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Notice of Nondiscrimination

Horizon Blue Cross Blue Shield of New Jersey complies with applicable Federal civil rights laws and
does not discriminate against nor does it exclude people or treat them differently on the basis of race,
color, gender, national origin, age, disability, pregnancy, gender identity, sex, sexual orientation or health
status in the administration of the plan, including enrollment and benefit determinations.

Horizon BCBSNJ provides free aids and services to people with disabilities to communicate
effectively with us, such as qualified sign language interpreters and information written in other
languages.

Contacting Member Services
Please call Member Services at 1-800-355-BLUE (2583) (TTY/TDD 711) or the phone number on
the back of your member ID card, if you need the free aids and services noted above and for all
other Member Services issues, including:

● Claim, benefits or enrollment inquiries
● Lost/stolen ID cards
● Address changes
● Any other inquiry related to your benefits or health plan

Filing a Section 1557 Grievance
If you believe that Horizon BCBSNJ has failed to provide the free communication aids and services
or discriminated on the basis of race, color, gender, national origin, age or disability you can file a
discrimination complaint also known as a Section 1557 Grievance. Horizon BCBSNJ s Civil Rights
Coordinator can be reached by calling the Member Services number on the back of your member ID
card or by writing to the following address:

Horizon BCBSNJ  Civil Rights Coordinator
PO Box 820
Newark, NJ 07101

If you are not a Horizon BCBSNJ member, you may contact Horizon BCBSNJ s Civil Rights
Coordinator by calling 1-866-660-6528 (TTY/TDD 711) or by writing to Horizon BCBSNJ s Civil
Rights Coordinator at the above-referenced address.You can also file a civil rights complaint with the U.S.
Department of Health and Human Services, Office for Civil Rights, electronically through the Office for
Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail
or phone at:

Office for Civil Rights Headquarters
U.S. Department of Health and Human Services
200 Independence Avenue, SW
Room 509F, HHH Building
Washington, D.C. 20201
1-800-368-1019 or 1-800-537-7697 (TDD)

OCR Complaint forms are available at www.hhs.gov/ocr/office/file/index.html.
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COVERAGE PROVIDED BY
YOUR GROUP'S DENTAL POLICY WITH

HORIZON HEALTHCARE
DENTAL, INC.

In this Evidence of Coverage, You will find the important features of Your Group Dental coverage.

This Evidence of Coverage is only a general description of Your benefits. The Policy issued to Your
Group by Horizon Healthcare Dental, Inc. contains all the terms and provisions of the Contract between
the Group and Horizon Healthcare Dental, Inc. In the event of a conflict between the Policy and this
Evidence of Coverage, the Policy will prevail.

IMPORTANT NOTICE

In order to be eligible, the Covered Services provided must be Necessary and Appropriate Dental
Services and must be rendered by Your Total Care Dentist or authorized by Us to be provided by a
Specialty Care Dentist, except for Emergency Services. Non-Emergency Out-of-Network Services
are not Covered Services.

You may be responsible for Coinsurance for some Covered Services.
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GENERAL INFORMATION
A. SUBSCRIBERS

All Employees in any Eligibility Classification(s) below may be covered by the Policy. Each of them
and their Dependents are eligible for coverage under the Policy as stated in Section B if, on or after
the Effective Date, the Employee has completed the appropriate Waiting Period, if any, and has along
with any Dependents, satisfied the Underwriting Requirements, as Determined by Horizon Healthcare
Dental, Inc. (Horizon).

B. ELIGIBILITY CLASSIFICATION(s)

All Active Full Time, Hours/Wk, Salaried Employees who reside in the State of New Jersey and are not
covered under any other Alternate Dental Plan offered by the Group.

C. WAITING PERIOD

Coverage shall be effective for eligible Employees on the later of the Effective Date or Teachers hired
prior to 9/1 Effective 9/1. However, coverage for rehired Employees shall be effective from the later of
the Effective Date or Same As New.

D. THE HORIZON TOTAL CARE NETWORK

Horizon Healthcare Dental, Inc. administers a network of Total Care Dentists and provides access to
Specialty Care Dentists, collectively referred to as the Horizon Total Care Network ("Horizon Network"),
to provide Covered Services to Members. Coverage is subject to the exclusions, limitations, conditions
and other terms of Your Policy.

Services are provided through the Horizon Network. You and each of Your Dependents must choose
a Total Care Dentist from a list provided by Horizon, A choice of a Total Care Dentist may be changed
effective on the first day of the following month. To do so, the Member must give Horizon written notice
of such change at least 15 days in advance.

For certain dental care, the Total Care Dentist may recommend, subject to Horizon's approval, care by
a Specialty Care Dentist. Specialty Care Dentists have agreed, in return for compensation to be paid in
accordance with a fee schedule Allowance, to provide Members with Specialty Dental Services which
are authorized and approved by Horizon professional personnel.

E. HOW TO ENROLL

You may enroll for dental benefits by completing an enrollment form for Yourself and each of Your
Dependents and delivering it to the Group, who will then submit the enrollment form to Horizon. If You
enroll Your Dependents when You first become eligible, their coverage will become effective on the same
date as Yours. For coverage to be effective on the date You first become eligible (after the completion
of any applicable Waiting Period), Horizon must receive the enrollment form on or before the 31st day
after the date You first become eligible for coverage.

If Horizon does not receive Your enrollment form within the time frame described above, You and each
of Your Dependents are a Late Enrollee.

You may apply for enrollment at any time after the above period, subject to Our Underwriting
Requirements. In that case, coverage will become effective on the first (1st) day of the calendar month
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after Horizon receives the completed enrollment form. You may apply for enrollment during the next
Open Enrollment Month. Coverage will become effective on the first (1st) day of the calendar month
after the last day of the Open Enrollment Month.

If Horizon received a completed enrollment form from You on or after the Effective Date and You are not
Active at work, as Determined by Horizon, coverage for You and Your eligible Dependents will not be
effective until the first (1st) day of the calendar month after You return to Active work.

However, if You initially waived coverage under the Policy stating that such waiver was due to coverage
under another group plan, Horizon will not consider You and/or Your Dependent to be a Late Enrollee,
provided the coverage under the other plan ends immediately prior to Your seeking to enroll due to one
of the following events:

a. termination of employment;

b. divorce;

c. death of the Your Spouse; or

d. termination of the other plan's coverage.

Horizon must receive Your application within 60 days of termination of the coverage provided under the
other group's dental benefits plan.

Horizon will not consider Your Spouse or eligible Child Dependents for which You initially waived
coverage to be a Late Enrollee, if You are under legal obligation to provide coverage due to a court
order. If Your Spouse or eligible Child Dependents are is enrolled within 31 days of the issuance of the
court order, coverage will take effect as of the date pursuant to the court order.

If your spouse or Child Dependent is not enrolled within 31 days pursuant to a court order, then coverage
will take effect the first (1st) day of the calendar month following the enrollment of the Spouse or Child
Dependent.

LATE ENROLLEES.

If You are a Late Enrollee, You may apply for enrollment for Yourself and each of Your Dependents
only during re-enrollment months. Coverage will become effective on the first (1st) day of the calendar
month after Horizon receives and approves the completed enrollment form. The re-enrollment month
must occur at least 12 months after You were last eligible for coverage. Re-enrollment opportunities will
continue for You after each 12 month interval.

An eligible Dependent who is a Late Enrollee may have You apply for enrollment for the Dependent
only during the next re-enrollment months. Coverage will become effective on the first (1st) day of the
calendar month after Horizon receives and approves the completed enrollment form. The re-enrollment
month must occur at least 12 months after the Dependent was last eligible for coverage. Re-enrollment
opportunities will continue for the Dependent after each 12 month interval.

F. WHEN COVERAGE ENDS

Your coverage will end on the first of the following dates:



HDC-EOC-2006 Page 12

a. the end of the calendar month in which You cease to be an Active Full Time, Hours/Wk, Salaried
Employee for any reason. Such reasons include disability, death, Retirement, lay-off, leave of
absence (except for an authorized Family or Medical Leave of Absence) and the end of employment.

b. the end of the calendar month in which You stop being an eligible Employee under the Policy.

c. the date the Policy ends, or is discontinued for a class of Employees to which You belong.

d. the last day of the period for which required payments are made.

e. if any premium is not paid by the Employer by the end of its Grace period, the date that period ends.
If the Employer requests that the Policy be ended at the end of the period for which premiums have
been paid, or at anytime during the grace period, coverage will end on the date so requested.

Also, You may have the right to continue certain group coverage for a limited time after Your coverage
would otherwise end. The Continuation Rights section explains these situations.

When Dependent Coverage Ends

A Dependent's Coverage will end on the first of the following days:

a. the end of the calendar year in which the Dependent no longer meets the eligibility requirements or
the definition of Dependent under the Policy.

b. the date on which coverage for You ends.

c. the date on which the Policy ends.

d. the date Dependent coverage is terminated from the Policy for all Subscribers or for an Employee's
class.

e. the date You fail to pay any required part of the cost of Dependent coverage. It ends on the last
day of the month for which You made the required payments, unless coverage ends earlier for other
reasons.

f. the end of the calendar year in which a Child Dependent ,other than a full-time student attains the
maximum age for a Child Dependent.

g. the end of the calendar year in which a Child Dependent who is a full-time student attains the
maximum age for a full time student Child Dependent or, if earlier, ceases to be a full-time student.

h. if termination is for any other reason, coverage ends at the end of the calendar month in which the
Dependent is no longer eligible

We will terminate Your coverage immediately if You or any of Your Dependents have engaged in fraud
or intentionally made any false statement in Your enrollment form or in any claim for benefits under Your
coverage.

G. TYPES OF ENROLLMENT COVERAGE

You may enroll under one of the following types of coverage:
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● Employee Coverage. Coverage under the Policy for an Employee only.

● Employee +1 Coverage. Coverage under the Policy for an Employee and one Dependent.

● Employee + 2 or more Coverage. Coverage under the Policy for an Employee and two or more
Dependents.

H. CHANGE IN TYPE OF COVERAGE

If You gain or lose a member of Your family or whenever someone covered under the Policy changes
eligibility status, You should check to see if Your type of coverage should be changed. This can happen
for many reasons, for example, through the birth or adoption of a Child or the divorce or death of a
Spouse.

If You want to change Your type of coverage, see Your benefits representative. If You have Employee
coverage, You must submit an enrollment form to change to any other type of coverage. If You marry,
You should apply for a change in coverage within thirty-one (3l) days of such event. Coverage will begin
on the first (1st) day of the calendar month following the date of legal marriage. If Horizon does not
receive the enrollment form within the 31 days, your change in coverage begins on the first (1st) day of
the calendar month commencing after the date on which Horizon receives the enrollment form.

I. CONTINUATION RIGHTS

When You Leave the Group Due To Total Disability:

If You become ineligible for coverage under the Policy due to Total Disability, You can arrange to
continue the Policy's coverage if You:

● were continuously enrolled under the Policy for the three months immediately prior to the date Your
employment or eligibility ended;

● notify the Employer in writing that You want to continue coverage (within 31 days of the date the
coverage would otherwise end);

● make any required contribution toward the group rate for the continued coverage.

The continued coverage under the Policy for You and covered Dependents, if any, will end at the first
of these to occur:

● Failure to make timely payment of any contribution required by the Employer. If this happens,
coverage stops at the end of the period for which contributions were made.

● The date You become employed and eligible for benefits under another group health plan; or, in the
case of a Dependent, the date the Dependent becomes employed and eligible for such benefits.
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● The date the Policy ends for the class of which You were a member.

● In the case of a Dependent, the date that he/she ceases to be an eligible Dependent.

Coverage under the Policy is also available to You (and any eligible Dependents), subject to the above
requirements, if You are a Totally Disabled former Employee whose group health coverage (for You
and those Dependents) under the Employer's plan provided by another carrier was continued without
interruption pursuant to state law.

Continued Coverage Under The Federal Family And Medical Leave Act:

This Section may not apply to Your Policy. You must contact Your Group to find out if the Group must
allow for a Family or Medical Leave of Absence under Federal law in which case, this section applies
to You.

If You take a leave that qualifies under the Federal Family and Medical Leave Act (FMLA) (e. g., to
care for a sick family member, or after the birth or adoption of a Child Dependent), You may continue
coverage under the Policy. Coverage may also be continued for Your Dependents.

You will be subject to the same Policy rules as an Active Employee. But, your legal right to have your
Employer pay its share of the required premium, as it does for Active Employees, is subject to your
eventual return to Active work.

Coverage that continues under this law ends at the first to occur of the following:

● The date You again become Active.
● The end of a total leave period of twelve (12) weeks in any twelve (12) month period.
● The date coverage for You or a Dependent would have ended had he/she not been on leave.
● Your failure to make any required contribution.

Continued Coverage For Surviving Dependents

Covered Dependents of a deceased Employee may have coverage continued under this Program until
the first to occur of the following:

● The date which is one hundred eighty (180 days) after Your death.
● The date the Dependent fails to make any required contribution for the continued coverage.
● The date on which the Dependent is no longer an eligible Dependent.
● The date the Policy's coverage for Your class ends.

Continuation of Coverage under COBRA

Under a federal law called the Consolidated Omnibus Budget Reconciliation Act of 1985, as amended
(COBRA), You and Your enrolled Dependents, and any newborn or newly adopted child may have the
opportunity to continue group dental coverage that would otherwise end, if any of these events occur:

● Your death;
● Your work hours are reduced;
● Your employment ends for a reason other than gross misconduct.
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Each of Your enrolled Dependents has the right to continue coverage if it would otherwise end due to
any of these events:

● Your death;
● Your work hours are reduced;
● Your employment ends for reason other than gross misconduct;
● He/she became entitled to Medicare benefits;
● In the case of Your Spouse, the Spouse ceased to be eligible due to divorce or legal separation; or
● In the case of a Child Dependent, he/she ceased to be a Child Dependent under this Policy's rules.

You or Your Dependent must notify the benefits representative of a divorce or legal separation, or when
a child no longer qualifies as a Child Dependent. This notice must be given within sixty (60) days of
the date the event occurred. If notice is not given within this time, the Dependent will not be allowed
to continue coverage.

You will receive a written election notice of the right to continue the insurance. In general, this notice
must be returned within sixty (60) days of the later of: (a) the date the coverage would otherwise have
ended; or (b) the date of the notice. The person asking for coverage must pay the required amount
to maintain it. The first payment must be made by the forty-fifth (45th) day after the date the election
notice is completed.

If You and/or Your Dependents elect to continue coverage, it will be identical to the dental coverage for
other members of Your class. It will continue as follows:

● Up to eighteen (18) months in the event of the end of employment or a reduction in hours. Further,
if You or a covered Dependent are determined to be disabled, according to the Social Security
Act, at the time he/she became eligible for COBRA coverage, or during the first sixty (60) days of
the continued coverage, that person and any other person then entitled to the continued coverage
may elect to extend this eighteen (18)-month period for up to an extra eleven (11) months. To elect
this extra eleven (11) months, the person must give the Employer written proof of Social Security's
determination before the first to occur of: (a) the end of the eighteen (18)- month continuation period;
or (b) sixty (60) days after the date the person is determined to be disabled.

● Up to thirty-six (36) months for your Dependent(s) in the event of: Your death; divorce or legal
separation; entitlement to Medicare; or Your child ceasing to qualify as a Child Dependent.

Continuation coverage for a person will cease before the end of a maximum period just described if one
of these events occurs:

● This Program ends for the class You belong to.
● The person fails to make required payments for the coverage.
● The person becomes covered under any other group health plan. But, coverage will not end due to

this rule until the end of any period for which pre-existing conditions are excluded, or benefits for
them are limited, under the other plan.

● The person becomes entitled to Medicare benefits.

If: a person's COBRA coverage was extended past eighteen (18) months due to total disability; and there
is a final determination (under the Social Security Act) that the person, before the end of the additional
continuation period of eleven (11) months, is no longer disabled, the coverage will end on the first of the
month that starts more than thirty (30) days after that determination.
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The above is a general description of COBRA's requirements. If coverage for You or a Dependent ends
for any reason, he/she should immediately contact the benefits representative to find out if coverage
can be continued. The Employer is responsible for providing all notices required under COBRA.

Coordination Among Continuation Rights Provisions

If You elect to continue Your group health benefits under both this Program's COBRA provisions and
any other continuation provision of this Program, the continuations:

a. start at the same time;

b. run concurrently; and

c. end independently on their own terms.

While covered under more than one continuation provision, You:

a. will not be entitled to duplicate benefits; and

b. will not be subject to the Premium requirements of more than one provision at the same time.

Extension Of Coverage Due To Termination of the Group Policy

This applies if You or an eligible Dependent are Totally Disabled on the date coverage ends due to
termination of the Policy. In this event, benefits will continue to be available for that person for Covered
Services needed due to the illness or injury that caused the disability. Benefits will continue to be paid
during the uninterrupted period of the disability, but not for more than ninety (90) days from the date
the coverage ends.

J. EXTENSION OF COVERAGE

Coverage will be extended for services provided within thirty (30) days after a person's coverage ends,
but only for the following Covered Services:

1. an appliance, or alteration of one for which a final impression was made while the person was a
Member.

2. a crown, bridge, inlay or onlay for which the tooth was prepared while the person was a Member.
3. root canal therapy for which the pulp chamber was opened while the person was a Member.

During a period of coverage extension, Coverage for these Covered Services (and only for these
Covered services) will be provided as if the person was still a Member.

K. CONTINUED COVERAGE PURSUANT TO MICHELLE'S LAW

This provision applies to a Child Dependent who was a Covered Person under the Policy on the basis
of being a student at a postsecondary educational institution (e.g., a college, university or vocational
school) immediately before the first day of a Medically Necessary Leave of Absence.
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For the purpose of this provision, a Medically Necessary Leave of Absence is a leave of absence from
the postsecondary educational institution, or any other change in the Child Dependent's enrollment in
the institution, that:

(a) starts while the Child Dependent is suffering from a serious illness or injury;

(b) is medically necessary; and

(c) causes the Child Dependent to lose student status for the purposes of the coverage under the Policy.

Pursuant to the federal "Michelle's Law" and regardless of anything in the Policy to the contrary, if the
Child Dependent's physician certifies in writing to Horizon that: (i) the Child Dependent is suffering
from a serious illness or injury; and (ii) the leave of absence or other change in enrollment is medically
necessary, then the Child Dependent's coverage under the Policy shall not end until the first to occur
of the following:

(1) the date on which the Child Dependent's coverage under the Policy would otherwise end, e.g., due
to the termination of the Policy, or due to the Child Dependent's attainment of a maximum age limit;

(2) the Medically Necessary Leave of Absence ends without a return of the Child Dependent to a student
status that meets the Policy's rules;

(3) the date that is one year after the first day of the Medically Necessary Leave of Absence.



HDC-EOC-2006 Page 18

DEFINITIONS

This section defines certain important words used in this Evidence of Coverage. The meaning of each
defined word (when the first letter is capitalized) is governed by its definition in this section.

ACCIDENTAL INJURY / ACCIDENT. A sudden or unforeseen result of a non-chewing event,
occurrence, or trauma which causes injury to the mouth and is definite as to time and place.

ACTIVE. Performing, doing, participating, or similarly functioning in a manner usual for the Group task
for full pay, at the Group's place of business, or at any other place that the Group's business requires
You to go. If You are on an authorized Family or Medical Leave of Absence, You shall be considered
Active for the purpose of Determining eligibility for coverage.

ALLOWANCE. An amount which Horizon negotiates for a Covered Service.

ALTERNATE DENTAL PLAN. The dental plan the Group designates as an alternate to the coverage
under the Policy/A dental benefit plan option offered by the Group in lieu of the Policy.

BASIC DENTAL SERVICES. Services contained in the Schedule of Basic Dental Services, Section.

BENEFIT YEAR. The twelve (12)-month period starting on January 1 and ending on December 31 of
each year. A Member's first and last Benefit Year may be less than a full year. The first Benefit Year
begins on the Member's coverage effective date as shown on the identification card; the Member's
Benefit Year ends when he or she is no longer covered under the Policy. Covered Services must be
initiated and rendered during this period in order to be eligible for Payment.

CHILD

1. A Child described below who has not yet attained termination age as determined by the Group
Contract, is unmarried, is wholly dependent upon You for support and maintenance, does not have
and is not eligible for dental coverage through his or her place of employment, is classified as a
dependent under federal tax law and claimed as a dependent on Your federal income tax form return,
and is:

a. a natural born Child or stepchild or foster child of You or Your Spouse who resides in New Jersey
regardless of with whom the child resides. However, a natural born Child of You or Your Spouse
who is born out of wedlock must reside with You. We may waive this residency requirement if a
court decree specifies that You are responsible for the Child's dental care expenses. However,
the Child must reside in New Jersey;

b. a legally adopted Child of You or Your Spouse who resides in New Jersey regardless of with
whom the child resides provided proof of adoption, as Determined by Horizon, is submitted to
Horizon when requested;

c. a legal ward or foster child of You or Your Spouse who resides with You in a regular parent-child
relationship provided proof of guardianship, as Determined by Horizon, is submitted to Horizon
when requested.

2. A Child otherwise defined above but who has attained the termination age as determined by the
Policy and who We determine is incapable of self-sustaining employment by reason of mental
or physical handicap or developmental disability and who meets these requirements shall be
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considered a Child if he/she: depends on You or Your Spouse for support and maintenance; became
so incapable prior to attaining the termination age as determined by the Policy; initially enrolled under
the Policy or any other policy before reaching the age limit; and stayed continuously covered after
reaching the termination age.

Note: Proof of the handicap or disability as Determined by Us must be submitted to Us within thirty-
one (31) days of the last day of the calendar month in which the Child attained the termination age
determined by the Group. Thereafter, proof need only be provided once every two (2) years.

3. A Child otherwise defined above but who has attained the termination age as determined by the
Policy and who We determine is a full-time student at an accredited institution of higher learning
shall be considered a Child under the Policy until he or she attains a termination age as determined
by the Policy.

4. A Child born to Your Child Dependent is not considered a Child under the Policy.

Proof of support, adoption, handicap, residency, student status, and all other matters pertaining to
eligibility as a Child Dependent, as determined by Us, must be submitted to Us when requested.

COINSURANCE. A percentage which You must pay either at the time certain Covered Services are
rendered or for a certain period of time, as indicated.

COPAYMENT. A specified dollar amount which You must pay either at the time certain Covered Services
are rendered or for a certain period of time, as indicated. Your Copayment amounts are indicated in
the attached schedule.

COVERED SERVICES. The types of services and supplies described in the Schedule of Covered
Services. They must be: (a) Necessary and Appropriate Dental Services; and (b) recommended,
arranged or rendered by a Total Care Dentist, or by a Specialty Care Dentist, if authorized by Us, or by
a Dentist authorized by Us. Horizon will provide Payment according to all Policy terms.

DENTIST. An individual licensed by the respective State Board to practice dentistry and acting within
the scope of his or her dental licensure.

DEPENDENT. A Spouse or Child whom the Subscriber enrolls for coverage. A Dependent is not a
person who is: (a) on active duty in any armed forces of any country; or (b) covered under the Policy as
a Subscriber. No one may be a Dependent who is eligible under the Policy as an Employee.

DETERMINATION BY HORIZON/DETERMINE/DETERMINED. Horizon's sole right to make a decision.
This decision will be applied in a reasonable and non-discriminatory manner.

EMERGENCY SERVICES. Services furnished by a Dentist. The services must be needed to relieve
pain or to prevent worsening of a dental condition that would be caused by further delay.

EMPLOYEE.

An individual who:

1. performs services for the Group which are necessary to its business;
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2. receives economic compensation from the Group on a periodic basis, which compensation is:

a. reasonably related to the fair market value of such services; and

b. included within the person's income for purposes of federal and state income taxes; and

3. performs services under the direction and control of the Group.

a. Individuals who work on a temporary or substitute or seasonal basis are not considered to be
Employees for the purpose of this Policy.

b. This definition does not include any person who:

1. is an independent contractor or is employed by an independent contractor hired by the Group;

2. receives compensation from the Group but does not perform services which are necessary
for the Group's business;

3. is associated with the Group primarily as a student, (other than a student nurse attending a
hospital based school of nursing) even if such person performs services for the Group and
receives compensation from the Group;

4. performs services for the Group primarily as a volunteer;

5. is otherwise specifically designated by the Group.

EMPLOYER. Delran Township BOE.

EXPERIMENTAL OR INVESTIGATIONAL. Dental services or supplies which We Determine are:

1. not of proven benefit for the particular diagnosis or treatment of the patient's particular dental
condition; or

2. not generally recognized by the dental community as effective or appropriate for the particular
diagnosis or treatment of the patient's dental condition.

3. Notwithstanding the above, We may impose additional criteria to determine whether an Experimental
or Investigational service has been provided.

The Policy will not cover any technology if such technology is obsolete or ineffective and is not used
generally by the dental community for the particular diagnosis or treatment of a patient's particular dental
condition.

FAMILY OR MEDICAL LEAVE OF ABSENCE. A period of time of predetermined length, approved by
the Employer, during which you do not work, but after which you are expected to return to Active service.
If you have been granted an approved Leave of Absence in accordance with the Family and Medical
Leave Act of 1993, you shall be deemed to be Active for purposes of eligibility for services under this
Policy.

FULL-TIME. Regularly employed by the Group and scheduled to work an average of 20 or more hours
per week.
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GROUP. The Employer to whom Horizon has issued the Policy and who is responsible for paying the
premiums due.

HORIZON NETWORK. All Total Care Dentists and Specialty Care Dentists who have agreed to
provide or coordinate Covered Services to Members.

INDIVIDUAL. A person who may be or is eligible for coverage under the Policy.

IN-NETWORK DENTIST. A Dentist who has an agreement with Us to furnish Covered Services to
Members.

IN-NETWORK SERVICES. Dental services provided or coordinated by an In-Network Dentist.

LATE ENROLLEE. A person who requests enrollment under this Policy more than thirty-one (31) days
after first becoming eligible. However, a person will not be considered a Late Enrollee under certain
circumstances. See the "How to Enroll" Section of this Policy.

MEMBER. Any enrolled Employee and his or her enrolled Dependent(s).

NECESSARY AND APPROPRIATE DENTAL SERVICES. Services or supplies provided by a Dentist
that are Determined by our professional staff to be:

1. appropriate for the symptoms and diagnosis or treatment of a dental condition, illness, disease, or
injury;

2. provided for the diagnosis or the direct care and treatment of a dental condition, illness, disease
or injury;

3. in accordance with the accepted dental practices in the community at the time; and

4. the least expensive appropriate supply or level of service, as Determined by Horizon, that can be
provided under the circumstances.

Notwithstanding the above, We may impose additional criteria to determine whether a Necessary and
Appropriate Dental Service has been provided.

We will determine whether a particular dental service is a Necessary and Appropriate Dental Service
only for the purpose of determining whether such services are Covered Services and not for the purpose
of practicing dentistry or determining a course of treatment, which course is to be determined solely by
the Total Care or Specialty Care Dentist.

OPEN ENROLLMENT. Enrollment during a period of at least thirty-one (31) days each year, set by the
Group, when You may:

a. while eligible, obtain coverage under the Policy to the same extent as when first eligible after the
satisfaction of any required Waiting Periods or

b. elect to change coverage under this Policy to coverage under an Alternate Dental Plan, to change
from coverage under an Alternate Dental Plan to coverage under the Policy.
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OUT-OF-NETWORK DENTIST. A Dentist who does not have an agreement with Us to furnish or
coordinate Covered Services to Members.

OUT OF NETWORK SERVICES. Dental services provided by an Out-of-Network Dentist.

PAYMENT. The amount a Total Care or Specialty Care Dentist, or any other Dentist, will be paid for
Covered Services.

POLICY (OR PROGRAM). The Group application, the applicationenrollment forms, the insurance policy
and all amendments to it.

PREMIUM. The amount the Group must pay to Horizon.

PREMIUM DUE DATE. The date on which the Premium for the Policy must be paid by the Group

TOTAL CARE DENTIST. A Dentist who has agreed with Us to provide Covered Services to Members,
or a substitute Dentist arranged for, or recommended, by a Total Care Dentist and approved by Horizon.

SPECIALTY CARE DENTIST. A Dentist who holds a specialty license in one or more approved dental
specialties and has agreed with Us to provide covered specialty dental services to Members.

SPOUSE. The person to whom You are legally married. Proof of legal marriage must be submitted to
Horizon when requested.

SUBSCRIBER. An Employee who is enrolled in the Policy.

TOTALLY DISABLED ( OR TOTAL DISABILITY), Except as otherwise specified in the Policy, a
condition wherein You, due to illness or injury, cannot perform any duty of any occupation for which
you are, or may be, suited by education, training and experience, and are not, in fact, engaged in any
occupation for wage or profit. A Dependent is Totally Disabled if he/she cannot engage in the normal
activities of a person in good health and or like age and sex. The person who is Totally Disabled must
be under the regular care of a health care practitioner.

UNDERWRITING REQUIREMENTS. The requirements Horizon determines to be appropriate for
making, maintaining and administering this policy and coverage for Members.

WAITING PERIOD. A period during which an Employee is not Eligible for coverage.

WE, US, OUR. Horizon Healthcare Dental, Inc.

YOU, YOUR, YOURS. An Employee who is eligible for enrollment through the Group.
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COVERED SERVICES

A. PAYMENT FOR COVERED SERVICES

Non-Emergency Services. Payment for Covered Services are made directly to the Total Care Dentist
and the Specialty Care Dentist as mutually agreed. Payment by Us does not include any Copayment or
Coinsurance, as applicable. Any Copayments or Coinsurance are shown in the attached schedule.

Emergency Services. Coverage for Emergency Services is provided at the lesser of 50% of the
Dentist's charge or 50% of Our Allowance, up to a maximum of $100.00 per emergency if Emergency
Services are rendered by other than a person's Total Care Dentist. Benefits for Emergency Services
may be paid either directly to the Dentist, or to You, as determined by Horizon.

BASIC SERVICES PROVIDED BY TOTAL CARE DENTISTS

Coinsurance is payable by the Member for some Basic Services as listed in the Schedule of Services.
The amount of Coinsurance is a percent of the Total Care Dentist's usual fee for that service, as reported
to Horizon. "Usual fee" means the fee the Total Care Dentist charges to patients in general. The Total
Care Dentist will furnish his/her usual fee for a particular procedure upon request. It is not part of the
Policy and may be changed from time to time. It is only used for the purpose of calculating Coinsurance
and is not the basis for compensation to the Total Care Dentist. Horizon compensates Total Care Dentists
based on separate, negotiated agreements. These agreements may vary among Total Care Dentists.

The Coinsurance percent that applies is shown in the Schedule of Covered Services.

SPECIALTY DENTAL SERVICES PROVIDED BY SPECIALTY CARE DENTISTS

Coinsurance is payable by the Member for some Specialty Dental Services as listed in the Schedule
of Covered Services.

The amount of Coinsurance is a percent of the Specialty Care Dentist's fee for that service. The "fee" is
a fee agreed to by the Specialty Care Dentist. It is not part of the Policy and may be changed from time
to time. It is used only for the purpose of calculating Coinsurance and is not the basis for compensation
to the Specialty Care Dentist. Specialty Care Dentists are compensated based on separate, negotiated
agreements. These agreements may vary among Specialty Care Dentists.

In each instance, the Member will be informed of the fee when visiting a Specialty Care Dentist.

The Coinsurance percent that applies is shown in the Schedule of Covered Services.

B. DENTAL CARE MANAGEMENT

When there is more than one acceptable treatment available to a Member, coverage will be provided
for the least costly of the procedures. However, if:

1. a service which is not in the Schedule of Services is furnished for the dental care of a specific
condition, and

2. the Schedule includes one or more services which, under standard practices, are separately suitable
for the dental care of that condition,
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then, in that case, the service in the schedule which will be considered is that service, as Determined
by Horizon, which would have produced an acceptable result.

If a more costly procedure is requested by the Member, the Member would then be responsible for the
Copayment or Coinsurance, if any, for the least costly procedure and the cost difference between the
requested procedure and the least costly procedure. This cost difference must be paid by the Member
directly to the Dentist.

C. SCHEDULE OF COVERED SERVICES

Some services are limited. See the Exclusions and Limitation sections for these limitations.
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1. SCHEDULE OF BASIC DENTAL SERVICES

BASIC SERVICES - PART A
a. PREVENTIVE & DIAGNOSTICS

● Office visit for observation-no other services performed No Charge
● Oral examinations No Charge
● Emergency palliative treatment No Charge
● Prophylaxis, treatment to include scaling and polishing No Charge
● Topical application of fluoride No Charge
● Study models No Charge
● Oral hygiene instruction No Charge
● Sealants No Charge

b. X-RAYS

● Bitewing X-rays No Charge
● Entire mouth series/Panoramic No Charge
● Periapical X-rays No Charge
● Intra-oral, occlusal view, maxillary or mandibular No Charge
● Extra-oral, maxillary or mandibular No Charge

c. ENDODONTICS - Includes local anesthetics and post-operative care where necessary.

● Pulp vitality test No Charge
● Pulp capping No Charge
● Pulpotomy No Charge
● Apexification No Charge
● Root canal therapy, including necessary X-rays, final restoration, tooth isolation and cultures but

excluding molar cases
Anterior No Charge
Bicuspid No Charge

d. RESTORATIONS AND REPAIRS - Includes local anesthetics where necessary.

● Amalgam restorations
1 surface No Charge
2 surfaces No Charge
3 or more surfaces No Charge

● Composite resin restorations (anterior teeth only)
1 surface No Charge
2 surfaces No Charge
3 or more surfaces No Charge

● Retention pins No Charge
● Stainless steel crowns No Charge
● Resin Temporary crowns No Charge
● Recementing inlays, crowns, bridges, space maintainer No Charge
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● Tissue conditioning for dentures No Charge

e. PERIODONTICS - Includes local anesthetics and post-operative care where necessary.

● Emergency treatment (abscess, acute periodontitis, etc.) No Charge
● Subgingival curettage No Charge
● Scaling and root planing No Charge

f. ORAL SURGERY - Includes local anesthetics and post-operative care where necessary.

● Extractions, uncomplicated No Charge
● Surgical removal of erupted tooth No Charge
● Surgical removal of impacted tooth (soft tissue) No Charge
● Excision of hyperplastic tissue No Charge
● Excision of pericoronal gingiva No Charge
● Incision and drainage of abscess (intra & extraoral) No Charge
● Crown exposure to aid eruption No Charge
● Removal of foreign body from soft tissue No Charge
● Suture of soft tissue injury No Charge

BASIC SERVICES - PART B

g. RESTORATIONS - Includes local anesthetics where necessary.

● Porcelain/metallic/ceramic/composite resin inlays
1 surface No Charge
2 or more surfaces No Charge

● Porcelain/metallic/ceramic/composite resin onlays
1 surface No Charge
2 surfaces No Charge

● Crowns (including build-ups when necessary) No Charge
● Post and core No Charge
● Pontics No Charge
● Full and Partial Dentures - includes adjustments within 6 months after

installation (Upper or Lower)
No Charge

● Stress Breakers (per unit) No Charge
● Crown and bridge repairs No Charge
● Adding teeth to an existing partial denture No Charge
● Full and partial denture repairs No Charge
● Relining/rebasing dentures No Charge
● Habit appliances (bruxism, etc.) No Charge

h. SPACE MAINTAINERS - Includes all adjustments within 6 months after insertion.

● Fixed unilateral or bilateral No Charge
● Removable unilateral or bilateral No Charge
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● Removable appliance to correct habits No Charge
● Fixed or cemented appliance to correct habits No Charge

i. BROKEN APPOINTMENTS
(less than 24-hour notice)

$25 Copayment

2. SCHEDULE OF SPECIALTY DENTAL SERVICES

SPECIALTY SERVICES - PART A

a. ENDODONTICS - Includes local anesthetics and post-operative care where necessary.

● Apexification No Charge
● Apicoectomy (per tooth) - first root No Charge
● Apicoectomy (per tooth) - each additional root No Charge
● Retrograde Filling No Charge
● Root Amputation No Charge
● Hemisection No Charge

b. ORAL SURGERY - Includes local anesthetics and post-operative care where necessary.

● Removal of residual root No Charge
● Removal of odontogenic cyst No Charge
● Closure of oral fistula No Charge
● Removal of foreign body from bone No Charge
● Sequestrectomy No Charge
● Frenectomy No Charge
● Transplantation of tooth or tooth bud No Charge
● Alveolectomy /Alveoplasty No Charge
● Removal of exostosis No Charge
● Sialolithotomy; removal of salivary calculus No Charge
● Closure of salivary fistula No Charge

c. PERIODONTICS - Includes local anesthetics and post-operative care where necessary.

● Gingivectomy or Gingivoplasty - per quadrant No Charge
● Gingivectomy or Gingivoplasty - per tooth No Charge
● Gingival flap procedure - per quadrant No Charge
● Pedicle soft tissue graft No Charge
● Free soft tissue graft No Charge
● Subepithelial connective tissue graft No Charge
● Occlusal adjustment (other than with an appliance or by restoration)

Limited No Charge
Entire Mouth No Charge

SPECIALTY SERVICES - PART B

d. ENDODONTICS - Includes local anesthetics and post-operative care where necessary.
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● Molar Root Canal Therapy, including X-rays and cultures but excluding
final restoration

No Charge

e. INTRAVENOUS SEDATION AND GENERAL ANESTHESIA

● General Anesthesia is only a Covered Service when provided as a
Necessary And Appropriate Dental Service, as Determined by Horizon,
in conjunction with CoveredOral Surgery Services.

No Charge

f. ORAL SURGERY - Includes local anesthetics and post-operative care where necessary.

● Surgical removal of impacted tooth
Partially bony No Charge
Completely bony No Charge

g. PERIODONTICS - Includes local anesthetics and post-operative care where necessary.

● Osseous surgery, gingivectomy, soft tissue grafts, and post-operative
care (including flap entry and closure)

No Charge

● Crown lengthening (hard tissue) No Charge
● Bone replacement grafts No Charge
● Guided Tissue Regeneration (GTR), including related procedures No Charge
● Chemotherapeutic Agents (per site) No Charge
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DENTAL SERVICES EXCLUSIONS AND LIMITATIONS

The following are not Covered Services. These exclusions and limitations are in addition to
any general exclusions that apply.

1. A service, procedure or supply which:

a. is not a Necessary And Appropriate Dental Service;

b. does not have uniform professional endorsement;

c. is Experimental or Investigational in nature; or

d. does not have a favorable prognosis.

While Horizon may make the determination of dental necessity, such administration, interpretation and
application may be modified or revised by a Court or regulatory agency with appropriate jurisdiction.

2. A non-Emergency Service furnished by a Dentist who is not a Total Care Dentist or Specialty Care
Dentist.

3. A replacement or modification of a partial or full removable denture, a removable bridge or fixed
bridgework, or adding teeth to any of these, or a replacement or modification of a crown, inlay or
onlay, within 5 years after that denture, bridge, bridgework, crown, inlay or onlay was installed unless
necessary due to natural tooth loss where the replacement of teeth to the existing partial is not
feasible.

4. Any of the following:

a. an appliance, or modification of one, if an impression for it was made before the person
became a Member;

b. a crown, bridge, inlay or onlay, if a tooth was prepared for it before the person became a
Member;

c. root canal therapy, if the pulp chamber for it was opened before the person became a
Member;

d. an inlay, onlay, or crown, unless (i) it is treatment for decay or made necessary by an
accidental non-chewing injury and teeth cannot be restored with a filling material; or (ii) it is
a primary abutment to a covered bridge.

5. A service or supply furnished for cosmetic purposes. Any porcelain components, including full or
partial facings on crowns or pontics, and composite resin fillings, that are posterior to the second
bicuspid will always be considered cosmetic.

6. A service or supply in connection with:

a. an orthodontic service or procedure;

b. the replacement of lost, broken or stolen appliances;
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c. appliances or restoration needed to alter vertical dimensions or restore occlusion, or for the
purpose of splinting or restoring tooth structure lost as a result of attrition or abrasion or
erosion;

d. any procedure, service or supply required directly or indirectly to diagnose or treat a
muscular, neural, or skeletal disorder, dysfunction or disease of the temporomandibular joint
or craniomandibular disorders or its associated structures.

7. A service or supply in connection with or for myofunctional therapy infection control; separate
charges for acid etch, treatment of jaw fractures, orthognathic surgery, chemotherapeutic agents,
personal supplies, completion of forms, exams by a third party, or professional advice given on the
phone.

8. Overdentures and associated procedures, specialized techniques, precision or semi-precision
attachments.

9. Osseous (bone) grafts.

10. A service not contained in the Schedule of Covered Services.

11. Any hospital costs associated with or in connection with oral surgeries or hospital charges of any
other kind.

12. Any general anesthesia.

13. Any of the following services:

a. Analgesics (such as nitrous oxide) or other euphoric drugs;.

b. Procedures primarily for the purpose of plaque control (except prophylaxis)or oral hygiene,
or dietary instructions;

c. Major surgery of fractures and dislocations;

d. Any dental procedure started after termination of eligibility for coverage
under the Horizon Program;

e. The treatment of malignancies;

f. Any dental procedure unable to be performed in the dental office because of the general
health and physical limits of the patient;

g. Full mouth rehabilitation;

h. Services provided to unmanageable children, who, because of their behavior, require the
use of a dentist other than their Total Care Dentist.

14. Services that are usually provided without charge or for which no charge would be made if no dental
benefits coverage existed.
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GENERAL EXCLUSIONS

This Section tells you when and where coverage will not be provided. These exclusions are in addition
to the Dental Limitations and Exclusions.

The following are not Covered Services:

A. Except in the case of Emergency Services, dental services or supplies which were not prescribed,
arranged, coordinated, rendered or approved by the Total Care Dentist,or by a Specialty Care
Dentist, if the services provided by the Specialty Care Dentist were not duly authorized and approved
by Horizon.

B. Non-Emergency Services provided by an Out-of-Network Dentist, unless specifically approved or
authorized by Horizon.

C. Services which are eligible for payment under either federal or state programs (except Medicare).
This provision applies whether or not the Member asserts his/her rights to obtain coverage under
the program or payment for these services.

D. Dental services provided by or in a government hospital, or provided by or in a facility run by the
Department of Defense or Veteran's Administration for a service-related illness or injury, unless
coverage for the services is otherwise required by law.

E. Dental services due to an illness or injury, including a condition which is the result of an illness or
injury, which (a) occurred on the job; and (b) is covered or could have been covered for benefits
provided under a workers' compensation, employer's liability, occupational disease or similar law.
However, this exclusion does not apply to the following persons for whom coverage under workers'
compensation is optional, unless such persons are actually covered for workers' compensation;
a self-employed person, a partner of a limited liability partnership, members of a limited liability
company, or partners of a partnership, who actively perform services on behalf of the self-employed
business, the limited liability partnership, limited liability company or the partnership.

F. Prescription and non-prescription drugs and medications.

G. Dental services provided to any person who is in the armed forces of any government other than
for duty of thirty (30) days or less, except as otherwise provided for under the Uniformed Services
Employment and Reemployment Act of 1994 (USERRA).

H. Services or supplies:

a. Needed due to an injury or illness to which a contributing cause was the Member's
commission of, or attempt to commit, a felony; or to which a contributing cause was the
Member's engagement in an illegal occupation;

b. Furnished by one of these Members of the Member's family, unless otherwise stated in this
Policy: Spouse , children, parent, in-law, brother or sister;

c. Provided if the Member is billed directly for the services or supplies, regardless of the
existence of any financial or contractual arrangement between the Dentist and the Member.

I. Any of the following services:

a. Services provided to treat an injury or illness suffered (i) as a result of War or an Act of War,
if the injury or illness occurs while the Member is serving in the military, naval or air forces
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of any country, combination of countries or international organization; and (ii) as a result
of the special hazards incident to service in the military, naval or air forces of any country,
combination of countries or international organization, if the injury or illness occurs while the
Member is serving in such forces and is outside the Home Area.

b. Services provided to treat an injury or illness suffered (i) as result of War or an Act of War
while the Member is serving in any civilian non-combatant unit supporting or accompanying
any military, naval or air forces of any country, combination of countries or international
organization; and (ii) as a result of the special hazards incident to such service, provided the
injury or illness occurs while the Member is serving in such unit; and is outside the Home
Area.

c. Services provided to treat any injury or illness suffered as a result of War or an Act of War
while the Member is not in the military, naval or air forces of any country, combination of
countries or international organization or in nay civilian non-combatant unit supporting or
accompanying such forces, if the injury or illness occurs outside the Home Area.

For purposes of this item, the following definitions apply:

"War" includes, but is not limited to, declared war, and armed aggression by one or more countries
resisted on orders of any other country, combination of countries or international organization.

"Home Area" includes the 50 states of the United States of America, the District of Columbia and
Canada.

"Act of War" includes any act peculiar to military, naval or air operations in time of War.
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GENERAL PROVISIONS

A. RELEASE OF INFORMATION

Each Member agrees, as a condition of coverage, that any Dentist or entity having information relating to
an illness or injury for which benefits are claimed under the Policy may furnish to Us, upon our request,
any such information (including copies of records).

Any information received by Us shall be kept confidential and, except as reasonably necessary in
connection with the administration of the Policy, will not be disclosed without the consent of the Member.

Horizon will meet the requirements of state and federal law, including HIPAA, in
maintaining the privacy and security of a Member's health, dental and other personal private information
("private information"). A Member's private information may only be requested, accessed, used and
disclosed in accordance with the requirements of this Policy and more fully with the Horizon Notice of
Information Privacy Practices.

Private information includes, but is not limited to, the following: a Member's identity, history, diagnosis,
treatment, prognosis or other health or dental status, as well as the Member's and his/her Dependents'
personal demographic information (i.e., address, telephone number, employment and dependent
information) and other such information.

Private information shall be accessed only by Horizon personnel acting within the scope of their assigned
responsibilities; and such information shall only be used and disclosed in connection with appropriate
company business. Horizon personnel are prohibited from disclosing information to unauthorized
persons, except as permitted or required by law.

It is the responsibility of all Horizon personnel to be familiar with the provisions of this privacy policy and
to maintain the confidentiality of private information in accordance with this policy.

Use of this information in the aggregate based upon dental records of Members where no individual
person is identified will not require consent. We have the right to require authorization from a Member's
Dentist before releasing dental information.

B. NOTICE OF CLAIM

We will not be liable under the Policy unless You or Your Total Care Dentist or Your Specialty Care
Dentist provide proper notice that Covered Services have been provided.

Written notice must be given not later than one (1) year from the date Covered Services were performed
for You or Your Dependent who was a Member at the time Covered Services were provided. The notice
must include information necessary for Us to determine benefits. An expense will be considered incurred
on the date the service or supply was rendered, or in the case of a dental procedure requiring multiple
visits, the date the service was completed. Failure to give Us notice within the time specified will not
reduce any benefit if it is shown that the notice was given as soon as reasonably possible.

C. CASE REVIEW PROCEDURE

If a Member disagrees with the disposition of a case or the dental treatment received pursuant to the
terms of the Policy, he or she may request a review from Horizon. Either he/she or his/her representative
must make the request in writing within one hundred eighty (180) days from receipt of the service and
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include his or her identification number. Upon receipt of the request for review addressed to Horizon
Healthcare Dental, Inc., 3 Penn Plaza East, Newark, New Jersey 07105-2200, Attention: Appeals, the
case will be reviewed taking into consideration any related materials which the Member provides. On
completion of this review and within fifteen (15) days of Horizon's receipt of the request for review, the
Member will be provided with a decision, in writing, explaining the basis for upholding or modifying the
original disposition of the case.

Appeals Process

A Member (or a Dentist acting for the Member, with the Member's written consent) may appeal Horizon's
administrative or utilization review management (UR) decisions. Administrative decisions involve benefit
issues. UR decisions involve a denial, termination or other limitation of dental services. No Member or
Dentist who files an appeal will be subject to disenrollment, discrimination or penalty by Horizon.

The appeal process consists of: (a) an informal internal review by Horizon; and (b) a formal nternal
review by Horizon. Nothing in Horizon's policies, procedures or Dentist contracts prevent a Member
(or Dentist acting on behalf of the Member and with the Member's written consent) from discussing or
exercising the right to an appeal.

A Member must follow the steps for filing the two levels of appeal. If these steps are not followed, the
Member's appeal review may be delayed.

a. First Level Appeal

A Member (or a Dentist acting for the Member, with the Member's written consent) can file a First Level
Appeal by calling or writing Horizon at the telephone number and address on the Member's ID card.
At the First Level Appeal, a Member may discuss an adverse clinical decision directly with the person
who made it, or with the dental director designated by Horizon. All First Level Appeals must be made
within one hundred eighty (180) days from the date that Horizon informed the Member of the denial of
coverage or payment.

To submit a First Level Appeal, the Member must include the following information:

1) the name(s) and address(es) of the Member(s) or Dentist(s) involved;
2) the Subscriber's ID number;
3) the date(s) of service;
4) the details regarding the actions in question;
5) the nature of and reason behind the appeal;
6) the remedy sought; and
7) the documentation to support the appeal.

We will inform Members of decisions about administrative First Level Appeals within fifteen (15) calendar
days after receipt of the required documentation. We will inform Members of decisions about UR First
Level Appeals regarding Emergency Service issues within seventy-two (72) hours from receipt of the
required documentation, and within five (5) business days of receipt of the required documentation for
all other UR issues. Horizon will provide the Member and/or the Dentist with; (a) written notice of the
outcome; (b) the reasons for the decision; and (c) instructions for filing a Second Level Appeal.

b. Second Level Appeal
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If a Member (or a Dentist acting for the Member, with the Member's written consent) is not satisfied with
Horizon's First Level Appeal decision, the Member or Dentist can file a Second Level Appeal before a
panel of dental professionals selected by Horizon who were not involved in the original and First Level
Appeal decisions. At the Member's request, the Dentist involved in the original clinical decision may
take part in the process.

Horizon will acknowledge Second Level Appeals in writing within ten (10) business days of receipt. We
will provide written notice of the final decision on the appeal: (a) within seventy-two (72) hours after
receipt (in the case of UR appeals that require review on an expedited basis due to an urgent care,
Emergency Services or a Necessary and Appropriate Dental Services issue); and (b) within fifteen (15)
business days of receipt in the case of all other UR appeals.

Horizon may extend the review for up to an additional fifteen (15) business days when there is a
reasonable cause for the delay that is beyond Horizon's control. Horizon will provide the Member or
Dentist with written notice of the delay within the original fifteen (15) day period.

If the Second Level Appeal is denied, Horizon will provide the Member and/or Dentist with written notice
of the reasons for the denial If You are dissatisfied with this denial, You may write to:

New Jersey Department of Banking and Insurance (DOBI)
Division of Enforcement and Consumer Protection

PO Box 329
Trenton, NJ 08625-0329

D. COORDINATION OF BENEFITS AND SERVICES

A Member may be covered for dental benefits or services by more than one plan. For instance, he
or she may be covered by the Policy as an Employee and by another plan as a Dependent of his or
her Spouse. If he or she is, this provision allows Horizon to coordinate what Horizon pays or provides
with what another plan pays or provides. This provision sets forth the rules for determining which is the
primary plan and which is the secondary plan. Coordination of benefits is intended to avoid duplication
of benefits while at the same time preserving certain rights to coverage under all plans under which the
Member is covered.

Definitions
The terms defined below have special meanings when used in this provision. Throughout the rest of
this provision, these defined terms appear with their initial letter capitalized.

Allowable Expense: The charge for any dental care service, supply or other item of expense for which
the Member is liable when the dental care service, supply or other item of expense is covered at least in
part under any of the Plans involved, except where a statute requires another definition, or as otherwise
stated below.

When the Policy is coordinating benefits with a Plan that restricts coordination of benefits to a specific
coverage, Horizon will only consider corresponding services, supplies or items of expense to which
coordination of benefits applies as an Allowable Expense.

Claim Determination Period: A calendar year, or portion of a calendar year, during which a Member
is covered by this Program and at least one other Plan and incurs one or more Allowable Expense(s)
under such Plans.
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Plan: Coverage with which coordination of benefits is allowed. Plan includes:

a) Group insurance and group subscriber contracts, including insurance continued pursuant to a
Federal or State continuation law;

b) Self-funded arrangements of group or group-type coverage, including insurance continued pursuant
to a Federal or State continuation law;

c) Group or group-type coverage through a health maintenance organization (HMO) or other
prepayment, group practice and individual practice plans, including insurance continued pursuant
to a Federal or State continuation law;

d) Medicare or other governmental benefits, except when, pursuant to law, the benefits must be treated
as in excess of those of any private insurance plan or non-governmental plan.

Plan does not include:

a) Individual or family insurance contracts or subscriber contracts;
b) Individual or family coverage through an HMO or under any other prepayment, group practice and

individual practice plans;
c) Group or group-type coverage where the cost of coverage is paid solely by the Covered Person

except when coverage is being continued pursuant to a Federal or State continuation law;
d) School accident-type coverage;
e) A State plan under Medicaid.
f) Dental Plans provided by Dental Plan Organizations (DPO).

Primary Plan: A Plan under which benefits for a Member's dental coverage must be determined without
taking into consideration the existence of any other Plan.

There may be more than one Primary Plan. A Plan will be the Primary Plan if either "a" or "b" below exists:

a) The Plan has no order of benefit determination rules, or it has rules that differ from those contained
in this Coordination of Benefits and Services provision; or

b) All Plans which cover the Member use order of benefit determination rules consistent with those
contained in this Coordination of Benefits and Services provision and under those rules, the Plan
determines its benefit first.

Reasonable and Customary: An amount that is not more than the usual or customary charge for the
service or supply, based on a standard which is most often charged for a given service by a Dentist
within the same geographic area.

Secondary Plan: A Plan which is not a Primary Plan. If a Member is covered by more than one
Secondary Plan, the order of benefit determination rules of this Coordination of Benefits and Services
provision shall be used to determine the order in which the benefits payable under the multiple secondary
plans are paid in relation to each other. The benefits of each Secondary plan may take into consideration
the benefits of the Primary Plan or Plans and the benefits of any other Plan which, under this Coordination
of Benefits and Services provision, has its benefits determined before those of that Secondary Plan.

PRIMARY AND SECONDARY PLAN

Horizon considers each Plan separately when coordinating payments.
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The Primary Plan pays or provides services or supplies first, without taking into consideration the
existence of a Secondary Plan. If a Plan has no coordination of benefits provision, or if the order of
benefit determination rules differ from those set forth in these provisions, it is the Primary Plan.

A Secondary Plan takes into consideration the benefits provided by a Primary Plan when, according to
the rules set forth below, the Plan is the Secondary Plan. If there is more than one Secondary Plan, the
order of benefit determination rules determine the order among the Secondary Plans. The Secondary
Plan(s) will pay the person's remaining unpaid Allowable Expenses that have been incurred during that
Claim Determination Period, but no Secondary Plan will pay more in a Claim Determination Period than
it would have paid if it had been the Primary Plan. The method the Secondary Plan uses to determine
the amount to pay is set forth below in the Procedures to be Followed by the Secondary Plan to
Calculate Benefits section of this provision.

The Secondary Plan shall not reduce Allowable Expenses for Necessary and Appropriate Dental
Services on the basis that pre-authorization or pre-approval procedures were not followed.

RULES FOR THE ORDER OF BENEFIT DETERMINATION

The benefits of the Plan that covers the Member as an Employee, Member, Subscriber or Retiree shall
be determined before those of the Plan that covers the Member as a Dependent. The coverage as an
Employee, Member, Subscriber or Retiree is the Primary Plan.

The benefits of the Plan that covers the Member as an Employee who is neither laid off nor retired, or
as a Dependent of such person, shall be determined before those of the Plan that covers the Member
as a laid off or retired Employee, or as such a person's Dependent. If the other Plan does not contain
this rule, and as a result the Plans do not agree on the order of benefit determination, this portion of
this provision shall be ignored.

The benefits of the Plan that covers the Member as an Employee, Member, Subscriber or Retiree, or
as the Dependent of such person, shall be determined before those of the Plan that covers the Member
under a right of continuation pursuant to Federal or State law. If the other Plan does not contain this
rule, and as a result the Plans do not agree on the order of benefit determination, this portion of this
provision shall be ignored.

If a Child is covered as a Dependent under Plans through both parents, and the parents are neither
separated nor divorced, the following rules apply:

a) The benefits of the Plan of the parent whose birthday falls earlier in the calendar year shall be
determined before those of the parent whose birthday falls later in the Calendar Year.

b) If both parents have the same birthday, the benefits of the Plan which covered the parent for a longer
period of time shall be determined before those of the Plan covering the parent for a shorter period
of time.

c) Birthday, as used above, refers only to month and day in a calendar year, not the year in which the
parent was born.

d) If the other plan contains a provision that determines the order of benefits based on the gender of
the parent, the birthday rule in this provision shall be ignored.

If a Child is covered as a Dependent under Plans through both parents, and the parents are separated
or divorced, the following rules apply:

a) The benefits of the Plan of the parent with custody of the Child shall be determined first.
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b) The benefits of the Plan of the spouse of the parent with custody shall be determined second.
c) The benefits of the Plan of the parent without custody shall be determined last.
d) If the terms of a court decree state that one of the parents is responsible for the health care expenses

for the Child, and if the entity providing coverage under that Plan has knowledge of the terms of
the court decree, then the benefits of that Plan shall be determined first. The benefits of the Plan
of the other parent shall be considered as secondary. Until the entity providing coverage under the
Plan has knowledge of the terms of the court decree regarding health care expenses, this portion
of this provision shall be ignored.

If the above order of benefits does not establish which Plan is the Primary Plan, the benefits of the
Plan that covers the Employee, Member or Subscriber for a longer period of time shall be determined
before the benefits of the Plan(s) that covered the person for a shorter period of time.

PROCEDURES TO BE FOLLOWED BY THE SECONDARY PLAN TO
CALCULATE BENEFITS

In order to determine which procedure to follow it is necessary to consider:

a) The basis on which the Primary Plan and the Secondary Plan pay benefits; and

b) Whether the Dentist who provides or arranges the services and supplies is in the network of either
the Primary Plan or the Secondary Plan.

Benefits may be based on the Reasonable and Customary Charge (R&C), or some similar term. This
means that the Dentist bills a charge and the Member may be held liable for the full amount of the billed
charge. In this section, a Plan that bases benefits on a Reasonable and Customary Charge is called
an "R&C Plan."

Benefits may be based on a contractual fee schedule, sometimes called a negotiated fee schedule, or
some similar term. This means that although a Dentist, called an In- Network Dentist, bills a charge,
the Member may be held liable only for an amount up to the negotiated fee. In this section, a Plan that
bases benefits on a negotiated fee schedule is called a "Fee Schedule Plan." If the Member uses the
services of an Out-of-Network Dentist, the Plan will be treated as an R&C Plan even though the Plan
under which he or she is covered allows for a fee schedule.

Payment to the Dentist may be based on a capitation. This means that the carrier pays the Dentist a
fixed amount per Member. The Member is liable only for the applicable deductible, Coinsurance and/or
Copayment. In this section, a Plan that pays Dentists based upon capitation is called a "Capitation Plan."

In the rules below, "Dentist" refers to the Dentist who provides or arranges the services or supplies.

Primary Plan is Fee Schedule Plan and Secondary Plan is Fee Schedule Plan

If the Dentist is an In-Network Dentist in both the Primary Plan and the Secondary Plan, the Allowable
Expense shall be the fee schedule of the Primary Plan. The Secondary Plan shall pay the lesser of:

a) The amount of any deductible, Coinsurance and/or Copayment required by the Primary Plan; or

b) The amount the Secondary Plan would have paid if it had been the Primary Plan.
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The total amount the Dentist receives from the Primary Plan, the Secondary Plan and the Member shall
not exceed the fee schedule of the Primary Plan. In no event shall the Member be responsible for any
payment in excess of the Coinsurance, Copayment and/or deductible of the Secondary Plan.

Primary Plan is Fee Schedule Plan and Secondary Plan is R&C Plan

If the Dentist is an In-Network Dentist in the Primary Plan, the Allowable Expense considered by the
Secondary Plan shall be the fee schedule of the Primary Plan. The Secondary Plan shall pay the
lesser of:

a) The amount of any deductible, Coinsurance or Copayment required by the Primary Plan; or

b) The amount the Secondary Plan would have paid if it had been the Primary Plan.

Primary Plan is Fee Schedule Plan and Secondary Plan is R&C Plan or Fee Schedule Plan

If the Primary Plan is an HMO or DPO Plan that does not allow for the use of Out-of-Network Dentists
except in the event of Emergency Services and the service or supply the Member receives from an Out-
of-Network Dentist is not considered as an Emergency, the Secondary Plan shallpay benefits as if it
were the Primary Plan.

Primary Plan is Capitation Plan and Secondary Plan is Fee Schedule Plan or R&C Plan

If the Member receives services or supplies from a Dentist who is in the network of both the Primary
Plan and the Secondary Plan, the Secondary Plan shall pay the lesser of:

a) The amount of any deductible, Coinsurance and/or Copayment required by the Primary Plan; or

b) The amount the Secondary plan would have paid if it had been the Primary Plan.

Primary Plan is Capitation Plan or Fee Schedule Plan or R&C Plan and Secondary Plan is Capitation
Plan

If the Member receive services or supplies from a Dentist who is in the network of the Secondary
Plan, the Secondary Plan shall be liable to pay the capitation to the Dentist and shall not be liable to
pay the deductible, Coinsurance and/or Copayment imposed by the Primary Plan. The Member shall
not be liable to pay any deductible, Coinsurance and/or Copayment of either the Primary Plan or the
Secondary Plan.

BENEFITS PAYABLE FOR AUTOMOBILE RELATED INJURIES

This section applies when expenses are incurred by a Member due to an Automobile Related Injury.

Definitions

"Automobile Related Injury": Bodily injury of a Member due to an accident while occupying, entering
into, alighting from or using an auto; or if the Member was a pedestrian, caused by an auto or by an
object propelled by or from an auto.



HDC-EOC-2006 Page 40

"Allowable Expense": A reasonable and customary item of expense that is at least in part an Eligible
Expense under this Program or PIP.

"Eligible Expense": That portion of expense incurred for treatment of an injury, which is covered under
this Program without application of deductibles, Coinsurance or Copayments, if any.

"Out-of-State Automobile Insurance Coverage" or "OSAIC": Any coverage for dental expenses under
an auto insurance contract other than PIP. This includes auto insurance contracts issued in another
state or jurisdiction.

"PIP": Personal injury protection coverage (i.e., medical expense coverage) that is part of an auto
insurance contract issued in New Jersey.

Application of this Provision

When expenses are incurred as a result of an Automobile Related Injury, and the injured person has
coverage under PIP or OSAIC, this provision will be used to determine whether this Program provides
coverage that is primary to such coverage or secondary to such coverage. It will also be used to
determine the amount payable if this Program provides primary or secondary coverage.

Determination of Primary or Secondary Coverage

This Program provides secondary coverage to PIP unless health coverage has been elected as primary
by or for the Member under the Program. This election is made by the named insured under a PIP
contract. It applies to that person's family members who are not themselves named insured under
other auto contracts. This Program may be primary for one Member, but not for another if the persons
have separate auto contracts and have made different selections regarding the primacy of the health
coverage.

This Program is secondary to OSAIC. But, this does not apply if the OSAIC contains provisions that
make it secondary or excess to the Member's other health benefits. In that case, this Program is primary.

If the above rules do not determine which coverage is primary, or if there is a dispute as to whether this
Program is primary or secondary, this Program will provide for Covered Services as if it were primary.

Benefits This Program Will Pay if it is Primary to PIP or OSAIC.

If this Program is primary to PIP or OSAIC, it will pay benefits for Covered Services in accordance
with its terms. If there are other plans that: (a) provide benefits to the Member; and (b) are primary to
auto insurance coverage, then this Program's rules regarding the coordination of benefits will apply.

Benefits This Program Will Pay if it is Secondary to PIP.

If this Program is secondary to PIP, the actual coverage will be the lesser of:

a) the Allowable Expenses left uncovered after PIP has provided coverage (minus this Program's
Copayments and/or Coinsurance);

b) the actual benefits that this Program would have paid if it provided its coverage primary to PIP.

Medicare
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To the extent that this Program provides coverage that supplements Medicare's, then this Program can
be primary to automobile insurance only insofar as Medicare is primary to auto insurance

E. APPLICABLE LAW

The Policy is administered according to the laws of New Jersey.

F. CONFORMITY WITH LAW

Any provision of the Policy that conflicts with the requirements of an applicable law or regulation of the
State of New Jersey or the federal government is automatically changed to conform with the minimum
requirements of that law or regulation.

G. COVERED SERVICES TO WHICH MEMBERS ARE ENTITLED

1. The liability of Horizon is limited to the Covered Services specified.

2. No person, other than a Member, is entitled to receive Covered Services. Such right to coverage is
not transferable, either before or after Covered Services are rendered.

3. Covered non-Emergency Services specified in the Policy must be provided only by a Total Care
Dentist or Specialty Care Dentist or a Dentist authorized by Horizon.

H. TERMINATION OF A MEMBER'S COVERAGE

Coverage of a Member ends upon the occurrence of any of the following events:

1. The Policy is terminated. Termination of the Policy automatically terminates each Member's
coverage. It is the Group's responsibility to notify all Members of their termination of coverage.
However, coverage will be terminated regardless of whether the notice is given.

2. The Member has engaged in fraud or intentionally made any false or untrue statement in the
enrollment form or in any claim for benefits or services under the Policy.

3. The Member no longer meets the eligibility requirements for the Policy.
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CIVIL UNIONS

I. The following terms shall have the meanings set forth below:

Civil Union: A union that is either established pursuant to New Jersey law or recognized by the State
of New Jersey as a Civil Union.

Civil Union Partner: A person who has established and is in a Civil Union.

II. Pursuant to New Jersey law, the Policy is changed in the following respects:

(a) Except as otherwise provided in (c), below, all of the rights, benefits, obligations and privileges
granted under the Policy to an Employee with respect to a Spouse and their Child Dependents shall
also apply equally with respect to: (i) an Employee and a person with whom he/she has established
a Civil Union; and (ii) the Child Dependents of the Employee and his/her Civil Union Partner.

(b) Except as otherwise provided in (c) below, any provision of the Policy that affects a Spouse upon his/
her divorce or legal separation from the Employee shall, subject to the Policy's terms and conditions,
also equally affect an Employee's Civil Union Partner upon dissolution of the Civil Union. Such
provisions include, but are not limited to, the following:

(i) Termination of the Civil Union Partner's coverage.

(ii) The right of the Civil Union Partner to convert to an individual health policy.

(c) Regardless of anything above to the contrary, any right to continue the Policy's coverage that is
granted to an Employee's Spouse pursuant to the Consolidated Omnibus Budget Reconciliation Act
of 1985 (COBRA), as amended, shall not apply with respect to an Employee's Civil Union Partner.



HDC-EOC-2006 Page 43


