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Dental PPO Network Policy

Our Member Frequently Asked Questions (FAQ) document is available to help you learn more about your rights and responsibilities;
information about benefits, restrictions and access to medical care; policies about the collection, use and disclosure of your personal
health information; finding forms to request privacy-related matters; tips on understanding your out-of-pocket costs, submitting a claim,
or filing a complaint or appeal; finding a doctor, obtaining primary, specialty or emergency care, including after-hours care; understanding
how new technology is evaluated; and how to obtain language assistance. The Member FAQ is available on our member site, My
Health Plan, accessible from MedMutual.com. To request a hard copy of the FAQ, please contact us at the number listed on your
member identification (ID) card.
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DENTAL PPO NETWORK POLICY

This pediatric dental coverage is available to Covered Persons under age nineteen (19) only.

This Policy describes your dental benefits. We will refer to the Policyholder and all Eligible Dependents as Covered
Persons.

Please note that you must pay your premium for this policy. Medical Health Insuring Corporation of Ohio (Medical
Mutual) does not accept premium payment from any other entity on your behalf, except for Ryan White, Indian tribes
and local, state and federal government programs, as required by 45 CFR 156.1250, or as Medical Mutual may
specifically agree in writing, provided such payments are otherwise compliant with notice issued by the Department
of Health and Human Services (HHS) on February 7, 2014, and other applicable HHS guidance subsequently issued.

Examination Right

This Policy can be canceled by returning it by mail or in person, within 10 days of having it in your possession, to the
address shown below. Any paid premium will be fully refunded.

Medical Health Insuring Corporation of Ohio (Medical Mutual)
100 American Road

Brooklyn, Ohio 44144

NOTICE:

IF YOU OR YOUR FAMILY MEMBERS ARE COVERED BY MORE THAN ONE HEALTH CARE
PLAN,YOU MAY NOT BE ABLE TO COLLECT BENEFITS FROM BOTH PLANS. EACH PLAN
MAY REQUIRE YOU TO FOLLOW ITS RULES OR USE SPECIFIC DOCTORS AND HOSPITALS,
AND IT MAY BE IMPOSSIBLE TO COMPLY WITH BOTH PLANS AT THE SAME TIME. READ
ALL OF THE RULES VERY CAREFULLY, INCLUDING THE COORDINATION OF BENEFITS
SECTION, AND COMPARE THEM WITH THE RULES OF ANY OTHER PLAN THAT COVERS
YOU OR YOUR FAMILY.

MEDICAL HEALTH INSURING CORPORATION OF OHIO (MEDICAL MUTUAL)

3
STSD-IPNGMHPED6000 R4/19



PPO PEDIATRIC DENTAL SCHEDULE OF BENEFITS
FOR COVERED PERSONS UNDER AGE 19*

(Benefits are per Covered Person per Benefit Period, unless otherwise stated.)

Calendar yearBenefit Period

End of the month of the 19th birthday*Dependent Age Limit

Deductible

$100 PPO Network (see below):

$100 Non-PPO Network:

Out-of-Pocket Maximum
(Includes Deductible and Coinsurance)

$350

Unlimited 

PPO Network (see below):

Non-PPO Network:

Medically Necessary Orthodontic Treatment Deductible

$100 PPO Network:

$100Non-PPO Network:

NOTE: When two or more Covered Persons under age 19 are covered under this plan, the Out-of-Pocket
Maximum for these Covered Persons is two times the amount per Covered Person.

All Deductibles and Coinsurance apply toward the Out-of-Pocket Maximums shown above.
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DENTAL PAYMENT SCHEDULE

Type of Service

Non-PPO Network ProviderPPO Network Provider

YOU PAY THE FOLLOWING

ALL COVERED SERVICES ARE SUBJECT TO THE DEDUCTIBLE, UNLESS
"NOT SUBJECT TO THE DEDUCTIBLE" IS SPECIFICALLY STATED.

50% of Fee Schedule Amount
0% of Fee Schedule Amount, not

subject to the Deductible

Routine Preventive Services
• initial and periodic oral evaluations
• bitewing x-rays
• prophylaxis
• topical fluoride applications
• dental sealants (Dental sealants

are limited to unrestored
permanent molars.)

• diagnostic models

60% of Fee Schedule Amount30% of Fee Schedule Amount

Basic Services
• consultations/other evaluations
• d i a g n o s t i c  a n d  f u l l

mouth/panoramic x-rays
• minor restorative services,

including, but not limited to, fillings
made of amalgam or resin based
composites

• space maintainers
• resin infiltration/smooth surface
• veneer repairs
• Emergency Palliative Treatments
• repairs, relines & adjustments of

prosthetics
• extractions
• impactions
• minor oral surgery
• general anesthesia

75% of Fee Schedule Amount50% of Fee Schedule Amount

Major Services
• inlays
• onlays
• core buildup
• tooth implantation
• endodontic services
• periodontal services
• crowns
• fixed partial dentures (bridges)
• dentures (complete & partial)

75% of Fee Schedule Amount50%  of Fee Schedule Amount
Medically Necessary Orthodontic
Treatment
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BENEFIT MAXIMUMS

MaximumsType of Service

Two evaluations per rolling 12 monthsInitial and periodic oral evaluations

Two sets per Benefit PeriodBitewing x-rays

One every 36 monthsFull mouth / panoramic x-rays

Two per Benefit PeriodProphylaxis

Two per Benefit PeriodTopical fluoride applications

One every 36 months per tooth
Dental sealants (Dental sealants are limited to unrestored
permanent molars.)

One every 36 months per tooth for Covered Persons under
age 19

Resin infiltration/smooth surface

One set per arch per course of Orthodontic TreatmentRetainer Appliances

Once every five years per toothInlays

Once every five years per toothOnlays

Once every five years per toothCrowns

Once every five years per unitFixed partial dentures (bridges)

Once every five years

Dentures (complete and partial)

Relining and rebasing is covered if done no less than
six months after initial placement but not more than
once in any 36-month period.

One replacement of a temporary denture if a
permanent denture is installed within 12 months of
the installment of the temporary denture.

PREDETERMINATION OF BENEFITS

Required for any Course of Treatment exceeding $200 or involving major restorations.
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HOW TO USE YOUR POLICY

This Policy describes your dental benefits. Please read it carefully.

The Schedule of Benefits gives you information about the limits and maximums of your coverage and explains your
Coinsurance and Deductible obligations, if applicable.

The Definitions section will help you understand unfamiliar words and phrases. If a word or phrase starts with a
capital letter, it is either a title or it has a special meaning. If the word or phrase has a special meaning, it will be defined
in this section or where used in the Policy.

The Eligibility section outlines how and when you and your dependents become eligible for coverage under the
Contract and when this coverage starts.

The Dental Benefits section explains your benefits and some of the limitations on the Covered Services available to
you.

The Exclusions section lists services which are not covered in addition to those listed in the Dental Benefits section.

The General Provisions section tells you how to file a claim. It explains how Coordination of Benefits and Subrogation
work. It also explains when your benefits may change, how and when your coverage stops and when your premium
is due.
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DEFINITIONS

Active Treatment -  the treatment of adjusting an Orthodontic appliance to apply effective force to the teeth or jaws.

Application - all questionnaires and forms required by Medical Mutual to determine your eligibility.

Benefit Period -  the period of time specified in the Schedule of Benefits during which Covered Services are rendered,
and benefit maximums, Deductibles, and Out-of-Pocket Maximums are accumulated. The first and/or last Benefit
Periods may be less than 12 months depending on the Effective Date and the date your coverage terminates.

Billed Charges -  the amount billed on the claim submitted by the Dental Provider for services and supplies provided
to a Covered Person.

Clinically Necessary (Clinical Necessity) - a service or supply that is required to diagnose or treat a Condition and
which Medical Mutual determines is:

• appropriate with regard to the standards of good dental practice;

• not primarily for your convenience or the convenience of a Dental Provider; and

• the most appropriate supply or level of service which can be safely provided to you.

Coinsurance - a percentage of the Fee Schedule Amount for Covered Services for which you are responsible after
you have met your Deductible.

Condition - an injury, ailment, disease, illness or disorder.

Contract -  the agreement between the Medical Mutual and you, referred to as the Contract. The Contract includes
the Application, this Policy, Schedule of Benefits and any Riders or amendments.

Copayment - a dollar amount, if specified in the Schedule of Benefits, that you may be required to pay at the time
Covered Services are rendered.

Course of Treatment -  a planned series of procedures or treatments performed by a Dental Provider.

Covered Charges -  the Billed Charges for Covered Services, except that Medical Mutual reserves the right to limit
the amount of Covered Charges for Covered Services provided to the Fee Schedule Amount.

Covered Person -  the Policyholder, and if family coverage is in force, the Policyholder's Eligible Dependent(s) as
defined in the Eligibility section of this Policy.

Covered Service - a Dental Provider's service or supply as described in the Dental Benefits section of this Policy for
which Medical Mutual will provide benefits, as listed in the Schedule of Benefits.

Custodian - a person who, by court order, has custody of a child.

Deductible - an amount, usually stated in dollars, for which you are responsible each Benefit Period before Medical
Mutual will start to provide benefits.

Dental Provider - a Dentist or Physician who provides Covered Services as described in the Dental Benefits section
of this document.

Dental Specialist - an oral surgeon, endodontist, periodontist, prosthodontist or orthodontist.

Dentist - a licensed professional who treats diseases and injuries to the teeth and oral cavity.

Emergency Palliative Treatment - treatment given in response to a painful or dangerous situation to relieve pain
and remove a person from immediate danger without rendering definitive treatment (such as a filling).

Excess Charges -  the amount of Billed Charges less Non-Covered Charges in excess of the Fee Schedule Amount.

Experimental or Investigational -  a dental service, treatment, device or procedure that is not used universally or
accepted by the dental care profession, as determined by Medical Mutual.

Fee Schedule Amount - the maximum dollar allowance for Covered Services that PPO Network Providers have
agreed to accept as payment in full. Non-PPO Network Providers will also be reimbursed based on the Fee Schedule
Amount.

8



Immediate Family - the Policyholder and the Policyholder's spouse, parents, stepparents, grandparents, nieces,
nephews, aunts, uncles, first cousins, brothers, sisters, children and stepchildren by blood, marriage or adoption.

Incurred -  the date the service or supply is rendered to you by a Dental Provider.

Legal Guardian - an individual who is either the natural guardian of a child or who was appointed a guardian of a
child in a legal proceeding by a court having the appropriate jurisdiction.

Medically Necessary Orthodontic Treatment -  Clinically Necessary Orthodontic treatment that is: 1) rendered by
an orthodontist or pediatric dentist to satisfy a demonstrated need for significant functional improvement of the teeth,
jaws or related anatomy; 2) not rendered primarily for improvement in appearance; and 3) prescribed within generally
accepted clinical standards of Orthodontic practice.

Medicare - the program of health care for the aged and disabled established by Title XVIII of the Social Security Act
of 1965, as amended.

Minimum Essential Coverage -  the type of coverage an individual needs to have to meet the individual responsibility
requirement under the Affordable Care Act. This includes individual market policies, job-based coverage, Medicare,
Medicaid, CHIP, TRICARE and certain other coverage.

Non-Covered Charges - Billed Charges for services and supplies that are not Covered Services.

Non-PPO Network Provider - a Dentist or Physician which is not designated by Medical Mutual as a PPO Network
Provider.

Orthodontics - The dental specialty and dental practice that deals with improving alignment of teeth and jaw function
using braces and other appliances. Formally, the specialty is known as "Orthodontics and Dentofacial Orthopedics."

Out-of-Pocket Maximum -  a specified dollar amount of Deductible, Coinsurance and Copayment expense Incurred
in a Benefit Period by a Covered Person for Covered Services.

Periodontal Services - procedures including examination, diagnosis and treatment (including Surgery) of disease
affecting the surrounding and supporting tissues of the teeth.

Physician - a person who is licensed and legally authorized to practice medicine.

Policy - this document.

Policyholder - an eligible person who has enrolled for coverage under the terms and conditions of this Policy and
whose name appears on the identification card.

PPO Network Provider - a Dentist or Physician designated by Medical Mutual as a PPO Network Provider.

Pre-Determination of Benefits -  the method by which Medical Mutual determines Covered Services and how benefits
that will be provided for a proposed service or Course of Treatment. For further information, see the How Claims are
Paid section.

Retainer Appliance -  an intra-oral appliance prescribed by an orthodontist or dental professional to prevent changes
in tooth alignment. The retainer may be fixed to the teeth using a dental adhesive rendering it non-removable by the
patient. Alternatively, the retainer may be designed to fit securely over or around the teeth while in use but detachable
with finger pressure so that is can be removed by the patient. Retainers are often classified as "fixed" or "removable."

Retention Treatment - the period of Orthodontic treatment during which the individual is wearing an appliance to
maintain the teeth in position.

Rider - a document that amends or supplements your coverage.

Surgery -

• the performance of generally accepted operative and other invasive procedures of the teeth, bone and soft tissue
of the oral structures;

• referring specifically to the operative/cutting procedure of the teeth, bone and soft tissue of the oral structures
which are considered within the scope or practice by the provider's license and specialty and/or as determined
by the State Dental Board;

• utilized to correct pathology as a result of decay, fracture, damage, loss and infection that would necessitate
tissue removal, prosthesis placement, placement of dental materials and medicaments and/or tissue architecture
modifications;

• usual and related preoperative and postoperative care; or
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• other procedures as reasonably approved by Medical Mutual.

Teledentistry -  the delivery of dental services through the use of synchronous, real-time communication and the
delivery of services of a dental hygienist or expanded function dental auxiliary pursuant to a dentist's authorization.
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ELIGIBILITY

Eligibility Requirements

This pediatric dental coverage is available to Covered Persons under age 19 only.

You must be a resident of, and live in, the state of Ohio at least six (6) months of each year, to be eligible for this
Policy.

We will void this Policy if you, relative to your Application, intentionally misrepresent a material fact or commit fraud.

Eligible Dependents

An Eligible Dependent must be under age 19 and is:

• the Policyholder's spouse, provided you are not legally separated.

• the Policyholder's or spouse's:

• natural children;

• children placed for adoption and legally adopted children;

• children for whom either the Policyholder or Policyholder's spouse is the Legal Guardian or permanent
Custodian; or

• any children who, by court order, must be provided health care coverage by the Policyholder or Policyholder's
spouse.

• stepchildren, provided the natural parent remains married to the Policyholder and resides in the household.

Open Enrollment

The open enrollment period begins November 1 and extends through December 15.

During the open enrollment period, the Policyholder may request to add new Eligible Dependents or to request a
different plan available at that time in the individual market.

Special Enrollment

Outside of open enrollment, the only other time during which you may change plans or add an Eligible Dependent is
under a special enrollment period. Special enrollment is triggered by any of the following events:

1. When you or any of your dependents lose other Minimum Essential Coverage. (Loss of Minimum Essential
Coverage does not include termination due to non-payment of premium, including COBRA premium, or in the
event of rescission.)

2. When you gain or become a dependent through marriage, birth, adoption, placement for adoption,  placement
in foster care, or when you are required to cover a child pursuant to a court order.

3. When you lose a dependent or are no longer considered a dependent through divorce or legal separation as
defined by State law in the State in which the divorce or legal separation occurs, or if you or your dependent dies.

4. When you experience an error in enrollment or non-enrollment.

5. When you adequately demonstrate that the plan or issuer substantially violated a material provision of the
contract under which you are enrolled.

6. When you become newly eligible or newly ineligible for advance payments of the premium tax credit or experience
a change in eligibility for cost-sharing reductions through the Exchange Marketplace (not applicable to Catastrophic
Plans).

7. When new coverage becomes available to you as a result of a permanent move.

8. When you or any of your dependents lose eligibility for coverage of pregnancy-related services under Medicaid.

9. When you or any of your dependents lose "medically needy coverage," as described under section 1902 (a)(10)(C)
of the Social Security Act (limited to one special enrollment period per calendar year).

10. When you or any of your dependents is enrolled in a non-calendar year group or individual health insurance
coverage, even if you or your dependents have the option to renew such coverage. The date of the loss of
coverage is the last day of the plan or policy year.
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The request for special enrollment must be received by the plan in which you want to enroll within sixty (60) days of
the triggering event.

Your effective date will be determined as defined by federal regulations.

Changes in Coverage

You may change to individual coverage if you no longer have any Eligible Dependents.

A newborn child will be covered for 31 days from the date of birth without premium payment. If additional premium is
required to provide coverage beyond 31 days from the newborn's date of birth, the request to cover the newborn must
be received by Medical Mutual within 31 days from the date of birth, and payment of the required premium must be
paid when due. Adopted children and children placed for adoption, regardless of whether the adoption has become
final, will be covered on the same basis as any other dependent children. Coverage will continue for a child placed
for adoption, unless the placement is disrupted prior to legal adoption, and the child is removed from placement.

Your Identification Card

You will receive identification cards.These cards have the Policyholder's name and number on them.The identification
card should be presented when receiving Covered Services under this coverage because it contains information you
or your Provider will need when submitting a claim or making an inquiry.Your receipt or possession of an identification
card does not mean that you are automatically entitled to benefits.

Your identification card is the property of Medical Mutual. After coverage ends, use of the identification card is not
permitted and may subject you to legal action.
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DENTAL BENEFITS

This section describes the services and supplies covered if provided and billed by a Dental Provider. When alternate
methods of treatment are available, the allowable amount will be based on the least costly method of treatment that
Medical Mutual deems appropriate and Clinically Necessary. All Covered Services must be medically or Clinically
Necessary.

Dental coverage includes services provided through Teledentistry, if those services would be covered under this plan
when delivered other than through Teledentistry. All other terms and conditions of the Policy apply.

The following are Covered Services:

Preventive Services

• initial and periodic oral evaluations

• bitewing x-rays

• prophylaxis (cleaning)

• topical fluoride applications

• dental sealants, limited to unrestored permanent molars

• diagnostic models 

Basic Services

• consultations and other evaluations by a Dental Specialist

• diagnostic x-rays

• full-mouth/panoramic x-rays

• minor restorative services, including, but not limited to, fillings made of amalgam or resin based composites

• space maintainers

• veneer repair

• Emergency Palliative Treatment, including emergency oral evaluations

• repairs, relines and adjustments of prosthetics (complete and partial dentures, crowns, fixed partial dentures
(bridges))

• extractions, including simple and surgical extractions, impactions

• minor oral Surgery, including alveoloplasty (Surgery performed on the alveolar bone, including flap entry and
closure) and vestibuloplasty

• general anesthesia for a covered oral or dental Surgery

Major Services

• endodontic procedures, including pulpotomy, root canal treatment and apicoectomy (removal of the apex of the
tooth root)

• Periodontal Services, including removal of gum tissue around the necks of the teeth and the recontouring of the
gum tissue

• inlays

• onlays

• resin infiltration

• core buildup

• tooth reimplantation

• crowns that are not part of a fixed partial denture, including stainless steel crowns

• prosthetics, including complete dentures, fixed partial dentures (bridges), and removable partial dentures, are
subject to the following:

• If an appliance can be made serviceable, a replacement appliance is not covered. Refer to the Schedule of
Benefits for more details.
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• Coverage is limited to standard procedures. Personalized restorations and specialized techniques in
constructing dentures or fixed partial dentures are not covered.

Medically Necessary Orthodontic Treatment

Benefits are provided for Orthodontic Treatment, as described in the Schedule of Benefits, only if the treatment is
determined to be Medically Necessary. If pre-determination is not obtained, and the treatment is later determined by
Medical Mutual to be an uncovered expense or not Clinically or Medically Necessary, you may be responsible for all
costs associated with that treatment. Please refer to the General Provision entitled, "Predetermination of Benefits,"
described later in this Policy.

Treatment usually consists of Retainer Appliances and tooth straightening appliances, such as braces, or other
mechanical aids.

Benefits will be provided only as services are Incurred. When the Covered Person is already receiving Active or
Retention Treatment on his or her Effective Date, only services Incurred on or after the Covered Person's Effective
Date will be covered, based on a proration of the expected months of treatment.

In addition to the General Exclusions, expenses related to Medically Necessary Orthodontic Treatment that are not
covered include:

• Appliance replacement due to patient non-compliance or neglect;

• Medically Necessary Orthodontic Treatment previously performed but that requires re-treatment due to patient
non-compliance;

• Additional costs resulting from patient non-compliance (e.g., broken or lost appliances, poor oral hygiene, etc.).
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EXCLUSIONS

In addition to the exclusions and limitations explained in the Dental Benefits section, coverage is not provided for
services and supplies:

1. Not prescribed by or performed by or under the direction of a Dental Provider.

2. Not performed within the scope of the Dental Provider's license.

3. Not Clinically Necessary or do not meet Medical Mutual's policy, clinical coverage guidelines, or benefit policy
guidelines.

4. For Experimental or Investigational Drugs, Devices, Dental Treatments or Procedures.

5. To the extent that governmental units or their agencies provide benefits, except Health Departments, as determined
by Medical Mutual.

6. For a Condition that occurs as a result of any act of war, declared or undeclared.

7. For which you have no legal obligation to pay in the absence of this or like coverage.

8. Received from a dental or medical department maintained by or on behalf of an employer, mutual benefit
association, labor union, trust or similar person or group.

9. Received from a member of your Immediate Family.

10. Incurred or received prior to your effective date of coverage.

11. Incurred or received after you stop being a Covered Person.

12. For work-related sickness or injury eligible for benefits under workers' compensation, employers' liability or similar
laws, even when the Covered Person does not file a claim for benefits, or sickness or injury that arises out of, or
is the result of, any work for wage or profit. This exclusion will not apply to a Covered Person who is not required
to have coverage under any workers' compensation, employers' liability or similar law and does not have such
coverage.

13. For which benefits are payable under Medicare Parts A, B and/or D or would have been payable if a Covered
Person had applied for Parts A, B and/or D, except, as specified elsewhere in this Policy or as otherwise prohibited
by federal law. For the purposes of the calculation of benefits, if the Covered Person has not enrolled in Medicare
Part B, Medical Mutual will calculate benefits as if he or she had enrolled.

14. Received in a military facility for a military service related Condition.

15. Rendered by more than one Dental Provider. If you change Dental Providers during a Course of Treatment or if
more than one Dental Provider treats you for a procedure, additional benefits are not provided.

16. Performed by a Dentist who is compensated by a facility for similar covered services performed for members.

17. For charges in excess of the amount Medical Mutual determines to be allowable.

18. For state or territorial taxes on dental services performed.

19. For fraudulent or misrepresented claims.

20. For missed appointments, completion of claim forms, or copies of medical records.

21. For Outpatient educational, vocational or training purposes except as specified.

22. For congenital or developmental malformation or other services primarily to improve appearance.

23. Resulting from your failure to comply with professionally prescribed treatment.

24. For appliances or restorations needed to increase or restore the vertical dimension or to restore and/or correct
the occlusion.

25. For the repair of a damaged space maintainer or damaged orthodontic appliances.

26. For the replacement of lost, stolen or misplaced space maintainers, dentures or other appliances.

27. For duplicate, provisional and temporary devices, appliances and services.

28. For dental implants, unless determined Clinically Necessary by Medical Mutual for Covered Persons under age
19 only.

29. For gold foil restorations for Covered Persons under age 19.

30. For nitrous oxide.
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31. For personalized restorations, specialized techniques in constructing dentures or partial fixed dentures or
replacement of appliances that can be made serviceable.

32. For Temporomandibular Joint Syndrome (TMJ) services.

33. For instruction for plaque control, oral hygiene and diet.

34. Orthodontic Treatment, except Medically Necessary Orthodontic Treatment for Covered Persons under age 19.

35. For non-covered services or services specifically excluded in the text of this Policy.
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GENERAL PROVISIONS

How to Apply for Benefits

Notice of Claim; Claim Forms

A claim must be filed for you to receive benefits. All PPO Network Providers and many Non-PPO Network Providers
will submit a claim for you; if you submit it yourself, you should use a claim form. In most cases, you can obtain a
claim form from your Group or Dental Provider. If your Dental Provider does not have a claim form, Medical Mutual
will send you one. Call or notify Medical Mutual, in writing, within 20 days, or as soon as reasonably possible, after
receiving your first Covered Service and we will send you a form, or you may print a claim form by going to
www.medmutual.com/member.

If you fail to receive a claim form within 15 days after you notify Medical Mutual, you may send Medical Mutual your
bill or a written statement of the nature and extent of your loss; this must have all the information which Medical Mutual
needs to process your claim.

Proof of Loss

Proof of loss is a claim for payment of dental services which has been submitted to Medical Mutual for processing
with sufficient documentation to determine whether Covered Services have been provided to you. Medical Mutual
must receive a completed claim with the correct information. Medical Mutual may require a Dental Provider's notes
or other medical records before Proof of Loss is considered sufficient to determine benefit coverage.

Medical Mutual is not legally obligated to reimburse for Covered Services unless written or electronically submitted
proof that Covered Services have been given to you is received. Proof must be given within 90 days of your receiving
Covered Services or as soon as is reasonably possible. Except in the absence of legal capacity, no proof can be
submitted later than one year from the time proof is otherwise required.

How Claims are Paid

Your Financial Responsibilities

For Covered Services, Medical Mutual will calculate its payment based upon the Fee Schedule Amount.

You are responsible for:

• Any Copayment, Deductible and Coinsurance amounts specified in the Schedule of Benefits. Copayments are
generally required to be paid at the time of service.

• Non-Covered Charges.

• Billed Charges for all Services and supplies after benefit maximums have been reached.

• Excess Charges for services and supplies if your Dental Provider does not accept the Fee Schedule Amount as
payment in full.

• Services that are not Clinically Necessary.

• Incidental charges.

• Charges for more expensive treatment or services when there are alternate methods of treatment available.

For Covered Services, Medical Mutual will calculate its payment based upon the Fee Schedule Amount. PPO Network
Providers have agreed not to bill for any amount of Covered Charges above the Fee Schedule Amount. For Covered
Services rendered by Non-PPO Network Providers, you may be responsible for Excess Charges up to the amount of
the Provider's Billed Charges. You may also be responsible for the Non-PPO Coinsurance for Covered Services
received from Non-PPO Network Providers. Any Excess Charges billed by Non-PPO Network Providers DO NOT
apply to any Out-of-Pocket Maximum.
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In cases where there are alternate methods of treatment with different fees, and the more expensive treatment or
service is rendered, you are responsible for all charges in excess of the allowable amount deemed appropriate and
Clinically Necessary by Medical Mutual, even if a PPO Network Provider is used. If the services are provided by a
Non-PPO Network Provider, you may be responsible to pay the difference between the charges for the higher level
of service and the benefits Medical Mutual will provide for the lower level of service. If you receive services from a
Non-PPO and Medical Mutual has not received Pre-Determination of Benefits, you may be responsible for the entire
cost of the services provided.

Deductibles, Coinsurance and amounts paid by other parties do not accumulate towards the benefit maximums or
any Out-of-Pocket Maximums, except as provided in 45 CFR 156.1250.

Benefit Period Deductible

Each Benefit Period, you must pay the dollar amount that may be specified in the Schedule of Benefits as the Deductible
before Medical Mutual will begin to provide benefits. This is the amount of expense that must be Incurred and paid
by you for Covered Services before Medical Mutual starts to provide benefits. If a benefit is subject to a Deductible,
only expenses for Covered Services under that benefit will satisfy the Deductible. To satisfy your Deductible, Medical
Mutual records must show that you have Incurred claims totaling the specified dollar amount, so submit copies of all
your bills for Covered Services. Your Deductible accumulations do not necessarily occur in the same order that you
receive services, but in the order in which Medical Mutual receives and processes your claims.

The Schedule of Benefits may specify a single Deductible and a family Deductible.The single Deductible is the amount
each Covered Person must pay, but the total amount the family must pay is limited to the family Deductible.

Coinsurance

After you meet any applicable Deductible, you may be responsible for Coinsurance amounts as specified in your
Schedule of Benefits, subject to any limitations set forth in your Schedule of Benefits. The amount of Coinsurance
you have to pay may vary depending on the status of your Dental Provider.

Copayments

For some Covered Services, you may be responsible for paying a Copayment at the time services are rendered.
Covered Services that require Copayments may or may not be subject to the Deductible or Coinsurance requirements
as specified in the Schedule of Benefits. These Copayments are your responsibility, and they are not reimbursed by
Medical Mutual. Please refer to the Schedule of Benefits for specific Copayment amounts that may apply.

Schedule of Benefits

The Deductibles and Out-of-Pocket Maximums that may apply will renew each Benefit Period. Some of the benefits
offered in this Policy have maximums.

The Schedule of Benefits shows your financial responsibility for Covered Services. Medical Mutual covers the remaining
liability for Covered Charges after you have paid the amounts indicated in the Schedule of Benefits subject to benefit
maximums.

Direction of Payment

Medical Mutual has agreed to make payment directly to PPO Network Providers. The choice of a Dental Provider is
yours. After a Dental Provider performs a Covered Service, Medical Mutual will not honor your request to withhold
claim payment. Medical Mutual does not furnish Covered Services but only pays for Covered Services you receive
from Dental Providers. Medical Mutual is not liable for any act or omission of any Dental Provider. Medical Mutual has
no responsibility for a Dental Provider's failure or refusal to give Covered Services to you.

Medical Mutual has and retains the sole right to choose which Dental Providers it will contract with, and on what terms,
and to amend and terminate those contracts. Medical Mutual has and retains the sole right to designate Dental
Providers as PPO Network Providers.

Medical Mutual is authorized to make payments directly to Dental Providers who have performed Covered Services
for you. Medical Mutual also reserves the right to make payment directly to you. When this occurs, you must pay the
Dental Provider and Medical Mutual is not legally obligated to pay any additional amounts. You cannot assign your
right to receive payment to anyone else, nor can you authorize someone else to receive your payments for you,
including your Dental Provider.
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If Medical Mutual has incorrectly paid for services or it is later discovered that payment was made for services which
are not considered Covered Services, then Medical Mutual has the right to recover payment, and you must repay this
amount when requested.

Any reference to Dental Providers as PPO Network Providers or Non-PPO Network Providers is not a statement about
their abilities.

Pre-Determination of Benefits

Pre-Determination of Benefits determines if proposed dental treatments:

• are consistent with the standards of good dental practice;

• are the most appropriate level of service;

• are Clinically Necessary; and for pediatric orthodontic treatment, Medically Necessary; and

• are Covered Services.

After your Dental Provider has examined you, a proposed Course of Treatment (also known as a predetermination)
and the diagnostic materials, such as x-rays and study models, that support this Course of Treatment must be provided
to Medical Mutual.

For any type of Orthodontic Treatment that may be covered under the plan (refer to the Schedule of Benefits), your
proposed Course of Treatment must include the dates of all installations of appliances and all orthodontic services.

For Medically Necessary Orthodontic Treatment, the proposed Course of Treatment must also include an explanation
of how the orthodontic diagnosis relates to the Condition that is being treated, as well as an explanation of how the
treatment plan will eliminate the patient's condition.

Medical Mutual reserves the right to review your dental records, including diagnostic materials, to determine the most
appropriate level of service. Medical Mutual may also elect to have you examined by a Dentist or Physician of its
choice. Medical Mutual will then notify you and your Dental Provider which services will and will not be covered as
requested, as well as the approximate amounts that will be covered. If it is determined that an alternate level of service
is as appropriate as the proposed level of service, you and your Dental Provider will be notified, and benefits will be
limited to the less costly service, regardless of which level of service is actually rendered (applying alternate benefits).
If you select the more costly treatment or service, you are responsible for all charges in excess of the allowable amount
deemed Clinically Necessary by Medical Mutual. You are also responsible for Excess Charges if alternate benefits
are applied, even if a PPO Network Provider is used. You may be responsible to pay the difference between the
charges for the higher level of service and the benefit Medical Mutual will provide for the lower level of service.

If pre-determination is not obtained, and the treatment is later determined by Medical Mutual to be an uncovered
expense or not Clinically or Medically Necessary, you may be responsible for all costs associated with that treatment.

If you use a Non-PPO Network Provider, you may be responsible and obligated to pay any and all amounts that you
are charged regardless of what Medical Mutual determines to be Clinically Necessary or appropriate.

Medical Mutual evaluates cost-effective alternatives to current dental needs. In such cases, benefits not expressly
covered in this Policy may be approved. Coverage for these services must be approved in advance and in writing by
Medical Mutual. Pre-Determination of Benefits does not guarantee payment. The amount payable is subject to all the
Contract limitations effective at the time the services are rendered.

Explanation of Benefits

After Medical Mutual processes your claim, an Explanation of Benefits (EOB) is provided to you electronically or by
mail. It lists Covered Services and non-covered services along with explanations for why services are not covered. It
contains important amounts and a telephone number if you have any questions.

Time of Payment of Claims

Benefits will be provided under this Policy within 30 days after receipt of a completed claim. If supporting documentation
is required, then payment will be made in accordance with state and federal law. To have a payment or denial related
to a claim reviewed, you must send a written request or call Customer Service at Medical Mutual within 180 days of
the claim determination.
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Filing a Complaint

If you have a complaint, please call or write to Customer Service at the telephone number or address listed on your
Explanation of Benefits (EOB) form and/or identification card.To expedite the processing of an inquiry, the Policyholder
should have the following information available:

• name of patient

• identification number

• claim number(s) (if applicable)

• date(s) of service

If your complaint is regarding a claim, a Medical Mutual Customer Service representative will review the claim for
correctness in processing. If the claim was processed according to terms of the Policy, the Customer Service
representative will telephone the Policyholder with the response. If attempts to telephone the Policyholder are
unsuccessful, a letter will be sent explaining how the claim was processed. If an adjustment to the claim is required,
the Policyholder will receive a check, Explanation of Benefits or letter explaining the revised decision.

Quality of Care issues are addressed by our Quality Improvement Department or committee.

If you are not satisfied with the results and your complaint is regarding an adverse benefit determination, you may
continue to pursue the matter through the appeal process.

Benefit Determination for Claims (Internal Claims Procedure)

Claims Involving Urgent Care

A Claim Involving Urgent Care is a claim for Dental care or treatment with respect to which the application of the
timeframes for making non-urgent care determinations (a) could seriously jeopardize the life or health of the claimant
or the ability of the claimant to regain maximum function or (b) in the opinion of a Dentist or Physician with knowledge
of the claimant's medical Condition, would subject the claimant to severe pain that cannot be adequately managed
without the care or treatment that is the subject of the claim.

Determination of urgent will be made by an individual acting on behalf of the plan applying the judgment of a prudent
layperson who possesses an average knowledge of health and medicine; however, any Dentist or Physician with a
knowledge of the claimant's medical Condition can also determine that a claim involves urgent care.

If you file a Claim Involving Urgent Care in accordance with Medical Mutual's claim procedures and sufficient information
is received, Medical Mutual will notify you of its benefit determination, whether adverse or not, as soon as possible
but not later than 72 hours after Medical Mutual's receipt of the claim.

If you do not follow Medical Mutual's procedures or we do not receive sufficient information to make a benefit
determination, Medical Mutual will notify you within 24 hours of receipt of the Claim Involving Urgent Care and explain
the applicable procedural deficiencies, or the specific deficiencies related to information necessary to make a benefit
determination.You will have 48 hours to correct the procedural deficiencies and/or provide the requested information.
Once Medical Mutual receives the requested information, we will notify you of the benefit determination, whether
adverse or not, as soon as possible, taking into account all medical exigencies, but not later than 48 hours after receipt
of the information.

Medical Mutual may notify you of its benefit determination decision orally and follow with written or electronic notification
not later than three (3) days after the oral notification.

Concurrent Care Claims

If Medical Mutual has approved an ongoing course of treatment to be provided over a period of time or for a number
of treatments, any reduction or termination by Medical Mutual of such course of treatment before the end of such
period of time or number of treatments shall constitute an Adverse Benefit Determination (unless the reduction or
termination of benefits is due to a health plan amendment or health plan termination). Medical Mutual will notify the
claimant of Medical Mutual's determination to reduce or terminate such course of treatment before the end of the
approved period of time or number of treatments at a time sufficiently in advance of the reduction or termination to
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allow the claimant to appeal and obtain a determination on review of that adverse benefit determination before the
benefit is reduced or terminated.

If Medical Mutual has approved an ongoing course of treatment to be provided over a period of time or for a number
of treatments, any request to extend the course of treatment beyond the period of time or number of treatments that
is a Claim Involving Urgent Care shall be decided as soon as possible, taking into account the medical exigencies,
and Medical Mutual must notify the claimant of the benefit determination, whether adverse or not, within 24 hours
after its receipt of the claim, provided that any such claim is made to Medical Mutual at least 24 hours prior to the
expiration of the prescribed period of time or number of treatments.

Pre-Service Claims

A Pre-Service Claim is a claim for a benefit which requires some form of preapproval or precertification by Medical
Mutual.

If you file a Pre-Service Claim in accordance with Medical Mutual's claim procedures and sufficient information is
received, Medical Mutual will notify you of its benefit determination, whether adverse or not, within a reasonable period
of time appropriate to the medical circumstances, but not later than 15 days after receipt of the claim. Medical Mutual
may extend this time period for up to an additional 15 days if such an extension is necessary due to circumstances
beyond the control of Medical Mutual. Medical Mutual will notify you of such an extension and date by which it expects
to render a decision.

If an extension is needed because you did not provide all of the necessary information to process your claim, Medical
Mutual will notify you, in writing, within the initial 15 day response period and will specifically describe the missing
information. You will then have 45 days to provide the additional information. If you do not provide the information,
your claim may be denied.

Post-Service Claims

A Post-Service Claim is any claim that is not a Pre-Service Claim or a Claim Involving Urgent Care.

If you file a Post-Service Claim in accordance with Medical Mutual's claim procedures and all of the required information
is received, Medical Mutual will notify you of its benefit determination within a reasonable period of time, but not later
than 30 days after receipt of the claim. Medical Mutual may extend this time period for up to an additional 15 days if
such an extension is necessary due to circumstances beyond the control of Medical Mutual. Medical Mutual will notify
you of such an extension and date by which it expects to render a decision.

If an extension is needed because you did not provide all of the necessary information to process your claim, Medical
Mutual will notify you, in writing, within the initial 30 day response period and will specifically describe the missing
information. You will then have 45 days to provide the additional information. If you do not provide the information,
your claim may be denied.

Benefit Determination Notices

You will receive notice of a benefit determination, orally as allowed, or in writing. All notices of a denial of benefit will
include the following:

• the specific reason for the denial;

• reference to the specific plan provision on which the denial is based;

• a description of any additional material or information necessary to process the claim and an explanation of why
such information is necessary;

• a description of Medical Mutual's appeal procedures, applicable timeframes, including the expedited appeal
process, if applicable;

• if an internal rule, guideline, protocol or similar criteria was relied upon in making the adverse benefit determination,
this will be disclosed, or you will be advised that information about the rule, guideline, protocol or similar criteria
will be provided free of charge upon written request; and

• if the adverse benefit determination was based on Medical Necessity, Experimental treatment or a similar exclusion
or limit, then an explanation of the scientific or clinical judgment used for the determination applying the terms of
the plan to your circumstances will be disclosed, or you will be advised that this explanation will be provided free
of charge upon request.
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Filing an Appeal

How to File an Appeal

If you disagree with a decision we have made on your claim you may file an appeal. If you are enrolled in My Health
Plan you can complete and submit a member appeal form which can be found under Resources and Tools/ Forms/
Member Appeal Form.You can also call Customer Care at the telephone number on your identification card to request
a member appeal form or get more information about how to file an appeal. You may also write a letter with the
following information: Policyholder's full name, patient's full name, identification number, claim number if your appeal
is regarding a claim denial or payment, your reason for appealing including why you believe or decision was incorrect,
the name of the dental provider and date of service. You may include any supporting information such as medical
records or notes you would like considered in your appeal. Mail or fax your appeal to:

Medical Mutual
Member Appeals Department

PO Box 94580
Cleveland, OH 44101-4580

Fax: 216-687-7990

The request for review must come directly from the patient unless he/she is a minor or has appointed an authorized
representative.You can choose another person to represent you during the appeal process, as long as Medical Mutual
has a signed and dated statement from you authorizing the person to act on your behalf. However, in the case of a
claim involving urgent care (as described below), a healthcare professional with knowledge of your medical Condition
may act as your authorized representative without a signed and dated statement from you.

Mandatory Internal Appeal

The plan offers a mandatory internal appeal.You must complete this mandatory internal appeal before any additional
action is taken.

Mandatory internal appeals must be filed within 180 days from your receipt of a notice of adverse benefit determination.
All requests for appeal may be made by submitting an appeal form, available on My Health Plan, or in writing as
described in the How to File an Appeal section above.

Under the appeal process there will be a full and fair review of the claim in accordance with applicable law for this
plan.The internal appeal process is a review of your appeal by an Appeals Specialist, a Dentist or Physician consultant
and/or other licensed healthcare professional.The review of the appeal will take into account all comments, documents,
records and other information submitted by you and the Dental Provider relating to the claim, without regard to whether
such information was submitted or considered in the initial benefit determination.

All determinations that involve, in whole or in part, issues of Medical Necessity, whether services are Experimental
and Investigational, or any other medical judgment, are based on the evaluations and opinions of health care
professionals who have the appropriate training and experience in the field of medicine involved in the medical
judgment. The health care professionals who review the appeal will not have made any prior evaluations about your
claim and will not be a subordinate of the professional who made the initial evaluation of your claim. These health
care professionals act independently and impartially. Decisions to hire, compensate, terminate, promote or retain
these professionals are not based in any manner on the likelihood that these professionals will support a denial of
benefits. Upon specific written request from you, Medical Mutual will provide the identification of the medical or
vocational expert whose advice was obtained on behalf of Medical Mutual in connection with the adverse benefit
determination, without regard to whether the advice was relied upon in making the benefit determination.

You may submit written comments, documents, records and other information relating to the claim being appealed.
These documents should be submitted by you at the time you send in your request for an appeal. Upon written request,
you may have reasonable access to and copies of documents, records and other information used to make the decision
on your claim for benefits that you are appealing.

The appeal procedures are as follows:

Appeal of a Claim Involving Urgent Care

You, your authorized representative or your Dental Provider may request an appeal of a Claim Involving Urgent Care.
The appeal does not need to be submitted in writing. You, your authorized representative, or your Physician should
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call the telephone number on your identification card as soon as possible. Appeals of Claims Involving Urgent Care
typically involve those claims for Medical Care or treatment with respect to which the application of the time periods
for making non-urgent care determinations (1) could seriously jeopardize the life or health of a patient, or could affect
the ability of the patient to regain maximum functions, or (2) in the opinion of a Physician with knowledge of your
medical Condition, would subject you to severe pain that cannot be adequately managed without the care or treatment
that is the subject of the claim. The appeal must be decided as soon as possible, taking into account the medical
exigencies, but not later than 72 hours after receipt of the request to appeal. The expedited appeal process does not
apply to prescheduled treatments, therapies, Surgeries or other procedures that do not require immediate action.

Pre-Service Claim Appeal

You or your authorized representative may request a pre-service claim appeal. Pre-service claim appeals are those
requested in advance of obtaining Medical Care for approval of a benefit, as it relates to the terms of the plan Benefit
Book. The pre-service claim appeal must be decided within a reasonable period of time appropriate to the medical
circumstances, but not later than 30 days after the receipt of the request and must be requested within 180 days of
the date you received notice of an adverse benefit determination.

Post Service Claim Appeal

You or your authorized representative may request a post-service claim appeal. Post-service claim appeals are those
requested for payment or reimbursement of the cost for Medical Care that has already been provided. As with
pre-service claims, the post-service claim appeal must be decided within 30 days of the request and must be requested
within 180 days of the date you received notice of the denial.

All notices of a denial of benefit after an appeal will include the following:

• the specific reason for the denial;

• reference to the specific plan provision on which the denial is based;

• sufficient information to identify the claim or health care service involved, including the date of services, the health
care provider, and the claim amount (if applicable);

• statement that you are entitled to receive, upon request and free of charge, reasonable access to and copies of,
all documents, records, and other information relevant to your claim for benefits;

• if an internal rule, guideline, protocol or similar criteria was relied upon in making the adverse benefit determination,
this will be disclosed, or you will be advised that information about the rule, guideline, protocol or similar criteria
will be provided free of charge upon written request;

• if the adverse benefit determination was based on a Medical Necessity, Experimental treatment, or similar exclusion
or limit, an explanation of the scientific or clinical judgment used for the determination applying the terms of the
Plan to your circumstances will be disclosed, or you will be advised that this explanation will be provided free of
charge upon request; and

• a description of applicable appeal procedures.

Claim Review

Consent to Release Dental Information - Denial of Coverage

You consent to the release of dental information to Medical Mutual when you sign an Application.

When you present your identification card for Covered Services, you are also giving your consent to release dental
information to Medical Mutual. Medical Mutual has the right to refuse to reimburse for Covered Services if you refuse
to consent to the release of any dental information.

Right to Review Claims

When a claim is submitted, Medical Mutual will review the claim to ensure that the service was Clinically Necessary
and that all other conditions for coverage are satisfied. The fact that a Dental Provider may recommend or prescribe
treatment does not mean that it is automatically a Covered Service or that it is Clinically Necessary.

23



Dental Examination

Medical Mutual may require that you have one or more dental examinations at its expense. These examinations will
help to determine what benefits will be covered, especially when there are questions concerning services you have
previously received and for which you have submitted claims. These examinations will not have any effect on your
status as a Covered Person or your eligibility.

Legal Actions

No action, at law or in equity, shall be brought to recover benefits within 60 days after Medical Mutual receives written
proof in accordance with this Policy that Covered Services have been given to you. No such action may be brought
later than three years after expiration of the required claim filing limit as specified in the Proof of Loss section.

Coordination of Benefits

The Coordination of Benefits ("COB") provision applies when a person has health care coverage under more than
one Plan. Plan is defined below.

The order of benefit determination rules govern the order in which each Plan will pay a claim for benefits. The Plan
that pays first is called the Primary plan. The Primary plan must pay benefits in accordance with its policy terms
without regard to the possibility that another Plan may cover some expenses. The Plan that pays after the Primary
plan is the Secondary plan. The Secondary plan may reduce the benefits it pays so that payments from all Plans
does not exceed 100% of the total Allowable expense.

Definitions

1. A Plan is any of the following that provides benefits or services for medical or dental care or treatment. If separate
contracts are used to provide coordinated coverage for members of a group, the separate contracts are considered
parts of the same plan and there is no COB among those separate contracts.

a. Plan includes: group and nongroup insurance contracts, health insuring corporation ("HIC") contracts, closed
panel plans or other forms of group or group-type coverage (whether insured or uninsured); medical care
components of long-term care contracts, such as skilled nursing care; medical benefits under group or
individual automobile contracts; and Medicare or any other federal governmental plan, as permitted by law.

b. Plan does not include: hospital indemnity coverage or other fixed indemnity coverage; accident only coverage;
specified disease or specified accident coverage; supplemental coverage as described in Revised Code
sections 3923.37 and 1751.56; school accident type coverage; benefits for non-medical components of
long-term care policies; Medicare supplement policies; Medicaid policies; or coverage under other federal
governmental plans, unless permitted by law.

Each contract for coverage under "a" or "b" above is a separate Plan. If a Plan has two parts and COB rules
apply only to one of the two, each of the parts is treated as a separate Plan.

2. This plan means, in a COB provision, the part of the contract providing the health care benefits to which the
COB provision applies and which may be reduced because of the benefits of other plans. Any other part of the
contract providing health care benefits is separate from this plan. A contract may apply one COB provision to
certain benefits, such as dental benefits, coordinating only with similar benefits, and may apply another COB
provision to coordinate other benefits.

3. The order of benefit determination rules determine whether This plan is a Primary plan or Secondary plan
when the person has health care coverage under more than one Plan .

When This plan is primary, it determines payment for its benefits first before those of any other Plan without
considering any other Plan's benefits. When This plan is secondary, it determines its benefits after those of
another Plan and may reduce the benefits it pays so that all Plan benefits do not exceed 100% of the total
Allowable expense.

4. Allowable expense is a health care expense, including Deductibles, Coinsurance and Copayments, that is
covered at least in part by any Plan covering the person. When a Plan provides benefits in the form of services,
the reasonable cash value of each service will be considered an Allowable expense and a benefit paid. An
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expense that is not covered by any Plan covering the person is not an Allowable expense. In addition, any
expense that a Provider by law or in accordance with a contractual agreement is prohibited from charging a
Covered Person is not an Allowable expense.

The following are examples of expenses that are not Allowable expenses:

a. The difference between the cost of a semi-private Hospital room and a private Hospital room is not an
Allowable expense, unless one of the Plans provides coverage for private Hospital room expenses.

b. If a person is covered by 2 or more Plans that compute their benefit payments on the basis of usual and
customary fees or relative value schedule reimbursement methodology or other similar reimbursement
methodology, any amount in excess of the highest reimbursement amount for a specific benefit is not an
Allowable expense.

c. If a person is covered by 2 or more Plans that provide benefits or services on the basis of negotiated fees,
an amount in excess of the highest of the negotiated fees is not an Allowable expense.

d. If a person is covered by one Plan that calculates its benefits or services on the basis of usual and customary
fees or relative value schedule reimbursement methodology or other similar reimbursement methodology
and another Plan that provides its benefits or services on the basis of negotiated fees, the Primary plan's
payment arrangement shall be the Allowable expense for all Plans. However, if the Provider has contracted
with the Secondary plan to provide the benefit or service for a specific negotiated fee or payment amount
that is different than the Primary plan's payment arrangement and if the Provider's contract permits, the
negotiated fee or payment shall be the Allowable expense used by the Secondary plan to determine its
benefits.

e. The amount of any benefit reduction by the Primary plan because a Covered Person has failed to comply
with the Plan provisions is not an Allowable expense. Examples of these types of plan provisions include
second surgical opinions, preauthorization of admissions, and preferred provider arrangements.

5. Closed panel plan is a Plan that provides health care benefits to covered persons primarily in the form of services
through a panel of providers that have contracted with or are employed by the Plan, and that excludes coverage
for services provided by other Providers, except in cases of Emergency or referral by a panel member.

6. Custodial parent is the parent awarded custody by a court decree or, in the absence of a court decree, is the
parent with whom the child resides more than one half of the calendar year excluding any temporary visitation.

Order Of Benefit Determination Rules

When a person is covered by two or more Plans , the rules for determining the order of benefit payments are as
follows:

1. The Primary plan pays or provides its benefits according to its terms of coverage and without regard to the
benefits under any other Plan.

2. Except as provided in Paragraph "b" below, a Plan that does not contain a coordination of benefits provision
that is consistent with this regulation is always primary unless the provisions of both Plans state that the
complying plan is primary.

a.

b. Coverage that is obtained by virtue of membership in a group that is designed to supplement a part of a
basic package of benefits and provides that this supplementary coverage shall be excess to any other parts
of the Plan provided by the contract holder. Examples of these types of situations are major medical coverages
that are superimposed over base plan Hospital and surgical benefits, and insurance type coverages that are
written in connection with a Closed panel plan to provide out-of-network benefits.

3. A Plan may consider the benefits paid or provided by another Plan in calculating payment of its benefits only
when it is secondary to that other Plan.

4. Each Plan determines its order of benefits using the first of the following rules that apply:

a. Non-Dependent or Dependent. The Plan that covers the person other than as a dependent, for example as
an employee, member, policyholder, subscriber or retiree, is the Primary plan and the Plan that covers the
person as a dependent is the Secondary plan. However, if the person is a Medicare beneficiary and, as a
result of federal law, Medicare is secondary to the Plan covering the person as a dependent, and primary
to the Plan covering the person as other than a dependent (e.g. a retired employee), then the order of benefits
between the two Plans is reversed so that the Plan covering the person as an employee, member,
policyholder, subscriber or retiree is the Secondary plan and the other Plan is the Primary plan.
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b. Dependent child covered under more than one plan. Unless there is a court decree stating otherwise, when
a dependent child is covered by more than one Plan, the order of benefits is determined as follows:

1. For a dependent child whose parents are married or are living together, whether or not they have ever
been married:

• The Plan of the parent whose birthday falls earlier in the calendar year is the Primary plan; or

• If both parents have the same birthday, the Plan that has covered the parent the longest is the
Primary plan.

• However, if one parent's plan has some other coordination rule (for example, a "gender rule" which
says the father's plan is always primary), we will follow the rules of that plan.

2. For a dependent child whose parents are divorced or separated or not living together, whether or not
they have ever been married:

a. If a court decree states that one of the parents is responsible for the dependent child's health care
expenses or health care coverage and the Plan of that parent has actual knowledge of those terms,
that Plan is primary. This rule applies to plan years commencing after the Plan is given notice of
the court decree;

b. If a court decree states that both parents are responsible for the dependent child's health care
expenses or health care coverage, the provisions of Subparagraph (1) above shall determine the
order of benefits;

c. If a court decree states that the parents have joint custody without specifying that one parent has
responsibility for the health care expenses or health care coverage of the dependent child, the
provisions of Subparagraph (1) above shall determine the order of benefits; or

d. If there is no court decree allocating responsibility for the dependent child's health care expenses
or health care coverage, the order of benefits for the child are as follows:

• The Plan covering the Custodial parent;

• The Plan covering the spouse of the Custodial parent;

• The Plan covering the non-custodial parent; and then

• The Plan covering the spouse of the non-custodial parent.

3. For a dependent child covered under more than one Plan of individuals who are not the parents of the
child, the provisions of Subparagraph (1) or (2) above shall determine the order of benefits as if those
individuals were the parents of the child.

c. Active employee or retired or laid-off employee. The Plan that covers a person as an active employee, that
is, an employee who is neither laid off nor retired, is the Primary plan. The Plan covering that same person
as a retired or laid-off employee is the Secondary plan.The same would hold true if a person is a dependent
of an active employee and that same person is a dependent of a retired or laid-off employee. If the other
Plan does not have this rule, and as a result, the Plans do not agree on the order of benefits, this rule is
ignored. This rule does not apply if the rule labeled 4(a) can determine the order of benefits.

d. COBRA or state continuation coverage. If a person whose coverage is provided pursuant to COBRA or under
a right of continuation provided by state or other federal law is covered under another Plan, the Plan covering
the person as an employee, member, subscriber or retiree or covering the person as a dependent of an
employee, member, subscriber or retiree is the Primary plan and the COBRA or state or other federal
continuation coverage is the Secondary plan. If the other Plan does not have this rule, and as a result, the
Plans do not agree on the order of benefits, this rule is ignored. This rule does not apply if the rule labeled
4(a) can determine the order of benefits.

e. Longer or shorter length of coverage.The Plan that covered the person as an employee, member, policyholder,
subscriber or retiree longer is the Primary plan and the Plan that covered the person the shorter period of
time is the Secondary plan.

f. If the preceding rules do not determine the order of benefits, the Allowable expenses shall be shared equally
between the Plans meeting the definition of Plan. In addition, This plan will not pay more than it would have
paid had it been the Primary plan.
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Effect On The Benefits Of This Plan

1. When This plan is secondary, it may reduce its benefits so that the total benefits paid or provided by all Plans
during a plan year are not more than the total Allowable expenses. In determining the amount to be paid for
any claim, the Secondary plan will calculate the benefits it would have paid in the absence of other health care
coverage and apply that calculated amount to any Allowable expense under its Plan that is unpaid by the
Primary plan. The Secondary plan may then reduce its payment by the amount so that, when combined with
the amount paid by the Primary plan, the total benefits paid or provided by all Plans for the claim do not exceed
the total Allowable expense for that claim. In addition, the Secondary plan shall credit to its plan Deductible
any amounts it would have credited to its Deductible in the absence of other health care coverage.

2. If a Covered Person is enrolled in two or more Closed panel plans and if, for any reason, including the provision
of service by a non-panel Provider, benefits are not payable by one Closed panel plan, COB shall not apply
between that Plan and other Closed panel plans.

Right To Receive And Release Needed Information

Certain facts about health care coverage and services are needed to apply these COB rules and to determine benefits
payable under This plan and other Plans. Medical Mutual may get the facts it needs from or give them to other
organizations or persons for the purpose of applying these rules and determining benefits payable under This plan
and other Plans covering the person claiming benefits. Medical Mutual need not tell, or get the consent of, any person
to do this. Each person claiming benefits under This plan must give Medical Mutual any facts it needs to apply those
rules and determine benefits payable.

Facility of Payment

A payment made under another Plan may include an amount that should have been paid under This plan. If it does,
Medical Mutual may pay that amount to the organization that made that payment. That amount will then be treated
as though it were a benefit paid under This plan. Medical Mutual will not have to pay that amount again. The term "
payment made " includes providing benefits in the form of services, in which case " payment made " means the
reasonable cash value of the benefits provided in the form of services.

Right of Recovery

If the amount of the payments made by Medical Mutual is more than it should have paid under this COB provision, it
may recover the excess from one or more of the persons it has paid or for whom it has paid, or any other person or
organization that may be responsible for the benefits or services provided for the Covered Person. The "amount of
the payments made" includes the reasonable cash value of any benefits provided in the form of services.

Coordination Disputes

If you believe that we have not paid a claim properly, you should first attempt to resolve the problem by contacting us
at 1-800-700-2583 or medmutual.com. In the event our phone number or website changes, refer to your identification
card for the most current information. If you are still not satisfied, you may call the Ohio Department of Insurance for
instructions on filing a consumer complaint. Call 1-800-686-1526, or visit the Department's website at
http://insurance.ohio.gov.

Subrogation and Right of Reimbursement

As used herein, the term "Third Party", means any party that is, or may be, or is claimed to be responsible for illness
or injuries to you. Such illness or injuries are referred to as "Third Party Injuries." "Third Party" includes any party
responsible for payment of expenses associated with the care or treatment of Third Party Injuries. No adult Covered
Person hereunder may assign any rights that it may have to recover medical expenses from any tortfeasor or other
person or entity to any minor child or children of said adult covered person without the prior express written consent
of Medical Mutual.

If this plan pays benefits under this Policy to you for expenses incurred due to Third Party Injuries, then Medical Mutual
retains the right to repayment of the full cost of all benefits provided by this plan on your behalf that are associated
with the Third Party Injuries. Medical Mutual's rights of recovery apply to any recoveries made by or on your behalf
from the following sources, including but not limited to:

• Payments made by a Third Party or any insurance company on behalf of the Third Party;
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• Any payments or awards under an uninsured or underinsured motorist coverage policy;

• Any Workers' Compensation or disability award or settlement;

• Medical payments coverage under any automobile policy, premises or homeowners' medical payments coverage
or premises or homeowners' insurance coverage; and

• Any other payments from a source intended to compensate you for injuries resulting from an accident, injury or
alleged negligence.

Your health plan is always secondary to automobile no-fault coverage, personal injury protection coverage, or medical
payments coverage.

By accepting benefits under this plan, you specifically acknowledge Medical Mutual's right of subrogation. When this
plan pays health care benefits for expenses incurred due to Third Party Injuries, Medical Mutual shall be subrogated
to your right of recovery against any party to the extent of the full cost of all benefits provided by this plan. Medical
Mutual may proceed against any party with or without your consent.

By accepting benefits under this plan, you also specifically acknowledge Medical Mutual's right of reimbursement.
This right of reimbursement attaches when this plan has paid benefits due to Third Party Injuries and you or your
representative has recovered any amounts from a Third Party. By providing any benefit under this Policy, Medical
Mutual is granted an assignment of the proceeds of any settlement, judgment or other payment received by you to
the extent of the full cost of all benefits provided by this plan. Medical Mutual's right of reimbursement is cumulative
with, and not exclusive of, Medical Mutual's subrogation right and Medical Mutual may choose to exercise either or
both rights of recovery.

By accepting benefits under this plan, you and your representatives further agree to:

• Notify Medical Mutual promptly and in writing when notice is given to any party of the intention to investigate or
pursue a claim to recover damages or obtain compensation due to Third Party Injuries sustained by you;

• Cooperate with Medical Mutual and do whatever is necessary to secure Medical Mutual's rights of subrogation
and reimbursement under this Policy;

• Give Medical Mutual a first-priority lien on any recovery, settlement, or judgment or other source of compensation
which may be had from any party to the extent of the full cost of all benefits associated with Third Party Injuries
provided by this plan (regardless of whether specifically set forth in the recovery, settlement, judgment or
compensation agreement);

• Pay, as the first priority, from any recovery, settlement judgment, or other source of compensation, any and all
amounts due Medical Mutual as reimbursement for the full cost of all benefits associated with Third Party Injuries
paid by this plan (regardless of whether specifically set forth in the recovery, settlement, judgment, or compensation
agreement); and

• Do nothing to prejudice Medical Mutual's rights as set forth above. This includes, but is not limited to, refraining
from making any settlement or recovery which specifically attempts to reduce or exclude the full cost of all benefits
paid by the plan.

• Serve as a constructive trustee for the benefits of this plan over any settlement or recovery funds received as a
result of Third Party Injuries.

No court costs or attorney fees may be deducted from Medical Mutual's recovery, and Medical Mutual is not required
to pay or contribute to paying court costs or attorney's fees for the attorney hired by you to pursue your claim or lawsuit
against any Third Party. In the event you or your representative fail to cooperate with Medical Mutual, you shall be
responsible for all benefits paid by this plan in addition to costs and attorney's fees incurred by Medical Mutual in
obtaining repayment.

Medical Mutual's rights of subrogation and reimbursement described above shall be modified to comply with the terms
of this paragraph in the event that less than the full value of the third party action is recovered due to comparative
negligence on your part, diminishment of the recovery due to the apportionment of liability among and recovery on
judgment against multiple co-defendants, or by reason of the collectability of the full value of the claim for injury, death,
or loss to you resulting from limited liability insurance or any other cause. If less than the full value of the third party
action is recovered due the reasons mentioned in the preceding sentence, Medical Mutual's claim shall be reduced
in the same proportion as your interest is reduced. Both Medical Mutual and the member shall have the right to seek
a declaratory judgment pursuant to ORC Section 2721 if there is a dispute over the distribution of the recovery in a
tort action.
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Termination of Coverage

How and When Your Coverage Stops

Your coverage stops:

• When the Policyholder becomes ineligible, coverage stops for all Covered Persons.

• When the Policyholder does not pay the required premium, coverage stops for all Covered Persons. (See the
section entitled "Premiums" for more information.)

• For an Eligible Dependent on the date that person no longer meets the definition of an Eligible Dependent.

• On the day in which a final decree of legal separation, divorce, annulment or dissolution of the marriage is filed,
a Policyholder's spouse will no longer be eligible for coverage.

• When the Policyholder no longer resides, lives or works in the service area (or in an area in which Medical Mutual
is licensed to do business).

• Upon ninety (90) days prior notice if Medical Mutual no longer offers this particular type of health plan coverage
in the individual market in the State of Ohio. In that event, Medical Mutual will offer to the Policyholder the option
to purchase any other individual health insurance coverage currently being offered by Medical Mutual in the
individual market in the State of Ohio.

• Upon one-hundred eighty (180) days prior notice to each Covered Person and the Ohio Department of Insurance
when Medical Mutual ceases to offer coverage in the individual market in the State of Ohio. In that event, Medical
Mutual will comply with all provisions of the Ohio insurance statutes and regulations regarding such event.

• Immediately upon notice if:

• a Covered Person allows a non-Covered Person to use his/her identification card to obtain or attempt to
obtain benefits; or

• a Covered Person materially misrepresents information provided to Medical Mutual or commits fraud or
forgery.

Premiums

Grace Period, Cancellation for Non-Payment and Reinstatement

For further periods of coverage, the required premiums must be paid in advance or within the grace period.The grace
period is a period of 31 days after the date premium is due. If we do not receive your premium within this grace period,
your coverage will end effective on the due date for which the required premium was not received.

Your billing statement from Medical Mutual may be used to provide the Policyholder with final notice of cancellation
of coverage.

If your coverage is cancelled for non-payment of premium, you may apply for reinstatement of coverage within 60
days after the date notice of cancellation is mailed to you. We will reinstate your coverage, continuous from the date
of cancellation, if we determine that your failure to pay the premium was due to extenuating circumstances, such as
being incapacitated or incompetent, and you pay all premiums required for reinstatement of coverage.

Change in Premium

We may change premiums for this Policy by notifying you at least 30 days in advance of the premium change.

Taxes, Fees or Other Charges

Medical Mutual may be subject to taxes, fees or other charges imposed by state or federal government laws or
regulations. To the extent permitted by law, Medical Mutual will include such charges, or an estimate of such charges
if the actual amount is not known, in your premiums or may show them as a separate line item on your invoice. Medical
Mutual reserves the right to adjust your premium or monthly billing during your coverage period, in order to accommodate
the payment of such fees, taxes or other charges.

29



Insufficient Funds

If a check written, or electronic payment made, is returned to Medical Mutual by your financial institution for insufficient
funds, Medical Mutual reserves the right to charge you a returned item fee up to the maximum allowed by applicable
law.

Entire Contract, Changes in Coverage and Obligation to Notify

This Policy, with the Schedule of Benefits, Riders, endorsements and Application, constitutes the entire contract of
insurance. The benefits provided by this Policy may be changed or revised at any time. If the provisions of this Policy
are changed or revised, you will be given at least 60 days notice prior to the changes becoming effective. If you
continue paying the Premium, it is conclusively determined that you have accepted the changes.

If you are receiving Covered Services under this Policy at the time your new benefits become effective, we will only
provide benefits to the extent that they continue to be Covered Services under the new benefits.

No change in this Policy will be effective until approved by an authorized officer of Medical Mutual.This approval must
be endorsed or attached to the Policy. No agent or representative of Medical Mutual, other than an officer, may change
this Policy or waive any of its provisions.

Time Limit on Certain Defenses

After coverage under this Policy has been in force for a period of two (2) years, no misstatements, except fraudulent
misstatements, made by the applicant in the application for this coverage shall be used to void this coverage or to
deny a claim for loss Incurred or disability (as defined in this Policy) commencing after the expiration of the two (2)
year period.

Change of Beneficiary

The right to change of beneficiary is reserved to the Covered Person, and the consent of the beneficiary(ies) shall not
be requisite to surrender or assignment of this Policy or to any change of beneficiary(ies), or to any other changes in
this Policy.

Cancellation

You may cancel this coverage at any time by giving written notice to Medical Mutual.

This coverage will be cancelled on the date the notice is received or on such later date as specified in the notice.

We will return the unearned portion of any paid premium. This amount will be on a pro-rata basis.

We may not cancel or non-renew this coverage, except as provided in the General Provision describing Grace Period,
Cancellation for Non-Payment and Reinstatement or in the General Provision for Termination of Coverage. Cancellation
will be without prejudice to any claim for Covered Services Incurred prior to the effective date of cancellation and will
not affect claims you Incur before your coverage ends.

Fraud

We may void, terminate, refuse to renew, or modify this coverage, or deny any claim, in whole or in part, for any of
the following reasons:

• If you try to obtain benefits to which you know you are not entitled;

• If you help someone try to obtain benefits to which you know that person is not entitled;

• For misrepresentation, fraud or forgery relating to Covered Services;

• For misrepresentation, fraud or forgery relating to the Application;
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• For unauthorized use of the identification card issued to you to obtain benefits to which you or another person is
not entitled.

Misstatement of Age

If the age of the Policyholder has been misstated, we may require you to pay the deficiency in premiums, if any, from
the effective date of this Policy based on the Policyholders' correct age.

Notice

Any notice from you concerning this Policy will be sufficient if sent to:

Medical Health Insuring Corporation of Ohio (Medical Mutual)
100 American Road

Brooklyn, Ohio 44144

Any notice to you concerning this Policy will be sufficient if sent to the Policyholder at the last address shown on our
records.
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DOMESTIC PARTNER RIDER

This Rider amends your Policy. Except as amended, your Policy remains unchanged. When coverage under your
Policy ends, coverage under this Rider also ends.

DEFINITIONS

1. The following definition is added:

Domestic Partner (Domestic Partnership) -  two adults who have chosen to share their lives in an intimate and
committed relationship, reside together and share a mutual obligation of support for the basic necessities of life.

2. The definition of "Immediate Family" is deleted in its entirety, and replaced with the following:

Immediate Family -  the Policyholder and the Policyholder's spouse, Domestic Partner, parents, stepparents,
grandparents, nieces, nephews, aunts, uncles, cousins, brothers, sisters, children and stepchildren by blood,
marriage or adoption.

ELIGIBILITY

The "Eligibility" provision is amended as follows:

Eligible Dependents include:

• the Policyholder's Domestic Partner;

To be considered an eligible Domestic Partner, the Policyholder and the Domestic Partner:

• must cohabit and reside together in the same residence, reside together in the same residence for at least
six months and intend to do so indefinitely;

• must be engaged in an exclusive and committed relationship and be financially interdependent;

• both must at least 18 years of age and be each other's sole Domestic Partner;

• must not be married or separated from anyone else;

• must not have had another Domestic Partner within six months of establishing the current domestic partnership;

• must not be related by blood; and

• must not be in this relationship solely for the purpose of obtaining benefits coverage.

The Policyholder must provide a Domestic Partner Declaration, with supporting documentation, to Medical Mutual
prior to enrolling the dependent Domestic Partner.

• the Domestic Partner's:

• natural children;

• children placed for adoption and legally adopted children;

• children for whom either the Policyholder's Domestic Partner is the Legal Guardian or permanent Custodian;
or

• any children who, by court order, must be provided health care coverage by the Policyholder's Domestic
Partner.

The "Special Enrollment" provision is amended as follows:

The triggering event listed that states:

• "When you gain or become a dependent through marriage, birth, adoption, placement for adoption,  placement
in foster care, or when you are required to cover a child pursuant to a court order."
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Does not apply to becoming a dependent through a Domestic Partnership. New Domestic Partners may only be added
during open enrollment.

GENERAL PROVISIONS

1. The "Termination of Coverage" provision is amended to included the following:

Your coverage stops on the date a Policyholder's Domestic Partnership terminates, the Domestic Partner will
cease to be eligible for coverage.

2. The provision for "Right of Family Members to Continue Coverage" does not apply to Domestic Partners, as
continuation coverage is not available.
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