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GUARANTEE TRUST LIFE INSURANCE COMPANY
1275 Milwaukee Avenue
Glenview, lllinois 60025

CERTIFICATE OF INSURANCE

This is Your Certificate of Insurance (Certificate) while You are insured. It briefly explains the rights and
benefits that are determined by the Master Policy (Policy). The Policy is a contract between the
Policyholder and Us. The Policyholder is shown on the Schedule of Benefits.

The Policy alone constitutes the agreement under which payments are made. We will pay the benefits
set forth in the Policy. Benefit payment is governed by all the terms, conditions and limitations of the
Policy. The Policy may be amended at any time without Your consent or notice to You. Any such
amendment will not affect a claim starting before the amendment takes effect.

Right to Examine: If You are not satisfied with this Certificate, return it to Our home office within ten
days after the date You received it. This Certificate will then be canceled and any Premium paid will be
refunded.

The Policy is held by the Policyholder. You may inspect it at any time during business hours at the office
of the Policyholder.

READ YOUR CERTIFICATE CAREFULLY

st Rty e

Secretary President
GROUP ACCIDENT ONLY COVERAGE
NON-PARTICIPATING

GACXXCV100
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DEFINITIONS

Accident: A sudden, unforeseeable, external event which results in an Injury.

Ambulance: A vehicle which is licensed solely as an ambulance by the local regulatory body to provide
transportation to a Hospital or transportation from one Hospital to another for those individuals who are
unable to travel to receive medical care by any other means. Air ambulance charges are only eligible for
transportation from the site of an Emergency to the nearest appropriate facility.

Benefit Period: The number of days following the date of an Injury during which Covered Charges must
be incurred, subject to the Initial Treatment Period. The Benefit Period begins on the date of the Injury
and ends on the last day of the Benefit Period. The Benefit Period is shown on the Schedule of Benefits.

Company: Guarantee Trust Life Insurance Company, a mutual company. Also hereinafter referred to as
We, Us and Our.

Covered Charge: The Reasonable and Customary charge incurred for a service or supply listed in this
certificate which is performed or given under the direction of a Doctor for the Medically Necessary
treatment of an Injury caused by an Accident. A Covered Charge is considered incurred on the date the
treatment or service is rendered or the supply is furnished.

Covered Person: A person:

Who is eligible for coverage as the Insured or as a Dependent;

¢ Who has been accepted for coverage or has been automatically added;
e Who has paid the required premium; and

¢ Whose coverage has become effective and has not terminated.

Deductible: A dollar amount of Covered Charges a Covered Person must pay before We pay any
benefits under the Policy. The Deductible is shown on the Schedule of Benefits.

Dependent: A person who is Your:

e Legally married spouse, residing with You;

e Child who is dependent upon You for support and maintenance and is under the age of 26;

e Child who is dependent upon You for support and maintenance, is incapable of self-sustaining
employment by reason of mental or physical handicap.

The term child refers to Your unmarried:

e Natural child;

e Stepchild or foster child; A stepchild is a Dependent on the date You married the child’s parent.

e Adopted child, including a child placed with You for the purpose of adoption, from the moment of
placement as certified by the agency making the placement.

Doctor: A legally qualified person licensed in the healing arts and practicing within the scope of his or
her license and who is not Yourself or a Family Member.

Durable Medical Equipment: A device which:

e is primarily and customarily used for medical purposes and is specially equipped with features and
functions that are generally not required in the absence of Injury;

is used exclusively by a Covered Person;

is routinely used in a Hospital but can be used effectively in a non-medical facility;

can be expected to make a meaningful contribution to a Covered Person’s Injury; and

Is prescribed by a Doctor and the device is Medically Necessary for a Covered Person’s
rehabilitation.

Durable Medical Equipment does not include:
e comfort and convenience items;
e equipment that can be used by Family Members other than a Covered Person;
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e health exercise equipment; and
e equipment that may increase the value of a Covered Person’s Residence.

Such items that do not qualify as Durable Medical Equipment include, but are not limited to: modifications
to a Covered Person’s Residence, property or automobiles, such as ramps, elevators, spas, air
conditioners and vehicle hand controls; or corrective shoes, exercise and sports equipment.

Eligible Person: A member of the Policyholder’s organization as defined on the Schedule of Benefits.

Emergency: An Injury for which a Covered Person seeks immediate medical treatment at the nearest
available facility. The condition must be one which manifests itself by acute symptoms which are
sufficiently severe (including severe pain) that without immediate medical care a Covered Person could
reasonably expect that: (1) his life or health would be in serious jeopardy; (2) his bodily functions would
be seriously impaired; or (3) a body organ or part would be seriously damaged.

Experimental/lnvestigational: A drug, device or medical care or treatment will be considered

experimental/investigational if:

e the drug or device cannot be lawfully marketed without approval of the U.S. Food and Drug
Administration and approval for marketing has not been given at the time the drug or device is
furnished;

¢ the informed consent document utilized with the drug, device, medical care or treatment states or
indicates that the drug, device, medical care or treatment is part of a clinical trial, experimental phase
or investigational phase or if such a consent document is required by law;

e the drug, device, medical care or treatment or the patient informed consent document utilized with the
drug, device or medical care or treatment was reviewed and approved by the treating facility’s
Institutional Review Board or other body serving a similar function, or if federal or state law requires
such review and approval;

e reliable evidence show that the drug, device or medical care or treatment is the subject of ongoing
Phase | or Phase Il clinical trials, is the research, experimental study or investigational arm of on-
going Phase lll clinical trials, or is otherwise under study to determine its maximum tolerated dose, its
toxicity, its safety, its efficacy or its efficacy as compared with a standard means of treatment or
diagnosis; or

e reliable evidence show that the prevailing opinion among experts regarding the drug, device or
medical care or treatment is that further studies or clinical trials are necessary to determine its
maximum tolerated dose, its toxicity, its safety, its efficacy or its efficacy as compared with a standard
means of treatment or diagnosis.

Reliable evidence means only: published reports and articles in authoritative medical and scientific
literature; written protocol or protocols by the treating facility studying substantially the same drug, device
or medical care or treatment; or the written informed consent used by the treating facility or other facility
studying substantially the same drug, device or medical care or treatment. Covered Charges will be
considered in accordance with the drug, device or medical care at the time the expense is incurred.

Family Member: A person who is related to a Covered Person in any of the following ways: spouse,
brother-in-law, sister-in-law, son-in-law, daughter-in-law, mother-in-law, father-in-law, parent (includes
stepparent), brother or sister (includes stepbrother or stepsister), or child (includes legally adopted, step
or foster child).

Home Health Agency: An agency which is licensed as a Home Health Agency by state or local

government. It may offer the following services:

e part-time or periodic skilled nursing services by a registered nurse or licensed vocational nurse;

e part-time or periodic home health aide services which offer supportive services in the home under the
supervision of a Registered Nurse or a physical, speech or occupational therapist;

e physical, occupational or speech therapy; and

e medical supplies, drugs and medicines prescribed by a Doctor and related pharmaceutical services,
and laboratory services to the limit these charges or costs would be covered under the Policy if the
Covered Person was Hospital Confined.
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Home Health Care: Services by a Home Health Agency for the care and treatment of a Covered Person
who is under the direct care and supervision of a Doctor but only if:

e services would have been covered in a medical facility if Home Health Care were not given; and

e a Home Health Care treatment plan is set up, in writing and approved by a Doctor.

Hospice Care: Services provided by a public agency or private organization or any subdivision thereof,
which entity shall be known as a hospice and shall be primarily engaged in providing care to an individual
for whom a certified medical prognosis has been made indicating a life expectancy of 6 months of less
and who has elected to receive such care in lieu of other medical benefits available under the Policy.

Hospital: An institution licensed, accredited or certified by the State which:

e is accredited by the Joint Commission on Accreditation of Healthcare Organizations;

e provides 24-hour nursing service by registered nurses (R.N.);

e mainly provides diagnostic and therapeutic care under the supervision of Doctors on an inpatient
basis; and

¢ maintains permanent surgical facilities or has an arrangement with another surgical facility supervised
by a staff of one or more Doctors.

Hospital also includes tax-supported institutions, which are not required to maintain surgical facilities.

Hospital does not include a place, special ward, floor or other accommodation used for: custodial or
educational care; rest, the aged; a nursing home or an institution mainly rendering treatment or services
for mental illness or substance abuse.

Initial Treatment Period: The number of days following an Injury during which a Covered Person must
seek initial treatment for an Injury. The Initial Treatment Period is shown on the Schedule of Benefits.

Injury: Bodily injury due to an Accident which:

e results directly and independently of disease, bodily infirmity or any other causes;

e solely, directly and independently of all other causes results in medical expense;

e occurs after the effective date of the a Covered Person’s coverage under the Policy; and
e occurs while the Policy is in force.

All injuries sustained in any one Accident, including all related conditions and recurrent symptoms of
these Injuries, are considered a single Injury.

Insured: An Eligible Person who has satisfied all of the following requirements:

e he or she is eligible for coverage under the Policy;

e he or she has been accepted for coverage under the Policy or has been automatically added;
e premium has been paid for him or her; and

¢ his or her coverage has become effective and has not terminated.

Insured Percent: The percentage of Covered Charges We pay for each Injury. The Insured Percent is
shown in the Schedule of Benefits.

Intensive Care Unit: A specifically designed facility of the Hospital that provides the highest level of
medical care; and which is restricted to those patients who are critically ill or injured. Such facility must be
separate and apart from the surgical recovery room and from rooms, beds and wards customarily used
for patient confinement. They must be permanently equipped with special life-saving equipment for the
care of the critically ill or injured; and under constant and continuous observation by nursing staff
assigned on a full-time basis, exclusively to the Intensive Care Unit. Intensive Care Unit does not mean
any of these step-down units: progressive care; sub-acute intensive care; intermediate care units; private
monitored rooms; observation units; or other facilities which do not meet the standards for Intensive Care.

Medically Necessary: A treatment, drug, device, procedure, supply or service that is necessary and
appropriate for the diagnosis or treatment of an Injury in accordance with generally accepted standards of
medical practice in the United States at the time it is provided. When specifically applied to Hospital
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confinement, it means that the diagnosis or treatment of symptoms or a condition cannot be safely
provided on an outpatient basis.

A treatment, drug, device, procedure, supply or service shall not be considered as Medically Necessary if

it:

e is Experimental/Investigational or for research purposes;

e is provided solely for education purposes or the convenience of a Covered Person’s family, Doctor,
Hospital or any other provider,

e exceeds in scope, duration, or intensity that level of care that is needed to provide safe, adequate and
appropriate diagnosis or treatment and where ongoing treatment is merely for maintenance or
preventive care;

e could have been omitted without adversely affecting the person’s condition or the quality of medical
care;

e involves the use of a medical device, drug or substance not formally approved by the United States
Food and Drug Administration;

e involves a service, supply or drug not considered reasonable and necessary by the Healthcare
Financing Administration Medicare Coverage Issues Manual; or

e can be safely provided to the patient on a less cost-effective basis such as outpatient, by a different
medical professional, or pursuant to a more conservative form of treatment.

We reserve the right to determine whether a service, supply or drug is Medically Necessary.
Orthopedic Appliances: Any supportive device or appliance used in treating a Covered Person’s Injury.

Other Valid and Collectible Insurance or Plan: Any reimbursement for or recovery of any element of
Covered Charges incurred available from any other source whatsoever, except gifts and donations, but
including without limitation:

e any individual, group, blanket, or franchise policy of accident, disability or health insurance;

e any arrangement of benefits for members of a group, whether insured or uninsured;

e any prepaid service arrangement such as Blue Cross or Blue Shield; individual or group practice
plans, or health maintenance organizations;

e any amount payable for Hospital, medical or other health services. Injury arising out of a motor
vehicle accident to the extent such benefits are payable under any medical expense payment
provision (by whatever terminology used including such benefits mandated by law) of any motor
vehicle insurance policy.

e any amount payable for services or injuries or diseases related to a Covered Person’s occupation to
the extent that the Covered Person actually received benefits under a Worker's Compensation Law or
if the Covered Person enters into a settlement to give up his or her rights to recover future medical
expenses that would have been payable except for that settlement;

e Social Security Disability Benefits, except that Other Valid and Collectible Insurance or Plan shall not
include any increase in Social Security Disability Benefits payable to the Covered Person after the
Covered Person becomes disabled while insured hereunder.

e any benefits payable under any program provided or sponsored solely or primarily by any
governmental agency or subdivision or through operation of law or regulation.

Physical Therapy: Non-surgical physical or mechanical therapy, diathermy, ultrasonic therapy, heat
treatment in any form, manipulation or massage.

Policyholder: The entity to which the Policy is issued.

Prescription Drugs: Drugs which may only be dispensed by written prescription under Federal law, and
approved for general use by the Food and Drug Administration. The drugs must be dispensed by a
licensed pharmacy provider for a Covered Person’s outpatient use.

Reasonable and Customary Charges, Fees or Expenses: The most common charge for similar
professional services, drugs, procedures, devices, supplies or treatment within the area in which the
charge is incurred, so long as those charges are reasonable. The most common charge means the
lesser of:

e the actual amount charged by the provider;
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the negotiated rate; or

the charge which would have been made by the provider (Doctor, Hospital, etc) for a comparable
service or supply made by other providers in the same Geographic Area as reasonably determined by
us for the same service or supply.

“Geographic Area” means the three digit zip code in which the service, treatment, procedure, drugs or
supplies are provided; or a greater area if necessary to obtain a representative cross-section of charge for
a like treatment, service, procedure, device drug or supply.

Rehabilitation Facility: An institution, or part of an institution, licensed, accredited or certified by the

State which:

e is accredited by the Joint Commission on Accreditation of Healthcare Organizations or the
Commission on Accreditation of Rehabilitation Facilities;

e is primarily engaged in providing comprehensive multi-disciplinary physical services or rehabilitation
inpatient care; and

e has a transfer agreement with one or more Hospitals.

Rehabilitation Facility does not include an institution which provides only minimal care, custodial care,
care for the terminally ill, or part-time care services. It also does not include an institution which primarily
provides treatment for mental disorders; chemical dependency or tuberculosis, except if such facility is
licensed, certified, or approved as a rehabilitation facility for the treatment of medial conditions; drug
addiction or alcoholism.

Residence: The home and land or property on which a Covered Person’s dwelling or home is located.

Sound Natural Teeth: Natural teeth, the major portion of the individual tooth which is present,
regardless of fillings and caps; and is not carious, abscessed, or defective.

Urgent Care Center: A healthcare facility, separate and distinct from a Hospital, providing immediate
short term medical care for minor conditions without an appointment but where immediate medical care is
necessary.

You, Your and Yours: The person to whom this certificate is issued and whose insurance is in force

under the terms of the Policy.
GACXXDF100

CONDITIONS OF INSURANCE
ELIGIBILITY

Eligible Persons are described in the Schedule of Benefits. A person is insured under the Policy provided
such person satisfies the eligibility requirements, becomes insured and remains insured under the terms
of the Policy.

EFFECTIVE DATE

Covered Person: Coverage is effective, subject to receipt of premium, on the first of the month that falls
or next follows the later of:

¢ the Policy Effective Date; or

o the date the person is eligible;

e the date of enroliment.

Dependents Acquired After Effective Date:

Newborn Child: An Insured’s newborn child is automatically covered from the moment of birth until
such child is 31 days old. Coverage for such child will be for an Injury. However, the Insured must
notify Us in writing within 31 days of such birth and pay the required additional premium, if any, in
order to have coverage for the newborn child continue beyond such 31 day period.

Adopted Child: Coverage for an adopted child is effective upon the earlier of the date of placement
for the purpose of adoption or the date of entry of an order granting the adoptive parent custody of
the child for purposes of adoption. Coverage will continue unless the placement is disrupted prior to
legal adoption and the child is removed from placement. Coverage for such child will be for Injury.
However, the Insured must notify Us in writing within 31 days of such adoption and pay the required
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additional premium, if any, in order to have coverage for the adopted child continue beyond such 31
day period.

Other Than Newborn or Adopted Child: A person who qualifies as a Dependent after the Effective
Date of coverage may be insured under the Policy. Enroliment and premium must be received by Us
within 31 days after the date the person first qualifies as a Dependent, and the required premium
must be paid. Coverage is effective upon receipt of enrollment and premium by Us or Our
authorized representative.

TERMINATION

Covered Person: Coverage will terminate at the earlier of:

e the date the Policy terminates;

o the date the Covered Person ceases to be an Eligible Person;

¢ the end of the period for which any applicable premium has been paid,;

e the date of fraud or misrepresentation of a material fact by a Covered Person;

Termination of coverage is subject to the Extension of Benefits provision.
GACXXCI111

CONTINUATION OF COVERAGE

In The Event of Dissolution of Marriage

If Your marriage is dissolved by a valid decree of dissolution and if Your spouse is a Covered Person on
the date of the decree of dissolution, then the Dependent spouse’s coverage will continue in force under
the policy, subject to its provisions, if the Dependent spouse pays the first premium required for the
continued coverage within 31 days after the entry of the decree of dissolution.

If the Dependent spouse continues coverage pursuant to this provision, We will issue him or her a new
Certificate as evidence of coverage under the Policy.

For a Dependent Child Reaching the Limiting Age

If a Dependent child no longer qualifies as a Dependent, then the Dependent child’s coverage will
continue in force under the Policy, subject to its provisions, if the Dependent child pays the first premium
required for the continued coverage within 31 days after the date he or she no longer qualifies as a
Dependent child.

If the Dependent child continues coverage pursuant to this provision, We will issue him or her a new
Certificate as evidence of coverage under the Policy.

GACXXCC100

EXTENSION OF BENEFITS

In the event of Total Disability

If a Covered Person is Totally Disabled due to an Injury on the date the Policy terminates, We will extend
that Covered Person’s benefits for the Injury which caused the Total Disability. Benefits will be paid as if
coverage had remained in effect.

Total Disability/Totally Disabled for the purpose of Extension of Benefits means, with respect to You, the
complete inability to perform all of the substantial and material duties of Your occupation and any other
gainful occupation in which You earn substantially the same compensation earned prior to disability. With
respect to a covered Dependent, Hospital Confinement.

Extension of benefits will end at the earlier of:
e the end of Total Disability;
¢ the end of a 12 month period following the date the Policy terminates; or
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e the date the Maximum Benefit Amount, per Injury is reached.
GACXXEOB100

SCOPE OF ACCIDENT COVERAGE

24-Hour-A-Day Accident Coverage: A Covered Person is covered for Injury which is incurred on a 24-

hour per day basis.
GACXXSC100

ACCIDENTAL DEATH AND DISMEMBERMENT,
LOSS OF SIGHT, SPEECH AND HEARING BENEFIT

If, within 365 days from the date of an Accident, Injury from such Accident results in a loss covered by this
benefit, We will pay the benefit in the amount set opposite such loss, as shown on the Schedule of
Benefits. If a Covered Person sustains more than one such loss as the result of the Accident, We will pay
only one amount, the largest to which a Covered Person is entitled.

Loss of hand or foot means loss by severance at or above the wrist or ankle joint. Loss of sight means
the total, permanent loss of sight of the eye. The loss of sight must be irrecoverable by natural, surgical
or artificial means. Loss of speech means total, permanent and irrecoverable loss of audible
communication. Loss of hearing means total and permanent loss of hearing in both ears which cannot be
corrected by any means. Severance means the complete separation and dismemberment of the part
from the body.

Benefit payment is subject to the definitions, limitations, exclusions and other provisions of the Policy.
GACXXADD100

ACCIDENT MEDICAL EXPENSE BENEFITS

We will pay benefits, as defined and limited below, for Covered Charges incurred by a Covered Person
due to Injury caused by an Accident.

Covered Charges are payable only for an Injury:

e for which the first treatment or service is incurred within the Initial Treatment Period; and
o for which expense for all treatment or service is incurred within the Benefit Period.

Covered Charges are shown on the Schedule of Benefits.

No Other Valid and Collectible Insurance or Plan

We will pay the Insured Percent of incurred Covered Charges up to the Maximum Benefit Amount, Per
Injury, subject to the definitions, limitations, exclusions and other provisions of the Policy.

Other Valid and Collectible Insurance or Plan

After the Deductible has been satisfied, We will pay the Insured Percent of incurred Covered Charges
which are in excess of the total benefits payable for the same Injury by any Other Valid and Collectible
Insurance or Plan on a provision of service or on an expense incurred basis, up to the Maximum Benefit
Amount, Per Injury. Benefit payment is subject to the definitions, limitations, exclusions and other
provisions of this Certificate.

You must provide Us with proof of the amount of benefits paid by Other Valid and Collectible Insurance or
Plan or proof of denial of benefits by Other Valid and Collectible Insurance or Plan.

If, for any reason, You fail to apply for benefits from Other Valid and Collectible Insurance or Plan, We will
pay the benefit that would have been paid under the Policy had You filed a claim under the Other Valid
and Collectible Insurance or Plan.
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If Other Valid and Collectible Insurance or Plan provides benefits on an excess coverage basis, benefits
will be paid first by the company or services plan whose policy or service contract has been in effect for

the longer period of time at the date of the Injury.
GACXXAME100

EXCLUSIONS
The Policy does not provide benefits for:

o Treatment, services or supplies which:
e Are not Medically Necessary;

Are not prescribed by a Doctor as necessary to treat an Injury;

Are determined to be Experimental/lnvestigational in nature;

Are received without charge or legal obligation to pay;

Are received from persons employed or retained by any Family Member, unless otherwise

specified; or
¢ Are not specifically listed as Covered Charges in the Policy.
Injury by acts of war, whether declared or not.
Injury received while traveling or flying by air, except as a fare-paying passenger and not as a pilot or
crew member, on a regularly scheduled commercial airline.

e Injury covered by Worker's Compensation, Employer Liability law or Occupational Disease Act or

Law.

Dental treatment, except as specifically stated.

Injury sustained while committing or attempting to commit a felony.

Prescription Drugs except as specifically stated.

Suicide or attempted suicide while sane or insane.

Intentionally self-inflicted Injury.

Loss resulting from being legally intoxicated or under the influence of alcohol as defined by the laws

of the state or jurisdiction in which the Injury occurs.

e Loss resulting from being under the influence of any drugs or narcotic unless administered on the
advice of a Doctor.

¢ Injury sustained while participating in or practicing for any professional, intercollegiate or club sports
activity, except as specifically provided.

e Injury which occurs while a Covered Person is on active duty service in any armed forces. Reserve
or National Guard active duty for training is not excluded unless it extends beyond 31 days.

e Injury sustained flying in an ultra light, hang gliding, parachuting or bungee-cord jumping, by flight in a
space craft or any craft designed for navigation above or beyond the earth’s atmosphere.

e Injury sustained while driving or riding on vehicles for off-road use including but not limited to all-
terrain vehicles (ATV’s).

e Injury sustained where a Covered Person is the operator and does not possess a current and valid
motor vehicle operator’s license, except in a Driver's Education Program.

e Treatment in any Veteran’s Administration or federal Hospital, except if there is a legal obligation to
pay;

e Cosmetic surgery, except for reconstructive surgery on an injured part of the body.

e Covered Charges incurred outside of the United States or its possessions

e Competing in motor sports races or competitions;

e Competing in water sports races or competitions;

e Testing cars/trucks on any racetrack or speedway;

e Handling, storing or transporting explosives;

[ ]

[ ]

[ ]

G

Scaling up cliffs or mountain walls;
Spelunking (exploring caves),

Handling or working with dangerous animals.
ACXXEX100

e Injury sustained while water skiing or surfboarding;
e Injury sustained while snow skiing or snowboarding;
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e Injury sustained while roller blading or skateboarding;

e Injury sustained while participating in a rodeo.
GACXXEX200
e Repetitive motion injuries, strains, hernia, tendonitis, bursitis and heat exhaustion not related

to a specific Injury.
PREMIUM

Payment of Premium/Due Date: All premium, charges or fees (hereinafter “Premium”) must be paid to
Us at Our Home Office by the premium due date. Coverage will not become effective until the required
premium is received at Our Home Office or by Our authorized representative.

Returned or Dishonored Payment: If a check in payment for the Premium is dishonored for insufficient
funds, a reasonable service charge may be charged to You which will not exceed the maximum specified
under state law. A dishonored check shall be considered a failure to pay Premium and coverage shall not
take effect.

Grace Period: We allow a Grace Period of 31 days for the payment of premium after the first premium.
Coverage is in force during the Grace Period. If at least 60 days prior to the premium due date We send
written notice to You of Our intent not to renew this Certificate, then the Grace Period will not apply to any
period after the date the non-renewal is to be effective. If You send written notice to Us that You are not
renewing Your coverage, then the Grace Period will not apply after the date the non-renewal is to be
effective.

Coverage terminates on the last day for which premium has been paid.

Reinstatement: If coverage terminates due to non-payment of premium, then a subsequent acceptance
of premium by Us or by an agent, without requiring an application for reinstatement, will reinstate the
insurance.

The reinstated Certificate will cover only losses that begin after the date of reinstatement. In all other
respects, Your rights and Ours will be the same as before insurance terminated, unless there are new
provisions added due to reinstatement. The premium We accept for reinstatement may be used for the
period for which premiums had not been paid. We can apply the premium for as many as 60 days before

the date of reinstatement.
GACXXPREM100

CLAIM PROVISIONS

Notice of Claim: Written notice of claim must be given to the Company or its authorized representative
within 60 days after a covered loss starts, or as soon thereafter as is reasonably possible. Notice should
include information sufficient to identify the Covered Person.

Claim Forms: The Company, upon receipt of written notice of claim, will furnish to the claimant such
forms as are usually furnished by it for filing Proofs of Loss. If such forms are not furnished within 15
days after the giving of such notice, the claimant shall be deemed to have complied with the requirements
of the Policy as to Proof of Loss upon submitting, within the time fixed in the Policy for filing Proof of Loss,
written proof covering the occurrence, the character, and the extent of the loss for which claim is made.

Proof of Loss: Written proof of loss for Hospital confinement must be given to the Company or its
authorized representative within 60 days after release from the Hospital. Proof of any other covered loss
must be given to the Company or its authorized representative not later than 90 days after the covered
loss. If proof of loss is not given within the time specified, the claim will not be denied or reduced for that
reason if that proof was given as soon as reasonably possible.

Time of Payment of Claims: Benefits will be paid as soon as We receive proper proof of loss unless the
Policy provides for periodic payment. When the Policy provides for periodic payment, the benefits will
accrue and will be paid monthly subject to proper proof of loss.
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Payment of Claims: Benefits payable under the Policy for Your loss of life will be paid to Your
beneficiary on record with the Company. Benefits payable for losses sustained by Your Dependents are
payable to You. Any other payable benefits remaining unpaid at the time of a Covered Person’s death
may, at Our option, be paid to a Covered Person’s next of kin or to a Covered Person’s estate. All other
benefits will be payable to a Covered Person or the medical services provider if We have received a valid
assignment by the Covered Person.

If any indemnity of the Policy shall be payable to a Covered Person’s estate or to a person who is a minor
or otherwise not competent to give a valid release, the Company may pay such indemnity to his parent,
guardian or other person actually supporting him. Any payment made by the Company in good faith
pursuant to this provision shall fully discharge the Company to the extent of such payment.

Subject to a Covered Person’s written direction or of a Covered Person’s legal or natural guardian if a
Covered Person is a minor or otherwise incompetent to make such a direction, all or a portion of any
indemnities provided by the Policy as a result of medical, surgical, dental, hospital or nursing service may,
at the Company’s option, and unless the Company is requested in writing not later than the time for filing
proofs of loss, be paid directly to the hospital or person rendering such services.

Change of Beneficiary: You have the right to change the beneficiary and the consent of the beneficiary
or beneficiaries shall not be requisite to any change in beneficiary.

Physical Examination and Autopsy: The Company, at its own expense, shall have the right and
opportunity to examine a Covered Person as it may reasonably require while a claim is pending. The
Company, at its own expense, may also have the right to make an autopsy in the case of death, where it
is not prohibited by law.

Legal Actions: A legal action may not be brought to recover on the Policy within 60 days after written
Proof of Loss has been given as required. No such action may be brought after 3 years from the time
written proof was required to be given.

Subrogation: When benefits are paid to or for a Covered Person under the terms of the Policy, We shall
be subrogated, unless otherwise prohibited by law, to a Covered Person’s rights of recovery against any
person who might be acknowledged liable or found legally liable by a Court of competent jurisdiction for
the Injury that necessitated the hospitalization or the medical or surgical treatment for which benefits were
paid. Such subrogation rights shall extend only to the recovery by the Company of the benefits it has
paid for such hospitalization and treatment and the Company shall pay fees and costs associated with

such recovery.
GACXXCP100

GENERAL PROVISIONS

Entire Contract; Changes: The Policy, including the endorsements and the attached papers, if any,
constitutes the entire contract of insurance. No change in the Policy shall be valid until approved by an
executive officer of the Company and unless such approval be endorsed hereon or attached hereto. No
agent has authority to change the Policy or waive any of its provisions.

Failure by the Company to enforce any Policy provision shall not waive, modify or render such provision
unenforceable at any other time; at any given time; or under any given set of circumstances, whether the
circumstances are or are not the same.

Incontestability: After 2 years from the Covered Person’s Effective Date of coverage, no statements,
except fraudulent misstatements, made by the Covered Person in the application for such coverage shall
be used to void the Covered Person’s coverage or to deny a claim for loss incurred or disability
commencing after the expiration of such 2 year period

Non-Participating: The Policy is non-participating. It does not share in the Company’s profits or surplus
earnings.
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Workers’ Compensation: This Certificate is not in lieu of and does not affect any requirement for
coverage by Workers’ Compensation Insurance.

Conformity With State Statutes: If any provision of the Policy is contrary to any law to which it is

subject, such provision is hereby amended to conform to the minimum requirements of such law.
GACXXGP100
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SCHEDULE OF BENEFITS

Policyholder:

United Business Association (UBA)

Eligible Persons:

All members of United Business Association and their Dependent Spouse and Children

Scope of Coverage:

24-Hour Accident

GAXXSOB100

ACCIDENTAL DEATH AND DISMEMBERMENT,
LOSS OF SIGHT, SPEECH AND HEARING BENEFIT

The Principal Sum $ 1,000.00
0TIy o I USSR $ 1,000.00
L0SS Of BOth HANAS.......eeiiiiciie ettt $ 1,000.00
LOSS Of BOth FEEL.....ciiiiiieciec e $ 1,000.00
Loss of the Entire Sight of Both EYes.........ccccvviiiiiiiiii e $ 1,000.00
Loss of One Hand and ONe FOOL..........cooiiiiiiiiiiiiiiiee e ereee e $ 1,000.00
Loss of Speech and HEarNG......ccc.uvviiiiiiiiie e $ 1,000.00
Loss of One Hand or One Foot and Entire Sight of One Eye..........cccccccvevveneeennn. $ 1,000.00
Loss of One Hand or ONE FOOL..........ccciiiiiiieeiiiiiee et $ 500.00
Loss of Entire Sight 0f ONE EYE........c.cocveiiieiieie et snee e $ 500.00
LOSS Of SPEECH OF HEANNG. .. eiveeieiieiie ittt stee e seee st sree et snee e e nnee s $ 500.00
LOSS Of HEANNG ONE B .......ueiiiiiiiiiiiie ittt $ 250.00
GAXXADDSOB202
ACCIDENT MEDICAL EXPENSE BENEFITS

Maximum Benefit Amount Per Injury $ 10,000.00
Deductible Per Injury $100.00
Insured Percent (except as specifically stated in Covered Charges) 100%
Initial Treatment Period 12 weeks
Benefit Period 52 weeks
GAXXAMESOB101
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SCHEDULE OF BENEFITS (Continued)

COVERED CHARGES

Maximum
Amount

Hospital room and board, and general nursing care, up to the semi-private room
rate.

Up to Policy Limits

Hospital miscellaneous expense during Hospital Confinement or for outpatient
surgery under general anesthetic, such as the cost of the operating room,
laboratory tests, x-ray examinations, anesthesia, drugs (excluding take-home
drugs) or medicines, therapeutic services and supplies

Up to Policy Limits

Doctor’s fees for surgery. $1000
Anesthesia services. $250
Doctor’s visits, inpatient and outpatient, per visit $75
Hospital Emergency care. $500

X-ray and laboratory services. $250
Ambulance expense. $250
Prescription Drug expense. Up to Policy Limits
Dental treatment for Injury to Sound Natural Teeth per visit $250
Registered nurse expense. Up to Policy Limits
Chiropractic per visit $20
Physical therapy per visit $25
Durable Medical Equipment $50




AZ Health Care Insurer Appeals Process Information Packet

GUARANTEE TRUST LIFE INSURANCE COMPANY

CAREFULLY READ THE INFORMATION IN THIS PACKET AND KEEP IT FOR FUTURE
REFERENCE. IT HAS IMPORTANT INFORMATION ABOUT HOW TO APPEAL ADVERSE
DETERMINATIONS THAT WE MAKE ABOUT YOUR HEALTH CARE.

IMPORTANT: THE STANDARD APPEAL PROCESS FOR ALL PLANS MUST INCLUDE AN
INITIAL APPEAL LEVEL OF REVIEW. FOR SOME PLANS WE MAY ELECT TO OFFER A
SECOND INTERNAL LEVEL OF REVIEW CALLED A VOLUNTARY INTERNAL APPEAL. THE
VOLUNTARY INTERNAL APPEAL, AND ANY REFERENCE TO THE VOLUNTARY INTERNAL
APPEAL IN THIS PACKET, DOES NOT APPLY TO YOUR PLAN.

We must send you a copy of this information packet when you first receive your policy, at the request of
you or your treating provider, and provide access to a copy of this health care appeals information packet
on our website (https://myaccount.gtlic.com/account/login). When your insurance coverage is renewed,
we will send you a reminder that you can request another copy of this packet. Just call our
Customer/Member Services number on the CONTACT US page in this packet to request an additional

copy.

WHICH DISPUTES ARE ELIGIBLE FOR ARIZONA’S HEALTH CARE APPEALS
PROCESS?

You can file an appeal when you are notified by us of an Adverse Determination, which means that a
requested service or a claim for service or a denial, reduction, or termination of service, in whole or in
part, is:

e Not medically necessary or appropriate, including the health care setting, level of care or
effectiveness of a treatment or service.
Experimental or investigational.

Not a covered service.

An Adverse Determination also includes a cancellation of the policy back to the effective date due to a
reason other than failure to pay premiums, known as a rescission of coverage.

Examples of disputes that are not eligible for Arizona’s Health Care Appeals process include:
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e You disagree with our determination as to the amount we paid for a service or treatment.

® You disagree with how we are coordinating benefits when you have health insurance with more
than one insurer.

e You disagree with the amount of your cost-share (co-payments and co-insurance) or how we have
applied your claims or services to your plan deductible.

If you disagree with a decision we made that is not appealable, contact us at the number on the CONTACT
US page in this packet.

WHO CAN FILE A HEALTH CARE APPEAL OR REPRESENT A MEMBER?

You or your treating provider on your behalf can file an appeal. The following authorized representatives
can also file an appeal on your behalf:

A parent or legal guardian.
A surrogate who is authorized to make health care decisions for the member through a power of
attorney, a court order or the provisions of A.R.S. § 36-3231.

e An agent who is an adult and who has the authority to make health care treatment decisions for the
member pursuant to a health care power of attorney.

If you are the member and want to file a health care appeal, you can work with your treating provider to
help you with information you need to support your appeal. In Arizona, the majority of health care appeals
are filed by treating providers.

TOOLS FOR FILING A HEALTH CARE APPEAL

In this packet you will find forms you can use for your appeal. The Arizona Department of Insurance and
Financial Institutions (“AZ DIFI”’) developed these forms to help consumers file a health care appeal. You
are not required to use them and we cannot reject your appeal if you do not use them. To file an appeal,
you can call us or send us a request in writing. If you need help in filing an appeal, or you have questions
about the appeals process, contact us at the phone number on your ID card or listed on the CONTACT US
page in this packet.

If you have general questions about health care appeals, you can contact the AZ DIFI’s Consumer Services
Section at (602) 364-3100 or visit the AZ DIFI website at www.difi.az.gov.

DESCRIPTION OF THE APPEALS PROCESS

There are two types of appeal time frames: an expedited appeal for urgent matters and a standard appeal.
The appeals operate in a similar fashion, except that expedited appeals are processed much faster because
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of the patient’s condition.

Appeals are categorized as either Medical Necessity or Coverage. The designation will affect how the
case is handled by us and by the AZ DIFI, as well as the rights you have once the health care appeals
process has been completed.

STANDARD VS EXPEDITED TIME FRAMES: IS IT URGENT?

Generally, a standard appeal for a service not yet provided will be completed within 30 days.

If your appeal is urgent, your treating physician must certify and provide supporting documentation to us
that the time frame for a standard appeal review would cause a significant negative change in your
condition. There is a provider certification form at the end of this packet, but it is not required to be used.
Your provider could also send a written request or create a form with similar information. Your treating
provider must send the certification and documentation to us using the information on the CONTACT US
page in this packet.

Adverse Determinations Eligible for Expedited Appeal Process

The following is a non-exhaustive list of Adverse Determinations that may be expedited with certification
from your provider:

® A denial of a health care service as experimental or investigational.

A denial of a health care service for which a member has received emergency services but has not
been discharged.

® A denial, reduction, or termination of coverage for an admission.

Availability of care.

e A continued stay for a course of treatment before the end of the period of time or number of
treatments recommended by the treating provider.

e A prior authorization denial.

If you already received the service, or it is an issue of policy rescission, it cannot be expedited.

GENERAL APPEALS PROCESS INFORMATION

e Your plan may or may not offer a second internal level of review called the Voluntary Internal Appeal.
The first page of this packet indicates whether the Voluntary Internal Appeal applies to your plan.

e You have two years from the date of an Adverse Determination to begin the health care appeals
process.

e Requests for all health care appeal levels are to be sent directly to us using the information on the
CONTACT US page in this packet.
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e An appeal must first go through the Initial Appeal level and, if applicable, the Voluntary Internal
Appeal level, or the internal level(s) of review must be waived or deemed exhausted, before seeking
an External Independent Review, except that you can simultaneously initiate an Expedited External
Independent Review at any internal level of review.

e The Initial Appeal and Voluntary Internal Appeal, if applicable, and the Expedited Medical Review
and Expedited Appeal levels of review are completed by us. For the External Independent Review and
Expedited External Independent Review levels, we send the appeal to the AZ DIFIL.

e At any time we may waive the internal levels of review and move an appeal to the External
Independent Review level.

e There is no minimum dollar amount for the value of a claim or service for it to be eligible for the
health care appeals process.

e There is no fee to you or your provider for any level of appeal.
e [t is important to pay attention to deadlines at each level of review.

e For individual plans, and for group plans that do not elect to offer a Voluntary Internal Appeal level,
there are two standard appeal levels:
1. Initial Appeal.
2. External Independent Review.

e For group and grandfathered individual plans that elect to offer a Voluntary Internal Appeal level,
there are three standard appeal levels:
1. Initial Appeal.
2. Voluntary Internal Appeal.
3. External Independent Review.

e For all plans, there are three expedited appeal levels:
1. Expedited Medical Review.
2. Expedited Appeal.
3. Expedited External Independent Review.

e If the External Independent Review involves medical necessity, the AZ DIFI selects an Independent
Review Organization (“IRO”) that is completely independent of us to make the determination. The

IRO reviewer will be a provider that typically manages the condition that is the subject of the appeal.

e If the appeal involves whether a treatment or service is covered in your policy, the AZ DIFI is the
external reviewer.
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EXPEDITED APPEAL PROCESS FOR URGENTLY NEEDED SERVICES
NOT YET PROVIDED

Expedited Medical Review

You may obtain Expedited Medical Review of an Adverse Determination for a service that has not already
been provided if your treating provider certifies in writing and provides supporting documentation that
the time for a standard appeal is likely to cause a significant negative change in your medical condition.
At the end of this packet is a form that your treating provider may use, but that form is not required. Your
provider could also provide a written request or create a form with similar information. Your treating
provider must send the certification and documentation to us using the information on the CONTACT US
page in this packet.

We have 72 hours after we receive the request to decide whether we should change our determination and
authorize your requested service. Within this time frame, we must call and tell you and your treating
provider about our determination. We must also send you a written determination.

If we overturn our determination, we will authorize the service and the appeal is over.

If we deny your appeal, our determination letter will explain the reasons for our determination and the
information on which we based our determination. Our determination letter will also include instructions
for the next steps in the appeal process.

We may decide at any time to waive the Expedited Medical Review and Expedited Appeal levels and send
your appeal to the AZ DIFI for Expedited External Independent Review.

Expedited Appeal

If we deny your Expedited Medical Review, you may request an Expedited Appeal. After you receive our
Expedited Medical Review determination, your treating provider must immediately send us a written
appeal request using the information in the CONTACT US page in this packet. To help your appeal, your
provider should also send us any additional information that the provider has not already sent to show why
you need the requested service.

We have three business days after we receive the request to decide whether we should change our
determination and authorize your requested service. Within this time frame, we must call and tell you and
your treating provider about our determination. We must also send you a written determination.

If we overturn our determination, we will authorize the service and the appeal is over.
If we deny your appeal, our determination letter will explain the reasons for our determination and the
information on which we based our determination. Our determination letter will also include instructions

for the next steps in the appeal process.

We may decide at any time to waive the Expedited Appeal level and send your appeal to the AZ DIFI for
Expedited External Independent Review.

RG24APL-AZ (Rev. 7/25) 5



Expedited External Independent Review

Unless we waive the Expedited Medical Review or Expedited Appeal levels of review and send your
appeal to the AZ DIFI for Expedited External Independent Review, you may request an Expedited
External Independent Review after you have completed an Expedited Medical Review and an Expedited
Appeal or simultaneously at any internal level of review. You have four months after you receive a Final
Internal Adverse Determination to send to us your written request for Expedited External Independent
Review. If the treatment or service is considered experimental or investigational, you can make an oral
request if your treating physician certifies in writing that the requested service or treatment would be
significantly less effective if not promptly initiated. Send us your request and any additional supporting
information using the information in the CONTACT US page in this packet.

There are two types of Expedited External Independent Review depending on the issue in your case:
Medical Necessity or Contract Coverage.

(A) Medical Necessity

These are cases where we have decided not to authorize a service because we determined that the
service you or your treating provider are asking for is not medically necessary to treat your condition.
For medical necessity cases, the independent reviewer is a provider retained by an IRO, which is
procured by the AZ DIFI and not connected with our company. The IRO reviewer must be a provider
who typically manages the condition under review. Medical necessity appeals are subject to the
following time frames:

e Within one business day of receiving your request, we must:

1. Send a written acknowledgement of the appeal request to the AZ DIFI, you, and your
treating provider.

2. Send the AZ DIFI all of the following:

The request for review.

Your policy, evidence of coverage or similar document.

All medical records and supporting documentation used to render our determination.
A summary of the applicable issues, including a statement of our determination.

The criteria used and clinical reasons for our determination.

The relevant portions of our utilization review guidelines.

The name and credentials of the health care provider who reviewed and upheld the
denial at the internal levels of review.

@ e o o

e Within two business days of receiving the appeal the AZ DIFI must send all the submitted
information to the IRO.

e Within 72 hours of receiving the appeal the IRO must make a determination and send their
determination to the AZ DIFI.

e Within one business day of receiving the IRO’s determination the AZ DIFI must send a notice
of the determination to you, your treating provider, and us.
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The determination: If the IRO decides that we should provide the service we must authorize the
service. If the IRO agrees with our determination to deny the service the appeal is over and your only
further option is to pursue a claim in Superior Court.

(B) Contract Coverage

These are cases where we have denied coverage because we determined that the requested service is
not covered under your insurance policy. For contract coverage cases the AZ DIFI is the independent
reviewer. Contract Coverage appeals are subject to the following time frames:

e Within one business day of receiving your request, we must:

1. Send a written acknowledgement of the request to the AZ DIFI, you, and your treating
provider.

2. Send the AZ DIFI all of the following:

The request for review.

Your policy, evidence of coverage or similar document.

All medical records and supporting documentation used to render our determination.
A summary of the applicable issues, including a statement of our determination.

The criteria used and any clinical reasons for our determination.

The relevant portions of our utilization review guidelines.

o Qo o

e Within two business days of receiving this information the AZ DIFI must determine whether
the service or claim is covered under your insurance policy and send a written notice of their
determination to you, your treating provider, and us.

Referral to an IRO for Contract Coverage Appeals: The AZ DIFI may be unable to determine
issues of coverage. If this occurs, the AZ DIFI will forward the case to an IRO. The IRO will have 72
hours to make a determination and send it to the AZ DIFI. The AZ DIFI will have one business day
after receiving the IRO’s determination to send the notice of determination to you, your treating
provider, and us.

The determination: If the AZ DIFI decides that we should provide the service or pay the claim, we
must do so. If either you or we disagree with the AZ DIFI’s determination on a coverage issue, you or
we may request a hearing with the Arizona Office of Administrative Hearings (“AZ OAH”) by sending
a request to the AZ DIFI within 30 days after receiving the AZ DIFI’s determination.

STANDARD APPEAL PROCESS FOR NON-URGENT SERVICES
AND DENIED CLAIMS

Initial Appeal

You can request an Initial Appeal of an Adverse Determination if all of the following apply:

* You have coverage with us.
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We denied your request for a covered service or claim.

You request an appeal within two years after the date we make the Adverse Determination.
You do not qualify to have your appeal expedited.

You send your request to us using the information in the CONTACT US page in this packet.

At any time we may decide to waive internal review and send your appeal to the AZ DIFI for External
Independent Review.

Before we make a Final Internal Adverse Determination that relies on new or additional information
generated by us, we must provide you with a copy of the new information along with a reasonable

opportunity to respond within the applicable time frames for us to provide a written determination.

Determination and Time Frames:

e For individual plans, and for group plans or grandfathered individual plans that do not elect to
offer a voluntary internal appeal level, we have:
a. 30 days to make a determination for a service not yet provided.
b. 60 days to make a determination for a service already provided.

e For group plans and for grandfathered individual plans that elect to offer a Voluntary Internal
appeal level, we have:
a. 15 days to make a determination for a service not yet provided.
b. 30 days to make a determination for a service already provided.
We must send you and your treating provider a written determination letter within the time frames above.
If we overturn our determination, we will authorize the service or pay the claim and the appeal is over.
If we deny your appeal, our determination letter will explain the reasons for our determination and the

information on which we based our determination. Our determination letter will also include instructions
for the next steps in the appeal process, subject to the following time frames:

e Forindividual plans, and for group plans that do not elect to offer a voluntary internal appeal level,
you have 4 months to request an External Independent Review.

e For group plans and for grandfathered individual plans that elect to offer a voluntary internal
appeal level, you have 60 days to request a Voluntary Internal Appeal.

Voluntary Internal Appeal

This level of appeal applies only if you have a group plan or grandfathered individual plan, we elect
to offer this level of appeal, and you previously completed an Initial Appeal.

You or your treating provider must send to us a written request within 60 days of an Initial Appeal
determination to tell us you want a Voluntary Internal Appeal. To help us make a determination on your
appeal, you or your provider should also send us any additional information that you have not already sent
to show why we should authorize the requested service or pay the claim. Send your appeal request and
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information to us using the information in the CONTACT US page in this packet.

At any time we may decide to waive the Voluntary Internal Appeal level and send your appeal to the AZ
DIFI for External Independent Review.

Before we make a Final Internal Adverse Determination that relies on new or additional information
generated by us, we must provide you with a copy along with a reasonable opportunity to respond within

the applicable time frames for us to provide a written determination.

Determination and Time Frames:

e We have 15 days to make a determination for a service not yet provided.
e We have 30 days to make a determination for a service already provided.

If we overturn our determination, we will authorize the service or pay the claim and the appeal is over.
If we deny your appeal, our determination will explain the reasons for our determination and the
information on which we based our determination. Our determination will also include instructions for
the next steps in the appeal process. You have four months to appeal to the External Independent Review

level.

External Independent Review

You may appeal to the External Independent Review level only after you have completed the internal
level(s) of appeal. You have four months after you receive a Final Internal Adverse Determination to send
us your written appeal request and any additional supporting information for External Independent
Review. Send your request to us using the information in the CONTACT US page in this packet.

This level of review also applies if we elect to waive the internal level(s) of review.
There are two types of External Independent Review, depending on the issues in your case: Medical
Necessity or Contract Coverage.

(A) Medical Necessity

These are cases where we have decided not to authorize a service because we determined that the
service you or your treating provider are asking for is not medically necessary to treat your condition.
For medical necessity cases, the independent reviewer is a provider retained by an IRO, which is
procured by the AZ DIFI and not connected with our company. The IRO reviewer must be a provider
who typically manages the condition under review. Medical necessity appeals are subject to the
following time frames:

e Within five business days of receiving your request, we must:

1. Mail a written acknowledgement of your request to the AZ DIFI, you, and your treating
provider. This acknowledgment must include notice that you have five business days after
receiving the notice to submit any additional written evidence to the AZ DIFI for
consideration by the external reviewer. The AZ DIFI will forward it to the IRO. If you
provide additional information after five business days the IRO may or may not consider
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it.

2. Send the AZ DIFI all of the following:

a.
b.
C.

o o

The request for review.

Your policy, evidence of coverage or similar document.

All medical records and supporting documentation used to render our
determination(s).

A summary of the applicable issues including a statement of our determination.
The criteria used and clinical reasons for our determination.

The relevant portions of our utilization review guidelines.

The name and credentials of the health care provider who reviewed and upheld the
determination(s) at the initial appeal and, if applicable, the voluntary internal appeal
level.

e Within five days of receiving the appeal the AZ DIFI must send all the submitted information

to an IRO.

e Within 21 days of receiving the appeal the IRO must make a written determination and send
the determination to the AZ DIFI.

e Within five business days of receiving the IRO’s determination the AZ DIFI must send a

written notice of the determination to you, your treating provider, and us.

The determination: If the IRO decides that we should provide the service or pay the claim, we must
authorize the service or pay the claim. If the IRO agrees with our determination to deny the service or
payment, the appeal is over and your only further option is to pursue a claim in Superior Court.

(B) Contract Coverage

These are cases where we have denied coverage because we determined that the requested service is
not covered under your insurance policy. For contract coverage cases, the AZ DIFI is the independent
reviewer. Contract coverage appeals are subject to the following time frames:

¢ Within five business days of receiving your request, we must:

1. Send a written acknowledgement of your request to the AZ DIFI, you, and your treating
provider.

2. Send the AZ DIFI all of the following:

oo T

The request for review.

Your policy, evidence of coverage or similar document.

All medical records and supporting documentation used to render our determination(s).
A summary of the applicable issues including a statement of our determination.

The criteria used and clinical reasons for our determination.

The relevant portions of our utilization review guidelines.

The name and credentials of the health care provider who reviewed and upheld the

determination(s) at the initial appeal and, if applicable, the voluntary internal appeal
level.
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e Within 15 business days of receiving this information the AZ DIFI must determine whether
the service or claim is covered and send a written notice of their determination to you, your
treating provider, and us.

Referral to an IRO for Contract Coverage Appeals: The AZ DIFI may be unable to determine
issues of coverage. If this occurs, the AZ DIFI will forward the case to an IRO. The IRO will have 21
days to make a determination and send it to the AZ DIFI. The AZ DIFI will have five business days
after receiving the IRO’s determination to send the notice of determination to you, your treating
provider, and us.

The determination: If the AZ DIFI decides that we should provide the service or pay the claim, we
must do so. If either you or we disagree with the AZ DIFI’s determination on a coverage issue, you or
we may request a hearing with the AZ OAH by sending a request to the AZ DIFI within 30 days after
receiving the AZ DIFI’s determination..

NOTES ON INDEPENDENT REVIEW ORGANIZATIONS (IROs)

o The AZ DIFI contracts directly with multiple IROs. They each maintain large rosters of many types
of specialties of physicians and other licensed health care professionals.

e There is no cost to a member or provider for any part of the appeal process. If the services of an IRO
are used, the AZ DIFI selects and pays the IRO, then bills the insurer for reimbursement after the
appeal is completed.

e The IRO will check that their reviewer does not have a conflict of interest with the insurer, member,
or treating provider, and was not involved in the original denial determination or any previous appeal

for the same member.

e There will be no communication with the IRO by you or us. The IRO will complete their review using
the documentation in your appeal.

o The IRO reviewer will be a provider who typically manages the condition under review.

e The IRO’s determination is binding on all parties. Any further challenges must proceed through
Superior Court.

e Even if determined to be medically necessary, neither the IRO, the AZ DIFI, or the AZ OAH can order
an insurer to provide or pay for a treatment or service that is excluded in a policy.
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OBTAINING MEDICAL RECORDS

Arizona law (A.R.S. § 12-2293) permits you to ask for a copy of your medical records. Your request must
be in writing and must specify who you want to receive the records. The health care provider who has
your records will provide you or the person you specified with a copy of your records.

Designated Decision-Maker: If you have a designated health care decision-maker, that person must send
a written request for access to or copies of your medical records. The medical records must be provided
to your health care decision-maker or a person designated in writing by your health care decision-maker
unless you limit access to your medical records only to yourself or your health care decision-maker.

Confidentiality: Medical records disclosed under A.R.S. § 12-2293 remain confidential. If you participate
in the appeal process the relevant portions of your medical records may be disclosed only to people
authorized to participate in the review process for the medical condition under review. These people may
not disclose your medical information to any other people.

DOCUMENTATION FOR AN APPEAL

If you file an appeal, you must include any material justification or documentation. If you gather new
information during the course of your appeal you should give it to us as soon as you get it. You must also
give us the address and phone number or email where you can be contacted.

If your appeal goes to external review, the AZ DIFI may contact you by email from a generic email address
(hca@difi.az.gov). If the appeal is already at the External Independent Review level, you will be notified
in writing that you have five business days to send any additional information to the AZ DIFI. If you
submit anything after the five business days, it does not have to be considered in your appeal.

THE ROLE OF THE ARIZONA DEPARTMENT OF INSURANCE AND FINANCIAL
INSTITUTIONS (AZ DIFI)

Arizona law requires “any member who files a complaint with the AZ DIFI relating to an Adverse
Determination to pursue the review process prescribed” by law (A.R.S. § 20-2533(F)). This means that
you must pursue the health care appeals process for all appealable adverse determinations before the AZ
DIFI can investigate a complaint you may have against our company based on the determination at issue
in the appeal.

The appeal process requires the AZ DIFI to:

Oversee the appeals process.

Maintain copies of each utilization review plan submitted by insurers.

Receive, process, and act on requests from an insurer for External Independent Review.
Enforce the determinations of insurers.

Review determinations of insurers.

M.
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6. Send, when necessary, a record of the proceedings of an appeal to Superior Court or to the AZ
OAH.

7. Issue a final administrative determination on coverage issues, including the notice of the right to
request a hearing at AZ OAH.

RECEIPT OF DOCUMENTS

Any written document that is sent by mail is deemed received by the person to whom the document is
properly addressed on the fifth business day after mailing. “Properly addressed” means your last known
mailing address. Any document may alternatively be sent electronically where a member has elected
electronic delivery.

RG24APL-AZ (Rev. 7/25) 13



CONTACT US
GUARANTEE TRUST LIFE INSURANCE COMPANY

NAME: Guarantee Trust Life Insurance Company
PHONE NUMBER: 1-800-338-7452
WEBSITE ADDRESS: https://www.gtlic.com/

FOR ALL STANDARD AND EXPEDITED HEALTH CARE APPEALS, AS WELL AS ALL EXTERNAL
INDEPENDENT REVIEW REQUESTS, SEND YOUR APPEAL/REQUEST TO:

Name: Guarantee Trust Life Insurance Company
Title: Claims Manager
Department: Claims Department Appeals Unit
Address: P.O. Box 1144

Glenview, Illinois 60025
Phone: 1-800-338-7452
Fax: 1-847-699-1048
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Submit this form to:

Guarantee Trust Life Insurance Company
Claims Department Appeals Unit

P.O. Box 1144

Glenview, Illinois 60025

HEALTH CARE APPEAL REQUEST FORM
You may use this form to tell your insurer you want to appeal an adverse determination.

Insured Member’s Name Member ID
Email Phone

Mailing Address

City State Zip Code

Name of Treating Provider

(If applicable) Authorized Representative Name

Email Phone

Mailing Address

City State Zip Code

Type of Denial: Denied Claim Denied Service Not Yet Received

Name of Insurer

If you are appealing your insurer’s decision to deny a service you have not yet received, will a 30-day delay
in receiving the service likely cause a significant negative change in your condition? If “Yes,” your treating
provider must sign and send a certification and documentation supporting the need for an expedited review.

What decision are you appealing?

(Explain what you want your insurer to authorize or pay for.)

Explain why you believe the claim or service should be covered.

(Attach additional sheets of paper, if needed.)

Make sure to attach everything that shows why you believe your insurer should cover your claim or
authorize a service, including: |:| Medical records Supporting documentation (letter from
your doctor, brochures, notes, receipts, etc.) If you are seeking expedited review, also attach the certification
and supporting documentation from your treating provider. If you have questions about the appeals process
or need help to prepare your appeal, you may call the Arizona Department of Insurance and Financial
Institutions Consumer Services number (602) 364-3100, or Guarantee Trust Life Insurance Company at 1-
800-338-7452.

Signature of Insured Member or Authorized Representative Date
RG24APL-AZ (Rev. 7/25) 15



Submit this form to:

Guarantee Trust Life Insurance Company
Claims Department Appeals Unit

P.O. Box 1144

Glenview, Illinois 60025

PROVIDER CERTIFICATION FORM
FOR EXPEDITED MEDICAL REVIEWS AND EXPEDITED APPEALS

(This form cannot be used if the service has already been provided.)

A patient who is denied authorization for a covered service is entitled to an expedited appeal if the treating provider certifies and
provides supporting documentation that the time period for the standard appeal process (about 30 days) “is likely to cause a
significant negative change in the patient’s medical condition at issue.”

PROVIDER INFORMATION

Treating Physician/Provider
Phone FAX
Email

Mailing Address
City State Zip Code

PATIENT INFORMATION

Patient’s Name Member ID
Email Phone

Mailing Address
City State Zip Code

INSURER INFORMATION

Insurer Name

Phone FAX
Email

Mailing Address
City State Zip Code

o [s the appeal for a service that the patient has already received? D Yes D No
If “Yes, ” the patient must pursue the standard appeals process and cannot use the expedited appeals process.
If “No,” continue with this form.

¢ What adverse determination is being appealed?

¢ Explain why you believe the patient needs the requested treatment or service and why the time for the standard appeal process will
cause a significant negative change in the patient’s medical condition that is the subject of the appeal.

Attach additional sheets, if needed, and include: El Medical records I:l Supporting documentation

If you have questions about the appeals process or need help preparing this certification, you may call the Arizona
Department of Insurance and Financial Institutions Consumer Services number (602) 364-3100 or Guarantee Trust Life
Insurance Company at 1-800-338-7452.

I certify, as the patient’s treating provider, that delaying the patient’s care for the time period needed for the standard appeal
process is likely to cause a significant negative change in the patient’s medical condition at issue.

Signature of Treating Physician/Provider Date
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GUARANTEE TRUST LIFE INSURANCE COMPANY
PRIVACY NOTICE

At Guarantee Trust Life Insurance Company (GTL) we know the importance of the right to privacy. That’s why protecting the
information that personally identifies each and every one of our valued insurance customers is high priority, and a matter we take very
seriously.

Our primary goal is, and will continue to be, providing competitive, fairly priced, and exceptional quality insurance products to meet
the short-term and long-term financial needs of our customers. From life and health insurance to credit life and credit disability
insurance, getting people the protection they need is not just a job to us. Itis a privilege.

While the personal, financial and medical information shared with us (from applying for coverage, to filing a claim) is the cornerstone
to providing the high-quality insurance protection and service our customers have come to know and expect, be assured that
information, unique to our insurance customers, is kept secure, confidential and used expressly for the purpose of conducting our
insurance relationship with them. Remember, protecting our customer’s privacy is not only our priority...it's a promise.

The following is a summary of our privacy policy and practices. It tells you about the kinds of personally identifiable information we
collect, disclose or share with others.

INFORMATION WE COLLECT AND SOURCES OF INFORMATION

In order for GTL to provide and administer the insurance products we offer, we collect personal information about the customer.
Some of the information we collect is “nonpublic”. The nonpublic personal information we collect is obtained from the following
sources:

e Information we receive on the application for insurance or other forms (such as name, address, telephone number, age, social
security number, and beneficiary designation.)

e Information about our customer’s transactions with us and our affiliates (such as the type of insurance product purchased, the
premium paid, the method of purchase, and payment history.)

e Information we receive from third party reports, (such as consumer-reporting/credit agencies, motor vehicle records, and medical
information. All medical information we receive is subject to the Medical Confidentiality rules described below.)

INFORMATION WE DISCLOSE
GTL does not disclose any nonpublic personal information about our customers or former customers to anyone without providing
notice of the customer’s rights to either opt out or opt in the sharing of personal information, except as permitted or required by law.

We may also disclose all of the information we collect, as described above, with the following:

o Affiliates — We may share information with our affiliates. Our affiliates offer products and services that may complement
insurance purchases and we believe may be of interest to our customers.

e Service Providers — We may share information with companies engaged to perform services on our behalf, such as third party
administrators and vendors hired to effect, administer or enforce a transaction a customer requests or authorizes; to develop or
maintain computer software; or to perform market research.

e Joint Marketing — We may share information with companies that perform marketing services on our behalf or to other financial
institutions with which we have a joint marketing agreement.

MEDICAL CONFIDENTIALITY

All medical information is kept confidential. We will not use or share, internally or with third-parties, our customer’s medical
information except for the purposes of:

Underwriting;

Administering the policy or claim;

As permitted or required by law; or

As authorized by the customer.

SECURITY AND CONFIDENTIALITY OF CUSTOMER INFORMATION

We restrict access to nonpublic personal information about our customers to those employees (or people working on our behalf under
confidentiality agreements) who need to know the information in order to provide products and services. We also maintain physical,
electronic, and procedural safeguards that comply with federal regulations to guard all nonpublic personal information.

GTL
Guarantee Trust Life Insurance Company
1275 Milwaukee Avenue
Glenview, Illinois 60025
1-800-338-7452
Visit us at: www.gtlic.com
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