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INTRODUCTION

This booklet, called the Summary Plan Description or SPD, describes the health
care benefits that are available to eligible retirees of Consolidated Edison
Company of New York, Inc. (CECONY) and their eligible dependents and
eligible retirees of Orange and Rockland Utilities, Inc. (“O&R”) and their eligible
dependents under the Consolidated Edison, Inc. Retiree Health Program. In
addition, certain affiliates of Consolidated Edison, Inc. (CEI) may have adopted
the Program for some of their retirees (CEI Affiliates).

GROUPS

There are three different groups covered including the CECONY Retirees, O&R
Management Retirees, and O&R Local 503 Retirees. Unless there is a
difference between the O&R Management Retirees and the O&R Local 503
Retirees, the term O&R Retirees applies to both. Unless there is a difference
under the Retiree Health Program for any particular group, the term “Retiree” or
“you” applies to all Retirees.

EMPLOYERS, COMPANY, AND EFFECTIVE DATE

Throughout this Summary Plan Description (“SPD”), CECONY, O&R, and each
CEl Affiliate that has adopted the Retiree Health Program, is referred to as an
Employer. The Company is CECONY. The effective date of this SPD is
January 1, 2013. The SPD is required under the Employee Retirement Income
Security Act of 1974, as amended (ERISA). This SPD replaces the SPD dated
July 2003, and the supplements — referred to as summaries of material
modifications — to that SPD.
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Although the Company currently sponsors the Retiree Health Program, neither
the Company nor an Employer has an obligation to anyone, including but not
limited to each employee, retiree, surviving spouse, or any other Participant
including a Participant who has been covered under the Retiree Health Program
under any special arrangement, contract, or settlement, to continue the Retiree
Health Program for any fixed period of time or throughout the duration of a
Participant’s lifetime. The Company and each Employer reserve the right to
change or terminate the Retiree Health Program, in whole or in part, at any time
and for any or no reason.

Each participating Retiree, surviving spouse and all other Participants in the
Retiree Health Program are responsible for the full cost of the Retiree Health
Program except to the extent that your Employer elects to pay a part of the cost.
Although your Employer may elect to pay part of the cost in future years, neither
the Company nor any Employer is committed to contribute any fixed amount or
percentage of the costs.

SDP AVAILABLE ELECTRONICALLY

If you are receiving this SPD electronically, you have the right to request and
receive a paper copy by contacting HR Service Center at 1-800-582-5056 for
CECONY Retirees and O&R Benefits Department at 1-800-577-9527 for O&R
Retirees. We urge you to read this SPD carefully and keep it for future
reference. The SPD is published in full on the intranet web sites of Con Edison
and O&R under Benefits as well as Con Edison’s web site www.coned.com
under quick links Retirees Web Site. Updates, referred to as summaries of
material modification (SMM), are also published on the intranet websites for
Retirees of Con Edison and O&R as well as Con Edison’s web site
www.coned.com and under quick links Retirees Web Site. For O&R it is
Www.retirees.oru.com.
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Under ERISA, the electronic disclosure rules permit the Plan Administrator to
use an electronic communication network, such as your Employer’s intranet site
or internet site, to provide a copy of the SPD to any Participant who has the
ability to effectively access documents furnished on the intranet or internet. The
Plan Administrator has chosen to use an electronic communication network as
often as legally permissible. This means that the Plan Administrator will use
electronic communications to disclose to each retiree and Participant who has
affirmatively consented or confirmed consent electronically, and has provided
an address for the receipt of electronically furnished documents. The Plan
Administrator may use the intranet and internet websites and e-mail for
distributing the SPD. By publishing the SPD on your Employer’s intranet and
internet website, the Plan Administrator is fulfilling her disclosure obligations to
each individual who meets these conditions. However, you always have the
right to request a paper copy. Paper copies will be made available and
provided to those Participants for whom electronic disclosure is not available or
accessible.

The Retiree Health Plan and the Prescription Drug Plan are self-insured by your
Employer. The third party administrators provide claim administration services
but do not insure the benefits described.

In the event there is a difference between the information in this SPD and the

information in the Plan Document, the information in the Plan Document is
controlling.
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A. PART I -- Highlights of Some of the Changes to the Retiree Health Program Since
The Last Summary Plan Document

1. The Retiree Health Program is Not Subject to Most of the Affordable Care Act
Mandates

The Con Edison Retiree Health Program is designed as and operated to be a
“retiree- only” health plan. This means that the Retiree Health Program is not
required to comply with the Patient Protection and Affordable Care Act (“Affordable
Care Act”) and is not subject to mandates under the Affordable Care Act. For
example, the Retiree Health Program does not and will not cover adult children,
does not and will not comply with the rules about preventive care, and does not
and will not lift lifetime limits in coverage.

2. New Prescription Drug Plan for Each Participant Who Is Medicare Eligible

Effective January 1, 2013, the Prescription Drug Plan began coordinating with a
Group Medicare Part D prescription drug program (PDP). Each Retiree who is
eligible for Medicare will have his or her coverage provided by SilverScript as an
Employer PDP. This plan is offered by SilverScript, an affiliate of CVS Caremark,
and is a Group Medicare Part D prescription drug plan provider.

3. Same-Sex Spousal Coverage

Effective January 1, 2012, two changes were made affecting the coverage of same-
sex partners. The first change is that your same-sex domestic partner is no longer
an eligible dependent, and domestic partner benefits were eliminated. The second
change is that your same-sex spouse is how included in the definition of spouse.
This means that, beginning January 1, 2012, you must be married to cover your
same-sex partner.

4. Cash Balance Pension Formula Retirees
Employees who are covered under the Cash Balance Pension Formula in the
Consolidated Edison Retirement Plan, and retire after January 1, 2013, and

otherwise meet the eligibility requirements for the Retiree Health Program, will be
required to pay the full cost of the coverage.
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O&R Management Participant Covered Under the Career Average Pension
Formula

Effective January 1, 2014, for all O&R Management Retirees and Participants,
under the cost-sharing formula, O&R will “cap” its contribution for retiree health
costs to the preceding year’s cost plus inflation measured by the change in the
Consumer Price Index (“CPI"). Each O&R Management Retiree who is covered
under the Career Average Pension Formula will pay 100 percent of the remaining
cost of the coverage.

Local 503 Employee

If you are an O&R Local 503 employee covered under the Career Average Pension
Formula and you retire before January 1, 2015, you will contribute the same amount
toward your health care as an active employee until you reach age 65. At age 65,
you will no longer have a contribution to your health care plan.

If you are an O&R Local 503 employee covered under the Career Average Pension
Formula or the Cash Balance Pension Formula, and retire on or after January 1,
2015, you will contribute an amount toward your health care, whether you are under
or over age 65, subject to the applicable Schedule of Benefits.

Each Local 503 employee covered under the Defined Contribution Pension Formula
hired on or after January 1, 2015, will contribute 50% toward the cost of his or her
retiree health plan benefits.

Employer/Company Contributions
CECONY Contribution Methodology is Adopted by O&R

Beginning In January 2008, CECONY’s annual contribution, if any, is the maximum
amount of the previous year’s contribution for CECONY, plus a cost of living
adjustment. The cost of living adjustment is based on the change in the Consumer
Price Index (CPI). If CECONY costs for CECONY Retirees are projected to
increase above the cost of living adjustment, CECONY’s contribution will not be
enough to cover the rise in costs, and CECONY Retirees’ monthly contribution is
increased.



Beginning in January 2014, if you were actively employed as a management
employee of O&R and covered under the Career Average Pension Formula in the
Consolidated Edison Retirement Plan, there will be a limit to the amount O&R
contributes to the cost of your Retiree Health coverage, which reflects the same
contribution approach as CECONY. Each year, beginning in 2014, O&R’s
contribution to the Retiree Health Program will be the same amount as in the
previous year, plus a cost-of-living adjustment based on the change in the
Consumer Price Index (CPI). If health care costs rise above the CPI, O&R
Management Retirees’ monthly contributions will be increased.

B. PART Il -- The Retiree Health Program— Summary of Structure

1.

2.
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For Coverage of Hospital and Medical Only:

a. For an individual eligible for Medicare — The Retiree Health Plan is a
supplemental medical plan administered by a third party administrator. The
Employers and the Company have reserved the right to change third party
administrators, from time to time, and in their discretion. In general,
Medicare is responsible for determining what is covered and the amount
covered. If you are a CECONY Retiree, rather than the Medicare
supplemental plan, you may elect a Health Maintenance Organization
(HMO) option. If you are an O&R Retiree, you may not choose an HMO
option.

b. For an individual not eligible for Medicare — The Retiree Health Plan is an
Open Access Plus Plan (“OAP”) administered by a third party administrator
which currently is Cigna. The OAP is available to each individual who is
under age 65 and not eligible for Medicare. If you are a CECONY Retiree,
rather than the OAP, you may elect an HMO option. If you are an O&R
Retiree, you may not choose an HMO.

For Coverage of Prescription Drug Benefits Only

a. For an individual eligible for Medicare — The Retiree Health Plan offers a
Group Medicare Part D prescription drug plan that is administered by


http://ceintranet/HR/ORU_Total_Rewards/Documents/O%20AND%20R%20CAP%20BROCHURE.pdf

3.

SilverScript and available only if you are eligible for Medicare. If you are a
CECONY Retiree and you elected an HMO option, you may not elect the
Prescription Drug Plan. Your prescription drug coverage will be available
through the HMO.

For an individual not eligible for Medicare - The Retiree Health Program
offers a separate prescription drug benefit plan that is administered by a third
party administrator, which currently is CVS Caremark, and referred to as the
Prescription Drug Plan. The Prescription Drug Plan is available to each
individual who is under age 65 and non-Medicare eligible.

Dental benefits are not covered under the Retiree Health Program.

C. PART lll -- Eligibility Rules and Requirements

1.
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Who is Eligible

a.

CECONY Retiree

If you are a CECONY Retiree, you are eligible to participate in the Retiree
Health Program if, on the day immediately preceding the date you terminate
employment with CECONY, you meet each one of the following
requirements:

you are actively employed, and

you are a participant in the Consolidated Edison Retirement Plan
(Retirement Plan), and

you have at least 75 Points, as that term is defined and explained in the
Retirement Plan, on the day of or immediately before you terminate
employment (Rule of 75 Pension). Unlike the rules under the Consolidated
Edison Retirement Plan, if you do not have 75 Points when you terminate,
you do not and cannot “grow” into your 75 Points for purposes of meeting
the eligibility requirements under the Retiree Health Program.

If you terminate employment directly from CECONY because of a total and
permanent disability, you are eligible to participate in the Retiree Health
Program if you meet each one of the following requirements: you have
reached age 50, and as of the date of your termination from active
employment, you have at least 20 years of accredited service, as that term



2.
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b.

C.

is defined in the Retirement Plan, and you are a Participant in the
Retirement Plan.

Effective on and after January 1, 2013, if (1) because of a total and
permanent disability, (2) without any break in time or service, (3) you
immediately become entitled for benefits under the long term disability plan
sponsored by CECONY, and (4) you are credited with at least 75 Points
within the first 6 months on long term disability, you will become eligible to
participate in the Retiree Health Program.

CECONY Transferred Employee

If you are a former employee of CECONY and, without any break in
employment, you directly transferred employment to a CEI Affiliate, you are
eligible to participate in the Retiree Health Program so long as you
otherwise satisfy the same requirements and conditions for a CECONY
Retiree. However, you must confirm with you CEI Affiliate Employer that
your CEI Affiliate Employer has affirmatively elected to be a Participating
Employer. Not every CEI Affiliate has adopted the Retiree Health Program.

O&R Retiree

If you are a retiree of O&R, you are eligible to participate in the Retiree
Health Program if, on the day immediately preceding the date you terminate
employment with O&R:

you are actively employed,

. you are a Participant in the Retirement Plan, and
iii. you have attained age 55 and have at least 10 years of service, as that term

is defined and explained in the Retirement Plan, on the day of or
immediately before you terminate employment .

if you are an O&R Local 503 employee, as of January 1, 2015, you must
have attained age 55 and have at least 20 years of service.

If you terminate employment from O&R and you meet the requirements for a
Disability Retirement under the Retirement Plan, you are eligible to
participate in the Retiree Health Program.

Who is an Eligible Dependent
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Your eligible spouse, your eligible surviving spouse, and your eligible child
dependent may each be an Eligible Dependent as long as certain requirements are
met and certain conditions are satisfied.

Requirements and conditions for an Eligible Dependent

As a retiree-only plan, the Retiree Health Program does not cover an active
employee of an Employer who is covered under the active health plan for
employees of CECONY or O&R — called the Consolidated Edison Master
Health Plan (the “Master Health Plan”)).

If a spouse or child is covered under the Master Health Plan, so long as he
or she is covered under the Master Health Plan, he or she cannot be
covered under this Retiree Health Program.

A “Surviving Spouse” of a Retiree is eligible to continue being an Eligible
Dependent and covered under the Retiree Health Program following the
death of the Retiree if he or she is receiving a Surviving Spouse’s pension
benefit from the Retirement Plan.

Effective January 1, 2014, a spouse of an O&R Retiree who was covered
before the death of the O&R Retiree may continue coverage whether he or
she is receiving a pension benefit from the Retirement Plan.

A legally married spouse may not concurrently be eligible to be a Surviving
Spouse.

A surviving spouse is the same person who is legally married to the Retiree
on the date the Retiree’s begins his or her Pension and on the date of the
death of the Retiree. The Surviving Spouse also has had to be covered on
the date of death of the Retiree.

A Retiree who marries or re-matrries after his or her pension allowance
begins and after coverage has begun under the Retiree Health Program
may cover his or her newly acquired spouse. The Retiree’s newly acquired
spouse is not eligible to continue his or her participation in the Retiree
Health Program when the Retiree dies. A newly acquired spouse is never
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treated as a Surviving Spouse under the Retiree Health Program. This
provision does not apply to an O&R Local 503 Retiree.

A Retiree’s or Surviving Spouse’s unmarried dependent children are eligible
until the end of the calendar year in which the child reaches age 19. If the
child is a full-time student, the child may continue to be an Eligible
Dependent until the end of the month in which the child reaches age 23.
The Retiree Health Program is not subject to the Affordable Care Act
mandates and is not required to cover and does not cover children until the
age of 26.

The CECONY Retiree’s surviving Covered Dependent Child(ren) continues
to be eligible for coverage only if the Retiree’s Surviving Spouse is receiving
a pension benefit from the Retirement Plan.

The O&R Retiree’s surviving Covered Dependent Child(ren) are covered
only is he or she was covered at the date of death of the O&R retiree. The
dependent children of a newly acquired spouse of an O&R Retiree are not
eligible to continue to participate.

If a Retiree marries or acquires an Eligible Dependent child after becoming
covered under the Retiree Health Program, the newly acquired spouse
and/or dependent child are eligible for coverage as long as the Retiree
remains a covered Participant.

An Eligible Dependent child includes a legally adopted child, a child placed
in the household in anticipation of being legally adopted, a stepchild of a
Retiree or Surviving Spouse, or a child living with a Retiree or Surviving
Spouse if the Retiree or Surviving Spouse is the child’s legal guardian.
Each Employer requires proof of a child’s dependent status before
approving coverage.

If a Surviving Spouse remarries, neither the Surviving Spouse or his or her
spouse is eligible to participate. Also, if a Surviving Spouse acquires an
eligible dependent child, the child is not eligible to participate.

A CECONY Retiree’s or Surviving Spouse’s unmarried disabled dependent
child is an Eligible Dependent, if the child becomes physically or mentally

11



347652

incapable of self-support either before age 23 or in the case of an O&R
Retiree, at any age, and while covered under the Master Health Plan or
while he or she is a participant in the Retiree Health Program.

To continue coverage for a disabled child after the date when coverage
would have ended under the Master Health Plan in the month immediately
before attainment of age 26, you must send proof of your child’s incapacity
within 31 days after coverage would otherwise end. Additional proof may be
required from time to time.

If your spouse or dependent child is actively employed at a Con Edison
company —important rules

If, when you terminate employment from CECONY, or O&R, or a
participating CEI Affiliate Employer, your spouse is an active employee of a
CEI Company and he or she is covered under the Master Health Plan, you
may be covered as his or her dependent spouse under the Master Health
Plan until he or she terminates employment. Your eligibility date will then be
the first day of the month immediately following the last day of the month
that you are covered under the Master Health Plan.

If, when your spouse terminates employment, he or she independently
satisfies the Retiree Health Program requirements, you and your spouse are
both then eligible to enroll in the Retiree Health Program. However, if your
spouse is not eligible to independently qualify for participation under the
Retiree Health Program, you may enroll yourself as a Retiree with your
spouse as your covered eligible dependent.

If your dependent child is actively employed at a CEI Company, and is
eligible to (whether he or she actually does) participate in the Master Health

Plan, he or she cannot participate in the Retiree Health Program.

The Retiree Health Program does not and cannot cover an actively
employed employee.
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D. PART IV -- Eligibility Dates, Enrollment and Coverage Dates

1.
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Eligibility Date for a CECONY or CECONY Transferred Retiree

Once you satisfy the eligibility requirements, you must elect to participate on your
eligibility date. If you do not elect to participate on your Eligibility Date, you will no
longer be eligible to participate.

It is your responsibility to notify your Employer when you are first eligible to
participate. Participation is not automatic and you must make your affirmative
elections. If you do not take action on your eligibility date, and you are not covered
by an exception, you will forever lose the right to elect coverage in the future.
Unless you meet an explicit exception, referred to below, you cannot waive
coverage in one year and elect coverage in the next year.

In most instances, your eligibility date is the first day you satisfy the eligibility
requirements which, in general, is the day you terminate or retire from employment
and are eligible to elect to receive an immediate distribution of your pension. This is
the case even if an immediate distribution of your pension is discounted to take into
account the early distribution date.

You are no longer eligible to participate in the Retiree Health Program and you lose
forever your right to elect coverage if, when you terminate or retire, you defer
receiving your Pension until a later date unless you are covered by the exception.
This is the case even if you defer your pension benefit for purposes of growing into
certain subsidiaries in the Retirement Plan or for any other reason.

Exceptions to the Rule that You Must Participate When First Eligible for a
CECONY or CECONY Transferred Retiree

Exception One: You may delay the date beyond your eligibility date if, and only if,
(1) you have other employer provided group coverage or qualified health plan
coverage sponsored by a Federal or State marketplace exchange, and (2) you have
had no break in coverage. See the rules below.

Exception Two: If you satisfy the requirements for a disability pension but defer
commencement of your disability pension, you may be eligible in the future to join
the Retiree Health Program.
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Eligibility Date for an O&R Retiree:

Once you satisfy the eligibility requirements, you must elect to participate on your
eligibility date. If you do not elect to participate on your eligibility date and waive
coverage, you can elect coverage during any open enrollment provided you show
proof you had continuous credible health care coverage prior to enrolling in the
Retiree Health Plan. Participation is not automatic and you must make your
affirmative elections. If you do not take action on your eligibility date, and you are
not covered by an exception, you will forever lose the right to elect coverage in the
future.

In most instances, your eligibility date is the first day you satisfy the eligibility
requirements which, in general, is the day you terminate or retire from employment
and are eligible to elect to receive an immediate distribution of your pension. This is
the case even if an immediate distribution of your pension is discounted to take into
account the early distribution date.

How Each Retiree Enrolls In the Retiree Health Program

You can complete an Enroliment Form for the Retiree Health Program during your
retirement orientation meeting. The forms needed for enrolling are available online
at www.coned.com under quick links Retirees web site. You must enroll within the
31-day period immediately following your eligibility date.

If you are an eligible retiree, and you elect to begin your pension benefit
immediately following your termination of employment, and either you or both you
and your spouse are covered under another employer’s group hospital and medical
plan or a Federal or State Exchange Plan, you or your spouse may delay enroliment
in the Retiree Health Program during the normal 31-day period.

Your new mandatory eligibility date is the first of the month immediately following
the last day of your other group health plan coverage. You must maintain coverage,
without interruption under your other group plan, from the date you first become
eligible for coverage under the Retiree Health Program until the date you want to
elect into the Retiree Health Program. You may not have any break in group health
care coverage.

14
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If you or your spouse is affected by the exception to the 31-Day Rule and delay
coverage, you and/or your spouse will be asked to provide proof of your continuous
coverage — for example, a letter from the insurance carrier of your prior health plan
or a certificate of credible coverage.

Retirees and their Eligible Dependents may enroll in the Retiree Health Plan even if
they have pre-existing health conditions that might make them ineligible for other
health plans. Enrollment in the HMO Option is open to CECONY Retirees and their
eligible dependents except those who have end-stage renal disease or participate in
a hospice program.

5. When Coverage Starts for each Retiree

Coverage under the active Master Health Plan does not automatically transfer to the
Retiree Health Program. Providing you complete all the necessary forms, you pay
the necessary contributions, and you have met all the requirements, you and your
Eligible Dependents will be covered under the Retiree Health Program on the first
day of the month immediately following the month in which you become an eligible
Retiree. This is generally the first day of the month immediately following the
month in which you retired.

You must complete and return a Retiree Health Program Enrollment Form
authorizing your Employer to deduct any required plan contributions from your
monthly pension benefit. If you are not receiving a monthly pension benefit for any
period of time, you must make arrangements with your Employer to mail in your
monthly contributions.

It is your obligation and responsibility to ensure that monthly payments are made
timely. It is your obligation to enroll your Eligible Dependent(s) in the Retiree Health
Program.

E. PART YV -- General Information on Covered Expenses and Benefits Provided

The Retiree Health Program includes the Retiree Health Plan that has a separate design for
individuals not eligible for Medicare (called the OAP) and for individuals eligible for Medicare
(called the Medicare Supplemental Plan). The Retiree Health Plan provides hospital, medical
and vision care services.

15
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The Retiree Health Program includes an HMO Option for CECONY Retirees who are not
eligible for Medicare and for CECONY Retirees who are eligible for Medicare.

The Retiree Health Program includes a Prescription Drug Plan that has a separate design for
individuals not eligible for Medicare (called the Prescription Drug Plan) and for individuals
eligible for Medicare (called the Group Medicare Part D Plan).

For a CECONY Retiree, the Retiree Health Plan is a separate plan from the Prescription
Drug Plan and each can be separately elected. For an O&R Retiree, the Retiree Health Plan
includes coverage under the Prescription Drug Plan and cannot be separately elected.

The Retiree Medical Plan and the Prescription Drug Plan are self-insured programs. The
HMO Options are fully insured.

For CECONY Retirees, the Retiree Health Plan pays hospital, medical and vision care
benefits up to a lifetime maximum of $1.0 million for each person. For O&R Retirees, the
lifetime maximum of $1.0 million per person ends at age 65. After age 65, each O&R Retiree
has a $35,000 limit per person.

The Amount the Retiree Health Plan Pays

In general, the Retiree Health Plan pays the Charges for medically necessary covered
services and supplies, in accordance with the applicable definition of Charge, as set forth
below:

“Charges” in the OAP for an in-network provider or a participating provider means the pre-
negotiated discount fee or pre-negotiated contract rate, as determined solely by the third-

party administrator.

“Charges” in the OAP for an out-of-network provider or a non-participating provider means
the Maximum Reimbursable Charge, as determined solely by the third-party administrator.

“Charges” under the Medicare Supplemental Plan means the Medicare Allowable Charge or
the Medicare Reimbursable Amount, as determined by Medicare.

F. PART VI — Hospital, Other Health Care Facilities, and Other Inpatient Confinement

16
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1. Rules Applied for In-patient Admissions Including Hospital and Other Health

Care Facilities

Hospital and in-patient stays include the facility charge and other necessary
covered services and supplies. For any day of hospital and/or in-patient
confinement, covered cervices will not include that portion of charges which are
more than the limits shown in the applicable Schedule of Benefits.

If Individual is Not Eligible For Medicare

If you or your Covered Eligible Dependent is utilizing an in-network provider, the in-
network provider is responsible for pre-certifying the pre-admission certification and
the continued stay review. Before scheduling any non-emergency treatment in a
hospital, the in-network provider is responsible for requesting in writing a pre-
admission certification. In the case of an emergency admission, the in-network
provider will contact the third party administrator within 48 hours after the
admission.

If you or your covered eligible dependent is utilizing an out-of-network provider, you
or your covered eligible dependent is responsible for pre-certifying your pre-
admission certification and continued stay review. If you or your covered eligible
dependent is utilizing an out-of-network provider, before you schedule any non-
emergency treatment in a hospital, you or your Covered Eligible Dependent is
responsible for requesting in writing a Pre-Admission Certification. In the case of an
emergency admission, you must contact the third party administrator within 48
hours after the admission. Before the end of the certified length of stay, contact the
third party administrator.

Pre-admission certification and continued stay review refer to the process used to
certify the medical necessity and length of a hospital confinement or in-patient
admission at another health care facility. This includes an admission as a
registered bed patient for a partial hospitalization for the treatment of mental health
or substance abuse; and/or for mental health or substance abuse residential
treatment services.

If you or your Covered Eligible Dependent is utilizing an out-of-network provider,
and these rules are not followed, here are some of the potential consequences:

17
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Unless pre-admission certification is received: (a) before the date of admission; or
(b) in the case of an emergency admission, within 48 hours after the date of
admission, then covered expenses incurred will result in a reduction of Charges
made for each separate admission to the hospital.

i. Covered expenses do not include, and the Retiree Health Plan will not pay
for, hospital charges for bed and board for treatment that is, for any day(s) in
excess of the number of days certified through pre admission certification or
continued stay review.

ii. covered expenses do not include, and the Retiree Health Plan will not pay
for, any hospital charges for treatment for which pre- admission certification
was requested, but which was not certified as medically necessary.

If Individual is Eligible For Medicare

Medicare coordinates and administers hospital and in-patient stays. You do
not have to contact the third party administrator. Medicare provides for
different rates of reimbursement based on the length of stay and applies the
Medicare rules under the Medicare Supplemental Plan. The Medicare
Supplemental Plan covers only those expenses covered under Medicare and
assumes Medicare is primary. The Schedule of Benefits sets forth the
limitations, costs, coverage, and other details.

In-patient Hospital and Other Health Care Facilities Deductible

If Individual is Not Eligible For Medicare

There is one annual calendar year per person deductible for in-patient care in a
hospital, skilled nursing facility, convalescent facility, hospice, or other health care
facility, whether in-network or out-of-network.

The annual deductible is based on your Group — CECONY Retiree, O&R
Management Retiree, or O&R Local 503 Retiree. The deductible is subject to

change.

If Individual is Eligible For Medicare

Under the Medicare Supplemental Plan, Medicare determines and controls whether
and how much the annual deductible is for in-patient care. The Medicare

18



347652

Supplemental Plan applies the Medicare rules; the Schedule of Benefits sets forth
the limitations, costs, coverage, and other details.

In-patient Admissions - Covered Services

If Individual is Not Eligible For Medicare

Covered Services when there is an in-patient admission means the expenses
incurred after you or your Eligible Dependent becomes covered under the Plan.
Services are considered covered services only to the extent that such services or
supplies provided are recommended by a physician and are medically necessary,
as determined by the third party administrator. Co-payments, deductibles, limits, or
maximums are detailed in the Schedule of Benefits. In-patient admission covered
services include Charges:

a. made by a hospital, on its own behalf, for facilities charges, and other
necessary services and supply charges made by a hospital, on its own
behalf, for medical care and treatment received as an outpatient;

b. made by a free-standing surgical facility, on its own behalf for medical care
and treatment;
C. made on its own behalf, by another health care facility (which includes skilled

nursing facilities, rehabilitation hospitals, or subacute facilities for medical
care and treatment); except that for any day of other health care facility
confinement, covered expenses will not include that portion of charges in
excess of the other health care facility daily limit shown in the Schedule of

Benefits;

d. made for emergency services and urgent care;

e. made by a physician or a psychologist for professional services;

f. made by a nurse, other than a member of your family or your dependent's
family, for professional nursing service;

g. made for anesthetics and their administration; diagnostic x-ray and laboratory

examinations; x-ray, radium, and radioactive isotope treatment;
chemotherapy; blood transfusions; oxygen and other gases and their
administration;
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h. made for orthognathic surgery to repair or correct a severe facial deformity or
disfigurement that orthodontics alone cannot correct, provided:

i. the deformity or disfigurement is accompanied by a documented clinically
significant functional impairment, and there is a reasonable expectation that
the procedure will result in meaningful functional improvement; or

ii. the orthognathic surgery is medically necessary as a result of tumor, trauma,
disease or;

iii. the orthognathic surgery is performed prior to age 19 and is required as a
result of severe congenital facial deformity or congenital condition.

iv. repeat or subsequent orthognathic surgeries for the same condition are
covered only when the previous orthognathic surgery met the above
requirements, and there is a high probability of significant additional
improvement as determined by the utilization review physician.

I Clinical trials may be covered if the charges are for routine patient services
associated with cancer clinical trials approved and sponsored by the federal
government. In addition the following criteria must be met:

i. the cancer clinical trial is listed on the NIH website www.clinicaltrials.gov as
being sponsored by the federal government;
ii. the trial investigates a treatment for terminal cancer and:

A. (1) the person has failed standard therapies for the disease; (2)
cannot tolerate standard therapies for the disease; or (3) no
effective non-experimental treatment for the disease exists;

B. the person meets all inclusion criteria for the clinical trial and is not
treated “off-protocol”;

C. the trial is approved by the Institutional Review Board of the
institution administering the treatment; and

D. coverage will not be extended to clinical trials conducted at non-

participating facilities if a person is eligible to participate in a
covered clinical trial from a participating provider.

iii. Routine patient services do not include, and reimbursement will not be
provided for:

A. the investigational service or supply itself;
B. services or supplies listed as exclusions;

20
347652



347652

C. services or supplies related to data collection for the clinical trial
(i.e., protocol-induced costs);
If Individual is Eligible For Medicare

In-patient admissions covered services are only those charges covered and paid
under Medicare. The plan assumes that Medicare is primary. Payment for the
following is specifically excluded from this plan:

a. Any expense or service or supply that is:
i. Not a Medicare Eligible Expense; or
ii. beyond the limits imposed by Medicare for such expense; or
iii. excluded by name or specific description by Medicare; except as specifically
provided under the “Covered Expenses” section.

Non-Custodial Care in a Skilled Nursing Facility

If Individual is Not Eligible For Medicare

The Retiree Health Plan pays Charges for a semi-private room for non-custodial
care in a skilled nursing facility approved by the third party administrator, and
subject to limits as set forth in the Schedule of Benefits. To receive benefits, you
must remain under a doctor’s continuous care and require both 24-hour nursing
care and physical restorative services for convalescence from a disease or injury.
Services must be restorative.

Physical restorative services are skilled services designed to improve a patient’s
physical functioning impaired by disease or injury. Functions that may need to be
improved through physical restorative services include walking, endurance and
muscle strength.

Your doctor must decide that you need daily skilled care given by, or under the

direct supervision of, skilled nursing or rehabilitation staff. You get these skilled
services in a skilled nursing facility that's certified by Medicare.
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If Individual is Eligible For Medicare

Medicare determines what, whether, and how it will cover skilled services in a
skilled nursing facility. Medicare requires your doctor to certify that you need skilled
services for a medical condition that was either:

a. A hospital-related medical condition.
b. A condition that started while you were getting care in the skilled nursing
facility for a hospital-related medical condition.

Your doctor may order observation services to help decide whether you need to be
admitted to the hospital as an in-patient or can be discharged. During the time
you're getting observation services in the hospital, you're considered an
outpatient—you cannot count this time towards the three-day in-patient hospital stay
needed for Medicare to cover your skilled nursing facility stay.

Hospice Care

If Individual is Not Eligible For Medicare

The Retiree Health Plan pays the Charges for a hospice care program, subject to
limits as set forth in the applicable Schedule of Benefits. To obtain hospice care
coverage under the plan, the doctor must certify to the third party administrator that
you are terminally ill. Terminally ill means you have or your Covered Eligible
Dependent has been diagnosed as having six months or fewer to live, due to a
terminal iliness.

Charges are paid only for services ordered by the physician supervising the
program. Care provided at a hospice facility includes pain control and other acute
and chronic symptom management.

The following charges for hospice care services are not included as covered
expenses:

C. for the services of a person who is a member of your family or your Covered
Eligible Dependent 's family or who normally resides in your home, or your
Dependent's home;

d. custodial care services;
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e. for any period when you or your Covered Eligible Dependent is not under the
care of a physician;

f. for any curative or life-prolonging procedures;

g. to the extent that any other benefits are payable for those expenses under
the plan; or

h. for services or supplies that are primarily to aid you or your Covered Eligible

Dependent in daily living.

If Individual is Eligible For Medicare

The Medicare Supplemental Plan covers only those expenses for hospice services
that are covered under Medicare and assumes Medicare is primary.

In-patient Rehabilitative Care

If Individual is Not Eligible For Medicare

The Retiree Health Plan pays for in-patient rehabilitative care, subject to limits as
set forth in the applicable Schedule of Benefits. The Retiree Health Plan pays for
semi-private room and for other covered services and supplies.

Rehabilitative care is care needed to restore you to normal living — that is, the ability
to perform the usual activities of daily living such as bathing, dressing and preparing
meals. This care may consist of physical, occupational, speech or hearing therapy
and rehabilitative counseling.

Rehabilitative care is covered only when such care follows a treatment plan
approved by the third party administrator. This plan must specify the type of
treatment, give the frequency and duration of the treatment and provide an ongoing
review. Coverage for rehabilitative care may be continued beyond the duration of
the treatment plan when therapy is necessary, as determined by third party
administrator.

If Individual is Eligible For Medicare

The Medicare Supplemental Plan covers only those expenses that are covered
under Medicare and assumes Medicare is primary.

23



7.

347652

Short-Term Rehabilitative Therapy

Short-term rehabilitative therapy is part of a rehabilitation program, including
physical, speech, occupational, cognitive, osteopathic manipulative, cardiac
rehabilitation and pulmonary rehabilitation therapy, when provided in the most
medically appropriate setting. The following limitation applies to short-term
rehabilitative therapy. Short-term rehabilitative therapy is provided only when
medically necessary and restorative in nature for purposes of enabling individuals to
perform the activities of daily living. Payment for these services is subject to the
applicable schedule of benefits.

Services that are not covered include but are not limited to:

I. sensory integration therapy, group therapy;

ii. treatment of dyslexia;

iii. behavior modification or myofunctional therapy for dysfluency, such as
stuttering or other involuntarily acted conditions without evidence of an
underlying medical condition or neurological disorder;

iv. treatment for functional articulation disorder such as correction of tongue
thrust, lisp, verbal apraxia or swallowing dysfunction that is not based on an
underlying diagnosed medical condition or injury; and

V. maintenance or preventive treatment consisting of routine, long-term or
non-medically necessary care provided to prevent recurrence or to maintain
the patient’s current status.

In-patient Mental Health and Substance Abuse Services

If Individual is Not Eligible For Medicare

The Retiree Health Plan provides for in-patient mental health services which include
partial hospitalization and mental health residential treatment services subject to the
following rules and the applicable Schedule of Benefits.
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Partial hospitalization sessions are periods of inpatient treatment during
which services are provided for not less than 4 hours and not more than 12
hours in any 24-hour period.

Mental health residential treatment services are services provided by a
hospital or other health care facility for the evaluation and treatment of the
psychological and social functional disturbances that are a result of sub-
acute mental health conditions.

A mental health residential treatment center is an institution which: (a)
specializes in the treatment of psychological and social disturbances that are
the result of mental health conditions; (b) provides a sub-acute, structured,
psychotherapeutic treatment program, under the supervision of physicians;
(c) provides 24-hour care, in which a person lives in an open setting; and (d)
is licensed in accordance with the laws of the appropriate legally authorized
agency as a residential treatment center.

A person is considered confined in a mental health residential treatment
center when she/he is a registered bed patient in a mental health residential
treatment center upon the recommendation of a physician.

Substance abuse is defined as the psychological or physical dependence on
alcohol or other mind-altering drugs that requires diagnosis, care, and
treatment. In determining benefits payable, Charges made for the treatment
of any physiological conditions related to rehabilitation services for alcohol or
drug abuse or addiction will not be considered to be Charges made for
treatment of substance abuse.

The following are specifically excluded from mental health and substance abuse
services:

a.

Any court-ordered treatment or therapy; or any treatment or therapy ordered
as a condition of parole, probation or custody or visitation evaluations, unless
medically necessary and otherwise covered under this plan.

Treatment of disorders which have been diagnosed as organic mental
disorders associated with permanent dysfunction of the brain.
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C. Developmental disorders, including but not limited to, developmental reading

disorders, developmental arithmetic disorders, developmental language

disorders or developmental articulation disorders.

Counseling for activities of an educational nature.

Counseling for borderline intellectual functioning.

Counseling for occupational problems.

Counseling related to consciousness raising.

Vocational or religious counseling.

[.Q. testing.

Custodial care, including but not limited to geriatric day care.

Psychological testing on children requested by or for a school system.

l. Occupational/recreational therapy programs even if combined with supportive
therapy for age-related cognitive decline.

T T o@e "o o

If Individual is Eligible For Medicare

The Medicare Supplemental Plan covers only those expenses that are covered
under Medicare and assumes Medicare is primary.

9. Home Health Care

Home health care refers only to care provided instead of hospitalization or
confinement in a skilled nursing facility. The care must be provided by a licensed
and approved home health care agency. The Retiree Health Plan pays Charges for
up to 200 home health care days in a calendar year.

To qualify for home health care coverage under the Retiree Health Plan, your doctor
must submit, and have approved by, a written home health care plan to the third
party administrator. The plan must certify that you (a) require skilled care; (b) are
unable to obtain the required care as an ambulatory outpatient; and (c) do not
require confinement in a hospital or other health care facility.

The Retiree Health Plan pays for charges made by an approved home health care
agency for services and supplies ordered by your doctor and provided at home
including:
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a. Part-time or intermittent nursing provided or supervised by a registered
nurse. This generally consists of visits by an R.N. or licensed practical nurse
to perform specific nursing skills such as cleaning and dressing open or
infected wounds and administering intravenous solutions.

b. Part-time or intermittent services provided by a home health aide, primarily
for the care of a recovering patient.

C. Physical, occupational, speech or respiratory therapy by a qualified therapist.

d. Nutrition advice provided or supervised by a registered dietician.

e. Medical supplies, drugs and laboratory services.

If you are a minor or an adult who is dependent upon others for non-skilled care
and/or custodial care services (e.g., bathing, eating, toileting), home health services
will be provided for you only during times when there is a family member or care
giver present in the home to meet your non-skilled care and/or custodial care
service needs.

The home hea