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CIGNA HEALTH AND LIFE INSURANCE COMPANY a Cigna COMPANY (called Cigna)
CERTIFICATE RIDER

Policyholder: Wilmington Trust National Association
Group:        The Mosaic Company
Rider Eligibility:  Each Member as noted within this certificate rider
Policy No.:  04662A
Effective Date: January 1, 2026

This rider forms a part of the certificate issued to you by Cigna describing the benefits provided under the policy(ies) specified 
above.  This rider replaces any other issued to you previously. 

IMPORTANT INFORMATION
For Residents of States other than Delaware:

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

The provisions identified in your state-specific rider, attached, are ONLY applicable to Members residing in that state. The state for 
which the rider is applicable is identified at the beginning of each state specific rider.

Additionally, the provisions identified in each state-specific rider only apply to:
(a) Benefit plans made available to you and/or your Dependents by the Group;
(b) Benefit plans for which you and/or your Dependents are eligible;
(c) Benefit plans which you have elected for you and/or your Dependents;
(d) Benefit plans which are currently effective for you and/or your Dependents.

Please refer to the Table of Contents for the state-specific rider that is applicable for your residence state.

HC-ETRDRV4 01-20
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CIGNA HEALTH AND LIFE INSURANCE 
COMPANY, a Cigna company (hereinafter called 
Cigna)

CERTIFICATE RIDER – Florida Residents

Rider Eligibility: Each Employee who is located in Florida

The benefits of the policy providing your coverage are 
primarily governed by the law of a state other than 
Florida.

You will become insured on the date you become eligible, 
including if you are not in Active Service on that date due to 
your health status. 

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

The provisions set forth in this rider comply with the legal 
requirements of Florida group insurance plans covering 
insureds located in Florida. These provisions supersede any 
provisions in your certificate to the contrary unless the 
provisions in your certificate result in greater benefits.

HC-ETFLRDR

Eligibility - Effective Date
Dependent Insurance
Effective Date of Dependent Insurance
Insurance for your Dependents will become effective on the 
date you elect it by signing an approved payroll deduction 
form, but no earlier than the day you become eligible for 
Dependent Insurance. All of your Dependents as defined will 
be included. For your Dependents to be insured for these 
benefits, you must elect the Dependent insurance for yourself 
no later than 30 days after you become eligible.

A newborn child will be covered for the first 31 days of life 
even if you fail to enroll the child. If you enroll the child after 
the first 31 days and by the 60th day after his birth, coverage 
will be offered at an additional premium. Coverage for an 
adopted child will become effective from the date of 
placement in your home or from birth for the first 31 days 
even if you fail to enroll the child. However, if you enroll the 
adopted child between the 31st and 60th days after his birth or 
placement in your home, coverage will be offered at an 
additional premium.

HC-ELG326 03-21

ET

Covered Expenses
• charges made for or in connection with mammograms for 

breast cancer screening or diagnostic purposes, including, 
but not limited to: a baseline mammogram for women ages 
35 through 39; a mammogram for women ages 40 through 
49, every two years or more frequently based on the 
attending Physician's recommendations; a mammogram 
every year for women age 50 and over; and one or more 
mammograms upon the recommendation of a Physician for 
any woman who is at risk for breast cancer due to her 
family history; has biopsy proven benign breast disease; or 
has not given birth before age 30. A mammogram will be 
covered with or without a Physician’s recommendation, 
provided the mammogram is performed at an approved 
facility for breast cancer screening.

• charges made for diagnosis and Medically Necessary 
surgical procedures to treat dysfunction of the 
temporomandibular joint. Appliances and non-surgical 
treatment including for orthodontia are not covered.

• charges for the treatment of cleft lip and cleft palate 
including medical, dental, speech therapy, audiology and 
nutrition services, when prescribed by a Physician.

• charges for general anesthesia and hospitalization services 
for dental procedures for an individual who is under age 8 
and for whom it is determined by a licensed Dentist and the 
child's Physician that treatment in a Hospital or ambulatory 
surgical center is necessary due to a significantly complex 
dental condition or developmental disability in which 
patient management in the dental office has proven to be 
ineffective; or has one or more medical conditions that 
would create significant or undue medical risk if the 
procedure were not rendered in a Hospital or ambulatory 
surgical center.

• charges for the services of certified nurse-midwives, 
licensed midwives, and licensed birth centers regardless of 
whether or not such services are received in a home birth 
setting.
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• charges made for medical, surgical and Hospital care during 
the term of pregnancy, upon delivery and during the 
postpartum period for normal delivery, spontaneous 
abortion (miscarriage) and complications of pregnancy. 
Services provided to you by a certified nurse-midwife or a 
licensed midwife, in a home setting or in a licensed birthing 
center. Coverage for a mother and her newborn child shall 
be available for a minimum of 48 hours of inpatient care 
following a vaginal delivery and a minimum of 96 hours of 
inpatient care following a cesarean section. Any decision to 
shorten the period of inpatient care for the mother or the 
newborn must be made by the attending Physician in 
consultation with the mother. Post delivery care for a 
mother and her newborn shall be covered. Post delivery care 
includes: a postpartum assessment and newborn assessment, 
which can be provided at the hospital, the attending 
Physician’s office, and outpatient maternity center or in the 
home by an Other Health Care Professional trained in 
mother and newborn care. The services may include 
physical assessment of the newborn and mother, and the 
performance of any clinical tests and immunizations in 
keeping with prevailing medical standards.

• charges for or in connection with Medically Necessary 
diagnosis and treatment of osteoporosis for high risk 
individuals. This includes, but is not limited to individuals 
who: have vertebral abnormalities; are receiving long-term 
glucocorticoid (steroid) therapy; have primary 
hyperparathyroidism; have a family history of osteoporosis; 
and/or are estrogen-deficient individuals who are at clinical 
risk for osteoporosis.

• charges for an inpatient Hospital stay following a 
mastectomy will be covered for a period determined to be 
Medically Necessary by the Physician and in consultation 
with the patient. Postsurgical follow-up care may be 
provided at the Hospital, Physician's office, outpatient 
center, or at the home of the patient.

• charges for newborn and infant hearing screening as well as 
any Medically Necessary follow-up evaluations leading to 
diagnosis and subsequent Medically Necessary treatment of 
a diagnosed hearing impairment.

• charges for the coverage of child health supervision services 
from birth to age 16. Child health supervision services are 
physician-delivered or supervised services that include 
periodic visits which include a history, physical 
examination, developmental assessment, anticipatory 
guidance, appropriate immunizations and laboratory tests.

HC-COV1498 01-25

ET

Short-Term Rehabilitative Therapy and Spinal 
Manipulation Care Services
Any references to “Chiropractic Care” are hereby changed to 
“Spinal Manipulation”.

HC-COV53 04-10

V1-ET

Medical Conversion Privilege
For You and Your Dependents
When a person's Medical Expense Insurance ceases, he may 
be eligible to be insured under an individual policy of medical 
care benefits (called the Converted Policy).
A Converted Policy will be issued by Cigna only to a person 
who:

• resides in a state that requires offering a conversion 
policy,

• is Entitled to Convert, and 
• applies in writing and pays the first premium for the 

Converted Policy to Cigna within 31 days after the date 
his insurance ceases. Evidence of good health is not 
needed.

Employees Entitled to Convert
You are Entitled to Convert Medical Expense Insurance for 
yourself and all of your Dependents who were insured when 
your insurance ceased but only if:
• you are not eligible for other individual insurance coverage 

on a guaranteed issue basis.
• you have been insured for at least three consecutive months 

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

• your insurance ceased because you were no longer in Active 
Service or no longer eligible for Medical Expense 
Insurance.

• you are not eligible for Medicare.
• you would not be Overinsured.
• you have paid all required premium or contribution.
• you have not performed an act or practice that constitutes 

fraud in connection with the coverage.
• you have not made an intentional misrepresentation of a 

material fact under the terms of the coverage.
• your insurance did not cease because the policy in its 

entirety canceled.
If you retire, you may apply for a Converted Policy within 31 
days after your retirement date in place of any continuation of 
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your insurance that may be available under this plan when you 
retire, if you are otherwise Entitled to Convert.
Dependents Entitled to Convert
The following Dependents are also Entitled to Convert:
• a child who is not eligible for other individual insurance 

coverage on a guaranteed issue basis, and whose insurance 
under this plan ceases because he no longer qualifies as a 
Dependent or because of your death;

• a spouse who is not eligible for other individual insurance 
coverage on a guaranteed issue basis, and whose insurance 
under this plan ceases due to divorce, annulment of 
marriage or your death;

• your Dependents whose insurance under this plan ceases 
because your insurance ceased solely because you are 
eligible for Medicare;

but only if that Dependent: is not eligible for other individual 
insurance coverage on a guaranteed issue basis, is not eligible 
for Medicare, would not be Overinsured, has paid all required 
premium or contribution, has not performed an act or practice 
that constitutes fraud in connection with the coverage, and has 
not made an intentional misrepresentation of a material fact 
under the terms of the coverage.
Overinsured
A person will be considered Overinsured if either of the 
following occurs:
• his insurance under this plan is replaced by similar group 

coverage within 31 days.
• the benefits under the Converted Policy, combined with 

Similar Benefits, result in an excess of insurance based on 
Cigna's underwriting standards for individual policies.

Similar Benefits are: those for which the person is covered by 
another hospital, surgical or medical expense insurance policy, 
or a hospital, or medical service subscriber contract, or a 
medical practice or other prepayment plan or by any other 
plan or program; those for which the person is eligible, 
whether or not covered, under any plan of group coverage on 
an insured or uninsured basis; or those available for the person 
by or through any state, provincial or federal law.
Converted Policy
If you reside in a state that requires the offering of a 
conversion policy, the Converted Policy will be one of Cigna's 
current conversion policy offerings available in the state 
where you reside, as determined based upon Cigna's rules.
The Converted Policy will be issued to you if you are Entitled 
to Convert, insuring you and those Dependents for whom you 
may convert. If you are not Entitled to Convert and your 
spouse and children are Entitled to Convert, it will be issued to 
the spouse, covering all such Dependents. Otherwise, a 
Converted Policy will be issued to each Dependent who is 

Entitled to Convert. The Converted Policy will take effect on 
the day after the person's insurance under this plan ceases. The 
premium on its effective date will be based on: class of risk 
and age; and benefits.
During the first 12 months the Converted Policy is in effect, 
the amount payable under it will be reduced so that the total 
amount payable under the Converted Policy and the Medical 
Benefits Extension of this plan (if any) will not be more than 
the amount that would have been payable under this plan if the 
person's insurance had not ceased. After that, the amount 
payable under the Converted Policy will be reduced by any 
amount still payable under the Medical Benefits Extension of 
this plan (if any). Cigna or the Policyholder will give you, on 
request, further details of the Converted Policy.

HC-CNV28 04-14

V1-ET

Exclusions, Expenses Not Covered and 
General Limitations
If the following text “Provided further,….required to pay.” is 
included in your certificate, it does not apply to you.
Provided further, if you use a coupon provided by a 
pharmaceutical manufacturer or other third party that 
discounts the cost of a prescription medication or other 
product, Cigna may, in its sole discretion, reduce the benefits 
provided under the plan in proportion to the amount of the 
Copayment, Deductible, and/or Coinsurance amounts to which 
the value of the coupon has been applied by the Pharmacy or 
other third party, and/or exclude from accumulation toward 
any plan Deductible or Out-of-Pocket Maximum the value of 
any coupon applied to any Copayment, Deductible and/or 
Coinsurance you are required to pay.

HC-EXC600 01-25

ET

Termination of Insurance
Dependents
Special Continuation of Medical Insurance 
For Dependents of Military Reservists
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If your insurance ceases because you are called to active 
military duty in: the Florida National Guard; or the United 
States military reserves, you may elect to continue Dependent 
insurance. You must pay the required premiums to the 
Policyholder if you choose to continue Dependent insurance. 
In no event will coverage be continued beyond the earliest of 
the following dates:
• the expiration of 30 days from the date the Employee's 

military service ends;
• the last day for which the required contribution for 

Dependent insurance has been made;
• the date the Dependent becomes eligible for insurance under 

another group policy. Coverage under the Civilian Health 
and Medical Program of the Uniformed Services 
(CHAMPUS) is excluded from this provision;

• the date the Dependent becomes eligible for Medicare (this 
does not apply to Vision insurance);

• the date the group policy cancels;
• the date the Dependent ceases to be an eligible Dependent.
Reinstatement of Medical Insurance
Employees and Dependents
Upon completion of your active military duty in: the Florida 
National Guard; or the United States military reserves, you are 
entitled to the reinstatement of your insurance and that of your 
Dependents if continuation of Dependent insurance was not 
elected. Such reinstatement will be without the application of: 
any new waiting periods; or the Pre-existing Condition 
Limitation to any new condition that you or your Dependent 
may have developed during the period that coverage was 
interrupted due to active military duty.
Provisions Applicable to Reinstatement
• You must notify your Employer, before reporting for 

military duty, that you intend to return to Active Service 
with that Employer; and

• You must notify your Employer that you elect such 
reinstatement within 30 days after returning to Active 
Service with that Employer and pay any required premium.

Conversion Available Following Continuation
The provisions of the "Medical Conversion Privilege" section 
will apply when the insurance ceases.

HC-TRM228 01-25

ET

Medical Benefits Extension Upon Policy 
Cancellation
If the Medical Benefits under this plan cease for you or your 
Dependent due to cancellation of the policy, and you or your 
Dependent is Totally Disabled on that date due to an Injury, 
Sickness or pregnancy, Medical Benefits will be paid for 
Covered Expenses incurred in connection with that Injury, 
Sickness or pregnancy. However, no benefits will be paid after 
the earliest of:
• the date you exceed the Maximum Benefit, if any, shown in 

the Schedule;
• the date a succeeding carrier agrees to provide coverage 

without limitation for the disabling condition;
• the date you are no longer Totally Disabled;
• 12 months from the date the policy is canceled; or
• for pregnancy, until delivery.
Totally Disabled
You will be considered Totally Disabled if, because of an 
Injury or a Sickness:
• you are unable to perform the basic duties of your 

occupation; and
• you are not performing any other work or engaging in any 

other occupation for wage or profit.
Your Dependent will be considered Totally Disabled if, 
because of an Injury or a Sickness:
• he is unable to engage in the normal activities of a person of 

the same age, sex and ability; or
• in the case of a Dependent who normally works for wage or 

profit, he is not performing such work.

HC-BEX42 04-11

ET

Definitions
Dependent – For Medical Insurance
A child includes a legally adopted child, including that child 
from the date of placement in the home or from birth provided 
that a written agreement to adopt such child has been entered 
into prior to the birth of such child. Coverage for a legally 
adopted child will include the necessary care and treatment of 
an Injury or a Sickness existing prior to the date of placement 
or adoption. Coverage is not required if the adopted child is 
ultimately not placed in your home.
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A child includes a child born to an insured Dependent child of 
yours until such child is 18 months old.

HC-DFS1978 01-25

ET

Spinal Manipulation Care
The term Spinal Manipulation Care means the conservative 
management of acute neuromusculoskeletal conditions 
through manipulation and ancillary physiological treatment 
rendered to specific joints to restore motion, reduce pain and 
improve function.

HC-DFS1684 01-23

ET

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

CERTIFICATE RIDER – Minnesota Residents

Rider Eligibility: Each Employee who is located in Minnesota

You will become insured on the date you become eligible, 
including if you are not in Active Service on that date due to 
your health status.

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

The provisions set forth in this rider comply with the legal 
requirements of Minnesota group insurance plans covering 
insureds located in Minnesota. These provisions supersede any 
provisions in your certificate to the contrary unless the 
provisions in your certificate result in greater benefits.

HC-ETMNRDR

Special Plan Provisions
MN Statute Section 62Q.56 provides as follows: If an enrollee 
is subject to a change in health plans, the enrollee's new health 
plan company must provide, upon request, authorization to 
receive services that are otherwise covered under the terms of 
the new health plan through the enrollee's current provider: 90 
days of coverage during the first trimester of pregnancy for up 

to 120 days if the enrollee is engaged in a current course of 
treatment for one or more of the following conditions: an acute 
condition; a life-threatening mental or physical illness; a 
physical or mental disability defined as an inability to engage in 
one or more major life activities, provided that the disability has 
lasted or can be expected to last for at least one year, or can be 
expected to result in death; or a disabling or chronic condition 
that is in an acute phase; or; for the rest of the enrollee's life if a 
physician certifies that the enrollee has an expected lifetime of 
180 days or less.
REINSTATEMENT. If any renewal premium be not paid 
within the time granted the Policyholder for payment, a 
subsequent acceptance of premium by the Insurance 
Company, or by any agent duly authorized by the insurer to 
accept such premium, without requiring in connection 
therewith an application for reinstatement, shall reinstate the 
Policy. Provided, however that if the Insurance Company 
requires an application for reinstatement and issues a 
conditional receipt for the premium tendered, the Policy will 
be reinstated upon approval of such application by the 
Insurance Company or, lacking such approval upon the forty-
fifth (45) day following the date of such conditional receipt 
unless the Insurance Company has previously notified the 
Policyholder in writing of disapproval of such application.
In all other respects the insured and Insurance Company shall 
have the same rights thereunder as they had under the Policy 
immediately before the due date of the defaulted premium, 
subject to any provisions endorsed heron or attached hereto in 
connection with the reinstatement. Any premium accepted in 
connection with a reinstatement shall be applied to a period 
for which premium has not been previously paid, but not to 
any period more than 60 days prior to the date of 
reinstatement.
NOTICE:
MN Statute Section 60A.084 (2000) provides as follows: An 
Employer providing life or health benefits may not change 
benefits, limit coverage, or otherwise restrict participation until 
the Certificate holder or enrollee has been notified of any 
changes, limitations, or restrictions. Notice in a format which 
meets the requirements of ERISA USCA, Title 29, Sections 
1001-1461 is satisfactory for compliance with this section.

HC-SPP82 01-24

ET

Important Information About Your 
Medical Plan
Standing Referral:
If your plan requires a referral from your PCP, then you may 
apply for and, if appropriate, receive a standing referral to a 



 www.cignaenvoy.com
 

10

health care provider who is a specialist. A standing referral to 
a specialist qualified to treat the specific condition must be 
given for visits to such a specialist if benefits for such 
treatment are provided under the health plan and the enrollee 
has any of the following conditions:
• a chronic health condition;
• a life-threatening mental or physical illness;
• pregnancy beyond the first trimester of pregnancy;
• a degenerative disease or disability; or
• any other condition or disease of sufficient seriousness and 

complexity to require treatment by a specialist.

HC-IMP301 01-21

ET

Certification Requirements - Out-of-Network 
Mental health treatment covered under the plan which is court-
ordered by a Minnesota court of competent jurisdiction 
pursuant to a behavioral care evaluation performed by a 
licensed psychiatrist or doctoral level licensed psychologist, 
which includes a diagnosis and an individual treatment plan 
for care in the most appropriate, least restrictive environment, 
shall be covered without being subject to Pre-Admission 
Certification (PAC). A copy of the court order and behavioral 
care evaluations must be provided to the Plan. (Minn. Stat. 
62Q.535)

HC-PAC84 01-19

ET

Prior Authorization/Pre-Authorized
Mental health treatment covered under the plan which is court-
ordered by a Minnesota court of competent jurisdiction 
pursuant to a behavioral care evaluation performed by a 
licensed psychiatrist or doctoral level licensed psychologist, 
which includes a diagnosis and an individual treatment plan 
for care in the most appropriate, least restrictive environment, 
shall be covered without being subject to prior authorization. 
A copy of the court order and behavioral care evaluations 
must be provided to the Plan. (Minn. Stat. 62Q.535)

HC-PRA59 01-21

ET

The Schedule
The medical schedule is amended to add the provision 
“Hearing Aids”.
Hearing Aids
One per ear Maximum per individual every 36 months

SCHEDMN-ET

Covered Expenses
• charges made for hearing aids, including but not limited to 

semi-implantable hearing devices, audient bone conductors 
and Bone Anchored Hearing Aids (BAHAs). A hearing aid 
is any device that amplifies sound. Coverage is limited to 
one hearing aid per ear every three years.

• charges made for or in connection with the diagnosis and 
treatment of pediatric autoimmune neuropsychiatric 
disorders and pediatric acute-onset neuropsychiatric 
syndrome. Treatment includes but is not limited to 
antibiotics, medication and behavioral therapies to manage 
neuropsychiatric symptoms, plasma exchange, and 
immunoglobulin.

• additional coverage of post delivery care for mother and 
baby:
• comprehensive postnatal visit with a health care provider 

not more than 3 weeks from the date of delivery;
• any postnatal visits recommended by a health care 

provider between 3 and 11 weeks from the date of 
delivery; and

• a comprehensive postnatal visit with a health care 
provider 12 weeks from the date of delivery.

A comprehensive postnatal visit means a visit with a health 
care provider that includes a full assessment of the mother’s 
and infant’s physical, social, and psychological well-being, 
including but not limited to: mood and emotional well-
being; infant care and feeding; sexuality, contraception, and 
birth spacing; sleep and fatigue; physical recovery from 
birth; chronic disease management; and health maintenance.

Rare Disease or Condition
Charges for services related to the diagnosis, monitoring and 
treatment of a Rare Disease or Condition. Services include 
unrestricted access to where services from a Physician are 
received; This includes but is not limited to restrictions from 
the prior authorization process. If the subsequent diagnosis 
from a provider does not meet the definition of Rare Disease 
or Condition, the services provided by the provider will be 
covered In-Network for up to 60 days providing time for care 
to be transferred to a qualified In-Network provider. You may 
be billed for services provided by an Out-of-Network 
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provider, who is outside the state of Minnesota, for an amount 
above what Cigna is required to pay the provider.

HC-COV1252 01-24

ET

Durable Medical Equipment
• charges made for purchase or rental of Durable Medical 

Equipment that is ordered or prescribed by a Physician and 
provided by a vendor approved by Cigna for use outside a 
Hospital or Other Health Care Facility. Coverage for repair, 
replacement or duplicate equipment is provided only when 
required due to anatomical change and/or reasonable wear 
and tear. All maintenance and repairs that result from a 
person’s misuse are the person’s responsibility.

• Durable Medical Equipment is defined as items which are 
designed for and able to withstand repeated use by more 
than one person; customarily serve a medical purpose; 
generally are not useful in the absence of Injury or Sickness; 
are appropriate for, but not limited to, use in the home; and 
are not disposable. Such equipment includes, but is not 
limited to, crutches, hospital beds, ventilators, insulin 
pumps and wheel chairs.

Durable Medical Equipment items that are not covered include 
but are not limited to those that are listed below:
• Bed Related Items: bed trays, over the bed tables, bed 

wedges, pillows, custom bedroom equipment, mattresses, 
including non-power mattresses, custom mattresses and 
posturepedic mattresses.

• Bath Related Items: bath lifts, non-portable whirlpools, 
bathtub rails, toilet rails, raised toilet seats, bath benches, 
bath stools, hand held showers, paraffin baths, bath mats, 
and spas.

• Fixtures to Real Property: ceiling lifts and wheelchair 
ramps.

• Car/Van Modifications.
• Air Quality Items: room humidifiers, vaporizers, and air 

purifiers.
• Other Equipment: centrifuges, needleless injectors, heat 

lamps, heating pads, cryounits, cryotherapy machines, 
ultraviolet cabinets that emit Ultraviolet A (UVA) rays, 
sheepskin pads and boots, postural drainage board, AC/DC 
adaptors, scales (baby and adult), stair gliders, elevators, 
saunas, cervical and lumbar traction devices, exercise 
equipment and diathermy machines.

If you have questions about your Durable Medical Equipment 
coverage, contact member services at the toll-free number on 
the back of your ID card.

HC-COV1106 01-21

ET

Reconstructive Surgery
Coverage for congenital malformation for newborn infants 
immediately from the moment of birth; includes benefits for 
inpatient or outpatient expenses arising from medical and 
dental treatment up to the limiting age for coverage of the 
dependent, including orthodontic and oral surgery treatment, 
involved in the management of birth defects known as cleft lip 
and cleft palate.
Benefits for individuals age 19 up to the limiting age for 
coverage of the Dependent are limited to inpatient or 
outpatient expenses arising from medical and dental treatment 
that was scheduled or initiated prior to the Dependent turning 
age 19.
If orthodontic services are eligible for coverage under a dental 
insurance plan and another policy or contract, the dental plan 
shall be primary and the other policy or contract shall be 
secondary.

HC-COV1149 01-21

ET1

Exclusions, Expenses Not Covered and 
General Limitations
Exclusions and Expenses Not Covered
• Provided further, if you use a coupon provided by a 

pharmaceutical manufacturer or other third party that 
discounts the cost of prescription medication or other 
product, Cigna may, reduce the benefits provided under the 
plan in proportion to the amount of the Copayment, 
Deductible, and/or Coinsurance amounts to which the value 
of the coupon has been applied by the Pharmacy or other 
third party, and/or exclude from accumulation toward any 
plan Deductible or Out-of-Pocket Maximum the value of 
any coupon applied to any Copayment, Deductible and/or 
Coinsurance you are required to pay.

• for or in connection with experimental, investigational or 
unproven services.
Experimental, investigational and unproven services are 
medical, surgical, diagnostic, psychiatric, substance use 
disorder or other health care technologies, supplies, 
treatments, procedures, drug or Biologic therapies or 
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devices that are determined by the utilization review 
Physician to be:
• not approved by the U.S. Food and Drug Administration 

(FDA) or other appropriate regulatory agency to be 
lawfully marketed;

• not demonstrated, through existing peer-reviewed, 
evidence-based, scientific literature to be safe and 
effective for treating or diagnosing the condition or 
Sickness for which its use is proposed;

• the subject of review or approval by an Institutional 
Review Board for the proposed use except as provided in 
the “Clinical Trials” sections of this plan; or

• the subject of an ongoing phase I, II or III clinical trial, 
except for routine patient care costs related to qualified 
clinical trials as provided in the “Clinical Trials” sections 
of this plan.

In determining whether any such technologies, supplies, 
treatments, drug or Biologic therapies, or devices are 
experimental, investigational, and/or unproven, the utilization 
review Physician may rely on the clinical coverage policies 
maintained by Cigna or the Review Organization. Clinical 
coverage policies may incorporate, without limitation and as 
applicable, criteria relating to U.S. Food and Drug 
Administration-approved labeling, the standard medical 
reference compendia and peer-reviewed, evidence-based 
scientific literature or guidelines. The plan or policy shall not 
deny coverage for a drug or Biologic therapy as experimental, 
investigational and unproven if the drug or Biologic therapy is 
otherwise approved by the FDA to be lawfully marketed and 
is recognized for the treatment of cancer in any authoritative 
compendia as identified by the Medicare program for use in 
the determination of a medically accepted indication of drugs 
and biologicals used off-label.
• court-ordered treatment or hospitalization, unless treatment 

is for Mental Health and Substance Abuse Disorders or is 
prescribed by a Physician and is a covered service or supply 
under this plan.

• hearing aids, including but not limited to semi-implantable 
hearing devices, audiant bone conductors and Bone 
Anchored Hearing Aids (BAHAs). A hearing aid is any 
device that amplifies sound. Please see Covered Expenses 
for more information.

HC-EXC499 01-24

ET

Termination of Insurance
Reinstatement of Insurance
If your coverage ceases because of active duty in: the armed 
forces of the United States, or the National Guard, the 

insurance for you and your Dependents will be reinstated after 
your deactivation, provided that:
• you apply for such reinstatement within 90 days after 

deactivation; and
• you are otherwise eligible.
Such reinstatement will be without the application of: a new 
waiting period, or a new pre-existing condition limitation. A 
new pre-existing condition limitation will not be applied to a 
condition that you or your Dependent may have developed 
while coverage was interrupted, excluding any condition that 
the Veterans Administration has determined to be military 
related. The remainder of a pre-existing condition limitation 
which existed prior to interruption of coverage may still be 
applied.

Termination of Insurance
Dependents
Your insurance for all of your Dependents will cease on the 
earliest date below, except in the event of your death (Refer to 
the section titled Dependent Insurance After Your Death):
• the date your insurance ceases;
• the date you cease to be eligible for Dependent Insurance;
• the last day for which you have made any required 

contribution for the insurance;
• the date Dependent Insurance is canceled.
The insurance for any one of your Dependents will cease on 
the date that Dependent no longer qualifies as a Dependent.

HC-TRM222 01-24

ET1

Medical Benefits Extension During 
Hospital Confinement Upon Policy 
Cancellation
If the Medical Benefits under this plan cease for you or your 
Dependent due to cancellation of the Policy, and you or your 
Dependent is Confined in a Hospital on that date, Medical 
Benefits will be paid without requirement of premium for 
Covered Expenses incurred in connection with that Hospital 
Confinement. However, no benefits will be paid after the 
earliest of:
• the date you exceed the Maximum Benefit, if any, shown in 

the Schedule;
• the date you are covered for medical benefits under another 

group plan; or
• the date you or your Dependent is no longer Hospital 

Confined; 
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The terms of this Medical Benefits Extension will not apply to 
a child born as a result of a pregnancy which exists when your 
or your Dependent's Medical Benefits cease.

HC-BEX36 04-10

V1-ET

Definitions
Medically Necessary/Medical Necessity
For mental health services, Medically Necessary/Medical 
Necessity means health care services appropriate, in terms of 
type, frequency, level, setting, and duration, to your diagnosis 
or condition, and diagnostic testing and preventive services. 
Medically necessary care must be consistent with generally 
accepted practice parameters as determined by health care 
providers in the same or similar general specialty as typically 
manages the condition, procedure, or treatment at issue and 
must: 
• help restore or maintain the enrollee's health; or 
• prevent deterioration of the enrollee's condition.

HC-DFS1018 10-16

ET

Rare Disease or Condition
Any disease or condition:
(1) that affects fewer than 200,000 persons in the United 
States and is chronic, serious, life-altering, or life-threatening;
(2) that affects more than 200,000 persons in the United States 
and a drug for treatment has been designated as a drug for a 
rare disease or condition pursuant to United States Code, title 
21, section 360bb;
(3) that is labeled as a rare disease or condition on the Genetic 
and Rare Diseases Information Center list created by the 
National Institutes of Health; or
(4) for which an enrollee:
• (i) has received two or more clinical consultations from a 

primary care provider or specialty provider that are specific 
to the presenting complaint;

• (ii) has documentation in the enrollee's medical record of a 
developmental delay through standardized assessment, 
developmental regression, failure to thrive, or progressive 
multisystemic involvement; and

• (iii) had laboratory or clinical testing that failed to provide a 
definitive diagnosis or resulted in conflicting diagnoses.

A rare disease or condition does not include an infectious 
disease that has widely available and known protocols for 

diagnosis and treatment and that is commonly treated in a 
primary care setting, even if it affects less than 200,000 
persons in the United States.

HC-DFS1890 01-24

ET


