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Notice Regarding Provider Directories and Provider
Networks

If your Plan utilizes a network of Providers, you will
automatically and without charge, receive a separate listing of
Participating Providers.

Your Participating Provider network consists of a group of
local dental practitioners, of varied specialties as well as
general practice, who are employed by or contracted with
CIGNA HealthCare or CIGNA Dental Health.

NOT86

Notice of Federal Requirements Uniformed
Services Employment and Reemployment Rights
Act of 1994 (USERRA)

The Uniformed Services Employment and Reemployment
Rights Act of 1994 (USERRA) sets requirements for
continuation of health coverage and reemployment in regard
to military leaves of absence. These requirements apply to
medical and dental coverage for you and your Dependents.
They do not apply to any Life, Short-term or Long-term
Disability or Accidental Death & Dismemberment coverage.

Continuation of Coverage

For leaves of less than 31 days, coverage will continue as
described in the Termination section regarding Leave of
Absence.

For leaves of 31 days or more, you may continue coverage for
yourself and your Dependents as follows:

If your Employer is subject to federal continuation
requirements called COBRA, you may continue benefits
according to the federal continuation benefits shown in your
certificate.

If your Employer is not subject to COBRA, you may continue
benefits, by paying the required premium to your Employer,
until the earliest of the following:

e 24 months from the last day of employment with the
Employer;
e the day after you fail to apply or return to work; and

e the date the policy cancels.

Your Employer may charge you and your Dependents up to
102% of the total premium.

Following continuation of health coverage per COBRA or
USERRA requirements, you may convert to a plan of
individual coverage according to any "Conversion Privilege"
shown in your certificate.

NOT73

Reinstatement of Benefits (applicable to all coverages)

If your coverage ends during the leave because you do not
elect COBRA or an available conversion plan at the expiration
of COBRA and you are reemployed by your current
Employer, coverage for you and your Dependents may be
reinstated if, a. you gave your Employer advance written or
verbal notice of your military service leave, and b. the
duration of all military leaves while you are employed with
your current Employer does not exceed 5 years.

You and your Dependents will be subject to only the balance
of a Pre-existing Condition Limitation (PCL) or waiting
period that was not yet satisfied before the leave began.
However, if an Injury or Sickness occurs or is aggravated
during the military leave, full Plan limitations will apply.

Any 63-day break in coverage rule regarding credit for time
accrued toward a PCL waiting period will be waived.

NOT74

Time Frames for Requesting Reemployment

When a leave ends, you must report your intent to return to
work as follows:

e For leaves of less than 31 days or for a fitness exam, by
reporting to your Employer by the next regularly
scheduled work day following 8 hours of travel time;

e For leaves of 31 days or more but less than 181 days, by
submitting an application to your Employer within 14
days; and

e For leaves of more than 180 days, by submitting an
application to your Employer within 90 days.

Consult your Employer for more details regarding your rights
and your Employer's obligations for reemployment.

This section will be superseded in whole or in part by any
richer state-required provision shown in this certificate.

NOT104

Notice of an Appeal or a Grievance

The appeal or grievance provision in this certificate may be
superseded by the law of your state. Please see your
explanation of benefits for the applicable appeal or grievance
procedure.

NOT90

Notice of Federal Requirements

If your income does not exceed 100% of the official poverty
line and your liquid resources are at or below twice the Social
Security income level, the state may decide to pay premiums
for this coverage instead of for Medicaid, if it is cost-effective.

www.cigna.com
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This includes premiums for continuation coverage required by
federal law.

NOT99

Important Notice

Problems with Your Insurance? - If you are having
problems with your insurance company, do not hesitate to
contact the insurance company to resolve your problem.
Please call the number shown on your identification card or
claim form.

You can also contact the Maryland Insurance
Administration and file a complaint. You can contact them in
writing or by telephone. Please write to:

Life and Health Section
Inquiry and Investigation Unit
Maryland Insurance Administration
501 St. Paul Place
Baltimore, MD 21202

or you can call 1-800-492-6116, extension 2793. If you are
calling from outside Maryland, call (410) 333-2793.

For plans with Participating Providers: To receive a directory
of Participating Providers you may call the number on your
Benefit Identification card or visit the web site at
WWW.cigna.com.

GM6000 NOT1V5
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Home Office: Bloomfield, Connecticut
Mailing Address: Hartford, Connecticut 06152

CONNECTICUT GENERAL LIFE INSURANCE COMPANY
a CIGNA company (called CG) certifies that it insures certain Employees for the benefits
provided by the following policy(s):

POLICYHOLDER: Foundation for Advanced Education in the Sciences, Inc.

GROUP POLICY(S) - COVERAGE

3171696-DPPO1 CIGNA DENTAL PREFERRED PROVIDER INSURANCE
NOTICE

Any insurance benefits in this Certificate will apply to
an Employee only if: (a) he has elected that benefit; and
(b) he has a "Final Confirmation Letter," with his name,
which shows his election of that benefit.

EFFECTIVE DATE January 1, 2005

This certificate describes the main features of the insurance. It does not waive or alter any of the
terms of the policy(s). If questions arise, the policy(s) will govern.

This certificate takes the place of any other issued to you on a prior date which described the
insurance.

Corporate Secretary

GM6000 CER7V23
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Explanation of Terms

You will find terms starting with capital letters throughout your certificate. To help you understand your benefits, most of
these terms are defined in the Definitions section of your certificate.

THE SCHEDULE

The Schedule is a brief outline of your maximum benefits which may be payable under your insurance. For a full
description of each benefit, refer to the appropriate section listed in the Table of Contents.

8 www.cigna.com
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Effect of Section 125 Regulations on this
Plan

Your Employer has chosen to administer this Plan in
accordance with Section 125 Regulations of the Internal
Revenue Code. Per this regulation, you may agree to a pre-
tax salary reduction put toward the cost of your benefits.
Otherwise you will receive your taxable earnings as cash

(salary).

Provisions in this certificate which allow for enrollment or
coverage changes not consistent with Section 125
Regulations are superseded by this section.

Coverage Elections

Per Section 125 Regulations, you are generally allowed to
enroll for or change coverage only before each annual
benefit period. However, exceptions are allowed if you
enroll for or change coverage within 30 days of the
following:

e the date you meet Special Enrollment criteria per
federal requirements as described in the Section
entitled "Eligibility - Effective Date/Exception to
Late Entrant Definition"; or

e the date you meet the criteria shown in the section
entitled "Change of Status."

SCT125V1

Change in Status
A change in status is defined as:

(a) change in legal marital status due to marriage, death of a
spouse, divorce, annulment or legal separation;

(b) change in number of dependents due to birth, adoption,
placement for adoption or death of a dependent;

(c) change in employment status of Employee, spouse or
dependent due to termination or start of employment,
strike, lockout, beginning or end of unpaid leave of
absence, including under Family and Medical Leave Act
(FMLA) or change in worksite;

(d) changes in employment status of Employee, spouse or
dependent resulting in eligibility or ineligibility for
coverage;

(e) change in residence of Employee, spouse or dependent;
and

(f) changes which cause a dependent to become eligible or
ineligible for coverage.

Any changes in coverage must pertain directly to the change
in status.

Court Order

A change in coverage due to and consistent with a court order
of the Employee or other person to cover a Dependent.

Medicare Eligibility/Entitlement

The Employee, spouse or Dependent cancels or reduces
coverage due to entitlement to Medicare, or enrolls or
increases coverage due to loss of Medicare eligibility.

Change in Cost of Coverage

If the cost of benefits increases or decreases during a benefit
period, your Employer may in accordance with plan terms
automatically change your elective contribution.

When the change in cost is significant, you may either
increase your contribution or elect less-costly coverage. When
a significant overall reduction is made to the benefit option
you have elected, you may elect another available benefit
option. When a new benefit option is added, you may change
your election to the new benefit option.

Changes in Coverage of Spouse or Dependent Under
Another Employer's Plan

You may make a coverage election change if the plan of your
spouse or Dependent: (a) incurs a change such as adding or
deleting a benefit option; (b) allows election changes due to
Special Enrollment, Change in Status, Court Order or
Medicare Eligibility/Entitlement; or (c) this Plan and the other
plan have different periods of coverage.

SCT125V2

How to File Your Claim

The prompt filing of any required claim form will result in
faster payment of your claim.

You may get the required claim forms from your Benefit
Plan Administrator. All fully completed claim forms and
bills should be sent directly to your servicing CG Claim
Office.

Dental Expenses

The first Dental Claim should be filed as soon as you have
incurred covered expenses. Itemized copies of your bills
should be sent with the claim form. If you have any additional
bills after the first treatment, file them periodically.

You must follow the Predetermination of Benefits procedure
when it is necessary for dental forms.
CLAIM REMINDERS

e BE SURE TO USE YOUR MEMBER ID AND
ACCOUNT NUMBER WHEN YOU FILE CG'S CLAIM

www.cigna.com
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FORMS, OR WHEN YOU CALL YOUR CG CLAIM
OFFICE:

YOUR MEMBER ID IS THE ID SHOWN ON YOUR
BENEFIT IDENTIFICATION CARD.

YOUR ACCOUNT NUMBER IS THE 7-DIGIT
POLICY NUMBER SHOWN ON YOUR BENEFIT
IDENTIFICATION CARD.

e PROMPT FILING OF ANY REQUIRED CLAIM
FORMS RESULTS IN FASTER PAYMENT OF YOUR
CLAIMS.

WARNING: Any person who knowingly presents a false or
fraudulent claim for payment of a loss or benefit is guilty of a
crime and may be subject to fines and confinement in prison.

GM6000 CI 8 CLA14V10

Accident and Health Provisions
Claims

Notice of Claim

Written notice of claim must be given to CG within 30 days
after the occurrence or start of the loss on which claim is
based. If notice is not given in that time, the claim will not be
invalidated or reduced if it is shown that written notice was
given as soon as was reasonably possible.

Claim Forms

When CG receives the notice of claim, it will give to the
claimant, or to the Policyholder for the claimant, the claim
forms which it uses for filing proof of loss. If the claimant
does not get these claim forms within 15 days after CG
receives notice of claim, he will be considered to meet the
proof of loss requirements of the policy if he submits written
proof of loss within 90 days after the date of loss. This proof
must describe the occurrence, character and extent of the loss
for which claim is made.

Proof of Loss

Written proof of loss must be given to CG within 90 days after
the date of the loss for which claim is made. If written proof of
loss is not given in that time, the claim will not be invalidated
nor reduced if it is shown that written proof of loss was given
as soon as was reasonably possible.

Physical Examination

CQG, at its own expense, will have the right to examine any
person for whom claim is pending as often as it may
reasonably require.

Legal Actions

Where CG has followed the terms of the policy, no action at
law or in equity will be brought to recover on the policy
until at least 60 days after proof of loss has been filed with
CG. No action will be brought at all unless brought within 3
years after the time within which proof of loss is required.

GM6000 PRO1 CLA43V6

Eligibility for Employee Insurance

You will become eligible for insurance on the day you
complete the waiting period if:

e youare in a Class of Eligible Employees; and
e youare an eligible, full-time Employee; and
e you normally work at least 32 hours a week.

If you were previously insured and your insurance ceased, you
must satisfy the New Employee Group Waiting Period to
become insured again. If your insurance ceased because you
were no longer employed in a Class of Eligible Employees,
you are not required to satisfy any waiting period if you again
become a member of a Class of Eligible Employees within
one year after your insurance ceased.

Initial Employee Group: You are in the Initial Employee
Group if you are employed in a class of employees on the date
that class of employees becomes a Class of Eligible
Employees as determined by your Employer.

New Employee Group: You are in the New Employee Group
if you are not in the Initial Employee Group.

Special provisions apply to Late Entrants see "Late Entrant -
Employee Waiting Period for Major Treatment" in the
"Eligibility - Effective Date" section.

Eligibility for Dependent Insurance

You will become eligible for Dependent insurance on the later
of:

e the day you become eligible for yourself; or

e the day you acquire your first Dependent.

Waiting Period
Initial Employee Group: None
New Employee Group: Date of hire

Classes of Eligible Employees

All Eligible Employee as reported to the insurance company
by your Employer.

GM6000 ELI265 DG

Employee Insurance

This Plan is offered to you as an Employee. To be insured,
you will have to pay part of the cost.

10
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Effective Date of Your Insurance

You will become insured on the date you elect the insurance
by signing an approved payroll deduction form, but no earlier
than the date you become eligible. Special provisions also
apply to Late Entrants see "Late Entrant - Employee Waiting
Period for Major Treatment" in the "Eligibility - Effective
Date" section.

You will become insured on the date you become eligible,
including if you are not in Active Service on that date due to
your health status. However, you will not be insured for any
loss of life, dismemberment or loss of income coverage until
you are in Active Service.

GM6000 ELI203

Late Entrant - Employee
You should apply for coverage when first eligible.
You are a Late Entrant if:

e you elect the insurance more than 30 days after you
become eligible; or

e you again elect it after you cancel your payroll deduction.

Late Entrant - Employee Waiting Period for Major
Treatment

Late Entrant means your enrollment form is received by CG
30 days after your date of eligibility. If you are a Late Entrant,
your coverage will become effective on the date your
enrollment form is received. During the first 12 consecutive
months of coverage, your dental benefits will be limited to
"Preventive Services" on the list of procedures shown on the
"Dental Services Schedule."

However, if you incur expenses for a Covered Dental Injury
more than 90 days after you become a late applicant, benefits
will be paid for that Covered Dental Injury subject to all other
dental plan provisions.

GM6000 ELI204

Dependent Insurance

For your Dependents to be insured, you will have to pay part
of the cost of Dependent Insurance.

Effective Date of Dependent Insurance

Insurance for your Dependents will become effective on the
date you elect it by signing an approved payroll deduction
form, but no earlier than the day you become eligible for
Dependent Insurance. All of your Dependents as defined will
be included.

If you are a Late Entrant for Dependent Insurance, the
insurance for each of your Dependents will not become
effective until you are eligible. Your Dependent's coverage

will be limited to the same level of benefits for which you are
eligible.

Your Dependents will be insured only if you are insured.

Late Entrant - Dependent
You should apply when first eligible.
You are a Late Entrant for Dependent Insurance if:

e you elect that insurance more than 30 days after you
become eligible for it; or

e you again elect it after you cancel your payroll deduction.

GM6000 ELI205

Late Entrant - Dependent Waiting Period for Major
Treatment

You are a Late Entrant for Dependent Insurance if your
enrollment form is received by CG 30 days after the
Employee's date of eligibility. If you are a Late Entrant for
Dependent Insurance your coverage will become effective on
the date your enrollment form is received. During the first 12
consecutive months of coverage, your benefits will be limited
to "Preventive Services" on the list of procedures shown on
the "Dental Services Schedule."

However, if your Dependent incurs expenses for a Covered
Dental Injury more than 90 days after you become a late
applicant, benefits will be paid for your Dependent for that
Covered Dental Injury subject to all other dental plan
provisions.

GM6000 ELI207

Requirements of the Omnibus Budget
Reconciliation Act of 1993 (OBRA '93)

These health coverage requirements do not apply to any
benefits for loss of life, dismemberment or loss of income.

Any other provisions in this certificate that provide for: (a) the
definition of an adopted child and the effective date of
eligibility for coverage of that child; and (b) eligibility
requirements for a child for whom a court order for medical
support is issued; are superseded by these provisions required
by the federal Omnibus Budget Reconciliation Act of 1993,
where applicable.

A. Eligibility for Coverage Under a Qualified Medical
Child Support Order

If a Qualified Medical Child Support Order is issued for your
child, that child will be eligible for coverage as required by the
order and you will not be considered a Late Entrant for
Dependent Insurance.

11
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You must notify your Employer and elect coverage for that
child, and yourself if you are not already enrolled, within 31
days of the Qualified Medical Child Support Order being
issued.

Qualified Medical Child Support Order

A Qualified Medical Child Support Order is a judgment,
decree or order (including approval of a settlement agreement)
or administrative notice, which is issued pursuant to a state
domestic relations law (including a community property law),
or to an administrative process, which provides for child
support or provides for health benefit coverage to such child
and relates to benefits under the group health plan, and
satisfies all of the following:

1. the order recognizes or creates a child's right to receive
group health benefits for which a participant or
beneficiary is eligible;

2. the order specifies your name and last known address, and
the child's name and last known address, except that the
name and address of an official of a state or political
subdivision may be substituted for the child's mailing
address;

3. the order provides a description of the coverage to be
provided, or the manner in which the type of coverage is
to be determined;

4. the order states the period to which it applies; and

5. if'the order is a National Medical Support Notice
completed in accordance with the Child Support
Performance and Incentive Act of 1998, such Notice
meets the requirements above.

OBRAI

The Qualified Medical Child Support Order may not require
the health insurance policy to provide coverage for any type or
form of benefit or option not otherwise provided under the
policy, except an order may require a plan to comply with
State laws regarding child health care coverage.

Payment of Benefits

Any payment of benefits in reimbursement for Covered
Expenses paid by the child, the child's custodial parent or legal
guardian, shall be made to the child, the child's custodial
parent or legal guardian, or a State official whose name and
address have been substituted for the name and address of the
child.

B. Eligibility for Coverage for Adopted Children

Any child under the age of 18 who is adopted by you,
including a child who is placed with you for adoption, will be
eligible for Dependent Insurance upon the date of placement
with you. A child will be considered placed for adoption when

you become legally obligated to support that child, totally or
partially, prior to that child's adoption.

If a child placed for adoption is not adopted, all health
coverage ceases when the placement ends, and will not be
continued.

OBRA4

12
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CIGNA Dental Preferred Provider Benefits

The Schedule

The Dental Benefits Plan offered by your Employer includes two options. When you select a Participating Provider, this plan pays a

greater share of the cost than if you were to select a Non-Participating Provider.

For You and Your Dependents

Emergency Services

The Benefit Percentage for Emergency Services incurred for charges made by a Non-Participating Provider is the same Benefit

Percentage as for Participating Provider Charges. Dental Emergency services are required immediately to either alleviate pain or to
treat the sudden onset of an acute dental condition. These are usually minor procedures performed in response to serious symptoms,
which temporarily relieve significant pain, but do not effect a definitive cure, and which, if not rendered, will likely result in a more
serious dental or medical complication.

PARTICIPATING PROVIDER:

NON-PARTICIPATING PROVIDER:

HOW YOUR DENTAL PLAN WORKS

Class 1

Preventive Care

Plan Pays 100%

There is no Deductible

Class 11

Basic Restorative

Class III

Major Restorative

You or Your Dependent pays
$50 Deductible

Plan Pays 80%

Plan Pays 50%

Class I

Preventive Care

Plan Pays 100%

There is no Deductible

Class 11

Basic Restorative

Class IIT

Major Restorative

You or Your Dependent pays
$50 Deductible

Plan Pays 80%

Plan Pays 50%

13
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Maximum Benefit

Participating Provider Classes I, II, 111 $1,000
Calendar Year Maximum

Non-Participating Provider Classes I, II, ITI $1,000
Calendar Year Maximum

Deductibles

The deductibles listed below are expenses to be paid by an Employee or Dependent for the services rendered. These Deductibles are
in addition to any other expenses, incurred for which no benefits are payable because of a coinsurance factor:

Individual Deductible $50

A person must satisfy this deductible amount for each calendar year before Dental Benefits are payable.

Family Deductible $150

After Dental Deductibles totaling $150 have been applied in a calendar year for either (a) you and your
Dependents; or (b) your Dependents, your family need not satisfy any further Dental Deductibles for the rest of
the year.

Simultaneous Accumulation of Amounts

Benefits paid for Participating and non-Participating Provider services will be applied toward both the Participating and non-
Participating Provider maximums shown in the Schedule above.

14 www.cigna.com
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Dental Benefits - CIGNA Dental
Preferred Provider

For You and Your Dependents

If you or any one of your Dependents incurs Covered
Expenses, CG will:

e deduct any Dental Deductible that applies from the
Covered Expenses first incurred in a calendar year for a
person; and

e pay for the other Covered Expenses incurred in that
calendar year up to the Maximum Covered Expense
determined from the Dental Services Schedule for each
Dental Service, subject to the Alternate Benefit Provision.

The Dental Deductible is shown in The Schedule.

Missing Teeth and Late Entrant Limit

The amount payable is 50% of the amount otherwise payable
for:

e a Class III Dental Service in the case of a Late Entrant; or

e first replacement of teeth that are missing when a person
becomes insured for these benefits.

After a person has been continuously insured for these benefits
for 24 months, this limit will no longer apply.
Maximum Benefit Provision

The total amount payable for all expenses incurred for a
person in a calendar year will not be more than the Maximum
Benefit shown in The Schedule.

Covered Expenses

The term Covered Expenses means expenses incurred by or on
behalf of you or any one of your Dependents for charges made
by a Dentist for the performance of a Dental Service listed in
the Dental Services Schedule.

Covered Expenses will include only those expenses incurred
for such charges when the Dental Service:

e s performed by or under the direction of a Dentist;
e s essential for the necessary care of the teeth; and
e starts and is completed while the person is insured.

Any portion of charges for a Dental Service that exceeds the
Maximum Covered Expense shown for that service in the
Dental Services Schedule is not included.

A Dental Service is deemed to start when the actual
performance of the service starts except that:

e for fixed bridgework and full or partial dentures, it starts
when the first impressions are taken and/or abutment teeth
are fully prepared.

e for a crown, inlay or onlay, it starts on the first date of
preparation of the tooth involved.

e for root canal therapy, it starts when the pulp chamber of
the tooth is opened.

Alternate Benefit Provision

When more than one covered Dental Service could provide
suitable treatment based on common dental standards, CG will
determine the covered Dental Service on which payment will
be based and the expenses that will be included as Covered
Expenses. Benefits will be provided for treatment rendered in
accordance with accepted dental standards for adequate and
appropriate care. You and your Dentist are free to apply this
benefit payment to the treatment of your choice; however, you
are responsible for the expenses incurred which exceed
Covered Expenses. For this reason, CG strongly recommends
the use of predetermination of benefits when major dental
services are needed, so that you and your Dentist know in
advance what the benefit plan will cover before any treatment
begins.

GM6000 DEN51V38

Predetermination of Benefits

The term Predetermination of Benefits means a review by CG
of a Dentist's description of planned treatment and expected
charges. The treatment plan should be accompanied by
supporting preoperative x-rays and any other appropriate
diagnostic materials as requested by CG or its dental
consultants. This review should be made whenever extensive
dental work (when costs exceed $500 - $1,000) is proposed.
The information should be sent to CG before the dental work
is started. If there is a major change in the treatment plan, a
revised plan should be sent to CG.

The expenses that will be included as Covered Expenses will
be determined by CG and are subject to the Alternate Benefit
Provision. When there has not been a Predetermination of
Benefits, CG will determine the expenses that will be included
as Covered Expenses at the time the claim is received.

Predetermination of Benefits does not guarantee payment. The
estimate of benefits payable may change based on the benefits,
if any, for which a person qualifies at the time services are
completed.

GM6000 DEN87
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Dental Services Schedule

Covered Dental Expenses

The following is a complete list of those dental services which
will be considered for payment by CG provided that the
services are (a) determined to be Necessary; and (b) ordered or
prescribed by a Dentist. These services must be Started while
covered and Completed while covered, except for those
services or procedures as described in your certificate in the
section "Benefits Extension."

Charges will be covered to the extent they: (a) do not exceed
the amount allowed under the Alternative Benefit Provision,;
(b) do not exceed the Maximum Covered Expense for that
service or supply; and (c¢) do not exceed the Benefit Limitation
specified for each procedure.

No payment will be made for any expense or for any service
not included in the list of Covered Dental Expenses, unless
CG agrees to accept such expense as a Covered Dental
Expense. If the expense for any dental service not listed in this
schedule is accepted for payment by CG, payment will be
made on a basis as determined by CG to be consistent with
similar services which would provide the least expensive
professionally satisfactory result.

If you or any one of your Dependents, while insured for these
benefits, incurs Covered Dental Expenses, CG will pay an
amount determined as follows:

The Maximum Covered Expense for any covered service
received from a Participating Provider is the Contracted
Fee Amount subject to the Benefit Percentage for
Participating Providers shown on the Schedule for each
class of service. The Maximum Covered Expense for any
covered service received from a non-Participating
Provider is the Contracted Fee Amount subject to the
Benefit Percentage for non-Participating Providers shown
in The Schedule for each class of service. The insured
must pay the balance up to the non-Participating
Provider's actual charge.

Payment for any benefits will be subject to any applicable
deductibles and maximum benefits shown in The Schedule.

GM6000 DES242V3

Class I Services

Diagnostic and Preventive Dental Services

Clinical oral examination - Only 1 per consecutive 6-month
period.

Prophylaxis (Cleaning) - Only 1 prophylaxis or periodontal
maintenance procedure per consecutive 6-month period.

Topical application of fluoride (excluding prophylaxis) -
Limited to persons less than 14 years old. Only one per person
per calendar year.

Topical application of sealant, per tooth, on an unrestored
permanent bicuspid or molar tooth for a person less than 14
years old - Only one treatment per tooth per lifetime.

Space Maintainers - Limited to nonorthodontic treatment for
prematurely removed or missing teeth for a person less than
14 years old.

Bitewing x-rays - Only 1 set in any calendar year. Limited to a
maximum of 4 films per set.
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Class II Services

Complete Mouth Survey or Panoramic x-rays - Only 1 in any
5 calendar years. For benefit determination purposes a full
mouth series will be determined to include bitewings and 10
or more periapical x-rays.

Individual Periapical x-rays - A maximum of 4 periapical x-
rays which are not performed in conjuction with an operative
procedure are payable in any calendar year.

Intraoral Occlusal x-rays - Limited to 2 films in any calendar
year.

Fillings

Amalgam Restorations - Multiple restorations on one surface
will be paid as a single filling. Benefits for replacement of an
existing amalgam restoration are only payable if at least 12
consecutive months have passed since the existing amalgam
was placed.

Silicate Restorations - Benefits for the replacement of an
existing silicate restoration are only payable if at least 12
consecutive months have passed since the existing filling was
placed.

Composite Resin Restorations - Restorations which either
involve the mesial or distal surface are considered single
surface restorations unless the incisal angle is also involved.
Benefits for the replacement of an existing composite
restoration are payable only if at least 12 consecutive months
have passed since the existing filling was placed. Benefits for
composite resin restorations on bicuspid and molar teeth will
be based on the benefit for the corresponding amalgam
restoration.

Pin Retention - Covered only in conjunction with amalgam or
composite restoration. Payable one time per restoration
regardless of the number of pins used.

GM6000 DES339M
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Oral Surgery

Simple Extractions

Simple Extraction - Includes an allowance for local anesthesia
and routine postoperative care.

Root Removal - Exposed Roots - Includes an allowance for
local anesthesia and routine postoperative care.
Miscellaneous Services

Palliative (emergency) Treatment of Dental Pain - Minor
Procedures - paid as a separate benefit only if no other service,
except x-rays, is rendered during the visit.

GM6000 DES344M

Class III Services

Denture Adjustments, Rebasing and Relining

Denture Adjustments - Only covered one time in any calendar
year, and only if performed more than 1 calendar year after the
insertion of the denture.

Relining Dentures, Rebasing Dentures - Limited to relining or
rebasing done more than 1 calendar year after the initial
insertion, and then not more than one time in any 3 calendar
years.

Tissue Conditioning - maxillary or mandibular - Payable only
if at least 1 calendar year has elapsed since the insertion of a
full or partial denture and only once in 3 calendar years.
Repairs to Crowns and Inlays

Recement Inlays - No limitation.

Recement Crowns - No limitation.

Repairs to Crowns - Limited to repairs performed more than
12 consecutive months after initial insertion.

Repairs to Dentures and Bridges

Repairs to Full and Partial Dentures - Limited to repairs
performed more than 1 calendar year after initial insertion.

Recement Fixed Partial Denture - Limited to repairs
performed more than 1 calendar year after initial insertion.

Fixed Partial Denture Repair, by Report - Limited to repairs
performed more than 1 calendar year after initial insertion.

GM6000 DES338M

Endodontic Procedures
Therapeutic Pulpotomy - Payable for deciduous teeth only.

Root Canal Therapy, Primary Tooth (excluding final
restoration) - Includes all preoperative, operative and

postoperative x-rays, bacteriological cultures, diagnostic tests,
local anesthesia and routine follow-up care.

Root Canal Therapy - Permanent Tooth includes all
preoperative, operative and postoperative x-rays,
bacteriological cultures, diagnostic tests, local anesthesia and
routine follow-up care.

Root Canal Therapy, Retreatment - by Report - Covered only
if more than 24 consecutive months have passed since the
original endodontic therapy and only if necessity is confirmed
by professional review.

Apexification - Includes all preoperative, operative and
postoperative x-rays, bacteriological cultures, diagnostic tests,
local anesthesia and routine follow-up care. A maximum of 3
visits per tooth are payable.

Apicoectomy - Includes all preoperative, operative and
postoperative x-rays, bacteriological cultures, diagnostic tests,
local anesthesia and routine follow-up care.

Retrograde Filling (per root) - Includes all preoperative,
operative and postoperative x-rays, bacteriological cultures,
diagnostic tests, local anesthesia and routine follow-up care.
Not separately payable on the same date and tooth as an
Apicoectomy.

Root Amputation (per root) - Includes all preoperative,
operative and postoperative x-rays, bacteriological cultures,
diagnostic tests, local anesthesia and routine follow-up care.

Hemisection - Fixed bridgework replacing the extracted
portion of a hemisected tooth is not covered. Procedure
includes local anesthesia and routine postoperative care.

GM6000 DES340M

Minor Periodontal Procedures

Periodontal Scaling and Root Planing (if not related to
periodontal surgery) - Per Quadrant - Limited to one time per
quandrant of the mouth in any consecutive 36-month period.
Not separately payable if performed on the same treatment
plan as prophylaxis.

Periodontal Maintenance Procedures Following Active
Therapy - Payable only if at least 6 consecutive months have
passed since the completion of active periodontal surgery.
Only one periodontal maintenance procedure or adult
prophylaxis is payable in any consecutive 6-month period.
This procedure includes an allowance for an exam and scaling
and root planing.

Major Periodontal Surgery

Gingivectomy - Only one periodontal surgical procedure is
covered per area of the mouth in any consecutive 36-month
period.
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Gingival Flap Procedure Including Root Planing - Only one
periodontal surgical procedure is covered per area of the
mouth in any consecutive 36-month period.

Clinical Crown Lengthening - Hard Tissue - No limitation.

Mucogingival Surgery - Per Quadrant - only one periodontal
surgical procedure is covered per area of the mouth in any
consecutive 36-month period.

Osseous Surgery - only one periodontal surgical procedure is
covered per area of the mouth in any consecutive 36-month
period.

Bone Replacement Graft - First Site Quadrant - Not payable if
performed primarily to facilitate placement of an implant.

Bone Replacement Graft - Each Additional Site in Quadrant -
Not payable if performed primarily to facilitate placement of
an implant.

Guided Tissue Regeneration - Resorbable Barrier - per Site,
per Tooth - Only one periodontal surgical procedure is
covered per area of the mouth in any consecutive 36-month
period. Not payable as a discrete procedure if performed
during the same operative session in the same site as osseous
surgery. Not payable if performed primarily to facilitate
placement of an implant.
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Pedicle Soft Tissue Graft - No limitation.

Free Soft Tissue Graft (including donor site surgery) - No
limitation.

Subepithelial Connective Tissue Graft Procedure (including
donor site surgery) - No limitation.

Distal or Proximal Wedge Procedure (when not performed in
conjunction with surgical procedures in the same anatomical
area) - No limitation.

Surgical Extractions

Surgical Extractions (except for the removal of impacted
teeth) - Includes an allowance for local anesthesia and routine
postoperative care.

Surgical Removal of Residual Tooth Roots (Cutting
Procedure) - Includes an allowance for local anesthesia and
routine postoperative care.

Other Oral Surgery

Tooth Transplantation (includes reimplantation from one site
to another and splinting and/or stabilization) - Includes an
allowance for local anesthesia and routine postoperative care.

Surgical Exposure of Impacted or Unerupted Tooth to Aid
Eruption - Includes an allowance for local anesthesia and
routine postoperative care.

Biopsy of Oral Tissue - Includes an allowance for local
anesthesia and routine postoperative care.

Alveoloplasty - Includes an allowance for local anesthesia and
routine postoperative care.
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Vestibuloplasty - Includes an allowance for local anesthesia
and routine postoperative care. Only payable when performed
primarily to facilitate insertion of a removable denture. Not
payable if performed primarily to facilitate placement of an
implant.

Radical excision of Reactive Inflammatory Lesions (Scar
Tissue or Localized Congenital Lesions) - Includes an
allowance for local anesthesia and routine postoperative care.

Removal of Odontogenic Cyst or Tumor - Includes an
allowance for local anesthesia and routine postoperative care.

Removal of Exostosis - Maxilla or Mandible - Includes an
allowance for local anesthesia and routine postoperative care.

Incision and Drainage - Includes an allowance for local
anesthesia and routine postoperative care.

Osseous, Osteoperiosteal, or Cartilage Graft of the Mandible
or Facial bones - Autogenous or Nonautogenous, by Report -
Includes an allowance for local anesthesia and routine
postoperative care. Only payable when performed primarily to
facilitate insertion of a removable denture. Not payable if
performed primarily to facilitate placement of an implant.

Frenectomy (Frenulectomy, Frenotomy), Separate Procedure -
Includes an allowance for local anesthesia and routine
postoperative care.

Excision of Hyperplastic Tissue - Per Arch - Includes an
allowance for local anesthesia and routine postoperative care.

Excision of Pericoronal Gingiva - Includes an allowance for
local anesthesia and routine postoperative care.

Synthetic Graft - Mandible or Facial Bones, by Report -
Includes an allowance for local anesthesia and routine
postoperative care. Only payable when performed primarily to
facilitate insertion of a removable denture. Not payable if
performed primarily to facilitate placement of an implant.

GM6000 DES343M

Surgical Extraction of Impacted Teeth

Surgical Removal of Impacted Tooth - Soft Tissue - The
benefit includes an allowance for local anesthesia and routine
postoperative care.

Surgical Removal of Impacted Tooth - Partially Bony - The
benefit includes an allowance for local anesthesia and routine
postoperative care.
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Surgical Removal of Impacted Tooth - Completely Bony - The
benefit includes an allowance for local anesthesia and routine
postoperative care.

Removal of Impacted Tooth - Completely Bony - with
Unusual Surgical Complications - The benefit includes an
allowance for local anesthesia and routine postoperative care.

Anesthesia and IV Sedation

General Anesthesia - Paid as a separate benefit only when
Medically or Dentally Necessary, and when administered in
conjunction with complex oral surgical procedures which are
covered under this plan.

I.V. Sedation - Paid as a separate benefit only when Medically
or Dentally Necessary, and when administered in conjunction
with complex oral surgical procedures which are covered
under this plan.

Diagnostic Procedures

Hisopathologic Examinations - Payable only if the surgical
biopsy is also covered under this plan.

Inlays, Onlays and Crowns

Inlays and Onlays - Covered only when the tooth cannot be
restored by an amalgam or composite filling due to major
decay or fracture, and then only if more than 84 consecutive
months have elapsed since the last placement.

Crowns - Covered only when the tooth cannot be restored by
an amalgam or composite filling due to major decay or
fracture, and then only if more than 84 consecutive months
have elapsed since the last placement. For persons under 16
years of age, benefits for crowns on vital teeth are limited to
Resin or Stainless Steel Crowns.

Benefits for crowns are based on the amount payable for non-
precious metal substrate.

Stainless Steel Crowns, Resin Crowns - Covered only when
the tooth cannot be restored by filling and then only 1 time in
a consecutive 36-month period. Limited to persons under the
age of 16.

Post and Core (in conjunction with a crown or inlay) -
Covered only for endodontically treated teeth with total loss of
tooth structure.

GM6000 DES346M

Prosthetics

Full Dentures - There are no additional benefits for
personalized dentures or overdentures or associated
procedures. CG will not pay for any denture until it is
accepted by the patient. Limited to one time per arch per 7
calendar years.

Partial Dentures - There are no additional benefits for
precision or semiprecision attachments. The benefit for a
partial denture includes any clasps and rests and all teeth. CG
will not pay for any denture until it is accepted by the patient.
Limited to one partial denture per arch per 7 calendar years
unless there is a Necessary extraction of an additional
Functioning Natural Tooth.

Add Tooth to existing partial denture to replace newly
extracted Functional Natural Tooth - Only if more than 1
calendar year after the insertion of the partial denture.

Complete and Partial Overdentures - There are no additional
benefits for precision or semiprecision attachments. The
benefit for a partial denture includes any clasps and rests and
all teeth. CG will not pay for any denture until it is accepted
by the patient. Limited to one partial denture per arch per 7
calendar years unless there is a Necessary extraction of an
additional Functioning Natural Tooth.

Post and Core (in Conjunction with a Fixed Bridge) - Covered
only for endodontically treated teeth with total loss of tooth
structure.

GM6000 DES348 VM
Fixed Partial Dentures (Nonprecious Metal Pontics, Crown
Abutments, and Metallic Retainers) - Benefits will be
considered for the initial replacement of a Necessary
Functioning Natural Tooth extracted while the person was
covered under the plan.

Replacement: Benefits for the replacement of an existing
bridge are payable only if the existing bridge is at least 84
months old, is not serviceable, and cannot be repaired.

Benefits for abutment crowns and pontics are based on the
amount payable for nonprecious metal substrates.

Cast Metal Retainer for Resin Bonded Fixed Bridge - Benefits
will be considered for the initial replacement of a Necessary
Functioning Natural Tooth extracted while the person was
covered under the plan.

Replacement: Benefits are based on the amount payable for
nonprecious metal substrates. Benefits for the replacement of
an existing resin bonded bridge are payable only if the existing
resin bonded bridge is at least 84 months old, is not
serviceable, and cannot be repaired.

GM6000 DES347M

Expenses Not Covered

Covered Expenses will not include, and no payment will be
made for, expenses incurred for:

e  procedures which are not included in the list of Covered
Dental Expenses;

e procedures which are not necessary and which do not
have uniform professional endorsement;
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procedures for which a charge would not have been made
in the absence of coverage or for which the covered
person is not legally required to pay;

any procedure, service, supply or appliance, the sole or
primary purpose of which relates to the change or
maintenance of vertical dimension; procedures,
appliances or restorations whose main purpose is to
diagnose or treat jaw joint problems, including
dysfunction of the temporomandibular joint and
craniomandibular disorders, or other conditions of the
joints linking the jawbone and skull, including the
complex muscles, nerves and other tissues related to that
joint; the alteration or restoration of occlusion; the
restoration of teeth which have been damaged by erosion,
attrition or abrasion; bite registration; or bite analysis;

any procedure, service, or supply provided primarily for
cosmetic purposes. Facings, repairs to facings or
replacement of facings on crowns or bridge units on
molar teeth shall always be considered cosmetic;

the initial placement of a full denture or partial denture
unless it includes the replacement of a functioning natural
tooth extracted while the person is covered under this plan
(the removal of only a permanent third molar will not
qualify a full or partial denture for benefit under this
provision);

the initial placement of a fixed bridge, unless it includes
the replacement of a functioning natural tooth extracted
while the person is covered under this plan. If a bridge
replaces both teeth which were missing prior to the date
the persons coverage became effective and teeth which
were extracted after the persons effective date, benefits
are payable only for the pontics replacing those teeth
which were extracted while the person was insured under
this plan. The removal of only a permanent third molar
will not qualify a fixed bridge for benefit under this
provision;

a surgical implant of any type including any prosthetic
device attached to it;

GM6000 DEN83 V2

crowns, inlays, cast restorations, or other laboratory
prepared restorations on teeth unless the tooth cannot be
restored with an amalgam or composite resin filling due
to major decay or fracture;

core build-ups;

replacement of a partial denture, full denture, or fixed
bridge or the addition of teeth to a partial denture unless:

(a) replacement occurs at least 84 consecutive months
after the initial date of insertion of the current full or
partial denture; or

(b) the partial denture is less than 84 consecutive months
old, and the replacement is needed due to a necessary
extraction of an additional functioning natural tooth
while the person is covered under this plan (alternate
benefits of adding a tooth to an existing appliance
may be applied); or

(c) replacement occurs at least 84 consecutive months
after the initial date of insertion of an existing fixed
bridge (if the prior bridge is less than 84 consecutive
months old, and replacement is needed due to an
additional Necessary extraction of a functioning
natural tooth while the person is covered under this
plan, benefits will be considered only for the pontic
replacing the additionally extracted tooth);

e the removal of only a permanent third molar will not
qualify an initial or replacement partial denture, full
denture or fixed bridge for benefits;
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e the replacement of crowns, cast restoration, inlay, onlay
or other laboratory prepared restorations within 84
consecutive months of the date of insertion;

e the replacement of a bridge, crown, cast restoration, inlay,
onlay or other laboratory prepared restoration regardless
of age unless necessitated by major decay or fracture of
the underlying Natural Tooth;

e replacement of a partial denture or full denture which can
be made serviceable or is replaceable;

e replacement of lost or stolen appliances;

e the replacement of teeth beyond the normal complement
of 32;

e  prescription drugs;

e any procedure, service, supply or appliance used
primarily for the purpose of splinting;

e athletic mouth guards;

e myofunctional therapy;

e  precision or semiprecision attachments;

e denture duplication;

e  separate charges for acid etch;

e labial veneers (laminate);

e treatment of jaw fractures and orthognathic surgery;
e orthodontic treatment;

e charges for sterilization of equipment, disposal of medical
waste or other requirements mandated by OSHA or other
regulatory agencies and infection control;
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charges for travel time; transportation costs; or
professional advice given on the phone;

procedures performed by a Dentist who is a member of
the covered person's family (covered person's family is
limited to a spouse, siblings, parents, children,
grandparents, and the spouse's siblings and parents);

temporary, transitional or interim dental services;

diagnostic casts, diagnostic models, or study models;

GM6000 DENS8S

any charge for any treatment performed outside of the
United States other than for Emergency Treatment (any
benefits for Emergency Treatment which is performed
outside of the United States will be limited to a maximum
0f $200.00 per 12 consecutive month period);

oral hygiene and diet instruction; broken appointments;
completion of claim forms; personal supplies (e.g., water
pick, toothbrush, floss holder, etc.); duplication of x-rays
and exams required by a third party;

procedures that are a covered expense under any other
medical plan which provides group hospital, surgical, or
medical benefits whether or not on an insured basis;

any charges, including ancillary charges, made by a
hospital, ambulatory surgical center or similar facility;

services for which benefits are not payable according to
the "General Limitations" section.
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General Limitations

Dental Benefits

No payment will be made for expenses incurred for you or any
one of your Dependents:

for or in connection with an Injury arising out of, or in the
course of, any employment for wage or profit;

for or in connection with a Sickness which is covered
under any workers' compensation or similar law;

for charges made by a Hospital owned or operated by or

which provides care or performs services for, the United

States Government, if such charges are directly related to
a military-service-connected condition;

services or supplies received as a result of dental disease,
defect or injury due to an act of war, declared or
undeclared;

to the extent that payment is unlawful where the person
resides when the expenses are incurred;

e for charges which the person is not legally required to
pay;

e for charges which would not have been made if the person
had no insurance;

e to the extent that billed charges exceed the rate of
reimbursement as described in the Dental Services
Schedule;

e for charges for unnecessary care, treatment or surgery;

e for healthcare services determined to be furnished as a
result of a referral prohibited by Maryland statutes;

e to the extent that you or any of your Dependents is in any
way paid or entitled to payment for those expenses by or
through a public program, other than Medicaid,

e for or in connection with experimental procedures or
treatment methods not approved by the American Dental
Association or the appropriate dental specialty society.
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No payment will be made for expenses incurred by you or any
one of your Dependents to the extent that benefits are paid or
payable for those expenses under the mandatory part of any
auto insurance policy written to comply with:

e any state or federal motor vehicle reparations law;
e a'"no-fault" insurance law; or
e an uninsured motorist insurance law.

CG will take into account any adjustment option chosen under
such part by you or any one of your Dependents.

However, this limitation will not operate to reduce the total
amount which you or any one of your Dependents is entitled
to receive under this Dental Insurance and any auto insurance
policy for the same expenses to less than 100% of those
expenses.

GM6000 GL3 GEN163V3

Coordination of Benefits

This section applies if you or any one of your Dependents is
covered under more than one Plan and determines how
benefits payable from all such Plans will be coordinated. You
should file all claims with each Plan.

Definitions

For the purposes of this section, the following terms have the
meanings set forth below:

Plan

Any of the following that provides benefits or services for
medical or dental care or treatment:
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(1) Group insurance and/or group-type coverage, whether
insured or self-insured which neither can be purchased by
the general public, nor is individually underwritten,
including closed panel coverage.

(2) Governmental benefits as permitted by law, excepting
Medicaid, Medicare and Medicare supplement policies.

(3) Medical benefits coverage of group, group-type, and
individual automobile contracts.

Each Plan or part of a Plan which has the right to coordinate
benefits will be considered a separate Plan.

Closed Panel Plan

A Plan that provides medical or dental benefits primarily in
the form of services through a panel of employed or
contracted providers, and that limits or excludes benefits
provided by providers outside of the panel, except in the case
of emergency or if referred by a provider within the panel.

Primary Plan

The Plan that determines and provides or pays benefits
without taking into consideration the existence of any other
Plan.

Secondary Plan

A Plan that determines, and may reduce its benefits after
taking into consideration, the benefits provided or paid by the
Primary Plan. A Secondary Plan may also recover from the
Primary Plan the Reasonable Cash Value of any services it
provided to you.
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Allowable Expense

A necessary, reasonable and customary service or expense,
including deductibles, coinsurance or copayments, that is
covered in full or in part by any Plan covering you. When a
Plan provides benefits in the form of services, the Reasonable
Cash Value of each service is the Allowable Expense and is a
paid benefit.

Examples of expenses or services that are not Allowable
Expenses include, but are not limited to the following:

(1) An expense or service or a portion of an expense or
service that is not covered by any of the Plans is not an
Allowable Expense.

(2) If you are confined to a private Hospital room and no
Plan provides coverage for more than a semiprivate
room, the difference in cost between a private and
semiprivate room is not an Allowable Expense.

(3) If you are covered by two or more Plans that provide
services or supplies on the basis of reasonable and
customary fees, any amount in excess of the highest

reasonable and customary fee is not an Allowable
Expense.

(4) If you are covered by one Plan that provides services or
supplies on the basis of reasonable and customary fees
and one Plan that provides services and supplies on the
basis of negotiated fees, the Primary Plan's fee
arrangement shall be the Allowable Expense.

(5) If your benefits are reduced under the Primary Plan
(through the imposition of a higher copayment amount,
higher coinsurance percentage, a deductible and/or a
penalty) because you did not comply with Plan
provisions or because you did not use a preferred
provider, the amount of the reduction is not an
Allowable Expense. Such Plan provisions include
second surgical opinions and precertification of
admissions or services.

Claim Determination Period

A calendar year, but does not include any part of a year
during which you are not covered under this policy or any
date before this section or any similar provision takes effect.

GM6000 COB12

Reasonable Cash Value

An amount which a duly licensed provider of health care
services usually charges patients and which is within the
range of fees usually charged for the same service by other
health care providers located within the immediate
geographic area where the health care service is rendered
under similar or comparable circumstances.

Order of Benefit Determination Rules

A Plan that does not have a coordination of benefits rule
consistent with this section shall always be the Primary
Plan. If the Plan does have a coordination of benefits rule
consistent with this section, the first of the following rules
that applies to the situation is the one to use:

(1) The Plan that covers you as an enrollee or an employee
shall be the Primary Plan and the Plan that covers you
as a Dependent shall be the Secondary Plan;

(2) If you are a Dependent child whose parents are not
divorced or legally separated, the Primary Plan shall be
the Plan which covers the parent whose birthday falls
first in the calendar year as an enrollee or employee;

(3) If you are the Dependent of divorced or separated
parents, benefits for the Dependent shall be determined
in the following order:

(a) first, if a court decree states that one parent is
responsible for the child's healthcare expenses or
health coverage and the Plan for that parent has
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actual knowledge of the terms of the order, but
only from the time of actual knowledge;

(b) then, the Plan of the parent with custody of the
child;

(c) then, the Plan of the spouse of the parent with
custody of the child;

(d) then, the Plan of the parent not having custody of
the child, and

(e) finally, the Plan of the spouse of the parent not
having custody of the child.

GM6000 COB13

(4) The Plan that covers you as an active employee (or as
that employee's Dependent) shall be the Primary Plan
and the Plan that covers you as laid-off or retired
employee (or as that employee's Dependent) shall be
the secondary Plan. If the other Plan does not have a
similar provision and, as a result, the Plans cannot
agree on the order of benefit determination, this
paragraph shall not apply.

(5) The Plan that covers you under a right of continuation
which is provided by federal or state law shall be the
Secondary Plan and the Plan that covers you as an
active employee or retiree (or as that employee's
Dependent) shall be the Primary Plan. If the other Plan
does not have a similar provision and, as a result, the
Plans cannot agree on the order of benefit
determination, this paragraph shall not apply.

(6) If one of the Plans that covers you is issued out of the
state whose laws govern this Policy, and determines
the order of benefits based upon the gender of a parent,
and as a result, the Plans do not agree on the order of
benefit determination, the Plan with the gender rules
shall determine the order of benefits.

If none of the above rules determines the order of benefits,
the Plan that has covered you for the longer period of time
shall be primary.

Effect on the Benefits of this Plan

If this Plan is the Secondary Plan, this Plan may reduce
benefits so that the total benefits paid by all Plans during a
Claim Determination Period are not more than 100% of the
total of all Allowable Expenses.

The difference between the amount that this Plan would
have paid if this Plan had been the Primary Plan, and the
benefit payments that this Plan had actually paid as the
Secondary Plan, will be recorded as a benefit reserve for
you. CG will use this benefit reserve to pay any Allowable
Expense not otherwise paid during the Claim Determination
Period.
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As each claim is submitted, CG will determine the
following:

(1) CG's obligation to provide services and supplies under
this policy;

(2) whether a benefit reserve has been recorded for you;
and

(3) whether there are any unpaid Allowable Expenses
during the Claims Determination Period.

If there is a benefit reserve, CG will use the benefit reserve
recorded for you to pay up to one hundred percent (100%)
of the total of all Allowable Expenses. At the end of the
Claim Determination Period, your benefit reserve will return
to zero (0) and a new benefit reserve shall be calculated for
each new Claim Determination Period.

Recovery of Excess Benefits

If CG pays charges for benefits that should have been paid
by the Primary Plan, or if CG pays charges in excess of
those for which we are obligated to provide under the
Policy, CG will have the right to recover the actual payment
made or the Reasonable Cash Value of any services.

CG will have sole discretion to seek such recovery from any
person to, or for whom, or with respect to whom, such
services were provided or such payments made by any
insurance company, healthcare plan or other organization. If
we request, you shall execute and deliver to us such
instruments and documents as we determine are necessary to
secure the right of recovery.

Right to Receive and Release Information

CG, without consent or notice to you, may obtain
information from and release information to any other Plan
with respect to you in order to coordinate your benefits
pursuant to this section. You must provide us with any
information we request in order to coordinate your benefits
pursuant to this section. This request may occur in
connection with a submitted claim; if so, you will be
advised that the "other coverage" information, (including an
Explanation of Benefits paid under the Primary Plan) is
required before the claim will be processed for payment. If
no response is received within 90 days of the request, the
claim will be denied. If the requested information is
subsequently received, the claim will be processed.

GM6000 COB15

Expenses For Which A Third Party May
Be Liable

This policy does not cover expenses for which another party
may be responsible as a result of having caused or contributed
to the Injury or Sickness. If you incur a Covered Expense for
which, in the opinion of CG, another party may be liable:
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1. CG shall, to the extent permitted by law, be subrogated to
all rights, claims or interests which you may have against
such party, less any court costs and legal fees which you
are required to pay, and shall automatically have a lien
upon the proceeds of any recovery by you from such party
to the extent of any benefits paid under the Policy. You or
your representative shall execute such documents as may
be required to secure CG's subrogation rights.

2. Alternatively, CG may, at its sole discretion, pay the
benefits otherwise payable under the Policy. However,
you must first agree in writing to refund to CG the lesser
of:

a. the amount actually paid for such Covered Expenses
by CG; or

b. the amount you actually receive from the third party
for such Covered Expenses;

at the time that the third party's liability is determined and
satisfied, whether by settlement, judgment, arbitration or
award or otherwise.

GM6000 CCP7 CCL7V3

Payment of Benefits

To Whom Payable

All Dental Benefits are payable to you. However, at the
option of CG and with the consent of the Policyholder, all or
any part of them may be paid directly to the person or
institution on whose charge claim is based.

If any person to whom benefits are payable is a minor or, in
the opinion of CG, is not able to give a valid receipt for any
payment due him, such payment will be made to his legal
guardian. If no request for payment has been made by his
legal guardian, CG may, at its option, make payment to the
person or institution appearing to have assumed his custody
and support.

If you die while any of these benefits remain unpaid, CG
may choose to make direct payment to any of your
following living relatives: spouse, mother, father, child or
children, brothers or sisters; or to the executors or
administrators of your estate.

Payment as described above will release CG from all
liability to the extent of any payment made.
Time of Payment

Benefits will be paid by CG when it receives due proof of loss.

Recovery of Overpayment

When an overpayment has been made by CG, CG will have
the right at any time to: (a) recover that overpayment from
the person to whom or on whose behalf it was made; or (b)

offset the amount of that overpayment from a future claim
payment.

GM6000 POB12 PMT135V16

Termination of Insurance

Termination of Insurance - Employees
Your insurance will cease on the earliest date below:

o the date you cease to be in a Class of Eligible Employees
or cease to qualify for the insurance.

e the last day for which you have made any required
contribution for the insurance.

e the date the policy is canceled.

e the last day of the calendar month in which your Active
Service ends except as described below.

Any continuation of insurance must be based on a plan which
precludes individual selection.

Temporary Layoff or Leave of Absence

If your Active Service ends due to temporary layoff or leave
of absence, your insurance will be continued until the date
your Employer: (a) stops paying premium for you; or (b)
otherwise cancels your insurance. However, your insurance
will not be continued for more than 60 days past the date your
Active Service ends.

Injury or Sickness

If your Active Service ends due to an Injury or Sickness, your
insurance will be continued while you remain totally and
continuously disabled as a result of the Injury or Sickness.
However, the insurance will not continue past the date your
Employer stops paying premium for you or otherwise cancels
the insurance.

Retirement

If your Active Service ends because you retire, your insurance
will be continued until the date on which your Employer stops
paying premium for you or otherwise cancels the insurance.

GM6000 TRM15V44

Termination of Insurance - Dependents

Your insurance for all of your Dependents will cease on the
earliest date below:

e the date your insurance ceases.
e the date you cease to be eligible for Dependent Insurance.

e the last day for which you have made any required
contribution for the insurance.
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e the date Dependent Insurance is canceled.

The insurance for any one of your Dependents will cease on
the date that Dependent no longer qualifies as a Dependent.

GM6000 TRM309

Continuation Required by Federal Law
For You and Your Dependents

The Continuation Required by Federal Law does not
apply to any benefits for loss of life, dismemberment or
loss of income.

Federal law enables you or your Dependent to continue health
insurance if coverage would cease due to a reduction of your
work hours or your termination of employment (other than for
gross misconduct). Federal law also enables your Dependents
to continue health insurance if their coverage ceases due to
your death, divorce or legal separation, or with respect to a
Dependent child, failure to continue to qualify as a Dependent.
Continuation must be elected in accordance with the rules of
your Employer's group health plan(s) and is subject to federal
law, regulations and interpretations.

A. Employees and Dependents Continuation Provision

If you and your Dependent's insurance would otherwise cease
because of a reduction in the number of hours you work or
your termination of employment for any reason other than
gross misconduct, you or your Dependent may continue health
insurance upon payment of the required premium to the
Employer. You and your Dependents must elect to continue
insurance within 60 days from the later of: (a) the date of a
reduction of your work hours or your termination of
employment; (b) the date notice of the right to continue
insurance is sent; or (c¢) the date the insurance would otherwise
cease. You must pay the first premium within 45 days from
the date you elect to continue coverage. Such insurance will
not be continued by CG for you and/or your Dependents, as
applicable, beyond the earliest of the following dates:

e 18 months from the date your work hours are reduced or
your employment terminates, whichever may occur first;

e the date the policy cancels;

e the date coverage ends due to your failure to pay the
required subsequent premium within 30 days of the due
date;

e the date your Dependent ceases to qualify as an eligible
Dependent;

e after you elect to continue this insurance, the date you
first become entitled to Medicare, and for your
Dependent, the date he first becomes entitled to Medicare;

e after you elect to continue this insurance, for you, the date
you first become covered under another group health
plan, unless you have a condition for which the new plan
limits or excludes coverage, in which case coverage will
continue until the earliest of any other point above.

COBRAI13

B. Dependent Continuation Provision

If health insurance for your Dependents would otherwise
cease because of:

(1) your death;
(2) divorce or legal separation; or

(3) with respect to a Dependent child, failure to continue to
qualify as a Dependent,

such insurance may be continued upon payment of the
required premium to the Employer. In the case of (2) or (3)
above, you or your Dependent must notify your Employer
within 60 days of such event. In addition, a Dependent must
elect to continue insurance within 60 days from the later of:
(a) the date the insurance would otherwise cease; or (b) the
date notice of the right to continue insurance is sent.

CG will not continue the health insurance of a Dependent
beyond the earliest of the following dates:

e 36 months from the date of (1), (2) or (3) above,
whichever may occur first;

o the date coverage ends due to failure to pay the required
subsequent premium within 30 days of the due date;

e after the Dependent elects to continue this insurance, the
date the Dependent first becomes entitled to Medicare;

e the date the policy cancels; or

e after the Dependent elects to continue this insurance, the
date the Dependent first becomes covered under another
group health plan, unless the Dependent has a condition
for which the new plan limits or excludes coverage, in
which case coverage will continue until the earliest of any
other point above.

C. Subsequent Events Affecting Dependent Coverage

If, within the initial 18-month continuation period, your
Dependent would lose coverage because of an event described
in (1), (2), or (3) of Section B, or because of your coverage
loss due to your subsequent entitlement to Medicare, after you
have continued your Dependent's coverage due to your
employment termination or reduction in work hours, your
Dependent may continue coverage for up to 36 months from
the date of loss of employment or reduction in work hours.

COBRA14
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If your employment ends or your work hours are reduced
within 18 months after your entitlement to Medicare, your
covered Dependent may continue coverage for up to 36
months from the date you become entitled to Medicare.

If your employment ends or your work hours are reduced
more than 18 months after your entitlement to Medicare, your
covered Dependent may continue coverage for up to 18
months from the date your employment ends or your work
hours are reduced.

Disabled Individuals Continuation Provisions

If you or your Dependent is disabled before or within the first
60 days of continuation of coverage which follow termination
of employment or a reduction in work hours, the disabled
person may continue health insurance for up to an additional
11 months beyond the 18-month period.

If you or your Dependents who are not disabled elect to
continue coverage, such family members of the disabled
person may extend coverage for up to an additional 11
months, if they otherwise remain eligible, and notice of
disability is provided as described in (b), below.

To be eligible you or your Dependent must:

(a) be declared disabled as of a day before or during the first
60 days of continuation, under Title II or XVI by the
Social Security Administration; and

(b) notify the plan administrator of the Social Security
Administration's determination within 60 days following
the determination and within the initial 18-month
continuation period, and provide the Plan Administrator
with a copy of the determination.

Termination of coverage for all covered persons during the
additional 11 months will occur if the disabled person is found
by the Social Security Administration to be no longer
disabled. Termination for this reason will occur on the first
day of the month beginning more than 30 days after the date
of the final determination.

All reasons for termination described in sections A and B
which apply to the initial 18 months will also apply to any or
all covered persons for any additional months of coverage.

COBRA4

D. Effect of Employer Chapter 11 Proceedings on Retiree
Coverage

If you are covered as a retiree, and a proceeding under USC
Chapter 11, bankruptcy for the Employer results in a
substantial loss of coverage for you or your Dependents within
one year before or after such proceeding, coverage will
continue until: a. for you, your death; and b. for your
Dependent surviving spouse or Dependent child, up to 36
months from your death.

COBRAIS

E. Payment of Premium

This Plan may require the payment of an amount that does not
exceed 102% of the applicable premium, except this Plan may
require payment of up to 150% of the Applicable Premium for
any extended period of continuation coverage for a covered
person who is disabled. The additional 48% may only be
applied to the premium for the rating category that includes
the disabled individual, and only for the additional 11 months.

Applicable Premium is determined as follows:

1. ifthe Employee alone elects to continue coverage, the
Employee will be charged the active Employee rate;

2. ifa Dependent spouse alone elects to continue coverage,
the spouse will be charged the active Employee rate;

3. ifa Dependent child or children elect to continue
coverage without a parent also electing the continuation,
each child will be charged the active Employee rate;

4. if the entire family elects to continue coverage, they will
be charged the family rate;

5. if the Schedule of Premium rates is set up on a step-rate
basis, the active rate basis that fits the individuals who
elect to continue their coverage is the rate that will be
charged. If only children elect to continue coverage, each
child will be charged the Employee Only rate.

Timely Payment

If Payment is made within the grace period in an amount not
significantly less than the amount the Plan requires to be paid,
the amount must be deemed to satisfy the Plan's requirement.
However, you must be notified and allowed at least 30 days
after notice is provided for payment to be made.

F. Providing Notification of Your Status to Health Care
Providers During the Grace Period

If, after you elect to continue coverage, a health care provider
contacts this Plan to confirm coverage for a period for which
premium has not yet been received, the Plan must give a
complete and accurate response.

COBRA17

G. Notification Requirements

Your Employer should send you initial notification of
coverage continuation rights as required by federal law; (a)
when the Plan first becomes subject to federal continuation
requirements; (b) when you are hired; and (c) when you add a
spouse as a Dependent for benefits under the Plan. Receipt of
this certificate may serve as such notice.

If you become eligible to continue coverage per federal law,
your Employer must send you notification within 14 days. If
the Plan has a Plan Administrator, the Employer must notify
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the Plan Administrator within 30 days. The Plan Administrator
must notify you within 14 days, thereafter.

If eligibility to continue coverage is due to divorce, legal
separation or a Dependent child losing eligibility for coverage
under the Plan, you or your Dependent spouse must notify
your Employer within 60 days of such event. Your Employer
must notify you of the right to continue coverage within 14
days after receipt of notification of such event.

COBRA18

Interaction With Other Continuation Benefits

A person who is eligible to continue insurance under both (1)
and (2) below may continue the insurance, upon payment of
any required premium, for a period of time not to exceed the
longer of: (1) the continuation required by federal law; or (2)
any other continuation of insurance provided in this
Certificate.

Newly Acquired Dependents

If, while your insurance is being continued under the
continuation required by federal law provisions, you acquire a
new Dependent, such Dependent will be eligible for this
Continuation provided:

e the required premium is paid; and

e CG s notified of your newly acquired Dependent in
accordance with the terms of the policy.

If events 1 or 2 of Section B should subsequently occur for
your newly acquired Dependent spouse, such spouse will not
be entitled to continue his insurance. However, your
Dependent child will be able to continue his insurance.

If events described in Section C should subsequently occur for
your child who is born, adopted or placed for adoption as a
newly acquired Dependent, coverage will be continued
according to that section.

COBRAI10

Requirements of Family and Medical Leave Act
of 1993

Any provisions of the policy that provide for: (a) continuation
of insurance during a leave of absence; and (b) reinstatement
of insurance following a return to Active Service; are modified
by the following provisions of the federal Family and Medical
Leave Act of 1993, where applicable:

A. Continuation of Health Insurance During Leave

Your health insurance will be continued during a leave of
absence if:

e that leave qualifies as a leave of absence under the Family
and Medical Leave Act of 1993; and

e you are an eligible Employee under the terms of that Act.

The cost of your health insurance during such leave must be
paid, whether entirely by your Employer or in part by you and
your Employer.

B. Reinstatement of Canceled Insurance Following Leave

Upon your return to Active Service following a leave of
absence that qualifies under the Family and Medical Leave
Act of 1993, any canceled insurance (health, life or disability)
will be reinstated as of the date of your return.

You will not be required to satisfy any eligibility or benefit
waiting period or the requirements of any Pre-existing
Condition Limitation to the extent that they had been satisfied
prior to the start of such leave of absence.

Your Employer will give you detailed information about the
Family and Medical Leave Act of 1993.

GM6000 TERS TRM191V1

Benefits Extension

Dental Benefits Extension

An expense incurred in connection with any Dental Service
that is begun while a person is insured but is completed after a
person's benefits cease will be extended for 90 days after such
person's insurance ceases.

GM6000 BE 6 BEX131V5

When You Have a Complaint, an Appeal
or a Grievance

Definitions

Adverse Decision

An Adverse Decision is a utilization review determination by
CG that: (a) a proposed or delivered Health Care Service
covered under the insured's contract is or was not Medically
Necessary, appropriate, or efficient; and (b) may result in
noncoverage of the Health Care Service.

Appeal

An Appeal is a protest filed by an insured or a health care
provider with CG under its internal Appeal process regarding
a Coverage Decision concerning an insured.

Appeal Decision

An Appeal Decision is a final determination by CG that arises
from an Appeal filed with CG under its Appeal process
regarding a Coverage Decision concerning an insured.
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Complaint

A Complaint is (1) a protest filed with the Maryland Insurance
Commissioner involving an Adverse Decision or Grievance
Decision concerning the insured; or (2) a protest filed with the
Commissioner involving a Coverage Decision.

Grievance

A Grievance is a protest by an insured or a health care
provider on behalf of the insured filed with CG through its
internal grievance process regarding an Adverse Decision
concerning the insured.

Grievance Decision

A Grievance Decision by CG is a final determination that
arises from a Grievance regarding an Adverse Decision
concerning the insured, which was filed with CG under its
internal grievance process.

Health Care Service

A Health Care Service is a health or medical care procedure or
service rendered by a health care provider that: (a) provides
testing, diagnosis, or treatment of a human disease or
dysfunction; or (b) dispenses drugs, medical devices, medical
appliances, or medical goods for the treatment of a human
disease or dysfunction.

GM6000 APL450

Medically Necessary/Medical Necessity

Medically Necessary/Medical Necessity refer to Health Care
Services and supplies which are determined by CG to be: (a)
medically required to meet the basic health needs of the
insured; (b) consistent with the diagnosis of the condition; (c¢)
consistent in type, frequency and duration of treatment with
scientifically based guidelines as determined by medical
research; (d) required for purposes other than the comfort and
convenience of the patient or his Physician; and (e) of
demonstrated medical value.

Any services precertified by the Review Organization will be
deemed Medically Necessary.

When You Have a Complaint, an Appeal or a Grievance

nn

For the purposes of this section, any reference to "you," "your"
or "Member" also refers to a representative or your treating
provider designated by you to act on your behalf; and licensed
Dentists depending on the care, treatment or service under
review.

We want you to be completely satisfied with the care you
receive. That is why we have established a process for
addressing your concerns and solving your problems.

Start With Member Services

We are here to listen and help. If you have a concern regarding
a person, a service, the quality of care, or contractual benefits,
you can call the toll-free number and explain your concern to
one of our Customer Services representatives. You can also
express that concern in writing. Please call or write to us at the
following:

Customer Services Toll-Free Number or address that
appears on you Benefit Identification card, explanation of
benefits or claim form.

GM6000 APL549 V2

Quality of Care Issues

Quality of care issues include the following: (a) malpractice
allegation; (b) negative patient outcomes related to poor care;
(c) failure to follow up on diagnostic procedures; (d) failure to
provide treatment for presenting complaints consistent with
standard of care; (e) failure to appropriately document medical
records; (f) confidentiality and privacy issues related to
medical records or care; (g) dissatisfaction of providers; (h)
qualifications of providers; (i) misdiagnosis; (j) inappropriate
referrals; (k) environmental issues related to infection control
and hazardous medical waste; (1) failure of a provider to
perform adequate medical screening, assessments, or
emergency care; (m) failure to provide an adequate internal
insured Complaint process concerning quality of care issues;
(n) failure to comply with policies and procedures concerning
delivery of care; (0) inadequate credentialing and performance
appraisal for Dentists; and (p) denial of Health Care Service
benefits by CG.

We will do our best to resolve the matter on your initial
contact. If we need more time to review or investigate your
concern, we will get back to you as soon as possible, but in
any case within 30 days.

If you are not satisfied with the results of a Coverage
Decision, such as a Claim denial or other adverse
determination you can start the Administrative Appeals
Procedure of Medical Necessity Grievance Procedure.

Internal Appeals and Grievance Procedure

CG has a one-step Appeals and Grievance Procedure for
Coverage Decisions and decisions involving Medical
Necessity. To initiate an Administrative Appeal or Medical
Necessity Grievance, you must submit a written request for an
Appeal or Grievance to the address that appears on your
Benefit Identification card, explanation of benefits or claim
form within 365 days of receipt of a denial notice. For
decisions involving Medical Necessity, a denial notice is the
same as an Adverse Decision. You should state the reason
why you feel your Appeal or Grievance should be approved
and include any information supporting your Appeal or
Grievance. If you are unable or choose not to write, you may
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ask to register your Appeal or Grievance by calling the toll-
free number on your Benefit Identification card, explanation
of benefits or claim form. If we determine that we do not have
sufficient information to complete our review, you will be
notified within 5 working days after the Filing Date of your
Grievance and will be assisted by us in gathering the
necessary information.

Filing Date means the earlier of (a) 5 days after the date of
mailing or (b) the date of receipt.

GM6000 APL743 V2

Medical Necessity Grievance Procedure

Your request to reconsider an Adverse Decision will be
reviewed and the decision made by someone not involved in
the initial decision. Grievances involving Medical Necessity
will be considered by a Dentist reviewer who is board certified
or eligible in the same specialty as the treatment under review.
The Medical Director who has responsibility for oversight of
grievance decisions is:

Douglas Hadley, MD
CIGNA HealthCare
Two Liberty Place

1601 Chestnut Street
Philadelphia, PA 19192
215-761-7057

We will make a decision and will notify you in writing of our
decision, both within 30 calendar days of the Filing Date of
your Grievance request, unless you agree in writing to an
extension for a period of no longer than 15 calendar days.

Administrative Appeal Procedure

Your request to reconsider a Coverage Decision will be
reviewed and the decision made by someone not involved in
the initial decision. We will make a final Appeal Decision and
will notify you in writing of our decision, both within 30
calendar days of your request. If more time or information is
needed to make the determination, we will notify you in
writing to request an extension of up to 15 calendar days and
to specify any additional information needed to complete the
review.

GM6000 APL451 V1

Appeals to the State of Maryland

Medical Necessity Grievance

If you are not fully satisfied with the final decision of CG's
Grievance review regarding your Medical Necessity issue, you
have the right within 30 working days to file a Complaint with
the Maryland Insurance Commissioner. The Complaint may
be filed without first filing a Grievance if you can demonstrate
to the Commissioner a compelling reason to do so. You may

also file a Complaint with the Commissioner if we fail to
make a decision on a Medical Necessity Grievance within the
required time frames. The Commissioner may be contacted at
the following address, telephone number, and fax number:

Maryland Insurance Administration
Appeals and Grievance Unit

525 St. Paul Place

Baltimore, MD 21202-2272
Telephone Number:

410-468-2000 or 1-800-492-6116
Fax Number: 410-468-2270

The Health Advocacy Unit is available to assist you in both
mediating and filing a Grievance under our internal Grievance
process. You may contact the Health Advocacy Unit of
Maryland's Consumer Protection at:

Office of the Attorney General
Consumer Protection Division
200 St. Paul Place, 16th Floor
Baltimore, MD 21202

The Unit can also be reached by calling 410-528-1840 or 1-
877-261-8807 (phone) or 410-576-6571 (fax) or by e-mail at
heau@oag.state.md.us.

GM6000 APL453

Administrative or Other Appeals

If you are not satisfied with the final Appeal Decision, you
have the right within 60 working days to file a Complaint with
the Maryland Insurance Commissioner. The Administration
may be contacted at the following address and telephone
number:

Maryland Insurance Administration
525 St. Paul Place

Baltimore, MD 21202-2272
Telephone Number: 410-468-2000

The Complaint may be filed with the Commissioner without
first filing an Appeal, and receiving a final decision if the
complaint is the subject of an initial Coverage Decision that
involves care which has not yet been rendered, and you give
sufficient information and supporting documentation in the
complaint that demonstrates an Urgent Medical Condition
exists.

If a case involves a retrospective denial, an Urgent Medical
Condition is not deemed to exist to allow you to file a
complain without first exhausting CG's internal appeal
process.

Coverage Decision means an initial determination by us that
results in noncoverage of a Health Care Service. This includes
nonpayment of all or any part of a claim. Coverage Decision
does not include decisions based on Medical Necessity.
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Urgent Medical Condition means a condition that satisfies
either of the following:

a. medical condition, including a physical condition, mental
condition, or a dental condition where the absence of
medical attention within 72 hours could reasonably be
expected, by a prudent layperson who possesses an
average knowledge of health and medicine, to result in:

(1) serious jeopardy to your life or health;

(2) your inability to regain maximum function;

(3) serious impairment to bodily functions;

(4) serious dysfunction of any bodily organ or part; or

(5) you remaining seriously mentally ill with symptoms
that cause you to be a danger to self or others; or

b. medical condition, including a physical condition, mental
condition, or a dental condition where the absence of
medical attention within 72 hours in the opinion of a
health care provider with knowledge of your medical
condition, would subject you to severe pain that cannot be
adequately managed without care or treatment that is the
subject of the Coverage Decision.

GM6000 APL454

The Health Advocacy Unit is available to assist you in both
mediating and filing an Appeal under our internal Appeal
process. You may contact the Health Advocacy Unit of
Maryland's Consumer Protection at:

Office of the Attorney General
Consumer Protection Division
200 St. Paul Place, 16th Floor
Baltimore, MD 21202

The Unit can also be reached by calling 410-528-1840 or 1-
877-261-8807 (phone) or 410-576-6571 (fax) or by e-mail at
heau@oag.state.md.us.

Legal Action

Legal Action may not be brought against CG before the
expiration of 60 days after written proof of loss has been
furnished in accordance with the terms of this Certificate, or
after the expiration of 3 years after the written proof of loss is
required to be furnished.

Notice of Benefit Determination on Appeal

Every notice of a determination on Appeal will be provided in
writing or electronically and, if an adverse determination, will
include: (1) the specific reason or reasons for the adverse
determination; (2) reference to the specific plan provisions on
which the determination is based; (3) a statement that the
claimant is entitled to receive, upon request and free of charge,
reasonable access to and copies of all document, records, and
other Relevant Information as defined; (4) a statement

describing any voluntary Appeal procedures offered by the
plan and the claimant's right to bring an action under ERISA
section 502(a); (5) upon request and free of charge, a copy of
any internal rule, guideline, protocol or other similar criterion
that was relied upon in making the adverse determination
regarding your Appeal, and an explanation of the scientific or
clinical judgment for a determination that is based on a
Medical Necessity, experimental treatment or other similar
exclusion or limit.

GM6000 APL455

In addition, notice of determination on an Appeal or
Grievance will also include the following:

(1) or Administrative Appeals;

(a) notice of the insured's right to submit a complaint to
the Commissioner within 60 working days of receipt
of a decision; and

(b) the Commissioner's address, telephone number and
fax number; and

(2) for Medical Necessity Grievances;

(a) the specific criteria and standards, including
interpretive guidelines used;

(b) the designated representative who has responsibility
for the internal Grievance process;

(c) notice of insured's right to file a complaint with the
Commissioner within 30 working days of receipt of a
Grievance Decision; and

(d) the Commissioner's address; telephone number and
fax number.

You also have the right to bring a civil action under Section
502(a) of ERISA if you are not satisfied with the decision on
review. You or your plan may have other voluntary alternative
dispute resolution options such as Mediation. One way to find
out what may be available is to contact your local U.S.
Department of Labor office and your state insurance
regulatory agency. You may also contact the Plan
Administrator.

Relevant Information

Relevant Information is any document, record, or other
information which (a) was relied upon in making the benefit
determination; (b) was submitted, considered, or generated in
the course of making the benefit determination, without regard
to whether such document, record, or other information was
relied upon in making the benefit determination; (c)
demonstrates compliance with the administrative processes
and safeguards required by federal law in making the benefit
determination; or (d) constitutes a statement of policy or
guidance with respect to the plan concerning the denied
treatment option or benefit or the claimant's diagnosis, without
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regard to whether such advice or statement was relied upon in
making the benefit determination.

Legal Action

If your plan is governed by ERISA, you have the right to bring
a civil action under Section 502(a) of ERISA if you are not
satisfied with the outcome of the Appeals Procedure. In most
instances, you may not initiate a legal action against CG until
you have completed the Internal Appeal process.

GM6000 APL745

ERISA Required Information

The name of the Plan is:
Foundation for Advanced Education in the Sciences, Inc.

The name, address, ZIP code and business telephone number
of the sponsor of the Plan is:

Foundation for Advanced Education in the Sciences, Inc.
1 Cloister Court

Bethesda, MD 20814

301-496-8063

Employer Identification Plan Number
Number (EIN)
52-0743814 501

The name, address, ZIP code and business telephone number
of the Plan Administrator is:

Employer named above

The name, address and ZIP code of the person designated as
agent for the service of legal process is:

Employer named above

The office designated to consider the appeal of denied claims
is:

The CG Claim Office responsible for this Plan

The cost of the Plan is shared by the Employee and the
Employer.

The Plan's fiscal year ends on 12/31.

The preceding pages set forth the eligibility requirements and
benefits provided for you under this Plan.

ERISA31

Plan Trustees

A list of any Trustees of the Plan, which includes name, title
and address, is available upon request to the Plan
Administrator.

Plan Type
The plan is a healthcare benefit plan.

Collective Bargaining Agreements

You may contact the Plan Administrator to determine
whether the Plan is maintained pursuant to one or more
collective bargaining agreements and if a particular
Employer is a sponsor. A copy is available for examination
from the Plan Administrator upon written request.

Discretionary Authority

The Plan Administrator delegates to CG the discretionary
authority to interpret and apply plan terms and to make
factual determinations in connection with its review of
claims under the plan. Such discretionary authority is
intended to include, but not limited to, the determination of
the eligibility of persons desiring to enroll in or claim
benefits under the plan, the determination of whether a
person is entitled to benefits under the plan, and the
computation of any and all benefit payments. The Plan
Administrator also delegates to CG the discretionary
authority to perform a full and fair review, as required by
ERISA, of each claim denial which has been appealed by the
claimant or his duly authorized representative.

ERISA29

Plan Modification, Amendment and Termination

The Employer as Plan Sponsor reserves the right to, at any
time, change or terminate benefits under the Plan, to change or
terminate the eligibility of classes of employees to be covered
by the Plan, to amend or eliminate any other plan term or
condition, and to terminate the whole plan or any part of it.
The procedure by which benefits may be changed or
terminated, by which the eligibility of classes of employees
may be changed or terminated, or by which part or all of the
Plan may be terminated, is contained in the Employer's Plan
Document, which is available for inspection and copying from
the Plan Administrator designated by the Employer. No
consent of any participant is required to terminate, modify,
amend or change the Plan.

Termination of the Plan together with termination of the
insurance policy(s) which funds the Plan benefits will have no
adverse effect on any benefits to be paid under the policy(s)
for any covered medical expenses incurred prior to the date
that policy(s) terminates. Likewise, any extension of benefits
under the policy(s) due to you or your Dependent's total
disability which began prior to and has continued beyond the
date the policy(s) terminates will not be affected by the Plan
termination. Rights to purchase limited amounts of life and
medical insurance to replace part of the benefits lost because
the policy(s) terminated may arise under the terms of the
policy(s). A subsequent Plan termination will not affect the
extension of benefits and rights under the policy(s).
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Your coverage under the Plan's insurance policy(s) will end on
the earliest of the following dates:

e the date you leave Active Service;
e the date you are no longer in an eligible class;

e if the Plan is contributory, the date you cease to
contribute;

e the date the policy(s) terminates.

See your Plan Administrator to determine if any extension
of benefits or rights are available to you or your Dependents
under this policy(s). No extension of benefits or rights will
be available solely because the Plan terminates.

ERISALS

Funding

The method for funding the insured parts of the Plan is for
the Employer to pay premiums for the insurance benefits
from the general assets of the Employer's business, after any
required contribution for the insurance benefits is obtained
from the Employees by payroll deduction. To the extent that
the premiums paid exceed the final premium costs for any
policy year, the excess will be returned to and retained by
the Employer and will not become an asset of the Plan.
However, for the insured parts of the Plan which require
Employee contribution, to the extent such premium excess
exceeds the Employer's contributions for the insurance
premiums, including the costs expended to administer the
plan, that amount will be applied by the Employer for the
sole benefit of the Employees.

ERISAI1S8

Statement of Rights

As a participant in the plan you are entitled to certain rights
and protections under the Employee Retirement Income
Security Act of 1974 (ERISA). ERISA provides that all plan
participants shall be entitled to:

Receive Information About Your Plan and Benefits

e Examine, without charge, at the Plan Administrator's
office and at other specified locations, such as worksites
and union halls, all documents governing the plan,
including insurance contracts and collective bargaining
agreements and copy of the latest annual report (Form
5500 Series) filed by the plan with the U.S. Department of
Labor and available at the Public Disclosure Room of the
Pension and Welfare Benefit Administration.

e Obtain, upon written request to the Plan Administrator,
copies of documents governing the Plan, including
insurance contracts and collective bargaining agreements,
and a copy of the latest annual report (Form 5500 Series)

and updated summary plan description. The administrator
may make a reasonable charge for the copies.

e Receive a summary of the Plan's annual financial
report. The Plan Administrator is required by law to
furnish each person under the Plan with a copy of this
summary financial report.

Continue Group Health Plan Coverage

e  Continue health care coverage for yourself, spouse or
Dependents if there is a loss of coverage under the Plan as
a result of a qualifying event. You or your Dependents
may have to pay for such coverage. Review this summary
plan description and the documents governing the Plan on
the rules governing your federal continuation coverage
rights.

e Reduction or elimination of exclusionary periods of
coverage for preexisting conditions under your group
health plan, if you have creditable coverage from another
plan. You should be provided a certificate of creditable
coverage, free of charge, from your group health plan or
health insurance issuer when you lose coverage under the
plan, when you become entitled to elect federal
continuation coverage, when your federal continuation
coverage ceases, if you request it before losing coverage,
or if you request it up to 24 months after losing coverage.
Without evidence of creditable coverage, you may be
subject to a preexisting condition exclusion for 12 months
(18 months for late enrollees) after your enrollment date
in your coverage.

ERISA19

Prudent Actions by Plan Fiduciaries

In addition to creating rights for plan participants, ERISA
imposes duties upon the people responsible for the operation
of the employee benefit plan. The people who operate your
plan, called "fiduciaries" of the Plan, have a duty to do so
prudently and in the interest of you and other plan participants
and beneficiaries. No one, including your employer, your
union, or any other person may fire you or otherwise
discriminate against you in any way to prevent you from
obtaining a welfare benefit or exercising your rights under
ERISA. If your claim for a welfare benefit is denied or
ignored you have a right to know why this was done, to obtain
copies of documents relating to the decision without charge,
and to appeal any denial, all within certain time schedules.

Enforce Your Rights

Under ERISA, there are steps you can take to enforce the
above rights. For instance, if you request a copy of plan
documents or the latest annual report from the plan and do not
receive them within 30 days, you may file suit in a federal
court. In such a case, the court may require the plan
administrator to provide the materials and pay you up to $110
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a day until you receive the materials, unless the materials were
not sent because of reasons beyond the control of the
administrator. If you have a claim for benefits which is denied
or ignored, in whole or in part, you may file suit in a state or
federal court.

In addition, if you disagree with the plan's decision or lack
thereof concerning the qualified status of a domestic relations
order or a medical child support order, you may file suit in
federal court. If it should happen that plan fiduciaries misuse
the plan's money, or if you are discriminated against for
asserting your rights, you may seek assistance from the U.S.
Department of Labor, or you may file suit in a federal court.
The court will decide who should pay court costs and legal
fees. If you are successful the court may order the person you
have sued to pay these costs and fees. If you lose, the court
may order you to pay these costs and fees, for example if it
finds your claim is frivolous.

ERISA20

Claim Determination Procedures Under
ERISA

The following complies with federal law effective July 1,
2002. Provisions of the laws of your state may supersede.

Procedures Regarding Medical Necessity Determinations

In general, health services and benefits must be medically
necessary to be covered under the plan. The procedures for
determining medical necessity vary, according to the type of
service or benefit requested, and the type of health plan.

You or your authorized representative (typically, your health
care provider) must request medical necessity determinations
according to the procedures described below, in the
Certificate, and in your provider's network participation
documents as applicable.

When services or benefits are determined to be not medically
necessary, you or your representative will receive a written
description of the adverse determination, and may appeal the
determination. Appeal procedures are described in the
Certificate, in your provider's network participation
documents, and in the determination notices.

Postservice Medical Necessity Determinations

When you or your representative requests payment for
services that include a medical necessity determination, CG
will notify you or your representative of the determination
within 30 days after receiving the request. However, if more
time is needed to make a determination due to matters beyond
CG's control CG will notify you or your representative within
30 days after receiving the request. This notice will include the
date a determination can be expected, which will be no more
than 45 days after receipt of the request. If more time is
needed because necessary information is missing from the

request, the notice will also specify what information is
needed. The determination period will be suspended on the
date CG sends such a notice of missing information, and the
determination period will resume on the date you or your
representative responds to the notice.

GM6000 ERISA24

Procedures Regarding Claim Payment
Determinations

Postservice Claim Determinations

When you or your representative requests payment for
services which have been rendered, CG will notify you of the
claim payment determination within 30 days after receiving
the request. However, if more time is needed to make a
determination due to matters beyond CG's control, CG will
notify you or your representative within 30 days after
receiving the request. This notice will include the date a
determination can be expected, which will be no more than 45
days after receipt of the request. If more time is needed
because necessary information is missing from the request, the
notice will also specify what information is needed, and you
and your representative must provide the specified information
within 45 days after receiving the notice. The determination
period will be suspended on the date CG sends such a notice
of missing information, and resume on the date you or your
representative responds to the notice.

Notice of Adverse Determination

Every notice of an adverse benefit determination will be
provided in writing or electronically, and will include all of
the following that pertain to the determination: 1. the specific
reason or reasons for the adverse determination; 2. reference
to the specific plan provisions on which the determination is
based; 3. a description of any additional material or
information necessary to perfect the claim and an explanation
of why such material or information is necessary; 4. a
description of the plan's review procedures and the time limits
applicable, including a statement of a claimant's rights to bring
a civil action under section 502(a) of ERISA following an
adverse benefit determination on appeal; 5. upon request and
free of charge, a copy of any internal rule, guideline, protocol
or other similar criterion that was relied upon in making the
adverse determination regarding your claim, and an
explanation of the scientific or clinical judgment for a
determination that is based on a medical necessity,
experimental treatment or other similar exclusion or limit; 6.
in the case of a claim involving urgent care, a description of
the expedited review process applicable to such claim.

GM6000 ERISA25
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Assistance With Your Questions

If you have any questions about your plan, you should contact
the Plan Administrator. If you have any questions about this
statement or about your rights under ERISA, or if you need
assistance in obtaining documents from the Plan
Administrator, you should contact the nearest office of the
Employee Benefits Security Administration, U.S. Department
of Labor, listed in your telephone directory or the Division of
Technical Assistance and Inquiries, Employee Benefits
Security Administration, U.S. Department of Labor, 200
Constitution Avenue N.W., Washington, D.C. 20210. You
may also obtain certain publications about your rights and
responsibilities under ERISA by calling the publications
hotline of the Employee Benefits Security Administration.

CG will provide administrative services of the following
nature: Claim Administration; Cost Containment; Financial,
Banking and Billing Administration.

Benefits provided under this certificate are fully guaranteed by
CG.

This certificate is issued by:

Connecticut General Life Insurance Company
900 Cottage Grove Road
Hartford, CT 06152

ERISA34

Definitions

Active Service
You will be considered in Active Service:

e on any of your Employer's scheduled work days if you are
performing the regular duties of your work on a full-time
basis on that day either at your Employer's place of
business or at some location to which you are required to
travel for your Employer's business.

e on a day which is not one of your Employer's scheduled
work days if you were in Active Service on the preceding
scheduled work day.

e on a day which is immediately preceded by a day you
were actually at work, and you are not totally disabled by
reason of injury or sickness on such day.

e on a full normal work day in which you perform your
regular duties.

e on a weekend, except if one or both of these days is your
employer's scheduled work day.

e on a Holiday, except when such Holiday is your
employer's scheduled work day.

e on a paid vacation.

e on any of your employer's regularly scheduled non-
working days.

e on any non-scheduled non-working days.

e on any excused leave of absence, except medical leave.

e onany emergency leave of absence, except emergency
medical leave.

DFS1439

Chewing Injury

Chewing Injury means an injury which occurs during the act
of chewing or biting. The injury may be caused by biting on a
foreign object not expected to be a normal constituent of food;
by parafunctional (i.e., abnormal) habits such as chewing on
eyeglass frames or pencils; or biting down on a suddenly
dislodged or loose dental prosthesis.

DFS1471

Contracted Fee - CIGNA Dental Preferred Provider

The term Contracted Fee refers to the total compensation level
that a provider has agreed to accept as payment for dental
procedures and services performed on an Employee or
Dependent, according to the Employee's dental benefit plan.

DFS1217

Covered Dental Injury

Covered Dental Injury means all damage to a covered person's
mouth due to an accident caused by an External Force, and all
complications arising from that damage. The term Covered
Dental Injury does not include damage to teeth, dental
appliances or prosthetic devices which results from chewing
or biting food or other substances. A Chewing Injury is not a
Covered Dental Injury.

DFS1473

Dentist

The term Dentist means a person practicing dentistry or oral
surgery within the scope of his license. It will also include a
physician operating within the scope of his license when he
performs any of the Dental Services described in the policy.

DFS24

Dependent

Dependents are:

e your lawful spouse; and

e any unmarried child of yours who is

e less than 19 years old;

34

www.cigna.com



CIGNA HealthCare

e 19 years but less than 23 years old, enrolled in school
as a full-time student and primarily supported by you;

e 19 or more years old, a grandchild of your's, and
primarily supported by you and incapable of self-
sustaining employment by reason of mental or
physical incapacity. Proof of the child's/grandchild's
condition and dependence must be submitted to CG
within 31 days after the date the child ceases to
qualify above. During the next two years CG may,
from time to time, require proof of the continuation
of such condition and dependence. After that, CG
may require proof no more than once a year.

A child includes a legally adopted child from the date of
adoption. This date is the earlier of a judicial decree of
adoption or the assumption of custody, pending adoption. A
child includes a stepchild who lives with you. It also includes
an unmarried grandchild, who is in your legal custody and
resides with you, is your dependent, and has not reached age
19, or if a student, age 23.

It also includes:
e A step child who lives with you;

e A child related to you by blood or marriage if you are the
child's legal guardian and the child's parents are deceased.

Provided that any such child is :
e Living with you in a parent-child relationship;

e Primarily dependent upon you for support and; eligible to
be reported on you or your spouses Federal Income Tax
return.

Benefits for a Dependent child or student will continue until
the end of the birth month, in the year in which the limiting
age is reached.

Anyone who is eligible as an Employee will not be considered
as a Dependent.

No one may be considered as a Dependent of more than one
Employee.

DFS1440 DG

Employee

The term Employee means a full-time employee of the
Employer. The term does not include employees who are part-
time or temporary or who normally work less than 32 hours a
week for the Employer.

DFS211 DG

Employer

The term Employer means the Policyholder and all Affiliated
Employers.

DFS212

External Force

External Force means any sudden, unexpected impact from
outside the oral cavity.

DFS1472

Functioning Natural Tooth

Functioning Natural Tooth means a Natural Tooth which is
performing its role in the mastication (i.e., chewing) process in
the covered person's upper or lower arch and which is opposed
in the covered person's other arch by another natural tooth or
prosthetic (i.e., artificial) replacement.

DFS1469

Handicapping Malocclusion

Handicapping Malocclusion means a malocclusion which
severely interferes with the ability of a person to chew food, as
determined by CG.

DFS1477

Medicaid

The term Medicaid means a state program of medical aid for
needy persons established under Title XIX of the Social
Security Act of 1965 as amended.

DFS192

Medically Necessary and/or Dentally Necessary

Services provided by a Dentist or Physician as determined by
CG are Medically/Dentally Necessary if they are:

(1) required for the diagnosis and/or treatment of the
particular dental condition or disease; and

(2) consistent with the symptom or diagnosis and treatment of
the dental condition or disease; and

(3) commonly and usually noted throughout the
medical/dental field as proper to treat the diagnosed
dental condition or disease; and

(4) the most fitting level or service which can safely be given
to you or your Dependent.

A: (1) diagnosis, (2) treatment and (3) service with respect to a
dental condition or disease, is not Medically/Dentally
Necessary if made, prescribed or delivered solely for
convenience of the patient or provider.

DFS1467
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Medicare

The term Medicare means the program of medical care
benefits provided under Title XVIII of the Social Security Act
of 1965 as amended.

DFS149

Natural Tooth

Natural Tooth means any tooth or part of a tooth that is
organic and formed by the natural development for the body
(i.e., not manufactured). Organic portions of a tooth include
the crown enamel and dentin, the root cementum and dentin,
and the enclosed pulp (nerve).

DFS1468

Necessary

Necessary means a procedure, service or supply which is
required by, and appropriate for, treatment of the covered
person's dental condition according to broadly accepted
standards of care, as determined by CG in consultation with
our dental consultant.

DFS1474

Orthodontic Treatment

Orthodontic Treatment means the corrective movement of the
teeth through the alveolar bone by means of an active
appliance to correct a handicapping malocclusion of the
mouth.

DFS1476

Participating Provider - CIGNA Dental Preferred
Provider

The term Participating Provider means a dentist, or a
professional corporation, professional association, partnership,
or other entity which has entered into a contract with CG to
provide dental services at predetermined fees.

The providers qualifying as Participating Providers may
change from time to time. A list of the current Participating
Providers will be provided by your Employer.

DFS1218xx
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