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“The City on the Grow"

Addendum No. 2
February 1, 2012

1. Question #9 on Addendum No. 1. Also need dental claims, premium and paid claims history for 2 years
and out of network reimbursement level. Dental Claims and Membership from 1/1/2011-12/1/2011s
included in Addendum No. 2

2. Can you please clarify if you are interested in individual and/or group voluntary supplemental products
as listed in the Scope of Service? We are interested in Group Voluntary Supplemental Products.

3. One more item missing on life insurance. Not finding a certificate of coverage for the life. Certificate is
included in Addendum No. 2

4. 1 am requesting an updated census on City of Weslaco. The one that was sent out in the RFP information
has no dates of birth on it. All carriers will need this information to quote. Please let me know how soan
you can pravide that information. This information can be provided via fax; please contact me by email
with your request.

5. Is possible to get a copy of the last dental bill so that the carriers can match up what elections each
employee had. The mast recent dental bill (Humana} is included in the RFP No.:2011-2012-05, (see page
37)

Thank you for your interest in submitting and should you need any additional information please contact
me as promptly as possible since the deadline is approaching.

City of Weslaco

/s/Hamer Rhodes
Buyer Il

RFP No. 2011-12-05



Dental Paid Claims and Membership

CITY OF WESLACO

Snapshot Date Total Subs Gross Premium Paid Claims
1/1/2011 ag $2,542.09 5823.40

2/1/2011 88 $2,680.19 £1,208.70

3/1/2011 87 $2,613.26 41,452.20
4/1/2011 93 $3,244.09 $900.80

5/1/2011 90 $3,153.26 $1,246.74

6/1/2011 90 $3,198.09 $1,215.80

7/1/2011 85 $3,264.09 $1,244.00

8/1/2011 102 $3,374.80 $1,704.30

9/1/2011 100 $3,336.59 $2,916.60

10/1/2011 94 $3,212.28 51,474.40

11/1/2011 94 $3,212.28 $2,413.50

12/1/2011 93 $3,100.47 $1,332.40

Grand Total 1,126 $37,331.49 $17,936.84

(#704228)

Humana.



@ AMERICAN HERITAGE LIFE INSURANCE COMPANY

HOME OFFICE:
1776 AMERICAN HERITAGE LIFE DRIVE

A I l STaTE JACKSONVILLE, FLORIDA 32224-6688
s (904)992-1776

Workplace Division A Stock Company

GROUP ACCIDENT INSURANCE POLICY
WHICH INCLUDES ACCIDENTAL DEATH AND DISMEMBERMENT
NON-PARTICIPATING

American Heritage Life Insurance Company (referred to as we, us, or our) will provide benefits under this policy. We
make this promise subject to all of the provisions of this policy.

The policyholder should read this policy caréfuily and contact us promptly with any questions. This policy is delivered in
and js governed by the laws of the governing jurisdiction and consists of:

1. all policy provisions and any armmendments and/or attachments issued; and
2. the employer's signed application.

This policy may be changed in whole or in part. The approval must be in writing, signed by one our executive officers and
endorsed on or attached to this policy. No other person, including an agent, may change this policy or waive any part of
it,

NOTICE OF THIRTY (30) DAY RIGHT TO EXAMINE PGLICY

You may, within 30 days after receipt of this policy, return it to us or to our agent. Upon such return of the policy, it will be
void as of the effective date; any premium paid will be refunded.

Signed for American Heritage Life Insurance Company at its Home Office in Jacksonville, Florida on the policy effective
date.

o ST (o 6. T2

President
Secrelary

THIS IS A GROUP ACCIDENT ONLY POLICY WHICH PROVIDES
BENEFITS FOR ACCIDENTS AS DEFINED WITHIN THIS POLICY
OR OTHER BENEFITS SPECIFICALLY DESCRIBED HEREIN

THIS IS NOT A POLICY OF WORKERS' COMPENSATION INSURANCE. THE EMPLOYER DOES NOT BECOME A
SUBSCRIBER TO THE WORKERS' COMPENSATION SYSTEM BY PURCHASING THIS POLICY, AND IF THE
EMPLOYER IS A NON-SUBSCRIBER, THE EMPLOYER LOSES THOSE BENEFITS WHICH WOULD OTHERWISE
ACCRUE UNDER THE WORKERS' COMPENSATION LAWS. THE EMPLOYER MUST COMPLY WITH THE
WORKERS COMPENSATION LAW AS IT PERTAINS TO NON-SUBSCRIBERS AND THE REQUIRED
NOTIFICATIONS THAT MUST BE FILED AND POSTED.

GVAP1TX (12/04) Page 1



W

Allstate.

Workplace Division

Application is Hereby Made to

AMERICAN HERITAGE LIFE INSURANCE COMPANY

Jacksonville, Florida

by CITY OF WESLACO whose main office
address is Weslaco, Texas , for Policy Number _ AC687 _,

which is attached. The Applicant hereby approves such policy and éccepts its terms.

Two copies of this application are signed. Cne copy remains attached to the policy. The other is returned to
AMERICAN HERITAGE LIFE INSURANCE COMPANY.

It is agreed that this Application takes the place of any previous application for the policy.

CITY OF WESLACO
(Full or Corporate Name of Applicant)

3 - i .
Dated at LYESLECD /¥ By C, ! t/ Manz j%@ -
(City and Siata) ' =~ (Signdture and Title) - ’
On jU IH g; 2ol Witness /%.32/7;7 % 4%774 4

{ Date) [

GVAP{-APP New [ssue-Accidenl
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ACCIDENT PLAN
WHICH INCLUDES ACCIDENTAL DEATH AND DISMEMBERMENT
GROUP POLICY SPECIFICATIONS

POLICYHOLDER: CITY OF WESLACO

POLICY NUMBER: ACB87

POLICY EFFECTIVE DATE: April 1, 2011

POLICY ANNIVERSARY DATE: April 1, 2012 and the first day of April each calendar year thereafter.

GOVERNING JURISDICTHON: the state of Texas and subject to the laws of that jurisdiction.

ELIGIBLE CLASS(ES): Al fulitime aclive ermployees working at least 20 hours per week, excluding employees who are insured
under any individual accident policy through American Heritage Life Insurance Company.

BENEFITS: See pages 3A & 3B

PLANI - OPTIONAL RIDER(S):  Group Accident Benefit Enhancement Rider - 2.00 units

INITIAL RATE: Monthly rate of $17.12 per employee for individual coverage;
$32.17 per employae for individual and spouse coverage; or

$34.40 per employee for individual and child(ren) coverage; or
$41.21 per employee for family coverage.

PLAN Il - OPTIONAL RIDER(S):  Group Accident Benefit Enhancement Rider - 2.00 units

INITIAL RATE: Monthty rate of $20.46 per employee for individual coverage;
$38.85 per employee for individual and spouse coverage; or
$41.83 per employee for individual and child({ren) coverage; or
$50.49 per employee for family coverage.

RATE GUARANTEE DATE: 04/01/2012

PREMIUM DUE: The initial date agreed to between American Heritage Life Insurance Company and the
Policyholder and each specified date thereafter.

The policyholder must send alt premiums on or before the premium due date to us. The
premium must be paid in United States dollars.

COST OF COVERAGE: The employee pays the cost of coverage.

DIVISIONS, SUBSIDIARIES OR AFFILIATED COMPANIES

These are the policyholder's divisions, subsidiaries, or affiliates listed below. The policyholder may act for 2nd on behalf
of any and all of these in all matters that pertain to this plan. Every act done by, agreement made with, or notice given fo

the policyholder will be binding on them.
Name Location (City And State)

None

GVAPITX (12/04) Page 3



ACCIDENT POLICY — GVAP1TX (12/04)

SEE BENEFITS SECTION OF POLICY FOR DETAILS OF BENEFITS

PLAN | - Benefits

Accidental Death
Common Carrier Accidental Death

Dismemberment
{scheduled — maximum benefit)

Dislocation/Fracture
(scheduled — maximum benefit)

Initial Hospitalization Confinement

Hospitalization Confinement
{daily beneiit amount)

Intensive Care
(daily benefit amount)

Ambulance Services
Ground Ambulance
Air Ambulance

Medical Expenses

Outpatient Physicians Treatment Benefit

*Multiplied by applicable factor on page 13.

PLAN II - Benefits

Accidental Death
Common Carrier Accidental Death

Dismembearment
{scheduled — maximum benefit)

Dislocation/Fracture
(scheduled — maximum benefit)

Initial Hospitalization Confinement

Hospitalization Confinement
(daily benefit armount)

Intensive Care
(daily benefit amount)

Ambulance Services
Ground Ambulance
Air Ambulance

Medical Expenses

Outpatient Physicians Treatment Benefit

*Multiplied by applicable factor on page 13.

GVAP1TX (12/04)

Principal Amount

Insured Employee
$30,000
$150,000

$30,000*

$3,000*
$750

$150
$300
$150
$450

$375
$37.50

Spouse
$15,000
$75,000

$15,000*

$1,500*
$750

$150
$300
3150
$450

$375
$37.50

Child(ren)
$7,500
$37,500

$7.,500*

$750*
$750

$150
$300
$150
$450

$375
$37.50

Principal Amount

Insured Employee
$40,000
$200,000

$40,000*

$4,000*
$1,000

$200
$400
$200
$600

$500
350

Spouse
$20,000
$100,000

$20,000*

$2,000*
$1,000

$200
$400
$200
3600

$500
$50

Child(ren)
$10,000
$50,000

$10,000*

$1,000*
$1,000

$200
$400
$200
$600

$500
$50

Page 3A



: ACCIDENT POLICY ~ GVAP1
GROUP ACCIDENT BENEFIT ENHANCEMENT RIDER — GVAPBER
SEE BENEFITS SECTION OF RIDER FOR DETAILS OF BENEFITS

BENEFITS AMOUNT
A.  HOSPITAL ADMISSION BENEFIT $1,000.00
B. LACERATIONS BENEFIT $100.00
C. BURNS BENEFIT
1. SECOND AND THIRD DEGREE BURNS COVERING LESS THAN 15% $200.00
OF THE TOTAL BODY SURFACE
2. SECOND AND THIRD DEGREE BURNS COVERING 15% OR MORE $1,000.00
OF THE TOTAL BODY SURFACE
D.  SKIN GRAFT BENEFIT 50% OF BURN BENEFIT
E. BRAIN INJURY DIAGNOSIS BENEFIT $300.00
F. COMPUTED TOMOGRAFHY SCAN OR MAGNETIC RESONANCE IMAGING $100.00
G, PARALYSIS BENEFIT
1. PARAPLEGIA (PARALYSIS OF 2 OR 3 LIMBS) $15,000.00
2. QUADRIPLEGIA (PARALYSIS OF 4 LIMBS) $30,000.00
H. COMA WITH RESPIRATORY ASSISTANCE BENEFIT $20,000.00
I OPEN ABDOMINAL OR THORACIC SURGERY BENEFIT $2,000.00
J.  TENDON, LIGAMENT, ROTATOR CUFF OR KNEE CARTILAGE SURGERY BENEFIT
1. WITH REPAIR $1,000.00
2. WITHOUT REPAIR $300.00
K. RUPTURED DISC SURGERY BENEFIT $1,000.00
L. EYE SURGERY BENEFIT $200.00
M. GENERAL ANESTHESIA BENEFIT $200.00
N. BLOOD AND PLASMA BENEFIT $600.00
0. APPLIANCE BENEFIT $250.00
P, MEDICAL SUPPLIES BENEFIT $10.00
Q. MEDICINE BENEFIT $10.00
R.  PROSTHESIS BENEFIT
1. 1 DEVICE $1,000.00
2. 2 0R MORE DEVICES $2,000.00
3. PHYSICAL THERAPY BENEFIT $60.00/DAY
T. REHABILITATION UNIT BENEFIT $200.00/DAY
U. NON-LOCAL TRANSFPORTATION BENEFIT $800.00/TRIP
V. FAMILY MEMBER LODGING BENEFIT $200.00/DAY
W. POST-ACCIDENT TRANSPORTATION BENEFIT $400.00
X.  ACCIDENT FOLLOW-UP TREATMENT BENEFIT $100.00/DAY

GVAP1 Page 3B



o POLICYHOLDER PROVISIONS

RATE GUARANTEE

A change in premium rate will not take effect before the rate guarantee date shown on page 3. However, we may change
premium rates at any time for reasons which affect the risk assumed, including those reasaons shown below:

a change oeceurs In this plan design; or

a division, subsidiary, or affiliated company is added or deleted; or

the number of insured employees changes by 25% or mare; or

a new law or a change in any existing law is enacted which applies to this plan; or
less than 5 of those eligible for coverage are participating.

S S

We will notify the policyholder in writing at least 60 days before a premium rate is changed. A change may take eifect on
an earlier date when both we and the policyholder agree in writing. Rates are guaranteed for 12 months after a premium

revision.

PREMIUM INCREASES OR DECREASES

Premium increases or decreases which take effect during a policy month are adjusted and due on the next premium due
date following the change. Changes will not be pro-rated daily.

if premiums are paid on ather than a monthly basis, premiums for increases and decreases will result in a monthly pro-
rated adjustrnent on the next premium due date.

INFORMATION REQUIRED FROM THE POLICYHOLDER
The policyholder must provide us with the following on a regular basis:

1. information about employees:

a. who are eligible to become insured; and

b. whose coverage changes; and

c. whose coverage ends; and
2. any information that may be required to manage a claim; and
3. any other information that may be reasonably required.

Policyholder records that have a bearing, in our opinion, on this policy will be available for review by us at any reasonable
time.

CANCELING POLICY

This policy can be canceled:
1. byus;or
2. by the policyholder.

We may cancel or offer to modify this policy, with at least 60 days written notice to the policyholder, if:

less than 5 of those eligible for coverage are participating; or

this policy has been in effect more than 12 manths; or

the policyholder does not prompily provide us with information that is reasonably required; or
the policyhoelder fails to perform any of its obligations that relate to this poiicy; or

fewer than 5 employees are insured,

-

If the premium is not paid during the grace period, the policy will terminate automatically at the end of the grace period.
The policyholder is liable for the premium for coverage during the grace period. The policyholder must pay us all
premiums due for the full period each plan is in force.

The policyhoider may cancel this palicy by written notice delivered to us at least 31 days prior to the cancellation date.
When both the policyholder and we agree, this policy or a plan can be canceled on an earlier date. If we or the
policyhalder cancels this policy, coverage will end at 12:00 midnight on the last day of coverage.

Cancellation of coverage by us is without prejudice to any continuous loss that commences white this policy was in force.

GVAP1TX (12/04) Fage 4



GENERAL PROVISIONS

CLASS(ES) OF EMPLOYEES/ELIGIBILITY FOR COVERAGE
The class{es) of employees eligible for coverage are shown on page 3.

ELIGIBILITY OF FAMILY MEMBERS

Family members eligible to be covered persons are:
1. the empioyee; and

2. the employee's legal spouse; and
3. unmarried children of the employee, including adopted children, children during pendency of adoption

procedures, dependent grandchildren living in the employee's household and stepchildren, who are under 25
years of age. The employee's children must not have a fuil-time job and be dependent on the employee for
support. The employee’s grandchildren must be dependent for federal income tax purposes.

A child born to the insured employee or covered spause, while family coverage is in force, will be a covered person. This
coverage begins at the moment of birth of such child for benefits otherwise payable to a covered person under this policy.
Any person {except newborns} who becomes a family member after the effective date must be added by endorsement.
No additional premium will be required for newborns or family members added by endorsement if family coverage is in
force. '
If the insured employee has individual coverage, newborn children are automatically covered from the moment of birth for
a period of 31 days. If the insured employee desires uninterrupted coverage for the newborn child (children), the insured
employee must notify us within 31 days of the child's birth. Upon notification, we will convert the insured employee's
individual coverage to family coverage and provide natification of the additional premium due. [f the insured employee
does not notify us within 31 days of the birth of the child, the temporary automatic coverage ends. If the insured employee
has individual coverage and gets married and desires coverage for his or her spouse, the insured employee must notify
us of the marriage within 31 days of the marriage. We will convert the coverage to family coverage and provide
natification of the additional premium due.
The provisions of this section also apply fo adopted children and children during pendency of adoption proceedings as
follows:
1. Coverage is retroactive from the moment of birth for a child with respect to whom a decree of adoption by the
employee has been entered within 31 days after the date of birth.
2. |f adoption proceedings have been instituted by the insured employee within 31 days afier the date of birth
and the insured employee has temporary custody, coverage is provided from the moment of birth.
3. For children other than newborns, if adoption proceedings have been completed, and a decree of adoption
was entered within 1 year from the institution of the proceedings, coverage will begin upon temporary custody
for 1 year, unless extended by the order of the cour{ by reasons of the special needs of the child.

Coverage must be provided as long as the insured employee has custody of the child pursuant to decree of the court and
required premiums are paid.

ELIGIBILITY OF SPOUSE FOR A DISABILITY RIDER
An employee's legal spouse is eligible for a disability rider if he or she has been actively working at least 25 hours per
week for 3 consecutive monihs prior to the effective date of the spouse's coverage.

ELIGIBILITY DATE
If the employee is working for the employer in an eligible class, the date such employee is eligible for coverage is the later

of:
1. the policy effective date; or
2. the date such employee becomes a member of the eligible class.

WHEN AN ELIGIBILE EMPLOYEE CAN ENROLL OR BISCONTINUE COVERAGE

1. The employee may apply for coverage during:
a. his or her initial enroliment period; or
b. atany other time, subject to evidence of insurability.
2. The employee may discontinue coverage at any time by providing written notice to us.

GVAP1TX (12/04} Page 5



. GENERAL PROVISIONS (Continued)
WHEN EVIDENCE OF INSURABILITY IS REQUIRED

Evidence of insurability is required if the employee:
1. voluntarily canceled coverage and is reapplying; or
2. is applying for the coverage at any time after his or her initial enrollment period,

EFFECTIVE DATE OF COVERAGE

Coverage for each eligible employee is effective on the effective date shown on the certificate of coverage issued to that
employee.

Far any change in an insured employee's coverage that is subject to evidence of insurability, the change in coverage is
effective on the date we approve such change in coverage,

For any change in coverage that is not subject to evidence of insurability, the change in coverage is effective on the date
we receive such request for change in coverage.

CERTIFICATE OF COVERAGE
We will issue certificates of coverage to each insured emplayee. The certificate will provide a description of the coverage
provided by this policy and will state:

1. the benefits provided under the policy; and

2. to whom benefits are payable; and
3. the limitations, exclusions and requirements that apply to coverage under the policy.

If there is any discrepancy between the provisions of any certificate and the provisions of this pelicy, the provisions of this
palicy govern.

ABSENT FROM WORK ON THE DATE COVERAGE WOULD NORMALLY BEGIN

If the employee is absent from work due to disability, injury, sickness, temporary layoff or leave of absence, coverage for

that employee begins on the date he or she returns to active employment. This applies to an employee's initial coverage,
as weli as any increase or addition to coverage that occurs after such employee’s initial coverage is effective.

TERMINATION OF COVERAGE
The insured employee's coverage under the policy ends on the earliest of:
1. the date the policy is canceled; or

2. the last day of the period for which such insured employee made any required contributions; or
3. the last day such insured employee is in active employment, except as provided under the “Temporarily Not

Working” provision; or

4. the date such insured employee is no longer in an eligible class; or

5. the date such insured employee’s class is no longer eligibie.
We will provide coverage for a payable claim that accurs while the insured employee is covered under the palicy.
If the insured employee’s spouse is a covered person, the spouse's coverage ends upon valid decree of divorce or death
of the insured employee.
If the insured employee's child s a covered person, the child’s coverage ends on the certificate anniversary next following
the date the child is no longer eligible. This is the earlier of when the child marries or reaches age 25. Coverage does not
terminate on an unmarried child who:

1. is incapable of self-sustaining employment by reason of mental or physical incapacity; and

2. became so incapacitated prior to the attainment of the limiting age of eiigibility under this policy; and

3. is chiefly dependent upon the insured employee for support and maintenance.
The child's coverage continues as long as this policy remains in force and the child remains in such condition. Proof of
the incapacity and dependancy of the child must be furnished within 60 days of the child's attainment of the limiting age of
eligibility. Thereafter, such proof must be furnished as frequently as may be required, but no more frequently than
annually after the child's attainment of the limiting age for eligibility.
If we accept a premium for coverage extending beyond the date, age or event specified for termination as to a covered
person, then coverage continues during the period for which such premium was accepted. This does not apply where
such acceptance was based on a misstatement of age.
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GENERAL PROVISIONS (Continued)

AGENCY
For purposes of the paolicy, the policyholder acts on its own behalf or as the employee's agent. Under no circumstances
will the policyholder be deemed our agent.

TEMPORARILY NOT WORKING

We will continue the insured employee's coverage in accordance with the personnel practices of the policyholder's Human
Resource department for a temporary layoff or leave of absence, if premium payments continue and the palicyholder
approved the leave in writing. Coverage will be continued for three manths following the date the insured employee
ceased active employment.

If the insured employee’s coverage ends while on a family and medical leave of absence, his or her coverage will be
reinstated when he or she returns to active employment.

We will not:
1. apply a new pre-existing conditions exclusion; or
2. require evidence of insurability.

GRACE PERIOD

The policyholder is entitled to a grace period of 31 days for the payment of any premium due except for the first premium.
The policy continues in force during the grace period, uniess the policyholder gives us written notice of discontinuance in
advance of the date of discontinuance and in accordance with the terms of this pelicy. The palicyholder is liable to us for
the payment of any pro rata premium for the time the policy Is in force during a grace period.

ENTIRE CONTRACT

The contract consists of the following items:

1. the group policy; and

2. any amendments and endorsements; and

3. the application and other written statements of the policyholder.,
Any statemenis made by the policyholder or by a covered person, in the absence of fraud, are representations and not
warranties, Only written statemenis signed by the policyholder or the covered person will be used in defense of a claim.
A copy of any written statement, if appiicable, will be furnished to the policyholder or the covered person or his
beneficiary, if any, if a claim is denied based upon such a statement.

CONTESTABILITY

After 2 years from the effective date of this policy, no misstatement of the policyholder, made in any applications, can be
used to void the policy. After 2 years from the effective dale of any covered person's coverage, no misstatement of a
covered person, made in writing, can be used to vold coverage or deny a claim for loss incurred. After 2 years, the
validity of the policy may not be contested except for nonpayment of premiums.

CLERICAL ERROR

Clerical error on the part of the policyholder or us will not invalidate insurance otherwise in force nor continue insurance
otherwise terminated. Upon discovery of any error, an adjustment will be made in the premiums and/or benefits available.
Complete proof must be supplied by the policyholder documenting any clerical errors.

LEGAL ACTION
No legal action may be brought to abtain benefits under the policy:
1. for at least 60 days after proof of loss has been furnished; or
2. after the expiration of 3 years from the time written proof of loss is required to have been furnished.

CHANGE OF BENEFICIARY

An insured employee may, from time to time, change his or her beneficiary. This will not require him or her to tell any
beneficiary about the change or to obtain a consent. Such change must be in writing on a form we furnish or accept as
satisfactory for that purpose and must be filed at our home office. It will not take effect unless so filed, but if so filed, will
take effect on the date he or she signed it. This will be true whether or note the insured employee s living on the date it is
filed at our home office. There will be no prejudice to us on account of any payment we make prior to its receipt by us at
our home office.
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CONTINUATION OF ACCIDENT INSURANCE (COBRA)

This section provides for continuation as mandated by federal law for the following benefits: Dislocation or Fracture, Initial
Hospitalization Confinement, Hospitalization Confinement, Intensive Care, Ambulance Services, Medical Expenses and
Outpatient Physicians Treatment Benefit. It applies if a person's insurance would otherwise end due to one of the
following events, called a qualifying event. The following are qualifying events:

A. Termination of employment (other than by reason of gross misconduct), or of an insured employee's eligibility
due to reduction in his or her hours. Insurance may be continued for the insured employee and any covered
family members.

The death of an insured employee. Insurance may be continued for any of his or her covered family members.

C. Divorce or legal separation. Insurance may be continued for covered family members whose insurance would
otherwise end.

D. A child ceasing to be an eligible family member under the policy. Insurance may be continued for that child.

E. The employer files a Chapter 11 Bankruptcy petition. Insurance may be continued for any insured retirees and
their covered family members. But this only applies if the insurance ends or is substantially reduced within one
year before or after the filing for bankruptcy.

To choose this continuation of accident insurance, a person must be insured under the policy on the day before the

qualifying event. In the case of bankruptcy, the person must also be; (a) an employee who retired on or before the date
insurance ends or is substantially reduced; or (b) a dependent of the retires on the day before the bankruptcy.

@

A person will not be denied continuation solely because he or she is covered under another group accident plan on the
date the qualifying event occurs.

COVERAGE CONTINUED

The insurance being continued for a person hy this section is subject to the further terms of this section and all terms and
provisions of the policy that do not conflict with this section. The insurance will be the same as that provided under the
policy for other persons in the same insurance class in which such person would have been if the qualifying event had not
occurred. However, any benefits provided for Accidental Death, Comman Carrier Accidental Death, Dismemberment or a
disability rider are not eligible for continuation under this provision. The continued insurance will be subject to any
changes 1o the policy affecting the benefits of such class fallowing the qualifying event.

NOTIFICATION AND PAYMENT REQUIREMENTS

The insured employee or other qualifying family member has the respensibiiity to inform the employer of: (a) divarce; (b)
legal separation; or (c) a child losing eligibility under the policy. This notice must be made within 60 days of the qualifying
event. Failure to provide this notification within 60 days will result in the loss of the right to continue the insurance.

The employer has the responsibility of notifying the plan administrator of: (a) an insured employee's death, termination of
employment, or reduction in hours; or (b) the employer's bankruptcy. This notice must be made within 30 days of the

gualifying event.
The plan administrator will notify the qualifying person of the right to continue within 14 days of the notice described

above. The person will then have 60 days to elect to continue his ar her insurance. Fallure to elect to continue insurance
within 60 days after a person is notified by the plan administrator will result in loss of the right to continue such insurance.

The gualifying person will be required to pay a premium for the continued insurance to the policyholder. He or she will
have 45 days from the date of election to pay the Initial premium due. All further premiurns will be due on a monthly basis
with a 31 day grace period.
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CONTINUATION OF ACCIDENT INSURANCE {COBRA) — {Continued)

TERMINATION
Insurance continued by this section will terminate on the first to apply of the dates that follow:

A
B.

C.

The date the policy terminates or is amended to terminate the type of insurance being continued.

The end of the last period for which premiums for such coverages have been made. This appiies if any required
premium is not made to the policyholder within 31 days of the due date.

The date the person becomes covered under any other group accident plan, whether as an insured employee or
otherwise. (This will not apply if such other plan contains any exclusion or limitation with respect to any pre-
existing condition the person may have.)

The date the person becomes entitied to benefits under Medicare. (This will not apply if the qualifying event
involves retired employees of employers under Chapter 11 Bankruptcy and their dependents.)

The date ending 18 months from the date of the gualifying event for persons whao qualify due to termination of
employment or reduction in hours worked. However, if a second qualifying event occurs within this 18 maenth

period, the period of coverage for any affected dependent may be extended up to 36 months from the date of the
first qualifying event. For all other qualifying events, insurance will terminate on the date ending 36 months from

the date of the qualifying event, except as provided below:

(1) If a person is totally disabled for Social Security purposes any time during the first 60 days of continuation
coverage, the 18 month period may be extended to 29 months. In arder for this additional 11 months of
insurance to be effective, the covered person must provide the policyholder or plan administrator with a copy
of the netice of the determination. The notice must be provided:

(&) within 60 days of the Social Security determination of total disability; and
(b) within the initial 18 months of continuation coverage.

{2} If an insured employee has a qualifying event (termination or reduction in hours worked) and he or she had
become entitled to Medicare before the date of this qualifying event, then any other qualified beneficiary (the
spouse and/or children) will be entitled to a period of continuation that is the greater of:

fa) 36 months from the date the insured employee first became entitled to Medicare; or
{b} 18 months from the insured employee's termination or reductton in hours.
(3) For a gualifying event involving retired empioyees of employers under Chapter 11 Bankruptcy and their
dependents, the maximum period of continuation coverage is:
(a) the lifetime of the retireg; or
{b) the lifetime of the surviving spouse of a retiree who dies before the bankruptcy; or
{c) 36 monihs after the date of death of the retiree, when such date is after the bankrupicy.

With respect to a person entitled to a 29 month period of conlinuation caverage due to disability of a qualified
beneficiary, the date of a final determination under Title 1! or XVI of the Social Security Act that the guaitfied
beneficiary is no longer disabled. However, insurance will not terminate until the last day of the month that next
follows the completion of a 30 day period beginning on the date of such final determination.
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PORTABILITY PRIVILEGE

We will provide accident insurance portability coverage, subject to these provisions.
Such coverage will not be available for a covered person, unless:

A. that covered person's accident insurance under the policy terminates under the General Provision entitled
“Termination of Coverage™;

B. we receive a written request by the covered person and payment of the first premiums for the portahbility coverage
not later than 38 days after such termination; and

C. the request is made on a form we furnish or approve for that purpose.

No portability coverage will be provided for any person, if his or her accident insurance under the policy terminated due to
his or her failure to make required premiums.

COVERAGE

The benefits, terms and conditions of the portability coverage will be the same as those provided under the policy for
accident insurance when the covered person's insurance terminated. Portability caverage may include any eligible family
members who were covered under the policy. Any change made to the policy after a covered person is insured under the
portability privilege will not apply to that covered person unless it is required by law.

Portability coverage will be effective on the day after accident insurance under the policy terminates.

PREMIUMS

Premiums are due and payable in advance to us at our home office. Premium due dates are the first day of each
calendar month. The premium rafes are based on the table of rates in effect on any premium due date. We have the
right to change the rate table on any premium due date. Written notice will be given at least 60 days before the change is

to take effect.

GRACE PERIOD
The grace period provision of the palicy will apply to each certificate holder of portability coverage as if such covered
person is the policyholder.

TERMINATION OF INSURANCE
Insurance under this portability privilsge will automatically end on the earliest of the foliowing dates:

A. The date the covered person again becomes eligible for accident insurance under the policy.

B. The last day for which premiurns have been paid, if the covered person fails to pay premiums when due, subject
to the grace period provision.

C. With respect to insurance for family members:

1. the date the insured employee's insurance terminates; or

2, the date the family member ceases io be an eligible family member under the policy.
A dependent child whose portability coverage terminates when he or she reaches the age limit may apply for portability
coverage in his or her own name, if he ar she is otherwise eligible.

TERMINATION OF THE POLICY

If the policy terminates, insured employees and family members will be eligible to exercise the partability privilege on the
termination date. Portability coverage may continue beyond the termination date, subject to the timely payment of
premiums. Benefits for portability coverage will be determined as If the policy had remained in full force and effect.
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LIMITATIONS AND EXCLUSIONS

This policy does not cover any loss incurred by a covered person as a result of:

a.

b.

=

injury incurred prior to the covered person’s effective date of coverage subject to the contestability provision;
or

any act of war whether or not declared, participation in a riot, insurrection or rebellion; or

suicide, or any attempt at suicide, whether sane or insane; or

a loss sustained or contracted in consequence of the covered person's being intoxicated or under the
influence of any narcotic unless administered on the advice of a physician; or

any bacterial infection (except food poisoning and pyogenic infections which shall occcur with and through an
accidental cut or wound); or

participation in any form of aeronautics except as a fare-paying passenger in an aircraft provided by a
licensed common carrier and operating between definitely established alrports; or

committing or attempting to commit a felony; or

driving in any erganized or scheduled race or speed test or while testing an automaobile or any vehicle on any
racetrack or speedway; or _

hernia, including complications due to hernia.

Any injury incurred while a covered person is an active member of the Military; Naval; or Air Forces of any country or
combination of countries is not covered. Upon notice and proof of service in such forces, we will return the pro-rata

portion of the premium paid for any period of such service.

PRE-EXISTING CONDITION LIMITATION

We do not pay for any loss due to a pre-existing condition if the loss occurs during the 12 month period beginning on the
date that person became a covered person.

(This space intentionally left blank.)
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' BENEFIT INFORMATION

If, while this policy is in force, a covered person sustains an injury, which results, within 90 days (180 days for Accidental
Death or Dismemberment) from the date of an accident, in any of the losses stated in the BENEFITS provision, and is
diagnosed by a physician, we pay the following benefits for such loss. Any loss not stated in the BENEFITS provision is
not covered under this policy. Treatment must be received in the United States or its territories.

Accidental Death: We pay a benefit equal {o the principal amount stated on page 3A. Benefits are subject to all of the
terms, conditions and provisions of this palicy, excluding the Continuation of Accident Insurance (COBRA) provisian.

Common Carrier Accidental Death: We pay a benefit equal to the principal amount stated on page 3A, if death results
from an injury while riding as a fare paying passenger on a scheduled common carrier. Benefits are subject to all of the
terms, conditions and provisions of this policy, excluding the Centinuation of Accident Insurance (COBRA) provision.

Dismemberment: We pay a benefit equal to the principal amount stated on page 3A, muitiplied by the applicable factor
on page 13. If more than one dismemberment is sustained in any one injury, the total amount we will pay for the multiple
dismemberments will not exceed the dismemberment principal amount stated on page 3A. Benefits are subject to all of
the terms, conditions and provisions of this policy, excluding the Continuation of Accident [nsurance {COBRA) provision.

Loss of hand or hands, or foot or feet, means total and permanent severance at or above the wrist or ankle joint. Loss of
arm or arms or leg or legs, means severance at or above the elbow joint or knee joint. The loss of eye or eyes means the
entire and irrecaverable loss of sight. The loss of finger means the severance through or above metacarpophalangeal

joints.

Dislocation or Fracture: We pay a benefit equal to the principal amount stated on page 3A, multiplied by the applicable
factor on page 13. ¥ more than one dislocation or fracture is sustained in any one injury, the total amount we will pay for
the multiple dislocations or fractures will not exceed the dislocation or fracture principal amount stated on page 3A. No
benefit will be paid for any dislocation or fracture that is not listed on page 13.

Initial Hospitalization Confinement: We pay the principal amount stated on page 3A the first time a covered person is
hospital confined after that person's effective date of coverage as a result of an injury. This benefit is payable only once
per covered person over the lifetime of this policy.

Hospital Confinement: We pay a daily benefit of the principal amount stated on page 3A if a covered persen is confined
in a hospital, as a result of an injury. This benefit is paid for each day of hospital confinement, up to a maximum of 20
days for any one injury, starting with the first full day of confinement. A day is a 24 hour period. Treatment must be
received in the United States or its territories, unless the treatment is the result of an emergency.

Intensive Care: We pay a daily benefit of the principal amount stated on page 3A if a covered person is confined in a
hospital intensive care unit, as a result of an injury. This benefit is paid for each day of intensive care unit confinement up
to 90 days for each period of continuous hospital intensive care confinement. A day is a 24 hour period. If confinement is
for only a portion of a day, then a pro-rata share of the daily benefit stated on page 3A is paid.

Ambulance Services: If a covered person, as a result of an injury, requires ambulance service for the transfer to or from
a hospital, we pay one of the amounts stated on page 3A depending on the method of transfer.

Medical Expenses: |[f a covered person, as a result of an injury, requires medical or surgical treatment, we pay the
expenses incurred for treatment up to the principal amount stated on page 3A. Expenses incurred for this benefit are
limited to physician fees, x-rays and emergency room services. This includes treatrnent for dental repair only to sound
natural teeth, if the necessity for repair is diagnosed by a licensed dentist to have been a result of the injury. Treatment
must be received in the United States or its territories, unless the treatment is the result of an emergency.

Outpatient Physicians Treatment Benefit: When a covered person is treated by a physician for any cause outside of a
hospital, we pay the principal amount stated on page 3A for the visit {o the physician.

This benefit is limited to:

1. 2 vislts per covered person, per calendar year; and
2. amaximum of 4 visits per calendar year if the insured employee has family coverage.
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SCHEDULE OF BENEFITS AND FACTORS

For the Loss of: Factor
LT ettt et eaens 1.00
Both EYES . TP 1.00
ONE EYB .ot cbe s 0.50
Both Hands or Both Arms......cccocceeveemecreen e 1.00
Both Feet or Both Legs.......ccoeerniecnsceeciceeee 1.00

One Hand or Arm and One Foot or Leg.......cccencvee..1.00

One Hand or ONE AMMT.....veeeveeeeeeceeeerereevessvsesenenneen .50

One Foot or One Leg.....oocoveerireceeneeer e 0.50
One or more entire TOES ......ccocvrrrreririee e 0.10
One or more entire FINGETS .ooveceeieeeeee e 0.10

For the Complete Dislocation of:

HIP Ottt cse b e sas e ssss s sne e 1.00
Knee Joint (except Patella)......cooveeveeeeeeniecenreninanen 0.40
Bone or Bones of the Foot, other than Toes .............. 0.40
ANKIE JOINE...cvvieiiiceere e e 0.40
WIISE JOINE.c.oivviiiiicr e e 0.35
EIBOW JOIN vt cen e ne s 0.30

Shoulder Joint.........cocimreieeiceeeee e eeineeeeeee 3020
Bone or Bones of the Hand, other than Fingers......... 0.15
Callar BONE ..ottt e 0.15
Two or mare FiNGErs —....ocvvvevverceneecinninecvecssesnneennnn.0.07
TWO OF MOME TOBS 1ot e eseeses e seeseneas 0.07

One FiNger ar ONe TOB ... ceeresncrsense e 0.03
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For Complete, Simple or Closed
Fracture of Bone or Bones of:

Skull (except bones of face or NOSE)....veiccviivieennenns 0.85
Hip, Thigh (FemUM ..cveeereeeeeecree e eaeeeeenne 1.00
Pelvis (except COCCYX) .o erce e 1.00
Arm, between Shoulder and Elbow {shaft) ................ 0.58
Shoulder Blade (Scapula) ..ecoceevieeerresvveeireeeee e, 0.55

Leg (Tibia or Fibula)......ccvviinicciccirecerenerernenen.. 0,85

ANKIE Lttt 0.40
Knee Cap (Patelia).....ccvveecvvrrrerrccrmereeencssesssevsessseens 0.40
Collar Bone {Clavitle) i 0.40

Forearm (Radius or UInNa) ....ccvveeevnvecreeecneccccceen. 00240

Foot (eXCept TOBS) ..ocivvviivicrierr et et 0.35
Hand or Wrist {except FINGers)....cccvvveecvvnreveennnn, 0.35
Lower Jaw (except Alveolar Process).....cccccecreeecennen, 0.20
Two or More Ribs, Fingers or TOES .....cccceeveeeeeveienn. 0.15
Bones of Face or NOSE ......ccccveiiiriccvrcrerirreasseeesanes 0.15
One Rib, FINGEr OF TOR «.uvvecieeeeeceeeeieececerearvrnevsenerenns 0.07
COCOYK eeeeerreererececetrstesras e ter st st s st e s sneeemernrsnrneerenn 0.07
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CONTINUITY OF COVERAGE

IF THE INSURED EMPLOYEE IS NOT IN ACTIVE EMPLOYMENT WHEN THE EMPLOYER CHANGES GROQUP
INSURANCE CARRIERS TO AMERICAN HERITAGE LIFE
When the plan becomes effective, we provide coverage for an insured employse if:

1. he or she is not in active employment as a result of an accident; and
2. he or she was covered by the prior group policy when it terminated; and
3. the prior group policy provided coverage for accidents.

Such coverage is subject to payment of premium.

IF AN INSURED EMPLOQYEE HAS A LOSS DUE TO A PRE-EXISTING CONDITION AND THE EMPLLOYER CHANGES
GROUP INSURANCE CARRIERS TO AMERICAN HERITAGE LIFE
We may pay benefits if an insured employee's loss results from a pre-existing condition if the insured employee was:

1. in active ernployment and insured under this plan on its effective date; and

2. insured by the prior group policy when it terminated.
The prior group policy's coverage must be substantially similar to this ptan and have been in effect within 60 days of
this plan's effective date in order for this provision to apply.
In order to receive benefits the insured employee must satisfy the pre-existing condition provision under:

1. the American Heritage Life plan; or
2. the prior carrier’s plan, if benefits would have been paid had that policy remained in force.

If such insured employes does not satisfy item 1 or 2 above, we will not pay any benefits.
If such insured employee saltisfies either item 1 or 2, we will determine our payments according to the American
Heritage Life policy provisions.

IF AN INSURED EMPLOYEE HAS A LOSS DUE TO A PRE-EXISTING CONDITION AND CHANGES FROM
INDIVIDUAL. INSURANCE THROUGH AMERICAN HERITAGE LIFE TO GROUP INSURANCE THROUGH AMERICAN

HERITAGE LIFE
We may pay benefits if an insured employee’s loss results from a pre-existing condition if the insured employee was:
1.  in active employment and insured under this plan on its effective date; and
2. insured by the prior individual insurance policy with American Heritage Life when it terminated.
The prior individual policy coverage must be substantially similar to this plan and have been in effect within 60 days of this plan’s
effective date in order for this provision to apply.
in order to receive benefits, the employee must satisfy the pre-existing condition provision under:
1. this plan; or
2. the prior individual insurance policy through American Heritage Life, if benefits would have been paid had the policy
remained in force.
If such employee does not satisfy item 1 or 2 above, we will not pay any benefits,
If such employee satisfies either item 1 or 2, we will determine our payments according to this policy's provisions with American
Heritage Life.
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CLAIM INFORMATION

NOTICE OF CLAIM

We encourage the insured employee to notify us of a claim as soon as possible so that a claim decision can be made
in a timely manner. Written notice of claim must be given to us within 20 days after the occurrence or commencement
of any loss covered by this policy, or as soon as is reasonably possible. Notice given by or on behalf of the insured
employee or the beneficiary to us at 1776 American Heritage Life Drive, Jacksonville, Florida 32224-6688, or fo any
authorized agent of ours, with the insured employee's name and certificate number, is notice to us.

The claim form Is available from the employer, or he or she can request a claim form from us. [f he or she does not
receive the form from us within 15 days of his or her request, he or she may send us written proof of claim without
waiting for the form.

FILING A CLAIM

The insured employee and the employer must fill ouf their own sections of the claim form and then give it to the
attending physician. The physician shouid fill out his ar her section of the form and send it directly to us.

PROOF OF CLAIM

If this policy provides for periedic payment of a continuing loss, written proof of ioss must be furnished to us within 90
days after the end of each period for which we are liable. For any other loss, written proof must be given to us within
30 days afler each loss. [f it is not possible to give us written proof in the time required, we will not reduce or deny any
clairm for this reason, as long as the proof is filed as soon as reasonably possible. In any event, the proof required
must be given to us no later than 1 year from the time specified unless the insured employee is legally incapacitated.

PHYSICAL EXAMINATION AND AUTOPSY

We have the right, at our own expense, toc have any covered person examined by a physician of our choosing, as often
as may be reasonably required while a claim is pending. We may have an aufopsy performed during the period of
contestability, where it is not forbidden by law.

PAYMENT OF CLAIMS

After receiving written proof of loss, we pay all benefits then due under this policy. Benefits for any other loss covered
by this policy are paid as soon as we receive proper written proof.

We will make payments to the insured employee unless he or she assigns such paymerts. Any amounts unpaid ai the
insured employee's death may, at our option, be paid either {o the named beneficiary or to the insured employee's
astate.

If benefits are payable to the insured employee's estate or a beneficiary who cannot execute a valid release, we can
pay benefits up to $1,000, to someone related to the insured employee or beneficiary by blood or marriage whom we
consider to be entitled to the benefits. We will be discharged to the extent of any such payment made in good faith.
Therae may be cases where a law requires that any benefits to be paid, be paid to an agency of government. We will
abide by any such law that may apply. We will not be liable to the insured employee or anyone else for such benefits

to the extent we are required by the law to pay them to such agency.

ASSIGNMENT
An assignment of the coverage under this policy is not binding on us, unless:

1 Itis a written request; and
2 ltis received and recorded by us at our home office.

We are not responsible for the validity of any assignment. An assignment is subject to any payment we make or other
action we take before we record the assignment. An assignment may not change the owner or beneficiary.

OVERPAID CLAIM
We have the right to recover any overpayments due to:

1. fraud; or
2. any error we make in processing a claim.

The insured employee must reimburse us in full. We will work with such insured employee to develop a reasonable
method of repayment if he or she is financially unable to repay us in a lump surm.

We will not recover more money than the insured employee was paid.
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CLAIM INFORMATION

CLAIM REVIEW
If a claim is denied, we will give written notice of:

1. the reason for denial; and

2. the policy provision that relates to the denial; and

3. theinsured employee's right to ask for a review of his or her claim; and

4. any additional information that might aliow us to change our decision.
The insured employee may, upon written request, read any reports that are not confidential. For a small fee, we will
make copies of those reports for the insured employee's use.

APPEALS PROCEDURE :
Prior to filing any lawsuit and within 60 days after denial of a claim, the insured employee or his or her beneficiary must
appeal any denial of benefits under the policy by making a written request for review of the denial.

(This space intentionally left blank)

GVAPITX (12/04) Page 16



GLOSSARY

Accident. Means a sudden, unforeseen and unexpected event which occurs without the covered person's intent
which results in an injury to the covered person.

Active Employment. Means the employee is working for the employer for earnings that are paid regularly and that he
or she is performing the material and substantial duties of his or her regular occupation. The employee must be
woarking at least the minimum number of hours as described under Eligible Class(es) in each plan.

The employee's work site must be:

1. the employer's usual place of business; or
2. an alternative work site at the direction of the employer; or
3. alocation to which the job requires such employee to travei.

Narmal vacation is considered active employment. However, if vacation days are used {o cover disability, sickness or
injury, those days are not considered active employment. Temporary and seasonal workers are excluded from

coverage.

Calendar Year. Means a consecutive 12 month period beginning on January 1% of each year and ending on
December 31™ of the same vyear. ' '

Common Carrier. Only the following: commercial airlines; or passenger trains; or intercity buslines. It does not
include taxis; or intracity buslines; or private charter planes.

Continuous Hospital Confinement. One continuous confinement or two or more hospital confinements not
separated by more than 30 days. If there are more than 30 days betwesn confinements, they are considered separate

confinements.

Continuous Hospital Intensive Care Unit Confinement. One continuous confinement or two or more hospital
intensive care unit confinements not separated by more than 30 days. If there are more than 30 days between
confinements, they are considered separate confinements.

Covered Person. Any of the following:
1. any eligible family member {including the employee) named in the enrciiment form or evidence of insurabiiity

form and acceptable for coverage by us; or
2. any eligible family member added by endorsement after the effective date; or

3. anewborn child.

Day. A 24 hour period.

Employee. Means a person who is: (a) a citizen or resident of the United States or one of its territories; and (b} is in
active employment with the employer.

&mployer. Means the individual, company or corporaticn where the employee is in active employment, and includes
any division, subsidiary, or affiliated company named in the policy.

Evidence of Insurability. Means a statemsnt of the employee’s or a family member's medical history which we will
use to determine if he or she is approved for coverage. Evidence of insurability will be provided at the employee's

expense.
Family Coverage. Means coverage that includes more than one covered person.

Grace Period. Means a period of 31 days following the premium due date during which premium payment may be
made.
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GLOSSARY (Continued)

Hospital. A legally operated institution with established facilities (either on its premises or available to the hospital on
a coniractual, pre-arranged basis and under the supervision of a staff of one or more duly licensed physicians), for the
care and treatment of sick and injured persens for dlagnosis, surgery, and 24 hour nursing service. Hospital does not

inciude;
1. any institution which is mainly a rest home, nursing home, convalescent home, or home for the aged; or
2. any institution which is mainly for the care and freatment of alcoholics or drug addicts, or mental or nervous

disorders.

Hospital Confined or Confinement. Confinement as an inpatient in a hospital for which a room and board charge is
made by the hospital. It does not include confinement for an observation room or a fractional part of a day.

Hospital Intensive Care Unit. A hospital area of special care, which at the time of admission is separate and apart
from the surgical recovery room, other rooms, beds, or wards normalily used for patient confinement. In addition, the

unit must provide the following:

1. 24 hour continuous nursing care attended by nurses assigned to the unit on a full time basis; and
2. direction and/or supervision by a full ime physician director or a standing “intensive care” committee of the

medical staff; and
3. special medical apparatus used to treat the critically ill.

Individual Coverage. Means coverage that includes anly the insured employee.

Initial Enrollment Period. Means one of the following periods during which the emplaoyee may first apply in writing for
coverage under this policy:
1. if the employee is eligible for coverage on the policy effective date, a period before the policy effective date as

set by us and the employer; or
2. if the employee becomes eligible for coverage after the policy effective date, the period ending 31 days after

the date he or she is first eligible to apply for coverage.

Injury. Means accidental bodily injury to a covered person as the result of an accident while coverage under this
policy is in force and the injury is the direct cause of the loss independent of disease, bodily infirmity, or any other

cause which results:

1. in a loss of life or by dismemberment within 180 days after the date the injury is sustained; or
2. in expenses incurred for medicai treatment within 80 days after the injury is sustained.

All injuries sustained in any one accident and all complications and recurrences of complications are considered to be
a single "injury™.

Inpatient. A covered person who is a resident patient using the room and board facilities of a hospital.

Insured Employee. The employee accepted for coverage by us who has completed and signed the enrollment form
or evidence of insurability and whose name appears on the Certificate Specification Page.

Material and Substantial Dutiés. Means duties that:

1. are normally required for the perfarmance of the employee's regular occupation; and
2. cannot be reasonably omitted or madified, except that if the employee is required to work on average in excess
of 40 hours per week, We will consider the employee able to perform that requirement if he or she is working or

has the capacity to work 40 hours per week.

Nurse. Any one of the following who is not & member of the covered person's immediate family or employed by the
hospital where the covered person is confined:

1. licensed practical nurse (L.P.N.}; or
2. licensed vocational nurse (L.V.N.); or
3. graduate registered nurse (R.N.).

Payable Claim. Means a claim for which we are liable under the terms of this policy.
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GLOSSARY (Continued)

Physician. Means:
1. & person performing tasks that are within the limits of his or her medical license; and
2. aperson who is licensed to practice medicine and prescribe and administer drugs or to perform surgery; or
3. a person who is a legally qualified medical practitioner according to the laws and regulations of the state he or

she practices in.
We will not recognize the insured employee, his or her spouse, children, parents, or siblings as a physician for a claim.

Plan. Means a line of coverage under the policy.
Policyholder. Means the employer to whom the policy is issued.

Pre-Existing Condition. A disease or physical condition for which:

1} symptoms existed within the 12 month period prior to the effective date of coverage; or
2) medical advice or freatment was recommended or received from a member of the medical profession within the 12

month period prior to the effeclive date of coverage.
A pre-existing condition can exist even though a diagnosis has not yet been made.

Re-Enrollment Period. A period of time as set by the employer and us during which the empioyee may apply, in
writing, for coverage under this policy, or which an insured employee may change coverage under this policy if he or

she is currently enrolled.

Temporary Layoff or Leave of Absence. Means the insured employee is absent from active employment for a
period of time that has been agreed fo in advance in writing by the employer.

Normal vacation time or any period of disability is not considered a temporary iayoff or leave of absence.

We, Us and Our. American Heritage Life Insurance Company.

{This space intentionally left blank)
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@ AMERICAN HERITAGE LIFE INSURANCE COMPANY

HOME OFFICE:
1776 AMERICAN HERITAGE LIFE DRIVE

/I"STﬂtE JACKSONVILLE, FLORIDA 32224-6688
s (904) 9921776

Workplace Division A Stock Company

THIS IS A GROUP ACCIDENT ONLY POLICY WHICH PROVIDES
BENEFITS FOR ACCIDENTS AS DEFINED WITHIN THIS POLICY
OR OTHER BENEFITS SPECIFICALLY DESCRIBEED HEREIN



AMERICAN HERITAGE LIFE INSURANCE COMPANY

1776 American Heritage Life Drive, Jacksonville, Florida 32224

GROUP ACCIDENT BENEFIT ENHANCEMENT RIDER

This rider is issued in consideration of the rider premium
and the written request for this rider. Benefits are paid in
addition to the benefits of the policy to which it is
attached. Benefits are subject to all of the terms,
conditions and provisions of the policy. All terms defined
and used in the policy apply to this rider unless otherwise
provided in this rider.

DEFINITIONS

Coma. Means a continuous state of profound
unconsciousness which lasts 7 or more consecutive days
as a result of a covered accident. A coma is
characterized by an absence of spontaneous eye
movements, response to painful stimuli and vocalization.
The condition must require intubation for respiratory
assistance. Medically induced comas are excluded.

General Anesthesia. Means a process that produces
loss of consciousness, in addition to pain relief and
paralysis of skeletal muscle over the entire body, by the
administration of anesthetic drugs and is used during
major and other invasive surgical procedures.

Physical Therapist. Means a licensed specialist in
physical therapy. The term “Physical Therapist” does not
include: a chiropractor; any covered person; or any
spouse, parent, brother, sister or child of a covered
person.

Policy. Means the policy to which this rider is attached.

Rider Date. Maans the eifective date of coverage under
this rider. The rider date is the policy date, unless this
rider is applied for at a later date. If this rider is applied
for at a later date, the rider date is the effective date
assigned by our home office in accordance with our
palicy dating rules in effect at the time this rider is issued.

BENEFITS

We pay the following benefits for expenses incurred as a
result of an injury to a covered person caused by an
accident occurring while this rider is in force. All
treatment must be performed on the recommendation of
or under the supervision of, a physiclan. Any loss or
expense not stated in the BENEFITS provision of this
rider is not covered under this rider. Treatment must be
received in the United States or its temitories.

GVAPBERMTX

A. Hospital Admission Benefit. This benefit is payable
only for accidents occurring 12 months after the covered
person has been cantinuously covered by this rider. We
pay the amount shown on page 3B for the first hospital
confinement during a calendar year, provided a henefit is
paid under the Hospltal Confinement Benefit in the policy.
The covered person must be confined to a hospital within
3 days after the accident. This benefit is payable only
once per covered person per hospital confinement per
calendar year.

B. Lacerations Benefit. We pay the amount shawn on
page 3B if a covered person receives treatment for 1 or
more lacerations (cuts) within 3 days after the accident.
This benefit is payable only once per covered person per
calendar year.

C. Burns Benefit. We pay the amount shown on page
3B if a covered person receives freatment for 1 or more
burns, cther than sun burns, within 3 days after the
accident. This benefit is payable only once per covered
person per accident.

D. Skin Graft Benefit. We pay the amount shown on
page 3B if a covered person receives a skin graft for a
burn for which a benefit is paid under the Burns Benefit.
The skin graft must be performed within 20 days after the
accident. This benefit is payable only once per covered
person per accident.

E. Brain Injury Diagnosis Benefit. We pay the amount
shown on page 3B upon the first diagnosis of 1 of the
following traumatic brain injuries by a covered person;
concussion, cerebral laceration, cerebral contusion, or
intracranial hemoirthage. The covered person must be
first treated by & physiclan within 3 days after the
accldent,

The covered traumatic brain injury must be diagnosed
within 30 days after the accident by computed
tomography (CT} scan, magnetic rescnance imaging
(MRI), electroencephalogram (EEG), positron emission
tomography (PET) scan, ar X-ray. This benefit is payable
only once per covered person.

F. Computed Tomography (CT) Scan and Magnetic
Resonance Imaging (MRI) Benefit. We pay the amount
shown on page 3B if a covered person receives a CT
scan or MRI within 180 days after the accident. The
covered person must be first treated by a physician within
30 days aiter the accident. This benefit s payable only
once per covered person per accident per calendar year.
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G. Paralysis Benefit. We pay the amount shown on
page 3B if a covered person recelves a spinal cord injury
resulting In the complete and permanent loss of use of 2
or more limbs as a resuit of an Injury. Paralysis must be
confirmed by the atiending physician within 3 days after
the accident and have a duration of at least 90
consecutive days. This benefit is payable only once per
coverad person.

H. Coma with Respiratory Assistance Benefit. We
pay the amount shown on page 3B If a covered person
is in a coma. This benefit is payable only once per
covered person.

l. Open Abdominal or Thoracic Surgery Benefit. We
pay the amount shown cn page 3B if a covered person
undergoes open abdominal or thoracic surgery for
internal injuries within 3 days of the accident. We pay
this benefit even if no surgical repair is required.

If 2 or more surgical procedures are performed thraugh
the same incision or entry point, they are considered 1
operation.

J. Tendon, Ligament, Rotator Cuff or Knee Cartilage
Surgery Benefit. We pay the amount shown on page
3B if a covered person undergoes a surgical procedure
to repair an injury to a tendon, ligament, rotator cuff or
knee cartilage. The injured site must be forn, ruptured,
or severed and the surgical procedure must be
performed by a physiclan within 180 days after the
accident.

If exploratory surgery using arthroscopy is performed
and no surgical repair is required then we will pay the
amount shown on page 3B. If 2 or more surgical
procedures are performed through the same incision or
entry point, they are considered 1 operation and we will
pay the amount for the procedure with the largest dollar
amount benefit.

K. Ruptured Disc Surgery Benefit. We pay the amount
shown on page 3B if a covered person undergoes a
surgical procedure to repair a ruptured disc of the spine.
The ruptured disc must be dlagnosed and the surgical
procedure must be performed by a physician within 180
days after the accident.

If 2 or more surgical procedures are performed through
the same inclsion or entry point, they are considerad 1
operation.

L. Eye Surgery Benefit. We pay the amount shown on
page 3B for surgery or removal of a foreign object from
the eye of a covered person. The procedure must be
performed by a physician within 90 days after the
accident. An examination with or without anesthesia is
not considered surgery. This benefit is payable only
once per covered person per accident.

GVAPBERMTX

M. General Anesthesia Benefit. We pay the amount
shown on page 3B if a covered person received general
anesthesia adminisiered by a nurse anesthetist or
physician for surgery required to freat an injury provided
a benefit is paid for the surgery under the Surgery
Benefit of the policy. The surgery must be performed by
a physician within 180 days after the accident.

N. Blood and Plasma Benefit. WWe pay the amount
shown on page 3B if a covered person receives a blood
or plasma transfusion within 3 days after an accident.
This benefit is payable only once per covered person per
accident.

0. Appliance Benefit. We pay the amount shown on
page 3B if a covered person receives 1 of the following
medical appliances prescribed by a physician as an aid
in personal locomotion or mobility: wheelchair, crutches,
or walker. The use of a medical appliance must begin
within 90 days after the accident. This benefit is payable
only once per covered person per accident.

P. Medical Supplies Benefit. We pay the amount
shown on page 3B for over-the-counter medical supplies
purchased for a covered person provided a benefit is
paid for the accident under the Medical Expenses
Benefit in the policy. The supplies must be purchased
within 90 days after the accident. We pay this benefit
once per covered person per accident.

Q. Medicine Benefit. We pay the amount shown on
page 3B per accident for prescription or over-the-counter
medicine purchased for a covered person provided a
beneifit is paid for the accident under the Medical
Expenses Benefit in the policy. The medicine must be
purchased within 90 days after the accident. We pay
this benefit once per covered person per accident.

R. Prosthesis Benefit. We pay the amount shown on
page 3B for a prosthetic arm, leg, hand, foot or eye
prescribed by a physician to replace an arm, leg, hand,
foot or eye that a covered person loses as a direct result
of an accident. This benefit is paid only if a benefit is
paid for the loss of an arm, leg, hand, foot or eye under
the Dismemberment Benefit in the policy. The prosthetic
device must be received within 180 days after the
accident. This benefit is payable only once per covered
person per accident,

S. Physical Therapy Benefit. We pay the amount
shown on page 3B per day for physical therapy
treatment received by a covered person when
prescribed by a physician for an injury, provided a
benefit is paid under the Medical Expenses Benefit in
the policy. We pay for 1 physical therapy treatment per
day for up to a maximum of 6 freatments per accident
per covered person. Chiropractic services are excluded.
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Physical therapy must be for injurfes sustained in an

accident and must:

1. begin within 90 days after the accident; and

2, take place no longer than & months after the
accident.

This benefit is not payable for the same visit for which
the Accident Follow-Up Treatment Benefit is pald.

T. Rehabilitation Unit Benefit. We pay the amount
shown on page 3B per day if a covered person Is
confined to a rehabilitation unit as a result of an injury,
provided that the covered person has been hospital
confined immediately prior to being fransferred to the
rehabilitation unit. This benefit is paid for each day a
room charge Is incurred, up to 30 days for each covered
person per continuous period of rehabilitation unit
confinement, for a maximum of 60 days per calendar
year. This benefit is not payable for days on which the
Haspital Confinement Benefit in the policy is paid.

U. Non-lecal Transportation Benefit. We pay the
amount shown on page 3B per ftrip for non-local
treatment of a covered person at a hospital or other
specialized freestanding treatment center prescribed by
a physician when the same or similar treatment cannot
be obtained locally. “Non-local” means a one-way trip of
100 miles or more from the covered person's home fo
the nearest treatment facility. We do not pay for visits to
a physician's office or clinic or for services other than
actual treatment. This benefit is payable up to 3 fimes
per accident. Transportation by ground or air
ambulance is not covered under this benefit

V. Family Member Lodging Benefit. We pay the
amount shown on page 3B per day for the lodging of 1
adult family member of the covered person's family to be
with the covered person when a covered pefrson is
confined in a non-local hospital or other specialized
freestanding treatment center for treatment. This benefit
is payable for up to 30 days for each accident.

This benefit is only payable if the Non-local
Transportation Benefit is paid. This benefit will not be
paid if the family member lives within 100 miles one-way
of the treatment facility.

W. Post-Accident Transportation Benefit. We pay the
amount shown on page 3B if a covered person is
hospital confined for at least 3 consscutive days due to
an Injury resulting from an accident which occurs more
than 250 miles from his or her place of residence and
the covered person is brought home by a common
carrier.

For the purposes of this rider, a commeon carrier means
a method of transport with defined published routes,
time schedules and rates approved by reguiators.
These include public airlines, railroads, and bus lines.
Travel to the place of residence must {ake piace within
48 hours following discharge from the hospital. This
benefit is payable for the injured covered person orily,
and only if the Hospital Confinement Benefit in the palicy
is paid. This benefit Is payable only once per covered

"person per calendar year.

X. Accident Foliow-Up Treatment Benefit. We pay the
amount shown on page 3B per day for follow-up
treatment received by a covered person provided a
benefit is paid under the Medical Expenses Benefit in
the policy. We pay for 1 follow-up treatment per day for
up to a maximum of 2 treatments per covered accident
per covered person. :
Treatments must be administered by a physician in a
physician's office or in a hospital on an outpatient basis
and must be for injuries sustained in a covered accident
and must:
1. begin within 80 days after the accident; and
2. take place no longer than 6 months after the
accident.

This benefit is not payable for the same visit for which
the Physical Therapy Benefitis paid.

LIMITATIONS AND EXCLUSIONS

The Limitations and Exclusions section of the policy
applies to this rider.

TERMINATION

This rider terminates at the earliest of:

1. the date the group policy is canceled; or

2. the last day of the period for which any required
premium payments were made; or

3. the last day the insured employee is in active
employment, except as provided under the
“Temporary Layoff, Leave of Absence or Family and
Medical Leave of Absence” provision; or

4, the date the insured employee is no longer in an
eligible class; or

5. the date the insured employee’s class is no longer
eligible.

Signed for AMERICAN HERITAGE LIFE INSURANCE CCMPANY at its Home Office.

| STt

Secretary
GVAPBERMTX

President
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HOME OFFICE:
1776 AMERICAN HERITAGE LIFE DRIVE

AI |STEITE JACKSONVILLE, FLORIDA 32224-6687
® (904) 992-1776

A Stock Company

@ AMERICAN HERITAGE LIFE INSURANCE COMPANY

Workplace Division

AMENDMENT

This amendment is made a part of the Group Policy to which it is attached and is effective on April 1,
2011. It is subject to all of the provisions, limitations and exclusions of the Group Policy not

inconsistent with this amendment.

.  The second and third paragraphs of the “Eligibility of Family Members” provision of the
GENERAL PROVISIONS section are deleted in their entirety and replaced with the following:

A child born to the insured employee or covered spouse, while Individual and Child{ren) or Family Coverage is in
force, will be a covered person. This coverage begins at the moment of birth of such child for benefits otherwise
payable to a covered person under this policy. Any person (except newborns) who becomes a family member after
the effective dale must be added by endorsement. No additional premium will be required for newborns or family
members added by endorsement if Individuat and Child{ren) Coverage or Family Coverage is in force.

if the insured employee has Individual Coverage or Individual and Spouse Coverage, newborn children are
automatically covered from the moment of birth for a period of 31 days. |If the insured employee desires
uninterrupted coverage for the newbarn child, the insured empioyee must notify us within 31 days of that child's
birth. Upon nofification, we will convert the insured employee’s Individual Coverage or Individual and Spouse
Coverage to Individual and Child(ren) Coverage or Family Coverage and provide notification of the additional
premium due. If the insured employee does not notify us within 31 days of the birth of the child, the temporary
automatic coverage ends. If the insured employee has Individual Coverage or Individual and Child(ren) Coverage,
gets married, and desires coverage for his or her spouse, the insured employee must notify us of the marriage
within 31 days of the marriage. We will convert the coverage to Individual and Spouse Coverage or Family
Coverage and provide notification of the additional premium due.

il. The "Outpatient Physicians Treatment Benefit" provision of the BENEFIT INFORMATION
section is deleted in its entirety and replaced with the following:

Qutpatient Physicians Treatment Benefit: When a covered person is treated by a physician for any cause
outside of a hospital, we pay the principal amount stated on page 3A for the visit to the physician.

This benefit is limited to:

1. 2 visits per covered person, per calendar year; and
2. a maximum of 4 visits per caiendar year if the insured employee has Individual and Spouss Coverage,

Individual and Child{ren) Coverage or Family Coverage.

lll. The definition of “Family Coverage” in the GLOSSARY section is deleted in its entirety and
replaced with the following:
Family Coverage. Means coverage that includes the employee, his or her spouse, and eligible children.
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IV. The GLOSSARY section is amended to add the following definitions:
Individual and Child{ren) Coverage. Means caverage that includes only the insured employee, as defined, and
eligible children,

Individual and Spouse Coverage. Means coverage that includes only the insured employee, as defined, and his
or her eligible spouse. '

Secretary
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@ AMERICAN HERITAGE LIFE INSURANCE COMPANY
HOME OFFICE:

/" I state 1776 AMERICAN HERITAGE LIFE DRIVE
® JACKSONVILLE, FLORIDA 32224-6687
(904) 992-1776
Workplace Division A Stock Company

AMENDMENT

This amendment is made a part of the Group Policy to which it is attached. It is subject to all of the
provisions, limitations and exclusions of the Group Policy not inconsistent with this amendment.

I

The definitions of Employee, Employer, Insured Employee and Policyholder in the GLOSSARY
section are deleted in their entirety and replaced with the following definitions:

Employee. Means a person who is: (a) a citizen or resident of the United States or one of its territories; and (b) in
active employment with the employer or is a member in good standing in the labor union group or association named
as the policyholder.

Employer. Means the individual, company or corporation where the employee or mernber Is in active employment,
and includes any division, subsidiary, or affiliated company named in this policy.

Insured Employee or Member. The employee or member accepted for coverage by us who has completed and
signed the enrollment form or evidence of insurability and whose name appears on the certificate speciification page.

Policyholder. Means the legal entity to whom the policy is issued.

The GLOSSARY section of the policy is revised to add the following definition:

Member. Means a member in good standing in an association or labor union group or named as the policyholder and
who is: {1) a citizen or resident of the United States; and (2} is {(a)] engaged in {, or {b) able to engage in and currently
seeking,] active employment.

Throughout the policy the term “employer” is deleted and replaced with the term “policyholder”,
except in the Glossary.

Throughout the policy the term “insured employee” is deleted and replaced with the term “insured
employee or member”.

. ST

Secretary
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@ AMERICAN HERITAGE LIFE INSURANCE COMPANY
HOME OFFICE:

A I I S‘I'a‘l'e 1776 AMERICAN HERITAGE LIFE DRIVE
° JACKSONVILLE, FLORIDA 32224-6687
(904) 992-1776

Workplace Divisi
p vIsIon A Stock Company

ENDORSEMENT

This Endorsement is made a part of the Policy or Certificate to which it is attached.

From time to time, American Heritage Life Insurance Company may arrange for third party service providers to
provide the same services as outlined on the following pages (i.e. prescription discount pian, vision discount plan), to
those persens who become insured under policies of Health Insurance issued by American Heritage Life Insurance
Company. While American Heritage Life Insurance Company has arranged these discounts, the third party service
providers are liable to the insureds for the provision of such discounts. American Heritage Life Insurance Company is
not responsible for the provision of such discounts, nar is it liable for the failure of the provision of the same. Furiher,
American Heritage Life Insurance Company is not liable to the insureds for the negligence of any such third party
service providers, uniess otherwise provided by law.

The prescription and vision discount benefits pravided do not automatically terminate upon termination of the Policy or
Certificate, and can be utilized as long as the insured (or former insured) has an 1D card showing current coverage.

A complete description of benefits and discounts will be provided by Us when ID cards are sent or in some instances
will be mailed directly to the insured by the provider.

In addition, the Company may offer or provide certain persons {or their employers) who apply for coverage with the
Company, or become insured/enrolless with the Company, with goods or setvices including, but not limited to:

IRS Section 125 Cafeteria Plan Administration — Administration assistance with adoption agreements, summary plan
descriptions and distribution and collection of forms.

Flexible Spending Account Administration - Administration assistance with adoption agreements, summary plan
descriptions and distribution and collection of forms.

Consolidated Billing and Payment — Collection and distribution of premiums for all insurance premiums io the
appropriate insurance company.

Enroliment and Enrollment Administration — Electronic enrollment of insurance with secure and compliant data
transmitted to the appropriate insurance company.

COBRA Administration — Administration of continuation of coverage options available.

If applicabie, all forms, handbooks, DVDs elc. related to the above.

NONIBTX



IMPORTANT INFORMATION ABOUT COVERAGE UNDER THE
TEXAS LIFE, ACCIDENT, HEALTH AND HOSFITAL SERVICE INSURANCE GUARANTY ASSOCIATION
(For insurers declared insolvent or impaired on or after September 1, 2005)

Texas law establishes a system, administered by the Texas Life, Accident, Health and Hospital Service Insurance
Guaranty Association (the “Association”), to protect Texas policyholders if their life or health insurance company fails.
Only the policyholders of insurance companies which are members of the Association are eligible for this protection which
is subject to the terms, limitations, and conditions of the Association law. (The law is found in the Texas Insurance Code,
Chapter 463.)

It ts possible that the Association may not cover your policy in full or in part due to statutory limitations.
Eligibility for Protection by the Association

When a member insurance company is found to be insolvent and placed under an order of liguidation by a court or
designated as impaired by the Texas Commissioner of Insurance, the Association provides coverage to policyholders who
are. . -
+ Residents of Texas at that time (irrespective of the policyholder's residency at policy issue)
Residents of other states, ONLY if the following conditions are met:

1. The policyholder has a policy with a company domiciled in Texas;

2. The policyholder's state of residence has a similar guaranty association; and

3. The policyholder is not efigible for coverage by the guaranty association of the policyholder's stale of

residence.

Limits of Protection by the Assaociation

Accident, Accident and Health, or Health Insurance:

« For each individual covered under one or more paolicies: up to a total of $500,000 for basic hospital, medical-surgical,
and major medical insurance, $300,000 for disability or long term care insurance, and $200,000 for other types of
health insurance.

Life Insurance:
= Net cash surrender value or net cash withdrawal value up to a total of $100,000 under one or more policies on any

one life; or
= Death benefits up to a total of $300,000 under one or more policies on any one life; or
= Total benefits up fo a total of $5,000,000 to any owner of multiple non-group life policies.
Individual Annuities:
= Present valus of benefits up to a total of $100,000 under one or mare contracts on any one life.

Group Annuities:

= Present value of allocated benefits up to a total of $100,000 on any one life; or

= Present value of unallocated benefits up to a total of $5,000,000 for one contractholder regardless of the number of
contracts.

Aggregate Limit:

«  $300,000 on any one life with the exceplion of the $500,000 health insurance limit, the $5,000,000 multiple owner life
insurance limit, and the $5,000,000 unallocated group annuity limit.

Insurance companies and agents are prohibited by law from using the existence of the Association for the
purpose of sales, solicitation, or inducement to purchase any form of insurance. When you are selecting an
insurance company, you should not rely on Association coverage.

Texas Life, Accident, Health and Hospital Texas Department of Insurance
Service Insurance Guaranty Association P.O. Box 149104

6504 Bridge Point Parkway, Suite 450 Austin, Texas 78714-9104

Austin, Texas 78730 800-252-3439 or www.tdi.state.bx us

B800-982-6362 or www.xlifega.org
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@

Allstate.

Warkplace Division

Important Privacy Policy Nofice

At Alstate Workplace Division ("AWD"), we value you as a customer. We also share your concerns about privacy. We are
sending this nofice to explin how we treal personal information (“customer information”) that is not public. This is
information that we obtain from you or other sources when we provide you with products and services.

We want you to know that: we respect your privacy; and we protect your information.

= Wedo rot sel customer information. :

* We do not share your information with: persons; companies; or organizations oulside of AWD
that would use that information to contact you about their products and services.

= We expect persons or organizations that provide services on our behaf to keep your information
confidential. We also expect them to use your information only fo provide the services we've

asked them to perform.
*  We communicate to our employees sbout the need to protect your information. We have

established safeguards (these are physical, electronic and procedural} to protect this
information,

Below are answers lo quastions that you might have about privacy. You may be wondering...

What do we dowith your information?

AWD does not sell your customer or medica information to anyone. We do not share it with companies or organizations
outside of AWD that wouid use that information fo contact you about their own products and services, |f this were to
change, we would offer you the option to opt out o this type of information sharing. Also, we would obtain your consent
before we share medical information for marketing purposes.

Your agent or broker may use your information to help you with your insurance needs. We may also communicate with
you about products, features, and options in which you have expressed an interest. Without your consent, we may
provide your nformation to persons or ociganizations in and out of AWD. This would be done as permitted or required by

law. We maydo this to:

* Fulfill afransaction you have requested.

*  Service your policy.

= Markst our products to you.

* Investigate or handle claims.

* Detect or prevent fraud.

* Perticipate ininsurance support organizations (Information from a report by an inswrance support crganization may be
retained by that organization and distributed to other persons.).

»  Comply with lawful requests from regulatory and law enforcement autharities.

These persons or organizations may include:

Our affillated comparies.

Companies that perform services, including marketing, on our behaff.

Other fimancial institutions with which we have an agreement for the sale of financial products.
Other insurance companies to perform their role in an insurance transaction involving you.
Businesses that conduct actuarial or research studies.

Persons requesting information pursuant fo a subpoena or court order.

Your agent or broker.

An employer, if your premiums are payroll deducted.

* The creditor whe sold you insurance, if your policyis credit insurance.
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‘What kind of customer information do we have, and where did we get it?

Much of the information that we have about you comes from you. When you perfam cetain fransactions, you
may give us information such as your name, address, and Sccial Security number. These transactions inciude
when you submit: an application for inswrance; a request for insurance; a request for products and services we
offer; or a request for an insurance qucte. We may have coniacted you by telephene or mail for additional
information. We keep information about the types of services you puchase from us and our affiliates. Examples
of this include premiums, fund values, and payment history. We may cdiect information from outside sources
such as consumer reporting agencies and health care providers. The information we callect may include the

fdiowing:
*  Motor vehicle reports.

«  Credi reports.
*  Medical infarmation.

How dowe protect your customer information?

We expect any company with whom we share your irformation to use it only o provide the service we have asked
them to perform. Information about you is dso availabie within AWD to those individuals who may need to use it
to fulfill and service the needs of our customers. We communicate the need to pmtect your information to all
employees and agents. We especially communicate this need to individuak who have access bo it. Plus, we have
established physical electronic, and procedural safeguards fo protect your information. Note that if your
refationship with us ends, your information will remain protected. This protection will be provided according to our
privacy practices cutlined in this Important Notica.

How can you find out what information we have about you?

You may request fo see, or cbiain by mail, the information about you in our records. if you believe that our
information is ncomplete or inaccurate, you may request that we correct, add to, or delete from the disputed
information. In order to fulfill your request, we may make arrangements o copy and disclose your information to
you on our behalf. This may be done with an insurance support organization or a consumer reporting agency.
You may also request a meore complete description of the entities to which we disclose your information, or the
conditions that might warrant such disclosures. Please send any of the requests Isted above in wiiting to:

AWD

Policyholder Services (Privacy Section)
1776 American Heritage Life Drive
Jacksonville, FL 32224-6687

if you are an Internet user ...
Our website, www allstateatworkecom, provides information about AWD, our products, and the agencies and

brokers that represent us. You may also perform cerain fransactions on the website. When accessing

www.allstateatwork com, please be sure to read the Privacy Statement that appears there. To learn mare, the

www.allstateatwork.com Privacy Statement provides information relating to your use of the website. This
includes, for example:

1} ouruse of online collecting devices known as “coockies”;

2) how we collect information such as |P address (the number assigned to your computer when you use the
Internet), browser and platform types, domain names, access times, referral data, and your activity while
using our site;

3} who shoud use our website;

4} the security of information over the Internet;

5) links and co-branded sites.

We hope you have found this natice helpful. if you have any questions or would fike more information, please
don'thesitate to contact your agent or write us at:

AWD

Policyholder Services (Privacy Section)

1776 American Heritage Life Drive

Jacksonville, FL 32224-6687

This notice is being provided on behalf of the folowing companies:
American Heritage Life Insurance Company Holiday Life Insurance Company

Bluegrass Life Insurance Company Kentucky Home Mutual
Acme United Insurance Company Keystone State Life
SMA Life Assurance Company Naiional Guardian Life
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@

Allstate.

Workplace Division

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE
USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS
INFORMATION. PLEASE REVIEW IT CAREFULLY.

EFFECTIVE APRIL 14, 2003

We are required by the privacy reguations issued under the Health Insurance Portability
and Accountability Act of 1996 (*HIPAA")} to maintain the privacy of our Plan's
customers' Protected Health Information hereinafter referred to as Medical Information
and to provide those customers with notice of our legal duties and privacy practices with
respect to your Medica Information. If your state provides privacy protectons that are
more sfringent than those provided by HIPAA, we will maintain your Medical Infarmation
in accordance with the more stringent state standard.

This Ndtice applies to "Medical Information” associated with "Health Plans” issued by:
= American Herntage Life Insurance Company

This Notice describes how we may use and disclose Medical Information to perform
claims handling, payment, general insurance operatons, and for other pumposes that

are permitted or required by law.

We may change the terms of this Notice at any time. [f we change this Notice, we may
make the new notice terms effective for all of your Medical Information that we maintain,
including any information we created or received prior to issuing the new notice. If we
do revise our Privacy Notice, copies will be sent to you if you are then currently insured

under our Plan.

Medical Information means information about you that is created or received by us and
during the administration of coverage under the Plan, which identifies you or for which
there is a reasonable basis to believe the information can be used to identify you and
that relates to:

1) the past, present or future physical or mental health condition of the
individual; or

2) the provision of health care to the individual; or

3) the past, present or future payment for the provision of health care
o the individual.
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Uses and Disclosures of Medical Information With Your Written Authorization

Except as described in the next section of this Notice, we will not use or disclose your
Medical Information for any purpose unless you have signed a form authorizing the use
or disclosure. You have the right to revoke that authorization in writing at any time.
However, any action already taken by the Plan or others in reliance on the authorization
cannot be changed.

Uses and Disclosures of Medical Information Without Your Written Authorization

For Payment. We may make use of and disclose your Medical Information without your
written authorizaion as may be necessary for payment purposes. For example, we
may use information regarding your medical procedures and treatment to process and
pay claims or certify these services are covered under your Plan.

For Plan Administrative Operations. We may make use of and disclose your Medical
Information without your written authorization as necessary for our Plan administrative
operations. Plan administrative operations include our usual business activifies,
examples of which are management, licensing, peer review, quality improvement and
assurance, enrollment, underwriting, reinsurance, compliance, auditing, rating, claims
handiing, complaint handling and other functions related to your Plan.

To Individuals Involved In Your Care. We may, without your written authorization, for
the purposes of treatment, payment or Plan administrative operations, disclose the fact
that you are covered under a Plan or that payment has been processed to a family
member, other relative, your close personal friend or any other person you may identify.
In these circumstances, we would not disclose any Medical Inforration which is not
directly relevant to that person’s involvement with your care or with payment for your
care.

If you have designated a person to receive information regardng payment of the
premium or pay premium via credit card, we may inform that person or credit card

facility when your premium has not been paid or received by us.

We may also disclose limited Medical Information to a public or private entity that is
authorized to assist in disaster relief efforts in order for that entity to locate a family
member or other persons that may be invdved in some aspect of caring far you.

To Our Business Associates. Certain aspects and components of our services are
performed through contracts with outside persons or organizations. Examples of these
may include, but are not limited to our duy appointed insurance agents, financial
auditors, reinsurers, legal services, enroliment and billing services, claim payment and
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medical management services. We may provide access to your Medical Information
without your wrtten authorization to one or more of these outside persons or
organizations who assist us with payment or Plan administrative operations. We require
these business associates to appropriately safeguard the privacy of your information.

For Other Products and Services. We may contact you without your written
authorization to provide information regarding Plan upgrades or additional benefits that
may be of interest to you. For example, we may use the fact that you currently are
insured under a Plan for the purpose of communicating to you about changes to our
Plan or products that could enhance or add value to existing coverage.

For Disclosure With Authorization. Unless otherwise excluded in this notice, we will

not disclose any cther Medical Information to any person or entity not specifically
mentioned elsewhere in this Notice without your express written authorization.

For Other Uses and Disclosures. We are permitted or required by law to make some
other uses and disclosures of your Medical Information without your authorization:

* We may release your Medical Information if required by law to a government
oversight agency conducting audits, investigations, or civil or cimina proceedings.

* We may release your Medical Information if required to do so by a court or
administrative ordered subpoena or discovery request. In most cases you will
have natice of such a release.

* We may release your Medical Information for public health activities, such as
required reporting of disease, injury, birth and death and for required public health
investigations.

*  We may release your Medical Information as required by law if we suspect child
abuse or neglect or if we believe you to be a victim of abuse, negect or domestic

violence.

«  We may disclose your Medica Information to the Food and Drug Administration if
necessary to report adverse events, product defects or to participate in product

recalls.

*  We may release your Medicd Information {o law enforcement officials as required
by law to report wounds, injuries or crimes.

*+ We may release your Medical Information to coroners andfor funera directors
consistent with law.
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« We may release your Medical Information for a national securily or intelligence
activity or, if you are a member of the military, as required by the ammed forces.

»  We may release your Medical Information to workers' compensation agencies if
necessary for your workers' compensation benefit determination.

Your Rights

Right to Inspect and Copy Your Medical Information. You may have access to our
records that contain your Medical Information in order to inspect and obtain copies of
the records. Under limited circumstances, we may deny you access to a portion of your
records. If you desire access to your records, please obtain a record request form from
our Privacy Officer and submit the completed form to our Privacy Office. If you request
copies, we may charge you copying and mailing costs.

Right to Amend Your Medical Information. You have the right to request that we
amend your Medical Information mainfained in our enrollment, payment, claims
adjudication and case or medical management records, or other records we use to
make decisions about you. If you desire to amend these records, please obtain an
amendment request form from our Privacy Office and submit the completed form to our
Privacy Office. We will comply with your request unless special circumstances apply. If
your physician or other health care provider created the information that you desire to

amend, you should cortact the provider to amend the information.

Right to an Accounting of the Disclosures of Your Medical Information. Upon
request, you may obtain an accounting of certain disclosures of your Medical
Information made by us on or after April 14, 2003, excluding disclosures made earlier
than six years before the date of your request. If you request an accounting more than
once during any 12 month period, we will charge you a reasonable fee for the
subsequent accounting statements.

Right to Request Confidential Communications. We will accommodate your
reasonable request o receive communications of your Medical Information from us by
alternative means of communication or at alternative locations if the request clearly
states that disclosure of that information could endanger you.

Right to Request Restrictions on Use and Disclosure of Your Medical information.
You have the right to request restrictions on some of our uses and disclosures of your
Medical Information for medical treatment, payment, or Plan administrative operations
by notifying us of your request for a restriction in writing mailed to the contact identified
at the end of this Notice. Your request must describe in detail the restriction you are
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requesting. We are not required to agree to your restriction request but will attermpt to
accommodate your requests. We retain the right to terminate an agreed-to restriction.
[n the event of a termination of an agreed-to restriction by us, we will notify you of such
termination, but the termination will only be effective for Medical Information we receive
after we have notified you of the temmination. You also have the right to terminate any
agreed-fo restriction by contacting us using the "Contact Information” provided at the
end of this Notice.

Personal Representatives. You may exercise your rnghts through a personal
representative who will be required to produce evidence of his or her authority to act on
your behalf. Proof of authority may be made by a ncotarized power of attomey, a court
order of appantment of the person as your legal guardian or conservator, or if you are
the parent of a minor child. We reserve the right to deny access to your personal

representative.

Right to Receive Paper Copy of this Notice. You may obtain a copy of this Nofice.
You may obtain a paper copy of this Notice even if you agreed to receive such notice
electronically. Please contactus and we will mail it to you.

Complaints
It you believe your privacy rights have been vidated, you can file a complaint with the
Plan or with the Secretary of the U.S. Department of Health and Human Services. To
file a complaint with the Plan, send it in writing to the "Contact Information™ at the
address listed at the end of this Notice. There will be no retaliation for filing a complaint.
You may obtaina copy of this Notice by writing to us at the contact address below.

Contact Information

If you have questions or need further assistance regarding this Notice, you may contact:

Allstate Workplace Division
Atin: HIPAA Privacy Officer
1776 American Heritage Life Drive
Jacksonville, Florida 32224

Or, you may telephone the Customer Care Center at 1-800-521-3535.
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group voluntary
cancer insurance

Including Specified Diseases Insurance

No one likes to think about getting cancer. But in the U.S., men have slightly less thana 1
in 2 lifetime risk of developing cancer; for women, the risk is a little more than 1 in 3.
Cancer may not be praventable, but you can protect yourself from some of the costs. Cancer
and specified disease insurance can help you: Manage the high expenses of treatment;
Praserve savings; Protect your family from financial hardship; Concentrate on getting well.

Cancer insurance from Allstate Worlplace Division (AWD} pays you benefits that can be
used for non-medical cancer-related expenses that health insurance might not cover.

m Benefits paid directly to you unless assigned
# Individual or family coverage

1. Cancer Facts & Figures, American Cancer Society, 2007.

Would your finances survive cancer or specified disease treatments?

In addition to cancer coverage, this supplemental insurance pays you henefits

for 29 other specified diseases:

Amyotrophic Lateral Sclerosis (Lou Gehrig’s Disease), Muscular Dystrophy, Poliomyelitis, Multiple
Sclerosis, Encephalitis, Rabies, Tetanus, Tuberculosis, Osteomyelitis, Diphtheria, Scarlet Fever,
Cerebrospinal Meningitis (bacterial), Brucellosis, Sickle Cell Anemia, Thallasemia, Rocky Mountain
Spotted Fever, Legionnaire’s Disease (confirmation by culture or sputurm), Addison's Disease,
Hansen's Disease, Tularemia, Hepatitis (chronic B or chronic C with liver failure or hepatoma),
Typhoid Fever, Myasthenia Gravis, Reye's Syndrome, Primary Scleresing Cholanoitis (Walter
Payton’s Liver Disease), Lyme Disease, Systemic Lupus Erythematosus, Cystic Fibrosis, and Primary
Biliary Cirrhosis.

THE INSURANCE POLICY UNDER WHICH THE CERTIFICATE IS 1SSUED IS NOT A POLICY
OF WORKERS’ COMPENSATION INSURANCE. YOU SHOULD CONSULT YOUR EMPLOYER TO

DETERMINE WHETHER YOUR EMPLOYER IS A SUBSCRIBER TO THE WORKERS’
COMPENSATION SYSTEM.

Offered to the employees of: @
City of Weslaco Alistate.

Workplace Division
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Allstate Workplace Division’s Group Cancer Policy

AWD pays the following benefits for the necessary treatment of cancer or a specified disease, and for any ather condition directly caused or aggravated by the cancer or
specified disease, Treatment must be received in the United States or its territories. *+ For those benefits for which AWD pays actual charges up to & specified maximum
amount {except Radiation and Chemotherapy; Blood, Plasma and Platelets; Prosthesis; New or Experimental Treatment; and Bone Masrow or Sterm Cell Transpland), i
specific charges are not obtainable as proof of loss, AWD will pay 50% of the applicable maximum for the benefits payable. * No benefits are payable for the treatment of
cancer or a specified disease except those expressly stated in the Schedule of Benefits.

$300 each day
70 day max
{3 units)

Continuous Hospital Confinemeant - AWD pays amount shown per day, for each day of cantinuous hospital confinement
for the treatment of cancer or specified diseases. The maximum number of days payahle is 70 days for each period of
continuous hespital confinement.

up to $300
each day
{3 units)

Extended Benefits — AWD pays actual charges up to amount shown per day if a covered person s confined In & hospital for
the treatment of cancer or specified disease for more than 70 days of continuous hospital confinement far hospital room and
board, madicing, lzboratory tests and other hospital charges. This benefit begins an the 71st day of centinuous hespital
cenfinement. This benefit 1s paid in lieu of all other benafits payable during the continuous hospital confinement bealnning
on the 71st day under the Schedule of Benefits (except Waiver of Premium Benefit), This benefit continues as long as the
covered person is continuously hospital confined,

$300
each day
(3 Lnits}

Government or Charity Hospital - AWD pays up to amount shown for sach day & covered person is copfined to: 1. a
haspital operated by or for the 1.5, Government {including the Veteran's Administration); or 2, a hospital that does not
charge for the services it provides (charity). This benefit is paid in lieu of all other benefits in the policy {except Waiver of
Premium Benefit).

up to $4,500*

Surgery — AWD pays when a covered surgery *(@mount per surgery depends on surgery) is performed on a coversd
G unitz)

person, This benefit pays the actval charges, up to the amount listed in the Schedule of Surgical Procedures for the specific
procedure. Two ar more procedures performed at the same time through ene incision or entry point are considered one
operation; AWD pays the amount for the procedure with the greatest henefit. AWD pays for a covered surgety petformed
an an outpatient basis at 150% of the scheduled benefit. This benefit does not pay for surgeries covered by other benefits in
the Schedule of Benedits.

up to 600
(3 units}

Second Surgical Opinian — AWD pays actua] charges up ta the amount shawn for a second surgical opinion, if physician
recommends surgery for covered condition. This second oplnion must be rendered prior to surgery being performed, and
abtzined from a physician not in practice with the physician rendering the original recommendation,

tn to 25%

Anesthesia - AWD pays, as a percentage of the Surgery Benefit, actual charges of an anesthetlst not to exceed 25% of the
of surgery benefit

amount paid for the Surgery Benefit for anesthesia received.

Ambulatory Surgical Center — AWD pays actual charges for the use of an Ambulatory Surgical Center, up to the amount
shown for 2 surgical procedure covered ender the Surgery Benefit that is performed at an Ambulatory Surgical Center,

upo $750
each day (3 units)

tp I $16,000
eath 12 months
{4 units)

Radiation/Chemotherapy - AWD pays actual charges, up to maximum shown per 12 manth petiod for radiation therapy
and chemotherapy received by a covered person. ©  This benefit is limited to the amount shown per 12 month perfod
beginning with the first day of benefit under this provision. Administration of radiation therapy or chemotherapy other than
by medical personnel in a physician’s office or hospital, including medications dispensed by a pump, will be limited to the
costs of the drugs anly, subject to the maxirmum amount payable pet 12 month period.

up to $200

Comfort/Anti-Nausea Benefit - AWD pays the actual charges up to maximum shown per calendar year for anti-nausea
each calendar year

medication prescribed for a coverad person by a physician in conjunction with cancer or specified disease treatment. This
berefit does not pay for medication administered while the covered person is an inpatient.

up tn $25

Inpatient Drugs and Medicine - AWD pays actual charges made by the hospital for drugs and medicine, while hospital b
eath day

confined up to the amount shown, for each day of continuous hospital confinement. This benefit does nat pay for drugs
and/or medicine covered under the Radiation and Chemotherapy Benedit.

Private Buty Nursing Services - AWD pays actual charges, up to the amaunt shown per day while hospital confined, If a
covered person requires the full-time services of a private nurse. Full-time means at least 8 hours of attendance during a 24
hour period, These services must be required and authorized by a physician and must be provided by a nurse.

up 0 $300
pach
{3 units}

unto $5,000

New or Experimental Treatment — AWD pays actual charges, up to the maximum shown per 12 manth petiod, for new or exch 12 monihs

experimental treatmants, New or Experimental Treatments are covered for cancer and specified disease when: + the
treatment s judged necessary by the attending physician, and * no other generally accepted treatment produces superlor
results In the oplnion of the atending physiclan. This benefit 1s limited to the maximum shown per 12 month perlod begin-
ning with the first day of treatment under this provislan, This benefit does not pay if benefits are payahle for treatment cov-
ered under any other benefit in the Schedule of Bensfits.

up {0 $10,000
earh 12 montits
{4 units)

Blood, Plasma and Platelets - AWD pays actual charges, up to the maximum shown per 12 month perlod, far bload,
plasma and platelets {including transfustons and administration charges); processing and procurement costs; and
crass-matching. Doas not pay for blood replaced by donors.

up to $50

Physician's Attendance — AWD pays actua) charges up to the amount shown for & vislt by a physician during hosplial e
each day

confinement. Benefit Is limited to one visit by one physiclan each day of haspital confinement. Admission to the hospital as
an inpatient Is required,

Page 2 of 4 AWD10598X-1



At Home Nursing — AWD pays actual charges up to the amount shown per day for private nutsing care and attendance by a
nurse at home. At home nursing services must be required and authorized by the attending physician and must hegin within 14
days afler a covered confinement as an inpatient in a hospital. Benefit is limited to the number of days of the previous
continueus hospital confinement.

Prosthesis - AWD pays actual charges up te the maximum shown for prosthetic devices which are grescribied as a direct result
of surgery and which require surgical implantation.

Ambulance — AWD pays actual charges up 1o the amount shown per continuous hospital confinement for transporiation by a
licensed ambulance service or a hospital owned ambulance to or fram 2 hospital in which the covered person s confined.

Hospice Gare - AWD pays ona of the following benefits wiien a covered person has been diagnosed by a physician as tarminally
ill as a result of cancer or specified disease, Is expacted te live & months or less and the attending physician has approved
services: 1. Freestanding Hosplce Care Center — Pays actual charges up to the amount shown per day for confinement In a
licensed! freestaning hosplice care center. Benafit Is payable only If a covered person Is admitted to & freestanding hosplee care
center within 14 days after a period of inpatient hospital confinement. Benefits payable for Rospice centers that are designated
areas of hospitals will be paid the same as Inpatient hosplial confinement; or 2. Hosplce Care Team — Pays actual charges up to
the amount shown per vislt, limited ta 1 visit per day, for home care services by a hosplee care team. Home care services are
hosplce services provided In the patlent's home, Benefit Is payable only if home care services begln within 14 days afier a
period of hospital confinement. Does not pay for; food services or meals other than dietary counseling; o services related to
well-iaby care; or services provided by volunteers; or suppott for the family after the death of the covered person.

Jutpatient Lodging ~ AWD pays actual cost of daily ladging g to the amourt shown per day when a covered person recaives
radiation or chemotherapy treatment on an outpatient basis, provided the specific treatment is authorized by the attending
physician and cannat be obtained locally, Benefit s the actual cost of a single room in a matel, hotel, or other accommodations
acceptahle to us during treatment, up to the maximum shown per 12 months beginning with the first day of benefit under this
provisicn. Outpatient treatment mwst be recelved at a treatment facility more than 100 miles frem the covered person's home.

Non-Local Transportation — AWD pays the following henafit for treatment at a hospital Ginpatient or auipatient); or
radiation therapy cenier; or chemotherapy or ancelogy clinic; or any other specialized freestanding treatment center nearest to
the covered parsan’s home, provided the same or similar treatment cannat be obtained locally, Beneflt pays actual cost of round
trip coach fare on a comman carrier or amount shown per mile, up to 700 miles, for round trip persanal vehicle transportation.
“Mon-Local” means a round trip of more than 70 miles from the covered person's home to the nearest treatment facility.
Mileage is measured from the covered person's home to the nearest treatment facility as described above. Dues not cover
transportation for someone fo accampany o visit the person recefving treatment; visits to & physician's office/clinic; or for
servicas other than actual treatment.

Family Member Loduing and Transportation - AWD pays the following benefits for one adult membey of the covered
person's family to be near the covered person, when a cavared persan 15 canfined in a non-tecal hospital for speciallzed tread-
ment. 1. Lodging - The actual cost of a single room in & motel, hotel, or other accemmodations acceptable to AWD, up to the
amount shown per day, Benefit is limiied to 60 days for each pericd of continuous hospital confinement. 2. Transportation -
The actual cost of round t¥ip coach fare on & common carrier or amount shown per mile for personal vehicle allowance, up to
700 miles per continuous hespital confinement. Mileage is measured from the visiting family memher’s home to the hospital
where the covered person is confined. Does not pay the Family Membier Transportation Benefit if the personal vehicle trans-
partation benefit is paid under the Non-Local Transportatfon Benefit, when the family member lives In the same city or town as
the covered person.

Extended Gare Facility — AWD pays actual charges up to the zmount shown for each day a covered persan Is confined in an
extended care facility for the treatment of cancer or specified disease. Confinement must be at the direction of the attending
physician and must begin within 14 days after a covered hospital confinement. Benefit Is limited to the number of days of the
previous continueus hospital confinement.

Physical or Speech Tharapy — AWD pays actual charges up to amount shown per day, for physical or speech therapy for
restoration of noymal body function.

Waiver of Premium — If while coverage is in force, the Insured employee becomes disabled due to cancer first diagnosed after
the effective date of coverage and remains disabled for 90 days, AWD pays premiums due after such 30 days for as long as the
insured emplovee remalns disabled.

Bone Marrow oy Stem Gell Transplant® — AWD pays up to maximum shown for the following types of bore marrow or
stem cell transplants performed on a covered person. 1. A transplant which is other than non-autologous. 2, A transplant which
is non-autolagous for the treatment of cancer or specified disease, other than Leukemia. 3. A transplant which s non-
autologous for the treatment of Leukemia, *This henefit is payahle only once per covered person per calendar year.

Cancer Screening Benefit - AWD pays amount shown per calendar year for one of the following cancer screening tests; hone
marrow testing; CA15-3 (cancer antigen 15-3-blood test {or breast cancer); CA125 (cancer antigen 125-blood test for ovarlan
cancer); CEA (carclnoembryonic antigen-blead test for colon cancer); chest X-ray; colonoscepy; flexible sigmoidoscopy; hemecult
stoot analysis; mammagraphy; pap smear; PSA (Prostate Specific Antigen bload test for prostate cances); and Serum Protein
Elecirophoresis (test for myeloma). This benefit is paid regardless of the resuft of the test.

up to $300
each day
{3 units)

up to $2,000
each amputation

tpio 5100

1.upto $300
each day

or

2 upto $300
each visit max.
1 visit/day

(3 units)

up to $50

each day

v 10 $2.000
each l%mmﬂﬁ

coach fare or
$0.40 each mlle

1. up to $30

each day

2. coach fare
or $0.40 each mile

up to $300
each day
(3 umits)

up lo $50
each day

yes

*1. up to $1,500
*2.upto $3,750
*3. upto $7,500
(3 units)

$100 each

tovered person each
calendar year

{4 units)
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Cancer Initial Diagnosis {First Occurrence) - AWD pays a one-time benefit of amount shown when a covered person is diagnosed for the one Hme henefit

first time as having cancer other than skin cancer. The first diagnosis must occur after the effective date of coverage for that coverad person. of $4,000
Benefit is payable only once per covered person, {4 units)
Intensive Care Unit — 1. Pays amount shown per day for each day of confinement in a hospital intensive care unit. Begins with the first day 200°eatiday:s 1. $600 each day
of admissien and pays up to 45 days. For time periods less than a day (24 hours), a pro-rata share of the daily benefit Is paid. 2. Pays actual max 45 tays
charges for ambulance transportation to a hospital far admission to an intensive care unit for a covered confinement; this benefit is not paid if

paid under the Ambelance Benefit of the base coverage, This benefit is not disease spacific and pays a benefit for covered confinement in a B 2. at:tyal tharges
hospital intensive care unit for any covered illness or accident from the very first day of confinement. No benefits are paid if confinement is (6 units)

due to an attempted sulcide or intentional self-nflicted injury; intoxication or heing under the influence of drugs not prescribed or
recommended by a physiciar; or alcoholism or drug addiction, Benefits are not paid for continuous hospital intensive care unlt confinements
that ocour during hospitalization that begins before the effective date of coverage. Children born within 10 manths of the effective date are
not coveradt for any continuous confinement benefit that occurs or begins during the first 30 days of such child's [ife.

Cancer/Specified Disease Premiums Moanthly (12) - Certificates under this plan are Issued on a guaranteed basls only at the time of the initial enrol/lment. A
completed Evidence of Insurabllity form AWD4502 s required for late entrants into the group plan. - Issue ages are 18 and older white actively at work.

Monthly Individual $13.76 Family $23.54 Monthty Individual $28.40 Family $48.9&

Continuation of Coverage (COBRA) - The coverage provided under the policy is subject to the federal COBRA continvation requirements. In genaral, this allows you to continue
your insurance under the group paticy for 18 months after your employment ierminates, If your dependent should lose coverage due to your death or divarce, or their attainment of
the timiting age for dependant eliglhifity, the coverage may be continued for up to 36 months, I the group policy 1s terminated by the employer befora the ead of the COBRA continu-
ation pariod, you will be entitled to be covered under a similar individual policy of insurance.

Conversion Privilega - If coverage terminates for any reason other than nan-payment of premiums, the covered persan can convert o an individual policy without evidence of
Insurability, This alse applies 1o a dependent whose coverage terminates due ta divorce or your death, or a child whose coverage terminates due to the attalnment of the limiting age
for dependent eligibifity.

Termination of Coverage — As long as you are insured, your coverage under the policy ends on the earliest of: 1, the date the policy is canceled; or 2. the fast day of the period for
which you made any reguired premium payments; or 3, the last day you were in active employment; or 4. the date you are no fonger in an eligible class; or 5. the date your class

is no longer eligible. ¢ We wil] providz coverage for a payable claim that occurs while you are covered under the paicy, If your spouse is a coverad person, the spousa’s coverage
ends upon valld decree of divorce or your death, If your child is a covered person, the chilts coverage ends an the certificate anniversary next following the date the child 1s no longer
eligible, This {s the earller of; 2. when the child marries; or b, reaches age 25, Coverage does not terminate an an unmarried child who: 1. s incapable of seli-sustaining employment
by reason of mental or physical incapacity; and 2, became so incapaciated prior to the attainmert of the limiting age of eliglbility under the coverage; and 3. is chiefly dependent
upan the employee for support and malntenance, * Depencent coverage continues as long as the caverage remains in force and the dependent remains in such condition. Proof of the
incapacity and dependzncy of the child must be furnished within 60 days of the child’s attaiament of the limiting age of eligibllity. Thereafter, such praof must be futnished as
frequently as may be requited, but no mare frequently than annually afier the child’s attainment of the imiting age for eligibility. If we accept a premium for coverage extending
beyond the date, age or event specified for termination as to a covered person, then coverage continues during the period for which such premium was accepted, This does not apply
where such acceptance was based on a misstatement of age.

LCoverane Subject To Policy ~ The coverage described In the certificate Is subject In every way o the terms of the palicy that 1s Tssued to the policyholder (employer). It alone makes
up the agreement by which the Insurance Is provided. The group policy may at any time be amended or discentinued By agreement hetween us and the policyholder. Your consent Is
not required for this. Meither are we required to give you prior notice,

Limitations and Exceptions

Pre-Existing Condition — A pre-existing condition is a disease or physical condition for which medical advice or treatment was recelved by the covered parson during the 12 monith
period prior to the effective date of the covered person's coverage. AWD does nat pay for any loss due to a pre-gxisting condition as defined during the 12 month period beginning on
the date that persan became & covered person,

Exclusions and Limitations - The policy does not pay for any |oss except for losses due divectly from cancer or specified disease and any other conditions or dlseases taused or
aggravated by cancer of a specified disease. Diagnosis must be submitted to support each claim, Treatment must be received In the United States or ts tevritories,

The policy is Limited Benefit Gancer and $pecified Disease Insurance. This is not 2 Medicare Supplement Palicy. 1f eligible for Medicare, review Medicare Supplement Buyar's
Guide available frem American Herltage Life Insurance Company. Subject to COBRA cantinuation of coverage, Underwtitien by American Heritage Life Insurance Company.

Community Suppert - AWD Gives Back - Allstate Workplace Division {AWD) Is a proud supporter of Gateway for Cancer Research, a national not<for-
profit organization dedicated to curing cancer through sotely funding innovative patient-centered clinical studies that Impact thosz hattling cancer, & AWD
shares Gateway's conviction that all cancer patients need and deserve the best possible treatment avallable and ultimately the cure. Through generous
undarwriting of operational expenses, 99 cents of every dollar denated ta Gateway funds cancer research programs, For these reasons, Allstate Workplace
Division, a premier provider of cancer insurance since 1969, is a Gateway for Cancer Research sustaining carporate contributor helping to fund patient-
centered research projects sponsored by Gateway for Cancer Research. www.gatewayforcancetresearch.org

This brochure is for use in the City of Weslaco enrollment which is sitused in Texas.

This material Is valid as long as information remalns currens, but in no event [ater than March 1, 2012, Rev. 3/0%. Group Cancer and
Specified Disease benefits pravided by pollcy form GVEP2, or state variations thereof, This brochure highlights some features of the group
coverage but is nat the insurance contract. Only the actual policy provislons control. The policy itself seis forth, In detall, the rights and
A "State . obligations of both the policyholder and the insurance company. » Allstate Warkplace Division [s the marketing name used by American
—— ———— Heritage Life Insurance Company (Home Dﬁicfi@Jacksun\'ille, FL}, a whally-owned subsidiary of The Allstate Corporation. ©2009 Allstate
Warkplaca Division Insurance Company. The Workplace Marketer™ www.allstate.com or allstateatwork.com
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AAAJOR MEDICAL COMPLERMEMNT

Proposal Date: 211/2012
City of Weslaco
Assumed Effective Date: February 01, 2012
State of Domicile: ™
AVAILABLE ONLY TO GROUPS WITH 10 OR MORE ENROLLED LIVES
Employer Contribution Level: 100 % Will Dual Plans be Offered (Yes or No): No
$1,000 Hospital Confinement Benefit
$500 Outpatient ! Benefit (R-02822)
#of Monthly Monthly Payroit Deduction Factors**
Lives Rate* Cost Monthly Semi-Monthty Bi-Week|y Woasnkly
12 24 26 52
Under Age 40: )
Insured Cnly: 200 $18.32 53,664.00 $0.00 50,00 §0.00 $0.00
Insured & Spouse o] $32.96 $0.00 514.64 $7.32 56.76 $3.38
Insured & Chlld{ren) 0 54514 %0.00 $26.82 $13.41 $12.38 $6.19
Insured & Family 0 $59.77 $0.00 $41.46 $20.73 %19.13 $9.57
Ages 40-49:
insured Only: 50 $23.25 $1,162.50 $0.00 $0.00 $0.00 $0.00
Insured & Spouse 0 $41.78 $0.00 $18.53 $9.27 $8.55 $4.28
Insured & Child(ren) 0 $46.87 $0.00 $2362 $11.81 $10,80 §5.45
Insurad & Family 0 $65.48 $0.00 §$42.24 $21.12 $18.50 $9.75
Ages 50 & Above:
Insured Only: 50 549.48 $2,474.00 $0.00 $0.00 $0.00 $0.00
Insured & Spouse 1] $89.04 $0.00 $39.56 $19.78 $18.26 $8.13
Insured & Chitd(ren} 0 $85.48 $0.00 $36.01 $18.01 316.62 $8.31
Insured & Family 0 $125.07 $0.00 $75.59 $37.80 $34.88 $17.44
Total Lives & Est. Monthly Gost: 300 $7,300.50
Total Total Composita [ Payroll Deduction Factors**
Composite Info Lives Premium Plan Rats Monthly Semi-Monthly Bi-Waekly Waoekly
Insured Only 300 $7,300.50 $24.34 $0.00 $0.00 $0.00 $0.00
Insured & Spouse 0 $0.00 $43.77 $19.43 $9.72 $8.97 $4.48
Insured & Child{ren} 0 $0.00 $53.34 $29.01 $14.50 $13.3¢ $6.69
Insured & Family 0 $0,00 §72.80 $48.46 $24,23 22.37 $11.18
COMPOSITE RATING SHOULD NOT BE USED WHEN OFFERING DUAL OPTION PLANS

“Rales are "per employee per month or part thereof.”

Fidelity Security Life Insurance Company may change the Composite Plan Rates under the following conditions:

1) At the time of initial enrollment when final group make-up and plan selections are determined;

2} The employer adds or deletes stthsidiaries or affiliated companies or divislons; or

3} The increase or decrease in the number of Insureds covered under the cantract exceeds 15% from one month to the next or exceeds 30% over any
period of 3 consecutive manths, :

The Compesite Plan Rates may be changed on the next following Premium Due Date after either 2 or 3 shawn above have oceurred given at [east 31
days advance written notice,

“*The full monthly rate is payable regardless of the payroll deduction method used by the employer. Premiums are NOT pro-rated for partial
periods of coverage. Payroll deduction rates reflect the employee cost based on the employer contribution level and assumes employer Is not
contributing toward any dependent cost

The exact provisions governing the insurance are contained in the master policy issued to each group on form number M-9054, policy serles MG-108 {in
California, form number M-8111CA, policy seres MG-116 and in New Jersey, form number M-8112, policy series MG-121}, This product is nat available
In all states.

This product Is underwritten by Fidelity Security Life Insurance Company, Kansas City, Missouri.

This product Is marketed by Allstate Banefits. Aflstate Benefits is the markeling name used by American Heritage Life Insurance Company (Home Office,
Jacksonvllle, FL), a subsidiary of The Allstaie Corporation.

NOT FOR USE WITH CONSUMER SALES
These rales are for agent and employer use only. If used with an emplayer, present with an approved marketing brochure that describes the benefils,
exclusions and fimitations of the polfoy.

Agent: Myriam Guerra

All Stales - OP2 (v. 2011-12-14)



