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1./ PRESENTATION OF ASFE, ITS ADMINISTRATOR MSH AND PURPOSE
OF THE INSURANCE

1.1./ PRESENTATION OF ASFE AND ITS ADMINISTRATOR (MSH)

You have chosen an ASFE (Association of Services for Expatriates) international health insurance plan from Groupama Gan Vie,
managed by MSH, and we are delighted to welcome you as a member.

ASFE, the Association of Services For Expatriates, was created in 1992 and is governed by the French law of 1901 on
associations. Its purpose is to provide expatriates all over the world with solutions in the fields of healthcare coverage, life &
disability, medical assistance/repatriation and third-party liability. Throughout this document, ASFE will be referred to as “ASFE”
or the “Contracting association”.

MSH, the Administrator of ASFE plans under the delegated management on behalf of the insurer, is a world leader in
international benefits with over 700,000 globally-mobile individuals insured worldwide. MSH provides you with the services of
a dedicated team which is on hand to support and advise you day after day. MSH will be referred to throughout this document
as “MSH”, “the Administrator”, “the Administrating Organization” whenever this term is used in the context of the administrative
management of the plan.

The neoTempo plans are insured by Groupama Gan Vie - a French “société anonyme” with a capital of 1,371,100,605 euros
(fully paid) - registered with the Paris Trade and Companies Register under number 340 427 616 - APE 6511 Z Head office: 8-
10 rue d’Astorg - 75383 PARIS Cedex 08, France - Company governed by the French Insurance Code and subject to the French
Prudential Supervision and Resolution Authority (ACPR) - 4 place de Budapest - CS 92459 - 75436 Paris Cedex 09, France,
hereinafter referred to as the “Insurer”.

1.2./ PURPOSE OF THE INSURANCE
The neoTempo insurance plans are a type of plan known as “open group”.

They provide coverage:
e from the 1° euro or from the 1 dollar,
or
o in addition to the benefits provided by the Caisse des Francais de I'Etranger (CFE) in the country of expatriation, excluding
any other healthcare insurance scheme, subject to membership for a minimum initial period (excluding renewals) of
twelve (12) months.

Their purpose, within the limit of actual costs, is the payment of Benefits, during the period of coverage, as a reimbursement
of medical expenses incurred by ASFE Members living temporarily outside their Country of origin, in a private or professional
capacity as well as any Dependents as defined below, whether or not they are residing in the same foreign country, if they are
enrolled in the plan.

You can enroll in one of the ASFE's neoTempo plans, based on your situation. Your membership of these plans will be referred
to throughout this document as “Your membership”. You and any dependents enrolled in the plan will be referred to as “Insured
member”.

Each plan offers three (3) levels of coverage (see paragraph 1.3/ / Various levels of coverage and options) and includes a basic
HOSPITALIZATION benefit that can be supplemented by optional benefits.

The plans also include coverage zones (see section 1.4/ Coverage zones under the plan)

The neoTempo plans are numbered as follows:

neoTempo 1 € USA - BASIC package 0210/670381/10010
neoTempo 1° € USA - REGULAR package 0210/670381/10020
neoTempo 1 € USA - PLUS package 0210/670381/10030
neoTempo 1 US$ USA - BASIC package 0210/670381/55510
neoTempo 1° US$ USA - REGULAR package 0210/670381/55520
neoTempo 1° US$ USA - PLUS package 0210/670381/55530
neoTempo CFE USA - BASIC package 0210/670381/20010
neoTempo CFE USA - REGULAR package 0210/670381/20030
neoTempo CFE USA - PLUS package 0210/670381/20040
neoTempo 1° € outside the USA - BASIC package 0210/672462/10010
neoTempo 1* € outside the USA - REGULAR

package 0210/672462/10020
neoTempo 1* € outside the USA - PLUS package 0210/672462/10030

neoTempo 1 US$ outside the USA - BASIC package 0210/672462/55510
neoTempo 1* US$ outside the USA - REGULAR

package 0210/672462/55520
neoTempo 1* US$ outside the USA - PLUS package 0210/672462/55530
neoTempo CFE outside the USA - BASIC package 0210/672462/20010
neoTempo CFE outside the USA - REGULAR

package 0210/672462/20030
neoTempo CFE outside the USA - PLUS package 0210/672462/20040
neoTempo 1° € FRANCE - BASIC package 0329/672462/14010
neoTempo 1° € FRANCE - REGULAR package 0329/672462/14020
neoTempo 1° € FRANCE - PLUS package 0329/672462/14030




As part of your membership, your Healthcare benefits are supplemented as standard by medical assistance benefits.

Chubb, a company governed by the French insurance code, insures the Assistance Services and Europ Assistance, a company
governed by the French insurance code, implements them.

The plans provide a very comprehensive and flexible offer tailored to individual needs.

1.3./ VARIOUS LEVELS OF COVERAGE AND OPTIONS

Within each plan, three (3) levels of coverage are available (BASIC, REGULAR and PLUS), providing increasing levels of benefits.
The level of coverage you choose applies to all of your dependents enrolled in your plan and to all the benefits listed below:

one (1) basic HOSPITALIZATION benefit covering hospitalization expenses,

one (1) optional ROUTINE HEALTHCARE benefit, covering routine medical services (including medical services on an
outpatient basis, pharmacy items, and medical devices and prostheses),

one (1) optional VISION AND DENTAL benefit covering vision and dental care, and dentures,

one (1) optional PREVENTION benefit covering the cost of vaccinations and preventive anti-malaria treatment.

Details:

The three (3) optional benefits are independent of each other and can be purchased together or separately, in addition
to the basic HOSPITALIZATION benefit.

The Member must always choose the same package (either BASIC, REGULAR or PLUS) for all benefits (HOSPITALIZATION
AND OPTIONAL BENEFITS).

Optional benefits, when selected by the Member, also apply to all of their Dependents listed on the Certificate of
enrollment.

Members who have purchased one or more optional benefits will only be able to terminate them if they have had the
coverage for a minimum of twelve (12) months.

1.4./ COVERAGE ZONES UNDER THE PLAN

The geographical coverage zone is determined by the Member's main country of residence abroad. The benefits can be claimed
in the main country of residence and in the associated geographical coverage zone.

Subject to payment of the corresponding Premium, the Member may opt for a Selected coverage zone for themselves and their
Dependents which is higher than that corresponding to their Main country of residence. They cannot, however, opt for a
Selected coverage zone lower than that corresponding to their Main country of residence.

It should be noted that the benefits can also be claimed in the member's country of origin if this is within the geographical
coverage zone. However, this provision is not applicable if the country of origin is the USA or a territory under U.S.
jurisdiction, as listed below.

There are 5 different Coverage zones under the plan, defined as follows:

Zone 5: USA and territories under US jurisdiction (Porto Rico, United States Virgin Islands, Northern Mariana Islands, United
States Minor Outlying Islands, American Samoa) as well as countries of Zones 1, 2, 3 and 4

Zone 4: Bahamas, Brazil, China, Hong Kong, Jersey, Mexico, St. Barthelemy, St. Martin, Singapore, Switzerland, United
Kingdom and countries in Zones 1, 2 and 3,

Zone 3: Australia, Austria, Canada, French Polynesia, Greece, Ireland, Israel, Italy, Japan, New Zealand, Portugal, Qatar,
Russia, Saint Pierre and Miquelon, Spain, Taiwan, Turkey, United Arab Emirates, Vanuatu and countries in Zones 1 and 2
Zone 2: Andorra, Angola, Argentina, Azerbaijan, Bahrain, Barbados, Belgium, Bolivia, Bosnia and Herzegovina, Bulgaria,
Chile, Colombia, Costa Rica, Croatia, Cyprus, Czech Republic, Denmark, Djibouti, Dominican Republic, Ecuador, Finland,
Georgia, Germany, Guatemala, Hungary, Iceland, Kazakhstan, Kuwait, Latvia, Lebanon, Liechtenstein, Luxembourg,
Malaysia, Monaco, Mozambique, Netherlands, Nigeria, Norway, Oman, Panama, Peru, Saudi Arabia, Slovakia, South Africa,
Sweden, Thailand, Ukraine, Uruguay, Venezuela, Vietnam, Wallis and Futuna and countries in Zone 1,

Zone 1: Worldwide (including France) excluding the countries in Zones 2 to 5

1.5./ COVERAGE EXCLUSION ZONES (RED ZONE)

It should be noted that, depending on the classification of at-risk countries by the French Ministry of Foreign Affairs,
coverage is granted or maintained subject to the following provisions:

At the time of enrollment in the plan, membership will be denied if travel to the country or zone is classed as highly
inadvisable (red zone) by the French Ministry of Foreign Affairs.

During the period of membership, if travel to a country or zone is classified as strongly inadvisable (red zone) by
the French Ministry of Foreign Affairs, coverage will continue to be provided, unless the country or zone classified
as a "red zone" by the Ministry is neither the member's country of expatriation nor their country of origin. In this
case, membership is suspended for the entire duration of the trip to the red zone, including for hospitalization and
emergency treatment.

The list of countries or zones varies and is regularly updated by the French Ministry of Foreign Affairs.



2./ DEFINITIONS OF HEALTHCARE BENEFITS

You will find below the definitions of the terms used in this document (Information Booklet serving as the General Terms &
Conditions).

Abroad: Any country in the world except for the member's Country of origin.

Accident: Any bodily injury not intended by the person who suffered it, resulting from sudden, unpredictable action with an
external cause. The cause and symptoms must be medically and objectively definable, and be diagnosed and require treatment.
The accident must be recorded by a competent authority (medical authorities, police force, firefighters, etc.) who has issued a
certificate specifying the circumstances and nature of the injury, as well as the date of the accident.

It is the Insured member’s responsibility to provide proof of the Accident and the direct cause-and-effect relationship between
it and the costs incurred.

Administrator of the plan (administrating organization): Refers to MSH, a French insurance broker registered with ORIAS
under number 07 002 751, who manages the ASFE plans.

Age: Age is calculated based on the difference in years.
Anniversary date - annual renewal date: On each anniversary date of the plan, at the end of 365 continuous days of insurance
from the effective date of enrollment (shown on the Certificate of enrollment).

Application for coverage: Refers to the document confirming the Member’s application for coverage under the plan, and any
other statement made by the primary Member for themselves or for any Dependents listed on the Application for coverage.

Benefits schedule: Document indicating, in respect of the level of healthcare coverage selected by the Member for themselves
and any Dependents, details of the benefits provided under the plan, showing the upper limits, limits on the number of
treatments or procedures, consultations and/or days covered for a given period of time and the Waiting periods.

Cancellation period: A Cancellation period is granted to a person who has just enrolled in an insurance plan with optional
membership. A Member may reverse their decision to enroll in an insurance plan for a period of 14 calendar days from the date
on which their Certificate of enrollment is sent out, without having to provide reasons or pay penalties (see section 6.2 / Life
of your plan p.21 in the chapter CANCELING YOUR MEMBERSHIP BEFORE IT TAKES EFFECT: THE CANCELATION PERIOD).

Certificate of enrollment: Single document, issued only at the time of enrollment, attached to this Information notice,
confirming the Member’s enrollment in the plan and specifying, as well as the name and address of the Member, and those of
any insured Dependents, the Effective date of enroliment, the Selected coverage zone, and the corresponding Premium. The
Certificate of enrollment corresponds to the special conditions of enrollment in the plan.

Certificate of insurance: Document whose purpose is to serve as proof of insurance cover for the person presenting it. It
contains the following information: name of the Member and names of the Dependents enrolled in the plan, Effective date of
enrollment and benefits, number and type of enrollment selected, Duration of membership, Insurer of the plan, benefits and
Selected coverage zone.

Certificate of termination: Document provided to confirm the end of membership of the plan. This certificate is usually
required by the Member’s new health insurer if they switch to another health insurance plan.

CFE: Caisse des Francais de I’Etranger, French Social Security body whose purpose and mission is to insure expatriates
worldwide.

Common-law marriage: Union characterized by a continuous, stable, shared life between two persons of the opposite or same
sex who are living together as a couple.

Common-law spouse: Person under the age of sixty-six (66) on the date of enrollment, who is living in a Common-law marriage
with the Member, whether or not they are in paid employment, if and only if the Member and their Common-law spouse share
the same home and are free from any other ties of a similar nature (i.e. both partners are single, widowed or divorced and are
not bound by a civil partnership). If there are several common-law spouses, only the eldest will be recognized.

To facilitate the reading of this information booklet serving as the general terms and conditions, the term ‘Spouse’ will refer
generically to the Spouse, partner or Common-law spouse of the Member.

Contracting association: ASFE. Legal entity having purchased the plan for the benefit of its Members and which agrees to
fulfill the corresponding obligations.

Cost-sharing: Cost-sharing is the percentage of each claim that is not covered by your insurance plan.

Country of nationality: Any country for which the Insured member holds a valid passport and of which they are a citizen,
national or subject, as specified in the Application for coverage.

Country of origin: Country in which the Member had their main residence before leaving and/or to which they would wish to
be repatriated if necessary.

Coverage and insured risks: coverage applies:
e In the Selected coverage zone,
and
o for all medical care and treatment following an Accident, lliness, a sudden, Unexpected and unforeseen illness
or a Medical emergency,
as well as:
e in higher coverage zones than the selected Coverage zone, during trips for business or leisure (excluding trips for
medical reasons, i.e. for the purpose of receiving specific medical care) of a maximum duration of thirty (30) days,
and
« only for emergency treatments following an accident, the onset of a sudden, unexpected and unforeseen
lliness or a Medical emergency, requiring surgery or Medical treatment which cannot wait until repatriation to the
Main country of residence or the worsening of a serious Illness which poses an immediate and serious threat
to the health of the affected person.
The medical treatment must begin within twenty-four (24) hours of the event that triggered the claim.
Only one trip outside the selected coverage zone, of a maximum duration of thirty (30) days, will be taken into
consideration by the insurer per year and per insured person.
Date of termination: Date on which the benefits provided under the insurance plan come to an end (end date of the enrollment
specified on the certificate of enrollment or termination on the initiative of the Member, the Insurer or the Contracting
association [see section 6.2 / LIFE OF YOUR PLAN in the chapter CESSATION OF MEMBERSHIP AND END OF COVERAGE (right of
withdrawal and termination)]).



Day hospitalization (outpatient hospitalization): Treatment administered following admission of less than twenty-four (24)
hours to a Hospital or medical center on an outpatient basis, including the use of a Hospital room and nursing care, but which
does not require an overnight stay and where the patient is discharged the same day.

Dental care: This term refers to the oral and dental services provided by a dental surgeon, orthodontist or stomatologist: all
dental care including an annual dental check-up, root canal work, scaling, sealing of fissures, treatment of tooth decay
(amalgam), application of fluoride, dental x-rays, excluding tooth whitening treatments, dentures, orthodontics,
periodontics, implants, etc. Only routine dental treatment is covered under the optional "Vision and Dental" benefits.

Dental surgery: Dental surgical procedure with anesthesia, including extractions and bone or gum grafts, performed in a

hospital by a dental surgeon or stomatologist. Dental surgery is covered under the optional "Vision and Dental" benefits.

Dependent(s): The following are classed as dependents if they are enrolled in the plan: the Member’s Spouse, Civil partner or

Common-law spouse and Dependent children as defined in this section.

Dependent children: The following are classed as dependents: the child(ren) of the Member, their Spouse, Partner or

Cohabitant located in the same foreign country or the same geographical zone as the member:

e For members of a 1* Euro/Dollar plan: under the age of twenty-six (26) if they are in full-time education and enrolled in the
plan,

o For members of a plan supplementing a basic scheme: under the age of twenty (20), if they are in full-time education and
enrolled in the plan.

In all cases, for children aged eighteen (18) and over who are in full-time education and are covered under the plan as

Dependents, a school certificate or a valid student card for the corresponding year is required at the time of enrollment and

subsequently at the beginning of each school or academic year.

Doctor: Health professional holding a valid degree of Doctor of Medicine who is authorized to practice medicine under the laws
of the country where the treatment is administered, within the limits of the license they have been granted and who is not a
family member of the person covered under this plan.

Effective date of benefits: Date on which the benefits provided under the plan take effect, after application of the Waiting
periods.

Effective date of enrollment: Date specified on the Certificate of enrollment on which the benefits provided under the plan
take effect.

Emergency: Refers to the medical condition or symptoms resulting from an lliness or injury occurring suddenly and which
clearly requires immediate treatment, usually within twenty-four (24) hours of onset, without which there would be a risk of
endangering the health of the affected person.

Emergency dental and vision care without hospitalization: Term referring to extremely urgent dental and vision care not
requiring hospitalization but which must be administered as an Emergency to relieve pain which is hard to tolerate. Treatment
must be administered within twenty-four (24) hours of the Accident or infection.

The following are classed as emergency dental treatments:

- Pulpitis (persistent toothache)

- Dental abscess and/or edema

Broken or lost tooth

Dental hemorrhage

- Alveolitis (inflammation of the dental alveolus)

- Acute periodontitis.

This benefit does not cover dental check-ups, conservative care such as scaling or cavity treatments, root canal work,
Routine dental surgery and routine dental care, routine vision care and replacement glasses or contact lenses (these are
only covered under the optional "Vision and Dental" benefit).

Emergency hospitalization: Medical care delivered following hospitalization and beginning within twenty-four (24) hours of
an accident or unexpected illness, resulting in a sudden and unforeseen health problem requiring emergency medical assistance
in a Hospital or medical center.

Emergency treatment outside the coverage zone: Refers to Emergency care received in a higher Coverage zone than the one
selected, excluding the USA or a territory under U.S. jurisdiction, during trips for either business or leisure, excluding trips
for medical reasons (i.e. for the purpose of receiving specific medical care).

Coverage is acquired for a maximum of thirty (30) days per trip within the limit of one trip per year, and is also limited to the
Aggregate limit for the selected coverage zone and only covers emergency treatment and care resulting from an Accident or
the onset of a sudden, unexpected and unforeseen lliness or a medical emergency, requiring surgery or Medical treatment that
cannot wait until repatriation to the Main country of residence or the worsening of a serious lliness representing an immediate
and serious danger to the health of the Member and/or their Dependents. The treatment must begin within twenty-four (24)
hours of the event triggering the claim.

The following are therefore not covered by this benefit: non-urgent therapeutic treatment which did not result from an
Accident or unforeseen lliness requiring surgery, or Medical treatment that cannot wait until repatriation to the Main
country of residence or the worsening of a serious lllness representing an immediate and serious danger to the health
of the Member and follow-up care, even in cases where the Member or their Dependents were not able to travel to a
country within their Selected coverage zone.

It is recommended that Members and any Dependents contact the Administrator, MSH, if trips of more than thirty (30) days are
planned outside the Selected coverage zone.

Expatriation: An expatriate is a globally-mobile person outside their country of origin.

Fees: This is the remuneration of a private health professional. Fees may be charged in a hospital or an office (including
teleconsultations). Medical fees (charged by doctors and midwives) are distinct from paramedical fees (charged by paramedical
professionals).

General practitioner: A General practitioner is responsible for the long-term monitoring, well-being and primary general
medical care of a community. The care provided is not limited to groups of Ilinesses related to a single organ, age group or
gender. The General practitioner is often consulted to diagnose symptoms before treating the condition or referring the patient
to a Specialist.

Health questionnaire: In the context of an application for coverage under the insurance plan, a set of questions on the health
of the Member and any Dependents which enables the Insurer’s Medical advisor to assess their state of health and set the terms
of the insurance.

In case of increased risk for the Insurer, the completion of the Health questionnaire may result in an additional Premium being



applied to the Member and/or one of their Dependents, an exclusion from one or more of the benefits or a total refusal of the
Application for coverage under the plan. The Health questionnaire is valid for six (6) months.

Hearing aids: Devices to improve hearing for people with hearing loss. Only replacement hearing aids are covered under
the plan.

Home hospitalization: Care delivered in the patient's home as an alternative to conventional hospitalization with at least one
visit per day from a nurse, subject to the agreement of the medical department/prior approval.

Hospital: Refers to a care facility or a medical institution which is registered or approved as a medical or surgical Hospital
under local regulations in the country in which it is located and where the Insured member receives treatment or is under the
supervision of a Doctor or a qualified nurse. The following facilities are not classed as Hospitals: medical offices, health
resorts, fitness centers, spa or thalassotherapy centers, rest homes, retirement homes, convalescent homes, hospices
and facilities caring for the elderly.

(Hospital) day care: See under Outpatient hospitalization.

Hospital room: Service offered by hospitals, allowing an inpatient to be accommodated in:
- a single room (private room),

- aroom for 2 persons only (semi-private room),

- or a room for 3 persons or more (shared room).

Deluxe and VIP rooms and suites are not covered.

Hospitalization (24 hours or more): Stays of twenty-four (24) hours or more, including at least one overnight stay in a Hospital
for the medical or surgical treatment of an illness, accident or infection.

Iliness: Any deterioration in the state of health certified by a competent medical authority.

Increased health risk: Persons with an Increased health risk are those who are sick, who have been sick or are particularly
susceptible to being sick and who present a risk of lllness (morbidity) or death (mortality) greater than that of the average
person of the same age.

These individuals cannot therefore be insured under the standard terms and conditions.

Information booklet serving as the general terms & conditions: This document defining the benefits, exclusions and
conditions of use of the insurance plan (including all information on reimbursement procedures). It should be read in
conjunction with the Certificate of enrollment and the Benefits schedule.

Insurance year: Depending on the total duration of the membership, including any renewals (see Definition of Total period of
membership/insurance), the Insurance year covers the period from the Effective date of Enrollment (shown on the certificate
of enrollment) until:
e the end of any renewal period(s), if the total duration of membership/insurance is less than or equal to twelve (12) months.
e 365" day following this date (anniversary date), if the total duration of membership/insurance exceeds twelve (12) months.

Insured member or dependent: Refers generically to the Member and other persons covered under their plan. They receive
the Benefits provided by the Insurer in respect of claims made and covered under the plan. In this plan, insured
members/dependents are also referred to as “You”.

Insurer: For the purposes of the plan, Groupama Gan Vie, a company governed by the French Insurance code, is the Insurer of
the benefits provided under the plan.

Intensive care: Refers to a specialized hospital department the purpose of which is to care for patients in a critical condition,
that is, who are presenting with failure of one or more of their vital functions, or who are at risk of developing severe
complications. The service has highly specialized technical resources. These are in continuous use by a multidisciplinary team
in order to identify, prevent and correct acute and presumably reversible imbalances related to the underlying condition (lliness,
surgery, trauma and intoxication). This type of facility includes Intensive care units, critical care units, intensive therapeutic
services units or intensive treatment units.

Internal and external surgical and medical prostheses and devices: Refers to any appliance, prosthesis or device required
or used during surgery or considered to be Medically required for the treatment.

Joint residence: Usual place of residence in the country of expatriation.

For the Member's spouse, partner or cohabitant, the insurer must be provided with all documents proving joint residence. Proof
of joint residence is provided by producing all documents in the name of the Member or their spouse, partner or cohabitant,
of a contractual nature or issued by an administrative body, dated within the last three (3) months and mentioning the place
of residence, such as property leases, bills, bank statements and tax notices.

Laboratory tests: Examinations, including x-rays and blood tests, carried out to determine the origin of the symptoms
presented or to monitor the status of the condition.

Limits (on healthcare benefits): The Benefits schedule for the plan stipulates several types of benefit limits:

e the Aggregate limit on healthcare benefits refers to the maximum amount the Insurer will pay in respect of all healthcare
benefits (Hospitalization as well as Routine healthcare, Dental and Vision, and Prevention options, if selected), for the
selected level of healthcare coverage;

o specific sub-limits in terms of value and/or number of days or treatments or procedures/sessions, which are applied either
per Insurance year, or for the entire life of the plan, or per medical service or consultation, or per day, for the Routine
healthcare option and for certain types of medical care in particular (consultations, vaccinations, lenses and frames, etc.).
These sub-limits are included in the aggregate ceiling.

All upper limits apply per recipient of the healthcare and per Insurance year, unless otherwise stated in the Benefits schedule.

Local transfer by ambulance: Refers to transportation by ambulance of a patient, required in cases of Medical necessity or
Emergency, to the Hospital or the nearest licensed medical facility best suited to the situation.

Main country of residence / Country of expatriation: Country of residence indicated by the member in their Application for
coverage and shown on their Certificate of enrollment, or confirmed in writing to the Insurer during the life of the plan, in
which the primary Member and any Dependents reside for at least six (6) months of the year. The country specified in this way
must correspond to the Main country of residence recognized by the authorities of that country (in particular, the tax
authorities). The Main country of residence is used to determine the minimum Coverage zone which needs to be selected on
enrollment in the plan.

Maternity: Non-pathological Pregnancy, childbirth and its consequences. Maternity is classed neither as an lllness nor an
Accident. Maternity is not covered under the plan (this includes maternity-related expenses such as hospitalization,
anesthesia, pre- and postnatal care, childbirth preparation sessions, diagnostic tests for chromosomal disorders, routine care
of the newborn, etc.).



Medical advisor: Doctor working for a public or private organization (insurance company, health insurance fund, etc.) who is
responsible for providing a medical opinion on the cases submitted to them.

Medical authority: Any person holding a valid medical or surgical degree who is authorized to practice in their specialist field
in the country where the insured member is located.

Medical equipment and devices: Any prescribed medical appliance, equipment or device that supports the life, function or
ability of the insured person or is required for certain treatments, such as artificial limbs, crutches, wheelchairs or orthotics.
This definition does not include dentures, orthodontic appliances, and visual or hearing aids.

Medical imaging: Medical imaging is used for clinical purposes in order to provide a diagnosis or propose a treatment. There
are several Medical imaging techniques: radiology, ultrasound, magnetic resonance imaging (MRI), endoscopy, scanner, laser,
tomography, etc.

Medical network: Means all Hospitals or associated care facilities and healthcare practitioners officially listed by your plan
Administrator (MSH) or by the service partners selected by them (such as UnitedHealthcare and Optum RX in the United States)
in order to receive treatment which is covered under the plan.

Medical screening and laboratory tests: All the medical services (sampling, analysis, etc.) generally performed by a biomedical
laboratory.

Medical treatment: Refers to any surgery or Medical treatment performed by a Doctor, considered to be Medically required, in
order to diagnose, cure or alleviate an lllness or injury.

Medically required/medical necessity/absolute necessity: Refers, in respect of this plan, to treatment, services, supplies
and equipment recommended by a qualified healthcare professional which are defined from a medical or surgical point of view
as appropriate and necessary.

Member: Natural person under the age of sixty-six (66) on the date of enrollment, regardless of their status, who is a member
of ASFE and has submitted an Application for coverage under the plan which has been accepted in writing as defined in section
6.2 / LIFE OF YOUR PLAN in the chapter YOUR ENROLLMENT IN THE PLAN AND PERSONS INSURED, and who has agreed to fulfill
the corresponding obligations, including payment of the Premium specified at the time of enrollment in the plan.

The member enrolls in the plan for themselves or for themselves and their dependents. Where applicable, the member may act
as the legal representative of an insured person (minor child aged from 10 to under 18).

Open group insurance plan: Refers to insurance plans in which enrollment is available on an individual and voluntary basis.
Individuals then form a group through a Contracting association and enroll in the insurance plan.

Organ transplant: Surgical procedure involving the transplant of tissues or organs (in whole or in part): heart, lung, liver,
pancreas, kidney, bone marrow, thyroid, parathyroid, bone, muscle, and cornea. The benefit does not cover the cost of
acquiring the organ.

Outpatient surgery: Surgery performed in a hospital where the patient is admitted and discharged on the same day.

Palliative care: With respect to a progressive and incurable lliness, this refers to a treatment which does not significantly
improve or cure the condition but aims to relieve the physical and psychological suffering related to the symptoms of the Iliness
and maintain relative ‘quality of life’.

Outpatient and inpatient care administered following a diagnosis which confirms the terminal and incurable nature of the lliness
is covered under this benefit, as is the reimbursement of physical care, the cost of a room in a Hospital or hospice, nursing
care and prescription drugs.

Paramedical practitioners: A qualified health professional working in a paramedical and holding a valid degree in their
specialty and who is officially registered, qualified and recognized in the country in which the medical care is delivered and in
which they practice and who has the additional experience and qualifications required to deliver this care. Paramedical
practitioners are physical therapists, nurses, chiropodists/podiatrists, speech therapists and orthoptists.

Partner: Person under the age of sixty-six (66) at the time of enrollment bound to the Member by a civil partnership agreement
and sharing the same home as the Member. A civil partnership is a contract signed by two adult persons of the opposite or
same sex in order to share their life together (Article 515-1 of the French Civil Code).

To facilitate the reading of this information booklet serving as the general terms and conditions, the term ‘Spouse’ will refer
generically to the Spouse, partner or Common-law spouse of the Member.

Period of benefits / Period of coverage: Period of membership of the plan (including any renewal(s) at the request of the
Member), with a minimum duration of three (3) months and a maximum of thirty-six (36) months, during which the Member
and any Dependents are covered under the plan. It starts on the effective date of enrollment (shown on the certificate of
enrollment) and ends on the date of termination of membership as set out under section 6.2 / LIFE OF YOUR PLAN in the
chapter CESSATION OF MEMBERSHIP AND END OF COVERAGE (right of withdrawal and termination).

Physical therapy: All treatment dispensed by a licensed physical therapist for which a Doctor’s prescription is issued before
the start of treatment. Coverage is limited to the number of sessions and the specific reimbursement limit applicable to this
type of treatment, as specified in the Benefits schedule. If more sessions are required, a report justifying the need to extend
the treatment must be produced. Physical therapy excludes certain treatments including mud therapy, Pilates, relaxation
massage, Rolfing, MILTA therapy and all other methods which are not recognized by the scientific medical community.

Physiotherapy: Physiotherapy, for the purposes of the plan, is all treatment which can be dispensed by a licensed physical
therapist. This excludes, for the purposes of this plan, certain treatments such as mud therapy, Pilates, massage, Rolfing
and MILTA therapy.

Plan from the 1* Euro/Dollar: A plan where medical expenses are reimbursed from the 1% euro/dollar spent (within the limits
of the selected benefits), i.e. without a contribution from a basic organization (such as a benefits scheme).

Policyholder: The Policyholder is ASFE who has arranged this group plan for the benefit of its insured Members.

Precertification: Precertification agreement formalized in writing and issued to the Insured member by the Insurer or the
Administrator before incurring certain types of medical expenses or accessing services such as hospitalization, medical
treatments provided as a series of treatments, costly treatments, or prostheses of any kind (on presentation of an appropriate
detailed and circumstantial medical report and a fully costed estimate).

Pre-existing medical condition: Pre-existing conditions: any lliness, disorder, infection or injury or associated symptoms which
developed before the date of enrollment in the plan, of which the Member or their Dependents were aware, or of which they
could reasonably have been aware at the time of enrollment in the plan. Pre-existing conditions are not covered.

Premium: Amount paid by the Member in return for benefits provided by the Insurer.

Premium notice: A Premium notice (sometimes also called a renewal notice) is a document which specifies the amount of your
insurance Premiums and the period covered. The payment of the insurance Premium is made on the date specified in the



Premium notice.

Prescription drugs: Refers to all products (including hypodermic needles, insulin and syringes), the delivery of which requires
a prescription issued by a Doctor to treat an Iliness whose diagnosis has been confirmed or with the aim of compensating for
a deficiency in a substance which is essential to the body. These Prescription drugs must have a proven medical effect on the
lliness being treated and be approved by the regulatory authorities and pharmaceutical supervisory bodies of the country in
which they were prescribed.

Prior approval: Coverage by the insurer of certain types of expenses, medical care or Services, such as hospitalization, series
of treatment (e.g. physical therapy sessions), costly treatments or Prostheses of any kind, is subject to the prior approval of
the insurer's medical advisor.

Before starting any treatment, the insured person must ask the practitioner prescribing the treatment to complete a request
for prior approval, which must be sent together with an itemized estimate, in order to request and obtain prior approval from
the insurer or the Administrator before the treatment is actually covered. The expenses to which this applies are listed in the
Benefits schedule.

Psychiatric treatment and care: Management and care of a person who is suffering from a severe mental health problem,
requiring hospitalization in a specialized unit.

Rehabilitation immediately following hospitalization: Rehabilitation as a direct continuation of hospitalization, beginning
no later than a maximum of thirty (30) days following the end of the hospitalization.

Renewal date: Membership may be renewed on each of the termination dates shown on the Certificate of enrollment for a
minimum of one (1) month and up to a total of thirty-six (36) months.

Request for prior approval: Form completed by the insured member’s doctor or detailed medical report, as appropriate, which
is sent together with an itemized and costed estimate in order to obtain the insurer's or administrator's prior approval before
incurring certain types of expenses, or starting certain types of medical treatment or services as shown in the Benefits schedule.

Routine dental care: All Routine dental care including an annual dental check-up, root canal work, scaling, sealing of fissures,
treatment of tooth decay (amalgam), application of fluoride and dental x-rays, excluding tooth whitening treatments.

Routine healthcare: Treatments, excluding Routine dental care, performed by a General practitioner or Specialist holding a
valid degree of Doctor of Medicine and is licensed to practice medicine under the laws of the country where the treatment is
administered in their medical or surgical office and which do not require the patient to be admitted to Hospital.

Routine medicine (Primary care): All healthcare Services provided by healthcare professionals excluding hospitalization or
stays in healthcare or socio-medical facilities. It includes, for example, consultations in a private medical practice or health
center, laboratory tests, x-rays taken in the doctor’s office etc. Consultations carried out in Hospitals but not involving
hospitalization (also known as ‘outpatient’ consultations) are generally classed as Primary care.

Selected coverage zone: Refers to the Coverage zone selected by the Member for themselves and their Dependents, and for
which the appropriate Premium has been fixed by the Insurer based on Usual, customary and reasonable healthcare costs
charged in this group of countries.

The plan provides for five (5) coverage zones (see paragraph "Specific country of residence and Coverage zone under the plan”).
Specialist: Refers to a Doctor holding a valid degree of Doctor of Medicine who is officially licensed, trained and approved in
the country where the treatment is administered and where they practice and who has the additional experience and
qualifications required to practice a recognized medical specialty: techniques for diagnosis, treatment and prevention specific
to a particular field of medicine.

Service: All Services specified in the Benefits schedule of the plan.

Spouse: Person married to the Member and not legally separated or divorced, whether or not they are in paid employment,
sharing the same home as the Member, and under the age of sixty-six (66) on the date of enrollment.

To facilitate the reading of this information booklet serving as the general terms and conditions, the term ‘Spouse’ will refer
generically to the Spouse, partner or Common-law spouse of the Member.

Subrogation: Refers to the rights which the Administrator (MSH) can exercise on behalf of the Insurer to recover any expenses
or costs from another insurance company, national health insurance scheme or any source linked to the reimbursement of
treatment insured under this plan.

Termination: Termination is the formal process by which the Insurer, the Contracting association or the Member puts an end
to the plan or enroliment in the plan which binds them, see chapter 6.2.9 Cessation of membership and end of coverage (right
of withdrawal and termination) p.24.

Total duration of membership/insurance: Period of total coverage under the plan (including any renewals at the request of
the Member), with a minimum duration of three (3) months and a maximum duration of thirty-six (36) months.

This period of coverage starts on the effective date of enrollment (shown on the certificate of enroliment) and ends on the date
of termination of membership as set out under section 6.2 / LIFE OF YOUR PLAN in the chapter CESSATION OF MEMBERSHIP
AND END OF COVERAGE (right of withdrawal and termination).

Treatment of cancer (Oncology): Refers to fees payable to specialists, examinations, radiotherapy costs, chemotherapy and
hospital charges incurred in connection with the treatment of a malignant tumor, tissue or cells, characterized by the
uncontrolled growth and spread of malignant cells invading the tissues.

Unexpected (or sudden) illness: Any deterioration in health certified by a competent medical authority which is sudden,
unforeseeable, and requires the intervention of a doctor within forty-eight (48) hours.

The sudden and unforeseeable nature of the event must be recognized by the insurer's medical advisor.

To qualify, they must meet the following criteria:

e be necessary in order to diagnose or treat an Illness and/or injury suffered by a patient;

e be appropriate to the diagnosis, symptoms or treatment of the patient (in the sense of taking into account patient safety
and the cost of the treatment);

comply with medical and scientific standards and knowledge at the time of administration of the treatment;

not be provided primarily for the patient’s comfort and/or that of their Doctor;

be clinically justified in terms of scale, duration, and demonstrated and proven medical effect, frequency, level and type;
be dispensed in an appropriate healthcare facility and room and be of the appropriate quality to treat the patient’s medical
condition.

In this definition, the term “appropriate” takes into account the patient's health and the cost of treatment.

Medically required hospitalization means that the treatments and diagnostic tests cannot be carried out prudently and
effectively on an outpatient basis.




Usual, customary and reasonable costs “UCR”: Usual, customary and reasonable costs which will be reimbursed are defined
as reasonable medical expenses commonly charged in the relevant country for the specific treatment or service received, in
accordance with standard and generally accepted medical procedures.
Medical expenses deemed to be excessive, unreasonable or unusual considering the country in which they were incurred,
will not be covered or the amount of benefits paid will be limited.

The abbreviation UCR will be used in this information booklet serving as the general terms and conditions for ease of reference.

Important: Some hospitals, including the American Hospital in Paris, France, the Mount Elizabeth Hospital, the Mount
Elizabeth Novena and the Gleneagles Hospital in Singapore, the Bumrungrad International Hospital in Thailand,
QuironSalud and HM Sanchinarro in Spain, the Acibadem International Hospital in Turkey, the Clémenceau Medical
Center in Lebanon, the Aspetar Hospital in Qatar and the Albert Einstein Hospital in Brazil, the Hospital ABC
Observatorio, the Hospital ABC Santa Fe and the Angeles Metropolitano Hospital in Mexico City, the North Shore
University Hospital in Manhasset (NY), the Mount Sinai Hospital in New York, the Cedars-Sinai Medical Center in Los
Angeles (CA) and the Northwestern Memorial Hospital in Chicago (IL) charge fees that are generally well in excess of
Usual, customary and reasonable costs.

If you are hospitalized or receive treatment in this type of facility, the insurer draws your attention to the fact that you
will be reimbursed based on reasonable and customary costs as determined by the insurer.

This means you are likely to be responsible for a significant portion of the expenses.

Vaccinations: Refers to all vaccines and boosters required by the health authorities of the country in which the Vaccination is
administered and any medically required Vaccinations for travel to a foreign country as well as malaria prevention treatment.
The cost of the consultation and the purchase of the vaccine are included.

Vision care: Consultations and examinations by a qualified optometrist or ophthalmologist, glasses (1 frame + 2 lenses) and
corrective contact lenses. Refractive surgery can also correct certain visual disorders. Only consultations, examinations and
replacement glasses or contact lenses are covered under the plan.

Waiting period: Period specified in the plan and shown in the Benefits schedule, during which membership is active but the
benefits are not yet accessible. No benefits will be paid during this period.

Year (per year): The term "per year" used in the benefits schedules means "per insurance year".




3./ HEALTHCARE BENEFITS: / YOUR HEALTHCARE BENEFITS IN DETAIL

Prior approval: In all of the cases listed in the benefits schedules below where the insurer requires prior approval, the coverage
of any medical care requiring prior approval that has been delivered without prior approval (request for prior approval
not submitted or denied by the insurer) will be denied.

However, if the insurer's medical advisor, having reviewed the medical report, recognizes that the medical care was medically
necessary and covered under the plan, a penalty will be applied to the coverage.

This includes:

- Hospitalization, including on an outpatient basis,

- Medical or surgical prostheses,

- Stays in medical centers,

- Series of treatment (e.g. sessions of physical therapy).

Upper limit of coverage: The cumulative amount of reimbursements from the insurer is capped, per insurance year and
per insured person. Where applicable, any compensation or benefits of the same nature paid by the benefits scheme to
which the member belongs is deducted from this amount.

The amount of this upper limit is shown in the table of benefits below. It is based on the level of coverage and the benefit
options purchased.

3.1./ BENEFITS SCHEDULE (EXCLUDING HOSPITALIZATION AND MEDICAL CARE IN THE USA AND TERRITORIES
UNDER U.S. JURISDICTION

When you enroll in the plan, you can choose between three (3) levels of coverage.

You can also choose the currency in which you want to pay your insurance premium and receive your medical expenses

reimbursements.
A CHOICE OF 3 LEVELS OF COVERAGE REGULAR PLUS

3.1.1. HOSPITALIZATION BENEFIT (EXCLUDING HOSPITALIZATION IN THE USA AND TERRITORIES UNDER U.S.
JURISDICTION)

The benefits below are expressed with the CFE portion included.

The HOSPITALIZATION BENEFIT, i.e. excluding OPTIONAL BENEFITS, covers hospitalization costs only in a hospital.

The schedules below detail the benefits and the levels of coverage for this category of costs qualifying for reimbursement.

REGULAR PLUS

HOSPITALIZATION Based on Usual, customary and reasonable costs (UCR) as determined by us,
per Member and per Insurance year

Waiting period for Hospitalization benefits: 3 months (except in the event of a medical Emergency, Accident or Unexpected
iliness)
Subject to prior approval, except in the event of a medical Emergency, Accident or Unexpected illness

Provided you have requested and obtained our prior approval, except in the event of an accident or medical emergency, we will cover
hospital expenses when:

- The member of the plan is in Hospital, whether on an Outpatient basis or for several consecutive days,

- The need for hospitalization was established by a General practitioner or Specialist,

- The duration of your stay is medically appropriate and approved following a Request for prior approval,

- Your treatment is administered or monitored by a General practitioner and/or Specialist.

If you need to stay in Hospital longer than the period specified in the prior approval agreement, or if changes are made to your
treatment, your General practitioner or Specialist must send us a medical report as soon as possible. This medical report must include:
- The diagnosis,

- The treatment you have already received,

- The treatment you require,

- The additional length of time you will need to stay in Hospital.

We do not cover hospital expenses if hospitalization is due to one or more of the following reasons:

- Maternity,

- Convalescence,

- Psychiatry - Mental or nervous disorders - Psychology,

- Pain management (except for palliative care),

- Paramedical care with no Specialist treatment, except for palliative care dispensed in a care facility,
- Personal assistance services, such as assistance with mobility, washing, preparing meals, etc.,

- Treatment that could be classed as routine care.

Hospital room €/9%50 per night €/%$80 per night €/%120 per night
100% UCR 100% UCR 100% UCR

We will pay all covered hospital expenses for hospitalization which does not require the
person receiving the treatment to stay overnight.

REGULAR PLUS

100% UCR 100% UCR 100% UCR

Outpatient hospitalization (including
Outpatient surgery) in a hospital
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Emergency hospitalization within the
selected coverage zone

Emergency hospitalization in a higher
coverage zone (excluding the USA and
territories under U.S. jurisdiction) than
the selected coverage zone.

Trip of 30 consecutive days maximum
and a maximum of one trip per year

Hospitalization - Intensive care

Hospitalization - Surgical procedures
including fees, operating room and
anesthesia

Hospitalization - Consultations with
general practitioners and specialists
during hospitalization covered under this
plan (excluding alternative medicine) and
including specialist treatments and
procedures

Hospitalization - Laboratory tests, MRI, x-
rays, scans, tomography

Hospitalization - Prescription drugs

Hospitalization - Renal dialysis

Hospitalization - Oncology (Treatment of
cancer)

Hospitalization - Treatment of AIDS

Hospitalization - Internal surgical and
medical prostheses/devices

Hospitalization - External surgical and

PLUS

We will cover treatment administered following admission to a Hospital following the
onset of a sudden and unforeseen medical condition requiring immediate treatment
within 24 hours for the sole purpose of preventing a life-threatening risk.
We must be notified of any emergency hospitalization within 48 hours of admission.
All services provided in the Emergency room which are not followed by admission to
hospital will only be covered under the “Routine healthcare” optional benefit. If this
option has not been purchased as part of the plan, the services will not be covered.
We will also cover the local transportation by ambulance of a patient, required in cases
of medical necessity or emergency, to the nearest Hospital best suited to the situation.
100% UCR 100% UCR 100% UCR

up to 30 days per year up to 30 days per year up to 30 days per year
We will cover all Emergency hospital expenses (only if they are the result of an
Accident or a sudden, unexpected and unforeseen illness requiring surgery or
medical treatment that cannot wait until repatriation to the Main country of
residence or the worsening of a serious lllness representing an immediate and
serious danger to the health of the insured member) in a country located in a higher
coverage zone.
Travel for medical reasons, and consequently all scheduled treatment in a
coverage zone higher than the selected coverage zone, is also excluded.
It is recommended that Members and any Dependents contact the administrator MSH
if trips of more than 30 days or multiple trips are planned in a higher coverage zone
than the selected coverage zone, so that the level of coverage under your plan can be
adjusted.

We will also cover the local transportation by ambulance of a patient, required in cases
of medical necessity or emergency, to the nearest Hospital best suited to the situation.
100% UCR 100% UCR 100% UCR
We will cover hospital expenses in case of treatment in a general or cardiac intensive
care unit (including a Critical care unit) for patients presenting with organ failure or

who are at risk of severe complications.
100% UCR 100% UCR 100% UCR
We will cover the following costs in the event of hospitalization:
- operating room
- recovery room
- drugs and dressings used in the operating room and the recovery room
- drugs and dressings used during your stay in hospital.
We will cover the fees for surgeons and anesthetists and the care required immediately
before and after the operation (on the same day). This also includes operations
performed on an outpatient basis.
100% UCR 100% UCR 100% UCR

We will cover consultations with general practitioners or specialists during your stay
in hospital following a covered Event.

100% UCR 100% UCR 100% UCR
For your hospitalization covered under the plan, we will cover all expenses related to:
- Medical imaging, such as x-rays, scans, MRI, etc.,
- tests such as blood tests or urine samples,
- diagnostic tests such as electrocardiograms,
if these examinations are prescribed by your general practitioner or specialist to help
diagnose or assess your health during your stay in hospital.

100% UCR 100% UCR 100% UCR

We will cover the cost of any drugs prescribed by the general practitioner or
specialist in charge of your treatment during your hospitalization.

100% UCR 100% UCR 100% UCR
We will cover the cost of renal dialysis, with the exception of transportation costs to
and from the care facility where the dialysis is carried out.

100% UCR 100% UCR 100% UCR
We will cover the cost of any medically justified treatment you receive in the treatment
of cancer, including chemotherapy, radiotherapy, oncology, diagnostic tests and
drugs, as part of hospitalization (on both an inpatient and outpatient basis). Remote
follow-up examinations will be covered under ‘Routine healthcare’ if the option has
been selected.

PLUS

100% UCR 100% UCR 100% UCR
We will cover any costs related to the treatment of conditions related to HIV.
100% UCR 100% UCR 100% UCR

We will cover costs related to prostheses, devices or appliances fitted during a
surgical procedure.

100% UCR 100% UCR 100% UCR
up to €/%$600 per year up to €/%$800 per year up to €/%1,000 per year
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medical prostheses/devices

Hospitalization - Palliative care

Hospitalization - Organ

PLUS

Subject to the approval of the medical advisor, we will cover:
- essential prostheses or devices immediately following surgery if medically required,
- medically required prostheses or devices during the short-term recovery process.

100% UCR 100% UCR 100% UCR
up to €/$5,000 up to €/$7,500 up to €/$12,500
per year per year per year

If a member is diagnosed with a terminal illness and can no longer be treated with a
view to being cured, we will cover:
- hospitalization costs in a hospital or hospice,

- the cost of palliative care in a hospital or hospice,
- nursing costs in a hospital or hospice,

- prescribed drugs.

100% UCR 100% UCR 100% UCR
up to €/%$10,000 up to €/%$15,000 up to €/$20,000
per year per year per year

We will cover medical expenses related to a member receiving an organ transplant from

transplant: a verified and certified donor. We will also cover medical expenses for a bone marrow

Medical expenses, room and board, cost of donation (using either your own bone marrow or that of a compatible donor) or a stem
treatment and fees during an organ| cell donation, with or without chemotherapy when these procedures are carried out as

transplant

Hospitalization for psychiatric, mental, or
nervous disorders

Hospitalization - Physical therapy /
Physiotherapy

part of the treatment of cancer.

We will not cover:

- the cost of transporting the organ,

- organ acquisition costs,

- the donor’s operation and hospital costs.
Not covered Not covered

We will not cover hospitalization for:
- mental or nervous disorders,
- psychiatry or psychology.
100% UCR 100% UCR 100% UCR

up to €/$500 per year up to €/%1,250 per year up to €/%$2,500 per year
We will cover consultations, treatments and procedures in physical therapy /
physiotherapy, prescribed and carried out during your hospitalization.
We will not cover chiropractic and osteopathy.

Not covered

HEALTHCARE FOLLOWING COVERED HOSPITALIZATION

Home hospitalization (on prescription) -
subject to prior approval

Reconstructive surgery

Rehabilitation immediately following
hospitalization, started within 30 days of
the end of hospitalization - subject to
prior approval

Nursing care related to covered
hospitalization and beginning within 30
days of the end of the hospitalization -
subject to prior approval

Good to know

100% UCR 100% UCR 100% UCR
up to 30 days per year up to 30 days per year up to 30 days per year

If you have requested and obtained our prior approval, we will cover home
hospitalization and home nursing care following hospitalization.

Not covered Not covered Not covered

We will not cover the cost of reconstructive surgery, even if it is medically
necessary or follows an Accident or lliness covered under the plan.

100% UCR, up to 100% UCR, up to 100% UCR, up to
10 days per year 15 days per year 20 days per year

We will cover any rehabilitation, including room and board fees and treatments such as
physical therapy, physiotherapy, occupational therapy or speech therapy following a
covered hospitalization.
We do not cover rehabilitation expenses or treatment which do not follow
hospitalization covered under the plan.
We will cover these costs if you requested and obtained our prior approval before
beginning the treatment, and if it begins within a maximum of 30 days following the
end of the hospitalization.
We must have received all the medical data from your Doctor or surgeon, including the
diagnosis, treatment received and planned, and your future date of discharge before
processing the request for prior approval.
100% UCR 100% UCR 100% UCR

up to €/%$750 per year up to €/%$1,000 per year up to €/%1,500 per year
We will cover the cost of prescribed nursing care following covered hospitalization.
We will cover this treatment if you requested and obtained our prior approval before
beginning the treatment, and if it begins within a maximum of 30 days following the
end of the hospitalization, whether it is carried out in a doctor's office, at home or in a
hospital.

Medical assistance and evacuation benefits are included in your neoTempo plan.
For more information, please refer to section “General provisions of medical evacuation benefits
included as standard with your healthcare plan”.
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3.1.2. OPTIONAL BENEFITS: ROUTINE HEALTHCARE - VISION AND DENTAL - PREVENTION

REGULAR PLUS

ROUTINE HEALTHCARE Based on Usual, customary and reasonable costs (UCR) as determined by us,
per Member and per Insurance year

Waiting period for Routine healthcare benefits: 3 months (except in the event of a Medical emergency, Accident or

AGGREGATE LIMIT ON ROUTINE HEALTHCARE
BENEFITS

Consultations with general practitioners
and specialists (other than dentists,
ophthalmologists, optometrists and
psychiatrists) and specialist procedures

Teleconsultation

Prescription drugs
(excluding contraception)

Prescribed contraceptives

Emergency dental care without
hospitalization

Laboratory tests, MRI, x-rays, scans,
tomography and physical diagnostic
examinations on an outpatient basis

Physical therapy and physiotherapy, on
prescription - subject to prior approval

Emergency ophthalmic examination

External appliances and medical
prostheses

(excluding dentures and hearing aids) -
subject to prior approval

Osteopathy and chiropractic
Homeopathy, acupuncture and traditional
Chinese medicine

Psychiatry and psychology

Unexpected illness)

€/%$24,000 €/$30,000

100% UCR up to €/$50 per | 100% UCR up to €/$80 per | 100% UCR up to €/$120 per
treatment, procedure or treatment, procedure or treatment, procedure or
consultation consultation consultation
We will cover consultations with General practitioners and Specialists (other than
dentists, ophthalmologists and psychiatrists) and Specialist treatments or procedures.
We will cover these consultations under Routine healthcare, whether carried out in a
medical office, in the home or in hospital (excluding during periods of hospitalization).

100% UCR up to €/$50 per | 100% UCR up to €/$80 per |100% UCR up to €/$120 per

treatment, procedure or treatment, procedure or treatment, procedure or
consultation consultation consultation
We will cover teleconsultations.
100% UCR up to 100% UCR up to 100% UCR up to
€/%$2,000 per year €/%$5,000 per year €/%$10,000 per year

We will cover (under Routine healthcare) the cost of drugs:
- prescribed by your General practitioner or Specialist,
- which are used only in case of illness or injury.

100% UCR 100% UCR 100% UCR
up to €/%$40 per year up to €/$50 per year up to €/%$60 per year
We will cover mechanical and medicinal methods of contraception prescribed by a
general practitioner or specialist.

100% UCR 100% UCR 100% UCR
up to €/$150 per year up to €/%$250 per year up to €/%$350 per year
We will cover consultations for Emergency dental care, such as sudden toothache that
does not require hospitalization.
Non-emergency dental expenses (e.g. dental check-ups, scaling, etc.) and dental
treatment carried out during a consultation with a stomatologist are only covered under
the "Vision and Dental" Option if you purchased it as part of the plan.

100% UCR 100% UCR 100% UCR
up to €/%$1,000 per year up to €/%$2,000 per year up to €/%$3,000 per year
We will cover all types of Laboratory tests and medic