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AGENDA
OCONEE COUNTY COUNCIL

SPECIAL MEETING / PUBLIC HEARINGS
FY 2017-2018 BUDGET ORDINANCES

Tuesday, June 13, 2017
6:00 p.m.
Council Chambers
Oconee County Administrative Offices
415 South Pine Street, Walhalla, South Carolina 29691

Call to Order

Public Hearings for the Following Ordinances

Ordinance 2017-01 “AN ORDINANCE TO ESTABLISH THE BUDGET FOR OCONEE
COUNTY AND TO PROVIDE FOR THE LEVY OF TAXES FOR ORDINARY COUNTY
PURPOSES, FOR THE TRI-COUNTY TECHNICAL COLLEGE SPECIAL REVENUE
FUND, FOR THE ROAD MAINTENANCE SPECIAL REVENUE FUND, FOR THE
VICTIM SERVICES SPECIAL REVENUE FUND, FOR THE BRIDGE AND CULVERT
CAPITAL PROJECT FUND, AND FOR THE ECONOMIC DEVELOPMENT CAPITAL
PROJECT FUND, ALL IN OCONEE COUNTY FOR THE FISCAL YEAR BEGINNING
JULY 1, 2017 AND ENDING JUNE 30, 2018.”

Ordinance 2017-02 “AN ORDINANCE TO ESTABLISH THE BUDGET FOR THE
SCHOOL DISTRICT OF OCONEE COUNTY (the “School District”) AND TO
PROVIDE FOR THE LEVY OF TAXES FOR THE OPERATIONS OF THE SCHOOL
DISTRICT OF OCONEE COUNTY FOR THE FISCAL YEAR BEGINNING JULY 1, 2017
AND ENDING JUNE 30, 2018.”

Ordinance 2017-03 “AN ORDINANCE TO PROVIDE FOR THE LEVY OF TAXES FOR

THE KEOWEE FIRE SPECIAL TAX DISTRICT AND TO ESTABLISH THE
BUDGET FOR THE KEOWEE FIRE SPECIAL TAX DISTRICT FOR THE FISCAL YEAR
BEGINNING JULY 1, 2017 AND ENDING JUNE 30, 2018.”

Other Business [to include Vote and/or Action on matters brought up for discussion, if required]

Adjourn

[This agenda is not inclusive of all issues which Council may bring up for discussion at this meeting.]

Oconee County Council & Committee meeting schedules and agendas
are posted at the Oconee County Administration Building and are available on the
County Council Website www.oconeesc.com/council.html
[AIl upcoming meetings will be held in Council Chambers unless otherwise noted]

Council’s meetings shall be conducted pursuant to the South Carolina Freedom of Information Act, Council’s Rules and the Model Rules of Parliamentary Procedure for South Carolina Counties, latest edition. This agenda
may not be inclusive of all issues which Council may bring up for discussion at this meeting. Items are listed on Council’s agenda to give public notice of the subjects and issues to be discussed, acted upon, received as
information and/or disposed of during the meeting. Items listed on Council’s agenda may be taken up, tabled, postponed, reconsidered, removed or otherwise disposed of as provided for under Council’s Rules, and Model
Rules of Parliamentary Procedure for South Carolina Counties, latest edition, if not specified under Council’s rules.

Oconee County Council Special Meeting Agenda Page 1 of 1
June 13, 2017


http://www.oconeesc.com/council.html

STATE OF SOUTH CAROLINA
COUNTY OF OCONEE

ORDINANCE 2017-01

AN ORDINANCE TO ESTABLISH THE BUDGET FOR OCONEE COUNTY AND TO
PROVIDE FOR THE LEVY OF TAXES FOR ORDINARY COUNTY PURPOSES, FOR THE
TRI-COUNTY TECHNICAL COLLEGE SPECIAL REVENUE FUND, FOR THE ROAD
MAINTENANCE SPECIAL REVENUE FUND, FOR THE VICTIM SERVICES SPECIAL
REVENUE FUND, FOR THE BRIDGE AND CULVERT CAPITAL PROJECT FUND, AND FOR
THE ECONOMIC DEVELOPMENT CAPITAL PROJECT FUND, ALL IN OCONEE COUNTY
FOR THE FISCAL YEAR BEGINNING JULY 1, 2017 AND ENDING JUNE 30, 2018.

BE IT ORDAINED by the County Council for Oconee County, South Carolina, (the “County
Council™), in accordance with the general law of the State of South Carolina and the Acts and Joint
Resolutions of the South Carolina General Assembly, as follows:

SECTION 1
Pursuant to Section 4-9-140 of the South Carolina Code of Laws, 1976, as amended, the following

amounts are hereby appropriated for the 2017-2018 fiscal year for Oconee County (the “County™)
for ordinary county purposes:

General Fund $ 44,397,501

Special Revenue Funds:

Emergency Services Protection $ 1,460,000

Victim Services - Sheriff's Office $ 152,000

Victim Services - Solicitor's Office b 58,000

911 Fund $ 1,034,600

Tri-County Tech Operations $ 1,670,000

Road Maintenance Fund $ 1,470,000
Capital Project Funds:

Economic Development $ 615,000

Bridge & Culvert b3 525,000
Enterprise Fund:

Rock Quarry $ 4,988,500
Debt Service Fund $ 1,958,544
TOTAL $ 58,328,545
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SECTION 2

A tax of sufficient millage to fund the aforestated appropriations for the Oconee County Budget for
the fiscal year beginning July 1, 2017 and ending June 30, 2018, after crediting against such
appropriations all other unrestricted revenue anticipated to accrue to Oconee County and any fund
balance budgeted to be used during said fiscal year, is hereby directed to be levied upon all taxable
property, eligible to be lawfully taxed for such purposes, in Oconee County. The Auditor of Oconee
County is hereby requested to recommend to the Oconee County Council, for approval by Oconee
County Council, a sufficient millage levy and the Treasurer of Oconee County is herein directed to
collect sufficient millage on taxable property in Oconee County to provide for the aforestated
operations appropriations and direct expenditures of Oconee County for the fiscal year beginning
July 1, 2017 and ending June 30, 2018. The Auditor and Treasurer of Oconee County are hereby
directed to fund such bond repayment sinking fund(s) as are necessary to provide for an orderly and
timely payment of the debt service of Oconee County and to satisfy any debt covenants.

SECTION 3

A tax of 3.0 mills to provide funding for the Tri-County Technical College Special Revenue Fund is
hereby levied on all taxable property, eligible to be lawfully taxed for such purposes, in Oconee
County. The revenue from this levy is hereby appropriated, for expenditures in an amount not to
exceed $1,670,000, for support of Tri-County Technical College. The Auditor of Oconee County is
hereby requested to levy and the Treasurer of Oconee County is herein directed to collect the millage
on taxable property in Oconee County to provide for the aforestated appropriations of the Tri-County
Technical College Special Revenue fund for the fiscal year beginning July 1, 2017 and ending June
30, 2018. To the extent such levy results in revenues in excess of the amount appropriated above, all
such revenues shall be retained and accounted for in the Tri-County Technical College Special
Revenue Fund and shall be carried forward from year to year as fund balance in this fund to be
appropriated by Oconee County Council through future budget adoption or budget amendments.

SECTION 4

A tax of 2.9 mills to provide funding for the Emergency Services Protection Special Revenue Fund
is hereby levied on all taxable property within the special tax district, eligible to be lawfully taxed
for such purposes, in Oconee County. The combined revenue from this levy and a portion of fund
balance as authorized by County Council is hereby appropriated, for expenditures in an amount not
to exceed $1,460,000, for the Emergency Services Protection Special Revenue Fund. The Auditor of
Oconee County is hereby requested to levy and the Treasurer of Oconee County is herein directed to
collect the millage on taxable property within the special tax district in Oconee County to provide for
the aforestated operations appropriations and direct expenditures of the Emergency Services
Protection Special Revenue Fund for the fiscal year beginning July 1, 2017 and ending June 30,
2018. To the extent such levy results in revenues in excess of the amount appropriated above, all such
revenues shall be retained and accounted for in the Emergency Services Protection Special Revenue
Fund and shall be carried forward from year to year as fund balance in this fund to be appropriated by
Oconee County Council through future budget adoption or budget amendments.

SECTION 5

A tax of 2.1 mills to provide funding for the Road Maintenance Special Revenue Fund is hereby
levied on all taxable property within the special tax district, eligible to be lawfully taxed for such
purposes, in Oconee County. The combined revenue from this levy and a portion of fund balance as
authorized by County Council is hereby appropriated, for expenditures in an amount not to exceed
$1,470,000, for the Road Maintenance Special Revenue Fund. The Auditor of Oconee County is
hereby requested to levy and the Treasurer of Oconee County is herein directed to collect the millage
on taxable property within the special tax district in Oconee County to provide for the aforestated
operations appropriations and direct expenditures of the Road Maintenance Special Revenue Fund
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for the fiscal year beginning July 1, 2017 and ending June 30, 2018. To the extent such levy results
in revenues in excess of the amount appropriated above, all such revenues shall be retained and
accounted for in the Road Maintenance Special Revenue Fund and shall be carried forward from
year to year as fund balance in this fund to be appropriated by Oconee County Council through
future budget adoption or budget amendments.

SECTION 6

A tax of 1 mill to provide funding for the Bridge and Culvert Capital Project Fund is hereby levied
on all taxable property, eligible to be lawfully taxed for such purposes, in Oconee County. The
combined revenue from this levy and a portion of fund balance as authorized by County Council is
hereby appropriated, for expenditures in an amount not exceed $525,000, for the Bridge and Culvert
Capital Project Fund. The Auditor of Oconee County is hereby requested to levy and the Treasurer
of Oconee County is herein directed to collect the millage on taxable property in Oconee County to
provide for the aforestated operations appropriations and direct expenditures of the Bridge and
Culvert Capital Project Fund for the fiscal year beginning July 1, 2017 and ending June 30, 2018 To
the extent such levy results in revenues in excess of the amount appropriated above, all such revenues
shall be retained and accounted for in the Bridge and Culvert Capital Project Fund and shall be carried
forward from year to year as fund balance in this fund to be appropriated by Oconee County Council
through future budget adoption or budget amendments.

SECTION 7

A tax of 1.1 mills to provide funding for the Economic Development Capital Project Fund is hereby
levied on all taxable property, eligible to be lawfully taxed for such purposes, in Oconee County.
The combined revenue from this levy, other anticipated restricted revenues, transfers, and a portion
of fund balance as authorized by County Council is hereby appropriated not to exceed $615,000, for
the Economic Development Capital Projects Fund for projects approved by County Council. The
Auditor of Oconee County is hereby requested to levy and the Treasurer of Oconee County is herein
directed to collect the millage on taxable property in Oconee County to provide for the aforestated
operations appropriations and direct expenditures of the Economic Development Capital Project
Fund for the fiscal year beginning July 1, 2017 and ending June 30, 2018. To the extent such levy
results in revenues in excess of the amount appropriated above, all such revenues shall be retained and
accounted for in the Economic Development Capital Project Fund and shall be carried forward from
year to year as fund balance in this fund to be appropriated by Oconee County Council through
future budget adoption or budget amendments.

SECTION 8

Oconee County receives certain recurring revenues that are restricted for certain purposes. These
revenues are accounted for in various special revenue funds including the Victim Services-Sheriff’s
Office Fund, Victim Services-Solicitor’s Office Fund, and 911 Fund, special revenue funds. Any
surplus in these funds of the County or any moneys accruing therefrom shall be retained and accounted
for in these funds and shall be carried forward from year to year as fund balances in such funds.

SECTION 9

All capital projects and multi-year grant appropriations made by prior year budget ordinances for
which the respective monies have been obligated or encumbered are hereby carried forward and
reappropriated, as of July 1, 2017, as a part of the budget authorized by this Ordinance.

SECTION 10

Capital projects are budgeted on a project basis instead of an annual basis and as such, unexpended
appropriations for uncompleted capital projects are carried forward as a part of the budget authorized
by this ordinance.
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SECTION 11

All unexpended appropriations as of June 30, 2017, except for those specifically carried forward by
this ordinance shall lapse and expire and the monies involved shall revert to the fund balance of the
fund from which the appropriation originated.

SECTION 12

The County Administrator, as required by state law, shall oversee and supervise the day-to-day
implementation of this budget ordinance, including the execution and delivery, on behalf of the
County, of all contractual documents necessary or required for the expenditure of funds authorized
by this budget ordinance, for the purposes for which such funds are so authorized. Subject to the
procurement policies of the County, the County Administrator is hereby authorized to contract and
enter into contracts on behalf of the County for purposes, activities and matters budgeted for herein.

SECTION 13

The fees authorized for all county departments to charge for services of the county and to use for
operations of the county are as set forth in a schedule of fees. This schedule of fees attached hereto,
as ATTACHMENT A, is incorporated herein, by reference, as fully as if set forth verbatim herein,
and adopted as part of this Ordinance and the fees are hereby approved to be charged by the
appropriate county departments.

SECTION 14

The County began contributing to retiree health benefits (the “Retiree Health Benefit Plan” or
“Plan”) on behalf of employees and county retirees on January 1, 1985, Several amendments to the
County’s Plan guidelines have occurred since that time; however nothing in these Plan amendments
permits or affords grandfathering eligibility for any individual other than those outlined explicitly in
the guidelines, which are hereby incorporated herein by reference, as fully as if set forth verbatim
herein, and adopted as part of this Ordinance and the rates are hereby approved to be charged and
administered according to the Retiree Health Plan Guidelines. The county administrator is
authorized to administer this plan in accordance with these guidelines and to establish health
reimbursement accounts for eligible retirees for contributory purposes for the Fiscal year beginning
on July 1, 2017 and ending on June 30, 2018. DUE TO THE RISK OF UNKNOWN
CIRCUMSTANCES, THIS PLAN MAY BE DEEMED NON-SUSTAINABLE AT SOME
FUTURE TIME. THE RETIREE HEALTH BENEFIT GUIDELINES ARE
DISCRETIONARY ON THE PART OF THE COUNTY AND THE EMPLOYEE AND DO
NOT CREATE ANY EXPRESS OR IMPLIED CONTRACT OF THIS BENEFIT BEING
PROVIDED IN THE FUTURE OR IN ANY PARTICULAR AMOUNT AT ANY TIME. NO
PAST PRACTICES OR PROCEDURES. PROMISES OR ASSURANCES. WHETHER
WRITTEN OR_ORAL, FORM ANY EXPRESS OR IMPLIED AGREEMENT TO
CONTINUE SUCH PRACTICES OR PROCEDURES. IT IS EXPLICITLY STATED AND
RECOGNIZED BY THE COUNTY AND EVERY EMPLOYEE ACCEPTING BENEFITS
UNDER THE PLAN THAT ALL EMPLOYMENT IN OCONEE COUNTY (EXCEPT FOR

THE OCONEE COUNTY ADMINISTRATOR) IS “AT WILL” AND THAT NO OCONEE

COUNTY EMPLOYEE (EXCEPT FOR THE COUNTY ADMINISTRATOR) HAS AN
EMPLOYMENT AGREEMENT OR CONTRACT. AND THAT ALL PROVISIONS OF

ANY AND ALI. EMPLOYMENT BENEFITS, INCLUDING WITHOUT LIMITATION,
THOSE DESCRIBED IN THE PLAN IS ALWAYS SUBJECT TO _ANNUAL
APPROPRIATION BY OCONEE COUNTY COUNCIL, WHICH IS NEVER
GUARANTEED AND NEVER WILL BE GUARANTEED.
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SECTION 15

If any clause, phrase, sentence, paragraph, appropriation, or section of this Ordinance shall be held
invalid for any reason, it shall not affect the validity of this Ordinance as a whole or the remaining
clauses, phrases, sentences, paragraphs, appropriations, or sections hereof, which are hereby
declared separable.

SECTION 16
All other orders, resolutions, and ordinances of Oconee County, inconsistent herewith, are, to the
extent of such inconsistency only, hereby revoked, rescinded and repealed.

SECTION 17
This Ordinance shall become effective upon approval on third reading and enforced from and after
July 1, 2017.

SECTION 18
The budget provisos attached hereto are hereby incorporated herein, by reference, as fully as if set
forth verbatim herein, and adopted as part of this Ordinance.

Adopted in meeting duly assembled this ___ day of June, 2017.

OCONEE COUNTY, SOUTH CAROLINA

Edda Cammick
Chairwoman, Oconee County Council
ATTEST

Katie Smith
Clerk to County Council

First Reading (Title Only): May 16, 2017
Second Reading: June 6, 2017
Public Hearing:

Third Reading:
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STATE OF SOUTH CAROLINA
COUNTY OF OCONEE

BUDGET PROVISOS FOR FISCAL YEAR 2017-2018
ORDINANCE 2017-01

Section 1
The appropriations made herein shall not be exceeded without proper authority or amendment by
Oconee County Council. Any officer incurring indebtedness on the part of the County in excess of
the appropriations herein made shall be liable upon his official bond.

Section 2
The Finance Director and Treasurer of Oconee County shall prepare such separate records and books
of account as may be required by the United States Government or any of its agencies or by the State
of South Carolina or any of its agencies, reflecting the receipt and disposition of all funds.

Section 3
All purchasing and contracting for the acquisition of goods and services for County purposes shall
be in accordance with procedures outlined in the County Procurement Ordinance, as codified.
Subject to the provisions of Oconee County policies, whenever possible and practical, goods and
services shall be purchased from firms and individuals located in Oconee County whenever goods
and services of equal quality and specifications are available from local suppliers at prices less than
or equal to prices submitted by nonresident suppliers.

Section 4
No bills or claims against Oconee County shall be approved for payment and no check will be issued
for same unless such bills or claims are properly itemized showing the goods purchased or services
rendered, dated as of the date of delivery of said goods and/or services and signed by the person
receiving said goods or services.

Section 5
No officer, elected official or employee of Oconee County shall furnish any services or sell any
materials or supplies to the County for pay, except upon open quote or bid in accordance with the
County Procurement Ordinance, as codified.

Section 6
The County Council may transfer funds from any fund, department, activity or purpose to another by
normal Council action, subject to all other applicable legal requirements. The County Administrator
shall be authorized to transfer appropriations between departments within a fund. All transfers
authorized by this section are subject to the overall appropriation limits of this Ordinance.

Section 7

For any equipment, vehicle or any other item that is approved in the budget as a replacement for
existing items, the item being replaced will be relinquished to the Procurement Director for disposal
or reassignment.

Section 8
The standard mileage rate reimbursed to County employees for use of their personal vehicles will be
equal to the amount set, as the authorized rate, by the Internal Revenue Service, at any given time.
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Section 9

Oconee County will pay County employees a per diem for meals while traveling on County
business, including travel related to training. No per diem will be paid for meals that are included in
registration fees. The rates will be $8 for breakfast, $12 for lunch and $15 for dinner. Per Diem for
breakfast will be reimbursed if the employee is required to leave home before 7:30 a.m. Per Diem
for dinner will be reimbursed if the employee returns home after 6 p.m. For non-ovemight travel
reimbursement for meals will be based on actual expenditures for meals, limited to the per diem
amounts above. Receipts for meals will be required for reimbursements.

Section 10

The First Fifteen Hundred Dollars ($1500) of Oconee County building permit fees (under
Community Development on the attached, and incorporated Oconee County Departmental Fees
Schedule for this budget year) and related and associated Building Code fees are, to the extent
permitted by law, hereby waived and set at $0 for any Oconee County non-profit or eleemosynary
entity duly recognized as such by the State of South Carolina and granted tax exempt status by the
Internal Revenue Service of the United States (“IRS™), only for so long as such entity maintains such
non-profit or eleemosynary status and tax exempt recognition by the IRS. All building permit fees
and building code fees in excess of $1500, per applying non-profit, eleemosynary entity per
application, will be applied and collected as usual, per this budget, this proviso, and the attached,
incorporated Oconee County Departmental Fees Schedule. Oconee County Council hereby
determines and finds that this reduction in fees is appropriate and justified by the provision of public
services which these non-profit, eleemosynary entities provide to Oconee County and the public of
Oconee County — services of public use and public benefit which would otherwise have to be
provided by some unit of local government.

Section 11

For all economic development projects in a joint county industrial or business park (“MCIP”) in the
unincorporated portion of the County, for which revenue is first received on or after July 1, 2017,
and subject to any superior agreements allocating portions of such revenue, all revenue or remaining
revenue, as the case may be, received from such MCIP which is/was attributable to the levy of ali
general fund millages shall be divided and distributed in the following percentages, in order to offset
the costs of economic development which made the project(s) possible: (1) Oconee County general
fund — 33%; Oconee County Economic Development Capital Projects Fund — 34%; School District
of Oconee County - 33%; (2) all other taxing entities levying millage at the site in question - 1%
each;!"! (3) all other taxing entities in Oconee the County - 0%. Revenue attributable to the levy of
debt service millage or other non-general fund millage shall be distributed to the taxing entity
levying such millage. For joint county industrial or business parks located within municipal limits,
the intergovernmental agreement governing the creation of such MCIP shall govern distribution of
revenues. Any unused revenues in such fund at the end of any fiscal year shall be carried over to the
succeeding fiscal year.

Section 12
Pursuant to authority given to governing bodies of South Carolina counties by the South Carolina
General Assembly in Section 12-43-360 of the South Carolina Code of Laws, 1976, as amended, the
Oconee County Council hereby reduces the assessment ratio otherwise applicable in determining the
assessed value of general aviation aircraft subject to property tax in Oconee County to a ratio of four
percent (4%) of the fair market value of such general aviation aircraft. Such assessment ratio shall
apply uniformly to all general aviation aircraft subject to ad valorem property taxation in Oconee

[ 1f there are other taxing entities levying millage at the site in question, then the County and the SDOC percentages
shall apply to the remainder
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County. This proviso first became effective in the 2011-2012 budget ordinance and is a part of the
budget ordinance beginning July 1, 2017 and ending June 30, 2018.

Section 13
The Oconee County fund balance policy, as stated and established in Oconee County Resolution

R2011-09, is hereby implemented as a part of this budget. Oconee County Council hereby sets the
following amounts of fund balance for the respectively stated purposes:

Assigned funds for the Solid Waste Reserve General Fund balance: $1,997,700
Assigned funds for the Healthcare Reserve General Fund balance:  $2,592,895

Assigned funds for the OPEB Reserve General Fund Balance: $1,207,715

Assigned funds for Old Courthouse Fund Balance: $ 500,000

Assigned funds for Transportation Fund Balance: $ 300,000
Section 14

County Council adopts the employee benefit plan and ratifies the designation of the County
Administrator to act as the Plan Administrator and affirms all plan amendments prior to the date
hereof, attached hereto as ATTACHMENT B.

Section 15
County Council adopts the retiree health benefit plan as modified and ratifies the designation of the
County Administrator to act as the Plan Administrator and affirms all plan amendments prior to the
date hereof, attached hereto as ATTACHMENT C.

Section 16

Oconee County receives federal, state and local grants for specified purposes. Oconee County is
hereby authorized, absent any other factor, to apply for, receive, and expend all such grants for
which no local match is required or for which such funds are budgeted herein, in addition to all other
authority elsewhere given, and in accordance with all other policies and directives of Oconee
County. These grants, including any local match, are deemed budgeted for the specified purposes
upon acceptance of such grants. These grants are budgeted for on a project basis in accordance with
the grantors’ terms and conditions instead of an annual basis and as such, unexpended appropriations
for uncompleted grant projects are carried forward as a part of the budget authorized by this
ordinance. The Oconee County Administrator, or his duly authorized representative, is hereby
authorized to apply for all federal and state grants for which no County matching funds are required,
if all necessary operating funds for the County facility, institution, or programs in question have
been made available by County Council through the County’s operating and capital budgets or are
available in applicable County enterprise fund balances, or for those grants for which County
matching funds are required when all necessary County matching funds have been made available by
County Council through the annual County operating and capital budgets or are available in
applicable County enterprise fund balances, for County Council authorized programs, institutions,
and facilities of the County, and to receive and expend such federal and state grant funds, for the
purposes authorized in the respective grant applications.
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STATE OF SOUTH CAROLINA
COUNTY OF OCONEE

ORDINANCE 2017-02

AN ORDINANCE TO ESTABLISH THE BUDGET FOR THE SCHOOL
DISTRICT OF OCONEE COUNTY (the “School! District”’) AND TO
PROVIDE FOR THE LEVY OF TAXES FOR THE OPERATIONS OF THE
SCHOOL DISTRICT OF OCONEE COUNTY FOR THE FISCAL YEAR
BEGINNING JULY 1, 2017 AND ENDING JUNE 30, 2018.

BE IT ORDAINED by the County Council for Oconee County, South Carolina, (the “County
Council”), in accordance with the general law of the State of South Carolina and the Acts and
Joint Resolutions of the South Carolina General Assembly, as follows:

SECTION 1
The following amounts are hereby approved for budget purposes and appropriated for the 2017-
2018 fiscal year for the School District of Oconee County:

School Operations $ 66,463,508
School Debt $ 17,098,280
Total School District $ 83,561,788

SECTION 2

A tax of sufficient millage to fund the aforestated appropriations for the School District of
Oconee County Budget for the fiscal year beginning July 1, 2017 and ending June 30, 2018 is
hereby directed to be levied upon all taxable property in Oconee County and duly collected.

SECTION 3

The Auditor of Oconee County is hereby requested to recommend to the Oconee County
Council, for approval by Oconee County Council, a sufficient millage levy and the Treasurer of
Oconee County is herein directed to collect sufficient millage on all taxable property in Oconee
County on which school taxes may be levied to provide for the aforestated operations
appropriations and direct expenditures of the School District of Oconee County for the fiscal
year beginning July 1, 2017 and ending June 30, 2018.

SECTION 4

In accordance with the Constitution and general law of the State of South Carolina, and the Acts
and Joint Resolutions of the South Carolina General Assembly, the Auditor of Oconee County
shall set the millage levy for the debt service requirements of the School District and the
Treasurer of Oconee County shall collect sufficient millage on all taxable property in Oconee
County on which school taxes may be levied to provide for the debt service requirements of the
School District of Oconee County for the fiscal year beginning July 1, 2017 and ending June 30,
2018.
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SECTION 5

If any clause, phrase, sentence, paragraph, appropriation, or section of this Ordinance shall be
held invalid for any reason, it shall not affect the validity of this Ordinance as a whole or the
remaining clauses, phrases, sentences, paragraphs, appropriations, or sections hereof, which are
hereby declared separable.

SECTION 6
All other orders, resolutions, and ordinances of Oconee County, inconsistent herewith, are, to the
extent of such inconsistency only, hereby revoked, rescinded and repealed.

SECTION 7
This Ordinance shall become effective upon approval on third reading and enforced from and
after July 1, 2017.

Adopted in meeting duly assembled this ___ day of June, 2017.

OCONEE COUNTY, SOUTH CAROLINA

Edda Cammick

Chairwoman, Oconee County Council
ATTEST

Katie Smith
Clerk to County Council

First Reading (Title Only): May 16, 2017
Second Reading: June 6, 2017
Public Hearing:

Third Reading:
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STATE OF SOUTH CAROLINA
COUNTY OF OCONEE

ORDINANCE 2017-03

AN ORDINANCE TO PROVIDE FOR THE LEVY OF TAXES FOR THE
KEOWEE FIRE SPECIAL TAX DISTRICT AND TO ESTABLISH THE
BUDGET FOR THE KEOWEE FIRE SPECIAL TAX DISTRICT FOR THE
FISCAL YEAR BEGINNING JULY 1, 2017 AND ENDING JUNE 30, 2018.

BE IT ORDAINED by the County Council for Oconee County, South Carolina, (the “County
Council™), in accordance with the general law of the State of South Carolina, including, without
limitation, Section 4-9-30, South Carolina Code, 1976, as amended and the Acts and Joint
Resolutions of the South Carolina General Assembly, as follows:

SECTION 1
For the fiscal year beginning July 1, 2017 and ending June 30, 2018, $698,200 is hereby
appropriated for fire protection services in the Keowee Fire Special Tax District.

SECTION 2

A tax of sufficient millage, not to exceed 14.5 mills, to fund the aforestated appropriations for
the Keowee Fire Special Tax District for the fiscal year beginning July 1, 2017 and ending June
30, 2018, after crediting against such appropriations all other unrestricted revenue anticipated to
accrue to Keowee Fire Special Tax District and any fund balance budgeted to be used during said
fiscal year, is hereby directed to be levied on all taxable property, eligible to be lawfully taxed
for such purposes, in the Keowee Fire Special Tax District.

SECTION 3

The Auditor of Oconee County is hereby requested to recommend to the Oconee County
Council, for approval by Oconee County Council, a sufficient millage levy and the Treasurer of
Oconee County is herein directed to collect sufficient millage on taxable property in the Keowee
Fire Special Tax District to provide for the aforestated appropriations and direct expenditures of
that Special Tax District for the fiscal year beginning July 1, 2017 and ending June 30, 2018.

SECTION 4

If any clause, phrase, sentence, paragraph, appropriation, or section of this Ordinance shall be
held invalid for any reason, it shall not affect the validity of this Ordinance as a whole or the
remaining clauses, phrases, sentences, paragraphs, appropriations, or sections hereof, which are
hereby declared separable.

SECTION 5

All other orders, resolutions, and ordinances of Oconee County, inconsistent herewith, are, to the
extent of such inconsistency only, hereby revoked, rescinded and repealed.
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SECTION 6
This Ordinance shall become effective upon approval on third reading and enforced from and
after July 1, 2017.

Adopted in meeting duly assembled this ___ day of June, 2017.

OCONEE COUNTY, SOUTH CAROLINA

Edda Cammick,
Chairwoman, Oconee County Council

ATTEST

Katie Smith
Clerk to County Council

First Reading (Title Only): May 16, 2017
Second Reading: June 6, 2017
Public Hearing:

Third Reading:
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Oconee County, South Carolina
Fees Schedule
2017-2018

tal Fees below.)

Copies
85X11 Per Page $0.25 $0.25
85X14 Per Page $0.50 $0.50
11 X17 Per Page $0.50 $0.50
County Road Maps
County Road Map (Less Than 50) Per Map $2.00 $2.00
County Road Map Bulk (50 or More) Per Map $1.50 $1.50
Noise Ordinance Application Fee (New) $50.00 $0.00 $50.00
Departmental Fees
Animal Control

Dog Adoption Fee Per Dog $75.00 $75.00
Cat Adoption Fee Per Cat $65.00 $65.00
Horse Adoption Fee Per Horse $100 - $200 $100-$200
Quarantine Fee $60.00 $60.00
Owner Pick-Up Fee - Cat or Dog $10.00 $10.00
Boarding Fee - Cat or Dog Per Day $10.00 $10.00
Owner Pick-Up Fee - Large Animal $20.00 $20.00
Boarding Fee - Large Animal Per Day $15.00 $15.00
T-Hanger Rental Rates - A - 14 Units Per Month $235.00 $235.00
T-Hanger Rental Rates - B - 5 Units Per Month $235.00 $235.00
T- Hangar Rental Rates- B - 6 Units Per Month $160.00 $160.00
T-Hanger Rental Rates - C - 6 Units Per Month $160.00 $160.00
T-Hangar Rental Rates - C - 4 Units Per Month $235.00 $235.00
T-Hanger Rental Rates - D - 5 Units Per Month $235.00 $235.00
T-Hanger Rental Rates - E - 8 Units Per Month $270.00 $270.00
Aircraft Tie-Down Rate Per Month $30.00 $30.00
Long-Term Parking Fee Per Month, Per Vehicle $10.00 $10.00
After Hour Callout Fee $120.00 $120.00

$25.00 Single Engine $25.00 Single Engine
Event Fee $50.00 Multi Engine $50.00 Multi Engine

$100.00 Jet Aircraft $100.00 Jet Aircraft
Ramp Fee - Transient Business Planes Over 15,000 Pounds $50.00 $50.00
Airport customers with an Oconee Airport based corporate
aircraft who purchase 150 or more gallons of Jet A fuel at one N/A N/A

time will receive a $0.10 per gallon discount off the County
Airport's normal retail price for the Jet A Fuel.

Airport customers who purchase 200 gallons or more of Jet A
Fuel at one time will receive a $0.10 per gallon discount off the
County Airport's normal retail price for the Jet A Fuel.

Temporary Tags $5.00 $5.00

$0.10 reduction for 200 $0.10 reduction for 200
gallons or more gallons or more
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Oconee County, South Carolina
Fees Schedule
2017-2018

 CommumDeveopmem |

Community Development
(See Section 13 of Ordinance to the Oconee County Budget for this year)
ﬁgSBSundmgs, Demolition, and Mechanical Trades $10,000 or $50.00 $50.00

All Buildings, Demolition, and Mechanical Trades $10,000 and $50.00 + $4.00 for each $50.00 + $4.00 for each

Up additional $1,000 or additional $1,000 or
fraction thereof fraction thereof
Farm Exempt Structures $50.00 $50.00
Manufactured Homes
Set-Up Permit (Includes County Decal) $100.00 $100.00
Decal Only $20.00 $20.00
Manufactured Home De-Title Fee $40.00 $40.00
Manufactured Home Moving Permit $20.00 $20.00
Other Permits
Moving Permits (Structures Other Than Manufactured Homes) $50.00 $50.00
Sign Fees
Less Than 50 Square Feet no fee no fee
51 Square Feet to 200 Square Feet $100.00 $100.00
Greater Than 200 Square Feet $300.00 $300.00
Penalties
(Where work for which a permit is required by this Ordinance is
started prior to obtaining said permit, the applicable fee shall
be doubled.)
Re-Inspection Fee - Shall be charged if an inspection is
scheduled and the work is not ready when the inspector arrives. $50.00 $50.00
Stop Work Order Fee - Shall be charged if the inspector issues $50.00 $50.00
a stop work order.
Commercial Plan Review Fee 1/2 of building permit fee  1/2 of building permit fee
Basic Plat Review - New for FY 2015 $25.00 $25.00
Subdivision Review - Minor Subdivision, Less Than 4 Units $50.00 $50.00
Subdivision Review - Minor Subdivision 4 to 10 Units $100.00 $100.00
Subdivision Review - Major Subdivision $100.00 $100.00
Communication Towers - New Build $6,000.00 $6,000.00
Communication Towers - Collocate $3,000.00 $3,000.00
Communication Tower Maint Fee - New for FY 2015 Annual Fee $1,000.00 $1,000.00
WiFi Tower - New for FY 2015 $250.00 $250.00
Group Homes $50.00 $50.00
Sexually Oriented Business Annual Fee $1,000.00 $1,000.00
Sexually Oriented Business Employee Per Employee $25.00 $25.00
Sign Permit - Billboard $100.00 $100.00
Tattoo Facilities $1,000.00 $1,000.00
Pre-Bound Document - Less Than 50 Pages $5.00 $5.00
Pre-Bound Document - Greater Than 50 Pages Per Page $5.00 + $0.10 per page $5.00 + $0.10 per page
Documents on CD $1.00 $1.00
Maps - 8.5 X 11 Each $3.00 $3.00
Maps - 18 X 24 Each $5.00 $5.00
Maps - 24 X 36 Each $7.00 $7.00
Maps - 36 X 48 Each $8.00 $8.00
Custom Mapping - Planning and Zoning Projects Only Per Hour $30.00 $30.00
Non-CFD Rezoning Application Fee Per Parcel $25.00 $25.00
Appeals, Variances, and Special Exception Application Fee $100.00 $100.00
Zoning Permit Fee - New for FY 2015 $25.00 $25.00
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Oconee County, South Carolina
Fees Schedule
2017-2018

Description FY 2017 Fees FY 2018 Fees

County Council
Audio CD Per Event $5.00 $5.00

Delinquent Tax Collector

Administrative Fee $10.00 $10.00
GIS
Custom Production - Billed in 1/2 Hour Increments Per Hour $35.00 $35.00
Roads Directory - Microsoft Access Database CD Per CD $20.00 $20.00
Custom Scan and Prints Per Hour $35.00 $35.00
GISA-85X11 $3.00 $3.00
GISB-11X17 $5.00 $5.00
GISC-18X24 $6.00 $6.00
GISD-24X36 $8.00 $8.00
GISE-36 X48 $10.00 $10.00
GIS A - 8.5 X 11 (aerial Imagery) New for 2016 $6.00 $6.00
GIS B - 11 X 14 (aerial Imagery) New for 2016 $10.00 $10.00
GIS B - 11 X 17 (aerial Imagery) New for 2016 $10.00 $10.00
GIS C - 18 X 24 (aerial Imagery) New for 2016 $12.00 $12.00
GIS D - 24 X 36 (aerial Imagery) New for 2016 $14.00 $14.00
GIS E - 36 X 48 (aerial Imagery) New for 2016 $16.00 $16.00
Tax Map Grid with Roads $3.00 $3.00
Voting Precincts and Council Districts $3.00 $3.00

Library

Overdue Fines
Books, Magazines, or Music CD's - Up to a Maximum of $2.00

Per Book, Magazine, or Music CD Per Day $0.10 $0.10
Videos and DVD's - Up to a Maximum of $6.00 Per Item Per Day $1.00 $1.00
Items Borrowed Through Inter-Library Loan Per Day, Per ltem $0.50 $0.50
Miscellaneous
Lost Materials - Books, CD's, Videos, etc. original price of item original price of item
South Carolina Room Research (By Mail or E-Mail) $5.00 price of $5.00+ price of
photocopies photocopies
Lost Library Cards $2.00 $2.00
Black and White Prints $0.15 $0.15
Color Prints $0.50 $0.50
Out of County Card Annually * $50.00 $50.00

* Not charged to patrons from Anderson and Pickens Counties who are in good standing

Custom Production - Billed in 1/2 Hour Increments Per Hour $35.00 $35.00
Roads Directory - Microsoft Access Database CD Per CD $20.00 $20.00
Custom Scan and Prints Per Hour $35.00 $35.00
GISA-85X11 $3.00 $3.00
GISB-11X17 $5.00 $5.00
GISC-18X24 $6.00 $6.00
GISD-24X36 $8.00 $8.00
GISE-36 X48 $10.00 $10.00
GIS A - 8.5 X 11 (aerial Imagery) New for 2016 $6.00 $6.00
GIS B - 11 X 14 (aerial Imagery) New for 2016 $10.00 $10.00
GIS B - 11 X 17 (aerial Imagery) New for 2016 $10.00 $10.00
GIS C - 18 X 24 (aerial Imagery) New for 2016 $12.00 $12.00
GIS D - 24 X 36 (aerial Imagery) New for 2016 $14.00 $14.00
GIS E - 36 X 48 (aerial Imagery) New for 2016 $16.00 $16.00
Tax Map Grid with Roads $3.00 $3.00
Voting Precincts and Council Districts $3.00 $3.00
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Oconee County, South Carolina
Fees Schedule
2017-2018

Parks, Recreation and Tourism

Admission Fees (All Parks)

Daily Parking Per Vehicle $2.00 $2.00
Daily Parking Per Boat and Trailer $5.00 $5.00
Annual Pass - Calendar Year (Oconee County Residents) $25.00 $25.00

Annual Pass - Calendar Year - Discounted for Senior Citizen

(62+ Years Old), Legally Disabled, and Veterans $15.00 $15.00
Anngal Pass - Calendar Year - Out of County, South Carolina $50.00 $50.00
Residents

Annual Pass - Calendar Year - Discounted for Senior Citizen

(62+ Years Old), Legally Disabled, and Veterans $40.00 $40.00
Camping (All Parks)

Oconee County Resident Per Night $20.00 $20.00
Non-Resident Per Night $25.00 $25.00
Waterfront Site - Oconee County Resident Per Night $25.00 $25.00
Waterfront Site - Non-Resident Per Night $30.00 $30.00
Winter Camping Rate (November 1 - February 28) Per Night $15.00 $15.00
All campers must have current license plates.

No site may be occupied for more than thirty (30) days.

Building Reservations (All Parks)

A security deposit is required, but refundable if facility and area

left clean.

Recreation Building - 1 to 50 People 1/2 Day $50.00 $50.00
Recreation Building - 51 to 100 People 1/2 Day $100.00 $100.00
Recreation Building - 101 to 150 People 1/2 Day $150.00 $150.00
Recreation Building - 151 to 200 People 1/2 Day $175.00 $175.00
Recreation Building - 201 to 300 People 1/2 Day $275.00 $275.00
Recreation Building - 301 or More People Full Day Only $450.00 $450.00
Picnic Shelters

Chau Ram Park

PiShelter #1 - Maximum Number of 36 People 1/2 Day $30.00 $30.00
Shelter #2 - Maximum Number of 36 People 1/2 Day $30.00 $30.00
Shelter #3 - Maximum Number of 12 People 1/2 Day $20.00 $20.00
Gazebo #1 - Maximum Number of 12 People 1/2 Day $20.00 $20.00
Gazebo #2 - Maximum Number of 12 People 1/2 Day $20.00 $20.00
South Cove Park

Pavilion 1/2 Day $50.00 $50.00
High Falls Park

Shelters - 1 to 50 People 1/2 Day $30.00 $30.00
Shelters - 51 to 75 People 1/2 Day $40.00 $40.00
Shelters - 76 to 100 People 1/2 Day $60.00 $60.00
Shelters - 101 to 150 People 1/2 Day $80.00 $80.00
Weddings and Rehearsals

Weddings 1/2 Day $250.00 $250.00
Weddings Full Day $500.00 $500.00
Rehearsal Dinners and Receptions (For Off-Site

Weddings)

Less Than 100 People 1/2 Day $100.00 $100.00
Less Than 100 People Full Day $200.00 $200.00

101 or More People see recreation building

rates
Miscellaneous
Tennis Per Hour to Reserve $5.00 $5.00
Miniature Golf Per Game $3.00 $3.00
Softball Field Per Hour to Reserve $5.00 $5.00
Volleyball Per Hour to Reserve $5.00 $5.00

Ordinance 2017-01
Attachment A Section 13 Page 4 of 7



Oconee County, South Carolina
Fees Schedule

2017-2018

Estate and Conservatorship Fees
In estate and conservatorship proceedings, the fee shall be based upon the gross value of

(1) Property Valuation Less Than $5,000 $25.00 $25.00
(2) Property Valuation of $5,000.00 But Less Than $20,000 $45.00 $45.00
(3) Property Valuation of $20,000.00 But Less Than $60,000 $67.50 $67.50
(4) Property Valuation of $60,000.00 But Less Than $100,000 $95.00 $95.00
$95.00 + 0.15 of one $95.00 + 0.15 of one
- percent of the property percent of the property
(5) Property Valuation of $100,000.00 But Less Than $600,000 valuation between Vvaluation between

$100,000 and $600,000  $100,000 and $600,000
Set forth in item (5) above  Set forth in item (5) above

(6) Property Valuation of $600,000.00 or Higher Amount *0.25 of one percent of -+ 0.25 of one percent of

the property valuation the property valuation
above $600,000 above $600,000
Filing Affidavit for Collection of Personal Property Under . .
Section 62-3-1201, the Fee Pursuant to Items (1) Through (6) See |temzé]c;zltehrough ) See |temzk()3;hrough ®)
Above Based Upon Property Valuation Shown
Filing Affidavit for Collection of Personal Property Where the $12.50 $12.50

Property Valuation Is Less Than $100.00

Filing Initial Petition In Any Action or Proceeding Other Than

Items (1) Through (6) Above, Same Fee as Charged for Filing $150.00 $150.00
Civil Actions In Circuit Court

Issuing Certified Copy $5.00 + $0.25 per page $5.00 + $0.25 per page

copy fee copy fee
Issuing Exemplified/Authenticated Copy $20.00 $20.00
Filing Demands for Notice $5.00 $5.00
Filing Conservatorship Accountings $10.00 $10.00
Filing Conservatorship Orders $5.00 $5.00
Recording Authenticated or Certified Record $20.00 $20.00
Reopening Closed Estates $22.50 $22.50
Appomtment_ of Special, Temporary or Successor Personal $22.50 $22.50
Representative
Filing and Indexing Will Under Section 62-2-901 $10.00 $10.00
Certifying Appeal Record $10.00 $10.00
Marriage Fees
Marriage License - Domestic Violence Fund Fee/Each Marriage
Application (State) $20.00 $20.00
Marriage Ceremony Fee - Oconee County Resident $10.00 $10.00
Marriage Ceremony Fee - Out of County Resident $25.00 $25.00
Marriage License Fee - (Total Cost) - Oconee County Resident $30.00 $30.00
Marriage License Fee - (Total Cost) - Out of County Resident $45.00 $45.00
Certified Copy of Marriage License $5.00 $5.00
Filing Marriage License Affidavit $1.00 $1.00
Reforming or Correcting Marriage Record $6.75 $6.75
Issuing Duplicate Marriage License $6.75 $6.75
Newspaper Advertisement Fees
Keowee Courier/Westminster News $25.00 $25.00
Daily Journal $75.00 $75.00
Notice to Creditor - Daily Journal $20.00
Notice to Creditor - Keowee Courier/Westminster News $20.00

Ordinance 2017-01
Attachment A Section 13 Page 5 of 7



Oconee County, South Carolina

FY 2017 Fees FY 2018 Fees

Fees Schedule

2017-2018

Register of Deeds

Deeds and Mortgages

Deed Stamps

Instrument Which Assigns, Transfers, or Releases Real Estate
Mortgage
Affidavit of Missing Assignment

Lease, Contract of Sale, or Trust Indenture

Satisfaction of Real Estate Mortgage

Plat Larger Than 8.5 X 14

Plat of "Legal Size" Dimensions or Smaller

Plats Larger Than 17 X 24

Any Other Paper Affecting Title or Possession of Real Estate or
Personal Property and Required by Law To Be Recorded,
Except Judicial Records

Power of Attorney, Trustee Qualification, or Other Appointment
Mechanics Liens

Cancellation of Mechanics Lien

Uniform Commercial Code (UCC) Financing Statement Filing -
UCCloruccs

Public Finance Transaction and Manufactured Home
Transactions

Copies Mailed $1.00 to Certify

Copies - 8.5 X 11 Per Page
Copies - 8.5 X 14 Per Page
Copies - 11 X 17 Per Page

$10.00 more than 4 pages
$1.00 per additional

$3.70 per $1,000 rounded
up to next $500
$6.00 for first page $1.00
for each additional
$10.00

$10.00 more than 4 pages
$1.00 per additional

$5.00
$10.00
$5.00
$20.00

$10.00 more than 4 pages
$1.00 per additional

$15.00 more that 4 pages
$1.00 per additional

$10.00 more than 4 pages
$1.00 per additional

$5.00

$8.00; more than 2 pages
$10.00; more than two
debtors $10.00; each
additional debtor more than
two $2.00; continuations
$8.00; amendments
$8.00;assignments $8.00;
partial release $8.00

$20.00

$5.00 for 4 pages then
$.25 per additional page
$0.25
$0.25
$0.50

$10.00 more than 4 pages
$1.00 per additional

$3.70 per $1,000 rounded
up to next $500
$6.00 for first page $1.00
for each additional
$10.00

$10.00 more than 4 pages
$1.00 per additional

$5.00
$10.00
$5.00
$20.00

$10.00 more than 4 pages
$1.00 per additional

$15.00 more that 4 pages
$1.00 per additional

$10.00 more than 4 pages
$1.00 per additional

$5.00

$8.00; more than 2 pages
$10.00; more than two
debtors $10.00; each
additional debtor more than
two $2.00; continuations
$8.00; amendments
$8.00;assignments $8.00;
partial release $8.00

$20.00

$5.00 for 4 pages then
$.25 per additional page
$0.25
$0.25
$0.50

Roads and Bridges

Sign Fee - Municipalities

Sign Fee - Other

Encroachment Fee - Residential/Commercial
Encroachment Fee - Pavement Cut Fee (Contractor Only)

Encroachment Fee - Permit Extension
Encroachment Fee - Re-Inspection

Encroachment Fee - Longitudinal Work in ROW
Encroachment Fee - Annual Blanket Permit

Road Inspection Fee

Storm Water Fees
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materials cost
2.5 times the materials
cost
$60.00
$250.00 + $10.00 per sq.
ft.
$10.00
$60.00
$60.00 + $0.10 per linear
ft.
$1,000.00
$1.50 per foot
minimum $600
2.5 times the materials
cost

materials cost
2.5 times the materials
cost
$60.00
$250.00 + $10.00 per sq.
ft.
$10.00
$60.00
$60.00 + $0.10 per linear
ft.
$1,000.00
$1.50 per foot
minimum $600
2.5 times the materials
cost



Oconee County, South Carolina
Fees Schedule
2017-2018

Description FY 2017 Fees FY 2018 Fees

Rock Quarry

#1 Crusher Run 1 1/2" $9.50 $10.10
# 2 Crusher Run (Sap Rock) $7.75 $8.35
# 3 Surge 2" x 3" $11.75 $12.35
# 4 Screenings $5.00 $5.60
#557: 1" $11.50 $12.10
#6 789: 3/8" x 1/2" $11.00 $11.60
#7 Class A Rip Rap 4" x 8" $13.25 $13.85
# 8 Class B Rip Rap 9" x 15" $13.50 $14.10
# 9 Asphalt Sand $8.75 $9.35
#13 Class E Rip Rap (Boulders Larger than 27") $18.75 $19.35
#14 Flat Boulders $21.75 $22.35
#15 Class C Rip Rap 15" x 21" $13.75 $14.35
#16 Class D Rip Rap 21 1/2" x 27" $14.00 $14.60
#17 Dirt Sales per Ton (New) $0.00 $0.50
Sheriff

Civil Fees

Mechanics Liens Each $10.00 $10.00
Subpoenas Each $10.00 $10.00
Foreclosures Each $25.00 $25.00
Judgments Each $25.00 $25.00
Writs Each $25.00 $25.00
Trespass Notice Each $15.00 $15.00
Other Each $15.00 $15.00
Miscellaneous

Incident Reports Each $2.00 $2.00
Record Check Each $5.00 $5.00
Executions Each $25.00 $25.00
MSW Transfer Station Tipping Fee Per Ton $48.00 $48.00
C and D Landfill Tipping Fee (Rate was last set in 1998.) Per Ton $30.00 $30.00
Mulch Per Scoop $10.60 $10.60

Solicitor

$50 for checks up to $500; $50 for checks up to $500;
$100 dollars for checks $100 dollars for checks

Worthless Check Fee $500 to $1000 and $150  $500 to $1000 and $150
for checks $1000 or for checks $1000 or
greater greater
Decal Fee Each $1.00 $1.00
Bad Check Fee Each $30.00 $30.00
Replacement Check Fee Each $30.00 $30.00
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PLANNED ADMINISTRATORS, INC.
ADMINISTRATIVE SERVICES ONLY (ASO) AGREEMENT

This Agreement, dated this 1st day of May 2017, effective for the Administrative Service Period of 12 months beginning
May 1, 2017 and ending April 30, 2018 is entered into by and among the Plan Sponsor/Administrator, Oconee County,
and the Plan Supervisor, Planned Administrators, Inc. (“PAI™).

WITNESSETH:

Whereas, The Plan Sponsor/Administrator identified above has adopted an Employee Health and Welfare Benefit Plan
known as the Oconee County Employee Health and Welfare Benefit Plan (“Plan™), which is set forth in the Plan
Document, for certain employees and their dependents (hereinafter referred to as “covered persons™); and

Whereas, PAI has been designated by the Plan Sponsor/Administrator as the Third Party Administrator (TPA) to provide
administration and claims services for the establishment and operation of the Plan; and

Whereas, the Plan Sponsor/ Administrator has requested that PAI perform the services that are specified in the Agreement
and PAI has agreed to do same upon the terms and conditions hereinafter set forth.

Now therefore, in consideration of the mutual promises and covenants contained herein, it is hereby agreed as follows:
SECTION 1. ADMINISTRATIVE SERVICES

1.1 To the extent specified in Exhibits A, B, C & D attached hereto, PAI shall provide the services for, and shall assist
the Plan Sponsor/Administrator in, the administration of the Plan.

1.2 PAI shall follow the terms and provisions of the Plan Document in accordance with the Plan
Sponsor/Administrator’s intent and directions in carrying out the terms and purposes of this Agreement.

1.3 To the extent set forth in Exhibits A, B, C & D, PAI shall assist the Plan Sponsor/Administrator in the preparation
of any report, or similar papers, required by a state or federal authority, for the Plan.

SECTION 2. PLAN SPONSOR/ADMINISTRATOR OBLIGATIONS

2.1 It is understood that the effective performance of all obligations hereunder by PAI will require that the Plan
Sponsor/Administrator fumnish to PAI certain timely reports and information in a form and manner specified by
PAI, and such shall be as follows:

A.  Previous Plan Document and Health Insurance Contract;

B Plan Summary Booklet;

C.  Copy of previous Carrier’s billing for month preceding the effective date of coverage of the new Plan;
D

Complete, legible, and accurate enrollment forms on all covered employees and timely submission of
Employee Data Change Forms and Health Questionnaires when appropriate;

E. Any and all necessary information regarding any Excess Loss (Stop Loss) Insurance (“Excess Loss (Stop
Loss) Insurance” means the insurance procured by the Plan Sponsor/Administrator that insures against
claims made in excess of certain amounts); and

F.  Other information or documentation as may be required from time to time, within 30 days of request.

If applicable, items A through C shall be delivered to PAI within 15 days of the effective date of this Agreement.
Item D shall be delivered to PAI no later than the 20® of each month for enrollments, changes, and questionnaires
completed during the prior calendar month.

2.2 PAI shall not be responsible for delay in the performance of the claim and administrative and billing services
caused by failure of the Plan Sponsor/Administrator to furnish any required information on a timely basis.
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23 The Plan Sponsor/Administrator shall comply with all requirements of the Employee Retirement Income Security
Act of 1974 and any other laws and regulations covering self-funded employee benefits programs.

24 The Plan Sponsor/Administrator shall be responsible for determining which covered persons are eligible for
benefits under the Plan and shall certify this eligibility to PAIL Eligibility determinations shall be made by the
Plan Sponsor/Administrator in compliance with the terms of the Plan Document. The Plan Sponsor/ Administrator
is responsible for ensuring that any member (employees or employees’ dependents who Plan Sponsor/Administrator
determines are eligible to participate in the Plan and who have elected to participate in the Plan) coverage rescissions
reported to PA! are due to fraud, intentional misrepresentation of material fact or non-payment of premium
contribution amounts. Any member notices required by law due to rescissions of coverage are also the Plan
Sponsor/Administrator’s responsibility. The Plan Sponsor/Administrator is responsible for reconciling its
employment records to the lists of covered employees on PAI’s monthly invoices, and reporting any discrepancies
to PAL

2.5 The Plan Sponsor/ Administrator shall open and maintain a separate checking account at the bank of its choice,
from which claims payments will be issued. The Plan Sponsor/Administrator shall provide PAI with bank account
documentation, i.e. signature card, MICR encoded bank specifications sheet. Claims checks will be issued from
this account on a twice-weekly basis. The Plan Sponsor/Administrator shall be responsible for timely deposit of
sufficient funds for claims checks to be mailed two business days following the date of the check issuance (check
date). Escheat/Unclaimed Funds reporting and compliance shail be the responsibility of the Plan
Sponsor/Administrator.

2.6 The Plan Sponsor/Administrator is responsible for timely payment of all premiums for any insurance pufchased
by or for the benefit of the Plan. The Plan Sponsor/Administrator has the final authority to decide the insurance
company(s) that will provide any such insurance.

2.7 If the Plan Sponsor/Administrator purchases COBRA services from PAI Plan Sponsor/Administrator shall:

A. Complete a COBRA initial notification form (which shall be provided by PAI or its designee within ninety
(90) days of any new employees and within thirty (30) days of a member’s Qualifying Event (as defined in
the Plan Document);

B.  Determine the amount of contributions required for COBRA continuation coverage and notify PAI or its
designee of such amount;

C. Inform PAI or its designee of continuation rights, by use of the COBRA notification form or other
electronic means upon the occurrence of a Qualifying Event;

D. Notify PAI or its designee upon receipt of notification of any second Qualifying Event.

If the Plan Sponsor/Administrator does not purchase COBRA services from PAI, then this section is not
applicable.

2.8 Internal Revenue Code Section 125 Plan {125 Plan”) Services: If applicable and if the Plan
Sponsor/Administrator purchases 125 Plan Services from PAL, then the Plan Sponsor/Administrator shall:

A.  Sponsor and encourage employee support of the 125 Plan.

B.  Provide PAI or its designee (in a format reasonably acceptable to PA! or its designee) any necessary
employee payroll, census, benefit information and any other information reasonably requested from time to
time by PAI or its designee.

C.  Beresponsible for creation of any 125 Plan documents.
D.  Atall times be responsible for contributions to the 125 Plan and funds held by the 125 Plan.
E.  Report participant terminations and changes of family status to PAI or its designee.
F.  Reconcile payroll amounts redirected to the 125 Plan.
Form Rev.4/25/2017
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G. Complete and file form(s) 5500 with the IRS each plan year.
H. Initiate any action required in the event 125 Plan becomes discriminatory.

I.  Distribute funds according to the requirements of the 125 Plan and PAI’s or its designee’s direction.

If the Plan Sponsor/Administrator does not purchase 125 Plan Services from PALI then this section is not
applicable.

29 Summary of Benefits and Coverage (SBC): The Plan Sponsor/Administrator agrees:
A.  To promptly provide to PAI the information necessary to complete the SBC;

B.  There is an understanding and agreement that the Plan Sponsor/Administrator’s failure to provide
information in a timely manner may substantially delay and/or jeopardize the timely delivery of the SBC;

To distribute the SBC required under the Patient Protection and Affordable Care Act (PPACA) to members;
To ensure that electronic access shall be restricted to a *read-only” or similar basis;

To replace any hard-copy SBC that is modified by PAI;

That the hard-copy SBC on file with PAI shall control in the event of any discrepancy; and

@ @ mgon

That the Plan Sponsor/Administrator remains solely responsible for the content of the SBC and all other
legal requirements related to the SBC. To the extent that PAI incurs any liability as a result of the
preparation or distribution of the SBCs to Plan Sponsor/Administrator’s members, Plan
Sponsor/Administrator shall fully indemnify PAL

SECTION 3. PAYMENTS

3.1 Monthly Billing - Monthly billings reflecting Fixed Costs (all Plan Costs except Claim Costs) will be provided to
the Plan Sponsor/Administrator to arrive approximately seven (7) calendar days prior to the first day of the month
in which it is due. This bill will reflect all written changes received by PAI prior to the 10th day of the previous
month. Payment is due on the 1st day of each month, and will be delinquent if not received prior to the 10th. All
claims adjudication will be curtailed on delinquent accounts until such time as the account is brought current. If
payment is not received within 30 days following the due date, PAI Administrative and Claims Services may be
cancelled. If life insurance premiums are included on the billing, that coverage will also be cancelled. The Plan
Sponsor/Administrator is required to pay as billed and accept reasonable or appropriate retroactive additions or
terminations, if applicable, on the subsequent month’s billing.

32 If during the operation of the Plan, any tax {other than state or federal income taxes), or any other assessment or
premium charge shall be assessed against the Plan, or if PAI is required to pay such tax, PAI shall report the
payment to the Plan Sponsor/Administrator and the Plan Sponsor/Administrator shall reimburse PAI for the same,
to exclude any expenses or taxes that are not appropriately allocable to the operation of the Plan.

33 In addition to monthly administrative, claims, and handling fees, the Plan Sponsor/Administrator shall pay PAI
additional charges for any special request items or services not specifically covered in Exhibits A, B, C & D. Such
items may be:

A.  Printing and supplies expenses incurred after exhausting the supplies provided under the initial set-up fee
for Plan inserts, Plan Document changes, ID cards, etc.;

B.  Special statistical reports other than customary or annual reports, (See Exhibit B, paragraph F). Unusual or
extraordinary expenses for services or support that PAI and the Plan Sponsor/Administrator mutually

agreed upon.

34 All charges incurred as a result of paragraph 3.3 will be submitted for payment on the next Plan monthly billing
statement and subject to payment in full with that billing remittance.
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3.5

3.6

All charges incurred for services to be rendered for an administrative run-out of claims at termination of a contract
will be billed and remitted as set forth in Section 9, Termination of Agreement, paragraph 9.5.

PAI has the right to change the monthly Fixed Costs charges, in the following circumstances. PAI will, to the
extent possible, give the Plan Sponsor/Administrator no less than thirty (30) days advance written notice of the
change. The portion of the Fixed Costs representing policy premiums (if any) may be changed at any time the
policy premiums are changed by the insurer(s). The administrative service fees of PAI may be changed once
every twelve months. PAI may also change the administrative service fees (1) on the date a substantive change is
made to the Plan which increases the responsibilities of PAI or (2) on the date the number of employees covered
by the Plan has changed by 25% or more since the date the then current administrative services fees were
effective. If Fixed Costs charges change during the term of this Agreement, an amended Schedule D will be
prepared, agreed upon and initialed by both parties to the Agreement.

SECTION 4. MISCELLANEQUS PROVISIONS

4.1

4.2

4.3

44

4.5

4.6

PAI in performing its obligations under this Agreement is acting only as an agent of the Plan
Sponsor/Administrator. For the purposes of the Employee Retirement Income Security Act of 1974, as amended
from time to time, and any applicable state legislation of similar nature, the Sponsor shall be the Administrator of
the Plan, unless the Sponsor by action of its Board of Directors designates an individual or committee to act as
Administrator. In no instance shall PAI be deemed to be, or be, the Sponsor or the Administrator of the Plan for
purposes of the Employee Retirement Income Security Act of 1974, as amended from time to time. Both parties
acknowledge and agree that all documents and records generated by PAI in performance of its obligations under
this Agreement are owned by the Plan Sponsor/Administrator, and that PAI serves as the custodian of such
documents and records on behalf of the Plan Sponsor/Administrator.

PAI shall not be liable, nor advance its funds, for the payment of claims under the Plan or insurance or other
premiums or monies owed to other providers of goods or services that are the responsibility of the Plan
Sponsor/Administrator. PAI shall not be considered the Insurer or Underwriter of the liability of the Plan
Sponsor/Administrator to provide benefits for the Plan's covered persons and the Plan Sponsor/Administrator
shall have final responsibility and liability for payment of claims in accordance with the provisions of the Plan.

To the extent permitted pursuant to applicable law, the Plan Sponsor/Administrator agrees to defend, indemnify
and hold harmless PAI from any and all claims, lawsuits, settlements, judgments, costs, penalties, liabilities and
expenses (“Damages”), including a reasonable attorneys’ fee (for attorneys chosen by PAI), resulting from, or
related to any third party claim relating to this Agreement or the Plan Sponsor/Administrator’s Plan or the Plan
Document unless such Damages are the direct consequence of criminal conduct, fraud, or willful misconduct on
the part of PAL The Plan Sponsor/Administrator agrees to hold PAI harmless for any claims amounts that
are not reimbursed by any Excess Loss (Stop Loss) carrier, provided that PAI has processed the claims
pursuant Section 8.

PAI agrees to indemnify and hold harmless the Plan Sponsor/Administrator from any and all claims, lawsuits,
settlements, judgments, costs, penalties, liabilities and expenses, including a reasonable attorney’s fee (for
attorneys chosen by The Plan Sponsor/Administrator), arising out of or related to the Plan, Plan Document or this
Agreement, but only if resulting from PAI’s criminal conduct, fraud, or willful misconduct.

The Plan Sponsor/Administrator also recognizes and agrees that Plan Sponsor/Administrator’s failure to adhere to
the check release process as outlined in Section 4.10, or Plan Sponsor/Administrator’s failure to pay the
Administrative Fee due to PAI under this Agreement, may result in PAI incurring significant costs and has the
potential to result in a delay in the release of the claims checks, Provider Vouchers and Explanation of Benefits
Statements beyond the time frames for such release as set forth in the U.S. Department of Labor claims
regulations. In the event that the Plan Sponsor/Administrator delays the release of any claims checks, or fails to
pay the Administrative Fee, PAI will be entitled to indemnification for any and all claims, lawsuits, settlements,
judgments, costs, penalties, liabilities and expenses, including attorneys’ fees (for attorneys chosen by PAI),
resulting from, or arising out of, based on, or in connection with such delay or non-payment,

PAI may secure the services of actuaries, computer service firms and any other firms it deems necessary in
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performing its duties under this Agreement.

4.7 Both parties acknowledge and agree that pursuant to this Agreement, PAI is an independent contractor under
South Carolina State law, Personnel performing services under this Agreement will remain employees of their
respective parties and no such employee of either party shall be considered in any way to be an agent, officer,
representative, or employee of the other party, or have binding authority as an agent, officer, representative, or
employee of the other party.

4.8 A. If PAI becomes aware of an excess payment or overpayment made under the Plan in excess of $50.00, PAI
shall use its standard overpayment collection processes and procedures to attempt to recover any
overpayment; PAI will not attempt to recover overpayments in the amount of $50.00 or less. PAI's services
for its standard overpayment collection processes are included in the Administrative Charge. In the event PAI
uses the services of a Medical Provider Audit Firm (“MPAF™), the fee for such MPAF services shall be based
on a percentage of the amount recovered and is listed on Exhibit D, PAL, in its sole discretion, shall settle and
resolve overpayments on any basis it determines is reasonable {provided that PAI may only pursue litigation
in accordance with this Section 4.8), including payment of less than the entire overpayment amount.
Notwithstanding the foregoing, PAI is not required to initiate court proceedings to comply with this Section
4.8; however, if PAI determines that litigation is necessary to collect the overpayment, PAI will notify Plan
Sponsor/Administrator, and Plan Sponsor/Administrator will be solely responsible for the decision to pursue
litigation and funding all litigation costs and expenses, including attorney’s fees; PAI shall deliver any related
files to the Plan Sponsor/Administrator for the Plan Sponsor/ Administrator to pursue such amount. PAI shall
notify the Plan Sponsor/Administrator whenever attempted recovery of overpayments is unsuccessful, and the
Plan Sponsor/Administrator shall hold PAI harmless for any overpayment not recovered.

B. If PAI becomes aware of a subrogation claim in excess of $50.00, PAl shall use its standard processes and
procedures to attempt to recover the subrogation claim; PAI will not attempt to recover overpayments in the
amount of $50.00 or less. PAI shall charge an additional fee based on a percentage of the subrogation amount
recovered (hereinafter the “Subrogation Fee™). The Subrogation Fee is listed on Exhibit D and is not included
in the Administrative Charge or any other fee described herein. PAL in its sole discretion, shall settle and
resolve all such claims on any basis it determines as reasonable, including collection of less than the entire
amount of such claim and contributions to the Member’s attorney’s fees. Notwithstanding the foregoing, PAI
is not required to initiate court proceedings to comply with this Section 4.8. In the event PAI determines
litigation is necessary to recover a subrogation claim, PAI will notify Plan Sponsor/Administrator, and Plan
Sponsor/Administrator will be solely responsible for the decision to pursue litigation and funding all litigation
costs and expenses, including attorney’s fees; PAI shall deliver any related files to the Plan
Sponsor/Administrator, for the Plan Sponsor/Administrator to pursue such amount. PAI shall notify the Plan
Sponsor/Administrator whenever attempted recovery of subrogation claims is unsuccessful, and the Plan
Sponsor/Administrator shall hold PAI harmless for any subrogation claim not recovered. If the Plan
Sponsor/Administrator separately contracis with an outside vendor for subrogation services, references to
subrogation recovery in this paragraph are not applicable.

49 The Plan Sponsor/Administrator acknowledges that PAI may receive rebates and/or other amounts (“credits”)
from drug manufacturers and/or through a Pharmacy Benefit Manager (“PBM”). These financial credits are paid
directly from drug manufacturers or from other providers through the PBM. Except as otherwise provided herein,
credits are not payable to the Plan Sponsor/Administrator or members and will be retained by PAI to help
stabilize overall rates and to offset expenses. Amounts paid to pharmacies, or discounted prices charged at
pharmacies, are not affected by these credits. Any coinsurance that a member must pay for prescription drugs is
based upon the allowable charge at the pharmacy, and does not change due to receipt of any credit by PAL
Copayments are not affected by any credit. Pharmacy rates may vary and the proposed retail rates do not
necessarily reflect the actual contracted rate between the PBM and the pharmacy chain. The Plan
Sponsor/Administrator acknowledges that the amount paid to the pharmacy may not be equal to the amount billed
to the Plan Sponsor/Administrator. If the Plan Sponsor/Administrator independently contracts with a Pharmacy
Benefit Manager that does not electronically exchange member level claims data with PAI then PAI is not
responsible for (1) integrating pharmaceutical claims payment information into members’ maximum out-of-

Form Rev.4/25/2017

Ordinance 2017-01 5
Provisos Section 14, Attachment B


slowery
Rectangle

slowery
Rectangle


pocket accumulators, or (2) inclusion of pharmaceutical claims payment information in stop loss claims
submissions for reimbursement. This section does not apply if Plan Sponsor/Administrator does not offer
coverage for prescription drugs as part of its Plan Document or if the Plan Sponsor/Administrator has separately
contracted with a PBM. If the Plan Sponsor/Administrator has separately contracted with a PBM, PAI shall be
entitled to rely on any information provided to it by the Plan Sponsor/Administrator’s PBM vendor. PAI shall
base certain eligibility, coverage and other determinations in the performance of its responsibilities under this
Agreement in reliance on the information so provided, and shall not be required to confirm or verify the accuracy,
authenticity or completeness of any information so provided. PAI shall not be liable for any damages that may
result from its reliance on and/or utilization of inaccurate or incomplete information received from the Plan
Sponsor/Administrator's PBM vendor.

4.10  The Plan Sponsor/Administrator agrees to operate under the prescribed procedures for auto-release of their claims
checks. Checks will be mailed two business days after the date of the checks. Failure of the Plan
Sponsor/Administrator to comply with prescribed auto-release procedures may result in immediate placement of
claims processing on administrative hold.

4.11  PAl shall not be bound by any notice, or directive or request unless and unitil it is received in writing at its office
in Columbia, South Carolina, addressed to Planned Administrators, Inc., Post Office Box 6927, Columbia, South
Carolina 29260.

4.12  This Agreement, including any attached Exhibit, Schedule, Attachment or Supplement, contains the entire
agreement between the parties with respect to the subject matter hereof and it supersedes all prior oral or written
agreements, commitments or understandings with respect to such matters. Unless otherwise provided in this
Agreement, no modification or waiver of any of the provisions, or any future representation, promise, or addition,
shall be binding upon the parties unless made in writing and signed by both parties.

SECTION 5. LAWS GOVERNING AGREEMENT

This Agreement shall be construed and enforced according to the laws of the State of South Carolina, except to the extent
such laws are preempted by the Employee Retirement Income Security Act of 1974 and any other federal law in which
such federal law shall apply.

SECTION 6. AGREEMENT COUNTERPARTS

This Agreement may be executed in any number of counterparts, each of which shall be deemed an original, and said
counterpart shall constitute but one of the same instrument.

SECTION7. MODIFICATION OF AGREEMENT

This Agreement and any attachments thereto constitute the entire Agreement between the parties. Changes in the
Agreement or in any attachments must be mutually agreed to, in writing, signed and delivered to the respective parties.

SECTION 8. TIME LIMIT FOR FILING CLAIMS

8.1 It is understood that the Plan Sponsor/Administrator has implemented a self-funded health benefit plan and that
all provisions of the Plan must be described in a Plan Document.

8.2 The Plan Sponsor/Administrator understands that if it purchases Excess Loss (Stop Loss) coverage to reimburse it
for some losses sustained under the Plan, the coverage contract will contain a time limit within which covered and
complete claims must be filed by persons covered under the Plan in order for the loss to be reimbursable to the
Plan Sponsor/Administrator.

83 It is understood that the Plan Sponsor/Administrator is responsible for the Plan Document and for all provisions in
the Plan Document including, but not limited to, a description of any time limits within which complete claims
must be filed. It is understood, further, that if the Plan Document provides for a longer time period to pay claims
than the Excess Loss (Stop Loss) coverage provides, there could be claims payable under the Plan which will not
be reimbursed by the Excess Loss (Stop Loss) contract, which otherwise might have been reimbursable. In all
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cases where claims are submitted to PAI for payment, PAI is responsible for processing and presenting claims for
payment to the Plan Sponsor/Administrator in a time and manner as specified in Exhibit B, and within a
reasonable timeframe to secure reimbursement under the Excess Loss (Stop Loss) contract. If PAl receives a
claim after the deadline for reimbursement under the Excess Loss (Stop Loss) contract, PAI will promptly notify
the Plan Sponsor/Administrator. PAI will not disrupt the standard flow of the adjudication process, but will follow
its standard processing procedures.

Claims must be filed with PAI within the time requirements as set forth in the Plan Document, unless it was not
reasonably possible to do so. PAI will determine if enough information has been submitted to enable proper
consideration of the claim.

84 For purposes of claims processing, a complete claim is one that includes all information necessary for PAI to
properly adjudicate the claim. If PAl receives incomplete claims or if the claim is considered incomplete due to
any other information being needed, PAI will request the needed information and the Plan Sponsor/Administrator
shall be notified in writing, via a monthly “LPR-Claim Letter Listing” report, which informs the Plan
Sponsor/Administrator about any claims received by PAI that are pending additional information. This report
provides information regarding all letters PAI has sent out to subscribers on behalf of the Plan
Sponsor/Administrator, requesting additional information necessary to complete the adjudication of the claim in
question. PAI will use reasonable means to secure the information needed for the incomplete claim to become
complete. It is ultimately, however, the responsibility of the Plan Sponsor/Administrator to secure any
information needed by PAL

8.5 If PAl receives any claim which is incomplete, as described in paragraph 8.4 and the information needed to make
the claim complete is not received within the claim filing and payment time limit in the Excess Loss (Stop Loss)
contract, that claim if subsequently paid under the Plan may not be reimbursed to the Plan Sponsor/Administrator
by the carrier providing the Excess Loss (Stop Loss) coverage.

SECTION 9. TERMINATION OF AGREEMENT

9.1 This Agreement may be terminated by either party by written notice of intention to terminate given to the other
party, to be effective as of a certain date set forth in the written notice which shall not be less than thirty (30) days
from the date of such notice. Failure by the Plan Sponsor/Administrator to render written notice of at least thirty
(30) days will result in the equivalent of one month’s administrative service fees being due to the Plan Supervisor,
payable immediately. Failure of the Plan Sponsor/Administrator to remit said amount will void and invalidate any
further obligation of PAI to furnish materials or data as outlined in Section 9, paragraph 9.5, item C.

92 This Agreement shall automatically terminate in the event of:
A.  Bankruptcy or insolvency of the Plan Sponsor/Administrator or PAI;

B.  Failure by the Plan Sponsor/Administrator to deliver to PAI on a timely basis the reports and information
set forth in Section 2, paragraph 2.1;

C.  Merger, sale or consolidation of Plan Sponsor/Administrator, unless the surviving entity, as new Plan
Sponsor/Administrator, and PAI agree to continue this Agreement;

D. Merger, sale or consolidation of PAI, unless the surviving entity, as new Plan Supervisor, and Plan
Sponsor/ Administrator agree to continue this Agreement;

E.  The enactment of any law or the promulgation of any regulation, which makes illegal the continuance of
this Agreement or the performance of any obligations hereunder;

F.  Failure of the Plan Sponsor/Administrator to deposit funds for the payment of claims within a two week
time period from the date of the checks.

Provided, however, in the event of any termination of this Agreement pursuant to items A through F of this
Section 9.2, such termination shall not occur and shall not be effective until the 15" day after the terminating
party notifies the other party in writing that the Agreement is being terminated. As to items B and F above, there
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shall be a right to cure the default during the first 7 days of this 15-day notice period.

9.3 In the event of termination of this Agreement, PAI shall complete the processing of all fully documented requests
for claim payments under the Plan that were received by it and are due and payable prior to the termination of this
Agreement, but it shall have no obligation:

A. To complete the processing of any such requests upon its determination that the Plan Sponsor/ Administrator
has failed to provide funds for the payment of benefits due;

B. To process requests for claim payments that were received by it after termination of this Agreement;

C. To process requests for claims payment for which full documentation does not arrive at PAI until after the
termination of the Agreement;

D. To issue checks after the termination date for requests for claim payment relative to conditions existing on
or after such date.

9.4 All checks issued by PAI which are outstanding upon the termination of this Agreement or issued thereafter in
accordance with Section 9, paragraph 9.3, shall continue to be the responsibility and liability of the Plan
Sponsor/Administrator. The Plan Sponsor/Administrator shall continue to be respensible and liable for the
payment of all benefits and expenses under the Plan after the termination of this Agreement.

9.5 Notwithstanding anything herein to the contrary, if the Agreement is terminated for any reason the following applies:

A.  Termination of this Agreement will result in cessation of all administrative and claims services, upon the
date of termination. However, when mutually agreeable the Plan Sponsor/Administrator can request an
Administrative and Claims Service Agreement only, to allow for the orderly resolution of the incurred but
not paid, pending claims (runout). This in no way will be construed as an extension of any insurance
coniracts that may exist. Such an agreement can be arranged for three months at a time (up to a total of 12
months), and the runout fees will be based on the administrative rates and number of enrollees on the
invoice of the final month of the contract. The monthly runout fees will be determined at the time of contract
termination. The monthly runout fees will be equal to 100% of the last contract month’s administrative fees
for the first three months, 50% of the last contract month’s administrative fees for the fourth through sixth
months, and 25% of the last contract month’s administrative fees for the seventh through twelfth months.
Any runout PPO network fees are not reduced quarterly in the same manner as the administrative fees. The
runout fees will be payable in advance, unless otherwise agreed upon.

B.  PAI will deliver to the Plan Sponsor/Administrator, for a standard end-of-contract reporting fee of $500.00,
the following items after the termination of this Service Agreement:

The Plan year-end closing documentation;
A final accounting of all reimbursements made by the Excess Loss (Stop Loss) Carrier;
All unused check stock;

Copies of paperwork on outstanding reimbursements which was forwarded to Excess Loss {Stop
Loss} Carrier;

Ll e

Claims submitted but not processed;
All claims documentation and other materials utilized to process claims;

A listing of all deductible and out-of-pocket accumulations;

0 =N &

Any other documents or records for which PAI is responsible pursuant to the terms of this
Agreement.

C.  The delivery of those items in the paragraph above to the Plan Sponsor/Administrator or its representative
will release PAI of all further administrative, legal, financial and consultative responsibility of any ongoing
or future actions that may be taken by claimants or providers of services, etc.
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EXHIBIT A

General Administrative Services

1. PAI will provide technical assistance, guidance and administrative support in the preparation for approval by the Plan
Sponsor/Administrator of the following:

A. Standard Plan Document with the Schedule of Benefits (Benefit Booklet);
(If Plan Sponsor/Administrator has not refurned an approved and executed copy of the Plan Document prior to the receipt of
Services, then the version of the Plan Document initially provided to the Plan Sponsor/Administrator shall control.)

B. Billing format;
C. Checks for any bank account.
2. PAI will provide the following:
Enrollment/Change Forms;
Claim Forms {medical, dental, and disability);
Health Questionnaires;
Drug Forms;
Monthly billing;
Explanation of benefit forms (EOB);
G. Standard PAl identification cards.

3. PAImay perform the marketing function to obtain quotes and coordinate the procurement process for any Stop Loss
Insurance Contracts.

nmmoawe

4. PAI will furnish information to the Plan Sponsor/Administrator necessary for the Plan Sponsor/Administrator to
complete 5500 filings (if applicable), within the prescribed deadline of 120 days from end of Plan year. It is the Plan
Sponsor/Administrator’s responsibility to determine whether the Plan is required to file Form 5500.

5. PAIwill print and mail 1099s to the appropriate recipients at the end of each calendar year, PAI's actual cost will be
billed to the Plan Sponsor/Administrator. PAI will also electronically file the 1099 information returns with the
appropriate governmental authorities, on behalf of the Plan Sponsor/Administrator.

6. If Plan Sponsor/Administrator purchases COBRA Services from PAI PAI or its designee shall:

A. Mail the initial COBRA rights notice (as approved by the Department of Labor) to the member or dependent
under the Plan. A separate COBRA rights notice will be mailed to the covered spouse if applicable.

B. Send the appropriate COBRA notice and election forms to the qualified beneficiaries and monitor the election
period for the COBRA beneficiaries upon notice of a qualified member. (Forms must be completed in its entirety;
incomplete elections will be treated as elected as offered.)

C. Bill and collect the initial premium payment covering the period during which coverage would have normally
ended to the date the beneficiary elects COBRA continuation.

D. Bill and collect the monthly premiums from the COBRA beneficiaries who elected continuation of coverage
beginning with the first monthly premium due after notice of continuation coverage is made by the beneficiary.

E. Monitor the appropriate continuation of coverage period for each beneficiary and disenroll the beneficiary at the
end of the period of continued coverage.

F. Send conversion notices to eligible COBRA beneficiaries to the extent and within the period prescribed by
applicable law, provided that a conversion option is included in their Plan Document.

G. Not be responsible for giving notice to the COBRA continuants of any open enrollment periods as well as the
available benefit plan options and applicable premium rates for the periods,
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H.

Provide reports as follows:

1) a monthly report summarizing the following items for the preceding month: coverage elections and
terminations; premium payment status; eligibility expirations; and all changes related to coverage and/or
demographics that have been affected;

2} adaily report indicating: receipt of initial premium, notice of election (including type of coverage chosen) and
notice of termination (including date of and reason for termination);

3) additional reports may be available upon mutual agreement and for an additional fee.

Forward contributions received for the preceding month to Plan Sponsor/Administrator on a monthly basis, less
any amount due as payment for COBRA Services furnished pursuant to this Agreement.

Neither PAI or its designee shall be responsible for providing notice of any open enrollment periods, available benefit
plan options, and/or applicable premium rates for such periods.

PAI or its designee shall rely upon any information provided to it by the Plan Sponsor/Administrator, shall base
certain eligibility, coverage and other determinations in the performance of its responsibilities under this Agreement
in reliance on the information so provided, and shall not be required to confirm or verify the accuracy, authenticity or
completeness of any information so provided. PAI's or its designee’s only obligation hereunder shall be to compile
such information accurately and to utilize such information in performing its responsibilities under this Agreement.

If the Plan Sponsor/Administrator does not purchase COBRA services from PAI then this section is not applicable.

7. If Plan Sponsor/ Administrator purchases 125 Plan Services from PAI PAI or its designee shall:

A

B.

Mmoo

Provide sample announcement letters, sample communications materials for employee education and annual
enrollment materials as requested by the Plan/Administrator.

Process employee reimbursement requests as directed by the Employer’s Section 125 Plan, 125 Plan Master
Application and IRS guidelines.

Provide toll-free customer service access via telephone.
Provide 125 Plan discrimination reports at the beginning and end of the year.

Provide standard monthly reports for reconciling amounts redirected to the 125 Plan. Standard monthly reports
include:

1) Reports detailing the monthly administrative fees;
2} Reports detailing billing for employees; and,
3} Reports detailing employees’ elections and participation.

Not have any obligation or duty to maintain any accounts or handle funds on behalf of the Plan
Sponsor/Administrator.

If the Plan Sponsor/Administrator does not purchase 125 Plan Services from PAI, then this section is not applicable.
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EXHIBIT B

Claim Payment Services

1. PAIl shall, in accordance with the terms of the Plan Document or other written agreements, as originally stated or as
subsequently amended, do the following:

A,

B.

Promptly process claims with respect to covered persons and calculate the amounts due and payable in accordance
with the Plan Document.

Prepare for signature by the authorized party, process and distribute payment checks drawn on the Plan's checking
account.

Prepare and submit all reports and notices of claims to the reinsurer in a time and manner required by the Excess
Loss Insurance Policy; maintain records reasonably required by the reinsurer and furnish to the reinsurer upon
request, all pertinent data with respect to Covered Persons as required by the Excess Loss Insurance Policy; or
perform any other duty in a time and manner as specified in the Excess Loss Insurance Policy. PAI shall promptly
notify Plan Sponsor/Administrator of any notices received by PAI from the reinsurer, and prompily forward
Excess Loss Insurance reimbursements received from the reinsurer to the Plan Sponsor/Administrator.

Maintain current and complete records and files of claim payments for each covered person in accordance with
PAI's current practices.

Request, as needed, any Medical Records necessary with which to process claims and file claims reimbursements
with the Excess Loss (Stop Loss) carrier on behalf of the Plan Sponsor/Administrator. The Plan

Sponsor/ Administrator shall be responsible for any expenses incurred in obtaining these Medical Records. This
expense will be charged against the Plan Sponsor/Administrator’s claims account.

Submit the following claims related reports to the Plan Sponsor/ Administrator:

1. Check register;

2. Monthly Individual Specific Analysis (policy year); Benefit Analysis {month-to-date) and Coverage Analysis;
3. Loss Ratio Report and Benefit Analysis (year-to-date);
4

The reports in items 1 through 3 above, if requested at intervals other than specified above, will be provided
for an additional fee. Non-standard reports such as Cost Containment, Lag Studies, or other program reports,
can also be provided for an additional fee. Any such additional fees will be pre-approved by the Plan
Sponsor/Administrator,

Conduct reviews of all written appeals of claim decisions. Claims appeal findings and determinations are subject
to the Plan Sponsor/Administrator’s right for final approval or denial.
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EXHIBIT C

Agreement Regarding Disclosure of Group Cilaim Information
HIPAA

1. HIPAA. For purposes of this Section 1, any reference to Plan Sponsor/Administrator shall include any group health
plan administrated pursuant to the Administrative Services Agreement (the “Agreement”).

A. Privacy of Protected Health Information.

i. PAI is permitted or required to use or disclose Protected Health Information (*“PHI™} it creates or receives for or
from Plan Sponsor/Administrator’s health plan or to request PHI on Plan Sponsor/Administrator’s health plan’s
behalf as follows:

a. PAlis permitted to request the PHI on Plan Sponsor/Administrator’s health plan’s behalf, and to use and to
disclose the Minimum Necessary PHI to perform functions, activities, or services for or on behalf of Plan
Sponsor/Administrator’s health plan, as specified in this Agreement.

b. PAlmay use or disclose PHI it creates for or receives from Plan Sponsor/Administrator as necessary for data
aggregation purposes. PAI may use the PHI for PAI's proper management and administration or to carry out
PAI’s legal responsibilities. PAI may disclose the PHI for PAI’s proper management and administration or to
carry out PAT’s legal responsibilities only if;

1) The disclosure is required by law; or

2) PAI obtains reasonable assurances, in the form of a written contract, from any person or organization to
which PAI will disclose PHI that the person or organization will hold such PHI in confidence and use or
further disclose it only for the purpose for which PAI disclosed it to the person or organization or as
required by law, and promptly notify PAI of any instance of which the person or organization becomes
aware in which the confidentiality of such PHI was breached.

ii. PAI will develop, document, implement, maintain, and use appropriate administrative, technical, and physical
safeguards that reasonably and appropriately protect the confidentiality, integrity, and availability of Plan
Sponsor/ Administrator’s Electronic Protected Health Information that PAI creates, receives, maintains, or
transmits on Plan Sponsor/Administrator’s behalf as required by the HIPAA Security Rule and as required by
the HITECH Act. PAI also shall develop and implement policies and procedures and meet the HIPAA
Security Rule documentation requirements as required by the HITECH Act. PAI agrees to mitigate, to the
extent practicable, any harmful effect that is known to PAI of a use or disclosure of PHI by Business Associate in
violation of the requirements of this Agreement.

iii. PAI will require any of its subcontractors and agents to provide reasonable assurance that such subcontractor or
agent will comply with the same privacy and security obligations as PAI with respect to such PHL

iv. PATI’s use, disclosure or request of PHI shall utilize a limited data set if practicable. Otherwise, PAI will, in its
performance of the functions, activities, services, and operations allowed or required by this Agreement, make
reasonable efforts to use, to disclose, and to request of a covered entity only the minimum amount of Plan
Sponsor/Administrator’s PHI reasonably necessary to accomplish the intended purpose of the use, disclosure
or request.

v. PAI will neither use nor disclose PHI except as permitted or required by this Exhibit, or as required by law.
B. Individual Rights.

i. PAI will, within a reasonable time after Plan Sponsor/Administrator’s request, make available to Plan
Sponsor/ Administrator or, at Plan Sponsor/ Administrator’s direction, to the individual (or the individual’s
personal representative) for inspection and obtaining copies, any PHI about the individual that is in PAI’s custody
or control, so that Plan Sponsor/Administrator may meet its access obligations under 45 C.F.R. § 164.524.

ii. PAI will, upon receipt of notice from Plan Sponsor/Administrator, promptly amend any applicable portion of the
PHI under 45 CFR. § 164.526.
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iii. Disclosure Accounting.

a. PAIwill record information conceming each disclosure of PHI, not excepted from disclosure tracking under
Section 1(b)(iii}(b) below, that PAI makes to Plan Sponsor/ Administrator or a third party. For repetitive
disclosures made by PALI to the same person or entity for a single purpose, PAI may provide (i) the disclosure
information for the first of these repetitive disclosures; (ii) the frequency, periodicity or number of these
repetitive disclosures; and (iii) the date of the last of these repetitive disclosures. PAI will make this
disclosure information available to Plan Sponsor/ Administrator within a reasonable time after Plan
Sponsor/Administrator's request.

b. PAlneed not record disclosure information or otherwise account for disclosures of PHI that this Agreement
or Plan Sponsor/ Administrator in writing permits or requires: (i} for purposes of treating the individual who is
the subject of the PHI disclosed, payment for that treatment, or for the healthcare operations PAI; (ii) to the
individual who is the subject of the PHI disclosed or to that individual’s personal representative; (iii) pursuant
to a valid authorization by the person who is the subject of the PHI disclosed; (iv) to persons involved in that
individual’s healthcare or payment related to that individual’s healthcare; (v) for notification for disaster relief
purposes, (vi) for national security or intelligence purposes; (vii) as part of a limited data set; or (viii) to law
enforcement officials or correctional institutions regarding inmates or other persons in lawful custody.,

c. PAImust have available for Plan Sponsor/Administrator the disclosure information required by Section
1(b)(iii)}(a) above for the six (6) years preceding Plan Sponsor/Administrator’s request for the disclosure
information (except PAI need have no disclosure information for disclosures occurring before the effective
date of the Agreement).

iv. PAI will comply with any reasonable requests for restriction requests or confidential communications of which it
is aware and to which Plan Sponsor/ Administrator agrees pursuant to 45 C.F.R. § 164.522 (a) or (b).

v. In addition to the obligations described above, PAI will provide such additional individual rights to access
and accounting as mandated by and, where applicable, the HITECH Act, Specifically, PAI shall make such
access information available in an electronic format where directed by Plan Sponsor/Administrator. In
addition, PAI shall include within its accounting, disclosures for payment and health care operations purposes
where such recording or accounting is required by the HITECH Act. PAI further shall provide any additional
information to the extent required by the HITECH Act and any accompanying regulations.

vi. Where PAI is contacted directly by an individua!l based on information provided to the individual by Plan
Sponsor/Administrator and where so required by the HITECH Act andfor any accompanying regulations, PAI
shall make such disclosure information available directly to the individual.

vii. PAI will make its internal practices, books, and records, relating to its use and disclosure of PHI, available to the
U.S. Department of Health and Human Services to determine Plan Sponsor/Administrator’s compliance with 45
C.F.R. Parts 160-64 or the Agreement.

C. Other Plan Sponsor/Administrator Responsibilities.

i.  Plan Sponsor/Administrator shall promptly provide PAI with Plan Sponsor/Administrator’s health plan’s notice
of privacy practices and any changes to such notice.

ii. Plan Sponsor/Administrator shall provide PAI with any changes to, or revocation of, authorization by an
individual to use or disclose PHI, to the extent such changes affect PAI’s permitted or required uses and
disclosures.

D. Breach of Privacy Obligations.

i. PAI agrees to report to Plan Sponsor/ Administrator any use or disclosure of PHI not provided for by this
Agreement of which it becomes aware.

ii. Inthe event Plan Sponsor/Administrator determines that PAI has materially breached this Section 1, Plan
Sponsor/Administrator may terminate the Agreement upon thirty (30) days prior written notice to PAI and PAI
fails to cure the breach within such thirty (30) day period.
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iii. Obligations upon Termination. Upon termination, cancellation, expiration or other conclusion of this
Agreement, PAI will, at its sole discretion and if feasible, return to Plan Sponsor/Administrator or destroy all
PHLI. If PAI agrees to return Plan Sponsor/Administrator’s PHI, all costs related to the return of such PHI will
be paid by Plan Sponsor/Administrator. PAI may identify any PHI that cannot feasibly be returned to Plan
Sponsor/Administrator or destroyed. PAI will limit its further use or disclosure of that PHI that is not returned
or destroyed.

iv. If for any reason Plan Sponsor/Administrator determines that PAI has breached these terms and such breach
has not been cured, but Plan Sponsor/Administrator determines that termination of the Agreement is not
feasible, Plan Sponsor/Administrator may report such breach to the U.S. Department of Health and Human
Services.

v. PAIwill have the right to terminate this Agreement if Plan Sponsor/Administrator has engaged in a pattern of
activity or practice that constitutes a material breach or violation of Pian Sponsor/Administrator’s obligations
regarding Plan Sponsor/Administrator’s PHI and, on notice of such material breach or violation from PAI,
fails to take reasonable steps to cure the breach or end the violation. If Plan Sponsor/Administrator fails to
cure the material breach or end the violation within thirty (30) days after receipt PAI’s notice, PAI may
terminate this Agreement by providing Plan Sponsor/Administrator written notice of termination, stating the
uncured material breach or violation that provides the basis for the termination and specifying the effective
date of the termination. If for any reason PAI determines that Plan Sponsor/ Administrator has breached the
terms of this Section 1 and such breach has not been cured, but PAI determines that termination of this
Agreement is not feasible, PAI may report such breach to the U.S. Department of Health and Human
Services.

E. The Plan Sponsor/Administrator, as the plan sponsor of its self-funded group health plan, has amended the plan
document to comply with the requirements of 45 CFR Sections 164.314(b) and 164.504(f)(2).

F. Security Incident. If PAI becomes aware of any Security Incident, PAI shall report the same in writing to Plan
Sponsor/Administrator as provided below. PAI agrees to mitigate, to the extent practicable, any harmful effect
resulting from such Security Incident.

i. In determining how and how often PAI shall report to Plan Sponsor/Administrator in writing the Security
Incidents required above, both Plan Sponsor/Administrator and PAI agree that unsuccessful attempts at
unauthorized access or system interference occur frequently and that there is no significant benefit for data
security from requiring the documentation and reporting of such unsuccessful intrusion attempts. In addition,
both parties agree that the cost of documenting and reporting such unsuccessful attempts as they occur would
cutweigh any potential benefit gained from reporting them. Consequently, both Plan Sponsor/Administrator
and PAI agree that this Agreement shall constitute the documentation, notice and written report of such
unsuccessful attempts at unauthorized access or system interference as required above and by 45 C.F.R. Part
164, Subpart C and that no further documentation, notice or report of such attempts will be required. By way
of example (and not limitation in any way), the Parties consider the following to be illustrative (but not
exhaustive) of Unsuccessful Security Incidents when they do not result in unauthorized access, use,
disclosure, modification, or destruction of e-PHI or interference with an information system:

a. Pings on a Party’s firewall,

b. Port scans,

¢ Attempts to log on to a system or enter a database with an invalid password or username,
d. Denial-of-service attacks that do not result in a server being taken off-line, and

e. Malware (e.g., worms, viruses).

ii. Otherwise, PAI will document as required by 45 C.F.R. Part 164, Subpart C and report to Plan
Sponsor/Administrator any successful unauthorized access, use, disclosure, modification, or destruction of
Plan Sponsor/Administrator’s Electronic Protected Health Information of which PAI becomes aware if such
security incident either (a) results in a breach of confidentiality; (b) results in a breach of integrity but only if
such breach results in a significant, unauthorized alteration or destruction of Plan Sponsor/Administrator’s
Electronic Protected Health Information; or (c) results in a breach of availability of Plan
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Sponsor/Administrator’s Electronic Protected Health Information, but only if said breach results in a
significant interruption to normal business operations. Such reports will be provided in writing within ten (10)
business days after PAI becomes aware of the impact of such Security Incident upon Plan
Sponsor/Administrator’s Electronic Protected Health Information.

G. In addition to any reporting obligations in this Agreement, PAI will report, following discovery and without
unreasonable delay, but in no event later than sixty (60) days following discovery, any "Breach" of "Unsecured
Protected Health Information” as these terms are defined by the HITECH Act and any implementing regulations,
PAI agrees to mitigate, to the extent practicable, any harmful effect it knows to have resulted from Breach. Any
such report shall include, to the extent possible, the identification (if known) of each individual whose Unsecured
Protected Health Information has been, or is reasonably believed by PAI to have been, accessed, acquired, or
disclosed during such Breach, along with any other information required to be reported under the HITECH Act
and any accompanying regulations.

H. Plan Sponsor/Administrator represents and certifies that it is solely responsible for and has obtained consent from all
members authorizing the release of PHI by PAI to Plan Sponsor/Administrator or, the Plan Sponsor/Administrator
otherwise has the legal authority to review, access, and /or use such information.

I.  Plan Sponsor/Administrator will only use claims information provided by PAI to administer the Plan
Sponsor/ Administrator’s group health plan. This may include auditing, monitoring and evaluating the costs and
performance PAI and the Plan Sponsor/Administrator’s health plan. Plan Sponsor/Administrator will not use any
information provided by PAI for any improper or illegal or unauthorized purpose.

J. PAl is prohibited from releasing alcohol and drug abuse patient information protected under 42 U.S.C. § 290dd-2(a)
to Plan Sponsor/ Administrator.

K. If the Plan Sponsor/Administrator accesses the Benefit Coordinator features of the PAI website, it will ensure that
Protected Health Information is only accessed while the individual whose information is being accessed is present
or such individual has otherwise consented to such access.

L. Plan Sponsor/Administrator will protect and safeguard the integrity, privacy and confidentiality of all Protected
Health Information in accordance with all federal and state laws, regulations and guidelines governing and
applicable to Protected Health Information. Plan Sponsor/Admintstrator will only use or further disclose Protected
Health Information for the purpose for which PAI disclosed it to the Plan Sponsor/Administrator or as required by
law, and will promptly notify PA! of any instance of which the person or organization becomes aware in which
the confidentiality of such PHI was breached.

M. If Plan Sponsor/Administrator requests that PAI disclose Protected Health Information to a third party, Plan
Sponsor/Administrator agrees that it will indemnify and hold PAI harmless from any consequences from such
disclosure. Plan Sponsor/Administrator will not require PAI to disclose information to any third party until such
third party has executed PAI’s disclosure agreement,

2. Compliance with Standard Transactions. For purposes of this Section 2, any reference to Plan Sponsor/Administrator
shall include any group health plan administrated pursuant to this Agreement, If Plan Sponsor/Administrator
conducts, in whole or part, Standard Transactions for or on behalf of Plan Sponsor/Administrator’s health plan, Plan
Sponscr/Administrator will comply, and will require any subcontractor or agent involved with the conduct of such
Standard Transactions to comply, with 45 C.F.R. Part 162. All Standard Transactions submitted by the Plan
Sponsor/Administrator or its subcontractors must be in a format that is acceptable to PAL
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EXHIBIT D - Administrative Services Only Agresment
Division of Responsibilities:
Thiz-Exhikitle a Digglaera abi1) o i:harge:; Blad b PAL an (2 Hezpensinililies of |5-E_||"-:|Eﬁ,|-:‘:- this Agdeement,

GREIPMEME. . Detnes County _ RGP T
FTARTIE '—f‘_EH.:liil} CRGR: e 1 By T 4 A3RHE
DIVISION OF RESPONSIBILITIES
Plan Spansard
Adnlnlsrvior  poy
Prodistion of Plan Rocument Draft Ed &
Approval of the Final Plan Design and Plan Beciment ] o
Final Appraval of Plan Dogumant o]
Cost of Printing Employes Booklats: e
Costof Group LB Cards
-2 Inilia! Plaic 10 Cards, new grecp or bulk reprining Ll
b Subsedient 1D Cards, due to membarship Bnrgilment éhar.gi;_s i
Cost of Printing or Copylng F'Pﬁ_l]ihg-ch:_r:lea {mitlal and i&_‘uhﬁequent Chrders) el I
Cost of Printing.of Membershlp Applications and Enrollment Forms
“Etandard 74| Forms Lo A
Cuziom Farrie Feguesied by Plan SporsopAdministratar W [
Banking:
a) Ciziriiz Chesking Accsunt Ceited and Maiiiained By B ]
&) Resancsiatan of Clams Chasking Sscnil b ]
2 Ezschesillrata!imed F=_*|'||;|-._-:_::‘:|:_‘.-'.'|§-I:&'r||;:|:-::r'|,|,! nfh_.'._:-ca:-ll:n;.] et i
di Bignatrs t:-f"L‘-E:Eiﬁ'lfs"Chet".h-;f. [ oy
) Coat ol Prictiag Pin Sposser Slaims Ghisk Siock N
Plan SponsorAdministrator Audit Fees; Bank Feas,; Attormay + Other Lenal Expenses 72 [
Fees for Medical Information ' ' ' Mo L
Fers for Biscounts Obtained and Applied to Nen-Netwaork Claims W |
Reconciliatlon of FALs monthly fixed cost invelee o Emﬂqyme_m records W
Preparstion and Flilng of Farm _Eﬁﬂ-li ‘-r' [
S PALwill furnish 5&m'r'-1-a-'g{ infarrmasien B ssdlst Pal Sponssradmmistrator wiih Forry SS90
1099 Farms: '
Praparsbon, prming: and mailing E 7
Fiﬁrr:;-Gf Fooms 1028 and other related forszlion relerns with g sremenla sularilies £l o
Rezponsibility for Qbitaining Price CRm Fikes, Billings ardior Other Reguired Reports ] =
Rafunds:
“ frefing diss o Pla Soohsanhdmiratia is ientiied by dnd eblsings throvsh 2 Medical Vv
Frranedel Al Farm ('rm:mn;., MPAE S Tenis a.:-rj-*'.:-;uii:‘r by thie Pian Sponsadagminizirator,
(RARAE Tees ramger Brpm V05t Blacof the refond secirad for the Plan Sponsoriddministrator)
* o Hzwbrogaban mstond due b the Pizo Zoonsorfomindsiralon sobtained through Beeffars o
of she BOBSSE Subragation Ressanch Beparranl, BERS3GE 30% e is 1o I:na
paid.b;-' o= Flan Ea'p-:'-nﬁc-r;'hdmir;'ifiti'aml . o
© o Allrefunes identiied by Bl wel basnught By PAG _ | e
Ot o Nelwaork Claliis Negolintion Fre; 255 of &84ing3 10 bepand by Uie Plan Storsorfdminizratn |
Spansarddministator Indla!sl".: : 3 Al Iretiats Exhitas O, Page 2
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ARTFENDAVIENT 261607
Oconee County
Effective: May 1, 2006
A of the eftective date above, the follewing chamzes will be tniplemenied:

"rEitelow g nemss b the ERTGEUSELERY seeciain sty v pdarad ws Sl s

FH gDl

Prepontenr Uil o S0 | AarBiployee ey cover 3 Tropoideat SRl iprathaend ofthe cilenddr
maceting the requitcnsnts cartines | mens b duvingwsich foolepsadant Uit roaches ame 26 for sasheal
hthe Ban ol Hensfiis the mtiLm | Henefic

e Tintanaon: o Guadit s

I'.I-..i:-znrl *nr I.f '|rr| &2

BEFLNETTONS.

T-.-: ['l."”-\.l'l.'l.'.:L e il :~: ardded . Lhe ﬂEE EXTTHGENS sgolion:
Thae Gl teme i3 e DEFINTTIONS seiivg: will e updated i lullows:

Enseplid Deasfins:
1. 4averare onbe tor aceident, oe disabi ity smeriore TREUrgoe or sy enmhizatiem thessal:

£ CuveRs sl asy snpolerenl b skl e

o

Fiabiline insuranes, ineludig poasa] Habitiy insniancg and mmsmokil = bl Ty insssna;

e

Wonmouns ! pirpeassk ot anamilar nsseenen

(¥

o Ao madicel prenl nsurenee;

G Ceadil-only pisumnce;

o]

Clovnra s fornasire modieal olins:

it

CHRCEE A IRSiERNEE ooV crage speni fiad i n:‘::-.- stinme, meer whick ene hh T e G| canesare shEomidaey or
incideminl L eher amsurasee henefily

T oflered seniniedy!
4 Lirviiled sua;J':-j,u‘ dentat o vision bengiits;
h: Lit'nq:i_‘atE I;:1r binetsrrn varesmursise b Do Tlastth Care corrmmmzity=besed o or sy aommivingsiog
itheredl
pr Moo otiersurder, duniied henafiis aeepeesled soceglelions.
P EF ol uy independent. nor-dovniinmed bengiis!
i '[-','i*.'."i:raj_'_e'-m1!'=' ot "1'|'.rl:‘:.-l e ﬂrd._a:--;, arallness;
. Tlassta illwi_tu]l;:ll}' i ther Tiedod T e e R
I, B et asa sepsarabe iasrancs podioy:

% WaToers supptiomsial ahh Erbaned s delined: oidel Section | 3820 | ofthe Saial Seciiy Aat,.
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b. Crveragssupplesaing o log eoverage pravided st Chiapies 550l Tale tlol the Tnited Suaes Codis:
£ Rt stiopleiietyal J.-!.-'rl::J;;I*": rmdaEr s proup heali F‘h.ﬂ

fnrnf Pocker Mo he -axi=n Amenrt (f Soed an the Schodsle ot [-1 i S A p TR e p e i e Expoitacs
e duing 3 Bencfit Year rrat a Park sipant wall esegaired toopay

The Faliowing Hezs will B remceded Dons e DEFINTITIONS soorican

Cerificate of Creditable Coverage! 5 draumost Srem o priep bealth Plan Gringiver r|1"-l.'."=.T-'Et"" thatiz Parficipam hed
pmor Crodiaate Cinveraxz wich shet trogy bsabn Blenos sisuesr

Credisable Cme;ug:.; Beneine v visiddipe peoepded sider e the folivwdnp raihe oo piuatsed weion s delined wake
HIPAMA iiess Aetined T this T of B pit i w1

T Averpan el Bl

o Meabh Imseraree orvenies,

% Medieise Tt ver Tal BT e ST T S-.I.H_..l 5&.11-‘1& Nl

e Slpcbiesid: Tinke XX o the Sacial Reeurey Sozmhor been coverageconsizzun snlebent-honetie under hertams 193080

il 1 E mizke States Chde Clapter 85 0 e, medcal mnd derizl eore Frmembers nd owraim Fomer mdmbers of ihs
vt Faripend fodved vod these Diepend epnsh.

!_u.

f: Aemcdicalcan [}ﬁ;‘-g{r-m e ther Indign Haalth-Serviereeata milal ergaiesztion

T, Astate health |~:E;i-;.:-“n.q Fisk el inelhsting Seor Camling Heilth Inssrvice Baol {80 HIPE,
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AMENDMENT 3015 07
(Feonee County
Fifactive: July 'I,_ s

Al che effeetive dute aboswe; (e follesping hamgeeseill b ampleseengad:

Y he fotlomang demsa | e udded m the KL AL l.-":-E'I]HIiL;'LE G BENEFTTS, WELLNESS EE_H\’!LTES:&[;:E_:@ at
Bolleng

PP
BT 5 (e b b5 ]r‘l I]-H] ] ¥ e ,
-"Ldl.uL .»n.-:-d ll._'hfuc" T eatioms el n CTHC gq.-:1¢l._|:||n.'-; RTNRG i
wcludiog adoucistzalion fees fexeept these requuired tar
tavel)

Uhetoltomwrng 1k moths MIEEBLCAL H{"HILIJLLE OF BENEFTTY, WELLNESRS bl:R‘be.,l:'ziEmrm' will oe upraren
B H

WEELLNESS SERVICES: FRCE: Nk PP

ey Ny appiicd it eitice vivie 1% bk

"r".-'eﬂ-l_' hitd £ ares .%:-'“-:u ou-pay then *’16{1'3“' ﬁL“:*i;.

| bzt s ﬁumc:‘rm-:ml IF}'J'p-u. ok 3l jces 4 Hrl'-rrl
Veir dorheetide mesn-pay

s Lowuty At wishadn-

mignaluse B L

A St Mouldey iy 2015

TapedPrinicd FMame Dite

hsoapmen:

Ty ey Savamiembneaiacn santl plac 2o T cligct; & athoarirdds capaivad fom hn:f*e:ﬂﬁ-' BRI e s el P T

benefit plen, Bedquesss (o sniesdrent Shacld be somedoserthing W dies Please siom dnd restm e Bal on or hesal

LJI_LI_EI-:'H AR
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AMENDMENT 2015 71
~ Oconee County
Effective: May 1, 2015

As of the effective date abave, the following changes will be impleneated:

PREAUTHORIZATION

Theyecond parsgraph-in the PRE-AUTHOREEATION seottan will beupdated sy follows:

Al Admigsions and same Benelis (a5 inditaled herein or on ﬂ'u_t.'-ﬁ_c:hudytll.! ol Benelirs) réquire Presauthorizion tio
dotermine e Modieal Neeessity of such Admission or Besefin, The Ciroup: Health Pl resesves theonght o add or
petnuive Brswfizs thal are: gEoe s T 1::— Pr-Authorizstion, Each Parties spanl o resphnsilale for obl ining THe= At ion and
e appropriste reviow, i Pee-Anthonietion 3¢ nel chtaingd Tor dn Aduision or outpatient services snd the Participant
still agdmitted, Henctits may: bereduced (up tooand um!uﬁ.m._, denizl of atl of & partion of the redin and bbard charges
assmziated with the, Admission) Tt oy 1 Sihedule of Benefits, 112 PO falisto ohiain Pre-Authorizition, they are.
regaired 1 wrte -n-if this redieed smnens and ERAHOE bl the P.amm]_nm bor wasamonnt. The 1'3:1;-@%92&1[ iz respamsabds for
u!:-ln‘im:;g Pre “'Lug]}:-}nfglmn fir Admissinn e a Mon-Pro PL'EI".']dL:E [_EEI.,H'I.- aﬂd rhi | _’aﬁm’pﬁm will ho rn:ﬂi:u:?l:ﬁlbi-ﬂ for any
Fﬂ]ﬂ."ﬂﬁ orteduction in pivehle sharges a sared in Ve Sehedule of Beteties if spprevat is ook oltateed. Pre-Authorizaton
iz ohtatned throngh the following procedunes;

I, Forall Admissions tarare ot the resiatt efan Enrgeney Madical Condivion, Presdanhonzation 15 mranied or dened
A the course of the Pre-Achmission Beview

e

For alt Admisstons that result fronyan Emergeney: Medical Condition, Pre-Authoriztion is granted or denied in the:
cooierse of T Fmergeacy Adimisaion Review,

3, For-Adimissions thar are apticipased e eegeire moresdags ton approved theeugh theinital sevisw process; Pre-
-"'n.hhu::-j.:?':.r;m'l Ly ;:unq:-;_ or peribed for pdditional Fas i ke I:,':'IJH'-'“ ot the L':']'l=111l-1tﬂ Stay [{ﬂ'»'i-:w

4: Par m:ﬁ; Benetitg that reguire Pru-:"u.::hnn.{;ltu:rh.J-'Tr:u.ﬂn...rhmj:-:z}_!1-;.1n i gmrl’.ﬂ*ﬂ--:!r depied o the coutseof 1he Pre-
AuThurEanon process,
A, Far items TEEUITTE F’m—.-iu?hmm[mu the Megical th‘ﬂ-h.-'-’-’ [J'cparlmr_nl or Lﬂ-'!'k tREEL D l..*u]u! al thi HT-'I]'-IIUEH llﬂﬂ“ﬂ'

'h::ln:m' m'1:|iM|:|r. !L}Eﬂ..rrhl"ml Cand

Fens requinng Pre-Authonpzation are heted oa the Scheduteof Bonefies

The faltowing frem m (he MEDICAL SCHEDULE OF BENEFITS, INFATIENT TTOSPITAL SERVICES =ecticn
el b adedesd qs fobicos

_.1"'41-. ATIENT HOSPITAL "-LR"S»ICF‘. 33 Mion-F R
Pri= Aot bzuion regquibed

Resdential Treatment Facilin:

MEDICAL BENEFITS

Thee Fattewing sem will b addal 10 e MEPRICAL BENEFITS section:

el [-'.::.E".-n:!'!:gq;.'ﬁ ot 1 Residenttal Treatment Center,

Ordinance 2017-01 22
Provisos Section 14, Attachment B


slowery
Rectangle

slowery
Rectangle


MEBICAL EXCLUSION s X LIMITATIONS

Thiz fallowring ke i the MEDICAL EXCLUSIONS AND LIMITATIONS section will be wpdatod-as tollows:

&L Addmizgions or porticng thereot for custodial care or Tong-torm eare inoleding:
A, Rest carcs;
B Lowigter aoute or chironic pavchingnic caps

C, Care o ds5ist 3 Particyzant inthe pq.l'-:i'-::rmmfcc ead dL-:'l".-'ﬂ[L& ob ditbe Tovinis (iechading Bl oot Tiased e vk,
maverent, bathing, dressing, Tecding toileting, continence, eatiog, Nod pr-r:;'.'rwaa;im%- anl taking medication);

(X &0are B & Ranianmng

I qu::tn_c!iuJ or b berTer caTes OF

F. Psyohinrie or Sutslance Abase n:s.'ldm:i_ﬂl treatment wiwn provided a1 thempeotie scheals; waldemessoal
s :hﬂmpe:iuh;"b'-c:_l;uri;ﬁxug soroes; hallway bedses: and Therpeetic group Tonles.

ELIGIBILITY FOR COVERAGE

The fiflowing item i the BEETGIRILETY seetion will e ramaved in 105 ensirary;

Prie-Existing 'EL_‘]_'.I_'.]' itton Exvlusiosn Each lﬁuh_'l.i-:i.pauj_ﬂgq_] 9 peobdlr may sende o bwelve-month FTH—E:I".-.LHI{T% |
Perioad: Conwlition Exclusion Perice]: Tess any Creditalle Covesse e Participsunt

wn privvide. Any Parlicipant who s o Late Envolles will serve anelghitoen-
et Pre-Badstse Conditipn Exclinion Perod, Seethe Elsibiliy fir
{everage seolion for infaemetion on gualitving for Sovctal Eorallment,

Applissanly jo-cliimy weilh ditles of
service priorio June 1, Wil

DETINITIONS

The folhvedng Herms will b added 1o the DEFINFTIONS section:

Residential Treatment Centersa licensed imstitulivn, oiher thar a Hospital, which mecis allbsig of these requisements:
L. Maintzins permenést and fall-tree Facilitics Tor led'Sfre of residont patients and
2. Higthe serdces of & Payehiains {Addictionatagist, when appticibicy or Pligsician extenier availatie & all tinies fad

i responsible for the diazmustic evaluation, provides fsce-to-faee evaluation services with dosumoniation a minimmimn
if ﬂsu.x.‘-"w-:::.'if and PHEN ag Bdio nteidand

a1 IE_ah__n Phyaician or n:i‘:__m.n.rr.g: TG (R present _nnsirc:';yhn 'iﬁ._ all 'r:h'ﬁ:u:_g_u_l::f (et it :,an: aleng wWALH g OF .
registered srves (BN o leensed pracsicad narsss (1PN ensite ol all gases (247 2and
[oeeps adaily medical reeord for cach peticnt; akd

LA ."""

s primgioly. providingra cisimnious slrchyred therapoutio’ program ;;pn&:l‘i,eai]} ﬂmigﬁtd tndrat hehaviaeal healih
digorders asd 18 ol 8 group oF m:arﬂmg!m}u <o, basoding or therapeitic schoal, halfway house, sober Fving residesce,
'-"-"IlﬂI:FJ]HS catip ar any ofhier factiity it provides Cusiodial Tore and

G l4 operiting LesFully as a cestdential reatsment cienter intte sre 'i!’r_l;'lﬁ'.‘-‘il'.!. H s laeated.
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I:'ué'l'nﬂn'-:'r":ng e 1tk th ﬁEF-I}:E]TIf)NS_kai t will B upelanetd s lohloes;

Bepeadent: an hdivddis) who s

Lo Al Boployes’s spose whicl isameindividisl Wit istogatly: marmed anccraimitate e or
2. AChild under the dee et Torth in the FEEgibility for Covermpe soetian, or

A An Incapectibed Depesident.

The Tollvwing thems will be rerroved Tiom the DEFINTTIONS sectiob)

Mental Heslth Conditions: serain payehiaric disorters or conditions detined in 1he mest eurment Hiagnastic el
Staniseieel Mol of Meal Disoyiars puablished by the Anierican [’E::-:‘_I'_'h:iﬂlril_' Agsnciation amd ane mo otherwise
Frchided oy the terms and conditivss of this Plan of Benefits. The condifions as mundated by the Stateof South Carcling
T,

Hiolae Didondde

Majior i?l:cplh,_:.,a-:!:m;']]'smrfd_:._r; ;

Oisessive Tompinlsive Disotde:

Paranoidl and Cielier Peyiehiote Disnnies;

Gehizon fTedtive Disorder;

Sehizaphrenia;

'F"L:I.';:IEI:lir' E?::Q'-ir_'g'r-ﬂt:r':

T-'n"s;.a femEtic !'*h-rt.:;.f.' Taisnrder; and

Depression inchildhiod and adelesinee,

Bk e

e

]
1

Pre-Extsting Conditiongsh: & phviical or mertal condition, regandleis oF the caise, for which niedical adviee, diagnosis,
cire or leemtthent was received ov rocommended dusing the six (8) monch penod proceding the Ensolliment i, if
_a'p:.:;ﬁmhfq:: Cicnctic Tnformation moey nob be troated as a i—’ng:!*f:{.isﬂ"rng-'i_“.”:'.irid':l'liq:!'n i the shsence o o St af e
sraiite condition relaned rode Geneie Infonmaiion, Pre-Existing Conditiouapplics only o Paricipasts aze 19 o alder
foe e lais with dates of senvie-praor o e b 208,

M/ prau Emmt_z;r Administrator

Sigma Tiia

T. Seott Moulder April 27, 2015
Typed/Printed Hamz Baio L
Erigeliimer:

In veder for wmeaidmenis 16 four plin to 12ke eilesl, B oFiglure 8 regpaired fromethe person aGthorized 1o overste Yo
bznedit plan, Roowests: for amendraent should be signed within 30 days. Plepse ston and vetum i PAL o o hetore May
.y o
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SELF-FUNDED
PLAN DOCUMENT

GROUP MEDICAL PLAN

Effective Date: May 1, 2014
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ABOUT YOUR PLAN

Because of the dramatic increase in the cost of medical care, group health Plans encourage and reward those
covered individuals who are selective in their purchase of medical services.

Please review this booklet, which describes your health Plan. Be a selective medical consumer and assume the
major role in keeping the cost of medical services at a minimum.

Your Plan Sponsor has established a comprehensive Group Health Plan (“Plan”) for its Employees. In connection
with the Plan, your Plan Sponsor has retained the services of Planned Administrators, Inc. (“PAI”) (a third-party
administrator) to process and pay health claims and to provide administrative services in connection with the
operation of this Plan of Benefits. PAI has contracted with Blue Cross and Blue Shield of South Carolina
Preferred Blue, First Health and First Health Travel as the Preferred Provider Organizations (“PPOs”).

You will receive maximum Benefits when you use Providers who participate in the PPO Program (the term
“PPO Providers” is explained further below) and when you obtain authorization (when required) for services.
You will pay more if you do not use PPO Providers or if you do not obtain prior authorization (unless it is an
emergency). The following information explains how to obtain authorization for services or supplies covered
under this Plan.

It is your responsibility to ensure that your Provider is a PPO Provider. You should verify your Provider’s status
before services are rendered. To verify whether your Provider is a PPO Provider, you may:

e Ask the Provider if they participate in the PPO program referenced above.

e See the appropriate website for Provider information. Link available on www.paisc.com.

e Call PAL*

* The methods of verifying PPO participation may have timing differences between when a Provider is participating
in the PPO or terminating from the PPO. The preferable method of obtaining the most correct information is to ask
your Provider.

For South Carolina Employees, the Blue Cross and Blue Shield Preferred Blue Network is the PPO for this Group
Health Plan. For Employees living outside of South Carolina, the PPO is First Health. Employees traveling outside
of their home networks, will have access to First Health Travel.

BPO Providers include Hospitals, Skilled Nursing Facilities, Home Health Agencies, hospices, doctors and other
Providers of medical services and supplies (as listed in the Definitions section) that have a written agreement with
the PPO. Under their agreement with the PPO, PPO Providers will do the following:

e Fileall claims for Benefits or supplies with PAI,
e Askyou to pay only the Deductible, per occurrence Co-payments and Coinsurance amounts, if any, for Benefits;
e Accept the preferred allowance as payment in full for Covered Expenses; and

e Make sure that all necessary approvals are obtained from the Medical Services Department.

Non-PPO Providers include Hospitals, Skilled Nursing Facilities, Home Health Agencies, hospices, doctors and
other Providers of medical services and supplies that are not under contract with the PPO. Non-PPO Providers can
bill you their total charge. They may ask you to pay the total amount of their charges at the time you receive services
or supplies, or to file your own claims, and you will need to obtain any necessary approvals for benefits to be paid. In
addition to Deductibles and Coinsurance, you are responsible for the difference between the Non-PPO Provider’s
charge and the Allowed Amount for Covered Expenses.
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Although Benefits typically are reduced when you use a Non-PPO Provider, Benefits provided by a Non-PPO
Provider will be covered at the PPO Provider level under the following circumstances:

e In the event treatment is for an Emergency Medical Condition as defined in this Plan of Benefits and PPO
Provider care is not available;

e For Dependents living out of state;
o For treatment by a Specialist when a PPO Provider Specialist is not available;
o For Non-PPO Provider ancillary services rendered in a PPO Provider Hospital, and/or

e The Participant requires a transplant and the transplant is performed at a Centers of Excellence (COE) facility.

Out-of-area Emergency Provision—If a Participant receives care for an Emergency Medical Condition from a
Non-Participating Provider, the Plan will pay for Benefits at a PPO Provider level of Benefits if all of these
conditions are met:

e You were traveling for reasons other than seeking medical care when the Emergency Medical Condition
occurred.

e You were treated for an Accidental injury or new Emergency Medical Condition.

Benefits under this provision are subject to the Deductibles or Co-payments, Coinsurance and all Plan of Benefits
maximums, limits and exclusions.

If you have claims that meet all of these conditions, write or call PAI. PAI will review your claims to determine if
additional Benefits can be provided.

Customer Service

PAI is committed to helping you understand your coverage and obtain maximum Benefits on your claims. If you
have guestions about your coverage, you may call or write PAI at the following:

Planned Administrators, Inc.
Attn: Claims

P.O. Box 6927

Columbia, SC 29260
1-800-768-4375

WWW.paisc.com

Once a claim has been processed, you will have access to an Explanation of Benefits (EOB) at www.paisc.com or by
contacting customer service. An EOB also will be mailed to you. The EOB explains who provided the care, the kind
of service or supply received, the amount billed, the Allowed Amount, the Coinsurance rate and the amount paid. It
also shows Benefit Year Deductible information and the reasons for denying or reducing a claim.

Time Limits to File a Claim

Claims should be filed within 180 days of the date charges were incurred. Benefits are based on the Plan’s provisions
at the time the charges were incurred. Claims filed later than that date will be decline unless:

a. itisnot reasonably possible to submit the claim in that time; and

b. the claim is submitted within one year from the incurred date. This one year period will only apply when the
person is not legally capable of submitting the claim, and the Plan Administrator has final authority to decide
whether there is sufficient cause for a claim to be considered beyond the 180 day filing limit.
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Authorized Representatives and Representatives designated under Health Insurance Portability and
Accountability Act of 1996 (HIPAA)

Unless expressly permitted by law, you and your Dependent’s PHI generally cannot be released to any other person
without your or your Dependent’s consent. However, there are instances when you may want someone to discuss
your PHI with PAI or receive an Explanation of Benefits etc. to manage your care. In order to comply with
applicable laws and also to comply with your request, you must sign a written authorization form. To obtain a copy
of the form, please visit the PAI website at www.paisc.com and then select “forms.” You can print this form and
mail to the PAI address, or you can call 1-800-768-4375 for a copy of the form.

A Provider may be considered a Participant’s authorized representative without a specific designation by the
Participant when the claim request is for an Urgent Care Claim. A Provider may be a Participant’s authorized
representative with regard to non-Urgent Care Claims for Benefits or an appeal of an Adverse Benefit Determination
only when the Participant gives the Plan supervisor a specific written designation in a format that is reasonably
acceptable to PAI to act as an authorized representative. All information and notifications will continue to be
directed to the Participant unless the Participant gives contrary directions.

This Plan Sponsor believes this Plan of Benefits is a “grandfathered health Plan” under the Affordable Care Act
(*ACA”). As permitted by ACA, a grandfathered health Plan can preserve certain basic health coverage that already
was in effect when that law was enacted. Being a grandfathered health Plan means that this Plan of Benefits may not
include certain consumer protections of ACA that apply to other Plans; for example, the requirement for the
provision of preventive health services without any cost sharing. However, grandfathered health Plans must comply
with certain other consumer protections in ACA; for example, the elimination of lifetime limits on Benefits.

Questions regarding which protections apply and which protections do not apply to a grandfathered health Plan and
what might cause a Plan to change from grandfathered health Plan status can be directed to the Plan Administrator at
the number on the back of your Identification Card. For ERISA Plans, the Participant also may contact the Employee
Benefits Security Administration, U.S. Department of Labor, at 1-866-444-3272 or www.dol.gov/ebsa/healthreform.
This website has a table summarizing which protections do and do not apply to grandfathered health Plans.
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PRE-AUTHORIZATION

To receive the maximum Benefits, certain types of services and equipment and all Admissions require Pre-
Authorization in order to be covered under the Plan. Depending on the type of service, either the Blue Cross Blue
Shield of South Carolina Medical Review Department or Companion Benefit Alternatives, Inc. (“CBA”) must give
advance authorization for the services and equipment that require Pre-Authorization and for all Admissions.

All Admissions and some Benefits (as indicated herein or on the Schedule of Benefits) require Pre-Authorization to
determine the Medical Necessity of such Admission or Benefit. The Group Health Plan reserves the right to add or
remove Benefits that are subject to Pre-Authorization. Each Participant is responsible for obtaining Pre-
Authorization and the appropriate review. If Pre-Authorization is not obtained for an Admission or outpatient
services and the Participant is still admitted, Benefits may be reduced (up to and including denial of all or a portion
of the room and board charges associated with the Admission) as listed on the Schedule of Benefits. If a PPO fails to
obtain Pre-Authorization, they are required to write off this reduced amount and cannot bill the Participant for this
amount. The Participant is responsible for obtaining Pre-Authorization for Admission to a Non-PPO Provider
facility, and the Participant will be responsible for any penalty or reduction in payable charges as stated in the
Schedule of Benefits if approval is not obtained. Specific penalties for Mental Health Services, Mental Health
Conditions and Substance Abuse Services are listed on the Schedule of Benefits. Pre-Authorization is obtained
through the following procedures:

1. For all Admissions that are not the result of an Emergency Medical Condition, Pre-Authorization is granted or
denied in the course of the Pre-Admission Review.

2. For all Admissions that result from an Emergency Medical Condition, Pre-Authorization is granted or denied in
the course of the Emergency Admission Review.

3. For Admissions that are anticipated to require more days than approved through the initial review process, Pre-
Authorization is granted or denied for additional days in the course of the Continued Stay Review.

4. For specific Benefits that require Pre-Authorization, Pre-Authorization is granted or denied in the course of the
Pre-Authorization process.

5. For items requiring Pre-Authorization, the Medical Review Department or CBA must be called at the numbers
listed below or on the Identification Card.
Items requiring Pre-Authorization are listed on the Schedule of Benefits.

Who to Call for Pre-Authorization

For Pre-Authorization for medical care, call the Blue Cross and Blue Shield of South Carolina Medical
Review Department at 1-800-652-3076.

For Pre-Authorization for Mental Health Services, Mental Health Conditions or Substance Abuse Services,
call CBA at 1-800-868-1032. CBA is a Mental Health and Substance Abuse subsidiary of Blue Cross and Blue
Shield of South Carolina.

If you are unsure if Pre-Authorization is required, call PAI customer service. However, customer service
representatives cannot give approval for services.

These numbers also are on the back of your Identification Card. Be sure to keep your Identification Card with you at
all times, since you never know when you may need to reach us.

When you call for Pre-Authorization, you will be asked for the following information:

e Your name and ID number

e Participant’s Employer

e The patient’s name and relationship to you

e The Provider’s name, address and phone number

o If applicable, the Hospital or Skilled Nursing Facility’s name, address and phone number
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e The reason the requested service, supply or Admission is necessary

After careful review, your Physician and Hospital will be notified whether the service, supply or Admission is
approved as Medically Necessary and how long the approval is valid.

If you are or a Dependent is undergoing a human organ and/or tissue Transplant, written approval must be obtained
in advance [and the procedure must be done at a facility that PAI designates]. If PAI does not pre-approve these
services in writing [or they are not done by a Provider PAI designates], then this Plan will not pay any Benefits.

If your Physician recommends services and supplies for you or your Dependent for any reason, make sure you tell
your Physician that your health insurance Plan requires Pre-Authorization. Participating Providers will be familiar
with this requirement and will get the necessary approvals.

Please note that if your claim for services or Benefits is denied, you may request further review under the guidelines
set out in the Claims Filing and Appeal Procedures section of this booklet. Remember that a denial of a Pre-
Authorization is a denied claim for purposes of an appeal.
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CLAIMS FILING AND APPEAL PROCEDURES

A. CLAIMSFILING PROCEDURES

1. Where a Participating Provider renders services, generally the Participating Provider should either file the
claim on a Participant’s behalf or provide an electronic means for the Participant to file a claim while the
Participant is in the Participating Provider’s office. However, the Participant is responsible for ensuring that
the claim is filed.

2. Written notice of receipt of services on which a claim is based must be furnished to PAI, at its address listed
in this booklet, within twenty (20) days of the beginning of services, or as soon thereafter as is reasonably
possible. Failure to give notice within the time does not invalidate nor reduce any claim if the Participant can
show that it was not reasonably possible to give the notice within the required time frame and if notice was
given as soon as reasonably possible. Upon receipt of the notice, PAI will furnish or cause a claim form to
be furnished to the Participant. If the claim form is not furnished within fifteen (15) days after PAI receives
the notice, the Participant will be deemed to have complied with the requirements of this Plan of Benefits as
to proof of loss. The Participant must submit written proof covering the character and extent of the services
within this Plan of Benefits’ time fixed for filing proof of loss.

3. For Benefits not provided by a Participating Provider, the Participant is responsible for filing claims with
PAI. When filing the claims, the Participant will need the following:

a. A claim form for each Participant. Participants can get claim forms from PAI at the telephone number
indicated on the Identification Card or via the website, www.paisc.com.

b. Itemized bills from the Provider(s). These bills should contain all the following:
i. Provider’s name and address;
ii. Participant’s name and date of birth;
iii. Participant’s Identification Card number;
iv. Description and cost of each service;
v. Date that each service took place; and
vi. Description of the illness or injury and diagnosis.

c. Participants must complete each claim form and attach the itemized bill(s) to it. If a Participant has other
insurance that already paid on the claim(s), the Participant also should attach a copy of the other Plan’s
Explanation of Benefits notice.

d. Participants should make copies of all claim forms and itemized bills for the Participant’s records, since
they will not be returned. Claims should be mailed to PAI’s address listed on the claim form.

4. PAI must receive the claim within ninety (90) days after the beginning of services. Failure to file the claim
within the ninety (90) day period, however, will not prevent payment of Covered Expenses if the Participant
shows that it was not reasonably possible to file the claim timely, provided the claim is filed as soon as is
reasonably possible. Except in the absence of legal capacity, claims must be filed no later than twelve (12)
months following the date services were received.

5. Receipt of a claim by PAI will be deemed written proof of loss and will serve as written authorization from
the Participant to PAI to obtain any medical or financial records and documents useful to the Plan of
Benefits. The Plan of Benefits, however, is not required to obtain any additional records or documents to
support payment of a claim and is responsible to pay claims only on the basis of the information supplied at
the time the claim was processed. Any party who submits medical or financial reports and documents to PAI
in support of a Participant’s claim will be deemed to be acting as the agent of the Participant. If the
Participant desires to appoint an Authorized Representative in connection with such Participant’s claims, the
Participant should contact PAI for an Authorized Representative form.
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6. There are four (4) types of claims: Pre-Service Claims, Urgent Care Claims, Post-Service Claims, and
Concurrent Care Claims. The Group Health Plan will make a determination for each type of claim within the
following time periods:

a. Pre-Service Claim

A determination will be provided in writing or in electronic form within a reasonable period of time,
appropriate to the medical circumstances, but no later than fifteen (15) days from receipt of the
claim.

If a Pre-Service Claim is improperly filed, or otherwise does not follow applicable procedures, the
Participant will be sent notification within five (5) days of receipt of the claim.

An extension of fifteen (15) days is permitted if PAI (on behalf of the Group Health Plan)
determines that, for reasons beyond the control of PAI, an extension is necessary. If an extension is
necessary, PAI will notify the Participant within the initial fifteen (15) day time period that an
extension is necessary, the circumstances requiring the extension, and the date PAI expects to render
a determination. If the extension is necessary to request additional information, the extension notice
will describe the required information. The Participant will have at least forty-five (45) days to
provide the required information. If PAI does not receive the required information within the forty-
five (45) day time period, the claim will be denied. PAI will make its determination within fifteen
(15) days of receipt of the requested information, or, if earlier, the deadline to submit the
information. If PAI receives the requested information after the forty-five (45) days, but within two
hundred twenty-five (225) days, the claim will be reviewed as a first-level appeal. Reference the
Claims Filing and Appeal Procedures section, B. Appeal Procedures for an Adverse Benefit
Determination, for details regarding the appeals process.

b. Urgent Care Claim

A determination will be sent to the Participant in writing or in electronic form as soon as possible,
taking into account the medical exigencies, but no later than seventy-two (72) hours from receipt of
the claim.

If the Participant’s Urgent Care Claim is determined to be incomplete, the Participant will be sent a
notice to this effect within twenty-four (24) hours of receipt of the claim. The Participant then will
have forty-eight (48) hours to provide the additional information. Failure to provide the additional
information within forty-eight (48) hours may result in the denial of the claim.

If the Participant requests an extension of Urgent Care Benefits beyond an initially determined
period and makes the request at least twenty-four (24) hours prior to the expiration of the original
determination period, the Participant will be notified within twenty-four (24) hours of receipt of the
request for an extension.

c. Post-Service Claim
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A determination will be sent within a reasonable time period, but no later than thirty (30) days from
receipt of the claim.

An extension of fifteen (15) days may be necessary if PAI (on behalf of the Group Health Plan)
determines that, for reasons beyond the control of PAI, an extension is necessary. If an extension is
necessary, PAI will notify the Participant within the initial thirty (30) day time period that an
extension is necessary, the circumstances requiring the extension, and the date PAI expects to render
a determination. If the extension is necessary to request additional information, the extension notice
will describe the required information. The Participant will have at least forty-five (45) days to
provide the required information. If PAI does not receive the required information within the forty-
five (45) day time period, the claim will be denied. PAI will make its determination within fifteen
(15) days of receipt of the requested information, or, if earlier, the deadline to submit the
information. If PAI receives the requested information after the forty-five (45) days, but within two
hundred twenty-five (225) days, the claim will be reviewed as a first-level appeal. Reference the
Claims Filing and Appeal Procedures section, B. Appeal Procedures for an Adverse Benefit
Determination, for details regarding the appeals process.
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d. Concurrent Care Claim

The Participant will be notified if there is to be any reduction or termination in coverage for ongoing
care sufficiently in advance of such reduction or termination to allow the Participant time to appeal the
decision before the Benefits are reduced or terminated.

7. Notice of Determination

a. If the Participant’s claim is filed properly, and the claim is in part or wholly denied, the Participant will
receive notice of an Adverse Benefit Determination. This notice will:

i.  State the specific reason(s) for the Adverse Benefit Determination;
ii. Reference the specific Plan of Benefits provisions on which the determination is based:;

iii. Describe additional material or information, if any, needed to complete the claim and the reasons
such material or information is necessary;

iv. Describe the claims review procedures and the Plan of Benefits and the time limits applicable to
such procedures, including a statement of the Participant’s right to bring a civil action under section
502(a) of ERISA following an Adverse Benefit Determination on review;,

v. Disclose any internal rule, guideline, or protocol relied on in making the Adverse Benefit
Determination (or state that such information is available free of charge upon request); and,

vi. If the reason for denial is based on a lack of Medical Necessity, or Experimental or Investigational
services exclusion or similar limitation, explain the scientific or clinical judgment for the
determination (or state that such information will be provided free of charge upon request).

b. The Participant will also receive a notice if the claim is approved.

B. APPEAL PROCEDURES FOR AN ADVERSE BENEFIT DETERMINATION

1. The Participant has one hundred eighty (180) days from receipt of an Adverse Benefit Determination to file
an appeal. An appeal must meet the following requirements:

a. Anappeal must be in writing; and,
b. Anappeal must be sent (via U.S. mail or FAX) at the address or FAX number below:
Planned Administrators, Inc.
Attention: Appeals
P.O. Box 6927
Columbia, SC 29260
FAX 1-803-870-8012

c. The appeal request must state that a formal appeal is being requested and include all pertinent
information regarding the claim in question; and,

d. An appeal must include the Participant’s name, address, identification number and any other
information, documentation or materials that support the Participant’s appeal.

2. The Participant may submit written comments, documents, or other information in support of the appeal, and
will (upon request) have access to all documents relevant to the claim. A person other than the person who
made the initial decision will conduct the appeal. No deference will be afforded to the initial determination.

3. If the appealed claim involves an exercise of medical judgment, the Plan Sponsor will consult with an
appropriately qualified health care practitioner with training and experience in the relevant field of medicine.
If a health care professional was consulted for the initial determination, a different health care professional
will be consulted on the appeal.
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4. The final decision on the appeal will be made within the time periods specified below:
a. Pre-Service Claim

PAI (on behalf of the Group Health Plan) will decide the appeal within a reasonable period of time,
taking into account the medical circumstances, but no later than thirty (30) days after receipt of the
appeal.

b. Urgent Care Claim

The Participant may request an expedited appeal of an Urgent Care Claim. This expedited appeal request
may be made orally, and the Plan Sponsor will communicate with the Participant by telephone or
facsimile. The Plan Sponsor will decide the appeal within a reasonable period of time, taking into
account the medical circumstances, but no later than seventy-two (72) hours after receipt of the request
for an expedited appeal.

c. Post-Service Claim

PAI (on behalf of the Group Health Plan) will decide the appeal within a reasonable period of time, but
no later than sixty (60) days after receipt of the appeal.

d. Concurrent Care Claim

The Plan Sponsor will decide the appeal of Concurrent Care Claims within the time frames set forth in
the Claims Filing and Appeal Procedures section, B. Appeal Procedures for an Adverse Benefit
Determination, item 4 a.-c., depending on whether such claim also is a Pre-Service Claim, an Urgent
Care Claim or a Post-Service Claim.

5. Notice of Final Internal Appeals Determination

a. If a Participant’s appeal is denied in whole or in part, the Participant will receive notice of an Adverse
Benefit Determination.

1. State specific reason(s) for the Adverse Benefit Determination;
ii. Reference specific provision(s) of the Plan of Benefits on which the Benefit determination is based;

iii. State that the Participant 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 claim for Benefits;

iv. Disclose and provide any internal rule, guideline, or protocol relied on in making the Adverse
Benefit Determination

v. If the reason for an Adverse Benefit Determination on appeal is based on a lack of Medical
Necessity, or Experimental or Investigational services or other limitation or exclusion, explain the
scientific or clinical judgment for the determination (or state that such information will be provided
free of charge upon request); and

vi. Include a statement regarding the Participant’s right to bring an action under section 502(a) of
ERISA.

b. The Participant will also receive a notice if the claim on appeal is approved.

6. The Plan Sponsor may retain PAI to assist the Plan Sponsor in making the determination on appeal.
Regardless of its assistance, PAI is acting only in an advisory capacity and is not acting in a fiduciary
capacity. The Plan Sponsor at all times retains the right to make the final determination.
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CASE MANAGEMENT

*Case management is provided through a contract between PAI and Blue Cross Blue Shield of South Carolina.*
COMPREHENSIVE CASE MANAGEMENT

In the event of a serious or catastrophic illness or injury, this Plan of Benefits provides for a comprehensive case
management program. The comprehensive case management program is a patient-centered approach to developing a

comprehensive plan of cost-effective health care. The services provided under the case management program
include:

A. Evaluation and assistance for the Participant to help develop a plan of services to meet specific needs;
Assistance with obtaining unusual equipment or supply needs;

Assistance in home care planning and implementation;

Arrangements for needed nursing/caregiver services;

Providing help with assessment of rehabilitation needs and Provider arrangements;

TMmOoO O ®

Offering appropriate and effective alternative care/therapy suggestions for Mental Health Services and/or
Substance Abuse Services as determined by medical care review;

G. Monitoring and assuring treatment programs and interventions for Mental Health Services and/or Substance
Abuse Services; and

H. Functioning as an effective resource for information on treatment facilities and available care for Mental Health
Services and/or Substance Abuse Services.

The case management program is voluntary and will not provide Benefits in excess of those ordinarily available
under the Plan.

ALTERNATIVE TREATMENT PLAN UNDER CASE MANAGEMENT

In the course of the case management program, the Plan Administrator shall have the right to alter or waive the
normal provisions of this Plan of Benefits when it is reasonable to expect a cost-effective result without a sacrifice to
the quality of patient care.

Benefits provided under this section are subject to all other Plan of Benefits provisions. Alternative care will be
determined on the merits of each individual case, and any care or treatment provided will not be considered as
setting any precedent or creating any future liability with respect to that Participant or any other Participant. Nothing
contained in this Plan of Benefits shall obligate the Plan Administrator to approve an alternative treatment plan.
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MEDICAL SCHEDULE OF BENEFITS

This Schedule of Benefits and the Benefits described herein are subject to all terms and conditions of the Plan of
Benefits. In the event of a conflict between the Plan of Benefits and this Schedule of Benefits, the Schedule of
Benefits shall control. Capitalized terms used in this Schedule of Benefits have the meaning given to such terms in
the Plan of Benefits. Percentages stated are those paid by the Group Health Plan. Covered Expenses will be paid only
for Benefits that are Medically Necessary.

Benefit Year is from January 1% — December 31°.

Deductibles:

Benefit Year Deductible: $300 per Participant per Benefit Year at a Participating Provider, limited to
Benefits with an “*” indicate that the | $900 per family

Benefit Year Deductible is waived. $550 per Participant per Benefit Year at a Non-Participating Provider,

limited to $1,650 per family

Benefit Year Deductible and any Co-payments must be met before any Covered Expenses are paid. The Co-payment
for each Hospital Admission is $250 at a Participating Provider and $500 at a Non-Participating Provider.

Maximums:

Annual Out-of-Pocket Maximum: $3,000 per Participant and $6,000 per family at a Participating Provider

$6,500 per Participant and $13,000 per family at a Non-Participating
Provider

Allowed Amounts are paid at 100% after the Out-of-Pocket Maximum is
met.

Covered Expenses that are applied to the Out-of-Pocket Maximum shall
contribute to both the Participating and Non-Participating Provider Out-of-
Pocket Maximums.

Benefit Year Deductibles, Penalties and Co-payments do not contribute to
the Out-of-Pocket Maximum determination, nor does the percentage of
reimbursement change from the amount indicated on the Schedule of
Benefits.

Pre-Authorization Requirements:

¢ All Admissions require Pre-Authorization—If Pre-Authorization is not obtained for services at a Participating
Provider, room and board charges will be denied. Pre-Authorization for services at a Non-Participating Provider
is your responsibility, and you will be responsible for the first $1,000 if it is not obtained.
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INPATIENT HOSPITAL SERVICES:

Pre-Authorization required

Room and Board: 60%
Semi-private room rate: 80%
Private room rate: 90%
Skilled Nursing Facility: 80% 60%
Limited to 100 days per Benefit Year—Per Admission Co-pay
does not apply
Physical Rehabilitation Facility: 80% 60%
Intensive Care Unit, Cardiac Care Unit, Burn Unit: 80% 60%
Newborn Nursery: 80% 60%
Physician Expenses: 80% 60%
Radiology/Pathology Charges: 80% 60%
Mental Health or Substance Abuse: 80% 60%
Anesthesia: 80% 60%
Inpatient Prescription Drugs Only: 80% 60%
OUTPATIENT SERVICES: PPO: Non-PPO:
Hospital Surgical Services: 80% 60%
Hospital and Physician Charges: 80% 60%
Emergency Room Charges: $100 co-pay per visit, $100 co-pay per visit,
Co-pay waived if admitted then 80% then 60%
Pre-Admission Testing: 80% 60%
Anesthesia: 80% 60%
Cardiac Rehabilitation: 80% 60%
Mental Health or Substance Abuse: 80% 60%
Diagnostic X-ray, Laboratory, Pathology, and Radiology: 80% 60%
PHYSICIAN OFFICE SERVICES: PPO: Non-PPO:
Surgery: $25 co-pay, then *100% 60%
Physician Office Visit: $25 co-pay, then *100% 60%
Including Lab, X-ray, Pathology, Radiology, Supplies, Mental
Health, Substance Abuse, Injections, MRI, CT Scans or
Allergy Services
Allergy Injections: $25 co-pay, then *100% 60%
Co-pay applies with or without Office Visit
Birth Control Device Surgery: $25 co-pay, then *100% 60%
Includes Implanon, 1UD and Norplant
Radiology, Pathology, X-ray, Labs, Supplies, MRI, CT 80% 60%
Scans and Injections (other than Allergy Injections) billed
separate from Office Visit:
Note: Office Visit co-pay applies to all services rendered in a
physician’s office and billed by the physician. Lab, X-ray or
other services billed by another entity will be subject to
applicable deductible and coinsurance provisions.
Diagnostic Hearing Exam: $25 co-pay, then *100% 60%
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OTHER SERVICES: PPO: Non-PPO:
Chiropractic Care: 80% 60%
Limited to 24 visits per Benefit Year

Hospice Care: 80% 60%
Bereavement Counseling: *80% 80%
Limited to 3 visits within 12 months of death

Home Health Care: 80% 60%
Durable Medical Equipment (DME): 80% 60%
Prosthetics: 80% 60%
Second Surgical Opinion (not mandatory): *100% *100%
Human Organ/Tissue Transplants: 80% 60%
Pre-Authorization required

Ambulance: *80% *80%
Physical /Occupational/Speech Therapy: 80% 60%
Radiation Therapy and Chemotherapy: 80% 60%
Diagnostic Colonoscopies: 80% 60%
Orthotics: 80% 60%
Limited to initial appliance only

Maternity Care: 80% 60%
Private Duty Nursing: 80% 60%
Refractive Eye Surgery: 50% 50%
Includes Lasik, PRK, Radial Keratotomy and any similar

procedures Limited to lifetime maximum of $1,000 per eye

Wig after Chemotherapy: *80% *80%
All Other Benefits: 80% 60%

WELLNESS SERVICES:

Co-pay only applies if office visit is billed

Non-PPO:

Blue Cross and Blue Shield of S.C. Mammography Network

Provider:

Routine Mammogram:

Limited to one every 2 years for women age 40-50; one per
year for women over age 50; and one per year upon Physician’s
orders for women at risk.

*100%

Annual Physical Exam: $25 co-pay, then *100% *60%
Annual Gynecological Exam or Prostate Exam: $25 co-pay, then *100% *60%
Well-Child Care: $25 co-pay, then *100% *60%
Immunizations are covered at 100%, not subject to Benefit

Year deductible or co-pay up to age 6—FIlu shots are not

included

Routine Mammograms: *100% *60%
Limited to one every 2 years for women age 40-50; one per

year for women over age 50; and one per year upon Physician’s

orders for women at risk.

Routine Colonoscopies: $25 co-pay, then *100% *60%
Limited to one every 10 years for Participants age 50 or over

Routine Hearing Exams: $25 co-pay, then *100% *60%
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PRESCRIPTION DRUG BENEFITS

Prescription Drug Benefits are subject to all of the Prescription Drug Exclusions listed in this document.

Prescription Drugs are provided through the Magellan Rx Prescription Drug Program. Partners Rx uses the
Medispan defined drug/therapeutic classification for product coverage and exclusion. Prescription Drugs will be
covered in the following manner:

Participating Pharmacies:
Co-pay per prescription (30-day supply maximum per prescription):
Brand Name Drug 30% up to a maximum of $250 per prescription
Generic Drug $3 co-pay, then 100%

Participating Pharmacies:
Co-pay per prescription (90-day supply maximum available for Maintenance Drugs at all retail locations):
Brand Name Drug 20% up to a maximum of $250 per prescription
Generic Drug $6 co-pay, then 100%

Mail Service Pharmacy:
Co-pay per prescription (90-day supply maximum per prescription):
Brand Name Drug 20% up to a maximum of $250 per prescription
Generic Drug $6 co-pay, then 100%

All Specialty Drugs require Pre-Authorization. (limited to 30-day supply at retail and mail order
locations)

*Qver the counter Smoking deterrents are covered at the Generic co-pay.
*Anti-Obesity prescription drugs are covered.
*Contraceptives are covered to include injectables, orals, patches and 1UDs.

A Participant will pay the difference in price between the Brand Name Drug and its generic equivalent when
a brand name drug is dispensed (up to a maximum of $225). This differential is in addition to the Brand
Name co-payment. However, if there is no Generic bioequivalent available, there will be no additional cost of
the Participant (other than the Brand Name co-payment).

MEDICARE PART D NOTICE

The prescription benefits offered by this Benefit Plan are considered “Creditable” for purposes of the
CMS/Medicare Part D drug benefit option. This means that the Benefits offered by this Plan are generally the
same as, or better than, what would be available under an approved Part D drug option plan. The
determination that this Plan’s drugs coverage is “Creditable” is important. As such, if you participate in this
Plan’s prescription drug Benefit program, and are also eligible for CMS/Medicare coverage but do not elect a
CMS/Medicare Part D option, CMS/Medicare will not penalize you with higher premiums should you elect to
participate in such a program in the future.

It is important to note that the “Creditable” coverage provided by this Plan could be forfeited in the event
there is a break in coverage of 63 days or more before enrolling in an approved Part D plan.
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MEDICAL BENEFITS

A. Payment

The payment of Covered Expenses for Benefits is subject to all terms and conditions of the Plan of Benefits and the
Schedule of Benefits. In the event of a conflict between the Plan of Benefits and the Schedule of Benefits, the
Schedule of Benefits controls. Covered Expenses will be paid only for Benefits:

1. Performed or provided on or after the Participant Effective Date; and
2. Performed or provided prior to termination of coverage; and

3. Provided by a Provider, within the scope of his or her license; and

4

For which the required Pre-Admission Review, Emergency Admission Review, Pre-Authorization and/or
Continued Stay Review has been requested and Pre-Authorization was received from PAI (the Participant should
refer to the Schedule of Benefits for services that require Pre-Authorization); and

5. That are Medically Necessary; and
6. That are not subject to an exclusion of this Plan of Benefits; and

7. After the payment of all required Benefit Year Deductibles, Coinsurance and Co-payments.

o8]

. Specific Covered Benefits

If all of the following requirements are met, the Group Health Plan will provide the Benefits described in this
section;

1. All of the requirements of this Benefits Section must be met; and

2. The Benefit must be listed in this section; and

3. The Benefit (separately or collectively) must not exceed the dollar amount or other limitations contained on the
Schedule of Benefits; and

4. The Benefit must not be subject to one or more of the exclusions set forth in the Exclusions and Limitations
Section.

The Group Health Plan will provide the following Benefits:

1. Covered Expenses for ambulance transportation (including air ambulance when necessary) when used:

A. Locally to or from a Hospital providing Medically Necessary services in connection with an accidental
injury or that is the result of an Emergency Medical Condition; and

B. To or from a Hospital in connection with an Admission.

In some cases, emergency transportation by an Air Ambulance may qualify as ambulance service. Air
Ambulance service must be Medically Necessary. Medical Necessity is established when the patient’s condition
is such that the use of any other method of transportation is contraindicated. All Air Ambulance services will be
individually considered for Medical Necessity, and prior authorization should be obtained if possible.

2. Covered Expenses made by an Ambulatory Surgical Center or minor emergency medical clinic.

3. Covered Expenses for the cost and administration of an anesthetic; however, anesthesia rendered by the
attending surgeon or his/her assistant is excluded.

4. Covered Expenses for artificial limbs or breast prosthesis, to replace body parts when the replacement is
necessary because of physiological changes.

5. When an assistant surgeon is required to render technical assistance at an operation, the eligible expense for
such services shall be limited to 20% of the Allowed Amount of the surgical procedure.
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9.

10.
11.

12.

13.

14.

15.

16.

17.

18.

Covered Expenses incurred for the treatment of Autism.

Blood transfusions, including cost of blood, blood plasma, blood plasma expanders and other blood products
not donated or replaced by a blood bank.

Phase Il cardiac rehabilitation (to improve a patient’s tolerance for physical activity or exercise) will be
covered under a medically supervised and controlled reconditioning program.

Covered Expenses for chiropractic care.

Initial contact lenses or one pair of eyeglasses required following cataract surgery;
Covered Expenses for cosmetic surgery, only for the following situations:

A. When the malappearance or deformity is due to a congenital anomaly; or

B. When due solely to surgical removal of all or part of the breast tissue because of an injury or illness to the
breast; or

C. When required for the medical care and treatment of a cleft lip and palate.

Coverage for the proposed cosmetic surgery or treatment must be Pre-Authorized by the Medical Review
Department prior to the date of that surgery or treatment.

Charges for CRNAs and Supervising Medical Doctors will be a Covered Charge subject to the following
provisions:

A. The Allowed Amount for a CRNA will be 50% of the PPO re-priced amount for the MD Anesthesiologist,
subject to all other Plan and modifier limitations.

B. If the MD Anesthesiologist is not a PPO, then the CRNA Allowed Amount will be equal to 50% of the
UCR for the MD Anesthesiologist, subject to all other Plan and modifier limitations.

C. Charges for the Supervising MD will be limited to 50% of the PPO re-priced amount for the MD
Anesthesiologist working independently.

Covered Expenses for Prescription Drugs requiring a written prescription of a licensed Physician; such drugs
must be necessary for the treatment of an illness or injury.

Covered Expenses for Durable Medical Equipment (such as renal dialysis machines, resuscitators or Hospital-
type beds), required for temporary therapeutic use in the Participant’s home by an individual patient for a
specific condition when such equipment ordinarily is not used without the direction of a Physician. If such
equipment is not available for rent, the monthly payments toward the purchase of the equipment may be
approved by the Plan supervisor. Benefits will be reduced to standard equipment allowances when deluxe
equipment is used. The rental or purchase Benefits cannot exceed the purchase price of the equipment.

Covered Expenses for electrocardiograms, electroencephalograms, pneumoencephalograms, basal metabolism
tests or similar well-established diagnostic tests generally approved by Physicians throughout the United States.

Covered Expenses for Pre-Authorized Home Health Care when rendered to a homebound Participant in the
Participant’s current place of residence.

Covered Expenses for Pre-Authorized Hospice Care provided in an inpatient or outpatient setting. Bereavement
counseling covered for up to three visits for any combination of family members within 12 months of death.

Hospital Covered Expenses for:

A. Daily room and board charges in a Hospital, not to exceed the daily semiprivate room rate (charges when a
Hospital private room has been used will be reimbursed at the average semiprivate room rate in the facility).
Hospitals with all private rooms will be allowed at 100% of the prevailing private room rate;

B. The day on which a Participant leaves a Hospital or Skilled Nursing Facility, with or without permission, is
treated as the discharge day and will not be counted as an inpatient care day, unless he returns to the Hospital
by midnight of the same day. The day the Participant returns to the Hospital or Skilled Nursing Facility is
treated as the Admission day and is counted as an inpatient care day. The days during which the Participant
is not physically present for inpatient care are not counted as inpatient days;
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19.

20
21
22
23

24.

25.

26.

C. Confinement in an intensive care unit, cardiac care unit or burn unit;

D. Miscellaneous Hospital services and supplies during Hospital confinement if such charges should not have
been included in the underlying Hospital charge (as determined by the Plan);

E. Inpatient charges for well Newborn Care for nursery room and board and for professional service. Eligible
expenses will be subject to the fee schedule rates for pediatric services and circumcision; and

F. Outpatient Hospital services and supplies and emergency room treatment.
Charges for Human Organ or Tissue Transplants subject to the following limits:
A. The transplant must be performed to replace an organ or tissue of the participant.

B. If the organ or tissue donor is a participant and the recipient is not, then the Plan will cover donor organ or
tissue charges for:

i. Evaluating the organ or tissue;
ii. Removing the organ or tissue from the donor.

The Plan will always pay secondary to any other coverage for the organ or tissue donor, however, if no
coverage is available for the donor then benefits will be considered under the recipient’s coverage and
subject to the recipient’s deductible and coinsurance. If the donor and recipient are both covered under this
Plan the donor’s charge will be considered as incurred by the recipient.

This Plan will not pay benefits for Travel or Lodging expenses.

Transplant arrangements are often assisted by Utilization Review, and at times Transplant facilities
may or may not participate in one of the approved Preferred Provider Organizations (PPO). If the
Utilization Review Coordinator assists in arranging services with an out-of-network facility (and
usually is able to negotiate a discount in the process) then network benefit levels will be utilized when
benefit payments are issued. If, however, Utilization review approves the Transplant procedure, but
the patient chooses to have the service rendered in a non-network facility that is other than that
recommended by Utilization review, then the benefits will be paid at the out-of-network benefit level.

Pre-Authorization by Cost Management/Utilization Review is mandatory for Transplant Coverage to
be in effect (except for Cornea transplants).

Routine mammograms. Non-routine mammograms are covered when Medically Necessary.
Expenses for maternity care for Employee and covered Dependents.
Any expenses incurred in obtaining medical records in order to substantiate Medical Necessity.

Covered Expenses for dressings, sutures, casts, splints, trusses, crutches, pacemakers, braces (not dental braces)
or other Medical Supplies determined by the Plan to be appropriate for treatment of an illness or injury.

Covered Expenses for Mental Health Services if rendered by a licensed medical Physician (M.D.), licensed
psychologist (Ph.D.), clinical psychologist, licensed masters social worker or licensed professional counselor.
Expenses for Psychological Testing are also covered.

Covered Expenses for newborn care. The Plan of Benefits will comply with the terms of the Newborns’ and
Mothers’ Health Protection Act of 1996. The Plan of Benefits will not restrict Benefits for any length of Hospital
stay in connection with childbirth for the mother or newborn child to less than forty-eight (48) hours following a
vaginal delivery (not including the day of delivery), or less than ninety-six (96) hours following a cesarean
section (not including the day of surgery). Nothing in this paragraph prohibits the mother’s or newborn’s
attending Provider, after consulting with the mother, from discharging the mother or her newborn earlier than the
specified time frames or from requesting additional time for hospitalization. In any case, PAl may not require
that a Provider obtain authorization from PAI for prescribing a length of stay not in excess of forty-eight (48) or
ninety-six (96) hours as applicable. However, Pre-Authorization is required to use certain Providers or facilities,
or to reduce out-of-pocket costs.

Covered Expenses for the treatment and services rendered by an occupational therapist in a home setting, at a
facility or institution whose primary purpose is to provide medical care for an illness or injury, or at a free-
standing outpatient facility.
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27. Charges for Injury to or care of the mouth, teeth, gums and alveolar processes will be Covered Expenses only if
that care is for the following oral surgical procedures:

A. Emergency repair due to Injury to sound natural teeth;

B. Surgery needed to correct accidental injuries to the jaws, cheeks, lips, tongue, floor and roof of the mouth;
and

C. Excision of tumors and cysts of the jaws, cheeks, lips, tongue, roof and floor of the mouth when a lab exam
is required; excision of benign bony growths of the jaw and hard palate; external incision and drainage of
cellulitis and incision of sensory sinuses, salivary glands or ducts.

28. The initial purchase and fitting of orthotic appliances such as braces, splints or other appliances which are
required for support for an injured or deformed part of the body as a result of a disabling congenital condition or
an Injury or Sickness that occurred while covered under the plan. Replacement or repair will be covered only if it
is necessary due to a change in the person’s physical condition or it is less costly to buy a replacement rather
than repair the existing equipment or rent like equipment.

29. Covered Expenses for oxygen and other gases and their administration.

30. Covered Expenses incurred for Admission in a physical rehabilitation facility or Skilled Nursing Facility, for
participation in a multidisciplinary team-structured rehabilitation program following severe neurologic or
physical impairment. The Participant must be under the continuous care of a Physician, and the attending
Physician must certify that the individual requires nursing care 24 hours a day. Nursing care must be rendered by
a registered nurse or a licensed vocational or practical nurse. The confinement cannot be primarily for
domiciliary, custodial, personal-type care, care due to senility, alcoholism, drug abuse, blindness, deafness,
mental deficiency, tuberculosis or Mental Disorders.

31. Covered Expenses for the treatment or services rendered by a physical therapist in a home setting, a facility or
institution whose primary purpose is to provide medical care for an illness or injury, or at a free-standing duly
licensed outpatient therapy facility.

32. Covered Expenses for the services of a Physician for medical care and/or surgical treatments including office,
home visits, Hospital inpatient care, Hospital outpatient visits/exams, clinic care, and surgical opinion
consultations, subject to the following:

In-Hospital medical service consists of a Physician’s visit or visits to a Participant who is a registered bed-
patient in a Hospital or Skilled Nursing Facility for treatment of a condition other than that for which surgical
service or obstetrical service is required, as follows:

A. In-Hospital medical Benefits will be provided, limited to one visit per specialty per day;
B. In-Hospital medical Benefits in a Skilled Nursing Facility;

C. When two or more Physicians, within the same study, render in-Hospital medical services at the same time,
payment for such service will be made only to one Physician; and

D. Concurrent medical/surgical care Benefits for in-Hospital medical service in addition to Benefits for surgical
service will be provided only:

i.  When the condition for which in-Hospital medical service requires medical care not related to Surgical
or obstetrical service and does not constitute a part of the usual, necessary and related pre-operative and
postoperative care but requires supplemental skills not possessed by the attending surgeon or his
assistant; or

ii. When a Physician other than a surgeon admits a Participant to the Hospital for medical treatment and it
later develops that surgery becomes necessary, such Benefits cease on the date of surgery for the
admitting Physician and become payable under the surgeon only; or

iii. When the surgical procedure performed is designated by the Plan supervisor as a “warranted diagnostic
procedure” or as a “minor surgical procedure.”

33. Pre-Admission testing for a scheduled Admission when performed on an outpatient basis prior to such
Admission. The tests must be in connection with the scheduled Admission and are subject to the following:
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35.
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40.

A. The tests must be made within seven (7) days prior to Admission; and

B. The tests must be ordered by the same Physician who ordered the Admission and must be Medically
Necessary for the illness or injury for which the Participant is subsequently admitted to the Hospital.

Covered Expenses for Private Duty Nursing Care by a licensed nurse (R.N., L.P.N. or L.V.N.) as follows:

A. Inpatient Nursing Care: Charges are covered only when care is Medically Necessary or not Custodial in
nature and the Hospital’s Intensive Care Unit is filled or the Hospital has no Intensive Care Unit.

B. Outpatient Nursing Care: Charges are covered only when care is Medically Necessary and not Custodial in
nature. The only charges covered for Outpatient nursing care are those covered under Home Health Care and
does not include outpatient private duty nursing care on a 24 hour shift basis.

Covered Expenses for radiation therapy or treatment, and chemotherapy.

Expenses for a Second Opinion (Not Mandatory). The Second Opinion must be rendered by a board-certified
surgeon who is not professionally or financially associated with the Physician or the surgeon who rendered the
first surgical opinion. The surgeon who gives the second surgical opinion may not perform the surgery. If the
Second Opinion is different from the first, a third opinion also will be payable, provided the opinion is obtained
before the procedure is performed. The conditions that apply to a Second Opinion also apply to any third
surgical opinion.

Fees of a licensed speech therapist for restorative speech therapy for speech loss or impairment due to:

A. Surgery for correction of a congenital condition of the oral cavity, throat or nasal complex (other than a
frenulectomy); or

B. Aninjury or illness.

Covered Expenses for Substance Abuse treatment will be payable if rendered by a licensed medical Physician
(M.D.), licensed psychologist (Ph.D.), clinical psychologist, licensed masters social worker or licensed
professional counselor. Services or charges for Detoxification are also covered.

Covered Expenses for surgical procedures, subject to the following:

A. If two or more operations or procedures are performed at the same surgical approach, the total amount
covered for the operations or procedures will be payable for the major procedure only, or Benefits will be
payable according to the recommendations of the Medical Review Department;

B. If two or more operations or procedures are performed at the same time, through different surgical openings
or by different surgical approaches, the total amount covered will be paid according to the Allowed Amount
for the operation or procedure bearing the highest allowance, plus one half of the Allowed Amount for all
other operations or procedures performed,;

C. If an operation consists of the excision of multiple skin lesions, the total amount covered will be paid
according to the Allowed Amount for the procedure bearing the highest allowance, 50 percent (50%) for
procedures bearing the second- and third-highest allowance, 25 percent (25%) for procedures bearing the
fourth- through the eighth-highest allowance, and 10 percent (10%) for all other procedures;

D. If an operation or procedure is performed in two or more steps or stages, coverage for the entire operation or
procedure will be limited to the allowance for such operation or procedure;

E. If two or more Physicians perform operations or procedures in conjunction with one another, other than as
an assistant at surgery or anesthesiologist, the allowance, subject to the above paragraphs, will be prorated
between them by the Plan supervisor when so required by the Physician in charge of the case; and

F. Certain surgical procedures, which are normally exploratory in nature, are designated as “independent
procedures” by the Plan supervisor, and the Allowed Amount is covered when such a procedure is
performed as a separate and single entity. However, when an independent procedure is performed as an
integral part of another surgical service, the total amount covered will be paid according to the Fee Schedule
for the major procedure only.

Covered Expenses for hyperalimentation or total parenteral nutrition (TPN) for person recovering from or
preparing for surgery.
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41. Covered Expenses for services for voluntary sterilization for Participants.
42. Charges associated with the initial purchase of a wig after chemotherapy.

43. Covered Expenses for x-rays, microscopic tests, and laboratory tests.
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MEDICAL EXCLUSIONS AND LIMITATIONS

Notwithstanding any provision of the Plan to the contrary, if the Plan generally provides Benefits for a type of
injury, then in no event shall a limitation or exclusion of Benefits be applied to deny coverage for such injury
if the injury results from an act of domestic violence or a medical condition (including both physical and
mental health conditions), even if the medical condition is not diagnosed before the injury.

1. Any service or supply that is not Medically Necessary.

2. Charges incurred as a result of declared or undeclared war or any act of war or caused during service in the
armed forces of any country.

3. Professional services billed by a Physician or nurse who is an employee of a Hospital or Skilled Nursing
Facility and paid by the Hospital or facility for the service.

4. Travel expenses, whether or not recommended by a Physician.

5. Any medical social services, recreational or Milieu Therapy, education testing or training, except as part of
Pre-Authorized Home Health Care or Hospice Care program.

6. Nutritional counseling or vitamins, food supplements, and other dietary supplies even if the supplements
are ordered or prescribed by a Physician. Exceptions to this exclusion are noted under the Medical Schedule of
Benefits and the Prescription Drug Benefits section.

7. Services, supplies or charges for pre-marital and pre-employment physical examinations.

8. Any service or supply for which a Participant is entitled to receive payment or Benefits (whether such payment
or Benefits have been applied for or paid) under any law (now existing or that may be amended) of the United
States or any state or political subdivision thereof, except for Medicaid. These include, but may not be limited to,
Benefits provided by or payable under workers’ compensation laws, the Veteran’s Administration for care
rendered for service-related disability, or any state or federal Hospital services for which the Participant is not
legally obligated to pay. This exclusion applies if the Participant receives such Benefits or payments in whole or
in part, and is applied to any settlement or other agreement regardless of how it is characterized and even if
payment for medical expenses is specifically excluded.

9. Services to the extent that the Participant is entitled to payment or Benefits under any state or federal program
that provides health care benefits, including Medicare, but only to the extent that Benefits are paid or are payable
under such programs.

10. Charges incurred for which the Participant is not in the absence of this coverage legally obligated to pay or for
which a charge would not ordinarily be made in the absence of this coverage.

11. Any illness you get or injury you receive while committing or attempting to commit a crime, felony or
misdemeanor or while engaging or attempting to engage in an illegal act or occupation.

12. Any service (other than Substance Abuse Services), medical supplies, charges or losses resulting from a
Participant being Legally Intoxicated or under the influence of any drug or other substance, or taking some
action the purpose of which is to create a euphoric state or alter consciousness. The Participant, or Participant’s
representative, must provide any available test results showing blood alcohol and/or drug/substance levels upon
request. If the Participant refuses to provide these test results, no Benefits will be provided.

Legal Intoxication or Legally Intoxicated means the Participant’s blood alcohol level was at or in excess of the
amount established under applicable state law to create a presumption and/or inference that the Participant was
under the influence of alcohol, when measured by law enforcement or medical personnel.

13. Services and supplies received as the result of any intentionally self-inflicted injury that does not result from a
medical condition or domestic violence.

14. Charges incurred for services or supplies that constitute personal comfort or beautification items, such as
television or telephone use.
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All cosmetic procedures and any related medical supplies, in which the purpose is improvement of appearance
or correction of deformity without restoration of bodily function. Examples of services that are cosmetic and are
not covered are: rhinoplasty (nose); mentoplasty (chin), rhytidoplasty (face lift); surgical planing
(dermabrasion); and blepharoplasty (eyelid).

Charges for custodial care, including sitters and companions.

Charges for services, supplies, or treatment not commonly and customarily recognized throughout the
Physician’s profession or by the American Medical Association as generally accepted and Medically Necessary
for the Participant’s diagnosis and/or treatment of the Participant’s illness or injury; or charges for procedures,
surgical or otherwise, which are specifically listed by the American Medical Association as having no medical
value.

Any Medical Supplies or services rendered by a Participant to himself or herself or by a Participant’s immediate
family (parent, Child, spouse, brother, sister, grandparent or in-law).

Charges for inpatient confinement, primarily for x-rays, laboratory, diagnostic study, physiotherapy,
hydrotherapy, medical observation, convalescent, custodial or rest care, or any medical examination or test not
connected with an active illness or injury, unless otherwise provided under any preventable care covered
under this Plan of Benefits.

Charges incurred for treatment on or to the teeth, the nerves or roots of the teeth, gingival tissue or alveolar
processes.

Treatment of infertility (including the reversal of voluntary sterilization).

Experimental or Investigational services, including surgery, medical procedures, devices or drugs. The Group
Health Plan reserves the right to approve, upon medical review, non-labeled use of chemotherapy agents that
have been approved by the Federal Drug Administration (FDA) for cancer.

Charges incurred for treatment or supplies of weak, strained, or flat feet, instability or imbalance of the feet,
treatment of any tarsalgia, metatarsalgia or bunion (other than operations involving the exposure of bones,
tendons or ligaments), cutting or removal by any method of toenails or superficial lesions of the feet, including
treatment of corns, calluses and hyperkeratoses, unless needed in treatment of a metabolic or peripheral-vascular
disease.

Charges for custom molded inserts and/or orthotics, other than the initial appliance, unless needed in
treatment of a metabolic or peripheral-vascular disease.

Charges for maintenance care. Unless specifically mentioned otherwise, the Plan of Benefits does not provide
benefits for services and supplies intended primarily to maintain a level of physical or mental function.

Any service or supply rendered to a Participant for the treatment of obesity or for the purpose of weight
reduction. This includes all procedures designed to restrict the Participant’s ability to assimilate food; for
example, gastric bypass, the insertion of gastric bubbles, the wiring shut of the mouth, and any other procedure
the purpose of which is to restrict the ability of the Participant to take in food, digest food or assimilate nutrients.
Also excluded are services, supplies or charges for the correction of complications arising from weight control
procedures, services, supplies or charges, such as procedures to reverse any restrictive or diversionary
procedures and such reconstructive procedures as may be necessitated by the weight loss produced by these non-
covered restrictive or diversionary procedures, except as specified on the Schedule of Benefits. Examples of
such reconstructive procedures include, but are not limited to, abdominal panniculectomy and removal of
excessive skin from arms, legs or other areas of the body. Membership fees to weight control programs are also
excluded.

Any service or treatment for complications resulting from any non-covered procedures.

Any service or supply rendered to a Participant for the diagnosis or treatment of sexual dysfunction (including
impotence) except when Medically Necessary due to an organic disease. This includes, but is not limited to,
drugs, laboratory and x-ray tests, counseling, transsexual procedures or penile prostheses necessary due to any
medical condition.

Any charges for elective abortions, except for abortion performed in accordance with federal Medicaid
guidelines.
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30.

3L

32.
33.

34.
35.
36.

37.
38.
39.

40.

41.

42.

43.

No charge will be covered under Medical Benefits for dental and oral surgical procedures involving
orthodontic care of the teeth, periodontal disease and preparing the mouth for the fitting of or continued use of
dentures.

Charges not included as part of a Hospital bill for autologous blood donation that involves collection and
storage of a patient’s own blood prior to elective surgery.

Charges incurred for take-home drugs upon discharge from the Hospital.

Spare items of the nature of braces of the leg, arm, back and neck, artificial arms, legs or eyes, lenses for the
eye, or hearing aids, unless needed due to physiological changes.

Care and treatment of hair loss.
Exercise programs for treatment of any condition.

Air conditioners, air-purification units, humidifiers, allergy-free pillows, blanket or mattress covers, electric
heating units, swimming pools, orthopedic mattresses, exercising equipment, vibratory equipment, elevators or
stair lifts, blood pressure instruments, stethoscopes, clinical thermometers, scales, elastic bandages or stockings,
wigs, non-Prescription Drugs and medicines, first aid supplies and non-Hospital adjustable beds.

Acupuncture or hypnosis, except when performed by a Physician in lieu of anesthesia.
Care and treatment for sleep apnea, unless Medically Necessary.

Treatment of dysfunctional conditions related to the muscles of mastication, malpositions or deformities of the
jaw bone(s), orthognathic deformities, or temporomandibular joint (TMJ) disorders.

Charges that exceed any Benefit limitations stated in the Medical Schedule of Benefits of this Plan
document.

Admissions or portions thereof for custodial care or long-term care including:
A. Restcares;
B. Long-term acute or chronic psychiatric care;

C. Care to assist a Participant in the performance of activities of daily living (including, but not limited to:
walking, movement, bathing, dressing, feeding, toileting, continence, eating, food preparation and taking
medication);

D. Careinasanitarium;
Custodial or long-term care; or

Psychiatric or Substance Abuse residential treatment, including: residential treatment centers; therapeutic
schools; wilderness/boot camps; therapeutic boarding homes; halfway houses; and therapeutic group homes.

Counseling and psychotherapy services for the following conditions are not covered:
Feeding and eating disorders in early childhood and infancy;

Tic disorders, except when related to Tourette’s disorder;

Elimination disorders;

Mental disorders due to a general medical condition;

Sexual function disorders;

Sleep disorders;

Medication-induced movement disorders; or

I & mmoow>»

Nicotine dependence, unless specifically listed as a covered Benefit in the Plan of Benefits or on the Medical
Schedule of Benefits.

Medical supplies, services or charges for the diagnosis or treatment of sexual and gender identity disorders,
personality disorders, learning disorders, dissociative disorders, developmental speech delay, communication
disorders, developmental coordination disorders, mental retardation or vocational rehabilitation.
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45,

46.

47.
48.

49.

50.

51.

52.

53.

54.

55.
56.

Error. Charges for care, supplies, treatment, and/or services that are required to treat injuries that are sustained
or an illness that is contracted, including infections and complications, while the Participant was under, and due
to , the care of a Provider wherein such illness, injury, infection or complication is not reasonably expected to
occur. This exclusion will apply to expenses directly or indirectly resulting from the circumstances of the course
of treatment that, in the opinion of the Plan Administrator, in its sole discretion, unreasonably gave rise to the
expense.

Charges for services that are not reasonable, not Medically Necessary, are not Usual and Customary, and/or are
in excess of the Maximum Allowable Charge (See definition of Maximum Allowable Charge for application
when utilizing PPO network discounts).

Foreign travel. Care, treatment or supplies out of the U.S. if travel is for the sole purpose of obtaining medical
services (unless Medically Necessary as determined by the Plan Administrator and approved in advance).

Charges for care, supplies, treatment, and/or services for expenses actually incurred by other persons.

Charges for care, supplies, treatment, and/or services for Injuries resulting from negligence, misfeasance,
malfeasance, nonfeasance or malpractice on the part of any licensed Physician.

All charges in connection with treatments or medications where the patient either is in non-compliance with or
is discharged form a Hospital or Skilled Nursing Facility against medical advice.

Care, treatment, services or supplies not recommended and approved by a Physician; or treatment, services or
supplies when the Participant is not under the regular care of a Physician. Regular care means ongoing medical
supervision or treatment which is appropriate care for the Injury or Sickness.

Treatments and supplies which are not specified as covered under this Plan.

Care and treatment billed by a Hospital for non-medical emergency admissions on a Friday or Saturday. This
does not apply if surgery is performed within 24 hours of admission.

Charges for Orthognathic surgery.

Subrogation, Reimbursement, and/or Third Party Responsibility. Charge for care, supplies, treatment, and
for services of an Injury or Sickness not payable by virtue of the Plan’s subrogation, reimbursement, and/or third
party responsibility provisions.

Excision of wholly or partly unerupted impacted teeth.
Prescription Drug Exclusions. The following are not covered under this Plan of Benefits:

A. Therapeutic devices or appliances, including hypodermic needles, syringes, support garments, ostomy
supplies and non-medical substances regardless of intended use;

Any over-the-counter medication, unless specified otherwise;
Prescription Drugs that have not been prescribed by a Physician;
Prescription Drugs not approved by the Food and Drug Administration;

Prescription Drugs for non-covered therapies, services, or conditions;

mmo o w

Prescription Drug refills in excess of the number specified on the Physician’s prescription order or
Prescription Drug refills dispensed more than one (1) year after the original prescription date;

G. Unless different time frames are specifically listed on the Schedule of Benefits more than a thirty (30) day
supply for Prescription Drugs (ninety (90) day supply for Prescription Drugs obtained through a Mail
Service Pharmacy);

H. Any type of service or handling fee (with the exception of the dispensing fee charged by the pharmacist for
filling a prescription) for Prescription Drugs, including fees for the administration or injection of a
Prescription Drug;

I.  Dosages that exceed the recommended daily dosage of any Prescription Drug as described in the current
Physician’s Desk Reference or as recommended under the guidelines of the Pharmacy Benefit Manager,
whichever is lower;
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Prescription Drugs administered or dispensed in a Physician’s office, Skilled Nursing Facility, Hospital or
any other place that is not a Pharmacy licensed to dispense Prescription Drugs in the state where it is
operated,;

Prescription Drugs for which there is an over-the-counter equivalent and over-the-counter supplies or
supplements;

Prescription Drugs that are being prescribed for a specific medical condition that is not approved by the
Food and Drug Administration for treatment of that condition (except for Prescription Drugs for the
treatment of a specific type of cancer, provided the drug is recognized for treatment of that specific cancer in
at least one standard, universally accepted reference compendia or is found to be safe and effective in formal
clinical studies, the results of which have been published in peer-reviewed professional medical journals);

. Prescription Drugs that are not consistent with the diagnosis and treatment of a Participant’s illness, injury or

condition, or are excessive in terms of the scope, duration, dosage or intensity of drug therapy that is needed
to provide safe, adequate and appropriate care;

Prescription Drugs to enhance physical growth or athletic performance or appearance;
Prescription Drugs that are immunization agents or biological sera;
Prescription Drugs or services that require Pre-Authorization by PAI and Pre-Authorization is not obtained;

Prescription Drugs for injury or disease that are paid by workers’ compensation benefits (if a workers’
compensation claim is settled, it will be considered paid by workers’ compensation benefits); and

Prescription Drugs that are not Medically Necessary.

57. Home Health Care Exclusions. The following are excluded from coverage under the Home Health Care
Benefit:

A

C.

Services and supplies not included in the Medical Schedule of Benefits, but not limited to, general
housekeeping services and services for custodial care; and

Services of a person who ordinarily resides in the home of the Participant, or is a Participant’s immediate
family member (parent, Child, spouse, brother, sister, grandparent or in-law); and

Transportation services.

Notwithstanding the above exclusions, in the event that, after review of the medical records, other
documentation, and case notes, the health care management medical director (or similarly titled position) of
PAI, deems a plan of treatment and procedures are appropriate care for a Participant, the Plan shall deem
the cost of the plan of treatment and procedures a Covered Expense.
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Eligibility:

Waiting Period:

ELIGIBILITY FOR COVERAGE

Coverage for new Employees will commence on the first day of the month
following 60 days of continuous employment.

Annual Enrollment:

Month of March for a May 1°* effective date

Actively at Work:
Minimum hours per week:

At least 30 full-time hours per week

Pre-Existing Condition Exclusion
Period:

Applies only to claims with dates of
service prior to June 1, 2014

Each Participant age 19 or older may serve a twelve-month Pre-Existing
Condition Exclusion Period, less any Creditable Coverage the Participant
can provide. Any Participant who is a Late Enrollee will serve an eighteen-
month Pre-Existing Condition Exclusion Period. See the Eligibility for
Coverage section for information on qualifying for Special Enrollment.

Dependent Child, in addition to
meeting the requirements contained
in the Plan of Benefits; the maximum
age limitation to qualify as a
Dependent Child is:

An Employee may cover a Dependent Child up to age 26. Coverage will
end for the Dependent Child on their 26™ birthday.

The column to the right identifies
other group classifications, as defined
by the Plan Sponsor, that also may
participate in the Plan of Benefits:

Council Members (not subject to the 30 full-time hours per week minimum)

Retirees subject to the provisions below in Item B.

Note: Retirees and their dependents who are under age 65, and not eligible
for Medicare, will be subject to the same benefit levels as active employees
and their dependents.

Note: Retirees hired after July 1, 2010 will not be eligible to participate
in this Plan except through COBRA.

The column to the right identifies
other group classifications, as defined
by the Plan Sponsor, that may not
participate in the Plan of Benefits:

Seasonal or Temporary Employees
Post 65 Retirees and Medicare Eligible Individuals

Coverage for Participants will terminate the last day of the month in which employment is terminated or the
end of the period for which the required premium has been paid.

A. ELIGIBILITY

1. Every Employee who is Actively at Work and who has completed the Waiting Period on or after the Plan
Sponsor Effective Date is eligible to enroll (and to enroll his or her Dependents) for coverage under this Plan

of Benefits.

2. If an Employee is not Actively at Work or has not completed the Waiting Period, such Employee is eligible
to enroll (and to enroll his or her Dependents) beginning on the next day that the Employee is:

a. Actively at Work; and

b. Has completed the Waiting Period.

3. Dependents are not eligible to enroll for coverage under Plan of Benefits without the sponsorship of an
Employee who is enrolled under this Plan of Benefits.

4. Probationary periods and/or contribution levels will not be based on any factor that discriminates in favor of
higher-wage employees as required under the ACA.
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B. ELIGIBLE CLASSES OF EMPLOYEES

All Active and Retired Employees of the Plan Sponsor. Employees at Oconee County will be eligible to receive
retiree coverage as follows:

1. For Retirees who leave employment prior to May 1, 2007:

a. The employee must have been employed with Oconee County at least five years, but less than 10 and
accepted by the SC State Retirement System as disabled. Further, the retiree will be required to pay the
full cost of the insurance premiums to the county at the time of retirement. If an employee is accepted as
disabled with the SC Retirement System and Social Security, the employee and spouse (if covered under
the county plan) must elect, and keep in force, Medicare Parts A & B. If the employee is not accepted as
disabled by Social Security within 25 months, coverage under the County insurance plan will be
cancelled. However, coverage under the County plan may be reinstated if accepted by Social Security as
disabled within a 36 month period of the original disability claim date, relating to the original cause of
disability, and coverage was maintained under COBRA for any period beyond the initial 25 months.

b. An employee retiring from Oconee County with at least 10 year of service with Oconee County and age
60, but less than 28 years of service with the County and the SC Retirement Service may retain the
County insurance plan at the reduced premium of the County at the time of retirement, however, the
employee and spouse (if covered under the county plan), must elect, and keep in force, both Medicare
Parts A&B when eligible.

c. An employee retiring from Oconee County with 28 years of service with the County and the SC
Retirement System or at least 25 years of service with Oconee County and the SC Police Officers
Retirement System shall retain the County insurance benefits (employee only) at reduced cost to the
employee, however, the employee and spouse (if covered under the county plan), must elect, and keep in
force, both Medicare Parts A & B when eligible.

d. All current retirees (disabled and regular) listed before December 1, 2001, are hereby granted
“grandfather status”. Additionally, as of May 1, 2005 there were several retirees with Dependent
Children covered under the Plan. These retiree dependents are “grandfathered” for this coverage.
However, from this point forward, no other Dependent Children will be eligible for coverage, and once
the Dependent Children currently covered are no longer on the Plan, they will not be eligible to become
covered again as Dependents.

2. For retirees who leave employment on or after May 1, 2007:

Retirees will be eligible to continue participation with the Plan (including their spouses) under the following
circumstances:

a. The employee must have been employed with Oconee County for at least 20 years. To remain covered
the retiree must pay all applicable premiums and elect Medicare Parts A & B as soon as eligible.

b. If disabled (as determined by Social Security and/or the SC State Retirement System) an employee may
qualify with 10 years of County employment. To remain covered the retiree must elect Medicare Parts A
& B as soon as eligible, but in no event longer than 29 months from the date deemed disabled by Social
Security, and pay all applicable premiums.

3. Retirees hired after July 10, 2010 will not be eligible to participate in this plan except through COBRA:

Retirees who otherwise qualify for retiree benefits under the eligibility provisions of this Plan will be
eligible to continue coverage until their entitlement to Medicare, either through attainment of the age of
eligibility or because of disability. Spouses with coverage in effect at the time of the employee’s retirement
may continue to be covered as long as the retiree is eligible under the Plan and all applicable premiums are
paid. The spouse will no longer be eligible once they become entitled to Medicare.
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For ALL Retirees: Should the qualified retiree terminate coverage for any reason, or predecease the
spouse, the spouse’s coverage will then terminate at the end of that month that the retiree’s coverage is
terminated under this Plan. Spousal coverage for a retiree is effective only if the spouse is covered at the
time of retirement. Should coverage on the spouse be terminated at any time after the date of retirement
of the retired employee, the spouse will not be eligible for reenrollment; however COBRA continuation
coverage may be available. If the retired employee elects to drop coverage, on himself or spouse, no option
of reelection is available.

C. ELECTION OF COVERAGE

Any Employee may enroll for coverage under the Group Health Plan for such Employee and such Employee’s
Dependents by completing and filing a Membership Application with the Plan Sponsor. Dependents must be
enrolled within thirty-one (31) days of the date on which they first become Dependents. Employees and
Dependents also may enroll if eligible under the terms of any late enroliment or Special Enroliment procedure.

D. COMMENCEMENT OF COVERAGE
Coverage under the Group Health Plan will commence as follows:
1. Employees and Dependents eligible on the Plan Sponsor Effective Date

For Employees who are Actively at Work prior to and on the Plan Sponsor Effective Date, coverage will
generally commence on the Plan of Benefits Effective Date.

2. Employees and Dependents Eligible After the Plan of Benefits Effective Date

Employees and Dependents who become eligible for coverage after the Plan of Benefits Effective Date and
have elected coverage will have coverage after they have completed the Waiting Period.

3. Dependents Resulting from Marriage

Dependent(s) resulting from the marriage of an Employee will have coverage effective on the date of
marriage provided they have enrolled for coverage within thirty-one (31) days after marriage and the
coverage has been paid for under this Plan of Benefits.

4. Newborn Children

A newborn Child will have coverage from the date of birth provided he or she has been enrolled for
coverage within thirty-one (31) days after the Child’s birth and the coverage has been paid for under this
Plan of Benefits.

5. Adopted Children

For an adopted Child of an Employee, coverage shall commence as follows:

a. Coverage shall be retroactive to the Child’s date of birth when a decree of adoption is entered within
thirty-one (31) days after the date of the Child's birth.

b. Coverage shall be retroactive to the Child’s date of birth when adoption proceedings have been instituted
by the Employee within thirty-one (31) days after the date of the Child's birth, and if the Employee has
obtained temporary custody of the Child.

c. For an adopted Child other than a newborn, coverage shall begin when temporary custody of the Child
begins. However, such coverage shall only continue for one (1) year unless a decree of adoption is
entered, in which case coverage shall be extended so long as such Child is otherwise eligible for
coverage under the terms of this Plan of Benefits.

6. Special Enrollment

In addition to enrollment under Eligibility for Coverage Section (E)(2-5) above, the Group Health Plan shall
permit an Employee or Dependent who is not enrolled to enroll if each of the following is met:

a. The Employee or Dependent was covered under a group health Plan or had Creditable Coverage at the
time coverage was previously offered to the Employee or Dependent; and
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b. The Employee stated in writing at the time of enrollment that the reason for declining enrollment was
because the Employee or Dependent was covered under a group health Plan or had Creditable Coverage
at that time. This requirement shall apply only if the Plan Sponsor required such a statement at the time
the Employee declined coverage and provided the Employee with notice of the requirement and the
consequences of the requirement at the time; and

c. The Employee or Dependent’s coverage described above:

Vi.

Was under a COBRA continuation provision and the coverage under the provision was exhausted;
or

Was not under a COBRA continuation provision described in section 6(c)(i), above, and either the
coverage was terminated as a result of loss of eligibility for the coverage (including as a result of
legal separation, divorce, cessation of Dependent status (such as attaining the maximum age to be
eligible as a Dependent Child under the Plan), death, termination of employment) or reduction in the
number of hours of employment), or if the Plan Sponsor’s contributions toward the coverage were
terminated; or

Was one of multiple Plans offered by a Plan Sponsor and the Employee elected a different Plan
during an open enrollment period or when a Plan Sponsor terminates all similarly situated
individuals; or

Was under a HMO that no longer serves the area in which the Employee lives, works or resides; or

Was under a Plan where the Participant incurred a claim that met or exceeded a lifetime limit on all
benefits. The Special Enrollment period is continued until at least thirty (30) days after a claim is
denied due to the operation of the lifetime limit on all benefits;

Under the terms of the Plan, the Employee requests the enrollment not later than thirty-one (31) days
after date of exhaustion described in 6(c)(i) above, or termination of coverage or Plan Sponsor
contribution described in 6(c)(ii) above. Coverage will begin no later than the first day of the first
calendar month following the date the completed enrollment form is received.

The above list is not an all-inclusive list of situations when an Employee or Dependent loses eligibility. For
situations other than those listed above, see the Plan Sponsor.

The coverage of the Dependent enrolled in the Special Enrollment Period will be effective:

a. inthe case of marriage, the first day of the first month beginning after the date of the completed request
for enrollment is received;

b. inthe case of a Dependent’s birth, as of the date of birth; or

c. inthe case of a Dependent’s adoption or placement for adoption, the date of the adoption or placement
for adoption.

Medicaid or State Children’s Health Insurance Program Coverage

A. The Employee or Dependent was covered under a Medicaid or State Children’s Health Insurance Program
Plan and coverage was terminated due to loss of eligibility; or

B. The Employee or Dependent becomes eligible for assistance under a Medicaid or State Children’s Health
Insurance Program Plan; and

C. The Employee or Dependent requests such enrollment not more than sixty (60) days after either:

i. the date of termination of Medicaid or State Children’s Health Insurance Program coverage; or
ii. determination that the Employee or Dependent is eligible for such assistance.

E. DEPENDENT CHILD’SENROLLMENT

1. A Dependent’s eligibility for or receipt of Medicaid assistance will not be considered in enrolling that
Dependent for coverage under this Plan of Benefits.

2. Absent the sponsorship of an Employee, Dependents are not eligible to enroll for coverage under this Plan of
Benefits.
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F. CHANGE IN FAMILY STATUS

The Plan permits you to change your benefit election during the Plan Year if a qualified change in family status
occurs. Enrollment Application forms are available from your Human Resources Department. A qualified
change in family status can occur for many reasons such as:

Type of Event You need to...

Birth or Adoption complete an Enroliment Application and indicate name of Dependent and date of
birth or adoption.

Marriage complete an Enrollment Application and indicate name of Spouse and date of
marriage.

Divorce complete an Enrollment Application and indicate the date of divorce and submit a
copy of divorce decree.

Legal Separation complete an Enroliment Application and indicate the date of separation and
submit a copy of the separation agreement.

Death complete an Enroliment Application and indicate the name of deceased and date
of death.

Child reaches dependent | complete an Enrollment Application and indicate the names of the family

age limit of 26. members who will continue to be covered.

Termination of review section entitled Termination of Coverage in this booklet.

employment

Loss of Spouse’s review section entitled Special Enrollment Periods. If enrolling new Plan

employment members, complete an Enrollment Application and submit HIPAA certificate.

In order to effect a change in your Benefits, you must complete and return an Enrollment Application form to
your Human Resources Department within 31 days following the qualifying event. Please note that the requested
change in Benefits must be consistent with your change in family status (i.e. change from a single to family
coverage due to marriage).

If you have (or expect to have) a change in family status or if you are unsure about your rights and
responsibilities when applying for coverage, please contact the Human Resources Department to discuss your
options and the necessary enrollment procedures.

G. PARTICIPANTCONTRIBUTIONS
The Participant is solely responsible for making all payments for any Premium.

H. DISCLOSURE OF MEDICAL INFORMATION

By accepting Benefits or payment of Covered Expenses, the Participant agrees that the Group Health Plan (and
including Blue Cross on behalf of the Group Health Plan) may obtain claims information, medical records, and
other information necessary for the Group Health Plan to consider a request for Pre-Authorization, a Continued
Stay Review, an Emergency Admission Review, a Pre-Admission Review or to process a claim for Benefits.
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TERMINATION OF THIS PL AN OF BENEFITS

A. TERMINATION OF THIS PLAN OF BENEFITS

Termination of an Employee’s coverage and all of such Employee’s Dependents’ coverage will occur on the
earliest of the following dates:

1. The date the Group Health Plan is terminated pursuant to Sections (B)-(E) below.

2. The date an Employee retires unless the Group Health Plan covers such individual as a retiree.
3. The date an Employee ceases to be eligible for coverage as set forth in the Eligibility Section.
4

The last day of the month in which an Employee is no longer Actively at Work or the end of the period for
which the required premium has been paid, except that a qualified Employee (as qualified under the Family
and Medical Leave Act of 1993) may be considered Actively at Work during any leave taken pursuant to the
Family and Medical Leave Act of 1993.

5. In addition to terminating when an Employee’s coverage terminates, a Dependent spouse’s coverage
terminates on the date of entry of a court order ending the marriage between the Dependent spouse and the
Employee regardless of whether such order is subject to appeal.

6. In addition to terminating when an Employee’s coverage terminates, a Child’s coverage terminates when
that individual no longer meets the definition of a Dependent under the Group Health Plan.

7. In addition to terminating when an Employee’s coverage terminates, an Incapacitated Dependent’s coverage
terminates when that individual no longer meets the definition of an Incapacitated Dependent.

8. Death of the Employee.

B. TERMINATION FOR FAILURE TO PAY PREMIUMS

1. If a Participant fails to pay the Premium during the Grace Period, such Participant shall automatically be
terminated from participation in the Group Health Plan, without prior notice to such Participant.

2. In the event of termination for failure to pay Premiums, Premiums received after termination will not
automatically reinstate the Employee in participation under the Group Health Plan absent written agreement
by the Plan Sponsor. If the Employee’s participation in the Group Health Plan is not reinstated, the late
Premium will be refunded to the Employee.

C. TERMINATION WHILE ON LEAVE

During an Employee’s leave of absence that is taken pursuant to the Family and Medical Leave Act, the Plan
Sponsor must maintain the same health Benefits as provided to Employees not on leave. The Employee must
continue to pay his or her portion of the Premium. If Premiums are not paid by an Employee, coverage ends as
of the due date of that Premium contribution.

D. TERMINATION DUE TO A RESCISSION OF COVERAGE
In the event that a Participant:
1. Performs an act, practice, or omission that constitutes fraud; or
2. Makes an intentional misrepresentation of material fact,
The Participant’s coverage under this Plan of Benefits will terminate retroactively at one of the following times:

1. If event occurs upon application for participation in the Plan, the Participant’s coverage will be void from
the time of his/her effective date; or

2. If event occurs at any other time, the Participant’s coverage will terminate retroactively to the date of the
event occurrence, as outlined above.

In the event your coverage is rescinded, you will be given 30 days’ advance written notice of the Rescission as
well as the retroactive effective date. Any Premiums paid will be returned once the Plan Administrator deducts
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the amount for any claims paid.

E. NOTICE OF TERMINATION TO PARTICIPANTS
Other than as expressly required by law, if the Group Health Plan is terminated for any reason, the Plan Sponsor
is solely responsible for notifying all Participants of such termination and that coverage will not continue beyond
the termination date.

F. REINSTATEMENT

The Group Health Plan in its sole discretion (and upon such terms and conditions as any stop-loss carrier or the
Plan Sponsor may determine) may reinstate coverage under the Group Health Plan that has been terminated for
any reason. If a Participant's coverage (and including coverage for the Participant's Dependents) for Covered
Expenses under the Group Health Plan terminates while the Participant is on leave pursuant to the Family and
Medical Leave Act because the Participant fails to pay such Participant’s Premium, the Participant’s coverage
will be reinstated without new probationary periods if the Participant returns to work immediately after the leave
period, re-enrolls and, within thirty-one (31) days following such return, pays all such Employee’s portion of the
past due amount and then current Premium.

G. PLAN SPONSOR ISAGENT OF PARTICIPANTS
By accepting Benefits, a Participant agrees that the Plan Sponsor is the Participant’s agent for all purposes of any
notice under the Group Health Plan. The Participant further agrees that notifications received from, or given to,
the Plan Sponsor by PAI are notification to the Employees except for any notice required by law to be given to
the Participants by PAI.

H. PERSONNEL POLICIES
Except as required under the Family and Medical Leave Act or the Uniformed Services Employment and
Reemployment Rights Act, the Plan Sponsor’s current personnel policies regarding Waiting Periods,
continuation of coverage, or reinstatement of coverage shall apply during the following situations: Plan Sponsor-
certified disability, leave of absence, layoff, reinstatement, hire or rehire.

I. RETURN TO WORK
An Employee who returns to work within six (6) months of a layoff or an approved leave of absence will retain
the same insurance status as prior to the said date, provided any required contributions have been paid in full. No
new eligibility Waiting Period will apply unless these conditions were still to be met at the time of layoff or
leave of absence.

An Employee who returns to work after six (6) months of an approved leave of absence or layoff will be
considered a new Employee and will be subject to all eligibility requirements, including all requirements relating
to the Effective Date of coverage (except as provided under the provision entitled “status change”).

J. STATUS CHANGE
If an Employee or Dependent has a status change while covered under this Plan of Benefits (i.e. Employee to
Dependent, COBRA to active) and no interruption in coverage has occurred, the Plan of Benefits will allow
continuity of coverage with respect to any Waiting Period.

Ordinance 2017-01 58
Provisos Section 14, Attachment B



WOMEN’S HEAL TH AND CANCER RIGHTS ACT OF 1998

In the case of a Participant who is receiving Covered Expenses in connection with a mastectomy, the Group Health
Plan will pay Covered Expenses for each of the following (if requested by such Participant):

A. Reconstruction of the breast on which the mastectomy has been performed;
B. Surgery and reconstruction of the other breast to produce a symmetrical appearance;
C. Prosthesis and physical complications at all stages of mastectomy, including lymphedemas.

The Plan of Benefits” Benefit Year Deductible and Co-payment will apply to these Benefits.

EAMILY AND MEDICAL L EAVE ACT (“FMLA”)

The Group Health Plan must comply with FMLA as outlined in the regulations issued by the U.S. Department of
Labor. During any leave taken under the FMLA, the Plan Sponsor will maintain coverage under this Plan of Benefits
on the same basis as coverage would have been provided if the Employee had been continuously employed during
the entire leave period.

In general, eligible Employees may be entitled to:
Twelve workweeks of leave in a 12-month period for:

o the birth of a Child and to care for the newborn Child within one year of birth;

o the placement with the Employee of a Child for adoption or foster care and to care for the newly placed Child
within one year of placement;

o to care for the Employee’s spouse, Child, or parent who has a serious health condition;
o aserious health condition that makes the Employee unable to perform the essential functions of his or her job;

e any qualifying exigency arising out of the fact that the Employee’s spouse, son, daughter, or parent is a covered
military member on “covered active duty;” or

Twenty-six workweeks of leave in a single 12-month period to care for a covered service member with a serious
injury or illness of a service member spouse, son, daughter, parent, or next of kin to the Employee (military caregiver
leave).
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CONSOLIDATED OMNIBUS BUDGET RECONCILIATION ACT OF 1985

The Consolidated Omnibus Budget Reconciliation Act of 1985 (“COBRA”) requires that Plan Sponsors allow the
following categories of eligible people continue coverage under the Group Health Plan after such individuals would
ordinarily not be eligible.

You also may have other options available when you lose this coverage. For example, you may be eligible to enroll
into an individual plan through the Health Insurance Marketplace. By enrolling in coverage through the Marketplace,
you may qualify for lower costs on your monthly premiums and lower out-of-pocket costs. (For more information
about the Marketplace, visit www.HealthCare.gov). Additionally, you may qualify for a 30-day special enrollment
period for another group health plan for which you are eligible (such as a spouse's plan), even if that plan generally
does not accept late enrollees.

If you decide to continue this coverage, it is available for a period of up to 18, 29 or 36 months, depending on the
circumstances:

A. 18 months for Employees whose working hours are reduced — during a non-FMLA leave of absence or when an
Employee changes from full-time to part-time — and any family members who also lose coverage for this reason;

B. 18 months for Employees who voluntarily quit work and any family members who also lose coverage for this
reason;

C. 18 months for Employees who are part of a layoff and any family members who also lose coverage for this
reason;

D. 18 months for Employees who are fired, unless the firing is due to gross misconduct of the Employee, and any
family members who also lose coverage for this reason;

E. 29 months for Employees and all covered Dependents who are determined to be disabled under the Social
Security Act before or during the first sixty (60) days after termination of employment or reduction of hours of
employment. Notice of the Social Security Disability determination must be given to the Plan Sponsor within 60
days of the determination of disability and before the end of the first 18 months of continuation of coverage.
However, if the determination was prior to termination, the Notice can be provided with COBRA election form
in order to secure the extension;

F. 36 months for Employees’ widows or widowers and their Dependent Children;

G. 36 months for separated (in states where legal separation is recognized) or divorced husbands or wives of the
Employee and their Dependent Children;

H. 36 months for Dependent Children who lose coverage under the Plan of Benefits because they no longer meet
the Plan’s definition of a Dependent Child;

I. 36 months for Dependents who are not eligible for Medicare when the Employee is eligible for Medicare and no
longer has coverage with the Plan Sponsor;

J. For Plans providing coverage for retired Employees and their Dependents, a special rule applies for such persons
who would lose coverage due to the Plan Sponsor filing for Title 11 Bankruptcy. (Loss of coverage includes a
substantial reduction of coverage within a year before or after the bankruptcy filing.) Upon occurrence of such
an event, retired Employees and their eligible Dependents may continue their coverage under the Plan of
Benefits until the date of death of the retiree. If a retiree dies while on this special continued coverage, surviving
Dependents may elect to continue coverage for up to 36 additional months.

Except for items E, G, and H, above, the Plan Administrator is responsible for getting the proper form(s) to the
Participant so continuation of coverage can be applied for.

For items E, G, and H, the Participant is responsible for notifying the Plan Administrator within sixty (60) days that
the qualifying event has occurred. The notice must be given in writing to the Plan Administrator and should contain
the following information: (1) name of benefit Plan, (2) covered Employee’s name, (3) your name and address, and
(4) the type of qualifying event and the date it occurred. Upon receipt of notice, the Plan Sponsor will then forward
the COBRA application form to the Participant or the appropriate Dependent.

Ordinance 2017-01 60
Provisos Section 14, Attachment B



The Participant or the appropriate Dependent must complete a COBRA application form and return it to the Plan
Administrator no later than 60 days (called the election period) from the later of: (1) the date the Participants
coverage ends, or (2) the date the Participant receives notice of the right to apply for continuation coverage.

An application by the Participant or their spouse for continuation of coverage also applies to any other family
members who also lose coverage for the same reason. However, each family member losing coverage for the same
reason is entitled to make a separate application for continuation of coverage. If there is a choice among types of
coverage under the Plan of Benefits, each family member can make a separate selection from the available types of
coverage.

During an 18-month continuation of coverage period, some persons may have another situation occur to them from
among items B, C, D, and F through 1. They will be entitled to continuation of coverage for an overall total of up to
36 months. For items G and H, the Participant must notify the Plan Administrator within 60 days that the situation
has occurred.

Premiums for continuation of coverage should be paid to the Plan Administrator or their designated party. The Plan
Administrator has the right to require you to pay the entire Premium, even if active employees pay only part of the
Premium. The Plan Administrator also has the right to charge and keep an extra two percent administration fee each
month. For disabled employees who have applied for the 29-month COBRA continuation period, the Plan
Administrator has the right to charge 150% of the applicable Premium each month for the 19" month through the
29" month of coverage.

For those Participants electing COBRA continuation of coverage, the first Premium payment must be postmarked
and mailed to the Plan Administrator by the 45™ day after the Participant elects continuation coverage. Thereafter,

Premium payments are due on the first of each month. There is a 31-day grace period for payment of the monthly
Premiums.

COBRA Continuation of Coverage ends earlier than the maximum continuation period under the following
circumstances:

A. When Premiums are not paid on time.

B. When the Participant who has continuation of coverage becomes covered under another group health Plan or
Medicare, after the date of the COBRA election, through employment or otherwise.

C. When a disabled person covered under the extended 29-month COBRA continuation period has been determined
by the Social Security Administration to be no longer disabled, coverage ends for the disabled person and any
covered family members on the later of 30 days after the determination or 18 months. (Notification must be
given to the Company within 30 days of final determination.)

D. The termination of the Group Health Plan.
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Uniformed Services Employment and Re-employment Rights Act (USERRA)

A.

In any case in which an Employee or any of such Employee’s Dependents has coverage under the Plan of
Benefits, and such Employee is not Actively at Work by reason of active duty service in the uniformed services,
the Employee may elect to continue coverage under the Plan of Benefits as provided in this section. The
maximum period of coverage of the Employee and such Employee’s Dependents under such an election shall be
the lesser of:

i The twenty-four (24) month period beginning on the date on which the Employee’s absence from being
Actively at Work by reason of active duty service in the uniformed services begins; or

ii  The day after the date on which the Employee fails to apply for or return to a position of employment, as
determined under USERRA.

The continuation of coverage period under USERRA will be counted toward any continuation of coverage
period available under COBRA.

An Employee who elects to continue coverage under this section of the Group Health Plan must pay one hundred
and two percent (102%) such Employee’s normal Premium. Except that, in the case of an Employee who
performs service in the uniformed services for less than thirty-one (31) days, such Employee will pay the normal
contribution for the thirty-one (31) days.

An Employee who is qualified for re-employment under the provisions of USERRA will be eligible for
reinstatement of coverage under the Group Health Plan upon re-employment. Except as otherwise provided in
this Article upon re-employment and reinstatement of coverage no new exclusion or Probationary Period will be
imposed in connection with the reinstatement of such coverage if an exclusion or Waiting Period normally
would have been imposed. This Article applies to the Employee who is re-employed and to a Dependent who is
eligible for coverage under the Group Health Plan by reason of the reinstatement of the coverage of such
Employee.

This Section shall not apply to the coverage of any illness or injury determined by the Secretary of Veterans
Affairs to have been incurred in, or aggravated during, performance of service in the uniformed services.

National Defense Authorization Act—Military Leave Entitlements

A. Permits a “spouse, son, daughter, parent or next of “kin” to take up to 26 workweeks of leave to care for a

“member of the Armed Forces, including a member of the National Guard or Reserves, who is undergoing
medical treatment, recuperation, or therapy and is otherwise in outpatient status, or is otherwise on the temporary
disability retired list, for a serious injury or illness”.

Permits an Employee to take FMLA leave for “any qualifying exigency (as the Secretary of Labor shall, by
regulation, determine) arising out of the fact that the spouse, or a son, daughter, or parent of the Employee is on
active duty (or has been notified of an impending call or order to active duty) in the Armed Forces in support of
a contingency operation”.
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SUBROGATION /RIGHT OF REIMBURSEMENT

In the event Benefits are provided to or on behalf of a Participant under the terms of this Plan of Benefits, the
Participant agrees, as a condition of receiving Benefits under the Plan of Benefits, to transfer to the Group Health
Plan all rights to recover damages in full for such Benefits when the injury or illness occurs through the act or
omission of another person, firm, corporation, or organization. The Group Health Plan shall be subrogated, at its
expense, to the rights of recovery of such Participant against any such liable third party.

If, however, the Participant receives a settlement, judgment, or other payment relating to an injury or illness from
another person, firm, corporation, organization or business entity for the injury or illness, the Participant agrees to
reimburse the Group Health Plan in full, and in first priority, for Benefits paid by the Group Health Plan relating to
the injury or illness. The Group Health Plan’s right of recovery applies regardless of whether the recovery, or a
portion thereof, is specifically designated as payment for, but not limited to, medical Benefits, pain and suffering,
lost wages, other specified damages, or whether the Participant has been made whole or fully compensated for
his/her injuries.

The Group Health Plan’s right of full recovery may be from the third party, any liability or other insurance covering
the third party, the insured’s own uninsured motorist insurance, underinsured motorist insurance, any medical
payments (Med-Pay), no fault, personal injury protection (PIP), malpractice, or any other insurance coverages that
are paid or payable.

The Group Health Plan will not pay attorney’s fees, costs, or other expenses associated with a claim or lawsuit
without the expressed written authorization of the Group Health Plan.

The Participant shall not do anything to hinder the Group Health Plan’s right of subrogation and/or reimbursement.
The Participant shall cooperate with the Group Health Plan and execute all instruments and do all things necessary to
protect and secure the Group Health Plan’s right of subrogation and/or reimbursement, including assert a claim or
lawsuit against the third party or any insurance coverages to which the Participant may be entitled. Failure to
cooperate with the Group Health Plan will entitle the Group Health Plan to withhold Benefits due the Participant
under the Plan of Benefits document. Failure to reimburse the Group Health Plan as required will entitle the Group
Health Plan to deny future Benefit payments for all Participants under this policy until the
subrogation/reimbursement amount has been paid in full.

It is further agreed that the Participant will sign a written agreement to repay the Group Health Plan in full out of any
money that the Participant receives from a negligent person or organization. If the Participant fails to sign such an
agreement, the Group Health Plan reserves the right to withhold payment of the Participant’s claims, which relate to
the negligence of another person or organization, until such time as the Participant signs the agreement to repay.
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WORKERS’ COMPENSATION PROVISION

This policy does not provide benefits for diagnosis, treatment or other service for any injury or illness that is
sustained by a Participant that arises out of, in connection with, or as the result of any work for wage or profit when
coverage under any Workers” Compensation Act or similar law is required or is otherwise available for the
Participant. Benefits will not be provided under this Plan if coverage under the Workers’ Compensation Act or
similar law would have been available to the Participant but the Participant elects exemption from available
Workers’ Compensation coverage; waives entitlement to Workers’ Compensation benefits for which he/she is
eligible; fails to timely file a claim for Workers” Compensation benefits; or seeks treatment for the injury or illness
from a provider that is not authorized by the Participant’s Plan Sponsor.

If the Group Health Plan, or its designee, including PAI (hereinafter referred to as “the Plan”) pays Benefits for an
injury or illness and the Plan determines the Participant also received Workers” Compensation benefits by means of a
settlement, judgment, or other payment for the same injury or illness, Participant shall reimburse the Plan in full all
Benefits paid by the Plan relating to the injury or illness.

The Plan’s right of recovery will be applied even if: the Workers’ Compensation benefits are in dispute or are made
by means of a compromised, doubtful and disputed, clincher or other settlement; no final determination is made that
the injury or illness was sustained in the course of or resulted from the Participant’s employment; the amount of
Workers” Compensation benefits due to medical or health care is not agreed upon or defined by the Participant or the
Workers’ Compensation carrier; or the medical or health care benefits are specifically excluded from the Workers’
Compensation settlement or compromise.

As a condition of receiving Benefits under this Plan of Benefits, the Participant agrees to notify the Plan of any
Workers’ Compensation claim he/she may make and agrees to reimburse the Plan as described herein. The
Participant shall not do anything to hinder the Plan’s right of recovery. The Participant shall cooperate with the Plan,
execute all documents, and do all things necessary to protect and secure the Plan’s right of recovery, including assert
a claim or lawsuit against the Workers” Compensation carrier or any other insurance coverages to which the
Participant may be entitled. Failure to cooperate with the Plan will entitle the Plan to withhold Benefits due the
Participant under this Plan of Benefits. Failure to reimburse the Plan as required under this Section will entitle the
Plan to invoke the Workers’ Compensation Exclusion and deny payment for all claims relating to the injury or
iliness and/or deny future Benefit payments for any such Participant until the reimbursement amount has been paid
in full.
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COORDINATION OF BENEFITS

Coordination of benefits rules apply when a Participant is covered by this Plan of Benefits and also covered by any
other Plan or Plans. When more than one coverage exists, one Plan normally pays its benefits in full and the other
Plan pays a reduced benefit. This Plan of Benefits will always pay either its Benefits in full or a reduced amount that,
when added to the benefits payable by the other Plan or Plans, will not exceed 100% of Allowed Amounts. Only the
amount paid by the Plan of Benefits will be included for purposes of determining the maximums in the Schedule of
Benefits. Through the coordination of benefits, a Participant or Dependent will not receive more than the Allowed
Amounts for a loss.

The coordination of benefits provision applies whether or not a claim is filed under the other Plan or Plans. The
Participant agrees to provide authorization to this Plan of Benefits to obtain information as to benefits or services
available from any other Plan or Plans, or to recover overpayments. All Benefits contained in the Plan of Benefits are
subject to this provision.

When this Plan of Benefits is primary, Benefits are determined before those of the other Plan. The benefits of the
other Plan are not considered. When this Plan of Benefits is secondary, Benefits are determined after those of the
other Plan. Benefits may be reduced because of the other Plan’s benefits. When there are more than two Plans, this
Plan of Benefits may be primary as to one and may be secondary as to another.

ORDER OF DETERMINATION

If a Participant covered hereunder is also covered for comparable benefits or services under another Plan that is the
Primary Plan, Benefits applicable under this Plan of Benefits will be reduced so that, for benefits incurred, benefits
available under all Plans shall not exceed the Allowed Amounts of such benefits.

This Plan of Benefits determines its order of Benefits using the first of the following that applies:
A. General - A Plan that does not coordinate with other Plans is always the Primary Plan;

B. Non-Dependent/Dependent - The benefits of the Plan that covers the person as an Employee (other than a
Dependent) is the Primary Plan; the Plan that covers the person as a Dependent is the Secondary Plan;

C. Dependent Child/Parents Not Separated or Divorced - Except as stated in (D) below, when this Plan of
Benefits and another Plan cover the same Child as a Dependent of different parents:

1. The Primary Plan is the Plan of the parent whose birthday (month and day) falls earlier in the year. The
Secondary Plan is the Plan of the parent whose birthday falls later in the year; but

2. If both parents have the same birthday, the benefits of the Plan that covered the parent the longer time is the
Primary Plan; the Plan that covered the parent the shorter time is the Secondary Plan;

3. If the other Plan does not have the birthday rule, but has the gender rule and if, as a result, the Plans do not
agree on the order of benefits, the rule in the other Plan will determine the order of benefits.

D. Dependent Child/Separated or Divorced Parents - If two or more Plans cover a person as a Dependent Child
of divorced or separated parents, benefits for the Child are determined in this order:

1. First, the Plan of the parent with custody of the Child;
2. Then, the Plan of the spouse of the parent with custody;
3. Finally, the Plan of the parent without custody of the Child.

However, if the specific terms of a court decree state that one parent is responsible for the health care expenses
of the Child, then that parent’s Plan is the Primary Plan. If a court decree exists stating that the parents shall
share joint custody, without stating that one of the parents is financially responsible for the health care of the
Child, the order of liability will be determined according to the rules for Dependent Children whose parents are
not separated or divorced. Anyone who legally adopts the Child will assume natural parent status.

E. Active/lnactive Employee - The Primary Plan is the Plan that covers the person as an Employee who is neither
laid off nor retired (or as that Employee’s Dependent). The Secondary Plan is the Plan that covers that person as
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a laid off or retired Employee (or as that Employee’s Dependent). If the other Plan does not have this rule, and if,
as result the Plans do not agree on the order of benefits, this rule does not apply.

F. Longer/Shorter Length of Coverage - If none of the above rules determines the order of benefits, the Primary
Plan is the Plan that covered an Employee longer. The Secondary Plan is the Plan that covered that person the
shorter time.

G. In the case of a Plan that contains order of benefit determination rules that declare that Plan to be excess to or
always secondary to all other Plans, this Plan of Benefits will coordinate benefits as follows:

1. If this Plan of Benefits is Primary, it will pay or provide Benefits on a Primary basis;

2. If this Plan of Benefits is secondary, it will pay or provide Benefits first, but the amount of Benefits payable
will be determined as if this Plan of Benefits were the Secondary Plan. The liability of this Plan of Benefits
will be limited to such payment;

3. If the Plan does not furnish the information needed by this Plan of Benefits to determine Benefits within a
reasonable time after such information is requested, this Plan of Benefits shall assume that the benefits of the
other Plan are the same as those provided under this Plan of Benefits, and shall pay Benefits accordingly.
When information becomes available as to the actual benefits of the other Plan, any Benefit payment made
under this Plan of Benefits will be adjusted accordingly.

H. Right To Coordination of Benefits Information
The Plan Administrator and PAI have the right:

1. To obtain or share information with any insurance company or other organization regarding coordination of
benefits without the claimant’s consent; and

2. To require that the claimant provide the Plan Administrator with information on such other Plans so that this
provision may be implemented;

3. To pay over the amount due under this Plan of Benefits to an insurer or other organization if this is
necessary, in the Plan Administrator or PAI’s opinion, to satisfy the terms of this provision.

I. Facility of Payment

Whenever payments that should have been made under this Plan of Benefits in accordance with this provision
have been made under any other Plan or Plans, the Plan Administrator will have the right, exercisable alone and
in its sole discretion, to pay to any insurance company or other organizations or person making such other
payments any amount it will determine in order to satisfy the intent of this provision, and amount so paid will be
deemed to be Benefits paid under this Plan of Benefits and to the extent of such payment, the Plan Administrator
will be fully discharged from liability under this Plan of Benefits. The Benefits that are payable will be charged
against any applicable Maximum Payment or Benefit of this Plan of Benefits rather than the amount payable in
the absence of this provision.

J. Medicare
Individuals Age 65 or Older

If you are a Participant and are age 65 or older, this Plan is the primary payer. Medicare will be the secondary
payer.

If you are a retiree and are age 65 or older and are eligible to participate in this Plan, Medicare will be the
primary payer and this Plan will pay secondary.

If you are not a Participant and are age 65 or older, Medicare will be your only medical coverage.
Disabled Participants*
If you are a Participant who is disabled, this Plan is the primary payer and Medicare is the secondary payer.

*This applies for Plans with 100 or more employees. (If the Plan has less than 100 employees, Medicare is
primary for disabled individuals).
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End-Stage Renal Disease

If you have End-Stage Renal Disease and are a Participant, this Plan is the primary payer and Medicare is the
secondary payer for the first 30 months of eligibility or entitlement to Medicare. After 30 months, Medicare will
be the primary payer, and this Plan will be the secondary payer.

COBRA - Age 65 or Older or Disabled

If you are age 65 or older or disabled, and covered by Medicare and COBRA, Medicare will be the primary
payer and the COBRA coverage will pay secondary.

Coordination:

When Medicare is primary and the Plan is secondary, Medicare (Parts A and B) will be considered a Plan for the
purposes of coordination of benefits. The Plan will coordinate benefits with Medicare whether or not the
Participant or their Dependents is/are actually receiving Medicare benefits.
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ERISA RIGHTS

As a Participant in this Group Health Plan, you are entitled to certain rights and protections under the Employee
Retirement Income Security Act of 1974 (“ERISA”) provided the Plan Sponsor is subject to ERISA regulations.
ERISA provides that all Participants shall be entitled to:

Receive Information about Your Plan and Benefits

Examine, without charge, at the Plan Administrator’s office and at other specified locations, such as work sites and
union halls, all documents governing the Group Health Plan, including insurance contracts and collective bargaining
agreements, and a copy of the latest annual report (Form 5500 Series) filed by the Plan with the U.S. Department of
Labor and available at the Public Disclosure Room of the Employee Benefits Security Administration (“EBSA”).

Obtain, upon written request to the Plan Administrator, copies of documents governing the operation of the Group
Health Plan, including insurance contracts and collective bargaining agreements, and copies of the latest annual
report (Form 5500 Series) and updated summary Plan description. The Plan Administrator may assess a reasonable
charge for the copies.

Receive, upon request, a summary of the Group Health Plan’s annual financial report. The Plan Administrator is
required by law to furnish each Participant with a copy of this summary annual report.

Continue Group Health Plan Coverage

Continue health care coverage for yourself and your Dependents if there is a loss of coverage under the Group
Health Plan as a result of a Qualifying Event. You or your Dependents may have to pay for such continuation
coverage. You should review the documents governing COBRA continuation coverage rights.

Prudent Actions by Plan Fiduciaries

In addition to creating rights for Participants, ERISA imposes duties upon the people who are responsible for the
operation of an employee welfare benefit plan. The people who administer an employee welfare benefit plan are
called “fiduciaries” and have a duty to do so prudently and in the interest of the Participants. The Plan Sponsor is the
fiduciary of the Group Health Plan.

Enforce Your Rights

If your claim for a Benefit is denied or ignored, in whole or in part, you have a right to know why this was done, to
obtain copies of documents relating to the decision without charge, and to appeal any denial, all within certain time
schedules.

Under ERISA, there are steps you can take to enforce the above rights. For instance, if you request a copy of Plan
documents or the latest annual report from the Plan and do not receive them within thirty (30) days, you may file suit
in federal court. In such case, the court may require the Plan Administrator to provide the materials and pay you up
to $110 a day until you receive the materials, unless the materials were not sent because of reasons beyond the
control of the Plan Administrator. If you have a claim for Benefits that is denied or ignored, in whole or in part, you
may file suit in state or federal court. In addition, if you disagree with the Plan Administrator’s decision or lack
thereof concerning the qualified status of a domestic relations order or a Medical Child Support Order, you may file
suit in federal court. If Plan fiduciaries misuse the Plan’s money, or if you are discriminated against for asserting
your rights, you may seek assistance from the U.S Department of Labor, or you may file suit in a federal court. The
court will decide who should pay court costs and legal fees. If you are successful, the court may order the person you
have sued to pay these costs and fees. If you lose, the court may order you to pay these costs and fees, for example, if
it finds your claim is frivolous.

No one, including your Plan Sponsor, your union, or any other person, may fire you or otherwise discriminate
against you in any way to prevent you from obtaining a Benefit or exercising your rights under ERISA.
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Assistance with Your Questions

If you have any questions about the Group Health Plan, you should contact the Plan Administrator. If you have any
guestions about this statement or about your rights under ERISA, or if you need assistance in obtaining documents
from the Plan Administrator, you should contact the nearest office of the Employee Benefits Security
Administration, U.S. Department of Labor, listed in the telephone directory or the Division of Technical Assistance
and Inquiries, Employee Benefits Security Administration, U.S. Department of Labor, 200 Constitution Avenue
N.W., Washington, D.C. 20210. You may also obtain certain publications about your rights and responsibilities
under ERISA by calling the publications hotline of the Employee Benefits Security Administration.
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DISCLOSURE OF PROTECTED HEALTH INFORMATION TO PLAN SPONSOR

The Group Health Plan will disclose (or require PAI to disclose) Participant’s PHI to the Plan Sponsor only to permit
the Plan Sponsor to carry out Plan administration functions for the Group Health Plan not inconsistent with the
requirements of HIPAA. Any disclosure to and use by the Plan Sponsor will be subject to and consistent with the
provisions of the sections below.

1. Disclosure of Protected Health Information to Plan Sponsor.

a. The Group Health Plan and any health insurance issuer or business associate servicing the Group Health
Plan will disclose PHI to the Plan Sponsor only to permit the Plan Sponsor to carry out Plan administration
functions for the Group Health Plan not inconsistent with the requirements of the HIPAA and its
implementing regulations, as amended. Any disclosure to and use by the Plan Sponsor of PHI will be subject
to and consistent with the provisions of paragraphs 2 and 3 of this section.

b. Neither the Group Health Plan nor any health insurance issuer or business associate servicing the Plan of
Benefits will disclose Participant’s PHI to the Plan Sponsor unless the disclosures are explained in the
Notice of Privacy Practices distributed to the Participants.

c. Neither the Group Health Plan nor any health insurance issuer or business associate servicing the Plan of
Benefits will disclose Participant’s PHI to the Plan Sponsor for the purpose of employment-related actions or
decisions or in connection with any other benefit or employee benefit plan of the Plan Sponsor.

2. Restrictions on Plan Sponsor’s Use and Disclosure of Protected Health Information.

a. The Plan Sponsor will neither use nor further disclose Participant’s PHI, except as permitted or required by
the Plan documents, as amended, or required by law.

b. The Plan Sponsor will ensure that any agent, including any subcontractor, to whom it provides Participant’s
PHI, agrees to the restrictions and conditions of the Plan of Benefits, with respect to PHI.

c. The Plan Sponsor will not use or disclose Participant PHI for employment-related actions or decisions or in
connection with any other benefit or employee benefit plan of the Plan Sponsor.

d. The Plan Sponsor will report to the Group Health Plan any use or disclosure of Participant PHI that is
inconsistent with the uses and disclosures allowed under this section promptly upon learning of such
inconsistent use or disclosure.

e. The Plan Sponsor will make PHI available to the Participant who is the subject of the information in
accordance with HIPAA.

f.  The Plan Sponsor will make PHI available for amendment, and will on notice amend Participant PHI, in
accordance with HIPAA.

g. The Plan Sponsor will track disclosures it may make of Participant PHI so that it can make available the
information required for the Group Health Plan to provide an accounting of disclosures in accordance with
HIPAA.

h. The Plan Sponsor will make available its internal practices, books, and records, relating to its use and
disclosure of Participants’ PHI, to the Group Health Plan and to the U.S. Department of Health and Human
Services to determine compliance with HIPAA.

i. The Plan Sponsor will, if feasible, return or destroy all Participant PHI, in whatever form or medium
(including in any electronic medium under the Plan Sponsor’s custody or control), received from the Group
Health Plan, including all copies of and any data or compilations derived from and allowing identification of
any Participant who is the subject of the PHI, when the Participants’ PHI is no longer needed for the Plan
administration functions for which the disclosure was made. If it is not feasible to return or destroy all
Participant PHI, the Plan Sponsor will limit the use or disclosure of any Participant PHI it cannot feasibly
return or destroy to those purposes that make the return or destruction of the information infeasible.
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3. Adequate Separation Between the Plan Sponsor and the Group Health Plan.

a. Certain classes of employees or other workforce members under the control of the Plan Sponsor may be
given access to Participant PHI received from the Group Health Plan or business associate servicing the
Group Health Plan:

b. These employees will have access to PHI only to perform the Plan administration functions that the Plan
Sponsor provides for the Group Health Plan.

c. These employees will be subject to disciplinary action and sanctions, including termination of employment
or affiliation with the Plan Sponsor, for any use or disclosure of Participant PHI in breach or violation of or
noncompliance with the provisions of this section of the Plan of Benefits. The Plan Sponsor will promptly
report such breach, violation or noncompliance to the Group Health Plan, and will cooperate with the Group
Health Plan to correct the breach, violation or noncompliance, to impose appropriate disciplinary action or
sanctions on each employee or other workforce member causing the breach, violation or noncompliance, and
to mitigate any deleterious effect of the breach, violation or noncompliance on any Participant, the privacy
of whose PHI may have been compromised by the breach, violation or noncompliance.

d. Plan Sponsor shall ensure that the separation required by the above provisions will be supported by
reasonable and appropriate security measures.

4. Plan Sponsor Obligations to the security of Electronic Protected Health Information (“ePHI”):

Where ePHI will be created, received, maintained or transmitted to or by the Plan Sponsor on behalf of the
Group Health Plan, the Plan Sponsor shall reasonably safeguard the ePHI as follows:

a. Plan Sponsor will implement administrative, physical and technical safeguards that reasonably and
appropriately protect the confidentiality, integrity and availability of the ePHI that the Plan Sponsor creates,
receives, maintains or transmits on behalf of the Group Health Plan. Plan Sponsor will ensure that any agent,
including a subcontractor, to whom it provides ePHI agrees to implement reasonable and appropriate
security measures to protect this information;

b. The Plan Sponsor shall report any security incident of which it becomes aware to the Group Health Plan as
provided below.

i. In determining how and how often Plan Sponsor shall report security incidents to Group Health Plan,
both Plan Sponsor and Group Health Plan agree that unsuccessful attempts at unauthorized access or
system interference occur frequently and that there is no significant benefit for data security from
requiring the documentation and reporting of such unsuccessful intrusion attempts. In addition, both
parties agree that the cost of documenting and reporting such unsuccessful attempts as they occur
outweigh any potential benefit gained from reporting them. Consequently, both Plan Sponsor and
Group Health Plan agree that this Agreement shall constitute the documentation, notice and written
report of any such unsuccessful attempts at unauthorized access or system interference as required
above and by 45 C.F.R. Part 164, Subpart C, and that no further notice or report of such attempts will
be required. By way of example (and not limitation in any way), the Parties consider the following to
be illustrative (but not exhaustive) of unsuccessful security incidents when they do not result in
unauthorized access, use, disclosure, modification, or destruction of ePHI or interference with an
information system:

e Pingson a Party’s firewall,

e Portscans,

e Attempts to log on to a system or enter a database with an invalid password or username,
o Denial-of-service attacks that do not result in a server being taken off-line, and

e Malware (e.g., worms, viruses)
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ii. Plan Sponsor shall, however, separately report to Group Health Plan (i) any successful unauthorized
access, use, disclosure, modification, or destruction of the Group Health Plan’s ePHI of which Plan
Sponsor becomes aware if such security incident either (a) results in a breach of confidentiality; (b)
results in a breach of integrity but only if such breach results in a significant, unauthorized alteration
or destruction of Group Health Plan’s ePHI; or (c) results in a breach of availability of Group Health
Plan’s ePHI, but only if said breach results in a significant interruption to normal business operations.
Such reports will be provided in writing within ten (10) business days after Plan Sponsor becomes
aware of the impact of such security incident upon Group Health Plan’s ePHI.
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GENERAL INFORMATION

Whereas Plan Sponsor establishes this Group Health Plan and the applicable Benefits, rights and privileges that shall
pertain to participating employees, hereinafter referred to as “Employees” and the eligible Dependents of such
Employees, as herein defined, for which Benefits are provided through a fund established by the Plan Sponsor and
hereinafter referred to as the “Plan of Benefits™:

ADMINISTRATIVE SERVICESONLY

PAI provides administrative claims payment services only and does not assume any financial risk or obligation with
respect to claims. The Group Health Plan is a self-funded health Plan, and the Plan Sponsor assumes all financial risk
and obligation with respect to claims.

CLERICAL ERRORS
Clerical errors by PAI or the Plan Sponsor will not cause a denial of Benefits that should otherwise have been
granted, nor will clerical errors extend Benefits that should otherwise have ended.

GOVERNING LAW

The Group Health Plan may be governed by and subject to ERISA and any other applicable federal law. If ERISA or
another federal law does not apply, the Group Health Plan is governed by and subject to the laws of the State of
South Carolina. If federal law conflicts with any state law, then such federal law shall govern. If any provision of the
Group Health Plan conflicts with such law, the Group Health Plan shall automatically be amended solely as required
to comply with such state or federal law.

IDENTIFICATIONCARD
A Participant must present their Identification Card prior to receiving Benefits.

Having an Identification Card creates no right to Benefits or other services. To be entitled to Benefits, the cardholder
must be a Participant whose Premium has been paid. Any person receiving Covered Expenses to which the person is
not entitled will be responsible for the charges.

INFORMATION AND RECORDS

PAI and the Plan Sponsor are entitled to obtain such medical and Hospital records as may reasonably be required
from any Provider incident to the treatment, payment and health-care operations for the administration of the
Benefits hereunder and the attending Physician’s certification as to the Medical Necessity for care or treatment.

LEGAL ACTIONS

No action at law or in equity can be brought under the Group Health Plan until such Participant has exhausted the
administrative process (including the exhaustion of all appeals) as described in this booklet. No such action may be
brought after the expiration of any applicable period prescribed by law.

MISSTATEMENT OF AGE

If age is a factor in determining eligibility or amount of coverage and there has been a misstatement of age, the
coverage or amounts of Benefits, or both, for which the person is covered shall be adjusted in accordance with the
covered individual’s true age. Any such misstatement of age shall neither continue coverage otherwise validly
terminated, nor terminate coverage otherwise validly in force. Contributions and Benefits will be adjusted on the
contribution due date next following the date of the discovery of such misstatement.

NEGLIGENCE OR MALPRACTICE

PAI and the Plan Sponsor do not practice medicine. Any medical treatment, service or Medical Supplies rendered to
or supplied to any Participant by a Provider is rendered or supplied by such Provider and not by PAI or the Plan
Sponsor. PAI and the Plan Sponsor are not liable for any improper or negligent act, inaction or act of malfeasance of
any Provider in rendering such medical treatment, service, Medical Supplies or medication.
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NOTICES
Except as otherwise provided in this Plan of Benefits, any notice under the Group Health Plan may be given by
United States mail, postage paid and addressed:

1. ToPAI:
Planned Administrators, Inc.
Post Office Box 6927
Columbia, South Carolina 29260

2. To a Participant: To the last known name and address listed for the Employee on the membership application.
Participants are responsible for notifying PAI of any name or address changes within thirty-one (31) days of the
change.

3. To the Plan Sponsor: To the name and address last given to PAI. The Plan Sponsor is responsible for notifying
PAI and Participants of any name or address change within thirty-one (31) days of the change.

NO WAIVER OF RIGHTS

On occasion, PAI (on behalf of the Group Health Plan) or the Plan Sponsor may, at their discretion, choose not to
enforce all of the terms and conditions of this Plan of Benefits. Such a decision does not mean the Group Health Plan
or the Plan Sponsor waives or gives up any rights under this Plan of Benefits in the future.

OTHER INSURANCE
Each Participant must provide the Group Health Plan (and its designee, including PAI) and the Plan Sponsor with
information regarding all other Health Insurance Coverage to which such Participant is entitled.

PAYMENT OF CLAIMS

Except for the Participant’s Provider, a Participant is expressly prohibited from assigning any right to payment of
Covered Expenses or any payment related to Benefits. The Group Health Plan may pay Covered Expenses directly to
the Employee or to the Non-Participating Provider upon receipt of due proof of loss for services provided by a Non-
Participating Provider. Where a Participant has received Benefits from a Participating Provider or Contracting
Provider, the Group Health Plan will pay Covered Expenses directly to such Participating Provider or Contracting
Provider.

PHYSICAL EXAMINATION

The Group Health Plan has the right to examine, at their own expense, a Participant whose injury or sickness is the
basis of a claim (whether Pre-Service, Post-Service, Concurrent or Urgent Care). Such physical examination may be
made as often as the Group Health Plan (through its designee, including PAI) may reasonably require while such
claim for Benefits or request for Pre-Authorization is pending.

PLAN AMENDMENTS

Upon thirty (30) days prior written notice, the Plan Sponsor may unilaterally amend the Group Health Plan.
Increases in the Benefits provided or decreases in the Premium are effective without such prior notice. Notice of an
amendment will be effective when addressed to the Plan Sponsor. PAI has no responsibility to provide individual
notices to each Participant when an amendment to the Group Health Plan has been made.

PLAN ISNOT A CONTRACT

This Plan of Benefits constitutes the entire Group Health Plan. The Plan of Benefits will not be deemed to constitute
a contract of employment or give any employee of the Plan Sponsor the right to be retained in the service of the Plan
Sponsor or to interfere with the right of the Plan Sponsor to discharge or otherwise terminate the employment of any
employee.

PLANINTERPRETATION

The Plan Administrator has full discretionary authority to interpret and apply all Plan of Benefits provisions,
including, but not limited to, all issues concerning eligibility and determination of Benefits. The Plan Administrator
may contract with an independent administrative firm to process claims, maintain Group Health Plan data, and
perform other Group Health Plan-connected services; however, final authority to construe and apply the provisions
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of the Plan of Benefits rests exclusively with the Plan Administrator. Decisions of the Plan Administrator, made in
good faith, shall be final and binding.

REPLACEMENT COVERAGE

If the Group Health Plan replaced the Plan Sponsor’s prior Plan, all eligible persons who were validly covered under
that Plan on its termination date will be covered on the Plan of Benefits Effective Date of the Group Health Plan,
provided such persons are enrolled for coverage as stated in the Eligibility for Coverage Section.

TERMINATION OF PLAN

The Plan Administrator reserves the right at any time to terminate the Group Health Plan by a written instrument to
that effect. All previous contributions by the Plan Administrator shall continue to be issued for the purpose of paying
Benefits under the provisions of this Plan of Benefits with respect to claims arising before such termination, or shall
be used for the purpose of providing similar health Benefits to covered Employees, until all contributions are
exhausted.
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ADMINISTRATIVE INFORMATION

TYPE OF ADMINISTRATION

The Plan is a self-funded group health and disability Plan and the administration is provided through a Third Party Claims
Administrator. The funding for the benefits is derived from the funds of the Employer and contributions made by covered
Employees. The Plan is not insured.

PLAN NAME
Oconee County Employee Health Plan
PLAN NUMBER: 501-9030512
TAX ID NUMBER: 57-6000391
PLAN EFFECTIVE DATE: 5/1/2014
PLAN YEAR ENDS: April 30
EMPLOYER INFORMATION
Oconee County
415 South Pine Street
Walhalla, SC 29691
(864) 638-4244
PLAN ADMINISTRATOR
Oconee County
415 South Pine Street

Walhalla, SC 29691
(864) 638-4244

NAMED FIDUCIARY

Oconee County

415 South Pine Street
Walhalla, SC 29691
(864) 638-4244

AGENT FOR SERVICE OF LEGAL PROCESS

Oconee County

415 South Pine Street
Walhalla, SC 29691
(864) 638-4244

CLAIMS ADMINISTRATOR

Planned Administrators, Inc.
P.O. Box 6927

Columbia, SC 29260
1-800-768-4375

WWW.paisc.com

Ordinance 2017-01 76
Provisos Section 14, Attachment B


http://www.paisc.com/

DEFINITIONS

Capitalized terms that are used in this Plan of Benefits shall have the following defined meanings:

Active Employee: an Employee who is on the regular payroll of the Plan Sponsor and who has begun to perform the
duties of his/her job with the Plan Sponsor on a full-time or part-time basis.

Actively at Work: a permanent, full-time employee who works at least the minimum number of hours per week and
the minimum number of weeks per year (each as set forth in the ELIGIBILITY section) and who is not absent from
work during the initial enrollment period because of a leave of absence or temporary layoff. An absence during the
initial enrollment period due to a Health Status Related Factor will not keep an employee from qualifying for
Actively at Work status.

Admission: the period of time between a Participant’s entry as a registered bed-patient into a Hospital or Skilled
Nursing Facility and the time the Participant leaves or is discharged.

Adverse Benefit Determination: any denial, reduction or termination of, or failure to provide or make (in whole or
in part) payment for a claim for Benefits, including any such denial, reduction, termination, or failure to provide or
make payment that is based on a determination of a Participant’s or beneficiary’s eligibility to participate in a Plan,
and including a denial, reduction or termination of, or failure to provide or make payment (in whole or in part) for a
Benefit that results from the application of any utilization review as well as a failure to cover an item or service for
which Benefits are otherwise provided because it is determined to be Experimental or Investigational or not
Medically Necessary or appropriate.

Allowed Amount: the amount the Plan Sponsor agrees to pay a Participating Provider or Non-Participating Provider
as payment in full for a service, procedure, supply or equipment. For a Non-Participating Provider, (i) the Allowed
Amount shall not exceed the Maximum Payment and (ii) in addition to the Member’s liability for deductibles, co-
payments and/or co-insurance, the Participant may be balanced billed by the Non-Participating Provider for any
difference between the Allowed Amount and the billed charges.

Ambulatory Surgical Center: a licensed facility that:

1. has permanent facilities equipped and operated primarily for the purpose of performing surgical procedures on
an outpatient basis; and

2. has continuous Physician services and registered professional nursing service whenever a patient is in the
facility; and

does not provide accommodations for patients to stay overnight; and

4. is not, other than incidentally, a facility used as an office or clinic for the private practice of a Physician or oral
surgeon.

Ambulatory Surgical Center includes an endoscopy center.

Benefit Year: the period of time set forth on the Schedule of Benefits. The initial Benefit Year may be more or less
than twelve (12) months.

Benefit Year Deductible: the amount, if any, listed on the Schedule of Benefits that must be paid by the Participant
each Benefit Year before the Group Health Plan will pay Covered Expenses. The Benefit Year Deductible is
subtracted from the Allowed Amount before Coinsurance is calculated. Participants must refer to the Schedule of
Benefits to determine if the Benefit Year Deductible applies to the Out-of-Pocket Maximum.

Benefits: medical services or Medical Supplies that are:

1. Medically Necessary; and

2. Pre-Authorized (when required under this Plan of Benefits or the Schedule of Benefits); and
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3. Included in this Plan of Benefits; and

4, Not limited or excluded under the terms of this Plan of Benefits.

Birthing Center: any freestanding health facility, place, professional office or institution which is not a Hospital or
in a Hospital, where births occur in a home-like atmosphere. This facility must be licensed and operated in
accordance with the laws pertaining to Birthing Centers in the jurisdiction where the facility is located.

Brand Name Drug: a Prescription Drug that is manufactured under a registered trade name or trademark.
Calendar Year: January 1* through December 31° of the same year.

Certificate of Creditable Coverage: a document from a group health Plan or insurer that states that a Participant
had prior Creditable Coverage with that group health Plan or insurer.

Child: An Employee’s child, whether a natural child, adopted child, foster child, stepchild, or child for whom an
Employee has custody or legal guardianship. The term “Child” also includes an Incapacitated Dependent, or a child
of a divorced or divorcing Employee who, under a Qualified Medical Child Support Order, has a right to enroll
under the Group Health Plan. The term “Child” does not include the spouse of an eligible child.

Under ACA and the Health Care and Education Reconciliation Act, “Child” does not include an individual who is
eligible for other employer-sponsored coverage if the Group Health Plan is a grandfathered Plan for Plan years
beginning before January 1, 2014.

Clean Claim: one that can be processed in accordance with the terms of this document without obtaining additional
information from the service Provider or third party. It is a claim which has no defect or impropriety. A defect or
impropriety shall include a lack of required sustaining documentation as set forth and in accordance with this
document, or a particular circumstance requiring special treatment which prevents timely payment as set forth in this
document, and only as permitted by this document, from being made. A Clean Claim does not include claims under
investigation for fraud and abuse or claims under review for Medical Necessity and Reasonableness, or fees under
review for Usual and Customariness, or any other matter that may prevent the charge(s) from being covered
expenses in accordance with the terms of this document.

Filing a Clean Claim—A Provider submits a Clean Claim by providing the required data elements on the standard
claims forms, along with any attachments and additional elements or revisions to data elements, of which the
Provider has knowledge. The Plan Administrator may require attachments or other information in addition to these
standard forms (as noted elsewhere in this document and at other times prior to claim submittal) to ensure charges
constitutes covered expenses as defined by and in accordance with the terms of this document. The paper claim form
or electronic file record must include all required data elements and must be complete, legible, and accurate. A claim
will not be considered to be a Clean Claim if the Plan Participant has failed to submit required forms or additional
information to the Plan as well.

COBRA: The Consolidated Omnibus Budget Reconciliation Act of 1985, as amendment.

Coinsurance: the sharing of Covered Expenses between the Participant and the Group Health Plan. After the
Participant’s Benefit Year Deductible requirement is met, the Group Health Plan will pay the percentage of Allowed
Amounts as set forth on the Schedule of Benefits. The Participant is responsible for the remaining percentage of the
Allowed Amount. Coinsurance is calculated after any applicable Benefit Year Deductible or Co-payment is
subtracted from the Allowed Amount based upon the network charge or lesser charge of the Provider.

For Prescription Drug Benefits, Coinsurance means the amount payable by the Participant, calculated as follows:
1. The percentage listed on the Schedule of Benefits; multiplied by

2. The amount listed in the Participating Provider’s schedule of allowance for that item calculated at the time of
sale;

3.  Without regard to any Credit or allowance that may be received by PAL.
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Concurrent Care Claim: an ongoing course of treatment to be provided over a period of time or number of
treatments.

Continued Stay Review: the review that must be obtained by a Participant (or the Participant’s representative)
regarding an extension of an Admission to determine if an Admission for longer than the time that was originally
Pre-Authorized is Medically Necessary (when required).

Co-payment: the amount specified on the Schedule of Benefits that the Participant must pay directly to the Provider
each time the Participant receives Benefits.

Cosmetic Dentistry: unnecessary dental procedures (“cosmetic” dental procedures may be covered if necessary due
to an accident while covered under this Plan).

Cosmetic Surgery: medically unnecessary surgical procedures, usually, but not limited to plastic surgery directed
toward preserving beauty or correction scars, burns or disfigurements (“cosmetic” procedures may be covered if
necessary due to a disfiguring procedure while covered under this plan.

Covered Charge(s): those Medically Necessary services or supplies that are covered under this Plan.

Covered Expenses: the amount payable by the Group Health Plan for Benefits. The amount of Covered Expenses
payable for Benefits is determined as set forth in this Plan of Benefits and at the percentages set forth in the Schedule
of Benefits. Covered Expenses are subject to the limitations and requirements set forth in the Plan of Benefits and on
the Schedule of Benefits. Covered Expenses will not exceed the Allowed Amount.

Credit: financial credits (including rebates and/or other amounts) to PAI directly from drug manufacturers or other
Providers through a Pharmacy Benefit Manager (PBM). Credits are used to help stabilize overall rates and to offset
expenses and may not be payable to Plan Sponsor or Participants.

Reimbursements to a Participating Pharmacy, or discounted prices charged at Pharmacies, are not affected by these
credits. Any Coinsurance that a Participant must pay for Prescription Drugs is based on the Allowed Amount at the
Pharmacy and does not change due to receipt of any Credit received by PAI. Co-payments are not affected by any
Credit.

Creditable Coverage: benefits or coverage provided under any of the following (each capitalized term as defined
under HIPAA unless defined in this Plan of Benefits):

1. Aqgroup health Plan;

2. Health Insurance Coverage;

3. Medicare: Part A or Part B, Title XVIII of the Social Security Act;

4

Medicaid: Title X1X of the Social Security Act, other than coverage consisting solely of benefits under Section
1928;

Title 10 United States Code Chapter 55 (i.e. medical and dental care for members and certain former members of
the uniformed forces and their Dependents);

o

6. A medical care program of the Indian Health Service or of a tribal organization;

7. A state health benefits risk pool, including South Carolina Health Insurance Pool (SCHIP);

8. Astate Children’s Health Insurance Program (S-CHIP);

9. A health Plan offered under Chapter 89 of Title 5, United States Code (Federal Employees Health Benefits Act);

10. A public health Plan, including that of the U.S. Federal Government as well as that of a foreign country or its
political subdivision; or

11. A health benefit Plan under Section 5(e) of 22 United States Code 2504(e), the Peace Corps Act.

Creditable Coverage does not include coverage consisting solely of Excepted Benefits (as defined within the
definition of Health Insurance Coverage).
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Custodial Care: care (including room and board needed to provide that care) that is given principally for personal
hygiene or for assistance in daily activities and can, according to generally accepted medical standards, be performed
by persons who have no medical training. Examples of Custodial Care are help in walking and getting out of bed;
assistance in bathing, dressing, feeding, or supervision over medication which could normally be self-administered.
Dependent: an individual who is:

1. An Employee’s spouse (NOT to include an individual of the same sex as the Employee); or

2. A Child under the age set forth in the Eligibility for Coverage section; or

3. An Incapacitated Dependent.

The following persons are excluded as Dependents:

1. Other individuals living in the covered Employee’s home, but are not eligible as defined;
2. The divorced former spouse of the Employee;

3. Any person who is on active duty in any military service of any country; or

4. Any person who is covered under the Plan as an Employee.

Detoxification: a Hospital service providing treatment to diminish or remove from a Patient’s body the toxic effects
of chemical substances, such as alcohol or drugs, usually as an initial step in the treatment of a chemical-dependent
person.

Discount Services: services (including discounts on services) that are not Benefits but may be offered to Participants
from time to time as a result of being a Participant.

Durable Medical Equipment: equipment that:

Can stand repeated use; and

Is Medically Necessary; and

Is customarily used for the treatment of a Participant’s illness, injury, disease or disorder; and

Is appropriate for use in the home; and

Is not useful to a Participant in the absence of illness or injury; and

Does not include appliances that are provided solely for the Participant’s comfort or convenience; and

Is a standard, nonluxury item (as determined by the Group Health Plan); and
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Is ordered by a medical doctor, oral surgeon, podiatrist or osteopath.

Prosthetic Devices, Orthopedic Devices and Orthotic Devices are considered Durable Medical Equipment. Items
such as air conditioners, dehumidifiers, whirlpool baths, and other equipment that have nontherapeutic uses are not
considered Durable Medical Equipment.

Emergency Admission Review: the review that must be obtained by a Participant (or the Participant’s
representative) within twenty-four (24) hours of or by the end of the first working day after the commencement of an
Admission to a Hospital to treat an Emergency Medical Condition.

Emergency Medical Condition: a medical condition manifesting itself by acute symptoms of sufficient severity,
including severe pain, such that a prudent layperson who possesses an average knowledge of health and medicine
could reasonably expect the absence of immediate medical attention to result in:
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1. Placing the health of the Participant, or with respect to a pregnant Participant, the health of the Participant or her
unborn child, in serious jeopardy; or

2. Serious impairment to bodily functions; or
3. Serious dysfunction of any bodily organ or part.
Employee: any employee of the Employer (also known as Plan Sponsor) who is eligible for coverage as provided in

the eligibility section of this Plan of Benefits, and who is so designated to PAI by the Employer (also known as Plan
Sponsor).

Employer: the entity providing this Plan of Benefits, also known as Plan Sponsor.

Employer Effective Date: the date PAI begins to provide services under this Plan of Benefits, also known as Plan
Sponsor Effective Date.

Enroliment Date: the date of enrollment in the Group Health Plan or the first day of the Waiting Period for
enrollment, whichever is earlier.
ERISA: The Employee Retirement income Security Act of 1974, as amended.

Experimental or Investigational: surgical procedures or medical procedures, supplies, devices or drugs that, at the
time provided, or sought to be provided, are in the judgment of PAI not recognized as conforming to generally
accepted medical practice, or the procedure, drug or device:

1. Has not received required final approval to market from appropriate government bodies; or

2. Is one about which the peer-reviewed medical literature does not permit conclusions concerning its effect on
health outcomes; or

Is not demonstrated to be as beneficial as established alternatives; or
4. Has not been demonstrated to improve net health outcomes; or
Is one in which the improvement claimed is not demonstrated to be obtainable outside the experimental or
investigational setting.
Excepted Benefits: benefits or coverage that does not constitute Creditable Coverage:
Coverage only for accident, or disability income insurance, or any combination thereof;
Coverage issued as a supplement to liability insurance;
Liability insurance, including general liability insurance and automobile liability insurance;
Workers’ compensation or similar insurance;
Automobile medical payment insurance;
Credit-only insurance;
Coverage for on-site medical clinics;
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Other similar insurance coverage specified in regulations, under which benefits for medical care are secondary or
incidental to other insurance benefits.

If offered separately:

1. Limited scope dental or vision benefits;

2. Benefits for long-term care, nursing home care, Home Health Care, community-based care, or any combination
thereof;

3. Such other similar, limited benefits as specified in regulations.
If offered as independent, non-coordinated benefits:

1. Coverage only for a specified disease or illness;
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2. Hospital indemnity or other fixed indemnity insurance.

If offered as a separate insurance policy:

1. Medicare supplemental health insurance (as defined under Section 1882(g)(1) of the Social Security Act);
2. Coverage supplemental to the coverage provided under Chapter 55 of Title 10 of the United States Code;

3. Similar supplemental coverage under a group health Plan.

Family Unit: the covered Employee or Retiree and the family members who are covered as Dependents under the
Plan.

Formulary: a list of prescription medications compiled by the third party payor of safe, effective therapeutic drugs
specifically covered by this Plan.

Foster Child: an unmarried child under the limiting age shown in the Eligibility for Coverage section of this Plan
for whom a covered Employee has assumed a legal obligation. All of the following conditions must be met:

1. the child is being raised as the covered Employee’s;

2. the child depends on the covered Employee for primary support;

3. the child lives in the home of the covered Employee; and

4. the covered Employee may legally claim the child as a federal income tax deduction.

A covered Foster Child is not a child temporarily living in the covered Employee’s home; one placed in the covered
Employee’s home by a social service agency which retains control of the child; or whose natural parent(s) may
exercise or share parental responsibility and control.

Generic Drug: a Prescription Drug that has a chemical structure that is identical to and has the same bioequivalence
as a Brand Name Drug but is not manufactured under a registered brand name or trademark or sold under a brand
name. The Pharmacy Benefit Manager has the discretion to determine if a Prescription Drug is a Generic Drug.

Genetic Information: information about genes, gene products (messenger RNA and transplanted protein) or genetic
characteristics derived from a Participant or family member of the Participant. Genetic Information includes
information regarding carrier status and information derived from laboratory tests that identify mutations in specific
genes or chromosomes, physical medical examinations, family histories, and direct analysis of genes or
chromosomes. However, Genetic Information shall not include routine physical measurements, chemical, blood, and
urine analyses unless conducted to diagnose a genetic characteristic; tests for abuse of drugs; and tests for the
presence of human immunodeficiency virus.

Grace Period: a period of time as determined by the Plan Sponsor that allows for the Participant to pay any
Premium due.

Group Health Plan: an employee welfare benefit plan adopted by the Plan Sponsor to the extent that such Plan
provides health benefits to employees or their dependents, as defined under the terms of such Group Health Plan,
directly or through insurance, reimbursement or otherwise. This Plan of Benefits is a Group Health Plan.

Health Insurance Coverage: benefits consisting of medical care (provided directly, through insurance or
reimbursement, or otherwise) under any Hospital or medical service policy or certificate, Hospital or medical service
Plan contract, or health maintenance organization contract offered by a health insurance issuer. Health Insurance
Coverage includes group health insurance coverage, individual health insurance coverage, and short-term, limited-
duration insurance.

Health Status Related Factor: information about a Participant’s health, including health status, medical conditions
(including both physical and mental illnesses), claims experience, receipt of health care, medical history, Genetic
Information, evidence of insurability (including conditions arising out of acts of domestic violence), or disability.

HIPAA: the Health Insurance Portability and Accountability Act of 1996, as amended.
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Home Health Care Agency: an agency or organization licensed by the appropriate state regulatory agency to
provide Home Health Care.

Home Health Care Plan: must meet these tests: it must be a formal written plan made by the patient’s attending
Physician which is reviewed at least every 30 days; it must sate the diagnosis; it must certify that the Home Health
Care is in place of Hospital confinement; and it must specify the type and extent of Home Health Care required for
the treatment of the patient.

Home Health Care Services and Supplies: part-time or intermittent nursing care, health aide services, or physical,
occupational, or speech therapy provided or supervised by a Home Health Agency and provided to a homebound
Participant in such Participant’s private residence.

Hospice Agency: an organization where its main function is to provide Hospice Care Services and Supplies and it is
licensed by the state in which it is located, if licensing is required.

Hospice Care Plan: a plan of terminal patient care that is established and conducted by a Hospice Agency and
supervised by a Physician.

Hospice Care Services and Supplies: those provided through a Hospice Agency and under a Hospice Care Plan and
include inpatient care in a Hospice Unit or other licensed facility, home care, and family counseling during the
bereavement period.

Hospice Unit: a facility or separate Hospital Unit that provides treatment under a Hospice Care Plan and admits at
least two unrelated persons who are expected to die within six months.

Hospital: a short-term, acute-care facility licensed as a hospital by the state in which it operates. A Hospital is
engaged primarily in providing medical, surgical, or acute behavioral health diagnosis and treatment of injured or
sick persons, by or under the supervision of a staff of licensed Physicians, and continuous twenty-four (24) hour-a-
day services by licensed, registered, graduate nurses physically present and on duty. The term Hospital does not
include Long Term Acute Care Hospitals, chronic care institutions or facilities that principally provide custodial,
rehabilitative or long-term care, whether or not such institutions or facilities are affiliated with or are part of a
Hospital. A Hospital may participate in a teaching program. This means medical students, interns, or residents
participating in a teaching program may treat Participants.

Identification Card: the card issued by PAI to a Participant that contains the Participant’s identification number.

Incapacitated Dependent: a Dependent who is incapable of financial self-sufficiency by reason of mental or
physical disability.

Independent Review Organization: An external review organization approved by the South Carolina Department
of Insurance and accredited by a nationally recognized private accrediting organization, and not affiliated with the
health carrier.

Iliness: a bodily disorder, disease, physical sickness or Mental Disorder. Iliness includes Pregnancy, childbirth,
miscarriage or complications of Pregnancy.

Injury: an accidental physical Injury to the body caused by unexpected means.

Intensive Care Unit: a separate, clearly designated service area which is maintained within a Hospital solely for the
care and treatment of patients who are critically ill. This also includes what is referred to as a “coronary care unit” or
an “acute care unit”. It has: facilities for special nursing care not available in regular rooms and wards of the
Hospital; special life saving equipment which is immediately available at all times; at least two beds for the
accommodation of the critically ill; and at least one registered nurse (R.N.) in continuous and constant attendance 24
hours a day.
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Late Enrollee: an Employee who enrolls under this Group Health Plan other than during:

1. The first period in which the Employee or Dependent is eligible to enroll if such initial enrollment period is a
period of at least thirty (30) days; or

2. A Special Enrollment period (as set forth in the Eligibility for Coverage section).

Legal Guardian: a person recognized by a court of law as having the duty of taking care of the person and
managing the property and rights of a minor child.

Lifetime: a word that appears in this Plan in reference to benefit maximums and limitations. Lifetime is understood
to mean while covered under this Plan. Under no circumstances does Lifetime mean during the lifetime of a
Participant.

Mail Service Pharmacy: a Pharmacy maintained by the Pharmacy Benefit Manager that fills prescriptions and
sends Prescription Drugs by mail.

Maternity Management Program: the voluntary program offered by the Group Health Plan to Participants who are
pregnant.

Maximum Allowable Charge: is the lesser of:

The Usual and Customary amount,

The allowable charge specified under the terms of the Plan,

The negotiated rate established in a contractually arrangement with a provider, or
The actual billed charges for the covered services.

In the event a PPO network provider is utilized, the network scheduled allowance may be utilized in lieu of the Usual
and Customary charge. This does not, however, remove the Plan Administrator’s discretionary authority to
decide whether a charge should be subject to Usual and Customary guidelines, regardless of the network
schedule allowance. The Plan Administrator also retains the discretionary authority to decide if a charge is a
Medically Necessary and Reasonable service.

The Maximum Allowable Charge will not include any identifiable billing mistakes including, but not limited to,
upcoding, duplicate charges, and charges for services not performed.

Maximum Payment: the maximum amount the Group Health Plan will pay for a particular Benefit. The Maximum
Payment will not be affected by any Credit. The Maximum Payment will be one of the following:

1. The actual charge submitted to the Plan Supervisor for the service, procedure, supply or equipment by a
Provider; or

2. Anamount based upon the reimbursement rates established by the Plan Sponsor in its Benefits Checklist; or

3. An amount that has been agreed upon in writing by a Provider and the network used by the Plan Sponsor based
upon factors including but not limited to, (i) governmental reimbursement rates applicable to the service,
procedure, supply or equipment, or (ii) reimbursement for a comparable or similar service, procedure, supply or
equipment, taking into consideration the degree of skill, time and complexity involved, geographic location and
the circumstances giving rise to the need for the service, procedure, supply or equipment; or

4. The lowest amount of reimbursement allowed for the same or similar services, procedure, supply or equipment
when provided by a Participating Provider.

Medical Care Facility: a Hospital, a facility that treats one or more specific ailments or any type of Skilled Nursing
Facility.

Medical Child Support Order: any judgment, decree or order (including an approved settlement agreement) issued
by a court of competent jurisdiction or a national medical support notice issued by the applicable state agency that:

Ordinance 2017-01 84
Provisos Section 14, Attachment B



Provides child support with respect to a child or provides for health benefit coverage to a child, is made pursuant
to a state domestic relations law (including a community property law), and relates to the Plan of Benefits;

Enforces a law relating to medical child support described in Section 1908 of the Social Security Act (as added
by section 13822 of the Omnibus Budget Reconciliation Act of 1993) with respect to a group health Plan.

A Medical Child Support Order must clearly specify:

a. The name and the last known mailing address (if any) of each participant employee and the name and
mailing address of each alternate recipient covered by the order; and

b. A reasonable description of the type of coverage to be provided by the group health Plan to each such
alternate recipient or the manner in which such type of coverage is to be determined; and

c. The period to which such order applies; and

d. Each group health Plan to which such order applies.

If the Medical Child Support Order is a national medical support notice, the order must also include:
a. The name of the issuing agency; and

b. The name and mailing address of an official or agency that has been substituted for the mailing address of
any alternate recipient; and

c. The identification of the underlying Medical Child Support Order.

A Medical Child Support Order meets the requirement of this definition only if such order does not require a
group health Plan to provide any type or form of the requirements of a law relating to medical child support
described in Section 1908 of the Social Security Act (as added by section of 13822 of the Omnibus Budget
Reconciliation Act of 1993).

Medical Emergency: a sudden onset of a condition with acute symptoms requiring immediate medical care and
includes such conditions as heart attacks, cardiovascular accidents, poisonings, loss of consciousness or respiration,
convulsions or other such acute medical conditions.

Medical Non-Emergency Care: chare which can safely and adequately be provided other than in a Hospital.

Medically Necessary/Medical Necessity/Medical Care Necessity: health care services that a Physician, exercising
prudent clinical judgment, would provide to a patient for the purpose of preventing, evaluating, diagnosing or
treating an illness, injury, disease or its symptoms, and that are:

1.
2.

in accordance with generally accepted standards of medical practice;

clinically appropriate, in terms of type, frequency, extent, site and duration, and considered effective for the
patient’s illness, injury or disease; and

not primarily for the convenience of the patient, Physician or other health care provider, and not more costly than
an alternative service or sequence of services at least as likely to produce equivalent therapeutic or diagnostic
results as to the diagnosis or treatment of that patient’s illness, injury or disease.

For the purposes of this definition, “generally accepted standards of medical practice” means standards that are
based on credible scientific evidence published in peer-reviewed medical literature generally recognized by the
relevant medical community, Physician Specialty Society recommendations and the views of Physicians
practicing in relevant clinical areas and any other relevant factors.

Medical Record Review: in the event that the Plan, based upon a medical record review and audit, determines that a
different treatment or different quantity of a drug or supply was provided which is not supported in the billing, then
the plan Administrator may determine the Maximum Allowable Charge according to the medical record review and
audit results.

Medical Supplies: supplies that are:

1.

Medically Necessary; and
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2. Prescribed by a Physician acting within the scope of his or her license (or are provided to a Participant in a
Physician’s office); and

3. Are not available on an over-the-counter basis (unless such supplies are provided to a Participant in a
Physician’s office and should not (in PAI’s discretion) be included as part of the treatment received by the
Participant); and

4. Are not prescribed in connection with any treatment or benefit that is excluded under this Plan of Benefits.

Medicare: the Health Insurance For The Aged and Disabled program under Title XVIII of the Social Security Act,
as amended.

Mental Health Conditions: certain psychiatric disorders or conditions defined in the most current Diagnostic and
Statistical Manual of Mental Disorders published by the American Psychiatric Association and are not otherwise
excluded by the terms and conditions of this Plan of Benefits. The conditions as mandated by the State of South
Carolina are:

1. Bipolar Disorder;

Major Depressive Disorder;

Obsessive Compulsive Disorder;
Paranoid and Other Psychotic Disorder;
Schizoaffective Disorder;

Schizophrenia;

Anxiety Disorder;

Post-traumatic Stress Disorder; and
Depression in childhood and adolescence.
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Mental Health Parity: Pursuant to the Mental Health Parity and Addiction Equity Act of 2008, this Plan applies the
terms uniformly and enforces parity between covered health care Benefits and covered mental health and substance
disorder Benefits relating to financial cost sharing restrictions and treatment duration limitations. For further details,
please contact the Plan Administrator.

Mental Health Services: treatment (except Substance Abuse Services) for a condition that is defined, described or
classified as a psychiatric disorder or condition in the most current Diagnostic and Statistical Manual of Mental
Disorders published by the American Psychiatric Association and is not otherwise excluded by the terms and
conditions of this Plan of Benefits.

Midwife: a person who is certified or licensed to assist women in the act of childbirth.
Milieu Therapy: type of treatment in which the patient’s social environment is manipulated for his/her benefit.

Morbid Obesity: a diagnosed condition in which the body weight exceeds the medically recommended weight by
either 100 pounds or is twice the medically recommended weight for a person of the same height, age and mobility
as the Participant.

Natural Teeth: teeth that:

1. Are free of active or chronic clinical decay; and

2. Have at least 50% bony support; and

3. Are functional in the arch; and
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4. Have not been excessively weakened by multiple dental procedures; or

5. Teeth that have been treated for one (1) or more of the conditions referenced in 1-4 above and, as a result of such
treatment, have been restored to normal function.

No-fault Auto Insurance: basic reparations provision of a law providing for payments without determining fault in
connection with automobile accidents.

Non-Participating Provider: any Provider who does not have a current, valid contract with one of the networks
used by this Plan of Benefits.

Non-Preferred Brand Name Drug: a Prescription Drug that bears a recognized brand name of a particular
manufacturer but does not appear on the list of Preferred Brand Name Drugs and has not been chosen by PAI or its
designated Pharmacy Benefit Manager to be a Preferred Brand Name Drug, including any Brand Name Drug with an
“A” rated Generic Drug available.

Orthognathic surgery: surgery performed on the bones of the jaws to change their positions. Orthognathic surgery
is corrective facial surgery where deformities of the jaw exist. It may be indicated for functional, cosmetic , or health
reasons. It is surgery commonly done on the jaws in conjunction with orthodontic treatment, which straightens the
teeth.

Orthopedic Device: any rigid or semirigid leg, arm, back or neck brace and casting materials that are used directly
for the purpose of supporting a weak or deformed body member or restricting or eliminating motion in a diseased or
injured part of the body.

Orthotic Device: any device used to mechanically assist, restrict, or control function of a moving part of the
Participant’s body.

Other Plan: includes, but is not limited to:

Any primary payer besides the Plan;

Any other group health plan;

Any other coverage or policy covering the Participant;

Any first party insurance through medical payment coverage, personal injury protection, no-fault coverage,
uninsured or underinsured motorist coverage;

Any policy of insurance from any insurance company or guarantor of a responsible party;

Any policy of insurance from any insurance company or guarantor of a third party;

Worker’s compensation or other liability insurance company; or

Any other source, including but not limited to crime victim restitution funds, any medical, disability or other
benefit payments, and school insurance coverage.
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Outpatient Care and/or Services: treatment including services, supplies and medicines provided and used at a
Hospital under the direction of a Physician to a person not admitted as a registered bed patient; or services rendered
in a Physician’s office, laboratory or X-ray facility, and Ambulatory Surgical Center, or the patient’s home.

Out-of-Pocket Maximum: the maximum amount (if listed on the Schedule of Benefits) of otherwise Covered
Expenses incurred during a Benefit Year that a Participant will be required to pay. The Out-of-Pocket Maximum is
Coinsurance payable by the Participant. Co-payments and Benefit Year Deductibles may not apply toward the Out-
of-Pocket Maximum (as set forth on the Schedule of Benefits).

Over-the-Counter Drug: a drug that does not require a prescription.

Paid Claim: for contractual purpose of this Plan, means a claim will be deemed Paid on the date a check is cut for
the services rendered.

Partial Hospitalization: an outpatient program specifically designed for the diagnosis or active treatment of a
Mental Disorder or Substance Abuse when there is a reasonable expectation for improvement or when it is necessary
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to maintain a patient’s functional level and prevent relapse; this program shall be administered in a psychiatric
facility which is accredited by the Joint Commission on Accreditation of Health Care Organizations and shall be
licensed to provide partial hospitalization services, if required, by the state in which the facility is providing these
services. Treatment lasts less than 24 hours, but more than four hours a day and no charge is made for room and
board.

Participant: an Employee or Dependent who has enrolled (and qualifies for coverage) under this Plan of Benefits. A
Participant may also include individuals who meet the criteria under the “other eligible group classifications” as
defined in the Eligibility section of this document.

Participant Effective Date: the date on which a Participant is covered for Benefits under the terms of this Plan of
Benefits.

Participating Provider: a Physician, Hospital or other Provider who has a signed contract with one of the networks
used by this Plan of Benefits and who has agreed to provide Benefits to a Participant and submit claims to PAI and
to accept the Allowed Amount as payment in full for Benefits. The participating status of a Provider may change.

Pharmacy: a licensed establishment where Prescription Drugs are filled and dispensed by a pharmacist licensed
under the laws of the state where the pharmacist practices.
Physician: a person who is:
1. Notan:
a. Intern; or
b. Resident; or
c. In-house physician; and
2. Duly licensed by the appropriate state regulatory agency as a:

a. Medical doctor; or

o

Oral surgeon; or

c. Osteopath; or

d. Podiatrist; or

e. Chiropractor; or

f.  Optometrist; or

g. Psychologist with a doctoral degree in psychology; and

Legally entitled to practice within the scope of his or her license; and
4. Customarily bills for his or her services.
Physician Services: the following services, performed by a Physician within the scope of his or her license, training
and specialty and within the scope of generally acceptable medical standards as determined by PAI:
1. Office visits, which are for the purpose of seeking or receiving care for an illness or injury; or
2. Basic diagnostic services and machine tests;

3. Physician Services includes the following services when performed by a medical doctor, osteopath, podiatrist or
oral surgeon, but specifically excluding such services when performed by a chiropractor, optometrist, or licensed
psychologist with a doctoral degree:

a. Benefits rendered to a Participant in a Hospital or Skilled Nursing Facility; or
b. Benefits rendered in a Participant’s home; or

c. Surgical Services; or

Ordinance 2017-01 88
Provisos Section 14, Attachment B



d. Anesthesia services, including the administration of general or spinal block anesthesia; or
e. Radiological examinations; or
f. Laboratory tests; or

g. Maternity services, including consultation, prenatal care, conditions directly related to pregnancy, delivery
and postpartum care, and delivery of one or more infants. Physician Services also include maternity services
performed by certified nurse midwives.

Plan: any program that provides benefits or services for medical or dental care or treatment including:

1. Individual or group coverage, whether insured or self-insured. This includes, but is not limited to, prepayment,
group practice or individual practice coverage; and

2. Coverage under a governmental Plan or coverage required or provided by law. This does not include a state Plan
under Medicaid (Title XIX, Grants to States for Medical Assistance Programs, of the United States Social
Security Act, as amended).

Each contract or other arrangement for coverage is a separate Plan for purposes of this Plan of Benefits. If a Plan has
two (2) or more parts and the coordination of benefits rules apply only to one (1) of the parts, each part is considered
a separate Plan.

Plan Administrator: the entity charged with the administration of the Plan of Benefits. The Plan Sponsor is the Plan
Administrator of this Plan of Benefits.

Plan of Benefits: This Plan of Benefits including, the membership application, the Schedule of Benefits, and all
endorsements, amendments, riders or addendums.

Plan of Benefits Effective Date: 12:01 AM on the date listed on the Schedule of Benefits.
Plan Sponsor: also known as the Employer.

Plan Year: the 12-month period beginning on either the effective date of the Plan or on the day following the end of
the first Plan Year which is a short Plan Year.

Post-Service Claim: any claim that is not a Pre-Service Claim.

Pre-Admission Review: the review that must be obtained by a Participant (or the Participant’s representative) prior
to all Admissions that are not related to an Emergency Medical Condition.

Pre-Authorized/Pre-Authorization: the approval of Benefits based on Medical Necessity prior to the rendering of
such Benefits to a Participant. Pre-Authorization means only that the Benefit is Medically Necessary. Pre-
Authorization is not a guarantee of payment or a verification that Benefits will be paid or are available to the
Participant. Notwithstanding Pre-Authorization, payment for Benefits is subject to a Participant’s eligibility and all
other limitations and exclusions contained in this Plan of Benefits. A Participant’s entitlement to Benefits is not
determined until the Participant’s claim is processed.

Pre-Existing Condition(s): a physical or mental condition, regardless of the cause, for which medical advice,
diagnosis, care or treatment was received or recommended during the six (6) month period preceding the Enroliment
Date, if applicable. Genetic Information may not be treated as a Pre-Existing Condition in the absence of a diagnosis
of the specific condition related to the Genetic Information. Pre-Existing Condition applies only to Participants age
19 or older for claims with dates of service prior to June 1, 2014.

Preferred Brand Drug: a Prescription Drug that bears a recognized brand name of a particular manufacturer and
appears on the list of Preferred Brand Drugs.
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Preferred Brand Name Drug: a Prescription Drug that has been reviewed for cost effectiveness, clinical efficacy
and quality that is preferred by the Pharmacy Benefit Manager for dispensing to Participants. Preferred Brand Name
Drugs are subject to periodic review and modification by PAI, or its designated Pharmacy Benefit Manager, and
include Brand Name Drugs and Generic Drugs.

Pregnancy: childbirth and conditions associated with Pregnancy, including complications.

Premium: the monthly amount paid to the Plan Sponsor by the Participant for coverage under this Plan of Benefits.
Payment of Premiums by the Participant constitutes acceptance by the Participant of the terms of this Plan of
Benefits.

Prescription Drugs: a drug or medicine that is:
1. Required to be labeled that it has been approved by the Food and Drug Administration; and

2. Bearsthe legend “Caution: Federal Law prohibits dispensing without a prescription” or “Rx Only” prior to being
dispensed or delivered, or labeled in a similar manner; or

3. Insulin.

Additionally, to qualify as a Prescription Drug, the drug must:

1. Be ordered by a medical doctor or oral surgeon as a prescription; and

2. Not be entirely consumed at the time and place where the prescription is dispensed; and

3. Be purchased for use outside a Hospital.

Prescription Drugs also include the following, which otherwise may not meet the definition of Prescription Drugs:

1. DESI drugs — These drugs are determined by the FDA (Food and Drug Administration) as lacking substantial
evidence of effectiveness. The DESI drugs do not have studies to back up the medications’ uses, but since they
have been used and accepted for many years without any safety problems, they continue to be used in today’s
marketplace.

2. Controlled substance 5 (CV) OTC’s are covered. (Examples: Robitussin AC syrup and Naldecon-CX) Federal
law designates these medications as OTC. However, depending on certain state Pharmacy laws, the medications
may be considered prescription medications and are, therefore, all covered.

3. Single entity vitamins — These vitamins have indications in addition to their use as nutritional supplements. For
this reason, Plan supervisor recommends covering these medications. Single entity vitamins are used for the
treatment of specific vitamin deficiency diseases. Some examples include: vitamin B12 (cyanocobalamin) for the
treatment of pernicious anemia and degeneration of the nervous system; vitamin K (phytonadione) for the
treatment of hypoprothrombinemia or hemorrhage; and folic acid for the treatment of megaloblastic and
macrocytic anemias.

Prescription Drug Co-payment: the amount payable, if any, set forth on the Schedule of Benefits, by the
Participant for each Prescription Drug filled or refilled. This amount will not be applied to the Benefit Year
Deductible or the Out-of-Pocket Maximum.

Pre-Service Claim: any claim or request for a Benefit where prior authorization or approval must be obtained from
BlueCross Medical Review Department before receiving the medical care, service or supply.

Primary Plan: a Plan whose benefits must be determined without taking into consideration the existence of another
Plan.

Prior to Effective Date or After Termination Date: dates occurring before a Participant gains eligibility from the
Plan, or dates occurring after a Participant loses eligibility from the Plan, as well as charges incurred prior to the
effective date of coverage under the Plan or after coverage is terminate, unless Extension of Benefits applies.

Protected Health Information (PHI): Protected Health Information as that term is defined under HIPAA.
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Prosthetic Device: any device that replaces all or part of a missing body organ or body member, except a wig,
hairpiece or any other artificial substitute for scalp hair.

Provider: any person or entity licensed by the appropriate state regulatory agency and legally engaged within the
scope of such person or entity’s license in the practice of any of the following:

¢ Medicine ¢ Physical Therapy

+ Dentistry ¢ Behavioral Health

¢ Optometry ¢ Oral Surgery

¢ Podiatry ¢ Speech Therapy

+ Chiropractic Services ¢ Occupational Therapy

Provider includes a long-term-care Hospital, a Hospital, a rehabilitation facility, Skilled Nursing Facility, and nurses
practicing in expanded roles (such as pediatric nurse practitioners, family practice nurse practitioners and certified
nurse midwives) when supervised by a medical doctor or oral surgeon. The term Provider does not include physical
trainers, lay midwives or masseuses.

Qualified Medical Child Support Order (QMCSO): a Medical Child Support Order that:

1. Creates or recognizes the existence of an Alternate Recipient’s right to enroll under this Plan of Benefits; or

2. Assigns to an Alternate Recipient the right to enroll under this Plan of Benefits.

Qualifying Event: for continuation of coverage purposes, a Qualifying Event is any one of the following:

1. Termination of the Employee’s employment (other than for gross misconduct) or reduction of hours worked that
renders the Employee no longer Actively at Work and therefore ineligible for coverage under the Plan of
Benefits;

Death of the Employee;

Divorce or legal separation of the Employee from his or her spouse;
A Child ceasing to qualify as a Dependent under this Plan of Benefits.
Entitlement to Medicare by an Employee, or by a parent of a Child;
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A proceeding in bankruptcy under Titlell of the United States Cod with respect to an Employer from whose
employment an Employee retired at any time.

Reasonable and/or Reasonableness: in the administrator’s discretion, services or supplies, or fees for services or
supplies which are necessary for the care and treatment of illness or injury not caused by the treating Provider.
Determination that fee(s) or services are reasonable will be made by the Plan Administrator, taking into
consideration unusual circumstances or complications requiring additional time, skill and experience in connection
with a particular service or supply; industry standards and practices as they relate to similar scenarios; and the cause
of injury or illness necessitation the service(s) and/or charge(s).

This determination will consider, but will not be limited to, the findings and assessments of the following entities: (a)
The national Medical Associations, Societies, and organizations; and (b) The Food and Drug Administration. To be
Reasonable, service(s) and/or fee(s) must e in compliance with generally accepted billing practices for unbundling or
multiple procedures. Services, supplies, care and/or treatment that results from errors in medical care that are clearly
identifiable, preventable, and serious in their consequence for patients, are not Reasonable. The Plan Administrator
retains discretionary authority to determine whether service(s) and/or fee(s) are Reasonable based upon information
presented to the Plan Administrator. A finding of Provider negligence and/or malpractice is not required for
service(s) and/or fee(s) to be considered not Reasonable.

Charge(s) and/or service(s) are not considered to be Reasonable, and as such are not eligible for payment (exceed the
Maximum Allowable Charge), when they result from Provider error(s) and/or facility-acquired conditions deemed
“reasonably preventable” through the use of evidence-based guidelines, taking into consideration but not limited to
CMS guidelines.
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The Plan reserves for itself and parties acting on behalf of the right to review charges processed and/or paid y the
Plan, to identify charge(s) and/or service(s) that are not Reasonable and therefore not eligible for payment by the
Plan.

Rescission: a cancellation or discontinuance of coverage that has retroactive effect. A cancellation or

discontinuance of coverage is not a Rescission if the cancellation or discontinuance of coverage:

1. Hasonly a prospective effect; or

2. Is effective retroactively to the extent it is attributable to a failure to timely pay required premiums or
contributions toward the cost of coverage.

A Rescission retroactively canceling coverage is permitted if an individual performs an act, practice or omission that
constitutes fraud or if the individual makes an intentional misrepresentation of material fact, as prohibited by the
terms of the Plan or coverage.

Retired Employee: a former Active Employee of the Plan Sponsor who was retired while employed by the Plan
Sponsor under the formal written plan of the Employer and elects to contribute to the Plan the contribution required
from the Retired Employee.

Schedule of Benefits: the pages of this Plan of Benefits so titled that specify the coverage provided and the
applicable Co-payments, Coinsurance, Benefit Year Deductibles and Benefit limitations.

Second Opinion: an opinion from a Physician regarding a service recommended by another Physician before the
service is performed, to determine whether the proposed service is Medically Necessary and covered under the terms
of this Plan of Benefits.

Secondary Plan: the Plan that has secondary responsibility for paying a Participant’s claim as determined through
the coordination of benefits provisions of this Plan of Benefits.

Sickness: For a covered Employee and covered Spouse: IlIness, disease or Pregnancy.
For a covered Dependent other than Spouse: I1lIness or disease.

Skilled Nursing Facility: a facility that fully meets all of these tests:

1. Itis licensed to provide professional nursing services on an inpatient basis to person convalescing from Injury or
Sickness. The service must be rendered by a registered nurse (R.N.) or by a licensed practical nurse (L.P.N.)
under the direction of a registered nurse. Services to help restore patients to self-care in essential daily living
activities must be provided.

2. Itservices are provided for compensation and under the full-time supervision of a Physician.

3. It provides 24 hour per day nursing services by licensed nurses, under the direction of a full-time registered
nurse.

4. It maintains a complete medical record on each patient.
5. It has an effective utilization review plan.

6. It is not, other than incidentally, a place for rest, the aged, drug addicts, alcoholics, mentally challenged,
Custodial or education care or care of Mental Disorders.

7. Itis approved and licensed by Medicare.
This term also applies to charges incurred in a facility referring to itself as an extended care facility, convalescent
nursing home, rehabilitation hospital, long-term acute care facility or any other similar nomenclature.

Special Enrollment: the time period during which an Employee or eligible Dependent who is not enrolled for
coverage under this Plan of Benefits may enroll for coverage due to the involuntary loss of other coverage or under
circumstances described in the Eligibility For Coverage section of this Plan of Benefits.
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Specialist: a Physician who specializes in a particular branch of medicine.

Specialty Drugs: Prescription Drugs that treat a complex clinical condition and/or require special handling such as
refrigeration. They generally require complex clinical monitoring, training and expertise. Specialty Drugs include,
but are not limited to, infusible Specialty Drugs for chronic diseases, injectable and self-injectable drugs for acute
and chronic diseases, and specialty oral drugs. Specialty Drugs are used to treat acute and chronic disease states (e.g.
growth deficiencies, hemophilia, multiple sclerosis, rheumatoid arthritis, Gaucher's Disease, hepatitis, cancer, organ
transplantation, Alpha 1-antitrypsin disease and immune deficiencies).

Spinal Manipulation/Chiropractic Care: skeletal adjustments, manipulation or other treatment in connection with
the detection and correction by manual or mechanical means of structural imbalance or sublaxation in the human
body. Such treatment is done by a Physician to remove nerve interference resulting from, or related to, distortion,
misalignment or sublaxation of, or in, the vertebral column.

Substance Abuse: the continued use, abuse and/or dependence on legal or illegal substance(s), despite significant
consequences or marked problems associated with the use (as defined, described or classified in the most current
version of Diagnostic and Statistical Manual of Mental Disorders published by the American Psychiatric
Association).

Substance Abuse Services: services or treatment relating to Substance Abuse.

Totally Disabled: means the complete inability of the Participant to perform the important daily duties of the
Participant’s occupation, for which the Participant is reasonably suited by education, training or experience. As
applied to a Participant who is a Dependent, the term means the Dependent is prevented solely because of a non-
occupational injury or non-occupational disease from engaging in all of the normal activities of a person in good
health and of like age. The Participant must provide a Physician’s statement of disability upon periodic request by
the Group Health Plan.

Transplant: The transfer of organs or tissues, including bone marrow, stem cells and cord blood, from human to
human. Transplants are covered only at facilities approved by PAI in writing and include only those procedures that
otherwise are not excluded by this Plan of Benefits. Pre-Authorization is required. Transplant Physician Charges are
subject to the Benefit Year Deductible.

Transplant Benefit Period: the period of time that for Transplant of:

1. anorgan, the period that begins one day prior to the Admission date for Transplant and continues for a 12-month
period. Anti-rejection drugs are not subject to the Transplant Benefit Period; or

2. bone marrow, the period that begins one day prior to the date marrow ablative therapy begins, or one day prior to
the day the preparative regimen for non-myeloablative Transplant begins and continues for a twelve (12) month
period. Mobilization therapy and stem-cell harvest are also included. Anti-rejection drugs are not subject to the
Transplant Benefit Period.

Urgent Care: treatment required in order to treat an unexpected illness or injury that is life-threatening and required
in order to prevent a significant deterioration of the Participant’s health if treatment were delayed.

Urgent Care Claim: any claim for medical care or treatment where making a determination under other than normal
time frames could seriously jeopardize the Participant’s life or health or the Participant’s ability to regain maximum
function; or, in the opinion of a medical doctor or oral surgeon with knowledge of the Participant’s medical
condition, would subject the Participant to severe pain that could not be managed adequately without the care or
treatment that is the subject of the claim.

Usual and Customary (U & C): Only Usual and Customary charges are covered expenses. When determining
whether an expense is Usual and Customary, the Plan Administrator will take into consideration the fee(s) which the
provider most frequently charges the majority of patients for the service or supply, and the prevailing range of fees
charged in the same “area” by provider of similar training and experience for the service or supply. The term(s)
“same geographic locale” and/or “area” shall be defined as a metropolitan area, county, or such greater area as is
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necessary to obtain a representative cross-section of providers, person or organizations rendering such treatment,
services, or supplies for which a specific charge is made. To be Usual and Customary, fee(s) must be in compliance
with generally accepted billing practices for unbundling or multiple procedures.

The term “Customary” refers to the form and substance of a service, supply, or treatment provided in accordance
with generally accepted standards of medical practice to one individual, which is appropriate for the care or
treatment of the same sex, comparable age and who receive such services or supplies within the same geographic
locale.

The term “Usual and Customary” does not necessarily mean the actual charge made nor the specific service or
supply furnished to a Participant by a provider of services or supplies, such as a physician, therapist, nurse, hospital,
or pharmacist. The Plan Administrator will determine what the Usual and Customary charge is, for any procedure,
service, or supply, and has the discretionary authority to decide whether a specific procedure, service or supply is
Usual and Customary.

Usual and Customary charges may alternatively be determined and established by the Plan using normative data
such as Medicare cost to charge ratios, average wholesale price (AWP) for prescriptions and/or manufacturer’s retail
pricing (MRP) for supplies and devices. In the event a PPO network provider is utilized, the network scheduled
allowance may be utilized in lieu of the Usual and Customary Charge. This does not, however, remove the Plan
Administrator’s discretionary authority to decide whether a charge is Usual and Customary.

Waiting Period: a period of continuous employment with the Plan Sponsor that an Employee must complete before
becoming eligible to enroll in the Plan of Benefits.
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Oconee County Ordinance 2016-24
EXHIBIT A

MODIFICATIONS TO THE OCONEE COUNTY HEALTH INSURANCE
PLAN - RETIREE HEALTH INSURANCE PLAN PROVISIONS

THESE RETIREE HEALTH INSURANCE PLAN (THE “PLAN”) PROVISIONS ARE
SUBJECT TO CHANGE. AND THE COUNTY’S ABILITY TO FUND THIS BENEFIT

CAN BE IMPACTED BY FISCAL CHALLENGES AND LEGISLATIVE CHANGES.
DUE TO THE RISK OF UNKNOWN CIRCUMSTANCES, THIS PLAN., AS
DESCRIBED HEREIN, MAY BE DEEMED UNSUSTAINABLE AT SOME FUTURE
TIME. THE RETIREE HEALTH INSURANCE GUIDELINES DESCRIBED HEREIN
OR OTHERWISE, ARE DISCRETIONARY ON THE PART OF THE COUNTY AND
THE EMPLOYEE AND DO NOT CREATE ANY EXPRESS OR IMPLIED CONTRACT
OF THIS BENEFIT BEING PROVIDED IN THE FUTURE OR IN ANY PARTICUIL AR
AMOUNT AT ANY PARTICULAR TIME. NO PAST PRACTICES OR PROCEDURES,
PROMISES OR _ASSURANCES., WHETHER WRITTEN OR ORAL., FORM ANY
EXPRESS OR IMPLIED AGREEMENT TO CONTINUE SUCH PRACTICES OR
PROCEDURES. IT IS EXPLICITLY STATED AND RECOGNIZED BY THE COUNTY
AND EVERY EMPLOYEE OR OTHER PERSON ACCEPTING BENEFITS UNDER
ITHE PLAN THAT ALL EMPLOYMENT IN OCONEE COUNTY (EXCEPT FOR THE
OCONEE COUNTY ADMINISTRATOR) IS “AT WILL” AND THAT NO OCONEE
COUNTY EMPLOYEE (EXCEPT FOR THE OCONEE COUNTY ADMINISTRATOR)
HAS AN EMPLOYMENT AGREEMENT OR CONTRACT. AND THAT ALL
PROVISIONS OF ANY AND ALl EMPLOYMENT BENEFITS, INCLUDING
WITHOUT LIMITATION, THOSE DESCRIBED IN THIS PLAN ARE ALWAYS
SUBJECT TO ANNUAIL APPROPRIATION BY THE OCONEE COUNTY COUNCIL
WHICH IS NEVER GUARANTEED AND NEVER WILL BE GUARANTEED.

1. To the extent there are any inconsistencies between the provisions contained herein and
the provisions of “ATTACHMENT C” to Ordinance 2016-01, the provisions herein
supersede and replace such provisions, which are hereby revoked and repealed.

2. Oconee County (the “County”) acting by and through the Oconee County Council
(“County Council”) currently pays a percentage of the total cost of health benefits for
certain retirees of Oconee County and desires to share cost increases of such benefits with
current and future retirees who are qualified by twenty (20) or more years of consecutive
full-time employment with Oconee County.

3. All current retirees will continue with their current retiree health insurance / plan benefits,
with no changes at this time; however, such benefits are subject to change in the future.

4. Grandfathered Employees:

a. “Grandfathered Employees” are those employees of Oconee County who had at
least twenty (20) consecutive years of full-time employment for Oconee County
as of December 31, 2013.

b. Upon retirement, Grandfathered Employees will remain on the Oconee County
Health Care Plan, under the same terms and conditions as when they were
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d.

actively employed, until age 65 or when they become Medicare eligible,
whichever occurs first. Spouses of Grandfathered Employees are eligible for the
same coverage as Grandfathered Employees, provided the spouse is on the
Grandfathered Employee’s County Health Care Plan at the time of his or her
retirement.

Once a retired Grandfathered Employee reaches age 65, he or she is required to
enroll in Medicare parts A & B in order to receive the Subsidy, as defined and
described in Section 4.d. below,

The Subsidy:

I. The County desires to contribute a monthly subsidy to all Grandfathered
Employees upon retirement, when they reach 65 years of age or when they
become Medicare eligible, whichever occurs first.

ii. Current Oconee County paid health benefit coverage for Grandfathered
Employees under the Oconee County Employee Health Care Plan shall
cease when the Grandfathered Employee retires (becoming a
“Grandfathered Retiree”) and reaches age 65 or becomes Medicare
eligible, whichever occurs first. Discontinuance of County paid health
benefit coverage for spouses of Grandfathered Employees / Retirees will
also occur when the spouse reaches age 65 or becomes Medicare eligible,
whichever occurs first. Effective January 1, 2016 the County began
contributing a monthly subsidy of $158 per Grandfathered Retiree, or
$316 per month if married and the spouse is covered. This subsidy is
solely for the purpose of assisting the Grandfathered Retiree and spouse, if
applicable, in purchasing a Medicare supplemental insurance plan.

iii. Increases to the cost of the Oconee County Employee Health Care Plan
will depend upon actual costs; increases to the Subsidy will change
annually by the lower of CPI (Consumer Price Index) or 3% per year. The
CPI increase will be determined using September over September time
frame

iv. Grandfathered Employees / Retirees may choose to decline coverage
under the Plan at any time, but they will not be allowed to re-enroll in the
Plan in the future, (with the exception of 2 prior grandfathered employees
with special circumstances).

5. “Non-grandfathered Employees” are those employees hired prior to July 1, 2005, who
complete 20 years of consecutive employment for Oconee County but who do not qualify
as Grandfathered Employees.

a.

d.

Ordinance 2017-01

Non-grandfathered Employees will remain eligible for Oconee County Employee
Health Care Plan benefits upon their retirement, subject to the conditions stated
therein, and otherwise provided by law.

Spouses of Non-grandfathered Employees will not be eligible for Oconee County
Employee Health Care Plan coverage upon retirement of the Non-grandfathered
Employee.

Once a Non-grandfathered Employee retires and attains the age of 65 or becomes
Medicare eligible, whichever occurs first, Oconee County Employee Health Care
Plan Coverage will cease.

No Subsidy will be provided Non-grandfathered Employees or their spouses.

Page 2 of 3

Provisos Section 15 Attachment C



6. For all groups (Grandfathered and Non-grandfathered), identified in these guidelines,
only actual Oconee County employment time is considered for the purpose of
determining contributions by Oconee County. No purchased service time of any kind
will be considered for any group for purposes of retiree health benefits from Oconee

County.

7. Employees hired after June 30, 2005 are ineligible for both retiree health care coverage
and the Subsidy

Summary:

Grandfathered Employees

e Must have 20 consecutive years of County employment as of December 31, 2013.

e Retiree and Spouse will remain on the Oconee County Health Care Plan until they
reach age 65 or become Medicare eligible, whichever occurs first.

e At age 65 or upon Medicare eligibility, (whichever occurs first) a subsidy in the
amount of $158 for Retiree or $316 for Retiree/Spouse will be offered in calendar
year 2016. Subsidy increases over time by the lesser of 3% per year or the prevailing
CPI rate increase each year.

Non-Grandfathered Employees

e Must have 20 consecutive years County employment and hired before July 1, 2005.

o If retired prior to age 65, Retiree will remain on the Oconee County Health Care Plan
until the retiree reaches age 65 or becomes Medicare eligible, whichever occurs first.

e No coverage will be provided for spouse upon retirement of the Non-Grandfathered
Employee.

e No Subsidy will be provided Non-grandfathered Employees or their spouses.

Employees hired on or after July 1, 2005
e Oconee County provides no retiree health care coverage or Subsidy.

Current Retirees

e Will continue with the current retiree health insurance / Plan benefits being received,
with no changes at this time; however, the Plan is subject to change in the future.

Page 3 0of 3

Ordinance 2017-01
Provisos Section 15 Attachment C



B o R LR R A

aa

o

-S-thuml 'Hnsmmq# :ﬁ:m:— ':qre'm1'§'

CFTRAL Pmazmmm

Hasel Tk deegae

Lo el |:'|-.:‘i | ey

el ::-':'.:'.:E-“!';.' Toxcelief rEmSrasment
rh:'ri1_|:;'| eod.oxznEtion Tax e Enae

Prapepi: o rialiaf i 3

M s ln'r'EIIT\:E::;:,: Tl friuEnie

T R e apettian raldbndsma e
Mulae carilad fees

ATaral e I.-c'd.'.;_il_'f'.q:-_e-z's-:

Inferest o invesfalerts
Rt feks

‘Baghunsid

Fatel Mo Tan Lol Reveie

“Hehgot basdrwers' salary

Bsiirvivins mniEns sompenns i
Fringe teredity

HEtirayinseante

LEA

utal BHat Seirns,

_|:|.1r:|.|-|.~'.-'nl:l'|_d-¢

Iearatar franeli

Tl af Frs, Sracial Sadahe

Tepsidan fram Syceezanl Pepe Furseg Mediazd)
Trdlifee | ST Trnaine Sean .

=

Trdisters: I

Taotal ther Tinansing Snreer
ik Bovidnue aned Tiams fers Freii Al Socns
Total Expenditures

Trcegnor [deficiilnd rewernes mves paperdibyres

FRETET

44,710 B4
CREED
301 30
L B0 TR

AT dsE

I dan
105333
IEn AAn

Prajustion

AT NEREGE
1r|'| L}'\--’

23R 150
1385 e
AL HE B
LEE A3k
RO Igd
2R AN

kg
Tnarengeor idemrenye}

IR

pit b= B T

L]

£5 (in
v sl
o 1)

S5 st

Y50z
jLH{E )
A0

R s

]

10 L8 S
Sl s
PO LER
e
L63ELIRE
e e
A% B b
2433 500
Bl L

20 200
[ g

o

0385
4,758
LT b
FIEEAER
BLh el
E L

5 TR 8T

AERTET
f:-.ﬁ.-f-"?

o e

s
[0 6t
5

iafy 2
Wazas
_E403
L

3104535
jBaza7

(20873
e )

A
ES et

1, 46300

303,004

SR
4 1S 16
ayiys nE

R 1

B T

L9930

F2ih hes




= | Jaful-]

R EEE

_I._
o

I

S

e B
o b

i

SE

i o e L A

el
=

o SO P
BEE

gt i

LR
A0

jii
e

B

it Srale B

Enlacris
=iz il |'|1:,-I| LETS R 1] I:Il.

ﬁr&*q:—ln&ac‘lt{‘lf-h fras Yo tcing-Sredi

'_| 'EF;.I Ie-c

Sefranb Bdarict o PO Cy R A

FaA T Al M L e A R

Farii el En e

| PR e ._..m.;: .l'.u'|.1-€||"'|.||l BITH | T o I||u=-1--..p¢.'|sr:.

Alledutiong Sd. departental ugyets:

Traled=riogl
Hpezal Edusktis

Eifwm s

SHlizitinAT meta

Sl g nq-.-:l_l:ugm.-:_n'r

’_'.-:p;;'rf.!énl BRTLR S 8

Hedih I?'l:u'n Supplias

Criprent rar s |:|_|rEI Tl

ST R

Trigrreer pag nehral ."\:::'_r

Ser il sl

:-.?E:ll" liza sk

Hezinfeednas throrraEnt sy
2ol APl ez s

fimp -_':l;l.'_s_hﬂl B o R 1T
Cl;:r:-‘:i&:lq.qul.'-;r;:n'-
uh.!-o,!,lr-"a:-_::_:!-g:-r|l

avlar Nalaspite
\',.;-_m!:sr:l,lq-\. :..H'.i:'lu-u_;_ll:‘p
e il qiigized

:.!I Ty

:.;I:-:l.f-'l'.- NG

frs et dl LG

Foai himaete Y el shdien

Eudpae pupt gierene cllienian
S0 i ] = R Chees S b Im

neamt e baved nnstirban: parhizipzian

Erd padt ! albeariy

13 e el atbtead i fnt dshivl st |':'|:-:1-:Iu-.r|-le

goEihncsad i da] o depariments
.I."'||-u BT EE L e T LR (Tt LT A p"ﬂ.

'i".-:',,".lﬁt' aes rodate sofisal o oartionahen ncdenpat-tch
MAT Tptirer EE e uf s dlodedl Selidas LT

§ 5 pint nins all=gibizn
Falper sip) albzaton

Corrrd-murr tar seppart bos gotinete 3T 040 fot g lemeniony

i dar madidle deline:

._;_.']'_"_l'i_l fir= nigdashipmle

I-:t-?.l:l- .-'.l"!" .

AR

G000 T
i b

SRLEED
-l:llf\. i
Ha
LA
a0
2 sl
EEEh
2900
o
sui S0
ARLaT
_.:3';?.]3;'_1
THLAE
HHREA
skl
LA
AR
LART
=t Bl T
A
18808
EEdin
=k

':l'!ltnlsl.-la.’-'n

ELLESIE
AT s

R R

S

B0 3R3
=332

S NS

oy S|
o 3%
AL A
=z e
CEOTAD
2050
e e
j53Taan.
PR
330,258
U554

£ ahd

oA

b .I_,J-.
:n,'-,ur
tI-'J_

sl

Ay g’
7 AR
5

S G

'5"‘1'3'5'! -
Trerensi: -:-r'-._l.?sl:r-:'-:l.u;c';l

(o ol b

VARSI SR

fen Fhay

For e b

LL3a0

e
134:7RE

J_.E_.qﬁ.

HAARaRIE

advaitagn,

sl




Corrected Notice of Public Hearing

State of South Carolina
County Of Oconee

Before the Oconee County Council

Notice is hereby given that, pursuant to law, a hearing will be held in the Council Chambers of Oconee County, at 415
South Pine Street, Walhalla, SC, commencing at 6:00 p.m. on Tuesday, June 13, 2017 on the following matter. Thisisa

corrected Public Hearing Announcement:

The Fiscal Year 2017-2018 County Budget Ordinance No. 2017-01, School District 2017-02, and Keowee Key Fire District

2017-03 for Oconee County, South Carolina.

The following budget is proposed:

County General Operations

Economic Development Capital Projects Fund
Sheriff Victims' Services SRF

Solicitor Victims' Services SRF

911 Communication SRF

Emergency Services Protection Fund
Bridge and Culvert Capital Project Fund
Road Maintenance Fund

Enterprise Fund

County Debt Service Fund

Total County

School District Operations
School District Debt Service
Total School District

Tri-County Tech Operations
Total Tri-County Tech Operatons

Special Purpose Tax District - Keowee Key
Fire District
Total Special Purpose Tax District

Totals

Current Amended 2016-2017

Proposed 2017-2018

Percent

Expenditures Revenues Expenditures Revenues Change
$45,977,644 $45,977,644 $44,397,501 $44,397,501 -3%
1.133.000 1,133,000 615,000 615,000 -46%
162,000 162,000 152,000 152,000 -6%
66,000 66,000 58,000 58,000 -12%
1,034,000 1,034,000 1,034,000 1,034,000 0%
1,493,500 1,493,500 1,460,000 1,460,000 2%
515,000 515,000 525,000 525,000 2%
1,701,500 1,701,500 1,470,000 1,470,000 -14%
4,655,500 4,655,500 4,988,500 4,988,500 7%
2,095,210 2,095,210 1,958,544 1,958,544 7%
58,833,354 58,833,354 56,658,545 56,658,545 -4%
62,783,211 62,783,211 66,463,508 66,463,508 6%
16,312,266 16,312,266 17,098,280 17,098,280 5%
79,095,477 79,095,477 83,561,788 83,561,788 6%
1,081,000 1,081,000 1,670,000 1,670,000 54%
1,081,000 1,081,000 1,670,000 1,670,000 54%
676,599 676,599 606 899 686,899 3%
676,599 676,599 596,899 696,899 3%

139,686,430 139,686,430 142,587,232 142,587,232

Current Amended 2016-2017
Millage Rate in

Proposed 2017-2018
Millage Rate in

Dollars Millage Rate Dollars Millage Rate
County General Operations 31,625,198 60.4 32,520,031 60.3
Economic Development Capital Projects Fund 1,151,911 2.2 593,234 1.1
Emergency Senvces Protection Fund 1,518,428 2.9 1,563,982 29
Bridge and Culvert Capital Project Fund 523,596 1 539,304 1.0
Road Maintenance Fund 1,009,552 21 1.132,538 2.1
County Debt Service Fund 1,675,507 3.2 1.887 564 3.5
Total County 37,594,193 71.8 38,236,654 70.9
School Disfrict Operations 60,142,786 110.1 61,947,104 110.1
School District Debt Senvice 16,933,936 31 17,441,964 31.0
Total School District 77,076,722 141.1 79,389,068 141.1
Tri-County Tech Operations 1,099,552 2.1 1,617,912 3.0
Total Tri-County Tech Operations 1,099,552 2.1 1,617,912 3.0
Special Purpose Tax District - Keowoe Koy
Fire District 675,599 14.5 696,899 14.5
Total Special Purpose Tax District 676,599 14.5 696,899 14.5
Totals 116,447,065 229.50 119,940,533 22950

Value of a Mill
Value of A Mill 3% Projected
Increase

County Mill for Millage Purposes 523,596 539,304
School Mill for Millage Purposes 546,256 562,644
Dist 17 Mill for Millage Purposes 48,662 48,062

**Please note that the 2017-2018 numbers are estimates only and the rollback calculation must be used while

setting milage for the cumrenty year. Finn numbers will not be available untl late August 2017 from the state and local

entities.**

Members of the general public are invited to atiend the public hearing. The proposed budget may be examined weekdays in the
Oconee County Finance Department or on the County's website at www.oconeesc.com.




PUBLISHER'S AFFIDAVIT

STATE OF SOUTH CAROLINA
COUNTY OF OCONEE

OCONEE COUNTY FINANCE DEPARTMENT

IN RE: CORRECTED NOTICE OF PUBLIC HEARING - 06/13/17 — 2017-2018 COUNTY BUDGET

BEFORE ME the undersigned, a Notary Public for the State and County above named,

This day personally came before me, Hal Welch, who being first duly sworn according

to the law, says that he is the General Manager of THE JOURNAL , a newspaper published
Tuesday through Saturday in Seneca, SC and distributed in OCONEE COUNTY, PICKENS
COUNTY and the PENDLETON area of ANDERSON COUNTY and the notice (of which the
annexed is a true copy) was inserted in said papers on June 1, 2017 and the rate charged
therefore is not in excess of the regular rates charged private individuals for similar insertions.
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Hal Welch
General Manager

Subscribed and sworn to before me this day,
06/06/17

Jenniter A. White
MNotary Public for South Carolina
My Commission Expires: 07/01/2024
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