?_

Burlington Northern Santa Fe
Medical Program
Santa Fe Pacific

Pre-65 Retiree Program

Summary Plan Description

Effective January 1, 2005



Contents

Page

Medical Program for Santa Fe Pacific Pre-65 Retirees............c.cccuvee... 1
Eligibility and Enrollment ..o 3
Your Elgibility fOr COVEIBgE......uuiiiiiiiiieie et sttt sttt st enne s 3
(D1 o1 010 L= 0 = T T o 1L OSSR 3
ENTOHIMIENE ... ettt ne e e n e nn e 4
ANNUAL ENFOIMENL ... ettt 4
Opting Out Of Early REtiree COVEragR ... ..cocuiriieiiieriieiie it ettt 4
Changing Your Election DUMNG the Y €I ..........coiiiiiiiiiieciee et 5
HIPAA Special ENrollment RUIES.........ccooiiiiiiiiees st e 5
Giving Notice of aFamily STBUS EVENL .........c.oooviiiieiieiie et 6
Effective Date Of ReVISEA COVErAgE.......ooiiiiieiie it ettt st srae e 6
Benefit Changes Dueto Relocation or Closing of an HMO...........ooiiiieiiiiiiieee e 6
Under standing Deductiblesand Copayments...........ccoceeeveenieenees e 7
Special Rulesfor Mental Health and Substance Abuse Benéfits............. 8
The BCBSPPO OPLIONS .....cccueiiiiiiieeiee sttt et 9
BCBS PPO BASE PlAN......uiiiiitieitie ettt bbb sbe e n e e 9
BCBSPPO PIUSPIAN........oiii e s 9
Choosing an IN-NEWOrK ProVIGEL...........ooiiiiieiieiiee et 9
OUL -Of-NEIWOTK PrOVIES. ... ..coiiieiiii ettt ettt 10
BCBS PPO Schedule Of BENEFItS .......ceiiiiiiiiiiiiec et 1
Understanding Deductibles and CopaymMeNtS..........cocvviieeeiiieiiin e siee s e 13
What Y ou Should Know About Covered Charges.........cvvuveiiereenee s 15
Medically NECESSAY ChalgES. ......cuvivieiiieiie sttt ettt bbb e 15
Reasonable and Customary ChargesS.........oooveeiiiiiiiieeiiieeiee e e 16
Pre-admission Certification and Continued Stay REVIEW...........ooeceviiieeiiiiee e, 16
When to Request Pre-admission CertifiCation............ooevieieniniieeiienicne e 17
Special Rulesfor Mental Health and Substance Abuse Inpatient Care...........c.cccccevvieennene 18
CaSE MANBGEIMENT ..o e e s o e b e er e e nnr e s ne e nnne sreennes 18

(O 0= T I =01 o = S 19
METICE CaIrE SEIVICES .....eeieietie sttt ettt ettt ettt et st b e e b e beesbeeen eenens 2
HOSPITA CaIGES ...t ettt ennn e 0]
PHYSICIAN ChalQES ... coiveeieieeiii ettt ettt s et e st st e naesnaeenbeente sresneans 2
Coordinated Home Care Program ChalgES..........eeiivieriee ettt s s 2
HOSDICE Calr ChaIQES. ...ttt re bt r e nr e nnenre e 2
SKilled NUrsing FaCility CRalQES ........ccveiuiieiieiesiieiesi ettt st 23
Infertility Treatment ChargesS ........c.veveiriiieie e st PA]
Other COVEIEd CharQES.......covveiueerieiriieeieerie st ettt ettt et et e et e b e abeeesnneesnbeeeanees 24
Substance Abuse and Mental Health............c.ooiiiiiiiiiii e e 2



Pre-Certification REQUITE ..........oiuiiiieiesiee ettt st s 7

Benefitsfor Mental 1lIness, Alcohol and Drug ADUSE..........ueeveiiiieeniie e vig
Specia Outpatient Limits and EXCIUSIONS..........coiiiiiiiiiiieiis s 27
COVENEO EXPENSES ..ottt ettt ettt ettt e b e sbe e st sb e e b e e be e sbe e s e ebeeiean 7
Schedule of Benefits for Mental Health and Substance AbUSE.............coovveiiiieccieccciecne. 2
Procedure for MHU Pre-Authorization ............ccocveeiiii e e 2
Expedited Appeal for MHU Denial...........cooiiiiiiiiiiiiieee e 2
Written Appeal of Expedited Appeal Denial...........cccovvieeiiiiis e 2
EXPENSES NOL COVEIEU. .....eeiieiiie ettt st e et e e st e e sae e e et e e nneeeennees s 0
The CIGNA NetWOrk OPtion.......ccceeiieerieiiiesieeseee e 31
Choosing aPrimary Care PRYSICIAN ........cooiiiriiiieeiee e ettt e e s 3
NO OULt-Of NEWOIK PrOVIGE'S ....coeiiiiiiiieiiee ettt et e e et e e e earee s 3
Direct ACCeSSTOr OB/GY N SENVICES. ....ceiieeiiei ittt ettt e e enae e eraee s K
GUESE PIIVIIEOES ...t e K7
CIGNA Network Summary of BENEfitS........uiiuieiiriiiiie e 3
Understanding COPaYMENES. ......ccoveeiiieiieniesieent ssieeseesieesbeesteesseesseessbeesseessesssseesseessessssenns <)
What Y ou Should Know About Covered SEIVICES ......cccuvieceie it ettt 3]
Medically NECESSAY ChalgES. ......cuveivieriieiie it ettt sttt st s saee e 3]
Emergency ROOM TrEaMENT. .........uiiie e eeiiee ettt e e e et ere e e st e e e e e neeeeeeenes 37
Urgent Care SITUBLIONS.........ueeereeeeeieeesieeeeiee e e e eiteeeeesnteeeesseeeeessnmreeesnseeesneeeeseeesnseeenseen en 37

R 0 oLz a1l (o =0 o R SRR 37
MEAICAl CarE SENVICES .....uveiee ittt e e e e e e et ee e e e s et e e e e e sataeeeeennne sennas )
HOSPITA CalQES ... oo vieieeitie sttt ettt sttt st e et e e sab e s te e et aesnnaeseee e 0
HOMEHEAIth Car@ SENVICES........vveiie et ettt e e ebrae e 40
HOSPICE CaIE SEIVICES ...ttt ettt ettt sttt et e sbe e sbe e sanesanes aa 0
Skilled NUrsing FaCility SEIVICES. .....ccueeeiiieeie ettt 1
INFErtility TrEAMENT ... .ecueeieie ittt ettt beene sre s R
Other CIGNA Network Provider CoOvEred SEIVICES .....cccoivuvieecieiiieee ettt L
Substance Abuse and Mental Health...............cccoooiiiiiiiiiiec e e s
Benefitsfor Mental 1lIness, Alcohol and Drug ADBUSE..........ceeeiiiieeiiciiee e 4
(00 1Y 1 = o (1< 1S = 4
EXPENSES NOL COVEIEU. ...ttt ettt et e st s e sae e e et e e snteeennees s P!
Summary of Benefitsfor Mental Health and Substance Abuse............ccocvviiiiieneniniiens 5
The CIGNA PPO OPLION ...ttt 46
Choosing an IN-NEWOIK PrOVIAER..........c.coiieiieiieiiest e sraesne e 6
OUL -OF-NEIWOIK PrOVIAENS. ....eeeiiiieiiecieeee ettt et e et e e e e are e e e e eanneeaean 46
CIGNA PPO Summary of BeNEfitS.......ccoeriiiieiiiecie ettt 48
Understanding Deductibles and CopaymMeNnts..........cccviieeiriieiiinie e e 0]
What Y ou Should Know About Covered Charges...........oocueeviereenee e 2
Medically NeCESSAY Charges......ccocueieiieeeiiee et ettt et e tee st e e seee e st e e eseeesneeesnneees 2
Reasonable and Customary ChargeS.........uevvieiiieiiie et see e e 53
Pre-Admission Certification and Continued Stay REVIEW..........ccovvveiieeiiie e 53
When to Request Preadmission CertifiCation.............ccceevveeiiee i ~
CaSE MBNAGEIMENT ...ttt e e e e e sttt e e e e e st e e aasbe e e e e saseeeaeeannbeeeeaan seeennean A

R 0 oLz Ll (o =0 o ST SRRR 7]
MEAICAl CarE SENVICES .....uveieeieiieee ettt e e e e e e et e e e e e st e e e e s eataeeeeenns sennas %



HOSPITAl CRBIgES ... eevieiieiiie ittt ettt e et e ta e e snb e e sntee e baesnnaesree e 5%

Multiple Surgical Reduction for the Out-0f-Network Option...........cccoovveveeriniies v 57
Home Health Care Charges. ... ..couiviiiiieieiie st et 57
Hospice Care Charges............ceveiiiiicicc e e, 58
SKkilled NUrSing Facility ChargeS .......cccveeiieiieiie et =3
Infertility Treatment Charges .........oovvieiiiieieesees e 5°]
Other COVErEd CaIQES......cciveeieieriee ittt sttt ettt sb ettt b e s sbaeesnneesnbeeennees 50
Substance Abuse and Mental Health..............coooiiiieiiiii e 61
Pre-Certification REQUITE ..........ooviiiieiieie et 61
Benefitsfor Mental 1lIness, Alcohol and Drug ADUSE..........oeeiiiiiieiiiiii e 61
COVENEO EXPENSES ... eeeveeiiie ettt iee st e st e et s e e et e e ssteee st e sbeessaeanbeenteenbeesbeeas sabeanean 61
EXPENSES NOt COVEIEU........eoitiiiieiiie ittt sttt sbe e b e snae e o 61
Summary of Benefitsfor Mental Health and Substance Abuse..........cccccvevceeevec e, &
What the Program DoeS NOt COVEY .........ccccuvieeiiiiiiee e 63
Outpatient Prescription Drug Benefit..........ccooceiiiiiieiiiie i 67
Participating Pharmacy Benefit...........ccooeiiiiiiiii e 67
Mail Order PharmaCy Ben€fit.........coviiiiiiiiiiiiies e 67
Covered PresCription DIUGS........ciueeieeiierieeniest seieesteesieessessteesaeessesbessbessnsesnseesseessssssneens a8

[ 011 = oSO SRURPSSRIRN a8
Your Health Reimbursement Account (HRA) ...oooviiieeiiicieeeeceeeeeen 71
Qualified Change in SEBIUS. ......cciveieiiee ettt e e et e st e et eessee e saeeeeneeeenns n
EligiDIE EXPENSES ... ettt et e et e et e sae et e e e tae e e neeenneean 73
EXCIUAEO EXPENSES ...t ettt ettt et nbe e 74
ClaimS PrOCEAUMES.........eie ettt e st e e e e e e rae e sne e e ssaeeesaeeenseeesnaee sreenneennes )

If YOur Claim iS DENMIEOL........ooiiiiiiiiee et e 76
When Coverage ENdS.........coooiiiiiiiiiiie et 77
Continuation of Coverage Under COBRA..........ooovviiiiiiiiiiiieeciee e, 78
What is COBRA Continuation COVEragE? ........cccuereiriiiiieieent seeesieesieesieesiessinesneessesneenes ]
o oL L OSSOSO 78
[0 1) o= 1o o SRR ]
O F PP UPPPPTUOTPPPTN I

3 11 = (o PSR &0

IT Y OUHAVE QUESHIONS... ..ottt ettt st b et sbe e s et &
Keep the Pre-65 Retiree Medica Program Informed of Address Changes.........ccoccvvevveeenneen. &
Coordination of BENEfItS.........ccoiiiiiiiiiiiiiie e s 81
Specid Rulesfor Medicare Entitled Dependents.........cooveveereeiiiiies e 5%
Pre-65 Retiree HM O Coverage Option........cccuvveeeeiiieeeceiiiee e e 83
Cost Of Pre-65 Retiree COVErage......cocciiuriiieiiiiiieeeiiieeee e e e ssiinaeeaeaeeanans 84
ClaiMmS ProCEAUI ES......uviiie ettt ettt a e e e e 85
DEFINITIONS ..t ettt sb e sr e r e r e nre e &



[ [T A (o ] = 1 [F- T O = 11 o &%

BCBSPPO ...ttt e &6
CIGNA NEEWOI K. ..ottt ettt ee s saeestesteeneessesseeneeseesreensensennens 87
CIGINA PPO ...ttt ettt ettt see et eteene e et eaeeneeseeseeeneenteeneaneeseeas 8/
Timeframe for Deciding Initial Benefit Claims (Including Medical Necessity Determinations)
........................................................................................................................................ 87
Notification of Initial Benefit Determination............cccoiieiiriieiiin e e 8
I YOUr Claim iS DENMIEM. ... ..cooiiiiiiiiiii ettt et sine e &
Timeframes for Deciding BenefitS APPEAIS ......c..ovviiieiiiiiiees s D
Notification of DECISION ON APPEAL ......cocueiiiiiieiieeiie et a
General Information Affecting Your Right to BNSF Pre-65 Retiree
Medical Program BenefitS.........coceiiiiiiiiiie e 92
Your Provider RE@ONSNIPS. .......veeiieiiiie et s reee e see e sneeesnaeeens %
RECOVErY Of OVEIPAYMENTS ... .eeeieiiieiieeeieeesiees eeeeteeessteeesseeesaeeesseeessseeesneeeaseeesnneeesnneeas 2
NO AsSIgNMENt OF BENEFITS.........oiiiiiiiiii e %
RIight 1O INFOMMIEHON ...t sreeieens R
NO GUarantee Of BENEFIT ........ccveiiiiiieiii e e R
Amendment or Termination Of Program...........ooceveeiiiiiinie seesie st B
Right Of REIMDUISEMENT ....c.veiiiiiiieiiece ettt st et sbee s esnaesnees o °¢]
PrIVACY RIGNES ... .iiiiiieeiie ettt st e s re e beete et s eseesreenbesreens £¢]
Administrative INformMation.............cceeiereeieeesie e 95
PrOGram COSES. ...ttt ettt e e s e e e e e b e e e e aan £eeanee e e araee s b
Program Name and Program NUMDES............oiiiiiiieeeeee et siiee e s e s seeeeeseieeesneeesneeas b
Company aNd EMPIOYET.........coiiiiiiii ettt et ne b
Company Name and Identification NUMDES.............cooiiiiiiiieiee e b
Program Administrator and Agent for Service of Legal Process...........cocovvvivenieiiiiienicnnens b
ClaimS AAMINISITALON. ...ttt et sr et see e %
BCBS PPO Base and PPO Plus Options (including out-of-network claims)................... 3]
CIGNA NEWOrK OPLION.....ceiiiiiiiieeiiee e see ettt seee e e teeeen e esneeesreeeaneeesnneeeseeeas 9]
CIGNA PPO Option (including out-of-network claims)...........cccooeiiiiiiiiiiiieeeene %
Outpatient Prescription Drug BENEfit..........cccveveeiiiiiiiies e 97
NBMEA FIUCIAIY ..ottt ettt sttt et et e st eeba e e snteesnbessnnsesneenreens 97
COBRA AGMINISIIELION .....eeuteetie ittt ettt sttt snr e sbeesne e e snneeennes 97
PIOQIAIM Y B8 ......eeeeiiieeiett ettt e e e et e e e e e et et e e e s aabb e e e e e nneeeeeeannneaaean 97
SPECIAl ATTANGEIMIENES. ... eeeiitit ettt ettt ettt et see e et et sheesteeenesbeesbeesbeesneenanesaeens 97
BCBS Separate Financial Arrangements with Providers..........cccevvvvvviieeieenecsee e 97
Other Blue Cross and Blue Shields Separate Financial Arrangements with Providers........ B
Your RightsUnder ERISA ... 100
Receive Information About Y our Pre-65 RetireeM edical Program Benefits............ccve..ee. 100
Continue Medical Program COVEIBgE.........ciueririieiiieeiiee e ettt e e et e e sebeeeeesneeeee e e s snnneeeens 100
Prudent Actions by Plan FidUCIBINES. .........ceeeiiiiiieeies e e e 100
ENfOrCe Y OUr RIGNES ..ottt e 101

-jiv-



Assistance With Y our Questions

Who to Call About Your BeNEfitS......ouvueeeeeeee e e 103



BNS-
Medical Program
for Santa Fe Pacific Pre-65 Retirees

Pre-65 Retirees who meet BNSF eligibility requirements have the opportunity to continue Medical
Program coverage beginning with the first day of the month in which their early retirement benefit
commences.

Depending on your location, as an early Retiree, you will have access to many of the same BNSF Medical
Program benefits as active salaried employees. However, because you are no longer actively employed,
there will be some changesin the Medical Program rulesfor early Retirees. This Summary Plan
Description (SPD) identifies the Medical Program elections available to early Retirees and coversthe
benefits available under those options for Santa Fe Pacific Pre-65 Retirees only.

Pre-65 Retirees may, depending on their geographic location, elect from the following Pre-65 Retiree
Medical Program options:

The Blue Cross and Blue Shield Preferred Provider Organization (BCBS PPO) Base Plan;
The Blue Cross and Blue Shield PPO (BCBS PPO) Plus Plan;

The CIGNA Network Plan where available;

The CIGNA Preferred Provider Organization (CIGNA PPO); or

An Ta'\éo (Health Maintenance Organization), if you live in aregion where HMO options are
available.

Pre-65 spouses of retirees covered by the " Over-65 Indemnity Program” will automatically be covered by
the CIGNA PPO option.

The CIGNA Network Plan, CIGNA PPO, and BCBS PPO medical options feature aHealth
Reimbursement Account (HRA). ThisBN SFfunded account is yours to use for qualified medical
expenses during the year that aren’t paid by the plan (for example, deductibles or copaysfor office visits
or prescriptions). Any unused balance remaining at year-end can be carried forward to the next year.
More details can be found beginning on page 71

Y ou may choose from the following coverage level options under the Pre-65 Retiree Medica Program:

Retireeonly;
Retiree plus family, which includes coverage for you, your dependent children and your spouse.

Generally, you are required to enroll your spouse and dependent children in the same Pre-65 Retiree
Medical Program option in which you are enrolled. However, if you enroll in the CIGNA Network or
CIGNA PPO option, your dependent over age 65 will be enrolled in the CIGNA Indemnity Program. |If
thisisyour situation, please refer to the Summary Plan Description for the “ Post-65 Retiree Indemnity
Program” for benefit informatian.



The Company shares the cost of Medical Program coverage with you. Y our contributions will be
withheld from your pension check unless you make arrangements with Y our Benefits Resources (YBR)
for direct bill and payment. You are no longer eligible for a pre-tax contribution election under the BNSF
Internal Revenue Code Section 125 cafeteria plan.



Eligibility and Enrollment
Your Eligibility for Coverage

You are€ligibleto enroll for early Retiree coverageif you meet the eigibility requirementsfor the Pre-65
Retiree Medica Program or are a"under age 65" dependent of aretiree covered under the "Over 65
Retiree Indemnity Program”. Y ou must have been a full-time regularly assigned active salaried employee
of Santa Fe Pacific Corporation or its affiliates participating in the Program prior to September 22, 1995
and have remained in asalaried position continuously up to your early retirement date. In addition you
must meet al of the following requirements:

you terminated salaried employment with the Company due to retirement prior to reaching age 65;

if you retired after June 1, 1994, you had 10 or more years of service with the Company after reaching
age 45;

you areimmediately eligible and elect to begin receiving benefits under the BNSF Retirement Plan;
and

you areaU.S. resident at the time of your early retirement and you continueto beaU.S. resident
after retirement.

Employees who enter salaried employment with Burlington Northern Santa Fe as aresult of atransfer,
initial hire or rehire after September 22, 1995, are not digible for benefits under the Pre-65 Retiree
Medical Program. In addition, coverageis not available to other employees or service providers, such as
leased employees or independent contractors.

In the case of salaried employees (1) whose employment is terminated for reasons other than cause asa
result of the transaction described in the Comprehensive Outsourcing Agreement between The Burlington
Northern and Santa Fe Railway Company and International Business Machines Corporation (“IBM”)
dated August 12, 2002, (ii) who have attained age 40 at the date of such termination of employment, (iii)
who are employed by IBM or an affiliate of IBM after such termination of employment, and (iv) who
timely execute an appropriate release in the form prepared by the Company or an affiliate of the
Company, then for purposes of meeting the above eligibility requirements, service with IBM or its
affiliates shall be treated as service with the Company, and termination of employment with 1BM shall be
treated as termination of employment with the Company.

Dependent Eligibility
Family membersyou may cover as eligible dependents under the Pre-65 Retiree Medical Program
include:

* Your legal spouse, unlessyou are legally separated or divorced

* Your unmarried children under age 19 (or under age 23 if the child isafull-time student at an accredited
ingtitution) and dependent primarily on you for financial support. Eligible children must live with you in a
parent -child relationship and include:

—your unmarried natural children;

—your stepchildren, legally adopted children, children placed for adoption, or children placed under the
full legal guardianship of you or your spouse; and



—children related to you by blood or marriage, includinggrandchildren (for grandchildren, a parent-child
relationship does not exist if the child’ s natural parent livesin the same home).

* A child who is the subject of a Qualified Medical Child Support Order (QMCSO) issued under ERISA
Section 609, as determinedby BNSF. Y ou may request copies of the BNSF QMCSO policiesand
procedures free of charge through the Benefits Department in Fort Worth or you may contact YBR.

Y our children are considered to depend primarily on you for financial support if you provide more than
50% of their support and claim them as dependents on your federal income tax return. Coverage endson
thefirst to occur of the following:

« the end of the month in which achild who is not afull-time student turns 19;

« the date that the child over 19 graduates or ceasesto be afull timestudent;

« the end of the month in which a child who isafull-time student reaches age 23;
« the child's marriage; or

« the date the child ceases to be a dependent for income tax purposes.

To be considered a full-time student at an accredited institution, your child must be registered as a full-
time student in a high school, college, university, trade school, professional school, school in aforeign
country or remedial education facility. The Benefits Administrator, Y our Benefits Resources (YBR), will
require proof of whether a child qualifies as afull{imestudent.

Eligible enrolled children who are mentally or physically disabled may retain coverage beyond age 19 (or
age 23, if they are full-time studentswhen t hey become disabled) if their disability occurred before
reaching the Pre-65 Retiree Medical Program’s maximum age. To be eligible for continued coverage, the
child must be unmarried, legally reside with you, must be incapable of self -sustaining employment and
must be primarily dependent on you for financial support. To continue coverage for adisabled child, you
must contact the Claims Administrator with proof of the disability within 60 days of the date the child
turns age 19 (or age 23 if the child is afull-time student) and as requested from time to time thereafter.

Enrollment

You must enroll within 31 days after the date you first become eligible for coverage under the Pre-65
Retiree Medical Program. Y our enrollment elections will remain in place for the calendar year in which
you enroll. You are alowed to change enrollment elections during the year only if you have an digible

Family Status Event as described on page 4.

Annual Enrollment

Each year you have the opportunity to change your coverage option election during Annua Enrollment. If
you do not wish to change the Pre-65 Retiree Medical Program option you chose in the prior year, the
prior option will automatically renew, if the option is available and you continue to be eigible for
coverage. |If aProgram option is no longer available, and you fail to make a new election, your coverage
level will remain the same and you and your dependents will be automatically enrolled inthe Blue Cross
and Blue Shield PPO Base Plan.

Opting Out of Early Retiree Coverage
If you choose not to elect or continue Pre-65 Retiree Medical coverage for yourself and your dependents,
you should be certain you have other group or individual medical coverage in place to cover yourself and
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your dependents at the time you opt out. The Health Insurance Portability and Accountability Act of
1996 (HIPAA) alows you to carry over credit from coverage under another medical plan (whether the
coverage isindividual coverage or group coverage) and to apply it to a new group medical plan'spre-
existing condition exclusion period. Under HIPAA, if you have abreak in coverage that is greater than
62 days, you may not be able to carry over credit for any prior medica coverage to any hew medical
coverage.

Although this Pre-65 Retiree Medical Program does not have a pre-existing condition exclusion period,
you should still familiarize yourself with HIPAA's coverage credit carryover rules. Y ou may want to
purchase medical coverage that does have a pre-existing exclusion period at some future date.

Changing Y our Election During the Y ear
If you are enrolled in the Pre-65 Retiree Medical Program, you cannot change your coverage election
during the calendar year unless one of the following eligible Family status events should occur:

Y our marriage, divorce, legal separation or annulment;

Death of your spouse or other covered dependent;

Birth, adoption, placement for adoption, or marriage of a dependent;
A dependent satisfies or ceases to satisfy eligibility requirements;

A changein resdence but only if it resultsin the need to change health care networks as determined
by YBR;

A Qualified Medical Child Support Order under ERISA Section 609, as determined by the Program
Administrator;

The termination or commencement of your spouse'semployment, a change in hours worked, or an
unpaid leave of absence taken by you or your spouse resulting in achangein eligibility for medical
coverage; or

A significant change or loss of spouse or dependent coverage under another group health plan for
reason other than your failure to pay premium.

If you experience one of the qualifying family status change events noted above, any changes to you
benefit selections will be based on the type of event you experience. You can make only those changes
that directly relate to the event and are consistent with the event.

HIPAA Specia Enrollment Rules

If you do not elect Pre-65 Retiree Medical coverage for yourself or an eligible dependent when first
digible, you may not re-enroll for coverage unless you have the following Special Enrollment Event:

Y ou waive Pre-65 Retiree coverage because you had other group medical plan coverage and that
group medical plan terminates, or the employer sponsoring the other group medical plan ceasesto
make employer contributions. Y ou should know that failure to pay the required premium for the
other group medical coverage is not atermination of the other plan under the HIPAA Specia
Enrollment Event rules. Y ou will need to provide evidence of the other group coverage, including
information on the reasons it has ended; or

Termination of eligibility for other group medical coverage due to termination of employment of you
or your spousein the event that you are enrolled as a dependent.
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You must notify YBR within 31 days of the termination of your other group medical plan coverage to
reenrall in the Pre-65 Retiree medical coverage.

Giving Notice of a Family Status Event

You mustnotify YBR within 31 days of one of these eventsin order to change your election.

If you have a Family Status Event, or if you want to enroll under the HIPAA rules, you can log on to the
YBR web siteat www.ybr .com/benefits to make the changes. If you prefer to use the phone, you can
call the YBR Resource Line by diaing 1-877-847-2436. Except as noted below (under "Effective Date of
Revised Coverage"), if you do not notify YBR within 31 days of the event, you will not be allowed to
make any changes until the next Annual Enrollment period unless you have a subsequent Family Status
Event or otherwisequalify for HIPAA Specia Enrollment and you give notice within 31 days.

Effective Date of Revised Coverage

Generally, al changes due to Family Status Events and HIPAA Specia Enrollment Rules must be made
within 31 days of the event. Inthose cases, the effective date of the new coverage will bethe date of the
event. However, there are somelimited exceptions to the 31-day rule asindicated below:

If your request isto add a newly eligible dependent, and the request is made after 31 days of the
Family Status Event, the new dependent's coverage will be effective on the date of the request; or

If the request isto add a newly dligible dependent, and you aready have "family coverage", the new
dependent's coverage will be retroactive to the date of eligibility.

If the above exceptions do not apply, and your request is more than 31 days after the event, you must wait
until the next Annual Enrollment period to make the change. Therefore, it isaways best to request the
change as soon as possible.

Benefit Changes Due to Relocation or Closing of an HMO

If you originally elected CIGNA Network coverage and move out of the geographic areaserved by the
CIGNA Network, or if you originally elected HMO coverage and | ater rel ocate outside the HM O service
area, you can change your Pre-65 Retiree Medical Program election within 31 days after the date of your
relocation. Y ou may not change your coverage level election until the next Annua Enrollment unless you
have a Family Status Event.

Y ou also may change your election if the HMO you chose closes its service office in your location or
significantly reduces its coverage. Y ou should know that a change in professional staffing withinan HMO
does not congtitute asignificant reduction in coverage, even though you might be required to change
primary care physicians.

If you do not request a change within 31 days of one of these events, you will have to wait until Annual
Enrollment to change your coverage under the Pre-65 Retiree Medical Program.



Under standing Deductibles and Copayments

The Deductible and Copayment rules for individual and family coverage can be found in the Benefits
Section of the SPD for the Pre-65 Retiree Medical Program option you elected. If your coverage becomes
effective mid-calendar year and you stay within the same Medical Program option you had as an active
employee, you will be credited with the Deductibles and Copayments (including out -of-pocket maximum
expenses) you paid during the part of the year that you were an active employee. If you change Medical
Program options upon your early Retirement, you will have to meet any Deductibles and Copayments
(including any out-of-pocket expenses) required under the new Medical Program option.



Soecial Rules for Mental Health and Substance
Abuse Benefits

The Pre-65 Retiree Medical Program option you elect includes Mental Health and Substance Abuse
benefits that may be subject to certain rules and some limitations. For example, under the CIGNA PPO
option, Menta Health and Substance Abuse Benefits end for dependents once they reach age 65, even
though you may still be under age 65. Therefore, if your spouseis age 65 or older, he or sheisno longer
eligible for Mental Health and Substance Abuse benefits under the CIGNA PPO option. However, this
same rule does not apply if, for example, you are enrolled in the BCBS option. Information on any
deductibles, copayments, or out -of-pocket expenses that you are responsible for paying can be found in
the Schedule of Benefits for Mental Health and Substance Abuse for the Pre-65 Medical Program option
you elect.



The BCBS PPO Options

The BCBS PPO is anational PPO. This means BCBS has a nationa network of hospitals and other health
care providers who have agreed to provide services covered under the Program at a pre-determined rate.
The BCBS PPO option offers two plans—the Base Plan and the Plus Plan.

BCBS PPO Base Plan

This option, designed for those who require abasic level of medical coverage, has the highest annual
deductible and out-of-pocket maximum, and pays the lowest percentage of medical costs through
coinsurance. Additionally, you pay apercentage of your prescription drug costs rather than a specific
copay amount. (See Outpatient Prescription Drug Benefit on page 67.)

BCBS PPO Plus Plan

This option provides more coverage for those who have frequent health care needs or reguire frequent
prescription medications. The BCBS PPO Plus Plan has alower annual deductible and out-of pocket
maximum than the BCBS PPO Base Plan, and pays a higher percentage of medical costs through
coinsurance. The BCBS PPO Plus Plan features aflat-dollar copay for prescription drugs. (See
Outpatient Prescription Drug Benefit on page 67.)

Choosing an In-Network Provider

With both the BCBS Base and the BCBS Plus Plan, you may see any physician you wish. However, if
you want to take advantage of Program benefits at alower cost, you should consider using aBCBS PPO
network provider. Y ou and your enrolled dependents can find a BCBS PPO network provider by using
the YBR web site at www.ybr.com/benefits. If you do not have access to the web site, you can contact
YBR by phone at 1-877-847-2436. The Y BR information is regularly updated. However, once you select
aPPO provider, you should always check with the provider to be certain the provider isin the BCBS PPO
network.

Under both the Base and Plus Plan you can go to any physician or health care professiona at any time.
Each time, you can decide whether to go to an in-network PPO provider or an out -of-network provider.
Benefits are greater when you use a PPO in-network provider. If you decide to use an out-of-network
provider, you will pay agreater share of the cost of service. Y ou will also be responsible for that part of
theout-of-network provider'sbill that does not meet the BCBS definition of a"reasonable and customary”
charge.

If you decideto rely exclusively on the PPO network providersfor your care throughout the calendar
year, you will reduce your health care expensesin severa ways. For example:

« You will have alower calendaryear deductible.

* Theindividual calendar-year out-of-pocket maximum is lower than the out -of-network option.

* You will pay aset dollar copayment for PPO in-network provider office visits.

* You and your covered family members will never incur a charge for PPO in-network services that
exceeds “reasonable and customary” levels. (You are required to pay for that portion of out-of-network
charges that are not “reasonable and customary” under Program terms.)



In most cases, you will notbe required to file aclaim form for services provided by PPO in-network
providers. Y our claim will be submitted automatically to the Claims Administrator by the PPO provider.
Y ou will be responsible for paying the individual out-of-pocket amounts and other PPO copayments,
however. Thereisno lifetime dollar limit on the services provided to covered persons by PPO network
providers. However, for example, there are dollar limits that apply to certain benefits such as substance
abuse benefits.

Out-of-Network Providers

Y ou are not required to use the PPO network providers. Y ou may choose to use out -of -network providers,
but you will pay more for their services. Y ou and your dependents will be required to pay ahigher
calendar-year deductible and a higher out-of- pocket maximum. Also, preventive care services by out-

o -network providers are not covered. Thereis alifetime $750,000 limit on out -of-network services for
each covered person. Certain limits also apply to specific benefits. Each January 1, if you have used at
least $1,000 of the lifetime limit in the prior year, $1,000 will be restored to the limit. See the BCBS PPO
Schedule of Benefits on page 11 for acomparison of out-of-pocket expenses for network and out-of-
network services.
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BCBS PPO Schedule of Benefits

LIFETIME MEDICAL PROGRAM LIFETIME MAXIMUM

In Network: Unlimited
Out-of-Network: $750,000

In Network Coverage

Out-of-Network

Coverage
BENEFITS
Base Plus Base Plus
Plan Plan Plan Plan
Deductible: (perindividual) $500 $350 $1,000 $700
Family Deductibl e $1,000 $700 $2,000 $1,400
Out-of -pocket Expense Limitation: The amount of money an individual paystoward covered | Individua Individual Individual Indi vidual
hospital and medical servicesduring any 1 calendar year,excludingthedeductible. Office $2,000 $1,500 $4,000 $3,000
visit, emergency room and prescription drugcopays, pre certification penatiesand chargesin (No family (No family (Nofamily | (Nofamily
excess of the BCBSfee schedule do not apply to any out-of-pocketlimit. maximum) maximum) maximum) maximum)
Inpatient Hospital Services. Room allowance based on the hospital's most common semi - 80% 85% 60% 65%
private room rate; Skilled Nursing Facility, Hospice and Coordinated Home Care are paid on After After After
) - . ] - . : After
the samebasis; Pre-admission testing paid as part of the subsequent I npatient Hospital surgical Deductible Deductible Deductible | Deductible
stay.
Outpatient Surgery & Diagnostic Tests: . 80% 85% 60% 65%
After After After After
Deductible Deductible | Deductible | Deductible
Outpatient Emergency: (Hospital & Physician) Emergency Medical and Emergency Accident | 100% after 100% after Same as Same as
-~ Initial treatment of accidental injuries or sudden and unexpected medical conditionswith $50 $50 Network Network
severelifethreatening sy mptoms. Subject to $50 copay, waivedif admitted. Copayment Copayment
Physician Office Visit: Payments are based on the BCBSfee schedule. Network providers Primary Primary 60% 65%
have agreed to accept the BCB S fee schedule as payment in full for covered services, excluding | care— 100% | Care— 100%
your deductibleand any coinsurance. after $15 after $15 After After
Copayment Copayment Deductible | Deductible
Specidlist Specialist
Care— $25 | Care—$25
Copayment Copayment
then 100% then100%
Well Child & Adult RoutineCare: Subject to OfficeVisit copay. 100% after 100% after Not Not
Office Visit Office Visit Covered Covered
Copayment Copayment
Chiropractor: $1,000 calendar year maximum or 60 visitswhichever ismet first. Out -of- $25 $25 60% 65%
Network limit of $1,000 per year or 60 visits. Copayment Copayment
After After
Deductible | Deductible
Durable Medical Equipment (DME): 80% 85% 60% 65%
After After After After
Deductible Deductible | Deductible | Deductible
Occupational / Physical / Speech Therapy: $5,000 calendar year maximum per therapy . $25 $25 60% 65%
Copayment Copayment After After
Deductible | Deductible
Other Covered Services: Blood and blood components; leg, arm, and neck braces; private 80% 85% 60% 65%
duty nursing; ambul ance services; oxygen and itsadministration; surgical dressings, castsand After After After After
splints. Deductible Deductible | Deductible [ Deductible

Medical Management/Medical ServicesAdvisory (MSA): Notification required beforeall electiveadmissions. Emergency and Obstetric Admission

Notification required within 2 businessdaysof admittance. Failuretonotify M SA will result in a$500r eductionin benefits.
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Transplant Coverage: Transplantsin approved facilitiespaid asany other condition with prior approval by M SA Advisor .

Prescription Drug--Administered by Caremark
Seepage 67 for pharmacy benefits

» Mental health and substance abuse are subject to limits. See Substance Abuse and Mental Health section of SPD
* Penalties for not requesting pre-authorization and charges in excess of reasonable and customary can not be
credited toward the deductible and out-of - pocket maximum.

* Some benefits are subject to limits. Examples of limited benefitsinclude infertility treatment, chiropractic
treatment, occupational, speech and physical therapies and home health care. See Medical Care Servicessection of
SPD for details on al limitations that apply.

The Schedule of Benefits for Substance Abuse and Mental Health can be found on SPD page 28.




Understanding Deductibles and Copayments

Certain rules apply to deductibles and copayments for the PPO (Base and Plus Plans) in-network and out-
of-network options. It isimportant that you understand how the rules apply. No matter whether you
choose a PPO provider or an out -of-network provider, you and your covered dependent(s) must pay part
of the expenses for services and supplies received. Depending on the type of expenses, you will be
required to pay acopayment or deductible and a percentage of the charge. The percentage you pay is
sometimes called coinsurance.

A copayment is a per-visit payment required under the PPO option when you or adependentvisitsa
network physician, or receives emergency carein your physician’s office or the emergency room of a
hospital. For example, if you are covered under the PPO option and visit a network doctor for aroutine
physical, you pay $15 at the time of service. Thereisno additional fee to pay or adeductible to meet. The
PPO network copayments are shown in the Schedule of Benefits on pages 11 and 28.

A deductibleis money you must spend each calendar year for eligible expenses before the Program pays
benefits. Calendar-year deductibles are separate from copayments. There are individual and family
deductibles under the BCBS PPO Base and Plus Plans for both in network andout-of-network coverage.
Both options have individual maximum and family deductibles. Before benefits are paid, you must meet
the deductible for the type of provider you have visited, aBCBSin network provider or an ou-of-network
provider. The deductibles are shown in the BCBS PPO Schedule of Benefits on page 11. Each PPO and
non-PPO deductible is separate; however, the non-PPO deductible feeds into the PPO deductible.

When you look at the Schedule of Benefits, you will see the maximum family deductibleis equal to two
individual deductiblesfor in- and out-of-network covered expenses. This means that when two or more
family membersincur eligible expenses totaling the family deductible, the Program will begin paying the
appropriate percentage for additional expenses for the family for that year. Please note that no more than
anindividual deductible will be taken from any one family member.

Both the in-network and out -of-network options have calendar-year out -of-pocket expense maximums.
Out-of-pocket expenses are your portion of the charges made by network and out - of-network providers.
Out-of-pocket expenses do not include any deductibles, or any network copayments (including
prescription copayments). Under either the network or the out -of-network options, the Program will pay
100% of the eligible expenses for the remainder of that calendar year after a Covered Person has met the
out-of-pocket maximum. See the BCBS PPO Schedule of Benefits on page 11 for details.

If your early Retiree coverage becomes effective mid -calendar year and you were previously enrolled in
the BCBS PPO you will be credited with the Deductibles and Copayments (including out-of-pocket
maximum expenses) you paid during the part of the year that you were an active employee. |f you were
enrolled in adifferent BNSF Medica Program option, you will have to meet any Deductibles and
Copayments (including any out-of-pocket expenses) required under BCBS PPO.

Specia copayments apply to mental heal th/substance abuse benefits under the Pre-65 Retiree Medical
Program. Seepage 28for the Mental Health and Substance Abuse Schedule of Benefits.

The following charges will not count toward the annual deductible or out -of-pocket maximums for the in-
network or out-of-network benefit options.
« Chargesin excess of the BCBS reasonable and customary charges.
* Charges for services and supplies not covered under the BCBS option.
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« Charges that exceed the applicable lifetime or caendar year dollar maximums.

* Any penalties paid because the covered person failed to comply with the Program’ s pre-certification
requirements.

« Charges for inpatient admissions and additional inpatient days that have not been certified on review by
thepre-certification reviewer.

» Copayments for prescription drugs and office visits.
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What Y ou Should Know About Covered
Charges

The Program reimburses only those covered charges that are medically necessary and not otherwise
excluded or limited under Program terms. If you use the PPO network your charges will be submitted
directly to the network Claims Administrator and you will never pay more than the applicable individual
out-of-pocket maximum and any required copayment. If you use out-of-network providers, you will need
to fileaclaim with the Claims Administrator for most out-of-network provider charges. You will aso
pay an out-of-network deductible and the applicable co-insurance up to the out-of -pocket maximum.
Only those medically necessary out-of-network covered chargesthat meet the BCBS definition of
reasonable and customary will be paid or reimbursed by the Claims Administrator.

Certain medical services are subject to pre-admission certification. Failure to comply with theBCBS
option’ s pre-admission certification requirement could result in your paying a $500 penalty that will not
be included as part of the calendar-year deductible or out-of-pocket maximum. Y ou aso will be
responsiblefor paying the penalty for covered medical servicesthat should have been, but were not,
pre-certified under the BCBS option. The pre-certification requirements apply to both in-network and
out-of-network medical services.

Special rules apply to covered charges for mental health and substance abuse services. Seepage 28 for the
Mental Health and Substance Abuse Schedul e of Benefits.

Medically Necessary Charges
A service or supply is medically necessary when, in the Claims Administrator's determination, it meets all
of the following criteria

1. It must be provided by aphysician, hospital or other covered provider under the BCBS option.

2. It must be commonly and customarily recognized with respect to the standards of good medical
practice as appropriate and effective in the identification or treatment of a patient’s diagnosed injury or
illness.

3. It must be consistent with the symptoms on which the diagnosis and treatment of theillnessor injury is
based.

4. It must be the appropriate supply or level of service that can safely be provided to a patient. With
regard to a person who is an inpatient, it must mean the patient’ s illness or injury requires that theservice
or supply cannot be safely provided to that person on an outpatient basis.

5. It must not be primarily for the convenience of the patient, physician, hospital or other covered
provider under the Program. It must not be for the purpose of custodial care, convalescent care, rest cures,
or domiciliary care.

6. It must not be scholastic, educational or developmental in nature, used for vocational training, or
experimental or investigational .

7. It must not be provided primarily for the purpose of medical or other research.

8. It must not be an inpatient admission primarily for diagnostic studies like x-rays, laboratory services or
other machine diagnostic tests. If these procedures can be provided safely and adequately on an
outpatient basis or in the physician's office, inpatient testing is not medically necessary under the
Program.

-15-



The Program Administrator has delegated the discretionary authority to determine medical necessity
under the Program to the Claims Administrator. The fact that a patient’ s physician has ordered a
particular treatment or supply does not make it medically necessary under the Program. Even if your
physician prescribes, orders, recommends, approves, or views hospitalization or other health care services
or supplies as medically necessary, the Program will only reimburse services and supplies determined
medically necessary by BCBS.

Among the factors the Claims Administrator may consider in determining medical necessity are (1)
approvd by the U.S. Food and Drug Administration (FDA ), if applicable; or (2) whether a service or
supply iscommonly and customarily recognized by physiciansin aparticular medical specialty as
appropriate for the diagnosis or treatment of theillnessor injury. The presence of these or other factors
will not automatically result in a determination of medical necessity if the Claims Administrator
determines one or more of the eight requirements listed above has not been met.

Reasonable and Customary Charges

Only reasonable and customary charges are paid under the Program. If you use a PPO network provider,
the charges from the network provider are subject to a scheduled reimbursement allowance and are not
subject to areasonable and customary determination by the Claims Administrator. Out-of-network
providercharges are reasonable and customary if they are within the normal range of charges made by
most physicians, hospitals and other providersin the same geographical area. The Claims Administrator
hasthe discretionary authority to determine reasonable and customary amounts under the Program, and
will take into consideration the nature and severity of the condition treated, and any complications or
unusual circumstances that may require additional time, skill or experience.

Pre-admission Certification and Continued Stay Review

Pre-admission certification and continued stay review refer to the process used to certify the medical
necessity and length of inpatient hospital stays during a course of trestment. These reviews are part of the
BCBS Medical Services Advisory Program, which iscalled "MSA". MSA review appliesto the PPO
network and out -of-network Program options. Y ou, your dependents or your treating physician should
request M SA review prior to an inpatient hospital admission. If MSA certification isnot obtained prior to
an inpatient admission, you will be charged a $500 penalty. If the penalty applies, it will not be counted as
part of any calendar-year deductible or out -of-pocket maximum.

Pre-admission Review isnot a guar antee of Program benefits. P ayment of benefitsis subject to the
general terms, limitations, and exclusionsunder the Program.

If your treating physician isin the PPO network, the network provider usually will make certain the MSA
review is obtained prior to any inpatient stay in anetwork hospital. If you have an out-of-network
physician and/or are preparing for inpatient admission to an out -of - network hospital, you are responsible
for obtaining an MSA review. Whether careisreceived from a PPO provider or an out-of-network
provi der, it isyour responsibility to make sure M SA review has been obtained.

When you contact the MSA be prepared to give the following information:

1. the name of the attending or admitting physician;

2. the name of the hospital where admission is scheduled;
3. the scheduled admission date; and

4. apreliminary diagnosis or reason for the admission.
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Under federal law, hospital length of stay in connection with childbirth for the mother or newborn child
may hot be restricted to less than 48 hours following anorma vagina delivery, or less than 96 hours
following a cesarean section. The attending physician is not required to obtain pre-certification for a
length of stay that does not exceed the federal requirements.

Toobtain an M SA review for any inpatient hospital admission or to find out if MSA review is
required, call the toll-free number shown on your BCBS PPO option identification card.

When you receive M SA certification or review, your treating physician and the hospital will be advised of
the length of stay certified by the MSA reviewer. Continued stay review should be requested by you or
your treating physician prior to the end of the certified length of stay if additional inpatient days may be
needed.

To obtain M SA certification for additional inpatient days, call the toll-free number shown on your
BCBSPPO identification card.

If you and your physician decide to extend your inpatient stay when the MSA reviewer hasindicated the
Pre-65 Retiree Medical Program will not pay for additional days, you will be responsible for paying for
the added days. Y ou may not count your payment toward the calendar year deductible or out-of-pocket
maximum. Y ou may appeal the M SA reviewer’ sdenia of additional days under the rules outlined in the
"If Your Claim Is Denied" section of the SPD on page 89. All medical decisions regarding your treatment
are between you and your physician. The MSA reviewer isresponsible for determining only whether the
Program will pay for extrainpatient days.

When to Request Pre-admission Certification

Non-emer gency or non-mater nity admissions: If you or a dependent is planning elective surgery, you,
your physician, or anyone on your or your dependent’ s behalf should call the MSA tall-free number on
your BCBSPPO identification card to certify the hospital stay within one (1) business day before the
inpatient admission.

The Hospital or your physician will be advised by telephone of the MSA review decision. Therewill bea
follow-up notification letter sent first classmail. Thisletter may not be received prior to your date of
admission.

Emergency admissions: If you or adependent isadmitted to the hospital due to asudden sickness or
injury that may result in serious medical complications, loss of life or permanent impairment of bodily
functions, you, your treating physician or afriend or relative should call the MSA toll-free number on
your BCBSPPO identification card within two (2) business days of the emergency admission, or as soon
asreasonably possible.

Pregnancy: Although you are not required to call for an MSA review prior to your maternity admission,
you should call MSA as soon as you find out that you or your spouse is pregnant but no later than the first
trimester of pregnancy in the normal course. The MSA reviewer will monitor the pregnancy and provide
educational materialsthat will help you ask your physician the right questions. Y our physician will
receive aletter stating you have contacted MSA.

Y ou or your physician should contact MSA within two (2) days after amaternity admission. Under
federal law, neither you nor your physician is required to obtain MSA pre-authorization on entering the
Hospital to deliver your baby. However, you or your physician must contact the MSA reviewer if the
mother is not going to be releasad within 48 hours of anormal vaginal delivery. If the baby is delivered
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by Cesarean section and the mother is not going to be rel eased 96 hours after the baby is delivered, then
you or your physician must contact MSA . Call the MSA reviewer toll free number on your BCBS PPO
identification card.

Specia Rulesfor Mental Health and Substance Abuse Inpatient Care
Emergency Mental Health/Substance Abuse Care: Inthe event of an emergency mental illness or
substance abuse admission, you, or someone on your behalf, must call the Mental Health Unit (MHU)
reviewer no later than 48 hours after the emergency admission has occurred. The MHU reviewer can be
reached 24 hours a day, 7 days a week at the toll free number 1-800-851-7498.

Inpatient Mental Health/Substance Abuse Care: The MHU reviewer must be called if you are
requesting norremergency inpatient Hospital admission. The inpatient admission must be recommended
by your physician. Y ou or your physician must call the MHU reviewer one (1) day prior to the inpatient
admission. If there are going to be pre-admission tests, then the MHU reviewer must be called one (1)
day prior to those tests. The MHU reviewer can be reached 24 hours a day, 7 days a week at the toll free
number 1800-851-7498. Y ou or your physician must seek MHU reviewer approval of any extension of
the original approved stay. If you or your physician decide to extend inpatient days when the MHU
review hasindicated the Program will not pay for additional days, you will be responsible for the added
days. Y ou may appeal the MHU reviewer's denia of additional days under the rules for Expedited and
Written Appedls on SPD page 29.

Mental Health/Substance Abuse Partial Hospitalization: Theterm "partia hospitalization" meansan
approved program of a Hospital or Substance Abuse Treatment Facility for the rehabilitation treatment of
mental illness or substance abuse, in which the patient spends days only or nightsonly. If apartial
hospitalization treatment program is recommended by your physician, you must call the MHU reviewer
one (1) day prior to scheduling admission. The MHU reviewer can be reached 24 hours a day, 7 days a
week at the toll free number 1-800-851-7498.

MHU does not determine your course of treatment or whether you receive particular health care services.
The decision regarding the course of treatment and the required servicesis between you and the
physician. MHU determines whether benefits are paid under the BCBS definition of medically necessary.
The fact that your physician or health care provider determines a treatment is medically necessary does
not mean the Program will cover the treatment.

When you contact MHU you should be able to give the information listed on page 28 of this SPD.

Case Management

In the event you or your dependent needs continuing treatment beyond the acute care setting of the
hospital, you will be contacted by a Case Manager. The Case Manager helps to ensure that patients
receive care in the most effective setting possible whether at home, as an outpatient or as an inpatient in a
specialized facility. The Case Manager will work closely with the patient, the family and the treating
physician to determine treatment options and to keep costs manageable. Case Managers also are available
to answer questions and provide ongoing support for the family in times of medical crisis.

You, afriend or relative, or the treating physician can request case management by calling the toll -free

number on your BCBS PPO identification car d. Participation in the case management program is
voluntary. Thereis no pendlty if you do not want to participate in case management.
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Organ Transplants

Charges made for or in connection with certain organ transplant services that are not determined to be
experimenta and investigational and t hat are approved by BCBS are covered the same as benefits for
other medical conditions under the Program. If you or a dependent is or may become a candidate for an
organ transplant, call the toll-free number on your BCBS PPO identification card. Only the following
human organ or tissue transplants are covered under Program terms.

= cornea = heart valve = heat = liver
= kidney = muscular-skeletal = lung = pancreas
= bonemarow = parathyroid = heat/lung = pancreaskidney

You must call thetoll-free number on your BCBS PPO identification card before scheduling any
heart, lung, heart/lung, liver, pancreasor pancreagkidney transplant. The Program only covers
benefits for these transplants at Hospitals operating a BCBS approved Human Organ Transplant
Program. No benefits will ke provided for these transplants at any hospital that does not have a
BCBS approved Human Organ Transplant Program.

Benefits are available to both the recipient and donor under the following rules:

« If both donor and recipient have their own insurance coverage, each will havetheir benefits paid by their
own insurance.

« If you are arecipient and the donor has no insurance from any source, the benefits described in this SPD
will apply to the donor for transplant purposes only. In this case, payments made for the donor will be
charged against any Pre-65 Retiree Medical Program benefit limits that apply to you.

« If you are the donor and no coverage is available to you from any other source, you will be covered
under the Pre-65 Retiree Medical Program. No benefits will be provided for the recipient under the
Program.

Transplant benefits begin no earlier than five (5) days prior to transplant surgery and extend no longer
than 365 days from date of surgery. Only U.S. or Canadian transportation of adonor organis covered.

No benefits are provided for transportation by an ambulance for adonor or recipient, or for travel time
and related expenses of amedical Provider. No benefits are paid for cardiac rehabilitation if provided
after three (3) days after Hospital discharge. No benefitsare paid for drugs or treatmentsthat are
investigational, as determined by BCBS.

All transplants are subject to MSA reviewer pre-certification and continued stay review. You or your
physician must call the MSA reviewer number on your BCBS identification card.
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Medical Care Services

Thefollowing medically necessary services are covered under the Program subject to the copayments,
deductibles and co-insurance maximums that apply to the Program option (in-network or out -of-networ k)
you have elected. Reimbursement of medical expensesis subject to BCBS reasonable and customary
limits, and some benefits are subject to annua maximums, as shown on the "BCBS PPO Schedul e of
Benefits' chart and the " Substance Abuse and Mental Health" chart on pages 11 and 28. Thefact that an
annual or lifetime maximum is not listed in the following summary does not mean one or more of the
limits have been removed. All Program limits and exclusions apply to al covered charges unless
otherwise specified.

Hospital Charges
« Inpatient bed, board and general nursing care when the covered person isin asemi -private room, private
room or an intensive care unit.

 Ancillary services (such as operating rooms, drugs, surgical dressings and lab work).
* |npatient services of a surgeon, radiologist, pathologist and anesthesiologist.

* Pre-admission testing for preoperative tests on an outpatient basisin preparation for scheduled inpatient
surgery. Benefitswill not be provided for canceled or postponed surgery.

» Emergency care received in the hospital as an outpatient due to accidental injury or the onset of a
medical emergency, provided the care is under the order of aphysician and, in the case of an accident, is
received within 72 hours of the accidental injury. Each time you receive covered servicesin an
emergency room, you must pay a $50.00 copayment. Benefits for emergency accident care and
emergency medical care are covered at 100 percent after the $50 copayment and are not subject to the
Program deductible. Covered services received for emergency accident care and emergency medical care
resulting from criminal sexual assault or abuse will be paid at 100% of the eligible charge, and the
emergency room copayment of $50.00 will not apply.

« Outpatient renal didysistreatmentsif received in ahospital, adiaysisfacility or in the covered person's
home under the supervision of ahospital or dialysis facility.

« Outpatient surgical services, including related diagnostic charges, physicians fees, anesthesiaand
facility charges, ordered by the treating physician and all furnished by a hospital on the day the procedure
is performed.

« Chargesfor anesthetics and their administration; outpatient diagnostic x-ray and laboratory
examinations; x-ray, radium and radioactive isotope treatment; chemotherapy, shock therapy treatments,
blood transfusions and blood not donated or replaced; and oxygen and other gases and their
administration. Experimental and investigational treatments, as determined by BCBS, in any of these
categories are not reimbursable under the Program.

 Chargesfor rehabilitative therapy by alicensed physical, occupational or speech therapist; prosthetic
appliances; dressings; and drugs and medicines lawfully dispensed upon the written prescription of a
physician while confined in a hospital.

« Other services and supplies provided they are medically necessary as determined by BCBS.
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A hospital means an ingtitution that is accredited by the Joint Co mmission on Accreditation of
Healthcare Organizations and/or meets one of the following requirements:

» Aningtitution licensed as a hospital that maintains on its premises all facilities necessary for
medical and surgical treatment. The hospital must have the capacity to provide treatment on an
inpatient basis, providing 24-hour service by registered graduate nurses under the supervision of
physicians licensed to practice medicine.

» Aninstitution that qualifies as a hospital, a psychiatric hospital or atuberculosis hospital, and a
provider of services under Medicare, if such ingtitution is accredited as a hospital by the Joint
Commission on Accreditation of Hospitals.

* Aninstitution that specializesin treatment of mental illness, alcohol or drug abuse or other
related illness; provides aresidential treatment program; and is licensed in accordance with the
laws of the appropriate legally authorized agency.

The term hospital does not include an institution that is primarily a place for rest or anursing home,
convalescent home, skilled nursing facility, or custodia home for the aged or similar institutions.

A physician isalicensed medical practitioner who is practicing within the scope of hisor her license and
who islicensed to prescribe and administer drugs or to perform surgery. Other health care providers
whose services are covered subject to the Program’s limitations and exclusions are as follows:

« alicensed podiatrist;

« aregistered clinical psychologist with aPh.D. who meetsthe criteria established by BCBS;

« acertified nurse-midwife who (a) practices under the standards of the American College of
Nurse-Midwives; (b) has an arrangement with a physician for obtaining medical consultation and
hospital referral, and (c) has a current license as aregistered nurse and is agraduate of a program
of nursemidwives accredited by the American College of Nurse Midwives, or its predecessor;

« alicensed chiropractor;

« alicensed clinical social worker;

« acertified registered nurse anesthetist;
* alicensed physical therapist;

« alicensed occupational therapist; or

« alicensed speech therapist.

Physician Charges

Benefits are available for surgery performed by aphysician, dentist, or podiatrist when medically
necessary as determined by BCBS Surgery performed by adentist or podiatrist islimited to surgical
proceduresthe practitioners are legally quaified to perform and which the Program would otherwise pay
if the surgery is performed by a physician. Oral surgery benefits are limited to the following:

1. surgical removal of complete bony impacted teeth;

2. excision of tumors or cysts of the jaws, cheeks, lips, tongue, roof and floor of mouth;

3. surgical procedures to correct accidental injuries to the same areas described in item 2. above;
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4. excision of exostoses of the jaws and hard palate (where not done in preparation for dentures or other
prostheses); treatment of fractures of facia bone; externa incision and drainage of celluletes; incision of
accessory sinuses, salivary glandsor ducts; reduction or dislocation of, or excision of, the
temporomandibular joints.

Surgical benefits include:

1. sterilization procedures, even if elective;

2. anesthesia servicesif administered during asurgical procedurein ahospital or ambulatory surgical
facility. Anesthesiaservices provided by oral and maxillofacial surgeonsin the surgeon's office are also
covered;

3. assistant surgeon (physician, dentist or podiatrist) to the operating surgeon.

Additional surgical opinion following arecommendation for el ective surgery is covered at 100% of
reasonable and customary. Benefits are limited to one second opinion with related diagnostic services.
The deductible will not apply. Y ou may request coverage for athird opinion if the second opinion does
not resolve the question of surgery. BCBS must approve the request for a third opinion.

Coordinated Home Care Program Charges

A Home Care Program must be an organized skilled patient care program provided in the home. The
home care can be provided by a hospitd's licensed home health department or by any licensed home
health agency. The patient must be unable to leave home without assistance and require supportive
medical devices or special transportation. Skilled Nursing Service must be necessary on an intermittent
basis under the direction of the patient's physician. The Home Care Program benefit includes:

Skilled Nursing Service by or under the direction of aregistered professional nurse;
Services of physical therapists;

Hospital laboratories; and

Necessary medical supplies.

The Home Care Program does not include and is not intended to provide benefitsfor private duty
nursing service.

The BCBS Medical option covers PPO -based Coordinated Home Care Programs at 80% (Base Plan) or
85% (Plus Plan), subject to the deductible and limited to 40 visits per calendar year. Non-PPO
Coordinated Home Care Programs are covered at 60% (Base Plan) or 65% (Plus Plan), subject to the
deductible and limited to 40 visits per calendar year.

Hospice Care Charges

A hospice careprogramis a program that provides supportive medical, nursing and other health service
through home or inpatient care for a patient who is expected to live six months or less, as determined by a
physician.

Hospice care services include any services provided by a hospital, a skilled nursing facility, a home
health care agency, a hospice facility or any other licensed facility or agency under a hospice care
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A hospice facility is afacility that primarily provides care for dying patients, is accredited by the National
Hospice Organization, and meets any state or local licensing requirements.

The BCBS Medical option covers PPO -based hospice care at 80% (Base Plan) or 85% Pus Plan), subject
to the deductible. Non PPO- hospice care is covered at 60% (Base Plan) or 65% (Plus Plan), subject to the
deductible.

Hospice care programs meet the physical, psychological, spiritua and socia needs of adying patient and
family members. Hospice care must be given under the direction of the treating physician. In order to be
eligiblefor the hospice care benefit, the patient must have been diagnosed as having six months or lessto
live. The care is meant to keep the patient as comfortable as possible. Charges for room and board are
paid at the contract rate subjectto BCBS reasonable and customary limits. Other covered charges include:

* Services provided by a hospice facility on an outpatient basis.

* Services of a hospice ordered home health care agency for part-time or intermittent nursing care by or
under the supervision of anurse or home health aid, as necessary.

» Medical supplies, drugs and medicines lawfully dispensed on the written prescription of a physician;
and laboratory services (but only if otherwise payable if the patient was confined in the hospital).

Hospice care charges will not be reimbursed for the following:

* Services of aperson who isamember of your family or your dependent’s family or who normally lives
with you or your dependent.

« Servicesfor any period of time when the patient is not under the care of aphysician.
* Services for any curative or life-prolonging procedures.

* Services and supplies used primarily to aid you or your dependent in daily living.

Skilled Nursing Facility Charges

A skilled nursing facility is alicensed institution (other than a hospital) that specializesin physica
rehabilitation on an inpatient basis, or inpatient skilled nursing and medical care. The institution must
have all facilities necessary for medical treatment on the premises. It must provide treatment under the
supervision of physicians and afull-time nursing staff.

If apatient should need physical rehabilitation or skilled nursing and medical care on an inpatient basis,
but no longer needsto be hospitalized for anillness or injury, the Program pays charges for a skilled
nursing facility at 80% (Base Plan) or 85% (Plus Plan) for PPO facilities, subject to the deductible and
60% (Base Plan) or 65% (Plus Plan) for non-PPO facilities, subject to the deductible. Reimbursement is
limited to 60 days per calendar year for both PPO and non-PPO facilities combined. No prior
hospitalization is required. Charges for room and board, general nursing care and drugs and surgical
dressings or supplies are paid subject to the Program’ s reasonable and customary limits as determined by
BCBS.

Infertility Treatment Charges
Benefitsfor the trestment of infertility and all related services and supplies are subject to alifetime
maximum of $2,500. Thereis a separate lifetime maximum for prescription drugs. Thislifetime
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maximum is not applied on an individual basis. Itisasingle lifetime maximum whether you have
employee only coverage, employee plus spouse coverage, or any form of family coverage. Infertility
means the inability to conceive a child after one year of unprotected sexual intercourse, or the inability to
sustain asuccessful pregnancy.

Benefits for in-vitro fertilization, gamete intrafall opian tube transfer or zygote intrafallopian tube transfer
procedures are provided only when:

- you have been unable to attain or sustain a successful pregnancy through reasonable, less costly
medically appropriate infertility treatments; and

- you have not undergone four (4) completed oocyte retrievals, except if alive birth followed a
completed oocyteretrieval, two (2) more completed oocyte retrievals are covered.

Benefits are not provided for childbirth services rendered to a surrogate mother; cryo-preservation and
storage of sperm, eggs, embryos, except for procedures using a cryo-preserved substance; non -medical
costs of an egg or sperm donor.

Procedures must be performed at medical facilities that conform to the American College of Obstetric and
Gynecology guidelines for invitro fertilization clinics or to the American Fertility Society minimal
standards for in-vitro fertilization programs.

Other Covered Charges

» Emergency licensed ambulance service to or from the nearest hospital where the needed medical care
and treatment can be provided. No benefits will be provided for long distance trips or for use of an
ambulance because it is more convenient than other transportation.

« Independent lab and x-ray services rendered by a provider other than ahospital.

* Private duty nursing service for apatient in ahospital or other health care facility only when BCBS
determines the services provided are so complex they could not have been provided by the regular nursing
staff of the hospital or other health care facility. Only BCBS can make this decision based on the nature
of the case. Private duty nursing services at the patient's home will be covered under the Program only
when BCBS determines the services could not have been provided by non-professional personnel. No
private duty nursing benefits are provided when anurse resides in the home, or isamember of the
patient's or the employee's immediate family.

« Physical therapy from aregistered professional physical therapist supervised by aphysician. There must
be awritten plan from the physician and it must be regularly reviewed by the therapist and the physician.
The plan must be established before treatment starts. 1t must specify the type, amount, frequency and
length of the therapy and indicate a diagnosis with specific goals for improvement. Benefits for
outpatient physical therapy are limited to a maximum of $5,000 each calendar year, PPO and non-PPO
providers combined.

« Chiropractic benefits are limited to a maximum of $1,000 or 60 visits, whichever is met first, for PPO
and non-PPO services combined each calendar year.

« Occupational therapy from aregistered occupational therapist supervised by aphysician. There must be
awritten plan from the physician and it must be regularly reviewed by the physician and therapist. The
plan must be established before the treatment starts. 1t must specify the type, amount, frequency and
length of therapy and indicate a diagnosis with specific goals for improvement. Benefits for outpatient
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occupationa therapy will be limited to a maximum of $5,000 per calendar year, PPO and non-PPO
providers combined.

* Speech therapy benefits from alicensed speech therapist or a speech therapist certified by the American
Speech and Hearing Association. Inpatient speech therapy benefitswill be provided only if speech
therapy is not the only reason for admission. Outpatient speech therapy benefitswill be limited to a
maximum of $5,000 each calendar year, PPO and non -PPO services combined.

« Family planning office visitsincluding tests, counseling, and surgical sterilization proceduresfor
vasectomy and tubal ligation. Reversals of surgical sterilization are not covered.

* Durable medical equipment that can withstand repeated use in the home, is primarily used to serve a
medical purpose, and is generally not useful in the absence of sickness or injury. The Claims
Administrator wil | determine whether the Program will pay for rental or purchase of durable medical
equipment. Diabetic supplies are not classified as durable medical equipment. Diabetic supplies are
covered under the Pre-65 Retiree Medical Program prescription drug benefit.

» Temporomandibular Joint (TMJ) and related disorders.

» Wellness care from a BCBS network provider. Wellness care includesimmunizations; routine
mammograms; routine diagnostic tests; routine physical examinations; routine pap smear tests. Y ou will
pay a$15 copay and the benefitswill be provided at 100% of the BCBS PPO provider's contracted rate.
The Program does not reimburse for wellness care from a non-PPO provider.

» Maternity, including initial visit to determine pregnancy, subsequent prenatd visits, postnatal visitsand
delivery in ahospital or birthing center. The Program does not restrict benefits for any hospital length stay
in connection with childbirth for mother or newborn child to less than 48 hours following a normal
vaginad ddivery or lessthan 96 hours following a cesarean section, or require that a provider obtain
authorization for prescribing alength of stay not in excess of the above periods.

* Certain services rendered to the newborn are covered including routine inpatient bospital nursery
charges and one routine inpatient exam as long as the exam is by a physician other than the one who
delivered the child or administered anesthesiaduring delivery. Be certain to enroll your newborn in
thePre-65 Retiree Medical Program within 31 days of the date of birth by calling YBR at 1-
877-847-2436.

« Coverage includes benefits for elective abortions if legal where performed.

* Chargesfor the purchase, maintenance or repair of internal prosthetic medical appliances consisting of
permanent or temporary internal aids and supportsfor defective body parts, specifically interocular
lenses, artificial heart valves, cardiac pacemakers, artificial joints, intrauterine devices and other surgical
materials such as screws, nails, sutures and wire mesh and excluding all other prostheses.

« Surgica benefits for a mastectomy include coverage for

- reconstruction of the breast on which the mastectomy has been performed;
- surgery and reconstruction of the other breast to produce a symmetrical appearance; and

- prostheses and coverage for any complications on all stages of mastectomy, including lymphedema.
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* Prosthetic appliances, special appliances and surgical implantsif (&) required to replace al or part of an
organ or tissue of the human body; or (b) required to replace all or part of the function of anon-
functioning or malfunctioning organ or tissue. These benefitsinclude adjustments, repair and
replacements of covered prosthetic devices, special appliances and surgical implantswhen required
because of wear or change in a patient's condition (excluding dental appliances). Call thetoll free number
on your BCBS identification card to find out what intra-oral devices used to treat TMJ and related
disorders may be covered.

* Allergy testing, treatment and immuni zations.

« Radiation therapy treatment, provided it is not experimental or investigational in nature, as determined
by BCBS.

» Chemotherapy, provided it is not experimenta or investigational in nature, as determined by BCBS.
« Shock therapy treatments.
» Wigg/hairpieces after radiation or chemotherapy (limited to alifetime maximum of $500).

« Cardiac rehabilitation servicesin BCBS approved programs when received within a 6month period
following a covered inpatient hospital admission for myocardial infarction, coronary artery bypass
surgery, or percutaneous trans-luminal coronary angioplasty. Benefits are limited to 36 outpatient
treatment sessions within the 6 month period.

Remember that al covered charges must be medically necessary as determined by BCBS. Non-PPO

medically necessary charges will be reimbursed at the Program's reasonable and customary level as
determined by BCBS.
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Substance Abuse and Mental Health

Pre-Certification Required

Mental health and substance abuse benefits are available under the Program. Y ou may choose a network
or out-of-network medical care provider. Whatever medical care provider you choose, you will need to
have all inpatient mental health and substance abuse treatment pre-certified through the MHU
reviewer.

You must call the MHU reviewer for pre-certification at thistoll-free number: 1-800-851-7498.

You can call twenty-four (24) hours a day, seven (7) days a week. If you do not precertify inpatient
treatment, you will be responsible for the first $500 of cost in addition to all deductibles,
co-payments and out -of- pocket expense limits.

Benefits for Mental IlIness, Alcohol and Drug Abuse

If you or a covered dependent incurs covered expenses for treatment of mental illness, alcohol or drug
abuse, the Program provides the following benefits subject to the limitsin the Schedule of Benefits for
Mental Health and Substance Abuse on page 28 of this SPD.

« Covered expenses incurred during inpatient confinement in a BCBS PPO network hospital due to mental
illness.

« Covered expensesincurred during inpatient confinement in a BCBS PPO network hospital dueto
alcohol or drug abuse.

« Covered expenses for outpatient treatment in a network facility or by a PPO network provider for mental
illness, or drug or acohol abuse.

* Covered expenses for aMHU approved out-of-network hospital confinement due to mental illness or
acohol or drug abuse, or for outpatient treatment.

Special Outpatient Limits and Exclusions

Outpatient benefits for the treatment in a non-PPO hospital or facility will be reimbursed at 60% of
reasonable and customary to the extent the benefits are covered expenses under the Program and are
subject to 25 visits per year maximum combined for mental health and chemica dependency.

Covered Expenses

Covered expenses must be medically necessary and precertified by the MHU reviewer. Benefitsare
subject to the limitsin the Schedul e of Benefits for Mental Health and Substance Abuse Treatment shown
on page 28 and the Specia Limits (see above) and include the following medical services and supplies:

» Hospital room and board and medically necessary services and supplies while an inpatient.

« Licensed ambulance service to or from the nearest hospital where needed medical careand treatment
can be provided.

* Outpatient hospital chargesfor medical care and treatment.

« Outpatient charges by afacility licensed to furnish mental health servicesfor care and treatment of
mental illness.

« Physician or psychologist charges for professional services.
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« Charges for anesthetics and their administration, diagnostic xray and laboratory examinations, blood
transfusions and blood not donated or replaced, and oxygen and other gases and their administration.

Schedul e of Benefits for Mental Health and Substance Abuse

Service

In-Network (Percentage of
medically necessary covered
expense paid by theProgram
with no deductible)

Out-of-Network (Percentage of
medically necessary covered
expense paid by Programwith
no deductible)

Inpatient treatment in a 80% 60% of reasonable and
hospital customary rates
Inpatient treatment in a 80% 60% of reasonable and
residential facility other than a customary rates
hospital

Partial hospitalization 80% 60% of reasonable and

customary rates

Maximum length of patient
stay per calendar year

Outpatient treatment

45 days per year — for mental
health and substance abuse
combined—minus any days of
treatment that are not authorized
80%

No limit to the number of visits

10 days per year for mental
health and substance abuse
combined

60%

Mental health care treatment
must beprovided by aPh.D.,
MD or MSW

25 vist limit

Maximum Benefits
Mental hedlth treatment

No separate lifetime dollar maximum; subject to overal program

lifetime maximum !

Maximum Benefits
Substance abuse treatments

$25,000 per person combined lifetime maximum for inpatient and
outpatient treatment from a network provider. $5,000 per person
lifetime maximum if you receive care from an out - of-network
provider. Thisappliesto inpatient or outpatient services. No annual

out-of-pocket maximum.

Pre-authorization and review

Pre-authorization is required for all inpatient care; failure to obtain
pre-authorization will result in a $500 penalty. All coverageis
subject to medical necessity determination.

The Lifetime Maximum can be found on SPD page 11

Procedure for MHU Pre-Authorization

When you contact the MHU reviewer, you, afamily member, or the attending physician or Provider
should have the following information:

« name of the attending physician or of the admitting physician or Provider;

* name of the hospital or facility where the admission or service has been scheduled;

« the type of scheduled admission or the date of the proposed service;

« adiagnosis or reason for theadmission or service.

The MHU reviewer will follow-up with the physician or Provider. If the MHU reviewer determinesthe
services are not medically necessary, you or your physician may ask for an expedited appeal .
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Expedited Appeal for MHU Denia

If youor your physician or Provider does not agree with the MHU reviewer prior to or while receiving
services or treatment, you have the right to ask for an expedited appeal. Y ou or the physician or Provider
must contact the MHU reviewer and request an expedited appeal. Y ou and/or your physician or Provider
will be natified by the MHU of its determination within twenty -four (24) hours, or in the case of inpatient
treatment before the last MHU approved day. If you and/or your physician or Provider does not agree
with the decision, you may ask for afurther appeal as described below.

Written Appeal of Expedited Appeal Denial

Y ou and your physician or Provider is responsible for making medical decisions regarding your
treatment. I1n some cases, the written appeal p rocess will not be completed until you are no longer an
inpatient, or until your treatment has been completed. If you disagree with an expedited appeal denial, or
if you disagree with adenial of aclaim that you have submitted after trestment has ended, you or your
physician or Provider may submit awritten request for appeal within 180 days of the denial to the
following:

Appeals Coordinator

Health Care Service Corporation
Mental Health Unit

P.O. Box 2307

Chicago, Illinois 60690-2307

A person who did not make the initial decision shall decide your appeal. The review on appeal will not
giveany deferenceto theinitia decision and will takeinto account all information submitted by you,
regardless of whether it was submitted or considered in theinitial decision.

Y ou may submit additional information or commentswith your appeal. Y ou should also include any
clinical documentation from your physician that would substantiate coverage of the denied claim.

Upon request, you or your representative will be provided reasonable access to and copies of all
documents, records and other information relevant to your claim, free of charge, including:

= information relied upon in making the benefit determination;

= information submitted, considered or generated in the course of making the benefit determination,
whether or not it wasrelied upon in making the benefit determination;

= descriptions of the administrative processes and safeguards used in making the benefit determination;

= records of any independent reviews conducted by the Claims Administrator;

= jf the claim was based on a medical judgment, including determinations about whether a particular
serviceis experimental, investigational or not medically necessary or appropriate, an explanation of
thescientific or clinical judgment for the decision applying the term of the Program, or an explanation
for the denial; and

= expert advice and consultation obtained by the Claims Administrator in connection with your denied
claim, whether or not the advice was relied upon in making the benefit determination.

Within 60 days of receiving your request for review, the Claims Administrator will send you itsfinal
decisionontheClaim.

The Claims Administrator's decision on appeal isfinal and binding. Benefitsunder this Program
will be paid only if the Claims Administrator decides, in its sole discretion, that you are entitled to

-29-



them. If you continue to disagree, you may exercise" Your Rightsunder ERISA" as explained
beginning on SPD page 100.

Expenses Not Covered
Covered expenses for mental illness or substance abuse treatment will not include, and no payment will
be made for, expenses incurred:

« For conditions that are (1) within the scope of usual medical practice; and (2) normally handled by non-
mental health and substance abuse clinicians;
« |n excess of the amount that the provider has agreed to accept for the service; or

* For services or suppliesfor which benefits are not payable under the section titled “What the Program
Does Not Cover” beginning on SPD page63



The CIGNA Network Option

The CIGNA Network is an exclusive provider arrangement that requires you to select a Primary Care
Physician from the CIGNA Network in the geographic region covered by the Network.

Choosing aPrimary Care Physician

Y ou must choose a Primary Care Physician (PCP) for yourself and your dependents from CIGNA's
Network list for the geographic region where you live. The Primary Care Physician you select for

yourself may be different from the Primary Care Physician you select for each of your dependents. Y ou
can make your initial selection by using the YBR web site at www. ybr.com/benefits. If you do not have
access to the web site, you can contact YBR by phone at 1:877-847-2436. The YBR information is
regularly updated. However, once you select a Primary Care Physician, you should aways check with the
provider to be certain they arein the CIGNA Network. Y ou may also log onto the CIGNA web site at
www.cigna.com or call CIGNA member services at 1-800-244-6224 to identify CIGNA Network Primary
Care Physiciansin your region. If you do not choose a PCP one will be assigned to you by CIGNA.

There are no out-of-network benefits under the CIGNA Network option. All services must be provided or
authorized by your Primary Care Physician. If you obtain medical services from a doctor who does not
participate in the CIGNA Network, you will be responsible for all associated costs. If you obtain medical
services without the referral of the CIGNA Network Primary Care Physician, you will be responsible for
the entire cost of those services. The Primary Care Physician'sroleisto provide or arrangefor the
medical carefor you and any dependents. Y ou and your dependents are responsible for contacting and
obtaining the authorization of the Primary Care Physician, as required, prior to seeking medical care. If
your dependent is aminor, you are responsible for seeking the Primary Care Physician's authorization.

Y ou may reguest atransfer from one Primary Care Physicianto another through CIGNA by calling
member servicesat 1-800-244-6224. Any transfer will be effective on the first day of the month following
the month in which the CIGNA processes the change request. In addition, if at any time a Primary Care
Physician ceasesto be a Network provider, you or your dependent will be notified for the purpose of
selecting anew Primary Care Physician.

In most cases, you will not be required to file aclaim form for services provided by Cignain-network
providers. The CIGNA Network Primary Care Physician or the Network provider referred by the Primary
Care Physician will submit your claim automatically to the Claims Administrator. Y ou will be responsible
for paying a portion of the expense of most services, however. That portionis the copayment. Thereisno
lifetime dollar limit on the services provided to covered persons by CIGNA Network providers. However,
there are limits that apply to certain benefitsincluding, but not limited to, mental health and substance
abuse benefits. See the Summary of Benefits on pages 33 and 34 of this SPD.

No Out-of-Network Providers

Y ou may not use out -of -network providers under the CIGNA Network option. In the event that a specific
health servicethat is covered under the CIGNA Network option cannot be provided by or through a
Network provider, you may be eligible for out -of-network services. Y ou must obtain the authorization of
your Primary Care Physician before you access out-of-network services. This authorization must be
obtained in advance of you or your dependents receiving the services. All CIGNA Network option
covered health services are subject to this provision. If you use out-of-network service providers
without obtaining the advance authorization of your Primary Care Physician through referral
documents designated by CIGNA Healthcare, you will be responsible for the full cost of the out-of-
network services.
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Direct Access for OB/GY N Services

Females covered under the CIGNA Network option are allowed direct access to a licensed/certified
obstetrician/gynecologist as long as the physician isin the CIGNA Network. There is no need to obtain
the Primary Care Physician's authorization for visitsto a participating network ob/gyn for pregnancy,
well-woman gynecological exams, primary and preventive gynecological care, or acute gynecological
conditions.

Guest Privileges

If you or adependent will be residing temporarily in another location where thereisa CIGNA Network of
providers, you may be eligible for CIGNA Network medical benefits at that location. To apply for
"guesting” privileges, you will need to call CIGNA Member Services at the number on your CIGNA
identification card.

If you aretraveling outside the CIGNA Network area and you heed to seek urgent care, you must contact
Member Services for approved providers.
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CIGNA Network Summary of Benefits

IN-NETWORK BENEFITS

BENEFITS PAID BY PROGRAM
Litetime Maximum Unlimited
Calendar year deductible
Individual $350
Family $700
Cadendar year out -of-pocket maximum None
Office Visit
[lIness/Injury Primary Care — 100% after $15

Preventive Care
Routine Preventive Care (including immunizations)
Well Woman Care (including Pap Test)
Routine Mammograms
Initial Vision and Hearing Screening by PCP for Children through age 16

copayment
Specidist Care—100% after $25
Copayment

100% after Office Visit copayment
100% after Office Visit copayment
100%

100% after Office Visit copayment

Routine Vision Exams (limited to one exam every two calendar years) 100% after $10 copayment
I ndependent X-Ray and Lab 100%
Outpatient Hospital X-Ray and Lab 100% after deductible

Emergency
Doctor's Office
Emergency Room/Urgent Care Facility

100% after Office Visit copayment
100% after $50 copayment (waived if
admitted)

Maternity
Initid Vist 100% after Office Visit copayment
Délivery/Prenatal/Postnatal Care 100% after deductible
Hospitalization ® 100% after deductible
Qutpatient Surgical Facility 100% after deductible
Surgery
Surgeon's fees 100% after deductible
Second Opinion Consultation 100% after Office Visit copayment

Infertility (limited to testing, diagnosis, and corrective procedures only®)
Office Vigt
Surgery
Outpatient Rehabilitation
Physical, Speech’®, Occupational and Chiropractic Therapy

100% after Office Visit copayment
100% after deductible

100% after Office Visit copayment
(Up to 60 days per calendar year)

! Certain mental health and substance abuse benefits are limited with respect to number of treatments or number of
days per calendar year. See the Summary of Benefits for Mental Health and Substance Abuse on page 45.
2All inpatient hospital admissions require PreeAdmission Certification and Continued Stay Review. |f your

admission/stay is not authorized there may be areduction or denial of coverage.

N Charges for in-vitro fertilization, artificial insemination, or any other similar procedure are not covered.

4 Speech therapy which is not restorative in nature will not be covered.
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CIGNA Network Summary of Benefits

BENEFITS

IN-NETWORK BENEFITS
PAID BY PROGRAM

Special Services
Skilled Nursing Facility

100% after deductible; up to 60 days
per calendar year

Home Health Care 100% after deductible; unlimited
visits
Hospice — Inpatient 100% after deductible
Hospice — Outpatient 100% after deductible
Durable Medical Equipment 100% after deductible
External Prostheses 100% after deductible (Uptoa
$10,000 per calendar year maximum)
Ambulance (for true emergency) 100% after deductible

Prescription Drug-Administered by Caremark

See page 67 for pharmacy benefits




Understanding Copayments

Certain rules apply to deductibles and copayments for the CIGNA Network option. It isimportant that
you understand how the rules apply. Y ou and your covered dependent(s) must pay part of the expenses
for services and suppliesreceived. Depending on the type of expenses, you will berequired to pay a
copayment or deductible.

A copayment is a per-visit payment required when you or a dependent visits your Primary Care Physician
or aCIGNA Network provider referred by your Primary Care Physician. For example, if you visit your
Primary Care Physician for treatment, you pay $15 at the time of service. Thereisno additional feeto pay
or adeductible to meet. The CIGNA Network copayments are shown in the CIGNA Network Summary

of Benefits chart on pages 33 and 34.

A deductibleis money you must spend each calendar year for eligible expenses before the Program pays
benefits. Calendar-year deductibles are separate from copayments. Examplesinclude charges for
inpatient or out -patient surgery, non-routine diagnostic testing, or inpatient hospital charges. All expenses
except in-network physician office visits, tests associated with routine physical exams, x-ray and lab
charges at independent imaging centersor labs, and prescription drugs are subject to the
deductible. Before benefits are paid, you must meet the deductiblefor the type of in-network service
provided. The deductibles are shown in the CIGNA Network Summary of Benefits on page 33 and 34.

When you look at the Summary of Benefits, you will see the maximum family deductibleis equal to two
individual deductibles for innetwork covered expenses. This means that when two or more covered
family membersincur eligible expenses totaling the family deductible, the Program will begin paying the
appropriate percentage for additional expenses for the family for that year. Please note that no more than
an individual deductible will be taken from any one family member.

Remember that if you do not obtain areferral from your Primary Care Physician, even if you use
the services of a network provider, you may have to pay for the entire cost of the services. Your cost
will not belimited to the copayment or deductible shown in the CIGNA Network Summary of
Benefits.



What Y ou Should Know About Covered
Services

The BNSF Pre-65 Retiree Medical Program covers only those medical services and supplies that are
medically necessary and not otherwise excluded or limited under Program terms. The CIGNA Network
option requires that medical services or supplies be authorized by your Primary Care Physician, and
performed by a participating CIGNA Network provider. After you have paid the copayment for the
network servicesyou are receiving, in most cases the Program will pay the remainder of the covered
expenses.

Special rules apply to covered charges for mental health and substance abuse services. See page 45 for the
Mental Health and Substance Abuse Summary of Benefits.

Medically Necessary Charges
A service or supply is medically necessary when in the Claims Administrator's determination it meets all
of the following criteria:

1. It must be provided by a physician, hospital or other covered provider participating in the CIGNA
Network, and except for certain emergencies must be authorized ahead of time by your Primary Care
Physician.

2. It must be commonly and customarily recognized with respect to the standards of good medical
practice as appropriate and effective in the identification or treatment of a patient’s diagnosed injury or
illness.

3. It must be consistent with the symptoms on which the diagnosis and treatment of theillness or injury is
based.

4. It must be the appropriate supply or level of servicethat can safely be provided to a patient. With
regard to aperson who is an inpatient, it must mean the patient’ sillness or injury requires that the service
or supply cannot be safely provided to that person on an outpatient basis.

5. It must not be primarily for the convenience of the patient, physician, hospital or other covered
provider under the Program. It must not be for the purpose of custodial care, convalescent care, rest cures,
or domiciliary care.

6. It must not be scholastic, educational or developmental in nature, used for vocational training, or
experimental or investigational.

7. It must not be provided primarily for the purpose of medical or other research.

8. It must not bean inpatient admission primarily for diagnostic studies like x-rays, laboratory services or
other machine diagnostic tests. If these procedures can be provided safely and adequately on an outpatient
basis or in the physician's office, inpatient testing is not medically necessary under the Program.

The Program Administrator has del egated the discretionary authority to determine medical necessity
under the Program to the Claims Administrator. The fact that a patient’ s physician has ordered a
particular treatment or supply does not make it medically necessary under the Program. Even if your
physician prescribes, orders, recommends, approves, or views hospitalization or other health services or
supplies as medically necessary, the Program will only reimburse savices determined medically
necessary by the Claims Administrator.



Among the factors the Claims Administrator may consider in determining medical necessity are (1)
approva by the U.S. Food and Drug Administration (FDA), if applicable; or (2) whether a sewice or
supply iscommonly and customarily recognized by physiciansin aparticular medical specialty as
appropriate for the diagnosis or treatment of theillnessor injury. The presence of these or other factors
will not automatically result in a determination of medical necessity if the Claims Administrator
determines one or more of the eight requirements listed above has not been met.

Emergency Room Treatment

After you pay the required copayment under the Summary of Benefits on pages 33 and 34 of this SPD,
the Program pays 100% of the covered charges provided that the following requirements are met:

« the emergency services are received from or preauthorized by your or your dependent's Primary Care
Physician; or

« the emergency services are not pre-authorized by the Primary Care Physician, but are authorized by
CIGNA within 48 hours of admission in the case of hospital confinement or as soon as reasonably
possible. Contact CIGNA member servicesat 1-800-244-6224 in this case.

In al events, if you have alife or limb threatening emergency, you should seek treatment at the nearest
hospital emergency room. The Program will pay the cost of coverage provided you or your representative
contacts either your Primary Care Physician or Member Services within 48 hours.

Urgent Care Situations

Some medical conditions are not an emergency, but require prompt medical attention. There are urgent
care situations such as asore throat, high temperature, or an ear or eyeinfection. If you have an urgent
care situation youshould contact your Primary Care Physician first, and then follow the instructions you
receive. If you experience an urgent care situation while out of the CIGNA Network region, you should
seek treatment. Y ou will be responsible for paying the bill at the time you receive treatment. Keep a
copy of the bill and call Member Services when you return home for instructions on how to receive
reimbursement.

Transplant Program

Organ transplant services that are not determined to be experimental and investigational and that are
approved by the Claims Administrator are covered. If you or a dependent is or may become a candidate
for an organ transplant, call the toll-free number on your CIGNA Network identification card. Certain
transplants will not be covered under the Program’s CIGNA Network option based on the list of excluded
expenses shown under the section titled "What the Program Does Not Cover" beginning on page63.

The following transplants are covered at CIGNA authorized Life Source Centers:
heert - lung - lung/liver

allogenic bone marrow - simultaneous kidney and pancreas

Kidney and cornea transplants are covered at locally contracted CIGNA Network provider locations.
Y our Primary Care Physician must refer you to the Network provider.

Covered charges for transplants eligible for reimbursement under the Program include charges for
immunosuppressive medication, organ procurement costs and donor’s medical costs if not covered under
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another medical plan. Theamount payable for donor’s medical costs will be reduced by the amount
payablefor those costs from any other medical plan. Call the toll-free number on your CIGNA Network
identification card for information on transplant programs.



Medical Care Services

The following medically necessary services are covered under the Program subject to the services being
provided by, or referred to another CIGNA Network provider by, your or your dependent's Primary Care
Physician. You are responsible for al copayments.

Hospital Charges

A hospital means an institution participating in the CIGNA Network in the areawhere you reside that is
accredited by the Joint Commission on Accreditation of Healthcare Organizations and/or meets one of the
following requirements:

* Aningtitution licensed as a hospital that maintains on its premises al facilities necessary for medical
and surgical treatment. The hospital must have the capacity to provide treatment on an inpatient basis,
providing 24-hour service by registered graduate nurses under the supervision of physicians licensed to
practice medicine.

 Aninstitution that qualifies as a hospital, a psychiatric hospital or atuberculosis hospital, and a provider
of servicesunder Medicare, if such ingtitution is accredited as a hospital by the Joint Commission on
Accreditation of Hospitals.

 Aninstitution that specializesin treatment of mental illness, alcohol or drug abuse, or other related
illness; provides aresidential treatment program; and is licensed in accordance with the laws of the
appropriate legally authorized agency.

* A free-standing surgical facility that meets all licensing, administrative, staffing and operating
requirements established by the Claims Administrator.

The term hospital does not include an institution that is primarily a place for rest, aplace for the aged or a
nursing home.

A physicianisalicensed medical practitioner who is practicing within the scope of hisor her license and
who is licensed to prescribe and administer drugs or to perform surgery, and who is a participating
physicianin the CIGNA Network in the areawhere you reside.

The following services are covered:

* Inpatient services of a surgeon, radiologist, pathologist and anesthesiologist.

» Emergency care received in the hospital as an outpatient due to accidental injury or the onset of a
medical emergency, provided the careis under the order of the Primary Care Physician, or CIGNA
member servicesis notified of inpatient emergency admission within 48 hours as described on page 37 of
this SPD.

» Outpatient surgical facility services, including physicians' fees, anesthesiaand facility charges, that are
furnished by a hospital on the day the procedureis performed and are ordered by the Primary Care
Physician.

* Charges for anesthetics and their administration; diagnostic xray and laboratory examinations; x-ray,
radium and radi oactive i sotope treatment; chemotherapy, blood transfusions and blood not donated or
replaced; and oxygen and other gases and their administration, when authorized by the Primary Care

Physician. Experimental and investigational treatmentsin any of these categories are not reimbursable
under the Program.
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« Chargesfor rehabilitative therapy by alicensed physical, occupational or speech therapist; prosthetic
appliances; dressings; and drugs and medicines lawfully dispensed only upon the written prescription of
the Primary Care Physician while confined in a hospital.

« Other services and supplies provided they are medically necessary and required for the care of the
patient as determined by CIGNA.

Home Health Care Services

Home health care agency medical services and supplies are covered as follows only if thereisahome
health care treatment plan authorized by the Primary Care Physician on file for the patient:

* Pat-time or intermittent nursing care by or under the supervision of aregistered graduate nurse.
* Part-time or intermittent services of ahome health care aide.
« Physical, occupational or speech therapy subject to applicable Program limitations.

» Medica supplies; durable medical equipment used in the course of rendering home health care services,
drugs and medicines lawfully dispensed on the written prescription of a physician; and |aboratory
services, but only to the extent that such charges would otherwise be covered under the Program had the
person been confined in ahospital or skilled nursing facility as aregistered bed patient. Home health care
charges do not include any of the following:

* Charges that exceed the home health care maximum or the maximums applicable to private duty
nursing care or physical, occupational or speech therapy under the Program’ s Summary of
Benefits.

« Care or treatment that is not stated in the home health care treatment plan.

* The services of a person who is amember of your familyor your dependent’ s family or who
normally livesin your home or your dependent’ s home.

* A period when a person is not under the continuing care of the Primary Care Physician or a
physician referred by the Primary Care Physician.

A home health care agency must primarily provide skilled nursing and other therapeutic services and be
licensed to provide these services, if licensing is required. It must maintain complete medical records on
each of its patients. There must be a full-time administrator who follows rules and policies established by
aprofessional group that includes physicians. If there are no licensing requirementsin the home health
care agency’ slocale, the Claims Administrator must approve the agency.

A home health care aide must be trained in providing care of amedical or therapeutic nature, and must
report to and be under the direct supervision of the Home Health Care Agency.

A home health care treatment plan is awritten plan for the care and treatment in the patient’shome. To
qualify, the plan must be approved in writing by the Primary Care Physician or a CIGNA Network
physician referred by the Primary Care Physician. The physician must certify that the patient would
require confinement in a hospital or skilled nursing facility without the home health care plan.

Hospice Care Services

A hospice care programis a program that provides supportive medical, nursing and other health service
through home or inpatient care for a patient who is expected to live six months or less, as determined by
the person’s Primary Care Physician.
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Hospice care services include any services provided by a hospital, a skilled nursing facility, a home
health care agency, a hospice facility or any other licensed facility or agency under a hospice care
program that is participating in the CIGNA Network.

A hospice facility isafacility that primarily provides care for dying patients, is accredited by the National
Hospi ce Organi zation, meets any state or local licensing requirements, and is approved by the Claims
Administrator or is participating in the CIGNA Network.

Hospice care programs meet the physical, psychological, spiritual and socia needs of a dying patient and
family members. Hospice care must be given under the direction of the Primary Care Physician or a
CIGNA Network physician referred by the Primary Care Physician. In order to be eligible for the hospice
care benefit, the patient must have been diagnosed as having six months or lessto live. The careis meant
to keep the patient as comfortable as possible. Other covered charges include:

« Services provided by a hospice facility on an outpatient basis.

* Services of a physician, psychologit, social worker, family counselor or ordained minister for
individual and family counsdling. Bereavement counseling is available under the Program within one year
of the covered person’'s death, and islimited to 3 sessions.

« Pain relief treatment, including drugs, medicines and medica supplies.

« Services of ahome hedlth care agency for part-time or intermittent nursing care by or under the
supervision of anurse or home health aid, as necessary.

» Medical supplies, drugs and medicines lawfully dispensed on the written prescription of a physician;
and laboratory services (but only if otherwise payable if the patient was confined in the hospital). Hospice
care chargeswill not be reimbursed for the following:

* Services of aperson who is amember of your family or your dependent’s family or who
normally lives with you or your dependent.

« Services for any period of time when the patient is not under the care of the Primary Care
Physician.

* Services for any curative or life-prolonging procedures.

* Services and supplies used primarily to aid you or your dependent in daily living.

Skilled Nursing Facility Services

A skilled nursing facility is alicensed institution (other than a hospital) that specializesin physical
rehabilitation on an inpatient basis, or inpatient skilled nursing and medical care. The institution must
have al facilities necessary for medical treatment on the premises. It must provide treatment under the
supervision of physicians and afull-time nursing staff, and it must be participating in the CIGNA
Network.

If apatient should need physical rehabilitation or skilled nursing and medical care on an inpatient basis,
but no longer needs to be hospitalized for anillness or injury, the CIGNA Network option pays charges
for askilled nursing facility that is participating in the CIGNA Network. Payment islimited to semi-
private room charges up to 60 days p er calendar year, if admitted either directly from the hospital, or
within thirty (30) days of discharge from a hospita stay. No copayment applies. No prior hospitalization
isrequired. Y ou must access skilled nursing facility servicesthrough your Primary Care Physician.
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Infertility Treatment

Servicesfor testing, diagnosis, and corrective procedures approved by CIGNA are covered subject to the
CIGNA Network Summary of Benefits limitations. Procedures for correction of infertility are covered. In
vitrofertilization, artificial insemination, GIFT and ZIFT embryo transplantation, or related
procedures are not covered under the CIGNA Network option. Call the CIGNA toll -free number to
confirm that any infertility treatment you may be considering is cover ed.

Other CIGNA Network Provider Covered Services
» Emergency licensed ambulance service to or from the nearest hospital where the needed medical care
and treatment can be provided.

* Independent lab and x-ray services rendered by a provider referred through the Primary Care Physician,
other than ahospital.

« Outpatient private duty nursing subject to referral by written order from the Primary Care Physician.
There must be awritten order from the physician and nursing notes indicating the careis non-custadial.

« Outpatient short term rehabilitation up to amaximum of 60 calendar days (two months) per condition.
Thefollowing therapies are included under this limitation: physical therapy, speech therapy, and
occupational therapy. Chiropractic therapy, including al treatments administered by chiropractors, hasa
60-calendar-day limit per condition.

 Family planning office visitsincluding tests, counseling, and surgical sterilization proceduresfor
vasectomy and tubal ligation. Reversals of surgical sterilization are not covered.

* Durable medical equipment that can withstand repeated use in the home, is primarily used to serve a
medical purpose, and is generally not useful in the absence of sickness or injury. The Claims
Administrator will determine whether the Program will pay for rental or purchase of durable medical
equipment. Diabetic supplies are not classified as durable medical equipment. Diabetic supplies are
covered under the Pre-65 Retiree Medical Program prescription drug benefit and reguire a copayment.

» Temporomandibular Joint (TMJ) subject to referral by the Primary Care Physician. This benefit does not
cover orthodontic treatment. Appliances are covered subject to medical necessity and must be pre-
authorized by calling CIGNA Member Services.

« Dental care limited to accidenta injury of sound, natural teeth sustained while covered under the plan.

» Non-elective, therapeutic abortion for the covered retiree, covered spouse or any dependent.

* Routine mammogram — a single basdline mammogram for women age 35 to 39, amammogram every
oneto two years for women age 40 to 49, and/or annual mammogram for women age 50 and older.

« Elective second surgical opinion.

« QOutpatient pre-admission testing ordered by the Primary Care Physician or a physicianreferred by the
Primary Care Physician.

» Maternity, including initial visit to determine pregnancy, subsequent prenatal visits, postnatal visitsand
delivery in ahospital or birthing center. The Program does not restrict benefits for any hospital length stay
in connection with childbirth for mother or newborn child to less than 48 hours following a normal
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vagina delivery or lessthan 96 hours following a cesarean section, or require that aprovider obtain
authorization for prescribing alength of stay rot in excess of the above periods.

* Chargesfor the purchase, maintenance or repair of internal prosthetic medical appliances consisting of
permanent or temporary internal aids and supports for defective body parts, specifically interocular
lenses, artificia heart vaves, cardiac pacemakers, artificia joints, intrauterine devices and other surgica
materials such as screws, nails, sutures and wire mesh, excluding al other prostheses.

« Surgical benefits for a mastectomy include coverage for

« recongtru ction of the breast on which the mastectomy has been performed;
* surgery and reconstruction of the other breast to produce a symmetrical appearance; and

* prostheses and coverage for any complications on all stages of mastectomy, including
lymphedema.

« Chargesfor initial purchase and fitting of external prosthetic devices that are used as a replacement or
substitute for amissing body part and are necessary to alleviate or correct anillness, injury or congenital
defect, including only artificial arms and legs and terminal devices such as a hand or hook. Replacement
of such prostheses is covered only if needed due to normal body growth and subject to an annual
limitation.

* Routine preventive care for adults and children (including immunizations), and well-woman care
(including Pap test) rendered by the Primary Care Physician, or in the case of afemale participant by an
OBJ/GY N participating in the CIGNA Network.

« Allergy testing, treatment and immunizations. The patient must pay the office visit copayment whether
the patient seesaphysician or nurse.



Substance Abuse and Mental Health

Benefits for Menta Illness, Alcohol and Drug Abuse

Mental health and substance abuse benefits are available under the Program for retirees and dependents
under age 65. If your spouseis age 65 or older, these benefits are not available. Y ou will need to have all
mental health and substance abuse trestment pre-certified through CIGNA Behaviora Health. This
includes all inpatient and outpatient care.

You must call CIGNA Behavioral Health for pre-certification at this tolkfree number: 800/291-
6012. If you do not pre-certify treatment, the Program will not pay for your care. Failureto obtain
pre-certification will result in no payment under the BNSF Pre-65 Retiree Medical Program.

The total number of days for which benefits are payable for expensesincurred in any calendar year while
apatient is confined as an inpatient in a network hospital due to mental illness, alcohol or drug abuse will
not exceed the inpatient days shown in the Summary of Benefits for Mental Health and Substance Abuse
on page 45. Thefollowing services are available and require pre-certification by CIGNA Behavioral
Hedth:

* Services during confinement in a network hospital due to mental illness.

* Services during confinement in a network hospital due to acohol or drug abuse.

* Servicesfor outpatient trestment in anetwork facility or by anetwork provider for mental illness, or
drug or acohol abuse after first deducting the required copayment.

Covered Expenses

Covered expenses must be medically necessary and precertified by CIGNA Behavioral Health. Benefits
are subject to the Summary of Benefits for Mental Health and Substance Abuse Treatment on page45and
include the following medical services and supplies:

» Network hospital or residential facility room and board and medically necessary services and supplies
while an inpatient.

« Licensed ambulance service to or from the nearest hospital where needed medical care and treatment
can be provided.

« Outpatient network hospital charges for medical care and treatment.

* Outpatient charges by a network facility licensed to furnish mental health servicesfor care and trestment
of mental illness.

 Network participating physician or psychologist chargesfor professional services.

« Chargesfor anesthetics and their administration, diagnostic xray and laboratory examinations, blood
transfusions and blood not donated or replaced, and oxygen and other gases and their administration.

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

* Without obtaining pre- certification from CIGNA Behavioral Health, whether for inpatient or outpatient
treatment;



« For conditionsthat are (1) within the scope of usual medical practice; and (2) normally handled by non-
mental health and substance abuse clinicians;

* In excess of the amount that the provider has agreed to accept for the service;

« For services or supplies for which benefits are not payable under the section titled “What the Program
DoesNot Cover” beginning on page63; or

« After adependent reaches age 65.

Summary of Benefits for Mental Health

and Substance Abuse
Service I n-Network Out-df -Networ k

(Percentage of covered expense | (Percentage of covered expense
paid by the Programwith no paidby Program with no
deductible) deductible)

Inpatient treatment in a 80% 50% of reasonable and customary

hospital rates

Inpatient treatment in a 80% 50% of reasonable and customary

residential facility other than a rates

hospital

Day treatment at hospital or 80% 50% of reasonable and customary

residential facility

rates

Maximum length of
inpatient stay

45 days per year —for
mental health and substance
abuse combined—minus any
days of treatment not

10 days per year for mental
health and substance
abuse combined

authorized
Structured outpatient $5 copay per visit Covered under outpatient treatment
substance abuse program $150 maximum out-of-pocket | (below)

per program

Outpatient treatment

Mental health treatment
Substance abuse treatment

Limit of 2 programs per year
80%

No limit to the number of visits
CIGNA Behavioral Hedlth
must certify and monitor care

No lifetime dollar maximum.

50%

Mental health care treatment must
be provided by aPhD, MD or
MSW

25 vigit limit per year

$25,000 per person combined lifetime maximum for inpatient and outpatient
treatment from a network provider. $5,000 per person lifetime maximum if you
receive care from a PPO out-of-network provider. This appliesto inpatient or
outpatient services. No annua out-of-pocket maximum.

Preauthorization and review by

CIGNA Behavioral Health

Pre-authorization isrequired for all care; failureto obtain pre-authorization
will resultin no payment. All coverage is subject to medical necessity
determination by CIGNA Behavioral Health.




The CIGNA PPO Option

The CIGNA PPO isanational Preferred Provider Organization. This means CIGNA has a national
network of hospitals and other health care providers who have agreed to provide services covered under
the BNSF Medical Program at apre-determined rate.

Choosing an In-Network Provider

Y ou may see any physician you wish. However, if you want to take advantage of Program benefitsat a
lower cost, you should consider using a CIGNA PPO network provider. Y ou and your enrolled
dependents can find a CIGNA network provider by using the Y BR web site at www.ybr.com/benefits |f
you do not have access to the web site, you can contact YBR by phone at 1-877-847-2436. The YBR
information is regularly updated. However, once you select a PPO provider, you should always check
with the provider to be certain they are in the CIGNA PPO network. Y ou may also log onto the CIGNA
website at www.cigna.com or call CIGNA member services a 1-800-244-6224to identify PPO providers.

Under the PPO, you can go to any physician or health care professional at any time. Each time, you can
decide whether to go to an in-network PPO provider or an out -of-network provider. Benefits are greater
when you use a PPO in-network provider. If you decide to use an out-of-network provider, you will pay a
greater share of the cost of service. Y ou will aso beresponsible for that part of the out-of-network
provider's bill that does not meet the Program's definition of a"reasonable and customary" charge.

If you decideto rely exclusively on the PPO network providersfor your care throughout the calendar
year, you will reduce your health care expensesin several ways. For example:

* You will have alower cadendar-year deductible.
» Theindividua calendar-year out-of-pocket maximum is lower than the out -of-network option.
* You will pay aset dollar copayment for PPO in-network provider office visits.

« You and your covered family members will never incur a chage for PPO in-network servicesthat
exceed CIGNA's “reasonable and customary” levels. (You arerequired to pay for that portion of out -of-
network chargesthat are not “reasonable and customary” as determined by CIGNA.)

In most cases, you will not be required to file aclaim form for services provided by PPO in-network
providers. The PPO provider will submit your claim automatically to the Claims Administrator. Y ou will
be responsible for paying the individual out -of-pocket amounts and other PPO copayments, however.
Thereisno lifetime dollar limit on the services provided to covered persons by PPO network providers.
However, there are limits that apply to certain benefits including, but not limited to, mental health and
substance abuse benefits.

Out-of-Network Providers

Y ou are not required to use the PPO network providers. Y ou may choose to use out -of-network providers,
but you will pay more for their services. Y ou and your dependents will be required to pay ahigher
calendar-year deductible, and you will have to meet a higher out -of-pocket maximum. Also, preventive
car e services by out-of-network providersare not covered. There is alifetime $750,000 limit on out -
of-network services for each covered person. If you move from the CIGNA PPO option to another option
offered under the BNSF Pre-65 Retiree Medical Program, the amount of out -of-network benefits paid
under the CIGNA PPO option will apply to any lifetime limit on benefits under the new BNSF Pre-65
Retiree Medical Program option you elect. Certain limits also apply to specific benefitsincluding, but not
limited to, mental health and substance abuse benefits. Each January 1, if you have used at least $1,000 of

-46-



thelifetimelimit in the prior year, $1,000 will be restored to the limit. See the chart on pages 48 and 49
for acomparison of out -of-pocket expenses for network and out-of -network services.
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CIGNA PPO Summary of Benefits

IN-NETWORK BENEFITS
PAID BY PROGRAM

OUT-OF NETWORK
BENEFITS
PAID BY PROGRAM

Lifetime Maximum Unlimited $750,000
Calendar year deductible
Individual $350 $7002
Family $700 $1400

Calendar year out -of -pocket maximum

Individua - $1,500 (No family
maximum)

Individual - $3,000(No
family maximum)

Office Visit
I1Iness/Injury

Primary Care —100% after $15
Copayment

Speciaist Care — 100% after $25
Copayment

65% after deductible

Preventive Care
Routine Preventive Care for
Children and Adults

Well Woman Care (including Pa Test)

100% after Office Visit Copayment
100% after Office Visit Copayment
(85% for x-ray/lab if billed by a
separate outpatient diagnostic facility
such as a hospital)

Not Covered

Routine Mammogram

85% if billed by a separate outpatient
diagnostic facility such as a hospital
or imaging center.

65% after deductible

Independent X-Ray and Lab

85% after deductible

65% after deductible

Emergency
Emergency Room/Urgent Care
Facility (for true emergency)

100% after $50 copayment (waived
if admitted)

100% after $50 copayment
(waived if admitted)

Maternity
Initial Visit
Delivery/Prenatal/Postnatal Care

100% after Office Visit Copayment
85% after deductible

65% after deductible
65% after deductible

Hospitalization

85% after deductible

65% dter deductible

Outpatient Surgical Facility

85% after deductible

65% after deductible

Surgery

85% after deductible

65% after deductible

Infertility (limited to testing, diagnosis, and

Corrective procedures only)
Office Visit
Surgery

Outpatient Rehabilitatior?
Physical Therapy
Speech Therapy
Occupational Therapy
Chiropractic Therapy 4

100% after Office Visit Copayment
85% after deductible

$25 Copayment

65% after deductible
65% after deductible

65% after deductible

! Certain mental health and substance abuse benefits are limited with respect to number of treatments or number of
days per calendar year. See the Summary of Benefits for Mental Health and Substance Abuse on page 62.
2 Non-compliance penalties and charges in excess of reasonable and customary are not counted for deductible and

out-of-pocket maximum.
3 Maximum of 60 days per condition

4 Maximum $1,000 per year or 60 visits, whichever comes first.
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Special Services
Skilled Nursing Facility
Home Health Care
Hospice— Inpatient
Hospice— Outpatient

85% after deductible

65% after deductible

Durable Medical Equipment

85% after deductible

65% after deductible

External Prostheses

85% after deductible

65% after deductible

Ambulance (for true emergency)

85% after deductible

85% after deductible

Prescription Drug--Administered by Caremark

See page 67 for pharmacy benefits
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Understanding Deductibles and Copayments

Certain rules apply to deductibles and copayments for the PPO in-network and out-of-network options. It
isimportant that you understand how the rules apply. No matter whether you choose a PPO provider or an
out-of-network provider, you and your covered dependent(s) must pay part of the expenses for services
and suppliesreceived. Depending on the type of expenses, you will be required to pay a copayment or
deductible, and a percentage of the charge. The percentage you pay is sometimes called coinsurance.

A copayment is a per-visit payment required under the PPO option when you or adependent visitsa
network physician, receives outpatient rehabilitative therapy, or receives emergency care in your
physician’s office or the emergency room of ahospital. For example, if you are covered under the
CIGNA PPO option and visit anetwork doctor for aroutine physical, you pay $15 at the time of service.
Thereisno additional fee to pay or adeductible to meet. The PPO network copayments are shown in the
PPO Summary of Benefits chart on pages 48 and 49.

A deductibleis money you must spend each calendar year for eligible expenses before the Program pays
benefits. Calendar year deductibles are separate from copayments. There are individual and family
deductiblesfor both in network and out-of-network benefits. Before covered expenses are paid for you
must meet thedeductible for the type of provider you have visited.. The deductiblesare shown in the
CIGNA PPO Summary of Benefits charts on pages 48 and 62.

When you look at the Summary of Benefits chart on page 48, you will see the maximum family
deductibleis equal to two individua deductiblesfor in network andout-of-network covered expenses.
This means that when two or more family incur eligible expenses totaling the family deductible, the
Program will begin paying the appropriate percentage for additional expenses for the family for that year.
Please note that no more than an individual deductible will be taken from any one family member.

Both the in-network and out -of-network options have calendar-year out-of-pocket expense maximums.
Out-of-pocket expenses are your portion of the charges made by network and out - of-network providers.
Out-of-pocket expenses do not include any deductibles, or any network copayments (including
prescription copayments). Under either the network or the out -of-network options, the Program will pay
100% of the eligible expenses for the remainder of that calendar year after acovered person has met the
out-of-pocket maximum. See the CIGNA PPO Summary of Benefits charts on pages 48 and &2 for
details.

Specia copayments apply to mental heal th/substance abuse benefits under the Pre-65 Retiree Medical
Program. See page 62 for the Mental Health and Substance Abuse Summary of Benefits.

The following charges will not count toward the annual deductible or out -of-pocket maximums for either
thein-network or out-of-network benefit options:

* Chargesin excess of reasonable and customary charges.

* Charges for services and supplies not covered under the CIGNA PPO option.

« Charges that exceed the applicable lifetime or caendar year dollar maximums.

 Any penalties paid because the covered person failed to comply with the CIGNA PPO pre-certification
requirements.

« Charges for inpatient admissions and additional inpatient days that have not been certified on review by
thepre-certification reviewer.
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» Copayments for prescription drugs and office visits.
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What Y ou Should Know About Covered
Charges

The BNSF Pre-65 Retiree Medica Program reimburses only those covered charges that are medically
necessary and not otherwise excluded or limited under Program terms. If you use the CIGNA PPO
network your chargeswill be submitted directly to the network Claims Administrator and you will never
pay more than the applicable individua out -of-pocket maximum and any required copayment. If you use
out-of-network providers, you will need to file a claim with the Claim Administrator for most out-of-
network provider charges. Y ou will also pay an out-of-network deductible and an out-of-pocket
maximum. Only those medically necessary out-of-network covered chargesthat meet CIGNA's
definition of reasonable and customary will be paid or reimbursed by the Claims Administrator.

Certain medical services are subject to pre-admission certification. Failureto comply with CIGNA PPO
option’ s pre-admission certification requirement could result in your paying a $500 penalty that will not
beincluded as part of the calendar-year deductible or out-of-pocket maximum. Y ou aso will be
responsiblefor paying the full cost for medical servicesthat should have been, but were not, pre-certified
under the CIGNA PPO option. The pre-authorization requirements apply to both innetwork and out -of -
network medical services. See below for details.

Specia rules apply to covered charges for mental health and substance abuse services. See page 62 for the
Mental Health and Substance Abuse Summary of Benefits.

Medically Necessary Charges
A service or supply is medically necessary when in the Claims Administrator's determination it meets al
of the following criteria

1. It must be provided by a physician, hospital or other covered provider under the CIGNA option.

2. It must be commonly and customarily recognized with respect to the standards of good medical
practice as appropriate and effective in the identification or treatment of a patient’s diagnosed injury or
illness.

3. It must be consistent with the symptoms on which the diagnosis and treatment of theillness or injury is
based.

4. It must be the appropriate supply or level of servicethat can safely be provided to a patient. With
regard to a person who is an inpatient, it must mean the patient’ sillness or injury requires that the service
or supply cannot be safely provided to that person on an outpatient basis.

5. It must not be primarily for the convenience of the patient, physician, hospital or other covered
provider under the Program. It must not be for the purpose of custodial care, convalescent care, rest cures,
or domiciliary care.

6. It must not be scholastic, educational or developmental in nature, used for vocational training, or
experimental or investigational.

7. It must not be provided primarily for the purpose of medical or other research.
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8. It must not be an inpatient admission primarily for diagnostic studies like x-rays, laboratory services or
other machine diagnostic tests. If these procedures can be provided safely and adequately on an outpatient
basis or in the physician's office, inpatient testing is not medically necessary under the Program.

The Program Administrator has delegated the discretionary authority to determine medical necessity
under the Program to the Claims Administrator. The fact that a patient’ s physician has ordered a
particular treatment or supply does not make it medically necessary under the Program. Even if your
physician prescribes, orders, recommends, approves, or views hospitalization or other health services or
supplies as medically necessary, the Program will only reimburse services determined medically
necessary by CIGNA.

Among the factorsthe Claims Administrator may consider in determining medical necessity are (1)
approva by the U.S. Food and Drug Administration (FDA), if applicable; or (2) whether a service or
supply iscommonly and customarily recognized by physiciansin a particular medical specialty as
appropriatefor the diagnosis or treatment of theil Iness or injury. The presence of these or other factors
will not automatically result in adetermination of medical necessity if the Claims Administrator
determines one or more of the eight requirements listed above has not been met.

Reasonable and Customary Charges

Only reasonable and customary charges are paid under the Program. If you use a PPO network provider,
the charges made by the network provider are subject to a scheduled reimbursement allowance and are
not subject to areasonable and customary determination by the Claims Administrator. Out-of-network
provider charges are reasonable and customary if they are within the normal range of charges made by
most physicians, hospitals and other providers in the same geographical area. The Claims Administrator
has the discretionary authority to determine reasonable and customary amounts under the Program, and
will take into consideration the nature and severity of the condition treated, and any complications or
unusual circumstances that may require additional time, skill or experience.

Pre-Admission Certification and Continued Stay Review

Pre-admission certification (PAC) and continued stay review (CSR) refer to the process used to certify the
medical necessity and length of hospital stays during a course of treatment. PAC and CSR apply to the
CIGNA PPO network and out -of -network option. Y ou, your dependents or your treating physician should
request PAC prior to an inpatient hospitals admission. If PAC certification is not obtained prior to an
inpatient admission, you will be charged a $500 penalty. If the penalty applies, it will not be counted as
part of any calendar-year deductible or out -of-pocket maximum. In addition, reimbursement of your or
your dependent's medical expenses may be reduced or denied.

If your treating physician isin the CIGNA PPO network, the network provider usually will make certain
that PAC isobtained prior to any inpatient stay in anetwork hospital . If you have an out-of-network
physician and/or are preparing for inpatient admission to an out -of- network hospital, you are responsible
for obtaining PAC. Whether careisreceived from a CIGNA PPO provider or an out-of-networ k
provider, it isyour responsibility to make sure PAC hasbeen obtained.

Under federal law, hospital length of stay in connection with childbirth for the mother or newborn child
may not be restricted to less than 48 hours following a normal vagina delivery, or lessthan 96 hours
following a cesarean section. The attending physician is not required to obtain pre-certification for a
length of stay that does not exceed the federal requirements.



To obtain PAC for any inpatient hospital admission or to find out if PAC isrequired, call thetoll-
free number shown on your CIGNA PPO identification card.

When you receive PAC, your treating physician and the hospital will be advised of the length of stay
certified by the PAC reviewer. Continued stay review (CSR) should be requested by you or your treating
physician prior to the end of the certified length of stay if additional inpatient days may be needed.

Toobtain CSR for additional inpatient days, call 1-800-244-6224,thetoll -free number shown on
your CIGNA PPO identification card.

If you and your physician decide to extend your inpatient stay when the CSR reviewer has indicated the
Program will not pay for additional days, you will be responsible for paying for the added days. Y ou may
not count your payment toward the calendar year deductible or out-of-pocket maximum. Y ou may appesal
the CSR reviewer’ sdenial of additiona days under the Program’ s appeal provisions found on page 91.
All medical decisions regarding your treatment are between you and your physician. The CSR reviewer is
responsible for determining only whether the Program will pay for extrainpatient days.

When to Request Preadmission Certification

Non-emer gency admissions: |f you or adependent is planning elective surgery, you, your physician, or
anyone on your or your dependent’s behalf should call the PAC toll-free number on your CIGNA PPO
identification card to certify the hospital stay within the 7-day period before the inpatient admission.

Emergency admissions: If you or adependent is admitted to the hospital due to asudden sickness or
injury that may result in serious medical complications, loss of life or permanent impairment of bodily
functions, you, your treating physician or afriend or relative should call the PAC toll-free number on
your CIGNA PPO identification card within 48 hours after the admission.

Pregnancy: Y ou should call the PAC toll -free number on your CIGNA PPO identification card by the
end of the third month of pregnancy.

Inpatient Mental Health/Substance Abuse Care: Call at least 7 days before the inpatient admission.
CIGNA requiresthat all mental health/substance abuse care be pre-certified under PAC. Thisincludes
out-patient and in-patient treatment by innetwork and out -of-network providers.

Case Management

In the event you or your dependent needs continuing treatment beyond the acute care setting of the
hospital, a Case Manager will contact you. The Case Manager helpsto ensure that patientsreceive carein
the most effective setting possible whether at home, as an outpatient or as an inpatient in a specialized
facility. The Case Manager will work closely with the patient, the family and the treating physician to
determine treatment options and to keep costs manageable. Case Managers also are available to answer
questions and provide ongoing support for the family in times of medical crisis.

You, afriend or relative, or the treating physician can request case management by calling the toll -free
number on your CIGNA PPO identification card. Participation in the case management program is
voluntary. Thereis no penalty if you do not want to participate in case management.

Transplant Program
Charges madefor or in connection with organ transplant servicesthat are not determined to be
experimental and investigational and that are approved by the Claims Administrator are covered. If you or
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a dependent is or may become a candidate for an organ transplant, call the toll-free number on your
CIGNA PPO identification card. Certain transplants will not be covered under the Program’s CIGNA
PPO option based on the list of excluded expenses shown under the section titled "What the Program
Doesnot Cover" beginning on page 63.

Covered charges for transplants eligible for reimbursement under the Program's CIGNA PPO option
include charges for immunosuppressive medication, organ procurement costs and donor’s medical costs if
not covered under another medical plan. The amount payable for donor’s medical costs will be reduced
by the amount payable for those costs from any other medical plan. Call the toll -free number on your
CIGNA PPO identification card for information on transplant programs.



Medical Care Services

The following medically necessary services are covered under the Program’'s CIGNA PPO option subject
to the copayments, deductibles and out-of -pocket maximums that apply. Reimbursement of medical
expensesis subject to the CIGNA's determination of the reasonable and customary limits.

Hospital Charges
A hospital means an ingtitution that is accredited by the Joint Commission on Accreditation of Healthcare
Organizations and/or meets one of the following requirements:

* Aningtitution licensed as a hospital that maintains on its premises all facilities necessary for medical
and surgica treatment. The hospital must have the capacity to provide treatment on an inpatient basis,
providing 24-hour serviceby registered graduate nurses under the supervision of physicians licensed to
practice medicine.

 Aninstitution that qualifies as a hospital, a psychiatric hospital or atuberculosis hospital, and a provider
of servicesunder Medicare, if such institution is accredited as a hospital by the Joint Commission on
Accreditation of Hospitals.

 Aninstitution that specializesin treatment of mental illness, alcohol or drug abuse, or other related
illness; provides aresidentia treatment program; and is licensed in accordance with the laws of the
appropriate legally authorized agency.

« A free-standing surgical facility that meetsdl licensing, administrative, staffing and operating
requirements established by the Claims Administrator.

The term hospital does not include an ingtitution that is primarily aplace for rest, aplacefor the aged or a
nursing home.

A physicianisalicensed medical practitioner who is practicing within the scope of his or her license and
who islicensed to prescribe and administer drugs or to perform surgery.

The following charges are covered:
* Inpatient services of asurgeon, radiologist pathol ogist and anesthesiol ogist.

» Emergency care received in the hospital as an outpatient due to accidental injury or the onset of a
medical emergency, provided the careisunder the order of aphysician.

« Outpatient surgical facility services, including physicians' fees, anesthesiaand facility charges, that are
furnished by ahospital on the day the procedureis performed and are ordered by thetreating physician.

« Charges for anesthetics and their administration; diagnostic xray and laboratory examinations; x-ray,
radium and radioactive isotope treatment; chemotherapy, blood transfusions and blood not donated or
replaced; and oxygen and other gases and their administration. Experimenta and investigational
treatmentsin any of these categories are not reimbursable under the Program.

« Charges for rehabilitative therapy by alicensed physical, occupational or speech therapist; prosthetic
appliances; dressings; and drugs and medicines lawfully dispensed only upon the written prescription of a
physician while confined in a hospital.
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« Other services and supplies provided they are medically necessary and required for the care of the
patient as determined by CIGNA.

Multiple Surgical Reduction for the Out-of Network Option

In the event multiple surgeries are performed during one operation out-of-network, the major or primary
surgical procedure is paid as any other surgery, subject to CIGNA' sreasonable and customary limits.
Therewill be a50% payment reduction for the secondary surgical procedure subject to thetermsand
conditions of the Program.

Home Health Care Charges
Charges made by a home health care agency for the following medical services and sup pliesare covered
only if thereisahome health care treatment plan on file for the patient:

* Pat-time or intermittent nursing care by or under the supervision of aregistered graduate nurse.
* Part-time or intermittent services of ahome health care aide.
« Physical, occupational or speech therapy subject to applicable Program limitations.

» Medica supplies; durable medical equipment used in the course of rendering home health care services,
drugs and medicines lawfully dispensed on the written prescription of aphysician; and laboratory
services, but only to the extent that such charges would otherwise be covered under the Program had the
person been confined in ahospital or skilled nursing facility as aregistered bed patient. Home health care
charges do not include any of the following.

* Charges that exceed the home health care maximum or the maximums applicable to private duty
nursing care or physical, occupational or speech therapy under the Program 's schedul e of covered
in-network and out -of-network charges. No payment is made if the patient has otherwise
exceeded any Program lifetime maximum benefits that apply.

* Care or treatment that is not stated in the home health care treatment plan.

* The services of aperson who isamember of your family or your dependent’ s family or who
normally livesin your home or your dependent’s home.

« A period when aperson is not under the continuing care of aphysician.

A home health care agency must primarily provide skilled nursing and other therapeutic servicesand be
licensed to provide these services, if licensing is required. It must maintain complete medical records on
each of its patients. There must be a full-time administrator who follows rules and policies established by
aprofessional group that includes physicians. If there are no licensing requirements in the home health
care agency’ slocale, the Claims Administrator must approve the agency.

A home health care aide must betrained in providing care of amedical or therapeutic nature, and must
report to and be under the direct supervision of the Home Health Care Agency.

A home health care treatment plan is awritten plan for the care and trestment in the patient’s home. To
qudify, the plan must be approved in writing by a physician who certifies that the patient would require
confinement in ahospital or skilled nursing facility without the home health care plan.

Out-of-network home health care visits are limited to 40 visits per Program Y ear reduced by any in-
network visits. Each visit by an employ ee of ahome health care agency will be considered onevisit, and
each four hours or less of home health care aid services will be considered one home hedlth care visit.
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Hospice Care Charges

A hospice care programis a program that provides supportive medi cal, nursing and other health service
through home or inpatient care for a patient who is expected to live six months or less, as determined by a
physician.

Hospice care services include any services provided by a hospital, a skilled nursing facility, ahome
health care agency, ahospice facility or any other licensed facility or agency under a hospice care
program.

A hospice facility isafacility that primarily provides care for dying patients, is accredited by the National
Hospice Organization, meets any state or local licensing requirements, and is approved by the Claims
Administrator.

Hospice care programs meet the physical, psychological, spiritua and social needs of adying patient and
family members. Hospice care must be given under the direction of the treating physician. In order to be
eligiblefor the hospice care benefit, the patient must have been diagnosed as having six months or lessto
live. The care is meant to keep the patient as comfortable as possible. Charges for room and board are
paid at the contract rate for a network hospice, or at an out-of-network hospice facility’s most common
daily rate for a semi-private room, subject to CIGNA'’s reasonable and customary limits. Other covered
chargesinclude:

* Services provided by a hospice facility on an outpatient basis.

* Services of a physician, psychologist, social worker, family counselor or ordained minister for
individual and family counseling. Bereavement counseling is available under the PPO in-network option
only. The hospice benefit in cludes atotal of three bereavement counseling sessions.

« Chargesfor pain relief treatment, including drugs, medicines and medical supplies.
* Services of ahome health care agency for part-time or intermittent nursing care by or under the
supervision of anurse or home health aid, as necessary.

» Medical supplies, drugs and medicines lawfully dispensed on the written prescription of a physician;
and laboratory services (but only if otherwise payable if the patient was confined in the hospital). Hospice
care chargeswill not be reimbursed for the following:

* Services of aperson who is amember of your family or your dependent’ s family or who
normally lives with you or your dependent.

« Servicesfor any period of time when the patient is not under the care of aphysician.
* Services for any curative or life-prolonging procedures.
* Services and supplies used primarily to aid you or your dependent in daily living.

Skilled Nursing Facility Charges

A skilled nursing facility isalicensed institution (other than a hospital) that specializesin physical
rehabilitation on an inpatient basis, or inpatient skilled nursing and medical care. The institution must
have al facilities necessary for medical treatment on the premises. It must provide treatment under the
supervision of physicians and afull-time nursing staff.

If apatient should need physical rehabilitation or skilled nursing and medical care on an inpatient basis,
but no longer needsto be hospitalized for anillness or injury, the Program pays chargesfor a skilled
nursing facility. Reimbursement is limited to semi-private room charges up to 60 days per calendar year.

-58-



No prior hospitalization is required. Charges for room and board are paid at the contract rate for a
network skilled nursing facility, or at an out-of-network facility’s most common daily rate for a
semiprivate room, subject to CIGNA’s reasonable and customary limits.

Infertility Treatment Charges

Chargesfor testing, diagnosis, and corrective procedures approved by CIGNA are covered subject to the
PPO Summary of Benefits limitations. Procedures for correction of infertility are covered. In vitro
fertilization, artificial insemination, GIFT and ZIFT embryo transplantation, or related procedures
arenot covered under the CIGNA PPO option. Cal | the CIGNA toll-free number to confirm that
any infertility treatment you may be considering is covered.

Other Covered Charges
« Emergency licensed ambulance service to or from the nearest hospital where the needed medical care
and treatment can be provided.

« Independent lab and x-ray services rendered by aprovider other than ahospital.

« Outpatient private duty nursing subject to approval under the PAC requirement on pages 53 and 54, and
limited to 40 visits per calendar year for out-of-network services. There must be awritten order from the
physician and nursing notes indicating the care is noncustodial .

* Outpatient short term rehabilitation up to a maximum of 60 consecutive days (two months) per
condition. The following therapies are included underthis limitation: physical therapy, speech therapy,
and occupational therapy. Chiropractic therapy, including all treatments administered by chiropractors,
has a 60-consecutive-day limit per condition or $1,000 per year limit on benefits, whichever occursfirst.
Chiropractic therapy will be reviewed for medical necessity on the 35th visit.

« Family planning office visitsincluding tests, counseling, and surgical sterilization proceduresfor
vasectomy and tubal ligation. Reversals of surgica sterilizationare not covered.

* Durable medical equipment that can withstand repeated use in the home, is primarily used to serve a
medical purpose, and is generally not useful in the absence of sickness or injury. The Claims
Administrator will determine whether the Program will pay for rental or purchase of durable medical
equipment. Diabetic supplies are not classified as durable medical equipment. Diabetic supplies are
covered under the Pre-65 Retiree Medical Program prescription drug benefit and require a copayment.

» TMJ subject to pre-approval by the Claims Administrator. Thisbenefit does not cover appliancesand
orthodontic treatment.

* Dentdl care limited to accidental injury of sound, natural teeth sustained while covered under the
Program.

» Non-elective, therapeutic abortion for the covered retiree, covered spouse or any dependent.

* Routine mammogram — a single baseline mammogram for women age 35 to 39, a mammogram every
oneto two years for women age 40 to 49, and/or annual mammogram for women age 50 and ol cer.

« Elective second surgical opinion.

* Outpatient pre-admission testing.
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« Maternity, including initial visit to determine pregnancy, subsequent prenatal visits, postnatal visitsand
delivery in ahospital or birthing center. The Program does not restrict benefits for any hospita length stay
in connection with childbirth for mother or newborn child to less than 48 hours following a normal
vaginal delivery or lessthan 96 hours following a cesarean section, or require that a provider obtain
authorization for prescribing alength of stay not in excess of the above periods.

« Chargesfor the purchase, maintenance or repair of internal prosthetic medical appliances consisting of
permanent or temporary internal aids and supportsfor defective body parts, specifically interocular
lenses, artificial heart valves, cardiac pacemakers, artificial joints, intrauterine devices and other surgical
materials such as screws, nails, sutures and wire mesh, excluding all other prostheses.

« Surgica benefits for a mastectony include coverage for

* Reconstruction of the breast on which the mastectomy has been performed;

« Surgery and reconstruction of the other breast to produce asymmetrical appearance; and

« Prostheses and coverage for any complications on all stages of mastectomy, including lymphedema.
 Chargesfor initia purchase and fitting of external prosthetic devices that are used as a replacement or
substitute for amissing body part and are necessary to alleviate or correct anillness, injury or congenital
defect,including only artificial arms and legs and terminal devices such as a hand or hook. Replacement
of such prostheses is covered only if needed due to normal body growth.

» When services are rendered by a PPO physician, routine preventive care for adults and children
(including immunizations), and well-woman care (including Pap test).

« Allergy testing, treatment and immunizations. The patient must pay the office visit copayment or the
cost of ashot (whichever isless) whether the patient sees a physician or nurse.

« Foot orthotics only when determined to be medicaly necessary by the Claims Administrator.



Substance Abuse and Mental Health

Pre-Certification Required

Mental health and substance abuse benefits are available under the Program for retirees anddependents
under age 65. Y ou may choose a network or out -of-network medical care provider. Whatever medical
care provider you choose, you will need to have all mental health and substance abuse treatment pre-
certified through CIGNA Behaviora Health. Thisincludes all inpatient and outpatient care.

You must call CIGNA Behavioral Health for pre-certification at this tolkfree number: 800/291-
6012. If you do not pre-certify treatment, the Program will not pay for your care. Thisrequirement
appliesto CIGNA PPO network providersand out-of-network providers. Failure to obtain pre-
certification will result in no payment under the BNSF Pre-65 Retiree Medical Program.

Benefits for Mental IlIness, Alcohol and Drug Abuse

If you or acovered dependent incurs covered expensesfor trestment of mental illness, alcohol or drug
abuse, CIGNA Behaviora Health will pay the following subject to the percentage limitsin the Summary
of Benefits for Mental Health and Substance Abuse on page 62.

* Covered expensesincurred during confinement in a PPO network hospital due to mental illness.

« Covered expensesincurred during confinement in a PPO network hospital due to alcohol or drug abuse.

« Covered expenses for outpatient trestment in a network facility or by a PPO network provider for mental
illness, or drug or alcohol abuse after first deducting the required network copayment.

« Covered expenses for out-of -network hospital confinement due to mental illness or acohol or drug
abuse, or for outpatient treatment, after meeting the deductible.

Covered Expenses

Covered expenses must be medically necessary and precertified where required under the Program.
Benefits are subject to the Summary of Benefits for Mental Health and Substance Abuse Treatment on
page 62 and include the following medical services and supplies:

* Hospital room and board and medically necessary services and supplies while an inpatient.

« Licensed ambulance service to or from the nearest hospital where needed medical care and treatment
can be provided.

« Outpatient hospital chargesfor medical care and treatment.

* Outpatient charges by afacility licensed to furnish mental health servicesfor care and treatment of
mental illness.
« Physician or psychologist charges for professional services.

* Charges for anesthetics and their administration, diagnostic xray and laboratory examinations, blood
transfusions and blood not donated or replaced, and oxygen and other gases and their administration.

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

« Without obtaining pre- certification from CIGNA Behavioral Health, whether for inpatient or outpatient
treatment;
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« For conditionsthat are (1) within the scope of usua medical practice; and (2) normally handled by non-
mental health and substance abuse clinicians;

* In excess of the amount that the provider has agreed to accept for the service; or

« For services or supplies for which benefits are not payable under the section titled “ What the Program
DoesNot Cover” beginning on page 63.

Summary of Benefits for Mental Health
and Substance Abuse

Service In-Network Out-o -Networ k
(Percentage of covered expense | (Percentage of covered expense paid by
paid by the Programwith no Programwith no deductible)
deductible)

Inpatient treatment in a 80% 50% of reasonable and customary rates

hospital

Inpatient treatment in a 80% 50% of reasonable and customary rates

residential facility other than a

hospital

Day treatment at hospital or 80% 50% of reasonable and customary rates

residential facility

Maximum length of
inpatient stay

45 days per year —for

mental health and substance
abuse combined—minus any
days of treatment not authorized

10 days per year for mental
health and substance
abuse combined

Structured outpatient
substance abuse program

$5 copay per visit

$150 maximum out-of-pocket
per program

Limit of 2 programs per year

Covered under outpatient treatment
(below)

Outpatient treatment

Maximum benefits
Mental health treatment
Substance abuse treatment

80%

No limit to the number of visits;
CIGNA Behaviora Health must
certify and monitor care

No lifetime dollar maximum.

50%

Mental health care treatment must be
provided by aPh.D., MD or MSW

25 visit limit per year

$25,000 per person combined lifetime maximum for inpatient and outpatient
trestment from a network provider. $5,000 per person lifetime maximum if
you receive care from a PPO out-of-network provider. This appliesto
inpatient or outpatient services. No annual out-of-pocket maximum.

Preauthorization and review by
CIGNA Behavioral Health

Pre-authorization isrequired for al care; failure to obtain pre-authorization

will result

in no payment. All coverage is subject to medical necessity determination by

CIGNA Behavioral Hedlth.
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What the Program Does Not Cover

(applicable to BCBS PPOs, CIGNA Network and CIGNA PPO except as noted)

In addition to the limitations and exclusions described under the specific benefitslisted in this SPD, the
Program will not reimburse charges for the following (please note that the limitations and exclusions
listed apply to al Program options unless otherwise noted):

* Services that are not medically necessary as determined by the Claims Administrator.

* Services or suppliesthat are not specifically mentioned in this benefit booklet.
* Custodial care services.

* Services or supplies received during an inpatient stay when the stay is primarily related to behavioral,
social maladjustment, lack of discipline or other antisocial actions which are not specifically the result of
mental illness.

« Personal hygiene, comfort or convenience items commonly used for other than medical purposes, such
asair conditioners, humidifiers, physical fitness equipment, televisions and tel ephones.

* Specia braces, splints, specialized equipment, appliances, ambulatory apparatus, battery implants,
except as specifically mentioned as covered in this SPD.

« Blood derivativeswhich are not classified asdrugsin the officia formularies.

* Treatment of flat foot conditions and the prescription of supportive devices for such conditions and the
treatment of subluxations of the foot.

* Routine foot care.
 Hearing aids or examinations for the prescription or fitting of hearing aids.

* Eyeglasses, contact lenses or cataract lenses and the examination for prescribing or fitting of glasses or
contact lenses or surgical treatment for correction of refractive errors, including radial keratotomy. Any
exceptions must be specifically identified as a Program option benefit. If you enrolled in the Vision Care
Plan, which is a separate plan and not part of the Pre-65 Retiree Medical Program option, refer to the SPD
for the Vision Care Plan that givesinformation on Vision Care Plan benefits.

« Diagnostic services as part of routine physical examinations or check-ups, premarital examinations,
determination of auditory problems, surveys, case finding, research studies, screening, or similar
procedures or tests which are investigational, unless specifically mentioned as covered in this SPD.

* Services and supplies for human organ or tissue transplants other than those specifically named as
covered in this SPD.

« Plastic or cosmetic surgery, reconstructive surgery, or other services or suppliesthat improve, alter or
enhance appearance except where requested due to injury while covered under the Program, or to repair a
congenital birth defect, or as otherwise stated as a covered benefit in this SPD.

* Chargesthat aperson is not legally required to pay.
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« Confinement in a hospital operated by the U.S. government or any of its agencies, except care of anon-
military service-related illness or injury received by an employee at a Veterans Administration facility.

* Procedures, services, treatments, or supplies (including drugs) that the Claims Administrator determines
to be experimental or investigational using one or more of the following criteria:

—Themedical or surgical procedure or supply isunder study or inaclinical trial to evaluateits
toxicity, safety or efficacy for aparticular diagnosis or set of indications. Clinical trialsinclude,
but are not limited to, Phasel, 11 and |11 clinical trials.

—The prevailing opinion within the appropriate specialty of the United States medical profession
isthat the medical or surgical procedure or supply needs further evaluation for the particular
diagnosisor set of indications beforeit isused outside clinical trials or other research settings.
The Claims Administrator will determineif thisitem istrue based on:

1 Published reportsin authoritative medical literature.

2 Regulations, reports, publications and evaluations issued by government agencies,
such asthe Agency for Health Care Policy and Research, the National Institutes of
Hedlth, and the FDA.

—A drug, medical supply, or medical device that is subject to FDA approval may be determined
experimental or investigational if:

1 It does not have FDA approval.

2 It has FDA approval only under its Treatment Investigational New Drug regulation or
asimilar regulation.

3 It hasFDA approval, but is being used for an indication or at a dosage that is not an
accepted off-label use. The Claims Administrator will determineif auseisan
accepted off-label use based on publ ished reports in authoritative medical literature
and entriesin the following drug compendia: The American Medical Association
Drug Evauations, The American Hospital Formulary Service Drug Information, and
The United States Pharmacopeia Dispensing Inforrretion.

—A hospital’ singtitutional review board acknowledges that the use of the medical or surgical
procedure or supply is experimental or investigational and subject to that board’ s approval.

—A hospital’ sinstitutional review board requires that the patient, parent or guardian give an
informed consent stating that the medical or surgical procedure or supply is experimental or
investigationa or part of aresearch project or study; or federal law requires such consent.

The ClaimsAdministrator has the discretionary authority to interpret and apply the definition of
experimental and investigational in determining whether medical services and supplies are covered
charges under Program.

« Any injury resulting from, or in the course of, any employment for wage or profit, except for exempt
employees injured while performing duties for BNSF or a BNSF affiliate.

« Any injury or sickness covered under any Workers Compensation or similar law, except for exempt
employees injured while performing duties for BNSF.
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« Custodial services not intended primarily to treat a specific injury or sickness, or any education or
training.

* Reports, evaluations, examinations or hospitalizations not required for health reasons as determined by
theClaims Administrator.

* Reversal of voluntary sterilization procedures and certain infertility services not specifically listed as
covered under the Program.

* Transsexual surgery and related medical or psychologica services.

» Amniocentesis, ultrasound or any other procedures requested solely for sex determination of afetus,
unless medically necessary to determine the existence of a sex-linked genetic disorder.

« Over-the-counter disposable or consumable supplies, including orthotic devices, unlessthe latter are
determined to be medically necessary by the Claims Administrator.

* The following drugs and medicines: diet pills, minoxidil, Retin-A after age 26 unless medically
necessary, and non-prescription drugs of any kind.

« Speech therapy when rendered for the treatment of psychosocial speech delay, behaviora problems
(including impulsive behavior and impulsivity syndrome), attention disorder, conceptua handicap or
mental retardation.

* Chargesin excess of reasonable and customary as determined by the Claims Administrator.

* Treatmert of teeth/peridontalium except for emergency dental work to stabilize teeth due to injury to
sound natural teeth.

* Treatment that is not medically necessary, even if it is prescribed, recommended or approved by a
physician. The Claims Administrator hasthe discretionary authority to determine whether hospitalization
or other health care services or supplies are medically necessary.

* Expenses for which benefits are payable under another benefit plan or under insurance provided by an
employer, or for which an employer paysall or part of the cost.

* Services or supplies furnished before coverage under the Program became effective.

« Care, treatment, services or suppliesthat are not recommended or approved by your physician.

* Services and supplies furnished, paid for, or for which benefits are provided or required under any law
of agovernment (for example, Medicare) whether or not that payment or benefits are received, except a

government plan for its own employees, Medicaid or similar legislation of anystate.

» Room and board, education or training while you or a dependent is confined in afacility that is
primarily aschool, aplace of rest, aplace for the aged or anursing home.

* Expenses for permanent property improvements, even if they are directly related to medical care (such
as central air conditioning, a swimming pool or wheelchair ramp).

* Care designed primarily to assist a patient in meeting the activities of daily living.
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« Services or supplies furnished to you or adependent as an inpatient on aday when the patient’ s physical
or mental condition could be safely diagnosed or treated on an outpatient basis.

« Counseling services including marriage, family, child, career, social adjustment, pastoral or financia
counseling, except as specificdly described in the Program.

» Missed appointments or the completion of claim forms.

* Treatment of injuries sustained during the commission of afelony or other criminal act.

* Treatment of injuries sustained asthe result of war or any act of war or international armed conflict.

* Services or suppliesfor medical care paid for or expected to be paid for by any persons (or the insurers
of such persons) considered to be responsible for the condition giving rise to the charges as aresult of a
judgment, set tlement or otherwise. See page 93 under "Right of Reimbursement”.

« Charges made by any provider who is a member of your family or your dependent’s family.

* Expensesincurred by you or your dependents to the extent that amounts are paid or payable for those
expenses under the mandatory part of any auto insurance policy written to comply with a“no-fault”

insurance law or an uninsured motorist insurance law. The Claims Administrator will take into account
any adjustment option chosen under such part by you or any one of your dependents.

« Charges to the extent that payment is unlawful where the person resides when the expenses are incurred.

* Occupational Therapy, Physical Therapy and Speech Therapy that are considered "maintenance” by the
ClaimsAdministrator.

« Chargesto the extent of the exclusionsimposed by any certification requirement under the Program.

» Replacement of external prostheses due to wear and tear, loss, theft, or destruction, or any
biomechanical external prosthetic devices.

* Charges for or in connection with an elective abortion unless the physician certifiesin writing that the
pregnancy would endanger thelife of the mother or the expenses are incurred to treat medical
complications due to an abortion (applicable to the CIGNA Network and CIGNA PPO options only).

« Services or supplies received from a provider other than your Primary Care Physician unless referred or
preauthorized by your PCP and/or approved by the Claims Administrator (applicabletothe CIGNA
Network option only).

* Routine preventive care received from out-of-network providers (applicable to BCBS PPOs and
CIGNA PPO options only.)



Outpatient Prescription Drug Benefit

Effective January 1, 2003, your prescription drug benefit is administered by Caremark Inc. Under the
Caremark program, you can fill prescriptions at network retail pharmacies or through one of Caremark's
Mail Service pharmacies. Y our prescription drug copayments or coinsurance amounts do not apply
toward your Pre-65 Retiree Medical Program deductible or out-pocket maximumes.

Included in your prescription drug benefit program isa"Primary Drug List" (formulary). A Primary
Drug Ligt, or formulary, isalist of preferred prescription medications that are proven to be effective in
meeting the pat ient's clinical needs. These drugs are generally lower in cost than other available drugs.
For alist of prescription drugs included in the Primary Drug List refer to Caremark’'s web site at
www.caremark.comor call their toll free number at 1-800-378-7559.

Participating Pharmacy Benefit
Y ou may fill aprescription for up to a 34-day supply at any participating pharmacy by showing your
Caremark Identification card and paying the applicable charge.

Retail prescription costs are as follows:

Prescription BCBSPlan

Drug Type Base Plan PlusPlan CIGNA Network CIGNA
PPO

Generic 25%* (Minimum $10; Maximum $100) $10 $10 $10

Formulary 25%* (Minimum $25; Maximum $100) $25 $25 $25

Non-Formulary | 25%* (Minimum $40; Maximum $100) $40 $40 $0

*Of total prescription cost up to maximum listed.

For alist of participating pharmacies refer to Caremark's web site atwww.caremark.comor call 800-378
7559.

If you use a non-participating pharmacy, you will pay 100 percent of the prescription price. You will
then need to submit apaper claim form, along with the original prescription receipt(s) to Caremark for
reimbursement of covered expenses. |n most cases this option will cost you more. Thetimelimit to filea
paper claim with Caremark is 365 days from the prescription fill date.

Mail Order Pharmacy Benefit

Caremark's Mail Service Program providesaway for you to order up to a 90-day supply of maintenance
or long-term medication for direct delivery to your home.

For prescriptions received from one of the Caremark Mail Service pharmaciesyou will pay:

Prescription BCBSPIlan CIGNA CIGNA

Drug Type Base Plan Plus Network ~ PPO
Plan

Generic Two times retail* (Minimum $20; Maximum $200) | $20 $0 $20

Formulary Twotimesretail* (Minimum $50; Maximum $200) | $50 $60 $50

Non-Formulary Two timesretail* (Minimum $80; Maximum $200) | $80 80 $80

*Of total prescription cost up to maximum listed.
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Information on how to use the mail order phar macy benefit isincluded in the packet with your Caremark
Identification Card.

For questions about mail order prescriptions, call 1:800-378-7559 or visit Caremark's web site at
www.caremark.com.

Covered Prescription Drugs
The term covered prescription drug means:

* A Prescription Legend Drug for which awritten prescription is required;

* Oral or injectableinsulin dispensed only upon the written prescription of aphysician;

* Insulin needles and syringes,

» A compound medication of which at least one ingredient is a Prescription Legend Drug;
* Tretinoin for individuals through age 26;

* Any other drug that, under the applicable state law, may be dispensed only upon the written prescription
of aphysician;

* Oral cortraceptives;
* Prenatal vitamins, upon written prescription;

» Aninjectable drug, excluding injectable infertility drugs, for which aprescription is required, including
needles and syringes,

* Oradl infertility drugs (up to a$2,500 lifetime maximum);
» Gucose test strips;

» Growth hormones (managed through Caremark's Speciaty Pharmacy and Services) and anabolic
steroids (available only through Caremark's Mail Service Program); and

« A drug that has been prescribed for aparticular use for which it hasnot been approved by the Food and
Drug Administration (FDA) only if it meets the following criteria

—The drug is recognized for the specific use in any one of the following established reference compendia:
the United States Pharmacopeia Drug Information, the American Medical Association Drug Evaluation,
the American Hospital Formulary Service, or any peer -reviewed national professional medical journal;
—The drug has been otherwise approved by the FDA; and

—The drug has not been contraindicated by the FDA for the use prescribed.

Limitations
No payment will be made under the Program for the following expenses:
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« For non-legend drugs, other than those specified above under “ Covered Prescription Drugs’;

* To the extent that payment is unlawful where the person resides when expenses are incurred;

« For chargesthat the personis not legally required to pay;

« For charges that would not have been made if the person was not covered under the Program;

* For experimental drugs or for drugs labeled “ Caution —limit ed by federal law to investigational use”;

* For drugs that are not considered essential for the necessary care and treatment of an injury or sickness,
asdetermined by the Claims Administrator for the Program or by the retail pharmacy administrator;

« For drugs obtained from a nonparticipating mail order pharmacy;

« For any prescription filled in excess of the number specified by the physician or dispensed more than
oneyear from the date of the physician’ sorder;

« For more than a 34-day supply when dispensed in any one prescription order through aretail pharmacy;

« For more than a 90-day supply when dispensed in any one prescription order through a participating
mail order pharmacy;

« For indications not approved by the Food and Drug Administration;

« To the extent that the person is covered under the mandatory part of any auto insurance policy written to
comply with a“no-fault” insurance law or an uninsured motorist insurance law (any adjustment option
chosen under such part will be taken into account),

« For immunization agents, biological sera, blood or blood plasma;

« For therapeutic devices or appliances, including support garments and other non-medicinal substances,
excluding insulin syringes;

« For drugs used for cosmetic purposes;

« For tretinoin for individuals age 27 or over;

* For administration of any drug;

* For medication that is taken or administered — in whole or in part— at the place where it is dispensed,
or while aperson is apatient in an ingtitution that operates— or allowsto be operated on its premises —

afacility for dispensing pharmaceuticals;

« For prescriptions that an eligible person is entitled to receive without charge from any Workers
Compensation or similar law or any public program other than Medicaid;

« For nutritional or dietary supplements, anti-obesity drugsor anorexiants,

« For contraceptive devices, including implantable contraceptive devices,
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« For vitamins, excluding prenatal vitamins, upon written prescription;
« For ord infertility drugs after the $2,500 ddlar lifetime maximum has been exhausted; or

« For smoking cessation products.
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Your Health Reimbursement Account (HRA)

Beginning in 2005, all BNSF Pre-65 Retiree M edical options (except HMO's) feature a Health
Reimbursement Account or HRA. Festuresinclude:

The HRA isfinanced solely with contributions from BNSF. Y ou don’t contribute to your HRA;
BNSF funds the entire amount. The amounts contributed to your HRA by BNSF are not taxable to
you asincome, nor are any distributions taxable to you provided you use them for quaified medical
expenses.

On thefirst day of the calendar year, BNSF will contribute $350 to your individual HRA for you or
$700 if you cover any family members on your medical coverage election. Y ou will receive a new
contributioneach year.

Y ou can use your HRA to reimburse eligible medical expensesincurred by you, your spouse, or your
tax dependents (i.e. claimed as a dependent on your federal income tax return during the relevant
period). Eligible expensesinclude:

Expensesthat were applied to your annual deductible;

Copays for office visits or prescription drugs;

Coinsurance amounts;

Qualified overthe-counter medicationsthat treat anillnessor injury (i.e., not for genera
health); or

= Transportation services necessary to receive medical care.

If you do not spend your entire HRA account during the year unused amountsin your HRA are
carried over from yearto-year.

The HRA isadministered by Your Spending Account (Y SA) which means you may pay for digible
HRA expenseswith the Y SA debit card.

Qualified Change in Status

If you experience a change in certain family or employment circumstances that resultsin you or a covered
dependent gaining or losing eligibility under a health plan, as described on page 3, the HRA account will
be adjusted asfollows:

Mid-Year Changein Coverage Category
If you move from the single coverage category to any of the other three coverage categoriesyour
HRA amount will beincreased by the incremental difference between the single HRA amount ($350)
and the family HRA amount ($700). The balance going forward will be the original $350, less
reimbursements, plus the additional $350.

If you move from family coverage to single coverageyour HRA amount will bereduced to $350 and
the balance will be $350 |ess previous reimbursements.

Example: A participant exhausted the $700 family HRA amount prior to aqudified status change.
Asaresult of the change, their coverage category changed to “Y ou Only”. The participant had
already used their $350 allament for the year, so theibalance will be adjusted to $0.00. (Note: BNSF
will not attempt to recoup the difference of $350.)
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Example: A participant had family coverage and had received reimbursements of $250 from the
HRA. Asaresult of aqualified status change, their coverage category changed to “You Only”. The
HRA allotment will be reduced to $350 and the balance in the HRA will be $100. ($350 allotment -
$250 already reimbursed)

Example: A participant had “Y ou Only” coverage and had received reimbursements of $250 from
the HRA. Asaresult of aqualified status change, their coverage category changed to “You +
Family”. The HRA allotment will beincreased to $700. The balancein the HRA will be $450.
($700 alotment - $250 already reimbursed)

Divorceor Legal Separation

In the case of divorce or legal separation, your HRA balance will stay withyour account. 'Y our spouse
will have a COBRA enrollment opportunity, and if your ex spouse enrollsin COBRA coveragein either
the CIGNA Network or BCBS PPO option, he or shewill receive an HRA alotment at thetime of
enrollment.

Example: A participant has family coverage ($700 HRA). The participant gets divorced on July 1%,
At that time, the participant had used $250 of the HRA. Dueto the divorce, the participant now has
single coverage.

The participant's HRA alotment will be adjusted from $700 to $350 due to the coverage change.
Theremaining HRA baance is $100. If the spouse enrollsin COBRA coverage, the spouse will
receivetheir own HRA balance. The amount will be $350 or $700 depending upon the coverage
category.

Example: A participant has family coverage ($700 HRA). The participant gets divorced on July 1°.
At that time, the participant had used $500 of the HRA. Dueto thedivorce, the participant now has
single coverage.

The participant’'s HRA alotment will be adjusted from $700 to $350 due to the coverage change.
The remaining HRA balanceis $0. If the spouse enrollsin COBRA coverage, the spouse will receive
their own HRA balance. The amount will be $350 or $700 depending upon the coverage category.

Medicare Age Attainment

Medicare-€eligible retirees and their dependents are not eligible for the HRA, so when you or your spouse
turns 65 your HRA is affected. When you turn 65, you, your spouse and any dependents will cease being
eligible for the Pre-65 Retiree Medical Program and your HRA balance will be forfeited.

If your spouse turns 65 before you and you have no dependents, your HRA allotment will be adjusted to
$350, less any amounts already reimbursed.

Example: Y ou had family coverage with aHRA amount of $700 and $250 had been used when
your spouse turned 65. Only you remain dligible for the HRA, and the balance is $100 ($350
allotment - $250 already reimbursed).

Death

If you diewhile covered under the Santa Fe Pre-65 Retiree Medical Program, your balance will be
forfeited. However, if your dependents continue coverage, your dependentswill be given anew HRA
alotment upon enrollment.
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Eligible Expenses

Y ou may use your HRA for reimbursement of health care expenses that are not paid by your medical or
dental coverage or that are not eligible for reimbursement through some other source. Expenses eligible
for reimbursement from your HRA can include the following (for a more completelist seethe Y SA Web
site at www.byr.com/benefits):

» Medical, dental, or vision deductibles.

» Medical, dental, or vision copayments.

» Medical, dental, and vision expenses not reimbursed through coordination of benefits with a second ary
payer.

« Vision care, including examinations, eyeglasses and contact lenses.

« Hearing care, including examinations and hearing aids.

* Dental care, including orthodontia expenses and dentures, but excluding cosmetic dental procedures.
» Emergency roomvisits.

* Expenses for operations or treatments, including obstetrical expenses, legal abortion, legal vasectomy,
therapy, or x-ray treatment.

 Expenses that exceed Medical or Dentd Program maximums.
* Routine checkups or visits to adoctor or clinic not covered by your medical or dental coverage.

« Out -of -pocket costs for prescription drugs, insulin and Laetrile, but only if Laetrileis prescribed by a
doctor and purchased and used in alocation where its sdle and use are legal.

» Non-prescription drugs used for medical care.
* Outpatient mental health care.
« Chargesfor psychologists, chiropractors and physical therapy for medical care.

» Expenses for care in an ingtitution other than a hospital, including the cost of meals and lodging, when
confinement is medically necessary.

« Tuition feesfor a special school for physically or mentally handicapped children, if the main reason for
using the school isthat it has resources for relieving the handicap.

« Tuition feesfor aspecial school, such as onethat teaches Braille or lip reading, that helps your
dependent compensate for or overcome a physical handicap and prepares him or her for attendance at a
regular school or for daily life.

« Tutoring fees for handicapped children provided the teacher is qualified to work with children who have
severe learning disabilities.

* Charges for medical care included in the tuition fee of a college or private school.
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* Educational devicesfor theblind.

* Chargesfor Braille reading material to the extent it is more expensivethan non-Braille literature.
« Guide dogsfor the blind or deaf, including training charges.

« Installation and repairs of special telephone and tel evision equipment for the desf.

* Installation and operating costs of specia equipment in a car used by a physically handicapped person.
» Smoking cessation or weight loss programs prescribed by a physician.

* Treatment of obesity.

* Durable medical equipment, including wheelchairs, crutches and inclinators.

* Artificial limbs.

« Portable air conditioners purchased only for the use of asick person.

* Fluoride treatment of your home' s water if treatment is recommended by a dentist.

* Transportation costs directly related to and primarily for receiving medical care, including parking and
mileage. Mileageis reimbursed at the current IRS mileage rate for medical expenses.

* Lasik Surgery.

« Other expenses that are considered allowable expenses for medical care under Internal Revenue Code
Section 213(d), or as published by the Internal Revenue Service.

Excluded Expenses

The following expenses are not eligible for reimbursement from your HRA:
« Your contributions for medical and dental coverage under the BNSF Cafeteria Plan.

« Premium contributions for other health care plans, Life and Accidental Death and Dismemberment
Insurance, and automobile insurance whether BNSF plans or the plans of another employer.

» Non-prescription drugs used for general health purposes.

» Marriage or family counseling.

 Household help prescribed by a physician.

» The salary of alicensed practical nurse (L.P.N.) who caresfor anormal, healthy newborn child.

« Dancing, swimming and other types of lessons prescribed by a physician for the general improvement of
health.

» Membership fees and other costs for smoking cessation or weight loss programs when the programs are
for purposes of general health and well-being.
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« Health club programs, including resort hotels, health clubs, gyms or steam baths.
* Custodial care while confined.
» Remedial reading classes for norhandicapped children.

» Meals and lodging while you are away from home for medical treatment that is not provided at a
medical facility or for therelief of aspecific condition, even if thetrip is made on the advice of adoctor.

« Cosmetic surgery or procedures (including cosmetic dental procedures) as defined under Internal
Revenue Code Section 213(d).

« Illegal operations, treatmentsor drugs.
* Funerd or buria expenses.

* Toiletries and cosmetics.

« Vitaminsfor general health purposes.
* Bottled water.

» Maternity clothes and uniforms.

* Expenses for permanent property improvements even if they are directly related to medical care (such as
central air conditioning or aswimming pool).

 Expensesincurred prior to the date of your enrollment in the Health Reimbursement A ccount.

In addition, you will not be reimbursed for any expenses that are covered for you or your eligible
Dependents under the provisions of any health care plan or insurance policy or that are reimbursed
through any other source.

Claims Procedures

Thereare two ways to access funds in your Health Reimbursement Account. Oneisby using the Y SA
Debit Card and the other isto pay for digible expenses through other means and file a claim for
reimbursement.

Y SA Debit Card

If you are igible for the HRA, you will beissued aY SA MasterCard that you can use to pay for
eligible expensesrather than paying out-of-pocket and submitting a claim for reimbursement. You
will be sent one debit card, but you can request additional cards for your spouse and dligible
dependents by calling Y SA.

You can usethe Y SA card at providers such as doctor offices, pharmacies, hospitals, and dentist
offices aslong as the provider is set up to process debit transactions. The Y SA card allows the
provider to be paid for servicesimmediately. Y SA card transactions are validated electronically at
thetime of the service or via paper documentation afterward. You should retain receipts for all
transactionsin case they are required for “ substantiation” (documentation of the claim). If
receipts are required, you will receive an email containing instructions and alink to Y SA for printing
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of acover sheet to include with the documentation. It isimportant that you follow the instructions so
that your receipts can be matched to your claim. If Y SA does not have your email address, you will
receive a letter containing instructions.

If the Claims Administrator determines that you have used the Y SA card for an ineligible expense, or
you do not provide the required documentation when requested, your account will be considered in
"overpayment" status and your Y SA card will be suspended until the overpayment is recovered or
appropriate documentation is received.

Further detailsabout the Y SA card can found online at www.ybr.com/benefits by clicking on Y our
Spending Account on the left hand side.

Non Debit Card Claims Reimbur sement

If you choose not to use the Y SA card to pay for eligible expenses, you can file amanual claim for
reimbursement. Y ou can bereimbursed for eligible expenses asthey are incurred, up to the
maximum amount in your HRA. To fileareimbursement claim, you can access the web site for

Y our Spending Account, complete an online claim form, print the form, then fax or mail to Y SA
aong with your receipts. Alternatively, you can download a claim form from the Forms and
Enrollment Folder on the Benefits page of the BNSF web site and fax or mail to Y SA.

If Your Claim is Denied
An appeal for adenied HRA claim should be addressed to:

Y our Spending Account

Benefit Determination Review Team
P.O. Box 1444

Lincolnshire, IL 60069
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When Coverage Ends

Coverage for you and your covered dependents will end on thefirst to occur of the following:

The date you fail to pay the required contribution.

The date the Pre-65 Retiree Medical Program isterminated by BNSF or by the BNSF affiliate that

offers early Retiree medical coverage for all eligible early Retiree classes, or for the early Retiree
classto which you belong.

The date benefits paid to y ou equal the lifetime maximum benefit payable under the Pre-65 Retiree
Medical Program option you enrolled in. (Coverage for enrolled dependents who have not reached
their lifetime maximum benefit will not be affected if your dependents continue to meet the Program'’s
eligibility requirements.) Benefits paid on behalf of you, your spouse, or dependent child under the
Medical Program for active salaried employeeswill count toward the lifetime maximum under the
Program option you elect.

The beginning of the month in which you reach age 65. When you reach age 65, you are eligible for
Post-65 Retiree Medical Program coverage. Contact YBR to enroll in the Post-65 Retiree Medical
Program. Y our spouse and dependentswill be enrolled in the same Post-65 Retiree Medical Program
optionin which you are enrolled. However, if you enroll in the Post-65 Indemnity option and el ect
coverage for dependents, your dependents under age 65 will be enrolled in the CIGNA PPO option.

For adependent child or spouse, the datethe child or spouse no longer meetsthe Pre-65 Retiree
Medical Program's eligibility for dependent coverage. (Dependent eligibility is described on page 3
of the SPD.)



Continuation of Coverage Under COBRA

(Consolidated Omnibus Budget Reconciliation Act of 1985 as Amended)

This section contains important information about your covered dependent’ sright to COBRA
continuation coverage, which is a temporary extension of coverage under the Pre-65 Retiree Medical
Program. The information that follows generally explains COBRA continuation coverage, when it may
become available to your family, and what you need to do to protect the right to receiveit. Theright to
COBRA continuation coverage was created by afederal law, the Consolidated Omnibus Reconciliation
Act of 1985 (“COBRA").

What is COBRA Continuation Coverage?

COBRA continuation coverage is a continuation of BNSF Medical Program coverage when coverage
would otherwise end because of alife event known as aqualifying event. Specific qualifying events are
listed below. After aqualifying event, COBRA continuation coverage must be offered to each person
whoisa“qualified beneficiary.” Y our digible dependents could become qualified beneficiariesif
coverage under the BNSF Medical Program islost because of aqualifying event.

Eligibility
Y our covered dependents will become eligible for COBRA continuation coverage after any of the
following qualifying events result in the loss of Pre-65 Retiree Medical Program coverage:

« |If you arethe spouse of an employee, you will become a qualified beneficiary if you lose your coverage
under the Pre-65 Retiree Medical Program because you and your spouse are legally separated or divorced
resulting in loss of coverage under the Pre-65 Retiree Medical Program.

* Y our dependent children will become qualified beneficiariesif they lose coverage under the Pre-65
Retiree Medical Programbecause your dependent child either marries or reaches the maximum age under
the Pre-65 Retiree Medical Program and no longer qudifies for coverage under the Pre-65 Retiree
Medical Program.

For example: If your dependent child is afull-time student at an accredited college and the child «——{ Formatted: Bulletsand Numbering |
reaches age 23 two years after your early retirement date, and you waived COBRA and el ected
coverage under the Pre-65 Retiree Medical Program, the child may elect 36 months of COBRA
continuation from the date the child turns age 23.

Notification

The Pre-65 Retiree Medical Program will offer COBRA continuation coverage to qualified beneficiaries
only after the COBRA Administrator, Y our Benefits Resources (YBR), has been notified that a qualifying
event has occurred. If aqualifying event other than divorce, legal separation, loss of dependent status or
entitlement to Medicare occurs, your employer will notify YBR of the quaifying event. YBR will send
you an election form. To continue Pre-65 Retiree Medical Program coverage, you must return the election
form within 60 days from the later of:

* The date you receive the form; or

* The date your coverage ends due to a qualifying event.

-78-



For the other qualifying events (divorce or legal separation of the employee and spouse, a dependent
child'slosing digibility for coverage as a dependent child, or entitlement to M edicare), you or your
covered dependent must notify YBR's Customer Care Service by phone that a qualifying event has
occurred. This notification must be received by YBR within 60 days after the later of:

» The date of such event; or
* The date your €igible dependent would lose coverage on accou nt of such event.

YBR will send you an election form. To continue Pre-65 Retiree Medical Program coverage, you must
return the election form within 60 days from the later of:

* The date you receive the form; or
* The date your coverage ends due to a qualifying event.

Failureto promptly notify YBR of these eventswill result in loss of theright to continue coverage
for your dependents. After receiving thisnotice, YBR will send you an el ection form within 14 days. If
your dependents wish to elect continuation coverage, the election form must be returned to YBRwithin
60 days from the later of:

* The date the form isreceived by the qualified beneficiary, or
 The date the qualified beneficiary's coverage ends due to the qualifying event.

Once YBR receives notice that a qualifying event has occurred, COBRA continuation coverage will be
offered to each of the qualified beneficiaries. Each qualified beneficiary will have an independent right to
elect COBRA continuation coverage. You may elect COBRA continugtion coverage on behalf of your
spouse, and parents may elect COBRA continuation coverage on behalf of their children.

If you are digible for trade adjustment assistance (TAA) pursuant to the Trade Act of 1974 and you did
not el ect continuation coverage within the initial 60-day €l ection period, you may elect continuation
coverage within 60 days of the first day of the month in which you become eligiblefor TAA, but no later
than 6 months from the date health coverageislost. If you elect continuation coverage during this second
election period, your coverage will begin on thefirst day of the second el ection period, rather than the
date health coverageislost. The period between the loss of coverage and the beginning of the second
election period does not count as a break in coverage for purposes of the coverage rules under HIPAA (as
described in the section titled “ Opting Out of Early Retiree Coverage” on page 4).

Cost

If your spouse or dependent electsto continue coverage, they must pay the entire cost of coverage
(BNSF's contribution and the pre-65 retiree portion of the contribution), plus a 2% administrative fee for
the duration of COBRA continuation.

For COBRA coverage to remain in effect, payment must be received by YBR by thefirst day of the
month for which the payment is due, subject to a 30-day grace period. Thefirst payment isdue no later
than 45 days after the election to continue coverage, and it must cover the period of time back to the first
day of COBRA continuation coverage.
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Duration

COBRA continuation coverage is atemporary continuation of coverage. When the qualifying event is
your death, your entitlement to Medicare benefits (under Part A, Part B, or both), your divorce or lega
separation, or a dependent child's losing digibility as a dependent child, COBRA continuation coverage
lastsfor up to atotal of 36 months. If more than one qualifying event occurs, no more than 36 months of
total COBRA continuation coverage will be available

COBRA continuation coverage will be terminated even if the full COBRA continuation period has not
ended on the first to occur of the following:

‘/{ Formatted: Bulletsand Numbering}

» The COBRA beneficiary fails to make the required contributions when due;

» The COBRA beneficiary first becomes entitled to Medicare benefits after the initial COBRA qualifying
event; or

* BNSF terminates the Pre-65 Retiree Medical Program and does not maintain any other group health
program for eligible employees or retirees.

If You Have Questions

Questions concerning the Pre-65 Retiree Medical Programor your COBRA continuation coverage rights
should be addressed to the contact or contacts identified below. For moreinformation about your rights
under ERISA, including COBRA, the Health Insurance Portability and Accountability Act (HIPAA), and
other laws affecting group health plans, contact the nearest Regional or District Office of the U.S.
Department of Labor’s Employee Benefits Security Administration (EBSA) in your area or visit the
EBSA website at www.dol.gov/ebsa. (Addresses and phone numbers of Regional and District EBSA
Offices are available through EBSA’s website.)

Keep the Pre-65 Retiree Medical Program Informed of Address Changes
In order to protect your family’ s rights, you should keep the COBRA Administrator informed of any
changesin the addresses of family members. Y ou should aso keep a copy, for your records, of any
notices you send to the COBRA Administrator. Y ou can contact the COBRA Administrator at the below
address:

Y our Benefits Resources
2300 Discovery Lane
Orlando, Florida 32826
Phone: 1-877-847-2436



Coordination of Benefits

The following Program rules on coordination of benefits with group health plans other than Medicare will
apply to non-Medicare entitled early Retires, their spouses and dependent children covered under the Re-
65 Retiree Medica Program.

The Pre-65 Retiree Medical Program provides for coordination of benefits when medical expenses
incurred by you or your covered dependents are covered by agovernmental program other than Medicare
or Medicaid; automobile no-fault coverage; group, blanket or franchise insurance coverage, including
student coverage; the California Unemployment Insurance Code; service plan contracts; group or
individual practice or other prepayment plans; or coverage under alabor-management trusteed plan,
union welfare plan or any type of employer-sponsored plan.

Coverage under an individual policy or contract isnot included. Each plan or part of aplan that hasthe
right to coordinate benefits is treated as a separate plan. This coordination of benefits provision ensures
that the total benefits available to you will not exceed 100% of the allowable expenses. An “alowable
expense” isany medically necessary, reasonable and customary medical expense for which you or your
dependents are covered under at least one medical plan. When benefits from aplan arein the form of
services, not cash payments, the reasonable cash value of the service will be used to coordinate benefits.
An alowable expense does not include the difference between the cost of a private and semiprivate room,
except while the person’s stay in aprivate room is medically necessary.

If benefits are payable under more than one group plan, the maximum benefits payable under this
Program, when combined with benefits already paid by coordinating plans, will not be more than what
this Program would have paid had it been the only plan responsible for coverage. In other words, the total
benefits normally payable under this Program will be reduced by the amount of benefits paid by all other
plansfor the same services and supplies. Benefits payable under other plansinclude benefitsthat would
have been payable had proper claim been made for them.

When you are covered under more than one group plan, the plan that pays your benefitsfirst, without
regard to any other plan, is called the primary plan. If this Program isthe primary plan for you or your
covered dependents, your medical expenseswill be covered under this Program first. If this Programis
the secondary plan for you or your coveral dependents, this Program will cover eligible expensesthat are
not covered under your primary plan. In no event will this Program, if it is your secondary plan, exceed
the amount of benefits that would be payable to you if thiswere your primary plan.

For purposes of this coordination in benefits provision, an "alowable expense" means ahedth care
service or expense, including deductibles and copayments, that is covered at least in part by any of the
plans covering the person. When a plan covering a person provides benefitsin the form of services (for
example, the CIGNA Network option or an HMO) the reasonabl e cash value of each service will be
considered an alowable expense and a benefit paid. If the primary plan is aclosed panel plan (the
CIGNA Network option is such aplan) and the secondary plan is not a closed panel plan (that is, an
indemnity plan), the secondary plan shall pay or provide benefits asif it were primary when a covered
person usesanon -network provider (that is self-refersoutside the CIGNA Network), except for
emergency services or authorized CIGNA Network Primary Care Physician referrals that are paid or
provided by the primary plan. An expense or servicethat is not covered by any of the plans covering the
person is not an allowableexpense.

A plan without a coordinating provision is always the primary plan. If al plans have a coordinating
provision:
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= The plan covering the digible person directly, rather than as a dependent, is primary and the others
secondary.

= If achildis covered under both parents' plans, the plan of the parent whose birthday occurs earlier
during the calendar year isprimary. If both parents have the same birthday, the plan covering the
parent longer is primary. When the parents are separated or divorced, t heir plans pay in the following
order:

— The plan of the parent with custody of the child.
— The plan of the spouse of the parent with custody of the child.
— The plan of the parent not having custody of the child.

However, if the terms of a court decree have established financial responsibility for the child’s health care
expenses, the benefits of that plan are determined first.

If none of the above applies, the plan covering the patient longest is primary. When this Medical Program
isthe secondary plan, its payment is reduced to coordinate with the primary plan’s benefits.

The plan that covers the person as an active employee, or as a dependent of an active employee, pays
before the plan that covers an individual as alaid-off employee or such employee's dependent. If the
other plan does not have this same rule, then this rule will not apply if the result is that each plan
determinesits benefits after the other.

Specia Rules for Medicare Entitled Dependents

If your spouse or dependent is entitled to Medicare due to adisability, the Pre-65 Retiree Medica
Program will coordinate with Medicare for their coverage regardless of which Program coverage option
you have chosen. (Specid rules apply to HMOs. See page 83 of this Summary for those rules.)

The Pre-65 Retiree Program will pay benefits after Medicare makes its payment. Y our spouse or
dependent must submit aMedicare Explanation of Benefits (EOB) with aclaim for benefits under the
Pre-65 Retiree Program. Then the Pre-65 Retiree Program will calculate the Program benefits. The
Medicare EOB amount will be offset against what the Pre-65 Retiree Program would pay if there were no
payments from Medicare. Thisiscalled coordination of benefitswith Medicare. This coordination will
occur even if your spouse or dependent does not apply for Medicare when eligible. If thereisno
Medicare EOB to submit because your spouse or dependent has not applied for Medicare when eligible,
the Pre-65 Retiree Medicd Program will make a determination as to what Medicare would pay if your
spouse or dependent were covered under Medicare. It isimportant for your spouse or dependent to apply
for Medicare when first digible.
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Pre-65 Retiree HMO Coverage Option

If you are under age 65 and livein an area where an HMO is offered, you may elect to enroll in a
traditional HMO option. If you are under age 65 and your spouse is age 65 or over, your spouse will be
enrolled in aMedicare+Choice HMO if you elected HMO coverage. However, if thereisno
Medicare+Choice coverage available for your spouse through the HMO you elected, you will need to
elect one of the other Pre-65 Retiree Medical Program optionsif you wish to elect spousal coverage. This
is because both you and your spouse must be covered under the same Pre-65 Retiree Medical Program
option.

Pre-65 Retiree Medical Program HMO information is availablefrom YBR. HMOs offer anetwork of
doctors and other medical care providers and HM O benefitsinclude prescription drug card and mental
health/substance abuse benefits. Usually, there are no claim formsto file. Y our HMO primary physician
or referral health care provider takes care of most paperwork for you. If you enroll inan HMO, you will
receive an HMO membership booklet explaining benefitsin full.

If you turn 65 while covered under an HM O option that offers BNSF sponsored Medicare+Choice, you
will be enrolled in the BNSF sponsored HMO's M edicare+Choice product automatically. You will be
mailed the BN'SF sponsored M edicare+Choice HM O material s automatically three months prior to your
65th birthday. If thereis no BNSF sponsored Medicare+Choice HMO available in your area, you need to
contact YBR to arrangeatransfer to the Post-65 Retiree Indemnity Medical Program, effective the first
day of the month in which you attain age 65.

If you are enrolled in this Pre-65 Retiree Medical Program option when you turn age 65, you will receive
information on both the Post-65 Indemnity Medical Program and the BNSF sponsored Medicare+Choice
HMOs (if aMedicare+Choice HMO isavailablein your ared). If you elect the BNSF sponsored
Medicare+Choice HMO coverage and your spouse is age 65, your spouse must be covered under the
same HMO option. If you have dependent children who are covered, they will be enrolled in a standard
HMO offered by the ssme HM O that provides the Medicare+Choice option. Remember, your spouse
and all of your dependents must be enrolled in the same Pre-65 Retiree Medical Program option
you choose.



Cost of Pre-65 Retiree Coverage

BNSF shares the cost of medical coverage with you. If you retired after 1997, your portion of the cost is
based on a"point scale”. Points are determined by adding your age at retirement, plus your years of
BNSF servicein excess of 20 (or service after age 40 if you commenced employment prior to age 20).
Points are grouped into three ranges:

70 or more poaints;
65 to 69 points; and

Lessthan 65 points.

Retiree’ s share of the cost of coverage varies by range with the retiree’ s share being the least for those
with 70 or more points and the most for those with less than 60 points.

The following examplesillustrate how the point scale applies.

Example 1. If you retired at age 63 with 25 years of service, you would have 88 points minus 20, for a
total of 68 points. Youwill pay more than someone with 70 points, but less than someone with 64 points.

Example 2. If you retired at age 58 with 19 years of service, you would have 57 points (77 minus 20).
Your cost for coverage will be more than the other groups.

BNSF reservestheright to change the rates you are required to contribute for Pre-65 Retiree Medical
Program coverage, depending on the overall experience of the Pre-65 Retiree Medical Program. Y ou will
be notified of any changes prior to their effective date.



Claims Procedures

In general, health services and benefits must be medically necessary to be covered under the Medical
Benefit Program. Medical necessity determinations are made on either a pre-service, concurrent, or post-
servicebasis, asdescribed below. Under Department of Labor (DOL) regulations, claimants are entitled
to full and fair review of any claims made under the Medical Benefit Program. The procedures described
on pages 86 - 91 are intended to comply with DOL regulations by providing reasonable procedures
governing thefiling of benefit claims, notification of benefit decisions, and appeal of adverse benefit
decisions.

The Company has delegated the discretionary authority to interpret the BNSF Pre-65 Retiree Medical
Program terms and to make both initial claim determinations and final claim review decisions on ERISA
appealsto the Claims Administrator for the various program options. The BNSF Employee Benefits
Committee retains the discretionary authority to determine whether you and/or your dependents are
digible to enroll for coverage and/or to continue coverage under Program terms.

Definitions

Claim--A claim is any request for a Program benefit made in accordance with these claims procedures. A
communication regarding benefits that is not made in accordance with these procedures will not be
treated as a claim under these procedures.

Claimant--As an individual covered by the Pre-65 Retiree Medical Benefit Program, you become a
claimant when you make arequest for a Program benefit or benefits in accordance with these claims
procedures.

Incorrectly Filed Claim--Any request for benefits that is not made in accordance with these claims
procedures is considered an incorrectly filed claim.

Authorized Representati ve--Means an individual who has been identified in writing as the
representative of an individual covered by the Medical Benefit Program and signed by the Claimant;
however, in the case of aclaim involving urgent care, a health care professiona with knowledge of the
Claimant's medical condition will be permitted to act asthe Authorized Representative of theindividual
covered by the Medica Benefit Program.  An Authorized Representative may act on behalf of a Claimant
with respect to a benefit claim or appeal under these procedures. An assignment for purposes of payment
does not constitute appointment of an Authorized Representative under these claims procedures. Unless
the Claimant indicates otherwise in the authorization, al information and notifications regarding the claim
will be sent to the Authorized Representative and not to the Claimant.

No individual may receive "protected health information" without the Program having received an
"authorization" from the Claimant to the extent required by the Health Insurance Portability and
Accountability Act of 1996, and its applicable regulations ("HIPAA").

PreService Claim (pre-certification/ pre-authorization)--A claim is apre-service claim if benefits under
the Program are conditional on receiving approval in advance of obtaining the medical care.

Urgent Care Claim--A claiminvolving urgent careisany claim for medical care or treatment with
respect to which the application of the time periods that otherwise apply (1) could serioudly jeopardize the
claimant'slife or health or ability to regain maximum function or (2) would, in the opinion of aphysician
with knowledge of the claimant's medical condition, subject the claimant to severe pain that cannot be
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adequately managed without the care or treatment that is the subject of the claim. On receipt of a claim,
the Claims Administrator will make a determination of whether it involves urgent care, provided that, if a
physician with knowledge of the claimant's medical condition determinesthat aclaim involves urgent
care, the claim will be treated as an urgent care claim. If the requested medical care has aready been
provided, the claim will be considered a post-service claim.

Concurrent Care Claims—A concurrent care decision occurs when the Pro gram approves an ongoing
course of treatment to be provided over aperiod of time or for a specified number of treatments. There
aretwo types of concurrent care claims. (1) where reconsideration of the approval resultsin areduction
or termination of theinitially-approved period of time or number of treatments; and (2) where an
extension is requested beyond the initially-approved period of time or number of treatments.

Post-Service Claim--A post-service claimisany claim for a benefit under this Program that is not apre-
service claim or an urgent care claim. Post-service claims are claimsthat involve only the payment or
reimbursement of the cost for medical care that has already been provided.

How to FileaClam
BCBS PPO

No claim forms are necessary when you or a dependent uses a BCBS PPO network provider. However, at
the start of each calendar year, the Claims Administrator may ask you to complete a claim form to update
persona data.

If you or a dependent uses an out-of-network provider, you must submit acompleted claim form before
benefits can be paid. Y ou may obtain aclaim form from BCBS or call the Benefits Help Line at 800-234
1283 to request a claim form. Complete and sign the form and submit your claim to the Claims
Administrator. When you submit your claim, include with it a copy of your medical bill showing the
following:

« Retiree's name and subscriber identification number with a pha prefix as shown on your identification
card,

* Patient’ sfull name;

« Nature of the sickness or injury;,

* Typeof serviceor supply furnished;

« Date or dates the service was rendered or the purchase was made;

* Itemized charges for each service or supply; and

* Provider of service with address and tax 1D number.

Y ou must submit separate claims for yourself and each of your covered dependents who have incurred
medical expenses. Incomplete claim forms will not be processed.

All PPO network and out-of-network claims must be filed no later than two (2) years after the date
aserviceisreceived. Claimsnot filed within two (2) years from the date a service isreceived will
not be dligible for payment under Program terms.



CIGNA Network

No claim forms are necessary when you or adependent uses a CIGNA Network provider intheregionin
which you live. However, at the start of each calendar year, the Claims Administrator may ask you to
complete a claim form to update personal data.

Certain services require prior authorization in order to be covered. Y ou or your authorized representative
(typically, your health care provider) must request the medical necessity determination.

CIGNA PPO

No claim forms are necessary when you or a dependent uses a CIGNA PPO network provider. However,
at the start of each calendar year, the Claims Administrator may ask you to complete a claim form to
update personal data.

If you or a dependent uses an out-of-network provider, you must submit a completed claim form before
benefits can be paid. Y ou may obtain aclaim form from CIGNA or cal the Benefits Help Line at 800-
234-1283 to request aclaim form. Complete and sign the form and submit your claim to the Claims
Administrator. When you submit your claim, include with it a copy of your medical bill showing the
following:

* Retireg's name and Socia Security number;

« Patient’sfull name;

* Nature of the sickness or injury;

* Typeof serviceor supply furnished;

« Date or dates the service was rendered or the purchase was made;
* Itemized charges for each service or supply; and

* Provider of servicewith address and tax ID number.

Y ou must submit separate claims for yourself and each of your covered dependents who have incurred
medical expenses. Incomplete claim forms will not be processed.

Timeframe for Deciding Initial Benefit Claims (Including Medical
Necessity Determinations)

PreService Claims--The Claims Administrator will notify you or your representative of the
determination within 15 days after receipt of the claim (or request). However, if more time is needed to
make a determination due to matters beyond the Claims Administiator's control, the Claims Administrator
will notify you or your representative within 15 days after receiving the claim. This notice will include
the date a determination can be expected, which will be no more than 30 days after receipt of the claim.

If more time is needed because necessary information is missing from the claim, the notice will also
specify what information is needed and you or your representative must provide the specified information
within 45 days after receiving the notice. The timeframe for deciding the claim will be suspended from
the date the extension noticeis sent until the date the missing necessary information is provided to the
Claims Administrator.

Urgent Care Claim--The Claims Administrator will decide aninitial urgent care claim within 72 hours
after receiving the claim. However, if necessary information is missing from the claim, you or your
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representative will be notified within 24 hours after receiving the claim to specify what information is
needed. The specified information must be provided to the Claims Administrator within 48 hours after
receiving the notice. The Claims Administrator will decide the claim within 48 hours after the receipt of
the specified information.

Concurrent Care Claims—When an ongoing course of treatment has been approved for you and you
wish to extend the approval, you or your representative must request the extension at least 24 hours prior
to the expiration of the approved period of time or number of treatments. When you or your
representative requests such a determination, the Claims Administrator will notify you or your
representative of the determination within 24 hours after receiving the claim.

Post-Service Claim--The Claims Administrator will notify you or your representativ e of the
determination within 30 days after receiving the claim. However, if more time is needed to make a
determination due to matters beyond the Claims Administrator's control, the Claims Administrator will
notify you or your representative within 30 days after receiving the claim. This notice will include the
date a determination can be expected, which will be no more than 45 days after receipt of the claim. If
more time is needed because necessary information is missing from the claim, the notice will also specify
what information is needed and you or your representative must provide the specified information within
45 days after receiving the notice. The timeframe for deciding the claim will be suspended from the date
the extension naticeissent until the date the missing necessary information is provided to the Claims
Administrator.

Notification of Initial Benefit Determination

Each time a claim is submitted, you or your representative will receive awritten Explanation of Benefits
form that will explain how much was paid towards the claim or whether the claim was denied, in whole or
in part. Or, when services or benefits are determined to be not medically necessary you or your
representative will receive awritten description of the adverse determination. If aclaim isdenied, in
whole or in part, the Claims Administrator will give you or your representative awritten notice of the
denial and the reason for the denial.  The Claim Denial Notice or notice of an adverse benefit
determination will include the following:

= Explain the specific reason(s) for the denidl;

» Provide the specific reference to pertinent Program provisions on which the denial was based;

= Provide adescription of any additional information necessary to reverse the denial, or in the case of
an incomplete claim to perfect the claim;

» Provide an explanation of the Program's claim review procedures and applicable time limits; and

= If the Claims Administrator used or relied on internal guidelines, protocols, or other criteria, the letter
will specify the criterion; and a copy of such rule, guideline, protocol or other criteria, and reasonable
access to relevant documents, records and other information relevant to the Claim will be provided
free of charge on request.

If your Primary CarePhysician denies or limits a treatment or benefit under the CIGNA Network option,
or if the Primary Care Physician denies arequest for areferral for medical services or supplies, or to a
medical specialist, you can consider your claim denied under the CIGNA Network option. Likewisg, if a
CIGNA Network provider other than the Primary Care Physician denies arequest for services covered
under the CIGNA Network option, whether the denial isfor full or partial services, you can consider your
claim denied under the CIGNA Network option.



If Your Claim is Denied

The Pre-65 Retiree Medica Benefit Program is subject to the Employee Retirement Income Security Act
of 1974, as amended (ERISA). ERISA has special rules that must be followed when you or your
representative chooses to appeal an adverse benefit decision (denied claim).

Y ou have aright to appeal any claim denial, including any denial at the pre-service (pre-certification/ pre-
authorization) level. 1t does not make any difference whether the denial is acomplete denial or apartia
denial. You or your representative should file awritten request for appeal as soon asyou receive adenial
of benefits that you believe should be covered under the Medical Benefit Program but no later than 180
days from the date you receive notice that your claim has been denied. Failure to comply with this
important deadline may cause you to forfeit any right to appeal the denial. If theclaimisan Urgent Care
Claim, you may appeal the decision and receive an expedited decision (please see below.)

A person who did not make theinitial decision shall decide your appeal. The review on appeal will not
giveany deferencetotheinitial decision and will takeinto account all information submitted by you,
regardless of whether it was submitted or considered in theinitial decision.

If you have elected one of the BCBS PPO option and are appealing a denial of a mental illness or
substance abuse benefit under the Program, there are special procedures. You will find those procedures
in the Mental Health and Substance Abuse section of this SPD that relates to BCBS PPO Program
Benefits. See page 27.

Along with your written request for areview, you may submit any additional documents and written
issues and comments you believe should be considered during the review. Y ou should aso include any
clinical documentation from your physician that would substantiate coverage of the denied claim.

Upon request, you or your representative will be provided reasonable access to and copies of all
documents, records and other information relevant to your claim, free of charge, including:

= Information relied upon in making the benefit determination;

= Information submitted, considered or generated in the course of making the benefit determination,
whether or not it was relied upon in making the benefit determination;

= Descriptions of the administrative processes and safeguards used in making the benefit determination;

= Records of any independent reviews conducted by the Claims Administrator;

= |f the claim was based on amedica judgment, including determinations about whether a particular
serviceis experimental, investigational or not medically necessary or appropriate, an explanation of
the scientific or clinical judgment for the decision applying the term of the Program, onan
explanation for the denial; and

= Expert advice and consultation obtained by the Claims Administrator in connection with your denied
claim, whether or not the advice was relied upon in making the benefit determination.

Your request for an appeal should be addressed to:

= For BCBSProgram Options:
Blue Cross and Blue Shield of 1llinois (BCBSIL)
Claim Review Section

P.O. Box 2401
Chicago, IL 60690
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= For CIGNA Network Program Option:

Y our request for an appeal should be addressed to the address listed on your Benefit Identification card,
explanation of benefits, or claim form.

»= For CIGNA PPO Program Option:

CIGNA Hedthcare

Claims Office

P.O. Box 2546

Sherman, Texas 75091-2546

¥ Special Rulesfor Mental Health and Subgance Abuse Claims under the CI GNA Network AND
CIGNA PPO Program options:

If thereisadenia of mental health or substance abuse benefits under the CIGNA Network or CIGNA
PPO option, you should address your request for an appeal to the following:

CIGNA Behaviora Care
11095 Viking Drive, Suite 350
Eden Prairie, Minnesota 55344

If you have an urgent or emergency appeal, call CIGNA Behaviora Care at 1-800-283-6226

Outpatient Prescription Drug Benefit Claims

Caremark, Inc. isthe Claims administrator for the Outpatient Prescription Drug Benefit. If thereisa
denial of an outpatient prescription drug benefit, you should address your request for an apped to the
following:

Caremark, Inc.
2211 Sanders Road
Northbrook, Illinois 60062

Timeframes for Deciding Benefits Appeals
PreService Claims--The Claims Administrator will provide awritten decision on the appeal of apre-
service claim within 30 days after receipt of the appeal.

Urgent Care Claims--The Claims Administrator will decide the appeal of an urgent care claim within 72
hours after receipt of the apped.

Post-Service Claims--The Claims Administrator will decide the appeal of a post-service claim within 60
days after receipt of the appeal.

Concurrent Care Claims—The Clams Administrator will decide the appeal of adecision to reduce or
terminate an initially approved course of treatment before the proposed reduction or termination takes
place. Appeal of adenied request to extend a concurrent care decision will be decided in the appeal
timeframe for pre-service, urgent care, or post-service claims described above, as appropriate to the
request.



Notification of Decision on Appeal

The Claims Administrator will notify you, in writing, of itsfinal decision and will include the following:

The specific reasons for the appeal decision;

A reference to the specific Medical Benefit Program provision(s) on which the decision was based;

A statement that the claimant is entitled to receive, upon request and without charge, reasonable
access to or copies of all documents, records, and other information relevant to the determination (see
prior page for alist of such documents); and

A statement indicating entitlement to receive, upon request and without charge, a copy of any internal
rule, guideline, protocol or similar criterion relied on in making the adverse decision regarding your
appeal, and/or an explanation of the scientific or clinical judgment for a determination that is based
on amedical necessity, experimental treatment or other similar exclusion or limit.

The Claims Administrator'sdecision on appeal isfinal and binding. Benefitsunder thisProgram
will be paid only if the Claims Administrator decides, in its sole discretion, that you are entitled to
them. If you continue to disagree with the decision, you may exercise" Your Rightsunder ERISA"
asexplained on page 100 of this SPD.
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General Information Affecting Your Right to
BNS- Pre-65 Retiree Medical Program Benefits

Y our Provider Relationships

The choice of a hedlth care provider, whether in-network or out -of-network; is solely your choice and the
Claims Administrator (BCBS or CIGNA, depending on the program option you elect) will not interfere
with your relationship with any health care provider.

The Claims Administrator does not furnish health care services. The ClaimsAdministrator provides
access to discounted or rate negotiated network health care services and it makes payments to health care
providersfor covered services under the Program which you receive. The Claims Administrator is not
liablefor any act or omission of any network provider or the agent or employee of any network provider,
including, but not limited to, the failure or refusal to render servicesto you. Professiona serviceswhich
canonly belegally performed by a health care provider are not provided by the Claims Administrator.
Any contractual relationship between the Claims Administrator and a health care provider in the network
is not a contract for providing services. It isacontract for disoounted or negotiated ratesintended to
reduce the overall cost of servicesfor those persons electing to use anetwork health care provider.

Recover Y of Over payments

If you or a Program beneficiary should receive a benefit payment from this Program in excess of the
payment that should have been received, the Claims Administrator has the right to recover the amount of
the overpayment. In addition, if the overpayment is not returned, the Claims Administrator reserves the
right to deduct the overpayment from future Pre-65 Retiree Medical Program benefits payableto you if
the overpayment was made to you. If the overpayment was made to any other beneficiary under the
Program, the excess payment may be deducted from future Pre-65 Retiree Medical Program benefits
payableto that beneficiary.

No Assignment of Benefits

The Program will not prevent amedical care provider from receiving payment for eligible charges for
covered servicesif thereisavalid assignment of benefits. The Program Administrator hasthe
discretionary authority to determine whether an assignment of benefitsto amedical provider isvalid. You
may hot commit benefits payable to you to pay your personal debts or other obligations that are not
otherwise covered under avalid assignment of Program benefits. Y ou may not sell any right or interest
you or a covered dependent may have in any benefit under this Program.

Right to Information

Y ou must provide the Program Administrator and the Claims Administrator with any information they
consider necessary to administer the Program. If the information you give on an enrollment form or claim
application iswrong, or if you omit important information, your Program coverage may be canceled or
your claim may be denied. If your address should change, or if aspouse’s or dependent child's address
should change, you must notify your Employer immediately.

No Guarantee of Benefit
Participation in this Program does not guarantee your right to any benefit under the Program.
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Amendment or Termination of Program

The Pre-65 Retiree Medica Program, including all or some of the Program options available for Pre-65
Retiree election, may be amended or terminated by BNSF at any time and for any reason. BNSF reserves
the right to amend, modify or terminate the Program, including any benefits offered under one or more of
the available Program options. BNSF does not guarantee that Pre-65 retirees will always have accessto a
particular Program option, even though the Program option may be available to active employees of
BNSF. BNSF also reserves the right to amend eligibility rules, and the method of determining Pre-65
retiree contributions. There are no vested rights under the Pre-65 Retiree Medical Program and any right
to benefitsislimited to claimsincurred before the first to occur of the following events:

Amendment of the Pre-65 Retiree Medical Program.
Termination of the Pre-65 Retiree Medical Program.

Expiration of the period that claims can be accepted by the Claims Administrator.
Failureto pay the cost of coverage under the Program.

Any dependent covered under the Program no longer meeting the eligibility requirements under the
Program.

Any Retiree, spouse or dependent covered under the Program meeting the Program's lifetime
maximum.

Any other event listed under the section of the SPD entitled "When Coverage Ends'.

Right of Reimbursement
This Program has aright to recovery for the following health care expenses:

« Expenses for which another party may be responsible as aresult of liahility for causing or contributing
to the injury or illness of you or your covered dependent(s).

* Expenses to the extent they are covered under the terms of any automobile medical; automobile no-
fault; uninsured or underinsured motorist; Workers: Compensation; government insurance (other than
Medicaid); or similar type of insurance or coverage when insurance coverage provides benefits on behal f
of you or your covered dependent(s).

If you or a dependent incurs health care expenses as described above, the Claims Administrator will
automat ically have alien on the proceeds of any recovery by you or your dependent(s) from such party to
the extent of any benefits provided to you or your dependent(s) by the Program. Y ou or your dependent(s)
or their representative shall execute such documents as may be required to secure theright of the Program
to reimbursement. The Program must be reimbursed for the lesser of the following amounts:

» The amount actually paid by the Program; or

» The amount actually received from the third party at the time that the third party’sliability is determined
and satisfied, whether by settlement, judgment, arbitration or otherwise.

Privacy Rights

The Health Insurance Portability and Accountability Act of 1996 and its applicable regulations (HIPAA)
is afederal law that, in part, requires group hedlth plans, like the Burlington Northern Santa Fe Group
Medica Program for Santa Fe Pacific Pre-65 Retireesto protect the privacy and security of your
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confidential health information. Asan employee welfare benefit plan under ERISA, the Program is
subject to the HIPAA privacy rules. Pursuant to the HIPAA privacy rules, the Program will not use or
discloseyour protected healthinformation without your authorization, except for purposes of treatment,
payment, health care operations, program administration or as required or permitted by law. A
description of the Program’ s uses and disclosures of your protected health information and your rights
and protections under the HIPAA privacy rulesis set forth in the Notice of Priv acy Practices, which will
be furnished to you and can also be accessed on the BNSF intranet site at
http://bnsfweb.bnsf.com/departments/hr/index.html. You can also receive acopy of the Notice of Privacy
Practices by contacting the BNSF Privacy Official, 2500 Lou Menk Drive, Fort Worth, Texas 76131,
(Phone) 800-234-1283.




Administrative | nformation

Program Costs

Pre-65 Retiree Medical Program benefits and administrative costs are paid from atax-qudified Internal
Revenue Code Section 501(c)(9) trust, commonly referred to asa VEBA. Employer contributions and
pre-65 Retiree contributions are deposited in the VEBA. Benefits for al Pre-65 Retiree Medical Program
options, except the HM O option, are self-insured by BNSF. Benefits under the HMO option are insured
by therelevant HMO. Please review your HMO materialsfor additional details.

Program Name and Program Number

The Pre-65 Retiree Medical Program is made available under the Burlington Northern Santa Fe
Corporation Group Medical Program. The Pre-65 Retiree Medical Program is a participating Program in
the Burlington Northern Santa Fe Group Benefits Plan, a consolidated welfare benefits program under
ERISA that filesits annual returns under Plan Number 501.

Company and Employer

Theterms"BNSF", "Company" and "Employer" as used in this SPD refer to Burlington Northern Santa
Fe Corporation, or an affiliate of BNSF whose retirees are dligible to participate in the Pre-65 Retiree
Medica Program.

Company Name and |dentification Number
The Pre-65 Retiree Medica Program is sponsored by Burlington Northern Santa Fe Corporation,
Employer |dentification Number 41-1804964.

Program Administrator and Agent for Service of Legal Process
The Pre-65 Retiree Medical Program Administrator's name, address and telephone number are asfollows:

Employee Benefits Committee
c/o BNSF Railway Company
2500 Lou Menk Drive

Fort Worth, Texas 76131
800-234-1283

The agent for service of legal processis:

Mr. Jeffrey R. Moreland

Executive Vice President Law & Government Affairs and Secretary
2500 Lou Menk Drive

Forth Worth, Texas 76131

The Burlington Northern Santa Fe Employee Benefits Committee (the "Committee") is the Program
Administrator. The Named Fiduciary under the Program option you choseislisted on page 97 of this
SPD. The Program Administrator has del egated the discretionary authority to interpret Program
provisions relating to the payment of benefitsto Claims Administrator for the Program option you elect
for both initial claims processing and for ERISA appeals requested in writing by Program parti cipants and
beneficiaries. The Committee retains the discretionary authority to determine whether a Retiree or
dependent iseligible for initia or continued enroliment in the Program. The discretionary authority
delegated to the Claims Administrator includes the authority to interpret the provisions of the Program for
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purposes of resolving any inconsistency or ambiguity, correcting any error, or supplyinginformation to
correct any omission.

Claims Administrator
BCBS PPO Base and PPO Plus Options (including out-of -network claims)

Blue Cross and Blue Shield of Illinois
Claim Review Section

Health Care Service Corporation

P.O. Box 2401

Chicago, Illinois 60690

Phone: 1-888-399-5945

Claims Administrator and Claim Appeal Coordinator for Mental Health and Substance Abuse Benefits:

Blue Cross and Blue Shidld of Illinois
Appeals Coordinator

Hedlth Care Service Corporation
Mental Hedlth Unit

P.O. Box 2307

Chicago, Illinois 60690-2307

Phone: 1-800-851-7498

CIGNA Network Option

CIGNA HedthCare

Please see the reverse side of your CIGNA Network Identification card for the location address.
Phone 1-800-244-6224

Claims Administrator and Claim Appeal Coordinator for Mental Health and Substance Abuse Benefits:

CIGNA Behaviora Care
11095 Viking Drive, Suite 350
Eden Prairie, Minnesota 55344
Phone: 1-800-291-6012

CIGNA PPO Option (including out-of-network claims)
CIGNA Hedlth Care

P.O. Box 2546

Sherman, TX 75091-2546

Phone 1-800-244-6224

Claims Administrator and Claim Appeal Coordinator for Mental Health and Substance Abuse Benefits:

CIGNA Behaviora Care
11095 Viking Drive, Suite 350
Eden Prairie, Minnesota 55344
Phone: 1-800-291-6012



Outpatient Prescription Drug Benefit
Caremark, Inc.

2211 Sanders Road
Northbrook, IL 60062

Named Fiduciary
Blue Cross and Blue Shield is the Named Fiduciary under ERISA for al ERISA appeals regarding Blue
Cross and Blue Shield PPO Option Program benefit matters.

CIGNA isthe Named Fiduciary under ERISA for dl ERISA appeals regarding CIGNA Network and
CIGNA PPO Option Program benefit matters.

The BNSF Employee Benefits Committee retains the discretionary authority to determine eligibility and
enrollment rights under the Program.

COBRA Administrator
Y our Benefits Resources

2300 Discovery Lane

Orlando, FL 32826

Phone: 1-877-847-2436

Program Y ear
The Program Y ear isthe calendar year.

Specia Arrangements

BCBS Separate Financial Arrangements with Providers
BCBS of lllinois, acting as claims administrator for the Program, has its own contracts with certain

Providers ("Administrator Providers") in the BCBS service areato provide and pay for health care
servicesto al persons enrolled under BCBS health policies and contracts. Under certain circumstances
described in BCBS contracts with Administrator Providers, BCBS may:

* receive substantial payments from Administrator Providers with respect to services rendered to you for
which BCBS was obligated to pay the Administrator Provider, or

* pay Administrator Providers substantially less than their claim charges for services, by discount or
otherwise, or

« receive from Administrator Providers other substantial allowances under the BCBS contracts with them.

In the case of Hospitals and other facilities, the cal culation of any out-of-pocket maximums or any
maximum amounts of benefits payable under the BNSF Pre-65 Retiree Medical Program, and the
calculation of all required deductible and coinsurance amounts payable by you are based on the eligible
chart or provider's claim charge for covered services you receive, reduced by the Average Discount
Percentage ("ADP") as determined by BCBS, applicable to your claim. BNSF has been advised that
BCBS may receive such payments, discounts and/or other allowances during the term of the agreement
between BNSF and BCBS. Neither BNSF nor you are entitled to receive any portion of any such
payments, discounts and/or other allowancesin excess of the BCBS determined ADP.

-97-



To help you understand how BCBS's separate financial arrangements with the Administrator Providers
work, please consider the following example:

a Assume you go into the hospital for one night and the normal, full amount the hospital billsfor
covered servicesis $1,000. How isthe $1,000 bill paid?

b. Y ou persondly will have to pay the BNSF Pre-65 Retiree Medical Program deductible and
coinsurance amounts.

C. However, for purposes of calculating your deductible and coinsurance amounts, and whether you
have reached any out-of-pocket or benefit maximums, the hospital's eligible charge would be
reduced by the ADP applicable to your claim. Inthisexample, if the applicable ADP were 30%,
the $1,000 hospital bill would be reduced by 30% to $700 for purposes of calculating your
deductibleand coinsurance amounts, and whether you have reached any out-of -pocket or benefit
maximums.

d. Assuming you have already satisfied your deductible, you will still have to pay the coinsurance
portion of the $1,000 hospital bill after it has been reduced bythe ADP. Inthisexample, if you
coinsurance obligation is 20%, you personally will have to pay 20% of $700 or $140. You
should note that your 20% coinsurance is based on the full $1,000 hospital bill, after it is reduced
by theapplicable ADP.

e After taking into account the deductible and coinsurance amounts, BCBS will satisfy its portion
of the hospital bill. In most cases, BCBS has a contract with hospitalsthat allows BCBSto pay
less, and requires the hospita to accept less, than the amount of money BCBS would be required
to pay if it did not have acontract with the hospital.

Therefore, in the example above, since the full hospital bill is$1,000, your deductible has already been
satisfied, and your coinsurance is $140, then BCBS has to satisfythe rest of the hospital bill, or $860.
Assuming BCBS has a contract with the hospital, BCBS will usually be able to satisfy the $860 hill that
remains after your deductible and copayment by paying less, often substantially less, than $860 to the
hospital. BCBS receives, and keeps for its own account, the difference between the $860 bill and
whatever BCBS ultimately pays under its contracts with Administrator Providers, and neither you nor
BNSF are entitled to any part of these savings.

Other Blue Cross and Blue Shields' Separate Financial Arrangements

with Providers

BCBS must inform you that other Blue Cross and Blue Shield plans outside of Illinois ("Host Plan
Providers') may have contracts similar to the contracts described above with certain Providers ("Host
Plan Providers") in their service area.

When you receive health care servicesfrom aBCBS Host Plan Provider that does not have a direct
contract with BCBS of Illinois, the BCBS Host Plan will process your claim in accordance with its
applicable contract, if any, with the Host Plan Provider. Coinsurance amounts, deductibles, out-of-pocket
maximums and/or any benefit maximums under the BNSF Pre-65 Retiree Medical Program will be
calculated on the basis of the Host Plan Provider's eligible charge for covered services rendered to you or
the agreed upon cost between the BCBS Host Plan and BCBS of Illinoisfor covered services that the
Host Plan passesto BCBS of Illinois, whichever islower. Keep in mind that the term "Host Plan" does
not apply to the BNSF Program in which you are enrolled. Theterm Host Plan just refers to the local
BCBS administrator in the region the medical services are provided.
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Often, the agreed upon cost between the Host Plan and BCBS of 1llinoisis asimple discount. Sometimes,
however, the agreed upon cost may be in the form of an estimated discount or an average discount
received or expected by the BCBS Host Plan based on separate financial arrangements or other non-
claims transactions between BCBS of Illinois and the BCBS Host Plan Providers.

The estimated or average discount may be adjusted in the future to correct for over or under estimation of
past determinations of the agreed upon cost.

In other instances, laws in asmall number of states dictate the basis upon which yourdeductible and out-
of-pocket maximum, or any other BNSF Pre-65 Retiree Medical Program benefit maximum will be
determined, using the state's statutory method.

In someinstances, BCBS of Illinois has entered into agreements with other BCBS plans (" Servicing
Plans") to provide on behalf of BCBS of Illinais, claim payments and certain administrative servicesfor
you. Under these agreements, BCBS of Illinoiswill reimburse each BCBS Servicing Plan for al clam
payments made on behalf of BCBS for you.

Certain Servicing Plans may have contracts similar to the contracts described above with certain
Servicing Plan Providersin their region. The Servicing Plan will process your claim in accordance with
the Servicing Plan's applicable contract with the Servicing Plan Provider. Further, all amounts payable to
the Servicing Plan by BCBS for claim payments made by the Servicing Plan and applicable service
charges, and al benefit maximum amounts and any required deductible and out-of-pocket maximum
under the BNSF Program will be calculated on the basis of the Servicing Plan Provider's eligible charge
for covered services rendered to you or the cost agreed on between the Servicing Plan and BCBS of
Illincis for covered services, whichever is lower.

Often, the agreed upon cost isasimple discount. Sometimes, however, the agreed upon cost may
represent either an estimated discount or an average discount received or expected by the Servicing Plan
based on separate financia arrangements with Servicing Plan Providers.

In other instances, lawsin asmall number of states dictate the basis on which your coinsuranceis
calculated. When covered services are rendered in those states, the coinsurance amount will be calculated
using the state's statutory method.



Your Rights Under ERISA

Asaparticipant in the BNSF Pre-65 Retiree Medical Program, you are entitled to certain rights and
protections under the Employee Retirement Income Security Act of 1974 (ERISA). ERISA provides that
all Medical Program participants will be entitled to:

Receive Information About Y our Pre-65 Retiree Medical Program
Beneflts

Examine, without charge, at the Program Administrator’ s office and other locations, such as
worksites and union halls, al documents governing the Pre-65 Retiree Medical Program, including
insurance contracts and collective bargaining agreements and a copy of the latest annual report (Form
5500 series) filed by the Program with the U.S. Department of Labor and available at the Public
Disclosure Room of the Employee Benefits Security Administration.

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

» Receive asummary of the Program's annual financia report. The Program Administrator is required
by law to furnish each participant with acopy of this summary annual report.

Contl nue Medical Program Coverage
Continue health care coverage for yourself, spouse or dependentsiif there isaloss of coverage under
the Pre-65 Retiree Medical Program as aresult of a COBRA qualifying event. You oryour
dependents may have to pay for such coverage. Review this summary plan description and the
documents governing the Pre-65 Retiree Medical Program for the rules governing your COBRA
continuation coverage rights.

= Reduction or elimination of exclusiorery periods, if any, for coverage for preexisting conditions
under your group health coverage, if you have creditable coverage from another health plan. You
should be provided a certificate of creditable coverage, free of charge, from your group health plan or
health insurance issuer when you lose coverage, when you become entitled to elect COBRA
continuation coverage, when your COBRA continuation coverage ceases, if you request it before
losing coverage, or if you request it up to 24 months after losing coverage. Without evidence of
creditable coverage, you may be subject to a preexisting condition exclusion for 12 months (18
months for late enrollees) after your enrollment in some group health plans.

Prudent Actions by Plan Fiduciaries

In addition to creating rights for Program participants, ERISA imposes duties upon the people who are
responsiblefor the operation of thisPre-65 Retiree Medica Program. The people who operate the Pre-65
Retiree Medical Program, called fiduciaries of the Program, have a duty to do so prudently and in the
interest of you and other Program participants and beneficiaries.

No one, including your employer, your union, or any other person, may fire you or otherwise discriminate
against you in any way to prevent you from obtaining a benefit or exercising your rights under ERISA.
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Enforce Y our Rights

If your claim for a benefit is denied or ignored in whole or in part, you have aright to know why thiswas
done, to obtain copies of documentsrelating to the decision without charge, and to appeal any denid, al
within certain time schedules. After completion of the appeal process (see page 8) you have the right to
bring acivil action under ERISA Section 502(a).

Under ERISA, there are steps you can take to enforce the above rights. For instance, if you request
meaterials from the Program Administrator and do not receive them within 30 days, you may file suit in a
federal court. In such a case, the court may require the Program Administrator to provide the materials
and pay you up to $110 aday until you receive the materials, unless the materias were not sent because
of reasons beyond the control of the Program Administrator. If you have a claim for benefitsthat is
denied or ignored, in whole or in part, you may file suit in a state or federa court.

In addition, if you disagree with the Program's decision or lack thereof concerning the qualified status of a
domestic relations order or amedical child support order, you may file suit in federa court.

If it should happen that Program fiduciaries misuse the Program’s money, or if you are discriminated
against for asserting your rights, you may seek assistance from the U.S. Department of Labor or you may
filesuitin afederal court. The court will decide who should pay court costs and legd fees. If you are
successful, the court may order the person you have sued to pay these costs and fees. If you lose, the court
may order you to pay these costs and fees— for example, if it finds your claim isfrivolous.

Y ouand the Program may have other voluntary alternative dispute resol ution options, such as mediation.
One way to find out what may be availableisto contact your local U.S. Department of Labor Office and
your State insurance regulatory agency.

Assistance With Y our Questions
If you have any questions about the Program, you should contact the Program Administrator.

If you have questions about this statement or about your rights under ERISA, or if you need assistancein
obtaining documents from the Program Administrator, you should contact the nearest area office of the
Employee Benefits Security Administration, U.S. Department of Labor, listed in your telephone directory,
or the Division of Technical Assistance and Inquiries, Employee Benefits Security Administration, U.S.
Department of Labor, 200 Congtitution Avenue N.W., Washington, D.C. 20210. Y ou may also obtain
certain publications about your rights and responsibilities under ERISA by calling the publications hotline
of the Employee Benefits Security Administration

The next page lists the EBSA areaoffices.
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Offices of the Employee Benefits Security
Administration, U.S. Department of Labor
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Who to Call About Your Benefits

For questions regarding the enrollment process or your Pre-65 Retiree benefits, call YBR Customer Care
Representatives at 1-877-847-2436.

For questions regarding the services under the BCBS PPO option, call Member Services at
1-888-399-5945.

For questions regarding the services under the CIGNA Network option, call Member Services at
1-800-244-6224.

For questions regarding the services under the CIGNA PPO option, call Member Services at
1-800-244-6224.

For questions regarding your prescription benefits call Caremark at 1-800-378-7559.

This SPD isonly asummary of the BNSF Pre-65 Retiree Medical Program options for Santa
Fe Pacific Pre-65 Retirees. It does not constitute a contract. The Pre-65 Retiree Medical
Program has been established under a plan document. If there are any differences between
this SPD and the plan document, the plan document will control.
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