ConnectiCare Connecticare® 2010 sanuary 1, 2010 - March 31, 2010 (1Q 2010)
S.lo POS Upfront Deductible $1,500/$3,000- B

POS-OA-1500U-20-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 3 (Fairfield County) — e —
Fairfield County: Bethel, Bridgeport, Brookfield, Danbury, Darien, Easton, Fairfield, Greenwich, Monroe, New Canaan, New Fairfield, Newtown, Norwalk
Shelton, Sherman, Stamford, Stratford, Redding, Ridgefield, Trumbull, Weston, Westport, Wilton Area 2 Areal

s

N

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 $153.54  $214.24  $381.32 $641.17 0-20 $158.01 $220.48 $392.43  $659.85 0-20 $144.72  $201.94 $359.44  $604.38
21 $155.35  $216.01  $383.47  $646.28 21 $159.87  $222.30 $394.64  $665.10 21 $146.43  $203.61 $361.47  $609.19
22 $157.17  $217.77  $385.62  $651.42 22 $161.75 $224.11 $396.85 $670.39 22 $148.15  $205.27 $363.49 $614.04
23 $159.02  $219.54 $387.74  $656.55 23 $163.65 $225.93  $399.03 $675.67 23 $149.89 $206.94 $365.49 $618.87
24 $160.83  $221.33  $389.88  $661.66 24 $165.52  $227.78 $401.24  $680.93 24 $151.60 $208.63 $367.51 $623.68
25 $162.68  $223.09 $392.03  $666.80 25 $167.42  $229.59 $403.44  $686.22 25 $153.34  $210.29 $369.53  $628.53
26 $164.51 $224.87 $394.16 $671.93 26 $169.29  $231.41  $405.63 $691.49 26 $155.06 $211.96 $371.53 $633.36
27 $166.35  $226.63  $396.30 $677.07 27 $171.20  $233.22 $407.83 $696.78 27 $156.80 $213.62 $373.55 $638.21
28 $168.17  $228.40 $398.44  $682.18 28 $173.07  $235.04 $410.05 $702.04 28 $158.52  $215.29  $375.57  $643.02
29 $170.03  $230.16 $400.56  $687.31 29 $174.97 $236.86 $412.22  $707.32 29 $160.26  $216.95 $377.57 $647.86
30 $171.84  $231.95 $402.71 $692.44 30 $176.84  $238.71 $414.43 $712.60 30 $161.97 $218.64 $379.59  $652.69
31 $182.09 $238.36  $404.01  $709.93 31 $187.39  $245.30 $415.78  $730.61 31 $171.63 $224.68 $380.82  $669.19
32 $192.32  $244.79  $405.34  $727.45 32 $197.92  $251.93 $417.14  $748.63 32 $181.28  $230.75 $382.08 $685.70
33 $202.56  $251.22 $406.65 $744.95 33 $208.47  $258.52 $418.48 $766.64 33 $190.94  $236.79  $383.31  $702.19
34 $212.80 $257.65 $407.95 $762.46 34 $219.00 $265.15 $419.83 $784.67 34 $200.59 $242.86 $384.54 $718.71
35 $217.39  $260.15 $412.33  $767.79 35 $223.73  $267.73  $424.34  $790.15 35 $204.92  $245.22 $388.66 $723.73
36 $219.67  $261.39  $41451  $770.45 36 $226.07  $269.01 $426.59  $792.90 36 $207.06  $246.39  $390.73  $726.24
37 $221.98 $262.65 $416.70 $773.11 37 $228.45  $270.29 $428.83  $795.62 37 $209.24  $247.57 $392.78  $728.74
38 $224.27  $263.90 $418.89 $775.78 38 $230.80 $271.58  $431.09 $798.37 38 $211.40 $248.75 $394.85 $731.26
39 $231.17  $267.64  $425.47  $783.76 39 $237.90 $275.44  $437.85 $806.59 39 $217.90 $252.29 $401.05 $738.78
40 $240.32  $272.61 $434.21 $794.44 40 $247.32  $280.55 $446.86 $817.58 40 $226.52  $256.97 $409.29  $748.84
41 $249.51  $277.61 $442.99  $805.09 41 $256.77  $285.70  $455.89  $828.53 41 $235.19 $261.68 $417.57 $758.88
42 $258.69  $282.62 $451.74 $815.74 42 $266.22  $290.84  $464.90 $839.49 42 $243.84  $266.39 $425.81  $768.92
43 $266.84  $289.22  $462.69 $823.11 43 $274.61  $297.64 $476.16 $847.08 43 $251.52  $272.62 $436.13 $775.88
44 $274.98  $295.84  $473.64  $830.48 44 $282.98  $304.46  $487.43  $854.67 44 $259.20 $278.86  $446.45  $782.82
45 $283.13  $302.44  $484.61 $837.87 45 $291.38  $311.26  $498.72  $862.27 45 $266.88  $285.09 $456.79  $789.78
46 $291.28  $309.08 $495.55  $845.23 46 $299.77  $318.08 $509.98  $869.84 46 $274.56  $291.34  $467.11 $796.72
47 $299.42  $315.67 $506.50 $852.63 47 $308.14  $324.87 $521.25  $877.46 47 $282.24  $297.56  $477.44  $803.69
48 $316.46  $336.35 $548.19  $880.93 48 $325.68  $346.14 $564.16  $906.59 48 $298.30  $317.04 $516.73  $830.37
49 $333.47 $357.04 $589.89  $909.23 49 $343.18  $367.44  $607.07  $935.70 49 $314.33  $336.55 $556.04  $857.05
50 $350.49  $377.72 $631.56  $937.55 50 $360.70  $388.71  $649.95 $964.84 50 $330.38  $356.04 $595.32  $883.74
51 $367.50 $398.42 $673.25 $965.84 51 $378.21  $410.02  $692.87  $993.96 51 $346.41  $375.55 $634.62  $910.41
52 $384.53  $419.08 $714.95 $994.15 52 $395.73  $431.29 $735.78 $1023.09 52 $362.46  $395.03 $673.92  $937.09
53 $409.07 $441.11 $758.69 $1036.06 53 $420.98  $453.95 $780.78 $1066.23 53 $385.59 $415.80 $715.15 $976.60
54 $433.59  $463.16 $802.45 $1077.94 54 $446.21  $476.64  $825.82 $1109.33 54 $408.70  $436.57 $756.40 $1016.08
55 $458.15  $485.18  $846.18 $1119.87 55 $471.49  $499.31 $870.82 $1152.48 55 $431.86  $457.33  $797.62 $1055.59
56 $482.68 $507.21  $889.94 $1161.75 56 $496.73  $521.97 $915.86 $1195.58 56 $454.97  $478.10 $838.87 $1095.07
57 $507.21  $529.23  $933.68 $1203.66 57 $521.97 $544.64 $960.87 $1238.72 57 $478.10 $498.86  $880.09 $1134.59
58 $539.53  $549.77  $983.88 $1246.77 58 $555.25  $565.78 $1012.53 $1283.07 58 $508.57  $518.22  $927.41 $1175.22
59 $571.86  $570.31 $1034.08 $1289.85 59 $588.51  $586.91 $1064.18 $1327.41 59 $539.03  $537.58 $974.73 $1215.83
60 $604.21  $590.81 $1084.27 $1332.96 60 $621.81  $608.02 $1115.85 $1371.78 60 $569.54  $556.91 $1022.05 $1256.46
61 $636.53  $611.35 $1134.47 $1376.04 61 $655.06  $629.15 $1167.51 $1416.11 61 $600.00 $576.26 $1069.36 $1297.07
62 $668.87  $631.89 $1184.67 $1419.16 62 $688.34  $650.29 $1219.17 $1460.48 62 $630.47  $595.62 $1116.68 $1337.71
63 $711.51  $656.39 $1248.38 $1469.98 63 $732.23  $675.50 $1284.73 $1512.78 63 $670.68 $618.72 $1176.73 $1385.62
64 $754.13  $680.93 $1312.08 $1520.77 64 $776.09 $700.75 $1350.28 $1565.06 64 $710.85  $641.84 $1236.77 $1433.50

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 —
$1,500 INDIVIDUAL/S3,000 FAMILY — 20% — B

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 $1,500 per Individual $4,000 per Individual
Family Plan Plan Deductible ~ $3,000 per Family $8,000 per Family
Individual Coinsurance $2,000 per Individual $6,000 per Individual
Maximum(does notinclude

Plan Deductible)

Family Coinsurance Maximum  $4,000 per Family $12,000 per Family
Individual Out-of-Pocket $3,500 per Individual $10,000 per Individual
Maximum(includes Plan

Deductible and Coinsurance

Maximum)

Family Out-of-Pocket $7,000 per Family $20,000 per Family
Maximum (includes Plan

Deductible and Coinsurance

Maximum)

Out-of-Network Reimbursement None Plan will reimburse the

coinsurance percentage of the
Maximum Allowable Amount

DAILY HOSPITAL ROOM AND BOARD

Hospitalization for Illness or
Injury (includes semi-private
room and board; excludes all
maternity-related services)

Skilled Nursing and
Rehabilitation Facilities (up
to 100 days per contract year)

20% after Plan Deductible

20% after Plan Deductible

50% after Plan Deductible

50% after Plan Deductible

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

(POS-0A-1500U-20-IND)
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OUTLINE OF COVERAGE

POS UPFRONT PLAN DEDUCTIBLE — $1,500 INDIVIDUAL/S3,000 FAMILY continued

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

MISCELLANEOUS HOSPITAL SERVICES

Emergency Room 20% after Plan Deductible Same as In-network

Walk-In/Urgent Care Centers 20% after Plan Deductible Same as In-network
SURGICAL SERVICES

Ambulatory Services (Outpatient) 20% after Plan Deductible 50% after Plan Deductible

(includes services performed in a

Hospital or ambulatory facility)
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 ~ 20% after Plan Deductible 50% after Plan Deductible

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

Specialist Office Services 20% after Plan Deductible 50% after Plan Deductible
(includes services for illness, injury,
sickness, follow-up care and consultations)

Gynecological Preventive Exam Office  20% after Plan Deductible 50% after Plan Deductible
Services (one per contract year)

Maternity Care Office Services Not a covered benefit Not a covered benefit
OTHER BENEFITS
Ambulance Services 20% after Plan Deductible Same as In-network
Home Health Services (up to 100 visits  20% after Plan Deductible 25% (Plan Deductible Waived)
per contract year) (Plan Deductible Waived)
Laboratory Services (includes services  20% after Plan Deductible 50% after Plan Deductible
performed in a Hospital or laboratory
facility)
Non-Advanced Radiology Services 20% after Plan Deductible 50% after Plan Deductible

(includes services performed in a
Hospital or radiology facility)

Advanced Radiology (includes services  20% after Plan Deductible 50% after Plan Deductible
for MRI, PET and CAT Scan, and Nuclear
Cardiology performed in a Hospital or

radiology facility)
Chiropractic Services (up to 10 visits 20% after Plan Deductible 50% after Plan Deductible
per contract year)
Outpatient Rehabilitative Therapy 20% after Plan Deductible 50% after Plan Deductible

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

continued on next page
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OUTLINE OF COVERAGE

POS UPFRONT PLAN DEDUCTIBLE — $1,500 INDIVIDUAL/S3,000 FAMILY continued

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

Routine Vision Exam 20% after Plan Deductible 50% after Plan Deductible
(one per contract year)
Durable Medical Equipment and 20% after Plan Deductible 50% after Plan Deductible

Supplies (includes services for Durable
Medical Equipment including 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_?%}’ Sl.lpply th.rough . $10 Copayment 50% 50%
participating retail pharmacies
$1,000
90-Day supply through 0 o
participating Mail Order Vendor 520 Copayment S0% e
Option II Tier One Tier Two Tier Three Benefit Limit
30-Day supply through 0 o
participating retail pharmacies DI Cojrgrman: S0% I
$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.

(POS-0A-1500U-20-IND) For help or questions call 1-866-508-0618
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