AMENDMENT #1

To Plan Document Dated October 1, 2003
and Restated October 1, 2004

CITY OF TERRELL
EMPLOYEE HEALTH PLAN

The following change to the Plan Document is effective August 1, 2005:

Claim Filing Procedures, pages 41, 42, 43 and 44, are deleted in their entirety and replaced
with _the attached revised pages 41, 42, 43, 44 and new pages 44a and 44b entitled,

“PROCEDURES FOR CLAIMS AND APPEALS".

In all other respects, the Plan Document remains unchanged.

Acknowledged by:
Gordon C. Pierce, City Manager Kat y Enox Chlef Operating Officer
City of Terrell Group & Pehsion Administrators, Inc.

Date: 1 / 2Z / 65 Date: g’/}?@’ﬁ 6




PROCEDURES FOR CLAIMS AND APPEALS

The procedures outlined below must be followed by Claimants to obtain payment of benefits under this
Pian.

NOTICE AND PROOF OF CLAIM

Written notice and proof of an incurred Claim should always be filed with the Claims Administrator as soon
as possible. Claims must be filed within twelve (12) months from the date of service to be covered by the
Plan. If an individual's coverage under the Plan ceases, all Claims incurred prior to termination of coverage
must be filed within twelve (12) months from the date of service, or the Claims will not be covered by the
Plan.

Claims must be filed sooner in certain circumstances:

> If the Plan is terminated, all Claims incurred prior to the Plan termination must be received within ninety
(90) days after the termination, or the Claims will not be covered.

Any Claims incurred after termination of Plan coverage for any reason are not covered under the Plan.

Under ERISA, there are four types of claims: Pre-service (Urgent), Pre-service (Non-urgent), Concurrent
Carg, and Post-service.

» A "Pre-service Claim" is a Claim for a benefit under the Plan, where the Plan conditions receipt of the
benefit, in whole or in part, on approval of the benefit in advance of obtaining medical care. Because
the Plan does not require Claimants to obtain approval of a medical service prior to getting treatment on
a urgent or non-urgent basis, there are no "Pre-service Claims." The Claimant simply follows the Plan’s
procedures with respect to notice that is required after receipt of treatment, and files the Claim as a
Post-service Claim.

A "Concurrent Claim" arises when the Plan has approved an on-going course of treatment to be
provided over a period of time or number of treatments, and either (a) the Plan determines that the
course of treatment should be reduced or terminated, or {b) the Claimant requests an extension of the
course of treatment beyond that which the Plan has approved. Because the Plan does not require
Claimants to obtain approval of medical services prior to getting treatment, there is no need to contact
the Utilization Review Company to request an extension of a course of treatment. The Claimant simply
follows the Plan's procedures with respect to notice that is required after receipt of treatment, and files
the Claim as a Post-service Claim.

v

» A "Post-service Claim" is a Claim for a benefit under the Plan after the services have been rendered.

A Post-service Claim is considered to be filed when the following information is received by the Claims
Administrator, together with a Form HCFA or Form UB92:

The date of service;

The name, address, telephone number, and tax identification number of the provider of the services
or supplies;

The place where the services were rendered;

The diagnosis and procedure codes;

The amount of charges (including any PPO repricing information);

The name of the Plan;

The name of the Covered Employee; and

The name of the patient.
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Each Claimant claiming benefits under the Plan shall be responsible for supplying, at such times and in
such manner as the Plan Administrator in its sole discretion may require, written proof that the expenses
were incurred, or that the benefit is covered under the Plan. If the Plan Administrator in its sole discretion
determines that the Claimant has not incurred a Covered Expense, or that the benefit is not covered under
the Plan, or if the Claimant fails to furnish such proof as is requested, no benefits shall be payable under the
Plan.
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CLAIMS DETERMINATION

The Plan Administrator shall notify the Claimant, in accordance with the provisions set forth below, of any
Adverse Benefit Determination within the following timeframes:

»

If the Claimant has provided all of the information needed to process the Claim, in a reasonable period
of time, but not later than 30 days after receipt of the Claim. This period may be extended by the Plan
for up to 15 days, provided that the Plan Administrator (a) determines that such an extension is
necessary due to matters beyond the control of the Plan, and (b) notifies the Claimant, prior to the
expiration of the initial 30-day processing period, of the circumstances requiring the extension of time,
and the date by which the Plan expects to render a decision. If an extension has been requested, then
the Plan Administrator shall notify the Claimant of any Adverse Benefit Determination prior to the end of
the 15-day extension period.

If additional information is requested from the Claimant to process the Claim during the initial processing
period, then the Claimant will be notified of a determination of benefits prior to the end of the extension
period. If additional information is requested from the Claimant during the extension period, then the
Claimant will be notified of the determination by a date agreed to by the Plan Administrator and the
Claimant.

A Benefit Determination is required to be made within the period of time beginning when a LUlaim i1s deemed
to be filed in accordance with the procedures of the Plan.

NOTICE OF ADVERSE BENEFIT DETERMINATION

If the initial Benefit Determination is an Adverse Benefit Determination, notification will be sent to the
Claimant and will include the following information:

1.

2.

The reason or reasons for the Adverse Benefit Determination;
References to the Plan provisions on which the Adverse Benefit Determination is based;

A description of any additional material or information necessary for the Claimant to perfect the Claim,
and an explanation of why such material or information is necessary;

A description of the Plan’s review procedures and the time limits applicable to such procedures,
including a statement of the Claimant's right to bring a civil action under Section 502(a) of ERISA
following an Adverse Benefit Determination on final review;

A statement that the Claimant is entitled to receive, upon request and free of charge, reasonable
access 1o, and copies of, all documents, records and other information relevant to the Claimant’s
Claim;

The identity of any medical or vocational experts consulted in connection with a Claim, even if the
Plan did not rely upon their advice (or a statement that the identity of the expert will be provided upon
request);

If an internal rule, guideline, protocol, or other similar criterion was relied on in making the Adverse
Benefit Determination, either the specific rule, guideline, protocol or other similar criterion, or a
statement that such information was relied on in making the Adverse Benefit Determination, and that
a copy of the rule, guideline, protocol or other criterion will be provided free of charge on request; and

If the Adverse Benefit Determination is based on a medical judgment (such as Medical Necessity or
whether the treatment was experimental), either an explanation of the scientific or clinical judgment
for the determination, applying the terms of the Plan to the Claimant’'s medical circumstances, or a
statement that such explanation will be provided free of charge upon written request.
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PHYSICAL EXAMINATION

The Plan Administrator or Claims Administrator has the right to have the Claimant examined as often as
reasonably necessary, while a claim is pending. Benefits are payable under this Plan, only if they are
Medically Necessary for the lilness or Accidental Injury of the Covered Person. This Plan reserves the right
to make a UR to determine whether services are Medically Necessary for the proper treatment of the
Covered Person. All such information will be confidential.

CLAIMS AUDIT

Once a written Claim for benefits is received, the Claims Administrator, acting on the discretionary authority
of the Plan Administrator, may elect to have such Claim reviewed or audited for accuracy and
reasonableness of charges as par of the adjudication process. This process may include, but may not be
limited to, identifying (a) charges for items/services that may not be covered or may not have been
delivered, (b) duplicate charges, and (c) charges beyond the reasonable, necessary, and U&C guidelines as
determined by the Plan.

PAYMENT OF CLAIMS

Plan benefits are payable to the Covered Employee, unless the Claimant gives written direction, at the time
of filing proof of such loss, to pay directly the health care provider rendering such services. Such payment
to a health care provider is subject to the approval of the Plan Administrator. If any such benefit remains
unpaid at the death of the Covered Employee, if the Claimant is a minor, or if the Claimant is (in the opinion
of the Plan Administrator) legally incapable of giving a valid receipt and discharge for any payment; the Plan
Administrator may, at its option, pay such benefits to any one or more of the following relatives of the
Claimant: wife, husband, mother, father, child or children, brother or brothers, sister or sisters. Such
payment will constitute a complete discharge of the Plan's obligation to the extent of such payment, and the
Plan Administrator will not be required to follow-up and determine how such paid money was used.

APPEAL PROCESS

The Plan provides for two (2) levels of appeal following an Adverse Benefit Determination. The Claimant
has one hundred eighty (180) days following an initial Adverse Benefit Determination to file an appeal of
that determination, and sixty {60) days following a second Adverse Benefit Determination to file an appeal
of that determination. The appeal process will provide the Claimant with a reasonable gpportunity for a
full and fair review of the Claim and Adverse Benefit Determination and will include the following:

1. Receipt of written request by the Claims Administrator from the Claimant, or an Authorized
Representative of the Claimant, with the proper form for review of Adverse Benefit Determination,
which initiates the appeal process.

2. The Claimant will have the opportunity to submit written comments, documents, records, and other
information relating to the Claim.

3. The Claimant will be provided, on request and free of charge, reasonable access to, and copies of (a)
all documents, records, and other information relevant to the Claimant’'s Claim in possession of the
Plan Administrator or the Claims Administrator; (b} information regarding any rule, guideline, protocol,
or other similar criterion relied upon in making the Adverse Benefit Determination; (¢} information
regarding any voluntary appeals procedures offered by the Plan; and (d} an explanation of the
scientific or clinical judgment for the determination, applying the terms of the Plan to the Claimant’s
medical circumstances.

4. The review of the Adverse Benefit Determination will take into account all comments, documents,
records and other information submitted by the Claimant relating to the Claim, without regard to
whether such information was submitted or considered in the initial benefit determination.
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5. No deference will be afforded to the previous Adverse Benefit Determination.

6. The party reviewing the appeal may be neither the party who made the prior Adverse Benefit
Determination, nor a subordinate of the party who made the prior Adverse Benefit Determination.

7. In deciding an appeal on which the Adverse Benefit Determination was based in whole or in part on a
medical judgment, including whether a particular treatment, drug, or other item is experimental,
investigational, or not Medically Necessary or appropriate, the Claims Administrator or the Plan
Administrator, as appropriate depending on the level of appeal, will consult with a health care
professional who has appropriate training and experience in the field of medicine involving the
medical judgment. The health care professional consulted for the appeal will not be the health care
professional or a subordinate of the health care professional consulted in connection with the Adverse
Benefit Determination that is the subject of the appeal.

8. Medical or vocational experts whose advice was obtained on behalf of the Plan in connection with the
Adverse Benefit Determination will be identified, even if the Plan did not rely upon their advice.

9. The first level of appeal will be the responsibility of the Claims Administrator and will be decided within
thirty (30) days of the Claims Administrator's receipt of the request. The second level of appeal will be
decided within thirty (30) days of the Plan’s receipt of the request.

FIRST APPEAL LEVEL

Requirements for First Appeal
The Claimant must file the first appeal, in writing, within 180 days following receipt of the notice of an
Adverse Benefit Determination. The Claimant's appeal must be addressed as follows:

Appeals Department

Group & Pension Administrators, Inc.
1500 N. Greenville, 4" Floor
Richardson, TX 75081

it shall be the responsibility of the Claimant to submit proof that the Claim is covered and payable under the
provisions of the Plan. Any appeal must include:

The name of the Employee/Claimant;

The Employee/Claimant’s social security number;

The group name or identification number;

All facts and theories supporting the Claim for benefits. Failure to include any theories or facls in

the appeal will result in such facts being inadmissible. in other words, the Claimant will lose the

right to raise such factual arguments and theories which support this Claim if the Claimant fails

to include them in the appeal;

5. Astatement in clear and concise terms of the reason or reasons for the disagreement with the handling
of the Claim; and

6. Any material or information that the Claimant has, which indicates that the Claimant is entitled to

benefits under the Plan.

o

if the Claimant provides all of the required information, it may be that the expenses will be eligible for
payment under the Plan,

Timing of Notification of Benefit Determination on First Appeal
The Plan shall notify the Claimant of the Plan's Benefit Determination on review within a reasonable period
of time, but not later than thirty (30) days after receipt of the appeal.

The period of time within which the Plan's determination is required to be made shall begin at the time an
appeal is filed in accordance with the procedures of this Plan, without regard to whether all information
necessary to make the determination accompanies the filing.
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Notice of Benefit Determination on First Appeal

The Claimant will be notified of the Benefit Determination on appeal. If there is an Adverse Benefit
Determination on appeal, the notification will include the following information:

1. The reason or reasons for the Adverse Benefit Determination;
2. References to the Plan provisions on which the Adverse Benefit Determination is based,

3. A description of any additional material or information necessary for the Claimant to perfect the Claim,
and an explanation of why such material or information is necessary,

4. A statement that the Claimant is entitled to receive, upon request and free of charge, reasonable
access to, and copies of, all documents, records, and other information relevant to the Claimant’s
Claim;

5. A description of the Plan’s review procedures and the time limits applicable to such procedures,
including a statement of the Claimant’s right to bring a civil action under Section 502(a) of ERISA
following an Adverse Benefit Determination on final review;

6. A description of voluntary appeal procedures offered by the Plan and, upon Ulaimant's request, any
additional information about the voluntary appeal procedures;

7. If an internal rule, guideline, protocol, or other similar criterion was relied on in making the Adverse
Benefit Determination, either the specific rule, guideline, protocol or other similar criterion or a
statement that such was relied on in making the Adverse Benefit Determination, and that a copy of
the rule, guideline, protocol or other criterion will be provided free of charge on request;

8. If the Adverse Benefit Determination is based on a medical judgment {such as Medical Necessity or
whether or not treatment is experimental), either an explanation of the scientific or clinical judgment
for the determination, applying the terms of the Plan to the Claimant’s medical circumstances, or a
statement that such explanation will be provided free of charge on request;

9. The identity of any medical or vocational experts consulted in connection with the Claim, even if, the
Plan did not rely upon their advice; and

10. The following statement: “You and your Plan may have other voluntary alternative dispute resolution
options, such as mediation. One way to find out what may be available is to contact your local U.S.
Department of Labor Office and your State Insurance Regulatory Agency.”

Furnishing Documents in the Event of an Adverse Determination

in the case of an Adverse Benefit Determination on review, the Plan Administrator shall provide such access
to, and copies of, documents, records, and other information described in the section relating to Notice of
Benefit Determination on First Appeal, as appropriate.

SECOND APPEAL LEVEL

Adverse Decision on First Appeal; Requirements for Second Appeal

Upon receipt of notice of the Plan’s Adverse Benefit Determination regarding the first appeal, the Claimant
has 80 days to file a second appeal of the denial of benefits. The Claimant again is entitled to a "full and fair
review" of any denial made at the first appeal, which means the Claimant has the same rights during the
second appeal as he or she had during the first appeal. As with the first appeal, the Claimant's second
appeal must be in writing and must include all of the items set forth in the section entitled "Requirements for
First Appeal.”

Timing of Notification of Benefit Determination on Second Appeal
The Plan shall notify the Claimant of the Plan’s Benefit Determination on review within a reasonable period
of time, but not later than thirty (30) days after receipt of the second appeal.
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The period of time within which the Plan’s determination is required to be made shall begin at the time the
second appeal is filed in accordance with the procedures of this Plan, without regard to whether all
information necessary to make the determination accompanies the filing.

Manner and Content of Notification of Adverse Benefit Determination on Second Appeal

The same information must be included in the Plan’s response to a second appeal as a first appeal, except
for (i) a description of any additional information necessary for the Claimant to perfect the claim and an
explanation of why such information is needed; and (i) a description of the Plan’s review procedures and
the time limits applicable to the procedures. See the section entitled "Notice of Benefit Determination on
First Appeal.”

Furnishing Documents in the Event of an Adverse Determination
In the case of an Adverse Benefit Determination on the second appeal, the Plan Administrator shall provide
such access to, and copies of, documents, records, and other information described in the section relating
to the Notice of Benefit Determination on First Appeal, as appropriate.

Decision on Second Appeal io be Final
If, for any reason, the Claimant does not receive a written response to the appeal within the appropriate time
period set forth above, the Claimant may assume that the appeal has been denied. The decision will be
- final-binding-and-conclusive,-and-will-be-afforded. the maximum.deference. permitted by law. .. All claim

review procedures provided for in the Plan must be exhausted before any legal action is brought.
Any legal action for the recovery of any benefits must be commenced within three years after the
Plan's claim review procedures have been exhausted. Any action with respect to a fiduciary’s
breach of any responsibility, duty or obligation hereunder must be brought within three years after
the date of service.

Appointment of Authorized Representative

A Claimant is permitted to appoint an Authorized Representative to act on his behalf with respect to a
benefit claim or appeal of an Adverse Benefit Determination. An assignment of benefits by a Claimant to a
provider will not constitute appointment of that provider as an Authorized Representative. To appoint such a
representative, the Claimant must complete a form, which can be obtained from the Plan Administrator or
the Claims Administrator. In the event a Claimant designates an Authorized Representative, all future
communications from the Plan will be with the Authorized Representative, rather than the Claimant, unless
the Claimant directs the Plan Administrator, in writing, to the contrary.
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