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1. Definitions

Below is a list of words that are used throughout your Policy. These words have the same meaning,
as defined below, wherever they are used in your Policy.

The Company, We, Our, Us means CfC Life Assurance Limited.

Assured, You, Your means the employer group, registered in accordance with Kenyan law, named
as the Assured in the Company Health Agreement and who has purchased this policy on behalf of
employees and is responsible for the payment of premiums under this policy.

Accident means bodily injury caused solely by violent, accidental, external and visible means and
not by sickness, disease or gradual physical or mental process.

Adult Dependant is a spouse, living-in partner, parent or parent-in-law for whom the
member is responsible for care and support and is between the ages of 23 (inclusive) and
55 (inclusive).

Approved Hospital means a Hospital approved by the Company to provide treatment for which a
benefit may be payable under the Policy.

Area of Cover means the countries stipulated in the Blue Benefit Table in which the Insured Person
will be covered.

Blue Benefit Table means the schedule of benefits as well as limits or sub-limits associated to
those benefits that you are entitled to under this policy.

Business Day means a calendar day excluding Saturdays, Sundays and Public Holidays.

Child Dependant is the member’s natural child, or stepchild, or legally adopted child, or any child
placed in the custody of the member or his spouse or partner, who is under the age of 23 years.

Commencement Date means the original inception (start) date for this policy as specified in the
Group Health Insurance Agreement for a corporate policy or in the Health Insurance Questionnaire
for an individual policy.

Company Health Insurance Agreement means the legal contract between the Company and an
Employer to provide cover under this Policy for Employees and their Dependants. This agreement
sets out key terms such as the name of the Assured; Eligibility; policy commencement, renewal and
termination; premium collection; obligations of the Assured and other terms and conditions.

Currency Applicable under this Policy will be Kenya Shillings as stipulated in the Blue Benefit Table.

Dependant shall mean an adult dependant, or child dependant, or any one of them as the context
may require, whom we have agreed in writing to qualify for coverage under this Policy

Employee means your full-time and permanent employees for the duration of this Policy and
whom we have agreed in writing to be eligible to participate in the insurance plan under this Policy.

Health Insurance Questionnaire means the form signed by an Eligible Person to apply for this
Policy from Us, including any written statement, representation or document given to the Company
which contains information we relied on in issuing this Policy.

Health Plans means the Blue benefit plans. There are two benefit plans which Eligible
Persons can choose from, namely:

1) Blue Gold Plan

2) Blue Diamond Plan

Hospital means an institution which is legally licensed as a medical or surgical hospital in the
country in which it is located. It must be under the constant supervision of a Physician. This does not
include any entity which is primarily a place for alcoholics or drug addicts, a nursing, rest or
convalescent home or a home for the aged or any other similar establishment.

lliness means a physical condition marked by pathological deviation from the normal healthy state.
Injury means bodily injury and trauma caused solely and directly by an Accident.

Inpatient means a person admitted to a Hospital for treatment and for which the Hospital makes a
daily room and board charge. It also includes admission of any duration for the purpose of surgery
and any preparation and procedure in connection with the surgery without incurring any room and
board charge.

Insured Persons means any Members and Dependants who are covered under this Policy.

Local Country means the country in which this policy is registered and underwritten, in this
instance Kenya.

Managed Healthcare Programme means a healthcare delivery arrangement designed to monitor
and reduce unnecessary utilization of services, to contain costs and to measure performance while
providing accessible, quality and effective healthcare including the most effective and efficient
utilization of benefits available to each beneficiary.

Medical Emergency means a medical condition resulting from an Accident, or any sudden
beginning or worsening of a severe illness that:

a) presents an immediate and serious threat to the Insured Person’s health and

b) requires immediate medical attention by a Physician.
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Member means the principal person or employee, as per the Health Insurance Questionnaire,
whom we have agreed in writing to qualify for coverage under this Policy.

Physician means a person who is legally qualified in medical practice following attendance at a
recognized medical school, to provide medical treatment and licensed by the competent medical
authorities of the country in which treatment is provided but who should not be the Insured Person
or the relative, sibling, spouse, child or parent of the Insured Person.

Reasonable and Customary Charges means charges for medical care which We or Our medical
advisers consider to be Reasonable and Customary if they are within a general level of charges
being made by other care providers of similar standing in the locality where the charges are
incurred when giving like or comparable treatment, services or supplies to individuals of the same
gender and of comparable age for a similar disease or injury.

Renewal Date(s) means 12 months after the Commencement Date, or otherwise specified and the
date at year end for every year thereafter.

Specialist means a qualified and licensed Physician, possessing the necessary additional
qualifications and expertise to practice as a recognized specialist of diagnostic techniques,
treatment and prevention, in a particular field of medicine such as psychiatry, neurology, paediatrics,
endocrinology, obstetrics, gynaecology and dermatology.

Waiting Period means the consecutive period of time starting from the Commencement
Date during which an Insured Person must be covered under this Policy before treatment
in respect of any condition will commence or be covered. Any claim for treatment costs
submitted by an Insured Person during the Waiting Period will not be covered under this
Policy.

2. Membership

2.1 Membership application

To apply for membership, the applicant must complete and submit the Health Insurance
Questionnaire to CfC Life Assurance Limited. The same shall apply in respect of every
prospective Dependant.

The applicant and his Dependants shall, before being admitted to membership:
2.1.1 Co-operate fully with us and our medical advisers, and

2.1.2 Fully and faithfully disclose all material facts and matters which the applicant
or dependant knows or ought to know, including detailed medical history, and

2.1.3 Upon our request, sign any document to empower the Company to obtain the
relevant information from any doctor or Hospital or other sources, and

2.1.4 If we consider it to be desirable, request the applicant and/or his Dependants
to undergo additional medical examinations at the cost of the applicant.

We will have no liability under this Policy if the Insured Person does not co-operate
according to the above requirements.

2.2 Non-disclosure

If a Insured Person fails to undergo a medical examination envisaged in sub-clause 2.1 or makes a
false declaration or knowingly fails to disclose that he has or is suffering from an illness or condition,
then the Company reserves the right to impose waiting periods, impose premium loadings or
specifically exclude benefits in respect of a particular medical condition, disease, disorder or
disability that existed at the time of application for membership. The Company shall notify the
Insured Person in writing of any limitation, premium loading or specific exclusion imposed.
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23 Compulsory membership for Employer groups

[tis compulsory for Employees and their Dependants to join the health insurance plan at the Policy
Commencement Date or as a condition of employment, unless the Employee and his dependants

are currently members on his or her spouse’s health insurance plan. In this case the Employee must
provide written proof to the Company of membership on his or her spouse’s health insurance plan.

If an Employee and/or his Dependants decide to join later than the Commencement Date or
Employment date, then membership may be subject to further underwriting at our discretion,
including the imposition of waiting period, exclusions and/or premium loadings.

Cover under this Policy is annual and all members and dependants will be liable for the annual
contribution.

24 Commencement of membership (coverage)

Membership shall commence on the first day of the month immediately following the month
in which the application for membership is approved by the Company.

Alternatively the Member, on the approval of his membership application during the

course of a month, can opt for membership to commence immediately for himself and

his dependants, but is liable for the full month’s premium, i.e. membership is effectively
backdated to the first of the month in which the application for membership is approved by
the Company.

In the case of a newborn child, membership shall commence at inception on the first day
of birth provided that notification in writing has been made within one month of birth and
approved by us.

25 Termination of Insured Person’s Coverage

An Insured Person’s cover under this Policy shall terminate automatically on the date any one of the
following events first occurs:

2.5.1 the entire Policy is terminated as provided in sub-clause 2.6 of this section;

252 where the Insured Person is an employee, on the date the Insured Person
resigns, retires or terminates his employment;

253 where the Insured Person is a Dependant and he or she is no longer qualified
as a Dependant of the Member or where the main Member is no longer insured
under this Policy, or where a Dependant becomes a member of another health
insurance plan;

254 upon request for cancellation by the Assured;
255 non-payment of contributions due under this Policy.
26 Cancellation

The Assured may cancel the Policy by giving one calendar months notice in writing to the
Company. The cover on all Insured Persons will cease on the date the Policy is cancelled.

In the event of war (declared or undeclared) or act of war (whether or not there has been a
declaration of war), the Company reserves the right to terminate this Policy by notifying the
Assured, the date of termination being at the Company’s sole discretion.

2.7 Renewal

The Policy is automatically renewed for a further term of one year on each renewal date,
provided all premiums due have been paid and that the Policy has not been terminated
under sub-clause 2.6. At each yearly renewal of the Policy, we have the right to vary the
benefit tables, policy conditions, exclusions and contribution rates of the Policy by giving
thirty (30) days advance notice in writing to you.

2.8 Membership cards

2.8.1 All Insured Persons shall be provided with a membership card containing a coloured
photo of the Insured Person, personal details, the commencement date of cover and the selected
benefit option. A separate membership card shall be issued for the Member and each of his
Dependants.

282 The membership card remains the property of the Company and shall be returned to the
Company on cessation of membership. Any utilization of the card to access medical services
thereafter shall result in the Insured Person, whose membership has been terminated, and the
Employer, being liable in respect of the cost of such claims.
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283 Should the card be lost or stolen, it is incumbent on the Assured to inform the
Company immediately, failing which the Assured could be held personally liable
for any claims paid through misuse. The cost for producing additional card(s)
will be at the cost of the Assured.

284 The utilization of the membership card by any person other than the Insured
Person, with the knowledge or consent of the Insured Person, is an abuse of the
benefits of the health insurance plan and will be dealt with by the Company in
accordance with sub-clause 6.1.

29 Pro-rated benefits

If an Insured Person joins the Health Plan between policy renewal dates, then
annual benefit limits and premiums shall be pro-rated on a monthly basis to
reflect that coverage does not apply for a full year.

3. Premiums

3.1 The Company shall determine premiums to be paid in advance in accordance with

the Premium Tables taking into account the monthly salary in USD of the Member. Furthermore, the
Company reserves the right to amend such premiums and to levy additional premiums on the
renewal date of the Policy, depending on claims experience and medical cost inflation, by giving
one month’s written notice.

32 The Assured can choose either to pay premiums monthly or annually in advance.

4, How to claim

We will act in good faith in all our dealings with you and the Insured Persons. You and the Insured
Persons, in turn, must ensure that the following are observed:

4.1 The Policy will pay for healthcare costs in accordance with the rules specified in this Policy
and up to the benefit limits stipulated on the Blue Benefit Tables.

4.2 Furthermore, claim payments are subject to our standardized tariff lists in the relevant
country where treatment is received and where such standardized tariffs do not exist, claim
payments will be reimbursed subject to what we consider to be reasonable and customary
healthcare charges in the relevant African country. The Insured Person is liable for treatment costs in
excess of our standardized tariff lists or what we consider to be customary and reasonable
healthcare charges.

4.3 Provider lists

4.2.1 A Member and his Dependants covered under this Policy can go to any provider for
treatment within the area of cover stipulated on the Blue Benefit Tables, i.e. the Company offers
open provider networks under this Policy.

4.2.2 Claims in-network
If an Insured Person goes to the preferred provider network for treatment then we arrange direct
payment for the cost of treatment to the healthcare provider up to the specified benefit limits.

Before we make payment to the Hospital or Physician, the Hospital or Physician will be required to
complete our claim form with the cost and details of the treatment. The claim form must be

submitted along with all supporting medical information, including all relevant documents and bills.

The claim form needs to be signed by both the Insured Person and the treating Physician or
Hospital. The Insured Person must please ensure that the claim form is completed and signed in his
presence. The Insured Person must also ensure that he receives a copy of the signed claim form.

An Insured Person must always present his/her membership card to the provider in order to receive
treatment.

4.2.3 Claims out-of-network

In the case where an Insured Person goes for treatment out of our preferred provider network then
claims for the cost of this treatment are paid on a member reimbursement basis, i.e. the Member or
his Dependants pay for the cost of treatment out of their own pocket and then claims the money
back from the Company according to the procedure set out in sub-clause 5.4.

4.4 Claims paid out-of-own pocket

In the case where an Insured Person pays for the cost of treatment out of his own pocket, he/she
can claim the money back from the Company in accordance with the rules of this Policy as follows:

42.1 Complete our claim form with the details of the treatment and submit the claim
form to us.
422 Ensure that the claim form is signed by the Insured Person who received treatment

(or in the case of minors by an adult member) and by the treating provider.

423 Ensure that a new claim form is used for each separate claim or course of treatment.
424 Submit the invoices, proof of payment and supporting medical information along with
the completed, signed claim form.
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Failure to observe the above claim conditions, without any reasonable explanation, may invalidate a
claim. It is recommended that the Insured Person keeps copies of any medical information that he
sends to us. This will help the Insured Person keep track of what we owe to him, and will be helpful
if he needs to follow up on his claim.

4.5 Claims that require pre-authorization

For certain treatments the Insured Person must obtain pre-authorization from the Company at least
48 hours before the start of treatment in writing of the intention to seek such treatment. Treatments
or benefits that require pre-authorization include:

Hospitalization and inpatient procedures (non-emergency).

Specialized dentistry that requires hospitalization, including dental surgery, maxilla facial

surgery and dental implants.

Cancer treatment.

Renal (Kidney) dialysis.
. Specialized radiology, including PET, CT and MRI scans.

Emergency evacuation.
. Chronic medication.
Furthermore, for treatment requiring pre-authorization, the full details of the proposed treatment
and the names and addresses of the Physician and Hospital concerned must be provided to us. If
the Insured Person does not obtain prior authorization, he may be held personally liable for his
medical costs.

In case of an Accident or hospitalization in the event of an emergency, written notification together
with reasonable available supporting medical information must be submitted to us within
forty-eight (48) hours of the event, or if it is a weekend or public holiday, on the next working day.

4.6 Period for the submission of claims

In order to qualify for the payment of benefits, a claim must reach the Company within three (3)
months of the treatment or discharge date. A claim submitted beyond this timeframe shall not be
paid. If, in the opinion of the Company, a claim could not be submitted within this timeframe an
extension of time for the submission of claims may be granted at the discretion of the Company.

4.7 An Insured Person must make sure that he or she can afford treatment

The Company can determine if an Insured Person is eligible for a particular treatment in terms of his
policy, as well as advise him whether he has funds available to pay for it (within benefit limits stated
in the Benefit Table). However, itis up to him to confirm that he has funds available by checking
with us or referring to the Benefit Table, and asking the Physician or Hospital what the charge for
treatment will be.

4.8 Ex-gratia medical claims

An ex-gratia medical claim is defined as a claim that is paid in excess of the benefits and benefit
limits allowed under this Policy. Under the normal course of business, the Company would not pay
for such a claim in respect of this Policy.

The decision to cover ex-gratia medical claims will be subject to the approval of a committee
consisting of the Company’s Medical Director, a representative of the Company (being the Chief
Executive Officer or other duly appointed representative) and a representative of the Assured. The
decision to cover ex-gratia medical claims is subject to the approval of all members on this
committee.

Furthermore, if the committee approves to pay an ex-gratia medical claim, the committee will
decide how the cost of the ex-gratia medical claim will be shared between the Company and the
Assured.

4.9 Examinations

The Company shall have the right and opportunity through its medical representatives to examine
the Insured Person whenever and as often as it may reasonably require within the duration of any

claim. In addition, the Company shall have the right to require a post mortem examination, where

this is not forbidden by law.

4.10 Legal Proceedings

No action in law or equity shall be brought to recover under the Policy until after the expiration of
sixty (60) days from the date proof of claim has been furnished in accordance with the Policy
conditions. The parties have agreed that the Local Country law shall govern and control in the event
of any conflict or dispute between the parties with regard to the Policy, and that the parties submit
themselves to that exclusive venue and jurisdiction for the resolution of any such conflict or dispute.

4.11 Arbitration

Any difference of medical opinion in connection with the results of any Accident, lliness, death or
expense will be settled between two medical experts appointed respectively in writing by the two
parties to the dispute. Any difference of opinion between the two medical experts shall be referred
to an umpire, who shall have been appointed in writing by the two medical experts at the outset.
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5.  General Policy Conditions

[tis an important part of our contract that you observe the following General Conditions:

5.1 Fraud

If any claim shall in any respect be false or fraudulent or if fraudulent means or devices are used by
the Insured Person or any Dependant or anyone acting on their behalf to obtain benefit under this
Policy, the Policy will be cancelled immediately and all benefit and premium forfeited.

5.2 Assignment

You or the Insured Person will have no rights to assign this Policy or any insurance coverage
effected under this Policy.

5.3 Applicable Law

The terms and conditions of this Policy will be governed by and construed, determined and
enforced in accordance with the Local Country law.

6. Benefits

The Benefits that an Insured Person shall receive under this Policy depends on the Health Plan
selected by the Insured Person. All Benefits are payable up to the benefit limits specified in the Blue
Benefit Tables of the selected Health Plan.

Note: Not all of the benefits specified in this clause 7 may apply to an Insured Person's selected
Health Plan. An Insured Person must please refer to the Blue Benefit Tables of his/her selected
Health Plan to confirm exactly what he/she is covered for.

6.1 Day-to-day Benefits

This category of cover provides for medical treatment that does not require hospitalization.
The following benefits fall under this category of cover:

6.1.1 Consultations
The following consultations are covered under this benefit:
General practitioner (GP) consultations.

Specialist consultations.
Dental consultations, including basic and specialized dentistry consultations.

This benefit excludes pre- and post-natal maternity consultations, which are specifically covered
under the day-to-day maternity benefits (please refer to sub-clause 7.1, vii).

6.1.2 Procedures
The following procedures provided by or ordered by Physician are covered:

Basic dental procedures, including removal of teeth and roots, fillings, preventative
treatment, scaling and polishing, and x-rays.

Pathology, i.e. blood tests requested by a Physician in the course of your day-today
consultations.

Radiology, i.e. out-of-hospital basic x-rays.
Out-of-hospital, non-surgical procedures, such as applying plaster of paris and stitches.
6.1.3 Personal Health Assessment

We will pay for one Personal Health Assessment (PHA) each year under this Policy for each Insured
Person. The PHA is made up of the following:

Blood pressure measurement
Blood sugar measurement
Cholesterol screening

Measure of Body mass index (BMI)
HIV screening test.

6.1.4 Acute (prescribed) Medicines

These include medicines which are medically necessary and legally restricted to the order of a
Physician and prescribed for use by the Insured Person as an outpatient.
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BLUE Membership Guide and Policy Conditions

6.1.5 Chronic Medicines

This benefit covers medicines for chronic conditions where a chronic condition is defined as a
condition that requires medication and treatment for longer than three (3) continuous months and
excludes:

Insomnia
Allergic Conjunctivitis
Alopecia
. Arthralgia
Athlete’s foot
Backache
Blepharitis
Constipation
. Fertility treatment
. Dandruff/Seborrhoea
Diarrhoea
Diagnostic agents e.g. for pregnancy
Dyspepsia
Dry Eye Syndrome
. Dysuria
Fever blisters
Fibrositis
Flatulence
Folliculitis
Gastritis
. Haemorrhoids Halitosis
Hiatus Hernia
Headaches: Non-specific
Hirsutism
Hypotension
Macular Degeneration
. Metabolic Syndrome
Obesity
Oedema of unspecified origin
Oral thrush
Non-specific pain
Unspecified cough
. Urinary tract infections
Urticaria
Varicose veins
Vitiligo
Vertigo

Note: The above list of exclusions is not definitive and is subject to change.

The payment for the cost of chronic medication is subject to pre-authorization and the completion
of the managed healthcare application form.

6.1.6 Specialized Dentistry

The following specialized dentistry is covered under this benefit: root canal treatment, dentures,
inlays, crowns, bridges, periodontal treatment, orthodontic treatment and dental surgery including
dental implants, maxilla facial and oral surgery and removal of impacted wisdom teeth.

Note: Specialized dentistry procedures, whether done in- or out-of hospital will be covered up to the
specialized dentistry benefit sub-limit stated in the Blue Benefit Table, including all costs, e.g. day
clinic and anaesthetist fees. Payment of In-hospital specialized dentistry will also be subject to
pre-authorization.

6.1.7 Maternity Benefits (out-of-hospital)

This benefit covers out-of-hospital maternity benefits, including pre- and post-natal care. The
maternity benefits covered include:

Consultations with obstetricians, mid-wives and physicians.

Ultra-sounds.

Various tests including blood counts, haemoglobin counts, Venereal Disease Research
Laboratory (VDRL) test, glucose test, blood group test and Rh antigen test.

Registration on the Blue Maternity programme is automatically enabled on receipt of the first
pregnancy related claim from a provider, giving access to the out-of-hospital maternity benefits.
Please refer to the Blue Benefit Tables of your selected Health Plan to determine exactly what
maternity benefits you are entitled to.

6.1.8 Auxiliary Services
The following ancillary services are covered under this Policy:

Physiotherapy
Bio kinetics and chiropractics
Psychology

. Occupational therapy
Speech therapy / Audiology
Hearing aid acoustician
Podiatry
Dietician
Orthotist / Prosthetist
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6.1.9 Optical Benefits
The following optical benefits are covered:

Eye examinations
New frames and lenses every 2 years.

6.2 Hospital Benefits
6.2.1 Pre-authorization for hospital benefits

Pre-authorization allows us to ensure that the most appropriate treatment is provided at the most
appropriate cost, and enables us to monitor the quality of care that the Insured Person receives.
Before an Insured Person begins treatment as a Hospital inpatient (except in cases of Accident or
acute medical emergency), the Insured Person must obtain prior-authorization from us at least
48-hours before hospital admission, in writing of the intention to seek such treatment, with full
details of the proposed treatment and the names and addresses of the Physician and Hospital
concerned. If the Insured Person does not obtain prior authorization, he may be held personally
liable for his medical costs.

In cases of Accident or acute medical emergency, written notification together with reasonable
available supporting medical information must be submitted to us within forty-eight (48) hours of
the event, or if it is a weekend or public holiday, on the next working day.

6.2.2 Covered Hospital (in-patient) benefits

1. Hospital Treatment and Services

This benefit includes all medically necessary treatment and services provided by or on the order of a
Physician to the Insured Person when admitted as a registered inpatient to a Hospital.

Cover includes:
Hospital accommodation in a general ward, including the costs of meals, general nursing

services and diagnostic and laboratory tests.

In-hospital fees for physicians, specialists, surgeons, anaesthetists, physiotherapists, or
other relevant specialist consultations rendered in hospital.

Operating theatre charges.

Apparatus, material, and ward and theatre medicines used in hospital.

We do not pay for the costs of non-medically necessary goods or services including such items as
telephone, television and newspapers.

2. Maternity Benefits (In-hospital)

Under this benefit we cover in-hospital maternity benefits including:

. Confinement,
. Midwives, and
. Childbirth.

Note: Caesareans are excluded except where:

. There is a clinical indication for an emergency caesarean section.

. There is a clinical indication for an elective caesarean section (for example, an elective
caesarean may be required in instances such as the following: cephalo-pelvic disproportion, HIV
positive mother, previous caesarean where there is the danger of scar rupture).

3. High care

Under this benefit, we pay for the costs of high care that an Insured Person may require while he or
she is in hospital. High care is care that requires a higher level of treatment, nursing vigilance and
monitoring than is available in a general ward.

4. Intensive care

Under this benefit, we pay for the costs for an Insured Person to be accommodated in an Intensive
Care Unit at a hospital. Intensive care is care that requires a higher level of treatment, nursing
vigilance and monitoring than is available in a high care unit.

5. Psychiatric Hospitalization

This benefit pays for the costs of psychiatric treatment received as an inpatient in a psychiatric unit
of a Hospital. All treatment must be administered under the direct control of a registered
psychiatrist.

6. Prosthesis

We will pay for the costs of artificial limbs, and internal (surgically implanted) prostheses, such as:

. Orthopaedic prostheses, including hip replacements, bone lengthening devices, spinal
plates and screws.
. End-vascular devices and devices for the central nervous system, cardiac system and

ophthalmic system.
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7. External Medical Appliances

We will pay for external medical appliances, including wheelchairs, glucometers, hearing aids, low
vision appliances and large orthopaedic orthotics (e.g. back braces).

8. Specialized Radiology

Under this benefit, we will cover the costs of specialized radiology required in or out of hospital,
such as Computed tomography (CT) scans and Magnetic resonance imaging (MRI) scans. All
specialized radiology (in or out of hospital) is subject to pre-authorization.

9. Medicines to take home (TTO)

On the date an Insured Person is discharged from hospital, we will pay for medicines that can be
taken home for a certain number of days (refer to Blue Benefit Table for these limits).

10. Major disease benefit

Up to the major disease benefit limit and subject to clinical / treatment protocols, this benefit covers
the cost of treatment (in and out of hospital) for oncology (cancer), organ transplants and renal
(kidney) dialysis.

1. Oncology

This benefit covers the costs of cancer treatment irrespective of whether such treatment is received
as a registered inpatient or as an outpatient at a registered cancer treatment centre.

In particular, we cover the following:

Chemotherapy / oncology medication
. Radiotherapy
Specialized radiology, such as CT scans, MRI scans and angiography.
Consultations
Pathology
Hospitalization for in-patient cancer treatment.

Note: Oncology treatment (in and out patient) is subject to pre-authorization.

2

. Organ Transplants

This benefit covers the cost of operations for the transplantation of the kidneys, heart, liver, lung or
bone marrow where the Insured Person is the recipient.

Other medical costs associated with an organ transplant are also covered, including:

Hospitalization
Consultations

. Anti-rejections drugs (in and out of hospital)
Pathology
Radiology

3. Renal dialysis

This benefit covers the treatment costs for renal (kidney) dialysis irrespective of whether such
treatment is received as a registered inpatient or as an outpatient at a legally registered dialysis
centre.

Associated medical costs are also covered, including hospitalization (for in-patient treatment),
consultations, medication and pathology.

Note: Renal dialysis (in and out patient) is subject to pre-authorization.

6.3 Emergency Evacuation

6.2.1 In-country ambulance

In the case of a medical emergency, we will pay for an in-country ambulance to transport the
Insured person from the scene of the medical emergency to the nearest, available in-country
medical facility for treatment.

6.2.2 International emergency evacuation

1. In the case of a medical emergency and where treatment is not available locally, we will pay for
the transportation costs for the insured person to be evacuated from the country where the medical

emergency occurred to the nearest, available medical facility on the Africa Continent. The nearest
medical facility could be within the country where the medical emergency occurred.
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2. International emergency evacuation will be subject to the approval of our medical director. Our
medical director will, in consultation with the relevant medical professionals and subject to our
internal evacuation criteria (amended from time to time), determine whether an insured person’s
medical condition constitutes a serious or life threatening medical emergency that requires
immediate evacuation to obtain treatment in order to avoid death or serious impairment to an
Insured person’s immediate or long-term health prospects. The seriousness of the medical condition
will be judged within the context of the insured person’s geographical location and local availability
of treatment or medical facilities.

3. General evacuation principles
The following evacuation principles apply:

The transferring doctor is responsible for assessing the stability of the patient to travel;
that it is in the patient’s best interest to be evacuated; and that the patient’s prognosis
will be materially improved by evacuation.

Appropriate referral screening, clinical examination, special investigations and
stabilization/resuscitation of the patient has to undertaken by the referring doctor, if
possible.

Care initiated by the transferring facility may need to be continued during transport.
Furthermore, all relevant clinical documentation must accompany the patient with
regard to the assessment and management prior to evacuation (copies of tests done,
medication given and referral letter to the relieving doctor).

A decision on the mode of transport will be made.

. Evacuation will be either “inter-hospital transfers” (from one medical facility to another
— local or on African continent), or “primary response” (where patient has received no
or only pre-hospital care).

The decision as to which mode of transport is used will reside with the emergency
evacuation services employed and our Medical Director. (Many factors need to be
considered, including: landing areas, mobilization time, weather en route, time and
distance of the flight and certain legal restrictions may also apply such as a limitation
requirement i.e. a two-engine aircraft, or at night.)

6.2.3 Transfer to country of residence

Following an international emergency evacuation (discussed above in sub-clause 7.2.2), we will pay
for the costs to transport the patient back to his country of residence on the African continent,
provided that these costs are pre-authorized by us.

6.2.4 Repatriation of mortal remains

In the event that an insured person dies outside his home country during an international
emergency evacuation (discussed above in sub-clause 7.2.2), we will pay for the costs of preparation
and transportation of the Insured person’s mortal remains from the place of death to his home
country, provided that his home country is on the African continent. Furthermore, we will pay for
the costs of repatriation of mortal remains provided that the costs are pre-authorized by us.

6.4 Managed Healthcare Programme

The Managed Healthcare Programme will assist Insured Persons to understand their disease, and the
benefits of adhering to prescribed treatment of that disease.

Initially, the Managed Healthcare Programme will focus on the following diseases:

HIV/AIDS
Diabetes
Hypertension
. Cancer
Malaria.

We will pay for the cost of treatment and chronic medication for the above diseases provided that
the Insured Person registers on the Managed Healthcare Programme. If an Insured Person does not
register on the program, we will not pay for the cost of treatment. To register on the Managed
Healthcare Programme, the Insured Person and the treating Physician will be required to complete
and submit the Managed Healthcare Application Form.

Treatment and chronic medication for each of the above diseases are subject to standard treatment
guidelines and approved medicine formularies.

The treatment costs for HIV/AIDS, Diabetes, Hypertension and Malaria will come out of your
day-to-day benefit limits and hospital benefit limits (if in-patient care is required).The treatment
costs (in and out patient costs) for cancer will come out of your Oncology benefit limit.

The following sections describe the protocols and benefits of registering on our Managed
Healthcare Programme for each of the above conditions:

6.4.1 HIV/AIDS

Confidentiality — The HIV/AIDS Program respects the right to confidentiality and will not
discuss the insured person’s case with anyone without his or her consent.

. In order to receive treatment for HIV/AIDS, the insured person will be required to register
on our HIV/AIDS Program.
As part of registration, the insured person will be required to undergo an HIV blood test.
The treating physician will be required to submit a clinical assessment of the insured
person’s condition.

. A range of relevant and appropriate consultations, pathology tests and medicines used
to treat HIV, will be authorized for the insured person.

. HIV/AIDS counselling shall form part of the HIV/AIDS Program.

6.4.2 Diabetes
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Treatment of diabetes will require registration on our Diabetic Programme based on a
chronic medicine authorization.

The relevant clinical details such as blood glucose test results will be obtained from the
treating Physician.

A specific range of consultations, blood tests, medicines and associated services required
to manage diabetes will be authorized.

6.4.3 Hypertension
. Treatment of hypertension will require registration on the Hypertension
Programme based on a chronic medicine authorization.

The relevant clinical details such as blood pressure results will be obtained from the
treating Physician.

. A specific range of consultations, blood tests, medicines and associated services required
to manage hypertension will be authorized.

6.4.4 Cancer
In order to receive oncology treatment, the Insured Person will be required to register
on our Cancer Programme.

The treating Physician will be required to complete and submit a clinical assessment of
the appropriateness of the treatment to be rendered and an authorized treatment plan.

Disease information will be provided to members.

6.4.5 Malaria
An Individual identified with 2 or more claims for malaria will be registered on the
Malaria Programme.
Malaria prevention information will be provided to these individuals.

6.5 Other Benefits
6.5.1 24-hour Health Advice Line

An Insured Person can contact our 24-hour call centre, which offers help 24 hours a day. The
following are some of the services that may be offered by telephone:

Medical referrals to a physician or hospital.

Medical service referral (i.e. locating a Physician) and assistance arranging appointments.
Assisting an Insured Person to make sure that he or she is covered and can

afford treatment.

7. What we don’t cover

Under this policy, there are certain costs which we do not cover. The following treatment items,
conditions, activities and their related or consequential expenses are excluded from the Policy and
the Company will not be liable for them:

7.1 Cosmetic treatments and plastic surgery.

7.2 Services for which benefits are in excess of the maximum benefit limits to which
an Insured Person is entitled to in terms of this Policy.

7.3 Prescribed alternative medicines such as homeopath, acupuncturist, Chinese medicine
physician, reflexology or aromatherapy.
74 Services or treatment in any home, spa, hydro-clinic, sanatorium, step-down facilities,

hospice, private nursing/home care, frail care or long term care facility that is not a
Hospital as defined (with the exception of the rehabilitation and step-down facilities
required in the prolonged management of nerve and spinal injuries).

7.5 Tests or treatment related to infertility, contraception, impotence or sexual dysfunction.
7.6 Termination of pregnancy.

7.7 Treatment by the Insured Person himself or family member or spouse.

7.8 All costs relating to cornea, muscular, skeletal or human organ or tissue transplant from

a donor to a recipient and all expenses directly or indirectly related to organ
transplantation (except as defined under the Organ Transplant Benefit).

79 Treatment of self-inflicted injury, suicide, abuse of alcohol and drug addiction or abuse.

7.10 Experimental or pioneering medical and surgical techniques not commonly available
which the Insured Person chooses to receive even though treatment usually and
customarily provided for the medical condition concerned is available within the
Area of Cover of the Policy.

7.1 Injury or illness while serving as a full-time member of a police or military unit and
treatment resulting from voluntary participation in war, invasion, act of foreign enemy,
hostilities whether or war is declared or not, civil war, rebellion, revolution, acts of
terrorism, riot, civil commotion or any illegal act including resultant imprisonment.

7.12 Travel or non-medical costs in respect of trips made within the Area of Cover of the policy
specifically for the purpose of obtaining elective medical treatment.

7.3 Emergency evacuation costs which are not pre-authorized by us.
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7.4 Malaria prophylaxis and vaccinations, such as travel vaccinations, flu vaccinations,
epidemics and pandemics, and any other vaccinations.

Note: Childhood vaccinations for children below the age of four (4) years old (inclusive) will be
covered.

7.15 Hospital inpatient treatment if the Insured Person could have been treated properly for
the condition as an outpatient.

7.16 Hotel or non-Hospital accommodation costs except as provided for in the Policy.
7.7 Charges for appointments not kept.
7.8 Rock climbing, mountaineering, potholing, skydiving, parachuting, hang-gliding,

parasailing, ballooning, all diving (unless the person concerned has been duly qualified
and certified as a diver by an internationally recognized diving organization or unless
such person is at the time of the happening of the event giving rise to a claim actually
receiving diving instruction from a duly qualified and certified diving instructor), racing
of any kind other than on foot and all professional or inherently dangerous sports unless
declared to and accepted by us in writing prior to the event giving rise to a claim.

7.19 Costs or benefits payable under any legislation or corresponding insurance cover
relating to occupational death, Injury, lliness or disease.

7.20 The cost of transporting an Insured Person by means of your own transport, and the cost
of medical treatment given by the following parties unless we agree in writing to
meet such costs:

. Your personnel or at Your medical facilities

By a third party under a contract between that third party and you.

7.21 Costs arising out of any litigation or dispute between the Insured Person and any medical
person or establishment from whom treatment has been sought or given, or any other
costs not directly and specifically related to the payment of the medical expenses
covered by the Policy.

7.22 Any loss or damage, cost or expense of whatever nature directly or indirectly caused by,
resulting from or in connection with any of the following even though some other cause
or event may contribute at the same time or in any other sequence to the loss:

ionizing radiation or contamination by radioactivity from any nuclear fuel or from any
nuclear waste from the combustion of nuclear fuel

the radioactive, toxic, explosive or other hazardous or contaminating properties of any
nuclear installation, reactor or other nuclear assembly or nuclear component

. any weapon of war employing atomic or nuclear fission and/or fusion or other like
reaction of radioactive force or matter.

7.23 Other exclusions

Anabolic steroids
. Autopsies
Humidifiers
Medicated shampoos and conditioners, including those for hair loss
Unregistered medicines

Massages
. Multivitamins and tonics
. Treatment for Obesity

Sleep studies

Slimming preparations

Soaps, scrubs and other cleansers

Sunglasses, readers, coloured contact lenses
. Sun screening and sun tanning preparations
. Toiletries

Treatment for hair removal

8. Making a Complaint

If you are dissatisfied with any aspect of your policy, we want to know about it as soon as
possible. It is only by receiving feedback that we can improve things if they go wrong.

Please feel free to contact the Health Division at 254-20-2866000/2866572.

CfC Life Assurance Limited
Website: www.cfclife-kenya.com
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