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Horizons® Health Plans—Common Provisionsfor All Plans

Thefollowing information describesthe
Horizons® Health Planspolicy benefits,
limitations, exclusionsandrequirements.
Exact provisionsfor theplan arecontainedin
themaster policy. Eachinsured employeewill
receiveacCertificateof Insurancewhich
containsadetailed explanation of theplan
provisions. Someprovisions, benefits,
exclusionsor limitationslistedin thisguide
may vary depending onthestateinwhichthe
employer islocated.

Final ratesand eligibility for al groupsare
determined at thetime of underwriting. DO
NOT cancel current coverageuntil your new
group coveragehasbeenapprovedinwriting
byAllied.

Pleasecontact Allied Sales Support at
1-800-825-7531, extension 885, for up-to-date
informationonyour stateand for special
underwriting situations.

Participation, Contribution Requirements
and Eligibility

A minimum of two (2) insured employeesis
required at all timesand aminimum employee
participation of 75% of theeligibleemployees
must be enrolled. Any employeewho waives

coverage becausethey haveaqualifying
existing coverageisnot counted inthe above
participation totals (unlessthequalifying
coverageisanother planwith that same
employer). However, at least 50% of thefull-
timeemployees, exceptin OK, must participate
inthe plan on the case effective datefor the
groupto beconsidered eligible. Theemployer
must contributeaminimum of 25% of each
employee’ spremium costs. Thereisno
minimum participation requirement for
dependents.

Eligibility: Aneligibleemployeemeansa
persondirectly employedandactively at work
(including approved medical |eave) onafull-
timebasisintheregular businessof and
compensated by regular periodicwagesfor
serviceby theemployer. Full-timeis30 hours
per week (24 hoursin OK and 25 hoursin OH).
Eligible dependentsarean employee’ slegal
spousewhoisnot legally separated or
divorced fromtheemployeeandisnot a
member of thearmed forces; and an
employee’ sunmarried children, including step
children, legally adopted or foster children,

under theage of 24 (regardlessof whether a
full-time student) who are primarily depen-
dent (at | east 50%) ontheemployeefor
support and maintenance.

Waivers

Waiversmust be completedfor ALL €eligible
empl oyeesand/or dependentsnot enrolling
for coverage. If thewaiver isbecause of
qualifying existing coverage, thewaiver will
not count against cal cul ation of thegroup’s
participation. Anemployee sfailureto
completeawaiver could jeopardize hisor
her futurerightsto coverage.

EffectiveDatesand Rates

A group may request any effective date
provided that acomplete applicationis
receivedinour officenolater thanfive
working daysfollowing that date. Receipt of
100% of employeeenrollment formsor
waiversismandatory beforecoveragecan
beapproved. Inall circumstances, coverage
isnotineffect until approval isgrantedin
writingby Allied National.

A group that has coverage effective on
datesother than thefirst of themonthwill
haveitssecond month’ spremium prorated,

Horizons® Cost Saver and Horizons® Cost Saver PLUSMajor Medical Only

Eligible Expenses

Chemical Dependency Care): 10 visits

well baby benefit included.

Calendar Year Maximum Visits;

Eligible Expense is the Maximum Allowable Charge for the following services. Benefits for some covered expenses may vary according to state
law and benefit plan selected. All benefits shown apply to any applicable calendar year maximum benefit.

Doctor’s Office Visits: The Office Visit benefit applies to the following services when performed in the doctor’s office - office visits, consul-
tations, immunizations, mammograms, pap smears plus most diagnostic and surgical services costing less than $200. After the office visit
copay, these services are paid at 100% in-network or 80% out-of-network. Any listed service that costs more than $200, or other services not
listed, even if performed in the doctor’s office and on the same hill as the Office Visit, are considered Other Professiona Services and are
subject to deductible, copay and coinsurance.

Out of Network Charges from Non-PPO Providers: Paid at 80% if injury or sickness occurs outside the PPO service area while traveling for
30 days or less, or while permanently residing outside the service area, or while attending school full time outside the service area (dependent
child only); or when receiving services at a PPO hospital from a Non-PPO provider.

Routine Exams & Immunizationsfor Children: Subject to schedule of visits outlined in policy.
Lifetime Maximum: Gold—$750,000; Silver—$500,000; Bronze-$250,000

Calendar Year Maximum Treatment Days for Inpatient Hospital Confinement for Nervous, Emotional or Mental Disorders or Disease Care
(Including Alcoholism and Chemical Dependency Care): 31 days in any 12 month period.
LifetimeMaximum for Alcohol and Chemical Dependency Car e: $10,000

Calendar Year Maximum Visits for Outpatient Care for Nervous, Emotiona or Mental Disorders or Disease Care (Including Alcoholism and

Physical Diagnosisor Treatment of Infertility Conditions: $500 Lifetime Benefit
Hospice Care Lifetime Maximum Benefit: One benefit period not to exceed six months
HomeHealth CareCalendar Year Maximum Benefit: 20 Visits

Pregnancy Care Benefit for Employee or Spouse Only: Payable same as any other sickness (If elected. Optional for groups of 5 or more.) No

Complications of Pregnancy: Payable same as any other sickness
Orthopedic Manipulation: 10 visits; Occupational Therapy and Speech Therapy: 10 visits

Covered Expensesalsoinclude Maximum Allowable Chargesfor thefollowing medically necessary expenses: Hospital and surgical services
by a physician; Inpatient R.N. services; services by an anesthetist or physical therapist; X-ray or radiation therapy; X-ray exams and test;
Ambulatory Surgical Center charges; blood, blood plasma, oxygen, anesthesia and their administration; initial artificial limbs or eyes to
replace natural limbs or eyes lost while insured under this plan; casts, splints, surgical dressings, trusses, braces, crutches and the rental of
durable mechanical medical equipment not to exceed purchase price; initial eyeglasses or contact lens(es) required as a result of cataract(s)
surgery; breast reconstruction surgery and prosthesis required as a result of mastectomy(ies) performed while insured under this policy.

See the Certificate of Insurance for complete Plan details.




sothat futurecoverage monthsbeginonthe
first of the month.

Multi L ocation Groups

Groupswith multiplelocationsneed to be
rated by Allied at thehomeofficewiththe
total employee count and PPO selection for
eachlocation.

Dependent Rating

HorizonsHealth Plansusean“all” children
rate. When agroup hasahigher than normal
average number of children per employee,
ratesmay beincreased to compensatefor the
number of children.

Pre-Exigting Conditions

A pre-existing conditionisaBodily Injury or
Sickness, whether aphysical or mental
condition, regardlessof the causefor the
condition, for whichmedical advice, diagno-
Sis, careor treatment was recommended or
received by an Insured Person within thesix
(6) month period ending on the Enrollment
Date. Medical advice, diagnosis, careor
treatment will betakeninto account only if it
isrecommended by or received froman
individual licensed or similarly authorized to

Provisions

Horizons Cost Saver
PLUS Maor Medicdl
Eligible Expenses

The following benefit provisions override
similar limitations in the Horizons Cost
Saver policy as described to the left when
an individua becomes eligible for major
medical benefits.

- Lifetime Maximum—$2,000,000

- Calendar Y ear Maximum — $1,000,000
except where indicated otherwise.

- Organ transplants — limited to
$1,000,000 maximum lifetime benefit
when participating in an approved
Health Care Coordination care plan. If
not participating in an approved plan,
benefits are limited to 50% coinsurance
to amaximum benefit of $100,000.
Human organ or tissue donor expenses
arelimited to $10,000.

- Extended Care facility — not to exceed a
daily benefit of $125 or 60 days.

- Air Ambulance — transportation per trip:
M aximum benefit $5,000.

See the Certificate of Insurance for
complete Plan details.

providesuch servicesunder statelaw and
operating withinthescopeof practice
authorizedby statelaw. A pregnancy
existing on or beforethe Enrollment Dateis
not considered apre-existing condition. No
benefitsarepayablefor apre-existing
condition until acontinuous period of: (a)
twelve (12) months(IN - 9 months, KS- 90
days) fromthe Enrollment Date, with
respect to other than Late Applicants, and
(b) eighteen (18) months(IN - 15 months)
withrespecttoLate Applicants, has
elapsed.

For HorizonsMajor Medical Plansonly, a
pre-existing conditionsbenefit allowance of
$500will be provided to an Insured Person
who doesnot qualify for credit towards
satisfying his’her pre-existing condition
exclusion period asdescribed above.

Takeover Benefits

Takeover benefitsallow agroup to switch
coveragewhilemaintaining val uablecredit
toward such thingsasdeductiblesand pre-
existing condition exclusion periods.

In addition to the plan provisions listed in
the yellow section above, Horizons Cost
Saver and Horizons Cost Saver PLUS Major
Medical have the following plan provisions.

Life ExtraOptional Coverage

and LifeOnly Coverage
HorizonsCost Saver
Life Extra Optional Coverage is available
for Horizons Cost Saver. If elected by the
employer, alevel $10,000 is available for
each employee (dependent life is auto-
matically provided if life extra coverage is
elected: spouse- $5,000; child >6
months-$2,000; child<6 months, $500). If
elected by the employer, life extra cover-
age must be taken for all covered employ-
ees.

Life Only coverage is not available for
Horizons Cost Saver.

HorizonsCost Saver PLUSM ajor
Medical

Life Extra Optional Coverage and Life
Only Coverage (for those not electing
medical coverage) are available for
Horizons Cost Saver PLUS Major
Medical. See “Life Extra Optional Cover-
age and Life Only Coverage Options’
under the “Horizons Major Medical Only
Plan Provisions’ section of this Plan
Disclosure for details.

Takeover benefitsprovide:

» Creditfor prior“creditablecoverage’
applied towardsthe pre-existing condition
limitationif therehasnot been abreakin
coverageexceeding 62 days(inKSand
TX—63days). The"portability” provisions
apply toall initial insuredsand subse-
guent timely additionstoagroup.
Creditable coverageincludesindividual
plans so even new employees can qualify.

» Credittowardsany deductiblesatisfied
under theemployer’ sprior plan during the
current calendar year, or the 90 daysprior
totheeffectivedate—whicheverislonger.

L abOne® Benefits

HorizonsHedlth Plans (except HSAS) extend
theinsureds benefit by automatically
enrollingthemintheLab Card®Program,
which providesoutpatient |ab testing at no
chargewhen done at aL abOnefacility or ata
doctor’ sofficethat sendstheteststoa
LabOnefacility. Itisavoluntary program,
meaning that insureds can choose not to
havetheir testing done using their LabOne
Card, however theinsured will beresponsible

Medical Underwriting

Employees enrolling in the Horizons Cost Saver
Plan do not undergo medical underwriting.
Employees fill out a simple enrollment form
without medical questions. There are no rate ups
at underwriting time due to medical history.

TheHorizonsCost Saver PLUSMajor Medical
Plan requires evidence of insurability for each
employee and their family members. Acceptance
and fina rates can only be determined after
submission to Allied underwriting. Any existing
health insurance should not be terminated until
approval and final rates have been provided in
writing by Allied.

Group Size
Horizons Cost Saver is available for groups of
two or more.

Horizons Cost Saver PLUS Major Medical is for
groups of 2-50. However, larger groups for
Horizons Cost Saver PLUS Mgjor Medical may
be considered. Contact Allied Sales Support

at 1-800-825-7531, ext. 885, for larger groups
under this Plan.



for their coinsurance or copay for laboratory requested by theinsured whenthe Rating and Renewal Disclosure

charges. prescription allows generic substitu- Premiumsare subject to changeevery twelve
Prescription Drug Coverage tions, theinsuredisalsoresponsible months. Thesameratetablefor eachrating
Eachinsured employeewill receivea for theadditional cost difference period will used for all new and renewing
prescription drug | D card that can be used at betwgen the brgnd namedrug andthe employers. Eachemployer’ spremiummay
over 35,000 participating pharmacies across genericalternative. vary fromtheratetabledueto health status,
the nationincluding most of themajor Pre-Notification claimsexperienceand duration of coverage
national chains. Insuredsmay also purchase HorizonsHealth Plansassist theinsured asallowed by siatelav.
maintenancedrugsthroughthemail. The person and hisor her family with medical Employer participationinthe Planisona
following Prescription Drug restrictions educationmaterial, high-risk monitoring monthly renewablebasis. Inadditiontothe
apply: programs, and coordination of treatment reasonsfor termination of coveragedetailed
« Copay, deductibleand coinsurance plans and costswith doctors and hospi- inthepolicy, thelnsurance Company may @)
amountsdo not count toward satisfaction tals. These services help ease apatient discontinuethePlaninitsentirety inany
of deductibleand out-of-pocket costs through themedical processand control stateprovided they discontinuecoveragefor
under themajor medical plan. expensesto the benefit of all insureds. al similarly situated employeesinthat state,
« Benefitsare based upon the contracted HorizonsHealth Plansrequirethat provideat least 90 days advance notice of
priceor theMaximum Allowable Cost insuredsgive pre-admission notification discontinuance and offer the optionto
(MAC) asdetermined by the Prescription inthefollowinginstances: purchaseany other group healthinsurance

coverageofferedinthat stateor b) discon-

Drug Card Senvice ((DCS) MAC Isthe *  Within 30 daysfrom the deteof tinueoffering all health insurance coverage
ceili ng pnc«_eset by thePDCSonthe diagnosisof apregnancy. inthesTa| grou rketinasideb g
generlc equivalentsof abrand name crug * Outpatientsurgery exceeding $1,000 rovidin atgl eas? 180 daysadvance ﬁoti ce

o If abr.anql namedrugis prescri bedwithno (not required with Horizons Cost 8f non-re%ewal Yy
Srl]JbSItLIJ_tI (;rt;ls aIbI owgd, theinsured pgys Saver). :
theapplicablebrand name copay an . ; o »
coinsurance. If abrand namedrugis . wﬁrarﬁ;n éfgaml(? t?gsiréc#;?lasiprrﬂts ;eaentzggleg'f'cate of Insurance for complete

Horizons® Major M edical Only Provisions

In addition to the plan provisions listed in B. JOB CLASS - Bengfit levels can be Participationfor LifeExtra

the yellow section above, Horizons Major arranged by job titles. If benefitsareset up  and Life Only

Medical Plans have the following plan according to class, each class must have & 1. All employees insured under the health
provisions: |least two employees and the benefit for portion of the coverage are covered with Life

. . each class may be no more than 2 1/2 times ; .
LifeExtraOptional Coverageand - Extra if elected by the employer; and
P 9 the benefit of the next lower class. 2 Any employee not taking health coverage

LifeOnly Coverage C. INCOME CLASS- Benefits can reflect a v for Life onlv by full i
Life Extra Optional Coverage and Life Only company’s pay scale with a prearranged g‘nayw"’;‘érég’c eocr)f : n‘;u r;‘b?’” ty u }’I(f;?;'[r’] 'ng
Coverage (for those not electing medical benefit amount set for each pay level. Yy ap :
coverage) are available for Horizons Major D. FLAT AMOUNT - All dligible employees |\ ediical Underwriting
Medical and Horizons Cost Saver PLUS can be covered for the same benefit Horizons Major Medical Plans are medically
Major Medical. In addition to the term life amount ; ! 4
: : . underwritten. Final rates are based on a review
coverage, these provide accidental death . ) e -
: If the employer elects Life Extra Coverage, of al applicable medical information. Coverage
and dismemberment coverage for the . i ) S
insured* that pays three ways: al employegs must take the coverage and is contingent upon meeting all ell_g|b|I|ty
‘ ] dependents insured for health coverage also  requirements and acceptance of fina rates. Do
e Full benefits for accidental death receive Dependent Life Benefits. An not cancel current coverage until coverage has
¢ The full amount of the life benefit for employee electing Life Only coverage been approved in writing by Allied.
multiple loss of hands, feet, limbs or (available for those not electing medical
eyesight coverage) will aso be insuring his or her
e One-haf the amount if one loss occurs dependents for Dependent Life Benefits.
Life benefit amounts are available in $1,000 Benefit amounts are:
units from $10,000 to $50,000. These SPOUSE.....cverrrrrseretsssesssssssssssaeens $%,000 (Continued on Next Page)
benefits reduce by 35% at age 65, and the Child6 monthsof ageor greater ... $2|
resulting amounts are reduced by an ; $500
additional 35% every five years thereafter to Childlessthan 6 monthsof age ...
aminimum benefit of $1,000. * Accidental death and dismemberment
You can select life coverage benefits for coverageisnot avail ablefor dependents.

employees based on one of the following:

A. INCOME - Benefits can equal one-half,
one, two or three times the employee's
annual earnings rounded to the nearest
$1,000.



Horizons® M ajor Medical (Continued)

HorizonsMagjor Medical Plans—Eligible Expenses

Eligible Expense isthe Maximum Allowable Charge for the following services. Benefits for some covered expenses may vary according to state law and benefit
plan selected.

Doctor’s Office Visits: The Office Visit benefit appliesto the following services when performed in the doctor’ s office - office visits, consultations,

immuni zations, mammograms, pap smears plus most diagnostic and surgical services costing less than $200. After the In-Network Office Visit Copay, these
services are paid at 100% In-Network or 80% Out-of-Network. Out-of-Network Office Visits are subject to two times the Copay and applicable Out-of -
Network coinsurance. Any listed service that costs more than $200, or other services not listed, even if performed in the doctor’s office and on
the same hill as the Office Visit, are subject to deductible, copay and coinsurance.

Out of Network chargesfrom Non-PPO Providers: Paid at |esser of 80% or In-Network Coinsuranceif injury or sickness occurs outside the PPO service
areawhiletraveling for 30 days or less, or while permanently residing outside the service area, or while attending school full time outside the service area
(dependent child only); or when receiving services at a PPO hospital from a Non-PPO provider. Appliesto Out-of-Network Deductible and Out-of-Pocket.
Routine Exams & Immunizationsfor Children: Subject to scheduleof visitsoutlinedin policy.

Hospital Daily Rate (I ncludingNursing Char ges)

Ward & SEmMi-Privatel ........ccccooiiiiiiiiiiie e Full Amount up to Semi-Private Room

ODBSErVatioN ROOM: .....oviiiiiiccii e Semi-Private Room Prorated

Intermediate Care Unit and Step-DOowWN UNit: ........cooviiiiiiiiiieiieeiee e 2X Semi-Private Room
PrIVAIE ROOIM: ...ttt ettt ettt Semi-Private Room
INEENSIVE CAr@ UNIT: ..o 3X Semi-Private Room
Skilled NUrSiNg UNit: ....ooeieiieieeceeeee e Full Amount up to 50% Semi-Private Room
Extended CareFecility ................ Daily Rate not to exceed adaily benefit of $125 or 60daysduringany Caendar Y ear.

Lifetime Maximum Aggregate Benefit (except as otherwise indicated in the Schedul e of Benefits): $2,000,000
Calendar Year Maximum Aggr egate Benefit (except as otherwiseindicated in the Schedule of Benefits): $1,000,000
Lifetime Maximum Benefit per Human Organ or Tissue Transplantif Insured Person isbeing treated in accordance with an approved care Plan under
Health Care Coordination: $1,000,000. If Insured Person is not under Health Care Coordination: 50% of charges to maximum benefit of $100,000. Human
Organ or Tissue Transplant from aDonor: $10,000
AggregateBenefit for Alcoholism and Chemical Dependency: LifetimeMaximum of $10,000
Calendar Year Maximum Treatment Daysfor Inpatient Hospital Confinement for Nervous, Emotional or Mental Disorders or Disease Care (Including
Alcoholism and Chemical Dependency Care): 31 days
Calendar Year Maximum Visits for Outpatient Carefor Nervous, Emotional or Mental Disordersor Disease Care (Including Alcoholism and Chemical
Dependency Care): 26 visits
Physical Diagnosisor Treatment of I nfertility Conditions: $500 Lifetime Benefit
Hospice CareLifetime Maximum Benefit: One benefit period not to exceed six months
HomeHealth CareCalendar Year Maximum Benefit: 40 Vists
Ground Ambulance- transportation per trip: Maximum Benefit $500
Air Ambulance- transportation per trip: Maximum Benefit $5,000
Pregnancy CareBenefit for Employee or Spouse Only: Payable same asany other sickness (if elected.)
Complications of Pregnancy: Payable same asany other sickness
Well Baby Care: Two days payable same as any other sickness
Calendar Year Maximum Visits:

Orthopedic Manipulation: 20 visits

Occupational Therapy and Speech Therapy: 20 visits
OUT-OF-NETWORK LIMITATIONS:
Office Visit Copay*: Two timesIn-Network Copay then Out-of-Network coinsurance applied.
Deductible: Additional deductible: $1,000 on Traditional PPO Plan, onetimes In-Network deductible on Premium Advantage Plan. No family limit for Out-
of-Network Deductibles.
Out-of-Pocket Maximum**:Additional, equal to two times|n-Network Out-of-Pocket Maximum. Family limitistwo timesindividual limit.
**With the No Deductible Plan all Out-of-Network copays are two times In-Network copays. Family limit for Out-of-Pocket Maximum for In-Network
and Out-of-Network servicesistwo times the individual limit.
Covered Expensesalsoinclude Maximum Allowable Chargesfor thefollowing medically necessary expenses: Hospital and surgica servicesby a
physician; Inpatient R.N. services; services by an anesthetist or physical therapist; X-ray or radiation therapy; X-ray exams and test; Ambulatory Surgical
Center charges; blood, blood plasma, oxygen, anesthesiaand their administration; initial artificial limbs or eyesto replace natural limbs or eyeslost while
insured under this plan; casts, splints, surgical dressings, trusses, braces, crutches and the rental of durable mechanical medical equipment not to exceed
purchase price; initial eyeglasses or contact lens(es) required as aresult of cataract(s) surgery; breast reconstruction surgery and prosthesis required as a
result of mastectomy(ies) performed while insured under this policy.

See the Certificate of Insurance for complete Plan details.
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Limitations and Exclusionsfor
All HorizonsHedth Plans

Unless specific exceptionsto the following
limitations and exclusions are made, no benefits
shall be payable for any expenses caused by,
incurred for, or resulting from:

a.

j.

Bodily Injury or Sickness which arises out of
or in the course of any employment for wage
or profit (except for Insured Persons insured
for the Optional Occupational Major
Medical Expense Insurance Benefit for
Corporate Officers, Owners and Partners),
nor for a Bodily Injury or Sickness for which
the Employee has or had a right to compen-
sation under any Worker’s Compensation or
occupational disease law;

Services or supplies for which no charge is
made or for which the Insured Person is not
required to pay;

Pregnancy (unless the Insured Employee’s
eligible Participating Employer has elected
the Optional Pregnancy Benefit), except that
Complications of Pregnancy shall be
considered a Sickness under the Policy;

War or any act of war, or participation in a
riot, or the commission of an assault or
felony;

Cosmetic surgery nor any treatment for
ensuing complications; cosmetic surgery
includes but is not limited to: (1) surgery to
the upper and lower eyelid; (2) augmenta-
tion mammoplasty; (3) full or partial facial
lifts; (4) dermal or chemo abrasion; (5) scar
revision; (6) otoplasty; (7) lift, stretch or
reduction of abdomen, buttocks, thighs or
upper arm; (8) silicone injections to any part
of the body; and (9) rhinoplasty; unless such
surgery is required for a condition resulting
from congenital defects or birth abnormali-
ties or from Bodily Injury, and (except for a
newborn child) such Bodily Injury occurred
while the Insured Person was insured under
thisPart;

Reduction mammoplasty that is not
MedicallyNecessary;

Elective surgery which is not Medically
Necessary, except for Eligible Expenses
incurred by an Insured Person for vasecto-
mies, tubal ligations or hysterectomies when
recommended and prescribed by a Doctor;
Prevention or correction of teeth irregulari-
ties and malocclusion of jaws by wire
appliances, braces or other mechanical aids,
or any other care, repair, removal, replace-
ment or treatment of or to the teeth or any
surrounding tissues, except:

treatment made necessary by Bodily Injury
to Sound and Natural teeth incurred while
the Insured Person was insured under this
Part; or

for the excision of partial bony or full bony
impacted teeth or of a tumor or cyst, or an
incision and drainage of an abscess or cyst;
Treatment or surgery as the result of
temporomandibular joint dysfunction;
Treatment or surgery as the result of

8255205

1)

3)

1)

2)

prognathism, retrognathism,
microtrognathism, or any treatment or
surgery to reposition the maxilla (upper
jaw), mandible (lower jaw), or both maxilla
and mandible;

Penile implant, reconstruction of vasectomy,
or reconstruction of tubal ligation;
Keratotomies or other surgical procedures to
correct refractive errors, or examinations for
and the cost of eyeglasses, contact lens or
hearing aids;

Exogenous or morbid obesity, including but
not limited to:

weight reduction programs of any type;

all surgical procedures for the purpose of or
as the result of weight reduction of an
Insured;and

all surgical procedures for reconstruction,
repair or reversal of gastric or jejunioleal
bypass as a result thereof;

Repair or replacement of artificial limbs or
eyes, except when made Medically Necessary
by physical bodily change as recommended
and prescribed by a Doctor;

Inpatient prescription drugs which are not
directly related to a specific diagnosis, not
Medically Necessary or legally obtainable
without a written prescription by a Doctor;
nor any Outpatient drugs (prescription or
non-prescription);

Expenses incurred for periodic physical
examinations other than for child supervi-
sion services which are not directly related
to treatment of a Bodily Injury or Sickness,
except as provided for in the Schedule of
Benefits;

Expenses arising from the treatment of a
Bodily Injury or Sickness for which the
Insured Person is not under the regular care
of a Doctor or which are not authorized or
prescribed by a Doctor;

Services furnished by a Hospital or
institution which:

does not meet the definition specified in the
Policy;

is owned or operated by the United States
Government or any agency thereof or is
owned or operated by any State, Province or
any other political subdivision unless there is
a legal obligation for the Insured Person to
pay in the absence of insurance;

Expenses for treatment, paring or removal of
corns, calluses or toenails (other than partial
or complete removal of nail roots) except
when prescribed by a Doctor who is treating
the Insured Person for a metabolic disease,
such as diabetes mellitus or a peripheral-
vascular disease such as arteriosclerosis; or
treatment of the feet by posting or strapping,
or range of motion studies, or orthotics;
Expenses incurred as the result of attempted
suicide or intentionally self-inflicted Bodily
Injury or Sickness while sane or insane;
Expenses incurred on a date on which the
Insured Person is not insured;

Treatment of infertility by artificial insemina-
tion, in vitro fertilization of an ovum and/or

aa.

bb.

Ccc.

dd.

ee.

88

hh.

ii.

kk.

1L.

development of an embryo in a laboratory,
or use of fertility drugs; except that benefits
shall be payable for medical or surgical
services which are Medically Necessary for
the physical diagnosis or treatment of
infertility of an Insured Person as set forth in
the Policy;

Services received or supplies purchased
outside the United States unless the charges
are incurred while traveling on business or
for pleasure, provided the procedure or
treatment is approved for use in the United
States and the claim is submitted in English
or with English translation;

Any medical procedure or drug considered
Experimental Treatment;

Services or supplies which are not Medically
Necessary;

Custodial or Convalescence Care;

An organ or tissue transplant or replace-
ment, except those organ or tissue trans-
plants or replacements specified under
“Eligible Expense”; or for or related to
transplantation of animal or artificial organs
or tissues;

Any service or supply in connection with the
implant of an artificial organ, including the
implant of the artificial organ;

Any organ which is sold rather than donated
to the Insured Person;

Any service or supply in connection with
autologous bone marrow transplantation for
treatment of any disease other than acute
lymphocytic leukemia, acute non-lympho-
cytic leukemia, Hodgkin’s disease, non-
Hodgkin’s lymphoma, neuroblastomas and
breast cancer when combined with high dose
chemotherapy;

Any service or supply in connection with
autotransfusion/transplantation of autolo-
gous stem cells for the treatment of
leukopenia from any cause;

Any service or supply in connection with
identification of a donor from a local, state
or national listing;

Any services or supplies in connection with
cigarette smoking cessation;

Any service which is not documented in the
Insured Person’s medical file;

A Pre-Existing Condition, until a continu-
ous period of : (a) twelve (12) months (IN-9
months, KS-90 days) from the Enrollment
Date, with respect to other than Late
Applicants, and (b) eighteen (18) months
(IN- 15 months) with respect to Late
Applicants, has elapsed during which
insured;

Treatment, drugs, or devices for sexual
dysfunction;

Hypnotherapy when used to treat conditions
that are not recognized as Nervous, Mental
or Emotional Disorder by the American
Psychiatric Association;

Consultations and/or treatment provided
over the Internet; or

. Services related to narcotic maintenance for

opiate addiction.

Underwritten by Guarantee Trust Life Insurance Company G99900C



