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All Full-Time Employees
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Dental Insurance for You and Your Dependents

Certificate Date: July 1, 2012



Loyola University Maryland
4501 North Charles Street
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TO OUR EMPLOYEES:

All of us appreciate the protection and security insurance provides.

This certificate describes the benefits that are available to you. We urge you to read it carefully.

Loyola University Maryland
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Metropolitan Life Insurance Company
200 Park Avenue, New York, New York 10166

CERTIFICATE RIDER

Group Policy No.: 113743-1-G
Policyholder: Loyola University Maryland
Effective Date: July 1, 2012

The Group Dental Insurance Certificate is changed as follows:

To add the following definition of Child to the certificate: (for residents of Louisiana, Minnesota, Montana,
New Mexico, and Utah, the Child definition is modified as explained in the Notice pages of this certificate -
please consult the Notice)

Child means the following:

Your natural or adopted child; Your stepchild who resides with You; or a child who resides with and is fully
supported by You; and who, in each case, is under age 26.

The definition of Child includes newborns.

The definition of Child includes a child for whom You or Your Spouse is required by a Child Health
Insurance Enforcement Order to provide dental insurance.

The definition of Child includes grandchildren, under
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Metropolitan Life Insurance Company
200 Park Avenue, New York, New York 10166

CERTIFICATE OF INSURANCE

Metropolitan Life Insurance Company (“MetLife”), a stock company, certifies that You and Your Dependents
are insured for the benefits described in this certificate, subject to the provisions of this certificate. This
certificate is issued to You under the Group Policy and it includes the terms and provisions of the Group
Policy that describe Your insurance. PLEASE READ THIS CERTIFICATE CAREFULLY.

This certificate is part of the Group Policy. The Group Policy is a legal contract between MetLife and the
Policyholder and may be changed or ended without Your consent or notice to You.

Policyholder: Loyola University Maryland
Group Policy Number: 113743-1-G
Type of Insurance: Dental Insurance

MetLife Toll Free Number(s):
For Claim Information FOR DENTAL CLAIMS: 1-800-942-0854

THIS CERTIFICATE ONLY DESCRIBES DENTAL INSURANCE.

THE BENEFITS OF THE POLICY PROVIDING YOU COVERAGE ARE GOVERNED PRIMARILY BY THE
LAWS OF A STATE OTHER THAN FLORIDA.

WE ARE REQUIRED BY STATE LAW TO INCLUDE THE NOTICE(S) WHICH APPEAR ON THIS PAGE
AND IN THE NOTICE(S) SECTION WHICH FOLLOWS THIS PAGE. PLEASE READ THE(SE) NOTICE(S)
CAREFULLY.
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NOTICE FOR RESIDENTS OF MINNESO



NOTICE FOR RESIDENTS OF ALL STATES WHO ARE INSURED FOR DENTAL
INSURANCE

Notice Regarding Your Rights and Responsibilities

Rights:

X

We will treat communications, financial records and records pertaining to Your care in accordance with all
applicable laws relating to privacy.

Decisions with respect to dental treatment are the responsibility of You and the dentist. We neither
require nor prohibit any specified treatment. However, only certain specified services are covered for
benefits. Please see the Dental Insurance sections of this certificate for more details.

You may request a pre-treatment estimate of benefits for the dental services to be provided. However,
actual benefits will be determined after treatment has been performed.

You may request a written response from MetLife to any written concern or complaint.

You have the right to receive an explanation of benefits which describes the benefit determinations for
Your dental insurance.

Responsibilities:

X

X

You are responsible for the prompt payment of any charges for services performed by the dentist. If the
dentist agrees to accept part of the payment directly from MetLife, You are responsible for prompt
payment of the remaining part of the dentist’s charge.

You should consult with the dentist about treatment options, proposed and potential procedures,
anticipated outcomes, potential risks, anticipated benefits and alternatives. You should share with the
dentist the most current, complete and accurate information about Your medical and dental history and
current conditions and medications.

You should follow the treatment plans and health care recommendations agreed upon by You and the
dentist.
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NOTICE FOR RESIDENTS OF CALIFORNIA

IMPORTANT NOTICE

TO OBTAIN ADDITIONAL INFORMATION, OR TO MAKE A COMPLAINT, CONTACT THE
POLICYHOLDER OR THE METLIFE CLAIM OFFICE
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NOTICE FOR RESIDENTS OF THE STATE OF CALIFORNIA
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NOTICE FOR RESIDENTS OF GEORGIA

IMPORTANT NOTICE

The laws of the state of Georgia prohibit insurers from unfairly discriminating against any person based upon
his or her status as a victim of family violence.
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NOTICE FOR RESIDENTS OF ILLINOIS
IMPORTANT NOTICE

To make a complaint to MetLife, You may write to:

MetLife
200 Park Avenue
New York, New York 10166

The address of the lllinois Department of Insurance is:
lllinois Department of Insurance

Public Services Division
Springfield, lllinois 62767

GCERT2000
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NOTICE FOR MASSACHUSETTS RESIDENTS
CONTINUATION OF DENTAL INSURANCE

1. If Your Dental Insurance ends due to a Plant Closing or Covered Partial Closing, such insurance will be
continued for 90 days after the date it ends.

2. If Your Dental Insurance ends because:

X You cease to be in an Eligible Class; or
X Your employment terminates;

for any reason other than a Plant Closing or Covered Partial Closing, such insurance will continue for 31 days
after the date it ends.

Continuation of Your Dental Insurance under the CONTINUATION OF INSURANCE WITH PREMIUM
PAYMENT subsection will end before the end of continuation periods shown above if You become covered
for similar benefits under another plan.

Plant Closing and Covered Partial Closing have the meaning set forth in Massachusetts Annotated Laws,
Chapter 151A, Section 71A.

CONTINUATION OF DENTAL INSURANCE FOR YOUR FORMER SPOUSE

If the judgment of divorce dissolving Your marriage provides for continuation of insurance for Your former
Spouse when You remarry, Dental Insurance for Your former Spouse that would otherwise end may be
continued.

To continue Dental insurance under this provision:

1. You must make a written request to the employer to continue such insurance;
2. You must make any required premium to the employer for the cost of such insurance.

The request form will be furnished by the Employer.
Such insurance may be continued from the date Your marriage is dissolved until the earliest of the following:

X the date Your former Spouse remarries;

x the date of expiration of the period of time specified in the divorce judgment during which You are
required to provide Dental Insurance for Your former Spouse;

x the date coverage is provided under any other group health plan;
x the date Your former Spouse becomes entitled to Medicare;

x the date Dental Insurance under the policy ends for all active employees, or for the class of active
employees to which You belonged before Your employment terminated;

x the date of expiration of the last period for which the required premium payment was made; or
x the date such insurance would otherwise terminate under the policy.
If Your former Spouse is eligible to continue Dental Insurance under this provision and any other provision of

this Policy, all such continuation periods will be deemed to run concurrently with each other and shall not be
deemed to run consecutively.

GCERT2000
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NOTICE FOR NEW HAMPSHIRE RESIDENTS

CONTINUATION OF YOUR DENTAL INSURANCE

If You are a resident of New Hampshire, Your Dental Insurance may be continued if it ends because Your
employment ends unless:

X Your employment ends due to Your gross misconduct;

x this Dental Insurance ends for all employees;

x this Dental Insurance is changed to end Dental Insurance for the class of employees to which You
belong;

X You are entitled to enroll in Medicare; or

X Your Dental Insurance ends because You failed to pay the required premium.

The Employer must give You written notice of:

X Your right to continue Your Dental Insurance;

X the amount of premium payment that is required to continue Your Dental Insurance;

x the manner in which You must request to continue Your Dental Insurance and pay premiums; and
x the date by which premium payments will be due.

The premium that You must pay for Your continued Dental Insurance may include:
X any amount that You contributed for Your Dental Insurance before it ended;
X any amount the Employer paid; and

X an administrative charge which will not to exceed two percent of the rest of the premium.

To continue Your Dental Insurance, You must:
X send a written request to continue Your Dental Insurance; and

X pay the first premium within 30 days after the date Your employment ends.

The maximum continuation period will be the longest of:

x 36 months if Your employment ends because You retire, and within 12 months of retirement You have a
substantial loss of coverage because the employer files for bankruptcy protection under Title 11 of the
United States Code;

X 29 months if You become entitled to disability benefits under Social Security within 60 days of the date
Your Employment ends; or

X 18 months.

Your continued Dental Insurance will end on the earliest of the following to occur:
X the end of the maximum continuation period;
x the date this Dental Insurance ends;

x the date this Dental Insurance is changed to end Dental Insurance for the class of employees to which
You belong;

X the date You are entitled to enroll for Medicare;
x if You do not pay the required premium to continue Your Dental Insurance; or

x the date You become eligible for coverage under any other group dental coverage.

GCERT2000
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NOTICE FOR NEW HAMPSHIRE RESIDENTS (continued)

CONTINUATION OF YOUR DEPENDENT’'S DENTAL INSURANCE

If You are a resident of New Hampshire, Your Dental Insurance for Your Dependents may be continued if it
ends because Your employment ends, Your marriage ends in divorce or separation, or You die, unless:

X Your employment ends due to Your gross misconduct;

x this Dental Insurance ends for all Dependents;

x this Dental Insurance is changed, for the class of employees to which You belong, to end Dental
Insurance for Dependents;

x the Dependent is entitled to enroll in Medicare; or

X Your Dental Insurance for Your Dependents ends because You fail to pay a required premium.

If Dental Insurance for Your Dependents ends because Your marriage ends in divorce or separation, the party
responsible under the divorce decree or separation agreement for payment of premium for continued Dental
Insurance must notify the employer, in writing, within 30 days of the date of the divorce decree or separation
agreement that the divorce or separation has occurred. If You and Your divorced or separated Spouse share

responsibility for payment of the premium for continued Dental Insurance, both You and Your divorced or
separated Spouse must provide the notification.

The Employer must give You, or Your former Spouse if You have died or Your marriage has ended, written
notice of:

X Your right to continue Your Dental Insurance for Your Dependents;

X the amount of premium payment that is required to continue Your Dental Insurance for Your Dependents;

x the manner in which You or Your former Spouse must request to continue Your Dental Insurance for Your
Dependents and pay premiums; and

x the date by which premium payments will be due.
The premium that You or Your former Spouse must pay for continued Dental Insurance for Your Dependents
may include:

X any amount that You contributed for Your Dental Insurance before it ended; and

X any amount the Employer paid.

To continue Dental Insurance for Your Dependents, You or Your former Spouse must:
X send a written request to continue Dental Insurance for Your Dependents; and

X must pay the first premium within 30 days of the date Dental Insurance for Your Dependents ends.

If You, and Your former Spouse, if applicable, fail to provide any required notification, or fail to request to
continue Dental Insurance for Your Dependents and pay the first premium within the time limits stated in this
section, Your right to continue Dental Insurance for Your Dependents will end.

GCERT2000
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NOTICE FOR NEW HAMPSHIRE RESIDENTS (continued)

CONTINUATION OF YOUR DEPENDENT’'S DENTAL INSURANCE (Continued)

The maximum continuation period will be the longest of the following that applies:

X

X

36 months if Dental Insurance for Your Dependents ends because Your marriage ends in divorce or
separation, except that with respect to a Spouse who is age 55 or older when your marriage ends in
divorce or separation the maximum continuation period will end when the divorced or separated Spouse
becomes eligible for Medicare or eligible for participation in another employer’s group plan;

36 months if Dental Insurance for Your Dependents ends because You die, except that with respect to a
Spouse who is age 55 or older when You die, the maximum continuation period will end when Your
surviving Spouse becomes eligible for Medicare or eligible for participation in another employer’s group
dental coverage;

36 months if Dental Insurance for Your Dependents ends because You become entitled to benefits under
Title XVIII of Social Security, except that with respect to a Spouse who is age 55 or older when You
become entitled to benefits under Title XVIII of Social Security, the maximum continuation period will end
when the divorced or separated Spouse becomes eligible for Medicare or eligible for participation in
another employer’s group dental coverage;

36 months if You become entitled to benefits under Title XVIII of Social Security while You are already
receiving continued benefits under this section, except that with respect to a Spouse who is age 55 or
older when You first become entitled to continue Your Dental Insurance the maximum continuation period
will end when the divorced or separated Spouse becomes eligible for Medicare or eligible for participation
in another employer’s group dental coverage;

36 months with respect to a Dependent Child if Dental Insurance ends because the Child ceases to be a
Dependent Child;

36 months if Your employment ends because You retire, and within 12 months of retirement You have a
substantial loss of coverage because the employer files for bankruptcy protection under Title 11 of the
United States Code;

29 months if Dental Insurance for Your Dependents ends because Your employment ends, and within 60
days of the date Your employment ends you become entitled to disability benefits under Social Security;
or

18 months if Dental Insurance for Your Dependents ends because Your employment ends.

A Dependent's continued Dental Insurance will end on the earliest of the following to occur:

X

X

X

the end of the maximum continuation period;
the date this Dental Insurance ends;

the date this Dental Insurance is changed to end Dental Insurance for Dependents for the class of
employees to which You belong;

the date the Dependent becomes entitled to enroll for Medicare;
if You do not pay a required premium to continue Dental Insurance for Your Dependents; or

the date the Dependent becomes eligible for coverage under any other group dental coverage.

GCERT2000
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NOTICE FOR RESIDENTS OF NORTH CAROLINA

Read your Certificate Carefully.

This Certificate Contains a Pre-existing Condition Limitation.

GCERT2000
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NOTICE FOR RESIDENTS OF NORTH CAROLINA

UNDER NORTH CAROLINA GENERAL STATUTE SECTION 58-50-40, NO PERSON, EMPLOYER,
PRINCIPAL, AGENT, TRUSTEE, OR THIRD PARTY ADMINISTRATOR, WHO IS RESPONSIBLE FOR THE
PAYMENT OF GROUP HEALTH OR LIFE INSURANCE OR GROUP HEALTH PLAN PREMIUMS, SHALL:

(1) CAUSE THE CANCELLATION OR NONRENEWAL OF GROUP HEALTH OR LIFE INSURANCE,
HOSPITAL, MEDICAL, OR DENTAL SERVICE CORPORATION PLAN, MULTIPLE EMPLOYER
WELFARE ARRANGEMENT, OR GROUP HEALTH PLAN COVERAGES AND THE CONSEQUENTIAL
LOSS OF THE COVERAGES OF THE PERSONS INSURED, BY WILLFULLY FAILING TO PAY THOSE

GCERT2000
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NOTICE FOR RESIDENTS OF PENNSYLVANIA

Dental Insurance for a Dependent Child may be continued past the age limit if that Child is a full-time student
and insurance ends due to the Child being ordered to active duty (other than active duty for training) for 30 or

more consecutive days as a member of the Pennsylvania National Guard or a Reserve Component of the
Armed Forces of the United States.

Insurance will continue if such Child:

x re-enrolls as a full-time student at an accredited school, college or university that is licensed in the
jurisdiction where it is located;

x re-enrolls for the first term or semester, beginning 60 or more days from the child’s release from active
duty;

X continues to qualify as a Child, except for the age limit; and

X submits the required Proof of the child’s active duty in the National Guard or a Reserve Component of the
United States Armed Forces.

Subject to the Date Insurance For Your Dependents Ends subsection of the section entitled ELIGIBILITYeleasl,Es -
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NOTICE FOR RESIDENTS OF UTAH

Notice of Protection Provided by
Utah Life and Health Insurance Guaranty Association

This notice provides a brief summary of the Utah Life and Health Insurance Guaranty Association ("the
Association") and the protection it provides for policyholders. This safety net was created under Utah law,
which determines who and what is covered and the amounts of coverage.

The Association was established to provide protection in the unlikely event that your life, health, or annuity
insurance company becomes financially unable to meet its obligations and is taken over by its insurance
regulatory agency. If this should happen, the Association will typically arrange to continue coverage and pay
claims, in accordance with Utah law, with funding from assessments paid by other insurance companies.

The basic protections provided by the Association are:
x Life Insurance
0 $500,000 in death benefits
0 $200,000 in cash surrender or withdrawal values
X Health Insurance
0 $500,000 in hospital, medical and surgical insurance benefits
0 $500,000 in long-term care insurance benefits
0 $500,000 in disability income insurance benefits
0 $500,000 in other types of health insurance benefits
X Annuities
0 $250,000 in withdrawal and cash values

The maximum amount of protection for each individual, regardless of the number of policies or contracts, is
$500,000. Special rules may apply with regard to hospital, medical and surgical insurance benefits.

Note: Certain policies and contracts may not be covered or fully covered. For example, coverage does
not extend to any portion of a policy or contract that the insurer does not guarantee, such as certain
investment additions to the account value of a variable life insurance policy or a variable annuity contract.
Coverage is conditioned on residency in this state and there are substantial limitations and exclusions. For a
complete description of coverage, consult Utah Code, Title 3 IA, Chapter 28.

Insurance companies and agents are prohibited by Utah law to use the existence of the Association
or its coverage to encourage you to purchase insurance. When selecting an insurance company, you
should not rely on Association coverage. If there is any inconsistency between Utah law and this
notice, Utah law will control.

To learn more about the above protections, as well as protections relating to group contracts or retirement
plans, please visit the Association's website at www.utlifega.org or contact:

Utah Life and Health Insurance Guaranty Assoc. Utah Insurance Department
60 East South Temple, Suite 500 3110 State Office Building
Salt Lake City UT 84111 Salt Lake City UT 84114-6901
(801) 320-9955 (801) 538-3800

A written complaint about misuse of this Notice or the improper use of the existence of the Association may
be filed with the Utah Insurance Department at the above address.
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NOTICE TO RESIDENTS OF VIRGINIA

IMPORTANT INFORMATION REGARDING YOUR INSURANCE

GCERT2000
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NOTICE TO RESIDENTS OF VIRGINIA (continued)

MetLife will notify You in writing of its final determination within 30 days after MetLife’s receipt of Your written
request for review, except that under special circumstances MetLife may have up to an additional 30 days to
provide written notification of the final decision. If such an extension is required, MetLife will notify You prior to
the expiration of the 30 day period, state the reason(s) why an extension is needed, and state when it will
make its determination.

If MetLife denies the claim on appeal, MetLife will send You a final written decision that states the reason(s)
why the claim You appealed is being denied and references any specific Plan provision(s) on which the
denial is based. If an internal rule, protocol, guideline or other criterion was relied upon in denying the claim
on appeal, the final written decision will state the rule, protocol, guideline or other criteria or indicate that
such rule, protocol, guideline or other criteria was relied upon and that You may request a copy free of
charge. Upon written request, MetLife will provide You free of charge with copies of documents, records and
other information relevant to Your claim.

Policies and Procedures for Emergency and Urgent Care

Urgent care and Emergency services: All member dentists of the MetLife Preferred Dentist Program (PDP)
are required to have 24-hour emergency coverage or have alternate arrangements for emergency care for
their patients. Since the MetLife PDP is a freedom-of-choice PPO program, there is no primary care
physician. No authorization of a service is necessary by a Primary Care Physician, nor is it necessary to
obtain a pre-authorization of services. The patient is free to use the dentist of their choice.

An important distinction to be made for this section is the difference between Urgent Care in a dental situation
versus that found in medical. Urgent care is defined more narrowly in dental to mean the alleviation of severe
pain (as there are no life-threatening situations in dental). Additionally, the alleviation of pain in dental is a
simple palliative treatment, which is not subject to claim review.

The benefit amount will be consistent with the terms contained in the insured’s contract.

Urgent Care Submission:

A small number of claims for dental expense benefits may be urgent care claims. Urgent care claims for
dental expense benefits are claims for reimbursement of dental expenses for services which a dentist familiar
with the dental condition determines would subject t

GCERT2000
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NOTICE FOR RESIDENTS OF THE STATE OF WASHINGTON

Washington law provides that the following apply to Your certificate:

Wherever the term "Spouse" appears in this certificate it shall, unless otherwise specified, be read to include
Your Domestic Partner.

Domestic Partner means each of two people, one of whom is an Employee of the Policyholder, who have
registered as each other's domestic partner, civil union partner or reciprocal beneficiary with a government
agency where such registration is available.

Wherever the term "step-child" appears in this certificate it shall be read to include the children of Your
Domestic Partner.
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NOTICE FOR RESIDENTS OF WISCONSIN

KEEP THIS NOTICE WITH YOUR INSURANCE PAPERS

GCERT2000
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DEFINITIONS

As used in this certificate, the terms listed below will
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DEFINITIONS (continued)
Dentist means:

X a person licensed to practice dentistry in the jurisdiction where such services are performed; or

X any other person whose services, according to applicable law, must be treated as Dentist’s services for
purposes of the Group Policy. Each such person must be licensed in the jurisdiction where the services
are performed and must act within the scope of that license. The person must also be certified and/or
registered if required by such jurisdiction.

For purposes of Dental Insurance, the term will include a Physician who performs a Covered Service.
Dentures means fixed partial dentures (bridgework), removable partial dentures and removable full dentures.
Dependent(s) means Your Spouse and/or Child.

Full-Time means, for purposes of the insurance described in this certificate, You are Actively at Work and
considered to be employee of the Policyholder in one of the following employment categorizations as
determined and defined by the Policyholder:

Regular full-time employee: an employee of the Policyholder appointed by the university president or a
designee to authorized, budgeted full-time positions with an employment-duration of nine (9) or more months
in a 12-month period in a specific division and department of the Policyholder, and full-time employees are
required to work at least 37.5 hours each week.

Core employee (Core Employment): an employee of the Policyholder appointed by the university president or
a designee to authorized, budgeted positions with an employment-duration of nine (9) or more months in a
12-month period. Core employees (Core Employment) are (is being) employed for a specific job description a
specific division and department of the Policyholder, and employees classified as Core Employees are
required to work at least 30 hours each week.

Half-time employee (Half-time Employment): an employee of the Policyholder appointed by the university
president or a designee to authorized, budgeted positions within a specific department. Half-time employees
(Half-time Employment) are (is being) employed for a specific job description a specific division and
department of the Policyholder, and employees classified as Half-time Employees are required to work at
least 22.5 hours each week for an entire 12-month period.

If You do not meet the criteria, established by the Policyholder, in accordance with Your employment
categorization as determined by Your employment with the Policyholder, You will not be considered to be
Full-Time for purposes of the insurance described in this certificate.

In-Network Dentist means a Dentist who participates in the Preferred Dentist Program and has a contractual
agreement with Us to accept the Maximum Allowed Ch
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ELIGIBILITY PROVISIONS: INSURANCE FOR YOU
ELIGIBLE CLASS(ES)

All Full-Time employees of the Policyholder.

DATE YOU ARE ELIGIBLE FOR INSURANCE

You may only become eligible for the insurance available for Your eligible class as shown in the SCHEDULE
OF BENEFITS.

If You are in an eligible class on July 1, 2012, You will be eligible for the insurance described in this certificate
on that date.

If You enter an eligible class after July 1, 2012, You will be eligible for insurance on the first day of the month
following the date You enter that class.

ENROLLMENT PROCESS FOR DENTAL INSURANCE

If You are eligible for insurance, You may enroll for such insurance by completing the required form in Writing.
If You enroll for Contributory Insurance, You must also give the Policyholder Written permission to deduct
premiums from Your pay for such insurance. You will be notified by the Policyholder how much You will be
required to contribute.

The Dental Insurance has a regular enrollment period established by the Policyholder. Subject to the rules of
the Group Policy, You may enroll for Dental Insurance only when You are first eligible, during an annual
enrollment period or if You have a Qualifying Event. You should contact the Policyholder for more information
regarding the flexible benefits plan.

DATE YOUR INSURANCE TAKES EFFECT
Enrollment When First Eligible

If You complete the enroliment process within 31 days of becoming eligible for insurance, such insurance will
take effect on the date You become eligible, provided You are Actively at Work on that date.

If You are not Actively at Work on the date the insurance would otherwise take effect, the insurance will take
effect on the day You resume Active Work.

If You Do Not Enroll When First Eligible

If You do not complete the enroliment process within 31 days of becoming eligible, You will not be able to
enroll for insurance until the next enrollment period for Dental Insurance, as determined by the Policyholder,
following the date You first become eligible. At that time You will be able to enroll for insurance for which You
are then eligible.

Enrollment During An Annual Enrollment Period

During any annual enroliment period as determined by the Policyholder, You may enroll for insurance for
which You are eligible or choose a different option than the one for which You are currently enrolled. If You
are not currently enrolled for Dental Insurance but You enroll during an enroliment period, the Dental
Insurance takes effect one year after Your request. Otherwise the changes to Your insurance made during
an enrollment period will take effect on the first day of the calendar year following the enrollment period, if You
are Actively at Work on that date.

If You are not Actively at Work on the date the insurance would otherwise take effect, insurance will take
effect on the date You resume Active Work.

GCERT2000
e/lee-MD1 29



ELIGIBILITY PROVISIONS: INSURANCE FOR YOU (continued)

Enrollment Due to a Qualifying Event

You may enroll for insurance, for which You are eligible, or change the amount of Your insurance between
annual enrollment periods only if You have a Qualifying Event.

If You have a Qualifying Event, You will have 31 days from the date of that change to make a request. This
request must be consistent with the nature of the Qualifying Event. The insurance enrolled for, or changes to
Your insurance made as a result of a Qualifying Event, will take effect on the first day of the month following
the date of Your request, if You are Actively at Work on that date.

If You are not Actively at Work on the date the insurance would otherwise take effect, insurance will take
effect on the day You resume Active Work.

Qualifying Event includes:

marriage;
the bhirth, adoption or placement for adoption of a dependent child;
divorce, legal separation or annulment;

the death of a dependent;

X X X X X

Your dependent's ceasing to qualify as a dependent under this insurance or under other group coverage;
or

X achange in Your or Your dependent's employment status, such as beginning or ending employment,
strike, lockout, taking or ending a leave of absence, changes in worksite or work schedule, if it causes
You or Your dependent to gain or lose eligibility for group coverage.

DATE YOUR INSURANCE ENDS
Your insurance will end on the earliest of:

the date the Group Policy ends;
the date insurance ends for Your class;
the end of the period for which the last premium has been paid for You;
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the last day of the calendar month in which Your employment ends; Your employment will end if You
cease to be Actively at Work in any eligible class, except as stated in the section entitled
CONTINUATION OF INSURANCE WITH PREMIUM PAYMENT.

In certain cases insurance may be continued as stated in the section entitted CONTINUATION OF
INSURANCE WITH PREMIUM PAYMENT.
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ELIGIBILITY PROVISIONS: INSURANCE FOR YOUR DEPENDENTS (continued)

Enrollment During An Annual Enrollment Period

During any annual enrollment period as determined by the Policyholder, You may enroll for Dependent
Insurance for which You are eligible or choose a different option than the one for which Your Dependents
are currently enrolled. If You are not currently enrolled for Dependent Insurance but You enroll during an
enroliment period, the Dependent Insurance takes effect one year after Your request. Otherwise the
changes to Your Dependent Insurance made during an enrollment period will take effect on the first day
of the calendar year following the enroliment period, if You are Actively at Work on that date.

If You are not Actively at Work on the date the insurance would otherwise take e
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ELIGIBILITY PROVISIONS: INSURANCE FOR YOUR DEPENDENTS (continued)

If You or Your Spouse is required by a Child Health Insurance Enforcement Order to provide dental
insurance for a Child and:

X You are not enrolled for dental insurance; and/or
X Your child is not enrolled for dental insurance,

We will enroll You and/or Your Child without regard to enrollment period restrictions.

If You do not make a request for coverage on a dependent child as required by a Child Health
Enforcement Order; and:

X You are insured for dental insurance; and
X no other reasonable dental insurance is in effect on the child,

then a request for dental insurance may be made by:

X another parent of the child;
x the Maryland Support Enforcement Agency; or
x the Maryland Department of Health and Mental Hygiene.

DATE YOUR INSURANCE FOR YOUR DEPENDENTS ENDS
A Dependent's insurance will end on the earliest of:

the date You die;

the date Dental Insurance for You ends;

the date the Group Policy ends;

the date insurance for Your Dependents ends under the Group Policy;
the date insurance for Your Dependents ends for Your class;

the last day of the calendar month in which Your employment ends; Your employment will end if You
cease to be Actively at Work in any eligible class, except as stated in the section entitled
CONTINUATION OF INSURANCE WITH PREMIUM PAYMENT;

the end of the period for which the last premium has been paid; or
the last day of the calendar month in which the person ceases to be a Dependent.
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In certain cases insurance may be continued as stated in the section entitied CONTINUATION OF
INSURANCE WITH PREMIUM PAYMENT.
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SPECIAL RULES FOR GROUPS PREVIOUSLY COVERED UNDER OTHER GROUP
DENTAL COVERAGE

The following rules will apply if this Dental Insurance replaces other group dental coverage provided to
You by the Policyholder.

Prior Plan means the group dental coverage provided to You by the Policyholder on the day before the
Replacement Date.

Replacement Date means the effective date of this Dental Insurance under the Group Policy.

Rules if You or You and Your Dependents were Covered Under the Prior Plan on the Day Before
the Replacement Date:

1.

if You and Your Dependents were covered under the Prior Plan on the day before the Replacement
Date, You will be eligible for this Dental Insurance on the Replacement Date if You are in an eligible
class on such date;

if any of the following conditions occurred while coverage was in effect under the Prior Plan, We will
treat such conditions as though they occurred while this Dental Insurance is in effect:

x the loss of a tooth; and
x the accumulation of amounts toward:
a) Annual Deductibles;
b) Annual Maximum Benefits;
c) Lifetime Maximum Benefits;
if a dental service was received while the Prior Plan was in effect and such service would be a
Covered Service subject to frequency and/or time limitations if performed while this Dental Insurance

is in effect, the receipt of such prior service will be counted toward the time and frequency limitations
under this Dental Insurance;

if a government mandated continuation of coverage under the Prior Plan was in effect on the
Replacement Date, such coverage may be continued under this Dental Insurance if the required
payment is made for the cost of such coverage. In such case, benefits will be available under this
Dental Insurance until the earlier of:

y the date the continued coverage ends as set forth in the provisions of the government-mandated
requirements; or

y the date this Dental Insurance ends.

Rules if You or You and Your Dependents were NOT covered under the Prior Plan on the Day
Before the Replacement Date:

1. You will be eligible for this Dental Insurance when You meet the eligibility requirements for such

insurance as described in ELIGIBIL
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DENTAL INSURANCE

If You or a Dependent incur a charge for a Covered Service, Proof of such service must be sent to Us. When
We receive such Proof, We will review the claim, and if We approve it, will pay the insurance in effect on the
date that service was completed.

This Dental Insurance gives You access to Dentists through the MetLife Preferred Dentist Program (PDP).
Dentists participating in the PDP have agreed to limit their charge for a dental service to the Maximum
Allowed Charge for such service. Under the PDP, We pay benefits for Covered Services performed by either
In-Network Dentists or Out-of-Network Dentists. However, You may be able to reduce Your out-of-pocket
costs by using an In-Network Dentist because Out-of-Network Dentists have not entered into an agreement
with Us to limit their charges. You are always free to receive services from any Dentist. You do not need any
authorization from Us to choose a Dentist.

The PDP does not provide dental services. Whether or not benefits are available for a particular service,
does not mean You should or should not receive the service. You and Your Dentist have the right and are
responsible at all times for choosing the course of treatment and services to be performed. After services
have been performed, We will determine the extent to which benefits, if any, are payable.

When requesting a Covered Service from an In-Network Dentist, We recommend that You:

X identify Yourself as an insured in the Preferred Dentist Program; and

x confirm that the Dentist is currently an In-Network Dentist at the time that the Covered Service is
performed.

The amount of the benefit will not be affected by whether or not You identify Yourself as a member in the
Preferred Dentist Program.

You can obtain a customized listing of MetLife’s In-Network Dentists either by calling 1