PROCEDURES FOR CLAIMING BENEFITS

Claims must be submitted to the Plan within twelve (12) months after the date services or treatment are
received or completed. Non-electronic claims may be submitted on any approved claim form, available
from the provider. The claim must be completed in full with all the requested information. A complete
claim must include the following information:

. the date of service;

. the name of the Participant;

. the name and date of birth of the patient receiving the treatment or service and his/her
relationship to the Participant;

. the diagnosis [code] of the condition being treated;

. the treatment or service [code] performed:

° the amount charged by the provider for the treatment or service; and

. sufficient documentation, in the sole determination of the Plan Administrator, to support

the medical necessity of the treatment or service being provided and sufficient to enable
the Plan Supervisor to adjudicate the claim pursuant to the terms and conditions of the
Plan.

When completed, the claim must be sent to the Plan Supervisor, Allegiance Benefit Plan Management,
Inc. (Allegiance), at P.O. Box 3018, Missoulz, Montana 56806-3018, (408) 721-2222 or (800) 877-1122 or
through any electronic claims submission system or clearinghouse to which Allegiance has access.

In no event will any claim be considered for payment of benefits if it is initially submitted to the Plan more
than tweive (12) months from the date that such claim was incurred.

Upon termination of the Plan, final claims must be received within three (3) months of termination or such
lesser time as is established by the Plan Administrator.

CLAIMS WILL NOT BE DEEMED TO BE SUBMITTED UNTIL RECEIVED BY THE PLAN
SUPERVISCR.

The Plan will have the right, in its sole discretion and at its own expense, to require a claimant to undergo
a medical examination, when and as often as may be reasonable, and to require the claimant to submit, or
cause to be submitted, any and all medical and other relevant records it deems necessary to properly
adjudicate the claim.

CLAIM DECISIONS ON CLAIMS AND ELIGIBILITY

Claims will be considered for payment according to the Plan’s terms and conditions, industry-standard
claims processing guidelines and administrative practices not inconsistent with the terms of the Plan. The
Plan may, when appropriate or when required by law, consult with relevant health care professionals and
access professional industry resources in making decisions about claims that involve specialized medical
knowledge or judgment. Initial eligibility and claims decisions will be made within the time periods stated
below. For purposes of this section, "Covered Person” will include the claimant and the claimant's
Authorized Representative; however, “Covered Person” does niot include a health care provider or other
assignee, and said health care provider or assignee does not have an independent right to appeal an
Adverse Benefit Determination simply by virtue of the assignment of benefits,

‘Authorized Representative” means a representative authorized by the claimant to act on their behalf in
pursuing a benefit claim or appeal of an Adverse Benefit Determination. The claimant must authorize the
representative in writing, and this written authorization must be provided to the Plan. The Plan will
recognize this Authorized Representative when the Plan receives the written authorization,
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THE PLAN DOES NOT MAKE TREATMENT DECISIONS, ANY DECISION TO RECEIVE TREATMENT
MUST BE MADE BETWEEN THE PATIENT AND HIS OR HER HEALTHCARE PROVIDER;
HOWEVER, THE PLAN WILL ONLY PAY BENEFITS ACCORDING TO THE TERMS, CONDITIONS,
LIMITATIONS AND EXCLUSIONS OF THIS PLAN.

In most cases, initial claims decisions on Post-Service Claims will be made within thirty (30) days of the
Plan’s receipt of the claim. The Plan will provide timely notice of the initial determination once sufficient
infermation is received to make an initial determination, but no later than thirty (30) days after receiving the
claim. Upon written notice to the Covered Person of the circumstances requiring an extension and the
date by which the Plan expects to render a decision, this time period may be extended fiteen (15) days for
reasons beyond the Plan’s control. If the extension Is necessary due to a failure of the claimant to submit
information necessary to decide the claim, the extension notice will specifically describe the information
needed, and the claimant will be afforded forty-five (45) days from receipt of the notice within which to
provide the specified information. Once sufficient information is received to decide the claim, the Plan will
provide timely notice of the determination after receiving sufficient information.

APPEALING AN UN-REIMBURSED CLAIM

If 2 claim is denied in whole or in part, the Covered Person will receive written notification of the Adverse
Benefit Determination. A claim Explanation of Benefits (EOB) wiil be provided by the Plan showing:

1. The reason the claim was denied;

2. Reference(s) to the specific Plan provision(s) or rule(s) upon which the decision was based which
resulted in the Adverse Benefit Determination;

3. Any additional information needed to perfect the claim and why such information is needed: and

4. An explanation of the Covered Person’s right to appeal the Adverse Benefit Determination for a

full and fair review.

If a Covered Person does not understand the reason for any Adverse Benefit Determination, he or she
should contact the Plan Supervisor at the address or telephone number shown on the EOB form.

To initiate the first level of benefit review, the Covered Person must submit in writing an appeal or a
request for review of the Adverse Benefit Determination to the Plan within one hundred eighty (180) days
after the Adverse Benefit Determination. The Covered Person should include any additional information
supporting the appeal or the information required by the Plan which was not initially provided and forward
it to the Plan Supervisor within the 180-day time period. Failure to appeal the Adverse Benefit
Determination within the 180-day time period will render the determination final. Any appeal received after
the 180-day time period has expired will receive no further consideration.

Appeals or requests for review of Adverse Benefit Determinations must be submitted to the Plan in
writing to P.O. Box 1269, Missoula, MT 59806-1269. Supporting materials may be submitted via
mail, electronic claims submission process, facsimile (fax) or electronic mail (e-mail).

If a claimant requests review of an Adverse Benefit Determination, this Plan provides two (2) levels of
benefit determination review.

FIRST LEVEL OF BENEFIT DETERMINATION REVIEW

The first level of benefit determination review is done by the Plan Supervisor. The Plan Supervisor will
research the information initially received and determine if the initial determination was appropriate based
on the terms and conditions of the Plan and other relevant information. Notice of the decision on the first
level of review will be sent to the Covered Person within sixty (60) days following the date the Plan
Supervisor receives the request for reconsideration.
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If, based on the Plan Supervisor's review, the initial Adverse Benefit Determination remains the same and
the Covered Person does not agree with that benefit determination the Covered Person must initiate the
second level of review. The Covered Person must request the second review in writing and send it to the
Plan Supervisor not later than sixty (60) days after receipt of the Plan Supervisor's decision from the first
level of review. Failure to initiate the second level of benefit review within the 60-day time period will
render the determination final.

SECOND LEVE! OF BENEFIT DETERMINATION REVIEW

The Plan Administrator will review the claim in question along with the additional information submitted by
the Covered Ferson. The Plan will conduct a full and fair review of the claim by the Plan Administrator
who is neither the original decisionmaker nor the decisionmaker's subordinate. The Plan Administrator
cannot give deference to the initial benefit determination. The Plan Administrator may, when appropriate
or if required by law, consult with relevant health care professionals in making decisions about appeals
that involve specialized medical judgment. Where the appeal involves issues of medical necessity or
experimental treatment, the Plan Administrator will consult with a health care professional with appropriate
training who was neither the medical professional consulted in the initial determination or his or her
subordinate.

After a full and fair review of the Covered Person’s appeal, the Plan will provide a written or electronic
notice of the final benefit determination, within a reasonable time, but no later than sixty (60) days from the
date the appeal is received by the Plan. Such notice will contain the same information as notices for the
initial determination.

All claim payments are based upon the terms and provisions contained in the Plan Document which is on
file with the Plan Administrator and the Plan Supervisor. The Covered Person may also request, free of
charge, more detailed information, names of any medical professionals consulted and copies of relevant
docuraents, as defined in and required by law, which were used by the Plan to adjudicate the claim.
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