;
however Eligible Expenses will be
determined as described in Section 3, How
the Plan Works, under Eligible Expenses.

85% after you meet
the Annual
Deductible

60% after you meet
the Annual
Deductible

Physician's Office Services - Sickness
and Injury

85% after you meet
the Annual
Deductible

60% after you meet
the Annual
Deductible

Pregnancy — Maternity Services

See Section 6, Additional Coverage Details for
more information.

A Deductible will not apply for a newborn
child whose length of stay in the Hospital
is the same as the mother's length of stay.

Benefits will be the
same as those stated
under each Covered
Health Service
category in this
section.

Benefits will be the
same as those stated
under each Covered
Health Service
category in this
section.

Preventive Care Services

m  Physician Office Services.

100%

Non-Network
Benefits are not
available.

25

SECTION 5 - PLAN HIGHLIGHTS




ONEOK, INC. MEDICAL HDHP PLAN WITH HSA

Benefit
Covered Health Services! (The Amount I.’zz.?fable by the Plan based
on Eligible Expenses)

Network Non-Network

m Lab, X-ray or Other Preventive Tests. 100% Non-Network
Benefits are not

available.
m  Breast Pumps. 100% Non-Network

Benefits are not
available.

Private Duty Nursing - Outpatient

85% after you meet

60% after you meet

where the Covered
Health Service is
provided, Benefits
will be the same as
those stated under
each Covered Health
Service category in
this section.

the Annual the Annual
Deductible Deductible
Prosthetic Devices 85% after you meet | 60% after you meet
See Section 6, Additional Coverage Details, for the Angual the Anr.lual
limits. Deductible Deductible
Reconstructive Procedures
Depending upon Depending upon

where the Covered
Health Service is
provided, Benefits
will be the same as
those stated under
each Covered
Health Service
category in this
section.

Rehabilitation Services - Outpatient
Therapy and Manipulative Treatment

See Section 6, Additional Coverage Details, for
visit limits.

85% after you meet
the Annual
Deductible

60% after you meet
the Annual
Deductible

Scopic Procedures - Outpatient
Diagnostic and Therapeutic

85% after you meet
the Annual
Deductible

60% after you meet
the Annual
Deductible

26

SECTION 5 - PLAN HIGHLIGHTS




ONEOK, INC. MEDICAL HDHP PLAN WITH HSA

Covered Health Services!

Benefit

(The Amount Payable by the Plan based
on Eligible Expenses)

Network

Non-Network

Skilled Nursing Facility /Inpatient
Rehabilitation Facility Services

See Section 6, Additional Coverage Details, for
limits.

85% after you meet
the Annual
Deductible

60% after you meet
the Annual
Deductible

Substance-Related and Addictive
Disorders Services

m Inpatient.

m  Outpatient.

85% after you meet
the Annual
Deductible

85% after you meet
the Annual
Deductible

60% after you meet
the Annual
Deductible

60% after you meet
the Annual
Deductible

Surgery - Outpatient

85% after you meet

60% after you meet

Services

where the Covered
Health Service is
provided, Benefits
will be the same as
those stated under

each Covered Health

Service category in
this section.

the Annual the Annual
Deductible Deductible
Temporomandibular Joint (TM]) Depending upon Depending upon

where the Covered
Health Service is
provided, Benefits
will be the same as
those stated under
each Covered
Health Service
category in this
section.

Therapeutic Treatments - Outpatient

85% after you meet
the Annual
Deductible

60% after you meet
the Annual
Deductible

except
dialysis is not
covered.

Transplantation Services
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Covered Health Services!

Benefit

(The Amount Payable by the Plan based
on Eligible Expenses)

Network

Non-Network

Depending upon
where the Covered
Health Service is
provided, Benefits
will be the same as
those stated under
each Covered Health
Service category in
this section.

Non-Network
Benefits are not
available.

Urgent Care Center Services

85% after you meet
the Annual
Deductible

60% after you meet
the Annual
Deductible

Virtual Care Services

Network Benefits are available only when
services are delivered through a
Designated Virtual Network Provider. You
can find a Designated Virtual Network
Provider by going to www.myuhc.com or
by calling the telephone number on your
1D card.

85% after you meet
the Annual
Deductible

Non-Network
Benefits are not
available.

Wigs

See Section 6, Additional Coverage Details, for
limits.

85% after you meet
the Annual
Deductible

00% after you meet
the Annual
Deductible

Please obtain prior authorization from the Claims Administrator before receiving Covered Health
Services from a non-Network provider, as described in Section 6, Additional Coverage Details.
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SECTION 6 - ADDITIONAL COVERAGE DETAILS

What this section includes:
m Covered Health Services for which the Plan pays Benefits.

m Covered Health Services for which you should obtain prior authorization before you
receive them, and any reduction in Benefits that may apply if you do not call to obtain
prior authorization.

This section supplements the second table in Section 5, Plan Highlights.

While the table provides you with Benefit limitations along with Coinsurance and Annual
Deductible information for each Covered Health Service, this section includes descriptions
of the Benefits. These descriptions include any additional limitations that may apply, as well
as Covered Health Services for which you must obtain prior authorization from the Claims
Administrator as required. The Covered Health Services in this section appear in the same
otder as they do in the table for easy reference. Services that are not covered are described in
Section 8, Exclusions and Limitations.

Benefits are provided for services delivered via Telehealth/Telemedicine. Benefits are also
provided for Remote Physiologic Monitoring. Benefits for these services are provided to the
same extent as an in-person service under any applicable Benefit category in this section
unless otherwise specified in the table.

Acupuncture Services

The Plan pays for acupuncture services for pain therapy provided that the service is
performed in an office setting by a provider who is one of the following, either practicing
within the scope of his/her license (if state license is available) or who is certified by a
national accrediting body:

m  Doctor of Medicine.

m  Doctor of Osteopathy.

m  Chiropractor.

m  Acupuncturist.

Benefits are provided regardless of whether the office is free-standing, located in a clinic or
located in a Hospital.

Covered Health Services include treatment of nausea as a result of:

m  Chemotherapy.
m Pregnancy.

m Post-operative procedures.

Any combination of Network Benefits and Non-Network Benefits is limited to 26
treatments per calendar year.
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Did you know...
You generally pay less out-of-pocket when you use a Network provider?

Ambulance Services

The Plan covers Emergency ambulance transportation by a licensed ambulance service
(either ground or Air Ambulance) to the nearest Hospital where the required Emergency
Health Services can be performed.

The Plan also covers non-Emergency ambulance transportation by a licensed ambulance
service (either ground or Air Ambulance as the Claims Administrator determines
appropriate) between facilities only when the transport meets one of the following:

m From a non-Network Hospital to the closest Network Hospital when Covered Health
Services are required.

m  To the closest Network Hospital that provides the required Covered Health Services that
were not available at the original Hospital.

m From a short-term acute care facility to the closest Network long-term acute care facility
(LTAC), closest Network Inpatient Rehabilitation Facility, or closest other Network sub-
acute facility where the required Covered Health Services can be delivered.

For the purpose of this Benefit the following terms have the following meanings:

m "Long-term acute care facility (LTAC)" means a facility or Hospital that provides care to
people with complex medical needs requiring long-term Hospital stay in an acute or
critical setting.

m "Short-term acute care facility" means a facility or Hospital that provides cate to people
with medical needs requiring short-term Hospital stay in an acute or critical setting such
as for recovery following a surgery, care following sudden Sickness, Injury, or flare-up of
a chronic Sickness.

m  "Sub-acute facility" means a facility that provides intermediate cate on short-term or
long-term basis.

Prior Authorization Requirement

In most cases, the Claims Administrator will initiate and direct non-Emergency
ambulance transportation. For Non-Network Benefits, if you are requesting non-
Emergency Air Ambulance services (including any affiliated non-Emergency ground
ambulance transport in conjunction with non-Emergency Air Ambulance transport), you
must obtain prior authorization as soon as possible before transport.

If you fail to obtain prior authorization from the Claims Administrator, you will be
responsible for paying all charges and no Benetfits will be paid.
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Cellular and Gene Therapy
The plan covers Cellular Therapy and Gene Therapy received on an inpatient or outpatient

basis at a Hospital or on an outpatient basis at an Alternate Facility or in a Physician's office.

Benefits for CAR-T therapy for malignancies are provided as described under Transplantation
Services.

Clinical Trials
Benefits are available for routine patient care costs incurred during participation in a

qualifying Clinical Trial for the treatment of:

m Cancer or other life-threatening disease or condition. For purposes of this benefit, a life-
threatening disease or condition is one from which the likelihood of death is probable
unless the course of the disease or condition is interrupted.

m  Cardiovascular disease (cardiac/stroke) which is not life threatening, for which, as
UnitedHealthcare determines, a Clinical Trial meets the qualifying Clinical Trial criteria
stated below.

m  Surgical musculoskeletal disorders of the spine, hip and knees, which are not life
threatening, for which, as UnitedHealthcare determines, a Clinical Trial meets the
qualifying Clinical Trial criteria stated below.

m  Other diseases or disorders which are not life threatening for which, as UnitedHealthcare
determines, a Clinical Trial meets the qualifying Clinical Trial criteria stated below.

Benefits include the reasonable and necessary items and services used to prevent, diagnose
and treat complications arising from participation in a qualifying Clinical Trial.

Benefits are available only when the Covered Person is clinically eligible for participation in
the qualifying Clinical Trial as defined by the researcher.

Routine patient care costs for qualifying Clinical Ttrials include:

m Covered Health Services for which Benefits are typically provided absent a Clinical Ttrial.

m Covered Health Services required solely for the provision of the Experimental or
Investigational Service(s) or item, the clinically appropriate monitoring of the effects of
the service or item, or the prevention of complications.

m Covered Health Services needed for reasonable and necessary care arising from the
provision of an Experimental or Investigational Service(s) or item.

Routine costs for Clinical Trials do not include:

m The Experimental or Investigational Service(s) or item. The only exceptions to this are:

- Certain Category B devices.
- Certain promising interventions for patients with terminal illnesses.

31 SECTION 6 - ADDITIONAL COVERAGE DETAILS



ONEOK, INC. MEDICAL HDHP PLAN WITH HSA

- Other items and services that meet specified criteria in accordance with
UnitedHealthcare's medical and drug policies.

Items and services provided solely to satisfy data collection and analysis needs and that
are not used in the direct clinical management of the patient.

A service that is clearly inconsistent with widely accepted and established standards of
care for a particular diagnosis.

Items and services provided by the research sponsors free of charge for any person
enrolled in the trial.

With respect to cancer or other life-threatening diseases or conditions, a qualifying Clinical
Trial is a Phase I, Phase 11, Phase 111, or Phase IV Clinical Ttial that is conducted in relation
to the prevention, detection or treatment of cancer or other life-threatening disease or
condition and which meets any of the following criteria in the bulleted list below.

With respect to cardiovascular disease, musculoskeletal disorders of the spine, hip and knees
and other diseases or disorders which are not life-threatening, a qualifying Clinical Trial is a
Phase I, Phase 11, or Phase III Clinical Ttial that is conducted in relation to the detection or
treatment of such non-life-threatening disease or disorder and which meets any of the
following criteria in the bulleted list below.

Federally funded trials. The study or investigation is approved or funded (which may
include funding through in-kind contributions) by one or more of the following:

- National Institutes of Health (NIH). (Includes National Cancer Institute (NCI)).

- Centers for Disease Control and Prevention (CDC).

- Agency for Healthcare Research and Quality (AHRQ).

- Centers for Medicare and Medicaid Services (CMS).

- A cooperative group or center of any of the entities described above or the
Department of Defense (DOD) or the VVeterans Administration (17A).

- A qualified non-governmental research entity identified in the guidelines issued by
the National Institutes of Health for center support grants.

- The Department of | eterans Affairs, the Department of Defense or the Department of Energy
as long as the study or investigation has been reviewed and approved through a
system of peer review that is determined by the Secretary of Health and Human Services
to meet both of the following criteria:

¢ Comparable to the system of peer review of studies and investigations used by
the National Institutes of Health.

¢ Ensures unbiased review of the highest scientific standards by qualified
individuals who have no interest in the outcome of the review.

The study or investigation is conducted under an investigational new drug application
reviewed by the U.S. Food and Drug Administration.

The study or investigation is a drug trial that is exempt from having such an
investigational new drug application.
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m  The Clinical Trial must have a written protocol that describes a scientifically sound study
and have been approved by all relevant institutional review boards (IRBs) before
participants are enrolled in the trial. UnitedHealthcare may, at any time, request
documentation about the trial.

m  The subject or purpose of the trial must be the evaluation of an item or service that
meets the definition of a Covered Health Service and is not otherwise excluded under
the Plan.

Prior Authorization Requirement

For Non-Network Benefits, you must obtain prior authorization from the Claims
Administrator as soon as the possibility of participation in a Clinical Trial arises. If you
fail to obtain prior authorization from the Claims Administrator as required, Benefits will
be subject to a $300 reduction.

Congenital Heart Disease (CHD) Surgeries

The Plan pays Benefits for CHD surgeries which are ordered by a Physician. CHD surgical
procedures include surgeries to treat conditions such as coarctation of the aorta, aortic
stenosis, tetralogy of fallot, transposition of the great vessels and hypoplastic left or right
heart syndrome.

UnitedHealthcare has specific guidelines regarding Benefits for CHD services. Contact
UnitedHealthcare at the number on your ID card for information about these guidelines.

The Plan pays Benefits for CHD services ordered by a Physician and received at a facility
participating in the CHD Resource Services program. Benefits include the facility charge and
the charge for supplies and equipment. Benefits for Physician services are described under
Physician Fees for Surgical and Medical Services.

Surgery may be performed as open or closed surgical procedures or may be performed
through interventional cardiac catheterization.

Benefits are available for the following CHD services:

m  Outpatient diagnostic testing.

m Evaluation.

m  Surgical interventions.

m Interventional cardiac catheterizations (insertion of a tubular device in the heart).

m Fetal echocardiograms (examination, measurement and diagnosis of the heart using
ultrasound technology).

m  Approved fetal interventions.
CHD services other than those listed above are excluded from coverage, unless determined

by the Claims Administrator to be proven procedures for the involved diagnoses. Contact
CHD Resource Services at 1-888-936-7246 before receiving care for information about
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CHD services. More information is also available at
www.myoptumhealthcomplexmedical.com.

If you receive CHD services from a facility that is not a Designated Provider, the Plan pays
Benefits as described under:

m  Physician's Office Services - Sickness and Injury.

m  Physician Fees for Surgical and Medical Services.

m  Scopic Procedures - Outpatient Diagnostic and Therapeutic.
m  Therapeutic Treatments - Outpatient.

m  Hospital - Inpatient Stay.

m  Surgery - Outpatient.

To receive Benefits under the CHD program, you must contact CHD Resource Services
at 1-888-936-72406 prior to obtaining Covered Health Services. The Plan will only pay
Benefits under the CHD program if CHD provides the proper notification to the
Designated Provider performing the services (even if you self-refer to a provider in that
Network).

Note: The services described under the Complex: Medical Conditions Travel and 1 odging Assistance
Program in Section 7, Clinical Programs & Resources are Covered Health Services only in
connection with CHD services received at a Congenital Heart Disease Resource Services
program.

Prior Authorization Requirement

For Non-Network Benefits you must obtain prior authorization from the Claims
Administrator as soon as the possibility of a CHD surgery arises. If you fail to obtain
prior authorization as required, Benefits will be subject to a $300 reduction.

It is important that you notify the Claims Administrator regarding your intention to have
surgery. Your notification will open the opportunity to become enrolled in programs that
are designed to achieve the best outcomes for you.

Dental Services - Accident Only

Dental services are covered by the Plan when all of the following are true:

m Treatment is necessary because of accidental damage.

m  Dental services are received from a Doctor of Dental Surgery or a Doctor of Medical
Dentistry.

m The dental damage is severe enough that initial contact with a Physician or dentist occurs
within 72 hours of the accident. (You may request an extension of this time period
provided that you do so within 60 days of the Injury and if extenuating circumstances
exist due to the severity of the Injury.)
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Please note that dental damage that occurs as a result of normal activities of daily living or
extraordinary use of the teeth is not considered having occurred as an accident. Benefits are
not available for repairs to teeth that are damaged as a result of such activities.

The Plan also covers dental care (oral examination, X-rays, extractions and non-surgical
elimination of oral infection) required for the direct treatment of a medical condition limited
to:

m  Dental services related to medical transplant procedures.

m Initiation of immunosuppressive (medication used to reduce inflammation and suppress
the immune system).

m Direct treatment of acute traumatic Injury, cancer or cleft palate.

Dental services to repair the damage caused by accidental Injury must conform to the
following time-frames: Treatment is started within three months of the accident, or if not a
Covered Person at the time of the accident, within the first three months of coverage under
the Plan, unless extenuating circumstances exist (such as prolonged hospitalization or the
presence of fixation wires from fracture care), Treatment must be completed within 12
months of the accident, or if not a Covered Person at the time of the accident, within the
first 12 months of coverage under the Plan.

Benefits arising from accidental injury will be coordinated with Benefits from the ONEOK,
Inc. Dental Plan. The Benefit part of the Health Plan will not pay for replacement or repair
to teeth.

The Plan pays for treatment of accidental Injury limited to the following:

m  Emergency examination.

m  Necessary diagnostic X-rays.

m Endodontic (root canal) treatment.

m  Temporary splinting of teeth.

m Prefabricated post and core.

m  Simple minimal restorative procedures (fillings).

m Extractions.

m  Post-traumatic crowns if such are the only clinically acceptable treatment.

m  Replacement of lost teeth due to the Injury by implant, dentures or bridges.

Dental Services - Anesthesia

The Plan pays for anesthesia and facility charges for dental care if one of the following is
true:

m Covered Person is under the age of 8; OR
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m Covered Person is disabled; OR

m Covered Person has a medical condition or emotional need.

Diabetes Services

Diabetes Selt-Management and Training/Diabetic Eye Examinations/Foot Care

Outpatient self-management training for the treatment of diabetes, education and medical
nutrition therapy services. Services must be ordered by a Physician and provided by
appropriately licensed or registered healthcare professionals.

Benefits also include medical eye examinations (dilated retinal examinations) and preventive
foot care for diabetes.

Diabetic Self-Management Items

Insulin pumps and supplies and continuous glucose monitors for the management and
treatment of diabetes, based upon your medical needs. An insulin pump is subject to all the
conditions of coverage stated under Durable Medical Equipment, Orthotics and Supplies.
Benefits for blood glucose meters, insulin syringes with needles, blood glucose and urine test
strips, ketone test strips and tablets and lancets and lancet devices are described is Section
15, Outpatient Prescription Drugs.

Prior Authorization Requirement

For Non-Network Benefits you must obtain prior authorization from the Claims
Administrator before obtaining any Durable Medical Equipment for the management and
treatment of diabetes that exceeds $1,000 in cost (either retail purchase cost or cumulative
retail rental cost of a single item). If you fail to obtain prior authorization from the Claims
Administrator as required, Benefits will be subject to a $300 reduction.

Durable Medical Equipment (DME), Orthotics and Supplies
The Plan pays for Durable Medical Equipment (DME), Orthotics and Supplies that are:

m  Ordered or provided by a Physician for outpatient use primarily in a home setting.
m  Used for medical purposes.

m  Not consumable or disposable except as needed for the effective use of covered Durable
Medical Equipment.

m  Not of use to a person in the absence of a disease or disability.

m  Durable enough to withstand repeated use.

Benefits under this section include Durable Medical Equipment provided to you by a
Physician. If more than one piece of DME can meet your functional needs, Benefits are
available only for the equipment that meets the minimum specifications for your needs. If
you purchase an item that exceeds these minimum specifications, the Plan will pay only the
amount that the Plan would have paid for the item that meets the minimum specifications,
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and you will be responsible for paying any difference in cost. Benefits are provided for a
single unit of DME (example: one insulin pump) and for repairs of that unit.

Examples of DME include but are not limited to:

m  Oxygen and the rental of equipment to administer oxygen (including tubing, connectors
and masks).

m  Equipment to assist mobility, such as a standard wheelchair.
m A standard Hospital-type beds.

m  Negative pressure wound therapy pumps (wound vacuums).
m  Burn garments.

m Insulin pumps and all related necessary supplies as described under Diabetes Services in this
section.

m  External cochlear devices and systems. Surgery to place a cochlear implant is also
covered by the Plan. Cochlear implantation can either be an inpatient or outpatient
procedure. Benefits for cochlear implantation are provided under the applicable
medical/surgical Benefit categories in this SPD. See Hospital - Inpatient Stay, Rebabilitation
Services - Outpatient Therapy and Surgery - Outpatient in this section.

m orthotic devices when prescribed by Physician. This includes braces that straighten or
change the shape of a body part, splints for the extremities, back and special surgical
corsets, trusses and cranial orthotics (helmets). This also includes shoe inserts, arch
supports, lifts and wedges and shoe orthotics when in lieu of Surgery;

m  Braces that stabilize an injured body part, including necessary adjustments to shoes to
accommodate braces. Braces that stabilize an injured body part and braces to treat
curvature of the spine are considered Durable Medical Equipment and are a Covered
Health Service. Dental braces are excluded from coverage.

m  Mechanical equipment necessary for the treatment of chronic or acute respiratory failure
(except that air-conditioners, humidifiers, dehumidifiers, air purifiers and filters, and
personal comfort items are excluded from coverage).

Benetfits include lymphedema stockings for the arm as required by the Women's Health and
Cancer Rights Act of 1998.

Benefits also include dedicated speech generating devices and tracheo-esophageal voice
devices required for treatment of severe speech impairment or lack of speech directly
attributed to Sickness or Injury. Benefits for the purchase of these devices are available only
after completing a required three-month rental period.

Orthotics

Orthotic braces, including needed changes to shoes to fit braces. Braces that stabilize an
injured body part and braces to treat curvature of the spine are a Covered Health Service.
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Benefits under this section do not include any device, appliance, pump, machine, stimulator,
or monitor that is fully implanted into the body. Implantable devices are a Covered Health
Service for which Benefits ate available under the applicable medical/sutgical Covered
Health Service categories in this SPD.

Benefits do not include:

m  Any device, appliance, pump, machine, stimulator, or monitor that is fully implanted into
the body. Implantable devices are a Covered Health Service for which Benefits are
available under the applicable medical/surgical Covered Health Service categories in this
SPD.

m Diagnostic or monitoring equipment purchased for home use, unless otherwise
described as a Covered Health Service.

m Powered exoskeleton devices.
UnitedHealthcare will decide if the equipment should be purchased or rented.
Note: DME is different from prosthetic devices - see Prosthetic Devices in this section.

Benefits for dedicated speech generating devices and tracheo-esophageal voice devices are
limited to the purchase of one device during the entire period of time a Covered Person is
enrolled under the Plan. Benefits for repair/replacement are limited to once every three
years.

To receive Network Benefits, you must obtain the Durable Medical Equipment or orthotic
from the vendor UnitedHealthcare identifies or from the prescribing Network Physician.

Benefits are provided for the repair/replacement of a type of Durable Medical Equipment or
orthotic once every three calendar years. Repair and/or replacement of DME or orthotics
would apply to this limit in the same manner as a purchase.

At UnitedHealthcare's discretion, replacements are covered for damage beyond repair with
normal wear and tear, when repair costs exceed new purchase price, or when a change in the
Covered Person's medical condition occurs sooner than the three year timeframe. Repairs,
including the replacement of essential accessories, such as hoses, tubes, mouth pieces, etc.,
for necessary DME are only covered when required to make the item/device serviceable and
the estimated repair expense does not exceed the cost of purchasing or renting another
item/device. Requests for repairs may be made at any time and are not subject to the three
year timeline for replacement.

Prior Authorization Requirement

For Non-Network Benefits you must obtain prior authorization from the Claims
Administrator before obtaining any DME or orthotic that costs more than $1,000 (either
retail purchase cost or cumulative retail rental cost of a single item). If you fail to obtain
prior authorization from the Claims Administrator, as required, Benefits will be subject to
a $300 reduction.
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Emergency Health Services - Outpatient

The Plan's Emergency services Benefit pays for outpatient treatment at a Hospital or
Alternate Facility when required to stabilize a patient or initiate treatment.

Benetfits under this section include the facility charge, supplies and all professional services
requited to stabilize your condition and/or initiate treatment. This includes placement in an
observation bed for the purpose of monitoring your condition (rather than being admitted
to a Hospital for an Inpatient Stay).

Network Benefits will be paid for an Emergency admission to a non-Network Hospital as
long as the Claims Administrator is notified within two business days of the admission or on
the same day of admission if reasonably possible after you are admitted to a non-Network
Hospital. The Claims Administrator may elect to transfer you to a Network Hospital as soon
as it is medically appropriate to do so. If you continue your stay in a non-Network Hospital
after the date your Physician determines that it is medically appropriate to transfer you to a
Network Hospital, Network Benefits will not be provided. Non-Network Benefits may be
available if the continued stay is determined to be a Covered Health Service. Eligible
Expenses will be determined as described under E/igible Expenses in Section 3, How the Plan
Works.

Benefits under this section are available for services to treat a condition that does not meet
the definition of an Emergency.

Note: If you are confined in a non-Network Hospital after you receive outpatient
Emergency Health Services, you must notify the Claims Administrator within two
business days or on the same day of admission if reasonably possible. The Claims
Administrator may elect to transfer you to a Network Hospital as soon as it is medically
appropriate to do so. If you choose to stay in the non-Network Hospital after the date
the Claims Administrator decides a transfer is medically appropriate, Network Benefits
will not be provided. Non-Network Benefits may be available if the continued stay is
determined to be a Covered Health Service.

Gender Dysphoria

Benefits for the treatment of Gender Dysphoria limited to the following services:

m  Psychotherapy for Gender Dysphoria and associated co-morbid psychiatric diagnoses
are provided as described under Mental Health Services in your SPD.

m Cross-sex hormone therapy:

- Cross-sex hormone therapy administered by a medical provider (for example during
an office visit) is provided as described under Pharmacentical Products — Outpatient in
your SPD.

- Cross-sex hormone therapy dispensed from a pharmacy is provided as described
under Section 15, Outpatient Prescription Drugs.

m Puberty suppressing medication injected or implanted by a medical provider in a clinical
setting.
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m Breast enlargement, including augmentation mammoplasty and breast implants.
m Trachea shave (removal or reduction of the Adam's Apple).
m  Voice modification surgery.
m  Voice lessons and voice therapy.
m Laboratory testing to monitor the safety of continuous cross-sex hormone therapy.
m  Surgery for the treatment for Gender Dysphoria, including the surgeries listed below:
- Bilateral mastectomy or breast reduction
- Clitoroplasty (creation of clitoris)
- Hysterectomy (removal of uterus)
- Labiaplasty (creation of labia)
- Metoidioplasty (creation of penis, using clitoris)
- Orchiectomy (removal of testicles)
- Penectomy (removal of penis)
- Penile prosthesis
- Phalloplasty (creation of penis)
- Salpingo-oophorectomy (removal of fallopian tubes and ovaries)
- Scrotoplasty (creation of scrotum)
- Testicular prosthesis
- Urethroplasty (reconstruction of urethra)
- Vaginectomy (removal of vagina)

Genital Surgery and Bilateral Mastectomy or Breast Reduction Surgery
Documentation Requirements:

The Covered Person must provide documentation of the following for breast surgery:

m A written psychological assessment from at least one qualified behavioral health provider
experienced in treating Gender Dysphoria. The assessment must document that the
Covered Person meets all of the following criteria:

- Persistent, well-documented Gender Dysphoria.

- Capacity to make a fully informed decision and to consent for treatment.

- Must be 18 years or older.

- If significant medical or mental health concerns are present, they must be reasonably
well controlled.

The Covered Person must provide documentation of the following for genital surgery:

m A written psychological assessment from at least two qualified behavioral health
providers experienced in treating Gender Dysphoria, who have independently assessed
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the Covered Person. The assessment must document that the Covered Person meets all
of the following criteria.

- Persistent, well-documented Gender Dysphoria.

- Capacity to make a fully informed decision and to consent for treatment.

- Must 18 years or older.

- If significant medical or mental health concerns are present, they must be reasonably
well controlled.

- Complete at least 12 months of successful continuous full-time real-life experience in
the desired gender.

- Complete 12 months of continuous cross-sex hormone therapy appropriate for the
desired gender (unless medically contraindicated).

Hearing Aids

The Plan pays Benefits for hearing aids required for the correction of a hearing impairment
(a reduction in the ability to perceive sound which may range from slight to complete
deafness). Hearing aids are electronic amplifying devices designed to bring sound more
effectively into the ear. A hearing aid consists of a microphone, amplifier and receiver.

Benefits are available for a hearing aid that is prescribed, filled, and dispensed by a licensed
audiologist. Benefits are provided for the hearing aid and associated fitting charges and
testing.

If more than one type of hearing aid can meet your functional needs, Benefits are available
only for the hearing aid that meets the minimum specifications for your needs. If you
purchase a hearing aid that exceeds these minimum specifications, the Plan will pay only the
amount that the Plan would have paid for the hearing aid that meets the minimum

specifications, and you will be responsible for paying any difference in cost.

Benefits do not include bone anchored hearing aids. Bone anchored hearing aids are a
Covered Health Service for which Benefits are available under the applicable
medical/surgical Covered Health Services categories in this section only for Covered
Persons who have either of the following:

m Craniofacial anomalies whose abnormal or absent ear canals preclude the use of a
wearable hearing aid.

m  Hearing loss of sufficient severity that it would not be adequately remedied by a wearable
hearing aid.

Any combination of Network Benefits and Non-Network Benefits for hearing aid
repait/replacement is limited to once every four years and $2,500 per ear. Benefits are
limited to a single purchase (including repair/replacement) per hearing impaired ear every 48
months. Ear molds are limited to four per calendar year per Covered Person up to 2 years of

age.
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Home Health Care

Covered Health Services are services that a Home Health Agency provides if you need care
in your home due to the nature of your condition. Services must be:

m  Ordered by a Physician.

m  Provided by or supervised by a registered nurse in your home, or provided by either a
LVN or licensed practical nurse and supervised by a registered nurse.

m  Not considered Custodial Care, as defined in Section 14, Glossary.

m Provided on a part-time, Intermittent Care schedule when Skilled Care is required. Refer
to Section 14, Glossary for the definition of Skilled Care.

The Claims Administrator will determine if Skilled Care is needed by reviewing both the
skilled nature of the service and the need for Physician-directed medical management. A
service will not be determined to be "skilled" simply because there is not an available
caregiver.

Benefits are limited to medical social service consultations and health aid services while the
Covered Person is receiving covered nursing or therapy services.

Any combination of Network Benefits and Non-Network Benefits is limited to 120 visits
per calendar year. One visit equals four hours of Skilled Care services.

Prior Authorization Requirement

For Non-Network Benefits you must obtain prior authorization from the Claims
Administrator five business days before receiving services, including nutritional foods and
Private Duty Nursing, or as soon as is reasonably possible. If you fail to obtain prior
authorization from the Claims Administrator as required, Benefits will be subject to a
$300 reduction.

Hospice Care

Hospice care is an integrated program recommended by a Physician which provides comfort
and support services for the terminally ill. Hospice care can be provided on an inpatient or
outpatient basis and includes physical, psychological, social, spiritual and respite care for the
terminally ill person, and short-term grief counseling for immediate family members while
the Covered Person is receiving hospice care. Benefits are available only when hospice care
is received from a licensed hospice agency, which can include a Hospital.

Prior Authorization Requirement

For Non-Network Benefits you must obtain prior authorization from the Claims
Administrator five business days before admission for an Inpatient Stay in a hospice
facility or as soon as is reasonably possible. If you fail to obtain prior authorization from
the Claims Administrator as required, Benefits will be subject to a $300 reduction.
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In addition, for Non-Network Benefits, you must contact the Claims Administrator
within 24 hours of admission for an Inpatient Stay in a hospice facility.

Hospital - Inpatient Stay

Hospital Benefits are available for:

m  Non-Physician services and supplies received during an Inpatient Stay.
m  Room and board in a Semi-private Room (a room with two or more beds).

m  Physician services for radiologists, anesthesiologists, pathologists and Emergency room
Physicians.

The Plan will pay the difference in cost between a Semi-private Room and a private room
only if a private room is necessary according to generally accepted medical practice.

Benetfits for an Inpatient Stay in a Hospital are available only when the Inpatient Stay is
necessary to prevent, diagnose or treat a Sickness or Injury. Benefits for other Hospital-
based Physician services are described in this section under Physzcian Fees for Surgical and
Medical Services.

Benefits for Emergency admissions and admissions of less than 24 hours are described
under Emergency Health Services and Surgery - Outpatient, Scopic Procedures - Outpatient Diagnostic
and Therapentic, and Therapentic Treatments - Outpatient, respectively.

Prior Authorization Requirement

For Non-Network Benefits, for:

m A scheduled admission, you must obtain prior authorization from the Claims
Administrator five business days before admission.

m A non-scheduled admission, you must provide notification as soon as is reasonably
possible.

If you do not obtain prior authorization from the Claims Administrator as required,
Benefits will be subject to a $300 reduction.

In addition, for Non-Network Benefits, you must contact the Claims Administrator 24
hours before admission for scheduled admissions or as soon as is reasonably possible for
non-scheduled admissions.

Infertility and/or Fertility Services

Benefits for infertility/fertility setvices are offered under the medical portion of the plan
only as a separate benefit through the Plan’s approved vendor, Progyny.

To be eligible for Benefits, you must utilize or receive the Services under the direction and
authorization of Progyny and are limited to those Covered Health Services described in the
Progyny Member Guide. See the Progyny Member Guide for coverage details and
exclusions.
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Benefits for Infertility medications provided under Section 15, Outpatient Prescription Drugs are
limited to $10,000 per Covered Person during the entire period of time he or she is enrolled
for coverage under the Plan.

Lab, X-Ray and Diagnostics - Outpatient

Services for Sickness and Injury-related diagnostic purposes, received on an outpatient basis
at a Hospital or Alternate Facility or in a Physician's office include:

m Lab and radiology/X-ray.

m  Mammography.

Benefits under this section include:

m  The facility charge and the charge for supplies and equipment.
m  Physician services for radiologists, anesthesiologists and pathologists.

m  Genetic Testing ordered by a Physician which results in available medical treatment
options following Genetic Counseling.

m Presumptive Drug Tests and Definitive Drug Tests.

Any combination of Network Benefits and Non-Network Benefits is limited to 18
Presumptive Drug Tests per calendar year.

Any combination of Network Benefits and Non-Network Benefits is limited to 18 Definitive
Drug Tests per calendar year.

Benefits for other Physician services are described in this section under Physician Fees for
Surgical and Medical Services. 1ab, X-ray and diagnostic services for preventive care are
described under Preventive Care Services in this section. CT scans, PET scans, MRI, MRA,
nuclear medicine and major diagnostic services are described under Lab, X-Ray and Major
Diagnostics - CT, PET Scans, MRI, MRA and Nuclear Medicine - Outpatient in this section.

Prior Authorization Requirement

For Non-Network Benefits for Genetic Testing, sleep studies, stress echocardiography
and transthoracic echocardiogram, you must obtain prior authorization from the Claims
Administrator five business days before scheduled services are received. If you fail to
obtain prior authorization as required, Benefits will be subject to a $300 reduction.

Lab, X-Ray and Major Diagnostics - CT, PET Scans, MRI, MRA and Nuclear Medicine -
Outpatient
Services for CT scans, PET scans, MRI, MRA, nuclear medicine, and major diagnostic

services received on an outpatient basis at a Hospital or Alternate Facility or in a Physician's
office.
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Benefits under this section include:

m  The facility charge and the charge for supplies and equipment.
m  Physician services for radiologists, anesthesiologists and pathologists.

m  Genetic Testing ordered by a Physician which results in available medical treatment
options following Genetic Counseling.

Benefits for other Physician services are described in this section under Physician Fees for
Surgical and Medical Services.

Prior Authorization Requirement

For Non-Network Benefits for CT, PET scans, MRI, MRA, nuclear medicine, including
nuclear cardiology, you must obtain prior authorization from the Claims Administrator
five business days before scheduled services are received. If you do not obtain prior
authorization from the Claim Administrator as required, Benefits will be subject to a $300
reduction.

Mental Health Services

Mental Health Services include those received on an inpatient or outpatient basis in a
Hospital and an Alternate Facility or in a provider's office. All services must be provided by
ot under the direction of a behavioral health provider who is propetly licensed and qualified
by law and acting within the scope of their licensure.

Benefits include the following levels of care:

m Inpatient treatment.

m Residential Treatment.

m  Partial Hospitalization/Day Treatment.
m Intensive Outpatient Treatment.

m  Outpatient treatment.

Inpatient treatment and Residential Treatment includes room and board in a Semi-private
Room (a room with two or more beds).

Services include the following:

m  Diagnostic evaluations, assessment and treatment and/or procedures.
m  Medication management.
m Individual, family, and group therapy.

m Crisis intervention.
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The Mental Health/Substance-Related and Addictive Disorders Administrator provides
administrative services for all levels of care.

You are encouraged to contact the Mental Health/Substance-Related and Addictive
Disorders Administrator for assistance in locating a provider and coordination of care.

Prior Authorization Requirement

For Non-Network Benefits for:

m A scheduled admission for Mental Health Services (including admission for services
at a Residential Treatment facility), you must obtain prior authorization from the
Claims Administrator five business days before admission.

m A non-scheduled admission you must provide notification as soon as is reasonably
possible.

In addition, for Non-Network Benefits you must obtain prior authorization from the
Claim Administrator before the following services are received. Services requiring prior
authorization: Partial Hospitalization/Day Treatment; Intensive Outpatient Treatment
programs; outpatient electro-convulsive treatment; psychological testing; transcranial
magnetic stimulation.

If you fail to obtain prior authorization from or provide notification to the Claims
Administrator as required, Benefits will be subject to a $300 reduction.

Neurobiological Disorders - Autism Spectrum Disorder Services

The Plan pays Benefits for behavioral services for Autism Spectrum Disorder including
Intensive Behavioral Therapies such as Applied Behavior Analysis (ABA) that are the
following:

m Focused on the treatment of core deficits of Autism Spectrum Disorder.

m  Provided by a Board Certified Applied Behavior Analyst (BCBA) or other qualified provider
under the appropriate supervision.

m  Focused on treating maladaptive/stereotypic behaviors that are posing danger to self,
others and property and impairment in daily functioning.

These Benefits describe only the behavioral component of treatment for Autism Spectrum
Disorder. Medical treatment of Autism Spectrum Disorder is a Covered Health Service for
which Benefits are available under the applicable medical Covered Health Services categories
as described in this section.

Benefits include the following levels of care:

m Inpatient treatment.
m Residential Treatment.

m  Partial Hospitalization/Day Treatment.
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m Intensive Outpatient Treatment.
m  Outpatient Treatment.

Inpatient treatment and Residential Treatment includes room and board in a Semi-private
Room (a room with two or more beds).

Services include the following:

m  Diagnostic evaluations, assessment and treatment and/or procedures.
m  Medication management.

m  Individual, family, and group therapy.

m Crisis intervention.

The Mental Health/Substance-Related and Addictive Disorders Administrator provides
administrative services for all levels of care.

You are encouraged to contact the Mental Health/Substance-Related and Addictive
Disorders Administrator for assistance in locating a provider and coordination of care.

Prior Authorization Requirement

For Non-Network Benefits for:

m A scheduled admission for Neurobiological Disorders - Autism Spectrum Disorder
Services (including services at a Residential Treatment facility), you must obtain
authorization from the Claims Administrator five business days before admission.

m A non-scheduled admission you must provide notification as soon as is reasonably
possible.

In addition for Non-Network Benefits you must obtain prior authorization from the
Claims Administrator before the following services are received. Services requiring prior
authotization: Partial Hospitalization/Day Treatment; Intensive Outpatient Treatment
programs; psychological testing; Intensive Behavioral Therapy, including Applied Behavior
Apnalysis (ABA).

If you fail to obtain prior authorization from or provide notification to the Claims
Administrator as required, Benefits will be subject to a $300 reduction.

Obesity Surgery

Surgical treatment of obesity when provided by or under the direction of a Physician when
all of the following are true:
m  You have enrolled in the Bariatric Resource Services (BRS) program.

®  You have a minimum Body Mass Index (BMI) of 40, or greater than 35 with at least one
complicating coexisting medical condition or disease present.
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B You are over the age of 18 or, for adolescents, have achieved greater than 95% of
estimated adult height AND a minimum Tanner Stage of 4.

®m  You have a 3-month physician or other health care provider supervised diet documented
within the last 2 years.

®m  You have completed a multi-disciplinary surgical preparatory regimen, which includes a
psychological evaluation.

®m  You are having your first bariatric surgery under your plan, unless there were
complications with your first procedure.

See Bariatric Resource Services (BRS) in Section 7, Clinical Programs and Resources for more
information on the BRS program.

Benefits are available for obesity surgery services that meet the definition of a Covered
Health Service, as defined in Section 14, Glossary and are not Experimental or
Investigational or Unproven Services.

Benefits are limited to one surgery per lifetime unless there are complications to the covered
surgery.
You will have access to a certain Network of Designated Providers participating in the

Bariatric Resource Services (BRS) program, as defined in Section 14, Glossary, for obesity
surgery services.

For obesity surgery services to be considered Covered Health Services under the BRS
program, you must contact Bariatric Resource Services and speak with a nurse consultant

prior to receiving services. You can contact Bariatric Resource Services by calling 1-888-936-
7240.

Note: The services described under the Complex: Medical Conditions Travel and 1 odging Assistance
Program in Section 7, Clinical Programs and Resources are Covered Health Services only in
connection with obesity-related services received by a Designated Provider.

Orthognathic Surgery

The Plan pays for Orthognathic Surgery, osteotomy, or any other form of oral surgery,
dentistry or dental processes to the teeth and surrounding tissue (including complications
resulting from) if one of the following applies:

m  The treatment of accidental injury to the jaw, sound natural teeth, mouth or face and
Benefits for accidental injury will be coordinated with Benefits from the Dental Plan; OR

m  The treatment is for the improvement of the physiological functioning of a malformed
body member except for services related to Orthognathic Surgery, osteotomy, or any
other form of oral surgery, dentistry, or dental processes to the teeth and surrounding
tissue.
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Prior Authorization Requirement

For Non-Network Benefits for Orthognathic Surgeries, you must obtain prior
authorization from the Claims Administrator five business days before scheduled services
are received. If you do not obtain prior authorization from the Claim Administrator as
required, Benefits will be subject to a $300 reduction.

Ostomy Supplies

Benefits for ostomy supplies are limited to:

m  Pouches, face plates and belts.
m Irrigation sleeves, bags and ostomy irrigation catheters.

m Skin barriets.

Benefits are not available for deodorants, filters, lubricants, tape, appliance cleaners,
adhesive, adhesive remover, or other items not listed above.

Pharmaceutical Products - Outpatient

The Plan pays for Pharmaceutical Products that are administered on an outpatient basis in a
Hospital, Alternate Facility, Physician's office, or in a Covered Person's home. Examples of
what would be included under this category are antibiotic injections in the Physician's office
or inhaled medication in an Urgent Care Center for treatment of an asthma attack.

Benefits under this section are provided only for Pharmaceutical Products which, due to
their characteristics (as determined by UnitedHealthcare), must typically be administered or
directly supetvised by a qualified provider or licensed/ certified health professional.
Depending on where the Pharmaceutical Product is administered, Benefits will be provided
for administration of the Pharmaceutical Product under the corresponding Benefit category
in this SPD. Benefits for medication normally available by prescription or order or refill are
provided as described under your Outpatient Prescription Drug Plan. Benefits under this
section do not include medications for the treatment of infertility.

If you require certain Pharmaceutical Products, including specialty Pharmaceutical Products,
UnitedHealthcare may direct you to a Designated Dispensing Entity with whom
UnitedHealthcare has an arrangement to provide those Pharmaceutical Products. Such
Dispensing Entities may include an outpatient pharmacy, specialty pharmacy, Home Health
Agency provider, Hospital-affiliated pharmacy or hemophilia treatment center contracted
pharmacy.

If you/your provider are directed to a Designated Dispensing Entity and you/your provider
choose not to obtain your Pharmaceutical Product from a Designated Dispensing Entity,
Network Benefits are not available for that Pharmaceutical Product.

Certain Pharmaceutical Products are subject to step therapy requirements. This means that
in order to receive Benefits for such Pharmaceutical Products, you must use a different
Pharmaceutical Product and/or prescription drug product first. You may find out whether a
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particular Pharmaceutical Product is subject to step therapy requirements by contacting
UnitedHealthcare at www.myuhc.com or by calling the telephone number on your ID card.

UnitedHealthcare may have certain programs in which you may receive an enhanced or
reduced Benefit based on your actions such as adherence/compliance to medication or
treatment regimens and/or participation in health management programs. You may access
information on these programs through the Internet at www.myuhc.com or by calling the
number on your ID card.

Physician Fees for Surgical and Medical Services

The Plan pays Physician fees for surgical procedures and other medical care received from a
Physician in a Hospital, Skilled Nursing Facility, Inpatient Rehabilitation Facility, Alternate
Facility or for Physician house calls.

Physician's Office Services - Sickness and Injury

Benefits are paid by the Plan for Covered Health Services provided in a Physician's office for
the diagnosis and treatment of a Sickness or Injury. Benefits are provided under this section
regardless of whether the Physician's office is freestanding, located in a clinic or located in a
Hospital. Benefits under this section include allergy injections and hearing exams in case of
Injury or Sickness.

Covered Health Services include medical education services that are provided in a
Physician's office by appropriately licensed or registered healthcare professionals when both
of the following are true:

m  Education is required for a disease in which patient self-management is an important
component of treatment.

m  There exists a knowledge deficit regarding the disease which requires the intervention of
a trained health professional.

Covered Health Services include Genetic Counseling.
Benefits for preventive services are described under Preventive Care Services in this section.

When a test is performed or a sample is drawn in the Physician's office Benefits for the
analysis or testing of a lab, radiology/X-rays or other diagnostic service, whether performed
in or out of the Physician's office, are described under Lab, X-Ray and Diagnostics - Outpatient.

Please Note
Your Physician does not have a copy of your SPD, and is not responsible for knowing or
communicating your Benefits.

Pregnancy - Maternity Services

Benefits for Pregnancy will be paid at the same level as Benefits for any other condition,
Sickness or Injury. This includes all maternity-related medical services for prenatal care,
postnatal care, delivery, and any related complications.
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The Plan will pay Benefits for an Inpatient Stay of at least:

m 48 hours for the mother and newborn child following a vaginal delivery.

®m 96 hours for the mother and newborn child following a cesarean section delivery.

These are federally mandated requirements under the Newborns' and Mothers' Health Protection
Act of 1996 which apply to this Plan. The Hospital or other provider is not required to get
authorization for the time periods stated above. Authorizations are required for longer
lengths of stay. If the mother agrees, the attending Physician may discharge the mother
and/or the newborn child earlier than these minimum timeframes.

Both before and during a Pregnancy, Benefits include the services of a genetic counselor
when provided or referred by a Physician. These Benefits are available to all Covered
Persons in the immediate family. Covered Health Services include related tests and
treatment.

Benefits for Dependent Children

Pregnancy Benefits for Dependent children are limited to the extent as required by ACA.
Coverage for Complications of Pregnancy are not otherwise covered. For a complete
definition of Complications of Pregnancy, see Section 14, Glossary.

Prior Authorization Requirement

For Non-Network Benefits you must obtain prior authorization from the Claims
Administrator as soon as reasonably possible if the Inpatient Stay for the mother and/or
the newborn will be more than 48 hours for the mother and newborn child following a
normal vaginal delivery, or more than 96 hours for the mother and newborn child
following a cesarean section delivery. If you fail to obtain prior authorization as required,
Benetfits will be subject to a $300 reduction.

It is important that you notify the Claims Administrator regarding your Pregnancy. Your
notification may open the opportunity to become enrolled in prenatal programs that are
designed to achieve the best outcomes for you and your baby.

Healthy moms and babies
The Plan provides a special prenatal program to help during Pregnancy. Participation is
voluntary and free of charge. See Section 7, Clinical Programs and Resonrces, for details.

Preventive Care Services

The Plan pays Benefits for Preventive care services provided on an outpatient basis at a
Physician's office, an Alternate Facility or a Hospital. Preventive care services encompass
medical services that have been demonstrated by clinical evidence to be safe and effective in
either the early detection of disease or in the prevention of disease, have been proven to
have a beneficial effect on health outcomes and include the following as required under
applicable law:
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m  Evidence-based items or services that have in effect a rating of "A" or "B" in the current
recommendations of the United States Preventive Services Task Force.

B Immunizations that have in effect a recommendation from the Advisory Committee on
Immunization Practices of the Centers for Disease Control and Prevention.

m  With respect to infants, children and adolescents, evidence-informed preventive care and
screenings provided for in the comprehensive guidelines supported by the Health
Resources and Services Adpministration.

m  With respect to women, such additional preventive care and screenings as provided for

in comprehensive guidelines supported by the Health Resources and Services Administration.

Preventive care Benefits defined under the Health Resources and Services Administration (HRSA)
requirement include the cost of renting one breast pump per Pregnancy in conjunction with
childbirth. Breast pumps must be ordered by or provided by a Physician. You can obtain
additional information on how to access Benefits for breast pumps by going to
www.myuhc.com or by calling the number on your ID card. Benefits for breast pumps also
include the cost of purchasing one breast pump per Pregnancy in conjunction with
childbirth. These Benefits are described under Section 5, Plan Highlights, under Covered Health
Services.

If more than one breast pump can meet your needs, Benefits are available only for the most
cost effective pump. UnitedHealthcare will determine the following:

m  Which pump is the most cost effective.
m  Whether the pump should be purchased or rented.
m Duration of a rental.

m  Timing of an acquisition.

Benefits are only available if breast pumps are obtained from a DME provider or Physician.

For questions about your preventive care Benefits under this Plan call the number on your
ID card.

Private Duty Nursing - Outpatient

The Plan covers Private Duty Nursing care given on an outpatient basis by a licensed nurse
such as a Registered Nurse (R.N.), Licensed Practical Nurse (L.P.N.), or Licensed Vocational
Nurse (L.V.N.).

Prosthetic Devices

Benefits are paid by the Plan for external prosthetic devices that replace a limb or body part

limited to:

m  Artificial arms, legs, feet and hands.
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m  Artificial face, eyes, ears and noses.

m  Breast prosthesis as required by the Women's Health and Cancer Rights Act of 1998. Benefits
include mastectomy bras. Benefits for lymphedema stockings for the arm are provided as
described under Durable Medical Equipment (DME), Orthotics and Supplies.

Benefits are provided for 2 mastectomy bras per calendar year.

Benefits are provided only for external prosthetic devices and do not include any device that
is fully implanted into the body. Internal prosthetics are a Covered Health Service for which
Benefits are available under the applicable medical/surgical Covered Health Service
categories in this SPD.

If more than one prosthetic device can meet your functional needs, Benefits are available
only for the prosthetic device that meets the minimum specifications for your needs. The
device must be ordered or provided either by a Physician, or under a Physician's direction. If
you purchase a prosthetic device that exceeds these minimum specifications, the Plan will
pay only the amount that it would have paid for the prosthetic that meets the minimum
specifications, and you may be responsible for paying any difference in cost.

Benefits are available for repairs and replacement, except as described in Section 8, Exclusions
and Limitations, under Devices, Appliances and Prosthetics.

Benefits are limited to a single purchase of each type of prosthetic device every 3 years.
Benefits to replace appliances will only be covered due to changes in the size of the limb
being augmented. Repair and/or replacement of a prosthetic device would apply to this limit
in the same manner as a purchase.

Note: Prosthetic devices are different from DME - see Durable Medical Equipment (DME) in
this section.

Prior Authorization Requirement

For Non-Network Benefits you must obtain prior authorization from the Claims
Administrator before obtaining prosthetic devices that exceeds $1,000 in cost per device.
If prior authorization is not obtained as required, Benefits will be subject to a $300
reduction.

Reconstructive Procedures

Reconstructive Procedures are services performed when the primary purpose of the
procedure is either to treat a medical condition or to improve or restore physiologic function
for an organ or body part. Reconstructive Procedures include surgery or other procedures
which are associated with an Injury, Sickness or Congenital Anomaly. The primary result of
the procedure is not a changed or improved physical appearance.

Improving or restoring physiologic function means that the organ or body part is made to
work better. An example of a Reconstructive Procedure is surgery on the inside of the nose
so that a person's breathing can be improved or restored.
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Benefits for Reconstructive Procedures include breast reconstruction following a
mastectomy and reconstruction of the non-affected breast to achieve symmetry.
Replacement of an existing breast implant is covered by the Plan if the initial breast implant
followed a mastectomy. Other services required by the Women's Health and Cancer Rights Act of
1998, including breast prostheses and treatment of complications, are provided in the same
manner and at the same level as those for any other Covered Health Service. You can
contact UnitedHealthcare at the number on your ID card for more information about
Benefits for mastectomy-related services.

There may be times when the primary purpose of a procedure is to make a body part work
better. However, in other situations, the purpose of the same procedure is to improve the
appearance of a body part. Cosmetic procedures are excluded from coverage. Procedures
that correct an anatomical Congenital Anomaly without improving or restoring physiologic
function are considered Cosmetic Procedures. A good example is upper eyelid surgery. At
times, this procedure will be done to improve vision, which is considered a Reconstructive
Procedures. In other cases, improvement in appearance is the primary intended purpose,
which is considered a Cosmetic Procedure. This Plan does not provide Benefits for
Cosmetic Procedures, as defined in Section 14, Glossary.

The fact that a Covered Person may suffer psychological consequences or socially avoidant
behavior as a result of an Injury, Sickness or Congenital Anomaly does not classify surgery
(or other procedures done to relieve such consequences or behavior) as a Reconstructive
Procedures.

Prior Authorization Requirement

For Non-Network Benefits you must obtain prior authorization from the Claims
Administrator five business days before a scheduled reconstructive procedure is
performed or, for non-scheduled procedures, within one business day or as soon as is
reasonably possible. If authorization is not obtained from the Claims Administrator as
required, or notification is not provided, Benefits will be subject to a $300 reduction.

In addition, for Non-Network Benefits you must provide notification to the Claims
Administrator 24 hours before admission for scheduled inpatient admissions or as soon
as 1s reasonably possible for non-scheduled inpatient admissions.

Rehabilitation Services - Outpatient Therapy and Manipulative Treatment

The Plan provides short-term outpatient rehabilitation services (including habilitative
services) limited to:

m  Physical therapy.

m  Occupational therapy.

m  Manipulative Treatment.

m  Speech therapy.

m  Post-cochlear implant aural therapy.

m Vision therapy.
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m  Cognitive rehabilitation therapy following a post-traumatic brain Injury or cerebral
vascular accident.

m  Pulmonary rehabilitation.

m Cardiac rehabilitation.

For all rehabilitation services, a licensed therapy provider, under the direction of a Physician
(when required by state law), must perform the services. Benefits under this section include
rehabilitation services provided in a Physician's office or on an outpatient basis at a Hospital
or Alternate Facility. Rehabilitative services provided in a Covered Person's home by a
Home Health Agency are provided as described under Home Health Care. Rehabilitative
services provided in a Covered Person's home other than by a Home Health Agency are
provided as described under this section.

Benefits can be denied or shortened for Covered Persons who are not progressing in goal-
directed rehabilitation services or if rehabilitation goals have previously been met. Benefits
under this section ate not available for maintenance/preventive treatment.

For outpatient rehabilitation services for speech therapy, the Plan will pay Benefits for the
treatment of disorders of speech, language, voice, communication and auditory processing
only when the disorder results from Injury, stroke, cancer, ALS or Congenital Anomaly.
Benefits include coverage for devices and computers to assist in communication and speech.

Habilitative Services

For the purpose of this Benefit, "habilitative services" means Medically Necessary skilled
health care services that help a person keep, learn or improve skills and functioning for daily
living. Habilitative services are skilled when all of the following are true:

m  The services are part of a prescribed plan of treatment or maintenance program that is
Medically Necessary to maintain a Covered Person's current condition ot to prevent or
slow further decline.

m Itis ordered by a Physician and provided and administered by a licensed provider.

m It is not delivered for the purpose of assisting with activities of daily living, including
dressing, feeding, bathing or transferring from a bed to a chair.

m It requires clinical training in order to be delivered safely and effectively.

m It is not Custodial Care.

The Claims Administrator will determine if Benefits are available by reviewing both the
skilled nature of the service and the need for Physician-directed medical management.
Therapies provided for the purpose of general well-being or conditioning in the absence of a
disabling condition are not considered habilitative services. A service will not be determined
to be "skilled" simply because there is not an available caregiver.

Benefits are provided for habilitative services provided for Covered Persons with a disabling
condition when both of the following conditions are met:
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m  The treatment is administered by a licensed speech-language pathologist, licensed
audiologist, licensed occupational therapist, licensed physical therapist or Physician.

m  The initial or continued treatment must be proven and not Experimental or
Investigational.

Benefits for habilitative services do not apply to those services that are solely educational in
nature or otherwise paid under state or federal law for purely educational services. Custodial
Care, respite care, day care, therapeutic recreation, educational/vocational training and
Residential Treatment are not habilitative services. A service or treatment plan that does not
help the Covered Person to meet functional goals is not a habilitative service.

The Plan may require the following be provided:

m medical records,
m other necessary data to allow the Plan to prove medical treatment is needed.

When the treating provider expects that continued treatment is or will be required to allow
the Covered Person to achieve progress, the Claims Administrator may request additional
medical records.

Benefits for Durable Medical Equipment and prosthetic devices, when used as a component
of habilitative services, are described under Durable Medical Equipment and Prosthetic Devices.

Benefits are limited to:

m 26 visits per calendar year for Manipulative Treatment.

These visit limits apply to Network Benefits and Non-Network Benefits combined.

Scopic Procedures - Outpatient Diagnostic and Therapeutic

The Plan pays for diagnostic and therapeutic scopic procedures and related services received
on an outpatient basis at a Hospital or Alternate Facility or in a Physician's office.

Diagnostic scopic procedures are those for visualization, biopsy and polyp removal.
Examples of diagnostic scopic procedures include colonoscopy, sigmoidoscopy, and
diagnostic endoscopy.

Benefits under this section include:

m  The facility charge and the charge for supplies and equipment.

m  Physician services for radiologists, anesthesiologists and pathologists.

Benefits for other Physician services are described in this section under Physician Fees for
Surgical and Medical Services.

Please note that Benefits under this section do not include surgical scopic procedures, which
are for the purpose of performing surgery. Benefits for surgical scopic procedures are
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described under Swurgery - Outpatient. Examples of surgical scopic procedures include
arthroscopy, laparoscopy, bronchoscopy, hysteroscopy.

Benefits that apply to certain preventive screenings are described in this section under
Preventive Care Services.

Skilled Nursing Facility/Inpatient Rehabilitation Facility Services

Facility services for an Inpatient Stay in a Skilled Nursing Facility or Inpatient Rehabilitation
Facility are covered by the Plan when confinement begins within 3 days following discharge
from an inpatient hospital confinement. Benefits include:

m  Supplies and non-Physician services received during the Inpatient Stay.

m  Room and board in a Semi-private Room (a room with two or more beds).

m  Physician services for radiologists, anesthesiologists and pathologists.

Benefits are available when skilled nursing and/or Inpatient Rehabilitation Facility services
are needed on a daily basis. Benefits are also available in a Skilled Nursing Facility or
Inpatient Rehabilitation Facility for treatment of a Sickness or Injury that would have
otherwise required an Inpatient Stay in a Hospital.

Benefits for other Physician services are described in this section under Physician Fees for
Surgical and Medical Services.

UnitedHealthcare will determine if Benefits are available by reviewing both the skilled nature
of the service and the need for Physician-directed medical management. A service will not be
determined to be "skilled" simply because thete is not an available caregiver.

Benefits are available only if both of the following are true:
m The initial confinement in a Skilled Nursing Facility or Inpatient Rehabilitation Facility
was or will be a Cost Effective alternative to an Inpatient Stay in a Hospital.

B You will receive skilled care services that are not primarily Custodial Care.

Skilled care is skilled nursing, skilled teaching, and skilled rehabilitation services when all of
the following are true:

m It must be delivered or supervised by licensed technical or professional medical
personnel in order to obtain the specified medical outcome, and provide for the safety of
the patient.

m Itis ordered by a Physician.

m Itis not delivered for the purpose of assisting with activities of daily living, including
dressing, feeding, bathing or transferring from a bed to a chair.

m It requires clinical training in order to be delivered safely and effectively.

57 SECTION 6 - ADDITIONAL COVERAGE DETAILS



ONEOK, INC. MEDICAL HDHP PLAN WITH HSA

You are expected to improve to a predictable level of recovery. Benefits can be denied or
shortened for Covered Persons who are not progressing in goal-directed rehabilitation
services or if discharge rehabilitation goals have previously been met.

Note: The Plan does not pay Benefits for Custodial Care or Domiciliary Care, even if
ordered by a Physician, as defined in Section 14, Glossary.

Any combination of Network Benefits and Non-Network Benefits is limited to 60 days per
calendar year.

Prior Authorization Requirement

For Non-Network Benefits for a scheduled admission, you must obtain prior
authorization from the Claims Administrator five business days before admission, or as
soon as is reasonably possible for non-scheduled admissions. If authorization is not
obtained as required, or notification is not provided, Benefits will be subject to a $300
reduction.

In addition, for Non-Network Benefits you must contact the Claims Administrator 24
hours before admission for scheduled admissions or as soon as is reasonably possible for
non-scheduled admissions.

Substance-Related and Addictive Disorders Services

Substance-Related and Addictive Disorders Services include those received on an inpatient
or outpatient basis in a Hospital, an Alternate Facility, or in a providet's office. All services
must be provided by or under the direction of a behavioral health provider who is properly
licensed and qualified by law and acting within the scope of their licensure.

Benefits include the following levels of care:

m Inpatient treatment.

m  Residential Treatment.

m Partial Hospitalization/Day Treatment.
m Intensive Outpatient Treatment.

m  Outpatient treatment.

Inpatient treatment and Residential Treatment includes room and board in a Semi-private
Room (a room with two or more beds).

Services include the following:

m  Diagnostic evaluations, assessment and treatment and/or procedures.
m Medication management.

m Individual, family, and group therapy.
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m Crisis intervention.

The Mental Health/Substance-Related and Addictive Disorders Administrator provides
administrative services for all levels of care.

You are encouraged to contact the Mental Health/Substance-Related and Addictive
Disorders Administrator for assistance in locating a provider and coordination of care.

Prior Authorization Requirement

For Non-Network Benefits for:

B A scheduled admission for Substance-Related and Addictive Disorders Services
(including services at a Residential Treatment facility), you must obtain authorization
from the Claims Administrator prior to the admission.

m A non-scheduled admission you must provide notification as soon as is reasonably
possible.

In addition, for Non-Network Benefits you must obtain prior authorization from the
Claims Administrator before the following services are received. Services requiring prior
authotization: Partial Hospitalization/Day Treatment; Intensive Outpatient Treatment
programs; psychological testing.

If you fail to obtain prior authorization from or provide notification to the Claims
Administrator as required, Benefits will be subject to a $300 reduction.

S

urgery - Outpatient

The Plan pays for surgery and related services received on an outpatient basis at a Hospital
or Alternate Facility or in a Physician's office.

Benefits under this section include certain scopic procedures. Examples of surgical scopic
procedures include arthroscopy, laparoscopy, bronchoscopy and hysteroscopy.

Benefits under this section include:

The facility charge and the charge for supplies and equipment.

Physician services for radiologists, anesthesiologists and pathologists. Benefits for other
Physician services are described in this section under Physician Fees for Surgical and Medical
Services.

Prior Authorization Requirement

For Non-Network Benefits for cardiac catheterization, pacemaker insertion, implantable
cardioverter defibrillators, diagnostic catheterization, electrophysiology implant and sleep
apnea surgery, you must obtain prior authorization from the Claims Administrator five
business days before scheduled services are received or, for non-scheduled services,
within two business days or as soon as is reasonably possible. If you fail to obtain prior
authorization as required, Benefits will be subject to a $300 reduction.
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Temporomandibular Joint (TMJ) Services

The Plan covers services for the evaluation and treatment of temporomandibular joint
syndrome (TM]) and associated muscles.

Diagnosis: Examination, radiographs and applicable imaging studies and consultation.

Non-surgical treatment including clinical examinations, oral appliances (orthotic splints),
arthrocentesis and trigger-point injections.

Benefits are provided for surgical treatment if the following criteria are met:

m  There is clearly demonstrated radiographic evidence of significant joint abnormality.
m  Non-surgical treatment has failed to adequately resolve the symptoms.
m  Pain or dysfunction is moderate or severe.

Benefits for surgical services include arthrocentesis, arthroscopy, arthroplasty, arthrotomy,
open or closed reduction of dislocations.

Benefits for surgical services also include FDA-approved TM] prosthetic replacements when
all other treatment has failed.

Benefits for an Inpatient Stay in a Hospital and Hospital-based Physician services are
described in this section under Hospital - Inpatient Stay and Physician Fees for Surgical and Medical
Services, respectively.

Therapeutic Treatments - Outpatient

The Plan pays Benefits for therapeutic treatments received on an outpatient basis at a
Hospital or Alternate Facility or in a Physician's office, including dialysis (both hemodialysis
and peritoneal dialysis), intravenous chemotherapy or other intravenous infusion therapy and
radiation oncology.

Covered Health Services include medical education services that are provided on an
outpatient basis at a Hospital or Alternate Facility by appropriately licensed or registered
healthcare professionals when:

m  Education is required for a disease in which patient self-management is an important
component of treatment.

m  There exists a knowledge deficit regarding the disease which requires the intervention of
a trained health professional.

Benefits under this section include:

m  The facility charge and the charge for related supplies and equipment.

m  Physician services for anesthesiologists, pathologists and radiologists. Benefits for other
Physician services are described in this section under Physician Fees for Surgical and Medical
Services.

60 SECTION 6 - ADDITIONAL COVERAGE DETAILS



ONEOK, INC. MEDICAL HDHP PLAN WITH HSA

Benefits are not available for dialysis received from a Non-Network Provider.

Prior Authorization Requirement

For Non-Network Benefits for the following outpatient therapeutic services you must
obtain prior authorization from the Claims Administrator five business days before
scheduled services are received or, for non-scheduled services, within one business day or
as soon as is reasonably possible. Services that require prior authorization: IV infusion,
intensity modulated radiation therapy and MR-guided focused ultrasound. If you fail to
obtain prior authorization from the Claims Administrator, as required, Benefits will be
subject to a $300 reduction.

Transplantation Services

Organ and tissue transplants including CAR-T cell therapy for malignancies when ordered
by a Physician. Benefits are available for transplants when the transplant meets the definition
of a Covered Health Service, and is not an Experimental or Investigational or Unproven
Service.

Examples of transplants for which Benefits are available include bone marrow including
CAR-T cell therapy for malignancies, heart, heart/lung, lung, kidney, kidney/pancreas, liver,
liver/small bowel, pancreas, small bowel and cornea.

Benefits are available to the donor and the recipient when the recipient is covered under this
Plan. Donor costs that are directly related to organ removal or procurement are Covered

Health Services for which Benefits are payable through the organ recipient's coverage under
the Plan.

The Claims Administrator has specific guidelines regarding Benefits for transplant services.
Contact the Claims Administrator at the number on your ID card for information about
these guidelines.

Transplantation services including evaluation for transplant, organ procurement and donor
searches and transplantation procedures may be received by a Designated Provider or a
Network facility that is not a Designated Provider.

Benefits are also available for cornea transplants. You are not required to obtain prior
authorization from the Claims Administrator for a cornea transplant nor is the cornea
transplant required to be performed by a Designated Provider.

Note: The services described under the Complex Medical Conditions Travel and 1 odging Assistance
Program in Section 7, Clinical Programs & Resources are Covered Health Services only in
connection with transplant services received by a Designated Provider.

Support in the event of serious illness
If you or a covered family member needs an organ or bone marrow transplant,
UnitedHealthcare can put you in touch with quality treatment centers around the country.
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Urgent Care Center Services

The Plan provides Benefits for services, including professional services, received at an
Urgent Care Center, as defined in Section 14, Glossary. When Urgent Care services are
provided in a Physician's office, the Plan pays Benefits as described under Physician's Office
Services - Sickness and Injury.

Virtual Care Services

Virtual care for Covered Health Services that includes the diagnosis and treatment of less
serious medical conditions. Virtual care provides communication of medical information in
real-time between the patient and a distant Physician or health specialist, outside of a medical
facility (for example, from home or from work).

Benefits are available only when services are delivered through a Designated Virtual
Network Provider. You can find a Designated Virtual Network Provider by contacting the
Claims Administrator at www.myuhc.com or the telephone number on your ID card.

Benefits are available for the following:
B Urgent on-demand health care delivered through live audio with video or audio only

technology for treatment of acute but non-emergency medical needs.

Please Note: Not all medical conditions can be treated through virtual care. The Designated
Virtual Network Provider will identify any condition for which treatment by in-person
Physician contact is needed.

Benefits do not include email, fax and standard telephone calls, or for services that occur
within medical facilities (CMS defined originating facilities).

Wigs

The Plan pays Benefits for wigs and other scalp hair prosthesis only for loss of hair resulting

from chemotherapy or radiation.

Any combination of Network Benefits and Non-Network Benefits is limited to $500 per
calendar year.
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SECTION 7 - CLINICAL PROGRAMS AND RESOURCES

What this section includes:
Health and well-being resources available to you, including:
m Consumer Solutions and Self-Service Tools.

m Disease Management Services.
m  Complex Medical Conditions Programs & Services.
m  Wellness Programs.

m  Women’s Health/Reproductive.

ONEOK, Inc. believes in giving you tools to help you be an educated health care consumer.
To that end, ONEOK, Inc. has made available several convenient educational and support
services, accessible by phone and the Internet, which can help you to:

m  Take care of yourself and your family members.

m  Manage a chronic health condition.

m Navigate the complexities of the health care system.

NOTE:

Information obtained through the services identified in this section is based on current
medical literature and on Physician review. It is not intended to replace the advice of a
doctor. The information is intended to help you make more informed health care
decisions and take a greater responsibility for your own health. UnitedHealthcare and
ONEOK, Inc. are not responsible for the results of your decisions from the use of the
information, including, but not limited to, your choosing to seeck or not to seek
professional medical care, your choosing of which provider to seek professional medical
care from or your choosing or not choosing specific treatment.

Consumer Solutions and Self-Service Tools
Health Survey

You and your Spouse are invited to learn more about health and wellness at
www.myuhc.com and are encouraged to participate in the online health survey. The health
survey is an interactive questionnaire designed to help you identify your healthy habits as
well as potential health risks.

Your health survey is kept confidential. Completing the survey will not impact your Benefits
or eligibility for Benefits in any way.

Reminder Programs

To help you stay healthy, UnitedHealthcare may send you and your covered Dependents
reminders to schedule recommended screening exams. Examples of reminders include:

m  Mammograms for women.
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m Pediatric and adolescent immunizations.
m Cervical cancer screenings for women.
m  Comprehensive screenings for individuals with diabetes.

m Influenza/pneumonia immunizations for enrollees.

There is no need to enroll in this program. You will receive a reminder automatically if you
have not had a recommended screening exam.

Decision Support

In order to help you make informed decisions about your health care, UnitedHealthcare has
a program called Decision Support. This program targets specific conditions as well as the
treatments and procedures for those conditions.

This program offers:

m  Access to health care information.

m  Support by a nurse to help you make more informed decisions in your treatment and
care.

m Expectations of treatment.

m Information on providers and programs.
Conditions for which this program is available include:

m  Back pain.

m  Knee & hip replacement.
m Prostate disease.

m Prostate cancet.

m  Benign uterine conditions.
m Breast cancer.

m  Coronary disease.

Participation is completely voluntary and without extra charge. If you think you may be
eligible to participate or would like additional information regarding the program, please
contact the number on your ID card.

UnitedHealth Premium® Program

To help people make more informed choices about their health care, the UnitedHealth
Premium® program recognizes Network Physicians who meet standards for quality and cost
efficiency. UnitedHealthcare uses evidence-based medicine and national industry guidelines
to evaluate quality. The cost efficiency standards rely on local market benchmarks for the
efficient use of resources in providing care.
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For details on the UnitedHealth Premium® program including how to locate a UnitedHealth
Premium Physician, log onto www.myuhc.com or call the number on your ID card.

www.myuhc.com

UnitedHealthcare's member website, www.myuhc.com, provides information at your
fingertips anywhere and anytime you have access to the Internet. www.myuhc.com opens
the door to a wealth of health information and self-service tools.

With www.myuhc.com you can:
m  Research a health condition and treatment options to get ready for a discussion with
your Physician.

m Search for Network providers available in your Plan through the online provider
directory.

m  Complete a health survey to help you identify health habits you may improve, learn
about healthy lifestyle techniques and access health improvement resources.

m  Use the treatment cost estimator to obtain an estimate of the costs of various procedures
in your area.

m  Use the Hospital comparison tool to compare Hospitals in your area on various patient
safety and quality measures.

Registering on www.myuhc.com

If you have not already registered on www.myuhc.com, simply go to
www.myuhc.com and click on "Register Now." Have your ID card handy. The
enrollment process is quick and easy.

Visit www.myuhc.com and:

m  Make real-time inquiries into the status and history of your claims.
m View eligibility and Plan Benefit information, including Annual Deductibles.
m View and print all of your Explanation of Benefits (EOBs) online.

m  Order a new or replacement ID card or print a temporary ID card.

Want to learn more about a condition or treatment?

Log on to www.myuhc.com and research health topics that are of interest to you. Learn
about a specific condition, what the symptoms are, how it is diagnosed, how common it
is, and what to ask your Physician.

Disease Management Services

Disease Management Services

If you have been diagnosed with certain chronic medical conditions you may be eligible to
participate in a disease management program at no additional cost to you. The heart failure,
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coronary artery disease, diabetes, asthma and Chronic Obstructive Pulmonary Disease
(COPD) programs are designed to support you. This means that you will receive free
educational information, and may even be called by a registered nurse who is a specialist in
your specific medical condition. This nurse will be a resource to advise and help you manage
your condition.

These programs offer:

m Educational materials that provide guidance on managing your specific chronic medical
condition. This may include information on symptoms, warning signs, self-management
techniques, recommended exams and medications.

m  Access to educational and self-management resources on a consumer website.

m  An opportunity for the disease management nurse to work with your Physician to ensure
that you are receiving the appropriate care.

m  Access to and one-on-one support from a registered nurse who specializes in your
condition. Examples of support topics include:

- Education about the specific disease and condition.

- Medication management and compliance.

- Reinforcement of on-line behavior modification program goals.
- Preparation and support for upcoming Physician visits.

- Review of psychosocial services and community resources.

- Caregiver status and in-home safety.

- Use of mail-order pharmacy and Network providers.

Participation is completely voluntary and without extra charge. If you think you may be
eligible to participate or would like additional information regarding the program, please
contact the number on your ID card.

Complex Medical Conditions Programs and Services

Bariatric Resource Services (BRS)

Your Plan offers Bariatric Resource Services (BRS) program. The BRS program provides
you with:

m  Specialized clinical consulting services to Participants and enrolled Dependents to
educate on obesity treatment options.
m  Access to specialized Network facilities and Physicians for obesity surgery services.

You must access the Bariatric Resource Services program by calling the number on your ID
card.

See Obesity Surgery in Section 6, Additional Coverage Details for obesity surgery requirements.

Your Plan Sponsor is providing you with Travel and Lodging assistance. Refer to the
Complex Medical Conditions Travel and 1odging Assistance Program in this section.
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Congenital Heart Disease (CHD) Resource Services

UnitedHealthcare provides a program that identifies and supports a Covered Person who
has Congenital Heart Disease (CHD) through all stages of treatment and recovery. This
program will work with you and your Physicians, as appropriate, to offer support and
education on CHD. Program features include clinical management by specialized CHD
Nurses, support from specialized Social Workers, assistance with choosing Physicians and
Facilities, and access to Designated Providers.

To learn more about CHD Resource Services program, visit
www.myoptumhealthcomplexmedical.com or call UnitedHealthcare at the number on
your ID card or you can call the CHD Resource Services Nurse Team at 888-936-7246.

Coverage for CHD surgeries and related services are based on your health plan’s terms,
exclusions, limitations and conditions, including the plan’s eligibility requirements and
coverage guidelines. Participation in this program is voluntary. If you are considering any
CHD surgeries you must contact CHD Resource Services prior to surgery to enroll in the
program in order for the surgery to be a considered a Covered Health Service under the
Plan.

Your Plan Sponsor is providing you with Travel and Lodging assistance. Refer to the
Complex Medical Conditions Travel and 1odging Assistance Program in this section.

Transplant Resource Services (TRS) Program

Your Plan offers Transplant Resource Services (TRS) program to provide you with access to
one of the nation’s leading transplant programs. Receiving transplant services through this
program means your transplant treatment is based on a “best practices” approach from
health care professionals with extensive expertise in transplantation.

To learn more about Transplant Resource Services, visit
www.myoptumhealthcomplexmedical.com or call the number on your ID card.

Coverage for transplant and transplant-related services are based on your health plan’s terms,
exclusions, limitations and conditions, including the plan’s eligibility requirements and
coverage guidelines. Participation in this program is voluntary.

Your Plan Sponsor is providing you with Travel and Lodging assistance. Refer to the
Complex Medical Conditions Travel and 1 odging Assistance Program in this section.

Complex Medical Conditions Travel and Lodging Assistance Program for the
Covered Health Services described below.

Your Plan may provide you with Travel and Lodging assistance. Travel and Lodging
assistance is only available for you or your eligible family member if you meet the
qualifications for the benefit, including receiving care at a Designated Provider and the
distance from your home address to the facility. Eligible Expenses are reimbursed after the
expense forms have been completed and submitted with the appropriate receipts.

If you have specific questions regarding the Travel and Lodging Assistance Program, please
call the Travel and Lodging office at 1-800-842-0843.
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Travel and Lodging Expenses

The Plan covers expenses for travel and lodging for the Covered Person, provided the
Covered Person is not covered by Medicare, and a companion as follows:

m Transportation of the Covered Person and one companion who is traveling on the same
day(s) to and/or from the site of the qualified procedure provided by a Designated
Provider for care related to one of the programs listed below.

m  The Eligible Expenses for lodging for the Covered Person (while not a Hospital
inpatient) and one companion.

m If the Covered Person is an enrolled Dependent minor child, the transportation
expenses of two companions will be covered.

m Travel and lodging expenses are only available if the Covered Person resides more than
50 miles from the Designated Provider.

m  Reimbursement for certain lodging expenses for the Covered Person and his/her
companion(s) may be included in the taxable income of the Plan participant if the
reimbursement exceeds the per diem rate.

m  The bariatric, congenital heart disease and transplant programs offer a combined overall
lifetime maximum of $10,000 per Covered Person for all transportation and lodging
expenses incurred by you and reimbursed under the Plan in connection with all
Congenital Heart Disease surgeries and Transplantation Services.

The Claims Administrator must receive valid receipts for such charges before you will be
reimbursed. Reimbursement is as follows:

Lodging
m A per diem rate, up to $50.00 per day, for the Covered Person (when not in the
Hospital) or the caregiver.

m Per diem is limited to $100.00 per day, for the Covered Person and one caregiver. When
a child is the Covered Person, two persons may accompany the child.

Wellness Programs
Quit For Life Program

UnitedHealthcare provides a tobacco cessation program to help tobacco users withdraw
from nicotine dependence. The Quit For Life® program employs an evidence-based
combination of physical, psychological and behavioral strategies to help enable you to take
responsibility for and overcome your addiction to tobacco use.

If you are a tobacco user, the Quit For Life® program tailors a quitting plan for you and
incorporates the following components:
m  Multiple planned phone-based coaching sessions.

m  Unlimited access to Quit Coach® staff for ongoing support for the duration of your
program via toll-free phone and live chat.
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m  Nicotine replacement therapy (patch or gum) sent to you in conjunction with your quit
date.

m  Unlimited access to a mobile-friendly online web portal, including support tools that
complement your phone-based coaching.

m  An online Quit Guide designed to complement your phone-based coaching sessions and
web activity.

m Tailored motivational emails sent throughout your quitting process.
m  Personalized, interactive text messages.
If you would like to enroll in Quit For Life®, or if you would like additional information

regarding the program and also how to access the program online, please call the number on
your ID card.

Women's Health/Reproductive
Maternity Support Program

If you are pregnant or thinking about becoming pregnant, and you are enrolled in the
medical Plan, you can get valuable educational information, advice and comprehensive case
management by calling the number on your ID card. Your enrollment in the program will be
handled by an OB nurse who is assigned to you.

This program offers:

m  Enrollment by an OB nurse.

m Pre-conception health coaching.

m  Written and online educational resources covering a wide range of topics.

m First and second trimester risk screenings.

m Identification and management of at- or high-risk conditions that may impact pregnancy.
m  Pre-delivery consultation.

m Coordination with and referrals to other benefits and programs available under the
medical plan.

m A phone call from a nurse approximately two weeks postpartum to provide information
on postpartum and newborn care, feeding, nutrition, immunizations and more.

m Post-partum depression screening.
Participation is completely voluntary and without extra charge. To take full advantage of the

program, you are encouraged to enroll within the first trimester of Pregnancy. You can
enroll any time, up to your 34™ week. To enroll, call the number on your ID card.

As a program participant, you can always call your nurse with any questions or concerns you
might have.
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Note: you may have access to certain mobile apps for personalized support to help live
healthier. Please call the number on your ID card for additional information.
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SECTION 8 - EXCLUSIONS AND LIMITATIONS: WHAT THE MEDICAL PLAN
WILL NOT COVER

What this section includes:
m  Services, supplies and treatments that are not Covered Health Services, except as may
be specifically provided for in Section 6, Additional Coverage Details.

The Plan does not pay Benefits for the following services, treatments or supplies even if they
are recommended or prescribed by a provider or are the only available treatment for your
condition.

When Benefits are limited within any of the Covered Health Services categories described in
Section 6, Additional Coverage Details, those limits are stated in the corresponding Covered
Health Service category in Section 5, Plan Highlights. Limits may also apply to some Covered
Health Services that fall under more than one Covered Health Service category. When this
occurs, those limits are also stated in Section 5, Plan Highlights. Please review all limits
carefully, as the Plan will not pay Benefits for any of the services, treatments, items or
supplies that exceed these benefit limits.

Please note that in listing setvices or examples, when the SPD says "this includes,"
or "including but not limited to", it is not UnitedHealthcare's or the Plan
Administrator’s intent to limit the description to that specific list. When the Plan
does intend to limit a list of services or examples, the SPD specifically states that the
list "is limited to."

Alternative Treatments

1. Acupressure.

2. Aromatherapy.

3. Hypnotism.

4. Massage therapy.

4. Rolfing.

5. Art therapy, music therapy, dance therapy, animal-assisted therapy and other forms of
alternative treatment as defined by the National Center for Complementary and Integrative
Health (NCCIH) of the National Institutes of Health. This exclusion does not apply to

Manipulative Treatment and non-manipulative osteopathic care for which Benefits are
provided as described in Section 6, Additional Coverage Details.

6. Wilderness, adventure, camping, outdoor, or other similar programs.
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Dental

1.

Dental care (which includes dental X-rays, supplies and appliances and all associated
expenses, including hospitalizations and anesthesia).

This exclusion does not apply to accident-related dental services for which Benefits are
provided as described under Dental Services - Anesthesia in Section 6, Additional Coverage
Details and Dental Services - Accident Only in Section 6, Additional Coverage Details.

This exclusion does not apply to dental care (oral examination, X-rays, extractions and
non-surgical elimination of oral infection) required for the direct treatment of a medical
condition for which Benefits are available under the Plan, limited to:

- Transplant preparation.
- Prior to the initiation of immunosuppressive drugs.
- The direct treatment of acute traumatic Injury, cancer or cleft palate.

Dental care that is required to treat the effects of a medical condition, but that is not
necessary to directly treat the medical condition, is excluded. Examples include treatment
of dental caries resulting from dry mouth after radiation treatment or as a result of
medication.

Endodontics, periodontal surgery and restorative treatment are excluded.

Preventive care, diagnosis, treatment of or related to the teeth, jawbones or gums.
Examples include:

- Extractions (including wisdom teeth), restoration and replacement of teeth.
- Medical or surgical treatments of dental conditions.
- Services to improve dental clinical outcomes.

This exclusion does not apply to preventive care for which Benefits are provided under
the United States Preventive Services Task Force requirement or the Health Resources and Services
Adpinistration (HRSA) requirement. This exclusion also does not apply to accident-
related dental services for which Benefits are provided as described under Dental Services -
Accident Only in Section 6, Additional Coverage Details.

Dental implants, bone grafts, and other implant-related procedures.
This exclusion does not apply to accident-related dental services for which Benefits are

provided as described under Dental Services - Accident Only in Section 6, Additional Coverage
Details.

Dental braces (orthodontics).

Treatment of congenitally missing, malpositioned or supernumerary (extra) teeth, even if
part of a Congenital Anomaly.

This exclusion does not apply to services related to Orthognathic Surgery, osteotomy, or
any other form of oral surgery, dentistry, or dental processes to the teeth and
surrounding tissue.
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Devices, Appliances and Prosthetics

1. Devices used specifically as safety items or to affect performance in sports-related
activities.

2. Orthotic appliances and devices that straighten or re-shape a body part, except when
prescribed by a Physician as described under Durable Medical Equipment (DME), Orthotics
and Supplies in Section 6, Additional Coverage Details. This exclusion does not apply to
cranial molding helmets and cranial banding.

Examples of excluded orthotic appliances and devices include but are not limited to
some types of braces, including orthotic braces available over-the-counter. This
exclusion does not include diabetic footwear which may be covered for a Covered
Person with diabetic foot disease.

3. The following items are excluded, even if prescribed by a Physician:
- Blood pressure cuff/monitor.
- Enuresis alarm.

- Non-wearable external defibrillator.
- Ultrasonic nebulizers.

4. Repairs to prosthetic devices due to misuse, malicious damage or gross neglect.

5. Replacement of prosthetic devices due to misuse, malicious damage or gross neglect or
to replace lost or stolen items.

6. Devices and computers to assist in communication and speech except for dedicated
speech generating devices and tracheo-esophageal voice devices for which Benefits are
provided as described under Durable Medical Equipment in Section 6, Additional Coverage
Details.

7. Oral appliances for snoring.
8. Powered and non-powered exoskeleton devices.

9. Garter belts or similar devices.

Drugs

The exclusions listed below apply to the medical portion of the Plan only. Prescription Drug
coverage is excluded under the medical plan because it is a separate benefit. Coverage may
be available under the Prescription Drug portion of the Plan. See Section 15, Outpatient
Prescription Drugs, for coverage details and exclusions.

1. Prescription Drug Products for outpatient use that are filled by a prescription order or
refill.
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2. Self-administered or self-infused medications. This exclusion does not apply to
medications which, due to their characteristics, (as determined by UnitedHealthcare),
must typically be administered or directly supervised by a qualified provider or
licensed/ certified health professional in an outpatient setting. This exclusion does not
apply to hemophilia treatment centers contracted to dispense hemophilia factor
medications directly to Covered Persons for self-infusion.

3. Non-injectable medications given in a Physician's office. This exclusion does not apply
to non-injectable medications that are required in an Emergency and consumed in the
Physician's office.

4. Over-the-counter drugs and treatments.
5. Growth hormone therapy.

6. Certain New Pharmaceutical Products and/or new dosage forms until the date as
determined by the Claims Administrator or the Claims Administrator's designee, but no
later than December 31st of the following calendar year.

This exclusion does not apply if you have a life-threatening Sickness or condition (one
that is likely to cause death within one year of the request for treatment). If you have a
life-threatening Sickness or condition, under such circumstances, Benefits may be
available for the New Pharmaceutical Product to the extent provided for in Section 6,
Additional Coverage Details.

7. A Pharmaceutical Product that contains (an) active ingredient(s) available in and
therapeutically equivalent (having essentially the same efficacy and adverse effect profile)
to another covered Pharmaceutical Product. Such determinations may be made up to six
times during a calendar year.

8. A Pharmaceutical Product that contains (an) active ingredient(s) which is (are) a
modified version of and therapeutically equivalent (having essentially the same efficacy
and adverse effect profile) to another covered Pharmaceutical Product. Such
determinations may be made up to six times during a calendar year.

9. Benefits for Pharmaceutical Products for the amount dispensed (days' supply or quantity
limit) which exceeds the supply limit.

10. A Pharmaceutical Product with an approved biosimilar or a biosimilar and
therapeutically equivalent (having essentially the same efficacy and adverse effect profile)
to another covered Pharmaceutical Product. For the purpose of this exclusion a
"biosimilat" is a biological Pharmaceutical Product approved based on showing that it is
highly similar to a reference product (a biological Pharmaceutical Product) and has no
clinically meaningful differences in terms of safety and effectiveness from the reference
product. Such determinations may be made up to six times per calendar year.

11. Certain Pharmaceutical Products for which there are therapeutically equivalent (having
essentially the same efficacy and adverse effect profile) alternatives available, unless
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otherwise required by law or approved by us. Such determinations may be made up to
six times during a calendar year.

12. Certain Pharmaceutical Products that have not been prescribed by a Specialist.

13. Compounded drugs that contain certain bulk chemicals. Compounded drugs that are
available as a similar commercially available Pharmaceutical Product.

Experimental or Investigational or Unproven Services

1. Experimental or Investigational Services and Unproven Services and all services related
to Experimental or Investigational and Unproven Services are excluded. The fact that an
Experimental or Investigational or Unproven Setvice, treatment, device or
pharmacological regimen is the only available treatment for a particular condition will
not result in Benefits if the procedure is considered to be Experimental or
Investigational or Unproven in the treatment of that particular condition.

This exclusion does not apply to Covered Health Services provided during a Clinical
Trial for which Benefits are provided as described under Clinical Trials in Section 6,
Additional Coverage Details.

Foot Care
1. Hygienic and preventive maintenance foot care. Examples include:

- Cleaning and soaking the feet.
- Applying skin creams in order to maintain skin tone.

This exclusion does not apply to preventive foot care for Covered Persons who are at
risk of neurological or vascular disease arising from diseases such as diabetes.

2. Treatment of flat feet.

3. Treatment of subluxation of the foot.

4. Shoes.

5. Shoe orthotics, except when prescribed by a Physician.

6. Shoe inserts, except when prescribed by a Physician.

™

Arch supports, except when prescribed by a Physician.

Gender Dysphoria

Cosmetic Procedures, including the following:

m  Abdominoplasty.
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Blepharoplasty.

Body contouring, such as lipoplasty.
Brow lift.

Calf implants.

Cheek, chin, and nose implants.
Injection of fillers or neurotoxins.

Face lift, forehead lift, or neck tightening,.

Facial bone remodeling for facial feminizations.

Hair removal.

Hair transplantation.

Lip augmentation.

Lip reduction.

Liposuction.

Mastopexy.

Pectoral implants for chest masculinization.
Rhinoplasty.

Skin resurfacing.

Thyroid cartilage reduction; reduction thyroid chondroplasty.

Medical Supplies

1.

Prescribed or non-prescribed medical and disposable supplies. Examples include:

- Compression stockings, except when prescribed by a Physician.

- Ace bandages.
- Gauze and dressings.
Urinary catheters.

This exclusion does not apply to:

- Disposable supplies necessary for the effective use of Durable Medical Equipment
or prosthetics devices for which Benefits are provided as described under Durable
Medical Equipment and Prosthetic Devices in Section 6, Additional Coverage Details. This
exception does not apply to supplies for the administration of medical food

products.

- Diabetic supplies for which Benefits are provided as described under Diabetes Services

in Section 6, Additional Coverage Details.
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- Ostomy supplies for which Benefits are provided as described under Ostomzy Supplies
in Section 6, Additional Coverage Details.

Tubings and masks except when used with Durable Medical Equipment as described
under Durable Medical Equipment in Section 6 Additional Coverage Details.

Prescribed or non-prescribed publicly available devices, software applications and/or
monitors that can be used for non-medical purposes.

Repair or replacement of DME or orthotics due to misuse, malicious damage or gross
neglect or to replace lost or stolen items.

Mental Health, Neurobiological Disorders - Autism Spectrum Disorder Services and
Substance-Related and Addictive Disorders Services

In addition to all other exclusions listed in this Section 8, Exclusions and 1Limitations, the
exclusions listed directly below apply to services described under Mental Health Services,
Neurobiological Disorders - Autism Spectrum Disorder Services and /ot Substance-Related and Addictive
Disorders Services in Section 6, Additional Coverage Details.

1.

Services performed in connection with conditions not classified in the current edition of
the International Classification of Diseases section on Mental and Behavioral Disorders or Diagnostic
and Statistical Mannal of the American Psychiatric Association.

Outside of an initial assessment, services as treatments for a primary diagnosis of
conditions and problems that may be a focus of clinical attention, but are specifically
noted not to be mental disorders within the current edition of the Diagnostic and Statistical
Manual of the American Psychiatric Association.

Outside of initial assessment, services as treatments for the primary diagnoses of learning
disabilities, pyromania, kleptomania, gambling disorder, and paraphilic disorders.

Services that are solely educational in nature or otherwise paid under state or federal law
for purely educational purposes.

Tuition for or services that are school-based for children and adolescents required to be
provided by, or paid for by, the school under the Individuals with Disabilities Education Act.

Outside of initial assessment, unspecified disorders for which the provider is not
obligated to provide clinical rationale as defined in the current edition of the Diagnostic
and Statistical Manual of the American Psychiatric Association.

Transitional Living services.
Non-Medical 24-Hour Withdrawal Management.
High intensity residential care including American Society of Addiction Medicine (ASAM)

criteria for Covered Persons with substance-related and addictive disorders who are
unable to participate in their care due to significant cognitive impairment.
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Nutrition

1.

Nutritional or cosmetic therapy using high dose or mega quantities of vitamins, minerals
or elements, and other nutrition based therapy. Examples include supplements,
electrolytes and foods of any kind (including high protein foods and low carbohydrate
foods).

Individual and group nutritional counseling, including non-specific disease nutritional
education such as general good eating habits, calorie control or dietary preferences. This
exclusion does not apply to preventive care for which Benefits are provided under the
United States Preventive Services Task Force requirement. This exclusion does not apply to
medical or behavioral/mental health related education services that are provided as part
of treatment for a disease by appropriately licensed or registered health care
professionals when both of the following are true:

- Nutritional education is required for a disease in which patient self-management is an
important component of treatment.

- There exists a knowledge deficit regarding the disease which requires the
intervention of a trained health professional.

Food of any kind including modified food products such as low protein and low
carbohydrate; enteral formula (including when administered using a pump), infant
formula, and donor breast milk.

Foods that are not covered include:

- Enteral feedings and other nutritional and electrolyte formulas, including when
administered using a pump, infant formula and donor breast milk, even if they are
specifically created to treat inborn errors of metabolism such as phenylketonuria
(PKU), unless they are the only source of nutrition. Infant formula available over the
counter is always excluded.

- Foods to control weight, treat obesity (including liquid diets), lower cholesterol or
control diabetes.

- Oral vitamins and minerals.

- Meals you can order from a menu, for an additional charge, during an Inpatient Stay.

- Other dietary and electrolyte supplements.

Health education classes unless offered by UnitedHealthcare or its affiliates, including
but not limited to asthma, tobacco cessation, and weight control classes.

Personal Care, Comfort or Convenience

1.

2.

3.

Television.
Telephone.

Beauty/barber service.
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Guest service.
Supplies, equipment and similar incidentals for personal comfort. Examples include:

- Air conditioners, air purifiers and filters and dehumidifiers.

- Batteries and battery chargers.

- Breast pumps. (This exclusion does not apply to breast pumps for which Benefits are
provided under the Health Resources and Services Administration (HRSA) requirement.)

- Car seats.

- Chairs, bath chairs, feeding chairs, toddler chairs, ergonomically correct chairs, chair
lifts and reclinets.

- Exercise equipment and treadmills.

- Hotand cold compresses.

- Hot tubs.

- Humidifiers.

- Jacuzzis.

- Medical alert systems.

- Motorized beds, non-Hospital beds, comfort beds and mattresses.

- Music devices.

- Personal computers.

- Pillows.

- Power-operated vehicles.

- Radios.

- Safety equipment.

- Saunas.

- Stair lifts and stair glides.

- Strollers.

- Treadmills.

- Vehicle modifications such as van lifts.

- Video players.

- Whitlpools.

Physical Appearance

1.

Cosmetic Procedures. See the definition in Section 14, Glossary. Examples include:

- Liposuction or removal of fat deposits considered undesirable, including fat
accumulation under the male breast and nipple. This exclusion does not apply to
liposuction for which Benefits are provided as described under Reconstructive Procedures
in Section 6, Additional Coverage Details.

- Pharmacological regimens, nutritional procedures or treatments.

- Scar or tattoo removal or revision procedures (such as salabrasion, chemosurgery
and other such skin abrasion procedures).

- Sclerotherapy treatment of veins.

- Hair removal or replacement by any means.

- Treatments for skin wrinkles or any treatment to improve the appearance of the skin.

- Treatment for spider veins.

- Skin abrasion procedures performed as a treatment for acne.
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6.

- Treatments for hair loss.
- Varicose vein treatment of the lower extremities, when it is considered cosmetic.

Replacement of an existing intact breast implant if the earlier breast implant was
performed as a Cosmetic Procedure. Note: Replacement of an existing breast implant is
considered reconstructive if the initial breast implant followed mastectomy. See
Reconstructive Procedures in Section 6, Additional Coverage Details.

Physical conditioning programs such as athletic training, body-building, exercise, fitness,
flexibility, health club memberships and programs, spa treatments and diversion or
general motivation.

Weight loss programs whether or not they are under medical supervision or for medical
reasons, even if for morbid obesity.

Wigs and other scalp hair prosthesis regardless of the reason for the hair loss except for
loss of hair resulting from chemotherapy or radiation, in which case the Plan pays up to
a maximum of $500 per Covered Person per calendar year.

Treatment of benign gynecomastia (abnormal breast enlargement in males).

Procedures and Treatments

1.

Medical and surgical treatment of snoring, except when provided as a part of treatment
for documented obstructive sleep apnea.

Rehabilitation services and Manipulative Treatment to improve general physical
conditions that are provided to reduce potential risk factors, where significant
therapeutic improvement is not expected, including routine, long-term or
maintenance/preventive treatment.

Habilitative services or therapies for the purpose of general well-being or condition in
the absence of a disabling condition.

Speech therapy to treat stuttering, stammering, or other articulation disorders.

Rehabilitation services for speech therapy, except when required for treatment of a
speech impairment or speech dysfunction that results from Injury, stroke, cancer,
Congenital Anomaly or Autism Spectrum Disorder as identified under Rebabilitation
Services - Outpatient Therapy and Manipulative Treatment in Section 6, Additional Coverage
Details.

Excision or elimination of hanging skin on any part of the body. Examples include
plastic surgery procedures called abdominoplasty and brachioplasty.

Stand-alone multi-disciplinary tobacco cessation programs, except when covered under
the Wellness Program of the ONEOK, Inc. Health Plan. These are programs that
usually include health care providers specializing in tobacco cessation and may include a
psychologist, social worker or other licensed or certified professionals. The programs
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usually include intensive psychological support, behavior modification techniques and
medications to control cravings.

8. Chelation therapy, except to treat heavy metal poisoning.

9. Physiological modalities and procedures that result in similar or redundant therapeutic
effects when performed on the same body region during the same visit or office
encounter.

10. Non-surgical treatment of obesity.

11. Medical and surgical treatment of excessive sweating (hyperhidrosis).

12. The following services for the diagnosis and treatment of temporomandibular joint
syndrome (TM]): surface electromyography, Doppler analysis, vibration analysis,
computerized mandibular scan or jaw tracking, craniosacral therapy, orthodontics,
occlusal adjustment, and dental restorations.

13. Breast reduction surgery that is determined to be a Cosmetic Procedure.

This exclusion does not apply to breast reduction surgery which the Claims
Administrator determines is requested to treat a physiologic functional impairment or to
coverage required by the Women's Health and Cancer Rights Act of 1998 for which Benefits
are described under Reconstructive Procedures in Section 6, Additional Coverage Details.

14. Congenital Heart Disease surgery that is not received from a Designated Provider.

15. Helicobacter pylori (H. pylori) serologic testing.

16. Intracellular micronutrient testing.

17. Cellular and Gene Therapy services not received from a Designated Provider.

18. Obesity surgery that is not received by a Designated Provider.

Providers

1. Services performed by a provider who is a family member by birth or marriage, including
your Spouse, brother, sister, parent or child. This includes any service the provider may
perform on himself or herself.

2. Services performed by a provider with your same legal residence.

3. Services ordered or delivered by a Christian Science practitioner.

4. Services performed by an unlicensed provider or a provider who is operating outside of
the scope of his/her license.

5. Services provided at a Freestanding Facility or diagnostic Hospital-based Facility without

an order written by a Physician or other provider. Services which are self-directed to a

81

SECTION 8 - EXCLUSIONS AND LIMITATIONS



ONEOK, INC. MEDICAL HDHP PLAN WITH HSA

Freestanding Facility or diagnostic Hospital-based Facility. Services ordered by a
Physician or other provider who is an employee or representative of a Freestanding
Facility or diagnostic Hospital-based Facility, when that Physician or other provider:

- Has not been actively involved in your medical care prior to ordering the service.
- Is not actively involved in your medical care after the service is received.

This exclusion does not apply to mammography.

Reproduction

The exclusions listed below apply to the medical portion of the Plan only. Infertility
coverage is excluded under the medical plan because it is a separate benefit. Coverage may
be available under the Infertility portion of the Plan. See the Progyny Member Guide, for
coverage details and exclusions.

1.

Health care services and related expenses for infertility treatments, including assisted
reproductive technology, regardless of the reason for the treatment.

The following services related to a Gestational Carrier or Surrogate:

- Fees for the use of a Gestational Carrier or Surrogate.

- Insemination or InVitro fertilization procedures for Surrogate or transfer of an
embryo to Gestational Carrier.

- Pregnancy services for a Gestational Carrier or Surrogate who is not a Covered
Person.

Donor, Gestational Carrier or Surrogate administration, agency fees or compensation.

The following services related to donor services for donor sperm, ovum (egg cell) or
oocytes (eggs), or embryos (fertilized eggs):

- Known egg donor (altruistic donation i.e., friend, relative or acquaintance) - The cost
of donor eggs. Medical costs related to donor stimulation and egg retrieval. This
refers to purchasing or receiving a donated egg that is fresh, or one that has already
been retrieved and is frozen.

- Purchased egg donor (i.e., clinic or egg bank) — The cost of donor eggs. Medical
costs related to donor stimulation and egg retrieval. This refers to purchasing a
donor egg that has already been retrieved and is frozen or choosing a donor who will
then undergo an egg retrieval once they have been selected in the database.

- Known donor sperm (altruistic donation i.e., friend, relative or acquaintance) — The
cost of sperm collection, cryopreservation and storage. This refers to purchasing or
receiving donated sperm that is fresh, or that has already been obtained and is
frozen.

- Purchased donor sperm (i.e., clinic or sperm bank) — The cost of procurement and
storage of donor sperm. This refers to purchasing donor sperm that has already been
obtained and is frozen or choosing a donor from a database.
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10.

Storage and retrieval of all reproductive materials. Examples include eggs, sperm,
testicular tissue and ovarian tissue.

The reversal of voluntary sterilization.

Maternity related medical services for enrolled Dependent children of enrolled
Dependent children. This exclusion does not apply to prenatal services for which
Benefits are provided under the United States Preventive Services Task Force
requirement or the Health Resources and Services Administration (HRSA) requirement.

InVitro fertilization regardless of the reason for treatment.

Assisted Reproductive Technology procedures done for non-genetic disorder sex
selection or eugenic (selective breeding) purposes.

Termination of pregnancy for enrolled Dependent children is only covered if the life of
the Dependent child is at risk.

Services Provided under Another Plan

Services for which coverage is available:

1.

Under another plan, except for Eligible Expenses payable as described in Section 10,
Coordination of Benefits (COB).

Under workers' compensation, ot similar legislation if you could elect it, or could have it
elected for you.

Services resulting from accidental bodily injuries arising out of a motor vehicle accident
to the extent the services are payable under a medical expense payment provision of an
automobile insurance policy.

While on active military duty.

For treatment of military service-related disabilities when you are legally entitled to other
coverage, and facilities are reasonably available to you.

Transplants

1.

Health services for organ and tissue transplants except those described under
Transplantation Services in Section 6, Additional Coverage Details unless UnitedHealthcare
determines the transplant to be appropriate according to UnitedHealthcare's transplant
guidelines.

Health services for transplants involving animal organs.
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3. Health services connected with the removal of an organ or tissue from you for purposes
of a transplant to another person. (Donor costs that are directly related to organ removal
are payable for a transplant through the organ recipient's Benefits under the Plan.)

Travel

1. Health services provided in a foreign country, unless required as Emergency Health
Services.

2. Travel or transportation expenses, even if ordered by a Physician, except as identified
under Complex Medical Conditions Travel and 1 odging Assistance Program in Section 7, Clinzcal
Programs and Resources and except as described in Travel and 1odging in Section 3, How the
Plan Works. Additional travel expenses related to Covered Health Services received from
a Designated Provider or other Network Provider may be reimbursed at the Plan's
discretion. This exclusion does not apply to ambulance transportation for which Benefits
are provided as described under Awbulance Services in Section 6, Additional Coverage Details.

Types of Care

1. Custodial Care or maintenance care as defined in Section 14, G/lossary or maintenance
care.

2. Domiciliary Care, as defined in Section 14, Glossary.

3. Multi-disciplinary pain management programs provided on an inpatient basis for acute
pain or for exacerbation of chronic pain.

4. Private Duty Nursing received on an inpatient basis.

5. Respite care. This exclusion does not apply to respite care that is part of an integrated
hospice care program of services provided to a terminally ill person by a licensed hospice
care agency for which Benefits are provided as described under Hospice Care in Section 6,
Additional Coverage Details.

6. Rest cures.
7. Services of personal care attendants.

8. Work hardening (individualized treatment programs designed to return a person to work
ot to prepare a person for specific work).

Vision and Hearing
1. Routine vision examinations, including refractive examinations to determine the need for

vision correction.

2. Implantable lenses used only to correct a refractive error (such as Intacs corneal
implants).
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Purchase cost and associated fitting charges for eyeglasses or contact lenses. This
exclusion does not apply to aphakic patients, including lenses required post cataract
surgery or for soft lenses or sclera shells to treat disease or injury.

Bone anchored hearing aids except when either of the following applies:

- For Covered Persons with craniofacial anomalies whose abnormal or absent ear
canals preclude the use of a wearable hearing aid.

- For Covered Persons with hearing loss of sufficient severity that it would not be
adequately remedied by a wearable hearing aid.

The Plan will not pay for more than one bone anchored hearing aid per Covered Person
who meets the above coverage criteria during the entire period of time the Covered
Person is enrolled in this Plan. In addition, repaits and/or replacement for a bone
anchored hearing aid for Covered Persons who meet the above coverage are not
covered, other than for malfunctions.

Surgery and other related treatment that is intended to correct nearsightedness,
farsightedness, presbyopia and astigmatism including, but not limited to, procedures

such as laser and other refractive eye surgery and radial keratotomy.

Tinnitus maskers.

All Other Exclusions

1. Autopsies and other coroner services and transportation services for a corpse.
2. Charges for:

- Missed appointments.

- Room or facility reservations.

- Completion of claim forms.

- Recotd processing.

3. Charges prohibited by federal anti-kickback or self-referral statutes.
4. Diagnostic tests that are:

- Delivered in other than a Physician's office or health care facility.

- Self-administered home diagnostic tests, including but not limited to HIV and
Pregnancy tests.

5. Expenses for health services and supplies:

- That are received as a result of war or any act of war, whether declared or
undeclared, while part of any armed service force of any country. This exclusion
does not apply to Covered Persons who are civilians injured or otherwise affected by
war, any act of war or terrorism in a non-war zone.
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10.

11.

- That are received after the date your coverage under this Plan ends, including health
services for medical conditions which began before the date your coverage under the
Plan ends.

- For which you have no legal responsibility to pay, or for which a charge would not
ordinarily be made in the absence of coverage under this Benefit Plan.

- That exceed Eligible Expenses or any specified limitation in this SPD.

In the event a non-Network provider waives, does not pursue, or fails to collect,
Copayments, Coinsurance and/or any deductible or other amount owed for a patticular
health care service, no Benefits are provided for the health care service when the
Copayments, Coinsurance and/or deductible are waived, not putsued, ot not collected.

Foreign language and sign language interpretation services offered by or required to be
provided by a Network or non-Network provider.

Long term (more than 30 days) storage of blood, umbilical cord or other material.

Health services and supplies that do not meet the definition of a Covered Health Service
- see the definition in Section 14, Glossary. Covered Health Services are those health
services including services, supplies or Pharmaceutical Products, which the Claims
Administrator determines to be all of the following:

- Medically Necessary.

- Described as a Covered Health Service in this SPD under Section 6, .Additional
Coverage Details and in Section 5, Plan Highlights.

- Not otherwise excluded in this SPD under this Section 8, Exclusions and Limitations.

Health services related to a non-Covered Health Service: When a service is not a
Covered Health Service, all services related to that non-Covered Health Service are also
excluded.

Physical, psychiatric or psychological exams, testing, all forms of vaccinations and
immunizations or treatments when:

- Required solely for purposes of education, sports or camp, travel, career or
employment, insurance, marriage or adoption; or as a result of incarceration.

- Conducted for purposes of medical research. This exclusion does not apply to
Covered Health Services provided during a Clinical Trial for which Benefits are
provided as described under Clinical Trials in Section 6, Additional Coverage Details.

- Related to judicial or administrative proceedings or orders.

- Required to obtain or maintain a license of any type.
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SECTION 9 - CLAIMS PROCEDURES

What this section includes:
m How Network and non-Network claims work.

m  What to do if your claim is denied, in whole or in part.

Network Benefits

In general, if you receive Covered Health Services from a Network provider,
UnitedHealthcare will pay the Physician or facility directly. If a Network provider bills you
for any Covered Health Service other than your Coinsurance, please contact the provider or
call UnitedHealthcare at the phone number on your ID card for assistance.

Keep in mind, you are responsible for meeting the Annual Deductible and paying any
Coinsurance owed to a Network provider at the time of service, or when you receive a bill
from the provider.

Non-Network Benefits

If you receive a bill for Covered Health Services from a non-Network provider, you (or the
provider if they prefer) must send the bill to UnitedHealthcare for processing. To make sure
the claim is processed promptly and accurately, a completed claim form must be attached
and mailed to UnitedHealthcare at the address on your ID card.

Progyny Fertility Benefits

The Claims Procedures as described in the Progyny Member Guide shall apply and you
should consult the Progyny Member Guide for specific information on claims and appeals
procedures. If a provider bills you for any Covered Health Service other than your Copay or
Coinsurance, please contact Progyny or call UnitedHealthcare at the phone number on your
ID card for assistance.

Keep in mind, you are responsible for meeting the Annual Deductible and paying any Copay
or Coinsurance as required under the Plan that will be owed or may be paid at the time of
service, or when you receive a bill from the provider.

Prescription Drug Benefit Claims
If you wish to receive reimbursement for a prescription, you may submit a post-service claim

as described in this section if:

m  You are asked to pay the full cost of the Prescription Drug Product when you fill it and
you believe that the Plan should have paid for it.

m  You pay Coinsurance and you believe that the amount of the Coinsurance was incorrect.
If a pharmacy (retail or mail order) fails to fill a prescription that you have presented and you

believe that it is a Covered Health Service, you may submit a pre-service request for Benefits
as described in this section.
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If Your Provider Does Not File Your Claim

You can obtain a claim form by visiting www.myuhc.com, calling the toll-free number on
your ID card or contacting Human Resources. If you do not have a claim form, simply
attach a brief letter of explanation to the bill, and verify that the bill contains the information
listed below. If any of these items are missing from the bill, you can include them in your
letter:

®  Your name and address.

m The patient's name, age and relationship to the Employee.

m  The number as shown on your ID card.

m  The name, address and tax identification number of the provider of the service(s).
m A diagnosis from the Physician.

m  The date of service.

m  Anitemized bill from the provider that includes:

- The Current Procedural Terminology (CPT) codes.

- A description of, and the charge for, each service.

- The date the Sickness or Injury began.

- A statement indicating either that you are, or you are not, enrolled for coverage
under any other health insurance plan or program. If you are enrolled for other
coverage you must include the name and address of the other cartier(s).

Failure to provide all the information listed above may delay any reimbursement that may be
due you.

For medical claims, the above information should be filed with UnitedHealthcare at the
address on your ID card. When filing a claim for Outpatient Prescription Drug Product
Benefits, your claims should be submitted to:

Optum RX
PO Box 29044
Hot Springs, AR 71903

After UnitedHealthcare has processed your claim, you will receive payment for Benefits that
the Plan allows. It is your responsibility to pay the non-Network provider the charges you
incurred, including any difference between what you were billed and what the Plan paid.

Payment of Benefits

You may not assign, transfer, or in any way convey your Benefits under the Plan or any
cause of action related to your Benefits under the Plan to a provider or to any other third
party. Nothing in this Plan shall be construed to make the Plan, Plan Sponsor, or Claims
Administrator or its affiliates liable for payments to a provider or to a third party to whom
you may be liable for payments for Benefits.
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The Plan will not recognize claims for Benefits brought by a third party. Also, any such third
party shall not have standing to bring any such claim independently, as a Covered Person or
beneficiary, or derivatively, as an assignee of a Covered Person or beneficiary.

References herein to “third parties” include references to providers as well as any collection
agencies or third parties that have purchased accounts receivable from providers or to whom
accounts receivables have been assigned.

As a matter of convenience to a Covered Person, and where practicable for the Claims
Administrator (as determined in its sole discretion), the Claims Administrator may make
payment of Benefits directly to a provider.

Any such payment to a provider:

m is NOT an assignment of your Benefits under the Plan or of any legal or equitable right
to institute any proceeding relating to your Benefits; and

m is NOT a waiver of the prohibition on assignment of Benefits under the Plan; and

m shall NOT estop the Plan, Plan Sponsor, or Claims Administrator from asserting that
any purported assignment of Benefits under the Plan is invalid and prohibited.

If this direct payment for your convenience is made, the Plan’s obligation to you with
respect to such Benefits is extinguished by such payment. If any payment of your Benefits is
made to a provider as a convenience to you, the Claims Administrator will treat you, rather
than the provider, as the beneficiary of your claim for Benefits, and the Plan reserves the
right to offset any Benefits to be paid to a provider by any amounts that the provider owes
the Plan (including amounts owed as a result of the assighment of other plans’ overpayment
recovery rights to the Plan), pursuant to Refund of Overpayments in Section 10: Coordination of
Benefits.

Eligible Expenses due to a non-Network provider for Covered Health Services that are
subject to the No Surprises Act of the Consolidated Appropriations Act (P.L. 116-260) are paid
directly to the provider.

Form of Payment of Benefits

Payment of Benefits under the Plan shall be in cash or cash equivalents, or in the form of
other consideration that UnitedHealthcare in its discretion determines to be adequate.

Health Statements

Each month in which UnitedHealthcare processes at least one claim for you or a covered
Dependent, you will receive a Health Statement in the mail. Health Statements make it easy
for you to manage your family's medical costs by providing claims information in easy-to-
understand terms.

If you would rather track claims for yourself and your covered Dependents online, you may
do so at www.myuhc.com. You may also elect to discontinue receipt of paper Health
Statements by making the appropriate selection on this site.
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Explanation of Benefits (EOB)

You may request that UnitedHealthcare send you a paper copy of an Explanation of
Benefits (EOB) after processing the claim. The EOB will let you know if there is any portion
of the claim you need to pay. If any claims are denied in whole or in part, the EOB will
include the reason for the denial or partial payment. If you would like paper copies of the
EOBs, you may call the toll-free number on your ID card to request them. You can also
view and print all of your EOBs online at www.myuhc.com. See Section 14, Glossary, for
the definition of Explanation of Benefits.

Important - Timely Filing of Non-Network Claims

All claim forms for non-Network services must be submitted within 15 months after the
date of service. Otherwise, the Plan will not pay any Benefits for that Eligible Expense, or
Benetfits will be reduced, as determined by the Plan Administrator. This 15-month
requirement does not apply if you are legally incapacitated. If your claim relates to an
Inpatient Stay, the date of service is the date your Inpatient Stay ends.

Claim Denials and Appeals

If Your Claim is Denied

If a claim for Benefits is denied in part or in whole, you may call UnitedHealthcare at the
number on your ID card before requesting a formal appeal. If UnitedHealthcare cannot
resolve the issue to your satisfaction over the phone, you have the right to file a formal
appeal as described below.

How to Appeal a Denied Claim

If you wish to appeal a denied pre-service request for Benefits, post-service claim or a
rescission of coverage as described below, you or your authorized representative must
submit your appeal in writing within 180 days of receiving the adverse benefit determination.
You do not need to submit urgent care appeals in writing. This communication should
include:

m  The patient's name and ID number as shown on the ID card.

m  The provider's name.

m The date of medical service.

m  The reason you disagree with the denial.

m  Any documentation or other written information to support your request.
You or your authorized representative may send a written request for an appeal to:

UnitedHealthcare - Appeals
P.O. Box 30432
Salt Lake City, Utah 84130-0432

For urgent care requests for Benefits that have been denied, you or your provider can call
UnitedHealthcare at the toll-free number on your ID card to request an appeal.
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Types of claims

The timing of the claims appeal process is based on the type of claim you are appealing.
If you wish to appeal a claim, it helps to understand whether it is an:

m  Urgent care request for Benefits.

m Pre-service request for Benefits.
m DPost-service claim.

m Concurrent claim.

Urgent Appeals that Require Immediate Action

Your appeal may require immediate action if a delay in treatment could significantly increase
the risk to your health, or the ability to regain maximum function, or cause severe pain. If
your situation is urgent, your review will be conducted as quickly as possible. If you believe
your situation is urgent, you may request an expedited review, and, if applicable, file an
external review at the same time. For help call the Claims Administrator at the number listed
on your health plan ID card. Generally, an urgent situation is when your life or health may
be in serious jeopardy. Or when, in the opinion of your doctor, you may be experiencing
severe pain that cannot be adequately controlled while you wait for a decision on your claim
or appeal.

Review of an Appeal

UnitedHealthcare will conduct a full and fair review of your appeal. The appeal may be
reviewed by:

m  An appropriate individual(s) who did not make the initial benefit determination.

m A health care professional with appropriate expertise who was not consulted during the
initial benefit determination process.

Once the review is complete, if UnitedHealthcare upholds the denial, you will receive a
written explanation of the reasons and facts relating to the denial.

Filing a Second Appeal

Your Plan offers two levels of appeal. If you are not satisfied with the first level appeal
decision, you have the right to request a second level appeal from the Plan Administrator
within 60 days from receipt of the first level appeal determination.

Note: Upon written request and free of charge, any Covered Persons may examine their
claim and/or appeals file(s). Covered Persons may also submit evidence, opinions and
comments as part of the internal claims review process. The Plan Administrator will review
all claims in accordance with the rules established by the U.S. Department of Labor. Any
Covered Person will be automatically provided, free of charge, and sufficiently in advance of
the date on which the notice of final internal adverse benefit determination is required, with:
(i) any new or additional evidence considered, relied upon or generated by the Plan in
connection with the claim; and, (if) a reasonable opportunity for any Covered Person to
respond to such new evidence or rationale.
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External Review Program

If, after exhausting your internal appeals, you are not satisfied with the determination made
by the Plan Administrator, or if the Plan Administrator fails to respond to your appeal in
accordance with applicable regulations regarding timing, you may be entitled to request an
external review of the Plan Administrator’s determination. The process is available at no
charge to you.

If one of the above conditions is met, you may request an external review of adverse benefit
determinations based upon any of the following:

m Clinical reasons.

m  The exclusions for Experimental or Investigational Service(s) or Unproven Service(s).

m  Rescission of coverage (coverage that was cancelled or discontinued retroactively).

m  As otherwise required by applicable law.

You or your representative may request a standard external review by sending a written
request to the address set out in the determination letter. You or your representative may
request an expedited external review, in urgent situations as detailed below, by calling the
number on your ID card or by sending a written request to the address set out in the
determination letter. A request must be made within four months after the date you
received the Plan Administrator’s decision.

An external review request should include all of the following:

m A specific request for an external review.

m The Covered Person's name, address, and insurance ID number.

B Your designated representative's name and address, when applicable.
m The service that was denied.

m  Any new, relevant information that was not provided during the internal appeal.

An external review will be performed by an Independent Review Organization (IRO).
UnitedHealthcare has entered into agreements with three or more IROs that have agreed to
perform such reviews. There are two types of external reviews available:

m A standard external review.

m  An expedited external review.

Standard External Review

A standard external review is comprised of all of the following:

m A preliminary review by UnitedHealthcare of the request.

m A referral of the request by UnitedHealthcare to the IRO.
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m A decision by the IRO.

Within the applicable timeframe after receipt of the request, UnitedHealthcare will complete
a preliminary review to determine whether the individual for whom the request was
submitted meets all of the following:

m Is or was covered under the Plan at the time the health care service or procedure that is
at issue in the request was provided.

m  Has exhausted the applicable internal appeals process.

m Has provided all the information and forms required so that UnitedHealthcare may
process the request.

After UnitedHealthcare completes the preliminary review, UnitedHealthcare will issue a
notification in writing to you. If the request is eligible for external review, UnitedHealthcare
will assign an IRO to conduct such review. UnitedHealthcare will assign requests by either
rotating claims assignments among the IROs or by using a random selection process.

The IRO will notify you in writing of the request’s eligibility and acceptance for external
review and if necessary, for any additional information needed to conduct the external
review. You will generally have to submit the additional information in writing to the JRO
within ten business days following the date you receive the IRO’s request for the additional
information. The IRO is not required to, but may, accept and consider additional
information submitted by you after ten business days.

UnitedHealthcare will provide to the assigned IRO the documents and information
considered in making the Plan Administrator’s determination. The documents include:

m  All relevant medical records.
m  All other documents relied upon by the Plan Administrator.

m  All other information or evidence that you or your Physician submitted. If there is any
information or evidence you or your Physician wish to submit that was not previously
provided, you may include this information with your external review request and
UnitedHealthcare will include it with the documents forwarded to the IRO.

In reaching a decision, the IRO will review the claim as new and not be bound by any
decisions or conclusions reached by the Plan Administrator. The IRO will provide written
notice of its determination (the "Final External Review Decision") within 45 days after it
receives the request for the external review (unless they request additional time and you
agree). The IRO will deliver the notice of Final External Review Decision to you and
UnitedHealthcare, and it will include the clinical basis for the determination.

Upon receipt of a Final External Review Decision reversing the Plan Administrator’s
determination, the Plan will immediately provide coverage or payment for the benefit claim
at issue in accordance with the terms and conditions of the Plan, and any applicable law
regarding plan remedies. If the Final External Review Decision agrees with ONEOK, Inc.’s
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determination, the Plan will not be obligated to provide Benefits for the health care service
or procedure.

Expedited External Review

An expedited external review is similar to a standard external review. The most significant
difference between the two is that the time periods for completing certain portions of the

review process are much shorter, and in some instances you may file an expedited external
review before completing the internal appeals process.

You may make a written or verbal request for an expedited external review if you receive
cither of the following:

m  An adverse benefit determination of a claim or appeal if the adverse benefit
determination involves a medical condition for which the time frame for completion of
an expedited internal appeal would seriously jeopardize the life or health of the
individual or would jeopardize the individual's ability to regain maximum function and
you have filed a request for an expedited internal appeal.

m A final appeal decision, if the determination involves a medical condition where the
timeframe for completion of a standard external review would seriously jeopardize the
life or health of the individual or would jeopardize the individual's ability to regain
maximum function, or if the final appeal decision concerns an admission, availability of
care, continued stay, or health care service, procedure or product for which the
individual received emergency services, but has not been discharged from a facility.

Immediately upon receipt of the request, UnitedHealthcare will determine whether the
individual meets both of the following:

m s or was covered under the Plan at the time the health care service or procedure that is
at issue in the request was provided.

m Has provided all the information and forms required so that UnitedHealthcare may
process the request.

After UnitedHealthcare completes the review, UnitedHealthcare will immediately send a
notice in writing to you. Upon a determination that a request is eligible for expedited
external review, UnitedHealthcare will assign an IRO in the same manner UnitedHealthcare
utilizes to assign standard external reviews to IROs. UnitedHealthcare will provide all
necessary documents and information considered in making the adverse benefit
determination or final adverse benefit determination to the assigned IRO electronically or by
telephone or facsimile or any other available expeditious method. The IRO, to the extent the
information or documents are available and the IRO considers them appropriate, must
consider the same type of information and documents considered in a standard external
review.

In reaching a decision, the IRO will review the claim as new and not be bound by any
decisions or conclusions reached by the Plan Administrator. The IRO will provide notice of
the final external review decision for an expedited external review as expeditiously as the
claimant's medical condition or circumstances require, but in no event more than 72 hours
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after the IRO receives the request. If the initial notice is not in writing, within 48 hours after
the date of providing the initial notice, the assigned IRO will provide written confirmation of
the decision to you and to UnitedHealthcare.

You may contact UnitedHealthcare at the toll-free number on your ID card for more
information regarding external review rights, or if making a verbal request for an expedited
external review.

Timing of Appeals Determinations

Separate schedules apply to the timing of claims appeals, depending on the type of claim.
There are three types of claims:

m  Urgent care request for Benefits - a request for Benefits provided in connection with
urgent care services.

m  Pre-Service request for Benefits - a request for Benefits which the Plan must approve or
in which you must notify UnitedHealthcare before non-urgent care is provided.

m  Post-Service - a claim for reimbursement of the cost of non-urgent care that has already
been provided.

Please note that the decision is based only on whether or not Benefits are available under the
Plan for the proposed treatment or procedure.

You may have the right to external review through an Independent Review Organization (IRO)
upon the completion of the internal appeal process. Instructions regarding any such rights,
and how to access those rights, will be provided in the Claims Administrator's decision letter
to you.

The tables below describe the time frames which you and UnitedHealthcare are required to
follow.

Utrgent Care Request for Benefits”

Type of Request for Benefits or Appeal Timing

If your request for Benefits is incomplete, UnitedHealthcare

. .y 24 hours
must notify you within:

48 hours after

You must then provide completed request for Benefits to receiving notice of
UnitedHealthcare within: additional information
required

UnitedHealthcare must notify you of the benefit

N . 72 houts
determination within:

180 days after
receiving the adverse
benefit determination

If UnitedHealthcare denies your request for Benefits, you
must appeal an adverse benefit determination no later than:
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Urgent Care Request for Benefits”

Type of Request for Benefits or Appeal

Timing

UnitedHealthcare must notify you of the appeal decision
within:

72 hours after
receiving the appeal

“You do not need to submit urgent care appeals in writing. You should call UnitedHealthcare as

soon as possible to appeal an urgent care request for Benefits.

Pre-Service Request for Benefits”

Type of Request for Benefits or Appeal Timing
If your request for Benefits is filed impropetly, 5 davs
UnitedHealthcare must notify you within: y
If your request for Benefits is incomplete, UnitedHealthcare
. i 15 days
must notify you within:
You must then provide completed request for Benefits 45 d
information to UnitedHealthcare within: ays
UnitedHealthcare must notify you of the benefit determination:
m if the initial request for Benefits is complete, within: 15 days
m  after receiving the completed request for Benefits (if the
15 days

initial request for Benefits is incomplete), within:

You must appeal an adverse benefit determination no later
than:

180 days after
receiving the adverse
benefit determination

UnitedHealthcare must notify you of the first level appeal
decision within:

15 days after receiving
the first level appeal

You must appeal the first level appeal (file a second level
appeal) within:

60 days after receiving
the first level appeal
decision

The Plan Administrator must notify you of the second level
appeal decision within:

15 days after receiving
the second level appeal

*UnitedHealthcare may require a one-time extension for the initial claim determination, of no
more than 15 days, only if more time is needed due to circumstances beyond control of the Plan.
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Post-Service Claims

Type of Claim or Appeal Timing

If.yo.ur claim is incomplete, UnitedHealthcare must notify you 30 days
within:
You must then provide completed claim information to 45 davs
UnitedHealthcare within: 4
UnitedHealthcare must notify you of the benefit determination:
m if the initial claim is complete, within: 30 days
m  after receiving the completed claim (if the initial claim is

incomplete), within: 30 days

180 days after

You must appeal an adverse benefit determination no later .
receiving the adverse

than: benefit determination
UnitedHealthcare must notify you of the first level appeal 30 days after receiving
decision within: the first level appeal

60 days after receiving

You must appeal the first level appeal (file a second level the first level appeal

appeal) within: decision
The Plan Administrator must notify you of the second level 30 days after receiving
appeal decision within: the second level appeal

Concurrent Care Claims

If an on-going course of treatment was previously approved for a specific period of time or
number of treatments, and your request to extend the treatment is an urgent care request for
Benefits as defined above, your request will be decided within 24 hours, provided your
request is made at least 24 hours prior to the end of the approved treatment.
UnitedHealthcare will make a determination on your request for the extended treatment
within 24 hours from receipt of your request.

If your request for extended treatment is not made at least 24 hours prior to the end of the
approved treatment, the request will be treated as an urgent care request for Benefits and
decided according to the timeframes described above. If an on-going course of treatment
was previously approved for a specific period of time or number of treatments, and you
request to extend treatment in a non-urgent circumstance, your request will be considered a
new request and decided according to post-service or pre-service timeframes, whichever

applies.

Limitation of Action

You cannot bring any legal action against the Health Plan or any person acting with respect
to the Plan, including but not limited to, ONEOK, Inc., the Plan Administrator or the
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Claims Administrator to recover reimbursement until 90 days after you have exhausted the
administrative procedures as described in this section and all required reviews of your claim
have been completed.

After completing (or being deemed to have completed) the foregoing claims process, if you
want to bring a legal action against the Health Plan, or any person acting with respect to the
Plan, including but not limited to, ONEOK, Inc., the Plan Administrator or the Claims
Administrator you must do so within one year of the date you are notified of the final
decision on your appeal or you lose any rights to bring such an action.

By participating in the Plan, you are deemed to have waived any right to participate in any
class action involving the Health Plan or to accept any personal recovery (equitable,
monetary or otherwise) from any such proceeding.
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SECTION 10 - COORDINATION OF BENEFITS (COB)

Benefits When You Have Coverage under More than One Plan

This section describes how Benefits under the Plan will be coordinated with those of any
other plan that provides benefits to you.

When Does Coordination of Benefits Apply?

This Coordination of Benefits (COB) provision applies to you if you are covered by more than
one health benefits plan, including any one of the following:

m  Another employer sponsored health benefits plan.
m A medical component of a group long-term care plan, such as skilled nursing care.

m  No-fault or traditional "fault" type medical payment benefits or personal injury
protection benefits under an auto insurance policy.

m  Medical payment benefits under any premises liability or other types of liability coverage.

m  Medicare or other governmental health benefit.

If coverage is provided under two or more plans, COB determines which plan is primary
and which plan is secondary. The plan considered primary pays its benefits first, without
regard to the possibility that another plan may cover some expenses. Any remaining
expenses may be paid under the other plan, which is considered secondary. The Secondary
Plan may determine its benefits based on the benefits paid by the Primary Plan. How much
this Plan will reimburse you, if anything, will also depend in part on the Allowable Expense.
The term, “Allowable Expense,” is further explained below.

What Are the Rules for Determining the Order of Benefit Payments?

Order of Benefit Determination Rules

The order of benefit determination rules determine whether this Plan is a Primary Plan or
Secondary Plan when the person has health care coverage under more than one Plan. When
this Plan is primary, it determines payment for its benefits first before those of any other
Plan without considering any other Plan's benefits. When this Plan is secondary, it
determines its benefits after those of another Plan and may reduce the benefits it pays so
that all Plan benefits do not exceed 100% of the total Allowable Expense.

The order of benefit determination rules below govern the order in which each Plan will pay
a claim for benefits.
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Primary Plan. The Plan that pays first is called the Primary Plan. The Primary Plan must
pay benefits in accordance with its policy terms without regard to the possibility that
another Plan may cover some expenses.

Secondary Plan. The Plan that pays after the Primary Plan is the Secondary Plan. The
Secondary Plan may reduce the benefits it pays so that payments from all Plans do not
exceed 100% of the total Allowable Expense. Allowable Expense is defined below.

When a person is covered by two or more Plans, the rules for determining the order of
benefit payments are as follows:

A.

B.

C.

This Plan will always be secondary to medical payment coverage or personal injury
protection coverage under any auto liability or no-fault insurance policy.

When you have coverage under two or more medical plans and only one has COB
provisions, the plan without COB provisions will pay benefits first.

Each Plan determines its order of benefits using the first of the following rules that
apply:

1. Non-Dependent or Dependent. The Plan that covers the person other than as a
dependent, for example as an employee, former employee under COBRA,
policyholder, subsctiber or retiree is the Primary Plan and the Plan that covers the
person as a dependent is the Secondary Plan. However, if the person is a Medicare
beneficiary and, as a result of federal law, Medicare is secondary to the Plan
covering the person as a dependent; and primary to the Plan covering the person
as other than a dependent (e.g. a retired employee); then the order of benefits
between the two Plans is reversed so that the Plan covering the person as an
employee, policyholder, subscriber or retiree is the Secondary Plan and the other
Plan is the Primary Plan.

2. Dependent Child Covered Under More Than One Coverage Plan. Unless
there is a court decree stating otherwise, plans covering a dependent child shall
determine the order of benefits as follows:

a) For a dependent child whose parents are married or are living together,
whether or not they have ever been married:

(1) The Plan of the parent whose birthday falls eatlier in the calendar year is
the Primary Plan; or

(2) If both parents have the same birthday, the Plan that covered the parent
longest is the Primary Plan.

b) For a dependent child whose parents are divorced or separated or are not
living together, whether or not they have ever been married:

(1) If a court decree states that one of the parents is responsible for the
dependent child's health care expenses or health care coverage and the Plan
of that parent has actual knowledge of those terms, that Plan is primary. If
the parent with responsibility has no health care coverage for the
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d)

dependent child's health care expenses, but that parent's spouse does, that
parent's spouse's plan is the Primary Plan. This shall not apply with respect
to any plan year during which benefits are paid or provided before the
entity has actual knowledge of the court decree provision.

(2) If a court decree states that both parents are responsible for the dependent
child's health care expenses or health care coverage, the provisions of
subparagraph a) above shall determine the order of benefits.

(3) If a court decree states that the parents have joint custody without
specifying that one parent has responsibility for the health care expenses or
health care coverage of the dependent child, the provisions of
subparagraph a) above shall determine the order of benefits.

(4) If there is no court decree allocating responsibility for the child's health
care expenses or health care coverage, the order of benefits for the child
are as follows:

a)  The Plan covering the Custodial Parent.

b)  The Plan covering the Custodial Parent's spouse.

¢)  The Plan covering the non-Custodial Parent.

d)  The Plan covering the non-Custodial Parent's spouse.

For purpose of this section, Custodial Parent is the parent awarded custody
by a court decree or, in the absence of a court decree, is the parent with
whom the child resides more than one half of the calendar year excluding
any temporary visitation.

For a dependent child covered under more than one plan of individuals who

are not the parents of the child, the order of benefits shall be determined, as

applicable, under subparagraph a) or b) above as if those individuals were
parents of the child.

(i) For a dependent child who has coverage under either or both parents’ plans

and also has his or her own coverage as a dependent under a spouse’s plan, the

rule in paragraph (5) applies.

(i) In the event the dependent child’s coverage under the spouse’s plan began

on the same date as the dependent child’s coverage under either or both

parents’ plans, the order of benefits shall be determined by applying the

birthday rule in subparagraph (a) to the dependent child’s parent(s) and the
dependent’s spouse.

Active Employee or Retired or Laid-off Employee. The Plan that covers a
person as an active employee, that is, an employee who is neither laid off nor
retired is the Primary Plan. The same would hold true if a person is a dependent of
an active employee and that same person is a dependent of a retired or laid-off
employee. If the other Plan does not have this rule, and, as a result, the Plans do
not agree on the order of benefits, this rule is ignored. This rule does not apply if
the rule labeled C.1. can determine the order of benefits.
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4. COBRA or State Continuation Coverage. If a person whose coverage is
provided pursuant to COBRA or under a right of continuation provided by state
or other federal law is covered under another Plan, the Plan covering the person as
an employee, member, subscriber or retiree or covering the person as a dependent
of an employee, member, subscriber or retiree is the Primary Plan, and the
COBRA or state or other federal continuation coverage is the Secondary Plan. If
the other Plan does not have this rule, and as a result, the Plans do not agree on
the order of benefits, this rule is ignored. This rule does not apply if the rule
labeled C.1. can determine the order of benefits.

5. Longer or Shorter Length of Coverage. The Plan that covered the person the
longer period of time is the Primary Plan and the Plan that covered the person the
shorter period of time is the Secondary Plan.

6. If the preceding rules do not determine the order of benefits, the Allowable
Expenses shall be shared equally between the Plans meeting the definition of Plan.
In addition, this Plan will not pay more than it would have paid had it been the
Primary Plan.

How Are Benefits Paid When This Plan is Secondary?

If this Plan is secondary, it determines the amount it will pay for a Covered Health Services
by following the steps below.

m  The Plan determines the amount it would have paid based on the Allowable Expense.

m  If this Plan would have paid the same amount or less than the Primary Plan paid, this
Plan pays no Benefits.

m  If this Plan would have paid more than the Primary Plan paid, the Plan will pay the
difference.

You will be responsible for any applicable Copayment, Coinsurance or Deductible payments
as part of the COB payment. The maximum combined payment you can receive from all
plans may be less than 100% of the Allowable Expense.

How is the Allowable Expense Determined when this Plan is Secondary?

Determining the Allowable Expense If this Plan is Secondary

What is an Allowable Expense? For purposes of COB, an Allowable Expense is a health
care expense that meets the definition of a Covered Health Services under this Plan.

When the provider is a Network provider for both the Primary Plan and this Plan, the
Allowable Expense is the Primary Plan’s network rate. When the provider is a network
provider for the Primary Plan and a non-Network provider for this Plan, the Allowable
Expense is the Primary Plan’s network rate. When the provider is a non-Network provider
for the Primary Plan and a Network provider for this Plan, the Allowable Expense is the
reasonable and customary charges allowed by the Primary Plan. When the provider is a non-
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Network provider for both the Primary Plan and this Plan, the Allowable Expense is the
greater of the two Plans’ reasonable and customary charges. If this plan is secondary to
Medicare, please also refer to the discussion in the section below, titled “Determining the
Allowable Expense When this Plan is Secondary to Medicare”.

What is Different When You Qualify for Medicare?
Determining Which Plan is Primary When You Quality for Medicare

As permitted by law, this Plan will pay Benefits second to Medicare when you become
eligible for Medicare, even if you don't elect it. There are, however, Medicare-eligible
individuals for whom the Plan pays Benefits first and Medicare pays benefits second:

m  Employees with active current employment status age 65 or older and their Spouses age
65 or older (however, Domestic Partners are excluded as provided by Medicare).

m Individuals with end-stage renal disease, for a limited period of time.

m Disabled individuals under age 65 with current employment status and their Dependents
under age 65.

Determining the Allowable Expense When this Plan is Secondary to Medicare

If this Plan is secondary to Medicare, the Medicare approved amount is the Allowable
Expense, as long as the provider accepts reimbursement directly from Medicare. If the
provider accepts reimbursement directly from Medicare, the Medicare approved amount is
the charge that Medicare has determined that it will recognize and which it reports on an
"explanation of Medicare benefits" issued by Medicare (the "EOMB") for a given service.
Medicare typically reimburses such providers a percentage of its approved charge — often
80%.

If the provider does not accept assignment of your Medicare benefits, the Medicare limiting
charge (the most a provider can charge you if they don't accept Medicate — typically 115% of
the Medicare approved amount) will be the Allowable Expense. Medicare payments,
combined with Plan Benefits, will not exceed 100% of the Allowable Expense.

If you are eligible for, but not enrolled in, Medicare, and this Plan is secondary to Medicare,
ot if you have enrolled in Medicare but choose to obtain services from an Opt-out provider
or one that does not participate in the Medicare program or a provider who does not accept
assignment of Medicare benefits, Benefits will be paid on a secondary basis under this Plan
and will be determined as if you timely enrolled in Medicare and obtained services from a
Medicare participating provider.

When calculating the Plan's Benefits in these situations, and when Medicare does not issue
an EOMB, for administrative convenience the Claims Administrator will use the provider's
billed charges for covered services as the Allowable Expense for both the Plan and
Medicare.
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Medicare Crossover Program

The Plan offers a Medicare Crossover program for Medicare Part A, Part B and Durable
Medical Equipment (DME) claims. Under this program, you no longer have to file a
separate claim with the Plan to receive secondary benefits for these expenses. Your
Dependent will also have this automated Crossover, as long as he or she is eligible for
Medicare and this Plan is your only secondary medical coverage.

Once the Medicare Part A and Part B and DME carriers have reimbursed your health care
provider, the Medicare carrier will electronically submit the necessary information to the
Claims Administrator to process the balance of your claim under the provisions of this Plan.

You can verify that the automated crossover took place when your copy of the explanation
of Medicare benefits (EOMB) states your claim has been forwarded to your secondary
carrier.

This crossover process does not apply to expenses that Medicare does not cover. You must
continue to file claims for these expenses.

For information about enrollment or if you have questions about the program, call the
telephone number listed on your ID card.

Right to Receive and Release Needed Information?

Certain facts about health care coverage and services are needed to apply these COB rules
and to determine benefits payable under this Plan and other plans. The Claims
Administrator may get the facts needed from, or give them to, other organizations or
persons for the purpose of applying these rules and determining benefits payable under this
Plan and other plans covering the person claiming benefits.

The Claims Administrator does not need to tell, or get the consent of, any person to do this.
Each person claiming benefits under this Plan must give the Claims Administrator any facts
needed to apply those rules and determine benefits payable. If you do not provide the
Claims Administrator the information needed to apply these rules and determine the
Benefits payable, your claim for Benefits will be denied.

Does This Plan Have the Right of Recovery?
Overpayment and Underpayment of Benetfits

If you are covered under more than one medical plan, there is a possibility that the other
plan will pay a benefit that the Plan should have paid. If this occurs, the Plan may pay the
other plan the amount owed.

If the Plan pays you more than it owes under this COB provision, you should pay the excess
back promptly. Otherwise, the Plan Sponsor may recover the amount in the form of salary,
wages, or benefits payable under any Plan Sponsor-funded benefit plans, including this Plan.
The Plan Sponsor also reserves the right to recover any overpayment by legal action or
offset payments on future Eligible Expenses.
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If the Plan overpays a health care provider, the Claims Administrator reserves the right to
recover the excess amount from the provider pursuant to Refund of Overpayments, below.

Refund of Overpayments

If the Plan pays for Benefits for expenses incurred on account of a Covered Person, that
Covered Person or any other person or organization that was paid, must make a refund to
the Plan if:

m  The Plan’s obligation to pay Benefits was contingent on the expenses incurred being
legally owed and paid by you, but all or some of the expenses were not paid by you or
did not legally have to be paid by you.

m  All or some of the payment the Plan made exceeded the Benefits under the Plan.

m  All or some of the payment was made in error.

The amount that must be refunded equals the amount the Plan paid in excess of the amount
that should have been paid under the Plan. If the refund is due from another person or
organization, you agree to help the Plan get the refund when requested.

If the refund is due from you and you do not promptly refund the full amount owed, the
Plan may recover the overpayment by reallocating the overpaid amount to pay, in whole or
in part, future Benefits for you that are payable under the Plan. If the refund is due from a
person or organization other than you, the Plan may recover the overpayment by
reallocating the overpaid amount to pay, in whole or in part, (i) future Benefits that are
payable in connection with services provided to other Covered Persons under the Plan. The
reallocated payment amount will either:

m  equal the amount of the required refund, or

m  if less than the full amount of the required refund, will be deducted from the amount of
refund owed to the Plan.

The Plan may have other rights in addition to the right to reallocate overpaid amounts and
other enumerated rights, including the right to commence a legal action.
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SECTION 11 - SUBROGATION AND REIMBURSEMENT

The Plan has a right to subrogation and reimbursement. References to "you" or "your" in
this Subrogation and Reimbursement section shall include you, your estate and your heirs
and beneficiaries unless otherwise stated.

Subrogation applies when the plan has paid Benefits on your behalf for a Sickness or Injury
for which any third party is allegedly to be responsible. The right to subrogation means that
the Plan is substituted to and shall succeed to any and all legal claims that you may be
entitled to pursue against any third party for the Benefits that the Plan has paid that are
related to the Sickness or Injury for which any third party is considered responsible.

Subrogation - Example

Suppose you are injured in a car accident that is not your fault, and you receive Benefits
under the Plan to treat your injuries. Under subrogation, the Plan has the right to take
legal action in your name against the driver who caused the accident and that driver's
insurance carrier to recover the cost of those Benefits.

The right to reimbursement means that if it is alleged that any third party caused or is
responsible for a Sickness or Injury for which you receive a settlement, judgment, or other
recovery from any third party, you must use those proceeds to fully return to the Plan 100%
of any Benefits you receive for that Sickness or Injury. The right of reimbursement shall
apply to any Benefits received at any time until the rights are extinguished, resolved or
walved in writing.

Reimbursement - Example

Suppose you are injured in a boating accident that is not your fault, and you receive
Benefits under the Plan as a result of your injuries. In addition, you receive a settlement in
a court proceeding from the individual who caused the accident. You must use the
settlement funds to return to the plan 100% of any Benefits you received to treat your
injuries.

The following persons and entities are considered third parties:

m A person or entity alleged to have caused you to suffer a Sickness, Injury or damages, or
who is legally responsible for the Sickness, Injury or damages.

m Any insurer or other indemnifier of any person or entity alleged to have caused or who
caused the Sickness, Injury or damages.

m  The Plan Sponsor in a workers' compensation case or other matter alleging liability.

m  Any person or entity who is or may be obligated to provide Benefits or payments to you,
including Benefits or payments for underinsured or uninsured motorist protection, no-
fault or traditional auto insurance, medical payment coverage (auto, homeowners or
otherwise), workers' compensation coverage, other insurance carriers or third party
administrators.
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Any person or entity against whom you may have any claim for professional and/or legal
malpractice arising out of or connected to a Sickness or Injury you allege or could have
alleged were the responsibility of any third party.

Any person or entity that is liable for payment to you on any equitable or legal liability
theory.

You agree as follows:

You will cooperate with the Plan in protecting its legal and equitable rights to
subrogation and reimbursement in a timely manner, including, but not limited to:

- Notifying the Plan, in writing, of any potential legal claim(s) you may have against
any third party for acts which caused Benefits to be paid or become payable.

- Providing any relevant information requested by the Plan.

- Signing and/or delivering such documents as the Plan or its agents reasonably
request to secure the subrogation and reimbursement claim.

- Responding to requests for information about any accident or injuries.

- Making court appearances.

- Obtaining the Plan's consent or its agents' consent before releasing any party from
liability or payment of medical expenses.

- Complying with the terms of this section.

Your failure to cooperate with the Plan is considered a breach of contract. As such, the
Plan has the right to terminate your Benefits, deny future Benefits, take legal action
against you, and/or set off from any future Benefits the value of Benefits the Plan has
paid relating to any Sickness or Injury alleged to have been caused or caused by any third
party to the extent not recovered by the Plan due to you or your representative not
cooperating with the Plan. If the Plan incurs attorneys' fees and costs in order to collect
third party settlement funds held by you or your representative, the Plan has the right to
recover those fees and costs from you. You will also be required to pay interest on any
amounts you hold which should have been returned to the Plan.

The Plan has a first priority right to receive payment on any claim against any third party
before you receive payment from that third party. Further, the Plan's first priority right
to payment is superior to any and all claims, debts or liens asserted by any medical
providers, including but not limited to hospitals or emergency treatment facilities, that
assert a right to payment from funds payable from or recovered from an allegedly
responsible third party and/or insurance cartier.

The Plan's subrogation and reimbursement rights apply to full and partial settlements,
judgments, or other recoveries paid or payable to you or your representative, your estate,
your heirs and beneficiaries, no matter how those proceeds are captioned or
characterized. Payments include, but are not limited to, economic, non-economic,
pecuniary, consortium and punitive damages. The Plan is not required to help you to
pursue your claim for damages or personal injuries and no amount of associated costs,
including attorneys' fees, shall be deducted from the Plan's recovery without the Plan's
express written consent. No so-called "Fund Doctrine" or "Common Fund Doctrine" or
"Attorney's Fund Doctrine" shall defeat this right.
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m  Regardless of whether you have been fully compensated or made whole, the Plan may
collect from you the proceeds of any full or partial recovery that you or your legal
representative obtain, whether in the form of a settlement (either before or after any
determination of liability) or judgment, no matter how those proceeds are captioned or
characterized. Proceeds from which the Plan may collect include, but are not limited to,
economic, non-economic, and punitive damages. No "collateral source" rule, any "Made-
Whole Doctrine" or "Make-Whole Doctrine," claim of unjust enrichment, nor any other
equitable limitation shall limit the Plan's subrogation and reimbursement rights.

m  Benefits paid by the Plan may also be considered to be Benefits advanced.

m If you receive any payment from any party as a result of Sickness or Injury, and the Plan
alleges some or all of those funds are due and owed to the Plan, you and/or your
representative shall hold those funds in trust, either in a separate bank account in your
name or in your representative's trust account.

m By participating in and accepting Benefits from the Plan, you agree that (i) any amounts
recovered by you from any third party shall constitute Plan assets to the extent of the
amount of Plan Benefits provided on behalf of the Covered Person, (ii) you and your
representative shall be fiduciaries of the Plan (within the meaning of ERISA) with
respect to such amounts, and (iii) you shall be liable for and agree to pay any costs and
fees (including reasonable attorney fees) incurred by the Plan to enforce its
reimbursement rights.

m  The Plan's rights to recovery will not be reduced due to your own negligence.

m By participating in and accepting Benefits from the Plan, you agree to assign to the Plan
any Benefits, claims or rights of recovery you have under any automobile policy -
including no-fault Benefits, PIP Benefits and/or medical payment Benefits - other
coverage or against any third party, to the full extent of the Benefits the Plan has paid for
the Sickness or Injury. By agreeing to provide this assignment in exchange for
participating in and accepting Benefits, you acknowledge and recognize the Plan's right
to assert, pursue and recover on any such claim, whether or not you choose to pursue
the claim, and you agree to this assignment voluntarily.

m  The Plan may, at its option, take necessary and appropriate action to preserve its rights
under these provisions, including but not limited to, providing or exchanging medical
payment information with an insurer, the insurer's legal representative or other third
party; filing an ERISA reimbursement lawsuit to recover the full amount of medical
Benefits you receive for the Sickness or Injury out of any settlement, judgment or other
recovery from any third party considered responsible and filing suit in your name or your
estate's name, which does not obligate the Plan in any way to pay you part of any
recovery the Plan might obtain. Any ERISA reimbursement lawsuit stemming from a
refusal to refund Benefits as required under the terms of the Plan is governed by a six-
year statute of limitations.

®m  You may not accept any settlement that does not fully reimburse the Plan, without its
written approval.

m The Plan has the authority and discretion to resolve all disputes regarding the
interpretation of the language stated herein.
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In the case of your death, giving rise to any wrongful death or survival claim, the
provisions of this section apply to your estate, the personal representative of your estate,
and your heirs or beneficiaries. In the case of your death the Plan's right of
reimbursement and right of subrogation shall apply if a claim can be brought on behalf
of you or your estate that can include a claim for past medical expenses or damages. The
obligation to reimburse the Plan is not extinguished by a release of claims or settlement
agreement of any kind.

No allocation of damages, settlement funds or any other recovery, by you, your estate,
the personal representative of your estate, your heirs, your beneficiaries or any other
person or party, shall be valid if it does not reimburse the Plan for 100% of its interest
unless the Plan provides written consent to the allocation.

The provisions of this section apply to the parents, guardian, or other representative of a
Dependent child who incurs a Sickness or Injury caused by any third party. If a parent or
guardian may bring a claim for damages arising out of a minor's Sickness or Injury, the
terms of this subrogation and reimbursement clause shall apply to that claim.

If a third party causes or is alleged to have caused you to suffer a Sickness or Injury while
you are covered under this Plan, the provisions of this section continue to apply, even
after you are no longer covered.

In the event that you do not abide by the terms of the Plan pertaining to reimbursement,
the Plan may terminate Benefits to you, your dependents or the employee, deny future
Benefits, take legal action against you, and/or set off from any future Benefits the value
of Benefits the Plan has paid relating to any Sickness or Injury alleged to have been
caused or caused by any third party to the extent not recovered by the Plan due to your
failure to abide by the terms of the Plan. If the Plan incurs attorneys' fees and costs in
otder to collect third party settlement funds held by you or your representative, the Plan
has the right to recover those fees and costs from you. You will also be required to pay
interest on any amounts you hold which should have been returned to the Plan.

The Plan and all Administrators administering the terms and conditions of the Plan's
subrogation and reimbursement rights have such powers and duties as are necessary to
discharge its duties and functions, including the exercise of its discretionary authority to
(1) construe and enforce the terms of the Plan's subrogation and reimbursement rights
and (2) make determinations with respect to the subrogation amounts and
reimbursements owed to the Plan.

Right of Recovery

The Plan also has the right to recover Benefits it has paid on you or your Dependent's behalf

that were:

m  Made in error.

m  Due to a mistake in fact.

m  Advanced during the time period of meeting the calendar year Deductible.

m  Advanced during the time period of meeting the Out-of-Pocket Maximum for the
calendar year.
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Benefits paid because you or your Dependent misrepresented facts are also subject to
recovery.

If the Plan provides a Benefit for you or your Dependent that exceeds the amount that
should have been paid, the Plan will:

m  Require that the overpayment be returned when requested.

m  Reduce a future Benefit payment for you or your Dependent by the amount of the
overpayment.

If the Plan provides an advancement of Benefits to you or your Dependent during the time
petiod of meeting the Deductible and/or meeting the Out-of-Pocket Maximum for the
calendar year, the Plan will send you or your Dependent a monthly statement identifying the
amount you owe with payment instructions. The Plan has the right to recover Benefits it has
advanced by:

m  Submitting a reminder letter to you or a covered Dependent that details any outstanding
balance owed to the Plan.

m  Conducting courtesy calls to you or a covered Dependent to discuss any outstanding
balance owed to the Plan.
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SECTION 12 - WHEN COVERAGE ENDS

What this section includes:
m Circumstances that cause coverage to end.

m How to continue coverage after it ends.

Your entitlement to Benefits automatically ends on the date that coverage ends, even if you
are hospitalized or are otherwise receiving medical treatment on that date.

When your coverage ends, the Health Plan will still pay claims for Covered Health Services
that you received before your coverage ended. However, once your coverage ends, Benefits
are not provided for health services that you receive after coverage ended, even if the
underlying medical condition occurred before your coverage ended. You may be entitled to
COBRA coverage when your coverage under the Health Plan is terminated. See the Health
Plan Plan Document and SPD for more information.
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SECTION 13 - OTHER IMPORTANT INFORMATION

What this section includes:
m Court-ordered Benefits for Dependent children.

m  Your relationship with UnitedHealthcare and ONEOK, Inc.
m  Relationships with providers.

m Interpretation of Benefits.

m Information and records.

m Incentives to providers and you.

m The future of the Plan.

m How to access the official Plan documents.

Qualified Medical Child Support Orders (QMCSOs)

A qualified medical child support order (QMCSO) is a judgment, decree or order issued by a
court or appropriate state agency that requires a child to be covered for medical benefits.
Generally, a QMCSO is issued as part of a paternity, divorce, or other child support
settlement.

If the Plan receives a medical child support order for your child that instructs the Plan to
cover the child, the Plan Administrator will review it to determine if it meets the
requirements for a QMCSO. If it determines that it does, your child will be enrolled in the
Plan as your Dependent, and the Plan will be required to pay Benefits as directed by the
order.

You may obtain, without charge, a copy of the procedures governing QMCSOs from the
Plan Administrator.

Note: A National Medical Support Notice will be recognized as a QMCSO if it meets the
requirements of a QMCSO.

Your Relationship with UnitedHealthcare and ONEOK, Inc.

In order to make choices about your health care coverage and treatment, the Company
believes that it is important for you to understand how UnitedHealthcare interacts with the
Plan and how it may affect you. UnitedHealthcare helps administer the Plan in which you are
enrolled. UnitedHealthcare does not provide medical services or make treatment decisions.
This means:

m  UnitedHealthcare communicates to you decisions about whether the Plan will cover or
pay for the health care that you may receive. The Plan pays for Covered Health Services,
which are more fully described in this SPD.

m  The Plan may not pay for all treatments you or your Physician may believe are necessary.
If the Plan does not pay, you will be responsible for the cost.
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Relationship with Providers

The Claims Administrator has agreements in place that govern the relationships between it
and Network providers, some of which are affiliated providers. Network providers enter
into agreements with the Claims Administrator to provide Covered Health Services to
Covered Persons.

ONEOK, Inc., the Plan and UnitedHealthcare do not provide health care services or
supplies, nor do they practice medicine. Instead, ONEOK, Inc. and UnitedHealthcare
arrange for health care providers to participate in a Network and administer payment of
Benefits. Network providers are independent practitioners who run their own offices and
facilities. UnitedHealthcare's credentialing process confirms public information about the
providers' licenses and other credentials, but does not assure the quality of the services
provided. They are not ONEOK, Inc.’s employees nor are they employees of
UnitedHealthcare or the Plan. ONEOK, Inc., the Plan, and UnitedHealthcare are not
responsible for any act or omission of any provider.

UnitedHealthcare is not considered to be an employer of the Plan Administrator for any
purpose with respect to the administration or provision of benefits under this Plan.

ONEOK, Inc. is solely responsible for:

m  Enrollment and classification changes (including classification changes resulting in your
enrollment or the termination of your coverage).

m  The timely payment of the service fee to UnitedHealthcare.

m  The funding of Benefits on a timely basis.

m Notifying you of the termination or modifications to the Plan.

When the Plan Sponsor establishes the Plan to provide coverage under a benefit plan
governed by the Employee Retirement Income Security Act ("ERISA"), 29 U.S.C. 1001 et seq., the
Claims Administrator is not the plan administrator or named fiduciary of the benefit plan, as
those terms are used in ERISA. If you have questions about your health plan, you should
contact the Plan Sponsor. If you have any questions about this statement or about your
rights under ERIS.A, contact the nearest area office of the Employee Benefits Security
Administration, U. S. Department of Labor.

Your Relationship with Providers

The relationship between you and any provider is that of provider and patient.

®m  You are responsible for choosing your own provider.

®m  You are responsible for paying, directly to your provider, any amount identified as a
member responsibility, including Coinsurance, any deductible and any amount that
exceeds Eligible Expenses.
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®m  You are responsible for paying, directly to your provider, the cost of any non-Covered
Health Service.

®m  You must decide if any provider treating you is right for you. This includes Network
providers you choose and providers to whom you have been referred.

m  Must decide with your provider what care you should receive.

m  Your provider is solely responsible for the quality of the services provided to you.

The relationship between you and ONEOK, Inc. is that of employer and employee,
Dependent or other classification as defined in the SPD.

Interpretation of Benefits

The Plan Administrator and/or UnitedHealthcare, in its capacity as the Claims
Administrator have the sole and exclusive discretion to do all of the following:

m Interpret Benefits under the Plan.

m Interpret the other terms, conditions, limitations and exclusions of the Plan, including
this SPD, the Schedule of Benefits and any Addendums, SMMs and/or Amendments.

m Make factual determinations related to the Plan and its Benefits.

The Plan Administrator and UnitedHealthcare may delegate this discretionary authority to
other persons or entities including Claims Administrator’s affiliates that may provide services
in regard to the administration of the Plan. The identity of the service providers and the
nature of their services may be changed from time to time in Plan Sponsot's and the Claims
Administrator's discretion. In order to receive Benefits, you must cooperate with those
service providers.

In certain circumstances, for purposes of overall cost savings or efficiency, the Plan
Administrator may, in its discretion, offer Benefits for services that would otherwise not be
Covered Health Services. The fact that the Plan Administrator does so in any particular case
shall not in any way be deemed to require the Plan Administrator to do so in other similar
cases.

Review and Determine Benefits in Accordance with UnitedHealthcare
Reimbursement Policies

UnitedHealthcare develops its reimbursement policy guidelines, in its sole discretion, in

accordance with one or more of the following methodologies:

m As indicated in the most recent edition of the Current Procedural Terminology (CPT), a
publication of the American Medical Association, and/or the Centers for Medicare and
Medicaid Services (CMS).

m  As reported by generally recognized professionals or publications.

B As used for Medicare.
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m  As determined by medical staff and outside medical consultants pursuant to other
appropriate sources or determinations that UnitedHealthcare accepts.

Following evaluation and validation of certain provider billings (e.g., error, abuse and fraud
reviews), UnitedHealthcare's reimbursement policies are applied to provider billings.
UnitedHealthcare shares it's reimbursement policies with Physicians and other providers in
UnitedHealthcare's Network through UnitedHealthcare's provider website. Network
Physicians and providers may not bill you for the difference between their contract rate (as
may be modified by UnitedHealthcare's reimbursement policies) and the billed charge.
However, non-Network providers are not subject to this prohibition, and may bill you for
any amounts the Plan does not pay, including amounts that are denied because one of
UnitedHealthcare's reimbursement policies does not reimburse (in whole or in part) for the
service billed. You may obtain copies of UnitedHealthcare's reimbursement policies for
yourself or to share with your non-Network Physician or provider by going to
www.myuhc.com or by calling the telephone number on your ID card.

Information and Records

The Plan and UnitedHealthcare may use your individually identifiable health information to
administer the Plan and pay claims, to identify procedures, products, or services that you
may find valuable, and as otherwise permitted or required by law. The Plan and
UnitedHealthcare may request additional information from you to decide your claim for
Benefits. The Plan and UnitedHealthcare will keep this information confidential. The Plan
and UnitedHealthcare may also use your de-identified data for commercial purposes,
including research, as permitted by law.

By accepting Benefits under the Plan, you authorize and direct any person or institution that
has provided services to you to furnish the Plan and UnitedHealthcare with all information
or copies of records relating to the services provided to you, including provider billing and
provider payment records. The Plan and UnitedHealthcare have the right to request this
information at any reasonable time. This applies to all Covered Persons, including enrolled
Dependents whether or not they have signed the Employee's enrollment form. The Plan and
UnitedHealthcare agree that such information and records will be considered confidential.

The Plan and UnitedHealthcare have the right to release any and all records concerning
health care services which are necessary to implement and administer the terms of the Plan,
for appropriate medical review or quality assessment, or as the Plan is required to do by law
or regulation. During and after the term of the Plan, the Plan and UnitedHealthcare and its
related entities may use and transfer the information gathered under the Plan in a de-
identified format for commercial purposes, including research and analytic purposes.

For complete listings of your medical records or billing statements the Plan recommends
that you contact your health care provider. Providers may charge you reasonable fees to
cover their costs for providing records or completing requested forms.

If you request medical forms or records from UnitedHealthcare, they also may charge you
reasonable fees to cover costs for completing the forms or providing the records.
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In some cases, as permitted by law, the Plan and UnitedHealthcare will designate other
persons or entities to request records or information from or related to you, and to release
those records as necessary. UnitedHealthcare's designees have the same rights to this
information as does the Plan Administrator.

Incentives to Providers

Network providers may be provided financial incentives by UnitedHealthcare to promote
the delivery of health care in a cost efficient and effective manner. These financial incentives
are not intended to affect your access to health care.

Examples of financial incentives for Network providers are:

m Bonuses for performance based on factors that may include quality, member satisfaction,
and/or cost-effectiveness.

m A practice called capitation which is when a group of Network providers receives a
monthly payment from UnitedHealthcare for each Covered Person who selects a
Network provider within the group to perform or coordinate certain health services. The
Network providers receive this monthly payment regardless of whether the cost of
providing or arranging to provide the Covered Person's health care is less than or more
than the payment.

m  Bundled payments - certain Network providers receive a bundled payment for a group
of Covered Health Services for a particular procedure or medical condition. The
applicable Coinsurance will be calculated based on the provider type that received the
bundled payment. The Network providers receive these bundled payments regardless of
whether the cost of providing or arranging to provide the Covered Person's health care
is less than or more than the payment. If you receive follow-up services related to a
procedure where a bundled payment is made, an additional Coinsurance may not be
required if such follow-up services are included in the bundled payment. You may
receive some Covered Health Services that are not considered part of the inclusive
bundled payment and those Covered Health Services would be subject to the applicable
Coinsurance as described in your Schedule of Benefits.

The Claims Administrator uses various payment methods to pay specific Network providers.
From time to time, the payment method may change. If you have questions about whether
your Network provider's contract with the Claims Administrator includes any financial
incentives, the Claims Administrator encourages you to discuss those questions with your
provider. You may also call the Claims Administrator at the telephone number on your ID
card. The Claims Administrator can advise whether your Network provider is paid by any
financial incentive, including those listed above.

Incentives to You

Sometimes you may be offered coupons or other incentives to encourage you to participate
in various wellness programs or certain disease management programs. The decision about
whether or not to participate is yours alone but ONEOK, Inc. recommends that you discuss
participating in such programs with your Physician. These incentives are not Benefits and do
not alter or affect your Benefits. You may call the number on your ID card if you have any
questions. Additional information may be found in Section 7, Clinical Programs and Resources.
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Rebates and Other Payments

ONEOK, Inc. and UnitedHealthcare may receive rebates for certain drugs that are
administered to you in a Physician's office, or at a Hospital or Alternate Facility. This
includes rebates for those drugs that are administered to you before you meet your Annual
Deductible. ONEOK, Inc. and UnitedHealthcare do not pass these rebates on to you, nor
are they applied to your Annual Deductible or taken into account in determining your
Coinsurance.

Workers' Compensation Not Affected

Benefits provided under the Plan do not substitute for and do not affect any requirements
for coverage by workers' compensation insurance.

Future of the Plan

Although the Company expects to continue the Plan indefinitely, it reserves the right to
discontinue, alter or modify the Plan in whole or in part, at any time and for any reason, at
its sole determination.

The Company's decision to terminate or amend a Plan may be due to changes in federal or
state laws governing employee benefits, the requirements of the Internal Revenue Code or
any other reason. A plan change may transfer plan assets and debts to another plan or split a
plan into two or more parts. If the Company does change or terminate a plan, it may decide
to set up a different plan providing similar or different benefits.

If this Plan is terminated, Covered Persons will not have the right to any other Benefits from
the Plan, other than for those claims incurred prior to the date of termination, or as
otherwise provided under the Plan. In addition, if the Plan is amended, Covered Persons
may be subject to altered coverage and Benefits.

The amount and form of any final benefit you receive will depend on any Plan document or
contract provisions affecting the Plan and Company decisions. After all Benefits have been

paid and other requirements of the law have been met, certain remaining Plan assets will be
turned over to the Company and others as may be required by any applicable law.

Plan Document

This Summary Plan Description (SPD) represents an overview of your Benefits. In the event
there is a discrepancy between the SPD and the official plan document, the plan document
will govern. A copy of the plan document is available for your inspection during regular
business hours in the office of the Plan Administrator. You (or your personal representative)
may obtain a copy of this document by written request to the Plan Administrator, for a
nominal charge.

Medicare Eligibility

Benefits under the Plan are not intended to supplement any coverage provided by Medicare.
Nevertheless, in some circumstances Covered Persons who are eligible for or enrolled in
Medicare may also be enrolled under the Plan.
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If you are eligible for or enrolled in Medicare, please read the following information
carefully.

If you are eligible for Medicare on a primary basis (Medicare pays before Benefits under the
Plan), you should enroll in and maintain coverage under both Medicare Part A and Part B. If
you don't enroll and maintain that coverage, and if the Plan is the secondary payer as
described in Section 10, Coordination of Benefits, the Plan will pay Benefits under the Plan as if
you were covered under both Medicare Part A and Part B. As a result, you will be
responsible for the costs that Medicare would have paid and you will incur a larger out-of-
pocket cost.

If you are enrolled in a Medicare Advantage (Medicare Part C) plan on a primary basis
(Medicare pays before Benefits under the Plan), you should follow all rules of that plan that
require you to seck services from that plan's participating providers. When the Plan is the
secondary payer, the Plan will pay any Benefits available to you under the Plan as if you had
followed all rules of the Medicare Advantage plan. You will be responsible for any additional
costs or reduced Benefits that result from your failure to follow these rules, and you will
incur a larger out-of-pocket cost.
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SECTION 14 - GLOSSARY

What this section includes:
m Definitions of terms used throughout this SPD.

Many of the terms used throughout this SPD may be unfamiliar to you or have a specific
meaning with regard to the way the Plan is administered and how Benefits are paid. This
section defines terms used throughout this SPD, but it does not describe the Benefits
provided by the Plan.

Addendum - any attached written description of additional or revised provisions to the
Plan. The benefits and exclusions of this SPD and any amendments thereto shall apply to
the Addendum except that in the case of any conflict between the Addendum and SPD
and/or Amendments to the SPD, the Addendum shall be controlling.

Air Ambulance — medical transport by rotary wing Air Ambulance or fixed wing Air
Ambulance helicopter or airplane as defined in 42 CFR 474.605.

Alternate Facility - a health care facility that is not a Hospital and that provides one or
more of the following services on an outpatient basis, as permitted by law:

m  Surgical services.

m Emergency Health Services.

m  Rehabilitative, laboratory, diagnostic or therapeutic services.

An Alternate Facility may also provide Mental Health Services or Substance-Related and

Addictive Disorder Services on an outpatient basis or inpatient basis (for example a
Residential Treatment facility).

Amendment - any attached written description of additional or alternative provisions to the
Plan. Amendments are effective only when executed by the Plan Sponsor or the Plan
Administrator. Amendments are subject to all conditions, limitations and exclusions of the
Plan, except for those that the amendment is specifically changing.

Ancillary Services — items and services provided by non-Network Physicians at a Network
facility that are any of the following:

m  Related to emergency medicine, anesthesiology, pathology, radiology, and neonatology;
m Provided by assistant surgeons, hospitalists, and intensivists;

m Diagnostic services, including radiology and laboratory services, unless such items and
services are excluded from the definition of Ancillary Services as determined by the
Secretary;

m  Provided by such other specialty practitioners as determined by the Secretary; and

m Provided by a non-Network Physician when no other Network Physician is available.
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Annual Deductible (or Deductible) - the amount you must pay for Covered Health
Services in a calendar year before the Plan will begin paying Benefits in that calendar year.
The Deductible is shown in the first table in Section 5, Plan Highlights.

Autism Spectrum Disorder - a condition marked by enduring problems communicating
and interacting with others, along with restricted and repetitive behavior, interests or
activities.

Bariatric Resource Services (BRS) — a program administered by UnitedHealthcare or its

affiliates made available to you by ONEOK, Inc. The BRS program provides:

m  Specialized clinical consulting services to Participants and enrolled Dependents to
educate on obesity treatment options.

m  Access to specialized Network facilities and Physicians for obesity surgery services.

Benefits - Plan payments for Covered Health Services, subject to the terms and conditions
of the Plan and any Addendums and/or Amendments.

BMI — sce Body Mass Index (BMI).

Body Mass Index (BMI) — a calculation used in obesity risk assessment which uses a
person's weight and height to approximate body fat.

CHD - see Congenital Heart Disease (CHD).

Claims Administrator - UnitedHealthcare (also known as United HealthCare) and its
affiliates, who provide certain claim administration services for the Plan.

Clinical Trial - a scientific study designed to identify new health services that improve
health outcomes. In a Clinical Trial, two or more treatments are compared to each other and
the patient is not allowed to choose which treatment will be received.

COBRA - sce Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA).

Coinsurance — the charge, stated as a percentage of Eligible Expenses or the Recognized
Amount when applicable, that you are required to pay for certain Covered Health Services as
described in Section 3, How the Plan Works and Section 15, Outpatient Prescription Drugs.

Company - ONEOK, Inc. and its subsidiaries and affiliates.

Complications of Pregnancy - a condition suffered by a Dependent child that requires
medical treatment before or after Pregnancy ends.

Congenital Anomaly - a physical developmental defect that is present at birth and is
identified within the first twelve months of birth.

Congenital Heart Disease (CHD) - any structural heart problem or abnormality that has
been present since birth. Congenital heart defects may:
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m  Be passed from a parent to a child (inherited).

m  Develop in the fetus of a woman who has an infection or is exposed to radiation or
other toxic substances during her Pregnancy.

m Have no known cause.

Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA) - a federal law
that requires employers to offer continued health insurance coverage to certain employees
and their dependents whose group health insurance has been terminated.

Copayment (or Copay) — the charge, stated as a set dollar amount, that you are required to
pay for certain Covered Health Services as described in Section 3, How the Plan Works and
Section 15, Outpatient Prescription Drugs.

Please note that for Covered Health Services, you are responsible for paying the lesser of the
following:

m  The applicable Copayment.
m  The Eligible Expense or the Recognized Amount when applicable.
Cosmetic Procedures - procedures or services that change or improve appearance without

significantly improving physiological function, as determined by the Claims Administrator.

Cost-Effective - the least expensive equipment that performs the necessary function. This
term applies to Durable Medical Equipment and prosthetic devices.

Covered Health Services - those health services, including services, supplies or
Pharmaceutical Products, which the Claims Administrator determines to be:

m  Medically Necessary.

m  Described as a Covered Health Service in this SPD under Section 5, Plan Highlights and 0,
Additional Coverage Details and Section 15, Outpatient Prescription Drugs.

m Provided to a Covered Person who meets the Plan's eligibility requirements specified in
the Plan in the ONEOK, Inc. Health Plan, Plan Document and Summary Plan
Description.

m Not otherwise excluded in this SPD under Section 8, Exclusions and Limitations or Section
15, Outpatient Prescription Drugs.

Covered Person - cither the Employee or an enrolled Dependent, but this term applies only
while the person is enrolled and eligible for Benefits under the Plan. References to "you" and
"your" throughout this SPD are references to a Covered Person.

Custodial Care - services that are any of the following:

m  Non-health-related services, such as assistance in activities of daily living (examples
include feeding, dressing, bathing, ostomy care, incontinence care, checking of routine
vital signs, transferring and ambulating).
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m  Health-related services that are provided for the primary purpose of meeting the
personal needs of the patient or maintaining a level of function (even if the specific
services are considered to be skilled services), as opposed to improving that function to
an extent that might allow for a more independent existence.

m  Services that do not require continued administration by trained medical personnel in
order to be delivered safely and effectively.

Deductible - see Annual Deductible.
Dental Plan - A separate dental plan offered to Eligible Employees of the Company.

Dependent - an individual who meets the eligibility requirements specified in the Plan, as
described in the ONEOK, Inc. Health Plan Document and Summary Plan Description.

Designated Dispensing Entity - a pharmacy, provider, or facility that has entered into an
agreement with the Claims Administrator, or with an organization contracting on the Claims
Administrator's behalf, to provide Pharmaceutical Products for the treatment of specified
diseases or conditions. Not all Network pharmacies, providers, or facilities are Designated
Dispensing Entities.

Designated Network Benefits — for Benefit plans that have a Designated Network Benefit
level, this is the description of how Benefits are paid for certain Covered Health Services
provided by a provider or facility that has been identified as a Designated Provider. Refer to
Section 5, Plan Highlights, to determine whether or not your Benefit plan offers Designated
Network Benefits and for details about how Designated Network Benefits apply.

Designated Provider - a provider and/or facility that:

m Has entered into an agreement with the Claims Administrator, or with an organization
contracting on the Claims Administrator's behalf, to provide Covered Health Services
for the treatment of specific diseases or conditions; or

m  The Claims Administrator has identified through the Claims Administrator's designation
programs as a Designated Provider. Such designation may apply to specific treatments,
conditions and/or procedures.

A Designated Provider may or may not be located within your geographic area. Not all
Network Hospitals or Network Physicians are Designated Providers.

You can find out if your provider is a Designated Provider by contacting the Claims
Administrator at www.myuhc.com or the telephone number on your ID card.

Designated Physician - a Physician that the Claims Administrator identified through its
designation programs as a Designated provider. A Designated Physician may or may not be
located within your geographic area. The fact that a Physician is a Network Physician does
not mean that he or she is a Designated Physician.
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Designated Virtual Network Provider - a provider or facility that has entered into an
agreement with the Claims Administrator, or with an organization contracting on the Claims
Administrator's behalf, to deliver Covered Health Care Setvices through live audio with
video technology or audio only.

DME - see Durable Medical Equipment (DME).

Domestic Partner - a person of the same or opposite sex with whom the Employee has
established a Domestic Partnership, and who otherwise meets the eligibility requirements
specified in the Plan, in the ONEOK, Inc. Health Plan and Summary Plan Description.

Domestic Partnership - a relationship between an Employee and one other person of the
same or opposite sex. All of the following requirements apply to both persons:

m  They must not be related by blood or a degree of closeness that would prohibit marriage
in the law of the state in which they reside.

m  They must not be currently married to, or a Domestic Partner of, another person under
either statutory or common law.

m  They must be at least 18 years old.
m  They must share the same permanent residence and the common necessities of life.
m  They must be mentally competent to enter into a contract.

m  They must be financially interdependent and have furnished documents of such financial
interdependence to Human Resources.

The Employee and Domestic Partner must jointly sign an affidavit of domestic partnership
provided by Human Resources upon your request.

Domiciliary Care - living arrangements designed to meet the needs of people who cannot
live independently but do not require Skilled Nursing Facility services.

Durable Medical Equipment (DME) - medical equipment that is all of the following:

m s used to serve a medical purpose with respect to treatment of a Sickness, Injury or their
symptoms.

m s not disposable.

m s generally not useful to a person in the absence of a Sickness, Injury or their symptoms.

m Can withstand repeated use.

m Is not implantable within the body.

m Is appropriate for use, and is primarily used, within the home.

Eligible Expenses — for Covered Health Services, incurred while the Plan is in effect,
Eligible Expenses are determined by the Claims Administrator as stated below and as
detailed in Section 3, How the Plan Works.
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Eligible Expenses are determined in accordance with the Claims Administrator’s
reimbursement policy guidelines or as required by law. The Claims Administrator develops
the reimbursement policy guidelines, in the Claims Administrator’s discretion, following
evaluation and validation of all provider billings in accordance with one or more of the
following methodologies:

As indicated in the most recent edition of the Current Procedural Terminology (CPT), a
publication of the American Medical Association, and/or the Centers for Medicare and Medicaid
Services (CMS).

As reported by generally recognized professionals or publications.
As used for Medicare.

As determined by medical staff and outside medical consultants pursuant to other
appropriate source or determination that the Claims Administrator accepts.

Emergency - a medical condition manifesting itself by acute symptoms of sufficient severity
(including severe pain) so that a prudent layperson, who possesses an average knowledge of
health and medicine, could reasonably expect the absence of immediate medical attention to
result in any of the following:

Placing the health of the Covered Person (or, with respect to a pregnant woman, the
health of the woman or her unborn child) in serious jeopardy.

Serious impairment to bodily functions.

Serious dysfunction of any bodily organ or part.

Emergency Health Services — with respect to an Emergency:

An appropriate medical screening examination (as required under section 7867 of the
Social Security Act, 42 U.S.C. 1395dd or as would be required under such section if such
section applied to an Independent Freestanding Emergency Department) that is within
the capability of the emergency department of a Hospital, or an Independent
Freestanding Emergency Department, as applicable, including ancillary services routinely
available to the emergency department to evaluate such Emergency.

Such further medical examination and treatment, to the extent they are within the
capabilities of the staff and facilities available at the Hospital or an Independent
Freestanding Emergency Department, as applicable, as are required under section 7867 of
the Social Security Act (42 U.S.C. 1395dd(e)(3)), or as would be required under such section
if such section applied to an Independent Freestanding Emergency Department, to
stabilize the patient (regardless of the department of the Hospital in which such further
exam ot treatment is provided). For the purpose of this definition, “to stabilize” has the
meaning as given such term in section 7867 (e)(3) of the Social Security Act (42 U.S.C.
1395dd(e)(3)).

Emergency Health Services include items and services otherwise covered under the Plan
when provided by a non-Network provider or facility (regardless of the department of
the Hospital in which the items are services are provided) after the patient is stabilized
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and as part of outpatient observation, or as a part of an Inpatient Stay or outpatient stay
that is connected to the original Emergency unless the following conditions are met:

a. The attending Emergency Physician or treating provider determines the patient is
able to travel using nonmedical transportation or non-Emergency medical
transportation to an available Network provider or facility located within a
reasonable distance taking into consideration the patient's medical condition.

b. The provider furnishing the additional items and services satisfies notice and
consent criteria in accordance with applicable law.

c. The patient is in such a condition, as determined by the Secretary, to receive
information as stated in b) above and to provide informed consent in accordance
with applicable law.

d. The provider or facility satisfies any additional requirements or prohibitions as
may be imposed by state law.

e. Any other conditions as specified by the Secretary.

The above conditions do not apply to unforeseen or urgent medical needs that arise at
the time the service is provided regardless of whether notice and consent criteria has
been satisfied.

Employee — an Employee of the Employer who meets the eligibility requirements specified
in the ONEOK, Inc. Health Plan, Plan Document and Summary Plan Description. An
Employee must live and/or work in the United States.

If any court, administrative body, agency, or other entity should determine that any
Individual classified as a contingent worker, independent contractor, leased
employee or other non-Employee by the Company was, in reality, a common Iaw
employee of the Company, such individual shall not be eligible for, nor entitled to,
and shall not participate in, the Health Plan.

Employee Retirement Income Security Act of 1974 (ERISA) - the federal legislation that
regulates retirement and employee welfare benefit programs maintained by employers and
unions.

Employer - ONEOK, Inc.
EOB - see Explanation of Benefits (EOB).

ERISA - see Employee Retirement Income Security Act of 1974 (ERISA).

Experimental or Investigational Service(s) — medical, surgical, diagnostic, psychiatric,
mental health, substance-related and addictive disorders or other health care services,
technologies, supplies, treatments, procedures, drug therapies, medications, or devices that,
at the time the Claims Administrator and ONEOK, Inc. make a determination regarding
coverage in a particular case, are determined to be any of the following:
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Not approved by the U.S. Food and Drug Administration (FDA) to be lawfully marketed
for the proposed use and not as appropriate for the proposed use in any of the
following:

- AHEFS Drug Information (AHES DI) under therapeutic uses section;

- Elsevier Gold Standard's Clinical Pharmacology under the indications section;

- DRUGDEX System by Micromedex under the therapeutic uses section and has a
strength recommendation rating of class I, class Ila, or class IIb; or

- National Comprebensive Cancer Network (NCCN) drugs and biologics compendium
category of evidence 1, 2A, or 2B.

Subject to review and approval by any institutional review board for the proposed use

(Devices which are FD.A approved under the Humanitarian Use Device exemption are not

considered to be Experimental or Investigational.)

The subject of an ongoing Clinical Trial that meets the definition of a Phase I, IT or III
Clinical Trial set forth in the FD.A regulations, regardless of whether the trial is actually
subject to FD.A oversight.

Only obtainable, with regard to outcomes for the given indication, within research
settings.

Exceptions:

Clinical Trials for which Benefits are available as described under Clnzcal Trials in Section
6, Additional Coverage Details.

If you are not a participant in a qualifying Clinical Trial as described in Section 6,
Additional Coverage Details, and have a Sickness or condition that is likely to cause death
within one year of the request for treatment, the Claims Administrator and ONEOK,
Inc. may, at their discretion, consider an otherwise Experimental or Investigational
Setvice to be a Covered Health Service for that Sickness or condition. Prior to such
consideration, the Claims Administrator and Oneok, Inc. must determine that, although
unproven, the service has significant potential as an effective treatment for that Sickness
or condition.

Explanation of Benefits (EOB) - a statement provided by UnitedHealthcare to you, your
Physician, or another health care professional that explains:

m  The Benefits provided (if any).

m  The allowable reimbursement amounts.

m  Deductibles.

m Coinsurance.

m  Any other reductions taken.

m The net amount paid by the Plan.

m  The reason(s) why the service or supply was not covered by the Plan.
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Freestanding Facility - an outpatient, diagnostic or ambulatory center or independent
laboratory which performs services and submits claims separately from a Hospital.

Gender Dysphoria - A disorder characterized by the diagnostic criteria classified in the
current edition of the Diagnostic and Statistical Manual of the American Psychiatric Association.

Genetic Counseling - counseling by a qualified clinician that includes:

m Identifying your potential risks for suspected genetic disorders;

m  An individualized discussion about the benefits, risks and limitations of Genetic Testing
to help you make informed decisions about Genetic Testing; and

m Interpretation of the Genetic Testing results in order to guide health decisions.

m Certified genetic counselors, medical geneticists and physicians with a professional
society's certification that they have completed advanced training in genetics ate
considered qualified clinicians when Covered Health Services for Genetic Testing require
Genetic Counseling.

Genetic Testing - exam of blood or other tissue for changes in genes (DNA or RNA) that
may indicate an increased risk for developing a specific disease or disorder, or provide
information to guide the selection of treatment of certain diseases, including cancer.

Gestational Carrier - a Gestational Carrier is a female who becomes pregnant by having a
fertilized egg (embryo) implanted in her uterus for the purpose of carrying the fetus to term
for another person. The carrier does not provide the egg and is therefore not biologically
(genetically) related to the child.

Health Statement(s) - a single, integrated statement that summarizes EOB information by
providing detailed content on account balances and claim activity.

Home Health Agency - a program or organization authorized by law to provide health
care services in the home.

Hospital - an institution, operated as required by law and that meets both of the following:

m Itis primarily engaged in providing health services, on an inpatient basis, for the acute
care and treatment of sick or injured individuals. Care is provided through medical,
mental health, substance-related and addictive disorders, diagnostic and surgical facilities,
by or under the supervision of a staff of Physicians.

m It has 24-hour nursing services.

A Hospital is not primarily a place for rest, Custodial Care or care of the aged and is not a
nursing home, convalescent home or similar institution.

Hospital-based Facility - an outpatient facility that performs services and submits claims
as part of a Hospital.

Independent Freestanding Emergency Department — a health care facility that:
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m s geographically separate and distinct and licensed separately from a Hospital under
applicable law; and

m Provides Emergency Health Services.

Infertility - A disease (an interruption, cessation, or disorder of body functions, systems, or
organs) of the reproductive tract which prevents the conception of a child or the ability to
carry a pregnancy to delivery. It is defined by the failure to achieve a successful pregnancy
after 12 months or more of appropriate, timed unprotected intercourse or Therapeutic
Donor Insemination. Earlier evaluation and treatment may be justified based on medical
history and physical findings and is warranted after 6 months for women age 35 years or
older.

Injury - bodily damage other than Sickness, including all related conditions and recurrent
symptoms.

Inpatient Rehabilitation Facility - a long term acute rehabilitation center, a Hospital (or a
special unit of a Hospital designated as an Inpatient Rehabilitation Facility) that provides
rehabilitation services (including physical therapy, occupational therapy and/or speech
therapy) on an inpatient basis, as authorized by law.

Inpatient Stay - an uninterrupted confinement, following formal admission to a Hospital,
Skilled Nursing Facility or Inpatient Rehabilitation Facility.

Intensive Behavioral Therapy (IBT) - outpatient behavioral/educational services that aim
to reinforce adaptive behaviors, reduce maladaptive behaviors and improve the mastery of
functional age appropriate skills in people with Autism Spectrum Disorders. Examples
include Applied Behavior Analysis (ABA), The Denver Model, and Relationship Development
Intervention (RDI).

Intensive Outpatient Treatment - a structured outpatient treatment program.
m For Mental Health Services, the program may be freestanding or Hospital-based and
provides services for at least three hours per day, two or more days per week.

m  For Substance-Related and Addictive Disorders Services, the program provides nine to
nineteen hours per week of structured programming for adults and six to nineteen hours
for adolescents, consisting primarily of counseling and education about addiction related
and mental health problems.

Intermittent Care - skilled nursing care that is provided or needed either:

m  Fewer than seven days each week.

m Fewer than eight hours each day for periods of 21 days or less.

Exceptions may be made in special circumstances when the need for additional care is finite
and predictable.

Manipulative Treatment - the therapeutic application of chiropractic and/or osteopathic
manipulative treatment with or without ancillary physiologic treatment and/or rehabilitative
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methods rendered to restore/improve motion, reduce pain and improve function in the
management of an identifiable neuromusculoskeletal condition.

Medicaid - a federal program administered and operated individually by participating state
and territorial governments that provides medical benefits to eligible low-income people
needing health care. The federal and state governments share the program's costs.

Medically Necessary - health care services provided for the purpose of preventing,
evaluating, diagnosing or treating a Sickness, Injury, Mental Illness, substance-related and
addictive disorders, condition, disease or its symptoms, that are all of the following as
determined by the Claims Administrator or its designee, within the Claims Administrator's
sole discretion. The services must be:

m In accordance with Generally Accepted Standards of Medical Practice.

m Clinically appropriate, in terms of type, frequency, extent, site and duration, and
considered effective for your Sickness, Injury, Mental Illness, substance-related and
addictive disorders, disease or its symptoms.

m  Not mainly for your convenience or that of your doctor or other health care provider.

m  Not more costly than an alternative drug, service(s) or supply that is at least as likely to
produce equivalent therapeutic or diagnostic results as to the diagnosis or treatment of
your Sickness, Injury, disease or symptoms.

Generally Accepted Standards of Medical Practice are standards that are based on credible scientific
evidence published in peer-reviewed medical literature generally recognized by the relevant
medical community, relying primarily on controlled clinical trials, or, if not available,
observational studies from more than one institution that suggest a causal relationship
between the service or treatment and health outcomes.

If no credible scientific evidence is available, then standards that are based on Physician
specialty society recommendations or professional standards of care may be considered. The
Claims Administrator reserves the right to consult expert opinion in determining whether
health care services are Medically Necessary. The decision to apply Physician specialty
society recommendations, the choice of expert and the determination of when to use any
such expert opinion, shall be within the Claims Administratot's sole discretion.

The Claims Administrator develops and maintains clinical policies that describe the Generally
Accepted Standards of Medical Practice scientific evidence, prevailing medical standards and
clinical guidelines supporting its determinations regarding specific services. These clinical
policies (as developed by the Claims Administrator and revised from time to time), are
available to Covered Persons on www.myuhc.com or by calling the number on your ID
card, and to Physicians and other health care professionals on
www.UnitedHealthcareOnline.com.

Medicare - Parts A, B, C and D of the insurance program established by Title XVIII, United
States Social Security Act, as amended by 42 U.S.C. Sections 1394, et seq. and as later amended.
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Mental Health Services - services for the diagnosis and treatment of those mental health
or psychiatric categories that are listed in the current edition of the International Classification of
Diseases section on Mental and Behavioral Disorders or the Diagnostic and Statistical Manual of the
American Psychiatric Association. The fact that a condition is listed in the current edition of the
International Classification of Diseases section on Mental and Behavioral Disorders or Diagnostic and
Statistical Manual of the American Psychiatric Association does not mean that treatment for the
condition is a Covered Health Service.

Mental Health/Substance-Related and Addictive Disorders Administrator - the
organization or individual designated by ONEOK, Inc. who provides or arranges Mental
Health Services and Substance-Related and Addictive Disorder Services under the Plan.

Mental Illness - mental health or psychiatric diagnostic categories listed in the current
Diagnostic and Statistical Manual of the American Psychiatric Association.

Network - when used to describe a provider of health care services, this means a provider
that has a participation agreement in effect (either directly or indirectly) with the Claims
Administrator or with its affiliate to participate in the Network; however, this does not
include those providers who have agreed to discount their charges for Covered Health
Services. The Claims Administratot's affiliates are those entities affiliated with the Claims
Administrator through common ownership or control with the Claims Administrator or
with the Claims Administratot's ultimate corporate parent, including direct and indirect
subsidiaties.

A provider may enter into an agreement to provide only certain Covered Health Services,
but not all Covered Health Services, or to be a Network provider for only some products. In
this case, the provider will be a Network provider for the Covered Health Services and
products included in the participation agreement, and a non-Network provider for other
Covered Health Services and products. The participation status of providers will change
from time to time.

Network Benefits - for Benefit Plans that have a Network Benefit level, this is the
description of how Benefits are paid for Covered Health Services provided by Network
providers. Refer to Section 5, Plan Highlights to determine whether or not your Benefit plan
offers Network Benefits and Section 3, How the Plan Works, for details about how Network
Benefits apply.

Non-Medical 24-Hour Withdrawal Management - An organized residential service,
including those defined in Awerican Society of Addiction Medicine (ASAM), providing 24-hour
supervision, observation, and support for patients who are intoxicated or experiencing
withdrawal, using peer and social support rather than medical and nursing care.

Non-Network Benefits - for Benefit Plans that have a Non-Network Benefit level, this is
the description of how Benefits are paid for Covered Health Services provided by non-
Network providers. Refer to Section 5, Plan Highlights to determine whether or not your
Benefit plan offers Non-Network Benefits and Section 3, How the Plan Works, for details
about how Non-Network Benefits apply.
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Open Enrollment - the period of time, determined by ONEOK, Inc., during which eligible
Employees may enroll themselves and their Dependents under the Plan. ONEOK, Inc.
determines the period of time that is the Open Enrollment period.

Out-of-Pocket Maximum - for Benefit plans that have an Out-of-Pocket Maximum, this is
the maximum amount you pay every calendar year. Refer to Section 5, Plan Highlights for the
Out-of-Pocket Maximum amount. See Section 3, How the Plan Works for a description of
how the Out-of-Pocket Maximum works.

Partial Hospitalization/Day Treatment - a structured ambulatory program that may be a
freestanding or Hospital-based program and that provides services for at least 20 hours per
week.

Personal Health Support - programs provided by the Claims Administrator that focus on
prevention, education, and closing the gaps in care designed to encourage an efficient system
of care for you and your covered Dependents.

Personal Health Support Nurse - the primary nurse that UnitedHealthcare may assign to
you if you have a chronic or complex health condition. If a Personal Health Support Nurse
is assigned to you, this nurse will call you to assess your progress and provide you with
information and education.

Pharmaceutical Product(s) - U.S. Food and Drug Administration (FDA)-approved
prescription pharmaceutical products administered in connection with a Covered Health
Service by a Physician or other health care provider within the scope of the providet's
license, and not otherwise excluded under the Plan.

Physician - any Doctor of Medicine or Doctor of Osteopatly who is properly licensed and
qualified by law.

Please note: Any podiatrist, dentist, psychologist, chiropractor, optometrist or other provider
who acts within the scope of his or her license will be considered on the same basis as a
Physician. The fact that a provider is described as a Physician does not mean that Benefits
for services from that provider are available to you under the Plan.

Plan - The ONEOK, Inc. Health Plan.

Plan Administrator - ONEOK, Inc. Benefit Plan Administration Committee.
Plan Sponsor - ONEOK, Inc.

Pregnancy - includes all of the following:

m Prenatal care.

m Postnatal care.

Childbirth.

m  Any complications associated with the above.
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Prescription Drug List (PDL) Management Committee - the committee that
UnitedHealthcare designates for, among other responsibilities, classifying Pharmaceutical
Products into specific tiers.

Primary Physician - a Physician who has a majority of his or her practice in general
pediatrics, internal medicine, obstetrics/gynecology, family practice or general medicine.

Private Duty Nursing - nursing care that is provided to a patient on a one-to-one basis by
licensed nurses in a home setting when any of the following are true:

m  Services exceed the scope of Intermittent Care in the home.

m  The service is provided to a Covered Person by an independent nurse who is hired
directly by the Covered Person or his/her family. This includes nursing services provided
on home-care basis, whether the service is skilled or non-skilled independent nursing.

m  Skilled nursing resources are available in the facility.

m  The Skilled Care can be provided by a Home Health Agency on a per visit basis for a
specific purpose.

Recognized Amount — the amount which Copayment, Coinsurance and applicable
deductible, is based on for the below Covered Health Services when provided by non-
Network providers.

m  Non-Network Emergency Health Services.

m  Non-Emergency Covered Health Services received at certain Network facilities by non-
Network Physicians, when such services are either Ancillary Services, or non-Ancillary
Services that have not satisfied the notice and consent criteria of section 2799B-2(d) of the
Public Health Service Act. For the purpose of this provision, "certain Network facilities" are
limited to a hospital (as defined in 7867 (e) of the Social Security Aci), a hospital outpatient
department, a critical access hospital (as defined in 7867 (mm)(1) of the Social Security Aci),
an ambulatory surgical center as described in section 7833(2)(1)(A) of the Social Security Act,
and any other facility specified by the Secretary.

The amount is based on either:

1) An A/l Payer Model Agreement if adopted,
2) State law, or

3) The lesser of the qualifying payment amount as determined under applicable law or the
amount billed by the provider or facility.

The Recognized Amount for Air Ambulance services provided by a non-Network provider
will be calculated based on the lesser of the qualifying payment amount as determined under
applicable law or the amount billed by the Air Ambulance service provider.

Note: Covered Health Services that use the Recognized Amount to determine your
cost sharing may be higher or lower than if cost sharing for these Covered Health
Services were determined based upon an Eligible Expense.
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Reconstructive Procedure - a procedure performed to address a physical impairment
where the expected outcome is restored or improved function. The primary purpose of a
Reconstructive Procedure is either to treat a medical condition or to improve or restore
physiologic function. Reconstructive Procedures include surgery or other procedures which
are associated with an Injury, Sickness or Congenital Anomaly. The primary result of the
procedure is not changed or improved physical appearance. The fact that a person may
suffer psychologically as a result of the impairment does not classify surgery or any other
procedure done to relieve the impairment as a Reconstructive Procedure.

Remote Physiologic Monitoring - the automatic collection and electronic transmission of
patient physiologic data that are analyzed and used by a licensed Physician or other qualified
health care professional to develop and manage a plan of treatment related to a chronic
and/or acute health illness or condition. The plan of treatment will provide milestones for
which progress will be tracked by one or more Remote Physiologic Monitoring devices.
Remote Physiologic Monitoring must be ordered by a licensed Physician or other qualified
health professional who has examined the patient and with whom the patient has an
established, documented, and ongoing relationship. Remote Physiologic Monitoring may not
be used while the patient is inpatient at a Hospital or other facility. Use of multiple devices
must be coordinated by one Physician.

Residential Treatment — treatment in a facility which provides Mental Health Services or
Substance-Related and Addictive Disorders Services treatment. The facility meets all of the
following requirements:

m Itis established and operated in accordance with applicable state law for Residential
Treatment programs.

m It provides a program of treatment under the active participation and direction of a
Physician.

m It offers organized treatment services that feature a planned and structured regimen of
care in a 24-hour setting and provides at least the following basic services;

- Room and board.

- Evaluation and diagnosis.

- Counseling.

- Referral and orientation to specialized community resources.

A Residential Treatment facility that qualifies as a Hospital is considered a Hospital.

Secretary — as that term is applied in the No Surprises Act of the Consolidated Appropriations Act
(P.L. 116-260).

Semi-private Room - a room with two or more beds. When an Inpatient Stay in a Semi-
private Room is a Covered Health Service, the difference in cost between a Semi-private
Room and a private room is a benefit only when a private room is necessary in terms of
generally accepted medical practice, or when a Semi-private Room is not available.
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Sickness - physical illness, disease or Pregnancy. The term Sickness as used in this SPD
includes Mental Illness or substance-related and addictive disorders, regardless of the cause
or origin of the Mental Illness or substance-related and addictive disorder.

Skilled Care - skilled nursing, teaching, and rehabilitation services when:

m  They are delivered or supervised by licensed technical or professional medical personnel
in order to obtain the specified medical outcome and provide for the safety of the
patient.

m A Physician orders them.

m  They are not delivered for the purpose of assisting with activities of daily living,
including dressing, feeding, bathing or transferring from a bed to a chair.

m  They require clinical training in order to be delivered safely and effectively.

m  They are not Custodial Care, as defined in this section.

Skilled Nursing Facility - a Hospital or nursing facility that is licensed and operated as
required by law. A Skilled Nursing Facility that is part of a Hospital is considered a Skilled
Nursing Facility for purposes of the Plan.

Specialist Physician - a Physician who has a majority of his or her practice in areas other
than general pediatrics, internal medicine, obstetrics/gynecology, family practice or general
medicine.

Specialty Pharmaceutical Product - Pharmaceutical Products that are generally high cost
biotechnology drugs used to treat patients with certain illnesses.

Spouse - an individual to whom you are legally married or a Domestic Partner as defined in
this section. When used to describe Benefits available under this Plan, Spouse shall only
include an individual who otherwise meets the eligibility requirements specified in the Plan,
in the ONEOK, Inc. Health Plan and Summary Plan Description

Substance-Related and Additive Disorder Services - services for the diagnosis and
treatment of alcoholism and substance-related and addictive disorders that are listed in the
current Diagnostic and Statistical Manual of the American Psychiatric Association, unless those
services are specifically excluded. The fact that a disorder is listed in the Diagnostic and
Statistical Manual of the American Psychiatric Association does not mean that treatment of the
disorder is a Covered Health Service.

Surrogate - a female who becomes pregnant usually by artificial insemination or transfer of
a fertilized egg (embryo) for the purpose of carrying the fetus for another person. When the
surrogate provides the egg the surrogate is biologically (genetically) related to the child.

Telehealth/Telemedicine - live, interactive audio with visual transmissions of a Physician-
patient encounter from one site to another using telecommunications technology. The site
may be a CMS defined originating facility or another location such as a Covered Person's
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home or place of work. Telehealth/Telemedicine does not include virtual care services
provided by a Designated Virtual Network Provider.

Therapeutic Donor Insemination (TDI) - Insemination with a donor sperm sample for
the purpose of conceiving a child.

Transitional Living - Mental Health Services and Substance-Related and Addictive
Disorders Services that are provided through facilities, group homes and supervised
apartments that provide 24-hour supervision, including those defined in Awerican Society of
Addiction Medicine (ASAM) criteria, that are either:

m  Sober living arrangements such as drug-free housing or alcohol/drug halfway houses.
These are transitional, supervised living arrangements that provide stable and safe
housing, an alcohol/drug-free environment and support for recovery. A sober living
arrangement may be utilized as an adjunct to ambulatory treatment when treatment
doesn't offer the intensity and structure needed to assist the Covered Person with
recovery.

m  Supervised living arrangements which are residences such as facilities, group homes and
supervised apartments that provide stable and safe housing and the opportunity to learn
how to manage their activities of daily living. Supervised living arrangements may be
utilized as an adjunct to treatment when treatment doesn't offer the intensity and
structure needed to assist the Covered Person with recovery.

Unproven Services — health services, including medications and devices, regardless of U.S.
Food and Drug Administration (FDA) approval, that are not determined to be effective for
treatment of the medical condition or not determined to have a beneficial effect on health
outcomes due to insufficient and inadequate clinical evidence from well-conducted
randomized controlled trials or cohort studies in the prevailing published peer-reviewed
medical literature.

*  Well-conducted randomized controlled trials. (Two or more treatments are compared to
each other, and the patient is not allowed to choose which treatment is received.)

= Well-conducted cohort studies from more than one institution. (Patients who receive
study treatment are compared to a group of patients who receive standard therapy. The
comparison group must be nearly identical to the study treatment group.)

* UnitedHealthcare has a process by which it compiles and reviews clinical evidence with
respect to certain health services. From time to time, UnitedHealthcare issues medical
and drug policies that describe the clinical evidence available with respect to specific
health care services. These medical and drug policies are subject to change without prior
notice. You can view these policies at www.myuhc.com.

Please note:

m If you have a life-threatening Sickness or condition (one that is likely to cause death
within one year of the request for treatment) the Claims Administrator and Plan Sponsor
may, at their discretion, consider an otherwise Unproven Service to be a Covered Health
Care Service for that Sickness ot condition. Prior to such a consideration, the Claims
Administrator and Plan Sponsor must first establish that there is sufficient evidence to

135 SECTION 14 - GLOSSARY



ONEOK, INC. MEDICAL HDHP PLAN WITH HSA

conclude that, even though unproven, the service has significant potential as an effective
treatment for that Sickness or condition.

Urgent Care - Care that requires prompt attention to avoid adverse consequences, but does
not pose an immediate threat to a person's life. Urgent care is usually delivered in a walk-in
setting and without an appointment. Urgent care facilities are a location, distinct from a
hospital emergency department, an office or a clinic. The purpose is to diagnose and treat
illness or injury for unscheduled, ambulatory patients seeking immediate medical attention.

Urgent Care Center - a facility that provides Covered Health Services that are required to
prevent serious deterioration of your health, and that are required as a result of an
unforeseen Sickness, Injury, or the onset of acute or severe symptoms.
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SECTION 15 - OUTPATIENT PRESCRIPTION DRUGS

What this section includes:
m  Benefits available for Prescription Drug Products.

m  How to utilize the retail and mail order service for obtaining Prescription Drug
Products.

m  Any Benefit limitations and exclusions that exist for Prescription Drug Products.

m Definitions of terms used throughout this section related to the Prescription Drug
Product Plan.

Benefits for Prescription Drug Products

Benefits are available for Prescription Drug Products at either a Network Pharmacy or a
non-Network Pharmacy and are subject to Coinsurance or other payments that vary
depending on which of the tiers of the Prescription Drug List (PDL) the Prescription Drug
Product is listed. Refer to the Outpatient Prescription Drug Schedule of Benefits for
applicable Coinsurance requirements.

Benefits for Prescription Drug Products are available when the Prescription Drug Product
meets the definition of a Covered Health Service or is prescribed to prevent conception.

What You Must Pay

You are responsible for paying the applicable Coinsurance described in the Schedule of Benefits
- Outpatient Prescription Drugs, in addition to any Ancillary Charge. You are not responsible for
paying a Coinsurance for Preventive Care Medications.

An Ancillary Charge may apply when a covered Prescription Drug Product is dispensed at
your request and there is another drug that is Chemically Equivalent.

The amount you pay for any of the following under this section will not be included in
calculating any Out-of-Pocket Maximum stated in your SPD:

m  Ancillary Charges.

m Any amount you pay for Prescription Drug Products for Infertility that exceeds the
Infertility Maximum Plan Benefit.

m  Certain coupons or offers from pharmaceutical manufacturers. You may access
information on which coupons or offers are not permitted through the Internet at
www.myuhc.com or by calling the telephone number on your ID card.

B The difference between the Out-of-Network Reimbursement Rate and a non-Network
Pharmacy's Usual and Customary Charge for a Prescription Drug Product.

m  Any non-covered drug product. You are responsible for paying 100% of the cost (the
amount the pharmacy charges you) for any non-covered drug product and
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UnitedHealthcare contracted rates (Prescription Drug Charge) will not be available to
you.

Payment Terms and Features - Outpatient Prescription Drugs
Prescription Drug Product Coverage Highlights

The table below provides an overview of the Plan's Prescription Drug Product coverage. It
includes Coinsurance amounts that apply when you have a prescription filled at a Pharmacy.
For detailed descriptions of your Benefits, refer to Retaz/ and Mail Order in this section.

Note: The Out-of-Pocket Maximum applies to all Covered Health Services under the Plan,
including Covered Health Services provided in Section 6, Additional Coverage Details.

Coupons: UnitedHealthcare may not permit certain coupons or offers from pharmaceutical
manufacturers to reduce your Coinsurance or apply to your Annual Drug Deductible. You
may access information on which coupons or offers are not permitted through the Internet
at www.myuhc.com or by calling the number on your ID card.

If a Brand-name Drug Becomes Available as a Generic

If a Brand-name Prescription Drug Product becomes available as a Generic drug, the tier
placement of the Brand-name Prescription Drug Product may change and an Ancillary
Charge may apply. As a result, your Coinsurance may change. You will pay the Coinsurance
applicable for the tier to which the Prescription Drug Product is assigned.

Prior Authorization Requirements

Before certain Prescription Drug Products are dispensed to you, it is the responsibility of
your Physician, your pharmacist or you to obtain prior authorization from UnitedHealthcare
ot its designee. The reason for obtaining prior authorization from UnitedHealthcare or its
designee is to determine if the Prescription Drug Product, in accordance with
UnitedHealthcare's approved guidelines, is each of the following:

m It meets the definition of a Covered Health Service as defined by the Plan.

m Itis not an Experimental or Investigational or Unproven Service, as defined in Section
14, Glossary.

The Plan may also require you to obtain prior authorization from UnitedHealthcare or its
designee so UnitedHealthcare can determine whether the Prescription Drug Product, in
accordance with UnitedHealthcare's approved guidelines, was prescribed by a Specialist
Physician.

Network Pharmacy Prior Authorization

When Prescription Drug Products are dispensed at a Network Pharmacy, the prescribing
provider, the pharmacist, or you are responsible for obtaining prior authorization

from UnitedHealthcare.
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Non-Network Pharmacy Prior Authorization

When Prescription Drug Products are dispensed at a non-Network Pharmacy, you or your
Physician, are responsible for obtaining prior authorization from UnitedHealthcare as
required.

If you do not obtain prior authorization before the Prescription Drug Product is dispensed,
you may pay more for that Prescription Drug Product order or refill. You will be required to
pay for the Prescription Drug Product at the time of purchase. The Prescription Drug
Products requiring prior authorization are subject to UnitedHealthcare's periodic review and
modification. You may determine whether a particular Prescription Drug Product requires
prior authorization through the Internet at www.myuhc.com or by calling the telephone
number on your ID card.

If you do not obtain prior authorization from UnitedHealthcare before the Prescription
Drug Product is dispensed, you can ask UnitedHealthcare to consider reimbursement after
you receive the Prescription Drug Product. You will be required to pay for the Prescription
Drug Product at the pharmacy. UnitedHealthcare contracted pharmacy reimbursement rates
(UnitedHealthcare's Prescription Drug Charge) will not be available to you at a non-Network
Pharmacy. You may seek reimbursement from the Plan as described in Section 9, Claims
Procedures.

When you submit a claim on this basis, you may pay more because you did not obtain prior
authorization from UnitedHealthcare before the Prescription Drug Product was dispensed.
The amount you are reimbursed will be based on the Prescription Drug Charge (for
Prescription Drug Products from a Network Pharmacy) or the Out-of-Network
Reimbursement Rate (for Prescription Drug Products from a non-Network Pharmacy), less
the required Coinsurance, Ancillary Charge and any deductible that applies.

To determine if a Prescription Drug Product requires prior authorization, either visit
www.myuhc.com or call the number on your ID card. The Prescription Drug Products
requiring prior authorization are subject to UnitedHealthcare's periodic review and
modification.

Benefits may not be available for the Presctiption Drug Product after UnitedHealthcare
reviews the documentation provided and determines that the Prescription Drug Product is
not a Covered Health Service or it is an Experimental or Investigational or Unproven
Service.

UnitedHealthcare may also require prior authorization for certain programs which may have
specific requirements for participation and/or activation of an enhanced level of Benefits
associated with such programs. You may access information on available programs and any
applicable prior authorization, participation or activation requirements associated with such
programs through the Internet at www.myuhc.com or by calling the number on your ID
card.
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Schedule of Benefits - Outpatient Prescription Drugs

Benefit Information for Prescription Drug Products at either a Network Pharmacy or
a non-Network Pharmacy

oA 6 Percentage of Out-of-

.. Network
Prescription Drug -
Charee Pavable by You Reimbursement Rate
Covered Health ge tay y Payable by You
. 1,2,3,4 ..
Services (Per Preicﬁlp fﬁfn Order (Per Prescription Order
or Refilly: or Refill):
Network Non-Network
Retail - up to a 90-day
supplyl,3,4
When a Prescription Drug
Product is packaged or
designed to deliver in a
manner that provides more
than a consecutive 31-day
supply, the Copayment
and/or Coinsurance that
applies will reflect the number
of days dispensed or days the
drug will be delivered.
m  Tier-1 15% 15%
m Tier-2 15% 15%
m Tier-3 15% 15%

Specialty Prescription Drug
Products’ - As written by the
provider, up to a consecutive
30-day supply of a Specialty
Prescription Drug Product,
unless adjusted based on the
drug manufacturet's
packaging size, or based on
supply limits.

When a Specialty Prescription
Drug Product is packaged or
designed to deliver in a
manner that provides more
than a consecutive 31-day
supply, the Copayment
and/or Coinsurance that

140 SECTION 15 - OUTPATIENT PRESCRIPTION DRUGS



ONEOK, INC. MEDICAL HDHP PLAN WITH HSA

Percentage of Out-of-
Percentage of
.. Network
Prescription Drug -
Charee Pavable by You Reimbursement Rate
Covered Health ge tay y Payable by You
. 1,2,3,4 s .
Services (Per Pr(e)iclilggl(;{l Order (Per Prescription Order
) or Refill):
Network Non-Network
applies will reflect the number
of days dispensed or days the
drug will be delivered.
Supply limits apply to
Specialty Prescription Drug
Products obtained at a
Network Pharmacy, a non-
Network Pharmacy, a mail
order Network Pharmacy or a
Designated Pharmacy.
m  Tier-1 15% 15%
m  Tier-2 15% 15%
m Tier-3 15% 15%
Prescription Drug Products
on the List of Preventive
Medications
m Tiers-1,2,3 $0 $0
OptumRx home delivery
Mail Order Network
Pharmacy - up to a 90-day
supply’
m Tier-1 15% Not Covered
m Tier-2 15% Not Covered
m Tier-3 15% Not Covered

Please obtain prior authorization from UnitedHealthcare before receiving Prescription Drug
Products, as described in Payment Terms and Features, under Prior Authorization Requirements in this
section.

2The Plan pays Benefits for Specialty Prescription Drug Products and Specialty Prescription Drug
Products on the List of Preventive Medications as described in this table.
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3You are not responsible for paying a Coinsurance for Preventive Care Medications.

“Benefits for Infertility medications provided under this section are limited to $10,000 per Covered
Person during the entire period of time he or she is enrolled for coverage under the Plan.

Note: The Coordination of Benefits provision described in Section 10, Coordination of Benefits (COB)
applies to covered Prescription Drug Products as described in this section. Benefits for Prescription

Drug Products will be coordinated with those of any other health plan in the same manner as
Benefits for Covered Health Services described in this SPD.

Identification Card (ID Card) - Network Pharmacy

You must either show your ID card at the time you obtain your Prescription Drug Product
at a Network Pharmacy or you must provide the Network Pharmacy with identifying
information that can be verified by UnitedHealthcare during regular business hours.

If you don't show your ID card or provide verifiable information at a Network Pharmacy,
you will be required to pay the Usual and Customary Charge for the Prescription Drug at the
pharmacy.

You may seek reimbursement from the Plan as described in Section 9, Claims Procedures,
under the heading, If Your Provider Does Not File Y our Claim. When you submit a claim on this
basis, you may pay more because you failed to verify your eligibility when the Prescription
Drug Product was dispensed. The amount you are reimbursed will be based on the
Prescription Drug Charge, less the required Coinsurance, Ancillary Charge, and any
deductible that applies.

Submit your claim to:

Optum Rx
PO Box 29044
Hot Spring, AR 71903

Benefit Levels

Benefits are available for outpatient Prescription Drug Products that are considered Covered
Health Services.

The Plan pays Benefits at different levels for tier-1, tier-2 and tier-3 Prescription Drug
Products.

All Prescription Drug Products covered by the Plan are categorized into these three tiers on
the Prescription Drug List (PDL). The tier status of a Prescription Drug Product can change
periodically, generally quarterly but no more than six times per calendar year, based on the
Prescription Drug List (PDL) Management Committee's periodic tiering decisions. When
that occurs, you may pay more or less for a Prescription Drug Product, depending on its tier
assignment. Since the PDL may change periodically, you can visit www.myuhc.com or call
UnitedHealthcare at the number on your ID card for the most current information.
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Each tier is assigned a Coinsurance, which is the amount you pay when you visit the
pharmacy or order your medications through mail order. Your Coinsurance will also depend
on whether or not you visit the pharmacy or use the mail order service - see the table shown
at the beginning of this section for further details. Here's how the tier system works:

m  Tier-1 is your lowest Coinsurance option. For the lowest out-of-pocket expense, you
should consider tier-1 drugs if you and your Physician decide they are appropriate for
your treatment.

m  Tier-2 is your middle Coinsurance option. Consider a tier-2 drug if no tier-1 drug is
available to treat your condition.

m  Tier-3 is your highest Coinsurance option. The drugs in tier-3 are usually more costly.
Sometimes there are alternatives available in tier-1 or tier-2.

Coinsurance for a Prescription Drug at a Network Pharmacy is a percentage of the
Prescription Drug Charge. Coinsurance for a Prescription Drug at a non-Network Pharmacy
is a percentage of the Out-of-Network Reimbursement Rate.

For Prescription Drug Products at a retail Network Pharmacy, you are responsible for
paying the lowest of:

m  The applicable Coinsurance.

m  The Network Pharmacy's Usual and Customary Charge for the Prescription Drug
Product.

m  The Prescription Drug Charge for that Prescription Drug Product.

For Prescription Drug Products from a mail order Network Pharmacy, you are responsible
for paying the lower of:

m  The applicable Coinsurance.

m  The Prescription Drug Charge for that particular Prescription Drug.

Retail

Benefits are provided for Prescription Drug Products dispensed by a retail Network
Pharmacy. The Plan has a Network of participating retail pharmacies, which includes many
large drug store chains. You can obtain information about Network Pharmacies by
contacting UnitedHealthcare at the number on your ID card or by logging onto
www.myuhc.com.

Benefits are provided for Prescription Drug Products dispensed by a retail non-Network
Pharmacy. If the Prescription Drug Product is dispensed by a retail non-Network Pharmacy,
you must pay for the Prescription Drug Product at the time it is dispensed and then file a
claim for reimbursement with UnitedHealthcare, as described in your SPD, Section 9, Claims
Procedures. The Plan will not reimburse you for the difference between the Out-of-Network
Reimbursement Rate and the non-Network Pharmacy's Usual and Customary Charge for
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that Prescription Drug Product. The Plan will not reimburse you for any non-covered drug
product.

In most cases, you will pay more if you obtain Prescription Drug Products from a non-
Network Pharmacy.

To obtain your prescription from a retail pharmacy, simply present your ID card and pay the
Coinsurance. The following supply limits apply:

m  As written by the provider, up to a consecutive 90-day supply of a Prescription Drug
Product, unless adjusted based on the drug manufacturer's packaging size or based on
supply limits.

m A one-cycle supply of an oral contraceptive. You may obtain up to three cycles at one
time if you pay the Coinsurance for each cycle supplied.

When a Prescription Drug Product is packaged or designed to deliver in a manner that
provides more than a consecutive 90-day supply, the Coinsurance that applies will reflect the
number of days dispensed.

Note: Pharmacy Benefits apply only if your prescription is for a Covered Health Service,
and not for Experimental or Investigational, or Unproven Services. Otherwise, you are
responsible for paying 100% of the cost.

Certain Prescription Drug Products on the List of Vital Medications are available from any
retail Network Pharmacy at zero cost share (no cost share to you.)

You are not responsible for paying any cost share for Prescription Drug Products on the List
of Vital Medications.

Mail Order Optum Rx home delivery

Benefits are provided for certain Prescription Drug Products dispensed by a mail order
Network Pharmacy. The mail order service may allow you to purchase up to a 90-day supply
of a covered Prescription Drug Product through the mail.

To use the mail order service, all you need to do is complete a patient profile and enclose
your Prescription Order or Refill. Your medication, plus instructions for obtaining refills,
will arrive by mail about 14 days after your order is received. If you need a patient profile
form, or if you have any questions, you can reach UnitedHealthcare at the number on your
ID card.

The following supply limits apply: As written by the provider, up to a consecutive 90-day
supply, unless adjusted based on the drug manufacturer's packaging size or based on supply
limits.

You may be required to fill an initial Prescription Drug Product order and obtain one refill
through a retail pharmacy prior to using a mail order Network Pharmacy.
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Note: To maximize your Benefit, ask your Physician to write your Prescription Order or
Refill for a 90-day supply, with refills when appropriate. You will be charged a mail order
Coinsurance for any Prescription Order or Refill if you use the mail order service, regardless
of the number of days' supply that is written on the order or refill. Be sure your Physician
writes your mail order or refill for a 90-day supply, not a 30-day supply with three refills.

Certain Prescription Drug Products on the List of Vital Medications may be available from a
mail order Network Pharmacy.

You are not responsible for paying any cost share for Prescription Drug Products on the List
of Vital Medications.

Benefits for Preventive Care Medications

Benefits under the Prescription Drug Plan include those for Preventive Care Medications as
defined, in this section, under Glossary - Prescription Drug Products. You may determine whether
a drug is a Preventive Care Medication through the internet at www.myuhc.com or by
calling UnitedHealthcare at the number on your ID card.

Designated Pharmacies

If you require certain Prescription Drug Products, including, but not limited to, Specialty
Prescription Drug Products, UnitedHealthcare may direct you to a Designated Pharmacy
with whom it has an arrangement to provide those Prescription Drug Products.

If you are directed to a Designated Pharmacy and you choose not to obtain your
Prescription Drug Product from a Designated Pharmacy, you will be subject to the Non-
Network Benefit for that Prescription Drug Product.

Specialty Prescription Drug Products
Benefits are provided for Specialty Prescription Drug Products.
If you require Specialty Prescription Drug Products, UnitedHealthcare may direct you to a

Designated Pharmacy with whom UnitedHealthcare has an arrangement to provide those
Specialty Prescription Drug Products.

If you are directed to a Designated Pharmacy and you choose not to obtain your Specialty
Prescription Drug Product from a Designated Pharmacy, you will be subject to the non-
Network Benefit for that Specialty Prescription Drug Product.

Please see Glossary - Outpatient Prescription Drugs, in this section for definitions of Specialty
Prescription Drug Product and Designated Pharmacy.

Want to lower your out-of-pocket Prescription Drug Product costs?
Consider tier-1 Prescription Drug Products, if you and your Physician decide they are
appropriate.
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Assigning Prescription Drug Products to the Prescription Drug List (PDL)

UnitedHealthcare's Prescription Drug List (PDL) Management Committee is authorized to
make tier placement changes on UnitedHealthcare's behalf. The PDL. Management
Committee makes the final classification of an FDA-approved Prescription Drug Product to
a certain tier by considering a number of factors including, but not limited to clinical and
economic factors. Clinical factors may include, but are not limited to, evaluations of the
place in therapy, relative safety or relative efficacy of the Prescription Drug Product, as well
as whether certain supply limits or prior authorization requirements should apply. Economic
factors may include, but are not limited to, the Prescription Drug Product's acquisition cost
including, but not limited to, available rebates and assessments on the cost effectiveness of
the Prescription Drug Product.

Some Prescription Drug Products are most cost effective for specific indications as
compared to others, therefore, a Prescription Drug Product may be listed on multiple tiers
according to the indication for which the Prescription Drug Product was prescribed, or
according to whether it was prescribed by a Specialist Physician.

The PDL Management Committee may periodically change the placement of a Prescription
Drug Product among the tiers. These changes generally will occur quarterly, but no more
than six times per calendar year. These changes may occur without prior notice to you.

When considering a Prescription Drug Product for tier placement, the PDL Management
Committee reviews clinical and economic factors regarding Covered Persons as a general
population. Whether a particular Prescription Drug Product is appropriate for an individual
Covered Person is a determination that is made by the Covered Person and the prescribing
Physician.

Note: The tier status of a Prescription Drug Product may change periodically based on the
process described above. As a result of such changes, you may be required to pay more or
less for that Prescription Drug Product. Please access www.myuhc.com through the
Internet or call the number on your ID card for the most up-to-date tier status.

Prescription Drug Product, Prescription Drug List (PDL), and Prescription Drug List (PDL)
Management Committee are defined at the end of this section.

Prescription Drug List (PDL)

The Prescription Drug List (PDL) is a tool that helps guide you and your Physician in
choosing the medications that allow the most effective and affordable use of your
Prescription Drug Benefit.

Prescription Drug Benefit Claims

For Prescription Drug Product claims procedures, please refer to Section 9, Clains Procedures.

Limitation on Selection of Pharmacies

If UnitedHealthcare determines that you may be using Prescription Drug Products in a
harmful or abusive manner, or with harmful frequency, your selection of Network
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Pharmacies may be limited. If this happens, UnitedHealthcare may require you to select a
single Network Pharmacy that will provide and coordinate all future pharmacy services.
Benefits will be paid only if you use the designated single Network Pharmacy. If you don't
make a selection within 31 days of the date the Plan Administrator notifies you,
UnitedHealthcare will select a single Network Pharmacy for you.

Supply Limits

Benefits for Prescription Drug Products are subject to supply limits that are stated in the
table under the heading Prescription Drug Product Coverage Highlights. For a single Coinsurance,
you may receive a Prescription Drug Product up to the stated supply limit. Whether or not a
Prescription Drug Product has a supply limit is subject to UnitedHealthcare's periodic review
and modification.

Note: Some products are subject to additional supply limits based on criteria that the Plan
Administrator and UnitedHealthcare have developed, subject to periodic review and
modification. The limit may restrict the amount dispensed per Prescription Order or Refill
and/or the amount dispensed per month's supply or may require that a minimum amount be

dispensed.

You may determine whether a Prescription Drug Product has been assigned a supply limit
for dispensing, through the Internet at www.myuhc.com or by calling the telephone
number on your ID card.

Special Programs

ONEOK, Inc. and UnitedHealthcare may have certain programs in which you may receive
an enhanced or reduced Benefit based on your actions such as adherence/compliance to
medication or treatment regimens and/or participation in health management programs.
You may access information on these programs through the Internet at www.myuhc.com
or by calling the number on your ID card.

Prescription Drug Products Prescribed by a Specialist Physician

You may receive an enhanced or reduced Benefit, or no Benefit, based on whether the
Prescription Drug Product was prescribed by a Specialist Physician. You may access
information on which Prescription Drug Products are subject to Benefit enhancement,
reduction or no Benefit through the Internet at www.myuhc.com or by calling the
telephone number on your ID card.

Step Therapy

Certain Prescription Drug Products for which Benefits are described in this section are
subject to step therapy requirements. In order to receive Benefits for such Prescription Drug
Products you must use a different Prescription Drug Product(s) first.

You may determine whether a particular Prescription Drug Product is subject to step
therapy requirements by visiting www.myuhc.com or by calling the number on your ID
card.
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Prescription Drug Products that are Chemically Equivalent

If two drugs are Chemically Equivalent (they contain the same active ingredient) and you or
your Physician choose not to substitute for this lower priced Chemically Equivalent drug for
the higher priced drug, you will pay the difference between the higher priced drug and the
lower priced Chemically Equivalent drug, in addition to the lower priced drug's Coinsurance.
This difference in cost is called an Ancillary Charge. An Ancillary Charge may apply when a
covered Prescription Drug Product is dispensed at your or the provider's request and there is
another drug that is chemically the same available at a lower price.

Rebates and Other Discounts

UnitedHealthcare and ONEOK, Inc. may, at times, receive rebates for certain drugs on the
PDL. UnitedHealthcare does not pass these rebates on to you, nor are they taken into
account in determining your Coinsurance.

UnitedHealthcare and a2 number of its affiliated entities, conduct business with various
pharmaceutical manufacturers separate and apart from this Owutpatient Prescription Drug section.
Such business may include, but is not limited to, data collection, consulting, educational
grants and research. Amounts received from pharmaceutical manufacturers pursuant to such
arrangements are not related to this Ouspatient Prescription Drug section. UnitedHealthcare is
not required to pass on to you, and does not pass on to you, such amounts.

Coupons, Incentives and Other Communications

At various times, UnitedHealthcare may send mailings or provide other communications to
you, your Physician, or your pharmacy that communicate a variety of messages, including
information about Prescription and non-prescription Drug Products. These communications
may include offers that enable you, at your discretion, to purchase the described product at a
discount. In some instances, non-UnitedHealthcate entities may support and/or provide
content for these communications and offers. Only you and your Physician can determine
whether a change in your Prescription and/or non-prescription Drug regimen is appropriate
for your medical condition.

Exclusions - What the Prescription Drug Plan Will Not Cover

Exclusions from coverage listed in Section 8, Exclusions and Limitations also apply to this
section. In addition, the exclusions listed below apply.

When an exclusion applies to only certain Prescription Drug Products, you can access
www.myuhc.com through the Internet or by calling the number on your ID card for
information on which Prescription Drug Products are excluded.

1. For any condition, Injury, Sickness or Mental Illness arising out of, or in the course of,
employment for which benefits are available under any workers' compensation law or
other similar laws, whether or not a claim for such benefits is made or payment or
benefits are received.
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2. Any Prescription Drug Product for which payment or benefits are provided or available
from the local, state or federal government (for example Medicare) whether or not
payment or benefits are received, except as otherwise provided by law.

3. Pharmaceutical Products for which Benefits are provided in the medical (not in Section
15, Outpatient Prescription Drugs) portion of the Plan.

This includes certain forms of vaccines/immunizations. This exclusion does not apply to
Depo Provera and other injectable drugs used for contraception.

4. Available over-the-counter medications that do not require a Prescription Order or Refill
by federal or state law before being dispensed, unless the Plan Administrator has
designated over-the-counter medication as eligible for coverage as if it were a
Prescription Drug Product and it is obtained with a Prescription Order or Refill from a
Physician. Prescription Drug Products that are available in over-the-counter form or
comprised of components that are available in over-the-counter form or equivalent.
Certain Prescription Drug Products that the Plan Administrator has determined are
Therapeutically Equivalent to an over-the-counter drug or supplement. Such
determinations may be made up to six times during a calendar year, and the Plan
Administrator may decide at any time to reinstate Benefits for a Prescription Drug
Product that was previously excluded under this provision.

5. Compounded drugs that contain certain bulk chemicals. (Compounded drugs that
contain at least one ingredient that requires a Prescription Order or Refill are assigned
to Tier 3.) Compounded drugs that are available as a similar commercially available
Prescription Drug Product.

6. Prescription Drug Products dispensed outside of the United States, except in an
Emergency.

7. Durable Medical Equipment, for which Benefits are provided in this SPD. Prescribed
and non-prescribed outpatient supplies. This does not apply to diabetic supplies
including insulin pumps and related supplies for the management and treatment of
diabetes and inhaler spacers specifically stated as covered.

8. Certain Prescription Drug Products for tobacco cessation.

9. Growth hormone for children with familial short stature (short stature based upon
heredity and not caused by a diagnosed medical condition).

10. The amount dispensed (days' supply or quantity limit) which exceeds the supply limit.

11. The amount dispensed (days' supply or quantity limit) which is less than the minimum
supply limit.

12. Certain Prescription Drug Products that have not been prescribed by a Specialist
Physician.
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13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24,

Certain New Prescription Drug Products until they are reviewed and assigned to a tier by
the PDL. Management Committee.

Prescribed, dispensed or intended for use during an Inpatient Stay.

Prescription Drug Products, including New Prescription Drug Products or new dosage
forms, that UnitedHealthcare and ONEOK, Inc. determines do not meet the definition
of a Covered Health Service.

A Prescription Drug Product that contains (an) active ingredient(s) available in and
Therapeutically Equivalent to another covered Prescription Drug Product. Such
determinations may be made up to six times during a calendar year, and we may decide
at any time to reinstate Benefits for a Prescription Drug Product that was previously
excluded under this provision.

A Prescription Drug Product that contains (an) active ingredient(s) which is (are) a
modified version of and Therapeutically Equivalent to another covered Prescription
Drug Product. Such determinations may be made up to six times during a calendar year,
and we may decide at any time to reinstate Benefits for a Prescription Drug Product that
was previously excluded under this provision.

Certain Prescription Drug Products for which there are Therapeutically Equivalent
alternatives available, unless otherwise required by law or approved by UnitedHealthcare.
Such determinations may be made up to six times during a calendar year, and
UnitedHealthcare may decide at any time to reinstate Benefits for a Prescription Drug
Product that was previously excluded under this provision.

Certain unit dose packaging or repackagers of Prescription Drug Products.

Used for conditions and/or at dosages determined to be Experimental or
Investigational, or Unproven, unless UnitedHealthcare and ONEOK, Inc. have agreed
to cover an Experimental or Investigational or Unproven treatment, as defined in
Section 14, Glossary.

Used for cosmetic or convenience purposes.

Prescription Drug Products as a replacement for a previously dispensed Prescription
Drug Product that was lost, stolen, broken or destroyed.

General vitamins, except for the following which require a Prescription Order or Refill:

- Prenatal vitamins.
- Vitamins with fluoride.
- Single entity vitamins.

Any product for which the primary use is a source of nutrition, nutritional supplements,
or dietary management of disease, and prescription medical food products, even when
used for the treatment of Sickness or Injury.

150

SECTION 15 - OUTPATIENT PRESCRIPTION DRUGS



ONEOK, INC. MEDICAL HDHP PLAN WITH HSA

25. A Prescription Drug Product that contains marijuana, including medical marijuana.

26. A Prescription Drug Product with an approved biosimilar or a biosimilar and
Therapeutically Equivalent to another covered Prescription Drug Product. For the
putrpose of this exclusion a "biosimilar" is a biological Prescription Drug Product
approved based on showing that it is highly similar to a reference product (a biological
Prescription Drug Product) and has no clinically meaningful differences in terms of
safety and effectiveness from the reference product. Such determinations may be made
up to six times during a calendar year, and we may decide at any time to reinstate
Benefits for a Prescription Drug Product that was previously excluded under this
provision.

27. Publicly available software applications and/or monitors that may be available with or
without a Prescription Order or Refill.

28. Certain Prescription Drug Products that are FDA approved as a package with a device
or application, including smart package sensors and/or embedded drug sensors. This
exclusion does not apply to a device or application that assists you with the
administration of a Prescription Drug Product.

Glossary - Outpatient Prescription Drugs

Ancillary Charge - a charge, in addition to the Coinsurance, that you are required to pay
when a covered Prescription Drug Product is dispensed at your request, when a Chemically
Equivalent Prescription Drug Product is available. For Prescription Drug Products from
Network Pharmacies, the Ancillary Charge is calculated as the difference between the
Prescription Drug Product Charge or Maximum Allowable Cost (MAC) List price for
Network Pharmacies for the Prescription Drug Product, and the Prescription Drug Product
Charge or Maximum Allowable Cost (MAC) List price of the Chemically Equivalent
Prescription Drug Product. For Prescription Drug Products from non-Network Pharmacies,
the Ancillary Charge is calculated as the difference between the Out-of-Network
Reimbursement Rate or Maximum Allowable Cost (MAC) List price for non-Network
Pharmacies for the Prescription Drug Product, and the Out-of-Network Reimbursement
Rate or Maximum Allowable Cost (MAC) List price of the Chemically Equivalent
Prescription Drug Product.

Brand-name - a Prescription Drug Product: (1) which is manufactured and marketed under
a trademark or name by a specific drug manufacturer; or (2) that UnitedHealthcare identifies
as a Brand-name product, based on available data resources including, but not limited to,
medi-span or First DataBank, that classify drugs as either brand or generic based on a
number of factors. You should know that all products identified as a "brand name" by the
manufacturer, pharmacy, or your Physician may not be classified as Brand-name by
UnitedHealthcare.

Chemically Equivalent - when Prescription Drug Products contain the same active
ingredient.

Designated Pharmacy - a pharmacy that has entered into an agreement with
UnitedHealthcare or with an organization contracting on its behalf, to provide specific
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Prescription Drug Products including, but not limited to, Specialty Prescription Drug
Products. The fact that a pharmacy is a Network Pharmacy does not mean that itis a
Designated Pharmacy.

Generic - a Prescription Drug Product: (1) that is Chemically Equivalent to a Brand-name
drug; or (2) that UnitedHealthcare identifies as a Generic product based on available data
resources including, but not limited to, medi-span or First DataBank, that classify drugs as
either brand or generic based on a number of factors. You should know that all products
identified as a "generic" by the manufacturer, pharmacy or your Physician may not be
classified as a Generic by UnitedHealthcare.

Infertility Maximum Plan Benefit - the maximum amount the Plan will pay for covered
Prescription Drug Products for Infertility during the entire period of time you are enrolled
for coverage under the Plan. Refer to the Benefit Information table for details about how the
Infertility Maximum Plan Benefit applies.

List of Preventive Medications - a list that identifies certain Prescription Drug Products,
which may include certain Specialty Prescription Drug Products, on the Prescription Drug
List (PDL) that are intended to reduce the likelihood of Sickness. You may obtain the List of
Preventive Medications through the Internet at www.myuhc.com or by calling the number
on your ID card.

List of Vital Medications — a list that identifies certain Prescription Drug Products on the
Prescription Drug List that are available at no cost to you. You may find the List of Vital
Medications by contacting us at www.myuhc.com or the telephone number on your ID card.

Maximum Allowable Cost (MAC) List - a list of Generic Prescription Drug Products that
will be covered at a price level that UnitedHealthcare establishes. This list is subject to
UnitedHealthcare's periodic review and modification.

Network Pharmacy - a pharmacy that has:
m Entered into an agreement with UnitedHealthcare or an organization contracting on its

behalf to provide Prescription Drug Products to Covered Persons.

m  Agreed to accept specified reimbursement rates for dispensing Prescription Drug
Products.

m  Been designated by UnitedHealthcare as a Network Pharmacy.

New Prescription Drug Product - a Prescription Drug Product or new dosage form of a
previously approved Prescription Drug Product, for the period of time starting on the date
the Prescription Drug Product or new dosage form is approved by the U.S. Food and Drug
Administration (FDA) and ending on the eatlier of the following dates:

m  The date it is assigned to a tier by UnitedHealthcare's Prescription Drug List (PDL)
Management Committee.

m  December 31st of the following calendar year.
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Out-of-Network Reimbursement Rate — the amount the Plan will pay to reimburse you
for a Prescription Drug Product that is dispensed at a non-Network Pharmacy. The Out-of-
Network Reimbursement Rate for a particular Prescription Drug Product dispensed at a
non-Network Pharmacy includes a dispensing fee and any applicable sales tax.

Prescription Drug Charge - the rate the Plan has agreed to pay UnitedHealthcare on
behalf of its Network Pharmacies, including the applicable dispensing fee and any applicable
sales tax, for a Prescription Drug Product dispensed at a Network Pharmacy.

Prescription Drug List (PDL) - a list that categorizes into tiers medications or products
that have been approved by the U.S. Food and Drug Administration. This list is subject to
UnitedHealthcare's periodic review and modification (generally quarterly, but no more than
six times per calendar year). You may determine to which tier a particular Prescription Drug
Product has been assigned by contacting UnitedHealthcare at the number on your ID card
or by logging onto www.myuhc.com.

Prescription Drug List (PDL) Management Committee - the committee that
UnitedHealthcare designates for, among other responsibilities, classifying Prescription Drug
Products into specific tiers.

Prescription Drug Product - a medication, or product that has been approved by the U.S.
Food and Drug Administration (FDA) and that can, under federal or state law, be dispensed
only according to a Prescription Order or Refill. A Prescription Drug Product includes a
medication that, due to its characteristics, is generally appropriate for self-administration or
administration by a non-skilled caregiver. For purposes of Benefits under this Plan, this
definition includes:

m Inhalers (with spacers).

m Insulin.

m Certain injectable medications administered in a Network Pharmacy.
m The following diabetic supplies:

- Standard insulin syringes with needles.

- Blood-testing strips - glucose.

- Urine-testing strips - glucose.

- Ketone-testing strips and tablets.

- Lancets and lancet devices.

- Insulin pump supplies, including infusion sets, reservoirs, glass cartridges, and
insertion sets.

- Glucose meters including continuous glucose monitors.

m  Certain vaccines/immunizations administered in a Network Pharmacy.
Prescription Order or Refill - the directive to dispense a Prescription Drug Product issued

by a duly licensed health care provider whose scope of practice permits issuing such a
directive.
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Preventive Care Medications (PPACA Zero Cost Share) - the medications that are
obtained at a Network Pharmacy with a Prescription Order or Refill from a Physician and
that are payable at 100% of the Prescription Drug Charge (without application of any
Copayment, Coinsurance, Annual Deductible, Annual Drug Deductible or Specialty
Prescription Drug Product Annual Deductible) as required by applicable law under any of
the following:

m  Evidence-based items or services that have in effect a rating of "A" or "B" in the current
recommendations of the United States Preventive Services Task Force.

m Immunizations that have in effect a recommendation from the .Advisory Committee on
Immunization Practices of the Centers for Disease Control and Prevention.

m  With respect to infants, children and adolescents, evidence-informed preventive care and
screenings provided for in the comprehensive guidelines supported by the Health
Resources and Services Administration.

m  With respect to women, such additional preventive care and screenings as provided for
in comprehensive guidelines supported by the Health Resources and Services Administration.

You may determine whether a drug is a Preventive Care Medication as well as information
on access to coverage of Medically Necessary alternatives through the internet at
www.myuhc.com or by calling UnitedHealthcare at the number on your ID card.

For the purposes of this definition PPACA means Patient Protection and Affordable Care
Act of 2010.

Specialist Physician - a Physician who has a majority of his or her practice in areas other
than general pediatrics, internal medicine, obstetrics/gynecology, family practice or general
medicine.

Specialty Prescription Drug Product - Prescription Drug Products that are generally high
cost, self-administered biotechnology drugs used to treat patients with certain

illnesses. Specialty Prescription Drug Products may include drugs on the List of Preventive
Medications. You may access a complete list of Specialty Prescription Drug Products
through the Internet at www.myuhc.com or by calling the number on your ID card.

Therapeutic Class - a group or category of Prescription Drug Product with similar uses
and/or actions.

Therapeutically Equivalent - when Prescription Drug Products have essentially the same
efficacy and adverse effect profile.

Usual and Customary Charge - the usual fee that a pharmacy charges individuals for a
Prescription Drug Product without reference to reimbursement to the pharmacy by third
parties. The Usual and Customary Charge includes a dispensing fee and any applicable sales
tax.
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Your Right to Request an Exclusion Exception

When a Prescription Drug Product is excluded from coverage, you or your representative
may request an exception to gain access to the excluded Prescription Drug Product. To
make a request, contact UnitedHealthcare in writing or call the toll-free number on your ID
card. UnitedHealthcare will notify you of its determination within 72 hours.

Please note if your request for an exception is approved by UnitedHealthcare, you may be
responsible for paying the applicable Copayment and/or Coinsurance based on the
Prescription Drug Product tier placement, or at the highest tier as described in the Bexnefit
Information table in the Outpatient Prescription Drug Schedule of Benefits, in addition to any
applicable Ancillary Charge.

Urgent Requests

If your request requires immediate action and a delay could significantly increase the risk to
your health, or the ability to regain maximum function, call UnitedHealthcare as soon as
possible. UnitedHealthcare will provide a written or electronic determination within 24
houts.

External Review

If you are not satisfied with UnitedHealthcare’s determination of your exclusion exception
request, you may be entitled to request an external review. You or your representative may
request an external review by sending a written request to UnitedHealthcare to the address
set out in the determination letter or by calling the toll-free number on your ID card. The
Independent Reviesw Organization (IRO) will notify you of its determination within 72 hours.

Expedited External Review

If you are not satisfied with UnitedHealthcare’s determination of your exclusion exception
request and it involves an urgent situation, you or your representative may request an
expedited external review by calling the toll-free number on your ID card or by sending a
written request to the address set out in the determination letter. The IRO will notify you of
its determination within 24 hours.

Your Right to Request an Exception for Contraceptives

In accordance with PPACA requirements, an exception process may apply to certain
Prescription Drug Products prescribed for contraception if your Physician determines that a
Prescription Drug Product alternative to a PPACA Zero Cost Share Preventive Care
Medication is Medically Necessary for you.

An expedited medication exception request may be available if the time needed to complete
a standard exception request could significantly increase the risk to your health or ability to
regain maximum function.

If a request for an exception is approved by the Claims Administrator, Benefits provided for
the Prescription Drug Product will be treated the same as a PPACA Zero Cost Share
Preventive Care Medication.
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For more information please visit www.uhcprovider.com under the following path:
Resources_Drug Lists and Pharmacy_Additional Resonrces_Patient Protection and Affordable Care Act
80 Cost-Share Preventive Medications Exemption Requests (Commercial Members)
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ATTACHMENT | - LEGAL NOTICES
Patient Protection and Affordable Care Act ("PPACA")

Patient Protection Notices

The Claims Administrator generally allows the designation of a primary care provider. You
have the right to designate any primary care provider who participates in the Claims
Administrator's network and who is available to accept you or your family members. For
information on how to select a primary care provider, and for a list of the participating
primary care providers, contact the Claims Administrator at the number on your ID card.

For children, you may designate a pediatrician as the primary care provider.

You do not need prior authorization from the Claims Administrator or from any other
person (including a primary care provider) in order to obtain access to obstetrical or
gynecological care from a health care professional in the Claims Administrator's network
who specializes in obstetrics or gynecology. The health care professional, however, may be
required to comply with certain procedures, including obtaining prior authorization for
certain services, following a pre-approved treatment plan, or procedures for making referrals.
For a list of participating health care professionals who specialize in obstetrics or
gynecology, contact the Claims Administrator at the number on your ID card.

Michelle’s Law

Michelle’s Law, a federal law passed in 2008, prohibits group health plans from terminating
coverage for a dependent child who has lost student status as a result of a medically
necessary leave of absence due to serious illness or injury. Plans must continue to provide
coverage for up to one year, or until coverage would otherwise terminate under the plan.
Plans are allowed to require physician certification of the medical necessity for the leave of
absence.

Women's Health and Cancer Rights Act of 1998

As required by the Women's Health and Cancer Rights Act of 1998, the Plan provides Benefits
under the Plan for mastectomy, including reconstruction and surgery to achieve symmetry
between the breasts, prostheses, and complications resulting from a mastectomy (including
lymphedema).

If you are receiving Benefits in connection with a mastectomy, Benefits are also provided for
the following Covered Health Services, as you determine appropriate with your attending
Physician:

m  All stages of reconstruction of the breast on which the mastectomy was performed.

m  Surgery and reconstruction of the other breast to produce a symmetrical appearance.

m  Prostheses and treatment of physical complications of the mastectomy, including
lymphedema.
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The amount you must pay for such Covered Health Services (including Copayments and any
Annual Deductible) are the same as are required for any other Covered Health Service.
Limitations on Benefits are the same as for any other Covered Health Service.

Statement of Rights under the Newborns' and Mothers' Health Protection Act

Under Federal law, group health Plans and health insurance issuers offering group health
insurance coverage generally may not restrict Benefits for any Hospital length of stay in
connection with childbirth for the mother or newborn child to less than 48 hours following
a vaginal delivery, or less than 96 hours following a delivery by cesarean section. However,
the Plan or issuer may pay for a shorter stay if the attending provider (e.g., your physician,
nurse midwife, or physician assistant), after consultation with the mother, discharges the
mother or newborn earlier.

Also, under Federal law, plans and issuers may not set the level of Benefits or out-of-pocket
costs so that any later portion of the 48-hour (or 96-hour) stay is treated in a manner less
favorable to the mother or newborn than any earlier portion of the stay.

In addition, a plan or issuer may not, under Federal law, require that a physician or other
health care provider obtain authorization for prescribing a length of stay of up to 48 hours
(or 96 hours). However, to use certain providers or facilities, or to reduce your out-of-pocket
costs, you may be required to obtain prior authorization or notify the Claims Administrator.
For information on notification or prior authorization, contact your issuet.
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ATTACHMENT Il - HEALTH SAVINGS ACCOUNT

What this attachment includes:
m  About Health Savings Accounts.

m  Who is eligible and how to enroll.
m  Contributions.
m Additional medical expense coverage available with your Health Savings Account.

m  Using the HSA for Non-Qualified Expenses.

m  Rolling over funds in your HSA.

Introduction

This attachment to the Summary Plan Description (SPD) describes some key features of the
Health Savings Account (HSA) that you could establish to complement the ONEOK, Inc.
health benefit Plan, which is a high deductible medical plan. In particular, and except as
otherwise indicated, this attachment will address the Health Savings Account, and not the
high deductible health plan that is associated with the "HSA".

ONEOK, Inc. has entered into an agreement with United Healthcare Services, Inc.,
Minnetonka, MN, ("UnitedHealthcare") under which UnitedHealthcare will provide certain
administrative services to the Plan.

UnitedHealthcare does not insutre the benefits described in this attachment. Further, note
that it is the Plan's intention to comply with Department of Labor guidance set forth in Field
Assistance Bulletin No. 2004-1, which specifies that an HSA is not an ERISA plan if
certain requirements are satisfied.

The HSA described in this section is not an arrangement that is established and
maintained by ONEOK, Inc. Rather, the HSA is established and maintained by the HSA
trustee. However, for administrative convenience, a description of the HSA is provided in
this section.

About Health Savings Accounts

You gain choice and control over your health care decisions and expenditures when you
establish your HSA to complement the high deductible medical plan described in the SPD.

An HSA is an account funded by you, your employer, or any other person on your behalf.
The HSA can help you to cover, on a tax free basis, medical plan expenses that require you
to pay out-of-pocket, such as Deductibles or Coinsurance. It may even be used to pay for,
among other things, certain medical expenses not covered under the medical plan design.
Amounts may be distributed from the HSA to pay non-medical expenses, however, these
amounts are subject to income tax and may be subject to 20% penalty.
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You have three tools you can use to meet your health care needs:

m ONEOK, Inc. health benefit Plan, a high deductible medical plan which is discussed in
your Summary Plan Description.

m  An HSA you establish.

m  Health information, tools and support.

Benefits available under your medical plan are described in your medical plan Summary Plan
Description (SPD).

What is an HSA?

An HSA is a tax-advantaged account Employees can use to pay for qualified health
expenses they or their eligible dependents incur, while covered under a high deductible
medical plan. HSA contributions:

m  Accumulate over time with interest or investment earnings.

m Are portable after employment.

m  Can be used to pay for qualified health expenses tax-free or for non-health expenses
on a taxable basis.

Who Is Eligible And How To Enroll

Eligibility to participate in the Health Savings Account is described in the SPD for your high
deductible medical plan. You must be covered under a high deductible medical plan in order
to participate in the HSA. In addition, you:

B Must not be covered by any high deductible medical plan considered non-qualified by
the IRS. (This does not include coverage under an ancillary plan such as vision or dental,
or any other permitted insurance as defined by the IRS.)

m  Must not participate in a full health care Flexible Spending Account (FSA).
m  Must not be entitled to Benefits under Medicare (i.e., enrolled in Medicare).

m  Must not be claimed as a dependent on another person's tax return.

Contributions

Contributions to your HSA can be made by you, by your employer or by any other
individual. All funds placed into your HSA are owned and controlled by you, subject to any
reasonable administrative restrictions imposed by the trustee.

Contributions can be made to your HSA beginning on the first day of the month you are
enrolled in the Health Savings Account until the earlier of (i) the date on which you file taxes
for that year; or (ii) the date on which the contributions reach the contribution maximum.

Note that if coverage under a qualified high deductible health plan terminates, no further
contributions may be made to the HSA.
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The contribution maximum is the single and family limits set by federal regulations.
Individuals between the ages of 55 and Medicare entitlement age may contribute additional
funds monthly to their HSA up to the maximum allowed by federal regulations. The
maximum limits set by federal regulations may be found on the IRS website at www.irs.gov.

If you enroll in your HSA within the year (not on January 1) you will still be allowed to
contribute the maximum amount set by federal regulations. However, you must remain
enrolled in a high deductible health plan and HSA until the end of the 12th month from
your initial enrollment or you will be subject to tax implications and an additional tax of
10%.

Note: Amounts that exceed the contribution maximum are not tax-deductible and will be
subject to an excise tax unless withdrawn as an "excess contribution" prior to April 15th of
the following year.

Reimbursable Expenses

The funds in your HSA will be available to help you pay your or your eligible dependents'
out-of-pocket costs under the medical plan, including Annual Deductibles and Coinsurance.
You may also use your HSA funds to pay for medical care that is not covered under the
medical plan design but is considered a deductible medical expense for federal income tax
purposes under Section 213(d) of the Internal Revenue Code of 19806, as amended from time
to time. Such expenses are "qualified health expenses". Please see the description of
Additional Medical Expense Coverage Available With Your Health Savings Account below, for
additional information. HSA funds used for such purposes are not subject to income or
excise taxes.

"Qualified health expenses" only include the medical expenses of you and your eligible
dependents, meaning your spouse and any other family members whom you are allowed to
file as dependents on your federal tax return, as defined in Section 152 of the Internal
Revenue Code of 1986, as amended from time to time.

HSA funds may also be used to pay for non-qualified health expenses but will generally be
subject to income tax and a 20% additional tax unless an exception applies (i.e., your death,
your disability, or your attainment of age 65).

Additional Medical Expense Coverage Available with Your Health Savings Account

A complete description of, and a definitive and current list of what constitutes eligible
medical expenses, is available in IRS Publication 502 which is available from any regional
IRS office or IRS website.

If you receive any additional medical services and you have funds in your HSA, you may use
the funds in your HSA to pay for the medical expenses. If you choose not to use your HSA
funds to pay for any Section 213(d) expenses that are not Covered Health Services, you will
still be required to pay the provider for services.

The monies paid for these additional medical expenses will not count toward your Annual
Deductible or Out-of-Pocket Maximum.
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Using the HSA for Non-Qualified Expenses

You have the option of using funds in your HSA to pay for non-qualified health expenses. A
non-qualified health expense is generally one which is not a deductible medical expense
under Section 213(d) of the Internal Revenue Code of 1986. Any funds used from your HSA
to pay for non-qualified expenses will be subject to income tax and a 20% additional tax
unless an exception applies (i.e., your death, your disability, or your attainment of age 65).

In general, you may not use your HSA to pay for other health insurance without incurring a
tax. You may use your HSA to pay for COBRA premiums and Medicare premiums.

Rollover Feature

If you do not use all of the funds in your HSA during the calendar year, the balance
remaining in your HSA will roll-over. If your employment terminates for any reason, the
funds in your HSA will continue to be owned and controlled by you, whether or not you
elect COBRA coverage for the accompanying high deductible health plan, as described in
your medical plan SPD.

If you choose to transfer the HSA funds from one account to another eligible account, you
must do so within 60 days from the date that HSA funds are distributed to you to avoid
paying taxes on the funds. If you elect COBRA, the HSA funds will be available to assist you
in paying your out-of-pocket costs under the medical plan and COBRA premiums while
COBRA coverage is in effect.

Important

Be sure to keep your receipts and medical records. If these records verify that you paid
qualified health expenses using your HSA, you can deduct these expenses from your
taxable income when filing your tax return. However, if you cannot demonstrate that you
used your HSA to pay qualified health expenses, you may need to report the distribution
as taxable income on your tax return. ONEOK, Inc. and UnitedHealthcare will not verify
that distributions from your HSA are for qualified health expenses. Consult your tax
advisor to determine how your HSA affects your unique tax situation.

The IRS may request receipts during a tax audit. ONEOK, Inc. and the Claims
Administrator are not responsible or liable for the misuse by Employees of HSA funds
by, or for the use by Employees of HSA funds for non-qualified health expenses.

Additional Information About the HSA

It is important for you to know the amount in your HSA account prior to withdrawing
funds. You should not withdraw funds that will exceed the available balance.

Upon request from a health care professional, UnitedHealthcare and/or the financial
institution holding your HSA funds may provide the health care professional with
information regarding the balance in your HSA. At no time will UnitedHealthcare provide
the actual dollar amount in your HSA, but they may confirm that there are funds sufficient
to cover an obligation owed by you to that health care professional. If you do not want this
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information disclosed, you must notify the Claims Administrator and the financial institution
in writing.

You can obtain additional information on your HSA online at www.irs.gov. You may also
contact your tax advisor. Please note that additional rules may apply to a Dependent's
intent to opening an HSA.
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ATTACHMENT Il NONDISCRIMINATION AND ACCESSIBILITY REQUIREMENTS

When the Plan uses the words "Claims Administrator" in this Attachment, it is a reference to
United Healthcare, Inc., on behalf of itself and its affiliated companies.

The Claims Administrator on behalf of itself and its affiliated companies complies with

applicable Federal civil rights laws and does not discriminate on the basis of race, color,
national origin, age, disability, or sex. UnitedHealthcare does not exclude people or treat
them differently because of race, color, national origin, age, disability, or sex.

The Claims Administrator provides free aids and services to people with disabilities to
communicate effectively with us, such as:

m  Qualified sign language interpreters

m  Written information in other formats (large print, audio, accessible electronic formats,
other formats)

m Provides free language services to people whose primary language is not English, such
as: Qualified interpreters

m Information written in other languages

If you need these services, please call the toll-free member number on your health plan ID
card, TTY 711 or the Plan Sponsor.

If you believe that the Claims Administrator has failed to provide these services or
discriminated in another way on the basis of race, color, national origin, age, disability, or
sex, you can file a grievance in writing by mail or email with the Civil Rights Coordinator
identified below. A grievance must be sent within 60 calendar days of the date that you
become aware of the discriminatory action and contain the name and address of the person
filing it along with the problem and the requested remedy.

A written decision will be sent to you within 30 calendar days. If you disagree with the
decision, you may file an appeal within 15 calendar days of receiving the decision.

Claims Administrator
Civil Rights Coordinator

United HealthCare Services, Inc. Civil Rights Coordinator
UnitedHealthcare Civil Rights Grievance

P.O. Box 30608

Salt Lake City, UT 84130

The toll-free member phone number listed on your health plan ID card, TTY 711

If you need help filing a grievance, the Civil Rights Coordinator identified above is available
to help you.

You can also file a complaint directly with the U.S. Dept. of Health and Human services
online, by phone or mail:
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Online https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
Complaint forms are available at http://www.hhs.gov/oct/office/file/index.html.
Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD)

Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue, SW Room
509F, HHH Building Washington, D.C. 20201

165 ATTACHMENT Il - NONDISCRIMINATION AND ACCESSIBILITY REQUIREMENTS



ONEOK, INC. MEDICAL HDHP PLAN WITH HSA

ATTACHMENT IV - GETTING HELP IN OTHER LANGUAGES OR FORMATS

You have the right to get help and information in your language at no cost. To request an
interpreter, call the toll-free member phone number listed on your health plan ID card, press
0. TTY 711.

This letter is also available in other formats like large print. To request the document in
another format, please call the toll-free member phone number listed on your health plan 1D
card, press 0. TTY 711, Monday through Friday, 8 a.m. to 8 p.m.

LanguageD Translated-TaglinesD

1+ Albanian® | Jukenité-drejté t€ mermi ndihmeé -dhe informacion-falas né-gjuhén-
tuaj. Pérté kérkuarnjé pérkthyes, telefononi né numrin-qé-giendet né-
karténe planittuajshéndetésor, shtvpni 0. TTY 711.0

2+ Amhatics PA-TT - Nef IETEF ACE G - 00 E 2077 11 00T -Adet o ~AlTCATL -
ATEFCN6P hLAT (M s -TAT 00 O£ PF AL NAD--(14+2 -0ore e -fidvh -
HPC-EECN T 0T B e T Y 7110

3 Ambich il “-:I"\,'?'J_?E'P?Ji”' il & :'51.‘1.?-;. '-u=1-_';_.;;--’-':a";-.'_Ln_g:|a.n:||_g-§I.' -u'|-‘_.__'u:.-__:- :,='I.".__i._-:,__,__',l__';]_'I
- eBn L{ P o R, N | - | W S+ | viall- olosme S i - M- s bl- o8 w
citm ol et Rl MR it e § R e xR eluan W palsl e A

Yo gaill-ciilgll 0o ol STTY711-(0

4~ Armenian® | Bupgumiths upuhwhebym -hunfup, quiquhwpk p-2kp-
wnnneowuuhwlju-spugph- huphmppui(ID) tnnuuhJpw-
1o ws-win]&wp- hnulikph-hkpwunuwhundwpn, ubnk p-

0:TTY 711m
5.+ Bantu- Urafise uburenganzira bwo kuronka ubufasha namakurm mu i -
Kimundi® rwvawe Eubuntu. Kugira usabe umusemuzi, hamagara inomerova-

telephone v'ubuntu vagenewe abanywanyiiri ku rutonde ku-
Earangamuntu ¥ umugambi wawe wubuzima, fronda 0. TTY 71182
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8.+ Burmesed @Wpﬁsu%@:ﬁ E‘Ezmamm:@@ WE n}m&m:ﬂnﬁmﬁ.ﬁj
RoceiERts opSobimglmonibensd oomobbembabofostdogfiunaqeoleos
cocgoSedemanbiolipmagoiannieiotlodofl 0 ob§idh TTY 711

9+ Cambodian- | e Feamiem BT e i anmmagn e ol i damomn T s et zr‘."q'.?m nimmraniEnT
MMon- Satroren i e 1D "R BT AT SR e 0--TTY-711=
Khmer

104Cherokee™ | 8-D4(@ FP-ICZP . I- 1460 I AW it GTVP-ASB FRJIJAAI-
ACAOAIIBARIT, o+0rcOl-0. TTY 7110

11aChinese™ | fEF{EF R BELUEMEEEEIHEIFI.E. H—(i#ES,
R iR ElE 8 F LARIEE 8 TEME BiE
0. BHESHERIERF 7110

12+Choctaw? | Chim-anumpava, apela micha nana aiimma vvtnan-aivik Eevohoish-
1sha hinla Evtchim-aivlhpesa. Tosholi va-asilhha chihokmvtchi-
achukmaka heolisso kalloiskitiniva tvliaianumpuliholhtena va ibai-
achvffa yvtpeh-pila hoishipavacha 0-ombetipa TITY 7113

13 +Cushite- Kaffaltimaleafaan keessanin odeeffanncofi deeggarsa argachunf
Oromod mirga ni-gabdu. Turjumaana gaafachuufis sarara bilbilaakan bilisaa-
waragaa eenvommaa karoora favvaa Eeerratti tarreefame bilbiluun, O-
tugl. TTY 7111
14 +Dmtcho Uheeft-hetrecht-om-hulp-eninformatie inuw-taal te krjgen zonder-

Eosten. Omeen-tolkaante vragen, bel-ons gratis nummer-die u-opuw-
ziekteverzekenngskaart treft, dmkop 0. TTY 7110Q

153 4French™ Vous-avezledroitd'obtenir-gratuitement de 1'aide etdes-
renseipnements dans votre lanpue. Pour-demandera parleraun-
interprete, appelez le numeéro-de-teléphone sans frais-figurant sur-
votre carte d’affilie durépime-de soinsde-santeé etappuyez surla-
touche 0.-ATS-711.1T

16 +French- Ougen-dwa poujwenned-ak enfomasyonnanlang-natifnatal ou-
Creocle- gratis. Pou'mande yon-entépret, rele nimewo gratis manm-lan ki-
Haitian- endike soukatIDplan-sante ou, peze 0. TTY 7115
CrecleD

17 +Germant Siehaben-das Recht kostenlose Hilfe und Informationen-in Threr-

Sprache zu-erhalten. Um-einen Dolmetscher-anzufordermn, mafen-Sie-
die gebihrenfreie Nummer-auf Threr KrankenversicherungsEarte®n-

167 ATTACHMENT IV - GETTING HELP IN OTHER LANGUAGES OR FORMATS



ONEOK, INC. MEDICAL HDHP PLAN WITH HSA

und-drickenSiedie-0. TTY 7115

18 +GreekD

Eyeteto-Brralwpo vo haBete BovBela #u iy 00yoples 0T Y AWooT TUs
ywolsyoewor). Tieva Tnoste Sieppiven, %ol eoTe To Bupskv-uoBpo-
THAEPEVOL TIOL BOLOKETHL OTHY KA T PEROVE waPihlon g, TaTnowE 0. -
TTY 7111

19 +Gujaratis

duel {Sletl Y2l e -t -cuL 2] -et i ul- LBl - Dnel el D5 2-
& eeulda e (dadl-s2al, -dul-deawel- TD -5t uzel-y 2l uiwie--
Alet-4l- W07 glot-olei2-BUR- Blet- 5, -0-gollell - TTY 7110

20 +sHawraiian O

Hepono-ke kokua-anaakuii-oema-kamaopopo- ana-o-kéia-ikema-
loko-o'kiu-"oleloponoT-me kauku-'ole-"ana. +

E kama ‘ilio-"oe me kekahi kanaka unuhi e kiheaika helukelepona-
kiki-“ole ma koukilekaolakino,aekaomiikahelu). TTY-711.o

21 +Hindid

HTT & T - FHTAT AT H HE T Ud SN T e Ao -3 - - AT R
g & RT3 - T, 3 ey v 1D - I s T -
Wr-waL- 9L B, -0 gard |°TTY 7118

22 +HmongH

Koj nmuaj cai taukev pab thiab-tau cov ntaubntawv sauua kojhom-
lus pub-dawhb. Yogxav-tanibtugneeg-tihais, hutus xov-too) rau-tswv-
cuabhu-dawbuas saumuaj nyvobntawm koj daim-vuaj themnqi kho-
mob, nias 0. TTY 7112

234Ibol

Inwere ikike inweta envemaka nakwa imuta asusu gi nefunakwughi-
ugwo. Maka ikpotum-onye nsughar -okwu, kpoo-akara ekwenti nke di-
nakwukwo njirimara ginke emere makaahuike i, pia-0. TTY-711.&

24 4Tlocanc™

Adda karbengam nga makaala i tulongEenimpormasyon 1t
pagsasacmnga libre. Tapno-agdawatiti mavsangaagipataras, -
tumawagiti toll-free nga numerc-ti telepono nga para kadagiti kameng-
nga nakalista-avan 1 1D card mo-para -t planc-ti salun-at, ipindot 0. -
TTY 711o

25 AIndonesians

Anda berhak untuk mendapatkan bantuandan informasi-dalam-
bahasa Anda tanpa-dikenakantuava. Untuk meminta bantuan-
penerjemah, hubung nomor-telepon anggota, bebas pulsa, vang-
tercantumpada kartuID rencana Eesehatan-Anda, tekan 0. TTY 71180

26altalian™

Haidl-diritto-di-ottenere aiuto e informazioni nella tua lingua-
gratuitamente. Perrichiedere uninterprete, chiama il numero-
telefonico verde indicatosulla tua tessera 1dentificativa del piano-
sanitarioe premi-lo-0. Dispositivi pernon-udenti/TTY: 7110

168

ATTACHMENT IV - GETTING HELP IN OTHER LANGUAGES OR FORMATS



ONEOK, INC. MEDICAL HDHP PLAN WITH HSA

274Japanese™ | "FHEOEFE TR~ FEFTED, BEEIFLEDT S
ZERTEET, B3 $HA, EBREY THFE0DEES
3. BEY T2 IID

H— Rl I Tvwa A —HO? ) —-H 7 ¥ILETE
FEOLE, AL T EE, TIWVERESIT 11T,

28 aKarend

S8 0 s TTY 711

29 +Korean 2 ?ﬁPL T dE &Y A2 B2 2 Heo]H &=

=-dHZ 7l SUt - E9AE -2 a7 -l A=A 5 -
%‘ Eﬂ IDZIEH-ZIAE -2 Y -AEHET s - Agstd oHE-
TEHA L2 TTY 7110

30+Km--Bassa®| Nigwe kunde I bat-mahola ni-mawinuhop-nannipehmes beto-della. -
Yukwelni-Kobol mahop-seblana, sohoni-sebel numba -1-ni-tehe mu-1-
ticketIdoctaInan, bep 0. TTY 7110

31 +Kurdish- DT PRy S e e i
Soranid e iy T 3 g gl gl gl s g 3t 33800 e TS s piy o o) 5 ST
» Bl Qg pnigae g et TTY 7110

32+LaotianD v dSoherlosuniugoscdscor2yu srosmhclvwisresguaud
um'}?qu

cBoasogurowrz, lnuwEmmunsc nlnotSu Smdu stog nhlo oyl
sluloztuBnasquitn Hiocon- 0-TTY 7110

33aManathi® | srqearaT HrTeaT ST - e He g T AR o TH ST AR 1
ST HEEOH TaaHed i -Aatat H e soaramer-aar 0. TTY 7110

34+Marshallesed Eoram-marofnnan-bokjipafiimmelele-lokajineoamilo-ejjelok-
wondain. Nankajiitok fianjuonti-ukok, kirdok ndmba -eo-emdi-anieje-
ilokaatinIDinkarckin-djmourec-am,jiped0. TTY 7110

35 ahicronesian | Komw-ahneki manamanunsek komwi-en-alehdi sawas oh mengihtik-

-Pohnpeiant| i pein-omwi tungoal lokaia nischisepe. Pwen pekisawas ensoun-
kawehweh, ekerdelepwohn nempe ong-towehkan me schisepe me-
ntingihdi ni-pein-omwi-dearopwe me pid-koasoandi enkehl, padik 0.
TTY711.o

364NavTajol T'éiiiﬂx'ehdocba_a_h "alinipoobee baa hane'“gﬁ*t'ééﬂﬂzaédbee
nika'e'ey eegobee na'ahoot'i' 'Ata"halne'i{a Tintkeedgo, ninaaltsoos-
nit1z7 “ats’7 7s bee baa’ahavl bee nd4dhozin g7 7 bik1 1 bd44sh bee-

hane’7 £'11777kK'ehbee haﬁe’_-b;kl’_g__b ch'8hodiilnih-doo 0 bit-
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'adidulchit. TTY 7110

37 +Nepakd TS HI AT ST T : oo e A oT- TSI WIoe 3T - AT ST
| HAAG S Ao - TS - ST 3R 7, TS A O T HEd-
FISAT A CIe- HaEd i AHHAT Hoaeh aeed, O e TTY -
7110
38 +Nilotic- Yintor 1oz bé vikuony né werevic de thon dudbac ke cin-wéu tidue-
Dinkat ke piny.-Acin-bi ranvé koc per-thok thiééc, ke vintol nimba vene yup-

abacderan-torve kocwadrthok tone IDkatduon-de panakimvic, -
thany 0-vic. TTY 711.0

39 +Norwegian™

Duharretttil-a-fa-gratishjelpog-informasjonpadittegetsprak.-
For-abe-om-entolk, ring“gratisnummeretformedlemmersom-
eroppfert-pahelsekortetdittogtrykkd.-TTY 7110

40 +Pennsvlvani

Duhoscht-die Recht fer- Hilfunn Information in-deine Schprooch-

an'Dutch® | griege fernixz Wann-du-enTwwersetzerhawwe willscht, kannschtdu-
die frei Telefon Nummer-uff-dei Gesundheit Blann ID-Kaarde vouse, -
dricke 0. TTY 7112
41 +Persian- N P T ."_-i'.:'__;_'-_";'.g__ﬂ_;-_;_Qn-«.:-'_‘;-;_gi-:._:_:-z._:-.'_ﬁ.:-}_;d .j.JJsd. gl
Farsil s alily MAS- po e ) yraf-eadic o 4 llifeadli e Al tasla- pelai 355

camr A58 peeaed TTY 7110

42 +Punjabi O

7119333, 09| O

43 +PolishD Maszprawodo-uzvskania bezplatne) informacyi 1 pomocy we-
wiasnymijezyku. Poustugi ttumacza zadzwon pod-bezpiatny numer-
umieszczony na karcie identyfikacyinej planu medycznegoiweisnij .-
TTY 71112

44 sPortuguese | Voce tem-o-direitode -obterajuda e informacio-em-seuidioma e sem-

custos. Para solicitaruminterprete, ligue para®onumero-de telefone-
gratuitoque consta no-cartiode ID-do-seuplanode-sande, pressione-
0.TTY 7110

45 4R omanianid

Avetidreptul de-a -obtine gratuit ajutor si-informatii in limba-
dumneavoastrd. Pentrua cere uninterpret, sunatila numarul de-
telefon pratuitcare se-gaseste pecardul dumneavoastridesdndtate, -
apasatipetastad. TTY 7110

46 +Bussiand

BrrmueeTe Tpaso Ha DECIAATHOE TOAVIEHTE TIOMOLIIH H-
HHQOPMAIIHE Ha BalTeM A36Ke. UToO TOAATE 3AMPOC TIEPEB O, THEA -
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OOECHHTE Mo DeCIIATHOMY HOMepY TeiedpoHa, TKA3aHHOMY Ha -
oOpATHOH CTOPOHE BAIIeH HASHTHDHKAITHONHEOH KAPTE M HARMETE -
0 mEma Ty 7110

47 ASamoan--
Fa'asamoa O

E1atloudidtatavemavaatuaisefescasoanima-fa’amatalagailan-
gagana €-auncama-setotogl. Ina1afa’atalosagaina se tagatafa’aliin, -
viliile telefom mo-suiele totogia oloolisiatuilau peleniilau pepa-
IDmo-lesoifua maloloina, oomile 0. TTY 711.O

43 +5erbo-
CroationD

Imate pravo-da besplatno-dobijete pomoc iinformacije na-Vasem-
jeziku. Da biste zatrazili prevodioca, hazovite besplati broj naveden-
na-iskaznici Vaseg%zdravstenog-osipuranjad pritisnite 0. TTY 711.1

49 +5pamshd

Tiene derecho-a tecibir-ayuda € informacion-en-suidioma-sincosto.-
Para solicitarun intérprete, llame al numero-de teléfono-gratuito para-
miembros-que se encuentra en-su-tarjeta de identificacion del plan-de-
salud vpresione 0.+

TTY 711o

50 +5udanic-
Fulfulde

Dum-hakke maada mballedaa kadinkebaahabaminderwolde maada-
naa maa-a yobii To-a vidi pirtoowo, noddu limngal mo-telefol caahu-
limtaadonderkaatiwol ID maada ngol njamu, nvo”u ). TTY 711.0

51 45vrahili

Una-hakiva%uopata msaadaha aarfaowa Jugha vako%oila gharama. -
Kuomba mkalimani, piga nambariva wanachama va bure-
iliveorodheshwa Ewenve TAMvakadi vakova mpango-wa-afra, -
Fonvezad. TITY 7112

32 45vriac-
Assyoant

Tharfinsh . dscifls R scshe R o dkaloge fhane . dnalhaed | dhadd
el e mlata_asdnefiam o sintirding, Rmias R rfaanl

ey

.'D'?u:mm'rﬂﬁa}.gﬂnm"_'l 1=

33 4Tagalogl

Mav-karapatan kangmakatanggap ngtulongat impormasvon sa IWoeng:
wika nangwalangbavad. Upang-humilingng-tagasalin, tawaganang-
tell-free na numero ng-teleponona nakalagaysaivong ID card ng-
planong pangkalusugan, pindutinang ). TTY 7110

34+Telugud

Jerodd B _j*’e:%smm“&u%;oaﬁ Trooen Toscin e armrd Eredrr Da e *
iray) el sV imerh T orued], o -Ergi-éﬂ.ﬁ-md?tni: oo arder Sabed-
%5 Doerth s TS5, 0 T‘gﬁ}&ﬂ*‘b TITY- 7110

554Thaid

An md @ rw . - & Ars_ @ A3 & .
:'Iil'.d?l'ﬂi'ﬂ AT GETUR TR M R tlli:?lr 1.'-I.Fl1'!l e I!:‘IB.I WF GED LRI 1.'Iﬁl 18" WIFRET AT PR Be
& & o . ST P m e W L
Tl o b syl Erevran ooy T ol @ ?J'-I'J mry TEQ AT FTH T UV ARG WRIAET D }

o . W pw & ] £ - = o]
?HHE‘JiN'.J?I'.I1'..I‘JFﬁIFE1'ﬂHFI1F.Hﬂ'.l'\ﬂiﬂﬁ'_i'IF|' Tl v In Faevan e -11

36+Tongan--

‘Okukema’naetotonukeman’aetokori mo-e-"ufakamatala -
ho'olea fakafonua ta’etotong. Fe kole ha tokotaha fakatonulea, ta &i-
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Fakatonga® | he-fika telefoni ta’etotongi ma’ae kaumemipa “a ee‘okulisi“Tho’'o-
kaati ID ki ho'o-palani kihe mo'uileles, Lomi' T “a e 0. TTY 7112

37 #Trkezes Miworomw pwung-om-Eopwe nounou ika amasou noum-ekkewe-

(Chuukese)J| aninisika toropwen -aninis nge epwe awewetiw non kapasen fonuom, -
ese kamo. Tka ka mwochen tungoren -aminisin chiakku, kori%ewe-
member-nampa, ese pwan kamoe, mi pachanong won-an noum-health-
plan-katenID, iwe tiki"0". RenTTY, kori 711.0

38+Turkisho Kendidilinizde Geretsiz olarak vardimve bilg alma hakkomez-
bulunmaktadir Birtercimanistemekicin-saghk plaru kimlik karbman-
tzennde ver-alanGcretsiz telefon numarasimaravamz, sonra 07a-
basimz. TTY {vazihiletigim)icin7110

394Ukmainian®T | V- BaceIpaeo oTpHMATH DE3KOIITORHY ACIOMOIY T4 IH(QOPMAITII HA
Banmin piamii Moei. TI{o0 TOA4TH 3aIHT TPO HAAAHHA TIOCATT -
ImepeKiaAdda, 3aTe e POHVHTE Ha De3KOIITOBHII HoMep TeAepOHT
VIACHMEKS, BKA33HHH Ha BANTH iAeHTHQKAITHIT KapTi A=Y
MEAHMYHOTC CTPAXVEAHHA, HAaTHCHITR 0 TTY 7110

G0 +Trdu .a-'—_.l5 '—‘h,-'—'— _.-"”‘:" -—'j'.a-'—.'_,’—'" & .a-'—_.l5 Ueale-itia glaae gl 2na- ke g ol 3 et oS
'D‘.a-'— EE J;‘EJ"r _.-""—:l—'—.f-'j _‘F‘_A:-.JS ‘E_J:J—“'_;_‘?-J—“'“JJ-H_‘?"r'—'rJ
i [-7110

61 +Vietnamese® Qu'rﬂ s quy enﬂucec g_up d&va 'CE.]:_} thong- tnba_ng ngon ngik-cua-
qu'r'n mién-phi. *’{)Eﬁ eutauducec thong-dich-vi eng_up d&, T long-
20150 d_enﬂma -m_enph_ danh cho héiviéndwocnéu-trén-the ID-
chucrngtuﬂl ‘bao ‘hiemv- té-cua Uy VL, bams6-0. TTY 7110

2 +YiddishD 1E- FREDR-10 T - TR TR T IR R TR TR - TR DI T T DR TR
0917 WD 7R T K- TR KD«
RI9- D7 T TR IR - T O - DR - TR TR Y- a0y o) FRn- 0y T - 0T S oRR -
OTTYTI1rFD

63 4V oruball O ni-etolati tiiranwoati 1fitonileti pha niede re lassanwo. Lati ba-

ogbufo-kansoro, pé-sor nomba-ero-ibanisoro laisanwoibode tiato-
sorkadiidinimo ti€toilerate, te“0°. TTY 711 T
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