

































































































































































Consultations in 3.5 Must be requested by doctor 100% coverage After deductible
the Hospital in charge of your care. 80% coverage
Contraceptive 3.6 Coverage varies based on
Drugs and Devices type of coniraceptive service.
See Section 3.6.
Prescription drug coverage
benefit level is based on type
of service and site of service.
See Section 3.29 -
Prescription Drugs for details.
Diabetic 3.7
Equipment/
Supplies
s Diabetic 3.7 See Section 3.7 for 80% coverage After deductible
equipment/ limitations. 80% coverage™*
supplies
provided by a
licensed
medical supply
provider (other
than a
phamnacy).
o Diabetic 3.7 See the Summary of
equipment/ Pharmacy Benefits for benefit
supplies limits and level of coverage.
purchased at a
retail pharmacy.
Diagnostic 3.8 Preauthorizaftion is
imaging*, Lab, and recommended for certain
Machine Tests diagnostic imaging services.
See Section 3.8 for details.
See Section 3.8 for benefit
limitations.
s [npatient 3.8 100% coverage After deductible
80% coverage
» Outpatient 3.8 100% coverage After deductible
Hospital Facility 80% coverage
¢ Qutpatient Non- 3.8 See Section 3.8 for 100% coverage Atter deductible
Hospital facility limitations. 80% coverage
Doctor’s Hospital 3.9 100% coverage After deductible
Visits 80% coverage
Early Intervention 3.10 Up to the maximum benefit of 100% coverage 100% coverage

Services (EIS)

$5000 per child, from birth to
36 months, per calendar year.
The provider must be certified
as an EIS provider by the
Rhode Island Department of
Human Services.

Deductible does not
apply.
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Emergency Room

311 See Section 8.0 — definition of 100% coverage 100% coverage

Services Emergency. lessg100 copayment. lessg100copayment.

ER copayment waived | ER copayment waived
if admitted as a if admiited as a
hospital inpatient hospital inpatient
within 24 hours. within 24 hours.

Deductible does not
apply.

Experimental/ 3.12 Coverage varies based on

Investigational type of service. See Section

Services 3.12.

Hemodialysis 3.13

Services

e [npatient 3.13 100% coverage After deductible

80% coverage

s Outpatient 3.13 100% coverage After deductible

80% coverage
¢ Inyour home 3.13 100% coverage After deductible
80% coverage

Hemophilia 3.14

Services

+ Outpatient 3.14 100% coverage After deductible

80% coverage
¢ Ina Doctor’s 3.14 100% coverage After deductible
Office less $10 copayment 80% coverage
per visit. less $10 copayment
per visit.

Home Health 3.15 Intermittent skilled services 100% coverage After deductible

Care* when billed by a home health 80% coverage
care agency.

Prescription drug coverage
benefit level is based on type
of service and site of service.
See Section 3.29 -
Prescription Drugs for details.

Hospice Care * 3.16 When provided by an 100% coverage After deducfible
approved hospice care 80% coverage
program.

Prescription drug coverage
benefit level is based on type
of service and site of service.
See Section 3.29 -
Prescription Drugs for details.
Hospital Services * 317 Unlimited days at a general 100% coverage After deductible

hospital or a specialfy
hospital, maximum of 45 days
per calendar year for physical
rehabilitation.

80% coverage
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"‘House Calls

3.18 100% coverage After deductible
less $10 copayment 80% coverage
per visit. less $10 copayment
per visit.

Human Leukocyte 3.18 See Section 3.19 for 100% coverage After deductible

Antigen Testing limitations. 80% coverage

Infertility Services 3.20 Prescription drug coverage 80% coverage After deductible

benefit level is based on type 80% coverage**
of service and site of service.
See Section 3.29 -
Prescription Drugs for details.
Infusion Therapy 3.21
s Inpatient 3.21 100% coverage After deductible
80% coverage
e Outpatient 3.21 Prescription drug coverage 100% coverage After deductible
benefit level is based on type 80% coverage
of service and site of service.
See Section 3.29 -
Prescription Drugs for details.

* In the Doclor's 3.21 Prescription drug coverage 100% coverage After deductible
office, or In your benefit level is based on type 80% coverage
home of service and site of service.

See Section 3.29 -
Prescription Drugs for details.

Lyme Disease 3.22 Coverage varies based on

Diagnosis and type of service. See Section

Treatment 3.22

Medical 3.23 Preauthorization is

Equipment®, recommended for certain

Medical Supplies, services. See Section 3.23 for

and Prosthetic details.

Devices

e Inpatient 3.23 100% coverage After deductible

80% coverage
s  Outpatient 3.23 80% coverage After deductible
80% coverage**

¢ Hearing Aid 3.23 For an eligible person under 80% coverage 80% coverage**
Services the age of 19; coverage is Deductible does not

limited to the maximum apply.
benefit of $1500 per ear, per
3-year period per member.
For an eligible person age 19 80% coverage 80% coverage**
and over; coverage is limited Deductible does not
to the maximum benefit of apply.
$700 per ear, per 3-year
period per member.

o Hair Prosthesis 3.23 Benefit is limited to the 80% coverage 80% coverage**

(Wigs)

maximum benefit of $350 per
member per calendar year
when worn for hair loss
suffered as aresult of cancer
treatment.

Deductible does not
apply.
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Office Visits 3.24 Prescription drug coverage
benefit level is based on type
of service and site of service.
See Section 3.29 -
Prescription Drugs for details.

o Allergist and 3.24 100% coverage After deductible
Dermatologist less $15 copayment 80% coverage

per visit. less $15 copayment
per visit.

s Asthma 3.24 100% coverage Atter deductible
Education less $10 copayment 80% coverage

per visit. less $10 copayment
per visit.

¢ Diabetes 3.24 Individual and group sessions 100% coverage After deductible
Education are covered based on less $10 copayment 80% coverage

medical necessity. per visit. less $10 copayment
per visit.

e Hospital Based 3.24 100% coverage After deductible
Clinic Visits less $10 copayment 80% coverage

per visit. less $10 copayment
per visit.

« Nutritional 3.24 Up to 6 visits per calendar 100% coverage After deductible
Counseling year when prescribed by less $10 copayment 80% coverage

physician for treatment of per visit. less $10 copayment
iliness. per visit.

o Office Visits 3.24 100% coverage After deductible
(other than less $10 copayment 80% coverage
Pediatric Office per visit. less $10 copayment
Visits) per visit.

¢ Pediatric Office 3.24 Weli-Child Office Visits: 100% coverage After deductible
Visits Birth — 15 months: 8 visits less $10 copayment 80% coverage

16 — 35 months: 3 visits per visit. less $10 copayment
36 months — 19 years: 1 per per visit.
calendar year.
Sick Visit 100% coverage After deductible
less $10 copayment 80% coverage
per visit. less $10 copayment
per visit.
s Specialist Visits 3.24 Routine and non-routine 100% coverage After deductible
visits. less $10 copayment 80% coverage
per visit. less $10 copayment
per visit.

* Urgent Care 3.24 | See Section 8.0 — definition of 100% coverage After deductible
Center \isits urgent care center. less $10 copayment 80% coverage

per visit. less $10 copayment
per visit.

Organ 3.25 See Section 3.25 for detailed 100% coverage After deductible

Transplants *

information.

80% coverage
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V Physical/
Occupational
Therapy

3.26

o Inpatient

3.26

100% coverage

After deductible
80% coverage

s Outpatient
hospital when
therapy is
rendered within
30-days
following a
hospital stay;
home care
program or
ambulatory
surgical
procedure.

3.26

100% coverage

After deductible
80% coverage

s  Quipatient
hospital when
therapy does
not meet the
criteria noted
above.

3.26

80% coverage

After deductible
80% coverage**

« In a doctor’s/
therapist’s office

3.26

80% coverage

After deductible
80% coverage**

Podiatrist Services

3.27

See Section 3.27 for routine
foot care exclusions.

100% coverage
less $10 copayment
per visit.

After deductible
80% coverage
less $10 copayment
per visit.

Pregnancy
Services and
Nursery Care

3.28

Includes pre-natal, delivery,
and postpartum services.

100% coverage

After deductible
80% coverage

Prescription drugs
dispensed and
administered by a
licensed health
care provider
(other than a
pharmacist)

3.29

See Section 3.29 -
Prescription Drugs for details.

¢ Medications
other than
injected drugs,
infused drugs,
or Anti-
neoplastic
(chemotherapy)
drugs used for
Cancer
Treatment.

3.29

Medications are included in
the allowance for the medical
service being rendered.
includes chemotherapy drugs
used for other than cancer
treatment.

¢ Injectable drugs

3.29

Includes chemotherapy drugs
used for other than cancer
treatment.

80% coverage

After deductible
80% coverage**
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FERT 3

100% coverage

Nursing *

« Infused drugs 3.29 Includes chemotherapy drugs After deductible
used for other than cancer 80% coverage
treatment.

e Anti-neoplastic 3.29 Limited to injectable and 100% coverage After deductible
(chemotherapy) infused anti-neoplastic drugs 80% coverage
drugs used for used for cancer treatment,

Cancer
Treatment

Prescription Drugs 3.29 See Summary of Pharmacy

Purchased at a Benefits for benefit limits and

Retail or Mail level of coverage.

Order Pharmacy

Preventive Care 3.30

Services and Early

Detection Services

s Cancer 3.30 The level of coverage for
Screenings preventive care and early

detection services is based
on the type of service, with
the exception of the cancer
screenings mentioned below.
See Section 3.30 for details.
¢ Outpatient 3.30 This level of coverage applies 100% coverage After deductible
Hospital Facility to the following cancer 80% coverage
screenings: mammograms,
pap smear, and PSA test.
For information on other
prevention services see
Section 3.30, ‘
¢ Quipatient Non- 3.30 This level of coverage applies 100% coverage After deductible
Hospital facility to the following cancer 80% coverage
screenings: mammograms,
pap smear, and PSA test.
For information on other
prevention services see
Section 3.30.

e Adult 3.30 100% coverage Atter deductible
Immunizations 80% coverage
« Pediatric 3.30 100% coverage After deductible
Immunizations 80% coverage
e Travel 3.30 As recommended by the 100% coverage After deductible
Immunizations Centers for Disease Control 80% coverage

and Prevention.

Private Duty 3.31 80% coverage After deductible

80% coverage**
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Radiation Therapy 3.32
s Inpatient 3.32 100% coverage After deductible
80% coverage
s OQutpatient 3.32 100% coverage After deductible
80% coverage
Respiratory 3.33 See program requirements in 100% coverage After deductible
Therapy Section 3.33. 80% coverage
Skilled Care in a 3.34 100% coverage After deductible
Nursing Facility * 80% coverage_
Smoking 3.35
Cessation
Programs
s Counseling 3.35 Coverage is limited to 8 100% coverage After deductible
sessions per member per less $10 copayment 80% coverage
calendar year. per visit. less $10 copayment
per visit.
+ Nicotine 3.35 See the Summary of
replacement Pharmacy Benefits (below)
therapy for benefit limits and leve! of
coverage.
Speech Therapy 3.36
s Inpatient 3.36 100% coverage After deductible
80% coverage
o Outpatient 3.36 80% coverage After deductible
80% coverage™*
o In a doctor’s/ 3.36 80% coverage After deductible
therapist’s 80% coverage™**
office*
Surgery Services 3.37
o Inpatient 3.37 100% coverage After deductible
80% coverage
o Qutpatient 3.37 100% coverage After deductible
80% coverage
Vision Care 3.38 One routine eye exam per 100% coverage After deductible
Services calendar year. less $10 copayment 80% coverage
per visit. less $10 copayment
_per visit.
Vision Hardware 3.38 | Prescription glasses (lenses 100% coverage upto | 100% coverage up to

and/or frames) or contact
lenses.

the maximum benefit
of $100 per calendar
year.

the maximum benefit

of $100 per calendar
year.

Deductible does not

apply.
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Pharmac

Drugs purchased
at a Retail
Pharmacy

Presc‘r'i'ption{ o

Copayment applies to each
34-day supply or portion
thereof of non-maintenance
drugs; and to each 34-day
supply or 100 units,
whichever is greater, for
maintenance drugs.

Generic drugs are mandated.

Nicotine replacement therapy
is limited to the day supply
listed above for up to fourteen
(14) consecutive weeks per
calendar year.

80% coverage

Your copayment is
based on the retail
cost of the drug.

50% 'coVerage

Our reimbursement is
based on the
pharmacy allowance.
You are responsible to
pay up to the retail
cost of the drug.

e Anti-neoplastic
(chemotherapy)
drugs used for
Cancer
Treatment
purchased at
any Pharmacy

3.29

Oral prescription drugs, other
than specialty prescription
drugs, are covered,

100% coverage

100% coverage
Our reimbursement is
based on the
pharmacy allowance.
You are responsible to
pay up to the retail
cost of the drug.

Diabetic
equipment/
supplies when
purchased at a
Retail Pharmacy

3.29

s Glucometers

3.29

80% coverage

Your copayment is
based on the retail
cost of the drug.

50% coverage

Our reimbursement is
based on the
pharmacy allowance.
You are responsible to
pay up to the retail
cost of the drug.

Test Strips

¢ Lancet and
Lancet Devices

« Miscellaneous
Supplies
(including
alcohol swabs
and calibration
fluid)

3.29

80% coverage

Your copayment is
based on the retail
cost of the drug.

50% coverage

Our reimbursement is
based on the
pharmacy allowance,
You are responsible to
pay up to the retail
cost of the drug.
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Infertility Drugs 3.29 80% coverage 80% coverage
when purchased
at a Refail Your copayment is Our reimbursement is
Pharmacy based on the retail based on the
cost of the drug. pharmacy allowance.
You are responsible to
pay up to the retail
cost of the drug.
Prescription drugs 3.29 See Summary of Medical
dispensed and Benefits for benefit limits and
administered by a level of coverage.
licensed health
care provider
(other than a
pharmacist)
Prescription 3.29 Maintenance and Non- 80% coverage Not Covered
Drugs purchased Maintenance Drugs.
at a Mail Order Copayment applies to each Your copayment is
Pharmacy 102-day supply or portion based on the retail
thereof of non-maintenance cost of the drug.
drugs; and to each 102-day
supply or 300 units,
whichever is greater, for
maintenance drugs.
Generic drugs are mandated.
Nicotine replacement therapy
is not covered when
purchased at a mail order
pharmacy.
Diabetic 3.29
equipment/
supplies when
purchased at a
Mail Order
Pharmacy
¢  Glucometers 3.29 80% coverage Not Covered
Your copayment is
based on the retail
cost of the drug.
e Test Strips 3.29 80% coverage Not Covered

« Lancet and
Lancet Devices

o Miscellaneous
Supplies
(including
alcohol swabs
and calibration
fluid)

Your copayment is
based on the retail
cost of the drug.
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BLUE CROSS & BLUE SHIELD OF RHODE ISLAND
GROUP PLAN AMENDMENT

To comply with the applicable laws and regulations of the State of Rhode island your Benefit Booklet has been
amended. The following provisions are hereby included in your Benefit Booklet.

1.

Ambulance Service-Effective Date: January 1, 2009

a) The Summary of Benefits is amended by replacing the section entitled “Ambulance” with the

following:

F‘Ambulancéh 31

$3,000 per occurrence.

$50 copayment per
ambulance service.

e Ground 3.1 100% coverage less 100% coverage
$50 copayment per less $50 copayment
ambulance service. per ambulance

service.
Deductible does not
apply.

¢ Airiwvater 3.1 Up to the maximum benefit of | 100% coverage less 100% coverage

less $50 copayment
per ambulance

service.
Deductible does not

_apply.

b) Effective January 1, 2009, Section 3.1 entitled “Ambulance Services” is replaced with the following:

3.1 Ambulance Services
Ground Ambulance

In accordance with Rhode Island General Law § 27-20-55, ground ambulance services are covered up to
the benefit limits and level of coverage listed in the Summary of Benefits.

Local professional or municipal ground ambulance services are covered when it is medically necessary to

use these services, rather than any other form of transportation, to the following destinations:

(@) to the closest available hospital for an inpatient admission;

(b) from a hospital to home or to a skilled nursing facilty or to a rehabilitation facility after being
discharged as an inpatient;

() to the closest available hospital emergency room immediately in an emergency, OR

(d) to and from a hospital for medically necessary services not available in the facility where you are
an inpatient.

Our allowance for the ground ambulance includes the services rendered by an emergency medical

technician or paramedic, drugs, supplies and cardiac monitoring.

Related Exclusion
This plan does NOT cover ground ambulance transportation to a physician's office.

Air/Water Ambulance

Medically necessary air and water ambulance services are covered up to the maximum benefit limit and
level of coverage listed in the Summary of Benefits. When you receive services from a network provider
you are responsible to pay the deductible, copayment, and the difference between our allowance and the
maximum benefit limit, if applicable. You are responsible to pay up to the total charge when a non-
network provider renders airwater ambulance services,

GRPAMEND 01-09 Page 1 of 3



Air ambulance service involves transportation by means of a helicopter or fixed wing aircraft. The aircraft
must be a certified ambulance and the crew, maintenance support crew and aircraft must meet the
certification requirements and hold a certificate for air ambulance operators under Part 135 of the Federal
Aviation Administration (FAA) regulations.

Water ambulance involves transportation by a boat. The boat must be specially designed and equipped
for transporting the sick or injured and it must also have such other safety and lifesaving equipment as is
required by state or local authorities.

Use of an air/fwater ambulance is medically necessary when the time needed to transport a patient by
land, or the instability of transportation by land, poses a threat to the patient's condition or survival or the
proper equipment required to treat the patient is not available on a land ambulance.

The patient must be transported for treatment to the nearest appropriate facility that is capable of
providing a level of care for the patient’s illness and that has available the type of physician or physician
specialist needed to treat the patient's condition.

This plan will only cover air and water ambulance services originating and terminating in the United
States and its territories. Our allowance for the air/water ambulance includes the services rendered by an
emergency medical technician or paramedic, drugs, supplies and cardiac monitoring.

Related Exclusions

This plan does NOT provide coverage for air/iwater ambulance transportation uniess the destination is an
acute care hospital. Examples of non-covered air/water ambulance include transportation to a
physician’s office, nursing facility, or a patient’s home.

This plan does NOT provide coverage for transport from cruise ships when not in United States waters.

2. Enteral Nutrition Products-Effective Date: January 1, 2009

a) The Summary of Benefits section entitled “Medical Equipment, Medical Supplies, and Prosthetic
Devices” is amended by adding the following to the end of the section:

food taken orally*

maximum benefit of $2500
per member per calendar
year.

See Section 3.23 for details.

» Enteral formula 3.23 Must be sole source of 80% coverage
delivered through nutrition. 80% coverage**
a feeding tube

¢ Enteral formula or | 3.23 Benefit is limited to a 80% coverage 80% coverage**

Deductible does not
apply.

b) Effective January 1, 2009, Section 3.0 of the Benefit Booklet is amended by adding the following to
the end of the sub-section entitled “Medical Equipment, Medical Supplies, and Prosthetic Devices”:

GRPAMEND 01-08
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Enteral formulas or food (enteral nutrition)

Enteral formula or food is nutrition that is absorbed through the intestinal tract, whether delivered through
a tube for feeding or taken orally. The level of coverage differs depending on whether the enteral formula
or food is the sole source of nutrition delivered through a feeding tube or taken orally.

This plan provides coverage for enteral formula and supplies to administer enteral formula when it is
delivered through a feeding tube and is the sole source of nutrition. See the Summary of Medical Benefits
for level of coverage.

In accordance with Rhode Island General Law §27-20-56, this plan covers medically necessary enteral
formula taken odrally for the treatment of malabsorption caused by Crohn's disease, ulcerative colitis,
gastroesophageal reflux, chronic intestinal pseudo obstruction, and inherited diseases of amino acids and
organic acids. Enteral formula is covered when a docfor has issued a written order and must be for home
use. Also, food products modified to be low protein are covered for the treatment of inherited diseases of
amino acids and organic acids. Preauthorization is recommended.

This plan will provide coverage for enteral formula up to the maximum benefit. You are responsible for
paying the full amount due to the provider. If the fuli amount due to the provider is more than the
maximum benefif, you are responsible for paying any difference. See Section 7.1 - How to File a Claim.
This plan will reimburse the lesser of the provider’s charges or the maximum benefit amount indicated in
the Summary of Medical Benefits. The benefit limit and level of coverage will apply as shown in the
Summary of Medical Benefits.

Related Exclusions

This plan does not provide coverage for enteral formula taken orally without a written order from the
doctfor and uniess for the treatment of the conditions listed above. This plan does not cover enteral
formula taken orally unless for home use. Modified low protein food products are not covered unless for
the treatment of the conditions listed above.

c) Effective January 1, 2009, sub-section entitled “Infant Formula” in Section 5.0 of the Benefit
Booklet is replaced with the following:

Infant Formula
This plan does NOT cover infant formula whether or not prescribed unless required by Rhode Island
General Law §27-20-58, entitled “Enteral Nutrition Products” or delivered through a feeding tube as the
sole source of nutrition.

d) Effective January 1, 2009, a new sub-section entitled “Food and Food Products” is added to the
end of Section 5.0 :

Food and Food Products

This plan does NOT cover food or food products, whether or not prescribed, unless required by Rhode
Island General Law §27-20-56, entitled “Enteral Nutrition Products™ or delivered through a feeding tube as
the sole source of nutrition.

o

James E. Purcell
President and Chief Executive Officer

AMENDO14
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EXHIBIT B

C MHaalthiM- /- T S . R ‘ Blue Cross
LRI OATRE NI R o ' © - R Blue Shield
o COAST TO COASTo ‘ ‘ . » ‘ I3 e of Rhode Isfand

100/80 25 Coinsurance Pla

Understandmg Your Benefits

) _ What's Covered , - v . What You Pay
Preventive Care :

= Adult preventive care
= Child preventive care : $0 in network
* Immunizations i 20% per visit after deductible out of network

= Preventive and diagnostic lab,
X-ray, and imaging

............................................................................................................................

Primary Care Office Visits :

= Adult primary care $15 per vislt in network

= Adult gynecological exam : 20% per visit after deductible out of network
» Pediatric primary care :

............................................................................................................................

Specialist Office Visits :

= Specialty care : $26 per visit in network

= Chiropractic (mit 12 visits per year) : 20% per visit after deductible out of network
» Routine eye exam (fimit 1 visit per year) :

............................................................................................................................

Outpatient Services :
= Medical/surgical care £ 0% per visit after deductible in network

= High-end radiology services, major : - .
diagnostios, and nuclear medicine 20% per visit after deductible out of network

(e.g., MRI/CAT/PET)

Inpatient Services

= Acute care

= Maternity i 0% per visit after deductible in network

= Mental health : 20% per visit after deductible out of network

» Chemical dependency

= Rehabilitation (limit 45 days per year)

Emergency Services £ $100 per visit in network

» Hospital emergency care § $100 per visit out of network

: $50 per occurrence in network

Ambulance :
CRTITEET e : $50 per occurrence out of network
.- ... - .../
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WhatsCovered .~ . WhatYouPay
£ $50 per visit in network

Urgent Care Center :
....... B e sS0Opervtoutof otk
£ 20% per occurrence after deductible in network
Durable Medical Equipment i 20% per occurrence after deductible
........................................................... FOULOTNEMNOK e
Physical/Occupational Therapy : ’
(imit 30 visits per year) : 20% per visit after deductible in network
= Physical therapy : 20% per visit after deductible
= Occupational therapy ¢ out of network
..... Bl U SO
Prescription Drugs $7-Tier 1, $25-Tier 2; $40-Tier 3; $65-Tier 4
Beyond Benefits

When you sign in to your member page on BCBSRI.com, you have
useful plan and wellness information at your fingertips.

Manage your plan:

« Get a list of your benefits and recent claims.
- See how much you've paid toward your deductible.

Get healthy:

- Read about thousands of health topics in the Health Center.

- Learn how you can get the guaranteed lowest rate on gym
memberships, as well as free one-week trial memberships.

- Access our Blue365™ wellness information and discount program.

Wiz

I ! Blue Cross
A Blue Shield
- ® ge of Rhode Island

www,bcbsri.com

This is a summary of your HealthMate Coast-to-Coast benefits. It Is not a contract. For detalls 500 Exchange Street - Providence, Rl 02903-2699
about your coverage, including any limitations or exclusions not noted here, please refer to your S e B Coose o e g assoction.
subscriber agreement or call our Customer Service Department. If you have questions about o wasn

receiving medical care, please call your doctor.
AL T NN TN



EXHIBIT C

Benefit Highlights

TOWN OF NARRAGANSETT

The Information listed here is not a guarantee of payment. Payment is based on the Delta Dental allowance for
each procedure., To be covered, services must be dentally necessary and in accordance with Delta Dental's
treatment guidelines. All services must be performed in a dental office. These benefits are listed according to the

level of coverage (i.e. 100%,80%) . Your group number is 1292-0001. ggmg_!gwg_w_m_ﬁﬂ_

imitations {i.e. 8,1 or 80 is calcula

The annual maximum Js:  $1,200.00 per member per calendar year
The annual deductible is:  $0.00
The maximum lifetime cap:  Unlimited

Pretreatment estimates are recommended for undorllnod procedures.

Plan pays 100%; Member Coinsurance 0%
= One oral exam per calendar year performed by a general dentist
» Two cleanings per calendar yesr
« Fluoride treatment for children under age 19 once per calendar year
¢ ‘One set of bitewing x-rays per calendar year
« One complete x-ray serias or panoramic film every 36 months
s Single x-rays as required
+ Sealants for children under age 14, once per unrestored penmanent molar every 24 months
« Palliative treatment (minor procedures necessary to relieve acute pain) twice per calandar year
» Amalgam (silver) filings. Composite (white) fillings on front teeth only. For composite fillings on back
teeth, the plan pays up to what would have been paid for an amalgam filling. Patient is responsibie for
the balance up to the dentist's charge.
s Space maintainers for lost declduous (baby) teeth, replacement limited to once evary 60 months.
» Exiractions and other routine orel surgery not covered by a patient's medical plan
» General anesthesla or intravenous (1.V.,) sedation for certain complex surgical procedures
* Root canal therapy
. Repairs to existing pertial or compiete dentures once per calendar year

-» Recementing crowns or bridges
= Rebasing or relining of pamal or complate dentures. once evary 60 months

Plan paya 50% MomberCoinsurance 50% '
. Panodontal nwntenance following active therapy two per yeer
s and ove place

a o related se a o)
Llfeﬁme maxlmum (oﬂhodonhec only) is $1, 200 oo

Dependent coverage - Dependent children are caovered up until the end of the year that they tum age 19.

50
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Unless specifically covered by your dantal pla

s Services that do not qualify for payment according
to our dental treatment guidelines. (These
guidelines assist Delta Dental ini making
determinations as to whether services are covered
and whether a particular service Is the least
castly, clinically acceptable method of prevention,
diagnosis or treatment. A service may not qualify
for coverage under these guidelines even though
it was performed or recommended by a dentist.)

Any services that are not specifically cavered
in your group’s Certificate of Coverage.

a Services received from a dental or medical
department maintained by or on behalf of an
employer, mutual benefit assoclation, labor
union, trustee or similar person or group.

a An illness or injury that Delta Dental determines
is employment related.

= Services you would not be required to pay for if
you did not have this Delta Dental coverage.

a Services provided by a dentist who is a member
of your immediate family.

# An illness, injury or dental condition for which
benefits are, or would have been available,
through a government program if you did not
have this Delta Dental coverage.

3 Services rendered by someone other than a
licensed dentist or a licensed hygienist operating
as authorized by applicable law.

2 Specialty exams.

1 Consultations.

All ¢laims must be filed within
one year of the date of service.

n, the following are not covered:

a Disorders related to the temporomandibular joint
(T™)) including night guards and surgery.

¥ Services to increase the height of teeth or
restore occlusion.

a Restorations required because of erosion,
abrasion or attrition.

& Services meant primarily to change or
improve your appearance.

& Occlusal guards.

2 Implants.

& Bone grafts.

= Splinting and other services to stabilize teeth.
® Prascription d-rugs, lab exams or reports.

# Guided tissue regeneration.

= Temporary bridges or crowns.

2 Services relate:i to congenital abnormalities.

® General anestheslafintravenous sedation for non-
surgical extractions, diagnostic, preventive or any
restorative services.

2 General anesthesiafintravenous sedation
administered by anyone other than a dentist.

Delta Dental also reserves the right to adopt and
to apply, from time to time, such administrative
policiés as it deems reasonable in approving the
eligibility of subscribers and the appropriateness
of treatment plans and related charges.



EXHIBIT D
AMENDMENT TO AGREEMENT BETWEEN THE '
TOWN OF NARRAGANSETT AND LOCAL 303
INTERNATIONAL BROTHERHOOD OF POLICE OFFICERS
WHEREAS, the Town of Narragansett (“Town”) and Local 303, International
Brotherhood of Police Officers (“Local 303”) entered into a Collective Bargaining Agreement
effective July 1, 2004, through June 30, 2007; and l

WHEREAS, subsequent to the execution of the Collective Bargaining Agreement, a new

position of Deputy Chief was created; and

WHEREAS, the parties have been in discussions relative to the status of the position of

Deputy Chief and have reached an agreement as to how to treat that position.

NOW, THEREFORE, in consideration of the premises and for other good and valuable ’

consideration, the receipt of which is hereby acknowledged, the parties agree as follows:

1. That the position of Deputy Chief in the Narragansett Police Department shall be
excluded from the bargaining unit represented by Local 303 and shall in all respects
be treated as a nonunion position.

2. That all future appointments to the position of Deputy Chief shall be made from
members of Local 303, and the Town shall not appoint any person to that posi.tion

. 'who is not a member of chal 303.

3. The filling of the Deputy Chief position shall be done by creating an ordinance for
promotion criteria, which shall be similar to the current Collective Bargaining
Agreement for both Lieutenants and Captains _of the Narragansett Police Department.
Current Lieutenants with 3 years or more time in grade and Captains of the
Narragansett Police Department will be eligible to apply for the position of Deputy
Chief. The criteria shall be as follows:

a. Written Bxam - 30%

51



b. Oral Board Bvaluation — 50%

c. Chief’s Points — 10%

d. Seniority — 10%: 1 point for each year of service in grade, up to a
maximum of 10 years or 10 points, Captain seniority will include years
in grade, plus years in grade at the rank of Lieutenant, up to 10 years
or 10 points.

e. Educational Incentive

1. One (1) point for an Associates Degree.
2. Two (2) points for a Bachelors Degree.
3. Three (3) points for a Masters Degree.

These points will be added to the candidate’s aggregate score.

4. The Deputy Chief shall not be used to fill Patrol Officer in Charge vacancies or

overtime, except in matters of mutually recognized emergency conditions.



Dated: 3 )Js]ec

Dated: 3/)¢]ce

Dated: 3 [Jofop

Dated: 3 (o6

Approved as to form:

Mark A. McSally, Town Solicitor
Dated: Q.-35-04

Town of Narragansett

Town Manager

By WMM/

“Anne-Marie Silveira,
Town Council President

IBPO, Local 303/ |
By: //% % // f_ﬂ L
_KyteRekas,

" Vice President

cott Vellone,
Treasurer

By:




MEMORANDUM OF AGREEMENT

This Memorandum of Agreement is entered into by and upon the Town of
Narragansett (the Town) and the International Brotherhood of Police Officers, Local 303

(the Union),

Whereas the Town and the Union wish to formulate a policy pertaining to
administrative assignments within the Narragansett Police Department, the Town and the
Union hereby agree to the formulation of an Administrative Assignment Committee
consisting of the following members:

1. Chief of Police or designee.
2. Members of Local 303 Executive Board.
3. Detective Commander or designee.
4. Prosecution Officer.
The Committee referred to above shall identify those positions within the

Department which will be considered administrative assignments, and shall also
determine the work schedule and hours of work.

Once the terms of the administrative assignments are determined, they shall
become part of and incorporated in the collective bargaining agreement.

Signed on this, the & dayof  Arbus™ , 2007.

International Brotherhood . Town of Narragansett
of Police Officers, Local 303

€ Rekas, President



