MEDICAL PLAN

FOR DELTA RETIREES

The NEW 65 and Over “Delta Affiliated” Plan
For Non-Pilot and Pilot Retirees of Delta Air Lines

DENTAL BENEFITS
Cigna
PPO Plan - 2 pages
HMO Plan - 1 page
Preventative Plan - 1 page

VISION BENEFITS
Superior Vision
Plan Summary - 1 page

NOTE:
The Dental and Vision programs DO NOT qualify
for the subsidy.




DALRC Retiree Dental PPO Plan Effective January 1, 2007

Monthly Cost
Relires 529.72
Retiree + Spouse 359.79
Retiree + Child(ren) - 366.44
Retiree + Family 806.44
Benefit Summary
CIGNA Dental PPO

Benefite In-network Out-of-netwark
Class | - preventive and diagnostic services : :
o Oral exams (2 per calendar yesr) 100% no deductible 100% after deductible
o Cleanings (2 per calendar year) Emergency services are
o Full mouth X-rays (1 complete sef every 3 calendar years) paid al in-network levels.
= Bitewing X-ray (2 per calendar year)
= Panoramic X-ray (1 every 3 calendar years)
*  Fluoride application [1 per calendar year for participams under

189 years oid)
»  Sealants (limited to posterfor teeth for participanis under 14

years old; 1 treatment per tooth every 3 calendar years)
*  Space maintainers {(imited (o non-orthodontic treatiment)
»  Emergency care o relieve pain
Class Il — basic restorative services _ :
Fillings, root canal therapy, osseous surgery, periodontal scaling and 70% after deductible (0 efinc Hbdacibi
roof planing, denture adiustments and repairs, extractions,
anesthelics, oral surgery
Class lll - major restorative services :
Crowns, denifures, bridges 50% affer deductible 509 after deductible
Optional services
Class IV —Orthodontia Hﬁﬂﬂ"f; a::‘erfﬁuc-'ﬁe 50% after deductible
2 : n deduciioe applies. Plan deductible applies.

S b $2,500 Lifetime Max $2.500 Lifetime Max
o [ifefime maximumm 5
Calendar year maxim um’
(Class 1, II, Il expenses) §1,500 per person 1,500 per person
Calendar year deductible’

- 50 per person 60 per person

» Individual $240 per family $240 per family

. Aggmgare family maximurm

Uil dodsctiblos. plas mazimums and sorvics specife rosiroms (dallae snd occurenee) cross acosmelse in: and oot -netwark




Benefit exclusions (by way of example, but not limited to).

"= 8 % % ¥ ® = @

Services performed solely for cosmetic reasons.

Replacement of a lost or stolen appliance.

Replacement of a bridge or denture within five years following the dale of its original installation.
Replacement of a bridge or denture which can be made useable according to sccepled dental standards.

Procedures, appliances or reslorations, other than full dentures, whose main purpose is to change vertical dimension,
diagnose or treat conditions of ThI, stahilize periodontally involved teeth. or restore occlusion.

Vieneers of porcelain or acrylic materials on crowns or ponties on or replacing the upper and lower firsf, second, and third
molars.

Bite registrations; precision or semi-precision atfachments; splinting.

Surgical irrpland of @y (v,

Instruction for plague control, oral hygiene and diet,

Dental services that do not meet commaon dental standarnds.

Services that are deemed to be medical services.

Services and supplies received from a hospital.

Charges which the person is not legally required to pay.

Charges made by a hospital which performs services for the U.S. government if the charges are directly related lo a
condition connected fo a military senvice

Experimental or investigational proceduras and trealments.

Any injury resulting from, or in the course of, any employment for wage or profit.
Any sickness covered under any workers® compensation or similar faw.
Charges in excess of the reasonable and custornary allowances.

Reasonable and custornary other than the 90th percentile.

This benefil sumnary highlights some of the henefils svaibible under the proposed plan. A complete descrplion regarding the termss af coverage, oxclusions and limitatom, including legishited benefils, will be
provided in your irsurance certificste or plan description. Benefits are imsured sndior adeinisiered by Cotsectiost Gereral Life Imuronce Company.



DALRC Retiree Dental HMO Plan effective January 1, 2007

Monthly Cost
Retiree $18.32
Retiree + Spouse $36.37
Retiree + Child(ren) $48.88
| Retiree + Family 557.03
Benefit Summary
CIGNA Dental HMO

Benefits

In-network Only

Class | - preventive and diagnostic services

« Oral exams (2 per calendar year)

= Cleanings (2 per calendar year)

s Full mouth X-rays (1 complete set every 3 calendar yedrs)
= Bilewing X-ray (2 per calendar year)

= Panoramic X-ray (1 every 3 calendar years)

= Fluoride application (1 per calendar year for participanis under 14
years old)

«  Sealants (Nmited to posterior teeth for participants under 14 years old;
1 treatment per tooth every 3 calendar years)

»  Space maintainers (limited to non-orthadontic treatment)
»  Emergency care lo relleve pain

Most preventive senvices are covered with
na copay

See patient charge schedule for defails

Class Il - basic restorative services

Fillings, root canal therapy, osseous surgery, pericdontal scaling and oot
planing, denlure adjustments and repairs, exlractions, anesthetics, oral
Blirgeny

amasigam fillings are covered with no copay

Other services may have copays, please
see Patient charge schedule for defails

Class lll - major restorative services
Crowns, dentures, bridges

Most services have copays, pleass see
patient charge schedule for details

Optional services
Class IV —Orthodontia

»  [Deductible
»  [ifefime maximum

See Patient Charge Schedule
Mone
24 months of treatment

Calendar year maximum'
{Class I, I, lll expenses)

No Maximum Benefif

Calendar year deductible’

s [ndividual
s Aggregate family maximum

no deductible




DALRC Retiree Dental Preventive Plan Effective January 1, 2007

Monthly Cost

Retiree $11.51
Retiree + Spouse 322.83
Retiree + Child{ren) $31.71
Retiree + Family $43.09

Benefit Summary

CIGNA Preventive Plan
Benefits In-network Qut-of-network

Class | — preventive and diagnostic services

#  Oral exams (2 per calendar pear) H0e nodeduictise 100 1e dbdin
o Cleanings (2 per calendar year)
»  Full month X-rays (1 eomplete set every 3 calendar yesrs)
* Bilewing X-ray (2 per calendar year)
*  Panoramic X-ray (1 every 3 calendar years)
e Fluoride application (1 per calendar year for participants undar
19 years old)
o Sealants [limited fo posterior teeth for participanis under 14
vears old; 1 treatment per footh every 3 calendar years)
=  Space malntainers (limited to non-orthadontic treatment)
« Emergency care o relleve pain
Calendar year maximum’
(Class | expenses) $200 per person $200 per person

! All deductibles, plan maximums and service specific maxisvans {dollar aed occurence) cross scomalate m- and oul-of-aew ork

Benefit exclusions (by way of example, but not limited to):

+  Sernvices performed solely for cosmelic reasons,

« Raplacement of a lost or stolen appliance.

s  Replacement of a bridge or denture within five years following the date of its original installation.

s Replacement of a bridge or denfure which can be made useable according to sccepled dental standards.

» Procedures, appliances or restorations, other than full dentures, whose main purpose is to change vertical dimension,
diagnose or treat conditions of TMJ, stabilize periodontally involved testh, or reslere oeclusion,

» Veneers of porcelain or acrylic materials on crowns or pontics on or replacing the upper and lower firsf, second, and third
molars.

Bite regisiralions; precisfon or semi-precision attachments; splinling

Surgical implant of any type.

Instruction for plaque control, oral hygiene and diet.

Dental services that do not meet common dental standards.

Services that are deemed o be medical services,

Services and supplies received from a hospital,

Charges which the person is not fegaily required (U pay.

+ (Charges made by & hospital which performs services for the U.S. government If the charges are directly related fo a
condition connected to a military service,

«  Experimental or imvestigational procedures and trealments.

o Any injury resulting from, or in the course of, any employmaent for wage or profit.
#  Any sickness covered under any workers' compensation or similar law.

+  Charges in excess of the reasonable and customary allowances.

*  Reasonable and customary other than the 90th percentile.

*® @ & & @
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This benefil sammesry highlights some of' the benzfiis svailable under the propesed plan. A commplile diseripion feganding the terms of coverape, exclusions and lim&azions, iscluding legislaied benefils, will be
provided in wour insurance centificate or plan description. Benelils are imsuned ssd'or adminisered by Connecticul General Life Insurance Company



o Superior Vision®
pOur Members. Our Mission.

Presented by DALRC Retiree Vision Plan

Qutline of Benefits - Effective 1/1/07
Vision Plan-Preferred Provider (PPO)Indemnily

Elsgﬂ,u%
CIMpIoyee £.20
Ermployee and nuse 11.45
Employee am:l hlll:l[ren} 11,60
=i .m.r_n:!: and 17.30
Copgyment IE % Exam
25.00 Eurml:t Lens Fn;urrg Exam Fee

In- nemrk copayments are paid dire
r’k copayments will be de cted fmm the nu:-nf network

Pl rred Plan Services Fraquen
nmprehenme Exam manths
I months
Frarnes 4 maon
Contact Lenses 17 menths
In-Network Out-of-MNegwork
onh'gﬁhanshe Exam )
malogist (MO} Covered in Full | LUp to §42.00
Comprehensive Exam
Optometrist (0D) Covered in Full | Up to $37.00
grmdard Lenses {Per Pair):
Vision Covered in Full Up m 31 00
Covered in Full %
Tri al Covered in Full Up tn 34
Lenticular Covered in Full .00
ot R e P vered infull | Up 10 $21000
ecessa to
Electvet 7 Goeslioh | OB EHoooo
Sundard Contact Lens
Ficting Exam Fee™* Cavered in Full Mot Covered
%;ecn %‘Cmmct Lens
£Lin Up o $50.00 Mot Covered
Framesrinndard"’" Up to $125.00 Up to §68.00

*  Concact banses are In liew of gynglass kenses and fames benefic

#* The insured is resporsible for paying any charget in excess af this dlowance,

*Sandard conact e fiing fee apples o an existing contact lens wier wha wawrs disposable. daily
WearL or exrended wear lenses only. The lpuddq’ rounzer e fivig Mo goplivs e e gl

lens wearers ndior @ member whe wears tant, gas permeable, o multioesl lemses For the

speciaity fie, the mernber i responsible fer :wd'nwnverﬁ{l

How to Use the Plan

Procedure when rrsin; a Superior Vision Plan
in-nefwork provi

. Idencfy ]ruursnlftﬂ the in-network provider as a member of the
Superior Vision Plan. You can wse your LD, card for thlsdpurpos«e or
simply give the provider your name, employer name, an unique
ldenuﬂctﬂnn number. The provider will call the Superior Vision Customer
Service Department to verify your efigibility and obtain an
authorization number. The LD card provided to you can be used for
all coverad family members,

1. Adter eligibility is established and an authorization number i received
by the provider, services will be rendered, There is nothing elsz that
you need to do except pay the provider directly for any appropriate
copayments o darges sbove the covered benefits. The in-necwark
pravider handles all clims and paperwark.

Procednre when using an oul-of-uetwork provider:

I, To receive services from an out-of-network pravider, it s impaortant
that you firet call the Suparior Vision Customar Sarvice Department at
BO0-507-3800 to recelve your own authorization number. By daing
5o, you may be assured of your eligibility and reimbursement for
money spent.

1. Adter receiving services and paying in-full for the examination and'or
Mmacerials (you do not pay 3 copayment ta e out-of-nerwork
E-r:r“idaf]. submit your original imerized Gilling or receint received

the provider, slong with your authorization number, to the
Superior Vision Claims Administration office.

3. ‘fou will be reimbursed according to the schedule of allowances for
out-of-network services, less any required copayments,

, Refractive Snrgery Discounts

Superior Yisicn Services has concracted a newwork of aver 400 refractive
surgeons nationwide whe specialize in the popular elective procedures of

radial keratotomy (RK), photo-refractive keratotomy (FRK) and LASIK. These
providers offer Superior Vision Plan members a 20% discount off their usual and
customary surgical fees for these procedures. Ophthalmic plastic surgeons are
also contracted to provide the procedure of blepharoplasty (cosmetic eyslid
surgery| to Superior Vision Plan members on dee same discoui bast,




