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described your benefits.
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Home Office: Bloomfield, Connecticut
Mailing Address: Hartford, Connecticut 06152
CIGNA HEALTH AND LIFE INSURANCE COMPANY, a Cigna company (hereinafter
called Cigna)
ANNUAL COMPLIANCE RIDER
No. ACNCMD18

Policyholder: Currituck County
Rider Eligibility: Each Employee
Policy No. or Nos. 3334829-DIND, VISN

EFFECTIVE DATE: July 1, 2018

You will become insured on the date you become eligible, if you are in Active Service on that date, or if
you are not in Active Service on that date due to your health status. If you are not insured for the benefits
described in your certificate on that date, the effective date of this annual compliance rider will be the date
you become insured.

This Annual Compliance Rider forms a part of the certificate issued to you by Cigna describing the
benefits provided under the policy(ies) specified above.

This Annual Compliance Rider replaces any other Annual Compliance Rider issued to you on a prior date.

The provisions set forth in this Annual Compliance Rider comply with legislative requirements of the State
of North Carolina regarding group insurance plans covering insureds. These provisions supersede any
provisions in your certificate to the contrary unless the provisions in your certificate result in greater
benefits.

READ THE FOLLOWING

NOTE: The provisions identified in this rider are specifically applicable ONLY for:

o Benefit plans which have been made available by your Employer to you and/or your Dependents;
o Benefit plans for which you and/or your Dependents are eligible;

o Benefit plans which you have elected for you and/or your Dependents;

o Benefit plans which are currently effective for you and/or your Dependents.
Amna Krishtul, Corporate Secretary

HC-RDRI1 04-10
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Important Notices

The following replaces the existing “Discrimination is Against
the Law” Notice shown in your certificate.

Discrimination is Against the Law

Cigna complies with applicable Federal civil rights laws and
does not discriminate on the basis of race, color, national
origin, age, disability or sex. Cigna does not exclude people or
treat them differently because of race, color, national origin,
age, disability or sex.

Cigna:

 Provides free aids and services to people with disabilities to
communicate effectively with us, such as:

¢ Qualified sign language interpreters

e Written information in other formats (large print, audio,
accessible electronic formats, other formats).

 Provides free language services to people whose primary
language is not English, such as:

¢ Qualified interpreters
o Information written in other languages.

If you need these services, contact customer service at the toll-
free phone number shown on your ID card, and ask a
Customer Service Associate for assistance.

If you believe that Cigna has failed to provide these services
or discriminated in another way on the basis of race, color,
national origin, age, disability or sex, you can file a grievance
by sending an email to ACAGrievance@cigna.com or by
writing to the following address:

Cigna

Nondiscrimination Complaint Coordinator
P.O. Box 188016

Chattanooga, TN 37422

If you need assistance filing a written grievance, please call
the number on the back of your ID card or send an email to
ACAGrievance@cigna.com. You can also file a civil rights
complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights electronically through the
Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.
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The following replaces the existing “Proficiency of Language
Assistance Services” Notice shown in your certificate:

Proficiency of Language Assistance Services

English — ATTENTION: Language assistance services, free
of charge, are available to you. For current Cigna customers,
call the number on the back of your ID card. Otherwise, call
1.800.244.6224 (TTY: Dial 711).

Spanish — ATENCION: Hay servicios de asistencia de
idiomas, sin cargo, a su disposicion. Si es un cliente actual de
Cigna, llame al nimero que figura en el reverso de su tarjeta
de identificacion. Si no lo es, llame al 1.800.244.6224 (los
usuarios de TTY deben llamar al 711).

Chinese — 17  Tk{fIn] BGREIR RS IR -
HIJ% Cigna HYEAE S - SFEEEEHY ID -RE TSRS -
HA =SR2 1.800.244.6224  (FEEEH4R © 55 711) -

Vietnamese — XIN LUU Y: Quy vi dugc cap dich vu trg gitup
vé ngdn ngit mién phi. Danh cho khach hang hién tai ctia
Cigna, vui 1ong goi s6 & mit sau thé Hoi vién. Cac truong hop
khac xin goi s6 1.800.244.6224 (TTY: Quay s6 711).

Korean — F2O|: 3l 0| & AFESIA|lE 2, A0 X|&
MHIAE BR2 0|83t = AFLCH 2 Cigna

ZHAXEH EWAM=ID ZtE SIHY| Q= M3HS 2

A2t Z=AA| Q. 7|E} CHE A 20{|= 1.800.244.6224

(TTY: CHO| Y 711)HO 2 HtslF A L.

Tagalog - PAUNAWA: Makakakuha ka ng mga serbisyo sa
tulong sa wika nang libre. Para sa mga kasalukuyang customer
ng Cigna, tawagan ang numero sa likuran ng iyong ID card. O
kaya, tumawag sa 1.800.244.6224 (TTY: I-dial ang 711).

Russian —- BHUMAHUE: Bam MOT'YT Ipe10CTaBUTh
OecruaTHbIE yCIIyry epeBoaa. Eciu BBl yke ydacTByeTe B
mwrane Cigna, MO3BOHUTE IO HOMEPY, YKa3aHHOMY Ha
00paTHOH CTOpOHE Baleil HICHTH(OUKAITHOHHONW KapTOUKN
y4JaCTHHKaA IIaHa. Ecnu BBl He sSBIISICTECH Y4aCTHHUKOM OJTHOT'O
13 HAIIUX IUIAHOB, TIO3BOHHTE 10 HOMepy 1.800.244.6224
(TTY: 711).
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¢3and _aS] dalia Alaal dan sl cilara L) sla s - Arabie
Sy ey e () gaall a8 )1 Juat) els p ellad Cigna
(711w sl : TTY) 1.800.244.6224 < Josil ) Gpasl

French Creole - ATANSYON: Gen sévis ¢d nan lang ki
disponib gratis pou ou. Pou kliyan Cigna yo, rele nimewo ki
deye kat ID ou. Sinon, rele nimewo 1.800.244.6224

(TTY: Rele 711).

French — ATTENTION: Des services d’aide linguistique vous
sont proposés gratuitement. Si vous &tes un client actuel de
Cigna, veuillez appeler le numéro indiqué au verso de votre
carte d’identité. Sinon, veuillez appeler le numéro
1.800.244.6224 (ATS : composez le numéro 711).

Portuguese — ATENCAO: Tem ao seu dispor servigos de
assisténcia linguistica, totalmente gratuitos. Para clientes
Cigna atuais, ligue para o nimero que se encontra no verso do
seu cartdo de identificagdo. Caso contrario, ligue para
1.800.244.6224 (Dispositivos TTY: marque 711).

Polish - UWAGA: w celu skorzystania z dostgpnej,
bezptatnej pomocy jezykowej, obecni klienci firmy Cigna
moga dzwoni¢ pod numer podany na odwrocie karty
identyfikacyjnej. Wszystkie inne osoby prosimy o
skorzystanie z numeru 1 800 244 6224 (TTY: wybierz 711).

Japanese —

AEEIE BAEZEINSGEGE. BHOEHEXEY—
EXZEZHRAWEETET . REDCigna®

BEKIE. DHA—FEEOEFEESEF T, BEHEICTT
ERCIEZED, ZO/MOAIE. 1.800.244.6224 (TTY:
711) £T. PEBEEICTITEHBLLE S,

Italian — ATTENZIONE: Sono disponibili servizi di
assistenza linguistica gratuiti. Per i clienti Cigna attuali,
chiamare il numero sul retro della tessera di identificazione.
In caso contrario, chiamare il numero 1.800.244.6224 (utenti
TTY: chiamare il numero 711).

German — ACHTUNG: Die Leistungen der
Sprachunterstiitzung stehen Ihnen kostenlos zur Verfiigung.
Wenn Sie gegenwirtiger Cigna-Kunde sind, rufen Sie bitte die
Nummer auf der Riickseite [hrer Krankenversicherungskarte
an. Andernfalls rufen Sie 1.800.244.6224 an (TTY: Wihlen
Sie 711).

B s 4y ¢ 5SS Cland 4s 55— Persian (Farsi)
Gl el Ly Wkl «Cigna lad Ol yide 6l 0.2 i e 431 ) Ladi 4
LC)pail e 0 a8 (il Culad Ll O S Gl jaas
(O 8 o By Gl o Jla) 2,80 (i 1.800.244.6224 o i
A2 R el 171 o jleds
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Traditional Dental

The following paragraphs replace any existing paragraphs in
the Traditional Dental section of your dental certificate:

Plan payment for a covered service is the Maximum
Reimbursable Charge (MRC)* for that procedure, times the
benefit percentage that applies to the class of service, as
specified in The Schedule.

The covered person is responsible for the balance of the
provider’s actual charge.**

Please see illustration below of a sample payment obligation:
COST EXAMPLE

** Actual Charge = $150
Benefit percentage = 80%

*MRC = $100

Plan pays: MRC times Benefit percentage:
$100 x 80% = $80

You pay: Actual Charge minus what plan pays:
$150 - $80 =$70

Payment of any benefits will be subject to any applicable
deductibles and maximum benefits shown in The Schedule.

See definition section for further explanation of Maximum
Reimbursable Charge.

HC-DEN171 07-14
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Expenses Not Covered

The following replaces the Expenses Not Covered pages
shown in your vision certificate:

Covered Expenses will not include, and no payment will be
made for:

« Orthoptic or vision training and any associated
supplemental testing.

e Medical or surgical treatment of the eyes.

e Any eye examination, or any corrective eyewear, required
by an employer as a condition of employment.

o Charges incurred after the Policy ends or the insured's
coverage under the Policy ends, except as stated in the
Policy.

o Experimental or non-conventional treatment or device.

o Charges in excess of the usual and customary charge for the
service or materials.

e For or in connection with experimental procedures or
treatment methods not approved by the American

Optometric Association or the appropriate vision specialty
society.

e Any injury or illness when paid or payable by Workers’
Compensation or similar law, or which is work-related.

o Claims submitted and received in-excess of 12 months from
the original date of service.

e VDT (video display terminal)/computer eyeglass benefit.
o Magnification or low vision aids.

« Spectacle lens treatments, "add ons", or lens coatings not
shown as covered in the Schedule.

o Two pair of glasses, in lieu of bifocals or trifocals.

« Prescription sunglasses.

e Any non-prescription eyeglasses, lenses, or contact lenses.
« Safety glasses or lenses required for employment.

Other Limitations are shown in the Exclusions and General
Limitations section.

HC-VIS2 04-10
V5 AC

Covered Dental Expense

If Class V Services are included, then the following page
replaces the “Class V Services — Temporomandibular Joint
Dysfunction” section shown under the Covered Dental
Expense section in your dental certificate:

Class V Services - Temporomandibular Joint Dysfunction

Only the dental service listed below will be considered a
covered expense for the treatment of Temporomandibular
Joint Dysfunction:

o Occlusal orthotic device.

HC-DEN146 04-10
V1 AC3

Definitions

The following definition of “Maximum Reimbursable Charge
— Vision” in the Definitions section of your vision certificate
is hereby NULL and VOID:

Maximum Reimbursable Charge - Vision
The Maximum Reimbursable Charge is the lesser of:

« the provider’s normal charge; or

myCigna.com
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« the policyholder selected percentile of all charges made by
providers of such service or supply in the geographic area
where it is received.

HC-DFS13 04-10
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Definitions

The following replaces the definition of “Maximum
Reimbursable Charge” shown in the Definitions section of
your dental certificate:

Maximum Reimbursable Charge - Dental

The Maximum Reimbursable Charge for covered services is
determined based on the lesser of:

« the provider’s normal charge for a similar service or supply;
or

« the policyholder-selected percentile of charges made by
providers of such service or supply in the geographic area
where it is received as compiled in a database selected by
Cigna.

The percentile used to determine the Maximum Reimbursable
Charge is listed in The Schedule.

The Maximum Reimbursable Charge is subject to all other
benefit limitations and applicable coding and payment
methodologies determined by Cigna. Additional information
about how Cigna determines the Maximum Reimbursable
Charge is available upon request.

HC-DFS752 07-14
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The following Federal Requirements replace any such
provisions shown in your Certificate.

Federal Requirements

The following pages explain your rights and responsibilities
under federal laws and regulations. Some states may have
similar requirements. If a similar provision appears elsewhere
in this booklet, the provision which provides the better benefit
will apply.

HC-FED1 10-10 AC

Effect of Section 125 Tax Regulations on This
Plan

Your Employer has chosen to administer this Plan in
accordance with Section 125 regulations of the Internal
Revenue Code. Per this regulation, you may agree to a pretax
salary reduction put toward the cost of your benefits.
Otherwise, you will receive your taxable earnings as cash
(salary).

A. Coverage elections

Per Section 125 regulations, you are generally allowed to
enroll for or change coverage only before each annual benefit
period. However, exceptions are allowed:

« if your Employer agrees, and you meet the criteria shown in
the following Sections B through H and enroll for or change
coverage within the time period established by your
Employer.

B. Change of status
A change in status is defined as:

o change in legal marital status due to marriage, death of a
spouse, divorce, annulment or legal separation;

e change in number of Dependents due to birth, adoption,
placement for adoption, or death of a Dependent;

o change in employment status of Employee, spouse or
Dependent due to termination or start of employment,
strike, lockout, beginning or end of unpaid leave of absence,
including under the Family and Medical Leave Act
(FMLA), or change in worksite;

o changes in employment status of Employee, spouse or
Dependent resulting in eligibility or ineligibility for
coverage;

« change in residence of Employee, spouse or Dependent to a
location outside of the Employer’s network service area;
and

o changes which cause a Dependent to become eligible or
ineligible for coverage.

C. Court order

A change in coverage due to and consistent with a court order
of the Employee or other person to cover a Dependent.

D. Medicare or Medicaid eligibility/entitlement

The Employee, spouse or Dependent cancels or reduces
coverage due to entitlement to Medicare or Medicaid, or
enrolls or increases coverage due to loss of Medicare or
Medicaid eligibility.

E. Change in cost of coverage

If the cost of benefits increases or decreases during a benefit
period, your Employer may, in accordance with plan terms,
automatically change your elective contribution.

myCigna.com
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When the change in cost is significant, you may either
increase your contribution or elect less-costly coverage. When
a significant overall reduction is made to the benefit option
you have elected, you may elect another available benefit
option. When a new benefit option is added, you may change
your election to the new benefit option.

F. Changes in coverage of spouse or Dependent under
another employer’s plan

You may make a coverage election change if the plan of your
spouse or Dependent: incurs a change such as adding or
deleting a benefit option; allows election changes due to
Change in Status, Court Order or Medicare or Medicaid
Eligibility/Entitlement; or this Plan and the other plan have
different periods of coverage or open enrollment periods.

G. Reduction in work hours

If an Employee’s work hours are reduced below 30
hours/week (even if it does not result in the Employee losing
eligibility for the Employer’s coverage); and the Employee
(and family) intend to enroll in another plan that provides
Minimum Essential Coverage (MEC). The new coverage must
be effective no later than the 1st day of the 2nd month
following the month that includes the date the original
coverage is revoked.

H. Enrollment in a Qualified Health Plan (QHP)

The Employee wants to enroll in a QHP through a
Marketplace during the Marketplace’s annual open enrollment
period; and the disenrollment from the group plan corresponds
to the intended enrollment of the Employee (and family) in a
QHP through a Marketplace for new coverage effective
beginning no later than the day immediately following the last
day of the original coverage.

HC-FED95 04-17
AC

Eligibility for Coverage for Adopted Children

Any child who is adopted by you, including a child who is
placed with you for adoption, will be eligible for Dependent
Insurance, if otherwise eligible as a Dependent, upon the date
of placement with you. A child will be considered placed for
adoption when you become legally obligated to support that
child, totally or partially, prior to that child’s adoption.

If a child placed for adoption is not adopted, all health
coverage ceases when the placement ends, and will not be
continued.

The provisions in the “Dependent Insurance - Foster Children,
Adoptive Children, Court Ordered Coverage” section of this
document that describe requirements for enrollment and

effective date of insurance will also apply to an adopted child
or a child placed with you for adoption.

HC-FED67 09-14
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Claim Determination Procedures

The following complies with federal law. Provisions of
applicable laws of your state may supersede.

Postservice Determinations

When you or your representative requests a coverage
determination or a claim payment determination after services
have been rendered, Cigna will notify you or your
representative of the determination within 30 days after
receiving the request. However, if more time is needed to
make a determination due to matters beyond Cigna’s control,
Cigna will notify you or your representative within 30 days
after receiving the request. This notice will include the date a
determination can be expected, which will be no more than 45
days after receipt of the request.

If more time is needed because necessary information is
missing from the request, the notice will also specify what
information is needed, and you or your representative must
provide the specified information to Cigna within 45 days
after receiving the notice. The determination period will be
suspended on the date Cigna sends such a notice of missing
information, and the determination period will resume on the
date you or your representative responds to the notice.

HC-FED79 03-13
AC

Claim Determination Procedures
Procedures Regarding Medical Necessity Determinations

In general, health services and benefits must be Medically
Necessary to be covered under the plan. The procedures for
determining Medical Necessity vary, according to the type of
service or benefit requested, and the type of health plan.

You or your authorized representative (typically, your health
care professional) must request Medical Necessity
determinations according to the procedures described below,
in the Certificate, and in your provider's network participation
documents as applicable.

When services or benefits are determined to be not covered,
you or your representative will receive a written description of
the adverse determination, and may appeal the determination.
Appeal procedures are described in the Certificate, in your

myCigna.com



provider's network participation documents as applicable, and
in the determination notices.

Postservice Determinations

When you or your representative requests a coverage
determination or a claim payment determination after services
have been rendered, Cigna will notify you or your
representative of the determination within 30 days after
receiving the request. However, if more time is needed to
make a determination due to matters beyond Cigna's control
Cigna will notify you or your representative within 30 days
after receiving the request. This notice will include the date a
determination can be expected, which will be no more than 45
days after receipt of the request.

If more time is needed because necessary information is
missing from the request, the notice will also specify what
information is needed and you or your representative must
provide the specified information to Cigna within 45 days
after receiving the notice. The determination period will be
suspended on the date Cigna sends such a notice of missing
information, and the determination period will resume on the
date you or your representative responds to the notice.

Notice of Adverse Determination

Every notice of an adverse benefit determination will be
provided in writing or electronically, and will include all of
the following that pertain to the determination: the specific
reason or reasons for the adverse determination; reference to
the specific plan provisions on which the determination is
based; a description of any additional material or information
necessary to perfect the claim and an explanation of why such
material or information is necessary; a description of the
plan’s review procedures and the time limits applicable,
including a statement of a claimant’s rights to bring a civil
action under section 502(a) of ERISA following an adverse
benefit determination on appeal, if applicable; upon request
and free of charge, a copy of any internal rule, guideline,
protocol or other similar criterion that was relied upon in
making the adverse determination regarding your claim, and
an explanation of the scientific or clinical judgment for a
determination that is based on a Medical Necessity,
experimental treatment or other similar exclusion or limit; and
in the case of a claim involving urgent care, a description of
the expedited review process applicable to such claim.

HC-FED83 03-13
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