AUSTRALIAN HEALTH MANAGEMENT GROUP PTY LIMITED
(ABN 96 003 683 298)
(Hahm”)

HEALTH BENEFITS FUND RULES

as at 1 April 2012

A PRIVATE HEALTH INSURER REGISTERED UNDER PART 4-3 OF THE
PRIVATE HEALTH INSURANCE ACT 2007
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A INTRODUCTION

Al Rules Arrangement

1.1 These Rules consist of:
(@) The General Conditions;
(b) Schedules of Products listing premiums and
(c) Schedules listing General Treatment Benefitblamits and Hospital
Treatment Benefits and Limits, and combinationsebg

1.2 These rules apply to all Members as reporteddd’rivate Health Insurance
Administration Council (PHIAC), excluding Overseasident Health Cover
(OSHC).

1) Unless the context otherwise requires, any terrad usthese Fund Rules that are
defined in thePrivate Health Insurance A&007, any rules made under that Act
(Rules) or theHealth Insurance Act973 have the same meaning in these Fund
Rules.

2) Part B of these Fund Rules sets out other reladeimitions.

3) A reference to the Schedules is a reference t&thedules attached to these
Fund Rules.

A2 Health Benefits Fund

2.1 These are the Rules of the Health Benefits feanducted by ahm under the
CommonwealttPrivate Health Insurance Act 20QFund).

2.2 These Fund Rules govern the establishment jpaton of the Fund and describe
the obligations, requirements and entitlements efriders of the Fund and the
obligations, requirements and entitlements of amihé operation of the Fund.

2.3 The Health Benefits Fund’s business consists of
a) ahm’s health insurance busindd$g)
b) some or all of ahm’s health related businetiz@sahm has determined are to
be included in the FundHRB)
c) any other business, as allowed undePitieate Health Insurance Act 2007
as determined by ahm and as allowed under the iQiditst.

2.4 The registered office of ahm is at Medibank/&e Limited, Level 17, 700 Collins
St Melbourne VIC 3008.

2.5 The chief administration office of the Fundasated at the registered office.

2.6 The Fund has been established by ahm.
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2.7 The Fund shall be conducted and administereahbryin accordance with these
Fund Rules, the Act and the Rules. For this puepabm will have all necessary
power to do all acts and things as ahm may consiglegssary or expedient for the
administration and maintenance of the Fund angé&n®rmance of the ahm's
obligations under these Fund Rules.

2.8 The property of the Fund is vested in ahm tagq@ied in accordance with the
Private Health Insurance Act 200therulesmade under that Act and these Rules.
All assets of the Fund not immediately requiredtf@ purposes of the Fund may
be invested or otherwise applied, in the absoligeretion of ahm, and in
accordance with therivate Health Insurance Act 20@nd the Rules.

2.9 ahm will participate in the Risk Equalisatioru3t Fund in accordance with the
provisions of théPrivate Health Insurance Act 20@nd the Rules.

A3 Obligations to Insurer

3.1 A person applying to join the Fund as a Mengbell:
(@ comply with the requirements of ahm; and
(b) give full and complete disclosure of all infation as required by ahm.

3.2 The Member shall inform ahm as soon as rea$ppabsible after a change in any
details which are required by ahm to provide tiseirance.

A4 Governing Principles
4.1 ahm and its Members are governed by:
(@) Private Health Insurance Act 20@nd thePrivate Health Insurance Rules
(b) These Fund Rules
(c) National Health Act
(d) Health Insurance Act
(e) The constitution

A5 Use of Funds
Health Benefits Fund

ahm’s Health Benefits Fund operates HIB and HRBn&foin the Fund is invested in
assets and the income arising from those assetsdged to the Health Benefits Fund.
As a for profit insurer, the assets of the Fund tmagapplied by ahm for any of the
permitted purposes set out in clause 137-10(D)@Rtivate Health Insurance Act 2007
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Commissions received from travel insurance and teigpa insurance agency businesses
(net of operating costs) is also credited to thedHn accordance with Section 137-5 (e)
of thePrivate Health Insurance Act 2007

The details of the debits and credits for the FaidlB and HIR are set out below:

5.1 Health Insurance Business

ahm provides a range of Complying Health InsurdProelucts CHIPs) in exchange for
Premiums. In providing these products it incursezxiture to facilitate the payment of
claims and benefits and associated administratistsc The debits and credits from and
to the fund for Health Insurance Business are dharaed as follows:

Credits Debits

Premium Income from CHIPS Benefits payable to Merab
- payable to third party providers
- payable to ahm for the cost of the
provision of HRB within the Fund
Risk Equalisation Pool payments
Ambulance levies
Administration costs
- Wages and Salaries
- Associated employment oncosts
- Advertising and marketing
- Health promotions
- Business acquisition costs
- Provision of staff amenities
- Property costs
- Advisers, contractors and
consultants
- Third party service providers
o eg member helpline
- Industry fees and levies
- Proportion of shared services,
shared with HRB, including:
- Information technology
- Finance
- HR
- Other corporate administration
services
- Dividends

Thisis not an exhaustive list.
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5.2 Health Related Business (HRB)

ahm provides a range of services aimed at Healthagkament and Chronic Disease
Management or otherwise meeting the definitione#lth related business in the Act as
follows:

These services are available to Members on eligibdelucts

5.2.1 Dental and Optical services

ahm offers a full range of dental at our existirgykharket, Parramatta and Wagga
Wagga clinics including:

- General dentistry (scale and clean, fillings, eotioas etc)

- Major dentistry (bridges, crowns, dentures)

- Specialist services (orthodontics, endodonticdpdentics etc)
- Conscious sedation

- Oral Health Educators

- Dental Hygienists

The clinics operate on the concept of “Minimal mention Dentistry” which aims to
work on prevention rather than cure.

In addition the clinics offer an optical serviceiatincludes:

- Visual examinations

- Visual field testing

- Assessments for eye disease
- Vision therapy

- Fitting of contact lenses

- Optical dispensary

The services are available to be used primarilivieynbers on eligible Products. but

also, where capacity exists, the general publicrafetred patients.

5.2.2 Disease Prevention, Health Management and Ginic Disease Management
Programs

ahm operates a number of programs aimed at pregeatid managing illness and
disease. The range of health management and cldisei@se management services are
provided to a spectrum of customers as follows:
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- policy holders of other Private Health Insurers

- Employees of Corporate Entities

- Employees or Customers of Government Entities egalltment of Veteran’s
Affairs

These programs include:
Chronic and Complex Care Program

A telephonic support program for individuals witlCaronic Disease or with
multiple risk factors for chronic disease. The pavg is conducted across a year
and involves outbound calls by a registered nurseiging information on health
issues and management of the relevant disease.

Early Discharge and Avoided Admissions Program

This program coordinates clinical and personalises/for participants to allow
them to either avoid hospitalisation or leave hiad@arlier than would otherwise
be possible (and which are not provided by a peasinorised by a hospital or
under that person’s control, with the direct invahent of the hospital and so is not
“Hospital Treatment”). A care plan is signed offtmg admitting doctor and ahm
clinical staff, organising for care in the homeadthgh a registered third party
provider network.

Pregnancy Support Program

A telephonic support program for new and expeataosthers. The program

involves outbound calls by registered midwives bm#hand post natal and includes
discussions around healthy eating, feeding, arttingetThere is an in bound

service that continues beyond the outbound phase.

Health Coaching Program

A telephonic support program for individuals whakito improve or maintain
their health or manage a condition. The progravolires outbound calls by
qualified clinicians including dieticians, exerciglysiologists and occupational
therapists over a 6-month period. It utilises wettibnal interviewing techniques to
improve behavioural change in participants. Pigaitts are also provided with
information relevant to their health goal.

Health Risk Assessments (HRA)
The HRA is a questionnaire based assessment bkt risks facing an

individual. It is based on a survey developed t&ymiversity of Michigan and
customised for Australian protocols. Following cdetjpn the participant is
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provided with a health profile which details whéney are doing well and where
they could improve their health risks. This is offellowed by the health coaching
program.

Health Promotions

ahm produces a range of collateral such as faetslaad flyers that communicate
important health information and encourage intetie@rby individuals in their own
health outcomes.

Health Screening and Expos

ahm organise events aimed at educating and higimgyhealth risks to

populations. These events often include healthessravhich include blood pressure
tests, cholesterol checks, BMI calculations etaddition flu vaccinations can be
facilitated.

Consulting Services
ahm offers a population based consulting serviceediat improving the health and

well being of a population. This is most often &tigg either health and safety
outcomes or improvements in productivity for colggerentities.

5.2.3 Overseas Students Health Cover

ahm provides private health insurance cover forr€aeas Students studying in Australia
(OSHC) under a deed with the Commonwealth Governmenutyir the Department of
Health and Ageing. As required by the Rules, &rad deed, this business forms part of
the Fund and is a HRB conducted through the Fund.

Debits and Credits to the Fund
The debits and credits of Health Related Businesa find to the Fund are characterised

as follows:
Credits Debits
Premium Income (OSHC) Benefits - OSHC
Payment or reimbursement of treatmentCost of Goods and Services provided
costs (through claims made by HIB) for; - Clinical salaries and oncosts
- Dental Services - Clinical support salaries and
- Optical Services oncosts
- Chronic Disease Management - Associated other staff costs
Programs - Depreciation of assets used in the
- Health Management Programs provision of goods and services
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External Income

Other (treated as Administration
costs in HIB)

Member co-payments for treatme
costs

Private Dental and Optical patient
treatment costs

Public sector dental patients
treatment costs

Other Health Benefit Funds
Chronic Disease Management
Programs

Other Health Benefit Funds Healt

nt -

=
1

Stock costs
Third party service providers

Administration costs

Wages and Salaries

Associated employment oncosts
Information technology
Provision of staff amenities
Property costs

Advisers, contractors and
consultants

Proportion of shared services,
shared with HRB, including:
Information technology

Management Programs - Finance

Corporate Health Management - HR

Programs - Other corporate administration
Government Health Management services

Programs - Dividends

Thisis not an exhaustive list.

A6 No Improper Discrimination

6.1 When conducting the Fund and making decisiomslation to prospective
Members and Members, ahm does not have regard/tofdhe following matters:

the suffering by a person from a chronic disedlness or other medical
condition or from a disease, illness or medicalditton of a particular

the age of a person, except to the extent allomnder Part 2-3 of the Act

any other characteristic of a person (includingnot just matters such as
occupation or leisure pursuits) that is likely ésult in an increased need

the frequency with which a person needs Hospiteatment or General

the amount or extent of the benefits to whigleeson becomes entitled
during a period under a complying health insurgmaecy, except to the

(a)
kind; or
(b) the gender, race, sexual orientation or religibelief of a person; or
(©)
(lifetime health cover); or
(d) where a person lives, except to the extentatbunder subsection
66-10(2) or section 66-20 of the Act; or
(e)
for Hospital Treatment or General Treatment; or
()
Treatment; or
(9)
extent allowed under section 66-15 of the Act; or
(h)

any matter set out in thi&rivate Health Insurance (Complying Product)
Rulesfor the purposes of this paragraph
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A7 Changes to Rules

7.1 ahm has the power to amend, alter, rescindrideeand add to these Fund Rules at
any time with the exception of those Fund RulescWlaire required to be changed
by direction by the Commonwealth Department of Heahd Ageing. Any
changes required by the Department must be impledday the Executive Group
Manager in accordance with such direction.

7.2 Amendments to these Fund Rules will be impldeatfrom a date approved by
ahm.

7.3 The Fund Rules that are in force at the datbeoprovision of a service or good for
which a Fund Benefit under these Fund Rules isigeal are the Rules which shall
govern the provision of that Fund Benefit.

7.4 Any Premiums paid in advance on any Produdtishi@moved or altered by any
change to these Fund Rules will be re-directedjoreew Product that the Member
chooses to transfer to or is required to transfdrytahm.

7.5 If a Member chooses to transfer or is requingdhm to transfer to a new Product,
the new Rules and Benefits applying to that Produitimmediately apply to the
Members covered under that Policy (subject to waiperiods for Benefits on
services not covered previously). ahm will ensheg¢ aidequate notice and
transitional arrangements as per its obligatiordeuthePrivate Health Insurance
Act 2007and the Private Health Insurance Code of Conalgctulfilled.

7.7 ahm will notify Members of any change to thdeRu
(@ which makes a detrimental change includindgnédcope, level or amount of
Benefits payable or treatments offered with regands obligations under the
Private Health Insurance Act 20@hd the Private Health Insurance Code of
Conduct; or
(b) where the Premiums are increased (excludingdimg adjustments).

7.8 ahm may notify affected Members of any chaoghe Rules:
(@ which makes a positive change to the scope| vamount of Benefits
payable or treatments offered;
(b) where the Premiums are decreased or ther@angling adjustments to those
rates; or
(c) any other rule changes

7.9 To give effect to Rule 7.7, ahm will take @hsonable steps to directly notify
affected Members in writing, explaining (in plaind@tish) the change before the
change takes effect, with regard to its obligationder thePrivate Health
Insurance Act 200@nd the Private Health Insurance Code of Condaicm will
satisfy its obligations under this Rule and Ruleldy giving notice of the change to
the Principal Member only.
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1)

2)

3)

4)

5)

Notifications of the kind detailed in 7.8 will batssfied by ahm explaining (in
plain English) the details of the change in anyligation made by ahm generally
available to Members.

ahm will provide an up to date Standard Informatstatement (SIS) to every
Member at least once every 12 months. ahm wilsBaiiis obligations under this
Rule by sending the SIS to the Principal Membey.onl

ahm will provide a Standard Information Statem&ig{ to a Member on joining
ahm or a change of cover under the Policy helchbyMember. ahm will satisfy
its obligations under this Rule by giving noticele Principal Member only.

ahm will provide a Standard Information Statemers Member whenever a
Member requests ahm to provide one in respecteoPtbduct held by the
Member.

As per section 93-5 of the Act, ahm will provid&tandard Information
Statement to any person who requests one andnfalim any person about a
relevant Standard Information Statement as a restifte person asking for
information about a Complying Health Insurance Roid

A8 Dispute Resolution
8.1 ahm has obligations to its Members with regarmispute Resolution under the

8.2

provisions of the Private Health Insurance Cod€afiduct. Members can make a
complaint to ahm by phone, over the counter, byad-ar by letter. The matter will
be investigated, the Member will be kept informédhe progress of the matter and
a response will be provided within 21 days

Should the Member remain dissatisfied with ahrasponse, they can contact the
Private Health Insurance Ombudsman for free indegetnadvice.

A9 Notices
9.1 Members will be advised in writing for change$remiums, Benefits, Legislative

9.2

changes as well as the Taxation, Lifetime Healthe€&tatements or Transfer
Certificates as required by tReivate Health Insurance Act 20@7 with regard to
ahm’s obligations under the Private Health Insuea@ode of Conduct. ahm will
satisfy its obligations under this Rule by givingfine of the change to the Principal
Member only.

Copies of the Fund Rules will be available tenvbers via ahm’s website or if
requested by the Member.

10 of 52



9.3 Members must inform ahm as soon as possildeythanges to their personal
details or those of any Dependents, including theédress and of any change to
their Medicare eligibility status.

9.4 Any Fund Rules requiring written notice to Mardbwill be satisfied by sending
the notice to the address last supplied by thechahMember.

A10 Winding Up

10.1 In the event of ahm ceasing to be registeneléithe Act, the Fund shall be
terminated in accordance with the requirements@Ptivate Health Insurance Act
2007and these Fund Rules.

10.2 In the event of termination of the Fund atimes standing to the credit of the
Fund and not required for meeting outstanding liiéds of the Fund, including
Benefits, staff entittiements or allowances, congd@ayments and all other
expenses of termination including the requiremehtbePrivate Health Insurance
Act 2007shall be utilized in such manner as may be detexdhby the Board in
accordance with the constitution of ahm.

B INTERPRETATION AND DEFINITIONS

B1 Interpretation

1.1 The following shall apply to the interpretatiointhese Fund Rules:
(@) these Fund Rules shall be interpreted so amrmainflict with the
Constitution of ahm;
(b) words in the singular number include the plamad words in the plural
include the singular.

B2 Definitions

“Accident” means an unplanned or unforseen evesltiag in bodily injury that
requires immediate medical treatment in a Hospital.

“Act” means thePrivate Health Insurance Act 20@5 amended.

"Active" means that the person is a financial Memifeany Private Health Insurer
including ahm, and has not suspended their pobicyhy reason.

“ADA Schedule” means the Schedule of Dental Ses/fmgblished by the Australian
Dental Association Incorporated.
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“Agreement’means an agreement entered into between a Hogpddledical
Practitioner and ahm under which the Hospital or Medical Ptiacter agrees to accept
payment by ahm in satisfaction of the amount thald, apart from the agreement, be
owed to the Hospital or Medical Practitioner inatedn to the treatment provided by the
Hospital or Medical Practitioner to a Member.

“ahm” means Australian Health Management GroupLirtyted ABN 96003683298

“Associated Professional Services” means professisgrvices rendered to a Member by
a medical practitioner while undergoing Hospitatédiment or Hospital Substitute
Treatment.

“Allied Health Service” means a health service pded by an allied health professional
who is eligible, at the time the service is prodd® claim a Medicare rebate for a
service of that type.

“Ambulance cover’” means insurance cover for theé ob&mergency Ambulance
Transportation or ambulance services associatddtiét provision of treatment intended
to manage or prevent a disease, injury or condarmmhthat is Medically Necessary, and
does not include the cost of ambulance subscription

“Audiology Service” means a service or treatmemivjded by a recognised audiologist.

“Benefit Requirements” means a policy covering H@f reatment meets the
requirements under Division 72 of the Act.

“Board” means the board of directors of ahm.

“Child” means a
a) natural, step, foster or adopted child of the RpalcMember or their Partner
b) a child of whom the Principal Member or their Parthas legal custody or
c) from 1 April 2012, for new policies entered into @nafter that date the rule will
no longer include a grandchild of the Principal Mmmor their Partner whilst the
grandchild’s parent is a Dependent Child.

“Chiropractic Service” means a service or treatnpeatided by a recognised
chiropractor.

“Chronic Disease” means a disease that has be&nlikely to be, present for at least six
months, including, but not limited to asthma, cancardiovascular illness, diabetes, a
mental health condition, arthritis and a muscultetié condition.

“Chronic Disease Management Program” as per Rulef ii2ePrivate Health Insurance
(Health Insurance Business) Rulegans a program that is intended to:
a) Either:

0] Reduce complications in a person with a diagnoseoinic disease; or
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(i) Prevent or delay the onset of chronic disease fraon with identified
multiple risk factors for chronic disease; and
b) Requires the development of a written plan that:
0] Specifies the allied health service or services@hgr goods and services
to be provided; and
(i) Specifies the frequency and duration of the provigif those goods and
services; and
(i)  Specifies the date for review of the plan; and
(iv)  Has been provided to the patient for consent, andent is given to the
program, before any services under the programprareded; and
c) Is coordinated by a person who has accepted reigplapgor:
0] Ensuring the services are provided according telhe; and
(i) Monitoring the patient’s compliance with the agrgeals and activities
specified in the plan.

“Community Rating Requirements” means the Policy ha terms or conditions that
would allow ahm to improperly discriminate agaiagtlember under the Policy as set
out in Rule A6.1 of these Rules; and the only dists available under the Policy are
discounts allowed under Section 66-5 (2) of the Aot the Premiums payable under the
Policy meet the premium requirements in Sectiorb @f-the Act.

“Compensation” means:

a) apayment by way of damages

b) a payment under a scheme of insurance or compengatvided for by
Commonwealth or State law (for example, workers pensation insurance)

c) settlement of a claim for damages (with or withadinission of liability)

d) a payment for negligence,;

e) any other payment that in ahm’s opinion is a paynrethe nature of
compensation or damages.

“Complex Dentistry” means all services providedabgeneral dental or specialist
practitioner that include periodontics (213-282glsurgery (331-395), and endodontics
(411-458).

“Complying Health Insurance Product” means a produade up of Complying Health
Insurance Policies.

“Complying Health Insurance Policy” means an insgeapolicy that meets:
a) Community Rating Requirements; and
b) Coverage Requirements; and
c) If the policy covers Hospital Treatment, BenefitgRgements; and
d) Waiting Period Requirements; and
e) Portability Requirements; and
f) Quality Assurance Requirements; and
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g) Any other requirements as set out in rezate Health Insurance
(Complying Product) Rules.

“Contracted Hospital” means a Hospital with whi¢hrahas an Agreement.

“Co-payment” is the daily amount paid by a patielgiermined by the relevant Policy, if
receiving Hospital Treatment at any Hospital or Bagility.

“Couple Policy” means a Policy that includes thamé&pal Member and their Partner.

“Coverage Requirements” means
a) the only treatments the Policy covers are:
(1) specified treatments that are Hospital Treatmant; o
(i) specified treatments that are Hospital Treatmedtsqpecified
treatments that are General Treatment; or
(i)  specified treatments that are General Treatmentdiuthat are
Hospital Substitute Treatment; and
b) if the Policy provides a Benefit for anything ele provision of the Benefit is
authorised by therivate Health Insurance (Complying Product) Rules

“Day Facility” or “Day Surgery” as defined by ahmeans a facility where admission,
treatment and discharge are on the same day.

“Day Only Admission” as defined by ahm means adiois$o and discharge from a
Hospital or Day Facility on the same day.

“Dental Service” means a service, treatment, itermppliance provided by or under
supervision of a registered general or speciaéstidt and included in the ADA
Schedule.

“DEP Out-of-pocket” is the amount of out of pockefpense that the Member pays when
there is a difference between the fee chargedtam&und Benefit for services provided
at any ahm Dental and Eyecare Practice for deataices, and eyecare services and
products.

“Dependent” as referred to in these rules or inmayerial produced by ahm will be
taken to mean either or all of Dependent Child, @ejent Adult Child, Dependent
Student and Dependent Adult as defined in (a),(())and (d) below:

(@) “Dependent Child” of the Principal Member meargerson who is:
(1) a Child of the Principal Member or the Prindipddember’s Partner;
and
(i) aged under 18; and
(i) who does not have a Partner;
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(b)

(©)

(d)

“Dependent Adult Child” of a Principal Membeeans a person who is:

()

(i)
(iii)
(iv)
v)

a Child of the Principal Member or Prindipdember’s Partner;
and

aged 18 or over and under 21; and

who does not have a Partner; and

is not a Full Time Employee; and

lives with the Principal Member

“Dependent Student” of a Principal Member meapgrson who is:

(i)
(ii)
(iv)

(v)
(vi)

a Child of the Principal Member or that Ripal Member’s
Partner; and
aged 21 or over and under 25; and

who does not have a Partner; and
is a Full Time Student at a school, universitycollege; and
is not a Full Time Employee.

“Dependent Adult” of a Principgdember means a person who is:

(i)

(ii)
(i)
(iv)

a Child of the Principal Member or that PringipMember’s
Partner; and

aged 18 or over and under 25; and

who does not have a Partner; and

is not a Full Time Student at a school, universitgollege

“Disease Prevention Programs” means ahm’s Heakk Rssessment and Health
Coaching Program (and as described in Fund Rul2.2bwhich are intended to
ameliorate a person's specific health conditiocoorditions.

“Emergency Ambulance Transportation” means a suddemexpected need to be
transported to Hospital where the only practicathrod of transportation is by

ambulance.

“Excluded Service” means a service for which no &grof any kind is payable

“Eye Therapy Service” means a service or treatrpemtided by a recognised eye
therapist or orthoptist.

“Excess” means an amount paid by a Patient towedsost of Hospital Treatment
received at any Hospital or Day Facility before &gnefits are payable. An Excess is
payable per Hospital admission each Membership,Xkdermined by the relevant

Policy.

“Ex Gratia” means providing a Benefit for a servaregood that is not covered by the
relevant level of cover under a Policy or an extemef a Benefit or limit to that entitled
under the relevant level of cover.
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“Family Policy” means a Policy that includes théneipal Member, their Partner, and
any Dependents.

“Financial Date” of a Policy means the date to vahice Principal Member has fully paid
the Premiums in respect of the Policy.

“Financial Year” means a period of one year froduly to 30 June.

“Full Time Employee” means:
(1) is not a probationary employee
(2) someone working at least 30 hours per week miniraum the past 6 months
has earned an amount which on a pro-rata basideast equal to the
National Training Wage Award Rate.

“Full Time Student” means a person who is enroitednd undertaking full time study
workload at a school, university or college. Furti¢ study workload means:

(1) at least % of the normal full time workload for tharticular course; or

(2) a workload assessed at 0.375 or more per semestbefpurposes of the
Higher Education Contribution Schewre

(3) a workload assessed by the Academic Registrarad¢hool, university

or college as the maximum worklogzeeson should undertake as a result
of that person suffering a substdrisability or medical condition.

“Fund” means the Health Benefits Fund conductedtom.
“Fund Benefit” or “Benefit” means a benefit payableder these Fund Rules.

“GapCover Scheme” means an arrangement adoptatryand pursuant to which a
Medical Practitioner if they agree to participatehe scheme may raise charges for
Hospital Treatment or Hospital-Substitute Treatmergtccordance with the permitted
charges under that scheme and the Fund will coweanidrs for all or all but a specified
amount or percentage of that charge for the meditdlassociated professional services
provided as part of the Member’s Hospital Treatnoriiospital-Substitute Treatment
where Medicare benefits are payable.

“General Treatment” as per Section 121-10 of therAeans

(1) Treatment (including provision of goods andvgmss) that:
(@) isintended to manage or prevent a diseasgyioy condition; and
(b) is not Hospital Treatment

(2) Without limiting subsection (1) of this defirmh, General Treatment includes
any other treatment, or treatment included in asct# treatments, specified in
thePrivate Health Insurance (Health Insurance Busineakes for the
purposes of this subsection.

(3) Despite subsections (1) and (2) of this dabnitneither of the following is
General Treatment:
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(@) the rendering in Australia of a service for @ha Medicare benefit is
payable, unless tHerivate Health Insurance (Health Insurance
BusinessRules provide otherwise;

(b) any other treatment, or treatment included ahaas of treatments,
specified in thd°rivate Health Insurance (Health Insurance Business
Rulesfor the purposes of this paragraph.

“Gold Card” means a card that evidences a persartifement to be provided with

treatment:

a) in accordance with the Treatment Principles prepareler section 90 of
theVeterans’ Entitlements Act 1986r

b) in accordance with a determination made underae86 of theMilitary
Rehabilitation and Compensation Act 20@4espect of the provision of
treatment

“Health Benefits Fund” has the meaning as setmthePrivate Health Insurance Act

2007

“Health Insurance Business” as per Section 121thefct:

(1)

(2)

3)

is:

(&) the business of undertaking liability, by wdyrnsurance; or

(b) an employee health benefits scheme;
that relates, in a way referred to in subsectigro{2his definition, to
Hospital Treatment or General Treatment.

Note: The following kinds of insurance businessrathealth insurance
business:

(@) accident and sickness insurance businessd€sters121-20 of the Act);

(b) liability insurance business (see section 12fthe Act);

(c) insurance business excluded byRmnwate Health Insurance (Health
Insurance Business) Rulésee section 121-30 of the Act).

The liability by way of insurance, or the ag@ment to make payments under

the employee health benefits scheme, must relate to

(@) loss arising out of a liability to pay feesotiarges relating to provision
in Australia of such treatment; or

(b) provision in Australia of such treatment; or

(c) the happening of an occurrence connected Wélptovision in
Australia of such treatment; or

(d) the happening of an occurrence in Australia dndinarily requires the
provision of such treatment.

It does not matter for the purposes of pardyg(@p (d) of this definition

whether payment of Benefits to the insured is ddpehupon one or more of

the following:

(@) such treatment or benefit being provided toitlseared;

(b) the insured requiring such treatment or Benefit

(c) fees or charges being payable by the insureelation to the provision
of such treatment or Benefit.
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“Health Management Program” as per Rule 11 (2hePrivate Health Insurance

(Health Insurance Business) Rutegans a program that is intended to manage or
ameliorate a person’s specific health conditiosarditions and is not a Chronic Disease
Management Program.

“Health-Related Business” as per Section 131-1th@fAct means
(1) a business that is any one or more of theviolg:

(@) abusiness of providing goods or services ¢tin)an order to manage or
prevent diseases, injuries or conditions;

(b) a business of undertaking liability, by wayimdurance, to indemnify
people who are ineligible for Medicare for costsarsated with
providing treatment, goods or services that:

(i) are provided to those people in Australia; and
(i) are provided to manage or prevent diseas@s;@s or conditions;

(c) abusiness of providing a financial servicassist people insured under
complying health insurance products to meet thésassociated with
treatment, goods or services that are providedaoage or prevent
diseases, injuries or conditions;

(d) any other business, or business included iass ©f businesses,
specified in théPrivate Health Insurance (Health Benefits Fund Py)i
Rulesfor the purposes of this paragraph.

(2) Despite subsection (1) of this definition, heit of the following is
health-related business:

(@) business that is health insurance business; or

(b) any other business, or business included iass ©f businesses,
specified in théPrivate Health Insurance (Health Benefits Fund Py)i
Rulesfor the purposes of this definition.

“Hearing Aids” means a device that assists witlespn hearing that is of any of the
following types — behind the ear, spectacle typeranst be worn on the person and not
attached to anything else.

“HICAPS” means Health Insurance Claiming and PrsitesSystem. It is an electronic
claims processing system accessible to Membehegirbvider's premises.

“Home Nursing” means services provided under a Halsubstitute program by a
registered Nursing Practitioner for the purposedarhiciliary nursing care at a location
other than a Hospital or Nursing Home.

“Hospital” means a facility for which a declaratiander subsection (6) of Section 121-5
of the Act is in force. This includes Day Surgemeday Hospitals.

“Hospital-Substitute Treatmené#s per Section 69-10 of the Aoeans General

Treatment that:
@) substitutes for an episode of Hospital Treatgreamd
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(b) is any of, or any combination of, nursing, noadlj surgical, podiatric
surgical, diagnostic, therapeutic, prosthetic, ptenological, pathology or
other services or goods intended to manage a @ise@sry or condition;
and

(c) is not specified in thBrivate Health Insurance (Complying Product)
Rulesas a treatment that is excluded from this debniti

“Hospital Treatment” as per Section 121-5 of theé weans
(1) treatment (including the provision of goodsl @ervices) that:
@) is intended to manage a disease, injury oritongland
(b) Is provided to a person:
() by a person who is authorised by a hospitgrtavide the treatment;

or
(i) under the management or control of such agrerand
(© either:

(i) is provided at a hospital; or
(i) is provided, or arranged, with the direct imwv@ment of a hospital.

(2) Without limiting subsection (1) of this defimh, Hospital Treatment includes
any other treatment, or treatment included in asct# treatments, specified in the
Private Health Insurance (Health Insurance Businédslesfor the purposes of
this subsection.

3) Without limiting subsection (1) or (2) of thiefinition, the reference to treatment
in those subsections includes a reference to gryr @y combination of,
accommodation, nursing, medical, surgical, podiaturgical, diagnostic,
therapeutic, prosthetic, pharmacological, patholaggther services or goods
intended to manage a disease, injury or condition.

(4) Despite subsections (1) and (2) of this daebnittreatment is not Hospital
Treatment if it is specified in, or is includedarclass of treatments specified in,
the Private Health Insurance (Health Insurance Businédslesfor the purposes
of this subsection.

“Major Dental” includes indirect restorative sares (541-555, 576, 582-597);
prosthodontic services for crowns, bridges and ansl (611-691), and dentures and
denture components (711-779) regardless of whoigheethem.

“Medically Necessary” in relation to ambulance spart, means transportation by
ambulance that is necessary as, due to the pat@mdition, the patient could not be
transported by any other means. It includes tramapon by road and air and between
hospitals. It does not include transportationdotpatient services.

"Medical Practitioner" means Medical Practitioasrdefined in the Act.
“Medicare Levy Surcharge” means the additional lsarge of taxable income imposed
by the Australian Taxation Office on high incomereais who are eligible for Medicare

but who do not have private health insurance fosgital Treatment with a registered
private health insurer. The Medicare levy surchasgn addition to the normal 1.5%
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Medicare levy. “High income earners” are those eftndd by the Australian Taxation
Office.

“Member” means a person who is insured under a @QongpHealth Insurance Product
that is referrable to the Fund.

"Membership Year" means the annual period commgnmmthe date that the Member
joins a Policy with ahm or changes to a new Patayering hospital treatment and
renews every year on that date.

“Minister” means the Commonwealth Minister of Stati¢gh responsibility for the Act.
“Multiple Risk Factors” means for the purposeshade Rules, two or more risk factors
relating to Chronic Disease.

“Non-Agreement Hospital” means a Hospital with whtbe Fund does not have an
Agreement.

“Nursing Home Type Patient” means a patient in apital who has been provided with
accommodation and nursing care, for a continuousgexceeding 35 days as per

subsection 3(1) of thidealth Insurance Act 1973

“Obstetrics” means services or treatment relatingregnancy, pre or post conception
and delivery of a baby.

“Occupational Therapy Service” means a serviceigdea/by a recognised occupational
therapist.

"Optical Service" means the provision of opticabde or services including frames,
lenses, contact lenses and repairs provided bgisteeed optical dispenser,
ophthalmologist or optometrist and excludes nomsigrrecting lenses.

“Orthodontics” includes all orthodontic serviced {8878) provided by a registered
dentist or orthodontist.

“*OSHC” means Overseas Student Health Cover, wisictot a Complying Health
Insurance Product. OSHC is not Health Insurancen®as and is not a “Policy” under
these Fund Rules and a person covered by OSHG ssMember under these Fund
Rules.

“Osteopathy Service” means a service or treatmeighed by a recognised osteopath.

“Outpatient” means a patient of a Hospital whoas an admitted patient
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“Overseas Student” has the same meaning as in1Bubdé thePrivate Health Insurance
(Health Insurance Business) Rylésat is:
a) a person who is the holder of a student visa; or
b) a person who:
i) is an applicant for a student visa; and
i) is the holder of a bridging visa; and
i) was, immediately before being granted the bridgiisg, the holder of
a student visa

“Palliative care” means a type of health care gravides support to people with a life-
limiting illness.

"Partner" of a person means the person’s husband@or a person who, although not
married to the person, lives with that person dom@a fide domestic basis and includes a
same-sex partner.

“Patient”
(@) inrelation to a Day Facility, means:

(i) a person who attends the Day Facility for thepose of permitting the
provision of professional attention to the persbtha Day Facility; or

(i) a person who receives an Outreach Serviceigeavby, or on behalf of,
the Day Facility; and

(b) inrelation to a hospital, does not include:

(i) a member of the staff of the hospital whodseiving treatment in his or
her own quarters; or

(i) except as provided by subsection 3(2) of ltealth Insurance Act 1973
a newly-born child whose mother also occupies aiéide hospital.

“PBS” means the Pharmaceutical Benefit Scheme;
“PBS Item” means any drug listed in the PharmacauBenefits Schedule.

“Pharmaceutical Benefits Schedule” means the Sdhexf Pharmaceutical Benefits as
determined by the Commonwealth Department of HealthAgeing.

"Physiotherapy Service" means a service or treatm@vided by a recognised
physiotherapist.

"Podiatry Service" means a service or treatmentigeal by a recognised podiatrist.
“Policy” means a Complying Health Insurance Poheyd by a Member that provides
coverage for a defined group of Benefits payahlbjext to these Fund Rules, in respect

of approved expenses incurred by a Member.

“Portability Requirements” means the Policy mebtsgortability requirements as
detailed in Section 78-1 of the Act relating to #pplication of Waiting Periods to new
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Members who transferred from a Policy provided bgther private health insurer or a
Policy provided by ahm to ensure that Waiting Riésiare applied as detailed in F3 of
these Rules and no additional Waiting Periods ppéied..

"Pre-existing Condition" is an ailment, illnessamndition that in the opinion of a
Medical Practitioner appointed by ahm, the signsyonptoms of that ailment, illness or
condition existed at any time in the period of 6ms ending on the day on which the
person became insured under the Policy or chargaddover. The appointed Medical
Practitioner must have regard to any informatioreiation to the ailment, illness or
condition that the Medical Practitioner who treatieel ailment, illness or condition
provides or that ahm provides.

“Premium” means the amount of money payable inegetspf each Product or Product
component as determined by ahm from time to time @& may be increased in
accordance with Fund Rule D2).

“Principal Member” is the first named Member of ariplying Health Insurance Policy.
This person is responsible for the payment of Puemsiunder a Complying Health
Insurance Policy issued by the Fund. This persarthmauthority to terminate the Policy
and add or delete other persons on the Policyvdmaloubt, OSHC is not Health
Insurance Business and is not a Complying Heakhbriamce Policy and the holders of
those policies are not Principal Members.

“Private health insurance arrangement” means alyeofollowing:

(@) a private health insurance policy or a product;

(b) an agreement or arrangement between a prieat¢hhinsurer and a health
care provider;

(c) an agreement or arrangement between a prieai¢ghhinsurer and another
person (other than a health care provider) thateslto insurance in
relation to Hospital Treatment or General Treatment

(d) an agreement or arrangement between two or heaih care providers
that relates to insurance in relation to Hospit&aatment or General
Treatment;

(e) Private Health Insurance (Complying Product) Ruiesde for the
purposes of item 1 or 5 of the table in subsecii®i(2);

() Private Health Insurance (Prostheses) Rutesde for the purposes of
item 4 of the table in subsection 72-1 (2);

(9) an arrangement between a private health insurga private health
insurance broker;

(h) an arrangement between a private health insararoker and a person
seeking to become insured under a private heatiramce policy.

“Private hospital” means a Hospital in respect bfcl there is in force a statement under
subsection 121-5 (8) of the Act that the Hosp#al private hospital.
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"Product" means a Complying Health Insurance Prodommprising of a group of
policies or subgroup of policies for which persamsured under the Policy are entitled to
specific Benefits for the costs of Hospital Treattner General Treatment.

“Prostheses” means

(a) in relation to Hospital Treatment: any item on Brestheses Schedule
of the Private Health Insurance (Prostheses) Rtdegxample
surgically implanted items such as stents, grompnaetigicial hips and
knees, titanium plates and screws): and

(b) in relation to General Treatment: an external @mgalée or device
approved by ahm, normally associated with a phi/segdacement of
some part of the human body (for example artifitrab, glass eye).

"Psychiatric Patient” means a patient undergoiegttnent in a Private or Public hospital
under the supervision of a psychiatrist, and teatthent program has been approved by
ahm.

“Psychology Service” means a service or treatmaeritiding hypnotherapy and
counselling provided by a recognised clinical psjobist.

“Public Hospital” means a Hospital in respect ofiettthere is in force a statement under
subsection 121-5 (8) of the Act that the Hosp#al public hospital.

“Quality Assurance Requirements” means the Poliegt®ithe quality assurance
requirements if the Policy prohibits the paymenBehefits for a treatment that does not
meet the standards in tReivate Health Insurance (Accreditation) Rules.

"Recognised Provider" means a person who is resedrby ahm for Benefits and is
registered with ahm as a qualified professionaloler of services in accordance with
thePrivate Health Insurance (Accreditation) Rules

“Restricted Service” means a service identifiethia Schedules for the applicable Policy
for which only a default benefit (as described wdrE 2.2) is paid

"Rehabilitation Patient” means a patient undergtiegtment in a Private Hospital under
the supervision of a specialist in rehabilitatioaditine and the treatment program has
been approved by ahm.

“Risk Factors for Chronic Disease” means
a) lifestyle risk factors including but not limited smnoking, physical inactivity,
poor nutrition or alcohol misuse; and
b) biomedical risk factors including but not limitemlhigh cholesterol, high blood
pressure, impaired glucose metabolism or excesghiveind
c) family history of a Chronic Disease.
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“Routine Dental” means services provided by a gardental or specialist practitioner
that are of a routine nature and include: all deagic services (000s), all preventive
services (100s), minor oral surgery services (314.-322-324, 399), direct restorative
services (511-535) and other restorative servigég-675, 577-578), general services
(911-982).

"Single Policy" means a Policy that covers only peeson.

“Single Parent Policy” means a Policy that inclutes or more persons of whom one is
the Principal Member and all of the other insuretspns are Dependents.

"State" means the state or territory of Australia.

“State of Residence” means the State in which tireeipal Member currently resides.
For the purposes of these Fund Rules:
(a) unless otherwise specified, a Principal MembentMvin the Australian
Capital Territory (ACT) is taken to be a residehNew South Wales
(NSW); and
(b) a Principal Member living in the Territory of Cocfiéeeling) Islands
or the Territory of Christmas Island is taken toabesident of the
Northern Territory (NT).

“Travel and Accommodation” means a Benefit for &leand accommodation in relation
to a hospitalisation or specialist medical appoerinwhere the Member has to travel
more than 200 kms return to access these servicglare the patient is a Dependent
Child and requires a parent to accompany. The &dsmincludes travel and
accommodation for a Partner or next of kin of agdtto attend a hospital to accompany
and support a patient in a life or death situation.

"Waiting Period" means the period of time from tfae a Policy commences, to the date
that certain services or items or goods provideth¢oMember attract Fund Benefits
under these Fund Rules and are detailed in Rule F3.

“Waiting Period Requirements” means the requiresmastset out in F3 of these Rules.

B3 Other

3.1 For all amounts to which a Member is entitlet itas not been paid, ahm will
make reasonable efforts to contact the person wbording to ahm's records is
entitled to any refund of Premiums or payment afrok. If the refund is not
claimed or paid within 15 months from the date mittement, the amount will
become unclaimed money.

This Fund Rule does not override the claims payméas contained in E1.

3.2  Any unclaimed amounts less than $20 (or sughdriamount as may be
prescribed by th&lnclaimed Money Act (VIC) 2064ill be forfeited by the
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Member if it cannot be paid within 15 months frdme date of entitlement. Such
amounts will become part of the assets of the Fund.

C MEMBERSHIP

C1 General Conditions of Membership
Categories

1.1 Categories of the Fund are as follows:
(2) Single Policy
(2)  Single Parent Policy
3) Family Policy
4) Couple Policy
Each category is further defined in B2.

Levels of Cover

1.2 Subject to these Fund Rules a person may heeth$or Benefits payable by the
Fund in one of the categories listed in Fund RulelGn respect of any one of the
following products that cover:

(1) specified treatments that are Hospital Treatrasrset out in the Schedules;
or

(2)  specified treatments that are Hospital Treatraed specified treatments
that are General Treatment (that may include halsgpitbstitute treatment)
as set out in the Schedules; or

(3) specified treatments that are General Treatinginhone that are hospital-
substitute treatment as set out in the Schedules.

1.3 A person may be admitted to the levels of covepsétn the Schedules.
1.4 A product that includes cover for Hospital-Subsétlireatment covers Hospital

Treatment for the same types of treatment coveyatdproduct for Hospital-
Substitute Treatment.

1.5 Ambulance services associated with the provisiomeaftment intended to
manage or prevent a disease, injury or conditicamtosured person is General
Treatment.

1.6 A product that provides a Benefit for anything et¢leer than Hospital Treatment,
Hospital-Substitute Treatment or General Treatmaut only include a Benefit
that is authorised by the Private Health Insurg@menplying Product) Rules.

1.7 A Policy that covers Hospital Treatment does noluide treatments:
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1) that do not normally require Hospital Treatmentd@\C Procedures)
unless a certificate by a Medical Practitionerrisvided stating that the
Member required Hospital Treatment for that procedar

2) provided to a person at an emergency departmentiafspital; or

3) provided to a newly-born child whose mother alsoupies a bed in the
Hospital unless the baby is part of a multipletbot the baby is admitted
as a patient due to requiring medical attention.

1.8 A Policy that covers General Treatment excludeseBenfor treatment that
primarily takes the form of sport, recreation oteztainment except where the
treatment is part of a Chronic Disease Managemegr&m or a Health
Management Program

1.9 The Principal Member can give authority to anotbenson to act on their behalf.
Authority can be given to another person aged @8ezovered by the policy, or
to any other person aged over 16 by using the afind Party Authority form.

1.10 Giving another party authority means that the n@mioan do anything the
Principal Member can do. This includes (but islimoited to) terminating the
Policy, changing the cover, removing the Partner Bapendents from the Policy
or adding themselves to the Policy (if they argible to do so under the
definitions of family or single parent Policieskinding adding themselves as the
new Principal Member, changing bank account detailpayment of benefits or
ceasing the payment of Premiums.

1.11 By giving the authority, the Principal Member agrd¢ieat personal and sensitive
information about them may be disclosed to themimee in the general course
of business or in response to requests for infdonaf he authority will remain
in place until it is changed or cancelled by thespa who is the Principal
Member at that time. “

1.12 ahm may from time to time declare thatDependent Adult Policy component is
only available on certain Products.

1.13 ahm may from time to time declare thatGloeple Policy Fund category is only
available for certain Products.

1.14 Subject to these Fund Rules, the Principahller must inform ahm of changes to
Member details within 2 months of the change. Stlenges include:

Q) change of address or contact details of a Member;

(2)  change of the Partner status of a Dependent;

3) a Dependent is no longer eligible to be a Dependent

(4) a Dependent Student ceases or defers study;

(5) a Dependent Adult Child or a Dependent Student cenu@s Full Time
Employment
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(6) A change to the Medicare details or status of aagnber

C2 Eligibility for Membership

2.1

2.2

2.3

Subject to these Fund Rules, any person idgeehtio apply as a Member. Members
who are not entitled to full and unrestricted Medécbenefits may not be covered for
all stated Benefits should they join a Hospitalafimeent product, and ahm’s
recommendation is that they also join an oversesitens health cover from another
insurer to ensure they are fully covered.

Overseas Students can apply for OSHC whioffered under a deed between the
Commonwealth of Australia, as represgigthe Department of Health and
Ageing and ahm.

Only this clause C2.2 applies to thems@ns. OSHC is not a Policy under these
Fund Rules.

ahm has the power to cancel a Poliayriting immediately — for any reason for
holders of OSHC

Persons insured under an OSHC policyhatdVlembers and are not eligible to the
rights conferred on Members by thesedHRules, except where the Act or the
Commonwealth Deed requires or the Bparhits.

OSHC arrangements, terms and conditions and anéesovered under the
Commonwealth Deed and in the policy doent.

A member may hold a Policy only in respifdhe Principal Member’s State of
Residence.

Unless otherwise approved by ahm, from 1 April 2G@2new policies entered into on
or after that date a person aged under 16 is igpblel to be a Principal Member

C3 Dependents

1)

2)

3)

4)

See B2 “Definitions”

Subject to these Fund Rules, a Child who ceasles soDependent may become a
Principal Member by choosing a currently availadien Product. No additional
Waiting Periods will apply provided that:

The level of cover remains the same as what wasqugly held as a Dependent; and
The Child applies to be a Principal Member withihdays of ceasing to be a

Dependent and commences cover from the date inatedglafter ceasing to be a
Dependent
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C4 Membership Applications
4.1  Applications to become a Member must be irféh@ required by ahm.

4.2  All relevant information requested by ahm idearto establish and maintain a
Policy must be supplied by the applicant.

4.3 Before an application may be accepted by ahinést to Fund Rule D1.3 (1) it
must be accompanied by at least one payment fregjiseRremium payment for
the Product nominated and at the Premium applidalilee State of residence of
the applicant unless the applicant intends to paynRims through a payroll
deduction scheme, or any other payment method apgioy ahm.

4.4  ahm must not refuse to accept any applicataminy regard to the conditions
outlined in Fund Rule A6

1. ahm has the right to refuse to accept an applicditaom a person who was a
former Member of ahm whose Policy was cancelledugh application of
Fund Rule C7 or Fund Rule C8.

2. ahm does not have the right to refuse to acceppphcation for OSHC from
an Overseas Students studying in Australia aslddten Fund Rule C2.3
unless the student was a previous applicant wholsgypvas cancelled for
reasons other than arrears in premiums.

3. ahm does not have the right to refuse to acceppphcation for a Complying
Health Insurance Product (CHIP) from anyone whots/émpurchase a CHIP
irrespective of where the person lives and irrespeof whether they are a
resident of Australia, and regardless of whethey tiave any eligibility for
Medicare.

4. All persons included in the application are subjedhe same rules and
conditions as the Principal Member.

5. The Principal Member is required to acknowledge miadte the declaration as
required by ahm (whether on the paper applicatotine application or over
the telephone) for all new Policy applications ahdnges of cover. By doing
so, the Principal Member and each other Membereageabide by the Fund
Rules and also verifies that all the informatiowegi to the Fund in the
application is true and correct.
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C5 Duration of Membership

5.1

5.2

The commencement date of an accepted Polidicappn is the day the
application is accepted by ahm or some other datewdually agreed by the
Member and ahm.

If a Member is more than two months in arredts payment of Premiums then
the Policy will be terminated by notice in writifigm ahm to the Principal
Member, effective from the last Financial Datelwd Policy.

C6 Transfers

6.1

6.2

6.3

6.4

6.5

6.6

If a person who is a Policy Holder of a hedidnefits fund of another Private
Health Insurer applies for a Policy with ahm andt therson is eligible under these
Fund Rules, then that person shall be acceptedMesnazber. Any period of cover
with the previous Private Health Insurer immedat@rior to taking out a
Complying Health Insurance Product with ahm prawydcomparable Benefits will
count towards any Waiting Period for the ahm ConmmglyHealth Insurance
Product.

In accepting a transfer of a person from and®nzate Health Insurer, ahm has the
right to include Waiting Period conditions for sysbrtions of any Benefit payable
under the Complying Health Insurance Product thairaexcess of those Benefits
that would have been payable under the ComplyingjtAlénsurance Product of the
previous Private Health Insurer. Holders of a Goédd will be treated as if they
transferred from another Private Health Insurer.

In accepting a transfer of a person from and®niwate Health Insurer, ahm has the
right to regard any Benefits paid by the previousde Health Insurer in the
current financial or membership year (whatevepigliaable to the new product) as
being paid by ahm when assessing Benefit entitlésnen

If the Member has a gap in cover from the datermination from the previous
Private Health Insurer to the date of joining aHhWaaiting Periods must be served
on the new Product.

A transfer initiated by a Member from one aham@lying Health Insurance
Product to another Complying Health Insurance Pebgdroviding similar Benefits,
or from one ahm Complying Health Insurance Prodption to a different option

of the same Complying Health Insurance Produdtested under these Fund Rules
as a transfer from another Private Health Insurer.

A transfer initiated by ahm from one Complyldegalth Insurance Product to
another Complying Health Insurance Product progdimilar Benefits or from
one ahm Complying Health Insurance Product optioa different option of the
same Complying Health Insurance Product, doesaupiire any extra Waiting
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Periods to be served for additional Benefits thay ime provided other than those
Waiting Periods that would otherwise have beenirequnder these Fund Rules.

6.7 For detailed information on waiting periodgerdo F3.

C7 Cancellation of Membership

7.1 ahm must not cancel or vary the Policy of argniNder on the grounds of the health
of that Member.

7.2 ahm has the right to immediately cancel a Rdtiem the date of notification to the
Principal Member, if any Member covered by thati®ohas committed or
attempted to commit, in the opinion of ahm, frapdm ahm or the Fund or has
undertaken, in the opinion of ahm, any illegal @ttiAny Premiums paid in
advance of the date of cancellation may be firptiag by ahm to offset the cost of
the fraud, attempted fraud or illegal action, vatim being only liable to the
Principal Member for any balance remaining.

7.3 Recognised Providers are not able to pay Praman behalf of any Member other
than for themselves, the Recognised ProvidersnBadr Dependents or their
employees as part of an Employee Health Benefie®ehas defined under the Act.

7.4 ahm has the right to immediately cancel a Radlithe application contained
inaccurate or incomplete material information,fahe Principal Member falsely
agreed to any statement contained in the declarat@ancellation may be effected
from the date the Policy commenced. The refundedhRims paid will be less any
Benefits paid.

7.5 ahm has the right to immediately cancel a Raliany person covered by that
Policy holds an equivalent Active cover with anotRevate Health Insurer.
Cancellation may be effected from the date theck@ommenced. The refunded
Premiums paid will be less any Benefits paid.

7.6 Without limiting the powers in Rules C7.1 to.§7ahm may terminate a Policy
provided that the grounds for termination do nottcavene any part of the Act and
in particular do not relate to any of the item®ime C2 (Eligibility) or C4
(Application).

(1) ahm has the power to cancel a Policy in writinglirother cases (other than
those already covered by other provisions in Rulg @ith two months’
notice.

7.7 Where ahm has exercised its rights to canceliay? ahm has the right to refuse a
future application from any Member insured undet fPolicy.
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7.8 Where ahm has exercised its right to cancell@yy@ahm may at its discretion
reinstate the Policy at the Principal Member’s esjwvith continuity of
entitlements, subject to payment of all premiumeegsiired under D1.

C8 Termination of Membership

8.1  Only the Principal Member has the right to terméntite Policy by
1) giving notice in writing to ahm and signed by thnBipal Member, effective
from the date specified in the notice (being a datearlier than the date of
the notice)or

2) giving notice over the telephone by the Principa&nvber provided that the
Principal Member agrees to have the telephone e¢satien recorded,
effective from the date notified by the Principa¢Mber (being a date no
earlier than the date of the telephone converspation

Subject to Fund Rules C7, C8.3 and F7 on terminatiee Principal Member is
entitled to receive a refund of any Premiums paiddvance of the date of
termination.

8.2  Any Member over the age of 16 covered by ackahay give notice terminating
that individual’s insurance cover under that Polieyt not terminating the
Policy):

(1) inwriting to ahm in writing and signed by tidember, effective from the
date specified in the notice (being a date noexattian the date of the notice)
(2) over the telephone provided that the Membeeegto have the telephone
conversation recorded, effective from the datefieotiby the Member (being
a date no earlier than the date of the telephoneersation)
Where the termination results in the Policy oioger meeting the requirements of
the policy category, the Policy must be trameféin accordance with rule C6.6
or C6.7.

8.3 A Principal Member who has not yet made aayntifor Benefits under the Policy
and who terminates that Policy (in accordance withd Rule C8.1) within a
period of 30 days from the start date of the Pakogntitled to receive a full refund
of any premiums paid.

8.4 Any notice in writing given under Rule 8.1(8)2(1) or 8.3 must be sent to ahm’s

business address (as nominated by ahm) by delipezypaid post or facsimile
transmission only. E-mail requests to terminat®lci? will not be accepted unless
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the email attaches a scanned copy of a requestrtnate a Policy that has been
signed by the Principal Member.

C9 Temporary Suspension of Membership

9.1 ahm may suspend a Policy, subject to this Ruld C9, upon prior written
application by the Principal Member if the reasonduspension is:

(1)
(2)

The upcoming temporary absence of the Memifoens Australia for more
than one month.

The inability of any of the Members to meet Bremiums because all of the
Members are in receipt of New Start Allowance ak8ess Allowance or any
similar allowance (relating to unemployment) untterSocial Security Act

9.2 A suspension application will only be consideifehe Principal Member has paid
at least one payment frequency’s Premiums in aecme with Fund Rule C4.3.

9.3 There will be no Benefits paid, nor any acd¢esservices granted by ahm under its
Health Insurance Business or Health Related Busjtesany Member covered
under a Policy that is suspended during the tineestispended.

9.4 Any period of suspension does not count inutating any Waiting Periods. On
reactivation of the Policy, the Members must seéineebalance of any Waiting
Periods.

9.5 This Fund Rule applies to suspension in acomelavith Fund Rule C9.1 (1) -
Overseas Suspension.

(1)

(2)

3)

(4)

(5)

The Principal Member shall apply for a suspensiothe Policy prior to
leaving Australia by providing ahm with a copy béfr itinerary or e-ticket
or some other proof of date of departure and retuahis in a form
acceptable to ahm
The maximum period of suspension permitted is teary.
The Policy must be resumed on the earlier of:
i. adate nominated by the Principal Member (whicle éaprior to
any Members returning to Australia); or

ii. the actual date of return of at least one Membéwustralia; or

iii. two years from the date the suspension commenced.
The Principal Member must, within 30 days of theeine to Australia,
advise ahm of any changes to the date of resumptitire Policy. The
Principal Member must provide a further copy of itiveerary, e-ticket or
some other proof as acceptable to ahm as eviddrazgual return to
Australia..
Failure to advise ahm of the return to Austrafiamy Member within 30
days of return (pursuant to Fund Rule C9.5 (4))meehat the Policy will
be re-activated only from the date of notificatianth a gap in the period of
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cover and all persons insured under the Policywa#d to re-serve any
relevant Waiting Periods.

(6) Any period of return to Australia must be advisedmatter the length of
time and Premiums must be paid for any periodroétany Member is in
Australia.

9.6 This Fund Rule applies to suspension in acom@aith Fund Rule C9.1 (2) -
Unemployment Suspension.

(1) Two years continuous holding of a Complying Hedtisurance Product
with ahm is required.

(2) Proof of receipt of the relevant Allowance mustopevided.

(3) Policy entitlements shall be made available immietiiaupon resumption of
payment of Premiums provided that payment of Premiis resumed
within thirty days of any Member resuming employméiroof of the date
employment recommenced is required and must badedwithin 30 days
of resuming employment.

(4) The Policy must be resumed on the earlier of:

i. adate nominated by the Principal Member (whicle éaprior to
any Members resuming employment); or
ii. the actual date of resumption of employment; or
lii. two years from the date the suspension commenced.

(5) Failure to advise ahm of recommencement of employmieany Member’'s
return to work within 30 days (pursuant to Funddr@B.6(3)) means that
the Policy will be activated only from the datenaitification with a gap in
cover and all Members insured under the Policy mekkd to re-serve any
relevant Waiting Periods.

(6)  The maximum period of suspension permitted is te@ary

9.7 If, by the second anniversary of a suspenst@Pbolicy has not been resumed by
the Principal Member, the Policy will be automallicaeinstated and any arrears in
Premiums will be dealt with in accordance with Firule C5.

9.8 Partial suspensions are not permitted.

9.9 Where ahm agrees to suspend a Policy, all Belend Policy components held by
the Principal Member must be suspended together.
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D CONTRIBUTIONS

D1 Payment of Contributions

11

Premiums may be paid by a Member in advantlerough a payroll deduction

scheme or by such other arrangements as are agtidoy ahm from time to time.

1.2

1.3

Members whose Premiums are not paid thraygayroll deduction arrangement
shall be required to make Premium paymanleast one payment frequency in
advance.

The Principal Member is required to pag/ Biemium rate applicable to the the

Principal Member’s State of Residence.

1)

2)

At any given time, payment of Premiums in advancstnot exceed 12 months
in advance of the payment date. Where Premiums I@ee paid in excess of 12
months in advance, ahm may refund the portion®finount paid which
exceeds 12 months.

ahm may at its discretion approve any group of Menas a contribution group
in accordance with the Act and the Rules.

D2 Contribution Rate Changes

2.1

2.2

ahm has the right to change Premium ratesdipgtication to alter rates is
approved by the Minister.

Once the Minister approves an application by &ihchange its Premium rates,
ahm reserves the right to apply the new Premiumtaany Premiums received
after the date of the announcement taking into @atcthe effective date of the
change. Any Members whose Financial Date is in acea@f the Minister’s
approval will not be exempt from such changes.

D3 Contribution Discounts

3.1

Discounts may apply up to 12% per annum in @zoee with the Act and the
Rules.
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D4 Lifetime Health Cover

4.1 If a person does not have Hospital cover onlyl fdllowing their 31st birthday and
decide to take out hospital cover later in lifegttherson will pay a 2% loading
(Lifetime Health Cover Loading) on top of their Rriem for every year they are
aged over 30. Some exemptions are applicable.oibg is on the Member to
advise details to claim an exemption.

4.2 People who were born on or before 1 July 1984eaempt from the Lifetime
Health Cover Loading and are able to join ahm gttene and pay the same
Premium as someone who takes out coverage at age 30

4.3 Other limited exemptions to the Lifetime Hedalthver Loading apply under the
Act. The onus is on the Member to advise detailddon an exemption.

4.4 The Lifetime Health Cover Loading requiremesdises for each Member after 10
years of continuous coverage for so long as eaahldde holds hospital cover. The
Member may be required to provide proof of paynoérihe Loading for the
previous 10 years.

D5 Arrears in Contributions

5.1 No Benefits shall be paid for services s¥ad to a Member during the period in
which the Policy is in arrears until the Premiumrears are paid and accepted by
ahm.

5.2  No Benefits will be paid for claims whehe date of service is later than the
Financial Date of the Policy.

5.3 ahm has the right to refuse to accept Prenaiugars if these Premiums are
tendered later than two months afteRin@ncial Date of the Policy.

D6 Other

1) ahm established the Health and Medical Researct U986 to support medical
research. Any Member can make a voluntary coniobub the Health and Medical
Research Fund. The general public can also makatidas to the Health and
Medical Research Fund. That fund is operated acduated for separately from the
Health Benefits Fund, and in accordance with thaltieand Medical Research Fund
Trust Deed. ahm provides administrative suppadtservices to the Health and
Medical Research Fund.
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E BENEFITS

E1l General Conditions

11

1.2

1.3

14

15

1.6

1.7

1.8

1.9

1.10

1.11

Benefits are limited up to 100% of the docuradrtost to the Member for any
service or good for which Benefits are payableetsrthined by the policy.

Benefits will be in the form of undertaking tireility for some or all of the loss
arising out of payment of fees or charges for ttoigion of goods and services for
Hospital Treatment or General Treatment renderétlstralia as determined by
the level of cover of the Policy.

Benefits are not payable in respect of relesantices or goods provided during any
relevant Waiting Period.

Benefits are not payable in respect of senacegoods that have been provided to a
Member during a period for which the Premiums hastebeen paid.

Benefits are not payable in respect of a servicgood that has been rendered to a
Member if the expenses in respect of that servicgamd were incurred by the
employer of a Member or if the person to whom g&twice or good was rendered
obtained that service in connection with, or injoantion with; employment, or
application for employment, an industrial undemakior profession, or a life
insurance examination or the like.

Benefits are not payable in respect of servicegawds unless the provider is a
Recognised Provider.

Irrespective of the Financial Date of the Policy,whether the Policy is paid in

advance, Benefits may be varied during the yea date of ahm’s choosing, subject
to adequate notice being provided in accordance thié obligations under the Act
and the Private Health Insurance Code of Conduct.

If a Benefit has been erroneously paid then shentitled to recover any such
amount that should not have been paid under thaeise Rules in any period within
2 years of making the erroneous payment.

ahm may, at its discretion, pay Benefits omxegratia basis .

Benefits will not be payable for services perfed by a provider to the provider,
the provider’s Partner, Dependents, any businassgyaor business partner’s
Partner or Dependents.

Benefits will only be paid for one service peovider per date of service. Multiple

services provided by the same provider on the siayevill be treated as one
service.
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1.12 Benefits are not payable on consultationsigealover the telephone or Internet
unless express prior approval has been providexhby

1.13 Benefits are not payable in respect of sesvicegoods provided to a Member for
which Benefits are payable or subsidised by anathgty including government
departments or agencies, insurance companies, ployanor other such party where not
a compensable claim as described in F7.

1.14 Benefits will not be paid unless a valid receiptrvoice is provided unless the
claim is made through HICAPS.

1.15 Benefits will not be paid where the service datdhenreceipt or invoice is more
than 2 years from the date of lodgement of theipéce invoice with ahm.

1.16 Benefits are only payable for the cost of goods serdlices purchased or provided
within Australia. Hospital Treatment and Genergdatment received or goods
purchased overseas (including Norfolk Island) areetigible for Benefits.

1.17 Benefits for pharmacy item paid under General Toneat will only be paid for non-
PBS items that are supplied on a valid prescripdiot are not available over the
counter or off the shelf. Benefits will not be p&od herbal medicines or vitamins.

1.18 ahm may
1) refuse to pay Benefits in respect of any claim and

i) suspend or cancel a provider’s recognition forghigpose of paying Benefits
where it has reasonable grounds to believe that:

(1) a Hospital has ceased to meet the definition uB@eor

(2) a Recognised Provider has ceased to practice ardaaed to meet any
Recognition criteria set by ahm or

(3) a Recognised Provider has in the opinion of ahmmnoiited or
participated in any fraudulent activity in relatitmprovision of a service
to a Member

1.19 Benefits will be paid:

(i) directly into an Australian bank account rinated by the Principal Member
(or their authorised third party), or

(i) by cheque payable to the Princilgi@imber (or their authorised third party) or

(iii) by cash (to a total of $300 only) if thea@i is made at the Wollongong office
of the fund;

and where the cost of service has been paid.

For unpaid accounts, the benefit cheque will beenzad/able to the Provider or their
authorised representative.
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E2 Hospital Treatment

2.1 A policy that covers Hospital Treatment musetthe Benefit Requirements of
Division 72 of the Act by providing a Benefit for:

(i) any part of Hospital Treatment that is one arenof the following:
(@) psychiatric care;
(b) rehabilitation;
(c) palliative care;
if the treatment is provided in a hospital and nedidare benefit is payable
for that part of the treatment.
(i) Hospital Treatment covered under the Policyvidich a Medicare benefit is
payable
(ii) if the policy covers Hospital-Substitute Tteaent—Hospital-Substitute
Treatment covered under the Policy for which a Mad benefit is payable.
(iv) (a) Hospital Treatment covered under the Bplend
(b) if the policy covers Hospital-Substitute Treatrty Hospital-Substitute
Treatment covered under the Policy;
that is the provision of a surgically implanted §tieesis up to the
minimum benefit listed in thBrostheses Schedubé the Private
Health Insurance (Prostheses) Rules
(c) inwhich a Medicare benefit is payable; or
(d) setoutin th@rivate Health Insurance (Prostheses) Rutasthe
purposes of this table item.
(v) any treatment for which thH&rivate Health Insurance (Benefit
Requirements) Rulespecify there must be a Benefit.

2.2 Default Benefit

2.2.1 The minimum benefit (default benefit) for Bommodation cost of an episode of
Hospital Treatment that must be covered under @NiIZ2 of the Act and where a
Restricted Benefit is paid is the amount speciiie8chedules 1-3 of therivate
Health Insurance (Benefit Requirements) Rules

2.2.2 The default benefit for Restricted Serviomgees the cost of:

0] Shared accommodation at a Public hospital;

(i) The Commonwealth Government prescribed rate (agelior
accommodation in a Priviadspital;

(i) Medical gap benefits

(iv) Surgically implanted prosthesis up to the minimwendit listed in the

Prostheses Schedule of fhBvate Health Insurance (Prostheses) Rules
2.2.3 No Benefit is paid for costs associated Witkatre or intensive care.

2.3 Second-Tier Default Benefit
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2.3.1 The minimum benefit (second-tier default bgntor an episode of Hospital
Treatment at a facility that does not have an Aged is the amount specified in
Schedule 5 of thBrivate Health Insurance (Benefit RequirementskeRul

2.4 Hospital Treatment Products

2.4.1 All Hospital Treatment Products shall proviginefits as listed in the Schedules.

2.4.2 For residents of New South Wales and therAligh Capital Territory the State and
Territory Governments claim a levy from ahm whictitees Members to
ambulance transport free of charge. For residdri¥éctoria, South Australia,
Western Australia or the Northern Territory the &ymays 100% of the cost for
Medically Necessary ambulance services. Benefit&smbulance Cover do not
apply in Tasmania or Queensland as State schem@s jplace.

2.4.3 Benefits are not payable for patients ofimgreomes, aged care facilities or for
associated respite care.

2.5 Hospital Benefits

The Fund has an Agreement with the majority of &awHospitals throughout
Australia which include arrangements on how thely ahiarge for Hospital
Treatment. At Contracted Hospitals, the Fund waly 100% of the Benefits for
agreed theatre, intensive care and accommodatenge$ for the Hospital
Treatments as specified in the Schedules less amma@ment or Excess applicable
to the Policy.

2.5.1 Unless specified in a Product, hospital Bénefill only be available for Hospital
Treatment in Public or Private hospital or a Dagilg.

2.5.2 ahm will pay Benefits to Contracted Hospitalaccordance with the Agreement.

2.5.3 Where a Hospital does not have an Agreemghtalim, Benefits will be payable
in accordance with the default benefits under Seleetl-3 or the second-tier
default benefits under Schedule 5 of Bvevate Health Insurance (Benefit
Requirements) Rules.

2.5.4 The length of stay in Hospital will be cakltigld by including the first day (date of
admission) but excluding the last day (date ofltasge).

2.5.5 ahm pays medical gap benefits up to 25%eCthmmonwealth Medicare Benefit
Schedule (MBS) fee where a Medicare benefit is pleytor an in-hospital service.
Benefits in excess of the MBS fee are payable wthenee is a GapCover Scheme
arrangement in place and a Medical Practitioneeegjto participate in that
scheme.
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2.5.6 ahm pays Benefits for pharmaceuticals no¢/ by the Pharmaceutical Benefits
Scheme when they are included in the relevant Agee¢ with the Contracted
Hospital.

2.5.7 ahm pays Benefits for surgically implantedspineses in accordance with the
relevant Agreement with the Contracted Hospital andet out in thErivate
Health Insurance (Prostheses) Rules

2.5.8 ahm pays Benefits for nursing home type ptieNHTP) in accordance with
Schedule 4 of thBrivate Health Insurance (Benefits RequirementdgRuVhere
there is a dispute about whether the person insar@dNHTP the matter will be
resolved between the Hospital and ahm but mayfieereel to the Private Health
Insurance Ombudsman for mediation.

2.5.9 Hospital Benefits will only be available for Hosgliffreatment provided by a
person who is authorised by a Hospital to providatiment.

2.5.10 No benefits will be payable for any service namea@m Excluded Benefit on any
policy

2.5.11 The minimum Default Benefit as described in Rul2\&ill be paid for any
service named as a Restricted Service on any policy

2.6 Pharmaceutical Benefits for Admitted Patients

2.6.1 For all Policies that include a Hospital Bi#ncomponent, ahm will pay the costs
that a Patient incurs for a PBS item received wddmitted to a Contracted
Hospital.

2.6.2 To be eligible for the Benefit, the PBS iterast be:
(1) intrinsic to the Hospital Treatment;
(2) clinically indicated;
(3) essential for the meeting of satisfactory Healitcomes for the Patient; and
(4) directly related to treatment of the conditmmailment for which the Patient
was admitted.

2.6.3 ahm also covers the costs that the Membarsrfor special patient contributions,
brand premiums and therapeutic group premiumdlist¢he Pharmaceutical
Benefits Schedule that apply to certain pharmacabiienefits, regardless of
whether the Member has reached the Safety Net fidlicesnder PBS
arrangements.

2.6.4 Payment by ahm is limited to:
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(1) the payment for the maximum quantity as listethe Pharmaceutical
Benefits Schedule; or

(2) as recorded on an Authority Prescription Foamd(authorised by Medicare
Australia).

2.6.5 Where the cost to the Member for a PBS item istleas the pharmaceutical

benefit co-payment (as determined by the Commontv&adpartment of Health
and Ageing) these drugs are not covered by ahm.

2.6.6 Nothing in this Fund Rule E 2.6 obliges or requieg to pay a Benefit for a

charge for a pharmaceutical benefit supplied uidet VIl of theNational Health
Act 1953 unless the circumstances of the charge are adwsgreection 92B of
National Health Act 1953

2.7 Maedical Benefits

2.7.1 For medical services provided as part of Hakpreatment

for which a Medicare benefit is payable, Medicaag975% of the

scheduled fee and the Fund pays the remaining 25k scheduled fee up to the
charge (except where a medical practitioner chargascordance with the
GapCover Scheme). Any charge for services abovkIB® scheduled fee or
charge permitted by the GapCover Scheme is paysfiilee Member. If the charge
is less than the MBS scheduled fee, the Fund paysush of the charge as exceeds
75% of the scheduled fee.

2.7.2 For medical services provided as part ofpitasSubstitute Treatment

2.7.3

for which a Medicare benefit is payable, Medicaag75% of the

scheduled fee and the Fund pays the remaining 25P& scheduled fee up to the
charge (except where a medical practitioner chargascordance with a
GapCover Scheme). Any charge for services abovBiBf® scheduled fee or
charge permitted by the GapCover Scheme is paysgfitiee Member. If the
charge is less than the MBS scheduled fee the payslso much of the charge as
exceeds 75% of the scheduled fee. No benefit ialpgaypy ahm if the Medicare
benefit payable is at least 85% of the scheduled fe

Where a GapCover Scheme is available anddidsll Practitioner charges in
accordance with that scheme, Medicare pays 75%eas¢heduled fee, the Fund
pays the remaining 25% of the scheduled fee asasedh additional amount so
that the combination of Medicare and the Fund doutions towards the charge
for the relevant treatment provided by the MedRlctitioner is equivalent either
to (1) the MBS scheduled fee or (2) the charge pgrdby the GapCover
scheme or (3) if the charge is less than the MB®duled fee, so much of the
charge that exceeds 75% of the scheduled fee. Aange for services above the
charge permitted by the GapCover scheme is paysitiee Member.
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2.7.4

2.7.5

2.7.

Medical Practitioners who opt to take pathiis scheme must inform a Member:

(2) in writing of any amounts the Member can readdy expect to pay
for the treatment by the Medical Practitioner ang associated
professional services - if possible before the [gion of such treatment
and services and otherwise as soon as practiahl; an

(2) of any financial interest a person providing treatment or any associated
professional services have in products or servieesmmended or
provided to the Member.

If a Medical Practitioner levies a chargedonedical treatment that is higher than
the charge permitted by the GapCover Scheme fotrg@ment, this means the
Medical Practitioner has opted not to participatéhe GapCover Scheme and the
amount payable for the treatment by the Fund wlR6% of the MBS scheduled
fee. Amounts above the MBS fee will be payableheyMember

6 If the Fund enters into an Agreement withedial Practitioner for the provision
of treatment to a Member, the Agreement will notilithe Medical Practitioner’s
professional freedom, within the scope of acceptimical practice, to identify
and provide appropriate treatments.

E3 General Treatment

3.1

3.2

3.3

3.4

3.5

3.6

All Products including a General Treatment cormgnt shall provide Fund Benefits

or Fund services in accordance with the Schedules.

A Policy that covers General Treatment musttrtieerequirements of the Act

The maximum Benefit and limits for General Tneent for of all ahm Products are
set out in the Schedules.

The Fund may pay stated higher Benefits foicts of services provided by
selected General Treatment providers as part oéfamped provider arrangement.
A list of these preferred providers will be maimid by ahm and provided to
Members on request.

For Pharmaceutical Benefits paid out of a GarlEreatment product an amount
equal to the current general patient PBS ratebeilleducted from all items before
a Benefit is paid.

The Fund will not cover as part of General Trent (including Hospital-Substitute
Treatment) professional services for which a Medidzenefit is payable except as
detailed below.
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3.7 The classes of services for which a Medicarefieis payable and which can be
covered as part of a Hospital-Substitute Treatraader General Treatment are:
() the professional medical therapeutic services ifiedtin Groups T1
to T11 of the Medicare Benefits Schedule generalioa¢ services
table that are:
a. items in the table without a 75% benefit; or
b. not stated in the item to be services that aretpdsformed in
a hospital for the Medicare benefit to be payahie)
(i) oral and maxillofacial services set out in Groudst®O11 of the
Medicare Benefits Schedule general medical sertatds that are:
a. items in the table without a 75% benefit; or
b. not stated in the item to be services that aretpdsformed in
a hospital for the Medicare benefit to be payahiel
(i) the associated services in the:
a. pathology services tables; and
b. diagnostic imaging services table,
that is integral to the provision of the serviceRule E3.6 (i) and (ii)
above.

3.8 ahm will not cover as part of General Treatmasiper Rule 11 (1) of tHerivate
Health Insurance (Health Insurance Business) Rudag treatment which primarily
takes the form or sport, recreation or entertairtirther than such treatment which
is part of a Chronic Disease Management ProgramHtgalth Management
Program that has been approved by the ahm.

3.9 Loyalty Benefits

3.9.1 Loyalty Benefits are based on a Principal Memmaintaining a Policy with ahm
for a continuous period and apply to a range ofeganTreatment Benefits payable
in any Financial Year. This means the Benefit lifaitthe claiming period
specified will depend on the number of continuoearyg that the Principal Member
has held a Policy.

The General Treatment benefits table in the Sclesdigtail limit entitlements.

3.9.2The loyalty date for the whole Policy is determirmgdthe length of time that the
Principal Member has held a Policy without intetrop. If a person insured under
that Policy is no longer insured under that Polaryany reason, including the death
or other change in status of the Principal Membach person’s entitlement to the
loyalty benefit will be calculated by referencele joining date of that person.
Some examples:

1. Betty (Principal Member) started an ahm far®bticy in 1980 and John
joined the Policy in 1985 when he was born. Jofirthe family Policy to
start his own single Policy with ahm. Because helie®en with ahm since
1985, he will start a single Policy with 22 (a807) years of loyalty.
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2.  Tom (ahm Member since 2001) married Betty and giner Policy in
2004. The Policy stays in Betty’s name so theialtydate remains at
1980 and they are each entitled to 27 years oftjpya
If the Policy had transferred into Tom’s name (&edchecomes the
Principal Member) their loyalty date would be 2004tead of 1980 and
their loyalty years and associated benefits woeldebs.

3. Betty passed away in 2005. When Betty passed away?olicy
transferred into Tom’s name. As he is now the RpadViember, loyalty
limits are based on when he joined ahm in 2001.

If a change to a Policy is required, Members massaer who will be the
Principal Member. This determines the loyalty ya#esignated and the limits
claimable.

3.9.3As loyalty limits apply to a Financial Year, thember of years a Principal Member
has been a Member at 1 July each year, deternfieesategory of loyalty Benefits.
For example, although in December 2006 Tom has a@dember for 5 years (he
joined in 2001), he will not be entitled to his &ays loyalty limits until 1 July of the
following year.

3.9.4A Member may continue to accrue loyalty years far purposes of calculating a
Member’s loyalty date even if the Polisidby the Member is not eligible for
loyalty limits.

E4 Other

4.1 Fund Dental and Eyecare Services - Benefits & Contibns

Dental services and Eyecare services may be pratiahm's Dental and Eyecare
Practices to ahm Members on eligible Products.hedjéneral public. A schedule
of fees (DEP Fee Schedule) is available to detesrifia:

(i) service fees (DEP Scheduled Fee) and administreltiaeges;

(i) Benefits (if applicable); and

(iinout of pocket expenses (DEP Out-of-Pockets)
payable or able to be claimed by Members for sesvrovided to a Member
insured under the Policy.
The DEP Fee Schedule can be made available to Msrheequest at any ahm
Dental and Eyecare Practice where DEP management deovision of the
schedule appropriate.
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Dental Services provided at the ahm Dental and &yeleractices are provided
under the terms and conditions listed below:

4.1.1 Eligibility for Treatment

Dental Services

Members either joining or transferring to any ofréd eligible Products that
include dental Benefits are eligible to receivatneent for:

(1)

@)

3)

(4)

Routine Dental services, providing they haverbmsured under any ahm
Policy that includes a Routine Dental Benefit foleast two months
continuously, or have served an equivalent Waillegod on a
comparable product as at the date of treatment.

Complex Dental services, providing they haverbmsured under any
ahm Policy that includes a Complex Dental Benetitt least twelve
months continuously, or have served an equivalestik¢ Period on a
comparable product as at the date of treatment.

Major Dental services, providing they have beesured under any ahm
Policy that includes a Major Dental Benefit forledst twelve months
continuously, or have served an equivalent Waillegod on a
comparable product as at the date of the treatment.

Orthodontic services, providing they have beenredwnder any ahm
Policy that includes Orthodontic Benefits for eadetwelve months
continuously, or have served an equivalent Waiegod on a
comparable product as at the date of commencenhémiadbment and this
level of cover is held for the duration of the treant.

Optical Services

Members either joining or transferring to any ofréd eligible Products that
include Optical Benefits are eligible to receivetiogl Services providing:

(1)

They have been insured under any ahm Polidyitikludes an Optical
Benefit for at least six months continuously, ovdaerved an equivalent
Waiting Period on a comparable product as at tie afathe service.

Services at ahm’s Dental and Eyecare Practicesudnject to the conditions and
restrictions as detailed in Fund Rules E4.1.2-5.

The general public and Members who do not holdligibke Product are eligible to
receive treatment at the full DEP Scheduled Fee.
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Normal transfer rules apply as detailed in Rule C6.

4.1.2 Benefit Conditions

1) Services rendered incur a DEP Out-of-Pockeetsw in the DEP Fee
Schedule.

(2) Where limits on dental service entitlements haeen reached, Waiting
Periods have not been served, or the Mesribeel of cover does not
include the particular item or treatmeheé Member will be charged the full

DEP Scheduled Fee

(3) Where it is required that a patient is refered private practice provider,
normal private practice rules, that provisiéees and normal Policy Benefits

and limits apply

4.1.3 Restriction on Treatment

In addition to Fund Rule E4.1.2(2), a Member maydspiired to pay the full DEP
Scheduled Fee for services and treatment where:

(1) Satisfactory arrangements have not been madsefting accounts for
DEP Out-of-Pocket payments or any other chargsgdayy the Dental

and Eyecare Practice.

(2) Premiums are not paid up to the date of sererogroup payroll
deductions are not in line with the Financial Dat¢he group.

In addition, ahm has the absolute power to resaingtMember from using the
services of any ahm Dental and Eyecare Practiaayatime and for any length of
time it deems appropriate, providing the Princigaimber is informed of the

reason for such restriction.

4.1.4 Out of Pocket Expenses (DEP Out-of-Pocket)

DEP Out-of-Pocket payments represent the differbeteeen the Benefit payable
for a particular service and the DEP scheduleddethat particular service
provided by the Dental & Eyecare Practices. DER@Pocket payments are
payable at the time the service is provided orcagduled in the treatment plan.

4.1.5 Limits

Dental and optical limits for Members of all ahrer@ral Treatment products are
set out in the policy documents.
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Any treatment in excess of the allowable limit miostpaid for in full in accordance
with the DEP Fee Schedule.

4.2 Funeral Benefits

ahm has previously offered funeral benefits as plaathealth insurance policy.
Since 1 April 2007, ahm no longer offers that béndfiowever, nothing in this rule
affects the rights of any person to a funeral bignehere that entitlement arose
prior to 1 April 2007. Any entitlement that is pegved under this rule cannot be
altered, redeemed or exchanged for other Benefasyp other entitlement.

F LIMITATION OF BENEFITS

F1 Co Payments

1) A Co-payment in relation to Hospital Treatmenths tlaily amount paid towards the
cost of a hospitalisation (including Day Only Adsians). A Co-payment may apply
to each Member on the Policy. There are set lifoiteach Member for each
Membership Year or for each Policy as set out éngblicy documents.

2) For Top Hospital products the Co-payment is waifeedependents and for
admissions as a result of a non-compensable adciden

3) If changing to a level of hospital cover with a lwevel of Co-payment a Member
will have to serve the relevant Waiting Period lbefthe lower Co-payment applies.

F2 Excesses

1. An Excess in relation to Hospital Treatment is amoant paid towards the cost of
Hospital Treatment (including Day Only AdmissionEle amount of the Excess
and relevant limits and conditions are set ouh@policy documents.

2. An Excess may apply to each Member on the PoliggeEgs limits for each
Member or for each Policy are set out in the potioguments.

3. If changing to a level of hospital cover with a lwevel of Excess a Member
will have to serve the relevant Waiting Period befthe lower Excess applies.

F3 Waiting Periods

3.1 When taking out or transferring to a Policy for idibal and/or General Treatment
or changing level of cover, the Members have td waiet time before claiming for
services and Benefits provided to the Member theewot previously covered or
for which Waiting Periods have not been served.

During a Waiting Period for a service or treatm@mMember under the Policy is not
entitled to a Benefit for that service or treatment
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Waiting periods apply as follows:

Hospital and Hospital-Substitute Treatment

1 day = Ambulance services

» Hospital Treatment that is
required as a result of an accide

»= Chronic Disease Management
Programs

=
—

2 months » Hospital Treatment (where there
are no Pre-existing Conditions.

» Psychiatric, rehabilitation and
palliative care (whether or not a
Pre-existing Condition)

12 months * Pre-existing Conditions

= Obstetrics, pregnancy and birth
related conditions

= Speech processors

» Insulin pump replacements

General Treatment (that is not Hospital-SubstituteTreatment)

1 day = Ambulance services

= Travel and Accommodation
relating to a hospitalisation

» Disease Prevention Programs

12 months = Complex Dental

= Major Dental

= Orthodontics

= Podiatric surgery

= Orthotics

= Hearing Aids

= Pre and post natal services
» Medical gases

= Joint fluid replacement injections
» Disease management appliance

(%)

3 years = Laser eye surgery

3.2 Waiting Periods served with a previous Prildgalth Insurer will be counted
towards Waiting Periods served with ahm, providedlMember has transferred
with current continuous comparable coverage.
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3.3 For Partners and Dependents covered by a Poliecgr than at birth, all Waiting
Periods apply.

3.4 A pregnant Member holding a single Policy muysjrade to a family or single
parent family Policy at least 2 months prior to kiweh of the child for the child to
be covered without Waiting Periods.

3.5 The 12 month Waiting Period applying to obststapplies to a premature birth
whether or not the Member is pregnant at the tifrjeining a relevant Policy with
ahm or changing cover to include obstetrics.

3.6 Subject to the Act and the rules, ahm resdaheesight in its absolute discretion to
waive any Waiting Period.

F4 Exclusions

Depending on the level of cover chosen by the Mentbenefits may be excluded on
particular Hospital Treatments as detailed in tbleeHules.

F5 Benefit Limitation Periods
There are no Benefit limitation periods on any H@d@ reatment product.

F6 Restricted Benefits

Depending on the level of cover chosen by the Mentbenefits may have restrictions
on particular Hospital Treatments as detailed eSkchedules.

F7 Compensation Damages and Provisional Payment of Claims

7.1 A Member who has, or may have, a right to rec€ompensation in relation to an
injury, must:
(1) inform ahm as soon as the Member knows oremisgsuch right exists;
(2) inform ahm of any decision to make a claim@mmpensation;
(3) include in the claim, the full amount of all@nses for which Benefits are, or
would otherwise be payable;
(4) keep ahm informed of and updated as to progresgee claim;
(5) inform ahm immediately upon the determinatiosettiement of the claim.
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7.2Subject to Fund Rule F7.3, Benefits are not paytdslexpenses incurred in relation
to an injury where the Member has received, or begntitled to receive,
Compensation in respect of that injury.

7.3Where a claim for Compensation is in the procedseofg made or has been made
and remains unfinalised, ahm may in its absoluterdiion make provisional
payment of Benefits in respect of expenses incurredlation to the injury. Any
provisional payment will be conditional upon the mtger signing a legally binding
irrevocable undertaking (in a form required by ahtinqt contains an agreement by
the Member, in consideration for provisional paytmen

(1)
(2)
3)

(4)

to comply with Fund Rule F7.1

to be bound by these Fund Rules

to authorise the Member’s legal representativadolase to ahm all
matters relating to the progress of the claim agtdits of any
determination made or settlement reached

to repay to ahm in accordance with Fund Rule FII Bemefits paid in
relation to the injury.

7.4Where ahm has paid Benefits (whether by way of istonal payment or otherwise)
in relation to an injury and the Member has recgi@@mpensation in relation to
that injury, the Member must repay to ahm the datlount that ahm paid in relation
to the injury, upon the determination or settlenwrthe claim for Compensation.
The obligation to repay applies whether or not:

(1)
(2)
3)

the determination or settlement idelsi the full amount that ahm has
paid;

the terms of settlement specify thatsum of money paid under the
settlement relates to past or rituedical expenses.

whether the member has signed dllelgading irrevocable order as set
out in 7.3 or not

7.5(1) In addition to the Member’s obligations untte preceding Fund Rules, where a
determination or settlement of a claim for Compéonsancludes an
allocation for future medical expenses in respéth® injury:

(@)
(b)
()

(d)

the Member must use that allocation to payrEatment in respect of
the injury;

ahm may refuse to pay Benefits for such treatroatil the allocation
is exhausted,

the Member must keep and provide to ahm evielémestablish that
the allocation has been exhausted and exhaustedaiment for the
injury; and

if the Member cannot provide such evidencéerdllocation has been
exhausted on expenses other than for treatmeheahfury, ahm may
refuse to pay benefits for treatment in respecthefinjury.
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(2) The Member must upon request provide eviden@hin to establish whether
a determination or settlement includes an alloodio future medical
expenses.

i) Where it is anticipated that the Member has futneslical needs in
respect of the injury, the Member must use readeraitleavours to
procure an award or settlement that includes afsgpa@llocation for
future medical expenses.

iii) Where, despite the Member’s reasonable endeavadetermination or
settlement does not include a specified allocdorfiuture medical
expenses, ahm may in its absolute discretion @grpay Benefits for
treatment in respect of the injury rendered afterdetermination or
settlement.

7.6 ahm may in its absolute discretion and subetnty conditions that it deems
appropriate, determine that a Member need not repgyr all of the Benefits paid
by ahm in relation to the injury.

7.7 Under no circumstances will Benefits be paitidtders of OSHC, where the
Benefit relates to an injury for which the hold leasnay have a right to claim
Compensation. .

7.8 A Member’s obligations under this Fund Rule Fitawe despite any termination
of the Member’s Policy.

G CLAIMS

G1 General
1.1 Claim Form

1.1.1 ahm reserves the right to require that aesigruthorised claim form be completed
by the Member or Member’s authorised agent for paynof Benefits in regard to
a service which the Member has received from a &@sed Provider.

1.1.2 Original accounts, receipts or prescriptiomstaining the itemised details of the
services performed, who performed the servicegsdaitthe services and the cost
of each item must be attached to the authorisech¢tam. ahm will not accept a
photocopy of any account, receipt or prescriptiahm will retain all original
documents submitted in support of a claim.
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1.1.3 ahm will not accept any account, receiptsgniption or any other document, which
has been altered in any way by any person, somsstepresent any of the original
details contained on those documents.

1.1.4 No Benefits will be paid unless the serviae actually been rendered or the
good supplied to a Member.

1.1.5 ahm reserves the right in its complete dismreo validate all claims with the

provider of the good or service or with the Memlzgrd may use a third party to
investigate or validate any claim made.
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