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WILLSON JONES CARTER & BAXLEY, P.A. QWK WE

ATTORNEYS AT LAW FEB 1 8 2014

T R P N
GREENVILLE CHARLESTON COLUMBIA CHARLOTTE RALEIGH YU WUl m Hpgeajs

+  Anne Veatch Noonan
Direct (843) 284-1097 421 Wando Park Boulevard, Suite 100
Fax (843) 284-1081 Mount Pleasant, SC 29464
avnoonan@wjlaw.net www.wjcblaw.net

December 11, 2012

The Honorable T. Scott Beck

South Carolina Workers' Compensation Commission
P.O.Box 1715

Columbia, SC 29202:1715

Re: Barbara Hawkins vs. Goodwill Industries of Lower SC
WCC File No.: 1023479 DOI: 6/14/2010
Carrier: PA Manufacturers Assn. Ins. Co. - Claim No.: W000557513
WIC&B File No.: 0135.00288

Dear Commissioner Beck:

Enclosed herein please find the defendants’ Supplemental Notice of Witnesses and Written
Medical Reports which lists the documents I intend to submit at the hearing of the above-referenced
matter pursuant to the South Carolina Administrative Procedures Act. Specifically we are submitting
APA (2), medical records from Franklin C. Fetter.

By copy of this letter, I am providing a copy of these forms and reports to Barbara J. Hawkins,
pro se claimant.

With kindest regards,
WILLSON JONE TER & BAXLEY, P.A.
Anne Veatch oonﬁ
AVN/ems
Enclosures
cc (w/enclosures): Barbara J. Hawkins

Ms. May Oo (via e-mail)
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Social Security Administration accepted her for Social Security Disability due to her left leg only.

The Claimant testified “yes, that’s exactly what I'm saying.” (Hrg. Tr. p. 27, line 10). When
asked whether she has anything from the Social Security Administration to support her claims that
she is on disability for her left leg she replied “well, I mean, you can only take my word for it.”
(Hrg. Tr. p. 28, line 24). The Claimant later agreed she does not have any documentation showing
that she is on any type of Social Security Disability.

When asked on cross exam'ination whether the Claimant has any type of medical evidence
showing that she had reported a work injury to a physician, she testified that the Defendants have
her medical records. The Claimant further testified that Goodwill Industries did not send her for
any medical treatment after her June 14, 2010 injury nor was she told that any workers’
compensation claim or work injury would be accepted by Goodwill Industries. Claimant further
testified that she was never sent to a doctor for evaluation by workers’ compensatfon. She also
stated that Goodwill Industries never made her an appointment for any type of medical evaluation.
Claimant testified that she did not have any documentation or information regarding her injury as
her house was condemned by the City of North Charleston in 2011 and that all the papers that she
had were in the house.

In regards to questioning regarding the Claimant beingtreprimanded at work, the Claime_mt
testified that she called her supervisor, Stacy Brown, and told\,}\;e\;/;lat she had said some things she
should not have said. “I was waiting outside in the hot sun for a long time, and I mean, my leg was
swollen, and I was having difficulty walking. 1 was waiting for the Goodwill van to pick me up.
For over two hours, I was out there waiting. And what happened, one of the persons, he drove up
and picked up another one of the co-workers, and he left me out there standing. I mean that’s his
car and he has a right to do that, but the fact would I - - what made me angry was the security

guard told me that - - he said “the people in the car said the reason why they didn’t pick me up was
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WCC File #: /0025 479
Carrier File #; 02{0 SS5TS / 5

Carrier Code #:

Employer FEIN #: 57’"0(9 ,%R 5 //

Claimant's Name: : Y i Q Zﬂ {Q_é/'; Employer's Name: é‘mxﬂu Zl &ﬁ;ﬁ;ﬁs QJC_ M_zgcx_SC
Address: 1/02/5 GU”(ILI #Ue/ t LU? Address: ;l—[% taa/e Q’/?jf‘ AL(;/({MQ leo

City: /l/DV‘ébl (’,plg )//87)1014 Sta:e: SC Zip: fo 1/0 S' City: A}’)‘}SL/A d/lqy/é‘S{&IA Statc: S C. le: _ZLQ_()_Q,
Home Phone: Q{/%) l/ S"ngl//éWork Phone:  ( )} e—— Insurance Carrier: A< / & -a—&l U—Zd@é ______

Tu niHy

Preparer’s Name: /b{a y /j » Law Firm: ———— Preparer’s Phone #: (m ;! y a7 . }ééj

Complete each information blank. To request a hearing, check Box 13b, Indicate the kinds of benefits claimed by checking the box(es) at Lines 6, 7, 8, and 9,

South Carolina Workers’ Compensation Commission
1333 Main Street, Suite 500 e Post Office Box 1715
Columbia, South Carolina 29202-1715

(803) 737-5723

WWW.WCC.SC.govV

and file this form in dupiicate.
/{xB)énm for workers' compensation benefits is made based on the following grounds: Date of Injury or liiness: ;ngzg . ’ L[‘ @/0
I @4{

njury liness epetitive Trauma
ta.  The galgant sustained an injury to Mﬁ/‘_%_q“d_ﬁmnm) of Body Injured) OHWIQ(MNWD‘WY&!) in Wé&r\ounw, state
of . . ‘ ; .
1p.  Body part(s) affected are: 'ﬂ:.e_ l oLt leg ‘Oyv\c\ kvv& <
Briefly describe how the accident ‘occurred. 4 Q(J(zddu (L§mmam;zb¥g€__&siud&i_mg M_b@/_gl
Both the daimant and the employer were subject to the South Carolina Workers’ Compensation Act at the time of injury. E(QQ— (0 MCT,

The relationship of employer and employee existed at the time of injury.
At the time of the injury the claimant was performing services arising out of and In the course of employment.

Notice of the accidental injury was given to the Employer on (9 / 2 20/ y(Monm/Da fvear) in the following manner:
e Covpier Satipn  (und & haud orithen Vetter

Due to injury, the claimant is in need of (check one)
d (39 medical examination and treatment for:

s W

=

(b) additional medical examination and treatment for: Nc’/m[G/ (lz s#wz;s C\MA Oln \/9 ‘ca/ I‘CQ -hau Ao,
Due to injury, the daxmant requests temporary total disability benefits because of lost compensable tlme from work and wages for the period of:

/ 0/ 15
Due to the Injury, the Claimant has pérmanent disability of the following nature and extent (check one):
1) General Disability: W [ (2) Specific Disability: O Total
W Wage Loss . Partial [J Partial

@@1@

Due to tzsm)ury, the Claimant has a serlous bodily disfigurement consisting of:
awx\nAo;Hom \W_lea and kne < UQP{'\ No{- Qﬁab[»‘b \ NANLN GFHLL [e,?

1
10a. At the time of the injury, the Claimant was paid weekly wages of $ f aﬂ QOand demands accountmg of days worked and wages earagd as provided
by law.

10b. Give names and addresses of all. emplo ers for whom the Claimant has worked since the date of the aj:cident
5.4 \ocatiow Q'IJJAMM@M th%éa«&i.__ﬂq

tla. Further grounds or unusual aspects of claim: (‘L Q?Q
(
P U 4 L4 1

11b. . List names and addresse of all physicians or other medical specnallsts who have seen or treateqg the Claimgnt as a result of the accident; .
O W &= S Yiane Rosoatal: Chingleoton S0 Qe Ubeintg fe Ly hart be foy, S
1]

11c. To the best of your knowledge did yu ave any prior, permane t disap llrty? l. ne. Otier lmm
éfyes,ggt{lbe B8 trealeqd Ry L1 RS WM’AMQHQ"M (baitin
12. n be?eﬁts as prow?ed in eAct%rth abo! gr sa d S re le d 2 Wi ?e tomﬁensanon Commission may direct as just and

proper. .
13a. I amfiling a claim. I am not requesting a hearing at this time.
3b. I am requesting a hearing. A $25 fee is required. L\ (
U
14,  Estimated time needed for hearing: one e

1 verify the contents of this form are accurate and true to the be§t of my knowledge.

Preparer’s Signaturg / Title Email Date
Refer to R.67-204 through R.67-210 and R.67-601 through R.67-615. Questions about the use of this form may be directed to the Comm:ssnon s Claims

Department. —

WCC Form # 50 Employee’s Notuce of Claim and/or
Revised 9/07 50 T Request for Hearing

1

—Dateagle/ w/%
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Soutb Carolina Workers’ Compensation Commzsszon ' WCC File # /05 Y 79

PO. Box 1715 * 1612 Marion Street Carrier File #_ W000 5575/ 3

Columbza South Carolina 29202-1715 : Carrier Code #

(803) 737-5700 ' Employer FEIN

’gmfa?r% 3 Mankins e— %oléAwNM Trdushrres of | ooy SC, Tiac
aimant’s Name mpoyers ame

i\[ﬁ:‘o Guilahy Auesue ff,””? MClass‘ S¢ 7/‘1?05‘ %50 Eagle Dr Alg , 106 I\bﬂ‘ffs\ Chas, &L Z‘i‘w(o
ress i . tdte ip ress - Cily tate

@3)459~l(p 2 _ PA Ménu@od\uvs ﬂssac advo Tne, Co.

o 4, 271 Mcéa,a SC 29405 (G438 4S2- 24 (1

Phone #

FEB 1 8 2014

WRE COMMANDED to appear before the above named Commission at the place, date and}&upe&ﬁfe@”bélbp@@&'@y in the
above case.

PLACE OF TESTIMONY: GéC‘eSc Q\‘uz_l’\ WMaialht room: Coutt #ocnr 3
b Mot Gz:osecmek BV, : ,
é Atceckion Gay (SUD) Y/ —ygy, DCATEANDTIME 12/20/ 2012 £1[;300m

O YOU ARE COMMANDED to appear at the place, date and time specified below to testify at the taking of a deposition in the above
case.

PLACE OF DEPOSITION: A DATE AND TIME:

O YOU ARE COMMANDED to produce and permit inspection and copying of the following documents or objects in your possession,
custody or control at the place, date and time specified below (list documents or objects):

PLACE: DATE AND TIME:

O YOU ARE COMMANDED to permit inspection of the following premises at the date and time specified below.

PREMISES: DATE AND TIME:

POENA SHALL REMAIN IN EFFECT UNTIL YOU ARE GRANTED PERMISSION TO DEPART BY THE COMMISSIONER OR AN OFFICER ACTING ON BEHALF
OMMISSIONER QUESTIONS CONCERNING THIS SUBPOENA SHOULD BE ADDRESSED TO THE ISSUING OFFICER.

: y , ( Yy /2. r3. 12~
ISUANG OFF/ER S SIGNATURE AND TITLE PHONE # DATE

Serve this form according to R.67-212B. Refer to R.67-212 and R.67-214 for additional information. Procedural questions may be
addressed to the Judicial Department (803/737-5675).

WCC FORM # 27 REV. DATE 3/96 27 ' SUBPOENA
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ROPER Some exclusions include, but are not limited to:

Cosmetic, or bariatric procedures, sterilization

ST FRAN CIS reversals or erectile dysfunctions, or accounts
HEALTHCARE ‘ indicating third party involvement, or accounts non

urgent or emergent in nature, or accounts without

Barbara Hawkins ' a valid physician’s order and/or schedule procedure
4040 Gullah Ave Apt 209 (excluding ER visits) currently will not be considered
N. Charleston, SC 29405 ) [9 , for Financial Assistance.

Re! Botoarp. Whns O il 77 T 1073777
November 12, 2012 \ g :Z:VL - Z/

%5 res O‘p : l} (/Iﬁ,/// UQ%C/ 7/‘L(;f~€)f5
¢ wm WO
Re: Current Status of your Charity Application: PENDING: Due to Lack of Informatlon O

. Account Number: C11097-01412 HAWKINS,BARBARA
Gur records indicate that you shared concerns regarding your RSFH Hospital and/or RSF Physician Partner account

batance(s) and expressed a need for financial assistance. We cannot process your application without the required
information. If you would like us to consider your application for charitable assistance the below information marked
must be received; otherwise, we will not be able to complete your application.

Copy of current Tourist, Work, or Student Visa

1. _ Completed/Signed Financial Assistance Application 6. _ [your Green Card)

2. XX 2011 Federal Income Tax Return 7. Proof of Retirement or Pension Benefits

3. Mostcurrent W-2 Forms (2011) ‘ 8. - Proof of Workers Compensation Benefits
7774, Tsocial Security Benefits Letter (2012) 800-772-1213~ ~ 9. Notarized lettér from employer o

5. Proof of U.S. Citizenship 10. Current Food Stamp Award Letter

Without this information, we will NOT be able to calculate any financial assistance and will continue to bill for any
balances that may be due.
Please mail this information to us as soon as possible:

Roper St. Francis Health Care
Customer Service Financial Assistance
1 South Park Centre Suite # 500
Charleston, South Carolina 29407

Also, should The Financial Counselors contact you, please respond and comply with their requests. They may be
able to assist you in applying for important benefits should you qualify. If you have any questions regarding this
request you may contact one of our Customer Service Representatives at 843-402-5200 or 1-800-242-9990,
Monday through Friday, from 9:00-5:00pm, and they will be happy to assist you. We look forward to receiving
this required information and assisting you with your RSFH hospital and/or your RSF Physician Partner account(s).

Thank you for selecting Roper St. Francis for your healthcare needs.
Sincerely,

Maddie C., Financial Assistance Representative
Patient Financial Services

1 South Park Centre, Suite # 500, Charleston, South Carolina 29407 843-402-5200
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ROPER HOSPITAL (ROP)
P.O. BOX 751137
CHARLOTTE, NC 28275-1137

PHONE NO:

5867

TOLL FREE 866 448-1642

OFFICE HOURS: MONDAY - FRIDAY
— 10:00 AM - 2:00 PM (PACIFIC)
— 9:00 AM - 5:00 PM (EASTERN)

IRS #: 570828733

IF PAYING BY MASTERCARD OR VISA, FILL OUT BELOW.

CHEGK GARD USING FOR PAYMENT ‘(Q(TQ/ l B‘\’
&30 ;
MASTERCARD

CARD NUMBER

AMOUNT

SIGNATURE

EXP. DATE

= - 1 ADDRESSEE: ¢

BARBARA HAWKINS
S174 WEST ENTERPRISE
CHARLESTON- SC E':iLIEH:

\/\/QC

A yopad 19 Bar
Geodwi It Tndus

ST

p e

bava 3. Hawk:

STATEMENT DATE’ PAY THIS AMOUNT ACCT. #
5/16/02 124.00 00003983
. SHOW AMOUNT
Page: 1 PAID HERE $
- ) REMIT TO: ¢ —

|IIll”l!llIIII”IIIIl'lllllllIIIl”II”IIIIIIIIIIlllll'llll”
ROPER HOSPITAL (ROP)
P.0. BOX 751137

s

CHARLOTTE, NC 28275-1137

ﬂ DL e/lY)29/0

L O A

' B Plea-se check box if address is incorrect or insurance STATEMENT PLEASE DETACH AND RETURN TOP PORTION WITH YOUR PAYMENT
- _*Ll inforrnf:tion h?fihanged, and indicate change(s) on re\(erse sid»e. 200002
DATE PLACE| CPT DESCRIPTION DIAGNOSIS ANMOUNT
PREVIQUS BALANCE: 124.00
i
|
|
|
!
,f -
i
| .
| . . -
i| FOR BILLING QUESTIONS YOU|MAY E-MAIL US AT: mydoctorbill@marinabillig.com
j MEDICARE PATIENTS ARE ONLY RESPONSIBLE FOR DEDUCTIBLES AND CO-PAYS.
§ FOR YOUR CONVENIENCE WE [CAN ACCEPT YOUR CHECK PAYMENT OVER THE PHONE
PATIENT ACCOUNT # ATTENDING PHYSICIAN ROPER HOSPITAL (ROP)
| BARBARA HAWKINS 00003983 P.0. BOX 751137
k CHARLOTTE, NC 28275-1137
. SERVICE DATE | ADMISSION DATE | DISCHARGE DATE LOCATION OF SERVICE
01/10/02 OP) ROPER HOSPITAL TOLL FREE 866 448-1642
ME;SSAGES ’ - PRIMARY INSURANCE . PLACE OF SERVICE
THIS IS THE BALANCE ON YOUR ACCOUNT . BLUE CROSS STATE ‘sC 1.INPATIENT HOSPITAL 5.0FFICE
PLEASE SEND PAYMENT. THANK YOU. 2.0UTPATIENT HOSPITAL 6.NURSING HOME
SECONDARY INSURANCE 3.DOCTOR'S OFFICE\IND LAB  7.0THER
4.EMERGENCY ROOM 8.CLINIC

STATEMENT DATE CURRENT

30-60 DAYS

60-90 DAYS 90-120 DAYS

5/16/02 .00

124.00].

.00

.00

TOTAL AMOUNT DUE

124.00

5867 *00614B35K000575



( IF ANY OF THE FOLLOWING HAS CHANGED SINCE YOUR LAST STATEMENT, PLEASE INDICATE . . . . )

( ABOUTYOU: )

( ABOUT YOUR INSURANCE: |

(YOUR NAME (Last, First, Middle Initial)

| SECONDARY INSURANCE COMPANY'S ADDRESS

ADDRESS
CITY STATE ZiP
TELEPHONE MARITAL STATUS [ Separated

[ single [ Divorced
( ) {1 Married - O widowed
EMPLOYER'S NAME TELEPHONE

( )

EMPLOYER'S ADDRESS . CITY STATE zZip

YOUR PRIMARY INSURANCE COMPANY'S NAME

PRIMARY INSURANCE COMPANY'S ADDRESS PHONE

CITY STATE zIP

POLICYHOLDER'S.ID NUMBER GROUP PLAN NUMBER

YOUR SECONDARY INSURANCE COMPANY'S NAME

PHONE

ciTY STATE zIp

POLICYHOLDER'S 1D NUMBER GROUP PLAN NUMBER

\-

BILLING & INSURANCE POLICY

You alone, not your insurance company, are responsible for payment of your account. If after receiving this statement,
you are unable to pay in full, you must contact our billing office. If we do not hear from you, we will expect prompt

payment of this bill.

PLEASE NOTE: there will be a collection charge for checks that are not honored by your bank. Also, there may be a

service charge added to past due accounts.

We will bill Medicare for you, however, you must provide us with your Medicare number and signed authorization form
provided to you at the time of service. You will receive a regular monthly billing for any balance owing after payment

by Medicare.

IF YOU HAVE RECEIVED THE SERVICES OF A HOSPITAL

OR OTHER MEDICAL FACILITY.

YOU MAY RECEIVE TWO SEPARATE BILLS.
ONE FROM THE HOSPITAL OR MEDICAL F ACILITY & ONE FROM THE PHYSICIAN PROVIDING SERVICES.
THE HOSPITAL OR OTHER MEDICAL FACILITY’S BILL MAY BE SEPARATE FROM THE PHYSICIAN’S BILL.

TOTAL COST

\

A

HOSPITAL OR MEDICAL FACILITY’S FEE

PHYSICIAN’S FEE

provider of the services.

involved in performance of your service.

her professional service.

The total cost for many medical services may be comprised of two fees. Each fee may be billed separately by the
The hospital or other medical facility’s fee covers the cost of providing the technicians, equipment and supplies

The physician’s fee is for services provided by your physician or for services provided by a physician for the
supervision, interpretation and consultation with your personal physician. The physician is an independent
physician and may not be an employee of a hospital or medical facility and therefore may bill separately for his or

5867

200002
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Social Security Administration |

Supplemental Security Income
Notice of Change in Payment

SOCIAL SECURITY
1463 TOBIAS GADSON BLV
CHARLESTON SC 29407

LebtagJpeatpua byt laga b gl by ooy Date: December 19, 2012
052286 1 MB 0.404 0230 LTRT16 M02 1212 Claim Number: 248-04-6393 DI
UHE 585 1251739E12577
#v2 BARBARA JEAN HAWKINS

4040 GULLAH AVE

APT 209 R

NORTH CHARLESTON SC 29405-6396

WeC File 2 1002477 Barbara 3 Honylses
V; Geoodwill Tad uswlmgs o | cwer South Cano [ &
DoL: L/li4[zo¥ |

We are writing to tell you about changes in your Supplemental Security
Income (SSI) payments. The following chart shows the SSI money due you for
the months we changed. As you can see from the chart, we are only changing
your payments for future months. The rest of this letter will tell you more
about this change. :

WYdZRIZTY HLO NTISSIA EX dIVLONIFIZTOZNISI 0P

000000000

6596C950¥82£05 1L 59LE95590108000

—— . —_—a - —— - —- e —

We explain how we figured the monthly payment amount on the worksheet(s)
at the end of this letter. The explanation shows how your income, other than
any SSI payments, affects your SSI payment. We include explanations only for
months where payment amounts change.

Your Payments Will Be Changed As Follows:

: A - Amount
From ' Through Due Each Month

January 1, 2013 Continuing - . - - -$855.00
Your Payment Is Based On These Facts '
® You were found disabled on June 1, 2012.
® You are living in the State of South Carolina for January 2013 on.

e The amount of money we pay you from the State where you live
depends on its rules.

You are living in the State of South Carolina for January 2013 on.
We do not pay money for the State of South Carolina.

/.

See Next Page
SSA-L8151




248-04-6393 Page 2 of 7
12/19/2012 E

You have monthly income which must be considered in figuring your
eligibility as follows:

The food or shelter you get from someone. We value the food or
shelter at $75.00 for November 2012 on. '

Information About Your Back Payments

We owev'you back SSI payments of $3,858.00 for July 2012 through
December 2012. Because of the large amount, the law says we cannot
pay all of the money in one lump sum. Instead, we must pay it in up to

- three installments, six months apart.

" When the back SSI payments are at least-3 times the maximum monthly

payment, including any money the State tells us to pay its residents, we
generally must pay this money in installments. Usually, this amount is
also the limit for what we can pay in the first. and second installment

payments. If a third installment is needed, it will be for the balance of
the back payments after we have paid the first and second installments.

Your bank or other financial institution should have received the first .
installment payment of $2,094.00 by December 16, 2012.

MNMa wra ceond anant r ! ++or,vj.'r,\ A wvionthe whon wa send ths next
Ve Wi sena anoiner Ae.gv. 1IN 0 mMeoniting Wihiehi We -send i nexv
installment.

- Getting More of the Back Payments Right‘Away

In the following situations, you rhay be able to get larger installment
payments or get your back payments more quickly.

We can pay all of the back-payments-ai~once to a person who:

- is not eligible for SSI now and it appears that he or she will not

SSA-L8151

‘be-eligitie for the 12 months after wi first wrote to him or her
about the back payments, or ‘ '

- has a terminal illness and is not expected to live beyond 12
months. ‘

We can pay a larger installment payment amount to a person who has
certain debts or expenses. We can increase the installment by the

"amount of:

-- current. debts related to food; clothing; shelter; medicine; or
medically necessary services, supplies, or equipment.

- current or expected expenses in the near future for medicine; or
medically necessary services, supplies, or equipment; or the
purchase of a home.




/.bt; GOODWILL INDUSTRIES OF LOWER SOUTH CAROLINA, INC.
(/ ¢ / ABILITY ONE HEALTH & WELFARE PLAN YEAR 2010 /-? G\CYQ/ q ;

W/bd(zl 5 / MZW%%S l/S, @ stxm PLAN

LIFE INSURANCE BENEFITS
Employee Life Insurance Benefits Refer to Assurant Refer to Assurant
Accidental Death & Dismemberment . Refer to Assurant Refer to Assurant

VISION CARE BENEFITS*
Vision Examination (Once in every Plan Year)
Lens Benefit (Once in every 2 Plan Years) $300 $300
Frames {Once in every 2 Plan Years)

DENTAL CARE BENEFITS
Plan Year Maximum $750 . $1,500
Plan Year Deductible $20 $20
Percent of Allowable Charges Paid for Diagnostic & Preventative Services 100% 100%
Percent of Allowable Charges Paid for Basic Maintenance & Procedures 80% 80%
Percent of Allowable Charges Paid for Major Restorative Care 50% ’ 50%

< SHORT.TERM DISABILITY?
"~ Maximum Weekly Benefit (up to 13 Weeks Annually) » $100 . %150
Percent of Weekly Base Wage o ’ ’ ©70% . R 70%
Paid from 8th day for Accident/8th day for Sickness ’
EMPLOYEE ASSISTANCE PROGRAM (EAP) " Yes i Yes
PPO IN NETWORK BENEFITS - OUT OF NETWORK BENEFIT REDUCTION - 20%

HOSPITAL ROOM & BOARD*

Maximum Per Unrelated Confinement N/A - $33,750

Maximum Daily Benefit N/A $750
MISCELLANEOUS HOSPITAL BENEFITS*

Maximum Per Unrelated Confinement N/A $33,750

Maximum Daily Benefit N/A $750
ADDITIONAL FOR ICU & CORONARY CARE*

Maximum Per Unrelated Confinement N/A $33,750

Maximum Daily Benefit N/A $750
PHYSICIAN'S HOSPITAL VISIT*

Maximum Per Unrelated Confinement ) . ) N/A $3,150

Maximum Daily Benefit . N/A $70
ANESTHESIOLOGIST BENEFIT* (20% of Allowed Surgeons' Benefit)

Maximum Benefit Per Unrelated Surgery | N/A l $2,650
SURGEONS' BENEFIT

Maximum Benefit Per Unrelated Surgery (70% of Surgical Procedure) ) N/A I $13,250

POTENTIAL PER CONFINEMENT MAXIMUM

OUTPATIENT PHYSICIAN VISITS

Annual Wellness Check-up Covered In Network N/A Yes
Plan Year Maximum for Wellness Check-up - N/A $200
Per Visit Deductible- Out of Network N/A $25
Per Visit Deductible- In Network . N/A $10
Co-payment for In Network Wellness Check-up - N/A $0
Overall Plan Year Maximum . 1EE N/A . T - $1,100
X-RAY/LAB BENEFITS* . . ) S : Yes
Annual Wellness Check-up Covered In Network N/A : Yes
Plan Year Maximum for Wellness Check-up N/A $300
Overall Plan Year Maximum N/A $1,200
“PRESCRIPTION COVERAGE )

Drug/Discount Card** YES Yes
Plan Year Maximum Plan Payment $1,250 ) $2,500
Co-pay for Non-Formulary Brand Name Drugs (In the absence of Generic Equivalent) . . $§25 $25
Co-pay for Brand Name Drugs (In the absence of Generic Equivalent) . $10 $10
Co-pay for Generic Equivalent $5 $5

SUPPLEMENTAL ACCIDENT BENEFIT .

Maximum Benefit per Accident’ $500 A//Fk $1,000
OUTPATIENT MENTAL & NERVOUS DISORDER & CHEMICAL DEPENDENDENCY CARE N/A Yes
OUTPATIENT SURGICAL BENEFIT ' N/A Covered Under Inpatient Surgical Benefit
MATERNITY N/A Covered Under Medical
WAITING PERIOD/COVERAGE TERMINATION .

Waiting Period 1st of the Month following 90 Days | 1st of the Month following 90 Days
Coverage Termination End of Month of Termination End of Month of Termination

* NO DEDUCTIBLE or CO-PAYMENT REQUIRED.
** AFTER PLAN PAYS MAXIMUM, PARTICIPANT CONTINUES TO RECEIVE DISCOUNT PRICING ON PRESCRIPTION DRUGS. Rev 11/4/09
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