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IMPORTANT NOTICE

This packet of notices related to our health care plan includes a notice
regarding how the plan’s prescription drug coverage compares to
Medicare Part D. If you or a covered family member is also enrolled in
Medicare Parts A or B, but not Part D, you should read the Medicare
Part D notice carefully. It is titled, “Important Notice From Taylor
Corporation About Your Prescription Drug Coverage and Medicare.”




Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services Coverage Period: 01/01/2025 — 12/31/2025
Taylor Corporation: Surest Plus Coverage for: Individual and Family | Plan Type: PPO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share the
#9. cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is only a

summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit Join.Surest.com, Surest mobile app or call Surest
Member Services at 1-866-683-6440. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copay, deductible, provider, or other
underlined terms, see the Glossary. You can view the Glossary at https://healthcare.gov/sbc-glossary/ or call 1-866-487-2365 to request a copy.

Important Questions Answers Why This Matters

What is the overall deductible? $0 See the Common Medical Events chart below for your costs for services this plan covers.
Yes. This plan covers some items | This plan covers some items and services even if you haven't yet met the deductible

Are there services covered before and services even if you haven't amount. But a copay or coinsurance may apply. For example, this plan covers certain

you meet your deductible? yet met the deductible amount. But = preventive services without cost-sharing and before you meet your deductible. See a list of

a copay or coinsurance may apply. = covered preventive services at https://healthcare.gov/coverage/preventive-care-benefits/.

Are thgre other . . No You don’t have to meet deductibles for specific services.
deductibles for specific services?

For network providers:
What is the out-of-pocket limit for $6,600 individual / $13,200 family

this plan? For out-of-network providers:
$13,200 individual / $26,400 family
Premiums, balance billing charges
and health care this plan doesn’t Even though you pay these expenses, they don't count toward the out-of-pocket limit.
cover.

The out-of-pocket limit is the most you could pay in a year for covered services.

If you have other family members in this plan, they have to meet their own out-of-pocket
limits until the overall family out-of-pocket limit has been met.

What is not included in
the out-of-pocket limit?

This plan uses a provider network. You will pay less if you use a provider in the plan's
network. You will pay the most if you use an out-of-network provider, and you might receive
a bill from a provider for the difference between the provider’s charge and what your plan
pays (balance billing). Be aware, your network provider might use an out-of-network
provider for some services (such as lab work). Check with your provider before you get
services.

Yes. See Join.Surest.com or call
1-866-683-6440 for a list of
network providers.

Will you pay less if you use a
network provider?

Do you need a referral to see a
specialist?

No You can see the specialist you choose without a referral.
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#5. All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pa

Mec(:i(i)cglmEovnent STwrzlc;Z::u In-Network Provider Out-of-Network Provider | Limitations, Exceptions, & Other Important Information*
y (You will pay the least) (You will pay the most)
Certain procedures performed in the office may have a higher
' isi . . office visit copay.
zr:”irr:?gycc?rrﬁlegsto treat $35 - $140 copay/visit $215 copay/visit Copays are listed as a range. Providers are assigned copays
If vou visit within the range based on treatment outcomes and cost
3 ¥lealth information that identifies network providers that provide cost-
efficient care.
care
p—o;:i’::’;d:rr 2 Specialist visit $35 - $140 copay/visit $215 copay/visit *Cost share applies to any other Telehealth service based on
clinic provider type. If you receive services in addition to office visit,
additional copays may apply.
Preventive You may have to pay for services that are not preventive. Ask
care/screening/ No charge $215 copay/visit your provider if the services needed are preventive. Then
immunization check what your plan will pay for.
L . L . .| Copays are listed as a range. Providers are assigned copays
Routine diagnosfic test Routine diagnostic test: No Routine diagnosfic test: within the range based on treatment outcomes and cost
(e.g., x-ray, blood work) No charge . . o : )
P : charge s , information that identifies network providers that provide cost-
Non-routine diagnostic . : . Non-routine diagnostic -
Non-routine diagnostic test: . efficient care.
test (e.g., sleep study, - test: Up to $2,850 : s : . .
. . $30 - $1,500 copay/visit " Prior authorization is required for certain Non-routine
genetic testing) copay/visit , .
If you diagnostic tests or there may be no coverage.
have a test Copays are listed as a range. Providers are assigned copays
within the range based on treatment outcomes and cost
Imaging (CT/PET scans, . . information that identifies network providers that provide cost-
MRIs) $200 - $1,050 copay/visit Up to $1,650 copay/visit | officient care.
Prior authorization is required for certain imaging tests or there
may be no coverage.

*For more information about limitations and exceptions, see the plan or policy document at Join.Surest.com.
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What You Will Pa

In-Network Provider Out-of-Network Provider
(You will pay the least) (You will pay the most)

Services You
May Need

Limitations, Exceptions, & Other Important
Information

Common Medical Event

your illness or condition
More information about

Preferred Brand

30-Day Supply

90-Day Supply
$225 copay

90-Day Supply

30-Day Suppl
$10 copay $20 coygay e
Generic
SR ST 90-Day Supply
$25 copay Not covered o _ _
Certain Tier 1 drugs are available with no charge,
30-Day Supply 30-Day Supply including prescribed generic contraceptives and
If you need drugs to treat $90 copay $180 copay tobacco cessation medications.

To learn more about drug tiers and about copays for
specific drugs, visit Caremark.com. website.

prescription drug coverage Not covered Prior authorization is required for certain drugs or there
is available at 30-Day Supply may be no coverage.
Caremark.com. $160 copay gg'z%acyos:PPW
Non-Preferred Brnad
90-Day Supply 90-Day Supply
$400 copay Not covered

Specialty drugs

30-Day Supply
$480 copay

30-Day Supply
$960 copay

Specialty drugs are not covered at a 90-day supply.

Prior authorization is required for certain specialty
drugs or there may be no coverage.

To Table of Contents

Page 3 of 8



http://www.caremark.com/
http://www.caremark.com/

What You Will Pa

CommEovnerl\‘IItedlcaI Stlewr\;;:;z:gu In-Network Provider Out-of-Network Provider HRITEL TS, Exf:f%t:z:;stioi? el T
(You will pay the least) (You will pay the most)
Facility fee (e.g., Copays are listed as a range. Providers are
ambulatory $70 - $4,500 copay/visit Up to $11,000 copay/visit assigned copays within the range based on
surgery center) treatment outcomes and cost information that
If you have identifies network providers that provide cost-
outpatient SUIGeY  pysicianisurgeon efficient care.
fees o charge No charge Pri thorization ired for certain outoatient
rior authorization is required for certain outpatien
surgery or there may be no coverage.
e A B B Copay is waived if admitted within 24 hours. Qut-
care $850 copay/visit $850 copay/visit of-network emergency room care visit copay
- applies to the in-network out-of-pocket limit.
If you need Prior. authorization i.s required for non-emergency
e e Emelrgency medical transportation or there may be no .
T medical $600 copay/transport $600 copay/transport coverage. Out-of-network emergency medical
transportation transportation copay applies to the in-network out-
of-pocket limit.
Urgent care $90 copay/visit $200 copay/visit None

If you have a
hospital stay

Facility fee (e.g.,
hospital room)

Physician/surgeon
fees

$700 - $4,500 copayi/stay

No charge

Up to $11,000 copay/stay

No charge

Copays are listed as a range. Providers are
assigned copays within the range based on
treatment outcomes and cost information that
identifies network providers that provide cost-
efficient care.

Prior authorization is required for non-emergency
facility admissions and inpatient surgery or there
may be no coverage.

*For more information about limitations and exceptions, see the plan or policy document at Join.Surest.com.
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Common Medical Event

Services You

In-Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other Important

If you need mental health,
behavioral health, or
substance abuse services

If you are pregnant

L BT (You will pay the least) (You will pay the most) lemaiios
Home/Office: $35 Home/Office: $215 Certain procedures/services in the outpatient
, , Ivisit copay/visit setting may have a lower copay.
Outpatient services = 22aYV - . .
P Outpatient Facility: $190  Outpatient Facility: $570 | Prior authorization is required for certain
copay/visit copay/visit outpatient services or there may be no coverage.
Certain procedures/services in the inpatient
. . setting may have a lower copay.
Inpatient services 3,500 copay/sta 10,500 copay/sta , o , o
P $ Lonay'siay $ Lopay'siay Prior authorization is required for certain inpatient
services or there may be no coverage.
Cost sharing does not apply to preventive services
with network providers.
Office visits No charge No charge , : ,
Depending on the type of service, a copay may
apply.
Childbirth/delivery
profgssmnal No charge No charge One copay for all covered services related to
Services childbirth/delivery, including the newborn, unless
discharged after mother.
Copays are listed as a range. Providers are
assigned copays within the range based on
treatment outcomes and cost information that
. : identifies network providers that provide cost-
Ll el $1,850 - $3,500 copay/stay | $10,500 copay/stay efficient care.

facility services

Prior authorization is required for inpatient stays
beyond 48 hours following a normal vaginal
delivery or 96 hours following a cesarean section
delivery or there may be no coverage.

To Table of Contents
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Common Services You T :
Medical May Need In-Network Provider (You will pay Out-of-Network Provider HTELEIS, Exceptlons: & ? T i
. Information
Event the least) (You will pay the most)
120 visit limit - combination of network providers
and out-of-network providers per person per plan
Home health care $80 copay/visit $240 copay/visit year.
Prior authorization is required for certain home
health care services or there may be no coverage.
No visit limit for occupational therapy
I . No visit limit for physical therapy
Rehgb|l|tat|on $20 - $190 copaylvisit Up to $360 copay/visit No visit limit for speech therapy
services copay o . .
Ifyouneed — Visit limits are a combination of network providers
help and out-of-network providers per person per plan
recovering year.
otrhhave Copays are listed as a range. Providers are
: Habilitation services = $20 - $190 copay/visit Up to $360 copay/visit assigned copays within the range based on
special Lk I $20- $190 cooay P to $360 copay treatment outcomes and cost information that
health identifies network providers that provide cost-
needs efficient care.
120 day limit per person per plan year.
Skilled nursing care $2,750 copay/stay $8,250 copay/stay Prior authorization is required or there may be no
coverage.
For durable medical equipment (DME) tiers and
Durable medical $0 - $1,000 copay/equipment based = Up to $2,000 copay/equipment based ' limitations, visit Join.Surest.com website.
equipment on DME tier on DME tier Prior authorization is required for certain DME or
there may be no coverage.
. : Home: $80 copay/visit Home: $240 copay/visit
Hospice services Inpatient: $3,500 copay/stay Inpatient: $10,500 copay/stay None
|fh¥|‘;ur Children’s eye exam  No charge Not covered None
chi
needs Children’s glasses Not covered Not covered None
dentalor  Children’s dental
eye care check-up Not covered Not covered None

*For more information about limitations and exceptions, see the plan or policy document at Join.Surest.com.
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Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your plan document for more information and a list of any other excluded services.)

e Cosmetic surgery e Long term care e Private duty nursing
e Dental care (Adult) o Non-emergency care when traveling e Routine eye care (Adult)
outside the U.S.

o \Weight loss programs

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Acupuncture (20 visit limit per person per plan year) e Chiropractic care (No visit limit) o Infertility treatment (Limitations apply)

e Bariatric surgery e Hearing aids (limitations apply) ¢ Routine foot care (for certain conditions)

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is:
the Department of Labor's Employee Benefit Security Administration at 1-866-444-EBSA (3272) or dol.gov/ebsa/healthreform. You may also contact Surest Member
Services at 1-866-683-6440. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace.
For more information about the Marketplace, visit HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide
complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: Surest Member Services at 1-866-683-6440, or the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
dol.gov/ebsa/healthreform.

Does this plan provide Minimum Essential Coverage? Yes

Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP,
TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet the Minimum Value Standards? Yes

If your plan doesn’'t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-866-683-6440.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-866-683-6440.

Chinese (P 3X): SN R FE X HIEEBY, 5L TiX 505 1-866-683-6440.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-866-683-6440.

To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different

E18

depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts
(deductibles, copayments, and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might

pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network pre-natal care

m The plan’s overall deductible $0
m Specialist copayment $35-$140
m Hospital (facility)

copayment $700 - $4,500
m Other coinsurance $0

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)

Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Managing Joe’s Type 2 Diabetes
(a year of routine in-network care of
a well-controlled condition

m The plan’s overall deductible $0
m Specialist copayment $35-$140
m Hospital (facility)

copayment 3700 - 34,500
m Other coinsurance $0

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Mia’s Simple Fracture
(in-network emergency room visit and
follow up care

m The plan’s overall deductible $0
m Specialist copayment $35-$140
m Hospital (facility)

copavment $700 - $4,500
m Other coinsurance $0

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)

Diagnostic tests (x-ray)
Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $12,700 Total Example Cost $5,600 Total Example Cost $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost sharing Cost sharing Cost sharing

Deductibles $0 Deductibles $0 Deductibles $0

Copayments $1,900 Copayments $2,120 Copayments $1,500

Coinsurance $0 Coinsurance $0 Coinsurance $0

What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions $0
The total Peg would pay is $1,960 The total Joe would pay is $2,120 The total Mia would pay is $1,500
The plan would be responsible for the other costs of these EXAMPLE covered services.
To Table of Contents Page 8 of 8
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We do not treat members differently because of sex, age, race, color, disability or national origin.

If you think you were treated unfairly because of your sex, age, race, color, disability or national origin, you can send a complaint to the Civil Rights Coordinator.
Online: UHC_Civil_Rights@uhc.com
Mail: Civil Rights Coordinator. UnitedHealthcare Civil Rights Grievance. P.O. Box 30608 Salt Lake City, UTAH 84130

You must send the complaint within 60 days of when you found out about it. A decision will be sent to you within 30 days. If you disagree with the decision, you have 15
days to ask us to look at it again.

If you need help with your complaint, please call the toll-free number listed within this Summary of Benefits and Coverage (SBC) , TTY 711, Monday through Friday, 8 a.m.
to 8 p.m.

You can also file a complaint with the U.S. Dept. of Health and Human Services.

Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD)

Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue, SW Room 509F, HHH Building Washington, D.C. 20201

We provide free services to help you communicate with us. Such as, letters in other languages or large print. Or, you can ask for an interpreter. To ask for help, please call
the number contained within this Summary of Benefits and Coverage (SBC), TTY 711, Monday through Friday, 8 a.m. to 8 p.m.

ATENCION: Si habla espaiiol (Spanish). hav servicios de asistencia deidiomas, sin cargo, a su disposicion. Llame al nimero gratuito que
aparece en este Resumen de Beneficios v Cobertura (Summarv of Benefits and Coverage, SBC).

AR MBHEF B (Chinese) , EFISEALREUHES HIEE, FRITFAEAHNEMAREE(Summary of Benefits and Coverage,
SBC) AFFIH & EEFEHRE,

XINLUU Y: Néu quy vi ndi tiéng Viét (Vietnamese), quy vi sé ducoc cung cap dich vu tro gitip vé ngén ngiFmién phi. Vui 1ong goi sb dién
thoai mién phi ghi trong ban Tém hroc vé quven loi va dai tho bao hiém (Summary of Benefits and Coverage, SBC) nay.
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2t 2l FF = 0{(Korean)= AIEStA|lE &2 ¢oi X MHIAE FEE 0|&5H4l 4= soich 2 39 2 225 2 oF Ad(Summary of
Benefits and Coverage, SBO)M Z|AHE S EFEFHE = SHESHAIA|2.

PAUNAWA Kungnagsasalita ka ng Tagalog (Tagalog), mav malkukuha kang mga libreng serbisvo ng tulong sa wika. Pakitawagan ang
toll-free na numerong nalkalista sa Buod na ito ng Mga Benepisvo at Saklaw (Summarv of Benefits and Coverage o SBC).

BHIMAHHNME: decimaTesle VOIVIH MIepek00a JOCTVIHEL 1A IEOOSH, 9l pogHoi A35IK seaderca pyvockoM (Russian). [TozeommTe oo
DEeCHIIATHOMY HOMepV TenedoHa, VEaA3aHHOMY B JanHoM «(ODz0pe IBroT H NoKpRITHS» (summary of Benefits and Coverage, SBC).

5.:_|_-!=.5:|_'|'|__; 1._|__'|_5_,¢l'| '.f_'|13.' 2 Ji.ll.:._J E_J.L‘..o.]'l ‘_____]1 =N ,u1ll hiild.l-'\_‘g_'lll ..é_,:l:l _I' . _=.,-|h‘:'l ‘_._A_J__l.l_ _\il.] N j.:_l_'l.'-._;._ L] “I sanliaall oo '._ 4[Arah|cj "ll__‘_ﬁ'l - | _-.IS—- 13 ' "-—LLI-I
i (Summary of Benefits and Coveragvac SBC}

ATANSYON: 51 w pale Krevol avisven (Haifian Creole), ou kapab benefisve sévis ki gratis pou ede w nan lang pa w. Tanpn rele nimewo
gratis ki nan Fezime awvantaj ak pwotekswvon sa a (Summarv of Benefits and Coverage, SBC).

ATTENTION : 5i vous parlez francais (Fremch). des services d aide linguistique vous sont proposes gratuitement. Veuillez appeler le
numeéro sans frais figurant dans ce Sommaire des prestations et dela couverture {Summarv of Benefits and Coverage, SBC).

TUWAGA: Jezeli mowisz po polsku (Polish), udostepnilismv darmowe ushugi thumacza. Prosimy zadzwonic pod bezplatny numer podanwv w
niniejszvm ZLestawieniu swiadczen i refundacji (Summary of Benefits and Coverage, SBC).

ATENCAOQO: Se vocé fala portugués (Portuguese), contate o servigo de assisténcia deidiomas gratuito. Ligue para o mimero gratuito listado
neste Fesumo de Beneficios e Cobertura (Summarv of Benefits and Coverage - SBC).

ATTENZIONE: in caso la lingua parlata sia 1'italiamo (Italian), sono disponibili servizi di assistenza linguistica gratuiti. Chiamate il numero
verde indicato all'interno di questo Sommario dei Benefit e della Copertura (Summarv of Benefits and Coverage, SBC).

ACHTUNG: Falls 5ie Deutsch (German) sprechen, stehen Thnen kostenlos sprachliche Hilfsdienstleistungen zur Verfligung. Bitte rufen Sie
die in dieser Zusammenfassung der Leistungen und Kosteniibernahmen (Summary of Benefits and Cowverage, SBC) angegebene gebiihrenfreie
Fufnummer an.

EEETH | HAESE (Japanese) X355 2158, #EOEFEFZET -2 & ZFAV £ T,
Z HEE R KT OHRIE | (Summary of Benefits and Coverage, SBC) W sd@&hd T v 2 7 1) —
H4 WL TEREIE L FE2w,
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e s Ul adiadia ol soand S8 801y cilia jlas Ll adly e lad sl po g8 ks 05 doadd Clas oCul (Farsi) el Loz o) R s
4,85 i (Summary of Benefits and Coverage: SBC)

wre & g 3ma & Hindi) S 8, IMIHT S97T TERIAr A9C, fAeew Iueed §1 @7 3R FaXS (Summary of Benefits
and Coverage, SBC) & 3% ARMT & #fiax H:tﬁﬁ A1 WY FeX 9T i B

CEEB TOOM: Yog koj hais Lus Hmoob (Hmong), muaj kev pab txhais lus pub dawb rau koj. Thov hu rau tus xov tooj hu dawb teev muaj
nvob ntawm Tsab Ntawwv Nthuav Qhia Cov Txiaj Ntsim Zoo thiab Kev Kam Them Ngi (Summary of Benefits and Coverage, SBC)no.

GOAMUHIEAN: Gsgrdunwmanigs (Khmer) ihSgwmanintsnaniy Ansanugn:
NUGIINISTIUEARIGDIG IHUMSARISIG IWGHATHUHRUIUNGS SUMINUIM (Summary of Benefits and
Coverage, SBC)18:4

PAKDAAR: Nu saritaem ti Ilocano (Ilocano), ti serbisyo para ti baddang ti lengguahe nga awanan bavadna, ket sidadaan para kenvam.

Maidawat nga awagan ti awan bavad na nu tawagan nga numero nga nakalista iti uneg na daytovnga Dagup dagiti Benipisvo ken
Pannakasakup (Summary of Benefits and Coverage, SBEC).

DIl BAA'AKONINIZIN: Diné (Navajo) bizaad bee vanilti'go. saad bee ika'anida'awo'igii, t'di jik'eh, bee ni'ahé6t'i’. T'ad shoodi Naaltsoos
Bee 'Aa'dhavani doo Bee 'Ak'c'asti' Bee Baa Hane'i (Summary of Benefits and Coverage, SBC) biyi' t'ad juk'ehgo béesh bee hane'i bika'igi
bee hodiilnih.

OGOW: Haddii aad ku hadasho Soomaali (Somali), adeegvada taageerada lugadda, oo bilaash ah, avaad heli kartaa. Fadlan wac lambarka
bilaashka ah ee ku vaalla Soo-koobitaanka Dheefaha ivo Cavmiska (Summarv of Benefits and Coverage, SBC).

To Table of Contents



e Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered )
Services Coverage Period: 01/01/2025 - 12/31/2025

Taylor Corporation: Surest Coverage for: Individual and Family | Plan Type: EPO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would share the
M9, cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is only a

summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit Join.Surest.com, Surest mobile app or call Surest
Member Services at 1-866-683-6440. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copay, deductible, provider, or other

underlined terms, see the Glossary. You can view the Glossary at https://healthcare.gov/sbc-glossary/ or call 1-866-487-2365 to request a copy.

Important Questions Answers Why This Matters

What is the overall deductible? $0 See the Common Medical Events chart below for your costs for services this plan covers.
Yes. This plan covers some items | This plan covers some items and services even if you haven't yet met the deductible

Are there services covered before and services even if you haven't amount. But a copay or coinsurance may apply. For example, this plan covers certain

you meet your deductible? yet met the deductible amount. But = preventive services without cost-sharing and before you meet your deductible. See a list of

a copay or coinsurance may apply. = covered preventive services at https://healthcare.gov/coverage/preventive-care-benefits/.

Are thgre other - . No You don't have to meet deductibles for specific services.
deductibles for specific services? E—

For network providers:
What is the out-of-pocket limit for $9,000 individual / $18,000 family

this plan? For out-of-network providers:

Not covered

Premiums, balance billing charges
and health care this plan doesn’t Even though you pay these expenses, they don't count toward the out-of-pocket limit.
cover.

The out-of-pocket limit is the most you could pay in a year for covered services.

If you have other family members in this plan, they have to meet their own out-of-pocket
limits until the overall family out-of-pocket limit has been met.

What is not included in
the out-of-pocket limit?

This plan uses a provider network. You will pay less if you use a provider in the plan's
network. You will pay the most if you use an out-of-network provider, and you might receive
a bill from a provider for the difference between the provider’s charge and what your plan
pays (balance billing). Be aware, your network provider might use an out-of-network
provider for some services (such as lab work). Check with your provider before you get
services.

Yes. See Join.Surest.com or call
1-866-683-6440 for a list of
network providers.

Will you pay less if you use a
network provider?

Do you need a referral to see a
specialist?

No You can see the specialist you choose without a referral.
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#5. All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pa

Mec(:i(i)cglmEovnent S;nna';:;i::u In-Network Provider Out-of-Network Provider | Limitations, Exceptions, & Other Important Information*
(You will pay the least) (You will pay the most)
Certain procedures performed in the office may have a higher
Primary care visit to treat . office visit copay.
an injur?'ly ot ilness $55 - $175 copay/visit Not covered Copays are listed as a range. Providers are assigned copays
If you visit within the range based on treatment outcomes and cost
a health information that identifies network providers that provide cost-
efficient care.
care
% Specialist visit $55 - $175 copay/visit Not covered *Cost share applies to any other Telehealth service based on
clinic provider type. If you receive services in addition to office visit,
additional copays may apply.
Preventive You may have to pay for services that are not preventive. Ask
care/screening/ No charge Not covered your provider if the services needed are preventive. Then
immunization check what your plan will pay for.
L . Copays are listed as a range. Providers are assigned copays
Zogt'::ﬁ % Routine diagnostic test: No Routine diagnostic test: | within the range based on treatment outcomes and cost
N<.>n'-,routin,e diaanostic charge Not covered information that identifies network providers that provide cost-
test (e.g slee—g_p study Non-routine diagnostic test: | Non-routine diagnostic efficient care.
ﬁetié tésting) : $40 - $1,350 copay/visit test: Not covered Prior authorization is required for certain Non-routine
If you diagnostic tests or there may be no coverage.
have a test Copays are listed as a range. Providers are assigned copays
within the range based on treatment outcomes and cost
:\ng)ng (CT/PET scans, $250 - $1.100 copaylvisit Not covered Séic::rir:stng:rg]at identifies network providers that provide cost
Prior authorization is required for certain imaging tests or there
may be no coverage.

*For more information about limitations and exceptions, see the plan or policy document at Join.Surest.com.
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What You Will Pa

Common Medical Event war:'c:;:gu In-Network Provider Out-of-Network Provider Sl Exciz?ct)lﬁast,ifnmher Ll
y (You will pay the least) (You will pay the most)
30-Day Supply
$20 copay
Generic 90-Day Supply Not covered
$50 copay
| Certain Tier 1 drugs are available with no charge,
30-Day Supply including prescribed generic contraceptives and
If you need drugs to treat $100 copay tobacco cessation medications.
your illness or condition Preferred Brand 90-Dav Suppl Not covered To learn more about drug tiers and about copays for
More information about $250 go a PRlY specific drugs, visit Caremark.com website.
prescription drug coverage Prior authorization is required for certain drugs or
is available at 30-Day Supply there may be no coverage.
Caremark.com. $250 copay
Non-Preferred Brand 90-Day Supply Not covered
$625 copay
30-Day Supply Specialty drugs are not covered at a 90-day supply.
Specialty drugs $750 copay Not covered Prior authorization is required for certain specialty
drugs or there may be no coverage.
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What You Will Pa

Common Medical Services You In-Network Provider Out-of-Network Provider Limitations, Exceptlons: & 9ther Important
Event May Need . . Information
(You will pay the least) (You will pay the most)
Facility fee (e.g., Copays are listed as a range. Providers are
ambulatory $80 - $7,500 copay/visit Not covered assigned copays within the range based on
surgery center) treatment outcomes and cost information that
If you have identifies network providers that provide cost-
outpatient SUrGery by, cician/surgeon efficient care.
No charge Not covered , o , , ,
fees Prior authorization is required for certain outpatient
surgery or there may be no coverage.
Emeraency room Copay is waived if admitted within 24 hours. Out-
care gency $1,200 copay/visit $1,200 copay/visit of-network emergency room care visit copay
- applies to the in-network out-of-pocket limit.
If you need Prior authorization is required for non-emergency
. . . Emergency medical transportation or there may be no
immediate medical , :
T medical $700 copay/transport $700 copay/transport coverage. Out-of-network emergency medical
transportation transportation copay applies to the in-network out-
of-pocket limit.
Urgent care $110 copay/visit Not covered None
Copays are listed as a range. Providers are
Facility fee (e.g., assigned copays within the range based on
) 700 - $7,500 copay/sta Not covered ; ,
hospital room) $700-3 copay'siay treatment outcomes and cost information that
If you have a identifies network providers that provide cost-
hospital stay Ny efficient care.
]f’hy3|C|an/surgeon No charge ek sl Prior authorization is required for non-emergency
ees

facility admissions and inpatient surgery or there
may be no coverage.

*For more information about limitations and exceptions, see the plan or policy document at Join.Surest.com.
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Common Medical Event

Services You

In-Network Provider

Out-of-Network Provider

Limitations, Exceptions, & Other Important

If you need mental health,
behavioral health, or
substance abuse services

If you are pregnant

L BT (You will pay the least) (You will pay the most) lemaiios
Home/Office: $55 Home/Office: Not covered Certain procedures/services in the outpatient
isi ' setting may have a lower copay.

Outpatient services M/Y'S't — Outpatient Facility: Not , . y. . _p_y ,
Outpatient Facility: $200 covered Prior authorization is required for certain
copay/visit outpatient services or there may be no coverage.

Certain procedures/services in the inpatient
setting may have a lower copay.

Inpatient services $5,500 copay/stay Not covered , ? y. . , L
Prior authorization is required for certain inpatient
services or there may be no coverage.

Cost sharing does not apply to preventive services
with network providers.

Office visits No charge Not covered , : ,

Depending on the type of service, a copay may
apply.

Childbirth/delivery

professional No charge Not covered One copay for all covered services related to

Services childbirth/delivery, including the newborn, unless
discharged after mother.

Copays are listed as a range. Providers are
assigned copays within the range based on
treatment outcomes and cost information that
. : identifies network providers that provide cost-
Ll el $3,700 - $5,800 copay/stay | Not covered efficient care.

facility services

Prior authorization is required for inpatient stays
beyond 48 hours following a normal vaginal
delivery or 96 hours following a cesarean section
delivery or there may be no coverage.

To Table of Contents
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Common Services You . :
Medical May Need In-Network Provider (You will pay Out-of-Network Provider AT Exceptlons: : ? e e
: Information
Event the least) (You will pay the most)
120 visit limit - combination of network providers
and out-of-network providers per person per plan
Home health care $90 copay/visit Not covered year.
Prior authorization is required for certain home
health care services or there may be no coverage.
No visit limit for occupational therapy
I No visit limit for physical therapy
—Rehgbmtanon $30 - $210 copay/visit Not covered No visit limit for speech therapy
services o . .
Ifyouneed — Visit limits are a combination of network providers
help and out-of-network providers per person per plan
recovering year.
otrhhave Copays are listed as a range. Providers are
o er . . .

: Habilitation services = $30 - $210 copay/visit Not covered assigned copays within the range based on
special $30 - $210 cooay treatment outcomes and cost information that
health identifies network providers that provide cost-
needs efficient care.

120 day limit per person per plan year.
Skilled nursing care | $4,000 copay/stay Not covered Prior authorization is required or there may be no
coverage.
For durable medical equipment (DME) tiers and
Durable medical $0 - $1,000 copay/equipment based Not covered limitations, visit Join.Surest.com website.
equipment on DME tier Prior authorization is required for certain DME or
there may be no coverage.
, , Home: $90 copay/visit Home: Not covered
Hospice services Inpatient: $5,500 copay/stay Inpatient: Not covered None
|fh¥|‘;ur Children’s eye exam | No charge Not covered None
chi
needs Children’s glasses Not covered Not covered None
dentalor  Children’s dental
eye care check-up Not covered Not covered None

*For more information about limitations and exceptions, see the plan or policy document at Join.Surest.com.
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Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your plan document for more information and a list of any other excluded services.)

e Cosmetic surgery e Long term care e Private duty nursing
e Dental care (Adult) o Non-emergency care when traveling e Routine eye care (Adult)
outside the U.S.

o \Weight loss programs

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Acupuncture (20 visit limit per person per plan year) e Chiropractic care (No visit limit) o Infertility treatment (Limitations apply)

e Bariatric surgery e Hearing aids (limitations apply) ¢ Routine foot care (for certain conditions)

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is:
the Department of Labor's Employee Benefit Security Administration at 1-866-444-EBSA (3272) or dol.gov/ebsa/healthreform. You may also contact Surest Member
Services at 1-866-683-6440. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace.
For more information about the Marketplace, visit HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide
complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: Surest Member Services at 1-866-683-6440, or the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
dol.gov/ebsa/healthreform.

Does this plan provide Minimum Essential Coverage? Yes

Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid, CHIP,
TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

Does this plan meet the Minimum Value Standards? Yes

If your plan doesn’'t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-866-683-6440.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-866-683-6440.

Chinese (P 3X): SN R FE X HIEEBY, 5L TiX 505 1-866-683-6440.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-866-683-6440.

To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different

E18

depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts
(deductibles, copayments, and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might

pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network pre-natal care

m The plan’s overall deductible $0
m Specialist copayment $55 - $175
m Hospital (facility)

copayment $700 - $7,500
m Other coinsurance $0

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)

Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Managing Joe’s Type 2 Diabetes
(a year of routine in-network care of
a well-controlled condition

m The plan’s overall deductible $0
m Specialist copayment $55 - $175
m Hospital (facility)

copayment $700 - 37,500
m Other coinsurance $0

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Mia’s Simple Fracture
(in-network emergency room visit and
follow up care

m The plan’s overall deductible $0
m Specialist copayment $55 - $175
m Hospital (facility)

copayment $700 - 37,500
m Other coinsurance $0

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)

Diagnostic tests (x-ray)
Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $12,700 Total Example Cost $5,600 Total Example Cost $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost sharing Cost sharing Cost sharing

Deductibles $0 Deductibles $0 Deductibles $0

Copayments $3,700 Copayments $2,600 Copayments $1,700

Coinsurance $0 Coinsurance $0 Coinsurance $0

What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions $0
The total Peg would pay is $3,760 The total Joe would pay is $2,620 The total Mia would pay is $1,700
The plan would be responsible for the other costs of these EXAMPLE covered services.
To Table of Contents Page 8 of 8
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We do not treat members differently because of sex, age, race, color, disability or national origin.

If you think you were treated unfairly because of your sex, age, race, color, disability or national origin, you can send a complaint to the Civil Rights Coordinator.
Online: UHC_Civil_Rights@uhc.com
Mail: Civil Rights Coordinator. UnitedHealthcare Civil Rights Grievance. P.O. Box 30608 Salt Lake City, UTAH 84130

You must send the complaint within 60 days of when you found out about it. A decision will be sent to you within 30 days. If you disagree with the decision, you have 15
days to ask us to look at it again.

If you need help with your complaint, please call the toll-free number listed within this Summary of Benefits and Coverage (SBC) , TTY 711, Monday through Friday, 8 a.m.
to 8 p.m.

You can also file a complaint with the U.S. Dept. of Health and Human Services.

Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD)

Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue, SW Room 509F, HHH Building Washington, D.C. 20201

We provide free services to help you communicate with us. Such as, letters in other languages or large print. Or, you can ask for an interpreter. To ask for help, please call
the number contained within this Summary of Benefits and Coverage (SBC), TTY 711, Monday through Friday, 8 a.m. to 8 p.m.

ATENCION: Si habla espaiiol (Spanish). hav servicios de asistencia deidiomas, sin cargo, a su disposicion. Llame al nimero gratuito que
aparece en este Resumen de Beneficios v Cobertura (Summarv of Benefits and Coverage, SBC).

AR MBHEF B (Chinese) , EFISEALREUHES HIEE, FRITFAEAHNEMAREE(Summary of Benefits and Coverage,
SBC) AFFIH & EEFEHRE,

XINLUU Y: Néu quy vi ndi tiéng Viét (Vietnamese), quy vi sé ducoc cung cap dich vu tro gitip vé ngén ngiFmién phi. Vui 1ong goi sb dién
thoai mién phi ghi trong ban Tém hroc vé quven loi va dai tho bao hiém (Summary of Benefits and Coverage, SBC) nay.
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2t 2l FF = 0{(Korean)= AIEStA|lE &2 ¢oi X MHIAE FEE 0|&5H4l 4= soich 2 39 2 225 2 oF Ad(Summary of
Benefits and Coverage, SBO)M Z|AHE S EFEFHE = SHESHAIA|2.

PAUNAWA Kungnagsasalita ka ng Tagalog (Tagalog), mav malkukuha kang mga libreng serbisvo ng tulong sa wika. Pakitawagan ang
toll-free na numerong nalkalista sa Buod na ito ng Mga Benepisvo at Saklaw (Summarv of Benefits and Coverage o SBC).

BHIMAHHNME: decimaTesle VOIVIH MIepek00a JOCTVIHEL 1A IEOOSH, 9l pogHoi A35IK seaderca pyvockoM (Russian). [TozeommTe oo
DEeCHIIATHOMY HOMepV TenedoHa, VEaA3aHHOMY B JanHoM «(ODz0pe IBroT H NoKpRITHS» (summary of Benefits and Coverage, SBC).

5.:_|_-!=.5:|_'|'|__; 1._|__'|_5_,¢l'| '.f_'|13.' 2 Ji.ll.:._J E_J.L‘..o.]'l ‘_____]1 =N ,u1ll hiild.l-'\_‘g_'lll ..é_,:l:l _I' . _=.,-|h‘:'l ‘_._A_J__l.l_ _\il.] N j.:_l_'l.'-._;._ L] “I sanliaall oo '._ 4[Arah|cj "ll__‘_ﬁ'l - | _-.IS—- 13 ' "-—LLI-I
i (Summary of Benefits and Coveragvac SBC}

ATANSYON: 51 w pale Krevol avisven (Haifian Creole), ou kapab benefisve sévis ki gratis pou ede w nan lang pa w. Tanpn rele nimewo
gratis ki nan Fezime awvantaj ak pwotekswvon sa a (Summarv of Benefits and Coverage, SBC).

ATTENTION : 5i vous parlez francais (Fremch). des services d aide linguistique vous sont proposes gratuitement. Veuillez appeler le
numeéro sans frais figurant dans ce Sommaire des prestations et dela couverture {Summarv of Benefits and Coverage, SBC).

TUWAGA: Jezeli mowisz po polsku (Polish), udostepnilismv darmowe ushugi thumacza. Prosimy zadzwonic pod bezplatny numer podanwv w
niniejszvm ZLestawieniu swiadczen i refundacji (Summary of Benefits and Coverage, SBC).

ATENCAOQO: Se vocé fala portugués (Portuguese), contate o servigo de assisténcia deidiomas gratuito. Ligue para o mimero gratuito listado
neste Fesumo de Beneficios e Cobertura (Summarv of Benefits and Coverage - SBC).

ATTENZIONE: in caso la lingua parlata sia 1'italiamo (Italian), sono disponibili servizi di assistenza linguistica gratuiti. Chiamate il numero
verde indicato all'interno di questo Sommario dei Benefit e della Copertura (Summarv of Benefits and Coverage, SBC).

ACHTUNG: Falls 5ie Deutsch (German) sprechen, stehen Thnen kostenlos sprachliche Hilfsdienstleistungen zur Verfligung. Bitte rufen Sie
die in dieser Zusammenfassung der Leistungen und Kosteniibernahmen (Summary of Benefits and Cowverage, SBC) angegebene gebiihrenfreie
Fufnummer an.

EEETH | HAESE (Japanese) X355 2158, #EOEFEFZET -2 & ZFAV £ T,
Z HEE R KT OHRIE | (Summary of Benefits and Coverage, SBC) W sd@&hd T v 2 7 1) —
H4 WL TEREIE L FE2w,
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e s Ul adiadia ol soand S8 801y cilia jlas Ll adly e lad sl po g8 ks 05 doadd Clas oCul (Farsi) el Loz o) R s
4,85 i (Summary of Benefits and Coverage: SBC)

wre & g 3ma & Hindi) S 8, IMIHT S97T TERIAr A9C, fAeew Iueed §1 @7 3R FaXS (Summary of Benefits
and Coverage, SBC) & 3% ARMT & #fiax H:tﬁﬁ A1 WY FeX 9T i B

CEEB TOOM: Yog koj hais Lus Hmoob (Hmong), muaj kev pab txhais lus pub dawb rau koj. Thov hu rau tus xov tooj hu dawb teev muaj
nvob ntawm Tsab Ntawwv Nthuav Qhia Cov Txiaj Ntsim Zoo thiab Kev Kam Them Ngi (Summary of Benefits and Coverage, SBC)no.

GOAMUHIEAN: Gsgrdunwmanigs (Khmer) ihSgwmanintsnaniy Ansanugn:
NUGIINISTIUEARIGDIG IHUMSARISIG IWGHATHUHRUIUNGS SUMINUIM (Summary of Benefits and
Coverage, SBC)18:4

PAKDAAR: Nu saritaem ti Ilocano (Ilocano), ti serbisyo para ti baddang ti lengguahe nga awanan bavadna, ket sidadaan para kenvam.

Maidawat nga awagan ti awan bavad na nu tawagan nga numero nga nakalista iti uneg na daytovnga Dagup dagiti Benipisvo ken
Pannakasakup (Summary of Benefits and Coverage, SBEC).

DIl BAA'AKONINIZIN: Diné (Navajo) bizaad bee vanilti'go. saad bee ika'anida'awo'igii, t'di jik'eh, bee ni'ahé6t'i’. T'ad shoodi Naaltsoos
Bee 'Aa'dhavani doo Bee 'Ak'c'asti' Bee Baa Hane'i (Summary of Benefits and Coverage, SBC) biyi' t'ad juk'ehgo béesh bee hane'i bika'igi
bee hodiilnih.

OGOW: Haddii aad ku hadasho Soomaali (Somali), adeegvada taageerada lugadda, oo bilaash ah, avaad heli kartaa. Fadlan wac lambarka
bilaashka ah ee ku vaalla Soo-koobitaanka Dheefaha ivo Cavmiska (Summarv of Benefits and Coverage, SBC).
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Service

'ﬂJ UnitedHealthcare

Coverage Period: 01/01/2025-12/31/2025
Coverage for: Individual/Family | Plan Type: PS1

HSA Plus

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and

the plan would share the cost for covered health care services. NOTE: Information about the cost of this plan (called the

premium) will be provided separately. This is only a summary. For more information about your coverage, or to get a copy of the
complete terms of coverage, visit https://employees.taylor.com or call 1-877-252-9861. For general definitions of common terms, such as allowed

amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary. You can view the Glossary at
https://www.cms.gov/CCIO /Resources/Forms-Reports-and-Other-Resources/Downloads /UG-Glossary-508-MM.pdf or call 1-888-507-9379 to request a

copy.

Why This Matters:

What is the overall
deductible?

Are there services
covered before you
meet your deductible?

Are there other
deductibles for specific
services?

What is the out-of-

pocket limit for this
plan?

What is not included in

the out-of-pocket

limit?

To Table of Contents

Network: $3,300 Individual / $6,600 Family
Non-Network: $6,000 Individual / $12,000
Family per calendar year.

Yes. Preventive Care are covered before you
meet your deductible.

No, there are no other deductibles.

Network provider: $6,600 Individual / $13,200
Family. Out-of-network providers: $12,700
Individual / $25,400 Family per calendar year

Premiums, balance-billing charges, health care
this plan doesn’t cover, penalties for failure to
obtain prior authorization for services.

Generally, you must pay all of the costs from providers up to the
deductible amount before this plan begins to pay. If you have other family
members on the plan, each family member must meet their own individual
deductible until the total amount of deductible expenses paid by all family
members meets the overall family deductible.

This plan covers some items and services even if you haven't yet met the

deductible amount. But a copayment or coinsurance may apply. For

example, this plan covers certain preventive services without cost sharing

and before you meet your deductible. See a list of covered preventive
services at https://www.healthcare.gov/coverage /preventive-care-

benefits/

You don’t have to meet deductibles for specific services, but see the chart

starting on page 2 for other costs for services this plan covers.

The out-of-pocket limit is the most you could pay in a year for covered

services. If you have other family members in this plan, they have to meet
their own out-of-pocket limits until the overall family out-of-pocket limit

has been met.

Even though you pay these expenses, they don’t count toward the out-of-

pocket.
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Answers

Important Questions

Will you pay less if you
use a network

provider?

Yes. See www.myuhc.com or call 1-888-507-

9379 for a list of network providers.

Why This Matters:
This plan uses a provider network. You will pay less if you use a provider

in the plan’s network. You will pay the most if you use an out-of-network
provider, and you might receive a bill from a provider for the difference

between the provider's charge and what your plan pays (balance billing).
Be aware, your network provider might use an out-of-network provider

for some services (such as lab work). Check with your provider before you

get services.

Do you need a referral

No

You can see the specialist you choose without a referral.

to see a specialist?

“ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common
Medical Event

Services You May Need

Network Provider

' What You Will Pay '

Out-of-Network
Provider

Limitations, Exceptions, & Other
Important Information

(You will pay the least)

If you visit a health
care provider’s office
or clinic

Primary care visit to treat
an injury or illness

20% coinsurance

20% coinsurance

(You will pay the most)
Virtual visit - In-network 20%

coinsurance after deductible by a
Designated Virtual Network Provider.

No virtual visit coverage for out-of-
network. If you receive services in
addition to office visit, additional copays,
deductibles, or coinsurance may apply.

Specialist visit

20% coinsurance

20% coinsurance

None

Preventive

care/screening/
immunization

No charge

20% coinsurance

You may have to pay for services that
aren’t preventive. Ask your provider if
the services needed are preventive. Then
check what your plan will pay for.

If you have a test

Diagnostic test (x-ray,
blood work)

20% coinsurance

20% coinsurance

Prior Authorization required out-of-

network for Sleep Studies.

To Table of Contents
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Common
Medical Event

Services You May Need

Network Provider
(You will pay the least)

, What You Will Pay 7

Out-of-Network
Provider

Limitations, Exceptions, & Other

Important Information

Imaging (CT/PET scans,
MRIs)

20% coinsurance

20% coinsurance

(You will pay the most)

None

If you need drugs to
treat your illness or
condition

More information

about prescription

drug coverage is
available at

www.caremark.com

Generic Drugs $10 copay/retail $10 copay/retail
(Tier 1) $25 copay/90 day retail $25 copay/90 day retail
20% coinsurance/retail; 20% coinsurance/retail;
$40 minimum $80 $40 minimum $80
Preferred brand drugs maximum maximum
(Tier 2) 20% coinsurance/90 day | 20% coinsurance/90 day

retail; $100 minimum
$200 maximum

retail; $100 minimum
$200 maximum

Non-preferred brand
drugs
(Tier 3)

50% coinsurance/retail;
$60 minimum $120
maximum
50% coinsurance/90 day
retail; $150 minimum
$300 maximum

50% coinsurance/retail;
$60 minimum $120
maximum
50% coinsurance/90 day
retail; $150 minimum
$300 maximum

Specialty drugs
(Tier 4)

20% coinsurance $75
minimum $150 maximum

20% coinsurance $75
minimum $150
maximum

Participant pays full price for
prescription drugs up to the deductible.
No coverage for mail service pharmacy
drugs from out-of-network providers.

To Table of Contents

Page 3 of 7



https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary

Common
Medical Event

Services You May Need

What You Will Pay

Network Provider
(You will pay the least)

Out-of-Network

Provider

Limitations, Exceptions, & Other
Important Information

Facility fee (e.g.,

(You will pay the most)

Prior Authorization required for out-of-

ambulatory surce 20% coinsurance 20% coinsurance
If you %mve ry surgery e - network.
outpatient surgery center)

Physician/surgeon fees 20% coinsutrance 20% coinsutrance None

Emergency room care 20% coinsurance 20% coinsurance None
Ifyou need Emergency medical
immediate medical S L 20% coinsurance 20% coinsurance None
attention transportation -

Urgent care 20% coinsurance 20% coinsurance None

If you have a
hospital stay

Facility fee (e.g., hospital
room)

20% coinsurance

20% coinsurance

Prior Authorization required out-of-

network.

Physician/surgeon fees

20% coinsurance

20% coinsurance

None

If you need mental
health, behavioral
health, or substance
abuse services

Outpatient services

20% coinsurance

20% coinsurance

Prior Authorization required out-of-

network for certain treatments, partial
hospitalization/intensive outpatient
treatment and Intensive Behavioral
Therapy (ABA).

Inpatient services

20% coinsurance

20% coinsurance

Prior Authorization required out-of-

network for inpatient facility.

If you are pregnant

Office visits

20% coinsurance

20% coinsurance

Childbirth/delivery

professional services

20% coinsurance

20% coinsurance

Childbirth/delivery facility

services

20% coinsurance

20% coinsurance

Prior Authorization required out-of-

network for inpatient stays that exceed
normal 48 hours for natural delivery or
96 hours for cesarean.

Cost sharing does not apply for
preventive services. Depending on type

of service, a copayment, coinsurance, or

deductible may apply. Maternity care
may include tests and services described
elsewhere in the SBC. (i.e., ultrasound)

To Table of Contents
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Common
Medical Event

Services You May Need

What You Will Pay

Network Provider
(You will pay the least)

Out-of-Network

Provider

(You will pay the most)

Limitations, Exceptions, & Other
Important Information

If you need help
recovering or have
other special health
needs

Home health care

20% coinsurance

20% coinsurance

Limited to 120 visits per calendar year.
Prior Authorization required out-of-
network for Home Health Care for

certain services (skilled nursing by RN or
LPN).

Rehabilitation services

20% coinsurance

20% coinsurance

No visit limit for occupational therapy

Habilitation services

20% coinsurance

20% coinsurance

No visit limit for physical therapy
No visit limit for speech therapy

Skilled nursing care

20% coinsurance

20% coinsurance

Limited to 120 days per calendar year.

Prior Authorization required out-of-
network.

Durable medical

equipment

20% coinsurance

20% coinsurance

Prior Authorization required out-of-
network for DME over $1,000.

Hospice services

20% coinsurance

20% coinsurance

Prior Authorization required out-of-

network before admission for an
inpatient stay in a hospice facility.

If your child needs
dental or eye care

Children’s eye exam No charge Not covered None
Children’s glasses Not covered Not covered None
C;ﬂldren’s dental check- Not covered Not covered None
u

Excluded Services & Other Covered Services:

services.)

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded

plan benefits)

benefits)

e Adult routine vision exam (i.e. refraction)
e Cosmetic Surgery (except as specified in

e Dental Care (except as specified in plan

Long-term care

Non-emergency care when traveling

outside the U.S.

e Private-duty nursing
e  Weight loss programs
e Routine foot care

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Acupuncture

Chiropractic care

e Infertility treatment

To Table of Contents
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’ e Bariatric Surgery e Hearing aids |

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for
those agencies is: Department of Labot's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or

https:/ /www.dol.gov/ebsa/healthreform. Other coverage options may be available to you too, including buying individual insurance coverage through the
Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov/ or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is
called a grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan
documents also provide complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about
your rights, this notice, or assistance, contact: 1-888-507-9379 or visit www.myuhc.com or the Employee Benefits Security Administration at 1-866-444-
3272 or www.dol.gov/ebsa/healthreform.

Does this plan provide Minimum Essential Coverage? Yes

Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare,
Medicaid, CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Hssential Coverage, you may not be eligible for
the premium tax credit.

Does this plan meet the Minimum Value Standards? Yes
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:
Spanish (Espafol): Para obtener asistencia en Espanol, llame al 1-888-507-9379.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-888-507-9379.

Chinese (H130): ARFEZE P CAOE), BHRFTEXDSH3 1-888-507-9379.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-888-507-9379.

To see examples of how this plan might cover costs for a sample medical sitnation, see the next section.

To Table of Contents Page 6 of 7


http://www.dol.gov/ebsa/healthreform
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/get-coverage
https://www.healthcare.gov/get-coverage
http://www.healthcare.gov/
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
http://www.dol.gov/ebsa/healthreform
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary/#minimum-essential-coverage
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/get-coverage
https://www.healthcare.gov/sbc-glossary/#minimum-essential-coverage
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary/
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/sbc-glossary
https://www.healthcare.gov/get-coverage
https://www.healthcare.gov/sbc-glossary

About these Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing
amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion
of costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network pre-natal care and a
hospital delivery)

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

Mia’s Simple Fracture
(in-network emergency room visit and follow

up care)

B The plan’s overall

B The plan’s overall

B The plan’s overall

3,300
deductible $3,
B Specialist coinsurance 20%
g . o

! ospital (facility) 20%
coinsurance
B Other coinsurance 20%

This EXAMPLE event includes setrvices

like:

Specialist office visits (pre-natal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (#/trasounds and blood work)

Specialist visit (anesthesia)

3,300
deductible %3,
B Specialist coinsurance 20%
g . o

! ospital (facility) 20%
coinsurance
B Other coinsurance 20%

This EXAMPLE event includes services

like:

Primary care physician office visits (zzcluding

disease education)

Diagnostic tests (blood work)
Prescription drugs

Durable medical equipment (glucose meter)

3,300
deductible %3,

B Specialist coinsurance 20%
| 'Hospital (facility) 20%
coinsurance

B Other coinsurance 20%

This EXAMPLE event includes services

like:

Emergency room care (including medical supplies)

Diagnostic test (x-7ay)

Durable medical equipment (crutches)

Rehabilitation services (physical therapy)

Total Example Cost | $12,700 | | Total Example Cost | $5,600 | | Total Example Cost | $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing

Deductibles $3,300 Deductibles $3,300 Deductibles $2,500

Copayments $10 Copayments $200 Copayments $0

Coinsurance $1,900 Coinsurance $300 Coinsurance $70

What isn’t covered What isn’t covered What isn’t covered

Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions $0

The total Peg would pay is $5,270 The total Joe would pay is $3,820 The total Mia would pay is $2,570

| |
10 EE 6 G Gt The plan would be responsible for the other costs of these EXAMPLE covered services Page 7 of 7
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We do not treat members differently because of sex, age, race, color, disability or national origin.

If you think you were treated unfairly because of your sex, age, race, color, disability or national origin, you can send a complaint to the Civil Rights
Coordinator.

Online: UHC Civil Rights@uhc.com
Mail: Civil Rights Coordinator. UnitedHealthcare Civil Rights Grievance. P.O. Box 30608 Salt Lake City, UTAH 84130

You must send the complaint within 60 days of when you found out about it. A decision will be sent to you within 30 days. If you disagree with the
decision, you have 15 days to ask us to look at it again.

If you need help with your complaint, please call the toll-free number listed within this Summary of Benefits and Coverage (SBC) , TTY 711, Monday
through Friday, 8 a.m. to 8 p.m.

You can also file a complaint with the U.S. Dept. of Health and Human Services.
Online: https://ocrportal.hhs.gov/oct/portal /lobby.jsf
Complaint forms are available at http:

Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD)
Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue, SW Room 509F, HHH Building Washington, D.C. 20201

rocess/index.html.

We provide free services to help you communicate with us. Such as, letters in other languages or large print. Or, you can ask for an interpreter. To ask for
help, please call the number contained within this Summary of Benefits and Coverage (SBC) , TTY 711, Monday through Friday, 8 a.m. to 8 p.m.

ATENCION: Si habla espafiol (Spanish), hay servicios de asistencia de idiomas, sin cargo, a su disposicién. Llame al nimero gratuito que aparece en este
Resumen de Beneficios y Cobertura (Summary of Benefits and Coverage, SBC).

AR MRAER P (Chinese) - HPIRERTIREESHIRT - BRI TEBAFAIRTE (Summary of Benefits and Coverage, SBC) W FIRI RS
S EERA S A

XIN LUU Y: Néu quy vi néi tiéng Viét (Vietnamese), quy vi s€ dugc cung cép dich vu trg giup veé ngdn ngir mién phi. Vui long goi sO dién thoai mién
phi ghi trong ban Tém lugc vé quyén 10i va dai tho bao hiém (Summary of Benefits and Coverage, SBC) nay.

To Table of Contents
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o9 gh=o] (Korean) & AH&sHA= -5 o] A9 AMH| =5 FREE o] &std & AdFUTh & 39 2 B4 QA (Summary of Benefits and
Coverage, SBC) ©ll 7A€ FE AT 2 A3tal 4 Al S

PAUNAWA: Kung nagsasalita ka ng Tagalog (Tagalog), may makukuha kang mga libreng serbisyo ng tulong sa wika. Pakitawagan ang toll-free na
numerong nakalista sa Buod na ito ng Mga Benepisyo at Saklaw (Summary of Benefits and Coverage o SBC).

BHMMAHWE: 6ecnnaTHble ycnyrv nepeBoja AOCTYNHbI ANA Nt0AeN, Yel poaHoi A3bik andetca pycckom (Russian). Mo3soHuTe no 6ecnaatHoMy Homepy
TenepoHa, ykazaHHoMy B faHHOM «O630pe nbroT u nokpbiTna» (Summary of Benefits and Coverage, SBC).

Summary of ) &kl 5 U 3all (alie Jals 7 sl el Cilel) o s Jlai¥) a b el dalie laall 4ol saclual) Slas (43 ¢(Arabic) dopall oo i 13) 14
J3 (Benefits and Coverages SBC

ATANSYON: Si w pale Kreyol ayisyen (Haitian Creole), ou kapab benefisye sevis ki gratis pou ede w nan lang pa w. Tanpri rele nimewo gratis ki nan
Rezime avantaj ak pwoteksyon sa a (Summary of Benefits and Coverage, SBC).

ATTENTION : Si vous patlez frangais (French), des services d’aide linguistique vous sont proposés gratuitement. Veuillez appeler le numéro sans frais
figurant dans ce Sommaire des prestations et de la couverture (Summary of Benefits and Coverage, SBC).

UWAGA: Jezeli méwisz po polsku (Polish), udostepnilismy darmowe ustugi ttumacza. Prosimy zadzwonic¢ pod bezptatny numer podany w niniejszym
Zestawieniu §wiadczen i refundacji (Summary of Benefits and Coverage, SBC).

ATENCAO: Se vocé fala portugués (Portuguese), contate o servico de assisténcia de idiomas gratuito. Ligue para o nimero gratuito listado neste
Resumo de Beneficios e Cobertura (Summary of Benefits and Coverage - SBC).

ATTENZIONE: in caso la lingua parlata sia I'italiano (Italian), sono disponibili servizi di assistenza linguistica gratuiti. Chiamate il numero verde
indicato all'interno di questo Sommario dei Benefit e della Copertura (Summary of Benefits and Coverage, SBC).

ACHTUNG: Falls Sie Deutsch (German) sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung. Bitte rufen Sie die in dieser
Zusammenfassung der Leistungen und Kosteniibernahmen (Summary of Benefits and Coverage, SBC) angegebene gebiihrenfreie Rufnummer an.

FESFIH : BEREE (Japanese) i SV 556, BEIOSFEXEY — Y 2% ZFHWTET £,
A TREERS O OBEEE ] (Summary of Benefits and Coverage, SBC) (ZFEa S TW5H 7 U —
HA X TRERLSTZE0,

To Table of Contents



Summary Of) Um)" 9 \73\)4 A u.\\ BN o )SJ u&.\\) us.\'j o)\..qﬂa \_1 [BN Adl R L )1::3;\ BN u@\:}\J J}la a GJLJJ Al Glead cCad (Farsi) U“J& L u\.}) )g\ RENgY]
250 il (Benefits and Coverages SBC

e & e 3T R (Hindi) sleld 8, 39T ST HGRIT Va1V, ¥:¢esh 3T §| o8 3N Halsl (Summary of Benefits and Coverage, SBC)
& 30 AR & M Feheey el H Jal W Fiel A

CEEB TOOM: Yog koj hais Lus Hmoob (Hmong), muaj kev pab txhais lus pub dawb rau koj. Thov hu rau tus xov tooj hu dawb teev muaj nyob ntawm
Tsab Ntawv Nthuav Qhia Cov Txiaj Ntsim Zoo thiab Kev Kam Them Nqi (Summary of Benefits and Coverage, SBC) no.

BAMUHIPAN: wWasynsSunwmeanigs (Khmer) S WmANEIURARHIEG ANSONUHA
rugIRIgIgTussmGOs inmsnmsigh WeHaRUHAIINGS Siminutit (Summary of Benefits and
Coverage, SBC)18:1

PAKDAAR: Nu saritaem ti Ilocano (Ilocano), ti serbisyo para ti baddang ti lengguahe nga awanan bayadna, ket sidadaan para kenyam. Maidawat nga

awagan ti awan bayad na nu tawagan nga numero nga nakalista iti uneg na daytoy nga Dagup dagiti Benipisyo ken Pannakasakup (Summary of Benefits and
Coverage, SBC).

DI BAA'AKONINIZIN: Diné (Navajo) bizaad bee yanilti'go, saad bee aka'anida'awo'igii, t'a4 jiik'eh, bee na'ah66t'i'. T'4a shoodi Naaltsoos Bee
'Aa'ahayani d66 Bee 'Ak'é'asti' Bee Baa Hane'f (Summary of Benefits and Coverage, SBC) biyi' t'aa jifk'ehgo béésh bee hane'f bikd'igii bee hodfilnih.

OGOW: Haddii aad ku hadasho Soomaali (Somali), adeegyada taageerada luqgadda, oo bilaash ah, ayaad heli kartaa. Fadlan wac lambarka bilaashka ah ee
ku yaalla Soo-koobitaanka Dheefaha iyo Caymiska (Summary of Benefits and Coverage, SBC).
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Service

'ﬂJ UnitedHealthcare

Coverage Period: 01/01/2025-12/31/2025
Coverage for: Individual/Family | Plan Type: PS1

HSA

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and

the plan would share the cost for covered health care services. NOTE: Information about the cost of this plan (called the

premium) will be provided separately. This is only a summary. For more information about your coverage, or to get a copy of the
complete terms of coverage, visit https://employees.taylor.com or call 1-877-252-9861. For general definitions of common terms, such as allowed

amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary. You can view the Glossary at
https://www.cms.gov/CCIO /Resources/Forms-Reports-and-Other-Resources/Downloads /UG-Glossary-508-MM.pdf or call 1-888-507-9379 to request a

copy.

Why This Matters:

What is the overall
deductible?

Are there services
covered before you
meet your deductible?

Are there other
deductibles for specific
services?

What is the out-of-

pocket limit for this
plan?

What is not included in

the out-of-pocket

limit?

To Table of Contents

Network: $6,600 Individual / $13,200 Family
Non-Network: $12,700 Individual / $25,400
Family per calendar year.

Yes. Preventive Care are covered before you
meet your deductible.

No, there are no other deductibles.

Network provider: $6,600 Individual / $13,200
Family. Out-of-network providers: $12,700
Individual / $25,400 Family per calendar year

Premiums, balance-billing charges, health care
this plan doesn’t cover, penalties for failure to
obtain prior authorization for services.

Generally, you must pay all of the costs from providers up to the
deductible amount before this plan begins to pay. If you have other family
members on the plan, each family member must meet their own individual
deductible until the total amount of deductible expenses paid by all family
members meets the overall family deductible.

This plan covers some items and services even if you haven't yet met the

deductible amount. But a copayment or coinsurance may apply. For

example, this plan covers certain preventive services without cost sharing

and before you meet your deductible. See a list of covered preventive
services at https://www.healthcare.gov/coverage /preventive-care-

benefits/

You don’t have to meet deductibles for specific services, but see the chart

starting on page 2 for other costs for services this plan covers.

The out-of-pocket limit is the most you could pay in a year for covered

services. If you have other family members in this plan, they have to meet
their own out-of-pocket limits until the overall family out-of-pocket limit

has been met.

Even though you pay these expenses, they don’t count toward the out-of-

pocket.

Page 1 of 7
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Important Questions Answers Why This Matters:
This plan uses a provider network. You will pay less if you use a provider

in the plan’s network. You will pay the most if you use an out-of-network
Will you pay less if you provider, and you might receive a bill from a provider for the difference
Yes. See www.myuhc.com ot call 1-888-507- between the providet's charge and what your plan pays (balance billing).
9379 for a list of network providets. , , .

- Be aware, your network provider might use an out-of-network provider

use a network

provider?

for some services (such as lab work). Check with your provider before you
get services.

Do you need a referral

. 1. No You can see the specialist you choose without a referral.
to see a specialist? y I

“ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay
Common : . el Limitations, Exceptions, & Other
: Services You May Need | Network Provider Ozn=Ncnorh ) PRCEPHOTS,
Medical Event N T Provider Important Information
(You will pay the least) .
(You will pay the most)
Virtual visit - In-network 0%
coinsurance after deductible by a
Primary care visit to treat . . Designated Virtual Network Provider. If
o . 0% coinsurance 0% coinsurance . . . .
an injury or illness you receive services in addition to office
If you visit a health V1s.1t, additional copays, deductibles, or
care provider’s office coinsurance may apply.
or clinic Specialist visit 0% coinsurance 0% coinsurance None
You may have to pay for services that
Preventive ) . S
—_— . aren’t preventive. Ask your provider if
care/screening/ No charge 0% coinsurance ] y -
R the services needed are preventive. Then
immunization .
check what your plan will pay for.
Diagnostic test (x-ray . . Prior Authorization required out-of-
’ 0% coinsurance 0% coinsurance .
blood work) network for Sleep Studies.
Imaging (CT/PET scans,
If you have a test MRIs)
0% coinsurance 0% coinsurance None.
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Common
Medical Event

Services You May Need

What You Will Pay

Network Provider

(You will pay the least)

Out-of-Network
Provider

(You will pay the most)

Limitations, Exceptions, & Other
Important Information

If you need drugs to
treat your illness or
condition

More information

about prescription
drug coverage is

Generic Drugs

0% Coinsurance/retail
0% Coinsurance/90 day

0% Coinsurance/retail
0% Coinsurance/90 day

Tier 1

(Tier 1) retail retail

Preferred brand dr 0% Coinsurance/retail 0% Coinsurance/retail
eferred bra S

(Tier 2) 8 0% Coinsurance/90 day 0% Coinsurance/90 day
er E——

retail

retail

Non-preferred brand

0% Coinsurance/retail

0% Coinsurance/retail

Participant pays full price for
prescriptions up to the deductible. No
coverage for mail service pharmacy
drugs from out-of-network providers.

L drugs 0% Coinsurance/90 day | 0% Coinsurance/90 day
www.caremark.com (Tier 3) retail retail
Specialty drugs 0% Coinsurance Not covered
(Tier 4)
Facility fee (e.g, o) o) Prior Authorization required for out-of-
If you h ave ambulatory surgery 0% coinsurance 0% coinsurance network.
outpatient surgery center) DETWorX

Urgent care

Physician/ surgeon fees 0% coinsurance 0% coinsurance None
Emergency room care 0% coinsurance 0% coinsurance None
D Emergency medical
immediate medical e 0% coinsurance 0% coinsurance None
attention transportation =
0% coinsurance 0% coinsurance None

If you have a
hospital stay

Facility fee (e.g., hospital
room)

0% coinsurance

0% coinsurance

Prior Authorization required out-of-

network.

Physician/surgeon fees

0% coinsurance

0% coinsurance

None
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Common
Medical Event

Services You May Need

What You Will Pay

Network Provider
(You will pay the least)

Out-of-Network

Provider

Limitations, Exceptions, & Other
Important Information

If you need mental
health, behavioral
health, or substance
abuse services

Outpatient services

0% coinsurance

(You will pay the most)

0% coinsurance

Prior Authorization required out-of-

network for certain treatments, partial
hospitalization/intensive outpatient
treatment and Intensive Behavioral
Therapy (ABA).

Inpatient services

0% coinsurance

0% coinsurance

Prior Authorization required out-of-
network for inpatient facility.

If you are pregnant

Office visits

0% coinsurance

0% coinsurance

Childbirth/delivery

professional services

0% coinsurance

0% coinsurance

Childbirth/delivery facility

services

0% coinsurance

0% coinsurance

Prior Authorization required out-of-

network for inpatient stays that exceed
48 hours for natural delivery or 96 hours
for cesarean. Cost sharing does not

apply for preventive services. Depending
on the type of service, a copayment,

coinsurance or deductible may apply.
Maternity care may include tests and
services described elsewhere in the SBC.
(i.e., ultrasound).

If you need help
recovering or have
other special health
needs

Home health care

0% coinsurance

0% coinsurance

Limited to 120 visits per calendar year.
Prior Authorization required out-of-
network for Home Health Care for
certain services (skilled nursing by RN or
LPN).

Rehabilitation services

0% coinsurance

0% coinsurance

Habilitation services

0% coinsurance

0% coinsurance

No visit limit for occupational therapy
No visit limit for physical therapy
No visit limit for speech therapy

Skilled nursing care

0% coinsurance

0% coinsurance

Limited to 120 days per calendar year.

Prior Authorization required out-of-
network.

Durable medical

equipment

0% coinsurance

0% coinsurance

Prior Authorization required out-of-
network for DME over $1,000.
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Common

Medical Event Services You May Need

Network Provider
(You will pay the least)

Out-of-Network
Provider

, What You Will Pay 7

Limitations, Exceptions, & Other

Important Information

Hospice services

0% coinsurance

(You will pay the most)

0% coinsurance

Prior Authorization required out-of-

network before admission for an
inpatient stay in a hospice facility.

Children’s eye exam No charge Not covered None
If your child needs Children’s glasses Not covered Not covered None
dental or eye care ' ) _
y C;nldren s dental check Not covered Not covered None
u

Excluded Services & Other Covered Services:

services.)

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded

e Adult routine vision exam (i.e. refraction)
e Cosmetic Surgery (except as specified in
plan benefits)

e Dental Care (except as specified in plan
benefits)

e Long-term care

e Non-emergency care when traveling

outside the U.S.

e Private-duty nursing
e Weight loss programs
e Routine foot care

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Acupuncture

e Bariatric Surgery

e Chiropractic care
e Hearing aids

e Infertility treatment

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for

those agencies is: Department of Labot's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
https://www.dol.gov/ebsa/healthreform. Other coverage options may be available to you too, including buying individual insurance coverage through the
Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov/ or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is
called a grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan
documents also provide complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about
your rights, this notice, or assistance, contact: 1-888-507-9379 or visit www.myuhc.com or the Employee Benefits Security Administration at 1-866-444-
3272 or www.dol.gov/ebsa/healthreform.

Does this plan provide Minimum Essential Coverage? Yes

Page 5 of 7
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Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare,
Medicaid, CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Hssential Coverage, you may not be eligible for
the premium tax credit.

Does this plan meet the Minimum Value Standards? Yes
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:
Spanish (Espafiol): Para obtener asistencia en Espanol, llame al 1-888-507-9379.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-888-507-9379.

Chinese (H130): ARFEZE P CHIE), BHRFTEXDSH3 1-888-507-9379.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-888-507-9379.

To see examples of how this plan might cover costs for a sample medical sitnation, see the next section.
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About these Coverage Examples:

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing
amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion
of costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby
(9 months of in-network pre-natal care and a
hospital delivery)

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-

controlled condition)

Mia’s Simple Fracture

(in-network emergency room visit and follow

up care)

B The plan’s overall

B The plan’s overall

B The plan’s overall

6,600
deductible %6,

B Specialist coinsurance 0%
| Hospital (facility) 0%
coinsurance

B Other coinsurance 0%

This EXAMPLE event includes setrvices

like:

Specialist office visits (pre-natal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (#/trasounds and blood work)

Specialist visit (anesthesia)

6,600
deductible %6,

B Specialist coinsurance 0%
| Hospital (facility) 0%
coinsurance

B Other coinsurance 0%

This EXAMPLE event includes services

like:

Primary care physician office visits (zzcluding

disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

6,600
deductible %6,

B Specialist coinsurance 0%
| 'Hospital (facility) 0%
coinsurance

B Other coinsurance 0%

This EXAMPLE event includes services

like:

Emergency room care (including medical supplies)

Diagnostic test (x-7ay)

Durable medical equipment (crutches)

Rehabilitation services (physical therapy)

Total Example Cost | $12,700 | | Total Example Cost | $5,600 | | Total Example Cost | $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles $6,600 Deductibles $5,100 Deductibles $2,500
Copayments $0 Copayments $0 Copayments $0
Coinsurance $0 Coinsurance $0 Coinsurance $0
What isn’t covered What isn’t covered What isn’t covered

Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions $0
The total Peg would pay is $6,660 The total Joe would pay is $5,120 The total Mia would pay is $2,500
| |

The plan would be responsible for the other costs of these EXAMPLE covered services Page 7 of 7
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We do not treat members differently because of sex, age, race, color, disability or national origin.

If you think you were treated unfairly because of your sex, age, race, color, disability or national origin, you can send a complaint to the Civil Rights
Coordinator.

Online: UHC Civil Rights@uhc.com
Mail: Civil Rights Coordinator. UnitedHealthcare Civil Rights Grievance. P.O. Box 30608 Salt Lake City, UTAH 84130

You must send the complaint within 60 days of when you found out about it. A decision will be sent to you within 30 days. If you disagree with the
decision, you have 15 days to ask us to look at it again.

If you need help with your complaint, please call the toll-free number listed within this Summary of Benefits and Coverage (SBC) , TTY 711, Monday
through Friday, 8 a.m. to 8 p.m.

You can also file a complaint with the U.S. Dept. of Health and Human Services.
Online: https://ocrportal.hhs.gov/oct/portal /lobby.jsf
Complaint forms are available at http:

Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD)
Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue, SW Room 509F, HHH Building Washington, D.C. 20201

rocess/index.html.

We provide free services to help you communicate with us. Such as, letters in other languages or large print. Or, you can ask for an interpreter. To ask for
help, please call the number contained within this Summary of Benefits and Coverage (SBC) , TTY 711, Monday through Friday, 8 a.m. to 8 p.m.

ATENCION: Si habla espafiol (Spanish), hay servicios de asistencia de idiomas, sin cargo, a su disposicién. Llame al nimero gratuito que aparece en este
Resumen de Beneficios y Cobertura (Summary of Benefits and Coverage, SBC).

AR MRAER P (Chinese) - HPIRERTIREESHIRT - BRI TEBAFAIRTE (Summary of Benefits and Coverage, SBC) W FIRI RS
S EERA S A

XIN LUU Y: Néu quy vi néi tiéng Viét (Vietnamese), quy vi s€ dugc cung cép dich vu trg giup veé ngdn ngir mién phi. Vui long goi sO dién thoai mién
phi ghi trong ban Tém lugc vé quyén 10i va dai tho bao hiém (Summary of Benefits and Coverage, SBC) nay.
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o9 gh=o] (Korean) & AH&sHA= -5 o] A9 AMH| =5 FREE o] &std & AdFUTh & 39 2 B4 QA (Summary of Benefits and
Coverage, SBC) ©ll 7A€ FE AT 2 A3tal 4 Al S

PAUNAWA: Kung nagsasalita ka ng Tagalog (Tagalog), may makukuha kang mga libreng serbisyo ng tulong sa wika. Pakitawagan ang toll-free na
numerong nakalista sa Buod na ito ng Mga Benepisyo at Saklaw (Summary of Benefits and Coverage o SBC).

BHMMAHWE: 6ecnnaTHble ycnyrv nepeBoja AOCTYNHbI ANA Nt0AeN, Yel poaHoi A3bik andetca pycckom (Russian). Mo3soHuTe no 6ecnaatHoMy Homepy
TenepoHa, ykazaHHoMy B faHHOM «O630pe nbroT u nokpbiTna» (Summary of Benefits and Coverage, SBC).

Summary of ) &kl 5 U 3all (alie Jals 7 sl el Cilel) o s Jlai¥) a b el dalie laall 4ol saclual) Slas (43 ¢(Arabic) dopall oo i 13) 14
J3 (Benefits and Coverages SBC

ATANSYON: Si w pale Kreyol ayisyen (Haitian Creole), ou kapab benefisye sevis ki gratis pou ede w nan lang pa w. Tanpri rele nimewo gratis ki nan
Rezime avantaj ak pwoteksyon sa a (Summary of Benefits and Coverage, SBC).

ATTENTION : Si vous patlez frangais (French), des services d’aide linguistique vous sont proposés gratuitement. Veuillez appeler le numéro sans frais
figurant dans ce Sommaire des prestations et de la couverture (Summary of Benefits and Coverage, SBC).

UWAGA: Jezeli méwisz po polsku (Polish), udostepnilismy darmowe ustugi ttumacza. Prosimy zadzwonic¢ pod bezptatny numer podany w niniejszym
Zestawieniu §wiadczen i refundacji (Summary of Benefits and Coverage, SBC).

ATENCAO: Se vocé fala portugués (Portuguese), contate o servico de assisténcia de idiomas gratuito. Ligue para o nimero gratuito listado neste
Resumo de Beneficios e Cobertura (Summary of Benefits and Coverage - SBC).

ATTENZIONE: in caso la lingua parlata sia I'italiano (Italian), sono disponibili servizi di assistenza linguistica gratuiti. Chiamate il numero verde
indicato all'interno di questo Sommario dei Benefit e della Copertura (Summary of Benefits and Coverage, SBC).

ACHTUNG: Falls Sie Deutsch (German) sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung. Bitte rufen Sie die in dieser
Zusammenfassung der Leistungen und Kosteniibernahmen (Summary of Benefits and Coverage, SBC) angegebene gebiihrenfreie Rufnummer an.

FESFIH : BEREE (Japanese) i SV 556, BEIOSFEXEY — Y 2% ZFHWTET £,
A TREERS O OBEEE ] (Summary of Benefits and Coverage, SBC) (ZFEa S TW5H 7 U —
HA X TRERLSTZE0,
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Summary Of) Um)" 9 \73\)4 A u.\\ BN o )SJ u&.\\) us.\'j o)\..qﬂa \_1 [BN Adl R L )1::3;\ BN u@\:}\J J}la a GJLJJ Al Glead cCad (Farsi) U“J& L u\.}) )g\ RENgY]
250 il (Benefits and Coverages SBC

o ¢ afg 39 & (Hindi) SIdd 8, SMUHT HTST TeTaal 96Ty, F:R[eh Iuasy § 1 TH 3R HA¥ST (Summary of Benefits and Coverage, SBC) & 39
IR & MR Glldg < Wl FaR W dld B |

CEEB TOOM: Yog koj hais Lus Hmoob (Hmong), muaj kev pab txhais lus pub dawb rau koj. Thov hu rau tus xov tooj hu dawb teev muaj nyob ntawm
Tsab Ntawv Nthuav Qhia Cov Txiaj Ntsim Zoo thiab Kev Kam Them Nqi (Summary of Benefits and Coverage, SBC) no.

BAMUHIBAN: Waisynsunwmeanigs (Khmer) S SWmMANEIURARHIG ANSNUHA
AEGIRQIEHIUSARGTIE HUNSARSION IWEHARURRIILNGS Shminuim (Summary of Benefits and
Coverage, SBC)i8:

PAKDAAR: Nu saritaem ti Ilocano (Ilocano), ti serbisyo para ti baddang ti lengguahe nga awanan bayadna, ket sidadaan para kenyam. Maidawat nga
awagan ti awan bayad na nu tawagan nga numero nga nakalista iti uneg na daytoy nga Dagup dagiti Benipisyo ken Pannakasakup (Summary of Benefits and
Coverage, SBC).

DIT BAA'AKONINIZIN: Diné (Navajo) bizaad bee yanilti'go, saad bee aka'anida'awo'igii, t'a4 jiik'eh, bee na'ah66t'i'. T'4a shodi Naaltsoos Bee
'Aa'dhayani d66 Bee 'Ak'é'asti' Bee Baa Hane'f (Summary of Benefits and Coverage, SBC) biyi' t'aa jitk'ehgo béésh bee hane'i bikd'igii bee hodiilnih.

OGOW: Haddii aad ku hadasho Soomaali (Somali), adeegyada taageerada luqadda, oo bilaash ah, ayaad heli kartaa. Fadlan wac lambarka bilaashka ah ee
ku yaalla Soo-koobitaanka Dheefaha iyo Caymiska (Summary of Benefits and Coverage, SBC).

To Table of Contents



Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

...
% KAISER PERMANENTE. : HMO PLAN WITH COINSURANCE

Coverage Period: 01/01/2025-12/31/2025

Coverage for: Individual/Family | Plan Type: DHMO

A

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan
would share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided
separately. This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage see

https://kp.org/plandocuments or call 1-800-278-3296 (TTY: 711). For general definitions of common terms, such as allowed amount, balance billing, coinsurance,

copayment, deductible, provider, or other underlined terms, see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary/ or call

1-800-278-3296 (TTY: 711) to request a copy.

Important Questions Answers Why this Matters:
What is the overall $0 See the Common Medical Events chart below for your costs for services this plan
deductible? covers.
This plan covers some items and services even if you haven't yet met the
Are there services deductible amount. But a copayment or coinsurance may apply. For example,

covered before you meet
your deductible?

Not Applicable.

this plan covers certain preventive services without cost sharing and before you
meet your deductible. See a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other
deductibles for specific
services?

No.

You don’t have to meet deductibles for specific services.

What is the out-of-pocket
limit for this plan?

$4,000 Individual / $8,000 Family

The out-of-pocket limit is the most you could pay in a year for covered services. If
you have other family members in this plan, they have to meet their own out-of-
pocket limits until the overall family out-of-pocket limit has been met.

What is not included in
the out-of-pocket limit?

Premiums, health care this plan doesn't cover, and
services indicated in chart starting on page 2.

IEven though you pay these expenses, they don't count toward the out-of-pocket

Will you pay less if you
use a network provider?

Yes. See www.kp.org or call 1-800-278-3296 (TTY:
711) for a list of network providers.

This plan uses a provider network. You will pay less if you use a provider in the
plan’s network. You will pay the most if you use an out-of-network provider, and
you might receive a bill from a provider for the difference between the provider’s
charge and what your plan pays (balance billing). Be aware, your network
provider might use an out-of-network provider for some services (such as lab
work). Check with your provider before you get services.

Do you need a referral to
see a specialist?

Yes, but you may self-refer to certain specialists.

This plan will pay some or all of the costs to see a specialist for covered services
but only if you have a referral before you see the specialist.

To Table of Contents
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44 All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

What You Will Pay

Common Services You May . : Limitations, Exceptions & Other Important
: Plan Provider Non-Plan Provider .
Medical Event Need (You will pay the least) (You will pay the most) Information

Primary care visit to
treat an injury or $40 / visit Not Covered None
illness

If you visit a health ialist visi isi

care provider's Specialist visit $50 / visit Not Covered None | |

office or clinic Preventive care/ You ma;y haxe éo pay for s_gm%et% that a(ent
e preventive. Ask your provider if the services
mﬂi i No Charge Not Coversd needed are preventive. Then check what your

plan will pay for.

rDai; &ggt(ijcvsg%t()(x- $15 / encounter Not Covered None

lfyouhaveatest 1\ ing(CTPET  |30%col {0 $150 /
maging o coinsurance up to
scans, MRI's) procedure Not Covered None

If you need drugs to
treat your illness or
condition

More information

about prescription

drug coverage is
available at

www.kp.org/formulary

Generic drugs (Tier

1)

Retail: $15 / prescription; Mail
order: $30 / prescription

Not Covered

Up to a 30-day supply retail or 100-day supply
mail order. Subject to formulary guidelines. No
Charge for Contraceptives.

Preferred brand
drugs (Tier 2)

Retail: $40 / prescription; Mail
order: $80 / prescription

Not Covered

Up to a 30-day supply retail or 100-day supply
mail order. Subject to formulary guidelines.

Non-preferred brand
drugs (Tier 2)

Retail: $40 / prescription; Mail
order: $80 / prescription

Not Covered

The cost sharing for non-preferred brand drugs
under this plan aligns with the cost sharing for

preferred brand drugs (Tier 2), when approved
through the formulary exception process.

Specialty drugs (Tier
4)

30% coinsurance up to $250 /
prescription

Not Covered

Up to a 30-day supply retail. Subject to
formulary guidelines.

If you have
outpatient surgery

Facility fee (e.g.,

ambulatory surgery | 30% coinsurance Not Covered None
center)
]Ic:’e};)ésician/ SUTGEON 1309 coinsurance Not Covered None

To Table of Contents
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Common
Medical Event

Services You May
Need

What You Will Pay
Plan Provider

What You Will Pay
Non-Plan Provider

Limitations, Exceptions & Other Important
Information

If you need
immediate medical
attention

Emergency room

(You will pay the least)

(You will pay the most)

, -
care 30% coinsurance 30% coinsurance None

Emergency medical - -

transportation $150 / trip $150 / trip None

Urgent care $40 / visit Not Covered Non-Plan providers covered when temporarily

outside the service area: $40 / visit.

Facility fee (e.g.,

If you are pregnant

If you have a hospital room) 30% coinsurance Not Covered None
hospital sta ici
> 4 fPer;ysmlan/ SUTGEON 1 30% coinsurance Not Covered None
Mental / Behavioral Health: $40 /
individual visit. 30% coinsurance
If you need mental for other outpatient services; Mental / Behavioral Health: $20 / group visit,
health, behavioral | Outpatient services | Substance Abuse: $40 / Not Covered deductible does not apply; Substance Abuse:
health, or substance individual visit. 30% coinsurance $5 / group visit, deductible does not apply.
abuse services Up to $5 / day fOI' Other
outpatient services
Inpatient services 30% coinsurance Not Covered None
Depending on the type of services, a
copayment, coinsurance, or deductible may
Office visits No Charge Not covered apply. Maternity care may include tests and

services described elsewhere in the SBC (i.e.
ultrasound).

Childbirth/delivery
professional services

30% coinsurance

Not Covered

None

Childbirth/delivery
facility services

30% coinsurance

Not Covered

None

To Table of Contents
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Common
Medical Event

Services You May
Need

What You Will Pay
Plan Provider

What You Will Pay
Non-Plan Provider

Limitations, Exceptions & Other Important
Information

If you need help
recovering or have
other special health
needs

Home health care

(You will pay the least)

No Charge

(You will pay the most)

Not Covered

3 visit limit / day, 4-hour limit / visit, 100 visit
limit / year.

Rehabilitation

Inpatient: 30% coinsurance;

services Outpatient: $40 / visit Not Covered None
Habilitation services |$40 / visit Not Covered None
Skilled nursing care | No Charge Not Covered 100 day limit / benefit period.

Durable medical
equipment

50% coinsurance

Not Covered

Requires prior authorization.

check-up

Hospice service No Charge Not Covered None

Children's eye exam |No Charge for refractive exam | Not Covered None
If your child needs | Children's glasses | Not Covered Not Covered None
dental or eye care - |

Children's dental Not Covered Not Covered None

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

® Children's glasses
e Cosmetic surgery
e Dental Care (Adult & Child)

® Hearing aids

® |ong-term care

® Non-emergency care when traveling outside

the U.S.

® Private-duty nursing
® Routine foot care
® \Weight loss programs

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

® Acupuncture (20 visit limit / year combined
with chiropractic)
® Bariatric surgery

® Chiropractic care (20 visit limit / year

combined with acupuncture)
® |nfertility treatment

® Routine eye care (Adult)

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is shown in the chart below. Other coverage options may be available to you too, including buying individual insurance coverage through the Health
Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

To Table of Contents

4 of 6



https://www.healthcare.gov/sbc-glossary/#home-health-care
https://www.healthcare.gov/sbc-glossary/#rehabilitation-services
https://www.healthcare.gov/sbc-glossary/#rehabilitation-services
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#habilitation-services
https://www.healthcare.gov/sbc-glossary/#skilled-nursing-care
https://www.healthcare.gov/sbc-glossary/#durable-medical-equipment
https://www.healthcare.gov/sbc-glossary/#durable-medical-equipment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#hospice-services
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#excluded-services
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#health-insurance
https://www.healthcare.gov/sbc-glossary/#health-insurance
https://www.healthcare.gov/sbc-glossary/#marketplace
https://www.healthcare.gov/sbc-glossary/#marketplace
https://www.healthcare.gov/

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called
a grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or
assistance, contact the agencies in the chart below.

Contact Information for Your Rights to Continue Coverage & Your Grievance and Appeals Rights:

Kaiser Permanente Member Services 1-800-278-3296 (TTY: 711) or www.kp.org/memberservices
Department of Labor’s Employee Benefits Security Administration 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform
Department of Health & Human Services, Center for Consumer Information & Insurance Oversight | 1-877-267-2323 x61565 or www.cciio.cms.gov

California Department of Insurance 1-800-927-HELP (4357) or www.insurance.ca.gov
California Department of Managed Healthcare 1-888-466-2219 or www.dmhc.ca.gov

Does this plan provide Minimum Essential Coverage? Yes.
Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid,
CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax

credit.

Does this plan meet the Minimum Value Standards? Yes.
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:
SPANISH (Espafiol): Para obtener asistencia en Espariol, llame al 1-800-788-0616 (TTY: 711)

TAGALOG (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-278-3296 (TTY: 711)

TRADITIONAL CHINESE (AR 32): tNREFZHR XA B |, HIRITIXAN S 1-800-757-7585 (TTY: 711)

PENNSYLVANIA DUTCH (Deitsch): Fer Hilf griege in Deitsch, ruf 1-800-278-3296 (TTY: 711) uff

NAVAJO (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-278-3296 (TTY: 711)

SAMOAN (Gagana Samoa): Mo se fesoasoani i le Gagana Samoa, vala’au mai i le numera telefoni 1-800-278-3296 (TTY: 711)
CAROLINIAN (Kapasal Falawasch): ngere aukke ghut alillis reel kapasal Falawasch au fafaingi tilifon ye 1-800-278-3296 (TTY: 711)
CHAMORRO (Chamoru): Para un ma ayuda gi finu Chamoru, a'gang 1-800-278-3296 (TTY: 711)

To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

different health plans. Please note these coverage examples are based on self-only coverage.

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different
depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles,
copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under

Peg is Having a Baby

(9 months of in-network pre-natal care and a

hospital delivery)

B The plan's overall deductible $0
W Specialist copayment $50
M Hospital (facility) coinsurance 30%
B Other (blood work) copayment $15

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Managing Joe's Type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

B The plan's overall deductible $0
M Specialist copayment $50
M Hospital (facility) coinsurance 30%
M Other (blood work) copayment $15

This EXAMPLE event includes services like:

Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Mia's Simple Fracture
(in-network emergency room visit and follow up

care)
B The plan's overall deductible $0
B Specialist copayment $50
M Hospital (facility) coinsurance 30%
B Other (x-ray) copayment $15

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost | $12,700  Total Example Cost |  $5600  Total Example Cost | $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles $0 Deductibles $0 Deductibles $0
Copayments $100 Copayments $1,200 Copayments $400
Coinsurance $2,500 Coinsurance $300 Coinsurance $300
What isn't covered What isn't covered What isn't covered
Limits or exclusions $50 Limits or exclusions $0 Limits or exclusions $0
The total Peg would pay is $2,650 The total Joe would pay is $1,500 The total Mia would pay is $700
The plan would be responsible for the other costs of these EXAMPLE covered services.
6 of 6

To Table of Contents



https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#provider
https://www.healthcare.gov/sbc-glossary/#cost-sharing
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#excluded-services
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#diagnostic-test
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#primary-care-physician
https://www.healthcare.gov/sbc-glossary/#diagnostic-test
https://www.healthcare.gov/sbc-glossary/#prescription-drugs
https://www.healthcare.gov/sbc-glossary/#durable-medical-equipment
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#specialist
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#emergency-room-care-emergency-services
https://www.healthcare.gov/sbc-glossary/#diagnostic-test
https://www.healthcare.gov/sbc-glossary/#durable-medical-equipment
https://www.healthcare.gov/sbc-glossary/#rehabilitation-services
https://www.healthcare.gov/sbc-glossary/#deductible
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#plan

Nondiscrimination Notice
Discrimination is against the law. Kaiser Permanente’ follows State and Federal civil rights laws.
Kaiser Permanente does not unlawfully discriminate, exclude people, or treat them differently because of age, race, ethnic group
identification, color, national origin, cultural background, ancestry, religion, sex, gender, gender identity, gender expression, sexual

orientation, marital status, physical or mental disability, medical condition, source of payment, genetic information, citizenship, primary
language, or immigration status.

Kaiser Permanente provides the following services:
¢ No-cost aids and services to people with disabilities to help them communicate better with us, such as:
¢ Qualified sign language interpreters
¢ Written information in other formats (braille, large print, audio, accessible electronic formats, and other formats)
¢ No-cost language services to people whose primary language is not English, such as:
¢ Qualified interpreters
¢ [nformation written in other languages

If you need these services, call our Member Service Contact Center, 24 hours a day, 7 days a week (closed holidays). The call is free:

¢ Medi-Cal: 1-855-839-7613 (TTY 711)
¢ All others: 1-800-464-4000 (TTY 711)

Upon request, this document can be made available to you in braille, large print, audiocassette, or electronic form. To obtain a copy in
one of these alternative formats, or another format, call our Member Service Contact Center and ask for the format you need.

How to file a grievance with Kaiser Permanente

You can file a discrimination grievance with Kaiser Permanente if you believe we have failed to provide these services or unlawfully
discriminated in another way. You can file a grievance by phone, by mail, in person, or online. Please refer to your Evidence of Coverage
or Certificate of Insurance for details. You can call Member Services for more information on the options that apply to you, or for help
filing a grievance. You may file a discrimination grievance in the following ways:

e By phone: Medi-Cal members may call 1-855-839-7613 (TTY 711). All other members may call 1-800-464-4000 (TTY 711). Help
is available 24 hours a day, 7 days a week (closed holidays)

e By mail: Download a form at kp.org or call Member Services and ask them to send you a form that you can send back.

' Kaiser Permanente is inclusive of Kaiser Foundation Health Plan, Inc, Kaiser Foundation Hospitals, The Permanente Medical Group, and the Southern California
Medical Group
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e |n person: Fill out a Complaint or Benefit Claim/Request form at a member services office located at a Plan Facility (go to your
provider directory at kp.org/facilities for addresses)

e Online: Use the online form on our website at kp.org
You may also contact the Kaiser Permanente Civil Rights Coordinator directly at the addresses below:

Attn: Kaiser Permanente Civil Rights Coordinator
Member Relations Grievance Operations

P.O. Box 939001

San Diego CA 92193

How to file a grievance with the California Department of Health Care Services Office of Civil Rights (For Medi-Cal Beneficiaries Only)

You can also file a civil rights complaint with the California Department of Health Care Services Office of Civil Rights in writing, by phone
or by email:

e By phone: Call DHCS Office of Civil Rights at 916-440-7370 (TTY 711)

e By mail: Fill out a complaint form or send a letter to:
Deputy Director, Office of Civil Rights
Department of Health Care Services
Office of Civil Rights
P.O. Box 997413, MS 0009
Sacramento, CA 95899-7413

Complaint forms are available at: hitp://www.dhcs.ca.gov/Pages/Language_Access.aspx
e Online: Send an email to CivilRights@dhcs.ca.gov
How to file a grievance with the U.S. Department of Health and Human Services Office of Civil Rights

You can file a discrimination complaint with the U.S. Department of Health and Human Services Office for Civil Rights. You can file your
complaint in writing, by phone, or online:

e By phone: Call 1-800-368-1019 (TTY 711 or 1-800-537-7697)

e By mail: Fill out a complaint form or send a letter to:
U.S. Department of Health and Human Services
200 Independence Avenue, SW
Room 509F, HHH Building
Washington, D.C. 20201

Complaint forms are available at:
https://www.hhs.gov/ocr/complaints/index.html

e Online: Visit the Office of Civil Rights Complaint Portal at:
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf.
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Language Assistance Services

English: Language assistance is available at no cost to you, 24 hours a day, 7
days a week. You can request interpreter services, or materials translated into
your language, or in alternative formats. You can also request auxiliary aids
and devices at our facilities. Call our Member Service Contact Center for help,
24 hours a day, 7 days a week (closed holidays).

- Medi-Cal: 1-855-839-7613 (TTY 711)
. All others: 1-800-464-4000 (TTY 711)

bl aeodags s § gomsll S Bkisyr sl s side xdhyr cdbdoidaleg sooddlsbolr b sUgl0lzaddds s s ) sidk xdtla :Arabic
(8 4k Jle sl Bl s o ssdbar 124 e srdosaduag 1y Jpadhd jag o Jduadil sl g oz 5 ssslallag lse

(TTY 711) 1-855-839-7613 :Medi-Cal o
(TTY 711) 1-800-464-4000 :1s ¢k saze

Armenian: Q2tq Jupnn Ewiddwn (kquljut wowljgnipinit npudwnpyty opp 24 dwd, pwpwpen 7 on: Inip Jupnn p wwhwek)
pwtwynp pupguuish Swnwynipjniuubp, tp 1Eqyny pupguutdus jud wjjptnputipughtt Abwswthny yqunpuwuwnyws uynipbp:
“nip twl uipny tp uunpt] odwtnuly ogunipjniuutp b vwupptp Ukp hwunwwnnipniutbpnid: Oqunipjut hwdwp quiuquhwptp
Utp Utnwdubnh vyguuwpdwt juuh YEunpnt opp 24 dwid, pwpwpn 7 op (nnt opkphtt thul k):

e Medi-Cal' 1-855-839-7613 (TTY 711)
e Uy 1-800-464-4000 (TTY 711)

Chinese: H (52 7 K - &K 24 /it seviieftif 570 - r] DIEORe IR G ~ SORAPRIEN Y JRHT A 5 S s - ot
g%)ﬁ?ﬂaﬂ]EI’JIEEBEEP%X@FH%HJJIEﬁ&% o RITHRIERAININVE R FERZE L - IRFINENER 7 K > &K 24 /N (THRH

e FA<:51 : 1-800-757-7585 (TTY 711)

o S pbdis ¢ Olen 3aS )l s )gseli iz xmaladt S0l . SuslaUblsEl O8e)gn ) suecaats s 7 5 5s poldie 024 2 sologlast Farsi
e ety T 5 D5 pOldip o2l 53 «SeSiles g8 saicsislasiun) sEode DS e 1) DSl SeS 5 o ol RSSOt (s Uz e 3 OSUH g 0 S
A sSdada (las 1lanE e xS (@l sdag &

(TTY 711) 1-855-839-7613 :Medi-Cal o
(TTY 711) 1-800-464-4000 :_.s'_e

Hindi: T3 foel o & omwr #grarar, e & 24 ©¢, Fodig & aTdl o 39y §1 39 ganfedy &y Qa3 & faw, ar o=
forely ST & TATIET T I HIWT F I7eare FAE & AT, AT dhfedh TIRGl HT AT H Hehod &1 3T FAR e

S



Tl H qrerell 3R 3TN0 & AT 8 3R &7 _dohd, gl & fow TEET Jart & TFaE Fg Fr, f&er & Dleorcon
B B e e ey e gt

e Medi-Cal: 1-855-839-7613 (TTY 711)
o STl GEY: 1-800-464-4000 (TTY 711)

Hmong: Muaj kev pab txhais lus pub dawb rau koj, 24 teev tuaj ib hnub twg, 7 hnub tuaj ib lim tiam twg. Koj thov tau cov kev pab
txhais lus, muab cov ntaub ntawv txhais ua koj hom lus, los yog ua lwm hom. Koj kuj thov tau lwm yam kev pab thiab khoom siv
hauv peb tej tsev hauj lwm. Hu rau peb Qhov Chaw Pab Cov Tswv Cuab 24 teev tuaj ib hnub twg, 7 hnub tuaj ib lim tiam twg (cov
hnub caiv kaw).

e Medi-Cal: 1-855-839-7613 (TTY 711)
® Dua lwm cov: 1-800-464-4000 (TTY 711)

Japanese: %5 (7 L 5 WHSCIE 2 MR C 24 BERVAEFIERC ORI 21 E . BRI — B AL RARTECEIR SR &
BVEBIOFIC L 2 RE S ST £, . R BT MBI A BT OV T b SR £, B
SURIC MG P S (BARA A BRx 24 B 7 H),

e Medi-Cal: 1-855-839-7613 (TTY 711)
o ZOM THESE: 1-800-464-4000 (TTY 711)

Khmer (Cambodian): fiStman ARARHIGH HﬁiG‘;]Lﬁ 24 WMANYIR 7 f?ﬁt&jﬁﬁjﬁjﬁ]tﬁ‘j HAHGIEARUNERURID URnaN
TPV SUMIY (DM aNigs éﬁﬁmsmm ﬁ?ﬁsigﬁ?ﬁ HANENGIgAISUNINNSRUITNINGIY SIAGSRAINIUHANMISISINT
LUNGERIETT §IUISIBEiyTu ¢ HAGSRINAYIUNNMULILN N UGS 24 IDRHRYWIG 7 I§ANEWMWN (IGAUUMERA

U8 )

e Medi-Cal: 1-8559-839-7613 (TTY 711)
o INIG|HNNHI: 1-800-464-4000 (TTY 711)

Korean: &2 % A 7kol] #AQlo] AAojxd 5
HAEs 2= gA 32 A5E AT = JFUT ok A 3] A oA HFRT
Aul2~ A= AEo| F 7 4, 515 24 A THFFL F5) A3l =8-S THo A A

e Medi-Cal: 1-855-839-7613 (TTY 711)
e 7]E} & 79 1-800-464-4000 (TTY 711)

Laotian: Dnaugoeifioqauwagadeaalgicnmay, 24 £0lu903Yy, 7 Sudeadin, naudgsaansddnaugudwags § eneswi,
gggné‘jnwﬂm%ejmn ] T}J§zgccguew‘cq. NIWETIFIWIN29UENDUZ2U LI £ Omsaf)ggw@smnuamwasgwancssw‘co. Tmmﬂg”mmom
UANIVKIEUIZN29JWINISAWO2029U208 (019, 24 20?4@0}91), 7 dUONNG (Uo“ﬂwowum).

e Medi-Cal: 1-855-839-7613 (TTY 711)
o Suejiigulo: 1-800-464-4000 (TTY 711)

Mien: Mbenc nzoih liouh wangv-henh tengx nzie faan waac bun muangx meih maiv cingy, yietc hnoi mbenc maaih 24 norm ziangh
hoc, yietc norm leiz baaix mbenc maaih 7 hnoi. Meih se haih tov heuc tengx faan benx meih nyei waac bun muangx, a’fai zoux
benx nyungc horngh jaa-sic zoux benx meih nyei waac. Meih corc haih tov tengx nyungc horngh jaa-dorngx aengx caux jaa-sic



nzie bun yiem njiec zorc goux baengc zingh gorn zangc. Beiv hnangv giemx zuqc longc mienh nzie weih nor douc waac lorx taux
yie mbuo ziux goux baengc mienh nyei gorn zangc, yietc hnoi tengx dugv 24 norm ziangh hoc, yietc norm leiz baaix tengx duqv 7
hnoi (simv cuotv gingc nyei hnoi se guon oc).

e Medi-Cal: 1-855-839-7613 (TTY 711)
e Yietc zungv da'nyeic deix: 1-800-464-4000 (TTY 711)

Navajo: Dii hozho nizhoni bee hane’ d6¢ jiik’ah jooni doonilwo’. Ndik’¢é yadi naaltsoos bee haz’aanii bee hane’ d66 yadi nihookaa d6o
nadaahagii yadi nihookaa. Shi éi bee haidinii bibee’ haz’aanii d66 bee t’ah kodi bizikinii wo’da’gi doolyé. Ahéhee’ bik’ehgo noholoon’igii, 24
t’addawotii, 7 t’d4ddawoliigo (t’dadoo t’adlwo’).

e Medi-Cal: 1-855-839-7613 (TTY 711)
¢ Yadilzingo bitk’ehgo bee: 1-800-464-4000 (TTY 711)

Punjabl oot gt 3913 2, fos © 24 W2, ge3 © 7 fes, 37 ATTie3r 393 B8 Qussy J| IAT TIHIE it ATe B, A A
I &9 nigeT IIT0E B9, 7 (90 Y g 9he &g aJ6 B8 9631 99 AGE J1 IHT St gfearet fog < Aged
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e Medi-Cal: 1-855-839-7613 (TTY 711)
e J9 H'S: 1-800-464-4000 (TTY 711)

Russian: A3bikoBas nomoLb JOCTYNHa And Bac 6ecnnaTtHO KpYrnocyTOMHO, exXeHEBHO. Bbl MOXeTe 3anpocuTb ycnyru
nepesog4vvka unu matepuarsl, nepeBefeHHbIe Ha Ball A3bIK UK B ansTepHaTuBHble doopMaThl. Bbl Takke MoxeTe 3akasaTb
BCMoOMorarernbHble cpefcTBa u npucnocobneHuns. [ns nonyyeHnsa noMoLLmM NO3BOHUTE B HALL LIEHTP 0O6CNy>XMBAHNS Y4aCTHUKOB
eXXeHeBHO, KPYIIOCYyTOYHO (KpOMe MpasgHUYHbIX AHEN).

e Medi-Cal: 1-855-839-7613 (nuHna TTY 711)
e Bce octanbHbie: 1-800-464-4000 (nuHma TTY 711)

Spanish: Tenemos disponible asistencia en su idioma sin ningun costo para usted 24 horas al dia, 7 dias a la semana. Usted
puede solicitar los servicios de un intérprete, que los materiales se traduzcan a su idioma o formatos alternativos. También puede
solicitar recursos para discapacidades en nuestros centros de atencion. Llame a nuestra Central de Llamadas de Servicio a los
Miembros para recibir ayuda 24 horas al dia, 7 dias a la semana (excepto los dias festivos).

e Para todos los demas: 1-800-788-0616 (TTY 711)

Tagalog: May magagamit na tulong sa wika nang wala kayong babayaran, 24 na oras sa isang araw, 7 araw sa isang linggo.
Maaari kayong humiling ng mga serbisyo ng interpreter, 0 mga babasahin na isinalin sa inyong wika o sa mga alternatibong format.
Maaari rin kayong humiling ng mga pantulong na gamit at device sa aming mga pasilidad. Tawagan ang aming Center sa
Pakikipag-ugnayan ng Serbisyo sa Miyembro para sa tulong, 24 na oras sa isang araw, 7 araw sa isang linggo (sarado sa mga
pista opisyal).

e Medi-Cal: 1-855-839-7613 (TTY 711)
e Lahat ng iba pa: 1-800-464-4000 (TTY 711)
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Thai: dusnshadasunmaaan 24 m'immmu'i,mﬂ“luuﬂﬂ?jmn Tasaaausaaaldusnisain yinsudatanasiilunaisuag
ﬂmmaiusmmnauq 16 aardnsazaalnsaiuaziaiasiiathaubalaiquausaisaadniaa Tnsuniduadasadhausassundnuas
Wiazaauhandanaan 24 Huanaiu (Havinnsluheiuvaa)

o Medi-Cal: 1-855-839-7613 (TTY 711)
o NauqNInUA: 1-800-464-4000 (TTY 711)

Ukranian: lNocnyru nepeknagada HagarTbCs 6e3KoLWTOBHO, Linogoboso, 7 AHIB Ha TWxXAeHb. Bu moxeTte 3pobuTtun 3anut Ha
nocnyrn yCHoro nepekrnagada abo otpymaHHs maTtepianiB y nepeknagi MoBot, SIKOK BONOAIETE, UM B anbTepHaTUBHUX bopmaTax.
TakoX BN MOXETe 3poduTn 3annT Ha OTPUMaHHS AONOMIKHMX 3acobiB i MPUCTPOIB Yy 3aknagax Hallol Mepexi KoMMaHin.
TenedoHynTe B HaLl KOHTAKTHU LEHTP ANna o6cnyroByBaHHSA KIiEHTIB LinogoboBo, 7 OHIB HA TWXKAEHb (KPiM CBATKOBUX AHIB).

e Medi-Cal: 1-855-839-7613 (TTY 711)
e Yci iHwi: 1-800-464-4000 (TTY 711)

Vietnamese: Dich vu hé trg ngén nir dwoc cung cap mién | phi cho quy vi 24 gio, mdi ngay, 7 ngay trong tuan. Quy vi cO thé yéu
cau dich vu théng dich, hoac tai liéu dwoc dich ra ngon nglr cla quy vi hodc nhiéu hinh thirc khac. Quy vi cling cé thé yéu cau cac
phucyng tién tro gidp va thiét bi bd tro tai cac co s& clia chung toi. Goi cho Trung Tam Lién Lac ban Dich Vu Hbi Vién cta ching
t6i dé dwoc tro gitip, 24 gie> mbi ngay, 7 ngay trong tuan (trlr cac ngay 1€).

e Medi-Cal: 1-855-839-7613 (TTY 711)
e Moi chwong trinh khac: 1-800-464-4000 (TTY 711)
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MEDICARE PART D CREDITABLE COVERAGE NOTICE
IMPORTANT NOTICE FROM TAYLOR CORPORATION ABOUT
YOUR PRESCRIPTION DRUG COVERAGE AND MEDICARE

Please read this notice carefully and keep it where you can find it. This notice has information about your
current prescription drug coverage with Taylor Corporation and about your options under Medicare’s
prescription drug coverage. This information can help you decide whether you want to join a Medicare
drug plan. Information about where you can get help to make decisions about your prescription drug
coverage is at the end of this notice.

If neither you nor any of your covered dependents are eligible for or have Medicare, this notice does not
apply to you or your dependents, as the case may be. However, you should still keep a copy of this notice
in the event you or a dependent should qualify for coverage under Medicare in the future. Please note,
however, that later notices might supersede this notice.

Medicare prescription drug coverage became available in 2006 to everyone with Medicare. You can get
this coverage if you join a Medicare Prescription Drug Plan or join a Medicare Advantage Plan (like an
HMO or PPO) that offers prescription drug coverage. All Medicare drug plans provide at least a standard
level of coverage set by Medicare. Some plans may also offer more coverage for a higher monthly
premium.

Taylor Corporation has determined that the prescription drug coverage offered by the Taylor Corporation
Employee Health Care Plan (“Plan”) is, on average for all plan participants, expected to pay out as much
as standard Medicare prescription drug coverage pays and is considered “creditable” prescription drug
coverage. This is important for the reasons described below.

Because your existing coverage is, on average, at least as good as standard Medicare prescription drug
coverage, you can keep this coverage and not pay a higher premium (a penalty) if you later decide to
enroll in a Medicare drug plan, as long as you later enroll within specific time periods.

Enrolling in Medicare—General Rules
As some background, you can join a Medicare drug plan when you first become eligible for Medicare. If

you qualify for Medicare due to age, you may enroll in a Medicare drug plan during a seven-month initial
enrollment period. That period begins three months prior to your 65th birthday, includes the month you
turn 65, and continues for the ensuing three months. If you qualify for Medicare due to disability or end-
stage renal disease, your initial Medicare Part D enrollment period depends on the date your disability or
treatment began. For more information you should contact Medicare at the telephone number or web
address listed below.

Late Enrollment and the Late Enrollment Penalty

If you decide to wait to enroll in a Medicare drug plan you may enroll later, during Medicare Part D’s
annual enrollment period, which runs each year from October 15 through December 7. But as a general
rule, if you delay your enrollment in Medicare Part D, after first becoming eligible to enroll, you may
have to pay a higher premium (a penalty).

If after your initial Medicare Part D enrollment period you go 63 continuous days or longer without
“creditable” prescription drug coverage (that is, prescription drug coverage that’s at least as good as
Medicare’s prescription drug coverage), your monthly Part D premium may go up by at least 1 percent of
the premium you would have paid had you enrolled timely, for every month that you did not have
creditable coverage.

HB: 4884-9787-0549.1
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For example, if after your Medicare Part D initial enrollment period you go 19 months without coverage,
your premium may be at least 19% higher than the premium you otherwise would have paid. You may
have to pay this higher premium for as long as you have Medicare prescription drug coverage. However,
there are some important exceptions to the late enrollment penalty.

KC-1064147-2 3
HB: 4884-9787-0549.1
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Special Enrollment Period Exceptions to the Late Enrollment Penalty

There are “special enrollment periods” that allow you to add Medicare Part D coverage months or even
years after you first became eligible to do so, without a penalty. For example, if after your Medicare Part
D initial enrollment period you lose or decide to leave employer-sponsored or union-sponsored health
coverage that includes “creditable” prescription drug coverage, you will be eligible to join a Medicare
drug plan at that time.

In addition, if you otherwise lose other creditable prescription drug coverage (such as under an individual
policy) through no fault of your own, you will be able to join a Medicare drug plan, again without
penalty. These special enrollment periods end two months after the month in which your other coverage
ends.

Compare Coverage

You should compare your current coverage, including which drugs are covered at what cost, with the
coverage and costs of the plans offering Medicare prescription drug coverage in your area. See the Taylor
Corporation Plan’s summary plan description for a summary of the Plan’s prescription drug coverage. If
you don’t have a copy, you can get one by contacting us at the telephone number or address listed below.

Coordinating Other Coverage With Medicare Part D

Generally speaking, if you decide to join a Medicare drug plan while covered under the Taylor
Corporation Plan due to your employment (or someone else’s employment, such as a spouse or parent),
your coverage under the Taylor Corporation Plan will not be affected. For most persons covered under the
Plan, the Plan will pay prescription drug benefits first, and Medicare will determine its payments second.
For more information about this issue of what program pays first and what program pays second, see the
Plan’s summary plan description or contact Medicare at the telephone number or web address listed
below.

If you do decide to join a Medicare drug plan and drop your Taylor Corporation prescription drug
coverage, be aware that you and your dependents may not be able to get this coverage back. To regain
coverage you would have to re-enroll in the Plan, pursuant to the Plan’s eligibility and enrollment rules.
You should review the Plan’s summary plan description to determine if and when you are allowed to add
coverage.

For More Information About This Notice or Your Current Prescription Drug Coverage...

Contact the person listed below for further information, or call 507-625-2828. NOTE: You’ll get this
notice each year. You will also get it before the next period you can join a Medicare drug plan, and if this
coverage through Taylor Corporation changes. You also may request a copy.

For More Information About Your Options Under Medicare Prescription Drug Coverage...

More detailed information about Medicare plans that offer prescription drug coverage is in the “Medicare
& You” handbook. You’ll get a copy of the handbook in the mail every year from Medicare. You may
also be contacted directly by Medicare drug plans.

For more information about Medicare prescription drug coverage:

e Visit www.medicare.gov.

e (Call your State Health Insurance Assistance Program (see the inside back cover of your copy of the
“Medicare & You” handbook for their telephone number) for personalized help,

e Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048.

If you have limited income and resources, extra help paying for Medicare prescription drug coverage is
available. For information about this extra help, visit Social Security on the web at
www.socialsecurity.gov, or call them at 1-800-772-1213 (TTY 1-800-325-0778).

KC-1064147-2 4
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Remember: Keep this Creditable Coverage notice. If you decide to join one of the Medicare drug
plans, you may be required to provide a copy of this notice when you join to show whether or not
you have maintained creditable coverage and whether or not you are required to pay a higher
premium (a penalty).

Date: January 1, 2025
Name of Entity/Sender: Manager of Benefits
Contact—Position/Office: Manager of Benefits
Address: 1725 Roe Crest Drive
North Mankato, MN 56003
Phone Number: 507-625-2828

Nothing in this notice gives you or your dependents a right to coverage under the Plan. Your (or
your dependents’) right to coverage under the Plan is determined solely under the terms of the
Plan.

KC-1064147-2 5
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HIPAA COMPREHENSIVE NOTICE OF PRIVACY POLICY
AND PROCEDURES

TAYLOR CORPORATION
IMPORTANT NOTICE
COMPREHENSIVE NOTICE OF PRIVACY POLICY AND PROCEDURES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE
USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.
PLEASE REVIEW IT CAREFULLY.

This notice is provided to you on behalf of:

Taylor Corporation Employee Health Care Plan

These plans comprise what is called an “Affiliated Covered Entity,” and are treated as a single plan for
purposes of this notice and the privacy rules that require it. For purposes of this notice, we will refer to
these plans as a single “Plan.”

For the remainder of this notice, Taylor Corporation is referred to as Company.

KC-1064147-2 6
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1. Introduction: This Notice is being provided to all
covered participants in accordance with the Health
Insurance Portability and Accountability Act of 1996
(HIPAA) and is intended to apprise you of the legal
duties and privacy practices of the Company’s self-
insured group health plans. If you are a participant in
any fully insured group health plan of the Company,
then the insurance carriers with respect to those plans
is required to provide you with a separate privacy
notice regarding its practices.

2. General Rule: A group health plan is required by
HIPAA to maintain the privacy of protected health
information, to provide individuals with notices of
the plan’s legal duties and privacy practices with
respect to protected health information, and to notify
affected individuals follow a breach of unsecured
protected health information. In general, a group
health plan may only disclose protected health
information (i) for the purpose of carrying out
treatment, payment and health care operations of the
plan, (ii) pursuant to your written authorization; or
(ii1) for any other permitted purpose under the
HIPAA regulations.

3.  Protected Health Information: The term
“protected health information” includes all
individually  identifiable  health  information
transmitted or maintained by a group health plan,
regardless of whether or not that information is
maintained in an oral, written or electronic format.
Protected health information does not include
employment records or health information that has
been stripped of all individually identifiable
information and with respect to which there is no
reasonable basis to believe that the health information
can be used to identify any particular individual.

4. Use and Disclosure for Treatment, Payment and
Health Care Operations: A group health plan may
use protected health information without your
authorization to carry out treatment, payment and
health care operations of the group health plan.

e An example of a “treatment” activity includes
consultation between the plan and your health
care provider regarding your coverage under the
plan.

e Examples of “payment” activities include billing,
claims management, and medical necessity
reviews.

e Examples of “health care operations” include
disease management and case management
activities.
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The group health plan may also disclose protected
health information to a designated group of
employees of the Company, known as the HIPAA
privacy team, for the purpose of carrying out plan
administrative  functions, including treatment,
payment and health care operations.

If protected health information is properly disclosed
under the HIPAA Privacy Practices, such information
may be subject to redisclosure by the recipient and no
longer protected under the HIPAA Privacy Practices.

5. Disclosure for Underwriting Purposes. A group
health plan is generally prohibited from using or
disclosing protected health information that is genetic
information of an individual for purposes of
underwriting.

6. Uses and Disclosures Requiring Written
Authorization: Subject to certain exceptions
described elsewhere in this Notice or set forth in
regulations of the Department of Health and Human
Services, a group health plan may not disclose
protected health information for reasons unrelated to
treatment, payment or health care operations without
your authorization. Specifically, a group health plan
may not use your protected health information for
marketing purposes or sell your protected health
information. Any use or disclosure not disclosed in
this Notice will be made only with your written
authorization. If you authorize a disclosure of
protected health information, it will be disclosed
solely for the purpose of your authorization and may
be revoked at any time. Authorization forms are
available from the Privacy Official identified in
section 23.

7. Special Rule for Mental Health Information:
Your written authorization generally will be obtained
before a group health plan will use or disclose
psychotherapy notes (if any) about you.

8. Uses and Disclosures for which Authorization or
Opportunity to Object is not Required: A group
health plan may use and disclose your protected
health information without your authorization under
the following circumstances:




When required by law;

When permitted for purposes of public health
activities;

When authorized by law to report information
about abuse, neglect or domestic violence to
public authorities;

When authorized by law to a public health
oversight agency for oversight activities (subject
to certain limitation described in paragraph 20
below);

When required for judicial or administrative
proceedings (subject to certain limitation
described in paragraph 20 below);

When required for law enforcement purposes
(subject to certain limitation described in
paragraph 20 below);

When required to be given to a coroner or
medical examiner or funeral director (subject to
certain limitation described in paragraph 20
below);

When disclosed to an organ procurement
organization;

When used for research, subject to certain
conditions;

When necessary to prevent or lessen a serious
and imminent threat to the health or safety of a
person or the public and the disclosure is to a
person reasonably able to prevent or lessen the
threat; and

When authorized by and to the extent necessary
to comply with workers’ compensation or other
similar programs established by law.
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9. Minimum Necessary Standard: When using or
disclosing protected health information or when
requesting protected health information from another
covered entity, a group health plan must make
reasonable efforts not to use, disclose or request more
than the minimum amount of protected health
information necessary to accomplish the intended
purpose of the use, disclosure or request. The
minimum necessary standard will not apply to:
disclosures to or requests by a health care provider
for treatment; uses or disclosures made to the
individual about his or her own protected health
information, as permitted or required by HIPAA;
disclosures made to the Department of Health and
Human Services; or uses or disclosures that are
required by law.

10. Disclosures of Summary Health Information: A
group health plan may use or disclose summary
health information to the Company for the purpose of
obtaining premium bids or modifying, amending or
terminating the group health plan. Summary health
information summarizes the participant claims
history and other information without identifying
information specific to any one individual.

11. Disclosures of Enrollment Information: A group
health plan may disclose to the Company information
on whether an individual is enrolled in or has
disenrolled in the plan.

12. Disclosure to the Department of Health and
Human Services: A group health plan may use and
disclose your protected health information to the
Department of Health and Human Services to
investigate or determine the group health plan’s
compliance with the privacy regulations.

13. Disclosures to Family Members, other Relations
and Close Personal Friends: A group health plan may
disclose protected health information to your family
members, other relatives, close personal friends and
anyone else you choose, if: (i) the information is
directly relevant to the person’s involvement with
your care or payment for that care, and (ii) either you
have agreed to the disclosure, you have been given an
opportunity to object and have not objected, or it is
reasonably inferred from the circumstances, based on
the plan’s common practice, that you would not
object to the disclosure.

For example, if you are married, the plan will share
your protected health information with your spouse if
he or she reasonably demonstrates to the plan and its



representatives that he or she is acting on your behalf
and with your consent. Your spouse might to do so
by providing the plan with your claim number or
social security number. Similarly, the plan will
normally share protected health information about a
dependent child (whether or not emancipated) with
the child’s parents. The plan might also disclose your
protected health information to your family members,
other relatives, and close personal friends if you are
unable to make health care decisions about yourself
due to incapacity or an emergency.

14. Appointment of a Personal Representative: You
may exercise your rights through a personal
representative upon appropriate proof of authority
(including, for example, a notarized power of
attorney). The group health plan retains discretion to
deny access to your protected health information to a
personal representative.

15. Individual Right to Request Restrictions on Use
or Disclosure of Protected Health Information: You
may request the group health plan to restrict (1) uses
and disclosures of your protected health information
to carry out treatment, payment or health care
operations, or (2) uses and disclosures to family
members, relatives, friends or other persons
identified by you who are involved in your care or
payment for your care. However, the group health
plan is not required to and normally will not agree to
your request in the absence of special circumstances.
A covered entity (other than a group health plan)
must agree to the request of an individual to restrict
disclosure of protected health information about the
individual to the group health plan, if (a) the
disclosure is for the purpose of carrying out payment
or health care operations and is not otherwise
required by law, and (b) the protected health
information pertains solely to a health care item or
service for which the individual (or person other the
health plan on behalf of the individual) has paid the
covered entity in full.

16.  Individual Right to Request Alternative
Communications:  The group health plan will
accommodate reasonable written requests to receive
communications of protected health information by
alternative means or at alternative locations (such as
an alternative telephone number or mailing address)
if you represent that disclosure otherwise could
endanger you. The plan will not normally
accommodate a request to receive communications of
protected health information by alternative means or
at alternative locations for reasons other than your
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endangerment unless special circumstances warrant
an exception.

17. Individual Right to Inspect and Copy Protected
Health Information: You have a right to inspect and
obtain a copy of your protected health information
contained in a “designated record set,” for as long as
the group health plan maintains the protected health
information. A “designated record set” includes the
medical records and billing records about individuals
maintained by or for a covered health care provider;
enrollment, payment, billing, claims adjudication and
case or medical management record systems
maintained by or for a health plan; or other
information used in whole or in part by or for the
group health to make decisions about individuals.

The requested information will be provided within 30
days if the information is maintained on site or within
60 days if the information is maintained offsite. A
single 30-day extension is allowed if the group health
plan is unable to comply with the deadline. If access
is denied, you or your personal representative will be
provided with a written denial setting forth the basis
for the denial, a description of how you may exercise
those review rights and a description of how you may
contact the Secretary of the U.S. Department of
Health and Human Services.

18. Individual Right to Amend Protected Health
Information: You have the right to request the group
health plan to amend your protected health
information for as long as the protected health
information is maintained in the designated record
set. The group health plan has 60 days after the
request is made to act on the request. A single 30-
day extension is allowed if the group health plan is
unable to comply with the deadline. If the request is
denied in whole or part, the group health plan must
provide you with a written denial that explains the
basis for the denial. You may then submit a written
statement disagreeing with the denial and have that
statement included with any future disclosures of
your protected health information.

19. Right to Receive an Accounting of Protected
Health Information Disclosures: You have the right
to request an accounting of all disclosures of your
protected health information by the group health plan
during the six years prior to the date of your request.
However, such accounting need not include
disclosures made: (1) to carry out treatment, payment
or health care operations; (2)to individuals about
their own protected health information; (3) prior to




the compliance date; or (4)pursuant to an
individual’s authorization.

If the accounting cannot be provided within 60 days,
an additional 30 days is allowed if the individual is
given a written statement of the reasons for the delay
and the date by which the accounting will be
provided. If you request more than one accounting
within a 12-month period, the group health plan may
charge a reasonable fee for each subsequent
accounting.

20. Reproductive Health Care Privacy: Effective
December 22, 2024, a group health plan may not
disclose protected health information to: (i) conduct
a criminal, civil, or administrative investigation into
a person for the mere act of seeking, obtaining,
providing, or facilitating reproductive health care; (ii)
impose criminal, civil, or administrative liability on
any person for the mere act of seeking, obtaining,
providing, or facilitating reproductive health care; or
(iii) identify any person for the purposes described in
(1) and (ii).

Reproductive health care means care, services, or
supplies related to the reproductive health of the
individual.

This prohibition only applies if the reproductive
health care is lawful under the law of the state in
which the health care was provided and under the
circumstances in which it was provided, or if the
reproductive health care was protected, required, or
authorized by Federal law, including the United
States Constitution, regardless of the state in which it
is provided. For example, if you receive reproductive
health care in a state where such care is lawful even
though it is not lawful in the state where you reside,
the plan may not disclose this information to conduct
an investigation.

A group health plan may not use or disclose protected
health information potentially related to reproductive
health care for the purposes of uses and disclosures
of 1) public health oversight activities, 2) judicial and
administrative proceedings, 3) law enforcement
purposes, and 4) coroners and medical examiners
without obtaining a valid attestation from the person
requesting the use or disclosure of such information.
A valid attestation under this section must include the
following elements:

(i) A description of the information requested
that identifies the information in a specific fashion,
including one of the following: (A) the name of any
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individual(s) whose protected health information is
sought, if practicable; and (B) if including the
name(s) of any individual(s) whose protected health
information is sought is not practicable, a description
of the class of individuals whose protected health
information is sought.

(i) The name or other specific identification
of the person(s), or class of persons, who are
requested to make the use or disclosure.

(iii) The name or other specific identification
of the person(s), or class of persons, to whom the
covered entity is to make the requested use or
disclosure.

(iv) A clear statement that the use or
disclosure is not for a purpose prohibited by the
reproductive health care regulation.

(v) A statement that a person may be subject
to criminal penalties if that person knowingly and in
violation of HIPAA obtains individually identifiable
health information relating to an individual or
discloses individually identifiable health information
to another person.

(vi) Signature of the person requesting the
protected health information, which may be an
electronic signature, and date. If the attestation is
signed by a representative of the person requesting
the information, a description of such representative's
authority to act for the person must also be provided.

For example, if you lawfully obtain an abortion and
an investigation into the provider is conducted, law
enforcement would need to submit an attestation in
order to try and obtain the information. The plan
would deny the request per HIPAA’s prohibition on
the disclosure of reproductive health care because
such care was lawful.

21. The Right to Receive a Paper Copy of This
Notice Upon Request: If you are receiving this
Notice in an electronic format, then you have the right




to receive a written copy of this Notice free of charge
by contacting the Privacy Official (see section 24).

22. Changes in the Privacy Practice. Each group
health plan reserves the right to change its privacy
practices from time to time by action of the Privacy
Official. You will be provided with an advance
notice of any material change in the plan’s privacy
practices.

23. Your Right to File a Complaint with the Group
Health Plan or the Department of Health and Human
Services: If you believe that your privacy rights have
been violated, you may complain to the group health
plan in care of the HIPAA Privacy Official (see
section 24). You may also file a complaint with the
Secretary of the U.S. Department of Health and
Human Services, Hubert H. Humphrey Building, 200
Independence Avenue S.W., Washington, D.C.
20201. The group health plan will not retaliate
against you for filing a complaint.

24. Person to Contact at the Group Health Plan for
More Information: If you have any questions
regarding this Notice or the subjects addressed in it,
you may contact the Privacy Official.
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Privacy Official
The Plan’s Privacy Official, the person responsible for ensuring compliance with this notice, is:

HIPPA Privacy Officer

Organized Health Care Arrangement Designation

The Plan participates in what the federal privacy rules call an “Organized Health Care Arrangement.” The
purpose of that participation is that it allows PHI to be shared between the members of the Arrangement, without
authorization by the persons whose PHI is shared, for health care operations. Primarily, the designation is useful
to the Plan because it allows the insurers who participate in the Arrangement to share PHI with the Plan for
purposes such as shopping for other insurance bids.

The members of the Organized Health Care Arrangement are:

Taylor Corporation Employee Health Care Medical Plan Kaiser Permanente

Effective Date
The effective date of this notice is: January 1, 2025.
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NOTICE OF SPECIAL ENROLLMENT RIGHTS

TAYLOR CORPORATION EMPLOYEE HEALTH CARE PLAN

If you are declining enrollment for yourself or your dependents (including your spouse) because of other health
insurance or group health plan coverage, you may be able to later enroll yourself and your dependents in this plan
if you or your dependents lose eligibility for that other coverage (or if the employer stops contributing toward
your or your dependents’ other coverage).

Loss of eligibility includes but is not limited to:

o Loss of eligibility for coverage as a result of ceasing to meet the plan’s eligibility requirements (e.g., divorce,
cessation of dependent status, death of an employee, termination of employment, reduction in the number of
hours of employment);

e Loss of HMO coverage because the person no longer resides or works in the HMO service area and no other
coverage option is available through the HMO plan sponsor;

o Elimination of the coverage option a person was enrolled in, and another option is not offered in its place;
Failing to return from an FMLA leave of absence; and

o Loss of eligibility under Medicaid or the Children’s Health Insurance Program (CHIP).

Unless the event giving rise to your special enrollment right is a loss of eligibility under Medicaid or CHIP, you
must request enrollment within 30 days after your or your dependent’s(s’) other coverage ends (or after the
employer that sponsors that coverage stops contributing toward the coverage).

If the event giving rise to your special enrollment right is a loss of coverage under Medicaid or CHIP, you may
request enrollment under this plan within 60 days of the date you or your dependent(s) lose such coverage under
Medicaid or CHIP. Similarly, if you or your dependent(s) become eligible for a state-granted premium subsidy
toward this plan, you may request enrollment under this plan within 60 days after the date Medicaid or CHIP
determine that you or the dependent(s) qualify for the subsidy.

In addition, if you have a new dependent as a result of marriage, birth, adoption, or placement for adoption, you
may be able to enroll yourself and your dependents. However, you must request enrollment within 30 days after
the marriage, birth, adoption, or placement for adoption.
To request special enrollment or obtain more information, contact:

Manager of Benefits

507-625-2828

* This notice is relevant for healthcare coverages subject to the HIPAA portability rules.
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GENERAL COBRA NOTICE

Introduction

You’re getting this notice because you recently gained coverage under a group health plan (the Plan). This notice
has important information about your right to COBRA continuation coverage, which is a temporary extension of
coverage under the Plan. This notice explains COBRA continuation coverage, when it may become
available to you and your family, and what you need to do to protect your right to get it. When you become
eligible for COBRA, you may also become eligible for other coverage options that may cost less than COBRA
continuation coverage.

The right to COBRA continuation coverage was created by a federal law, the Consolidated Omnibus Budget
Reconciliation Act of 1985 (COBRA). COBRA continuation coverage can become available to you and other
members of your family when group health coverage would otherwise end. For more information about your
rights and obligations under the Plan and under federal law, you should review the Plan’s Summary Plan
Description or contact the Plan Administrator.

You may have other options available to you when you lose group health coverage. For example, you may
be eligible to buy an individual plan through the Health Insurance Marketplace. By enrolling in coverage through
the Marketplace, you may qualify for lower costs on your monthly premiums and lower out-of-pocket costs.
Additionally, you may qualify for a 30-day special enrollment period for another group health plan for which you
are eligible (such as a spouse’s plan), even if that plan generally doesn’t accept late enrollees.

What is COBRA continuation coverage?

COBRA continuation coverage is a continuation of Plan coverage when it would otherwise end because of a life
event. This is also called a “qualifying event.” Specific qualifying events are listed later in this notice. After a
qualifying event, COBRA continuation coverage must be offered to each person who is a “qualified beneficiary.”
You, your spouse, and your dependent children could become qualified beneficiaries if coverage under the Plan is
lost because of the qualifying event. Under the Plan, qualified beneficiaries who elect COBRA continuation
coverage must pay for COBRA continuation coverage.

If you’re an employee, you’ll become a qualified beneficiary if you lose your coverage under the Plan because of
the following qualifying events:
®  Your hours of employment are reduced, or
*  Your employment ends for any reason other than your gross misconduct.
If you’re the spouse of an employee, you’ll become a qualified beneficiary if you lose your coverage under the
Plan because of the following qualifying events:
e  Your spouse dies;
e Your spouse’s hours of employment are reduced;
e Your spouse’s employment ends for any reason other than his or her gross misconduct;
e Your spouse becomes entitled to Medicare benefits (under Part A, Part B, or both); or
e You become divorced or legally separated from your spouse.
Your dependent children will become qualified beneficiaries if they lose coverage under the Plan because of the
following qualifying events:
The parent-employee dies;
The parent-employee’s hours of employment are reduced;
The parent-employee’s employment ends for any reason other than his or her gross misconduct;
The parent-employee becomes entitled to Medicare benefits (Part A, Part B, or both);
The parents become divorced or legally separated; or
The child stops being eligible for coverage under the Plan as a “dependent child.”

When is COBRA continuation coverage available?
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The Plan will offer COBRA continuation coverage to qualified beneficiaries only after the Plan Administrator
has been notified that a qualifying event has occurred. The employer must notify the Plan Administrator of the
following qualifying events:

e The end of employment or reduction of hours of employment;

e Death of the employee;

e The employee’s becoming entitled to Medicare benefits (under Part A, Part B, or both).

For all other qualifying events (divorce or legal separation of the employee and spouse or a dependent
child’s losing eligibility for coverage as a dependent child), you must notify the Plan Administrator within
30 days after the qualifying event occurs. You must provide this notice in writing to the Plan
Administrator. Any notice you provide must state the name of the plan or plans under which you lost or
are losing coverage, the name and address of the employee covered under the plan, the name(s) and
address(es) of the qualified beneficiary(ies), and the qualifying event and the date it happened. The Plan
Administrator will direct you to provide the appropriate documentation to show proof of the event.

How is COBRA continuation coverage provided?

Once the Plan Administrator receives notice that a qualifying event has occurred, COBRA continuation coverage
will be offered to each of the qualified beneficiaries. Each qualified beneficiary will have an independent right to
elect COBRA continuation coverage. Covered employees may elect COBRA continuation coverage on behalf of
their spouses, and parents may elect COBRA continuation coverage on behalf of their children.

COBRA continuation coverage is a temporary continuation of coverage that generally lasts for 18 months due to
employment termination or reduction of hours of work. Certain qualifying events, or a second qualifying event
during the initial period of coverage, may permit a beneficiary to receive a maximum of 36 months of coverage.

There are also ways in which this 18-month period of COBRA continuation coverage can be extended:
Disability extension of 18-month period of COBRA continuation coverage

If you or anyone in your family covered under the Plan is determined by Social Security to be disabled and you
notify the Plan Administrator in a timely fashion, you and your entire family may be entitled to get up to an
additional 11 months of COBRA continuation coverage, for a maximum of 29 months. The disability would
have to have started at some time before the 60th day of COBRA continuation coverage and must last at least
until the end of the 18-month period of COBRA continuation coverage. If you believe you are eligible for this
extension, contact the Plan Administrator.

Second qualifying event extension of 18-month period of continuation coverage

If your family experiences another qualifying event during the 18 months of COBRA continuation coverage, the
spouse and dependent children in your family can get up to 18 additional months of COBRA continuation
coverage, for a maximum of 36 months, if the Plan is properly notified about the second qualifying event. This
extension may be available to the spouse and any dependent children getting COBRA continuation coverage if
the employee or former employee dies; becomes entitled to Medicare benefits (under Part A, Part B, or both);
gets divorced or legally separated; or if the dependent child stops being eligible under the Plan as a dependent
child. This extension is only available if the second qualifying event would have caused the spouse or dependent
child to lose coverage under the Plan had the first qualifying event not occurred.

Are there other coverage options besides COBRA Continuation Coverage?

Yes. Instead of enrolling in COBRA continuation coverage, there may be other coverage options for you and
your family through the Health Insurance Marketplace, Medicare, Medicaid, Children’s Health Insurance
Program (CHIP), or other group health plan coverage options (such as a spouse’s plan) through what is called a
“special enrollment period.” Some of these options may cost less than COBRA continuation coverage. You can
learn more about many of these options at www.healthcare.gov.

Can I enroll in Medicare instead of COBRA continuation coverage after my group health plan coverage
ends?


https://www.healthcare.gov/are-my-children-eligible-for-chip
https://www.healthcare.gov/are-my-children-eligible-for-chip
https://www.dol.gov/ebsa/www.healthcare.gov
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In general, if you don’t enroll in Medicare Part A or B when you are first eligible because you are still employed,
after the Medicare initial enrollment period, you have an 8-month special enrollment period' to sign up for
Medicare Part A or B, beginning on the earlier of

e The month after your employment ends; or

e The month after group health plan coverage based on current employment ends.
If you don’t enroll in Medicare and elect COBRA continuation coverage instead, you may have to pay a Part B
late enrollment penalty and you may have a gap in coverage if you decide you want Part B later. If you elect
COBRA continuation coverage and later enroll in Medicare Part A or B before the COBRA continuation
coverage ends, the Plan may terminate your continuation coverage. However, if Medicare Part A or B is
effective on or before the date of the COBRA election, COBRA coverage may not be discontinued on account of
Medicare entitlement, even if you enroll in the other part of Medicare after the date of the election of COBRA
coverage.
If you are enrolled in both COBRA continuation coverage and Medicare, Medicare will generally pay first
(primary payer) and COBRA continuation coverage will pay second. Certain plans may pay as if secondary to
Medicare, even if you are not enrolled in Medicare.
For more information visit https://www.medicare.gov/medicare-and-you.

If you have questions

Questions concerning your Plan or your COBRA continuation coverage rights should be addressed to the contact
or contacts identified below. For more information about your rights under the Employee Retirement Income
Security Act (ERISA), including COBRA, the Patient Protection and Affordable Care Act, and other laws
affecting group health plans, contact the nearest Regional or District Office of the U.S. Department of Labor’s
Employee Benefits Security Administration (EBSA) in your area or visit www.dol.gov/ebsa. (Addresses and
phone numbers of Regional and District EBSA Offices are available through EBSA’s website.) For more
information about the Marketplace, visit www.HealthCare.gov.

Keep your Plan informed of address changes

To protect your family’s rights, let the Plan Administrator know about any changes in the addresses of family
members. You should also keep a copy, for your records, of any notices you send to the Plan Administrator.
Plan contact information

For additional information regarding your COBRA continuation coverage rights, please contact the Plan
Administrator below:

Manager of Benefits

1725 Roe Crest Drive
North Mankato, MN 56003
507-625-2828

" https://www.medicare.gov/sign-up-change-plans/how-do-i-get-parts-a-b/part-a-part-b-sign-up-periods.
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NOTICE OF RIGHT TO DESIGNATE PRIMARY CARE PROVIDER AND OF NO OBLIGATION
FOR PRE-AUTHORIZATION FOR OB/GYN CARE

Taylor Corporation Employee Health Care Plan generally allows the designation of a primary care provider. You
have the right to designate any primary care provider who participates in our network and who is available to
accept you or your family members. For information on how to select a primary care provider, and for a list of
the participating primary care providers, contact the plan administrator at 507-625-2828.

For children, you may designate a pediatrician as the primary care provider.

You do not need prior authorization from Taylor Corporation Employee Health Care Plan or from any other
person (including a primary care provider) in order to obtain access to obstetrical or gynecological care from a
health care professional in our network who specializes in obstetrics or gynecology. The health care professional,
however, may be required to comply with certain procedures, including obtaining prior authorization for certain
services, following a pre-approved treatment plan, or procedures for making referrals. For a list of participating
health care professionals who specialize in obstetrics or gynecology, contact the Taylor Corporation Employee
Health Care Plan at:

Manager of Benefits
507-625-2828
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WOMEN’S HEALTH AND CANCER RIGHTS NOTICE

Taylor Corporation Employee Health Care Plan is required by law to provide you with the following notice:

The Women’s Health and Cancer Rights Act of 1998 (“WHCRA”) provides certain protections for individuals
receiving mastectomy-related benefits. Coverage will be provided in a manner determined in consultation with
the attending physician and the patient for:

All stages of reconstruction of the breast on which the mastectomy was performed;
Surgery and reconstruction of the other breast to produce a symmetrical appearance;
Prostheses; and

Treatment of physical complications of the mastectomy, including lymphedemas.

The Taylor Corporation Employee Health Care Plan provide(s) medical coverage for mastectomies and the
related procedures listed above, subject to the same deductibles and coinsurance applicable to other medical and
surgical benefits provided under this plan.

If you would like more information on WHCRA benefits, please contact your Plan Administrator at:

Manager of Benefits
507-625-2828
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MICHELLE’S LAW NOTICE

(To Accompany Certification of Dependent Student Status)

Michelle’s Law is a federal law that requires certain group health plans to continue eligibility for adult dependent
children who are students attending a post-secondary school, where the children would otherwise cease to be
considered eligible students due to a medically necessary leave of absence from school. In such a case, the plan
must continue to treat the child as eligible up to the earlier of:

o The date that is one year following the date the medically necessary leave of absence began; or
e The date coverage would otherwise terminate under the plan.

For the protections of Michelle’s Law to apply, the child must:

e Be a dependent child, under the terms of the plan, of a participant or beneficiary; and
e Have been enrolled in the plan, and as a student at a post-secondary educational institution, immediately
preceding the first day of the medically necessary leave of absence.

“Medically necessary leave of absence” means any change in enrollment at the post-secondary school that begins
while the child is suffering from a serious illness or injury, is medically necessary, and causes the child to lose
student status for purposes of coverage under the plan.

If you believe your child is eligible for this continued eligibility, you must provide to the plan a written
certification by his or her treating physician that the child is suffering from a serious illness or injury and that the
leave of absence is medically necessary.

If you have any questions regarding the information contained in this notice or your child’s right to Michelle’s
Law’s continued coverage, you should contact the, Manager of Benefits, 507-625-2828.
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NOTICE FOR EMPLOYER-SPONSORED WELLNESS PROGRAMS

Taylor Corporation Wellness Program is a voluntary wellness program available to all employees and spouses
enrolled in the medical plan. The program is administered according to federal rules permitting employer-
sponsored wellness programs that seek to improve employee health or prevent disease, including the Americans
with Disabilities Act of 1990 (ADA), the Genetic Information Nondiscrimination Act of 2008 (GINA), and the
Health Insurance Portability and Accountability Act, as applicable, among others.

Details about the wellness program, including criteria and incentives, can be found in the Benefit Guide.

If you are unable to participate in any of the health-related activities or achieve any of the health outcomes
required to earn an incentive, you may be entitled to a reasonable accommodation or an alternative standard. You
may request a reasonable accommodation or an alternative standard by contacting Lockton Nurse Advocate at
833-782-7403 or taylorlna@lockton.com.

The information from the Biometric Screening and the Health Risk Assessment will be used to provide you with
information to help you understand your current health and potential risks, and may also be used to offer you
services through the wellness program, such as education, coaching, or additional testing. You also are
encouraged to share your results or concerns with your own doctor.

Protections from Disclosure of Medical Information

We are required by law to maintain the privacy and security of your personally identifiable health information.
Although the wellness program and Taylor Corporation may use aggregate information it collects to design a
program based on identified health risks in the workplace, the wellness program will never disclose any of your
personal information either publicly or to the employer, except as necessary to respond to a request from you for
a reasonable accommodation needed to participate in the wellness program, or as expressly permitted by law.
Medical information that personally identifies you that is provided in connection with the wellness program will
not be provided to your supervisors or managers and may never be used to make decisions regarding your
employment.

Your health information will not be sold, exchanged, transferred, or otherwise disclosed except to the extent
permitted by law to carry out specific activities related to the wellness program, and you will not be asked or
required to waive the confidentiality of your health information as a condition of participating in the wellness
program or receiving an incentive. Anyone who receives your information for purposes of providing you services
as part of the wellness program will abide by the same confidentiality requirements. The only individual(s) who
will receive your personally identifiable health information is (are) business associates of Lockton. in order to
provide you with services under the wellness program.

In addition, all medical information obtained through the wellness program will be maintained separate from your
personnel records, information stored electronically will be encrypted, and no information you provide as part of
the wellness program will be used in making any employment decision. Appropriate precautions will be taken to
avoid any data breach, and in the event a data breach occurs involving information you provide in connection
with the wellness program, we will notify you immediately.

You may not be discriminated against in employment because of the medical information you provide as part of
participating in the wellness program, nor may you be subjected to retaliation if you choose not to participate.
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If you have questions or concerns regarding this notice, or about protections against discrimination and
retaliation, please contact the Manager of Benefits at 507-625-2828.
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Premium Assistance Under Medicaid and the
Children’s Health Insurance Program (CHIP)

If you or your children are eligible for Medicaid or CHIP and you’re eligible for health coverage from your employer,
your state may have a premium assistance program that can help pay for coverage, using funds from their Medicaid or
CHIP programs. If you or your children aren’t eligible for Medicaid or CHIP, you won’t be eligible for these premium
assistance programs but you may be able to buy individual insurance coverage through the Health Insurance Marketplace.
For more information, visit www.healthcare.gov.

If you or your dependents are already enrolled in Medicaid or CHIP and you live in a State listed below, contact your
State Medicaid or CHIP office to find out if premium assistance is available.

If you or your dependents are NOT currently enrolled in Medicaid or CHIP, and you think you or any of your dependents
might be eligible for either of these programs, contact your State Medicaid or CHIP office or dial 1-877-KIDS NOW or
www.insurekidsnow.gov to find out how to apply. If you qualify, ask your state if it has a program that might help you
pay the premiums for an employer-sponsored plan.

If you or your dependents are eligible for premium assistance under Medicaid or CHIP, as well as eligible under your
employer plan, your employer must allow you to enroll in your employer plan if you aren’t already enrolled. This is
called a “special enrollment” opportunity, and you must request coverage within 60 days of being determined eligible
for premium assistance. If you have questions about enrolling in your employer plan, contact the Department of Labor
at www.askebsa.dol.gov or call 1-866-444-EBSA (3272).

If you live in one of the following states, you may be eligible for assistance paying your employer health plan
premiums. The following list of states is current as of July 31, 2024. Contact your State for more information on
eligibility —

ALABAMA - Medicaid ALASKA — Medicaid
Website: http://myalhipp.com/ The AK Health Insurance Premium Payment Program
Phone: 1-855-692-5447 Website: http://myakhipp.com/

Phone: 1-866-251-4861

Email: CustomerService@MyAKHIPP.com
Medicaid Eligibility:
https://health.alaska.gov/dpa/Pages/default.aspx

ARKANSAS — Medicaid CALIFORNIA — Medicaid
Website: http://myarhipp.com/ Health Insurance Premium Payment (HIPP) Program Website:
Phone: 1-855-MyARHIPP (855-692-7447) http://dhcs.ca.gov/hipp

Phone: 916-445-8322
Fax: 916-440-5676
Email: hipp@dhcs.ca.gov

COLORADO — Health First Colorado FLORIDA — Medicaid
(Colorado’s Medicaid Program) & Child Health
Plan Plus (CHP+)
Health First Colorado Website: Website:
https://www.healthfirstcolorado.com/ https://www.flmedicaidtplrecovery.com/flmedicaidtplrecover
Health First Colorado Member Contact Center: y.com/hipp/index.html
1-800-221-3943/State Relay 711 Phone: 1-877-357-3268

CHP+: https://hcpf.colorado.gov/child-health-plan-plus
CHP+ Customer Service: 1-800-359-1991/State Relay 711
Health Insurance Buy-In Program (HIBI):
https://www.mycohibi.com/

HIBI Customer Service: 1-855-692-6442
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GEORGIA — Medicaid
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INDIANA — Medicaid

GA HIPP Website: https://medicaid.georgia.gov/health-
insurance-premium-payment-program-hipp

Phone: 678-564-1162, Press 1

GA CHIPRA Website:
https://medicaid.georgia.gov/programs/third-party-
liability/childrens-health-insurance-program-reauthorization-

act-2009-chipra
Phone: 678-564-1162, Press 2

IOWA — Medicaid and CHIP (Hawki)

Health Insurance Premium Payment Program
All other Medicaid

Website: https://www.in.gov/medicaid/
http://www.in.gov/fssa/dfr/

Family and Social Services Administration
Phone: 1-800-403-0864

Member Services Phone: 1-800-457-4584

KANSAS — Medicaid

Medicaid Website:

Towa Medicaid | Health & Human Services

Medicaid Phone: 1-800-338-8366

Hawki Website:

Hawki - Healthy and Well Kids in Iowa | Health & Human
Services

Hawki Phone: 1-800-257-8563

HIPP Website: Health Insurance Premium Payment (HIPP) |

Health & Human Services (iowa.gov)
HIPP Phone: 1-888-346-9562

KENTUCKY - Medicaid

Kentucky Integrated Health Insurance Premium Payment
Program (KI-HIPP) Website:
https://chfs.ky.gov/agencies/dms/member/Pages/kihipp.aspx
Phone: 1-855-459-6328

Email: KIHIPP.PROGRAM@ky.gov

KCHIP Website: https://kynect.ky.gov

Phone: 1-877-524-4718

Kentucky Medicaid Website:
https://chfs.ky.gov/agencies/dms

MAINE — Medicaid

Enrollment Website:

https://www.mymaineconnection.gov/benefits/s/?language=en
UsS

Phone: 1-800-442-6003

TTY: Maine relay 711

Private Health Insurance Premium Webpage:

https://www.maine.gov/dhhs/ofi/applications-forms

Phone: 1-800-977-6740

TTY: Maine relay 711

Website:
https://mn.gov/dhs/health-care-coverage/
Phone: 1-800-657-3672

MINNESOTA — Medicaid MISSOURI — Medicaid

Website: https://www.kancare.ks.gov/
Phone: 1-800-792-4884
HIPP Phone: 1-800-967-4660

LOUISIANA — Medicaid

Website: www.medicaid.la.gov or www.ldh.la.gov/lahipp
Phone: 1-888-342-6207 (Medicaid hotline) or
1-855-618-5488 (LaHIPP)

MASSACHUSETTS — Medicaid and CHIP

Website: https://www.mass.gov/masshealth/pa
Phone: 1-800-862-4840

TTY: 711

Email: masspremassistance@accenture.com

Website:
http://www.dss.mo.gov/mhd/participants/pages/hipp.htm
Phone: 573-751-2005
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MONTANA — Medicaid NEBRASKA — Medicaid
Website: Website: http:// www.ACCESSNebraska.ne.gov
http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP Phone: 1-855-632-7633
Phone: 1-800-694-3084 Lincoln: 402-473-7000
Email: HHSHIPPProgram@mt.gov Omaha: 402-595-1178

NEVADA — Medicaid NEW HAMPSHIRE — Medicaid

Medicaid Website: http://dhcfp.nv.gov Website: https://www.dhhs.nh.gov/programs-
Medicaid Phone: 1-800-992-0900 services/medicaid/health-insurance-premium-program

Phone: 603-271-5218

Toll free number for the HIPP program: 1-800-852-3345, ext.
15218

Email: DHHS.ThirdPartyLiabi@dhhs.nh.gov

NEW JERSEY — Medicaid and CHIP NEW YORK — Medicaid
Medicaid Website: Website: https://www.health.ny.gov/health care/medicaid/
http://www.state.nj.us/humanservices/ Phone: 1-800-541-2831

dmabhs/clients/medicaid/

Phone: 1-800-356-1561

CHIP Premium Assistance Phone: 609-631-2392

CHIP Website: http://www.njfamilycare.org/index.html

CHIP Phone: 1-800-701-0710 (TTY: 711)

NORTH CAROLINA — Medicaid NORTH DAKOTA — Medicaid
Website: https://medicaid.ncdhhs.gov/ Website: https://www.hhs.nd.gov/healthcare
Phone: 919-855-4100 Phone: 1-844-854-4825
OKLAHOMA — Medicaid and CHIP OREGON — Medicaid and CHIP
Website: http://www.insurecoklahoma.org Website: http://healthcare.oregon.gov/Pages/index.aspx
Phone: 1-888-365-3742 Phone: 1-800-699-9075
PENNSYLVANIA — Medicaid and CHIP RHODE ISLAND — Medicaid and CHIP
Website: https://www.pa.gov/en/services/dhs/apply-for- Website: http://www.eohhs.ri.gov/
medicaid-health-insurance-premium-payment-program- Phone: 1-855-697-4347, or
hipp.html 401-462-0311 (Direct Rlte Share Line)

Phone: 1-800-692-7462
CHIP Website: Children's Health Insurance Program (CHIP)

(pa.gov)
CHIP Phone: 1-800-986-KIDS (5437)

SOUTH CAROLINA - Medicaid SOUTH DAKOTA - Medicaid

Website: https://www.scdhhs.gov Website: http://dss.sd.gov
Phone: 1-888-549-0820 Phone: 1-888-828-0059



http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP
mailto:HHSHIPPProgram@mt.gov
http://www.accessnebraska.ne.gov/
http://dhcfp.nv.gov/
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.dhhs.nh.gov%2Fprograms-services%2Fmedicaid%2Fhealth-insurance-premium-program&data=05%7C01%7CGoodwin.Carolyn%40dol.gov%7C6aa7b22dba29413479c108da73eb96c6%7C75a6305472044e0c9126adab971d4aca%7C0%7C0%7C637949752922233349%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=mUgACydlz9JGXnHMgi%2FUkDGD0QyTI1U6Tjwue%2Bq8D0Q%3D&reserved=0
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.dhhs.nh.gov%2Fprograms-services%2Fmedicaid%2Fhealth-insurance-premium-program&data=05%7C01%7CGoodwin.Carolyn%40dol.gov%7C6aa7b22dba29413479c108da73eb96c6%7C75a6305472044e0c9126adab971d4aca%7C0%7C0%7C637949752922233349%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=mUgACydlz9JGXnHMgi%2FUkDGD0QyTI1U6Tjwue%2Bq8D0Q%3D&reserved=0
mailto:DHHS.ThirdPartyLiabi@dhhs.nh.gov
http://www.state.nj.us/humanservices/dmahs/clients/medicaid/
http://www.state.nj.us/humanservices/dmahs/clients/medicaid/
http://www.njfamilycare.org/index.html
https://www.health.ny.gov/health_care/medicaid/
https://medicaid.ncdhhs.gov/
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.hhs.nd.gov%2Fhealthcare&data=05%7C01%7CClinton.Latisha.M%40dol.gov%7C64da7b9f730b4fb2467608db7fe082e3%7C75a6305472044e0c9126adab971d4aca%7C0%7C0%7C638244374885371946%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=RO%2BrOZKJxqNsa0Ewzhle%2FkVaDGnl7hpPQnJUnW1mwDU%3D&reserved=0
http://www.insureoklahoma.org/
http://healthcare.oregon.gov/Pages/index.aspx
https://www.pa.gov/en/services/dhs/apply-for-medicaid-health-insurance-premium-payment-program-hipp.html
https://www.pa.gov/en/services/dhs/apply-for-medicaid-health-insurance-premium-payment-program-hipp.html
https://www.pa.gov/en/services/dhs/apply-for-medicaid-health-insurance-premium-payment-program-hipp.html
https://www.dhs.pa.gov/CHIP/Pages/CHIP.aspx
https://www.dhs.pa.gov/CHIP/Pages/CHIP.aspx
http://www.eohhs.ri.gov/
https://www.scdhhs.gov/
http://dss.sd.gov/
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TEXAS — Medicaid UTAH — Medicaid and CHIP

Website: Health Insurance Premium Payment (HIPP) Utah’s Premium Partnership for Health Insurance (UPP)
Program | Texas Health and Human Services Website: https://medicaid.utah.gov/upp/
Phone: 1-800-440-0493 Email: upp@utah.gov

Phone: 1-888-222-2542

Adult Expansion Website:
https://medicaid.utah.gov/expansion/

Utah Medicaid Buyout Program Website:
https://medicaid.utah.gov/buyout-program/
CHIP Website: https://chip.utah.gov/

VERMONT- Medicaid VIRGINIA — Medicaid and CHIP

Website: Health Insurance Premium Payment (HIPP) Program | Website: https://coverva.dmas.virginia.gov/learn/premium-

| Department of Vermont Health Access assistance/famis-select

Phone: 1-800-250-8427 https://coverva.dmas.virginia.gov/learn/premium-
assistance/health-insurance-premium-payment-hipp-programs

Medicaid/CHIP Phone: 1-800-432-5924

WASHINGTON — Medicaid WEST VIRGINIA — Medicaid and CHIP
Website: https://www.hca.wa.gov/ Website: https://dhhr.wv.gov/bms/
Phone: 1-800-562-3022 http://mywvhipp.com/

Medicaid Phone: 304-558-1700
CHIP Toll-free phone: 1-855-MyWVHIPP (1-855-699-8447)

WISCONSIN — Medicaid and CHIP WYOMING — Medicaid
Website: Website:
https://www.dhs.wisconsin.gov/badgercareplus/p-10095.htm https://health.wyo.gov/healthcarefin/medicaid/programs-and-
Phone: 1-800-362-3002 eligibility/

Phone: 1-800-251-1269

To see if any other states have added a premium assistance program since July 31, 2024, or for more information on
special enrollment rights, contact either:

U.S. Department of Labor U.S. Department of Health and Human Services
Employee Benefits Security Administration Centers for Medicare & Medicaid Services
www.dol.gov/agencies/ebsa www.cms.hhs.gov

1-866-444-EBSA (3272) 1-877-267-2323, Menu Option 4, Ext. 61565

Paperwork Reduction Act Statement

According to the Paperwork Reduction Act of 1995 (Pub. L. 104-13) (PRA), no persons are required to respond to a collection of
information unless such collection displays a valid Office of Management and Budget (OMB) control number. The Department notes
that a Federal agency cannot conduct or sponsor a collection of information unless it is approved by OMB under the PRA, and
displays a currently valid OMB control number, and the public is not required to respond to a collection of information unless it
displays a currently valid OMB control number. See 44 U.S.C. 3507. Also, notwithstanding any other provisions of law, no person
shall be subject to penalty for failing to comply with a collection of information if the collection of information does not display a
currently valid OMB control number. See 44 U.S.C. 3512.

The public reporting burden for this collection of information is estimated to average approximately seven minutes per respondent.
Interested parties are encouraged to send comments regarding the burden estimate or any other aspect of this collection of information,
including suggestions for reducing this burden, to the U.S. Department of Labor, Employee Benefits Security Administration, Office
of Policy and Research, Attention: PRA Clearance Officer, 200 Constitution Avenue, N.W., Room N-5718, Washington, DC 20210 or
email ebsa.opr@dol.gov and reference the OMB Control Number 1210-0137.

OMB Control Number 1210-0137 (expires 1/31/2026)


https://www.hhs.texas.gov/services/financial/health-insurance-premium-payment-hipp-program
https://www.hhs.texas.gov/services/financial/health-insurance-premium-payment-hipp-program
https://medicaid.utah.gov/upp/
mailto:upp@utah.gov
https://medicaid.utah.gov/expansion/
https://medicaid.utah.gov/buyout-program/
https://chip.utah.gov/
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fdvha.vermont.gov%2Fmembers%2Fmedicaid%2Fhipp-program&data=05%7C01%7CClinton.Latisha.M%40dol.gov%7C3daa411d0e934769e75c08daf4bf842e%7C75a6305472044e0c9126adab971d4aca%7C0%7C0%7C638091400777632051%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=7ao%2BrltzkBEMojzmZ9O8UllrAdaRI%2Fmzhq3FE%2Bf%2B2nk%3D&reserved=0
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fdvha.vermont.gov%2Fmembers%2Fmedicaid%2Fhipp-program&data=05%7C01%7CClinton.Latisha.M%40dol.gov%7C3daa411d0e934769e75c08daf4bf842e%7C75a6305472044e0c9126adab971d4aca%7C0%7C0%7C638091400777632051%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=7ao%2BrltzkBEMojzmZ9O8UllrAdaRI%2Fmzhq3FE%2Bf%2B2nk%3D&reserved=0
https://coverva.dmas.virginia.gov/learn/premium-assistance/famis-select
https://coverva.dmas.virginia.gov/learn/premium-assistance/famis-select
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fcoverva.dmas.virginia.gov%2Flearn%2Fpremium-assistance%2Fhealth-insurance-premium-payment-hipp-programs&data=05%7C01%7CClinton.Latisha.M%40dol.gov%7Caa3a5092aeb14ed08af708db81758880%7C75a6305472044e0c9126adab971d4aca%7C0%7C0%7C638246115240341681%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=rI%2BZX53PVAmr9gcvTJt3KrfWxCtIx6VIxQ36deaOXTs%3D&reserved=0
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fcoverva.dmas.virginia.gov%2Flearn%2Fpremium-assistance%2Fhealth-insurance-premium-payment-hipp-programs&data=05%7C01%7CClinton.Latisha.M%40dol.gov%7Caa3a5092aeb14ed08af708db81758880%7C75a6305472044e0c9126adab971d4aca%7C0%7C0%7C638246115240341681%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=rI%2BZX53PVAmr9gcvTJt3KrfWxCtIx6VIxQ36deaOXTs%3D&reserved=0
https://www.hca.wa.gov/
https://dhhr.wv.gov/bms/
http://mywvhipp.com/
https://www.dhs.wisconsin.gov/badgercareplus/p-10095.htm
https://health.wyo.gov/healthcarefin/medicaid/programs-and-eligibility/
https://health.wyo.gov/healthcarefin/medicaid/programs-and-eligibility/
https://www.dol.gov/agencies/ebsa
http://www.cms.hhs.gov/
mailto:ebsa.opr@dol.gov
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Employer Name:

Taylor Corporation

Employer State of Situs:

Minnesota

Name of Issuer:

United Healthcare

Plan Marketing Name:

Taylor Corporation Employer Sponsored Medical Plan

Plan Year:

- Emergency services
- Hospitalization (like surgery and overnight stays)
- Laboratory services

- Prescription drugs

skills)

2025

Ten (10) Essential Health Benefit (EHB) Categories:

- Ambulatory patient services (outpatient care you get without being admitted to a hospital)

- Preventive and wellness services and chronic disease management
- Rehabilitative and habilitative services and devices (services and devices to help people with injuries, disabilities, or chronic conditions gain or recover mental and physical

2020-2025 lllinois Essential Health Benefit (EHB) Listing

- Mental health and substance use disorder (MH/SUD) services, including behavioral health treatment (this includes counseling and psychotherapy)
- Pediatric services, including oral and vision care (but adult dental and vision coverage aren’t essential health benefits)
- Pregnancy, maternity, and newborn care (both before and after birth)

(P.A. 102-0630)

Benchmark Page

Employer Plan
Covered Benefit?

15 Bariatric Surgery (Obesity)

Hospitalization

Item EHB Benefit EHB Category
# Reference
1 Accidental Injury -- Dental Ambulatory Pgs. 10 & 17 Yes
2 Allergy Injections and Testing Ambulatory Pg. 11 Yes
3 Bone anchored hearing aids Ambulatory Pgs. 17 & 35 No
4 Durable Medical Equipment Ambulatory Pg. 13 Yes
Pg. 28
5 Hospice Ambulatory 8 Yes
6 Infertility (Fertility) Treatment Ambulatory Pgs.23-24 Yes
. - Pg.21
7 Outpatient Facility Fee (e.g., Ambulatory Surgery Center) Ambulatory Yes
Outpatient S Physician/Surgical Servi Ambulatory Patient
2 uf r..ta ient Surgery Physician/Surgical Services (Ambulatory Patien Ambulatory Pgs. 15 - 16 Yes
Services)
9 Private-Duty Nursing Ambulatory Pgs. 17 & 34 No
10 Prosthetics/Orthotics Ambulatory Pg. 13 Yes
11 Sterilization (vasectomy men) Ambulatory Pg. 10 Yes
12 Temporomandibular Joint Disorder (TMJ) Ambulatory Pgs. 13 & 24 Yes
E R Servi
13 mergency Room Services Emergency services Pg.7 Yes
(Includes MH/SUD Emergency)
14 Emergency Transportation/ Ambulance Emergency services Pgs. 4 & 17 Yes

Pg.21

Yes

16 Breast Reconstruction After Mastectomy

Hospitalization

Pgs.24-25

Yes

17 Reconstructive Surgery

Hospitalization

Pgs. 25 - 26, & 35

No - except on dependent
child for congenital
disease or anomaly.

lodging)
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18 Inpatient Hospital Services (e.g., Hospital Stay) Hospitalization Pg. 15 Yes

19 Skilled Nursing Facility Hospitalization Pg. 21 Yes
Transplants - Human Organ Transplants (Including transportation &

20 P & P ( e P Hospitalization Pgs. 18 & 31 Yes
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21 Diagnostic Services Laboratory services Pgs. 6 & 12 Yes
Int | opioid | t iated with opioid

2 n ran.asa. opioid reversal agent associated with opioi MH/SUD Pg. 32 Ves
prescriptions

2 Mental (Behavioral) Health Treatment (Including Inpatient MH/SUD Pgs. 8-9, 21 Ves
Treatment)

24 Opioid Medically Assisted Treatment (MAT) MH/SUD Pg. 21 Yes

25 Substance Use Disorders (Including Inpatient Treatment) MH/SUD Pgs.9 & 21 Yes

26 Tele-Psychiatry MH/SUD Pg. 11 Yes

27 Topical Anti-Inflammatory acute and chronic pain medication MH/SUD Pg. 32 Yes

28 Pediatric Dental Care Pediatric Oral and Vision Care See AllKids Pediatric Dental Document No

29 Pediatric Vision Coverage Pediatric Oral and Vision Care Pgs. 26 - 27 Yes

“ Maternity Service

Pregnancy, Maternity, and Newborn Care

Outpatient Prescription Drugs Prescription drugs Pgs.29-34

Page 2 of 2

32 Colorectal Cancer Examination and Screening Preventive and Wellness Services Pgs. 12 & 16 Yes
33 Contraceptive/Birth Control Services Preventive and Wellness Services Pgs. 13 & 16 Yes
34 Diabetes Self-Management Training and Education Preventive and Wellness Services Pes. 11& 35 Yes
35 Diabetic Supplies for Treatment of Diabetes Preventive and Wellness Services Pgs.31-32 Yes
36 Mammography - Screening Preventive and Wellness Services Pgs. 12,15, & 24 Yes
37 Osteoporosis - Bone Mass Measurement Preventive and Wellness Services Pgs.12& 16 Yes
38 ::fv::ls;{:::::te- Specific Antigen Tests/ Ovarian Cancer Preventive and Wellness Services Pg. 16 Yes
39 Preventive Care Services Preventive and Wellness Services Pg. 18 Yes
40 Sterilization (women) Preventive and Wellness Services Pgs. 10 & 19 Yes
. ____________________________________ ____________________|
41 Chiropractic & Osteopathic Manipulation Rehabilitative and Habilitative Services and Devices Pgs.12-13 Yes
42 Habilitative and Rehabilitative Services Rehabilitative and Habilitative Services and Devices Pgs. 8,9,11, 12,22, &35 Yes
Special Note: Under Pub. Act 102-0104, eff. July 22, 2021, any EHB:s listed above that are clinically appropriate and medically necessary to deliver via telehealth services must be covered in the same
manner as when those EHBs are delivered in person.
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Health Insurance Marketplace Coverage Form Approved
Options and Your Health Coverage Cxaires 12-31-2026)

PART A: General Information

Even if you are offered health coverage through your employment, you may have other coverage options through the Health
Insurance Marketplace ("Marketplace”).To assist you as you evaluate options for you and your family, this notice provides
some basic information about the Health Insurance Marketplace.

What is the Health Insurance Marketplace?

The Marketplace is designed to help you find health insurance that meets your needs and fits your budget. The Marketplace
offers "one-stop shopping" to find and compare private health insurance options in your geographic area.

Can | Save Money on my Health Insurance Premiums in the
Marketplace?

You may qualify to save money and lower your monthly premium and other out-of-pocket costs, but only if your employer
does not offer coverage, or offers coverage that is not considered affordable for you and doesn’t meet certain minimum value
standards (discussed below). The savings on your premium that you're eligible for depends on your household income. You
may also be eligible for a tax credit that lowers your costs.

Does Employment-Based Health Coverage Affect Eligibility for
Premium Savings through the Marketplace?

Yes. If you have an offer of health coverage from your employer that is considered affordable for you and meets certain
minimum value standards, you will not be eligible for a tax credit, or advance payment of the tax credit, for your Marketplace
coverage and may wish to enroll in your employment-based health plan. However, you may be eligible for a tax credit, and
advance payments of the credit, that lowers your monthly premium, or a reduction in certain cost-sharing, if your employer
does not offer coverage to you at all or does not offer coverage that is considered affordable for you or meet minimum value
standards. If your share of the premium cost of all plans offered to you through your employment is more than 9.12%* of your
annual household income, or if the coverage through your employment does not meet the "minimum value" standard set by
the Affordable Care Act, you may be eligible for a tax credit, and advance payment of the credit, if you do not enroll in the
employment-based health coverage. For family members of the employee, coverage is considered affordable if the employee’s
cost of premiums for the lowest-cost plan that would cover all family members does not exceed 9.12% of the employee’s
household income.*2

Note: If you purchase a health plan through the Marketplace instead of accepting health coverage offered through your
employment, then you may lose access to whatever the employer contributes to the employment-based coverage. Also, this
employer contribution -as well as your employee contribution to employment-based coverage- is generally excluded from
income for federal and state income tax purposes. Your payments for coverage through the Marketplace are made on an
after-tax basis. In addition, note that if the health coverage offered through your employment does not meet the affordability
or minimum value standards, but you accept that coverage anyway, you will not be eligible for a tax credit. You should consider
all of these factors in determining whether to purchase a health plan through the Marketplace.

* Indexed annually; see https://www.irs.gov/pub/irs-drop/rp-22-34.pdf for 2023.

2 An employer-sponsored or other employment-based health plan meets the "minimum value standard" if the plan's share of the total allowed benefit costs covered
by the planis no lessthan 6o percent of such costs. For purposes of eligibility for the premium tax credit, to meet the *minimum value standard,” the health plan
must also provide substantial coverage of both inpatient hospital services and physician services.


https://www.irs.gov/pub/irs-drop/rp-22-34.pdf
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When Can | Enroll in Health Insurance Coverage through'c.c
Marketplace?

You can enroll in a Marketplace health insurance plan during the annual Marketplace Open Enrollment Period. Open Enroliment
varies by state but generally starts November 1 and continues through at least December 15.

Outside the annual Open Enrollment Period, you can sign up for health insurance if you qualify for a Special Enrollment Period.
In general, you qualify for a Special Enrollment Period if you've had certain qualifying life events, such as getting married, having
a baby, adopting a child, or losing eligibility for other health coverage. Depending on your Special Enrollment Period type, you
may have 60 days before or 6o days following the qualifying life event to enroll in a Marketplace plan.

There is also a Marketplace Special Enrollment Period for individuals and their families who lose eligibility for Medicaid or
Children’s Health Insurance Program (CHIP) coverage on or after March 31, 2023, through July 31, 2024. Since the onset of the
nationwide COVID-19 public health emergency, state Medicaid and CHIP agencies generally have not terminated the
enrollment of any Medicaid or CHIP beneficiary who was enrolled on or after March 18, 2020, through March 31, 2023. As state
Medicaid and CHIP agencies resume regular eligibility and enrollment practices, many individuals may no longer be eligible for
Medicaid or CHIP coverage starting as early as March 31, 2023. The U.S. Department of Health and Human Services is offering a
temporary Marketplace Special Enrollment period to allow these individuals to enroll in Marketplace coverage.

Marketplace-eligible individuals who live in states served by HealthCare.gov and either- submit a new application or update an
existing application on HealthCare.gov between March 31, 2023 and July 31, 2024, and attest to a termination date of Medicaid
or CHIP coverage within the same time period, are eligible for a 60-day Special Enrollment Period. That means that if you lose
Medicaid or CHIP coverage between March 31, 2023, and July 31, 2024, you may be able to enroll in Marketplace coverage
within 6o days of when you lost Medicaid or CHIP coverage. In addition, if you or your family members are enrolled in
Medicaid or CHIP coverage, it is important to make sure that your contact information is up to date to make sure you get any
information about changes to your eligibility. To learn more, visit HealthCare.gov or call the Marketplace Call Center at 1-8o0-
318-2596. TTY users can call 1-855-889-4325.

What about Alternatives to Marketplace Health Insurance
Coverage?

If you or your family are eligible for coverage in an employment-based health plan (such as an employer-sponsored health plan),
you or your family may also be eligible for a Special Enrollment Period to enroll in that health plan in certain circumstances,
including if you or your dependents were enrolled in Medicaid or CHIP coverage and lost that coverage. Generally, you have 60
days after the loss of Medicaid or CHIP coverage to enroll in an employment-based health plan, but if you and your family lost
eligibility for Medicaid or CHIP coverage between March 31, 2023 and July 10, 2023, you can request this special enrollment in
the employment-based health plan through September 8, 2023. Confirm the deadline with your employer or your employment-
based health plan.

Alternatively, you can enroll in Medicaid or CHIP coverage at any time by filling out an application through the Marketplace or
applying directly through your state Medicaid agency. Visit https://www.healthcare.gov/medicaid-chip/getting-medicaid-chip/
for more details.

How Can | Get More Information?

The Marketplace can help you evaluate your coverage options, including your eligibility for coverage through the
Marketplace and its cost. Please visit HealthCare.gov for more information, including an online application for health
insurance coverage and contact information for a Health Insurance Marketplace in your area.


http://www.healthcare.gov/
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PART B: Information About Health Coverage Offered by YC..
Employer
This section contains information about any health coverage offered by your employer. If you decide to complete an

application for coverage in the Marketplace, you will be asked to provide this information. This information is numbered to
correspond to the Marketplace application.

3. Employer name 4. Employer Identification Number (EIN)
Taylor Corporation 41-0852411
5. Employer address 6. Employer phone number
507-625-2828

1750 Roe Crest Drive

7. City 8. State N 9. ZIP code 5g003

North Mankato

10. Who can we contact at this job? ~ Manager or Benefits

11. Phone number (if different from above)| 12. Email address

You are not eligible for health insurance coverage through this employer. You and your family may be able to obtain health
coverage through the Marketplace, with a new kind of tax credit that lowers your monthly premiums and with assistance for
out-of-pocket costs.
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SUMMARY ANNUAL REPORT

For Taylor Corporation Flexible Benefit Plan

This is a summary of the annual report of the Taylor Corporation Flexible Benefit
Plan, EIN 41-0852411, Plan No. 501, for period 01/01/2023 through 12/31/2023. The
annual report has been filed with the Employee Benefits Security Administration,
U.S. Department of Labor, as required under the Employee Retirement Income
Security Act of 1974 (ERISA).

Taylor Corporation has committed itself to pay certain self-insured claims incurred
under the terms of the plan.

Your Rights To Additional Information

You have the right to receive a copy of the full annual report, or any part thereof, on
request. The items listed below are included in that report:

¢ insurance information, including sales commissions paid by insurance carriers;

To obtain a copy of the full annual report, or any part thereof, write or call the office
of Taylor Corporation at 1725 Roe Crest Drive, North Mankato, MN, 56003 or by
telephone at 507-625-2828.

You also have the legally protected right to examine the annual report at the main
office of the plan (Taylor Corporation, 1725 Roe Crest Drive, North Mankato, MN,
56003) and at the U.S. Department of Labor in Washington, D.C., or to obtain a copy
from the U.S. Department of Labor upon payment of copying costs. Requests to the
Department should be addressed to: Public Disclosure Room, Room N1513,
Employee Benefits Security Administration, U.S. Department of Labor, 200
Constitution Avenue, N.W., Washington, D.C. 20210.

Paperwork Reduction Act Statement

According to the Paperwork Reduction Act of 1995 (Pub. L. 104-13) (PRA), no
persons are required to respond to a collection of information unless such collection
displays a valid Office of Management and Budget (OMB) control number. The
Department notes that a Federal agency cannot conduct or sponsor a collection of
information unless it is approved by OMB under the PRA, and displays a currently
valid OMB control number, and the public is not required to respond to a collection of
information unless it displays a currently valid OMB control number. See 44 U.S.C.
3507. Also, notwithstanding any other provisions of law, no person shall be subject to
penalty for failing to comply with a collection of information if the collection of
information does not display a currently valid OMB control number. See 44 U.S.C.
3512.

The public reporting burden for this collection of information is estimated to average
less than one minute per notice (approximately 3 hours and 11 minutes per plan).
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Interested parties are encouraged to send comments regarding the burden estimate
or any other aspect of this collection of information, including suggestions for
reducing this burden, to the U.S. Department of Labor, Office of the Chief
Information Officer, Attention: Departmental Clearance Officer, 200 Constitution
Avenue, N.W,, Room N-1301, Washington, DC 20210 or email

DOL PRA PUBLIC@dol.gov and reference the OMB Control Number 1210-0040.

OMB Control Number 1210-0040 (expires 03/31/2026)
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SUMMARY ANNUAL REPORT

For TAYLOR CORPORATION SELF-INSURED HOSPITALIZATION WELFARE
PLAN

This is a summary of the annual report of the TAYLOR CORPORATION SELF-
INSURED HOSPITALIZATION WELFARE PLAN, EIN 41-0852411, Plan No. 503, for
period 01/01/2023 through 12/31/2023. The annual report has been filed with the
Employee Benefits Security Administration, U.S. Department of Labor, as required
under the Employee Retirement Income Security Act of 1974 (ERISA).

TAYLOR CORPORATION has committed itself to pay certain self-insured Medical and
Wellness claims incurred under the terms of the plan.

Your Rights To Additional Information

You have the right to receive a copy of the full annual report, or any part thereof, on
request. The items listed below are included in that report:

e insurance information, including sales commissions paid by insurance carriers;

To obtain a copy of the full annual report, or any part thereof, write or call the office
of TAYLOR CORPORATION at 1725 ROE CREST DRIVE, NORTH MANKATO, MN,
56003 or by telephone at 507-625-2828.

You also have the legally protected right to examine the annual report at the main
office of the plan (TAYLOR CORPORATION, 1725 ROE CREST DRIVE, NORTH
MANKATO, MN, 56003) and at the U.S. Department of Labor in Washington, D.C., or
to obtain a copy from the U.S. Department of Labor upon payment of copying costs.
Requests to the Department should be addressed to: Public Disclosure Room, Room
N1513, Employee Benefits Security Administration, U.S. Department of Labor, 200
Constitution Avenue, N.W., Washington, D.C. 20210.

Paperwork Reduction Act Statement

According to the Paperwork Reduction Act of 1995 (Pub. L. 104-13) (PRA), no
persons are required to respond to a collection of information unless such collection
displays a valid Office of Management and Budget (OMB) control number. The
Department notes that a Federal agency cannot conduct or sponsor a collection of
information unless it is approved by OMB under the PRA, and displays a currently
valid OMB control number, and the public is not required to respond to a collection of
information unless it displays a currently valid OMB control number. See 44 U.S.C.
3507. Also, notwithstanding any other provisions of law, no person shall be subject to
penalty for failing to comply with a collection of information if the collection of
information does not display a currently valid OMB control number. See 44 U.S.C.
3512.

The public reporting burden for this collection of information is estimated to average
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less than one minute per notice (approximately 3 hours and 11 minutes per pian).
Interested parties are encouraged to send comments regarding the burden estimate
or any other aspect of this collection of information, including suggestions for
reducing this burden, to the U.S. Department of Labor, Office of the Chief
Information Officer, Attention: Departmental Clearance Officer, 200 Constitution
Avenue, N.W.,, Room N-1301, Washington, DC 20210 or email

DOL PRA PUBLIC@dol.gov and reference the OMB Control Number 1210-0040.

OMB Control Number 1210-0040 (expires 03/31/2026)
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SUMMARY ANNUAL REPORT

For TAYLOR COPRORATION LIFE, ACCIDENTAL DEATH AND
DISMEMBERMENT PLAN

This is a summary of the annual report of the TAYLOR COPRORATION LIFE,
ACCIDENTAL DEATH AND DISMEMBERMENT PLAN, EIN 41-0852411, Plan No.
505, for period 01/01/2023 through 12/31/2023. The annual report has been filed
with the Employee Benefits Security Administration, U.S. Department of Labor, as
required under the Employee Retirement Income Security Act of 1974 (ERISA).

Insurance Information

The plan has contracts with LINCOLN NATIONAL LIFE INSURANCE COMPANY to
pay Life Insurance and Accidental Death and Dismemberment claims incurred under
the terms of the plan. The total premiums paid for the plan year ending 12/31/2023
were $2,473,316.

Your Rights To Additional Information

You have the right to receive a copy of the full annual report, or any part thereof, on
request. The items listed below are included in that report:

e insurance information, including sales commissions paid by insurance carriers;

To obtain a copy of the full annual report, or any part thereof, write or call the office
of TAYLOR CORPORATION at 1725 ROE CREST DRIVE, NORTH MANKATO, MN,
56003 or by telephone at 507-625-2828.

You also have the legally protected right to examine the annual report at the main
office of the plan (TAYLOR CORPORATION, 1725 ROE CREST DRIVE, NORTH
MANKATO, MN, 56003) and at the U.S. Department of Labor in Washington, D.C., or
to obtain a copy from the U.S. Department of Labor upon payment of copying costs.
Requests to the Department should be addressed to: Public Disclosure Room, Room
N1513, Employee Benefits Security Administration, U.S. Department of Labor, 200
Constitution Avenue, N.W., Washington, D.C. 20210.

Paperwork Reduction Act Statement

According to the Paperwork Reduction Act of 1995 (Pub. L. 104-13) (PRA), no
persons are required to respond to a collection of information unless such collection
displays a valid Office of Management and Budget (OMB) control number. The
Department notes that a Federal agency cannot conduct or sponsor a collection of
information unless it is approved by OMB under the PRA, and displays a currently
valid OMB control number, and the public is not required to respond to a collection of
information unless it displays a currently valid OMB control number. See 44 U.S.C.
3507. Also, notwithstanding any other provisions of law, no person shall be subject to
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penalty for failing to comply with a collection of information if the collection or
information does not display a currently valid OMB control number. See 44 U.S.C.
3512.

The public reporting burden for this collection of information is estimated to average
less than one minute per notice (approximately 3 hours and 11 minutes per plan).
Interested parties are encouraged to send comments regarding the burden estimate
or any other aspect of this collection of information, including suggestions for
reducing this burden, to the U.S. Department of Labor, Office of the Chief
Information Officer, Attention: Departmental Clearance Officer, 200 Constitution
Avenue, N.W.,, Room N-1301, Washington, DC 20210 or email

DOL PRA PUBLIC@dol.gov and reference the OMB Control Number 1210-0040.

OMB Control Number 1210-0040 (expires 03/31/2026)
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SUMMARY ANNUAL REPORT
For TAYLOR CORPORATION LONG TERM DISABILITY PLAN

This is a summary of the annual report of the TAYLOR CORPORATION LONG TERM
DISABILITY PLAN, EIN 41-0852411, Plan No. 506, for period 01/01/2023 through
12/31/2023. The annual report has been filed with the Employee Benefits Security
Administration, U.S. Department of Labor, as required under the Employee
Retirement Income Security Act of 1974 (ERISA).

Insurance Information

The plan has contracts with LINCOLN NATIONAL LIFE INSURANCE COMPANY to
pay Long-term Disability and Employee Assistance Program claims incurred under
the terms of the plan. The total premiums paid for the plan year ending 12/31/2023
were $882,078.

Your Rights To Additional Information

You have the right to receive a copy of the full annual report, or any part thereof, on
request. The items listed below are included in that report:

e insurance information, including sales commissions paid by insurance carriers;

To obtain a copy of the full annual report, or any part thereof, write or call the office
of TAYLOR CORPORATION at 1725 ROE CREST DRIVE, NORTH MANKATO, MN,
56003 or by telephone at 507-625-2828.

You also have the legally protected right to examine the annual report at the main
office of the plan (TAYLOR CORPORATION, 1725 ROE CREST DRIVE, NORTH
MANKATO, MN, 56003) and at the U.S. Department of Labor in Washington, D.C., or
to obtain a copy from the U.S. Department of Labor upon payment of copying costs.
Requests to the Department should be addressed to: Public Disclosure Room, Room
N1513, Employee Benefits Security Administration, U.S. Department of Labor, 200
Constitution Avenue, N.W., Washington, D.C. 20210.

Paperwork Reduction Act Statement

According to the Paperwork Reduction Act of 1995 (Pub. L. 104-13) (PRA), no
persons are required to respond to a collection of information unless such collection
displays a valid Office of Management and Budget (OMB) control number. The
Department notes that a Federal agency cannot conduct or sponsor a collection of
information unless it is approved by OMB under the PRA, and displays a currently
valid OMB control number, and the public is not required to respond to a collection of
information unless it displays a currently valid OMB control number. See 44 U.S.C.
3507. Also, notwithstanding any other provisions of law, no person shall be subject to
penalty for failing to comply with a collection of information if the collection of



To Table of Contents

information does not display a currently valid OMB control number. See 44 u.>.C.
3512.

The public reporting burden for this collection of information is estimated to average
less than one minute per notice (approximately 3 hours and 11 minutes per plan).
Interested parties are encouraged to send comments regarding the burden estimate
or any other aspect of this collection of information, including suggestions for
reducing this burden, to the U.S. Department of Labor, Office of the Chief
Information Officer, Attention: Departmental Clearance Officer, 200 Constitution
Avenue, N.W,, Room N-1301, Washington, DC 20210 or email

DOL PRA PUBLIC@dol.gov and reference the OMB Control Number 1210-0040.

OMB Control Number 1210-0040 (expires 03/31/2026)



To Table of Contents
SUMMARY ANNUAL REPORT
For TAYLOR CORPORATION VISION PLAN

This is a summary of the annual report of the TAYLOR CORPORATION VISION PLAN,
EIN 41-0852411, Plan No. 504, for period 01/01/2023 through 12/31/2023. The
annual report has been filed with the Employee Benefits Security Administration,
U.S. Department of Labor, as required under the Employee Retirement Income
Security Act of 1974 (ERISA).

Insurance Information

The plan has contracts with VISION SERVICE PLAN to pay Vision claims incurred
under the terms of the plan. The total premiums paid for the plan year ending
12/31/2023 were $794,087.

Your Rights To Additional Information

You have the right to receive a copy of the full annual report, or any part thereof, on
request. The items listed below are included in that report:

e insurance information, including sales commissions paid by insurance carriers;

To obtain a copy of the full annual report, or any part thereof, write or call the office
of TAYLOR CORPORATION at 1725 ROE CREST DRIVE, NORTH MANKATO, MN,
56003 or by telephone at 507-625-2828.

You also have the legally protected right to examine the annual report at the main
office of the plan (TAYLOR CORPORATION, 1725 ROE CREST DRIVE, NORTH
MANKATO, MN, 56003) and at the U.S. Department of Labor in Washington, D.C., or
to obtain a copy from the U.S. Department of Labor upon payment of copying costs.
Requests to the Department should be addressed to: Public Disclosure Room, Room
N1513, Employee Benefits Security Administration, U.S. Department of Labor, 200
Constitution Avenue, N.W., Washington, D.C. 20210.

Paperwork Reduction Act Statement

According to the Paperwork Reduction Act of 1995 (Pub. L. 104-13) (PRA), no
persons are required to respond to a collection of information unless such collection
displays a valid Office of Management and Budget (OMB) control number. The
Department notes that a Federal agency cannot conduct or sponsor a collection of
information unless it is approved by OMB under the PRA, and displays a currently
valid OMB control number, and the public is not required to respond to a collection of
information unless it displays a currently valid OMB control number. See 44 U.S.C.
3507. Also, notwithstanding any other provisions of law, no person shall be subject to
penalty for failing to comply with a collection of information if the collection of
information does not display a currently valid OMB control number. See 44 U.S.C.
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3512.

The public reporting burden for this collection of information is estimated to average
less than one minute per notice (approximately 3 hours and 11 minutes per plan).
Interested parties are encouraged to send comments regarding the burden estimate
or any other aspect of this collection of information, including suggestions for
reducing this burden, to the U.S. Department of Labor, Office of the Chief
Information Officer, Attention: Departmental Clearance Officer, 200 Constitution
Avenue, N.W.,, Room N-1301, Washington, DC 20210 or email

DOL PRA PUBLIC@dol.gov and reference the OMB Control Number 1210-0040.

OMB Control Number 1210-0040 (expires 03/31/2026)
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Summary Annual Report

For Taylor Corporation 401(K) Plan

This is a summary of the annual report Form 5500 Annual Return/Report of Employee Benefit Plan for Taylor
Corporation 401(K) Plan, Employer Identification Number 41-0852411, Plan No. 002 for the period January
01, 2023 through December 31, 2023. The Form 5500 annual report has been filed with the Employee Benefits
Security Administration, U.S. Department of Labor, as required under the Employee Retirement Income
Security Act of 1974 (ERISA). Your Plan is a Multiple-Employer defined contribution plan, which include the
following characteristic(s) of 401(k), 401(m), Automatic Enrollment, Default Investment Account, ERISA
Section 404(c), Member of Controlled Group, Multiple-Employer Plan, Participant-Directed, Pre-Approved
Pension Plan, Profit-Sharing.

Basic Financial Statement

Benefits under the plan are provided through insurance and through a trust fund. Plan expenses were
$79,673,012. These expenses included $525,089 in administrative expenses and $79,096,886 in benefits paid
to participants and beneficiaries and $51,037 in other expenses. A total of 10406 persons were participants in
or beneficiaries of the plan at the end of the plan year.

The value of plan assets, after subtracting liabilities of the plan, was $845,632,141, as of December 31, 2023
compared to $736,046,499 as of January 01, 2023. During the plan year, the plan experienced an increase in
its net assets of $109,585,642. This increase includes unrealized appreciation or depreciation in the value of
plan assets; that is, the difference between the value of the plan's assets at the end of the year and the value
of the assets at the beginning of the year or the cost of assets acquired during the year. The plan had total
income of $196,853,617, including employer contributions of $12,495,687, employee contributions of
$46,518,559, other contributions of $6,931,630, gains of $0, from the sale of assets, and earnings from
investments of $130,907,741.

Your Rights To Additional Information

You have the right to receive a copy of the full annual report, or any part thereof, on request. The items listed
below are included in that report:

1. financial information and information on payments to service providers;

2. insurance information, including sales commissions paid by insurance carriers;

3. information regarding any Common/Collective Trust, Pooled Separate Accounts, Master Trusts, or
103-12 Investment Entities;

4. an accountant's report;

5. assets held for investment;

6. 'a Schedule MEP', including name and EIN of the employers participating in the MEP, each
participating employer's percentage of the total contributions (employer and employee) made by all
employers participating in the MEP and, for defined contribution pension plans only, the aggregate
account balance for each of the employers participating in the MEP.)

To obtain a copy of the full annual report, or any part thereof, write or call Taylor Corporation, 1725 ROE
CREST DRIVE , NORTH MANKATO, MN 560031807, 507-625-2828.

You also have the right to receive from the Plan Administrator, on request and at no charge, a statement of
the assets and liabilities of the plan and accompanying notes, or a statement of income and expenses of the
plan and accompanying notes, or both. If you request a copy of the full annual report from the Plan
Administrator, these two statements and accompanying notes will be included as part of that report.

The information contained herein has been provided by the Plan Administrator. 749777.6.0
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You also have the legally protected right to examine the annual report at the main office of the plan at Taylor
Corporation, 1725 ROE CREST DRIVE , NORTH MANKATO, MN 560031807, and at the U.S. Department of
Labor in Washington, D.C. or to obtain a copy from the U.S. Department of Labor upon payment of copying
costs. Requests to the Department should be addressed to: Public Disclosure Room, N1513, Employee
Benefits Security Administration, U.S. Department of Labor, 200 Constitution Avenue, N.W., Washington, D.C.

20210. The annual report is also available online at the Department of Labor website www.efast.dol.gov.

The information contained herein has been provided by the Plan Administrator. 749777.6.0
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