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May 2, 1997

SPD
Pension& WelfareBenefitsAdm.
RoomW-5644
U.S. DepartmentofLabor
200ConstitutionAvenueN.W.
Washington,D.C. 20210

RE:PaloAlto PlanNumber: 521
EIN#: 94-1156581

Dear Sirs:

In compliance with ERISA Section 104, enclosed is an executed copy of the Amendment #2 for
thePlanDocument for the abovementionedclient.

If you requireany additionalinformation,pleaselet meknow.

Sincerely,

CamileDrew
AccountRepresentative 2 5 2 0 1 9 0 0 3 1 3 9 2

/enclosure

cc: KarenHooper



P~Jf
AMENDMENT #2 .

97~tAY23~
to the Plan Document of 8. 15

PALO ALTO MEDICAL FOUNDATION

The January 1, 1996 Palo Alto Medical FoundationEmployeeMedical Plan is herebyamendedas

follows:

The following provisionhasbeendeletedfrom theSCHEDULE OF MEDICAL BENEFITS:

Benefit Services Referred By PPO Plan Non-PPO Additional Limitations
Description ProvidedBy SantaCruz Pays Plan Pays And Explanations

SantaCruz Medical
Medical Clinic
Clinic

Treatment Of 100% 100% 100% 100% For the PPO/Non-PPOplan:
An Accidental Up to a maximwn of $250 $250 individual per cause
Injury maximum. Treatment must

be receivedwithin 3 days of
the accident. Expensesin
excessof $250 or treatment
receivedafter 3 days will be
consideredas All Other
CoveredMedical Expenses.

The following provisions on the SCHEDULE OF MEDICAL BENEFITS:

PPO Annual Out-Of-Pocket Maximwns: PPO Plus-Santa CruzMedical Clinic
(Excludes Deductible) Annual Out-Of-Pocket Maximums:

$1,000Individual $1,000 Individual
$3,000Family $3,000Family



Benefit Services Referred By PPO Plan Non-PPO Additional Limitations
Description Provided By Santa Cruz Pays Plan Pays And Explanations

Santa Cruz Medical
Medical Clinic

Clinic

PPO And Non-PPO

Inpatient 50%* 50%* $5,000individual annual
Mental/ Subject to deductible maximum. Limited to a
Nervous And combined maximum
Substance (inpatient andoutpatient) of
Abuse 50 visits per year.
Treatment

Outpatient 50% 50% $25 individual per visit
Mental/ Subject to deductible maximum. Limited to a
Nervous And combined maximum
Substance (inpatient and outpatient) of
Abuse 50 visits per year.
Treatment

Have been changedto:

PPO Annual Out-Of-Pocket Maximums: PPO Plus-SantaCruz Medical Clinic
(Excludes Deductible) Annual Out-Of-Pocket Maximums:

$1,500Individual $1,500Individual
$4,500Family $4,500Family

Benefit Services Referred By PPO Plan Non-PPO Additional Limitations
Description Provided By Santa Cruz Pays Plan Pays And Explanations

SantaCruz Medical
Medical Clinic
Clinic

PPO And Non-PPO

Inpatient 70%* 70%* $5,000individual annual
Mental/ Subject to deductible maximum. Limited to 30
Nervous And visits per lifetime.
Substance
Abuse
Treatment

Outpatient 70% 70% $25 individual per visit
Mental Subject to deductible maximum. Limited to 50
Nervous And visits per year.
Substance
Abuse
Treatment



The following provisionsin PPO And Non-PPO MEDICAL BENEFITS:

CoveredMedical Expenses

Mental/Nervous And SubstanceAbuse Treatment

Inpatienttreatment of substanceabuse(detoxification only) and/or a mental/nervous
disorder, limited to a combinedmaximum of 50 inpatient/outpatientvisits peryear.

Outpatienttreatment of substanceabuseand/or a mental/nervousdisorder, limited to a
combined maximum of 50 inpatient/outpatientvisits per year.

Have been changedto:

CoveredMedical Expenses

Mental/Nervous And SubstanceAbuseTreatment

Inpatient treatment of substanceabuse (detoxification only) and/or a mental/nervous
disorder, limited to 30 days per lifetime.

Outpatienttreatment of substance abuse and/or a mental/nervousdisorder, limited to
50 visits per year.

The following provision hasbeen addedto CoveredMedical Expenses:

Mental/Nervous And SubstanceAbuse Treatment

Psychoanalysis.

The following provisionhasbeendeletedfrom Medical ExpensesNot Covered:

Psychoanalysis.

The following provision in COORDINATIONOF BENEFITS:

General Provision

When you and/or your dependentsare coveredunder more than one group health plan, the
combinedbenefits payable by this plan andall other group plans will not exceed100% of the
eligible expenseincurred by the individual. The plan assumingprimary payor status will
determine benefits first without regard to benefitsprovided under any other group health plan.



When this plan is thesecondarypayor, it will reimburse,subjectto all planprovisions, the
balanceof remainingeligible expenses,not to exceednormalplan liability if this planhad
beenprimary.

Forpurposesof coordination,eligible expensemeansany usualandcustomarycharge
consideredin part or full by this plan.

Hasbeenchangedto:

General Provision

When you and/or your dependentsare covered under more than one group health plan, the
primary plan will determine benefits first without regard to benefits provided under any other
group health plan.

When this plan is the secondarypayor, the planwill coordinatepaymentwith theprimary
plan in such a way that when this plans payment is combined with the primaryplans
payment, the total doesnot exceedtheamount this planwould havepaid if it wereprimary.

The effective date of this amendment is April 1, 1997.

It is understood and agreedby Palo Alto Medical Foundation that the abovestated amendment andthe
provisions contained in the EmployeeMedical Plan document asamendedhereinareacceptableand
will be the basis for the administration of the January 1, 1996 Palo Alto Medical Foundation
EmployeeMedical Plan until otherwise rescinded in writing by the plan administrator.

SIGNED AT ~ C1Ut~,this ~~4J2day of , i~q~

BY:__________

TITLE: V ~. ~
WITNESS: /~2~17~~


