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To: MUS Plan Participants

The Montana University System (MUS) offers a comprehensive Group Benefits Plan referred to as
“Choices” or “the Plan.” The Plan offers the following mandatory benefits: Medical, Prescription Drug
(included with Medical Plan), Basic Dental (preventive) or Select Dental (enhanced), Basic Life and
Accidental Death & Dismemberment Insurance (AD&D), and Long-Term Disability Insurance (LTD). The
Plan also offers the following optional benefits: Vision Hardware, Supplemental Life Insurance (Employee
and Dependent), Supplemental AD&D Insurance (Employee and Dependent), and Health Care and
Dependent Care (day care) Flexible Spending Accounts (FSA).

This is the Summary Plan Description (SPD) for the Medical, Prescription Drug, Dental, and Vision
Hardware Plans. There are separate Life Insurance, AD&D Insurance, LTD Insurance, and FSA Plan
Documents.

The SPD explains the benefits Plan Participants may receive as a member of the Plan. The Plan provides
coverage for MUS benefits Eligible Employees, Retirees, Consolidated Omnibus Budget Reconciliation
Act (COBRA) Qualified Beneficiaries, and Eligible Dependents.

The SPD will help the Plan Participant understand and use their benefits, including coverage provided, the
steps to follow to access Plan benefits, specific Plan exclusions, benefit limitations or maximums under the
Plan, how the Plan is funded, and a Plan Participant’s rights and responsibilities. Plan Participants should
review the SPD before incurring any health care expenses.

Federal Health Care Reform

The federal Patient Protection and Affordable Care Act (ACA) and its requirements affect how employers
provide health care coverage. The Plan implements many key ACA provisions, such as the elimination of
lifetime limits on essential health benefits, Dependent coverage for children under age twenty-six (26),
coverage for preventive health services, and other patient protections. The “employer mandate,” also
referred to as the “employer shared responsibility” or “pay or play,” affects employers when: (1) they do
not offer health care coverage to all full-time Employees; or (2) the coverage they offer is not affordable or
does not provide a certain minimum level of benefits.

To comply with the employer mandate, the MUS offers coverage to an Employee who works an average
of thirty (30) or more hours per week (or an average of one-hundred thirty (130) hours per month). For
employment categories, such as adjunct faculty, coaches, and certain other seasonal or temporary
Employees, the MUS must track actual hours worked or create a reasonable method for crediting hours
worked. The MUS will credit an adjunct faculty member with three (3) hours of service per week for every
credit hour taught per week.

The definitions provided in the SPD defining Plan provisions and eligibility requirements are the rules that
govern the Plan.

Final Internal Revenue Service (IRS) regulations under the ACA allow employers to identify full-time
Employees by calculating Employees’ hours during a specified period of months (a measurement period)
while the employment status remains fixed (full-time or not) for a separate specified period (a stability
period). Following this regulation will allow the MUS to comply with the employer mandate. The IRS

‘safe harbors’ regulations define the following terms:
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A “measurement period” is the look-back period over which hours are calculated to determine
whether an Employee has averaged at least thirty (30) hours per week. There are two (2) types of
measurement periods:

1. The “initial measurement period” is used for new Employees.
2. The “standard measurement period” is used for ongoing Employees.

The “stability period” is the look-forward period for which an Employees employment status
(determined during the measurement period as full-time or not) is fixed, regardless of the
Employee’s actual hours during this period (provided the Employee continues to be an Employee
during the stability period). The stability period begins at the end of the measurement period and
any administrative period.

The “administrative period” is a period after the end of a measurement period, and before the
beginning of the next stability period, during which an employer can perform administrative tasks,
such as calculating the hours for the measurement period and determining eligibility for an offer of
coverage.

An “ongoing Employee” is an Employee who has been employed for at least one complete standard
measurement period.

An Employee is a “variable-hour Employee” if it cannot be determined on the Employees start date
that the Employee is reasonably expected to work an average of at least thirty (30) hours per week
during the initial measurement period (based on the known information on the Employee’s start
date).

An “hour of service” means: (1) each hour for which an Employee is paid, or entitled to payment,
for the performance of duties for the employer; and (2) each hour for which an Employee is paid,
or entitled to payment, by the employer for a period where no duties are performed due to vacation,
holiday, IlIness, incapacity (including disability), layoff, jury duty, military duty, or leave of
absence. Hours of service for all Employees are credited using actual hours of service from records
of hours worked and hours for which payment is made or due. Three (3) hours of service will be
applied for each credit taught by adjunct faculty. For example, six (6) credits taught equals eighteen
(18) hours of service.

With respect to all Employees, the Plan uses the look-back measurement method to identify full-time
benefits Eligible Employees.

The Plan defines the MUS standard measurement period as a twelve-month (12-month) period beginning
June 1% each year and ending the following May 31%.

The Plan defines the stability period as a twelve-month (12-month) period that an Employee has health care
coverage based on the requirements of ACA.

The Plan defines the administrative period as the thirty-day (30-day) period beginning on June 1 each year
and ending June 30" each year.

The MUS is required to file an annual informational return with the IRS about the offer of health insurance
coverage made to Plan Participants and their covered Eligible Dependents. The MUS also provides an
annual offer of coverage statement to Employees and Retirees covered on the Plan. Compliance with
employer reporting requirements is mandatory.
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Plan Funding

The MUS Medical Plan, Prescription Drug Plan, Dental Plan(s), and the Vision Hardware Plan are self-
insured (self-funded) plans. Premium contributions go directly into a Plan fund, which is used to pay the
cost of benefits for Plan Participants who experience llIness or Injury. To keep the Plan financially sound
and affordable, all Plan Participants must use their benefits responsibly. Plan Participants are expected to
pay a portion of their medical costs in the form of annual Deductibles, percentage Coinsurance, and/or flat
dollar Copayments. These cost containment features are part of the MUS Plan design to ensure Plan funds
will be available should a Plan Participant incur expenses for a high-cost Medical Emergency or a
catastrophic IlIness.

Plan Participants should consider the following ways to help reduce costs for both the Participant
and the Plan:

1. Make sure planned (non-emergency) services are covered. Plan Participants should review the SPD
for what services are covered and what services have benefit limitations or maximums and/or require
Prior Authorization from the Medical Plan Claims Administrator. (Refer to the current MUS Choices
Enrollment Workbook Schedule of Benefits.) It is important to Prior Authorize services that are new
and could be considered Experimental, Investigational, or services that may be considered Cosmetic.
The Plan Participant should contact the Medical Plan Claims Administrator for Pre-Certification of a
planned inpatient admission to a Hospital or facility or within twenty-four hours (24-hours) of a
Medical Emergency admission. The Plan Participant is responsible for non-covered billed charges and
should make sure the inpatient stay meets the Plan’s criteria for coverage.

The Plan Participant may review MUS Plan benefits online on the MUS Choices website at
choices.mus.edu or contact the Medical Plan Claims Administrator.

2. Use the Medical Plan’s In-Network Providers (Participating or Preferred Providers). In-Network
Providers accept the Allowed Amount for Covered Medical Expenses as their full reimbursement,
saving the Plan Participant costs above the Allowed Amount (no balance billing). Using In-Network
Providers provides the best benefit for Covered Medical Expenses (Copayments for office visits and
the lowest Deductible, Coinsurance percentage, and Out-of-Pocket Maximum).

If the Plan Participant chooses to use an Out-of-Network Provider (non-Participating or non-Preferred
Provider), the participant may want to ask the Provider in advance to accept the Allowed Amount as
payment in full.

3. Ask the Hospital and/or Physician to use In-Network Providers (Participating or Preferred
Providers) for ancillary services. This includes, but is not limited to, Covered Services of a referring
Provider, anesthesiologist, radiologist, or independent laboratory.

4. Consider using public health services for immunizations.

5. Consult with a Provider by phone when the Plan Participant is uncertain if a medical symptom
is serious enough to justify a visit.

6. Use emergency rooms only for Medical Emergencies. On weekends or evenings when Providers
offices are closed, Plan Participants should use a freestanding clinic or urgent care center, where
available, for urgent or emergency care.

7. Discuss with the Provider the risks, alternatives, and fees before treatment or drugs are
prescribed. The Plan Participant should ask enough questions to assure: (1) the treatment is necessary
and appropriate for the condition; (2) the treatment does not involve unacceptable risks; and (3) no

equally effective or less costly option exists.
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10.

11.

Consider seeking a second opinion for non-emergency surgical procedures. For non-emergency
surgery, the Plan Participant should know if another qualified medical specialist would advise against
surgery or would recommend another type of surgery.

Request generic drug prescriptions when possible. Generic drugs are usually less expensive than
comparable brand name drugs.

Review medical bills. Plan Participants should ensure that their medical bills are correct, and they are
only billed for services received. If there is an error, the Plan Participant should contact the Provider’s
billing office and bring the error to their attention.

Finally, the most important thing the Plan Participant can do is guard their health. Plan
Participants are encouraged to eat right, exercise, stop smoking, limit alcohol consumption, and
participate in the MUS Wellness Programs. A healthy lifestyle can prevent or mitigate many common
Ilinesses. Only the Plan Participant can make the choices that will improve their lifestyle and their
health.
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A.

Section 1
ELIGIBILITY

ELIGIBLE EMPLOYEE

An individual employed by the MUS is eligible to enroll in the Plan under the provisions of Section 2
— Enrollment, Changes in Enrollment, Effective Dates of Coverage, if qualified under one of the
following categories:

1. Permanent faculty or staff members who are scheduled to work at least twenty (20) hours per
week or forty (40) hours over two (2) weeks for a continuous period of six (6) months or more in a
twelve (12) month period.

2. Temporary faculty or staff members who are scheduled to work at least twenty (20) hours per
week or forty (40) hours over two (2) weeks for a continuous period of six (6) months or more, or
who do so regardless of schedule.

3. Seasonal faculty or staff members who are scheduled to work at least twenty (20) hours per week
or forty (40) hours over two (2) weeks for six (6) months or more per year, or who do so regardless
of schedule.

4. Employees with an individual contract under the authority of the Montana Board of Regents
which provides for eligibility under one of the above requirements.

NOTE: MUS student Employees who occupy positions designated as student positions are not
eligible to join the Plan.

Important: The above categories set forth the definitions to follow for Plan and eligibility
requirements.

ELIGIBLE DEPENDENTS

NOTE: The Plan has a “closed enrollment” for a legal spouse for Medical and Dental Plan
coverage, which means that a legal spouse may not be enrolled in the Plan unless it is during the
Eligible Employee’s initial benefits enrollment period or there is a Qualifying Change in Status,
also known as a Qualifying Event or Qualifying Life Event.

An Eligible Employee who enrolls in the Plan as a Subscriber may also enroll the following Eligible
Dependents according to the terms of Section 2 — Enrollment, Changes in Enrollment, Effective Dates
of Coverage. An Eligible Employee may continue coverage of some or all Dependents, along with
continuation of the Employee’s coverage under Retiree or COBRA provisions of Sections 3 — Leave,
Layoff, Coverage Termination, Re-Enrollment, Surviving Dependent, and Retirement Options or 4 —
Continuation of Coverage Rights Under COBRA.

1. Legal Spouse — The person to whom the Subscriber is legally married or certified common-law
married to (must be filed with the County Clerk and Recorder’s office), as defined by Montana
state law.

An Eligible Dependent does not include a legal spouse who is currently legally separated or
divorced from the Subscriber and has a legal court order or decree stating such from a court of
competent jurisdiction.

2. Child(ren) — A Subscriber’s child will be an Eligible Dependent if the child meets the following
criteria:
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Is a natural child of, a legally adopted child of, or a child placed for adoption with the Subscriber or
the Subscriber’s legal spouse, or a child who has one of the following relationships with the
Subscriber or the Subscriber’s legal spouse:

1) Court-ordered permanent legal custody of the child by the Subscriber or the Subscriber’s
legal spouse.

2) Court-ordered permanent legal guardianship of the child by the Subscriber or the
Subscriber’s legal spouse; or

3) Child for whom the Subscriber or the Subscriber’s legal spouse is responsible for medical
insurance under a Qualified Medical Child Support Order.

A Subscriber’s child will be an Eligible Dependent until reaching the age of twenty-Six (26) without
regard to student status, marital status, financial dependency, or residency status with the Subscriber
or another individual. When a Dependent Child reaches the age of twenty-six (26), coverage will
terminate on the last day of the child’s birthday month.

Proof of the above relationships must be provided in writing to your campus Human Resources
(HR)/Benefits Representative or the Plan Administrator.

C. DISABLED DEPENDENT CHILD

An unmarried Dependent Child who is mentally or physically impaired and enrolled in the Plan when
they reach age twenty-six (26) may continue coverage (Medical, Dental, and/or Vision Hardware) on
the Plan after age twenty-six (26), provided the child is incapable of self-supporting employment and
is chiefly dependent upon the Subscriber for support and maintenance. Proof of incapacity must be
submitted in writing to the Plan Administrator within thirty-one (31) days of the child’s twenty-sixth
(26™) birthday.

For a disabled dependent child, proof of incapacity must be submitted to the Plan Administrator as
follows:

1. Proof the child is dependent on the benefits eligible Subscriber for support and maintenance
within the current meaning of the COBRA disability continuation criteria. Specifically, the
Social Security Administration (SSA) must have determined that the child is disabled and

qualifies for disability benefits through Social Security Disability Insurance (SSDI) or
Supplemental Security Insurance (SSI).

2. The benefits eligible Subscriber must submit the most recent tax return indicating the disabled
child is a qualified tax dependent of the Subscriber.

3. SSA documentation and tax documentation must be received by the Plan Administrator within
thirty-one (31) days of the child’s twenty-sixth (26'") birthday.

Re-certification of the disability is required by the MUS Plan for review each Benefit Plan Year.

The right to continue coverage under the Plan, for Medical, Dental, and/or Vision Hardware, is a
one-time opportunity.

NOTE: A disabled dependent child, age twenty-six (26) or older, may not be newly enrolled or re-
enrolled in MUS Plan coverages.

D. RESCISSION OF COVERAGE
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The Plan cannot rescind coverage for Plan Participants covered under the Plan, except where: (1) the
Plan Participant has engaged in fraud or made an intentional misrepresentation of material fact; and (2)
the Plan Administrator provides advanced notice.

The term “Rescission” means a cancellation or discontinuance of coverage with a retroactive effect.
Retroactive cancellation of coverage may occur with enrollment of a Dependent who is not eligible for
coverage under the Plan’s terms. Enrolling an ineligible Dependent or otherwise failing to comply with
the Plan’s requirements will constitute fraud or an intentional misrepresentation of a material fact that
will trigger Rescission. The Subscriber is responsible for providing accurate information and making
accurate and truthful statements, including information and statements regarding family status, age, and
relationships. The Subscriber is responsible for updating previously provided information and
statements. If the Subscriber covers an ineligible Dependent, the Subscriber may be liable for benefits
already paid. All claims for health care benefits incurred on or after the Rescission date will be rejected.
The Rescission of coverage constitutes an Adverse Benefit Determination, and the Subscriber may file
a claim under the Plan’s internal claim and appeal procedures to challenge the Rescission.

E. ENROLLMENT AND RESPONSIBLITY FOR REMOVING INELIGIBLE DEPENDENTS

1. When a Subscriber enrolls a Dependent in the Plan, they represent that the Dependent is eligible
under the terms of the Plan.
2. The Subscriber must provide evidence of Dependent eligibility in writing.
3. The Subscriber understands:
a. The Plan relies on the Subscriber’s representation of eligibility in accepting the enrollment of
the Dependent.
b. Failure to provide required evidence of Dependent eligibility is evidence of fraud and material
misrepresentation; and
c. Failure to provide evidence of Dependent eligibility will result in disenroliment of the
Dependent, which may be retroactive to the date as of which the Dependent became ineligible
for Plan coverage, as determined by the Plan Administrator and subject to the Plan’s provisions
on Rescission of coverage.
4. The Subscriber is responsible for removing from coverage a Dependent who ceases to be eligible
within thirty (30) days of the loss of eligibility. (Refer to provisions B. — Eligible Dependents and C. —
Disabled Dependent Child of this Section.) Failure to notify of a Dependent’s loss of Dependent status
within sixty (60) days will result in the Dependent’s loss of COBRA rights. COBRA Subscribers
should contact the COBRA Administrator directly to report a Dependent’s loss of Dependent status.
(Refer to Section 4 — Continuation of Coverage Rights Under COBRA.) After the Dependent’s
eligibility ends, the Subscriber will be responsible for repayment of claim amounts paid for an
ineligible Dependent’s claims for billed expenses.

PREMIUM ADJUSTMENT: Premiums paid pre-tax for a Dependent who is no longer eligible may not
be retroactively adjusted more than thirty (30) days or beyond the start of the calendar year, whichever
comes first.

Section 2
ENROLLMENT, CHANGES IN ENROLLMENT,
EFFECTIVE DATES OF COVERAGE

A. NEW EMPLOYEE BENEFITS ENROLLMENT

ENROLLMENT OPTIONS: New benefits Eligible Employees have the option of enrolling
themselves and any Eligible Dependents as Plan Participants or waiving all coverage during a thirty
(30) day initial benefits enrollment period that begins the day following the date of hire or the first date
of eligibility under the Plan. If the Eligible Employee chooses to enroll, the Employee must enroll in
the mandatory Plan benefits (Medical, Dental (Basic or Select plan), Basic Life/AD&D Insurance, and
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LTD Insurance). During this initial benefits enroliment period, the Eligible Employee may also enroll
in optional benefits (Vision Hardware, Supplemental Life Insurance, Supplemental AD&D Insurance,
or FSAs) according to the provisions of those plans. Eligible Dependents may enroll in the Medical
Plan, selected Dental Plan, and/or the optional benefits. All benefit elections are irrevocable and
may not be changed until the next annual benefits enrollment period or the Plan Participant
experiences a Qualifying Event, subject to Plan restrictions.

PREMIUM PAYMENT: The MUS provides a monthly employer contribution toward benefits for enrolled
Eligible Employees and their covered Dependents. The monthly employer contribution amount applies
to Medical, Dental, Basic Life/AD&D Insurance, LTD Insurance, and optional Vision Hardware
coverage (payroll deductions for these elections are pre-tax under IRS Code Section 125, unless the
Employee opts out of pre-tax premium payment. Opting out precludes participation in an FSA (Refer
to Section 11 — Flexible Spending Accounts).) Enrollment in benefits with monthly premium costs
exceeding the employer contribution amount authorizes the MUS to deduct the extra monthly premium
costs from the Employee’s earnings through payroll deduction through the end of the month in which
the Employee and their Dependents are covered.

EFFECTIVE DATE: Benefits coverage will be effective on the enrollment date, which is the date of
hire or the first date of eligibility under the Plan. Benefits enrollment for new benefits Eligible
Employees and their Eligible Dependents must be completed within the thirty (30) day initial
benefits enrollment period.

Dependent verification documentation to support adding Eligible Dependents to the Plan is
required as evidence of Dependent eligibility and must be received within the thirty (30) day
initial benefits enrollment period.

NOTE: The Plan has a “closed enrollment”, which means that a legal spouse may not be enrolled
in the Medical or Dental Plans after the thirty (30) day initial benefits enroliment period, unless
there is a Qualifying Event or Qualifying Life Event.

WAIVER OF COVERAGE: If a benefits Eligible Employee chooses to waive coverage, the
Employee waives all mandatory and optional benefit coverages for themself and any Eligible
Dependents and forfeits the monthly employer contribution toward benefits until later enroliment. It
is recommended the Employee discuss the implications of waiving coverage with their campus
HR/Benefits Representative to better understand the benefits of the employer contribution before
making their decision to waive all coverages. If a benefits Eligible Employee waives coverage under
the Plan, the monthly employer contribution must continue to be paid to the Plan by the campus
employer to be used for the group benefit cost (§ 2-18-703, MCA).

A benefits Eligible Employee may choose to waive coverage or re-enroll in Employee only coverage
at any time during the Benefit Plan year, subject to Plan restrictions. If enrolling after previously
waiving all coverages, the Employee will only be allowed to enroll in the lowest benefit plan options
available and will not be allowed to enroll in an FSA until the next annual benefits enrollment period.

A benefits Eligible Employee who waives coverage during their initial benefits enrollment period or
during the Benefits Plan Year may not enroll a Dependent Child(ren) in the Plan until the next annual
benefits enroliment period or unless there is a Qualifying Event, subject to Plan restrictions.

A benefits Eligible Employee who waives coverage during their initial benefits enrollment period or
during the Benefit Plan Year may not enroll a legal spouse in the Medical or Dental Plans unless there
is a Qualifying Event, subject to Plan restrictions.

DEFAULT COVERAGE: If a new benefits Eligible Employee neither enrolls nor waives coverage
within the thirty (30) day initial benefits enroliment period, the Employee will default to Employee-
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only coverage, as defined in the current MUS Choices Enroliment Workbook. The cost of default
coverage will be within the monthly employer contribution amount. This coverage will consist of:

1. Employee Only — Medical Plan

2. Employee Only — Basic Dental Plan

3. Basic Life/AD&D — Option 1 ($15,000)

4. LTD - Option 1 (60% of pay/180-day waiting period)

B. ANNUAL BENEFITS ENROLLMENT

Each year, the MUS will designate an annual benefits enrollment period during which the Subscriber
may choose to waive all coverages, change their benefit elections and enroll/disenroll Dependents,
subject to Plan restrictions. All enrollments and benefit election changes are irrevocable and will be
effective for the new Benefit Plan Year beginning July 1%. Refer to the current MUS Choices
Enrollment Workbook for Plan options and monthly premium costs.

NOTE: The Plan has a “closed enrollment”, which means that a legal spouse may not be enrolled
in the Medical or Dental Plans during the annual benefits enrollment period, unless there is a
coinciding Qualifying Event or Qualifying Life Event.

PREMIUM PAYMENT: Enrolling in benefits commits the Subscriber to paying the required Out-of-
Pocket monthly premiums for benefit elections through the end of the month in which the Subscriber
and their Dependents are covered. For Eligible Employees, it authorizes the MUS to deduct monthly
premium costs that exceed the employer contribution amount through payroll deduction through the
end of the month in which the Employee and their Dependents are covered. (Refer to provision A. —
New Employee Benefits Enrollment of this Section.)

C. SPECIAL ENROLLMENT (MID-YEAR CHANGE)

Subscribers on the Plan may make benefit election changes mid-year, subject to Plan restrictions, if:

1. they have a qualifying change in status (as described below).

2. the requested change in benefit elections is consistent with the change in status; and

3. the request for a change in benefit elections is made within sixty-three (63) days of the event or as
specifically indicated below.

An Eligible Dependent may be enrolled in the Plan during a sixty-three (63) day Special Enroliment
period as provided by the Health Insurance Portability and Accountability Act (HIPAA) when one of
the Special Enrollment events (Qualifying Event or Qualifying Life Event) occurs. The sixty-three
(63) day Special Enrollment period begins on the date of the Special Enrollment event. A request for
Special Enrollment must be made through the online benefits enroliment system during the sixty-three
(63) day Special Enrollment period. The Subscriber must submit all required evidence of Dependent
eligibility documentation within the sixty-three (63) day Special Enroliment period.

Documentation provided as evidence of a Dependent’s eligibility to support the Special
Enrollment request (mid-year change) will be required as proof of eligibility and must be received
within the sixty-three (63) day Special Enroliment period.

QUALIFYING EVENTS AND PERMITTED BENEFIT ELECTION CHANGES: The following
are qualifying changes in status and permitted changes in benefit elections:

1. Marriage — An Eligible Employee who marries but is not enrolled in the Plan may enroll and may
enroll their new legal spouse and Eligible Dependents. A Subscriber who marries may enroll their
new legal spouse and Eligible Dependents and change benefit elections, subject to Plan restrictions.

Benefits enrollment must be completed within the sixty-three (63) day Special Enrollment period,
including submission of documented evidence of Dependent eligibility. Benefit elections may be

changed to reduce coverage if a Plan Participant becomes eligible for and moves to the new legal
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spouse’s health plan. Coverage will be effective on the first day of the month following receipt of
the request for Special Enrollment.

Birth — The birth of a newborn child of an Employee who is eligible but not enrolled in the Plan
allows the Employee to enroll and to enroll the child and other Eligible Dependents. The birth of a
child of a Subscriber allows the Subscriber to enroll the child and other Eligible Dependents and
change benefit elections, subject to Plan restrictions.

Automatic coverage of a child born to a Subscriber, covered legal spouse, or covered Adult
Dependent, begins on the date of birth, and continues for a thirty-one (31) day period. Automatic
coverage for a thirty-one (31) day period does not apply to a newborn grandchild of a Subscriber
or the Subscriber’s legal spouse. To permanently add the child beyond the first thirty-one (31)
days, the Subscriber must affirmatively enroll the child and pay the required Subscriber
contribution toward premiums paid for coverage to continue beyond thirty-one (31) days. The
request for Special Enrollment must be completed within the sixty-three (63) day Special
Enrollment period, including submission of documented evidence of Dependent eligibility.
Coverage will be effective on the child’s date of birth.

Adoption or Placement for Adoption — The adoption of a child by, or placement for adoption of
a child with, an Employee who is eligible but not enrolled in the Plan allows the Employee to enroll
and to enroll the adopted child and other Eligible Dependents. The adoption of a child by, or
placement for adoption of a child with, a Subscriber allows the Subscriber to enroll the adopted
child and other Eligible Dependents and change benefit elections, subject to Plan restrictions. This
provision applies only to children under the age of eighteen (18). The request for Special
Enrollment must be completed within the sixty-three (63) day Special Enrollment period, including
submission of evidence of Dependent eligibility documentation. Coverage will be effective on the
date of the qualifying adoption or placement for adoption.

Divorce, legal separation, marriage annulment, dissolution of an Adult Dependent, death of
a covered legal spouse or covered Adult Dependent — Benefit elections may be changed for
Special Enrollment for a Dependent Child who loses eligibility under a former legal spouse’s plan,
subject to Plan restrictions. Benefit elections may be changed to drop coverage on a deceased
covered Dependent and on Dependents who are no longer eligible under the Plan, subject to Plan
restrictions.

An ex-spouse, legally separated spouse or Adult Dependent (and associated Dependents) must be
removed from coverage within thirty (30) days of the date of the event, i.e., date of divorce decree,
date of legal separation decree, or date of dissolution of Adult Dependent. The Subscriber must
provide notification and event verification documentation within thirty (30) days of the date of the
event to enable the Plan to remove the ex-spouse, legally separated spouse or Adult Dependent
(and associated Dependents) from coverage. An ineligible Dependent should be removed from
coverage within thirty (30) days of the event to avoid paying premiums that cannot be
refunded. Coverage will terminate on the last day of the month in which the event occurred.
(Refer to Effective Dates and Retroactive Premium Adjustments below, Section 4 — Continuation
of Coverage Rights Under COBRA, and separate Life and AD&D Insurance Plan Descriptions for
claims procedures.)

A Dependent Child dies or ceases to meet the Plan’s criteria as an Eligible Dependent —
Benefit elections must be changed within thirty (30) days of the event to remove an ineligible
Dependent Child. A Dependent Child should be removed from coverage within thirty (30)
days of the event to avoid paying premiums that cannot be refunded. Coverage will terminate
on the last day of the month in which the event occurred.  (Refer to Effective Dates and
Retroactive Premium Adjustments below, Section 4 — Continuation of Coverage Rights Under
COBRA, and separate Life and AD&D Insurance Plan Descriptions for claims procedures.)
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Loss of Eligibility for other health insurance coverage — If an Eligible Employee who is not
enrolled in the Plan loses other health insurance coverage for one of the following reasons, the
Eligible Employee may enroll in the Plan, along with any Eligible Dependents who have also lost
eligibility for other health insurance coverage. Loss of other health insurance coverage by an
Eligible Dependent of a Subscriber for one of the following reasons allows the Subscriber to enroll
the Eligible Dependent and to change benefit elections, subject to Plan restrictions. Reasons for
loss of health insurance coverage that trigger this provision are:

a. The Eligible Employee or Eligible Dependent loses eligibility for other health
insurance coverage (i.e., HMK, Medicaid).

b. Employment events, such as termination of employment or reduction in work hours
resulting in a loss of eligibility for other health insurance coverage.

c. Alife event change in status resulting in loss of eligibility for other health insurance
coverage (i.e., divorce or death).

d. Loss of eligibility under other health insurance coverage due to no longer residing,
living, or working in the plan’s service area.

e. The Eligible Employee or Eligible Dependent loses COBRA insurance coverage
under another plan due to the COBRA continuation period is exhausted.

f. The Eligible Employee or Eligible Dependent loses other employer insurance coverage
due to the plan is terminated by the employer.

Benefits enrollment must be completed within the sixty-three (63) day Special Enrollment period,
including submission of documented loss of eligibility for other coverage and evidence of
Dependent eligibility. Coverage will be effective on the first day of the month following the receipt
of the request for Special Enrollment.

Loss of eligibility for other coverage when coverage was terminated due to failure of the
Enrollee or Eligible Dependent to pay premiums or when coverage was terminated for cause
does not constitute a Qualifying Event.

Voluntary cancellation of other insurance coverage does not constitute a Qualifying Event.

Certificates of Creditable Coverage do not provide proof of loss of eligibility for other health
insurance coverage and are not accepted as documentation for a Qualifying Event
enrollment.

Eligible Dependents may enroll when coverage under Medicaid or any state children’s insurance
program recognized under the Children’s Health Insurance Program Reauthorization Act of 2009
(CHIPRA/Healthy Montana Kids (HMK)) is terminated due to loss of eligibility (i.e., age or income
qualifications). Benefits enrollment must be completed within the sixty-three (63) day Special
Enrollment period, including submission of documented evidence of loss of eligibility for other
coverage and evidence of Dependent eligibility. Coverage will be effective on the first day of the
month following the receipt of the request for Special Enrollment.

Voluntary cancellation of or failure to re-apply for Medicaid or CHIPRA insurance coverage
does not constitute a Qualifying Event.

Eligible Dependents may enroll when they become entitled to a Premium Assistance Subsidy
authorized under the Children’s Health Insurance Program Reauthorization Act of 2009. The date
of entitlement will be the date stated in the Premium Assistance Authorization entitlement notice
issued by the applicable state agency (HMK or Medicaid). Benefits enrollment must be completed
within the sixty-three (63) day Special Enrollment period, including submission of documented
evidence of Dependent eligibility. Coverage will be effective on the first day of the month
following the Plan’s receipt of the request for Special Enrollment.



D.

9. Court-ordered permanent legal custody or court-ordered permanent legal guardianship of a
child — A court order awarding permanent legal custody or permanent legal guardianship of a child
to a Subscriber or a Subscriber’s legal spouse allows the Subscriber to enroll the child, provided
the child is an Eligible Dependent as defined in Section 1 — Eligibility. Coverage will be effective
on the date of the court order provided the Subscriber enrolls the child within sixty-three (63) days
of the date of the court order and provides a copy of the court order.

10. Qualified Medical Child Support Order — A Qualified Medical Child Support Order (QMCSO)
requiring a Subscriber or a Subscriber’s legal spouse to provide medical insurance for the child
allows the Subscriber to enroll the child within sixty-three (63) days of the Order, provided the
child is an Eligible Dependent as defined in Section 1 — Eligibility. Coverage will be effective on
the first day of the month following the date of the Order provided the child is enrolled within sixty-
three (63) days of the Order and a copy of the Order is provided.

11. Gains Eligibility for other health insurance coverage — Gaining new eligibility for other health
insurance coverage by a Subscriber and/or an Eligible Dependent due to one of the following causes
allows the Subscriber and/or Eligible Dependent to disenroll from the Plan and/or to change benefit
elections, subject to Plan restrictions:

a. Employment events, such as new employment or newly eligible for benefits due to an
increase in work hours.

b. A change in status resulting in gaining new eligibility for other health insurance
coverage (i.e., HMK, Medicaid, Medicare).

Benefits disenrollment must be completed within the sixty-three (63) day Special Enrollment
period, including submission of proof of new eligibility for other health insurance coverage from
the new employer or from HMK, Medicaid, or Medicare. Coverage will terminate on the last day
of the month following the receipt of the request for Special Enrollment.

A copy of health insurance ID cards or benefits enrollment summary does not provide proof
of gaining new eligibility for other health insurance coverage and is not accepted as
documentation of a Qualifying Event.

Voluntary enrollment in health insurance coverage during an employer’s annual or open
enrollment period does not constitute a Qualifying Event.

RETROACTIVE PREMIUM ADJUSTMENTS: Benefit election changes for Special Enrollment are
effective on the dates indicated, subject to Plan restrictions. (Refer to provision C. — Special Enrollment
of this Section.) Premiums paid pre-tax may not be retroactively adjusted to provide a refund more
than thirty (30) days or beyond the start of the calendar year, whichever comes first.

PREMIUM PAYMENT: Enrolling in benefits commits the Subscriber to paying the required Out-of-
Pocket monthly premiums for benefit elections through the end of the month in which the Subscriber
and their Dependents are covered. For Eligible Employees, it authorizes the MUS to deduct monthly
premium costs that exceed the employer contribution amount through payroll deduction through the
end of the month in which the Employee and their Dependents are covered. (Refer to provision A. —
New Employee Benefits Enrollment of this Section.)

IRREVOCABLE BENEFIT ELECTIONS

Enrolling in benefits commits the Plan Participant to irrevocable benefit elections and monthly
premium payments for the Benefit Plan Year. A Plan Participant may not, under IRS regulations, start,
stop, or amend benefit elections during the Benefit Plan Year without experiencing a Qualifying Event,
subject to Plan restrictions.
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E. CREDITABLE COVERAGE PROCEDURES

This provision advises Plan Participants of their Creditable Coverage rights under the federal Health
Insurance Portability and Accountability Act (HIPAA). Certificates of Creditable Coverage are not
required for proof of continuous health care coverage for determining pre-existing condition exclusion
rules.

CREDITABLE COVERAGE/MEDICARE PART D/COB: To provide an end date for previous
health insurance coverage, a Plan Participant may submit Certification of Creditable Coverage from
prior health insurance under which the Plan Participant had coverage. Establishing end dates is
important for Medicare Part D or Coordination of Benefits (COB). Certificates of Creditable Coverage
do not provide proof of loss of eligibility for other health insurance coverage and are not accepted as
documentation of a Qualifying Event.

F. ADDRESS CHANGES

To protect the Subscriber’s family’s rights, the Subscriber should keep their campus HR/Benefits
Representative informed of changes in the Subscriber’s and covered Dependents’ addresses.

Section 3
LEAVES, LAYOFF, COVERAGE TERMINATION, RE-ENROLLMENT,
SURVIVING DEPENDENT, AND RETIREMENT OPTIONS

A. SICK AND WORKERS’ COMPENSATION LEAVE

An Employee enrolled in the Plan who (a) is on approved sick leave under a Montana Board of Regents
personnel policy or labor contract or (b) is on approved leave and is receiving Workers’ Compensation
benefits for an Injury sustained during MUS employment may remain covered under the Plan for up to
one (1) year provided the required monthly premium contributions are paid. After sick leave pay and
applicable vacation or MUS compensatory pay is exhausted, the Employee will be responsible for
paying the entire monthly premium, except for months of leave for which the monthly employer
contribution is required by Union contract.

The Employee may change enrollment benefit elections (Refer to Section 2 — Enrollment, Change in
Enrollment, Effective Dates of Coverage.) to drop some or all optional benefits and/or Dependent
coverage within sixty-three (63) days of the date leave begins or of the date applicable benefits (sick
leave, vacation, MUS compensatory pay, or Workers” Compensation pay) cease.

Refer to provision F. — Coverage Termination of this Section and Section 4 — Continuation of Coverage
Rights Under COBRA.

B. FAMILY AND MEDICAL LEAVE

The Family and Medical Leave Act (FMLA) requires Employers who are subject to FMLA to allow
Eligible Employees to take unpaid, job-protected leave. The Employer may also require or allow the
Employee to substitute appropriate paid leave, including, but not limited to, vacation and sick leave if
the Employee has earned or accrued it. The maximum leave required by FMLA is twelve (12)
workweeks during a twelve (12) month period for certain family and medical reasons and a maximum
combined total of twenty-six (26) workweeks during a twelve (12) month period for certain family and
medical reasons and for a serious Injury or Iliness of a member of the Armed Forces to allow the
Employee, who is the legal spouse, child, parent, or next of kin to the member of the Armed Forces, to
care for that member of the Armed Forces. In certain cases, this leave may be taken on an intermittent
basis rather than all at once, or the Employee may work a part-time schedule.

For these FMLA provisions only, the following definitions apply:
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1. “Member of the Armed Forces” includes members of the National Guard or Reserves who are
undergoing medical treatment, recuperation, or therapy.

2. “Next of Kin” means the nearest blood relative to the member.

3. “Parent” means Employee’s biological parent or an individual who has functioned as the
Employee’s parent in place of Employee’s biological parent.

4. “Serious health condition” means an llIness, Injury impairment, or physical or mental health
condition that involves:

a. Inpatient care in a Hospital, hospice, or residential medical facility; or

b. Continuing treatment by a health care Provider (a Doctor of Medicine or Osteopathy
who is authorized to practice medicine or surgery as appropriate, by the state in which
the Provider practices or any other individual determined by the Secretary of Labor, and
to provide health care services).

5. “Serious Injury or illness” means an Injury or lliness incurred in the line of duty that may render
the member of the Armed Forces medically unfit to perform their military duties.

6. “Child” means Employee’s biological child, adopted child, stepchild, foster child, a child placed in
Employee’s legal custody, or a child for which Employee is acting as the parent in place of the
child’s biological parent. The child must be:

a. Under the age of eighteen (18); or
b. Over the age of eighteen (18), but incapable of self-care due to a mental or physical
disability.

7. “Legal spouse” means Employee’s spouse as defined or recognized under State law in the State
where the Employee resides.

In general, FMLA applies to an employer engaged in interstate commerce or in an industry or activity
affecting interstate commerce who employs fifty (50) or more Employees for each working day during
each of twenty (20) or more calendar work weeks in the current or preceding calendar year. FMLA
also applies to Employees as described in Section 3(d) of the Fair Labor Standards Act, 29 U.S.C.
203(d). The FMLA applies to government entities, including branches of the United States (U.S.)
government, state governments and political subdivisions thereof.

Generally, an Employee is eligible for FMLA leave only if the Employee satisfies all of the following
requirements as of the date on which a requested FMLA leave is to begin: (1) the Employee has been
employed by the Employer for a total of at least twelve (12) months (whether consecutive or not); (2)
the Employee has worked (as defined under the Fair Labor Standards Act) at least 1,250 hours during
the twelve (12) month period immediately preceding the date the requested leave is to begin; (3) the
Employee is employed in any state of the U.S., the District of Columbia or any Territories or possession
of the U.S.; and (4) when leave is requested, the Employee is employed at a work site where fifty (50)
or more Employees are employed by the Employer within seventy-five (75) surface miles of the work
site.

FMLA leave must be granted: (1) to care for the Employee’s newborn child; (2) to care for a child
placed with the Employee for adoption or foster care; (3) to care for the Employee’s spouse, child, or
parent, who has a serious health condition; (4) when the Employee’s own serious health condition
prevents the Employee from performing their job; or (5) when a qualifying exigency, as determined by
the Secretary of Labor, arises out of the fact that a spouse, child, or parent of the Employee is on active
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duty or has been called to active duty in the Armed Forces in support of a contingency operation (i.e.,
a war or national emergency declared by the President or Congress).

Ordinarily, an Employee must provide thirty (30) days advanced notice when the requested leave is
“foreseeable.” If the leave is not foreseeable, the Employee must notify the Employer as soon as is
practicable, generally within one (1) to two (2) working days. The Employer may require medical
certification to substantiate a request for leave requested due to a serious health condition. If the leave
is due to the Employee’s serious health condition, the Employer may require second or third opinions,
at the Employer’s expense, and a certification of fitness to return to work before allowing the Employee
to return to work.

During FMLA leave, the Employer must maintain the Employee’s health coverage under a group
health plan on the same conditions as coverage would have been provided if the Employee had been in
Active Service during FMLA leave period. Taking FMLA leave cannot result in the loss of any
employment benefit that accrued before the start of an Employee’s leave unless the loss would have
occurred even if the Employee had been in Active Service.

Employers may not interfere with, restrain, or deny the exercise of any right provided under the FMLA
or manipulate circumstances to avoid responsibilities under the FMLA. Employers may not discharge
or discriminate against an Employee who opposes any practice made unlawful by the FMLA or who
may be involved in a proceeding under or relating to the FMLA.

The U.S. Department of Labor (DOL) is authorized to investigate and resolve complaints of FMLA
violations. An Eligible Employee may also bring a civil action against an employer for FMLA
violations. The FMLA does not supersede any federal or state law prohibiting discrimination and does
not supersede any state or local law or collective bargaining agreement that provides greater family or
medical leave rights. For additional information, contact the nearest office of the DOL Wage and Hour
Division.

C. EXTENDED LEAVE OF ABSENCE

An Employee enrolled in the Plan who is approved for an extended leave of absence under a Montana
Board of Regents personnel policy or labor contract may remain covered under the Plan for up to two
(2) years provided required monthly premium contributions are paid, except for the following:

1. Basic Life/AD&D, LTD, and Supplemental Life and AD&D coverages may not be continued
beyond one (1) year (12 months) from the date the leave begins. (Refer to the Life, AD&D, and
LTD Plan Descriptions.) After applicable vacation or MUS compensatory pay is exhausted, the
Employee will be responsible for paying the entire monthly premium, either the full monthly
employer contribution amount or the full cost of elected coverages, whichever is greater. Coverage
will terminate for non-payment if the required monthly premium is not received by the due date
established by the Plan.

2. The Employee may change enrollment benefit elections (Refer to Section 2 — Enrollment, Changes
in Enrollment, Effective Dates of Coverage) to drop optional and/or Dependent coverage within
sixty-three (63) days of the date leave begins. (Refer to provision F. — Coverage Termination of
this Section and Section 4 — Continuation of Coverage Rights Under COBRA.)

D. STATE AND FEDERAL COVERED MILITARY LEAVE

UNIFORMED SERVICES EMPLOYMENT AND REEMPLOYMENT RIGHTS ACT
(USERRA): When an Employee enrolled in the Plan is absent from employment with the MUS due to
service in the uniformed services and such absence or leave is subject to USERRA requirements, the
Employee may elect to continue Medical, Dental, and Vision Hardware coverage under the Plan for
self and covered Eligible Dependents. The maximum period of coverage is the period of service and
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subsequent time USERRA provides for reporting back to work, not to exceed a twenty-four (24) month
period beginning on the date the Employee’s absence begins.

PREMIUM PAYMENT: An Employee who elects to continue coverage will not be required to pay more
than 102% of the full premium associated with the same coverage for the Employer’s other Employees.
After accumulated vacation or MUS compensatory pay, which the Employee chooses to have applied
to premiums, the Employee will be responsible for paying the entire monthly premium contribution,
except that an Employee who is called to service for less than thirty-one (31) days will only be
responsible for the Employee monthly premium contribution made before such service. (Refer to
provision F. — Coverage Termination of this Section.)

MT MILITARY SERVICE EMPLOYMENT RIGHTS ACT (MMSERA): When an Employee
enrolled in the Plan is absent from employment with the MUS due to State Active Duty service and
such leave is subject to MMSERA requirements, the Employee may elect to continue Medical. Dental,
and Vision Hardware coverage under the Plan for self and their Eligible Dependents. The maximum
period of coverage is the period beginning on the thirty-first (31%) consecutive day of State Active Duty
and ending on the day immediately before the day the Employee returns to a position of employment
with the MUS, provided the Employee returns to employment in a timely manner, or ending on the day
immediately after the day the Employee fails to return to employment in a timely manner.

“A timely manner” means the following:

1. For a State Active Duty period of thirty (30) days through one-hundred eighty (180) days, the next
regularly scheduled day of Active Service follows fourteen (14) days after the termination of State
Active Duty.

2. For a State Active Duty period of more than one-hundred eighty (180) days, the next regularly
scheduled day of Active Service follows ninety (90) days after the termination of State Active Duty.

“State Active Duty” means services performed by a Montana National Guard member when a disaster
is declared by the proper State authority and includes the period of recovery certified by a licensed
Provider to recover from an llIness or Injury incurred while performing State Active Duty.

PREMIUM PAYMENT: An Employee who elects to continue Plan coverage may not be required to pay
more than 102% of the full Plan monthly premium contribution associated with such coverage for the
Employer’s other Employees, except that if an Employee performs State Active Duty for less than one-
hundred eighty-one (181) days, such Employee may not be required to pay more than the regular
Employee share.

EXCEPTION TO USERRA AND MMSERA: These provisions will not apply to coverage of any
IlIness or Injury determined by the Secretary of Veterans Affairs or the Montana Department of
Military Affairs to have been caused by or aggravated during performance of service in the
uniformed services.

(Refer to provision F. — Coverage Termination of this Section and Section 4 — Continuation of Coverage
Rights Under COBRA.)

E. TEMPORARY LAYOFF

A classified staff member enrolled in the Plan who is placed on temporary layoff under the provisions
of a Montana Board of Regents personnel policy or labor contract may remain covered under the Plan
for six (6) months, provided required monthly premium contributions are paid as provided under the
State Employee Protection Act, § 2-18-1205, MCA.

The Employee may change enrollment benefit elections (Refer to Section 2, provision E.) to drop
optional and/or Dependent coverage within sixty-three (63) days of the date layoff begins or of the date
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any applicable vacation or compensatory pay ceases. (Refer to provision F — Coverage Termination of
this Section and Section 4 — Continuation of Coverage Rights Under COBRA.)

F. COVERAGE TERMINATION

Subscriber coverage for Medical, Dental, Prescription Drug, Vision Hardware, and FSA Plans
will terminate upon the earliest of the following dates, except as provided in any COBRA continuation
of coverage provision (Refer to Section 4 — Continuation of Coverage Rights Under COBRA.) or as
specifically indicated:

1. The last day of the month in which an Employee terminates employment, or they have a reduction
in work hours and are no longer eligible for benefits.

2. The last day of the month in which the Subscriber’s coverage terminates under the Plan.

3. The last day of the month for which the Subscriber fails to make timely monthly premium payment
contributions required under the Plan.

4. The last day of the month after the Employee enters active duty (defined as more than thirty (30)
days of full-time service) with the Armed Forces of any country. (Refer to provision C. — Extended
Leave of Absence of this Section.).

5. The day the Plan is terminated by the Montana Board of Regents and benefits coverage is no longer
offered.

6. The last day of the month in which the Subscriber ceases to be eligible for coverage.

7. The last day of the month following the date on which the Subscriber dies.

8. The day in which an Employee terminates employment, or they have a reduction in work hours and
are no longer eligible for benefits, the day in which the Subscriber ceases to be eligible for coverage,
or the day the Subscriber dies for Basic Life/AD&D, LTD, Supplemental Life, and Supplemental
AD&D Plans.

Dependent coverage for Medical, Dental, Prescription Drug, Vision Hardware Plans will

terminate upon the earliest of the following dates, except as provided in any COBRA continuation of

coverage provision (Refer to Section 4 — Continuation of Coverage Rights Under COBRA.) or as
specifically indicated:

1. The last day of the month following the date in which the Dependent ceases to be an Eligible
Dependent as defined by the Plan.

2. The last day of the month in which the Subscriber’s coverage terminates, or the Employee has a
reduction in work hours and is no longer eligible for benefits.

3. The last day of the month for which the Subscriber fails to make timely monthly premium payment
contributions for Dependent coverage required under the Plan.

4. The day the Plan is terminated by the Montana Board of Regents and benefits coverage is no longer
offered.

5. The last day of the month following the date the Employer terminates the Dependent’s coverage.

6. The last day of the month following the date on which the Subscriber or Dependent dies.
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7. The last day of the month after the Dependent enters active duty (defined as more than thirty (30)
days of full-time service) with the Armed Forces of any country.

8. The day in which an Employee terminates employment, or they have a reduction in work hours and
are no longer eligible for benefits, the day in which the Subscriber ceases to be eligible for coverage,
or the day the Employee or Dependent dies for Supplemental Life and Supplemental AD&D Plans.

9. The last day of the month following the receipt of the request for Special Enrollment for a
Dependent who experiences a Qualifying Event that qualifies for a Special Enrollment period.
Benefits disenrollment must be completed within the sixty-three (63) day Special Enrollment
period, including submission of proof of new eligibility for other health insurance coverage.

(Refer to Section 1 — Eligibility, provision E. — Enrollment and Responsibility For Removing Ineligible
Dependents.)

PREMIUM PAYMENT: Enrolling in benefits commits the Subscriber to paying the required Out-of-
Pocket monthly premiums for benefit elections through the end of the month in which the Subscriber
and their Dependents are covered. For Eligible Employees, it authorizes the MUS to deduct monthly
premium costs that exceed the employer contribution amount through payroll deduction through the
end of the month in which the Employee and their Dependents are covered. (Refer to provision A. —
New Employee Benefits Enroliment of this Section.)

G. RE-ENROLLMENT IN LAPSED, CANCELLED, OR TERMINATED BENEFITS
FOLLOWING APPROVED LEAVE OR TEMPORARY LAYOFF:

Employees who cancel or let their Medical, Dental, and/or Vision Hardware Plan coverages lapse, or
who cancel coverage on their Eligible Dependents during one (1) of the above approved leaves or
during a temporary layoff of no more than six (6) months, may re-enroll themselves and their formerly
covered Eligible Dependents on return to benefits-eligible employment. On re-enrollment, Employees
and their formerly covered Eligible Dependents will be reinstated to the same benefit elections as before
the approved leave or layoff.

REINSTATEMENT OF COVERAGE:

Benefits Eligible Employees who have been rehired within thirteen (13) weeks from their last day
of MUS Plan coverage may re-enroll in the Plan and will be reinstated to the same benefit elections as
before their termination. Eligible Dependents can only be enrolled in the Plan if there has been a Special
Enrollment or Mid-Year Change Qualifying Event. (Refer to Section 2 — Enrollment, Changes in
Enrollment, Effective Dates of Coverage and separate Life, AD&D, and LTD insurance Plan
Descriptions for re-enrollment requirements and restrictions.)

Benefits Eligible Employees who have been rehired after thirteen (13) weeks from their last day
of MUS Plan coverage may enroll in the Plan the same as a new benefits Eligible Employee and may
make new benefit elections and may enroll Eligible Dependents. (Refer to separate Life, AD&D, and
LTD insurance Plan Descriptions for re-enrollment requirements and restrictions.)

H. SURVIVING DEPENDENT CONTINUATION OF COVERAGE

Pursuant to § 2-18-704, MCA, a surviving Dependent of a Subscriber (Employee or Retiree) may
continue certain Plan benefits (as described below).

A surviving legal spouse or Adult Dependent covered by the Plan at the time of the Subscriber’s death,
and any Dependent Children also covered at the time of death, may remain on the Plan and continue
the Plan coverage options (Medical, Dental, and/or Vision Hardware Plans) they were enrolled in at the

time of the Subscriber’s death through self-payment of Plan monthly premiums, provided enroliment
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and monthly premium payment as a surviving legal spouse or Adult Dependent occurs within sixty-
three (63) days from the date of death. A child born to the covered surviving legal spouse or Adult
Dependent that was conceived before the Subscriber’s death or a child for whom adoption proceedings
were initiated before the Subscriber’s death may be enrolled in the Plan, provided the child is enrolled
within sixty-three (63) days of birth or of the adoption event. A new legal spouse of a survivor is not
eligible to be enrolled in survivor coverage. Dependent Children of a survivor not covered at the time
of death are not eligible to be enrolled in survivor coverage.

A covered surviving legal spouse or Adult Dependent may continue coverage indefinitely if they make
the required self-payment of Plan monthly premiums as a survivor only or survivor and child(ren).

Surviving Dependent Child(ren) covered by the Plan at the time of the Subscriber’s death may
independently remain on the Plan and continue the Plan coverage options (Medical, Dental, and/or
Vision Hardware) they were enrolled in at the time of the Subscriber’s death through self-payment of
Plan monthly premiums as a survivor only until they cease to meet Dependent Child eligibility criteria
(age twenty-six (26)) (Refer to Section 1 — Eligibility, provision B. — Eligible Dependents), provided
enrollment and monthly premium payment as a surviving Dependent occurs within sixty-three (63)
days of the death.

Surviving Dependent coverage becomes effective on the first day of the month following the
Subscriber’s death, provided required self-payment of Plan monthly premiums is paid.

There is no Employer monthly premium contribution toward survivor benefits.

The right to continue coverage under the Plan, for Medical, Dental, and/or Vision Hardware, is a
one-time opportunity.

EXCEPTION: A surviving Dependent who is Medicare-eligible must be enrolled in BOTH Medicare
Part A and Medicare Part B if continuing coverage on the Medical and Prescription Drug Plans. The
surviving Dependent will be enrolled in the Medicare Retiree Plan coverage option(s) and will be
required to self-pay the Medicare Retiree Plan monthly premiums as a survivor or survivor and
child(ren). A surviving Dependent who is Medicare-eligible and is continuing coverage on the Dental
Plan will be enrolled in the Retiree Select Dental Plan coverage and will be required to self-pay the
Retiree Plan monthly premiums as a survivor or survivor and child(ren).

SURVIVORS WHO FAIL TO CONTINUE COVERAGE WITHIN SIXTY-THREE (63) DAYS OF THE DEATH
OR WHO ALLOW COVERAGE TO LAPSE DUE TO NON-PAYMENT OF MONTHLY PREMIUMS MAY NOT
LATER REJOIN THE PLAN.

COBRA ALTERNATIVE: Alternatively, a surviving legal spouse or Adult Dependent may elect to
continue current coverage(s) (Medical, Dental, and/or Vision Hardware) for self and covered Eligible
Dependents (or a Dependent Child could independently elect to continue coverage on self) under
COBRA. (Refer to Section 4 — Continuation of Coverage Rights Under COBRA.) The surviving legal
spouse’s COBRA rights are waived if the surviving legal spouse elects surviving Dependent coverage.
Similarly, a Dependent Child’s COBRA rights are waived if the Dependent Child independently elects
to continue surviving Dependent coverage.

I. RETIREE COVERAGE

ELIGIBILITY: An Eligible Employee retiring from the MUS may continue certain MUS Plan health
care benefits as a Retiree (as described below) if they have been employed with the MUS for five (5)
years or more and are fully benefits eligible and are enrolled in MUS Plan mandatory coverages when
the Employee leaves employment with the MUS. To be eligible as a Retiree, the Employee must be
eligible to receive benefits from their mandatory retirement plan (as specified below) when the
Employee leaves employment with the MUS. To continue certain Plan benefits at the time they leave
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employment with the MUS, Retirees who are in the Montana University System Retirement Plan
(MUS-RP) (with investment options through TIAA), the Public Employees’ Retirement System
(PERS), the Teachers’ Retirement System (TRS), or any other defined contribution plan sponsored by
the MUS or the State of Montana, must meet the following criteria for their specific retirement plan:

1. MUS-RP: The Retiree must be at least age fifty (50) and have completed five (5) years of
membership service.

2. PERS Defined Benefit Plan:

a.  For members hired before July 1, 2011: The Retiree must be at least age fifty (50) with
five (5) years of membership service or under age sixty (60) with twenty-five (25) years
of membership service.

b.  For members hired on or after July 1, 2011: The Retiree must be at least age fifty-five
(55) with five (5) years of membership service.

3. PERS Defined Contribution Plan: The Retiree must be at least age fifty (50) and have completed
five (5) years of membership service.

4. TRS:
a. For Tier 1 members (hired before July 1, 2013): The Retiree must be at least age fifty (50)
with five (5) years of membership service or under age sixty-five (65) with twenty-five
(25) years of membership service.
b. For Tier 2 members (hired after July 1, 2013): The Retiree must be at least age fifty-five
(55) with five (5) years of membership service.

CONTINUATION OF BENEFITS COVERAGE AND COVERAGE OPTIONS: An Eligible
Retiree must arrange with their campus HR/Benefits Representative to continue coverage as a Retiree
on a self-pay basis within sixty-three (63) days of retirement. All Retiree status changes must be
reported to the campus HR/Benefits Representative to facilitate premium and enrollment adjustments.
A covered Retiree may continue coverage, as well as coverage for their covered Dependents on the
Medical Plan, the Select Dental Plan, and/or the Vision Hardware Plan. If a Retiree does not make a
benefit election to continue enrollment in the Medical, Select Dental, and/or Vision Hardware coverage
when they first retire, the Retiree and their Dependents will permanently forfeit eligibility for these
coverages. (Refer to the Plan benefit options available to Retirees in the current MUS Choices Retiree
Enrollment Workbook.) The right to continue coverage under the Plan, for Medical, Select Dental,
and/or Vision Hardware, is a one-time opportunity.

RETIREES WHO FAIL TO CONTINUE COVERAGE WITHIN SIXTY-THREE (63) DAYS OF RETIREMENT
OR WHO ALLOW COVERAGE TO LAPSE DUE TO NON-PAYMENT OF MONTHLY PREMIUMS MAY NOT
LATER REJOIN THE PLAN.

EXCEPTION: A Retiree with the right to continue coverage under the MUS Plan, who chooses to
continue coverage under spousal coverage in the MUS Plan, may be reinstated to the MUS Plan with
Retiree coverage upon any event causing ineligibility for spousal coverage, such as retirement, death,
or divorce. This exception applies only to a Retiree who has maintained continuous coverage as a
dependent under the MUS Plan.

PREMIUM PAYMENT: An Eligible Retiree may apply payout from their final paycheck toward
Retiree premiums through the end of the calendar year or the Benefit Plan Year, whichever comes first,
on a pre-tax basis. The Retiree should discuss this option with their campus HR/Benefits
Representative. Premium payment options include:

1. Automatic Deductions — When possible, the Retiree should arrange monthly automatic deductions
from their retirement plan with their campus HR/Benefits Representative or directly from a
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checking or savings account via scheduled monthly automated clearing house (ACH) transactions
with the MUS Direct Bill Administrator (ACH form required).

2. Online Payments — Submit monthly one-time premium payments ($2 administrative fee applies)
or enroll in automatic recurring payments (auto-pay) (no administrative fee applies after the first
payment) from a checking or savings account online on the MUS Choices website at
choices.mus.edu.

3. Manual Payments — Submit monthly premium payments with a manual check to MUS by mailing
payments to the MUS Direct Bill Administrator, with the provided monthly billing statement.

Monthly premium rates vary depending on the number of covered Plan Participants, the benefit plans
selected, and whether the Eligible Retiree and/or their covered Eligible Dependent(s) are enrolled in
Medicare. Payment of claims while covered under Retiree coverage will be contingent on the receipt
by the MUS of the applicable monthly premium payment for such coverage. New Retirees are required
to pay two (2) months of premiums at retirement, prior to being enrolled in Retiree coverage. Monthly
premium payments are due on the first of the month for each month of coverage. A grace period of ten
(10) days from the first of the month will be allowed for payment. Failure to submit the monthly
premium payment within the allotted time will cause coverage to be canceled. Canceled or lapsed
coverage cannot be reinstated.

Enrolling in benefits commits the Subscriber to paying the required Out-of-Pocket monthly premiums
for benefit elections through the end of the month in which the Subscriber and their Dependents are
covered.

There is no Employer monthly premium contribution toward Retiree benefits.

MEDICARE ENROLLMENT STATUS: Retirees and/or their covered Dependents who are or
become Medicare-eligible at retirement or after must be enrolled in BOTH Medicare Part A and
Medicare Part B. All Medicare status changes must be reported to the campus HR/Benefits
Representative to facilitate monthly premium and enrollment adjustments. A Retiree Plan Participant
not enrolled in Medicare Part A and Medicare Part B has sixty-three (63) days from the date of
retirement or Medicare eligibility to obtain the missing coverage and will pay the non-Medicare Retiree
monthly premiums until Medicare enrollment is obtained. Changes to Retiree monthly premiums will
occur on the first of the month following receipt of proof of Medicare enrollment. If Medicare
enrollment is not completed within sixty-three (63) days from the date of retirement or the Plan
Participant’s Medicare eligibility date, the Plan Participant(s) will be disenrolled from the MUS
Choices Medical and Prescription Drug Plans. Enrollment in the Select Dental Plan and/or Vision
Hardware Plan may be continued if the Medicare-eligible Retiree Plan Participant(s) is enrolled in those
plans at retirement or on the date of Medicare eligibility even if they are disenrolled from the MUS
Choices Medical and Prescription Drug Plans due to not enrolling in Medicare Part A and Medicare
Part B.

Enrollment in more than one Medicare Part D drug plan is NOT permitted.

MUS Retirees who have Medicare as their primary coverage cannot cover or continue medical
coverage for their legal spouse or Adult Dependent if the legal spouse or Adult Dependent is also a
MUS Retiree who has Medicare as their primary coverage. Medicare rules prohibit enrollment in more
than one (1) Medicare Part D Prescription Drug Plan (dual coverage). Retirees who have Medicare as
their primary coverage will need to choose to remain on their own MUS Medicare Retiree Plan or to
enroll as a Dependent on their legal spouse’s or Adult Dependent’s MUS Medicare Retiree Plan.

PLAN BENEFITS COORDINATED WITH MEDICARE BENEFITS: (Refer to Section 13 —
Coordination of Benefits, provision B. — Coordination with Medicare.)

COBRA ALTERNATIVE: At retirement, an Eligible Retiree and/or their covered Dependent(s) may
choose to continue their current Plan coverage(s) (Medical, Dental, and/or Vision Hardware) under
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COBRA. An Eligible Retiree and/or their covered Dependent(s) who are Medicare-eligible and choose
to continue their current Medical and Prescriptions Drug Plan coverages under COBRA at retirement
must be enrolled in BOTH Medicare Part A and Medicare Part B to enroll in COBRA. The Retiree
and/or covered Dependent’s COBRA rights are waived if the Retiree and their covered Dependent(s)
elect to enroll in Retiree Plan coverage. If an Eligible Retiree chooses to enroll in COBRA coverage
at retirement, the Retiree will permanently forfeit eligibility for all Retiree Plan coverages. At
retirement, an Eligible Retiree may not elect Retiree Plan coverage for some benefits and COBRA
coverage for other benefits. (Refer to Section 4 — Continuation of Coverage Rights Under COBRA.)

Section 4
CONTINUATION OF COVERAGE
RIGHTS UNDER COBRA

A. CONTINUATION RIGHTS - COBRA

Under the Public Health Service Act, as amended, covered Eligible Employees and their covered
Eligible Dependents may have the right to continue coverage beyond the time coverage would
otherwise terminate due to a Qualifying Event. Only covered Eligible Employees and their covered
Eligible Dependents are Qualified Beneficiaries. The Consolidated Omnibus Budget Reconciliation
Act (COBRA) continuation of coverage under this provision will begin on the first day of the month
immediately following the date the Employee’s and/or their covered Eligible Dependents’ coverage
terminates.

COBRA continuation of coverage for the Medical Dental, and Vision Hardware Plans is administered
by the MUS COBRA administrator. The Plan Administrator is the Office of the Commissioner of
Higher Education. COBRA elections may be completed online from the MUS Choices website at
choices.mus.edu or by submitting a completed COBRA paper election form to the MUS COBRA
administrator.

Qualifying Events for Eligible Employees are the following events, if such an event results in a loss

of coverage under the Plan:

1. Termination (other than for gross misconduct) of the Employee’s employment (including
retirement).

2. Involuntary reduction in hours of the Employee’s employment and are no longer eligible for
benefits.

Qualifying Events for covered Eligible Dependents are the following events, if such an event results

in a loss of coverage under the Plan:

1. Death of the Employee.

2. Termination (other than for gross misconduct) of the Employee’s employment (including
retirement).

3. Involuntary reduction in hours of the Employee’s employment and are no longer eligible for
benefits.

4. Divorce or legal separation of the legal spouse from the Employee.

5. A covered Dependent Child ceases to be eligible as a Dependent.

An Eligible Employee and/or their covered Dependent(s) who are Medicare-eligible and choose to
continue their current Medical and Prescription Drug Plan coverages under COBRA at employment
termination or retirement, must be enrolled in BOTH Medicare Part A and Medicare Part B prior to
enrolling in COBRA or will not be eligible to enroll in COBRA Medical and Prescription Drug Plan
coverages.

If an Eligible Retiree chooses to enroll in COBRA coverage at retirement, the Retiree will permanently
forfeit eligibility for all Retiree Plan coverages.
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NOTIFICATION RESPONSIBILITIES: An Employee must notify their employer of a Qualifying
Event within sixty (60) days of the date of the Qualifying Event.

Campus HR/Benefits Representatives must terminate the enrollment of the Plan Participant(s) within
thirty (30) days of the applicable event or within thirty (30) days of the campus HR/Benefits
Representative receiving notice of the applicable event, whichever occurs later. Termination of the
Plan Participant(s) will automatically generate a COBRA Qualifying Event Notice to the Plan
Participant to offer continuation of coverage under the Plan.

ELECTION OF COVERAGE: When the COBRA Administrator is notified of a Qualifying Event,
the COBRA Administrator will notify the Qualified Beneficiary of the right to elect continuation of
coverage. A Qualified Beneficiary may continue their current Medical, Dental, and/or Vision Hardware
coverage. Notice of the right to COBRA continuation of coverage will be sent to the Plan Participant(s)
by the COBRA Administrator on behalf of the Plan no later than fourteen (14) days after the COBRA
Administrator is notified of the Qualifying Event.

During the annual benefits enroliment period, COBRA enrollees may drop some or all benefit elections
and/or Dependent coverage, enroll Dependent Children, change Dental Plan options, or enroll in Vision
Hardware coverage (if not previously enrolled), subject to Plan restrictions. COBRA enrollees may
not enroll in Medical or Dental coverage during the annual benefits enroliment period if coverage was
previously waived. COBRA enrollees may not enroll a legal spouse in Medical or Dental coverage
during the annual benefits enrollment period if coverage was previously waived, unless the legal spouse
experiences a Qualifying Event within 63 days prior to July 1%

A Qualified Beneficiary has sixty (60) days from the date coverage would otherwise be lost or sixty
(60) days from the date of notification from the COBRA Administrator, whichever is later, to notify
the COBRA Administrator that they elect to continue coverage under the Plan. Failure to elect
continuation within that period will cause benefits coverage to end.

MONTHLY PREMIUM PAYMENTS: A Qualified Beneficiary is responsible for the full cost of
continuation of coverage(s). There is no Employer monthly premium contribution toward COBRA
benefits. Monthly premiums for continuation of coverage must be paid in advance each month to the
COBRA Administrator (on behalf of the Plan Administrator).

COBRA premium payment options for a Qualified Beneficiary include:

1. Automatic Deductions — Directly from a checking or savings account via scheduled monthly
automated clearing house (ACH) transactions with the MUS COBRA Administrator (ACH form
required).

2. Online Payments — Submit monthly one-time premium payments ($2 administrative fee applies)
or enroll in automatic recurring payments (auto-pay) (no administrative fee applies after the first
payment) from a checking or savings account online on the MUS Choices website at
choices.mus.edu.

3. Manual Payments — Submit monthly premium payments with a manual check to MUS by mailing
payments to the MUS COBRA Administrator, with the provided monthly billing statement.

Monthly premium rates vary depending on the number of covered Plan Participants and the benefit
plans selected. Payment of claims while covered under COBRA continuation coverage will be
contingent on the receipt by the MUS of the applicable monthly premium payment for such coverage.
Monthly premium payments are due on the first of the month for each month of coverage. A grace
period of ten (10) days from the first of the month will be allowed for payment. Failure to submit the
monthly premium payment within the allotted time will cause coverage to be canceled. Canceled or
lapsed coverage cannot be reinstated.
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Enrolling in benefits commits the Subscriber to paying the required Out-of-Pocket monthly premiums
for benefit elections through the end of the month in which the Subscriber and their Dependents are
covered.

The monthly premium required under the provisions of COBRA is as follows:

1. For a Qualified Beneficiary continuing coverage for eighteen (18) months or less, the monthly
premium is the same as for a similarly situated non-COBRA Subscriber, plus an additional
administrative fee of two percent (2%).

2. For a Qualified Beneficiary continuing coverage beyond eighteen (18) months due to a
documented finding of disability by the Social Security Administration (SSA) within sixty (60)
days of becoming covered under COBRA, the monthly premium will be 150% of the applicable
monthly premium.

3. For a Qualified Beneficiary with a qualifying Social Security Disability (SSD) who
experiences a second Qualifying Event:

a. If another Qualifying Event, such as a death, divorce, legal separation, or Medicare
entitlement, occurs during the initial eighteen (18) months of COBRA coverage, the monthly
premium for a qualified disabled Dependent will be 102% of the applicable monthly premium.

b. If the second Qualifying Event occurs during the nineteenth (19") through the twenty-ninth
(29" month (the Disability Extension Period), the monthly premium for a Qualified
Beneficiary will be 150% of the applicable monthly premium.

DISABILITY EXTENSION OF 18-MONTH PERIOD OF CONTINUATION COVERAGE: Ifa
Qualified Beneficiary who is covered under the Plan is determined by the SSA to be disabled at any
time before the Qualifying Event or within sixty (60) days after the Qualifying Event and the COBRA
Administrator (on behalf of the Plan Administrator) is notified in a timely fashion, the Qualified
Beneficiary covered under the Plan can receive up to an additional eleven (11) months of COBRA
continuation coverage, for a total maximum of twenty-nine (29) months. The COBRA Administrator
(on behalf of the Plan Administrator) must be provided with a copy of the SSA’s disability
determination letter within sixty (60) days of the date of the determination and before the end of the
original eighteen-month (18-month) period of COBRA continuation coverage.

SECOND QUALIFYING EVENT EXTENSION OF 18-MONTH PERIOD OF
CONTINUATION COVERAGE: If another Qualifying event occurs while a former Employee is
receiving COBRA continuation coverage, Eligible Dependents of the former Employee can receive
additional months of COBRA continuation coverage, up to a maximum of thirty-six (36) months. This
extension is available to Eligible Dependents if the former Employee dies or becomes divorced or
legally separated from the legal spouse. The extension is also available to a Dependent Child when
that child is no longer eligible under the Plan as a Dependent Child (age twenty-six (26)). In all cases,
the COBRA Administrator (on behalf of the Plan Administrator) must be notified of the second
Qualifying Event within sixty (60) days of the second Qualifying Event.

Failure to provide notice within sixty (60) days of a Qualifying Event will result in loss of
eligibility for an extension of COBRA Continuation Coverage.

WHEN COBRA CONTINUATION COVERAGE ENDS: COBRA continuation coverage will end
for the Qualified Beneficiary upon the earliest of the following:

1. On the last day of the month following the receipt of written notice that a Qualified Beneficiary
becomes covered under another health insurance plan.

2. On the last day of the month prior to a Qualified Beneficiary becoming Medicare-eligible for
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Medicare Part A and Medicare Part B if enrolled in the MUS COBRA Medical and Prescription
Drug Plans. COBRA enrollment in the Select Dental Plan and/or Vision Hardware Plan may be
continued if a Medicare-eligible Qualified Beneficiary is enrolled in those plans during the
Qualified Beneficiary’s COBRA election period.

3. On the last day of the month for which the Subscriber fails to make timely monthly premium
payments required under the Plan with respect to COBRA continuation coverage for a Qualified
Beneficiary is not made to the COBRA Administrator.

4. The day the Plan is terminated by the Montana Board of Regents and benefits coverage is no longer
offered.

5. On the last day of the month following the receipt of written notice that a Qualified Beneficiary
wishes to terminate COBRA continuation coverage.

6. On the last day of the month in which the maximum coverage period for COBRA continuation
coverage ends, as follows:

a. Eighteen (18) months for a former Employee who is a Qualified Beneficiary due termination
of employment, or a reduction in hours of the Employee’s employment and is no longer eligible
for benefits.

b. Eighteen (18) months for a Dependent who is a Qualified Beneficiary unless a second
Qualifying Event occurs within that eighteen (18) month period entitling that Dependent to an
additional eighteen (18) months.

c. On the last day of the month beginning thirty (30) days after a Qualified Beneficiary is
determined to be no longer disabled by the SSA if the Qualified Beneficiary was found to be
disabled on or within the first sixty (60) days of the date of the Qualifying Event and has
received at least eighteen (18) months of COBRA continuation coverage. COBRA
continuation coverage will also terminate on such day for all Dependents who are Qualified
Beneficiaries’ due to the Qualifying Event unless that Dependent is entitled to a longer period
of COBRA continuation coverage without regard to disability.

d. Twenty-nine (29) months for a Qualified Beneficiary if a disability extension period of
COBRA continuation coverage has been granted for the Qualified Beneficiary; or

e. Thirty-six (36) months for all other Qualified Beneficiaries.

7. Onthe same basis the Plan can terminate for cause the coverage of a similarly situated non-COBRA
Subscriber.

QUESTIONS: Questions about COBRA Continuation Coverage should be directed to the MUS
COBRA Administrator or contact the nearest Regional or District Office of the U.S. DOL’s Employee
Benefits Security Administration (EBSA).

Section 5
HIPAA PRIVACY AND SECURITY

These standards are intended to comply with all requirements of the Privacy and Security Rules of the
Administrative Simplification Rules of the Health Insurance Portability and Accountability Act (HIPAA),
as stated in 45 CFR Parts 160, 162 and 164 and the “Final Rules” under the Health Information Technology
for Economic and Clinical Health Act HITECH Act).

A. COMPLIANCE WITH HIPAA PRIVACY AND RECOVERY STANDARDS
Certain Authorized MUS Employees perform services relating to administration of the Plan. To perform
these services, these Authorized MUS Employees must, at times, have access to Protected Health

Information (PHI) (as defined below).
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Under the Standards for Privacy of Individually Identifiable Health Information (45 CFR Part 164, the
“Privacy Standards”), these Authorized MUS Employees are permitted to have such access subject to the
following:

General. Authorized MUS Employees cannot have access to PHI unless each of the conditions set out in
this HIPAA Privacy and Security Section is met. “Protected Health Information” or “PHI” will have the
same definition as set out in the Privacy Standards and generally will mean individually identifiable health
information about the past, present, or future physical or mental health or condition of a Plan Participant,
including information about treatment or payment for treatment. PHI does not include employment records
held by the MUS in its role as an employer.

Permitted Uses and Disclosures. PHI disclosed to Authorized MUS Employees will be used or disclosed
by them only for the purposes of Plan administrative functions. The Plan’s administrative functions will
include all Plan payment and health care operations. The terms “payment” and “health care operations”
will have the same definitions as set out in the Privacy Standards. Generally, “payment” is defined as an
activity undertaken by the Plan to collect money due to it or to determine or fulfill its responsibility for
payment of benefits under the Plan. “Health care operations” include activities related to payment and Plan
administration. Plan administration functions do not include employment-related functions or functions
with other benefit plans.

Authorized MUS Employees. Only Authorized MUS Employees will receive PHI, and only to the extent
and in the minimum amount necessary for these Employees to perform Plan administrative functions. For
purposes of this HIPAA Privacy and Security Section, “Authorized MUS Employees” include the
following:

1. Employees of the MUS Employee Benefits office.

2. MUS campus HR/Benefits Representatives.

3. MUS employees in the Information Technology department who support the MUS staff referenced
above.

Updates Required. The Plan Administrator will amend the Plan promptly with respect to changes in the
Authorized MUS Employees who are authorized to receive PHI.

Use and Disclosure Restricted. An Authorized MUS Employee who receives PHI will use or disclose the
PHI only to the extent necessary to perform their duties with respect to the Plan’s administrative functions.
Resolution of Issues of Non-compliance. If Authorized MUS Employees use or disclose PHI other than as
permitted by the Privacy Standards, the incident will be reported to the MUS privacy official. The privacy
official will take appropriate action, including:

1. Investigation of the incident to determine whether the breach occurred inadvertently, through
negligence, or deliberately, whether there is a pattern of breaches, and the degree of harm caused
by the breach.

2. Applying appropriate sanctions against the Employee(s) causing the breach, depending upon the
nature of the breach, including oral or written reprimand, additional training, or termination of
employment, mitigating harm caused by the breach, to the extent practicable, and documenting the
incident and all actions taken to resolve the issue and mitigate damages.

“Summary Health Information” means information summarizing claims history, expenses, or types of
claims by Plan Participants enrolled in a group health plan and with the following identifiers removed:
names; addresses, except for the first three digits of the zip code; dates related to the Plan Participant (e.g.,
birth date); phone numbers; e-mail addresses and related identifiers; Social Security numbers; medical
record numbers; account or Subscriber numbers; vehicle identifiers; and photo or biometric identifier.

B. PRIVACY CERTIFICATION
The MUS certifies to Plan Participants that it agrees to:

1. Not use or further disclose the PHI other than as permitted or required by the Plan documents or as
required by law. Such uses or disclosures may be for the purposes of Plan administration,
including, but not limited to, the following:

a. Operational activities, such as: (1) quality assurance or assessment and Utilization
Management, credentialing, and certification or licensing activities; (2) underwriting, premium
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rating or other activities related to creating, renewing, or replacing health benefit contracts
(including reinsurance or stop loss); (3) compliance programs; (3) business planning; (4)
responding to appeals, external reviews, and arranging for medical reviews; (5) legal services
or auditing functions; and (6) business planning, management, and general administrative
activities or customer service activities. Plan administration includes management of the
Dental and Vision Hardware Plans. Genetic information will not be used or disclosed for
underwriting purposes.

b. Payment activities, such as: (1) determining eligibility or coverage; (2) COB; (3) determination
of cost-sharing amounts; (4) adjudicating claims; (5) claims management and collection
activities; (6) obtaining payment under a contract for reinsurance or stop-loss coverage and
related data-processing activities; and (7) reviewing health care services for Medical Necessity,
benefits coverage, appropriateness of care, justification of billed charges, or utilization review
activities.

c. For purposes of this certification, Plan administration does not include disclosing Summary
Health Information to help the MUS obtain premium bids or to modify, amend, or terminate
group health plan coverage. Plan administration does not include disclosure of information to
the MUS as to whether the individual is a participant in, is an enrollee of, or has disenrolled
from the Plan.

2. Ensure that an agent or subcontractor, to whom it provides PHI received from the Plan, agrees to
the same restrictions and conditions that apply to the MUS with respect to such information.

3. Not use or disclose PHI for employment-related actions and decisions or for any other benefit or
Employee benefit plan of the MUS.

4. Report to the Plan Administrator any use or disclosure of the PHI of which it becomes aware that
is inconsistent with the uses or disclosures hereunder or required by law.

5. Make available PHI to individual covered Plan Participants in accordance with Article 164.524 of
the Privacy Standards.

6. Make available PHI for amendment by individual covered Plan Participants and incorporate
amendments to PHI in accordance with Article 164.526 of the Privacy Standards.

7. Make available the PHI required to provide accounting of disclosures to individual covered Plan
Participants in accordance with Article 164.528 of the Privacy Standards.

8. Make available the PHI required to provide accounting of disclosures to individual covered Plan
Participants in accordance with Article 164.528 of the Privacy Standards.

9. Make its internal practices, documents, and records relating to the use and disclosure of PHI
received from the Plan available to the U.S. Department of Health and Human Services (DHHS)
for purposes of determining compliance with the Privacy Standards.

10. If feasible, return or destroy all PHI received from the Plan and retained by the MUS in any form,
and return no copies of such information when the information is no longer needed for the purpose
for which the disclosure was made, except when such return or destruction of the information is
unfeasible, and ensure the adequate separation between the Plan (including Authorized MUS
Employees) and the MUS, as required by Article 164.504()(2)(iii) of the Privacy Standards.

11. To fulfill this requirement, MUS will restrict access to non-public personal information to the Plan
Administrator designated in the SPD or Employees designated by the Plan Administrator as
needing to know that information to perform Plan administration and healthcare operations
functions or assist eligible Plan Participants enrolling and dis-enrolling from the Plan. The MUS
will maintain physical, electronic, and procedural safeguards that comply with applicable federal
and state regulations to guard such information and to provide the minimum PHI necessary for
performance of healthcare operations duties. The Plan Administrator and an Employee so
designated must maintain the confidentiality of non-public personal information and follow MUS
policies to secure such information.

When information is disclosed to entities that perform services or functions on the Plan’s behalf, such
entities must adhere to procedures and practices that maintain the confidentiality of the Plan
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Participant’s non-public personal information, use the information only for the limited purpose for
which it was shared, and abide by all applicable privacy laws.

C. SECURITY CERTIFICATION

The MUS certifies that it will comply with the Security Standards for the Protection of Electronic PHI

(45

1.

CFR Part 164.300 et. seq., the “Security Standards™). Specifically, the MUS will:

Implement reasonable and appropriate administrative, physical, and technical safeguards to protect
the confidentiality, integrity, and availability of Electronic PHI the MUS creates, maintains, or
transmits on behalf of the Plan. “Electronic Protected Health Information” will have the same
definition as set out in the Security Standards but will generally mean PHI that is transmitted by or
maintained in an electronic media.

Implement and install adequate electronic firewalls and other electronic and physical safeguards
and security measures to ensure that Electronic PHI is used and disclosed only as stated in the
Privacy Certification section above.

Ensure that an agent or subcontractor to whom it provides Electronic PHI agrees, in writing, to the
same restrictions and conditions that apply to the MUS with respect to Electronic PHI including,
but not limited to, direct liability for breach involving unsecured Electronic PHI.

Report to the Plan Administrator any attempted breach or breach of security measures, as described
in this certification and any disclosure or attempted disclosure of Electronic PHI of which the MUS
becomes aware.

Section 6
HOW TO OBTAIN BENEFITS

This Section describes how to obtain benefits for Plan Participants enrolled in the Plan. This Section also
describes the Medical Plan claims appeal process for Plan Participants.

Payment of benefits will be made based on the submission of required information to the Plan Claims
Administrators. (Refer to the current MUS Choices Enrollment Workbook Schedule of Benefits for Plan
Claims Administrator contact information.)

A. PRIOR TO RECEIVING SERVICES

1.

MUS2024

OBTAIN AN IDENTIFICATION CARD. Subscribers will receive an Identification (ID) card and
should ensure the card has the Subscriber’s name, Dependent name(s), and Effective Date. Plan
Participants will receive separate ID cards for the Medical Plan, Prescription Drug Plan, Dental Plan,
and Vision Hardware Plan.

If a new Plan Participant needs to utilize services before they receive an ID card or if their ID card is
lost, the Provider’s office may contact the Plan Claims Administrator to verify coverage.
Replacement ID cards may be requested by contacting the Plan Claims Administrator.

CHOOSE A PARTICIPATING IN-NETWORK PROVIDER FOR MEDICAL CARE WHEN
POSSIBLE. Participating In-Network Providers will accept the Allowed Amount and not balance
bill Plan Participants for billed charges that exceed the Allowed Amount for Covered Medical
Expenses. For most Covered Medical Services (Covered Services without a specified benefit
limitation or maximum), a Plan Participant who uses a Participating In-Network Provider will only
be responsible for their portion of the Allowed Amount (Deductible, Coinsurance, and/or
Copayments), not for billed charges that exceed the Allowed Amount. A Plan Participant who uses a
Participating In-Network Provider will pay a lower Coinsurance percentage. (Refer to the current
MUS Choices Enrollment Workbook Schedule of Benefits.)

24



3.

MUS2024

DETERMINE IF A PLANNED NON-EMERGENCY SERVICE REQUIRES PRIOR
AUTHORIZATION.

Prior Authorization is required to receive benefits for:

a. Organ or Tissue Transplant

b. Out-of-Area Medical Travel Expenses; and

c. Bariatric Surgery

If prior authorization is not obtained for the Covered Services listed above, billed charges
connected with, or related to, these services will be denied. Adverse prior authorization
determinations cannot be appealed.

Prior Authorization is strongly recommended for the following services to determine if a
planned procedure or service meets criteria for benefits coverage under the Medical Plan:
Surgery that could be considered Cosmetic.

A procedure or service that could be considered Experimental or Investigational.

Surgical treatment of Temporomandibular Joint Syndrome (TMJ).

Durable Medical Equipment that costs more than $2,500.

Home Health Care or Skilled Nursing services.

Gender Identity Disorder/Gender Dysphoria treatment and services.

o o0 o

Prior Authorization may be obtained from Utilization Management at the Medical Plan Claims

Administrator by submitting:

a. A written request from the Provider explaining the proposed service and/or the functional
aspects of a surgery and why it is being performed.

b. A complete diagnosis and all medical records regarding the condition for which the requested
procedure(s) or treatment(s) will be utilized, including, but not limited to, informed consent
form(s), all diagnostic studies.

c. An itemized statement of the cost of such procedure(s) or treatment(s) with corresponding
procedure codes.

d. The attending Provider’s prescription, referral letter, or letter of Medical Necessity, if
applicable.

e. A written treatment plan or other information deemed necessary to evaluate the Prior
Authorization request.

The Plan Participant’s name, address, and the Identification Number must be submitted with the
above documentation to the Medical Plan Claims Administrator.

A request for Prior Authorization must be submitted in writing. A copy of the written approval of
available benefits should be attached to all related claims at the time of submittal to expedite
processing of the claim.

If the Plan Participant chooses not to request Prior Authorization for recommended services, the
billed charges could be denied if the service, treatment, or supply is not found to be Medically
Necessary when the claim is submitted. Transplant services, bariatric surgery, and out-of-area
medical travel expenses are not covered without Prior Authorization.

. PRE-CERTIFICATON FOR NON-EMERGENCY ADMISSIONS AND NOTIFICATION

OF EMERGENCY ADMISSIONS.

Before a planned Inpatient Admission for a non-emergency lliness or Injury, and within seventy-
two (72) hours after admission for a Medical Emergency, it is recommended that the Plan
Participant or the Participant’s attending Provider contact Utilization Management at the Medical
Plan Claims Administrator for Pre-Certification review.
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Pre-Certification and notification do the following:

a. Optimize efficient resource utilization.

b. Ensure that patients have equitable access to care.

c. Provide collaboration and communication among all members of the health care team to
enhance Medically Necessary care in a cost-effective manner.

d. Assist in identifying ways to reduce Out-of-Pocket expenses.

e. Help avoid reductions in benefits which may occur if the services are not Medically Necessary,
or the setting is not appropriate; and

f. If appropriate, refer a Case Manager to work with the Plan Participant and Providers. (Refer to
provision 6 — Case Management and Maternity Case Management Services of this Section.)

All admissions to an Inpatient facility are subject to a review for Medical Necessity by Utilization
Management at the Medical Plan Claims Administrator. All denials of an admission or portion
thereof by Utilization Management at the Medical Plan Claims Administrator on behalf of the Plan
will result in the denial of all benefits and reimbursements related to the denied admission or the
applicable portion of the denied admission.

A benefit determination on whether a claim is eligible for coverage under applicable terms and
conditions of the Plan will be rendered only after the claim has been submitted to adjudicate (see
note below). If the claim is determined not to be eligible, the Plan Participant will be responsible
to pay for all billed charges determined to be ineligible for payment under the Plan. Therefore,
although not required, Pre-Certification and Plan notification of emergency admissions are strongly
recommended to obtain coverage information prior to incurring expenses.

Once a final decision is made, a written notice of the number of Pre-Certified days will be sent to
the Providers and the Plan Participant. Pre-Certification is not required and therefore cannot be
appealed. However, a Plan Participant may submit a pre-service claim for Prior Authorization.
(Refer to Section 6 — How to Obtain Benefits, provision C. — Claims and Eligibility Procedures).

NOTE: Pre-Certification of benefits is not a guarantee of payment of the claim(s). Eligibility
for claim payments is determined when claims are adjudicated by the Medical Plan Claims
Administrator since the amount of benefit coverage is subject to all applicable Plan provisions
including, but not limited to, Medical Necessity, patient eligibility, Deductibles, Copayments,
Coinsurance, and exclusions, limitations, or maximums in effect when the services are
provided.

CONTINUED STAY CERTIFICATION: At the time of initial Pre-Certification, Utilization
Management at the Medical Plan Claims Administrator will certify a certain number of days for
the Inpatient stay. If the stay exceeds the number of days certified, certification for additional days
should be obtained in the same manner as the pre-admission certification.

Charges incurred for Inpatient days in a Hospital or other facility exceeding days previously
certified by Utilization Management at the Medical Plan Claims Administrator are subject to all
terms, conditions, and exclusions of the Medical Plan.

5. CASE MANAGEMENT SERVICES

Case Management services are provided by the Plan to Medical Plan Participants with major or
long-term Illness or Inju