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CALIFORNIA - IMPORTANT INFORMATION

Weareheretoserveyou . ..

Y our satisfaction is very important to us. Should you have avalid claim, we fully expect to provide afair
settlement in atimely fashion. In the event you need to contact someone about this insurance coverage for any
reason, please contact your agent or feel free to contact us at the following:

Quiality Control Unit

P.O. Box 82657

Lincoln, NE 68501-2657
1-877-897-4328 (Toll-Free)

If you are not satisfied . . .

If al or part of aclaim is denied, you may request areview in writing within 180 days after receiving notice of the
benefit denial.

Y ou may send us written comments or other items to support your claim. Y ou may review and receive copies of
any non-privileged information that is relevant to your appeal. There will be no charge for such copies. You may
request the names of the experts we consulted who provided advice to us about your claim.

The appeal review will be conducted by someone other than the person who denied the initial claim and will not
be subordinate to that person. The person conducting the review will not give deference to the initial denial
decision. If the denial was based in whole or in part on amedical judgment, including determinations with regard
to whether a service was considered experimental, investigational, and/or not medically necessary, the person
conducting the review will consult with a qualified health care professional. This health care professional will be
someone other than the person who made the original judgment and will not be subordinate to that person. Our
review will include any written comments or other items you submit to support your claim.

We will review your claim promptly after we receive your request. If additional information is needed we will
only request what is reasonably necessary to handle the claim.

If your appeal is about urgent care, you may call Toll Free at 877-897-4328, and an Expedited Review will be
conducted. Verbal notification of our decision will be made within 72 hours, followed by written notice within 3
calendar days after that.

If your appeal is about benefit decisions related to clinical or medical necessity, a Standard Consultant Review
will be conducted. A written decision will be provided within 30 calendar days of the receipt of the request for

appeal.

If your appeal is about benefit decisions related to coverage, a Standard Administrative Review will be
conducted. A written decision will be provided within 60 calendar days of the receipt of the request for appeal.

If we deny any part of your claim on review, you will receive awritten notice of denia containing:

a. Thereasonsfor our decision.

b. Referenceto the parts of the Policy on which our decision is based.

c. Referenceto any interna rule or guideline relied upon in making our decision along with your right to
receive a copy of these guidelines, free of charge, upon request.
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d. Information concerning your right to receive, free of charge, copies of non-privileged documents and
records relevant to your claim.

e. A statement that you may request an explanation of the scientific or clinical judgment we relied upon to
exclude expenses that are experimental or investigational, or are not necessary or accepted according to
generally accepted standards of dental practice.

If you are not satisfied . . .

Should you feel you are not being treated fairly, we want you to know you may contact the California Department
of Insurance with your complaint and seek assistance from the governmental agency that regulates insurance.

To contact the Department, write or call:

California Department of Insurance
Consumer Communications Bureau
300 South Spring Street, South Tower
Los Angeles, CA 90013
1800927 HEL P (4357) or (213) 897-8921
TDD Number: 1-800-482-4TDD (4833)
TheHotline hoursare from 8:00 a.m. - 6:00 p.m.
Mon - Fri (Except Holidays)
http://www.insur ance.ca.gov



Thank you for choosing Ameritas Group for your eyecare care coverage. Asamember you always have complete
freedom of choice in choosing your eyecare provider; however, by choosing a PPO network provider you may
reduce your out-of-pocket expenses due to the discounted fees on covered eyecare procedures.

Pleaseread the following infor mation so you will know from whom or what group of providers eyecare
may be abtained.

For the most current and compl ete provider listing and information, please visit the Plan Member section of our
website, www.ameritas.com and click on the Find a Provider tab. Select VSP to |locate a provider in your area.

For questions regarding your eyecare benefit coverage, contact our customer relations department at 1-800-877-
7195 Monday-Friday, 6:00am - 7:00pm Pecific Time.

When scheduling your appointment, please verify the provider is an active network participant.
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No Cost Language Services. You can get an interpreter and get documents read to you in your language. For
help, call us at the number listed on your ID card or 877-233-3797. For more help call the CA Dept. of Insurance
at 1-800-927-4357. English

Al e U Jatl elocall e Jpeanll g pal Rl ol B0 SD 3e) B9 pn e o Jpeandl Gli€e; ARSI g Aap 5 Sl
L R A il 85 el oZioa gl e 3l e Jgemall 877-233-3797 &0 b ) el AL, e )
Arabic, 1-800-927-4357 280 e

Ul&wn Lhqiuljwbh Topuympmbibp: Foop Juwpon bp pupgdot dbep pipk) b uosmwpgpbpp pipbpgl uwa) dtg
hwlmp by Epkl (Bgdnd: Ogimppub hunhop dbq quobgqubwpbp Akp hPuploppub (0} wndu ) Jpow oo od
BT7-233-3797 hwiwpn: Lpugrghs ogling ppol hodwp 1-800-927-4357 hadwpn] quitiquibiwpbp Saghdnplihog p
U hnugpoepub Pudwindncp: Armenian

TR S RS - (¥R 15T BORES - Foh A s i - AT A - TR R -FETFIR RaR RS - R
RT7-233-3707 FHEEL - A0EE L abiael « 5 1-R00-027-4357 BB - Chinese

Cov Kev Pab Txhais Lus Tsis Them Ngi. Koj yoav thov tae kom mua) neeg los tahans lus rau ko thiab kem neeg nyeem cov ntawy
ua lus Hmoob. Yog xav tan kev pah, hu raw peb niawm tus xov tooj nyob hauwv koj daim yuaj ID los sis 8T7-233-3797 _ Yog xav
fau kev pab nixiv hu rau CA lub Caj Meem Fai Muab Kev Tuay Pov Hwm niawm 1-800-927-4357 Hmong

MEOEEY-C2 BFRETEREREL, FEESEALET Y-E22CHFL0AE, DI-FESFE0ESILE
BT7-233-3797 FThMLEHEOEEL ELdEHL-EShEE. AUINZFTHERT. 1-800-927-4357E8T0
EHTEL, Japanese

shRYMANASERTE 1 §rnEogmmAgRuRiiEman Bamanranigagne maniel 1wt wugriu g m el e
v inalmaeseign ywue 877-233-3797 1 appmitswuigeajs gugrdmg ruhmandigmd

INYIIE 1-800-927-4357 Khmer

25 B HU|A. Aols &= SY HH A HOA £ QO #IHE HEE SSilFe AH A8 2Ooa =
SSLILH S20 YEGa 22 Y52 D =0 LHgels gy @k BT77-233-3797 Ho2 206 =48A2. 20
AMIE MRS Bogd 22 A EL0F = 2E2, pHY HEF 18009274357 22 m2ig =AM 2, Korean

iy 33 o5l g0 gk ] i LA e B S A e 2 g 2 il AR pn e Sy Slass 2 e L 30 4y g ile Oleas
g ity Sl il gy sl la BTT-23323797 s sy ek b s il O 18 gy 48 Ll e el B0k H e L e el
Persian &5 J4E [-BO0=0274357 & el 4 (0 A0S dex o ) CA Dept. of Insurance

HES ITH AT FHN SFHE € TS gRE 94 AT d vE SRR § 1A 1TY T FeT J| 9% TR Fahg UAe!
€9 39 7T 7E= T5| HEE B8, 3TF WEE (ID) I8 'F I Fug I 7 877-233-3797 3 Aé s 79| wUT HEE BE
asRgahr faurgere Wi ftahdn & 1-800-927-4357 '3 26 5191 Punjabi

BecniaTHue YCIyIrH nepenoma. Bbl MOMETE BOCNONL30BATLEA YCNYTAMA NEPEBOOHMMKE, M BALIN NOKYMEHTH! NpOUTYT
ANA B3 HA pycokomM Azuke. Ecnn sam TpebyeTcs NoMOWE, S3E0HNTE HAM NO HOMEPY, YKa3aHHOMY HE BAWER
MOEHTUPMKEUMOHHOR kapTe, mnn BT 7-233-3797 . Ecnu sam TpebyeTca AONCNHATENEHEA NOMOLWb, SBOHUTE B
AenapramenT cTpaxosaqua wrata Kanuwdophua (Department of Insurance)] no tenedony 1-800-927-4357. Russian

Servicios de [diomas sin coste. Puede oblener un intérprete v que le lean los documentos en espafiol. Para obtener ayuda, llamenos al
mimero que figura en su tareta de identificacion o 2l 877-233-3797 . Para obtener mas ayuda, llame al Departamento de Seguros
de CA al [-800-927-4357. Spanish

Walang Gastos na mga Serbisyo sa Wika, Makakahuha ka ni interpreter o tagasalin al maipababasa mo sa Tagalog ang mga
dokumenio. Para makakuha ng tulong, tawagan kami sa numerong nakalista sa iyong ID cardosa 877-233-3797 . Parasa
karagdagang tulong, tawagan ang CA Lept. of Insurance sa 1-800-927-4357 Tagalog

Ciic Djch Vy Trg Gitdp Ngan Ngit Mién Phi. Quy vi ch thé dutge nhiin dich vy thing dich va dide ngudhi khic doc gidp ede

tai li¢u biing ti€ng Viet. D& dudge gidp 43, hily goi cho ching i tai 58 dién thoai ghi trén thé hdi vién cia quy vi hode
877-233-3797 . € duge oo ghip thém, xin goi $§ Bio Hidm California tai sd 1-800-927-4357. Vietnamese.
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SCHEDULE OF BENEFITS
OUTLINE OF COVERAGE

The Insurance for each Insured and each Insured Dependent will be based on the Insured's class shown in this
Schedule of Benefits.

Benefit Class Class Description

Class 2 Eligible Retiree

EYE CARE EXPENSE BENEFITS

When you select a Participating Provider, a discounted fee schedule is used which is intended to provide you, the
Insured, reduced out of pocket costs.

Deductible Amount:
Exams - Each Benefit Period $10
Frames and Lenses - Each Benefit Period $25

Please refer to the EYE CARE EXPENSE BENEFI TS page for details regarding frequency, limitations, and
exclusions.

9040 CA Rev. 04-13






DEFINITIONS

COMPANY refersto Ameritas Life Insurance Corp. The words "we", "us' and "our" refer to Company. Our
Home Office address is 5900 "O" Street, Lincoln, Nebraska 68510.

POLICYHOLDER refersto the Policyholder stated on the face page of the policy.
INSURED refers to a person:
a.  whoisaMember of the eligible class; and
b. who has qualified for insurance by completing the eligibility period, if any; and
c. for whom the insurance has become effective.

REGISTERED DOMESTIC PARTNER means a partner of the Insured as long as the partnership meets the
requirements for such relationship as defined in Section 297 of the California Family Code or the functional
equivalent registration of any other state or local jurisdiction.

Pursuant to Sections 381.5 and 10121.7 of the California Insurance Code, coverage shall be provided to
Registered Domestic Partners that is equal to, and subject to the same terms and conditions as, the coverage
provided to a spouse.

UN-REGISTERED DOMESTIC PARTNER. Refersto two unrelated individuals who share the necessities of

life, live together, and have an emotional and financial commitment to one another. This partnership has not been
registered with the California Secretary of State as prescribed under Section 297 of the California Family Code or
any other state or local jurisdiction.

CHILD. Child refersto the child of the Insured, a child of the Insured's spouse, a child of the Insured’s
Registered Domestic Partner, or a child of the Insured’s Un-Registered Domestic Partner, if they otherwise meet
the definition of Dependent.

DEPENDENT refersto:

a.  anlnsured's spouse or an Insured's Registered Domestic Partner or an Un-Registered Domestic
Partner.

b.  each child lessthan 26 years of age, for whom the Insured, the Insured's spouse, the Insured's
Registered Domestic Partner, or the Insured’ s Un-Registered Domestic Partner, is legally
responsible, or is eligible under the federal laws identified below, including:

i natural born children;
ii.  adopted children, éigible from the date of placement for adoption;

iii.  children covered under a Qualified Medical Child Support Order as defined by
applicable Federal and State laws.

Spouses of Dependents and children of Dependents may not be enrolled under this policy. Additiondly, if the
Policyholder’ s separate medical plans are considered to have “grandfathered status’ as defined in the federal
Patient Protection and Affordable Care Act and the Health Care and Education Reconciliation Act, Dependents
may not be eligible Dependents under such medical plansif they are eligible to enroll in an eligible employer-
sponsored health plan other than a group health plan of a parent for plan years beginning before January 1, 2014.

9060-Trust CA Rev. 04-13



Dependents that are ineligible under the Policyholder’ s separate medical plans will be ingligible under this Policy
aswell.

c. each child age 26 or older who:
i is Totally Disabled as defined below; and
ii.  becomes Totally Disabled while insured as a dependent under b. above.

Coverage of such child will not cease if proof of dependency and disability is given within 31 days of
attaining the limiting age and subsequently as may be required by us but not more frequently than annually
after theinitial two-year period following the child's attaining the limiting age. Any costs for providing
continuing proof will be at our expense.

Injury or Sicknessfor Certain Dependents

Coverage will continue for a covered Dependent student if the student is unable to remain enrolled in school
and must take a medically necessary leave of absence. Coverage will continue for a period not to exceed 24
months or the date on which coverage would otherwise terminate in accordance with the terms and provisions
of the group policy, whichever comesfirst. We may require documentation and certification by the student's
treating physician of the medical necessity of aleave of absence.

TOTAL DISABILITY describes the Insured's Dependent as:

1 Continuously incapable of self-sustaining employment because of mental retardation or physical
handicap; and
2. Chiefly dependent upon the Insured for support and maintenance.

DEPENDENT UNIT refersto al of the people who are insured as the dependents of any one Insured.

PROVIDER refersto any person who is licensed by the law of the state in which treatment is provided within the
scope of the license.

PARTICIPATING AND NON-PARTICIPATING PROVIDERS. A Participating Provider is a Provider who
has a contract with Us to provide servicesto Insureds at a discount. A Participating Provider is also referred to as
a“Network Provider.” The terms and conditions of the agreement with our network providers are available upon
request. Members are required to pay the difference between the plan payment and the Participating Provider’s
contracted fees for covered services. A Non-Participating Provider is any other provider and may also be referred
to as an “Out-of-Network Provider.” Members are required to pay the difference between the plan payment and
the provider’s actual fee for covered services. Therefore, the out-of-pocket expenses may be lower if services are
provided by a Participating Provider.

PLAN EFFECTIVE DATE refersto the date coverage under the policy becomes effective. The Plan Effective
Date for the Policyholder is shown on the policy cover. The effective date of coverage for an Insured is shown in
the Policyholder's records.

All insurance will begin at 12:01 A.M. on the Effective Date. It will end after 11:59 P.M. on the Termination
Date. All times are stated as Standard Time of the residence of the Insured.

PLAN CHANGE EFFECTIVE DATE refersto the date that the policy provisions originally issued to the
Policyholder change as requested by the Policyholder. The Plan Change Effective date for the Policyholder will
be shown on the policy cover, if the Policyholder has requested a change. The plan change effective date for an
Insured is shown in the Policyholder’ s records or on the cover of the certificate.



EMPLOYER UNIT means any business organization which has elected to participate in the PEDIT-KERN
COUNTY RETIREES.






CONDITIONS FOR INSURANCE COVERAGE
ELIGIBILITY

ELIGIBLE CLASSFOR MEMBERS. The members of the eligible class(es) are shown on the Schedule of
Benefits. Each member of the eligible class (referred to as "Member") will qualify for such insurance on the day
he or she completes the required eligibility period, if any. Members choosing to elect coverage will hereinafter be
referred to as “Insured.”

If employment is the basis for membership, a member of the Eligible Class for Insurance is any dligible retiree
with an Employer Unit working a minimum number of hours per week as required by the Employer Unit.

Retirees are included in the Eligible Class for Insurance as defined by the Employer Unit.

If both spouses are Members and if either of them insures their dependent children, then the spouse, whoever
elects, will be considered the dependent of the other. As a dependent, the person will not be considered a Member
of the Eligible Class, but will be eligible for insurance as a dependent.

ELIGIBLE CLASS FOR DEPENDENT INSURANCE. Each Member of the eligible class(es) for dependent
coverage is eligible for the Dependent Insurance under the policy and will qualify for this Dependent Insurance on
the latest of:

1. theday he or she qualifies for coverage as a Member;
2. theday he or she first becomes a Member; or
3. theday heor shefirst has a dependent. For dependent children, a newborn child will be
considered an eligible dependent upon reaching their 2™ birthday. The child may be added at
birth or within 31 days of the 2™ birthday.
A Member must be an Insured to aso insure his or her dependents.
If employment is the basis for membership, a member of the Eligible Class for Dependent Insurance is any
eligible retiree with an Employer Unit working a minimum number of hours per week as required by the
Employer Unit and has digible dependents.
Retirees are included in the Eligible Class for Dependent Insurance as defined by the Employer Unit.

Any spouse who elects to be a dependent rather than a member of the Eligible Class for Personal Insurance, as
explained above, is not a member of the Eligible Class for Dependent Insurance.

When a member of the Eligible Class for Dependent Insurance dies and, if at the date of death, has dependents
insured, the Employer Unit has the option of offering the dependents of the deceased employee continued
coverage. If elected by the Employer Unit and the affected dependents, the name of such deceased member will
continue to be listed as a member of the Eligible Class for Dependent Insurance.

When a member of the Eligible Class for Dependent Insurance dies and, if at the date of death, has dependents
insured, the Employer has the option of offering the dependents of the deceased employee continued coverage. |If
elected by the Employer and the affected dependents, the name of such deceased member will continue to be
listed as a member of the Eligible Class for Dependent Insurance.

PARTICIPATION REQUIREMENTS. The following requirement(s) must be met in order for coverage to be
placed in force, and to remain in force for each Employer Unit:

Percentage of Membersin an Employer UNit....... ..o 100%
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If the Employer Unit has 5 or more employees enrolled in the plan on the origina plan effective date, those
employees that are covered for group dental coverage elsewhere may be counted toward satisfying the
participation requirement.

Minimum Number of insured employees required of each
Employer Unit for the insurance to remain in force for that Employer Unit..........ccoovieiviiienceeeneen. 3

Dependent Insurance

Percentage of Membersin an Employer Unit which, upon entry
into the Trust, insured nine or less eligible employees...........coo i 100%

Percentage of Membersin an Employer Unit which, upon entry
into the Trust, insured ten or more eligible employees:

When contributions are NOt FEQUITEM ............eieiiireee et 100%
When contributions are reqQUITEd............ooiiii e 80%

Those dependents that are covered for group dental coverage el sewhere may be counted toward satisfying the
participation requirement.

CONTRIBUTION REQUIREMENTS. Dependent on the Employer Unit's choice, an Insured may, or may not,
be required to contribute to the payment of his or her premium.

Dependent Insurance: An Insured is required to contribute to the payment of insurance premiums for his or her
dependents.

ELIGIBILITY PERIOD. For Members eligible on the date the Employer Unit was accepted into the Trust,
coverage is effective immediately.

For persons who become Members after the date the Employer Unit was accepted into the Trust, the Eligibility
Period will be one, two, or three months of continuous active employment. The Eligibility Period is selected by
the Employer Unit, subject to the condition that the same Eligibility Period be applied to al Members within the
same Employer Unit. New Members should check with their Employer Unit to determine which Eligibility
Period was selected.

OPEN ENROLLMENT. If aMember does not elect to participate when initially digible, the Member may elect
to participate at the Policyholder's next enrollment period. This enrollment period will be held each year and
those who elect to participate in this policy at that time will have their insurance become effective on January 1.

EFFECTIVE DATE. Each Member has the option of being insured and insuring his or her Dependents. To
elect coverage, he or she must agree in writing to contribute to the payment of the insurance premiums. The
Effective Date for each Member and his or her Dependents, will be:

1. thedate on which the Member qualifies for insurance, if the Member agrees to contribute on or
before that date.

2. the date on which the Member agreesto contribute, if that date is within 31 days after the date he or
she qualifies for insurance.

EXCEPTIONS. If employment isthe basis for membership, a Member must be in active service on the date the
insurance, or any increase in insurance, isto take effect. If not, the insurance will not take effect until the day he



or shereturns to active service. Active service refers to the performance in the customary manner by an employee
of al the regular duties of his or her employment with his or her Employer Unit on afull time basis at one of the
Employer Unit's business establishments or at some location to which the Employer Unit's business requires the
employeeto travel.

A Member will bein active service on any regular non-working day if he or sheis not totally disabled on that day
and if he or she was in active service on the regular working day before that day.

But any person who isnot in active service or istotally disabled will be insured on the Effective Date if:

a.  theperson wasinsured under a policy of group insurance providing like benefits which
ended on the day immediately before the Effective Date of the policy providing this
coverage; and

b.  theperson isconsidered a Member or an eligible Dependent under the policy providing
this coverage, and had the prior policy contained the same definition of eligibility, would
have been a Member or Dependent under the prior policy.

TERMINATION DATES

INSUREDS. The insurance for any Insured, will automatically terminate on the end of the month falling on or
next following the earliest of:

1. thedatethe Insured ceases to be a Member;

2. thelast day of the period for which the Insured has contributed, if required, to the payment of insurance
premiums; or

3. thedate coverage for the Insured's Employer Unit is terminated.

4. thedatethe policy isterminated; or

5. the date the number of Insureds falls below any participation requirements shown above.

DEPENDENTS. Theinsurance for all of an Insured’ s dependents will automatically terminate on the end of the
month falling on or next following the ear liest of:

1. the date on which the Insured's coverage terminates,

2. thedate on which the Insured ceases to be a Member;

3. thelast day of the period for which the Insured has contributed, if required, to the payment of insurance
premiums; or

4. thedate al Dependent Insurance under the policy is terminated;

5. thedate all Dependent Insurance is cancelled for a specific Employer Unit; or

6. thedate this policy isterminated.

The insurance for any Dependent will automatically terminate on the end of the month falling on or next
following the day before the date on which the dependent no longer meets the definition of a dependent. See
"Definitions."

CONTINUATION OF COVERAGE. If coverage ceases according to TERMINATION DATE, someor al of
the insurance coverages may be continued. Contact the Employer Unit for details.

Labor Dispute
For Employees Only

If membership is because of employment and the Insured's active service stops because of a labor dispute, the
insurance may be continued subject to the following rules:



1. Thisprovision only applies when the Policyholder is required by a collective bargaining agreement to pay all
or part of the Insured's premiums.

2. The premium due for each Insured subject to this provision and the Insured's dependents, if applicable, will
be that shown in the policy.

3. Payment of the premium by the Insured must be to the Policyholder, union, or other collection entity and
forwarded to us on a monthly basis.

The insurance continued during such labor dispute will stop on the earliest of the following dates:
1 the date six months from the date cessation of work due to the labor dispute started.

2. the date that 75% of the Insureds subject to the labor dispute are continuing the coverage.
3

for any individual Insured:

i. the date he or she takes full-time employment with another employer.
ii. thelast day of the period for which the Insured has made a premium payment.

Neither the Policyholder or us may cancel or alter the terms of the policy during the labor dispute, except that we
can adjust premiums the same as we could if there were no labor dispute.

Any continuation of an Insured's benefits under this provision is applicable to the Insured's dependents, provided
they were insured under the policy when the labor dispute started.



EYE CARE EXPENSE BENEFITS

If an Insured has Covered Expenses under this section, we pay benefits as described. The Insured can choose any
provider at any time. We delegate vision network and claims processing of the vision benefits provided under this
plan to Vision Service Plan (VSP).

COVERED EXPENSES
Covered Expenses include the lesser of:
a. thecharge for the covered procedure furnished; or
b. the Maximum Covered Expense for such services or supplies shown in the Schedule of Eye Care
Services.

Covered Expenses are the eye care expenses incurred by an Insured for services or supplies. We pay up to the
Maximum Covered Expense shown in the Schedule of Eye Care Services.

DEDUCTIBLE AMOUNT

The Deductible Amount is on the Schedule of Benefits. It isan amount of Covered Expenses for which no
benefits are payable. It applies separately to each Insured. Benefits are paid only for those Covered Expenses
that are over the Deductible Amount.

PARTICIPATING PROVIDERS

A Participating Provider is a provider who has agreed to participate in the VSP network and agrees to provide
services and suppliesto the Insured at a discounted fee. For questions related to providers or benefit payments,
please contact VSP's Customer Care Division at (800) 877-7195.

NON-PARTICIPATING PROVIDER

A Non-Participating Provider is any other provider. Non-Participating providers may be referred to as Affiliate or
Open Access Providers. Non-Participating Providers are not subject to our Quality Management Programs. Y our
out-of-pocket expenses may be greater when you visit a Non-Participating Provider. However, more cost savings
or convenience may be available through V SP arrangements with Affiliate Providers. Please contact VSP's
Customer Care Division for details at (800) 877-7195).

EYE CARE SUPPLIES
Eye care supplies are al services listed on the Schedule of Eye Care Services. They exclude services related to
Eye Care Exams.

REQUEST FOR SERVICES

When requesting services, the Insured must advise the Participating Provider's office that he or she has coverage
under this network plan. If the Insured receives services from a Participating Provider without this notification,
the benefits may be limited to those for a Non-Participating Provider.

ASSIGNMENT OF BENEFITS

We pay benefits to the Participating Provider for services and supplies performed or furnished by them. When a
Non-Participating Provider performs services, we pay benefits to the Insured unless arranged differently through
an Affiliate or Open Access provider, or otherwise required by state regulation.

EXTENSION OF BENEFITS
If your policy terminates, we will pay claims for eye care services and supplies that you received or ordered prior
to your policy’s termination. Y ou will have six months following the date of serviceto submit your claim.

EXPENSES INCURRED
An expenseisincurred at the time a service is rendered or a supply item furnished.
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PROOF OF LOSS

Written proof of loss must be given to us within 180 days after completion of the service for aclaim to be
covered. An exception may be made if the Insured shows it was not possible to submit the proof of loss within
this period.

LIMITATIONS
This plan has the following limitation:

Some brands of spectacle frames may be unavailable at all locations for purchase as Covered Expenses, or may be
subject to additional out-of-pocket expenses. Insureds may obtain details regarding frame brand availability from
their treating provider or by calling VSP's Customer Care Division at (800) 877-7195.

This product does not offer any Affordable Care Act essential pediatric health benefits.

EXCLUSIONS
This plan does not cover:

Services and/or materials not specifically included in this Schedul e as covered Plan Benefits,

Plano lenses (lenses with refractive correction of less than plus or minus .50 diopter) except as
specificaly alowed in the frames benefit section below,

Services or materials that are cosmetic, including Plano contact lenses to change eye color and artistically
painted Contact L enses,

Two pairs of glassesin lieu of Bifocals,

Replacement of Spectacle Lenses, Frames, and/or contact lenses furnished under this plan that are lost or
damaged, except at the normal intervals when services are otherwise available,

Orthoptics or vision training and any associated supplemental testing,

Medical or surgical treatment of the eyes,

Contact lens modification, polishing or cleaning,

The refitting of Contact Lenses after the initial 90-day fitting period,

Contact Lens insurance policies or service contracts,

Additional office visits associated with contact lens pathol ogy,

Local, state and/or federal taxes, except where law requires usto pay,

Membership fees for any retail center in which an Affiliate or Open Access provider office may be
located. Covered persons may be required to purchase a membership in such entities as a condition of
accessing network benefits under the plan. Members have the option however to obtain services from any
vision provider. If amember chooses to visit an Affiliate or Open Access provider office at aretail
center, and the retail center of the provider requires the purchase of a membership in order to access their

providers, the membership is not provided under this contract and may be an additional cost to the
member.



SCHEDULE OF EYE CARE SERVICES
The following is a complete list of eye care services for which benefits payable under this section, Y ou must first pay
a Deductible for certain services as indicated on the Schedule of Benefitsin the - Eye Care Expense Benefits section.
PLAN MAXIMUM COVERED EXPENSE
SERVICE WHEN COVERED Participating Provider Non-Participating

Provider*

Vision Examination(s)
Eye Exam Once every 12 months Covered in Full Up to $ 45.00

Complete Pair of Spectacles

L enses (per pair, only one pair of lens type below allowed per covered period)

Single Vision Once every 12 months Covered in Full Up to $ 30.00

Lined Bifocal Once every 12 months Covered in Full Up to $ 50.00

Lined Trifocal Once every 12 months Covered in Full Up to $ 65.00

Lenticular Once every 12 months Covered in Full Up to $100.00
Frames

Single Frame” Once every 24 months Up to $120.00 Up to $ 70.00
Contact Lenses (in lieu of Complete Pair of Spectacles) Includes allowance for Contact Lens Fitting & Evaluation

Elective Once every 12 months Up to $120.00 Up to $105.00

Medically Necessary** Once every 12 months Covered in Full Up to $210.00

Low Vision (for severe visua problems not correctable with regular lenses, as determined by the treating provider)
Insureds can receive professional services for treatment of severe visual problems that are not correctable with
regular lenses. The treating provider determinesif an Insured’ s condition meets the criteriafor coverage of this
benefit. Insureds may contact VSP's Customer Care Division for details at (800-877-7195) for additional
information.

*nsureds may receive additional savings and some services may be covered in full by choosing to visit an Affiliate
Non-Participating Provider.

**The benefit for Medically Necessary contact lensesisin lieu of the Elective contact lenses benefit listed. The
treating provider determinesif an Insured meets the coverage criteria for this benefit.

*Frame allowance may be applied towards non-prescription sunglasses for post PRK, LASIK, or Customer LASIK
patients as determined by the V SP Participating Provider. Frame allowance may be applied towards non-
prescription sunglasses, exhausting both frame and lens eligibility.






COORDINATION OF BENEFITS

The Coordination of Benefits (COB) provision applies if an Insured person has eye care coverage under more
than one Plan. Plan isdefined below. All benefits provided under this policy are subject to this section.

The order of benefit determination rules govern the order in which each Plan will pay a claim for benefits. The
Plan that paysfirst is called the Primary plan. The Primary plan must pay benefits in accordance with its
policy terms without regard to the possibility that another Plan may cover some expenses. The Plan that pays
after the Primary plan isthe Secondary plan. The Secondary plan may reduce the benefits it pays so that
payments from all Plans do not exceed 100% of the total Allowable expense.

DEFINITIONS

A. A Plan isany of the following that provides benefits or services for medical or eye care or treatment. If
separate contracts are used to provide coordinated coverage for members of a group, the separate contracts are
considered parts of the same plan and there is no COB among those separate contracts.

(2) Plan includes: group insurance contracts, health maintenance organization (HMO) contracts, closed
panel plans or other forms of group or group-type coverage (whether insured or uninsured); medical care
components of long-term care contracts, such as skilled nursing care; medical benefits under group or
individual automobile contracts; and Medicare or any other federal governmental plan, as permitted by
law.

(2) Plan does not include: hospital indemnity coverage or other fixed indemnity coverage; accident only
coverage other than the medical benefits coverage in automobile "no fault" and traditional "fault" type
contracts; specified disease or specified accident coverage; limited benefit health coverage, as defined by
state law; school accident type coverage; benefits for non-medical components of long-term care policies,
Medicare supplement policies; Medicaid policies; or coverage under other federal governmental plans,
unless permitted by law.

Each contract for coverage under (1) or (2) is aseparate Plan. If a Plan has two parts and COB rules apply only
to one of the two, each of the partsis treated as a separate Plan.

B. This plan means, in a COB provision, the part of the contract providing the health care benefits to which the
COB provision applies and which may be reduced because of the benefits of other plans. Any other part of the
contract providing health care benefitsis separate from this plan. A contract may apply one COB provision to
certain benefits, such as eye care benefits, coordinating only with similar benefits, and may apply another COB
provision to coordinate other benefits.

C. The order of benefit determination rules determine whether This plan isaPrimary plan or Secondary plan
when the person has health care coverage under more than one Plan.

When This plan is primary, it determines payment for its benefits first before those of any other Plan without
considering any other Plan's benefits. When This plan is secondary, it determines its benefits after those of
another Plan and may reduce the benefits it pays so that all Plan benefits do not exceed 100% of the total
Allowable expense.

D. Allowable expense is a headlth care expense, including deductibles, coinsurance and co-payments, that is
covered at least in part by any Plan covering the person. When a Plan provides benefits in the form of services,
the reasonable cash value of each service will be considered an Allowable expense and a benefit paid. An
expense that is not covered by any Plan covering the person is not an Allowable expense. In addition, any
expense that a provider by law or in accordance with a contractual agreement is prohibited from charging a
covered person is not an Allowable expense.
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The following are examples of expensesthat are not Allowable expenses:

(2) If apersoniscovered by 2 or more Plans that compute their benefit payments on the basis of usual
and customary fees or relative value schedule reimbursement methodology or other similar
reimbursement methodol ogy, any amount in excess of the highest reimbursement amount for a specific
benefit is not an Allowable expense.

(2) If apersoniscovered by 2 or more Plans that provide benefits or services on the basis of negotiated
fees, an amount in excess of the highest of the negotiated feesis not an Allowable expense.

(3) If apersonis covered by one Plan that calculates its benefits or services on the basis of usual and
customary fees or relative value schedule reimbursement methodology or other similar reimbursement
methodology and another Plan that provides its benefits or services on the basis of negotiated fees, the
Primary plan's payment arrangement shall be the Allowable expense for all Plans. However, if the
provider has contracted with the Secondary plan to provide the benefit or service for a specific
negotiated fee or payment amount that is different than the Primary plan's payment arrangement and if
the provider's contract permits, the negotiated fee or payment shall be the Allowable expense used by the
Secondary plan to determine its benefits.

(4) The amount of any benefit reduction by the Primary plan because a covered person has failed to
comply with the Plan provisionsis not an Allowable expense. Examples of these types of plan
provisions include second surgical opinions, precertification of admissions, and preferred provider
arrangements.

E. Closed panel plan is aPlan that provides health care benefits to covered persons primarily in the form of
services through a panel of providers that have contracted with or are employed by the Plan, and that excludes
coverage for services provided by other providers, except in cases of emergency or referral by a panel member.

F. Custodial parent isthe parent awarded custody by a court decree or, in the absence of a court decree, is the
parent with whom the child resides more than one half of the calendar year excluding any temporary visitation.

ORDER OF BENEFIT DETERMINATION RULES

When a person is covered by two or more Plans, the rules for determining the order of benefit payments are as
follows:

A. The Primary plan pays or provides its benefits according to its terms of coverage and without regard to the
benefits of under any other Plan.

B. (1) Except as provided in Paragraph B(2) below, a Plan that does not contain a coordination of benefits
provision that is consistent with this regulation is always primary unless the provisions of both Plans state that the
complying plan is primary.

(2) Coverage that is obtained by virtue of membership in agroup that is designed to supplement a part of abasic
package of benefits and provides that this supplementary coverage shall be excess to any other parts of the Plan
provided by the contract holder. Examples of these types of situations are major medical coverages that are
superimposed over base plan hospital and surgical benefits, and insurance type coverages that are written in
connection with a Closed panel plan to provide out-of-network benefits.

C. A Plan may consider the benefits paid or provided by another Plan in calculating payment of its benefits only
when it is secondary to that other Plan.

D. Each Plan determines its order of benefits using the first of the following rules that apply:



(1) Non-Dependent or Dependent. The Plan that covers the person other than as a dependent, for
example as an employee, member, policyholder, subscriber or retireeis the Primary plan and the Plan
that covers the person as a dependent is the Secondary plan. However, if the person isaMedicare
beneficiary and, as aresult of federal law, Medicare is secondary to the Plan covering the person as a
dependent; and primary to the Plan covering the person as other than a dependent (e.g. aretired
employee); then the order of benefits between the two Plans is reversed so that the Plan covering the
person as an employee, member, policyholder, subscriber or retiree is the Secondary plan and the other
Plan isthe Primary plan.

(2) Dependent Child Covered Under More Than One Plan. Unless there is a court decree stating
otherwise, when a dependent child is covered by more than one Plan the order of benefits is determined
asfollows:

(a) For adependent child whose parents are married or are living together, whether or not they
have ever been married:

The Plan of the parent whose birthday falls earlier in the calendar year isthe Primary
plan; or

If both parents have the same birthday, the Plan that has covered the parent the longest is
the Primary plan.

(b) For a dependent child whose parents are divorced or separated or not living together, whether
or not they have ever been married:

(i) If acourt decree states that one of the parentsis responsible for the dependent child's
health care expenses or health care coverage and the Plan of that parent has actual
knowledge of those terms, that Plan is primary. Thisrule appliesto plan years
commencing after the Plan is given notice of the court decree;

(it) If acourt decree states that both parents are responsible for the dependent child's
health care expenses or health care coverage, the provisions of Subparagraph (a) above
shall determine the order of benefits;

(ii1) If acourt decree states that the parents have joint custody without specifying that one
parent has responsibility for the health care expenses or health care coverage of the
dependent child, the provisions of Subparagraph (a) above shall determine the order of
benefits; or

(iv) If there is no court decree alocating responsibility for the dependent child's health
care expenses or health care coverage, the order of benefits for the child are as follows:

The Plan covering the Custodial parent;
The Plan covering the spouse of the Custodial parent;
The Plan covering the non-custodial parent; and then
The Plan covering the spouse of the non-custodial parent.
(c) For adependent child covered under more than one Plan of individuals who are the parents of

the child, the provisions of Subparagraph (a) or (b) above shall determine the order of benefits as
if those individuals were the parents of the child.



(3) Active Employee or Retired or Laid-off Employee. The Plan that covers a person as an active
employee, that is, an employee who is neither laid off nor retired, isthe Primary plan. The Plan
covering that same person as aretired or laid-off employee is the Secondary plan. The same would hold
true if a person is a dependent of an active employee and that same person is a dependent of a retired or
laid-off employee. If the other Plan does not have this rule, and as a result, the Plans do not agree on the
order of benefits, thisruleisignored. This rule does not apply if the rule labeled D(1) can determine the
order of benefits.

(4) COBRA or State Continuation Coverage. If a person whose coverage is provided pursuant to COBRA
or under aright of continuation provided by state or other federal law is covered under another Plan, the
Plan covering the person as an employee, member, subscriber or retiree or covering the person asa
dependent of an employee, member, subscriber or retiree is the Primary plan and the COBRA or state or
other federal continuation coverage is the Secondary plan. If the other Plan does not have thisrule, and
as aresult, the Plans do not agree on the order of benefits, thisrule isignored. Thisrule does not apply if
the rule labeled D(1) can determine the order of benefits.

(5) Longer or Shorter Length of Coverage. The Plan that covered the person as an employee, member,
policyholder, subscriber or retiree longer isthe Primary plan and the Plan that covered the person the
shorter period of timeis the Secondary plan.

(6) If the preceding rules do not determine the order of benefits, the Allowable expenses shall be shared
equally between the Plans meeting the definition of Plan. In addition, This plan will not pay more than
it would have paid had it been the Primary plan.

EFFECT ON THE BENEFITSOF THISPLAN

A. When This plan is secondary, it may reduce its benefits so that the total benefits paid or provided by al Plans
during a plan year are not more than the total Allowable expenses. In determining the amount to be paid for any
claim, the Secondary plan will calculate the benefits it would have paid in the absence of other health care
coverage and apply that calculated amount to any Allowable expense under its Plan that is unpaid by the
Primary plan. The Secondary plan may then reduce its payment by the amount so that, when combined with
the amount paid by the Primary plan, the total benefits paid or provided by all Plans for the claim do not exceed
the total Allowable expense for that claim. In addition, the Secondary plan shall credit to its plan deductible any
amounts it would have credited to its deductible in the absence of other health care coverage.

B. If acovered person is enrolled in two or more Closed pand plans and if, for any reason, including the
provision of service by a non-panel provider, benefits are not payable by one Closed panel plan, COB shall not
apply between that Plan and other Closed panel plans.

RIGHT TO RECEIVE AND RELEASE NEEDED INFORMATION

Certain facts about health care coverage and services are needed to apply these COB rules and to determine
benefits payable under This plan and other Plans. The Company may get the facts it needs from or give them to
other organizations or persons for the purpose of applying these rules and determining benefits payable under
This plan and other Plans covering the person claiming benefits. The Company need not tell, or get the consent
of, any person to do this. Each person claiming benefits under This plan must give the Company any facts it
needs to apply those rules and determine benefits payable.

FACILITY OF PAYMENT
A Payment made under another Plan may include an amount that should have been paid under Thisplan. If it

does, the Company may pay that amount to the organization that made that payment. That amount will then be
treated as though it were a benefit paid under T his plan. The Company will not have to pay that amount again.



The term "payment made" includes providing benefits in the form of services, in which case "payment made"
means the reasonable cash value of the benefits provided in the form of services.

RIGHT OF RECOVERY

If the amount of the payments made by the Company is more than it should have paid under this COB provision,
it may recover the excess from one or more of the personsit has paid or for whom it has paid; or any other person
or organization that may be responsible for the benefits or services provided for the covered person. The "amount
of the payments made" includes the reasonable cash value of any benefits provided in the form of services.






GENERAL PROVISIONS

NOTICE OF CLAIM. Written notice of aclaim must be given to us within 90 days after the incurred date of the
services provided for which benefits are payable.

Notice must be given to us at our Home Office, or to one of our agents. Notice should include the Policyholder's
name, Insured's name, and policy number. If it was not reasonably possible to give written notice within the 90
day period stated above, we will not reduce or deny a claim for this reason if noticeisfiled as soon asis
reasonably possible.

CLAIM FORMS. When we receive the notice of a claim, we will send the claimant forms for filing proof of
loss. If these forms are not furnished within 15 days after the giving of such notice, the claimant will meet our
proof of loss requirements by giving us awritten statement of the nature and extent of loss within the time limit
for filing proofs of loss.

PROOF OF LOSS. Written proof of loss must be given to us within 90 days after the incurred date of the
services provided for which benefits are payable. If it isimpossible to give written proof within the 90 day
period, we will not reduce or deny a claim for this reason if the proof isfiled as soon asis reasonably possible.
For Eye Care benefits that use either the EyeMed or V SP network, please refer to the limitations section on the
Eye Care Expense Benefits page.

TIME OF PAYMENT. Wewill pay al benefitsimmediately when we receive due proof. Any balance
remaining unpaid at the end of any period for which we are liable will be paid at that time.

PAYMENT OF BENEFITS. Participating Providers have agreed to accept assignment of benefits for services

and supplies performed or furnished by them. When a Non-Participating Provider performs services, all benefits
will be paid to the Insured unless otherwise indicated by the Insured's authorization to pay the Non-Participating

Provider directly.

FACILITY OF PAYMENT. If anInsured or beneficiary is not capable of giving usavalid receipt for any
payment or if benefits are payable to the estate of the Insured, then we may, at our option, pay the benefit up to an
amount not to exceed $5,000, to any relative by blood or connection by marriage of the Insured who is considered
by usto be equitably entitled to the benefit.

Any equitable payment made in good faith will release us from liability to the extent of payment.

PROVIDER-PATIENT RELATIONSHIP. The Insured may choose any Provider who is licensed by the law
of the state in which treatment is provided within the scope of their license. We will in no way disturb the
provider-patient relationship.

LEGAL PROCEEDINGS. No legal action can be brought against us until 60 days after the Insured sends us the
required proof of loss. No legal action against us can start more than five years after proof of lossis required.

INCONTESTABILITY. We cannot contest the validity of the policy after one year from the date of issue
except for non-payment of premiums. We cannot contest an Insured's insurability after his or her insurance has
been in force for one year while the Insured isaive. Any of the Insured's statements that we contest must bein a
written application signed by the Insured.

TERMINATION OF EMPLOYER UNIT PARTICIPATION UNDER THE POLICY. In addition to the
Policy termination rights contained elsewhere, we may terminate a particular Employer Unit's participation under
the policy for any one or more of the following reasons:

a. failureto make required premium payments;
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b. the number of Insureds falls below any participation requirements shown in the Conditions for Insurance
Coverage.

c. thefailure of the Employer Unit to satisfy the conditions for participation in the PEDIT-KERN COUNTY
RETIREES or the policy.

INSURANCE DATA. The Policyholder and the Employer Unit, including each Insured, will furnish, at our
request, data necessary to administer this policy. The datawill include, but not be limited to the following:

i. datanecessary for usto calculate premiums,
ii.  datanecessary for usto determine a person's effective date or termination date of insurance;

We shall reserve the right to inspect any of the Policyholder or Employer Unit's records we find necessary to
properly administer this policy. Any inspectionswill be at atime and place convenient to the Policyholder and/or
the Employer Unit.

We will not refuse to insure a person who is eligible to be insured just because the Policyholder or the Employer
Unit fails or errsin giving us the date necessary to include that person for coverage. An Insured's insurance will
not stay in force nor an amount of insurance be continued after the termination date, according to the Conditions
for Insurance, because the Policyholder and/or Employer Unit fails or errs in giving us the necessary data
concerning an Insured's termination.

WORKER’'S COMPENSATION. The coverage provided under the Policy is not a substitute for coverage
under a workmen’'s compensation or state disability income benefit law and does not relieve the Policyholder of
any obligation to provide such coverage.



YOUR INFORMATION. YOUR RIGHTS. OUR RESPONSIBILITIES.

THISNOTICE OF PRIVACY PRACTICES (“NOTICE”) DESCRIBESHOW MEDICAL
INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET
ACCESSTO THISINFORMATION. PLEASE REVIEW IT CAREFULLY.

This Notice applies to the Group Divisions of Ameritas Life Insurance Corp. and Ameritas Life Insurance Corp.
of New York. We are required to abide by the terms of this Notice aslong as it remainsin effect. We reserve the
right to change the terms of this Notice as necessary and to make the new Notice effective for al persona health
information maintained by us.

Ameritas Privacy Office Contact Information: To assert any of your rightswith respect to this Notice, or
to obtain an authorization form, please call 1-800-487-5553 and request the appropriate form. Please dir ect
any questions about this Notice or requestsfor further information, or to filea complaint: The Privacy
Office, Attn. HIPAA Privacy, P.O. Box 81889, Lincoln, NE 68501-1889, or e-mail us at

privacy @ameritas.com.

YOUR RIGHTS
YOU HAVE THE RIGHT TO:

Get a copy of your claimsrecords

Y ou can ask to see or get a copy of your claims records we maintain about you. Ask us how to do this.
We will provide a copy or a summary of your claims records, usually within 30 days of your request. We
may charge a reasonable, cost-based fee.

Correct your claimsrecords

Y ou can ask usto correct your claims records if you think they are incorrect or incomplete. Ask us how to
do this.
We may say “no” to your request, but we'll tell you why in writing within 60 days

Request confidential communication

You can ask usto contact you in a specific way (for example, home or office phone) or to send mail to a different
address. We will consider all reasonable requests, and must say “yes’ if you tell us you would be in danger if we
do not.

Ask usto limit the information we share

You can ask us not to use or share certain health information for treatment, payment, or our operations.
We are not required to agree to your request, and we may say "no" if it would affect payment for your
care.

Get alist of those with whom we've shared your information

You can ask for alist (accounting) of the times we' ve shared your health information for six years prior to
the date you ask, who we shared it with, and why. We will include all the disclosures except for those
about treatment, payment, and health care operations, and certain other disclosures (such as any you asked
us to make).

We Il provide one accounting a year for free but will charge a reasonable, cost-based fee if you ask for
another one within 12 months.

Get a copy of this Privacy Notice

HIPAA Notice



You can ask for a paper copy of this Notice at any time, even if you have agreed to receive the Notice
electronically. We will provide you with a paper copy promptly.

Choose someone to act for you

If you have given someone medical power of attorney or if someone is your legal guardian, that person can
exercise your rights and make choices about your health information. We will make sure the person has this
authority and can act for you before we take any action.

File a complaint if you believe your privacy rights have been violated

You can complain if you feel we have violated your rights by contacting us using the contact information
above.

Y ou can file acomplaint with the U.S. Department of Health and Human Services Office for Civil Rights
by sending a letter to 200 Independence Avenue, S.W., Washington, D.C. 20201, calling 1-877-696-6775,
or visiting www.hhs.gov/ocr/ privacy/hipaa/complaints. We will not retaliate against you for filing a
complaint.

YOUR CHOICES

For certain health information, you can tell usyour choices about what we share. If you have a clear
preference for how we share your information in the situations described below, talk to us. Tell us what you want
us to do, and we will follow your instructions.

Answer coverage questions from your family and friends.

At your directions we will share information with your family, close friends, or othersinvolved in

payment for your care.

Shareinformation in a disaster relief situation.
If you are not able to tell us your preference, for example if you are unconscious, we may go ahead and share
your information if we believe it isin your best interest. We may also share your information when needed to
lessen a serious and imminent threat to health or safety.

We will not shareyour personal information for marketing purposesor sell your personal information
unless you give usyour written permission to do so.

OUR USES AND DISCLOSURES

How do we typically use or shareyour health information?
We typically use or share your health information in the following ways.

Run our organization
We can use and disclose your information to run our organization and contact you when necessary.
We are not allowed to use genetic information to decide whether we will give you coverage and the price

of that coverage.

Example: We use hedlth information about you to develop better coverage and service offerings for our
insured members, including you.

Pay for your health services

We can use and disclose your health information as we pay for your health services.



Example: We share information about you with other health benefit plans that you might also be covered
by to coordinate payment for your health services.

Administer your health plan
We may disclose your health information to your health plan sponsor for plan administration.

Example: Y our company contracts with usto provide a health plan, and we provide your company with
certain statistics to explain the premiums we charge.

HOW EL SE CAN WE USE OR SHARE YOUR HEALTH INFORMATION?

We are allowed or required to share your information in other ways— usually in ways that contribute to the public
good, such as public health and research. We have to meet many conditions in the law before we can share your
information for these purposes. For more information see: www. hhs.gov/ocr/privacy/hipaa /understanding/
consumers/index.html.

Help with public health and safety issues — We can share your health information in certain situations such asto
help prevent disease or to report suspected abuse, neglect or domestic violence.

Comply with the law — We will share information about you if state or federa laws require it, including with the
Department of Health and Human Services if it wants to see that we' re complying with federal privacy law.

Addressworkers compensation, law enfor cement, and other gover nment requests—We can shar e health
information about you:

For workers compensation claims.
For law enforcement purposes or with alaw enforcement official.
With health oversight agencies for activities authorized by law.

Respond to lawsuits and legal actions— We can share health information about you in response to a court or
administrative order, or in response to a subpoena.

OUR RESPONSIBILITIES

We are required by law to maintain the privacy and security of your protected health information.

We will let you know promptly if a breach occurs that may have compromised the privacy or security of
your information.

We must follow the duties and privacy practices described in this Notice and give you a copy of it.

We will not use or share your information other than as described here unless you tell uswe canin
writing. If you tell us we can, you may change your mind at any time. Let us know in writing if you
change your mind.

For more information see: www.hhs.gov/ocr/privacy/hipaa /understanding/consumers/noticepp.html.

This Revised Notice is effective 9/23/13.






