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IMPORTANT NOTICE

This General Information Booklet for the Yale University Welfare and Fringe Benefit Plan (the
“Plan”) provides information that is applicable to all benefit programs offered under the Plan. This
General Information Booklet addresses eligibility for coverage under the Plan, how to enroll,
opportunities to make mid-year changes, when coverage ends and how you and your covered
dependents may be able to continue coverage under certain benefit programs if it ends. It also
contains information such as who provides coverage, who administers the benefit programs offered
under the Plan, who decides claims for benefits, ERISA rights and who has the right to amend and
terminate the Plan and the benefit programs offered under the Plan.

The benefits booklets, benefits summaries, certificates of coverage and other documents provided
in connection with this General Information Booklet (collectively, the “Incorporated Documents™)
describe the benefits provided by the benefit programs offered under the Plan, including
deductible, co-pay and co-insurance information, as applicable, coverage levels, how to submit a
claim for benefits and other important information about your benefit programs.

This General Information Booklet, together with the Incorporated Documents provided in
connection with this General Information Booklet, constitutes the Summary Plan Description for
the Plan as of January 1, 2023 and replaces all prior descriptions of the Plan. It is intended to
provide a summary of your benefits available under the Plan. If there are any discrepancies
between the Summary Plan Description and the governing plan documents and insurance policies,
the plan documents and insurance policies will control.
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INTRODUCTION

Yale University (“Yale”) maintains the Yale University Welfare and Fringe Benefit Plan (the
“Plan”) for the exclusive benefit of eligible employees and their eligible dependents. The Plan
provides benefits through the following benefit programs:

o Yale Medical Program

o Yale Dental Program

o Yale Vision Program

o Yale Health Care Reimbursement Account Program (both general purpose and
limited purpose options)

o Yale Dependent Care Reimbursement Account Program

o Yale Non-Contributory Life Insurance Program

o Yale Contributory Life Insurance Program

o Yale Travel Assistance Program

o Yale University Short Term Disability Income Benefit Plan

o Yale University Voluntary Short Term Disability Income Benefit Plan

o Yale University Group Long Term Disability Insurance

o Yale University Group Legal Plan

o Yale University Employee Assistance Program

o Yale University Adoption Reimbursement Program

All of the above benefit programs are described in this General Information Booklet and in the
Incorporated Documents provided in connection with this General Information Booklet.

Note: The Yale Dependent Care Reimbursement Account Program, the Yale University Short
Term Disability Income Benefit Plan, the Yale University Voluntary Short Term Disability
Income Benefit Plan and the Yale University Adoption Reimbursement Program are part of the
Plan, but are not subject to the requirements of the Employee Retirement Income Security Act
of 1974, as amended (“ERISA”).

Contact Information

If you have any questions about the information in this General Information Booklet, contact
Employee Services by calling 203-432-5552, faxing 203-432-5153 or emailing
employee.services@yale.edu. You may also visit us in person at 221 Whitney Avenue, New
Haven, CT 06511.
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OVERVIEW OF THE PLAN’S BENEFIT PROGRAMS

You may be eligible for certain benefit programs depending on your employment classification.
The following is a brief description of the benefit programs offered to eligible employees and their
eligible dependents under the Plan, based on the eligible employee’s employment classification.

Clerical and Technical Staff

Benefit Description

Yale Medical e Provides medical, prescription drug, mental health, substance
Program (the abuse, wellness and vision benefits

“Medical Plan”) e The Medical Plan is designed to help you pay for eligible health

care expenses

For the first three years of your employment, you may elect to
enroll in the Yale Health Medical Plan coverage option only
After three years of employment, you may elect to enroll in other
available Medical Plan coverage options

Yale Dental Program
(the “Dental Plan”)

Provides dental benefits for preventive care, basic restorative care
and major restorative care

Orthodontia coverage is provided for dependent children under the
age of 19

The Dental Plan is designed to encourage regular checkups and
preventive care to correct minor dental problems before they
become serious and to help cover the cost of more expensive dental
procedures

You will be automatically enrolled in Dental Plan coverage, but
you must enroll any eligible dependents in the Dental Plan for them
to participate

Yale Vision Program
(the “Vision Plan”)

The Vision Plan is designed to help you pay for eligible vision
expenses and includes a Basic coverage option and an Enhanced
coverage option

The Basic plan provides allowances for frames and lenses

The Enhanced plan provides more frequent hardware allowances
and covers eye exams

Yale Health Care
Reimbursement

Account Program (the
“Health FSA”)

You may elect to contribute, on a pre-tax basis through payroll
deductions, to the Health FSA to help pay for eligible health care
expenses for you and your eligible dependents

Each year, you may contribute up to the annual limit communicated
to you in annual enrollment materials.




Clerical and Technical Staff

Benefit Description
Yale Dependent Care | ® You may elect to contribute, on a pre-tax basis through payroll
Reimbursement deductions, to the Dependent Care FSA to help pay for eligible

Account Program (the
“Dependent Care
FSA”)

dependent care expenses to allow you and your spouse to work or
attend school full-time

You may contribute up to $5,000 per year per household to the
Dependent Care FSA. This limit was temporarily increased to
$10,500 for calendar year 2021.

Yale Non-
Contributory Life
Insurance Program
(the “Non-
Contributory Life
Insurance Plan”)

Provides a monetary benefit to your beneficiaries if you die, as well
as accidental death and dismemberment (“AD&D”) coverage
Yale automatically provides Non-Contributory Life Insurance Plan
coverage in the amount of $5,000

Yale Contributory
Life Insurance
Program (the
“Contributory Life
Insurance Plan”)

Y ou may choose to pay for supplemental (voluntary) life insurance,
which provides an additional monetary benefit to your beneficiaries
if you die, up to five times your annual salary up to a maximum
benefit of $1,495,000

You must enroll in the Contributory Life Insurance Plan to
participate

Yale Travel
Assistance Program
(“Travel Assistance
Program”)

Provides international and domestic travel assistance services
including personal and travel assistance, emergency medical
evacuation, repatriation, security and political evacuation and
natural disaster evacuation for business and personal travel 100
miles or more away from your permanent residence

Provides coverage for up to $250,000 in out-of-country medical
expenses for treatment for accidents or sicknesses that occur while
traveling for business or during personal travel deviation of up to
14 days

Yale automatically provides Travel Assistance Program coverage

Yale University
Voluntary Short Term
Disability Income
Benefit Plan (the
“Voluntary STD
Plan”)

Provides partial income replacement if you are disabled by a
qualifying injury or sickness
You must enroll in the Voluntary STD Plan to participate




Clerical and Technical Staff

Benefit Description

Yale University e Provides partial income replacement in the event of an approved
Group Long Term disability

Disability Insurance e Yale automatically provides LTD Plan coverage in an amount
(the “LTD Plan”) equal to 60% of your base monthly earnings on earnings up to

$150,000 per year or less

Yale University
Employee Assistance
Program (the “EAP”)

Provides a wide range of resources and assistance, including work
life services, stress management, elder care and up to sixin-person
counseling sessions per issue for each family member

Yale automatically provides EAP coverage

Yale University
Adoption
Reimbursement
Program (the
“Adoption
Reimbursement
Program”)

Provides a maximum benefit of $10,000 per finalized adoption.
Yale automatically makes the Adoption Reimbursement Program
available

Yale University
Fertility Benefit
(the “Fertility
Benefit”), a
component of

Yale offers fertility treatment options as described in the Yale
Health Member Guide and Aetna Summary of Benefits.
You must enroll in the Aetna Smart Care plan to participate

the Medical
Plan
Faculty Members
Benefit Description
Medical Plan e Provides medical, prescription drug, mental health, substance

abuse, wellness and vision benefits

All Medical Plan options are designed to help you pay for eligible
health care expenses

You must enroll in the Medical Plan to participate

If you enroll in a high deductible health plan option under the
Medical Plan, Yale will automatically provide personal accident
coverage for you and your covered dependents, which provides
monetary benefits for covered accidents and some hospital
confinements




Faculty Members

Benefit

Description

Dental Plan

Provides dental benefits for preventive care, basic restorative care,
major restorative care and orthodontia

The Dental Plan is designed to encourage regular checkups and
preventive care to correct minor dental problems before they
become serious and to help cover the cost of more expensive dental
procedures

You must enroll in the Dental Plan to participate

Vision Plan

The Vision Plan is designed to help you pay for eligible vision
expenses and includes a Basic coverage option and an Enhanced
coverage option

The Basic plan provides allowances for frames and lenses

The Enhanced plan provides more frequent hardware allowances
and covers eye exams

Health FSA

You may elect to contribute, on a pre-tax basis through payroll
deductions, to the Health FSA to help pay for eligible health care
expenses for you and your eligible dependents

Each year, you may contribute up to the annual limit communicated
to you in annual enrollment materials.

If you contribute to a health savings account, your use of the Health
FSA will be limited to certain dental and vision expenses

Dependent Care FSA

You may elect to contribute, on a pre-tax basis through payroll
deductions, to the Dependent Care FSA to help pay for eligible
dependent care expenses to allow you and your spouse to work or
attend school full-time

You may contribute up to $5,000 per year per household to the
Dependent Care FSA. This limit was temporarily increased to
$10,500 for calendar year 2021.

Non-Contributory
Life Insurance Plan

Provides a monetary benefit to your beneficiaries if you die, as well
as AD&D coverage

Yale automatically provides Non-Contributory Life Insurance Plan
coverage in the amount of $50,000

Contributory Life
Insurance Plan

Y ou may choose to pay for supplemental (voluntary) life insurance,
which provides an additional monetary benefit to your beneficiaries
if you die, in an amount equal to up to six times your annual salary,
up to a maximum benefit of $1,950,000

You can also purchase dependent life insurance for your eligible
spouse and/or child(ren), which provides an additional monetary
benefit to you if an enrolled eligible dependent dies, in the amount
of $25,000 or $50,000 for your spouse and/or $5,000 or $10,000
for your child(ren)

You must enroll in the Contributory Life Insurance Plan to
participate




Faculty Members

Benefit

Description

Travel Assistance
Program

Provides international and domestic travel assistance services
including personal and travel assistance, emergency medical
evacuation, repatriation, security and political evacuation and
natural disaster evacuation for business and personal travel 100
miles or more away from your permanent residence

Provides coverage for up to $250,000 in out-of-country medical
expenses for treatment for accidents or sicknesses that occur while
traveling for business or during personal travel deviation of up to
14 days

Yale automatically provides Travel Assistance Program coverage

LTD Plan

Provides partial income replacement in the event of an approved
disability

Yale automatically provides LTD Plan coverage in an amount
equal to 60% of your base monthly earnings on earnings up to
$150,000 per year or less

If you earn more than $150,000 per year, you are automatically
enrolled in and you pay the additional cost of supplemental LTD
coverage for earnings over $150,000. You may opt out of the
supplemental LTD coverage at any time, but evidence of
insurability will be required if you want to enroll in supplemental
LTD coverage again in the future after you opt out.

Yale University
Group Legal Plan (the

Provides certain personal legal services for you and your eligible
dependents

“Legal Plan”) e You must enroll in the Legal Plan to participate
EAP e Provides a wide range of resources and assistance, including work
life services, stress management, elder care and up to six in-person
counseling sessions per issue for each family member
e  Yale automatically provides EAP coverage
Adoption e Provides a maximum benefit of $10,000 per finalized adoption.
Reimbursement This limit is independent of the $10,000 per employee lifetime
Program maximum which applies to the surrogacy benefits described below.
e Yale automatically makes the Adoption Reimbursement Program
available
Fertility Benefit e Yale offers fertility treatment options as described in the Yale

Health Member Guide and the Aetna Summary of Benefits.
You must enroll in an Aetna medical plan to participate

Yale University
Surrogacy Financial
Assistance Program
(the “Surrogacy
Financial Assistance
Program”)

Provides a maximum lifetime benefit of $10,000 per employee to
cover surrogacy-related expenses. This limit is independent of the
$10,000 per finalized adoption which applies to the adoption
benefits described above.

Yale automatically makes the Surrogacy Financial Assistance
Program available to employees and their dependents.




Managerial and Professional Staff

Benefit Description

Medical Plan e Provides medical, prescription drug, mental health, substance
abuse, wellness and vision benefits

e All Medical Plan options are designed to help you pay for eligible
health care expenses

e You must enroll in the Medical Plan to participate

e If you enroll in a high deductible health plan option under the
Medical Plan, Yale will automatically provide personal accident
coverage for you and your covered dependents, which provides
monetary benefits for covered accidents and some hospital
confinements

Dental Plan e Provides dental benefits for preventive care, basic restorative care,
major restorative care and orthodontia

e The Dental Plan is designed to encourage regular checkups and
preventive care to correct minor dental problems before they
become serious and to help cover the cost of more expensive dental

procedures
e You must enroll in the Dental Plan to participate
Vision Plan e The Vision Plan is designed to help you pay for eligible vision

expenses and includes a Basic coverage option and an Enhanced
coverage option

e The Basic plan provides allowances for frames and lenses

e The Enhanced plan provides more frequent hardware allowances
and covers eye exams

Health FSA ¢ You may elect to contribute, on a pre-tax basis through payroll
deductions, to the Health FSA to help pay for eligible health care
expenses for you and your eligible dependents

e Each year, you may contribute up to the annual limit communicated
to you in annual enrollment materials.

e Ifyou contribute to a health savings account, your use of the Health
FSA will be limited to certain dental and vision expenses

Dependent Care FSA | ® You may elect to contribute, on a pre-tax basis through payroll
deductions, to the Dependent Care FSA to help pay for eligible
dependent care expenses to allow you and your spouse to work or
attend school full-time

e You may contribute up to $5,000 per year per household to the
Dependent Care FSA. This limit was temporarily increased to
$10,500 for calendar year 2021.

Non-Contributory Life| ® Provides a monetary benefit to your beneficiaries if you die, as

Insurance Plan well as AD&D coverage

e Yale automatically provides Non-Contributory Life Insurance
Plan coverage in the amount of $50,000




Managerial and Professional Staff

Benefit

Description

Contributory Life
Insurance Plan

Y ou may choose to pay for supplemental (voluntary) life insurance,
which provides an additional monetary benefit to your beneficiaries
if you die, in an amount equal to up to six times your annual salary,
up to a maximum benefit of $1,950,000

You can also purchase dependent life insurance for your eligible
spouse and/or child(ren), which provides an additional monetary
benefit to you if an enrolled eligible dependent dies, in the amount
of $25,000 or $50,000 for your spouse and/or $5,000 or $10,000
for your child(ren)

You must enroll in the Contributory Life Insurance Plan to
participate

Health FSA

You may elect to contribute, on a pre-tax basis through payroll
deductions, to the Health FSA to help pay for eligible health care
expenses for you and your eligible dependents

Each year, you may contribute up to the annual limit communicated
to you in annual enrollment materials.

If you contribute to a health savings account, your use of the Health
FSA will be limited to certain dental and vision expenses

Dependent Care
FSA

You may elect to contribute, on a pre-tax basis through payroll
deductions, to the Dependent Care FSA to help pay for eligible
dependent care expenses to allow you and your spouse to work or
attend school full-time

You may contribute up to $5,000 per year per household to the
Dependent Care FSA. This limit was temporarily increased to
$10,500 for calendar year 2021.

Non-
Contributory Life
Insurance Plan

Provides a monetary benefit to your beneficiaries if you die, as
well as AD&D coverage

Yale automatically provides Non-Contributory Life Insurance
Plan coverage in the amount of $50,000

Contributory Life
Insurance Plan

Y ou may choose to pay for supplemental (voluntary) life insurance,
which provides an additional monetary benefit to your beneficiaries
if you die, in an amount equal to up to six times your annual salary,
up to a maximum benefit of $1,950,000

You can also purchase dependent life insurance for your eligible
spouse and/or child(ren), which provides an additional monetary
benefit to you if an enrolled eligible dependent dies, in the amount
of $25,000 or $50,000 for your spouse and/or $5,000 or $10,000
for your child(ren)

You must enroll in the Contributory Life Insurance Plan to
participate




Managerial and Professional Staff

Benefit Description
Travel Assistance e Provides international and domestic travel assistance services
Program including personal and travel assistance, emergency medical

evacuation, repatriation, security and political evacuation and
natural disaster evacuation for business and personal travel 100
miles or more away from your permanent residence

Provides coverage for up to $250,000 in out-of-country medical
expenses for treatment for accidents or sicknesses that occur while
traveling for business or during personal travel deviation of up to
14 days

Yale automatically provides Travel Assistance Program coverage

Yale University
Short Term
Disability Income
Benefit Plan (the
“STD Plan”)

Provides, in conjunction with Sick Pay, up to 26 weeks of salary
protection for an extended absence due to a non-work related illness
or disability (100% of salary for first 8 weeks; 60% of salary for
weeks 9 - 26)

Yale automatically provides STD Plan coverage

LTD Plan

Provides partial income replacement in the event of an approved
disability

Yale automatically provides LTD Plan coverage in an amount
equal to 60% of your base monthly earnings on earnings up to
$150,000 per year or less

If you earn more than $150,000 per year, you are automatically
enrolled in and you pay the additional cost of supplemental LTD
coverage for earnings over $150,000. You may opt out of the
supplemental LTD coverage at any time, but evidence of
insurability will be required if you want to enroll in supplemental
LTD coverage again in the future after you opt out.

Legal Plan

Provides certain personal legal services for you and your eligible
dependents
You must enroll in the Legal Plan to participate

EAP

Provides a wide range of resources and assistance, including work
life services, stress management, elder care and up to six in-person
counseling sessions per issue for each family member

Yale automatically provides EAP coverage

Adoption
Reimbursement
Program

Provides a maximum benefit of $10,000 per finalized adoption.
This limit is independent of the $10,000 per employee lifetime
maximum which applies to the surrogacy benefits described below.
Yale automatically makes the Adoption Reimbursement Program
available

Fertility Benefit

Yale offers fertility treatment options as described in the Yale
Health Member Guide and the Aetna Summary of Benefits.
You must enroll in an Aetna medical plan to participate




Managerial and Professional Staff

Benefit

Description

Surrogacy
Financial
Assistance
Program

e Provides a maximum lifetime benefit of $10,000 per employee to
cover surrogacy-related expenses. This limit is independent of the
$10,000 per finalized adoption which applies to the adoption
benefits described above.

e Yale automatically makes the Surrogacy Financial Assistance
Program available to employees and their dependents

Police Supervisors and Command Staff

Benefit

Description

Medical Plan

e Provides medical, prescription drug, mental health, substance
abuse, wellness and vision benefits

e All Medical Plan options are designed to help you pay for eligible
health care expenses

e You must enroll in the Medical Plan to participate

e If you enroll in a high deductible health plan option under the
Medical Plan, Yale will automatically provide personal accident
coverage for you and your covered dependents, which provides
monetary benefits for covered accidents and some hospital
confinements

Dental Plan

e Provides dental benefits for preventive care, basic restorative care,
major restorative care and orthodontia

e The Dental Plan is designed to encourage regular checkups and
preventive care to correct minor dental problems before they
become serious and to help cover the cost of more expensive dental
procedures

e You must enroll in the Dental Plan to participate

Vision Plan

e The Vision Plan is designed to help you pay for eligible vision
expenses and includes a Basic coverage option and an Enhanced
coverage option

e The Basic plan provides allowances for frames and lenses

e The Enhanced plan provides more frequent hardware allowances
and covers eye exam

Health FSA

e You may elect to contribute, on a pre-tax basis through payroll
deductions, to the Health FSA to help pay for eligible health care
expenses for you and your eligible dependents

e Each year, you may contribute up to the annual limit communicated
to you in annual enrollment materials.

e Ifyou contribute to a health savings account, your use of the Health
FSA will be limited to certain dental and vision expenses

10




Benefit

IS an mmand Staff

Description

Dependent Care FSA

You may elect to contribute, on a pre-tax basis through payroll
deductions, to the Dependent Care FSA to help pay for eligible
dependent care expenses to allow you and your spouse to work or
attend school full-time

You may contribute up to $5,000 per year per household to the
Dependent Care FSA. This limit was temporarily increased to
$10,500 for calendar year 2021.

Non-Contributory Life
Insurance Plan

Provides a monetary benefit to your beneficiaries if you die, as
well as AD&D coverage

Yale automatically provides Non-Contributory Life Insurance
Plan coverage in the amount of $50,000

Yale also automatically provides additional “line of duty” AD&D
coverage

Contributory Life
Insurance Plan

Y ou may choose to pay for supplemental (voluntary) life insurance,
which provides an additional monetary benefit to your beneficiaries
if you die, in an amount equal to up to six times your annual salary,
up to a maximum benefit of $1,950,000

You can also purchase dependent life insurance for your eligible
spouse and/or child(ren), which provides an additional monetary
benefit to you if an enrolled eligible dependent dies, in the amount
of $25,000 or $50,000 for your spouse and/or $5,000 or $10,000
for your child(ren)

You must enroll in the Contributory Life Insurance Plan to
participate

Travel Assistance
Program

Provides international and domestic travel assistance services
including personal and travel assistance, emergency medical
evacuation, repatriation, security and political evacuation and
natural disaster evacuation for business and personal travel 100
miles or more away from your permanent residence

Provides coverage for up to $250,000 in out-of-country medical
expenses for treatment for accidents or sicknesses that occur while
traveling for business or during personal travel deviation of up to
14 days

Yale automatically provides Travel Assistance Program coverage

STD Plan

Provides, in conjunction with Sick Pay, up to 26 weeks of salary
protection for an extended absence due to a non-work related illness
or disability (100% of salary for first 8 weeks; 60% of salary for
weeks 9 - 26)

Yale automatically provides STD Plan coverage
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IS an mmand Staff

Benefit

Description

LTD Plan

e Provides partial income replacement in the event of an approved
disability

e Yale automatically provides LTD Plan coverage in an amount
equal to 60% of your base monthly earnings on earnings up to

$150,000 per year or less

e If you earn more than $150,000 per year, you are automatically
enrolled in and you pay the additional cost of supplemental LTD
coverage for earnings over $150,000. You may opt out of the
supplemental LTD coverage at any time, but evidence of
insurability will be required if you want to enroll in supplemental
LTD coverage again in the future after you opt out.

EAP

e Provides a wide range of resources and assistance, including work
life services, stress management, elder care and up to six in-person
counseling sessions per issue for each family member

e  Yale automatically provides EAP coverage

Adoption
Reimbursement
Program

Provides a maximum benefit of $10,000 per finalized adoption. This
limit is independent of the $10,000 per employee lifetime maximum
which applies to the surrogacy benefits described below.

Yale automatically makes the Adoption Reimbursement Program
available

Fertility Benefit

e  Yale offers fertility treatment options as described in the Yale

Health Member Guide and the Aetna Summary of Benefits.

e You must enroll in an Aetna medical plan to participate

Surrogacy Financial
Assistance Program

e Provides a maximum lifetime benefit of $10,000 per employee to

cover surrogacy-related expenses. This limit is independent of the
$10,000 per finalized adoption which applies to the adoption
benefits described above.

e  Yale automatically makes the Surrogacy Financial Assistance

Program available to employees and their dependents

Postdoctoral Associates

Benefit

Description

Medical Plan

e Provides medical, prescription drug, mental health, substance
abuse, wellness and vision benefits

e All Medical Plan options are designed to help you pay for eligible
health care expenses

¢  You must enroll in the Medical Plan to participate

e If you enroll in a high deductible health plan option under the
Medical Plan, Yale will automatically provide personal accident
coverage for you and your covered dependents, which provides
monetary benefits for covered accidents and some hospital
confinements

12




Postdoctoral Associates

Benefit

Description

Dental Plan

Provides dental benefits for preventive care, basic restorative care,
major restorative care and orthodontia

The Dental Plan is designed to encourage regular checkups and
preventive care to correct minor dental problems before they
become serious and to help cover the cost of more expensive dental
procedures

You must enroll in the Dental Plan to participate

Vision Plan

The Vision Plan is designed to help you pay for eligible vision
expenses and includes a Basic coverage option and an Enhanced
coverage option

The Basic plan provides allowances for frames and lenses

The Enhanced plan provides more frequent hardware allowances
and covers eye exams

Health FSA

You may elect to contribute, on a pre-tax basis through payroll
deductions, to the Health FSA to help pay for eligible health care
expenses for you and your eligible dependents

Each year, you may contribute up to the annual limit communicated
to you in annual enrollment materials-

If you contribute to a health savings account, your use of the Health
FSA will be limited to certain dental and vision expenses

Dependent Care FSA

You may elect to contribute, on a pre-tax basis through payroll
deductions, to the Dependent Care FSA to help pay for eligible
dependent care expenses to allow you and your spouse to work or
attend school full-time

You may contribute up to $5,000 per year per household to the
Dependent Care FSA. This limit was temporarily increased to
$10,500 for calendar year 2021.

Contributory Life
Insurance Plan

Y ou may choose to pay for supplemental (voluntary) life insurance,
which provides a monetary benefit to your beneficiaries if you die,
in an amount equal to up to six times your annual salary, up to a
maximum benefit of $2,000,000

You can also purchase dependent life insurance for your eligible
spouse and/or child(ren), which provides an additional monetary
benefit to you if an enrolled eligible dependent dies, in the amount
of $25,000 or $50,000 for your spouse and/or $5,000 or $10,000
for your child(ren)

You must enroll in the Contributory Life Insurance Plan to
participate

Travel Assistance
Program

Provides international and domestic travel assistance services
including personal and travel assistance, emergency medical
evacuation, repatriation, security and political evacuation and
natural disaster evacuation for business and personal travel 100
miles or more away from your permanent residence

Provides coverage for up to $250,000 in out-of-country medical

13




Postdoctoral Associates

Benefit

Description

expenses for treatment for accidents or sicknesses that occur while
traveling for business or during personal travel deviation of up to
14 days

Yale automatically provides Travel Assistance Program coverage

LTD Plan

Provides partial income replacement in the event of an approved
disability

Yale automatically provides LTD Plan coverage in an amount
equal to 60% of your base monthly earnings on earnings up to
$150,000 per year or less

Legal Plan

Provides certain personal legal services for you and your eligible
dependents
You must enroll in the Legal Plan to participate

EAP

Provides a wide range of resources and assistance, including work
life services, stress management, elder care and up to six in-person
counseling sessions per issue for each family member

Yale automatically provides EAP coverage

Adoption
Reimbursement
Program

Provides a maximum benefit of $10,000 per finalized adoption.
This limit is independent of the $10,000 per employee lifetime
maximum which applies to the surrogacy benefits described below.
Yale automatically makes the Adoption Reimbursement Program
available

Fertility Benefit

Yale offers fertility treatment options as described in the Yale
Health Member Guide and the Aetna Summary of Benefits.
You must enroll in an Aetna medical plan to participate

Surrogacy Financial
Assistance Program

Provides a maximum lifetime benefit of $10,000 per employee to
cover surrogacy-related expenses. This limit is independent of the
$10,000 per finalized adoption which applies to the adoption
benefits described above.
Yale automatically makes the Surrogacy Financial Assistance
Program available to employees and their dependents

Post toral Fell

Benefit

Description

Medical Plan

Provides medical, prescription drug, mental health, substance
abuse, wellness and vision benefits

All Medical Plan options are designed to help you pay for eligible
health care expenses

You must enroll in the Medical Plan to participate

If you enroll in a high deductible health plan option under the
Medical Plan, Yale will automatically provide personal accident
coverage for you and your covered dependents, which provides
monetary benefits for covered accidents and some hospital
confinements
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Post toral Fell

Benefit

Description

Dental Plan

Provides dental benefits for preventive care, basic restorative care,
major restorative care and orthodontia

The Dental Plan is designed to encourage regular checkups and
preventive care to correct minor dental problems before they
become serious and to help cover the cost of more expensive dental
procedures

You must enroll in the Dental Plan to participate

Travel Assistance
Program

Provides international and domestic travel assistance services
including personal and travel assistance, emergency medical
evacuation, repatriation, security and political evacuation and
natural disaster evacuation for business and personal travel 100
miles or more away from your permanent residence

Provides coverage for up to $250,000 in out-of-country medical
expenses for treatment for accidents or sicknesses that occur while
traveling for business or during personal travel deviation of up to
14 days

Yale automatically provides Travel Assistance Program coverage

Fertility Benefit

Fertility Benefit Yale offers fertility treatment options as described
in the Yale Health Member Guide and the Aetna Summary of
Benefits.

You must enroll in an Aetna medical plan to participate

Security Staff

Benefit

Description

Medical Plan

Provides medical, prescription drug, mental health, substance
abuse, wellness and vision benefits

The Medical Plan is designed to help you pay for eligible health
care expenses

For the first three years of your employment, you may elect to
enroll in the Yale Health Medical Plan coverage option only
After three years of employment, you may elect to enroll in other
available Medical Plan coverage options

Dental Plan

Provides dental benefits for preventive care, basic restorative care
and major restorative care

Orthodontia coverage is provided for dependent children under the
age of 19

The Dental Plan is designed to encourage regular checkups and
preventive care to correct minor dental problems before they
become serious and to help cover the cost of more expensive dental
procedures

You will be automatically enrolled in Dental Plan coverage, but
you must enroll any eligible dependents in the Dental Plan for them
to participate
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Security Staff

Benefit

Description

Vision Plan

The Vision Plan is designed to help you pay for eligible vision
expenses and includes a Basic coverage option and an Enhanced
coverage option

The Basic plan provides allowances for frames and lenses

The Enhanced plan provides more frequent hardware allowances
and covers eye exams

Health FSA

You may elect to contribute, on a pre-tax basis through payroll
deductions, to the Health FSA to help pay for eligible health care
expenses for you and your eligible dependents

Each year, you may contribute up to the annual limit communicated
to you in annual enrollment materials-

Dependent Care FSA

You may elect to contribute, on a pre-tax basis through payroll
deductions, to the Dependent Care FSA to help pay for eligible
dependent care expenses to allow you and your spouse to work or
attend school full-time

You may contribute up to $5,000 per year per household to the
Dependent Care FSA. This limit was temporarily increased to
$10,500 for calendar year 2021.

Non-Contributory Life
Insurance Plan

Provides a monetary benefit to your beneficiaries if you die, as
well as AD&D coverage

Yale automatically provides Non-Contributory Life Insurance
Plan coverage in the amount of $10,000

Contributory Life
Insurance Plan

Y ou may choose to pay for supplemental (voluntary) life insurance,
which provides an additional monetary benefit to your beneficiaries
if you die, equal to up to five times your annual salary, up to a
maximum benefit of $1,490,000

You must enroll in the Contributory Life Insurance Plan to
participate

Travel Assistance
Program

Provides international and domestic travel assistance services
including personal and travel assistance, emergency medical
evacuation, repatriation, security and political evacuation and
natural disaster evacuation for business and personal travel 100
miles or more away from your permanent residence

Provides coverage for up to $250,000 in out-of-country medical
expenses for treatment for accidents or sicknesses that occur while
traveling for business or during personal travel deviation of up to
14 days

Yale automatically provides Travel Assistance Program coverage

Voluntary STD Plan

Provides partial income replacement if you are disabled by a
qualifying injury or sickness
You must enroll in the Voluntary STD Plan to participate
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Security Staff

Benefit

Description

LTD Plan

Provides partial income replacement in the event of an approved
disability

Yale automatically provides LTD Plan coverage in an amount
equal to 60% of your base monthly earnings on earnings up to
$150,000 per year or less

EAP

Provides a wide range of resources and assistance, including work
life services, stress management, elder care and up to six in-person
counseling sessions per issue for each family member

Yale automatically provides EAP coverage

Adoption
Reimbursement
Program

Provides a maximum benefit of $10,000 per finalized adoption.
Yale automatically makes the Adoption Reimbursement Program
available

Fertility Benefit

Fertility Benefit Yale offers fertility treatment options as described
in the Yale Health Member Guide and the Aetna Summary of
Benefits.

You must enroll in the Aetna Smart Care plan to participate

rvice and Maintenan taff

Benefit

Description

Medical Plan

Provides medical, prescription drug, mental health, substance
abuse, wellness and vision benefits

The Medical Plan is designed to help you pay for eligible health
care expenses

For the first three years of your employment, you may elect to
enroll in the Yale Health Medical Plan coverage option only
After three years of employment, you may elect to enroll in other
available Medical Plan coverage options

Dental Plan

Provides dental benefits for preventive care, basic restorative care
and major restorative care

Orthodontia coverage is provided for dependent children under the
age of 19

The Dental Plan is designed to encourage regular checkups and
preventive care to correct minor dental problems before they
become serious and to help cover the cost of more expensive dental
procedures

You will be automatically enrolled in Dental Plan coverage, but
you must enroll any eligible dependents in the Dental Plan if you
want them to participate

Vision Plan

The Vision Plan is designed to help you pay for eligible vision
expenses and includes a Basic coverage option and an Enhanced
coverage option

The Basic plan provides allowances for frames and lenses

The Enhanced plan provides more frequent hardware allowances
and covers eye exams
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rvice and Maintenan taff

Benefit

Description

Health FSA

You may elect to contribute, on a pre-tax basis through payroll
deductions, to the Health FSA to help pay for eligible health care
expenses for you and your eligible dependents

Each year, you may contribute up to the annual limit communicated
to you in annual enrollment materials.

Dependent Care FSA

You may elect to contribute, on a pre-tax basis through payroll
deductions, to the Dependent Care FSA to help pay for eligible
dependent care expenses to allow you and your spouse to work or
attend school full-time

You may contribute up to $5,000 per year per household to the
Dependent Care FSA. This limit was temporarily increased to
$10,500 for calendar year 2021.

Non-Contributory Life
Insurance Plan

Provides a monetary benefit to your beneficiaries if you die, as
well as AD&D coverage

Yale automatically provides Non-Contributory Life Insurance
Plan coverage in the amount of $5,000

Contributory Life
Insurance Plan

Y ou may choose to pay for supplemental (voluntary) life insurance,
which provides an additional monetary benefit to your beneficiaries
if you die, in an amount equal to up to five times your annual salary,
up to a maximum benefit of $1,495,000

You must enroll in the Contributory Life Insurance Plan to
participate

Travel Assistance
Program

Provides international and domestic travel assistance services
including personal and travel assistance, emergency medical
evacuation, repatriation, security and political evacuation and
natural disaster evacuation for business and personal travel 100
miles or more away from your permanent residence

Provides coverage for up to $250,000 in out-of-country medical
expenses for treatment for accidents or sicknesses that occur while
traveling for business or during personal travel deviation of up to
14 days

Yale automatically provides Travel Assistance Program coverage

Voluntary STD Plan

Provides partial income replacement if you are disabled by a
qualifying injury or sickness
You must enroll in the Voluntary STD Plan to participate

LTD Plan

Provides partial income replacement in the event of an approved
disability

Yale automatically provides LTD Plan coverage in an amount
equal to 60% of your base monthly earnings on earnings up to
$150,000 per year or less

EAP

Provides a wide range of resources and assistance, including work
life services, stress management, elder care and up to six in-person
counseling sessions per issue for each family member

Yale automatically provides EAP coverage
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Benefit Description
Adoption e Provides a maximum benefit of $10,000 per finalized adoption
Reimbursement e Yale automatically provides Adoption Reimbursement Program
Program benefits
Fertility Benefit e Fertility Benefit Yale offers fertility treatment options as described
in the Yale Health Member Guide and the Aetna Summary of
Benefits.
e  You must enroll in the Aetna Smart Care plan to participate
Yale Police Benevolent Association ("YPBA”™) Staff
Benefit Description
Medical Plan e Provides medical, prescription drug, mental health, substance
abuse, wellness and vision benefits
e All Medical Plan options are designed to help you pay for eligible
health care expenses
e  You must enroll in the Medical Plan to participate
Dental Plan e Provides dental benefits for preventive care, basic restorative care

and major restorative care

Orthodontia coverage is provided for dependent children under the
age of 19

The Dental Plan is designed to encourage regular checkups and
preventive care to correct minor dental problems before they
become serious and to help cover the cost of more expensive dental
procedures

You will be automatically enrolled in Dental Plan coverage, but
you must enroll any eligible dependents in the Dental Plan for them
to participate

Vision Plan

The Vision Plan is designed to help you pay for eligible vision
expenses and includes a Basic coverage option and an Enhanced
coverage option

The Basic plan provides allowances for frames and lenses

The Enhanced plan provides more frequent hardware allowances
and covers eye exam

Health FSA

You may elect to contribute, on a pre-tax basis through payroll
deductions, to the Health FSA to help pay for eligible health care
expenses for you and your eligible dependents

Each year, you may contribute up to the annual limit communicated
to you in annual enrollment materials.

Dependent Care FSA

You may elect to contribute, on a pre-tax basis through payroll
deductions, to the Dependent Care FSA to help pay for eligible
dependent care expenses to allow you and your spouse to work or
attend school full-time

You may contribute up to $5,000 per year per household to the
Dependent Care FSA. This limit was temporarily increased to
$10,500 for calendar year 2021.
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Benefit

Police Benevolent A iation (“YPBA”) Staff
Description

Non-Contributory Life
Insurance Plan

Provides a monetary benefit to your beneficiaries if you die, as
well as AD&D coverage

Yale automatically provides Non-Contributory Life Insurance
Plan coverage in the amount of $50,000

Yale also automatically provides additional “line of duty” AD&D
coverage

Contributory Life
Insurance Plan

Y ou may choose to pay for supplemental (voluntary) life insurance,
which provides an additional monetary benefit to your beneficiaries
if you die, in an amount equal to up to five times your annual salary,
up to a maximum benefit of $1,495,000

You must enroll in the Contributory Life Insurance Plan to
participate

Travel Assistance
Program

Provides international and domestic travel assistance services
including personal and travel assistance, emergency medical
evacuation, repatriation, security and political evacuation and
natural disaster evacuation for business and personal travel 100
miles or more away from your permanent residence

Provides coverage for up to $250,000 in out-of-country medical
expenses for treatment for accidents or sicknesses that occur while
traveling for business or during personal travel deviation of up to
14 days

Yale automatically provides Travel Assistance Program coverage

Voluntary STD Plan

Provides partial income replacement if you are disabled by a
qualifying injury or sickness
You must enroll in the Voluntary STD Plan to participate

LTD Plan e Long term disability coverage provides partial income
replacement in the event of an approved disability
¢ Yale automatically provides LTD Plan coverage in an amount
equal to 60% of your base monthly earnings on earnings up to
$150,000 per year or less
EAP e Provides a wide range of resources and assistance, including work
life services, stress management, elder care and up to six in-person
counseling sessions per issue for each family member
e  Yale automatically provides EAP coverage
Adoption ¢ Provides a maximum benefit of $10,000 per finalized adoption
Reimbursement e Yale automatically provides Adoption Reimbursement Program
Program benefits
Fertility Benefit e Fertility Benefit Yale offers fertility treatment options as

described in the Yale Health Member Guide and the Aetna
Summary of Benefits.
You must enroll in the Aetna Smart Care plan to participate

The benefits provided by each of the benefit programs are described in detail in the
applicable benefits booklets, certificates of coverage and other Incorporated Documents.




ELIGIBILITY

Eligible Emplovees

To be an eligible employee, you must be identified in and paid through Yale’s payroll system as
an employee of Yale and:

you must satisfy all requirements for participating in the benefit program, as specified in
the applicable benefits booklets, certificates of coverage and other Incorporated
Documents;

if you are a faculty member, postdoctoral associate, or postdoctoral fellow, you must have
an appointment of at least 50% of a full-time position; and

if you are a clerical & technical, service & maintenance, security, YPBA, managerial &
professional, or police supervisor & command staff member, you must be scheduled to
work at least 20 hours per week.

Even if you do not meet the requirements listed above, you will be an eligible employee if you are
considered a “full-time employee” under the Patient Protection and Affordable Care Act, as
determined by Yale.

You are not eligible to participate in the Plan or any benefit program offered under the Plan if:

you are classified or paid by Yale as an independent contractor as determined by the
personnel and payroll records of Yale for the period during which you are so classified,
whether or not you are subsequently determined by the Internal Revenue Serviceor others
to be a common-law employee of Yale;

you perform services for Yale but you are paid by a temporary or other employment or
staffing agency for the period during which you are paid by such agency, whether or not
you are subsequently determined by the Internal Revenue Service or others to be a common
law employee of Yale;

the terms and conditions of your employment are subject to a collective bargaining
agreement, unless the collective bargaining agreement expressly provides for your
participation in the Plan;

you are a non-resident alien who has no U.S. source of income or you are not on the U.S.
payroll of Yale;

you are not eligible for coverage or participation in any of the benefit programs;

your terms and conditions of employment with Yale expressly preclude participation in the
particular benefit program or the Plan;

you are employed by a division or other business unit or operation of Yale to which
division, unit, or operation the particular benefit program or the Plan has not been extended;
or
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J you are classified as a student enrolled as an undergraduate, graduate, or professional
student and you are not also classified as a benefit-eligible employee as determined by the
payroll or personnel records maintained by Yale.

Exclusions from Benefit Programs

Even if you are an eligible employee under the Plan, you may not be eligible to participate in
particular benefit programs under the Plan depending on your employment classification, as
described below.

o If you are a postdoctoral fellow, you are not eligible for the Vision Plan, Health FSA,
Dependent Care FSA, Non-Contributory Life Insurance Plan, Contributory LifeInsurance
Plan, STD Plan, Voluntary STD Plan, LTD Plan, Legal Plan or Adoption Reimbursement
Program, or Surrogacy Assistance Program.

o If you are a postdoctoral associate, you are not eligible for the Non-Contributory Life
Insurance Plan or the Voluntary STD Plan.

J If you are a visiting faculty member, you are only eligible for coverage under the Medical
Plan, Dental Plan and Vision Plan.

o If you are a YPBA employee hired on or after October 1, 2011, you may not elect coverage
under the Medical Plan’s Aetna POS II base Rx option until you have three years of service
with Yale.

o If you are a clerical & technical, service & maintenance or security employee, you may not

elect coverage under the Medical Plan’s Aetna POS II base Rx option if you were not
covered under that option on January 20, 2013.

o If you are a managerial & professional employee or a faculty member, you may not elect
coverage under the Medical Plan’s Aetna Legacy Choice POS II option if you were not
covered under that option on December 31, 2011.

o If you are covered under the Medical Plan’s Aetna Legacy option and you elect coverage
under another Medical Plan option, you generally may not re-enroll in the Aetna Legacy
option during a future annual enrollment. You may, however, at Yale’s discretion as
communicated to you in annual enrollment materials, enroll in the Medical Plan’s Yale
Health Plan option for a one-year trial period and re-enroll in the Aetna Legacy option
during the next annual enrollment if you’d like to.

Eligible Dependents

When you enroll for certain coverage, you may elect to cover your eligible dependents, which may
include:

o your eligible spouse;

o your eligible grandfathered domestic partner; and
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o your eligible child(ren).

Except as otherwise provided in the applicable benefits booklets, certificates of coverage and other
Incorporated Documents, your spouse, grandfathered domestic partner and/or child must satisfy
the below eligibility requirements to participate in a particular benefit program or the Plan.

Spouse Eligibility

Your spouse, eligible for coverage as a dependent under the benefit programs that provide for
spousal coverage, is a person to whom you are legally married in any domestic or foreign
jurisdiction. Subject to any additional requirements, or survivor coverage provisions set forth in
the Incorporated Documents, a person ceases to be your spouse as of the date your marriage is
legally terminated by divorce or annulment. For purposes of the Plan, prior to a final date of divorce
or annulment, your spouse includes a person legally separated from you under a valid separation
agreement or separate maintenance decree, unless the agreement or decree specifies that you do
not have to provide benefits coverage for that individual any longer, in which case the individual
will cease to be your spouse for purposes of the Plan as of the date of the separation agreement or
decree. You may be required to provide evidence of your marriage to Yale (e.g., by providing a
marriage license upon request).

Domestic Partner Eligibility

Your domestic partner is generally not eligible for the Plan until you and your domestic partner
are legally married and that individual becomes your spouse. However, if your domestic partner
was a participant in a benefit program prior to April 1, 2006, then your domestic partner is eligible
to continue participating in that benefit program if he or she continues to meet the requirements
for domestic partnership under the Plan.

For purposes of this General Information Booklet, the term “spouse” includes grandfathered
domestic partners described in this section unless otherwise specified.

Child Eligibility
Medical Plan, Dental Plan and Vision Plan

Your child, eligible for coverage as a dependent under the Medical Plan, Vision Plan and, for
employees other than clerical & technical, service & maintenance, security and YPBA staff, the
Dental Plan, include the following individuals until the end of the month in which they reach age
26:

o your and/or your spouse’s natural child;

o your and/or your spouse’s stepchild;

o your and/or your spouse’s legally adopted child;

o a child placed in your and/or your spouse’s home for the purpose of legal adoption by you

and/or your spouse as long as the child remains in your and/or your spouse’s home and the
adoption procedure has not been terminated, whether or not the adoption has become final;

o your and/or your spouse foster child; or

o a child for whom you and/or your spousg ?flre the legal guardian.



For clerical & technical, service & maintenance, security and YPBA staff, the individuals listed
above are only eligible for the Dental Plan until the end of the month in which they reach age 19
if they are not full-time students, or until the end of the month in which they reach age 25 if they
are full-time students.

An unmarried child (as described above) who has reached the limitation age described above, is
eligible for coverage if the child is primarily supported by you and incapable of self-sustaining
employment by reason of a mental or physical disability that arose while the child was coveredas
a dependent under the Medical Plan, Dental Plan and/or Vision Plan, as applicable.

Contributory Life Insurance Plan

Your child for purposes of the Contributory Life Insurance Plan includes your unmarried natural
child, adopted child or stepchild and the unmarried child of your spouse, if living in your home
who is:

J under the age of 26; or

J a disabled child (continuously incapable of self-sustaining employment because of mental
retardation or physical handicap and chiefly dependent upon you for support and
maintenance or institutionalized) age 26 or older, who was covered under the Contributory
Life Insurance Plan or a predecessor plan before reaching the limitation age.

LTD Plan

Your child for purposes of the survivors benefit provision under the LTD Plan is your or your
spouse’s unmarried child, including an adopted child, under the age of 25.

Adoption Reimbursement Program

For purposes of the Adoption Reimbursement Program, an eligible child is an individual who, at
the time the qualified adoption expenses are paid, is under the age of 18 or is physically or mentally
incapable of caring for him or herself and is being adopted by an eligible employee. An eligible
child for purposes of the Adoption Reimbursement Program does not include a child or a blood
relative of you or your spouse or domestic partner.

Verification of Dependent Status

By enrolling your dependent in a benefit program, you are affirmatively representing that your
dependent is eligible for coverage under that benefit program. You may be required to provide
evidence of dependent eligibility, such as, but not limited to, tax returns, marriage license, birth
certificate, court order or adoption papers following the date of enrollment.

Affirmation of Eligibility

By enrolling your dependent in a particular benefit program or the Plan, you are affirmatively
representing that your dependent is eligible for coverage under the benefit program and the Plan.
Failure to drop your dependent from coverage constitutes a continuous affirmation of your
dependent’s eligibility. Any failure to drop coverage for your dependent after your dependent

ceases to be eligible will be considered a misrepresentation of your dependent’s eligibility.
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If you or an enrolled dependent knowingly submit false information when enrolling in, changing
or claiming health and insurance benefits, or if you fail to report that an enrolled dependent is no
longer eligible for coverage, participation for you and your dependents may be immediately and
permanently cancelled. In addition, your coverage may be denied. Pending claims may not be paid,
and you must reimburse the benefit program and the Plan for any previous claims incurred that
should not have been paid. You also may be subject to disciplinary action by Yale, up to and
including termination of employment.

If a Dependent Becomes Ineligible

If a covered spouse or dependent child becomes ineligible for coverage during the year, the
individual(s) who become(s) ineligible for coverage will be dropped from your coverage.

Y ou must report any dependents who should be dropped from coverage due to a loss of eligibility
within 30 calendar days of the loss of eligibility. When you report a dependent’s loss of eligibility
within 30 calendar days of the loss of eligibility:

J the dependent’s coverage ends at the end of the month in which the dependent ceases to be
an eligible dependent under each benefit program; and

o changes to your contribution amounts will be made as soon as administratively practicable
after the date on which you provide notice that your dependent is no longer eligible.

If you do not provide notice of a covered dependent’s ineligibility within 30 calendar days of the
loss of eligibility:

J the dependent’s coverage ends at the end of the month in which the dependent ceases to be
an eligible dependent under each benefit program;

o with respect to a benefit program that is a group health plan subject to the Consolidated
Omnibus Budget Reconciliation Act (“COBRA”), your dependent’s COBRA coverage
period will begin on the date you provide notice that your dependent has lost eligibility for
coverage unless you fail to provide notice of the COBRA qualifying event within 60
calendar days of the loss of eligibility, in which case your dependent will lose the right to
COBRA continuation coverage.

To drop coverage for ineligible dependents, visit the Workday Homepage and click on the Benefits
worklet. If it has been more than 30 days since the dependent’s loss of eligibility, contact Employee
Services by calling 203-432-5552, faxing 203-432-5153 or emailing employee.services@yale.edu.

Yale reserves the right to seek recovery of any benefits paid to your ineligible dependents.
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ENROLLMENT AND COMMENCEMENT OF COVERAGE

Newly Eligible Employees

When you are eligible to enroll as an employee in the benefit programs that require enrollment,
you will make your elections by following the instructions provided in your enrollmentmaterials.

If you do not enroll within 30 days after the date that you become an eligible employee, you will
be deemed to have waived coverage in the benefit programs that require you to enroll and your
next opportunity to enroll will be during a subsequent annual enrollment period or within 30 days
of a work/life event for which mid-year election changes are allowed. You also may decline
coverage altogether.

When you make your elections as a newly-eligible employee, coverage generally begins on your
date of hire if you are hired on the first day of the month or, if you are hired after the first day of a
given month, the first day of the month following your hire date (provided you enroll within 30
days of the date you become an eligible employee, if enrollment is required). Deductions foryour
contributions begin as soon as administratively possible following the date you make your
elections or the date coverage begins, if later.

Eligible Dependents

Coverage for your eligible dependents will become effective on the date your coverage begins if
you elect to enroll your eligible dependents as a newly-eligible employee or during annual
enrollment. If you enroll your eligible dependents mid-year due to a work/life event, coverage for
your eligible dependents will become effective as described in the “Mid-Year Changes” section
below.

Effective February 1, 2023, individuals who add a new dependent or dependents to their coverage
will be required to provide documentation supporting the eligibility of each of those dependents.

Annual Enrollment Period

Annual enrollment is held near the end of each year. It is your opportunity to review and make
changes to your benefits for the upcoming plan year, including changing your benefit programs,
coverage options and/or electing to add or drop eligible dependents, as applicable. You will receive
information and instructions each fall about annual enrollment.

The elections you make during annual enrollment generally will become effective on January 1
and will remain in effect throughout the period from January 1 through the following December
31. If you do not make your elections by the deadline shown in your annual enrollment materials,
your elections, other than the Health FSA and the Dependent Care FSA, will remain in effect for
the following year. Your next opportunity to make changes to your coverage will be during a
subsequent annual enrollment period or within 30 calendar days of a work/life event for which
mid-year election changes are allowed.

Other Opportunities to Enroll

Under the provisions of the Health Insurance Portability and Accountability Act of 1996
(“HIPAA”), you can enroll yourself and your eligible dependents for coverage under the Medical
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Plan during the year if:

o you or your dependent had other coverage under another Medical Plan or healthinsurance
at the time the Medical Plan was previously offered to you;

o you or your eligible dependent, as applicable, did not enroll in the Medical Plan; and
J you or your dependents lose such other coverage and are otherwise eligible for coverage
under the Medical Plan.

To enroll for Medical Plan coverage in such a circumstance, the following conditions must be
satisfied:

o The other coverage was:

. under a federal continuation provision (COBRA) and the continuation period for
the other coverage was exhausted. (COBRA coverage is considered exhausted
when it ceases for any reason other than either failure of the individuals to pay
contributions on a timely basis or for cause (fraudulent or intentional
misrepresentation)); or

. not under COBRA and the other coverage terminated as a result of (i) loss of
eligibility (such as loss of eligibility due to divorce, death, termination of
employment or reduction in the number of hours of employment), or (ii) employer
contributions toward the other coverage end.

In any case, the other coverage must not have terminated because you failed to pay timely
contributions, or for cause (such as filing fraudulent claims).

HIPAA also allows you to enroll yourself, your eligible spouse, and/or your newly eligible child if
you acquire an eligible dependent through marriage, birth, adoption or placement for adoption.

If you need to enroll for coverage under the Medical Plan as a result of one of these events (such
as loss of other coverage, or because you acquire an eligible dependent through marriage, birth,
adoption or placement for adoption) you must enroll within 30 calendar days of the event.
Otherwise, unless a subsequent work/life event giving rise to a mid-year change occurs (see Mid-
Year Changes), you must wait until the next annual enrollment.

HIPAA also allows you to enroll yourself and your eligible dependents for coverage under the
Medical Plan during the year if:

o you or your eligible dependents lose Medicaid or Children’s Health Insurance Program
(“CHIP”) coverage because you or your eligible dependents, as applicable, are no longer
eligible; or

o you or your eligible dependents become eligible for premium assistance under a Medical
Plan option through a state’s premium assistance program under Medicaid or CHIP.

If you need to enroll for coverage under the Medical Plan as a result of one of these two events,
you must enroll within 60 calendar days of the event. Otherwise, unless a subsequent work/life
27



event giving rise to a mid-year change occurs (see Mid-Year Changes), you must wait until the
next annual enrollment.

If You Are Rehired

If your coverage ends due to your termination of employment with Yale and you arere-employed
by Yale as an active eligible employee within 30 days from your date of termination and during
the same plan year, you must re-enroll in the Plan and the benefit programs offered under the Plan
in your previous coverage options and at the previous coverage levels. If you have experienced a
work/life event for which you can make a change to your elections (such as marriage, divorce, or
birth), you can make corresponding changes to your elections within 30 days of the date you again
become an eligible employee. If you are re-employed more than 30 days from your date of
termination, or you are re-employed within 30 days from your date of termination but during a
subsequent plan year, you will be treated as a newly eligible employee (see Newly Eligible
Employees).

If You Have a Change in tat

Your eligibility for certain benefit programs and your coverage options under the benefit programs
depends on your employment classification, as outlined in the “Overview of the Plan’s Benefit
Programs” section above. If your employment classification changes (e.g., from clerical &
technical to managerial & professional), your eligibility for the benefit programs under the Plan
and coverage options under the benefit programs will change effective as of the first day of the
month following your change in job status. You must complete enrollment elections for plans that
require enrollment within 30 days of the effective date of the change in your job status.

CoST OF COVERAGE

Yale contributes toward the cost of your coverage under the benefit programs. In some cases, Yale
pays the full cost of your coverage under the benefit programs. In other cases, you share the cost
of your coverage under the benefit programs with Yale or pay the full cost.

Who Pays the Cost Benefit

Yale pays the full cost e Non-Contributory Life Insurance Plan coverage

e STD Plan coverage
e LTD Plan coverage
e EAP coverage

e Travel Assistance Program coverage

You and Yale share the cost e Medical Plan coverage
e Dental Plan coverage

e Adoption Reimbursement Program benefits

e Surrogacy Financial Assistance Program
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Who Pays the Cost Benefit

You pay the full cost e Vision Plan coverage

e Contributory Life Insurance Plan coverage
e Health FSA coverage

e Dependent Care FSA coverage

e [Legal Plan coverage

e Voluntary STD Plan coverage

e LTD Plan supplemental coverage (if applicable)

The cost of coverage depends on the type(s) of coverage you elect and, if applicable, which
dependents you elect to cover. Yale will determine and periodically communicate your share of
the cost of coverage provided under the benefit programs, and Yale may change that cost at any
time.

Yale will make its contributions in an amount that (in Yale’s sole discretion) is at least sufficient
to fund the benefits or a portion of the benefits that are not otherwise funded by your contributions.
Yale will pay its contribution and your contributions to an insurance carrier or, with respect to
benefits that are self-insured, will use these contributions to pay benefits directly to or on behalf
of you or your eligible dependents from Yale’s general assets. Your contributions toward the cost
of a particular benefit will be used in their entirety prior to using Yale contributions to pay forthe
cost of such benefit.

Tax Considerations

Your contributions for dependent life insurance are deducted from your pay on an after-tax basis.
Your contributions for any Contributory Life Insurance Plan coverage are deducted from your pay
on a pre-tax basis for the first $50,000 of coverage and an after-tax basis for the cost of coverage
over $50,000. If you cover a grandfathered domestic partner, the portion of your contributions
required to cover your grandfathered domestic partner and your grandfathered domestic partner’s
children (if they are not your natural children) under the benefit programs is deducted on anafter-
tax basis. On pay advice statements, the value of the amounts paid by Yale associated with the
benefits for your grandfathered domestic partner who is not your dependent for federal income tax
purposes will appear as imputed income and is subject to applicable taxes.

Your contributions for coverage under all other benefit programs under the Plan are generally
deducted from your pay on a pre-tax basis each payroll period. Contributions that are taken as
deductions on a pre-tax basis are not subject to federal income, Social Security, and most states’
income taxes.

MID-YEAR CHANGES

As a covered active employee, once you have made your coverage elections for the plan year under
the Medical Plan, Dental Plan, Vision Plan, Health FSA and Dependent Care FSA (collectively
referred to as the “Cafeteria Component Plans”), you may not change them during that plan year
unless you have a work or life event for which a mid-year election change is permitted and the
work or life event results in the gain or loss of eligibility for coverage. A “mid-year election
change” refers to any change made to your coverage under a Cafeteria Component Plan during a
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plan year due to a work or life event that results in the gain or loss of eligibility for coverage.

If you experience a work/life event for which mid-year election changes are allowed, you have 30
calendar days from the date of the event (for example, your marriage date) to change your elections
under the Cafeteria Component Plans. Otherwise, unless a subsequent work/life event giving rise
to a mid-year election change occurs, you cannot change your coverage elections until the next
annual enrollment.

If you are eligible to make changes, the elections you make must be consistent with and on account
of the work/life event. Below is a list of some work/life events for which mid-year election changes
to the Cafeteria Component Plans may be allowed:

Your legal marital status changes — you get married, you get divorced, legally separated
(see “Spouse Eligibility” section above), have your marriage annulled or your spouse dies

The number of your eligible children changes — you have, or adopt, a child, you become
the legal guardian of a child, your child gains or loses eligibility for coverage, a Qualified
Medical Child Support Order (“QMCSQ”) is received or your child dies

You or your dependent’s benefit coverage changes because he or she gains or loses
coverage due to a change in eligibility as a result of a change in employment status or work
schedule

Your or your dependent’s COBRA coverage from another employer expires

You or your dependent becomes entitled to or loses coverage under Medicare or Medicaid

You or your dependent loses or gains coverage under a group health plan

There is a significant increase or decrease in the cost of coverage under the employer plan
in which your dependent participates

You die

If you make a valid mid-year election change, your coverage and contribution changes will be
effective as follows:

Start or Increase Coverage Due to Birth, Adoption or Receipt of Legal Guardianship-
Coverage changes and your contribution amount changes effective as of the date of the
child’s birth, the date of adoption or the date you became the legal guardian, as applicable.

Decrease or Termination of Coverage Due to Death, Divorce, Legal Separation or Child

Losing Eligibility- Coverage changes and contribution amount changes effective as of the
last day of the month in which the event occurs.
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WHEN COVERAGE ENDS

When Your Coverage Ends

Your coverage under the Plan ends on the earliest to occur of the following events:
° the date on which the Plan is terminated;

o the date on which you cease to be an eligible employee under all of the benefit programs
offered under the Plan and your coverage under each benefit program expires as set forth
in the benefit programs;

J the end of the period for which you made the last required contribution for coverage under
all of the benefit programs offered under the Plan; and

o the date that Yale informs the applicable insurer(s)/Claims Administrator(s) that you are
canceling coverage under all of the benefit programs offered under the Plan.

If you currently are enrolled in any of the benefit programs, your coverage will cease as described
in the applicable benefits booklets, certificates of coverage and other Incorporated Documents.

When Coverage Ends For Enrolled Dependents

Coverage of your eligible dependent under the Plan ends on the earliest to occur of the following
events:

o the date on which your coverage ends;

J the last day of the month during which your dependent ceases to be an eligible dependent
under all of the benefit programs and your dependent’s coverage expires under each of the
benefit programs as set forth in the benefit programs;

o the end of the period for which you made the last required contribution for your
dependent’s coverage under all benefit programs; and

o the date on which you cancel coverage for your dependent under all benefit programs.

If your eligible dependent is currently enrolled in any of the benefit programs, his or hercoverage
will end as described in the applicable benefits booklets, certificates of coverage and other
Incorporated Documents.

CONTINUATION COVERAGE UNDER COBRA

If coverage under the Medical Plan, Dental Plan, Vision Plan and/or Health FSA for you or your
eligible dependents ceases because of certain “qualifying events” as defined under COBRA (such
as termination of employment, reduction in hours, divorce, death or a child’s ceasing to meet the
definition of dependent), then you and your eligible dependents may have the right to continuation

coverage under the Medical Plan, Dental Plan, Vision Plan and/or Health FSA for a temporary
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period of time. If you have any questions about your COBRA rights, please refer to the COBRA
Initial Notice letter previously furnished to you and your spouse (if covered).

IN THE EVENT YOU ARE ON AN AUTHORIZED LEAVE OF ABSENCE

While you are on an authorized leave of absence, you may be eligible to continue your coverage
under certain benefit programs offered under the Plan. Refer to the applicable benefits booklet,
certificates of coverage and other Incorporated Documents for more details or contact Employee
Services at 203-432-5552 for additional information regarding your ability to continue coverage
offered under the Plan during an authorized leave of absence.

IN THE EVENT YOU ARE ON USERRA LEAVE

USERRA Coverage
Programs Providing Health Benefits

In the event that you are on a leave of absence (paid or unpaid) for “service in the uniformed
services” as defined by the Uniformed Services Employment and Reemployment Rights Act of
1994 (“USERRA”), you and your covered eligible dependents may remain covered under the
Medical Plan, Dental Plan, Vision Plan, Health FSA and/or EAP for a period of time in accordance
with USERRA, subject to the termination provisions below.

If you elect to retain this coverage while you are on USERRA leave, you or your covered eligible
dependents, as applicable, will be entitled to receive the same health benefits that were provided
under the respective benefit program to you or your covered eligible dependents, as applicable,
prior to your USERRA leave. However, if Yale provides a new health program or benefits under
the Plan, or if there are changes to the health benefits under a benefit program under the Plan while
you are on USERRA leave, you and your covered eligible dependents are entitled to, or subject to,
as applicable, the new or changed programs and benefits to the same extent as if you were not on
USERRA leave.

For each benefit program under which you elect to retain coverage, you are responsible for paying
an amount equal to the amount you would have been required to pay for such coverage had you
remained actively employed with Yale during the period of your USERRA leave. Contact
Employee Services at 203-432-5552 to coordinate payment of your portion of coverage during
your USERRA leave.

Other Programs

In the event you are on a USERRA leave of absence (paid or unpaid), you and your covered eligible
dependents may remain covered under the Dependent Care FSA, Non-Contributory Life Insurance
Plan, Contributory Life Insurance Plan, Travel Assistance Program, STD Plan, Voluntary STD
Plan, LTD Plan, Legal Plan or Adoption Reimbursement Program, but only to the extent (and
subject to the same terms and conditions) that continued coverage under such benefit program(s)
would have been offered to a similarly-situated employee on a comparable non-USERRA leave
and subject to the termination provisions below. You will be required to pay the same amount for
such coverage as a similarly-situated employee on a non-USERRA leave.
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Termination of USERRA Coverage
Coverage under this USERRA provision terminates on the earliest of:

o the date 24 months after the date your USERRA leave begins for the Medical Plan, Dental
Plan, Vision Plan, Health FSA and/or EAP, only;

o the day after the date on which you fail to apply for or return to a position of employment
with Yale within the time period required by USERRA following completion of your
service;

o the date you elect not to continue USERRA coverage during your USERRA leave;

o the date you knowingly provide clear written notice of intent not to return to employment

with Yale after your military service ends;
o the date on which you separate from military service under conditions other than honorable;
o the effective date of termination of the benefit program; or

the effective date of termination of the Plan.

QUALIFIED MEDICAL CHILD SUPPORT ORDERS

A QMCSO is an order from a court that may require you to cover your dependent child(ren) under
the Medical Plan, Dental Plan, Vision Plan, Health FSA, and/or EAP. You and your beneficiaries
can obtain a description of procedures for QMCSO determinations at no charge from the Plan
Administrator.

ADMINISTRATION OF PLAN
Plan Administrator

The Plan Administrator has all powers necessary to administer the Plan and the benefit programs
offered under the Plan, including the sole discretion to interpret provisions of the Plan and benefit
programs, decide matters of fact in granting or denying claims, determine eligibility, and determine
the amount of and authorize payments.

Delegation of Authority

The Plan Administrator may from time to time delegate to Yale employees or to other persons or
entities certain of its powers, duties, or responsibilities under the Plan and the benefit programs.
For example, the Plan Administrator may delegate to a third party administrator, a utilization
review organization, or an insurer certain powers, duties, and responsibilities relating to the Plan
and the benefit programs. With respect to the benefit programs, the Plan Administrator has
delegated to the applicable insurer or third party administrator, as applicable, all fiduciary authority
with respect to payment of benefits, including the initial determination of claims for benefits and
the review of denied claims for benefits on appeal.



Benefit Resources

The following is a chart identifying the third parties to whom the Plan Administrator has delegated
certain of its duties and authority under the Plan:

Resource/Claims . .
Administrator Benefits Provided Website Telephone Number(s)
Yale Health Medical yalehealth.yale.cdu 203-432-0246
Aetna Medical 866-253-8886
Wwww.aetna.com
Prime . .. www.primetherapeutics.com/member
Therapeutics Prescription 855-457-0007
Management
Delta Dental Dental deltadentalnj.com 800-494-4138
Cigna Dental www.cigna.com 800-Cigna24
800-367-1037
EyeMed Vision www.eyemed.com 866-299-1358
Health FSA and
i . kday. -352-
HealthEquity Dependent Care FSA www.myworkday.com/yale/d/hom 877-352-5552
e.htmld
Aflac Volunta}ry s:hort-term www.aflac.com/yale 800-433-3036
disability
Non-contributory life
The Standard insurance, contributory www.slaico.com 888-519-5819
life insurance, and LTD
Hartford Life and
Accident Non-contributory “line of
Insurance duty” AD&D coverage www.thehartford.com 860-547-5000
Company
International
SOS Global Travel assistance www.internationalsos.com/membe 215-942-8478
Travel Assistance IS
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Optum EAP www.liveandworkwell.com 866-894-5795
Aetna Accident Www.aetna.com 866-253-8886
Metife Legal Group legal www.legalplans.com/ 800-821-6400
Fertility benefits,
Progyny surrogacy financial WWW.progyny.com/ 877-762.-5012
assistance
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GENERAL INFORMATION ABOUT THE PLAN

Plan Name Yale University Welfare and Fringe Benefit Plan

Type of Plan The Plan is a comprehensive welfare benefit plan that provides medical,
dental, vision, flexible spending account, short-term disability, long-term
disability, life insurance, travel assistance, prepaid legal, employee
assistance program and adoption reimbursement benefits.

Plan Year January 1 - December 31

Plan Number 525

Funding Medium and The accident benefits under the Medical Plan are fully-insured; all other
Type of Plan benefits under the Medical Plan are self-funded by Yale. The Dental Plan,
Administration Vision Plan, Non-Contributory Life Insurance Plan, Contributory Life

Insurance Plan, Voluntary STD Plan, LTD Plan, Travel Assistance
Program, Legal Plan and EAP are fully-insured by insurance companies.
The Health FSA, Dependent Care FSA, STD Plan and Adoption
Reimbursement Program are self-funded by Yale.

Plan Sponsor Yale University
Plan Sponsor’s 06-0646973
Employer

Identification Number

Plan Administrator Yale University
c/o Yale University Benefits Planning Office
221 Whitney Ave.
New Haven, CT 06511
(877) 352-5552

Agent for Service of  Yale University

Legal Process c/o The Office of the General Counsel
P.O. Box 208255
2 Whitney Ave.
New Haven, CT 06520

Legal process may also be served on the Plan Administrator.
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DENIAL OR LOSS OF BENEFITS

Your benefits (and the benefits of your eligible dependents) will cease when your participation in
the Plan ends. See the “When Coverage Ends” section above.

Your benefits also will cease upon termination of the Plan.

Other circumstances can result in the termination, reduction, or denial of benefits. You should
consult the governing benefits booklets, certificates of coverage, Incorporated Documents and plan
documents for additional information.

AMENDMENT OR TERMINATION OF THE PLAN

Yale expects and intends to continue the Plan and the benefit programs offered under the Plan
indefinitely, but reserves the right to amend, modify or terminate the Plan and/or any benefit
program, in whole or in part, at any time and for any reason. The Vice President for Human
Resources and Administration (or such other officer who assumes the functions and
responsibilities of the Vice President for Human Resources and Administration) has the authority
to amend or modify the Plan to comply with changes in the law, to reflect changes that are
administrative in nature or to effectuate changes that do not materially increase the cost of the Plan
or any benefit program.

INO CONTRACT OF EMPLOYMENT

In no way does the Plan or any benefit program give you a right of permanent employment. Yale
has the right to discharge you, to change your employment position, or to change the basis or
amount of your compensation notwithstanding your participation in the Plan or any benefit
program.

CLAIMS PROCEDURES

The following are two different types of claims that may be made under the Plan and the benefit
programs:

o claims as to whether an individual is eligible to participate in or obtain coverage under, or
whether an eligible individual is enrolled for participation in or coverage under, the Plan
or the benefit programs offered under the Plan (referred to as an “Eligibility or Enrollment
Claim”); and

o claims for benefits under the benefit programs.
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Eligibility or Enrollment Claims

Authority to decide an Eligibility or Enrollment Claim is assigned for initial claims to the Benefits
Planning Office. For denied Eligibility or Enrollment Claims on review, authority is assigned to
the Plan Administrator.

To file a valid Eligibility or Enrollment Claim, you (or your authorized representative) must follow
the claim submission procedures as described in this General Information Booklet and any
updating materials.

Initial Claim

An Eligibility or Enrollment Claim must be submitted in writing by you (or your authorized
representative) to the Vice President for Human Resources and Administration within 60 days
from the date on which you believe you should have been eligible for or enrolled in the Plan.

You (or your authorized representative) will be notified of the determination on your Eligibility or
Enrollment Claim within a reasonable amount of time, but no later than 60 days after receiving the
request. Special circumstances may require an extension of time for processing your claim. If extra
time is needed to process your claim, you will be notified within the original 60-day period that up
to an additional 60 days is required.

If your Eligibility or Enrollment Claim is denied, you will be notified of the adverse determination
in writing. The notice of adverse determination will include the specific reason or reasons for the
adverse determination and an explanation of the appeal process for your Eligibility or Enrollment
Claim and the time limits applicable to such process.

Appeal of Adverse Determination

If you disagree with an adverse determination on your Eligibility or Enrollment Claim, you (or
your authorized representative) can request a review of the initial determination by submitting a
written request to the Plan Administrator within 60 days of the date of denial of your initial claim.
If your appeal is not filed within this period, your Eligibility or Enrollment Claim will be deemed
permanently waived and abandoned, and you will be precluded from reasserting it under these
procedures or in a court or any other venue.

The appeal may include written comments, documents, records, and other information relating to
your Eligibility or Enrollment Claim. You may review all pertinent documents and, uponrequest,
shall have reasonable access to or be provided free of charge, copies of all documents, records, and
other information relevant to your Eligibility or Enrollment Claim.

A decision on your appeal will ordinarily be made within 60 days after it is received. Special
circumstances may require an extension of time for processing your appeal. If extra time is needed
to process your appeal, you will be notified within the original 60-day period that up to an
additional 60 days is required.

The determination of your appeal will be in writing and, if adverse, will contain the specific reason
or reasons for the adverse determination.
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Claims for Benefits under the Benefit Programs

You (or your authorized representative) may make a claim for benefits under a benefit program by
providing notice of your claim to the applicable Claims Administrator listed in the Benefit
Resources chart above. Each Claims Administrator has the authority to review claims forbenefits
and, in connection with this review, to interpret the benefit programs and decide claims-related
questions.

General Procedure
Initial Claim

Please note that the information included within this General Information Booklet provides a high
level overview of the claims and appeals process that is required by law. Specific instructions about
submitting claims are included in each benefit program’s benefits booklet, certificate of coverage
and/or other Incorporated Documents. Generally, claims must be submitted in writing. Often, there
are time limits that apply to submitting a claim. Make sure you know the applicable time limits
under the benefit program. If you delay in submitting your claim, you could lose benefits. Your
claim is not considered submitted until you provide all information that is necessary for
determination of your claim.

Once your claim has been documented and you have filled out all of the necessary forms, your
claim generally is processed within 90 days after it is received by the appropriate Claims
Administrator. Special circumstances may require an extension of time for processing your claim.
If extra time is needed to process your claim, you will be notified within the original 90-day period
that up to an additional 90 days is required.

Special rules that apply to claims regarding disability determinations, as well as special rules that
apply to claims under the Medical Plan, Dental Plan, Vision Plan, Health FSA and EAP, are
described below.

Denial of Initial Claim

If any part of your claim is denied, you will be notified in writing or electronically. This notice
will tell you the reason for the denial, including the provisions of the benefit program on which
the denial is based. It also will describe any additional information that may be needed to change
the decision denying your claim and explain why such information is necessary. Finally, the notice
will describe the procedures for appealing the decision, including the time limits for doing so, and
include a statement of your right to bring a civil action for benefits following an adverse
determination on appeal and any time limits for filing such a civil action.

Appeals

If any part of your claim is denied, you or your authorized representative may appeal the decision
on your claim. Generally, you have 60 days from the time you are notified of the denial of your
claim to appeal (see below for special rules that apply to appeals regarding disability
determinations, as well as special rules that apply to appeals under the Medical Plan, Dental Plan,
Vision Plan, Health FSA and EAP).
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Your appeal must be in writing. You should describe the decision you are appealing and state the
reasons why you think the decision on your claim was incorrect. You will have the opportunityto
submit written comments, documents, records and other information related to your claim for
benefits regardless of whether such information was considered in your initial benefit
determination.

Appeals should be directed to the Claims Administrator with which you filed your initial claim.
You (or your authorized representative) will be provided, upon request and free of charge,
reasonable access to, and copies of, all documents, records and other information related to your
claim.

If you do not file an appeal within the time permitted, your claim will be deemed abandoned and
you may not reassert it under these procedures or in a court or any other venue. If you fail toraise
issues or present evidence on appeal, you may not be able to raise those issues or present that
evidence in any later proceeding or judicial review of your claim.

A decision on your appeal will ordinarily be made within 60 days after it is received. Special
circumstances may require an extension of time for processing your appeal. If extra time is needed
to process your appeal, you will be notified within the original 60-day period that up to an
additional 60 days is required. See below for special rules that apply to appeals regarding disability
determinations, as well as special rules that apply to appeals under the Medical Plan, Dental Plan,
Vision Plan, Health FSA and EAP.

Denial of Appeals

If any part of your appeal is denied, you will be notified in writing or electronically. The denial
notice will tell you the reason for the denial, including the provisions of the benefit program on
which the denial is based. It also will inform you of your right to receive, upon request and free of
charge, reasonable access to, and copies of, any documents, records and other information related
to your appeal. Finally, the notice will tell you about your right to bring a civil action for benefits
and any time limits for filing such a civil action.

Claims and Appeal Information for Disability Determinations
Special timeframes apply to claims regarding disability determinations.

Notification of Initial Determination

Disability benefit claim determinations will be made within 45 days of receipt by the Claims
Administrator of all information necessary for determination of your claim. If extra time is needed
to process your claim, you will be notified that up to an additional 60 days is required. If the
extension is necessary due to your failure to submit enough information, you will have 45 days to
submit the needed information to the Claims Administrator. The time period for the extension will
start once you have submitted the needed information.

In addition to the information described in the General Procedure — Denial of Initial Claim section
above, the notification also will include a statement that you are entitled to receive, upon request
and free of charge, reasonable access to and copies of all documents, records and other information
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relevant to your claim. The notification will also explain any rule, guideline, protocol, or similar
criterion relied upon in making the adverse determination, or include a statement that no such a
rule, guideline, protocol, or similar criterion was relied upon in making the determination. If the
adverse benefit determination is based on a medical necessity or experimental treatment or similar
exclusion or limit, the notification also will contain either an explanation of the scientific or clinical
judgment for the determination, applying the terms of the benefit program to your medical
circumstances, or a statement that such explanation will be provided free of charge upon request.
Finally, the notification will include a discussion of the decision, including an explanation of the
basis for disagreeing with or not following the views presented by your health care professional or
vocational professional who evaluated you, the views of medical or vocational experts whose
advice was obtained on behalf of the Plan in connection with the benefit determination and/or any
disability determination you presented to the Plan from the Social Security Administration.

Appeal of Determination

If you receive an adverse benefit determination, you have 180 days from the time you are notified
of the denial of your disability claim to appeal the decision in accordance with the General
Procedure — Appeals section above. Your appeal must be in writing. A decision on your appeal
will ordinarily be made within 45 days (or within 90 days if special circumstances require an
extension).

Your disability benefit appeal will be reviewed without granting any deference to the initial
decision regarding the claim. Also, no reviewer will be a person who was involved in making the
initial decision regarding the claim, or subordinate to that person. In addition, if the claim was
based in whole or in part on a medical judgment, the Claims Administrator will consult with a
health care professional who has appropriate training and experience in the field of medicine
involved in the medical judgment. This person will not be a person or a subordinate of a person
consulted by the Claims Administrator in deciding the initial claim. The Claims Administrator will
provide you, free of charge, with any new or additional evidence considered, relied upon or
generated by the benefit program, insurer or other person making the benefit determination (or at
the direction of the benefit program, insurer or such other person) in connection with your appeal
as soon as possible and sufficiently in advance of the date on which it provides you with notice of
its determination on appeal, so that you will have a reasonable opportunity to respond prior to that
date. In addition, if the denial of your appeal is based on a new or additional rationale, the Claims
Administrator will provide you, free of charge, with the new or additional rationale as soon as
possible and sufficiently in advance of the date on which it provides you with notice of its
determination on appeal, so that you will have a reasonable opportunity to respond prior to that
date.

In addition to the information described in the General Procedure — Denial of Appeals section
above, the notification will also explain any rule, guideline, protocol or similar criterion relied
upon in making the adverse determination, or include a statement that no such rule, guideline,
protocol or similar criterion was relied upon in making the determination. If the adverse benefit
determination is based on a medical necessity or experimental treatment or similar exclusion or
limit, the notification also will contain an explanation of the scientific or clinical judgment forthe
determination, applying the terms of the benefit program to your medical circumstances, or a
statement that such explanation will be provided free of charge upon request. The notification will
also include a statement describing any voluntary appeal procedures offered by the benefit
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program, your right to obtain information about those procedures and any applicable contractual
limitations period that applies to your right to bring a civil action for benefits, including the
calendar date on which the contractual limitations period expires. Finally, the notification will
include a discussion of the decision, including an explanation of the basis for disagreeing with or
not following the views presented by your health care professional or vocational professional who
evaluated you, the views of medical or vocational experts whose advice was obtained on behalf of
the Plan in connection with the benefit determination and/or any disability determination you
presented to the Plan from the Social Security Administration.

Any denial notification you receive will be provided in a culturally and linguistically appropriate
manner.

Group Health Plans Claims and Review Information

Special rules apply to claims filed and appealed under the Medical Plan, Dental Plan, Vision Plan,
Health FSA, and EAP (“Group Health Plans”). Different timeframes apply, depending on thetype
of claim made under the Group Health Plans.

Notification of Initial Determination

After you make your claim for benefits in accordance with the applicable benefit program’s
procedures, the following time limits apply:

Urgent Care Claims (Medical Plan and Dental Plan Only)

If your claim involves urgent care, you will be notified of the benefit determination (whether
adverse or not) as soon as possible, but not later than 72 hours after receipt of the claim by the
Claims Administrator.

If the Claims Administrator is not provided sufficient information to make a decision, you willbe
notified within 24 hours after receipt of the claim. You will have a reasonable amount of time,
taking into account the circumstances, but not less than 48 hours, to provide the needed
information. You will be notified of the decision on your claim as soon as possible, but generally
not later than 48 hours after receipt of the information by the Claims Administrator.

Pre-Service Claims (Medical Plan and Dental Plan Only)

A pre-service claim is one in which the benefit program conditions the receipt of benefits, in whole
or part, on approval of the benefit in advance of obtaining medical care.

If you have a pre-service claim, you will be notified of the benefit determination no later than 15
days after receipt of the claim by the Claims Administrator.

The Claims Administrator may extend this period for up to 15 days, if necessary. If extra time is
needed to process your claim, you will be notified. If the extension is necessary due to your failure
to submit enough information, you will have at least 45 days to submit the needed information.
The time period for the extension will start once you have submitted the needed information.
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Concurrent Care Decisions (Medical Plan and Dental Plan Only)

If the Claims Administrator has previously approved an ongoing course of treatment to be provided
over a period of time or number of treatments, you will be notified of any reduction or termination
of the course of treatment in sufficient time before the end of the approved course of treatment to
allow you to appeal the benefit determination.

If you request an extension of the course of treatment beyond the approved period of time or
number of treatments and the claim involves urgent care, a determination will be made as soon as
possible, and you will be notified of the benefit determination within 24 hours (provided you make
the request at least 24 hours prior to the end of the course of treatment).

Post-Service Claims (All Group Health Plans)

A post-service claim is any claim for a benefit under a Group Health Plan that is not an urgent care
claim, a pre-service claim, or a concurrent care claim.

If you have a post-service claim, you will be notified of the benefit determination within 30 days
after receipt of the claim by the Claims Administrator.

The Claims Administrator may extend this period for up to 15 days, if necessary. If extra time is
needed to process your claim, you will be notified. If the extension is necessary due to your failure
to submit enough information, you will have at least 45 days to submit the needed information.
The time period for the extension will start once you have submitted the needed information.

Content of Initial Notification

In addition to the information described in the General Procedure — Denial of Initial Claim section
above, the notification also will explain any rule, guideline, protocol or similar criterion relied
upon in making the adverse determination, or include a statement that such a rule, guideline,
protocol or similar criterion was relied upon in making the determination and that a copy of such
rule, guideline, protocol or other criterion will be provided free of charge upon request. If the
adverse benefit determination is based on a medical necessity or experimental treatment or similar
exclusion or limit, the notification also will contain either an explanation of the scientific or clinical
judgment for the determination or a statement that such explanation will be provided free of charge
upon request.

Appeal of Determination

If you receive an adverse benefit determination, you have 180 days to appeal the decision in
accordance with the General Procedure — Appeals section above. Generally, your appeal must be
in writing and must state that a formal appeal is being requested and include all pertinent
information regarding the claim in question.

In addition, for certain Group Health Plans, you may be able to appeal the denial of any part of
your initial appeal through a second level appeal process. Refer to the benefits booklets, certificates
of coverage and other Incorporated Documents for additional information and to determine
whether a second level appeal is available.
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Urgent Care Claims (Medical Plan and Dental Plan Only)

If your claim involves urgent care, you can request an expedited appeal of an adverse benefit
determination orally or in writing. You will be provided all necessary information by telephone,
facsimile, or other available expeditious method.

You will be notified of the benefit determination on appeal not later than 72 hours after receipt of
the appeal by the Claims Administrator.

Pre-Service Claims (Medical Plan and Dental Plan Only)

If you have a pre-service claim, you will be notified of the benefit determination on appeal within
30 days if the benefit program provides for only one appeal of an adverse benefit determination or
within 15 days for each appeal if the benefit program provides for two appeals of an adverse
determination.

Concurrent Care Claims (Medical Plan and Dental Plan Only)

If you have a concurrent care claim, you will be notified of the benefit determination on appeal
within the timeframes set forth in the three previous sections depending on whether such claim is
also an Urgent Care Claim, a Pre-Service Claim, or a Post-Service Claim.

Post-Service Claims (All Group Health Plans)

If you have a post-service claim, you will be notified of the benefit determination on appeal within
60 days if the benefit program provides for only one appeal of an adverse benefit determination or
within 30 days for each appeal if the benefit program provides for two appeals of an adverse
determination.

Content of Appeal Notification

In addition to the information described in the General Procedure — Denial of Appeals section
above, the notification also will explain any rule, guideline, protocol or similar criterion relied
upon in making the adverse determination, or include a statement that such a rule, guideline,
protocol or similar criterion was relied upon in making the determination and that a copy of such
rule, guideline, protocol or other criterion will be provided free of charge upon request. If the
adverse benefit determination is based on a medical necessity or experimental treatment or similar
exclusion or limit, the notification also will contain either an explanation of the scientific or clinical
judgment for the determination or a statement that such explanation will be provided free of charge
upon request.

Additional Information (Medical Plan Only)

Denial Notifications

With respect to initial claims and appeals under the Medical Plan, any denial notification you
receive will include the following information in addition to the content described above:

o information sufficient to identify the claim involved;
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o notification of the opportunity to request the diagnosis and treatment codes associated with
the claim involved, including their respective meanings, and to have such information
provided upon request;

o a description of the Medical Plan’s external review procedures, the time limits applicable
to such procedures and how to initiate an external appeal; and

o contact information for any applicable office of health insurance consumer assistance or
ombudsman established to assist individuals with the internal claims and appeals process.

In addition, any denial notification you receive will be provided in a culturally and linguistically
appropriate manner as required by the Patient Protection and Affordable Care Act, and in
accordance with any applicable implementing regulations or other federal agency guidance.

Full and Fair Review

With respect to claims and appeals under the Medical Plan, to the extent required by applicable
law:

J you will be allowed to review your claim file and to present evidence and testimony as part
of the internal claims and appeals process;

o the applicable Claims Administrator will provide you, free of charge, with any new or
additional evidence considered, relied upon or generated by the Medical Plan (or at the
direction of the Medical Plan) in connection with your appeal as soon as possible and
sufficiently in advance of the date on which it provides you with notice of its determination
on appeal, so that you will have a reasonable opportunity to respond prior to that date; and

o if the denial of your appeal is based on a new or additional rationale, the applicable Claims
Administrator will provide you, free of charge, with the new or additional rationale as soon
as possible and sufficiently in advance of the date on which it provides you with notice of
its determination on appeal, so that you will have a reasonable opportunity to respond prior
to that date.

External Review

If, after exhausting your internal appeals under the Medical Plan, you are not satisfied with the
determination made by the Claims Administrator, or if the Claims Administrator fails to respond
to your appeal in accordance with applicable regulations regarding timing, you may be entitled to
request an external review of the Claims Administrator’s determination. This process is available
at no charge to you. Refer to your benefits booklet, certificates of coverage and/or other
Incorporated Documents for additional information regarding federal external review.

Legal Action

You may not bring a civil action for benefits unless you have exhausted your administrative review
rights under the internal claims procedure. If a benefit program provides for binding arbitration of
any controversy between you or your beneficiary and the benefit program, including, as applicable,
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its agents, employees, providers, and staff physicians, then any such controversy is subject to
binding arbitration.

No civil action may be brought more than one year after the date on which your claim is denied
on final appeal.

Timeline and Notification Requirements

Ti . Urgent Pre-Service | Post-Service Disability Other
ime Limits Care . . oo c
- Care Claims Claims Determinations Claims
Claims
To make initial 72 hours 15 days 30 days 45 days 90 days
claim
determination
Extension (if None 15 days 15 days 30 days (plus up | 90 days
proper notice is to an additional
given and delay is 30 days)
beyond the plan’s
control)
To request missing | 24 hours 5 days 30 days 45 days N/A
information from
claimant
For claimant to 48 hours 45 days 45 days 45 days N/A
provide missing
information
For claimant to 180 days 180 days 180 days 180 days 60 days
request appeal
To make 72 hours 30 days (or 60 days (or 45 days (plus up | 60 days (plus
determination on 15 days for 30 days for | to an additional up to an
appeal each appeal, | each appeal, | 45 days) additional 60
if benefit if benefit days)
program program
provides two | provides two
levels of levels of
appeal) appeal)

NOTE: For all claims for benefits under a benefit program, if you or any other person
entitled to benefits under the benefit program does not comply with the benefit program’s
claims review procedures, or does not do so in a timely manner, you or such person will have
failed to exhaust the administrative remedies under the benefit program and may not
commence any legal or equitable action in court claiming benefits under the benefit program.
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Fertility Benefit Claims and Review Information

Special rules apply to claims regarding fertility benefits administered by Progyny. These procedures
do not apply to the surrogacy financial assistance administered by Progyny. The surrogacy financial
assistance program is not an ERISA plan and is thus not subject to ERISA’s claims procedure
requirements.

Authorized Representative

If needed, you can designate an authorized representative to act on your behalf with respect to a
benefit claim or appeal under these claims procedures. You must submit a signed plan-approved form
designating your authorized representative before Progyny will recognize your authorized
representative. You can obtain an authorized representative form from Progyny. All completed forms
must be submitted to:

Progyny 1359 Broadway, 2nd floor, New York, NY 10018
Email: legalnotices@progyny.com
Phone: 877.762.5012

Types of Group Health Claims

For all ERISA plans, the law allows a reasonable amount of time for the plan administrator to
evaluate a claim and decide whether to pay benefits. Under the ERISA Claims and Appeals rules,
these times are dictated by the type of claim and whether you followed the proper procedures, as
described below. The claims procedures will vary depending on whether your claim is for a Pre-
Service Claim, an Urgent Care Claim, or a Post-Service Claim. All claims for fertility benefits under
Progyny will be post-service claims.

Pre-Service Claims: A claim that requires receipt of the benefit, in whole or in part, upon
approval before obtaining the medical care. This does not apply to urgent care.

Urgent Care Claim: An urgent care claim is a special type of pre-service claim. An urgent
care claim is a pre-service claim for medical care or treatment that could seriously jeopardize
your life or health or ability to regain maximum function or would — in the opinion of a
physician with knowledge of your medical condition — subject you to severe pain that could
not be adequately managed without the care or treatment.

Post-Service Claim: A post-service claim is a claim for a benefit under the plan that is not a
pre-service claim or an urgent care claim. All claims for fertility benefits under Progyny will
be post-service claims.

All ERISA claims must be submitted within one year of incurring the service.

All claims may be sent to:
Progyny 1359 Broadway, 2nd floor, New York, NY 10018

Email: legalnotices@progyny.com
Phone: 877.762.5012

Your plan does not require prior authorization to use your fertility benefits. For this reason, the urgent
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and pre-service claims are not addressed in the chart below. All decisions regarding your fertility
treatments will be made by you in consultation with your doctor. Progyny does not make medical
necessity determinations, and Progyny will not deny your initial claim or your appeal on the basis of
medical necessity or medical appropriateness. Progyny will process your claim after the services are
rendered.

Mon-Urgent “Pre-
Service”

Urgent Care Claims

Mon-Urgent "Post-Service” Claims

o Progyny Membear Guide
an Preparad for Yale University Proprietary and Confidential | 32

Motice of adverse determination (the

Time frame for denial or limited autherization of a
Providing N/A N/A requested service) must be provided as
Motice s00n as possible, and no later than 30

days of receipt of the claim.

Progyny has up to 15 days, if necessary
due o matters beyond the Flan’s

Extensions N/A MN/A contrel, and must provide extension
notice before the initial 30-day period
ends.

You have at least 45 days to provide
any missing information. Progyny will
provide a benefit determination

Efzi;daflirtn (decision to approve or deny a request)
N/A N/A within 15 days of receipt of the

Complete . ) .

Claim requested information, or if no
information is received, within 15 days
of the end of the claimant’s 45-day
period.

Other Related N/A N/A

Notices

Your Right to Appeal a Decision

e  You have a right to appeal an adverse decision under these claims procedures.

®  You have the right to submit documents, written comments, or other information in support of
your appeal.

e You may request reasonable access to, and copies of all documents, records, and other information
relevant to your claim for benefits, including (to the extent applicable) the names of any experts
consulted in an explanation of the scientific or clinical judgment that serves as the basis for the
determination. This information is free of charge.
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A claim appeal is treated as received by Progyny:
e  On the date it is hand-delivered to the claim address; or

¢ On the date that it is deposited in the U.S. Mail for first-class delivery in a properly stamped
envelope containing name and claim address. The postmark on any such envelope will be proof of
the date of mailing.

How Your Appeal Will be Decided

If your initial claim is denied and you submit an appeal, it will be reviewed and decided by an individual
designated by Progyny. That individual will be a different individual than the person who made the initial
benefit decision, and they will not be a subordinate of the person who made the initial benefit decision.
Progyny will take into account all information you have submitted, even if it was not presented or available
at the initial benefit decision. During your appeal, the Plan will not defer to the initial benefit decision.
Before Progyny or your plan issues any new determinations, we will provide you with the rationale along
with any additional evidence. This is provided free of charge and sufficiently in advance of our final
determination to give you an opportunity to respond. Neither Progyny nor your Plan will retaliate or take
any discriminatory action against you if you decide to file an appeal. We will continue to treat you fairly
and your appeal will not affect any other part of your health coverage.

Notification of Initial Decision and Appeal Benefit Decision by Plan

You will receive written notice of the decision, as applicable, on your post-service claim. For initial
decisions, you will only receive notice if your claim is denied. For appeals, you will receive notice of
either a denial or approval.

Notification of Benefit Decision

If your claim or appeal is denied you will receive notice of that denial and it will include:

e Information sufficient to identify the claim (including the date of service, the health care provider,
the claim amount);

e Reference(s) to the specific Plan provision(s) on which the decision is based;

e A description of any additional material or information necessary to adjust the claim and why such
information is necessary;

e A description of procedures and time limits for appeal of the decision, and the right to obtain
information about those procedures, and the right to sue in federal court;

e A statement disclosing any internal rule, guidelines, protocol or similar criterion relied on in making
the adverse decision (or a statement that such information will be provided free of charge upon
request), and an explanation of the scientific or clinical judgement for the determination to the extent
applicable (or a statement that such information will be provided free of charge upon request);

e A statement describing the reason or reasons for the adverse determination including the denial code,
and its corresponding meaning and description of the standard used to deny the claim to the extent
applicable;

e A statement describing the availability of the diagnosis and treatment codes, with their
corresponding meanings, upon request;

e A statement indicating entitlement to receive on request, and without charge, reasonable access to

or copies of all documents, records or other information relevant to the determination;
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e A statement describing the availability of assistance through the office of health insurance consumer
assistance.

For appeals, you will also receive notice if your appeal is approved.

If your claim is denied in whole or in part, and you decide to file suit in federal court, you must file suit
within 180 days of the date of the letter denying your appeal.

Urgent Care Claims

You have at least 180

Period for Filing Appeal NiA N/A days to file.
‘Within a reasonable
Time frame for Providing period of time, but not
Notice of Benefit N/A N/A later than 60 days after
Determination on Review receipt of request for
TEVIEW.
Extension Hone Mone None

External Claims Procedures

e External review of denied claims is available under these procedures if the denial was based on: A
rescission or cancellation of coverage (rescission is when benefits are retroactively terminated by
the Plan).

e Any other legally qualifying reason.

Independent Review Organization (IRO)

Members can choose to utilize an Independent Review Organization to review their claim. Progyny will
engage an independent review organization (IRO) that is accredited by the Utilization Review
Accreditation Commission (URAC) or by a similar nationally recognized accrediting organization, to
conduct any external reviews under these claim procedures. Progyny will take actions to guard against
bias in favor of denial of external review claims and to ensure independence.

e Ifthe IRO reverses the decision of Progyny, your payments or coverage must begin immediately,
even if Progyny expects to appeal it to a court of law.

e The contracts with the IROs must include the requirements contained in the DOL (Department of
Labor) Technical Releases, and the IROs must agree, among other things, to the following: de
novo review, meaning without reference to a previously made decision, of all information and
documents timely received (including Progyny documents, claims records, health care professional
recommendations, and clinical review criteria used, if any), retaining its records for six years and
making them available to the applicable claimant (or to State and Federal government agencies, to
the extent not in violation of any privacy laws) for examination upon request, and inclusion of
certain information in notices to claimants.

Progyny intends and is taking steps in good faith to comply with the claims and appeals rules under
ERISA and the Affordable Care Act and these provisions should be interpreted accordingly.
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More About the IRO Review

Progyny will rotate external claim assignments among various IROs (or incorporate other independent,
unbiased methods for selection of IROs, such as random selection). Any IRO will not be eligible for any
financial incentives based on the likelihood that the IRO will support the denial of benefits.

If one of the below conditions is met, you may request an external review of adverse benefit
determinations based upon any of the following:

e Rescission of coverage (coverage that was cancelled or discontinued retroactively); or

e As otherwise required by applicable law.

You or your representative may request a standard external review by sending a written request to the
address set out in the determination letter. A request must be made within four months after the date you
received Progyny’s decision.

An external review request should include all of the following:
e A specific request for an external review;
e The Covered Person's name, address, and insurance ID number;
e  Your designated representative's name and address, when applicable;
e The service that was denied; and

e Any new, relevant information that was not provided during the internal appeal.

Standard External Review

A standard external review is comprised of all of the following:
e A preliminary review by Progyny of the request;
e A referral of the request by Progyny to the IRO; and
e A decision by the IRO.

Within the applicable timeframe after receipt of the request, Progyny will complete a preliminary review
to determine whether the individual for whom the request was submitted meets all of the following:

e s or was covered under the Plan at the time the health care service or procedure that is at issue in
the request was provided;

e Has exhausted the applicable internal appeals process; and

e Has provided all the information and forms required so that Progyny may process the request.

After Progyny completes the preliminary review, Progyny will issue a notification in writing to you. If
the request is eligible for external review, Progyny will assign an IRO to conduct such review. Progyny
will assign requests by either rotating claims assignments among the IROs or by using a random
selection process.

The IRO will notify you in writing of the request’s eligibility and acceptance for external review. You
may submit in writing to the IRO within ten business days following the date of receipt of the notice
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additional information that the IRO will consider when conducting the external review. The IRO is not
required to, but may, accept and consider additional information submitted by you after ten business
days.

Progyny will provide to the assigned IRO the documents and information considered in making
Progyny’s initial determination. The documents include:

e All relevant medical records;
e All other documents relied upon by Progyny; and

e  All other information or evidence that you or your Physician submitted. If there is any information
or evidence you or your Physician wish to submit that was not previously provided, you may
include this information with your external review request and Progyny will include it with the
documents forwarded to the IRO.

In reaching a decision, the IRO will review the claim anew and not be bound by any decisions or
conclusions reached by Progyny. The IRO will provide written notice of its determination (the “Final
External Review Decision’) within 45 days after it receives the request for the external review (unless
they request additional time and you agree). The IRO will deliver the notice of Final External Review
Decision to you and Progyny, and it will include the basis for the determination.

Upon receipt of a Final External Review Decision reversing Progyny determination, Progyny will
immediately provide coverage or payment for the benefit claim at issue in accordance with the terms and
conditions of the Plan benefit plan, and any applicable law regarding plan remedies.

If the Final External Review Decision is that payment or referral will not be made, Progyny will not be
obligated to provide for the health care service or procedure.

Limitation on When a Lawsuit May be Started

You may not start a lawsuit related to a Claim until you have requested an appeal and a final decision
has been rendered, or until all applicable time frames have elapsed since you filed your request for
appeal and you have not received a final decision or notice of extension. You may also pursue remedies
under ERISA section 502(a) without exhausting these appeals procedures if we have failed to follow
them. No lawsuit may be started more than three (3) years after the end of the year in which the services
were provided.

If you have questions about these appeals processes, contact us at 877.762.5012. If you have a hearing
or speech impairment, or need a language interpreter, we will provide you with a verbal interpretation or
an alternate format at no charge to you.

If you need assistance filing either an external appeal or internal appeal, you may contact Progyny at
877.762.5012.
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STATEMENT OF ERISA RIGHTS

As a participant in the Plan, you are entitled to certain rights and protections under ERISA. ERISA
provides that all Plan participants are entitled to:

Receive Information about vour Plan and Benefits

o Examine, without charge, at the Plan Administrator’s office and at other specified
locations, such as worksites and union halls, all documents governing the Plan, including
insurance contracts and collective bargaining agreements, and a copy of the latest annual
report (Form 5500 Series) filed by the Plan with the U.S. Department of Labor and
available at the Public Disclosure Room of the Employee Benefits Security Administration.

o Obtain, upon written request to the Plan Administrator, copies of documents governing the
operation of the Plan, including insurance contracts and collective bargaining agreements,
and copies of the latest annual report (Form 5500 Series) and updated summary plan
description. The Plan Administrator may make a reasonable charge for the copies.

o Receive a summary of the Plan’s annual Form 5500. The Plan Administrator is required by
law to furnish each participant with a copy of this summary annual report.

Continue Group Health Plan Coverage

Continue health care coverage for yourself, your spouse, or your dependents if there is a loss of
coverage under a benefit program that is a group health plan as a result of a qualifying event. You
or your dependents may have to pay for such coverage. Review this General Information Booklet
and the documents governing the Plan and the benefit programs on the rules governing your
COBRA continuation coverage rights.

Prudent Actions by Plan Fiduciaries

In addition to creating rights for Plan participants, ERISA imposes duties upon the people who are
responsible for the operation of the Plan. The people who operate your Plan, called “fiduciaries”
of the Plan, have a duty to do so prudently and in the interest of you and other Plan participants
and beneficiaries. No one, including Yale, your union, or any other person, may fire you or
otherwise discriminate against you in any way to prevent you from obtaining a Plan benefit or
exercising your rights under ERISA.

Enforce Your Rights

If your claim for a welfare benefit is denied or ignored, in whole or in part, you have a right to
know why this was done, to obtain copies of documents relating to the decision without charge,
and to appeal any denial, all within certain time schedules.

Under ERISA, there are steps you can take to enforce the above rights. For instance, if you request
a copy of the Plan documents or the latest annual report (Form 5500) from the Plan and do not
receive them within 30 days, you may file suit in a federal court. In such a case, the court may
require the Plan Administrator to provide the materials and pay you up to $110 per day until you
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receive the materials unless the materials were not sent because of reasons beyond the control of
the Plan Administrator. If you have a claim for benefits which is denied or ignored, in whole or in
part, and if you have exhausted the internal claims procedures available to you under the Plan and
the benefit programs (discussed in the “Claims Procedures” section above), you may file suit in a
state or federal court. In addition, if you disagree with the Plan’s decision or lack thereof
concerning the qualified status of a medical child support order, you may file suit in federal court.

If it should happen that Plan fiduciaries misuse the Plan’s money, or if you are discriminated
against for asserting your rights, you may seek assistance from the U.S. Department of Labor, or
you may file suit in a federal court. The court will decide who should pay court costs and legal
fees. If you are successful, the court may order the person you have sued to pay these costs and
fees. If you lose, the court may order you to pay these costs and fees, for example, if it finds your
claim is frivolous.

Assistance with Your Questions

If you have any questions about the Plan, you should contact the Plan Administrator. If you have
any questions about this statement or about your rights under ERISA, or if you need assistance in
obtaining documents from the Plan Administrator, you should contact the nearest office of the
Employee Benefits Security Administration, U.S. Department of Labor (listed in your telephone
directory) or contact the Division of Technical Assistance and Inquiries, Employee Benefits
Security Administration, U.S. Department of Labor, 200 Constitution Avenue N.W., Washington,
DC 20210. You may also obtain certain publications about your rights and responsibilities under
ERISA by calling the publications hotline of the Employee Benefits Security Administration.
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