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SECTION-WELCOME

Quick Reference Box
Yy~ Member services, claim inquiries, Personal Health Saqgphdental
Health/SubstancRelated and Addictive Disorder Administrdt@002328943

Yy Claims submittal address: UnitedHealthdai@ms, P.O. Box 30555, Salt Lake Qity,
UT 841360555

Yy Online assistanosww.myuhc.com

ONEOK, Inc. ispleased 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. HealthPlanfor Former Employee#t includes summaries of:

y

Yy Services that are covered, called Covered Health Services.

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

Yy~ How Benefits are paid.

Yy 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 19T 4(p&kAes any previous printed or
electronic SPD for this Plan.

IMPORTANT
The healthcare service, supply or Pharmaceutical Product is only a Covered Heglth

Service if it is Medically Necessary. (See definitions of Medically Necessary and|Covered
Health Service in Section GlgssadyThe fact that a Physician or other provider hag
performed or prescribed a procedure or treatment, or the fact that it may be the pnly
available treatment for a Sickness, Injury, Mental Idnbstnceelated and addictive
disorders, disease or its symptoms does not mean that the procedure or treatmgnt is a
Covered Health Service under the Plan.

ONEOK, Inc. intends to continue this Plan, but reserves the right, in its sole discfetion,
to modify, change, revise, amend or terminate the Plan at any time, for any reaspn, and
without prior notice subject to any collective bargaining agreements thetween
Employer and various unions, if applicable. This SPD is not to be construed as 4 contract
of or for employment. If there should be an inconsistency between the contents pf this
summary and the contents of the Plan, your rights shall be determindeeuridarang
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 wiloassisnmany

1 SecTION - WELCOME
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ways, it does not guarantee any Benefits. ONEOK, Inc. is solely responsible for paying
Benefits described in this SPD.

Please read this SPD thoroughly to learn how the ONEOK, Inc. Health Plan for Former
Employees work$f you have questions contact the Human Resalgpagment or call
the number on your ID card.

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

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

You can find copies of your SPD and any future amendmneetgiest printed
copies by contacting Human Resources

Capitalized words in the SPD have special meanings and are defined in Secfion 14,
Glossary

If eligible for coverage, the words "you" and "your" refer to Covered Personsfas
defined in Section 1@Jossary

ONEOK, Inc. is also referred to as Company.

S N Y

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

2 SecTION - WELCOME
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SECTION@INTRODUCTION

This Summary Plan Description is a component Benefit Document under the ONEOK,

Inc. Health Plan for Former Employees 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 srvices, administration of claims, appeals procedures, and general provisions. You
should also consult the ONEOK, Inc. Health Plan for Former Employees Plan Document
and SPD for the full terms and requirements of the Plan.

3 SECTION - INTRODUCTION
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SECTION-HOW THE PLAN WORKS

What this section includes:
Yy Accessing Benefits.

Yy Eligible Expenses.
Yy Annual Deductible.
y  Coinsurance.

Yy 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.

Benefits are payable for Covered Health Services that are provided by or under the direction
of a Physician or other provider regardless of their Network status. This Benefit plan does
not provide a Network Benefit level or a Ndetwork Benefit level.

UnitedHealthcare arranges for health care providers to participate in a Network. Depending
on the geographic area, you may have access to Network providers. These providers have
agreed to discount their charges for Covered Health Services. If you oeeedbHRalth
Services from a Network provider, your Coinsurance level will remain the same. However,
the portion that you owe may be less than if you received services frade@voda

provider because the Eligible Expense may be a lesser amount.

Emergency Health Services provided by &Netmork provider will be reimbursed as set
forth underEligible Expenassiescribed at the end of this section.

Covered Health Services provided at certain Network facilities b@twork Physician,

when not Emergency Health Services, will be reimbursed as set foritigibleExpenses

as described at the end of this section. For these Covered Health Services, "certain Network
facility” is limited to a hospital (as definetBisiL(e) of the Social Secyyigyhdsipital

outpatient department, a critical access hospital (as defidéti(imm)(1) of the Social Security
Acf), an ambulatory surgical centateseribed in sectid®33(i)(1)(A) of the Social Security

Act and any other facility specified by the Secretary.

Air Ambulance transport provided by a-N&twork provider will be reimbursed as set
forth undetrEligible Expenaeslescribed at the end of this section.

Ground Ambulance transport provided by aNetwork provider will be reimbursed as set
forth undetrEligible Expenassiescribed at the end of this section.

You should show your identification card (ID card) every time you request health care
services so that the provider knows that you are enrolled under the Plan.

4 SECTIONS - HOWTHEPLANWORKS
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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 changéy agr@rider's

status or request a provider directory, you can call UnitedHealthcare at the number on your
ID card or log ontavww.myuhc.com

Network providers are independent practitioners and are not employees of ONEOK, Inc. or
UnitedHealthcare. It is your responsibility to select your provider.

UnitedHealthcare's credentialing process confirms public information about the providers'
licenses and otheredentials butoes not assure the quality of the services provided.

Before obtainingervicesyou 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 onkmavainyuhc.comor by

calling the number on your ID card to request a fomu receive a Covered Health

Service from a neNetwork 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 directoryor in a response to your request for such information (via telephone,
electronic, webased or interndtased 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 le&etsvtr& or is
otherwise not available to you, you must choose another Network provider to get Network
BenefitsHowever, if you are currently receiving treatment for Covered Health Services
from a provider whose network status changes from Network-etaork during such
treatment due to expiration or nonrenewal of the provider'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 doeappdy 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.

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 providets bkoos

a Network provider for only some of UnitedHealthcare's products. Refer to your provider
directory or contact UnitedHealthcare for assistance.

Looking for a Network Provider?

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

A\1”4
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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 expertisg is limite
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 certagxjranses at
UnitedHealthcare's discretion.

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.

Yy For 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 Expense and the amount the provider bills.

Yy For Covered Health Services thatdrel/ary Services received at certain Network
facilities on a nonEmergency basis from noaVetwork Physicians you are not
responsible, and the nbietwork 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.

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

Yy For Covered Health Services thatfarergency Health Services provided by a nen
Network provider, you are not responsible, and the-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.

Yy For Covered Health Services thatdredmbulance services provided by a non
Network provider, you are not responsible, and theNetwork 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.

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

Eligible Expenses are based on the following:

6 SECTIONS - HOWTHEPLANWORKS
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Yy When Covered Health Services are received from a Network provider, Eligible Expenses
are our contracted fee(s) with that provider.

Yy When Covered HealBervices are received from a-Network provider as arranged
by us, including when there isNetwork provider who is reasonably accessible or
available to provide Covered Health Services, Eligible Expenses are an amount
negotiated by us or an amount permitted by law. Please contact us if you are billed for
amounts in excess of your applicablesDoamce, Copayment, or any deductible. The
Plan will not pay excessive charges or amounts you are not legally obligated to pay.

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

Yy For non-Emergency Covered Health Services received at certain Network
facilities from non-Network Physicianswhen such services are either Ancillary
Services, or nefAncillary Services that have not satisfied the notice and consent criteria
of sectio2799R2(d) of the Public Health Serwiith Aetpect to a visit as defined by the
Secretary (including némcillary Services that have satisfied the notice and consent
criteria but unforeseen urgent medical needs arise at the time the servicesaye provide
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 navetwork 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 ih861(e) of the Social Secyyidyhdsipital outpatient department, a critical
access hospital (as definetidél1(mm)(1) of the Social Sequaty @obulatory surgical
center as described in secfi8B83(i)(1)(A) of the Social SecuriydAahy other facility
specified by the Secretary.

IMPORTANT NOTICE: For Ancillary Services, némcillary Services provided

without notice and consent,, and #artillary 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 arerasponsible, and a nbietwork 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.

Yy For Emergency Health Services provided by-&latwork 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 ndwetwork provider and the Claims Administrator.

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

7 SECTIONS - HOWTHEPLANWORKS
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IMPORTANT NOTICE: You are not responsible, and a-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.

Yy For Air Ambulance transportation provided by aMetwork 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 ndwetwork provider and the Claims Administrator.

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

IMPORTANT NOTICE: You are not responsible, and a-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&bgnized Amount as defined in the SPD.

Yy For Emergency ground ambulance transportation provided by a neetwork
provider, the Eligible Expense, which includes mileage, is a rate agreed upon by the
nortNetwork 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 similaesvice.

IMPORTANT NOTICE: Non-Network providers may bill you for any difference
bet ween the providerds billed charges and

When Covered Health Services are received from a ANtwork provider, except as
described above, Eligible Expenses are determined as followg:an amount

negotiated by the Claims Administrator, (ii) a specific amount required by law (when
required by law), or (iii) an amount the Claims Administrator has determined is typically
accepted by a healthcare provider for the same or similarsemieenount that is greater
than such rate when elected or directed by theTRkulan will not pay excessive charges.
You are responsible for paying, directly to theNatwork provider, the applicable
Coinsurance, Copayment, or any deductiblee Raasct 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 befoweaponsibility 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 naretwork providers that have questions about the Eligible

Expenses and how the Claims Administrator determined those amounts. Please call t
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 conatuties

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 thatdtseowe the best interests of the
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Plan and its Participants (including interests in avoiding costs and expenses of disputes over
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 thaf you
are enrolled under the Plan.

Annual Deductible

The Annual Deductible is the amount of Eligible Expeos#se Recognized Amount

when applicablgpu must pay each calendar year for Covered Health Services before you
are eligible to receive Benefits. The amounts you pay toward your Annual Deductible
accumulate over the course of the calendar year.

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 visitsgatowardheeting 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.

Outof-Pocket Maximum

The annual Owbf-Pocket Maximum is the most you pay each calendar year for Covered
Health ServiceH.your eligible oubf-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 Outof-Pocket Maximum applies to all Covered Health Services under the Plan,
including Covered Health Services provided in SectiOntpatient Prescription. Drugs

The following table identifies what does and does not apply towataitrofiPocket
Maximum:

Applies to the Out

Plan Features of-Pocket Maximum?

Payments toward the Annual Deductible Yes

Coinsurance Payments, even those for Covered Sealites

available in Section, XButpatient Prescription Drugs Yes

Charges for ne@overed Health Services No
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Plan Features

Applies to the Out
of-Pocket Maximum?

Charges that exceed Eligible Expemsdbe Recognized No

Amount when applicable.

Ancillary or Therapeutically Equivalent Chatgesribed in No

Section 15%utpatient Prescription Drugs.

10
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SECTION4ERSONAL HEALTH SUPPANO PRIOR AUTHORIZATION

What this section includes:
Yy An overview of the Personal He@tpportprogram.

Yy 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 disease managemerigaligrams
education, and patient advocacy.

UnitedHealthcare provides a program called Personal Health 8egigoed to encourage
personalized, efficient care for you and your covered Dependents

Personal Health Support Nursester 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 coskeffective 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 Nursdp guide you through your treatment. This assigned nurse will answer
guestions, 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 cagall them with questions about your conditions, or your overallamebitieH

being.

Personal Health Support Nursel 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. WherCllagms Administrator is called as required, they

will work with you to implement the Personal Health Suppanss and to provide you

with information about additional services that are available to you, such as disease
management programs, health education, and patient advocacy. As of the publication of this
SPD, the Personal Health Suppoogram includes:

y" Admission counseling- Personal Health Support Nuraes available to help you
prepare for a successful surgical admission and recovery. Call the number on your ID
card for support.

Yy Inpatient care management If you are hospitalizedPa&rsonal Health Support
nursewill 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.

Yy~ 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 Supportifdeto confirm that medications, needed equipment, or
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follow-up services are in place. The Personal Health Supporiviliuats® share
important health care information, reiterate and reinforce discharge instructions, and
support a safe transition home.

Y 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 photidroan a Personal Health Support Nucsdiscuss
and share important health care information related to the participant's specific chronic
or complex condition.

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

Yy 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 Supportiutifeel 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 Servicgs. You
are responsible for obtaining authorization before you receive the services. For ¢etailed
information on the Covered Health Services that require prior authorizedies yeler

to Section 6Additional Coverage Details

To obtain prior authorization, call the number on your ID cardThis call starts the

utilization review proce$3nce 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.

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 includeramawigatoprospective
review, second opinion, certification, concurrent review, case management, discharge
planning, retrospective review or similar programs.

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

The Plan requires prior authorization for certain Covered Health Services.

When you choose to receive certain Covered ieaidtites, you are responsible for

obtaining prior authorization before you receive these services. Note that your obligation to
obtain prior authorization is also applicable when-Al@tvork provider intends to admit

you to a Network facility or refeimuyto other Network providers. 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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If you choose to receive a service that has been determined not to be a Medically Necessary
Covered Health Service, you will be responsible for paying all charges and no Benefits will
be paid.

Services for which you are required to obtain prior authorization are identified in Section 6,
Additional Coverage Detdiign 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 or an eligible family member are entitled to enroll in Medicare Part A, B, or D, the
affected individual becomes ineligible to participate in the Health Plan outlined in this
document. If you or an eligible family member are or become Medibtealakgo

disability or for any reason, you must contact Human Resbymesre 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 maing paiyer, the

Plan will pay as secondary payer as described in Se@mordi@ation of Benefits.(CaB)
are not required to obtain authorization before receiving Covered Health Services.
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SECTIONHLAN HIGHLIGHTS

What this section includes:
Yy Payment Terms and Features.

Yy Schedule of Benefits.

Payment Terms and Features

The table belowrovides an overview of the Plan's Annual Deductible araf-Batket
Maximum.

Plan Features

PPO Without Differential

Annual Deductible
Yy Individual.

Yy Family (not to exceed the applicabls
Individual amount per Covered
Person).

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

$1,000

$2,000

Annual Out-of-Pocket Maximum
Yy Individual.

Yy Family (cumulative Owoff-Pocket
Maximum).

The Annual Deductible applies toward
Out-of-Pocket Maximum for all Covere(
Health Services.

The Annual Oubf-Pocket Maximum
applies to all Covered Health Services
under the Plan, including Covered Hea
Services provided in SectionQ&tpatient
Prescription Drugs

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

$2,500

$5,000
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Plan Features PPO Without Differential

Lifetime Maximum Benefit

There is no dollar limit to the amount th o
Plan will pay for essential Benefits duri Unlimited
the entire period you are enrolled in thi
Plan.

Generallythe following are considered {
be essential benefits under the Patient
Protection and Affordable Care Act:

Ambulatory patient services; emergenc
services, hospitalization; maternity and
newborn care; mental health and
substanceelated and addictive disorder,
services (including behavioral health
treatment); prescription drug products;
rehabilitativand habilitative services an
devices; laboratory services; preventivg
wellness services and chronic disease
management; and pediatric services
(including oral and vision care).

Schedule of Benefits

This table provides an overview of the Plan's coverage levels. For detailed descriptions of
your Benefits, refer to Sectio@ditional Coverage Details

Amounts which you are required to pay as shown belowSchibaule of Beaeditsased
on Eligible Expensedor specific Covered Health Services as described in the definition of
Recognized Amount in Section Giyssary

Benefit
Covered Health Service's (The Amount Payable by the Plan basec
on Eligible Expenses)
Ambulance Services Ground Ambulance
Yy Emergency Ambulance. 70%after you meet the Annual Deductib

Eligible Expenses for ground and Air

Ambulance transport provided by a-non
Network provider will be determined as 70%after you meet the Annual Deductib
described in Sectionkow the Plan Works

Air Ambulance
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Covered Health Servicés

Benefit

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

Yy Non-Emergency Ambulance.

Eligible Expenses for ground and Air
Ambulance transport provided by a-hon
Network provider will be determined as
described in Sectiontw the Plan Works

Ground Ambulance

70%after you meet the Annual Deductib
Air Ambulance

70%after you meet the Annual Deductib

Cellular and Gene Therapy

Depending upon where the Covered He:

Service is provided, Benefits will be the s

as those stated under each Covered He
Service category in this section.

Congenital Heart Disease (CHD)
Surgeries

70%after you meet the Annual Deductib

Dental Services Accident Only

70%after you meet the Annual Deductib)

Dental Services Anesthesia

70%after you meet the Annual Deductib)

Diabetes Services

Diabetes SeManagement and Training/
Diabetic Eye Examinations/Foot Care

y Diabetes SeNManagement ltems.

SeeDurabl®ledical Equipmarection 6,
Additional Coverage Dé&bailsnits.

Depending upon where the Covered Hej
Service is provided, Benefits for diabetes
management anichining/diabetic eye
examinations/foot care will be paid the s4
as those stated under each Covered He

Service category in this section.

Depending upon where the Covered He:
Service is provided, Benefits for diabetes
management items will be the same as t
stated undddurable Medical Equipimémits
section and in Section Chyjtpatient
Prescription Drugs.

Durable Medical Equipment (DME),
Orthotics and Supplies

See Section Additional Coverage Dé&bailsnits.

70%after you meet the Annual Deductib

Emergency HealthServices Outpatient

70%after you meet the Annual Deductib
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Covered Health Servicés

Benefit

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

If you are admitted as an inpatient to a
Hospital directly from the Emergency roor|
you will not have to pay tli®insurance
The Benefits for an Inpatient Stay in a
Hospital will apply instead.

Eligible Expenses for Emergency Health
Services provided by a Agatwork provider
will be determined as described ukdigible
Expens@s Section 31ow the Plan Works

Hearing Aids
See Section Bdditional Coverage Dé&vailsnits.

70%after you meet the Annual Deductib)

Home Health Care
See Section Additional Coverage Dé&ailenits.

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

70%after you meet the Annual Deductib

Hospice Care

100%

Hospital - Inpatient Stay

70%after you meet the Annual Deductib)

Lab, X-Ray and Diagnostics- Outpatient
y  Lab Testing Outpatient.

Yy X-Ray and Other Diagnostic Testing
Outpatient.

70%after you meet the Annual Deductib

70%after you meet the Annual Deductib)

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

70%after you meet the Annual Deductib

Mental Health Services
Yy Inpatient.
y  Outpatient

70%after you meet the Annual Deductib

70%after you meet the Annual Deductib

Orthognathic Surgery

70%after you meet the Annual Deductib

Ostomy Supplies

70%after you meet the Annual Deductib
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Covered Health Servicés

Benefit

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

Pharmaceutical Products Outpatient

70%after you meet the Annual Deductib

Physician Fees for Surgical and Medical
Services

Covered Health Services provided by a n(
Network Physician in certain Network
facilities will apply the same cost sharing
(Coinsurance and applicable deductible) &
those services were provided by a Netwol
provider; however Eligible Expenses will k
determined as described in Sectid#o8; the
Plan WorksindetEligible Expenses

70%after you meet the Annual Deductib

Physician's Office Services Sickness and
Injury

70%after you meet the Annual Deductib

Pregnancy- Maternity Services

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

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

Preventive Care Services

Yy Physician Office Services.
y Lab, Xray or Other Preventive Tests.

Yy Breast Pumps.

100%
100%
100%

Private Duty Nursing - Outpatient

70%after you meet the Annual Deductib

Prosthetic Devices
See Section AdditionaCoverage Defailéimits.

70%after you meet the Annual Deductib)

Reconstructive Procedures

Depending upon where the Covered Heq
Service is provided, Benefits will be the s
as those stated under each Covered He

Service category in teiction.

Rehabilitation Services Outpatient
Therapy and Manipulative Treatment

See Section Additional Coverage Dé&aigsit
limits.

70%after you meet the Annual Deductib
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Covered Health Servicés

Benefit

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

Scopic Procedures Outpatient
Diagnostic and Therapeutic

70%after you meet the Annual Deductib

Skilled Nursing Facility/Inpatient
Rehabilitation Facility Services

See Section Additional Coverage Dé&aigsit
limits.

70%after you meet the Annual Deductib

SubstanceRelated and Addictive
Disorders Services

y Inpatient.
y Outpatient

70%after you meet the Annual Deductib)

70%after you meet the Annual Deductib

Surgery- Outpatient

70%after you meet the Annual Deductib)

Temporomandibular Joint (TMJ) Services
See Section Bdditional Coverage Dé&vailsnits.

Depending upon where the Covered He:
Services is provided, Benefits will be th
same as those stated under Eaclered
Health Services category in this sectio

Therapeutic Treatments- Outpatient

70%after you meet the Annual Deductib)

Transplantation Services

Depending upon where the Covered Hej
Services is provided, Benefits will be th
same as those stated under each Cove
Health Services category in this sectio

Urgent Care Center Services

70%after you meet the Annual Deductib

Virtual Care Services

Benefits are available only when services
delivered through a Designated Virtual
Network Provider. You can find a Designg
Virtual Network Provider by going to
www.myuhc.comor by calling the telephol
number on your ID card.

70%after you meet the Annual Deductib)

Wigs
See Section Additional Coverage Dé&bailsnits.

70%after you meet the Annual Deductib)

1Please obtain prior authorization from the Claims Administrator before receiving Covered Health

Services, as described in Sectiddditional Coverage Details.
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SECTION-GADDITIONAL COVERAWHAILS

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

Yy Covered Health Services that for which you should obtain prior authorization|before
you receive them

This section supplements the second table in Sed®ian Bighlights

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 limitatioresythaptyias well

as Covered Health Services for which you must obtain prior authorization from the Claims
Administrator as requirethe Covered Health Services in this section appear in the same
order as they do in the table for easy referemeeeSehat are not covered are described in
Section 8Exclusions and Limitations

Benefits are provided for services delivered via Telehealth/Telenigei@fits are also
provided for Remote Physiologic MonitorBenefits for these services are provided to the
same extent as angarson service under any applicable Benefit category in this section
unless otherwise specified in the table.

Ambulance Services

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

The Plan also covers nBmergency transportation provided by a licensed ambulance
service (either ground Air Ambulance, as UnitedHealthcare determines appropriate)
between facilities only when the transport meets one of the following:

y" From a norANetwork Hospital to the closest Network Hospital when Covered Health
Services are required.

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

Yy From a shorterm acute care facility to the closest Networktngacute care
facility (LTAC), Network Inpatient Rehabilitation Facility, or other Netwcdcstd#
facility where the required Covered Health Services can be delivered.

Yy For the purposes of this Benefit the following terms have the following meanings:

y oLotermacte care facility (LTAC)O6 means a faci
people with complex medical needs requiringidommghospital stay in an acute or
critical setting.

y 0Sh-oetm acute care facilityo means a facil|

with medical needs requiring stterin Hospital stay in an acute or critical setting such
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as for recovery following a surgery, care following sudden Sickness, Injuryparfflare

a chronic Sickness.

Yy 0OStwdtef aci |l ityd means a facilitermoha
longterm basis.

t provid

Prior Authorization Requirement

In most cases, the Claims Administrator will initiate and direéEtmengency
ambulance transportatidhyou are requesting némergency Air Ambulance servic
(including any affiliated némergency ground ambulance transport in conjunction
nonEmergency Air Ambulance transport), you must obtain prior authorization as
as possible before trandpo

If you fail to obtain prior authorization from the Claims Administrator, you will be

with
soon

responsible for paying all charges and no Benefits will be paid.

Cellular and Gene Therapy

The plan coverGellular Therapy and Gene Therapy received on an inpatient or outpatient
basis at a Hospital or on an outpatient basisfdtesinate Facility or in a Physician's office.

Benefits for CAR therapy for malignancies are provided as described tardgiantation

Services

Prior Authorization Requirement

You must obtain prior authorization from the Clahsinistrator as soon as the
possibility of a Cellular or Gene Therapy arises.

In addition, for norNetwork Benefits you must contact the Claims Administrator 2

non-scheduled admissions

4

hours before admission for scheduled admissions or as soon as is reasonably ppssible for

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 andthyyjediptagight
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 serdiessritved 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.

21 SECTION - ADDITIONACOVERAGEETAILS



ONEOKINC MeDICAPPOMAGELLARREGSRETIREED O APLAN

Benefits are available for the following CHD services:

Outpatient diagnostic testing.
Evaluation.
Surgical interventions.

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

SSSK XY

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

Yy 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 €@88B9367246 before receiving care for informathmua

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:

Yy Physician's Office Servie&lickness and Injury.

Physician Fees for Surgical and Medical Services.

Scopic Procedure®utpatient Diagnostic and Therapeutic.

Therapeutic Treatment®utpatient.

Hospital- Inpatient Stay.

<SS S S

Surgery Outpatient.

To receive Benefits under the CHD program, you must contact CHD Resource 1ervices
at 18889367246 prior to obtaining Covered Health Services. The Plan will only pay
Benefits under the CHD program if CHD provides the proper notification to the
Designate®rovider performing the services (even if youedelfto a provider in that
Network).

Note: The services described underGbenplex Medical Conditiavsl and Lodging Assistance
Program Section 7Clinical Programs & Resated@svered Health Services only in
connection with CHD services received at a Congenital Heart Disease Resource Services
program.

Prior Authorization Requirement
For Covered Health Services required to be received by a Designated Provider, [you must
obtain prior authorization from the Claims Administrator as soon as the possibilify of a

CHD surgery arises.
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Dental ServicesAccident Only
Dental services are covered by the Plan when all of the following are true:

Yy Treatment is necessary because of accidental damage.

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

y  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 circesnstan
exist due to the severity of the Injury.)

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 seglitagftivities.

The Plan also covers dental care (oral examinatiays Yextractions and neurgical

elimination of oral infection) required for the direct treatment of a medical condition limited
to:

Yy Dental services related to medical transplant procedures.

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

y  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 timeframes: 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 mootherafe 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 tingeaafcident, within the

first 12 months of coverage under the Plan.

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

Emergency examination.

Necessary diagnostierays.

Endodontic (root canal) treatment.

Temporary splinting of teeth.

Prefabricated post and core.

Simple minimal restorative procedures (fillings).

Extractions.

RSN S S

Posttraumatic crowns if such are the only clinically acceptable treatment.

N
w
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Yy Replacement of lost teeth due to the Injury by implant, dentures or bridges.
Dental ServicesAnesthesia

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

Yy Covered Person is under the age of 8; OR
Yy Covered Person is disabled; OR
y Covered Person has a medical condition or emotional need.

Diabetes Services

Diabetes SeliManagement and Training/Diabetic Eye Examinations/Foot Care

Outpatient selmanagement 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 SelfManagement ltems

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 aesl. Suppl
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
15,0utpatient Prescription. Drugs

Prior Authorization Requirement

You must obtain prior authorization from the Claims Administrator before obtainiphg 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 cageafens)

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

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

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

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

<SS <SS S

Durable enough to withstand repeated use.

24 SECTION - ADDITIONACOVERAGEETAILS



ONEOKINC MeDICAPPOMAGELLARREGSRETIREED O APLAN

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 yolir needs.

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

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

Equipment to assist mobility, such as a standard wheelchair.

A standard Hospit#ype beds.

Negative pressure wound therapy pumps (wound vacuums).

Burn garments.

Insulin pumps and all related necessary supplies as describBbatier Serictss
section.

<SS NS

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 and cranial orthotics (helmets). This also includes shoe insenppoarsh su

lifts and wedges and shoe orthotics when in lieu of Surgery;

Yy 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
Hedth Service. Dental braces are excluded from coverage.

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

Benefits include lymphedema stockings for the arm as require@bynir@s Health and
Cancer Rights Act 0f.1998

Benefits also include dedicated speech generating devices aresiabtlageal voice

devices required for treatment of severe spapairmenbr lack of speech directly

attributed to Sickness or Injury. Benefits for the purchase of these devices are available only
after completing a required threenth 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 are available under the applicable meglcad|Savered

Health Service categories in 8#f

Benefits do not include:

Yy 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 catligories in
SPD.

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

Yy Powered exoskeleton devices.
UnitedHealthcare will decide if the equipment should be purchased or rented.
Note: DME is different from prosthetic deviceseeProsthetic Dewctdss section.

Benefits fodedicatedpeeclyenerating devicaad trache@sophageal 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

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 thhretiygeartimeframe. 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 exceedttbeproshasing or renting another

item/device. Requests for repairs may be made at any time and are not sulijgeteo the
yeartimeline for replacement.

Prior Authorization Requirement
You must obtain prior authorization from the Claims Administrator before obtainihg any
DME or orthotic that costs more than $1,000 (either retail purchase cost or cumylative

retail rental cost of a single item).

26 SECTION - ADDITIONACOVERAGEETAILS



ONEOKINC MeDICAPPOMAGELLARREGSRETIREED O APLAN

Emergency Health Servicé3utpatient

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.

Benefits under this section include the facility charge, supplies and all professional services
required to stabilize your condition and/or initiate treatment. This includes placement in an
observation bed for the purpose of monitoring your conditioer(thém being admitted

to a Hospital for an Inpatient Stay).

If you are admitted to a Hospital as a result of an Emergency, you must notify the Claims
Administrator as soon as is reasonably possible.

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

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 tmtnngreo

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 disp&osedduy a
audiologistBenefits are provided for the hearing aid 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, thpaBlamhyithe

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 two have either of the following:

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

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

There is no coverage for hearing aids for Covered Persons age 18 and over.

Benefits are limited to a single purchase (including 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:

Yy Ordered by a Physician.

Provided by or supervised by a registered nurse imoyoeromprovided by either a
LVN or licensed practical nurse and supervised by a registered nurse.

y
Yy Not considered Custodial Care, as defined in Sect{Glod<ary
y

Provided on a patime, Intermittent Care schedule when Skilled Care is required. Refer
to Section 14Glossafgr the definition of Skilled Care.

The Claims Administrataiill determine if Skilled Care is needed by reviewing both the
skilled nature of the service and the need for Phydil@ated 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.

Benefits are limited to 12Bits per calendar year. One visit equalfiéaus of Skilled
Care services.

Prior Authorization Requirement
You must obtain prior authorization from the Claims Administrator five business flays
before receiving services, including nutritional foods and Private Duty Nuesng,
soon as is reasonably possible.

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, sdirdégaitarcare for the
terminally ill person, and shtatm 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, &hiaiclude a Hospital.

Prior Authorization Requirement
You must obtain prior authorization from the Claims Administrator five business pays

before admission for an Inpatient Stay in a hospice facility or as soon as is reasqnably
possible.

In additionyyou must contact the Claims Administrator within 24 hours of admissipn for
an Inpatent Stay in a hospice facility.

Hospital Inpatient Stay
Hospital Benefits are available for:
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Non-Physician services and supplies received during an Inpatient Stay.
Yy Room and board in a Sepnivate Room (a room with two or more beds).

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

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

Benefits 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 sectidPhysaean Fees for Surgical and
Medical Services

Benefits for Emergency admissions and admissions of less than 24 hours are described
underEmergency Health Send&sgerOutpatierfscopic Proced@etpatient Diagnostic
and TherapewtitdTherapeutic Treatm@unitpatienespectively.

Prior Authorization Requirement

For:

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

Yy A nonscheduleddmissionyou must provide notification as soon as is reasongply
possible.

In additionyou must contact the Claims Administrator 24 hours before admissior} for
scheduled admissions or as soon as is reasonably possibledbedoleddmissions.

Lab,XRay and Diagnostie©utpatient

Services for Sickness and Injetgted diagnostic purposes, received on an outpatient basis
at a Hospital or Alternate Facibtyin a Physician's officeclude:

y' Lab and radiology/Xay.

y' Mammography.

Benefits under this section include:
Yy The facility charge and the chargetdimplies and equipment.

y" Physician services for radiologists, anesthesiologists and pathologists.

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

Yy Presumptive Drug Tests and Definitive Drug Tests.

Limited to 18 Presumptive Drug Tests per calendar year.
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Limited to 18 Definitive Drug Tests per calendar year.

Benefits for other Physician services are described in this secti®hysidem Fees for
Surgical and Medical Seémix;esray and diagnostic services for preventive care are
described undé&rreventive Ceevicasthis section. CT scans, PET scans, MRI, MRA,
nuclear medicine and major diagnostic services are describkdhyndeny and Major
Diagnostie€T, PET Scans, MRI, MRA and Nuclear M&litpeagient this section.

Prior Authorization Requirement

For Genetic Testingleep studies, stress echocardiography and transthoracic
echocardiogram, you must obtain prior authorization from the Claims Administraor five
business days before scheduled services are received.

Lab, XRay and Major DiagnostidST, 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 AlternaterfaaliBhysician's
office.

Benefits under this section include:

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

Yy 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 secti®hysidem Fees for
Surgical and Medical Services

Prior Authorization Requirement
For and CT, PET scans, MRI, MRA, nuclear medicine, including nuclear cardiolggy, you
must obtain prior authorization from the Claims Administrator five business dayq before
scheduled services are received.

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
or under the direction of a behavioral health prowiders properly licensed and qualified

by law and acting within the scope of their licensure

Benefits include the following levels of care:

Yy Inpatient treatment.

Yy Residential Treatment.
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y Partial Hospitalization/Day Treatment.
Yy Intensive Outpatient Treatment.
Yy~ Outpatient treatment.

Inpatient treatment and Residential Treatment includes room and board-pr&emi
Room (a room with two or more beds).

Services include the following:

Yy~ Diagnostic evaluations, assessment and treaimiémt procedures
Yy Medication management

Yy Individual, family, and group therapy.

y  Crisis intervention.

The Mental Health/SubstanBelated and Addictive Disorders Administrator provides
administrative services fopatient care

You are encouraged to contact the Mental Health/Sub&atated and Addictive
Disorders Administrator f@ssisting in locatingpeovider and coordination of care.

Prior Authorization Requirement

For:

Yy A scheduled admission for Mental Health Services (including admission for gervices
at aResidential Treatment facility), you must obtain prior authorization from tije
Claims Administrator five business days before admission.

Yy A nonscheduled admission you must provide notification as soon as is reasdqnably
possible.

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:

Yy 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

y' 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.

Prior Authorization Requirement
For orthognathic surgeries, you must obtain prior authorization from the Claims
Administrator five business days before scheduled services are received.
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Ostomy Supplies

Benefits for ostomy supplies are limited to:

Yy Pouches, face plates and belts.
y lrrigation sleeves, bags and ostomy irrigation catheters.
y  Skin barriers.

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

Pharmaceutical Product®utpatient

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 injecti@PBlysician'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 supervised by a qualified provider or licensed/certified hef@dsipnal.

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 bypiresar 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, HospHatfiliated 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 mayt fivitether a
particular Pharmaceutical Product is subject to step therapy requirements by contacting
UnitedHealthcare atww.myuhc.comor 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
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information on these programs through the Interneivat. myuhc.comor 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 ServiceSickness 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 freestandiad,itoaatlinic 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:

Yy Education is required for a disease in which patientas®iyement is an important
component of treatment.

Yy 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 describedRiedentive Care Seamntiuisssection.

When a test is performed or a sample is drawn in the Physician's office Benefits for the
analysis or testing of a lab, radiolog@ys or other diagnostic service, whether performed
in or out of the Physician's office, are described LablekRay and Diagnostngpatient

Please Note
Your Physician does not have a copy of §Blr ands not responsible for knowing gr
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. Thircludes all maternitglated medical services for prenatal care,
postnatal care, delivery, and any related complications.

The Plan will pay Benefits for an Inpatient Stay of at least:

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

Yy 96 hours for the mother and newborn child following a cesarean section delivery.
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These are federally mandated requirements untiavtberns' and Mothers' Health Protection
Act of 199&hich 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 relatdd tests an
treatment.

Benetfits for Dependent Children

Pregnancy Benefits for Dependent children are limited to the extent as required by ACA
including prenatal, labor and delivery. Complications of Pregnancy are not otherwise
covered. For a complete definition of Complications of Pregnancy, see Sé&xitgsdry,

Prior Authorization Requirement

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 je 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 sectipn
delivery.

notificationmayopen the opportunity to become enrolled in prenatal programs thgt are

It is important that you notify the Claims Administrator regarding your Pregnancy|. Your
designed to achieve the best outcomes for you and your baby. 1

Healthy moms and babies
The Plan provides a special prenatal program to help during Pregnancy. Particigation is
voluntary and free of charge. See Sect@inital Programs and Refoudsails.

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 tmtieeHattive 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:

Yy Evidencebased items or services that have in effect a rating of "A" or "B" in the current
recommendations of thénited States Preventive Services Task Force

Yy Immunizations that have in effect a recommendation from the Advisory Committee on
Immunization Practices of the Centers for Disease Control and Prevention.
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Yy With respect to infants, children and adolescents, evidfenced preventive care and
screenings provided for in the comprehensive guidelines supporteddajtthe
Resources and Services Administration

Yy With respect to women, such additional preventive care and screenings as provided for
in comprehensive guidelines supported bi¢héth Resources and Services Administration

Preventive care Benefits defined underdésdth 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.comor by calling the number on your ID card. Benefits for breast pumps also
include the cost of purchasing one breast pump per Pregnancy in conjuithcti

childbirth. These Benefits are described under Sedian HighlightsxderCovered 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:

Yy Which pump is the most cost effective.

Yy Whether the pump should be purchased or rented.

y" Duration of a rental.

y' Timing of an acquisition.

Benefits are only available if breast pumps are obtained from a DME prdrigsromen.

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

Private Duty NursingOutpatient

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:

y Atrtificial arms, legs, feet and hands.

y Atrtificial face, eyes, ears and noses.

Yy Breast prosthesis as required by\tbemen's Health and Cancer Rights AcBeh&f83
include mastectomy bras. Benefits for lymphedema stockings for the arm are provided as
described und@&urable Medical Equipment (DME), Orthotics and Supplies

35 SECTION - ADDITIONACOVERAGEETAILS



ONEOKINC MeDICAPPOMAGELLARREGSRETIREED O APLAN

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 Eeadtte&ervice

categories in thi8PD

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'Rlayscton. 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 em@ndefin cost.

Benefits are available for repairs and replacement, except as described irESelctsons,
and LimitationsyderDevices, Appliances and Prosthetics

Benefits are limited to a single purchase of each type of prosthetic de\boearsery

Benefits to replace appliances will only be covered due to changes in the size of the limb
being augmenteRepair 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 D\NEeDurable Medical Equipment (DME)
this section.

Prior Authorization Requirement
You must obtain prior authorization from the Claims Administrator before obtainijhg
prosthetic devices that exceeds $1,000 in cost per device.

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 ococebargs

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.

Benefits for Reconstructive Procedures include breast reconstruction following a
mastectomy and reconstruction of the-aff@cted 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 yaimen'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 HeathySearvan
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contact UnitedHealthcare at the number on your ID card for more information about
Benefits for mastectornglated 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 covexdgesProc

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 cahaitRFeonstructive
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 SectiGidsary

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 behavenpastu&ive
Procedures.

Prior Authorization Requirement
For you must obtain prior authorization from the Claims Administrator five busingss
days before a scheduled reconstructive procedure is performed orsébredoied
procedures, within one business day or as soon as is reasonably possible.

In additionyyou must provide notification to the Claims Administrator 24 hours before
admission for scheduled inpatient admissions or as soon as is reasonably possiple for
nontscheduled inpatieatimissions.

Rehabilitation Service®utpatient Therapy and Manipulative Treatment
The Plan provides shderm outpatient rehabilitation servigesluding habilitative
servicesmited to:

Physical therapy.

Occupational therapy.

Manipulative Treatment.

Speech therapy.

Vision therapy.

Cognitive rehabilitation therapy following a-frastmatic brain Injury or cerebral
vascular accident.

< SIS XY

Pulmonary rehabilitation.
y' 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 ooatpatient basis at a Hospital
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or Alternate Facility. Rehabilitative services provided in a Covered Person's home by a
Home Health Agency are provided as described Hooer Health CdRehabilitative

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 are not available for maintenance/preventive treatment

For outpatient rehabilitation services for speech therapy, the Plan will pay Benefits received
from a qualified speech therapist or speech pathologist for restorative or rehabilitative
speech therapy in connection with speech loss, impairment or defeatjdoeor iliness.

Speech therapy for congenital disorders is not covered, unless preceded by surgery. The
treatment must be recommended by the attending physician and must include the length of
treatment.

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 followitngea

Yy The services are part of a prescribed plan of treatment or maintenance program that is
Medically Necessary to maintain a Covered Pernsorist condition or to prevent or
slow further decline.

It is ordered by a Physician and provided and administered by a licensed provider.

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.

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

<SS S

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 Phydirgated medical management.

Therapies provided for the purpose of generabwiall) or conditioning in thessdmce 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:

Yy The treatment is administered by a licensed dpegdage pathologist, licensed
audiologist, licensed occupational therapist, licensed physical therapist or Physician.

Yy The initial or continued treatment must be proven and not Experimental or
Investigational.
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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 recreticatjonalocational training and

Residential Treatment are not habilitative services. A setieag@ment plathat does not

help the Covered Person to meet functional goals is not a habilitative service.

The Plan may requittee following bg@rovided

Yy medical records,
Yy other necessary data to allow the Plaroieemedical 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
medicalecords.

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

Benefits are limited to:

y 26 visits per calendar year for Manipulative Treatment.

Scopic Procedureutpatient 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 Facilitya 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:

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

Benefits for other Physician services are described in this secti®¥nhysidem 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
described und&urgerOutpatienExamples 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
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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 RAdren confinement begins within 3 days following discharge
from an inpatient hospital confinemesnefits include:

Yy Supplies and neldhysician services received during the Inpatient Stay.

y" Room and board in a Sepnivate Room (a room with two or more beds).

Yy 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 ott@juwould have

otherwise required an Inpatient Stay in a Hospital.

Benefits for other Physician services are described in this secti®hysidem 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 Physitisatted medical management. A service will not be
determined to be "skilled" simply because there is not an avaitsgiler.

Benefits are available only if both of the following are true:
Yy 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.

Yy 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:

y 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.

y Itis ordered by a Physician.

y 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.

y It requires clinical training in order to be delivered safely and effectively.
You are expected to improve to a predictable level of recovery. Benefits can be denied or

shortened for Covered Persons who are not progressingdireggat 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 SectiGhobs4ary
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Benefits arémited to 60 days per calendar year.

Prior Authorization Requirement

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 nonscheduled admissions.

In additionyou must contact the Claims Administrator 24 hours before admissior} for
scheduled admissions or as soon as is reasonably possibiedbedoled admission

Substance&Rkelated and Addictive Disorders Services

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

Benefits include the following levels of care:

Inpatient treatment.
Residential Treatment.
Partial Hospitalization/Day Treatment.

<SS S

Intensive Outpatient Treatment.
y' Outpatient treatment.

Inpatient treatment and Residential Treatment includes room and board-pra&emi
Room (a room with two or more beds).

Services include the following:

y  Diagnostic evaluations, assessment and treaimoléoit procedures
Yy Medication management
Yy Individual, family, and group therapy.

y  Crisis intervention.

The Mental Health/SubstanBelated and Addictive Disorders Administrator provides
administrative services fopatient care

You are encouraged to contact the Mental Health/Sub&alated and Addictive
Disorders Administrator fassisting in locatingpeovider and coordination of care.

Prior Authorization Requirement
For:
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y A scheduled admission for Substd®elated and Addictive Disorders Services
(including services at a Residential Treatment facility), you must obtain authdrization
from the Claim#&dministrator prior to the admission.

Yy A nonschedule@admission yomust provide notification as soon as is reasonakl
possible.

<

Surgery Outpatient
The Plan pays for surgery and related services received on an outpatient basis at a Hospital
or Alternate Facilityr 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:

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

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

Prior Authorization Requirement
For cardiac catheterization, pacemaker insertion, implantable cardioverter defibijllators,
diagnostic catheterization and electrophysiology iraptisitep apnea surgaryd
orthognathic surgeries you must obtain prior authorization from the Claims
Administrator five business days before scheduled services are received-or, for pon
scheduled services, wittiro business dags as soon as is reasonably possible.

Temporomandibular Joint (TMJ) Services

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

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

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

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

Yy There is clearly demonstrated radiographic evidence of significant joint abnormality.
Yy Non-surgical treatment has failed to adequately resolve the symptoms.

y" Pain or dysfunction is moderate or severe.

Benefits for surgical services include arthrocentesis, arthroscopy, arthroplasty, arthrotomy,
open or closed reduction of dislocations.
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Benefits for surgical services also include-&ippoved TMJ prosthetic replacements when
all other treatment has failed.

Benefits are limited to $5,000 per Covered person during the entire period you are covered
under the Plan.

Benefits for an Inpatient Stay in a Hospital and Hoebpgald Physician services are
described in this section untiespital Inpatient StagdPhysician Fees for Surgical and Medical
Servicesspectively.

Therapeutic Treatment®utpatient

The Plan pays Benefits for therapeutic treatments received on an outpatient basis at a
Hospital or Alternate Facility in a Physician's offigacluding dialysis (both hemo 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:

Yy Education is required for a disease in which patientas®iyement is an important
component of treatment.

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

Benefits under this section include:

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

Yy Physician services for anesthesiologists, pathologists and radiologists. Benefits for other
Physician services are described in this sectiorPinyd&ian Fees for Surgical and Medical
Services

Prior Authorization Requirement

For the following outpatient therapesgcvicesyou must obtain prior authorization
from the Claims Administrator five business days before scheduled services areJreceived
or, for nonscheduled services, within one business day or as soon as is reasongbly
possible. Services that require prior auttionzdialysislV infusion, intensity
modulated radiation therapy and-yiiRled focused ultrasound.

Transplantation Services

Organ and tissue transplants including-CARBIl therapy for malignancies when ordered

by a Physician. Benefits are available for transplants when the transplant meets the definition
of a Covered Healthervice ang not an Experimental or Investigational or Unproven

Service.
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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 orgart'semperage 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.

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

Note: The services described underGbeplex Medical Conditiavel and Lodging Assistance
Program Section 7Clinical Programs & Resated@svered Health Services only in
connection with transplant services received by a Designated Provider.

Prior Authorization Requirement

You must obtain prior authorization from the Claims Administrator as soon as th
possibility of a transplant arises (and before the timé¢rans@antation evaluation is
performed at a transplant center).

A\1%4

In additionyou must contact the Claims Administrator 24 hours before admissior} for
scheduled admissions or as soon as is reasonably possibisdbedoled admission

Support in the event of serious illness
If you or a covered family membeeds an organ or bone marrow transplant,
UnitedHealthcare can put you in touch with quality treatment centers around thejcountry.

Urgent Care Center Services

The Plan provides Benefits for services, including professional services, received at an
Urgent Care Center, as defined in SectidaldgsaryVhen Urgent Care services are
provided in a Physician's office, the Plan pays Benefits as descrildeaysiwian's Office
ServiceSickness 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
realtime between the patient and a distant Physician or health spetsadistpf a medical
facility (for example, from home or from work).
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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:
A Urgent ordemand health care delivered through live audio with video or audio only

technology for treatment of acute but-eamergency 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 treatmenigeyson
Physician contact is needed.

Benefits do not include email, fax and standard telephone calls, or for services that occur
within medical facilitie€Sdefined originating facilities).

Wigs
The Plan pays Benefits for wigs and other scalp hair prosthesis only for loss of hair resulting
from chemotherapy or radiation.

Benefits are limited tme wig per calendar year ugsOdollars.
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SECTION-CLINICAL PROGRAMS AND RESOURCES

What this section includes:
Health and welbeing resources available to you, including:
Yy~ Consumer Solutions and S&dfrvice Tools.

Yy Disease Management Services.
Yy~ Complex Medical Conditions Programs & Services.

Y Womeno6s 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:

Yy Take care of yourself and your family members.
Yy~ Manage a chronic health condition.
Yy Navigate the complexities of the health care system.

NOTE:
Information obtained through the services identified in this section is based on cprrent
medical literature and on Physician review. It is not intended to replace the advig¢e of a
doctor. The information is intended to help you make more informed health car
decisions and take a greater responsibility for your own health. UnitedHealthcar¢ 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 seek or not to seek
professional medical care, your choosing of which provider to seek professionaljmedical
care from owour choosing or not choosing specific treatment.

Consumer Solutions and Sg#rvice Tools

Health Survey

Youand your Spousee invited to learn more about health and wellness at
www.myuhc.comand 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.

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:
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Accesdo health care information.

< <

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

Expectations of treatment.

<SS

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

Back pain.

Knee & hip replacement.
Prostate disease.
Prostate cancer.

Benign uterine conditions.

Breast cancer.

S A

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
Premiurfi program recognizes Network Physicians who meet standards for quality and cost
efficiency. UnitedHealthcare uses evideased medicine and national industry guidelines

to evaluate quality. The cost efficiency standards rely on local market benchhearks for
efficient use of resources in providing care.

For details on the UnitedHealth Prenfiygsmogram including how to locate a UnitedHealth
Premium Physician, log omt@/w.myuhc.comor call the number on your ID card.

www. myuhc.com

UnitedHealthcare's member webgitew.myuhc.com provides information at your
fingertips anywhere and anytime you have access to the lntewnetyuhc.comopens
the door to a wealth of health information andsselfice tools.

With www.myuhc.comyou can:

Yy Research a health condition and treatment options to get ready for a discussion with
your Physician.

y' Search for Network providers available in your Plan through the online provider
directory.
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y  Complete a health survey to help you identify health habits you may improve, learn
about healthy lifestyle techniques and access health improvement resources.

Yy Use the treatment cost estimator to obtain an estimate of the gasisusfprocedures
in your area.

Yy 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 registeredvarw.myuhc.com simply go to
www.myuhc.comand click on "Register Now." Have your ID card handy. The
enrollment process is quick and easy.

Visitwww.myuhc.comand:

Yy Make realime inquiries into the status and history of your claims.

Yy View eligibility and Plan Benefit information, including Annual Deductibles.
Yy View and print all of your Explanation of Benefits (EOBs) online.

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

Want to learn more about a condition or treatment?
Log on towww.myuhc.comand research health topics that are of interest to you. earn

about a specific condition, what the symptoms are, how it is diagnosed, how corpmon it
is, and what to ask your Physician.

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 tchgaut fetlere,
coronary artery disease, diabetes, aatin@hronic 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. Tinigse will be a resource to advise and help you manage
your condition.

These programs offer:
y" Educational materials that provide guidance on managing your specific chronic medical

condition. This may include information on symptoms, warning sigmsrsgifement
techniques, recommended exams and medications.

<,

Access to educational and-sshagement resources on a consumer website.

<,

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

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

- Education about the specific disease and condition.
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- Medication management and compliance.

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

- Review of psychosocial services and community resources.
- Caregiver status andhame safety.

- Use of maibrder pharmacy and Network providers.

Participation isompletely 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

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.conor call UnitedHealthcare at the number on
your ID card or you can call the CHD Resource Services Nurse Tea9B&{7/23®.

Coverage for CHD surgeries and related servi
exclusions, | imitations and conditions, incl
coverage guidelines. Participation in this program is voluntary. If yosideringrany

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 Conditiavsl and Lodging AssistanceiRtbgga@ction.

Transplant Resource Services (TRS) Program

Your Plan offers Transplant Resource Services (TRS) program to provide you with access to
one of the nationds | eading transplant progr
program means your transpl ant rdachér@at ment i s b
health care professionals with extensive expertise in transplantation.

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

Coverage for transplant and transplaptl at ed servi ces are based o1
exclusions, | imitations and conditions, incl
coverage guidelines. Participation in this program is voluntary.
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Your Plan Sponsor is providing you with Travel and Lodging assi¥deicta the
Complex Medical Conditions Travel and Lodging Assistahsedegnam

Complex Medical ConditionsTravel and Lodging Assistance Programor 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
gualifications 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-8088420843.

Travel and Lodging Expenses

The Plan covers expenses for travel and lodging footieeed Persoprovidedhe
Covered Persan not covered by Medicare, and a companion as follows:

Yy Transportation of th€overed Perscand one companion who is traveling on the same
day(s) to and/or from the site of the qualified procedure provided by a Designated
Providerfor carerelated to one of the programs listed below.

The Eligible Expenses for lodging for@wvered Persouvhile not a Hospital
inpatient) and one companion.

If the CoveredPersorisan enrolled Dependent minor child, the transportation
expenses of two companions will be covered.

Travel and lodging expenses are only availabl€dvwbed Persamsides more than
50 miles from the Designated Provider.

<SS K

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

Yy The 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 qualified
procedues.

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

Lodging

y A per diem rate, up to $50.00 per day, foCthwered Persofvhen not in the
Hospital) or the caregiver.

y  Per diem is limited to $100.00 per day, foCtwered Perscemd one caregiver. When
a child is th€overed Persetwo persons may accompany the child.
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Womenoés 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 enroliment in the prildram

handled by an OB nurse who is assigned to you.

This program offers:

Enrollment by an OB nurse.

Preconception health coaching.

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

First and second trimester risk screenings.

Identification and management efoathighrisk conditions that may impact pregnancy.
Predelivery consultation.

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

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

S

Postpartum 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'34eek. 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.

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-&EXCLUSIONS AND LIMITATIONS: WHAT THE MEDICAL PLAN
WILL NOT COVER

What this section includes:
Yy Services, supplies and treatments that are not Covered Health Services, excgpt as may
be specifically provided for in SectioAdilitional 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 6Additional Coverage Détaid® limits are stated in the corresponding Covered

Health Service category in Sectidtdn Highlightsmits 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 SectansHighlighBlease 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 services or examples, when the SPD says "this includes,"
or "including but not limited to", it is not UnitedHealthcare's intent to limit the
description to that specific list. When the Plan does intend to limit a list of servis@r
examples, the SPD specifically states that the list "is limited to."

Alternative Treatments
1. Acupressurand acupuncture

2. Aromatherapy.
Hypnotism.
Massage therapy.

Rolfing.

o g A~ W

Art therapy, music therapy, dance theepyalassistetherapy and other forms of
alternative treatment as defined byN#gonal Center for Complementary and Integrative
Health (NCCIH)f the National Institutes of HeElik exclusion does not apply to
Manipulative Treatment and Amnipulative osteopathic care for which Benefits are
provided as described in SectioAddlitional Coverage Details

7. Wilderness, adventure, camping, outdoor, or other similar programs.

Dental

1. Dental care (which includes dentah)s, supplies and appliances and all associated
expenses, including hospitalizations and anesthesia).
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This exclusion does not apply to accidglated dental services for which Benefits are
provided as described unBemtal ServicAaesthesiaSection 6Additional Coverage
DetailandDental Servicascident OmtySection 6Additional Coverage Details.

This exclusion does not apply to dental care (oral examinabgs, ¥xtractions and
nonsurgical 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 treatmentresal$ af

medication.

Endodontics, periodontal surgery and restorative treatment are excluded.

2. 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
theUnited States Preventive Services rEaghr&meet or thidealth Resources and Services
Administration (HRS#&juirement. This exclusion also does not apply to accident
related dental services for which Benefits are provided as describBdntati8ervices
Accident OrySection 6Additional Coverage Details

3. Dental implants, bone grafts, and other impédated procedures.
This exclusion does not apply to accidglated dental services for which Benefits are

provided as described unBemtal ServicAscident OmtySection 6Additional Coverage
Details

4. Dental braces (orthodontics).

5. 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.

Devices, Appliances and Prosthetics

1. Devices used specifically as safety items or to affect performanceielafsatts
activities.
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Orthotic appliances and devices that straightershape a body part, excepien
prescribed by a Physicamndescribed undeurable Medical Equipment (DME), Orthotics
and SuppliasSection éAdditional Coverage Dé&tadsexclusion does not apply to

cranial molding helmets and cranial banding.

Examples of excluded orthotic applianceslawides include but are not limited to and
some types of braces, including orthotic braces availaklee@aemter. 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 egeejntdted
speeclyeneratingevices and trachesophageal voice devices for which Benefits are
provided as described unBerable Medical Equipm&gction 6Additional Coverage
Details

7. Oral appliances for snoring.

8. Powered and ngpowered 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. See1ScOtidpatient

Prescription Dréigiscoverage details and exclusions.

1

Prescription Drug Products for outpatient use that are filled by a prescription order or
refill.

Selfadministered or setffused 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
licengd/certified health professional in an outpatient seftgyexclusion does not

apply to hemophilia treatment centers contracted to dispense hemophilia factor
medications directly to Covered Persons fem$eion.
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Non-injectable medications given in a Physician's office. This exclusion does not apply
to noninjectable medications that are required in an Emergency and consumed in the
Physician's office.

Overthe-counter drugs and treatments.
Growth hormone therapy.

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-thigatening 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, Bgnbéts ma
available for the New Phaoeutical Product to the extent provided for in Section 6,
Additional Coverage Details

. 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 bearsixie up t
times during a calendar year.

. 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
determmnations may be made up to six times during a calendar year.

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

. 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
"biosimikr" 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.

10 Certain Pharmaceutical Products for which there are therapeutically equivalent (having

essentially the same efficacy and adverse effect profile) alternatives available, unless
otherwise required by law or approved by us. Such determinations may pdanade u
six times during a calendar year.

11 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 avadhatenaceutical Product.

SECTIONB - EXCLUSIONS ANUMITATIONS



ONEOKINC MeDICAPPOMAGELLARREGSRETIREED O APLAN

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 eXdledadt that an
Experimental or Investigational or Unproven Service, 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.

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.
Treatment of subluxation of the foot.
Shoes.

Shoe orthotigseexcept when prescribed tg/sician

o g A~ W

Shoe inserf&xcept when prescribed by a Physician

7. Arch supportsexcept when prescribed by a Physician

Medical Supplies
1. Prescribed or neprescribed medical and disposable supplies. Examples include:

Compression stockingsxcept 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 describ&@ulusdaler
Medical EquiprmemiProsthetic Dewuc8gction 6Additional Coverage Déataids
exception does not apply to supplies for the administration of medical food
products.

- Diabetic supplies for which Benefits are provided as describeDiabdezs Services
in Section 6Additional Coverage Details
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- Ostomy supplies for which Benefits are provided as describeOsiodey Supplies
in Section 6Additional Coverage Details

2. Tubings and masks except when used with Durable Medical Equipment as described
underDurable Medical Equipim&etctiahAdditional Coverage Details

3. Prescribed or neprescribed publicly available devices, software applications and/or
monitors that can be used for raedical purposes.

4. 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 Disordéngism Spectrum Disorder Servieesl
SubstanceéRelated and Addictive Disorders Services

In addition to all other exclusions listed in this SectiexcRisions and Limitatibes
exclusions listed directly below apply to services describedlem@éiHealth Services,
Neurobiological Diserélatsm Spectrum Disorder 8ad/meSubstarRelated and Addictive
Disorders Services in Section 6, Additional Caverage Details

1. Services performed in connection with conditions not classified in the current edition of
thelnternational Classification of Diseases section on Mental and BaHangralddicsorders
and Statistical Manual of the American Psychiatric Association

2. Outside of an initial assessment, services as treatments for a primary diagnosis of
conditions and problems that may be a focus of chttiemfion butire specifically
noted not to be mental disorders within the current edition bfd@gaostic and Statistical
Manual of the American Psychiatric Association

3. Outside of initial assessment, services as treatments for the primary diagnoses of learning
disabilitiespyromania, kleptomangambling disorder, and paraphilic disorders.

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

5. Tuition for or services that are scHom$ed for children and adolescents required to be
provided by, or paid for by, the school undelrtiiduals with Disabilities Education Act.

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

7. Transitional Living services.

8. Intensive Behavioral Therapies such as Applied Behavior Analysis for Autism Spectrum
Disorders.

9. Non-Medical 24our Withdrawal Management.
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10. High intensity residential care includinggrican Society of Addiction Medicine (ASAM)
criteria for Covered Persons with substegla¢éed and addictive disorders who are
unable to participate in their care due to significant cognitive impairment.

Nutrition

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

2. Individual and group nutritional counseling, includingspeaific 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 prodétdtie
United States Preventive Services regshr&oreet. This exclusion does not apply to
medicabr behavioral/mental health relagetlication services that are provided as part
of treatment for a disease by appropriately licensed or rédistdtie care
professionals when both of the following are true:

Nutritional education is required for a disease in which patienasatiement is an
important component of treatment.

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

3. 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.

4. Foods that are not covered include:

Enteral feedings and other nutritional and electrolyte formulas, including when
administered using a pump, infant formula and donor breasivenilkf they are
specifically created to treat inborn errors of metabolism such as phenylketonuria
(PKU), unless they are the only source of nutrititant 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.

5. 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. Television.

2. Telephone.
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Beauty/barber service.
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 thEealth Resources and Services Administratiequ(irsRsax.)

- Car seats.

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

- Exercise equipment and treadmills.

- Hot and cold compresses.

- Hot tubs.

- Humidifiers.

- Jacuzzis.

- Medical alert systems.

- Motorized beds, neHospital beds, comfort beds and mattresses.

- Music devices.

- Personal computers.

- Pillows.

- Poweroperated vehicles.

- Radios.

- Safety equipment.

- Saunas.

- Stair lifts and stair glides.

- Strollers.

- Treadmills.

- Vehicle modifications such as van lifts.

- Video players.

- Whirlpools.

Physical Appearance

1

Cosmetic Procedures. See the definition in SectiGtoddarizxamples include:

- Liposuction or removal of fat deposits considered undesirable, including fat
accumulation under the male breast and nigipieexclusion does not apply to
liposuction for which Benefits are provided as describedRewerstructive Procedures
in Section 6Additional 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.
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6.

- Skin abrasion procedures performed as a treatment for acne.
- 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 Proceddote: Replacement of an existing breast implant is
considered reconstructive if the initial breast implant followed mastectomy. See
Reconstructive Proced@eetson 6Additional Coverage Details

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

Weight loss programs whethenot 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 theskegpioies
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

2.

Biofeedback.

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 routingéetongr
maintenance/prevengvreatment.

Habilitative services therapies for the purpose of generathedtig or condition in
the absence of a disablamgpdition.

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

Rehabilitation services for speech therapy, except when required for treatment as
identified undeRehabilitation Serni@epatient Therapy and Manipulative ifreatment
Section 6Additional Coverage Details

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

Standalone multdisciplinary tobacco cessation programs. 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 professionalsgiEmespro

60

SECTIONB - EXCLUSIONS ANUMITATIONS



ONEOKINC MeDICAPPOMAGELLARREGSRETIREED O APLAN

usually include intensive psychological support, behavior modification techniques and
medications to control cravings.

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

10 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.

11 The following treatments for obesity:

- Non-surgical treatment of obesity, even if for morbid obesity.
- Surgical treatment of obesity even if there is a diagnosis of morbid obesity

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

13 The following services for the diagnosis and treatment of temporomandibular joint
syndrome (TMJ): surface electromyography, Doppler analysis, vibration analysis,

computerized mandibular scan or jaw tracking, craniosacral therapy, orthodontics,
occlusal @ustment, and dental restorations.

14. 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 WWmmen's Health and Cancer Rights Aébioivb898Benefits

are described undeeconstructive Prote@eesor6, Additional Coverage Detalls

15 Congenital Heart Disease surgery that is not received from a Designated Provider.
16. Helicobacter pylori (H. pylori) serologic testing.
17. Intracellular micronutrient testing.

18 Sex transformation operations and related services.

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 Smiaotgoner.

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 #daspiaFacility without
an order written by a Physician or other provider. Services whichdarecsedf to a
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Freestanding Facility or diagnostic Hospésaéd Facility. Services ordered by a
Physician or other provider who is an employee or representative of a Freestanding
Facility or diagnostic Hospitssed 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

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 acquaitdnmecedst
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 Bariie 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 uneérgo an egg retrieval once they have been selected in the database.

- Known donor sperm (altruistic donation i.e., friend, relative or acquaiEmee)
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 &die 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.

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

6. The reversal of voluntary sterilization.
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7.

8.
9.

Maternity related medical services for enrolled Dependent children or 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
Servies 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 fgenetic disorder sex
selection or eugenic (selective breeding) purposes.

10. Pregnancy termination for Dependent Children regardless if life threatening.

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, or 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 serviedated 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 Semi&extion GAdditional Coverage Dethlss UnitedHealthcare
determines the transplant to be appropriate according to UnitedHealthcare's transplant
guidelines.

Health services for transplants involving animal organs.

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 BenefitseuRtdar.xh
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Travel

1

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

Travel or transportation expenses, even if ordered by a Phsssieiphas identified
underComplex Medical Conditiansl and Lodging AssistanceiRi®gction 7Clinical
Programs and Resdudemnal travel expenses related to Covered Health Services
received from a Designated Provatesther Network Providenay be reimbursed at

the Plan's discretion. This exclusion does not apply to ambulance transportation for
which Benefits are provided as described émdeulance Serincgsction 6Additional
Coverage Details

Types of Care

1

Custodial Care or maintenance care as defined in SecBtwsddyr maintenance
care.

Domiciliary Care, as defined in SectioGliggsary.

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

Private Duty Nursing received on an inpatient basis.

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 describeldaspiee CameSection 6,
Additional Coverage Details

Rest cures.
Services of personal care attendants.

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

Vision and Hearing

1

Routine vision examinations, including refractive examinations to determine the need for
vision correction.

Implantable lenses used only to correct a refractive error (suabssneal
implants).

Purchase cost and associated fitting charges for eyeglasses or confiduslenses.
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.
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4.

6.

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, replacement for a bone anchoreddearing a
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

2.

Autopsies and other coroner services and transportation services for a corpse.

Charges for:

Missed appointments.

Room or facility reservations.
Completion of claim forms.
Record processing.

Charges prohibited by federal-&itkback or selfeferral statutes.
Diagnostic tests that are:

- Delivered in other than a Physician's office or health care facility.
- Seltadministered home diagnostic tests, including but not limited to HIV and
Pregnancy tests.

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 actfavar or terrorism in a nemar zone.

- 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.

65

SECTIONB - EXCLUSIONS ANUMITATIONS



ONEOKINC MeDICAPPOMAGELLARREGSRETIREED O APLAN

10,

11

In the event a neNetwork provider waives, does not pursue, or fails to collect,
Copayments, Coinsurance and/or any deductible or other amount owed for a particular
health care service, no Benefits are provided for the health care service when the
CopaymenigCoinsurance and/or deductible are waived, not pursued, or not collected.

Foreign language and sign language interpretation services offered by or required to be
provided by a Network or ndwetwork 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 GdgssarZovered Health Services are those health

services including services, supplies or Pharmaceutical Products, which the Claims
Administratodetermines to be all of the following:

- Medically Necessary.

- Described as a Covered Health Service in this SPD under SActohiodal
Coverage Detil$ in Section Plan Highlights.

- Not otherwise excluded in this SPD under this Secttoi8sions and Limitations

Health services related to a1@overed Health Service: When a service is not a
Covered Health Service, all services related to th@bmered 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.

- Related to judicial or administrative proceedings or orders.

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

What this section includes:
y" How Network and no#Network claims work.

Yy 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 thar provide
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.

NonNetwork Benefits

If you receive a bill for Covered Health Services from-Betarork provideryou (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

Prescription Drug Benefit Claims

If you wish to receive reimbursement for a prescription, you may subrs#eaposiclaim
as described in this section if:

Yy 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.

Yy You pay &ither &Copayand/or Coinsurancand you believe that the amount of the
Copayand/or Coinsuranceas 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 subrsi€evioeerequest for Benefits
as described in this section.

If Your Provider Does Not File Your Claim

You can obtain a claim form by visitmgw.myuhc.com calling the tefiree number on

your ID card or contacting Human Resourég®u do not have a claim form, simply

attach a brief letter of explanation tolitieandverify 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:

Yy Your name and address.

Yy The patient's name, age and relationship to the Employee.
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The number as shown on your ID card.
The name, address and tax identification number of the provider of the service(s).
A diagnosis from the Physician.

The date of service.

<SS K

An itemized bill from the provider that includes:

- TheCurrent Procedural Terminologyo(leBT)

- 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
coverageyou must include the name and address of the other carrier(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 2904
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 thé&letmork provider the charges you
incurred, including any difference between what you were billed athe Wheat 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 SpGieions
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.

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 Pe¥seficarly.

References herein to othird partiesd include
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.
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Any such payment to a provider:

y  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

Yy is NOT a waiver of the prohibition on assignment of Benefits under the Plan; and

Yy 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.

I f this direct payment for your convenience
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 Administraéat waltrrather

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 aresult of thenasse nt of ot her pl ans?®
recovery rights to the Plan), pursuaidtund of Overpaym@&sdstion 10: Coordination of

Benefits

Eligible Expenses due to a Adatwork provider for Covered Health Services that are
subject to thé&lo Surprises Atthe Consolidated Appropriations Act (R260)até 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 infamestssto-

understand terms.

If you would rather track claims for yourself and your covered Dependents online, you may
do so atvww.myuhc.com You may also elect to discontinue receipt of paper Health
Statements by making the appropriate selection on this site.

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 parB thidl EO

include the reason for the denial or partial payment. If you would like paper copies of the
EOBs, you may call the tbite number on your ID card to request them. You can also

view and print all of your EOBs onlinevatw.myuhc.com See Sectidi¥,Glossarfor

the definition of Explanation of Benefits.
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Important - Timely Filing of Non -Network Claims

All claim forms for noiNetwork serices must be submitted withinrénths after the
date of service. Otherwise, the Plan will not pay any Benefits for that Eligible Expense, or
Benefits will be reduced, asedetined byhe Plan Administratofhis 15month
requirement does not apply if you are legally incapacitated. If your claim relates fo 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 leghtaofial

appeal as described below.

How to Appeal a Denied Claim

If you wish to appeal a denied-peevice request for Benefits, pestvice 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 lemeiitadion.
You do not need to submit urgent care appeals in writing. This communication should
include:

Yy The patient's name and ID number as shown dibtbard.

The provider's name.

The date of medical service.

The reason you disagree with the denial.

<SS

Any documentation or other written information to support your request.
You or your authorized representative may send a written request for an appeal to:

UnitedHealthcareAppeals
P.O. Box 30432
Salt Lake City, Utah 8413432

For urgent care requests for Benefits that have been denied, you or your provider can call
UnitedHealthcare at the tbke number on your ID card to request an appeal.

Types of claims
The timing of the claims appeal process is based on the type of claim you are agpealing.
If you wish to appeal a claim, it helps to understand whether it is an:
Yy Urgent care request for Benefits.

Yy Preservice request for Benefits.

y' Postservice claim.

y* Concurrent claim.
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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 quumdgibke. 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, genirsituation 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:

Yy An appropriate individual(s) who did not make the initial benefit determination.

Yy 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

YourPlan 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 ONEOK, Inc. 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. ONEOK, Inc. will review all claims
in accordance with the rules established Y. $héepartment of Lakioy 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 determinationiiedegith: (i) any new

or additional evidence considered, relied upon or generated by the Plan in connection with
the claimand(ii) a reasonable opportunity for any Covered Person to respond to such new
evidence or rationale.

External Review Program

If, after exhausting your internal appeals, you are not satisfied with the determination made
by ONEOK, Inc., or ifONEOK, Inc. fails to respond to your appeal in accordance with
applicable regulations regarding timing, you may be entitled to request an external review
of ONEOK, Inc.'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:
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y Clinical reasons.
Yy The exclusions for Experimental or Investigational Service(s) or Unproven Service(s).
Y Rescission of coverage (coverage that was cancelled or discontinued retroactively).

Yy 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 detailby t&llovg, 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
receiveddNEOK, Inc.'s decision.

An external review request should include all of the following:

A specific request for an external review.
The Covered Person's name, address, and insurance ID number.

Your designated representative's name and address, when applicable.

<SS S

The service that was denied.

y" 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:

Yy A standard external review.

Yy An expedited external review.

Standard External Review
A standard external review is comprised of all of the following:

y A preliminary review by UnitedHealthcare of the request.
y A referral of the request by UnitedHealthcare to the IRO.
y" 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:

Yy 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.

Yy Has exhausted the applicable internal appeals process.
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Yy Has provided all the information and forms required so that UnitedHealthcare may
process theequest.

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 willepsggts by either
rotating claims assignments among the IROs or by using a random selection process.

ThelROwi | | notify you in writing of the reques
review and if necessary, for any additional information needed to conduct the external

review. You will generally have to submit the additional information in wrhetR©O t

within ten business days following the date you receii®the r equest for t he
information. ThéROis 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 makif@NEOK, Inc.'s determination. The documents include:

y All relevant medical records.
Yy All other documents relied upon®MEOK, Inc.

y" 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 reache®R{£OK, Inc. 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 ofial 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 rev@BIBRQK, Inc. 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 Decegoees witd N E OK , déterngsin@tson

the Plarwill 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 s@ta@cesjou 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
either of the following:

73 SecCTION - CLAIMPROCEDURES



ONEOKINC MeDICAPPOMAGELLARREGSRETIREED O APLAN

Yy 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
individualor would jeopardize the individual's ability to regain maximum function and
you have filed a request for an expedited internal appeal.

y 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 abilityrto rega
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:

Yy 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.

Yy 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 UhitadHeal
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 elotrobyca
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 considereddaaexternal

review.

In reaching a decision, the IRO will review the claim as new and not be bound by any
decisions or conclusions reache@R¥EOK, Inc. 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 after the
IRO receives the request. Iétimitial notice is not in writing, within 48 hours after the date

of providing the initial notice, the assigned IRO wveNlige written confirmation of the

decision to you and to UnitedHealthcare.

You may contact UnitedHealthcare at thdre#l 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:
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Yy Urgent care request for Benefisrequest for Benefits provided in connection with
urgent care services.

Yy PreService request for Benefitsrequest for Benefits which the Plan must approve or
in which you must notify UnitedHealthcare beforeungant care is provided.

Yy PostService a claim for reimbursement of the cost of-nggent 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 througidapendent Review Orgafiiz@jion

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.

Urgent Care Request for Benefits

Type of Request for Benefits or Appeal Timing

If your request for Benefitsilcomplete, UnitedHealthcare

must notify you within: 24 hours

48 hoursafter

You must then provide completed request for Benefits t¢  receiving notice of
UnitedHealthcare within: additional informatior
required

UnitedHealthcare must notify you of the benefit

determination within: 72 hours

180 daysfter
receiving the advers
benefit determinatior]

If UnitedHealthcare denies your request for Benefits, yol
must appeal an adverse benefit determination no later th

UnitedHealthcare must notify you of the appeal decision 72 hoursafter
within: receiving the appea

“You do not need to submit urgent care appeals in writing. You shalhitedHealthcare as
soon as possible to appeal an urgent care request for Benefits.
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Pre-Service Request for Benefits

Type of Request for Benefits or Appeal Timing
If your request for Benefits is filed improperly, 5 davs
UnitedHealthcare must notify ywithin: y
If your request for Benefits is incomplete, UnitedHealthc

: e 15 days
must notify you within:
You must then provide completed request for Benefits 45 davs
information to UnitedHealthcare within: y
UnitedHealthcare must notify you of tiemefit determination:
y if the initial request for Benefits is complete, within: 15 days
Yy after receiving the completed request for Benefits (if

initial request for Benefits is incomplete), within: 15 days

180 daysfter
receiving the advers
benefit determinatior

You must appeal an adverse bedeférmination no later
than:

UnitedHealthcare must notify you of the first level appea 15 daysafter receiving
decision within: the first level appeal

60 daysafter receiving
the first level appeal
decision

You must appeal the first level appeal (file a second leve
appeal) within:

ONEOK, Inc. must notify you of the second level appeal| 15 daysafter receiving
decision within: the second level appe

*UnitedHealthcare may requiren@time extension for the initial claim determination, of n
more than 15 days, only if more time is needed due to circumstances beyond control ¢

PostService Claims
Type of Claim or Appeal Timing

If_yo_ur. claim is incompletgnitedHealthcare must notify y( 30 days
within:
You must then provide completed claim information to 45 davs
UnitedHealthcare within: y
UnitedHealthcare must notify you of the benefit determination:
y if the initial claim is complete, within: 30 days
y after receiving the completed claim (if the initial claim

incomplete), within: 30 days
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Pre-Service Request for Benefits

Type of Request for Benefits or Appeal Timing

180 daysfter
receiving the advers
benefit determinatior]

You must appeal an adverse benefit determination no la
than:

UnitedHealthcare must notify you of the first level appea 30 daysafter receiving
decision within: the first level appeal

60 daysafter receiving
the first level appeal
decision

You must appeal the first level appeal (file a second leve
appealjvithin:

ONEOK, Inc. must notify you of the second level appeal| 30 daysafter receiving
decision within: the second level appe

Concurrent Care Claims

If an ongoing 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 2grbeigesd 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. {jaimgrouse of treatment

was previously approved for a specific period of time or number of treatments, and you
request to extend treatment in a-oogent circumstance, your request will be considered a
new request and decided according tegavgice or preenice 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

Claims Administrator to recover reimbursement until 90 days after you hzsteck¥a
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 Plan, or any person acting with respect to the Plan,
including but not limited to ONEOK, Inc., the Plan Administrator o€tagns

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.
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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 E@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?

ThisCoordination of Benefits po&YBjon applies to you if you are covered by more than
one health benefits plan, including any one of the following:

Yy Another employer sponsored health benefits plan.
Yy A medical component of a group lgegn care plan, such as skilled nursing care.

Yy No-fault or traditional "fault" type medical payment benefits or personal injury
protection benefits under an auto insurance policy.

Yy Medical payment benefits under any premises liability or other types of liability coverage.

Yy 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. Ang remaini

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 dlowesbke Expense.

The term, O0OAll owable Expense, 6 is further ex

What Are the Rules for Determining the Order of Benefit Payments?

Order of Benefit Determination Rules

The order of benefit determination rules determine whbkih&lan 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. ikétan 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 AllowakelesEx

The order of benefit determination rules below govern the order in which each Plan will pay
a claim for benefits.
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Yy 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.

Yy Secondary PlanThe 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. This Plan wilalways be secondary to medical payment coverage or personal injury
protection coverage under any auto liability éaulbinsurance policy.

B. 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.

C. 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, subscriber or retiree is the Primary Plan and the Plan that covers the
person as a dependent is the Secondary Plan. Hifwkggrerson 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. @detimployee); 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 Plddnless
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 earlier 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 responsibilitgs no health care coverage for the
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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 knowledgehsf 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 theabioenefits.

(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.

c) The Plan covering the n@ustodial Parent.

d) The Plan covering the n@ustodial 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.

c) 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.

d (i) For a dependent child who has cove:

and also has his or her own coverage a:
rule in paragraph (5) applies.

(ii) I n the event the dependent chil do:
on the same date as the dependent chil
parentsd plans, the order of benefits
birthday rule in subparagraph)( t o t he dependent chil do:

dependent &6s spouse.

Active Employee or Retired or Laigoff 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 & l&itkeid o

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 labele@.1. ca determine the order of benefits.
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4. COBRA or State Continuation Coveragéf 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 timegseasdependent
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 aaralresult, the Plans do not agree on
the order of benefits, this rule is ignored. This rule does not apply if the rule
labeledC.1. can determine the order of benefits.

5.  Longer or Shorter Length of Coveragél'he 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.

Yy The Plan determines the amount it would have paid based on the Allowable Expense.

y If this Plan would have paid the same amount or less than the Primary Plan paid, this
Plan pays no Benefits.

y If this Plan would have paid more than the Primary Plan paid, the Plan will pay the
difference.

You will be responsible for any applic&apayment, 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 isan Allowable Expen&é-or 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

Al l owabl e Expense is the Primary Plands net w
provider for the Primary Plan and a-iN@twork provider for this Plan, the Allowable
Expense is the Primary Pl anod-bdetwokprovideark r at e.

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 anoorder
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Network provider for both the Primary Plan and this Plan, the Allowable Expense is the
greater of the two Plansd reasonabl e and cus
Medi care, please also refer Deteninngthedi scussi o
Allowable Expense When this Plan is Secondary to Mé&dicare

What is Different When You Qualify for Medicare?

Determining Which Plan is Primary When You Qualify 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, Mbdibkre
individuals for whom the Plan pays Benefits first and Medicare pays benefits second

Yy Individuals with endtage renal disease, for a limited period of time.
y  Disabled individuals under age 65 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 i
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 apargs@dftén

80%

If the provider does not accept assignment of your Medicare benefits, the Medicare limiting
charge (thenost a provider can charge you if they don't accept Médigaically 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,
or if you have enrolled in Medicare but choose to obtain services frorroan @vider

or one that does not participate in the Medicare program or ampnhoddoes 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 Administratereviile provider's

billed charges for covered services as the Allowable Expense for both the Plan and
Medicare.

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
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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 profvikisridlan.

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
peisons 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. Ifgtqurolade 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 Benefits

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 Spamded benefit plans, inding this Plan.

The Plan Sponsor also reserves the right to recover any overpayment by legal action or
offset payments on future Eligible Expenses.

If the Plan overpays a health care provider, the Claims Administrator reserves the right to
recover the excess amount from the provider pursudafuond of Overpaymentselow.
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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:

y The Pl ands obligation to pay Benefits was
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.

y All or some of the payment the Plan made exceeded the Benefits under the Plan.

y" 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 thesrdfisftom 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 PedsoitiseuRlan. The
reallocated payment amount will either:

Yy equal the amount of the required refand,

y if less than the full amount of the requimefdnd, 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 *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, yaamdegtaie 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 allnegtiatigiou 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 tq take
legal action in your name against the driver who caused the accidentdaveltha
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 fulliprésteifdlan 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
waived in writing.

Reimbursement- Example
Suppose you are injured in a boating accident that is not your fault, and you recg¢ive

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. Yolerthest us
settlement funds to return to the plan 100% of any Benefits you received to treafyour
injuries.

The following persons and entities are considered third parties:

Yy 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.

Any insurer or other indemnifier of any person or entity alleged to have caused or who
caused the Sickness, Injury or damages.

y
Yy The Plan Sponsor in a workers' compensation case or other matter alleging liability.
y

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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y

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:

y

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 &fbm 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 thelan. 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
amouns 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 asseryaudyical

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 carrier.

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, econoreiconomic,

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,
includng attorneys' fees, shall be deducted from the Plan's recovery without the Plan's
express written consent. Necadled "Fund Doctrine" or "Common Fund Doctrine" or
"Attorney's Fund Doctrine" shall defeat this right.
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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, noeconomic, and punitive damages. No "collateral source" rule, day "Ma
Whole Doctrine" or "Mak&/hole Doctrine," claim of unjust enrichment, nor any other
equitable limitation shall limit the Plan's subrogation and reimbursement rights.

Benefits paid by the Plan may also be considered to be Benefits advanced.

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 goewunt in

name or in your representative's trust account.

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) yourand
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.

The Plan's rights to recovery will not be reduced due to your own negligence.

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 nefault Benefits, PIP Benefits and/or medical payment Berafits

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 thbtPlan's rig

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.

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 representativetiorather

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 suitnangewr 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 go\sesmed by

year statute of limitations.

You may not accept any settlement that does not fully reimburse the Plan, without its
written approval.

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 ciilesmens
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 100ftenégt

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 Sidkjegstbe
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 Beneditset

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 atttresysid 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 baaedeo 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 discretiondayytauthor

(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:

y

y
y
y

Made in error.
Due to a mistake in fact.
Advanced during the time period of meeting the calendar year Deductible.

Advanced during the time period of meeting theoBBbcket 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:

Yy Require that the overpayment be returned when requested.

Y Reduce &uture 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
period of meeting the Deductible and/or meeting theo®Bbcket Maximum for the

calendar year, the Plan will send you or your Dependent a monthly statemengittentifyi
amount you owe with payment instructions. The Plan has the right to recover Benefits it has
advanced by:

Yy Submitting a reminder letter to you or a covered Dependent that details any outstanding
balance owed to the Plan.

Yy Conducting courtesy calls to you or a covered Dependent to discuss any outstanding
balance owed to the Plan.
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SECTION 2VHEN COVERAGE ENDS

What this section includes:
y  Circumstances that cause coverage to end.

Yy~ 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 enitie Health Plawill 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 conditioncurred before your coverage ended.

Please refer to the ONEOK, Inc. Health Plan for Former Employees plan document and
SPD for eligibility end details and continuation options.
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SECTION 3DTHER IMPORTANT INFORMATION

What this section includes:
Yy Your relationship with UnitedHealthcare and ONEOK, Inc.

Relationships with providers.
Interpretation of Benefits.
Information and records.
Incentives to providers and you.
The future of the Plan.

S SS S S

Yy~ How to access the official Plan documents.

Your Relationship with UnitedHealthcare and ONEOK, Inc.

In order to make choices about your health care coverage and treatment, ONEOK, Inc.
believes that it is important for you to understand how UnitedHealthcare interacts with the
Plan Sponsor's benefit Plan and how it may affect you. UnitedHealthcarenivaiisrad

the Plan Sponsor's benefit plan in which you are enrolled. UnitedHealthcare does not
provide medical services or make treatment decisions. This means:

Yy 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.

y' 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.

Relationship with Providers

The Claims Administrator has agreements in place that govern the relationships between it
and ONEOK, Inc. and Network providers, some of which are affiliated providers. Network
providers enter into agreements with the Claims Administrator to providel Ceadte

Services to Covered Persons.

ONEOK, Inc. 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 BenefitskNet

providers are independent practitioners who run their own offices and facilities.

UnitedHealthcare's credentialing process confirms public information about the providers'

licenses and otheredentials butoes not assure the quality of the serprosgded. They

are not ONEOK, l nc. ds empl oyees nor are they
Inc. 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.
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ONEOK, Inc. is solely responsible for:

y Enrollment and classification changes (including classification changes resulting in your
enrollment or the termination of your coverage).

Yy The timely payment of the service fee to UnitedHealthcare.

Yy The funding of Benefits on a timely basis.

Yy 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 thEmployee Retirement Income SEHRtBAY 29 U.S.C. 81001 et sibg

Claims Administrator is not the plan administrator or named fiduciary of the benefit plan, as
those terms are used&RISA. If you have questions about your welfare benefit plan, you
should contact the Plan Sponsor. If you have any questions about this statement or about
your rights unddRISA, contact the nearest area office ottimployee 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.

Yy You are responsible for choosing your own provider.

Yy You are responsible for paying, directly to your provider, any amount identified as a
member responsibility, including Copayments, Coinsurance, any deductible and any
amount that exceeds Eligible Expenses.

You are responsible for paying, directly to your provider, the cost of - &gveced
Health Service.

y

Yy 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.

Yy Must decide with your provider what care you should receive.

Yy 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 Administrat@ndor UnitedHealthcare have the sole and exclusive discretion to
do all of the following

Yy Interpret Benefits under the Plan.

Yy Interpret the other terms, conditions, limitations and exclusions of the Plan, including
this SPDthe Schedule of Benefirsd anyAddendumsSMMs antbr Amendments.
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Yy Make factual determinations related to the Plan and its Benefits.

ONEOK, Inc. and UnitedHealthcameay delegate this discretionary authority to other

persons or entities including Claims Admini s
regard to the administration of the Plan. The identity of the service providers and the nature

of their servicesay be changed from time to time in Plan Sponsor'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 TheAellmmistrator doeso 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:

Yy As indicated in the most recent edition of the Current Procedural Terminology (CPT), a
publication of the American Medical Association, and/&@¢heers for Medicare and
Medicaid Services (CMS)

As reported by generally recognized professionals or publications.

<

y" As used for Medicare.

Yy 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 Physiciansrgrdwtiers 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 policids bitied charge.

However, nofNetwork 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 reimburseléior in part) for the

service billed. You may obtain copies of UnitedHealthcare's reimbursement policies for
yourself or to share with your Rdetwork Physician or provider by going to
www.myuhc.comor 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
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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 youdeatdified 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, tmgloding provider billing and

provider payment recordehe 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 Emigleyeoliment 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 Plaaddoetpby 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 reseat@mnalytic 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.

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 sathésright
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:

y" Bonuses for performance based on factors that may include quality, member satisfaction,
and/or costeffectiveness.

y 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 poviders receive this monthly payment regardless of whether the cost of

95 SECTIONL.3- OTHERMPORTANINFORMATION



ONEOKINC MeDICAPPOMAGELLARREGSRETIREED O APLAN

providing or arranging to provide the Covered Person's health care is less than or more
than the payment.

Yy Bundled paymentertain Network providers receive a bundled payment for a group
of Covered Health Services for a particular procedure or medical cdrétion.
applicabl€opayment and/or 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 hibatare is less than or more than the payment. If you receive
follow-up servicestated to a procedure where a bundled payment is made, an
additional Copayment and/or Coinsurance may not be required if suchgollow
services are included in the bundled payment. You may receive some Covered Health
Services that are not consideredgddtte inclusive bundled payment and those
Covered Health Services would be subject to the applicable Copayment and/or
Coinsurance as described in Buiredule 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 aciaffinan
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 pradtbisany

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. recommendsutdestoyss
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
guestions. Additional information may be found in Secti@mi¢al Programs and Resources

Rebates and Other Payments

ONEOK, Inc. and UnitedHealthcare may receive rebates for certain drugs that are
administered to you in a Physician's office, ddasital 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 Deducbtbl@aken 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.
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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

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 amendzdd®@rsons

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 remaiassgRlavill 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 inspedhgrreyular

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 Planskédtoim for a

nominal charge.

Medicare Eligibility

Generally, participants who are or become eligible for Medicare are excluded from this
Health Plan. If you or any family member becomes entitled to Medicare you must contact
Human Resources immediately. ONEOK, Inc. will provide information for and requir
enrollment in our RRA Plan.

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.

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 alid Part B
you don't enroll and maintain that coverage, and if the Plan is the secondary payer as
described in Section Thordination of Bertbét®lan will pay Benefits under the Plan as if

you were covered under biMledicare Part A and PartA&s a result, you will be
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responsible for the costs that Medicare would have paid and you will incur a-t#rger out
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 seek services from that plan's participating providershéNen 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 yourdda follow these rules, and you will

incur a larger owdf-pocket cost.
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SECTION HM5LOSSARY

What this section includes:
Yy~ 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 tioe 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 8 medical transport by rotary wing Air Ambulance or fixed wing Air
Ambulance helicopter or airplane as definéd @FR 414.605

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:

Yy Surgical services.

Yy Emergency Health Services.

Yy Rehabilitative, laboratory, diagnostic or therapeutic services.

An Alternate Facility may also provide Mental Health Services or Stteitzbecdeand
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 vexegutedby 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 Servicesd items and services provided by-Network Physicians at a Network
facility that are any of the following:

Yy Related to emergenmedicine, anesthesiology, pathology, radiology, and neonatology;
Yy Providedby assistant surgeons, hospitalists, and intensivists;

y~ Diagnostic services, including radiology and laboratory services, unless such items and
services amxcludedrom the definition of Ancillary Services as determined by the
Secretary;

<

Providedoy such other specialty practitioners as determined by the Secretary; and

<

Provided by a meNetwork 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 SectiBlas Highlights

Autism Spectrum Disorder- a condition marked by enduring problems communicating
and interacting with others, along with restricted and repetitive behavior, interests or
activities.

Benefits- Plan payments for Covered Health Services, subject to the terms and conditions
of the Plan and any Addendums and/or Amendments.

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 - see Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA).

Coinsuranced 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 Sectiontw 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:
Yy Be passed from a parent to a child (inherited).

Yy Develop in the fetus of a woman who has an infection or is exposed to radiation or
other toxic substances during her Pregnancy.

Yy~ Have no known cause.
Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRAMR federal law

that requires employers to offer continued health insurance coverage to certain employees
and their dependents whose group health insurance has been terminated.
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Cosmetic Procedures procedures or services that change or improve appearance without
significantly improving physiological function, as determined by the Claims Administrator.

CostEffective - the least expensive equipment that performs the necessary function. This
term applies to Durable Medical Equipment and prosthetic devices.

Covered Health Servicesthose health services, including services, supplies or
Pharmaceutical Products, which the Claims Administrator determines to be:

Yy Medically Necessary.

Yy Described as a Covered Health Service in this SPD under SetanriHighligtasd 6,
Additional Coverage DatdilSection 18utpatient Prescription. Drugs

Yy Provided to a Covered Person who meets the Plan's eligibility requirements, as described
under ONEOK Inc. Health Plan for Former Employees Plan Document and Summary
Plan Description.

Yy~ Not otherwise excluded in this SPD under Sectioxc8)sions and Limitatio8&ction
15,0utpatient Prescription. Drugs

Covered Person either 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:

Yy Non-healthrelated services, such as assistance in activities of daily living (examples
includng but not limited téeeding, dressing, bathingtomy care, incontinence care,
checking of routine vital sigtransferring and ambulating).

Yy Healthrelated 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 t
an extent that might allow for a more independent existence.

y' Services that do not require continued administration by trained medical personnel in
order to be delivered safely and effectively.

Deductible - see Annual Deductible.

Dependent- an individual who meets the eligibility requirements specified in the Plan, as
described in the ONEOK, Inc. Health Plan for Former Employees 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 ooaditions. Not all Network pharmacies, providers, or facilities are Designated
Dispensing Entities.
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Designated Provider- a provider and/or facility that:

Yy 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

Yy 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 atvww.myuhc.comor 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 mearthat he or she is a Designated Physician.

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 Services through live audio with
video technologgr 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.

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:

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.

They must not be currently married to, or a Domestic Partner of, another person under
either statutory or common law.

They must be at least 18 years old.
They must share the same permanent residence and the common necessities of life.

They must be mentally competent to enter into a contract.

SIS

They must b financially interdependamtd 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 Resourcg®n your request.
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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:

Is used to serve a medical purpose with respect to treatment of a Sickness, Injury or their
symptoms.

Is not disposable.

Is generally not useful to a person in the absence of a Sickness, Injury or their symptoms.

Can withstand repeated use.

<SS S

Is not implantable within the body.
Yy Is appropriate for use, and is primarily used, within the home.

Eligible Expensesd 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 Bpw the Plan Works

Eligible Expenses are determined in accordan
reimbursement policy guidelines or as required by law. The Claims Administrator develops
the rei mbursement policy guidelines, in the

evaluation and validation of all provider billings in accordance with one or more of the
following methodologies:

Yy As indicated in the most recent edition ofGbeent Procedural Terminologg (CPT)
publication of thé&merican Medical Assocattbor theCenters for Medicare and Medicaid
Services (CMS)

As reported by generally recognized professionals or publications.

<

Yy As used foMedicare.
Yy 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 medictd atte

result in any of the following:

Yy 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.

Yy Serious impairment to bodily functions.

Yy~ Serious dysfunction of any bodily organ or part.

Emergency Health Service$ with respect to an Emergency:
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Yy An appropriate medical screening examination (as required undet&ectwdrihe
Social Security Act, 42 U.S.C. I3%sddould be required under such section if such
section applied to an Independent Freestanding Emergency Dep#ransntvithin
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.

Yy 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 und863eattion
the Social Security Act (42 U.S.C. 1395ddées)(8puld 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 whictirerch fu
exam or treatment is provided). For the pu
meaning as given such term in sedi&@Y(e)(3) of the Social Security Act (42 U.S.C.
1395dd(e)(3)).

Yy Emergency Health Services include items and services otherwise covered under the Plan
when provided by a néwetwork provider or facility (regardless of the department of
the Hospital in which the items are services are provided) after the patidiztad stabi
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 cGEnmergency medical
transportation to an available Network provider or facility located within a
reasonable distance takimg 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 8 an Employee of the Employer who meets the eligibility requirements specified
in theONEOK, Inc. Health PlarRlanDocument and Summary Plan Description
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 norEmployee by the Company was, in reality, a common law
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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}he 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 - seeEmployee Retirement Income Security Act of 1974 (ERISA)

Experimental or Investigational Service(sp medical, surgical, diagnostic, psychiatric,

mental health, substanetated and addictive disorders or other health care services,
technologies, supplies, treatments, procedures, drug therapies, medications, or devices that,
at the time the Claims Admstrator andDNEOK, Inc. make a determination regarding
coverage in a particular case, are determined to be any of the following:

Yy Not approved by the.S. Food and Drug Administration {@&béJawfully marketed
for the proposed use and not as appropriate for the proposed use in any of the
following:

- AHFS Drug Information (AHFS uigler therapeutic uses section;

- Elsevier Gold Standard's Clinical Phanm#eotbgyndications section;

- DRUGDEX System by Micronuedex the therapeutic uses section and has a
strength recommendation rating of class I, class lla, or class Ilb

- National Comprehensive Cancer NetworkidS@NJl biologics compendium
category of evidence 1, 2A, or 2B.

Yy Subject to review and approval by any institutional review board for the proposed use
(Devices which afeDA approved under tHdumanitarian Use Dexemption are not
considered to be Experimental or Investigational.)

Yy The subject of an ongoing Clinical Trial that meets the definition of a Phase I, Il or lII
Clinical Trial set forth in tHe€DA regulations, regardless of whether the trial is actually
subject td-DA oversight.

y" Only obtainable, with regard to outcomes for the given indication, within research
settings.

Exceptions:

y If you are not a participant in a qualifying Clinical Trial 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 etherwis
Experimental or Investigational Service 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 podential as
effective treatment for that Sickness or condition.
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Explanation of Benefits (EOB)- a statement provided by UnitedHealthcare to you, your
Physician, or another health care professional that explains:

Yy The Benefits provided (if any).

The allowable reimbursement amounts.

Deductibles.

Coinsurance.

Any other reductions taken.

The net amount paid by the Plan.

SIS X

The reason(s) why the service or supply was not covered by the Plan.

Freestanding Facility- an outpatient, diagnostic or ambulatory center or independent
laboratory which performs services and submits claims separately from a Hospital.

Genetic Counseling- counseling by a qualified clinician that includes:

Yy Identifying your potential risks for suspected genetic disorders;

An individualized discussion about the benefits, risks and limitations of Genetic Testing
to help you make informed decisions about Genetic Testing; and

y
Yy Interpretation of the Genetic Testing results in order to guidedeations.
y

Certified genetic counselors, medical geneticists and physicians with a professional
society's certification that they have completed advanced training in genetics are
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:

y 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,
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mental health, substanetated and addictive disorders, diagnostic and surgical facilities,
by or under the supervision of a staff of Physicians.

y It has 24hour 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 Departmenri a healthcare facility that:

Yy Is geographicalseparate and distinct and licensed separately from a Hospital under
applicable law; and

Yy Provide€Emergencyealth 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 achieveséuspcegnancy

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 aftentGsvior 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 ampatient 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
functionalageappropriateskills in people with Autism Spectrum Disorders. Examples
includeApplied Behavior Analysis (ABADenver ModehdRelationship Development
Intervention (RDI)

Intensive Outpatient Treatment- a structured outpatient treatment program.

y  For Mental Health Services, the program may be freestanding or-blaspitaind
provides services for at least three hours per day, two or more days per week.

Yy For SubstaneRelated and Addictive Disorders Services, the program provides nine to
nineteen hours per week of structured programming for adults and six to nineteen hours
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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:

Yy Fewer than seven days each week.
Yy Fewer than eight hours each daypésiods 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
methods rendered to restore/improve motion, reduce pain and improve function in the
management @ identifiable neuromusculoskeletal condition.

Medicaid - a federal program administered and operated individually by participating state
and territorial governments that provides medical benefits to eligibleolow 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 lliness, selag&thaad
addictive disorders, condition, disease or its symptoms, that are all of the following as
determind by the Claims Administrator or its designee, within the Claims Administrator's
sole discretion. The services must be:

Yy In accordance with Generally Accepted Standards of Medical Practice.

y  Clinically appropriate, in terms of type, frequency, extent, site and duration, and
considered effective for your Sickness, Injury, Mental lliness, stietidedand
addictive disorders, disease or its symptoms.

Not mainly for your convenience or that of your doctor or other health care provider.

<,

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 Medaral fteactanels that are based on credible scientific
evidence published in peeviewed medical literature generally recognized by the relevant
medical community, relying primarily on controlled clinical trials, or, if not available,
observational studigB®sm 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 opiniorrimicietg 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 Administratertiiscretion.
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The Claims Administrator develops and maintains clinical policies that desggbertily
Accepted Standards of Medicadreatificeevidence, 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 Cover&krsons omwww.myuhc.comor 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 Titld)d\éid,
States Social Securjtgsfatnended by 42 U.S.C. Sections 1394, et seq. and as later amended.

Mental Health Services services for the diagnosis and treatment of those mental health
or psychiatric categories that are listed in the current editiotndéthational Classification of
Diseases section on Mental and BehaviovaltiaSoagesstic and Statistical Manual of the
American Psychiatric AssoCtagidact that a condition is listed in the current edition of the
International Classification of Diseases section on Mental and BaHanagraldiicsarders
Statistical Mahoathe American Psychiatric Assoemtioh 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 SubstaRelted and Addictive Disorder Services under the Plan.

Mental lliness - 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; howevelpdsisiot

include those providers who have agreed to discount their charges for Covered Health
ServicesThe Claims Administrator's affiliates are those entities affiliated with the Claims
Administrator through common ownership or control with taenS Administrator or

with the Claims Administrator's ultimate corporate parent, including direct and indirect
subsidiaries.

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 HeatthsSend

products included in the participation agreement, andNeteark 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 SectiorPk&an Highlightsdetermine whether or not your Benefit plan
offers Network Benefits and Sectiohl8w the Plan Woifks details about how Network
Benefits apply.
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Non-Medical 24Hour Withdrawal Management- An organized residential service,
including those defined Aimerican Society of Addiction Medicine sy 24our
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 N@atwork Benefit level, this is
the description of how Benefits are paid for Covered Health Services provided by non
Network providers. Refer to SectioRBn Highlightsdetermine whether or not your
Benefit plan offers NeNetwork Benefits and SectiorHaw the Plan Worfks details

about how NorNetwork Benefits apply.

Open Enrollment - the period of time, determined by ONEOK, Inc., during which eligible
Employees magmovethemselves and their Dependents under the Plan. ONEOK, Inc.
determines the period of time that is the Open Enrollment period.

Out-of-PocketMaximum - for Benefit plans that have an @fHPocket Maximum, this is
the maximum amount you pay every calendar year. Refer to Selziohlighlighits the
Out-of-Pocket Maximum amount. See Sectiblo®, the Plan Wdidksa description of
how the Outof-Pocket Maximum works.

Partial Hospitalization/Day Treatment - a structured ambulatory program that may be a
freestanding or Hospiiahsed 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 edation.

Pharmaceutical Product(s} U.S. Food and Drug Administration-@ppyved

prescription pharmaceutical products administered in connection with a Covered Health
Service by a Physician or other health care provider within the scope of the provider's
license, and not otherwise excluded under the Plan.

Physician- anyDoctor of MedioinBoctor of Osteopaltiayis properly licensed and
qualified by law.

Please note: Any podiatrist, dentist, psychologist, chiropractor, optomettnest provider

who acts within the scope of higier 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.HealthPlanfor Former Employees

Plan Administrator - ONEOK, Inc. Benefit Plan Administration Committee
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Plan Sponsor ONEOK, Inc.
Pregnancy- includes all of the following:

Yy Prenatal care.

Yy Postnatal care.

y  Childbirth.

Yy Any complications associated with the above.

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 medicinbstetrics/gynecologigmily practice or general medicine.

Private Duty Nursing - nursing care that is provided to a patient on-toemee basis by
licensed nurses in a home setting when any of the following are true:

Yy Services exceed the scope of Intermittent Care in theSialhed. nursing resources are
available in the facility.

y' The skilled care can be provided by a Home Health Agency on a per visit basis for a
specific purpose.

y' 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 a homeare basis, whether the service is skilled eskillad independent nurgi

Recognized Amountd the amount which Copayment, Coinsurance and applicable
deductible, is based on for the below Covered Health Services when provided by non
Network providers.

Yy Non-NetworkEmergency Health Services.

Yy Non-Emergency Covered Health Services received at certain Network facilities by non
NetworkPhysiciansvhen such services are either Ancillary Services;Amailbery
Services that have not satisfied the notice and consent criteria a2 888B2(d) of the
PublitiealttService A€or the purpose of this provision, "certain Network facilities" are
limited to a hospital (as defined.851(e) of the Social Seclyigyh®spital outpatient
department, a critical access hospital (as defit@d (mm)(1) of the Social Secyrity Act
an ambulatory surgical center as described in 483&()(1)(A) of the Social Security Act
and any other facility specified by the Secretary.

The amount is based on either:

1) An All Payer Model Agreefrafapted,
2) State law, or
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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 byNatwark 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 olower than if cost sharing for these Covered Health
Services were determined based upon an Eligible Expense.

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.dgonstructive 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 factdhatnagye

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 galth iliness 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 licensiethRloysother 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 orfathity. Use of multiple devices

must be coordinated by one Physician.

Residential Treatmentd treatment in a facility which provides Mental Health Services or
SubstancRelated and Addictive Disorders Services treatment. The facility meets all of the
following requirements:

y Itis established and operated in accordance with applicable state law for Residential
Treatment programs.

y It provides a program of treatment under the active participation and direction of a
Physician.

y It offers organized treatment services that feature a planned and structured regimen of
care in a 2our 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.
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Retired Employee- an Employee who retires while covered under the Plan.

Secretand as that term is applied in the Surprises Atthe Consolidated Appropriations Act
(P.L. 11e60)

Semtprivate 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 betwe@mnizagemi
Room and a private room is a benefit only when a private room is necessary in terms of
generally accegul medical practice, or when a §eimate Room is not available.

Sickness- physical iliness, disease or Pregnancy. The term Sickness as used in this SPD
includes Mental lliness or substamt&ted and addictive disorders, regardless of the cause
or origin of the Mental lliness or substametated and addictive disorder.

Skilled Care- skilled nursing, teaching, and rehabilitation services when:

Yy 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.

A Physician orders them.

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.

They require clinical training in order to be delivered safely and effectively.

<SS

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.

SubstanceRelated and Additive Disorder Servicesservices for the diagnosis and
treatment of alcoholism and substaetsed and addictive disorders that are listed in the
currentDiagnostic and Statistical Manual of the American Psychjainte8ss$bogdion
services are specifically excluded. The fact that a disorder is lishgntstic and
Statistical Manual of the American Psychiatricldesousatiogan that treatment of the
disorder is a Covered Health Service.
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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 anotheV\eesotihe
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 &MSdefined originating facility or another location such as a Covered Person's
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 substezlaged and addictive disorder
services that are provided through facilities, group homes and supervised apartments that
provide 24hour supervisignncluding those defined Aimerican Society of Addiction Medicine
(ASAM) criteria, that are either:

Yy Sober living arrangements such asfdeaghousing or alcohol/drug halfway houses.
These are transitional, supervised living arrangements that provide stable and safe
housing, an alcohol/drdfgee environment and support for recovery. A sober living
arraigement 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.

Yy 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 arrangamésts m
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 medicatimksdevices, regardlest)@.

Food and Drug Administration @ipigvalthat 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 froomeetted

randomized controlled trials or cohsittdies in the prevailing published pedewed

medical literature.

A Wellconducted randomized controlled trials. (Two or more treatments are compared to
each other, and the patient is not allowed to choose which treatment is received.)

A Wellconducted 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.)

A 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 resgsfit to sp

health care services. These medical and drug policies are subject to change without prior

notice. You can view these policiegvaly.myuhc.com
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Please note:

Yy If you have a lifghreatening Sickness or condition (one that is likely to cause death
within one year of the request for treatment) the CAailmsistrator and Plan Sponsor
may, at their discretion, consider an otherwise Unproven Service to be a Covered Health
Care Service for that Sickness or condition. Prior to such a consideration, the Claims
Administrator and Plan Sponsor must first edtethi there is sufficient evidence to
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 adeensequences bdives

not pose an immediate threat to a person's life. Urgent care is usually delivereshin a walk
setting and without an appointment. Urgent care facilities are a location, distinct from a
hospital emergency department, an office or a clinic. Thegpigramdiagnose 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.

115 SECTIONL4- GLOSSARY



ONEOKINC MeDICAPPOMAGELLARREGSRETIREED O APLAN

SECTION ¥OUTPATIENT PRESCRIPTION DRUGS

What this section includes:
Yy Benefitsaavailable for Prescription Drug Products.

How to utilize the retail and mail order service for obtaining Prescription Drug
Products.

y
Yy Any Benefit limitations and exclusions that exist for Prescription Drug Produdts.
y

Definitions of terms used throughout this section related to the Prescription Qrug
Product Plan.

Benefits for Prescription Drug Products

Benefits are available for Prescription Drug Produsithet a Network Pharmacy or a
nortNetwork Pharmacy and are subject to Copayments and/or 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 @epdrescription Drug Schedule of
Benefits for applicable Copayments and/or 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 Copayment and/or Coinsurance described in
the Schedule of Ben@iifpatient Prescription, Dragilition to any Ancillary Charge. You

are not responsible for paying a Copayment and/or Coinsurance for Preventive Care
Medications.

An Ancillary Charge may apply when a covered Prescription Drug Product is dispensed at
yourrequest 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 Owff-Pocket Maximum stated in your SPD:

Yy Ancillary Charges.

y' 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.comor by calling the telephone number on your ID card.

Yy The difference between the @iHNetwork Reimbursement Rate and aMetwork
Pharmacy's Usual and Customary Charge for a Prescription Drug Product.

Yy Any nonrcovered drug product. You are responsible for paying 100% of the cost (the
amount the pharmacy charges you) for angovered drug product and
UnitedHealthcare contracted rates (Prescription Drug Charge) will not be available to
you.
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Payment Terms and Featw&sitpatient Prescription Drugs

Prescription Drug Product Coverage Highlights

Thetable below provides an overview of the Plan's Prescription Drug Product coverage. It
includes Copay amounts that apply when you have a prescription iNietivatlaor
Non-Network Pharmaafter you meet the Annual Prescription Drug Deductible. For
detailed descriptions of your Benefits, refRetaiandMail Orden this section.

Note: An Annual Prescription Drug Deductible of $100 for Individual and $200 for Family
applies to your Network Benefits, which is separate from the Annual Deductible for your
medical coverageopays do not apply toward the Annual Prescription Drug Deductible.

Note: The Outof-Pocket Maximum applies to all Covered Health Services under the Plan,
including Covered Health Services provided in SecfiddiBpnal Coverage Details.

Coupons The Plan Sponsor may not permit certain coupons or offers from pharmaceutical
manufacturers to reduce your Copayment and/or Coinsurance or apply to your Annual
Drug Deductible.

If a Brand-name Drug Becomes Available as a Generic

If a Brandname Prescription Drug Product becomes available as a Generic drug, the tier
placement of the Brasmchme Prescription Drug Product may change and an Ancillary
Charge may apply. As a result, your Copay may change. You will pay the Copay applicabl
for the tier to which the Prescription Drug Prodsietssigned.

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 authorizatiddrfiteciHealthcare

or its designee. The reason for obtaining prior authorizatiobfitedHealthcare or its
designee is to determine if the Prescription Drug Product, in accordance with
UnitedHealthcare's approved guidelines, is each of the following:

y It meets the definition of a Covered Health Service as defined by the Plan.

Yy Itis not an Experimental or Investigational or Unproven Service, as defined in Section
14,Glossary

The Plan may also require you to obtain prior authorizatiotfriv@dHealthcare 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 atNetwork Pharmacy, you or your
Physician, are responsible for obtaining prior authorizatiob/fribeHealthcare as
required.

If you do not obtain prior authorizatibafore 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 priouthorizatiorare subject to UnitedHealthcare's periodic review and
modificationYou may determine whether a particular Prescription Drug Product requires
prior authorizatiothrough the Internet atww.myuhc.comor by calling the telephone
number on your ID card.

If you do not obtain prior authorization from UnitedHealthoefere 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. UnitedHealthcareacted pharmacy reimbursement rates
(UnitedHealthcare's Prescription Drug Charge) will not be available to youNgt@vodn
Pharmacy. You may seek reimbursement from the Plan as desBelo&dn SClaims
Procedures

When you submit a claim on this basis, you may pay more because you did not obtain prior
authorization fronunitedHealthcare 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 thefQlgtwork

Reimbursement Rate (for Prggain Drug Products from a nésetwork Pharmacy), less

the required Copayment and/or Coinsurance, Ancillary Charge and any deductible that
applies.

To determine if a Prescription Drug Product requires prior authorie#tien visit
www.myuhc.comor call the number on your ID card. The Prescription Drug Products
requiring prior authorizati@re subject to UnitedHealthcare's periodic review and
modification.

Benefits may not be available for the Prescription 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 eetnpro

Service.

UnitedHealthcare may also require prior authoriZatioertain 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 authorizatjgrarticipation or activation requirements associated with such
programs through the Internetaatw.myuhc.comor by calling the number on your ID

card.
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Schedule of Benefit©utpatient Prescription Drugs

Benefit Information for Prescription Drug Products at either a Network Pharmacy or
a non-Network Pharmacy

Percentage of Outof-
Percentage of Network
FIESEIaien D1 Reimbursement Rate
Charge Payable byrou Payable byYou
Covered Health Services? -
(Per FUrEsijplon OIS (Per Prescription Order
or Refill): or Refill):
Network Non-Network
Retail - up to a31-day
supply
When a Prescription Drug
Product is packaged or
designed to deliver in a
manner that provides more
than a consecutive-8ay
supply, the Copayment
and/or Coinsurance that
applies will reflect the numb
of days dispensed days the
drug will be delivered.
y Tierl 100% after you meet the
Annual Prescription Drug
Deductible and pay a $1 $15 Copay
Copay
y Tier2 100% after you meet the
Annual Prescription Drug
Deductible and pay a $3 $30 Copay
Copay
y Tier3 100% after you meet the
Annual Prescription Drug
Deductible and pay a $5 $50 Copay
Copay
Prescription Drug Products
on the List of Preventive
Medications
y Tiers-1,2,3 $0 Copay $0 Copay
OptumRx home delivery 100% after yopay a: Not Covered
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Percentage of Percerll\}zgvsocr)lf(omof-
FIESEIaien D1 Reimbursement Rate
Charge Payable byrou Payable byYou
Covered Health Servicées? i
(Per Prescrlptlon ey (Per Prescription Order
or Refill): or Refill):
Network Non-Network
Mail Order Network
Pharmacy- up to a 9@ay
supply
y Tierl 100% after you meet the
Annual Prescription Drug
Deductible and pay a $1 $15 Copay
Copay
y Tier2 100% after you meet the
Annual Prescription Drug
Deductible and pay a $3 $30 Copay
Copay
y Tier3 100% after you meet the
Annual Prescription Drug
Deductible and pay a $5 $50 Copay
Copay

1Please obtain prior authorization from UnitedHealthcare before receiving Prescription Drug
Products, as describedPimyment Terms and Faatdes®rior Authorization Requirdmtriss
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.

3You are not responsible for paying a Copayment and/or Coinsurance for Preventive Care
MedicationsBenefits for Preventive Care Medications are not subject to payment of the Annual
Prescription Drug Deductible

Note. The Coordination of Benefits provision described in Secti@odr@djnation of Benefits
(COB)pplies 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 Heslites described in this SPD.

Identification Card (ID Cartetwork 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.
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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 SEtiom3 rocedures

under the headintf,Your Provider Does Not File YounZii@myou 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 Copiagnuor Coinsurance, Ancillary

Charge, and any deductible that applies.

Submit your claim to:

Optum Rx
PO Box 2904
Hot Spring, AR 71903

Benefit Levels

Benefits are available for outpatiemascription Drug Products that are considered Covered
Health Services.

The Plan pays Benefitsddterent levelfor tier-1, tier2 and tiei3 Prescription Drug
Products.

All Prescription Drug Products covered by the Plan are categorized into thesestbree

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 peradig tdecisions. When

that occurs, you may pay more or less for a Prescription Drug Product, depending on its tier
assignment. Since the PDL may change periodicattgnyasitvww.myuhc.comor call
UnitedHealthcare at the number on your ID card for the most current information.

Each tier is assigned a Cd@aynsurancewhich is the amount you ter you have met
the Annual Prescription Drug Deductivleen you visit the pharmacy or order your
medications through mail order. Your Cpawsurancevill also depend on whether or
not you visit the pharmacy or use the mail order seséedhe table shown at the
beginning of this section for further details. Here's how the tier system works:

Yy Tierl is your lowest Cop&pinsuranception. For the lowest cof-pocket expense,
you should consider tigrdrugs if you and your Physician decide they are appropriate
for your treatment.

Yy Tier2 is your middle Cop&pinsuranception. Consider a ti@rdrug if no tied drug
is available to treat your condition.

y  Tier-3 is your highest Cop&pinsuranception. The drugs in ti& are usually more
costly. Sometimes there are alternatives availabld iortier2.
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Coinsurance for a Prescription Drug at a Network Pharmacy is a percéiméage of
Prescription Drug Chardg@oinsurance for a Prescription Drug at aMetwork Pharmacy
is a percentage of the @iftNetwork Reimbursement Rate

For Prescription Drug Products at a retail Network Pharmacy, you are responsible for
paying the lowest of:

Yy The applicabl€opay and/or Coinsurance

Yy The Network Pharmacy's Usual and Customary Charge for the Prescription Drug
Product

Yy 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:

Yy The applicabl€opay and/or Coinsurance

Yy 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
confacting 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 rétativark
Pharmacy. If the Prescription Drug Product is dispensed by a reidgkwork Pharmacy,
you must pay for the Prescription Drug Product at the time it is dispentenh dihel a
claim for reimbursement with UnitedHealthcare, as described in yo8e&iM),Claims
Proceduréke Plan will not reimburse you for the difference between tHoé-IQetivork
Reimbursement Rate and the-Matwork Pharmacy's Usual andt@usry Charge for
that Prescription Drug Product. The Plan will not reimburse you for acguaoed drug
product.

In most cases, you will pay more if you obtain Prescription Drug Products frem a non
Network Pharmacy.

To obtain your prescription from a retail pharmacy, simply present your ID card and pay the
CopayCoinsurancefter meeting the Annual Prescription Drug DeducTibke following

supply limits apply:

Yy As written by the provider, tp a consecutive @ay supply of a Prescription Drug
Product, unless adjusted based on the drug manufacturer's packaging size or based on
supply limits.
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y A onecycle supply of an oral contraceptive. You may obtain up to three cycles at one
time if you pay the Copg&pinsurancdor each cycle supplied.

When a Prescription Drug Product is packaged or designed to deliver in a manner that
providesmore than a consecutive®y supply, the Copay that applies will reflect the
number of days dispensaddays the drug will be delivered

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.

Mail Orde©OptumRx home delivery

Benefits are provided for certain Prescription Braducts dispensed by a mail order
Network Pharmacy. The mail order service may allow you to purchase ety supply
of a covered Prescription Drug Product through the mail

To use the mail order service, all you need to do is congatentprofile 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, yanureach UnitedHealthcare at the number on your
ID card.

The following supply limits apply: As written by the provider, up to a conseeddéye 90
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.

Note: To maximize your Benefit, ask your Physician to write your Prescription Order or
Refill for a 9alay supply, with refills when appropriate. You will be charged a mail order
CopayCoinsurancdor 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-d&0supply, not a @lay supply witthree

refills.

Benefits for Preventive Care Medications

Benefits under the Prescription Drug Plan include those for Preventive Care Medications as
defined, in this section, und&obssaryPrescription Drug Prodloctsnay determine whether

a drug is a Preventive Care Medication through the intesmet ahyuhc.comor 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.
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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 te 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 sd&glossaryOutpatient Prescription, Dralyis section for definitions of Specialty
Prescription Drug Product and Designated Pharmacy.

Want to lower your outof-pocket Prescription Drug Product costs?
Consider tiefl Prescription Drug Products, if you and your Physician decide theylare
appropriate.

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#jiptoved Prescription Drug Product to

a cetain 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 Prescrimi®ndduct, as well

as whether certain supply limits or prior authorizegguirements 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 t@therstherefore, 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 owtice to y

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 fordunindi
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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 assessiyuhc.comthrough the

Internet or call the number on your ID card for the mosogate 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 Physicign in
choosing the medications that allow the most effective and affordable use of yoyr
Prescription Drug Benefit.

Prescription Drug Benefit Claims
For Prescription Drug Product claims procedures, please refer to SEtiomsFrocedures

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
Pharmacies may be limited. If this happens, UnitedHealthcare may require you to select a
singé 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 headiRgescription Drug Product Coverage Fighligimigle Copayment

and/or 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 Ordér or Ref
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 Internetvatw.myuhc.comor by calling the telephone
number on your ID card.
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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 Intemwet atyuhc.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,
redudion or no Benefit through the Internetsatw.myuhc.comor 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 visitmgw.myuhc.comor by calling the nurebon your 1D
card.

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 thehagtedrug and the

lower priced Chemically Equivalent drug, in addition to the lower priced drug's Copayment
and/or Coinsurance. This difference in cost is called an Ancillary Charge. An Ancillary
Charge may apply when a covered Prescription Drug Rsadispensed 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, Inoay, 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 Copays.

UnitedHealthcare and a number of its affiliated entities, conduct business with various
pharmaceutical manufacturers separate and apart frOutgaseRrescription Dsegtion.

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 toGhitpatieRrescription Dsegtion. UnitedHealthcare is

not required to pass on to you, and does not pass/on, such amounts.
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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 fescription Drug Products. These comgations

may include offers that enable you, at your discretion, to purchase the described product at a
discount. In some instances, fumtedHealthcare entities may support and/or provide

content for these communications and offers. Only you and yoigradPhyan determine

whether a change in your Prescription and/ofamescription Drug regimen is appropriate

for your medical condition.

Exclusions What the Prescription Drug Plan Will Not Cover

Exclusions from coverage listed in Secti@x@usiorand Limitatioalso 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.comthrough 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 lliness 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
benefits are received.

2. Any Prescription Drug Product for which payment or benefits are provaledaiole
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
15,0utpatiemrescription Dyyogstion of the Plan.

This includes certain forms of vaccines/immunizafldns exclusion does not apply to
Depo Provera and other injectable drugs used for contraception.

4. Available ovethe-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 owthe-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-ihess@uinter form or
comprised of components that are available irtteereounter form or equivalent.

Cetain Prescription Drug Products that the Plan Administrator has determined are
Therapeutically Equivalent to an ete¥counter drug or supplement. Such
determinations may be made up to six times during a calendar year, and the Plan
Administrator may dele 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
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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 8Phi®rescribed
and nonrprescribed 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.

13 Certain New Prescription Drug Products until they are reviewed and assigned to a tier by
the PDL Management Committee.

14. Prescribed, dispensed or intended for use during an Inpatient Stay.

15 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.

16. 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 anytime to reinstate Benefits for a Prescription Drug Product that was previously
excluded under this provision.

17. 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.

18 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
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UnitedHealthcare may decide at any time to reinstate Benefits for a Prescription Drug
Product that was previously excluded under this provision.

19 Certain nit dose packaging or repackagers of Prescription Drug Products.

20. 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 14Glossary

21 Used for cosmetimr conveniencpurposes

22 Prescription Drug Products as a replacement for a previously dispensed Prescription
Drug Product that was lost, stolen, broken or destroyed.

23 General vitamins, except for the following which require a Prescription Order or Refill:

- Prenatal vitamins.
- Vitamins with fluoride.
- Single entity vitamins.

24. 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.

25. A Prescription Drug Product that contains marijuana, including medical marijuana.

26. A Prescription Drug Product with approved biosimilar or a biosimilar and
Therapeutically Equivalent to another covered Prescription Drug Product. For the
purpose of this exclusion a "biosimilar" is a biological Prescription Drug Product
approved based on showing that it is highly stmaareference 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 waecidg 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
administraon of a Prescription Drug Product.
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Glossary Outpatient Prescription Drugs

Ancillary Charge- a charge, in addition to tGepayment and/o€oinsurance, that you

are required to pay when a covered Prescription Drug Product is dispenseecgtegbur

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 Allowak{lel 0¥ List

price for Network Pharmacies for the Prescription Drug Product, anméshggd®on Drug
Product Charge or Maximum Allowable Cost (MAC) List price of the Chemically Equivalent
Prescription Drug Product. For Prescription Drug Products froletwork Pharmacies,

the Ancillary Charge is calculated as the difference betw@atdhdletwork

Reimbursement Rate or Maximum Allowable Cost (MAC) List price fdetvoork

Pharmacies for the Prescription Drug Product, and thef®lgtwork Reimbursement

Rate or Maximum Allowable Cost (MAC) List price of the Chemically Equivalent
Prescription Drug Product.

Annual Drug Deductible (or Prescription Drug Deductible)- the amount that you are
required to pay for covered Tier 1, Tier 2, and Tier 3 Prescription Drug Products in a
calendar year before the Plan begins paying for Prescription Drug Products. The Annual
Drug Deductible is shown in the table at the beginhthgssection.

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 Brandame product, based on available data resources including, but nta,limited
medispan 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 clasBifsaidtiaame 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
Prescription Drug Produatscluding, but not limited to, Specialty Prescription Drug
Producs. The fact that a pharmacy is a Network Pharmacy does not mean thatitis a
Designated Pharmacy.

Generic- a Prescription Drug Product: (1) that is Chemically Equivalent to a&maand

drug; or (2) that UnitedHealthcare identifies as a Generic product based on available data
resources including, but not limited to, rsedin or First DataBank, that clas#ifigs 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.

List of Preventive Medications- a list that identifies cenarescription Drug Products
which may include certain Spécirescription Drug Products) the Prescription Drug
List (PDL) that are intended to reduce the likelihood of Sickness. You may obtain the List of
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Preventive Medications through the Internetat.myuhc.comor by calling the 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:

Yy Entered into an agreement with UnitedHealthcare or an organization contracting on its
behalf to provide Prescription Drug Products to Covered Persons.

Yy Agreed to accept specified reimbursement rates for dispensing Prescription Drug
Products.

Yy 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.b$ tfi®@od and Drug
Administration (FDa)d ending on the earlier of the following dates:

Yy The date it is assigned to a tier by UnitedHealthcare's Prescription Drug List (PDL)
Management Committee.

y December 31st of the following calendar year.

Out-of-Network Reimbursement Rated the amount the Plan will pay to reimburse you
for a Prescription Drug Product that is dispensed atdetarork Pharmacy. The Oot-
Network Reimbursement Rate for a particular Prescription Drug Product dispensed at a
nortNetwork Pharmacy includes spéinsing 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 byth8. Food and Drug AdministrBtisrist 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 He#aéticare at the number on your ID card

or by logging ontevww.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 byShe
Food and Drug Administration @MiAthat can, under federal or state law, be dispensed
only according to a Prescription Order or Refill. A Prescription Drug Product includes a
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medication that, due to its characteristics, is generally appropriatadanisgfration or
administration by a negkilled caregiver. For purposes of Benefits under this Plan, this
definition includes:

y Inhalers (with spacers).

Insulin.

Certain injectable medications administered in a Network Pharmacy.

< <

The following diabetic supplies:

- Standard insulin syringes with needles.

- Bloodtesting stripsglucose.

- Urinetesting stripsglucose.

- Ketonetesting 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.

y  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.

Preventive Care Medication§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®2dugctible or Specialty
Prescription Drug Product Annual Deductible) as required by applicable law under any of
the following:

Yy Evidencebased items or services that have in effect a rating of "A" or "B" in the current
recommendations of tlhénited States Preventive Services. Task Force

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

Yy With respect to infants, children and adolescents, evidenced preventive care and
screenings provided for in the comprehensive guidelines supportaddaltthe
Resources and Services Administration

Yy With respect to women, such additional preventive care and screenings as provided for
in comprehensive guidelines supported bi¢héth 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.comor by calling UnitedHealthcare at the number on your ID card.
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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, setfadministered biotechnology drugs used to treat patients with certain
illnessesSpecialty 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 atww.myuhc.comor 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 Chargethe 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.

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 calt-tteetolimber ogour 1D

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 descril@enafihe
Informatidable in the®utpatient Prescription Drug Scheduleiofa8leitediiso 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 datemvithin 24

hours.

External Review

|l f you are not satisfied with UnitedHealthca
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 Uniteddealtheaaddress

set out in the determination letter or by calling thzdelhumber on your ID card. The

Independent Review Organizatiill (HetYy you of its determination within 72 hours.
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Expedited External Review

|l f you are not satisfied with UnitedHealt hca
request and it involves an urgent situation, you or your representative may request an

expedited external review by calling théréalnumber on your ID card oy bending a

written request to the address set out in the determination leti&OWi# notify you of

its determination within 24 hours.

Your Right to Request an Exception for Contraceptives

In accordance with PPACA requirements, an excgptioess 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.

For more information, please visit www.uhcprovider.com under the following path:
Resources_Drug Lists and Pharmacy_Additional Resources_Patient Protection and Affordable Cal
$0 Cosshare Preventive Medications Exemption Requests (Commercial Members)
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ATTACHMENTULEGAL NOTICES

Mi chell eds Law

Mi chell eds Law, a feder al |l aw passed in 2008
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 raasbqamatnde

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 th&/omen's Health and Cancer Rights Acthef RBSBprovides 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:

y  All stages of reconstruction of the breast on which the mastectomy was performed.
Yy Surgery and reconstruction of the other breast to produce a symmetrical appearance.

Yy Prostheses and treatment of physical complications of the mastectomy, including
lymphedema.

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 tham#fblbowing

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 colswtéh the mother, discharges the

mother or newborn earlier.

Also, under Federal law, plans and issuers may not set the level of Bendfitpocleit
costs so that any later portion of thénd@r (or 9énhour) stay is treated in a manner less
favorable to the mother or newborn than any earlier portion ohyhe st

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 facilitiesedut¢e your otdf-pocket
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costs, you may be required to obtain prior authorization or notify the Claims Administrator.
For information on natification or prior authorization, contact your issuer.
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ATTACHMENTOINONDISCRIMINATION 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 notpexgialer 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:

Yy Qualified sign language interpreters

Yy Written information in other formats (large print, audio, accessible electronic formats,
other formats)

Yy Provides free language servicgetple whose primary language is not English, such
as: Qualified interpreters

Yy Information written in other languages

If you need these services, please call tHieéoihember number on your health plan 1D
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 BisiCRmydinator

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 tolifree member phone number listed on your health plan ID card, TTY 711

If you need help filing a grievance, the Civil Rights Coordinator identified abaNahie
to help you.
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You can also file a complaint directly with the U.S. Dept. of Health and Human services
online, by phone or mail:

Online https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Phone: Tolfree 18003681019, 80&37%7697 (TDD)

Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue, SW Room
509F, HHH Building Washington, D.C. 20201
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ATTACHMENITAGETTING 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 tdlee 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 thefte member phone number listed on your health plan ID
card, press 0. TTY 711, Monday through Friday, 8 a.m. to 8 p.m.

LanguageD Translated-TaglinesD

1+ Albanian® | Jukenité-drejté t€ mermi ndihmé dhe informacion-falas né-gjuhén-
tuaj. Pérté kérkuarnjé pérkthyes, telefononi né numnn-qé-gjendetné-
karténe plamittuajshéndetésor, shtvpni 0. TTY 711.0

2+ Armhatico PA-TT° - NEef NETEF ACEFT -00LE 0797 1 001 -AdeT U AT CATL -
ArEFCN6P DdAT M S -TAT- 00 O£ P+ A L - Am--(14& o(1erC -Nidvh -
HPC-ERC AT 0T B Ty 7110

3 Arahicd oo el ‘H.?-J};ﬁ?jiﬂ Lol 2 :'5-:.‘1.?4. ':u=':._-;j_-._y'-:-'_..l-'_.'m}_'m_n_'llj.gl,' .Q'I.‘_.__'u:, e .‘--.__i._-:,__,__',l__'p]_'I
- L] P, o | - | B g O | SN cualle olizae L | Uil a8 w
B e T e elian i pala e

Yol 0 e deazal TTY 711-(2

4~ Armenian® | Bupqumbhs upuhwhebim -hunfup, qubquhwnk p-Qkp-
wnnneuuuhwljmb-dpugnh-huphmpput (ID) nnduh-pw-
s min}dwn -Banudbbph-hEpwnuwhunfupm], ukndk ’p -

0:TTY 7110
3+ Bantu- Urafise uburenganzira bwo-kuronka ubufasha n'amakum mu oo -
Kimundi® rovawe Eubuntu. Kugira usabe umusemuzi, hamagara inomerova-

telephone vubuntu yagenewe abanvwanyiin kurutonde ku-
Earangamuntu ¥ umugambd wawe wubuzima, fronda 0. TTY 7115

6.+ Bisavan- Aduna Eav Eatunged nga mangavoog-tabangugimpormasyon5a-
Visavan- imong-lengguwahe nga walav bavad. -Aronmohangyo-og-tighubad, -
{Cebuano) T | tawagsa toll-free nga numero-sa teleponosa mivembro-nga nakalista-

saimong 1D kardsa plancsa panglawas, pindotaang 0. TTY 7112

7+ Bengali- A - SA- N, - T AP a- A (616 - B ag e & Fa-
Bangala®
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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
Mon- Satrorn i e D “RETIR BTN EN s s 0.-TTY-711=
KhmerD

104Cherokee= | 8- D4 FPICZY I 140 I EFALIWIL GTP- AR FRJIJAAI-
ACAOAIIBARIT, o+0rcOl-0. TTY 7110

11aChinese® | SEFREFRELEREREEZIRIITEIE. nf—UilESs,
R iR ElE 8 F LARIEE 8 TEME BiE
0. IR SEERFERW 110

12+Choctaw? | Chim-anumpava, apela micha nana aiimma vvtnan-aivik Eevohoish-
isha hinla kvt chim-anvlhpesa. ‘Tosholi va asilhha chi hokmyt chi-
achukmaka heolisso kalloiskitiniva tvliaianumpuliholhtena va ibai-
achvifayvtpehpilahodishipavacha{-ombetipa. TTY 7110

13 +Cushite- Kaffaltimaleafaan keessanin odeeffanncofi deeggarsa argachunf
Oromot mirga ni-gabdu. Turjumaana gaafachuufis sarara bilbilaakan bilisaa-
waraqaa eenvummaad karoora favvaa keerratt tarreefame bilbiluun, O-
tugl. TTY 7111
14 +Dutcho Urheeft-het recht-om-hulp-eninformatie in-uw-taal te knjgen zonder-

Eosten. Omeen-tolkaante vragen, bel-ons gratis nummer-die u-opuw-
ziekteverzekenngskaart treft, drukop 0. TTY 7115

153 4French™ Vous-avezledroitd'obtenir-gratuitement-de 1'aide etdes-
renseignements dansvotre langue. Pour-demandera parder-a un-
interprete, appelez le numeéro-de-teléphone sans frais-figurant sur-
votre carte d’affilie du regime -de -soins de-sante etappuyez surla-
touche 0.-ATS-T11.1T

16 +French- Ougen-dwa poujwenned-ak enfomasyonnanlang-natifnatal ou-
Creole- gratis. Pou-mande yon-entepret, rele nimewo-gratis manm-lan ki-
Haitian- endike soukatIDplan-sante ou, peze 0. TTY 7115
Creoled

17 +Germant Siehaben-das Recht kostenlose Hilfe und Informationen-in Threr-

Sprache zu-erhalten. Um-einen Dolmetscher-anzufordem, mafen-5Sie-
die gebihrenfreie Nummer-auf Threr KrankenversicherungsEarte®n-
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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-
TNIEPWVOL TIOL BOLOHETHL BTNV ¥ApTa WEAOLS aopahiong, Tatnor 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 +Hawaian™

Hepono-ke kokua-"anaakuii-oemaka maopopo-ana-okéia-ikema-
loko-o'kiu-"oleloponoT-me kauku-'ole-"ana. +

E kama ‘ilio-"oe me kekahi kanaka unuhi e kiheaika helukelepona-
kiki-ple ma koukileka olakino, a e kaomiika helu ) TTY-711.0

21 +Hindid

Y& 9 - ST H e T8 A T e FTo0 S -ahT- -
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-dawh. Yogzav-tavibtugneegthais, hutus xov-too) rau-tswv-
cuabhu-dawb-uas-sau muaj nvobntawm-koj daim-vuaj themngi kho-
mob, nias 0. TTY 7112

234Ibol

Inwere ikike inweta envemaka nakwa imuta asusu gi nefunakwughi-
ugwo. Maka ikpotum -onve nsughan -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
pagsasaomnga libre Tapno-agdawatitimavsa ngaagpatarus -
tumawagiti toll-free nga numerc-ti telepono nga para kadagiti kameng-
nganakalistaavan i 1D card mo-para i plano-ti salun-at, ipindut 0. -
TTY- 7111

23 aIndonesian™

Anda-berthak untuk mendapatkan bantuan-daninformasi-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
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27 #Japanese

THLEOEBRTHR-FEFTLY, [BEEAFLZVTE
ZTENTEST, B3 A, EREY THEDIES
3. BEY T2 IID

h— FlisEdg&h I T a A v —-HOo 7 - H I T8
FEOLE, AL T EE, TIWVERESIT 11T,

28 aKarend

294K orean-

A= E5 U BB E A A2 8|8 R0l DE

SedElZhelsUN - SGAE -2 s -AHA = ?4—}—1
SHIDFIEN 7| HE 7532 -dFHE 2 -HE50H 0
TEHA L TTY 7110

E
E -

304K m--Bassa®

Ni-gwe-kunde I bat-mahoela ni mawinu-hop-nanwpehmes-be-to-dolla. -
Yukwel ni-Kobol mahop-seblana, sohoni-sebel numba 11 -tehe mu 1
ticketIdoctaInan, bep 0. TTY 7110

31 aKurdish-
Soranid

R Y T
r '.'\..du.‘_ - i

_:._?.‘_.__*,.L.,_‘;_i..‘_‘wlj.?:_..ég.‘f ,,._J_fj. ER

JaTuraSr gt pnr o & ) 5 SIE 2y

o e e gl glind gl g g o¥ 3 gBadats

s B0l yta s s TTY 7110

32alactianT

vmudSotetlosunugoacdiscotayy Srosmuiclvwrsmesguind
um?q*aw

cBoasogurowrz, lnuwEmmunsc nlnotSu Smdu stog nhlo oyl
oslulosturdnasguinw, nocon- 0-.TTY 7110

33aManathi® | srqearaT HrTeaT ST - e He g T AR o TH ST AR 1
Fl Ul HE I TEAH a0 B -Aalad H9e FoaEmsraar0. TTY 7110
34+Marshallesed Eoram-marofnnan-bokjipafiimmelele-lokajineoamilo-ejjelok-

wondain. Nankajiitok fianjuonti-ukok, kirdok ndmba -eo-emdi-anieje-
ilokaatinIDinkarckin-djmourec-am,jiped0. TTY 7110

33 ahLcronesian
-Pohnpeiant

Komw-ahneki manaman unsek komwi-en-alehdi sawas oh-mengihtik-
nipein-omwi tungeal lokaia mischisepe. Pwenpekisawasensoun-
kawehweh, ekerdelepwohn nempe ong-towehkan me schisepe me-
ntingihdi ni-pein-omwi-dearopwe me pid-koasoandi enkehl, padik 0.-
TTY711.o

364 Navajol

T'éiiﬁk‘ehdccba_a_h 'alinigoo bee baa hane'igii 44 ninizaad bee-
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’71£'11177K'eh bee -haﬁe’“-bi.‘il’_-g_-_-bich’ﬁ’hcdiﬂnﬂl'dééﬂ-bil-
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'adidulchit. TTY 7110

37 +Nepak® TS HI AT ST T : 9 e e T -SSR WIoe-#Tet - HTEHN - s H T
T HAAE S W - TS - ST - 7, TS A O T e g
FISAT HAEd - HaFd Bief AHgAT Feae aree, O e TTY -
7111
38 +Nilotic- Yintor1dg bé vikuony né -werevic de thor -dudbac ke cin-weu tidue-
Dinkat ke piny.-Acin-bi ranvé koc ger-thok thiééc, ke vincalnimba vene yup-

abacde-ran-ton ve kocwiidrthok toné ID katdudn-de pinakimvic,-
thiny0vic. TTY 711.0

39 +Norwegiant

Duharretttil-a-fagratishjelpog-informasjonpadittegetsprak.-
For-abe-om-en+tolk, ring“gratisnummeretformedlemmersom-
eroppfert-pa-helsekortetdittogtrykk).-TTY 7110

40 +Pennsylvani

Duhoscht-die Recht fer-Hilfunn Informationin-deine Schprooch-

an'Dutch | grege, fernix -Wann-du-en Iwwersetzer hawwe willscht, kannschtdu-
die frei Telefon Nummeruff-dei Gesundheit Blann I - Kaarde vuuse, -
dricke 0. TTY 711D
41 +Persian- cTual g2y gl we nulas- .'_-i'.:'__;_'-_';'.f__ﬂ_;-_;_g.;n-z.__'-'_;-;_g:‘..-_';'.__'_]-z.__'-.'_ﬁ.:..'.‘d_ﬂ .3.J_n5¢,5. ol ga-lad
Farsid s Jalily AT g - B yaB-aae s 6 Audili-anls e Al g asla o250

camr A58 p0se2ed TTY 7110

42 +Purjakbd =

7118w a3, 03| o

43 +PolishD Masz prawo-do-uzyskania bezplatne) informaciiipomocy we-
wiasnymijezyku. Poustugi tlumacza zadzwon pod bezplatny numer-
umieszczony na karcie identyfikacyinej planu medveznegoi weisnij 0.
TTY 71180

44 sPortuguese | Voce tem-o-direitode-obterajuda e informacio-em-seuidioma-esem-

custos. Para solicitarumintérprete, lipue para“onumero-de telefone-
gratuitoque constano-cartiode ID-do-seu-planode-saude, pressione-
0TTY 711

45 +Romarnian™

Aveti dreptul de-a-obtine gratuit ajutorsi-informatiiin limba-
dumneavoastrd. Pentrua cere uninterpret, sunati la numaril-de-
telefon pratuit care se-gaseste pe cardul dumneavoastrd de sdndtate, -
apisatipetasta 0. TTY 7110

46 +Bussiand

BrerumeeTe Ipas0 Ha DECIAATHOE TTOAVIEHHE TIOMOIIH H-
HH(pOPMAIINE Ha BalTeM A3HKe. UTOOM MOASTE 3aIpOC TIEPEBOATHEA -
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IIOREOHHTE 0 OecIAATHOMY HOMepY TeredpOHA, THAZAHHOMY Ha
oOpATHOH CTOPOHE BAIIeH HASHTHDHKAITHONHEOH KAPTE M HARMETE -
0 -AmEEaTTY- 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 malolomma, comile 0. TTY 711.0

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 +5panishd

Tiene derecho-a recibir-avuda e 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%upata msaadaa®marifa3owa Jugha vakoila gharama -
Kuomba mkalimani, piga nambariva wanachama va bure-
iliveorodheshwa Ewenve TAMvakadi vakova mpango-wa-afra, -
Fonvezad. TITY 7112

3Z245vriac-
Assyoant

rarfias . Aaoidlo e Road st Rig

S —Eblam CRony fnalkard skt

el e mlata_asdnefiam o sintirding, Rmias R rfaanl

.'D'?u:mm'rﬂﬁa}.gﬂnm"_'l 1=

334Tagalogl

Mav-Earapatan Eangmakatanggapngtulongatimpormasyon-sa iveng:
wika nangwalangbavad. Upang-humilingng-tagasalin, tawaganang-
tell-free na numero ng-teleponona nakalagaysaivong ID card ng-
planong-pangkalusugan, pindutinang 0. TTY 71140

34+Telugud

Jerodd B _j*’e:%smm“&u%;oaﬁ Trooen Toscin e armrd Eredrr Da e *
i) e " ther hrsareed], Do -355-%.5-5551923 -Dods-ardee- Sabet
%5 Doerth s TS5, 0 T‘gﬁ}&ﬂ*‘b TTY 7112

554Thaid

An md @ rw . - & Ars_ @ A3 & .
FAEVIENAT VAT T A R tlli:.;lr 1.'-I.Fl1'!l TR RS LR SR LR 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'\vffiﬂﬁ'_i'IF|' Tl v In Faevan e -11

36+Tongan--

‘Okukema’n‘aetotonu-ke ma'n'aetokoni mo-e-“ufakamatala -

ho'olea fakafonua ta’etotong. Fe kole ha tokotaha fakatonulea, ta &i-
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Fakatonga® | he-fika telefonita’etotongi ma’ae kaumenupa“aee‘okulisi‘Tho'o
kaati ID ki ho'o-palani kihe mo'uileles, Lomi' T “a e 0. TTY 7112

37 4Tmkeses! Miworomw pwung-om-kopwe nounouika amasounoum-ekkewe-

(Chuukese)J| aninisika toropwen -aninis nge epwe awewetiw non kapasen fonuom, -
ese kamo.Tka ka mwochen tungoren aniisin chiakku, Eon%we-
member-nampa, ese pwan kamoe, mi pachanong won-an noum-health-
plankatenID, iwe tiki"0". RenTTY kori711.0

38+Turkisho Kendidilinizde Geretsiz olarak vardimve bilg alma hakkomez-
bulunmaktadir Birtercimanistemekicin-saghk plaru kimlik karbman-
tzennde ver-alanGcretsiz telefon numarasimaravamz, sonra 07a-
basmuz. TTY {vaziliiletigm) icin 71113

394U kminian™ | V-BaceOpaso oTpHMATH GE3KCIITOEHT ACIIOMOTT T4 1IH(PODMAIIIED Ha -
Banmin piamii Moei. TI{o0 TOA4TH 3aIHT TPO HAAAHHA TIOCATT -
Imeperiasada, 2aTereOHVHETE Ha Ge3KOIITORHNE HOMEp TeAeDOHT -
VIACHMEKS, BKA33HHH Ha BANTH iAeHTHQKAITHIT KapTi A=Y
MEAWIHOTO CTPAXVEAHHA, HATHCHITE 0. TTY 71112

G0 +Trdu .a-'—_.l5 '—‘h,-'—'—' _.-"”‘:" -—'j'.a-'—.'_,’—'" & .a-'—_.l5 Ueale-itia glaae gl 2na- ke g ol 3 et oS
'D‘.a-'— E _.-;‘E [ I_.i""‘-:l—'—.f-'j _‘F‘_A:-.JE ‘E_EJ—“"_;}-J—“‘“JIH}‘r'—'rJ
il '_llﬂ

61 +Vietnamese Qm”'n €O" -quy enﬂucec g_up d&va tap thong- tnba_ng ngcm ngik-cua-
qu'r'n mién- phi. G‘E]'E“. éucauduoc thong-dich-vi eng_up d&, vuilong-
20150 d_enﬂma -m_enph_ danh cho ‘héivienduocnéu-trén-the TD-
chucrngtum ‘bao ‘hiemv- té-cua quy v, bams6-0. TTY 7111

2 +Yiddisho 15 FREIRTID - TR TR T R T IR RO TR - TR T OIRR IS DI T 0N TR
HIRT-K-1T0R IR

-'it:'.:-h.;. TR DO -DRT - TR YYD T v eyl - rRn-0 v D - o T, - 0
OTTY 71RO

63 +4Yormbal O -nietolatitiiranwoati 1fitonilet: gha ni ede relarsanwo. Latiba-
ogbufo-kan-soro, pe-sor nomba ero-ibanisorolaisanwoibode tia-to-
sor-kadiidanimo tietoilerate, te0’. TTY 7111
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