Washington Counties Insurance Fund

Group #00499

Effective January 1, 2011, the following benefit information has been revised or added in
your Benefit Booklet. We have identified the section that is changing with all changes in
bold print.

Dependent Eligibility and Termination
Eligible dependents are:

. Children of a Covered Employee up to age 26, and incapacitated children 26 or older
as described below, as follows:
O Biological children,
o Stepchildren (including children of Domestic Partners),
o Foster children,
o Adopted children,
o Children for whom the Covered Employee has assumed a total or partial legal
obligation for support in anticipation of adoption, and
O Legally designated minor wards.

Spouses and children of married dependents are not eligible for coverage under this
plan.

Coverage for a dependent child over the limiting age will not be terminated if the child is
and continues to be both 1) incapable of self sustaining employment by reasons of
developmental disability (including mental retardation, cerebral palsy, epilepsy, autism, or
another neurological condition closely related to mental retardation or to require treatment
similar to that required for mentally retarded individuals) or physical handicap and 2) chiefly
dependent upon the eligible person for support and maintenance, provided proof of
incapacity and dependency is furnished to WDS within 31 days of the child’s attainment of
the limiting age and the child was an eligible dependent upon attainment of the limiting age.
WDS reserves the right to periodically verify the disability and dependency but not more
frequently than annually after the first two years.

Coordination of Benefits

Coordination of This Contract’s Benefits with Other Benefits: The coordination of
benefits (COB) provision applies when you have dental coverage under more than
one Plan. Plan is defined below.

The order of benefit determination rules govern the order in which each Plan will pay
a claim for benefits. The Plan that pays first is called the Primary Plan. The Primary
Plan must pay benefits according to its policy terms without regard to the possibility
that another Plan may cover some expenses. The Plan that pays after the Primary
Plan is the Secondary Plan. The Secondary Plan may reduce the benefits it pays so
that payments from all Plans do not exceed 100 percent of the total Allowable
Expense.

Definitions: For the purpose of this section, the following definitions shall apply:
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A “Plan” is any of the following that provides benefits or services for dental care or
treatment. If separate contracts are used to provide coordinated coverage for
members of a group, the separate contracts are considered parts of the same Plan
and there is no COB among those separate contracts. However, if COB rules do not
apply to all contracts, or to all benefits in the same contract, the contract or benefit
to which COB does not apply is treated as a separate Plan.

= Plan includes: group, individual or blanket disability insurance contracts, and
group or individual contracts issued by health care service contractors or
health maintenance organizations (HMO), Closed Panel Plans or other forms
of group coverage; medical care components of long-term care contracts,
such as skilled nursing care; and Medicare or any other federal governmental
Plan, as permitted by law.

= Plan does not include: hospital indemnity or fixed payment coverage or other
fixed indemnity or fixed payment coverage; accident only coverage; specified
disease or specified accident coverage; limited benefit health coverage, as
defined by state law; school accident and similar coverage that cover
students for accidents only, including athletic injuries, either on a twenty-
four-hour basis or on a"to and from school" basis; benefits for nonmedical
components of long-term care policies; automobile insurance policies
required by statute to provide medical benefits; Medicare supplement
policies; A state plan under Medicaid; A governmental plan, which, by law,
provides benefits that are in excess of those of any private insurance plan or
other nongovernmental plan; automobile insurance policies required by
statute to provide medical benefits; benefits provided as part of a direct
agreement with a direct patient-provider primary care practice as defined by
law or coverage under other federal governmental Plans, unless permitted by
law.

Each contract for coverage under the above bullet points is a separate Plan. If a Plan
has two parts and COB rules apply only to one of the two, each of the parts is treated
as a separate Plan.

“This Plan” means, in a COB provision, the part of the contract providing the dental
benefits to which the COB provision applies and which may be reduced because of
the benefits of other Plans. Any other part of the contract providing dental benefits is
separate from This Plan. A contract may apply one COB provision to certain
benefits, such as dental benefits, coordinating only with similar benefits, and may
apply another COB provision to coordinate other benefits.

The order of benefit determination rules determine whether This Plan is a Primary
Plan or Secondary Plan when you have dental coverage under more than one Plan.

When This Plan is primary, it determines payment for its benefits first before those
of any other Plan without considering any other Plan’s benefits. When This Plan is
secondary, it determines its benefits after those of another Plan and must make
payment in an amount so that, when combined with the amount paid by the Primary
Plan, the total benefits paid or provided by all Plans for the claim are coordinated up
to 100 percent of the total Allowable Expense for that claim. This means that when
This Plan is secondary, it must pay the amount which, when combined with what the
Primary Plan paid, does not exceed 100 percent of the highest Allowable Expense. In
addition, if This Plan is secondary, it must calculate its savings (its amount paid
subtracted from the amount it would have paid had it been the Primary Plan) and
record these savings as a benefit reserve for you. This reserve must be used to pay
any expenses during that calendar year, whether or not they are an Allowable
Expense under This Plan. If This Plan is secondary, it will not be required to pay an
amount in excess of its maximum benefit plus any accrued savings.
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“Allowable Expense” is a dental care expense, including coinsurance or copayments
and without reduction for any applicable deductible, that is covered in full or in part
by any of the Plans covering you. When coordinating benefits, any Secondary Plans
must pay an amount which, together with the payment made by the Primary Plan,
does not exceed the higher of the allowable expenses. In no event will a Secondary
Plan be required to pay an amount in excess of its maximum benefit plus accrued
savings. When Medicare, Part A and Part B or Part C are primary, Medicare’s
allowable amount is the highest allowable expense. When a plan provides benefits in
the form of services, the reasonable cash value of each service will be considered an
allowable expense and a benefit paid.

An expense or a portion of an expense that is not covered by any of the plans is not
an allowable expense. The following are examples of expenses that are not
Allowable Expenses:

Ll If you are covered by two or more Plans that compute their benefit payments
on the basis of a relative value schedule reimbursement method or other
similar reimbursement method, any amount charged by the provider in
excess of the highest reimbursement amount for a specific benefit is not an
Allowable Expense.

= If you are covered by two or more Plans that provide benefits or services on
the basis of negotiated fees, an amount in excess of the highest of the
negotiated fees is not an Allowable Expense.

“Closed Panel Plan” is a Plan that provides dental benefits to you in the form of
services through a panel of providers who are primarily employed by the Plan, and
that excludes coverage for services provided by other providers, except in cases of
emergency or referral by a panel member.

“Custodial Parent” is the parent awarded custody by a court decree or, in the
absence of a court decree, is the parent with whom the child resides more than one-
half of the calendar year without regard to any temporary visitation.

Order of Benefit Determination Rules: When you are covered by two or more Plans,
the rules for determining the order of benefit payments are as follows:

The Primary Plan must pay or provide its benefits as if the Secondary Plan or Plans
did not exist.

A Plan that does not contain a coordination of benefits provision that is consistent
with Chapter 284-51 of the Washington Administrative Code is always primary
unless the provisions of both Plans state that the complying Plan is primary, except
coverage that is obtained by virtue of membership in a group that is designed to
supplement a part of a basic package of benefits and provides that this
supplementary coverage is excess to any other parts of the Plan provided by the
contract holder.

A Plan may consider the benefits paid or provided by another Plan in calculating
payment of its benefits only when it is secondary to that other Plan.

Each Plan determines its order of benefits using the first of the following rules that
apply:
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“Non-Dependent or Dependent:” The Plan that covers you other than as a
Dependent, for example as an employee, member, policyholder, subscriber or retiree
is the Primary Plan and the Plan that covers you as a Dependent is the Secondary
Plan. However, if you are a Medicare beneficiary and, as a result of federal law,
Medicare is secondary to the Plan covering you as a Dependent, and primary to the
Plan covering you as other than a Dependent (e.g., a retired employee), then the
order of benefits between the two Plans is reversed so that the Plan covering you as
an employee, member, policyholder, subscriber or retiree is the Secondary Plan and
the other Plan is the Primary Plan.

“Dependent Child Covered Under More Than One Plan:” Unless there is a court
decree stating otherwise, when a Dependent child is covered by more than one Plan
the order of benefits is determined as follows:

1) For a Dependent child whose parents are married or are living together,
whether or not they have ever been married:

a) The Plan of the parent whose birthday falls earlier in the calendar year is
the Primary Plan; or

b) If both parents have the same birthday, the Plan that has covered the
parent the longest is the Primary Plan.

2) For a Dependent child whose parents are divorced or separated or not living
together, whether or not they have ever been married:

a) If acourt decree states that one of the parents is responsible for the
Dependent child’s dental expenses or dental coverage and the Plan of
that parent has actual knowledge of those terms, that Plan is primary.
This rule applies to claims determination periods commencing after the
Plan is given notice of the court decree;

b) If acourt decree states one parent is to assume primary financial
responsibility for the Dependent child but does not mention
responsibility for dental expenses, the Plan of the parent assuming
financial responsibility is primary;

c) If acourt decree states that both parents are responsible for the
Dependent child’s dental expenses or dental coverage, the provisions of
the first bullet point above (for dependent child(ren) whose parents are
married or are living together) determine the order of benefits;

d) If acourt decree states that the parents have joint custody without
specifying that one parent has responsibility for the dental expenses or
dental coverage of the Dependent child, the provisions of the first bullet
point above (for dependent child(ren) whose parents are married or are
living together) determine the order of benefits; or

e) If thereis no court decree allocating responsibility for the Dependent
child’s dental expenses or dental coverage, the order of benefits for the
child is as follows:

l. The Plan covering the Custodial Parent, first;

1. The Plan covering the spouse of the Custodial Parent, second;
Il The Plan covering the noncustodial Parent, third; and then
V. The Plan covering the spouse of the noncustodial Parent, last
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3) For a Dependent child covered under more than one Plan of individuals who
are not the parents of the child, the provisions of the first or second bullet
points above (for dependent child(ren) whose parents are married or are
living together or for dependent child(ren) whose parents are divorced or
separated or not living together) determine the order of benefits as if those
individuals were the parents of the child.

“Active Employee or Retired or Laid-off Employee:” The Plan that covers you as an
active employee, that is, an employee who is neither laid off nor retired, is the
Primary Plan. The Plan covering you as aretired or laid-off employee is the
Secondary Plan. The same would hold true if you are a Dependent of an active
employee and you are a Dependent of a retired or laid-off employee. If the other Plan
does not have this rule, and as a result, the Plans do not agree on the order of
benefits, this rule is ignored. This rule does not apply if the rule under the Non-
Dependent or Dependent provision above can determine the order of benefits.

“COBRA or State Continuation Coverage:” If your coverage is provided under
COBRA or under aright of continuation provided by state or other federal law is
covered under another Plan, the Plan covering you as an employee, member,
subscriber or retiree or covering you as a Dependent of an employee, member,
subscriber or retiree is the Primary Plan and the COBRA or state or other federal
continuation coverage is the Secondary Plan. If the other Plan does not have this
rule, and as aresult, the Plans do not agree on the order of benefits, this rule is
ignored. This rule does not apply if the rule under the Non-Dependent or Dependent
provision above can determine the order of benefits.

“Longer or Shorter Length of Coverage:” The Plan that covered you as an employee,
member, policyholder, subscriber or retiree longer is the Primary Plan and the Plan
that covered you the shorter period of time is the Secondary Plan.

If the preceding rules do not determine the order of benefits, the Allowable Expenses
must be shared equally between the Plans meeting the definition of Plan. In addition,
This Plan will not pay more than it would have paid had it been the Primary Plan.

Effect on the Benefits of This Plan: When This Plan is secondary, it may reduce its
benefits so that the total benefits paid or provided by all Plans during a claim
determination period are not more than the Total Allowable Expenses. In determining
the amount to be paid for any claim, the Secondary Plan must make payment in an
amount so that, when combined with the amount paid by the Primary Plan, the total
benefits paid or provided by all Plans for the claim do not exceed 100 percent of the
total Allowable Expense for that claim. Total Allowable Expense is the highest
Allowable Expense of the Primary Plan or the Secondary Plan. In addition, the
Secondary Plan must credit to its Plan deductible any amounts it would have
credited to its deductible in the absence of other dental coverage.

How We Pay Claims When We Are Secondary: When we are knowingly the
Secondary Plan, we will make payment promptly after receiving payment information
from your Primary Plan. Your Primary Plan, and we as your Secondary Plan, may ask
you and/or your provider for information in order to make payment. To expedite
payment, be sure that you and/or your provider supply the information in a timely
manner.

If the Primary Plan fails to pay within 60 calendar days of receiving all necessary
information from you and your provider, you and/or your provider may submit your
claim for us to make payment as if we were your Primary Plan. In such situations, we
are required to pay claims within 30 calendar days of receiving your claim and the
notice that your Primary Plan has not paid. This provision does not apply if Medicare
is the Primary Plan. We may recover from the Primary Plan any excess amount paid
under the "right of recovery" provision in the plan.
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. If there is a difference between the amounts the plans allow, we will base our
payment on the higher amount. However, if the Primary Plan has a contract
with the provider, our combined payments will not be more than the amount
called for in our contract or the amount called for in the contract of the
Primary Plan, whichever is higher. Health maintenance organizations (HMOs)
and health care service contractors usually have contracts with their
providers as do some other plans.

=  We will determine our payment by subtracting the amount paid by the Primary
Plan from the amount we would have paid if we had been primary. We must
make payment in an amount so that, when combined with the amount paid by
the Primary Plan, the total benefits paid or provided by all plans for the claim
does not exceed one hundred percent of the total allowable expense (the
highest of the amounts allowed under each plan involved) for your claim. We
are not required to pay an amount in excess of our maximum benefit plus any
accrued savings. If your provider negotiates reimbursement amounts with the
plan(s) for the service provided, your provider may not bill you for any excess
amounts once he/she has received payment for the highest of the negotiated
amounts. When our deductible is fully credited, we will place any remaining
amounts in a savings account to cover future claims which might not
otherwise have been paid.

Right to Receive and Release Needed Information: Certain facts about dental
coverage and services are needed to apply these COB rules and to determine
benefits payable under This Plan and other Plans. The Company may get the facts it
needs from or give them to other organizations or persons for the purpose of
applying these rules and determining benefits payable under This Plan and other
Plans covering you. The Company need not tell, or get the consent of, any person to
do this. To claim benefits under This Plan you must give the Company any facts it
needs to apply those rules and determine benefits payable.

Facility of Payment: If payments that should have been made under This Plan are
made by another Plan, the Company has the right, at its discretion, to remit to the
other Plan the amount the Company determines appropriate to satisfy the intent of
this provision. The amounts paid to the other Plan are considered benefits paid
under This Plan. To the extent of such payments, the Company is fully discharged
from liability under This Plan.

Right of Recovery: The Company has the right to recover excess payment whenever
it has paid Allowable Expenses in excess of the maximum amount of payment
necessary to satisfy the intent of this provision. The Company may recover excess
payment from any person to whom or for whom payment was made or any other
Company or Plans.

If payments that should have been made under This Plan are made by another Plan,
WDS has the right, at its discretion, to remit to the other Plan the amount it
determines appropriate. To the extent of such payments, WDS is fully discharged
from liability under This Plan.

Notice to covered persons If you are covered by more than one health benefit Plan,
and you do not know which is your Primary Plan, you or your provider should
contact any one of the health Plans to verify which Plan is primary. The health Plan
you contact is responsible for working with the other health Plan to determine which
is primary and will let you know within 30 calendar days.
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CAUTION: All health Plans have timely claim filing requirements. If you, or your
provider, fail to submit your claim to a secondary health Plan within the Plan’s claim
filing time limit, the Plan can deny the claim. If you experience delays in the
processing of your claim by the primary health Plan, you or your provider will need
to submit your claim to the secondary health Plan within its claim filing time limit to
prevent a denial of the claim.

To avoid delays in claims processing, if you are covered by more than one Plan you
should promptly report to your providers and Plans any changes in your coverage.

Health Insurance Portability and Accountability Act (HIPAA)

Washington Dental Service is committed to protecting the privacy of your dental health
information.

The Health Insurance Portability and Accountability Act (HIPAA) requires WDS to alert you
of the availability of our Notice of Privacy Practices (NPP), which you may view and print by
visiting www.deltadentalwa,com. You may also request a printed copy by calling the WDS
privacy hotline at (206) 985-5963.

American Recovery and Reinvestment Act (ARRA)

The American Recovery and Reinvestment Act of 2009 (ARRA) provides for premium
reductions and additional election opportunities for health benefits under COBRA. The
premium reduction applies to periods of health coverage beginning on or after February 17,
2009 and lasts for the time period established by law for those eligible for COBRA
due to an involuntary termination period, as defined by the ARRA.

Glossary

The following definition has been added:

SPECIALIST — A licensed Dentist who has successfully completed an educational program
accredited by the Commission of Dental Accreditation, two or more years in length, as
specified by the Council on Dental Education or holds a diploma from an American Dental
Association recognized certifying board.

2011-01-00499-BI-02 -7- 2/2/2011



