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This Summary Plan Description contains two parts which, together, provide a
comprehensive description of the Program of Insurance BenefitslIl.

Part A: Part B:
The User Friendly Guide The Agreement
iIsa“user friendly” version (The Plan)
of PIB Il IS the negotiated
in an easy to understand PIB Il Agreement
format. in the traditional format.
(Pages Al through A44) (Pages B1 through B66)
Section C:
I ndex
isan index of termsin Parts A and B.
(Pages C1 through C5)

Who To Call For Benefit | nfor mation

MEDICAL BENEFITS AND NETWORKS
For eligibility questions for Medical and Vision benefits claims, or for
Ispat Inland/USWA Health Care Network Provider information,
call Harrington Benefit Services, the claims administrator, at 1-800-654-6208.

Or to check on the status of a medical or vision claim through Automated Voice Response (AVR),
call 1-877-256-3731.

To get Pre-Authorization of a hospital inpatient stay,
cal the pre-admission review administrator at 1-800-499-1688.

To locate a Network doctor or hospital in the Chicago area
and other CCN Network contracted areas nationwide,

cal CCN at 1-888-685-7774.
Select Option 2

To locate a Network doctor or hospital in Beech Street Network

contracted areas, call Beech Street at1-800-227-7464.
Select Option 2

PRESCRIPTION DRUG BENEFITS
For Prescription Drug Program information, or to request pharmacy cards or
Prescription Drug Claim forms or Mail Service forms and envelopes,
cal PCS Health Systems, the prescription drug benefit manager, at 1-800-925-5795.

MENTAL HEALTH AND ALCOHOL/SUBSTANCE ABUSE BENEFITS
For Mental Health and Alcohol/Substance Abuse information
and referrals, call ValueOptions, the network manager, at 1-800-332-2214.




DENTAL BENEFITS
For Denta benefits/claims questions or for Dental Provider information,
call Eirst Commonwealth, the dental claims administrator, at 1-800-788-3384.

| spat Inland Inc.

Program of Insurance Benefits |11
(PIB111)

Basic Life Insurance
Sickness and Accident Benefits
Health Care Benefits
Prescription Drug Benefits
Mental Health and Alcohol/Substance Abuse
Denta Benefits
Vision Benefits
Claiming Benefits
Questions and Answers

Part A: The User Friendly Guide
The Plan (“Agreement”) is specifically incorporated herein by
reference. Every effort has been made to ensure the accuracy of this
guide. However, if there is any contradiction between this guide and
the Plan (“Agreement”) the Plan (“Agreement”) prevalls.
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Chapter 1
Eligibility, Enrollment and Cost

A. Who is Eligible - Employees

You are eligible for coverage under the Program if you are [1] a full-time employee of the Company (see
Section 10.1 of the Agreement for eligibility for part-time employees), [2] a member of one of the included
Bargaining Units and [3] have completed 60 calendar days of employment from the date of last hiring with
the Company.

(See Section 10 of the Agreement if you are a new hire, summer hire, or returning from a layoff or
disability to determine when your eligibility begins.)

B. Who is Eligible - Dependents

Under some of the plans (i.e., the health care, dental and vision plans), you may choose to cover your
dependents if you are a full-time employee. This also includes coverage under any available health
maintenance organizations (HMOs) (see Sections 9.5 - 9.8 of the Agreement for more information on
HMOs).

Under the aher plans (i.e., the basic life insurance and sickness and accident plans) your dependents are
not eligible to participate.

If your spouse can enroll in his or her employer’s active or retiree health care plan, they should do so in
order to avoid severe financial penalties in case of an illness or injury. The Program will only pay benefits
as a secondary payer (see Section 8.0(b) of the Agreement for more information on primary and secondary
coverage). If premiums are required by your spouse’s employer, the Company may provide reimbursement
for a portion of these premiums. In order to receive this reimbursement, you have to complete the proper
forms which are available from the claims administrator (see “Who To Call For Benefit Information” phone
numbers on inside front cover).

If Medicare coverage is available for you or your dependents because of kidney dialysis or a kidney
transplant, the Program will only pay benefits as a secondary payer, but will reimburse you for Medicare
premiums you are required to pay. Contact the claims administrator (see “Who To Call For Benefit
Information” phone numbers on inside front cover) for more information.

Your eligible dependents include:

e your spouse (i.e., the person you are legally married to)

e your unmarried children under age 19, including:

- natural children;

- step children living with you;

- legally adopted children (including a child living with you during the period of probation);

- children living with you for whom you are the sole support, provided you are related by blood or
marriage; and

- children living in your house and being supported solely by you as their legal guardian.

e a newborn baby of your covered female dependent other than your spouse (i.e., your
grandchild).  This newborn grandchild is automatically covered for hospital benefits un-
til he or she is 15 days old. Then the baby is no longer covered under the Program, unless
it meets the definition of an eligible dependent as stated above;

* your unmarried child between 19 and 25 years old who:

- qualified as an eligible dependent before turning age 19; and

- is enrolled as an active, full-time student (see Sections 9.32 - 9.35 of the Agreement for more
information); and

- is not working on a full-time basis; and

- is not covered under any other employer group plan.
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« your unmarried disabled (physically or mentally) child who:
- became handicapped before turning age 19; and
- is unable to be self-supporting; and
- isfinancially dependent on you for support and maintenance (see Section 9.36 of the Agreement
for more information).

You must file for disabled dependent status within 90 days after your child turns 20.

There are also some rules which affect a dependent’s eligibility:

e a dependent who is a member of the military is not eligible under the Program during any
period of active duty; and

« a dependent child of parents who are covered by their employer's health plan is assigned
to the parent whose birthday falls first in the year for primary coverage, unless the par-
ents are divorced and there is a court decree assigning responsibility for primary cover-
age to the other parent (see Section 8.0(c) of the Agreement for more information on
primary and secondary coverage).

« a dependent does not include any person who is already covered under a Company health
care plan (see Section 8.3 of the Agreement for more information).

How Am | Enrolled

You are automatically enrolled in PIB lll. If your dependents were enrolled under the former Program and
are still eligible for coverage, they are also automatically enrolled.

To enroll your new dependents, you must submit proof to the claims administrator that they are actually
your dependents. “Proof” includes such items as birth certificates, marriage certificates, etc.

If both you and your spouse are covered as employees or retirees under Ispat Inland’s health care plans,
you are both enrolled for single coverage.

If both you and your spouse are active employees of Ispat Inland Flat Products Company and/or Ispat
Inland Bar Company, you may choose to enroll your dependent children under either parent’s health care
plan, but not both.

If you have a change in dependents, you should notify the claims administrator within 30 days. You will
needto submit proof of the change (e.g., birth or marriage certificate, divorce decree). Your new coverage
is effective on the date the change occurred (see Section 8.5 of the Agreement for more information).
Program Cost

The Company pays the entire cost of the Program for you and your eligible dependents.

HMO participation may require a monthly contribution (see Section 9.6 of the Agreement for more
information).

E. When Coverage Begins

Coverage under the Program begins on the date you complete 60 calendar days of employment with the
Company. If you return to work after an extended absence, you may be required to complete an additional
60 calendar days (see Section 9.28 of the Agreement for more information).
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F. Circumstances That May Affect Your Benefits
1. When Coverage Ends

Coverage for you under the Program stops on the earliest of the following:

«  yourtermination of employment (see Sections 9.17 - 9.18 of the Agreement for more information);
e your retirement (see Sections 9.24 - 9.26 for more information);

e your death;

» your loss of eligibility under the Program (i.e., after extended layoff);

e termination of the Program.

Youmay continue your medical, dental and vision coverage through COBRA continuation (see Section
10.2 of the Agreement for more information).

2. When Dependent Coverage Ends

For those plans in which dependent coverage is available, coverage for your dependents ends on the

earliest of the following:

» thedate your coverage terminates, except that dependent coverage continues until the end of the
third month following your death;

e your dependent spouse and/or children no longer meet the definition of eligibility (see Section 8.1
of the Agreement for more information);

e you elect to have a dependent removed from coverage;

« you transfer to part-time status. Your coverage will continue, but your dependents’ coverage will
end; or

e termination of the Program.

Your dependents may continue medical, dental and vision coverage through COBRA continuation (see
Section 10.2 of the Agreement for more information).

If you or one of your dependents is totally disabled when coverage ends, additional benefits may be
available (see Section 3.68 of the Agreement for additional information).

3. PIB Ill Benefits While Outside The United States or Puerto Rico

ffyou are hospitalized or treated by a doctor while traveling outside the United States or Puerto Rico,
you will probably be required to pay in advance for all services. To receive reimbursement for these
expenses you must have itemized receipts detailing the dates, types of service performed and the
charges incurred.

You must submit these receipts to the claims administrator for reimbursement (see Section 8.10 of
the Agreement for more information).

Medicare does not cover hospitalization or treatment by a doctor while traveling outside the United
States. If you are Medicare eligible and have such expenses, coverage will be provided under PIB IlI
as if you were not eligible for Medicare.

ffyou retire and choose to live outside the United States (with the exception of Puerto Rico), medical

coverage for you and your dependents under the retiree plan will end on the date you move outside the
United States.
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4, If You Go On An Approved Leave of Absence
(@) Approved Leave Of Absence

If you take an approved leave of absence, that is not considered a Family or Medical leave, your
coverage (except under the basic life insurance and sickness and accident plans) will end on the
last day of the month in which you worked. You may continue your coverage for an additional 3
months if you make the required monthly premium payments to the claims administrator.
Thereafter, your coverage will end unless you elect to continue your medical, dental and vision
coverage under COBRA continuation (see Section 10.2 of the Agreement for more details).

Basic life insurance coverage continues during a leave of absence for up to 6 months.
Sickness and accident coverage ends on the day you go on leave.
(b) Family or Medical Leave

If you take a Family or Medical leave you will be considered to be in layoff status for benefit
purposes (see Section 9.12 of the Agreement for more information).

5. If You Are Laid Off

If you are laid off, your coverage under the

e Sickness and accident plan will end on the day you are laid off;

« Medical, dental, vision, and basic life insurance plans will continue for a period of time based on
your length of service as outlined below:

Years of Service
on the Day Your

Layoff Begins Coverage Continues
* Less than 2 * To the last day of the month
(6 months for life insurance)
«2t0 10 ¢ For 6 months
*10to 20
¢ For 12 months
* 20 or more

* For 12 months or more
(See Section 9.12 of the Agreement for more details and special rules for Local 5000 Fleet employees.)

You may also continue your medical, dental and vision coverage under COBRA (see Section 10.2 of
the Agreement for more details).

6. If You Become Disabled
(a) Nonoccupational Disability
ffyou become disabled due to a nonoccupational disability, medical, dental, vision, and basic life
insurance coverage will continue for as long as you remain disabled for up to 6 months, if you have

less than 2 years of service, or for up to 1 year (or more) if you have 2 or more years of service.

For those individuals with less than 2 years of service who continue to be disabled beyond six
months, basic life insurance coverage will continue for up to an additional six months (see Section
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9.10 of the Agreement for more information).

Sickness and Accident benefits will continue in accordance with the schedule in Section 2.2 of
the Agreement.

After this time, your coverage will end. You may, however, have the option of continuing your
medical, dental and vision coverage under COBRA continuation (see Section 10.2 of the
Agreement for more details).

(b) Occupational Disability

ffyou are unable to work because of an occupational disability, medical, dental, vision, and basic
life insurance will continue for as long as you remain disabled, but not beyond one month following
the end of the month for which statutory compensation payments (e.g. worker's compensation)
end.

Sickness and accident benefits will continue in accordance with the schedule in Section 2.2 of the
Agreement.

After this time, your coverage will end. You may, however, have the option of continuing your
medical, dental and vision coverage under COBRA continuation (see Section 10.2 of the
Agreement for more details).

7. If You Are Suspended
ifyou are unable to work because of a suspension, you are entitled to the same benefits as if you were
laid off. Additionally, benefits under the sickness and accident plan will continue for the period of
suspension if it is not converted into a discharge.

G. COBRA Continuation

You and your family may continue your medical, dental and vision coverage at group rates in certain
instances where coverage would otherwise end. This is called COBRA continuation coverage. You must
pay the full cost of this coverage (see Section 10.2 of the Agreement for more details).

H. When You Reach Age 65 While Actively Employed

Whenyou reach age 65 while actively employed, you will continue to be covered under the Program. You
and any covered dependents will continue to receive full benefits under PIB Il until you retire.

ifyou enroll in Medicare while you are an active employee and are still covered by PIB Ill, Medicare will be
considered a secondary payer of benefits. Medicare may supplement the payments you receive from PIB
ll. If PIB Il pays more than Medicare would have paid, you will not receive any additional reimbursement
from Medicare.

If your spouse reaches age 65 and enrolls in Medicare while you are actively employed, your spouse will
also continue to have primary coverage under PIB IlI.
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When You Retire

Employees who retire from the Company with 10 or more years of service under the Company’s pension
plan on other than a deferred vested pension, will be eligible for medical coverage under the retiree plan
(Program of Insurance Benefits for Eligible Pensioners and Surviving Spouses effective January 1, 1994).
The monthly premiums will be deducted from your pension check. Your basic life insurance will continue
until you reach age 62. At age 62, your basic life coverage will be reduced to $7,500. All other coverage
under PIB 1l ends on your retirement date. For more information on retiree benefits, contact the pension
administrator or the claims administrator (see “Who To Call For Benefit Information” phone numbers on
inside front cover).
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B.

Chapter 2
Basic Life Insurance Benefit Plan

How The Basic Life Insurance Plan Works

This chapter describes the benefits available to you and your family under the basic life insurance plan.
The basic life insurance plan helps you make financial provisions for your family in the case of your death.

In addition, the Company sponsors an optional life insurance plan and an accidental death and dismem-
berment pan (AD&D Plan). These plans allow you to purchase additional insurance coverage (refer to the
Ispat Inland ihc. Optional Life Insurance Plan and the Ispat Inland Inc. Accidental Death & Dismemberment
Plan for further details).

(See Section 1 of the Agreement for complete details of your coverage under the basic life insurance plan.)

If you die from any cause, the basic life insurance plan will pay a benefit to anyone you select. The amount
is determined as follows:

Classification Coverage
+ Full-time* bargaining-unit $25,000
employee
« Pension Plan Retiree $25,000 to age 62
$ 7,500 at and after age 62
* Retiree with a Deferred $0 (you may convert to an indi-
Vested Pension vidual policy. See Sections 1.5,

9.20 and 9.23 of the Agreement
for more detalils).

» Total disability for more than $25,000
6 months but not retired

* See Section 9.1 of the Agreement for information about part-time employees.
Beneficiary Designations
Your beneficiary is the person (or persons) you name to receive your benefit in the event of your death.

Your beneficiary may be anyone you choose unless you have a court order which says you must name
a specific beneficiary (for example, a former spouse).

You also have the right to make an absolute assignment of your life insurance subject to certain re-
strictions. In an absolute assignment, you give away the ownership of your policy to another person. It
is called absolute because once you have done it, you cannot change your mind. Neither the Company,
the Plan Administrator nor the insurance company assume any responsibility for an assignment. It is
recommended that you check with a lawyer if you are considering assignment. Contact your Employee
Benefits Office for more details.

You have the option of changing your beneficiary or beneficiaries at any time by completing a Change of
Beneficiary Form. This change will be effective on the date your Employee Benefits Office receives your
properly completed form. Please be sure to keep this designation up to date.

If your designated beneficiary is not alive (or if you did not designate a beneficiary), your basic life insurance
plan benefits will be paid to the first of the following who is living:
e your spouse,
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« your children (in equal shares),
» your parents (in equal shares),
» your brothers and sisters (in equal shares).

If none of your relatives listed above are alive when you die, your basic life insurance benefits will be paid
to your estate.

How Benefits Will Be Paid

Basic life insurance plan benefits will be paid in one check, unless you have selected an alternative method
of payment (i.e., installments). If you select an alternative payment method, your beneficiary cannot
change your selection. If you do not select an alternative payment method, your beneficiary has the option
to do so after your death.

Conversion Privileges

If your coverage under the plan would otherwise end or be reduced because of a layoff, leave of absence,
disability, termination of employment, or retirement, you may have the right to convert to an individual policy
(see Sections 9.20 - 9.23 of the Agreement for more information).
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Chapter 3
Sickness and Accident Benefit Plan

A. How The Sickness And Accident Plan Works

The sickness and accident plan provides you with a continuing weekly income if an injury, illness, or a
maternity condition prevents you from working.

Weekly income benefits are payable to you during a period of disability for up to 104 weeks, depending on
your length of service with the Company, and other circumstances. You must remain under the care of an
authorized provider. (See Section 2.0 of the Agreement for more information.)

In order for you to be eligible for benefits and to begin receiving them in a timely manner, the Company
must receive written notice of your claim within 21 days after your disability begins. If it is impossible for
you to notify the Company within this time, the Company may waive this requirement as long as you can
show reasonable justification for why you could not do so (see Section 2 of the Agreement for additional
information).

B. When You Receive Benefits

Your sickness and accident benefits will be payable from:

» the first day you are unable to work due to an accident;

» the first day of hospital confinement;

» the eighth day of a disability due to an illness or maternity condition except if hospitalized;

» theseventhdayif you have outpatient pre-admission testing within 5 days of your hospital confinement;
or

e the first day following an outpatient surgery.

You will also receive sickness and accident benefits during certain other absences from work due to
medical reasons. Specifically, if you are disabled because you donated a vital human organ or tissue to
another person in a transplant operation, you will be considered on a disability due to illness. Your
disability will be considered to have started when you went into the hospital.

C. Duration of Benefits

Years of Continuous Service Weeks of

When Absence Begins Benefits
Less than 6 months *

6 months but less than 2 yrs. 26

2 yrs. but less than 20 yrs. 52

20 yrs. or more 52+

* Benefits are payable for up to one week for each full week of continuous service

The 100% benefit begins the third week of disability - 15" day, (see Section 2.2 of the Agreement for
complete details).

If both of the following apply to you, you will be eligible for an additional 52 weeks of sickness and accident
benefits for each continuous disability:

» you have 20 or more years of continuous service as of your last day worked; and

* you are not permanently disabled and your doctor certifies that you will be able to return to work.

If you have more than one disability from the same or related causes, and these disabilities are
separated by less than 2 weeks of continuous active work with the Company, all of these disabilities
combined will be considered one period. If it is clear that these disabilities are from unrelated causes,
they will be considered different disability periods for purposes of determining the maximum benefit
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payable (see Section 2.3 of the Agreement for more details).
D. Amount Of Sickness And Accident Benefit Payable

Theamount of weekly benefits you are eligible for under the sickness and accident plan is determined by
your insurance classification.

Below is a schedule which shows the weekly sickness and accident benefit payable:

Insurance Weekly Benefit

Classification* At 100% At 60%

1-4 $472 $283.20

5-10 $498 $298.80 (includes all Fleet Local 5000 employees)
11-16 $524 $314.40

17-23 $550 $330.00

24-29 $576 $345.60

30 + $602 $361.20

*Based on Job Class in effect August 1, 1999

Your weekly benefit will be reduced by amounts received from worker's compensation or any other occu-
pational disease law. If, however, you continue to be eligible for benefits beyond 6 consecutive weeks, your
weekly benefit from the sickness and accident plan will not be reduced by more than 75% of the worker’'s
compensation amount for weeks 7-26 and 85% for weeks beyond 26.

Example:

Let's suppose you become disabled. If your insurance classification is 15 you would be entitled to $524
per week. However, let's suppose you are also entitled to benefits from worker’s compensation of $400
a week. For the first 2 weeks of your disability, you would receive only the $400 from worker’s compen-
sation since your sickness and accident benefit is at 60% or $314.40. After this 2 week period, you would
be entitled to an additional amount which is calculated as follows:

» Scheduled benefit $ 524
« worker’s compensation benefit $ 400
* sickness and accident benefit $ 124

Therefore, after your second week, you would receive $524 in weekly benefits:
($400 + $124)

After 6 weeks, your scheduled benefit of $524 would be reduced by 75% of $400, or $300 for a sickness
and accident benefit of $224 or a total benefit of $624 ($400 + $224).

After you have been receiving a sickness and accident benefit for 26 weeks of continuous disability, this
benefit may be reduced. Your weekly benefit will be reduced by any income (converted to a weekly
amount) you are entitled to receive for the same period from Social Security (disability or non-disability).
This offset happens whether or not you apply for these benefits and as long as you are entitled to them.
Thus, you should be sure to apply for these benefits. For assistance, contact your local Employee
Benefits Office.

Thereis one exception. If you are eligible for sickness and accident benefits for 26 weeks, you may send
witten proof to your local Benefits Office that you have applied for Social Security benefits within the first
15weeks of your disability. If, after 26 weeks, you do not begin receiving these Social Security disability
benefits, you may be entitled to your full benefit under the sickness and accident plan. These unreduced
payments will continue until the earlier of the date your Social Security disability benefits begin or the date
34 weeks of sickness and accident benefits have been paid, provided you agree to repay any overpayments
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of sickness and accident benefits resulting from the receipt of Social Security benefits.

You may be entitled to receive sickness and accident benefits during a period of suspension if your sus-
pension does not result in a discharge (see Section 2.8 of the Agreement for more information).

What Is Not Covered

Benefits are not payable for illnesses or injuries resulting from employment outside of the Company,
including self-employment (see Section 2.5 of the Agreement for more details).

Right to Recovery

Individuals receiving benefits under provisions of the program are required to subrogate their rights to
payment of any reimbursements received as a result of an action against a third party.

Any individual receiving benefits under the Plan agrees that his or her rights to any recovery or payment
personally or for the account of such individual (including any covered dependent) arising out of any legal
action of settlement (other than claims against the employee’s or dependent’s personal coverage for which
he/she pays premiums) thereof (including any settlement prior to the institution of legal action) are
subrogated to the rights of the Plan as provided hereunder. By filing a claim, he/she acknowledges and
agrees (for themselves and any covered dependents) that the right to subrogation of the Plan is the right
to be fully reimbursed for all payments paid by or on behalf of the Plan, from the first dollar paid by any
source or sources of any recovery (whether deemed for personal injury or reimbursement of medical
payments for any other reason) up to and including the full extent of payments made or benefits provided
by oron behalf of the Plan, irrespective of whether any covered dependent has recovered for all or any part
ofhis or her claim for personal injury or other damages and expenses arising therefrom or related thereto.
He/she has the responsibility of (i) notifying the Plan promptly upon making claim against any party for any
personal injuries, damages or expenses related in any way to the subrogation rights provided hereunder
or receiving any settlement, court decision or payment related to such claim and (ii) cooperating with the
Plan (including (a) promptly providing any information reasonable requested related to any such claim and
(b) assisting the Plan in perfecting its subrogation rights). Any failure to promptly notify and cooperate with
the Plan with respect to its subrogation rights hereunder shall make the participant subject to appropriate
disciplinary action, including discharge.
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Chapter 4
Health Care Benefit Plan

How The Health Care Plan Works

The health care plan provides financial assistance when you or your family become sick or injured. You
may also have the option of choosing a Health Maintenance Organization (HMO) if one exists in your area.
(See Section 9.5 - 9.8 of the Agreement for more HMO information.)

The benefits you receive from the health care plan depend on whether you use the plan properly:

» Medical benefits are subject to the limitations of the health care plan.

* Some medical expenses are not covered.

* You will have greater out-of-pocket costs if you use an out-of-network provider in a location where
networks exist.

» Expenses covered by other benefit plans such as worker's compensation are not covered under the
health care plan.

» Services and supplies are covered only if they are medically necessary.

»  Experimental procedures and treatments are not covered under the health care plan.

PIB IIl generally provides 80% coverage for physician services or 90% for hospital services of allowed
charges after you meet a deductible of $150 per person or $250 per family. You pay the remaining 20%,
or 10% of hospital services, until you have satisfied the annual co-payment maximum. The annual co-
payment maximum is $600. If you use an out-of-network provider in a location where networks exist, your
family deductible is $300, the annual co-payment maximum is $750, and your hospital co-payment
percentage is 30%. (See Section 3.2 (b) of the Agreement for more deductible and co-pay information.)

Once you have met the annual co-payment maximum, the health care plan will cover 100% of allowed
charges.

The following types of health care expenses are covered by the health care plan:

* hospitalization;

« confinements in an approved rehabilitative facility, skilled nursing facility or hospice;

* home health care;

* most physicians’ charges for services performed in a hospital as an inpatient or an outpatient;
» routine physicals; and

« well baby care.

How Your Benefits Can Be Affected

How much of your health care costs are paid by the health care plan depends in part on you. You can
minimize your financial responsibilities by being aware of and following the requirements of the health care
plan.

1. Managed Care Programs

Thereare certain programs in the health care plan designated as “managed care programs” that require
you to follow certain rules when you seek treatment. If you don't follow these rules, you may incur a
financial penalty of $300 when your claims are paid. Managed care programs include:

» pre-admission review (see “Who To Call For Benefit Information” phone numbers on inside front
cover) before you go into the hospital (or a birthing center) as an inpatient, and continued stay
review while you are hospitalized (see Sections 3.7 and 3.8 of the Agreement);

*  mandatory outpatient surgery for certain surgical procedures (see Section 3.15 of the Agreement);

» Friday and Saturday hospital admission restrictions (see Section 3.40(e) of the Agreement); and

» pre-admission testing before an inpatient admission (see Section 3.21 of the Agreement).
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Allowed Charge

You may be responsible for paying the difference between the provider's (e.g., physician’s, podiatrist’s)
actual charge and the allowed charge. The allowed charge is based on either a local or a national fee
schedule of reasonable and customary charges by physicians for the same procedures in the same
geographic location.

In-Network Providers

The Company has networks of health care providers in Northwest Indiana and the Chicago area and
other geographic areas through a nationwide network. These networks of doctors, hospitals and clinics
have contracted with the Company or the Company’s agent to provide services at or below certain
agreed-upon rates. If you use an in-network provider you are not responsible for paying any amount
above the alloned charge. Contact the claims administrator (see “Who To Call For Benefit Information”
phone numbers on inside front cover) to determine whether or not your provider is an in-network
provider.

Catastrophic Case Management

Forcertain types of illnesses and injuries, it is important to have the patient’s treatment plan carefully
managed. Examples of conditions for which case management is available are: AIDS, multiple
sclerosis, neonatal high risk infants, severe burns and spinal cord injury.

If the patient’s condition is suitable for catastrophic case management, the pre-admission review
administrator will generally advise you, or you can request it by contacting the claims administrator
(see “Who To Call For Benefit Information” phone numbers on inside front cover) (see Section 3.22 of
the Agreement for more details).

Plan Maximums

Certain types of health care expenses are subject to maximum limits each year by the health care
plan. There are dollar limits, day limits and frequency limits on certain benefits. All maximums are
accumulated by individual, not by family.

The health care plan’s maximums are noted below:

«  $1,250,000 lifetime maximum medical benefit, except that benefits for out-of-network providers are
limited to $500,000.

» 365daysin the hospital per admission if you have less than 10 years of service (see Section 3.10
of the Agreement)

» 730 days in the hospital per admission if you have 10 or more years of service (see Section 3.10
of the Agreement)

e $150 per day maximum benefit for inpatient hospice charges

e $500 per year maximum benefit for recurrent or related operations performed in an office or
outpatient setting

e 240 hours per year maximum for services of a private-duty licensed practical nurse (LPN).
Services in excess of 240 hours are payable at 50%

» Replacement of artificial limbs or other prosthetic appliances (after 5 years of installation)

»  $1,000 per ear in a five-year period maximum benefit for hearing aids and related examinations.
Replacement hearing aid(s) if at least 5 years have passed and previous hearing aids are
unserviceable.

»  Approved Skilled Nursing Facility
- 365 days per admission maximum benefit (see Section 3.23 of the Agreement f o r

details)
- 2physician’s visits in a seven-day period but the physician cannot be employed by the facility
(see Section 3.54 of the Agreement)
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Home Health Care Agency
- 100 visits per calendar year
- 10 physician’s visits per year

Any individual who meets their lifetime maximum who has had an organ transplant procedure on or
after August 1, 1999, will have their lifetime maximum increased by the amount of benefits paid for the
transplant procedure.

C. What Is Covered Under The Health Care Plan

1.

Physicians’ Services Under The Health Care Plan

Charges for licensed physicians’ services performed in the hospital when you are an inpatient or an
outpatient, medical and surgical consultations, and office visits are covered under the health care plan.
After you have met your deductible, reimbursement of allowed charges is made at 80% until you have
reached your co-payment maximum. Thereafter, you are reimbursed at 100% of allowed charges.

()

(b)

Surgical and Organ Transplant Benefits and Services
Payment for necessary surgery is normally covered under the health care plan.

To be covered, all surgery and related procedures must be performed by a licensed surgeon or,
when appropriate, by a podiatrist or doctor of dental surgery, and must be medically necessary.

If the same or related surgeries are performed in a doctor’s office or outpatient setting for the same
illness or injury, there is a $500 limit each calendar year for each illness or injury.

Payment is also provided for assistant surgeons and stand-by surgeons for angioplasties and
caesarean sections.

Organ transplant benefits are provided under the health care plan. Organ transplants are covered
as any other surgical procedure and are subject to plan deductibles, copayments and benefit
maximums. Transplant benefits under the Plan are provided regardless of whether the individual
covered under the Plan is the recipient or donor, and benefits for covered services will be provided
for both. See Section 3.46 of the Agreement for additional information.

Second Surgical Opinions
Benefits are provided under the health care plan for second or third surgical opinions when done

by a doctor who does not perform the surgery. Any diagnostic laboratory tests or x-rays ordered
as necessary to form the opinion are also covered.
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(©)

(d)

(e)

(f)

@)

(h)

(i)

()

Diagnostic Examinations

Benefits are provided under the health care plan for most diagnostic examinations (such as
metabolism testing, laboratory examinations, allergy testing, etc.) if performed or ordered by a
licensed physician (see Sections 3.61 - 3.62 of the Agreement for more information).

Diagnostic X-Ray And Ultrasound Benefits

Benefits are provided under the health care plan for diagnostic x-ray and ultrasound services when
needed for the diagnosis of illness or injury (see Sections 3.59 - 3.60 of the Agreement for more
information).

Anesthesia

The health care plan covers the administration of anesthesia, provided either in or out of a hospital.
All anesthetics must be administered and billed by a licensed physician or CRNA who is not an
employee of, nor paid by, a hospital, laboratory or other institution that bills for the anesthesia (see
Section 3.56 of the Agreement for more information).

Radiation Therapy And Chemotherapy

You are covered under the health care plan for certain types of chemotherapy, treatment by x-ray,
radium, external radiation or radioactive isotopes, including the cost of materials. To be covered,
the services must be performed and billed by the licensed physician in charge of your case.
Services can be provided either in or out of the hospital (see Sections 3.57 - 3.58 of the Agreement
for more information).

Emergency Treatment

In case of either an accidental or a medical emergency, you are covered under the health care plan
if the treatment you receive is performed by a licensed physician (see Sections 3.63 - 3.64 of the
Agreement for more details).

Obstetrical Treatment

Benefits are provided under the health care plan for you or a female dependent for physicians’
services related to having a baby. Benefits are also provided for the routine examination of a
newborn (in the hospital after delivery) by a physician other than the one who made the delivery.
Physicians’ Services In A Skilled Nursing Facility

Benefits are provided under the health care plan for 2 visits by a physician in any seven-day period
provided that the physician is not an employee of the facility (see Section 3.54 of the Agreement
for more information).

Home Health Care Agency Visits By A Physician

Benefits are provided under the health care plan for up to 10 home visits by a physician in a
calendar year.
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Hospital And Related Benefits Under The Health Care Plan

In order to maximize your hospital and related benefits, it is important that you follow the necessary
managed care rules. These rules include such procedures as getting your admission pre-approved by
the pre-admission review administrator for the health care plan and having certain surgeries performed
on an outpatient basis (see Sections 3.7, 3.15, 3.21 of the Agreement for more details). After you have
met the appropriate deductible and before you have reached your annual co-payment maximum,
reimbursement is made at 90% of allowed in-network hospital charges, 70% of allowed out-of-network
hospital charges, and 80% of allowed hospital charges in locations where no networks exist, until you
have met your annual co-payment maximum. Thereafter, reimbursement is made at 100% of allowed
charges.

(a)

(b)

Inpatient Benefits

The health care plan covers the cost or the contracted amount (subject to deductible and co-

payments) of a semi-private hospital room, board, medical services and supplies while you are in

the hospital, including:

 special care units (e.g., intensive care or cardiac care unit);

* prescription drugs and prescription medicines dispensed by a licensed pharmacist and issued
while you are in the hospital;

« diagnostic examinations for inpatient admission when diagnosing a specific illness or injury while
you are in the hospital;

« x-ray and laboratory services while you are in the hospital; and

 anesthetics.

If you are an employee with less than 10 years of continuous service, hospital charges are covered
up to a maximum of 365 days in a semi-private room for each confinement in a hospital.

If you are an employee with 10 or more years of continuous service with the Company, you are
covered for up to 730 days in a semi-private room for each confinement in a hospital.

No matter what your length of service, if you leave the hospital and are readmitted within 90 days
it is considered the same confinement -- whether it is for the same or a different condition.

If you take a private room in a hospital, you will be entitled to benefits equal to semi-private room
rates. You will, however, have to pay the extra cost of the private room. If a private room is
determined to be medically necessary the excess cost of the private room is covered.

Outpatient Benefits

Sometimes you may require medical services and supplies without needing to be admitted to a
hospital. Outpatient settings include the outpatient department of a hospital, an ambulatory care
facility, a free-standing outpatient facility, or a doctor’s office. Certain surgical procedures will be
subject to a $300 penalty unless they are performed on an outpatient basis (see Section 3.15 of
the Agreement for a list of these procedures).

Covered charges for outpatient surgery include facility charges and surgical supplies (including

anesthesia supplies) (see Sections 3.13 - 3.17 of the Agreement for more details regarding covered
benefits).
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(©)

(d)

(e)

(f)

(@)

Birthing Centers

Care in an accredited birthing center is also covered under the health care plan. (See Section 3.37
of the Agreement for further information.)

Approved Skilled Nursing Facilities

If you are admitted to an approved skilled nursing facility, benefits will be provided for a semi-private
room and all other services provided by the facility for up to 365 days, if you:

« are recovering from an acute iliness or injury;

« are confined to a bed with a long-term illness or injury; or

* have a terminal condition.

If you take a private room in an approved skilled nursing facility, you will be entitled to benefits.
You will, however, have to pay the extra cost of the private room.

The health care plan will pay for a second stay for the same or an unrelated cause once 90 days
has passed since your last discharge (see Sections 3.23 - 3.28 of the Agreement for additional
information, including a definition of an approved skilled nursing facility, and what is not covered
under this benefit).

Home Health Care Agency Benefits

Sometimes an individual is confined to the home and requires the services of a home health care
agency. The health care plan pays for up to 100 home health care agency visits and 10 visits by
a physician in a calendar year. The health care plan also covers most supplies and equipment
required for home treatment.

To be covered, home health care services must be performed or supervised by a licensed
registered nurse (RN) or a licensed practical nurse (LPN). The nurse must be administering a
treatment established and reviewed by your doctor (see Section 3.29 of the Agreement for the
complete list of covered home health care services).

The senvices of a home health care agency must be prescribed by your doctor. Keep in mind that
your 100-visit limit includes visits for all home health care services combined. A visit is one
contact by a professional for eight hours or less, therefore multiple visits can be charged on the
same day.

(See Sections 3.29 - 3.32 of the Agreement for additional information, including a definition of an
approved home health care agency, and what is not covered under this benefit.)

Hospice Care Benefits
Hospice care refers to a coordinated plan of home and inpatient care specifically designed for a
terminally ill patient. It is designed to help the family cope with the stress of dealing with a loved

one’s terminal illness.

The base plan limits the room benefit to $150 a day. Certain other expenses are covered at 100%
(see Section 3.36 of the Agreement for details.)

It is important to remember to contact the claims administrator (see “Who To Call For Benefit

Information” phone numbers on inside front cover) to determine if a hospice is an approved facility.
Kidney Dialysis Benefits
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Kidney dialysis benefits are provided under the health care plan. If dialysis is due to end-stage
renal disease, secondary coverage only will be provided once primary coverage is available through
Medicare (enroliment is required) (see Sections 3.35 and 8.6 - 8.9 of the Agreement for additional
information).

3. Other Expenses Covered Under The Health Care Plan

After you have met your deductible, reimbursement of charges is generally made at 80% of allowed
charges until you have met your annual co-payment maximum. Thereafter, you are generally
reimbursed at 100% of allowed charges.

(a) Ambulance - Ambulance transportation, if it is medically necessary (including transportation by
air).

(b) Artificial Limbs or Artificial Eyes - An original artificial arm, leg or eye(s) and one replacement
after five years if the original is not serviceable. For a dependent child, replacements will be
covered more frequently if needed to keep up with the child’s growth.

(c) Blood - Blood transfusions and blood administration costs, including the cost of blood and blood
plasma above 3 pints unless it is donated or replaced.

(d) Durable Medical Equipment - The rental (or purchase, if it is more cost effective) of durable
medical equipment, if it is medically necessary.

(e) Eyeglasses - Following cataract surgery, up to 2 pairs of eyeglasses or contact lenses and
examinations.

(f) Hearing Examinations and Hearing Aids - Hearing aids and the related examinations. The
benefit maximum is $1,000 per ear in any period of 5 consecutive years. Replacement hearing
aid(s) if at least 5 years have passed since aid(s) being replaced were purchased, and previous
aid(s) are unserviceable.

(g) Immunizations - Routine immunizations are covered. If the immunizations are being given for
travel outside of the United States they are not covered.

(h) Physicians’ Services - Received in an office setting and medical or surgical consultations, either
in or out of the hospital. And the following when operating withing the scope of their license or
certification and under the direction of a licensed physician: certified registered nurse anesthetists
(CRNASs), physician’s assistants (PAs), or nurse practitioners (NPs).

(i) Physical Therapy - Services performed in a doctor’s office or clinical setting.

(i) Nursing Services - The services of a private-duty registered nurse (RN) whether in or out of a
hospital. Services of a private-duty licensed practical nurse (LPN) are covered while in the
hospitd. If you are out of a hospital, LPN services are payable for the first 240 hours of service in
a calendar year. After 240 hours of LPN service, services will be payable at 50%.

If the nurse (RN or LPN) is part of the patient’s immediate family, there is no coverage.

(k) Oxygen - Oxygen and its administration.

() Well Baby Care - Charges for a newborn for routine pediatric checkups for the first 12 months of
life.

D. What Is Not Covered Under The Health Care Plan

There are certain medical services and supplies which the health care plan does not cover (see Sections
3.40 and 3.66 of the Agreement for more details).

Al8 PIB Il



Right to Recovery

Individuals receiving benefits under provisions of the program are required to subrogate their rights to
payment of any reimbursements received as a result of an action against a third party.

Any individual receiving benefits under the Plan agrees that his or her rights to any recovery or payment
personally or for the account of such individual (including any covered dependent) arising out of any legal
action of settlement (other than claims against the employee’s or dependent’s personal coverage for which
he/she pays premiums) thereof (including any settlement prior to the institution of legal action) are
subrogated to the rights of the Plan as provided hereunder. By filing a claim, he/she acknowledges and
agrees (for themselves and any covered dependents) that the right to subrogation of the Plan is the right
to be fully reimbursed for all payments paid by or on behalf of the Plan, from the first dollar paid by any
source or sources of any recovery (whether deemed for personal injury or reimbursement of medical
payments for any other reason) up to and including the full extent of payments made or benefits provided
by or on behalf of the Plan, irrespective of whether any covered dependent has recovered for all or any part
ofhis or her claim for personal injury or other damages and expenses arising therefrom or related thereto.
He/she has the responsibility of (i) notifying the Plan promptly upon making claim against any party for any
personal injuries, damages or expenses related in any way to the subrogation rights provided hereunder
or receiving any settlement, court decision or payment related to such claim and (ii) cooperating with the
Plan (including (a) promptly providing any information reasonable requested related to any such claim and
(b) assisting the Plan in perfecting its subrogation rights). Any failure to promptly notify and cooperate with
the Plan with respect to its subrogation rights hereunder shall make the participant subject to appropriate
disciplinary action, including discharge.

Examples of How The Health Care Plan Works
Let's look at some examples of how the health care plan works.
In-Network

Suppose you incur the following expenses from in-network providers for a covered illness which requires
surgery and a hospital stay:

Kind of Expense Allowed Charge

» Hospital room and board (5 days

at the semi-private rate of

$250/day) $ 1,250
«  Other hospital charges $ 500
e Anesthesia $ 400
» Surgeon’s fee $ 1,000
» Assistant surgeon’s fee $ 300
» Doctor’s visits in the hospital $ 200
« Radiologist’s charges $ 100
» Injections charged by the doctor $ 50
e Total allowed charges $ 3,800

The total $3,800 of allowed charges for the above listed expenses would be paid by the health care plan,
subject to deductibles and co-payments, provided you followed all of the managed care rules.

Now let’s look at how much you pay and how much the health care plan pays:

e Total allowed charges $ 3,800
e Less: individual deductible $ _(150)
* Remainder subject to co-payment $ 3,650
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You must pay:

« Hospital (10% x $1,600) $ 160

»  Doctor/other (20% x $2,050) $ 410
e  Total co-payment $ 570
e Total deductible $ 150

e  Total payment $ 720
The Plan pays:

e Hospital (90% x $1,600) $ 1,440

e Doctor/other (80% x $2,050) $ 1,640
«  Total payment $ 3,080

Thus, of the total in-network charges of $3,800, the health care plan pays $3,080 and you pay $720. You
have met your individual deductible for the calendar year, as well as $570 of the total $600 family co-
payment maximum. Your family would still be subject to $100 of additional deductible ($150 for out-of-
network providers in locations where networks exist) and $30 of additional co-payment (or $180 for out-of-
network providers in locations where networks exist).

QOut-of-Network

Nowlet's assume you incur the same types of expenses from out-of-network providers in a location where
networks exist:
Kind of Expense Allowed Charge
e Hospital room and board (5 days
at the semi-private rate of

$250/day) $ 1,250
»  Other hospital charges $ 500
» Anesthesia $ 400
*  Surgeon’s fee $ 1,000
» Assistant surgeon'’s fee $ 300
« Doctor’s visits in the hospital $ 200
« Radiologist’s charges $ 100
» Injections charged by the doctor $ __50
e Total allowed charges $ 3,800

The total $3,800 of allowed charges for the above listed expenses would be paid by the health care plan,
subject to deductibles and co-payments, provided you followed all of the managed care rules (i.e., pre-
admission review).

Now let's look at how much you pay and how much the health care plan pays:

e Total allowed charges $ 3,800
e Less: individual deductible $ (150)
* Remainder subject to co-payment $ 3,650

You must pay:
* Hospital (30% x $1,600) $ 480

»  Doctor/other (20% x $2,050) $ 410
«  Total co-payment $ 890
e Maximum total co-payment $ 750
« Additional expenses paid by Plan $ 140
» Total deductible $ 150

» Total co-payment $ 750
«  Total payment $ 900
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The Plan pays:

Hospital (70% x $1,600) $ 1,120

Doctor/other (80% x $2,050) $ 1,640
Additional Payment $ 140
Total payment $ 2,900

Thus, of the total in-network charges of $3,800, the health care plan pays $2,900 and you pay $900. You
have met your individual deductible for the calendar year, as well as the $750 family co-payment maximum.
Your family would still be subject to $100 of additional deductible ($150 for out-of-network providers in
locations where networks exist).

This example assumes that all doctor’s fees were within the allowed charges. If any of the doctors charged
more than the allowed charge, the amount over the allowed charge would be the employee’s responsibility
and would not satisfy any of the deductible or co-payment responsibilities.

G. What Should | Do If...?

1.

| Want To Go To An Out-Of-Network Doctor In An Area Where A Network Exists?

You should carefully review the disadvantages of your choice:

* If you select an out-of-network doctor or hospital, your benefits will be paid according to the
allowed charges in the network area. If charges exceed the allowed charges, you will be
responsible for paying the difference, in addition to any deductible and co-payment applied.

* If you use an out-of-network doctor or hospital in the network area, reimbursement will be made
to you instead of to the provider and you will be responsible for paying the provider.

*  The out-of-network family deductible is $300, the out-of-network coinsurance maximum is $750.

| Get A Divorce?

Contact the claims administrator (see “Who To Call For Benefit Information” phone numbers on inside
front cover).

Provide them with the effective date of your divorce and a copy of your divorce decree. It will be used
as the basis for making changes to your covered dependent(s) record.

| Have A Baby?

Telephone the claims administrator (see “Who To Call For Benefit Information” phone numbers on
inside front cover) with the name and date of birth of your newborn and provide a copy of your child’s
birth certificate as soon as it becomes available to you.

Note: Your child’'s newborn charges will automatically be paid; however, all subsequent charges will
be pended until a birth certificate has been received by the claims administrator.

I Am Told | (Or One Of My Dependents) Need Surgery?

You must do 3 things:

» Make sure you (or your dependents) are covered,

» Make sure that the surgery is being performed in an appropriate setting; and

« Make sure you (or your dependents) comply with all of the health care plan’'s managed care
provisions.
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Here’s how you accomplish these 3 things:

Callthe claims administrator (see “Who To Call For Benefit Information” phone numbers on inside
front cover) to confirm your (or your dependents) coverage under the health care plan.

Call the pre-admission review administrator (see “Who To Call For Benefit Information” phone
numbers on inside front cover) to determine if the surgery will be done on an inpatient basis, or if
the surgery must be performed on an outpatient basis.

If the pre-admission review administrator determines that your surgery is not covered under the
health care plan, you have the opinion of obtaining additional written information from your
physician regarding the planned procedure and medical necessity. This information should be sent
to the attention of Medical Review at the claims administrator, which will determine if the planned
surgery is covered under the health care plan.

While it is not a plan requirement, benefits are provided for a second or, where necessary, a third
surgical opinion.

Check with your surgeon to see if he or she and the hospital they intend to use are in-
network. If you are using an out-of-network doctor request his or her fee and procedure codes.
The claims administrator can tell you if he or she is within the allowed charge fee schedule.
Remember that your family deductible and copayment maximums are higher when using out-of-
network doctors and hospitals. You will be responsible for all amounts above the allowed charges
of other medical providers (anesthesiologist, radiologist, etc.) when you use an out-of-network
primary (admitting) doctor and hospital.

| Go To The Mayo Clinic?

In order to be reimbursed for food and lodging expenses for medical services received at the Mayo
Clinicin Rochester, Minnesota, you must collect and keep your receipts, attach them to a completed
medical claim form and send them to the claims administrator. Keep a copy for your records.
Expenses will only be reimbursed for:

food and lodging expenses related to medical services received at the Mayo Clinic, up to $100 per
day.

the patient receiving care (unless the patient is an eligible dependent child, in which case food and
lodging for an adult who accompanies the child is also reimbursable under the $100 limit); and
lodging for the rumber of days equal to the number of days you were registered at the Mayo Clinic.

Charges for other than food or lodging (e.g., telephone charges, cable television charges) are not
covered by the health care plan.
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Chapter 5
Prescription Drug Benefit Plan

A. How the Prescription Drug Plan Works

This chapter describes the benefits available to you and your family under the prescription drug plan, a
managed care program that is a part of your health care benefit plan. If you elect to participate in a Health
Maintenance Organization (HMOQ) then you are not eligible for the prescription drug benefits in this plan.

The Company has contracted with a prescription drug vendor (referred to as the prescription drug benefit
manager) to provide a mail service program for the purchase of maintenance medication for up to a 60-day
supply and a retail pharmacy network program for the purchase of drugs that will be taken for 30 days or
less. The prescription drug benefit manager also reimburses you for any retail prescription drug purchases
you make from out-of-network pharmacies.

The plan requires that you pay only a co-payment for each prescription at the time of your purchase, as
long as you use the mail service program or you use your pharmacy card at a network pharmacy. The
amount of your co-payment is based on whether you buy a generic drug, a brand name drug that doesn't
have an identical generic equivalent available, or a brand name drug that has an identical generic equivalent.
Your plan is a mandatory generic program. Since generic drugs cost generally two-thirds less than brand
name drugs, the program provides a financial incentive for you to choose generic drugs whenever possible;
your co-payment for generic drugs will be smaller. Your doctor must specify the generic or “OK to
substitute” on the prescription and you must indicate your agreement to accept the generic drug when
ordering.

B. Annual Deductible
There are no annual deductibles in this program.

C. Co-Payments Required

Retail

Mail Stop Pharmacy Annual Stop Loss
Drug Service Loss Program Person Family
Generic $5.50 NONE 10% $500 $750
Brand, No Generic
Available $13.75 NONE 30% $500 $750
Brand, Generic
Available* 100% NONE 100% NONE NONE

* Brand name drugs will not be covered unless the physician submits satisfactory clinical
evidence to the prescription drug benefit manager that the person cannot take the generic. Ifit
is authorized by the prescription drug benefit manager, the co-payment is $18.00 at mail service and 40%
at a participating retail pharmacy.

Out-of-Network purchases of generic or brand, no generic available, must be paid for in full at the time of
purchase and are reimbursed at 50% of the full retail purchase price. The non-reimbursed portion does not
apply to your annual prescription drug stop loss.

The co-payments and stop losses in this program do not reduce or satisfy those elsewhere in your health
care benefit plan.
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D. Lifetime Maximums

Unless otherwise noted, benefits for prescription drugs are subject to a lifetime maximum of $250,000, as
well as the $1,250,000 lifetime maximum for all health care benefits ($500,000 out-of-network). Only
benefits received on or after January 1, 1994 apply towards either lifetime maximum.

For example, if you have received medical benefits of $1,150,000, exclusive of prescription drug benefits,
then your remaining lifetime benefit maximum is $100,000. Your overall lifetime maximum would be reached
before you could use the $250,000 lifetime maximum for prescription drugs.

E. How to Use the Mail Service Program

1.

Ask your doctor to prescribe ongoing medications for up to a 60-day supply, plus refills. If you need
to begin taking the medication immediately, ask for two prescriptions — one for a 14-day supply to be
filled at a retail pharmacy, and one to be sent to the mail service pharmacy. Ask your doctor to
designate the prescriptions as “May Substitute”.

Obtain a mail service order form and envelope by calling the prescription drug benefit manager’s toll-free
number (see “Who To Call For Benefit Information” phone numbers on inside front cover).

Complete the Health History section of the order form with your first order or anytime you need to
update your existing information.

Send the completed mail service order form, your original prescription(s) and the appropriate co-
payment(s) in the envelope. Please make sure you sign and complete all the information on the order
form.

You may charge your mail service co-payments to your charge card (see the mail service order form
for details).

Note: If you send prescriptions for multiple family members and list them on one order form, all
prescriptions will be processed together and if one is delayed, all will be delayed. In order to avoid
such a delay, be sure to fill out a separate order form for each family member.

The mail service pharmacy will promptly process your order and send your medications to you along
with instructions for ordering refills.

With your original prescription medication, you will receive a refill notice showing the number of times
your prescription may be refilled. To order refills send your refill notice and co-payment to the mail
service pharmacy or you may order refills by calling the prescription drug benefit manager’s toll-free
number (see “Who To Call For Benefit Information” phone numbers on inside front cover) (you must
have a valid existing refill available to phone-in your refill), or through the prescription drug benefit
manager’'s website.

F. How to Use Your Retail Pharmacy Program

1.

2.

Ask your doctor to designate the prescription(s) as “May Substitute”.

The nationwide retail pharmacy network includes major chains and independents. If you want to know
if a paricuar pharmacy is included in the network, call the prescription drug benefit manager’s toll-free
number (see “Who To Call For Benefit Information” phone numbers on inside front cover), or visit the
prescription drug benefit manager’'s website.

Ata participating pharmacy, present your identification card. The pharmacist will use a computerized
system to confirm your eligibility for benefits and determine your co-payment portion of the discounted
cost of your medication.
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4, The pharmacist will charge you a co-payment equal to a percentage of the discounted price.

5. At a non-participating pharmacy, you pay the full, non-discounted price of the prescription drug and
then file a claim form to receive reimbursement.

G. When the Ispat Inland Plan is not Your Primary Plan
1. If the prescription drug plan is your covered dependent’s secondary plan and prescrip tion drugs
are covered in their primary plan, benefits will be coordinated with the retalil pharmacy program
percentage schedule. Benefits otherwise payable will be reduced by benefits paid by the primary

plan.

2. [Ifyour dependent has primary coverage under another plan, they may file a claim with the Ispat Inland
plan by submitting a bill showing the full cost of the drug plus an EOB from the primary plan.

Your dependent is not eligible to use the pharmacy card. Your dependent may purchase drugs from
the mail service pharmacy by paying the full discounted cost.

H. What is Covered
The prescription drug plan covers medically necessary medications which require a prescription written by
a licensed physician or other lawful prescriber and dispensed by a licensed pharmacist pursuant to Federal
or State law. The prescription drug plan also covers prescriptions by licensed physicians for insulin,
disposable insulin syringes, and blood glucose testing agents/ strips.

Certain drugs are subject to managed drug limitations (quantity) to ensure safe and appropriate use.

Also, certain drugs must receive prior authorization in order to be covered under the plan. For approval, the
plan requires that clinical information provided by the prescribing physician meet prior authorization criteria.

The following drugs are subject to additional limitations:

(a) Coverage for non over-the-counter smoking cessation products, including nicotine skin patches and
nicotine gum, is limited to $700 in benefits paid per lifetime, and

(b) benefit payments for drugs prescribed for treatment of infertility are limited to $5,000 per lifetime.
I. Exclusions

The following are excluded:

(@) drugs that can be purchased over-the-counter without a prescription (except for insulin),

(b) birth control pills, unless they are prescribed to treat a condition or illness,

(c) experimental drugs,

(d) diet pills without a physician’s diagnosis of morbid obesity,

(e) vitamins,

() food and food supplements,

(9) refills of prescriptions older than one year, or
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(h) drugs prescribed for cosmetic purposes.
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Chapter 6
Mental Health and Alcohol/Substance Abuse
Treatment Benefit Plan
A. How the Mental Health and Alcohol/ Substance Abuse Treatment Benefit Plan Works

This chapter describes the benefits available to you and your dependents under the mental health and
alcohol/substance abuse treatment benefit plan (the MH/ASA plan). Coverage for these services is provided
exclusively through a third party administrator, the “network manager” (see “Who To Call For Benefit
Information” phone numbers on inside front cover).

if you or your covered dependents need services for mental health or alcohol/substance abuse problems,
you must contact the network manager at their toll-free number. Medically trained counselors are available
24 hours a day, seven days a week, to evaluate employee and dependent situations and refer them to
appropriate providers in their network.

If a patient is hospitalized in an emergency, without receiving a referral, the network manager must be
contacted within 48 hours (or 72 hours if the patient is in detox).

Participants who receive treatment from out-of-network providers must file a claim with the network manager
(see “Who To Call For Benefit Information” phone numbers on inside front cover) in order to receive a benefit
(see Sections 5.1 and 5.2 of the Agreement).
B. What is Covered for Mental Health Treatment
1. In-Network
In-network, benefits are provided upon referral for treatment in a network hospital, alternate or other sub-
acute care setting or approved treatment facility and the associated charges for services of licensed

physicians.

Upon referral from the network manager, outpatient care is covered when treatment is performed by a
physician, a clinical psychologist, a clinical social worker or psychiatric nurse specialist.

2. Out-of-Network

Out-of-network, benefits are provided for inpatient hospitalization in a legally constituted hospital and
for services of licensed physicians; alternate or other sub-acute care is not covered.

Out-of-network, outpatient care is covered when treatment is performed only by a licensed physician
or a licensed clinical psychologist.

Note: Services in connection with mental deficiency or retardation are not covered.
C. What is Covered for Alcohol and Substance Abuse Treatment

1. In-Network

In-network, benefits are provided upon referral for treatment in a network hospital or an Approved
Rehabilitative Facility or alternate care facility (including: Residential Care Center, Halfway House, and
Day Treatment Programs) and services of licensed physicians and medical services and supplies.

2. Out-of-Network
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Out-of-network, benefits are provided for hospitalization in an accredited hospital and services of
licensed physicians; alternate or other sub-acute care is not covered.

D. Medical Necessity

Prior to beginning any course of treatment, contact the “network manager.” Medical necessity is a
prerequisite to receiving benefits, in- or out-of-network.

E. Benefit Payment Levels

Annual Coinsurance Stop
Deductible/ Co-
payment Loss/
Person

Level Person
In-Network:
Inpatient $0 100% —
Alternate Care
(Inpatient or Outpatient) $0 100% —
Outpatient $0 $10/Office Visit —
Office Visits $0 $10/Office Visit —
Out-of-Network:
Inpatient $100* 50%/50% $1,000
Alternate Care
(Inpatient or Outpatient) *NO COVERAGE FOR ALTERNATE CARE**
Outpatient $100* 50%/50% None
Office Visits $100* 50%/50% None

* The total out-of-network deductible is $100/person.

F. Benefit Maximums

In-network, benefits for alcohol/substance abuse treatment are limited to a combined lifetime maximum
of $150,000 per covered individual, including any out-of-network benefits paid. Mental health and
alcohol/substance abuse treatment are part of your overall $1,250,000 lifetime maximum benefit for health
care.

Out-of-network benefits are subject to the following limitations:

ALCOHOL/SUBSTANCE ABUSE MENTAL HEALTH
Number Days Number stays Number Days
Per Year Per lifetime Per Year
Inpatient Up to 3 detox 2 30 Days

Up to 28 rehab
G. If the MH/ASA Plan is Your Secondary Plan

If the plan is secondary to another group health care plan, in-network benefits will be coordinated only if the
network manager (see “Who To Call For Benefit Information” phone numbers on inside front cover) is
contacted prior to care being rendered. Failure to contact the network manager will result in benefits of the
primary plan being coordinated with out-of-network benefits in the MH/ASA plan (see Section 5.7 of the
Agreement).
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H. lIspat Inland Employee Assistance Program
Ispat Inland's Employee Assistance Program (EAP) is available to counsel employees on a personal level.

The Employee Assistance Program Coordinator is located in the Ispat Inland Clinic. The EAP works closely
with the MH/ASA network manager to assure a coordinated activity for the employee’s benefit.
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Chapter 7
Dental Benefit Plan

A. How the Dental Plan Works

This chapter describes the benefits available to you and your family under the dental plan. The dental plan
helps pay for the cost of dental care for you and your family.

The dental plan pays a certain percentage of the fees listed in the most current dental fee schedule:
e 100% for routine and preventive services, and oral surgeries;

»  85% for basic services (such as fillings and x-rays) and orthodontic services; and

»  50% for major services (such as crowns and bridges).

The dental payment schedule is available from the dental claims administrator (see “Who To Call For
Benefit Information” phone numbers on inside front cover). It lists procedure codes, descriptions and the
amounts payable. For example:

In-Network Out-of Network

Employee Maximum
Procedure Amount Ispat Inland
Code Description Payable Pays
0120 Periodic oral examination $0.00 $13.00
0270 X-rays
Bitewing - single film $2.00 $5.00
0470 Diagnostic Casts $22.00 $16.00

B. Annual Dental Plan Deductible

The deductible is the amount of covered dental expenses you pay each calendar year before benefits from
the denta plan are payable. The annual deductible under the dental plan is $50 per family. For routine and
preventive services (those covered at 100%) you do not have to pay the $50 deductible before coverage
begins.

The $50 per family annual deductible which you have to pay under the dental plan cannot be used toward
any other deductibles required by the Program (e.g., under the health care plan).

If you choose to visit an in-network dentist, the $50 deductible will be waived. (See D below.)
C. Annual Dental Plan Maximums

The maximum benefit which the dental plan will pay for any covered person in-network is $2,000 and out-of-
networkis $1,500 in any calendar year. There are, however, certain expenses which are not applied toward
this maximum, including orthodontic services, oral surgery and expenses for dental services due to an
accident.

There is a separate lifetime maximum for orthodontic services, which is $2,100 for each covered individual.
Orthodontic services are covered for dependent children under age 19 only (see Section 6.6(f) of the
Agreement for more information). Special rules apply to the calendar year and lifetime maximums in
certain cases (see Section 6.1 of the Agreement).

Certain plan limitations apply to restorative, prosthodontic and orthodontic procedures (see Section 6.7 of
the Agreement for more information).
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D. In-Network Providers

The Company has taken steps to address dental cost increases without penalizing dental plan participants.
The Company has engaged the services of a network of providers who are under contract. If you go to a
dentistin this network, his or her charges for services will not exceed the amount allowed under the dental
plan. You are not liable for amounts in excess of what is allowed on the fee schedule for the procedure(s)
performed.

Payment for services within the network is made directly to the participating dentist. No deductible is
applied when the services are performed by an in-network dentist. A complete listing of participating
dentists in your area is available from the dental claims administrator (see “Who To Call For Benefit
Information” phone numbers on inside front cover).

Although receiving services from an in-network dentist can save you money, this does not prevent you from
obtaining service from other providers. However, it generally will be more expensive if you do.

E. Charges The Dental Plan Pays

1.

Routine and Preventive Procedures

The dental plan pays 100% of the charges listed in the fee schedule for routine and preventive services.
Routine and preventive services are not subject to the $50 deductible. Routine and preventive services
include routine oral examinations, space maintainers, fluoride treatment, and application of topical
sealants on certain molars for eligible dependents up to age 14 (see Section 6.6(a) of the Agreement
for a complete list of routine and preventive procedures).

These benefits count toward your $2,000/$1,500 yearly maximum.
Oral Surgeries

The dental plan pays 100% of the fee listed in the fee schedule for certain procedures related to oral
surgery, subject to the $50 annual family deductible. These procedures include the partial or complete
removal of impacted teeth (see Section 6.6(b) of the Agreement for a complete list of covered oral
surgical procedures).

These procedures do not count toward your $2,000/$1,500 yearly maximum.
Basic Services

The dental plan pays 85% of the fee listed in the fee schedule for basic services. Basic services are
subject to the $50 annual family deductible. Basic services include such procedures as full mouth x-
rays, injection of antibiotic drugs and treatment of gum disease (see Section 6.6(c) of the Agreement
for a complete list of covered basic services).

Basic services count toward satisfying your $2,000/$1,500 yearly maximum.
Major Services

The dental plan pays 50% of the fee listed in the fee schedule for major dental services. Major services
are subject to the $50 annual family deductible. Major dental services include bridgework and dentures
(see Section 6.6(e) of the Agreement for a complete list of covered major services).

Major services count toward satisfying your $2,000/$1,500 yearly maximum.
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5. Orthodontic Services

The dentd plan pays 85% of the fee listed in the fee schedule for the following orthodontic services for
each dependent child under age 19, subject to the $50 annual family deductible:

» diagnostic procedures (including x-rays);
« appliance therapy; and
» surgical therapy (the surgical repositioning of the jaw, facial bones and/or teeth).

These charges are not applied toward the $2,000/$1,500 yearly maximum. Orthodontic services are,
however, subject to an $2,100 lifetime maximum. To be covered, initial banding for orthodontic services
must happen before the dependent child turns age 19. Payment for services received can continue,
however, to the end of the month the patient reaches age 20 (see Section 6.6(f) of the Agreement for
more information).

6. Dental Services Due To An Accident

Dental services due to an accident are covered at up to 85% of the usual, reasonable and customary
charge after you have paid your $50 annual family deductible. Any routine and preventive services
incurred as a result of an accident are paid at 100%.

Charges for services due to an accident are not applied toward the $2,000/$1,500 annual maximum.
The accident must have happened while the patient was covered by the dental plan (see Section 6.6(d)
of the Agreement for more information).

F. Charges That You Pay

You are responsible for paying:

» the $50 annual family deductible for services received from out-of-network providers;

* any co-payments (for example, 15% of the fee in the fee schedule for basic services and
50% for major services);

» charges above those listed in the fee schedule or usual, reasonable and customary charg-
es if your dentist is not a participating provider;

» charges for non-covered items;

e charges above the $2,000/$1,500 per person annual maximum; and

» charges above the $2,100 per person lifetime maximum for orthodontic procedures.

G. Pre-Determination Of Benefits

If you expect charges for dental work to be $300 or more there is a special procedure to follow to (1) insure
that the procedures are necessary, covered and authorized, and (2) determine how much out-of-pocket
expense you will incur.

Your dentist must complete a dentist’s pre-treatment estimate on a dental claim form and submit it to the
dental claims administrator before treatment begins, unless emergency care is necessary. The dentist’s
treatment plan should include itemized services and charges, and all x-rays and diagnostic records
pertaining to the treatment.

Generally, this predetermination section of the form must be completed any time you have charges for
major services. The completed form must be submitted to the dental claims administrator as far in advance
of the services as possible (see Section 6.3 of the Agreement). Its dental review staff will review the
treatment, let you and your dentist know what is covered, and advise you as to how much the dental plan
will pay. All this will be accomplished before any work is performed.

H. When A Charge Is Incurred
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Benefits are provided only for covered dental expenses incurred on a date when coverage for you or your
eligible dependents is in effect. Covered dental expenses are considered to have “been incurred” on the date
whenthe applicable dental services, supplies or treatment are received (see Section 6.9 of the Agreement
for details).

What Is Not Covered Under The Dental Plan

Although most dental services and supplies are covered under the dental plan, there are some which are
not covered and for which the dental plan will not pay. For example, the dental plan will not pay for oral
hygiene instruction or plaque control programs (see Section 6.8 of the Agreement for a complete list of non-
covered expenses).

Treatment for any of these non-covered procedures will not count toward satisfying the $50 annual family
deductible.

An Example Of How The Dental Plan Works
Let’s look at an example of how the dental plan works:

Suppose you go to the dentist for a regular checkup and have not satisfied any portion of the annual family
deductible. Your dentist bills you for the following procedures:

Amount %

Type of Service Billed* Payable
Routine and Preventive Services
Oral exam $17.00 100%
Cleaning $35.00 100%
Total $52.00
Basic Services
2 bite-wing X-rays $16.00 85%
Amalgam filling $39.00 85%
Total $55.00
Here's how these expenses are covered if you go to an in-network dentist:

Plan Pays You Pay
No deductible for Routine and
Preventive Services $52.00 $0.00
No deductible for Basic Services
($55.00 x 85% = $46.75) $46.75 $8.25
Total $98.75 $8.25
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Here’s how these expenses are covered if you go to an out-of-network provider:

Plan Pays You Pay
No deductible for Routine and
Preventive Services $37.00 $15.00
Deductible is applied for
Basic Services $0.00 $55.00**
Total $37.00 $70.00

* All amounts are within the fees listed in the dental plan fee schedule
** Applied to $50 out-of-network annual family deductible.

Thus, in this example, by going to an in-network dentist, you only pay $8.25 of the total of $107.00 in
charges, but if you go to an out-of-network dentist, you will pay $70.00. You should also keep in mind that
if the out-of-network dentist charges more than the amount in the fee schedule, you will be responsible for
payment of the balance billing.

On your next visit 6 months later, suppose you need to have a tooth prepared for a crown. Your charges
are as follows:

Amount %
Type of Service Billed*** Payable
Routine and Preventive Oral exam $ 17.00 100%
Basic Services Acrylic crown $450.00 85%
Total $467.00

Here’s how these expenses are covered if you go to an in-network dentist:

Plan
Type of Service Pays*** You Pay
Routine and Preventive Services $17.00 $0.00
Basic Services ($250.00 x 85%) $382.50 $67.50
Total $399.50 $67.50
Here’s how these expenses are covered if you go to an out-of-network dentist:

Plan
Type of Service Pays*** You Pay
No deductible for Routine and
Preventive Services $ 13.00 $4.00
The Plan pays 85% x $276.00 =
$235.00 $235.00 $215.00
Total $248.00 $219.00

*** All amounts are within the fee listed in the dental plan fee schedule.

Thus, in this example, by going to an in-network dentist, you only pay $67.50 of the total of $467.00 in
charges, but if you go to an out-of-network dentist you will pay $219.00. You should also keep in mind that
if the out-of-network dentist charges more than the amount in the fee schedule, you will be responsible for
paying those additional charges.
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Chapter 8
Vision Benefit Plan

A. How the Vision Plan Works

Thevision plan is intended to help you and your family meet the expenses of vision examinations, lenses
and frames.

The vision plan pays benefits for the following vision care services once every 24 months when performed
orfumished by a participating or non-participating optometrist or ophthalmologist (for a more complete list
of covered benefits see Section 7.1 of the Agreement):

e complete vision examination;

e prescription lenses for eyeglasses;

» aframe for use with the prescribed lenses;

» contact lenses; and

» dispensing services.

You may select any licensed vision care provider as your supplier of vision care services. The Company
has entered into agreements with a network of optometrists who have agreed not to charge more than the
maximum amount under the vision plan for supplies and services. A list of these providers is available from
the claims administrator. (Please note that benefits for a routine vision exam performed by an in-network
ophthalmologist (M.D.) are limited to the schedule below; however, the amount charged over the cap is your
responsibility.)

B. Vision Plan Maximums

Thevision plan will pay for the actual amount charged for the supply or service once every 24 months, but
not more than the following amounts:

Maximum

Type of Service or Supply Benefit Amount
Examination $35
Frames $60
Lenses

- Single vision $50 (pair)

- Bifocal $60 (pair)

- Trifocal $70 (pair)

- Lenticular $80 (pair)

- Contact $70 (pair)

C. What Is Not Covered Under The Vision Plan
There are certain types of lenses and procedures (e.g., sunglasses, monograms, vision training) which are

not covered under the vision plan (see Section 7.5 of Agreement for a complete list of supplies and services
not covered under the vision plan).
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Chapter 9
Claiming Benefits

A. General

B.

1.

Medical, Dental and Vision Benefits

Claims for medical, dental and vision benefits should be filed as soon as possible, but not later than
the calendar year following the year in which the expenses were incurred.

It is also a good idea to keep a record of expenses and to make sure that itemized bills show the
patient's name, amount charged, plus other required information, such as diagnosis code, procedure
code, provider’'s name and identification number, type and date of service or purchase.

When you use an out-of-network provider you are reimbursed directly for hospital and doctor’s charges.
You will, in turn, have to pay the provider (e.g., doctor, hospital).

Your coverage under the Program is coordinated with other plans to which you or your covered
dependents belong. This is designed to prevent duplication of payments when you or a dependent can
collect benefits from another plan (see Section 8.0 of the Agreement for more information). If your
spouse is employed full-time and his/her employer offers health care coverage, he/she must take the
coverage. (See Section 8.0 of the Agreement.)

Sickness and Accident Benefits

In order to file a claim for sickness and accident benefits obtain a claim form from your Employee
Benefits Office, complete and sign the employee’s portion and have your physician complete the rest
of the form.

You must return the form to your Employee Benefits Office within 21 days of your disability. If it is over
21 days, you must also file a letter explaining the reasons for the delay or your claim will be denied.

To continue receiving sickness and accident benefits, you will have to complete a Continuation of
Disability form, when requested, which your Employee Benefits Office will supply. (See Section 2.1
of the Agreement for more details.)

Basic Life Insurance Benefits

In order to initiate a claim for basic life insurance your survivors should contact your Employee Benefits
Office.

Your Employee Benefits Office will provide the appropriate forms to your beneficiary in the event of your
death. The completed forms should be returned to that office (see Section 1.6 of the Agreement for
more details).

If Your Claim Is Denied

If your claim for medical, dental, vision, sickness and accident, or basic life insurance is not approved, you

will receive written notice within 90 days (or within 180 days if special circumstances require an extension

of time) stating the basis of the denial.

After receiving notice of the denial for any of the above benefits, except basic life insurance, you have 60

days to submit a written request to the Plan Administrator asking for a review of your claim. At that time,

you also have the right to submit issues and comments in writing for the Plan Administrator's

consideration.
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The Plan Administrator is:
Manager, Employee Benefits
Ispat Inland Inc.
3210 Watling Street, Mail code 7-550
East Chicago, IN 46312

Once the Plan Administrator has received your appeal, a decision will be made within 60 days, unless
special circumstances apply. If this occurs, an additional 60 days may be granted. The Plan Administrator
is required to make a decision within 120 days of receiving your initial appeal.

After receiving notice of denial of a basic life insurance claim, your beneficiary will have 60 days to submit
a written request to the benefits office asking for a review of your claim, including issues and comments
in writing for consideration.

Your beneficiary’s appeal will be reviewed, a decision will be made and your beneficiary will be notified
within 60 days of the date the appeal is received. If your beneficiary is not satisfied with the reply, your
beneficiary may further appeal the claim in writing to the Manager of Employee Benefits within 60 days.

The appeal should be sent to:
Manager, Employee Benefits
Ispat Inland Inc.
3210 Watling Street, Mail code 7-550
East Chicago, IN 46312

Once the Manager of Employee Benefits has received your appeal, a decision will be made within 60 days,
unless special circumstances apply. If this occurs, an additional 60 days may be granted. A decision will
be made within 120 days of receiving your initial appeal.

Tips On Filing Your Medical, Dental and Vision Claims

Your medical, dental and vision claims will be processed more effectively if you follow the filing tips listed
below:
* File claims when you have met your annual deductible.
»  Print legibly or type the information requested on your claim form.
* Do not use nicknames or initials on claim forms or bills.
»  Fill out one claim form per patient. If more than one patient is listed on a bill, note the
charges for each patient and include a copy with each claim form.
» If a claim for you or your dependent has been partially paid by another insurance plan or
by Medicare, and you want the unpaid portion considered under the health care plan, follow
these steps:
— Complete a claim form
— Attach a copy of the bill
— Attach the other insurance company’s or Medicare’s explanation of benefits
* Send your completed claim form to the claims administrator at the address shown on the
claim form.
* Whenthe claims administrator requests additional information regarding your claim, respond as soon
as possible.
* Keep copies of all bills and explanation of benefits (EOBS).
» Attach bills and/or receipts or have your provider fill out the “Provider’s Statement” on
the back of the claim form.

Chapter 10
Some Commonly Asked Questions and Their Answers
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A. About Eligibility and Enrollment

> O >0

>0

Am | limited as to the number of eligible dependents | can cover?
No, under PIB Ill you may cover all of your eligible dependents. Remember, dependents are covered
at no cost to you under PIB Il (see Chapter 1 for more details).

I got maried 2 months ago and did not enroll my spouse for medical, dental and vision coverage under
PIB Il at that time. Can | now enroll my spouse for coverage?

Yes, you may enroll your eligible dependents for coverage under PIB Il at any time, providing you
submit the proper proof (such as copies of a marriage certificate or birth certificate). Coverage under
PIB Il will be effective on the date you acquired your new dependents (e.g., your wedding day) (see
Chapter 1 for more details).

How do | change my address?
Contact the claims administrator (see “Who To Call For Benefit Information” phone numbers on inside
front cover) at the 800 number and notify them of the change.

My spouse is employed full-time. Does my spouse have to take their employer’s health insurance?
Yes, if your spouse’s employer offers health insurance coverage they must take it. If there is a charge,
Ispat Inland may reimburse part of the cost (see Chapter 1 for more details).

We have a handicapped child who will turn 19 soon, is there anything special we must do?
Tomaintain your child’s dependent status, even if he or she is a full-time student, beyond age 19 you
must file a Disabled Dependent Certification within 90 days of the date your child turns 20. (See
Section 8.1(d) and Section 9.36 of the Agreement.)

B. About The Basic Life Insurance Plan

> O

> O

Q.
A.

Can | increase my coverage under the basic life insurance plan?

No, your coverage under the basic life insurance plan is $25,000. You may, however, purchase
additional insurance coverage through the Ispat Inland Optional Life Insurance Plan and/or the Ispat
Inland Accidental Death and Dismemberment Plan.

Do | need my spouse’s permission to name someone other than my spouse as beneficiary?
No, you are entitled to name anyone you wish as your beneficiary under the basic life insurance plan
unless you are prevented from doing so by a court order.

Can | purchase coverage for my dependents?

There is no coverage available for dependents under the basic life insurance plan. You may, however,
purchase coverage for your dependents under the Ispat Inland Optional Life Insurance Plan and/or the
Ispat Inland Accidental Death and Dismemberment Plan.

Are there any causes of death which are excluded under the basic life insurance plan?
No, your beneficiary will receive a benefit from the plan if you die for any reason.

C. About The Sickness And Accident Plan

> O

How are my weekly benefits under the sickness and accident plan determined?

Your benefits under the sickness and accident plan are determined based on your insurance
classification (see Chapter 3.D. for more information).

Are sickness and accident benefits paid in addition to benefits | may be eligible for from worker’s
compensation?

The benefits available to you under the sickness and accident plan will be coordinated with any benefits
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you may be eligible to receive from worker's compensation or Social Security (see Chapter 3.D. for
more information). These benefits will be greater than or equal to the Sickness and Accident benefits.

D. About Medical Benefits

>0

>0

> O

If | am injured on the job while working for the Company, am | covered under PIB Il health care
benefits?

No, if you are injured on the job, you will be covered under the Company’s worker’'s compensation plan
for that injury. Your health care coverage continues for all other illnesses (see Section 9.11 of the
Agreement for more information).

If I go into the hospital and have large expenses, what kind of coverage is available to me?
Generally, your hospital and related expenses are covered at the allowed charge, subject to
deductibles and co-payments, if you follow the managed care rules and use in-network doctors and
hospitals; obtain pre-admission review when required.

If we choose to have our baby at a birthing center, will these expenses be covered?
Yes, PIB Il medical benefits cover you at the same rate whether you choose to have your baby in a
hospital or an approved birthing center (see Section 3.37 of the Agreement for more information).

If I do not comply with more than one managed care provision, will | have to pay more than one $300
penalty?

Yes, if you do not follow all of the rules and advice of pre-admission review administration, which apply
to your situation, you will be subject to a $300 reduction in what the health care plan will cover each
time you fail to comply (see Sections 3.7, 3.15, 3.21 and 3.40(e) of the Agreement for more
information).

For example, if you have your pre-admission tests performed as an in-patient and you do not pre-
authorize your hospital stay with the pre-admission review administrator, you will be subject to two
$300 penalties.

What is medical pre-admission review?

Medical pre-admission review is a procedure designed to help you get the most for your medical
dollars. Before you or one of your dependents are admitted to the hospital, you or your doctor must
call the pre-admission review administrator (see “Who To Call For Benefit Information” phone numbers
on inside front cover). Medical experts will review information regarding your planned medical
procedure and the length of hospital stay planned in order to “pre-certify” your hospitalization. If you
do not get pre-admission review, you are subject to financial penalties (see Section 3.7 of the
Agreement for more information).

What if a medical emergency arises, must | still go through the medical pre-admission review
procedure?
Yes, on aweek day you must phone within 48 hours of your emergency admission to get medical pre-
admission review. On weekends and holidays you must phone within 72 hours of your emergency
admission to obtain medical pre-admission review (see Section 3.7 of the Agreement for more
information).

A39 PIB Il



>0 >0 >0 >0

>0

>0

> O

What happens if | or my doctor need information about the medical pre-admission review program?
Any questions you or your doctor may have concerning pre-admission review can be directed to the
pre-admission review administrator (see “Who To Call For Benefit Information” phone numbers on inside
front cover).

Which doctors are network members?

Many physicians in Northwest Indiana and the greater Chicago area are network members. Call the
claims administrator to check on your doctor’s network status. Directories of in-network doctors and
hospitals are available at Local 1010’s Union Hall or by calling the claims administrator.

Why should | use a network doctor?

Network doctors have agreed to accept the lesser of their fee or the allowed charge, which helps
control both your own and the Company’s health care costs. They cannot bill you for charges above
the allowed charge.

How much will using a network doctor cost me?
You pay nothing over and above the plan’'s deductible and co-payment obligations up to the plan’s
maximum.

How much will doctors be paid for services?

Charges of doctors in Northwest Indiana and the greater Chicago area will be paid at the lower of the
doctor’s charges or the allowed charge established by the Company.

Charges of doctors outside the network area will be paid at the lower of the doctor’s charges or
reasonable and customary for the area.

What if | decide to use an out-of-network doctor?

If you use an out-of-network doctor or hospital, where a network exists, you are subject to a higher
family deductible and higher co-payments.

Doctors who are out-of-network may choose to bill you for the difference between the Company’s
reimbursement and their charges (balance billing). You are responsible for these differences, which
could amount to hundreds and even thousands of dollars.

The differences between doctor's charges and the allowed charge cannot be applied against
deductibles or co-payments.

What if | live in or am traveling in an area where no network exists?

Charges will be paid based on prevailing fees (reasonable and customary) in the area you receive
services. If the charge exceeds the allowed charge, you should expect to be billed for the difference
by your doctor.

About The Prescription Drug Plan

>0

>0

| understand that generic drugs vary in quality, | don’t want any second rate pharmaceuticals.
The mail service pharmacy and the retail drug program dispense only A-rated generics, where the
compound is identical to the brand name drug.

| forgot to order a refill on my maintenance prescription medication and | am almost out.
Call the mail service pharmacy at the 800 telephone number. Using your credit card for your co-
payment, you can order refills by telephone or through the prescription drug benefit manager's website.

I want the lower price, how do | get generic drugs?

Ask your doctor if he or she will prescribe generics for your prescription needs. Explain there is a
mandatory generic program, so it is a substantial cost advantage for you to order generics. Always
have the doctor stipulate “May Substitute”.
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We have misplaced one of our Prescription Drug Cards.

Call the prescription drug benefit manager at the 800 telephone number (see “Who To Call For Benefit
Information” phone numbers on inside front cover). You may also order additional cards for covered
dependents who may be away from home.

>0

Q. The prescription drug benefit manager says our 19 year old student son is not eligible. | thought
students were covered.

A. Fulime students are covered as dependents to age 25. Student eligibility is continued when a current
Student Dependent Certification has been received by the claims administrator (see “Who To Call For
Benefit Information” phone numbers on inside front cover).

How do | know a retail pharmacy is a network member?

Call the 800 telephone number for the prescription drug benefit manager (see “Who To Call For Benefit
Information” phone numbers on inside front cover). They can tell you which chain and independent
stores are in-network.

>0

One of the drugs | attempted to get filled had to be approved first through prior authorization.

Prior authorization is in effect for certain medications under the prescription drug program. For these
medications, the prescribing physician must call the vendor toll free prior authorization number, and
submit medical information about your need for the drug that meets prior authorization criteria in order
for the drug to be covered under the plan.

>0

F. About The Mental Health And Alcohol/Substance Abuse Plan

Q. Whatdo I do if my dependent, who has a mental health problem, requires assistance while out of the
area (on vacation, away at school)?

A. Call the MH/ASA network manager at the 800 number (see “Who To Call For Benefit Information”
phone numbers on inside front cover), their network of care providers is nationwide. If you are in an area
where no network provider is available, care will be treated as in-network if you obtain a referral from
the network manager.

Q. My wife and our children are covered under her employer’s insurance program. How can they receive
maximum benefits for our MH/ASA needs?

A. Contact the MH/ASA network manager at the 800 number (see “Who To Call For Benefit Information”
phone numbers on inside front cover) prior to beginning any treatment. The network manager will
coordinate treatment with the primary plan to maximize benefits.

Q. DoeslspatInland have mental health and alcohol/substance abuse assistance available at the Indiana
Harbor Works?

A. Yes, Ispat Inland still maintains the Employee Assistance Program through the Medical Department.
Contact the Clinic for assistance.

The mental health provider | am using is out-of-network. How do | claim reimbursement?
Allmental health and alcohol/substance abuse reimbursement claims must be filed with the MH/ASA
network manager.

>0

Q. In the past, | have gone to a clinical psychologist when | feel depressed. Do | need to contact the
MH/ASA network manager when | go back?

A. Yes. If you do not receive a referral from the network manager you risk possibility of no benefit being
available for a lack of medical necessity. Call the network manager (see “Who To Call For Benefit
Information” phone numbers on inside front cover) before you make any arrangements for mental health
or alcohol/substance abuse assistance.

G. About The Dental Plan
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Is there a deductible under the dental plan?

Yes, there is a $50 out-of-network annual family deductible. There are certain procedures and services,
however, which are not subject to a deductible. To see if a particular expense is subject to the $50
deductible, see Section 6.0(a) of the Agreement for more information.

If my dentist charges less than the amount listed in the fee schedule for a particular service, what will
the dental plan pay?

The dental plan will always figure their payment based on the lesser of the dentist’s actual charge or
the amount listed in the fee schedule.

ffluse a dentist whose charge is greater than the amount listed in the fee schedule, am | responsible
for the difference?

If you use an in-network dentist, you are not responsible for the difference. If however, you go to a
dentist who is out-of-network, you are responsible for the difference.

Are different procedures covered if | do not use an in-network dentist?
The procedures covered are the same. The only difference is in the amount you and the plan pay for
the procedure.

I know the dental plan does not cover all dental and related expenses, but for those supplies and
services which are not covered, can the expenses be used to satisfy my deductible?

No, you cannot use expenses incurred for services and supplies not covered by the dental plan to
satisfy your deductible (see Section 6.0 (a) of the Agreement for more information).

Why are dental services covered at different amounts (100%, 85% and 50%)?
The dental plan was designed to encourage you to obtain routine and preventive dental services at little
cost, (e.g., those paid at 100%) in order to avoid more extensive and expensive services.

Why should | use an in-network dentist?

In-network dentists have agreed to accept the lesser of their charge or the plan’s allowed charges. This
helps to control both your own and the Company’s cost for dental care. Also, you will not be subject
to a $50 annual family deductible when services are provided by an in-network dentist.

How much will it cost me to use an in-network dentist?
You pay nothing over and above the plan’s co-payment obligations.

What happens if | decide to use an out-of-network dentist?
You will be subject to a $50 annual family deductible. You will also be responsible for the difference
between the allowed charge and the billed charge, in addition to any co-payment amount.

Iflam aut of town and use an out-of-network dentist for an emergency, will | still be subject to the $50
annual family deductible?
Yes.
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H. About The Vision Plan
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Can | get new lenses and eye examinations as often as | like?
No, examinations and new lenses will only be covered under the vision plan once every 24 months (see
Section 7.4 of the Agreement for more information).

Am | covered at 100% for any type of glasses or contact lenses | choose?
The vision plan has certain maximum limits for frames, lenses and eye examinations (see Section 7.2
of the Agreement for more information).

If 1 am eligible for safety glasses under the Company’s safety glass program, am | still eligible for
coverage under the vision plan?
Yes, as long as you follow the rules under both plans, you are eligible for both types of coverage.

Are sunglasses a covered expense?
No, sunglasses are not covered under the vision plan.

How can using an in-network provider save me money?

In-network providers have agreed to provide examinations and lenses and to make frames available at
a cost within the plan’s maximum benefit amount. Specialty items such as designer frames, tints, or
certain types of contact lenses are the employee’s responsibility.

I.  About Claiming Benefits

> O >0

> O

> O
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How long should | wait for my medical, dental or vision claim to be processed?
Most claims are processed within 3 to 4 weeks after the claims administrator receives them.

Do | need to complete a claim form every time | send in a bill?
Yes, information on the claim form helps the claims administrator process your claim promptly and
efficiently.

Is there anything | can do to ensure my claim will be processed as soon as possible after surgery?
To facilitate the processing of your claim following surgery, have your physician attach an operative
report to the completed claim form.

What should | do if | suspect a claim was paid incorrectly?

Contact the claims administrator (see “Who To Call For Benefit Information” phone numbers on inside
front cover). Be sure to have all your documentation (such as your copy of the EOB and a copy of the
bill in question), your Social Security number, and your claim number ready before you call.

When should I file claims for medical, dental or vision bills that | have paid myself?

All claims for services received in the current calendar year must be submitted by the end of the
following calendar year. For example, all claims for services received in 2000 must be submitted by
December 31, 2001 to be considered for payment.

Since Ispat Inland pays the claims administrator a fee per covered individual, it is to everyone’s
advantage to process claims as soon as possible after service is received.

What should | do with my copy of the EOB?
We suggest that you attach your EOBs to copies of any correspondence and bills and keep them for
future reference and tax purposes.

What is an itemized bill?

An “itemized bill” is the bill submitted by your physician or hospital, which includes the patient's name,
the illness being treated (including the diagnosis), the date and type of service being rendered
(including the CPT-4 procedure code(s)), as well as the fee.
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SECTION 1.
COMPANY PROVIDED LIFE INSURANCE

General I nformation and Amount of Coverage

10 Intheevent of your death, life insurance in the amount of $25,000 will be payable to any person you designate
& beneficiary. Y ou have the right to change the beneficiary at any time by completing and returning the proper
beneficiary-change form to the Employee Benefits Office at the plant where you work.

Total Disability

11  If,whileinaredunder the Program, you become totally disabled for aperiod in excess of six months and thereafter
submit satisfactory evidence of continuing disability as required by the carrier, your life insurance will be
continued, without contributions from you, in the full amount until your retirement or until you attain age 65,
whichever comesfirst. Thereafter, your life insurance will be continued according to the provisionsin paragraphs
1.2 through 1.4.

Lifelnsurance After Retirement

12  Ifyouretire under the Company non-contributory pension plan applicable to you prior to age 62, the full amount
of your lifeinsurance will be continued until the end of the month in which you attain 62. At the end of the month
in which you attain age 62 the amount of your life insurance will then be reduced to $7,500.

13 If youretire under adeferred vested pension, you will not be eligible for life insurance either before or after age
62.

14 If you retire under the Company non-contributory pension plan applicable to you at or after age 62, your life
insurance thereafter will be reduced to $7,500.

Conversion Privilege

15 When your life insurance is reduced or terminated as a result of layoff, leave of absence, termination of
employment, or retirement, you will have the right to convert to an individual policy as explained in paragraphs
9.20 through 9.23.

How to Filea Claim

16 Yourdesignated beneficiary will be provided the necessary forms for claiming the life insurance proceeds by
notifying the Employee Benefits Office at the plant or office where you last worked, when your death occurs.

How to Appeal aClaim

17  Ifyourdesgnated beneficiary has any questions concerning adenial in whole or in part of lifeinsurance benefits,
your beneficiary should write within 60 days from the date the claim was denied to the insurance office which
deniedtheclaim, furnishing al pertinent data. Y our beneficiary’ s appeal will be reviewed by that office and reply
made within 60 days of the date the appeal is received. If your beneficiary is not satisfied with the decision
rendered by that office, your beneficiary may further appeal the claim by writing within 60 days from the date of
the reply to theinitial appeal to the Manager of Employee Benefits, Ispat Inland Inc., 3210 Watling Street, East
Chicago, IN 46312. Y our beneficiary will be advised by that office of the final decision within 60 days.
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SECTION 2.
SICKNESSAND ACCIDENT BENEFIT PLAN

Eligibility

20 Ifyoubecometotally disabled asaresult of sickness or accident so asto be prevented from performing the duties
of your employment and an authorized provider certifiesthereto, you will be eligible to receive weekly sickness
and accident benefits. An “authorized provider”, asdefined under thisplan, islimited to alicensed medical
doctor (M.D.), alicensed doctor of osteopathy (D.O.), a licensed doctor of podiatric medicine (D.P.M.), or any
provider autharized by the mental health/substance abuse managed care administrator to providetreatment, and
er ating within the scope of their license(s). Benefitswill not be payable for any period during which you are
not under the care of anauthorized provider.

NOTE: If an employee after consultation with the Company’ s physician or other clinical staff isrequired to see
a treating physician prior to returning to work, and does so within three days excluding Saturday, Sunday, and
holidays, the seven-day waiting period referred to in paragraph 2.2 will begin on the day after his or her
consultation with the Company’ s physician or staff.

Filing of Claims

21 Inorder for you to be eligible for benefits the Company must receive written notice of your claim within 21 days
dteryour disability commences but this requirement will be waived upon showing of good and sufficient reason
that you were unabl e to furnish such notice or have it furnished by someone else on your behalf. The following
appliesin the administration of this provision:

Normally it is anticipated that you will obtain or have someone on your behalf obtain a sickness and accident
damform from the Employee Benefits Office at the plant or office where you work and complete your portion of
the form and have your physician complete the attending physician’s portion of the form and return it to the
Company within 21 days of commencement of your disability.

Toremind you of the notice requirement, appropriate instructions have been included on the claim form. If you
areunable to comply with this procedure, you are expected to notify the S& A administrator in writing before the
end of the 21-day period.

It istheintent of this provision to encourage prompt notice of your claim for sickness and accident benefits so
that theevauation of the claim, including any necessary investigation of medical and other factual aspects of the
claim can be made in an expeditious manner. It isnot theintent of thisprovision that your claim be denied for
failure to comply with the notice requirement if such failure did not interfere with the ability of the claims
administrator to establish the medical and other factual aspects of the claim.

Duration of Benefits

22  Sickness and accident benefits begin with the first day of total disability resulting from an accident, or with the
first day of inpatient hospitalization regardless of cause, thefirst day following an outpatient surgery, or with the
eighth (except that under certain circumstances, benefits are payable with the seventh) day of total disability
resulting from a sickness (see Paragraph 2.9) and are payabl e according to the following schedule:

A B
Y ears of Continuous Weeks
Service When Absence of
Beqins Bengefit
Lessthan 6 months *
6 monthsbut lessthan 2 years 26
2 yearsbut lessthan 20 years 52
20 or more 52**

Nate thefirst two weeks of total disability are considered at 60% of the weekly benefit; a 100% weekly benefit payment
begins the third week of your disability and continues, as long as you aretotally disabled, for the number of weeks
shown above, accor ding to your years of service.
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* Benefits are payable for up to one week for each full week of continuous service.

** |f (1) you have 20 or more years of continuous service as of your last day worked, and (2) you are not permanently
dissbled, benefits will be continued for aperiod not to exceed 52 additional weeks; provided that sickness and accident
benefits terminate when you retire under the Company non-contributory pension plan applicable to you.

23

In determining the maximum period for which sickness and accident benefits are payable, successive periods of
dishility separated by a period of continuous active employment with the Company of less than 2 weeks will be
considered to be one continuous period of disability, unless it is clear that they arise from unrelated causes;
provided thatif you complete (a) two years or (b) 20 years of continuous service after the start of one continuous
periodof dissbility and before the start of a succeeding period of disability which is considered to be part of such
continuousperiod of disability under the foregoing provision your benefits are payable for a period not to exceed
52 or 104 weeks, respectively, for such continuous period of disability.

Amount of Benefits

24

The amount of weekly sickness and accident benefits for which you are eligible is shown in the following
schedule:

SCHEDULE OF SICKNESS AND ACCIDENT BENEFITS

Schedule Effective 1/1/94

Weekly Weekly
Insurance Benefit Benefit
Classification* a 100% at 60%
1-4 $472 $283.20
510 $498 $298.80
11-16 $524 $314.40
17-23 $550 $330.00
24-29 $576 $345.60
30+ $602 $361.20

* Based on Job Classin effect on August 1, 1999. See paragraph 9.9.
For Fleet employees represented by Local 5000 of USWA the following rate applies:

All Classifications $498 (or $298.80 @ 60%)

Reduction of Benefits

25

In the event you become totally disabled due to sickness or accident arising out of or in the course of your
employment, the amount of weekly sickness and accident benefits otherwise payable will be reduced by any
weekly benefits which you are or could be entitled to receive during the period of your absence from work due
to such disability pursuant to any workers' compensation law or any occupational disease law or other similar
applicable law. However, if your continued eligibility for benefits continues beyond 6 weeks for the same
compensable illness or injury, the reduction will be limited to 75% of such weekly benefitsfor weeks 7-26 and
85% for weeks beyond 26. No benefits are payablein the event of total disability due to accident or sickness
arising out of or in the course of employment by other than the Company. Payments under any such law for
hospitai zation or medical expense or specific allowances attributable to temporary total disability will not reduce
the amount of your sickness and accident benefits.

If you are otherwise entitled to sickness and accident benefits and there is a dispute as to your entitlement to
payments for which you are making claim pursuant to any workers' compensation or occupational disease law
orother similar applicable law, the sickness and accident benefitswill be paid in full if satisfactory arrangements
are made to assure that any overpayment of sickness and accident benefits which may result by virtue of your
success in pursuing such claim shall be reimbursed by you. Such arrangements shall include the execution by
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youof necessary documents authorizing the deduction of such overpayments from any payments becoming due
as aresult of such claim or from any amount payable to you or on behalf of the Company, including benefits,
wages, and pension payments.

The amount of weekly sickness and accident benefits otherwise payable will be reduced for each week of
disthility bythe amount of any primary disability benefits or unreduced primary ol d-age benefits under the Social
Secuiity Act which you are entitled to receive or could become entitled to receive by making proper application,
except that no reduction for such unreduced primary old-age benefits will be made for the first 26 weeks of
sickness and accident benefits during any one continuous period of disability.

TheCompeny will assume that you are receiving a benefit under the Social Security Act, in an estimated amount,
and your sickness and accident benefits will be reduced by such estimated Social Security benefit until the
Company is furnished a copy of your Social Security award so that it may determine the exact amount of
reduction. If, however, you are eligible for sickness and accident benefits for aperiod in excess of 26 weeks and
you furnish to the Company written proof within the initial 15 weeks of disability that you have applied for
dsability benefits under the Social Security Act and do not receive such benefits when they are initially due, full
weekly benefits will be continued until the earlier of:

(@) thedatesuch Social Security disability benefits commence, or

(b)  thedate 34 weeks of weekly benefits have been paid, provided you make satisfactory arrangements with
theConpany to assure that any overpayment of weekly benefits which may result by reason of receipt of
Socia Security benefits will be repaid to the Company. To be eligible for this arrangement you will be
recuired to sign an agreement to reimburse the Company promptly upon receipt of retroactive payment of
Sodd Seouity disability benefits. Y ou will also be required to sign an authorization for the Social Security
Administration to release relevant information to the Company.

Inany event, youwill be paid the full weekly benefit amount if you are not old enough to qualify for an unreduced
primary old-age benefit and if

(@  youfurnish satisfactory evidence that in the judgment of alicensed physician your condition is such that
youwill be able to engage in substantial gainful employment prior to the expiration of 12 months from the
commencement of your disability, or

(b)  you have not been disabled for a period sufficient to qualify for Social Security disability benefits, or

(c)  you inform the Company that your application for Social Security benefits has been denied; however,
weskly sickness and accident benefits will be paid beyond 34 weeks only if within four weeks of the date
of the denial letter you request reconsideration of such denial.

Note If you fail to request reconsideration of adenial within four weeks of the date of the denial letter, sickness
andaccident benefits will not be paid beyond 34 weeks until Social Security disability benefits have been awarded
or your reques for reconsideration has been denied. The Company will notify you of your responsibility to apply
for Sodd Security disability benefits and to request reconsideration of any denial of such application on atimely
basis.

The applicable Social Security monthly benefit will be converted to its equivalent weekly (or daily) rate. If the
Socia Security benefit ultimately determined is more or less than the amount of reduction (or Social Security
bendfitsarereceived for a period as to which no reduction was made), there will be aretroactive adjustment in the
amount of your sickness and accident benefits, with repayment by you of any overpayment or payment to you
of ny underpayment. Y ou will be required to give any necessary authorization to permit deduction of any such
overpayment from any amounts payable to you by or on behalf of the Company, including benefits, wages and
pension payments.

Inconnection with the foregoing provisions, you may be required to furnish copies of relevant correspondence
and documents.
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Transplant Donor Benefits

27

If you are adonor of a human organ or tissue transplant requiring surgical removal of the donated part from the
donor, disability resulting in the surgical removal of such transplant will be deemed to be a disability due to
sickness. In no event, however, will disability be considered to have commenced prior to the date of hospital
confinement.

Disability During Suspension

28

If during a suspension, which is not converted into discharge, you satisfy all the eligibility conditions for receipt
of sickness and accident weekly benefits and

(@  promptly notify the Company of your disability, and

(b) if requested to do so, report for examination to the medical department of the plant or office where you
work, ortosuch other physician as may be designated by the Company or the insurance company (unless
you are unable to do so for good and sufficient reason),

sckness and accident weekly benefits will be payable in accordance with paragraph 2.2, except that days during
thesuspension period will not count toward any applicable waiting period nor will benefits be paid for any days
during the period of suspension.

Outpatient Pre-admission Testing/Surgery

29

(@) Sickness and Accident benefits are payable on the seventh day if the employee had outpatient pre-
admissonteding prior to surgery if the tests are performed within five (5) days of the hospital confinement
(unlesssuchconfinement is delayed by the attending physician or the hospital), the tests are not repeated
duing the confinement, and the employee is not admitted to the hospital any earlier than the day prior to
the date of surgery.

(b)  Sickness and Accident benefits are payable on thefir st day following outpatient surgery performed by
aphysician when:
0] thephysician certifies that the individual istotally disabled because of the outpatient surgery; and
(i)  thismethod of treatment is more economical than other methods available.

Administration of Benefits

210 The payment of sickness and accident benefits is an obligation of the Company, but the Agreement with the

Unionpemitsthe Company to provide the payment in accordance with apolicy with an insurance company. The
Company performs important administrative functions in connection with the handling of claims, including the
issuanceof benefit checks. In the typical case, such handling isroutine and aclaim is paid within two weeks after
it is reviewed by the Company. The Company is authorized to make benefit payments on claims without prior
goprovd of the insurance company when Company personnel engaged in claims work determine the claim meets
the standards established by the Company and/or the insurance company. If you have aclaim which does not
meet thesestandads, the S& A administrator or the insurance company may take reasonable steps to investigate
the medical and other factual aspects of the claim.
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SECTION 3.
HEALTH CARE BENEFIT PLAN
Effective August 1, 1999

General Information

Introduction

30

The Program provides benefits for you and your eligible dependents which protect you from the cost of major
health care expenses. This plan covers hospital charges, physician charges and associated charges such as
prescription drugs, lab work and x-rays, anesthesia and its administration, and charges for covered medical
services and supplies.

Spadid provisions apply for care received from an Approved Skilled Nursing Facility, Home Health Care Agency
or Hospice.

TheProgramoffers comprehensive medical coverage with atotal maximum benefit of $1,000,000 per individual per
lifetime, beginning January 1, 1994 and increased, effective August 1, 1999, by an additional $250,000, for
benefits received from network providersin locations where networks exist, or in locations where networks are
notavailable and including any out-of-network benefits received. Out-of-network benefits are limited to $500,000
per individua per lifetime. These lifetime maximums do not apply where otherwise annual or lifetime maximums
are specifically provided under other provisions of this plan.

Effective August 1, 1999 any individual who meets their lifetime benefit maximum who has had an organ
transplant procedureon or after August 1, 1999, will have their lifetime maximum increased by the amount of
benefits paid for thetransplant procedure.

How thisPlan Works

31

This plan offers comprehensive medical coverage with covered medical expenses payable at either 70%, 80% or
A% the allowed charge, depending upon whether you use a provider who has contracted to provide services
toCompany employees and their eligible dependents at negotiated rates in locations where contracts exist (“in-
nawark”), oranon-contract provider (“ out-of-network™), after you satisfy the annual deductible. After you reach
the$600 (innetwark) or $750 (out-of -network) annual co-payment maximum, covered medical expenses are payable
at 100% of the allowed charge.

Deductiblesand Co-payments

32

(@)  Contractud egreements under a Managed Care Program provide hospital and physician networksin certain
geogrgphiclocations, identified by zip codes, whereby services will be provided at negotiated rates. When
savicssarereceived from such providers, services are considered to be “in-network” and benefits are paid

asfollows:
Company Family
Type of Deductible/ Deductible/ Paid Coinsurance Balance
Service Individual Family Coinsurance % Maximum Billing
Hospital $150 $250 90% $600 No
Physician $150 $250 80% $600 No

In-network, deductibles and co-insurance are cal culated according to the lower of the actual billed amount or the
negotistedrate (the “allowed charge™). Payments are made directly to thein-network provider, unless you have
already paid the bill. The employee is not responsible for the excess of the provider’ s billed amount over the
negotiated rate. The employeeisresponsible for paying the provider any deductible or co-insurance amounts
applied against the allowed charge.
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(b)

(©)

(d)

(€)

(f)

When services are received from providers who are not members of the networks in geographic locations that
have been identified as having such networks, services are considered to be “ out-of-network” and benefits are
paid asfollows:

Company Family
Type of Deductible/ Deductible/ Pad Coinsurance Balance
Service Individual Family Coinsurance % Maximum Billing
Hospital $150 $300 70% $750 Yes
Physician $150 $300 80% $750 Yes

For out-of-network inpatient hospital charges, deductibles and co-insurance are applied to the actual billed
charge for aut-of -networ k outpatient and ambulatory surgical center charges, deductiblesand co-insuranceare
goplied to the lower of the allowance established for similar network facilities or the actual billed amount. For
out-of-network physician charges, deductibles and co-insurance are applied to the lower of the negotiated rates
applied to in-network physician services or the actual billed amount (see Sec. 3.43 (a) (ii)).

For services performed in locations where no networks exist, this plan pays as follows:

Company Family
Type of Deductible/ Deductible/ Paid Coinsurance Balance
Service Individual Family Coinsurance % Maximum Billing
Hospital $150 $250 80% $600 Yes
Physician $150 $250 80% $600 Yes

For hospital chargesincurred outside of the network zip codes, deductibles and co-insurance are applied to the
actual billed amount. For out-of-network physician charges, where no networks exist, deductibles and co-
insurancearecal cul ated according to the lower of the prevailing fee or the actua billed amount (see Sec. 3.43 (b)).

The above schedule also appliesto classes of health care providersin network zip codes (other than hospitals
and physicians) which the Company has not included in the network. As classes of providers are added to the
network they will be subject to the physician payment provisions outlined in 3.2(a) and (b) above.

NOTE: The maximum deductible for any calendar year applicable to an individual shall be $150.00; $300.00 per
family. The maximum amount of co-insurance payable by an individual or afamily shall be $750.00 in a calendar
year.

Ifthis planis your secondary plan, both hospital and physician chargeswill be coordinated with the benefits of
your primary plan asif the charges were incurred outside of the network zip codes.

NOTE: Thisplan will not cover any out-of-network penalties applied by the primary plan.

If two or more persons in a family are in the same accident, only one cash deductible will apply to all covered
charges for such persons due to that accident.

Penalties applied due to noncompliance with cost containment features explained later in this section are not

counted towards the deductibl e requirements or the co-insurance limits which are commonly referred to as “out-
of-pocket” maximums.
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Hospital Benefits

Payment of Benefits
3.3  Payment for hospital benefits will be made asfollows:

(@  In-network hospital:
Benefit will be paid directly to the hospital.
(b)  Hospita inlocation where a network does not exist:
Benefit will be paid directly to the hospital.
(c)  Out-of-network hospital:
Benefit will be paid directly to the employee and employee isresponsible for paying hospital bill.

Benefits Provided

34  Whenyouareadmitted for treatment as an inpatient to any legally constituted hospital, upon the recommendation
andgpprova of aphysician licensed to practice medicine, benefitswill be provided based upon the actual amount
chaged you (or contracted amount) at the hospital’ s regular charge for semi-private room accommodations and
dl ather services provided by the hospital for the diagnosis and treatment of your condition including treatment
in an intensive care unit.

35 If you occupy aprivate room in the hospital, you will be entitled to all of the above-described benefits but you
will berequired to pay the hospital the excess, if any, of itsregular charge for the private room over the hospital’s
most common charge for semi-private rooms.

36 If you are confined to an intensive care unit of the hospital, benefits will be provided based upon the actual
amount charged you at the hospital’ s regular charge.

Pre-admission Review

3.7  Asaddedprotection for you, both financially and for your health, pre-admission review and concurrent utilization
review are an integral part of hospitalization and reduce costly lengths of stay in the hospital.

(@)  Pre-admission Review/Certification

Whenever you or one of your dependentsisto be admitted as an inpatient on a non-emergency basisto
ahospital or birthing center, a pre-admission request must be processed prior to the admission. If you or
your dependent iseligible for and covered by Medicare, the pre-admission procedure does not apply to
that person.

When a licensed physician recommends an admission to a facility or use of a service requiring pre-
admisson, atelephone call must be made to the pre-admission review administrator (see “Who To Call For
Benefit Information” phone numbers on inside front cover) who will make a determination as to medical
necessity and the appropriate level of care.

When you call, the pre-admission review administrator will ask for the following information:
* Your name and Socia Security Number

* Name, address and telephone number of your physician

*  Natureof your illness or injury

e Name of the health care facility you propose to enter.

If you are admitted on an emergency basis to any facility requiring pre-certification, the certification
process must begin no later than 48 hours after admission.
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Iftheadmission is approved by the pre-admission review administrator, an approval determination will be
sent to you, your physician and the hospital. Also, see paragraph 3.8 for concurrent review after
admission.

If thepre-adnission review administrator cannot approve an admission immediately, additional information
will be sought in an effort to obtain all pertinent datato make adecision. If the review processresultsin
the admission not being approved, both you and your physician will be notified by letter of the
disapproval and of the applicable appeal procedure. (See paragraph 3.9.) If the precertification is not
agoproved, but you follow the course of treatment recommended by your physician, a$300 ($100 birthing
center) penalty will be incurred by you which cannot be used to satisfy deductibles or co-payments
elsewhere in the Program.

Concurrent Utilization Review—After Admission

38

(@ When you are confined as an inpatient to afacility or use services requiring precertification, areview of
the type of services and the length of time services are provided will be performed. Thistype of review
iscalled concurrent utilization review.

(b)  Concurrent utilization review follows precertification and is a process which continues throughout an
admissonorperiod of treatment. If additional days of care are necessary, you, your physician or afacility
representative must contact the pre-admission review administrator (see “Who To Call For Benefit
Infometion” phone numbers on inside front cover) by telephone to request such additional confinement.
Thededson to certify additional days of care or continued services will be made based on a need to stay,
appropriateness of service and level of care.

(c)  You will be told about the decisions reached concerning your care and your health care benefits. |f
continued confinement is determined to be no longer necessary, the utilization review personnel and your
doctor will discuss plans for discharge or a continued course of treatment in an alternative setting,
provided an alternative setting for less acute care isimmediately available. If aless acute care setting is
notimmediately available, or if such setting is beyond areasonabl e distance, full benefits will continue to
be provided under this plan until such careisavailable.

(d)  Yauwill benotified in writing that your confinement is no longer authorized or that an alternative setting
isaval able. While the decision to end your confinement is up to you and your physician, if you continue
to stay in the facility beyond the date specified by the pre-admission review administrator, you will be
responsiblefor al in-patient facility chargesincurred subsequent to such date.

Appeal of Pre-admission Review Administrator

39

If you disagree with the outcome of any of the review functions or procedures performed by the pre-admission
review adninistrator (under paragraphs 3.7 or 3.8), you may reguest an additional review of your case by the pre-
admissonreview administrator (see“Who To Call For Benefit Information” phone numbers on inside front cover)
within 60 days from the date you receive notification from the pre-admission review administrator pursuant to
paragrgph 3.7. The pre-admission review administrator will arrange for additional benefit payments under this plan
if appropriate. The pre-admission review administrator will reply within 60 days from the date your appeal is
received unless there are special circumstances, in which event reply will be made within 120 days.

Duration of Benefits

310

If, at the commencement of aperiod of hospitalization, you have lessthan 10 years of continuous service with
theConpany, you will be entitled to the hospital benefits described herein for a period not in excess of 365 days
foreach hospitalization. If you have 10 or more years of continuous service at the commencement of aperiod of
hospitdization, you will be entitled to such benefits for a period not in excess of 730 days for each hospitalization.
In either case, if you should be admitted to a hospital within 90 days after previous hospitalization, days of
hospitd benefits provided during the earlier period will be deducted in determining the maximum number of days
for which you will be entitled to benefits during the later period.

Mater nity Benefits
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311 The hospital benefits provided under this plan are available to you, if you are afemale employee, or to afemale
dependent of yours for up to the number of days to which you are entitled as provided in paragraph 3.10 and for
aperiod not exceeding 15 days of care for the newborn child.

Inpatient Admissions and Outpatient Visits— Dental Cases
312 Thehospital benefits provided under this plan are avail able:

(@) ifyouare admitted to ahospital (i) for extraction of impacted teeth, or (ii) for extraction of teeth other than
impacted teeth or for other dental processes provided hospitalization is certified by alicensed physician
or adoctor of dental surgery as being necessary to safeguard the health of the person confined, or

(b) if you receive treatment in the outpatient department of an accredited hospital for
(i) extraction of impacted teeth, or (ii) extraction of teeth other than impacted teeth or for other dental
processes, provided hospital outpatient care is necessary to safeguard the health of the patient.

Outpatient Treatment — Emergency Cases

313 The hospital benefits provided under this plan are available if you receive emergency outpatient treatment in a
legally constituted hospital asthe result of an accident.

314 The hospital benefits under this plan are also provided in the outpatient department of alegally constituted
hospitd forthe initial visit when the patient receives Emergency Medical Care. “Emergency Medical Care” means
services rendered for the sudden and unexpected onset of a condition or illness with severe symptoms which
requiresimmediate medical (nonsurgical) care.

Outpatient Treatment — Surgical Cases

3.15 Benefits under thisplan for the listed procedures will be provided if conducted in the outpatient department of
ahospital, an Ambulatory Care Facility or adoctor’ s office:

List of Procedures

» Abdominal paracentesis

e Antrum Irrigations

* Arthrocentesis

« Arthrography and arthroscopy

Aspiration of Douglas’ cul-de-sac

* Bartholin cyst excision, marsupialization of | & D
* Bladder puncture aspiration

* Blepharoplasty, non-cosmetic

* Breast biopsy

* Bronchoscopy with or without biopsy

 Carpal tunnel

* Cervical biopsies or polypectomies

* Circumcision, male (excluding newborns)

» Closed reduction of complete dislocations or fractures
* Culdoscopy with or without biopsy

» Cyst aspiration

» Cystogram

* Cystoscopy with or without retrograde pyelogram
* Digit amputation

* D & C, diagnostic and therapeutic

 Dorsal split or prepuce

» Esophageal dilation

* EUA (examination under anesthesia)

» Excision of soft tissue lesions (nervus, verrucus, epithalami, scar)
* Fiberoptic endoscopy with or without biopsy

* Foreign body removal
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(@)

* Frenulotomy of tongue
 Ganglionectomy

* Gastroscopy with or without biopsy

* Hammertoe

 Herniorrhaphy (up to age 14)
 Hydrocelectomy

* Hymenectomy

* Hysterosal pingography

| & D (incision and drainage of superficial |esions)
« Kidney needle biopsy

* Laceration suture of skin and tendons
* Laparoscopy with or without tubal ligation
* Laryngoscopy with or without biopsy
* Lipomaremoval

* Liver needle biopsy

* Lumbar puncture

* Mammoplasty, non-cosmetic

* Meatotomy

» Minor eyelid procedures

» Minor rectal surgery (not under spinal)
* Morton’'s neuroma

» Muscle biopsy

» Myringotomy

 Nasal fracture reduction, open and closed
* Nasal polypectomy

* Nerve blocks

» Node biopsy (superficial)

* Otoplasty, non-cosmetic

» Otoscopy with or without biopsy

» Pacemaker insertion, transvenous

* Pinand screw removals

* Proctosigmoidoscopy with or without biopsy
* Skin biopsy

* Skin graft (small)

» Submucous resection of nasal septum
» Synovial cyst removal

* Tear duct probing

 Thoracentesisfor fluid aspiration

* Trigger finger

* Triple upper endoscopy

 Tubal ligation

* Urethral dilation

* Varicoce ectomy

* Vasectomy

» Vein sclerosing injection
 Venography

If the procedure listed is not performed on an outpatient basis, the benefits for an inpatient hospital
confinement will be limited to charges for which benefits would otherwise have been paid in accordance
with the Program reduced by the lesser of $300.00 or what otherwise would have been paid had the
procedure been done on an outpatient basis. Such penalty shall not be used to reduce deductibles or
copayments el sewhere in the Program.
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(b)  Thepenalty in (a) above will not apply if:

(i) theinpatient stay is needed because of the patient’s condition as determined by the precertification
program or

(i) no outpatient surgical facility isavailable or

(iii) thesurgery isdone during an inpatient stay that isfor a cause not related to the surgery or for which
benefits are payable under this plan.

Outpatient Treatment — Radiation Therapy

3.16 Ifyourecaiveradiation treatmentsin the outpatient department of alegally constituted hospital, hospital benefits
are provided for such treatments to the extent that they are provided as a hospital service.

Outpatient Treatments— Hydrother apy and Physiotherapy

317 Thehospital benefits provided under this plan are also available for hydrotherapy and physiotherapy treatments
performed in the outpatient department of alegally constituted hospital.

Inpatient Admissionsand Outpatient Visitsfor Diagnostic Study

3.18 Hospital benefits are provided for inpatient admissions for diagnostic study when the study is directed toward
the diagnosis of adefinite condition of illness or injury.

319 Hospital benefits are also available for the following diagnostic services performed in the outpatient department
of alegally constituted hospital which provides such services, when directed toward the diagnosis of a definite
condition of illness or injury (including pregnancy):

X-ray examinations with films, ultrasound when used as a substitute for x-rays with films, metabolism testing,
radioactive isotope studies, cardiographic and encephalographic examinations, laboratory examinations,
dedtromyography, pulmonary function testing, and allergy testing, but excluding work-up procedures performed
in the outpatient department when the patient is to be admitted as an inpatient unless provided for under
paragraph 3.21.

320 Hospital benefits are not provided under paragraph 3.18 and 3.19 for the following services:

Audiometric testing; eye refractions; examinations for the fitting of eyeglasses or hearing aids; dental
examinations; pre-marital examinations; research studies; screening; or routine physical examinations or check-
ups.

Outpatient Pre-admission Testing

321 Hospital benefits are provided for pre-admission testing. Standard pre-admission tests must be done prior to
admission in an outpatient setting. Normally your doctor will arrange such outpatient testing routinely but if
assistance is required employees may call thetoll free number for pre-admission review. Failure to abide by this
procedure will result in the application of the lesser of a $300.00 penalty or the actual cost of such tests. Such
penalty may not be used to satisfy deductibles or co-payments el sewhere in the Program.

B12 PIB Il



Catastrophic Case M anagement

322 CaadrophicCase Management, which concentrates on those cases where the early identification of catastrophic
and chronic illnesses or injuries can enhance the quality of care and recovery.

(@)

(b)

(©

(d)

(€)

A catastrophic casetypically includes the following types of illnesses or injuries:

[lInesses Injuries
Neonatal High Risk Infant Magjor Head Trauma
Cerebrovascular Accident Spinal Cord Injury
Cardiac Surgery Amputations
Multiple Sclerosis Multiple Fractures
Muscular Dystrophy Severe Burns
Cerebral Palsy Chronic Back Injuries
Acquired Immune Deficiency Kneelnjuries

Syndrome

Incatastrophic or chronic illness cases, there often arises a need for medical and non-medical servicesand
aupplies for which benefits are not normally provided under this plan. Benefits will be payable under this
plan for any service, supply, equipment or treatment which otherwiseis not covered aslong as:

- The condition of the patient, in the sole judgment of the case manager, fallsinto one of the profiles
described in paragraph 3.22 (a);

- The services, supplies, equipment or treatment have been identified by the case manager as an
accepteblecare alternative, with the final approval of the patient, the patient’s family, or the attending
physician; and

- Theservicesrepresent aless costly means of providing health care benefits required by the patient.

A typical case requiring catastrophic case management generally is identified through areferral by the
Company, hospital, physician, claims administrator, or other provider.

Wherethecasemanager determines that Catastrophic Case Management benefits are appropriate, the case
manager will prepare an action plan outlining suggested alternatives for using these benefits to your
advantage. The case manager will continue to monitor the patient’ s performance, including: updating the
recommendations as the patient progresses, helping the family prepare for the patient’ s return home, and
offeringsupport during transition periods. Catastrophic Case Management benefits are available until the
case manager determines that the patient has reached medical stability. Even after that point, the case
manager is available to assist the patient, family, or physician, where appropriate.

Benefits are provided under this Section for dependents on the same basis as for you. Such dependent
bendfitsare provided only if the dependent is covered under the Program when services are received (the
date of admission if confined in ahospital, approved rehabilitative or skilled nursing facility).

Skilled Nursing Facility Benefits

323 If you are admitted to an approved Skilled Nursing Facility, benefits will be provided for semi-private
accommodations and all other services provided by the facility for up to 365 days provided you:

@)
(b)
(©

arerecovering from an acuteillness or injury;
are confined to bed with along-term illness or injury; or

have aterminal condition;

and provided (i) your condition requires professional and practical nursing care provided by a Skilled Nursing
Facility and (ii) you remain under active medical supervision of alicensed physician.
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324 If you occupy a private room in a Skilled Nursing Facility, you will be entitled to all of the above-described
benefits but you will be required to pay the facility the excess, if any, of itsregular charge for the private room
over thefacility’s most common charge for semi-private rooms.

325 Thenedforconfinement in a Skilled Nursing Facility must be certified by the licensed physician in charge of the
case, in aform satisfactory to and as required from time to time by the claims administrator. The initial
determination as to whether or not the condition is a covered condition and is of the nature to require care or
continued care in such facility will be made by the claims administrator.

Definition of “ Approved” Facility

326 A facility will be approved if:

(@)
(b)

(©

it qualifies as a Skilled Nursing Facility under Medicare, or

it is accredited as a Skilled Nursing Facility by the Joint Commission on Accreditation of Hospitals or it
meets the standards for such accreditation, and

where necessary, it has been approved by the applicable area-wide Health Care Planning Agency.

Before you or your dependent enters a Skilled Nursing Facility, you should ask whether such facility meetsthe
above requirements.

Renewal of Benefits

327 A new maximum benefit period will commence only when there has been alapse of at least 90 days between the
date of last discharge from a Skilled Nursing Facility and the date of the next admission to a Skilled Nursing
Facility due to the same or related causes, whether or not benefits were provided for the prior admission.

Exclusions

3.28 Benefitsare not payable under this provision for:

@)
(b)
(©
(d)
(€)

(f)
(9)
(h)

@)

0

confinement which is principally for custodial care;

carefor tuberculosis, alcoholism or drug abuse except as may be provided in Section 5;

carefor the deaf or blind,;

care for senility or mental deficiency or retardation;

care for mental illness, other than for short-term conval escent care where the prognosis for recovery or
improvement is deemed favorable provided that such short-term convalescent careis not provided for in
Section 5;

carenct requiring continued professional and practical nursing care provided by a Skilled Nursing Facility;

care that could be managed by an approved Home Health Care Agency where such Agency is available;

expensesforwhich payment or reimbursement is received by or for the account of the individual as aresult
of alegal action or settlement;

confinements, services, supplies or treatments which are not necessary according to accepted standards
of medical practice;

confinements, services, supplies or treatments for which no chargeis made that you are legally obligated
to pay or for which no charge would be made in the absence of this coverage; or
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(k)  confinements, services, supplies or treatments received for illness or injury due to war (declared or
undeclared) or any act of war, if such illness or injury occurred while insured for this coverage.

Home Health Care Agency Benefits

3.29

3.30

If you are essentially confined to your home and require, on an intermittent basis, nursing services, therapy or
other sarvicesprovided by a Home Health Care Agency, and provided that the servicesin question are performed
by or under thedirect supervision of alicensed registered or practical nurse in accordance with a plan established
andperiodically reviewed by the physician in charge of the case, benefits will be provided for up to 100 visitsin
a calendar year for services provided through an approved Home Health Care Agency and for medical and
surgical supplies and durable medical equipment for treatment of your condition so long as you have not used
100 visits. One visit is a persona contact in your home by (i) a health worker on the Agency’s staff, or (ii) a
personwhoisunder contract or arrangement with such Agency, for the purpose of rendering one of the following
types of services:

(@  nursing serviceby either an R.IN. oranL.P.N;

(b)  physical, occupational, speech and respiratory therapy;

(c)  medical social service;

(d)  home health aid service;

(e)  nutritional guidance;

(f)  diagnostic services;

(g)  oxygen and its administration; and

(h)  hemodiaysis

The need for the services of aHome Health Care Agency must be certified by the licensed physician in charge
of the case, in a form satisfactory to and as required from time to time by the administrator. The initial
deemingtionas to whether or not the condition is a covered condition and is of the nature to require or continue

to require care through such an agency will be made by the claims administrator (see “Who To Call For Benefit
Information” phone numbers on inside front cover).

Definition of “ Approved” Agency

331

An agency will be approved if:

(@ itqualifiesasaHome Health Care Agency under Medicare, or

(b) it meetsthe standards of Medicare certification, and

(c)  wherenecessary, it has been approved by the applicable area-wide Health Care Planning Agency.

Before you or your dependent arranges for services provided through aHome Health Care Agency, you should
ask whether such agency meets the above requirements.

Exclusions

3.32

Benefits are not payable under this provision for:
(@ custodial care;

(b)  meds,
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(c) physicians’ services,

(d)  housekeepers’ services,

(e) drugsand biologicals;

® services of relatives or members of patient’ s household;
(g) carefor tuberculosis, alcoholism or drug abuse;

(h)  carefor the deaf or blind;

0] care for senility or mental deficiency or retardation;

)] care for mental illness, other than for short-term conval escent care where the prognosis for recovery or
improvement is deemed favorable;

(k) expensssforwhich payment or reimbursement is received by or for the account of theindividual as aresult
of alegal action or settlement;

0] services, supplies or treatments which are not necessary according to accepted standards of medical
practice;

(m  services, supplies or treatments for which no chargeis made that you are legally obligated to pay or for
which no charge would be made in the absence of this coverage; or

(n)  services, supplies or treatments received for illness or injury due to war (declared or undeclared) or any
act of war, if suchillness or injury occurred whileinsured for this coverage.

Ambulatory Surgical Facility

3.33 If you receive surgical services in an ambulatory surgical facility, benefits under this Section are provided for
operdingroom, recovery room and other hospital-type facility charges. Before you or your dependent undergoes
trestmertinanambulatory surgical facility, you should ask the claims administrator (see “Who To Call For Benefit
Information” phone numbers oninside front cover) whether the facility isacovered ambulatory facility.

Chemotherapy

334 If you receive chemotherapy for treatment of malignant diseases, benefits under this Section are provided
regardless of the type of facility in which treatment is rendered.

Kidney Dialysis

335 Baditsunder this Section are provided if you receive kidney dialysisin the outpatient department of a hospital
or in akidney dialysis unit which is not connected to a hospital and for supplies and rental of homedialysis
equipment used in connection with kidney dialysis when treatment is received in your home.

Hospice

3.36 Baxitsare provided for hospice care. Hospice means a coordinated plan of home and in-patient care that treats
theterminally ill patient and family asaunit. The plan provides care to meet the special needs of the family unit
duringthefind dages of aterminal illness and during bereavement. Careis provided by ateam made up of trained
medical personnel, homemakers, and counselors. The team acts under an independent hospice administration;
and it helps the family unit cope with physical, psychological, spiritual, social, and economic stresses. The
hospice administration must be approved as meeting established standards including any legal licensing
requirements of the state and locality in which it operates. Benefitsinclude:

— chargesfor inpatient hospice care. Thisdoes not include private room charges over $150 per day;
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— chargesfor doctor’ s service;
— home health services,

— emotional support services;
— homemaker services;

— bereavement services;

— drugs and medication.

This provision does not in any way amend, modify or otherwise affect the terms and conditions of the 1999
Insurance Agreement and the Program of Insurance Benefits.

Birthing Centers

3.37 Benefitsare provided for servicesreceived in approved birthing centers.
An approved birthing center is:
(@) ahospital based center; or,

(b) a free-standing center which is approved by the claims administrator and meets all of the state health
requirements.

Before you or your dependent enters a birthing center, you should ask the claims administrator (see “Who To
Call For Benefit Information” phone numbers on inside front cover) whether such facility is approved.

Benefitsfor Dependents

3.38 Badits are provided under this section for dependents on the same basis as for you. Such dependent benefits
are provided only if the dependent is covered under the Program when services are received (the date of
admission if confined in ahospital, Approved Rehabilitative or Skilled Nursing Facility).

Continuation of Benefits After Termination of Coverage

3.39 Ifyouoroneofyour eligible dependentsis confined in a hospital, an Approved Rehabilitative Facility or a Skilled
Nursing Facility on the date coverage terminates benefits continue to be provided subject to all the provisions
of this Section until discharge from such hospital or facility.

Wheat IsNot Covered

340 Benefitsare not provided under this Section for:
(@)  Convalescent or rest cures;
(b)  Servicesnot furnished by the hospital, approved facility or approved Home Health Care Agency.
(c)  Personal services such as barber services, guest meals or rental of radio or television; or,

(d)  Exogtes specifically provided in this Section, outpatient services, hospitalization primarily for diagnostic
study, or hospitalization for dental processes.

(e)  Friday or Saturday hospital admissions are inappropriate unless surgery is performed within 24 hours of
admissonor unlessthe admission isthe result of an accident or life threatening emergency. The admission
mugt becatified as medically necessary and approved as such under the precertification program. Failure
toabideby this procedure will result in the application of a$300 penalty which may not be used to satisfy
deductibles elsewhere in the Program.
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® Hospital costs associated with any surgery defined as not covered under paragraph 3.66(d) of this plan.

(9)  Servicesfor treatment of mental illness or drug or alcohol abuse, except as may be provided in Section 5.

How to FileaClaim

341

Inorer to receive benefits for covered services, you or one of your dependents should obtain claim forms from
theclaims administrator (see “Who To Call For Benefit Information” phone numbers on inside front cover) or at
designated pick up locations. After completion by you the form should be submitted to the hospital, approved
facility or Home Health Care Agency. Generally, the provider of service will then submit your claim for benefits
directly tothedaims administrator for processing and payment. If the person who received the servicesis eligible
forMedicarg, itis al so necessary to present the person’s Health Insurance (Medicare) Card to the hospital, facility
or agency.

Physicians Servicesand Other Medical Expense Benefits

Payment of Benefitsfor Physicians' Services

342

343

344

345

Full payment, on a prevailing fee or contract basis, subject to deductibles and co-paymentsin paragraph 3.2, is
medefor thephysicians’ services described below. This meansthat, subject to certain maximums specified in this
Section, this plan provides benefits for covered services, but at not more than the prevailing fee or contracted
amount (where negotiated with the provider) for such service.

The prevailing feereferred to in 3.42 will be based on the following considerations:

(@)  For those geographic areas of the Company which have been identified as having the Managed Care
Program, the prevailing fee will be determined as follows:

(i) For physicians who are members of the Managed Care Program, benefits will be provided for the
covered medical service or procedure provided you or your dependents at the contracted rate
edablishedfor such medical service or procedure. Employeeswill not be responsible for any amounts
billed in excess of the alowed charge.

(if) Forphysicians who are not members of the Managed Care Program, benefits will be provided for the
covered medical service or procedure provided you or your dependents at the lower of their actual
hillingortherate of payment as described in 3.43 (a) (i). Employeeswill be responsible for all amounts
over the rate of payment made for such covered services.

(b)  Fathose geographic areas of the Company which have not been identified as having the Managed Care
Program, the prevailing fee will be based on the lesser of (i) the actual charge or (ii) the usual and
customary charge as reported, at thetimetheserviceisrendered, by the 90th percentile of the Health
Insurance Association of America (HIAA), which collects and reports charges by procedure code, date
of service and zip code.

Theseprovisions are designed to recognize that there will be differencesin physicians' charges because of such
fedtors as the prevailing fees or charges in the geographical locality, skill of the physician, and complexity of the
service performed.

The claims administrator or the Company, as applicable, will make determination as to the prevailing fee, with
benefit payment made directly to you or, in the case where the covered medical service or procedure is provided
by a physician enrolled in the Managed Care Program, directly to the Managed Care physician unless the
physcian has already received reimbursement from the employee. Therefore, you should inform your physician
of your coveragefor prevailing fees under this plan. If you become obligated to a physician for acharge in excess
of the prevailing fee as determined, this plan will not pay such excess.
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Surgical and Organ Transplant Benefits

346

347

348

Benefits are provided for surgical services consisting of operative and cutting procedures (including the usual
pod-operdivecare) for the treatment of illnesses, injuries, fractures or dislocations, which are performed in or out
of ahospital by alicensed physician and, in the case of reduction of fractures and dislocations of the jaw, which
are performed either by a licensed physician or by a doctor of dental surgery. Benefits are also provided for
operative and cutting procedures for the treatment of diseases and injuries of the jaw if the surgical serviceis
performed by alicensed physician or adoctor of dental surgery. If you areaninpatient in alegally constituted
hospitd, benefits will also be provided for the services of alicensed physician who actively assists the operating
surgeon in the performance of such surgical services when the condition of the patient and type of surgical
svicerenuires such assistance and when the hospital does not employ surgical interns, residents or house staff
who are utilized for such assistance. Benefits are also provided for stand-by physicians for angioplasty and, if
goproved by the pre-admission review administrator, certain Caesarean sections. Organ transplant benefits are
provided under the health care plan asfollows:

(@)  Benefits for organ transplant procedures are provided only if the procedure is accepted in health care
practice, isnot experimental or investigational or its efficacy is clearly supported by the medical community
and documented by a substantial body of medical research. Organ transplants are covered as any other
surgical procedure and are subject to Plan deductibles, copayments and benefit maximums.

(b)  For organ or tissue transplants requiring surgical removal of the donated part from a living donor to a
trangplant reci pient, payment for covered benefits will be provided for the donor to the extent that charges
for such services are not payable under any other group or individual health care plan. Benefits payable
on behalf of the donor are charged to the recipient’ s benefit copayments and maximums under the Plan.
Transplant benefits under the Plan are provided regardless of whether the individual covered under the
Plan isthe recipient or the donor, and benefits for covered services will be provided for both.

Surgical services which would be covered if performed by a licensed physician shall also be covered when
performed by a duly licensed podiatrist acting within the scope of hisor her license.

When a series of recurrent or related operationsis performed in the home, the physician’ s office, the outpatient
department of a hospital or an ambulatory surgical facility for the treatment of the same illness or injury, the
maximum payment for each illness or injury shall not exceed $500.00 during any calendar year.

Obstetrical Benefits

349

Bendfits are provided for obstetrical services, including necessary prenatal and postnatal care, furnished to you
if you are a female employee or to a female dependent of yours, either in or out of ahospital, by the licensed
physician in charge of the case.

Second Surgical Opinion

3.50

351

If you or one of your dependentsis advised to have surgery, benefits are provided for a second, and, if desired,
athird surgical opinion.

Covered charges for a second or third surgical opinion include:

(@)  charges of the doctor who offers the second or third opinion, provided this doctor does not perform the
surgery;

(b)  chargesfor diagnostic x-ray and laboratory exams used by the doctor to form the opinion.

Yauor your dependent may obtain a second and athird surgical opinion from any physician you choose, other
than a physician who isin practice with or has afinancial association with theinitial physician.
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In-Hospital M edical Benefits

352 If you are confined as an overnight patient in alegally constituted hospital because of anillness or injury such
asheart dtack, pneumonia, diabetes, or contagious disease, benefits are provided for the services of the licensed
physician in charge of your case up to a maximum of the number of hospital benefit days (365 or 730) to which
youareertitled as provided in paragraph 3.10. Such benefits will also be provided concurrently with benefits for
aurgicd, obstetrical and radiation therapy services when a patient has a separate and complicated condition, the
treatment of which requires skills not possessed by the physician who is performing the surgical, obstetrical or
radiation therapy services. |If you are hospitalized for pulmonary tuberculosis, benefits are payable up to
maximums provided in 3.10.

353 If you should be admitted to a hospital within 90 days after previous hospitalization, days of hospitalization
during the earlier period will be deducted in determining the maximum number of days for which benefits are
provided under paragraph 3.52 during the later period.

Benefitsin Skilled Nursing Facility

354 If benefits are payable for confinement in a Skilled Nursing Facility, benefits are also provided during such
confinement for treatment by the licensed physician in charge of the case; provided, however, that benefits will
not be payable for physicians' visitsin excess of two in any seven-day period, and provided further that such
licensed physician is not an employee of the Skilled Nursing Facility.

Benefitsfor Home Health Care Agency Patients

355 If benefits are payable for services received from an approved Home Health Care Agency, benefits are also
provided for home visits by the licensed physician in charge of the case; provided, however, that benefits will
not be payable for physicians' home visitsin excess of ten in any calendar year.

Anesthesia Services

356 Benditsare provided for the administration of anesthetics, except local infiltration anesthetic, provided either in
or out of a hospital in surgical or obstetrical cases, when administered and billed by a licensed physician or
CRNA, other than the operating surgeon or surgical assistant or CRNA, who is not an employee of, nor
compensated by, ahospital, laboratory or other institution. Benefitswill not be provided under this paragraph
for anesthesia administered in connection with dental procedures for which Dental Benefits are payable under
Section 6.

Radiation Therapy and Chemother apy Benefits

357 Beitsaeprovided for treatment by X-ray, radium, external radiation or radioactive isotopes (including the cost
of meterials unless supplied by a hospital), provided either in or out of ahospital, when performed and billed by
the licensed physician in charge of the case.

When your condition requires radiation therapy services in conjunction with medical, surgical or obstetrical
savices, paymentwill be made for such radiation therapy servicesin addition to the payment for such other types
of services.

358 Beditsaedoprovided for expensesincurred in the treatment of malignant diseases by chemotherapy provided
either in or out of the hospital when prescribed and billed for by alicensed physician.

Diagnostic X-ray or Ultrasound Services

359 Benefits are provided as specified below for a diagnostic X-ray examination or ultrasound when used as a
subgtitute for X-rayswith films, either in or out of ahospital, which isrequired in the diagnosis of any condition
of illness or injury, which is customarily billed by the physician who made such examination, and whichis:

(@) Orderedbyalicensed physician or a doctor of dental surgery who is engaged in general or special practice
atherthan radiology, and, when so ordered, is made by alicensed physician (excluding adoctor of dental
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3.60

surgery or the doctor ordering X-ray or ultrasound examination) whose practice islimited to radiology;
(b)  Made by alicensed physician (excluding adoctor of dental surgery) qualified to undertake radiol ogical
examinations within the confines of asingle specialty; or
(c) Madeby alicensed physician in an emergency or emergency traumatic case.

Benefits will not be provided under paragraph 3.59 for the following:
X-ray andultrasound examinations in connection with care of teeth, research studies, screening, routine physical

examinations or check-ups, pre-marital examinations, routine procedures provided on admission to a hospital,
fluoroscopy without films, or any examination not necessary to diagnose an illness or injury.

Diagnostic Examinations

361

3.62

Benefits are provided for metabolism testing, radioactive isotope studies, cardiographic and encephal ographic
examindions, laboratory examinations, el ectromyography, pulmonary function testing, and allergy testing, either
in or out of a hospital, when made or ordered and customarily billed by alicensed physician.

Benefits will not be provided under paragraph 3.61 for the following diagnostic examinations:
Examinations in connection with research studies, screening, routine physical examinations or check-ups, pre-

maital examinations, routine procedures provided on admission to a hospital, or any examination not necessary
to diagnose anillnessor injury.

Emergency Treatment

3.63

3.64

Benefits are provided for emergency treatment received in case of an accident, if the treatment is performed by
a licensed physician (except that if performed in the outpatient department of alegally constituted hospital,
payment is made only to a physician who is not an employee of the hospital).

Berdfits are al'so provided for initial treatment when the patient receives Emergency Medical Care and treatment
is performed and billed by a licensed physician. “Emergency Medical Care” means services rendered for the
sudden and unexpected onset of acondition or illness with severe symptoms which require immediate medical
(nonsurgical) care.

Other Medical Expenses

3.65

Thetem*“ Other Medical Expenses’ means the reasonable and customary charges,* as determined by the claims
administrator, incurred by you or one of your dependents for the following types of medical services, supplies,
and treatments which are performed or prescribed as necessary by (i) alicensed physician or (ii) alicensed
podiatrist with respect to the services of a podiatrist for which benefits are payable under this plan:

*Inthe case of physicians' services, the prevailing fee or contract amount (where negotiated with the provider),
as described in paragraphs 3.42 to 3.45 of this booklet.

(@) Savicesoflicensed physicians and the following specialty medical per sonnel operating within the scope
of their license or certification and under thedirection of alicensed physician:
(1) certified registered nurse anesthetists (CRNAS)
(ii) licensed and/or certified physician’s assistants (PAS) or nurse practitioners (NPs)

(b)  Servicesof licensed podiatrists; see exclusionsin paragraph 3.66(k);

(c)  Whenprivate room accommodations are medically necessary, the excess of the private room rate over the
hospital’s most common semi-private room rate will be considered a covered medical expense, (a private
roomwill be considered medically necessary when (i) the patient’s condition requires isolation for the
petient’ shedth or that of others or (ii) the hospital has semi-private or less expensive accommodations but
they are occupied and the patient’s condition requires immediate hospitalization); see exclusions in
paragraphs 3.66(0) and 3.66(p);
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(d)

(€)

()

(9)
(h)

0
)

0

(m)

(n)

(0)

(P)

(@)

)

(s)

®

Other hospital services required for medical or surgical care or treatment; see exclusionsin paragraphs
3.66(0) and 3.66(p);

Anesthetics and the admi nistration thereof, except that benefits will not be provided under this paragraph
for anesthesia administered in connection with dental procedures for which Dental Benefits are payable
under Section 6;

Laboratory services for one routine pap smear (Papanicolaou test) and an associated office visit during
any calendar year;

Radium treatments;
Oxygen and its administration,;

Blood transfusions and blood administration costs, including cost of blood and blood plasmain excess
of 3pints to the extent it is not donated or replaced through a blood bank or otherwise, or cryoprecipitate;

Services of aqualified physiotherapist;

Services of aregistered graduate nurse (R.N.), other than a nurse who ordinarily residesin the patient’s
home or who is amember of the patient’simmediate family;

Services of alicensed practical nurse (L.P.N.) under the following circumstances:
(i) inahospital when required;

(i) out of a hospital when required; provided, however, that services in excess of 240 hours in any
calendar year will be limited to a 50% reimbursement rate.

In any event, the nurse cannot be amember of the patient’ simmediate family or a nurse who ordinarily
resdesinthepatient’ s home and the licensed physician in charge of the case must certify that private duty
nursing isrequired;

Immuni zation injections, except any such injections received for the purpose of travel outside the United
States;

Local professional ambulance services,

Rentd of respiratory devices or other durable medical equipment, required for therapeutic use (in any case
where durable medical equipment is needed for long-term care, you should inquire of the claims
administrator asto whether the purchase of such equipment would be covered);

Artificial limbs or other prosthetic appliances including replacement of such applianceif not serviceable
five or more yearsfrom installation;

Cosmetic surgery or treatment to the extent necessary for correction of damage caused by accident or
injury while insured for this coverage;

Two pairs of eyeglasses or contact lenses and examinations for the fitting and prescription thereof
following a cataract operation;

Any medical services, supplies, and treatments for which benefits are provided under paragraphs 3.0 to
3.64 whether or not specifically enumerated above;

Benefits for hearing aids, and the examination for the prescription or filling thereof and their repair, are
limited to $1,000 per ear inafive-year period. Replacement hearing aid(s) will be covered if at least five
year s have passed sincethe aid(s) being replaced wer e purchased, provided the previous hearing aid(s)
are unserviceable;
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(u)

(V)

Well baby care provided to a newborn child that isincurred during the first 12 months of the child’slife
for routine pediatric check-ups;

Benefits up to $150.00 for routine health exams
a) every 3yearsif the covered person is under age 45, or,
b) every 2yearsif the covered person isage 45 or older.

Expenses Not Covered

366 Thefollowing are not covered medical expenses:

(@)
(b)

(©
(d)
(e
®

(9)
(h)
0]

)

K)
0)

(m)
(n)
(0)
()
(@

("
(s)

Dental services, treatments and appliances;

Eyeglasses or contact lenses and examinations for the prescription or fitting thereof, except as provided
in paragraph 3.65(r);

Health check-ups and routine physical examinations except as provided in paragraph 3.65(u) and (v);
Cosmetic surgery or treatment, except as provided in paragraph 3.65(q);

Confinements, services, supplies or treatments covered by any workers' compensation laws or employer’s
liability acts, or which an employer isrequired by law to furnish in whole or in part;

Confinements, services, supplies or treatments furnished by any governmental body (subject to the
provisions of paragraphs 8.6—8.9 with respect to employees and dependents eligible for Medicare);
Confinements, services, supplies or treatments received for illness or injury due to war (declared or
undeclared) or any act of war, if such illness or injury shall have occurred after the most recent effective
date of coverage for the major medical benefits of the Program,;

Confinements, services, supplies or treatments for which the individual is not required to make payment;
BExpensssforwhich payment or reimbursement is received by or for the account of theindividual asaresult
of alegal action or settlement;

Services of surgical assistants except as provided in paragraph 3.46;

Treatment of corns, bunions (except capsular or bone surgery therefor), calluses, nails of the feet except
aurgay for ingrown nails, flat feet, fallen arches, weak feet, chronic foot strain or symptomatic complaints
of the feet, except when surgery is performed;

Services of any practitioner who is not legally licensed to practice medicine and surgery, except to the
extent specifically provided in this plan or as required by law;

Any typesof sarvices, supplies or treatments not specified as covered medical expensesin paragraph 3.65.
Expenses for which benefits are not payable pursuant to paragraphs 3.8 and 3.22;

Expensssincurred as aresult of confinement in a Skilled Nursing Facility except as provided in paragraphs
3.23—3.28;

Expenses for services provided through a Home Health Care Agency except as provided in paragraphs
329—332

Prescription drugs (benefits are provided in Section 4);

Mental health and al cohol/substance abuse treatment (benefits are provided in Section 5);

Any other medical service or treatment except as provided in this Section.

Date ExpensesArelncurred

367 Benefits are provided only for Physicians' Services and Other Medical Expenses incurred on a date when
coverage by the provisions in this Section is in effect for you or your dependent who incurs such expenses.
Expenses are considered to have been incurred on the date when the applicable medical services, supplies, or
treatments are received.

Continuation of Benefits After Termination of Coverage

3.68 If youor one of your dependentsistotally disabled when coverage for other medical benefits terminates for any
reason and you are not eligible for the hospital and medical coverage for pensioners and surviving spouses
pursuant to paragraphs 9.24-9.26, benefits are payable solely with respect to Other Medical Expensesincurred
forthe illness or injury which caused the total disability. Such benefits will be payable during the uninterrupted
continuance of such total disability, asif coverage for other medical benefits had not terminated, but not beyond
oneyear fromthedate such coverage terminates. 1n determining the amounts payable pursuant to this paragraph,
benefits payable for such expenses under paragraphs 3.0 through 3.64 and under Medicare, if applicable, shall
be deemed to have been paid, even though coverage under paragraphs 3.0 through 3.64 was not in effect.
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How to Filea Claim

3.69

3.70

371

Clam forms may be obtained from the claimsadministrator (see “Who To Call For Benefit Information” phone
numbersoninside front cover) or designated pick up location. Detailed instructions for the filing of the claim are
provided on the claim form.

Since the payment of your medical claim depends upon your submitting the billsreceived by you for various
types of expenses, it is important that you keep a record of all such expensesand all bills, receipts, and other
documents relating to them.

A claim may be submitted when you or one of your dependents is required to pay more than the deductible
amount, asdesxribed in paragraph 3.2, in any calendar year for Physicians’ Services and Other Medical Expenses.
Additional claims for which benefits are provided may be submitted periodically during the calendar year as
expensssare incurred. However, in order to expedite handling of your claim it is suggested that claimsinvolving
continuinge{enses such as repetitive laboratory charges, chargesinvolving a series of visitsto your physician,
eic. shouldbepresented at two- or three-month intervals. All claims should be submitted within 90 days following
theend of the calendar year for which benefits are provided. In any event, all claims must be submitted no later
than the end of the calendar year following the calendar year for which the benefits are provided.

Benefitsfor Dependents

3.72 Berditsaeprovided for dependents on the same basis as your own. Such dependent benefits are provided only

if the dependent is covered under the Program when the services are performed.
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SECTION 4
PRESCRIPTION DRUG BENEFIT PLAN

Introduction

40 (&) Coverage for prescription drugs will be provided exclusively through the Ispat Inland Inc. Prescription
Drug Benefit Plan (the Prescription Drug Plan). The Prescription Drug Plan will be established and
administered in accordance with the USWA/ISPAT INLAND Agreement on Managed Care. A third party
administrator, referred to as the prescription drug benefit manager, will be responsible for (1) developing
and maintaining a network of designated retail pharmacies, (2) offering a mail service option for the
purchaseof mantenance medications prescribed for treatment of chronic conditions or long-term illnesses,
(3 managingdrug utilization, (4) making paymentsto providers, and (5) reimbursing employees for out-of -
network expenses (see “Who To Call For Benefit Information” phone numbers on inside front cover).

(b)  Inthe event that the Prescription Drug Plan is discontinued during the period covered by the Insurance
Agreement, the benefits of the former Program of Insurance Benefits I (PIB I1) will apply to any
prescription drug expenses incurred during the period until areplacement program is mutually designed
and implemented by the Joint Union/Management Managed Care Steering Committee. Any deductibles,
co-payments or stop losses that apply to prescription drug expensesincurred during the period of PIB |1
coverage will also be applied to the co-payments and stop losses that apply to hospital and medical
expensesin PIB I11.

Benefit Payment Levelsand Cost of Prescription Drugs

41 (a) Co-paymentseffective 1/1/2000, by type of drug and where purchased, are shown below:

Yrly Yrly
Stop Stop Out-Of Yrly
Mail Stop Participating Loss Loss Network Stop
Type of Drug Service Loss Pharmacy /Ind.* [Fam.* Pharmacy Loss
Generic $5.50 None 10% $500 $750 50% None
Brand, No
Generic
Available $13.75 None 30% $500 $750 50% None
Brand, Generic
Available** 100% None 100% None None 100% None

* Whereit applies, the maximum total stop lossis $500 per individual and $750 per family.

**Brand name drugsthat have generic equivalentswill not be covered under either the mail service program or the
retail phar macy program unlessthe participant’s physician submits satisfactory clinical evidenceto the prescription
drug benefit manager that there is a pharmacological or medical reason why a brand must be dispensed and the
prexription drug benefit manager authorizes purchase of the brand namedrug. If approved by the prescription drug
benefit manager, the co-payment is $18.00 at mail service and 40% at a participating phar macy.

(b)  Theco-payments and stop losses that apply to the Prescription Drug Plan do not reduce or satisfy those
elsawhere in the Program.

CoverageLimits
42 (@) Unlessotherwise noted, benefits for prescription drugs are subject to alifetime maximum of $250,000 per

covered individual per lifetime, including any out-of-network benefits paid. Benefits paid for prescription
drugs under the former Program do not count towards the $250,000 lifetime maximum.
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(b)

Any benefitsrecaved under the Prescription Drug Plan are a so limited by the $1,250,000 ($500,000 out-of-
newark) maximumfor all health care benefits per covered individual per lifetime in the Program of Insurance
Benefits 111 (PIB 111).

Cost of Coverage

43 Thereisno additional cost (premium) for coverage under the Prescription Drug Plan.

How the Prescription Drug Plan Works

44 (9

(b)

(©

Mail Service

(i) You can order a 14-60 day supply of medication prescribed to treat a chronic condition or long-term
illness through the mail from the prescription drug benefit manager (see“Who To Call For Benefit
Information” phone numbers on inside front cover).

(i) Whenyoupurchase prescription drugs through the mail service program, include the appropriate co-
payment along with your prescription in an order envelope. If you have approved a generic
subgtitution but are not sureif it isavailable, include a $13.75 co-payment with your order. A refund
or credit will be sent to you if the co-payment is$5.50.

Retail Pharmacy

(i) You can purchase up to a 30 day supply of medication.

(i) When you purchase prescription drugs at a participating pharmacy, the pharmacist will ask you for
your co-payment at the time you make your purchase.

(iii) Noclaim formsare required for in-network purchases.

(iv) Thisisanational network but if you are in alocation where a network pharmacy is not available, the
benefit will be paid as if in-network. You will have to pay for the drug at the time of purchase and
submit a claim for reimbursement, along with aletter of explanation to the prescription drug benefit
manager (see “Who To Call For Benefit Information” phone numbers on inside front cover).

Y our co-payments are not eligible for reimbursement under any other Ispat Inland health care plan.

ThePrescription Drug Plan as Secondary Payer

45  IfthePresxiption Drug Plan is a covered dependent’ s secondary plan and prescription drugs are covered in their
primary plan, benefits will be coordinated with the retail pharmacy program percentage schedule. Benefits
otherwise payable will be reduced by benefits paid by the primary plan.

What is Covered

46 (9

(b)

Exclusions

47 (9
(b)
(©
(d)
(e
®
(9)
(h)

The Prescription Drug Plan covers medically necessary medications which require a prescription written
by alicensed physician and dispensed by a licensed pharmacist pursuant to Federal or Statelaw. The
Prescription Drug Plan also covers prescriptions by licensed physicians for insulin, disposableinsulin
syringes, and blood glucose testing agents/strips.

The following drugs are subject to additional limitations:

(i) coverage for non over-the-counter smoking cessation productsislimited to $700 in benefits paid per
lifetime, and

(i) benefit paymentsfor drugs prescribed for treatment of infertility are limited to $5,000 per lifetime.

drugs that can be purchased over-the-counter without a prescription (except for insulin),
birth control pills, unlessthey are prescribed to treat a condition or illness,

experimental drugs,

diet pillswithout a physician’s diagnosis of morbid obesity,

vitamins,

food and food supplements,

refills of prescriptions older than one year, or

drugs prescribed for cosmetic purposes.
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Continuation of Benefits After Termination of Coverage

48  Ifyouor one of your dependentsistotally disabled when coverage for other medical benefits terminates for any
reasonand you are not eligible for coverage under the Program of Insurance Benefits for Eligible Pensioners and
Surviving Spouses effective August 1, 1999 pursuant to paragraphs 9.24-9.26, benefits are payable solely with
respect to Other Medical Expensesincurred for the illness or injury which caused the total disability except that
expenses for prescription drugs will be payable under the Prescription Drug Plan. Such benefits will be payable
during the uninterrupted continuance of such total disahility, asif coverage for other medical benefits had not
terminated, but not beyond one year from the date such coverage terminates.
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Introduction

50 (8

(b)

(©)
(d)

SECTION 5
MENTAL HEALTH AND ALCOHOL/SUBSTANCE ABUSE
TREATMENT BENEFIT PLAN

Coverage for mental health and al cohol/substance abuse treatment will be provided exclusively through
the Mental Health and Alcohol/Substance Abuse Treatment Benefit Plan (the MH/ASA Plan). The
MH/ASA Plan will be established and administered in accordance with the USWA/ ISPAT INLAND
AgreamertonManaged Care. A third party administrator (hereafter known as the “ network manager”) (see
“Who To Call For Benefit Information” phone numbers oninside front cover) will be responsiblefor (1)
developing and maintaining anetwork of designated providers, (2) managing care, (3) making payments
to providers, and (4) reimbursing employees for out-of-network expenses.

Any benefit provided in the former Program of Insurance Benefits |1 (PIB 1) that is not specifically
provided for inthe MH/ASA Plan shall be covered elsewherein PIB I11.

Any change in the network manager must be mutually agreed to by the Company and the Union.

In the event that the MH/ASA Plan is discontinued during the period covered by the Insurance
Agreement, the benefits of the former Program of Insurance BenefitsIl (PIB I1) will apply to any mental
health and alcohol/substance abuse expenses incurred during the period until a replacement plan is
mutually designed and implemented by the joint Union/Management Managed Care Steering Committee.
Any deductibles, co-payments or stop losses that apply to mental health and al cohol/substance abuse
expenses incurred during the period of PIB Il coverage will also be applied to the deductibles, co-
payments and stop |osses that apply to hospital and medical expensesin PIB I11.

Designated Provider Concept

51 The MH/ASA Plan is a designated provider arrangement. Maximum coverage for any mental health and
doohol/substance abuse careis provided only when areferral is made by the network manager and the services
aepafomeadby a designated network provider. Maximum coverage will also be provided if services are rendered
in ageographic areawhere network providers are not available, aslong as areferral has been obtained.

How this Plan Works

52 (3

(b)

(©

(d)

(€)

()

To access services, the patient (or other family member or patient representative such as the EAP
coordinator) contacts the network manager’ s trained medical staff viaatoll-free number (see “Who To Call
For Benefit Information” phone numbers on inside front cover). An assessment is made, and, when
medicaly necessary, the patient is referred for treatment to a designated network provider. The designated
nawork provider handles all further communication with the network manager during the resultant course
of treatment.

If emergency hospitalization is required, the network manager must be contacted within 48 hours of
admission (or 72 hoursif the patient isin detoxification for substance abuse).

If theseprocedures are not followed, the treatment is considered “ out-of -network” and alesser benefit will
be provided for the period of non-compliance.

Patidpants who receive treatment from network providers after obtaining areferral will not be required to
submit aclaim form.

Participants who receive treatment from out-of-network providers must file a claim with the network
manager in order to receive a benefit.

Thereisno additional cost (premium) for coverage under the MH/ASA Plan.
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Benefitsfor Mental and NervousCare

53

(@)

(b)

(©

(d)

(€)

In-nawork, inpatient benefits are provided for hospitalization in alegally constituted hospital, or alternate

or other sub-acute carein alegally constituted hospital or approved treatment facility.

Alternate care facilities include: Residential Care, Halfway House, Day Treatment Programs and Home

HedthCare Agency Programs. Charges of alicensed physician and medical services and supply charges

associated with the hospitalization or stay in an approved facility are also covered.

Innetwork, outpatient care is covered when treatment is performed or prescribed by alicensed physician,

a licensed clinical psychologist, a licensed clinical social worker or psychiatric nurse speciaist and

includes the following types of services:

(i) Vidgtsforindividual psychotherapeutic treatment in the provider’s office or in an approved outpatient
psychiatric facility.

(i) Vidts by members of the patient’s family for counseling in the provider’s office or in an approved
outpatient psychiatric facility.

(i) Vidts for group psychotherapeutic treatment in the provider’s office or in an approved outpatient
psychiatric facility.

(iv) Psychological testing by a psychologist.

(v) The following services when received in a legally constituted hospital outpatient department or
approved psychiatric facility:

- Professional and other necessary ancillary services, other than services of physicians, if such
service is provided through a day or night care program and is charged for by such hospital or
facility as a part of regular institutional care and such program is approved by the network
manager.

- Drugsandmedications dispensed and charged for by such hospital or facility as apart of regular
institutional care programs.

- Electroshock therapy and anesthesia related thereto.

Out-of-network, inpatient benefits are provided for hospitalization in a legally constituted hospital;
dtemaeor other sub-acute care is not covered. Charges of alicensed physician and medical services and
supply charges associated with the covered hospitalization are also covered.

Out-of-network, outpatient care is covered when treatment is performed or prescribed by a licensed
physician or alicensed clinical psychologist. The serviceslisted in paragraph 5.3 (b) (i), (ii), (iii), (iv), and
(v) above are covered when performed by these providers.

Covered psychiatric services must be rendered for treatment of certain emotional or mental conditions or
illnesses which are amenable to favorable modification. Servicesin connection with mental deficiency or
retardation are not covered.

Benefitsfor Alcohol/Substance Abuse Treatment

54

(@)

(b)

In-network, benefits are provided for hospitalization in an accredited hospital or an Approved
Rehabilitative Facility (including detoxification in an Approved Rehabilitative Facility), alternate or other
sub-acutecare from an accredited hospital or approved treatment facility. Alternate care facilitiesinclude:
Reddential Care Centers, Halfway House, and Day Treatment Programs. Charges of alicensed physician
and professional and other services and supply charges required for your medical care and treatment are
also covered.

NOTE “Approved Rehabilitative Facility” means afacility approved by the network manager (see “Who
To Cal For Benefit Information” phone numbers on inside front cover) which is specifically engaged in
rehabilitation of those suffering from a coholism or drug addiction. Determination by network manager as
to whether or not afacility isan Approved Rehabilitative Facility shall be conclusive.

Out-of-network, benefits are provided for hospitalization in an accredited hospital; alternate or other sub-
acutecareisnotcovered. Charges of alicensed physician and professional and other services and supply
chargesrequired for your medical care and treatment are also covered.
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In-Network and Out-of-Networ k Benefit Payment Levels

55 (a) Beditpaymatlevelsfor both mental health and alcohol/substance abuse treatment are contingent upon
whether or not areferral for service has been obtained and service rendered by a network provider.

(b) Annual Coinsurance/ Annual

Deductible/ Co-payment Stop Loss/

Person Level Person

In-Network:
I npatient $0 100% None
Alternate Care
(Inpatient or $0 100% None
Outpatient)
Outpatient $0 $10/Office Vist None
Office Visits $0 $10/Office Visit None
Out-Of-Network:
Inpatient $100* 50%/50% $1000
Alternate Care
(Inpatientor e NO COVERAGE FOR ALTERNATE CARE---—---
Outpatient)
Outpatient $100* 5004/50%  None
Office Vidits $100* 50%/50% None

* The total out-of-network deductible is $100/person.

(©

(d)
(€)

()

The deductibles, co-payments and stop losses that apply to the MH/ASA Plan do not reduce or satisfy
those elsewhere in the Program of Insurance Benefits|11.

In-network, the copayment for office visits will be waived for 120 days following an inpatient stay.

parti cipants are not responsible for any chargesin excess of allowed charges when treatment is rendered
in-network.

Paticipants who use out-of-network providers may be required to pay the bill in full at the time serviceis
received and will be responsible for any chargesin excess of the MH/ASA Plan’s alowed charges.

Coverage Limits

56 ()
(b)
(©)
I npatient

In-network benefits for alcohol/ substance abuse treatment are limited to a lifetime maximum of $150,000
per covered individual, including out-of -network substance abuse benefits paid.

Any benefits received under the MH/ASA Plan are also limited by the $1,250,000 maximum for all health
care benefits per covered individua in the Program of Insurance Benefits 11l (PIB 111) and the Program of
Insurance Benefits for Eligible Pensioners and Surviving Spouses Effective January 1, 1994.

Out-of -network benefits are subject to the following limitations:

MENTAL HEALTH ALCOHOL/SUBSTANCE ABUSE
#DAYSYR #DAYSYR #STAYSLIFETIME
30 Days Up to 3 Detox 2 Stayg/Lifetime
Up to 28 Rehab
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The MH/ASA Plan as Secondary Payer

57

If this plan is secondary to another group health care plan, in-network benefits will be coordinated only if the
network manager is contacted prior to care being rendered. Failure to contact the network manager will result in
benefits of the primary plan being coordinated with out-of -network benefitsin the MH/ASA Plan. If the primary
plan is also a managed care plan, the network manager will make certain any participant who has secondary
covarageunder the MH/ASA Plan isfollowing the rules of his’her primary plan and therefore receiving maximum
benefitsunder the primary plan. If maximum benefits are not received then in-network benefits will be coordinated
withbenefitsfrom the primary plan as if maximum benefits had been received. If the primary plan is not a managed
careplan, then the guidelines of the MH/ASA Plan must be followed in order for the MH/ASA Plan to coordinate
the benefits of the primary plan with in-network benefits; otherwise, out-of-network benefits will apply.

Relationship to the Employee Assistance Plan

58

(@)

(b)

It is the intent of this agreement to build a partnership between the network manager and the Company
Emdoyee Assistance Plan and the Union’s Member Assistance Committee. The MH/ASA Plan does not
replace any of the current Employee Assistance Plan services.

The EAP will make every effort to coordinate referrals through the network manager. Any hospital
admission authorized through the EAP without the knowledge or approval of the network manager will be
treated as an in-net-work admission. The network manager will be fully cognizant of the services offered
through the EAP and will seek to use them when appropriate. Prior to implementation, the network
manager, UnionMember A ssistance Committee representatives and EAP personnel will meet to train, agree
on providers (including doctors and hospitals), and insure cooperation among all parties.

Continuation of Benefits After Termination of Coverage

59

(@)

(b)

Ifyou or one of your eligible dependentsis confined in ahospital, an Approved Rehabilitative Facility or
a Skilled Nursing Facility on the date coverage terminates, benefits will continue to be provided subject
to al of the provisions of the MH/ASA Plan until discharge from such hospital or facility.

If you or one of your dependentsistotally disabled when coverage for other medical benefits terminates
for any reason and you are not eligible for coverage under the Program of Insurance Benefits for Eligible
Pensonersand Surviving Spouses effective January 1, 1994 pursuant to paragraphs 9.24-9.26, benefits will
beprovided solely with respect to Other Medical Expensesincurred for the illness or injury which caused
the total disability. Such benefits will be provided during the uninterrupted continuance of such total
dsability, asif coverage for other medical benefits had not terminated, but not beyond one year from the
date such coverage terminates.
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SECTION 6.
DENTAL BENEFIT PLAN

Payment of Benefits

6.0

If youor oneof your dependents while covered for Dental Benefits incurs Covered Dental Expenses, as described
inparagraph 6.6 benefits will be provided, subject to the co-insurance and maximums specified in this sectionin
accordance with an agreed upon fee schedul e, copies of which are available to employees from the dental claims
administrator (see “Who To Call For Benefit Information” phone numbers on inside front cover). Effective
January 1, 1987 dental care may be rendered and will be covered under Section 6 under either of the following
programs:

(@ Employessandior dependents may seek service from any dental provider of their choice subject to a $50.00
dedudtiblefor each family during any year (January 1 - December 31) except for preventive care procedures
which are reimbursed at 100%. Such deductibles will not be used to reduce deductibles elsewherein the
Program. Employees will be responsible for co-insurance amounts defined in this Section. The Company’s
coverage islimited to the maximums of this Section and those stated in the schedule.

(b)  Employessand/or dependents may seek service from dental providers who are part of a preferred provider
organization which has agreed to provide service for the rates stated in the schedule of benefits.
Employees will be responsible for co-insurance amounts and subject to the maximums defined in this
Section but will not be subject to any deductibles. The Company will make every reasonable effort to
identify preferred provider organizations to offer such coverage.

Maximum Benefits

6.1

(@  The maximum benefit payable for all Covered Dental Expensesincurred during any calendar year, except
forsarvices described in paragraphs 6.6(b), 6.6(d) and 6.6(f) below, shall be $2,000 for services performed
by dental providers who are part of the participating provider organization and $1,500 for services
performed by all other dental providers, for you and each of your covered dependents.

(b)  The maximum benefit payable for covered dental expenses in connection with orthodontic diagnostic
procedures and treatment described in paragraph 6.6(f) below shall be $2,100 during the lifetime of each
individual.

NOTE: |If the former $1,800 maximum lifetime orthodontia benefits have been paid on behalf of a
dependent child whose course of treatment will extend beyond August 1, 1999, and who has not attained

ae20, you may fileaclaim for expensesincurred on and after August 1, 1999, to the extent of the higher

lifetime maximum (see paragraph 6.9).

(c)  Ingoplying the calendar year and lifetime maximums referred to in (@) and (b) above, benefits for Covered
Dental Expenses paid under any other group insurance plan or program toward the cost of which the
Company contributes shall be considered to have been paid under the Program.

Claims Not Requiring Predeter mination of Coverage

6.2

When Covered Denttal Expenses under 6.1(a) above are incurred by you or one of your dependents for emergency
treatment, routine oral examination, x-rays, prophylaxis, fluoride treatments, or a course of treatment, the charge
forwhich is not expected to exceed $300, predetermination of benefits (paragraphs 6.3—6.5) is not required. For
those services not payable at 100%, the remaining 15% or 50% of the rate prescribed in the fee schedule is your
respongihility. If you incur a charge which isin excess of the rate(s) prescribed in the fee schedule for a procedure
not requiring predetermination of benefits, the program will not pay such excess charge.

Claims Requiring Predeter mination of Coverage

6.3

If acoursedf treatment under 6.1(a) above for you or one of your dependents can reasonably be expected to incur
Covered Datal Expenses of $300 or more, a description of the procedures to be performed and an estimate of the
dentist’ schargesmust be filed with the claims administrator prior to the commencement of the course of treatment.

As used herein “course of treatment” means a planned program of one or more services or supplies, whether

rendered by one or more dentists for the treatment of a condition diagnosed by the attending dentist as aresult
of anord examination. The course of treatment commences on the date a dentist first renders a service to correct
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6.5

or treat such diagnosed dental condition.

For treatment covered under 6.1(a) above, the dental claims administrator (see “Who To Call For Benefit
Information” phone numbers on inside front cover) will notify you and your dentist of the benefits certified as
coveredfor such course of treatment. In determining the amount of benefits payable, consideration will be given
todternateprocedures, services, or courses of treatment that may be performed for such dental condition in order
toaccomplishthe desired result. The amount included as certified dental expenseswill be the appropriate amount
delemined in accordance with the rate(s) prescribed in the dental fee schedule subject to the maximums set forth
in paragraph 6.1 above and the limitations set forth in paragraph 6.7 below. If you and your dentist agreeto a
charge higher than the amount prescribed in the dental fee schedule, such excesswill not be paid by this plan.

If adescription of the procedures to be performed and an estimate of the dentist’s charges are not submitted in
advance thedental claims administrator reserves the right to make a determination of benefits payable taking into
acoount alternate procedures, services or courses of treatment, based on accepted standards of dental practice.

Covered Dental Expenses

6.6

Covered Dertd Expenses are those incurred in connection with the following dental services which are performed
by (i) alicensed dentist practicing within the scope of hisor her license, or (ii) alicensed physician authorized by
his or her license to perform the particular dental servicesrendered but only to the extent such charges are for
services and supplies customarily employed for treatment of that dental condition and only if rendered in
accordance with accepted standards of dental practice:

(@) Beditsforthefollowing Covered Dental Expenses are payable at 100% of the rate prescribed in the dental
fee schedule:

(1) Rouine oral examinations and prophylaxis (scaling and cleaning of teeth), but not more than twicein
any period of 12 consecutive months;

(2) Ordexamirdions performed to determine the need for and, if required, to plan a course of orthodontic
treatment. Periodic examinations used to monitor the progress of such treatment are not considered
“oral examinations” for the purpose of this paragraph;

(3) Topical application of fluoride (the direct application of fluoride to the exposed surfaces of the teeth
toinhibit or retard the incidence of cavities);

(4) Topical application of sealantsto thefirst and second permanent molars for eligible dependents up
to age 14 limited to one per lifetime;

(5) Space maintainers (afixed or removable appliance designed to prevent adjacent and opposing teeth
from moving) that replace prematurely lost teeth for dependent children under 19 years of age;

(6) Emergency treatment for temporary relief of pain which does not effect a definite cure;

(7) Administration of general anesthetics, intravenous sedation, analgesia, and substances or agents
which are aministered to minimize fear (except local infiltration anesthetic) if the patient is
handicapped by cerebral palsy, mental retardation or spastic disorders; and

(8) Administration of general anesthetics, when medically necessary, and intravenous sedation (except
locd irfiltration anesthetic) provided either in or out of a hospital, and administered in connection with
oral or dental surgery, except as provided in paragraph 6.6(b)(7). Benefits are not provided for
substances or agents which are administered to minimize fear, or for analgesia, except as provided in
(a)(7) above.

(b)  Befitsfor the following Covered Dental Expenses are also payable at 100% of the usual, reasonable and

customary charge and are not subject to the maximum benefit referred to in paragraph 6.1(a):

(1) Surgical removal of impacted teeth if you are admitted as an inpatient to an accredited hospital or an
accredited dental hospital; and surgical removal of impacted teeth if partially or completely covered
by bone, either in or out of the hospital;

(2) Dental root resection (apicoectomy);

(3) Excision of radicular or dentigerous cyst;

(4) Alveolectomy on an areacovering at least six consecutive tooth sockets when performed (i) during
an inpatient hospital confinement, either as an independent procedure or at the time of extraction of
teeth, or (ii) out of the hospital as an independent procedure (not at time of extraction of teeth);
alveol ectomies not covered herein are covered under 6.6(c)(3);

(5) Excision of tori;

(6) Frenectomy when performed as an independent procedure; and

(7) Adninistration of anestheticsin accordance with paragraphs 6.6(a)(7) and 6.6(a)(8) when required in
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(d)

(€)

connection with the Covered Dental Expenses referred to in (1) through (6) above.

Berdfitsfor the following Covered Dental Expenses are payable at 85% of the rate prescribed in the dental
fee schedule:

@

2
C)
4

Q)
©)

(7
)

©

Full mouth X-rays (but not more than once in any period of 36 consecutive months), supplementary
bite-wing X-rays (but not more than twice in any period of 12 consecutive months) and such other
dental X-rays as are required in connection with the diagnosis of a specific condition requiring
treatment except X-rays provided in connection with orthodontic diagnostic procedures and
treatment;

Extractions, except those described in (b)(1) above;

Oral surgery, except as described in (b) above;

Anelgam, silicate, acrylic, synthetic porcelain, and composite filling restorations to restore diseased
teeth;

Treatment of diseases of the gums and other tissues of the mouth;

Endodontic treatment (those procedures usually employed for prevention and treatment of diseases
of the dental pulp and the area surrounding the tip of the tooth root), including root canal therapy,
except as described in (b)(2) above;

Injection of antibiotic drugs by the attending dentist;

Repair or recementing of crowns, inlays, onlays, bridgework or dentures; or relining or rebasing of
dentures more than six months after the installation of aninitial or replacement denture, but not more
than one relining or rebasing in any period of 36 consecutive months; and

Inlays, onlays, gold fillings, or crown restoration to restore diseased teeth, but only when the tooth,
asresultof extensive caries, cannot be restored with an amalgam, silicate, acrylic, synthetic porcelain,
or composite filling restoration.

Bendfits for Covered Dental Expensesincurred for correction of damage caused by an accident occurring
while covered for the Dental Benefits of this plan are payable at 85% [100% in case of Covered Dental
Bxpensesdesribed in paragraph 6.6(a)] of the usual, reasonable and customary charge and are not subject
to the maximum benefit referred to in paragraph 6.1(a) and (b).

Beditsfor the following Covered Dental Expenses are payable at 50% of the rate prescribed in the dental
fee schedule:

@

@

©)

Initial installation of fixed bridgework to replace missing natural teeth (including inlays and crowns

asabutments except periodontal splinting), and implants payable to the extent of the |east expensive

alternate process;

Initial installation of partial or full removable dentures to replace missing natural teeth and adjacent

structures (including precision attachments which can be justified as functionally necessary with

study models and radiographs) and any adjustments during the six-month period following

installation;

Replacement of an existing partial or full removable denture or fixed bridgework by anew denture or

by new bridgework, or the addition of teeth to an existing partial removable denture or to bridgework,

but only if satisfactory evidenceis presented that:

(i) the replacement or addition of teeth is required to replace one or more teeth
extracted after the existing denture or bridgework was installed; or

(i) the existing denture or bridgework cannot be made serviceable and it was
installed at least five years prior to its replacement; or

(iii) the existing denture is an immediate temporary denture which cannot be made permanent and
replacement by a permanent denture takes place with in 12 months from the date of initial
installation of the immediate temporary denture.

Normally, dentures will be replaced by dentures but if aprofessionally adequate result can be
achieved only with bridgework, such bridgework will be a Covered Dental Expense.
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Benefits for the following Covered Dental Expenses are payable at 85% of the rate
prescribed in the dental fee schedule:

Orthodontic diagnostic procedures (including X-rays) and treatment consisting of appliance therapy and
surgical therapy (the surgical repositioning of the jaw, facial bones and/or teeth to correct malocclusion)
for dependent children under 19 years of age. If orthodontic treatment commences prior to the dependent
child' sattainment of age 19, benefits will be payable for services thereafter, but not beyond the end of the
month in which the child attains age 20. (Related oral examinations, surgery and extractions are covered
under paragraphs 6.6(3)(2), 6.6(b) and 6.6(c)(2) and (3), and are not considered “orthodontic diagnostic
procedures and treatments”.)

NOTE: If benefits terminated because your dependent child attained age 19 and such dependent child is

notyetage 20, you may file aclaim for expensesincurred on and after August 1, 1999 (see paragraph 6.9).
Also, if the former 50% orthodontic benefit has been paid on behalf of a dependent child whose course
o trestment will extend beyond August 1, 1999, and who has not attained age 20, you may filea claim for

expenses incurred on and after August 1, 1999, to the extent of the higher per centage (see paragraph

6.9).

Orthodontic treatment means preventive and corrective treatment of all those dental irregularities which result from the
anomalous growth and development of dentition and its related anatomic structures or as aresult of accidental injury
and which require repositioning (except for preventive treatment) of teeth to establish normal occlusion.

Limitations

6.7  Thefollowing limitations apply:

(@)

(b)

Restorative:

(1) Gold, baked porcelain restorations, crowns and jackets — If atooth can be restored with a material
suchas amalgam, payment of the applicable percentage of the charge for that procedure will be made
toward the charge for another type of restoration which you and your dentist may select. In such
case, you are responsible for the balance of the treatment charge.

(2) Reconstruction — Payment based on the applicable percentage will be made toward the cost of
procedures necessary to eliminate oral disease and to replace missing teeth. Appliances or
restorations necessary to alter vertical dimension in restoring occlusion are considered optional and
their cost remains your responsibility.

Prosthodontics:

(1) Patid Dentures— If acast chrome or acrylic partial denture will restore the dental arch satisfactorily,
payment of the applicable percentage of the cost of such procedure will be made toward a more
daboraeor precision appliance that you and your dentist may choose to use; the balance of the cost
remains your responsibility.

Precision Attachments — Benefits will not be provided for precision attachments when used for
cosmetic purposes.

(2) Dentures— If, inthe provision of denture services, you and your dentist decide on personalized or
specialized techniques as opposed to standard procedures, payment of the applicabl e percentage of
the cost of the standard denture services will be made toward such treatment and the balance of the
cost remains your responsibility.

(3) Replacament of Existing Dentures or Fixed Bridgework — Replacement of an existing denture or fixed
bridgework will be a Covered Dental Expense only if the existing denture or fixed bridgework is
unserviceable and cannot be made serviceable. Payment based on the applicable percentage will be
made toward the cost of services which are necessary to render such appliances serviceable.
Redacement of prosthodontic appliances will be a Covered Dental Expense only if at least five years
have elapsed since the date of the initial installation of that appliance.
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(d)

Exclusions

Orthodontics:

(1) Iforthodontic treatment is terminated for any reason before completion, the obligation to pay benefits
will cease with payment to the date of termination. If such services are resumed, benefits for the
services shall beresumed to the extent of the remaining maximum lifetime benefit applicable to such
individual.

(2) The benefit payment for orthodontic services shall be only for monthsthat coverageisin force.

Courses of Treatment in Progress on Effective Date of Dental Benefits:

Benefits are not provided for treatment received prior to commencement of coverage. Claimsfor a course
of treatment which was started prior to commencement of coverage but completed while coverageisin
force will be investigated to determine the amount of the entire fee which should be allocated to the
treatment which was actually received while covered. Only that portion of the total fee which can be
allocated to treatment received while covered will be included as a Covered Dental Expense.

6.8 Thefollowing are not Covered Dental Expenses.

(@)
(b)

(©

(d)
(€)

(f)
(9)
(h)

0
)
0
(m)
(n)

(0)
()

Services other than those specifically covered herein;

Charges for treatment by other than alicensed dentist or licensed physician, except that (1) chargesfor
scaling or cleaning of teeth and topical application of fluoride may be performed by a licensed dental
hygienist if the treatment is rendered under the supervision and guidance of and billed for by the dentist;
and (2) cherges by adental school if (i) the services are not experimental, (ii) the dental school customarily
chargesfor services and (iii) the services are performed under the supervision of alicensed dentist;
Charges for veneers (the coating or covering of plastic or porcelain on the outside of and bonded to a
aownor fasetooth to causeit to blend with the color of surrounding teeth) or similar properties of crowns
and pontics placed on or replacing teeth, other than the 10 upper and lower anterior teeth;

Charges for services or supplies that are cosmetic in nature, including charges for personalization or
characterization of dentures;

Chargesfor proshetic devices (including bridges), crowns, inlays and onlays, and the fitting thereof which
were ordered while the individual was not covered for Dental Benefits, or which were ordered while the
individual was covered for Dental Benefits but are finally installed or delivered to such individual more
than 60 days after termination of coverage;

As used herein “ordered” means, in the case of dentures, that impressions have been taken from which
the denture will be prepared; and, in the case of fixed bridgework, restorative crowns, inlays and onlays,
that the teeth which will serve as abutments or support or which are being restored have been fully
preperedtoreceive, and impressions have been taken from which will be prepared the bridgework, crowns,
inlays or onlays.

Chargesfor the replacement of alost, missing, or stolen prosthetic deviceif lessthan 5 yearsold;
Charges for replacement or repair of an orthodontic appliance;

Savices, supplies or treatments covered by any workers' compensation laws or employer’ s liability acts,
or which an employer isrequired by law to furnish in whole or in part;

Charges for services rendered through a medical department, clinic, or similar facility provided or
maintained by the patient’s employer;

Charges for services or supplies for which no charge is made that you are legally obligated to pay or for
which no charge would be made in the absence of dental coverage;

Charges for services or supplies which are not necessary, according to accepted standards of dental
practice, or which are not recommended or approved by the attending dentist;

Charges for services or supplies which do not meet accepted standards of dental practice, including
charges for services or supplies which are experimental in nature;

Chargesfor savices or supplies received as aresult of dental disease, defect or injury due to an act of war,
declared or undeclared,;

Services, supplies or treatments which are obtained from any governmental agency without cost by
compliance with laws or regulations enacted by any governmental body (subject to the provisions of
paragraphs 9.6—9.9 with respect to employees and dependents eligible for Medicare);

Charges for any duplicate prosthetic device or any other duplicate appliance;

Chages for any services to the extent for which benefits are payable under any health insurance program
supported in whole or in part by funds of the Federal Government or any state or political subdivision
thereof;
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() Chargesfor sealants (materials, other than fluorides, painted on the grooves of the teeth in an attempt to
prevent future decay) except as provided for in paragraph 6.6(a)(4) and for oral hygiene and dietary
instruction;

) Charges for aplague control program (a series of instructions on the care of the teeth);

(s) Chargesfor periodontal splinting.

Date ExpensesArelncurred

6.9 Benditsaepovided only for Covered Dental Expensesincurred on adate when coverage by the Dental Benefits
provisions in this Section is in effect for you or your dependent who incurs such expenses. Covered Dental
Expenses are considered to have been incurred on the date when the applicable dental services, supplies, or
treatments are received, except as otherwise provided in paragraph 6.8(e).

How to Filea Claim

6.10 Youshoudobtain aclaim form, which includesinstructionsfor filing a claim, from the dental claims administrator
(see “Who To Call For Benefit Information” phone numbers on inside front cover) or designated pick-up
locations.

Proof of Claim

6.11 The insurance carrier reserves the right at its discretion to accept, or to require verification of, any alleged fact
orasmtionpertaining to any claim for Dental Benefits. Aspart of the basis for determining benefits payable, the
dental claims administrator may require submission of X-raysand other appropriate diagnostic and evaluative
materials. When these materials are unavailable, and to the extent that verification of Covered Dental Expenses
cannotreesonably be made by the carrier based on the information available, benefits for the course of treatment
may be for alesser amount than that which otherwise would have been payable.
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SECTION 7.
VISION CARE BENEFIT PLAN

Payment of Benefits

7.0 Ifyouorone of your dependents while covered for Vision Care Benefitsincur Covered Vision Expenses, benefits
are payable under this plan subject to the frequency limitations and maximums set forth in this Section.

Covered Vison Expenses

71  “Covered Vision Expenses’ arethoseincurred in connection with the following vision care services:

(@)

(b)

(©)
(d)

Vision examination performed by an ophthalmologist (or other physician licensed to perform vision
examindions and prescribe lenses) or optometrist to eval uate the health and visual status of the eyes. An
examination usually includes: case history, visual acuity (clearness of vision), external examination and
measurement, interior examination with ophthalmoscope, pupillary reflexes and eye movements,
retinoscopy (shadow test), subjective refraction, coordination measurements (far and near), tonometry
(glaucoma test), medicating agents for diagnostic purposes, if applicable, and analysis of findings with
recommendations and a prescription if required.

Two glass lenses when prescribed by an ophthalmologist (or other physician licensed to perform vision
examingionsand provide lenses) or optometrist. At your option, plastic lenses, tints equal to Tints#1 and
#2, or contact lenses may be substituted for glasslenses. Lenses should meet the Z80.1 or Z80.2 standards
of the American National Standards Institute.

Frame adequate to hold lenses.

Dispensing services performed by an ophthalmologist (or other physician licensed to perform vision
examinations and prescribe lenses), optometrist or optician who, based on the prescription, prepares or
aders the eyeglasses or contact lenses selected, verifies the accuracy of the lenses and assures that the
eyeglasses or contact lensesfit properly.

Note Y ou may utilize duplicate copies of a prescription for which avision examination benefit is payable
under d@ther this plan or a Company saf ety glass program to obtain lenses and frames under both programs
if you are otherwise eligible under both programs and comply with the procedures of each.

Schedule of Benefits

7.2 Subject to the frequency limitations of paragraph 7.4:

(@)
(b)

(©

Bendfitpayment will be made for the actual charge for a vision examination as outlined in paragraph 7.1(a),
but not more than $35 per examination.

Berdiitpayment will be made for the actual charge for lenses as outlined in paragraph 7.1(b), but not more
than:

Typeof Lens Benefits Per Lens
Single Vision $25
Bifocal $30
Trifocal $35
Lenticular $40
Contact $35

Bendfit paymentwill be made for the actual charge for aframe as provided in paragraph 7.1(c), but not more
than $60 per frame.

Note Benefit paymentsfor lenses and aframe set forth in paragraph 7.2(b) and (c) include the allowance
for dispensing services.
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Providersof Services

7.3  This plan does not restrict your choice as to whom you select to provide vision care services,; [however, the
Company will identify providers of such services who are willing to perform the above services for the amounts
identified in the schedule.]

Freguency Limitations

74  If you or one of your dependents had previously received a vision examination, lenses or aframe, benefits will
be payable for a subsequent vision examination, lenses or aframe only if two or more years have elapsed since
the date of the previous examination for which benefits were paid under this plan or the date the prior lenses or
frame were ordered and for which benefits were paid under this plan.

Exclusions

75  Covered Vision Expenses do not include and benefits are not payable for:

(@)  Services or supplies for which the insured person is entitled to benefits under any other Section of this
plan or as provided under a Company saf ety glass program;

(b)  Sunglasses (tinted lenses with a tint other than Tints #1 or #2 are considered to be sunglasses for the
purposes of this exclusion);

(c)  Extrachargesfor photosensitive or anti-reflective lenses;

(d)  Drugs or any other medication not administered for the purpose of avision examination;

(e)  Medical or surgical treatment of the eye;

(f)  Specia or unusual procedures such as, but not limited to, orthoptics, vision training, subnormal vision
aids, aniseikonic lenses and tonography;

(g Vision examination rendered and lenses or frames ordered:
(1) beforethe person became eligible for Vision Care Benefits coverage; or
(2) after termination of Vision Care Benefits coverage;

(h)  Lenses or frames ordered while covered for Vision Care Benefits, but delivered more than 60 days after
termination of such coverage,

0] Services or supplies not prescribed as necessary by alicensed physician, optometrist or optician;

)] Charges for services or supplieswhich are experimental in nature;

(k)  Replacement of lenses or frames which are lost or broken unless at the time of such replacement the
covered person is otherwise eligible under the frequency limitations set forth in paragraph 7.4;

0] Savices or supplies covered by any workers' compensation laws or employer’ sliability acts, or which an
employer isrequired by law to furnish in whole or in part;

(m  Services or supplies for which no charge is made that you are legally obligated to pay or for which no
charge would be made in the absence of Vision Care Benefits coverage;

(n)  Savicesor supplies which are obtained from any governmental agency without cost by compliance with
laws or regulations enacted by any governmental body (subject to the provisions of paragraphs 9.6-9.9
with respect to employees and dependents eligible for Medicare).

NOTE: Certain of the services and supplies excluded above may be payable under other Sections of the
Program.

How to Filea Claim
7.6  Obtain avision care claim form, which includes instructions for filing a claim, from the claims administrator (see

“Who To Call For Benefit Information” phone numbers on inside front cover) or other specified location at the
plant or office where you work. Complete your portion of the claim form following instructions provided.
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SECTION 8.
GENERAL PROVISIONSRELATING TO HEALTH CARE BENEFITS

Nonduplication (Coordination of Benefits)

80

Thehedthcare benefits (Hospital and Related Benefits, Physicians' Services, Other Medical, Prescription Drugs,
Mentd Health and Alcohol/Substance Abuse Treatment, and Dental and Vision Care) otherwise provided under
this Program are subject to the following nonduplication provisions:

(@)

(b)

(©

Thehedth care benefits of the Program will not be payable to the extent they are or could be provided for

upon proper application and/or payment of appropriate premium under any other group plan if the other

plan

(1) does not include a coordination of benefits or nonduplication provision, or

(2) indudes acoordination of benefits or nonduplication provision and is the primary plan as compared
to the Program.

Any spouse who is required to pay premiums to his’her employer or employer’s carrier for primary

coverage in excess of $120 per year will be reimbursed by the Company for such excess on a quarterly

basis upon proper application by the employee on aform provided by the Company.

NOTE: No provision of this agreement shall be construed to require your spouse to pay premiums for
dependent coverage under any other employer group plan or to pay premiumsfor hisher health care
uncer any other employer group plan if your spouse works part-time (defined aslessthan 32 hours per
week). However, if your spouse pays premiums for dependent child(ren) coverage under his/her
employer's group plan and that coverage is the primary coverage, the premiums will be eligible for
reimbursement under (b) above.

In determining whether the Program or another group plan is primary, the following will apply:

(1) The plan, whether group or prepayment, covering the patient other than as a dependent, will be the
primary plan.

(20 Whereboth plans cover the patient as the natural or adopted dependent child of parents who are not
divorced from each other, the plan of the parent whose birthday occursfirst in the year will be the
primery plan, except if the other plan has arule based upon the gender of the parent and if, as aresult,
the plans do not agree on the order of benefits, the rule in the other plan shall determine the order of
benefits.

NOTE: If both parents are covered under any group insurance plan toward the cost of which the Company
contributes at the locations listed in Exhibit A, the parents may elect to cover their dependent children under
either parent’s plan.

(3) Where both plans cover the patient as a dependent child of divorced parents, benefit determination
will be asfollows:

(i) ifthereisacourt decreewhich establishesfinancial responsibility for the medical, dental, vision
or other health care expenses of such child, the benefits of a plan which coversthe child asa
dependent of the parent with such financial
responsibility will be determined before the benefits of any other plan which covers
the child as a dependent;

(i) ifthereis no court decree and the parent with custody of the child has not remarried, the benefits
of a plan which covers the child as a dependent of the parent with custody will be determined
before the benefits of a plan which covers the child as a dependent of the parent without
custody;

(iii) ifthereisno court decree and the parent with custody of the child has remarried, the benefits of
aplanwhichcovers the child as a dependent of the parent with custody will be determined before
the benefits of a plan which coversthat child as a dependent of the stepparent, but the benefits
of aplan which coversthat child as a dependent of the stepparent will be determined before the
benefits of a plan which coversthat child as a dependent of the parent without custody.

(4) Wherethe determination cannot be made in accordance with (1), (2), or (3) above, the plan which has
covered the patient for the longer period of time will be the primary plan.

NOTE: Inany case where the Program is determined to be secondary pursuant to (a) above, or this

paragraph (c), benefits otherwise payable under this Program are reduced by benefits payable by the
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other plan.

(d) As used herein, “group plan” means (1) any plan covering individuals as members of a group and
providing health care benefits or services through group insurance or a group prepayment arrangement,
o (2) anyplan covering individual s as employees of an employer and providing such benefits or services,
whether on an insured, prepayment or uninsured basis.

(e) Ifitisdgermined that benefits under the Program should have been reduced because of benefits provided
or avalableunder another group plan, the claims administrator (see “Who To Call For Benefit Information”
phone numbers on inside front cover) or carrier will have the right to recover any payment already made
whichisin excess of itsliability. Similarly, whenever benefits which are payable under the Program have
been provided under another group plan, the claims administrator or carrier may make reimbursement direct
to the insurance company or other organization providing benefits under the other plan.

Q) Forthepurpose of this provision, the claims administrator or carrier may, without the consent of or notice
to any person, release to or obtain from any insurance company or other organization or person any
information which may be necessary regarding coverage.

(9) Any person claiming benefits under the Program must furnish the claims administrator or carrier such
information as may be necessary for the purpose of administering this provision.

Definition of Dependents

81

82

83

The term “dependents” includes only:

(@  Your spouse.

(b)  Your unmarried children under 19 years of age. Such children include (1) ablood descendant of the first
degree, (2) alegally adopted child (including a child living with the adopting parents during the period of
probetion), (3) a stepchild residing in your household, or (4) a child permanently residing in the household
of which you are the head and actually being supported solely by you, provided you are related to the
child by blood or marriage or are the child’slegal guardian.

(c) Childendteatainment of age 19 but not beyond attainment of age 25, if, in addition to otherwise meeting
the definition of dependent children as contained in (b), such dependent is: a full-time student in a
recognized course of study or training, not employed on a regular full-time basis, and not otherwise
covered under any other employer group insurance or prepayment plan. Also, to be eligible for coverage
as adependent under this provision, the child must have been eligible for coverage as a dependent prior
to attainment of age 19. (See paragraph 9.32)

(d)  Children after attainment of age 19 while incapabl e of self-support because of adisabling illness or injury
that commenced prior to age 19 provided such child was eligible for coverage as a dependent prior to
atainmentof age 19. Such children must otherwise meet the definition of dependent children as contained
in (b) and must be principally supported by you. (See paragraph 9.36)

Tobe eligible for dependent coverage, proof may be required that the dependent meets the requirements stated
above; special certification will be required to qualify dependents under paragraph 8.1(c) and (d).

Theteemdependents does not include a person who is covered under any other group insurance plan or program
toward the cost of which the Company contributes or who is covered as an employee under this Program.

Changein Family Status

84

85

It is important that you give prompt written notice on the prescribed form of any change in your family status,
such as marriage or divorce, birth of a child, marriage of any of your dependent children, or death of any
dependent.

Ifyouare enrolled for personal coverage only and thereafter marry or otherwise acquire a dependent, dependent
coveragewill become effective on the date you acquire the dependent, if you notify the claims administrator (see
“Who ToCall For Benefit Information” phone numbers on inside front cover) promptly. If you do not notify the
damsadminisrator within 30 days after the date you acquire the dependent, you may be required to submit proof
of such date.

B41 PIB Il



Medicare

8.6

8.7

838

89

You or adependent of yours may, upon proper application, be entitled to Medicare Part A and Medicare Part B
by reason of attainment of age 65, disability or end-stage renal disease. The Company will consider you or your
dependentto be entitled to Medicare coverage on the first day of the month of entitlement whether or not proper
application has been made, except as set forth in paragraph 8.7.

If, while you are an active employee, you or your dependent is age 65 or over, the Company will consider you or
your dependent to be entitled to Medicare coverage on the first day of the month you retire. The Program will
beconddered to be the primary plan if you are an active employee, unless you or your dependent elect Medicare
coverage prior to your retirement. |If Medicare coverageis elected the Company will not reimburse you for any
M edicare premiums charged or provide any benefits under the Program.

Medicare coverage will be considered to be the primary coverageif you or your dependents become eligible for
suchcoverage by reason of end-stage renal disease. Benefits under the Program will continue to be paid for the
first 30 months of dialysis treatment, since Medicare benefits are not payable for the first 30 months.
Subsequently, benefits under the Program will be reduced by benefits which you receive under Medicare.

It is most important that if you or a dependent of yours becomes eligible for primary coverage under Medicare
by reason of end-stage renal disease, you or your dependent enrollsin Medicare PartsA & B. The Company
willreimburse you for any Medicare B premiums charged for primary Medicare coverage. Timely enrollment will
avoid the loss of valuable protection against medical expenses. Y ou must also immediately advise the claims
ainistrator (see “Who To Call For Benefit Information” phone numbers on inside front cover) of the effective
daeof Medicare coverage applicable to you or one of your eligible dependents. Failure to do so could result in
an overpayment of benefits which you would have to repay.

Benefits While Traveling Outside the United States or Puerto Rico

810

If youarehospitalized and/or treated by a physician while traveling outside the United States or Puerto Rico, you
will probebly berequired to pay the provider for such services since hospitals and physiciansin foreign countries
gengrdly donat accept assignments or Medicare identification cards. Be sureto obtain itemized receipts detailing
the dates and types of services performed and the chargesincurred. Such receipts are then to be submitted for
reimbursement on the same basis as if the expenses were incurred in the United States. If you are eligible for
MedicarebutM edi care benefits are not payabl e because M edicare does not cover care outside the United States
(eccept for certain servicesincurred in Canada or Mexico), benefitswill be provided under the Program asif you
were not eligible for Medicare.

Other Provisions

811

Notwithstanding any contrary provision of the Program, the following will apply:

(@) Regardless of medical necessity, sterilization and reversal procedures will be covered under Section 3 of
the Program.

(b)  Thematernity and obstetrical benefits of the Program are provided for el ective abortions where permitted
by law.

(c)  For any type of human organ or tissue transplant requiring surgical removal of the donated part from a
living donor to atransplant recipient, benefits under Section 3 of the Program are payable asfollows:

(1) When the transplant recipient and donor are both covered under the Program, payment for covered
services will be provided for both.

(2) Whenthetransplant recipient is covered under the Program but the donor is not, payment for covered
services will be provided for both the recipient and the donor to the extent that charges for such
services are not payable under any other insurance. Benefits payable on behalf of the donor are
charged to the recipient’s claim.

(3) Whenthetransplant donor is covered under the Program but the recipient is not, payment for covered
savicesattributable to the donor will be provided to the extent that charges for such services are not
payable under any other insurance. Payment will not be provided for services attributable to the
recipient.

Joint Managed Care Committee
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813

814

815

The USWA recognizes the importance of joint Union-Management participation in the implementation of a
Managed Care Program* for active employees and future retirees.

The parties agree to establish a Joint Managed Care Steering Committee comprised of an equal number of
representativesof each party accountable for the development and implementation of the Managed Care Program.
The Joint Managed Care Steering Committee will direct a Working Committee charged with the following
responsibilities:

(@) Design of the Managed Care Program, Section 12.1.

(b)  Selection of networks, network managers, managed care vendors and health care providers, (hereafter
referred to as “vendors’) where appropriate.

(c)  Agree on the standards and criteria set forth in Section 12.2 below and ensure that all segments of the
Managed Care Program achieve substantial compliance with same.

(d)  Ensuresuccessul implementation of the Managed Care Program, including development of communication
materials for participants.

(e)  Provideongoing management and monitoring of the Managed Care Program, including meeting regularly
with vendors.

Q) Promptly resolving issues concerning the ongoing compliance of all segments of the Managed Care
Program with the proposed standards and criteria.

Inadditiontothe af orementioned responsibilities of the Working Committee, anumber of protocolswill be utilized
to guide the Working Committee and serve as ground rules concerning the implementation of aManaged Care
Program. These protocolsareincluded in Section 12.1.

In recognition of the importance of the Program, the Company will pay the expenses of the Joint Managed Care
Seaing Committee and the Working Commiittee, including the reasonabl e use of jointly selected outside sources
experienced in Managed Care and/or Health Care Cost Containment to assist the Working Committee with their
efforts. If members of the Working Committee fail to agree on the selection of such outside sources, the issue
shdl bereferred to the Joint Managed Care Steering Committee for resolution. If the issue cannot be resolved by
theJoint Managed Care Steering Committee, it will be referred to the Co-Chairmen of the Negotiating Committee
for resolution.

* Asused herein, Managed Care Program is the sum of all the networks and managed care efforts that will be put
in place to address different covered health care benefit categories, e.g. prescription drugs, dental, vision, etc.

Medical Necessity

8.16 Health CareBenefitsunder the Program are payable only if the servicesrendered are medically necessary.

MEDICALLY NECESSARY means that the services and suppliesin question are medically reasonable and
necessary for the diagnosis or treatment of an illness or accidental injury and are given at the appropriate level
o care Thefact that aprocedureor level of careisprescribed by a physician does not mean that it ismedically
reasonable or necessary. In determining questions of reasonableness and necessity, due consider ation shall
be given to the customary practices of physiciansin the community wherethe serviceisperformed. Services
which arenot reasonable and necessary shall include, but arenot limited to the following:

(1) procedureswhich areexperimental or of unproven or questionable current usefulness;

(2)  procedureswhich tend to beredundant when performed in combination with other procedures;

(3) diagnostic procedures which areunlikely to provide a physician with additional infor mation when they
are used repeatedly;

(4)  procedures which arenot ordered by a physician or which are not documented in timely fashion in the
patient’smedical record; and

(5)  procdurespeaformed in an inpatient setting which could be performed with equal safety and effectiveness
inanoutpatient setting or treatment which can be performed with equal efficiency and quality at a lower
level of care.
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SECTION 9
GENERAL

Eligibility

9.0

Y ou will be éligible to participate in the Program if you are actively at work on or after the date the Program
becomes effective, in the regular service of the Company in agroup of employees designated by the Company
ascovered by the Program. |f you are enrolled in the Program more than once because you are in more than one
of such groups, you will be deemed to have only that coverage which provides you the highest benefits.

Part-Time Employees

91

If youare a part-time employee (an employee who for the mutual convenience of the employee and the Company
isregularly scheduled to work fewer hours than the straight-time schedule of full-time employees), the following
appliesto you:

(@ The amount of your life insurance and the amount of your sickness and accident weekly benefit, as
dgemined from the amount as specified in Sections 1 and 2, will be reduced to amounts equitably related
to the hours worked by you in comparison to hours worked by full-time employees.

(b)  Yourdependentswill not be eligible for hospital, physicians’ services, other medical, dental and vision care
benefits of the Program.

(c) Inapplying the provisions of paragraph 9.0 concerning nonduplication of benefits, any other group plan
providing you benefitswill be deemed to be the primary plan as compared to the Program. If at any time
you become afull-time employee, the provisions applicable to full-time employees will apply to you.

Enrollment and Effective Date of Coverage

9.2

9.3

94

If you are a new employee, you will be enrolled in the Program at the time of your employment with coverage
becoming effective as of the dates specified below.

If youhave dependents you will be enrolled for dependent coverage, except that if both man and wife are eligible
for enrollment under the Program, each will be enrolled for personal coverage only unless there are dependent
children,in which case the dependent children may be enrolled under either parent’s plan, at their election. In the
event that the coverage of either the husband or wife is terminated for any reason, that individual and that
individual’ s enrolled dependents will automatically be enrolled as dependents of the other covered employee.

All ofyour coverage under the Program will become effective 60 calendar daysfrom the date of last hiring with
the Company. If you are a student hired on or after May 1 for summer employment, however, you will not be
covered for the Dental Benefits of the Program unless such employment extends beyond September 30, in which
cazyouwill then be covered for Dental Benefits as provided above. Dependent coverage becomes effective on
the same date as your coverage.

Health M aintenance Organizations

95

9.6

TheCompanyand the Union have established a procedure whereby employees who reside within a geographical
aeaserviced by a Company-Union approved health maintenance organization are given an opportunity to elect
thesarvices provided through the HM O in lieu of certain benefits otherwise provided under the Program. If you
live in such an area, you will be furnished with descriptive material to enable you to make such election. This
descriptive material will indicate (a) the nature of services provided, (b) conditions pertaining to eligibility to
receive such services, including circumstances under which services may be denied, (c) the proceduresto be
fdlowed in obtaining such services, and (d) the procedures available for the review of claimsfor services which
aredenied in whole or in part.

Inthe event the cost of services provided through such alternatives exceeds the cost the Company would incur

if you and your dependents were covered under the Program, you will be advised as to the amount of
contribution, if any, required from you.
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9.7

9.8

If you elect services provided through an HMO, you and your dependents will nevertheless be covered under
the Program for any coverage(s) outside the scope of coverage(s) provided through the HMO. For example, if
the HMO provides only medical services, the Life Insurance, Sickness and Accident, Dental and Vision Care
Benefits described in this booklet will continue to be applicable to you. Whether you elect services provided
through an HMO or coverage under the Program, the general provisions relating to effective date of coverage,
continuationof coverage during absence from work and termination of coverage as outlined in this Section apply
to you and your dependents.

Therewill beagpecified enrollment period during which you will be permitted to change your election. If you elect
savicesthrough an HMO and move from the geographical area serviced by the HMO, you and your dependents
will be covered for al of the benefits of the Program on the later of the date you move or the date you notify the
dams administrator of your change of address. If you were covered under the Program of Insurance Benefitsin
effect prior to this Program (the Former Program), your insurance classification will remain the same.

Changein Insurance Classification

9.9

Therewill be areview of your insurance classification each calendar year. Y our classification will be changed on
each August 1st to that applicable to the job class on which you worked the greatest number of hours during the
firgtwelve weeks beginning in that year, provided you were paid for at least 240 hoursin that period. (If during
that period you did not work some hours solely because of acompensable disability incurred during course of
arployment by the Company, such hours shall be deemed to be hours for which you were paid for the purpose
of determining whether you were paid for 240 hours during that period.) If on such August 1st you are absent
from work, such change will take effect as of the first day of the calendar month following your return to work.

The amounts of insurance will not be reduced as aresult of such review.

Provisions Applicableto CoverageIf You Cease
Active Work Because of Certain Specified Reasons

9.10

911

If you cease work because of non-occupational disability, the following provisions will be applicableto your

coverage under the Program:

(@) Ifyouhavetwo or more years of continuous service on the date you cease work, all your coverage will be
continued during absence due to such disability up to amaximum of 12 months from the end of the month
in which you last worked, subject to the provisions relating to total disability as described in paragraph
1.1; provided that if you have 20 or more years of continuous service on the date you cease work, all
coverage will be continued until the end of the last month during which you are eligible for sickness and
accident benefits.

(b)  Ifyou havelessthan two years of continuous service on the date you cease work, all your coverage will
be continued during absence due to such disability up to amaximum of six months from the end of the
month in which you last worked. If you continue to be disabled beyond such period and your life
inauranceis not being continued in accordance with the provisions relating to total disability as described
in paragraph 1.1, your life insurance will continue in effect for an additional period not to exceed six
months.

If you cease work because of occupational disability, all your coverage under the Program will be continued
during absence due to such disability, but not beyond one month following the end of the month for which
gautory compensation payments terminate, except that sickness and accident coverage will terminate (a) at the
endof the last month during which you are eligible for sickness and accident benefits pursuant to paragraph 2.2,
if you have 20 or more years of continuous service on the date you cease work; (b) at the end of 12 months
following the month in which you last worked, if you have two but less than 20 years of continuous service on
thedateyou ceasework; or (c) at the end of six months following the month in which you last worked, if you have
less than two years of continuous service on the date you cease work.
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912

If you cease work because of layoff, the following provisions will be applicable to your coverage under the
Program:

(@
(b)

(©

(d)

(€)

Y our sickness and accident coverage will terminate on the date you cease work.

If you have 20 or more years of continuous service on the date you cease work, your remaining coverage
will becortinued during such layoff up to the later of (i) 12 months from the end of the month in which you
legt workedor (i) the number of weeks from your date last worked equal to the number of your credit units
under theSupplemental Unemployment Benefit Plan as of the date you cease work provided, however, that
if your remaining coverage will terminate pursuant to (ii) above on a date other than the last day of the
month, such remaining coverage will be continued through the end of that month. Notwithstanding the
above, if youbecome disqualified from receiving Weekly Benefits under paragraph 3.6 of the Supplemental
Unemployment Benefit Plan, your remaining coverage will terminate as of the later of (i) 12 months from
theend of themonth in which you last worked or (ii) the date you first become so disqualified. In addition,
if youreceive a Weekly Benefit as aresult of an additional SUB credit unit granted pursuant to Section IV
of Appendix A of the Company’s pension plan applicable to you, your remaining coverage will be
continued during aweek for which such Weekly Benefit is paid. Y ou may elect, on or before the 15th day
of the month next following the month in which your coverage otherwise terminates, to continue your life
insurance until the end of the month in which you incur abreak in continuous service provided you make
payments of 60¢ per month per $1,000 of lifeinsurance. Failureto make your life insurance paymentson
or before the 15th day of any month will terminate such insurance at the end of the last month for which
payment has been made.

If you have 10 but less than 20 years of continuous service on the date you cease work, your remaining
coverage will be continued during such layoff up to amaximum of 12 months from the end of the month
inwhichyoulast worked. If your layoff continues beyond that period, you may elect, on or before the 15th
day of the 13th month of layoff, to continue your life insurance for not more than the next 12 months of
layoff, provided you make paymentsin the same manner and amount as outlined in (b) above.

If you have two or more but less than 10 years of continuous service on the date you cease work, your
remaining coverage will be continued during such layoff up to a maximum of six months from the end of
the month in which you last worked. If your layoff continues beyond that period, you may elect, on or
before the 15th day of the seventh month of layoff, to continue your life insurance for not more than the
next 18 months of layoff, provided you make payments in the same manner and amount asoutlined in
paragraph 9.12 (b).

If youhave less than two years of continuous service on the date you cease work, your life insurance will
be continued on the same basis asin (d) above, but your health care benefits coverage will terminate at
theend of the month in which you last worked, except you may elect to continue such coverage for up to
three months, provided you make full premium payment by the 15th day of each month.

Thefdlowing provisions of paragraph 9.12 apply only to Fleet employeesrepresented by L ocal 5000 of USWA:

()

(9)

(h)

If alaid-off employee of the Fleet has exhausted insurance continuation and is then recalled, additional

monthsof insurance continuation will be provided at the time of such employee’ s next layoff on the basis

of onemonth'’ s continuation for each full or partial month worked during the recall period, up to the limits

provided under the Program.

If a laid-off employee of the Fleet is recalled prior to having exhausted insurance continuation and is

subsequently laid off, such employee shall have added to the remaining months of insurance continuation

atimeofrecall an additional month for each full or partial month worked during the recall period, up to the
limits provided under the Program.

Inatherevent the recalled employee of the Fleet will receive the full insurance continuation level to which

such employee would otherwise be entitled by reason of seniority after having actually worked a
cumulative total of 3 months within a calendar year. In calculating the three (3) cumulative months, a
monthshdl be defined as a calendar month or a portion thereof. It isalso understood that in no event will

the total of any continuation benefits provided by the above provisions exceed the limits set forth under
the Program.

If coverageis lost under (b)(c)(d) or (e) above, the Company will make reasonable efforts to insure the availability
of oneor more Health Maintenance Organizationsin which the employee and dependents may enroll at the then
exidingactive employee rates. Such application must be made in atimely fashion in accordance with procedures
agreed uponby the parties. The Company also intends to comply with C.O.B.R.A. legislation which requires that
theCompany provides you and your eligible dependents with the option of continuing your health care coverage
(see Section 10).
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913

9.14

9.15

9.16

If you cease work because of suspension, the provisions set forth in the case of an employee who ceases work
because of layoff are applicable except that sickness and accident coverage will be continued during a period of
suspension which is not converted into discharge.

Ifyou cease work for one of the reasons specified in paragraphs 9.10, 9.11, 9.12 or 9.13 and you do not return to
adive work because of another one of such reasons, your coverage under the Program will be continued for the
unexpiredportion, if any, of the period which would have been applicableif the reason for not returning to active
work had been the original reason for cessation of work. However, in no event will any coverage which has
tamingted for any reason during your absence be reinstated until you return to work (vacation is same as return
towork). Notwithstanding the above, if you have 20 or more years of continuous service on the date you cease
work duetolayoff and do not return to work due to disability, the provisions set forth in the case of an employee
who ceases work due to layoff will continue to apply to you.

If youcease work because of aleave of absencethat is not covered under The Family and Medical Leave Act of
1993, all your coverage under the Program, except for life insurance, will cease at the end of the month in which
yaulast worked. Your lifeinsurance will continue in effect during such leave of absence for afurther period not
to exceed six months. If earlier termination of coverage is required by federal or state election laws, Program
coveragewill tarminate earlier. 'Y ou may elect to continue the health care benefits coverage for up to three months
providedyoumake full premium payment by the 15th day of each month after which you may elect a continuation
option under C.O.B.R.A. (See Section 10).

If you return to work after the first calendar day in any month, no claim shall be made by you or on your behalf
for arefund of insurance premiums paid by you for such month.

Termination of Insurance Coverage

9.17

9.18

If your employment isterminated by other than retirement, all your coverage under the Program will end on the
date of such termination. In addition, for the purpose of this paragraph only, you will be considered to have
terminated your employment if you are absent from work for a period of five or more calendar days for reasons
other than disability, layoff, leave of absence, suspension, vacation, jury duty, witness duty or any other
specifically authorized absence and all your coverage under the Program will terminate at the end of the 5th day
of such absence.

Dependent coverage under the Program terminates on the earlier of:

(@ the date your coverage terminates, except that dependent coverage will be continued until the end
of the third month following the month in which you die; or

(b) theendof theday immediately preceding the date any individual ceasesto be an eligible dependent, except
that coverage for adependent child will be continued until the end of the month in which such person (i)
atains age 19 if not afull-time student nor disabled, (ii) ceases to be afull-time student (or attains age 25,
if earlier), or (iii) ceasesto meet the disabled dependent criteria.

Retirement

9.19

If you retire under the Company non-contributory pension plan applicable to you and your life insurance was
in effect on your last day of work, your lifeinsurance will be continued as set forth in paragraphs 1.2 and 1.4.
Any other coverage then in effect under the Program terminates at the end of the month in which employment
terminates due to such retirement. See paragraphs 9.24, 9.25 and 9.26 with respect to hospital and medical
coverage following retirement.

Lifelnsurance Conversion Privilege

9.20

Upon application to the carrier within 31 days after your life insurance coverage terminates as provided in
paragraphs 9.10 through 9.18, you may arrange to continue your life insurance protection under an individual
policy, for an amount not greater than the amount of life insurance you have under the Program at the time of
suchterminaion, without medical examination. Such individual policy may be on any one of the forms of policy
then customarily issued by the carrier other than a policy of term insurance or one which provides disability
benefitsor gpecial benefitsin the event of accidental death, and will be issued at the rate applicable to your age
and class of risk at that time.
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9.22

9.23

If your lifeinsurance coverage terminates under the Program as aresult of your transfer to other employment
which makes you eligible for life insurance under another group insurance plan toward the cost of which the
Company or one of its subsidiaries contributes, the amount of life insurance which you may continue under
an individual policy as referred to in paragraph 9.20 shall in no event exceed the amount of life insurance
teminatedunder the Program less the amount of life insurance for which you become eligible under such other
plan.

Furthermore, whenever your life insurance under the Program is reduced, you may apply for an individual
policy, in accordance with paragraph 9.20, in an amount not greater than the amount of the reduction. Such
application must be made within the 31-day period commencing with the effective date of the reduction.

Any such individual life insurance policy referred to in paragraphs 9.20, 9.21, or 9.22 will become effective at
theend of the31-day conversion period. If you should die during such period, whether or not you have applied
for suchapolicy, an amount equal to the amount of lifeinsurance in force under the Program immediately prior
to termination or reduction, less any amount of life insurance for which you became insured under any other
group insurance plan asreferred to in paragraph 9.20, will be payable to your beneficiary. If any such amount
is payable, no lifeinsurance will be payable under paragraph 9.19.

Health Car e Benefits

924

9.25

9.26

(Hospital, Physician’s Services, and Other Medical Coverage) for Eligible Pensioners and Surviving Spouses

Ifyou retire on or after August 1, 1999 under the Company non-contributory pension plan applicable to you on
other than a deferred vested pension and at the time of such retirement have 10 or more years of continuous
service, you and your eligible dependents will be enrolled in the Program of Insurance Benefits for Eligible
Pensioners and Surviving Spouses effective 1/1/94, for which you will be required to make a contribution. The
contribution level will depend upon whether the retiree and/or dependent spouse is eligible for Medicare.

Retirees, spouses and surviving spouses will pay amonthly premium equal to 10% of the projected cost of the
health care benefits (using reasonabl e trend rates and assumptions confirmed by an actuary designated by the
Company), up to amaximum of the following schedule.

Not Eligible Eligible
Year Ending for Medicare for Medicare
2000 $46.53 $10.74
2001 $50.35 $11.53
2002 $54.48 $12.38
2003 $58.96 $13.30
2004 $63.78 $14.28

Y ou may obtain a copy of the booklet describing the Program of |nsurance Benefits for Eligible Pensioners and
Surviving Spouses effective January, 1994 above from the claims administrator. 1f you are thinking of retiring you
should ask for a copy of such booklet. Inany event, you will be given acopy of the booklet shortly before you
retire.

If during active employment you were entitled to elect services provided through a Health Maintenance
Organization or prepaid group practice plan (HMO) and HM O services are available to retirees, you may elect at
the time of retirement to be covered through such HMO.

A person who becomes eligible to receive a Surviving Spouse’ s benefit under the Company non-contributory
pension plan applicableto you isalso eligible for the other coverage described in paragraphs 9.24 and 9.25.

Reinstatement or Re-employment

9.27

If youreturnto work following an absence on account of layoff, leave of absence or disability during which some
ordl of your coverage under the Program shall have terminated and prior to a break in continuous service, all your
coverage under the Program will be reinstated on the day you return to work.
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9.28

If you return to work after a break in continuous service, you will be enrolled in the Program as a new employee
and, except as otherwise specified below, you will not be covered by the Program until 60 days following your
re-employment. However, (a) if you sustained a break in continuous service and at such time you were eligible
foranimmediate or deferred vested pension under the Company pension plan applicable to you, (b) if your break
in continuous service was removed at the time of your re-employment, or (c) if you sustained your break in
continuous service prior to completing 60 calendar days of employment because of lack of work and you are
rehired at the same plant within one year from the date of termination and given credit for prior hours worked for
purposesof completing your probationary period, calendar days completed by you prior to your break in service
will be counted towards the 60 calendar days which you must complete under paragraph 9.4 prior to becoming
covered under the Program.

Continuous Service

9.29

Wherever the term “ continuous service” is used in this booklet, it means your continuous service as determined
for pension purposes under the Company non-contributory pension plan applicable to you.

L aws Affecting Program Benefits

9.30

931

Employees in certain states are subject to state laws regarding disability benefits. The Program is modified, as
described in this booklet, to reflect the provisions of such laws. The Program has also been modified, as
described in this booklet, because of the provisions of Federal law concerning Medicare. If any such law shall
be amended, or if any other state or federal legislation shall be enacted to provide benefits similar to those
described in this booklet, appropriate adjustments will be made in the provisions of the Program. If, under any
such state or federal law, any benefits are now or in the future provided which arein excess of the Program’s
benefits, any contribution required for such excess benefits shall be paid entirely by the employees covered for
such benefits.

The benefits otherwise payable under the Program will be offset by similar benefits payable for wage loss or
medical expenses or which would be payable upon timely and proper submission of claim (unless good and
sufficient reason is shown for your inability to submit such claim or to have such claim submitted by someone
dseonyour behalf), under any insurance policy, bond, fund, or other arrangement required by any motor vehicle
insurance law requiring the provision of benefits for personal injury without regard to fault. The benefits of the
Program will not be offset if the provisions of such law require that other insurance benefits be utilized before
benefits are available pursuant to such law or you have obtained no-fault insurance at alower cost because of
your coverage under the Program.

Full-Time Students

9.32

Inorderfor a dependent child to be eligible for the health care benefits of the Program as a full-time student after
attainment of age 19, the child:

(@) Mustheunder 25 years of age and otherwise meet the Program’ s definition of a dependent child under 19
years of age; and
(b)  Must not be employed on aregular full-time basis; and
(c)  Must not be paid by another employer while in school at the request of that employer; and
(d)  Must not be covered under any other employer group insurance or prepayment plan; and
(e)  Must beenrolled full timein arecognized course of study or training and in active, full-time
attendance at an institution such as
(1) High school or vocational school supported or operated by state or local governments, or by the
Federal Government.
(2) Stateuniversity or college or community college.
(3) Licensed private school, college or university.
(4) Licensed technical school, nurses’ training school, beautician school, automotive school, or similar
training school; and
® Must have been under age 19 when you were last enrolled in the Program and must have been eligible for
coverage as a dependent immediately prior to attainment of age 19. However, in the case of an employee
who loses insurance coverage as a result of alayoff or disability and returnsto work at alater date, an
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9.33

9.3

9.35

otherwise eligible full-time student will not be considered ineligible for coverage solely by reason of his
or her being over age 19 at any time during the period in which loss of benefit continuation occurred.

Although the determination of eligibility for benefits must necessarily be made at thetime a claim for acovered
saviceisincurred, should your child qualify under the above criteria such child will automatically beinsured for
the hospital, physicians’ services, other medical, dental and vision care benefits under the Program. However,
you shoulddetermine such eligibility at thistime or at such time your child attains age 19 so that you may decide
whether or not you need to continue any individual policy he or she may have or may be eligible to obtain under
the conversion privilege as defined in the Program.

Atthetimesuch full-time student dependent attains age 19, you should obtain a Student Dependent Certification
formfromthedams administrator. The completed certification form, a ong with supporting enrollment documents,
should be forwarded to the claims administrator as early as possible each semester. The certification form will
providethenecessary information to permit a determination as to whether your dependent qualifies as an eligible
full-time student under the Program.

The¢€ligibility of adependent who qualifies as afull-time student will continue during:

(@) A regularly scheduled vacation period or between-term period as established by the institution.
Work limited to such period is not considered employment on aregular full-time basis.

(b) A period of absence from class due to disability for up to four months following the end of the month in
which such disability occurred provided that the student continues to be disabled.

The student’ s eligibility will terminate at the end of the month in which full-time student status ends either by;
(@) failuretoreturnto class after aregularly scheduled vacation period or between-term period

(b)  graduation or completion of the course

(c)  other termination of full-time attendance at the institution

(d) attheend of the month in which the student attains age 25.

Upon such termination, you have the right to continuing coverage under C.O.B.R.A.

Disabled Children

9.36

In order for a dependent child to be eligible for health care benefits of the Program of Insurance Benefitsas a

disabled child after attainment of age 19, the child:

(@  Must otherwise meet the Program’ s definition of adependent child under 19 years of age;

(b)  Must beincapable of self-support because of continuously disabling illness or injury which commenced
prior to age 19;

(c)  Must be principally supported by you; and

(d)  Mushave been under age 19 when you were last enrolled in the Program and must have been eligible for
coverage as a dependent immediately prior to attainment of age 19.

If you believe that a dependent of yours meets the disability criteria above, you should secure from the claims
administrator (see “Who To Call For Benefit Information” phone numbers on inside front cover) the Disabled
Dependent Certification form which must be completed by you and the attending physician and returned to the
dams administrator within 90 days of the date such dependent attains age 20. That form will be reviewed by the
cdams administrator and the Company to determine the eligibility of such a dependent for benefits under the
Program and you may be required to submit additional information in connection with such eligibility
determination. Y ou will be notified by the Company as to whether or not the dependent is eligible for hospital,
physicians’ services, other medical, dental and vision care benefits of the Program as adisabled child. If such
digbility is approved, you will be further required, usually not more frequently than onceayear, to furnish the
claims administrator satisfactory evidence to substantiate the continued eligibility of such a dependent for
benefits under the Program.
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Right to Recovery

9.37

Individudsrecaiving benefits under provisions of the program arerequired to subrogatether rightsto payment
of any reimbur sementsreceived asaresult of an action against athird party.

Any individual receiving benefits under the Plan agreesthat his or her rightsto any recovery or payment
persondly or for the account of such individual (including any cover ed dependent) arising out of any legal action
o sttlement (other than claimsagainst the employee’sor dependent’ s personal cover age for which he/she pays
premiumg)thereof (including any settlement prior to theinstitution of legal action) are subrogated to therights
dthe Plan as provided hereunder. By filing a claim, he/she acknowledges and agrees (for themselves and any
oovered dependents) that theright to subrogation of the Plan istheright to be fully reimbursed for all payments
paid by or on behalf of the Plan, from the first dollar paid by any source or sources of any recovery (whether
desmedfar personal injury or reimbur sement of medical paymentsfor any other reason) up to and including the
full etent of payments made or benefits provided by or on behalf of the Plan, irrespective of whether any covered
dependent hasrecovered for all or any part of hisor her claim for personal injury or other damages and
epanses arising therefrom or related thereto. He/she hastheresponsibility of (i) notifying the Plan promptly
uoon making claim against any party for any personal injuries, damagesor expensesrelated in any way to the
subrogation rights provided hereunder or receiving any settlement, court decision or payment related to such
daimand (ii) cooper ating with the Plan (including (a) promptly providing any infor mation reasonably requested
rdatedtoanyuchdaim and (b) assisting the Plan in perfecting its subrogation rights). Any failureto promptly
natify and cooper ate with the Plan with respect toits subrogation rights hereunder shall make the participant
subject to appropriate disciplinary action, including discharge.
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SECTION 10.
OPTIONAL CONTINUATION OF HEALTH INSURANCE
AND OTHER LEGAL ISSUES

Official Plan Documents

10.0 Thissection of your handbook summarizes the major provisions of the Program. It is provided for informational
purposes only and is not a contract of employment between the Company and you. It does not cover all
provisions, limitations and exclusions. There are official Plan agreements (documents) that governin all cases.
These agreements which are included in the booklet and other documents which are not included, are
incorporated herein by reference. If thereisaconflict between the Plan and/or the Agreement and your bookl et
(orany other description of the Plan), the text of the Plan and/or Agreement controls. |f you would liketo review
theofficial Plan documents, contact the claims administrator (see “Who To Call For Benefit Information” phone
numbers on inside front cover). The Company intends that the terms of the Plan, including those relating to
coverage and benefits, be legally enforceable. The Plan is maintained for the exclusive benefit of the bargaining
unit employees of the Company.

ERISA Information (Employee Retirement I ncome Security Act of 1974, as Amended)
101 TheProgramis part of single welfare benefit plan called the Ispat Inland Inc. Welfare Benefit Plan |1

TheBEmployer Identification Number assigned to Ispat Inland Inc. by the Internal Revenue Serviceis 36-1262880.
The Plan Number assigned to the Ispat Inland Inc. Welfare Benefit Plan | is 506.

TheRanAdminigrator isthe Ispat Inland Inc. Manager, Employee Benefits. The day-to-day operation of the Plan
is handled by the claims administrator.

The Plan Administrator has the responsibility to the Plan to make and enforce any necessary rulesfor the Plan,
and to interpret the Plan provisions uniformly for all employees. If itisnecessary for you to communicate with
the Plan Administrator or appeal a claim, you should submit your written comments or requests to the Plan
Administrator, in care of Ispat Inland Inc. at the following address:

Manager, Employee Benefits
3210 Watling Street
East Chicago, Indiana 46312

The records of the Program are kept on the basis of a plan year which is the 12-consecutive-month period
beginning each January 1.

The Corporate Secretary of Ispat Inland Inc. isthe designated agent for the service of legal process.
The Corporate Secretary’ s addressis:

3210 Watling Street
East Chicago, Indiana 46312

Service of legal process may also be made upon the Company.

Statement of ERISA Rights

Asapaticipant in the Program, you are entitled to certain rights and protections under ERISA. ERISA provides
that all Plan participants shall be entitled to:

(@) Barinewithout charge, at the Plan Administrator’ s office (and at other specified locations, such aswork
stesandunion halls), all Plan documents, including insurance contracts, collective bargaining agreements
andcopies of all documentsfiled by the Plan with the U. S. Department of Labor, such as detailed annual
reports and Plan descriptions.
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(b)  Obtain copies of al Plan documents and other Program information upon written request to the Plan
Administrator. The Plan Administrator may make a reasonable charge for the copies.

(c) Receive asummary of the Plan’s annual financial report. The Plan Administrator is required by law to
furnish each participant with a copy of this summary annual report.

In addition to creating rights for Plan participants, ERISA imposes duties upon the people who are responsible
forthe operation of the Program. The people who operate the Program, called “fiduciaries’ of the Program, have
a duty to do so prudently and in the interests of you and other Plan participants and beneficiaries. No one,
including your employer, your union or any other person, may fire you or otherwise discriminate against you in
any way to prevent you from obtaining benefits under the Plan or exercising your rights under ERISA. If your
damfarabenefit is denied in whole or in part you must receive awritten explanation of the reason for the denial.
Y ou have theright to have the claim reviewed and your claim reconsidered.

Unde ERISA, there are steps you can take to enforce the above rights. For instance, if you request materials from
thePlanand donot receive them within 30 days, you may file suit in afederal court. In such acase, the court may
require the Plan Administrator to provide the materials and pay you up to $100 a day until you receive the
materials, unless the materials were not sent because of reasons beyond the control of the Plan Administrator.
If you have a claim for benefits which is denied or ignored, in whole or in part, you may file suit in astate or
federd court. If it should happen that Plan fiduciaries misuse the Plan’s money or if you are discriminated against
for asserting your rights, you may seek assistance from the U. S. Department of Labor, or you may file suitina
federal court. The court will decide who should pay court costs and legal fees. If you are successful, the court
may order the person you have sued to pay these costs and fees. If you lose, the court may order you to pay
thesecogtsandfees, for example, if it finds your claimisfrivolous. If you have any questions about the Plan, you
should contact the Plan Administrator. If you have any questions about this summary or your rights under
ERISA, you should contact the nearest Area Office of the U. S. Department of Labor Management Service
Administrator, Department of Labor.

COBRA

102 (a) TheProgam offersyou and your family the opportunity for atemporary extension of Medical, Dental and
Vision coverage at group ratesin certain instances where coverage would otherwise end. Thisiscalled
COBRA continuation coverage. Y ou must pay the cost of this coverage.

(b)  Asanemployeeof the Company covered by the Program, you have the right to elect COBRA continuation
coverageif you lose your group health coverage because of:

i. areductioninyour hours of employment,
ii. layoff, or
iii. thetermination of your employment (for reasons other than gross misconduct on your part).

(c)  Yourcovered dependents also have the right to choose COBRA continuation coverage if they lose group

health coverage under the Program for any of the following reasons:

i. youdie;or

ii. you retire without retiree health care coverage; or

iii. your employment is terminated (for reasons other than gross misconduct) or you experience a
reduction in the number of hours you work; or

iv. youdivorce; or

v. your child ceasesto be qualified as an eligible dependent; or

vi. you becomeeligible for Medicare.

(d)  Under COBRA continuation coverage, you or amember of your family have the responsibility to inform
the Plan Administrator within 60 days of adivorce or achild losing dependent status under the Program.
The Company has the responsibility to notify the claims administrator of your death, termination of
employment, reduction in hours or Medicare eligibility.

(e)  When the Plan Administrator is notified that one of these events has happened, he or she will inturn
notify you and your qualified beneficiaries, such as your covered dependents and spouse, of your right
todect COBRA continuation coverage. Y ou have at |east 60 days from the date you would lose coverage
because of one of the events described above to inform the claims administrator (see “Who To Call For
Benditinformation” phone numbers on inside front cover) that you want COBRA continuation coverage.

® If you elect COBRA continuation coverage, you are entitled to coverage which, as of the time coverage
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isbangprovided, isidentical to the coverage provided under the Program to similarly situated employees
or family members.

(9) Ifyoulos group health coverage under the Program because of atermination of employment or reduction
in hours, you may generally participate in COBRA continuation coverage for up to 18 months after your
termination or reduction in hours.

(h)  Itisimportartto remember that if your coverage is being continued because of aleave of absence, alayoff,
or adisability, this continuation is used as part of your allowable COBRA coverage. For example, if you
are eligible to continue your benefits under COBRA for a maximum of 18 months and the Company pays
forthefira6 months of continued coverage, you can continue your coverage, at your own expense, under
COBRA for an additional 12 months.

@ If you are disabled and become eligible for COBRA continuation coverage either through termination or
a reduction in scheduled work hours, you are eligible for COBRA continuation coverage for up to 29
months from the date of your qualifying event.

)] If your dependents |ose coverage under the Program because of your death, your entitlement for Medicare,
a divorce, or because a child is no longer an eligible dependent under the Program, they may generally
patici pate in COBRA continuation coverage for up to 36 months after the event that caused them to lose
coverage.

(k) Inaddition, if certain events occur within 18 months after the date of aninitial termination or reductionin
hours, your qualified dependents will be eligible to elect COBRA continuation coverage for up to 36
months from the date of the initial termination or reduction in hoursif any of the following events occur:
i. youdie
ii. you become entitled to receive Medicare;

iii. you aredivorced,;
iv. your dependent ceasesto be an eligible dependent under the Program; or
v. your employment isterminated following an earlier reduction in hours.

0] COBRA continuation coverage may be cut short for any of the following reasons:

i. the Company no longer provides group health coverage to any of its employees,

ii. thepremium for COBRA continuation coverage is not paid;

iii. thecovered individual becomes covered under another group health plan that
does not provide for a pre-existing condition; or

iv. the covered individual becomes entitled to receive Medicare.

v. if youwere disabled at the time you became eligible for COBRA, the date on which you are no longer
disabled with respect to the extended coverage.

(M  You and your qualified beneficiaries do not have to show proof of insurability to choose COBRA
continuation coverage. You will have to pay the entire cost for COBRA continuation coverage. At the
end of the maximum COBRA continuation period, you will also be alowed to enroll in an individual
conversion health plan provided under the Program.

(n)  When you become eligible for COBRA coverage, more specific information will be provided.

Health Insurance Portability and Accountability Act of 1996 (HIPAA)

10.3 Reoatchangesin Federal Law may effect your health coverageif you are enrolled or become eligibleto enroll
in health coveragethat excludes coverage for pre-existing medical conditions.

TheHedth Insurance Portability and Accountability Act of 1996 (HIPAA) limitsthe circumstances under which
cover age may be excluded for medical conditions present before you enroll. Under the law, a pre-existing
conditionexclusion gener ally may not beimposed for morethan 12 months (18 monthsfor alateenrollee). The
12-month (or 18-month) exclusion period is reduced by your prior health coverage. You are entitled to a
catificatethat will show evidence of your prior health coverage. 1f you buy health insurance other than through
an employer group health plan, a certificate of prior coverage may help you obtain coverage without a pre-
existing condition exclusion. Contact your Stateinsurance department for further information.

For employer group health plans, these changes generally take effect at the beginning of thefirst plan year
starting after June 30, 1997. For example, if your employer’splan year beginson January 1, 1998, the plan
isnot required to giveyou credit for your prior coverage until January 1, 1998.

You havetherightto receive a certificate of prior health coverage back to July 1, 1996 if you were covered under
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your enployer’splan as of that date. Y ou may need to provide other documentation for earlier periodsof health
care coverage. Check with your new plan administrator to see if your new plan excludes coverage for pre-
existing conditionsand if you need to provide a certificate or other documentation of your previous cover age.

Toget acertificate, contact the medical claimsadministrator:

Harrington Benefit Services
P.O. Box 1818

Dayton, OH 45401-1818
Phone: (800) 654-6208

The certificate must be provided to you promptly. Keep acopy of thiscompleted form. You may also request
aatificatesfor any of your dependents (including your spouse) who were enrolled under your health coverage.

Women’sHealth and Cancer RightsAct of 1998

104

Incompliance with Title 1 X, the Women’s Health and Cancer Rights Act, added to ERISA by the 1998 Omnibus
Budget Bill, requiresplansthat provide medical and surgical benefitswith respect to mastectomies also cover
reconstructive surgery. A group health plan generally must, under federal law, make available thefollowing
services complementing medical and surgical benefitsfor a mastectomy that is covered under the Plan:

L] Reconstruction of the breast on which the mastectomy has been performed,;

L] Surgery and reconstruction of the other breast to produce a symmetrical appear ance;

u Prostheses; and

L] Treatment of physical complications of mastectomy.

The extent to which any of these items is appropriate following mastectomy is a matter to be determined by
consultation between the attending physician and the patient. All relevant Plan provisionsregar ding annual
deductibles, coinsurance, and copayments apply to these services.

Mental Health Parity Act (MHPA)

10.5

Throughthe MHPA, the United States Department of Labor mandated that lifetime and annual dollar limitsfor
mental health benefits be the same as other health care benefits. Effective January 1, 1998, there are no
separate dollar limits for mental health. Mental health benefitsare now subject to thelifetime benefit dollar
maximum of the Plan.

Therequirementsof thisAct do not apply to thetreatment of substance abuse and chemical dependency.

Newborns and Mothers Health Protection Act (NMHPA)

10.6

The United States Department of Labor enacted the NMHPA effective January 1, 1998. The Act requiresthat
amather andnewbor n can remain in the hospital for at least 48 hoursfollowing a vaginal ddivery and 96 hours
following a cesarean delivery. However, the mother can choose early dischargeif approved by the attending
physician.
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SECTION 11.
INSURANCE GRIEVANCES

If adifference relating to the Program arises between you and the Company and such difference is not resolved
by discussion with arepresentative of the Company at the location where it arises, the difference may be
processed as an insurance grievance under the provisions of the basic labor agreement applicable to insurance
grievances. Such provisions do not apply to abeneficiary’s claim for life insurance (see paragraph 1.7).

SECTION 12.
MANAGED CARE PROGRAM PROTOCOLS

AManaged Care Program shall be designed jointly by the Company and the Union viaa Joint Managed Care
Working Committee under the direction of a Joint Managed Care Steering Committee. The protocolsfor the
major responsibilities of the committees are asfollows:

a. Design an effective program and make the appropriate selections of vendors for Northwest Indiana and
other geographic |ocations that have large employee and, where applicable, retiree populations.

b. Ensure selected components of the Managed Care Program achieve substantial compliance with the
standards and criteria set forth in Section 12.2 below.

c. Ensuretheright to perform on-site evaluations of selected vendor facilities.

d. Ifthepatiesfail to agree on the selection of vendors, the issue shall be referred to the Joint Managed Care
Steering Committee for resolution. If the issue cannot be resolved by the Joint Managed Care Steering
Committee, it will be referred to the Co-Chairmen of the Negotiating Committee for resolution.

e. TheCompany shall execute an indemnification agreement which shall hold the Union harmlessfor itsrole
in the selection of vendors and/or its recommendations concerning the inclusion of any health care
provider in anetwork.

f.  Providethat network directories shall be printed and distributed at |east 30 days prior to enrollment.

g. Providethat vendor(s) establish atoll-free telephone number at least 30 days prior to enrollment.

h. Provide that the Company effectively communicate the Managed Care Program to employees (with the
opportunity for participation of the spouse).

i. Where appropriate, vendors shall make professionals available to participants by telephone to answer
medical inquiries (patient advocacy).

j- Requireatimely turnaround of complaints with theinitial response within 48 hours.

k. Create awritten procedure for documentation and resolution of participant complaints.

I.  Where appropriate, vendors shall provide a dedicated customer service unit to service participants.

m. A member satisfaction survey shall be conducted by the Working Committee at appropriate intervals
following enrollment.

n. IftheWokingCommittee cannot determine whether avendor isin compliance with the attached standards
and criteria, the issue will be immediately referred to the Joint Managed Care Steering Committee for
resolution. Steps to resolve thisissue will entail remedial actions by the vendor to comply with the
established standards and criteria. During thisinterim period for individuals covered by the concerned
network, benefitswill be provided as defined in the Program of Insurance Benefits 11 (PIB 111) or Program
of Insurance Benefits for Eligible Pensioners and Surviving Spouses Effective 1/1/94 or Program of
Hospitd-Medical Benefits for Eligible Pensioners and Surviving Spouses (as applicable). In the event the
issue of whether the vendor is in compliance with the standards and criteria cannot be resolved by the
Joint Managed Care Steering Committee, it will be referred to the Co-Chairman of the Negotiating
Committee and, if necessary, to amutually agreeable third party for binding arbitration.

0. The Joint Managed Care Steering Committee shall investigate the interest and availability of other area
employersto participate in the development of one or more segments of the Managed Care Program.

p. Provide in-network benefits for covered servicesif, in locations where hospital and physician networks
exist, the following occurs:

(i) apatidpat’s provider withdraws from the network within sixty days preceding the delivery of health
care services, aslong as the patient was under the care of the provider prior to withdrawal, or

(i) anin-network provider was not available, or

(iii) aphysician specialty or specialized hospital serviceis not included in the network.
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MANAGED CARE PROGRAM EVALUATION CRITERIA

A. Managed Care Vendor Organization

1
2)
3
4)

5)
6)

Financially strong organization

Managed careis aprofitable line of business

Experience in operating managed care programs.

Commitment to the managed care product:

- significant part of carrier’s revenues.

- involvement of managed care personnel in top levels of the organization.

Strong client references.

Adequate resources to sustain growth of existing networks or to develop networksin key areas.

B. Network Organization

D
2)

3

4)

Clear delineation of accountability between corporate management and local management.
Rimayresponsibility for medical management delegated to the local level, e.g. local Medical Director
in the geographical area.

Experienced local operations management with demonstrated understanding of local medical market
and strong relationships with key area provider organizations.

Functioning Peer Review Committee and Quality Assurance Committee at local level.

C. Provider Selection and Organization

1
2)
3

4)

5

6)

Physicians should be board certified.

Network size large enough to service virtually all members.

Sufficient number of specialists:

- al specidtiesincluded in network.

- atleast 4-5 physicians to choose from in each major specialty.

Accessto care:

- participant demographics considered when making vendor selection.

- emergency care anytime at nearby facilities.

- urgent care on same day, walk-in basis.

Sufficient number of hospitals:

- must provide full rate of acute care services.

- must include some high volume hospitals.

The Managed Care Program should have a “centers of excellence” segment. The Managed Care
Program will also provide appropriate transportation and |odging benefits.

CommittegVendors must utilize rigorous objective criteria to select hospitals and physicians. Process
should include:

- review of physician and facility credentials.

- on-siteofficevisits.

- review of medical records.

- reference checks.

D. Provider Monitoring

1
2)

3
4)

5

Well documented and rigorous standards for credentials of network providers.

Formal Peer Review process for assessment of individual provider performance, with procedures for
removal of substandard providers.

Strong oversight of medical practice by aqualified Medical Director, residing locally.

Use of awritten Quality Assurance plan to monitor performance, resolve problems and implement
improvements in program operation. Also, all Quality Assurance activities should be routinely and
fully documented.

Regular re-accreditation of all providers, at least every three years.

E Member Satisfaction

1
2)
3

Written procedures for documentation and resolution of member complaints.

Adequately staffed Member Services function.

Medical professionals (e.g. Registered Nurse) available by telephone to answer general medical
inquiries.
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4) Timdy turnaround of complaints (limited response within 48 hours; final resolution within 30 days).
5) Twenty-four hour toll free telephone service for member inquiries.

6) Routine surveys of membership to assess satisfaction level.

7) Regular procedure for review of complaints, including appeals procedure.

F. Claim Administration

1) Single platform system - al claims processed uniformly through one system regardless of member
geographic location.

2) Sysemintegration of utilization review and claims processing functions - for example, claims system
will automatically know, while processing a hospital bill, that pre-admission approval had been given.

3) Oringredtimeclaim processing - customer service personnel will have direct accessto claims history
files which speeds up problem resolution.

4) Well designed, easy to read Explanation of Benefit (EOB) statements.

5) Client specific, customized EOB notes and member correspondence.

6) Dedicated (client specific) claims examiners and customer service personnel.

7) Carier's system has demonstrated experience and reliability in adjudicating claims in managed care
environment.

8) All network and non-network claims stored in single database.

9) Paper less claims system for in-network provider encounters.

10) Timely claim processing: 95% paid in 30 days. 99% in 60 days, 100% in 90 days.

ADDITIONAL INFORMATION ON PRIOR
PROGRAM
GROUP INSURANCE BENEFITS
OF EMPLOYEESINSURED
UNDER THE PRIOR PROGRAM

Employees insured for life insurance under the Prior Program on December 31, 1980, are covered as outlined in their
InsranceCatificate The insurance schedul e applicable to those covered by the Prior Program for lifeinsuranceis $1,000
to $19,500 (the Basic Amount) plus $500 funeral benefit.

Hfective December 31, 1962, the amounts of life insurance for those covered for life insurance under the Prior Program
were frozen and there will be no further escalation of such insurance under the provisions of the Prior Program,
subsequent to December 31, 1962. After December 31, 1962, however, such employees not aready insured for the
meximum amount of insurance of $20,000 (including funeral benefit) shall be entitled to an increasein lifeinsurance on
the same review date and on the same basis asis provided for employees hired on or after January 1, 1960, based on
changesin their standard hourly wage rate due to increases as aresult of permanent promotions made after December
31, 1962. With certain exceptions such increase in coverage will be at the rate of $500 for any permanent promotion or
promotions resulting in any one higher level of standard hourly wage rate insurance classification.

Employeesinsured for life insurance under the Prior Program who cease work because of a honoccupational disability
will continue to be covered for such life insurance amount during that disability for a period not to exceed two (2) years
from the end of the calendar month in which they last worked.

Theamount of lifeinsurance in force on retired employeesis reduced, on the first of the month following attainment of
age6b or thereafter at retirement, by 2% on the first day of each month beginning with the first month following normal
reirement date or actual retirement date, if later, for 16 months and 1% each month for an additional 32 months, but not
less than the greater of 20% of the Basic Amount plus the $500 funeral benefit, or $1,250.
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I nsurance Agreement
Between
Ispat Inland Inc.
and the
United Stedlworkers
of America

Effective August 1, 1999

INSURANCE AGREEMENT

AGREEMENT ceted August 1, 1999 between Ispat Inland Inc.* (the “ Company”) and the United Steelworkers
of America(the“Union™).

Definitions

1. Wherever used herein
(@) “Employee” means an employeein one of the bargaining unitsin Exhibit A attached hereto;
(b) “Program” means the program of insurance benefits effective August 1, 1999 established by this
A greement and described in the booklet adopted by the parties, such booklet being applicable to the
Employees referred to in itstitle and constituting a part of this Agreement as though incorporated herein;
(c) “PriorProgam” means the program of life insurance benefitsin effect immediately prior to January 1, 1960;
(d) “Former Program” means the program of insurance benefitsin effect as of July 31, 1999.

Program of I nsurance Benefits

2. ThisProgram shall be applicable to Employees while this Agreement isin effect (the period starting August 1,
1999), in accordance with the provisions of this Agreement, subject to the following provisions:

(@) Any coverage which as of August 1, 1999 is being continued in accordance with the provisions of the
Former Program during an Employee’ s absence because of layoff, leave of absence or disability shall be
continued after July 31, 1999 for the maximum period provided by the Program, reduced by the period
suchcoverage was continued prior to August 1, 1999. Any such coverage which was terminated under
the Former Program prior to August 1, 1999 shall be reinstated under the Program as of the date the
Employee returns to active work.

(b) Thebendfits of the Former Program shall be applicable to any occurrence prior to August 1, 1999, subject
todl of the provisions of the Former Program, except that to the extent hospital, physicians’ service, major
medical, dental and vision care benefits related to such occurrence are payable for a period extending
beyond July 31, 1999, the benefits otherwise payable shall be conformed to the benefits provided under
the Program, and will be payable for the period provided under the Program reduced by the amount of or
the period for which benefits were paid prior to August 1, 1999.

(c) Benefit provisions of the Program not contained in the Former Program shall not be applicable to any
period prior to August 1, 1999.

* W here used herein, unless otherwise specified, “Ispat Inland Inc.” refers to Indiana Harbor Works, |spat

Inland Lime & Stone Company, and | spat Inland Mining Company.

(d) During the term of this Agreement the Company will provide, for Employees who were covered for life
insurancebythe Prior Program on December 31, 1980, the benefits of that part of the Prior Program and the
dckness and accident and health care benefits of the Program as provided in the bookl et attached hereto.
Thebenefits of the Prior Program shall be applicable for any occurrence for which benefits were provided
under the Prior Program prior to January 1, 1960, subject to all the provisions applicable to such Prior
Program, except that contributions shall not be required for insurance coverage after December 31, 1959,
forBmployees whose insurance is being continued as of that date during absence due to occupational or
nonoccupational disability.

Cost of Benefits
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3.

Thecod of thebenefits under the Program (or Prior Program) shall be paid by the Company, except as provided

below in this paragraph 3 and paragraph 6 hereof:

(@) AnyEmployezon layoff who electsto continue life insurance after the last month of layoff for which such
life insurance is continued without Employee contribution will be required to pay $0.17 month per $1,000
of lifeinsurance for each month asto which he or sheiseligible in order to continue such insurance.

(b) The amounts required to be paid for benefits provided under law in excess of Program benefits (or Prior
Program benefits when covered thereby) shall be paid entirely by the Employees.

(c) Intheevent of astrike resulting from failure of the parties to reach an agreement following proper notice
given by either party under the provisions of any collective bargaining agreement, the Program (and the
Prior Program), with the exception of sickness and accident coverage, will be continued for 30 days. The
Compeny will advance the premiums for coverage during such 30 days, which premiums will be repaid by
the employees. During such 30 days the parties will discuss procedures and arrangements with respect
to further continuation of insurance coverage and the repayment of premiums advanced.

Participation by Employees

4.

Each Employee shall be a participant in the Program (and the Prior Program if eligible) and the amount, if any,
whichtheEmployee shall be required to contribute to the cost thereof shall be deducted by the Company from
hisor her pay. Each Employee shall furnish to the Company any such written authorization or assignment (in
aform agreed to by the Company and the Union) as shall be necessary to authorize the deduction from his or
her pay of the amount of any contributions.

Requirementsof Law

5.

It isintended that the provision for the insurance benefits which shall be included in the Program (or Prior
Program) shall comply with and be in substitution for the provisions for similar benefits which are or shall be
mede by any applicable law or laws. Where, by agreement, certain basic benefits under the Program (or Prior
Program) are provided under law rather than under the Program (or Prior Program), the Company will pay the
amount required to be paid therefor, including any Employee contribution required by law on account of such
benefits. The Company shall, after consultation with the Union, reduce the benefits of the Program (or Prior
Program) to the extent that benefits provided under any law would otherwise duplicate any of the Program (or
Prior Program) benefits.

Additional and Alter nate Benefits

6.

(@) The Program (and the Prior Program where applicable) shall be in substitution for any and all insurance
benefits or payments to or on behalf of Employees for death, sickness, or accident, hospitalization,
(including less acute care alternatives and outpatient services), dental, medical, surgical or vision care
savice provided by the Company in whole or in part, except as the Company and the Union have agreed
or may agree inwriting.

(b) The Union and the Company may agree that benefits may be provided in addition to those which are to
be financed by the arrangements set forth in paragraph 3, provided that the full cost of such additional
benefits shall be paid by the Employees covered for such additional benefits and provision may be made
by agreementbetween the Company and the Union to deduct the cost of such additional benefits from the
pay of such Employees.

Administration of the Program

7.

TheProgram (and the Prior Program) shall be administered by the Company or through arrangements provided
by it. Except as may otherwise be provided in the Agreement, the Company will arrange to have benefits
(hospitalization, less acute care alternatives, outpatient services and physicians' services) and major medical
benefits under the Program provided through contracts with carriers and/or administrators mutually agreed to
by theCormpany and the Union. Sickness and accident benefits, life insurance, dental and vision care benefits
shdl beprovided by such method and through such carriers, if any, asthe Company in its sole discretion shall
determine. Any contracts entered into by the Company with respect to the benefits of the Program (and the
Rior Program) shall be consistent with this Agreement and shall provide benefits and conditions conforming
to those set forth in the bookl ets.

Lifelnsurance after Retirement

8.

Any Employee who shall have retired and who shall have become entitled to lifeinsurance after retirement
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pursuant to the provisions of theinsurance agreement and booklet, applicable to such Employee at the time
of retirement shall not have such life insurance terminated or reduced (except as provided in such booklet) so
long as he or she remains retired from the Company, notwithstanding the expiration of such agreement or
booklet or of this Agreement, except as the Company and the Union may agree otherwise.

Extent of Company Obligation

9. The failure of any carrier to provide for benefits under the Program (or Prior Program) shall not result in any
lighlity totheCompany, nor shall such failure be considered a breach by the Company of any of the obligations
which it has undertaken by this or any other agreement with the Union. In the event of any such failure, the
Company and the Union shall immediately take action to provide substitute coverage in accordance with the
provisonsof thisAgreement. Notwithstanding the foregoing, any decision reached with respect to agrievance
processed under the provisions of the basic labor agreement applicable to insurance grievances shall be
binding on the Company, and, to the extent such decision requires the provision of benefits which the carrier
failsto pay, the Company will provide such benefits.

Insurance Reports

10.  TheUnionshdl befurnished annually areport regarding the Program (and the Prior Program). From timeto time
during the term of this Agreement, the Union shall be furnished such additional information as shall be
reesonably required for purpose of enabling it to be properly informed concerning the operation of the Program
(andthe Prior Program). Any accounting under the Program (and the Prior Program) shall make no distinction
between the experience with respect to Employees and other employees who may be covered, except that
expaienced eamployees who participate in the Program (or the Prior Program) on a different basis or are entitled
to different benefits from those provided for Employees represented by the Union shall beincluded in such
accounting only to the extent that the Company and the Union agreeto such inclusion. The Company will
continue the present arrangements under which it undertakes the keeping of insurance records of individual
amployees, the recording of changes in insurance classifications and a major portion of the investigation and
payment of claims. The cost to the Company of performing such work will not, for any accounting under the
Program (or the Prior Program), be deemed to be a cost of such programs.

Continuation of Benefits after Expiration

11.  Any employee who is on layoff or absent from work due to disability and entitled to benefits under the
provisions of the Insurance Agreement and Program applicable at the time the layoff or absence commenced
shall receive such benefits for the duration specified in such Agreement or Program, notwithstanding the
expirdion or termination of this Agreement or the Program or the collective bargaining agreement between the
Company and the Union.

Termsof Agreement
12.  This Agreement shall become effective as of August 1, 1999, and shall remain in effect until December 31,

2004 andtherediter subject to the right of either party on 120 days' written notice served on or after September
3, 2004 to terminate this Agreement.
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ISPAT INLAND INC.

/sl
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William P. Boehler
Director, Industrial Relations

UNITED STEELWORKERS
OF AMERICA

/sl
Thomas Hargrove
President
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EXHIBIT A

Bargaining Units Covered By | nsurance Agreement

Falowing are the groups of employees, and their locations, in bargaining units to which the Insurance Agreement
isapplicable.
Local 1010*—USWA—Indiana Harbor Works,
East Chicago, Indiana.
Local 4302—USWA—Ispat Inland Lime and Stone
Company, Gulliver, Michigan.
Local 6115—USWA—Ispat Inland Mining
Company, Virginia, Minnesota.
Loca 5000—USWA—Grest L akes Seamen,
Middleburg Heights, Ohio.
**Bricklayersand Allied Craft Workers
Loca No. 4 of Indianaand Kentucky, Merrillville, Indiana.

*Includes full-time officers.
**The Health Care Benefit Plan, as described in this Plan Agreement, does not apply to this covered group.

EXHIBIT B

Letter Agreements

August 1, 1999

Mr. Jack Parton

Director, District 31

United Steelworkers of America
First National Bank Building
720 Chicago Avenue, Room 211
East Chicago, IN 46312

Dear Mr. Parton:

This isto confirm our understanding that in the event that the Internal Revenue Code is amended prior to August 1,
1999, to limit or repeal the current total exclusion from an employee’ s gross income of the value of employer provided
medical insurance, the Company and the International Union (“Union”) may thereafter meet to discuss the advisability
of changing the benefits provided under the various insurance agreements between the Company and the Union to
reduce the amount of imputed income otherwise attributable to employees while maximizing the value of the benefits
recaived by theenpl oyee under thisinsurance agreement. No changes shall be made in such benefits asaresult of such
legislation except as such changes are agreed to by the Company and the Union.

s/

W. P. Boehler
Director, Industrial Relations
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August 1, 1999

Mr. Lynn Williams, President
United Steelworkers of America
Five Gateway Center

Pittsburgh, Pa. 15222

Dear Mr. Williams:

The United Steelworkers of America and the Inland Steel Company, recognizing the fact that excessive health care
chargesandover utilization are detrimental to all parties, have in the past engaged in cooperative efforts to control rising
hedthcare costs. Inland Steel Company and the United Steelworkers of Americahave agreed to joint efforts on a case-
by-case basis when possible abuses of our health care programs are identified. The Parties recognize that only by
working together can the Program of Insurance Benefits be administered on a cost-effective basis without adversely
affecting the interests of covered employees and dependents. In that respect, the following is understood:

1. The Company will instruct its claims administrators that hospital bills for services rendered to all the
Gampany’ s employees (including retirees) and dependentsin Lake and Porter Countiesin Indianaareto be
reviewed, and when necessary, subjected to line-by-line audits to determine for each billed item whether (a)
itwas in fact provided to the patient, (b) it was appropriate for the condition being treated, (c) the chargeis
reasonable and (d) it is a covered benefit. Charges not meeting these criteriawill not be payable. The audit
procedure guidelines will be available to the Union, and the Company will keep the Union advised of results
of significance.

2. The Company and the Union will undertake, both jointly and individually, communication efforts to all
anployees advising them of the above described audit, the basis for such audit and subsequent payments,
and the cooperative nature of the undertaking.

3. ltisagreed that any grievance arising out of or resulting from the actions described above will be reviewed
atheDistrict and International levels. No such grievance will be appeal ed to arbitration without the specific
approval of the District Director and the International Union.

4. Intheeventthat adisagreement arises between any provider of medical services and the claims administrator
asaconsequence of actionstaken as aresult of the above audit, the Company will take whatever action may
be necessary to protect the employee, including the provision of legal representation.

5. IftheUnionissued and the suit arises out of Inland Steel’ s conduct of its claims audit program, the Company
will indemify itand hold it harmless against costs (including attorneys fees) incurred by it asaresult of such
it provided, however, that the Union shall give the Company written notice of such suit immediately upon
being served and that the Union shall at all times give the Company the opportunity to consult with it and
its counsel concerning the defense of such suit.

6. This understanding does not in any way amend, modify or otherwise affect the terms and conditions of the
199 Insurance Agreement and Program of Insurance Benefits and it shall not serve to establish precedent.
This understanding may be terminated at any time upon written notice to the other party.

Very truly yours,
INLAND STEEL COMPANY

/sl
W. P. Boehler
Director, Industrial Relations

Confirmed:
/sl

Lynn Williams, President
United Steelworkers of America
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June9, 1999
Jack Parton, Director
District 31, USWA
720 W. Chicago Avenue
Room 211
East Chicago, IN 46312

Dear Mr. Parton:

In the event that a National Health Care program is enacted, and such program provides insurance benefits which had
beenprovided by the Programs of Insurance Benefits for both active employees and Eligible Pensioners and Surviving
Spouses (PIBs) and/or the Programs of Hospital-Medical Benefits for Eligible Pensioners and Surviving Spouses
(PHMBSs) in effect at the time of enactment, the parties will meet to discuss the impact of the legislation and any
modifications to the insurance programs which may be necessary or desirable.

Where by agreement, certain benefits under the insurance programs are provided under law rather than under the PIBs
or PHMBs, the Company will pay the amount required to be paid to insure that participants’ coverageis no lessthan
their coverage under the PIBs and PHMBs in which they were enrolled that are in effect at the time of enactment. The
company shall, after consultation with the Union, reduce the benefits under the PIBs or PHMBs to the extent that
benefitsprovided under law would otherwise duplicate any of the benefits provided under the PIBs or PHMBsin effect
at the time of enactment. Except as specifically excluded under the PIBs or PHMBs (for example, Medicare Part B
pramiums, for aMedicare-eligible retiree), this shall not result in persons covered by the PIBs or PHMBs having to pay
additiond deductibles, copayments, or contributions in excess of the amounts provided for in the PIBs or PHMBs. Any
resulting personal tax liability isthe responsibility of the employee, retiree or surviving spouse; however, the Company
and the Union will meet thereafter to explore methods of reducing this liability.

If theCompeny is required under the law to provide benefits to participants in excess of the benefits provided under the
PBsor PHMBsinwhich they are enrolled or asrequired by law at the time of enactment, the amounts required to be paid
for these benefits shall be paid entirely by employees or retirees/surviving spouses.

A's soon as practicable following enactment, an actuary selected by the Company will perform a calculation using
reasonable actuarial assumptions and methods to determine the amount of savings realized. These savingswill be
reduced by any premiums, payroll taxes or contributions specifically designated for the purpose of financing the national
programwhicharerequired of the Company by law. The resulting net savings, if any, will be used to offset the increased
employee and retiree/surviving spouse costs referenced in the preceding paragraphs via methods mutually agreed to
by the Company and the Union. Any net savings in excess of the offset amount will be shared equally between the
Company and the employees and retirees/surviving spouses.

If any differences shall arise between the Company and the Union regarding the implementation of the matters described
above, such matters shall be referred to the Chairperson of the Union’s Negotiating Committee and the Chairperson of
theCompany’ sNegatiating Committee for resolution. |f the chairpersons are unable to resolve the disputes, the disputes
shall bereferred to amutually agreeable third party for binding arbitration.

Furthermore, the parties agree that during the negotiations for a successor Labor Agreement to the 1999 Labor
Agreement they shdl attempt to reach agreement regarding the application of any cost savingsto the Company resulting
from benefits being provided under law which would otherwise duplicate any of the benefits provided under the PIBs
or PHMBsin effect at the time of the enactment.

Very truly yours,
INLAND STEEL COMPANY

William P. Boehler, Director
Industrial Relations

Confirmed:

Jack Parton, Chairman
Negotiating Committee
United Steelworkers of America
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August 1, 1999

Mr. Jack Parton

Director, District 31

United Steelworkers of America
First National Bank Building
Room 211

720 W. Chicago Avenue

East Chicago, IN 46312

Dear Mr. Parton:

During the course of these negotiations the USWA bargaining committee has expressed concerns with regard to
employees injured on the job for whom “light duty” work cannot be identified thus causing prolonged time off with or
without Sickness and Accident Benefits (S&A). In recognition of this concern as it relates to the income stream of
impacted employees, the Company agrees to cease offsetting from S&A, 75% of the value of the Workmen's
Compensation weekly award commencing with the seventh compensabl e week following the injury.

Very truly yours,
/sl

W. P. Boehler
Director, Industrial Relations
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HEARING
HEARING AIDS, A13, Al4, A18, B12, B22
HEARING EXAMINATIONS, A18
HEMODIALYSIS, B15
HIPAA, B54
HMO, A2, A12, A23, B44, B45, B48
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HOME, A12, Al4, A15, Al17, A41, B6, B13-20, B22,
B23, B29
HOME HEALTH CARE, A12, Al4, A15, Al7, B6, B14,
B15, B17, B18, B20, B23, B29
HOSPICE, A12, A13, Al7, B6, B16
HOSPITAL, Al, A9, A12-16, A18-22, A27, A28, A36, A39,
A40, A44, B5-13, B16-23, B25, B28,
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INSULIN, A25, B26
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ISPAT INLAND, A2, A7, A25, A29, A30, A37, A38, A41,
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LAYOFF, Al, A3, A4, B1, B46-49, B53, B54, B59-61
LEAVE OF ABSENCE, A4, A8, B1, B47, B48, B54, B59
LEGAL
LEGAL ACTION, A11, Al19, B14, B16, B23, B51
LEGAL FEES, B53
LEGAL PROCESS, B52
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LENSES, A18, A35, A43, B22, B23, B38, B39
LENTICULAR, A35, B38
LICENSED PHYSICIAN, A15, A18, A25, A27, B4, B8, B10,
B13-15, B19-22, B26, B29, B33, B36,
B39
LIFETIME
LIFETIME MAXIMUM, A13, Al4, A24, A28, A30, A32,
B6, B25, B30, B32
LIFETIME MAXIMUMS, A24, A30, B6, B32
LIMITATIONS, A12, A25, A28, A30, B26, B30, B33, B35,
B38, B39, B52
LONG-TERM, Al17, B13, B22, B25, B26
LPN, A13, A17, A18
MAIL
MAIL SERVICE, A23-25, A40, B25, B26
MAIL SERVICE PROGRAM, A23-26
MAINTENANCE, Al, A2, A12, A23, A40, B25, B44, B46,
B48
MAJOR SERVICES, A30-32
MANAGED
MANAGED CARE, Al12, A16, A19-21, A23, A39, B2,
B6, B18, B25, B28, B31, B43, B56-58
MANAGED DRUG LIMITATIONS, A25
MANDATORY
MANDATORY GENERIC PROGRAM, A23, A41
MANDATORY OUTPATIENT SURGERY, A13
MARRIAGE CERTIFICATE, A2, A38
MASTECTOMY, B55
MATERNITY, A9, B10, B42
MAXIMUM
MAXIMUM, A10, A12-14, A16, A18, A20, A21, A24,
A28, A30-32, A35, A40, A41, A43, B3,
B6, B7, B9, B14, B19, B20, B25, B26,
B28, B30-34, B36, B45, B46, B48, B54,
B55, B58, B59
MAXIMUMS, A13, Al14, A22, A24, A28, A30, A35, B6,
B7, B18-20, B32, B33, B38
MAYO CLINIC, A22
MEALS, B15, B17
MEDICAL NECESSITY, A22, A28, A41, B8, B42, B43
MEDICARE, A1, A3, A5, A18, A37, B8, B14, B15, B18, B23,
B36, B39, B42, B48, B49, B53, B54,
B65
MEDICATIONS, A24, A25, A41, B25, B26, B29

MENTAL
MENTAL, A27, A28, A41, B2, B14, B16, B18, B23,
B28-30, B33, B40, B55
MENTAL DEFICIENCY, A27, B14, B16, B29
MENTAL HEALTH, A27, A28, A41, B2, B23, B28, B30,
B40, B55
MENTAL HEALTH PARITY ACT, B55
METABOLISM, A15, B12, B21
MH/ASA, A27-29, A41, B28, B30, B31
MHPA, B55
MILITARY, A2
MODIFICATIONS, B65
NATURAL CHILDREN, Al
NERVOUS, B29
NETWORK
NETWORK, Al12, A13, A16, A19-24, A27-36, A39-43,
B6-8, B25, B26, B28-31, B43, B56-58
NETWORK MANAGER, A27-29, A41, B28, B29, B31
NETWORKS, A12, A13, A16, A20, A21, B6, B7, B43,
B56, B57
NEWBORN
NEWBORN, Al, A15, Al18, A21, B10, B23, B55
NEWBORNS, B10
NMHPA, B55
NON-NETWORK, B58
NONCOMPLIANCE, B7
NONOCCUPATIONAL DISABILITY, A4, B58, B59
NOT COVERED, A2, All, A12, A17, A18, A22, A27, A28,
A33, A35, A42, A43, B13, B17, B18,
B23, B29, B33, B36, B47
NURSE
NURSE, A13, A17, A18, A27, B15, B21, B22, B29, B57
NURSE ANESTHETISTS, A18, B21
NURSE PRACTITIONERS, A18, B21
NURSING
NURSING, Al12, Al4, A15, A17, A18, B6, B13-15, B17,
B20, B22, B23, B31
NURSING SERVICES, A18, B15
NUTRITIONAL, B15
OBESITY, A26, B26
OBSTETRICAL TREATMENT, A15
OCCUPATIONAL
OCCUPATIONAL, A5, A10, B3, B15, B45, B59
OCCUPATIONAL DISABILITY, A5, B45
OCCUPATIONAL DISEASE, Al0, B3
OFFICE VISITS, Al4, A28, B30, B57
OPTIONAL LIFE INSURANCE, A7, A38
ORAL
ORAL SURGERIES, A30, A31
ORAL SURGERY, A30, A31, B34
ORGAN
ORGAN TRANSPLANT, A14, B6, B19
ORGAN TRANSPLANTS, Al4, B19
ORTHODONTIC SERVICES, A30, A32, B36
OSTEOPATHY, B2
OUT-OF-NETWORK, Al12, A13, A16, A20-23, A27, A28,
A30, A32, A34, A36, A40-42, B6-8, B25,
B28-31
OUTPATIENT, A9, A12-14, A16, A22, A27, A28, B2, B5, B7,
B10-12, B16, B17, B19, B21, B29, B30,
B43, B60
OVER-THE-COUNTER, A25, B26
OVERPAYMENT, B3, B4, B42
OXYGEN, A18, B15, B22
PACEMAKER, B11
PART-TIME, Al, A3, A7, B40, B44
PAs, A18, B21
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PEDIATRIC, A18, B23
PENALTY
PENALTIES, A1, A39, B7
PENALTY, A12, Al16, A39, B9, B11, B12, B17
PHARMACY
PHARMACIES, A23, B25
PHARMACIST, A16, A25, B26
PHARMACY, A23-25, A40, A41, B25, B26
PHARMACY PROGRAM, A24-26
PHYSICAL
PHYSICAL, A18, B12, B15, B16, B21, B23, B55
PHYSICAL THERAPY, A18
PHYSICALS, A12
PHYSICIAN
PHYSICIAN, A12, Al4, A15, A17, A18, A22, A23, A25,
A27, A36, A41, A43, A44, B2, B4-10,
B13-15, B18-22, B24-26, B29, B33,
B36, B38, B39, B42, B43, B50, B55-57
PHYSICIANS, A13, A25, A27, A28, A40, B7, B18, B19,
B21, B26, B29, B42, B43, B57
PHYSICIANS’ SERVICES, Al4, A15, A18, B16, B18,
B21, B23, B24, B40, B44, B50, B60
PLAN
PLAN ADMINISTRATOR, A7, A36, A37, B52, B53,
B55, C10
PLAN MAXIMUMS, A13, A30, A35
PODIATRIST, A14, B19, B21
PRE-ADMISSION
PRE-ADMISSION, A9, Al12, A13, A16, A20, A22, A39,
A40, B5, B8, B9, B12, B19, B58
PRE-ADMISSION REVIEW, Al12, A13, A16, A20, A22,
A39, A40, B8, B9, B12, B19
PRE-DETERMINATION , A32
PRE-EXISTING, B54, B55
PREGNANCY, B12
PREMIUM
PREMIUM, A4, B26, B28, B40, B46-48, B54
PREMIUMS, A1, A6, All, A19, B40, B42, B47, B51,
B60, B65
PRESCRIPTION
PRESCRIPTION DRUG PLAN, A23, A25, A40, B25-27
PRESCRIPTION DRUGS, Al16, A24, B6, B23, B25-27,
B40, B43
PREVENTIVE
PREVENTIVE, A30-34, A42, B32, B35
PREVENTIVE CARE, B32
PRIMARY
PRIMARY, A1, A2, A5, A18, A22, A25, A28, A4l, B4,
B7, B26, B31, B40, B42, B44, B57
PRIMARY PLAN, A25, A28, A41, B7, B26, B31, B40,
B42, B44
PRIOR AUTHORIZATION, A25, A41
PROSTHETIC
PROSTHESES, B55
PROSTHETIC, A13, B22, B36
PSYCHIATRIC, A27, B29
PSYCHOLOGICAL, B16, B29
PSYCHOLOGIST, A27, A41, B29
PSYCHOTHERAPEUTIC, B29
PULMONARY
PULMONARY, B12, B20, B21
PULMONARY FUNCTION, B12, B21
QUALIFIED BENEFICIARIES, B53, B54
RADIATION, A15, B12, B20
RECONSTRUCTIVE
RECONSTRUCTIVE, B55
RECONSTRUCTIVE SURGERY, B55

SUPPLY

RECOVERY, Al1, A19, B13, B14, B16, B51
REDUCTION IN HOURS, B53, B54
REFERRAL, A27, A41, B13, B28, B30
REFRACTIONS, B12
REGISTERED
REGISTERED, Al17, A18, A22, B15, B21, B22, B57
REGISTERED NURSE, Al7, A18, B21, B57
REHABILITATIVE, A12, A27, B13, B17, B29, B31
REIMBURSEMENT
REIMBURSEMENT, A1, A3, A5, Al1, Al4, A16, Al8,
A19, A21, A25, A40, A41, B14, B16,
B18, B22, B23, B26, B40-42, B51
REIMBURSEMENTS, All, A19, B51
RELATIVES, A8, B16
REPAYMENT, B4, B60
REPLACEMENT, A13, A18, B22, B25, B28, B34-36, B39
RESEARCH
RESEARCH, B12, B19, B21
RESEARCH STUDIES, B12, B21
RESIDENTIAL CARE, A27, B29
RESPIRATORY
RESPIRATORY, B15, B22
RESPIRATORY THERAPY, B15
RETAIL
RETAIL, A23-25, A40, A41, B25, B26
RETAIL PHARMACY PROGRAM, A24-26
RETARDATION, A27, B14, B16, B29, B33
RETIRE, A3, B1, B3, B42, B47, B48, B53
RIGHT TO RECOVERY, All, A19, B51
RN, A17, A18
ROUTINE
ROUTINE, A12, A15, Al18, A30-35, A42, B5, B12,
B21-23, B32, B33, B58
ROUTINE EXAMINATION, A15
ROUTINE PHYSICAL, B12, B21, B23
SAFETY GLASSES, A43
SCREENING, B12, B21
SECOND
SECOND, A10, A14, A17, A22, A40, B19, B33
SECOND SURGICAL OPINIONS, A14
SECONDARY
SECONDARY, Al, A2, A5, A18, A25, A28, B7, B26,
B31, B40
SECONDARY COVERAGE, Al, A2, A18, B31
SECONDARY PAYER, Al, A5, B26, B31
SECONDARY PLAN, A25, A28, B7, B26
SENILITY, B14, B16
SETTLEMENT, Al1, Al19, B14, B16, B23, B51
SHORT-TERM, B14, B16
SICKNESS AND ACCIDENT, A1, A4, A5, A9-11, A36, A38,
A39, B2-5, B44-47, B59, B60, B66
SINGLE VISION, A35, B38
SKILLED NURSING, A12, A14, A15, Al17, B6, B13, B14,
B17, B20, B23, B31
SOCIAL WORKER, A27, B29
SPOUSE, A1-3, A5, A7, A8, A36, A38, B40, B41, B48, B53,
B55, B56, B65
STEP CHILDREN, Al
STOP LOSS, A23, B25, B30
STUDENT
STUDENT, Al, A38, B44, B47, B49, B50
STUDENT DEPENDENT CERTIFICATION, A41, B50
STUDENTS, A41
SUB-ACUTE, A27-29
SUBROGATE
SUBROGATE, Al1, A19, B51
SUBROGATED, All, A19, B51
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B13-16, B21-23, B32, B33, B36, B37,
B39, B43
SUPPLY, A23, A24, A35, A36, B13, B26, B29
SURGEON, Al14, A22, B19, B20
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SYRINGES, A25, B26
TERMINATED, B1, B23, B27, B31, B35, B36, B44, B47,
B48, B53, B54, B59, B61, B64
TERMINATION
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THERAPY, A15, Al18, A32, B12, B15, B20, B29, B34, B35
THIRD PARTY ADMINISTRATOR, A27, B25, B28
TINTS, A43, B38, B39
TIPS ON FILING, A37
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TRAVEL, A18, B22
TRAVELING, A3, A40, B42
TRIFOCAL, A35, B38
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VOCATIONAL, B49
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ATTENTION

Please retain this booklet; do not discard.

You will be required to pay a charge for each additional copy
provided.

[Reference: Section 10 “ Statement of ERISA Rights’ on pages B52-B53 in this booklet.
(b) Obtain copies of all Plan documents and other Program information upon written request to the Plan
Administrator. The Plan Administrator may make a reasonable charge for the copies.]
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