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CIGNA HEALTH AND LIFE INSURANCE COMPANY, a Cigna company (hereinafter 

called Cigna) 

 

CERTIFICATE RIDER 

 

Policyholder:            Harris County Hospital District 

Rider Eligibility:      Each Employee as noted within this certificate rider 

Policy No. or Nos.:  3335293 

Effective Date:         March 1, 2015 

 

This rider forms a part of the certificate issued to you by Cigna describing the benefits provided under the 

policy(ies) specified above.  This rider replaces any other issued to you previously.  

 

IMPORTANT INFORMATION 

For Residents of States other than the State of Texas: 

 

State-specific riders contain provisions that may add to or change your certificate provisions. 

 

The provisions identified in your state-specific rider, attached, are ONLY applicable to Employees residing in 

that state. The state for which the rider is applicable is identified at the beginning of each state specific rider in the 

"Rider Eligibility" section. 

 

Additionally, the provisions identified in each state-specific rider only apply to: 

(a) Benefit plans made available to you and/or your Dependents by your Employer; 

(b) Benefit plans for which you and/or your Dependents are eligible; 

(c) Benefit plans which you have elected for you and/or your Dependents; 

(d) Benefit plans which are currently effective for you and/or your Dependents. 

Please refer to the Table of Contents for the state-specific rider that is applicable for your residence state. 
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CIGNA HEALTH AND LIFE INSURANCE 

COMPANY, a Cigna company (hereinafter called 

Cigna) 

CERTIFICATE RIDER – Arkansas Residents 

 

Rider Eligibility: Each Employee who is located in Arkansas 

 

You will become insured on the date you become eligible, 

including if you are not in Active Service on that date due to 

your health status. 

 

This rider forms a part of the certificate issued to you by 

Cigna. 

 

The provisions set forth in this rider comply with the legal 

requirements of Arkansas for group insurance plans covering 

insureds located in Arkansas. These provisions supersede any 

provisions in your certificate to the contrary unless the 

provisions in your certificate result in greater benefits. 

 

 HC-ETARRDR 

 

Eligibility – Effective Date 

Dependent Insurance 

Exception for Adopted Children 

Any Dependent child adopted by you while you are insured 

will become insured from the date the adopted child is placed 

with you, or from the date you file the petition for adoption, if 

you elect Dependent Insurance no later than 90 days from the 

date of the petition for adoption, or from the date of 

placement, whichever is later. A newborn adopted child will 

become insured from the moment of birth, if the petition is 

filed and if you elect Dependent Insurance no later than 90 

days from the child’s birth. 

If you do not elect to insure your adopted child within such 90 

days, or if your petition for adoption is dismissed or denied, no 

benefits for expenses incurred beyond the 31
st
 day following 

placement or filing of the petition to adopt, whichever is later, 

will be payable. 

 

HC-ELG1 04-10 
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Covered Expenses 

 charges made for anesthesia, hospitalization services and/or 

ambulatory surgical facility charges performed in 

connection with dental procedures when such services are 

required to effectively perform the procedures and the 

patient is: 

 under seven years of age and it is determined by two 

dentists that treatment in a hospital or ambulatory surgical 

center is required without delay due to a significantly 

complex dental condition; 

 a person with a serious diagnosed mental or physical 

condition; or 

 a person with a significant behavioral problem as 

determined by their physician. 

 charges for colorectal cancer examinations and laboratory 

tests for covered persons who are fifty years of age or older; 

less than fifty years of age and at high risk for colorectal 

cancer according to American Cancer Society colorectal 

cancer screening guidelines as they existed on January 1, 

2005; or are experiencing the following symptoms of 

colorectal cancer as determined by a physician: bleeding 

from the rectum or blood in the stool; or a change in bowel 

habits, such as diarrhea, constipation, or narrowing of the 

stool, that lasts more than five days. 

The colorectal screening shall involve an examination of the 

entire colon, including the following examinations and 

laboratory tests:  

 an annual fecal occult blood test utilizing the take-home 

multiple sample method, or an annual fecal 

immunochemical test in conjunction with a flexible 

sigmoidoscopy every five years; 

 a double-contrast barium enema every five years; or 

 a colonoscopy every ten years; and  any additional 

medically recognized screening tests for colorectal cancer 

required by the Director of the Department of Health, as 

determined in consultation with appropriate health care 

organizations.  

 charges for prostate cancer examinations and laboratory 

tests once a year for non-symptomatic covered persons who 

are forty years of age or older in accordance with the 

National Comprehensive Cancer Guidelines. 

The following applies only to state employees and public 

school employees: 

 charges for diagnosis and treatment of autism spectrum 

disorder, as defined in the most recent edition of the 

“Diagnostic and Statistical Manual of Mental Disorders”. 

The following treatment is covered when Medically 

Necessary and evidence-based: 

 applied behavior analysis; 
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 pharmacy care; 

 psychiatric care; 

 psychological care; 

 therapeutic care; 

 equipment determined necessary to provide evidence-

based treatment; 

 any care determined to be Medically Necessary and 

evidence-based. 

In addition, Covered Expenses will include expenses incurred 

at any of the Approximate Age Intervals shown below for a 

Dependent child who is age 18 or less, for charges made for 

Child Preventive Care Services consisting of the following 

services delivered or supervised by a Physician, in keeping 

with prevailing medical standards: 

 a history; 

 physical examination; 

 development assessment; 

 anticipatory guidance; 

 appropriate immunizations, which are not subject to any 

copay, coinsurance, deductible, or dollar limit; and 

 laboratory tests; 

excluding any charges for: 

 more than one visit to one provider for Child Preventive 

Care Services at each of the Approximate Age Intervals up 

to a total of 20 visits for each Dependent child; 

 services for which benefits are otherwise provided under 

this Comprehensive Medical Benefits section; 

 services for which benefits are not payable according to the 

Expenses Not Covered section. 

Approximate Age Intervals are: Birth, 2 weeks, 2 months, 4 

months, 6 months, 9 months, 12 months, 15 months, 18 

months, 2 years, 3 years, 4 years, 5 years, 6 years, 8 years, 10 

years, 12 years, 14 years, 16 years, and 18 years. 

 charges made for corrective surgery and related medical 

care for Covered Persons of any age diagnosed as having a 

craniofacial anomaly if the surgery and treatment are 

Medically Necessary to improve a functional impairment, as 

determined by a nationally accredited cleft-craniofacial 

team. Medical care coverage includes dental care, vision 

care, and the use of at least one hearing aid. Craniofacial 

anomaly means a congenital or acquired musculoskeletal 

disorder that primarily affects the cranial facial tissue. 

 

HC-COV145 04-10 
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Definitions 

Dependent 

The term child means a child born to you or a child legally 

adopted by you from the date you file a petition for adoption.  

 

HC-DFS561 01-11 

 V1-ET 

 

CIGNA HEALTH AND LIFE INSURANCE 

COMPANY, a Cigna company (hereinafter called 

Cigna) 

CERTIFICATE RIDER – Colorado Residents 

 

Rider Eligibility: Each Employee who is located in Colorado 

 

You will become insured on the date you become eligible, 

including if you are not in Active Service on that date due to 

your health status.  

 

This rider forms a part of the certificate issued to you by 

Cigna. 

 

The provisions set forth in this rider comply with the legal 

requirements of Colorado group insurance plans covering 

insureds located in Colorado. These provisions supersede any 

provisions in your certificate to the contrary unless the 

provisions in your certificate result in greater benefits. 

 

 HC-ETCORDR 

 

Definitions 

Dependent 

Dependents include: 

 your lawful spouse or your partner in a Civil Union; 

 

HC-DFS675 01-15 

 V2-ET 

 

Emergency Service Provider 

The term Emergency Service Provider means a local 

government, or an authority formed by two or more local 

governments, that provide fire-fighting and fire prevention 

services, emergency medical services, ambulance services, or 
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search and rescue services, or a not-for-profit non-

governmental entity organized for the purpose of providing 

any such services, through the use of bona fide volunteers. 

 

HC-DFS236 04-10 

 V1-ET 

 

Employee 

The term Employee means a full-time employee of the 

Employer who is currently in Active Service. The term does 

not include employees who are part-time or temporary or who 

normally work less than 30 hours a week for the Employer. 

The term Employee may include officers, managers and 

Employees of the Employer, the bona fide volunteers if the 

Employer is an Emergency Service Provider, the partners if 

the Employer is a partnership, the officers, managers, and 

Employees of subsidiary or affiliated corporations of a 

corporation Employer, and the individual proprietors, 

partners, and Employees of individuals and firms, the 

business of which is controlled by the insured Employer 

through stock ownership, contract, or otherwise. 

 

HC-DFS239 04-10 

 V1-ET 

 

Employer 

The term Employer means the Policyholder and all Affiliated 

Employers. The term Employer may include an Emergency 

Service Provider, any municipal or governmental corporation, 

unit, agency or department thereof, and the proper officers, as 

such, of an Emergency Service Provider or an unincorporated 

municipality or department thereof, as well as private 

individuals, partnerships, and corporations. 

 

HC-DFS240 04-10 
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CIGNA HEALTH AND LIFE INSURANCE 

COMPANY, a Cigna company (hereinafter called 

Cigna) 

CERTIFICATE RIDER – Florida Residents 

 

Rider Eligibility: Each Employee who is located in Florida 

 

The benefits of the policy providing your coverage are 

primarily governed by the law of a state other than 

Florida. 

 

You will become insured on the date you become eligible, 

including if you are not in Active Service on that date due to 

your health status.  

 

This rider forms a part of the certificate issued to you by 

Cigna. 

 

The provisions set forth in this rider comply with the legal 

requirements of Florida group insurance plans covering 

insureds located in Florida. These provisions supersede any 

provisions in your certificate to the contrary unless the 

provisions in your certificate result in greater benefits. 

 

 HC-ETFLRDR 
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Eligibility – Effective Date 

Dependent Insurance 

Effective Date of Dependent Insurance 

Insurance for your Dependents will become effective on the 

date you elect it by signing an approved payroll deduction 

form, but no earlier than the day you become eligible for 

Dependent Insurance. All of your Dependents as defined will 

be included. A newborn child will be covered for the first 31 

days of life even if you fail to enroll the child. If you enroll the 

child after the first 31 days and by the 60th day after his birth, 

coverage will be offered at an additional premium. Coverage 

for an adopted child will become effective from the date of 

placement in your home or from birth for the first 31 days 

even if you fail to enroll the child. However, if you enroll the 

adopted child between the 31st and 60th days after his birth or 

placement in your home, coverage will be offered at an 

additional premium. 

 

HC-ELG9 04-10 

 V1-ET 

 

Important Information About Your 

Medical plan 

Direct Access For A Dermatologist 

Individuals covered by this plan may have direct access to any 

participating dermatologist for a maximum of 5 visits per 

contract year without an authorization of care. The 5 visits do 

not have to be with the same provider. Any additional visits 

will require authorization. Included in this benefit are 

management of the dermatologic condition as well as minor 

procedures. All other procedures that are not minor will 

require prior authorization. 

 

HC-IMP25 04-10 
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Covered Expenses  

 charges made for or in connection with mammograms for 

breast cancer screening or diagnostic purposes, including, 

but not limited to: a baseline mammogram for women ages 

35 through 39; a mammogram for women ages 40 through 

49, every two years or more frequently based on the 

attending Physician's recommendations; a mammogram 

every year for women age 50 and over; and one or more 

mammograms upon the recommendation of a Physician for 

any woman who is at risk for breast cancer due to her 

family history; has biopsy proven benign breast disease; or 

has not given birth before age 30. A mammogram will be 

covered with or without a Physician’s recommendation, 

provided the mammogram is performed at an approved 

facility for breast cancer screening. 

 charges made for diagnosis and Medically Necessary 

surgical procedures to treat dysfunction of the 

temporomandibular joint. Appliances and non-surgical 

treatment including for orthodontia are not covered. 

 charges for the treatment of cleft lip and cleft palate 

including medical, dental, speech therapy, audiology and 

nutrition services, when prescribed by a Physician. 

 charges for general anesthesia and hospitalization services 

for dental procedures for an individual who is under age 8 

and for whom it is determined by a licensed Dentist and the 

child's Physician that treatment in a Hospital or ambulatory 

surgical center is necessary due to a significantly complex 

dental condition or developmental disability in which 

patient management in the dental office has proven to be 

ineffective; or has one or more medical conditions that 

would create significant or undue medical risk if the 

procedure were not rendered in a Hospital or ambulatory 

surgical center. 

 charges for the services of certified nurse-midwives, 

licensed midwives, and licensed birth centers regardless of 

whether or not such services are received in a home birth 

setting. 

 charges for or in connection with Medically Necessary 

diagnosis and treatment of osteoporosis for high risk 

individuals. This includes, but is not limited to individuals 

who: have vertebral abnormalities; are receiving long-term 

glucocorticoid (steroid) therapy; have primary 

hyperparathyroidism; have a family history of osteoporosis; 

and/or are estrogen-deficient individuals who are at clinical 

risk for osteoporosis.  

 charges for an inpatient Hospital stay following a 

mastectomy will be covered for a period determined to be 

Medically Necessary by the Physician and in consultation 

with the patient. Postsurgical follow-up care may be 

provided at the Hospital, Physician's office, outpatient 

center, or at the home of the patient. 

 charges for newborn and infant hearing screening and 

Medically Necessary follow-up evaluations. When ordered 

by the treating Physician, a newborn’s hearing screening 

must include auditory brainstem responses or evoked 

otacoustic emissions or other appropriate technology 

approved by the FDA. All screenings shall be conducted by 

a licensed audiologist, Physician, or supervised individual 

who has training specific to newborn hearing screening. 

Newborn means an age range from birth through 29 days. 

Infant means an age range from 30 days through 12 months. 

In addition, Covered Expenses will include expenses incurred 

at any of the Approximate Age Intervals shown below, for a 

Dependent child who is age 15 or less, for charges made for 
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Child Preventive Care Services consisting of the following 

services delivered or supervised by a Physician, in keeping 

with prevailing medical standards: 

 a history; 

 physical examination; 

 development assessment; 

 anticipatory guidance; and 

 appropriate immunizations and laboratory tests; 

excluding any charges for: 

 more than one visit to one provider for Child Preventive 

Care Services at each of the Approximate Age Intervals, up 

to a total of 18 visits for each Dependent child; 

 services for which benefits are otherwise provided under 

this Covered Expenses section; 

 services for which benefits are not payable, according to the 

Expenses Not Covered section. 

It is provided that any Deductible that would otherwise apply 

will be waived for those Covered Expenses incurred for Child 

Preventive Care Services. Approximate Age Intervals are: 

Birth, 2 months, 4 months, 6 months, 9 months, 12 months, 15 

months, 18 months, 2 years, 3 years, 4 years, 5 years, 6 years, 

8 years, 10 years, 12 years, 14 years and 15 years. 

 

HC-COV25 04-10 
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Medical Conversion Privilege 

For You and Your Dependents 

When a person's Medical Expense Insurance ceases, he may 

be eligible to be insured under an individual policy of medical 

care benefits (called the Converted Policy). 

A Converted Policy will be issued by Cigna only to a person 

who: 

 resides in a state that requires offering a conversion 

policy, 

 is Entitled to Convert, and  

 applies in writing and pays the first premium for the 

Converted Policy to Cigna within 31 days after the date 

his insurance ceases. Evidence of good health is not 

needed. 

Employees Entitled to Convert 

You are Entitled to Convert Medical Expense Insurance for 

yourself and all of your Dependents who were insured when 

your insurance ceased but only if: 

 you are not eligible for other individual insurance coverage 

on a guaranteed issue basis. 

 you have been insured for at least three consecutive months 

under the policy or under it and a prior policy issued to the 

Policyholder. 

 your insurance ceased because you were no longer in Active 

Service or no longer eligible for Medical Expense 

Insurance. 

 you are not eligible for Medicare. 

 you would not be Overinsured. 

 you have paid all required premium or contribution. 

 you have not performed an act or practice that constitutes 

fraud in connection with the coverage. 

 you have not made an intentional misrepresentation of a 

material fact under the terms of the coverage. 

 your insurance did not cease because the policy in its 

entirety canceled. 

If you retire, you may apply for a Converted Policy within 31 

days after your retirement date in place of any continuation of 

your insurance that may be available under this plan when you 

retire, if you are otherwise Entitled to Convert. 

Dependents Entitled to Convert 

The following Dependents are also Entitled to Convert: 

 a child who is not eligible for other individual insurance 

coverage on a guaranteed issue basis, and whose insurance 

under this plan ceases because he no longer qualifies as a 

Dependent or because of your death; 

 a spouse who is not eligible for other individual insurance 

coverage on a guaranteed issue basis, and whose insurance 

under this plan ceases due to divorce, annulment of 

marriage or your death; 

 your Dependents whose insurance under this plan ceases 

because your insurance ceased solely because you are 

eligible for Medicare; 

but only if that Dependent: is not eligible for other individual 

insurance coverage on a guaranteed issue basis, is not eligible 

for Medicare, would not be Overinsured, has paid all required 

premium or contribution, has not performed an act or practice 

that constitutes fraud in connection with the coverage, and has 

not made an intentional misrepresentation of a material fact 

under the terms of the coverage. 

Overinsured 

A person will be considered Overinsured if either of the 

following occurs: 

 his insurance under this plan is replaced by similar group 

coverage within 31 days. 

 the benefits under the Converted Policy, combined with 

Similar Benefits, result in an excess of insurance based on 

Cigna's underwriting standards for individual policies. 
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Similar Benefits are: those for which the person is covered by 

another hospital, surgical or medical expense insurance policy, 

or a hospital, or medical service subscriber contract, or a 

medical practice or other prepayment plan or by any other 

plan or program; those for which the person is eligible, 

whether or not covered, under any plan of group coverage on 

an insured or uninsured basis; or those available for the person 

by or through any state, provincial or federal law. 

Converted Policy 

If you reside in a state that requires the offering of a 

conversion policy, the Converted Policy will be one of Cigna's 

current conversion policy offerings available in the state 

where you reside, as determined based upon Cigna's rules. 

The Converted Policy will be issued to you if you are Entitled 

to Convert, insuring you and those Dependents for whom you 

may convert. If you are not Entitled to Convert and your 

spouse and children are Entitled to Convert, it will be issued to 

the spouse, covering all such Dependents. Otherwise, a 

Converted Policy will be issued to each Dependent who is 

Entitled to Convert. The Converted Policy will take effect on 

the day after the person's insurance under this plan ceases. The 

premium on its effective date will be based on: class of risk 

and age; and benefits. 

During the first 12 months the Converted Policy is in effect, 

the amount payable under it will be reduced so that the total 

amount payable under the Converted Policy and the Medical 

Benefits Extension of this plan (if any) will not be more than 

the amount that would have been payable under this plan if the 

person's insurance had not ceased. After that, the amount 

payable under the Converted Policy will be reduced by any 

amount still payable under the Medical Benefits Extension of 

this plan (if any). Cigna or the Policyholder will give you, on 

request, further details of the Converted Policy. 

 

HC-CNV28 04-14 

 V1-ET 

 

Medical Benefits Extension Upon Policy 

Cancellation 

If the Medical Benefits under this plan cease for you or your 

Dependent due to cancellation of the policy, and you or your 

Dependent is Totally Disabled on that date due to an Injury, 

Sickness or pregnancy, Medical Benefits will be paid for 

Covered Expenses incurred in connection with that Injury, 

Sickness or pregnancy. However, no benefits will be paid after 

the earliest of: 

 the date you exceed the Maximum Benefit, if any, shown in 

the Schedule; 

 the date a succeeding carrier agrees to provide coverage 

without limitation for the disabling condition; 

 the date you are no longer Totally Disabled; 

 12 months from the date the policy is canceled; or 

 for pregnancy, until delivery. 

Totally Disabled 

You will be considered Totally Disabled if, because of an 

Injury or a Sickness: 

 you are unable to perform the basic duties of your 

occupation; and 

 you are not performing any other work or engaging in any 

other occupation for wage or profit. 

Your Dependent will be considered Totally Disabled if, 

because of an Injury or a Sickness: 

 he is unable to engage in the normal activities of a person of 

the same age, sex and ability; or 

 in the case of a Dependent who normally works for wage or 

profit, he is not performing such work. 

 

HC-BEX42 04-11 

 ET 

Definitions 

Dependent  

A child includes a legally adopted child, including that child 

from the date of placement in the home or from birth provided 

that a written agreement to adopt such child has been entered 

into prior to the birth of such child. Coverage for a legally 

adopted child will include the necessary care and treatment of 

an Injury or a Sickness existing prior to the date of placement 

or adoption. Coverage is not required if the adopted child is 

ultimately not placed in your home. 

A child includes a child born to an insured Dependent child of 

yours until such child is 18 months old. 

 

HC-DFS162 07-14 
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CIGNA HEALTH AND LIFE INSURANCE 

COMPANY, a Cigna company (hereinafter called 

Cigna) 

CERTIFICATE RIDER – Illinois Residents 

 

Rider Eligibility: Each Employee who is located in Illinois 

 

You will become insured on the date you become eligible, 

including if you are not in Active Service on that date due to 

your health status.  

 

This rider forms a part of the certificate issued to you by 

Cigna. 

 

The provisions set forth in this rider comply with the legal 

requirements of Illinois group insurance plans covering 

insureds located in Illinois. These provisions supersede any 

provisions in your certificate to the contrary unless the 

provisions in your certificate result in greater benefits. 

 

 HC-ETILRDR 

 

The Schedule 

If your medical plan is subject to a Lifetime Maximum or 

Preventive Care Maximum, The Schedule is amended to 

indicate that Mammogram charges do not accumulate towards 

those maximums. In addition, In-Network Preventive Care 

Related (i.e. “routine”) Mammograms will be covered at “No 

charge”. 

 

 SCHEDIL-ETC 

 

Covered Expenses 

 charges made for or in connection with low-dose 

mammography screening for detecting the presence of 

breast cancer. Coverage shall include: a baseline 

mammogram for women ages 35 to 39; an annual 

mammogram for women age 40 and older; and 

mammograms at intervals considered medically necessary 

for women less than age 40 who have a family history of 

breast cancer, prior personal history of breast cancer, 

positive genetic testing or other risk factors. Coverage also 

includes a comprehensive ultrasound screening of an entire 

breast or breasts if a mammogram demonstrates 

heterogeneous or dense breast tissue, when determined 

medically necessary by a physician licensed to practice 

medicine in all of its branches. 

 Low dose mammography means the x-ray examination of 

the breast using equipment dedicated specifically for 

mammography, including the x-ray tube, compression 

device and image receptor, with radiation exposure delivery 

of less than one rad per breast for two views of an average 

sized. 

 charges made for complete and thorough clinical breast 

exams performed by a physician licensed to practice 

medicine in all its branches, an advanced practice nurse who 

has a collaborative agreement with a collaborating physician 

that authorizes breast examinations, or a physician assistant 

who has been delegated authority to provide breast 

examinations. Coverage shall include such an exam at least 

once every three years for women ages 20 to 40; and 

annually for women 40 years of age or older. 

 

HC-COV65 4-10 
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CIGNA HEALTH AND LIFE INSURANCE 

COMPANY, a Cigna company (hereinafter called 

Cigna) 

CERTIFICATE RIDER – Louisiana Residents 

 

Rider Eligibility: Each Employee who is located in Louisiana 

 

You will become insured on the date you become eligible, 

including if you are not in Active Service on that date due to 

your health status.  

 

This rider forms a part of the certificate issued to you by 

Cigna. 

 

The provisions set forth in this rider comply with the legal 

requirements of Louisiana group insurance plans covering 

insureds located in Louisiana. These provisions supersede any 

provisions in your certificate to the contrary unless the 

provisions in your certificate result in greater benefits. 

 

HC-ETLARDR 

 

Covered Expenses 

 charges for electronic imaging/telemedicine health care 

services, including, but not limited to, diagnostic testing and 
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treatment. The Physician must be physically present with 

the patient and communicating with a Physician at the 

facility receiving the transmission. Payment shall not be less 

than 75% of the reasonable and customary payment 

received for an intermediate office visit. These 

electronic/telemedicine benefits are subject to utilization 

review requirements. 

 charges for treatment of severe mental illness, on the same 

basis as other sickness covered under the plan. “Severe 

mental illness” includes any of the following: 

 schizophrenia or schizoaffective disorder; 

 bipolar disorder; 

 panic disorder; 

 obsessive-compulsive disorder; 

 major depressive disorder; 

 anorexia/bulimia; 

 intermittent explosive disorder; 

 post-traumatic stress disorder; 

 psychosis NOS (not otherwise specified) when diagnosed 

in a child under age 17; 

 Rett’s Disorder; 

 Tourette’s Disorder. 

Autism Spectrum Disorder 

Charges for the diagnosis and treatment of Autism Spectrum 

Disorders, including applied behavioral analysis, in 

individuals less than 17 years of age. Such coverage shall 

include the following care prescribed, provided or ordered by 

a physician or a psychologist who is licensed in this state who 

shall supervise provision of such care: 

 Medically Necessary assessments, evaluations, or tests to 

diagnose an Autism Spectrum Disorder; 

 Habilitative or rehabilitative care; 

 Pharmacy care; 

 Psychiatric care; 

 Psychological care; 

 Therapeutic care. 

Autism Spectrum Disorders include any of the pervasive 

developmental disorders as defined by the most recent edition 

of the Diagnostic and Statistical Manual of Mental Disorders 

(DSM), including Autistic Disorder, Asperger’s Disorder and 

Pervasive Developmental Disorder – Not Otherwise Specified. 

Benefits for the diagnosis and treatment of Autism Spectrum 

Disorders are payable on the same basis as any other sickness 

covered under the plan. 

 

HC-COV190 04-10 

 V1-ET1 

 

Termination of Insurance 

Continuation 

Continuation of Medical Insurance during Active Military 

Duty 

If your coverage would otherwise cease because you are a 

Reservist in the United States Armed Forces and are called to 

active duty, the insurance for you and your Dependents will be 

continued during your active duty only if you elect it in 

writing, and will continue until the earliest of the following 

dates: 

 90 days from the date your military service ends; 

 the last day for which you made any required contribution 

for the insurance; or 

 the date the group policy cancels. 

Additionally, a Dependent who is called to active duty will not 

cease to qualify for Dependent coverage due to his/her active 

duty status if he or she has elected to continue coverage in 

writing. Coverage will be continued for that Dependent during 

his or her active duty until the earliest of the following dates: 

 the date insurance ceases. 

 the last day for which the Dependent has made any required 

contribution for the insurance; 

 the date the Dependent no longer qualifies as a Dependent; 

or 

 the date Dependent Insurance is canceled. 

Reinstatement of Medical Insurance 

If your coverage ceases because you are a Reservist in the 

United States Armed Forces and are called to active duty, the 

insurance for you and your Dependents will be automatically 

reinstated after your deactivation, provided that you return to 

Active Service within 90 days. 

If coverage for your Dependent has ceased because he or she 

was called to active duty, the insurance for that Dependent 

will be automatically reinstated after his or her deactivation, 



 

 

  

  
myCigna.com 13 

provided that he or she otherwise continues to qualify for 

coverage. 

Such reinstatement will be without the application of: a new 

waiting period, or a new Pre-existing Condition Limitation. A 

new Pre-existing Condition Limitation will not be applied to 

any condition that you or your Dependent developed while 

coverage was interrupted. The remainder of a Pre-existing 

Condition Limitation which existed prior to interruption of 

coverage may still be applied. 

 

HC-TRM81 04-10 

 V1-ET1 

 

Definitions 

Dependent 

The term child includes any grandchild of yours provided such 

child is under 26 years of ag  e and is in your legal custody and 

resides with you or any grandchild of yours who is in your 

legal custody and resides with you, and is incapable of self-

sustaining employment by reason of mental or physical 

handicap which existed prior to the child’s 26
th

 birthday. 

 

HC-DFS427 04-10 

 V1-ET1 

 

CIGNA HEALTH AND LIFE INSURANCE 

COMPANY, a Cigna company (hereinafter called 

Cigna) 

CERTIFICATE RIDER – Maine Residents 

 

Rider Eligibility: Each Employee who is located in Maine 

 

You will become insured on the date you become eligible, 

including if you are not in Active Service on that date due to 

your health status.  

 

This rider forms a part of the certificate issued to you by 

Cigna. 

 

The provisions set forth in this rider comply with the legal 

requirements of Maine group insurance plans covering 

insureds located in Maine. These provisions supersede any 

provisions in your certificate to the contrary unless the 

provisions in your certificate result in greater benefits. 

 

HC-ETMERDR 

 

Short-Term Rehabilitative Therapy and Chiropractic 

Care Services 

 charges made for Short-term Rehabilitative Therapy that is 

part of a rehabilitative program, including physical, speech, 

occupational, cognitive, osteopathic manipulative, cardiac 

rehabilitation and pulmonary rehabilitation therapy, when 

provided in the most medically appropriate setting. Also 

included are services that are provided by a chiropractic 

Physician when provided in an outpatient setting. Services 

of a chiropractic Physician include the conservative 

management of acute neuromusculoskeletal conditions 

through manipulation and ancillary physiological treatment 

that is rendered to restore motion, reduce pain and improve 

function. 

The following limitation applies to Short-term Rehabilitative 

Therapy and Chiropractic Care Services: 

 occupational therapy is provided only for purposes of 

enabling persons to perform the activities of daily living 

after an Injury or Sickness. 

Short-term Rehabilitative Therapy and Chiropractic Care 

services that are not covered include but are not limited to: 

 sensory integration therapy, group therapy; treatment of 

dyslexia; behavior modification or myofunctional therapy 

for dysfluency, such as stuttering or other involuntarily 

acted conditions without evidence of an underlying medical 

condition or neurological disorder; 

 treatment for functional articulation disorder such as 

correction of tongue thrust, lisp, or verbal apraxia or 

swallowing dysfunction that is not based on an underlying 

diagnosed medical condition or Injury; 

 maintenance or preventive treatment consisting of routine, 

long term or non-Medically Necessary care provided to 

prevent recurrences or to maintain the patient’s current 

status. 

The following are specifically excluded from Chiropractic 

Care Services: 

 services of a chiropractor which are not within his scope of 

practice, as defined by state law; 

 charges for care not provided in an office setting; 

 vitamin therapy. 
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If multiple outpatient services are provided on the same day 

they constitute one day. 

The following applies to Network and Network Point of 

Service plans, and to Preferred Provider, Exclusive Provider 

and Open Access Provider copay plans: 

A separate Copayment will apply to the services provided by 

each provider. 

 

HC-COV112 04-10 

 V1-ET 

 

Medical Conversion Privilege 

The provision in your certificate, if any, entitled "Medical 

Conversion Privilege" will not apply to Maine residents.  

 

HC-CNV 04-10 

 ET 

 

CIGNA HEALTH AND LIFE INSURANCE 

COMPANY, a Cigna company (hereinafter called 

Cigna) 

CERTIFICATE RIDER – Maryland Residents 

 

Rider Eligibility: Each Employee who is located in Maryland 

 

You will become insured on the date you become eligible, 

including if you are not in Active Service on that date due to 

your health status.  

 

This rider forms a part of the certificate issued to you by 

Cigna. 

 

The provisions set forth in this rider comply with the legal 

requirements of Maryland group insurance plans covering 

insureds located in Maryland. These provisions supersede any 

provisions in your certificate to the contrary unless the 

provisions in your certificate result in greater benefits. 

 

 HC-ETMDRDR 

 

Important Notices 

Qualified Medical Child Support Order (QMCSO) 

Eligibility for Coverage Under a QMCSO 

If a Qualified Medical Child Support Order (QMCSO) is 

issued for your child, that child will be eligible for coverage as 

required by the order and you will not be considered a Late 

Entrant for Dependent Insurance. 

You, your child’s noninsuring parent, a state child support 

enforcement agency or the Maryland Department of Health 

and Mental Hygiene must notify your Employer and elect 

coverage for that child. If you yourself are not already 

enrolled, you must elect coverage for both yourself and your 

child. We will enroll both you and your child within 20 

business days of our receipt of the QMCSO from your 

Employer. 

Eligibility for coverage will not be denied on the grounds that 

the child: was born out of wedlock; is not claimed as a 

dependent on the Employee’s federal income tax return; does 

not reside with the Employee or within the plan’s service area; 

or is receiving, or is eligible to receive, benefits under the 

Maryland Medical Assistance Program. 

Qualified Medical Child Support Order Defined 

A Qualified Medical Child Support Order is a judgment, 

decree or order (including approval of a settlement agreement) 

or administrative notice, which is issued pursuant to a state 

domestic relations law (including a community property law), 

or to an administrative process, which provides for child 

support or provides for health benefit coverage to such child 

and relates to benefits under the group health plan, and 

satisfies all of the following: 

 the order recognizes or creates a child’s right to receive 

group health benefits for which a participant or beneficiary 

is eligible; 

 the order specifies your name and last known address, and 

the child’s name and last known address, except that the 

name and address of an official of a state or political 

subdivision may be substituted for the child’s mailing 

address; 

 the order provides a description of the coverage to be 

provided, or the manner in which the type of coverage is to 

be determined; 

 the order states the period to which it applies; and 

 if the order is a National Medical Support Notice completed 

in accordance with the Child Support Performance and 

Incentive Act of 1998, such Notice meets the requirements 

above. 

The QMCSO may not require the health insurance policy to 

provide coverage for any type or form of benefit or option not 

otherwise provided under the policy, except that an order may 
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require a plan to comply with State laws regarding health care 

coverage. 

Claims 

Claims will be accepted from the noninsuring parent, from the 

child’s health care provider or from the state child support 

enforcement agency. Payment will be directed to whomever 

submits the claim. 

Payment of Benefits 

Any payment of benefits in reimbursement for Covered 

Expenses paid by the child, or the child’s custodial parent or 

legal guardian, shall be made to the child, the child’s custodial 

parent or legal guardian, or a state official whose name and 

address have been substituted for the name and address of the 

child. 

Termination of Coverage Under a QMCSO 

Coverage required by a QMCSO will continue until we 

receive written evidence that: the order is no longer in effect; 

the child is or will be enrolled under a comparable health plan 

which takes effect not later than the effective date of 

disenrollment; dependent coverage has been eliminated for all 

Employees; or you are no longer employed by the Employer, 

except that if you elect to exercise the provisions of the federal 

Consolidated Omnibus Budget Reconciliation Act of 1985 

(COBRA), coverage will be provided for the child consistent 

with the Employer’s plan for postemployment health 

insurance coverage for Dependents. 

 

HC-IMP89 04-10 

 V1-ET3 

 

The Schedule 

The Medical Schedule is amended to remove any of the 

following OB/GYN notes if included: 

Note: OB/GYN provider is considered a Specialist. 

Note: OB/GYN providers will be considered either as a PCP 

or Specialist, depending on how the provider contracts with 

the Insurance Company. 

Note: Well-Woman OB/GYN visits will be considered a 

Specialist visit. 

Note: Well-Woman OB/GYN visits will be considered either 

a PCP or Specialist depending on how the provider contracts 

with the Insurance Company. 

The “Outpatient Facility Services” entry in the Medical 

Schedule is amended to read as follows: 

Outpatient Facility Services 

Operating Room, Recovery Room, Procedures Room, 

Treatment Room and Observation Room and when provided 

instead of an inpatient service, when an attending physician’s 

request for an inpatient admission has been denied. 

The Medical Schedule is amended to include the following 

note in the “Delivery – Facility” provision of the “Maternity 

Care Services” section: 

Note: Benefit levels will be the same as the benefit levels for 

Inpatient Hospital Facility Services for any other covered 

Sickness. 

The Medical Schedule is amended to include the following 

provision, covered at “No charge”, in the “Maternity Care 

Services” section: 

Home Visits, as required by law and as recommended by the 

Physician 

 

 SCHEDMD-ET3 

 

Covered Expenses 

 charges made for an outpatient service provided instead of 

an inpatient service, when an attending physician’s request 

for an inpatient admission is denied after utilization review 

has been conducted. 

 charges for an objective second opinion, when required by a 

utilization review program. 

 charges made for inpatient hospitalization services for a 

mother and newborn child for a minimum of: 48 hours on 

inpatient hospitalization care after an uncomplicated vaginal 

delivery; and 96 hours of inpatient hospitalization care after 

an uncomplicated cesarean section. A mother may request a 

shorter length of stay than that provided if the mother 

decides, in consultation with her attending provider, that 

less time is needed for recovery. 

If the mother and newborn child have a shorter hospital stay 

than that provided, coverage is provided for: one home visit 

scheduled to occur within 24 hours after hospital discharge; 

and an additional home visit if prescribed by the attending 

provider. The home visit must: be provided in accordance 

with generally accepted standards of nursing practice for 

home care of a mother and newborn child; be provided by a 

registered nurse with at least one year of experience in 

maternal and child health nursing or community health 

nursing with an emphasis on maternal and child health; and 

include any services required by the attending provider. 

Unless you are enrolled in a Health Savings Account or a 

High Deductible Health Plan, coverage for the home visits 

described in this section are not subject to any deductible.  

If the mother and newborn child remain in the hospital for at 

least the minimum length of time provided, coverage is 

provided for a home visit if prescribed by the attending 

provider. The home visit must: be provided in accordance 

with generally accepted standards of nursing practice for 
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home care of a mother and newborn child; be provided by a 

registered nurse with at least one year of experience in 

maternal and child health nursing or community health 

nursing with an emphasis on maternal and child health; and 

included any services required by the attending provider. 

Unless you are enrolled in a Health Savings Account or a 

High Deductible Health Plan, coverage for the home visits 

described in this section are not subject to any deductible.  

Additionally, whenever a mother is required to remain 

hospitalized after childbirth for medical reasons and the 

mother requests that the newborn also remain in the 

hospital, coverage will be provided for additional 

hospitalization for the newborn for up to four days. 

 

HC-COV27 04-10 

 V1-ET3 

HC-COV211 

 

CIGNA HEALTH AND LIFE INSURANCE 

COMPANY, a Cigna company (hereinafter called 

Cigna) 

CERTIFICATE RIDER – New Mexico Residents 

 

Rider Eligibility: Each Employee who is located in New 

Mexico 

 

You will become insured on the date you become eligible, 

including if you are not in Active Service on that date due to 

your health status.  

 

This rider forms a part of the certificate issued to you by 

Cigna. 

 

The provisions set forth in this rider comply with the legal 

requirements of New Mexico group insurance plans covering 

insureds located in New Mexico. These provisions supersede 

any provisions in your certificate to the contrary unless the 

provisions in your certificate result in greater benefits. 

 

 HC-ETNMRDR 

 

Definitions 

Certification  

The term Certification means a decision by Cigna that a 

Health Care Service requested by a Provider or Grievant has 

been reviewed and, based upon the information available, 

meets Cigna’s requirements for coverage and Medical 

Necessity, and the requested Health Care Service is therefore 

approved. 

 

HC-DFS476V2 05-12 

 ET 

 

Covered Person 

The term Covered Person means a policyholder, subscriber, 

enrollee, or other individual entitled to receive health care 

benefits provided by a Health Benefits Plan, and includes 

Medicaid recipients enrolled in a Health Care Insurer's 

Medicaid plan and individuals whose health insurance 

coverage is provided by an entity that purchases or is 

authorized to purchase health care benefits pursuant to the 

New Mexico Health Care Purchasing Act. 

 

HC-DFS478 04-10 

 V2-ET 

 

Culturally and Linguistically Appropriate Manner of 

Notice  

The term Culturally and Linguistically Appropriate Manner of 

Notice means: 

 A grievance related notice that meets the following 

requirements: 

 oral language services provided by Cigna (such as a 

telephone customer assistance hotline) that includes 

answering questions in any applicable non-English 

language and providing assistance with filing claims and 

appeals (including external review) in any applicable non-

English language; 

 a grievance related notice provided by Cigna, upon 

request, in any applicable non-English language;  

 included in the English versions of all grievance related 

notices provided by Cigna, a statement prominently 

displayed in any applicable non-English language clearly 

indicating how to access the language services provided 

by Cigna; and 

 for purposes of this definition, with respect to an address 

in any New Mexico county to which a grievance related 

notice is sent, a non-English language is an applicable 

non-English language if ten percent (10%) or more of the 

population residing in the county is literate only in the 

same non-English language, as determined by the 

department of health and human services (HHS); the 

counties that meet this ten percent (10%) standard, as 

determined by HHS, are found at 

http://cciio.cms.gov/resources/factsheets/clas-data.html 
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and any necessary changes to this list are posted by HHS 

annually. 

 

HC-DFS609 05-12 

 ET 

 

Grievant  

The term Grievant means any of the following: 

 A policyholder, subscriber, enrollee, or other individual, or 

that person’s authorized representative or provider, acting 

on behalf of that person with that person’s consent, entitled 

to receive health care benefits provided by Cigna; 

 An individual, or that person’s authorized representative, 

who may be entitled to receive health care benefits provided 

by Cigna; 

 Medicaid recipients enrolled in a Cigna Medicaid plan, if 

Cigna offers such a plan. 

If Cigna purchases or is authorized to purchase health care 

coverage pursuant to the New Mexico Health Care Purchasing 

Act, a Grievant includes individuals whose health insurance 

coverage is provided by such coverage. 

 

HC-DFS477V2 05-12 

 ET 

 

Health Benefits Plan  

The term Health Benefit Plan means a health plan or a policy, 

contract, certificate or agreement offered or issued by a Health 

Care Insurer or plan administrator to provide, deliver, arrange 

for, pay for, or reimburse the costs of Health Care Services; 

this includes a Traditional Fee-For-Service Health Benefits 

Plan.  

 

HC-DFS479V2 05-12 

 ET 

 

Health Care Insurer 

The term Health Care Insurer means a person that has a valid 

certificate of authority in good standing issued pursuant to the 

Insurance Code to act as an insurer, health maintenance 

organization, nonprofit health care plan, fraternal benefit 

society, vision plan, or pre-paid dental plan. 

 

HC-DFS480 04-10 

 V2-ET 

 

Health Care Professional 

The term Health Care Professional means a Physician or other 

health care practitioner, including a pharmacist, who is 

licensed, certified or otherwise authorized by the state to 

provide Health Care Services consistent with state law. 

 

HC-DFS488 04-10 

 V2-ET 

 

Health Care Services 

The term Health Care Services means services, supplies, and 

procedures for the diagnosis, prevention, treatment, cure or 

relief of a health condition, illness, injury, or disease, and 

includes, to the extent offered by the Health Benefits Plan, 

physical and mental health services, including community-

based mental health services, and services for developmental 

disability or developmental delay. 

 

HC-DFS481 04-10 

 V2-ET 

 

Hearing Officer, Independent Co-Hearing Officer or ICO 

The terms Hearing Officer, Independent Co-Hearing Officer 

or ICO mean a health care or other professional licensed to 

practice medicine or another profession who is willing to 

assist the superintendent as a Hearing Officer in understanding 

and analyzing Medical Necessity and coverage issues that 

arise in external review hearings. 

 

HC-DFS482 04-10 

 V2-ET 
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Medical Necessity or Medically Necessary 

The terms Medical Necessity or Medically Necessary mean 

Health Care Services determined by a Provider, in 

consultation with the Health Care Insurer, to be appropriate or 

necessary, according to any applicable generally accepted 

principles and practices of good medical care or practice 

guidelines developed by the federal government, national or 

professional medical societies, boards and associations, or any 

applicable clinical protocols or practice guidelines developed 

by the Health Care Insurer consistent with such federal, 

national, and professional practice guidelines, for the 

diagnosis or direct care and treatment of a physical, 

behavioral, or mental health condition, illness, injury, or 

disease. 

 

HC-DFS483 04-10 

 V2-ET 

 

Provider 

The term Provider means a duly licensed Hospital or other 

licensed facility, Physician, or other Health Care Professional 

authorized to furnish Health Care Services within the scope of 

their license. 

 

HC-DFS484 04-10 

 V2-ET 

 

Rescission of Coverage  

The term Rescission of Coverage means a cancellation or 

discontinuance of coverage that has retroactive effect; a 

cancellation or discontinuance of coverage is not a rescission 

if: 

 the cancellation or discontinuance of coverage has only a 

prospective effect; or 

 the cancellation or discontinuance of coverage is effective 

retroactively to the extent it is attributable to a failure to 

timely pay required premiums or contributions towards the 

cost of coverage. 

 

HC-DFS608 05-12 

 ET 

 

Termination of Coverage  

The term Termination of Coverage means the cancellation or 

non-renewal of coverage provided by Cigna to a Grievant but 

does not include a voluntary termination by a Grievant or 

termination of a Health Benefits Plan that does not contain a 

renewal provision.  

 

HC-DFS485V2 05-12 

 ET 

 

Traditional Fee-For-Service Indemnity Benefit  

The term Traditional Fee-For-Service Indemnity Benefit 

means a fee-for-service indemnity benefit, not associated with 

any financial incentives that encourage Grievants to utilize 

preferred Providers, to follow pre-authorization rules, to 

utilize prescription drug formularies or other cost-saving 

procedures to obtain prescription drugs, or to otherwise 

comply with a plan's incentive program to lower cost and 

improve quality, regardless of whether the benefit is based on 

an indemnity form of reimbursement for services. 

 

HC-DFS486V2 05-12 

 ET 

 

Uniform Standards 

The term Uniform Standards means all generally accepted 

practice guidelines, evidence-based practice guidelines or 

practice guidelines developed by the federal government or 

national and professional medical societies, boards and 

associations, and any applicable clinical review criteria, 

policies, practice guidelines, or protocols developed by the 

Health Care Insurer consistent with the federal, national, and 

professional practice guidelines that are used by a Health Care 

Insurer in determining whether to certify or deny a requested 

Health Care Service. 

 

HC-DFS487 04-10 

 V2-ET 

 

Utilization Management Determinations 

The term Utilization Management Determinations means the 

outcome, including Certification and adverse determination, of 

the review and evaluation of Health Care Services and settings 

for Medical Necessity, appropriateness, efficacy, and 

efficiency. 

 

HC-DFS475 04-10 

 V2-ET 
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CIGNA HEALTH AND LIFE INSURANCE 

COMPANY, a Cigna company (hereinafter called 

Cigna) 

CERTIFICATE RIDER – Ohio Residents 

 

Rider Eligibility: Each Employee who is located in Ohio 

 

You will become insured on the date you become eligible, 

including if you are not in Active Service on that date due to 

your health status.  

 

This rider forms a part of the certificate issued to you by 

Cigna. 

 

The provisions set forth in this rider comply with the legal 

requirements of Ohio group insurance plans covering insureds 

located in Ohio. These provisions supersede any provisions in 

your certificate to the contrary unless the provisions in your 

certificate result in greater benefits. 

 

 HC-ETOHRDR 

 

Covered Expenses 

 charges made for or in connection with: an annual cytologic 

screening (Pap smear) for detection of cervical cancer; a 

single baseline mammogram for women ages 35 to 39; a 

mammogram every two years for women ages 40 through 

49, or an annual mammogram if a licensed Physician has 

determined the woman to be at risk; and an annual 

mammogram for women ages 50 through 64. 

 charges for any drug approved by the Food and Drug 

Administration (FDA) which has not been approved by the 

FDA for the treatment of the particular indication for which 

the drug has been prescribed, provided the drug has been 

recognized as safe and effective for treatment of that 

indication in one or more of the standard medical reference 

compendia adopted by the Department of Health and 

Human Services (HHS) under 42 U.S.C. 1395x(t)(2), as 

amended, or in medical literature only if all of the following 

apply: 

 Two articles from major peer-reviewed professional 

medical journals have recognized, based on scientific or 

medical criteria, the drug's safety and effectiveness for 

treatment of the indication for which it has been 

prescribed; 

 No article from a major peer-reviewed professional 

medical journal has concluded, based on scientific or 

medical criteria, that the drug is unsafe or ineffective or 

that the drug's safety and effectiveness cannot be 

determined for the treatment of the indication for which it 

has been prescribed; 

 Each article meets the uniform requirements for 

manuscripts submitted to biomedical journals established 

by the international committee of medical journal editors 

or is published in a journal specified by the HHS pursuant 

to section 1861(t)(2)(B) of the "Social Security Act," 107 

Stat. 591 (1993), 42 U.S.C. 1395x(t)(2)(B), as amended, 

as acceptable peer-reviewed medical literature. 

Coverage includes Medically Necessary services associated 

with the administration of the drug. 

Such coverage shall not be construed to do any of the 

following: 

 Require coverage for any drug if the FDA has 

determined its use to be contraindicated for the 

treatment of the particular indication for which the drug 

has been prescribed; 

 Require coverage for experimental drugs not approved 

for any indication by the FDA; 

 Alter any law with regard to provisions limiting the 

coverage of drugs that have not been approved by the 

FDA; 

 Require reimbursement or coverage for any drug not 

included in the drug formulary or list of covered drugs 

specified in the policy; 

 Prohibit Cigna from limiting or excluding coverage of a 

drug, provided that the decision to limit or exclude 

coverage of the drug is not based primarily on the 

coverage of drugs described in this provision. 

 

HC-COV123 
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Termination of Insurance 

Special Continuation of Medical Insurance for Military 

Reservists and Their Dependents 

If you are a Reservist, and if your Medical Insurance would 

otherwise cease because you are called or ordered to active 

military duty, you may continue Medical Insurance for 

yourself and your Dependents, upon payment of the required 

premium to your Employer, until the earliest of the following 

dates: 

 18 months from the date your insurance would otherwise 

cease, except that coverage for a Dependent may be 

extended to 36 months as provided in the section below 

entitled “Extension of Continuation to 36 months”; 

 the last day for which the required premium has been paid; 

 the date you or your Dependent becomes eligible for 

insurance under another group policy that does not contain 

any pre-existing condition limitation, other than the Civilian 

Health and Medical Program of the Uniformed Services; 

 the date the group policy is cancelled. 

The continuation of Medical Insurance will provide the same 

benefits as those provided to any similarly situated person 

insured under the policy who has not been called to active 

duty. 

“Reservist” means a member of a reserve component of the 

armed forces of the United States. “Reservist” includes a 

member of the Ohio National Guard and the Ohio Air 

National Guard. 

Extension of Continuation to 36 Months 

If your Dependent’s insurance is being continued as outlined 

above, such Dependent may extend the 18-month continuation 

to a total of 36 months if any of the following occur during the 

original 18-month period: 

 you die; 

 you are divorced or legally separated from your spouse; or 

 your Dependent ceases to qualify as an eligible Dependent 

under the policy. 

Provisions Regarding Notification and Election of Special 

Continuation 

Your Employer will notify you of your right to elect 

continuation of Medical Insurance. To elect the continuation, 

you or your Dependent must notify the Employer and pay the 

required premium within 31 days after the date your insurance 

would otherwise cease, or within 31 days after the date you 

are notified of your right to continue, if later. 

Special Continuation of Medical Insurance 

If your Active Service ends because of involuntary 

termination of employment, and if: 

 you have been insured under the policy (or under the policy 

and any similar group coverage replaced by the policy) 

during the entire 3 months prior to the date your Active 

Service ends; and  

 you pay the Employer the required premium; 

your Medical Insurance will be continued until: 

 you become eligible for similar group medical benefits or 

for Medicare; 

 the last day for which you have made the required payment; 

 12 months from the date your Active Service ends; or 

 the date the policy cancels; 

whichever occurs first. 

At the time you are given notice of termination of 

employment, your Employer will give you written notice of 

your right to continue the insurance. To elect this option, you 

must apply in writing and make the required monthly payment 

to the Employer within 31 days after the date your Active 

Service ends. 

If your insurance is being continued under this section, the 

Medical Insurance for Dependents insured on the date your 

insurance would otherwise cease may be continued, subject to 

the provisions of this section. The insurance for your 

Dependents will be continued until the earlier of: 

 the date your insurance for yourself ceases; or 

 with respect to any one Dependent, the date that Dependent 

no longer qualifies as a Dependent. 

This option will not reduce any continuation of insurance 

otherwise provided. 

Dependent Medical Insurance After Divorce 

In the case of divorce, annulment, dissolution of marriage or 

legal separation you may be required to continue the insurance 

for any one of your Dependents. 

Conversion Available After Continuation 

The provisions of the “Medical Conversion Privilege” section 

will apply when the insurance ceases. 

 

HC-TRM48 04-10 
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Definitions 

Dependent 

Dependents include: 

 any child of yours who is: 

 26 to 28 years old if the child is: 

 your natural child, stepchild, or adopted child; 

 a resident of Ohio or a full-time student at an accredited 

public or private institution of higher education; 

 not employed by an employer that offers any health 

benefits plans under which the child is eligible for 

coverage; and 

 after having reached the limiting age, has been 

continuously covered under any health benefit plan, and 

not eligible for coverage under the Medicaid or 

Medicare program. 

 

HC-DFS272 04-10 

 V1-ET1 

 

Dependent 

A child includes an adopted child including that child from the 

first day of placement in your home regardless of whether the 

adoption has become final.  

 

HC-DFS272 04-10 

 V1-ET2 

 

CIGNA HEALTH AND LIFE INSURANCE 

COMPANY, a Cigna company (hereinafter called 

Cigna) 

CERTIFICATE RIDER – Pennsylvania Residents 

 

Rider Eligibility: Each Employee who is located in 

Pennsylvania 

 

You will become insured on the date you become eligible, 

including if you are not in Active Service on that date due to 

your health status.  

 

This rider forms a part of the certificate issued to you by 

Cigna. 

 

The provisions set forth in this rider comply with the legal 

requirements of Pennsylvania group insurance plans covering 

insureds located in Pennsylvania. These provisions supersede 

any provisions in your certificate to the contrary unless the 

provisions in your certificate result in greater benefits. 

 

 HC-ETPARDR 

 

Covered Expenses 

 charges made for or in connection with mammograms for 

breast cancer screening and diagnosis, not to exceed: a 

baseline mammogram annually for women age 40 and over; 

and a mammogram upon a Physician’s recommendation for 

women under age 40. 

 charges for childhood immunizations, including the 

immunizing agents and Medically Necessary booster doses. 

Immunizations provided in accordance with Advisory 

Committee on Immunization Practices (ACIP) standards are 

covered for any insured person under age 21 and are exempt 

from deductibles or dollar limits. 

 

HC-COV136 04-10 

 V1-ET2 

 

Definitions 

Dependent 

The term child means a child born to you or a child legally 

adopted by you including that child, from the date of 

placement in your home, regardless of whether the adoption 

has become final. 

 

HC-DFS276 01-15 

 V2-ET 
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CIGNA HEALTH AND LIFE INSURANCE 

COMPANY, a Cigna company (hereinafter called 

Cigna) 

CERTIFICATE RIDER – South Carolina Residents 

 

Rider Eligibility: Each Employee who is located in South 

Carolina 

 

You will become insured on the date you become eligible, 

including if you are not in Active Service on that date due to 

your health status.  

 

This rider forms a part of the certificate issued to you by 

Cigna. 

 

The provisions set forth in this rider comply with the legal 

requirements of South Carolina group insurance plans 

covering insureds located in South Carolina. These provisions 

supersede any provisions in your certificate to the contrary 

unless the provisions in your certificate result in greater 

benefits. 

 

 HC-ETSCRDR 

 

Definitions 

Dependent 

A child includes a legally adopted child, including that child 

from the first day of placement in your home regardless of 

whether the adoption has become final, or an adopted child of 

whom you have custody according to the decree of the court 

provided you have paid premiums. Adoption proceedings 

must be instituted by you, and completed within 31 days after 

the child's birth date, and a decree of adoption must be entered 

within one year from the start of proceedings, unless extended 

by court order due to the child's special needs. 
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CIGNA HEALTH AND LIFE INSURANCE 

COMPANY, a Cigna company (hereinafter called 

Cigna) 

CERTIFICATE RIDER – Virginia Residents 

 

Rider Eligibility: Each Employee who is located in Virginia 

 

You will become insured on the date you become eligible, 

including if you are not in Active Service on that date due to 

your health status.  

 

This rider forms a part of the certificate issued to you by 

Cigna. 

 

The provisions set forth in this rider comply with the 

legislative requirements of Virginia group insurance plans 

covering insureds located in Virginia. These provisions 

supersede any provisions in your certificate to the contrary 

unless the provisions in your certificate result in greater 

benefits. 

 

HC-ETVARDR 

 

Termination of Insurance 

Reinstatement of Medical Insurance 

If your Medical Insurance ceases because of active duty in: the 

United States Armed Forces; the Reserves of the United States 

Armed Forces; or the National Guard, the insurance for you 

and your Dependents will be reinstated after your deactivation 

provided you apply for reinstatement and you are otherwise 

eligible. 

Such reinstatement will be without the application of: a new 

waiting period, or a new Pre-existing Condition Limitation. A 

new Pre-existing Condition Limitation will not be applied to a 

condition that you or your Dependent may have developed 

while coverage was interrupted. The remainder of any waiting 

period or Pre-existing Condition Limitation which existed 

prior to interruption of coverage may still be applied. 
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