Aetna Life Insurance Company

Hartford, Connecticut 06156

Amendment (GRIN CR7-2016 LG Enhancements)

Policyholder: Swift Transportation Company

Group Policy No.: GP-620276- LA

Effective Date: This Booklet-Certificate Amendment is effective on January 1, 2017.

The group policy noted above has been changed. The following is a summary of the changes in the group policy and
the Booklet-Certificate. This amendment is effective on the date(s) shown above.

The Transplant Services provision contained in the What the Plan Covers section of the Booklet-Certificate is deleted and
replaced in its entirety as follows:

Transplant Services

Covered expenses include charges incurred during a Transplant Occurrence. Once it has been determined that you
or one of your dependents may require an organ transplant, you or your physician should call Aetna to obtain the
necessary precertification. Organ means solid organ; stem cell; bone marrow; and tissue.

Network of Transplant Specialist Facilities

Benefits may vary if an Institute of Excellence™ (IOE) facility or non-IOE or out-of-network provider is used.
Through the IOE network, you will have access to a provider network that specializes in transplants. In addition,
some expenses listed below are payable only within the IOE network. The IOE facility must be specifically approved
and designated by Aetna to perform the procedure you require. Each facility in the IOE network has been selected to
perform only certain types of transplants, based on quality of care and successful clinical outcomes.

The network level of benefits is paid only for a treatment received at a facility designated by this Plan as an IOE for
the type of transplant being performed. Each IOE facility has been selected to perform only certain types of
transplants.

If you are a participant in the IOE program, the program will coordinate all solid organ and bone marrow transplants
and other specialized care you need. Any covered expenses you incur from an IOE facility will be considered in-
network care expenses.

Services obtained from a facility that is not designated as an IOE for the transplant being performed will be covered
as out-of-network services and supplies, even if the facility is a network facility or IOE facility for other types of
services.

This Plan covers:

®  Charges made by a physician or transplant team.

= Charges made by a hospital, outpatient facility or physician for the medical and surgical expenses of a live
donort, but only to the extent that it is not covered by another Plan or program.
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Related supplies and services provided by the IOE facility during the transplant process. These services and
supplies may include: physical, speech, and occupational therapy; bio-medicals and immunosuppressants; home
health care expenses and home infusion services.

Charges for activating the donor search process with national registries.

Compatibility testing of prospective organ donors who are immediate family members. For the purpose of this
coverage, an “immediate” family member is defined as a first-degree biological relative. These are your biological
parent, sibling, or child.

Inpatient and outpatient expenses directly related to a transplant.

Covered transplant expenses are typically incurred during the 4 phases of transplant care described below. Expenses
incurred for 1 transplant during these 4 phases of care will be considered 1 Transplant Occurrence.

A Transplant Occurrence is considered to begin at the point of evaluation for a transplant and end either: (1) 180 days
from the date of the transplant; or (2) upon the date you are discharged from the hospital or outpatient facility for the
admission or visit(s) related to the transplant, whichever is later.

The 4 phases of 1 Transplant Occurrence and a summary of covered transplant expenses during each phase are:

1.

Pre-transplant evaluation/screening: Includes all transplant-related professional and technical components
required for assessment, evaluation and acceptance into a transplant facility’s transplant program.

Pre-transplant/candidacy screening: Includes HLA typing/compatibility testing of prospective organ donors who
are immediate family members.

Transplant event: Includes inpatient and outpatient services for all covered transplant-related health services and
supplies provided to you and a donor during the one or more surgical procedures or medical therapies for a
transplant; prescription drugs provided during your inpatient stay or outpatient visit(s), including bio-medical
and immunosuppressant drugs; physical, speech or occupational therapy provided during your inpatient stay or
outpatient visit(s); cadaveric and live donor organ procurement.

Follow-up care: Includes all covered transplant expenses; home health care services; home infusion services; and
transplant-related outpatient services rendered within 180 days from the date of the transplant event.

For purposes of this section, the following will be considered to be one Transplant Occurrence:

Heart

Lung

Heart/ Lung

Simultaneous Pancreas Kidney (SPK)

Pancreas

Kidney

Liver

Intestine

Bone Marrow/Stem Cell

Multiple organs replaced during one transplant surgery

Tandem transplants (Stem Cell)

Sequential transplants

Re-transplant of same organ type within 180 days of the first transplant
Any other single organ transplant, unless otherwise excluded under the Plan
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The following will be considered to be more than one Transplant Occurrence:

*  Autologous Blood/Bone Marrow transplant followed by Allogenic Blood/Bone Marrow transplant (when not
part of a tandem transplant).

*  Allogenic Blood/Bone Marrow transplant followed by an Autologous Blood/Bone Marrow transplant (when not
part of a tandem transplant).

= Re-transplant after 180 days of the first transplant.

= Pancreas transplant following a kidney transplant.

* A transplant necessitated by an additional organ failure during the original transplant sutgery/process.

*  More than one transplant when not performed as part of a planned tandem or sequential transplant, (e.g. a liver
transplant with subsequent heart transplant).

Limitations
Unless specified above, not covered under this benefit are charges incurred for:

= QOutpatient drugs including bio-medicals and immunosuppressants not expressly related to an outpatient
Transplant Occurrence.

®  Services that are covered under any other part of this plan;

»  Services and supplies furnished to a donor when the recipient is not a covered person;

* Home infusion therapy after the Transplant Occurrence.

*  Harvesting or storage of organs, without the expectation of immediate transplantation for an existing illness.

* Hatvesting and/or storage of bone matrow, tissue or stem cells, without the expectation of transplantation within
12 months for an existing illness.

= Services and supplies furnished by a non-IOE facility.

®  Cornea (Corneal Graft with Amniotic Membrane) or Cartilage (autologous chondrocyte or autologous
osteochondral mosaicplasty) transplants, unless otherwise authorized by Aetna.

Important Reminders

To ensure coverage, all transplant procedures need to be precertified by Aetna. Refer to the How Your Plan Works
section for details about precertification.

The Birthing Center provision and the Hospital Facility Expenses provision, under the Inpatient Facility Expenses section of
the Schedule of Benefits, are amended to add the following benefit option:

As to Platinum plan option:

The per admission copayment amount for newborns will be waived.

As to Silver plan option:

The per admission copayment and/or deductible amount for newborns will be waived.
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This amendment makes no other changes to the Group Policy or the Booklet-Certificate.

Mark T. Bertolini
Chairman, Chief Executive Officer and President

Aetna Life Insurance Company
(A Stock Company)

Amendment: OAMC-1
Issue Date: January 1, 2017
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