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Final

(1) This document has been amended by the First and Second Summaries of Material
Modifications (SMM). Changes include, but are not limited to, the addition of: (a) Oxy
Retiree Medical Program for Anadarko Retirees, and (b) Oxy Retiree Dental Program
for Anadarko Retirees. Please see the First and Second SMMs for more information on
these and other changes.

(2) Please disregard any references to the Anadarko Benefits Center in
this document as it has been replaced by the OxyLink Employee Service Center which
may be reached at 800-699-6903 (US) or 918-610-1990 (Outside US).
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This Summary Plan Description of the Group Health Benefit is one of two components of the
full Summary Plan Description of the Anadarko Petroleum Corporation Retiree Health Benefits
Plan. Apart from the Group Health Benefit, other group health benefits are provided to eligible
individuals under the Plan. Such benefits are described in a separate summary plan description
document that constitutes the other component of the full Summary Plan Description of the Plan.
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NOTICE:

(1)  This document has been amended by the First and Second Summaries of Material Modifications (SMM).  Changes include, but are not limited to, the addition of: (a) Oxy Retiree Medical Program for Anadarko Retirees, and (b) Oxy Retiree Dental Program for Anadarko Retirees. Please see the First and Second SMMs for more information on these and other changes.

(2) Please disregard any references to the Anadarko Benefits Center in 
this document as it has been replaced by the OxyLink Employee Service Center which may be reached at 800-699-6903 (US) or 918-610-1990 (Outside US).


NOTICE: The Second Summary of Material Modification (SMM) removed Programs 1-4 (see red
highlight below) effective December 31, 2020 and added in two new programs effective Janyary 1,
2021. Please see the Second SMM for more information and the replacement programs.

How to Use this Summary Plan Description of the
Group Health Benefit under the APC Retiree Health Plan

The Anadarko Petroleum Corporation Retiree Health Benefits Plan (“APC Retiree Health Plan”)
offers group medical, dental and prescription drug coverage to eligible retirees and their dependents, as
well as certain surviving dependents of deceased employees, under the portion of the APC Retiree
Health Plan called the “Group Health Benefit”. Coverage under the Group Health Benefit is provided
through variety of “Programs”, as listed at the bottom of this page, based on whether the covered
person (a) has nof yet attained Medicare-eligibility due to age (“Pre-65 Programs”) or (b) has already
attained Medicare-eligibility due to age (“Post-65 Programs”).!

A Summary Plan Description of the Group Health Benefit (“SPD”) has been prepared in order to
summarize the provisions of the Group Health Benefit under the APC Retiree Health Plan. The SPD
consists of 7 documents, which are all contained in this portable document format or “PDF.” To move
around in the document, please click on the “Bookmarks’ tab which should be on the left side of the
PDF.2 The first document of the SPD is entitled “Primary Document — Wrap-SPD — Group Health Benefit
under the APC Retiree Health Plan (2018)” (“Primary Document’). The Primary Document contains
eligibility and enrollment provisions of the Plan and summarizes other Plan provisions and terms which
are generally applicable to all Programs (except as otherwise noted). The remaining 6 documents, which
are numbered 1 through 6 below (each a “Program Document”’), include specific provisions applicable
to each Program.

If you desire to know about the benefits and coverage terms under a particular Program, please reference
both the Primary Document and the applicable Program Document. Please also see “Article 1I —
Interpretation” of the Primary Document for a discussion of how the Primary Document and the Program
Documents operate together and which prevails in the event of a conflict. As reflected in Appendix G of
the Primary Document, the Programs and their related Program Documents are as follows:

+*

Program Program Document

! The Summary Plan Description of the Group Health Benefit is one of two components of the full Summary Plan
Description of the APC Retiree Health Plan. Apart from the Group Health Benefit, other group health benefits are provided
to eligible individuals under the Plan. Such benefits are described in a separate summary plan description document that
constitutes the other component of the full Summary Plan Description of the Plan.

2 If you cannot see the Bookmarks tab, please go to “View”, select “Show/Hide”, then select “Navigation Panels”, then select
“Bookmarks.”
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NOTICE: The Second Summary of Material Modification (SMM) removed Programs 1-4 (see red highlight below) effective December 31, 2020 and added in two new programs effective January 1, 2021.  Please see the  Second SMM for more information and the replacement programs. 

Highlight

Highlight

Highlight

Highlight


Program

# Program Document

UnitedHealthcare Medicare Prescription
Drug Program (Post-65 Program only)

UnitedHealthcare MedicareRx for Groups (PDP),
Evidence of Coverage (2018), Group Number 00334

UnitedHealthcare RxSupplement, Certificate of
Coverage (2018), Group Number 00334

If you have any questions regarding the Group Health Benefit under the APC Retiree Health Plan, please
call the Anadarko Benefits Center at 1-866-472-4711.
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SUMMARY PLAN DESCRIPTION OF THE
GROUP HEALTH BENEFIT UNDER THE
ANADARKO PETROLEUM CORPORATION RETIREE HEALTH BENEFITS PLAN
(Amended and Restated Effective as of January 1, 2018)

Introduction

Anadarko Petroleum Corporation (the “Plan Sponsor”) maintains the Anadarko Petroleum
Corporation Retiree Health Benefits Plan (the “Plan”) for the benefit of the Eligible Retirees (and
their eligible Dependents) of the Plan Sponsor and the other adopting Employers. The Plan is an
“employee welfare benefit plan” as defined in the Employee Retirement Income Security Act of
1974, as amended (“ERISA”). The Plan Sponsor has amended and restated the Plan effective as of
January 1, 2018.

The “Group Health Benefit” (as defined herein) is provided as a benefit under the Plan, in
accordance with the applicable terms, conditions and limitations of the Plan. Terms of the Group
Health Benefit pertaining to eligibility, coverage, exclusions and limitations on coverage, and other
rules pertaining to the benefits available under the Group Health Benefit, are set forth in this wrap-
around summary plan description document (“Wrap-SPD”) and in the Group Health Program
Documents (as defined herein) which are attached hereto as Appendix G, incorporated hereunder
in their entirety by reference, and, together with the Wrap-SPD, constitute the “summary plan
description” of the Group Health Benefit (“Group Health SPD” or “SPD”), as required by
ERISA.

Please review this Group Health SPD carefully, including the Group Health Program Documents, before
You assume that any expense you incur will be eligible for payment or reimbursement under the Group Health Benefit.
You should pay particular attention to the provisions in this Group Health SPD, including the Group Health
Program Documents, concerning any exclusions, limitations on coverage and precertification requirements.

The masculine gender of words used in this Wrap-SPD include the feminine gender, and
words used in the singular include the plural, and vice-versa, when applicable. The capitalized terms
used in this Wrap-SPD shall have the meanings set forth in Article I and as provided elsewhere
herein; provided, however, the definitions of certain capitalized terms contained in this introduction
are provided solely for convenience of reference within this introduction. Any reference to an
“Appendix” in this Wrap-SPD shall mean an Appendix to this Wrap-SPD unless otherwise stated.

1 Revision Date: Jannary 1, 2018
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10

FOREWORD

The benefits provided under the Group Health Benefit are for the exclusive benefit of the Eligible
Retirees (and their eligible Dependents) of the Plan Sponsor and the other adopting Employers of
the Plan (or the Group Health Benefit in particular). These benefits are intended to be continued
indefinitely, however, the Plan Sponsor reserves the unilateral right and discretion to make any
changes, without advance notice, to the Group Health Benefit which it deems to be necessary or
appropriate, in its discretion, to comply with applicable law, regulation or other authority issued by a
governmental entity. The Plan Sponsor also reserves the unilateral right and discretion to amend,
modify, or terminate, without advance notice, all or any part of the Group Health Benefit and to
make any other changes that it deems necessary or appropriate in its discretion. Changes in the
Group Health Benefit may occur in any or all parts of the Group Health Benefit, including, but not
limited to, benefit coverage, deductibles, maximums, copayments, exclusions, limitations, definitions,
eligibility and the like, under any or all of the Group Health Programs identified in Appendix B.
You should not, therefore, assume that the benefits which are provided under the Group Health
Benefit will continue to be available and remain unchanged, and you should disregard any
information or communication (written or oral) that would seem to limit the Plan Sponsor’s
absolute right and discretion to terminate, suspend, discontinue or amend such benefits.
Furthermore, the Plan Administrator and the Claims Fiduciary, as applicable, each reserve the
absolute right, authority and discretion to interpret, construe, construct and administer the terms
and provisions of the Group Health Benefit, in their discretion, including correcting any error or
defect, supplying any omission, reconciling any inconsistency, and making all findings of fact
including, without limitation, any factual determination that may impact eligibility or a claim for
benefits. Benefits under the Group Health Benefit will be paid only if the Plan Administrator or
Claims Fiduciary, as applicable, determines in its discretion that the Participant is entitled to them.
All decisions, interpretations and other determinations of the Plan Administrator or Claims
Fiduciary, as applicable, will be final, binding and conclusive on all persons and entities subject only
to the claims appeal procedures of the Group Health Benefit. There will be no de novo review of any
such decision, interpretation or determination by any court. Any review of such decision,
interpretation or determination will be limited to determining whether the decision, interpretation or
determination was so arbitrary and capricious as to be an abuse of discretion under ERISA’s
standards.
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ARTICLE I
DEFINITIONS

The following terms, where capitalized, will have the meanings set forth below when used in
this Wrap-SPD and thus supersede any other meanings for the same terms set forth in the Group
Health Program Documents, unless a different meaning is plainly required by the context:

1.1 Affiliate means a corporation or other entity which is controlled by the Plan Sponsor, or
under common control with the Plan Sponsor, as determined by the Plan Sponsor after taking into
consideration the common control rules under Section 3(40)(B) of ERISA (multiple employer
welfare associations).

1.2 Beneficiary means a Beneficiary under the Group Health Benefit as defined under the
terms of the respective Group Health Program.

1.3 Benefits Committee means the Anadarko Petroleum Corporation Health & Welfare
Benefits Administrative Committee, which is a committee of one or more Employees appointed by
the Plan Sponsor to act as named fiduciary and Plan Administrator of the Plan (including the Group
Health Benefit). References herein to the Benefits Committee or Plan Administrator shall include,
when appropriate, any Employee, Claims Administrator, or other person or entity who has been
delegated the appropriate authority by the Benefits Committee as Plan Administrator in accordance
with Section 10.4.

1.4 Board of Directors means the Board of Directors of the Plan Sponsor.
1.5 CEO means the then current Chief Executive Officer of the Plan Sponsor.
1.6 CFO means the then current Chief Financial Officer of the Plan Sponsor.

1.7 Claims Administrator means the third party administrator, insurance company or other
person or entity, as set forth in Appendix C, as designated by the Plan Administrator to process
claims and/or perform other administrative duties under the Group Health Benefit or a Group
Health Program.

1.8 Claims Fiduciary means the person or entity that serves as the named claims fiduciary with
respect to reviewing and making final decisions regarding claims under a Group Health Program.
The applicable Claims Administrator for a Group Health Program will be the “Claims Fiduciary” for
such Group Health Program.

1.9 COBRA Administrator means, as set forth in Appendix C, the third party designated by
the Plan Administrator to perform COBRA administration under the Plan on behalf of the Plan
Administratot.

110 Code means the Internal Revenue Code of 1986, as amended, and the implementing
regulations and other authority issued thereunder by the appropriate governmental authority.
References herein to any section of the Code will also refer to any successor provision thereof.

111  Dependent means a dependent (including a Spouse or Domestic Partner) of an Eligible
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Retiree who is eligible for coverage under the Group Health Benefit, as such term is defined in

Appendix F.

1.12  Disclosure Administrator means the individual or entity, as designated in Article XIV, to
whom the Plan Administrator has delegated the authority, duty and discretion to furnish, on its
behalf, the disclosures with respect to the Group Health Benefit that are required by Section
104(b)(4) of ERISA and which are requested in accordance with Section 10.5 of this Wrap-SPD.

113  Domestic Partner means an Eligible Retiree’s domestic partner as defined in Appendix F.

1.14  Effective Date means the effective date of the amendment and restatement of the Plan, Ze.,
January 1, 2018.

1.15  Eligible Retiree means a Retitee or Former Employee who meets the eligibility
requirements for participation in the Group Health Benefit as set forth in the Group Health SPD.

116 Employee means any individual who is (1) in an employer-employee relationship as a
“common law” employee with the Employer and (2) on the United States payroll records of the
Employer for purposes of federal income tax withholding, unless otherwise specified under the
Group Health Program Document or Policy for a Fully-Insured Program.

Except as otherwise specified under the Group Health Program Document or Policy for a
Fully-Insured Program, the term “Employee” will not include any person during any period that
such person was classified in the Employer’s records as a “non-employee” or considered by the
Employer to be a limited-benefit employee, an independent contractor, agent, leased employee,
contract employee, temporary-staffing employee or worker, or similar classification, regardless of
whether any agency (governmental or otherwise) or court determines that any such person is, or
was, a common law employee of an Employer, even if such determination has a retroactive effect.
For purposes of this definition, (a) a “leased employee” means any person, regardless of whether or
not he is a “leased employee” as defined in Section 414(n)(2) of the Code, whose services are
supplied by an employment, leasing, or temporary service agency and who is paid by or through an
agency or third-party, (b) an “independent contractor” means any person rendering service directly
or indirectly to the Employer and whom the Employer treats as an independent contractor by
reporting payments on IRS Form 1099 (or its successor) for the person’s services, and (c) a
“contract employee” means a person who is employed by a third-party entity which is retained by
the Employer through a contract for services, pursuant to which such person indirectly renders
services to, or for the benefit of, the Employer.

Furthermore, the term “Employee” will not include (i) an employee who is a non-resident
alien and who receives no earned income (within the meaning of Code Section 911(d)(2)) from an
Employer which constitutes income from sources within the United States (within the meaning of
Code Section 861(2)(3)), (i) a “foreign inpatriate”, which means an individual whose home country
is outside the United States, but who has been seconded from an Affiliate of the Plan Sponsor to the
Plan Sponsor for an employment assignment of at least three months in the United States, or (iii)
any sole proprietors, partners in a partnership and 2% shareholders of a S corporation.

1.17  Employer means the Plan Sponsor or any of its Affiliates which have adopted the Plan (or
the Group Health Benefit in particular) with the consent of the Plan Sponsor. The adopting
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Employers of the Group Health Benefit are listed in Appendix A, as such Appendix may be revised
from time to time by the Plan Sponsor without the need for a formal amendment to the Plan.

1.18  ERISA means the Employee Retirement Income Security Act of 1974, as amended.

1.19 Former Employee means an Employee who terminates employment with a corporation or

other entity that, on the date of such employment termination, is a participating Employer in the
Group Health Benefit.

1.20  Fully-Insured Program means the following Group Health Program that is fully-insured
with an insurance carrier:

e UnitedHealthcare Medicare Prescription Drug Program.

1.21  Group Health Benefit means the portion of the Plan which provides medical, dental and
prescription drug coverage through the Group Health Programs, the terms of which are described
herein and in the Group Health Program Documents. References to “Group Health Benefit” which
are applicable as of a date that is prior to January 1, 2016 shall be interpreted to mean the Plan (or
predecessor coverage), as in effect on such date.

1.22  Group Health Program means a program of benefits that is offered by the Plan Sponsor
(and/or another Employer) under the Group Health Benefit to provide certain employee group
health benefits coverage to eligible individuals which would be an “employee welfare benefit plan”
under Section 3(1) of ERISA if offered separately. The Group Health Programs (which consist of
the Pre-65 Group Health Programs and the Post-65 Group Health Programs), constitute a part of
the Group Health SPD, which, in turn, is incorporated into the Wrap-Plan and constitutes a part of
the Plan. Each Group Health Program under the Group Health Benefit is identified in Appendix B.
The Plan Sponsor may add or delete a Group Health Program from the Group Health Benefit by

amending Appendix B.

1.23  Group Health Program Document means a written arrangement, including (a) a benefits
booklet, summary of coverage, plan document or summary plan description, (b) a group insurance
policy issued by an insurance carrier to the Plan Sponsor (or other Employer), or (c) a certificate of
coverage, schedule of benefits, notice or other instrument, under which a Group Health Program is
established, operated or maintained. Fach of the documents enumerated in items (a), (b) and (c)
(above) is attached to this Wrap-SPD as part of Appendix G and incorporated herein by reference.
A Group Health Program Document (or any portion thereof) will not, in and of itself, constitute
cither the written “Plan document” or the “summary plan description” of the Plan or the Group
Health Benefit, as required by ERISA, notwithstanding any references in any Group Health
Program Document to the contrary; however, such Group Health Program Document does contain
certain terms of the Group Health Benefit and the Plan. Any reference to a Group Health Program
Document also refers to any amendment, endorsement, rider or attachment thereto.

1.24  Group Health SPD or SPD means this Wrap-SPD and each Group Health Program
Document as attached hereto and incorporated hereunder by reference, as all such documents may
be amended from time to time, and which, together, constitute the “summary plan description” of
the Group Health Benefit, as required by ERISA. The Group Health SPD is incorporated into the
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Wrap-Plan by reference and constitutes a part of the Plan.

1.25 HIPAA means the Health Insurance Portability and Accountability Act of 1996, as
amended.

1.26 HRA means the Anadarko Health Reimbursement Arrangement, effective as of January 1,
2016, and as further amended from time to time, which is provided under the Plan. Certain terms of
the HRA are described in the HRA SPD.

1.27 HRA SPD means the “Summary Plan Description of the Anadarko Health Reimbursement
Arrangement under the Anadarko Petroleum Corporation Retiree Health Benefits Plan” (including
any appendices, exhibits, or other attachments thereto), as amended from time to time. The HRA
SPD is incorporated into the Wrap-Plan by reference and constitutes a part of the Plan.

1.28  Medicare means Subchapter XVIII of Chapter 7 of Title 42 of the United States Code.

1.29  Medicare Eligibility Due to Age means eligibility for coverage under Part A and Part B of
Medicare on the basis of attainment of age sixty-five (65).

1.30  Participant means an Eligible Retiree who meets the requirements for eligibility as set forth
in Article 11T and who propetly enrolls for coverage under the Plan. The term “Participant” also
includes any eligible Dependent of a person specified in the previous sentence who is propetly
enrolled for coverage under the Plan. A person will cease to be a Participant when he no longer
meets the requirements for eligibility as set forth in applicable provisions of the Plan. With respect
to the HRA, the term “Participant” has the same meaning as the term “Covered Person”, which is
defined in the HRA SPD.

1.31  Participant Contribution means the contribution required to be paid by a Participant, if
any, for Group Health Benefit coverage, as determined under each Group Health Program. The
term “Participant Contribution” includes, but is not limited to, contributions used for the provision
of benefits under a self-funded arrangement of the Plan Sponsor or an Employer as well as
contributions used to purchase coverage that is provided under insurance contracts or policies, if
any.

1.32  Plan means the Anadarko Petroleum Corporation Retiree Health Benefits Plan, which
consists of (a) the Wrap-Plan, (b) the Policies set forth in the Policy Appendix to the Wrap-Plan, (c)
the HRA SPD, and (d) the Group Health SPD, as items (b) through (d) are incorporated into the
Wrap-Plan by reference, as such Plan may be amended from time to time. The Wrap-Plan, the
Policies, the HRA SPD, and the Group Health SPD each contain certain terms of the Plan and
together constitute the complete Plan.

1.33  Plan Administrator means the person or entity which has the authority and responsibility
to manage and direct the operation of the Plan (including the Group Health Benefit) in its
discretion. However, the Plan Administrator may assign or delegate duties to third parties with
respect to the Group Health Benefit, such as the Claims Administrator or the Claims Fiduciary,
under the terms of the Wrap-Plan or the Group Health SPD (including any Group Health Program
Document), or by means of a separate written agreement. The Plan Administrator is the plan
“administrator” for purposes of Section 3(16)(A) of ERISA. The Benefits Committee shall be the
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“Plan Administrator”. References herein to the “Plan Administrator” or “Benefits Committee” shall
include, when appropriate, any Employee, Claims Administrator, or other person or entity who has
been delegated the appropriate authority by the Plan Administrator in accordance with Section 10.4.

1.34  Plan Sponsor means Anadarko Petroleum Corporation or its successor in interest.

1.35 Plan Year means each twelve (12) consecutive month period commencing January 1% and
ending on December 31*.

1.36  Post-65 Group Health Program means a Group Health Program listed in Section 2 of
Appendix B.

1.37 Pre-65 Group Health Program means a Group Health Program listed in Section 1 of
Appendix B.

1.38  Retiree means an Employee who retires from employment with a corporation or other
entity that is an Employer on the date of the Employee’s retirement from employment.

1.39  Retirement Date means either (a) the date of a Retiree’s termination of employment with
the Employer due to retirement or (b) the date of a Former Employee’s termination of employment
with the Employer.

1.40  Rule of 45 means that a Retiree (a) was employed by his legacy retiree group on December
31, 2000, and (b) on December 31, 2007, (i) he was employed by Anadarko Petroleum Corporation,
and (ii) his age and Years of Service totaled at least forty-five (45).

1.41  Spouse means a person to whom an Eligible Retiree is lawfully married, which marriage was
solemnized, authenticated and recorded as required by the state or foreign jurisdiction in which the
marriage took place, to the extent such marriage is legally recognized as valid for purposes of
applicable Federal law (including, but not limited to, the Code and ERISA), and any regulations
promulgated under such applicable Federal law, but will not include an individual divorced from the
Eligible Retiree under a court-approved divorce decree. The term “Spouse” will also include a
common law spouse if the Eligible Retiree and spouse became common law married in a state which
recognizes common law marriages and meet all the requirements for common law marriage in that
state. The Eligible Retiree must provide proof of a ceremonial or common law marriage if
requested by the Plan Administrator, such as, for example, an affidavit of marriage, or a marriage
license or certificate of common law marriage issued by the applicable state. Notwithstanding the
foregoing, if the applicable Group Health Program Document for a Fully-Insured Program provides
a definition of “Spouse” that is inconsistent with the definition in this Section 1.41, the definition in
such Group Health Program Document will control for purposes of that Fully-Insured Program.

1.42  Summary Plan Description means, collectively, the HRA SPD and the Group Health
SPD, as such documents may be amended from time to time and which, together, constitute the full
“summary plan description” of the Plan as required by ERISA. The Summary Plan Description is
incorporated into the Wrap-Plan by reference and constitutes a part of the Plan.

143  Wrap-Plan means the wrap-around Plan document (including any appendices attached
thereto), as amended from time to time.
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1.44  Wrap-SPD means this wrap-around summary plan description document (including the
appendices hereto) which describes the Group Health Benefit, as amended from time to time.

1.45 Years of Service means years of employment service with the Plan Sponsor or other
Employer (or a predecessor of either), as determined by the Plan Sponsor in accordance with its
procedures established for such purpose.

ARTICLE II
INTERPRETATION

Notwithstanding any reference in a Group Health Program Document that such Group
Health Program Document, in and of itself (or any portion thereof), constitutes a “summary plan
description” of the Plan, as required by ERISA, the official summary plan description of the Group
Health Benefit consists of this Wrap-SPD and the Group Health Program Documents incorporated
herein by reference (i.e.,, the Group Health SPD). If a term or provision of this Wrap-SPD conflicts
with a term or provision of a Group Health Program Document, the term or provision of this
Wrap-SPD will control unless specifically stated otherwise herein. Further, if a term or provision of
this Wrap-SPD, a Group Health Program Document or a Policy conflicts with any term or
provision of the Wrap-Plan, then the term or provision of the Wrap-Plan will control unless
specifically stated otherwise in the Wrap-Plan.

Notwithstanding the foregoing, if there is a conflict between a term or provision of the
Wrap-Plan, a Policy, this Wrap-SPD or a Group Health Program Document, and such conflict
involves a term or provision required by ERISA, the Code or other controlling law, on the one
hand, and a term or provision not so required on the other, the term or provision required by
controlling law will control. This determination will be made by the Plan Administrator. The terms
and provisions of this Wrap-SPD will not enlarge the rights of a Retiree, Participant, Dependent or
Beneficiary to any benefit available under a Group Health Program.

The terms and provisions of the Plan include the terms and provisions of the Wrap-Plan, the
Policies listed in the Policy Appendix to the Wrap-Plan, the HRA SPD, and the Group Health SPD
(including the Group Health Program Documents), as amended from time to time.

ARTICLE III
ELIGIBILITY AND PARTICIPATION

31  Eligibility.

Retirees, Former Employees and their Dependents will be eligible to participate in the
Group Health Benefit in accordance with the eligibility provisions of Appendix F.

3.2 Enrollment.

(a) Post-65 Group Health Programs. All participation in the Post-65 Group Health
Programs was frozen on December 31, 2015, notwithstanding anything in this Wrap-SPD, the
Wrap-Plan or any Group Health Program Document to the contrary. Consequently, no Retiree,
Former Employee, Dependent or any other individual may initially enroll in a Post-65 Group Health
Program on or after January 1, 2016.
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(b) Pre-65 Group Health Programs. Enrollment in a Pre-65 Group Health Program by an
Eligible Retiree or eligible Dependent shall be administered and become effective as specified in
Appendix F. The Plan Administrator may establish procedures in accordance with Appendix I and
the Pre-65 Group Health Programs for such enrollment. The Plan Administrator will provide
enrollment forms or telephonic or online enrollment procedures that must be completed by the
prescribed deadline prior to commencement of coverage under a Pre-65 Group Health Program.

3.3  Termination of Participation.

A Participant will cease being a Participant in the Group Health Benefit, and coverage under
the Group Health Program for the Participant and his covered Dependents and Beneficiaries will
terminate, as specified in Appendix F.

ARTICLE IV
FUNDING

Notwithstanding anything to the contrary contained herein or in a Group Health Program
Document, participation in the Group Health Benefit by a Participant and the payment of benefits
under the Group Health Benefit will be conditioned on such Participant Contributions towards the
cost of coverage under the Group Health Benefit at such time and in such amounts as the Plan
Administrator will establish from time to time. The Plan Administrator shall designate the
applicable method by which the Participant must make any Participant Contributions, and the
Participant must consent in writing (including electronically, as applicable), or as otherwise required
under the Plan Administrator’s procedures, to such payment method to remain covered under the
Group Health Benefit. Nothing herein requires an Employer or the Plan Administrator to
contribute to or under the Group Health Benefit, or to maintain any fund or segregate any amount
for the benefit of any Participant, Retiree, Dependent or Beneficiary, except to the extent specifically
required under the terms of a Group Health Program. No Participant, Retiree, Dependent or
Beneficiary will have any right to, or interest in, the assets of any Employer as the result of coverage
under the Group Health Benefit until actually paid. The Group Health Benefit shall not be
“funded” for purposes of ERISA.

Benefits or premiums for the Group Health Benefit will be provided through insurance
contracts or through the general assets of the Employer in accordance with the terms of the relevant
Group Health Program. An Employer will have no obligation, but will have the right, to insure or
reinsure or to purchase stop loss coverage, where applicable, with respect to any Group Health
Program under the Plan. To the extent that the Group Health Benefit is provided through an
Employer’s purchase of insurance, payment of any benefits under such Group Health Program will
be the sole responsibility of the insurer, and the Employer will have no responsibility for such
payment.
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NOTICE: Effective December 30,

2020, the Second Summary of
ARTICLEV Material Modification removed
BENEFITS  Section 5.1(b).

5.1 Terms and Conditions.
() Generally.

The actual terms and conditions of eligibility, coverage, exclusions and limitations on
coverage, and the additional rules pertaining to the benefits of Participants under the Group Health
Benefit, are set forth in the Group Health Program Documents and this Wrap-SPD. Any maximum
benefit amounts, deductibles, copayments and out-of-pocket maximum amounts, as well as the
reimbursement percentages for eligible charges, under the Group Health Benefit are contained in
the Group Health Program Documents, as they may be amended from time to time, subject to
Section 2(e)(iii) of Appendix F and subsection (c), below. The Group Health Program Documents,
as then currently in effect, are incorporated in their entirety by reference into this Wrap-SPD which,
in turn, is incorporated by reference into the Wrap-Plan.

(b) Coverage of Certain Dental Care.

Notwithstanding anything to the contrary in the applicable Group Health Program
Document(s) for the UnitedHealthcare HDHP Choice Plus Plan Medical Benefits Program, the
UnitedHealthcare HDHP Options (Utah) Plan Medical Benefits Program, and the UnitedHealthcare
Out of Area HDHP Options Plan Medical Benefits Program (collectively, for purposes of this
Section 5.1, the “UHC Medical Programs”), effective as of January 1, 2018 through December 31,
2018:

@) Dental implants, bone grafts, and other implant-related procedures that are
associated with hypodontia, oligondontia, or anodontia are not excluded from coverage and
are therefore covered benefits under the UHC Medical Programs, subject to the other
applicable terms of the Plan; and

(it) The treatment of congenitally missing teeth (when the cells responsible for
the formation of the tooth are absent from birth), or malpositioned or supernumerary (i.e.,
extra) teeth, including when part of a congenital anomaly such as cleft lip or cleft palate, is
not excluded from coverage and is therefore a covered benefit under the UHC Medical
Programs, subject to the other applicable terms of the Plan.

(©) In addition to any exclusions from coverage set out in the applicable Group Health
Program Document, the Group Health Benefit will exclude from coverage any charges incurred by a
Participant with respect to which the Participant (i) is not obligated to pay, (ii) is not billed, or (iii)
would not have been billed but for the coverage of such charges under the terms of the Group
Health Benefit. Consequently, if the Claims Fiduciary determines that a health care provider is
waiving, reducing or forgiving (or has waived, reduced, or forgiven) any portion of its charges for
covered services or supplies provided to a Participant, or any portion of any copayment, deductible,
ot coinsurance amount that the Participant is required to pay for such provider’s covered services or
supplies under the applicable terms of the Group Health Benefit, without the Claims Fiduciary’s
express written consent, then the Claims Fiduciary shall have the unilateral right and discretion to
wholly or partially reduce the benefits paid under the terms of the Group Health Benefit with
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respect to such services in proportion to the amount of such charges, copayments, deductibles, or
coinsurance amounts waived, reduced or forgiven, regardless of whether such provider represents or
affirms that the Participant remains financially responsible for such amount. Furthermore, the
Claims Fiduciary reserves the unilateral right and discretion to require a Participant to provide
satisfactory written proof that the Participant has paid the required copayment, deductible, or
coinsurance amount attributable to any covered services or supplies received, whether prior to or
subsequent to the payment by the Claims Fiduciary of any benefits under the Group Health Benefit
for such services or supplies; provided, however, that the Claims Fiduciary’s failure to request any
such proof in any one or more instance shall not constitute any waiver or limitation of this exclusion
under the Group Health Benefit.

For purposes of clarification, and not limitation, the exclusion set forth in this subsection (b)
would apply, for example, to an out-of-network provider’s charges for services or supplies provided
to a Participant based on such provider’s agreement to set those charges at the in-network benefits
level under the Plan or at another level not otherwise applicable to such services or supplies under
the terms of the Plan.

The Claims Fiduciary shall have the sole discretion to (i) interpret, construe and apply the
exclusion set out in this subsection (b), (ii) make any determinations and decisions deemed to be
necessary or appropriate for such purpose, and (iii) otherwise effectuate the intent of such exclusion.

5.2 Charges by Network Providers.

To the extent that benefits under a Group Health Program are provided through a network
provider organization, the Plan’s reimbursement of charges by a participating network provider
under the Group Health Benefit will not be subject to “usual and customary charge” limitations, but
will instead be limited to the rates which have been negotiated between the Claims Administrator
and the provider network. In addition, any amounts charged by network providers over the
negotiated rate will not be covered and cannot be charged back to the Participant, that is, there will
be no balance billing by network providers directly to Participants.

ARTICLE VI
CLAIMS PROCEDURES

6.1 General.

(a) Except as provided in subsection (b) (below), a claim for benefits under a Group
Health Program will be submitted in accordance with, and to the party designated under, the terms
of such Group Health Program. Notwithstanding the foregoing, unless a Group Health Program
specifically provides otherwise, a claim for benefits must be submitted not later than twelve (12)
months after the date that the claim arises (for example, the date a medical service is provided and
the charge is incurred). If a Group Health Program does provide otherwise, then the limitation
under the Group Health Program will control. In the event that a claim, as originally submitted, is
not complete, the Claimant will be notified and the Claimant will then have the responsibility for
providing the missing information within the timeframe stated in such notification.

(b) A Participant or Beneficiary may designate an authorized representative to act as
“claimant” on his or her behalf with respect to the Group Health Benefit’s claims procedures, as
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permitted by ERISA. The Claims Fiduciary for the applicable Group Health Program may require
that any such designation be made in writing (including electronically), using a form prescribed by
the Claims Fiduciary as consistent with ERISA and in accordance with the Claims Fiduciary’s
procedures for such purpose, in a manner that is sufficiently clear and conspicuous to enable the
Claims Fiduciary to reasonably verify the status of the authorized representative and the scope of
such authorization. Whether any such designation of an authorized representation meets such
requirements shall be determined by the Plan Administrator or Claims Fiduciary, as applicable, in its
discretion. The Plan Administrator or the Claims Fiduciary, as applicable, may disregard any
designation of an authorized representative that it deems to be defective or otherwise improper or
invalid hereunder. In particular, and without limitation, such entities reserve the right and discretion
to refuse to honor a Participant’s or Beneficiary’s designation of an authorized representative if the
Plan Administrator or Claims Fiduciary, as applicable, determines that such designation is
fraudulent; such as, for example, when the Plan Administrator or Claims Fiduciary, as applicable,
determines that the signature of approval on the designation does not belong to the Participant or
Beneficiary.

(©) To the extent that a Group Health Program does not prescribe a claims procedure
for benefits that satisfies the requirements of Section 503 of ERISA and the regulations promulgated
thereunder, as determined by the Plan Administrator, the claims procedures set out below in
Sections 6.2 through 6.8 will apply to a claim for benefits under a Group Health Program.
Otherwise, the claims procedures set out in such Group Health Program shall apply to such claim.

(d) The claims procedures applicable to claims made for benefits under the Group
Health Benefit do not include casual or general inquiries regarding eligibility or particular Group
Health Program benefits that may be provided under the Plan. In order for an “inquiry” to
constitute a claim for benefits or an appeal of an Adverse Benefit Determination, a Participant must
follow the claim procedures under the applicable Group Health Program, oz, if such procedures are
not contained in such Group Health Program, then according to the claims procedures set forth in
this Article VI.

6.2 Definitions.

(a) Adyerse Benefit Determination means any of the following: (i) a denial, reduction, or
termination of, or a failure to provide or make payment (in whole or in part) for a benefit under the
Group Health Benefit, including any such denial, reduction, termination, or failure to provide or
make payment that is based on a determination of a Participant’s eligibility to participate in the
Group Health Benefit; (ii) a denial, reduction, or termination of, or a failure to provide or make
payment (in whole or in part) for, a benefit under the Group Health Benefit, resulting from the
application of precertification procedures or other utilization review procedures; and (iii) a failure to
cover an item or service for which benefits under the Group Health Benefit are otherwise provided
because it is determined to be experimental and/or investigational or not medically necessary or
because another exclusion applies under the Group Health Benefit.

(b) Adperse Benefit Determination on Review means the upholding or affirmation of an
appealed Adverse Benefit Determination.
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(©) Benefit Determination means a determination by the Claims Administrator on a claim
for benefits under the Group Health Benefit, whether or not an Adverse Benefit Determination.

(d) Benefit Determination on Review means a determination by the Claims Fiduciary (or if the
applicable Group Health Program requires two levels of appeal, the Claims Administrator with
respect to the first level appeal) on an appeal of an Adverse Benefit Determination, whether or not
an Adverse Benefit Determination on Review.

(e) Claimant means a Participant under the Group Health Benefit, or his authorized
representative or health care provider, who is designated by the Participant to act on his behalf. In
the case of an Urgent Care Claim, a Health Care Professional with knowledge of the medical
condition of the Participant to whom the Urgent Care Claim applies will be permitted to act as the
authorized representative of such Participant.

€3] Concurrent Care Decision means, with respect to an ongoing course of treatment
previously approved by the Group Health Benefit which is to be provided over a period of time or
number of treatments: (i) any reduction or termination by the Group Health Benefit of such course
of treatment (other than by Plan amendment or termination) before the end of such period of time
or number of treatments; or (if) any request by a Claimant to extend the ongoing course of treatment
beyond the period of time or number of treatments. A Concurrent Care Decision described in
clause (1) will constitute an Adverse Benefit Determination.

(2 Health Care Professional means a physician or other health care service provider who is
licensed, accredited, or certified to perform the specified health services consistent with state law.

(h) Pre-Service Claim means a claim for a benefit under a group health plan that, under the
terms of the applicable plan, conditions the receipt of the benefit, in whole or in part, on pre-
approval of the benefit in advance of obtaining medical care.

€] Post-Service: Claim means a claim for a benefit under a group health plan for
reimbursement or consideration of payment for the cost of medical care that has already been
rendered. A Post-Service Claim is a claim that is neither a Pre-Service Claim nor an Urgent Care
Claim.

G) Urgent Care Claim means a claim for medical care or treatment that, if not received, (i)
could seriously jeopardize the life or health of the Claimant or the ability of the Claimant to regain
maximum function; or (ii) in the opinion of a health care provider with knowledge of the Claimant’s
medical condition, would subject the Claimant to severe pain that cannot be adequately managed
without the care or treatment that is the subject of the Claim. If a health care provider with
knowledge of the Claimant’s medical condition deems the medical care or treatment urgent, then the
claim is an Urgent Care Claim.

6.3 Initial Claim Procedure and Time Limits.
(a) Initial Claim Process.

A claim and all required documentation will be filed in writing with the applicable
Claims Administrator and decided within the applicable timeframe under federal law,
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regardless of whether all information required to perfect the claim is included. The
timeframe for decision begins upon receipt by the Claims Administrator of a claim
submitted by the Claimant in accordance with the Group Health Benefit’s claims
procedures, and is contingent upon the type of claim that is submitted, whether the claim
submitted is a complete claim or incomplete claim, whether additional information is
required and whether an extension is required to make a decision on the claim.

(b) Urgent Care Clainr:

)] If an Urgent Care Claim is submitted, the Claims Administrator will render a
Benefit Determination and provide notice to the Claimant of such Benefit Determination as
soon as possible, taking into account the medical exigencies, but not later than seventy-two
(72) hours after the Urgent Care Claim is received, subject to subsection (b)(ii).

(ii) If an Urgent Care Claim as submitted is incomplete, the Claims
Administrator will notify the Claimant as soon as possible, but not later than twenty-four
(24) hours after receiving the incomplete claim. Such notice will request the additional
information required to render a decision on the claim and explain why such information is
necessary. The Claimant will be afforded a reasonable amount of time, taking into account
the circumstances, but not less than forty-eight (48) hours, to provide the requested
information. Regardless of whether the Claimant provides the Claims Administrator with
the requested information, the Claims Administrator will render a Benefit Determination on
the claim and provide notice to the Claimant of such Benefit Determination as soon as
possible, but not later than forty-cight (48) hours after the eatlier of (A) receipt of the
requested information or (B) the end of the period afforded the Claimant to provide the
requested information.

(iii)  In the event that the Claimant fails to follow the Group Health Benefit’s
procedures for filing an Urgent Care Claim, the Claimant will be notified of such failure and
of the proper procedures to be followed in filing such a Claim. The notification will be
provided to the Claimant as soon as possible, but not later than twenty-four (24) hours
following the failure. Notification may be oral, unless written notification is requested by the
Claimant. For the purposes of this Section 6.3(b)(iii), a failure to follow the Group Health
Benefit’s procedures for filing will mean only such a failure that is (A) a communication by
Claimant that is received by a person or organizational unit customarily responsible for
handling benefit matters under the Group Health Benefit; and (B) a communication that
names a specific Claimant, a specific medical condition or symptom, and a specific
treatment, service, or product for which approval is requested.

(iv)  Notification of any Adverse Benefit Determination with respect to an Urgent
Care Claim will be made in accordance with Section 6.4.

(©) Concurrent Care Decisions.

(i) As to a Concurrent Care Decision which is an Adverse Benefit
Determination, the Claims Administrator will notify the Claimant, in accordance with
Section 6.4, of the Adverse Benefit Determination at a time sufficiently in advance of the
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reduction or termination to allow the Claimant to appeal and obtain a Benefit Determination
on Review of that Adverse Benefit Determination before the benefit is reduced or
terminated.

(ii) In the event of a Concurrent Care Decision which is a request by a Claimant
to extend the course of treatment beyond the period of time or number of treatments and is
an Urgent Care Claim, such Concurrent Care Decision will be decided as soon as possible,
taking into account the medical exigencies. The Claims Administrator will notify the
Claimant of the Benefit Determination, whether or not adverse, within twenty-four (24)
hours after receipt of the Claim by the Plan, provided that any such Claim is made to the
Plan at least twenty-four (24) hours prior to the expiration of the prescribed period of time
or number of treatments. Notification of any Adverse Benefit Determination concerning a
request to extend the course of treatment, whether or not involving an Urgent Care Claim,
will be made in accordance with Section 6.4, and appeal of the same will be governed by
Sections 6.6(a)(1), (ii) or (iii), as appropriate.

(d) Other Claims. In the case of a claim that is neither an Urgent Care Claim nor a claim
involving a Concurrent Care Decision as described in subsection (c), the Claims Administrator will
notify the Claimant of the Plan’s Benefit Determination, as follows:

)] Pre-Service Claim:

(A) The Claims Administrator will render a Benefit Determination and
provide notice to the Claimant of such Benefit Determination (whether or not
adverse) within a reasonable period of time appropriate to the medical
circumstances, but not later than fifteen (15) days after receipt of the Pre-Service
Claim by the Plan. This period may be extended one time by the Plan for up to
fifteen (15) days, provided that the Claims Administrator both determines that such
an extension is necessary due to matters beyond the control of the Plan and notifies
the Claimant, prior to the expiration of the initial fifteen (15) day period, of the
circumstances requiring the extension of time and the date by which the Plan expects
to render a decision. If such an extension is necessary due to a failure of the
Claimant to submit the information necessary to decide the Claim, the notice of
extension will specifically describe the required information, and the Claimant will be
afforded at least forty-five (45) days from the receipt of the notice within which to
provide the specified information.

(B) In the event that the Claimant fails to follow the Group Health
Benefit’s procedures for filing a Pre-Service Claim, the Claimant will be notified of
such failure and of the proper procedures to be followed in filing such a claim. The
notification will be provided to the Claimant as soon as possible, but not later than
five (5) days following the failure. Notification may be oral, unless written
notification is requested by the Claimant. For the purposes of this Section
6.3(d)@)(B), a failure to follow the Group Health Benefit’s procedures for filing will
mean only such a failure that is (I) a communication by Claimant that is received by a
person or organizational unit customarily responsible for handling benefit matters
under the Group Health Benefit; and (i) a communication that names a specific
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Claimant, a specific medical condition or symptom, and a specific treatment, service,
or product for which approval is requested.

Q Notification of an Adverse Benefit Determination made hereunder
will be made in accordance with Section 6.4.

(i) Post-Service Claim:

(A) The Claims Administrator will render a Benefit Determination and
provide notice to the Claimant of any such Adverse Benefit Determination within a
reasonable period of time, but not later than thirty (30) days after receipt of the Post-
Service Claim. This period may be extended one time by the Plan for up to fifteen
(15) days, provided that the Claims Administrator both determines that such an
extension is necessary due to matters beyond the control of the Plan and notifies the
Claimant, prior to the expiration of the initial thirty (30) day period, of the
circumstances requiring the extension of time and the date by which the Plan expects
to render a decision. If such an extension is necessary due to a failure of the
Claimant to submit the information necessary to decide the Post-Service Claim, the
notice of extension will specifically describe the required information, and the
Claimant will be afforded at least forty-five (45) days from receipt of the notice
within which to provide the specified information.

(B) Notification of an Adverse Benefit Determination made hereunder
will be made in accordance with Section 6.4.

6.4 Notification of Benefit Determination.

(a) Except as provided in Section 6.4(b), the Claims Administrator will provide a
Claimant with written or electronic notification of any Adverse Benefit Determination. The
notification will set forth in a manner calculated to be understood by the Claimant:

(i) the specific reason or reasons for the Adverse Benefit Determination;

(i) reference to the specific Plan provisions upon which the determination is

based;

(iii)  a description of additional material or information necessary for the Claimant
to perfect the claim and an explanation of why such material or information is necessary;

(iv)  a description of the Group Health Benefit’s appeal procedures and time
limits applicable to such procedures, including, in the case of an Urgent Care Claim, a
description of the expedited review process applicable to such claims, along with a statement
of the Claimant’s right to bring a civil action under Section 502(a) of ERISA following an
Adverse Benefit Determination on Review (or, if a Group Health Program requires two
levels of appeal, following an Adverse Benefit Determination on Review with respect to the
second appeal);

V) if the Adverse Benefit Determination is based upon:
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(A) an internal rule, guideline, protocol, or other similar criterion, either
the specific rule, guideline, protocol, or other similar criterion, or a statement that
such a rule, guideline, protocol, or other similar criterion was relied upon in making
the Adverse Benefit Determination and that a copy of such rule, guideline, protocol,
ot other criterion will be provided free of charge to the Claimant upon request; or

(B) a medical necessity ot experimental and/or investigational treatment
or similar exclusion or limit, either an explanation of the scientific or clinical
judgment for the determination, applying the terms of the Group Health Benefit to
the Claimant’s medical circumstances, or a statement that such explanation will be
provided free of charge upon request.

(b) In the case of an Adverse Benefit Determination involving an Urgent Care Claim,
the information described in Section 6.4(a) may be provided to the Claimant orally within the time
frame prescribed in Section 6.3(b), provided that a written or electronic notification is furnished to
the Claimant not later than three (3) days after the oral notification.

6.5 Appeal Procedures.

(a) Each Claimant will have a reasonable opportunity to appeal an Adverse Benefit
Determination to the Claims Fiduciary (or, if the applicable Group Health Program requires two
levels of appeal, to the Claims Administrator with respect to the first level appeal) as set forth
hereafter. The Claimant must complete all of the administrative review steps available through the
Claims Administrator before an appeal to the Claims Fiduciary, if any, is permitted under the Group
Health Benefit.

(b) Each Claimant will have the opportunity to submit written comments, documents,
records, and other information relating to the claim appealed.

(© Each Claimant will be provided, upon request and free of charge, reasonable access
to, and copies of, all documents, records, and other information relevant to the Claimant’s claim for
benefits under the Group Health Benefit. Whether a document, record, or other information is
“relevant” to a claim for benefits under the Group Health Benefit will be determined by reference to
Section 6.8.

(d) The appeal will take into account all comments, documents, records, and other
information submitted by the Claimant relating to the claim, without regard to whether such
information was submitted or considered in the initial Benefit Determination.

(© The Claimant will have one-hundred eighty (180) days following receipt of
notification of an Adverse Benefit Determination within which to appeal said Determination. If the
applicable Group Health Program requires two levels of appeal, the Claimant will have sixty (60)
days following receipt of notification of an Adverse Benefit Determination on review of the first
appeal within which to file a second appeal of the Adverse Benefit Determination.

® The appeal will not afford deference to the initial Adverse Benefit Determination
and will be conducted by a decision maker who is neither the individual who made the Adverse
Benefit Determination that is on appeal, nor the subordinate of such decision maker.
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() In deciding an appeal of an Adverse Benefit Determination that is based in whole or
in part on a medical judgment, the decision maker will consult with a Health Care Professional who
has appropriate training and experience in the field of medicine involving the medical judgment.

(h) All medical or vocational experts whose advice was obtained on behalf of the Plan in
connection with the Adverse Benefit Determination on appeal will be identified without regard to
whether the advice was relied upon in making the Adverse Benefit Determination.

@) All Health Care Professionals engaged for purposes of consultation under Section
6.5(g) will be an individual who is neither an individual who was consulted in connection with the
Adverse Benefit Determination that is on appeal, nor the subordinate of such individual.

G) In the case of an Urgent Care Claim, a request for an expedited appeal of an Adverse
Benefit Determination may be submitted orally or in writing by the Claimant, and all necessary
information, including the Plan’s Benefit Determination on Review, will be transmitted between the
Plan and the Claimant by telephone, facsimile, or other available similarly expeditious method.

(k) A Claimant will not be required to file more than two appeals of an Adverse Benefit
Determination prior to bringing a civil action under Section 502(a) of ERISA. To the extent that
the claims procedures set forth in any Group Health Program provide for more than two levels of
appeal of an Adverse Benefit Determination, any level of appeal beyond the second level of appeal
will be “voluntary”.

@) To the extent that any Group Health Program offers a voluntary level of appeal
(“Voluntary Appeal”) (except to the extent the Plan is required to do so by State law), including
voluntary arbitration or any other form of dispute resolution, and notwithstanding anything in such
Group Health Program to the contrary:

(i) The Plan waives any right to assert that a Claimant has failed to exhaust
administrative remedies because the Claimant did not elect to submit a benefit dispute to a
Voluntary Appeal;

(ii) Any statute of limitations or other defense based on timeliness is tolled
during the time that a Voluntary Appeal is pending;

(iii) A Claimant may elect to submit a benefit dispute to a Voluntary Appeal only
after exhaustion of the appeals permitted by the Group Health Program under which the
benefit dispute arose, subject to Section 6.5(k);

(iv) A Claimant will be provided, upon request, sufficient information relating to
the Voluntary Appeal to enable the Claimant to make an informed judgment about whether
to submit a benefit dispute to Voluntary Appeal, including a statement that the decision of a
Claimant as to whether or not to submit a benefit dispute to Voluntary Appeal will have no
effect on the Claimant’s rights to any other benefits under the Group Health Benefit, and
information about the applicable rules, the Claimant’s right to representation, the process for
selecting the decision maker, and the circumstances, if any, that may affect the impartiality of
the decision maker, such as any financial or personal interests in the result or any past or
present relationship with any party to the review process; and
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(v) No fees or costs will be imposed on the Claimant as part of the Voluntary

Appeal.

(m)  Notwithstanding anything in a Group Health Program to the contrary, a Claimant

will not be subject to mandatory arbitration of an Adverse Benefit Determination, except to the
extent that:

6.6

(i) The arbitration is counted as one of the two appeals described in Section
6.5(k) and is conducted in accordance with the requirements applicable to such appeals; and

(ii) The Claimant is not precluded from challenging the decision resulting from
such arbitration under section 502(a) of ERISA or other applicable law.

Benefit Determination on Review.
(a) Timing of Notification.

(i) Urgent Care Claim. In the case of an Urgent Care Claim, the Claims
Fiduciary (or, if the applicable Group Health Program requires two levels of appeal, the
Claims Administrator with respect to the first level appeal) will notify the Claimant in
accordance with Section 6.6(b) of the Plan’s Benefit Determination on Review as soon as
possible, taking into account the medical exigencies, but not later than seventy-two (72)
hours after receipt of the Claimant’s appeal of an Adverse Benefit Determination by the
Plan.

(ii) Pre-service Claims. In the case of a Pre-Service Claim, the Claims Fiduciary
(ot, if the applicable Group Health Program requires two levels of appeal, the Claims
Administrator with respect to the first level appeal) will notify the Claimant, in accordance
with Section 6.6(b), of the Plan’s Benefit Determination on Review within a reasonable
period of time appropriate to the medical circumstances. Such notification will be provided
not later than thirty (30) days after receipt by the Plan of the Claimant’s appeal of an Adverse
Benefit Determination, unless the applicable Group Health Program requires two appeals of
an Adverse Benefit Determination, in which case such notification will be provided not later
than fifteen (15) days after receipt by the Plan of the Claimant’s appeal of an Adverse Benefit
Determination.

(iii)  Post-Service Claims. In the case of a Post-Service Claim, the Claims
Fiduciary (or, if the applicable Group Health Program requires two levels of appeal, the
Claims Administrator with respect to the first level appeal) will notify the Claimant in
accordance with Section 6.6(b), of the Plan’s Benefit Determination on Review within a
reasonable period of time, but not later than sixty (60) days after receipt by the Plan of the
Claimant’s appeal of an Adverse Benefit Determination, unless the applicable Group Health
Program requires two appeals of an Adverse Benefit Determination, in which case such
notification will be provided not later than thirty (30) days after receipt by the Plan of the
Claimant’s appeal of an Adverse Benefit Determination.

(iv)  In the case of an Adverse Benefit Determination on Review, the Claims
Fiduciary (or, if the applicable Group Health Program requires two levels of appeal, the
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Claims Administrator with respect to the first level appeal) will provide access to, and copies
of, documents, records, and other information described in Sections 6.6(b)(iii), (iv) and (vi)
as appropriate.

(b) Manner and Content of Notification of Benefit Determination on Review.

The Claims Fiduciary (or, if the applicable Welfare Program requires two levels of appeal,
the Claims Administrator with respect to the first level appeal) will provide a Claimant with written
or electronic notification of the Plan’s Benefit Determination on Review. In the case of an Adverse
Benefit Determination on Review, the notification will set forth in a manner calculated to be
understood by the Claimant:

(i) The specific reason or reasons for the Adverse Benefit Determination on
Review;

(ii) Reference to the specific Plan provisions upon which the Adverse Benefit
Determination on Review is based;

(iii) A statement that the Claimant is entitled to receive, upon request and free of
charge, reasonable access to, and copies of, all documents, records, and other information
relevant to the Claimant’s claim for benefits under the Group Health Benefit. Whether a
document, record, or other information is relevant to a claim for benefits will be determined
by reference to Section 0.8;

(iv) A statement describing any Voluntary Appeal procedures offered by the Plan
and the Claimant’s right to obtain the information about such procedures described in
Section 6.5(0)(iv);

(v) A statement of the Claimant’s right to bring an action under Section 502(a)
of ERISA (or, if a Group Health Program requires two levels of appeal, the Claimant’s right
to bring an action under Section 502(a) of ERISA following an Adverse Benefit
Determination on Review with respect to the second appeal);

(vi)  If the Adverse Benefit Determination on Review is based upon:

(A) an internal rule, guideline, protocol, or other similar criterion, either
the specific rule, guideline, protocol, or other similar criterion, or a statement that
such rule, guideline, protocol, or other similar criterion was relied upon in making
the Adverse Benefit Determination on Review and that a copy of the rule, guideline,
protocol, or other similar criterion will be provided, free of charge, to the Claimant
upon request; or

(B) a medical necessity or experimental and/or investigational treatment
or similar exclusion or limit, either an explanation of the scientific or clinical
judgment for the determination, applying the terms of the Group Health Benefit to
the Claimant’s medical circumstances, or a statement that such explanation will be
provided, free of charge, upon request; and
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(vi)  The following statement: “You and your Plan may have other voluntary
alternative dispute resolution options, such as mediation. One way to find out what may be
available is to contact your local U.S. Department of Labor office and your state insurance
regulatory agency.”

6.7 Calculating Time Periods.

For the purposes of Sections 6.3 and 6.6(a), the period of time within which a Benefit
Determination or a Benefit Determination on Review is required to be made, will begin at the time a
claim or appeal, as the case may be, is filed in accordance with the procedures of the Group Health
Benefit, without regard to whether all information necessary to make a Benefit Determination or a
Benefit Determination on Review, as the case may be, accompanies the filing. In the event that a
period of time is extended as permitted under Section 6.3(d) or 6.6(a) due to a Claimant’s failure to
submit information necessary to decide a claim or the appeal, the period for making the Benefit
Determination will be tolled from the date on which the notification of the extension is sent to the
Claimant until the date on which the Claimant responds to the request for additional information.

6.8 Relevance to Claim.

For the purposes of Sections 6.5(c) and 6.6(b)(iii), a document, record, or other information
will be considered “relevant” to a Claimant’s claim if such document, record, or other information:

(a) was relied upon in making the Benefit Determination;

(b) was submitted, considered, or generated in the course of making the Benefit
Determination, without regard to whether such document, record, or other information was relied
upon in making the Benefit Determination;

(©) demonstrates compliance with any administrative processes and safeguards in
making the Benefit Determination; or

(d) constitutes a statement of policy or guidance with respect to the Group Health
Benefit concerning the denied treatment option or benefit for the Claimant’s diagnosis, without
regard to whether such advice or statement was relied upon in making the Benefit Determination.

6.9 Exhaustion of Administrative Remedies.

Notwithstanding anything to the contrary in a Group Health Program, no action at law or in
equity may be brought to recover under the Group Health Benefit until all administrative remedies
have been exhausted (including two appeals of an Adverse Benefit Determination if required by the
applicable Group Health Program). If a Claimant fails to file a timely claim, or if the Claimant fails
to request a review in accordance with the Group Health Benefit’s claim procedures outlined herein,
such Claimant will have no right of review and will have no right to bring any action in any court.
The denial of the claim will become final and binding on all persons for all purposes.

6.10  Action for Recovery.
Unless otherwise expressly stated in a Group Health Program Document, and subject to

21 Revision Date: January 1, 2018
4831-3643-7148 v.2

2018 SPD - GHP Retiree Health p. 28



30

Section 6.9, any action at law or in equity with respect to any and all claims relating to the Group
Health Benefit must be brought for recovery within one year from the earlier of (1) the date of a
final internal Adverse Benefit Determination on Review, if applicable, or (2) the accrual of any claim
under or relating to the Group Health Benefit that does not result in a final internal Adverse Benefit
Determination on Review. If the Group Health Program Document for a particular Fully-Insured
Program expressly states a limitations period for bringing an action thereunder, then such Group
Health Program Document will control.

6.11  Participant’s Responsibilities.

Each Participant will be responsible for providing the Claims Administrator, the Claims
Fiduciary, the Plan Administrator and/or the Employer with the Participant’s and each Beneficiary’s
current U.S. mailing address and electronic address, as specified in the Group Health Programs.
Accordingly, any notices required or permitted to be given by the Claims Administrator, Claims
Fiduciary, Plan Administrator or Employer hereunder will be deemed given if directed to such
address furnished by the Participant and mailed by regular United States mail, delivered by
messenger or other professional delivery service, or provided by electronic means as specified in
Section 2520.104b-1(c) of ERISA. The Claims Administrator, Claims Fiduciary, Plan Administrator
and the Employer will not have any obligation or duty to locate a Participant, Dependent or
Beneficiary. In the event that a Participant, Dependent or Beneficiary becomes entitled to a
payment under the Group Health Benefit and such payment is delayed or cannot be made:

(a) because the current address according to the Claims Fiduciary’s records is incorrect;

(b) because the Participant, Dependent or Beneficiary fails to respond to the notice sent
to the current address according to the Claims Fiduciary’s records,

(0 because of conflicting claims to such payments; or
(d) for any other reason;

the amount of such payment, if and when made, will be determined under the provisions of the
Group Health Benefit without payment of any interest or earnings.

To the extent that the entitlement of a Participant, Dependent, Beneficiary or other
individual to a benefit under the Group Health Benefit is the subject of an interpleader action in a
court of competent jurisdiction, the Plan Administrator, Plan Sponsor and any other Plan fiduciary
may act in reliance upon any order issued by such court regarding any individual’s entitlement to
benefits under the Group Health Benefit, which action shall satisfy its fiduciary and other duties
under the Group Health Benefit.

6.12 Unclaimed Benefits.

If, within twelve (12) months after any amount becomes payable hereunder to a Participant
ot Beneficiary, and the same will not have been claimed or any check issued under the Group Health
Benefit remains uncashed, provided reasonable care will have been exercised in attempting to make
such payments, the amount thereof will be forfeited and will cease to be a liability of the Plan.
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ARTICLE VII
COORDINATION OF BENEFITS

71 Coordinating Benefits with Coverage from Another Source.

If a Participant has coverage under the Group Health Benefit as well as coverage from
another source (or sources), benefits that are received through the Group Health Benefit will be
coordinated with the benefits available under the plan(s) containing the Participant’s other source of
benefits. The coordination of benefits (“COB”) provisions in this Article VII will apply to all health
benefits provided under the Group Health Benefit, but only to the extent that the applicable Group
Health Program does not contain its own COB provisions. In the event that the Group Health
Program contains its own COB provisions, such provisions will govern and control the coordination
of benefits under that Group Health Program.

7.2 Coverage from Another Source.

For purposes of this Article VII, “coverage from another source” will mean any other plan,
policy or contract (individually and collectively, a “plan”) providing benefits or services for medical,
prescription drug or dental care, including but not limited to, one of the following:

(a) group insurance, or any other arrangement of coverage for individuals in a group
health maintenance organization (HMO) or other group on an insured, self-insured or uninsured
basis, or state or federal programs providing health coverage other than a state plan under Medicaid
or TRICARE, the U.S. Department of Defense’s worldwide health care program for active duty and
retited uniformed services members and their families;

(b) group coverage sponsored through a school or other educational institution, for a
student;

(0 coverage under a service plan contract or prepayment plan or program;

(d) group coverage under franchise organizations; or

(e) no-fault insurance required under any law of a government and provided on other

than a group basis, but only to the extent the benefits are required under such no-fault law.
7.3 Construction.

Coverage from another source will be construed separately with respect to each policy,
contract or other arrangement for benefits or services, and separately with respect to that portion of
any such policy, contract, or other arrangement which reserves the right to take the benefits or
services of other plans into consideration in determining its benefits and that portion which does
not.

7.4  Allowable Charge for COB Purposes.

For a charge to be allowable for COB purposes, it must be a usual and reasonable charge
and at least part of it must be covered under the Group Health Benefit.
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When benefits are reduced under a primary plan because a Participant does not comply with
the other plan’s provisions, the amount of such reduction will not be considered an allowable
charge. Examples of such provisions are those related to second surgical opinions, precertification
of admissions or services, and preferred or direct provider arrangements.

In the case of HMO (Health Maintenance Organization) or other in-network only plans, the
Plan will not consider any charges in excess of what an HMO or network provider has agreed to
accept as payment in full. Also, when an HMO or network plan is primary and the Participant does
not use an HMO or network provider, the Plan will not consider as an allowable charge any charge
that would have been covered by the HMO or network plan had the Participant used the services of
an HMO or network provider.

When a plan provides benefits in the form of services rather than cash payments, the
reasonable cash value of each service rendered will, for purposes of this Article VII, be considered
to be the allowable charge.

7.5 Automobile Limitations.

When medical payments are available under vehicle insurance, the Group Health Benefit will
pay excess benefits only, without reimbursement for vehicle plan deductibles. Except as required by
law, the Group Health Benefit will always be considered the secondary carrier regardless of the
individual’s election under PIP (personal injury protection) coverage with the auto cartier.

7.6 Ordering of Benefits.

When coverage is provided by two or more sources for the same allowable charge as stated
above, whether the Group Health Benefit or the other plan (either, a “plan”) is primary is
established in the following order:

(a) The plan that has no COB provision will be considered primary to a plan that has
COB provisions;

(b) The plan covering the person as an employee will be primary to the plan covering
the person as a dependent;

(©) The plan covering a person in his own capacity will be primary to the plan covering a
person as a dependent; however, if the person is a Medicare beneficiary, and Medicare is secondary
to the plan covering the person as a dependent and primary to the plan covering the person as a
non-dependent, then the plan covering the person as a dependent is primary, Medicare is secondary
and the plan covering the person as a non-dependent is the tertiary plan (that is, in this specific
situation, the plan covering the person as a non-dependent pays only after the plan covering the
person as a dependent and after Medicare);

(d) The plan covering a person as an active employee will be primary to the plan
covering the person as a retired, terminated, inactive, suspended or laid-off employee, except that if
the other plan does not have this rule, and if, as a result, the plans do not agree on the order of
benefits, this rule does not apply;
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(e) The plan covering a person as an employee will be primary to the plan covering the
person as a COBRA participant or a beneficiary under any other federal or state continuation
coverage, except that if the other plan does not have this rule, and if, as a result, the plans do not
agree on the order of benefits, this rule does not apply;

€3] The plan covering a dependent as a dependent of an active employee is primary to
the plan covering the dependent as the dependent of a former employee or as a COBRA participant
or a beneficiary under any other federal or state continuation coverage;

(2 For the purposes of a dependent covered under the plans of both of his non-
divorced parents (or parents who never married, but who live together) the plan covering the parent
whose birthday falls first in the year will be primary to the plan covering the parent whose birthday
falls later in the year. If both parents have the same birthday, then the plan covering the parent for
the longest period of time will be primary, except that if the other plan does not have this rule, and
if, as a result, the plans do not agree on the order of benefits, this rule does not apply;

(h) For a dependent whose parents are divorced or legally separated (or if the parents
never married and do not live together), and the dependent is covered by the plans of both parents,
the plan covering the parent who is responsible for the dependent’s health care under the terms of a
court decree or state agency order will be the primary payor for any period after the plan has actual
knowledge of those terms. If the specific terms of the court decree state that the parents will share
joint custody, without stating that one of the parents is responsible for the health care expenses of
the child, the plans covering the child will follow the order of benefit determination rules outlined
above when a child is covered as a dependent and the parents are not divorced. In the absence of
such court decree or state agency order, payment will be made in the order as follows:

(i) the plan of the natural parent with custody;
(ii) the plan of the step-parent with custody; and
(iii)  the plan of the natural parent without custody; and

@) If (a), (b), (¢), (d), (), (), (g) or (h) do not apply, then the plan covering the person
for the longest period of time will be primary.

G) Notwithstanding any provision to the contrary, to the extent required by applicable
law, the Group Health Benefit shall be primary with respect to items or services for which a State
provides child health assistance under the State’s child health plan. This provision will be
interpreted in accordance with the Children’s Health Insurance Program Reauthorization Act of
2009, and the authoritative guidance thereunder.

7.7 Reduction of Benefits Payable by the Group Health Benefit.

Whenever the Group Health Benefit is considered secondary to another plan, benefits will
be payable by the primary plan to the extent that the expense is an incurred charge, and the Group
Health Benefit will be liable for the remainder of the eligible expenses that would be payable in the
absence of dual coverage up to the amount that would otherwise be payable to the extent payable in
total under the Group Health Benefit.
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7.8 Coordination of Benefits for Persons Eligible for Medicare.

With respect to a Participant who is entitled to Medicare, benefits under the Group Health
Benefit to which such Participant is entitled will be coordinated with Medicare in accordance with
the coordination of benefits provision of the Group Health SPD and subject to the rules and
regulations as specified by the Omnibus Budget Reconciliation Act of 1980, the Tax Equity and
Fiscal Responsibility Act of 1982, and all subsequent legislation defining Medicare’s role as the
secondary payer vis a vis a group health plan, subject to the following provisions:

(a) The Group Health Benefit is a primary plan with regard to any Participant who is
entitled to Medicare benefits solely on the basis of having end-stage renal disease (“ESRD”);
provided that Medicare will be considered to be the primary payer of benefits on behalf of a
Participant with ESRD after expiration of the period that begins on the date the individual first
becomes entitled to Medicare Part A benefits under Social Security Act Section 226A and ends 30
months later.

(b) The Group Health Benefit is a secondary plan with regard to all other Participants
eligible for Medicare to the full extent permitted by Medicare or other applicable federal law.

(©) When a Participant is eligible for, or would have been eligible for with proper
request, and does not enroll in Medicare Parts A and B, and the Group Health Benefit is not
required by federal law to pay as the primary plan, then the Group Health Benefit shall pay
secondary benefits as if the Participant had enrolled in Medicare Parts A and B and Medicare had
paid as the primary plan.

7.9 Claims Determination Period.

Benefits will be coordinated on a calendar year basis. This is called the “claims
determination period.” However, the claims determination period does not include any part of a
year during which a person has no coverage under the Group Health Benefit, or any part of a year
before the date this COB provision or a similar provision takes effect.

7.10 Reduced Benefits when the Group Health Benefit Pays Second.

When the Group Health Benefit pays first, the benefits of the Group Health Benefit are
determined before those of another plan and without considering the benefits of the other plan.
When the Group Health Benefit pays second, the benefits of the Group Health Benefit may be
reduced or denied as herein described. The benefits of the Group Health Benefit will be reduced
when the sum of:

(a) The benefits that would be payable for the allowable charges under the Group
Health Benefit in the absence of this COB provision, and

(b) The benefits that would be payable for the allowable charges under the other benefit
plans, in the absence of provisions with a purpose like that of this COB provision, whether or not
claim is made,

exceeds those allowable charges in a claims determination period. In that case, the benefits of the
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Group Health Benefit will be reduced so that the benefits under the Group Health Benefit and the
benefits payable under the other benefit plans do not total more than those allowable charges that
would be available under the Group Health Benefit in the absence of this COB provision.

When the benefits of the Group Health Benefit are reduced as described above, each benefit
is reduced in proportion. It is then charged against any applicable benefit limit of the Group Health
Benefit.

7.11  Right to Receive or Release Necessary Information.

To make the provisions of this Article VII work, the Plan may give or obtain needed
information from another insurer or any other organization or person. This information may be
given or obtained without the consent of or notice to any other person; provided however, any
disclosure of “protected health information”, as that term is defined in Section 12.1, by the Plan will
be made in accordance with Article XII herein and the requirements of HIPAA. A Participant must
provide the Plan with the information it requests about other plans and their payment of allowable
charges in order to be eligible for benefits (or continued benefits) under the Group Health Benefit.

7.12  Facility of Payment to Other Plan.

The Plan may repay other plans for benefits paid that the Plan Administrator determines, in
its discretion, should have been paid under the Group Health Benefit. Any such repayment by the
Group Health Benefit will count as a valid payment under the Group Health Benefit.

7.13  Right of Recovery.

The Group Health Benefit may pay benefits that should be paid by another benefit plan. In
this case the Plan may recover the amount paid from the other benefit plan or the Participant. Such
repayment will count as a valid payment under the other benefit plan. Further, the Group Health
Benefit may pay benefits that are later found to be greater than the allowable charge. In this case,
the Plan may recover the amount of the overpayment from the source to which it was paid.

ARTICLE VIII
RIGHT OF SUBROGATION AND REIMBURSEMENT

The provisions of this Article VIII will govern and control the Plan’s rights to subrogation
and reimbursement with respect to the Group Health Benefit, and will supersede any subrogation
and reimbursement provisions set forth in any Group Health Program Document to the extent that
such other provisions are more restrictive or limited regarding the rights of the Plan than are these
provisions. The Plan reserves all its subrogation and reimbursement rights, at law and in equity, to
the full extent not contrary to applicable law as determined by the Plan Administrator.

The Plan Administrator may, in its discretion, designate a third party service provider or
other person or entity to exercise the rights described in this Article VIII on behalf of the Plan. In
addition, the Plan Administrator may, in its discretion and on a case-by-case basis, waive or limit any
of the subrogation and reimbursement rights set forth in this Article VIII on behalf of the Plan to
the extent deemed appropriate. Any such waiver or limitation in a particular case will not limit or
diminish in any way the Plan’s rights in any other instance or at any other time.
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8.1 Benefits Subject to this Provision

This Article VIII will apply to all health benefits provided under the Group Health Benefit.
For purposes of this Article, certain terms are defined as follows:

(a) “Recovery” means any and all monies and property paid by a Third Party to (i) the
Participant, (i) the Participant’s attorney, assign, legal representative, or Beneficiary, (iii) a trust of
which the Participant is a beneficiary, or (iv) any other person or entity on behalf of the Participant,
by way of judgment, settlement, compromise or otherwise (no matter how those monies or property
may be characterized, designated or allocated and irrespective of whether a finding of fault is made
as to the Third Party) to compensate for any losses or damages caused by, resulting from, or in
connection with, the injury or illness.

(b) “Reimbursement” means repayment to the Plan for medical or other benefits that
it has paid to or on behalf of the Participant toward care and treatment of the injury or illness and
for the expenses incurred by the Plan in collecting this amount, including the Plan’s equitable rights
to recovery.

(© “Subrogation” means the Plan’s right to pursue the Participant’s claims against a
Third Party for any or all medical or other benefits or charges paid by the Plan.

(d) “Third Party” means any individual or entity, other than the Plan, who is or may be
liable, or legally or equitably responsible, to pay expenses, compensation or damages in connection
with a Participant’s injury or illness.

The term “Third Party” will include the party or parties who caused the injury or illness; the
insurer, guarantor or other indemnifier or indemnitor of the party or parties who caused the injury
or illness; a Participant’s own insurer, such as an uninsured, underinsured, medical payments,
no-fault, homeownet’s, renter’s or any other liability insurer; a workers’ compensation insurer; and
any other individual or entity that is or may be liable or legally or equitably responsible for
Reimbursement or payment in connection with the injury or illness.

8.2 When this Provision Applies

A Participant may incur medical or other charges related to any injury or illness caused by
the act or omission of a Third Party. Consequently, such Third Party may be liable, or legally or
equitably responsible, for payment of charges incurred in connection with the injury or illness. If so,
the Participant may have a claim against that Third Party for payment of the medical or other
charges. In that event, the Plan will be secondary payer, not primary, and the Plan will be
Subrogated to all rights the Participant may have against that Third Party.

Furthermore, the Plan will have a right of first and primary Reimbursement enforceable by
an equitable lien against any Recovery paid by the Third Party. The equitable lien will be equal to
100% of the amount of benefits paid by the Group Health Benefit for the Participant’s injury or
illness and expenses incurred by the Plan in enforcing the provisions of this Article VIII (including,
without limitation, attorneys’ fees and costs of suit, and without regard to the outcome of such an
action), regardless of whether or not the Participant has been made whole by the Third Party. This
equitable lien will attach to the Recovery regardless of whether (a) the Participant receives the
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Recovery or (b) the Participant’s attorney, a trust of which the Participant is a beneficiary, or other
person or entity receives the Recovery on behalf of the Participant. This right of Reimbursement
enforceable by an equitable lien is intended to entitle the Plan to equitable relief under Section
502(a)(3) of ERISA, and will be construed accordingly.

As a condition to receiving benefits under the Group Health Benefit, the Participant hereby
agrees to immediately notify the Plan Administrator, in writing, of whatever benefits are payable
under the Group Health Benefit that arise out of any injury or illness that provides, or may provide,
the Plan with Subrogation and/or Reimbursement rights under this Article VIII.

The Plan’s equitable lien supersedes any right that the Participant may have to be “made
whole.” In other words, the Plan is entitled to the right of first Reimbursement out of any Recovery
the Participant procures, or may be entitled to procure, regardless of whether the Participant has
received compensation for any or all of his damages or expenses, including any of his attorneys’ fees
or costs. Additionally, the Plan’s right of first and primary Reimbursement will not be reduced for
any reason, including attorneys’ fees, costs, comparative negligence, limits of collectability or
responsibility, or otherwise. The Plan is not responsible for a Participant’s legal fees and costs, is
not required to share in any way for any payment of such fees and costs, and its equitable lien will
not be reduced by any such fees and costs. As a condition to coverage and receiving benefits under
the Group Health Benefit, the Participant agrees that acceptance of benefits, as well as participation
in the Group Health Benefit, is constructive notice of the provisions of this Article VIII, and
Participant hereby automatically grants an equitable lien to the Plan to be imposed upon and against
all rights of Recovery with respect to Third Parties, as described above.

In addition to the foregoing, the Participant:

(a) Authorizes the Plan to sue, compromise and settle in the Participant’s name to the
extent of the amount of medical or other benefits paid for the injury or illness under the Group
Health Benefit and the expenses incurred by the Plan in collecting this amount, and assigns to the
Plan the Participant’s rights to Recovery when the provisions of this Article VIII apply;

(b) Must notify the Plan in writing of any proposed settlement and obtain the Plan’s
written consent before signing any release or agreeing to any settlement; and

(© Must cooperate fully with the Plan in its exercise of its rights under this Article VIII,
do nothing that would interfere with or diminish those rights, and furnish any information as
required by the Plan to exercise or enforce its rights hereunder.

Furthermore, the Plan Administrator reserves the absolute right and discretion to require a
Participant who may have a claim against a Third Party for payment of medical or other charges that
were paid, or are payable, by the Group Health Benefit to execute and deliver a Subrogation and
Reimbursement agreement acceptable to the Plan Administrator (including execution and delivery of
a Subrogation and Reimbursement agreement by any parent or guardian on behalf of a covered
Dependent, even if such Dependent is of majority age) and, subject to Section 8.5, that
acknowledges and affirms: (i) the conditional nature of medical or other benefits payments which
are subject to Reimbursement and (ii) the Plan’s rights of full Subrogation and Reimbursement, as
provided in this Article VIII (“S&R Agreement”).
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When a right of Recovery exists, and as a condition to any payment by the Group
Health Benefit (including payment of future benefits for the same or other illnesses or
injuries), the Participant will execute and deliver all required instruments and papers,
including any S&R Agreement provided by the Plan, as well as doing and providing
whatever else is needed, to secure the Plan’s rights of Subrogation and Reimbursement,
before any medical or other benefits will be paid by the Group Health Benefit for the injury
or illness. The Plan may file a copy of an S&R Agreement signed by the Participant and his
attorney (and if applicable, signed by the parent or guardian on behalf of the covered Dependent)
with such other entities, or the Plan may notify any other parties of the existence of Plan’s equitable
lien; provided, the Plan’s rights will not be diminished if it fails to do so.

To the extent the Plan requires execution of an S&R Agreement by a Participant (and his
attorney, as applicable), a Participant’s claim for any medical or other benefits for any injury or
illness will be incomplete until an executed S&R Agreement is submitted to the Plan Administrator.
Such S&R Agreement must be submitted to the Plan Administrator within the timeframe applicable
to the particular type of benefits claimed by the Participant, as specified in the Group Health
Benefit’s claims procedures. Any failure to timely submit the required S&R Agreement in
accordance with the Group Health Benefit’s claims procedures will constitute the basis for denial of
the Participant’s claim for benefits for the injury or illness, and will be subject to the Group Health
Benefit’s claims appeal procedures.

The Plan Administrator may determine, in its sole discretion, that it is in the Plan’s best
interests to pay medical or other benefits for the injury or illness before an S&R Agreement and
other papers are signed and actions taken (for example, to obtain a prompt payment discount);
however, in that event, any payment by the Group Health Benefit of such benefits prior to or
without obtaining a sighed S&R Agreement or other papers will not operate as a waiver of any of
the Plan’s Subrogation and Reimbursement rights and the Plan still will be entitled to Subrogation
and Reimbursement. In addition, the Participant will do nothing to prejudice the Plan’s right to
Subrogation and Reimbursement, and hereby acknowledges that participation in the Group Health
Benefit precludes operation of the “made-whole” and “common-fund” doctrines. A Participant
who receives any Recovery has an absolute obligation to immediately tender the Recovery (to the
extent of 100% of the amount of benefits paid by the Group Health Benefit for the Participant’s
injury or illness and expenses incurred by the Plan in enforcing the provisions of this Article VIII,
including attorneys’ fees and costs of suit, regardless of an action’s outcome) to the Plan under the
terms of this Article VIII. A Participant who receives any such Recovery and does not immediately
tender the Recovery to the Plan will be deemed to hold such Recovery in constructive trust for the
Plan because the Participant is not the rightful owner of such Recovery to the extent the Plan has
not been fully reimbursed. By participating in the Group Health Benefit, or receiving benefits under
the Group Health Benefit, the Participant automatically agrees, without further notice, to all the
terms and conditions of this Article VIII and any S&R Agreement.

The Plan Administrator has maximum discretion to interpret the terms of this Article VIII
and to make changes in its interpretation as it deems necessary or appropriate.
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8.3  Amount Subject to Subrogation or Reimbursement

Any amounts Recovered will be subject to Subrogation or Reimbursement, even if
the payment the Participant receives is for, or is described as being for, damages other than
medical expenses or other benefits paid, provided or covered by the Group Health Benefit.
This means that any Recovery will be automatically deemed to first cover the Reimbursement, and
will not be allocated to or designated as reimbursement for any other costs or damages the
Participant may have incurred, until the Plan is reimbursed in full and otherwise made whole. In no
case will the amount subject to Subrogation or Reimbursement exceed the amount of medical or
other benefits paid for the injury or illness under the Group Health Benefit and the expenses
incurred by the Plan in collecting this amount. The Plan has a right to recover in full, without
reduction for attorneys’ fees, costs, comparative negligence, limits of collectability or responsibility,
or otherwise, even if the Participant does not receive full compensation for all of his charges and
expenses.

8.4 When Recovery Includes the Cost of Past or Future Expenses

In certain circumstances, a Participant may receive a Recovery that includes amounts
intended to be compensation for past and/or future expenses for treatment of the illness or injury
that is the subject of the Recovery. The Plan will not cover any expenses for which compensation
was provided through a previous Recovery. This exclusion will apply to the full extent of such
Recovery or the amount of the expenses submitted to the Plan for payment, whichever is less.
Participation in the Group Health Benefit also precludes operation of the “made-whole” and
“common-fund” doctrines in applying the provisions of this Article VIII.

It is the responsibility of the Participant to inform the Plan Administrator when expenses
incurred are related to an illness or injury for which a Recovery has been made. Acceptance of
benefits under the Group Health Benefit for which the Participant has already received a Recovery
will be considered fraud, and the Participant will be subject to any sanctions determined by the Plan
Administrator, in its sole discretion, to be appropriate. The Participant is required to submit full and
complete documentation of any such Recovery in order for the Plan to consider eligible expenses
that exceed the Recovery.

8.5  When a Participant Retains an Attorney

If the Participant retains an attorney, the Plan will not pay any portion of the Participant’s
attorneys’ fees and costs associated with the Recovery, nor will it reduce its Reimbursement pro-rata
for the payment of the Participant’s attorneys’ fees and costs. Attorneys’ fees will be payable from
the Recovery only after the Plan has received full Reimbursement.

The Plan Administrator reserves the absolute right and discretion to require the Participant’s
attorney to sign an S&R Agreement as a condition to any payment of benefits under the Group
Health Benefit and as a condition to any payment of future benefits under the Group Health Benefit
for the same or other illnesses or injuries. Additionally, pursuant to such S&R Agreement, the
Participant’s attorney must acknowledge and consent to the fact that the “made-whole” and
“common fund” doctrines are inoperable under the Plan, and the attorney must agree not to assert
cither doctrine in his pursuit of Recovery.
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Any Recovery paid to the Participant’s attorney will be subject to the Plan’s equitable lien,
and thus an attorney who receives any Recovery has an absolute obligation to immediately tender
the Recovery (to the extent of 100% of the amount paid by the Group Health Benefit for the
Participant’s injury or illness and expenses incurred by the Plan in enforcing the provisions of this
Article VIII, including attorneys’ fees and costs of suit regardless of an action’s outcome) to the Plan
under the terms of this Article VIII. A Participant’s attorney who receives any such Recovery and
does not immediately tender the recovery to the Plan will be deemed to hold the Recovery in
constructive trust for the Plan because neither the Participant nor his attorney is the rightful owner
of the Recovery to the extent the Plan has not received full Reimbursement.

8.6 When the Participant is a Minor, is Deceased, is a COBRA Qualified Beneficiary or
is a Dependent

The provisions of this Article VIII apply to the parents, trustee, guardian or other
representatives of a minor Participant and to the heirs or personal representatives of the estate of a
deceased Participant, regardless of applicable law and whether or not the representative has access to
or control of the Recovery. For purposes of this Article VIII, the term “Participant” will also
include a COBRA Qualified Beneficiary (as defined in Section 11.10) who has elected COBRA
Continuation Coverage under the Group Health Benefit and a Domestic Partner or Domestic
Partner’s child who has elected Partner Continuation Coverage, pursuant to Section 11.13, under the
Group Health Benefit. If a covered Dependent is the Participant whose benefits under the Group
Health Benefit are subject to the Plan’s Subrogation and Reimbursement rights, the covered Eligible
Retiree who enrolled such Dependent under the Group Health Benefit will also be required to
execute the S&R Agreement, upon request, even if the Dependent is not a minor and, in such event,
the Eligible Retiree will be liable for any breach of this Article VIII by the Eligible Retiree or by such
Dependent.

8.7 When a Participant Does Not Comply

When a Participant does not comply with the provisions of this Article VIII, the Plan
Administrator will have the power and authority, in its sole discretion, to (i) deny payment of any
claims for benefits by or on behalf of the Participant and (ii) deny or reduce future benefits payable
(including payment of future benefits for the same or other injuries or illnesses) under the Group
Health Benefit by the amount due as Reimbursement to the Plan. The Plan Administrator may also,
in its sole discretion, deny or reduce future benefits (including future benefits for the same or other
injuries or illnesses) under any other group benefits plan maintained by the Plan Sponsor. The
reductions will equal the amount of the required Reimbursement. If the Plan must bring an action
against a Participant to enforce the provisions of this Article VIII, the Participant will be obligated
to pay the Plan’s attorneys’ fees and costs regardless of the action’s outcome.

ARTICLE IX
AMENDMENT OR TERMINATION

The provisions of this Article IX will govern and control amendment and termination of the
Plan (including the Group Health Benefit), and will supersede any conflicting or inconsistent
provisions set forth in a Group Health Program Document.
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9.1 Right to Amend.

The Board of Directors (or a committee of the Board of Directors), or an officer of the Plan
Sponsor who is duly authorized by the Board of Directors (or such committee) for this purpose, will
each have the right, authority and power to make, at any time, any amendment to the Plan.
Notwithstanding the previous sentence, (a) the CFO and the CEO acting jointly, or (b) the CFO
and the General Counsel of the Plan Sponsor acting jointly, will each have the power to approve,
adopt, and execute any amendment to the Plan that (i) is required to comply with changes in
applicable law or (ii) does not increase the cost of the Plan by more than five percent (5%) per year
as determined in good faith and with the certification of an actuary if necessary.

No amendment will retroactively prejudice any claim for benefits under the Plan that was
incurred but not paid prior to the effective date of the amendment, unless the person or entity
responsible for the amendment, as applicable, determines such amendment is necessary or desirable
to comply with applicable law or is required under the particular Group Health Program. Moreover,
if the Plan is amended, a Participant’s right to receive coverage for expenses incurred for supplies or
services that were actually received or actually rendered on his behalf before the effective date of
such amendment will not be reduced or eliminated. However, an amendment may reduce or
eliminate a Participant’s right to receive coverage for expenses that are or will be incurred for
supplies or services that are received or rendered on or after the effective date of the amendment,
even if such supplies or services were approved or are part of a series of treatments or services that
began prior to such effective date.

9.2  Right to Terminate.

The Board of Directors (or a committee of the Board of Directors) will have the right,
authority, power, and discretion to terminate the Plan at any time, in whole or in part, without prior
notice, to the extent deemed advisable in its discretion; provided, however, such termination will not
prejudice any claim under the Plan that was incurred but not paid prior to the termination date
unless the Board of Directors (or such committee) determines it is necessary or desirable to comply
with applicable law.

The CFO and the CEO, acting jointly, or the CFO and the General Counsel of the Plan
Sponsor, acting jointly, may, in their discretion, terminate the participation of any Employer, with
respect to its Eligible Retirees only, in the Plan (or the Group Health Benefit in particular), effective
as of any date such officers deem advisable. The Plan Sponsor may revise Appendix A, as needed,
to reflect the termination of an Employer from participation in the Plan or the Group Health
Benefit, without regard to the formal amendment provisions of the Plan.

ARTICLE X
ADMINISTRATION

10.1 Benefits Committee.

The Benefits Committee shall be the Plan Administrator. Subject to Section 10.4, the day-
to-day administration of the Group Health Benefit shall be the responsibility of the Benefits
Committee. The Benefits Committee shall consist of one or more members, as appointed from
time to time by the Plan Sponsor by action of the Executive Vice President responsible for Human
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Resources of the Plan Sponsor (the “EVP-HR”). The members of the Benefits Committee shall
serve at the discretion of the EVP-HR without additional compensation, but may be reimbursed for
proper expenditures incurred during the course of performance of duties hereunder in accordance
with applicable law. The Benefits Committee shall be subject to such duties and procedures as may
be designated by the Plan Sponsor pursuant to a separate instrument.

10.2  Allocation of Authority.

The Plan Administrator will control and manage the operation and administration of the
Group Health Benefit, except to the extent such duties have been delegated to other persons or
entities as provided in the Wrap-Plan, this Wrap-SPD or a Group Health Program Document. Any
decisions made by the Plan Administrator or Claims Fiduciary (or any other person or entity
delegated authority by the Plan Administrator or Claims Fiduciary, as applicable, to determine
benefits in accordance with the Plan) will be final and conclusive on all Participants, and all other
persons and entities, subject only to the claims appeal provisions of the Group Health Benefit.
Neither the Plan Administrator nor any Employee will receive any compensation from the Plan with
respect to services provided under the Plan, except as an Employee may be entitled to benefits
hereunder.

10.3 Powers and Duties of Plan Administrator.

The Plan Administrator (and the Claims Fiduciary, but only with respect to reviewing and
making decisions regarding claims under a Group Health Program) will each have such powers as
may be necessary to discharge its duties hereunder, including, but not by way of limitation, the
following:

(a) to have final discretionary authority to (1) administer, enforce, construe, and
construct the Group Health Benefit, including this Wrap-SPD and the Group Health
Program Documents, (i) make decisions relating to all questions of eligibility to participate,
and (iif) make a determination of benefits including, without limitation, reconciling any
inconsistency, correcting any defect, supplying any omission, and making all findings of fact;

(b) to prescribe procedures to be followed by Participants filing application for benefits;

(©) to prepare and distribute, in such manner as the Plan Administrator determines to be
appropriate, any information that explains the Group Health Benefit and benefits
thereunder;

(d) to receive from the Employer and from Participants such information as necessary
for the proper administration of the Group Health Benefit;

(e) to furnish the Employer and the Participants such annual reports with respect to the
administration of the Plan as necessary;

6y to receive, review and keep on file (as it deems necessary) reports of benefit
payments by the Employer and reports of disbursements for expenses;
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() to exercise such authority and responsibility as it deems appropriate in order to
comply with the terms of the Plan relating to the records of Participants, including an
examination at the Employer’s expense of the records of the Plan to be made by such
attorneys, accountants, auditors or other agents as it may select, in its discretion, for that
purpose; and

(h) to appoint persons or entities to assist in the administration as it deems advisable;
and the Plan Administrator may delegate thereto any power or duty imposed upon or
granted to it under the Plan.

If, due to errors in drafting, any Plan provision does not accurately reflect its intended
meaning, as demonstrated by prior interpretations or other evidence of intent, or as determined by
the Plan Administrator in its sole and exclusive judgment, the provision will be considered
ambiguous and will be interpreted by the Plan Administrator (or the Claims Fiduciary) in a fashion
consistent with its intent, as determined by the Plan Administrator (or the Claims Fiduciary). The
Plan may be amended retroactively to cure any such ambiguity, notwithstanding anything in the Plan
to the contrary.

The Plan Administrator (or Claims Fiduciary) may rely upon the direction or information
from a Participant relating to such Participant’s entitlement to benefits hereunder as being proper
under the Plan, and will not be responsible for any act or failure to act. Neither the Plan
Administrator nor the Employer makes any guarantee to any Eligible Retiree in any manner for any
loss that may result because of the Eligible Retiree’s participation in the Group Health Benefit.

All decisions, interpretations, determinations and actions in the exercise of the powers and
duties described in this Section will be final and conclusive on all persons and entities subject only to
the claims appeal procedures of the Group Health Benefit. Benefits under the Group Health
Benefit will be paid only if the Plan Administrator (or Claims Fiduciary) determines in its discretion
that the Participant is entitled to them. There will be no de novo review of any such decision,
interpretation, determination or action by any court. Any review of any such decision,
interpretation, determination or action will be limited to determining whether the decision,
interpretation, determination or action in question was so arbitrary and capricious as to be an abuse
of discretion under ERISA standards.

10.4  Delegation by the Plan Administrator.

The Plan Administrator may delegate to other persons or entities any of the administrative
functions relating to the Group Health Benefit, together with all powers necessary to enable its
designee(s) to properly carry out such duties hereunder, including, without limitation, delegation to
the Claims Administrator, the Claims Fiduciary and the Disclosure Administrator. The Plan
Administrator may employ such counsel, accountants, Claims Administrators, Claims Fiduciaries,
consultants, actuaries and such other persons or entities as it deems advisable in its discretion. The
Plan Administrator, as well as any person to whom any duty or power in connection with the
operation of the Group Health Benefit is delegated, may rely upon all valuations, reports, and
opinions furnished by any accountant, consultant, third-party administration service provider, legal
counsel, or other specialist. Moreover, the Plan Administrator or such delegate who is also an
Employee will be fully protected in respect to any action taken or permitted in good faith in reliance
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on such information.

10.5

(2)

(b)

©

10.6

Disclosure Responsibility.

General. The Disclosure Administrator shall, in response to a written request by a Participant
or Beneficiary, furnish a copy of the documents and instruments specified in Section
104(b)(4) of ERISA (“Plan Disclosures”) as required by ERISA. A Participant’s or
Beneficiary’s request for Plan Disclosures must be submitted to the Disclosure
Administrator in writing, at the address listed in Article X1V, and must identify the particular
Plan Disclosures that are being requested. The Disclosure Administrator may, in its
discretion, impose a reasonable charge to cover the cost of copying and furnishing the
requested Plan Disclosures to the extent permitted by ERISA.

Reguests by an Authorized Representative. A request for Plan Disclosures may be submitted to
the Disclosure Administrator by an authorized representative of the Participant or
Beneficiary, provided that (i) the authorization of such representative is designated in writing
by the Participant or Beneficiary in a manner that is sufficiently clear and conspicuous, as
determined by the Disclosure Administrator in its discretion, to enable the Disclosure
Administrator to reasonably verify the status of the authorized representative and the scope
of such authorization, and (i) a copy of the signed authorization is submitted to the
Disclosure Administrator with the request for Plan Disclosures.  The Disclosure
Administrator will not make any Plan Disclosures to a person or entity claiming to be an
authorized representative prior to receipt of an authorization that meets the criteria in
clauses (1) and (i), as determined by the Disclosure Administrator. The Disclosure
Administrator may disregard any designation of an authorized representative that it deems to
be defective or otherwise improper or invalid hereunder. In particular, and without
limitation, the Disclosure Administrator reserves the right and discretion to refuse to honor
a Participant’s or Beneficiary’s designation of an authorized representative if the Disclosure
Administrator determines that such designation is fraudulent; such as, for example, when the
Disclosure Administrator determines that the signature of approval on the designation does
not belong to the Participant or Beneficiary.

Examination of Records. Participants and Beneficiaries shall have the right to examine such
records, documents and other data as required by ERISA at reasonable times during regular
business hours. Nothing contained in the Plan shall give any Participant the right to
examine any data or records with respect to any other Participant except as required by
applicable law which cannot be waived.

Rules and Decisions.

The Plan Administrator may adopt such rules and procedures, as it deems necessary or

appropriate for the proper administration of the Group Health Benefit. The Plan Administrator will
be entitled to rely upon information furnished to it which appears proper without the necessity of
any independent verification or investigation.
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10.7  Facility of Payment for Incapacitated Participant.

Whenever, in the Claims Fiduciary’s opinion, a Participant is entitled to receive any payment
of a benefit hereunder and is under a legal disability or is incapacitated in any way so as to be unable
to manage his own financial affairs (including physical and mental incompetence or status as a
minor), the Claims Fiduciary may direct payments to such person or to the person’s legal
representative (such as a guardian or conservator, upon proper proof of appointment furnished to
the Claims Fiduciary), Dependent, or relative of such person for such person’s benefit, or the Claims
Fiduciary may direct payment for the benefit of such person in such manner as the Claims Fiduciary
considers advisable in its discretion. Any payment of a benefit, to the full extent thereof, in
accordance with the provisions of this Section 10.7 will be a complete discharge of any liability for
the making of such payment under the Plan.

10.8  Assignment and Payment of Benefits.

The provisions of this Section 10.8 shall supersede any provisions of a Group Health
Program Document (other than the Group Health Program Document(s) of a Fully-Insured
Program) regarding the subject matter hereof and shall govern and control.

Except as otherwise expressly provided under the terms of a written agreement with a
provider of healthcare services or supplies to which the Plan Administrator, the Claims Fiduciary, or
other delegate of the Plan Administrator is a named party (a “Plan Agreement”), no rights, causes
of action or benefits under the Group Health Benefit can be assigned or transferred to any person
or entity, including, but not limited to, an out-of-network healthcare provider (or any representative
or agent with respect to such provider), either before or after healthcare services or supplies are
provided to, or on behalf of, a Participant. For purposes of clarification and not limitation, such
rights and causes of action shall include any administrative, statutory, or legal right or cause of action
that a Participant or other individual may have under ERISA, including, but not limited to, any right
to (a) make a claim for benefits under the Group Health Benefit, (b) request the Plan document or
other documents related to the Plan, the Group Health Benefit or a claim for benefits, (c) file an
appeal of a denied claim for benefits under the Group Health Benefit, or (d) file a lawsuit under
ERISA or other applicable law.

In the absence of a Plan Agreement which specifically provides for assignment of the
Participant’s benefits and/or rights under the Group Health Benefit (i.e., is not merely an agreement
between the Participant and the provider or its representative or agent), the Plan Administrator and
Claims Fiduciary, as applicable, each reserve the unilateral right and discretion to elect to make any
benefit payment under the Group Health Benefit directly to the provider, the Participant, or to
another designated person or entity, with or without the Participant’s authorization, with each such
payment being made on behalf of the Participant, and not to such payment recipient in its, his or her
own right. Moreover, if the Plan Administrator or Claims Fiduciary, as applicable, elects to make
any such direct payment, it shall not constitute a waiver by the Plan Administrator or Claims
Fiduciary of the anti-assignment provisions of this Section 10.8. In addition, any payment made
under the Group Health Benefit to any such person or entity discharges the Plan’s responsibility to
the Participant for benefits under the Group Health Benefit to the full extent of such payment.
Accordingly, if a provider is overpaid as the result of accepting a payment for the same covered
service from the Participant and from the Plan, the provider, and not the Plan, shall be responsible
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for reimbursing the Participant for such overpayment.

Disclosures of information about the Participant can only be made to a Participant or a
p y p
Participant’s authorized representative in accordance with applicable law and the terms of the Plan.

10.9  Overpayments.

If, for any reason, any benefit, premium or fee under the Group Health Benefit is
erroneously paid or reimbursed by the Plan Administrator, Claims Fiduciary or other person or
entity to a Participant or to an insurance company, a healthcare or other services provider (including
an assignee of the Participant as described in Section 10.8), or other person or entity for the benefit
of a Participant (collectively, a “Third-Party Payee”), such erroneously-paid amount shall
constitute an “Overpayment” under the Plan, with respect to which the Plan shall have a right of
first and primary reimbursement from such Participant or Third-Party Payee that is enforceable by
an equitable lien equal to 100% of the Overpayment amount (“Overpayment Reimbursement”).
Without limitation, the Plan’s right to Overpayment Reimbursement is intended to entitle the Plan
to equitable relief under Section 502(a)(3) of ERISA and shall be construed accordingly. By
accepting a benefit, premium or fee under the Group Health Benefit, each Participant and Third-
Party Payee automatically acknowledges and agrees that the Plan has the right to pursue
Overpayment Reimbursement from the general assets of the Participant or Third-Party Payee to
whom the Overpayment was made, to the full extent permitted by ERISA.

If such Overpayment is not refunded to the Plan within a reasonable time period as
determined by the Plan Administrator or Claims Fiduciary, the Overpayment shall be (a) charged
directly to the Participant (including, without limitation, to a covered Eligible Retiree on behalf of
any of his Dependents or Beneficiaries) or to a Third-Party Payee as a reduction of the amount of
future benefits otherwise payable by the Plan on behalf of the Participant, or (b) recouped by any
other method which the Plan Administrator or Claims Fiduciary, as applicable, deems to be
appropriate in its discretion, to the extent permitted by applicable law. For example, the selected
repayment method may include, without limitation, offsetting other payments made by the Group
Health Benefit (i) to, or on behalf of, the Participant or (i) to the same Third-Party Payee on the
Participant’s behalf, as permitted by applicable law (in which case, such payment offset to a Third-
Party Payee shall not constitute an adverse benefit determination that is subject to the ERISA claims
and appeals procedures of the Group Health Benefit). For purposes of clarity and not limitation, in
the event of the application of any Overpayment Reimbursement to a Third-Party Payee pursuant to
the foregoing provisions of this Section 10.9, the offset of the Overpayment hereunder is simply an
adjustment to the amount payable to the Third-Party Payee to reflect the Overpayment and shall not
be considered to be the denial or partial denial of any benefit claim under the Group Health Benefit.

ARTICLE XI
COBRA CONTINUATION COVERAGE

111 Continuation of Benefits under COBRA.

Qualified Beneficiaries will have all continuation rights required by COBRA for group health
plan benefits offered under the Group Health Programs within the Plan. To the extent a Group
Health Program offering health benefits does not specify COBRA rights in accordance with Code
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Section 4980B, the Group Health Benefit will be administered in accordance with Code Section
4980B and as set forth in this Article XI. In addition, the Plan Administrator will adopt such
policies and provide such forms, as it deems advisable to implement the rights contemplated by this
Section 11.1.

11.2  Election of COBRA Coverage.

An Eligible Retiree is not eligible to elect COBRA Continuation Coverage upon
termination of his coverage under the Retiree Group Health Benefit'

(a) COBRA Continnation Coverage for Qualifying Dependent.

Subject to Section 11.5, a Qualified Beneficiary who is a Qualifying Dependent of a Covered
Employee may elect COBRA Continuation Coverage, at his own expense, if his participation under
the Group Health Benefit would terminate as a result of a Qualifying Event.

(b) Enrollment for COBRA Continnation Coverage.

A Qualified Beneficiary (or a third party on behalf of the Qualified Beneficiary) must
complete and return the required enrollment materials within a maximum of sixty (60) days from the
later of:

@) loss of coverage; or

(i) the date the Plan Administrator sends notice of eligibility for COBRA
Continuation Coverage.

Failure to enroll for COBRA Continuation Coverage during this maximum sixty (60) day
period will terminate all rights to COBRA Continuation Coverage under this Article XI. A separate
election as to what health coverage, if any, is desired may be made by or on behalf of each Qualified
Beneficiary. However, an affirmative election of COBRA Continuation Coverage by a Covered
Employee’s Spouse will be deemed to be an election for that Covered Employee’s Qualifying
Dependents who would otherwise lose coverage under the Group Health Benefit, unless the
election specifically provides to the contrary. Elections for COBRA Continuation Coverage may be
made by the Qualified Beneficiary or on his behalf by a third party (including a third party that is not
a Qualified Beneficiary).

If, during the election period, a Qualified Beneficiary waives COBRA Continuation
Coverage, the waiver can be revoked at any time before the end of the election period. Revocation
of the waiver is an election of COBRA Continuation Coverage. However, if a waiver is later
revoked, coverage will not be provided retroactively (that is, from the date of the loss of coverage
until the waiver is revoked). Waivers and revocations of waivers are considered made on the date
they are sent to the third-party administrator that performs services on behalf of the Plan
Administrator as the Plan’s “COBRA Administrator”, at the address listed in Appendix C.

L A limited exception to this provision applies in the case of a Qualifying Event described in Section 11.10(h)(v).
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11.3 Period of COBRA Coverage.

A Qualified Beneficiary who is a Qualifying Dependent may continue COBRA Continuation
Coverage for up to thirty-six (36) months from the date of the Qualifying Event.

Coverage under this Section 11.3 may not continue beyond:

(a) the date on which the Employer ceases to maintain a group health plan within its
controlled group;

(b) the last day of the month for which premium payments have been made, if the
individual fails to make premium payments on time, in accordance with Section 11.4;

(©) the date the Qualified Beneficiary, after the date he or she elects COBRA
Continuation Coverage, first becomes enrolled in Medicare;

(d) the date the Qualified Beneficiary, after the date he or she elects COBRA
Continuation Coverage, first becomes covered under another group health plan and is no longer
subjected, due to changes in the law or otherwise, to a preexisting condition exclusion or limitation
under the Qualified Beneficiary’s other coverage or new employer plan; or

(e) in the case of a disabled Qualified Beneficiary (and his disabled or non-disabled
family members) receiving COBRA Continuation Coverage under the eleven (11) month extended
coverage described in Section 11.6, and with respect to such extended coverage, the first day of the
month that begins more than thirty (30) days after the date the Qualified Beneficiary is determined
by the Social Security Administration to no longer be “disabled” within the meaning of the Social
Security Act.

The Plan can terminate for cause the coverage of a Qualified Beneficiary on the same basis
that the Plan terminates for cause the coverage of Similarly Situated Beneficiaries, for example, for
the submission of a fraudulent claim.

In the case of an individual who is not a Qualified Beneficiary and who is receiving coverage
under the Group Health Benefit solely because of the individual’s relationship to a Qualified
Beneficiary, if the Plan’s obligation to make COBRA Continuation Coverage available to the
Qualified Beneficiary ceases, the Plan is not obligated to make coverage available to the individual
who is not a Qualified Beneficiary.

114  Contribution Requirements for COBRA Coverage.

Qualified Beneficiaries who elect COBRA Continuation Coverage as a result of a Qualifying
Event (or third parties on behalf of a Qualified Beneficiary) will be required to pay Continuation
Coverage Contributions.  Qualified Beneficiaries (or third parties on behalf of a Qualified
Beneficiary) must make the Continuation Coverage Contributions monthly on or prior to the first
day of the month of such coverage. However, a Qualified Beneficiary has forty-five (45) days from
the date of an affirmative election to pay the Continuation Coverage Contributions for the first
month plus the cost for the period between the date health coverage would otherwise have
terminated due to the Qualifying Event and the date the Qualified Beneficiary actually elects
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COBRA Continuation Coverage. If the Qualified Beneficiary fails to make the Continuation
Coverage Contribution for the first month’s premium, coverage will either terminate or will be
retroactively cancelled.

The Qualified Beneficiary will have a thirty (30) day grace period from the due date (the first
of each month) to make the Continuation Coverage Contributions due for such month.
Continuation Coverage Contributions must be postmarked on or before the end of the thirty (30)
day grace period.

If Continuation Coverage Contributions are not made on a timely basis, COBRA
Continuation Coverage will terminate as of the last day of the month for which such premiums were
made on a timely basis. The thirty (30) day grace period will not apply to the forty-five (45) day
period for payment of COBRA premiums as applicable to initial elections.

Except as provided in Section 11.6, the Continuation Coverage Contribution will be one
hundred percent (100%) of the cost of coverage plus a two percent (2%) administrative fee for a
total contribution of one hundred two percent (102%) of the cost of coverage.

If timely payment of the Continuation Coverage Contribution is made to the Plan in an
amount that is not significantly less than the amount due for a period of coverage, then the amount
paid is deemed to satisfy the Plan’s requirement for the amount that must be paid for Continuation
Coverage Contribution, unless the Plan notifies the Qualified Beneficiary of the amount of the
deficiency and grants a reasonable period of time (thirty (30) days) for payment of the deficiency to
be made. For purposes of this Section 11.4, an amount not significantly less than the amount the
Plan requires to be paid will be defined as the lesser of fifty dollars ($50) or ten percent (10%) of the
required payment amount.

11.5  Limitation on Qualified Beneficiary’s Rights to COBRA Coverage.

If a Qualified Beneficiary loses, or will lose, health coverage under the Group Health Benefit
as a result of a Qualifying Event that is a divorce, legal separation or ceasing to be a Dependent,
such Qualified Beneficiary (or representative) must notify the Plan Administrator, as described in
Section 11.11, within a maximum of sixty (60) days after the latest of (a) the Qualifying Event, (b)
the date the Qualified Beneficiary would lose coverage on account of the Qualifying Event, or (c)
the date on which the Qualified Beneficiary is informed, including through this SPD or a COBRA
notice provided upon enrollment, of his responsibility to provide a Qualifying Event notice as
described in this Section 11.5 and the Group Health Benefit’s procedures for providing such notice.
Failure to make timely notification will result in a termination of the Qualified Beneficiary’s rights to
COBRA Continuation Coverage under this Article XI.

For all other Qualifying Events, the Employer must notify the Plan Administrator of the
Qualifying Event. The notice must be provided within a maximum of thirty (30) days after the
Qualifying Event.

11.6  Extension of COBRA Coverage Period.

A Qualified Beneficiary (or representative) must notify the Plan Administrator, as described
in Section 11.11, if a second Qualifying Event occurs while the Qualified Beneficiary is receiving
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COBRA Continuation Coverage. The Qualified Beneficiary must notify the Plan Administrator
within a maximum of sixty (60) days after the latest of (a) the second Qualifying Event, (b) the date
the Qualified Beneficiary would lose coverage on account of the second Qualifying Event, or (c) the
date on which the Qualified Beneficiary is informed, including through this SPD or a COBRA
general notice, of his responsibility to provide a notice of a second Qualifying Event and the Group
Health Benefit’s procedures for providing such notice.

If a second Qualifying Event occurs during an eighteen (18) month period of COBRA
Continuation Coverage explained in Section 11.3 (or twenty-nine (29) month period, if extended due
to disability), coverage may be extended to a maximum of thirty-six (36) months from the date of
the first Qualifying Event for the affected Qualifying Dependent. Coverage will be extended,
however, only if the second Qualifying Event would have caused the Qualifying Dependent to lose
coverage under the Group Health Benefit in the absence of the first Qualifying Event. Any such
extension of COBRA Continuation Coverage applies only to Qualifying Dependents.

The maximum COBRA Continuation Coverage Period is extended up to eleven (11) months
for Qualified Beneficiaries (and their disabled or non-disabled family members receiving COBRA
Continuation Coverage due to the same Qualifying Event) for up to twenty-nine (29) months in
total (measured from the date of the Qualifying Event), provided the following requirements are
met:

(a) the Social Security Administration (“SSA”) determines that the Qualified Beneficiary
was “disabled” on the date of the Qualifying Event or within the first sixty (60) days of COBRA
Continuation Coverage following the Qualifying Event, and

(b) the Qualified Beneficiary (or representative) provides notice to the Plan
Administrator, as described in Section 11.11, of such SSA determination:

(i) within sixty (60) days after the latest of (A) the date of the SSA
determination, (B) the date on which the Qualifying Event occurred, (C) the date on which
the Qualified Beneficiary loses coverage due to the Qualifying Event, or (D) the date on
which the Qualified Beneficiary is informed, including through this SPD or a COBRA
general notice, of the obligation to provide the disability notice and the Group Health
Benefit’s procedures for providing such notice; but

(i) not later than the last day of the initial eighteen (18) month period of
COBRA Continuation Coverage.

In such event, the Continuation Coverage Contribution will be one hundred fifty percent
(150%) of the cost of coverage for the nineteenth (19") through twenty-ninth (29") months of
COBRA Continuation Coverage.

However, if a Qualified Beneficiary who meets the above requirements receives a final
determination from the SSA that he is no longer disabled, said beneficiary (or representative) must
notify the Plan Administrator, as described in Section 11.11, within thirty (30) days after the later of
(a) the date of that determination or (b) the date on which the Qualified Beneficiary is informed,
including through this SPD or a COBRA general notice, of the obligation to provide the end-of-
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disability notice and the Group Health Benefit’s procedures for providing such notice. Such a final
determination by the SSA will end the disability extension of COBRA Continuation Coverage for all
Qualified Beneficiaries as of the later of either: (i) the first day of the month following thirty days
(30) from the final determination date; or (i) the end of the COBRA Continuation Coverage period
without regard to the disability extension.

11.7  Responses to Inquiry Regarding Qualified Beneficiary’s Right to Coverage.

If a provider of health care (such as a physician, hospital, or pharmacy) contacts the Plan to
confirm coverage of a Qualified Beneficiary during the election period, the Plan will give a complete
response to the health care provider about the Qualified Beneficiary’s COBRA Continuation
Coverage rights during the election period, and his right to retroactive coverage if COBRA is
clected. If a provider of health care (such as a physician, a hospital or pharmacy) contacts the Plan
to confirm coverage of a Qualified Beneficiary with respect to whom the required payment has not
been made for the current period, but for whom any applicable grace period has not expired, the
Plan will inform the health care provider of all of the details of the Qualified Beneficiary’s right to
pay for such coverage during the applicable grace period.

11.8 Coordination of Benefits - Medicare and COBRA.

For purposes of this Article XI, “Medicare Entitlement” means being entitled to Medicare
due to either (a) enrollment (automatically or otherwise) in Medicare Parts A or B, or (b) being
medically determined to have end-stage renal disease (“ESRD”) and (i) having applied for Medicare
Part A, (ii) having satisfied any waiting period requirement and (iii) being either (A) insured under
Social Security, (B) entitled to retirement benefits under Social Security or (C) a spouse or dependent
of a person satisfying either (A) or (B). Such Medicare Entitlement is a COBRA terminating event.

11.9  Relocation and COBRA Coverage.

If a Qualified Beneficiary moves outside the service area of a region-specific benefit package,
alternative coverage, if available to active employees, will be made available to the Qualified
Beneficiary no sooner than the date of the Qualified Beneficiary’s relocation, or if later, the first day
of the month following the month in which the Qualified Beneficiary requests the alternative
coverage. A Qualified Beneficiary has thirty days from the date of the Qualified Beneficiary’s

relocation to request the alternative coverage.
11.10 Definitions.
For purposes of this Article XI only, the following definitions will apply:

(a) COBRA means the Consolidated Omnibus Budget Reconciliation Act of 1985, as
amended.

(b) Continnation Coverage means the coverage elected by a Qualified Beneficiary as of the
date of a Qualifying Event. This coverage will be the same as the health coverage provided to
Similarly Situated Beneficiaries who have not experienced a Qualifying Event as of the date the
Qualified Beneficiary experiences a Qualifying Event. If the provisions of the Group Health Benefit
are modified for Similarly Situated Beneficiaries, such coverage will also be modified in the same
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manner for all Qualified Beneficiaries as of the same date. Annual enrollment rights extended to
Participants, if any, will also be extended to similarly situated Qualified Beneficiaries.

(0 Continnation Coverage Contribution means the amount of premium contribution required
to be paid by or on behalf of a Qualified Beneficiary for Continuation Coverage.

(d) Continnation Coverage Period means the applicable time period for which Continuation
Coverage may be elected.

(e) Covered Employee means an Eligible Retiree who is provided coverage under the
Group Health Benefit due to his performance of services for the Employer.

® Qualified Beneficiary means a Covered Employee or Qualifying Dependent.
(2 Qualifying Dependent means:

(i) a Dependent covered under the Group Health Benefit on the day prior to
the Qualifying Event (except that such term shall not include the covered Domestic Partner
of a covered Eligible Retiree, or the covered child of such Domestic Partner, unless such
Domestic Pattner and/or child, as applicable, otherwise constitutes a “qualified beneficiary”
under Code Section 4980B(g)(1)); or

(i) a child who is covered under the Group Health Benefit on the day prior to
the Qualifying Event pursuant to the terms of a qualified medical child support order.

(h) Qualifying Event means any of the following events which would otherwise result in a
Covered Employee’s or a Qualifying Dependent’s loss of health coverage under the Group Health
Benefit in the absence of this provision:

(i) a Covered Employee’s divorce or legal separation;

(ii) a Qualified Dependent ceasing to qualify as a Dependent under the
provisions of the Group Health Benefit;

(iii)  a Covered Employee’s entitlement to benefits under Medicare;
(iv)  the death of a Covered Employee;

(v) a proceeding in bankruptcy under Title 11 of the U.S. Code with respect to
an Employer from whose employment a Covered Employee retired at any time.

Note: A loss of health coverage under the Group Health Benefit includes any increase in the
premium or contribution that must be paid by the Covered Employee (or Spouse or Dependent) for
coverage under the Group Health Benefit that results from the occurrence of one of the events
listed above in Subsections ()([d) — ()(v). The loss of coverage need not occur immediately after the
event, so long as the loss of coverage occurs before the end of the maximum COBRA Continuation

Coverage Period. If coverage is reduced or eliminated in anticipation of an event, such reduction or
elimination is disregarded in determining whether the event causes a loss of coverage.
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@) Similarly  Sitnated Beneficiaries means Eligible Retirees or their Dependents, as
applicable, who are Participants in the Group Health Benefit.

11.11  Qualified Beneficiary Notice Procedures.

Any notice that a Qualified Beneficiary is required to provide under this Article XI must be
in writing. The Plan Administrator has contracted with a third-party administrator to perform
services as the Group Health Benefit’s “COBRA Administrator.” A Qualified Beneficiary must
provide his written notice (“INNotice”) to the COBRA Administrator, on behalf of the Plan
Administrator, at the address listed in Appendix C. Any Notice that is mailed must be postmarked
no later than the last day of the applicable required notice period.

The required procedures for providing Notices under the Group Health Benefit, including
the form and content of Notices, are specified in the applicable Group Health Program
Document(s). To the extent that a Group Health Program does not prescribe required procedures
for providing Notices under the Group Health Benefit, the procedures set out in this Section 11.11
will apply.

The information that must be provided in the Notice is based on the purpose of the Notice,
as follows:

e Qualifying Fvent Notice.
The Notice to inform the Plan Administrator of a Qualifying Event (including a Covered
Employee’s entitlement to Medicare) must contain (1) the name of the Qualified
Beneficiary; (2) the name of the Plan to which the Notice applies; (3) a description of the
Qualifying Event; and (4) the date on which the Qualifying Event occurred.

e Disability Determination Notice.
The Notice to inform the Plan Administrator of a Qualified Beneficiary’s disability

determination by the SSA must contain (1) the name of the Qualified Beneficiary, (2) the
name of the Plan to which the Notice applies, and (3) a copy of the SSA’s disability
determination letter.

e Determination of End of Disability Notice.
The Notice to inform the Plan Administrator of the SSA’s determination that a disabled

Qualified Beneficiary is no longer disabled must contain (1) the name of the Qualified
Beneficiary, (2) the name of the Plan to which the Notice applies, and (3) a copy of the
SSA’s determination letter that a disability no longer exists.

e Birth, Adoption or Placement Notice.
The Notice to inform the Plan Administrator of the birth, adoption or placement for
adoption of a child with a Covered Employee receiving COBRA Continuation Coverage
must contain (1) the name of the Covered Employee, (2) the name of the Plan to which
the Notice applies, (3) the reason for the Notice (Ze., the birth, adoption or placement
for adoption of a child, as applicable), and (4) the date of such child’s birth, adoption or
placement for adoption.
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A separate Notice must be provided for each event set out above. In addition, evidence that
the event has occurred, acceptable to the COBRA Administrator, must be provided with the Notice.
The following evidence shall be deemed ““acceptable™

(a) For all such events except an SSA disability (or non-disability) determination, the
Qualified Beneficiary’s signed certification;

(b) For an SSA disability determination, a copy of the SSA Disability Award letter; and

(©) For an SSA non-disability determination, a copy of the SSA’s determination that the
Qualified Beneficiary is no longer disabled.

11.12  Special Second Election Period for Certain Eligible Individuals Who Did Not Elect
COBRA Continuation Coverage.

Special COBRA rights may apply to certain Covered Employees who are eligible for trade
adjustment assistance under the Trade Act of 2002 (““TAA Employees”). These TAA Employees
may be entitled to a second opportunity to elect COBRA Continuation Coverage for themselves and
certain family members (if they did not already elect COBRA Continuation Coverage) during a
special second election period. This special second election period lasts for sixty (60) days or less. It
is the 60-day period beginning on the first day of the month in which the TAA Employee becomes
eligible for certain benefits under the Trade Act of 2002 and during the six (6) month period
immediately after the TAA Employee’s coverage under the Group Health Benefit ends. A Covered
Employee who qualifies or may qualify for this special election period should contact the Eligibility
Administrator at the address and telephone number listed in Appendix C for additional information.

11.13 Continuation of Benefits for Covered Domestic Partners and their Covered Children.

Neither the covered Domestic Partner of a covered Eligible Retiree nor a covered child of
such Domestic Partner shall be a Qualifying Dependent who is entitled to continuation of coverage
rights under COBRA, except to the extent such Domestic Partner or child otherwise constitutes a
“qualified beneficiary” under Code Section 4980B(g)(1).

However, if a Domestic Partner’s coverage, or his child’s coverage, under a Group Health
Program that provides group health benefits terminates due to the occurrence an event specified in
Section 11.10(h), the Domestic Partner and/or his child, as applicable, shall be entitled to elect
“COBRA-like” coverage (“Partner Continuation Coverage”) based on the same COBRA
Continuation Coverage Periods, form and level of benefits, requirements for contributions by the
Domestic Partner and/or his child, and other rules and administrative procedures as are applicable
to COBRA Continuation Coverage provided under the Group Health Benefit.

11.14 Questions and Other Information Regarding COBRA Coverage.

The Eligible Retiree Participant will be responsible for keeping the Plan Administrator
informed of any changes in his address and the addresses of his Spouse, Domestic Partner, and
Dependents. Questions concerning a Participant’s COBRA coverage rights should be directed to
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cither the COBRA Administrator or the Eligibility Administrator at the addtresses and/or telephone
numbers listed in Appendix C.

In the event that the Plan Administrator changes COBRA Administrators and Eligibility
Administrators and the Participant is unable to reach the above-referenced COBRA Administrator
and Eligibility Administrator, the Participant should direct questions to the Plan Administrator’s
Benefits Department at the address and telephone number listed in Article XTV.

ARTICLE XII
HIPAA PRIVACY AND SECURITY

12.1  HIPAA Privacy and Security in General.

This Article X11 is intended to comply with the requirements under the Health Insurance
Portability and Accountability Act of 1996, as amended (“HIPAA”), the Standards for Privacy of
Individually Identifiable Health Information at 45 CFR part 160 and part 164, subparts A and E, as
promulgated under HIPAA (“Privacy Standards”), the Security Standards for the Protection of
Electronic Protected Health Information at 45 CFR part 160 and part 164, subpart C, as
promulgated under HIPAA (“Security Standards”), the HIPAA Enforcement Rule at 45 CFR part
160, subparts C through E (“Enforcement Rules”) and the “Breach Notification Rules” issued
under the Health Information Technology for Economic and Clinical Health Act (“HITECH?”), as
each of the foregoing were amended, generally effective as of September 23, 2013, by the regulations
issued on January 25, 2013 (“HIPAA Omnibus Rules”). References to any section of the Privacy
Standards, the Security Standards, the Enforcement Rules or the Breach Notification Rules shall
include any amendments or successor provisions thereto, including the HIPAA Omnibus Rules.

For purposes of this Article XII, “Protected Health Information” (“PHI”) means
information, including genetic information, that is created or received by the Plan with respect to the
Group Health Benefit which (i) relates to the past, present, or future physical or mental health or
condition of an individual, the provision of health care to an individual, or the past, present, or
future payment for the provision of health care to an individual, (ii) identifies the individual or for
which there is a reasonable basis to believe the information can be used to identify the individual,
and (iii) is transmitted or maintained in any form or medium. “Electronic Protected Health
Information” (“ePHI”) means individually identifiable health information, including genetic
information, that is created or received by the Plan with respect to the Group Health Benefit and
transmitted by or maintained in electronic media.

12.2  Designation of Health Care Components and Safeguards.

To the extent the Plan is a hybrid entity (as defined by 45 CFR § 164.103 of the Privacy
Standards), the provisions of this Article XII will only apply to the health care components of the
Group Health Benefit (collectively referred to as the “Health Care Components”). All references
to Protected Health Information (PHI) or Electronic Protected Health Information (ePHI) in this
Article XII refer to PHI or ePHI that is created or received by or on behalf of the Health Care
Components.

The Health Care Components will thus comply with the following requirements:
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(a) The Health Care Components of the Plan will not disclose PHI to another
component of the Plan in circumstances in which the Privacy Standards would prohibit such
disclosure if the Health Care Components and the other component were separate and distinct legal
entities; and

(b) If an employee of the Plan Sponsor performs duties for both the Health Care
Components of the Plan and for another component of the Plan, such employee will not use or
disclose PHI created or received in the course of, or incident to, the employee’s work for the Health
Care Component in a way prohibited by the Privacy Standards.

Note: For purposes of this Section 12.2, the portions of the Plan which provide group
medical benefits, prescription drug benefits, and dental benefits under the Group Health Benefit
constitute the Health Care Components.

12.3 Use and Disclosure of Protected Health Information.

The Plan Sponsor may only use and disclose PHI that it receives from a Health Care
Component of the Plan, which is considered a “group health plan” as defined by the Privacy
Standards, as permitted and/or required by, and consistent with, the Privacy Standards. This
includes, but is not limited to, the right to use and disclose a Participant’s PHI in connection with
payment, treatment, and health care operations, or as otherwise permitted or required by law. The
Plan will not use or disclose PHI that is genetic information for underwriting purposes.

Payment includes activities undertaken by the Health Care Component of the Plan to
obtain premiums or determine or fulfill its responsibility for coverage and provision of Plan benefits
that relate to an individual to whom health care is provided. These activities include, but are not
limited to, the following:

(a) Determination of eligibility, coverage and cost sharing amounts (for example, cost of
a benefit, Plan maximums and copayments as determined for an individual’s claim);

(b) Coordination of benefits or non-duplication of benefits;

(© Adjudication of health benefit claims (including appeals and other payment disputes);

(d) Subrogation of health benefit claims;

(e) Establishing employee contributions;

0 Risk adjusting amounts due based on enrollee health status and demographic
characteristics;

() Billing, collection activities and related health care data processing;

(h) Claims management and related health care data processing, including auditing

payments, investigating and resolving payment disputes and responding to Participant inquiries
about payments;
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@) Obtaining payment under a contract for reinsurance (including stop-loss and excess
of loss insurance);

G) Medical necessity reviews or reviews of appropriateness of care or justification of
charges;

k) Utilization review, including precertification, preauthorization, concurrent review
and retrospective review;

@) Disclosure to consumer reporting agencies related to the collection of premiums or
reimbursement (the following PHI may be disclosed for payment purposes: name and address, date
of birth, Social Security number, payment history, account number and name and address of the
provider and/or health plan); and

(m)  Obtaining reimbursements due to the Plan.

Health Care Operations include, but are not limited to, the following activities:

(a) Quality assessment;

(b) Population-based activities relating to improving health or reducing health care costs,
protocol development, case management and care coordination, disease management,
contacting health care providers and patients with information about treatment alternatives
and related functions;

(©) Rating provider and Plan performance, including accreditation, certification,
licensing or credentialing activities;

(d) Enrollment, premium rating and other activities relating to the creation, renewal or
replacement of a contract of health insurance or health benefits, and ceding, securing or
placing a contract for reinsurance of risk relating to health care claims (including stop-loss
insurance and excess loss insurance);

(e) Conducting or arranging for medical review, legal services and auditing functions,
including fraud and abuse detection and compliance programs;

® Business planning and development, such as conducting cost-management and
planning-related analyses related to managing and operating the Plan, including formulary
development and administration, development or improvement of payment methods or
coverage policies; and

) Business management and general administrative activities of the Plan, including, but
not limited to:

@) Management activities relating to the implementation of, and compliance
with, HIPAA’s administrative simplification requirements;

(i) Customer service, including the provision of data analyses for policyholders,
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plan sponsors or other customers;
(iti) Resolution of internal grievances; and

(iv) Due diligence in connection with the sale or transfer of assets to a potential
successor in interest, if the potential successor in interest is a “covered entity” under HIPAA
or, following completion of the sale or transfer, will become a covered entity.

12.4  Certification of Amendment of Plan Documents by Plan Sponsor.

The Plan will disclose PHI to the Plan Sponsor only upon receipt of a certification from the

Plan Sponsor that the Plan documents have been amended to incorporate the provisions set forth in
this Article XII.

12.5  Plan Sponsor Agrees to Certain Conditions for PHI.
The Plan Sponsor agrees to:

(a) Not use or further disclose PHI other than as permitted or required by the Plan
document or as required by law;

(b) Ensure that any agents, including a subcontractor, to whom the Plan Sponsor
provides PHI received from the Plan agree to the same restrictions and conditions that apply to the
Plan Sponsor with respect to such PHI;

(© Not use or disclose PHI for employment-related actions and decisions unless the use
or disclosure is made pursuant to an authorization in compliance with HIPAA;

(d) Not use or disclose PHI in connection with any other benefit or employee benefit

plan of the Plan Sponsor unless the use or disclosure is made pursuant to an authorization in
compliance with HIPAA;

(e) Report to the Plan any PHI use or disclosure that is inconsistent with the uses or
disclosures provided for of which it becomes aware;

€3] Make PHI available to an individual in accordance with HIPAA’s access
requirements;

() Make PHI available for amendment and incorporate any amendments to PHI in
accordance with HIPAA;

(h) Make available the information required to provide an accounting of disclosures;

(@) Make internal practices, books and records relating to the use and disclosure of PHI

received from Plan available to the HHS Secretary for the purposes of determining the Plan’s
compliance with HIPAA;
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G If feasible, return or destroy all PHI received from the Plan that the Plan Sponsor
still maintains in any form, and retain no copies of such PHI when no longer needed for the
purpose for which disclosure was made (or if return or destruction is not feasible, limit further uses
and disclosures to those purposes that make the return or destruction infeasible); and

k) Establish separation between the Plan and the Plan Sponsor in accordance with 45
CFR § 164.504(f)(2)(iii).

With respect to ePHI, the Plan Sponsor agrees, on behalf of the Plan, to:

1 Implement administrative, physical and technical safeguards that reasonably and
appropriately protect the confidentiality, integrity, and availability of the ePHI that it
creates, receives, maintains, or transmits on behalf of the Plan;

2 Ensure that adequate separation required by 45 C.F.R. §164.504(f)(2)(iii) under the
Privacy Standards is supported by reasonable and appropriate security measures;

(3) Ensure that any agent, including a subcontractor, to whom it provides this
information or who receives this information on behalf of the Plan agrees to
implement reasonable and appropriate security measures to protect the information;
and

4 Report to the Plan any security incident of which it becomes aware, in accordance
with the administrative procedures adopted by the Plan for compliance with the
Security Standards.

12.6 Adequate Separation Between the Plan and the Plan Sponsor.

In accordance with the Privacy Standards, only the employees or classes of employees
designated in Appendix D may be given access to PHI.

12.7 Limitations of PHI Access and Disclosure.

The persons described in Appendix D may only have access to and use and disclose PHI for
Plan administration functions that the Plan Sponsor performs for the Plan.

12.8 Noncompliance Issues.

If the persons described in Appendix D do not comply with the Plan document, the Plan
Sponsor will provide a mechanism for resolving issues of noncompliance, including disciplinary
sanctions.

12.9 Members of Organized Health Care Arrangement.

To the extent that any Health Care Component is fully-insured, the Plan and the health
insurance issuer or HMO with respect to such Health Care Component are an organized health care
arrangement (as defined in § 160.103 of the Privacy Standards), but only with respect to PHI created
or received by the health insurance issuer or HMO that relates to the individuals who are
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Participants or Beneficiaries in such Health Care Component.
12.10 Additional Requirements Imposed by HITECH.

The provisions of this Section 12.10 will apply to the Plan to the extent the Plan is a
“covered entity” as defined in 45 CFR § 160.103. In accordance with, and to the extent required by,
HITECH and the regulations and other authority promulgated thereunder by the appropriate
governmental authority, the Plan will (a) comply with notification requirements when unsecured
PHI has been accessed, acquired, or disclosed as a result of a breach, (b) comply with an individual’s
request to restrict disclosure of PHI, (c) limit disclosures of PHI to a limited data set or the
minimum necessary, (d) provide an accounting of disclosures, and (e) provide access to PHI in
electronic format.

12.11 Limitation on the Use and Disclosure of Genetic Information.

Notwithstanding anything herein to the contrary, no “genetic information” (as defined by
Section 105 of the Genetic Information Nondiscrimination Act of 2008) shall be used or disclosed
for underwriting, premium rating and other activities relating to the creation, renewal or replacement
of a contract of health insurance or health benefits, or ceding, securing or placing a contract for
reinsurance of risk relating to health care claims (including stop-loss insurance and excess loss
insurance).

12.12 Notification in Case of a Breach of Unsecured PHI.

In the event of the acquisition, access, use, or disclosure of PHI in a manner not permitted
by the Privacy Standards that constitutes a “Breach,” as such term is defined in 45 CFR 164.402, the
Plan, or its designee, shall notify each individual whose PHI has been, or is reasonably believed to
have been, accessed, acquired, used or disclosed as a result of the Breach no later than sixty (60) days
after the Plan, or its designee, discovers the Breach, unless notification may be delayed as permitted
by 45 CFR 164.412 because such notice would impede a criminal investigation or damage national
security. The Plan, or its designee, will mail individual notifications by first-class mail to the
individual’s last known address or by electronic mail, provided that electronic disclosure is permitted
by the applicable regulations. The individual notification will include the following information:

e A brief description of what happened, including the date of the Breach and the date of
its discovery, if known;

e A description of the type of PHI involved, such as name, social security number, date of
birth, address, account number, diagnosis, disability code, or other type of information
involved;

e Any steps the individual should take to protect himself from potential harm resulting
from the Breach;

e A brief description of what the Plan or its business associate is doing to investigate the
Breach, mitigate harm to individuals, and to protect against further Breaches; and
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e Contact procedures for individuals to ask questions or learn additional information,
including a toll-free telephone number, e-mail address, web site, or postal address.

If the Breach involves more than 500 residents of a state or jurisdiction, the Plan, or its
designee, will also notify prominent media outlets that service the state or jurisdiction of the Breach.
Additionally, the Plan will notify the Secretary of the Department of Health and Human Services of
the Breach as required by 45 CFR 164.408.

1213 Other Medical Privacy Laws.

The Plan will comply with the Privacy Standards and the Security Standards as well as with
any applicable federal, state and local laws governing confidentiality of health care information, to
the extent such laws are not preempted by HIPAA or ERISA.

ARTICLE XIII
MISCELLANEOUS LAW PROVISIONS

13.1  Qualified Medical Child Support Orders.

Rules relating to Qualified Medical Child Support Orders (“QMCSO”) — The Group Health

Benefit will provide benefits in accordance with the applicable requirements of any QMCSO.
(a) Definitions.
For purposes of Section 13.1, 13.2, 13.3 and 13.4, the following definitions apply:

(i) The term “Qualified Medical Child Support Order” will be defined for
purposes of Sections 13.1, 13.2, 13.3 and 13.4 as follows: A Medical Child Support Order:

(A) which creates or recognizes the existence of an Alternate Recipient’s
right to, or assigns to an Alternate Recipient the right to, receive benefits for which a
Participant or Beneficiary is eligible under a group health plan; and

(B) with respect to which the requirements of this Section 13.1 under
“Information to be Included in a QMCSO” and “Restriction on New Types or
Forms of Benefits” are met.

(ii) The term “Medical Child Support Order” will be defined in Sections 13.1,
13.2 and 13.3 as follows: Any judgment, decree, or order (including approval of a settlement
agreement) issued by a court of competent jurisdiction which:

(A)  provides for child support with respect to a child of a Participant
under the Group Health Benefit or provides for health benefit coverage to such a
child pursuant to a state domestic relations law (including a community property
law), and relates to benefits under the Group Health Benefit; or

(B) enforces a law relating to medical child support described in Section
1908 of the Social Security Act (as added by Section 13822 of the Omnibus Budget
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Reconciliation Act of 1993) with respect to the Group Health Benefit.

(iii)  For purposes of Sections 13.1, 13.2, 13.3 and 13.4, the term “Alternate
Recipient” will be defined as follows: Any child of a Participant who is recognized under a
Medical Child Support Order as having the right to enrollment under the Group Health
Benefit with respect to such Participant.

(b) Information to be Included in a QMCSO.

A Medical Child Support Order meets the requirements of this paragraph only if such order
clearly specifies:

(i) the name and the last known mailing address (if any) of the Participant and
the name and mailing address of each Alternate Recipient covered by the order, except that,
to the extent provided in the order, the name and mailing address of an official of a state or
political subdivision thereof may be substituted for the mailing address of any such Alternate
Recipient;

(ii) a reasonable description of the type of coverage to be provided by the Group
Health Benefit to each such Alternate Recipient, or the manner in which such type of
coverage is to be determined; and

(iif)  the time period to which such order applies.
(0 Restriction on New Types or Forms of Benefits.

A Medical Child Support Order meets the requirements of this paragraph only if such order
does not require a health plan to provide any type or form of benefit, or any option, not
otherwise provided under the health plan, except to the extent necessary to meet the
requirements of a law relating to medical child support described in Section 1908 of the
Social Security Act (as added by Section 13822 of the Omnibus Budget Reconciliation Act of
1993).

(d) OMCSO Coverage Ends.

A child who is covered pursuant to a QMCSO will have coverage end on the date the
QMCSO expires.

13.2  Procedural Requirements.
(a) Timely Notifications and Determinations.

In the case of any Medical Child Support Order received by the Plan Administrator for the
Group Health Benefit -

(i) the Plan Administrator will promptly notify the Participant and each
Alternate Recipient of the receipt of such order and the Group Health Benefit’s procedures
for determining whether a Medical Child Support Order is a QMCSO, and
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(ii) within a reasonable period of time after receipt of such order, the Plan
Administrator will determine whether such order is a QMCSO and notify the Participant and
each Alternate Recipient of such determination.

(b) Establishment of Reasonable Procedures.

The Plan Administrator will establish reasonable procedures to determine whether a Medical
Child Support Order is a QMCSO and to administer the provisions of benefits under such
QMCSO. Such procedures:

)] will be in writing;

(i) will provide for the notification of each person specified in a Medical Child
Support Order who is named as eligible to receive benefits under the Group Health Benefit
(at the address included in the Medical Child Support Order) of such procedures promptly
upon receipt by the Plan Administrator of the Medical Child Support Order; and

(iii)  will permit an Alternate Recipient to designate a representative for receipt of
copies of notices that are sent to the Alternate Recipient with respect to a QMCSO.

A Participant may obtain a copy of the QMCSO procedures, without charge, upon request
to the Benefits Department of the Plan Administrator at the address and/or telephone
number listed in Article XIV.

13.3  Actions Taken by Fiduciaries.
(a) General Reguirement.

If the Plan Administrator acts in accordance with Sections 13.1, 13.2 and 13.3 in treating a
Medical Child Support Order as being (or not being) a Qualified Medical Child Support
Otrder, then the Plan’s obligation to the Participant and each Alternate Recipient will be
discharged.

(b) Treatment of Alternate Recipients.

)] An individual who is an Alternate Recipient under a QMCSO will be
considered a Beneficiary under the Group Health Benefit for purposes of any provision of
ERISA.

(ii) An individual who is an Alternate Recipient under any Medical Child Support
Order will be considered a Participant under the specific health plan for purposes of the
reporting and disclosure requirements of Title I of ERISA.

(© Direct Provision of Benefits Provided to an Alternate Recipient.

Any payment for reimbursement of expenses paid by an Alternate Recipient or an Alternate
Recipient’s custodial parent or legal guardian will be made to the Alternate Recipient or the
Alternate Recipient’s custodial parent or legal guardian.
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(d) Payment to State Official Treated as Satisfaction of Plan’s Obligation to Make Payment to
Alternate Recipient.

Payment of benefits by the Group Health Benefit to an official of a state or a political
subdivision thereof, whose name and address have been substituted for the name and
address of an Alternate Recipient in a QMCSO, will be treated as payment of benefits to the
Alternate Recipient.

13.4  National Medical Support as Qualified Medical Child Support Order.

(a) An appropriately completed National Medical Support Notice (“Notice”)
promulgated pursuant to Section 401(b) of the Child Support Performance and Incentive Act of
1998 will be deemed to be a QMCSO if the Notice does not require the Plan to provide any type of
form of benefit, or any option, not otherwise provided under the Plan, except to the extent
necessary to meet the requirements of a law relating to medical child support described in Section
1908 of the Social Security Act (as added by Section 13822 of the Omnibus Budget Reconciliation
Act of 1993), and the Notice cleatly specifies the following:

(i) the name and the last known mailing address (if any) of the Participant and
the name and mailing address of each Alternate Recipient (an official of a state or political
subdivision may be substituted for the mailing address of any Alternate Recipient, if
provided for in the Notice);

(ii) a reasonable description of the type of coverage to be provided to each
Alternate Recipient, or the manner in which such type of coverage is to be determined; and

(iif)  the period to which the Notice applies.

(b) If a Notice which satisfies Section 13.4(a), is issued for a child of a Participant under
the Group Health Benefit who is a noncustodial parent of the child, the Plan Administrator, within
forty (40) business days after the date of the Notice, will:

(1) notify the state agency issuing the Notice with respect to such child whether
coverage of the child is available under the terms of the Group Health Benefit and, if so,
whether such child is covered under the Group Health Benefit and either the effective date
of the coverage or, if necessary, any steps to be taken by the custodial parent (or by the
official of a state or political subdivision thereof substituted for the name of such child
pursuant to Section 13.4(a)(i) to effectuate the coverage; and

(i) provide to the custodial parent (or such substituted official) a description of
the coverage available and any forms or documents necessary to effectuate such coverage.

(0 Nothing in this Section 13.4 will be construed as requiring the Plan, upon receipt of
Notice, to provide benefits under the Group Health Benefit (or eligibility for such benefits) in
addition to benefits (or eligibility for benefits) provided under the terms of the Group Health
Benefit as of immediately before the receipt of such Notice.
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13.5 Rights of States for Group Health Plans where Participants are Eligible for Medical
Benefits.

(a) Compliance by Plans with Assignment of Rights.

A Group Health Program offered under the Group Health Benefit that provides health
benefits will comply with any assignment of rights made by or on behalf of such Participant
or a Beneficiary of the Participant as required by a state plan for medical assistance approved
under Title XIX of the Social Security Act pursuant to Section 1912(a)(I)(A) of such Act (as
in effect on the date of the enactment of the Omnibus Budget Reconciliation Act of 1993).

(b) Enrollment and Provision of Benefits Without Regard to Medicaid Eligibility.

In determining or making any payments for benefits of an individual as a Participant or
Beneficiary, the fact that the individual is eligible for or is provided medical assistance under
a state plan for medical assistance approved under Title XIX of the Social Security Act will
not be taken into account.

(©) Acquisition by States of Rights of Third Parties.

If payment has been made under a state plan for medical assistance approved under Title
XIX of the Social Security Act offered under the Group Health Benefit in any case in which
a group health plan has a legal liability to make payment for items or services constituting
such assistance, payment for benefits under the Group Health Benefit will be made in
accordance with any state law which provides that the state has acquired the rights with
respect to a Participant to such payment for such items or services; provided, however that
in no event will such a state law be applied to the extent it attempts to create rights for the
state plan which are greater than those of the Participant under the Group Health Benefit,
specifically including any state law which provides that a state plan can make a claim for
benefits or recover benefits beyond the period permitted under the Group Health Benefit.

13.6  Health Program Coverage of Dependent Children in Adoption Cases.
(a) Coverage Effective Upon Placement For Adoption.

Notwithstanding anything in the Group Health Program Documents to the contrary, if a
Group Health Program offered under the Group Health Benefit provides health coverage
for Dependent children of Participants or Beneficiaries, such Group Health Program will
provide benefits to Dependent children Placed For Adoption with Participants or
Beneficiaries under the same terms and conditions as apply in case of Dependent children
who are natural children of Participants or Beneficiaries under the Group Health Benefit,
irrespective of whether the adoption has become final.

(b) Definitions.
For purposes of this Section 13.6, the following definitions apply:
(1) Child means, in connection with any adoption or Placement For Adoption of
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the Child, an individual who has not attained age eighteen (18) as of the date of such
adoption or Placement For Adoption.

(i) Placement, Placement For Adoption, or being Placed For Adoption, in
connection with any Placement For Adoption of a Child with any person, means the
assumption and retention by such person of a legal obligation for total or partial support of
such Child in anticipation of adoption of such Child. The Child’s Placement with such
person terminates upon the termination of such legal obligation.

Continued Coverage of Pediatric Vaccine under Group Health Plans.

A Group Health Program offered under the Group Health Benefit that is a health plan may

not reduce its coverage of the costs of pediatric vaccines (as defined under Section 1928(h)(6) of the
Social Security Act as amended by Section 13830 of the Omnibus Budget Reconciliation Act of
1993) below the coverage it provided as of May 1, 1993.

13.8

Certificate of Coverage.
(a) Content.

The Plan Administrator has contracted with a third-party administrator to administer
certificates of Plan coverage (each a “Certificate”) on its behalf as the Plan’s “Certificate
Administrator”.  The Certificate Administrator will provide the Participant with a
Certificate which contains the following information: (i) the date the Certificate is issued; (ii)
the name of the Plan; (iii) the name of the Eligible Retiree and other Participant(s) with
respect to whom the Certificate applies and the identification number, if any, of the Eligible
Retiree and Participant(s) under the Group Health Benefit; (iv) the name, address and
telephone number of the Certificate Administrator providing the Certificate; (v) a statement
of the number of months of coverage under the Group Health Benefit that was not
interrupted by a significant break in coverage, or the dates of any waiting period and the date
coverage began; and (vi) the date coverage ended, unless coverage is continuing.

The Plan will make reasonable efforts to determine any information needed for a Certificate
relating to Dependent coverage.

(b) Timing.

The Certificate will be provided to Participants by the Certificate Administrator free
of charge upon request by or, on behalf of, the Participant, at any time while the
Participant has coverage under the Group Health Benefit and within 24 months after
coverage under the Group Health Benefit ceases (the Certificate will be provided by
the earliest date that the Plan, acting in a reasonable and prompt fashion, can provide
the Certificate.

(© Procedures for Requesting Certificate of Creditable Coverage.

The Plan will provide a Certificate to each individual who requests one, provided that the
Certificate is requested while the individual is a Participant under the Group Health Benefit
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or within 24 months after the individual’s coverage under the Group Health Benefit ends.
The request for a Certificate can also be made by another person or entity on behalf of such
individual.

The individual may receive a Certificate upon request as provided in this subsection (c) even
if the Plan has previously issued a Certificate to the individual.

The third-party administrator which is designated as the Certificate Administrator under the
Group Health Benefit is listed in Appendix C. A request for a Certificate must be directed
to the Certificate Administrator at the addresses and/or telephone numbers listed in
Appendix C. Telephone requests will be accepted only if the Certificate is to be mailed to
the last known address that the Group Health Benefit has on file for the individual to whom
the request relates. All other requests must be submitted to the Certificate Administrator in
writing.

All requests must include:

o The name of the individual for whom the Certificate is requested;

° The last date that the individual was covered under the Group Health
Benefit;

° The name of the Participant who enrolled the individual in the Group Health

Benefit (if the individual is not the Participant); and

° A telephone number where the individual for whom the Certificate is being
requested can be reached, in the event of any difficulties.

Requests that are required to be made in writing must also include:

o The name of the person making the request and evidence, acceptable to the
Plan Administrator, of that person’s authority to request and receive the
Certificate on behalf of the individual (if the individual is not the requestor);

° The address to which the Certificate should be mailed; and
o The signature of the requestor.

Once the Certificate Administrator receives a request that meets the foregoing requirements,
the Plan will act in a reasonable and prompt manner to provide the Certificate.

Newborns’ and Mothers’ Health Protection Act.

The Group Health Benefit will comply with the Newborns’ and Mothers’ Health Protection

Act (“NMHPA”) with respect to health benefits provided under a Group Health Program, except
to the extent that such health benefits are “excepted benefits” or are otherwise not subject to the
NMHPA provisions in Part 7 of ERISA. Under NMHPA, the Group Health Benefit and health
insurance issuers offering group health insurance generally may not restrict benefits for any hospital
length of stay in connection with childbirth for the mother or the newborn child to less than forty-
eight (48) hours following a vaginal delivery or ninety-six (96) hours following a cesarean section
delivery. However, the Group Health Benefit or the issuer may pay for a shorter stay if the
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attending provider, after consultation with the mother, discharges the mother or newborn earlier.
The Group Health Benefit and the insurers may not set the level of benefits or out-of-pocket costs
so that any later portion of the forty-eight (48) hour (or ninety-six (96) hour) stay is treated in a
manner less favorable to the mother or newborn than any eatlier portion of the stay. The Group
Health Benefit and the insurers may not require that a physician or other health care provider obtain
authorization for prescribing a length of stay of up to forty-eight (48) hours or ninety-six (96) hours,
as applicable.

13.10 Genetic Information Nondiscrimination Act.

The Group Health Benefit will comply with the Genetic Information Nondiscrimination Act
of 2008 as provided in Section 702 of ERISA and the regulations and other authority promulgated
thereunder by the appropriate governmental authority.

13.11 Other Laws.

The Group Health Benefit shall be construed to comply with ERISA and will comply with
all other laws applicable to a Group Health Program to the extent not preempted by ERISA or
other controlling federal law. Such laws will include, but not be limited to the Americans with
Disabilities Act (“ADA”), the Pregnancy Discrimination Act (“PDA”) and the Small Business Job
Protection Act (“SBJPA”).

13.12 Governing Law; Jurisdiction.

Except as otherwise required for a Fully-Insured Program, all matters or issues relating to
the interpretation, construction, validity, and enforcement of the Plan with respect to the Group
Health Benefit shall be governed by the laws of the State of Texas, without giving effect to any
choice-of-law principle that would cause the application of the laws of any jurisdiction other than
Texas, except to the extent such laws are preempted by ERISA or other controlling federal law. As
the Group Health Benefit is administered in Montgomery County, Texas, mandatory venue for any
claim, legal suit, action or other proceeding arising out of, or relating to, the Group Health Benefit,
other than an interpleader action under the Group Health Benefit that is initiated by the Plan
Sponsor, the Plan Administrator or a designee thereof, shall be the Federal District Court for the
Southern District of Texas—Houston Division or any judicial district court that is situated in either
Montgomery County, Texas, or Harris County, Texas, subject to removal of any such action under
ERISA (under 28 U.S.C. §§ 1441 et seq. or any successor provision). Venue for an interpleader
action under the Group Health Benefit that is initiated by the Plan Sponsor, the Plan Administrator
or a designee thereof shall be, as decided by the Benefits Committee in its discretion, in (a) the state
where the deceased Participant resided at his death (if the benefits which are the subject of the
interpleader action are those of a deceased Participant), (b) the state in which at least one defendant
in the interpleader action resides, or (c) the Federal District Court for the Southern District of
Texas—Houston Division or any judicial district court that is situated in Montgomery County,
Texas.

Each Participant, as the result of, and in consideration for, participation in the Group Health
Benefit, and his designated representative, with respect to any claim or dispute relating in any way to,
or arising out of, the Group Health Benefit, consents and agrees to such jurisdiction and venue as
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described in this Section 13.12 and waives any objection to such jurisdiction or venue including,
without limitation, that it is inconvenient. Such parties shall not commence any legal action other
than before the above-named courts. Notwithstanding the previous sentence, a party may
commence any legal action in a court other than the above-named courts solely for the purpose of
enforcing an order or judgment issued by one of the above-named courts.

ARTICLE XIV
IMPORTANT ERISA INFORMATION

Name of Plan: Anadarko Petroleum Corporation Retiree Health Benefits Plan

Plan Sponsor’s Name, Address and Telephone Number: Anadarko Petroleum Corporation,
c/o Benefits Department — Human Resoutces, Attn: Director, Global Benefits, 1201 Lake Robbins
Drive, The Woodlands, Texas 77380; (832) 636-1000.

Plan Administrator’s Name, Address and Telephone Number: Anadarko Petroleum
Corporation Health and Welfare Benefits Administrative Committee, Attn: Director, Global
Benefits, 1201 Lake Robbins Drive, The Woodlands, Texas 77380; (832) 636-1000.

Employer Identification Number: 76-0146568.
Plan Number: 504.

Type of Plan: The Plan is an “employee welfare benefit plan” subject to ERISA which provides, as
the Group Health Benefit thereunder, (1) self-funded medical benefits, (2) self-funded prescription
drug benefits, (3) fully-insured prescription drug benefits, and (4) self-funded dental benefits.

Type of Administration: The Group Health Benefit is administered by the Plan Administrator,
with benefits being provided in accordance with the terms, limits and conditions of the Plan that are
applicable to the Group Health Benefit. The Plan Administrator has engaged the Claims
Administrator(s), as set forth in Appendix C, to determine eligibility for benefits, process claims and
perform other administrative duties under the Group Health Benefit.

Agent for Service of Legal Process: Anadarko Petroleum Corporation Health and Welfare
Benefits Administrative Committee, Anadarko Petroleum Corporation Retiree Health Benefits Plan,
Anadatko Petroleum Cotporation, ¢/o CT Corporation System, 350 N. St. Paul Street, Dallas, TX
75201.

Disclosure Administrator: Director, Global Benefits, Human Resources Department, Anadarko
Petroleum Corporation, 1201 Lake Robbins Drive, The Woodlands, Texas 77380.

Plan Year: The Plan and its records are kept on a Plan Year basis. The Plan Year is the 12-month
period beginning each January 1* and ending on December 31*.

Sources of Contributions: The adopting Employers and Participants pay the costs for coverage.
The Plan Sponsor determines the portion of costs to be paid by the adopting Employers and the
Participants.
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ARTICLE XV
STATEMENT OF ERISA RIGHTS

As a Participant in the Group Health Benefit, you are entitled to certain rights and
protections under the Employee Retirement Income Security Act of 1974 (ERISA). ERISA
provides that all Plan Participants are entitled to:

Receive Information About Your Plan and Benefits

e Fxamine, without charge, at the Plan Administrator’s office and at other specified
locations, such as worksites, all Plan documents including insurance contracts and a copy
of the latest annual report (Form 5500 Series) filed with the U.S. Department of Labor
and available at the Public Disclosure Room of the Employee Benefits Security
Administration.

e Obtain copies of all Plan documents including insurance contracts and copies of the
latest annual report (Form 5500 Series) and an updated Summary Plan Description, upon
written request to the Disclosure Administrator (as designated in Article X). The
Disclosure Administrator may make a reasonable charge for the copies.

e Receive a summary of the Plan’s annual financial report. The Plan Administrator is
required by law to furnish each Participant with a copy of this Summary Annual Report.

Continue Group Health Plan Coverage

e Continue healthcare coverage for yourself , Spouse or Dependents if there is a loss of
coverage under the Group Health Benefit as a result of a Qualifying Event. You or your
Dependents may have to pay for such coverage. Review the Group Health SPD and the
documents governing the Plan on the rules governing your COBRA Continuation
Coverage rights.

Prudent Actions by Plan Fiduciaries

In addition to creating rights for Plan Participants, ERISA imposes duties upon the people
who are responsible for the operation of the employee benefit plan.

The people who operate the Group Health Benefit, called “fiduciaries” of the Group Health
Benefit, have a duty to do so prudently and in the interest of Plan Participants and Beneficiaries.

No one, including the Employer, or any other person, may terminate you or otherwise
discriminate against you in any way to prevent you from obtaining a benefit or exercising your rights
under ERISA.

Enforce Your Rights

If a claim for a benefit is denied or ignored, in whole or in part, you have a right to know
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why this was done, to obtain copies of documents relating to the decision without charge, and to
appeal any denial, all within certain time schedules.

Under ERISA, there are steps you can take to enforce the above rights. For instance, if you
request a copy of Plan documents related to the Group Health Benefit or the latest annual report
from the Plan and do not receive them within 30 days, you may file suit in a Federal court. In such a
case, the court may require the Plan Administrator to provide the materials and pay you up to $110 a
day until you receive the materials, unless the materials were not sent because of reasons beyond the
control of the Plan Administrator.

If you have a claim for benefits which is denied or ignored, in whole or in part, and you
disagree with that denial, you must file an appeal of that denial in accordance with the Claims
Procedures described in the Group Health SPD. If your appeal is denied in accordance with the
Claims Procedures herein, and you have exhausted the administrative remedies provided to you
under the Group Health Benefit, you may file suit in a state or Federal court. In addition, if you
disagree with the Plan’s decision or lack thereof concerning the qualified status of a domestic
relations order or a Medical Child Support Order, you may file suit in Federal court. If it should
happen that Plan fiduciaries misuse the Plan’s money, or if you are discriminated against for
asserting your rights, you may seek assistance from the U.S. Department of Labor, or may file suit in
a Federal court. The court will decide who should pay court costs and legal fees. If you are
successful, the court may order the person who was sued to pay these costs and fees. If you are not
successful, the court may order you to pay these costs and fees (for example, if it finds your claim is
frivolous).

Assistance with Your Questions

If you have any questions about the Plan or the Group Health Benefit in particular, you
should contact the Plan Administrator at (832) 636-1000 and ask for the HR-Benefits Department.

If you have any questions about this statement or about your rights under ERISA, or if you
need assistance in obtaining documents from the Plan Administrator, you should contact the nearest
office of the Employee Benefits Security Administration, U.S. Department of Labor, listed in the
telephone directory or the Division of Technical Assistance and Inquiries, Employee Benefits
Security Administration, U.S. Department of Labor, 200 Constitution Avenue, N.W., Washington,
D.C. 20210. You may also obtain certain publications about your rights and responsibilities under
ERISA by calling the publications hotline of the Employee Benefits Security Administration.
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SUMMARY PLAN DESCRIPTION OF THE
GROUP HEALTH BENEFIT UNDER THE
ANADARKO PETROLEUM CORPORATION RETIREE HEALTH BENEFITS PLAN
(Amended and Restated Effective as of January 1, 2018)

APPENDIX A

As of January 1, 2018, the only Employer which has adopted and is participating in the
Group Health Benefit is the Plan Sponsor.
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SUMMARY PLAN DESCRIPTION OF THE
GROUP HEALTH BENEFIT UNDER THE
ANADARKO PETROLEUM CORPORATION RETIREE HEALTH BENEFITS PLAN
(Amended and Restated Effective as of January 1, 2018)

APPENDIX B

The terms and conditions of the following Group Health Programs which apply to retiree
health coverage are incorporated, in their entirety, by reference into this SPD:

1. Pre-65 Group Health Programs. Available only to Participants who have not yet
attained Medicare Eligibility Due to Age:

e UnitedHealthcare HDHP Choice Plus Plan Medical Benefits Program;
e UnitedHealthcare HDHP Options (Utah) Plan Medical Benefits Program;

e UnitedHealthcare Out of Area HDHP Options Plan Medical Benefits Program;
and

e UnitedHealthcare Dental Benefits Program (Grandfathered Dental Dependents, as
defined in Section 2(b) of Appendix F, only).

2. Post-65 Group Health Programs. Available only to Participants who have attained
Medicare Eligibility Due to Age:

e UnitedHealthcare Dental Benefits Program; and
e UnitedHealthcare Medicare Prescription Drug Program.

Retiree health coverage under the UnitedHealthcare POS Choice Plus Plan Medical Benefits
Program, the UnitedHealthcare PPO Options (Utah) Plan Medical Benefits Program, and the

UnitedHealthcare Out of Area Options Plan Medical Benefits Program terminated on December 31,
2015.

NOTICE: This Appendix has been updated by the Second Summary of
Material Modification (SMM). Please see the Second SMM for more
information.
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SUMMARY PLAN DESCRIPTION OF THE
GROUP HEALTH BENEFIT UNDER THE
ANADARKO PETROLEUM CORPORATION RETIREE HEALTH BENEFITS PLAN
(Amended and Restated Effective as of January 1, 2018)

APPENDIX C

As of January 1, 2018, the following third party entities serve as Claims Administrators and
Claims Fiduciaries under the Group Health Benefit with respect to the following Group Health

Programs:

Group Health Program

Claims Administrator / Claims
Fiduciary

e UnitedHealthcare HDHP Choice Plus Plan

Medical Benefits Program;

e UnitedHealthcare HDHP Options (Utah) Plan

Medical Benefits Program; and

e UnitedHealthcare Out of Area HDHP Options

Plan Medical Benefits Program.

UnitedHealthcare — Claims
P.O. Box 740800

Atlanta, GA 30374-0800
1-888-512-4093
www.myuhc.com

UnitedHealthcare Dental Benefits Program

UnitedHealthcare

P.O. Box 30567

Salt Lake City, UT 84130-0567
1-888-512-4093

www.myuhc.com (select dental link)

Program

UnitedHealthcare Medicare Prescription Drug

Eligibility and Benefits Verification:
UnitedHealthcare

P.O. Box 29675

Hot Springs, AR 71903-9675
1-888-556-6648

www.uhcmedicarerxforgroups.com

Payment of Claims:
OptumRx

P.O. Box 29046

Hot Springs, AR 71903
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As of January 1, 2018, the following third party entities serve in the following positions

under the Group Health Benefit:

Eligibility Administrator/
Certificate Administrator

COBRA Administrator

Towers Watson

Anadarko Benefits Center
500 Akard Street, Suite 4100
Dallas, TX 75201
1-866-472-4711

Towers Watson - BenefitConnect | COBRA
Services

P.O. Box 919051
San Diego, CA 92191-9863
(877) 29-COBRA (26272)
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SUMMARY PLAN DESCRIPTION OF THE
GROUP HEALTH BENEFIT UNDER THE
ANADARKO PETROLEUM CORPORATION RETIREE HEALTH BENEFITS PLAN

(Amended and Restated Effective as of January 1, 2018)

APPENDIX D

As of January 1, 2018, the following job classifications of employees (or classes of
employees) are hereby designated as being entitled to receive Protected Health Information subject

to HIPAA from the Group Health Benefit:

Employee/Position

Categories of PHI under the Plan to which Access
is Needed and Conditions on Access

Human Resources Manager, Global Benefits

PHI as needed to perform duties as Privacy
Ofticial and Complaint Official

All active employees of the Anadarko
Benefits Department of Human Resources
(“Benefits Department”)

PHI as needed to perform administration of the
Plan and assist Plan participants with questions

Systems Department employees who are
responsible for maintenance of systems that
may contain electronic PHI

PHI as needed to maintain and administer systems
that may contain electronic PHI

Legal Department Counsel assigned to
support the Benefits Department

PHI as needed to advise and counsel on any

Paralegals and administrative staff supporting
Legal Department Counsel (above)

claims or other Plan administrative issues that
might arise relating to PHI

Executive Vice President responsible for
Human Resources

PHI as needed to perform executive functions

Vice President, Human Resources

associated with oversight of the Benefits
Department and sponsorship of the Plan

Director, Global Total Rewards

Director, Strategy, Talent Acquisition and
Corporate Services

PHI as need to assist Benefits Department with
claims and administrative matters under the Plan
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SUMMARY PLAN DESCRIPTION OF THE
GROUP HEALTH BENEFIT UNDER THE
ANADARKO PETROLEUM CORPORATION RETIREE HEALTH BENEFITS PLAN
(Amended and Restated Effective as of January 1, 2018)

APPENDIX E

Copies of each Group Health Program’s Medicare Part D Notice of Creditable (or Non-
Creditable) Coverage can be found in its respective Group Health Program Document(s) and are
incorporated herein.
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SUMMARY PLAN DESCRIPTION OF THE
GROUP HEALTH BENEFIT UNDER THE
ANADARKO PETROLEUM CORPORATION RETIREE HEALTH BENEFITS PLAN
(Amended and Restated Effective as of January 1, 2018)

APPENDIX F

As of January 1, 2018, this Appendix sets forth certain terms and conditions of eligibility and
participation in the Group Health Benefit. Terms and conditions of eligibility specified in the
Group Health Program Documents that are not contrary to, or inconsistent with, the terms and
conditions in this Appendix shall also apply.

The terms and conditions of this Appendix shall supersede any conflicting or inconsistent
term or condition of a Group Health Program, and shall govern and control. However, if such
conflict or inconsistency involves a term or condition required by ERISA, the Code or other
controlling law, on the one hand, and a term or condition not so required on the other, the term or
condition required by controlling law shall control. Further, the following terms and conditions
shall be subject to all other provisions of this document (without regard to any Group Health
Program Document incorporated herein) that govern eligibility for participation in the Group
Health Benefit.

Section and subsection references in this Appendix shall mean the respective section or
subsection of this Appendix unless stated otherwise.

1. New Eligibility and Post-65 New Participation Frozen

(a) Initial Freeze

Effective as of January 1, 2016, (i) all eligibility under the Group Health Benefit (i.e., the Pre-
65 Group Health Programs and the Post-65 Group Health Programs) and (ii) all participation in the
Post-65 Group Health Programs was frozen on December 31, 2015, notwithstanding anything in
this Wrap-SPD, the Wrap-Plan or any Group Health Program Document to the contrary.

Consequently, effective as of January 1, 2016, no Retiree, Former Employee, Dependent or
any other individual could (A) become newly eligible to participate in the Group Health Benefit (i.e.,
in either the Pre-65 Group Health Programs or the Post-65 Group Health Programs) or (B) enroll
as a new Participant in a Post-65 Group Health Program on or after January 1, 2016.

(b)  Elimination of Freeze in Eligibility for Pre-65 Group Health Program Coverage

Effective as of January 1, 2017, this subsection supersedes subsection (a), above, with
respect to eligibility to participate in the Pre-65 Group Health Programs.

Effective as of January 1, 2017, the freeze in new eligibility under the Pre-65 Group Health
Programs has been lifted. Consequently, effective as of January 1, 2017, Retirees, Former
Employees, and Dependents may become newly eligible to participate in a Pre-65 Group Health
Program on or after January 1, 2017 as provided herein.
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2. Frozen Retiree and Former Employee Eligibility

Post-65 Group Health Programs: The provisions of this Section 2 are applicable to Post-65
Group Health Program coverage only with respect to Retirees and Former Employees whose
Retirement Dates or death occurred prior to January 1, 2016. In addition to the requirements for
eligibility set forth in subsections (a) through (f), below, only individuals who, on December 31,
2015, had attained Medicare Eligibility Due to Age and were eligible to participate in the Plan may
continue to be eligible to participate in the Post-65 Group Health Programs on or after January 1,
2016.

Pre-65 Group Health Programs:

e [ffective as of January 1, 2016 and ending on December 31, 2016, the provisions of this
Section 2 are applicable to Pre-65 Group Health Program coverage only with respect to
Retirees and Former Employees whose Retirement Dates or death occurred prior to
January 1, 2016. In addition to the requirements for eligibility set forth in subsections (a)
through (f), below, only individuals who, on December 31, 2015, are eligible to
participate in a Pre-65 Group Health Program, and, as of January 1, 2016, have not
attained Medicare Eligibility Due to Age may continue to be eligible to participate in the
Pre-65 Group Health Programs on or after January 1, 2016.

e [ffective as of January 1, 2017, the provisions of this Section 2 are applicable to Pre-65
Group Health Program coverage with respect to Retirees and Former Employees whose
Retirement Dates or death occurred on or after January 1, 2016.

(@) Retiree and Former Employee Eligibility

Retiree and Former Employee eligibility is dependent on several factors, including the
Retiree’s or Former Employee’s age, Years of Service, and, with respect to a Retiree, the retiree
group to which he belongs. A Former Employee may also be eligible for certain benefits based on
the rules of the applicable severance plan under which the Former Employee may have been
terminated.

In order to be eligible to participate in the Group Health Benefit, as of the date immediately
preceding the Retiree’s or Former Employee’s Retirement Date, the Retiree or Former Employee
must have been enrolled as an active Employee in either (i) the Anadarko Petroleum Corporation
Health Benefits Plan (for purposes of this Appendix, “APC Active Plan”)(or its predecessor plan
maintained by the Plan Sponsor) or (ii) a major medical, group health plan sponsored by another
company on the date of such company’s acquisition by an Employer.

In addition, a Retiree must be eligible to participate in the Group Health Benefit in
accordance with the requirements established for the Retiree’s retiree group, as listed in the tables
below. A Retiree will be considered to be a member of a “legacy” retiree group in accordance with
the following:
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(@) if the Retiree retired on or before December 31, 20006, the Retiree is a member of the
legacy retiree group for the company from which the Retiree retired;

(i) if the Retiree retired after December 31, 20006, the Retiree is a member of the legacy
retiree group for:

A) the company that issued his 2006 Form W-2 and that included the Retiree on
its payroll as of December 31, 2006; or

B) if the Retiree was hired on or after January 1, 2007, Anadarko Petroleum
Corporation (for purposes of this Appendix, “APC”).

A Retiree will be considered to be a member of a “grandfathered” retiree group if (a) he was
employed by his legacy retiree group on December 31, 2000, and (b) on December 31, 2007 (i) he
was employed by APC, and (ii) his age and Years of Service totaled at least 45.

If an Employee in the Legacy Anadarko Petroleum Corporation Retiree Group terminated
employment with the Employer after the age of 45 and then was rehired by the Employer, the
Employee’s pre-termination service that counts for purposes of determining Years of Service upon
retirement (for purposes of determining eligibility for medical and dental benefits) will be the total of
his Years of Service after attainment of age 45 until his first termination of employment plus his
Years of Service from his date of rehire through his subsequent termination of employment.

A Former Employee and the Former Employee’s Dependents (as defined by the Plan with
respect to the Group Health Benefit, unless otherwise specified in the separate agreement) may also
be eligible for coverage under the Group Health Benefit in accordance with the terms and
conditions of a separate written agreement between the Former Employee and the Employer to the
extent provided by such separate agreement.

(b)  Retirements On or Before December 31, 2007

The table that follows below outlines the general eligibility rules for a Retiree who retired on
or before December 31, 2007.

Notwithstanding any references in this subsection (b) to “subsidized” coverage, as applicable
to Retirees, Eligible Retirees or Dependents who have not yet attained Medicare Eligibility Due to
Age, effective as of January 1, 2016, the cost of coverage under the Pre-65 Group Health Programs
will not be subsidized by the Plan Sponsor or any other Employer, and all such references to
“subsidized” (or a similar term) shall be interpreted to mean “unsubsidized” when applied to such
persons, except that a Dependent who, on December 31, 2015, was enrolled in subsidized dental
coverage under the Plan through an Eligible Retiree who had attained Medicare Eligibility Due to
Age (a “Grandfathered Dental Dependent”) shall continue to receive dental coverage under the
Group Health Benefit on a subsidized basis on and after January 1, 2016, whether or not such
Dependent has attained Medicare Eligibility Due to Age, provided that such Eligible Retiree, prior
to his death, also maintains dental coverage under a Post-65 Group Health Program. Such dental
coverage for Grandfathered Dental Dependents shall terminate in accordance with Section 5(b) or
Section 5(c) of this Appendix, as applicable.
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Except as provided above with respect to Grandfathered Dental Dependents, effective as of
January 1, 2016, dental coverage will not be provided under the Group Health Benefit as a Pre-65
Group Health Program, but only as a Post-65 Group Health Program (see also Appendix B).

Retiree Group Pre-65 Medical Post-65 Medical Dental
Legacy Anadarteo Subsidized medical if retired | Part D coverage paid Subsidized dental
Petroleum at age 55 or later with at by the Plan Sponsor if | provided if retired at

Corporation Retiree
Group

least 10 Years of Service
(following a break in service,
only Years of Service after
age 45 are counted). Access
to unsubsidized medical up
to age 05 if retired at age 55
with at least 5 Years of
Service (following a break in
service, only Years of
Service after age 45 are
counted).

retired at age 55 or
later with at least 10
Years of Service
(following a break in
service, only Years of
Service after age 45 are
counted).

age 55 or later with at
least 10 Years of
Service (following a
break in service, only
Years of Service after
age 45 are counted).
Access to
unsubsidized dental if
retired at age 55 or
later with at least 5
Years of Service
(following a break in
service, only Years of
Service after age 45
are counted).

Legacy Union Pacific
Resonrces Group, Inc.

Subsidized medical if retired
at age 55 or later with at

Part D coverage paid
by the Plan Sponsor if

Subsidized dental
coverage provided

Retiree Group least 10 Years of Service. retired at age 55 or until age 65, if retired
later with at least 10 at age 55 or later with
Years of Service. at least 10 Years of
Service.
Legacy Subsidized medical if retired | Part D coverage paid No benefit.
Kerr-McGee at age 52 or later with at by the Plan Sponsor if
Corporation Retiree least 10 Years of Service (or | retired at age 52 or
Group age 55 or later with at least | later with at least 10
10 Years of Service prior to | Years of Service.
May 1, 1999). Collective Collective bargaining
bargaining unit employees unit employees were
were not eligible. not eligible.
Legacy Oryx Energy | Subsidized medical if retired | Part D coverage paid | No benefit.
Company Retiree at age 52 with at least 10 by the Plan Sponsor if
Group years of vested service retired at age 52 with

credit in the Oryx Energy
Company Retirement Plan
or age 55 with at least 10
years of vested service prior

at least 10 years of
vested service credit in
the Oryx Energy
Company Retirement
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Retiree Group Pre-65 Medical Post-65 Medical Dental
to January 1, 1995 (an Plan (an employee
employee earned a vested earned a vested service
service credit if he or she credit if he or she
completed at least 1,000 completed at least
hours of service during each | 1,000 hours of service
12-month period beginning | during each 12-month
on the first day of work and | period beginning on
each anniversary); or if the first day of work
retired at age 65, regardless | and each anniversary);
of Years of Service, and or if retired at age 65,
eligible for an immediate regardless of Years of
retirement benefit under the | Service, and eligible for
Oryx Energy Company an immediate
Retirement Plan. retitement benefit

under the Oryx Energy

Company Retirement

Plan.
Legacy Western Gas | No benefit. No benefit. No benefit.
Resources, Inc. Retiree
Group

©) Retirements On or After January 1, 2008 (but for Post-65 Group Health Program
Coverage, prior to January 1, 2016)

The table that follows below outlines the general eligibility rules for a Retiree who retired on
or after January 1, 2008 (but for Post-65 Group Health Program Coverage, prior to January 1, 2010).

Notwithstanding any references in this subsection (c) to “subsidized” coverage, as applicable
to Retirees, Eligible Retirees or Dependents who have not yet attained Medicare Eligibility Due to
Age, effective as of January 1, 2016, the cost of coverage under the Pre-65 Group Health Programs
will not be subsidized by the Plan Sponsor or any other Employer, and all such references to
“subsidized” (or a similar term) shall be interpreted to mean “unsubsidized” when applied to such
persons, except that a Grandfathered Dental Dependent (as defined in Section 2(b) of this
Appendix) shall continue to receive dental coverage under the Group Health Benefit on a subsidized
basis on and after January 1, 2016, whether or not such Dependent has attained Medicare Eligibility
Due to Age, provided that the Eligible Retiree with respect to whom such Dependent has coverage
also maintains dental coverage under a Post-65 Group Health Program prior to his death. Such
dental coverage for Grandfathered Dental Dependents shall terminate in accordance with Section
5(b) or Section 5(c) of this Appendix, as applicable.

Except as provided above with respect to Grandfathered Dental Dependents, effective as of
January 1, 2016, dental coverage will not be provided under the Group Health Benefit as a Pre-65
Group Health Program, but only as a Post-65 Group Health Program (see also Appendix B).
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Retiree Group Pre-65 Medical Post-65 Medical Dental
Grandjfathered Legacy | Subsidized medical if retired | Part D coverage paid Subsidized dental
Anadarko at age 55 or later with at least | by the Plan Sponsor if | if retired at age 55
Retiree Group 10 Years of Service retired at age 55 or or later with at least

(following a break in service, | later with at least 10 10 Years of Service
only Years of Service after Years of Service (following a break in
age 45 are counted). Access | (following a break in service, only Years
to unsubsidized medical up service, only Years of | of Service after age
to age 05 if retired at age 55 Service after age 45 are | 45 are counted).
or later with at least 5 Years | counted). Access to
of Service (following a break unsubsidized dental
in service, only Years of up to age 65 if
Service after age 45 are retired at age 55 or
counted). later with at least 5
Years of Service
(following a break in
service, only Years
of Service after age
45 are counted).
Grandfathered 1 egacy | Subsidized medical if retired | Part D coverage paid No benefit.
Kerr-McGee at age 52 or later with at least | by the Plan Sponsor if
Corporation Retiree 10 Years of Service. retirement at age 52 or
Group later with at least 10
Years of Service.
Other Legacy Kerr- Access to unsubsidized No benefit. No benefit.
McGee Corporation | medical up to age 65 if retired
Retiree Group at age 52 with at least 10

Years of Service.
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Retiree Group Pre-65 Medical Post-65 Medical Dental
Grandfathered Legacy | Subsidized medical if retired | Part D coverage paid No benefit.
Western Gas at age 55 or later with at least | by the Plan Sponsor if
Resources, Inc. Retiree | 10 Years of Service with the retired at age 55 or
Group Plan Sponsor (previous later with at least 10
service with WGR does not | Years of Service with
count toward this total, and, | the Plan Sponsor
following a break in service, | (following a break in
only Years of Service after service, only Years of
age 45 are counted). Access Service after age 45 are
to unsubsidized medical up counted).
to age 05 if retired at age 55
or later with at least 5 Years
of Service with the Plan
Sponsor (following a break in
service, only Years of Service
after age 45 are counted).

All others Access to unsubsidized No benefit. No benefit.
medical up to age 65 if
retirement at age 55 with at
least 5 years of
service (following a break in
service, only Years of Service
after age 45 are counted).

(d) Severance Eligibility
(2) General.

In addition to the eligibility rules provided in Sections 2(b) and 2(c) of this Appendix, above,
a Former Employee may be eligible to participate in the Group Health Benefit in accordance with

this subsection (d).

Notwithstanding any references in this subsection (d) to “subsidized” coverage, as applicable
to Retirees, Eligible Retirees or Dependents who have not yet attained Medicare Eligibility Due to
Age, effective as of January 1, 2016, the cost of coverage under the Pre-65 Group Health Programs
will not be subsidized by the Plan Sponsor or any other Employer, and all such references to
“subsidized” (or a similar term) shall be interpreted to mean “unsubsidized” when applied to such
persons, except that a Grandfathered Dental Dependent (as defined in Section 2(b) of this
Appendix) shall continue to receive dental coverage under the Group Health Benefit on a subsidized
basis on and after January 1, 2016, whether or not such Dependent has attained Medicare Eligibility
Due to Age, provided that the Eligible Retiree with respect to whom such Dependent has coverage
also maintains dental coverage under a Post-65 Group Health Program prior to his death. Such
dental coverage for Grandfathered Dental Dependents shall terminate in accordance with Section
5(b) or Section 5(c) of this Appendix, as applicable.
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Except as provided above with respect to Grandfathered Dental Dependents, effective as of
January 1, 2016, dental coverage will not be provided under the Group Health Benefit as a Pre-65
Group Health Program, but only as a Post-65 Group Health Program (see also Appendix B).

(iz) General Anadarko Petrolenm Corporation Severance Guidelines

Any Former Employee in one of the following categories who terminated
employment with APC on or after February 1, 2003 and on or before December 31, 2007 is
eligible to participate in the Group Health Benefit (1) at unsubsidized rates before age 55,
and (2) at subsidized rates beginning the first day of the month following the Former
Employee’s attainment of age 55, provided that in each case he has attained the age of 50
and completed 15 or more Years of Service with APC at the time of termination of
employment:

A) any Former Employee whose employment was involuntarily terminated by
the Employer without “cause” as defined below and as determined by the Plan
Sponsor in its sole discretion;

(B) any Former Employee whose employment was terminated by the Employer
in connection with a limited program of reductions in force as declared by the Plan
Sponsor in its sole discretion; or

© any Former Employee whose employment was terminated by reason of a
shutdown or closing of a facility or significant operation as determined by the Plan
Sponsor in its sole discretion.

For purposes of the foregoing, a Former Employee’s employment with the
Employer shall be deemed terminated for “cause” if such termination is by reason of any of
the following: (A) conviction of any felony or of a misdemeanor involving moral turpitude,
(B) willful failure to perform his duties and responsibilities, (C) engagement in conduct
which is materially injurious to the Employer, (D) engagement in business activities which
are materially in conflict with the business interests of the Employer, (E) insubordination,
(F) engagement in conduct which is in violation of the Employer’s safety rules or standards
or which otherwise causes injury to another Employee or any other person, or (G)
engagement in conduct which is in violation of any policy or work rule of the Employer or
which is otherwise inappropriate in the office or work environment.

A Former Employee whose employment ended on or after January 1, 2008 (but for
Post-65 Group Health Program Coverage, prior to January 1, 20106) is eligible to participate
in the Group Health Benefit (1) at unsubsidized rates before age 55, and (2) at subsidized
rates beginning the first day of the month following the Former Employee’s attainment of
age 55, provided the Former Employee (A) is in the Legacy Anadarko Petroleum
Corporation Retiree Group, (B) had attained the age of 50 and completed 15 or more Years
of Service with the Plan Sponsor at the time of termination of employment, and (C) was
employed by APC and the total of his age and Years of Service equaled at least 45 on
December 31, 2007, and provided one of the following situations occurred:
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X) the Former Employee’s employment was involuntarily terminated by the
Employer without “cause” as defined below and as determined by the Plan Sponsor
in its sole discretion,

) the Former Employee’s employment was terminated by the Employer in
connection with a limited program of reductions in force as declared by the Plan
Sponsor in its sole discretion, or

Z) the Former Employee’s employment was terminated by reason of a
shutdown or closing of a facility or significant operation as determined by the Plan
Sponsor in its sole discretion.

For purposes of the foregoing, a Former Employee’s employment with the
Employer shall be deemed terminated for “cause” if such termination is by reason of any of
the following: (A) conviction of any felony or of a misdemeanor involving moral turpitude,
(B) willful failure to perform his duties and responsibilities, (C) engagement in conduct
which is materially injurious to the Employer, (D) engagement in business activities which
are materially in conflict with the business interests of the Employer, (E) insubordination,
(F) engagement in conduct which is in violation of the Employer’s safety rules or standards
or which otherwise causes injury to another Employee or any other person, or (G)
engagement in conduct which is in violation of any policy or work rule of the Employer or
which is otherwise inappropriate in the office or work environment.

In addition to the eligibility rules noted in the preceding section, certain groups
received enhanced eligibility provisions based upon the terms of their applicable severance
program prior to December 31, 2007. The following Sections 2(d)(iii) through (v) describe

the enhanced eligibility provisions for certain severed groups, but is not a comprehensive

description of all groups who received these eligibility provisions.

(i) Anadarko Petroleum Corporation Employees Severed Between [uly 31, 2003 and December 31,
2003

If the employment of a full-time regular Employee (scheduled to work a minimum
of 30 hours per week) was terminated by the Employer and (A) such termination was
designated by the Plan Sponsor, in its sole discretion, as being part of a “reduction in force
program”, (B) the Employee’s designated termination date occurred on or after July 31, 2003
and on or before December 31, 2003, and (C) as of the designated termination date, the
Employee had both attained the age of 55 and completed 5 or more Years of Service with
the Employer, such Employee will qualify as an Eligible Retiree such that he and his eligible
Dependents will be eligible for coverage under the Group Health Benefit at the Employer
subsidized rates for Eligible Retirees.

(v)  Anadarko Petroleum Corporation Employees Severed Between August 1, 2004 and July 31,
2005

If (A) the employment of an Employee was terminated by the Employer as a result
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of or in connection with a “Qualified Divestiture” (as such term is defined below) or as a
result of job abolishment as determined by the Employer, (B) the Employee’s designated
employment termination date occurred on or after August 1, 2004 and on or before July 31,
2005, and (C) as of the designated employment termination date, or within 12 months of
such termination date, the Employee had or would have both attained the age of 50 and
completed 15 or more Years of Service with the Employer, or within 12 months would have
both attained the age of 55 and completed 10 or more Years of Service with the Employer,
or the Employee’s name is Sara L. McGrew, such Employee will qualify as an Eligible
Retiree such that he and his Dependents will be eligible for Plan coverage (1) at unsubsidized
rates before age 55, and (2) at subsidized rates beginning the first day of the month following
the Eligible Retiree’s attainment of age 55.

For purposes of the foregoing, the term “Qualified Divestiture” means a corporate
sale transaction that closed prior to July 31, 2005 and was any of (A) a sale of any
combination of assets of the Plan Sponsor if such combination of assets constitutes 10% or
more of the Plan Sponsor’s then value, (B) a sale of 90% or more of the assets of a
subsidiary or affiliate of the Plan Sponsor, (C) a sale of all of the stock of a subsidiary or
affiliate of the Plan Sponsor, or (D) any combination of the foregoing.

(v) Anadarko Petrolenm Corporation Employees Severed Between August 10, 2006 and Angust 31,
2007

If (A) an Employee was involuntarily terminated by the Employer as a result of or in
connection with (1) the Employer’s reorganization resulting from the acquisitions of Kerr
McGee Corporation and Western Gas Resources, or (2) a sale of Company assets, (B) such
Employee was employed by APC prior to such reorganization or sale, (C) the Employee was
terminated from employment on or after August 10, 2006 and on or before August 31, 2007,
and (D) as of his Retirement Date, (1) the Employee had attained the age of 45 and
completed 10 Years of Service with the Employer, and (2) the total of the Employee’s age
and his Years of Service equals at least 65, such Former Employee will be eligible to
participate in the Group Health Benefit as an Eligible Retiree (1) at unsubsidized rates before
age 55, and (2) at subsidized rates beginning the first day of the month following the Eligible
Retiree’s attainment of age 55.

Coverage under the Group Health Benefit in accordance with Sections 2(d)(iv) and
(v) of this Appendix followed the six-month severance benefit coverage provided under the
Anadarko Petroleum Corporation Severance Plan.

(vi) General Kerr-McGee Corporation Severance Guidelines

A Former Employee who (A) retired on or after May 1, 1999 and on or before
December 31, 2007, (B) is in the Legacy Kerr-McGee Corporation Retiree Group, (C) on his
Retirement Date had attained age 50, or age 49 and received special credits to reach age 50,
and had at least 8 years of vesting service or received special credits to reach 8 years of
vesting service, and (D) was terminated under the terms of a severance plan sponsored by
the Employer, is eligible as an Eligible Retiree for subsidized retiree medical plan benefits
only.
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A Former Employee who (A) retired on or after January 1, 2008 (but for Post-65
Group Health Program Coverage, prior to January 1, 2016) from employment with APC, (B)
is in the Legacy Kerr-McGee Corporation Retiree Group, (C) on his Retirement Date had
attained age 50, or age 49 and received special credits to reach age 50, and had at least 8 years
of vesting service or received special credits to reach 8 years of vesting service, (D) was
terminated under the terms of a severance plan sponsored by the Employer, and (E) had a
total of age and Years of Service equal to at least 45 on December 31, 2007, is eligible as an
Eligible Retiree for subsidized retiree medical plan benefits only. A Former Employee who
satisfies (A), (B), (C), and (D), but not (E) is eligible for unsubsidized retiree medical plan
benefits only.

(vii) — Western Gas Resonrces, Inc. Employees Severed Between Augnst 31, 2015 and December 31,
2015

This subsection (vii) is effective as of August 31, 2015.

If the Employer involuntarily terminates the employment of an Employee who is a
member of the Western Gas Resources, Inc. “legacy” retiree group (as determined under
Section 2(a) of this Appendix) as a result of a divestiture of corporate assets by the Plan
Sponsor (including, but not limited to, the Coal-Bed Methane (CBM) Divestiture) during the
time period commencing on August 31, 2015, and ending at the end of the day on
December 31, 2015 (“WGR Severance”), then if:

A) such Employee was employed by Western Gas Resources, Inc. on December
31, 2006;

B) on December 31, 2007, he was employed by Anadarko Petroleum
Corporation and the total of his age and Years of Service equaled at least
forty-five (45); and

© as of August 23, 2016, the Employee would attain at least age fifty-five (55)
and would have otherwise accrued at least 10 Years of Service with the Plan
Sponsor (where, for such purpose, the Employee is deemed to incur no
break in employment service between the date of his WGR Severance and
August, 23, 2016);

then such Employee shall be eligible to participate in the Group Health Benefit at subsidized
rates established by the Plan Sponsor beginning the first day of the month next following the
date of his WGR Severance.

(e) Service Credit and Benefits Accrual from Acquired Companies

() Anadarko Petrolenm Corporation

In general, if a company acquired by APC or other Employer offered retiree medical
and/or dental benefits, then a Retiree’s or Former Employee’s Years of Service with the
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acquired company (as determined by APC) are treated as Years of Service with APC for
purposes of determining eligibility for coverage under the Group Health Benefit in
accordance with Section 2 of this Appendix. Accordingly, Years of Service with the
following acquired companies are treated as Years of Service with APC for purposes of
determining eligibility under Section 2:

(A)  UPR;

B) Norcen Energy Resources Ltd. (“Norcen”) (which was acquired by UPR in
1998); and

© Occidental Petroleum Corporation (“OXY”), with respect to those
employees who were acquired with the March 1998 sale to APC of certain
Oklahoma properties owned by OXY.

D) Employees who were acquired with the sale to APC of the Table Rock Gas
Plant (acquired from Colorado Interstate Gas Company on April 7, 2003).

However, Years of Service with Howell Corporation and WGR are not treated as
Years of Service with APC and do not count when determining eligibility for coverage under
the Group Health Benefit.

Former UPR employees who retire from APC after the date UPR was acquired by
APC are considered retirees of APC and must satisfy the eligibility requirements set forth in
Section 2 of this Appendix. For purposes of satisfying such eligibility requirements, Years of
Service with UPR and Norcen (as determined by APC) are treated as Years of Service with
APC.

(iz) Kerr-McGee Corporation

In general, a Retiree’s or Former Employee’s Years of Service with a company
acquired by Kerr-McGee Corporation (“KMG”) (as determined by APC) are treated as
Years of Service with KMG for purposes of determining eligibility for coverage under the
Group Health Benefit in accordance with Section 2 of this Appendix.

Former Oryx Energy Company (“Oryx”) employees who retire from KMG (or
subsequently APC) after the date Oryx was acquired by KMG are considered part of the
Legacy Kerr McGee Corporation Retiree Group or Grandfathered Legacy Kerr McGee
Corporation Retiree Group, as applicable, and must satisfy the eligibility requirements set
forth in Section 2 of this Appendix for such groups. For purposes of satisfying such
eligibility requirements, Years of Service with Oryx (as determined by APC) are treated as
Years of Service with KMG.

(i) General Application of Prior Benefits Accrual.

If a company acquited by APC or other Employer offered a retiree medical and/or
dental benefits plan, then the Plan Sponsor may, in its discretion and as permitted by
applicable law, apply benefits accrued by a Retiree or Former Employee and each of his
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eligible Dependents (or certain non-discriminatory classes of such individuals) under such
plan(s) toward each such individual’s coverage (eg, deductibles and other cost-sharing
requirements) under the corresponding Group Health Programs of the Group Health
Benefit. The provisions of this Section 2(e)(iii) will not apply to a Fully-Insured Program to
the extent not permitted by the terms of such Fully-Insured Program.

(®  Dependent Eligibility

An individual is eligible for coverage under the Group Health Benefit as an Eligible Retiree’s
Dependent if such individual satisfies the following definition of “Dependent’:

6) An Eligible Retiree’s Spouse;
(i) An Eligible Retiree’s Domestic Partner (defined below);

(i) A Child of an Eligible Retiree or an Eligible Retiree’s Spouse or Domestic Partner,
but only through the end of the year of such Child’s 26th birthday;

(iv) A Child of an Eligible Retiree or an Eligible Retiree’s Spouse or Domestic Partner,
beginning with the year of such Child’s 27th birthday, but only if such Child is dependent on
the Retiree or the Retiree’s Spouse or Domestic Partner because of a mental or physical
handicap rendering the Child medically incapacitated and unable to be self-supportive
(“Disabled”). The Child must satisfy either of the following requirements: (A) prior to the
end of the year of the Child’s 26th birthday, the Child is Disabled and covered as a
Dependent under the Group Health Benefit or (B) the Child is Disabled and over age 26
prior to the Child’s parent first becoming eligible for coverage under the Group Health
Benefit, either as a Retiree or as the Spouse or Domestic Partner of a Retiree, and the Retiree
enrolls the Child in the Group Health Benefit when the Retiree first becomes eligible to
enroll in such coverage (i.e., such Disabled Child cannot later be added to coverage under the
Group Health Benefit). In addition, the Child must reside with the Retiree in his household
for more than one-half of the year, and the Child must not provide more than one-half of
his own support for the year. Periodic proof of incapacity may be required by the Plan
Administrator to continue coverage for the Child.

An individual who does not meet the definition of “Dependent”, above, as of the Eligible
Retiree’s Retirement Date shall be ineligible to participate in the Group Health Benefit.

For purposes of determining eligibility for Dependent coverage, the term “Child” means a (1)
biological child of a Retiree or Domestic Partner, (i) legally adopted child or a child placed for
adoption with the Retiree, Spouse or Domestic Partner, (iii) stepchild of a Retiree, or (iv) child for
whom the Retiree, Spouse or Domestic Partner has a court appointed guardianship or
conservatorship but only if such child primarily lives with the Retiree and is a member of the
Retiree’s household.

Any Child who does not meet one of the definitions in Sections 2(f)(iii) or (iv) of this
Appendix (above) will be ineligible for coverage under the Group Health Benefit.

In addition, an individual who, prior to January 1, 2016, was (A) the surviving Spouse or
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Domestic Partner of a deceased Employee who had accrued ten (10) or more Years of Service at the
time of his death (as determined by the Plan Sponsor of the APC Active Plan) and (B) covered
under the APC Active Plan as a surviving dependent of such deceased Employee on the date that
such surviving dependent attained Medicare Eligibility Due to Age is eligible for coverage as a
“Surviving Dependent” under the Group Health Benefit, but only with respect to the
UnitedHealthcare Medicare Prescription Drug Program. If elected, Surviving Dependent coverage
for such an individual shall terminate in accordance with Section 5(c) of this Appendix.

For purposes of Section 2(f)(ii) of this Appendix (above) in the definition of Dependent, the
“Domestic Partner” of an Retiree means an individual who (A) is at least 18 years of age; (B) lives
with the Retiree in a committed, monogamous relationship; (C) has lived in such relationship with
the Retiree at the same place of residence for at least six (6) months; (D) is not legally married to the
Retiree or legally married to, or in a domestic partnership with, any other person; and (E) is not
related to the Retiree by blood or adoption; provided that both such individual and the Retiree
intend for their relationship to be continuous and of an indefinite duration and that the Retiree is
not married to, or in a domestic partnership with, any other person. The Plan Administrator may
require the Retiree to provide evidence that is satisfactory to the Plan Administrator in order to
verify that all the requirements set forth in this paragraph have been met. The Plan Administrator
shall have the sole and absolute discretion to determine whether an individual is the Domestic
Partner (as defined above) for all purposes of the Group Health Benefit, except as otherwise
required under a Fully-Insured Program.

Notwithstanding the foregoing provisions of this Section, the Group Health Benefit shall
treat any person as a Dependent who is required to be treated as a Dependent under the terms of
any valid Qualified Medical Child Support Order only if the Retiree elects coverage under the Group
Health Benefit for such person during one of the prescribed timeframes described in Section 3 of
this Appendix (below), as applicable, in accordance with the Group Health Benefit’s enrollment
provisions.

If a Retiree does not elect coverage for an eligible Dependent during one of the prescribed
timeframes described in Section 3 of this Appendix (below), as applicable, such Dependent shall
never again be eligible for coverage under the Group Health Benefit.

Any Dependent who is a full-time member of the armed forces is not eligible for coverage
except as may be required by the Uniformed Services Employment and Reemployment Rights Act
(“USERRA”).

An individual may not be covered as the Dependent of more than one Retiree, or covered as
the Dependent of a Retiree and also covered under the APC Active Plan as a Dependent of an
Employee. An individual who is eligible for coverage under the APC Active Plan as an Employee
shall not be eligible for coverage as a Dependent under the Group Health Benefit. In addition, no
individual may be covered twice under the Group Health Benefit. Only one of two married Retirees
may cover a Child as an eligible Dependent.

At any time, the Plan Administrator may require acceptable proof that a Spouse, Domestic
Partner or Child qualifies, or continues to qualify, as a Dependent under the Group Health Benefit.
A Retiree will be required to reimburse the Group Health Benefit for benefits or reimbursements
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provided to an individual as a Dependent with respect to any claim incurred by such individual at a
time when he did not satisty the Dependent eligibility requirements specified above. The Group
Health Benefit may require a Retiree to make such reimbursement according to the provisions of
Section 10.9 of this SPD.

Subject to Sections 2(b), (c), and (d)(1) of this Appendix, if a Retiree’s coverage under a Pre-
65 Group Health Program terminates because the Retiree attains Medicare Eligibility Due to Age,
the Retiree’s covered Dependent who has not yet attained Medicare Eligibility Due to Age will
continue to be covered under the Pre-65 Group Health Program under the same terms until the
Dependent attains Medicare Eligibility Due to Age or is no longer an eligible Dependent under the
Group Health Benefit, whichever comes first. If the Retiree’s Dependent attains Medicare
Eligibility Due to Age prior to the Retiree attaining Medicare Eligibility Due to Age, the
Dependent’s coverage under the Pre-65 Group Health Program will terminate, and the Retiree will
continue to be covered under the Pre-65 Group Health Program under the same terms until the
Retiree attains Medicare Eligibility Due to Age.

(g)  Pre-65 Surviving Dependents of Deceased Employees

@) Initial Transfer of Coverage from APC Active Plan. An individual who (A) as of
December 31, 2015, had coverage under the APC Active Plan (other than COBRA
continuation coverage) as the surviving dependent of a deceased Employee who had accrued
at least 10 Years of Service as of his date of death, and (B) as of January 1, 2016, had not yet
attained Medicare Eligibility Due to Age, is eligible to participate, and was automatically
enrolled, in a Pre-65 Group Health Program as a “Surviving Dependent” effective as of
January 1, 2016.

(i) Employee Death Occurring on or after January 1, 2016. An individual who:

A) has not yet attained Medicare Eligibility Due to Age; and

under the APC Active Plan, is the covered dependent of an Employee who
P ploy:
(1) meets the Rule of 45 and (2) dies on or after January 1, 2016;

shall be eligible to participate in a Pre-65 Group Health Program as a “Surviving
Dependent” upon the termination of her coverage under the APC Active Plan as a result of
the Employee’s death (or, if later, the exhaustion of the maximum 36 months of COBRA
continuation coverage under the APC Active Plan which she elected, if any, with respect to
the COBRA qualifying event that was the Employee’s death), provided that she also meets
the other requirements for an eligible Dependent hereunder and enrolls in the Pre-65 Group
Health Program in accordance with Section 3(d) of this Appendix.

(i)  Surviving Dependent coverage for individuals described in this subsection (g) shall
terminate in accordance with Section 5(c) of this Appendix.

3. Enrollment in Pre-65 Group Health Programs
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Post-65 Group Health Programs. All participation in the Post-65 Group Health Programs was
frozen on December 31, 2015, notwithstanding anything in this Wrap-SPD, the Wrap-Plan or any
Group Health Program Document to the contrary. Consequently, no Eligible Retiree, Dependent
ot any other individual may initially enroll in a Post-65 Group Health Program on or after January 1,
20160.

Pre-65 Group Health Programs. An Eligible Retiree or eligible Dependent who has not yet
attained Medicare Eligibility Due to Age may initially enroll in a Pre-65 Group Health Program in
accordance with the terms and provisions of this Section 3.

(a) Initial Enrollment of New Eligible Retirees
€] Eligible Retirees with Retirement Dates During December of 2015

A) Subject to subsection (B), below, an Eligible Retiree whose Retirement Date
occurred on or after December 1, 2015 and before January 1, 2016 must elect to
initially enroll himself and any eligible Dependent in a Pre-65 Group Health Program
within 31 days following his Retirement Date. Subject to the other applicable
provisions of this Section 3 and Section 4 of this Appendix, including subsection (B),
below, if such Eligible Retiree fails to do so, such Retiree and his Dependents will no
longer be eligible to participate in any Pre-65 Group Health Program.

B) An Eligible Retiree who is described in subsection (A), above, who failed to
initially enroll in a Pre-65 Group Health Program during the 31-day timeframe
referenced in subsection (A), above, will be offered an additional opportunity to
initially enroll himself and any eligible Dependents in a Pre-65 Group Health
Program during one of the following timeframes:

1 Annual Enrollment (as defined in subsection (b), below) for the 2017
Plan Year; or

2 if the Eligible Retiree or his eligible Dependents elected COBRA
continuation coverage under the APC Active Plan with respect to the
COBRA qualifying event that was the Eligible Retiree’s retirement or other
termination of employment with the Employer, the 31-day period that
immediately follows the date that such individual exhausts his maximum 18-
month, 29-month, or 36-month (as applicable) COBRA continuation
coverage period.

(i) Eligible Retirees with Retirement Dates During 2016

An Eligible Retiree whose Retirement Date occurs on or after January 1, 2016, and
before January 1, 2017, must elect to initially enroll himself and any eligible Dependents in a
Pre-65 Group Health Program within 31 days following his Retirement Date; provided,
however, if such Eligible Retiree fails to do so, he will be offered an additional opportunity
to elect initial enrollment for himself and any eligible Dependents in a Pre-65 Group Health
Program during one of the following timeframes:
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A) Annual Enrollment (as defined in subsection (b), below) for the 2017 Plan

Year; or

B) if the Eligible Retiree or his eligible Dependents elected COBRA
continuation coverage under the APC Active Plan with respect to the COBRA
qualifying event that was the Eligible Retiree’s retirement or other termination of
employment with the Employer, the 31-day period that immediately follows the date
that such individual exhausts his maximum 18-month, 29-month, or 36-month (as
applicable) COBRA continuation coverage period.

(i)  Eligible Retirees with Retirement Dates on or after Jannary 1, 2017

An Eligible Retiree whose Retirement Date occurs on or after January 1, 2017, must
elect to initially enroll himself and any eligible Dependents in a Pre-65 Group Health
Program within 31 days following his Retirement Date; provided, however, if such Eligible
Retiree fails to do so, and he or his eligible Dependents elect COBRA continuation coverage
under the APC Active Plan with respect to the COBRA qualifying event that was the
Eligible Retiree’s retirement or other termination of employment with the Employer, such
Eligible Retiree will be offered an additional opportunity to elect initial enrollment for
himself and any eligible Dependents in a Pre-65 Group Health Program within the 31-day
period that immediately follows the date that he or any such Dependent exhausts his
maximum 18-month, 29-month, or 36-month (as applicable) COBRA continuation coverage

period.

(iv) Subject to the other applicable provisions of this Section 3 and Section 4 of this
Appendix, if such Eligible Retiree does not initially enroll himself and any eligible
Dependents during one of the timeframes specified in subsections (i), (ii) or (iii), above, such
Retiree and his Dependents will no longer be eligible to participate in any Pre-65 Group
Health Program.

) In order to be an “eligible Dependent” under this subsection (a), a Dependent must
have been covered under the APC Active Plan as the dependent of the Eligible Retiree on
the date that is immediately prior to the Eligible Retiree’s Retirement Date.

(vi) If an Eligible Retiree referenced in subsections (i), (ii) or (iii), above, has attained
Medicare Eligibility Due to Age, but his eligible Dependent has not, such Dependent may
enroll herself in a Pre-65 Group Health Program in accordance with the applicable terms of
subsections (i), (if) or (iif). If, however, such Eligible Retiree has not attained Medicare
Eligibility Due to Age, his eligible Dependent shall not be permitted to enroll in a Pre-65
Group Health Program unless the Eligible Retiree also enrolls in such Program.

(b) Annual Enrollment

The term “Annual Enrollment” means the Plan Sponsor’s annual enrollment process that
is held during the fourth quarter of a given year for coverage elections under the Pre-65 Group
Health Programs that become effective as of January 1 of the subsequent year.
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@) Annual Enrollment for the 2017 Plan Year - New, Changed or Waived Coverage Elections

The Plan Sponsor will administer Annual Enrollment for the 2017 Plan Year for the
purpose of making affirmative elections of new, changed or waived enrollment in coverage
effective as of January 1, 2017. Such Annual Enrollment will be offered to Eligible Retirees
and their eligible Dependents (including Surviving Dependents) who, as of January 1, 2017,
will not have attained Medicare Eligibility Due to Age and:

A) will not have previously initially enrolled in a Pre-65 Group Health Program
in accordance with the applicable terms of the Plan;

B) previously initially enrolled in a Pre-65 Group Health Program in accordance
with the applicable terms of the Plan and will have maintained Pre-65 Group Health
Program coverage, without any lapse or interruption therein; or

© are Legacy Special Enrollees.

New Dependents may not be added to an Eligible Retiree’s existing Pre-65 Group
Health Program coverage during Annual Enrollment.

An FEligible Retiree’s (or Surviving Dependent’s) Annual Enrollment election of new,
changed or waived coverage must be (1) completed and returned to the Plan Sponsor, (2)
completed telephonically, or (3) if the application is electronic, posted online, in accordance
with the Plan Administrator’s Annual Enrollment procedures.

If, during Annual Enrollment, an Eligible Retiree (or Surviving Dependent)
affirmatively elects to waive coverage for himself and his eligible Dependents under a Pre-65
Group Health Program for the 2017 Plan Year, such Retiree (or Surviving Dependent) and
Dependents will no longer be eligible to participate in that Pre-65 Group Health Program
(or if that Pre-65 Group Health Program is a medical benefit program, in any other Pre-65
Group Health Program which is a medical benefit program).

If an Eligible Retiree otherwise described above in this subsection (b)(A) wz/ have
attained Medicare Eligibility Due to Age as of January 1, 2017, but his eligible Dependent
will #ot have so attained, such Dependent may enroll herself (or remain enrolled) in a Pre-65
Group Health Program in accordance with the applicable terms of this subsection (b)({). If,
however, such Eligible Retiree will #of have attained Medicare Eligibility Due to Age as of
January 1, 2017, such Dependent will not be permitted to enroll (or remain enrolled) in a
Pre-65 Group Health Program during Annual Enrollment unless the Eligible Retiree also
enrolls (or remains enrolled) in such program.

(i) Annual Enrollment for the 2018 Plan Y ear — Waived Coverage Elections Only

The Plan Sponsor will administer Annual Enrollment for the 2018 Plan Year for the
sole purpose of permitting an Eligible Retiree (or Surviving Dependent) and such Retiree’s
eligible Dependents, each of whom (A) are covered under a Pre-65 Group Health Program
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on December 31, 2017, and (B) will not have attained Medicare Eligibility Due to Age as of

January 1, 2018, to affirmatively waive coverage under such Pre-65 Group Health Program
for the 2018 Plan Year, effective as of January 1, 2018.

The Eligible Retiree’s (or Surviving Dependent’s) election to waive coverage must be
(1) completed and returned to the Plan Sponsor, (2) completed telephonically, or (3) if the
application is electronic, posted online, in accordance with the Plan Administrator’s Annual
Enrollment procedures.

If an Eligible Retiree (or Surviving Dependent) affirmatively elects to waive coverage
for himself and his eligible Dependents under a Pre-65 Group Health Program for the 2018
Plan Year, such Retiree (or Surviving Dependent) and Dependents will no longer be eligible
to participate in that Pre-65 Group Health Program (or if that Pre-65 Group Health
Program is a medical benefit program, in any other Pre-65 Group Health Program which is a
medical benefit program).

If an Eligible Retiree otherwise described in this subsection (b)(ii), above, wi// have
attained Medicare Eligibility Due to Age as of January 1, 2018, but his eligible Dependent,
who is covered under a Pre-65 Group Health Program on December 31, 2017, will 7o have
so attained, such Dependent may remain enrolled in such Pre-65 Group Health Program
effective as of January 1, 2018, by declining to affirmatively waive such coverage during
Annual Enrollment. If, however, such Eligible Retiree has #of attained Medicare Eligibility
Due to Age as of January 1, 2018, his eligible Dependent will not be permitted to remain
enrolled in a Pre-65 Group Health Program effective as of January 1, 2018, unless the
Eligible Retiree also remains enrolled in such program effective as of January 1, 2018.

(i)  Failure to Make an Affirmative Election during Annual Enrollment for the 2017 or 2018 Plan
Years

If, during Annual Enrollment for the 2017 or 2018 Plan Year:

A) an Eligible Retiree who (1) is covered under a Pre-65 Group Health Program
on December 31 of the year in which such Annual Enrollment is held (“Enrollment
Year”), and (2) will not have attained Medicare Eligibility Due to Age as of January 1
of the Plan Year to which such Annual Enrollment applies (“Coverage Year”) fails
to make an affirmative election (including a waiver) of coverage under a Pre-65
Group Health Program for himself and for any of his eligible Dependents who (a)
are covered under a Pre-65 Group Health Program on December 31 of the
Enrollment Year, and (b) will not have attained Medicare Eligibility Due to Age as of
January 1 of the Coverage Year; or

(B) a Surviving Dependent who (1) is covered under a Pre-65 Group Health
Program on December 31 of the Enrollment Year, and (2) will not have attained
Medicare Eligibility Due to Age as of January 1 of the Coverage Year fails to make
an affirmative election (including a waiver) of coverage under a Pre-65 Group Health
Program for herself;
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then, in either case, such Retiree and Surviving Dependent will be deemed to have made an
express election to retain the same coverage for the Coverage Year, effective as of January 1
of the Coverage Year, as in effect on December 31 of the Enrollment Year, subject to the
applicable terms of eligibility under the Plan (referred to herein as “Passive Enrollment”).

For purposes of clarification, and not limitation, in order to voluntarily drop existing
Pre-65 Group Health Program coverage effective as of January 1 of a Coverage Year, the
Eligible Retiree (or Surviving Dependent) must make an affirmative election during Annual
Enrollment for that Coverage Year to waive such coverage for himself and his eligible
Dependents, as described in subsections (b)(i) and (b)(ii), above.

If an Eligible Retiree otherwise described in subsection (b)(iii)(A), above, wi// have
attained Medicare Eligibility Due to Age as of January 1 of the Coverage Year, but his
eligible Dependent who is covered under a Pre-65 Group Health Program on December 31
of the Enrollment Year will #of have so attained, such Dependent will remain enrolled in
such Pre-65 Group Health Program effective as of January 1 of the Coverage Year via
Passive Enrollment. If, however, such Eligible Retiree will 7oz have not attained Medicare
Eligibility Due to Age as of January 1 of the Coverage Year, such Dependent cannot be
enrolled in a Pre-65 Group Health Program effective as of January 1 of the Coverage Year
via Passive Enrollment, unless the Eligible Retiree is also enrolled in such program effective
as of January 1 of the Coverage Year.

(iv)  To be an “eligible Dependent” under this subsection (b), a Dependent must either
(1) have been covered under the APC Active Plan as the dependent of the Eligible Retiree
on the date that is immediately prior to the Eligible Retiree’s Retirement Date or (2) be a
Surviving Dependent.

) The Plan Sponsor will not administer Annual Enrollment under the Pre-65 Group
Health Programs for any Plan Year after the 2018 Plan Year.

Enrollment of Legacy Special Enrollees

A “Legacy Special Enrollee” (as defined below) is an Eligible Retiree; provided, however, a

Legacy Special Enrollee who, as of January 1, 2017, has not previously enrolled himself and his
eligible Dependents in a Pre-65 Group Health Program in accordance with the applicable terms of
the Plan and maintained Pre-65 Group Health Program coverage, without any lapse or interruption
therein, must affirmatively elect coverage under a Pre-65 Group Health Program for himself (and
for any Dependents covered under the APC Active Plan as the dependent of the Legacy Special
Enrollee on the date that is immediately prior to the Legacy Special Enrollee Retirement Date)
during Annual Enrollment for the 2017 Plan Year, as provided in subsection (b), above, in order to
participate in the Plan effective as of January 1, 2017.

A “Legacy Special Enrollee” is:
€] a Retiree who will not have attained Medicare Eligibility Due to Age as of January 1,

2017, is a member of the Legacy Anadarko Petroleum Corporation Retiree Group, and
either:
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A) retired on or before December 31, 2007, at age 55 or later, with at least 10
Years of Service (following a break in service, only Years of Service after age 45 are
counted); or

B) met the Rule of 45 and retired on or after January 1, 2008 and before January
1, 2016, at age 55 or later, with at least 10 Years of Service (following a break in
service, only Years of Service after age 45 are counted); or

(i) a Retiree who will not have attained Medicare Eligibility Due to Age as of January 1,
2017, is a member of the Legacy Union Pacific Resources Group, Inc. Retiree Group, and
retired on or before December 31, 2007, at age 55 or later, with at least 10 Years of Service;
or

(iif) a Former Employee:

A) who will not have attained Medicare Eligibility Due to Age as of January 1,
2017, and is a member of the Legacy Anadarko Petroleum Corporation Retiree
Group;

B) whose date of termination of employment with the employer was on or after
February 1, 2003 and prior to January 1, 2016; and

© who, as of December 31, 2016, was eligible for coverage under the Group
Health Benefit based on the severance eligibility terms of the Plan as in effect on the
date of his termination of employment with the employer.

If, as of January 1, 2017, a Legacy Special Enrollee and his eligible Dependents are not
enrolled in a Pre-65 Group Health Program via either affirmative elections during Annual
Enrollment for the 2017 Plan Year or Passive Enrollment (as described in subsection (b)(3), above)
for the 2017 Plan Year, such Legacy Special Enrollee and his Dependents will no longer be eligible
to participate in the Plan.

Legacy Special Enrollees cannot enroll (or reenroll) any eligible Dependents in coverage
without enrolling (or reenrolling) in coverage for themselves as Eligible Retirees. The cost of any
coverage under a Pre-65 Group Health Program in which a Legacy Special Enrollee enrolls shall not
be subsidized by the Plan Sponsor or any other Employer (except with respect to dental coverage of
Grandfathered Dental Dependents, as described in Sections 2(b), (c) and (d)(i) of this Appendix).

(d)  Enrollment of Surviving Dependents

A Surviving Dependent of a deceased Employee, as described in Section 2(g) of this
Appendix, must elect to enroll herself in a Pre-65 Group Health Program within 31 days following
the later of (i) the date of the deceased Employee’s death or (i) the date that she exhausts her
maximum 36-month period of COBRA continuation coverage which she elected, if any, under the
APC Active Plan with respect to the COBRA qualifying event that was the Employee’s death;
provided, however, if she fails to do so, she will be offered an additional opportunity to elect
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enrollment for herself in a Pre-65 Group Health Program during Annual Enrollment for the 2017
Plan Year (if later than items (i) or (ii), above), as described in subsection (b), above.

Subject to the other provisions of this Section 3 and Section 4 of this Appendix, if such
Surviving Dependent does not enroll herself during one of the timeframes specified in this

subsection (d), she will no longer be eligible to participate in the Plan.

(e) Compliance with Plan Administrator’s Enrollment Procedures

All enrollment elections under the Group Health Benefit must be (i) completed and returned
to the Plan Sponsor, (i) completed telephonically, or (iii) if the application is electronic, posted
online, in accordance with the Plan Administrator’s procedures as described in this Appendix I and
otherwise communicated to eligible individuals.

4. Changes in Coverage Outside of Annual Enrollment

@) Based on Qualitying Life Event
The following changes in coverage may be made by the individuals as designated below

outside of Annual Enrollment upon the occurrence of one of the following “Qualifying Life
Events” during the Plan Year:

Eligible Retirees:

@) Divorce, legal separation or dissolution of domestic partnership /drop coverage only],
(i) Death of Spouse, Domestic Partner or other covered Dependent [drop coverage only];

Eligible Retirees and eligible Dependents (including eligible Surviving Dependents):

(iti) Change in residence that affects eligibility for coverage, for example: moving into or
out of a Pre-65 Group Health Program’s network area [enroll (only through December 31,
2016), or change enrollment, in a Pre-65 Group Health Program only];

(iv) Change in a Dependent’s eligibility for benefits /drop coverage only],

v) Loss of other health coverage outside the Plan [enroll (only through December 31, 2016),
or change enrollment, in a Pre-65 Group Health Program only]; or

(vi) (Applicable prior to January 1, 2016 only) Attainment of age 55 [if the Eligible Retiree
was previously covered under an unsubsidiged retiree medical plan, the Eligible Retiree may, at the
time be attains age 55, enroll in a subsidized retiree medical plan, if eligible, even if he was not
enrolled in the Pre-65 retiree health benefit].

An Eligible Retiree or eligible Dependent who experiences a Qualifying Life Event should
notify the Anadarko Benefits Center within 30 days of the event. Any new election or election
change based on a Qualifying Life Event must be (A) completed and returned to the Plan Sponsor,
(B) completed telephonically, or (C) if the application is electronic, posted online, in accordance with
the Plan Administrator’s procedures as described in this Appendix F and otherwise communicated
to eligible individuals. Depending on the type of Qualifying Life Event, the Eligible Retiree or
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eligible Dependent may also need to provide proof of the event (for example, a Medicare I.D.
number).

Requested terminations of coverage as the result of a Qualifying Life Event will be effective
as of the last day of the month in which the request is submitted to, and accepted by, the Anadarko
Benefits Center.

Requested changes to, or enrollments in, coverage as the result of a Qualifying Life Event
will be effective as of the first day of the month next following the month in which the request is
submitted to, and accepted by, the Anadarko Benefits Center.

(b) Voluntary Election to Drop Coverage

Effective as of January 1, 2017, an Eligible Retiree may elect to voluntarily drop his coverage
(and that of his Dependents) under a Group Health Program at any time, in which case such
termination will be applied as provided in Section 5(a) or 5(b), as applicable, of this Appendix F, and
the Eligible Retiree and his Dependents will no longer be eligible to participate in such Group
Health Program (or if such Group Health Program is a medical benefit program, in any other Group
Health Program that is a medical benefit program).

Any election to drop coverage under a Group Health Program must be (i) completed and
returned to the Plan Sponsor, (ii) completed telephonically, or (iii) if the application is electronic,
posted online, in accordance with the Plan Administrator’s procedures as described in this Appendix
I and otherwise communicated to eligible individuals.

5. Termination of Coverage

(a)  Eligible Retiree Coverage.
An Eligible Retiree’s coverage shall terminate on the earliest to occur of the following:

(@) The date on which the Plan or the Group Health Benefit terminates, or is amended
to eliminate coverage for the Eligible Retiree, for whatever reason;

(i) The date of the Eligible Retiree’s death;

(i)  The last day of the period for which any required contribution for coverage has been
made if the charge for the next period is not paid when due;

(iv)  The date on which the Eligible Retiree falsifies information provided to the Plan,
fraudulently or deceptively uses Plan services, or knowingly permits such fraud or
deception by another person, including enrolling a person as a Spouse or other
Dependent who does not qualify as a Dependent under the terms of the Group
Health Benefit;

v) With respect to a Eligible Retiree who, as of January 1, 2016, had not attained
Medicare Eligibility Due to Age, the last day of the month immediately prior to the
month in which such Eligible Retiree attains Medicare Eligibility Due to Age;

(vi)  The date the Eligible Retiree is rehired as the Employee of an Employer or otherwise
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ceases to be an Eligible Retiree; or

(vi)  The date on which the Eligible Retiree elects to voluntarily drop his coverage under
the Plan, in which case he will no longer be eligible to participate in the Plan.

(b)  Dependent Coverage
Coverage for a Dependent shall terminate on the earliest to occur of the following:

€] The date on which the Plan or the Group Health Benefit terminates, or is amended
to eliminate coverage for the Dependent, for whatever reason;

(i) The last day of the period for which any required contribution for coverage has been
made if the charge for the next period is not paid when due;

(i)  The date the Dependent enrolls in coverage under the APC Active Plan as an
Employee;

(iv)  The last day of the month in which the Dependent ceases to be an eligible
Dependent under the Group Health Benefit;

v) The date on which the Dependent falsifies information provided to the Plan,
fraudulently or deceptively uses Plan services, or knowingly permits such fraud or
deception by another person;

(vi)  The date the Dependent’s coverage ceases to be available to the Eligible Retiree;

(vi)  The date on which an Eligible Retiree elects to voluntarily terminate coverage for his
Dependent, in which case such Dependent will no longer be eligible to participate in
the Plan;

(viii)  The date on which the Dependent becomes a full-time member of the armed forces,
except as provided by USERRA; or

(ix)  With respect to a Dependent who, as of January 1, 2016, had not attained Medicare
Eligibility Due to Age, the last day of the month immediately prior to the month in
which such Dependent attains Medicare Eligibility Due to Age [not applicable to the
dental coverage of a Grandfathered Dental Dependent].

©) Surviving Dependent Coverage.

If an Eligible Retiree dies while covered under the Group Health Benefit, any coverage then
in effect for the deceased Eligible Retiree’s surviving Spouse and other Dependents (also included in
the term “Surviving Dependents”) will be automatically continued, subject to the payment of any
required contributions.

Coverage for a Surviving Dependent shall terminate on the earliest to occur of the following:

@) The date of death of the Surviving Dependent;

(i) The date on which the Plan or the Group Health Benefit terminates, or is amended
to eliminate coverage for the Surviving Dependent, for whatever reason;
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The last day of the period for which any required contribution for coverage has been
made if the charge for the next period is not paid when due;

The date the Surviving Dependent enrolls in coverage under the APC Active Plan as
an Employee (if the surviving Spouse becomes such an Employee, coverage under
the Group Health Benefit will terminate for all related Surviving Dependents);

The last day of the month in which the Surviving Dependent ceases to be an eligible
Dependent under the Group Health Benefit;

The date on which the Surviving Dependent elects to voluntarily drop her coverage
under the Plan, in which case she will no longer be eligible to participate in the Plan;

The date on which the Surviving Dependent falsifies information provided to the
Plan, fraudulently or deceptively uses Plan services, or knowingly permits such fraud
or deception by another person;

The date on which the Surviving Dependent becomes a full-time member of the
armed forces, except as provided by USERRA; or

With respect to a Surviving Dependent who, as of January 1, 2016, had not attained
Medicare Eligibility Due to Age, the last day of the month prior to the month in
which such Surviving Dependent attains Medicare Eligibility Due to Age /[not
applicable to the dental coverage of a Grandfathered Dental Dependent who is a Surviving
Dependent].
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SUMMARY PLAN DESCRIPTION OF THE
GROUP HEALTH BENEFIT UNDER THE
ANADARKO PETROLEUM CORPORATION RETIREE HEALTH BENEFITS PLAN
(Amended and Restated Effective as of January 1, 2018)

APPENDIX G

The following Group Health Program Documents which are operative as of January 1, 2018
are attached hereto and incorporated, in their entirety, into this SPD by reference:”

e UnitedHealthcare HDHP Choice Plus Plan Medical Benefits Program:

0 UnitedHealthcare HDHP Choice Plus Plan Booklet (2018), Group Number
755494

e UnitedHealthcare HDHP Options (Utah) Plan Medical Benefits Program:

O UnitedHealthcare HDHP Options Plan Booklet (2018), Group Number 755494;

e UnitedHealthcare Out of Area HDHP Options Plan Medical Benefits Program:

0 UnitedHealthcare HDHP Out of Area Options Plan Booklet (2018), Group
Number 755494,

e UnitedHealthcare Dental Benefits Program:

O UnitedHealthcare Dental PPO Plan (2015) (Plan Number P9568), Group
Number 755494

e UnitedHealthcare Medicare Prescription Drug Program:

O UnitedHealthcare MedicareRx for Groups (PDP), Evidence of Coverage (2017),
Group Number 00334; and

O UnitedHealthcare RxSupplement, Certificate of Coverage (2017), Group
Number 00334.

NOTICE: Appendix G was amended by the Second Summary of
Material Modification (SMM). Please see the Second SMM for
more information.

* The Group Health Program Documents also include any other amendments, riders or attachments to the documents
listed above, or any other documents under which a Group Health Program is established and operated, as of January 1,
2018.

G-1 Revision Date: January 1, 2018
4831-3643-7148 v.2
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Program Document 1

UnitedHealthcare HDHP Choice Plus Plan Booklet (2018), Group
Number 755494

SUMMARY PLAN DESCRIPTION OF THE GROUP HEALTH BENEFIT
UNDER THE ANADARKO PETROLEUM CORPORATION
RETIREE HEALTH BENEFITS PLAN (AMENDED AND RESTATED
EFFECTIVE AS OF JANUARY 1, 2018)
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SECTION 1 - WELCOME

Quick Reference Box

m  Member services, claim inquiries, Personal Health Support, prior authorization and
Mental Health/Substance Use Disorder Administrator: (888) 512-4093;

m  Claims submittal address: UnitedHealthcare - Claims, P.O. Box 740800, Atlanta, GA
30374-0800; and

m  Online assistance: www.myuhc.com.

Anadarko Petroleum Corporation is pleased to provide you with this Benefits Booklet,
which describes the HDHP Choice Plus Plan health Benefits available to you and your
covered family members under the Anadarko Petroleum Corporation Health Benefits Plan
(APC Health Benefits Plan) and the Anadarko Petroleum Corporation Retiree Health
Benefits Plan (APC Retiree Health Benefits Plan). When used in this Benefits Booklet, the
term “Plan” means, as applicable, either 1) the wrap-around Plan document and wrap-
around Summary Plan Description of the APC Health Benefits Plan, and any appendices
attached thereto, as they relate to the HDHP Choice Plus Plan, including this Benefits
Booklet or 2) the wrap-around Plan document and wrap-around Summary Plan Description
of the Group Health Benefit' under the APC Retiree Health Benefits Plan, and any
appendices attached thereto, as they relate to the HDHP Choice Plus Plan, including this
Benefits Booklet.

This Benefits Booklet includes summaries of:

m  who is eligible;

B services that are covered, called Covered Health Services;
B services that are not covered, called Exclusions;

m  how Benefits are paid; and

m your rights and responsibilities under the Plan.

The complete Summary Plan Description of the APC Health Benefits Plan (which consists
of the wrap-around Summary Plan Description of the APC Health Benefits Plan, and any
appendices attached thereto, as they relate to the HDHP Choice Plus Plan, including this
Benefits Booklet) and the complete Summary Plan Description of the Group Health Benefit
under the APC Retiree Health Benefits Plan (which consists of the wrap-around Summary
Plan Description of the Group Health Benefit under the APC Retiree Health Benefits Plan,
and any appendices attached thereto, as they relate to the HDHP Choice Plus Plan, including

!'The Summary Plan Description of the Group Health Benefit is one of two components of the full Summary
Plan Description of the APC Retiree Health Benefits Plan. Apart from the Group Health Benefit, other group
health benefits, unrelated to the HDHP Choice Plus Plan, are provided to eligible individuals under the APC
Retiree Health Benefits Plan. Such benefits are described in a separate summary plan description document
that constitutes the other component of the full Summary Plan Description of the APC Retiree Health Benefits
Plan.

1 SECTION 1 - WELCOME
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this Benefits Booklet) are each referred to in this Benefits Booklet as an “SPD.” The SPDs
are designed to meet the disclosure requirements of the Employee Retirement Income
Security Act of 1974 (ERISA). This Benefits Booklet supersedes any previous printed or
electronic Benefits Booklet for the HDHP Choice Plus Plan offered under the Plan.

IMPORTANT

The healthcare service, supply or Pharmaceutical Product is only a Covered Health
Service if it is Medically Necessary. (See definitions of Medically Necessary and Covered
Health Service in Section 14, Glossary.) The fact that a Physician or other provider has
performed or prescribed a procedure or treatment, or the fact that it may be the only
available treatment for a Sickness, Injury, Mental Illness, Substance-related and Addictive
Disorder, disease or its symptoms does not mean that the procedure or treatment is a
Covered Health Service under the Plan.

Anadarko Petroleum Corporation intends to continue the Plan, but reserves the right, in
its sole discretion, to modify, change, revise, amend or terminate the Plan at any time, for
any reason, and without prior notice. This Benefits Booklet is not to be construed as a
contract of or for employment. If there should be an inconsistency between the contents
of this Benefits Booklet and the contents of the wrap-around Summary Plan Description
of the APC Health Benefits Plan or the wrap-around Summary Plan Description of the
Group Health Benefit under the APC Retiree Health Benefits Plan, your rights shall be
determined as provided in the wrap-around Summary Plan Description of the APC
Health Benefits Plan or the wrap-around Summary Plan Description of the Group Health
Benefit under the APC Retiree Health Benefits Plan, as applicable.

UnitedHealthcare is a private healthcare claims administrator. UnitedHealthcare goal is to
give you the tools you need to make wise healthcare decisions. UnitedHealthcare also helps
your employer to administer claims. Although UnitedHealthcare will assist you in many
ways, it does not guarantee any Benefits. Anadarko Petroleum Corporation is solely
responsible for paying Benefits described in this Benefits Booklet.

Please read this Benefits Booklet thoroughly to learn how the HDHP Choice Plus Plan
works. If you have questions contact the Anadarko Benefits Center at (866) 472-4711 or call
the number on the back of your ID card.

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

m  Many of the sections of this Benefits Booklet are related to other sections. You may
not have all the information you need by reading just one section.

m  You can find copies of your Benefits Booklet and any future amendments at
www.anadarkoadvantage.ehr.com or request printed copies by contacting the
Anadarko Benefits Center at (866) 472-4711.

m  Capitalized words in the Benefits Booklet have special meanings and are defined in
Section 14, Glossary.

2 SECTION 1 - WELCOME
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If eligible for coverage, the words “you” and “your” refer to Covered Persons as
defined in Section 14, Glossary.

Anadarko Petroleum Corporation is also referred to as Company.

If there is a conflict between this Benefits Booklet and any benefit summaries (other
than Summaries of Material Modifications to the SPD under ERISA) provided to
you, this Benefits Booklet will control.

SECTION 1 - WELCOME
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SECTION 2 - INTRODUCTION

What this section includes:
m  Who's eligible for coverage under the Plan;

m  The factors that impact your cost for coverage;
m Instructions and timeframes for enrolling yourself and your eligible Dependents;
m  When coverage begins; and

m  When you can make coverage changes under the Plan.

Important Note: Except as otherwise noted, the provisions of this Section 2 apply to
coverage under the APC Retiree Health Benefits Plan, as applicable to the HDHP Choice
Plus Plan, only to the extent that such provisions are not inconsistent with the wrap-around
Summary Plan Description of the Group Health Benefit under the APC Retiree Health
Benefits Plan, which governs and controls. Please refer to the wrap-around Summary Plan
Description of the Group Health Benefit under the APC Retiree Health Benefits Plan for
additional details regarding eligibility, enrollment and other coverage terms under the APC
Retiree Health Benefits Plan for eligible Retired Employees and their eligible Dependents.

Eligibility

Retiree Eligibility Frozen on December 31, 2015

Notwithstanding anything in this Benefits Booklet to the contrary, eligibility to participate in
the HDHP Choice Plus Plan under the APC Retiree Health Benefits Plan was frozen on
December 31, 2015, except as otherwise specifically provided in the wrap-around Summary
Plan Description of the Group Health Benefit under the APC Retiree Health Benefits Plan.
Consequently, only such Retired Employees, Dependents and other individuals as
specifically provided in the Summary Plan Description of the Group Health Benefit under
the APC Retiree Health Benefits Plan may become newly eligible to participate in the
HDHP Choice Plus Plan under the APC Retiree Health Benefits a Plan on or after January
1, 2016.

You are eligible to participate in the Plan if you are a regular full-time or part-time Employee
who is eligible to participate in the APC Health Benefits Plan in accordance with the wrap-
around Summary Plan Description of the APC Health Benefits Plan or a Retired Employee
who is eligible to participate in the APC Retiree Health Benefits Plan in accordance with the
wrap-around Summary Plan Description of the Group Health Benefit under the APC
Retiree Health Benefits Plan.

Your eligible Dependents may also participate in the Plan. An eligible Dependent is
considered to be:
m your Spouse (including your Domestic Partner), as defined in Section 14, Glossary;

m your or your Spouse’s child who is under age 26, through the end of the year in which
the child turns age 26; for purposes of this and the next bullet point, “child” includes a
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natural child, stepchild, a legally adopted child, a child placed for adoption or a child for
whom you or your Spouse have a court appointed guardianship or conservatorship but
only if such child primarily lives with you and is a member of your household; or

m your or your Spouse’s child, beginning with the year of the child’s 27th birthday, who is
dependent upon you or your Spouse because of a mental or physical handicap rendering
the child medically incapacitated and unable to be self-supporting (Disabled). The child
must satisfy either of the following requirements:

- prior to the end of the year of the child’s 26th birthday, the child is Disabled and
covered as a Dependent under the Plan; or

- the child is Disabled and over age 26 prior to the child’s parent first becoming
eligible for coverage under the Plan, either as an Employee or as the Spouse of an
Employee, and the Employee enrolls the child in the Plan when the Employee first
becomes eligible to enroll for coverage (i.e., the Disabled child cannot later be added
to coverage under the Plan).

In addition, the child must reside with the Employee in his household for more than
one-half of the year, and the child must not provide more than one-half of his own
support for the year. Periodic proof of incapacity may be required by the Plan
Administrator to continue coverage for the child.

Note: Your Dependents may not enroll in the Plan unless you are also enrolled. If you and
your Spouse are both Employees and covered under the APC Health Benefits Plan, you may
each be enrolled as an Employee or be covered as a Dependent of the other person, but not
both. If you and your Spouse are both Retired Employees and covered under the APC
Retiree Health Benefits Plan, you may each be enrolled as a Retired Employee or be covered
as a Dependent of the other person, but not both. However, if you are eligible for coverage
as an Employee under the APC Health Benefits Plan and your Spouse is eligible for
coverage as a Retired Employee under the APC Retiree Health Benefits Plan, you are not
eligible for coverage as a Dependent under the APC Retiree Health Benefits Plan, but your
Spouse is eligible for coverage as a Dependent under the APC Health Benefits Plan (subject
to the other applicable terms of the APC Health Benefits Plan). In addition, if you and your
Spouse are both covered under the Plan, only one parent may enroll your child as a
Dependent.

A Dependent also includes a child for whom health care coverage is required through a
Qualified Medical Child Support Order or other court or administrative order, as described
in Section 13, Other Important Information.

Cost of Coverage

You and Anadarko Petroleum Corporation share in the cost of the Plan. Your contribution
amount depends on the options under the Plan you select and the family members you
choose to enroll.

Your contributions are deducted from your paychecks on a before-tax basis. Before-tax
dollars come out of your pay before federal income and Social Security taxes are withheld -
and in most states, before state and local taxes are withheld. This gives your contributions a
special tax advantage and lowers the actual cost to you.

5 SECTION 2 - INTRODUCTION
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Note: The Internal Revenue Service generally does not consider Domestic Partners and
their children to be per se dependents for federal tax purposes (unless they meet the specific
requirements for qualifying as tax dependents under the Internal Revenue Code of 1980, as
amended (the “Code”)). Therefore, the value of Anadarko Petroleum Corporation’s cost in
covering a Domestic Partner and the Domestic Partnet’s children may be imputed to the
Employee as income. In addition, the share of the Employee’s contribution that covers a
Domestic Partner and their children will be paid using after-tax payroll deductions.

Your contributions are subject to review and Anadarko Petroleum Corporation reserves the
right to change your contribution amount from time to time.

You can obtain current contribution rates by calling the Anadarko Benefits Center at
(866) 472-4711 or logging onto www.anadarkoadvantage.ehr.com.

How to Enroll

To enroll, call the Anadarko Benefits Center at (866) 472-4711, or log onto
www.anadarkoadvantage.ehr.com, within 31 days of the date you first become eligible for
medical Plan coverage. If you do not enroll within 31 days, you will need to wait until the
next Annual Enrollment to make your benefit elections.

Each year during Annual Enrollment, you have the opportunity to review and change your
medical election. Any changes you make during Annual Enrollment will become effective
the following January 1.

Important

If you wish to change your benefit elections following your marriage, the birth of a child,
adoption of a child, placement for adoption of a child or other family status change, you
must contact the Anadarko Benefits Center at (866) 472-4711 within 31 days of the event.
Otherwise, you will need to wait until the next Annual Enrollment to change your

elections.

When Coverage Begins

Once the Anadarko Benefits Center receives your properly completed enrollment, coverage
will begin on your initial date of eligibility, as described in the SPD. Coverage for your
Dependents will start on the date your coverage begins, provided you have enrolled them in
a timely manner.

Coverage for a Spouse or Dependent stepchild that you acquire via marriage becomes
effective the date the Anadarko Benefits Center receives notice of your marriage, provided
you notify the Anadarko Benefits Center within 31 days of your marriage. Coverage for
Dependent children acquired through birth, adoption, or placement for adoption is effective
the date of the family status change, provided you notify the Anadarko Benefits Center
within 31 days of the birth, adoption, or placement.

If You Are Hospitalized When Your Coverage Begins

If you are an inpatient in a Hospital, Skilled Nursing Facility or Inpatient Rehabilitation
Facility on the day your coverage begins, the Plan will pay Benefits for Covered Health

6 SECTION 2 - INTRODUCTION

2018 SPD - GHP Retiree Health p. 117

118



119
ANADARKO PETROLEUM CORPORATION MEDICAL HDHP CHOICE PLUS PLAN

Services related to that Inpatient Stay as long as you receive Covered Health Services in
accordance with the terms of the Plan.

You should notify UnitedHealthcare within 48 hours of the day your coverage begins, or as
soon as is reasonably possible. Network Benefits are available only if you receive Covered
Health Services from Network providers.

Changing Your Coverage

You may make coverage changes during the year only if you experience a change in family
status that affects eligibility for coverage or you have a special enrollment right. The change
in coverage must be consistent with the change in status (e.g., you cover your Spouse
following your marriage, your child following an adoption, etc.), but you can generally enroll
yourself and/or your Dependents in any medical Benefit Program offered under the Plan for
which you are otherwise eligible as provided in the SPD if you have a special enrollment
right. The following are considered family status changes for purposes of the Plan:

m your marriage, divorce, legal separation or annulment;

m establishing or dissolving a Domestic Partnership;

m the birth, adoption, placement for adoption or legal guardianship of a Dependent child;

m any of the following that change your or your Dependent’s employment status: a
termination or commencement of employment; a strike or lockout; a commencement of
or return from an unpaid leave of absence; and a change in worksite;

m the death of a Dependent;
m  your Dependent child no longer qualifying as an eligible Dependent;
m a change in your or your Dependent’s residence;

m a change in your or your Dependent’s position or work schedule that impacts eligibility
for health coverage;

m your or your Dependent’s gain or loss of entitlement to Medicaid or Medicare;

m significant cost or coverage changes;

B 2 court or administrative order; and

m any other change in status event provided under the Anadarko Petroleum Corporation

Pre-Tax Premium and Benefits Plan.

The following create special enrollment rights for purposes of the Plan:

W your marriage;
m the birth, adoption, placement for adoption of a Dependent child;

m loss of eligibility for other health coverage as a result of legal separation, divorce, loss of
dependent status, death of an employee, termination of employment, or reduction in
houts;
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m you or your eligible Dependent who were enrolled in an HMO no longer live or work in
that HMO’s service area and, with respect to the group market, no other benefit option
is available to you or your eligible Dependent, resulting in a loss of eligibility for
coverage;

m benefits are no longer offered by the Plan to a class of individuals that include you or
your eligible Dependent;

m contributions are no longer paid by the Employer;

m loss of coverage due to the exhaustion of another employer’s COBRA benefits, provided
you were paying for premiums on a timely basis;

m termination of your or your Dependent’s Medicaid or Children’s Health Insurance
Program (CHIP) coverage as a result of loss of eligibility (you must contact the
Anadarko Benefits Center within 60 days of termination); and

m you or your Dependent become eligible for a premium assistance subsidy under
Medicaid or CHIP (you must contact the Anadarko Benefits Center within 60 days of
determination of subsidy eligibility).

Unless otherwise noted above, if you wish to change your elections, you must contact the
Anadarko Benefits Center at (866) 472-4711 within 31 days of the change in family status.
Otherwise, you will need to wait until the next Annual Enrollment.

While some of these changes in status are similar to qualifying events under COBRA, you, or
your eligible Dependent, do not need to elect COBRA continuation coverage to take
advantage of the special enrollment rights listed above. These will also be available to you or
your eligible Dependent if COBRA is elected.

Note: Any child under age 26 who is placed with you for adoption will be eligible for
coverage on the date the child is placed with you, even if the legal adoption is not yet final. If
you do not legally adopt the child, all medical Plan coverage for the child will end when the
placement ends.

Change in Family Status - Example

Jane is married and has two children who qualify as Dependents. At Annual Enrollment,
she elects not to participate in Anadarko Petroleum Corporation’s medical plan, because
her husband, Tom, has family coverage under his employer’s medical plan. In June, Tom
loses his job as part of a downsizing. As a result, Tom loses his eligibility for medical
coverage. Due to this family status change, Jane can elect family medical coverage under
the Plan outside of Annual Enrollment.
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2018 SPD - GHP Retiree Health p. 119



121
ANADARKO PETROLEUM CORPORATION MEDICAL HDHP CHOICE PLUS PLAN

SECTION 3 - HOW THE PLAN WORKS

What this section includes:
m Network and Non-Network Benefits;

m  [Fligible Expenses;
m  Annual Deductible;

m Coinsurance; and

m Out-of-Pocket Maximum.

Accessing Benefits

As a participant in the Plan, you have the freedom to choose the Physician or health care
professional you prefer each time you need to receive Covered Health Services. The choices
you make affect the amounts you pay, as well as the level of Benefits you receive and any
benefit limitations that may apply.

You are eligible for the Network level of Benefits under the Plan when you receive Covered
Health Services from Physicians and other health care professionals who have contracted
with UnitedHealthcare to provide those services.

Depending on the geographic area and the service you receive, you may have access through
UnitedHealthcare’s Shared Savings Program to non-Network providers who have agreed to
discounts negotiated from their charges on certain claims for Covered Health Services. Refer
to the definition of Shared Savings Program in Section 14, Glossary, of the SPD for details
about how the Shared Savings Program applies.

You can choose to receive Designated Network Benefits, Network Benefits or Non-
Network Benefits.

Designated Network Benefits apply to Covered Health Services that are provided by a
Network Physician or other Network provider that is identified as a Designated Provider.
Only certain Network Physicians and Network providers have been identified as Designated
Providers. Designated Network Benefits are available only for specific Covered Health
Services as identified in Section 5, Plan Highlights. When Designated Network Benefits apply,
they are included in and subject to the same Annual Deductible and Out-of-Pocket
Maximum requirements as all other Covered Health Services provided by Network
providers.

Network Benefits apply to Covered Health Services that are provided by a Network
Physician or other Network provider. Emergency Health Services are always paid as
Network Benefits. For facility charges, these are Benefits for Covered Health Services that
are billed by a Network facility and provided under the direction of either a Network or non-
Network Physician or other provider. Network Benefits include Physician services provided
in a Network facility by a Network or a non-Network radiologist, anesthesiologist,
pathologist and Emergency room Physician.
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Non-Network Benefits apply to Covered Health Services that are provided by a non-
Network Physician or other non-Network provider, or Covered Health Services that are
provided at a non-Network facility.

Generally, when you receive Covered Health Services from a Network provider, you pay less
than you would if you receive the same care from a non-Network provider. Therefore, in
most instances, your out-of-pocket expenses will be less if you use a Network provider.

If you choose to seek care outside the Network, the Plan generally pays Benefits at a lower
level. You are required to pay the amount that exceeds the Eligible Expense. The amount in
excess of the Eligible Expense could be significant, and this amount does not apply to the
Out-of-Pocket Maximum. You may want to ask the non-Network provider about their billed
charges before you receive care.

Health Services from Non-Network Providers Paid as Network Benefits

If specific Covered Health Services are not available from a Network provider, you may be
eligible to receive Network Benefits from a non-Network provider. In this situation, your
Network Physician will notify the Claims Administrator and if the Claims Administrator
confirms that care is not available from a Network provider, the Claims Administrator will
work with you and your Network Physician to coordinate care through a non-Network
provider.

When you receive Covered Health Services through a Network Physician, the Plan will pay
Network Benefits for those Covered Health Services, even if one or mote of those Covered
Health Services is received from a non-Network provider.

Looking for a Network Provider?

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

Network Providets

UnitedHealthcare or its Affiliates arrange for health care providers to participate in a
Network. At your request, UnitedHealthcare will send you a directory of Network providers
free of charge. Keep in mind, a provider’s Network status may change. To verify a provider’s
status or request a provider directory, you can call UnitedHealthcare at the toll-free number
on your ID card or log onto www.myuhc.com.

See Attachment I to this Benefits Booklet, Hea/th Care Reform Notices, for additional
information regarding your right under applicable law to designate a primary care provider
and receive certain Covered Health Services without a referral.

Network providers are independent practitioners and are not employees of Anadarko
Petroleum Corporation or UnitedHealthcare.
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UnitedHealthcare’s credentialing process confirms public information about the providers’
licenses and other credentials, but does not assure the quality of the services provided by
such providers.

Possible Limitations on Provider Use

If UnitedHealthcare determines that you are using health care services in a harmful or
abusive manner, you may be required to select a Network Physician to coordinate all of your
future Covered Health Services, to the extent permitted by the Affordable Care Act and
other applicable law. If you don’t make a selection within 31 days of the date you are
notified, UnitedHealthcare will select a Network Physician for you. In the event that you do
not use the Network Physician to coordinate all of your care, any Covered Health Services
you receive will be paid at the non-Network level.

Don’t Forget Your ID Card
Remember to show your UnitedHealthcare ID card every time you receive health care
services from a provider. If you do not show your ID card, a provider has no way of

knowing that you are enrolled under the Plan.

Eligible Expenses

Eligible Expenses are the charges for Covered Health Services that are (i) incurred by a
Covered Person while the Plan is in effect and (if) determined by UnitedHealthcare to be
payable as Benefits under the Plan.

The Plan Administrator has delegated to UnitedHealthcare, in its capacity as the Claims
Administrator and Claims Fiduciary, the discretion and authority to (a) decide whether a
treatment or supply is a Covered Health Service, (b) formulate the methods by which
Eligible Expenses will be determined, and (c) determine Eligible Expenses that are payable
as Benefits under the Plan.

For Designated Network Benefits and Network Benefits, you are not responsible for any
difference between the amount the provider bills and the portion of such amount that
UnitedHealthcare determines constitutes Eligible Expenses. For Network Benefits for
Covered Health Services provided by a non-Network provider (other than Emergency
Health Services or services otherwise arranged by UnitedHealthcare), you will be responsible
to the non-Network Physician or provider for any amount billed that is greater than the
amount UnitedHealthcare determines to be an Eligible Expense as described below. For
Non-Network Benefits, you are responsible for paying, directly to the non-Network
provider, any difference between the amount the provider bills and the portion of such
amount UnitedHealthcare determines constitutes Eligible Expenses.

Eligible Expenses are determined solely in accordance with (1) UnitedHealthcare’s
reimbursement policy guidelines, as described under the definition of Eligible Expenses in
Section 14, Glossary, and (ii) the other applicable terms and conditions of coverage under the
Plan.
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For Designated Network Benefits and Network Benefits, Eligible Expenses are based
on the following:

When Covered Health Services are received from a Network provider, Eligible Expenses
are UnitedHealthcare’s contracted fee(s) with that provider.

When Covered Health Services are received from a non-Network provider as a result of
an Emergency or as arranged by UnitedHealthcare, Eligible Expenses are based on the
amount that is required by applicable law (including the Affordable Care Act), or if no
amount is required by applicable law, then an amount negotiated or authorized by
UnitedHealthcare, as permitted by applicable law.

For Non-Network Benefits, (i.c., Benefits that are payable when Covered Health Services
are received from a non-Network provider, except as the result of an Emergency or as
arranged by UnitedHealthcare, as provided in the paragraph above), Eligible Expenses are
based on one of the following amounts:

m Negotiated rates agreed to by the non-Network provider and either UnitedHealthcare or
one of UnitedHealthcare’s authorized vendors, Affiliates or subcontractors, at
UnitedHealthcare’s discretion, including, without limitation, pursuant to the Shared
Savings Program.

m If rates have not been negotiated, then one of the following amounts, as applicable:

¢

Eligible Expenses are determined based on 110% of the published rates allowed by
the Centers for Medicare and Medicaid Services (CMS) for Medicare for the same or similar
service within the geographic market, with the exception of the following:

50% of CMS for the same or similar laboratory service.

45% of CMS for the same or similar durable medical equipment, or CMS
competitive bid rates.

When a rate is not published by CMS for the service, UnitedHealthcare uses an
available gap methodology to determine a rate for the service as follows:

For services other than Pharmaceutical Products, UnitedHealthcare uses a
gap methodology established by Optumlnsight and/or a third party vendor
that uses a relative value scale. The relative value scale is usually based on the
difficulty, time, work, risk and resources of the service. If the relative value
scale(s) currently in use becomes no longer available, UnitedHealthcare will
use a comparable scale(s). UnitedHealthcare and Opzuminsight are related
companies through common ownership by UnitedHealth Group. Refer to
UnitedHealthcare’s website at www.myuhc.com for information regarding
the vendor that provides the applicable gap fill relative value scale
information.

For Pharmaceutical Products, UnitedHealthcare uses gap methodologies that
are similar to the pricing methodology used by CAMS, and produce fees based
on published acquisition costs or average wholesale price for the
pharmaceuticals. These methodologies are currently created by R] Health
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Systems, Thomson Reuters (published in its Red Book), or UnitedHealthcare
based on an internally developed pharmaceutical pricing resource.

¢ When a rate is not published by CMS for the service and a gap methodology does
not apply to the service, the Eligible Expense is based on 50% of the provider’s
billed charge.

UnitedHealthcare updates the CMS published rate data on a regular basis when updated data
from CMS becomes available. These updates are typically implemented in
UnitedHealthcare’s systems within 30 to 90 days after CMS updates its data. The CMS
published rate that is applicable to a participant’s claim is the CMS published rate as reflected
in UnitedHealthcare’s systems on the date that such claim is incurred.

IMPORTANT NOTICE: Non-Network providers may bill you for any difference
between the provider’s billed charges and the Eligible Expense described here.

Annual Deductible

The Annual Deductible is the amount of Eligible Expenses you must pay each calendar year
for Covered Health Services before you are eligible to begin receiving Benefits. There are
separate Network and non-Network Annual Deductibles for the Plan. The amounts you pay
toward your Annual Deductible accumulate over the course of the calendar year.

The Annual Deductible applies to all Covered Health Services under the Plan, including
Covered Health Services provided in Section 15, Prescription Drug Products.

Eligible Expenses charged by both Network and non-Network providers apply towards both
the Network individual and family Deductibles and the non-Network individual and family
Deductibles.

Amounts paid toward the Annual Deductible for Covered Health Services that are subject to
a visit or day limit will also be calculated against that maximum benefit limit. As a result, the
limited benefit will be reduced by the number of days or visits you used toward meeting the
Annual Deductible.

When a Covered Person transfers from another Benefit Program under the Plan, as
described in the SPD, to this HDHP Choice Plus Plan, any amount already applied to the
annual deductible provision under that prior Benefit Program for the year will apply to the
Annual Deductible provision under this HDHP Choice Plus Plan.

Coinsurance

Coinsurance is the percentage of Eligible Expenses that you are responsible for paying.
Coinsurance is a fixed percentage that applies to certain Covered Health Services after you
meet the Annual Deductible.

Coinsurance — Example
Let’s assume that you receive Plan Benefits for outpatient surgery from a Network
provider. Since the Plan pays 80% after you meet the Annual Deductible, you are

responsible for paying the other 20%. This 20% is your Coinsurance.
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Out-of-Pocket Maximum

The annual Out-of-Pocket Maximum is the maximum amount you will be required to pay
each calendar year for Covered Health Services. There are separate Network and non-
Network Out-of-Pocket Maximums for the Plan. If your eligible out-of-pocket expenses in a
calendar year exceed the annual Out-of-Pocket Maximum, the Plan pays 100% of Eligible
Expenses for Covered Health Services through the end of the calendar year.

The Out-of-Pocket Maximum applies to all Covered Health Services under the Plan,
including Covered Health Services provided in Section 15, Prescription Drug Products.

Eligible Expenses charged by both Network and non-Network providers apply toward both
the Network individual and family Out-of-Pocket Maximums and the non-Network
individual and family Out-of-Pocket Maximums.

The following table identifies what does and does not apply toward your Network and non-
Network Out-of-Pocket Maximums:

Applies to the Applies to the
Plan Featur Network Non-Network
ah Teatufes Out-of-Pocket Out-of-Pocket
Maximum? Maximum?
Copays for Covered Health Services
available in Section 15, Prescription Drug Yes Yes
Products
Payments toward the Annual Deductible Yes Yes

Coinsurance payments, including those for
Covered Health Services available in Section Yes Yes
15, Prescription Drug Products

Charges for non-Covered Health Services No No
Charges that exceed Eligible Expenses No No
14 SECTION 3 - How THE PLAN WORKS
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SECTION 4 - PERSONAL HEALTH SUPPORT AND PRIOR AUTHORIZATION

What this section includes:
m  An overview of the Personal Health Support program; and

m  Covered Health Services which require prior authorization.

UnitedHealthcare provides a program called Personal Health Support designed to encourage
personalized, efficient care for you and your covered Dependents.

Personal Health Support Nurses center their efforts on prevention, education, and closing
any gaps in your care. The goal of the program is to ensure you receive the most appropriate
and cost-effective services available.

If you are living with a chronic condition or dealing with complex health care needs,
UnitedHealthcare may assign to you a primary nurse, referred to as a Personal Health
Support Nurse to guide you through your treatment. This assigned nurse will answer
questions, explain options, identify your needs, and may refer you to specialized care
programs. The Personal Health Support Nurse will provide you with their telephone number
so you can call them with questions about your conditions, or your overall health and well-
being.

Personal Health Support Nurses will provide a variety of different services to help you and
your covered family members receive appropriate medical care. Program components are
subject to change without notice. As of the publication of this Benefits Booklet, the Personal
Health Support Nurse program includes:

m Admission counseling - Nurse advocates are available to help you prepare for a
successful surgical admission and recovery. Call the number on the back of your ID card
for support.

m Inpatient care management - If you are hospitalized, a nurse will work with your
Physician to make sure you are getting the care you need and that your Physician’s
treatment plan is being carried out effectively.

m Readmission management - This program serves as a bridge between the Hospital
and your home if you are at high risk of being readmitted. After leaving the Hospital, if
you have a certain chronic or complex condition, you may receive a phone call from a
Personal Health Support Nurse to confirm that medications, needed equipment, or
follow-up services are in place. The Personal Health Support Nurse will also share
important health care information, reiterate and reinforce discharge instructions, and
support a safe transition home.

m  Risk management - Designed for participants with certain chronic or complex
conditions, this program addresses such health care needs as access to medical
specialists, medication information, and coordination of equipment and supplies.
Covered Persons may receive a phone call from a Personal Health Support Nurse to
discuss and share important health care information related to the participant’s specific
chronic or complex condition.
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If you do not receive a call from a Personal Health Support Nurse but feel you could benefit
from any of these programs, please call the toll-free number on your ID card.

Prior Authorization

The Plan requires that you obtain prior authorization from the Claims Administrator for
certain Covered Health Services. In general, Physicians and other health care
professionals who participate in a Network are responsible for obtaining prior
authorization. However, if you choose to receive Covered Health Services from a non-
Network provider, you are responsible for obtaining prior authorization before you
receive the services. Services for which prior authorization is required are identified below
and in Section 6, Additional Coverage Details within each Covered Health Service category.

IMPORTANT: Prior authorization is not a guarantee of any payment of Benefits. In
addition to any prior authorization requirement, Benefits are also subject to all other
applicable requirements of the Plan, including, but not limited to, any limitations and
exclusions regarding coverage, timely payment of required contributions toward your
coverage, and your eligibility at the time care and services are provided.

It is recommended that you confirm with the Claims Administrator that all Covered Health
Services listed below have been prior authorized as required. Before receiving these services
from a Network provider, you may want to contact the Claims Administrator to verify that
the Hospital, Physician and other providers are Network providers and that they have
obtained the required prior authorization. Network facilities and Network providers cannot
bill you for services they fail to prior authorize as required. You can contact the Claims
Administrator by calling the toll-free telephone number on the back of your ID card.

When you choose to receive certain Covered Health Services from non-Network providers,
you are responsible for obtaining prior authorization before you receive these services. Note
that your obligation to obtain prior authorization is also applicable when a non-Network
provider intends to admit you to a Network facility or refers you to other Network
providers.

To obtain prior authorization, call the toll-free telephone number on the back of your ID
card. This call starts the utilization review process. Once you have obtained the authorization
from the Claims Administrator, please review it carefully so that you understand what
services are subject to the authorization and what providers are authorized to deliver the
services that are subject to the authorization.

The utilization review process is a set of formal techniques designed to monitor the use of,
or evaluate the clinical necessity, appropriateness, efficacy, or efficiency of, health care
services, procedures or settings. Such techniques may include ambulatory review, prospective
review, second opinion, certification, concurrent review, case management, discharge
planning, retrospective review or similar programs.

Note: Any request made by a person or entity other than a Covered Person (including, but
not limited to, a health care provider) for prior authorization of Covered Health Services to
be rendered to the Covered Person will be deemed to be a request o behalf of the Covered
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Person by his or her authorized representative for such purpose, and not a request by such
other person or entity on his or its own behalf.

Covered Health Services which Require Prior Authorization

The Plan requires prior authorization from the Claims Administrator for certain Covered
Health Services. Any request for prior authorization that is required under the terms of the
Plan as a condition for obtaining Benefits for Covered Health Services constitutes a “Pre-
Service Claim” under the Plan, as described in Section 9, Clainzs Procedures, and ERISA.

When you choose to receive any of those Covered Health Services, you are responsible for
obtaining prior authorization before you receive these services. Your obligation to obtain
prior authorization is also applicable whenever a non-Network provider intends to admit
you to a Network facility or refers you to other Network providers. Once you have obtained
the authorization, please review it carefully so that you understand what services are subject
to the authorization and what providers are authorized to deliver the services that are subject
to the authorization.

If you choose to receive a service that has been determined to not be a Medically Necessary
Covered Health Service or has otherwise not received prior authorization if and as required,
you will be responsible for paying all charges and no Benefits will be paid for that service.

Services for which you are required to obtain prior authorization are identified in
Section 6, Additional Coverage Details, within each Covered Health Service Benefit
description. Please note that prior authorization timelines apply. Refer to the
applicable Covered Health Service Benefit description in Section 6, Additional
Coverage Details, to determine how far in advance you must obtain prior
authorization.

You are also required to obtain prior authorization whenever a non-Network provider
intends to admit you to a Network facility or refers you to other Network providers.

Contacting the Claims Administrator for prior authorization is easy.
Simply call the toll-free number on your ID card.

Special Note Regarding Medicare

If you are enrolled in Medicare on a primary basis and Medicare pays benefits before the
Plan, you are not required to receive prior authorization from the Claims Administrator
before receiving Covered Health Services. Since Medicare pays benefits first, the Plan will
pay Benefits second as described in Section 10, Coordination of Benefits (COB).
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SECTION 5 - PLAN HIGHLIGHTS

The table below provides an overview of the Plan’s Annual Deductible and Out-of-Pocket
Maximum.

Plan Features Designated and Non-Network
Network

Annual Deductible'
m  Individual $1,500 $2,500
m  Family (cumulative Annual

Deductible?) $3,000 $5,000
Annual Out-of-Pocket Maximum’
m  Individual $3,500 $8,000
m  Family (cumulative Out-of-Pocket

Maximum®) $6,850 $15,500
Lifetime Maximum Benefit
There is no dollar limit to the amount the Unlimited
Plan will pay for Benefits during the entire
period you are enrolled in the Plan.

The Annual Deductible applies toward the Out-of-Pocket Maximum for all Covered Health
Services. The Annual Deductible applies to all Covered Health Services under the Plan, including
Covered Health Services provided in Section 15, Prescription Drug Products.

2The Plan does not requitre that you or a covered Dependent meet the individual Deductible in order
to satisfy the family Deductible. If more than one person in a family is covered under the Plan, the
individual coverage Deductible stated in the table above does not apply. Instead, the family
Deductible applies and no one in the family is eligible to receive Benefits until the family Deductible
is satisfied.

3The Annual Deductible applies toward the Out-of-Pocket Maximum for all Covered Health
Services. The Annual Out-of-Pocket Maximum applies to all Covered Health Services under the
Plan, including Covered Health Services provided in Section 15, Prescription Drug Products.

#The Plan does not require that you or a covered Dependent meet the individual Out-of-Pocket
Maximum in order to satisfy the Out-of-Pocket Maximum. If more than one person in a family is
covered under the Plan, the individual coverage Out-of-Pocket Maximum stated in the table above
does not apply. Instead, for family coverage the family Out-of-Pocket Maximum applies.

This table provides an overview of the Plan’s coverage levels. For detailed descriptions of
your Benefits, refer to Section 6, Additional Coverage Details.
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Covered Health Services!

Percentage of Eligible Expenses
Payable by the Plan:

Designated and

Network Non-Network

Acupuncture Services

Depending upon where the Covered Health
Service is provided, Benefits for
acupuncture services will be the same as
those stated under each Covered Health
Service category in this section.

Ambulance Services

m  Emergency Ambulance

80% after you meet

80% after you meet

the Annual the Network
Deductible Annual Deductible
m  Non-Emergency Ambulance 80% after you meet | 60% after you meet
the Annual the Annual
Deductible Deductible
Cancer Resource Services (CRS)? Designated Provider
m  Hospital Inpatient Stay 80% after you meet
the Annual
*Cancer treatment provided at any other Deductible Not Applicable*
facility is covered as stated under each
Covered Health Service category in this Network facility
section. Not Applicable*

Clinical Trials

Depending upon where the Covered Health
Service is provided, Benefits for Clinical
Trials will be the same as those stated under
each Covered Health Service category in
this section.

Congenital Heart Disease (CHD)
Surgeries

m Hospital - Inpatient Stay

80% after you meet
the Annual
Deductible

60% after you meet
the Annual
Deductible

Dental Services - Accident Only

80% after you meet
the Annual
Deductible

60% after you meet
the Annual

Deductible

19

SECTION 5 - PLAN HIGHLIGHTS

2018 SPD - GHP Retiree Health p. 130

131



ANADARKO PETROLEUM CORPORATION MEDICAL HDHP CHOICE PLUS PLAN

Covered Health Services!

Percentage of Eligible Expenses
Payable by the Plan:

Designated and
Network

Non-Network

Diabetes Services

m  Diabetes Self-Management and
Training/ Diabetic Eye
Examinations/Foot Care

m Diabetes Self-Management Items

Depending upon where the Covered Health
Service is provided, Benefits for diabetes
self-management and training/diabetic eye
examinations/foot cate will be paid the
same as those stated under each Covered
Health Service category in this section.

Depending upon where the Covered Health
Service is provided, Benefits for diabetes
self-management items will be the same as
those stated under Durable Medical Equipment
in this section and in Section 15, Prescription

Durable Medical Equipment (DME)

Drug Products.
80% after you meet | 60% after you meet
the Annual the Annual
Deductible Deductible

Emergency Health Services -
Outpatient

m True Emergency

80% after you meet

80% after you meet

the Annual the Network
Deductible Annual Deductible
m  Non-Emergency 80% after you meet | 60% after you meet
the Annual the Annual
Deductible Deductible
Hearing Aids
m Examinations and Testing Primary Physician
Designated Provider
90% after you meet
the Annual 60% after you meet
Deductible the Annual
Network Provider Deductible
80% after you meet
the Annual
Deductible
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Covered Health Services!

Percentage of Eligible Expenses
Payable by the Plan:

Designated and
Network

Non-Network

m Devices

80% after you meet

60% after you meet

Solutions (FS) Program

For Network Benefits, infertility services
must be received from a Designated
Provider.

See Section 6, Additional Coverage Details, for

where the Covered
Health Service is
provided, Benefits
will be the same as
those stated under
each Covered Health
Service category in
this section.

Up to $2,000 per hearing impaired ear every the Annual the Annual
36 months Deductible Deductible
Home Health Care 80% after you meet | 60% after you meet
U 120 visi lend the Annual the Annual
p to visits per calendar year Deductible Deductible
Hospice Care 80% after you meet | 60% after you meet
the Annual the Annual
Deductible Deductible
Hospital - Inpatient Stay 80% after you meet | 60% after you meet
the Annual the Annual
Deductible Deductible
Infertility Services and Fertility Depending upon Depending upon

where the Covered
Health Service is
provided, Benefits
will be the same as
those stated under
each Covered
Health Service
category in this

limits. section.
Kidney Resource Services (KRS)’ Designated Provider
80% aft t
*Kidney disease treatment provided at any Otlie Xri?l?a?ee
other facility is covered as stated under . Not Applicable
) ] Deductible pplca
each Covered Health Service category in
this section. Network facility
Not Applicable*

Lab, X-Ray and Diagnostics - 80% after you meet | 60% after you meet
Outpatient the Annual the Annual

Deductible Deductible
Lab, X-Ray and Major Diagnostics - 80% after you meet | 60% after you meet
CT, PET, MRI, MRA and Nuclear the Annual the Annual
Medicine - Outpatient Deductible Deductible
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Covered Health Services!

Percentage of Eligible Expenses
Payable by the Plan:

Designated and
Network

Non-Network

Mental Health Services

m Inpatient

80% after you meet

60% after you meet

the Annual the Annual
Deductible Deductible

m  Outpatient 80% after you meet | 60% after you meet
the Annual the Annual
Deductible Deductible

Neonatal Resource Services (NRS)* Designated Provider

. . , _ _ 80% after you meet

Neonatal intensive care services provided the Annual

at any other facility are covered as stated Deductible Not Applicable

under each Covered Health Service

category in this section. Network facility

Not Applicable*

Neurobiological Disorders - Autism
Spectrum Disorder Services

m Inpatient 80% after you meet | 60% after you meet
the Annual the Annual
Deductible Deductible
m  Outpatient 80% after you meet | 60% after you meet
the Annual the Annual
Deductible Deductible
Nutritional Counseling Designated Provider
0
Note: Nutritional or diet counseling billed 20 /Otﬁfti you ineet
. . . e Annua
as a preventive care will be paid as Deductible 60% after you meet
described under Preventive Care Services. the Annual
Network Provider Deductible
80% after you meet
the Annual
Deductible
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Percentage of Eligible Expenses
Payable by the Plan:

Covered Health Services!
Designated and

Network Non-Network

Obesity Treatment

m  Non-Surgical Treatment Depending upon where the Covered Health
Service is provided, Benefits for
non-surgical obesity treatment will be the
same as those stated under Physzcian’s Office
Services in this section and in Section 15,
Prescription Drug Products.

m  Surgical Treatment

- Physician’s Office Services Designated Provider

80% after you meet

the Annual
Deductible Not Covered

Network facility
Not Covered

- Physician Fees for Surgical and

Designated Provider
Medical Services

80% after you meet

the Annual
Deductible Not Covered

Network facility
Not Covered

- Hospital - Inpatient Stay Designated Provider

80% after you meet

the Annual
Deductible Not Covered

Network facility
Not Covered

- Lab and X-ray Designated Provider

80% after you meet

the Annual
Deductible Not Covered

Network facility
Not Covered
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Covered Health Services!

Percentage of Eligible Expenses
Payable by the Plan:

Designated and
Network

Non-Network

Orthognathic Surgery

Depending upon where the Covered Health

Services is provided, Benefits for
orthognathic surgery will be the same as
those stated under each Covered Health

Services category in this section.

Ostomy Supplies

80% after you meet

60% after you meet

the Annual the Annual
Deductible Deductible
Pharmaceutical Products - Outpatient 80% after you meet | 60% after you meet
the Annual the Annual
Deductible Deductible
Physician Fees for Surgical and 80% after you meet | 60% after you meet
Medical Services the Annual the Annual
Deductible Deductible
Physician’s Office Services - Sickness Designated Provider
and Injury 90% after you meet
the Annual
Deductible 60% after you meet
the Annual
Network Provider Deductible
80% after you meet
the Annual
Deductible

Pregnancy — Maternity Services

A separate Deductible will not apply for a
well newborn child whose length of stay in
the Hospital is the same as the mothet’s
length of stay.

Benefits for Pregnancy — Maternity Services
will be the same as those stated under each
Covered Health Service category in this
section.
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Covered Health Services!

Percentage of Eligible Expenses
Payable by the Plan:

Designated and

Non-Network

Network
Preventive Care Services
m Physician Office Services 100% 60% after you meet
Annual Deductible the Annual
does not apply Deductible
m Lab, X-ray or Other Preventive Tests 100% 60% after you meet
Annual Deductible the Annual
does not apply Deductible
m  Breast Pumps 100% 60% after you meet
Annual Deductible the Annual
does not apply Deductible
Private Duty Nursing - Outpatient 80% after you meet | 60% after you meet
Un t0 70 visi lend the Annual the Annual
p to 70 visits per calendar year Deductible Deductible
Prosthetic Devices 80% after you meet | 60% after you meet
the Annual the Annual
Deductible Deductible

Reconstructive Procedures

Depending upon where the Covered Health
Service is provided, Benefits for
Reconstructive Procedures will be the same
as those stated under each Covered Health
Service category in this section.

Rehabilitation Services - Outpatient
Therapy and Manipulative Treatment

80% after you meet
the Annual
Deductible

60% after you meet
the Annual
Deductible

Scopic Procedures - Outpatient
Diagnostic and Therapeutic

80% after you meet
the Annual
Deductible

60% after you meet
the Annual
Deductible

Skilled Nursing Facility /Inpatient
Rehabilitation Facility Services

80% after you meet
the Annual
Deductible

60% after you meet
the Annual
Deductible
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Covered Health Services!

Percentage of Eligible Expenses
Payable by the Plan:

Designated and
Network

Non-Network

Substance-Related and Addictive
Disorders Services

m Inpatient

m  Outpatient

80% after you meet
the Annual
Deductible

80% after you meet
the Annual
Deductible

60% after you meet
the Annual
Deductible

60% after you meet
the Annual
Deductible

Surgery - Outpatient

80% after you meet
the Annual
Deductible

60% after you meet
the Annual
Deductible

Temporomandibular Joint (TM])
Services

Depending upon where the Covered Health
Services is provided, Benefits for
temporomandibular joint (TM]) services
will be the same as those stated under each
Covered Health Services category in this
section.

Therapeutic Treatments - Outpatient

80% after you meet
the Annual
Deductible

60% after you meet
the Annual
Deductible

Transplantation Services

m Cornea Transplants

m  Other Covered Transplants

Depending upon where the Covered Health
Services is provided, Benefits for cornea
transplants will be the same as those stated
under each Covered Health Services
category in this section.

Designated Provider
100%
Annual Deductible
does not apply

Network facility
Not Covered

Not Covered
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Percentage of Eligible Expenses
Payable by the Plan:
Covered Health Services' :
Designated and Non-Network
Network
Travel and Lodging For patient and companion(s) of patient
(If services rendered by a Designated Provider) undergoing cancer treatment, obesity
, i , surgery services, Congenital Heart Disease
See Section 6, Additional Coverage Details, for 1 d
limits treatment or transplant procedures
Urgent Care Center Services 80% after you meet | 60% after you meet
the Annual the Annual
Deductible Deductible
Virtual Visits
Network Benefits are available only when
services are delivered through a 80% after you meet Non-Network
Designated Virtual Network Provider. You the Annual Benefits are not
can find a Designated Virtual Network Deductible available.
Provider by going to www.myuhc.com or
by calling the telephone number on your
ID card.
Wigs 80% after you meet | 60% after you meet
the Annual the Annual
Deductible Deductible

You must obtain prior authorization from the Claims Administrator, as described in Section 4,
Personal Health Support and Prior Authorization before receiving certain Covered Health Services from a
non-Network provider. In general, if you visit a Network provider, that provider is responsible for
obtaining prior authorization from UnitedHealthcare before you receive certain Covered Health
Services. See Section 6, Additional Coverage Details for further information.

2These Benefits are for Covered Health Services provided through CRS at a Designated Provider
facility. For oncology services not provided through CRS, the Plan pays Benefits as described under
Physician’s Office Services — Sickness and Injury, Physician Fees for Surgical and Medical Services, Hospital -
Inpatient Stay, Surgery - Outpatient, Scopic Procedures - Outpatient Diagnostic and Therapentic, Lab, X-Ray and
Diagnostics — Outpatient and Lab, X-Ray and Major Diagnostics — C1, PET, MRI, MRA and Nuclear
Medicine — Outpatient.

3These Benefits are for Covered Health Services provided through KRS at a Designated Provider
facility. For kidney disease treatment not provided through KRS, the Plan pays Benefits as described
under Physician’s Office Services — Sickness and Injury, Physician Fees for Surgical and Medijcal Services, Hospital -
Inpatient Stay, Surgery - Outpatient, Scopic Procedures - Outpatient Diagnostic and Therapentic, Lab, X-Ray and
Diagnostics — Ontpatient and Lab, X-Ray and Major Diagnostics — CT, PET, MRI, MRA and Nuclear
Medicine — Outpatient.
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#These Benefits are for Covered Health Services provided through NRS at a Designated Provider
facility. For neonatal intensive care services not provided through CRS, the Plan pays Benefits as
described under Physician’s Office Services — Sickness and Injury, Physician Fees for Surgical and Medical
Services, Hospital - Inpatient Stay, Surgery - Outpatient, Scopic Procedures - Outpatient Diagnostic and Therapentic,
Lab, X-Ray and Diagnostics — Outpatient and Lab, X-Ray and Major Diagnostics — C1T, PET, MRI, MRA
and Nuclear Medicine — Outpatient.
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SECTION 6 - ADDITIONAL COVERAGE DETAILS

What this section includes:
m  Covered Health Services for which the Plan pays Benefits; and

m  Covered Health Services that require you to obtain prior authorization from
UnitedHealthcare before you receive them.

This section supplements the second table in Section 5, Plan Highlights.

While the table provides you with Benefit limitations along with Coinsurance and Annual
Deductible information for each Covered Health Service, this section includes descriptions
of the Benefits. These descriptions include any additional limitations that may apply, as well
as Covered Health Services for which you must call UnitedHealthcare. The Covered Health
Services in this section appear in the same order as they do in the table for easy reference.
Services that are not covered are desctribed in Section 8, Exclusions.

Acupuncture Services

The Plan pays for acupuncture services for pain therapy given by a provider who is one of
the following, either practicing within the scope of his/her license (if state license is
available) or who is certified by a national accrediting body:

m  Doctor of Medicine;

m  Doctor of Osteopathy;

m  Chiropractor; or

m  Acupuncturist.
Covered Health Services include treatment of nausea as a result of:

m chemotherapy;
m Pregnancy; and

m post-operative procedures.

Covered Health Services also include acupuncture when provided in lieu of anesthesia.

Did you know...
You generally pay less out-of-pocket when you use a Network provider?

Ambulance Services

The Plan covers Emergency ambulance services and transportation provided by a licensed
ambulance service to the nearest Hospital that offers Emergency Health Services. See
Section 14, Glossary for the definition of Emergency.

29 SECTION 6 - ADDITIONAL COVERAGE DETAILS

2018 SPD - GHP Retiree Health p. 140



142
ANADARKO PETROLEUM CORPORATION MEDICAL HDHP CHOICE PLUS PLAN

Ambulance service by air is covered in an Emergency if ground transportation is impossible,
or would put your life or health in serious jeopardy. If special circumstances exist,
UnitedHealthcare may pay Benefits for Emergency air transportation to a Hospital that is
not the closest facility to provide Emergency Health Services.

The Plan also covers transportation provided by a licensed professional ambulance (either
ground or air ambulance, as UnitedHealthcare determines appropriate) between facilities
when the transport is:

m from a non-Network Hospital to a Network Hospital;

m to a Hospital that provides a higher level of care that was not available at the original
Hospital;

m to a more cost-effective acute care facility; or

m from an acute facility to a sub-acute setting.

Prior Authorization Requirement

In most cases, the Claims Administrator will initiate and direct non-Emergency
ambulance transportation. If you are requesting non-Emergency ambulance services,
please remember that you must obtain prior authorization from the Claims Administrator
(as described in Section 4, Personal Health Support and Prior Authorization) as soon as
possible prior to transport.

Cancer Resource Services (CRS)

The Plan pays Benefits for oncology services provided by Designated Providers participating
in the Cancer Resource Services (CRS) program. “Designated Provider” is defined in Section
14, Glossary.

For oncology services and supplies to be considered Covered Health Services, they must be
provided to treat a condition that has a primary or suspected diagnosis relating to cancer. If
you or a covered Dependent has cancer, you may:

m  be referred to CRS by a Personal Health Support Nurse;

m call CRS toll-free at (855) 583-3161; or

m  visit www.myoptumhealthcomplexmedical.com.

To receive Benefits for a cancer-related treatment, you are not required to visit a Designated
Provider. If you receive oncology services from a facility that is not a Designated Provider,
the Plan pays Benefits as described under:

m Physician’s Office Services - Sickness and Injury;

m  Physician Fees for Surgical and Medical Services;

m  Scopic Procedures - Outpatient Diagnostic and Therapeutic;

m  Therapeutic Treatments - Outpatient;
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m  Hospital - Inpatient Stay; and

m  Surgery - Outpatient.

Note: The services described under Travel and I odging are Covered Health Services only in
connection with cancer-related services received at a Designated Provider facility.

To receive Benefits under the CRS program, you must contact CRS prior to obtaining
Covered Health Services. The Plan will only pay Benefits under the CRS program if CRS
provides the proper authorization to the Designated Provider performing the services
(even if you self-refer to a provider in that Network).

Clinical Trials

Benefits are available for routine patient care costs incurred during participation in a
qualifying Clinical Trial for the treatment of:

m cancer or other life-threatening disease or condition. For purposes of this benefit, a life-
threatening disease or condition is one from which the likelihood of death is probable
unless the course of the disease or condition is interrupted,;

m cardiovascular disease (cardiac/stroke) which is not life threatening, for which, as
UnitedHealthcare determines, a Clinical Trial meets the qualifying Clinical Trial criteria
stated below;

m surgical musculoskeletal disorders of the spine, hip and knees, which are not life
threatening, for which, as UnitedHealthcare determines, a Clinical Trial meets the
qualifying Clinical Trial criteria stated below; and

m other diseases or disorders which are not life threatening for which, as UnitedHealthcare
determines, a Clinical Trial meets the qualifying Clinical Trial criteria stated below.

Benefits include the reasonable and necessary items and services used to prevent, diagnose
and treat complications arising from participation in a qualifying Clinical Trial.

Benefits are available only when the Covered Person is eligible for participation in the
qualifying Clinical Trial according to the Clinical Trial protocol and such participation would
be appropriate based on 1) medical and scientific information provided by the Covered
Person or 2) the conclusion of a referring health care professional that is participating in the
Clinical Trial.

Routine patient care costs for qualifying Clinical Trials include:

m Covered Health Services for which Benefits are typically provided absent a Clinical Trial;

m Covered Health Services required solely for the provision of the investigational item or
service, the clinically appropriate monitoring of the effects of the item or service, or the
prevention of complications; and

m Covered Health Services needed for reasonable and necessary care arising from the
provision of an investigational item or service.

31 SECTION 6 - ADDITIONAL COVERAGE DETAILS

2018 SPD - GHP Retiree Health p. 142



ANADARKO PETROLEUM CORPORATION MEDICAL HDHP CHOICE PLUS PLAN

Routine costs for Clinical Trials do not include:

the Experimental or Investigational Service or item. The only exceptions to this are:

certain Category B devices;

certain promising interventions for patients with terminal illnesses; and
other items and services that meet specified criteria in accordance with
UnitedHealthcare’s medical and drug policies;

items and services provided solely to satisfy data collection and analysis needs and that
are not used in the direct clinical management of the patient;

a service that is clearly inconsistent with widely accepted and established standards of
care for a particular diagnosis; and

items and services provided by the research sponsors free of charge for any person
enrolled in the trial.

With respect to cancer or other life-threatening diseases or conditions, a qualifying Clinical
Trial is a Phase I, Phase 11, Phase 111, or Phase IV Clinical Ttial that is conducted in relation
to the prevention, detection or treatment of cancer or other life-threatening disease or
condition and which meets any of the following criteria in the bulleted list below.

With respect to cardiovascular disease or musculoskeletal disorders of the spine and hip and
knees and other diseases or disorders which are not life-threatening, a qualifying Clinical
Trial is a Phase I, Phase 11, or Phase I1I Clinical Trial that is conducted in relation to the
detection or treatment of such non-life-threatening disease or disorder and which meets any
of the following criteria in the bulleted list below.

federally funded trials. The study or investigation is approved or funded (which may
include funding through in-kind contributions) by one or more of the following:

National Institutes of Health (NIH). (Includes National Cancer Institute (NCI));
Centers for Disease Control and Prevention (CDC);

Agency for Healthcare Research and Quality (AHRQ);

Centers for Medicare and Medicaid Services (CMS);

a cooperative group or center of any of the entities described above or the
Department of Defense (DOD) or the Department of Veterans Affairs (VA);

a qualified non-governmental research entity identified in the guidelines issued by the
National Institutes of Health for center support grants; or

the Department of Veterans Affairs, the Department of Defense or the Department
of Energy as long as the study or investigation has been reviewed and approved
through a system of peer review that is determined by the Secretary of Health and
Human Services to meet both of the following criteria:

4 comparable to the system of peer review of studies and investigations used by
the National Institutes of Health; and

4 ensures unbiased review of the highest scientific standards by qualified
individuals who have no interest in the outcome of the review.
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m the study or investigation is conducted under an investigational new drug application
reviewed by the U.S. Food and Drug Administration;

m the study or investigation is a drug trial that is exempt from having such an
investigational new drug application;

m the Clinical Trial must have a written protocol that describes a scientifically sound study
and have been approved by all relevant institutional review boards (IRBs) before
participants are enrolled in the trial. UnitedHealthcare may, at any time, request
documentation about the trial; or

m the subject or purpose of the trial must be the evaluation of an item or service that meets
the definition of a Covered Health Service and is not otherwise excluded under the Plan.

Prior Authorization Requirement

You must obtain prior authorization from the Claims Administrator (as described in
Section 4, Personal Health Support and Prior Authorization) as soon as the possibility of
participation in a Clinical Trial arises. This requirement does not apply to Clinical Trials for
cancer or other life-threatening diseases or conditions.

Congenital Heart Disease (CHD) Surgeries

The Plan pays Benefits for Congenital Heart Disease (CHD) services ordered by a Physician
and received at a Designated Provider facility. Benefits include the facility charge and the
charge for supplies and equipment. Benefits are available for the following CHD services:

m outpatient diagnostic testing;

m cvaluation;

m surgical interventions;

m interventional cardiac catheterizations (insertion of a tubular device in the heart);

m fetal echocardiograms (examination, measurement and diagnosis of the heart using
ultrasound technology); and

m approved fetal interventions.

CHD services other than those listed above are excluded from coverage, unless determined
by United Resource Networks (which is an Affiliate of UnitedHealthcare) or
UnitedHealthcare to be proven procedures for the involved diagnoses. Contact United
Resource Networks at (888) 936-7246 or UnitedHealthcare at the toll-free number on your
ID card for information about CHD services.

If you receive Congenital Heart Disease services from a facility that is not a Designated
Provider, the Plan pays Benefits as described under:

m  Physician’s Office Services - Sickness and Injury;
m Physician Fees for Surgical and Medical Services;

m  Scopic Procedures - Outpatient Diagnostic and Therapeutic;

33 SECTION 6 - ADDITIONAL COVERAGE DETAILS

2018 SPD - GHP Retiree Health p. 144



146
ANADARKO PETROLEUM CORPORATION MEDICAL HDHP CHOICE PLUS PLAN

m  Therapeutic Treatments - Outpatient;

Hospital - Inpatient Stay; and

Surgery - Outpatient.

Note: The services described under Travel and 1odging are Covered Health Services only in
connection with CHD services received at a Designated Provider facility.

Prior Authorization Requirement

For Covered Health Services required to be received by a Designated Provider, you must
obtain prior authorization from the Claims Administrator (as described in Section 4,
Personal Health Support and Prior Authorization) as soon as the possibility of a CHD surgery

arises.
- - : H'H
Dental Services - Accident Only impertani-note: Additional

Dental services are covered by the Plan when all of the following are true:

covered under this Program
effective as of 1/1/18 through

. ) 12/31/18, as described in
treatment is necessary because of accidental damage; Section 5.1(b) of the Wrap-SPD.

dental damage does not occur as a result of normal activities of daily living or
extraordinary use of the teeth;

dental services are received from a Doctor of Dental Surgery or a Doctor of Medical
Dentistry; and

the dental damage is severe enough that initial contact with a Physician or dentist occurs
within 72 hours of the accident. (You may request an extension of this time period
provided that you do so within 60 days of the Injury and if extenuating circumstances
exist due to the severity of the Injury.)

The Plan also covers dental care (oral examination, X-rays, extractions and non-surgical
elimination of oral infection) required for the direct treatment of a medical condition limited

to:

dental services related to medical transplant procedures;

initiation of immunosuppressives (medication used to reduce inflammation and suppress
the immune system); and

direct treatment of acute traumatic Injury, cancer or cleft palate.

Except with respect to any accidental Injury that occurred prior to the Covered Person’s
effective date of coverage under the Plan, dental services for final treatment to repair the
damage caused by accidental Injury must be (a) started within three months following the
accident (unless extenuating circumstances exist, such as prolonged hospitalization or the
presence of fixation wires from fracture care) and (b) completed within 12 months of the
accident.

The Plan pays for treatment of accidental Injury only for:
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W cmergency examination;

m necessary diagnostic X-rays;

m cndodontic (root canal) treatment;

m temporary splinting of teeth;

m prefabricated post and core;

m simple minimal restorative procedures (fillings);

B ecxtractions;

W post-traumatic crowns if such are the only clinically acceptable treatment; and

m replacement of lost teeth due to the Injury by implant, dentures or bridges.

Diabetes Services
Diabetes Self-Management and Training/Diabetic Eye Exams/Foot Cate

Outpatient self-management training for the treatment of diabetes, education and medical
nutrition therapy services. Services must be ordered by a Physician and provided by
appropriately licensed or registered health care professionals.

Benefits also include medical eye exams (dilated retinal exams) and preventive foot care for
diabetes.

Diabpetic Self-Management Items

Insulin pumps and supplies and continuous glucose monitors for the management and
treatment of diabetes, based upon your medical needs. An insulin pump is subject to all the
conditions of coverage stated under Durable Medical Equipment (DME), Orthotics and
Supplies in this Section 6. Benefits for blood glucose meters, insulin syringes with needles,
blood glucose and urine test strips, ketone test strips and tablets and lancets and lancet
devices are described in Section 15, Outpatient Prescription Drug Products.

Prior Authorization Requirement

For Non-Network Benefits you must obtain prior authorization from the Claims
Administrator (as described in Section 4, Personal Health Support and Prior Authorization)
before obtaining any Durable Medical Equipment for the management and treatment of
diabetes that exceeds $1,000 in cost (either retail purchase cost or cumulative retail rental
cost of a single item).

Durable Medical Equipment (DME)
The Plan pays for Durable Medical Equipment (DME) that is:

m ordered or provided by a Physician for outpatient use;

m used for medical purposes;
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m not consumable or disposable;
m not of use to a person in the absence of a Sickness, Injury or disability;
m durable enough to withstand repeated use; and

m appropriate for use in the home.

If more than one piece of DME can meet your functional needs, you will receive Benefits
only for the most Cost-Effective piece of equipment. Benefits are provided for a single unit
of DME (example: one insulin pump) and for repairs of that unit.

Examples of DME include but are not limited to:

m cquipment to administer oxygen;

B cquipment to assist mobility, such as a standard wheelchair;
m  Hospital beds;

m  delivery pumps for tube feedings;

m negative pressure wound therapy pumps (wound vacuums);
m burn garments;

m insulin pumps and all related necessary supplies as described under Dzabetes Services in this
section;

m cxternal cochlear devices and systems. Surgery to place a cochlear implant is also covered
by the Plan. Cochlear implantation can either be an inpatient or outpatient procedure.
See Hospital - Inpatient Stay, Rebabilitation Services - Outpatient Therapy and Surgery - Outpatient
in this section;

m orthotic devices when prescribed by Physician. This includes braces that straighten or
change the shape of a body part, braces to treat curvature of the spine, cranial orthotics
(helmets), shoe inserts, arch supports, shoes (standard or custom), lifts and wedges and
shoe orthotics;

m  braces that stabilize an injured body part, including necessary adjustments to shoes to
accommodate braces; and

m cquipment for the treatment of chronic or acute respiratory failure or conditions.

The Plan also covers tubings, nasal cannulas, connectors and masks used in connection with
DME.

Benefits also include speech aid devices and tracheo-esophageal voice devices required for
treatment of severe speech impediment or lack of speech directly attributed to Sickness or
Injury. Benefits for the purchase of speech aid devices and tracheo-esophageal voice devices
are available only after completing a required three-month rental period and are limited to
the purchase of one device during the entire period of time a Covered Person is enrolled
under the Plan.
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Note: DME is different from prosthetic devices — see Prosthetic Devices in this section.

Benefits are provided for the repair/replacement of a type of Durable Medical Equipment
once every three calendar years.

At UnitedHealthcare’s discretion, replacements are covered for damage beyond repair with
normal wear and tear, when repair costs exceed new purchase price, or when a change in the
Covered Person’s medical condition occurs sooner than the three year timeframe. Repairs,
including the replacement of essential accessories, such as hoses, tubes, mouth pieces, etc.,
for necessary DME are only covered when required to make the item/device setviceable and
the estimated repair expense does not exceed the cost of purchasing or renting another
item/device. Requests for repairs may be made at any time and are not subject to the three
year timeline for replacement.

Prior Authorization Requirement

For Non-Network Benefits you must obtain prior authorization from the Claims
Administrator (as described in Section 4, Personal Health Support and Prior Authorization)
before obtaining any Durable Medical Equipment that exceeds $1,000 in cost (either retail
purchase cost or cumulative retail rental cost of a single item).

Emergency Health Services - Outpatient

The Plan’s Emergency services Benefit pays for outpatient treatment at a Hospital or
Alternate Facility when required to stabilize a patient or initiate treatment.

Network Benefits will be paid for an Emergency admission to a non-Network Hospital as
long as UnitedHealthcare is notified within two business days after the admission or
otherwise as soon as reasonably possible if you are admitted to a non-Network Hospital. If
you continue your stay in a non-Network Hospital after the date your Physician determines
that it is medically appropriate to transfer you to a Network Hospital, Non-Network
Benefits will apply.

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

Note: If you are confined in a non-Network Hospital after you receive outpatient
Emergency Health Services, you must notify the Claims Administrator within two
business days following admission or on the same day of admission if reasonably
possible. The Claims Administrator may elect to transfer you to a Network Hospital as
soon as it is medically appropriate to do so. If you choose to stay in the non-Network
Hospital after the date the Claims Administrator decides a transfer is medically
appropriate, Network Benefits will not be provided for the continued stay; however,
Non-Network Benefits may be available if the continued stay is determined to be a
Covered Health Service.

Hearing Aids

The Plan pays Benefits for hearing aids required for the correction of a hearing impairment
(a reduction in the ability to perceive sound which may range from slight to complete
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deafness). Hearing aids are electronic amplifying devices designed to bring sound more
effectively into the ear. A hearing aid consists of a microphone, amplifier and receiver.

Benefits are available for a hearing aid that is purchased as a result of a written
recommendation by a Physician. Benefits under this section are provided for services
performed by an audiologist or specialist for a diagnosis, the hearing aid and for charges for
associated fitting and testing. Note: Benefits for routine hearing screenings are provided
under Preventive Care Services.

Benefits do not include bone anchored hearing aids. Bone anchored hearing aids are a
Covered Health Service for which Benefits are available under the applicable
medical/surgical Covered Health Services categories in this section only for Covered
Persons who have either of the following:

m craniofacial anomalies whose abnormal or absent ear canals preclude the use of a
wearable hearing aid; or
m  hearing loss of sufficient severity that it would not be adequately remedied by a wearable

hearing aid.

Any combination of Designated Network Benefits, Network Benefits and Non-Network
Benefits is limited to $2,000 per hearing impaired ear every 36 months.

Home Health Care

Covered Health Services are services that a Home Health Agency provides if you need care
in your home due to the nature of your condition. Services must be:

m ordered by a Physician;

m provided by or supervised by a registered nurse in your home, or provided by either a
home health aide or licensed practical nurse and supervised by a registered nurse;

m not considered Custodial Care, as defined in Section 14, Glossary; and

m provided on a part-time, Intermittent Care schedule when Skilled Care is required. Refer
to Section 14, Glossary for the definition of Skilled Care.

UnitedHealthcare will decide if Skilled Care is needed by reviewing both the skilled nature of
the service and the need for Physician-directed medical management. A service will not be
determined to be “skilled” simply because there is not an available caregiver.

Any combination of Designated Network Benefits, Network Benefits and Non-Network
Benefits is limited to 120 visits per calendar year. One visit equals four hours of Skilled Care
services. This visit limit does not include any service which is billed only for the
administration of intravenous infusion.
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Prior Authorization Requirement

For Non-Network Benefits you must obtain prior authorization from the Claims
Administrator (as described in Section 4, Personal Health Support and Prior Authorization)
five business days before receiving services including nutritional foods and Private Duty
Nursing or otherwise as soon as is reasonably possible.

Hospice Care

Hospice care is an integrated program recommended by a Physician which provides comfort
and support services for the terminally ill. Hospice care can be provided on an inpatient or
outpatient basis and includes physical, psychological, social, spiritual and respite care for the
terminally ill person, and short-term grief counseling for immediate family members while
the Covered Person is receiving hospice care. Benefits are available only when hospice care
is received from a licensed hospice agency, which can include a Hospital.

Prior Authorization Requirement

For Non-Network Benefits you must obtain prior authorization from the Claims
Administrator (as described in Section 4, Personal Health Support and Prior Authorization)
five business days before admission for an Inpatient Stay in a hospice facility or otherwise
as soon as is reasonably possible.

Hospital - Inpatient Stay

Hospital Benefits are available for:

m non-Physician services and supplies received during an Inpatient Stay;
m room and board in a Semi-private Room (a room with two or more beds); and

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

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

Benefits for an Inpatient Stay in a Hospital are available only when the Inpatient Stay is
necessary to prevent, diagnose or treat a Sickness or Injury. Benefits for other Hospital-
based Physician services are described in this section under Physician Fees for Surgical and
Medical Services.

Benefits for Emergency admissions and admissions of less than 24 hours are described
under Emergency Health Services and Surgery - Outpatient, Scopic Procedures - Diagnostic and
Therapeutic, and Therapeutic Treatments - Outpatient, respectively.
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Prior Authorization Requirement
Please remember for Non-Network Benefits for:
m A scheduled admission, you must obtain prior authorization from the Claims

Administrator (as described in Section 4, Personal Health Support and Prior Authorization)
five business days before admission.

A non-scheduled admission (including Emergency admissions) you must provide
notification to the Claims Administrator as soon as is reasonably possible.

Infertility Services and Fertility Solutions (FS) Program

Infertility services must be ordered by a Network provider and received at an FS Designated
Provider facility and coordinated through FS.

The Plan has specific guidelines regarding Benefits for Infertility Services. Contact Fertility
Solutions at 1-866-774-4626 for information about these guidelines.

Infertility Services

Covered Health Services for infertility services and associated expenses include:

Physician’s office visits and consultations.

Assisted Reproductive Technologies (ART): in vitro fertilization IVF), gamete
intrafallopian transfer (GIFT), Intra Cytoplasmic Sperm Injection (ICSI).

Insemination procedures: Artificial Insemination (AI) and Intrauterine Insemination

(IUD).

Embryo transportation related network disruption.

Opvulation induction and controlled ovarian stimulation.

Pre-implantation genetic diagnosis (PGD) for diagnosis of genetic disorders only.

Testicular Sperm Aspiration/Microsutgical Epididymal Sperm Aspiration
(TESA/MESA) - male factor associated surgical procedures for retrieval of sperm.

Cryopreservation - embryo’s (storage is limited to 3 months).

To be eligible for Benefits, the Covered Person must:

m  Have failed to achieve a Pregnancy after a year of regular, unprotected intercourse if the
woman is under age 35, or after six months, if the woman is over age 35.

m  Have failed to achieve Pregnancy following six months of unsuccessful donor
insemination.

m  Have failed to achieve Pregnancy due to impotence/sexual dysfunction.
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m  Have infertility that is not related to voluntary sterilization or failed reversal of voluntary
sterilization.

m  Be under age 44, if female.

In addition, the male related procedures described above are only available to males covered
under the Plan.

Infertility Services for Same Sex Couples

The Plan will also pay for certain services for same sex couples. A female Covered Person
without a male partner may be considered infertile if she is unable to conceive or maintain a
pregnancy after six cycles of donor insemination (a non-covered benefit under this
definition); proof of insemination must be provided. If conception is not achieved with
insemination, the female Covered Person would then become eligible for advanced
reproductive treatment including IVF as defined above. Any resulting embryos would be
transferred only to the individual from whom the oocytes were derived.

A male Covered Person without a female partner is not covered for artificial insemination of
a female surrogate. However, he is covered for the diagnosis and treatment of the male
factor causing infertility (e.g., treatment of sperm abnormalities including the surgical
recovery of sperm).

Infertility Services for eSET

Elective SET is defined as the transfer of a single embryo, in which more than one high-
quality embryo exists but it is decided to transfer only one embryo that is selected from a
larger number of available embryos, at either the cleavage or blastocyst stage of embryo
development. An increased benefit under the infertility benefit applies when you meet the
clinical criteria. Please contact FS for further details.

Infertility Services for Donor Insemination

The Plan will cover donor insemination for a female without a male partner. Any resulting
embryos could be transferred either to the individual from whom the oocytes were derived
or to her legally married partner. However, the cost of the donor sperm itself and any
storage thereof is excluded from coverage.

Pre-implantation Genetic Screening (PGS)

The Plan also covers pre-implantation genetic screening (PGS) when used in conjunction
with elective single embryo transfer. These technologies include, but are not limited to, array
comparative genomic hybridization, quantitative polymerase chain reaction and single
nucleotide polymorphism array testing.

Donor Coverage

The Plan will also cover the use of donor ovum and donor sperm and related costs,
including collection and preparation. The Plan will not pay for the cost of the donor sperm
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or egg or any related donor fees.
Planning Cancer Treatment

Covered Persons with a diagnosis of cancer who are planning cancer treatment, or medical
treatment for any condition that is demonstrated to result in infertility are considered to
meet the definition of infertility. Planned cancer treatments include bilateral orchiectomy
bilateral oophorectomy, hysterectomy, chemotherapy or radiation therapy that is established
in the medical literature to result in infertility. In order to use infertility benefits covered
under the Plan, you must notify FS and meet the following eligibility criteria:

m  Covered Persons or their partners must not have undergone a previous elective
sterilization procedure, (e.g. hysterectomy, tubal ligation, vasectomy), with or without
surgical reversal, regardless of post reversal results.

m  Covered Person must have had a day 3 FSH test in the prior 12 months if age less than
35 or the prior six months if age 35 or greater.

m  Day 3 FSH level of the female Covered Person must not have been greater than 15
mIU/mL in any (past or current) menstrual cycle regardless of the type of infertility
services planned (Including donor egg, donor embryo or frozen embryo cycle).

m  Only those infertility services that have a reasonable likelihood of success are covered.

Coverage is limited to:

- Collection of sperm.

- Cryopreservation of sperm.

- Ovulation induction and retrieval of eggs.
- Invitro fertilization.

- Embryo cryopreservation.

Long-term cryopreservation costs (anything longer than three months) are not covered
under the Plan.

Any combination of Network Benefits and Non-Network Benefits for infertility services
received through the FS program is limited to $20,000 per Covered Person during the entire
period you are covered under the Plan.

Prior Authorization Requirement
For Non-Network Benefits you must obtain prior authorization from the Claims
Administrator (as described in Section 4, Personal Health Support and Prior Authorization) as

soon as the possibility of the need for infertility services arises.
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What is Coinsurance?

Coinsurance is the amount you pay for a Covered Health Service, not including the
Deductible.

For example, if the Plan pays 80% of Eligible Expenses for care received from a Network
provider, your Coinsurance is 20%.

Kidney Resource Services (KRS)

The Plan pays Benefits for Comprehensive Kidney Solution (CKS) that covers both chronic
kidney disease and End Stage Renal Disease (ESRD) disease provided by Designated
Providers participating in the Kidney Resource Services (KRS) program. “Designated
Provider” is defined in Section 14, Glossary.

In order to receive Benefits under this program, KRS must provide the proper notification
to the Network provider performing the services. This is true even if you self-refer to a
Network provider participating in the program. Notification is required:

m prior to vascular access placement for dialysis; and

m prior to any ESRD services.
You or a covered Dependent may:

m  be referred to KRS by Personal Health Supportt; or
m call KRS toll-free at (888) 936-7246 and select the KRS prompt.

To receive Benefits related to ESRD and chronic kidney disease, you are not required to visit
a Designated Provider. If you receive services from a facility that is not a Designated
Provider, the Plan pays Benefits as described under:

m  Physician’s Office Services - Sickness and Injury;

m  Physician Fees for Surgical and Medical Services;

m  Scopic Procedures - Outpatient Diagnostic and Therapeutic;
m  Therapeutic Treatments - Outpatient;

m  Hospital - Inpatient Stay; and

m  Surgery - Outpatient.

To receive Benefits under the KRS program, you must contact KRS prior to obtaining
Covered Health Services. The Plan will only pay Benefits under the KRS program if KRS
provides the proper notification to the Designated Provider performing the services
(even if you self-refer to a provider in that Network).

Lab, X-Ray and Diagnostics - Outpatient

Services for Sickness and Injury-related diagnostic purposes, received on an outpatient basis
at a Hospital or Alternate Facility or in a Physician’s office include:

43 SECTION 6 - ADDITIONAL COVERAGE DETAILS

2018 SPD - GHP Retiree Health p. 154



156
ANADARKO PETROLEUM CORPORATION MEDICAL HDHP CHOICE PLUS PLAN

m lab and radiology/X-ray; and

B mammography.
Benefits under this section include:

m the facility charge and the charge for supplies and equipment; and

m  Physician services for radiologists, anesthesiologists and pathologists.

Benefits for other Physician services are described in this section under Physician Fees for
Surgical and Medical Services. Lab, X-ray and diagnostic services for preventive care are
described under Preventive Care Services in this section. CT scans, PET scans, MRI, MRA,
nuclear medicine and major diagnostic services are described under Lab, X-Ray and Major
Diagnostics - CT, PET Scans, MRI, MRA and Nuclear Medicine - Outpatient in this section.

Prior Authorization Requirement

For Non-Network Benefits for sleep studies, you must obtain prior authorization from
the Claims Administrator (as described in Section 4, Personal Health Support and Prior
Authorization) five business days before scheduled services are received.

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

Services for CT scans, PET scans, MRI, MRA, nuclear medicine, and major diagnostic
services received on an outpatient basis at a Hospital or Alternate Facility or in a Physician’s
office.

Benefits under this section include:

m the facility charge and the charge for supplies and equipment; and
m  Physician services for radiologists, anesthesiologists and pathologists.

Benefits for other Physician services are described in this section under Physician Fees for
Surgical and Medical Services.

Mental Health Services

Mental Health Services include those received on an inpatient or outpatient basis in a
Hospital and an Alternate Facility or in a provider’s office. All services must be provided by
or under the direction of a properly qualified behavioral health provider.

Benefits include the following levels of care:

m inpatient treatment;
m Residential Treatment;

m  Partial Hospitalization/Day Treatment;
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m Intensive Outpatient Treatment;

m outpatient treatment; and
Services include the following:

m diagnostic evaluations, assessment and treatment planning;
m treatment and/or procedures;

m medication management and other associated treatments;
m individual, family and group therapy;

m provider-based case management services; and

B crisis intervention.

The Mental Health/Substance-Related and Addictive Disorders Administrator provides
administrative services for all levels of care.

You are encouraged to contact the Mental Health/Substance-Related and Addictive
Disorders Administrator for referrals to providers and coordination of care.

Prior Authorization Requirement

Please remember for Non-Network Benefits for:

m A scheduled admission for Mental Health Services (including Partial
Hospitalization/Day Treatment and admission for setvices at a Residential Treatment
facility) you must obtain authorization from the Claims Administrator (as described in
Section 4, Personal Health Support and Prior Authorization) five business days before
admission.

m A non-scheduled admission (including Emergency admissions) you must provide
notification to the Claims Administrator as soon as is reasonably possible.

In addition, for Non-Network Benefits you must obtain prior authorization from the
Claims Administrator (as described in Section 4, Personal Health Support and Prior
Authorization) before the following services are received: Intensive Outpatient Treatment
programs; outpatient electro-convulsive treatment; psychological testing; transcranial
magnetic stimulation; extended outpatient treatment visits beyond 45-50 minutes in

duration, with or without medication management.

Neonatal Resource Services (NRS)

The Plan pays Benefits for neonatal intensive care unit (NICU) services provided by
Designated Providers participating in the Neonatal Resource Services (NRS) program. NRS
provides guided access to a network of credentialed NICU providers and specialized nurse
consulting services to manage NICU admissions. “Designated Provider” is defined in
Section 14, Glossary.

In order to receive Benefits under this program, the Network provider must notify NRS or
UnitedHealthcare if the newborn’s NICU stay is longer than the mother’s hospital stay.
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You or a covered Dependent may also:

m call UnitedHealthcare; or

m call NRS toll-free at (888) 936-7246 and select the NRS prompt.

To receive NICU Benefits, you are not required to visit a Designated Provider. If you
receive services from a facility that is not a Designated Provider, the Plan pays Benefits as
described under:

m  Physician’s Office Services - Sickness and Injury;

m  Physician Fees for Surgical and Medical Services;

m  Scopic Procedures - Outpatient Diagnostic and Therapeutic;

m  Therapeutic Treatments - Outpatient;

m  Hospital - Inpatient Stay; and

m  Surgery - Outpatient.

Neurobiological Disorders - Autism Spectrum Disorder Services

The Plan pays Benefits for behavioral services for Autism Spectrum Disorder including
Intensive Behavioral Therapies such as Applied Behavior Analysis (ABA) that are the
following:

m focused on the treatment of core deficits of Autism Spectrum Disorder;

m provided by a Board Certified Applied Behavior Analyst (BCBA) or other qualified
provider under the appropriate supervision; and

m focused on treating maladaptive/stereotypic behaviors that are posing danger to self,

others and property and impairment in daily functioning.

These Benefits describe only the behavioral component of treatment for Autism Spectrum
Disorder. Medical treatment of Autism Spectrum Disorder is a Covered Health Service for
which Benefits are available as described under the applicable medical Covered Health
Services categories as described in this section.

Benefits include the following levels of care:

B inpatient treatment;

m Residential Treatment;
m Partial Hospitalization/Day Treatment;
m Intensive Outpatient Treatment; and

m outpatient treatment.
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Services include the following:

m diagnostic evaluations, assessment and treatment planning;
m treatment and/or procedures;

m medication management and other associated treatments;
m individual, family and group therapy;

m provider-based case management services; and

W crisis intervention.

The Mental Health/Substance-Related and Addictive Disorders Administrator provides
administrative services for all levels of care.

You are encouraged to contact the Mental Health/Substance-Related and Addictive
Disorders Administrator for referrals to providers and coordination of care.

Prior Authorization Requirement

Please remember for Non-Network Benefits for:

m A scheduled admission for Neurobiological Disorders — Autism Spectrum Disorder
Services (including Partial Hospitalization/Day Ttreatment and an admission for
services at a Residential Treatment facility) you must obtain authorization from the
Claims Administrator (as described in Section 4, Personal Health Support and Prior
Authorization) five business days before admission.

m A non-scheduled admission (including Emergency admissions) you must provide
notification to the Claims Administrator as soon as is reasonably possible.

In addition, if you are going to obtain Neurobiological Disorders — Autism Spectrum
Disorder Services from a non-Network provider, you must obtain prior authorization
from the Claims Administrator (as described in Section 4, Personal Health Support and Prior
Authorization) before the following services are received: Intensive Outpatient Treatment
programs; psychological testing; extended outpatient treatment visits beyond 45-50
minutes in duration, with or without medication management; Intensive Behavioral
Therapy, including Applied Behavior Analysis (ABA).

Nutritional Counseling
The Plan will pay for Covered Health Services for medical education services provided in a

Physician’s office by an appropriately licensed or healthcare professional when:

m  cducation is required for a disease in which patient self-management is an important
component of treatment; and

m there exists a knowledge deficit regarding the disease which requires the intervention of a

trained health professional.

Some examples of such medical conditions include:

m coronary artery disease;
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m congestive heart failure;

B scvere obstructive airway disease;

m gout (a form of arthritis);

m renal failure;

m phenylketonuria (a genetic disorder diagnosed at infancy); and
m  hyperlipidemia (excess of fatty substances in the blood).

When nutritional counseling services are billed as a preventive care service, these services
will be paid as described under Preventive Care Services in this section.

Obesity Treatment

Non-Surgical Treatment

The Plan covers structured weight loss programs provided by or under the direction of a
Physician. Covered Health Services include:

m cxamination and diagnostic testing provided in a Physician’s office;

m program costs, including monitoring of weight loss; and

m Pharmaceutical Products provided as part of the program.

Covered Health Services also include Prescription Drug products for appetite suppression or
weight loss provided under Section 15, Prescription Drug Products.

Sutgical Treatment

The Plan covers surgical treatment of obesity provided by or under the direction of a
Physician provided either of the following is true:

m the Covered Person has a minimum Body Mass Index (BMI) of 40; or

m the Covered Person has a minimum BMI of 35 with complicating co-morbidities (such
as sleep apnea or diabetes) directly related to, or exacerbated by obesity.

In addition to meeting the above criteria, the following must also be true:

m the Covered Person is 18 years of age or older, or for adolescents, has achieved greater
than 95% of estimated adult height and a minimum Tanner Stage of 4;

m there is documentation of a motivated attempt at weight loss for a minimum of six
months, prior to bariatric surgery and within the last two years, through a structured diet
program that includes Physician or other health care provider notes and/or diet or
weight loss logs from a structured weight loss program;

m the Covered Person completes a pre-surgical psychological evaluation within 12 months
of surgery;
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m the surgery is performed at a Bariatric Resource Service (BRS) Designated Provider
facility by a Network surgeon even if there are no BRS Designated Providers near you.

Benefits are available for obesity surgery services that meet the definition of a Covered
Health Service, as defined in Section 14, G/lossary and are not Experimental or

Investigational or Unproven Services.

Benefits are limited to one surgery per lifetime unless there are complications to the covered
surgery.

You will have access to a certain Network of Designated Providers and Physicians
participating in the Bariatric Resource Services (BRS) program, as defined in Section 14,
Glossary, for obesity surgery services.

For obesity surgery services to be considered Covered Health Services under the BRS
program, you must contact Bariatric Resource Services and speak with a nurse consultant

prior to receiving services. You can contact Bariatric Resource Services by calling toll-free at
(888) 936-7246.

Note: The services described under Travel and Iodging are Covered Health Services only in
connection with obesity-related services received at a Designated Provider facility.

Prior Authorization Requirement

For Non-Network Benefits you must obtain prior authorization from the Claims
Administrator (as described in Section 4, Personal Health Support and Prior Authorization) as
soon as the possibility of obesity surgery arises.

It is important that you provide notification regarding your intention to have surgery by
calling either the toll-free telephone number on the back of your ID card or Bariatric
Resources Services at (888) 936-7246. Your notification will open the opportunity to
become enrolled in programs that are designed to achieve the best outcomes for you.

Orthognathic Surgery

The Plan covers orthognathic surgery in the following situations:

m  ajaw deformity resulting from facial trauma or cancer; or

m  a skeletal anomaly of either the maxilla or mandible, that demonstrates a functional
medical impairment such as one of the following:

- inability to incise solid foods;

- choking on incompletely masticated solid foods;

- damage to soft tissue during mastication;

- speech impediment determined to be due to the jaw deformity; or

- malnutrition and weight loss due to inadequate intake secondary to the jaw
deformity.
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Prior Authorization Requirement

Please remember that, for Non-Network Benefits, you must obtain prior authorization
from the Claims Administrator (as described in Section 4, Personal Health Support and Prior
Authorization) five business days before orthognathic surgery is performed during an
Inpatient Hospital Stay in a Hospital.

Ostomy Supplies

Benefits for ostomy supplies are limited to:

m pouches, face plates and belts;
m irrigation sleeves, bags and ostomy irrigation catheters; and

m skin barriers.

Pharmaceutical Products - Outpatient

The Plan pays for Pharmaceutical Products that are administered on an outpatient basis in a
Hospital, Alternate Facility, Physician’s office, or in a Covered Person’s home. Examples of
what would be included under this category are antibiotic injections in the Physician’s office
or inhaled medication in an Urgent Care Center for treatment of an asthma attack.

Benefits under this section are provided only for Pharmaceutical Products which, due to
their characteristics (as determined by UnitedHealthcare), must typically be administered or
directly supetvised by a qualified provider or licensed/certified health professional. Benefits
under this section do not include medications that are typically available by prescription
order or refill at a pharmacy. Benefits under this section do not include medications for the
treatment of infertility.

Physician Fees for Surgical and Medical Services

The Plan pays Physician fees for surgical procedures and other medical care received from a
Physician in a Hospital, Skilled Nursing Facility, Inpatient Rehabilitation Facility or Alternate
Facility.

Physician’s Office Services - Sickness and Injury

Benefits are paid by the Plan for Covered Health Services received in a Physician’s office for
the evaluation and treatment of a Sickness or Injury. Benefits are provided under this section
regardless of whether the Physician’s office is free-standing, located in a clinic or located in a
Hospital. Benefits under this section include Physician house calls, allergy injections and
hearing exams in case of Injury or Sickness.

Covered Health Services include genetic counseling. Benefits are available for Genetic
Testing which is determined to be Medically Necessary following genetic counseling when

ordered by the Physician and authorized in advance by the Claims Administrator.

Benefits for preventive services are described under Preventive Care Services in this section.
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When a test is performed or a sample is drawn in the Physician’s office and then sent outside
the Physician’s office for analysis or testing, Benefits for lab, radiology/X-rays and other
diagnostic services that are performed outside the Physician’s office are described in Lab,
X-ray and Diagnostics - Outpatient.

Prior Authorization Requirement

For Non-Network Benefits you must obtain prior authorization from the Claims
Administrator (as described in Section 4, Personal Health Support and Prior Authorization) as
soon as is reasonably possible before Genetic Testing — BRCA is performed.

Please Note
Your Physician does not have a copy of your Benefits Booklet, and is not responsible for
knowing or communicating your Benefits.

Pregnancy - Maternity Services

Benefits for Pregnancy will be paid at the same level as Benefits for any other condition,
Sickness or Injury. This includes all maternity-related medical services for prenatal care,
postnatal care, delivery, and any related complications. Benefits for Pregnancy and maternity
services that constitute required preventive health services under the Affordable Care Act are
covered as Preventive Care Services.

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

m 48 hours for the mother and newborn child following a vaginal delivery; or

m 96 hours for the mother and newborn child following a cesarean section delivery.

These are federally mandated requirements under the Newborns’ and Mothers” Health
Protection Act of 1996 which apply to the Plan. The Hospital or other provider is not
required to get authorization for the time periods stated above. Authorizations are required
for longer lengths of stay. If the mother agrees, the attending Physician may discharge the
mother and/or the newborn child earlier than these minimum timeframes.

Both before and during a Pregnancy, Benefits include the services of a genetic counselor
when provided or referred by a Physician. These Benefits are available to all Covered
Persons in the immediate family. Covered Health Services include related tests and
treatment.

Prior Authorization Requirement

For Non-Network Benefits you must obtain prior authorization from the Claims
Administrator (as described in Section 4, Personal Health Support and Prior Authorization) as
soon as reasonably possible with respect to any Inpatient Stay for the mother and/or the
newborn that will be more than 48 hours for the mother and newborn child following a
normal vaginal delivery, or more than 96 hours for the mother and newborn child
following a cesarean section delivery.
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It is important that you call the toll-free number on the back of your ID card with
notification regarding your Pregnancy. Your notification will open the opportunity to
become enrolled in prenatal programs that are designed to achieve the best outcomes for
you and your baby.

Healthy moms and babies
The Plan provides a special prenatal program to help during Pregnancy. Participation is
voluntary and free of charge. See Section 7, Clinical Programs and Resources, for details.

Preventive Care Services

The Plan pays Benefits for preventive care services provided on an outpatient basis at a
Physician’s office, an Alternate Facility or a Hospital, and as otherwise required by the
Affordable Care Act. Preventive care services encompass medical services that have been
demonstrated by clinical evidence to be safe and effective in either the early detection of
disease or in the prevention of disease, have been proven to have a beneficial effect on
health outcomes and include the following as required under the Affordable Care Act and
any other applicable law:

m cvidence-based items or services that have in effect a rating of “A” or “B” in the current
recommendations of the United States Preventive Services Task Force;

B immunizations that have in effect a recommendation from the Advisory Committee on
Immunization Practices of the Centers for Disease Control and Prevention;

m  with respect to infants, children and adolescents, evidence-informed preventive care and
screenings provided for in the comprehensive guidelines supported by the Health
Resources and Services Administration; and

m  with respect to women, such additional preventive care and screenings as provided for in
comprehensive guidelines supported by the Health Resources and Services
Administration.

Note: Screening for hearing loss in newborns is a preventive care service.

In addition to the above guidelines, the Plan covers the following as preventive care services
regardless of the Covered Person’s age:

m For men and women:

- abdominal aortic aneurysm screening;
- cholesterol screening;

- colorectal cancer screening; and

- shingles vaccine.

m For women:

- BRCA testing;
- cervical cancer screening; and
- HPV DNA testing.
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m TFor men: prostate screening.

m  For children: autism screening.

In addition to the services listed above, this preventive care benefit includes certain:

m routine lab tests;

m diagnostic consultations to prevent disease and detect abnormalities;

m diagnostic radiology and nuclear imaging procedures to screen for abnormalities;
m breast cancer screening and genetic testing; and

W tests to support cardiovascular health.

These additional services are paid under the preventive care benefit when billed by your
provider with a wellness diagnosis. Call the number on the back of your ID card for
additional information regarding coverage available for specific services.

Preventive care Benefits defined under the Health Resources and Services Administration
(HRSA) requirement include the cost of renting one breast pump per Pregnancy in
conjunction with childbirth. Benefits for breast pumps also include the cost of purchasing
one breast pump per Pregnancy in conjunction with childbirth. Benefits are only available if
breast pumps are obtained from a DME provider or Physician. If more than one breast
pump can meet your needs, Benefits are available only for the most Cost-Effective pump.
UnitedHealthcare will determine the following:

m  which pump is the most Cost-Effective;

m  whether the pump should be purchased or rented;
m duration of a rental; and

m timing of an acquisition.

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

Benefits for preventive care services will be administered and provided hereunder in
accordance with any applicable requirements of the Affordable Care Act.

Private Duty Nursing - Outpatient

The Plan covers Private Duty Nursing care given on an outpatient basis by a licensed nurse
such as a Registered Nurse (R.N.), Licensed Practical Nurse (L.P.N.), or Licensed Vocational
Nurse (L.V.N.).

Any combination of Designated Network Benefits, Network Benefits and Non-Network
Benefits is limited to 70 visits per calendar year. One visit equals up to eight hours of Skilled
Care services.
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Prosthetic Devices

Benefits are paid by the Plan for prosthetic devices and appliances that replace a limb or
body part, or help an impaired limb or body part work. Examples include, but are not
limited to:

m artificial arms, legs, feet and hands;
m artificial face, eyes, ears and nose; and

m  breast prosthesis following mastectomy as required by the Women’s Health and Cancer
Rights Act of 1998, including mastectomy bras and lymphedema stockings for the arm.

Benefits under this section are provided only for external prosthetic devices and do not
include any device that is fully implanted into the body.

If more than one prosthetic device can meet your functional needs, Benefits are available
only for the most Cost-Effective prosthetic device. The device must be ordered or provided
either by a Physician, or under a Physician’s direction. If you purchase a prosthetic device
that exceeds these minimum specifications, the Plan may pay only the amount that it would
have paid for the prosthetic that meets the minimum specifications, and you may be
responsible for paying any difference in cost.

Benefits are provided for the replacement of a type of prosthetic device once every three
calendar years.

At UnitedHealthcare’s discretion, prosthetic devices may be covered for damage beyond
repair with normal wear and tear, when repair costs are less than the cost of replacement or
when a change in the Covered Person’s medical condition occurs sooner than the three year
timeframe. Replacement of artificial limbs or any part of such devices may be covered when
the condition of the device or part requires repairs that cost more than the cost of a
replacement device or part.

Note: Prosthetic devices are different from DME - see Durable Medical Equipment (DME) in
this section.

Prior Authorization Requirement

For Non-Network Benefits you must obtain prior authorization from the Claims
Administrator (as described in Section 4, Personal Health Support and Prior Authorization)
before obtaining prosthetic devices that exceed $1,000 in cost per device.

Reconstructive Procedures

Reconstructive Procedures are services performed when the primary purpose of the
procedure is either to treat a medical condition or to improve or restore physiologic function
for an organ or body part. Reconstructive procedures include surgery or other procedures
which are associated with an Injury, Sickness or Congenital Anomaly. The primary result of
the procedure is not a changed or improved physical appearance.
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Improving or restoring physiologic function means that the organ or body part is made to
work better. An example of a Reconstructive Procedure is surgery on the inside of the nose
so that a person’s breathing can be improved or restored.

Benefits for Reconstructive Procedures include breast reconstruction following a
mastectomy and reconstruction of the non-affected breast to achieve symmetry.
Replacement of an existing breast implant is covered by the Plan if the initial breast implant
followed mastectomy. Other services required by the Women’s Health and Cancer Rights
Act of 1998, including breast prostheses and treatment of complications, are provided in the
same manner and at the same level as those for any other Covered Health Service. You can
contact UnitedHealthcare at the telephone number on your ID card for more information
about Benefits for mastectomy-related services.

There may be times when the primary purpose of a procedure is to make a body part work
better. However, in other situations, the purpose of the same procedure is to improve the
appearance of a body part. Cosmetic procedures are excluded from coverage. Procedures
that correct an anatomical Congenital Anomaly without improving or restoring physiologic
function are considered Cosmetic Procedures. A good example is upper eyelid surgery. At
times, this procedure will be done to improve vision, which is considered a Reconstructive
Procedure. In other cases, improvement in appearance is the primary intended purpose,
which is considered a Cosmetic Procedure. The Plan does not provide Benefits for Cosmetic
Procedures, as defined in Section 14, Glossary.

The fact that a Covered Person may suffer psychological consequences or socially avoidant
behavior as a result of an Injury, Sickness or Congenital Anomaly does not classify surgery
(or other procedures done to relieve such consequences or behavior) as a reconstructive
procedure.
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Prior Authorization Requirement

For Non-Network Benefits for:

m A scheduled Reconstructive Procedure, you must obtain prior authorization from the
Claims Administrator (as described in Section 4, Personal Health Support and Prior
Authorization) five business days before a scheduled Reconstructive Procedures is
performed.

m A non-scheduled Reconstructive Procedure, you must provide notification to the
Claims Administrator within one business day following such procedure or as soon as
is reasonably possible thereafter.

Rehabilitation Services - Outpatient Therapy and Manipulative Treatment

The Plan provides short-term outpatient rehabilitation services for the following types of
therapy:

m physical therapy;

m occupational therapy;

m  Manipulative Treatment;

m speech therapy;

m post-cochlear implant aural therapy;

m vision therapy;

m cognitive rehabilitation therapy following a post-traumatic brain Injury or cerebral
vascular accident;

m  pulmonary rehabilitation; and

m cardiac rehabilitation.

For all rehabilitation services, a licensed therapy provider, under the direction of a Physician
(when required by state law), must perform the services. Benefits under this section include
rehabilitation services provided in a Physician’s office or on an outpatient basis at a Hospital
or Alternate Facility. Rehabilitative services provided in a Covered Person’s home by a
Home Health Agency are provided as described under Home Health Care. Rehabilitative
services provided in a Covered Person’s home other than by a Home Health Agency are
provided as described under this section.

Benefits can be denied or shortened for Covered Persons who are not progressing in goal-
directed rehabilitation services or if rehabilitation goals have previously been met. Benefits
can be denied or shortened for Covered Persons who are not progressing in goal-directed
Manipulative Treatment or if treatment goals have previously been met. Benefits under this
section ate not available for maintenance/preventive Manipulative Treatment.
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Habilitative Services

For the purpose of this Benefit, “habilitative services” means Medically Necessary skilled
health care services that help a person keep, learn or improve skills and functioning for daily
living. Habilitative services are skilled when all of the following are true:

m  The services are part of a prescribed plan of treatment or maintenance program that is
Medically Necessary to maintain a Covered Person’s current condition or to prevent or
slow further decline.

m Itis ordered by a Physician and provided and administered by a licensed provider.

m Itis not delivered for the purpose of assisting with activities of daily living, including
dressing, feeding, bathing or transferring from a bed to a chair.

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

m It is not Custodial Care.

The Claims Administrator will determine if Benefits are available by reviewing both the
skilled nature of the service and the need for Physician-directed medical management.
Therapies provided for the purpose of general well-being or conditioning in the absence of a
disabling condition are not considered habilitative services. A service will not be determined
to be “skilled” simply because there is not an available caregiver.

Benefits are provided for habilitative services provided for Covered Persons with a disabling
condition when both of the following conditions are met:

m  The treatment is administered by a licensed speech-language pathologist, licensed
audiologist, licensed occupational therapist, licensed physical therapist, or Physician.

m  The initial or continued treatment must be proven and not Experimental or
Investigational.

Benefits for habilitative services do not apply to those services that are solely educational in
nature or otherwise paid under state or federal law for purely educational services. Custodial
Care, respite care, day care, therapeutic recreation, vocational training and Residential
Treatment are not habilitative services. A service that does not help the Covered Person to
meet functional goals in a treatment plan within a prescribed time frame is not a habilitative
service.

The Plan may require that a treatment plan be provided, request medical records, clinical
notes, or other necessary data to allow the Plan to substantiate that initial or continued
medical treatment is needed. When the treating provider anticipates that continued treatment
is or will be required to permit the Covered Person to achieve demonstrable progress, the
Plan may request a treatment plan consisting of diagnosis, proposed treatment by type,
frequency, anticipated duration of treatment, the anticipated goals of treatment, and how
frequently the treatment plan will be updated.
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Benefits for Durable Medical Equipment and prosthetic devices, when used as a component
of habilitative services, are described under Durable Medical Equipment and Prosthetic
Devices.

Other than as described under Habilitative Services above, please note that the Plan will pay
Benefits for speech therapy for the treatment of disorders of speech, language, voice,
communication and auditory processing only when the disorder results from Injury, stroke,
cancer, Congenital Anomaly, or Autism Spectrum Disorder. The Plan will pay Benefits for
cognitive rehabilitation therapy only when Medically Necessary following a post-traumatic
brain Injury or cerebral vascular accident.

Scopic Procedures - Outpatient Diagnostic and Therapeutic

The Plan pays for diagnostic and therapeutic scopic procedures and related services received
on an outpatient basis at a Hospital or Alternate Facility or in a Physician’s office.

Diagnostic scopic procedures are those for visualization, biopsy and polyp removal.
Examples of diagnostic scopic procedures include colonoscopy, sigmoidoscopy, and
endoscopy.

Benefits under this section include:

m the facility charge and the charge for supplies and equipment; and

m Physician services for anesthesiologists, pathologists and radiologists.

Benefits for other Physician services are described in this section under Physician Fees for
Surgical and Medical Services.

Please note that Benefits under this section do not include surgical scopic procedures, which
are for the purpose of performing surgery. Benefits for surgical scopic procedures are
described under Surgery - Outpatient. Examples of surgical scopic procedures include
arthroscopy, laparoscopy, bronchoscopy, hysteroscopy.

When these services are performed for preventive screening purposes, Benefits are described
in this section under Preventive Care Services.
Skilled Nursing Facility/Inpatient Rehabilitation Facility Services

Facility services for an Inpatient Stay in a Skilled Nursing Facility or Inpatient Rehabilitation
Facility are covered by the Plan. Benefits include:

m non-Physician services and supplies received during the Inpatient Stay;
m room and board in a Semi-private Room (a room with two or more beds); and

m Physician services for radiologists, anesthesiologists and pathologists.

Benefits are available when skilled nursing and/or Inpatient Rehabilitation Facility services
are needed on a daily basis. Benefits are also available in a Skilled Nursing Facility or
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Inpatient Rehabilitation Facility for treatment of a Sickness or Injury that would have
otherwise required an Inpatient Stay in a Hospital.

Benefits for other Physician services are described in this section under Physician Fees for
Surgical and Medical Services.

UnitedHealthcare will determine if Benefits are available by reviewing both the skilled nature
of the service and the need for Physician-directed medical management. A service will not be
determined to be “skilled” simply because there is not an available caregiver.

Benefits are available only if:

m the initial confinement in a Skilled Nursing Facility or Inpatient Rehabilitation Facility
was or will be a Cost Effective alternative to an Inpatient Stay in a Hospital; and

m you will receive skilled care services that are not primarily Custodial Care.

Skilled care is skilled nursing, skilled teaching, and skilled rehabilitation services when:

m it is delivered or supervised by licensed technical or professional medical personnel in
order to obtain the specified medical outcome, and provide for the safety of the patient;

m it is ordered by a Physician;

m it is not delivered for the purpose of assisting with activities of daily living, including
dressing, feeding, bathing or transferring from a bed to a chair; and

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

shortened for Covered Persons who are not progressing in goal-directed rehabilitation
services or if discharge rehabilitation goals have previously been met.

Note: The Plan does not pay Benefits for Custodial Care or Domiciliary Care, even if
ordered by a Physician, as defined in Section 14, Glossary.

Prior Authorization Requirement

Please remember for Non-Network Benefits for:

m A scheduled admission, you must obtain prior authorization from the Claims
Administrator (as described in Section 4, Personal Health Support and Prior
Authorization)five business days before admission.

m A non-scheduled admission (or admissions resulting from an Emergency) you must

provide notification to the Claim Administrator as soon as is reasonably possible.

Substance-Related and Addictive Disorders Services

Substance-Related and Addictive Disorders Services include those received on an inpatient
or outpatient basis in a Hospital, an Alternate Facility, or in a provider’s office. All services
must be provided by or under the direction of a properly qualified behavioral health
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provider.

Benefits include the following levels of care:

B inpatient treatment.

m residential Treatment.

m  Partial Hospitalization/Day Treatment.
m Intensive Outpatient Treatment.

W outpatient treatment.

Services include the following:

m diagnostic evaluations, assessment and treatment planning.
m treatment and/or procedures.

m medication management and other associated treatments.
m individual, family and group therapy.

m provider-based case management services.

B crisis intervention.

The Mental Health/Substance-Related and Addictive Disorders Administrator provides
administrative services for all levels of care.

You ate encouraged to contact the Mental Health/Substance Use Disorder Administrator
for referrals to providers and coordination of care.

Prior Authorization Requirement

Please remember for Non-Network Benefits for:

m A scheduled admission for Substance-Related and Addictive Disorders Services
(including Partial Hospitalization/Day Treatment and admission for services at a
Residential Treatment facility) you must obtain authorization from the Claims
Administrator (as described in Section 4, Personal Health Support and Prior Authorization)
five business days before admission.

m A non-scheduled admission (including Emergency admissions) you must provide
notification to the Claims Administrator as soon as is reasonably possible.

In addition, for Non-Network Benefits you must obtain prior authorization from the
Claims Administrator (as described in Section 4, Personal Health Support and Prior
Authorization) before the following services are received: Intensive Outpatient Treatment
programs; psychological testing; extended outpatient treatment visits beyond 45-50
minutes in duration, with or without medication management.
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Surgery - Outpatient

The Plan pays for surgery and related services received on an outpatient basis at a Hospital
or Alternate Facility or in a Physician’s office.

Benefits under this section include:

m the facility charge and the charge for supplies and equipment;

m certain surgical scopic procedures (examples of surgical scopic procedures include
arthroscopy, laparoscopy, bronchoscopy and hysteroscopy); and

m Physician services for radiologists, anesthesiologists and pathologists. Benefits for other
Physician services are described in this section under Physician Fees for Surgical and Medical
Services.

Examples of surgical procedures performed in a Physician’s office are mole removal and ear
wax removal.

Prior Authorization Requirement

For Non-Network Benefits for blepharoplasty, uvulopalatopharyngoplasty, vein
procedures, sleep apnea surgeries, cochlear implant and orthognathic surgeries you must
obtain prior authorization from the Claims Administrator (as described in Section 4,
Personal Health Support and Prior Authorization) five business days before scheduled services
are received or, for non-scheduled services, within one business day following receipt of
such services or as soon as is reasonably possible thereafter.

Temporomandibular Joint (TMJ) Services

The Plan covers diagnostic and surgical and non-surgical treatment of conditions affecting
the temporomandibular joint when provided by or under the direction of a Physician.
Coverage includes necessary treatment required as a result of accident, trauma, a Congenital
Anomaly, developmental defect, or pathology.

Diagnostic treatment includes examination, radiographs and applicable imaging studies and
consultation. Non-surgical treatment includes clinical examinations, oral appliances (orthotic
splints), arthrocentesis and trigger-point injections.

Benefits are provided for surgical treatment if:

m there is clearly demonstrated radiographic evidence of significant joint abnormality;
m non-surgical treatment has failed to adequately resolve the symptoms; and

m pain or dysfunction is moderate or severe.

Benefits for surgical services include arthrocentesis, arthroscopy, arthroplasty, arthrotomy,
open or closed reduction of dislocations.
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Benefits for an Inpatient Stay in a Hospital and Hospital-based Physician services are
described in this section under Hospital — Inpatient Stay and Physician Fees for Surgical and Medical
Services, respectively.

Therapeutic Treatments - Outpatient

The Plan pays Benefits for therapeutic treatments received on an outpatient basis at a
Hospital or Alternate Facility or in a Physician’s office, including dialysis (both hemodialysis
and peritoneal dialysis), intravenous chemotherapy or other intravenous infusion therapy and
radiation oncology.

Covered Health Services include medical education services that are provided on an
outpatient basis at a Hospital or Alternate Facility by appropriately licensed or registered
healthcare professionals when:

m  education is required for a disease in which patient self-management is an important
component of treatment; and

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

Benefits under this section include:

m the facility charge and the charge for related supplies and equipment; and

m  Physician services for anesthesiologists, pathologists and radiologists. Benefits for other
Physician services are described in this section under Physician Fees for Surgical and Medical
Services.

Prior Authorization Requirement

For Non-Network Benefits for the following outpatient therapeutic services, you must
obtain prior authorization from the Claims Administrator (as described in Section 4,
Personal Health Support and Prior Authorization) five business days before scheduled services
are received or, for non-scheduled services, within one business day following receipt of
such services or as soon as is reasonably possible thereafter: Dialysis, IV infusion,
radiation oncology, intensity modulated radiation therapy and MR-guided focused
ultrasound.

Transplantation Services

Inpatient facility services (including evaluation for transplant, organ procurement and donor
searches) for transplantation procedures must be ordered by a Network provider and
received at a Designated Provider facility (subject to the exception below for cornea
transplants). Benefits are available to the donor and the recipient when the recipient is
covered under the Plan. The transplant must meet the definition of a Covered Health
Service and cannot be Experimental or Investigational, or Unproven. Examples of
transplants for which Benefits are available include but are not limited to:

m heart;

m  heart/lung;
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m lung;

m kidney;

m  kidney/pancreas;
m liver;

m liver/kidney;

m liver/intestinal;

B pancreas;

m intestinal; and

m  bone marrow (either from you or from a compatible donor) and peripheral stem cell
transplants, with or without high dose chemotherapy. Not all bone marrow transplants
meet the definition of a Covered Health Service.

Benefits are also available for cornea transplants. You are not required to obtain prior
authorization from United Resource Networks or UnitedHealthcare for a cornea transplant
nor is the cornea transplant required to be performed at a Designated Provider facility.

Donor costs that are directly related to organ removal are Covered Health Services for which
Benefits are payable through the organ recipient’s coverage under the Plan.

The Plan has specific guidelines regarding Benefits for transplant services. Contact United
Resource Networks at (888) 936-7246 or UnitedHealthcare at the telephone number on your
ID card for information about these guidelines.

Prior Authorization Requirement

For Benefits you must obtain prior authorization from the Claims Administrator (as
described in Section 4, Personal Health Support and Prior Authorization) as soon as the
possibility of a transplant arises (and before the time a pre-transplantation evaluation is
performed at a transplant center). If you don’t obtain prior authorization and if, as a

result, the services are not performed by a Designated Provider, Benefits will not be paid.

Travel and Lodging

The Plan may provide you with travel and lodging assistance Benefits. Travel and lodging
Benefits are only available for you or your eligible family member if you meet the
qualifications for the Benefit, including receiving care at a Designated Provider facility that is
beyond a specified distance from your home address, as further described below. Eligible
Expenses are reimbursed after the expense forms have been completed and submitted with
the appropriate receipts.

If you have specific questions regarding Travel and Lodging, please call the Claims
Administrator’s Travel and Lodging office at 1-800-842-0843.
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Travel and Lodging Expenses

The Plan covers expenses for travel and lodging for the patient, provided he or she is not
covered by Medicare, and a companion as follows:

Transportation of the patient and one companion who is traveling on the same day(s) to
and/or from the site of the qualified procedure provided by a Designated Provider for
the purposes of an evaluation, the procedure or necessary post-discharge follow-up.

The Eligible Expenses for lodging for the patient (while not a Hospital inpatient) and
one companion.

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

Travel and lodging Benefits are only available if the patient resides more than 50 miles
from the Designated Provider.

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

The bariatric, cancer, congenital heart disease and transplant programs offer a combined
overall lifetime maximum Benefit of $10,000 per Covered Person for all transportation
and lodging Eligible Expenses incurred by you and reimbursed under the Plan in
connection with all qualified procedures.

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

Lodging

A per diem rate, up to $50.00 per day, for the patient or the caregiver if the patient is in
the Hospital.

A per diem rate, up to $100.00 per day, for the patient and one caregiver. When a child is
the patient, two persons may accompany the child.

Examples of items that are not covered:

m  Groceries.

m  Alcoholic beverages.

m  Personal or cleaning supplies.

m  Meals.

m  Opver-the-counter dressings or medical supplies.

m  Deposits.

m  Utilities and furniture rental, when billed separate from the rent payment.
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m  Phone calls, newspapers, or movie rentals.
Transportation
Benefits are payable for:

m  Automobile mileage (reimbursed at the IRS medical rate) for the most direct route
between the patient’s home and the Designated Provider.

m Taxi fares (not including limos or car services).

m Economy or coach airfare.

m Parking.
m  Trains.
m Boat.

m DBus.

m  Tolls.

Urgent Care Center Services

The Plan provides Benefits for services, including professional services, received at an
Urgent Care Center, as defined in Section 14, Glossary. When Urgent Care services are
provided in a Physician’s office, the Plan pays Benefits as described under Physician’s Office
Services - Sickness and Injury earlier in this section.

Virtual Visits

The Plan provides Benefits for virtual visits for Covered Health Services that include the
diagnosis and treatment of low acuity medical conditions for Covered Persons, through the
use of interactive audio and video telecommunication and transmissions, and audio-visual
communication technology. Virtual visits provide communication of medical information in
real-time between the patient and a distant Physician or health care specialist, through use of
interactive audio and video communications equipment outside of a medical facility (for
example, from home or from work).

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

Please Note: Not all medical conditions can be appropriately treated through virtual visits.
The Designated Virtual Network Provider will identify any condition for which treatment by
in-person Physician contact is necessary.

Benefits under this section do not include email, fax and standard telephone calls, or for
telehealth/telemedicine visits that occur within medical facilities (CMS defined originating
facilities).
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Wigs
The Plan pays Benefits for wigs and other scalp hair prosthesis for:

m  loss of hair resulting from treatment of a malighancy or any medical condition with a
medical diagnosis; or

m permanent loss of hair due to an accidental Injury.
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SECTION 7 - CLINICAL PROGRAMS AND RESOURCES

What this section includes:
Health and well-being resources available to you, including:
m  Consumer Solutions and Self-Service Tools;

m  Disease and Condition Management Services; and

m  Wellness Programs.

Anadarko Petroleum Corporation believes in giving you the tools you need to be an
educated health care consumer. To that end, Anadarko Petroleum Corporation has made
available several convenient educational and support services, accessible by phone and the
Internet, which can help you to:

m take care of yourself and your family members;

m manage a chronic health condition; and

m navigate the complexities of the health care system.

NOTE:

Information obtained through the services identified in this section is based on current
medical literature and on Physician review. It is not intended to replace the advice of a
doctor. The information is intended to help you make better health care decisions and
take a greater responsibility for your own health. UnitedHealthcare and Anadarko
Petroleum Corporation are not responsible for the results of your decisions from the use
of the information, including, but not limited to, your choosing to seek or not to seek
professional medical care, or your choosing or not choosing specific treatment based on

the text.

Consumer Solutions and Self-Service Tools
Health Survey

You, your Spouse and your Dependent children over age 18 are invited to learn more about
your health and wellness at www.myuhc.com and are encouraged to participate in the
online health survey. The health survey is an interactive questionnaire designed to help you
identify your healthy habits as well as potential health risks.

Your health survey is kept confidential. Completing the survey will not impact your Benefits
or eligibility for Benefits in any way.

To find the health survey, log in to www.myuhc.com. After logging in, access your
personalized Health & Wellness page. If you need any assistance with the online survey, please
call the number on the back of your ID card.

Health Improvement Plan

You can start a Health Improvement Plan at any time. This plan is created just for you and
includes information and interactive tools, plus online health coaching recommendations
based on your profile.
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Online coaching is available for:

B nutrition;

B cxercise;

m  weight management;
W stress;

m smoking cessation;
m diabetes; and

m heart health.

To help keep you on track with your Health Improvement Plan and online coaching, you’ll
also receive personalized messages and reminders — the Plan’s way of helping you meet your
health and wellness goals.

NurseLine™

NurseLine®™ is a toll-free telephone service that puts you in immediate contact with an
experienced registered nurse any time, 24 hours a day, seven days a week. Nurses can
provide health information for routine or urgent health concerns. When you call, a registered
nurse may refer you to any additional resources that Anadarko Petroleum Corporation has
available to help you improve your health and well-being or manage a chronic condition. Call
any time when you want to learn more about:

m  a recent diagnosis;

m a minor Sickness or Injury;

B men’s, women’s, and children’s wellness;

m  how to take Prescription Drug Products safely;

m sclf-care tips and treatment options;

m  healthy living habits; or

m any other health related topic.
NurseLine®™ gives you another convenient way to access health information. By calling the
same toll-free number, you can listen to one of the Health Information Library’s over 1,100

recorded messages, with over half in Spanish.

Nurseline™ is available to you at no cost. To use this convenient service, call
(855) 583-3161.

Note: If you have a medical emergency, call 911 instead of calling NurseLine®™.

Call NurseLine™ toll-free, any time, 24 hours a day, seven days a week. You can count on
NurseLine™ to help answer your health questions.
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With NurseLine®, you also have access to nurses online. To use this service, log onto
www.myuhc.com and click “Live Nurse Chat” in the top menu bar. You’ll instantly be
connected with a registered nurse who can answer your general health questions any time, 24
hours a day, seven days a week. You can also request an e-mailed transcript of the
conversation to use as a reference.

Note: If you have a medical emergency, call 911 instead of logging onto www.myuhc.com.

Reminder Programs
To help you stay healthy, UnitedHealthcare may send you and your covered Dependents

reminders to schedule recommended screening exams. Examples of reminders include:
m mammograms for women between the ages of 40 and 68;

m pediatric and adolescent immunizations;

m cervical cancer screenings for women between the ages of 20 and 64;

m comprehensive screenings for individuals with diabetes; and

m influenza/pneumonia immunizations for enrollees age 65 and older.

There is no need to enroll in this program. You will receive a reminder automatically if you
have not had a recommended screening exam.

Treatment Decision Support

In order to help you make informed decisions about your health care, UnitedHealthcare has
a program called Treatment Decision Support. This program targets specific conditions as
well as the treatments and procedures for those conditions.

This program offers:

W access to accurate, objective and relevant health care information;
m coaching by a nurse through decisions in your treatment and care;
m expectations of treatment; and

m information on high quality providers and programs.
Conditions for which this program is available include:

m  back pain;

m  knee & hip replacement;
m prostate disease;

W prostate cancer;

m  benign uterine conditions;

m breast cancer;
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m coronary disease and

m  Dbariatric surgery.

Participation is completely voluntary and without extra charge. If you think you may be
eligible to participate or would like additional information regarding the program, please
contact the number on the back of your ID card.

UnitedHealth Premium®” Program

UnitedHealthcare designates Network Physicians and facilities as UnitedHealth Premium®
Tier 1 Program Physicians or facilities for certain medical conditions. Physicians and
facilities are evaluated on two levels - quality and efficiency of care. The UnitedHealth
Premium® Program was designed to:

m  help you make informed decisions on where to receive care;
m provide you with decision support resources; and
m give you access to Physicians and facilities across areas of medicine that have met

UnitedHealthcare’s quality and efficiency criteria.

For details on the UnitedHealth Premium® Program including how to locate a
UnitedHealth Premium® Physician or facility, log onto www.myuhc.com or call the toll-
free number on your ID card.

www.myuhc.com

UnitedHealthcare’s member website, www.myuhc.com, provides information at your
fingertips anywhere and anytime you have access to the Internet. www.myuhc.com opens
the door to a wealth of health information and convenient self-service tools to meet your
needs.

With www.myuhc.com you can:

m receive personalized messages that are posted to your own website;

m research a health condition and treatment options to get ready for a discussion with your
Physician;
m search for Network providers available in your Plan through the online provider

directory;

m  access all of the content and wellness topics from NurseLine including Live Nurse Chat
24 hours a day, seven days a week;

m complete a health risk survey to identify health habits you can improve, learn about
healthy lifestyle techniques and access health improvement resources;

m use the treatment cost estimator to obtain an estimate of the costs of various procedures
in your area; and

m usc the Hospital comparison tool to compare Hospitals in your area on various patient
safety and quality measures.
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Registering on www.myuhc.com

If you have not already registered as a www.myuhc.com subscriber, simply go to
www.myuhc.com and click on “Register Now.” Have your UnitedHealthcare ID card
handy. The enrollment process is quick and easy.

Visit www.myuhc.com and:

m make real-time inquiries into the status and history of your claims;
m view eligibility and Plan Benefit information, including Annual Deductibles;
m view and print all of your Explanation of Benefits (EOBs) online; and

m order a new or replacement ID card or, print a temporary ID card.

Want to learn more about a condition or treatment?

Log on to www.myuhc.com and research health topics that are of interest to you. Learn
about a specific condition, what the symptoms are, how it is diaghosed, how common it
is, and what to ask your Physician.

Disease and Condition Management Services

Cancer Support Program

UnitedHealthcare provides a program that identifies, assesses, and supports members who
have cancer. The program is designed to support you. This means that you may be called by
a registered nurse who is a specialist in cancer and receive free educational information
through the mail. You may also call the program and speak with a nurse whenever you need
to. This nurse will be a resource and advocate to advise you and to help you manage your
condition. This program will work with you and your Physicians, as appropriate, to offer
education on cancer, and self-care strategies and support in choosing treatment options.

Participation is completely voluntary and without extra charge. If you think you may be
eligible to participate or would like additional information regarding the program, please call
the number on the back of your ID card or call the program directly at (855) 583-3161.

For information regarding specific Benefits for cancer treatment within the Plan, see Section
6, Additional Coverage Details under the heading Cancer Resource Services (CRS).

Disease Management Services

If you have been diagnosed with or are at risk for developing certain chronic medical
conditions you may be eligible to participate in a disease management program at no cost to
you. The heart failure, coronary artery disease, chronic obstructive pulmonary disease,
diabetes and asthma programs are designed to support you. This means that you will receive
free educational information through the mail, and may even be called by a registered nurse
who is a specialist in your specific medical condition. This nurse will be a resource to advise
and help you manage your condition.

These programs offer:

m educational materials mailed to your home that provide guidance on managing your
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specific chronic medical condition. This may include information on symptoms, warning
signs, self-management techniques, recommended exams and medications;

m  access to educational and self-management resources on a consumer website;

m an opportunity for the disease management nurse to work with your Physician to ensure
that you are receiving the appropriate care; and

m toll-free access to and one-on-one support from a registered nurse who specializes in
your condition. Examples of support topics include:

- education about the specific disease and condition,

- medication management and compliance,

- reinforcement of on-line behavior modification program goals,
- preparation and support for upcoming Physician visits,

- review of psychosocial services and community resources,

- caregiver status and in-home safety,

- use of mail-order pharmacy and Network providers.

Participation is completely voluntary and without extra charge. If you think you may be
eligible to participate or would like additional information regarding the program, please
contact the number on the back of your ID card.

HealtheNotes™

UnitedHealthcare provides a service called HealtheNotes to help educate members and
make suggestions regarding your medical care. HealtheNotes provides you and your
Physician with suggestions regarding preventive care, testing or medications, potential
interactions with medications you have been prescribed, and certain treatments. In addition,
your HealtheNotes report may include health tips and other wellness information.

UnitedHealthcare makes these suggestions through a software program that provides
retrospective, claims-based identification of medical care. Through this process patients are
identified whose care may benefit from suggestions using the established standards of
evidence based medicine as described in Section 14, Glossary under the definition of Covered
Health Services.

If your Physician identifies any concerns after reviewing his or her HealtheNotes report, he
or she may contact you if he or she believes it to be appropriate. In addition, you may use
the information in your report to engage your Physician in discussions regarding your health
and the identified suggestions. Any decisions regarding your care, though, are always
between you and your Physician.

If you have questions or would like additional information about this service, please call the
number on the back of your ID card.

Medication Management

UnitedHealthcare provides a service called the Medication Therapy Management Report
especially for individuals who use multiple medications. This service looks to identify and
prevent potential problems which can occur in individuals who use more than one
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medication. In order to help you make the most of your medications, a copy of this report is
sent to your Physician for review.

Your specific Medication Therapy Management Report includes a list of medications
dispensed for you under your pharmacy benefit plan within the past six months. Your
Physician is asked to review this report:

m to identify potential drug interactions with the prescription medications that have been
prescribed to you;

m to note if more than one medication is serving the same purpose; and

m to determine if a needed medication is missing.

If your Physician identifies any concerns after reviewing the report, he or she may contact
you if appropriate.

If you have any questions about any of the information presented in the Medication Therapy
Management Report after you receive it please call the number provided on the report.

Wellness Programs
Healthy Back Program

UnitedHealthcare provides a program that identifies, assesses, and supports members with
acute and chronic back conditions. By participating in this program you may receive free
educational information through the mail and may even be called by a registered nurse who
is a specialist in acute and chronic back conditions. This nurse will be a resource to advise
and help you manage your condition.

This program offers:

m cducation on back-related information and self-care strategies;
m management of depression related to chronic back pain; and

m support in choosing treatment options.

Participation is completely voluntary and without extra charge. If you think you may be
eligible to participate or would like additional information regarding the program, please call
the number on the back of your ID card.

Maternity Support Program

If you are pregnant or thinking about becoming pregnant, and you are enrolled in the
medical Plan, you can get valuable educational information, advice and comprehensive case
management by calling the toll-free number on your ID card. Your enrollment in the
program will be handled by an OB nurse who is assigned to you.

This program offers:

m cnrollment by an OB nurse;
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m pre-conception health coaching;

m written and online educational resources covering a wide range of topics;

m first and second trimester risk screenings;

m identification and management of at- or high-risk conditions that may impact pregnancy;
m pre-delivery consultation;

m coordination with and referrals to other benefits and programs available under the
medical plan;

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

B post-partum depression screening.

Participation is completely voluntary and without extra charge. To take full advantage of the
program, you are encouraged to enroll within the first trimester of Pregnancy. You can
enroll any time, up to your 34th week. To enroll, call the toll-free number on the back of
your ID card.

As a program participant, you can always call your nurse with any questions or concerns you
might have.

Wellness Coaching

UnitedHealthcare offers a personalized Wellness Coaching program that can help you
identify health risks, set goals and develop personalized strategies that empower you to make
positive lifestyle changes to help improve your health and well-being. The one-on-one
coaching integrates phone- and mail-based communications with an online interactive health
coach on www.myuhc.com.

The Wellness Coaching program gives you access to specially trained personal wellness
coaches to get you started and provides support that can keep you on track. These certified
wellness coaches are cross-trained in multiple wellness concentrations for a more complete
coaching experience. You will be assigned one wellness coach at the onset of your program
and will be guided by the same coach throughout the program. Through information
sharing, the wellness coach will work with you to create a personalized action plan that
evolves throughout the program.

Wellness Coaching supports individuals with the following lifestyle issues:

m diabetes;

B exercise;

m heart health;

B nutrition;

W stress management;

W cxercise programs;
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B tobacco cessation; and

m  weight management.

This program is offered at no cost to you or your Dependents. To enroll in the program, call
Wellness Coaching toll-free at (800) 478-1057.

Anadatko Advantage — Rally Coins and Thanks! Points Incentive Programs

As part of the “Anadarko Advantage” wellness program, eligible individuals may earn two
types of rewards for completing certain designated health-related activities through the Rally
Coins and Thanks! Points Incentive Programs.

Eligibility
The following individuals are eligible to sign up and participate in the Rally Coins and
Thanks! Points Incentive Programs:

m  Any Employee, whether or not enrolled in medical coverage under a Benefit Program of
the Plan that is administered by UnitedHealthcare (a “UHC Medical Program”); and

m  Any Spouse or Domestic Partner who is enrolled in a UHC Medical Program (Rally
Coins incentive only).

Rally Coins Incentive

Rally is an online wellness incentive program administered by UnitedHealthcare.

If you are eligible to participate, you must go to www.myuhc.com (or
www.anadarko.werally.com, if you are an Employee who is not enrolled in a UHC Medical
Program) and click on the “Rally Health Survey” link to enroll. When using Rally for the first
time, you must create a profile online, set up a Rally account and complete a Rally Health
Survey. Through the Rally Health Survey, a measure of your overall health (your “Rally age”)
will be calculated and UnitedHealthcare will identify and recommend particular activities for
you (known as “missions”) which are designed to help improve your diet, fitness or mood.

You may earn points and “coins” for completing any of the activities for your coverage class
listed in the “Thanks! Points Incentive” section below. In addition, you may earn Rally
“coins” for performing other activities as described on the Rally website. Please refer to the
Rally website to identify the number of Rally “coins” that can be earned per activity. Please
note, however, that “private challenges” (as may be described on the Rally website) are not
provided for through the Anadarko Advantage — Rally Coins incentive program.

The Rally “coins” that you earn will be reflected on your Rally dashboard on the Rally
website. You may spend your Rally “coins” only by entering sweepstakes for prizes, as
offered on the Rally website.

Rally “coins” are not taxable. However, if you enter a sweepstakes with Rally coins and win a
prize, your prize is taxable. You are solely responsible for any federal, state or local taxes that
you owe with respect to any prize that you win.
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Thanks! Points Incentive

Thanks! Points is an incentive program administered by Optum. If you are eligible to
participate in Thanks! Points, you will automatically be enrolled when you enroll in Rally, as
discussed above.

Once you are enrolled, you may earn Thanks! Points when you complete the following
(based on whether or not you are enrolled in a UHC Medical Program):

Employee with coverage under a UHC Medical Program:

m  Annual physical exam' = 1,000 points

m  Mammography screening' = 1,000 points

m  Cervical screening' = 1,000 points

m  Colorectal cancer screening' = 1,000 points
m Rally Health Survey (see above) = 500 points
m  Three Rally missions = 500 points

m  Biometric screening” = 500 points

1You will receive your reward for these activities once your provider or an Anadarko Health Center files a medical claim for your annual
physical exam or preventive screening.

2In order to complete this activity and earn your rewatd, your health care provider must complete and sign a “Health Provider Screening
Form” for you. The form is prepopulated and personalized for each participant to ensure accuracy. You can access the form by clicking
“Sign Up” on the “Get Screened” tile on your Rally dashboard and following the prompts. Once downloaded, the form should be taken to
your appointment at an Anadarko Health Center or your health care provider’s office. Either you or your health care provider may fax the
completed form to the number at the bottom of the form.

Employee without coverage under a UHC Medical Program:

m  Rally Health Survey (see above) = 500 points
m  Rally Health Survey attestation question® = 1,000 points
m  Three Rally missions = 500 points

m  Biometric screening* = 500 points

3In order to earn points for this activity, when you take the Rally Health Survey, you must answer “yes” when asked whether you have
plans to visit your primary care doctor for an annual checkup (or preventive care screening) during the current calendar year. If you do not
answer “yes”, you will not earn points for this activity, even if you change your answer later.

+In order to complete this activity and earn your reward, your health care provider must complete and sign a “Health Provider Screening
Form” for you. The form is prepopulated and personalized for each participant to ensure accuracy. You can access the form by clicking
“Sign Up” on the “Get Screened” tile on your Rally dashboard and following the prompts. Once downloaded, the form should be taken to
your appointment at an Anadarko Health Center or your health care provider’s office. Either you or your health care provider may fax the
completed form to the number at the bottom of the form.

A maximum of 2,000 Thanks! Points may be earned each calendar year. You may use your
Thanks! Points to purchase items, such as electronics, camping gear, gift cards and jewelry,
through Anadarko’s designated vendor for the Thanks! Points incentive program. Note:
Thanks! Points are accumulated in the same account that may be established for you under
Anadarko’s service award, safety award and/or Employee Excellence award programs.
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Four to six weeks following your receipt of any Thanks! Points that you earn, the value of
those points will be reported on your paycheck as imputed income, and regular payroll taxes
will be withheld.

Participation is Voluntary

Participation in the Rally Coins and Thanks! Points incentive programs is voluntary. If an
eligible Employee (or eligible Spouse or Domestic Partner, as applicable) signs up to
participate in the Rally Health Survey, he or she will be automatically enrolled in the Rally
Coins and Thanks! Points incentive programs. If you do not wish to participate in these
program, you should not sign up to participate in the Rally Health Survey. Additional details
regarding the terms and conditions of the Rally Coins and Thanks! Points incentive
programs are available by contacting Optum at 1-888-512-4093 or visit www.myuhc.com for
incentives through Rally.

Applicable Laws

The Wellness Programs are intended to comply with the requirements of applicable law and
regulation (which may include, but are not limited to, the Americans with Disabilities Act
and the non-discrimination, privacy and security regulations under HIPAA, to the extent
each is applicable) and shall be construed and administered accordingly.
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SECTION 8 - EXCLUSIONS: WHAT THE MEDICAL PLAN WILL NOT COVER

What this section includes:
m  Services, supplies and treatments that are not Covered Health Services, except as may
be specifically provided for in Section 6, .Additional Coverage Details.

The Plan does not pay Benefits for the following services, treatments or supplies even if they
are recommended or prescribed by a provider or are the only available treatment for your
condition.

When Benefits are limited within any of the Covered Health Services categories described in
Section 6, Additional Coverage Details, those limits are stated in the corresponding Covered
Health Service category in Section 5, Plan Highlights. Limits may also apply to some Covered
Health Services that fall under more than one Covered Health Service category. When this
occurs, those limits are also stated in Section 5, Plan Highlights. Please review all limits
carefully, as the Plan will not pay Benefits for any of the services, treatments, items or
supplies that exceed these Benefit limits.

Please note that in listing services or examples, when the Benefits Booklet says “this
includes,” or “including but not limited to,” it is not UnitedHealthcare’s intent to
limit the description to that specific list. When the Plan does intend to limit a list of
services or examples, the Benefits Booklet specifically states that the list “is limited
to.”

Alternative Treatments

1. acupressure;

2. aromatherapy;

3. hypnotism;

4. massage therapy;

5. Rolfing (holistic tissue massage); and

6. art therapy, music therapy, dance therapy, horseback therapy and other forms of
alternative treatment as defined by the National Center for Complementary and
Alternative Medicine (NCCAM) of the National Institutes of Health. This exclusion
does not apply to Manipulative Treatment and non-manipulative osteopathic care for
which Benefits are provided as described in Section 6, .Additional Coverage Details.

Dental

1. dental care, except as identified under Dental Services - Accident Only in Section 6, Additional

Coygmgg Detaizls. Important note: Additional dental care services are covered under this Program
effective as of 1/1/18 through 12/31/18, as described in Section 5.1(b) of the Wrap-SPD.

Dental care that is required to treat the effects of a medical condition, but that is not
necessary to directly treat the medical condition, is excluded. Examples include treatment
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of dental caries resulting from dry mouth after radiation treatment or as a result of
medication.

Endodontics, periodontal surgery and restorative treatment are excluded;

2. preventive care, diagnosis or treatment of (or related to) the teeth, jawbones or gums.
Examples include:
- extractions (including wisdom teeth);
- restoration and replacement of teeth;
- medical or surgical treatments of dental conditions; and
- services to improve dental clinical outcomes.
This exclusion does not apply to preventive care for which Benefits are provided as
required by applicable law under the United States Preventive Services Task Force requirement
ot the Health Resources and Services Administration (HRS'A) requirement described under
Preventive Care Services in Section 6, Additional Coverage Details. This exclusion also does not
apply to accident-related dental services for which Benefits are provided as described
under Dental Services - Accident Only in Section 6, Additional Coverage Details,
3. dental implants, bone grafts, and other implant-related procedures. Important note:
Exclusion #3
This exclusion does not apply to accident-related dental services for which Benefits are 3ﬁzzrnt%ti:pply
provided as described under Dental Services — Accident Only in Section 6, Additional Coverage program
Details, effective as of
1/1/18 through
4. dental braces (orthodontics); 12/31/18, as
described in
. . . . . Section 5.1(b) of
5. dentgl X—rays, supplies and apphances and all associated expenses, including the Wrap-S;?I;.
hospitalizations and anesthesia.
This exclusion does not apply to dental care (oral examination, X-rays, extractions and
non-surgical elimination of oral infection) required for the direct treatment of a medical
condition for which Benefits are available under the Plan, as identified in Section 6,
Additional Coverage Details, and Im °mjmt note:
Exclusion #6
. .. . . does not appl
6. treatment of congenitally missing (when the cells responsible for the formation of the | nder this Y
tooth are absent from birth), malpositioned or supernumerary (extra) teeth, even if part Program
of a Congenital Anomaly such as cleft lip or cleft palate. effective as of
1/1/18 through
. . . 12/31/18, as
Devices, Appliances and Prosthetics described in
. . . . Section 5.1(b) of
1. de\.ZIC.C.S used specifically as safety items or to affect performance in sports-related the Wrap-SPD.
activities;
2. orthotic appliances and devices that straighten or re-shape a body part, except when
prescribed by a Physician as described under Durable Medical Equipment (DME) in Section
6, Additional Coverage Details.
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Examples of excluded orthotic appliances and devices include but are not limited to, any
orthotic braces available over-the-counter. This exclusion does not include diabetic
footwear which may be covered for a Covered Person with diabetic foot disease;

3. the following items are excluded, even if prescribed by a Physician:

- blood pressure cuff/monitor;

- enuresis alarm;

- non-wearable external defibrillatot;
- trusses; and

- ultrasonic nebulizers;

4. the repair and replacement of prosthetic devices when damaged due to misuse, malicious
breakage or gross neglect;

5. the replacement of lost or stolen prosthetic devices;

6. devices and computers to assist in communication and speech except for speech aid
devices and tracheo-esophageal voice devices for which Benefits are provided as
described under Durable Medical Equipment in Section 6, Additional Coverage Details; and

7. oral appliances for snoring.

Drugs

The exclusions listed below apply only with respect to the medical benefits coverage
component of the Plan. Coverage of Prescription Drug Products (as defined in Section 15,
Prescription Drug Products) is provided as a separate component of the Plan, and thus coverage
of any of the services or supplies listed below, which are excluded from the medical benefits
coverage component of the Plan, may be available under the Prescription Drug Products
coverage component of the Plan. See Section 15, Prescription Drug Products, for coverage
details and exclusions.

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

2. Self-injectable medications. This exclusion does not apply to medications which, due to
their characteristics (as determined by UnitedHealthcare), must typically be administered
or directly supervised by a qualified provider or licensed/certified health professional in
an outpatient setting).

3. Non-injectable medications given in a Physician’s office. This exclusion does not apply
to non-injectable medications that are required in an Emergency and consumed in the
Physician’s office.

4. Over-the-counter drugs and treatments.

5. Growth hormone therapy.
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New Pharmaceutical Products and/or new dosage forms until the date they are
reviewed.

A Pharmaceutical Product that contains (an) active ingredient(s) available in and
therapeutically equivalent (having essentially the same efficacy and adverse effect profile)
to another covered Pharmaceutical Product. Such determinations may be made by the
Plan Sponsor or its designee up to six times during a calendar year.

A Pharmaceutical Product that contains (an) active ingredient(s) which is (are) a
modified version of and therapeutically equivalent (having essentially the same efficacy
and adverse effect profile) to another covered Pharmaceutical Product. Such
determinations may be made by the Plan Sponsor or its designee up to six times during a
calendar year.

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

10. A Pharmaceutical Product with an approved biosimilar or a biosimilar and

11.

therapeutically equivalent (having essentially the same efficacy and adverse effect profile)
to another covered Pharmaceutical Product. For the purpose of this exclusion a
“biosimilar” is a biological Pharmaceutical Product approved based on showing that it is
highly similar to a reference product (a biological Pharmaceutical Product) and has no
clinically meaningful differences in terms of safety and effectiveness from the reference
product. Such determinations may be made up by the Plan Sponsor or its designee to six
times per calendar year.

Certain Pharmaceutical Products for which there are therapeutically equivalent (having
essentially the same efficacy and adverse effect profile) alternatives available, unless
otherwise required by law or approved by us. Such determinations may be made by the
Plan Sponsor or its designee up to six times during a calendar year.

Experimental or Investigational or Unproven Services

1.

Experimental or Investigational Services or Unproven Services, unless the Plan has
agreed to cover them as defined in Section 14, Glossary.

This exclusion applies even if Experimental or Investigational Services or Unproven
Services, treatments, devices or pharmacological regimens are the only available
treatment options for your condition.

This exclusion does not apply to Covered Health Services provided during a Clinical
Trial for which Benefits are provided as described under Clinical Trials in Section 6,
Additional Coverage Details.

Foot Care

1.

routine foot care, except when needed for severe systemic disease or preventive foot care
for Covered Persons with diabetes for which Benefits are provided as described under
Diabetes Services in Section 6, Additional Coverage Details. Routine foot care services that are
not covered include:
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- cutting or removal of corns and calluses;
- nail trimming or cutting; and
- debriding (removal of dead skin or underlying tissue);

hygienic and preventive maintenance foot care. Examples include:

- cleaning and soaking the feet;

- applying skin creams in order to maintain skin tone; and

- other services that are performed when there is not a localized Sickness, Injury or
symptom involving the foot.

This exclusion does not apply to preventive foot care for Covered Persons who are at
risk of neurological or vascular disease arising from diseases such as diabetes;

treatment of flat feet;
treatment of subluxation of the foot; and

shoe inserts, arch supports, shoes (standard or custom), lifts and wedges and shoe
orthotics except when prescribed by a Physician as described under Durable Medical
Egquipment (DME) in Section 6, Additional Coverage Details.

Medical Supplies and Equipment

1.

prescribed or non-prescribed medical supplies. Examples of supplies that are not
covered include, but are not limited to, compression stockings, ace bandages, diabetic
strips, and syringes.

This exclusion does not apply to:

- urinary catheters;

- ostomy bags and related supplies for which Benefits are provided as described under
Ostomy Supplies in Section 6, Additional Coverage Details,

- disposable supplies necessary for the effective use of Durable Medical Equipment
for which Benefits are provided as described under Durable Medical Equipment in
Section 6, Additional Coverage Details; or

- diabetic supplies for which Benefits are provided as described under Diabetes Services
in Section 6, Additional Coverage Details.

tubings, nasal cannulas, connectors and masks except when used with Durable Medical
Equipment;

the repair and replacement of Durable Medical Equipment when damaged due to
misuse, malicious breakage or gross neglect;

the replacement of lost or stolen Durable Medical Equipment; and
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5.

deodorants, filters, lubricants, tape, appliance cleaners, adhesive, adhesive remover or
other items that are not specifically identified under Ostomy Supplies in Section 0,

Additional Coverage Details.

Mental Health, Neurobiological Disorders - Autism Spectrum Disorder and
Substance-Related and Addictive Disorders Services

In addition to all other exclusions listed in this Section 8, Exclusions and Limitations, the
exclusions listed directly below apply to services described under Mental Health Services,
Neurobiological Disorders - Autism Spectrum Disorder Services and /ot Substance-Related and Addictive
Disorders Services in Section 6, Additional Coverage Details.

1.

7.

Services performed in connection with conditions not classified in the edition of the
Diagnostic and Statistical Manunal of the American Psychiatric Association in effect on the date
that the services were performed.

Outside of an initial assessment, services as treatments for a primary diagnosis of
conditions and problems that may be a focus of clinical attention, but are specifically
noted not to be mental disorders within the edition of the Diagnostic and Statistical Mannal
of the American Psychiatric Association in effect on the date that the services were performed.

Outside of initial assessment, services as treatments for the primary diagnoses of learning
disabilities, conduct and impulse control disorders, pyromania, kleptomania, gambling
disorder and paraphilic disorder.

Educational/behavioral services that ate focused on primarily building skills and
capabilities in communication, social interaction and learning.

Tuition for or services that are school-based for children and adolescents required to be
provided by, or paid for by, the school under the Individuals with Disabilities Education Act.

Outside of initial assessment, unspecified disorders for which the provider is not
obligated to provide clinical rationale as defined in the current edition of the Diagnostic
and Statistical Mannal of the American Psychiatric Association in effect on the date that the
services were performed.

Transitional Living services.

Nutrition

1.

nutritional or cosmetic therapy using high dose or mega quantities of vitamins, minerals
or elements, and other nutrition based therapy;

food of any kind. Foods that are not covered include:

- enteral feedings and other nutritional and electrolyte formulas, including infant
formula and donor breast milk, unless they are the only source of nutrition or unless
they are specifically created to treat inborn errors of metabolism such as
phenylketonuria (PKU). Infant formula available over the counter is always excluded;

- foods to lower cholesterol or control diabetes;
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- foods to control weight or treat obesity (including liquid diets) even if such foods are
part of a structured weight loss program otherwise covered under the Plan;

- oral vitamins and minerals. This exclusion does not apply to vitamins and minerals
included under the requirements shown under Preventive Care Services in Section 6,
Additional Coverage Details,

- meals you can order from a menu, for an additional charge, during an Inpatient Stay;
and

- other dietary and electrolyte supplements; and

3. health education classes unless offered by UnitedHealthcare or its Affiliates, including
but not limited to asthma, smoking cessation, and weight control classes.

Personal Care, Comfort or Convenience

1. television;

2. telephone;

3. beauty/barber setvice;

4. guest service; and

5. supplies, equipment and similar incidentals for personal comfort. Examples include:

- air conditioners;

- air purifiers and filters;

- batteries and battery chargers;

- dehumidifiers and humidifiers;

- ergonomically correct chairs;

- non-Hospital beds, comfort beds, motorized beds and mattresses;

- breast pumps. This exclusion does not apply to breast pumps for which Benefits are
provided under the Health Resources and Services Administration (HRSA)
requirement;

- car seats;

- chairs, bath chairs, feeding chairs, toddler chairs, chair lifts and recliners;

- exercise equipment and treadmills;

- hot tubs, Jacuzzis, saunas and whirlpools;

- medical alert systems;

- music devices;

- personal computers;

- pillows;

- power-operated vehicles;

- radios;

- strollers;

- safety equipment;

- vehicle modifications such as van lifts;

- video players; and

- home modifications to accommodate a health need (including, but not limited to,
ramps, swimming pools, elevators, handrails, and stair glides).
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Physical Appearance

1.

Cosmetic Procedures, as defined in Section 14, Glossary, are excluded from coverage.
Examples include:

- liposuction or removal of fat deposits considered undesirable, including fat
accumulation under the male breast and nipple;

- pharmacological regimens;

- nutritional procedures or treatments;

- tattoo or scar removal or revision procedures (such as salabrasion, chemosurgery and
other such skin abrasion procedures);

- hair removal or replacement by any means;

- treatments for skin wrinkles or any treatment to improve the appearance of the skin;

- treatment for spider veins;

- skin abrasion procedures performed as a treatment for acne;

- treatments for hair loss;

- varicose vein treatment of the lower extremities, when it is considered cosmetic; and

- replacement of an existing intact breast implant if the earlier breast implant was
performed as a Cosmetic Procedure;

physical conditioning programs such as athletic training, bodybuilding, exercise, fitness,
flexibility, health club memberships and programs, spa treatments, and diversion or
general motivation;

weight loss programs except as described under Obesity Treatment in Section 6, Additional
Coverage Details,

wigs except as described in Section 6, Additional Coverage Details; and

treatment of benign gynecomastia (abnormal breast enlargement in males).

Procedures and Treatments

1. biofeedback;

2. medical and surgical treatment of snoring, except when provided as a part of treatment
for documented obstructive sleep apnea (a sleep disorder in which a person regulatly
stops breathing for 10 seconds or longer);

3. rehabilitation services and Manipulative Treatment to improve general physical condition
that are provided to reduce potential risk factors, where significant therapeutic
improvement is not expected, including routine, long-term or maintenance/preventive
treatment;

4. speech therapy to treat stuttering, stammering, or other articulation disorders;

5. speech therapy, except as identified under Rebabilitation Services — Outpatient Therapy and
Manipulative Treatment in Section 6, Additional Coverage Details;
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10.

11.

12.

13.

14.

15.

16.

a procedure or surgery to remove fatty tissue such as panniculectomy, abdominoplasty,
thighplasty, brachioplasty, or mastopexy;

excision or elimination of hanging skin on any part of the body (examples include plastic
surgery procedures called abdominoplasty or abdominal panniculectomy and

brachioplasty);
psychosurgery (lobotomy);

stand-alone multi-disciplinary smoking cessation programs. These are programs that
usually include health care providers specializing in smoking cessation and may include a
psychologist, social worker or other licensed or certified professional. The programs
usually include intensive psychological support, behavior modification techniques and
medications to control cravings;

chelation therapy, except to treat heavy metal poisoning;

Manipulative Treatment to treat a condition unrelated to spinal manipulation and
ancillary physiologic treatment rendered to restore/improve motion, reduce pain and
improve function, such as asthma or allergies;

physiological modalities and procedures that result in similar or redundant therapeutic
effects when performed on the same body region during the same visit or office
encounter;

sex transformation operations and related services;
the following treatments for obesity:

- non-surgical treatment, even if for morbid obesity, other than weight loss programs
described under Obesity Treatment in Section 6, Additional Coverage Details; and

- surgical treatment of obesity except as described under Obesity Treatment in Section 0,
Additional Coverage Details,

the following services for the diagnosis and treatment of TMJ: surface electromyography;
Doppler analysis; vibration analysis; computerized mandibular scan or jaw tracking;
craniosacral therapy; orthodontics; occlusal adjustment and dental restorations; and

breast reduction surgery that is determined to be a Cosmetic Procedure.

This exclusion does not apply to breast reduction surgery which the Claims
Administrator determines is requested to treat a physiologic functional impairment or to
coverage required by the Women’s Health and Cancer Rights Act of 1998 for which
Benefits are described under Reconstructive Procedures in Section 6, Additional Coverage
Details.

Providers

Services:
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1. performed by a provider who is a family member by birth or marriage, including your
Spouse, brother, sister, parent or child;

2. aprovider may perform on himself or herself;

3. performed by a provider with your same legal residence;

4. ordered or delivered by a Christian Science practitioner;

5. performed by an unlicensed provider or a provider who is operating outside of the scope
of his/her license;

6. provided at a diagnostic facility (Hospital or free-standing) without a written order from
a provider;

7. which are self-directed to a free-standing or Hospital-based diagnostic facility; and

8. ordered by a provider affiliated with a diagnostic facility (Hospital or free-standing),
when that provider is not actively involved in your medical care:
- prior to ordering the service; or
- after the service is received.
This exclusion does not apply to mammography testing.

Reproduction

1. the following infertility treatment-related services:
- cryo-preservation and other forms of preservation of reproductive materials;
- long-term storage of reproductive materials such as sperm, eggs, embryos, ovarian

tissue, and testicular tissue; and

- donor services;

2. invitro fertilization which is not provided as an Assisted Reproductive Technology for
the treatment of infertility;

3. surrogate parenting, donor eggs, donor sperm and host uterus;

4. the reversal of voluntary sterilization;

5. artificial reproductive treatments done for genetic or eugenic (selective breeding)
purposes;

6. services provided by a doula (labor aide); and

7. parenting, pre-natal or birthing classes.
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Services Provided under Another Plan

Services for which coverage is available:

1.

under another plan, except for Eligible Expenses payable as described in Section 10,
Coordination of Benefits (COB);

under workers’ compensation, no-fault automobile coverage or similar legislation if you
could elect it, or could have it elected for you;

while on active military duty; and

for treatment of military service-related disabilities when you are legally entitled to other
coverage, and facilities are reasonably accessible.

Transplants

1.

health services for organ and tissue transplants, except as identified under Transplantation
Services in Section 6, Additional Coverage Details unless UnitedHealthcare determines the
transplant to be appropriate according to UnitedHealthcare’s transplant guidelines;

mechanical or animal organ transplants, except services related to the implant or removal
of a circulatory assist device (a device that supports the heart while the patient waits for a
suitable donor heart to become available);

transplants that are not performed at a Designated Provider facility. This exclusion does
not apply to cornea transplants; and

donor costs for organ or tissue transplantation to another person (these costs may be
payable through the recipient’s benefit plan).

Travel

1.

health services provided in a foreign country, except when required due to an
Emergency or Urgent Care need; and

travel or transportation expenses, even if ordered by a Physician, except as identified
under Travel and 1 odging in Section 6, Additional Coverage Details. Additional travel
expenses necessary to obtain treatment for Covered Health Services received from a
Designated Provider may be reimbursed. In such cases, expenses would be reimbursed
as described under Trave/ and 1 odging in Section 6, Additional Coverage Details. This
exclusion does not apply to ambulance transportation for which Benefits are provided as
described under Ambulance Services in Section 6, Additional Coverage Details.

Types of Care

1.

Custodial Care as defined in Section 14, Glossary or maintenance care;

2. Domiciliary Care, as defined in Section 14, Glossary;
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3. multi-disciplinary pain management programs provided on an inpatient basis for acute
pain or for exacerbation of chronic pain;

4. Private Duty Nursing received on an inpatient basis;

5. respite care. This exclusion does not apply to respite care that is part of an integrated
hospice care program of services provided to a terminally ill person by a licensed hospice
care agency for which Benefits are provided as described under Hospice Care in Section 0,
Additional Coverage Details,

6. rest cures;
7. services of personal care attendants; and

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

Vision and Hearing

1. routine vision examinations, including refractive examinations to determine the need for
vision correction;

2. implantable lenses used only to correct a refractive error (such as Intacs corneal
implants);

3. purchase cost and associated fitting charges for eyeglasses or contact lenses;
4. bone anchored hearing aids except when either of the following applies:

- for Covered Persons with craniofacial anomalies whose abnormal or absent ear
canals preclude the use of a wearable hearing aid; or

- for Covered Persons with hearing loss of sufficient severity that it would not be
adequately remedied by a wearable hearing aid.

The Plan will not pay for more than one bone anchored hearing aid per Covered Person
who meets the above coverage criteria during the entire period of time the Covered
Person is enrolled in the Plan. In addition, repairs and/or replacement for a bone
anchored hearing aid for Covered Persons who meet the above coverage are not
covered, other than for malfunctions; and

5. surgery and other related treatment that is intended to correct nearsightedness,
farsightedness, presbyopia and astigmatism including, but not limited to, procedures
such as laser and other refractive eye surgery and radial keratotomy.

Note: Screening for hearing loss in newborns is covered under Preventive Care Services in
Section 6, Additional Coverage Details.

All Other Exclusions

1. autopsies and other coroner services and transportation services for a corpse;
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charges for:

- missed appointments;

- room or facility reservations;

- completion of claim forms; or
- record processing.

charges prohibited by federal anti-kickback or self-referral statutes;
diagnostic tests that are:

- delivered in other than a Physician’s office or health care facility; and
- self-administered home diagnostic tests, including but not limited to HIV and
Pregnancy tests;

expenses for health services and supplies:

- that are received as a result of war or any act of war, whether declared or undeclared,
while part of any armed service force of any country. This exclusion does not apply
to Covered Persons who are civilians injured or otherwise affected by war, any act of
war ot terrorism in a non-war zone;

- that are received after the date your coverage under the Plan ends, including health
services for medical conditions which began before the date your coverage under the
Plan ends;

- for which you have no legal responsibility to pay, or for which a charge would not
ordinarily be made in the absence of coverage under the Plan;

- that exceed Eligible Expenses or any specified limitation in this Benefits Booklet; or

- for which a non-Network provider waives the Annual Deductible or Coinsurance
amounts or with respect to which a non-Network provider does not bill the Covered
Person;

foreign language and sign language services;

long term (more than 30 days) storage of blood, umbilical cord or other material.
Examples include cryopreservation of tissue, blood and blood products;

health services and supplies that do not meet the definition of a Covered Health Service
(see the definition in Section 14, Glossary). “Covered Health Services” are those health
services, including services, supplies or Pharmaceutical Products, which the Claims
Administrator determines to be (a) Medically Necessary; (b) included in Section 5 and 0,
Plan Highlights and Additional Coverage Details desctribed as a Covered Health Service; (c)
provided to a Covered Person who meets the Plan’s eligibility requirements, as described
under E/gibility in Section 2, Introduction; and (d) not identified in Section 8, Exclusions.

health services related to a non-Covered Health Service: When a service is not a Covered
Health Service, all services related to that non-Covered Health Service are also excluded.
This exclusion does not apply to services the Plan would otherwise determine to be
Covered Health Services if they are to treat complications that arise from the non-
Covered Health Service.

90

SECTION 8 - EXCLUSIONS

2018 SPD - GHP Retiree Health p. 201



203
ANADARKO PETROLEUM CORPORATION MEDICAL HDHP CHOICE PLUS PLAN

10.

For the purpose of this exclusion, a “complication” is an unexpected or unanticipated
condition that is superimposed on an existing disease and that affects or modifies the
prognosis of the original disease or condition. Examples of a “complication” are
bleeding or infections, following a Cosmetic Procedure, that require hospitalization.

physical, psychiatric or psychological exams, testing, vaccinations, immunizations or
treatments when:

- required solely for purposes of education, sports or camp, career or employment,
insurance, marriage or adoption; or as a result of incarceration;

- conducted for purposes of medical research. This exclusion does not apply to
Covered Health Services provided during a Clinical Trial for which Benefits are
provided as described under Clinical Trials in Section 6, Additional Coverage Details;

- related to judicial or administrative proceedings or orders; or

- required to obtain or maintain a license of any type.
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SECTION 9 - CLAIMS PROCEDURES

What this section includes:
m How Network and non-Netwotk claims work; and

m  What to do if your claim is denied, in whole or in part.

Network Benefits

In general, if you receive Covered Health Services from a Network provider,
UnitedHealthcare will pay the Physician or facility directly. If a Network provider bills you
for any Covered Health Service other than your Copay or Coinsurance, please contact the
provider or call UnitedHealthcare at the phone number on your ID card for assistance.

Keep in mind, you are responsible for meeting the Annual Deductible and paying any Copay
or Coinsurance owed to a Network provider at the time of service, or when you receive a bill
from the provider.

Non-Network Benefits

If you receive a bill for Covered Health Services from a non-Network provider, you (or the
provider if they prefer) must send the bill to UnitedHealthcare for processing. To make sure
the claim is processed promptly and accurately, a completed claim form must be attached
and mailed to UnitedHealthcare at the address on the back of your ID card.

Prescription Drug Benefit Claims

If you wish to receive reimbursement for a prescription, you may submit a Post-service

Claim as described in this section if:

m you are asked to pay the full cost of the Prescription Drug when you fill it and you
believe that the Plan should have paid for it; or

m you pay a Copay and you believe that the amount of the Copay was incorrect.

If a pharmacy (retail or mail order) fails to fill a prescription that you have presented and you

believe that it is a Covered Health Service, you may submit a Pre-service Claim as described

in this section.

If Your Provider Does Not File Your Claim

You can obtain a claim form by visiting www.myuhc.com, calling the number on your 1D
card or visiting www.anadarkoadvantage.ehr.com. If you do not have a claim form,
simply attach a brief letter of explanation to the bill, and verify that the bill contains the
information listed below. If any of these items are missing from the bill, you can include
them in your letter:

B Your name and address.

m The patient’s name, age and relationship to the Employee.
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B The number as shown on your ID card.

m  The name, address and tax identification number of the provider of the service(s).
m A diagnosis from the Physician.

m The date of service.

m  Anitemized bill from the provider that includes:

- 'The Current Procedural Terminology (CPT) codes.

- A description of, and the charge for, each service.

- The date the Sickness or Injury began.

- A statement indicating either that you are, or you are not, enrolled for coverage
under any other health insurance plan or program. If you are enrolled for other
coverage you must include the name and address of the carrier or provider of the
other coverage (for example, your Spouse’s employer).

Failure to provide all the information listed above may delay any reimbursement that may be
due you.

For medical claims, the above information should be filed with UnitedHealthcare at the
address on your ID card within 12 months after the date of your service(s) (unless you are
legally incapacitated). When filing a claim for outpatient Prescription Drug Benefits, submit
your claim to the pharmacy benefit manager claims address noted on your ID card.

Important — Timely Filing of Non-Network Claims

All claim forms for non-Network services must be submitted within 12 months after the
date of service. Otherwise, the Plan will not pay any Benefits for that Eligible Expense, or
Benefits will be reduced, as determined by UnitedHealthcare. This 12-month requirement
does not apply if you are legally incapacitated. If your claim relates to an Inpatient Stay,
the date of service is the date your Inpatient Stay ends.

After UnitedHealthcare has processed your claim, you will receive payment for Benefits that
the Plan allows. It is your responsibility to pay your non-Network provider the charges you
incurred, including any difference between what you were billed and what the Plan paid.

Payment of Non-Network Benefits

Subject to the Assighment and Payment of Benefits section, below, UnitedHealthcare will
pay any Non-Network Benefits to you, unless you make a written request to
UnitedHealthcare at the time you submit your claim for such payment to be made directly to
your non-Network provider, in which case, each such payment shall be made on your behalf,
and not to such provider in its, his or her own right. Moreover, if any such direct payment is
made, it shall not constitute a waiver by the Plan Administrator, the Claims Administrator or
the Claims Fiduciary of the anti-assighment provisions of the Assignment and Payment of
Benefits section, below. In addition, any payment made under the Plan to any such person
or entity discharges the Plan’s responsibility to you for Benefits under the Plan to the full
extent of such payment.

You may not direct UnitedHealthcare to pay your non-Network Benefits to any third party
other than your non-Network Provider, as described above.
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Form of Payment of Benefits

Payment of Benefits under the Plan shall be in cash or cash equivalents, or in the form of
other consideration that UnitedHealthcare in its discretion determines to be adequate. Where
Benefits are payable directly to a provider, such adequate consideration includes the
forgiveness in whole or in part of amounts the provider owes to other plans for which
UnitedHealthcare makes payments, where the Plan has taken an assignment of the other
plans’ recovery rights for value, to the extent permitted by applicable law.

Assignment and Payment of Benefits

Except as otherwise expressly provided under the terms of a written agreement with a
provider of healthcare services or supplies to which the Plan Administrator, the Claims
Fiduciary, or other delegate of the Plan Administrator is a named party (a “Plan
Agreement”), no rights, causes of action and benefits under the Plan can be assigned or
transferred to any person or entity, including, but not limited to, a non-Network healthcare
provider (or any representative or agent with respect to such provider), either before or after
healthcare services or supplies are provided to or on behalf of a Covered Person. For
purposes of clarification and not limitation, such rights and causes of action shall include any
administrative, statutory, or legal right or cause of action that a Covered Person or other
individual may have under ERISA, including, but not limited to, any right to (a) make a claim
for Plan Benefits, (b) request the Plan document or other documents related to the Plan or a
claim for benefits, (c) file an appeal of a denied claim for Plan benefits, or (d) file a lawsuit
under ERISA or other applicable law.

In the absence of a Plan Agreement which specifically provides for assignment of the
Covered Person’s benefits and/or rights under the Plan (ie, is not merely an agreement
between the Covered Person and the provider or its representative or agent), the Plan
Administrator, Claims Administrator and Claims Fiduciary, as applicable, each reserve the
unilateral right and discretion to elect to make any benefit payment under the Plan directly to
the provider, the Covered Person, or to another designated person or entity, with or without
the Covered Person’s authorization, with each such payment being made on behalf of the
Covered Person, and not to such payment recipient in its, his or her own right. Moreover, if
the Plan Administrator, Claims Administrator or Claims Fiduciary, as applicable, elects to
make any such direct payment, it shall not constitute a waiver by the Plan Administrator,
Claims Administrator or Claims Fiduciary of the anti-assighment provisions of this section.
In addition, any payment made under the Plan to any such person or entity discharges the
Plan’s responsibility to the Covered Person for benefits under the Plan to the full extent of
such payment. Accordingly, if a provider is overpaid as the result of accepting a payment for
the same Covered Health Services from you and from the Plan, then the provider, and not
the Plan, shall be responsible for reimbursing you for such overpayment. Disclosures of
information about the Covered Person can only be made to a Covered Person or a Covered
Person’s authorized representative and in accordance with applicable law and the terms of
the Plan.

Health Statements

Each month in which UnitedHealthcare processes at least one claim for you or a covered
Dependent, you will receive a Health Statement in the mail. Health Statements make it easy
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for you to manage your family’s medical costs by providing claims information in easy-to-
understand terms.

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

Explanation of Benefits (EOB)

You may request that UnitedHealthcare send you a paper copy of an Explanation of
Benefits (EOB) after processing the claim. The EOB will let you know if there is any portion
of the claim you need to pay. If any claims are denied in whole or in part, the EOB will
include the reason for the denial or partial payment. If you would like paper copies of the
EOBs, you may call the toll-free number on your ID card to request them. You can also
view and print all of your EOBs online at www.myuhc.com. See Section 14, G/lossary for the
definition of Explanation of Benefits.

Claim Denials and Appeals
Types of Claims

There are four different types of claims under the Plan: Urgent Care Claims, Pre-service
Claims, Post-service Claims and Concurrent Care Claims.

m an “Urgent Care Claim” is a claim for medical care or treatment with respect to which
the time frames for making non-urgent care determinations either: i) could seriously
jeopardize the life or health of the claimant or the ability of the claimant to regain
maximum function, or ii) in the opinion of a Physician with knowledge of the claimant’s
condition, would subject the claimant to severe pain that cannot be adequately managed
without the care or treatment that is the subject of the claim. The person acting on
behalf of the Plan shall apply the judgment of a prudent layperson who possesses an
average knowledge of health and medicine to determine if a claim is an Urgent Care
Claim. Notwithstanding the above, any claim that a Physician with knowledge of the
claimant’s medical condition determines is an Urgent Care Claim, as defined above, shall
be treated as an Urgent Care Claim.

m 2 “Concurrent Care Claim” is any claim after the Plan has approved an ongoing course
of treatment to be provided over a period of time that involves a reduction or
termination by the Plan of such course of treatment (other than by Plan amendment or
termination) before the end of such period or course or number of treatments or any
request by or on behalf of the claimant to extend such treatment or expand the number
of treatments.

m a “Pre-Service Claim” is any claim for Benefits under the Plan for which the Benefit is
conditioned on obtaining approval or authorization prior to obtaining the medical care.

m  a “Post-Service Claim” is any claim for Benefits under the Plan that is not a Pre-Service
Claim, Urgent Care Claim or Concurrent Care Claim.
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IfYour Claim is Denied

If a claim for Benefits is denied in part or in whole, you will receive a written notice of the
denial that contains specific information as described in the wrap-around Summary Plan
Description of the APC Health Benefits Plan or the wrap-around Summary Plan Description
of the Group Health Benefit under the APC Retiree Health Benefits Plan, as applicable.
However, you may receive oral notice of a denial of an Urgent Care Claim followed by a
written notice.

If your claim for Benefits is denied, you may call UnitedHealthcare at the number on your
ID card to try to resolve the issue before requesting a formal appeal. If UnitedHealthcare
cannot resolve the issue to your satisfaction over the phone, in order to preserve your rights
under federal law you must file a formal appeal as described below.

To the extent required by applicable law, the Plan will ensure that all claims and appeals are
adjudicated in a manner designed to ensure the independence and impartiality of the persons
involved in making the decision. Accordingly, decisions regarding hiring, compensation,
termination, promotion, or other similar matters with respect to any individual (such as a
claims adjudicator or medical expert) will not be made based upon the likelihood that the
individual will support the denial of benefits.

How to Appeal a Denied Claim

If you wish to appeal a denied Pre-service Claim, Post-service Claim or a rescission of
coverage as described below, you or your authorized representative must submit your appeal
in writing within 180 days of receiving the adverse benefit determination. You do not need
to submit Urgent Care Claim appeals in writing. This communication should include:

m the patient’s name and ID number as shown on the ID card;

m the provider’s name;

m the date of medical service;

m the reason you disagree with the denial; and

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

UnitedHealthcare - Appeals
P.O. Box 30432
Salt Lake City, UT 84130-0432

For Urgent Care Claims that have been denied, you or your provider can call
UnitedHealthcare at the toll-free number on your ID card to request an appeal.
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Types of claims

The timing of the claims appeal process is based on the type of claim you are appealing.
If you wish to appeal a claim, it helps to understand whether it is an:

m  Urgent Care Claim;

m DPre-service Claim;
m DPost-service Claim; or

m Concurrent Care Claim.

Review of an Appeal

UnitedHealthcare will conduct a full and fair review of your appeal. The appeal may be
reviewed by:

m an appropriate individual(s) who did not make the initial benefit determination; and

m  a health care professional with appropriate expertise who was not consulted during the
initial benefit determination process.

The appeal will not give deference to the initial denial.

Once the review is complete, if UnitedHealthcare upholds the denial, you will receive a
written explanation of the reasons and facts relating to the denial that contains specific
information as described in the wrap-around Summary Plan Description of the APC Health
Benefits Plan or the wrap-around Summary Plan Description of the Group Health Benefit
under the APC Retiree Health Benefits Plan, as applicable. However, you may receive oral
notice of a denial of an Urgent Care Claim followed by a written notice.

Filing a Second Appeal

Your Plan offers two levels of appeal. If you are not satisfied with the first level appeal
decision, in order to preserve your rights under federal law, you must request a second level
appeal from UnitedHealthcare within 60 days from receipt of the first level appeal
determination.

Note: Upon written request and free of charge, any Covered Persons may examine
documents relevant to their claim and/or appeals and submit opinions, documents and
comments. UnitedHealthcare will review all claims in accordance with the rules established
by the U.S. Department of Labor.

You will be provided, free of charge, with any new or additional evidence considered, relied
upon, or generated by the Plan (or at the direction of the Plan) in connection with the claim;
such evidence must be provided as soon as possible and sufficiently in advance of the date
on which the notice of the denial of your appeal is required to be provided to you to give
you a reasonable opportunity to respond prior to that date.

Before the Plan can deny your appeal based on a new or additional rationale, you will be
provided, free of charge, with the rationale; the rationale must be provided as soon as
possible and sufficiently in advance of the date on which the notice of the denial of your
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appeal is required to be provided to you to give you a reasonable opportunity to respond
prior to that date.

Once the review is complete, if UnitedHealthcare upholds the denial, you will receive a
written explanation of the reasons and facts relating to the denial that contains specific
information as described in the wrap-around Summary Plan Description of the APC Health
Benefits Plan or the wrap-around Summary Plan Description of the Group Health Benefit
under the APC Retiree Health Benefits Plan, as applicable. However, you may receive oral
notice of a denial of an Urgent Care Claim followed by a written notice.

Federal External Review Program

If, after exhausting your internal appeals, you are not satisfied with the determination made
by UnitedHealthcare, or if UnitedHealthcare fails to respond to your appeal in accordance
with applicable regulations regarding timing, you may be entitled to request an external
review of UnitedHealthcare’s determination. The process is available at no charge to you.

If one of the above conditions is met, you may request an external review of adverse benefit
determinations based upon any of the following:

m clinical reasons;

m the exclusions for Experimental or Investigational Services or Unproven Services;

m rescission of coverage (coverage that was cancelled or discontinued retroactively); or

m as otherwise required by applicable law.

You or your representative may request a standard external review by sending a written
request to the address set out in the determination letter. You or your representative may
request an expedited external review, in urgent situations as detailed below, by calling the
toll-free number on your ID card or by sending a written request to the address set out in
the determination letter. A request must be made within four months after the date you
received UnitedHealthcare’s decision.

An external review request should include all of the following:

m  a specific request for an external review;

m the Covered Person’s name, address, and insurance 1D number;

m your designated representative’s name and address, when applicable;
m the service that was denied; and

m any new, relevant information that was not provided during the internal appeal.

An external review will be performed by an Independent Review Organization (IRO).
UnitedHealthcare has entered into agreements with three or more IROs that have agreed to
perform such reviews. There are two types of external reviews available:

m a standard external review; and
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m an expedited external review.

Standard External Review

A standard external review is comprised of all of the following:

m  a preliminary review by UnitedHealthcare of the request;
m a referral of the request by UnitedHealthcare to the IRO; and

m adecision by the IRO.

Within the applicable timeframe after receipt of the request, UnitedHealthcare will complete
a preliminary review to determine whether the individual for whom the request was
submitted meets all of the following:

m is or was covered under the Plan at the time the health care service or procedure that is
at issue in the request was provided;

m  has exhausted the applicable internal appeals process; and

m  has provided all the information and forms required so that UnitedHealthcare may
process the request.

After UnitedHealthcare completes the preliminary review, UnitedHealthcare will issue a
notification in writing to you. If the request is eligible for external review, UnitedHealthcare
will assign an IRO to conduct such review. UnitedHealthcare will assign requests by either
rotating claims assignments among the IROs or by using a random selection process.

The IRO will notify you in writing of the request’s eligibility and acceptance for external
review. You may submit in writing to the IRO within ten business days following the date of
receipt of the notice additional information that the IRO will consider when conducting the
external review. The IRO is not required to, but may, accept and consider additional
information submitted by you after ten business days.

UnitedHealthcare will provide to the assigned IRO the documents and information
considered in making UnitedHealthcare’s determination. The documents include:

m all relevant medical records;
m all other documents relied upon by UnitedHealthcare; and

m all other information or evidence that you or your Physician submitted. If there is any
information or evidence you or your Physician wish to submit that was not previously
provided, you may include this information with your external review request and
UnitedHealthcare will include it with the documents forwarded to the IRO.

In reaching a decision, the IRO will review the claim anew and not be bound by any
decisions or conclusions reached by UnitedHealthcare. The IRO will provide written notice
of its determination (the “Final External Review Decision”) within 45 days after it receives
the request for the external review (unless they request additional time and you agree). The
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IRO will deliver the notice of Final External Review Decision to you and UnitedHealthcare,
and it will include the clinical basis for the determination.

Upon receipt of a Final External Review Decision reversing UnitedHealthcare’s
determination, the Plan will immediately provide coverage or payment for the Benefit claim
at issue in accordance with the terms and conditions of the Plan, and any applicable law
regarding plan remedies. If the Final External Review Decision is that payment or referral
will not be made, the Plan will not be obligated to provide Benefits for the health care
service or procedure.

Expedited External Review

An expedited external review is similar to a standard external review. The most significant
difference between the two is that the time periods for completing certain portions of the

review process are much shorter, and in some instances you may file an expedited external
review before completing the internal appeals process.

You may make a written or verbal request for an expedited external review if you receive
either of the following:

m an adverse benefit determination of a claim or appeal if the adverse benefit
determination involves a medical condition for which the time frame for completion of
an expedited internal appeal would seriously jeopardize the life or health of the
individual or would jeopardize the individual’s ability to regain maximum function and
you have filed a request for an expedited internal appeal; or

m a final appeal decision, if the determination involves a medical condition where the
timeframe for completion of a standard external review would seriously jeopardize the
life or health of the individual or would jeopardize the individual’s ability to regain
maximum function, or if the final appeal decision concerns an admission, availability of
care, continued stay, or health care service, procedure or product for which the
individual received emergency services, but has not been discharged from a facility.

Immediately upon receipt of the request, UnitedHealthcare will determine whether the
individual meets both of the following:

m is or was covered under the Plan at the time the health care service or procedure that is
at issue in the request was provided; and

m  has provided all the information and forms required so that UnitedHealthcare may
process the request.

After UnitedHealthcare completes the review, UnitedHealthcare will immediately send a
notice in writing to you. Upon a determination that a request is eligible for expedited
external review, UnitedHealthcare will assign an IRO in the same manner UnitedHealthcare
utilizes to assign standard external reviews to IROs. UnitedHealthcare will provide all
necessary documents and information considered in making the adverse benefit
determination or final adverse benefit determination to the assigned IRO electronically or by
telephone or facsimile or any other available expeditious method. The IRO, to the extent the
information or documents are available and the IRO considers them appropriate, must
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consider the same type of information and documents considered in a standard external
review.

In reaching a decision, the IRO will review the claim anew and not be bound by any
decisions or conclusions reached by UnitedHealthcare. The IRO will provide notice of the
final external review decision for an expedited external review as expeditiously as the
claimant’s medical condition or circumstances require, but in no event more than 72 hours
after the IRO receives the request. If the initial notice is not in writing, within 48 hours after
the date of providing the initial notice, the assigned IRO will provide written confirmation of
the decision to you and to UnitedHealthcare.

You may contact UnitedHealthcare at the toll-free number on your ID card for more
information regarding external review rights, or if making a verbal request for an expedited
external review.

Timing of Appeals Determinations

Separate schedules apply to the timing of claims appeals, depending on the type of claim.
The types of claims are described above under the heading Types of Clains.

Please note that the Claims Administrator’s decision is based only on whether or not
Benefits are available under the Plan for the proposed treatment or procedure. The
determination as to whether the pending health service is necessary or appropriate is
between you and your Physician.

You may have the right to external review through an Independent Review Organization
(IRO) upon the completion of the internal appeal process. Instructions regarding any such
rights, and how to access those rights, will be provided in the Claims Administrator’s
decision letter to you.

The tables below describe the time frames which you and UnitedHealthcare are required to
follow. The timeframes applicable to Concurrent Care Claims are described in a separate
section below, under the heading Concurrent Care Claims.

Utrgent Cate Claims®

Type of Claim or Appeal Timing

If.yo.ur claim is incomplete, UnitedHealthcare must notify you 24 hours

within:

You must then provide completed claim information to 48 hours after

UnitedHealthcare within: receiving the request
for additional
information
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Utrgent Cate Claims®

adverse benefit determination no later than:

Type of Claim or Appeal Timing
If UmtedHealt.hcar.e d.ernes your initial claim, they must notify 79 hours
you of the denial within:
m if the initial claim is complete: 72 hours
m after receiving the completed claim (if the initial claim is
incomplete): 48 hours
If UnitedHealthcare denies your claim, you must appeal an 180 days after

receiving the adverse
benefit determination

UnitedHealthcare must notify you of the appeal decision
within:

72 hours after
receiving the appeal

“You do not need to submit Urgent Care appeals in writing. You should call UnitedHealthcare as

soon as possible to appeal an Urgent Care Claim.

Pre-Service Claims”

Type of Claim or Appeal

Timing

If your claim is filed improperly, UnitedHealthcare must notify
you within:

5 days

You must then provide completed claim information to
UnitedHealthcare within:

45 days after receiving
the request for
additional information

m if the initial claim is complete, within:

m after receiving the completed claim (if the initial claim is
incomplete), within:

If UnitedHealthcare denies your initial claim, they must notify you of the denial:

15 days*

15 days after receiving
the additional
information

You must appeal an adverse benefit determination no later
than:

180 days after
receiving the adverse
benefit determination

UnitedHealthcare must notify you of the first level appeal
decision within:

15 days after receiving
the first level appeal

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

60 days after receiving
the first level appeal
decision
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Pre-Service Claims”

Type of Claim or Appeal

Timing

UnitedHealthcare must notify you of the second level appeal
decision within:

15 days after receiving
the second level appeal

*UnitedHealthcare may require a one-time extension of no more than 15 days for its initial claim

determination if more time is needed due to circumstances beyond control of the Plan. In that case,
UnitedHealthcare will notify you prior to the initial 15-day decision timeframe of the circumstances

which require the extension of time and the date by which UnitedHealthcare expects to render its

decision on your claim.

Post-Service Claims

Type of Claim or Appeal

Timing

If your claim is incomplete, UnitedHealthcare must notify you
within:

30 days

You must then provide completed claim information to
UnitedHealthcare within:

45 days after receiving
an extension notice

If UnitedHealthcare denies you initial claim, they must notify yo

m  if the initial claim is complete, within:

m  after receiving the completed claim (if the initial claim is
incomplete), within:

u of the denial:
30 days*

30 days after receiving
the additional
information

You must appeal an adverse benefit determination no later

than:

180 days after
receiving the adverse
benefit determination

UnitedHealthcare must notify you of the first level appeal
decision within:

30 days after receiving
the first level appeal

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

60 days after receiving
the first level appeal
decision

UnitedHealthcare must notify you of the second level appeal
decision within:

30 days after receiving
the second level appeal

*UnitedHealthcare may require a one-time extension of no more than 15 days only if more time is

needed due to circumstances beyond their control, provided that within

notify the claimant of the circumstances requiring the extension and the date by which they expect to

render a decision.

the initial 15 days, they
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Concurrent Care Claims

In the event UnitedHealthcare determines to reduce or terminate a course of treatment or a
series of treatments, the affected individual will be notified in writing of the intended
termination or reduction (the adverse benefit determination) sufficiently in advance of the
reduction or termination so that the affected individual may appeal the adverse benefit
determination. Any decision on the appeal of the adverse benefit determination on the
reduction or termination must be rendered before the reduction or termination of the care
or course of treatment.

If UnitedHealthcare receives a request to extend care that is an Urgent Care claim,
UnitedHealthcare must render a decision within 24 hours of receipt of the claim, provided
the claim is received at least 24 hours before care is scheduled to expire. UnitedHealthcare
will make a determination on your request for the extended treatment within 24 hours from
receipt of your request.

If your request for extended treatment is not made at least 24 hours prior to the end of the
approved treatment, the request will be treated as an Urgent Care request for Benefits and
decided according to the timeframes described above. If an on-going course of treatment
was previously approved for a specific period of time or number of treatments, and you
request to extend treatment in a non-urgent circumstance, your request will be considered a
new request and decided according to post-service or pre-service timeframes, whichever

applies.

UnitedHealthcare shall render a decision on the appeal of a Concurrent Care Claim to
extend care within the time period applicable to an appeal of an Urgent Care Claim, Pre-
Service Claim or Post-Service Claim described above, respectively, depending upon whether
the claim is also defined as an Urgent Care Claim, a Pre-Service Claim or a Post-Service
Claim.

Limitation of Action

You cannot for any reason bring any action at law or in equity to recover benefits under the
Plan unless you first complete all the steps in the appeals process described in this section.
Any action at law or in equity with respect to any and all claims relating to the Plan
(including against Anadarko Petroleum Corporation, the Plan Administrator or the Claims
Administrator) must be brought for recovery within one year from the earlier of (1) the date
of a final internal adverse benefit determination, if applicable, or (2) the accrual of any claim
under or relating to the Plan that does not result in a final internal adverse benefit
determination. Otherwise, you lose any rights to bring such an action.
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SECTION 10 - COORDINATION OF BENEFITS (COB)

What this section includes:
m  How your Benefits under this Plan coordinate with other medical plans.

m  How coverage is affected if you become eligible for Medicare.

m  Procedures in the event the Plan overpays Benefits.

Coordination of Benefits (COB) applies to you if you are covered by more than one health
benefits plan, including any one of the following:

m  Another employer sponsored health benefits plan.
m A medical component of a group long-term care plan, such as skilled nursing care.

m  No-fault or traditional “fault” type medical payment benefits or personal injury
protection benefits under an auto insurance policy (subject to the “Note” in the section
entitled Determining Which Plan is Primary, below).

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

m  Medicare or other governmental health benefit.

If coverage is provided under two or more plans, COB determines which plan is primary
and which plan is secondary. The plan considered primary pays its benefits first, without
regard to the possibility that another plan may cover some expenses. Any remaining
expenses may be paid under the other plan, which is considered secondary. The secondary
plan may determine its benefits based on the benefits paid by the primary plan. How much
this Plan will reimburse you, if anything, will also depend in part on the allowable expense.
The term, “allowable expense,” is further explained below.

Don’t forget to update your Dependents’ Medical Coverage Information

Avoid delays on your Dependent claims by updating your Dependent’s medical coverage
information. Just log on to www.myuhc.com or call the number on your ID card to
update your COB information. You will need the name of your Dependent’s other
medical coverage, along with the policy number.

Determining Which Plan is Primary

Order of Benefit Determination Rules

If you are covered by two or more plans (including this Plan), the benefit payment follows
the rules below in this order:

m  This Plan will always be secondary to medical payment coverage or personal injury
protection coverage under any auto liability or no-fault insurance policy.

m  When you have coverage under two or more medical plans and only one has COB
provisions, the plan without COB provisions will pay benefits first.
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m A plan that covers a person as an employee pays benefits before a plan that covers the
person as a dependent.

m If you are receiving COBRA continuation coverage under another employer plan, this
Plan will pay Benefits first.

m  Your dependent children will receive primary coverage from the parent whose birth date
occurs first in a calendar year. If both parents have the same birth date, the plan that
pays benefits first is the one that has been in effect the longest. This birthday rule applies
only if:

- The parents are married or living together whether or not they have ever been
married and not legally separated; or

- A court decree awards joint custody without specifying that one party has the
responsibility to provide health care coverage.

m If two or more plans cover a dependent child of divorced or separated parents and if
there is no court decree stating that one parent is responsible for health care, the child
will be covered under the plan of:

- The parent with custody of the child; then

- The Spouse of the parent with custody of the child; then
- The parent not having custody of the child; then

- The Spouse of the parent not having custody of the child.

m Plans for active employees pay before plans covering laid-off or retired employees.
m  The plan that has covered the individual claimant the longest will pay first.

m Finally, if none of the above rules determines which plan is primary or secondary, the
allowable expenses shall be shared equally between the plans meeting the definition of
Plan. In addition, this Plan will not pay more than it would have paid had it been the
primary Plan.

Note: The Plan does not automatically coordinate with auto liability or no-fault insurance
coverage; however, the subrogation and recovery provisions of Section 11, Subrogation and
Reimbursement, may apply to a Covered Person’s right to Benefits under the Plan.

The following examples illustrate how the Plan determines which plan pays first and which
plan pays second.

Determining Ptimary and Secondaty Plan — Examples

1) Let’s say you and your Spouse both have family medical coverage through your
respective employers. You are unwell and go to see a Physician. Since you’re covered as
an Employee under this Plan, and as a Dependent under your Spouse’s plan, this Plan will
pay Benefits for the Physician’s office visit first.
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2) Again, let’s say you and your Spouse both have family medical coverage through your
respective employers. You take your Dependent child to see a Physician. This Plan will
look at your birthday and your Spouse’s birthday to determine which plan pays first. If
you were born on June 11 and your Spouse was born on May 30, your Spouse’s plan will
pay first.

When This Plan is Secondary

If this Plan is secondary, it determines the amount it will pay for a Covered Health Service
by following the steps below.

m  The Plan determines the amount it would have paid based on the allowable expense.

m If this Plan would have paid the same amount or less than the primary plan paid, this
Plan pays no Benefits.

m  If this Plan would have paid more than the primary plan paid, the Plan will pay the
difference.

You will be responsible for any Copay, Coinsurance or Deductible payments as part of the
COB payment. The maximum combined payment you can receive from all plans may be less
than 100% of the allowable expense.

Determining the Allowable Expense If This Plan is Secondarty

What is an allowable expense?
For purposes of COB, an allowable expense is a health care expense that is covered at
least in part by one of the health benefit plans covering you.

When the provider is a Network provider for both the primary plan and this Plan, the
allowable expense is the primary plan’s network rate. When the provider is a network
provider for the primary plan and a non-Network provider for this Plan, the allowable
expense is the primary plan’s network rate. When the provider is a non-Network provider
for the primary plan and a Network provider for this Plan, the allowable expense is the
reasonable and customary charges allowed by the primary plan. When the provider is a non-
Network provider for both the primary plan and this Plan, the allowable expense is the
greater of the two Plans’ reasonable and customary charges. If this plan is secondary to
Medicare, please also refer to the discussion in the section below, titled Determzining the
Allowable Expense When This Plan is Secondary to Medicare.

When a Covered Person Qualifies for Medicare

Determining Which Plan is Prmary

As permitted by law, this Plan will pay Benefits second to Medicare when you become
eligible for Medicare, even if you don’t elect it. There are, however, Medicare-eligible
individuals for whom the Plan pays Benefits first and Medicare pays benefits second:

m  Employees with active current employment status age 65 or older and their Spouses age
65 or older (however, Domestic Partners are excluded as provided by Medicare).

m Individuals with end-stage renal disease, for a limited period of time.
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m Disabled individuals under age 65 with current employment status and their Dependents
under age 65.

Determining the Allowable Expense When This Plan is Secondaty to Medicare

If this Plan is secondary to Medicare, the Medicare approved amount is the allowable
expense, as long as the provider accepts assignment of your Medicare benefits with respect
to his, her or its services. If the provider accepts such assignment, the Medicare approved
amount is the charge that Medicare has determined that it will recognize and which it reports
on an “explanation of Medicare benefits” issued by Medicare (the “EOMB”) for a given
service. Medicare typically reimburses such providers a percentage of its approved charge —
often 80%.

If the provider does not accept assignment of your Medicare benefits with respect to his, her
or its services, the Medicare limiting charge (the most that such providers can charge you if
they don’t accept Medicare assignments — typically 115% of the Medicare approved amount)
will be the allowable expense. Medicare payments, combined with Plan Benefits, will not
exceed 100% of the allowable expense.

If you are eligible for, but not enrolled in, Medicare, and this Plan is secondary to Medicare,
or if you have enrolled in Medicare but choose to obtain services from a provider that does
not participate in the Medicare program (as opposed to a provider who does not accept
assignment of Medicare benefits), Benefits will be paid on a secondary basis under this Plan
and will be determined as if you timely enrolled in Medicare and obtained services from a
Medicare participating provider.

When calculating the Plan’s Benefits in these situations, for administrative convenience
UnitedHealthcare may, in its discretion, treat the provider’s billed charges for Covered
Health Services as the allowable expense for both the Plan and Medicare, rather than the
Medicare approved amount or Medicare limiting charge.

Medicare Crossover Program

The Plan offers a Medicare Crossover program for Medicare Part A and Part B and Durable
Medical Equipment (DME) claims. Under this program, you no longer have to file a
separate claim with the Plan to receive secondary Benefits for these expenses. Your
Dependent will also have this automated crossover, as long as he or she is eligible for
Medicare and this Plan is your only secondary medical coverage.

Once the Medicare Part A and Part B and DME carrier(s) have reimbursed your health care
provider, the Medicare carrier will electronically submit the necessary information to the
Claims Administrator to process the balance of your claim under the provisions of this Plan.

You can verify that the automated crossover took place when your copy of the explanation
of Medicare benefits (EOMB) states your claim has been forwarded to your secondary
carrier.

This crossover process does not apply to expenses that Medicare does not cover. You must
go on to file claims for these expenses.
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For information about enrollment or if you have questions about the program, call the
telephone number listed on the back of your ID card.

Right to Receive and Release Needed Information

Certain facts about health care coverage and services are needed to apply these COB rules
and to determine Benefits payable under this Plan and other plans. UnitedHealthcare may
get the facts needed from, or give them to, other organizations or persons for the purpose of
applying these rules and determining Benefits payable under this Plan and other plans
covering the person claiming Benefits.

UnitedHealthcare does not need to tell, or get the consent of, any person to do this;
provided, however, that any such use or disclosure of your information will be only as
permitted by applicable privacy and security laws, including the privacy and security
regulations issued under HIPAA. Each person claiming Benefits under this Plan must give
UnitedHealthcare any facts needed to apply those rules and determine Benefits payable. If
you do not provide UnitedHealthcare the information needed to apply these rules and
determine the Benefits payable, your claim for Benefits will be denied.

Overpayment and Underpayment of Benefits

If a Covered Person is covered under more than one medical plan, there is a possibility that
the other plan will pay a benefit that the Plan should have paid. If this occurs, the Plan may
pay the other plan the amount owed.

If, for any reason, any benefit, premium or fee under the Plan is erroneously paid or
reimbursed by the Plan Administrator, Claims Fiduciary or other person or entity to a
Covered Person or to (1) a health care or other services provider (including a Covered
Person’s assignee as described under Assignment and Payment of Benefits in Section 9, Claims
Procedures), (ii) an insurance company or (iii) any other person or entity, for the benefit of a
Covered Person (collectively, a “Third-Party Payee”), such erroneously-paid amount shall
constitute an “Overpayment” under the Plan, with respect to which the Plan shall have a
right of first and primary reimbursement from such Covered Person or Third-Party Payee
that is enforceable by an equitable lien equal to 100% of the Overpayment amount
(Overpayment Reimbursement). Without limitation, the Plan’s right to Overpayment
Reimbursement is intended to entitle the Plan to equitable relief under Section 502(a)(3) of
ERISA and shall be construed accordingly. By accepting a benefit, premium or fee under the
Plan, each Covered Person and Third-Party Payee automatically acknowledges and agrees
that the Plan has the right to pursue Overpayment Reimbursement from the general assets
of the Covered Person or Third-Party Payee to whom the Overpayment was made, to the
full extent permitted by ERISA.

If such Overpayment is not refunded to the Plan within a reasonable time period as
determined by the Plan Administrator or Claims Fiduciary, the Overpayment shall be (a)
charged directly to the Covered Person (including, without limitation, to a covered
Employee on behalf of any of his or her Dependents or beneficiaries) or to a Third-Party
Payee as a reduction of the amount of future benefits otherwise payable on behalf of the
Covered Person, or (b) recouped by any other method which the Plan Administrator or
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Claims Fiduciary, as applicable, deems to be appropriate in its discretion, to the extent
permitted by law.

The Plan or the Company may obtain Overpayment Reimbursement in the form of an offset
against salary or wages (if the Covered Person is an Employee) or against benefits payable to
or on behalf of the Covered Person under any Company-sponsored benefit plans, including,
but not limited to the Plan (but not a qualified pension plan as defined by ERISA and the
Internal Revenue Code), to the extent permissible under applicable law and the terms of the
applicable benefit plan. For example, the selected recovery method may include, without
limitation, payroll deduction in the case of an Employee or his/her Dependent or
beneficiary (in which case the Employee must execute such forms authorizing payroll
deduction as the Plan Administrator shall require as a mandatory condition of his or her
participation, or continued participation, in the Plan). Furthermore, the Plan Sponsor and
the Plan each reserve the right to obtain Overpayment Reimbursement by legal action.

If the Plan overpays a Third-Party Payee that is a Covered Person’s health care provider (for
purposes of this Overpayment and Underpayment of Benefits section only, a “Provider”), then, in
addition to the recovery actions permitted under the preceding paragraphs of this section,
the Company and the Plan reserve the right to obtain Overpayment Reimbursement from
the Provider pursuant to Refund of Provider Overpayments, below.

Refund of Provider Ovetpayments

If the Plan pays Benefits to a Provider for expenses incurred by or on account of a Covered
Person, that Covered Person or Provider must make a refund to the Plan if:

m the Plan’s obligation to pay the Benefits was contingent on the Covered Person’s actual
payment of the expenses or legal obligation to pay the expenses, and either some or all
or some of the expenses were not paid by the Covered Person or the Covered Person
had no legal obligation to pay the expenses;

m  all or some of the payment made by the Plan exceeded the Benefits payable under the
terms of the Plan; or

m  all or some of the payment made by the Plan was made in error, according to the terms
of the Plan.

The Overpayment amount that must be refunded to the Plan equals the amount the Plan
paid in excess of the amount that was properly payable under the terms of the Plan. If such
Overpayment refund is due from the Provider, the Covered Person agrees to reasonably
assist the Plan in obtaining Overpayment Reimbursement when requested. If the Covered
Person or Provider does not promptly refund the full amount of the Overpayment within a
reasonable time period as determined by the Plan Administrator, the Plan may obtain
Overpayment Reimbursement by (i) reallocating the Overpayment as an offset, in whole or
in part, against future Benefits that are payable to or on behalf of the Covered Person under
the Plan; or (ii) recouping the Overpayment by any other method which the Plan
Administrator or Claims Fiduciary deems appropriate in its discretion, to the extent
permitted by law, with the understanding that the reallocated or otherwise recouped
payment will be reimbursed to the Plan. The amount of such payment will equal the amount
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of the Overpayment required to be refunded or, if less than the full amount of the required
refund, will be deducted from the full amount of the refund owed to the Plan.

In the event of a Provider Overpayment, the Plan and the Company may have other legal
rights to obtain Overpayment Reimbursement, in addition to the right to reallocate or
otherwise recoup Overpayment amounts as enumerated above, including the right to
commence a legal action to obtain Overpayment Reimbursement.

In the case of any Overpayment reallocation or other recoupment action described in this
Overpayment and Underpayment of Benefits section, any such reallocation or recoupment against a
payment to a Third-Party Payee shall not constitute an adverse benefit determination that is
subject to the ERISA claims and appeals procedures of the Plan. For purposes of clarity and
not limitation, in the event of the application of any Overpayment Reimbursement to a
Third-Party Payee pursuant to the foregoing provisions of this section, the offset or other
recoupment of the Overpayment hereunder is simply an adjustment to the amount owed to
the Third-Party Payee to reflect the Overpayment to the Third-Party Payee and shall not be
considered to be the denial or partial denial of any Benefit claim under the Plan.
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SECTION 11 - SUBROGATION AND REIMBURSEMENT

The provisions of the wrap-around Summary Plan Description of the APC Health Benefits
Plan or the wrap-around Summary Plan Description of the Group Health Benefit under the
APC Retiree Health Benefits Plan, as applicable, will govern and control the Plan’s rights to
subrogation and reimbursement. These provisions are summarized in this section. Should
there be any conflict between these subrogation and reimbursement provisions and those of
the wrap-around Summary Plan Description of the APC Health Benefits Plan or the wrap-
around Summary Plan Description of the Group Health Benefit under the APC Retiree
Health Benefits Plan, the provisions in the applicable wrap-around Summary Plan
Description will govern. The Plan reserves all its subrogation and reimbursement rights, at
law and in equity, to the full extent permitted by applicable law as determined by the Plan
Administrator.

Right of Subrogation and Reimbursement

The Plan Administrator may, in its discretion, designate a third party service provider or
other person or entity to exercise the rights described in this section on behalf of the Plan.
In addition, the Plan Administrator may, in its discretion and on a case-by-case basis, waive
or limit any of the subrogation and reimbursement rights set forth in this section on behalf
of the Plan to the extent deemed appropriate. Any such waiver or limitation in a particular
case will not limit or diminish in any way the Plan’s rights in any other instance or at any
other time.

Benefits Subject to this Provision

The provisions set forth in this section will apply to all benefits provided under the Plan. For
purposes of this section, certain terms are defined as follows:

m  “Recovery” means any and all monies and property paid by a Third Party to (1) the
Covered Person, (ii) the Covered Person’s attorney, assign, legal representative, or
beneficiary, (iii) a trust of which the Covered Person is a beneficiary, or (iv) any other
person or entity on behalf of the Covered Person, by way of judgment, settlement,
compromise or otherwise (no matter how those monies or property may be
characterized, designated or allocated and irrespective of whether a finding of fault is
made as to the Third Party) to compensate for any losses or damages caused by, resulting
from, or in connection with, the Injury or illness.

B “Reimbursement” means repayment to the Plan for medical or other benefits that it
has paid to or on behalf of the Covered Person toward care and treatment of the Injury
or illness and for the expenses incurred by the Plan in collecting this amount, including
the Plan’s equitable rights to recovery.

m  “Subrogation” means the Plan’s right to pursue the Covered Person’s claims against a
Third Party for any or all medical or other benefits or charges paid by the Plan.

m  “Third Party” means any individual or entity, other than the Plan, who is or may be
liable, or legally or equitably responsible, to pay expenses, compensation or damages in
connection with a Covered Person’s Injury or illness. The term “Third Party” will
include the party or parties who caused the Injury or illness; the insurer, guarantor or
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other indemnifier or indemnitor of the party or parties who caused the Injury or illness; a
Covered Person’s own insurer, such as an uninsured, underinsured, medical payments,
no-fault, homeowner’s, renter’s or any other liability insurer; a workers’ compensation
insurer; and any other individual or entity that is or may be liable or legally or equitably
responsible for Reimbursement or payment in connection with the Injury or illness.

When this Provision Applies

A Covered Person may incur medical or other charges related to any Injury or illness caused
by the act or omission of a Third Party. Consequently, such Third Party may be liable, or
legally or equitably responsible, for payment of charges incurred in connection with the
Injury or illness. If so, the Covered Person may have a claim against that Third Party for
payment of the medical or other charges. In that event, the Plan will be secondary payer, not
primary, and the Plan will be Subrogated to all rights the Covered Person may have against
that Third Party.

Furthermore, the Plan will have a right of first and primary Reimbursement enforceable by
an equitable lien against any Recovery paid by the Third Party. The equitable lien will be
equal to 100% of the amount of benefits paid by the Plan for the Covered Person’s Injury or
illness and expenses incurred by the Plan in enforcing the provisions of this section
(including, without limitation, attorneys’ fees and costs of suit, and without regard to the
outcome of such an action), regardless of whether or not the Covered Person has been made
whole by the Third Party. This equitable lien will attach to the Recovery regardless of
whether (a) the Covered Person receives the Recovery or (b) the Covered Person’s attorney,
a trust of which the Covered Person is a beneficiary, or other person or entity receives the
Recovery on behalf of the Covered Person. This right of Reimbursement enforceable by an
equitable lien is intended to entitle the Plan to equitable relief under Section 502(a)(3) of
ERISA, and will be construed accordingly.

As a condition to receiving benefits under the Plan, the Covered Person hereby agrees to
immediately notify the Plan Administrator, in writing, of whatever benefits are payable under
the Plan that arise out of any Injury or illness that provides, or may provide, the Plan with
Subrogation and/or Reimbursement rights under this section.

The Plan’s equitable lien supersedes any right that the Covered Person may have to be
“made whole.” In other words, the Plan is entitled to the right of first Reimbursement out of
any Recovery the Covered Person procures, or may be entitled to procure, regardless of
whether the Covered Person has received compensation for any or all of his or her damages
or expenses, including any of his or her attorneys’ fees or costs. Additionally, the Plan’s right
of first and primary Reimbursement will not be reduced for any reason, including attorneys’
fees, costs, comparative negligence, limits of collectability or responsibility, or otherwise. The
Plan is not responsible for a Covered Person’s legal fees and costs, is not required to share in
any way for any payment of such fees and costs, and its equitable lien will not be reduced by
any such fees and costs. As a condition to coverage and receiving benefits under the Plan,
the Covered Person agrees that acceptance of benefits, as well as participation in the Plan, is
constructive notice of the provisions of this section, and the Covered Person hereby
automatically grants an equitable lien to the Plan to be imposed upon and against all rights of
Recovery with respect to Third Parties, as described above.
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In addition to the foregoing, the Covered Person:

m authorizes the Plan to sue, compromise and settle in the Covered Person’s name to the
extent of the amount of medical or other benefits paid for the Injury or illness under the
Plan and the expenses incurred by the Plan in collecting this amount, and assigns to the
Plan the Covered Person’s rights to Recovery when the provisions of this section apply;

m must notify the Plan in writing of any proposed settlement and obtain the Plan’s written
consent before signing any release or agreeing to any settlement; and

m  must cooperate fully with the Plan in its exercise of its rights under this section, do
nothing that would interfere with or diminish those rights, and furnish any information
as required by the Plan to exercise or enforce its rights hereunder.

Furthermore, the Plan Administrator reserves the absolute right and discretion to require a
Covered Person who may have a claim against a Third Party for payment of medical or other
charges that were paid, or are payable, by the Plan to execute and deliver a Subrogation and
Reimbursement agreement acceptable to the Plan Administrator (including execution and
delivery of a Subrogation and Reimbursement agreement by any parent or guardian on
behalf of a covered Dependent, even if such Dependent is of majority age) and, subject to
the subsection When a Covered Person Retains an Attorney below, that acknowledges and affirms:
(i) the conditional nature of medical or other benefits payments which are subject to
Reimbursement and (ii) the Plan’s rights of full Subrogation and Reimbursement, as
provided in this section (S&R Agreement).

When a right of Recovery exists, and as a condition to any payment by the Plan
(including payment of future benefits for the same or other illnesses or injuries), the
Covered Person will execute and deliver all required instruments and papers,
including any S&R Agreement provided by the Plan, as well as doing and providing
whatever else is needed, to secure the Plan’s rights of Subrogation and
Reimbursement, before any medical or other benefits will be paid by the Plan for the
Injury or illness. The Plan may file a copy of an S&R Agreement signed by the Covered
Person and his or her attorney (and if applicable, signed by the parent or guardian on behalf
of the covered Dependent) with such other entities, or the Plan may notify any other parties
of the existence of Plan’s equitable lien; provided, the Plan’s rights will not be diminished if
it fails to do so.

To the extent the Plan requires execution of an S&R Agreement by a Covered Person (and
his or her attorney, as applicable), a Covered Person’s claim for any medical or other benefits
for any Injury or illness will be incomplete until an executed S&R Agreement is submitted to
the Plan Administrator. Such S&R Agreement must be submitted to the Plan Administrator
within the timeframe applicable to the particular type of benefits claimed by the Covered
Person, as specified in the Plan’s claims procedures. Any failure to timely submit the
required S&R Agreement in accordance with the Plan’s claims procedures will constitute the
basis for denial of the Covered Person’s claim for benefits for the Injury or illness, and will
be subject to the Plan’s claims appeal procedures.

The Plan Administrator may determine, in its sole discretion, that it is in the Plan’s best
interests to pay medical or other benefits for the Injury or illness before an S&R Agreement
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and other papers are signed and actions taken (for example, to obtain a prompt payment
discount); however, in that event, any payment by the Plan of such benefits prior to or
without obtaining a signed S&R Agreement or other papers will not operate as a waiver of
any of the Plan’s Subrogation and Reimbursement rights and the Plan still will be entitled to
Subrogation and Reimbursement. In addition, the Covered Person will do nothing to
prejudice the Plan’s right to Subrogation and Reimbursement, and hereby acknowledges that
participation in the Plan precludes operation of the “made-whole” and “common-fund”
doctrines. A Covered Person who receives any Recovery has an absolute obligation to
immediately tender the Recovery (to the extent of 100% of the amount of benefits paid by
the Plan for the Covered Person’s Injury or illness and expenses incurred by the Plan in
enforcing the provisions of this section, including attorneys’ fees and costs of suit, regardless
of an action’s outcome) to the Plan under the terms of this section. A Covered Person who
receives any such Recovery and does not immediately tender the Recovery to the Plan will
be deemed to hold such Recovery in constructive trust for the Plan because the Covered
Person is not the rightful owner of such Recovery to the extent the Plan has not been fully
reimbursed. By participating in the Plan, or receiving benefits under the Plan, the Covered
Person automatically agrees, without further notice, to all the terms and conditions of this
section and any S&R Agreement.

The Plan Administrator has maximum discretion to interpret the terms of this section and to
make changes in its interpretation as it deems necessary or appropriate.

Amount Subject to Subrogation or Reimbursement

Any amounts Recovered will be subject to Subrogation or Reimbursement, even if
the payment the Covered Person receives is for, or is described as being for, damages
other than medical expenses or other benefits paid, provided or covered by the Plan.
This means that any Recovery will be automatically deemed to first cover the
Reimbursement, and will not be allocated to or designated as reimbursement for any other
costs or damages the Covered Person may have incurred, until the Plan is reimbursed in full
and otherwise made whole. In no case will the amount subject to Subrogation or
Reimbursement exceed the amount of medical or other benefits paid for the Injury or illness
under the Plan and the expenses incurred by the Plan in collecting this amount. The Plan has
a right to recover in full, without reduction for attorneys’ fees, costs, comparative negligence,
limits of collectability or responsibility, or otherwise, even if the Covered Person does not
receive full compensation for all of his or her charges and expenses.

When Recovety Includes the Cost of Past or Future Expenses

In certain circumstances, a Covered Person may receive a Recovery that includes amounts
intended to be compensation for past and/or future expenses for treatment of the illness or
Injury that is the subject of the Recovery. The Plan will not cover any expenses for which
compensation was provided through a previous Recovery. This exclusion will apply to the
full extent of such Recovery or the amount of the expenses submitted to the Plan for
payment, whichever is less. Participation in the Plan also precludes operation of the “made-
whole” and “common-fund” doctrines in applying the provisions of this section.

It is the responsibility of the Covered Person to inform the Plan Administrator when
expenses incurred are related to an illness or Injury for which a Recovery has been made.
Acceptance of benefits under the Plan for which the Covered Person has already received a
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Recovery will be considered fraud, and the Covered Person will be subject to any sanctions
determined by the Plan Administrator, in its sole discretion, to be appropriate. The Covered
Person is required to submit full and complete documentation of any such Recovery in order
for the Plan to consider eligible expenses that exceed the Recovery.

When a Covered Person Retains an Attorney

If the Covered Person retains an attorney, the Plan will not pay any portion of the Covered
Person’s attorneys’ fees and costs associated with the Recovery, nor will it reduce its
Reimbursement pro-rata for the payment of the Covered Person’s attorneys’ fees and costs.
Attorneys’ fees will be payable from the Recovery only after the Plan has received full
Reimbursement.

The Plan Administrator reserves the absolute right and discretion to require the Covered
Person’s attorney to sign an S&R Agreement as a condition to any payment of benefits
under the Plan and as a condition to any payment of future Plan benefits for the same or
other illnesses or injuries. Additionally, pursuant to such S&R Agreement, the Covered
Person’s attorney must acknowledge and consent to the fact that the “made-whole” and
“common fund” doctrines are inoperable under the Plan, and the attorney must agree not to
assert either doctrine in his or her pursuit of Recovery.

Any Recovery paid to the Covered Person’s attorney will be subject to the Plan’s equitable
lien, and thus an attorney who receives any Recovery has an absolute obligation to
immediately tender the Recovery (to the extent of 100% of the amount paid by the Plan for
the Covered Person’s Injury or illness and expenses incurred by the Plan in enforcing the
provisions of this section, including attorneys’ fees and costs of suit regardless of an action’s
outcome) to the Plan under the terms of this section. A Covered Person’s attorney who
receives any such Recovery and does not immediately tender the recovery to the Plan will be
deemed to hold the Recovery in constructive trust for the Plan because neither the Covered
Person nor his or her attorney is the rightful owner of the Recovery to the extent the Plan
has not received full Reimbursement.

When the Covered Petson is 2 Minot, is Deceased, is a COBRA Qualified
Beneficiaty or is a Dependent

The provisions of this section will apply to the parents, trustee, guardian or other
representatives of a minor Dependent child and to the heirs or personal representatives of
the estate of a deceased Covered Person, regardless of applicable law and whether or not the
representative has access to or control of the Recovery. For purposes of this section, the
term “Covered Person” will also include a COBRA qualified beneficiary who has elected
COBRA Continuation Coverage under the Plan. If a covered Dependent is the Covered
Person whose benefits under the Plan are subject to the Plan’s Subrogation and
Reimbursement rights, the covered Employee who enrolled such Dependent under the Plan
will also be required to execute the S&R Agreement, upon request, even if the Dependent is
not a minor (e.g., a full-time post-secondary student) and, in such event, the Employee will
be liable for any breach of this section by the Employee or by such Dependent.
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When a Covered Person Does Not Comply

When a Covered Person does not comply with the provisions of this section, the Plan
Administrator will have the power and authority, in its sole discretion, to (i) deny payment of
any claims for benefits by or on behalf of the Covered Person and (ii) deny or reduce future
benefits payable (including payment of future benefits for the same or other injuries or
illnesses) under the Plan by the amount due as Reimbursement to the Plan. The Plan
Administrator may also, in its sole discretion, deny or reduce future benefits (including
future benefits for the same or other injuries or illnesses) under any other group benefits
plan maintained by the Plan Sponsor. The reductions will equal the amount of the required
Reimbursement. If the Plan must bring an action against a Covered Person to enforce the
provisions of this section, the Covered Person will be obligated to pay the Plan’s attorneys’
fees and costs regardless of the action’s outcome.
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SECTION 12 - WHEN COVERAGE ENDS

What this section includes:
m Circumstances that cause coverage to end; and

m  How to continue coverage after it ends.

Your entitlement to Benefits automatically ends on the date that coverage ends, even if you
are hospitalized or are otherwise receiving medical treatment on that date.

When your coverage ends, the Plan will still pay claims for Covered Health Services that you
received before your coverage ended. However, once your coverage ends, Benefits are not
provided for health services that you receive after coverage ended, even if the underlying
medical condition occurred before your coverage ended.

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

m the last day of the month your employment with the Company ends;
m the date the Plan ends or is amended to eliminate your coverage;
m the date of your death;

m the last day of the period for which any required contribution for coverage has been
made if the charge for the next period is not paid when due;

m the last day of the month you are no longer eligible to participate in the Plan (except that
coverage may be continued until the last day of the month through which you are
receiving disability benefits under the Anadarko Petroleum Corporation Ancillary
Benefits Plan or have been certified as disabled by the Company’s long-term disability
insurance carrier for purposes of being eligible to receive income replacement payments
under such disability insurance policy, unless such coverage is terminated eatlier);

m the date, if any, on which you falsify information provided to the Plan, fraudulently or
deceptively use Plan services or knowingly permit such fraud or deception by another
person, including enrolling a person as a Spouse or other Dependent who does not
qualify as a Dependent under the terms of the Plan;

m the last day of the month in which you complete six months of unpaid leave of absence;
or

m if you are receiving long term disability benefits under the Anadarko Petroleum
Corporation Ancillary Benefits Plan, the last day of the month in which you elect to
receive your full distribution from the Anadarko Retirement Plan or the Kerr-McGee
Corporation Retirement Plan.

See the wrap-around Summary Plan Description of the Group Health Benefit under the
APC Retiree Health Benefits Plan for a complete description of when a Retired Employee’s
coverage ends under the Group Health Benefit of the APC Retiree Health Benefits Plan.

Coverage for your eligible Dependents will end on the earliest of:
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m the date your coverage ends;

m the date on which the Plan is amended to eliminate coverage for the Dependent, for
whatever reason;

m the last day of the period for which any required contribution for coverage has been
made if the charge for the next period is not paid when due;

m the date the Dependent becomes covered under the Plan as an Employee;

m the date, if any, on which the Dependent falsifies information provided to the Plan,
fraudulently or deceptively uses Plan services, or knowingly permits such fraud or
deception by another person;

m the date Dependents’ coverage ceases to be available to the Employee;

m the date on which an Employee elects to terminate coverage for his or her Dependent,
provided that you notify Anadarko Petroleum Corporation of the intention to terminate
coverage within 30 days prior to the date; or

m the last day of the calendar year in which a Dependent child ceases to be an eligible
Dependent under the Plan; or the last day of the month in which any other Dependent
ceases to be an eligible Dependent under the Plan.

Other Events Ending Your Coverage

If a Covered Person commits an act, practice, or omission that constitutes fraud, or makes
an intentional misrepresentation of a material fact including, but not limited to, knowingly
providing incorrect information relating to another person’s eligibility or status as a
Dependent, such Covered Person’s coverage may be subject to rescission as permitted under
the Affordable Care Act. In that case, the Plan will provide the Covered Person with a
written notice as required by the Affordable Care Act which informs him or her of the date
that his or her coverage will end; provided, however, the Covered Person will have the right
to appeal any such rescission pursuant to the Plan’s claim and appeal procedures, and his or
her Plan coverage will remain in effect pending the outcome of any internal appeal under
such procedures.

For purposes of the above, if the Covered Person is a Dependent, a failure by the covered
Employee to provide timely notice to the Plan Administrator (or its designee) in accordance
with the required notification procedures in this Benefits Booklet or the wrap-around
Summary Plan Description of the APC Health Benefits Plan of an event that causes such
Dependent to lose eligibility for coverage under the Plan shall be deemed to constitute an
intentional misrepresentation of a material fact, in which case such Dependent’s coverage
may be subject to rescission as permitted under the Affordable Care Act.

Note: If a Covered Person’s coverage is rescinded, the Plan Sponsor reserves the right to
demand the repayment by such Covered Person of any Benefits paid to him or her (or paid
in his or her name, or on his or her behalf) under the Plan following the effective date of his
or her coverage rescission, as provided in Overpayment and Underpayment of Benefits in
Section 10, Coordination of Benefits (COB).
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Coverage for a Disabled Child

If an unmarried enrolled Dependent child with a mental or physical disability reaches an age
when coverage would otherwise end, the Plan will continue to cover the child, as long as:

m the child is unable to be self-supporting due to a mental or physical handicap or disability
rendering the child medically incapacitated and unable to be self-supporting;

m the child depends mainly on you for support and resides with you for more than one-
half of the year;

m cither 1) you provide to Anadarko Petroleum Corporation proof of the child’s incapacity
and dependency within 31 days of the date coverage would have otherwise ended
because the child reached a certain age or 2) the child has such handicap or disability and
is over age 26 prior to the child’s parent first becoming eligible for coverage under the
Plan, either as an Employee or as the Spouse of an Employee, and the Employee enrolls
the child in the Plan when the Employee first becomes eligible to enroll in such coverage
(i.e., the child cannot later be added to coverage under the Plan); and

m you provide proof, upon Anadarko Petroleum Corporation’s request, that the child
continues to meet these conditions.

The proof might include medical examinations at Anadarko Petroleum Corporation’s
expense. However, you will not be asked for this information more than once a year. If you
do not supply such proof within 31 days, the Plan will no longer pay Benefits for that child.

Coverage will continue, as long as the enrolled Dependent is incapacitated and dependent
upon you, unless coverage is otherwise terminated in accordance with the terms of the Plan.

Continuing Coverage Through COBRA

If you lose your Plan coverage, you may have the right to extend it under the Consolidated
Omnibus Budget Reconciliation Act of 1985 (COBRA), as defined in Section 14, Glossary.

Continuation coverage under COBRA is available if the Plan is subject to the terms of
COBRA. You can contact your Plan Administrator to determine if the Plan is subject to the
provisions of COBRA.

Continuation Coverage under Federal Law (COBRA)

Much of the language in this section comes from the federal law that governs continuation
coverage. You should call your Plan Administrator if you have questions about your right to
continue coverage.

In order to be eligible for continuation coverage under federal law, you must meet the
definition of a “Qualified Beneficiary”. A Qualified Beneficiary is any of the following
persons who were covered under the Plan on the day before a qualifying event:

m an Employee;
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m an Employee’s enrolled Dependent, including with respect to the Employee’s children, a
child born to or placed for adoption with the Employee during a period of continuation
coverage under federal law; or

m an Employee’s enrolled Spouse (or former Spouse).

A Domestic Partner, or the children of a Domestic Partner, who are covered under the Plan
on the day prior to the qualifying event shall be treated as Qualifying Beneficiaries under the
Plan, although such treatment is not a right required by COBRA.

A Retired Employee is not eligible to elect COBRA continuation coverage upon termination
of his or her coverage under the Plan. However, for purposes of this section and a Spouse’s
or Dependent’s eligibility to elect COBRA continuation coverage, a Retired Employee is
considered a covered Employee.

Qualifying Events for Continuation Coverage under COBRA

The following table outlines situations in which you may elect to continue coverage under
COBRA for yourself and your Dependents, and the maximum length of time you can
receive continued coverage. These situations are considered qualifying events.

If Coverage Ends Because of You May Elect COBRA:
the Following Qualifying B
Events: For Yourself | For Your Spouse Child(ren)
Your work hours are reduced 18 months 18 months 18 months
Your employment terminates for
any reason (other than gross 18 months 18 months 18 months

misconduct)

You or your family member
become eligible for Social Security
disability benefits at any time
within the first 60 days of losing 29 months 29 months 29 months
coverage because your
employment terminates or your
hours are reduced'

You die N/A 36 months 36 months
You divorce (or legally separate)

or dissolve a Domestic N/A 36 months 36 months
Partnership

Your child is no longer an eligible
family member (e.g., reaches the N/A N/A 36 months
maximum age limit)
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If Coverage Ends Because of You May Elect COBRA:
the Following Qualifying For Your
Events: For Yourself | For Your Spouse Child(ren)
See tabl
You become entitled to Medicare N/A See table below oe rabie
below
Anadarko Petroleum Corporation X X
files for bankruptcy under Title 36 months 36 months’ 36 months’
11, United States Code?

1Subject to the following conditions: (i) notice of the disability must be provided within 60 days after
the latest of a) the determination of the disability, b) the date of the qualifying event, or

¢) the date the Qualified Beneficiary would lose coverage under the Plan, and in no event later than
the end of the first 18 months; (i) the Qualified Beneficiary must agree to pay any increase in the
required premium for the additional 11 months over the original 18 months; and (iii) if the Qualified
Beneficiary entitled to the 11 months of coverage has non-disabled family members who are also
Qualified Beneficiaries, then those non-disabled Qualified Beneficiaties are also entitled to the
additional 11 months of continuation coverage. Notice of any final determination that the Qualified
Beneficiary is no longer disabled must be provided within 30 days of such determination. Thereafter,
continuation coverage may be terminated on the first day of the month that begins more than 30
days after the date of that determination.

2'This is a qualifying event for any Retired Employee and his or her enrolled Dependents if there is a
substantial elimination of coverage within one year before or after the date the bankruptcy was filed.

3From the date of the Employee’s death if the Employee dies during the continuation coverage.

Second Qualitying Event Extension of 18-month Period of Continuation Coverage

If your family experiences another qualifying event while receiving COBRA continuation
coverage, your Spouse and/or Dependent children in your family can get additional months
of COBRA continuation coverage, up to the maximum of 36 months. This extension is
available to your Spouse and/or Dependent children if you die, enroll in Medicare (Patt A,
Part B, or both), or get divorced or legally separated, or dissolve a Domestic Partnership.
The extension is also available to a dependent child when that child stops being eligible
under the Plan as a Dependent. In all of these cases you must make sure that the Plan
Administrator is notified of the second qualifying event within 60 days of the second
qualifying event.

How Your Medicare Eligibility Aftects Dependent COBRA Coverage

The table below outlines how your Dependents’ COBRA coverage is impacted if you
become entitled to Medicare.
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You May Elect
If Dependent Coverage Ends When: COBRA Dependent
Coverage For Up To:
You become entitled to Medicare and don’t experience any
. e 18 months
additional qualifying events
You become entitled to Medicare, after which you experience
a second qualifying event* before the initial 18-month period 36 months

expires

You experience a qualifying event®, after which you become
entitled to Medicare before the initial 18-month period
expires; and, if absent this initial qualifying event, your 36 months
Medicare entitlement would have resulted in loss of
Dependent coverage under the Plan

*Your work hours are reduced or your employment is terminated for reasons other than gross
misconduct.

Getting Started

You will be notified by mail if you become eligible for COBRA coverage as a result of a
reduction in work hours or termination of employment. The notification will give you
instructions for electing COBRA coverage, and advise you of the monthly cost. Your
monthly cost is the full cost, including both Employee and Employer costs, plus a 2%
administrative fee or other cost as permitted by law.

You will have up to 60 days from the date you receive notification or 60 days from the date
your coverage ends to elect COBRA coverage, whichever is later. You will then have an
additional 45 days to pay the cost of your COBRA coverage, retroactive to the date your
Plan coverage ended.

During the 60-day election period, the Plan will, only in response to a request from a
provider, inform that provider of your right to elect COBRA coverage, retroactive to the
date your COBRA eligibility began.

While you are a participant in the medical Plan under COBRA, you have the right to change
your coverage election:

m  during Annual Enrollment; and

m following a change in family status, as described under Changing Your Coverage in Section
2, Introduction.

Notification Requirements

If your covered Dependents lose coverage due to divorce, legal separation, dissolution of
Domestic Partnership or loss of Dependent status, you or your Dependents must notify the
Plan Administrator within 60 days of the latest of:
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m the date of the divorce, legal separation, dissolution of Domestic Partnership or an
enrolled Dependent’s loss of eligibility as an enrolled Dependent;

m the date your enrolled Dependent would lose coverage under the Plan; or

m the date on which you or your enrolled Dependent are informed of your obligation to
provide notice and the procedures for providing such notice.

You or your Dependents must also notify the Plan Administrator when a qualifying event
occurs that will extend continuation coverage.

If you or your Dependents fail to notify the Plan Administrator of these events within the 60
day period, the Plan Administrator is not obligated to provide continued coverage to the
affected Qualified Beneficiary. If you are continuing coverage under federal law, you must
notify the Plan Administrator within 60 days of the birth or adoption of a child.

Once you have notified the Plan Administrator, you will then be notified by mail of your
election rights under COBRA.

Notification Requirements for Disability Determination

If you extend your COBRA coverage beyond 18 months because you are eligible for
disability benefits from Social Security, you must provide the Anadarko Benefits Center with
notice of the Social Security Administration’s determination within 60 days after you receive
that determination, and before the end of your initial 18-month continuation period.

The notice requirements will be satisfied by providing written notice to the Plan
Administrator at the address stated in Section 16, Important Administrative Information: ERISA.
The contents of the notice must be such that the Plan Administrator is able to determine the
covered Employee and Qualified Beneficiary(ies), the qualifying event or disability, and the
date on which the qualifying event occurred.

Trade Act of 2002

The Trade Act of 2002 amended COBRA to provide for a special second 60-day COBRA
election period for certain Employees who have experienced a termination or reduction of
hours and who lose group health plan coverage as a result. The special second COBRA
election period is available only to a very limited group of individuals: generally, those who
are receiving trade adjustment assistance (T'AA) or ‘alternative trade adjustment assistance’
under a federal law called the Trade Act of 1974. These Employees are entitled to a second
opportunity to elect COBRA coverage for themselves and certain family members (if they
did not already elect COBRA coverage), but only within a limited period of 60 days from the
first day of the month when an individual begins receiving TAA (or would be eligible to
receive TAA but for the requirement that unemployment benefits be exhausted) and only
during the six months immediately after their group health plan coverage ended.

If an Employee qualifies or may qualify for assistance under the Trade Act of 1974, he or
she should contact the Plan Administrator for additional information. The Employee must
contact the Plan Administrator promptly after qualifying for assistance under the Trade Act
of 1974 or the Employee will lose his or her special COBRA rights. COBRA coverage
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elected during the special second election period is not retroactive to the date that Plan
coverage was lost, but begins on the first day of the special second election period.

When COBRA Ends

COBRA coverage will end, before the maximum continuation period, on the eatliest of the
following dates:

m the date, after electing continuation coverage, that coverage is first obtained under any
other group health plan;

m the date, after electing continuation coverage, that a Qualified Beneficiary first becomes
entitled to Medicare (for this purpose, “entitled to Medicare” means enrolled in either
Part A or Part B of Medicare);

m the last day of the month for which the required premium payments have been made, if
such payments are not made timely;

m the later of the date the entire Plan ends or Anadarko Petroleum Corporation ceases to
maintain a group health plan within its controlled group;

m in the case of a disabled Qualified Beneficiary (and his or her disabled or non-disabled
family members) receiving COBRA coverage under the 11-month disability extension
described in the chart above, and with respect to such extension, the first day of the
month that begins more than 30 days after the date the Qualified Beneficiary is
determined by the Social Security Administration to no longer be “disabled” within the
meaning of the Social Security Act; or

m the date coverage would otherwise terminate under the Plan as described in the
beginning of this section.

Note: 1f you selected continuation coverage under a prior plan which was then replaced by
coverage under the Plan, continuation coverage will end as scheduled under the prior plan or
in accordance with the terminating events listed in this section, whichever is eatlier.

Uniformed Services Employment and Reemployment Rights Act

An Employee who is absent from employment for more than 30 days by reason of service in
the Uniformed Services may elect to continue Plan coverage for the Employee and the
Employee’s Dependents in accordance with the Uniformed Services Employment and
Reemployment Rights Act of 1994, as amended (USERRA).

The terms “Uniformed Services” or “Military Service” mean the Armed Forces, the Army
National Guard and the Air National Guard when engaged in active duty for training,
inactive duty training, or full-time National Guard duty, the commissioned corps of the
Public Health Service, and any other category of persons designated by the President in time
of war or national emergency.

If qualified to continue coverage pursuant to the USERRA, Employees may elect to
continue coverage under the Plan by notifying the Plan Administrator in advance, and
providing payment of any required contribution for the health coverage. This may include
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the amount the Plan Administrator normally pays on an Employee’s behalf. If an
Employee’s Military Service is for a period of time less than 31 days, the Employee may not
be required to pay more than the regular contribution amount, if any, for continuation of
health coverage.

An Employee may continue Plan coverage under USERRA for up to the lesser of:

m the 24 month period beginning on the date of the Employee’s absence from work; or

m the day after the date on which the Employee fails to apply for, or return to, a position
of employment.

Regardless of whether an Employee continues health coverage, if the Employee returns to a
position of employment, the Employee’s health coverage and that of the Employee’s eligible
Dependents will be reinstated under the Plan. No exclusions or waiting period may be
imposed on an Employee or the Employee’s eligible Dependents in connection with this
reinstatement, unless a Sickness or Injury is determined by the Secretary of Veterans Affairs
to have been incurred in, or aggravated during, the performance of military service.

You should call the Plan Administrator if you have questions about your rights to continue
health coverage under USERRA.
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SECTION 13 - OTHER IMPORTANT INFORMATION

What this section includes:
m  Court-ordered Benefits for Dependent children;

m  Your relationship with UnitedHealthcare and Anadarko Petroleum Corporation;
m  Relationships with providers;

m Interpretation of Benefits;

m Information and records;

m Incentives to providers and you;

m The future of the Plan; and

m How to access the official Plan documents.

Qualified Medical Child Support Orders (QMCSOs)

A qualified medical child support order (QMCSO) is a judgment, decree or order issued by a
court or appropriate state agency that requires a child to be covered for medical benefits.
Generally, a QMCSO is issued as part of a paternity, divorce, or other child support
settlement.

If the Plan receives a medical child support order for your child that instructs the Plan to
cover the child, the Plan Administrator will review it to determine if it meets the
requirements for a QMCSO. If it determines that it does, your child will be enrolled in the
Plan as your Dependent, and the Plan will be required to pay Benefits as directed by the
order.

You may obtain, without charge, a copy of the procedures governing QMCSOs from the
Plan Administrator.

Note: A National Medical Support Notice will be recognized as a QMCSO if it meets the
requirements of a QMCSO.

Your Relationship with UnitedHealthcare and Anadarko Petroleum Corporation

In order to make choices about your health care coverage and treatment, Anadarko
Petroleum Corporation believes that it is important for you to understand how
UnitedHealthcare interacts with the Plan Sponsor’s benefit Plan and how it may affect you.
UnitedHealthcare helps administer the Plan Sponsor’s benefit plan in which you are
enrolled. UnitedHealthcare does not provide medical services or make treatment decisions.
This means:

m  UnitedHealthcare communicates to you decisions about whether the Plan will cover or
pay for the health care that you may receive (the Plan pays for Covered Health Services,
which are more fully described in this Benefits Booklet); and
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m the Plan may not pay for all treatments you or your Physician may believe are necessary.
If the Plan does not pay, you will be responsible for the cost.

Anadarko Petroleum Corporation and UnitedHealthcare may use individually identifiable
information about you to identify for you (and you alone) procedures, products or services
that you may find valuable. Anadarko Petroleum Corporation and UnitedHealthcare may use
individually identifiable information about you as permitted or required by law, including in
operations and in research. Anadarko Petroleum Corporation and UnitedHealthcare may use
de-identified data for commercial purposes including research.

Relationship with Providers

The relationships between Anadarko Petroleum Corporation, UnitedHealthcare and
Network providers are solely contractual relationships between independent contractors.
Network providers are not Anadarko Petroleum Corporation’s agents or employees, nor are
they agents or employees of UnitedHealthcare. Anadarko Petroleum Corporation and any of
its employees are not agents or employees of Network providers, nor are UnitedHealthcare
and any of its employees agents or employees of Network providers.

Anadarko Petroleum Corporation and UnitedHealthcare do not provide health care services
or supplies, nor do they practice medicine. Instead, Anadarko Petroleum Corporation and
UnitedHealthcare arrange for health care providers to participate in a Network and
administer payment of Benefits. Network providers are independent practitioners who run
their own offices and facilities. UnitedHealthcare’s credentialing process confirms public
information about the providers’ licenses and other credentials, but does not assure the
quality of the services provided. They are not Anadarko Petroleum Corporation’s employees
nor are they employees of UnitedHealthcare. Anadarko Petroleum Corporation and
UnitedHealthcare do not have any other relationship with Network providers such as
principal-agent or joint venture. Anadarko Petroleum Corporation and UnitedHealthcare are
not liable for any act or omission of any provider.

UnitedHealthcare is not considered to be an employer of the Plan Administrator for any
purpose with respect to the administration or provision of benefits under this Plan.

Anadarko Petroleum Corporation is solely responsible for funding the payment of Benefits
on a timely basis through its general assets. The Plan Administrator is solely responsible for
(a) determining and administering enrollment (and disenrollment) in the Plan, and (b)
notifying you of the termination of, or modifications to, the Plan as required by ERISA.

Your Relationship with Providers

The relationship between you and any provider is that of provider and patient. You:

m  Are responsible for choosing your own provider.

m  Are responsible for paying, directly to your provider, any amount identified as a Covered
Person’s responsibility, including Copayments, Coinsurance, any deductible and any
amount that exceeds Eligible Expenses.
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m  Are responsible for paying, directly to your provider, the cost of any non-Covered
Health Service.

m  Must decide if any provider treating you is right for you (this includes Network providers
you choose and providers to whom you have been referred).

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

Your provider is solely responsible for the quality of the services provided to you.

Interpretation of Benefits

The Plan Administrator has delegated to UnitedHealthcare, in its capacity as the Claims
Administrator and Claims Fiduciary, the sole discretion and authority to (a) interpret the
terms, conditions, limitations and exclusions of the Plan, including this Benefits Booklet and
any amendments thereto, and (b) make factual determinations under the Plan, for the
purpose of making final decisions regarding Benefits payable under the Plan. All decisions,
interpretations, determinations and actions in the exercise of the powers and duties
described in this Section will be final and conclusive on all persons and entities subject only
to the claims appeal procedures of the Plan. Benefits under the Plan will be paid only if
UnitedHealthcare determines in its discretion that the Covered Person is entitled to them.
There will be no de novo review of any such decision, interpretation, determination or action
by any court. Any review of any such decision, interpretation, determination or action will be
limited to determining whether the decision, interpretation, determination or action in
question was so arbitrary and capricious as to be an abuse of discretion under ERISA
standards.

Information and Records

All uses and disclosures of your protected health information (as defined by the HIPAA
privacy regulations, ze., “PHI”) or any other individually identifiable information about you,
as discussed in this Benefits Booklet, including this Section, shall be as permitted by, and in
accordance with, applicable law, including the HIPAA privacy regulations.

Anadarko Petroleum Corporation, the Plan Administrator and UnitedHealthcare may use
your PHI to administer the Plan and pay claims, to identify procedures, products, or services
that you may find valuable, and as otherwise permitted or required by law. In addition,
UnitedHealthcare may request additional information from you to decide your claim for
Benefits. Anadarko Petroleum Corporation, the Plan Administrator and UnitedHealthcare
will keep this information confidential. Anadarko Petroleum Corporation and
UnitedHealthcare may also use your de-identified data for commercial purposes, including
research.

By accepting Benefits under the Plan, you authorize and direct any person or institution that
has provided services to you to furnish Anadarko Petroleum Corporation, the Plan
Administrator and UnitedHealthcare with all information or copies of records relating to the
services provided to you, to the extent permitted by applicable law. Anadarko Petroleum
Corporation, the Plan Administrator and UnitedHealthcare have the right to request this
information at any reasonable time for any permitted purpose under applicable law. This
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applies to all Covered Persons, including enrolled Dependents whether or not they have
sighed the Employee’s enrollment form. Anadarko Petroleum Corporation, the Plan
Administrator and UnitedHealthcare agree that such information and records will be
considered confidential. Anadarko Petroleum Corporation, the Plan Administrator and
UnitedHealthcare have the right to release any and all records concerning health care
services which are necessary to implement and administer the terms of the Plan, for
appropriate medical review or quality assessment, or as Anadarko Petroleum Corporation is
required to do by law or regulation. During and after the term of the Plan, Anadarko
Petroleum Corporation and UnitedHealthcare and its related entities may use and transfer
the information gathered under the Plan in a de-identified format for commercial purposes,
including research and analytic purposes.

For complete listings of your medical records or billing statements Anadarko Petroleum
Corporation recommends that you contact your health care provider. Providers may charge
you reasonable fees to cover their costs for providing records or completing requested
forms.

If you request medical forms or records from UnitedHealthcare, they also may charge you
reasonable fees to cover costs for completing the forms or providing the records.

In some cases, Anadarko Petroleum Corporation and UnitedHealthcare will designate other
persons or entities to request records or information from or related to you, and to release
those records as necessary. Such designated persons or entities will be required to use or
disclose your information only as permitted by applicable law, including the HIPAA privacy
regulations.

Incentives to Providers

Network providers may be provided financial incentives by UnitedHealthcare to promote
the delivery of health care in a cost efficient and effective manner. These financial incentives
are not intended to affect your access to health care.

Examples of financial incentives for Network providers are:

m  bonuses for performance based on factors that may include quality, member satisfaction,
and/or cost-effectiveness; or

m a practice called capitation which is when a group of Network providers receives a
monthly payment from UnitedHealthcare for each Covered Person who selects a
Network provider within the group to perform or coordinate certain health services. The
Network providers receive this monthly payment regardless of whether the cost of
providing or arranging to provide the Covered Person’s health care is less than or more
than the payment.

If you have any questions regarding financial incentives you may contact the telephone
number on your ID card. You can ask whether your Network provider is paid by any
financial incentive, including those listed above; however, the specific terms of the contract,
including rates of payment, are confidential and cannot be disclosed. In addition, you may
choose to discuss these financial incentives with your Network provider.
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Incentives to You

Sometimes you may be offered coupons or other incentives to encourage you to participate
in various wellness programs or certain disease management programs. The decision about
whether or not to participate is yours alone but Anadarko Petroleum Corporation
recommends that you discuss participating in such programs with your Physician. You may
call the number on the back of your ID card if you have any questions.

Rebates and Other Payments

Anadarko Petroleum Corporation and UnitedHealthcare may receive rebates for certain
drugs that are administered to you in a Physician’s office, or at a Hospital or Alternate
Facility. This includes rebates for those drugs that are administered to you before you meet
your Annual Deductible. Anadarko Petroleum Corporation and UnitedHealthcare do not
pass these rebates on to you, nor are they applied to your Annual Deductible or taken into
account in determining your Copays or Coinsurance.

Workers’ Compensation Not Affected

Benefits provided under the Plan do not substitute for and do not affect any requirements
for coverage by workers’ compensation insurance.

Future of the Plan

Although the Company expects to continue the Plan indefinitely, it reserves the right to
discontinue, alter or modify the Plan in whole or in part, at any time and for any reason, at
its sole determination.

The Company’s decision to terminate or amend the Plan may be due to changes in federal or
state laws governing employee benefits, the requirements of the Code or ERISA, or any
other reason. A Plan amendment may transfer coverage to another plan or split a plan into
two or more parts. If the Company does amend or terminate the Plan, it may decide to set
up a different plan providing similar or different benefits.

If the Plan is terminated, Covered Persons will not have the right to any other Benefits from
the Plan, other than for those claims incurred prior to the date of termination, or as
otherwise provided under the Plan. In addition, if the Plan is amended, Covered Persons
may be subject to altered coverage and Benefits.

The amount and form of any final benefit you receive will depend on the terms of the Plan
and may also depend on any contract provisions affecting the Plan and Company decisions.

Plan Document

This Benefits Booklet describes certain terms of your Benefits under the Plan. When used in
this Benefits Booklet, the term “Plan” means, as applicable, either 1) the wrap-around Plan
document and wrap-around Summary Plan Description of the APC Health Benefits Plan,
and any appendices attached thereto, as they relate to the HDHP Choice Plus Plan, including
this Benefits Booklet, or 2) the wrap-around Plan document and wrap-around Summary
Plan Description of the Group Health Benefit under the APC Retiree Health Benefits Plan,
and any appendices attached thereto, as they relate to the HDHP Choice Plus Plan, including
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this Benefits Booklet. If there should be an inconsistency between the contents of this
Benefits Booklet and the contents of the wrap-around Summary Plan Description of the
APC Health Benefits Plan or the wrap-around Summary Plan Description of the Group
Health Benefit under the APC Retiree Health Benefits Plan, your rights shall be determined
as provided in the wrap-around Summary Plan Description of the APC Health Benefits Plan
or the wrap-around Summary Plan Description of the Group Health Benefit under the APC
Retiree Health Benefits Plan, as applicable. A copy of the documents that constitute the Plan
is available for your inspection during regular business hours in the office of the Plan
Administrator. You (or your authorized representative) may obtain a copy of these
documents by written request to the Plan Administrator or its designee, for a nominal
charge.

UnitedHealthcare Reimbursement Policies

UnitedHealthcare, as Claims Administrator and Claims Fiduciary, determines Eligible
Expenses under the Plan in accordance with the applicable terms and conditions of coverage
under the Plan, which include UnitedHealthcare’s applicable reimbursement policies. To the
extent required by ERISA, such policies are incorporated into the SPD and the Plan by
reference. UnitedHealthcare develops its reimbursement policy guidelines, in its sole
discretion, in accordance with one or more of the following methodologies:

m As indicated in the most recent edition of the Current Procedural Terminology (CPT), a
publication of the American Medical Association, and/or the Centers for Medicare and
Medicaid Services (CMS).

m As reported by generally recognized professionals or publications.
m  As used for Medicare.

m  As determined by medical staff and outside medical consultants pursuant to other
appropriate sources or determinations that UnitedHealthcare accepts.

Following evaluation and validation of certain provider billings (e.g., error, abuse and fraud
reviews), UnitedHealthcare’s reimbursement policies and the other applicable terms of the
Plan are applied to provider billings. Network Physicians and providers are not permitted to
bill you for the difference between their contract rate (as may be modified by
UnitedHealthcare’s reimbursement policies) and the billed charge. However, non-Network
providers are not subject to this prohibition, and may bill you for any amounts the Plan does
not pay, including amounts that are denied because the Plan, including one of
UnitedHealthcare’s reimbursement policies, does not provide for reimbursement or payment
(in whole or in part) for the amount that the provider billed for the service(s) rendered to
you.

UnitedHealthcare shares its reimbursement policy guidelines with Network Physicians and
other providers in UnitedHealthcare’s Network through UnitedHealthcare’s provider
website. You (or your authorized representative on your behalf) may also obtain copies of
UnitedHealthcare’s reimbursement policies for yourself or to share with your non-Network
Physician or provider by going to www.myuhc.com or by calling the telephone number on
your ID card.
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SECTION 14 - GLOSSARY

What this section includes:
m Definitions of terms used throughout this Benefits Booklet.

Many of the terms used throughout this Benefits Booklet may be unfamiliar to you or have a
specific meaning with regard to the way the Plan is administered and how Benefits are paid.
This section defines terms used throughout this Benefits Booklet, but it does not describe
the Benefits provided by the Plan.

Affiliates — those entities (including, but not limited to, United Resource Networks) which
are affiliated with UnitedHealthcare through common ownership or control with
UnitedHealthcare or with UnitedHealthcare’s ultimate corporate parent, including direct and
indirect subsidiaries.

Affordable Care Act — the Patient Protection and Affordable Care Act and the Health Care
and Education Reconciliation Act, and the regulations and other authority promulgated
thereunder by the appropriate governmental authority.

Alternate Facility — a health care facility that is not a Hospital and that provides one or
more of the following services on an outpatient basis, as permitted by law:

m surgical services;
m  Emergency Health Services; or

m rchabilitative, laboratory, diagnostic or therapeutic services.

An Alternate Facility may also provide Mental Health or Substance-Related and Addictive
Disorders Services on an outpatient basis or inpatient basis (for example a Residential
Treatment facility).

Annual Deductible (or Deductible) — the amount you must pay for Covered Health
Services in a calendar year before the Plan will begin paying Benefi