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SUMMARY

Overview of Medical Resident Benefits

	Benefit
	Description
	Cost per Pay Period

	
	
	Single
	Family

	Health Insurance
	PersonalCare HMO
	$3.50
	23.00

	Dental Insurance
	· $50 deductible per person

· Plan pays $750 per year per person

· No orthodontics
	$0
	$4.00

	Long Term Disability
	60% in-occupation coverage to age 65
	$0
	N/A

	Life Insurance
	$50,000 group term life insurance
	$0
	N/A


GENERAL INFORMATION

Eligibility – If you are a medical resident on contract with St. John's Hospital through affiliation with the SIU School of Medicine, you can elect to cover yourself, your spouse, and any unmarried dependent children ages 18 and younger. If you have unmarried dependent children ages 19 through 24 who are full-time students, they can be covered as well. At age 19, handicapped children who are currently enrolled in the health care and/or dental plan(s) may be covered beyond the standard age limits if evidence of incapacity is provided.

Enrollment – Enrollment in the Medical Resident Benefit Plan will occur upon your hire date.

CHANGE IN OPTION – Your Medical Resident Benefit Plan election made prior to the beginning of the Plan Year must remain in effect for the entire Plan Year, unless a life event occurs. The Internal Revenue Service requires strict adherence to this rule by all eligible participants. Once you have made your choice, you may not change from single to family coverage or family to single coverage; and you may not drop coverage or enroll. If you select “no coverage” for your dental election, you may not add dental coverage for two Plan Years. The Plan Year is defined as the calendar year (January 1 - December 31).

Life Event – You could experience a life event during the Plan Year which directly impacts your Benefit Plan choices for health care, dental and/or spending accounts. If your life event is a change in marital status (i.e. marriage, divorce, legal separation), loss or gain of a dependent (includes adoption) impacting plan status, loss or gain of your spouse’s benefit coverage, a major continuing change in your scheduled hours or a transfer between Affiliates, you may make changes in the benefits impacted by the event. Contact your Human Resources Department within 30 days of the event for an explanation of the changes allowed by the Internal Revenue Service based on your particular situation.


Paying For Benefits Before Taxes With Salary Reduction

With salary reduction, (I.R.S. Code Section 125) you pay your share of your benefits program before Federal, State, and F.I.C.A. taxes are withheld from your paycheck. This actually increases your purchasing power and is a tax-efficient way to purchase your benefits coverage. So, you have a higher take-home pay than if you paid for your benefits with after-tax dollars. Insurance benefit premiums are paid with before-tax dollars.

You should be aware that the use of salary reduction to purchase benefits may have a slight effect on the benefits you and your family will receive from Social Security at retirement or in the event of your disability or death. Social Security amounts are determined using a formula that takes your F.I.C.A. taxable income into account. When you convert a portion of your pay with salary reduction, you reduce your F.I.C.A. taxable income proportionately.

HEALTH CARE REIMBURSEMENT ACCOUNT

	Health Care Reimbursement Account Expenses

	Under our PLAN you may be reimbursed ONLY for health care expenses that are incurred during the PLAN YEAR and allowable deductions for Federal Income Tax. IRS Publication 502, Medical & Dental Expenses, includes a checklist of allowable and non-allowable expenses under our PLAN.

YOU MAY CLAIM INCURRED EXPENSES FOR:

· YOURSELF and your SPOUSE

· Allowable DEPENDENTS you list and claim on your Federal Tax Return

· DEPENDENTS who could have been claimed had that person not received $2,000 or more of gross income OR had not filed a joint return.

YOU CANNOT RECEIVE REIMBURSEMENT FOR:

· Expenses which have been reimbursed from insurance or other sources.

· Premiums for spouse or dependent’s health insurance contribution, or life or income replacement insurances.

· The portion of your FICA Tax for hospital insurance.

· Illegal care, operations, drugs, or therapy.

· Travel your doctor told you to take for rest or change.

· Weight control programs, meals, diaper service, health club dues, household help, custodial care in an institution, marriage or family counseling or funeral expenses, nonprescription nicotine gum or patches.

· Due to ethical and philosophical reasons, abortions, sterilizations, and contraceptives will not be allowed as reimbursable expenses.

· Cosmetic surgery, electrolysis by a licensed technician, and hair transplants by a physician.

· Meals.

· Teeth bleaching and sonic toothbrush.

QUALIFIED REIMBURSEMENT EXPENSE EXAMPLES:

· DIAGNOSIS AND THERAPY: Insulin treatments, laboratory tests, medical and dental exams, physical therapy, whirlpool treatments and X-ray.

· NON-PRESCRIPTION DRUGS*: Over-the-counter medications only with a physician’s statement of medical necessity.
· HEALTH CARE AIDS: Braces & other orthodontic devices, contact lenses, crutches, dentures, glasses, guide dogs and their maintenance, hearing aids (including batteries), and wheelchairs.

· HEALTH CARE PROVIDER FEES: Acupuncturists, Chiropractors, Christian Science Practitioners, Dentists, Medical Doctors, Ophthalmologists, Optometrists, Osteopaths, Podiatrists, Psychiatrists, Psychoanalysts, Psychologists, Physical Therapists, and Radiologists.

· HOSPITAL CARE: Clinics, emergency care, inpatient care, laboratory, out patient care, therapies, and X-ray.

· INSURANCE: Co-Insurance, Co-Payments, and deductibles.

· MEDICATIONS: Drugs, medicine, vaccines, and vitamins your Doctor prescribed.

· NURSING SERVICES: Home health care, hospice, nursing care, visiting nurses. Note: If you pay someone to do both nursing and house work, you may only claim the expense for nursing.

· REQUIRED TRAVEL: Ambulance service, taxi service, and other travel costs to get medical care. If you use your own car, you may charge what you spent for gas and oil to go to and from the place you received care; or you can claim $.10 per mile. You may add parking and tolls to the amount you claim under either method.

· OTHER: Medical treatment for drug addiction, alcoholism, and smoking cessation programs (except as provided above).


*Note:
In order to receive reimbursement for non-prescription, over-the-counter drugs, your claim must include (1) a physician’s written statement of medical necessity for the particular drug, and (2) a receipt which includes the date of purchase, the printed name of the drug, and its price. Receipts that are hand-written or that are for nonspecific general merchandise cannot be accepted.
Health Care Reimbursement Account

Generally, reimbursable expenses are those that are not otherwise paid by any group or individual health care insurance coverage, are incurred for the treatment of a specific medical problem and are prescribed by a licensed professional. A list of health or health care related expenses which are reimbursable through your Health Care Reimbursement Account is shown in the table.

Any expenses you submit for reimbursement through your Health Care Reimbursement Account cannot be claimed again on your federal tax return.

· 
Filing a Claim

If you participate in the Plan, you must file a claim in order to be reimbursed for your health care or dependent care expenses.

To do so, get a claim form from your Human Resources Department and submit it with receipts for your expenses. You may file claims for expenses incurred through the end of the Plan Year (December 31). If you terminate during the Plan Year, only those health care and dependent care expenses which were incurred prior to the termination date are eligible for reimbursement. You have up to 90 days after the end of the Plan Year to file claims which were incurred during the Plan Year.

You may submit claims for payment at any time during the Plan Year and up to 90 days following the close of a Plan Year. You will also receive a detailed statement of your flexible spending account or accounts 90 days before the end of the Plan Year. In addition, each time you submit a claim you will receive detailed information regarding the status of your account.

Reimbursement of eligible expenses will be made first from the resident’s Health Care Reimbursement Account (HCRA) and then from the Supplemental Medical Reimbursement Plan only if the HCRA is exhausted.

Reimbursement account checks are issued the Monday following your biweekly pay day, and they will be accompanied by an Explanation of Payment (EOP).

DEPENDENT CARE REIMBURSEMENT ACCOUNT

Dependent Care Reimbursement Account (DCRA)

Through this account, you can pay dependent care expenses necessary for you to work. If you’re married, both you and your spouse must be working for dependent care expenses to be reimbursable.

Other limitations on the use of the Dependent Care Reimbursement Account (DCRA) include:

· Expenses must be for a dependent you claim on your income tax return who is either under age 13 or physically or mentally incapable of caring for himself or herself (for example, an elderly parent).

· The dependent must spend at least eight hours a day in your home. (For this reason, nursing home care doesn’t qualify).

· Your payments can’t be made to a person you claim as a dependent, including your spouse or a child under age 19.

· Dependent care provided in a day care center or private home is covered. Day care centers that care for more than six people must be licensed in order for expenses to qualify.

Dependent Care Tax Credit

Under current law, you may take part of your dependent care expenses as a credit on your federal income tax return. For the care of one dependent, you can take a tax credit up to $1,050 for one child and $2,100 for two or more. The following table shows the current tax credit based on federal adjusted income.

Any part of your expense that you apply to the federal tax credits is not eligible for reimbursement through the Dependent Care Reimbursement Account and vice versa. In most cases it will be to your advantage to use the DCRA to cover your day care expenses. However, because each person’s tax situation is different you should consider whether this approach will benefit you or if you should claim these expenses when you file your tax return.


DCRA Selection

	Dependent Care 

Federal Tax Credit Chart 

	Federal Adjusted Gross Income is:
	THEN Federal Tax Credit Percentage on Expense is:
	Maximum Amount of         Tax Credit:

	
	
	1 child
	2 or more children

	Up to $15,000
	35%
	$1,050
	$2,100

	15,001 - 17,000
	34%
	1,020
	2,040

	17,001 - 19,000
	33%
	990
	1,980

	19,001 - 21,000
	32%
	960
	1,920

	21,001 - 23,000
	31%
	930
	1,860

	23,001 - 25,000
	30%
	900
	1,800

	25,001 - 27,000
	29%
	870
	1,740

	27,001 - 29,000
	28%
	840
	1,680

	29,001 - 31,000
	27%
	810
	1,620

	31,001 - 33,000
	26%
	780
	1,560

	33,001 - 35,000
	25%
	750
	1,500

	35,001 - 37,000
	24%
	720
	1,440

	37,001 - 39,000
	23%
	690
	1,380

	39,001 - 41,000
	22%
	660
	1,320

	41,001 - 43,000
	21%
	630
	1,260

	43,001 & up
	20%
	600
	1,200


Dependent care expenses are generally predictable and thus easy to budget. You usually know what your weekly or monthly cash outlay for dependent care will be.

To estimate your qualified dependent care expenses, multiply the weekly charge by the weeks of care needed in the Plan Year, then divide by 26. This will be the biweekly amount you should deposit into a Dependent Care Reimbursement Account to cover your expenses.

After you decide the amount you wish to deposit each pay period into the Dependent Care Reimbursement Account, write that amount on your enrollment form.

Filing a Claim

If you participate in the Plan, you must file a claim in order to be reimbursed for your health care or dependent care expenses.

To do so, get a claim form from your Human Resources Department and submit it with receipts for your expenses. You may file claims for expenses incurred through the end of the Plan Year (December 31). If you terminate during the Plan Year, only those health care and dependent care expenses which were incurred prior to the termination date are eligible for reimbursement. You have up to 90 days after the end of the Plan Year to file claims which were incurred during the Plan Year.


You may submit claims for payment at any time during the Plan Year and up to 90 days following the close of a Plan Year. You will also receive a detailed statement of your flexible spending account or accounts 90 days before the end of the Plan Year. In addition, each time you submit a claim you will receive detailed information regarding the status of your account.

Reimbursement account checks are issued the Monday following your biweekly pay day, and they will be accompanied by an Explanation of Payment (EOP).

DENTAL INSURANCE DEFINITIONS

You: Refers to you, the contract employee, who is insured under this Plan.

The Plan Sponsor: Hospital Sisters Health System and its Affiliates.

Dentist: The term Dentist means a person practicing dentistry or oral surgery within the scope of his/her license. It will also include a physician operating within the scope of his/her license when he/she performs any of the dental services described in the Policy.

Reasonable and Customary Charges: The charge made by a dentist or supplier of services, medicines, or supplies which does not exceed the general level of charges made by others rendering or furnishing such services, medicines, or supplies, within an area in which the charge is incurred for sickness or injuries comparable in severity and nature to the sickness or accident being treated.

Specialist: The term Specialist means any person or organization licensed as necessary who delivers or furnishes specialized dental care services.

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.

Covered Expenses will include only those expenses incurred for such charges when the dental service:

· is performed by or under the direction of a Dentist;

· is essential for the necessary care of the teeth; and

· starts and is completed while the person is insured.


Any portion of charges for a dental service that exceeds the maximum covered expense is not included.

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

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

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

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

DMO: Dental Maintenance Organization.

Medically Necessary: A treatment will be considered medically necessary with respect to a specific condition if its clinical efficacy has been generally accepted by the medical community in the United States, and if it satisfies all of the following:

· It is legal;

· It is ordered by a physician or other personnel licensed to treat that condition;

· It is administered with the appropriate frequency, quantity, duration and level of service; and

· It is not redundant when combined with other treatment being rendered.
ELIGIBILITY

ELIGIBLE EMPLOYEES

You must be a Medical Resident on contract with 
St. John’s Hospital through affiliation with Southern Illinois University School of Medicine.

DEPENDENT ELIGIBILITY

Your dependents eligible for coverage from the Plan include:

· Your spouse.

· Each of your unmarried children younger than age 19.

· Unmarried children ages 19 through 24 who are full-time students.

· A physically or mentally handicapped child of any age provided the handicap began before he or she reached the limiting age for coverage by the Plan. The child must be incapable of self-sustaining employment and must be wholly dependent on you for financial support. Coverage may continue for as long as the child remains handicapped and dependent on you for financial support. You must provide proof of the handicap within 31 days after the date he or she reaches the limiting age.

A “child” is your natural born child, stepchild, legally adopted child, or child who is being adopted and is still within the adoption process. A foster child can be considered dependent when the adoption process is in progress.

Coverage is also extended to dependent children when, in addition to the basic eligibility requirements:

· You are their legal guardian.

· You have legal custody and the child is otherwise considered dependent on you.

· 
You have assumed responsibility for the child of a participating dependent (your grandchild). The grandchild must live in your home and be principally dependent on you for support and maintenance. When the participating dependent (child) reaches the limiting age, eligibility for the grandchild also ceases.

WHEN COVERAGE BEGINS

Your coverage will begin upon employment. 

If you are not at work due to an injury or sickness on the day your coverage would otherwise begin, your coverage will begin on the day you return to active work. 

WHEN COVERAGE BEGINS FOR YOUR DEPENDENTS

Coverage for your eligible dependents begins on the same day as your coverage, provided you have enrolled them in the Plan.

If you have no eligible dependents at the time you become covered by the Plan, but later acquire one (through marriage, birth or adoption, for example), coverage for your dependent will begin on the date you acquire the new dependent. However, you must apply for coverage within 30 days of acquiring the dependent.

FAMILY LEAVE

· If a contract employee is on a family leave or medical leave of absence, coverage will continue under the policy, in accordance with the employer’s Human Resource policy on family and medical leaves of absence, as if the contract employee was in active employment, if the following conditions are met:

· the required premiums are paid for the contract employee; and

· the employer has approved the contract employee’s leave in writing.

· 
Coverage under the Plan for the contract employee and any covered dependents will be continued for up to the greater of:

· the leave period required by the federal Family and Medical Leave Act of 1993, and any amendment; or

· the leave period required by applicable state law.

· Coverage under the Plan will begin immediately upon return to work even if the premium (coverage) was not continued during the period of leave.

Any pre-existing limitation or waiting period will be waived upon return from leave providing these requirements were met prior to the leave.

DENTAL PLAN COVERAGE 

	PLAN CHARACTERISTICS
	COVERAGE

	Annual Deductibles

Single

Family
	$50

$150

	Diagnostic and Preventive Services (Class I)
	No Deductible

Plan Pays 100%

	General Restorative Services (Class II)
	After Deductible

Plan Pays 85%

	Replacements and Other Major Services (Class III)
	After Deductible

Plan Pays 50%

	Orthodontia Services (Class IV)
	No Coverage

	Yearly Maximum Benefit All Services
	$750


Your HSHS Dental Plan provides coverage for you and your dependents in three major categories:

1. DIAGNOSTIC AND PREVENTIVE SERVICES (CLASS I)

The maximum covered expense is 100% of the Reasonable and Customary Charge for the following services:

· Periodic Oral Examination – No more than two per person in any 12 consecutive month period.

· Emergency Treatment – To relieve dental pain when no other definitive dental services are performed. (Any x-ray taken in connection with such treatment is a separate dental service.)

· X-Rays – Complete series (with or without bitewing x-ray – one per person, including panoramic film, in any 36 consecutive months.

· Bitewing X-Rays – No more than two charges per person in any 12 consecutive months.

· 
Panoramic (Panorex) X-ray – One per person in any 36 consecutive months.

· Periodontal Prophylaxis.

· Topical application of acid fluoride phosphate – limited to persons less than 19 years old. Two per person in any 12 consecutive months.

· Topical application of sealant on a posterior tooth for a person less than 16 years old. One treatment per tooth in any 36 consecutive months.

· Space maintainers, fixed unilateral – Limited to non-orthodontic treatment.

2. GENERAL RESTORATIVE SERVICES (CLASS II)

This includes Endodontics, Periodontics, Prosthodontic Maintenance and Oral Surgery. The maximum covered expense is 85% of the Reasonable and Customary Charge for the following services:

· Amalgam Filling–Primary (Baby) Teeth, One Surface.

· Amalgam Filling–Permanent Teeth, One Surface.

· Composite Acrylic Resin Filling, One Surface.

· Root Canal Therapy–Any x-ray, test, laboratory exam or follow up care is part of the allowance for root canal therapy and not a separate dental service.

· Osseous Surgery–Flap entry and closure is part of the allowance for osseous surgery and osseous graft and not a separate dental service.

If more than one periodontal surgical service is performed per quadrant, only the one with the largest maximum covered expense is a dental service.

· Periodontal Scaling and Root Planing

· Adjustments–Complete Denture. Any adjustments of or repair to a denture within 6 months of its installation is not a dental service.

· Re-cement Bridge.

· Simple Extractions.

· Surgical Extractions–Soft Tissue, Partial Bone or Complete Bone Impaction.

· Local Anesthetic, Analgesic and routine postoperative care for extractions and other oral surgery are part of the allowance for each Dental Service.

· 
General Anesthetic–The administration of a general anesthetic is a dental service covered (a) when medically necessary in conjunction with oral or dental surgery; or (b) if the anesthetic agent produces a state of unconsciousness with absence of pain sensation over the whole body.

3. REPLACEMENTS AND OTHER MAJOR SERVICES (CLASS III)

This includes major restorations, dentures and bridgework. The maximum covered expense is 50% of the reasonable and customary charge for the following services:

· Crowns–Porcelain with Gold, Cast Gold–Full or Cast Gold-Three Fourths. Gold or Crown restorations are dental services only when the tooth, as a result of extensive caries or fracture, cannot be restored with amalgam, silicate, acrylic or plastic restoration.

· Fixed or Removable Appliances–Complete (Full) dentures, upper or lower.

· Partial Dentures–Acrylic Base. Lower, with two clasps and chrome lingual bar; Upper, with two clasp and chrome palatal bar.

· Bridge Pontics–Cast Gold.

· Bridge Pontics–Porcelain fused to Gold.

· Bridge Pontics–Plastic processed to Gold.

· Abutment Crowns–Plastic processed to Gold.

· Abutment Crowns–Porcelain fused to Gold.

· Abutment Crowns–Full Case Gold.

· Replacement of missing teeth–For first replacement of teeth that are missing when a person becomes insured or in the case of a late entrant into the Plan, benefits are limited to 25%. After a person has been continuously insured for 24 months, benefits will be paid at 50%.

OTHER IMPORTANT PROVISIONS

DEDUCTIBLE 

If you or any one of your dependents incur covered expenses, the Plan will: 

· deduct any dental deductible that applies from the covered expenses first incurred in a Plan Year for a person; and

· pay for the other covered expenses incurred in that Plan Year up to the maximum covered expense determined from the dental services schedule for each dental service subject to the alternate benefit provision.

DEDUCTIBLE UNDER FAMILY PLAN

After dental deductibles totaling $150 have been applied in a Plan Year for either (a) you and your dependents or (b) your dependents, any dental deductible will be waived for your family for the rest of that year. Such $150 will be reduced in any Plan Year to the extent that dental deductibles were applied for your family during October, November and December of such prior year.

CREDIT FOR DEDUCTIBLE AMOUNT

The dental deductible for any Plan Year for a person will be reduced to the extent that the dental deductible for the prior Plan Year was deducted from covered expenses incurred for him during October, November and December of such prior year.

MAXIMUM BENEFIT PROVISION

The total amount payable for all expenses incurred for other than orthodontics for a person in a calendar year will not be more than the maximum benefit shown in the schedule.

ALTERNATE BENEFIT PROVISION

When more than one dental service could provide suitable treatment based on common dental standards, the Plan Administrator will determine the dental service on which payment will be based and the expenses that will be included as covered expenses.


PREDETERMINATION OF BENEFITS

Predetermination of Benefits means a review by the Plan Administrator of a dentist’s description of planned treatment and expected charges, including those for diagnostic x-rays. This review should be made whenever extensive dental work is proposed. The information should be sent to the Plan Administrator before the dental work is started. If there is a major change in the treatment plan, a revised plan should be sent to the Plan Administrator.

The expenses that will be included as covered expenses will be determined by the Plan Administrators and are subject to the alternate benefit provision. When there has not been a predetermination of benefits, the Plan Administrator 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.

Covered dental expenses will include expenses incurred for dental services listed in this schedule. The Plan Administrator may agree to accept, as covered dental expenses, expenses for services not listed. To be considered, services should be identified in terms of the American Dental Association Uniform Code on Dental Procedures and Nomenclature and/or by description and submitted to the Plan Administrator.

The Plan Administrator will determine the maximum covered expense for services that it accepts. The maximum covered expense so determined will be consistent with the maximums listed.

A temporary dental service is included in the allowance for the final dental service and is not a separate dental service.

COORDINATION OF BENEFITS

Because the sole purpose of dental care coverage is to help meet actual dental expenses, nearly all group dental plans contain a “coordination of benefits” requirement. Coordination of benefits applies to any situation in which you (or any of your covered dependents) are also eligible for coverage under any other plan of dental benefits. It means that you and/or your dependents covered under this Plan and any other plan of dental benefits will be reimbursed up to 100% of your covered expenses. But under no circumstances will the total benefits available exceed 100%.

Simply stated, coordination of benefits works like this: If you are covered by more than one plan of group dental benefits, not including DMO’s, one of the plans is considered to be the “primary” and pays for your covered expenses up to the limits of its benefits. The other plans are considered “secondary,” and pay any remaining covered expenses you may have, up to the limits of their benefits.

This Plan does not coordinate benefits with DMO’s. If an employee or his/her dependent(s) is covered under a DMO, any expenses unreimbursed by the DMO are not covered under this Plan.

PLAN

Plan means any of the following which provides medical or dental benefits or services: (a) group or blanket insurance coverage; (b) service plan contracts, group or individual practice or other prepayment plans; or (c) coverage under any labor-management trusteed plans; union welfare plans; employer organization plans; or employee benefit organization plans. Plan does not include coverage under individual or franchise policies or contracts. Each Plan or part of a Plan which has the right to coordinate benefits will be considered a separate Plan.

ALLOWABLE EXPENSE

Allowable expense means any necessary, reasonable and customary item of expense at least a part of which is covered by any one of the Plans that covers the person for whom a claim is made.

CLAIM DETERMINATION PERIOD

Claim Determination Period means a Plan Year or that part of a Plan Year in which the person has been covered under this Plan.

BENEFIT DETERMINATION RULES

The rules below establish the order in which benefits will be determined:

1. The benefits of a Plan which covers the person or whom a claim is made other than as a dependent will be determined before a Plan which covers that person as a dependent.

2. The benefits of a Plan which covers the person for whom a claim is made as a dependent of a person whose day of birth occurs first in a calendar year will be determined before a Plan which covers that person whose day of birth occurs later in that year; except that; (a) if the other Plan does not have this rule, its alternative rule will govern; and (b) in the case of a dependent child of divorced or separated parents, the rules in item (3) will apply.

3. If there is a court decree which establishes financial responsibility for medical, dental or other health care of the child, the benefits of the Plan which covers the child as a dependent of the parent so responsible will be determined before any other plan otherwise:

a. The benefits of a Plan which covers the child as a dependent of the parent with custody will be determined before a Plan which covers the child as a dependent of a stepparent or a parent without custody.

b. The benefits of a Plan which covers the child as a dependent of a stepparent will be determined before a plan which covers the child as a dependent of the parent without custody.

4. 
When the above rules do not establish the order, the benefits of a plan which has covered the person for whom a claim is made for the longer period of time will be determined before a Plan which has covered the person for the shorter period of time; except that:

a. The benefits of a Plan which covers the person as a laid-off or retired employee, or his dependent will be determined after a Plan which covers the person as an employee, other than a laid-off or retired employee, or his dependent.

b. If the other Plan does not have the rule in item (4)(a), which results in each Plan determining its benefits after the other, then item (4)(a) will not apply.


PAYMENT OF BENEFITS TO WHOM PAYABLE

All dental benefits under are payable to you. However, at the option of the Plan Sponsor, all or any part of the dental benefits may be paid directly to the person or institution on which charge the claim is based.

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

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

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

EXCLUSIONS AND LIMITATIONS

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

· dental services that do not meet common dental standards;

· services that are deemed to be medical services (the HSHS medical plan has limited dental coverage);

· services and supplies received from a hospital;

· services performed solely for cosmetic reasons;

· replacement of a lost or stolen appliance;

· replacement of a bridge, crown or denture within five years after the date it was originally installed unless: (a) such replacement is made necessary by the placement of an original opposing full denture or the necessary extraction of nature teeth; or (b) the bridge, crown or denture, while in the mouth, has been damaged beyond repair as a result of an injury received while a person is insured for these benefits;

· procedures, appliances or restorations (except full dentures) whose main purpose is to: (a) change vertical dimension; (b) diagnose or treat conditions or dysfunction of the temporomandibular joint (TMJ); (c) stabilize periodontally involved teeth; or (d) restore occlusion;

· porcelain or acrylic veneers on crowns or pontics on or replacing the upper and lower first, second and third molars; bite registrations; precision or semi-precision attachments; or splinting;

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

· instruction for plaque control, oral hygiene and/or diet as separate services.


GENERAL LIMITATIONS

No payment will be made for expenses incurred or services received:

· for or in connection with an injury arising out of, or in the course of, any employment for wage or profit (i.e. self-employment); or in connection with an injury or sickness which is covered under any worker’s compensation or similar law;

· in a hospital owned or run by the United States Government unless the person is legally required to pay for such charges;

· to the extent that payment is unlawful where the person resides when the expenses are incurred or the services are received;

· which the person would not be legally required to pay;

· to the extent that they are more than Reasonable and Customary Charges;

· for unnecessary care, treatment or surgery;

· to the extent that you or any of your dependents are in any way paid or entitled to payment for those expenses or services by or through a public program, other than Medicaid;

· for or in connection with experimental procedures or treatment methods not approved by the American Dental Association or the appropriate dental specialty society.

No payment will be made for expenses incurred or services received by you or any one of your dependents to the extent that benefits are paid or payable for those expenses or services under the mandatory part of any auto insurance policy written to comply with:

1. a “no-fault” insurance law; or

2. an uninsured motorist insurance law.

The Plan Sponsor will take into account any adjustment option chosen under such part by you or any one of your dependents.

TERMINATION OF COVERAGE

Your coverage under this Plan will end on the earliest of the following:

· On the date this Plan is discontinued;

· On the date you are no longer eligible for coverage under this Plan;

· On the date you began active duty in the Armed Forces of any country;

· On the date ending the period for which contributions, if required, have been paid.

In addition to the above, coverage for each dependent ends on the earliest of the following:

· On the date the dependent is no longer eligible;

· On the date that dependent becomes covered as a Participant in this Plan;

· On the date you request that coverage on your dependents end (must coincide with a “life event” or normal re-enrollment).

For coverage purposes, your employment is considered ended when you cease active work; however, coverage may be temporarily extended for up to one year if you cease active work because of injury, sickness, pregnancy, leave of absence, or temporary layoff. If you die while covered, coverages for dependents covered on the date of your death may be extended for 90 days. Contact your Personnel Department for more information.

CONTINUATION OF COVERAGE

The following individuals who have been continuously covered under this Plan for three (3) months may elect to continue group coverage under the Plan.

1. An employee whose coverage would otherwise terminate (except those discharged for misconduct in connection with employment);

2. The former spouse of an employee whose coverage would otherwise cease due to divorce or annulment;

3. The spouse or dependent child of a deceased employee;

4. A dependent child who reaches the limiting age.

5. 
A child born to, or placed for adoption with, the covered employee during the period of continuation.

If you wish to continue coverage for yourself and/or your dependents, you must notify your Human Resources Department within 30 days of the qualifying event. You may continue your group coverage for up to a maximum of 18 months.

Persons who qualify for Social Security during the first 60 days of continuous coverage may continue for up to 29 months from that date.

Premiums must be paid totally by the participant and the premium payment must be received at the beginning of each pay period you wish to continue group coverage.

TERMINATION OF 
CONTINUATION COVERAGE

This continued coverage will terminate automatically on the earliest of the following:

1. The date ending the period for which any required contribution has been paid;

2. The date you or your dependent becomes covered under another group health plan.

DENTAL BENEFITS EXTENSION

A dental service that is completed after a person’s benefits cease will be deemed to be completed while he is insured if:

· for fixed bridgework and full or partial dentures, the first impressions are taken and/or abutment teeth fully prepared while he is insured and the device installed or delivered to him within 3 calendar months after his insurance ceases.

· for a crown, inlay or onlay, the tooth is prepared while he is insured and the crown, inlay or onlay installed within 3 calendar months after his insurance ceases.

· 
for root canal therapy, the pulp chamber of the tooth is opened while he is insured and the treatment is completed within 3 calendar months after his insurance ceases.

There is no extension for any Dental Service not shown above.

UNIFORMED SERVICES EMPLOYMENT AND REEMPLOYMENT RIGHTS ACT 
OF 1994

Under the Uniform Services Employment and Reemployment Rights Act of 1994 (the “Act”), if you leave employment to serve in the uniformed services of the United States, you and your dependents have the right to continue coverage under this Plan for up to 18 months, beginning on the date you are first absent from work.

The period of continued coverage will end on the earliest of these dates:

· The last day of the 18-month period.

· The day military leave ends, if you do not apply for/return to employment within the time frames specified in the Act.

· The day any contribution is due and unpaid.


During the first 30 days of military service protected by the Act, you will be charged your regular contribution for continued coverage. HSHS may charge up to 102% of the full cost of coverage for periods of service equal to or exceeding 31 days.

If you allow coverage to lapse during military leave, you may request that it be reinstated when you return to employment with HSHS, provided you return to employment within the time frames imposed by the Act. The waiting period and pre-existing conditions limitation generally will not apply to your reinstated coverage. However, you may be required to satisfy any pre-existing condition exclusion or waiting period that would apply if there had been no break in coverage and the plan is permitted to apply exclusions and waiting periods to any illness or injury which was incurred or aggravated during the period of military service.

CLAIM PROCEDURES

All claim forms may be obtained from your Human Resources Department. Instructions on the claim form should be followed carefully. This will expedite processing the claim. Be sure all questions are answered fully, including the completion or attachment of any required medical statements. A separate claim form is required for each individual. Return the completed form within 90 days after the date of service to

CIGNA HealthCare
P.O. Box 188036

Chattanooga, TN 37422-8036

1-800-441-7150

When the claim has been processed, you will be notified of the benefits paid. If any benefits have been denied, you will receive a written explanation. (SEE EXAMPLE NEXT PAGE).

Ordinarily a decision on your claim will be made by Connecticut General within 30 days.

If there are special circumstances which require more time to process your claim, you will be sent a notice, within the 30 day period, explaining why more time is needed.


APPEAL PROCESS

If your claim is denied in whole or in part, Connecticut General will review its decision in accordance with the following procedure:

a. Within 180 days after receiving notice of a denial or partial denial, write Connecticut General at the above address stating the reasons why you do not agree with the decision.

b. You may designate a representative to act for you in the review procedure. Your designation of a representative must be in writing as it is necessary to protect against disclosure of information about you to an unauthorized representative.

c. After a written request for review has been received by Connecticut General, you or your authorized representative may, by appointment, ask to see pertinent documents and may submit written issues, comments, and additional medical information with 30 days after Connecticut General receives your request for review. Written notification of the final decision will be given 60 days after receipt of a request for review unless special circumstances require an extension of time for processing. In such an instance an additional 60 days will be allowed.

If you have any questions about the claims procedures or the review procedure, please contact your Human Resources Department.




 Understanding Your Explanation of Benefits (EOB)

Your Connecticut General Claims Office

Employee Name and Social Security #

Lists the Patient

Service Provided

Date of Expense

Total Charges
Lists Those Charges Covered by the Plan

Deductible is the Dollar Amount You Pay Toward Covered Expenses Each Year before the Plan Pays Benefits

Percentage of “Balance” paid according to Plan

Those Benefits That Are Payable

Codes Those Charges Not Covered and Lists Those Codes and Explanations Under Summaries

Lists Any Not Covered Codes and Explanations

GENERAL INFORMATION

IMPORTANT INFORMATION

Name and Address of Plan Administrator:

Hospital Sisters Health System
P.O. Box 19456
Springfield, IL 62794-9456
217-523-4747

Group Number: 0446565

The Group Number is assigned by CIGNA


Employer/Plan Sponsor:

St. John’s Hospital (EIN-37-0661238)
800 East Carpenter Street
Springfield, IL 62769
217-544-6464

 LONG TERM DISABILITY INSURANCE DEFINITIONS

Long Term Disability: This insurance is intended to provide a portion of your salary if you become disabled.

You: Refers to you, the contract employee, who is insured under this plan.

Policyholder: Hospital Sisters Health System (HSHS).

The Insurance Company: Unum Life Insurance Company of America.

Proof of Good Health: Health information furnished when required as part of an application for insurance.

Active Employment: You must be working:

· for your employer on a regularly scheduled basis, a minimum of 16 hours per week; and

· at your employer’s usual place of business; or

· at a location to which your employer’s business requires you to travel.

Annual Enrollment Period: A period of time before January 1st of each year in which you make your selection of benefits.

Basic Monthly Earnings: Your gross monthly earnings based upon your regularly scheduled hours as of the September 1st prior to the Plan Year in which the disability occurs. This includes shift differential but does not include overtime, on-call pay or other compensation.

Elimination Period: A period of 180 consecutive elimination days of disability for which no benefit is payable. The elimination period begins on the first day of disability. If disability stops during the elimination period for any 30 (or less) consecutive days, then the disability will be treated as continuous. Days that you are not disabled will not count toward the elimination period.

Employer: Hospital Sisters Health System and its Affiliates.

Evidence of Insurability: Proof of your medical history upon which we will determine your acceptance for insurance.

Home Office: UNUM Life Insurance Company of America, 2211 Congress Street, Portland, Maine 01122.

Indexed Pre-disability Earnings: Your basic monthly earnings in effect just prior to the date of your disability will be adjusted on the first anniversary of benefit payments and each following anniversary. Your annual adjustment will be based on either:

· 10% of your monthly benefit; or

· the current annual percentage increase in the Consumer Price Index multiplied by your monthly benefit,

whichever is less.

Note: The Consumer Price Index (CPI-W) is published by the U.S. Department of Labor. The insurance company reserves the right to use some other similar measurement if the Department of Labor changes or stops publishing the CPI-W.

Injury: Bodily injury resulting directly from an accident and independently of all other causes. The injury must occur and disability must begin while you are insured under the policy.

Monthly Benefit: The amount paid to you when you are disabled.

Partial Disability and Partially Disabled: Because of injury or sickness you, while unable to perform all the material duties of your regular occupation on a full-time basis, are:

1. performing at least one of the material duties of your regular occupation or another occupation on a part-time or full-time basis; and

2. 
currently earning at least 20% less per month than your indexed pre-disability earnings due to that same injury or sickness.

Physician: A person who is operating within the scope of his/her license, and either:

1. licensed to practice medicine and prescribe and administer drugs or to perform surgery; or

2. legally qualified as a medical practitioner and required to be recognized, under the long term disability benefit for insurance purposes, according to the insurance statutes or the insurance regulations of the governing jurisdiction.

It will not include you or your spouse, daughter, son, father, mother, sister or brother.

Plan Administrator: Hospital Sisters Health System.

Retirement Benefits: When used with the term retirement plan is money which:

1. is payable under a retirement plan either in a lump sum or in the form of periodic payments;

2. does not represent contributions made by you (payments which represent your contributions are deemed to be received over your expected remaining life regardless of when such payments are actually received); and 

3. is payable upon early or normal retirement.


Sickness: Illness or disease including pregnancy. Disability must begin while you are insured under the policy.

Total Disability and Totally Disabled: Because of injury or sickness, you cannot perform each of the material duties of your regular occupation; and after benefits have been paid for 60 months*, you cannot perform each of the material duties of any gainful occupation for which you are reasonably fitted by training, education or experience.

*For physicians, department directors and above, the “own occupation” definition of disability will apply during the duration of the disability benefit period. For physicians, “regular occupation” means the specialty in the practice of medicine which you were practicing just prior to the date the disability started.

LTD: Long Term Disability.

ELIGIBILITY

ELIGIBLE EMPLOYEES

You must be a Medical Resident on contract with 
St. John’s Hospital through affiliation with the Southern Illinois University School of Medicine.


WHEN COVERAGE BEGINS

Your coverage will begin upon employment.

If you are not at work due to an injury or sickness on the day your coverage would otherwise begin, your coverage will begin on the day you return to active work.

LONG TERM DISABILITY PLAN SUMMARY

	Item
	Summary

	Elimination Period
	180 days

	Benefit Level
	60%

	Maximum Duration of Benefits
	See table below.)

	Minimum Benefit
	The minimum benefits under all choices is the greater of 10% of your gross benefit offsets for other disability income you receive, or $100.

	Maximum Benefit
	$10,000 per mo.


	Maximum Duration of Benefits

	Age at Disability
	Maximum Benefit Period

	Less than age 60
	To age 65 but not less than 60 months

	60
	60 months

	61
	48 months

	62
	42 months

	63
	36 months

	64
	30 months

	65
	24 months

	66
	21 months

	67
	18 months

	68
	15 months

	69 & over
	12 months


.

OTHER IMPORTANT PROVISIONS

WHEN BENEFITS BECOME PAYABLE

You will be paid a monthly LTD benefit after the end of the elimination period when the insurance company receives proof that you are totally disabled due to sickness or injury.

You will receive LTD benefits as long as you continue to meet the above criteria, but not beyond the maximum benefit period.

Also, you must furnish the insurance company with proof that you meet these criteria, at your own expense, on request.

HOW THE MONTHLY LTD BENEFIT IS CALCULATED

To calculate the amount of your monthly benefit:

· Take the lesser of:

a. 60% of your basic monthly earnings

or

b. $10,000 (the Monthly Maximum Gross Benefit);

· Deduct other income benefits from this amount.

You will never receive less than the minimum monthly benefit.

OTHER INCOME BENEFITS

In the following, the terms, law, plan, or act mean the initial enactment and all amendments.

Other income benefits include the following:

· Any amount for which you are eligible under:

a. Worker’s or Workmen’s Compensation Law;

b. Occupational disease law; or 

c. Any other act or law of like intent.

· The amount of any disability benefits for which you are eligible under any compulsory benefit act or law.
· 
The amount of any disability benefits for which you are eligible under any other group plan.
· The amount of any disability benefits for which you, your spouse, child or children are eligible because of your disability under the United States Social Security Act, The Railroad Retirement Act, The Canada Pension Plan or The Quebec Pension Plan, or any similar plan or act.
· The amount of any retirement benefits you, your spouse, child or children receive because of other retirement benefits you receive under the United States Social Security Act, The Railroad Retirement Act, The Canada Pension Plan, or The Quebec Pension Plan, or any similar plan or act, except benefits you were receiving while you were covered under the LTD benefit and before a period of disability began.
Except for retirement benefits, these other income benefits must be payable for the same disability for which you are receiving a monthly LTD benefit.

Disability benefits under the United States Social Security Act, The Railroad Retirement Act, The Canada Pension Plan or The Quebec Pension Plan, or any similar plan or act will be estimated if they:

· Have not been awarded; and

· Have not been denied; or

· Have been denied and the denial is being appealed.

The monthly LTD benefit will be reduced by the estimated amount. However, these disability benefits will not be estimated, provided you:

· Apply for disability benefits under the United States Social Security Act, The Railroad Retirement Act, The Canada Pension Plan or The Quebec Pension Plan, or any similar plan or act; and

· Request and sign the insurance company’s agreement concerning benefits.


This agreement states that you promise to repay the insurance company any overpayment caused by an award received under these acts or plans. If benefits have been estimated, the monthly LTD benefit will be adjusted when the insurance company receives proof:

· Of the amount awarded; or

· That benefits have been denied and the denial is not being appealed. In this event, a lump sum refund of the estimated amounts previously withheld will be made to you.

OTHER INCOME BENEFITS ARE INCREASED

After the initial reduction for each of the other income benefits, your monthly LTD benefit will not be reduced further as a result of any cost-of-living increases which become payable under these other income benefits.

LUMP SUM PAYMENTS FOR OTHER INCOME BENEFITS

The insurance company will pro-rate other income benefits paid in a lump sum on a monthly basis over the time period for which the sum is given. If no time period is stated, the sum will be pro-rated on a monthly basis over your expected lifetime, as determined by the insurance company.

MAKING LTD PREMIUM PAYMENTS WHILE RECEIVING BENEFITS

Your premium payments will be waived during any period for which benefits are payable.


RECURRENT DISABILITY

A Recurrent Disability occurs when you return to work and become disabled again and is related to an earlier disability for which you received a monthly LTD benefit. The insurance company will treat a recurrent disability as part of the earlier disability if, after receiving disability benefits, you:

· Return to your regular occupation full-time for less than six months; and

· Perform all the material duties of your occupation.

In this event, LTD benefit payments will be made according to the terms of the LTD benefit for the earlier disability.

If you return to your regular occupation full-time for six months or more, a recurrent disability will be treated as a new period of disability and you must complete another elimination period.

To prevent overcoverage because of the duplication of benefits, benefits payable under the Recurrent Disability provision will stop if benefits are paid to you under any other group long-term disability plan.

YOUR SURVIVOR BENEFIT

Upon your death, a benefit will be paid to your eligible survivor when the insurance company receives proof that you died:

· After disability had continued for 180 or more consecutive days; and

· While you were receiving a monthly LTD benefit.

The benefit will be an amount equal to three times your monthly gross benefit.

If payment is due your children, payment will be made either to your children directly or to a person the insurance company designates to receive payments on your children’s behalf. This payment will be valid and effective against all claims by others who represent, or claim to represent, your children.

Eligible Survivor means your spouse, if living, otherwise, your children under age 25. If there are no eligible survivors, payment will be made to your estate.

EXCLUSIONS AND LIMITATIONS

The Plan will not cover any disability due to:

1. war, declared or undeclared, or any act of war;

2. intentionally self-inflected injuries;

3. active participation in a riot.

PRE-EXISTING CONDITIONS

The Plan will not pay benefits for any disability caused by a pre-existing condition (defined below) until you have been at active work for a full day following the earlier of:

· 6 consecutive months, ending on or after the day you became insured under the long term disability insurance policy.

· 12 consecutive months during which you are continuously insured under the long term disability insurance policy.

A “pre-existing condition” means an injury, sickness, or pregnancy or any related injury, for which you:

· consulted with or received advice from a licensed medical practitioner; or

· received medical care, treatment, or services, including taking drugs, medicine, insulin, or similar substances

during the 6 months that end on the day before you became insured under the long term disability insurance policy.


MENTAL ILLNESS LIMITATION

Benefits for disability due to alcohol, chemical dependency, and mental illness will not exceed 24 months of monthly benefit payments unless you meet one of these situations:

1. You are in a hospital or institution at the end of the 24-month period. The Plan will pay the monthly benefit during the confinement.

If you are still disabled when discharged, the Plan will pay the monthly benefit for a recovery period of up to 90 days.

If you become re-confined during the recovery period for at least 14 days in a row, the Plan will pay benefits for the confinement and another recovery period up to 90 more days.

2. You continue to be disabled and become confined:

a. after the 24-month period; and

b. for at least 14 days in a row.

The Plan will pay the monthly benefit during the confinement.

The Plan will not pay the monthly benefit beyond the maximum benefit period.

“Hospital” or “institution” means facilities licensed to provide care and treatment for the condition causing your disability.

“Mental illness” means mental, nervous or emotional distress or disorders of any type.

TERMINATION OF COVERAGE

WHEN COVERAGE ENDS

As a participant in the Plan, your coverage automatically ends on the last day of the biweekly pay period for which premium has been collected. This is initiated when:

· You terminate employment;

· You are no longer eligible;

· Your leave of absence expires (maximum leave is one year);

· The Plan is canceled or terminated by the Plan Underwriter or Administrator;

· Benefits have been fully paid under the Plan.

UNIFORMED SERVICES EMPLOYMENT AND REEMPLOYMENT RIGHTS ACT OF 1994

Under the Uniformed Services Employment and Reemployment Rights Act of 1994 (the “Act”), if you leave employment to serve in the uniformed services of the United States, you and your dependents have the right to continue coverage under this Plan for up to 18 months, beginning on the date you are first absent from work.

The period of continued coverage will end on the earliest of these dates:

· The last day of the 18-month period.

· The day military leave ends, if you do not apply for/return to employment within the time frames specified in the Act.

· The day any contribution is due and unpaid.

During the first 30 days of military service protected by the Act, you will be charged your regular contribution for continued coverage. HSHS may charge up to 102% of the full cost of coverage for periods of service equal to or exceeding 31 days.


If you allow coverage to lapse during military leave, you may request that it be reinstated when you return to employment with HSHS, provided you return to employment within the time frames imposed by the Act. The waiting period and pre-existing conditions limitation generally will not apply to your reinstated coverage. However, you may be required to satisfy any pre-existing condition exclusion or waiting period that would apply if there had been no break in coverage and the Plan is permitted to apply exclusions and waiting periods to any illness or injury which was incurred or aggravated during the period of military service.

CONVERSION PRIVILEGE

With this option, when an individual’s insurance under this Plan terminates because he/she ends employment with the policyholder, he/she may obtain converted disability income coverage without medical evidence of insurability for maximum monthly benefit amounts of $4,000 or less. If the maximum monthly benefit amount under the group plan from which the individual is converting is less than $4,000, then the individual will convert to that lesser amount. The individual must have been insured for at least twelve consecutive months just before his/her insurance under this Plan terminated. These 12 months will be considered to include the time the individual was insured for group long term disability under both this Plan and the one it replaced, if any.

The conversion privilege is not available to any individual:

1. Whose insurance under this Plan terminates for any of the following reasons:

a. this Plan terminates;

b. this Plan is amended to exclude from coverage the class of employees to which the individual belongs;

c. the individual no longer belongs to a class of employees eligible for coverage under this Plan;

d. 
the individual retires (when the individual receives payment from any employer’s retirement plan as recognition of past services or has concluded their working career);

e. the individual failed to pay any required premium;

2. 
Who is or becomes insured for long term disability insurance under another group plan within 31 days after termination; or

3. Who is disabled under the terms of this Plan.

4. Who recovers from a disability and does not return to work for the policy holder; or

5. Who is on a leave of absence.

The conversion coverage must be applied for and the first quarterly premium paid within 31 days after termination of insurance under this Plan.

CLAIM PROCEDURES

Benefits under the Long Term Disability Insurance Plan are insured under a contract issued by UNUM. Following are procedures to follow in filing a claim for benefits.

PRESENTING A CLAIM

Contact your Human Resources Department who will advise you of the information necessary for claim submission and/or supply you with any claim forms which are required. These claim forms should be returned to the Human Resources Department after completion. The Human Resources Department will review the forms and complete any appropriate information concerning eligibility before forwarding the claim forms to the Plan Administrator.

NOTIFICATION OF DECISION

A decision will be made within 30 working days after the receipt by the insurance company of a properly executed and complete proof of loss. Complete proof of loss includes any investigation by the insurance company which is necessary to determine its liability under the Group Plan. If the claim is denied in whole or in part, the insurance company will provide written notice of such denial to you. The written notice will contain:

· The specific reason or reasons for the denial;

· Specific reference to pertinent provisions of the Plan upon which the decision is based;

· A description of any additional material or information necessary to perfect the claim and an explanation of why such material or information is necessary;

· An explanation of the Plan’s claim review procedure.


REVIEW PROCEDURE

You are entitled to a full and fair review of the denial of a claim by making a request to the Plan Administrator. The procedure for such review is as follows:

· The request for review must be in writing and made within 60 days of receipt of written notice of denial;

· You may review pertinent documents and submit issues and comments in writing;

· You will forward the request for review to the insurance company;

· The insurance company will make a decision upon review within 180 days after its receipt of the request for review unless special circumstances require an extension of time for processing in which case the time limit shall not be later than 120 days after such receipt. The decision or review will be in writing and will include the specific references to the pertinent plan provisions on which the decision is based and will be furnished to you.

GENERAL INFORMATION

Name and Address of Plan Administrator:

Hospital Sisters Health System
P.O. Box 19456
Springfield, IL 62794-9456

Group Number: 501879

Employer/Plan Sponsor:

St. John’s Hospital (EIN-37-0661238)
800 East Carpenter Street
Springfield, IL 62769
217-544-6464

Agent for the Legal Process:

On the Plan: Hospital Sisters Health System

On the Insurance Company: The supervisory official of the Insurance Department of the State in which you reside.


PLAN SPONSORED BY

Hospital Sisters Health System

P.O. Box 19456

Springfield, IL 62794-9456

(217) 523-4747

PLAN UNDERWRITTEN BY

UNUM Life Insurance Company 

STATEMENT OF COVERAGE

UNUMPROVIDENT LIFE INSURANCE COMPANY of AMERICA
2211 Congress St.
Portland, ME 04122
UnumProvident Life Insurance Company, Group Policy No. 580377 has been issued to Hospital Sisters Health System (Policyholder). The effective date of coverage is January 1, 2004.

Insurance is provided for certain employees as described in the Policy. The Policy and Certificate of Coverage are on file with the Hospital Human Resources office.

The benefits described in this Booklet are subject to the terms and conditions of the Policy. Benefits are effective only if you are eligible for the insurance, become insured, and remain insured as described in this Booklet.

In the event that the benefits outlined in this Booklet conflict with the provisions outlined in the Policy issued by UnumProvident Life Insurance Company, the provisions of the UnumProvident Life Policy will govern.

GROUP TERM LIFE INSURANCE DEFINITIONS

Group Term Life Insurance: This is a low cost life insurance option which pays a benefit to your beneficiary in the event of your death. Term life insurance is not an investment and does not provide accumulated cash value.

You: Refers to you, the contract employee, who is insured under this Plan.

Beneficiary: The person(s) you name to receive payable benefits.


Policyholder: Hospital Sisters Health System (HSHS).

Plan Administrator: Hospital Sisters Health System (HSHS).

The Insurance Company: UnumProvident Life Insurance Company.

Proof of Good Health: Health information furnished when required as part of an application for insurance.

ELIGIBILITY

ELIGIBLE EMPLOYEES

You must be a Medical Resident on contract with 
St. John’s Hospital through affiliation with Southern Illinois University School of Medicine.

WHEN COVERAGE BEGINS

Your coverage will begin upon employment.

If you are not at work due to an injury or sickness on the day your coverage would otherwise begin, your coverage will begin on the day you return to active work. 


FAMILY LEAVE

· If a contract employee is on a family leave or medical leave of absence, coverage will continue under the policy, in accordance with the employer’s Human Resource policy on family and medical leaves of absence, as if the contract employee was in active employment, if the following conditions are met:

· the required premiums are paid for the contract employee; and

· the employer has approved the contract employee’s leave in writing.

· Coverage under the Plan for the contract employee will be continued for up to the greater of:

· the leave period required by the federal Family and Medical Leave Act of 1993, and any amendment; or

· the leave period required by applicable state law.

· Coverage under the Plan will begin immediately upon return to work even if the premium (coverage) was not continued during the period of leave.

Any pre-existing limitation or waiting period will be waived upon return from leave providing these requirements were met prior to the leave.

PLAN COVERAGE/OPTIONS

The primary purpose of the Group Term Life Insurance Plan is to provide a benefit to surviving chosen beneficiaries. The Program’s coverage is available only while you are an eligible active contract employee.
BENEFIT PAYABLE UPON DEATH

The amount payable to your designated beneficiaries upon your death is $50,000.

LIVING CARE BENEFIT

A terminally ill contract employee can receive 50% of his or her life insurance amount up to 12 months prior to his or her expected death. The remaining 50% of the life insurance amount is paid upon the death of the employee. Unlike life insurance benefits, the living care benefit may be subject to income taxation. Therefore, employees are encouraged to consult a tax advisor before applying for this benefit. 

INSURANCE CONTINUANCE DURING ABSENCE FROM WORK

You are considered to be on active work status while on paid vacation, holiday, or sick leave. 

In addition, your insurance may continue, based on your organization’s personnel policies subject to the Group Policy limits, in the following circumstances:

· Approved leave of absence for:

· Pregnancy

· Injury

· Illness

· Education

· Personal

· Temporary layoff or temporary reduction-in-hours.
DISABILITY BENEFIT PROVISION

If you become totally disabled while an active participant under this Plan, your insurance will continue while you are disabled. The following conditions apply:

1. 
Definition: Total disability means disability resulting from bodily injury or a physical or mental disease which prevents you from engaging in any and every gainful employment.

Excluded are disabilities resulting, directly or indirectly, from:

· Intentionally self-inflicted injury of any kind,

· War, or any act of war,

· Service in any country’s armed forces,

· Taking part in a riot or insurrection, or any act of riot or insurrection.

2. Eligibility: For continuation of coverage under this Plan, you must be totally disabled for six or more months.

3. Notification: Written notice must be given to the Plan Administrator within one year of the start of total disability. This notification must demonstrate that you were covered under this Plan at time of disability, and that you have been disabled for at least six months.

If your insurance is continued, you must furnish proof each year that your disability is current and continuous. You also must agree to be examined by a licensed physician appointed by the insurance company at the time and place determined by the insurance company.

If you die while covered by this provision, proof must be given that the disability had continued to date of death.

4. Amount of Benefit: Your level of insurance at time of disability is paid as a benefit. The death benefit would be reduced by any insurance previously acquired under the conversion privilege. The Plan beneficiary and settlement provisions apply to this coverage.

5. 
Duration of Insurance Protection: For total disabilities commencing prior to your 65th birthday, insurance protection will continue, up to a maximum duration of age 65 or 1 year, whichever is later. For total disabilities commencing on or after your 65th birthday, the maximum duration will be one year.

6. Termination of Waiver: Waiver of premium will end on the date you are no longer totally disabled, fail to submit proof that total disability continues, refuse to be examined, or reach the maximum duration for which benefits can be continued.

7. Conversion Privilege: If your coverage under this provision terminates, you may personally continue coverage under the conversion privilege provision.

SETTLEMENT OPTIONS

You may elect to have all or part of the death benefit paid to the beneficiary under a settlement option instead of in one sum. To elect or change a settlement option, the insurance company must be given satisfactory written notice.

Your beneficiary can also request a settlement option after your death, if the beneficiary is entitled to payment in one sum. The request must be satisfactory to the insurance company and be received by them within 31 days after your death.

The settlement options available will be those generally offered on the date of election. A settlement option can be arranged only if the beneficiary is a natural person. It cannot be arranged for the benefit of an estate, corporation, partnership, association or trustee.

Any request that payment be made under a settlement option will take effect at once when delivered to the insurance company. It will be without prejudice for any payment made before receipt.


BENEFICIARY PROVISION

You will be required to name your beneficiary on your enrollment form.

Beneficiary means person(s):

1. Named by you in a written notice satisfactory to the Plan Administrator.

2. Shown on their records as the person(s) to whom amounts of insurance are to be paid at death.

If a beneficiary dies before you, the rights and interests of that beneficiary automatically terminates.

Until such time as the Plan Administrator receives a satisfactory request to change your beneficiary, the beneficiary shall be the beneficiary designation in effect at the time of enrollment and the Plan Administrator shall be released from liability in acting thereon until you provide a new or revised beneficiary. You may change your beneficiary by written notice satisfactory to the Plan Administrator. Any request to change a beneficiary takes effect when delivered to the Plan Administrator. When received, the change will be retroactive to the date the notice was signed by you.

If no beneficiary was named by you or there is no named beneficiary when you die, the insurance will be paid in the following order:

1. Single lump sump to the lawful spouse,

2. Equal shares to your then living children,

3. If no living children, to your father and mother (or their survivors) in equal shares, or

4. If no surviving defined relatives, to your estate.

Requests to change the beneficiary may also be filed with the Plan Administrator as long as the change is made in an acceptable form and manner.

OTHER IMPORTANT PROVISIONS

ASSIGNMENT PROVISION

You may assign your interests to the insurance payable at your death. The rights assigned will include, but not be limited to, the right to name and change the beneficiary, to elect settlement options, and to exercise the conversion privilege.

1. The assignment must be absolute in form, with you retaining no further interest.

2. The assignment can be made only to one of the following:

· Your lawful spouse,

· Your child, parent, brother or sister, or

· The trustee of a trust you established for the benefit of one or more of your lawful spouse, children, parents, brothers or sisters.

The insurance company will not be responsible for the validity of any such assignment. No such assignment will affect them until they receive written notice.

Incontestability: The validity of the Policy cannot be contested, except if premiums are not paid after it has been in force for 2 years from its effective date. The validity of the insurance on you cannot be contested, except if premiums are not paid, after the insurance has been in force for 2 years during your lifetime.

No statement made by you relating to your insurability will be used in any contest unless:

1. It is contained in a written instrument signed by you, and

2. A copy of that signed instrument has been furnished to you or your beneficiary.


Entire Contract: The Policy and the Policyholder’s application, a copy of which is attached to the Policy, are the entire contract.

Any statements made by the Policyholder (HSHS) and by you will be considered representations and not warranties. A statement will not be used in any context under the Policy unless it is contained in a signed written instrument. A copy of this instrument must be furnished to you or your beneficiary before any contest.

Clerical Error: Clerical error in keeping records will not void insurance which otherwise would have been in force nor continue insurance which otherwise would have terminated. If an error is found, the insurance company will equitably adjust the premium. However, they will not adjust the premium for more than the three year period before the date the error was found.

Misstatement: If any facts about any person are misstated, the insurance company will equitably adjust the premium. If any misstatement affects the existence or the amount of insurance, the correct facts will determine whether, and in what amounts, insurance is in effect.

No Effect on Worker’s Compensation: The Policy is not in lieu of and does not affect any requirements for coverage by Worker’s Compensation insurance.

Agency: Neither the Policyholder (HSHS) nor any associated company nor any administrator appointed by the foregoing is UnumProvident Life’s agent. UnumProvident Life is not liable for any of their acts or omissions.

Modification of Policy: Hospital Sisters Health System is the owner of the Policy. The Policy may be changed at any time by agreement between them and UnumProvident Life. Consent by any other person is not required. A change is not valid unless approved by one of UnumProvident Life’s executive officers. It must be by endorsement or amendment to the Policy. No agent has authority to change the Policy or waive any of its provisions.


Required Data: The Policyholder (HSHS) must give the insurance company all data needed to administer the insurance and determine premiums under the Policy. The Policyholder must also furnish any other information which is reasonably required. The insurance company has the right, at any reasonable time, to inspect the Policyholder’s (HSHS) records relating to the insurance provided by the Policy.

Policyholder’s Assignment: The Policyholder may assign the Policy. However, your rights or the rights of your beneficiary will not be affected. The insurance company will not be responsible for the validity of any assignment. No such assignment will affect them until they receive written notice at their Home Office.


Conformity with Law: Any Policy provision which, on the Policy effective date, is in conflict with the law of the place of issue is amended to comply.

Misstatement of Age: If your age has been misstated, premiums will be adjusted. If the amount of insurance depends on age, it will be adjusted.

TERMINATION OF COVERAGE

WHEN COVERAGE ENDS

As a participant in the Plan, your coverage automatically ends on the last day of the biweekly pay period for which premium has been collected. This is initiated when:

· You terminate employment;

· You are no longer eligible;

· Your leave of absence expires (maximum leave is one year);

· The Plan is canceled or terminated by the Plan Underwriter or Administrator.

CONVERSION PRIVILEGE

If you have a change in employment status or terminate employment, you may convert up to the full amount of the insurance that was terminated. If the Group Policy is terminated or the Policy is amended to reduce or terminate your insurance and you have five (5) or more years of coverage under the Policy, you may convert up to a maximum of $10,000. In the latter situation, if you become eligible for Group Life Insurance within 31 days with UnumProvident Life or another insurance company, this conversion privilege is limited to the amount of your terminal insurance less the amount of your new insurance to a maximum of $10,000. The following conditions apply to the conversion privilege:

· 
You must exercise your privilege within 31 days of the effective date of insurance termination.

· The effective date of the converted insurance is the end of the 31 day conversion period.

· You must make formal application for the insurance and pay the premium required by the Conversion Policy.

· The Conversion Policy is any type of individual Policy of life insurance issued by UnumProvident Life except term insurance. Supplementary benefits (i.e. waiver or premium, etc.) will not be included in the Conversion Policy.

· The premium will be based on UnumProvident Life’s current rates for your class of risk, your attained age, and the type and amount of insurance.

· You are not required to provide proof of insurability.

CONVERSION PERIOD BENEFIT

If you die during the 31 day period following the date this Plan’s insurance terminated, the insurance company will pay a death benefit of the largest amount that could have been converted. This benefit is payable whether or not you applied for the Conversion Policy or paid the first premium.

CLAIM PROCEDURES

CLAIM PROCEDURES 

Benefits under the Group Term Life Insurance Plan are insured under a contract issued by UnumProvident Life Insurance Company. Following are procedures to follow in filing a claim for benefits:

1. Presenting a Claim

Contact your Human Resources Department which will advise you of the information necessary for claim submission and/or supply you with any claim forms which are required. These claim forms should be returned to the Human Resources Department after completion. The Human Resources Department will review the forms and complete any appropriate information concerning eligibility before forwarding the claim forms to the Plan Administrator. 

2. Notification of Decision

A decision will be made within 30 working days after the receipt by the insurance company of a properly executed and complete proof of loss. Complete proof of loss includes any investigation by the insurance company which is necessary to determine its liability under the Group Policy. If the claim is denied in whole or in part, the insurance company will provide written notice of such denial to the Plan Administrator for delivery to you. The written notice will contain:

· The specific reason or reasons for the denial;

· Specific reference to pertinent provisions of the Policy upon which the decision is based;

· A description of any additional material or information necessary to perfect the claim and an explanation of why such material or information is necessary;

· An explanation of the Plan’s claim review procedure.

3. 
Review Procedure

You are entitled to a full and fair review of the denial of a claim by making a request to the Plan Administrator. The procedure for such review is as follows:

· The request for review must be in writing and made within 60 days of receipt of written notice of denial;

· You may review pertinent documents and submit issues and comments in writing;

· The Plan Administrator will forward the request for review to the insurance company;

· The insurance company will make a decision upon review within 60 days after its receipt of the request for review unless special circumstances require an extension of time for processing in which case the time limit shall not be later than 120 days after such receipt. The decision or review will be in writing and will include the specific references to the pertinent plan provisions on which the decision is based and will be furnished to the Plan Administrator for delivery to you.

GENERAL INFORMATION

Name and Address of Plan Administrator:

Hospital Sisters Health System
P.O. Box 19456
Springfield, IL 62794-9456

Policy Number: 
580377
Employer/Plan Sponsor:

St. John’s Hospital (EIN-37-0661238)
800 East Carpenter Street
Springfield, IL 62769
217-544-6464

Type of Plan and Administration: This Plan is insured and administered through a contract with UnumProvident Life Insurance Company.

Agent for the Legal Process:

On the Plan: Hospital Sisters Health System

On the Insurance Company: The supervisory official of the Insurance Department of the State in which you reside.

PLAN SPONSORED BY

Hospital Sisters Health System

P.O. Box 19456

Springfield, IL 62794-9456

(217) 523-4747


PLAN UNDERWRITTEN BY

UnumProvident Life Insurance Company

NOTICE

This is to advise you that should any complaint arise regarding this insurance, you may contact one of the following:

UnumProvident Life Insurance Company

2211 Congress St.
Portland, ME 04122
Illinois Department of Insurance

Consumer Division

160 North La Salle Street

Chicago, IL 60606

Illinois Department of Insurance

Consumer Division

320 West Washington Street

Springfield, IL 62767

INSURANCE DEPARTMENT APPROVAL

The Life Insurance Benefits described in the Certificate-Booklet are provided subject to approval of forms for issuance by the Illinois Insurance Department. If for any reason changes are required, an amendment rider will be issued to you reflecting the changes.
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If you have any questions contact:		CONNECTICUT GENERAL LIFE INSURANCE COMPANY


	CONN GEN LIFE INS CO		As Agent For Below Payor


	P.O. BOX 188036		HOSPITAL SISTERS HEALTH SYSTEM FLEXPLAN DENTAL CAR


	CHATTANOOGA, TN 37422


	Local:	(302) 323-1717


	Nationwide: (800) 441-7150


				Date Processed: Sep 30, 1998


				Policy Code		01


	JOHN DOE		Employee Name	J DOE


	123 ANY STREET		Employee ID/Soc Sec	000000000


	SOMETOWN, XX 99999		Group Number		9999999


				Branch/Division	018	Paying Office: 000


Below is an Explanation of Benefits of your Group Dental Benefits with HOSPITAL SISTERS HEALTH SYSTEM


Patient: J DOE                         Clmt: 01   Document Cntrl: D000000000000             Claim Number: 000     Payment Number: 001�
�
PROVIDER/


TYPE OF SERVICE�
TOOTH


NUMBER�
SERVICE


DATE�
TOTAL


CHARGES�
NOT


COVERED�
COVERED AMOUNT�
DEDUCT


AMOUNT�



BALANCE�
PAID


AT�
TOTAL


PAYMENT�
SEE


REMARKS�
�
JONES 111111100T1�
�
�
�
�
�
�
�
�
�
�
�
  PERIODIC ORAL EXAM�
�
08/27/1998�
23.00�
5.00�
23.00�
.00�
23.00�
100%�
23.00�
�
�
  ADULT CLEANING�
�
08/27/1998�
54.00�
5.00�
49.00�
.00�
49.00�
100%�
49.00�
�
�
TOTALS�
�
�
�
5.00�
72.00�
.00�
72.00�
�
72.00�
MF�
�
�
�
�
�
�
�
�
TOTAL PAID:�
72.00�
�
�
PAYMENT SUMMARY SECTION


	Payments made to:	A JONES DDS				Amount Paid:		72.00


ACCUMULATION SECTION


	AMOUNT PAID TOWARDS BENEFIT PERIOD MAXIMUM:	174.00


REMARKS SECTION


	MF	A PORTION OF THIS CHARGE IS CONSIDERED OVER THE REASONABLE AND CUSTOMARY AS DETERMINED BY


		CONNECTICUT GENERAL LIFE INSURANCE COMPANY.


***PLEASE REFER TO REVERSE SIDE FOR YOUR RIGHTS OF REVIEW AND APPEAL AND AN EXPLANATION OF TERMINOLOGY.***


RETAIN THIS STATEMENT FOR TAX AND OTHER PURPOSES. NO OTHER RECORD WILL BE PROVIDED.


				If benefits are due (as indicated in the Payment Summary Section),


				this payment(s) will be sent to the provider of service within 10 business


				days of the “Date Processed”.


EMPLOYEE’S COPY
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