ConnectiCare Connecticare® 2010 sanuary 1, 2010 - March 31, 2010 (1Q 2010)
S.lo POS Upfront Deductible $2,000 /$4,000 - A

POS-0OA-30-45-UKAA-IND
Individual health plans All policyholders may be subject to a rate increase at their renewal date.
fhe omectl-are way. Rates are calculated as of the Applicant's age as of the effective date.

Area 2 (Litchfield, Middlesex and New Haven counties*)

Litchfield County: Barkhamsted, Bethlehem, Bridgewater, Canaan, Colebrook, Cornwall, Goshen, Harwinton, Kent, Litchfield, Morris, New Hartford,
Newdl\gilford, Norfolk, North Canaan, Plymouth, Roxbury, Salisbury, Sharon, Thomaston, Torrington, Warren, Washington, Watertown, Winchester,
Woodbury

Middlesex County: Chester, Clinton, Cromwell, Deep River, Durham, East Haddam, East Hampton, Essex, Haddam, Killingworth, Middlefield,
Middletown, Old Saybrook, Portland, Westbrook

New Haven County: Ansonia, Bethany, Branford, Derby, East Haven, Guilford, Hamden, Madison, Meriden, Milford, New Haven, North Branford, North
Haven, Orange, Seymour, Wallingford, West Haven, Woodbridge

*Note: The following towns are included in Area 1: Beacon Falls, Cheshire, Middlebury, Naugatuck, Oxford, Prospect, South Britain, Southbury,
Waterbury and Wolcott.

Tier 1 $10 Tier 2/3 50% $1,000 max Tier 1 $10 Tier 2/3 50% $5,000 max NO RX
Age Individual Individual Individual Family Age Individual Individual Individual Family Age Individual Individual Individual Family
Male Female  +1 Dep. Male Female  +1 Dep. Male Female  +1 Dep.

0-20 $139.70  $194.95 $346.99  $583.45 0-20 $143.82  $200.69 $357.20 $600.61 0-20 $131.60 $183.64 $326.86 $549.60
21 $141.36  $196.55 $348.95 $588.09 21 $145.52  $202.33  $359.21  $605.38 21 $133.16  $185.15 $328.70  $553.97
22 $143.01 $198.17 $350.90 $592.76 22 $147.22  $203.99 $361.22 $610.20 22 $134.72  $186.67 $330.54  $558.37
23 $144.70  $199.78  $352.82  $597.44 23 $148.96  $205.65 $363.21  $615.01 23 $136.31  $188.18 $332.36 $562.78
24 $146.35  $201.40 $354.78  $602.09 24 $150.66  $207.33  $365.21  $619.80 24 $137.86  $189.72  $334.20 $567.16
25 $148.04  $203.00 $356.72  $606.75 25 $152.40 $208.98 $367.22  $624.60 25 $139.45 $191.23 $336.03 $571.55
26 $149.69 $204.61 $358.66 $611.42 26 $154.10 $210.64 $369.21  $629.40 26 $141.01 $192.74 $337.85 $575.95
27 $151.38  $206.22 $360.61 $616.10 27 $155.83  $212.29  $371.23  $634.22 27 $142.60 $194.26  $339.69 $580.36
28 $153.03 $207.84 $362.56  $620.74 28 $157.53  $213.94  $373.22  $639.00 28 $144.15  $195.78 $341.53  $584.73
29 $154.71  $209.44  $364.50 $625.41 29 $159.26  $215.59  $375.22  $643.81 29 $145.73  $197.28 $343.35  $589.13
30 $156.37  $211.06 $366.44  $630.09 30 $160.97  $217.27  $377.22  $648.62 30 $147.30 $198.82  $345.18  $593.54
31 $165.68 $216.90 $367.62  $646.01 31 $170.55 $223.28 $378.44  $665.01 31 $156.07 $204.32  $346.30 $608.53
32 $175.01 $222.76 $368.83  $661.94 32 $180.15 $229.30 $379.68 $681.41 32 $164.85 $209.83  $347.44  $623.54
33 $184.33  $228.59  $370.03  $677.87 33 $189.74  $235.32  $380.91 $697.81 33 $173.63 $215.33 $348.56  $638.54
34 $193.64  $234.44  $371.22 $693.81 34 $199.33  $241.34  $382.14  $714.22 34 $182.40 $220.84 $349.68 $653.56
35 $197.82  $236.72 $375.20 $698.66 35 $203.63  $243.68 $386.23 $719.21 35 $186.34  $222.99 $353.42  $658.13
36 $199.89  $237.86 $377.20 $701.08 36 $205.77  $244.86  $388.30 $721.70 36 $188.30 $224.06 $355.32  $660.41
37 $201.99  $238.99 $379.18  $703.50 37 $207.94  $246.03  $390.33  $724.19 37 $190.28  $225.13 $357.18  $662.69
38 $204.07 $240.14  $381.18  $705.92 38 $210.08  $247.21  $392.39  $726.69 38 $192.23  $226.21 $359.06 $664.97
39 $210.35  $243.54  $387.17 $713.19 39 $216.54  $250.71  $398.55  $734.17 39 $198.15  $229.41 $364.70 $671.82
40 $218.68  $248.07 $395.11  $722.90 40 $225.11  $255.37 $406.74  $744.16 40 $205.99  $233.68 $372.19  $680.97
41 $227.03  $252.62 $403.10 $732.59 41 $233.71  $260.05 $414.95 $754.14 41 $213.86  $237.96 $379.72  $690.09
42 $235.39  $257.17 $411.06 $742.28 42 $242.31  $264.73  $423.16 $764.11 42 $221.73  $242.25 $387.22  $699.22
43 $242.81  $263.18 $421.03  $749.00 43 $249.95 $270.92  $433.40 $771.03 43 $228.72  $247.91 $396.60 $705.55
44 $250.22  $269.20 $430.99  $755.69 44 $257.58  $277.12 $443.66 $777.92 44 $235.70  $253.59  $405.98 $711.86
45 $257.64  $275.22  $440.97 $762.43 45 $265.21  $283.31 $453.94 $784.85 45 $242.69  $259.25 $415.39 $718.20
46 $265.06  $281.24  $450.93  $769.13 46 $272.85  $289.52  $464.19 $791.75 46 $249.68  $264.93  $424.77  $724.51
47 $272.47  $287.25 $460.90 $775.85 47 $280.48  $295.69 $474.45  $798.67 47 $256.66  $270.59  $434.16 $730.84
48 $287.96  $306.07 $498.83  $801.61 48 $296.44  $315.06 $513.51  $825.18 48 $271.26  $288.31  $469.89  $755.10
49 $303.44  $324.90 $536.78 $827.36 49 $312.36  $334.45  $552.57 $851.69 49 $285.83  $306.05 $505.64 $779.36
50 $318.94  $343.70 $574.70  $853.12 50 $328.33  $353.81 $591.59 $878.21 50 $300.44  $323.77 $541.35 $803.62
51 $334.41  $362.53 $612.63 $878.88 51 $344.24  $373.20 $630.65 $904.72 51 $315.01 $341.51 $577.09 $827.89
52 $349.90 $381.35 $650.58  $904.63 52 $360.20  $392.57 $669.71  $931.24 52 $329.61  $359.23 $612.83  $852.15
53 $372.23  $401.39 $690.37  $942.77 53 $383.18  $413.20 $710.68 $970.49 53 $350.64 $378.11 $650.32  $888.07
54 $394.55  $421.44  $730.20 $980.89 54 $406.16  $433.83 $751.67 $1009.73 54 $371.66  $396.99 $687.84  $923.98
55 $416.90  $441.49  $769.99 $1019.02 55 $429.16  $454.47  $792.64 $1049.00 55 $392.71  $415.88 $725.32  $959.91
56 $439.21  $461.54  $809.81 $1057.14 56 $452.13  $475.10 $833.63 $1088.22 56 $413.73  $434.76  $762.83  $995.81
57 $461.54  $481.58  $849.61 $1095.28 57 $475.10 $495.75  $874.60 $1127.49 57 $434.76  $453.64  $800.32 $1031.74
58 $490.94  $500.26  $895.29 $1134.51 58 $505.38  $514.98 $921.62 $1167.88 58 $462.46  $471.25 $843.35 $1068.69
59 $520.37 $518.95 $940.96 $1173.71 59 $535.67  $534.22  $968.64 $1208.23 59 $490.18  $488.84  $886.37 $1105.62
60 $549.80  $537.61 $986.65 $1212.94 60 $565.97  $553.43 $1015.66 $1248.61 60 $517.90 $506.42  $929.40 $1142.56
61 $579.22  $556.31 $1032.33 $1252.14 61 $596.25  $572.66 $1062.69 $1288.97 61 $545.62  $524.03  $972.44 $1179.50
62 $608.63  $574.98 $1078.01 $1291.37 62 $626.53  $591.90 $1109.71 $1329.34 62 $573.32  $541.63 $1015.46 $1216.45
63 $647.43  $597.28 $1135.97 $1337.61 63 $666.47 $614.85 $1169.38 $1376.96 63 $609.87  $562.64 $1070.07 $1260.01
64 $686.22  $619.61 $1193.92 $1383.84 64 $706.40 $637.83 $1229.04 $1424.54 64 $646.41  $583.66 $1124.66 $1303.55

Rates subject to Department of Insurance approval. Actual monthly premiums are based on the approved effective date of the policy. Rates and benefits are subject to
change based on any tate or federal mandate or other regulatory requirements that are imposed at any time after the policy is effective and which materially affect the

existing rates.
For help or questions call 1-866-508-0618
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OUTLINE OF COVERAGE

POS UPFRONT PLAN DEDUCTIBLE —
$2,000 INDIVIDUAL/S 4,000 FAMILY — A

Read Your Policy Carefully — This outline of coverage provides a very brief description of the important features
of your policy. This is not the insurance contract and only the actual policy provisions will control. The policy
itself sets forth in detail the rights and obligations of both you and your insurance company. Upon enrollment,
it is therefore important that you READ YOUR POLICY CAREFULLY!

Major Medical Expense Coverage — Policies of this category are designed to provide, to persons insured, coverage
for major hospital, medical, and surgical expenses incurred as a result of a covered accident or sickness. Coverage
is provided for daily hospital room and board, miscellaneous hospital services, surgical services, anesthesia services,
in-hospital medical services, and out-of-hospital care, subject to any deductibles, copayment provisions, or other
limitations, which may be set forth in the policy.

IN-NETWORK OUT-OF-NETWORK
MEMBER COST MEMBER COST

CONTRACT YEAR COST SHARE

Individual Plan Deductible $2,000 per Individual $4,000 per Individual
Family Plan Plan Deductible $4,000 per Family $8,000 per Family
Individual Coinsurance Not Applicable $6,000 per Individual

Maximum(does notinclude
Plan Deductible)

Family Coinsurance Maximum Not Applicable $12,000 per Family
Individual Out-of-Pocket $2,000 per Individual $10,000 per Individual
Maximum (In-network includes

Benefit Deductible only)

(Out-of-network includes Plan
Deductible and Coinsurance
Maximum)

Family Out-of-Pocket $4,000 per Family $20,000 per Family
Maximum (In-network includes

Benefit Deductible only)

(Out-of-network includes Plan

Deductible and Coinsurance

Maximum)

Out-of-Network Reimbursement Not Applicable Plan will reimburse the
coinsurance percentage of the
Maximum Allowable Amount

DAILY HOSPITAL ROOM AND BOARD

Hospitalization for Illness or  $500 Copayment per day up to 50% after Plan Deductible
Injury (includes semi-private  $2,000 per contract year after

room and board; excludes all  Plan Deductible

maternity-related services)

Skilled Nursing and No Member cost after 50% after Plan Deductible
Rehabilitation Facilities (up  Plan Deductible
to 100 days per contract year)

continued on nextpage
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OUTLINE OF COVERAGE

POS UPFRONT PLAN DEDUCTIBLE — $2,000 INDIVIDUAL/S4,000 FAMILY continued

MISCELLANEOUS HOSPITAL SERVICES

Emergency Room

Walk-In/Urgent Care Centers

IN-NETWORK
MEMBER COST

$150 Copayment per visit after
Plan Deductible

$75 Copayment per visit after Plan

Deductible

OUT-OF-NETWORK
MEMBER COST

Same as In-network

Same as In-network

SURGICAL SERVICES

Ambulatory Services (Outpatient)
(includes services performed in a
Hospital or ambulatory facility)

$500 Copayment per visit after
Plan Deductible

50% after Plan Deductible

ANESTHESIA SERVICES

Anesthesia and oxygen services

Included in Hospital Services

Included in Hospital Services

IN-HOSPITAL MEDICAL SERVICES

Inpatient medical services

Included in Hospital Services

Included in Hospital Services

OUT-OF-HOSPITAL CARE

Primary Care Provider Office Services
(includes services forillness, injury,
sickness, follow-up care and consultations)

Specialist Office Services
(includes services forillness, injury,
sickness, follow-up care and consultations)

Gynecological Preventive Exam Office
Services (one per contract year)

Maternity Care Office Services

$30 Copayment per visit after
Plan Deductible

$45 Copayment per visit after
Plan Deductible

$45 Copayment per visit
(Plan Deductible Waived)

Not a covered benefit

50% after Plan Deductible

50% after Plan Deductible

50% after Plan Deductible

Not a covered benefit

(POS-0A-30-45-UKAA-IND)

OTHER BENEFITS

Ambulance Services

Home Health Services (up to 100 visits
per contract year)

Laboratory Services (includes services
performed in a Hospital or laboratory
facility)

Non-Advanced Radiology Services
(includes services performed in a
Hospital or radiology facility)

Advanced Radiology (includes services
for MRI, PET and CAT Scan, and Nuclear
Cardiology performed in a Hospital or
radiology facility)

Chiropractic Services (up to 10 visits
per contract year)

Outpatient Rehabilitative Therapy
(up to 20 visits per contract year
combined for physical, speech, and
occupational therapy)

No Member cost

No Member cost
(Plan Deductible Waived)

No Member cost after
Plan Deductible

$10 Copayment per visit after
Plan Deductible

$75 Copayment per visit up to 5
Copayments per year after
Plan Deductible

$45 Copayment per visit after
Plan Deductible

$45 Copayment per visit after
Plan Deductible

Same as In-network
25% (Plan Deductible Waived)

50% after Plan Deductible

50% after Plan Deductible

50% after Plan Deductible

50% after Plan Deductible

50% after Plan Deductible

continued on next page
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OUTLINE OF COVERAGE

POS UPFRONT PLAN DEDUCTIBLE — $2,000 INDIVIDUAL/S4,000 FAMILY continued

IN-NETWORK OUT-OF-NETWORK

MEMBER COST MEMBER COST

Routine Vision Exam $45 Copayment per visit 50% after Plan Deductible
(one per contract year) (Plan Deductible waived)
Durable Medical Equipment and 20% after Plan Deductible 50% after Plan Deductible

Supplies (includes services for Durable
Medical Equipmentincluding Prosthetics,
Disposable Medical Supplies and Ostomy
Supplies and Equipment up to $2,500
per contract year)

Lifetime Maximum Unlimited $1,000,000 per Member

PRESCRIPTION DRUG OPTIONS

Prescription drug coverage is optional under the Point of Service plans. If selected, In-network benefits are provided
for covered prescription drugs purchased through participating retail pharmacies, or through our mail-order program.
There is a three-tier benefit design for covered prescription drugs: tier one drugs have the lowest copayment level; tier

two drugs have an intermediate copayment level; and tier three drugs have the highest copayment level.

In-Network Prescription Drug Options

OptionI Tier One Tier Two Tier Three Benefit Limit
30_].32.[}7 Sl.lpply th.rough . $10 Copayment 50% 50%
participating retail pharmacies
$1,000
90-Day supply through 0 o
participating Mail Order Vendor $20 Copayment S0% i
Option II Tier One Tier Two Tier Three Benefit Limit
30-Day supply through 0 o
participating retail pharmacies RIS o S0% -
$5,000
90-Day supply through $20 Copayment 50% 50%

participating Mail Order Vendor

The Benefit Limit is a combined in-network and out-of-network Benefit Limit up to which ConnectiCare will provide
coverage in a contract year. The member is responsible for prescription drug costs that exceed the Benefit Limit.
Benefit Limits are per member per contract year limits.

Out-of-network pharmacy costs is a 50% member cost share.
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OUTLINE OF COVERAGE

PLAN DEDUCTIBLE INFORMATION

The Plan Deductible does not apply to the following covered health services when they are rendered by a
Participating Provider. Please note that the limitation provisions detailed below only show you when those

services do not apply to the Plan Deductible for the identified in-network services.

* Bone Density screenings, age 50 or older, one every 23 months
* Colorectal cancer screenings, fecal occult blood test, sigmoidoscopy or colonoscopy
(including an associated biopsy performed during a colonoscopy), age 50 or older,
one per contract year
* Gynecological preventive exam, one per contract year
* Immunizations for:
Children - Chickenpox, Diphtheria, Hemophilus Influenza B, Hepatitis A,
Hepatitis B, Influenza, Measles, Meningitis, Mumps, Pertussis, Pneumococcus,
Polio, Rotavirus, Rubella, and Tetanus
Adults - Chickenpox, Diphtheria, Hemophilus Influenza B, Hepatitis A,
Hepatitis B, Herpes Zoster, Influenza, Measles, Meningitis, Mumps, Pertusis,

Pneumococcus, Polio, Rubella and Tetanus
* Mammography screenings for:

One routine screening between the ages of 35 and 40, then

One routine screening per contract year at age 40 or older
* Newborn well baby visits

* Outpatient laboratory services (one per contract year) associated with preventive exams

limited to:

—Blood count
— Cervical cancer screening - Pap tests
— Chlamydia and Gonorrhea screening
— Cholesterol screening
— Fasting plasma glucose
— Hematocrit or hemoglobin
— Human Papillomavirus
— Lead screening
— Tuberculin Test
— Urinalysis
— Venipuncture
* Preventive exams for adult (one per contract year) and pediatric exams as coded
by the most current edition American Medical Association’s Current Procedural
Terminology Coding Manual, including an electrocardiogram
* Prostate cancer screening and associated laboratory tests, age 50 and older,

one per contract year

* Routine vision exam, one per contract year

For help or questions call 1-866-508-0618
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