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ARTICLE I. UNDERSTANDING THE BASICS OF YOUR COVERAGE

Blue Cross and Blue Shield of Louisiana (Plan Administrator) issues this Benefit Plan to the Group/Policyholder, as
shown in the Schedule of Vision Benefits. A copy of this Benefit Plan provided to Employees serves as the Employee’s
certificate of coverage.

The vision Benefits available under this Benefit Plan are described in Article IV. The Schedule of Vision Benefits
controls regarding the Benefits covered, the frequency with which they are covered, and the cost sharing applicable
to each Benefit, among other things. An Employee must meet the Employer’s Eligibility Waiting Period before
coverage is effective on this Benefit Plan. The Group may apply to the Plan Administrator to change the covered
Benefits on the Group's anniversary date. Benefits offered may be limited.

The Group agrees to provide the vision Benefits specified herein for Employees of the Group and their enrolled
Dependents. This Benefit Plan replaces any others previously issued to the Group/Policyholder. A word used in the
masculine gender applies also in the feminine gender, except where otherwise stated.

Except for necessary technical terms, We use common words to describe the Benefits provided under this Benefit
Plan. “The Plan”, “We”, “Us” and “Our” means Blue Cross and Blue Shield of Louisiana. Capitalized words are defined
terms in Article 1l “Definitions.”

A. The Davis Vision Network

Davis Vision, Inc. (hereinafter, “Davis Vision) is the Plan Administrator’'s network and Claims administrator for this
Benefit Plan, and is in charge of managing the Davis Vision Network, handling and paying Claims, and providing
customer services to the Plan Participants eligible to receive coverage under this Benefit Plan.

The Davis Vision Network consists of a select group of Providers who have contracted with Davis Vision to render
services to Plan Participants for discounted fees. All other Providers are considered Non-Participating. This
Benefit Plan covers Services or materials received from Non-Participating Providers at the reduced benefits
specified in the Schedule of Vision Benefits.

In order to receive the full benefits under this section, the Plan Participant should verify that a Provider is a Davis
Vision Network Participating Provider before any service is rendered. To locate a Participating Provider and verify
their continued patrticipation in the Davis Vision Network, or to ask any questions related to Benefits or Claims,
please visit the website at www.bcbsla.com or contact a customer service representative at 1-800-247-9368.

B. How the Plan Administrator Determines What it Pays for Covered Services

The Plan Administrator bases its payment of Benefits for a Plan Participant’'s Covered Services on an amount
known as the “Allowable Charge.” The Allowable Charge is determined according to Davis Vision’s fee schedule
for each covered Benefit. If the amount that is billed for Covered Services by the Plan Participant’'s Provider is
less than the amount that Davis Vision has set for the Covered Service, the billed amount is the Allowable Charge
and the Plan Administrator’s payment will be based on the billed amount.

NOTICE: The Plan Participant’s share of the payment for Covered Services may be based on the agreement
between the Plan Participant’'s Plan and the Plan Participant’'s Provider. Under certain circumstances, this
agreement may allow the Plan Participant’s Provider to bill the Plan Participant for amounts up to the Provider's
regular billed charges.
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ARTICLE II. DEFINITIONS

Adverse Benefit Determination — Means denial or partial denial of a Benefit, in whole or in part, based on:

A. Medical Necessity, appropriateness, healthcare setting, level of care, effectiveness or treatment determined to
be experimental or Investigational;

B. the Plan Participant's eligibility to participate in the Benefit Plan; or
C. any prospective or retrospective review determination.

Allowable Charge — The lesser of the billed charge or the amount established by Davis Vision as the maximum amount
allowed for all Provider services covered under the terms of this Benefit Plan.

Appeal — A written request from a Plan Participant or Authorized representative to change an Adverse Benefit
Determination made by the Plan Administrator.

Authorization (Authorized) — A determination by Davis Vision that, based on the information provided, a Benefit
satisfies the clinical review criteria requirement for Medical Necessity, appropriateness of the healthcare setting, or
level of care and effectiveness. An Authorization is not a guarantee of payment.

Benefit(s) — Coverage for the benefits as described in this Benefit Plan and the Schedule of Vision Benefits. Benefits
provided by the Plan Administrator are based on the Allowable Charge.

Benefit Period — A calendar year, January 1 through December 31. For new Plan Participants, the Benefit Period
begins on the Effective Date and ends on December 31 of the same year.

Benefit Plan — The Plan established by the Group to provide Benefits for eligible Plan Participants.

Benefit Plan Date — The date upon which the Group agrees to begin providing Benefits for Covered Services to Plan
Participants on this Benefit Plan.

Bifocal Lenses — A lens containing two different powers: one for distance vision and one for near vision. Bifocal Lenses
can be lined or unlined. Lined Bifocal Lenses are those in which both powers are easily distinguished by a line between
them. Unlined Bifocal Lenses are those in which both powers are not easily distinguishable.

Claim — A Claim is written or electronic proof, in a form acceptable to the Plan Administrator, of charges for Covered
Services that have been incurred by a Plan Participant during the time period the Plan Participant was insured under
this Benefit Plan. The provisions in effect at the time the service or treatment is received shall govern the processing
of any Claim expense actually incurred as a result of the service or treatment rendered.

Claims Administrator — Davis Vision is Blue Cross and Blue Shield of Louisiana’s Claims Administrator for this Benefit
Plan.

COBRA - Consolidated Omnibus Budget Reconciliation Act of 1985, as amended from time-to-time, and its
regulations.

Collection Frames — Refers to Eyeglass Frames offered to Plan Participants by certain private practice Participating
Providers at zero to little out-of-pocket cost. There are three tiers of Collection Frames: Fashion, Designer and
Premier, any of which may be selected in place of using the retail frame allowance. Other Network Providers that do
not have an agreement with Davis Vision to offer the Collection must offer a similar selection of frames with a
comparable retail value.

Company — Blue Cross and Blue Shield of Louisiana (incorporated as Louisiana Health Service & Indemnity
Company), or Davis Vision, Inc. regarding the services it renders on Blue Cross and Blue Shield of Louisiana’s behalf.
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Complaint — An oral expression of dissatisfaction with the vision plan or Provider services.

Concurrent Review — A review of Medical Necessity, appropriateness of care, or level of care conducted during a
course of treatment.

Contact Lenses — Devices that correct refractive errors in vision and comprised of a small shell-like lens that is worn
externally resting directly on the eye. It includes soft lenses, daily wear, disposable/planned replacement, extended
wear, gas permeable, hard, medically necessary, monovision, scleral shell and toric.

Cosmetic Surgery/Treatment — Any procedure or any portion of a procedure performed primarily to improve physical
appearance and/or treat a mental condition through change in bodily form.

Covered Service — A service or supply specified in this Benefit Plan for which Benefits are available when rendered
by a Provider.

Creditable Coverage — Prior coverage of vision benefits similar to those covered under this Benefit Plan under an
individual or group health plan including, but not limited to, Medicare, Medicaid, government plan, church plan,
COBRA, or military plan. Creditable coverage does not include specific disease policies (i.e., cancer policies),
supplemental coverage (i.e., Medicare Supplement, Medigap) or limited benefits (i.e., accident only, disability
insurance, liability insurance, workers’ compensation, automobile medical payment insurance, credit only insurance,
coverage for on-site medical clinics or coverage as specified in federal regulations under which benefits for medical
care are secondary or incidental to the insurance benefits).

Dependent — A person, other than the Employee, who has been accepted for coverage as specified in and determined
by the Schedule of Eligibility.

Designer Level Frames — A selection of Collection Frames available exclusively at contracted private practice
Providers with a retail value of more than one hundred twenty-five dollars ($125) but not to exceed one hundred
seventy-five dollars ($175).

Effective Date — The date when the Plan Participant's coverage begins under this Benefit Plan as determined by the
Schedule of Eligibility. Benefits will begin at 12:01 a.m. on this date.

Eligibility Waiting Period — The period established by the Employer that must pass before an individual is eligible to
become covered under this Benefit Plan. If an individual enrolls as a Special Enrollee, any period before such Special
Enrollment is not a waiting period. An Employee must satisfy any Eligibility Waiting Period established by the Group
before vision coverage is effective.

Eligible Person — A person entitled to apply to be an Employee or Dependent as specified in the Schedule of Eligibility.

Employee — A person who is a Full-Time Employee, Full-Time Equivalent Employee as designated by the Employer,
or a Part-Time Employee employed to perform services directly for an Employer on a permanent basis.

Employer — Means each Parish Sheriff, the Louisiana Sheriffs’ Association, and the Louisiana Sheriffs’ Pension
and Relief Fund, when such groups have been accepted by the Plan for membership.

Enrollment Date — The first day of coverage under this Benefit Plan or, if there is an Eligibility Waiting Period, the first
day of the Eligibility Waiting Period.

Evaluation and Fitting — The professional individualized fitting of Contact Lenses and the professional evaluation to
check that the prescription is correct and that there is no irritation of the eyes.
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Expedited Appeal — A request for immediate internal review of an Adverse Benefit Determination, which involves any
of the following:

A. A medical condition for which the time frame for completion of a standard Medical Necessity Appeal would
seriously jeopardize the life or health of the Plan Participant or jeopardize the Plan Participant’s ability to regain
maximum function.

B. In the opinion of the treating physician, the Plan Participant may experience pain that cannot be adequately
controlled while awaiting a standard medical Appeal decision.

C. Decision not to Authorize an Admission, availability of care, continued Hospital stay, or healthcare service for a
Plan Participant currently in the Emergency room, under observation, or receiving Inpatient care.

Eyeglass Frame — Plastic or metal structure for holding Spectacle Lenses.

Fashion Level Frames — Selection of Collection Frames available exclusively at contracted private practice Providers
with a retail value up to one hundred twenty-five ($125).

Fashion Tinting — Tints that are used primarily for cosmetic purposes.

Full-Time Employee — For purposes of this Plan means a person employed by an Employer on a full-time (an average
of at least thirty (30) hours per week), permanent basis.

Full-Time Equivalent (FTE) — An Employee who is working less than thirty (30) hours per week on average but is in
the stability period defined under Internal Revenue Code 854.4980H and regulations issued thereunder. A temporary
Employee does not meet the eligibility requirements under this Benefit Plan unless such temporary Employee is
determined by the Employer to be a Full Time Employee.

Grievance — A written expression of dissatisfaction with the Plan Administrator or with Provider services.

Group — Any company, partnership, association, corporation or other legal entity which has made application for
coverage herein and has agreed to comply with all the terms and requirements of this Benefit Plan. For the purposes
of this Benefit Plan, the Group is the policyholder.

High-Index Lenses — Material that results in thinner (almost one-third) Spectacle Lenses than normal plastic. They do
not have the impact resistant qualities of polycarbonate.

Investigational — A vision treatment, procedure, drug, device, or biological product is Investigational if the effectiveness
has not been clearly tested and it has not been incorporated into standard vision practice. Any determination We
make that a vision treatment, procedure, drug, device, or biological product is Investigational will be based on a
consideration of the following:

A. whether the vision treatment, procedure, drug, device, or biological product can be lawfully marketed without
approval of the United States Food and Drug Administration (FDA) and whether such approval has been granted
at the time the vision treatment, procedure, drug, device, or biological product is sought to be furnished; or

B. whether the vision treatment, procedure, drug, device, or biological product requires further studies or clinical
trials to determine its maximum tolerated dose, toxicity, safety, effectiveness, or effectiveness as compared with
the standard means of treatment or diagnosis, according to the consensus of opinion among experts as shown
by reliable evidence, including:

1. consultation with the Blue Cross and Blue Shield Association technology assessment program (TEC) or other
non-affiliated technology evaluation center(s);

2. credible scientific evidence published in peer-reviewed medical or vision literature generally recognized by
the relevant vision community; or

3. reference to federal regulations.
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Laser Vision Correction Services — Laser vision corrections are surgical procedures to correct vision problems such
as nearsightedness, farsightedness and astigmatism.

Lenticular Lenses — A lens, usually of strong refractive power, in which the prescribed power is applied over only a
limited central region of the lens, called the lenticular portion.

Medically Necessary (or “Medical Necessity”) — Vision care services, treatment, procedures, equipment, drugs,
devices, items or supplies that a Provider, 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:

A. in accordance with nationally accepted standards of medical or vision practice;

B. clinically appropriate, in terms of type, frequency, extent, level of care, site and duration, and considered effective
for the patient's illness, injury or disease; and

C. not primarily for the personal comfort or convenience of the patient, or Provider, and not more costly than
alternative services, treatment, procedures, equipment, drugs, devices, items or supplies or sequence thereof
and that are as likely to produce equivalent therapeutic or diagnostic results as to the diagnosis or treatment of
that patient's iliness, injury or disease.

For these purposes, “nationally accepted standards of medical practice” means standards that are based on credible
scientific evidence published in peer-reviewed medical or vision literature generally recognized by the relevant vision
health services community recommendations and the views of Ophthalmologists or Optometrists practicing in relevant
clinical areas and any other relevant factors.

Medically Necessary Contact Lenses — Contact lenses that are determined as Medically Necessary in the treatment
of the following conditions: Keratoconus, Anisometropia, Corneal Disorders, Pathological Myopia, Aniseikonia, Post-
Traumatic Disorders, Aphakia, Aniridia and Irregular Astigmatism. In general, Medically Necessary Contact Lenses
may be prescribed in lieu of eyeglasses, when it will result in significantly better visual acuity and/or improved
binocular function, including avoidance of diplopia or suppression.

Monocular Patient — Refers to only one eye of the patient or one side of a prism binocular.

Open Enrollment — A period of time, designated by the Group, during which an Employee and any eligible Dependents
may enroll for Benefits under this Benefit Plan.

Oversize Lenses — A larger than standard lens type that requires special frames and equipment to fabricate the
eyeglasses.

Part-Time Employee — For purposes of this plan means a person employed on a part-time basis (less than an average
of thirty (30) hours per week) who may or may not receive pay for such work.

Plan Administrator — The person or entity designated by the Plan Sponsor to administer this group Plan. If no one is
designated, the Plan Sponsor is the Plan Administrator.

Plan Participant — Any Employee or Dependent who is covered under this Plan.

Plan Sponsor — Louisiana Sheriffs’ Association who provides these Benefits on behalf of its eligible Employees
and their eligible Dependents.

Plan Year — A period of time beginning with the Effective Date of this Benefit Plan or the anniversary of this date and
ending on the day before the next anniversary of the Effective Date of this Benefit Plan.

Polarized Lenses — Spectacle Lenses that block light reflected from horizontal surfaces such as water, in order to
reduce glare.
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Polycarbonate Lens — A spectacle lens made of a high impact-resistant material used for safety in children’s eyewear,
sports and other cosmetic purposes. Lenses are twenty to twenty-five percent (20-25%) thinner than “regular plastic.”

Premier Level Frames — Selection of frames from the Davis Vision Collection available exclusively at contracted
private practice Providers with a retail value of more than one hundred seventy-five dollars ($175) but not to exceed
two hundred twenty-five dollars ($225).

Premium Anti-Reflective Coating — Advanced forms of Anti-Reflective Coatings for Spectacle Lenses with improved
durability.

Premium Progressives — Lenses are often referred to as "free-form design" or "wave-front technology" to help
minimize peripheral distortion.

Premium_ Anti-Reflective Coating — A non-glare, clear lens coating that limits light reflection, which allows the
maximum amount of light to pass through the lens and provides anti-reflection protection with superior smudge
resistance and optimum clean-ability, such as Crizal™ or equivalent.

Premium High-Index Lenses — Material with a higher index of refraction than plastic and standard High-Index typically
used for more significant vision correction prescriptions.

Premium Progressive Lenses — Lenses with continuously variable power zones from far distance to near distance
correction with a newer, branded progressive lens design or a proprietary, digitally manufactured design.

Provider — An ophthalmologist, optometrist, optician, physician, or legally Authorized eyeglass and contact lens retail
store, licensed where required, performing within the scope of license, and approved by the Plan Administrator. If a
Provider is not subject to state or federal licensure, We have the right to define all criteria under which a Provider’s
services may be offered to Our Plan Participants in order for Benefits to apply to a Provider's Claims. Claims
submitted by Providers who fail to meet these criteria will be denied.

A. Network Provider — A Provider that has a Provider Agreement with Davis Vision pertaining to payment for Covered
Services rendered to a Plan Participant.

B. Non-Network Provider — A Provider that does not have a Provider Agreement with Davis Vision pertaining to
payment for Covered Services rendered to a Plan Participant.

Provider Agreement — An agreement for payment contracted by Davis Vision with Participating Providers. These
agreements establish the actual payments which will be made to the Participating Provider. The payments may reflect
a discount or payment formula that has been contracted between Davis Vision and the Participating Provider.

Routine Eye Health Examination — A level of service in which a general evaluation of the complete visual system of
the human body is made. This includes:

e Case history (chief complaint, eye and vision history, medical history)
¢ Entrance distance and near acuities, with and without current lenses
e External ocular evaluation

e Internal ocular examination

e Tonometry

o Refraction (objective and subjective)

e Binocular coordination and ocular motility evaluation

e Evaluation of pupillary function

e Biomicroscopy

e Gross visual fields
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e Assessment and plan
e Advising the patient on matters pertaining to vision care
e Form completion (e.g., school, motor vehicle)

e A Dilated Fundus Examination (DFE) when professionally indicated (diagnostic procedure used in the
detection and management of diabetes, glaucoma, hypertension and other ocular and/or systematic
diseases)

Scratch Protection Plan — An optional plan that will replace scratched lenses with new lenses of the same material,
style and prescription, at no charge for a period of one year from the original date of dispensing. A Scratch Protection
Plan may be available for single vision lenses only, for multifocal vision lenses only, or for both.

Scratch-Resistant Coating — Coating applied to spectacle lenses to increase the scratch resistance of the lens surface.

Select Progressive Lenses — Lenses with continuously variable power zones from far distance to near distance
correction with a newer, proprietary progressive lens design.

Special Enrollee — An Eligible Person who is entitled to and who requests special enrollment (as described in this
Benefit Plan) within thirty (30) days of losing other certain vision coverage or acquiring a new Dependent as a result
of marriage, birth, adoption or placement for adoption.

Specialty Type Contact Lenses — Contact Lenses that are newer in the market than Standard Type Contact Lenses
and require a specialty fitting. These lens types include, but not limited to, toric, multifocal and gas permeable lenses.

Spectacle Lenses — Devices that correct refractive errors in vision which are intended to be mounted on Eyeglass
Frames to be worn externally, involving a transparent medium bounded by two geometrically describable surfaces
one of which shall be curved, that is, spherical, cylindrical, toroidal or aspheric.

Standard Anti-Reflective Coating — A non-glare, clear lens coating that limits light reflection, which allows the
maximum amount of light to pass through the lens and provides anti-reflection protection, such as Aegis™ Anti-
Reflective Treatment or equivalent.

Standard High-Index Lenses — Material with a higher index of refraction than plastic, which is used to create lenses
that are thinner (by almost one-third) and flatter than what is possible with normal plastic.

Standard Progressive Lenses — Lenses with variable power zones from far distance to near distance correction with
an older, proven branded progressive lens design.

Standard Type Contact Lenses — Commonly used contact lens types defined as spherical clear contact lenses. These
include disposable contact lenses planned replacement lenses and others.

Trifocal Lenses — A multifocal lens with three different powers in three different positions. Usually, the top (largest)
portion is for distance vision, the middle portion is for intermediate distances and the bottom portion is for near vision.
Trifocal Lenses can be lined or unlined. Lined Trifocal Lenses are those in which the different powers are easily
distinguished by a line between them. Unlined Trifocal Lenses are those in which the different powers are not easily
distinguishable.

Ultra Anti-Reflective Coating — Non-glare, clear lens coating that limits light reflection, which allows the maximum
amount of light to pass through the lens and provides anti-reflection protection. The ultra-coating uses the latest lens
material technologies with all the benefits of both standard and premium lenses and includes a top-tier scratch-
resistance coating, such as Crizal Avance™ or equivalent.

Ultraviolet Coating — A coating for Spectacle Lenses that blocks ultraviolet rays.

Ultra Progressive Lenses — Lenses with continuously variable power zones from far distance to near distance
correction with the newest branded progressive lens design technology, including a digitally manufactured design.
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ARTICLE III. SCHEDULE OF ELIGIBILITY

A. Active Full-Time Employees and Full-Time Equivalent Employees are eligible for coverage under the plan.

B. Retirees

The following Retirees are eligible to participate in the Plan:

1. Retirees currently receiving benefits under the Association Pension Plan who have:

a. Joined the Plan during the ninety (90) days after their parish joined the Medical Plan;

b. Exercised their option to continue coverage under the Medical Plan in the thirty (30) days from the date
they ceased to be a Full-Time Employee.

If such election is not made in the thirty (30) day option period or if the Retiree declines coverage, or drops
coverage at any time after retirement, such person will not again be eligible to participate at any time in the
future.

Employees who have qualified for retirement by years of service, but not by age (Deferred Retirees), who
have:

a. Joined the Plan during the ninety (90) days after their parish joined the Medical Plan; or

b. Exercised their option to continue coverage under the Plan in the thirty (30) days from the date that they
ceased to be an active Full-Time Employee.

If such election is not made in the thirty (30) day option period or if the Deferred Retiree declines or drops
coverage from the date he or she ceased to be eligible as an active Full-Time Employee, such person will
not again be eligible until the date he or she becomes eligible to draw retirement benefits. On that date, he
or she may become eligible to participate in the Medical Plan but will be required to show evidence of good
health before acceptance, and application must be made within thirty (30) days of the date the Retiree
becomes eligible.

Former Employees who did not qualify for retirement but had accumulated twelve (12) or more years of full-
time service, who have exercised their option to continue coverage under the Plan within thirty (30) days from
the date they ceased to be an active Full-Time Employee.

Employees who have qualified for retirement by years, but not by age, who have exercised their right to join
the program during the ninety (90) day open enroliment or have exercised their option to continue under the
Plan, and their Dependents as defined in ARTICLE I, DEFINITIONS, are eligible to participate in the Plan.

Dependents covered by the Retiree the day prior to retirement, may be included by Retirees only on the
Retirees’ initial Effective Date of coverage. A Retiree may not add Dependent coverage at a date later than
his or her initial date of coverage unless adding a new Spouse within thirty (30) days of marriage or adding a
Dependent Child within thirty (30) days of eligibility.

C. Employee — Initial Eligibility Date

1.

Each Employee whose employment commenced on or before the Effective Date of this Plan shall become
eligible for coverage on the Effective Date of this Plan.

Each Employee whose employment commences after the Effective Date of this Plan shall become eligible
for coverage on his or her date of employment, provided application for coverage has been made by that
date. If application for coverage is made within one (1) month after the date of employment, coverage will
become effective on the date application is made.
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D. Dependent — Initial Eligibility Date

1. Each eligible Dependent of an Employee or Retiree whose employment commenced on or before the
Effective Date of this Plan shall become eligible for coverage on the Effective Date of this Plan.

2. Each eligible Dependent of an Employee whose employment commences after the Effective Date of this Plan
shall become eligible for coverage on the Employee’s date of employment, or, if later, the date the Employee
makes application for Dependent coverage, provided such application is made within one (1) month after the
Dependent’s initial eligibility date.

3. A Dependent Child is a Child under age twenty-six (26) who is one of the following:
a. born of the Subscriber; or
b. legally placed for adoption with the Subscriber; or
c. legally adopted by the Subscriber; or

d. a Child for whom the Subscriber or his legal Spouse has been granted legal custody or provisional
custody by mandate, or a Child for whom the Subscriber or his legal Spouse is a court appointed
tutor/tutrix; or

e. a Child supported by the Subscriber pursuant to a Qualified Medical Child Support Order (QMCSO) or
National Medical Support Notice (NMSN); or

f. a stepchild of the Subscriber; or

g. a grandchild residing with the Subscriber, provided the Subscriber has been granted legal custody or
provisional custody by mandate of the grandchild; or

h. the Subscriber’s Child after attaining age twenty-six (26), or grandchild who was in the legal custody of
and residing with the Subscriber prior to attaining age twenty-six (26), who is incapable of self-sustaining
employment by reason of being mentally or physically disabled prior to attaining age twenty-six (26). The
Subscriber must furnish Us with periodic proof of continuing incapacity and dependency within thirty-one
(31) days of the Child’s twenty-sixth (26th) birthday. We may require subsequent proof once a year after
the initial two (2) year period following the Child’s twenty-sixth (26th) birthday.

4. A Dependent Child who is ordered by the court to be covered under the Plan will be eligible for coverage
when required by such court or administrative order, to comply with the provisions of the Omnibus Budget
Reconciliation Act of 1993 (OBRA ‘93). This Plan will automatically be amended to include any change or
interpretation to such law.

5. Adding Newborn Children to Coverage

The Employee must notify the Third-Party Administrator that the Employee is adding a Child and the Effective
Date of coverage. If the Third-Party Administrator is notified within thirty (30) days of the date the Child
becomes eligible, the Child’s Effective Date will be the date the Child became eligible. If the Third-Party
Administrator is not notified within thirty (30) days of the Child becoming eligible for coverage, then evidence
of good health requirements will apply.
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E.

G.

In the event an Employer not participating in the Plan on the original Effective Date of the Plan begins participation
subsequent to the Effective Date, any Participants in that Sponsor’s group insurance plan on the day immediately
preceding participation in this Plan shall be eligible for immediate coverage and:

1. There will be no Pre-Existing Conditions exclusion applicable to such participants;

2. Expenses applied toward the Deductible and out-of-pocket provisions of the prior plan shall be applied toward
the Deductible and out-of-pocket provisions of this Plan, provided however,

3. Any benefits otherwise payable under this Plan shall be reduced by any benefits payable under the extended
benefits provisions of the prior plan.

An Employee not enrolling self or Dependents as defined in ARTICLE Il, DEFINITIONS, during their initial period
of eligibility will be required to show proof of insurability.

Acceptance or rejection of such application will be made by the Plan at its discretion based on the evidence of
good health submitted. The type and form of required proof of good health will be determined by the Plan. The
Employee will be required to pay the cost of obtaining such proof.

Actively At Work/Non-Confined Requirement

1. The Effective Date of coverage for an Employee not actively at work on his or her initial eligibility date will be
deferred until the date he or she returns to active full-time employment.

2. The Effective Date of coverage for a Dependent who is confined, because of disease, illness, or injury, at
home, in a nursing home, Hospital, or elsewhere on his or her initial eligibility date will be deferred until his or
her confinement or disability ends.

This provision will not apply to a newborn Child for whom coverage has previously been applied for or who is
the Dependent of an Employee already enrolled for Child or family coverage.

Dependents, as defined in ARTICLE II, DEFINITIONS, of an Employee who are covered at the time of the
Employee’s death are eligible as follows:

1. If the Employee is killed in the line of duty, eligibility continues as though the Employee had not died.

2. Ifan Employee with twelve (12) or more years of service dies, his or her Dependents will be eligible to continue
coverage as though the Employee had not died.

3. If an Employee with five (5) years, but less than twelve (12) years of service dies other than in the line of duty,
his or her Dependents will be eligible to continue participation in the Plan for two (2) years after the
Employee’s death.

4. If an Employee with less than five (5) years of service dies other than in the line of duty, his or her Dependents
will be eligible to continue participation in the Plan for one (1) year after the Employee’s death.

Dependents have thirty (30) days after the death of an Employee or Retiree to make a decision as to continuation
of coverage. After thirty (30) days, Dependents will be dropped from the Plan and will not again be entitled to
coverage.
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If an Employee’s employment terminates for reasons other than (a) retirement, or (b) termination of the Plan, the
coverage terminates as described in Article XI of this Plan Agreement; however:

1. If the FULL-TIME Employee is granted a leave of absence because of the inability to work due to an on-the-
job injury or a disease contracted while on the job, coverage may continue for up to twelve (12) months during
such leave.

2. If the FULL-TIME Employee is granted a leave of absence for a work-related leave of absence not defined
in (1) above, (i.e., law enforcement education, sickness, off-the-job injury, work suspension, etc.), coverage
may continue for up to six (6) months during such leave.

Exception to the six (6) month extension is that an Employee who takes a leave of absence to run for Sheriff
and is elected, can remain on the Plan under this extension for longer than six (6) months, until such time
that he takes office or rejoins the department. At such time he or she will be considered an active Employee.

3. If the FULL-TIME Employee is granted a leave of absence for any reason not defined in (1) or (2) above,
coverage may continue for up to ninety (90) days.

NOTE: The following shall apply to Employers who are subject to the Family Medical Leave Act (FMLA) of
1993.

a. If the Employee qualifies under the Act to take a Family Medical Leave, the twelve (12) week entitlement
under the FMLA will apply against any other continuation provision in this Plan.

b. This Plan will comply with the continuation and reinstatement provision of the said Act.
The continuation of coverage as stated above is in addition to COBRA.
Special Transfer Provision

In the event an Employee’s employment with a participating Employer terminates and the Employee begins
employment with another participating Employer on the next regularly scheduled workday after termination of
coverage with the original Employer, the coverage status for the Employee and any covered Dependents will be
transferred in place; i.e., credit will be given for expenses previously applied toward satisfaction of current
Deductible and Copayment. Any eligible Dependents who are age nineteen (19) or older who were not covered
under the former participating Employer and who apply for coverage under the new participating Employer will
be subject to the evidence of good health requirement of Section G of ARTICLE Ill, ELIGIBILITY AND
TERMINATION.

ARTICLE IV. COVERED VISION BENEFITS

The Schedule of Vision Benefits will be controlling regarding which of the Benefits described in this Article are covered
under the Plan Participant’s plan, with what frequency, which Copayments or coinsurance apply, and what limitations
apply to them. Please refer to the Schedule of Vision Benefits for detalils.

A. Network Benefits

Subject to the specifications described in the Schedule of Vision Benefits, each Plan Participant will have
coverage for:

1. One Routine Eye Health Examination

After Plan Participant’s payment of any applicable Copayment stated on the Schedule of Vision Benegfits, the
Plan Administrator will cover one Routine Eye Health Examination.
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Covered Routine Eye Health Examinations will include dilation of eye pupils when professionally indicated.
Routine Eye Health Examinations will be limited to the frequency stated in the Schedule of Vision Benefits.

2. Prescription Spectacle Lens For Each of the Plan Participant’s Eyes

After Plan Participant's payment of any applicable Copayment, the Plan Administrator will cover one
prescription Spectacle Lens for each of Plan Participant’s eyes, as stated in the Schedule of Vision Benefits.
The type of lens materials covered will be explained in the Schedule of Vision Benefits. Prescription Spectacle
Lens coverage will be limited to the frequency stated in the Schedule of Vision Benefits.

The Plan Participant may be able to enhance the Spectacle Lenses covered above at discounted prices. The
Schedule of Vision Benefits may include discounted prices for some special types of lens materials and other
enhancements. Any available enhancement options are not to be considered coverage under this Benefit
Plan.

3. Eyeglass Frames

After Plan Participant’'s payment of any applicable Copayment stated in the Schedule of Vision Benefits, the
Plan Administrator will cover one eyeglass frame, up to any maximum allowance specified in the Schedule
of Vision Benefits. Certain private practice Participating Providers carry the Davis Vision Frame Collection,
which the Plan Participant can get with little or no out-of-pocket costs, as stated in the Schedule of Vision
Benefits.

To know which Providers that carry the Collection Frames, please visit our website at www.bcbsla.com to
search for the Davis Vision Providers near You. Providers that carry the Collection Frames will have an
indicator to that effect.

All Eyeglass Frames coverage will be limited to the frequency stated in the Schedule of Vision Benefits.
4. Prescription Contact Lenses

After Plan Participant’s payment of any applicable Copayment stated in the Schedule of Vision Benefits, the
Plan Administrator will cover one prescription Contact Lens for each of the Plan Participant’s eyes, up to the
maximum allowance indicated in the Schedule of Vision Benefits.

The Schedule of Vision Benefits will also indicate if the Contact Lenses coverage will be in lieu of or in addition
to eyeglasses. If the Contact Lenses coverage is “in lieu of eyeglasses” it means that, within the frequency
period stated in the Schedule, the Plan Participant may only choose one of either prescription Spectacle
Lenses and an Eyeglass Frame, or Contact Lenses, but not both. If to the contrary, the Contact Lenses
coverage is “in addition to eyeglasses”, it means that the Plan Participant may choose prescription Spectacle
Lenses and an Eyeglass Frame and Contact Lenses within the same frequency period.

B. Limitations for In-Network Benefits
1. Medically Necessary Contact Lenses
Medically Necessary Contact Lenses are subject to Authorization. Once Authorized, the Plan Participant will
be able to choose any of the contact lens options available under this Article, subject to any corresponding
Copayment and allowance. Medically Necessary Contact Lenses that are not duly Authorized will not be
covered.

2. Collection and non-Collection Eyeglass Frames

Plan Participants may choose either one Collection or one non-Collection Eyeglass Frame within their
frequency period, but not both.
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3. Eyeglass Frame and Contact Lens Coverages Subject to an Allowance

When according to the Schedule of Vision Benefits, Eyeglass Frame or Contact Lens coverage is limited to
a maximum allowance, that means that those items are covered, after their corresponding Copayment, up to
their retall value stated in the Schedule.

If the Plan Participant chooses an item which retail value exceeds the allowance, the Plan Participant will
have to pay the excess in addition to the applicable Copayment. The Plan Participant may be given a discount
from the frames or lenses retail value in excess of the allowance. Any discounts over an item’s retail value in
excess of the allowance will not be available if the Plan Participant purchases his/her item from a Costco,
Walmart or Sam’s Club location.

4. Contact Lens Evaluation, Fitting and Follow-up Care

Evaluation, Fitting and follow-up care coverage for Contact Lenses are described in the Schedule of Vision
Benefits. Evaluation, Fitting and follow up care may not be covered for certain types of contact lenses, may
be covered in full subject to a Copayment, or may be covered up to a specific fee value (the “allowance”).

Evaluation, Fitting and follow-up care fee values which exceed the allowance will require the Plan Participant
to pay the excess fee in addition to any applicable Copayments and any other fees. Discounts over Evaluation
and Fitting fees in excess of any allowance may be available. Any discounts will not be available if the Plan
Participant purchases his/her Contact Lenses from a Costco, Walmart or Sam’s Club location.

C. Non-Network Benefits
There are no Benefits available for Non-Network Providers.

ANY BENEFIT LISTED IN THIS BENEFIT PLAN, WHICH IS NOT MANDATED BY STATE OR FEDERAL LAW,
MAY BE DELETED OR REVISED ON THE SCHEDULE OF VISION BENEFITS.

ARTICLE V. DISCOUNTS

Plan Participants may have access to discounts on vision-related services and materials not covered under this
Benefit Plan. All discounts, including those described in the Schedule of Vision Benefits as related to covered Benefits,
are administered and provided by Davis Vision in consideration of the Plan Participant being covered under this
Benefit Plan. Discounts are not to be considered coverage under this Benefit Plan. The Plan Participant may have
access to even more discounts than those described in the Schedule of Vision Benefits because of being a Davis
Vision client. Davis Vision may change or discontinue the discounts provided to their clients in the regular course of
business without notice. Plan Participants must consult with Davis Vision or a Davis Vision Provider to find out what
discounts are available to them at any specific time.

ARTICLE VL. SALES TAXES ON COVERED OR DISCOUNTED ITEMS
Providers may be required in some areas to collect sales taxes over the value of covered and/or discounted items. In

such cases, this Benefit Plan will not cover sales taxes. The Plan Participant must pay any sales taxes, in addition to
any applicable Copayment, non-covered amounts, and discount priced items.
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ARTICLE VILI. EXCLUSIONS

Any of the limitations and exclusions in this Benefit Plan may be revised, deleted or limited as shown on the Schedule
of Vision Benefits.

Unless otherwise shown as covered in this Benefit Plan, no Benefits will be provided for the following, REGARDLESS
OF CLAIM OF MEDICAL NECESSITY:

1.

10.

Services, supplies, treatments for services that are not specifically stated as covered under this Benefit Plan and
complications from services, supplies and treatments that are not covered under this Benefit Plan.

Services, treatments, procedures, equipment, drugs, devices, items or supplies that are not Medically Necessary.
The fact that a physician or other Provider prescribes, orders, recommends or approves a service or supply, or
that a court orders a service or supply to be rendered, does not make it Medically Necessary.

Services or materials from Providers not participating in the Davis Vision Network.
Any charges exceeding the Allowable Charges.
Any medical or surgical service not specifically covered under this Benefit Plan.

Benefits received from a vision or a medical department or Provider maintained by or on behalf of a Group or
Employer, a mutual benefit association, labor union, trust, or similar person or Group.

Services or expenses for which the Plan Participant has no obligation to pay, or for which no charge would be
made if the Plan Participant had no vision coverage.

Services rendered as a result of occupational disease or injury compensable under any Workers’ Compensation
Law subject to the provisions of L. R. S. 23:1205(C). This exclusion shall not apply to services rendered to a Plan
Participant holding fifty percent (50%) or more ownership in the Group (or an Employer, if Group is an association
of Employers), if the Plan Participant has legally opted to be excluded from Worker's Compensation coverage for
the Group and has furnished the Plan Administrator with written verification of his or her ownership interest and
exclusion from Worker's Compensation coverage at the time of enrollment or upon acquisition of the required
ownership percentage.

Services for which payment is available under the laws of the United States, any of its states or political
subdivisions or the Veterans Administration, except where enforcement of this exclusion is prohibited by law.

Services in the following categories:

a. those for diseases contracted or injuries sustained as a result of war, declared or undeclared or any act of
war;

b. those for injuries or illnesses found by the Secretary of Veteran’s Affairs to have been incurred in or
aggravated during the performance of service in the uniformed services;

c. those occurring as a result of taking part in a riot or acts of civil disobedience;

d. those occurring as a result of a Plan Participant's commission or attempted commission of a felony. This
exclusion does not apply to the extent inconsistent with the Health Insurance Portability and Accountability
Act of 1996 (HIPAA), as amended. Benefits are available to the Plan Participant for illness or bodily injury
due to an act of domestic violence or a medical condition (including both physical and Mental Health
conditions) or in case of Emergency care, the initial medical screening examination, treatment and
stabilization of an Emergency condition; or

e. for treatment of any Plan Participant confined in a prison, jail, or other penal institution.
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11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24,

25

Vision services or materials incurred or received before the Plan Participant's Effective Date.

Benefits after the termination or cancellation of the Benefit Plan, regardless of the cause of termination or
cancellation.

Implants, intacts or any kind of intraocular lenses.
Surgical treatments for vision correction, unless otherwise specifically covered under this Benefit Plan.

Services or materials other than those specifically listed in the Schedule of Vision Services and described in this
Benefit Plan.

Services, materials, supplies, or charges to the extent payment has been made or is available under any other
contract issued by this or any other Blue Cross or Blue Shield Company, or to the extent provided for under any
other group benefit plan.

Services, materials or supplies which are Investigational in nature, except as specifically provided in this Benefit
Plan. Investigational determinations are made in accordance with Our policies and procedures for such
determinations which are on file with the Louisiana Department of Insurance.

Services, materials, supplies, equipment, or charges in connection with cosmetic Surgery/treatment.

Any sales taxes or interest.

Care rendered by a Provider who is the Plan Participant’'s Spouse, Child, stepchild, parent, stepparent or
grandparent.

Charges for telephone or email consultations, failure to keep a scheduled visit, completion of a Claim form, to

obtain medical records or information required to adjudicate a Claim, or for access to or enrollment in or with any
Provider.

Anesthesia.

Services in connection with diagnostic photos (i.e., Polaroid).

Laser Vision Correction Services or Surgery.

. Services or supplies determined by the Plan Administrator to be not Medically Necessary.

ARTICLE VIII. BENEFITS NOT ASSIGNABLE

All

Benefits payable by the Plan Administrator under this Benefit Plan and any amendment hereto are personal to

the Plan Participant and are not assignable in whole or in part by the Plan Participant. The Plan Administrator will not
recognize a Plan Participant’s attempted assignment to or direction to pay any Providers. Nothing contained in this
Benefit Plan shall be construed to make this vision plan or The Plan liable to any third party to whom a Plan Participant
may be liable for provided vision services or materials.
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ARTICLE IX. CONTINUATION OF COVERAGE RIGHTS
A. Surviving Dependents/Spouse Continuation

Dependents, as defined in ARTICLE II, DEFINITIONS, of an Employee who are covered at the time of the
Employee’s death are eligible as follows:

1. Ifthe Employee is killed in the line of duty, eligibility continues as though the Employee had not died.

2. Ifan Employee with twelve (12) or more years of service dies, his or her Dependents will be eligible to continue
coverage as though the Employee had not died.

3. Ifan Employee with five (5) years, but less than twelve (12) years of service dies other than in the line of duty,
his or her Dependents will be eligible to continue participation in the Plan for two (2) years after the
Employee’s death.

4. If an Employee with less than five (5) years of service dies other than in the line of duty, his or her Dependents
will be eligible to continue participation in the Plan for one (1) year after the Employee’s death.

Dependents have thirty (30) days after the death of an Employee or Retiree to make a decision as to continuation
of coverage. After thirty (30) days, Dependents will be dropped from the Plan and will not again be entitled to
coverage.

B. COBRA Continuation
The following provisions are applicable only if the Group is subject to the Consolidated Omnibus Budget
Reconciliation Act of 1985 (COBRA) and any amendments thereto. Please refer to the Group Human Resources
Manager or Benefits Manager for details about COBRA, or the applicability of COBRA to this Benefit Plan.

What is COBRA continuation coverage?

In accordance with COBRA law, the Employees and eligible Dependents of certain Employers may have the
opportunity to continue their Employer-sponsored healthcare coverage for a limited time, when there is a life
event (also known as a “qualifying event”) that would otherwise result in the loss of coverage under the Employer’s
plan. When a qualifying event causes such loss of coverage, COBRA continuation coverage must be offered to
each person who is a “qualified beneficiary.”

The Plan Participant, the Plan Participant’s Spouse and his Dependent Children are listed under the law as the
qualified beneficiaries. COBRA continuation coverage offers the same coverage that the Plan gives to other Plan
Participants or beneficiaries who are not receiving continuation coverage. The qualified beneficiary may be
required to pay the full cost of the continuation coverage for its entire duration.

Do | have other alternatives to COBRA continuation coverage?

COBRA continuation coverage is not the only alternative Plan Participants may have when they lose coverage
under this Benefit Plan. There may be other coverage options for You and Your family.

For example, You could qualify to buy individual coverage through the Health Insurance Marketplace. Losing
coverage under this Benefit Plan gives You a Special Enroliment Opportunity in the Marketplace, even when it
happens outside of the Marketplace’s Open Enrollment Period. You have sixty (60) days from when You lose
coverage under this Benefit Plan to apply for Special Enroliment through the Marketplace.

In the Marketplace, You could be eligible for a new kind of tax credit that lowers Your monthly premiums right

away, and You can see what Your premium, Deductibles, and out-of-pocket costs will be before You make a
decision to enroll.
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Being eligible for COBRA does not limit Your eligibility for coverage or for a tax credit through the Marketplace.
However, it is important that You know that if You or any of Your Dependents choose COBRA continuation
coverage instead of Marketplace coverage, You will lose the Special Enroliment Opportunity for the Marketplace,
and You will not be able to enroll until the Marketplace’s normal Enroliment Period opens, or Your COBRA
continuation coverage is exhausted.

Additionally, You may qualify for a Special Enrollment Opportunity for another group health plan for which You
are eligible (such as a Spouse’s plan), even if the plan generally does not accept late enrollees, if You request
enrollment within thirty (30) days from losing coverage under this Benefit Plan.

You should consider all Your options in order to choose the one that best fits Your needs and budget.

What if | choose to get COBRA continuation coverage?

If You and Your Dependents are qualified beneficiaries and choose to get COBRA continuation coverage, You
must follow all notice and time period requirements described below, or You will lose Your rights. If the Group
requires shorter time periods than those stated herein, the shorter time periods of the Group apply.

What are the “qualifying events"?

A “qualifying event” is any of the following events:

e termination of employment of a covered Employee for reasons other than gross misconduct;

loss of eligibility by a covered Employee due to a reduction in the number of work hours of the Employee;
e death of a covered Employee;
o divorce or legal separation between a covered Employee and his/her Spouse;

¢ the covered Employee becomes entitled to Medicare Benefits resulting in the loss of coverage for
Dependents;

e a Dependent Child ceases to be an eligible Dependent under the terms of this Benefit Plan; or

o the Employer files for a Chapter 11 bankruptcy proceeding, but only with respect to covered former
Employees who retired from the Employer at any time.

NOTE: Special rules apply for certain Retirees and their Dependents who lose coverage because of an
Employer’s Chapter 11 bankruptcy. In this event, certain Retirees may elect lifetime COBRA coverage. Eligible
Dependents of Retirees may continue coverage until the Retiree’s death. When the Retiree dies, Dependents
may elect an additional thirty-six (36) months of coverage from the date of the Retiree’s death. In all cases, these
qualified beneficiaries must pay for the coverage elected. COBRA coverage under these circumstances will
terminate early for a number of reasons including but not limited to: the Employer ceases to provide any group
health plan to any Employees or the qualified beneficiaries fail to pay the required premiums or become covered
under another Employer’s group health plan that does not exclude or limit Benefits for a qualified beneficiary’s
Pre-Existing Conditions. COBRA continuation coverage rights under Chapter 11 bankruptcy proceedings will be
determined by the bankruptcy court, and the coverage eligible beneficiaries could receive may not be the same
as the ones they had under the Retiree plan before the Employer filed for Chapter 11 bankruptcy.
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Do | have to provide naotification of any qualifying event?

The qualified beneficiary must give notice of the following qualifying events to the Group within sixty (60) days of
the event:

e divorce or legal separation,

e becoming entitled to Medicare, or

e a Dependent losing eligibility for coverage as a Dependent Child.
The Group will advise a qualified beneficiary of his rights under COBRA upon the occurrence of any qualifying
event or following the timely notice of a qualifying event when such notice is required to be given by the qualified

beneficiary.

What do | have to do to get COBRA continuation coverage?

To elect continuation coverage, the qualified beneficiary must complete a COBRA election form and furnish it to
the Group timely. The option to elect continuation coverage will be offered during a period which:

e begins no later than the date on which a Plan Participant would otherwise lose coverage under the Group
health plan (the “coverage end date”); and

e ends sixty (60) days after the coverage end date or sixty (60) days after the Plan Participant is notified of
their right to continue coverage, whichever is the latest.

Each qualified beneficiary has a separate right to elect continuation coverage. For example, the Employee’s
Spouse may elect continuation coverage even if the Employee does not. Continuation coverage may be elected
for only one, several or for all Dependent Children who are qualified beneficiaries. A parent may elect to continue
coverage on behalf of the Dependent Children. The Employee or the Employee’s Spouse can elect continuation
coverage on behalf of all the qualified beneficiaries.

How much will | have to pay for COBRA continuation coverage?

A Plan Participant may be required to pay the entire cost of continuation coverage (including both Employer and
Employee contributions) plus an amount to cover administrative expenses. If continuation of coverage is elected,
the qualified beneficiary must make his first payment for continuation coverage within forty-five (45) days after
the date of the election. If the qualifying beneficiary does not make the correct first payment in full within the forty-
five (45) day period, all COBRA continuation coverage rights are lost. Timely monthly payments are required
thereafter to keep coverage. Plan Participants may not receive notice of payments due.

When will COBRA continuation coverage begin and how long will it last?

Once elected, COBRA continuation of coverage will begin on the coverage end date and will terminate on the
earliest of the following events:

e eighteen (18) months after the month in which Plan coverage terminates following a qualifying event, in
the case of termination of employment or reduction in work hours. When the Employee became entitled
to Medicare benefits less than eighteen (18) months before the termination of employment or reduction
of work hours, continuation coverage for qualified beneficiaries other than the Employee will last the
longer of thirty-six (36) months from the month in which Medicare entitlement began or eighteen (18)
months from the month in which Plan coverage terminates following a qualifying event; or

e thirty-six (36) months after the qualifying event when such event is other than termination of employment
or reduction of work hours; or
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o the date the Employer ceases to maintain any Group health plan for its Employees; or

e the date coverage ceases because of nonpayment of required premiums when due; or

o the date the qualified beneficiary first becomes covered under another group health plan and benefits
under that other plan are not excluded or limited with respect to a Pre-Existing Condition (NOTE: There
are limitations on plans imposing Pre-Existing condition exclusions and such exclusions will become
prohibited beginning in 2014 under the Affordable Care Act).; or

o the date the qualified beneficiary becomes entitled to Medicare (under Part A, Part B, or both).

Can | extend my COBRA continuation coverage?

A qualified beneficiary’s right to COBRA continuation coverage will never last longer than thirty-six (36) months
from the qualifying event. This maximum duration period cannot be extended, regardless of the circumstances.

Those that are receiving eighteen (18) months of continuation coverage can extend their period, as explained
below, if they undergo a second qualifying event during that original eighteen (18) month period or are declared
disabled by the Social Security Administration.

If a qualified beneficiary experiences a second qualifying event other than the termination of employment or
reduction of work hours while receiving eighteen (18) months of COBRA continuation of coverage, the
Dependents who were qualified beneficiaries at the time of the first qualifying event, and elected COBRA
continuation coverage, may qualify for up to eighteen (18) additional months of continuation of coverage, for a
maximum of thirty-six (36) months.
This extension may be available to Dependents receiving continuation of coverage if:
e the Employee or former Employee dies;
o the Employee or former Employee becomes entitled to Medicare (under Part A, Part B, or both);
¢ the Employee or former Employee and Dependent Spouse divorce;
o the Dependent Child is no longer eligible under the Benefit Plan as a Dependent.
The second qualifying event is applicable only if the event would have caused the Dependent to lose coverage
under the plan had the first qualifying event not occurred. Qualified beneficiaries must notify the Group within
sixty (60) days after a second qualifying event to extend the COBRA continuation coverage.
The eighteen (18) months of continuation coverage may also be extended to a maximum of twenty-nine (29)
months if a qualified beneficiary is determined to be disabled (as determined under Title II, or XVI of the Social
Security Act) by the Social Security Administration before the first day of COBRA coverage or is declared disabled
during the first sixty (60) days of COBRA coverage.
This eleven (11) month extension is available to all eligible individuals who are qualified beneficiaries and elected
COBRA continuation coverage for the original eighteen (18) months. The qualified beneficiary must notify the
Group of the disability determination before the end of the initial eighteen (18) month COBRA period and within
sixty (60) days from:

e the date of the notice from the Social Security Administration of the determination of disability; or

¢ the date of the qualifying event.
The qualified beneficiary must also notify the Group within thirty (30) days of any final determination by the Social

Security Administration that the qualified beneficiary is no longer disabled.
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In this case, coverage will end the earliest of twenty-nine (29) months after the date of the qualifying event or the
first day of the month that begins more than thirty (30) days after a final determination that the qualified beneficiary
is no longer disabled, subject to the original eighteen (18) months of COBRA coverage.

Keep Your Plan Informed of Address Changes

In order to protect You and Your family’s rights, You should keep the Group informed of any changes in Your
address and the addresses of family members. You should also keep a copy, for Your records, of any notices
You send to the Plan Administrator.

C. Employee Rights Under the Uniformed Services Employment and Reemployment Rights Act (USERRA)

Employees going on a military leave of absence to perform “service in the United States uniformed services” (as
that term is defined under USERRA) may elect to continue coverage under this Benefit Plan for up to twenty-four
(24) months from the date that the Employee leaves for service. Only a covered Employee may elect continuation
coverage under USERRA for himself/herself and for those eligible Dependents that were covered under the Plan
immediately before him/her leaving for military service. Dependents do not have any independent right to elect
USERRA continuation coverage.

To Claim USERRA continuation coverage, the Employee must properly notify the Employer that he/she is leaving
to perform “service in the uniformed services” and apply for continuation coverage as required by the Employer.

An Employee who elects USERRA continuation coverage may be required to pay a premium. If the leave of
absence lasts thirty (30) days or less, the Employee may be required to pay the Employee’s required contribution
for coverage. However, if the military leave of absence lasts more than thirty (30) days, the Employee may be
required to pay up to one hundred two percent (102%) of the full contribution under the Plan (including both, the
Employer’s and the Employee’s contribution for coverage).

USERRA continuation coverage may be terminated before the maximum twenty-four (24) month period if:

1. The Employee fails to pay the required premiums timely, or

2. The day after the date on which the Employee is required under the law to apply for or return to a position of
employment and fails to do so.

USERRA continuation coverage rights may be provided concurrently with COBRA continuation coverage, as
allowed by law.

If You wish to elect this coverage or obtain more detailed information, contact the Plan Administrator.
D. Definitions (Applicable only to this Article of this Benefit Plan)

1. "Plan" means any group or blanket health or vision plan which provides benefits for services, supplies, or
equipment for Hospital, surgical, medical, or Vision Benefits, including but not limited to coverage under:

a. insurance policies, non-profit health service plans, health maintenance organizations, Employee
contracts, self-insured plans, pre-payment plans, automobile or homeowners’ medical payments plans;

b. government programs, including compulsory no-fault automobile insurance, unless an applicable law
forbids coordinating benefits with this type of program;

c. labor-management trusteed plans, union welfare plans, Employer organization plans, Employee benefit
organization plans, and professional association plans;

d. any other Employee welfare benefit plan as defined in the Employee Retirement Income Security Act of
1974, as amended,;
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e. Medicare as permitted by federal law;

f. group-type plans or policies which can be obtained only because of employment with or membership in
a particular organization, corporation, or other business entity.

This does not include school accident insurance, Medicaid, Hospital daily indemnity plans, specified
diseases only policies, or limited occurrence policies which provide only for intensive care or coronary
care in the Hospital. Each plan or other arrangement for coverage is a separate plan. If an arrangement
has two parts and COB rules apply only to one of the two, each of the parts is a separate plan.

2. "This Plan" means the part of the Group's Benefit Plan and any amendments/procedures thereto that
provides Benefits for Vision Care and Treatment expenses.

3. "Primary Plan"/"Secondary Plan." The Order of Benefit Determination Rules state whether This Plan is a
Primary Plan or Secondary Plan as to another plan covering the person.

When This Plan is a Primary Plan, its Benefits are determined before those of the other plan and without
considering the other plan's benefits.

When This Plan is a Secondary Plan, its Benefits are determined after those of the other plan and may be
reduced because of the other plan's benefits.

When there are more than two plans covering the person, This Plan may be a Primary Plan as to one or
more other plans and may be a Secondary Plan as to a different plan or plans.

4. "Allowable Expense" means a necessary, reasonable, and customary item of expense for Vision Care and

Treatment, when the item of expense is covered at least in part by one or more plans covering the person
for whom the Claim is made.

When a plan provides benefits in the form of services, the reasonable cash value of each service rendered
will be considered both an Allowable Expense and a benefit paid.

When benefits are reduced under a Primary Plan because a covered person does not comply with the
Primary Plan's provisions, the amount of such reduction will not be considered an Allowable Expense.
Examples of such provisions are those related to second surgical opinions, pre-certification of admissions or
services, and Participating Provider arrangements.

5. "Claim Determination Period" means that part of the calendar year during which a person covered by This
Plan is eligible to receive Benefits under the provisions of This Plan.

E. Order of Benefit Determination Rules

1. When there is a basis for a Claim under This Plan and another plan, This Plan is a Secondary Plan which
has its Benefits determined after those of the other plan, unless:

a. the other plan has rules coordinating its benefits with those of This Plan; and,

b. both those rules and This Plan's rules, in subparagraph b. below, require that This Plan's Benefits be
determined before those of the other plan.
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2. This Plan determines its order of Benefits using the first of the following rules which applies:

a. Non-Dependent/Dependent — The Benefits of the plan which covers the person as a Plan Participant
(that is, other than as a Dependent) are determined before those of the plan which covers the person as
a Dependent; except that if the person is also a Medicare beneficiary, and as a result of the rule
established by Title XVIII of the Social Security Act and implementing regulations, Medicare is:

(1) Secondary to the plan covering the person as a Dependent, and

(2) Primary to the plan covering the person as other than a Dependent (e.g., a retired Employee), then
the Benefits of the plan covering the person as a Dependent are determined before those of the plan
covering that person as other than a Dependent.

b. Dependent Child/Parents Not Separated or Divorced — Except as stated in subparagraph b. (3) below,
when This Plan and another plan cover the same Child as a Dependent of different persons, called
"parents":

(1) the Benefits of the plan of the parent whose birthday falls earlier in the calendar year are determined
before those of the plan of the parent whose birthday falls later in the calendar year; but

(2) if both parents have the same birthday, the Benefits of the plan which covered one parent longer are
determined before those of the plan which covered the other parent for a shorter period of time.

However, if the other plan does not have the rule described in (a) immediately above, but instead has a
rule based upon the gender of the parent, 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.

c. Dependent Child/Separated or Divorced Parents — If two or more plans cover a person who is 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 of the Child; and
(3) finally, the plan of the parent not having custody of the Child.

However, if the specific terms of a court decree state that one of the parents is responsible for the Vision
Care and Treatment expenses of the Child, and the entity obligated to pay or provide the Benefits of the
plan of that parent has actual knowledge of those terms, the Benefits of that plan are determined first.
The plan of the other parent shall be the Secondary Plan.

This paragraph does not apply when any Benefits are actually paid or provided before the entity has that
actual knowledge.

d. Joint Custody — If the specific terms of a court decree state that the parents will share joint custody,
without stating that one of the parents is responsible for the Vision Care and Treatment expenses of the
Child, the plans covering the Child will follow the order of benefit determination rules outlined above in
Section C.2.b.

e. Active/lnactive Employee — The Benefits of a plan which covers a person as an Employee who is not
terminated, laid off, or retired (or as that Employee's Dependent) are determined before those of a plan
which covers that person as a terminated, laid off or retired Employee (or as that Employee's Dependent).
If the other plan does not have this rule, and if, as a result, the plans do not agree on the order of Benefits,
this rule is ignored.
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f. Continuation Coverage — If a person whose coverage is provided under a right of continuation pursuant
to federal or state law also is covered under another plan, the following will be the order of benefit
determination:

(1) First, the Benefits of a plan covering the person as a Plan Participant (or as that person's Dependent);
(2) Second, the Benefits under the continuation coverage.

If the other plan does not have the rule described above, and if, as a result, the plans do not agree on
the order of Benefits, this rule is ignored.

g. Longer/Shorter Length of Coverage — If none of the above rules determines the order of Benefits, the
Benefits of the plan which covered a Plan Participant longer are determined before those of the plan
which covered that person for the shorter time.

F. Effect on the Benefits of This Plan

1. This Paragraph 4 applies when, in accordance with Paragraph 3, "Order of Benefit Determination Rules,"
This Plan is a Secondary Plan as to one or more other plans. In that event the Benefits of This Plan may be
reduced, as described in this paragraph. Such other plan or plans are referred to as "the other plans” in
Paragraph 2. immediately below.

2. Reduction in This Plan's Benefits
The Benefits of This Plan will be reduced when the sum of:

a. the Benefits that would be payable for the Allowable Expenses under This Plan in the absence of this
COB section, and

b. the Benefits that would be payable for the Allowable Expenses under the other plans in the absence of
provisions with a purpose like that of this COB section, whether or not Claims are made, would be more
than those Allowable Expenses in a Claim Determination Period. In that case, the Benefits of this Plan
will be reduced so that they and the Benefits payable under the other plans do not total more than those
Allowable Expenses.

When the Benefits of This Plan are reduced as described above, each benefit is reduced in proportion. It is
then charged against any applicable benefit limit of This Plan.

G. Right to Receive and Release Needed Information

Certain facts are needed to apply these COB rules. The Plan has the right to decide which facts it needs. It may
get needed facts from or give them to any other organization or person. The Claims Administrator need not tell,
or get the consent of, any person to do this. Each person Claiming Benefits under this Plan must give the Claims
Administrator any facts it needs to process the Claim.

H. Facility of Payment
A payment made under another plan may include an amount which should have been paid under this Plan. Blue
Cross and Blue Shield of Louisiana may pay that amount to the organization which made that payment. That
amount will then be treated as though it were a benefit paid under This Plan.
To the extent such payments are made, they discharge Blue Cross and Blue Shield of Louisiana from further

liability. The term "payment made" includes providing Benefits in the form of services, in which case the payment
made will be deemed to be the reasonable cash value of any Benefits provided in the form of services.
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Right of Recovery

If payment made by the Plan Administrator is more than it should have paid under this COB section, it may
recover the excess. It may get such recovery or payment from one or more of:

1.

2.

3.

The persons it has paid or for whom it has paid;
Insurance companies; or

Other organizations.

The "amount of payments made" includes reasonable cash value of any Benefits provided in the form of services.
If the excess amount is not received when requested, Benefits due under this Benefit Plan will be reduced by the
amount to be recovered until such amount has been satisfied.

ARTICLE X. GENERAL PROVISIONS — GROUP/POLICYHOLDER AND PLAN PARTICIPANTS

A. The Benefit Plan

B.

1.

This Benefit Plan, including the application for Group vision coverage, the Schedule of Vision Benefits, and
any attached amendments or endorsements, constitute the entire contract between the parties. To the extent
that this Benefit Plan may not comply with any federal or state law enacted after its drafting, provisions
necessary for such compliance shall be deemed incorporated and the Benefit Plan shall be administered
accordingly.

Except as specifically provided herein, this Benefit Plan will not make the Plan Administrator liable or
responsible for any duty or obligation imposed on the Employer by federal or state law or regulations.

a. To the extent this Benefit Plan may be an Employee welfare benefit plan as defined in the Employee
Retirement Income Security Act of 1974 ("ERISA"), as amended, the Group will be the Plan Administrator
of such Employee welfare benefit plan and will be solely responsible for meeting any obligations imposed
by law or regulation on the administrator of the Plan, except those specifically undertaken by Us herein.

b. To the extent this Benefit Plan is subject to COBRA, the Group, or its contracted designee, will be the
administrator for the purposes of COBRA. The Group is responsible for establishing and following all
required COBRA procedures that may be applicable to the Group. The Group will indemnify and hold the
Claims Administrator harmless in the event the Claims Administrator incurs any liability as a result of the
Group’s failure to do so.

The Claims Administrator will not be liable for or on account of any fault, act, omission, negligence,
misfeasance, or malpractice on the part of any Provider or his agent or Employee or other person participating
in or having to do with the care or treatment of a Plan Participant.

The Plan Administrator will have full discretionary authority to determine eligibility for Benefits and/or construe
the terms of this Benefit Plan.

The Plan Administrator shall have the right to enter into any contractual agreements with subcontractors,
Providers or other third parties relative to this Benefit Plan. Any of the functions to be performed by the Plan
Administrator under this Benefit Plan may be performed by The Plan or any of Our subsidiaries, affiliates,
subcontractors, or designees.

Amending and Terminating the Benefit Plan

Employer intends to maintain this Benefit Plan indefinitely; however, it reserves its right, at any time, to amend,
suspend or terminate the Plan in whole or in part. This includes amending the Benefits under the Plan or the trust
agreement, if any.
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C. Identification Cards and Benefit Plans

The Claims Administrator will prepare an identification (ID) card for each covered Employee. The Claims
Administrator will issue a Benefit Plan to the Group and print a sufficient number of copies of this Benefit Plan for
the Group’s covered Employees. At the direction of Group, the Claims Administrator will either deliver all materials
to the Group for Group’s distribution to the covered Employees, or the Claims Administrator will deliver the
materials directly to each covered Employee. Unless otherwise agreed between the Group and the Claims
Administrator, the Group has the sole responsibility for distributing all such documents to covered Employees.

D. Benefits to Which Plan Participants are Entitled
1. The liability of the Plan Administrator is limited to the Benefits specified in this Benefit Plan.

2. Benefits for Covered Services specified in this Benefit Plan will be provided only for services and supplies
rendered on and after the Plan Participant's Effective Date by a Provider specified in this Benefit Plan and
regularly included in such Provider's charges.

E. Termination of a Plan Participant's Coverage

1. APlan Participant's coverage may be terminated for fraud at any time. A Plan Participant’s coverage may be
terminated within three (3) years of the Plan Participant's Effective Date if material misrepresentation was
made in connection with enrollment for coverage.

2. Unless COBRA Continuation of Coverage is available and selected as provided in this Benefit Plan, a Plan
Participant's coverage terminates as provided below:

a. The Employee’s coverage and that of all his Dependents automatically terminates, without notice, at the
end of the last day of the billing cycle, (the last day of the calendar month), in which the last day of
employment as a Full-Time Employee or Full-Time Equivalent occurs.

b. The coverage of the Employee's Spouse will terminate automatically, and without notice, at the end of
the last day of the billing cycle (the last day of the calendar month), in which the date of a final decree of
divorce or other legal termination of marriage occurs.

c. The coverage of a Dependent will terminate automatically, and without notice, at the end of the last day
of the billing cycle (the last day of the calendar month), in which the Dependent ceases to be an eligible
Dependent.

d. Upon the death of an Employee, the coverage of all of his surviving Dependents will terminate
automatically and without notice at the end of the last day of the billing cycle, (the last day of the calendar
month), in which the death occurred if Employee contributions have been paid through that period.
However, a surviving Dependent may elect continuation of coverage as described elsewhere in this
Benefit Plan.

3. In the event the Group cancels this Benefit Plan or We terminate this Benefit Plan for nonpayment of the
appropriate payment when due or because the Group fails to perform any obligation required by this Benefit
Plan, such cancellation or termination alone will operate to end all rights of the Plan Participant to Benefits
under this Benefit Plan as of the Effective Date of such cancellation or termination. The Group shall have the
obligation to notify its Plan Participants, participants, and beneficiaries of such cancellation or termination.
We shall have no such obligation of notification at the Plan Participant level.

4. Except as otherwise provided in this Benefit Plan, no Benefits are available to a Plan Participant for Covered
Services rendered after the date of cancellation or termination of a Plan Participant's coverage.

5. The Plan Administrator reserves the right to automatically change the Employee’s class of coverage to reflect
when no more children or grandchildren are covered under this Benefit Plan.
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F. Special Transfer Provision

In the event an Employee’s employment with a participating Employer terminates and the Employee begins
employment with another participating Employer on the next regularly scheduled workday after termination of
coverage with the original Employer, the coverage status for the Employee and any covered Dependents will be
transferred in place, i.e., credit will be given for expenses previously applied toward satisfaction of current
Deductible and Copayment.

Any eligible Dependents who are age nineteen (19) or older who were not covered under the former participating
Employer and who apply for coverage under the new participating Employer will be subject to the evidence of
good health requirement of Section G of ARTICLE IlIl, ELIGIBILITY AND TERMINATION.

G. Filing of Claims

A Claim is a written or electronic proof of charges for Covered Services that have been incurred by a Plan
Participant during the time period the Plan Participant was covered under this Benefit Plan. Participating
Providers usually file Claims on the Plan Participant’s behalf. Non-Participating Providers have no obligation to
file Claims.

It is the Plan Participant’s responsibility to make sure that all Claims are submitted timely, and to request all
necessary proofs of services from their Provider and submit all Claims to Davis Vision on their own, if the Provider
does not submit the Claim on their behalf.

We encourage Plan Participants and Providers to file Claims in a form acceptable to Davis Vision within ninety
(90) days from the date services are rendered, but no later than fifteen (15) months after the date of service.
Benefits will be denied for Claims filed any later than fifteen (15) months from the date of service. Benefit Plan
provisions in effect at the time the service or treatment is received shall govern the processing of any Claim
expense actually incurred as a result of the service or treatment rendered.

When a Plan Participant has coverage under more than one vision plan or a health plan that may provide vision
benefits, it is necessary for the Plan Participant to file a Claim under each plan. If Claims are filed by the Provider,
it is the responsibility of the Plan Participant to verify that the Provider has filed Claims with each plan. Benefits
will only be paid on a plan if a Claim is filed for that specific plan.

H. Applicable Law
This Plan will be governed and construed in accordance with the laws and regulations of the State of Louisiana
except when preempted by federal law. This Plan is not subject to regulation by any state other than the State of
Louisiana. If any provision of this Benefit Plan is in conflict with any applicable statutes or regulations United
States of America or the State of Louisiana, the provision is automatically amended to meet the minimum
requirements of the statute or regulation.

l. Legal Action

1. No lawsuit related to a Claim may be filed any later than twelve (12) months after the Claims are required to
be filed.

2. Any and all lawsuits, other than those related to Claims, as stated above, must be brought within one (1) year
of the end of the Benefit Period.

J. Release of Information
We may request that the Plan Participant or the Provider furnish certain information relating to the Plan

Participant’s Claim for Benefits. We will hold such information, records, or copies of records as confidential except
where in the Plan Administrator’s discretion the same should be disclosed.
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J. Plan Participant/Provider Relationship
1. The choice of a Provider within the Davis Vision Network is solely the Plan Participant's.

2. The Plan Administrator and all vision network Providers are to each other independent contractors, and will
not be considered to be agents, representatives, or Employees of each other for any purpose whatsoever.
Blue Cross and Blue Shield of Louisiana does not render Covered Services, but only makes payment for
Covered Services that the Plan Participant receives. The Plan Administrator will not be held liable for any act
or omission of any Provider, or any Claim or demand on account of damages arising out of, or in any manner
connected with, any injuries suffered by the Plan Participant while receiving care from any vision network
Provider or in any vision network Provider's facilities. The Plan Administrator has no responsibility for a
Provider’s failure or refusal to render Covered Services to a Plan Participant.

3. The use or non-use of an adjective such as Participating and Non-Participating in referring to any Provider
is not a statement as to the ability of the Provider.

K. Notice

Any notice required under this Benefit Plan must be in writing. Notice given to the Group will be sent to the
Group's address stated in the application for Group coverage. Notice given to the Plan Administrator will be sent
to the Plan Administrator's address stated in the application for Group coverage.

Any notice required to be given will be considered delivered when deposited in the United States Mail, postage
prepaid, addressed to the Plan Participant at his address as the same appears on the records of the Plan
Administrator, or to the Group at the address as the same appears on the records of the Plan Administrator. The
Group, the Plan Administrator, or a Plan Participant, by written notice, may indicate a new address for giving
notice.

L. Job-Related Injury or lliness

The Group must report to the appropriate governmental agency any job-related injury or illness of an Employee
where so required under the provisions of any legislation of any governmental unit. This Benefit Plan, with certain
described exceptions, excludes Benefits for any services covered in whole or in part by Workers' Compensation
laws and/or rendered as a result of occupational disease or injury, subject to the provisions of L.R.S. 23:1205
(C). In the event Benefits are initially extended by the Plan Administrator and a compensation carrier or Employer
makes any type of settlement with the Employee, with any person entitled to receive settlement where the
Employee dies, or if the Employee's injury or illness is found to be compensable under law, the Group or
Employee must reimburse the Plan Administrator for Benefits extended or direct the compensation carrier to
make such reimbursement. The Plan Administrator will be entitled to such reimbursement even if the settlement
does not mention or excludes payment for vision Benefits expenses.

M. Subrogation

1. To the extent that Benefits for Covered Services are provided or paid under this Benefit Plan, the Plan
Administrator will be subrogated and will succeed to the right of the Plan Participant for the recovery of the
amount paid under this Benefit Plan against any person, organization or other carrier, even where such
carrier provides Benefits directly to a Plan Participant who is its insured.

The acceptance of such Benefits hereunder will constitute such subrogation. Our right to recover shall be
subordinate to the Plan Participant's right to be "made whole." The Plan Administrator will be responsible for
its proportionate share of the reasonable attorney fees and costs actually incurred by the Plan Participant in
pursuing recovery.
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2. The Plan Participant will reimburse the Plan Administrator all amounts recovered by suit, settlement, or
otherwise from any person, organization or other carrier, even where such carrier provides Benefits directly
to a Plan Participant who is its insured, to the extent of the Benefits provided or paid under this Benefit Plan.

The Plan Administrator's right to reimbursement shall be subordinate to the Plan Participant's right to be
"made whole." The Plan Administrator agrees that it will be responsible for its proportionate share of the
reasonable attorney fees and costs actually paid by a Plan Participant in pursuing recovery.

3. The Plan Participant will take such action, furnish such information and assistance, and execute such papers
as the Plan Administrator may be required to facilitate enforcement of its rights, and will take no action
prejudicing the rights and interest of the Plan Administrator under this Benefit Plan. Nothing contained in this
provision will be deemed to change, modify or vary the terms of the Coordination of Benefits section of this
Benefit Plan.

4. The Plan Participant is required to notify the Plan Administrator of any Accidental Injury.
N. Right of Recovery

When payment for Covered Services has been made by the Plan Administrator in an amount that exceeds the
maximum Benefits available for such services under this Benefit Plan, or when payment exceeds the Allowable
Charge or has been made in error by the Plan Administrator or for non-Covered Services, the Plan Administrator
will have the right to recover such payment from the Plan Participant or, if applicable, the Provider.

As an alternative, the Plan Administrator reserves the right to deduct from any pending Claim for payment under
this Benefit Plan any amounts the Plan Participant or Provider owes the Plan Administrator.

0. Coverage in a Department of Veterans Affairs or Military Hospital

In any case in which a veteran is furnished care or services by the Department of Veterans Affairs for a non-
service-connected disability, the United States will have the right to recover or collect the reasonable cost of such
care or services from the Plan Administrator to the extent the veteran would be eligible for Benefits from the Plan
Administrator if the care or services had not been furnished by a department or agency of the United States.
The amount the United States may recover will be reduced by the appropriate Deductible and coinsurance or
Copayment amount. The United States will have the right to collect from the Plan Administrator the reasonable
cost of services incurred by the United States on behalf of a military Retiree or a military Dependent through a
facility of the United States military to the extent that the Retiree or Dependent would be eligible to receive
reimbursement or indemnification from the Plan Administrator if the Retiree or Dependent were to incur such cost
on his or her own behalf. The amount the United States may recover will be reduced by the appropriate
Deductible, coinsurance and Copayment amount.

P. Liability of Plan Affiliates

The Group, on behalf of itself and its participants, hereby expressly acknowledges its understanding that this
Benefit Plan constitutes a contract solely between the Group and Blue Cross and Blue Shield of Louisiana, that
Blue Cross and Blue Shield of Louisiana is an independent corporation operating under a license from the Blue
Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield Plans (the
"Association" permitting Blue Cross and Blue Shield of Louisiana to use the Blue Cross and Blue Shield Service
Marks in the State of Louisiana), and that Blue Cross and Blue Shield of Louisiana is not contracting as the agent
of the Association.

The Group on behalf of itself and its participants further acknowledges and agrees that it has not entered into
this Benefit Plan based upon representations by any person other than Blue Cross and Blue Shield of Louisiana
and that no person, entity, or organization other than Blue Cross and Blue Shield of Louisiana shall be held
accountable or liable to the Group for any of Blue Cross and Blue Shield of Louisiana's obligations to the Group
created under this Benefit Plan. This paragraph shall not create any additional obligations whatsoever on the part
of Blue Cross and Blue Shield of Louisiana other than those obligations created under other provisions of this
agreement.
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Q. Continued Coverage During a Leave of Absence

1. Full-Time Employee Defined and Undefined Work-Related Leave

If an Employee’s employment terminates for reasons other than (a) retirement, or (b) termination of the Plan,
the coverage terminates as described in Article Xl of this Plan Agreement; however:

a. Ifthe FULL-TIME Employee is granted a leave of absence because of the inability to work due to an
on-the-job injury or a disease contracted while on the job, coverage may continue for up to twelve
(12) months during such leave.

b. If the FULL-TIME Employee is granted a leave of absence for a work-related leave of absence not
defined in (1) above, (i.e., law enforcement education, sickness, off-the-job injury, work suspension,
etc.), coverage may continue for up to six (6) months during such leave.

Exception to the six (6) month extension is that an Employee who takes a leave of absence to run for
Sheriff and is elected, can remain on the Plan under this extension for longer than six (6) months,
until such time that he takes office or rejoins the department. At such time he or she will be considered
an active Employee.

c. If the FULL-TIME Employee is granted a leave of absence for any reason not defined in (1) or (2)
above, coverage may continue for up to ninety (90) days.

2. Employers Subject to the Family Medical Leave Act (FMLA) of 1993

If the Employee qualifies under the Act to take a Family Medical Leave, the twelve (12) week entitlement
under the FMLA will apply against any other continuation provision in this Plan. This Plan will comply with the
continuation and reinstatement provision of the said Act.

The continuation of coverage as stated above is in addition to COBRA.

The Family Medical Leave Act (FMLA) allows eligible Employees to take up to twelve (12) weeks of unpaid
FMLA leave in a twelve (12) month period for the following reasons:

a. aserious health condition that makes You unable to perform Your job;
b. to care for a seriously ill Dependent Child, Spouse or parent; or
c. for the birth, placement for adoption or foster care of a Child.

A serious health condition is an illness, injury, impairment, or physical/mental condition involving either
inpatient care or continuing treatment by a healthcare Provider. Leave may be taken intermittently or on a
reduced schedule only if medically necessary. If leave is taken on an intermittent basis, the arrangement
must be agreed to in advance by the Employee and the Group.

Certification of a serious health condition must be provided in writing to the Group. To be eligible for FMLA,
an Employee must have completed twelve (12) months of employment and have worked at least one
thousand two hundred fifty (1,250) hours during the twelve (12) month period preceding the leave requested.

The Plan will continue coverage for Employee during any leave of absence the Group is required to provide
by applicable federal or state law, including FMLA and any amendments or successor provisions, as long as
eligibility criteria under the law continues to be met. If the Employee is not restored to active full-time
employment by the end of the leave of absence period, the Employee will cease to be eligible and coverage
for the Employee and any Dependents will terminate at the end of the billing period in which the leave of
absence period expires, or as otherwise described in "Termination of a Plan Participant's Coverage."
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3. Disability Leave

When an Employee is not actively at work due to a health condition, Plan may maintain coverage for the
Employee and any Dependents, as long as the Employee remains a bona fide Employee of the Group and
required contributions are paid.

If Group terminates Employee's employment, the Employee will cease to be eligible and coverage for the
Employee and any Dependents will terminate as described in "Termination of a Plan Participant's Coverage."

4. Other Employer-Approved Leave of Absence

When an Employee has been granted a documented, approved leave of absence by the Employer Group,
the Plan will maintain coverage for the Employee and any Covered Dependents for a period not to exceed
ninety (90) days. Employee must remain a bona fide Employee of Group during the approved leave period.
Group will provide Company with proof of the documented leave, upon request. If Group terminates
Employee's employment, the Employee will cease to be eligible and coverage for the Employee and any
Dependents will terminate as described in "Termination of a Plan”.

R. Compliance with HIPAA Privacy Standards

Certain Plan Participants of the Employer’s workforce perform services in connection with administration of the
Plan. In order to perform these services, it is necessary for these Employees from time to time to have access to
Protected Health Information (as defined below).

Under the Standards of Privacy of Individually Identifiable Health Information (45 CFR Part 164, the “Privacy
Standards”), these Employees are permitted to have such access subject to the following:

1. General

The Plan shall not disclose Protected Health Information to any Plan Participant of the Employer’s workforce
unless each of the conditions set out in this HIPAA Privacy section is met. “Protected Health Information” shall
have the same definition as set out in the Privacy Standards but generally shall mean individually identifiable
health information about the past, present or future physical or Mental Health or condition of an individual,
including information about treatment or payment for treatment.

2. Permitted Uses and Disclosures

Protected Health Information disclosed to Plan Participants of the Employer’s workforce shall be used or
disclosed by them only for purposes of Plan administrative functions. The Plan’s administrative functions shall
include all Plan payment and healthcare operations.

The terms “payment” and “healthcare operations” shall have the same definitions as set out in the Privacy
Standards, the term “payment” generally shall mean activities taken with respect to payment of premiums or
contributions, or to determine or fulfill Plan responsibilities with respect to coverage, provision of Benefits or
reimbursement for healthcare.

“Healthcare Operations” generally shall mean activities on behalf of the Plan that are related to quality
assessment; evaluation, training or accreditation of healthcare providers; underwriting, premium rating and
other functions related to obtaining or renewing an insurance contract, including stop-loss insurance; medical
review; legal services or auditing functions; or business planning, management and general administrative
activities.

3. Authorized Employees
The Plan shall disclose Protected Health Information on to Plan Participants of the Employer’s workforce, who

are designated and are Authorized to receive such Protected Health Information, and only to the extent and
in the minimum amount necessary for these persons to perform duties with respect to the Plan.
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For purposes of this HIPAA Privacy section, “Plan Participants of the Employer’s workforce” shall refer to all
Employees and other persons under the control of the Employers.

a. Updates Required. The Employer shall amend the plan promptly with respect to any changes in the Plan
Participants of its workforce who are Authorized to receive Protected Health Information.

b. Use and Disclosure Restricted. An Authorized Plan Participant of the Employer’s workforce who receives
Protected Health Information shall use or disclose the Protected Health Information only to the extent
necessary to perform his duties with respect to the Plan.

c. Resolution of Issues of Noncompliance. In the event that any Plan Participant of the Employer’s workforce
uses or discloses Protected Health Information other than as permitted by the Privacy Standards, the
incident shall be reported to a privacy official.

The privacy official shall take appropriate action, including:
(1) investigation of the incident to determine whether the breach occurred inadvertently, through

negligence, or deliberately; whether there is a pattern of breaches; and the degree of harm caused
by the breach;

(2) applying appropriate sanctions against the persons causing the breach, which depending upon the
nature of the breach, may include oral or written reprimand, additional training or termination of
employment;

(3) mitigating any harm caused by the breach, to the extent practicable; and

(4) documentation of the incident and all actions taken to resolve the issue and mitigate any damages.

4. Certification of Employer

The Employer must provide certification to the Plan that it agrees to:

a. not use or further disclose the Protected Health Information other than as permitted or required by the
Plan documents or as required by law;

b. ensure that any agent or subcontractor, to whom it provides Protected Health Information received from
the Plan, agrees to the same restrictions and conditions that apply to the Employer with respect to such
information;

c. not use or disclose Protected Health Information for employment-related actions and decisions or in
connection with any other Benefit or Employee Benefit Plan of the Employer;

d. report to the Plan any use or disclosure of the Protected Health Information of which it becomes aware
that is inconsistent with the uses or disclosures hereunder or required by law;

e. make available Protected Health Information to individual Plan Participants in accordance with Section
164.524 of the Privacy Standards;

f. make available Protected Health Information for amendment by individual Plan Participants and
incorporate any amendments to Protected Health Information in accordance with Section 164.526 of the
Privacy Standards;

g. make available Protected Health Information required to provide any accounting of disclosures to
individual Plan Participants in accordance with Section 164.528 of the Privacy Standards;
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make its internal practices, books and records relating to the use and disclosure of Protected Health
Information received from the Plan available to the Department of Health and Human Services for
purposes of determining compliance by the Plan with the Privacy Standards;

if feasible, return or destroy all Protected Health Information received from the Plan that the Employer
still maintains in any form, and retain no copies of such information when no longer needed for the
purpose of which disclosure was made, except that, if such return or destruction is not feasible, limit
further uses and disclosures to those purposes that make the return or destruction of the information
unfeasible; and

ensure the adequate separation between the Plan and Plan Participant of the Employer’s workforce, as
required by Section 164.504 (f)(2)(iii) of the Privacy Standards.

The following members of the Louisiana Sheriffs’ Association workforce are designated as Authorized
to receive Protected Health Information from the Louisiana Sheriffs’ Association Employee Dental
Benefit Plan (“the Plan”) in order to perform their duties with respect to the Plan:

LSA Insurance Committee Members, LSA Group Benefits Specialist, LSA Plan Administrator

Representative, LSA Consultant Representatives, LSA Administrative Assistant, LSA Executive Director,

LSA Assistant Executive Director, and LSA General Counsel Representative(s).

S. Compliance with HIPAA Electronic Security Standards

Under the Security Standards for the Protection of Electronic Protected Health Information (45 CFR Part 164.300
et. seq., the “Security Standards”), the Employer agrees to the following:

1.

The Employer agrees to implement reasonable and appropriate administrative, physical and technical
safeguards to protect the confidentiality, integrity and availability of Electronic Protected Health Information
that the Employer creates, maintains or transmits on behalf of the Plan.

“Electronic Protected Health Information” shall have the same definition as set out in the Security Standards,
but generally shall mean Protected Health Information that is transmitted by or maintained in electronic media.

The Employer shall ensure that any agent or subcontractor to whom it provides Electronic Protected Health
Information shall agree, in writing, to implement reasonable and appropriate security measures to protect the
Electronic Protected Health Information.

The Employer shall ensure that reasonable and appropriate security measures are implemented to comply
with the conditions and requirements set forth in Compliance with HIPAA Privacy Standards sections (3)
Authorized Employees and (4) Certification of Employers described above in this Article.
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ARTICLE XI. COMPLAINT, GRIEVANCE AND APPEAL PROCEDURES

The Claims Administrator wants to know when a Plan Participant is dissatisfied with the quality of the care or services
they receive from the Claims Administrator or one of its Providers. Plan Participants may register a Complaint or file
a formal written Grievance about the Claims Administrator or a Provider by following the procedures outlined below.

The Plan considers a written Appeal as the Plan Participant’s request to change an Adverse Benefit Determination
by the Claims Administrator. An Appeal is defined as a request from a Plan Participant or their Authorized
representative to change a previous decision made by the Claims Administrator about Covered Services. Examples
of issues that qualify as Appeals include denied Authorizations, Claims denied based on adverse determinations of
Medical Necessity, or other adverse Benefit determinations. Adverse Benefit Determinations include denials of and
reductions in Benefit payments.

Appeal rights for Plan Participants are outlined below, after the Complaint and Grievance Procedures.

An expedited Appeal process is available for situations where the time frame of the standard Medical Appeal would
seriously jeopardize the life or health of a Plan Participant or would jeopardize the Plan Participant’s ability to regain
maximum function.

A. Complaint and Grievance Procedures

A guality-of-service concern addresses the Claims Administrator’s services, access, availability or attitude and
those of the Claims Administrator’s Network Providers. A quality-of-care concern addresses the appropriateness
of care given to a Plan Participant.

1. To Register a Complaint
A Complaint is an oral expression of dissatisfaction with the Claims Administrator or with Provider services.

Call the Claims Administrator’s customer service department at 1-800-599-2583 or 1-225-291-5370. The
Claims Administrator will attempt to resolve a Plan Participant's Complaint at the time of their call.

2. To File a Formal Grievance

A Grievance is a written expression of dissatisfaction with the Claims Administrator or with Provider services.
If a Plan Participant does not feel their Complaint was adequately resolved or the Plan Participant wishes to
file a formal Grievance, a written request must be submitted within one hundred eighty (180) days of the event
that led to the dissatisfaction. For assistance, the Plan Participant may call the Claims Administrator’s
customer service department. Send written Grievances to:

Davis Vision
Quality Assurance Department
P. O. Box 791
Latham, NY 12110

A response will be mailed to the Plan Participant within thirty (30) business days of receipt of the Plan
Participant’s written Grievance.

B. Standard Appeal Procedures

Multiple requests to Appeal the same Claim, service, issue, or date of service will not be considered, at
any level of review.

If the Plan Participant has questions or needs assistance putting the Appeal in writing, the Plan Participant may
call the Claims Administrator’s customer service department at 1-800-599-2583 or 1-225-291-5370.
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The Plan Administrator has full discretionary authority to determine eligibility for Benefits and/or construe the
terms of this Plan. An ultimate determination of eligibility for Benefits, Covered Services, or construing any terms
of this Plan raised in an Appeal, shall be made at the discretion of the Plan Administrator (the Insurance Advisory
Committee of the Louisiana Sheriffs’ Association Group Benefits Program), shall only be based on the
particular facts and extenuating circumstances of the specific situation at hand as presented to the Plan
Administrator, and shall not be considered or interpreted to constitute any change to the Plan Document or its
provisions, nor to create any entitlement or expectation of any extension or non-extension of benefits or coverage
to other situations that may arise.

The Claims Administrator will distinguish the Plan Participant’s Appeal as an administrative Appeal or medical
Appeal. There are two (2) levels of each Appeal, the first by the Claims Administrator or its designee, and the
second by the Plan Administrator, Louisiana Sheriffs’ Association Group Benefits Program.

Plan Participants are encouraged to provide the Claims Administrator with all available information to help
completely evaluate the Appeal such as written comments, documents, records, and other information relating to
the Adverse Benefit Determination. The Claims Administrator will provide the Plan Participant, upon request by
the Plan Participant and free of charge, the Claims Administrator will provide reasonable access to and copies of
all documents records, and other information relevant to the Adverse Benefit Determination.

The Plan Participant has the right to appoint an Authorized representative to represent the Plan Participant in
their Appeals. An Authorized representative is a person to whom the Plan Participant has given written consent
to represent the Plan Participant in a review of an Adverse Benefit Determination. The Authorized representative
may be the Plan Participant’s treating Provider, if the Plan Participant appoints the Provider in writing.

1. Administrative Appeals

Administrative Appeals involve contractual issues, Rescissions of Coverage, and Adverse Benefit
Determinations which are not related to Medical Necessity, appropriateness, healthcare setting, level of care,
effectiveness or treatment is determined to be experimental or investigational.

a. First Level Administrative Appeal

If the Plan Participant is not satisfied with the Claims Administrator’s decision, a written request to Appeal
must be submitted within one hundred eighty (180) days of the initial Adverse Benefit Determination for
first level administrative Appeals. Requests submitted to the Claims Administrator after one hundred
eighty (180) days of the Adverse Benefit Determination will not be considered.

The Claims Administrator will investigate the Plan Participant’s concerns. If the administrative Appeal is
overturned, the Claims Administrator will reprocess the Plan Participant’s Claim, if any.

If the administrative Appeal is upheld, the Claims Administrator will inform the Plan Participant of the right
to begin the second level Appeal process.

The administrative Appeal decision will be mailed to the Plan Participant, the Authorized representative,
or a Provider Authorized to act on the Plan Participant’s behalf, within thirty (30) calendar days of the
Plan Participant’s request; unless the Claims Administrator mutually agreed that an extension of the time
is warranted.

Administrative Appeals should be submitted in writing to:
Davis Vision
Quality Assurance Department

P. O. Box 791
Latham, NY 12110
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b. Second Level Administrative Appeal

If the Claims Administrator does not reverse the decision, the Plan Participant may further Appeal the
denial of Benefits to the Plan Administrator. Requests submitted after sixty (60) calendar days of the
denial will not be considered.

Send a written request for further review and any additional information to:

Insurance Advisory Committee
Louisiana Sheriffs’ Association Group Benefits Program
1175 Nicholson Dr.
Baton Rouge, LA 70802

Requests submitted to the Claims Administrator will be forwarded to the Louisiana Sheriffs’
Association Group Benefits Program.

2. Medical Appeals

Medical Appeals involve Adverse Benefit Determinations for Medical Necessity, appropriateness, healthcare
setting, level of care, or effectiveness or is determined to be experimental or Investigational and any related
prospective or retrospective review determination.

a. First Level Medical Appeals

If the Plan Participant is not satisfied with the Claims Administrator’s decision, a written request to Appeal
must be submitted within one hundred eighty (180) days of the initial Adverse Benefit Determination for
internal Medical Appeals.

Medical Appeals should be submitted in writing to:

Davis Vision
Quality Assurance Department
P. 0. Box 791
Latham, NY 12110

Requests submitted to the Claims Administrator after one hundred eighty (180) days of the initial Adverse
Benefit Determination will not be considered.

A Physician or other healthcare professional in the same or an appropriate specialty that typically
manages the medical condition, procedure, or treatment will review the Adverse Benefit Determination.

If the internal Medical Appeal is overturned, the Claims Administrator will reprocess the Plan Participant’s
Claim, if any. If the internal Medical Appeal is upheld, the Claims Administrator will inform the Plan
Participant of the right to begin the second level Appeal process.

The internal Medial Appeal decision will be mailed to the Plan Participant, the Authorized representative,
or a Provider Authorized to act on the Plan Participant’s behalf, within thirty (30) calendar days of the
Plan Participant’s request; unless the Claims Administrator mutually agrees that an extension of the time
is warranted.

b. Second Level Medical or Rescission Appeal
If the Plan Participant disagrees with the first level medical Appeal determination, the Plan Participant or

their Authorized representative may request a second level medical Appeal. Within sixty (60) days of
receipt of the first level decision, the Plan Participant must send his written request to:
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Insurance Advisory Committee
Louisiana Sheriffs’ Association Group Benefits Program
1175 Nicholson Dr.
Baton Rouge, LA 70802

Requests submitted to the Plan Administrator after sixty (60) days of receipt of the first level Appeal
decision will not be considered.

Requests submitted to the Claims Administrator will be forwarded to the Group. The Plan Administrator
has full discretionary authority to determine eligibility for Benefits and/or construe the terms of this Plan.

C. Expedited Appeals

The expedited Appeal process is available for review of the Adverse Benefit Determination involving a situation
where the time frame of the standard medical Appeal would seriously jeopardize the Plan Participant’s life, health
or ability to regain maximum function. It includes a situation where, in the opinion of the treating physician, the
Plan Participant may experience pain that cannot be adequately controlled while awaiting a standard Medical
Appeal decision.

An Expedited Appeal also includes requests concerning an Admission, availability of care, continued stay, or
healthcare service for a Plan Participant currently in the Emergency room, under observation, or receiving
Inpatient care.

Expedited Appeals are not provided for review of services previously rendered.

An Expedited Appeal shall be made available to, and may be initiated by the Plan Participant, his Authorized
representative, or a Provider Authorized to act on the Plan Participant’s behalf. Requests for an Expedited Appeal
may be verbal or written. Send Expedited Appeals to:

Davis Vision
Quality Assurance Department
P. O. Box 791
Latham, NY 12110

ARTICLE XiIl. MAKING PLAN CHANGES AND FILING CLAIMS

All of the forms mentioned in this section can be obtained from the Employer’s personnel office, from one of the
Claims Administrator’s local service offices, or from the home office of Blue Cross and Blue Shield of Louisiana. If the
Plan Participant needs to submit documentation, the Plan Participant may forward it to Blue Cross and Blue Shield of
Louisiana at P.O. Box 98029, Baton Rouge, LA 70898-9029, or to 5525 Reitz Avenue, Baton Rouge, LA 70809.

If the Plan Participant has any questions about any of the information in this section, the Plan Participant may speak
to his Employer or call the Claims Administrator’s customer service department at the telephone number shown on
his ID card.

A. Adding or Changing the Plan Participant’s Family Members on the Plan

The Schedule of Eligibility lets the Plan Participant know when it is necessary to enroll additional family members
for Dependent coverage under the Plan. Please read the Schedule of Eligibility Article and this section as they
contain important information for the Plan Participant.

Group may require the Employee to use the Employee Enrollment Change Form to enroll family members not
listed on the Employee’s original enrollment form. If the Plan Participant does not complete and return a required
Employee Enroliment Change Form to the Plan so the Claims Administrator receives it within the time frames set
out in the Schedule of Eligibility, it is possible that the Employee’s health benefits coverage will not be expanded
to include the additional family members.
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Completing and returning an Employee Enroliment Change Form is especially important when the Employee’s
first Dependent becomes eligible for coverage or when the Employee no longer has any eligible Dependents.

The Schedule of Eligibility explains when coverage becomes effective for new family members. Generally, an
Employee Enrollment Change Form is used to add newborn children, newborn adopted children, a Spouse, or
other Dependents not listed on the Employee’s original enroliment form. The Plan should receive the Employee’s
completed form within thirty (30) days of the Child’s birth or placement, or the Employee’s marriage.
B. How to File Insurance Claims for Benefits
The Claims Administrator and most Providers have entered into agreements that eliminate the need for a Plan
Participant to personally file a Claim for Benefits. Participating Providers will file Claims for Plan Participants either
by mail or electronically. In certain situations, the Provider may request the Plan Participant to file the Claim. If
the Plan Participant’s Provider does request the Plan Participant to file directly with the Claims Administrator, the
following information will help the Plan Participant in correctly completing the Claim form.
If You need to file a paper Claim, send it to:
Davis Vision
P.O. Box 1525
Latham, NY 12110
The Plan Participant’s ID card shows the way the name of the Employee (Plan Participant of the Group) appears
on the Claims Administrator’s records. (If the Plan Participant has Dependent coverage, the name(s) are recorded
as shown on the enrollment information the Plan received.) The ID card also lists the Plan Participant’s contract
number (ID #). This number is the identification to the Plan Participant’s membership records and should be
provided to the Claims Administrator each time a Claim is filed.
To assist in promptly handling the Plan Participant’s Claims, the Plan Participant must be sure that:
1. an appropriate Claim form is used.
2. this contract number (ID #) shown on the form is identical to the number on the ID card.
3. the patient's name and date of birth is listed.
4. the patient's relationship to the Employee is correctly stated.
5. all charges are itemized, whether on the Claim form or on the attached statement.

6. the date of service or date of treatment is correct.

7. the Provider includes a diagnosis, procedure code, and total minutes (anesthesia professional fee) for each
service/treatment rendered (the diagnosis code pointers must be consistent with the Claim form).

8. the Provider's name, address and tax ID number.
9. the Claim is completed and signed by the Plan Participant and the Provider.

IMPORTANT NOTE: The Plan Participant must be sure to check all Claims for accuracy. This contract number
(ID #) must be correct. It is important that the Plan Participant keep a copy of all bills and Claims submitted.

C. If aPlan Participant has a Question about His Claim
If a Plan Participant has a question about the processing or payment of a Claim, the Plan Participant can write
to the Claims Administrator at the below address or the Plan Participant may call Davis Vision at 1-800-247-
9368.
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If the Plan Participant calls for information about a Claim, We can help the Plan Participant better if the Plan
Participant has the information at hand--particularly the ID number, patient's name and date of service.

Davis Vision
P.O. Box 1525
Latham, NY 12110

Remember, the Plan Participant must ALWAYS refer to his contract number in all correspondence and recheck
it against this contract number on his ID card to be sure it is correct.

ARTICLE XIII. RESPONSIBILITIES OF A PLAN ADMINISTRATOR

A. Plan Administrator

The Louisiana Sheriffs’ Association Group Benefit Plan is the Benefit Plan of Louisiana Sheriffs’
Association, the Plan Administrator, also called the Plan Sponsor. It is to be administered by the Plan
Administrator. An individual may be appointed by Louisiana Sheriffs’ Association to be the Plan Administrator
and serve at the convenience of the Employer. If the Plan Administrator resigns, dies or is otherwise removed
from the position, Louisiana Sheriffs’ Association shall appoint a new Plan Administrator as soon as reasonably
possible.

The Plan Administrator shall perform its duties as the Plan Administrator and in its sole discretion shall determine
appropriate courses of action in light of the reason and purpose for which this Benefit Plan is established and
maintained. In particular, the Plan Administrator shall have full and sole discretionary authority to interpret all plan
documents and to make all interpretive and factual determinations as to whether any individual is entitled to
receive any Benefit under the terms of this Plan. Any construction of the terms of any plan document and any
determination of fact adopted by the Plan Administrator shall be final and legally binding on all parties.
Any interpretation, determination or other action of the Plan Administrator shall be subject to review only if it is
arbitrary or capricious or otherwise an abuse of discretion. Any review of a final decision or action of the Plan
Administrator shall be based only on such evidence presented to or considered by the Plan Administrator at the
time it made the decision that is the subject of review.
Accepting any Benefits or making any Claim for Benefits under this Benefit Plan constitutes agreement with and
consent to any decisions that the Plan Administrator makes, in its sole discretion and further constitutes
agreement to the limited standard and scope of review described by this section. Service of legal process may be
made upon the Plan Administrator.

B. Duties of the Plan Administrator

1. to administer the Plan in accordance with its terms;

2. tointerpret the Plan, including the right to remedy possible ambiguities, inconsistencies or omissions;
3. to decide disputes that may arise relative to a plan participant’s rights;

4. to prescribe procedures for filing a Claim for Benefits and to review Claim denials;

5. to keep and maintain the Plan documents and all other records pertaining to the Plan;

6. to appoint a Claims Administrator to pay Claims;

7. to establish and communicate procedures to determine whether a medical Child support order is qualified
under ERISA Sec. 609; and

8. to delegate to any person or entity such powers, duties and responsibilities as it deems appropriate.
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C. Plan Administrator Compensation

The Plan Administrator serves without compensation; however, all expenses for Plan administration, including
compensation for hired services, will be paid by the Plan.

D. Fiduciary
A fiduciary exercises discretionary authority or control over management of the Plan or the disposition of its assets
renders investment advice to the Plan or has discretionary authority or responsibility in the administration of the
Plan.
1. Fiduciary Duties
A fiduciary must carry out his duties and responsibilities for the purpose of providing Benefits to the
Employees and their Dependent(s) and defraying reasonable expenses of administering the Plan. These are

duties which must be carried out:

a. with care, skill, prudence and diligence under the given circumstances that a prudent person, acting in a
like capacity and familiar with such matters, would use in a similar situation;

b. by diversifying the investments of the Plan so as to minimize the risk of large losses, unless under the
circumstances it is clearly prudent not to do so; and

C. inaccordance with the Plan documents.

2. The Named Fiduciary
A “named fiduciary” is the one named in the Plan. A named fiduciary can appoint others to carry out fiduciary
responsibilities (other than as a trustee) under the Plan. These other persons become fiduciaries themselves
and are responsible for their acts under the Plan. To the extent that the named fiduciary allocates its
responsibility to other persons, the named fiduciary shall not be liable for any act or omission of such person
unless either:

a. the named fiduciary has violated its stated duties under ERISA in appointing the fiduciary, establishing
the procedures to appoint the fiduciary or continuing either the appointment or the procedures; or

b. the named fiduciary breached its fiduciary responsibility under Section 405(a) of ERISA.
E. The Claims Administrator is not a Fiduciary

A Claims Administrator is NOT a fiduciary under the Plan by virtue of paying Claims in accordance with the Plan’s
rules as established by the Plan Administrator.
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ARTICLE XIV.
Name of Plan:

Name and Address of
Plan Sponsor:

Employer Identification Number (EIN):
Plan Number (PN):
Type of Plan:

Funding Medium and Type of
Administration:

Name and Address of
Plan Administrator:

Agent for Service of
Legal Process:

Plan Year:

Plan Details:

Future of the Plan:

Source of Contributions
and Funding:
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GENERAL PLAN INFORMATION
Louisiana Sheriffs’ Association Vision Benefit Plan

Louisiana Sheriffs’ Association
1175 Nicolson Drive

Baton Rouge, LA 70802
1-225-343-8402

37-6485374
501(C)(9)
Vision Benefit Plan

The Plan is a self-funded Group Vision Plan. Benefits are on behalf
of the Plan Administrator, by Blue Cross and Blue Shield of Louisiana,
pursuant to the terms of the Administrative Services Agreement and
the terms and conditions of the Benefit Plan.

The funding for the Benefits is derived from the general assets of the
Employer and contributions made by covered Employees. Employee
contributions are at a rate determined by the Plan Sponsor. The Plan
is not insured.

Louisiana Sheriffs’ Association
1175 Nicolson Drive

Baton Rouge, LA 70802
1-225-343-8402

Frosch, Rodrique, Arcuri, LLC
1615 Poydras Street, Suite 1250
New Orleans, LA 70112
1-504-592-4600

The financial records of the Plan are kept on a Plan Year basis. The
Plan Year ends on each June 30" (midnight).

The eligibility requirements, termination provisions and a description
of the circumstances which may result in disqualification, ineligibility,
denial, or loss of any benefits are described in the Benefit Plan.

Although the Plan Sponsor expects and intends to continue the
Benefit Plan indefinitely, the Group reserves the right to modify,
amend, suspend, or terminate the Benefit Plan at any time.

The cost of all coverage is shared by the Plan Participant and the

Plan Sponsor. The Participant’s contributions to the Benefit Plan are
at a rate determined by the Plan Sponsor.
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| Blue Cross and Blue Shield of Louisiana
@ HMO Louisiana
VAQ Southern National Life

Nondiscrimination Notice
Discrimination Is Against the Law

Blue Cross and Blue Shield of Louisiana and its subsidiaries, HMO Louisiana, Inc. and Southern National Life,
comply with applicable Federal civil rights laws and do not discriminate on the basis of race, color, national origin,
age, disability or sex. Louisiana Blue does not exclude people or treat them less favorably because of race, color,
national origin, age, disability or sex.

Louisiana Blue and its subsidiaries:

Provide people with disabilities reasonable modifications and free appropriate auxiliary aids and services to
communicate effectively with us, such as:

- Qualified sign language interpreters

- Written information in other formats (large print, audio, accessible electronic formats, other formats)

Provide free language services to people whose primary language is not English, which may include:
- Qualified interpreters
- Information written in other languages

If you need reasonable modifications, appropriate auxiliary aids and services, or language
assistance services, you can call the Customer Service number on the back of your ID card or email
MeaningfulAccessLanguageTranslation@lablue.com. If you are hearing impaired call 1-800-711-5519 (TTY 711).

If you believe that Louisiana Blue or one of its subsidiaries failed to provide these services or discriminated
in another way on the basis of race, color, national origin, age, disability or sex, you have the right to take the
following steps:

1. If you are fully insured through Louisiana Blue or one of its subsidiaries, file a grievance in person or by
mail, fax or email.

Section 1557 Coordinator

In Person: 5525 Reitz Ave. Baton Rouge, LA 70809
Mail: P. O. Box 98012, Baton Rouge, LA 70898-9012
Phone: (225) 298-7238 or 1-800-711-5519 (TTY 711)
Fax: (225) 298-7240

Email: Section1557Coordinator@lablue.com

2. If your employer sponsors a self-funded health plan and Louisiana Blue only serves as the Claims
Administrator, contact your employer or your company's Human Resources Department. To determine
if your plan is fully insured by Louisiana Blue or self-funded and sponsored by your employer, go to
www.lablue.com/checkmyplan.

Whether you are fully insured or covered by a self-funded health plan, you can file a civil rights complaint with the
U.S. Department of Health and Human Services, Office for Civil Rights electronically through the Office for Civil
Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

Mail: 200 Independence Avenue, SW, Room 509F, HHH Building, Washington, D.C. 20201

Phone: 1-800-368-1019, 1-800-537-7697 (TDD)

This notice is available at www.lablue.com.

0TMK6445 R09/24 Blue Cross and Blue Shield of Louisiana and its subsidiaries, HMO Louisiana Inc. and Southern National Life Insurance Company Inc., are independent licensees of the Blue Cross Blue Shield Association



NOTICE

Free language assistance services and auxiliary aids are available. If needed, please call the Customer Service number at
1-800-495-2583. Hearing-impaired customers call 1-800-711-5519 (TTY 711).

Tiene a su disposicion servicios de asistencia lingiistica y ayudas auxiliares gratuitas. Si necesita ayuda, llame al
Servicio de Atencidn al Cliente al 1-800-495-2583. Los clientes con discapacidad auditiva pueden llamar al
1-800-711-5519 (TTY 711).

Des services d'assistance linguistique gratuits et des aides auxiliaires sont disponibles. Si nécessaire, veuillez appeler le
numéro du service client au 1-800-495-2583. Les clients malentendants peuvent appeler le 1-800-711-5519 (ATS 711).

C6 san dich vu hd tro ngdn nglt mién phi va cac phuong tién hd trg. Néu can, vui long goi Dich vu khach hang theo s8
1-800-495-2583. Khach hang khiém thinh vui long goi 1-800-711-5519 (TTY 711).

REEHRESHEIRSNENIE - IAFE - 1BRITEFRSS®EIE 1-800-495-2583 - ITREEF 1KY
1-800-711-5519 (TTY 711) -
Al e s Deall Laaiy Juai¥l a b ecilonal) o3 ) Aalall Jla iy Agilae ALl saelise Jilu g s 4y 5ol baclue Cilads i g0
(711 =il il Aaad) 1-800-711-5519 &8l e Juai¥) dpmandl Z8le Yl (553 ¢Saall a (> 1. 1-800-495-2583
Mayroong mga libreng serbisyo sa tulong sa wika at karagdagang tulong. Kung kailangan ito, mangyaring tawagan ang

numero ng Serbisyo sa Customer sa 1-800-495-2583. Para sa mga customer na may kapansanan sa pandinig, tumawag
sa 1-800-711-5519 (TTY 711).

F=2 20 XA AMH[AQ EX =5 0|25 5= QESLICH %R@ A2 04 MHA HD
1-800-495-25832 2 TH3tdlf F=A|7| HIEL|CH HZ ZHof 7t
MBS 2.

Servigos de assisténcia de idioma e demais auxilios disponiveis gratuitamente. Se necessario, ligue para o Atendimento
ao Cliente no telefone 1-800-495-2583. Clientes com deficiéncia auditiva devem ligar para 1-800-711-5519 (TTY 711).

uoomvaoecmsmnwm ccos caegaoeczuws 120129090, NEQVNVMIOINIVYNI 1 #ed
1-800-495-2583. QNeIiwNILY 0V 1-800-711-5519 (TTY 711).

BROSRBT7 VRV A —ERENBBEPEZ CHRAVNEETEFY - MBRERIE - HRAZI—HP—EXE
51-800-495-2583F THEFECEa L - BEICEEZED H 2 HEH(IL ~ 1-800-711-5519 (TTY 711) EF THEELL 2 L) »
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(TTY 711) 1-800-711-5519 1(n S S Ly saai ol A A1 JISE S (oS (S Cielen1-800-495-2583

Bei Bedarf stehen Ilhnen kostenlose Sprachhilfen und andere unterstiitzende Dienste zur Verfligung. Bitte wenden Sie
sich dazu telefonisch an den Kundenservice unter 1-800-495-2583. Sollten Sie schwerhorig sein, wahlen Sie bitte die
1-800-711-5519 (TTY 711).

1-800-495-2583 o jlad 43 b yidia laddy L ek O Gy sa y mwﬂajasuu@sduj\}\,U&J\J@u)@suuh
LS (TTY 711) 1-800-711-5519 L ) sidaS by yidia A8 el

Mbl npepoctaBasem b6ecniaTHble YCAyrv A3bIKOBOM NOAAEPKKM U BCOMOraTesibHoe obopyaoBaHue. Mpu
HEeobX0AMMOCTUN MO3BOHUTE B CAYKOY NoaaepKKU KAMeHToB No Homepy 1-800-495-2583. TenedpoH 15 KNMEHTOB C
HapyweHusamu cnyxa — 1-800-711-5519 (TTY 711).

fivsmathumdashunmmuaznaiosativauuns mnduiu Tuse nsdasiorouinisand Idiinuneias 1-800-495-2583 g
AifienuuAnsaaems ldbu TUsa Ins Witnanoiaa 1-800-711-5519 (TTY 711)

04BA0418 R08/24









	Blank Page
	Blank Page
	Blank Page
	Blank Page



