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TEXTRON MEDICAL BENEFITS

Textron HRA Plan
Textron Low Deductible-HSA Plan
Textron High Deductible-HSA Plan
Textron Maximum Deductible-HSA Plan

Administered by UnitedHealthcare

Summary Plan Description

For the following eligible employees:

e Textron Enterprise Non-Bargained Employees
e Certain Bargained Employees, and

o Certain Retirees

Effective Date: 1-1-20
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Introduction

This Summary Plan Description (SPD) is a summary of the medical benefits
administered by UnitedHealthcare (UHC) under a group health plan that is part of the
Textron Non-Bargained Medical Plan (525) and the Textron Bargained Medical Plan
(526) for certain employees, and the Textron Retiree Benefits Plan (528) for certain
retirees (the “Plan”), of Textron Inc., its divisions and subsidiaries (the "Company”).
This is a Self-Insured plan.

The benefits described in this SPD relate to a Consumer Directed Health Plan (CDHP)
which is a health insurance plan that allows members to use personal Health Savings
Accounts (HSAs), Health Reimbursement Arrangements (HRAs), or similar medical
payment products to pay routine health care expenses directly, while a high-
deductible health insurance policy protects them from catastrophic medical expenses.

This SPD applies to you if you are an eligible employee or retiree (as described in the
Eligibility section of this SPD or Retiree Supplement) on or after the applicable
effective date listed in this SPD. Retiree Supplements summarize important
information about your eligibility for benefits under the Textron Retiree Benefits Plan.

This SPD is incorporated in a more formal Plan document and summarizes the Plan’s
major provisions. Your benefits are described as clearly as possible. If there is a
conflict between this SPD and the formal Plan document, the formal Plan document
will control. Likewise, if any oral or written representations made by any Textron
representative or any other person conflict with or are inconsistent with the
provisions of this SPD or the Plan document, the Plan document will control and takes
the place of any prior oral or written communication on the subject of the benefit.

It is important for you to read this SPD to understand what is covered under the Plan,
when you are entitled to this benefit and the extent of your coverage.

If you have difficulty in understanding this benefit description in English, we will
provide you with translation assistance. If you need assistance, please ask your
supervisor or call the Textron Human Resources Service Center (HRSC) at 1-866-MY-
TXT-HR (1-866-698-9847).

The information presented is not intended to be construed to create a contract
between Textron Inc. and you as a Textron Inc. employee or former employee. This
SPD is not intended to create a contractual right to employment by Textron. All
employment is “at will.”

In the event that the content of this document or any oral or written representations
made by any person regarding the plan conflict with or are inconsistent with the
provisions of the plan document, the provisions of the plan document control.

Textron Inc. reserves the right to amend, modify, suspend, replace or terminate any

of its plans, policies or programs, in whole or in part, including any level or form of
coverage by appropriate company action, without your consent or concurrence.
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If you have any questions regarding eligibility, enroliment or contribution rates for
this Plan, please contact the Textron Human Resources Service Center at 1-866-MY-
TXT-HR (1-866-698-9847). If you have questions regarding benefit coverage or
claims under this Plan, please contact the Claims Administrator.

This SPD describes the Plan in effect on January 1, 2020and applies to you only
if you are an eligible employee on or after this date.
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Eligibility

Who Is Eligible for the Consumer Driven Health Plan
(CDHP)

To be eligible for active medical coverage, you must be:

e A Salaried or Hourly Non-Bargained full-time employee scheduled to work at
least 20 hours per week.

e A Bargained employee scheduled to work at least the number of hours per
week as specified in your collective bargaining agreement.

e Part-time employees scheduled to work between 20 and 30 hours per week are
eligible for benefits at an increased premium (currently 125% of the active full-
time employee rate).

¢ An employee who meets the eligibility requirements, if any, effective on or
after January 1, 2020 applicable to the Textron entity or Company where
you work.

Note: The Affordable Care Act (ACA) requires that a full-time employee be defined as
an employee who works, on average, at least 30 hours per week over the previous
year, calculated on September 30 each year.

Eligible Salaried, Hourly Non-Bargained or part-time employees who work at
one of the companies listed below:

If hired prior to May 1, 2016:

o Bell Helicopter

Kautex, N.A.

Textron Airborne Solutions Inc. (TAS)
Textron Aviation

Textron Corporate

Textron Financial

Textron Specialized Vehicles
Textron Systems

TRU Simulation + Training

Eligible Bargained employees who work at one of the companies listed below:

If hired prior to May 1, 2016:
¢ Bell Helicopter UAW Local 317

If hired prior to July 1, 2016:

e Kautex Detroit UAW 22 (Vitec)
e Textron Aviation
¢ TRU Simulation + Training- SCA Contracts

UHC0003947
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If hired prior to January 1, 2018:
» Bell BPEA
e Bell SPFPA Local 256

If hired prior to January 1, 2019:
e Bell UAW Local 218

Who Is Not Eligible

Even if you meet the above requirements, you are not eligible to participate in the

Plan if:

You are a leased employee of one of the Textron companies;

You are classified by Textron as an independent contractor or other non-
employee (even if you are later classified by Textron, the IRS or other
government agency or a court as a common-law employee of one of the
Textron companies);

Your basic compensation for services is not paid directly by one of the Textron
companies;

You were retained by one of the Textron companies under a contract that
states that you are not eligible to participate in thePlan;

You are a seasonal, temporary or introductory employee of one of the Textron
companies;

You are student hired through a program that is designed to supplement
classroom education, such as an internship program, a co-op program or a
special program for at-risk students;

You are a non-resident alien and you receive no earned income from any of
the Textron entities that constitutes income from sources within the United
States under the Internal Revenue Code;

You are a self-employed individual, as defined in the Internal Revenue Code;

You are an individual engaged as a consultant or advisor on a retainer or fee
basis, as determined by the Plan Administrator; or

You are a member of Textron’s Board of Directors who is not otherwise eligible
to participate in the Plan.

Note: If you are employed by a Textron organization that supplies services to other
Textron units, benefits will be received from the Company that employs and pays

you.
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Dependent Eligibility

The following individuals may be covered as dependents under the Plan:

e Your spouse to whom you are legally married, and

e Your child— For purposes of the Plan, “child” means any of the following,
subject to the requirements described below in the Dependent Child
Requirements section:

o Your natural or legally adopted child, including a child placed with
you for adoption;

o The child of your spouse, even if you have not legally adopted thechild;

o A foster child who is related to you by blood and who is a legal resident of
the U.S. or is a U.S. citizen; or

o A child for whom a court has appointed you the legal guardian.

Except as required to comply with a qualified medical child support order ("QMCSO"),
your enrollment elections and coverage for dependent children are subject to change
if necessary to ensure that coverage for your dependents will not be treated as
taxable income to you. If your enroliment election must be changed, you will be
notified.

Domestic partners were previously eligible for coverage under the Plan. In recognition
of changes in the law, only legally married spouses are now eligible for coverage.
Dependent Child Requirements

To be eligible for coverage, your child must be:

e Under age 26, or

e Permanently and totally disabled.

Disabled Dependent

If your child is disabled when coverage would normally end because of age, you can
apply to continue the child's medical coverage. A child is considered disabled if, due
to a mental or physical handicap, the child is:

e Unable to earn a living,
¢ Unmarried, and

e  Dependent upon you for support (i.e., you provide more than half of the
child’s support).
You must apply for this extended coverage by contacting the Textron Human
Resources Service Center within 30 days after the child’s coverage normally would

end. There may also be additional certifications required by Social Security
Administration and UnitedHealthcare.

If, on your eligibility date, one of your children is disabled and fails to meet the age
requirements for dependent coverage, you can apply for coverage for that child.

Application for the disabled child’s coverage must be made to the Textron Human
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Resources Service Center within 30 days of your eligibility date.

You must provide proof of your dependent’s continuing incapacity to the Claims
Administrator from time to time.

Note: The Plan Sponsor may request an examination of your child as often as needed;
provided that, after the first two years from the date your child’s coverage would
otherwise have ended, the Plan Sponsor may not request an examination of your child
more often than once a year.

Coverage for a disabled child will end if he or she does not undergo any required
exam, or if the child no longer meets the eligibility requirements for a disabled child.
Coverage will also end if your child becomes covered under his or her employer’s plan
or if your coverage ceases.

If your child’s coverage ends or would have ended in accordance with the terms of the
Plan, and the child later becomes disabled, you may not enroll or re-enroll the child for
coverage in the Plan.

Covering Grandchild

You may cover a grandchild as a dependent under the Plan only if your grandchild
qualifies as your “child” under the rules described above (e.g., you have legally
adopted your grandchild or you are your grandchild’s legal guardian, and the
grandchild is under age 26), or all of the following conditions are satisfied:

— The grandchild’s parent is covered under the Plan as your dependent child;
— The grandchild is under age 26;

- The grandchild lives with you for more than half of the year; and

— You provide more than half of the grandchild’s support.

If any of these conditions are not satisfied, your grandchild cannot be covered under
the Plan.

Qualified Medical Child Support Order (QMCSO)

You may be required by an order issued by a court or administrative agency to
provide coverage for your child under this Plan, even if the child does not live with
you. If the order is a “qualified medical child support order” ("QMCSQ0"), Textron will
be required to enroll the child in the coverage stated in the order and Textron will
deduct payments for the coverage from your subsequent paychecks.

Note: You may not disenroll this child while the order is in effect and the child still
gualifies for coverage under the Plan.

If Textron receives a medical child support order requiring you to provide healthcare
coverage to your child, you will be notified promptly that the order has been received,
and you will be sent a copy of the procedures that Textron will follow to determine
whether or not the order is “qualified.” If Textron determines that the order is
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qualified, you will be notified that your child will be covered under the Plan and that
you will be charged for the required coverage as if you had elected to cover your child
under the Plan.

At any time, you may request a free copy of the procedures used by Textron to
determine whether an order is a QMCSO.

Note: In some cases, federal tax law requires Textron to report the value of coverage
provided under a QMCSO as taxable income to you. In those cases, you will be taxed
on the value of the health coverage provided to your child and Textron will be required
to withhold income tax and employment tax (FICA) for the coverage that is treated as
taxable income. In many cases, similar rules will apply under statelaw.

This special tax rule will not affect you if, in the year (or years) coverage is provided,
the covered child is an eligible dependent (as described above), or if:

— The covered child lives with you and/or the other parent for more than half the
year and receives more than half of his or her support from you and the other
parent; and

- You and the child’s other parent either are divorced or separated under a
written separation agreement or live apart at all times during the last six
months of the year for which coverage is provided.

Enrolling for Coverage

You can choose from among the following coverage level options:
-  Employee only;
— Employee plus one; or
—  Family.

Your enrollment authorizes Textron to make any payroll deductions necessary for the
coverage you elect. Your election will remain in force for the full calendar year and
cannot be changed mid-year unless you experience a qualifying event (qualified
change in status) as explained under the Special Enrollment section of this SPD.

Initial or Rehire Enroliment

Shortly after you are hired (or rehired), you will receive an enrollment kit that includes
a Personal Fact Sheet (PFS), enrollment instructions and an enrollment sheet to help
you make your selections. The PFS provides you with a list of benefits that you may
enroll in and the required contribution for each benefit.

As an active employee, you must elect coverage and enroll through the Textron
Human Resources Service Center within 30 days of becoming eligible or within 30
days from the date the Textron Human Resources Service Center is notified of your
eligibility, whichever is later, as noted on the PFS you are provided.

You may enroll either by contacting the Textron Human Resources Service Center at
8
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election will remain in effect through the end of that year, unless you have a qualuﬂed
change in status (as described in the Special Enroliment section).

If you do not contact the Textron Human Resources Service Center and enroll in
benefits by the enrolilment deadline stated in your PFS (i.e., generally within 30 days
of becoming eligible), you may subsequently enroll for coverage only during a
designated annual enrollment period or during a special enroliment period (as
described in the Special Enroliment section).

Annual Enroliment

Once each year, during the annual enroliment period, you will have the chance to
review your existing coverage and think about your needs for the coming year. You
must actively enroll for some of your Textron benefits, including flexible spending
accounts.

If you do not enroll during annual enrollment, you and your previously covered
dependents will be automatically enrolled in your current coverage or no coverage for
all health plans, but not for flexible spending accounts. You will not be able to change
this default coverage until the next enrollment period or until you have a qualified
change in status that allows you to change your enroliment category.

9847).

The elections you make during annual enroliment will apply for the calendar year after
the year in which the elections are made and will remain in effect for that entire year,
unless you change your election mid-year due to a qualified change in status described
in the Special Enroliment section.

Enrolling Your Dependent

You can elect coverage for your “eligible dependents” when you enroll. If dependent
coverage is available, you may select coverage for the dependents under the same
plan options in which you've enrolled.

Your dependent must qualify as an “eligible dependent” at the time you enroll. To the
extent permitted by law, if it is later found that you have enrolled an ineligible
individual as a dependent, his or her coverage will be terminated retroactive to the
date coverage was initiated. Any additional premium that may have resulted from that
individual being enrolled will be refunded, and you will be financially responsible for
the full amount of any claims that may have been processed.

If you enroll any of your dependents in Textron’s health plans, you will be subject to
random dependent eligibility audits. Providing false or misleading information
may result in the loss of Textron’s benefits and disciplinary action, up to and
including termination of employment, and collection of all past paid claims
dollars for the ineligible dependent(s).

UHC0003952
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Special Enrollment

Qualified Change in Status

Generally, the choices you make during the annual enroliment period stay in effect for
the entire Plan Year. However, you may be eligible to change your coverage elections
mid-year during a special enrollment period if you have a qualified “change in status.”
If you have a qualified change in status, you must change your coverage election
before the applicable deadline described below (30 or 60 days, depending on the
qualified change in status) or the coverage you had before the change will remain in
effect for the rest of the calendar year. The Plan generally does not accept late
enrollees (but see “Late Enroliment Appeal Procedures” in the Claims Payment and
Appeals Process section for extraordinary cases). If you enroll in coverage during a
special enroliment period, the effective date of coverage will be the date of the
qualified change in status.

The changes you make to your coverage elections during a special enrollment period
must be on account of and correspond with the qualified change in status. For
example, changing from individual to family coverage because you gain a dependent
with the birth of your child is consistent with and corresponds to the qualified change
in status.

The following qualified changes in status require you to change your coverage
election within 30 days after the qualified change in status occurs:
o Marital qualified change in status because:
e YOu marry.
e You divorce.
e You legally separate.
0 You gain or lose a dependent due to:
e Birth.
e Adoption or placement for adoption, or court-ordered guardianship.
e Death (yours, spouse’s or child’s).

For example: If you get married and want to enroll your spouse, you must
do so within 30 days of the date of your marriage. If you have a baby, you
must enroll him or her within 30 days of the date of birth.

If you acquire a new eligible dependent on February 1, you must enroll that
dependent by March 3 (or March 2 in a leapyear).

0 Your Dependent Child loses eligibility under a health and/or welfare
plan other than Medicaid or the Children’s Health Insurance Program
(CHIP).

0 You, your spouse, or your dependent become(s) eligible for Medicare
or Medicaid.

10

UHC0003953



Case 1:23-cv-05221-JPB  Document 81-14  Filed 04/13/26 Page 14 of 194

e You are required to make contributions for your child’s healthcare
expenses under an order that is a Qualified Medical Child Support
Order (QMCSO). You may also change your election when a QMCSO
expires.

* Qualified change in status applicable only to active employees
requiring you to change your coverage election within 30 days after the
qualified change in status occurs.

o Employment qualified change in status because:
= You take a leave of absence.
= You return from a leave of absence.

= You or a family member gains or loses benefits eligibility due to a
work situation or change.

= COBRA coverage from another employer expires (for a reason other
than failure to pay the COBRA premiums).

e Change in residence for you, your spouse or dependent because you
relocate outside your current network service area.

« Qualified change in status applicable to active employees and
retirees requiring you to change your coverage election within 60 days
after the qualified change in status occurs:

o Effective April 1, 2009, a special enrollment period is available duringthe
year to eligible employees and dependents if they lose eligibility for
Medicaid or CHIP (Children’s Health Insurance Program) coverage, or if
they become eligible for premium assistance under Medicaid or CHIP. If
you are eligible for a special enroliment period due to one of these
changes, you must request enroliment within 60 days of the qualified
change in status. If you do not enroll within this 60-day period, no
changes can be made until the next annual enroliment period or when
you have a different qualified change in status.

Special enrollment periods are not allowed if coverage or eligibility was lost because
you:

-~ Failed to pay contributions on time,

- Submitted a fraudulent claim, or

- Intentionally misrepresented information.
The above list of qualified changes in status is not all-inclusive. If you would
like to receive more information about qualified changes in status or if you think you
have had a qualified change in status and would like to change your coverage

elections, please contact the Textron Human Resources Service Center by phone at 1-
866-MY-TXT-HR (1-866- 698-9847).

When you enroll, you may be required to provide proof of loss of coverage or any
family qualified changes in status to the Textron Human Resources Service Center.

11
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However, you must contact the Textron Human Resources Service Center
about enroliment within the required special enrofiment timeframe, whether
or not you have documentation in your possession at that time.

If Both Spouses Are Employed by Textron

In general, every eligible employee may enroll eligible dependents. If both you and
your spouse are Textron employees, you may:

e Choose to enroll yourself as the employee and your spouse as your
dependent (or vice versa), or

e Both choose to enroll in benefits as employees.

You cannot be covered as both an employee and as a dependent. Eligible children
may be enrolled as dependents of either you or your spouse, but not both.

Waiving Coverage

If you waive coverage when you are hired, rehired or during annual enroliment, you
will not be eligible to elect coverage for you and your dependents until the next
annual enrollment period, unless you experience a qualified change in status.

Cost of the Plan

You and the Company share the cost of this coverage. Your enrollment materials
show the current premium contributions.

Your enrollment authorizes Textron to make any pre-tax payroll deductions necessary
for the premiums associated with the coverage you have elected. Your election will
remain in force for the full calendar year and cannot be changed unless you experience
a qualified change in status as described elsewhere in this document.

Importance of Current Address

Benefit-related information is mailed to you. You must keep your contact information
up to date in PeopleSoft if you have access to PeopleSoft. If you do not have access
to PeopleSoft, you must notify the HR Service Center if your address changes. If you
do not update your contact information with PeopleSoft or the HR Service Center, you
may not receive important information about your benefits.

If you provided your email address, you will also need to update your email address.

If you terminate employment and are entitled to benefits under the Textron Benefits
Program, you must keep the Textron Human Resources Service Center informed of
your current mailing address. You may do this by contacting 1-866-MY-TXT-HR (1-
866-698-9847). If you do not update the Textron Human Resources Service Center,
your benefits information may not reach you.

12
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The Company has no obligation or duty to locate a plan participant, beneficiary or
dependent.

When Coverage Begins

Employee Effective Date

As an active employee, you must elect coverage and enroll through the Textron
Human Resources Service Center within 30 days of becoming eligible. If you enroll
within 30 days of your hire date, your coverage is effective on your eligibility date. If
you are not a newly hired employee, your coverage will generally begin on the date
you enroll. If you do not enroll within 30 days of becoming eligible, you can only
enroll at the next annual enrollment period or when you have a qualified change in
status.

Dependent Effective Date

Your dependent’s coverage begins on your eligibility date (if he or she is enrolled
when you enroll for coverage).

Note: If you have a qualified change in status that allows you to enroll yourself or
your dependents for coverage, the effective date of coverage under a special
enrollment period will normally be the date of the qualified change in status.

When Coverage Ends

Your coverage under the Plan ends with whichever of the following occurs first:
- At the end of the month in which the coverage period terminated,

- When you cease to be in an eligible position or are otherwise no longer eligible
for coverage,

-  When you fail to make any contribution or healthcare reimbursementrequired
under the Plan (as applicable to your unit), or

— The date the Plan terminates.

If you are absent from work because of long-term disability or leave of absence, or if
you retire, your coverage may continue. However, if you are covered as a retired
individual or a disabled individual who is an inactive employee, your coverage under
the Plan will automatically end if you enroll in Medicare prescription drug coverage.
For more information, see the Your Prescription Drug Benefit and Medicare
section.

If your coverage would otherwise end, your coverage may be continued under
COBRA. For further information, see the Continuing Coverage Under COBRA
section.

13
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If You Retire

Depending on your eligibility, age and years of Textron service, you may be eligible to
continue your coverage under the Plan after you retire. Please contact the Textron
Human Resources Service Center for additional details on your eligibility.

If You Become Disabled

If your Textron employment ends and you are totally disabled, your coverage under
the Textron Medical Plan may be continued.

Please contact the Textron Human Resources Service Center for additional details.

If You Take a Leave of Absence or Military Leave of Absence

If your Textron employment is suspended while you are on an authorized leave of
absence or military leave of absence, your coverage may be continued. See the
Leave of Absence section for more information or contact the Textron Human
Resources Service Center.

When Dependent Coverage Ends

Coverage for your dependent(s) ends on the earliest of the date:
- He or she no longer meets the Plan’s definition of an eligible dependent;
— Your coverage ends;

- You fail to make any contribution or health care reimbursement required under
the Plan; or
- The Plan terminates.

If You Die

If you die while covered under this Plan and your dependents were covered
immediately before your death, coverage for them may be continued under COBRA.
For information on COBRA, see the Continuing Coverage Under COBRA section.

If your dependents were not covered by a Textron health plan when you died, the
plan will not be available to them after your death.

14
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How the Plans Work

The Textron Health Reimbursement Account (HRA), the Textron Low Deductible HSA,
the Textron High Deductible HSA and the Maximum Deductible HSA Plan options (the
“Plans”) provide comprehensive medical coverage for a broad range of medical
services through a managed care organization. Managed care is a way to receive
medical care through networks of physicians, specialists, hospitals, clinics and other
healthcare providers.

Like a Preferred Provider Organization (PPQ), the Plans provide medical coverage and
pays both network and out-of-network benefits. However, you will generally pay less
out-of-pocket for network care because you receive lower, negotiated fees from

network providers, and the Plans pay a higher coinsurance percentage for network
care.

IMPORTANT

The healthcare service, supply or Pharmaceutical Product is only a Covered Health
Service if it is Medically Necessary. (See definitions of Medically Necessary and
Covered Health Service in the Terms to Know section.) The fact that a Physician or
other provider has performed or prescribed a procedure or treatment, or the fact that
it may be the only available treatment for a Sickness, Iniury, Mental Iliness,
substance-related and addictive disorders, disease or its symptoms does not mean
that the procedure or treatment is a Covered Health Service under the Plan.
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The Plans are made up of the following components and features:

| Maximum Deductible
Same as HRA Option

Employee Only

Employee +1

Employee +2 or More

Accounts to help The Health Reimbursement Account
pay for certain (HRA) is an account that is owned and
medical expenses | funded by the company to help you pay
for qualified IRS health care expenses.

"Coverage Options |

The Health Savings Account (HSA) is
a bank account that lets you put
money aside, tax-free, to save and
pay for qualified IRS health care
expenses.

The HRA Plan ceased to receive annual
employer contributions effective
January 1, 2019.

For more
information, see
these sections of

Once you open a HSA account with
Optum Bank, you can contribute to

the SPD: the account. If you are enrolled in
See the Textron Medical Plans Detail | either the HSA Low or High
Understanding chart for more information. Deductible Plan Options, the
Your Textron HRA company will make a contribution
Plan Note: Covered Health Services after you open the Optum Bank
expenses are paid first from your HRA, account.
and and then Covered Health Services
expenses are generally counted toward If you enroll in the Maximum
Understanding your annual deductible under the Health | Deductible Plan, the company will
your Health Coverage component of the Plan. not make a contribution to your HSA;

Savings Account
and Your Textron
Low
Deductible/High
Deductible/Maxi
mum Deductible-
HSA Options

however, you can contribute to the

account.

You can use these funds toward your
deductible and other Covered Health

Services expenses.

Preventive Care
Benefit

The Plan covers preventive care services,
such as annual checkups, screenings,
immunizations, etc. at 100% (when you
receive specified preventive care services
in-network). You do not need to meet
the annual deductible to receive benefits
for preventive care services.

Same as HRA Option

Health
Coverage
Benefit

See the Health
Coverage
Benefit section
below for
further
information.

You must use all the Benefit Dollars in
your HRA and meet an annual deductible
before the Health Coverage portion of
the Textron HRA Plan begins to pay a
percentage of eligible Covered Health
Service expenses at a designated
coinsurance level.

Eligible expenses are covered under
the Health Coverage component of the
Plan once you meet an annual
deductible. Then the Plan pays for
Covered Health Services expenses at
a designated coinsurance level, up to
your annual out-of-pocket maximum;
and, at any time, reimbursement from
your HSA can provide payment for the
annual deductible or your portion of

coinsurance.
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In-Network
Vs
Out-of-Network
Benefits

See the Health
Coverage Benefit
and Textron
Medical Plans
Detail sections for
differences in your
Network and out-

Document 81-14

network provider, physicians and other
healthcare providers in the network
have agreed to charge lower,
negotiated fees for medical services to
participants enrolled in the Plan. The
Plan pays a higher percentage of
Covered Health Services expenses for
network providers and you will
generally pay lower out-of-pocket
costs when you stay in network.

If you choose to see a physician or

Aithough ybu are not vre'quviredvto use a
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aximum Deductible

Sémé as HRA Option

of-network other healthcare provider that is out-
benefits. of- network, your Plan pays that
portion of Covered Health Services in
accordance with your out-of-network
Benefit reimbursement methodology.
Out-of- An Out-of-Area (OOA) plan option is Same as HRA Option
Area (OOA) available if you live more than 30

Plan Option

miles from a network provider. If this
applies to you, you may choose the
OOA Option. The OOA option generally
will cover the same percentage of
Covered Health Services expenses,
whether you access care in the
network or out-of-network.

Deductibles

A deductible is the amount of
Covered Health Services expenses
that each person must incur out-of-
pocket in a Plan Year before the
Plan begins to pay benefits.

Deductibles apply to In-Network
and Out-of-Network benefits
combined.

Note: Some Pharmaceutical Products
may qualify for third party copayment
assistance programs which could
lower your out of pocket costs for
those products. For any such
Pharmaceutical Product where third
party copayment assistance is used,
the Member may not receive credit
toward their Out-of-Pocket Maximum
or Deductible for any copayment or
Coinsurance amounts that are applied
due to a manufacturer coupon or
rebate.

A deductible is the amount of
Covered Health Services expenses
that each person must incur out-of-
pocket in a Plan Year before the Plan
begins to pay benefits.

The deductible is comprised of
Textron’s annual contribution (if
applicable) plus the amount that you
pay. This amount does not apply
toward the coinsurance maximum.
Deductibles apply to In-Network and
Out-of-Network benefits combined.
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Coinsurance

| After satisfying the deductible, when

you incur a Covered Health Service
expense, you and the Plan share the
cost by each paying a set percentage,
called coinsurance. This coinsurance
amount may differ if you visit a network
versus an out-of-network provider.
Generally, your coinsurance amount-
your share of the total cost-is lower
when you stay in the network.

v After satisfying the deductible, when '

Maxlmurh Deductlble .

you incur a Covered Health Servnce
expense, you and the Plan share the
cost by each paying a set
percentage, called coinsurance. This
coinsurance amount may differ if you
visit a network versus an out-of-
network provider. Generally, your
coinsurance amount- your share of
the total cost-is lower when you stay
in the network.

Note: There is no coinsurance for in-
network services under the Maximum
Deductible Plan. The company will
pay 100% of your in-network costs
once you reach your annual
deductible. Coinsurance does apply
to out-of-network services, however,

Out-of-Pocket
Maximum

Your out-of-pocket maximum is the
maximum amount you are responsible
for paying out of pocket each Plan year
for in-network health care costs; itis
the sum of your coinsurance maximum
plus the Member Responsibility portion
of your deductible. After you reach your
out-of-pocket maximum for in-network
benefits, the Plan will pay 100% of
Covered Health Service expenses for
the remainder of the Plan Year.

There is no out-of-pocket limit on
your share of the cost of Out-of-
Network Covered Health Services.

Note: Some Pharmaceutical
Products may qualify for third party
copayment assistance programs
which could lower your out of pocket
costs for those products. For any
such Pharmaceutical Product where
third party copayment assistance is
used, the Member may not receive
credit toward their Out-of-Pocket
Maximum or Deductible for any
copayment or Coinsurance amounts
that are applied due to a
manufacturer coupon or rebate.

Your out-of-pocket maximum is the
maximum amount you are
responsible for paying out of pocket
each Plan year for in-network
Covered Health Services costs; it is
the sum of your coinsurance
maximum (if applicable) plus the
Member Responsibility portion of
your deductible. After you reach your
out-of-pocket maximum for in-
network benefits, the Plan will pay
100% of Covered Health Services
expenses for the remainder of the
Plan Year.

There is no out-of-pocket limit on
your share of the cost of out-of-
network covered services.
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Employed Spouse

Medical
Contribution
(ESMC)

The Employed Spouse Medical
Contribution (ESMC) applies if your
spouse is eligible for medical coverage
through his/her employer, but you
choose to cover your spouse in a
Textron medical plan. The contribution
will vary according to your annual level
of pay and is in addition to your medical
paycheck contributions. (The ESMC does
not apply to retirees and COBRA

“Same as HRA Option.

Prior
Authorization

See the Prior
Authorization
section of this SPD
for a list of services
for which prior
authorization is
required.

Prior authorization for certain covered
health services is required. In general,
physicians and other health care
professionals who participate in a
network are responsible for obtaining
prior authorization. However, if you
choose to receive Covered Health
Services from a non-Network Provider,
you are responsible for obtaining prior
authorization before you receive the
services.

Same as HRA Option
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Health Coverage Benefit

HRA Plan Option

If you spend all the Benefit Dollars in your HRA and need further medical care, the
Health Coverage Benefit provides you with additional protection after you meet
your annual deductible, as long as the expenses you incur are covered under the
Plan.

— The Health Coverage Benefit begins to pay a percentage of Covered Health
Services expenses after you spend all of the Benefit Dollars in your HRA and
meet your annual deductible. The Covered Health Services expenses that
are eligible for payment only through the HRA are limited to an annual
maximum of 30% of your total annual HRA Benefit Dollars.

Note: The Benefit Dollars in your HRA that you use to pay for Covered Health
Services expenses will count toward your annual deductible.

— Your coinsurance percentage depends on the coverage level and benefit
level option you elected. See the Textron Medical Plans Detail chart for
coinsurance amounts.

— You will pay your portion of the coinsurance up to the annual
coinsurance maximum.

— After you have met your deductible and annual coinsurance maximum (for
in-network), the Plan pays for Covered Health Services expenses at 100% of
Eligible Expenses for the remainder of the Plan Year. There is no annual
coinsurance maximum for Out-of-Network services.

If you use all the Benefit Dollars in your HRA and you have not yet reached your
annual deductible amount, you must pay 100% of your remaining Covered
Health Services expenses until you meet your annual deductible. The portion of
the deductible which you must pay is your Member Responsibility. "Member
Responsibility” may also be referred to as the “deductible corridor”.

Note: Your Member Responsibility can be less if you roll over HRA Benefit Dollars
from the previous Plan Year(s), thus increasing the HRA amount available to you in
the current year. However, the Member Responsibility also could increase, up to the
full amount of your deductible, if you choose to spend your HRA Benefit Dollars on
HRA-only Covered Health Services expenses. The Covered Health Services
expenses that are eligible for payment only through the HRA are limited to an
annual maximum of 30% of your total annual HRA Benefit Dollars.
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HSA Plan Options

With the Textron Low Deductible, High Deductible and Maximum Deductible-HSA
Plan Options, Covered Health Services expenses are covered at the
reimbursement methodologies described in this document, under the Health
Coverage component of the Plan. The amounts vary depending upon whether you
access care in-network or out-of-network. However, you must meet an annual
deductible before the Health Coverage Benefit portion of the Textron Low
Deductible, High Deductible and Maximum Deductible-HSA Options begin to pay a
percentage of Covered Health Services expenses; and, at any time,
reimbursement from your HSA can provide payment for the annual deductible or
your portion of coinsurance.

Below is information about the components of the Health Coverage
Benefit for the HRA and HSA Plan Options. These components also relate
to the Preventive Care Benefit and OQut-of-Area (OOA) option of this
Plan.

Network

Although you are not required to use a network provider, physicians and other
health care providers in the network have agreed to charge lower, negotiated
fees for medical services to participants enrolled in the Plan.

The Plan pays a higher percentage of Covered Health Services expenses for
network providers and you will generally pay lower out-of-pocket costs when you
stay in the network. Once you reach the out-of-pocket maximum for the calendar
year, the plan pays 100% of the charges for Covered Health Services expenses.
See the Textron Medical Plans Detail chart for differences in your Network and
out-of- network Benefits.

To determine whether your physician or other healthcare provider is in the
network, contact your Claims Administrator. The Claims Administrator can
provide you acopy of the provider directory, free of charge. You may also obtain
provider directories by accessing the Claims Administrator'sWebsite.

Out-of-Network

If you choose to seek care outside the Network, the Plan generally pays Benefits
at a lower level. You are required to pay the amount that exceeds the Eligible
Expense.

The amount in excess of the Eligible Expense could be significant, and this amount
does not apply to the Out-of-Pocket Maximum. You may want to ask the non-
network provider about their billed charges before you receive care.

Here's how your out-of-network benefit works:

e The Plan pays a lower percentage of Eligible Expenses, after you meet your
annual deductible. (See the Textron Medical Plans Detail chart for
deductible and coinsurance amounts.) However, if your Out-of-Network
provider’'s charges exceed the Eligible Expenses, you pay any excess
amount.
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You will pay a higher coinsurance percentage for out-of-network services
and generally will pay higher out-of-pocket costs when you visit an Out-of-
Network Provider.

— The out-of-network benefit has an unlimited out-of-pocket maximum.
You will pay 50% of Eligible Expenses once you meet your out-of-
network deductible with no maximum out-of-pocket.

- For reimbursement of out-of-network expenses, you must file your own
claims with the Claims Administrator.

- If you require a specific Covered Health Service expense that is not
available from a Network provider within 30 miles of your home, the Plan
will pay for such covered expense from an out-of-network provider at the
in- network provider benefit level (subject to the Deductible and other
restrictions) subject to the limitation given below. Requests for this
benefit should be made by calling the phone number on the back of your
ID card before you obtain such services.

— Your selection of an Out-of-Network Provider is limited when you require
a specific Covered Health Service expense that is not available from a
Network Provider who is located within 30 miles from your home. The
Plan will not pay for a Covered Health Service expense from an Out-of-
Network Provider at the Network Provider benefit level when you must
travel a greater distance to an Out-of-Network provider than to a
Network Provider who is available to you at the same or shorter
distance.

Eligible Expenses

Textron has delegated to UnitedHealthcare the discretion and authority to decide
whether a treatment or supply is a Covered Health Service and how the Eligible
Expenses will be determined and otherwise covered under the Plan.

Eligible Expenses are the amount UnitedHealthcare determines that
UnitedHealthcare will pay for Benefits. For Network Benefits for Covered Health
Services provided by a Network provider, you are not responsible for any
difference between Eligible Expenses and the amount the provider bills. For
Network Benefits for Covered Health Services provided by a non-Network
provider (other than Emergency Health Services or services otherwise arranged
by UnitedHealthcare), you will be responsible to the non-Network Physician or
provider for any amount billed that is greater than the amount UnitedHealthcare
determines to be an Eligible Expense as described below. For Non-Network
Benefits, you are responsible for paying, directly to the non-Network provider,
any difference between the amount the provider bills you and the amount
UnitedHealthcare will pay for Eligible Expenses. Eligible Expenses are determined
solely in accordance with UnitedHealthcare's reimbursement policy guidelines, as
described in the SPD.

For Network Benefits, Eligible Expenses are based on the following:

e When Covered Health Services are received from a Network provider,
Eligible Expenses are UnitedHealthcare's contracted fee(s) with that
provider.
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When Covered Health Services are received from a non-Network provider as
a result of an Emergency or as arranged by UnitedHealthcare (i.e., you do
not choose to use a non-Network provider), Eligible Expenses are an
amount negotiated by UnitedHealthcare or an amount permitted by law.
Please contact UnitedHealthcare if you are billed for amounts in excess of

your

applicable Coinsurance or any deductible. The Plan will not pay

excessive charges or amounts you are not legally obligated to pay.

When you choose to seek services from a non-Network Provider, the
Benefits will be paid at the non-Network 50% coinsurance level, and
Eligible Expenses will be determined based on:

@]

110% of the published rates allowed by the Centers for Medicare
and Medicaid Services (CMS) for Medicare for the same or similar
service within the geographic market, with the exception of the
following:

- 50% of CMS for the same or similar laboratory service.

- 45% of CMS for the same or similar durable medical equipment,
or CMS competitive bid rates.

- For Mental Health Services and Substance-Related and
Addictive Disorders Services, the Eligible Expense is based on
110% of CMS published rates and will be further reduced by
25% for Covered Health Services provided by a psychologist
and by 35% for Covered Health Services provided by a masters
level counselor.

When a rate is not published by CMS for the service, UnitedHealthcare uses
an available methodology to determine a rate for the service as follows:

o]

For services other than Pharmaceutical Products, UnitedHealthcare uses
a methodology established by OptumiInsight and/or a third party vendor
that uses a relative value scale. The relative value scale is usually
based on the difficulty, time, work, risk and resources of the
service. If the relative value scale(s) currently in use become no
longer available, UnitedHealthcare will use comparable scale(s).
UnitedHealthcare and OptumInsight are related companies
through common ownership by UnitedHealth Group.

For Pharmaceutical Products, UnitedHealthcare uses methodologies that
are similar to the pricing methodology used by CMS, and produce fees
based on published acquisition costs or average wholesale price for the
pharmaceuticals. These methodologies are currently created by RJ Health
Systems, Thomson Reuters (published in its Red Book), or
UnitedHealthcare based on an internally developed pharmaceutical pricing
resource.

When a rate is not published by CMS for the service and a methodology
does not apply to the service, the Eligible Expense is typically based on
20% of the provider’s billed charge.
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UnitedHealthcare updates the CMS published rate data on a regular basis when
updated data from CMS becomes available. These updates are typically
implemented within 30 to 90 days after CMS updates its data.

IMPORTANT NOTICE: Non-Network providers may bill you for any
difference between the provider's billed charges and the Eligible Expense
described here.

It is recommended that you utilize the services of an in-network provider
whenever possible to maximize your healthcare benefits. However, if you
require a specific covered service that is not available from an in-network
provider, contact UnitedHealthcare at the number on the back of your ID
card before you receive the services.
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Deductibles

A deductible is the amount of Covered Health Services expenses that each person
must incur out-of-pocket in a plan year before the plan begins to pay benefits. In the
case of family coverage where more than one person is covered under the plan, the
plan does not require that you or a covered dependent meet the individual deductible
in order to satisfy the family deductible. Instead, one family member or a combination
of family members together must incur out-of-pocket Covered Health Services to
satisfy the family deductible, and no one in the family is eligible to receive Benefits
until the family deductible is satisfied.

Part of your deductible can be met by your Benefit Dollars contribution to your HSA,
while any remaining balance is your responsibility. The portion of the deductible you
must pay out of pocket also is called the “deductible corridor.”

Deductibles apply to in-network and out-of-network benefits combined.

Note: You do not need to meet a deductible before you can begin to pay expenses
through the HRA; however, your HRA expenses will generally count toward your
deductible required for the Health Coverage Benefit.

Note: Some Pharmaceutical Products may qualify for third party copayment assistance
programs which could lower your out of pocket costs for those products. For any such
Pharmaceutical Product where third party copayment assistance is used, the Member
may not receive credit toward their Out-of-Pocket Maximum or Deductible for any
copayment or Coinsurance amounts that are applied due to a manufacturer coupon or
rebate.

Coinsurance

After satisfying your deductible, when you incur a Covered Health Service expense,
you and the Plan share the cost by each paying a set percentage, called
coinsurance. This coinsurance amount may differ if you visit a Network Provider
versus an Out-of-Network Provider. Generally, your coinsurance amount—your
share of the total cost—is lower when you stay in the network.

Note: You must meet your deductible before coinsurance begins.

Until you meet your annual deductible, all Covered Health Services expenses above
your HRA or HSA Benefit Dollar amount are yourresponsibility.

If you are enrolled in the Maximum Deductible Plan, there is no coinsurance for in-
network services. The company will pay 100% of your in-network costs once you
reach your annual deductible. However, coinsurance does apply to out-of-network
services.

Out-of-Pocket Maximum

Your out-of-pocket maximum is the maximum amount you are responsible for
paying out of pocket each Plan Year for in-network health care costs; it is the
sum of your coinsurance maximum plus the Member Responsibility portion of
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your deductible.

After you reach your in-network out-of-pocket maximum, the Plan will pay
100% of Covered Health Services expenses for the remainder of the Plan
Year.

The out-of-network benefit has an unlimited out-of-pocket maximum. You will

pay 50% of Eligible Expenses once you meet your out-of-network deductible
with no maximum out-of-pocket.

Note: Some Pharmaceutical Products may qualify for third party copayment
assistance programs which could lower your out of pocket costs for those
products. For any such Pharmaceutical Product where third party copayment
assistance is used, the Member may not receive credit toward their Out-of-
Pocket Maximum or Deductible for any copayment or Coinsurance amounts that
are applied due to a manufacturer coupon or rebate.
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Textron Medical Plans Detail
| _HRA_ PI_an,_y Low/ngh/M_axvlmvum Deductlble _H_SA _Plavnsv -

Preventive Care

Well Child Care 100%

No HRA/HSA or 50%
deductible applies

Well Adult Care 100%

No HRA/HSA or 50%
deductible applies

Inpatient Hospital

Physician/Surgeon/Anesthesiologist 80% 50%
Hospital Ancillary Services incl. drugs, medications and 80% 50%
supplies

X-ray, Laboratory & Pathology Services 80% 50%
Use of Operating Room, Recovery Room & Special Care 80% 50%
Units

Room & Board (semi-private room rate) 80% 50%
Maternity Care for mother & child incl. delivery & 80% 50%
recovery rooms & nursery charges - newborns must be °

enrolled within 30 calendar days of the birth

Outpatient Hospital

Office Visits 80% 50%
Physician Services 80% 50%
Emergency Room 80% 80%
Urgent Care Center 80% 50%
Hospital Services & Supplies, incl. Surgery, Nursing 80% 50%
Services, X-ray and Laboratory

Pre-Admission Testing 80% 50%
Mental Health Care/Substance-Related and Addictive Disorders Services

Mental Health Services 80% 50%
Neurobiologic Disorders — Autism Spectrum Disorder 80% 50%
Services

Substance-Related and Addictive Disorder Services 80% 50%

26

UHC0003970



Case 1:23-cv-05221-JPB

“Other Medical Expenses

Document 81-14

Filed 04/13/26

Page 31 of 194

Home Health Care

80%; Subject to
maximum limitation
of 180 visits per
calendar year.

50%; Subject to
maximum limitation
of 180 visits per
calendar year.

Physical, Speech & Occupational Therapy

80%

50%

Hospice Care

80%

50%

Skilled Nursing/Convalescent Facility

80%; Subject to
maximum limitation
of 120 days per
calendar year

50%; Subject to
maximum limitation
of 120 days per
calendar year

Spine and Joint Surgeries 80% 50%
Cellular and Gene Therapy 80% 50%
Transplantation Services 80% Not Covered
Ambulance (Emergency) 80% 80%
Infertility (Process of Diagnosis Only) 80% 50%

Chiropractor Care

80%; Subject to a
maximum limitation
of $750 per calendar

50%; Subject to a
maximum limitation
of $750 per calendar

year. year.
Accident-related Dental Care 80% 50%
Durable Medical Equipment 80% 50%
Virtual Visits:
Network Benefits are available only when services are
delivered through a Designated Virtual Network 80% Not Covered
Provider. You can find a Designated Virtual Network
Provider by going to www.myuhc.com or by calling
the telephone number on your ID card.
Prescription Drugs
Prescription Drugs 80% Not Covered

*If you are enrolled in the Maximum Deductible Plan, there is no coinsurance for in-network services. The

company will pay 100% of your in-network costs once you reach your annual deductible. However,
coinsurance does apply to out-of-network services.
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Textron Medical Plans Detail: Out-of-Area
HRA Plan, Low/High/Maximum Deductible HSA
Plans

An Out-of-Area (OOA) plan option is available if you live more than 30 miles from a
network provider. If this applies to you, you may choose the OOA Option. The OOA
option generally will cover the same percentage of eligible medical expenses, whether
you access care in the network or out-of-network.

'out_-of-Networﬁ""

deductlble, not to .

Preventive Care

Well Child Care 100% 100%

No HRA/HSA or No HRA/HSA or

deductible applies deductible applies

Well Adult Care 100% 100%

No HRA/HSA or No HRA/HSA or

deductible applies deductible applies
Inpatient Hospital
Physician/Surgeon/Anesthesiologist 80% 80%
Hospital Ancillary Services incl. drugs, medications and 80% 80%
supplies
X-ray, Laboratory & Pathology Services 80% 80%
Use of Operating Room, Recovery Room & Special Care 80% 80%
Units
Room & Board (semi-private room rate) 80% 80%
Maternity Care for mother & child incl. delivery & 80% 80%
recovery rooms & nursery charges — newborns must be ?
enrolled within 30 calendar days of the birth
Outpatient Hospital
Office Visits 80% 80%
Physician Services 80% 80%
Emergency Room 80% 80%
Urgent Care Center 80% 80%
Hospital Services & Supplies, incl. Surgery, Nursing 80% 80%
Services, X-ray and Laboratory
Pre-Admission Testing 80% 80%
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“Mental Health Care/Substance-Related and Addictive Order Services

Mental Health Services 80% 80%
Neurobiologic Disorders - Autism Spectrum Disorder 80% 80%
Services

Substance-Related and Addictive Disorder Services 80% 80%

Other Medical Expenses

Home Health Care

80%; Subject to
maximum
limitation of 180
visits per calendar

80%; Subject to
maximum limitation
of 180 visits per
calendar year.

year.
Physical, Speech & Occupational Therapy 80% 80%
Hospice Care 80% 80%
Skilled Nursing/Convalescent Facilit o/, - ;
g Y 80%; Subject to 50%; Subject to
maximum

limitation of 120
days per calendar

maximum limitation
of 120 days per
calendar year

year

Spine and Joint Surgeries 80% 50%
Cellular and Gene Therapy 80% 50%
Transplantation Services 80% Not Covered
Ambulance (Emergency) 80% 80%
Infertility (Process of Diagnosis Only) 80% 80%%
Chiropractor Care 80%); Subject to a 80%; Subject to a

maximum maximum limitation

limitation of $750

of $750 per calendar

per calendar year. year.
Accident-related Dental Care 80% 80%
Durable Medical Equipment 80% 80%
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4

80% Not Covered
Network Benefits are available only when services are
delivered through a Designated Virtual Network Provider.
You can find a Designated Virtual Network Provider by
going to www.myuhc.com or by calling the telephone
number on your ID card.
Prescription Drugs
Prescription Drugs 80% Not Covered

*If you are enrolled in the Maximum Deductible Plan, there is no coinsurance for in-network services. The

company will pay 100% of your in-network costs once you reach your annual deductible. However,

coinsurance does apply to out-of-network services.
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Plan Details: HRA/HSA Company Funding Amounts,
Deductlibles,k Coms_urance, Out- of-Pocket Maxlmums

Maximum Daductiblef :

» Low Daductlble :

Employee

752,400/ 53,600/

$2,000/ $3,000/

Employee Qut-of-
Pocket for In-
Network
Healthcare Costs
(includes net
deductible,
excludes payroll
contributions)

$3,200 / $4,800 /
$6,400

$2,800 / $4,200 /
$5,600

$4,000 / $6,000 /
$8,000""

Deductible $4,800 $4,000 $3,000 / $4,500 / $6,550 / $13,100 /
(ee / ee+l / $6,000 $13,100
family)

Company Funding $0 $500/ $750 / $1,000 $500/ $750 / $1,000 $0
Employee

Deductible Net of $2,400 / $3,600/ $1,500 / $2,250/ $2,500 / $3,750 / $6,550/ $13,100/
Company $4,800 $3,000 $5,000 $13,100
Funding

Maximum

$6,550 / $13,100™
/$13,100""

Coinsurance

In-Network: 20%
Out-of-Network: 50%

In-Network: 20%
Out-of-Netwark: 50%

In-Network: 20%
Qut-of-Network: 50%

In-Network: 0%
QOut-of-Netwark: 50%

Lifetime Maximum
Benefits

Unlimited

Unlimited

Unlimited

Unlimited

"Only plans offered to new hires.
"2020 IRS Individual embedded out-of-pocket maximum of $8,150 (unless otherwise specified).

Note: All plans have a 50% out-of-network coinsurance and no out-of-network maximum.

Employees represented by a union should refer to their contract or local HR
department for updates.
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Prior Authorization

In-Network Services:

UnitedHealthcare requires prior authorization for certain Covered Health Services. In
general, physicians and other health care professionals who participate in the UHC
network are responsible for obtaining prior authorization from the Claims
Administrator. Services for which prior authorization is required are identified below.

It is also recommended that you confirm with the Claims Administrator that all
Covered Health Services listed below have been prior authorized as required. Before
receiving these services from a network provider, you may want to contact the
Claims Administrator to verify that the hospital, physician and other providers are in
the network and that they have obtained the required prior authorization.

Network facilities and network providers cannot bill you for services if they fail
to obtain prior authorization as required.

Out-of-Network Services:

If you choose to receive Covered Health Services from an out-of-network provider,
you are responsible for obtaining prior authorization before you receive the
services. Services for which prior authorization is required are identified below.

To obtain prior authorization, call the number on the back of your ID card. This call
starts the utilization review process. Once you have obtained the authorization,
please review it carefully so that you understand what services have been
authorized and what providers are authorized to deliver the services that are
subject to the authorization.

The Claims Administrator also provides a program called Personal Health Support to
ensure you receive the most appropriate and cost-effective services available. A
Personal Health Support Nurse is notified when you or your provider calls the
number on your ID card regarding an upcoming treatment or service. See Personal
Health Support section below for further information.

The utilization review process is a set of formal techniques designed to monitor the
use of, or evaluate the clinical necessity, appropriateness, efficacy, or efficiency of,
health care services, procedures or settings. Such techniques may include
ambulatory review, prospective review, second opinion, certification, concurrent
review, case management, discharge planning, retrospective review or similar
programs.
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Covered Health Services Which Require Prior Authorization

The services that require prior authorization from the Claims Administrator are:

Ambulance - non-emergent as soon as possible prior to transport.

Bariatric surgery — as soon as the possibility of bariatric surgery arises.
Cellular and Gene Therapy - as soon as the possibility of Cellular or Gene
Therapy arises

Clinical Trials as soon as the possibility of participation in a Clinical Trial arises.

Congenital heart disease surgery as soon as the possibility of a Congenital
Heart Disease (CHD) surgery arises.

Durable Medical Equipment - for items that will cost more than $1,000
to purchase or rent, including diabetes equipment for the management
and treatment of diabetes.

Gender Dysphoria - for surgical treatment as soon as the possibility of
surgery arises and for non-surgical treatment depending on where the
Covered Health Service is provided, any applicable authorization
requirements will be the same as those stated under each Covered
Health Service category in this section.

Genetic Testing - BRCA.

Home health care -five business days before receiving services, including
nutritional foods, or as soon as reasonably possible.

Hospice care - inpatient, five business days before admission or as soon as
reasonably possible.

Hospital Inpatient Stay - Benefits for all scheduled admissions and
maternity stays exceeding 48 hours for normal vaginal delivery or 96
hours for a cesarean section delivery. For a scheduled admission, five
business days before admission and for a non-scheduled admission
(including Emergency admissions), as soon as reasonably possible.

Lab, X-Ray and Diagnostics - Outpatient - for sleep studies, stress
echocardiography and transthoracic echocardiogram, five business days before
scheduled services are received.

Lab, x-ray and major diagnostics — CT, PET scans, MRI, MRA, nuclear
medicine and nuclear cardiology, five business days before scheduled
services are received or, for non-scheduled services, within one business
day or as soon as is reasonably possible.

Mental Health Services - inpatient services (including Partial
Hospitalization/Day Treatment and services at a Residential Treatment
facility), five business days before admission or, for a non-scheduled
admission, as soon as is reasonably possible. In addition, the
following services require prior authorization: Intensive Outpatient
Treatment programs; outpatient electro-convulsive treatment;
psychological testing; transcranial magnetic stimulation; extended
outpatient treatment visits beyond 45 - 50 minutes in duration, with
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or without medication management.

¢ Neurobiological Disorders — Mental Health Services for Autism Spectrum
Disorders -inpatient services (including Partial Hospitalization/Daytreatment
and services at a Residential Treatment Facility).

e Pregnancy, as soon as reasonably possible if the Inpatient Stay for the
mother and/or the newborn will be more than 48 hours for the mother and
newborn child following a normal vaginal delivery, or more than 96 hours
for the mother and newborn child following a cesarean section delivery.

¢ Prosthetic Devices for items that will cost more than $1,000 to purchase or
rent.

¢ Reconstructive Procedures, including breast reconstruction surgery following
mastectomy and breast reduction surgery.

e Skilled Nursing Facility/Inpatient Rehabilitation Facility Services.

e Substance-Related and Addictive Disorder Services - inpatient
services (including Partial Hospitalization/Day Treatment and services
at a Residential Treatment facility), five business days before
admission or, for a non-scheduled admission, as soon as is reasonably
possible. In addition, the following services require prior
authorization: Intensive Outpatient Treatment programs; outpatient
electro-convulsive treatment; psychological testing; transcranial
magnetic stimulation; extended outpatient treatment visits beyond 45
- 50 minutes in duration, with or without medication management.

e Surgery - Outpatient — examples include, but are not limited to,
knee, hip and back surgeries, cardiac catheterization, pacemaker
insertion, implantable cardioverter defibrillators, diagnostic
catheterization and electrophysiology implant, cochlear implant
surgery and orthognathic surgery, blepharoplasty,
uvulopalatopharyngoplasty, vein procedures and sleep apnea
surgeries.

e Therapeutics - Outpatient - five business days before a scheduled service or,
for a non-scheduled service, within one business day or as soon as is
reasonably possible for the following outpatient therapeutic services: dialysis,
IV infusion, radiation oncology, intensity modulated radiation therapy and MR-
guided focused ultrasound.

e Transplants as soon as the possibility of a transplant arises (and before the
time a pre-transplantation evaluation is performed at a transplant center). If
prior authorization is not obtained and if, as a result, the services are not
received from and performed by a Designated Provider, no Benefits will be
paid.

Notification is required within 48 hours of admission or on the same day of admission
if reasonably possible after you are admitted to a non-network hospital as a result of
an emergency.
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Personal Health Support

The Claims Administrator provides a program called Personal Health Support
designed to encourage personalized, efficient care for you and your covered
Dependents who reside in the United States.

Personal Health Support Nurses center their efforts on prevention, education, and
closing any gaps in your care. The goal of the program is to ensure you receive the
most appropriate and cost-effective services available. A Personal Health Support
Nurse is notified when you or your provider calls the number on your ID card
regarding an upcoming treatment or service.

If you are living with a chronic condition or dealing with complex health care needs,
The Claims Administrator may assign to you a primary nurse, referred to as a
Personal Health Support Nurse to guide you through your treatment. This assigned
nurse will answer gquestions, explain options, identify your needs, and may refer you
to specialized care programs. The Personal Health Support Nurse will provide you
with their telephone number so you can call them with questions about your
conditions, or your overall health and well-being.

Personal Health Support Nurses will provide a variety of different services to help you
and your covered family members receive appropriate medical care. The Personal
Health Support program includes:

e Admission counseling - Nurse Advocates are available to help you prepare
for a successful surgical admission and recovery. Call the number on the
back of your ID card for support.

e Inpatient care management - If you are hospitalized, a nurse will work
with your Physician to make sure you are getting the care you need and
that your Physician's treatment plan is being carried outeffectively.

e Re-admission Management - This program serves as a bridge between the
Hospital and your home if you are at high risk of being readmitted. After
leaving the Hospital, if you have a certain chronic or complex condition, you
may receive a phone call from a Personal Health Support Nurse to confirm
that medications, needed equipment, or follow-up services are in place. The
Personal Health Support Nurse will also share important health care
information, reiterate and reinforce discharge instructions, and support a
safe transition home.

e Risk Management - Designed for participants with certain chronic or
complex conditions, this program addresses such health care needs as
access to medical specialists, medication information, and coordination of
equipment and supplies. Participants may receive a phone call from a
Personal Health Support Nurse to discuss and share important health care
information related to the participant's specific chronic or complex condition.

If you do not receive a call from a Personal Health Support Nurse but feel you could
benefit from any of these programs, please call the number on your ID card.
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Understanding your Textron HRA Plan

The HRA is an individual account, funded by Textron with Benefit Dollars that you
may use to pay for qualified IRS health care expenses that you incur while you are
covered under the Textron HRA Plan. However, Benefit Dollars under your HRA may
be used only for Covered Health Services expenses incurred by you and your
covered dependents while enrolled in the Textron HRA Plan option.

You will lose your Benefit Dollars when you stop participating in a Textron HRA Plan.

HRA Contributions

You do not contribute to the HRA. Unlike a healthcare Flexible Spending Account
(FSA) or Health Savings Account (HSA), you may not contribute to the HRA. Instead,
Textron has made annual contributions to the HRA. However, the HRA plan ceased to
receive annual employer contributions effective January 1, 2019. You may use the
remaining Benefit Dollars in your HRA account to pay for qualified IRS health care
expenses throughout the year if you continue to be enrolled in the Textron HRA Plan.
If you decide to switch from an HRA plan to an HSA plan, you will not be able to
transfer balances from your HRA account to an HSA account, and you have until
December 31 of the current year to use your HRA balance.

Using Your HRA

Covered Health Services expenses are paid first from your HRA, and those expenses
are counted toward meeting your annual deductible under the Health Coverage
component of the Textron HRA Plan. You may use the Benefit Dollars in your HRA to
pay for:

e Deductibles or other out-of-pocket expenses under the Plan, or

e Certain qualified IRS health care expenses that are not covered by the
CHDP (i.e., HRA- only covered expenses, such as laser eye surgery, hearing
aids, etc.), although these do not count toward your deductible.

Below are some scenarios that will help you understand how the HRA and deductible
work when you have eligible expenses.

Scenario #1: When you receive care from a network provider, if you have an HRA
balance, any Eligible Expense (except for preventive care which is covered at 100%)
will be paid from your HRA and the amount will reduce your annual deductible.

Scenario #2: When you receive care from a network provider, if you do not have an
HRA balance remaining, and you have not met your annual deductible, the Eligible
Expense (except for preventive care) becomes part of your Member Responsibility.

The Claims Administrator will apply the amount of your Member Responsibility to your
annual deductible; you will pay this Member Responsibility amount.

Scenario #3: When you receive care from a network provider, if you do not have a
balance in your HRA but you have met your deductible, the Plan will pay at the 80%
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coinsurance level (100% for preventive care) and you will be responsible paying for
the balance (which is your 20% coinsurance amount).

The HRA does not pay for certain medical expenses that are covered under a
Healthcare FSA. For more information on what expenses are covered under the HRA,
see the What Expenses Are Covered section of this SPD.

Note: While your HRA is similar to a Healthcare FSA, the two are not the same and
they are used for different purposes. You may participate in both if you feel that
doing so best meets your family's needs, although you must use up your HRA
account before the Healthcare FSA is used for those expenses covered by
both accounts.

Each time you or a medical provider submits a claim for payment of qualified IRS
health care expenses eligible for payment from the HRA, Textron will pay the claim in
accordance with this SPD and decrease your HRA by the equivalent number of Benefit
Dollars.

At the end of the year, any Benefit Dollars left in your HRA (up to a maximum of
$10,000) will remain in your HRA and be carried forward to the following year, as long
as you are still enrolled in the Textron HRA Plan. See the Textron Medical
Plans Detail chart for HRA maximums.

Note: The HRA is not a funded account, meaning benefits are paid from Textron’s
general assets.

Keeping Track of Your Benefit Dollars

You can keep track of the Benefit Dollars in your HRA by accessing your account
online via the Claims Administrator’'s Web site; or Calling the Claims Administrator’s
toll-free customer service number, which is listed on the back of your ID card.

Taking Income Tax Deductions While Participating
Health Reimbursement Account vs. Income Tax Deduction

Federal tax laws allow you to deduct certain health-related expenses from your
taxable income—to the extent that the expenses exceed 7.5% of your Adjusted Gross
Income. Expenses that are reimbursed through your HRA do not count as health-
related expenses for purposes of the federal income tax deduction.

For most employees, using the HRA is more advantageous than taking the income tax
deduction for medical expenses. You should contact your personal tax advisor to
determine which approach is best for you.
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If You and Your Spouse Change the "Primary Insured”
During Annual Enroliment

If you and your spouse are both Textron employees enrolled in a Textron HRA Plan
option and you decide for the upcoming Plan Year to change which spouse is the
“primary insured,” then you and your spouse (plus family, as applicable) will begin
the new Plan Year with a newly-established HRA or a newly-established HSA,
depending on which Plan you choose. You will not be able to access or roll over any
unused HRA balance accumulated from coverage under the other primary insured
(although the balance would remain “frozen” should you decide to re-enroll under the
initial primary insured). For further information, you should contact
UnitedHealthcare.

What Expenses Are Covered under the HRA only?

This is a partial listing of qualified IRS health care expenses covered by an HRA. The
list does not include every eligible expense possible. For a complete listing, refer to
IRS Publication #502 on www.irs.gov or call 1-800-829-3676.

Qualified IRS health care expenses covered under the HRA and eligible for payment
from your HRA are listed below.

Qualified IRS Health Care Expenses

Please note:

1. These qualified IRS health care expenses are not covered by the
Health Coverage benefit.

2. Benefits for qualified IRS HRA only expenses are limited according to
coverage level, up to an annual maximum of 30% of your total annual
HRA Benefit Dollars. The deductible and out-of-pocket maximum do not
apply to HRA only expenses.

3. In addition to this HRA only list, Covered Health Services under the Health
Coverage benefit are always covered under the HRA.

o Elective abortion

¢ Alcoholics Anonymous (AA), travel costs to and from meetings subject to
attendance in AA being pursuant to medical advice that membership in AA is
necessary for the treatment of a disease involving the excessive use of
alcoholic liquors

e Acupuncture treatment

¢ Braille books and magazines (i.e., the difference in cost compared to a regular
printed edition)

Charges that exceed the allowed amounts and/or the usual and customary
charge

Christian Science practitioners
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e Conductive keratoplasty (CK) procedures when the procedure is performed
within the guidelines prescribed by the FDA

¢ Expenses used to satisfy Plan deductibles and/or coinsurance

e Dental care, treatment, implants, surgery, dentures, or supplies are covered
under the HRA only, if not covered under the health coverage component of
the Plan; however, dental treatment which is for cosmetic purposes (e.g.,
teeth whitening) is not covered.

e Diaper service needed to relieve the effects of a certain disease

e Guide dog or other animal used by a visually or hearing-impaired person, or
an animal trained to assist a person with other physical disabilities

» Hearing aids, whether external or implantable, or any related expenses -
including, but not limited to adult hearing exams.

e Hospital room and board expenses that exceed the semiprivate room rate
unless a private room is approved as medically necessary

¢ Infertility treatments, including donor ova and sperm and artificial or
intrauterine insemination procedures and related services, surgical procedures
and prescription drugs for infertility treatment.

e Services for, or related to, assisted reproductive technology (ART) procedures,
including, but not limited to, in vitro fertilization (IVF), gamete
intracryopreservation or frozen embryo transfer

e Laser eye surgery
e Massage therapy or rolfing

e Prescription drugs not covered under the Health Coverage benefit (those that
are not in violation of federal law), including impotence medications;
cosmetics (including anti-wrinkle and cosmetic therapies); weight loss-related
prescription drugs, when prescribed and recommended by a physician to treat
an existing disease, such as heart disease; and the difference between brand
name and generic prescription drugs.

¢ Nursing home expenses, for medical reasons

e Nursing services

e Special telephones or televisions for hearing impaired individuals
e Services for reversal of sterilization

e Services and treatment of TMJ

e All services related to Experimental or Investigational and Unproven Services
are excluded as determined by the Claims Administrator (this means the
medical use of a service or supply that is still under study and that the service
or supply is not yet recognized throughout the provider’s profession in the U.S.
as safe and effective for the diagnosis and treatment of the illness or injury.
This includes but is not limited to surgery or treatment of an experimental or
investigative nature; all phases of clinical trials; all treatment protocols based
on or similar to those used in clinical trials; and drugs approved by the FDA
under its Treatment Investigational New Drug regulation)
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Transportation (other than local ambulance service for a medical emergency
to the nearest hospital that can provide care) that may be needed to obtain
medical care (this may include bus or taxi fare, cost of gas, tolls, parking,
etc.)

Transportation and admission to a medical conference which concerns the
chronic iliness of a member

Weight loss program when recommended by a physician to treat an existing
disease, such as heart disease

What Covered Health Services expenses are covered
under the HRA and Textron Low Deductible/High
Deductible/Maximum Deductible-HSA Options
health coverage benefit?

Therapeutic abortions
Allergy injections, testing and serum

Alternative care settings (such as skilled nursing facilities, hospice or home
health care)

Ambulance service to and from the nearest facility where you can receive
needed medical care and services (air ambulance will be covered when it isthe
only acceptable means of transporting the patient)

Anesthesia, including anesthesia for oral surgery when treatment is necessary
due to accidental injury or for the treatment of a medical condition. See Dental
Services - Accident Only section for further information.

Anesthesia and facility fees are also covered for oral surgery when it is necessary
to perform the procedure in a hospital or in an outpatient surgical center.

Blood and blood plasma transfusions and blood not donated or replaced
Chemical dependency treatment
Chemotherapy

Chiropractic care provided by a licensed chiropractor, including exams,
manipulations, diagnostic x-rays and laboratory services, limited to a
maximum benefit of $750 per person per calendar year

Circumcision
Cochlear implants

Contraception (oral contraceptives and contraceptive services such as IUDs,
Norplant, Depo-Provera injections)

Dialysis
Diabetic supplies and insulin
Disposable medical supplies are covered, except tape, gauze and sterile water
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Doctors' visits

Emergency room and urgent care center

Enteral feedings for sole source of nutrition and inborn errors of metabolism
Genetic testing and counseling

Home infusion therapy when ordered by a physician, including solutions and
pharmaceutical additives; pharmacy compounding and dispensing services;
ancillary medical supplies; nursing services to train you or your caregiver or to
monitor the home infusion therapy, provide emergency care, collection, analysis
and reporting of lab tests to monitor response to home infusion therapy, enteral
feedings, or other eligible home health supplies and services provided during
home infusion therapy

Hospital charges for use of its surgical room on an outpatient basis

Hospital services such as nursing care, drugs and medicines, x-rays and
laboratory tests

Infertility — Process of Diagnosis only

Inhalation therapy (provided by a registered or licensed therapist) when
needed to correct a functional disorder due to an illness orinjury

Inpatient physician care
Inpatient rehabilitation
Mammography

Mastectomy coverage, as well as coverage for reconstructive surgery, as
mandated by the Women's Health and Cancer Rights Act of 1998, toinclude
the following. Coverage must be provided in a manner determined in
consultation with the attending physician and the patient

Ostomy Supplies- limited to:
o Pouches, face plates and belts
o Irrigation sleeves, bags and ostomy irrigation catheters (disposable)
o Skin barriers
Reconstruction of the breast that has been removed
Reconstruction of the other breast for a symmetrical appearance, and
Prostheses and treatment of any physical complications of the mastectomy

Maternity care (including services and supplies provided by a birthing center or
midwife)

Mental health care

Nutritionists, when required to treat a medical condition
Occupational therapy (by a licensed therapist)
Optometrists
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Ophthalmologist for medical conditions of the eye

Orthopedic shoes and other foot orthotics prescribed for medical reasons
Orthotics

Outpatient (ambulatory) surgery

Outpatient cardiac rehabilitation services

Outpatient x-ray and laboratory charges

Oxygen and other gases

Physical therapy (provided by a licensed physical therapist)

Podiatric treatment of any condition resulting from weak, unstable or flat feet
when an open cutting operation is performed; or for treatment of corns,
calluses or toenails, when at least part of the nail root is removed. Treatment
of bunions is covered when an open cutting operation or arthroscopy is
performed

Pre-admission testing

Prescription drugs (see information elsewhere in this document)
Prosthetic appliances

Pulmonary rehabilitation

Rental (not more than the purchase price) or, if less costly, purchase of
durable medical equipment and related supplies

Semi-private room and board for hospital stays and alternative care settings
(private rooms are covered only if medically necessary)

The Plan will pay Benefits for speech therapy only when the speech impediment
or dysfunction results from Injury, Sickness, stroke, cancer, autism spectrum
disorders or a Congenital Anomaly, or is needed following the placement of a
cochlear implant

Surgery for a clinically serious condition of morbid obesity when you meet the
criteria established by UnitedHealthcare (You must contact UnitedHealthcare or
the Claims Administrator in advance to determine if you are eligible for coverage
under this benefit.)

Substance-Related and Addictive Disorder Services

Surgical care (if two or more surgical procedures are performed through the

same incision or in the same operative field, the Plan will pay up to 100% ofthe
major procedure and 50% of each additional procedure. No additional payment
will be made for an incidental procedure performed through the same incision.)

Wigs (when needed for hair loss due to cancer or alopecia areata)
Virtual colonoscopy when the procedure is used for diagnostic purposes

Vision therapy, only when rendered in connection with the following visual
disorders: a) amblyopia; b) accommodative disorders; ¢) ocular motor and
visual motor dysfunctions; and d) binocular vision disorders (e.g., strabismus)
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Virtual Visits for Covered Health Services that include the diagnosis and
treatment of low acuity medical conditions through the use of interactive audio
and video telecommunication.

X-ray, radium, radio, isotope treatments

See list of exclusions elsewhere in this document.

Pregnancy Coverage

Benefits are payable for pregnancy-related expenses of female employees and
dependents on the same basis as for any other illness. Payment for pregnancy-
related expenses will not be withheld because the pregnancy occurred before
coverage took effect. Federal law prohibits the Plan from:

Limiting the length of a hospital stay for you and your newborn child to less
than 48 hours following a vaginal delivery or 96 hours following a cesarean
delivery (if you're discharged earlier, the Plan will pay for two post-delivery
home visits by a healthcare provider);

Requiring a provider to obtain authorization from the Plan for prescribing any
length of stay required above;

Denying mother or newborn eligibility or continued eligibility to enroll or re-
enroll for coverage just to avoid legal requirements;

Making financial payments or rebates to mothers to encourage them to accept
a shorter stay than described above;

Providing financial incentives to the provider to encourage him or her to
provide care inconsistent with current law; or

Restricting benefits for any portion of a hospital stay to be less than benefits
for any stay before the birth.

However, if the mother chooses, she and the newborn may be released earlier.
Newborns must be enrolled in the plan within 30 calendar days of the birth.
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The Women's Health and Cancer Rights Act

The Women'’s Health and Cancer Rights Act requires group health plans that provide
coverage for mastectomies to also cover reconstructive surgery and prostheses
following mastectomies. The Textron medical benefit plans comply with this law.

Under this Act, the medical plans and the Claim Administrators that offer mastectomy
coverage must, for any participant or beneficiary who elects breast reconstruction in
connection with a mastectomy, cover:

e Reconstruction of the breast on which the mastectomy was performed,

e Surgery and reconstruction of the other breast to produce a
symmetrical appearance,

e Prostheses, and

o Treatment of physical complications at all stages of the mastectomy,
including lymphedemas.

The covered procedures will be performed in a manner determined in consultation
with the attending physician and the patient, and will be subject to the same annual
deductibles and coinsurance provisions as other procedures under the medical plans.

Statement of Rights under the Newborns’ and
Mothers’ Health ProtectionAct

Under Federal law, group health Plans and health insurance issuers offering group
health insurance coverage generally may not restrict Benefits for any Hospital
length of stay in connection with childbirth for the mother or newborn child to less
than 48 hours following a vaginal delivery, or less than 96 hours following a
delivery by cesarean section. However, the Plan or issuer may pay for a shorter
stay if the attending provider (e.g., your physician, nurse midwife, or physician
assistant), after consultation with the mother, discharges the mother or newborn
earlier.

Also, under Federal law, plans and issuers may not set the level of Benefits or out-
of-pocket costs so that any later portion of the 48-hour (or 96-hour) stay is
treated in a manner less favorable to the mother or newborn than any earlier
portion of the stay.

In addition, a plan or issuer may not, under Federal law, require that a physician
or other health care provider obtain authorization for prescribing a length of stay of
up to 48 hours (or 96 hours). However, to use certain providers or facilities, or to
reduce your out-of-pocket costs, you may be required to obtain prior authorization
or notify the Claims Administrator. For information on notification or prior
authorization, contact yourissuer.
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Understanding Your Health Savings Account and
Your Textron Low Deductible/High
Deductible/Maximum Deductible-HSA Options

A Health Savings Account (HSA) is an account to which you elect to contribute a fixed
amount of money to pay for qualified IRS health care expenses for you, your spouse
and any dependents you claim on your federal tax return. By contributing to an HSA,
you can reduce the amount of taxes you pay and at the same time set aside money
to cover eligible Covered Health Services expenses. For additional helpful
information, you may also want to refer to the HSA User’s Guide, which is available
by contacting the Textron Human Resources Service Center.

Note: Your HSA is not part of any Textron-sponsored employee benefit plan, and it
is not regulated under the Employee Retirement Income Security Act (ERISA), a
federal law that governs employee benefit plans.

Here’'s how an HSA works:

Participation Requirements. Under IRS rules, you can open and fund an HSA if you
meet the following three criteria:

e You are enrolled in a qualified high deductible health plan (Textron Low
Deductible-HSA Option, Textron High Deductible-HSA Option and Maximum
Deductible-HSA Option are qualified high deductible plans);

¢ You are not covered by another healthcare plan (unless it, too, qualifies as a
high deductible health plan); for example, you cannot contribute to an HSA if
you are covered by any of the following:

0 A health plan sponsored by your spouse’s employer (unless that plan
also qualifies as a high deductible health plan);

0 TriCare (a medical plan for certain Department of Defense or
government retirees);

0 Medicare; or

0 A healthcare flexible spending account (FSA), including your spouse’s
healthcare FSA.

You may still contribute to an HSA if you have certain limited types of
coverage, such as dental, vision and long-term care insurance. For HSA
participants who wish to contribute to an FSA, Textron offers a “Limited
Purpose FSA” (LPFSA) that allows you to reimburse yourself for selected types
of expenses. For more information on the LPFSA please see the information in
the Alternatives to Using an HSA section and the SPD for the Textron
Flexible Benefits Plan.

e You are not claimed as a dependent on another person’s tax return.

Note: You must be covered under a high deductible health plan as of the first
day of the last month of the taxable year to be eligible to participate in the
HSA.
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You can use the HSA to bridge the gap between what your healthcare plans
pay and what you pay out of pocket. Contributing to the HSA lets you:

e Spread the cost of eligible health care services over the year.

e Reduce the cost of eligible health care expenses through pre-tax
contributions. The amount you save depends on the reduction in your
income and Social Security taxes.

Opening Your HSA. The Plan offers you the option to open an HSA through a
trustee (HSA custodian)—either OptumHealth Bank (with whom Textron has an
agreement to forward payroll deductions to your HSA) or another HSA custodian of
your choice (in which case Textron’s contribution and payroll deduction is not
possible). A qualified HSA trustee can be a bank, an insurance company or other
entity already approved by the IRS to be a trustee of individual retirement
arrangements (IRAs) or Archer MSAs (medical savings account, most recently
replaced by HSAs).

Funding Your HSA.

o Textron Low Deductible-HSA and Textron High Deductible-HSA
Options: Textron will fund a portion of an HSA (in your name) whether or
not you (the employee) choose to contribute to an HSA yourself. You also
can contribute, either with pre-tax contributions made via payroll deduction
(when OptumHealth Bank is your HSA custodian) or as after-tax
contributions that later can be deducted on your federal income tax return.
However, in order to receive the Textron employer contribution to your
HSA, you must establish an HSA with the Textron-selected HSA custodian
(OptumHealth Bank Group #714273). See more information about funding
your HSA in the HSA Contributions section.

o Textron Maximum Deductible-HSA Option: Textron does not make a
contribution to the HSA under the Textron Maximum Deductible Option.
However, you can contribute, either with pre-tax contributions made via
payroll deduction (when OptumHealth Bank is your HSA custodian) or as
after-tax contributions that later can be deducted on your federal income
tax return.

Investing Funds in Your HSA. Once your deposit account reaches a designated
value, known as the investment threshold, you may, if you choose, set up a separate
investment account to invest a portion of your savings in mutual funds.

Using Your HSA Funds. You can use the funds in your HSA to pay for current or
future qualified medical (including prescription) expenses. For more information about
the types of qualified expenses covered under an HSA, see the What Expenses Are
Covered by the HSA section.

Note: Funds in an HSA are “tax-preferred” or “tax-free” only when used for
qgualified medical expenses. HSA funds used for non-qualified medical expenses
are not "tax-preferred” or “tax-free”, and are subject to federal income tax and an
additional tax penalty.

Unused Amounts. Any unused amounts in your HSA, as well as accrued interest (or
investment income), will roll over to the next year. Unlike a healthcare FSA, you do
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not lose the money you do not use. So, you can save the money in your HSA and use
it for qualified medical expenses now and in the future—even in retirement.

Ownership and Portability. Your HSA is owned by you, and the money in your HSA
is portable, meaning that if you leave Textron or retire, you can roll the money into
another employer’s HSA or into an individual HSA.

HSA Enroliment

When you are first hired, if you choose to establish an HSA, you determine the
amount to contribute by estimating your expected, eligible healthcare expenses for
the rest of the year that will not be paid by the Textron Low Deductible/High
Deductible/Maximum Deductible-HSA Options.

During each annual enrollment period, you estimate your expected eligible expenses
for healthcare not paid by the Textron Low Deductible/High Deductible/Maximum
Deductible-HSA Options for the following year.

You decide the amount you want to contribute up to the annual maximum allowed by
the IRS.

The amount you choose to contribute to your HSA may be deducted from your
income in two ways. For more information, see the HSA Contributions section of
this SPD.

Unlike a Healthcare FSA, you must accumulate funds in your HSA before you can
be reimbursed. You will be reimbursed only up to the amount of available funds in
your HSA.

Note: If you have a major Covered Health Service expense (such as a
hospitalization) early in the year before your HSA has accumulated enough money,
you can have the provider invoice you. Then, you can use your HSA dollars plus
personal funds to pay the invoice, reimbursing yourself from your HSA as your
contributions accumulate each month. Alternatively, if a very large bill presents a
financial challenge, you may be able to set up a payment plan with the provider—
especially with hospitals—to pay the bill over time in order to leverage the funds in
your HSA as your account grows.

Administrative Fees

HSAs work essentially like bank accounts for medical expenses, and some
administrative fees apply for both the services you receive and the interest you may
earn on your account. For example, there may be a monthly administrative fee,.

For further information on administrative fees that may apply to your HSA, see the
information provided by your HSA custodian.
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HSA Contributions

Whether or not you decide to establish an HSA, Textron will contribute to an HSA
through OptumHealth Bank when you enroll in one of the Textron Low

Deductible/High Deductible-HSA Options. (Textron does not make a contribution to
the HSA under the Textron Maximum Deductible Plan Option.) Assuming you open an
account, Textron will make its entire annual contribution in the beginning of the year,
up to the maximums stated in the Plans Details chart. The funds contributed by
Textron will be owned and controlled by you. If you are hired during the Plan year
and enroll in a Consumer Directed Health Plan (CHDP) option; or, if you enroll during
the year for other reasons, Textron will allocate a prorated contribution amount to
your HSA. Proration is calculated on a monthly basis. Your CDHP deductible is not
prorated for a partial year in order to comply with IRS requirements for HSA-eligible
plans.

Note: Only one full annual HSA contribution will be made to each eligible
participant’s account each year. For example, if an active employee receives the
company contribution to his or her HSA account and retires from or leaves the
company during the year, he or she will not receive an HSA contribution as a
retiree or COBRA participant during that same year.

In addition to Textron’s contribution, you may contribute to the HSA in two ways:
e Pre-tax, via payroll deductions (if OptumHealth Bank is your trustee); or

e After-tax, with contributions deducted later from your federal income
tax return.

When you enroll in your HSA, you may indicate your payroll contribution election.
Additionally, at any time during the year, you may change or initiate contributions
as often as once a month. Your changes are effective the first of the month following
your election change.

You can make payroll deduction changes by calling the HR Service Center at 1-
866- MY-TXT-HR (1-866-698-9847).

Maximum HSA Contribution Amounts

The IRS limits the amount you can contribute to your HSA each year. The maximum
contribution that you can make each year to an HSA is the IRS dollar limit (limits
are updated annually).

If you participate in either the Textron Low Deductible-HSA or High Deductible-HSA
Option and elect to contribute to an HSA, the amount the Company contributes to
your HSA account reduces your employee contributions. To calculate your maximum
allowed contribution, subtract the Company’s contribution as noted in the Plan
Details chart from the IRS maximum contribution allowed to your HSA.

If you are age 55 through 64, you also are allowed to make catch-up
contributions to your HSA (in addition to your maximum allowed contribution).
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Note: The amount you contribute to an HSA is divided by the number of pay periods
in the year or pay periods left in the year. If your contribution goal amount is not
equally divisible by the number of pay periods, your actual contributions may be

slightly more than your goal amount. If you contribute more than the maximum
contribution amount allowed by the IRS, you will be charged a 6% excise tax on the
excess amount. The excise tax applies to each year the excess contribution remains
in the account. You may withdraw some or all of the excess contributions and not pay
the excise tax on the amount withdrawn if you meet the following conditions:

e You withdraw the excess contributions by the due date (including extensions)
of your federal tax return for the year the contributions were made, and

e You withdraw any income earned on the withdrawn contributions andinclude
the earnings in “other income” on your federal tax return for the year you
withdraw the contributions and earnings.

Enrolilment

When you enroll in the Textron Low Deductible-HSA, High Deductible-HSA or
Maximum Deductible-HSA Options, you will receive information about how to open an
HSA with OptumHealth Bank. While Textron does not endorse a particular HSA
trustee or custodian, the Company has established an arrangement that gives
OptumHealth Bank the right to market and advertise their HSA services toyou.

Textron will make its contribution to your HSA to an HSA established at OptumHealth
Bank. If you also choose to use Optum Health Bank as your HSA custodian your HSA
contributions will be “pre-tax” and can be forwarded directly to them. However, you
may select your own HSA custodian. No matter what custodian you choose, you
determine how you save, spend and invest your HSA funds.

Tax Advantages

In general, HSAs save you money by allowing you to pay for eligible expenses with
pre-tax or tax-preferred dollars. The amount you save depends on any reduction in
the income tax and Social Security tax you pay. With HSAs, you figure out how much
you want to contribute for the year, and the money is taken out of your paychecks in
equal amounts before taxes (if you use OptumHealth Bank as your custodian).
Ultimately, you do not pay federal income tax, Social Security tax and in most cases,
state income tax on the amounts you contribute. However, if you withdraw money
from the HSA without using the money to pay medical expenses, you are required to
pay federal income taxes and an additional tax at the time you withdraw the funds.

Note: Textron does not guarantee that any amounts paid from your HSA will avoid
federal or state income or employment taxes, or Social Security taxes. Also, since
Social Security taxes are not withheld on the pre-tax amounts that you contribute,
your contributions could reduce the earnings that are used to calculate your Social
Security benefits when you receive them. Questions relating to the tax or Social
Security benefit implications of participating in an HSA should be directed to your
personal tax advisor.
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Taking Income Tax Deductions While Participating

Health Savings Account vs. Income Tax Deduction

Federal tax laws allow you to deduct certain health-related expenses from your
taxable income—to the extent that they exceed 7.5% of your Adjusted Gross Income.
Expenses that are reimbursed through your HSA do not count as health-related
expenses for purposes of the federal income tax deduction.

For most employees, the HSA is more advantageous than the income tax deduction
for medical expenses. Consult your personal tax advisor to determine which
approach is best for you.

What Expenses Are Covered by the HSA

You can use your HSA for qualified health expenses not covered by your healthcare
plan as defined by Section 213(d) of the Tax Code. A list of these expenses is
available on the IRS Web site: www.irs.gov.

You may use funds from your HSA to pay for eligible healthcare expenses that are not
covered or only partially covered by your medical, dental and vision plans. Examples
of eligible expenses include:

e Deductibles and coinsurance under the medical, prescription drug and dental
plans;

¢ \Vision care expenses, such as eye exams, glasses, contacts and laser eye
surgery;

o Hearing care expenses, including exams and necessary hearing aids;

e Certain over-the-counter drugs that treat a particular medical condition and
insulin. Note: The Patient Protection and Affordable Care Act (PPACA)
establishes that certain OTC medicines require a doctor’s prescription or
medical necessity statement. You will not be able to use your HSA account to
pay for most over-the-counter drugs (OTC) and medicines unless you have a
doctor's prescription. You will not need a prescription for insulin and
diabetic supplies.

e Individual long-term care insurance policy premiums;
e COBRA coverage;
e Health plan coverage while receiving unemployment benefits; and

o If age 65 or older, any health insurance other than the Medicare Supplement
(A-1), such as Medigap coverage.

This is not a complete list of eligible HSA expenses. For more information about
eligible expenses, refer to IRS Publication #969, Health Savings Accounts and IRS
Publication #502, Medical and Dental Expenses. You can get a copy by visiting
www.irs.gov or calling 1-800-829-3676. If you have a question about whether an
expense may be reimbursed by your HSA, please contact the Textron Low
Deductible/High Deductible/Maximum Deductible-HSA Options Claims Administrator.
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What Expenses Are Not Covered by the HSA

The following are examples of expenses that are not eligible for reimbursement from
your HSA. For a more detailed list, please contact the Claims Administrator:

o Cosmetic surgery that does not meaningfully promote the proper functionof
the body, or prevent or treat an iliness or disease;

e Membership fees or costs of weight loss programs done for your general
health;

e Expenses you deduct on your federal tax return;
e Expenses incurred before you were a participant; or
o Expenses that have been reimbursed under another plan.

HSA distributions used for any purpose other than qualified medical expenses are
taxable, and the appropriate tax rules will apply. You will be required to pay federal
income tax and an additional tax if you withdraw money to pay other than qualified
medical expenses (unless you die, become disabled or become eligible for Medicare).

Taking Withdrawals from Your HSA

You may withdraw amounts from your HSA at any time; however, only those
amounts used exclusively to pay for qualified medical expenses are tax free. Amounts
that remain at the end of the year are generally carried over to the nextyear.

Alternatives to Using an HSA

Note: Although you may use a Limited Purpose FSA, General Purpose FSAs and
HRAs apply only to certain medical plans that allow these special types of tax-
advantaged savings and reimbursement arrangements. The information below is a
summary of both the general and limited purpose of these plans. Additional
information regarding FSAs is provided in the Summary Plan Description
(SPD) for the Textron Flexible Benefits Plan.

Healthcare Flexible Spending Account (FSA)

Although Healthcare FSAs and HSAs both allow you to save money for healthcare
expenses in a tax-advantaged way (i.e., on a pre-tax basis), they are different in the
following ways:

e Certain expenses that can be reimbursed by your HSA, such as long-term
care insurance premiums, cannot be reimbursed by your Healthcare FSA.

* Unused amounts in your HSA can be carried over to reimburse expenses in the
future. In contrast, your FSA is subject to the “use it or lose it” rule. However, for
2013 and later years, you may carry over up to $500 of your unused prioryear
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Healthcare FSA balance for reimbursement of eligible expenses incurred in the
following year.

¢  When using a Healthcare FSA, your full, anticipated contribution amount is
available on day one. In the HSA, you have to accumulate funds in your account
before using them.

If you or your spouse has an HSA, you may not contribute to a regular Healthcare
FSA (as described in this SPD). However, you may contribute to a Limited Purpose
Healthcare FSA. Contributing to both a Healthcare FSA (that is not a Limited Purpose
FSA) and an HSA would cause your HSA—or your spouse’s HSA if he/she has one—to
lose its favorable tax treatment.

A Limited Purpose Healthcare FSA (LPFSA) works like a regular Healthcare FSA,
except that a LPFSA may reimburse expenses you incur after you reach your plan’s
deductible (also known as coinsurance); or preventive care, dental and vision
expenses that are not covered by the medical, dental or vision plans in which you
are enrolled. Many expenses that are eligible for reimbursement under a Healthcare
FSA (e.g., medicine for a purpose other than preventive care, physician’s visits for
reasons other than preventive care) are generally ineligible for reimbursement
under the Limited Purpose Healthcare FSA. For more information about enrolling in
Textron’s Limited Purpose Healthcare FSA, please contact the Textron Human
Resources Service Center at the phone number shown in the chart elsewhere in this
document.

Note: Please refer to the Textron Flexible Benefits Plan SPD for additional details
regarding the LPFSA and the general purpose HCFSA.
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Covered Health Services

The following sections apply to the Textron HRA Plan and Textron Low
Deductible/High Deductible/Maximum Deductible-HSA health benefit options. For
more detailed information about these benefits, please see the Textron Medical
Plans Detail chart associated with your Plan.

Important Note Regarding Prior Authorization for Certain Services:

UnitedHealthcare requires prior authorization for certain Covered Health Services.
In general, Physicians and other health care professionals who participate in a
Network are responsible for obtaining prior authorization. However, if you choose
to receive Covered Health Services from a non-Network provider, you are
responsible for obtaining prior authorization before you receive the services. In
many cases, your non-network benefits will be reduced or denied if the Claims
Administrator has not been provided prior authorization. To obtain prior
authorization, call the number on the back of your ID card.

See Prior Authorization section of this SPD for further details and a list of
services that require prior authorization.

Physician’s Office Services — Sickness and Injury

Benefits are paid by the Plan for Covered Health Services provided in a Physician's
office for the diagnosis and treatment of a Sickness or Injury. Benefits are provided
under this section regardless of whether the Physician's office is freestanding, located
in a clinic or located in a Hospital. Benefits under this section include allergy
injections and hearing exams in case of Injury or Sickness.

Covered Health Services include medical education services that are provided in a
Physician's office by appropriately licensed or registered healthcare professionals
when both of the following are true:

e Education is required for a disease in which patient self-management is an
important component of treatment.

e There exists a knowledge deficit regarding the disease which requires the
intervention of a trained health professional.

Covered Health Services include genetic counseling. Benefits are available for Genetic
Testing which is determined to be Medically Necessary following genetic counseling
when ordered by the Physician and authorized in advance by UnitedHealthcare.

Benefits for preventive services are described under Preventive Care Services.
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Emergency and Urgent Care

Although emergency care may be necessary for either a “life-threatening” or an
“urgent” condition, a true medical emergency (“emergency”) differs from routine or
urgent care in that treatment of a true medical emergency cannot be safely
postponed for the time it takes to contact your physician for instructions on how you
should obtain care. A "medical emergency" is any situation that requires immediate
care in order to save a life or prevent permanent impairment. A life-threatening
condition is the sudden or unexpected onset of a traumatic bodily injury or a medical
condition that requires immediate medical attention. In addition, a life-threatening
condition is one for which you should secure treatment immediately after the
condition’s onset, or as soon thereafter as possible, but in no case more than 24
hours after the onset. In the event of such a condition, you should seek treatment at
the nearest emergency facility.

Note: In connection with a pregnancy, a term delivery (whether vaginally or by
caesarean section) inside or outside the service area is not an emergency.

Examples of a “life-threatening” condition are:
e An apparent heart attack (severe chest pain or pressure in the chest);
¢ Stroke;
e Severe shortness of breath or difficulty breathing;
e Severe, uncontrollable bleeding;
e Sudden loss of consciousness;
o Convulsions, head injuries, or seizures;
e Severe or multiple injuries, including obvious fractures;
e Severe allergic reactions; and
e Apparent poisoning.

An “urgent” condition is an injury, or a sudden onset of an acute condition that is
not life-threatening, but would reasonably be expected to cause serious health
deterioration if treatment were delayed until you could schedule a regular
appointment with your physician.
Examples of an “urgent” condition include, but are not limited to:

e Ordinary sprains and fractures,

e Severe headaches and earaches,

¢ Nausea or vomiting,

¢ Acute fever, and

e Minor bleeding and/or cuts requiring stitches.

If you need emergency medical care and cannot arrange for care from a network
provider, the Plan pays your claims (once you have met your deductible) at the
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network level, regardless of whether or not the provider is in the network.
However, once you are able to direct your care, you must use a network providerin
order to receive the highest benefit level under the Plan.

You are covered for emergencies anywhere in the world. If you have an
emergency, you should immediately seek the emergency care you need at the
nearest medical facility. The Claims Administrator will pay your claim at the
network level (based on billed charges), regardless of the provider's network
status.

All services for emergency care (whether “urgent” or “life-threatening”) are subject
to review by the Claims Administrator after the delivery of care. If the Claims
Administrator determines that an emergency condition did not exist, the services will
be paid, if they are covered benefits under the plan, at the coinsurance level that
applies to the benefit level option which you have selected.

Note: If you are confined in a non-Network Hospital after you receive outpatient
Emergency Health Services, you must notify the Claims Administrator within one
business day or on the same day of admission if reasonably possible. The Claims
Administrator may elect to transfer you to a Network Hospital as soon as it is
medically appropriate to do so. If you choose to stay in the non-Network Hospital
after the date the Claims Administrator decides a transfer is medically appropriate,
Network Benefits will not be provided. Non-Network Benefits may be available if the
continued stay is determined to be a Covered Health Service.

Ambulance services for an emergency that are provided by a licensed
ambulance service to the nearest Hospital that offers Emergency Health
Services are covered at the coinsurance level that applies to the benefit level
option which you have selected.

Ambulance service by air is covered in an Emergency if ground transportation
is impossible or would put your life or health in serious jeopardy. If special
circumstances exist, UnitedHealthcare may pay Benefits for Emergency air
transportation to a Hospital that is not the closest facility to provide
Emergency Health Services.

The Plan also covers non-Emergency transportation provided by a licensed
professional ambulance (either ground or air ambulance, as UnitedHealthcare
determines appropriate) between facilities when the transport is:

e From a non-Network Hospital to a Network Hospital.

e To a Hospital that provides a higher level of care that was not available at
the original Hospital.

e To a more cost-effective acute care facility.
e From an acute facility to a sub-acute care setting.

Note: In most cases, the Claims Administrator will initiate and direct non-Emergency
ambulance transportation. If you plan to receive benefits for non-Emergency air
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ambulance services, please make sure you follow the procedures explained in the
Prior Authorization section of this SPD.

Preventive Care

The Textron Medical Plans cover preventive care services approved by the Patient
Protection and Affordable Care Act (PPACA). The list below is not an inclusive list.

Preventive care services provided on an outpatient basis at a Physician's office,
an Alternate Facility or a Hospital encompass medical services that have been
demonstrated by clinical evidence to be safe and effective in either the early
detection of disease or in the prevention of disease, have been proven to have a
beneficial effect on health outcomes and include the following as required under
applicable law:

e evidence-based items or services that have in effect a rating of "A" or
"B" in the current recommendations of the United States Preventive
Services Task Force.

¢ immunizations that have in effect a recommendation from the Advisory
Committee on Immunization Practices of the Centers for Disease Control
and Prevention;

¢ with respect to infants, children and adolescents, evidence-informed
preventive care and screenings provided for in the comprehensive
guidelines supported by the Health Resources and Services Administration;
and

e with respect to women, such additional preventive care and screenings
as provided for in comprehensive guidelines supported by the Health
Resources and Services Administration.

Preventive care Benefits defined under the Health Resources and Services
Administration (HRSA) requirement include the cost of renting one breast pump per
Pregnancy in conjunction with childbirth. Breast pumps must be ordered by or provided
by a Physician. You can obtain additional information on how to access Benefits for
breast pumps by going to www.myuhc.com or by calling the number on your ID
card. Benefits for breast pumps also include the cost of purchasing one breast pump
per Pregnancy in conjunction with childbirth.

If more than one breast pump can meet your needs, Benefits are available only for the
most cost-effective pump. The Claims Administrator will determine the following:

e Which pump is the most cost effective.

e Whether the pump should be purchased or rented.
¢ Duration of a rental.

e Timing of an acquisition.

Benefits are only available if breast pumps are obtained from a DME provider or
Physician.
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Well-Child Care:
Well-Child Care includes routine office visits and immunizations, as follows:

o O O O

Six visits: 0-12 months,
Three visits: 12-24 months,
Annual visits from 24 months through age 18.

Benefits include Childhood immunizations, screenings including hearing and
vision screenings, pap smear and routine pelvic exam annually beginning at
the onset of sexual activity if prior to age 18, and necessary preventive care
prescriptions, radiology and laboratory testing associated with routine office
visits.

Well-Adult Care

Well-Adult Care, after age 18, includes an annual vision and hearing screening
(when it is performed as a part of a Well-Adult Care office visit, in order to detect

changes in vision and hearing or signs of impairment) and up to two office visits for

the purpose of obtaining a routine physical examination; to also include
immunizations, screenings, and laboratory charges associated with these routine
office visits. In addition, the following are also included as preventive:

O

Mammogram (both preventive and diagnostic is considered preventive
regardless of age),

Bone density test for osteoporosis every two years for women age 65 and over,

Pap smear and routine pelvic exam annually beginning at age 18,

Colorectal Cancer Screenings, with the choice of the following:

e Fecal occult blood test (FOBT) annually and flexible sigmoidoscopy once
every five years, both beginning at age 50; or

¢ Colonoscopy once every year, regardless of age (does not apply to
retirees); or

¢ Double contrast barium enema once every five years starting at age 50

The Plan also covers colon preparation products for patients age 50 through
75, regardless of diagnosis (covered as a prescription benefit),

Pre-operative consultation prior to colonoscopy procedure if the attending
provider determines that pre-operative consultation would be medically
appropriate.

Note: For further information about preventive care
and health and wellness-related services, visit
www.myuhc.com or call their toll-free customer
service line at the phone number listed on the back of
your member ID card.
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Hospital Inpatient Stay

In general, hospitalization (room and board in a semi-private room) and services
received while hospitalized are covered by the Plan at the designated
coinsurance levels.

While you generally receive a higher level of coverage from the Plan when you
receive care at a network facility, coverage may vary depending on the coverage
level option you elect. See the Textron Medical Plans Detail chart for more
information.

Covered expenses for hospitalization include those shown on the Textron
Medical Plans Detail chart.

Note: If you plan to receive benefits for an inpatient hospital stay, please make sure
you follow the procedures explained in the Prior Authorization section of this SPD.

Pregnancy Coverage

Under this Plan, maternity benefits are provided for female employees who are
covered by the Plan and for eligible dependents. The Plan will pay for maternity
care the same way that it pays for any other medical condition.

Also, like any other hospital confinement, an admission for maternity may be
subject to any notification (or pre-admission) program procedures under the Plan.

The Plan encourages pre-natal care. You should contact your physician during
the first trimester to confirm your pregnancy and to start pre-natal care.

In addition, the following services related to maternity are covered:

o Hospital and physician care for the mother and eligible newborn,
o Delivery room,

o Recovery room, and

o Newborn nursery care.

Also see Women'’s Preventive Care and Healthy Pregnancy Program sections
of this SPD.

Note: You must enroll your newborn in the Plan within 30 days of
his or her birth by contacting the Textron Human Resources
Services Center at 1-866- MY-TXT-HR (1-866-698-9847) or by
logging onto www.netbenefits.com.

Note: If you plan to receive benefits for an inpatient hospital maternity stay, please
make sure you follow the procedures explained in the Prior Authorization section
of this SPD.
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Cancer Resource Services (CRS)

The Plan pays Benefits for oncology services provided by Designated Providers
participating in the Cancer Resource Services (CRS) program. Designated Provider is
defined in Terms to Know.

For oncology services and supplies to be considered Covered Health Services, they must
be provided to treat a condition that has a primary or suspected diagnosis relating to
cancer. If you or a covered Dependent has cancer, you may:

e Be referred to CRS by the Claims Administrator or a Personal Health Support
Nurse.

e Call CRS at 1-866-936-6002.

e Visit www.myoptumhealthcomplexmedical.com.
To receive Benefits for a cancer-related treatment, you are not required to visit a
Designated Provider. If you receive oncology services from a facility that is not a
Designated Provider, the Plan pays Benefits as described under:

¢ Physician's Office Services - Sickness and Injury.

e Physician Fees for Surgical and Medical Services.

e Scopic Procedures - Outpatient Diagnostic and Therapeutic.

e Therapeutic Treatments - Outpatient.

o Hospital - Inpatient Stay.

e Surgery - Outpatient.
Note: The services described under the Travel and Lodging Assistance Program are

Covered Health Services only in connection with cancer-related services received by a
Designated Provider.

To receive Benefits under the CRS program, you must contact CRS prior to obtaining
Covered Health Services. The Plan will only pay Benefits under the CRS program if
CRS provides the praper notification to the Designated Provider performing the
services (even if you self-refer to a provider in that Network).
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Mental Health Services

Mental Health Services include those received on an inpatient basis or outpatient
basis in a hospital and an Alternate Facility or in a provider’s office. All services
must be provided by or under the direction of a properly qualified behavioral health
provider.

Benefits include the following levels of care:

¢ Inpatient treatment,

Residential Treatment,

Partial Hospitalization/Day Treatment,
Intensive Outpatient Treatment,
Outpatient treatment.

Services include the following:

Diagnostic evaluations, assessment, and treatment planning,
Treatmentand/or procedures,

Medication management and other associated treatments,
Individual, family, and group therapy,

provider-based case management services,

Crisis intervention,

The Mental Health/Substance-Related and Addictive Disorder Administrator
determines coverage for all levels of care. You are encouraged to contact the Mental
Health/Substance-Related and Addictive Disorder Administrator for referrals to
providers and coordination of care.

Note: The provider must be licensed or approved by the state in which the services
are provided.

If you plan to receive benefits for a Mental Health services, please make sure you
follow the procedures explained in the Prior Authorization section of this SPD.

See What is Not Covered — Exclusions section of the SPD for services that are
not covered under the Plan.

Neurobiological Disorders — Autism Spectrum
Disorder Services

The Plan pays Benefits for behavioral services for Autism Spectrum Disorders
including Intensive Behavioral Therapies such as Applied Behavior Analysis
(ABA) that are the following:

Focused on the treatment of core deficits of Autism Spectrum Disorder.
¢ Provided by a Board Certified Applied Behavior Analyst (BCBA) or
other qualified provider under the appropriate supervision.
e Focused on treating maladaptive/stereotypic behaviors that are posing
danger to self, others and property and impairment in daily functioning.
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These Benefits describe only the behavioral component of treatment for Autism
Spectrum Disorders. Medical treatment of Autism Spectrum Disorders is a Covered
Health Service for which Benefits are available under the applicable medical
Covered Health Services categories as described in this section.

Benefits include the following levels of care:

Inpatient treatment,

Residential Treatment,

Partial Hospitalization/Day Treatment,
Intensive Outpatient Treatment,
Outpatient treatment.

Services include the following:

Diagnostic evaluations and assessment,

Treatment planning,

Treatment and/or procedures,

Medication management and other associated treatments,
Individual, family, and group therapy,

Crisis intervention,

Provider-based case management services.

The Mental Health/Substance-Related and Addictive Disorders Administrator
provides administrative services for all levels of care.

You are encouraged to contact the Mental Health/Substance-Related and Addictive
Disorders Administrator for referrals to providers and coordination of care.

Note: If you plan to receive benefits for Neurobiological Disorders — Autism Spectrum
Disorder services, please make sure you follow the procedures explained in the Prior
Authorization section of this SPD.

See What is Not Covered — Exclusions section of the SPD for services that are
not covered under the Plan.

Substance-Related and Addictive Disorder Services

Substance-Related and Addictive Disorder Services (also known as substance-related
and addictive disorders services) include those received on an inpatient or outpatient
basis in a Hospital, an Alternate Facility, or in a provider’s office. All services must be
provided by or under the direction of a properly gqualified behavioral health provider.

Benefits include the following levels of care:
e Inpatient treatment.
¢ Residential Treatment.
¢ Partial Hospitalization/Day Treatment.
e Intensive Outpatient Treatment.
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¢ QOutpatient
treatment. Services include

the following:

Diagnostic evaluations, assessment and treatment planning.
Treatment and/or procedures.

Medication management and other associated treatments.
Individual, family and group therapy.

provider-based case management.

Crisis intervention.

The Mental Health/Substance-Related and Addictive Disorder Administrator
determines coverage for the all levels of care. You are encouraged to contact the
Mental Health/Substance-Related and Addictive Disorder Administrator for
referrals to providers and coordination of care.

Note: If you plan to receive benefits for Substance-Related and Addictive
Disorder services, please make sure you follow the procedures explained in the
Prior Authorization section of this SPD.

See What is Not Covered — Exclusions section of the SPD for services that
are not covered under the Plan.

Pharmaceutical Products - Qutpatient

The Plan pays for Pharmaceutical Products that are administered on an outpatient
basis in a Hospital, Alternate Facility, Physician's office, or in a Covered Person's
home. Examples of what would be included under this category are antibiotic
injections in the Physician’s office or inhaled medication in an Urgent Care Center
for treatment of an asthma attack.

Benefits under this section are provided only for Pharmaceutical Products which,
due to their characteristics (as determined by the Claims Administrator), must
typically be administered or directly supervised by a qualified provider or
licensed/certified health professional. Depending on where the Pharmaceutical
Product is administered, Benefits will be provided for administration of the
Pharmaceutical Product under the corresponding Benefit category in this SPD.
Benefits for medication normally available by prescription order or refill are
provided as described under your Qutpatient Prescription Drug Plan. Benefits under
this section do not include medications for the treatment of infertility.

If you require certain Pharmaceutical Products, including specialty Pharmaceutical
Products, the Claims Administrator may direct you to a Designated Dispensing
Entity with whom the Claims Administrator has an arrangement to provide those
Pharmaceutical Products. Such Dispensing Entities may include an outpatient
pharmacy, specialty pharmacy, Home Health Agency provider, Hospital-affiliated
pharmacy or hemophilia treatment center contracted pharmacy.
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Note: Some Pharmaceutical Products may qualify for third party copayment
assistance programs which could lower your out of pocket costs for those products.
For any such Pharmaceutical Product where third party copayment assistance is
used, the Member may not receive credit toward their Out-of-Pocket Maximum or
Deductible for any copayment or Coinsurance amounts that are applied due to a
manufacturer coupon or rebate.

If you/your provider are directed to a Designated Dispensing Entity and you/your
provider choose not to obtain your Pharmaceutical Product from a Designated

Dispensing Entity, Benefits are not available for that Pharmaceutical Product.

Certain Pharmaceutical Products are subject to step therapy requirements. This
means that in order to receive Benefits for such Pharmaceutical Products, you must
use a different Pharmaceutical Product and/or prescription drug product first. You
may find out whether a particular Pharmaceutical Product is subject to step therapy
requirements by contacting the Claims Administrator at www.myuhc.com or by
calling the telephone number on your ID card.

Skilled Nursing (Convalescent) Facility

A qualified skilled nursing (convalescent) facility is one that meets all of the
following tests:

— It maintains permanent and full-time facilities for bed care of ten (10)
or more resident patients;

— It is licensed and operated in accordance with governing laws and regulations;

— It regularly provides skilled nursing care on an inpatient basis during the
active or convalescent stage of an injury or illness. Therefore, other than
incidentally, it is not a place for the aged, a facility for psychiatric
treatment, drug addicts, or alcoholics, nor a place for custodial care;

- It is operated legally as a Skilled Nursing Facility or Inpatient Rehabilitation
Facility in the jurisdiction where it's located and in accordance with medical
procedures;

- It has available, at all times, the services of a medical doctor and is
supervised and established by a legally-qualified physician (other than the
patient’s own physician);

— There is a physician or registered nurse on duty 24 hours a day; and
— It regularly maintains current, complete daily medical records of each patient.

Charges for confinement at a skilled nursing (convalescent) facility are covered on
the same basis as hospitalization for any illness, except that the Plan covers all
expenses for only the first 120 days of any confinement in a calendar year. Note:
Days spent in network and/or out-of-network facilities count toward this
limitation. A confinement must take the place of a hospital confinement or be
immediately following a hospital confinement for the same illness.
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Confinements in a qualified skilled nursing (convalescent) facility must be for
the purpose of:

- Recovering from an acute condition,
- Treating a long-term condition, or
- Treating a terminal condition.
The covered person must be under active medical supervision during confinement.

Eligible expenses include:
- Semiprivate room charges by the facility, and

— All other eligible services and supplies provided by the facility when
you are entitled to room and board allowance.

UnitedHealthcare will determine if Benefits are available by reviewing both the skilled
nature of the service and the need for Physician-directed medical management. A
service will not be determined to be "skilled" simply because there is not an available
caregiver.

Benefits are available only if both of the following are true:

¢ The initial confinement in a Skilled Nursing Facility or Inpatient Rehabilitation
Facility was or will be a cost-effective alternative to an Inpatient Stay in a
Hospital.

¢ You will receive skilled care services that are not primarily Custodial Care.

Skilled care is skilled nursing, skilled teaching, and skilled rehabilitation services
when all of the following are true:

e It must be delivered or supervised by licensed technical or professional
medical personnel in order to obtain the specified medical outcome, and
provide for the safety of the patient.

¢ It is ordered by a Physician.

e It is not delivered for the purpose of assisting with activities of daily living,
including dressing, feeding, bathing or transferring from a bed to a chair.
e It requires clinical training in order to be delivered safely and effectively.

You are expected to improve to a predictable level of recovery. Benefits can be
denied or shortened for Covered Persons who are not progressing in goal-directed
rehabilitation services or if discharge rehabilitation goals have previously been met.

Expenses for the following are not covered:

e Private duty nursing, unless approved in advance by thePlan;

e Special nursing services or physician’s services customarily provided by the
facility; and

e Services for treatment of drug addiction, chronic brain syndrome,
alcoholism, deafness, senility, mental retardation, or any other
mental disorder.
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For a more complete list of what is and is not covered, see the What’s Covered and
What’'s Not Covered sections of this SPD.

Note: If you plan to receive benefits for Skilled Nursing facility services, please make
sure you follow the procedures explained in the Prior Authorization section of this
SPD.

Spine and Joint Surgeries
Benefits for spine and joint surgeries which are ordered by a Physician. Spine
and joint surgical procedures include the following:

e Spine fusion surgery.

e Spine disc surgery.

e Total knee replacement.

¢ Total hip replacement.

Designated Network Benefits include Physician fees, the facility charge and the
charge for supplies and equipment.

Benefits include the facility charge and the charge for supplies and equipment.
Benefits for Physician services are described under Physician Fees for Surgical
and Medical Services.

Spine and Joint Solutions (SJS) Program

For Designated Network Benefits, you must enroll in the SIS Program to receive
services from a Designated Provider. To enroll you can call the Claims Administrator
at the telephone number on your ID card or you can call the SJS Nurse Team at
888- 936-7246.

Home Health Care Benefit

Your home health care benefit covers Covered Health Services expenses for
skilled nursing and other therapeutic services provided by a home health care
agency or program.

Covered Health Services are services that a Home Health Agency provides if you
need care in your home due to the nature of your condition. Services must be:

¢ Ordered by a Physician.

e Provided by or supervised by a registered nurse in your home, or provided
by either a home health aide or licensed practical nurse and supervised by a
registered nurse.

e Not considered Custodial Care, as defined in the Terms to Know Section.

e Provided on a part-time, Intermittent Care schedule when Skilled Care is
required. Refer to the Terms to Know section for the definition of Skilled Care.
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The Claims Administrator will determine if Skilled Care is needed by reviewing both
the skilled nature of the service and the need for Physician-directed medical
management. A service will not be determined to be "skilled" simply because there
is not an available caregiver.

A home health care agency is an organization primarily engaged in providing skilled
nursing and other therapeutic services in accordance with the licensing
requirements in its area, and it has contracted to provide home health care services.
Policies for the agency must be established by a professional group, including at
least one physician and one registered nurse, either of whom supervises the
services of the agency. The agency must have a full-time administrator and
maintain a complete medical record for each person.

A home health care program provides continued care and treatment of an
individual at home, instead of in a hospital or skilled nursing facility, for treatment
of a disease or injury. The program must be prescribed by a physician and given in
the home under a “"home health care plan.”

The covered, medically necessary expenses of a home health care agency are paid
by the Plan, according to your Plan, when expenses are incurred in accordance with
an approved home health care program. Limitations associated with this benefit
are listed in the Medical Plans Detail chart.

The following charges made by a home health care agency as part of a
home health care program are covered:

— Part-time or intermittent nursing care by a registered nurse, or by a
licensed practical nurse (L.P.N.) if the services of a registered nurse are not
available;

- Part-time or intermittent home health aide services which consist
primarily of caring for the patient;

— Physical, occupational, speech, and inhalation therapy;
— Medical supplies and medicines prescribed by a physician;

~ Services of a nutritionist; and
—~ Services of a medical social worker.

Expenses for the following are not covered:
-~ Services of a person who ordinarily resides in your home or is a member of
your family or your spouse’s family.
- Transportation services.
— Custodial care.

For a more complete list of what is and is not covered, see the What’s Covered and
What's Not Covered sections of this SPD.

Note: If you plan to receive benefits for Home Health Care services, please make
sure you follow the procedures explained in the Prior Authorization section of this
SPD.
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Transplantation Services

Organ and tissue transplants Benefits, including CAR-T cell therapy for
malignancies, when ordered by a Physician are available when the transplant meets
the definition of a Covered Health Service, and is not an Experimental or
Investigational or Unproven Service.

Examples of transplants for which Benefits are available include bone marrow
(including CAR-T cell therapy for malignancies), heart, heart/lung, lung, kidney,
kidney/pancreas, liver, liver/small bowel, pancreas, small bowel and cornea.

Benefits are available to the donor and the recipient when the recipient is covered
under this Plan. Donor costs that are directly related to organ removal or
procurement are Covered Health Services for which Benefits are payable through the
organ recipient's coverage under the Plan.

The Claims Administrator has specific guidelines regarding Benefits for transplant
services. Contact the Claims Administrator at the number on your ID card for
information about these guidelines.

Transplantation services including evaluation for transplant, organ
procurement and donor searches and transplantation procedures must be
received at a Designated Provider.

Benefits are also available for cornea transplants. You are not required to obtain
prior authorization from the Claims Administrator for a cornea transplant nor is the
cornea transplant required to be performed by a Designated Provider.

Note: If you plan to receive this benefit, please make sure you follow the Prior
Authorization procedures explained in the Prior Authorization section of this SPD.

Note: The services described under Travel and Lodging are Covered Health
Services only in connection with transplant services received by a Designated
Provider.

See the Terms to Know section of this SPD for a more complete definition
of medically necessary.

Coverage is limited to two transplant procedures for the same condition per
person per lifetime.
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Travel and Lodging

Personal Health Support will assist the patient and family with travel and
lodging arrangements related to transplantation services. Travel and Lodging
assistance is only available for you or your eligible family member if you meet
the gqualifications for the benefit, including receiving care at and provided by a
Designated Provider and the distance from your home address to the facility.
Eligible Expenses are reimbursed after the expense forms have been completed
and submitted with the appropriate receipts. Travel and Lodging assistance is
available for:

Congenital Heart Disease (CHD)
Bariatric Surgery Services
Transplantation Services

Cancer Resource Services (CRS)

O O O O

For travel and lodging services to be covered, the patient must be receiving
services by a Designated Provider. If you have specific questions regarding Travel
and Lodging, please call the Travel and Lodging office at 1-800-842-0843.

The Plan covers expenses for travel and lodging for the patient, provided he or
she is not covered by Medicare and a companion as follows:

¢ Transportation of the patient and one companion who is traveling on the
same day(s) to and/or from the site of the cancer-related treatment of the
CHD service, or the transplant for the purposes of an evaluation, the
procedure or necessary post-discharge follow-up;

e Eligible Expenses for lodging for the patient (while not a Hospital
inpatient) and one companion. Benefits are paid at a per diem (per day)
rate of up to
$50 per day for the patient or up to $100 per day for the patient plus one
companion; or

e If the patient is an enrolled Dependent minor child, the
transportation expenses of two companions will be covered and
lodging expenses will be reimbursed at a per diem rate up to $100
perday.

Lodging
Examples of items that are not covered:
¢ Groceries.
e Alcoholic beverages.
¢ Personal or cleaning supplies.
e Meals.
¢ QOver-the-counter dressings or medical supplies.

e Deposits that are required to hold a reservation or utilities for an
apartment that may be needed during treatment, for example.
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e Utilities and furniture rental, when billed separate from the rent payment.
e Phone calls, newspapers, or movie rentals.
Transportation

e Automobile mileage (reimbursed at the IRS medical rate) for the most
direct route between the patient's home and the Designated Provider.

e Taxi fares (not including limos or car services).
e Economy or coach airfare.

¢ Parking.

e Trains.

e Boat.

e Bus.

e Tolls.

Note: Travel and lodging expenses are only available if the recipient lives more
than 50 miles from the Designated Provider.

UnitedHealthcare must receive valid receipts for such charges before you will be
reimbursed. Examples of travel expenses may include:

e airfare at coach rate;
e taxi or ground transportation; or

e mileage reimbursement at the IRS rate for the most direct route between
the patient's home and the Designated Provider.

e The cancer, congenital heart disease surgery, bariatric surgery services and
transplantation allowance maximum is per Covered Person for all
transportation and lodging expenses incurred by you and reimbursed under the
Plan in connection with all qualified procedures with up to $5,000 allowed per
transplant.

e The spine and joint program provides a maximum of $2,000 per Covered
Person per procedure for all transportation and lodging expenses incurred by
you and reimbursed under the Plan in connection with all qualified procedures.

Hospice Care Benefits

In the past several years, programs have been developed to recognize the needs of
terminally ill patients and their families. Known as hospice care, these programs
provide a coordinated interdisciplinary approach approved by the terminally ill
patient’s physician and the medical director of a hospice. They provide medical,
nursing, and other health care services for meeting the special physical,
psychological, spiritual, and social needs of:

e The patient who has a limited life expectancy (generally less than 6 months).
e The immediate family of such patient.
A qualified hospice is an approved facility which provides short periods of stay for
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either direct care or respite to a terminally ill person in a home-like setting. This
facility may be either free-standing or affiliated with a hospital. It must operate as an
integral part of the hospice care program. Such a facility must be licensed, certified,
or registered, when required by state law, to be considered a qualified hospice.

A hospice care program is a formal program directed by a physician to help care for a
terminally ill person. This may be through either:
¢ Confinements in a qualified hospice; or

¢ A centrally-administered, medically-directed, and nurse-coordinated
program that:

o Provides a coherent system primarily of home care,
o Uses a hospice team, and
o Is available 24 hours a day, seven days a week.

The hospice team must include at least a physician and registered nurse, and it may
also include any of the following: social worker, clergyman, counselor, clinical
psychologist, physiotherapist, or occupational therapist.

The Plan pays for the following expenses of a hospice care program according to your
Plan and whether you use network or out-of-network providers:

e Confinement in a licensed hospice facility or skilled nursing facility,

¢ Home hospice care provided by an approved hospice team,

e Nursing care by or under supervision of a registered nurse (R.N.),

e Physical and/or occupational therapy,

e Medical social services,

¢ Home health aide services,

¢ Counseling, and

e Drugs or medical supplies.

If you plan to receive benefits for hospice care, make sure you follow the
procedures explained in the Prior Authorization section of this SPD.

Besides the items listed in the What’s Not Covered section of this SPD,
expenses for the following are not covered:
e Charges for services not made or ordered by your physician,

e Charges for services provided by volunteers or individuals who do
not regularly charge for their services, and

e Charges incurred after the death of the patient.

Note: If you plan to receive benefits for inpatient Hospice services, please make sure
you follow the procedures explained in the Prior Authorization section of this SPD.
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Prosthetic Device Benefits

Benefits are paid by the Plan for external prosthetic devices that replace a limb or
body part limited to:

o artificial arms, legs, feet and hands;
o artificial face, eyes, ears and nose; and
o breast prosthesis as required by the Women's Health and Cancer Rights

Act of 1998, including mastectomy bras and lymphedema stockings for the
arm.

Benefits under this section are provided only for external prosthetic devices and
do not include any device that is fully implanted into the body.

If more than one prosthetic device can meet your functional needs, Benefits are
available only for the prosthetic device that meets the minimum specifications for
your needs. The device must be ordered or provided either by a Physician, or under
a Physician's direction. If you purchase a prosthetic device that exceeds these
minimum specifications, the Plan may pay only the amount that it would have paid
for the prosthetic that meets the minimum specifications, and you may be
responsible for paying any difference in cost.

Benefits are provided for the replacement of a type of prosthetic device once
every three calendar years.

At UnitedHealthcare's discretion, prosthetic devices may be covered for damage
beyond repair with normal wear and tear, when repair costs are less than the cost of
replacement or when a change in the Covered Person’s medical condition occurs
sooner than the three-year timeframe. Replacement of artificial limbs or any part of
such devices may be covered when the condition of the device or part requires
repairs that cost more than the cost of a replacement device or part.

¢ Benefits are available for repairs and replacement, exceptthat:

0 There are no benefits for repairs due to misuse, malicious damage
or gross neglect.

o0 There are no benefits for replacement due to misuse, malicious
damage, gross neglect or for lost or stolen prosthetic devices.

Note: If you plan to receive services for prosthetics, please make sure you follow
the procedures explained in the Prior Authorization section of this SPD

Note: Prosthetic devices are different from DME - see Durable Medical
Equipment (DME).
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Durable Medical Equipment (DME) Benefits
The Plan pays for Durable Medical Equipment (DME) that is:
o ordered or provided by a Physician for outpatient use primarily in a home
setting;
used for medical purposes;
not consumable or disposable;
not of use to a person in the absence of a Sickness, Injury or disability; and
durable enough to withstand repeated use.

Benefits under this section include Durable Medical Equipment provided to you by
a Physician. If more than one piece of DME can meet your functional needs,
Benefits are available only for the most cost-effective piece of equipment that
meets the minimum specifications for your needs. Benefits are provided for a
single unit of DME (example: one insulin pump) and for repairs of that unit.

o O O O

Examples of DME include but are not limited to:

equipment to administer oxygen;

equipment to assist mobility, such as a standard wheelchair;
standard hospital-type beds;

delivery pumps for tube feedings;

negative pressure wound therapy pumps (wound vacuums);
burn garments;

insulin pumps and all related necessary supplies as described under
Diabetes Services;

c o0 O O O O ©O

o external cochlear devices and systems. Surgery to place a cochlear implant
is also covered by the Plan. Cochlear implantation can either be an
inpatient or outpatient procedure.

o braces that stabilize an injured body part, including necessary adjustments to
shoes to accommodate braces. Braces that stabilize an injured body part and
braces to treat curvature of the spine are considered Durable Medical
Equipment and are a Covered Health Service. Braces that straighten or
change the shape of a body part are orthotic devices and are excluded from
coverage.

Dental braces are also excluded from coverage.; and

o equipment for the treatment of chronic or acute respiratory
failure or conditions.

o The Plan also covers tubings, nasal cannulas, connectors and masks
used in connection with DME.

o Benefits also include speech aid devices and tracheo-esophageal voice
devices required for treatment of severe speech impediment or lack of
speech directly attributed to Sickness or Injury. Benefits for the
purchase of speech aid devices and tracheo-esophageal voice devices
are available only after completing a required three-month rental period.
Benefits are limited as stated below.
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o Benefits for speech aid devices and tracheo-esophageal voice
devices are limited to the purchase of one device during the entire
period of time a Covered Person is enrolled under the Plan.

Benefits are provided for the repair/replacement of a type of Durable Medical
Equipment once every three calendar years.

At UnitedHealthcare's discretion, replacements are covered for damage beyond
repair with normal wear and tear, when repair costs exceed new purchase price,
or when a change in the Covered Person’s medical condition occurs sooner than
the three-year timeframe. Repairs, including the replacement of essential
accessories, such as hoses, tubes, mouth pieces, etc., for necessary DME are
only covered when required to make the item/device serviceable and the
estimated repair expense does not exceed the cost of purchasing or renting
another item/device. Requests for repairs may be made at any time and are not
subject to the three-year timeline for replacement.

Note: If you plan to receive services for Durable Medical Equipment, please make
sure you follow the procedures explained in the Prior Authorization section of this
SPD

Note: DME is different from prosthetic devices - see Prosthetic Device Benefits.

Congenital Heart Disease (CHD) Surgeries

The Plan pays Benefits for Congenital Heart Disease (CHD) surgeries ordered by a
Physician and received at a CHD Resource Services program. Benefits include the
facility charge and the charge for supplies and equipment. Benefits are available
for the following CHD services:

e outpatient diagnostic testing;
e evaluation;
e surgical interventions;

e interventional cardiac catheterizations (insertion of a tubular device in
the heart);

¢ fetal echocardiograms (examination, measurement and diagnosis of
the heart using ultrasound technology); and

e approved fetal interventions.

UnitedHealthcare has specific guidelines regarding Benefits for CHD services. Contact
UnitedHealthcare at the number on your ID card for information about these
guidelines.

The Plan pays Benefits for CHD services ordered by a Physician and received at a
facility participating in the CHD Resource Services program. Benefits include the

facility charge and the charge for supplies and equipment. Benefits for Physician
services are described under Physician Fees for Surgical and Medical Services.
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Surgery may be performed as open or closed surgical procedures or may be
performed through interventional cardiac catheterization.

To receive benefits under the CHD program, you must contact CHD Resource
Services at 1-888-936-7246 prior to obtaining Covered Health Services. The Plan will
only pay Benefits under the CHD program if CHD provides the proper notification to
the Designated Provider performing the services (even if you self-refer to a provider
in that network.)

If you receive Congenital Heart Disease services from a facility that is not
a Designated Provider, the Plan pays Benefits as described under:

Physician's Office Services - Sickness and Injury;

Physician Fees for Surgical and Medical Services;
Scopic Procedures - Outpatient Diagnostic and Therapeutic;

Therapeutic Treatments - Outpatient;
Hospital - Inpatient Stay; and
Surgery - Outpatient.

Note: If you plan to receive services for Congenital Heart Disease Surgeries, please
make sure you follow the procedures explained in the Prior Authorization section
of this SPD

Note: The services described under Travel and Lodging are Covered Health
Services only in connection with CHD services received at a Congenital Heart
Disease Resource Services program and are payable only under the Health
Reimbursement Account (HRA-Only Expense).
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Neonatal Resource Services (NRS)

The Plan pays Benefits for neonatal intensive care unit (NICU) services provided by
Designated Facilities participating in the Neonatal Resource Services (NRS) program.
NRS provides guided access to a network of credentialed NICU providers and
specialized nurse consulting services to manage NICU admissions. Designated
Provider is defined in Terms to Know Section.

In order to receive Benefits under this program, the Network Provider must
notify NRS or Personal Health Support if the newborn’s NICU stay is longer than
the mother’s hospital stay.
You or a covered Dependent may also:

e call Personal Health Support; or

e call NRS toll-free at 1 (888) 936-7246 and select the NRS prompt.

To receive NICU Benefits, you are not required to visit a Designated Provider. If you
receive services from a facility that is not a Designated Provider, the Plan pays
Benefits as described under:

e Physician's Office Services - Sickness and Injury;

e Physician Fees for Surgical and Medical Services;

e Scopic Procedures - Outpatient Diagnostic and Therapeutic;
e Therapeutic Treatments - Outpatient;

¢ Hospital - Inpatient Stay; and

e Surgery - Outpatient.

To take part in the NRS program, call a neonatal nurse at 1-888-936-7246. The Plan
will only pay benefits under the NRS program if NRS provides the proper notification
to the Designated Provider performing the services (even if you self-refer to a
provider in that network.)

Diabetes Services

Diabetes Self-Management and Training/Diabetic Eye Examinations/Foot
Care

Diabetes outpatient self-management training, education and medical nutrition
therapy services must be ordered by a physician and provided by appropriately
licensed or registered health care professionals. Benefits also include medical eye
examinations (dilated retinal examinations) and preventive foot care for diabetes.

Insulin pumps and supplies and continuous glucose monitors for the management
and treatment of diabetes are based upon your medical needs. Insulin, syringes and
needles are covered under the Plan. An insulin pump is subject to all the conditions
of coverage stated under Durable Medical Equipment.
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Please remember for Non-Network Benefits, you must notify the Claims
Administrator or Personal Health Support before obtaining any Durable
Medical Equipment for the management and treatment of diabetes if the
purchase, rental, repair or replacement of DME will cost more than $1,000.
You must purchase or rent the DME from the vendor the Claims
Administrator or Personal Health Support identifies.

Bariatric Surgery (through Bariatric Resource Services)

The Plan covers surgical treatment of obesity provided by or under the direction of a
physician provided either of the following is true:
e You have a minimum Body Mass Index (BMI) of 40
e You have a minimum BMI of 35 with at least one complicating co-
morbidities (such as sleep apnea or diabetes) directly related to, or
exacerbated by obesity.

In addition to meeting the above criteria, the following must also be true:

® You are over the age of 18 or, for adolescents, have achieved greater
than 95% of estimated adult height AND Tanner State of 4.

¢ You have completed a 6-month physician supervised weight lost
program within the last two (2) years.

e The surgery is performed at a Bariatric Resource Service (BRS) Designated
Provider by a network surgeon, even if there are no BRS Designated
Facilities near you.

For bariatric surgery services to be considered Covered Health Services under the BRS
program, you must contact Bariatric Resource Services and speak with a nurse
consultant prior to receiving services. You can contact Bariatric Resource Services by
calling 1-888-936-7246.

Benefits are limited to one surgery per lifetime unless there are complications to the
original covered surgery.

All authorization information and enrollment for bariatric surgery must be initiated
through OptumHealth’s Bariatric Resource Services (BRS) Program. Covered
participants seeking coverage for bariatric surgery should notify OptumHealth as
soon as the possibility of a bariatric surgery procedure arises (and before the time a
pre- surgical evaluation is performed) at a bariatric surgery center by calling
OptumHealth at 1-888-936-7246 to enroll in the program.

Note: If you plan to receive services for bariatric surgery, please make sure you
follow the procedures explained in the Prior Authorization section of this SPD
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Lab, X-Ray and Diagnostics - Outpatient

Services for Sickness and injury-related diagnostic purposes, received on
an outpatient basis at a Hospital or Alternate Facility include:

e |ab and radiology/X-ray; and
s Mammography.

Benefits under this section include:

e The facility charge and the charge for supplies and equipment; and
» Physician services for radiologists, anesthesiologists and pathologists.

Note: Prior authorization from the Claims Administrator is required for certain lab,
Xx- ray and diagnostic services. Please see Prior Authorization section of this SPD
for a list of services that require prior authorization.

Lab, X-Ray and Major Diagnostics - CT, PET Scans, MRI, MRA and
Nuclear Medicine - Qutpatient

Benefits for CT scans, PET scans, MRI, MRA, nuclear medicine, and major
diagnostic services received on an outpatient basis at a Hospital or Alternate
Facility under this section include:

¢ The facility charge and the charge for supplies and equipment; and
e Physician services for radiologists, anesthesiologists and pathologists. (Benefits

for other Physician services are described under Physician Fees for Surgical and
Medical Services.)

o Genetic Testing ordered by a Physician which results in available medical
treatment options following Genetic Counseling.

e Presumptive Drug Tests and Definitive Drug Tests (see Terms to Know section
for further information.

Note: Prior authorization from the Claims Administrator is required for certain lab, x-
ray and diagnostic services. Please see Prior Authorization section of this SPD for a
list of services that require prior authorization.

Dental Services - Accident Only
Dental services are covered by the Plan when all of the following are true:

¢ Treatmentis necessary because of accidental damage.

e Dental services are received from a Doctor of Dental Surgery or a Doctor
of Medical Dentistry.

e The dental damage is severe enough that initial contact with a Physician or
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dentist occurs within 72 hours of the accident. (You may request an extension
of this time period provided that you do so within 60 days of the Injury and if
extenuating circumstances exist due to the severity of the Injury.) Please note
that dental damage that occurs as a result of normal activities of daily living or
extraordinary use of the teeth is not considered having occurred as an
accident. Benefits are not available for repairs to teeth that are damaged as a
result of such activities.

The Plan also covers dental care (oral examination, X-rays, extractions and non-
surgical elimination of oral infection) required for the direct treatment of a medical
condition limited to:

Dental services related to medical transplant procedures.
Initiation of immunosuppressives (medication used to reduce inflammation and
suppress the immune system).

e Direct treatment of acute traumatic Injury, cancer or cleft palate.

Dental services for final treatment to repair the damage caused by accidental Injury
must be started within 3 months of the accident, unless extenuating circumstances
exist (such as prolonged hospitalization or the presence of fixation wires from
fracture care) and completed within 12 months of the accident. The Plan pays for
treatment of accidental Injury only for:

Emergency examination

Necessary diagnostic X-rays

Endodontic (root canal) treatment

Temporary splinting of teeth

Prefabricated post and core

Simple minimal restorative procedures (fillings)

Extractions

Post-traumatic crowns if such are the only clinically acceptable treatment
Replacement of lost teeth due to the Injury by implant, dentures orbridges

Note: For Non-Network Benefits, you must obtain prior authorization from the
Claims Administrator as soon as possible, but at least five business days before
follow-up (post-Emergency) treatment begins. You do not have to obtain prior
authorization before the initial Emergency treatment.

Dental Services — Oral Surgery

Anesthesia and facility charges for oral surgery due to an accidental injury or
performed as medical treatment are covered under the plan when it is necessary to
perform the oral surgery in a hospital or in an outpatient surgical center.
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Gender Dysphoria

Benefits for the treatment of Gender Dysphoria are limited to the following services:

Psychotherapy for Gender Dysphoria and associated co-morbid
psychiatric diagnoses.

Cross-sex hormone therapy.

Puberty suppressing medication injected or implanted by a medical provider
in a clinical setting.

Laboratory testing to monitor the safety of continuous cross-sex
hormone therapy.

Surgery for the treatment for Gender Dysphoria.

Genital Surgery and Bilateral Mastectomy or Breast Reduction
Surgery Documentation Requirements:

The Covered Person must provide documentation of the following for
breast surgery:

e A written psychological assessment from at least one qualified behavioral
health provider experienced in treating Gender Dysphoria. The
assessment must document that the Covered Person meets all of the
following criteria:

@]

o

Persistent, well-documented Gender Dysphoria.

Capacity to make a fully informed decision and to consent
for treatment.

Must be 18 years or older.

If significant medical or mental health concerns are present,
they must be reasonably well controlled.

The Covered Person must provide documentation of the following for
genital surgery:

e A written psychological assessment from at least two qualified
behavioral health providers experienced in treating Gender Dysphoria,
who have independently assessed the Covered Person. The assessment
must document that the Covered Person meets all of the following
criteria.

O

o]

Persistent, well-documented Gender Dysphoria.

Capacity to make a fully informed decision and to consent
for treatment.

Must 18 years or older.

If significant medical or mental health concerns are present,
they must be reasonably well controlled.

Complete at least 12 months of successful continuous full-time
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real- life experience in the desired gender.

o Complete 12 months of continuous cross-sex hormone therapy
appropriate for the desired gender (unless medically
contraindicated).

e The treatment plan is based on identifiable external sources including the
World Professional Association for Transgender Health (WPATH)
standards, and/or evidence-based professional society guidance.

Prior Authorization Requirement- For non-network Benefits you must obtain
prior authorization as soon as the possibility for any of the services listed above for
Gender Dysphoria treatment arises.

For a list of exclusions, see “"What is Not Covered" section of this SPD.

Clinical Trials

Benefits are available for routine patient care costs incurred during participation in
a qualifying clinical trial for the treatment of:

e Cancer or other life-threatening disease or condition. For purposes of this
benefit, a life-threatening disease or condition is one from which the
likelihood of death is probable unless the course of the disease or condition is
interrupted;

e (Cardiovascular disease (cardiac/stroke) which is not life threatening, for
which, as the Claims Administrator determines, a clinical trial meets the
qualifying clinical trial criteria stated below;

e Surgical musculoskeletal disorders of the spine, hip and knees, which are
not life threatening, for which, as the Claims Administrator determines, a
clinical trial meets the qualifying clinical trial criteria stated below; and

e Other diseases or disorders which are not life threatening for which, as the
Claims Administrator determines, a clinical trial meets the qualifying
clinical trial criteria stated below.

Benefits include the reasonable and necessary items and services used to prevent,
diagnose and treat complications arising from participation in a qualifying clinical
trial.

Benefits are available only when the Covered Person is clinically eligible for
participation in the qualifying clinical trial as defined by the researcher.
Routine patient care costs for qualifying clinical trials include:

e Covered Health Services for which Benefits are typically provided absent
a clinical trial;

e Covered Health Services required solely for the provision of the
investigational item or service, the clinically appropriate monitoring of the
effects of the item or service, or the prevention of complications; and

e (Covered Health Services needed for reasonable and necessary care
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arising from the provision of an Investigational item or service.
Routine costs for clinical trials do not include:

e the Experimental or Investigational Service or item. The only exceptions to
this are:

o Certain Category B devices;
o Certain promising interventions for patients with terminal illnesses; and

o Other items and services that meet specified criteria in accordance with
our medical and drug policies;

e Items and services provided solely to satisfy data collection and analysis
needs and that are not used in the direct clinical management of the patient;

e A service that is clearly inconsistent with widely accepted and
established standards of care for a particular diagnosis; and

e Items and services provided by the research sponsors free of charge for
any person enrolled in the trial.

With respect to cancer or other life-threatening diseases or conditions, a qualifying
clinical trial is a Phase I, Phase II, Phase III, or Phase IV clinical trial that is
conducted in relation to the prevention, detection or treatment of cancer or other
life- threatening disease or condition and which meets any of the following criteria in
the bulleted list below.

With respect to cardiovascular disease or musculoskeletal disorders of the spine
and hip and knees and other diseases or disorders which are not life-threatening, a
qualifying clinical trial is a Phase I, Phase II, or Phase III clinical trial that is
conducted in relation to the detection or treatment of such non-life-threatening
disease or disorder and which meets any of the following criteria in the bulleted list
below.

Federally funded trials. The study or investigation is approved or funded
(which may include funding through in-kind contributions) by one or more of
the following:

National Institutes of Health (NIH). (Includes National Cancer Institute (NCI));
Centers for Disease Control and Prevention (CDC);

Agency for Healthcare Research and Quality (AHRQ);

Centers for Medicare and Medicaid Services (CMS);

a cooperative group or center of any of the entities described above orthe
Department of Defense (DOD) or the Veterans Administration (VA);

a qualified non-governmental research entity identified in the guidelines
issued by the National Institutes of Health for center support grants; or

o The Department of Veterans Affairs, the Department of Defense or the
Department of Energy as long as the study or investigation has been
reviewed and approved through a system of peer review that is determined
by the Secretary of Health and Human Services to meet both of the following
criteria:

O O O O O

O
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e comparable to the system of peer review of studies and investigations
used by the National Institutes of Health; and

e ensures unbiased review of the highest scientific standards by
qualified individuals who have no interest in the outcome of the
review.

e The study or investigation is conducted under an investigational new
drug application reviewed by the U.S. Food and Drug Administration;

e The study or investigation is a drug trial that is exempt from having such
an investigational new drug application;

o The clinical trial must have a written protocol that describes a scientifically sound
study and have been approved by all relevant institutional review boards (IRBs)
before participants are enrolled in the trial. UnitedHealthcare may, at any time,
request documentation about the trial; or

¢ The subject or purpose of the trial must be the evaluation of an item orservice
that meets the definition of a Covered Health Service and is not otherwise
excluded under the Plan.

Clinical trial costs associated with the device, medication, or data collection are not
covered.

Experimental or investigational items or services are generally not covered.

Note: If you plan to partake in a Clinical Trial, please make sure you follow the
procedures explained in the Prior Authorization section of this SPD.

Ostomy Supplies

Benefits for ostomy supplies are limited to:
e Pouches, face plates and belts.
o Irrigation sleeves, bags and ostomy irrigation catheters.
e Skin barriers.

Benefits are not available for deodorants, filters, lubricants, tape, appliance
cleaners, adhesive, adhesive remover, or other items not listed above.

Physician Fees for Surgical and Medical Services

The Plan pays Physician fees for surgical procedures and other medical care received
from a Physician in a Hospital, Skilled Nursing Facility, Inpatient Rehabilitation
Facility, Alternate Facility or for Physician house calls.

Reconstructive Procedures

Reconstructive Procedures are services performed when the primary purpose of the
procedure is either to treat a medical condition or to improve or restore physiologic
function for an organ or body part. Reconstructive Procedures include surgery or other
procedures which are associated with an Injury, Sickness or Congenital Anomaly. The
primary result of the procedure is not a changed or improved physical appearance.

Improving or restoring physiologic function means that the organ or body part is made
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to work better. An example of a Reconstructive Procedure is surgery on the inside of
the nose so that a person's breathing can be improved or restored.

Benefits for Reconstructive Procedures include breast reconstruction following a
mastectomy and reconstruction of the non-affected breast to achieve symmetry.
Replacement of an existing breast implant is covered by the Plan if the initial breast
implant followed a mastectomy. Other services required by the Women's Health and
Cancer Rights Act of 1998, including breast prostheses and treatment of
complications, are provided in the same manner and at the same level as those for
any other Covered Health Service. You can contact UnitedHealthcare at the number on
your ID card for more information about Benefits for mastectomy-related services.

There may be times when the primary purpose of a procedure is to make a body part
work better. However, in other situations, the purpose of the same procedure is to
improve the appearance of a body part. Cosmetic procedures are excluded from
coverage. Procedures that correct an anatomical Congenital Anomaly without
improving or restoring physiologic function are considered Cosmetic Procedures. A
good example is upper eyelid surgery. At times, this procedure will be done to
improve vision, which is considered a Reconstructive Procedure. In other cases,
improvement in appearance is the primary intended purpose, which is considered a
Cosmetic Procedure. This Plan does not provide Benefits for Cosmetic Procedures, as
defined in the Terms to Know section.

The fact that a Covered Person may suffer psychological consequences or socially
avoidant behavior as a result of an Injury, Sickness or Congenital Anomaly does not
classify surgery (or other procedures done to relieve such consequences or behavior)
as a Reconstructive Procedures.

Note: If you plan to receive benefits for Reconstructive Procedures, please make sure
you follow the procedures explained in the Prior Authorization section of this SPD.

Rehabilitation Services - Qutpatient Therapy and Manipulative
Treatment

The Plan provides short-term outpatient rehabilitation services (including habilitative
services) limited to:

e Physical therapy.

e Occupational therapy.

e Manipulative Treatment.
e Speech therapy*.

¢ Post-cochlear implant aural therapy.

e Cognitive rehabilitation therapy following a post-traumatic brain Injury or
cerebral vascular accident.

e Pulmonary rehabilitation.
e Cardiac rehabilitation.
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For all rehabilitation services, a licensed therapy provider, under the direction of a
Physician (when required by state law), must perform the services. Benefits under this
section include rehabilitation services provided in a Physician's office or on an
outpatient basis at a Hospital or Alternate Facility. Rehabilitative services provided in a
Covered Person's home by a Home Health Agency are provided as described under
Home Health Care. Rehabilitative services provided in a Covered Person's home other
than by a Home Health Agency are provided as described under this section.

Benefits can be denied or shortened for Covered Persons who are not progressing in
goal-directed rehabilitation services or if rehabilitation goals have previously been
met. Benefits under this section are not available for maintenance/preventive
treatment.

*For outpatient rehabilitation services for speech therapy, the Plan will pay Benefits
for the treatment of disorders of speech, language, voice, communication and auditory
processing only when the disorder results from Injury, Sickness, stroke, cancer,
Congenital Anomaly, or Autism Spectrum Disorder.

The Plan will pay Benefits for cognitive rehabilitation therapy only when Medically
Necessary following a post-traumatic brain Injury or cerebral vascular accident.

84

UHC0004028



Case 1:23-cv-05221-JPB  Document 81-14  Filed 04/13/26 Page 89 of 194

Habilitative Services

For the purpose of this Benefit, "habilitative services" means Medically Necessary
skilled health care services that help a person keep, learn or improve skills and
functioning for daily living. Habilitative services are skilled when all of the following
are true:

e The services are part of a prescribed plan of treatment or maintenance program
that is Medically Necessary to maintain a Covered Person's current condition or
to prevent or slow further decline.

e It is ordered by a Physician and provided and administered by a licensed
provider.

e Itis not delivered for the purpose of assisting with activities of daily living,
including dressing, feeding, bathing or transferring from a bed to a chair.

¢ It requires clinical training in order to be delivered safely and effectively.
e It is not Custodial Care.

The Claims Administrator will determine if Benefits are available by reviewing both the
skilled nature of the service and the need for Physician-directed medical management.
Therapies provided for the purpose of general well-being or conditioning in the
absence of a disabling condition are not considered habilitative services. A service will
not be determined to be "skilled" simply because there is not an available caregiver.

Benefits are provided for habilitative services provided for Covered Persons with a
disabling condition when both of the following conditions are met:

¢ The treatment is administered by a licensed speech-language pathologist,
licensed audiologist, licensed occupational therapist, licensed physical therapist or
Physician.

e The initial or continued treatment must be proven and not Experimental or
Investigational.

Benefits for habilitative services do not apply to those services that are solely
educational in nature or otherwise paid under state or federal law for purely
educational services. Custodial Care, respite care, day care, therapeutic recreation,
vocational training and Residential Treatment are not habilitative services. A service
that does not help the Covered Person to meet functional goals in a treatment plan
within a prescribed time frame is not a habilitative service.

The Plan may require that a treatment plan be provided, request medical records,
clinical notes, or other necessary data to allow the Plan to substantiate that initial or
continued medical treatment is needed. When the treating provider anticipates that
continued treatment is or will be required to permit the Covered Person to achieve
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