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Who is Eligible?

Full-Time Employees working

Benefit 30+ Hours Per Week

Medical

Gap

Dental

Vision

Short-Term Disability

Voluntary Long-Term Disability

Basic Life and AD&D

Voluntary Life & AD&D

Bay Bridge Accident, Cancer, & Critical lllness

Frontline
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Employee Assistance Program

Eligible Dependents
Others in your family may be eligible for coverage under plans listed above. Your eligible dependents
include:

e Legal Spouse

e Domestic Partner

e Child up to age 26, regardless of student status (unless otherwise noted)

How do I enroll?

Employees are eligible for benefits on the first of the month following 30 days of full-time employment.
Benefit enrollment is handled through the online benefit administration system, Employee Navigator.
Please contact Human Resources if you have not registered for access to Employee Navigator. New
employees will receive an Employee Navigator email containing instructions on how to set up access.
Once registered, additional detailed information regarding benefits enrollment can be found on your
employee homepage.



How do I make changes?

Unless you have a qualified change in status, you cannot make changes to the benefits you elect until
the next annual enrollment period. Qualified changes in status include: marriage, divorce, legal
separation, birth or adoption of a child, change in child’s dependent status, death of spouse, child or
other qualified dependent, change in residence due to an employment transfer for you or your spouse,
commencement or termination of adoption proceedings, or change in spouse’s benefits or
employment status. You have 30 days from the date of the qualifying life event to make any changes to
your benefit elections.

When does coverage end?

You may be able to continue some of your benefits after you leave City of Southport (see Cobra
Statement in the required notices section). Your supplemental policies through Bay Bridge (accident,
cancer & critical illness) can be changed to direct bill (at your home), and you can continue paying for
them out-of-pocket at the same coverage levels and rates. You are required to contact Bay Bridge
within 30 days of your termination date to change your policy to direct bill. You can contact Bay Bridge
at 1-800-845-7519. Some life insurance may be continued and requires you to complete continuation
paperwork within 30 days of your termination date. You may contact Mutual of Omaha for information
about the continuation of life insurance at 1-877-999-2330.

What if I need help?

If you have general benefit questions and need guidance, please contact one of the Hilb Group
representatives below:

e Beth Starling 336-774-3449 bstarling@hilbgroup.com
e Keenia Guessford 336-774-2837 kguessford@hilbgroup.com
e Chad A. Huff 336-774-3448 chuff@ hilbgroup.com

If you or a dependent are eligible for Medicare or will be soon, there are important decisions to be
made regarding your health coverage. Even if you plan to stay on your coverage at work, you need to
understand how Medicare eligibility can impact your coverage. Contact Liz Gallops for information.

e Liz Gallops 336-774-3467 Igallops@hilbgroup.com

The information contained in this booklet is provided to outline some of the major features of City of
Southport’s Benefit Plans. It is intended to be a brief overview only. Full Summary Plan Descriptions
(SPDs) are available by contacting Human Resources. In the event that the information in this booklet
varies from the information in the SPDs, the provisions outlined in the SPD will govern.



Carrier Contacts

NCLM Aetna
Medical
1-855-221-1536
www.aetna.com

MetlLife
Dental
1-800-275-4638
www.metlife.com

Superior Vision
Vision
1-800-507-3800
WWWw.superiorvision.com

NC League of Municipalities
Short-Term Disability
919-715-4000
www.nclm.org

Mutual of Omaha
Long-Term Disability, Life/AD&D & Voluntary Life/AD&D
1-877-999-2330
www.mutualofomaha.com

Bay Bridge Administrators
Gap, Accident, Cancer, and Critical lliness
1-800-845-7519
claims@bbadmin.com

Frontline Identity Theft
1-866-400-0778
www.frontlineidentity.com

Health Management Systems of America
Employee Assistance Program
1-800-847-7240
www.my-life-resource.com
Username: hmsa / Password: myresource



Employee Contributions

Medical Employee Bi-Weekly (24) Deductions

Employee Employee & Employee & Employee &
Only Spouse Child(ren) Family
Base Plan: 5000 35/45 with Bay Bridge Gap
$0.00 $243.68 $146.73 $370.09
Buy Up Plan: 500 25/50 FY
$76.02 $382.02 $189.27 $529.77

Dental Employee Bi-Weekly (24) Deductions
Employee Employee & Employee & Employee &
Only Spouse Child(ren) Family

$0.00 $15.61 $28.20 $34.24

Vision Employee Bi-Weekly (24) Deductions
Employee Employee & Employee & Employee &
Only Spouse Child(ren) Family

$0.00 $2.34 $2.34 $5.07




Medical Plans
NCLM Medical Plan

Base Plan Buy Up Plan

In Network Benefit Highlights Aetna Network Aetna Network

5000 35/45 with Bay Bridge Gap 500 25/50 FY
Physician Services
Primary Care Physician Office Visit $35 $25
Specialist Office Visit S45 S50
Preventive Medical Services: Routine preventive
screenings, well-baby/child, and women's 0% (Plan covers 100%) 0% (Plan covers 100%)
preventive care
Hospital/Emergency
Emergency Room $350 $150
Urgent Care S35 $25
Inpatient Hospitalization Services Deductible then 30% Deductible then 20%
Outpatient Facility & Physician Charges Deductible then 30% Deductible then 20%
Prescription Drugs
Tier 1 S5 S5
Tier 2 $30 $30
Tier 3 $50 S50
Tier4 $75 S75
Deductibles and Maximums
Individual Annual Deductible $5,000 $500
Individual Annual Out-of-Pocket Maximum $6,500 $2,500
Family Annual Deductible $10,000 $1,000
Family Annual Out-of-Pocket Maximum $13,000 $5,000

% Stay on top of your benefits
- Review your benefits and what’s covered. Get started tod.ay

). 4 » Track your spending.

» View and pay glaims on your Visit MyAetnaWebsite.com to register
member website. for your member website.

« See your |D card online.

» Get cost info before you get care.* Get the Aetna Health™ apP D

“AETNA” to 90156 to receive a download
Connect to care link. Message and data rates may apply.**
o » Find in-network providers, including OR
virtual care. - =
I » Locate walk-in clinics and urgent care g Scan the QR code to download the

centers near you. 2L Aetna Health™ app.

+ See reviews of providers.
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Meet your
Aetna’ Concierge

Your personal
health care assistant

Have questions? Get answers.

Health care is full of so many questions.
Here are just a few:

Here's a simpler way to get
- answers to questions like
» How can | find the right specialist? these and others —

v .
» What do | do after my diagnosis? ask your Aetna Conaerge.

« Is this service covered by my health plan?
» My doctor said | need surgery — where do | start?

« How much is this procedure going to cost me?

Making sense of your health plan

Your Aetna’ Concierge has answers Plan for health expenses

Your Aetna Concierge is here for you. They'll listen, No more “surprises” — your concierge can show you:
n tan n nd fin lutions that - :

:gif;zrayociyour HIOBSAN T Soltins st ars - How to estimate costs before you make an appointment

- What doctors cost in-network versus out-of-network
A concierge can help you: ; 4 . ;
9 Py - Differences between inpatient and outpatient care,

: 5 including costs
Get answers about a diagnosis 9

©

« Your options and cost estimates in advance to help you

Select a doctor make smarter decisions

Learn about your coverage

Two ways to contact
a concierge

Available Monday through Friday
from 8 AM to 6 PM ET local time

Plan for upcoming treatment
Find health care solutions that fit your needs

Learn how to use our online tools to make
the right decisions Log in at Aetna.com and chat online.

Find network providers based on your
medical needs

Just call the toll-free number on your
Aetna member ID card.

Assist you in scheduling appointments
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24-Hour Nurse Line

A 24-hour information line for your health questions

Talk to a registered nurse anytime

With the 24-Hour Nurse Line, you can speak to a
registered nurse about health issues — whenever
you need to.*

Plus:
+ It's toll-free.

* You can call as many times as you need — at no
extra cost.

* Your covered family members can use it, too.

You could save time, money and a trip to the ER

The 24-Hour Nurse Line can provide helpful information
and possibly prevent an unneeded trip to the emergency
room (ER). That can be a money-saver.

Plus, you'll be able to make smarter health decisions.
You'll have reliable information you can trust — and it's
only a phone call or click away.

*While only your doctor can diagnose, prescribe or give medical advice, the 24-Hour Murse Line can provide information
on more than 5,000 health topics. Contact your doctor first with any questions or concerns regarding your health care

needs.

More reasons to use the 24-Hour Nurse Line

You can:

* Get information on a wide range of health and
wellness topics

 Make better health care decisions

* Find out more about a medical test or procedure

* Get help preparing for a visit to your doctor

* Receive emails with links to videos that relate to
your gquestion or topic

Your online source for health information

Prefer to go online for health information? Check out

the 24-Hour Nurse Line page on your member website.

Here's what you can do:

* Send us an email.

* Use our symptom checker.

* Learn about treatment options and health risks.

* Research medications.

It explains things in terms that are easy to understand.

Get the information you need

We asked our members what they liked about
the 24-Hour Nurse Line Here's what they said:

* 93 percent said it has improved their satisfaction
with the plan.

+ 95 percent said this program was an important part
of their health plan benefits.

Two ways to get health information fast
1. Call a registered nurse anytime, toll-free.

2. Visit your member website at
AetnaStudentHealth.com.

Get health information —
when and where you need it.
Call 1-800-556-1555 (TTY: 711).*
Or login at
AetnaStudentHealth.com.

THIS IS NOT INSURAMCE. THIS IS A PROGRAM AVAILABLE WITH THE MEDICAL PLAM.
*Ask the relay operator to dial 1-800-556-1555 and select the option to speak to a nurse.

'24-Hour MNurse Line (formerly known as the Informed Health® Line) Member Satisfaction Survey. 2018,



Get quality virtual
care that fits into
your busy life

From your therapy appointments to quick care, we've got you covered. Easily
schedule a virtual care appointment from anywhere. You can use CVS Health Virtual
Care™ in addition to your traditional network of providers. Access is included in your
medical plan, made available through Aetna®, a CVS Health® company because
healthier happens together™.

Use CVS Health Virtual Care for the following:

On-demand care @ Mental health services %
Available to adults and children Available to adults ages 18 and up

over 18 months - Anxiety and mood disorders

- Coughs, colds, flu and strep - Depression screening

- Joint, head, and stomach pain - Medication management

- Infections (ear, sinus, skin, UTI) - Support with stress, life adjustments and

- Medication refills conflict resolution

- Sleep and related health behaviors

Extend to in-person care when needed, at nearby
®¥CVS MinuteClinic® locations* or in-network provider clinics.

Schedule a virtual visit
Genevieve Locke CIUiCKly and eaSily

Licensed mental health provider
Mental health services available by appointment 7 days a week. Plus,

Schedule a visit you'll be able to develop an ongoing relationship with your chosen

e & counselor.

Available visits: See all

N T T %El Get started today

I'm Dr. Genevieve Locke and lam a 5 o > Scan the QR code or go to CVS.com/virtual-care

mental health provider. | have over 10

years experience working in mental to register and schedule an appointment.

*MinuteClinic” in-person services are not included with this product and are subject to plan benefit



Bay Bridge Gap
(You are only eligible for Bay Bridge Gap if you choose the 5000 35/45 Base Plan)

HOW TO FILE A CLAIM?

Present your Medi-Bridge Gap card along with your Major Medical card to your healthcare

provider at the time of service. The claim is filed by your provider under the Major Medical plan first.
Once the primary carrier processes the claim and sends the provider an EOB, the provider will then file
the claim for the Gap plan by submitting the itemized bill and Major Medical EOB to Bay Bridge
Administrators. Benefits are paid directly to your healthcare provider.

The Medi-Bridge Gap plan is structured to coordinate with your major medical plan to provide
additional coverage for you and your dependents. This means there will be less up-front cash outlay or
a reduced out-of-pocket balance to be paid by you.

INPATIENT BENEFIT ($5,000)

Includes coverage for confinement and services rendered as an inpatient in a hospital - room charges,
surgery, in hospital physician charges, inpatient pharmacy and labs, and emergency room treatment (if
admitted to a hospital).

OUTPATIENT BENEFIT (Included in the Inpatient Benefit)
Outpatient benefits will offset the costs incurred for outpatient treatment when the primary major
medical policy applies expenses to deductible or coinsurance maximum.

For expenses to be eligible under this plan they must be medically necessary for treatment of injury or
iliness. Expenses not covered by your group major medical plan are not covered.

GAP PLAN EXCLUSIONS
e Prescription drugs
e Any service or treatment which is not covered under the major medical plan
e Wellness / Preventative care
e Any injury or sickness as a result of participation committing a felony

*This is not a full list of covered & non-covered services. Please refer to policy and certificates for a full
list of benefit descriptions, exclusions, and limitations.

i P RO g P F R l TY KD S TRATOR A ( Claims Submission Address: N
Erathas ,' A ol e Smart Data Solutions
SR — P.O. Box 211196
Eagan, MN 55121
Employee Name: First Middle Last For Claims & Customer Service Please Call:
1-800-845-7519
Policy #: 12345678 Payor ID: 89486
Eissssl D 1234567 For Telemedicine Medical Consultations 24 /7 /365
e 1-800-530-8666 www.1800MD. com
Effective Date: 1/1/2021 ;
Underwritten and Fully Insured by S.USA Life Insurance Company 1-8wMD
\ A Prosperity Life Group Company ) k J




1.800MD Telehealth

1.800MD provides you and your family around-the-clock (24/7/365) access to board certified
physicians via telephone or secure video. 1.800MD physicians can give advice, diagnose, or treat illness,
and even prescribes medication right over the phone. Benefits are available to all employees & their
dependents enrolled in Bay Bridge Gap.

Commonly Treated Conditions:

e Allergies * Headaches

e Arthritic Pain e Sprains/Strains

e Bronchitis e Respiratory Infections
e Cold/Flu ¢ Sinus Infections

e Conjunctivitis e Upset Stomach

e Diarrhea e Urinary Tract Infections
e Ear Infections e Insect Bites

e Gastroenteritis
And many other non-emergency conditions!

STEP 1 Activate
Activate your account online or by calling member services. Once activated, you will need to setup your
member profile and complete your electronic health record.

STEP 2 Request a Consult
Login to your account online or call member services at 1.800.530.8666 to request a consult anytime
24/7.

STEP 3 Receive Care
Receive diagnosis and treatment, giving you quality care and peace of mind wherever you are.

Talk to a doctor anytime day or night for FREE.
1-800-530-8666
www.1800MD.com



Dental Benefits

MetLife Dental Benefits*

100% UCR
. Examinations 2 times in 12 months
. Examinations — Problem Focused Combined with Examinations Limit
. Prophylaxis: Cleanings 2 times in 12 months
. Sealants 1 per molar in 60 months for a child under age 14
Type 1 Procedures: . Space Maintainers 1 per lifetime for a child under age 14
Diagnostic & Preventative e Fluoride 1 time in 12 months for a dependent child under age 14
. . Full Mouth X-Rays Once in 60 months
Services . Bitewing X-Rays: For a child under 14: 1 time in 12 months Adult: 1 time in 12 months
. Labs & Other Tests
. Emergency Palliative Treatment
. Periapical X-Rays
. Other X-Rays
80% UCR
3 Amalgam Fillings 1 replacement per surface in 24 Months
. Root Canal 1 per tooth per lifetime
3 Periodontal Maintenance 2 perio. Treatments in 1 calendar yr, includes 2 cleanings (total comb: 2)
3 Periodontal Surgery 1 per quadrant in any 60 month period
. Scaling & Root Planing 1 per quadrant in any 60 month period
o General Anesthesia
3 Resin Composite Fillings(includes coverage for composite fillings on molars)
Type 2 Procedures: «  Pulpotomy
Basic Services *  PulpCapping
3 Pulp Therapy
o Apexification & Recalcification
. Periodontal Surgery — Soft & Connective Tissue Grafts
3 Periodontics — Non-Surgical
o Oral Surgery: Simple Extractions
. Oral Surgery: Surgical Extractions
3 Other Oral Surgery
o General Services
50% UCR
o Consultations 1 in 12 months
3 Prefabricated Crowns 1 per tooth in 10 calendar years
. Crown Buildups / Post Core 1 per tooth in 10 calendar years
3 Repairs 1 in 12 months
. Recementations 1 in 12 months
3 Dentures 1 in 10 calendar years
Type 3 Procedures: . Immediate Temporary Dgnture§ — Complete / Partial 1 replacement in 12 months
. . e Dentures — Rebases / Relines 1 in 36 months
Malor Services . Denture Adjustments 1 in 12 months
o Fixed Bridges 1 in 10 calendar years
3 Inlays / Onlays /Crowns 1 replacement per tooth in 10 calendar years
3 Implant Services 1 per tooth position in 60 months
3 Implant Repairs 1 per tooth in 12 months
o Implant Supported Prosthetic 1 per tooth in 60 Months
3 Tissue Conditioning 1 in 36 months
. Occlusal Adjustments 1 in 12 months
0,
Type 4 Procedures: ,504’ UCR ,

. . $1,000 Lifetime Maximum
Orthodontia Services Dependent Child(ren) up to age 19
Calendar Year Deductible 550 Per Ind'v'd.ual

$150 Per Family
Calendar Year Maximum $1,000

*This is a summary of benefits only. Please refer to the policy for comprehensive benefit details. Payment is based upon allowable charges
in the area in which the service is rendered. Any dentist charge above the allowable charge is not a covered expense.



Late Entrant Waiting Periods: If you are applying for coverage more than 30 days from the time you
were originally eligible or experienced a qualifying event (i.e. loss of other coverage, marriage, birth of
a child) there will be 6 months on Basic Restorative (Fillings), 12 months on all other Basic Services, and
24 months on Major & Ortho.

Out-of-network benefits are payable for services rendered by a dentist who is not a participating

provider. The Reasonable and Customary charge is based on the lowest of:

e the dentist’s actual charge (the 'Actual Charge'),

¢ the dentist’s usual charge for the same or similar services (the 'Usual Charge') or

e the usual charge of most dentists in the same geographic area for the same or similar services as
determined by MetLife (the 'Customary Charge').

For your plan, the Customary Charge is based on the 90th percentile. Services must be necessary in

terms of generally accepted dental standards.

How do | find a participating dentist?

There are thousands of general dentists and specialists to choose from nationwide --so you are sure to
find one that meets your needs. You can receive a list of these participating dentists online at
www.metlife.com/dental or call 1-800-275-4638 to have a list faxed or mailed to you.

Once you're enrolled you may take advantage of online self-service capabilities with MyBenefits.
Here you can:
Check the status of your claims.
Locate a participating dentist.
Access MetLife’s Oral Health Library .
e Elect to view your Explanation of Benefits online.
To register, just go to www.metlife.com/mybenefits and follow the easy registration instructions.

MetLife does not issue (mail) Dental ID Cards. Dental providers verify coverage using the primary
insured’s SSN. If enrollees wish to register, they can view their personal info via:
www.metlife.com/mybenefits. Within this insured portal, one can view a virtual ID Card.



Vision Benefits

Copays Services/frequency
Exam $10 Exam 12 months
Materials® $20 Frame 12 months
Contact lens fitting $25 Contact lens fitting 12 months
(standard & specialty) Lenses 12 months
Contact lenses 12 months

(based on date of service)
Benefits through Superior National network

In-network Out-of-network
Exam (ophthalmologist) Covered in full Up to $44 retail
Exam (optometrist) Covered in full Up to $39 retail
Frames $140 retail allowance Up to $56 retail
Contact lens fitting (standard?) Covered in full Not covered
Contact lens fitting (specialty?) $50 retail allowance Not covered
Lenses (standard) per pair
Single vision Covered in full Up to $26 retail
Bifocal Covered in full Up to $34 retail
Trifocal Covered in full Up to $50 retail
Progressive lens upgrade See description? Up to $50 retail
Polycarbonate for dependent children Covered in full Not Covered
Contact lenses* $120 retail allowance Up to $100 retail

Co-pays apply to in-network benefits; co-pays for out-of-network visits are deducted from reimbursements

' Materials co-pay applies to lenses and frames only, not contact lenses

2 Standard contact lens fitting applies to a current contact lens user who wears disposable, daily wear, or extended wear lenses only. Specialty contact lens fitting applies to
new contact wearers and/or a member who wear toric, gas permeable, or multi-focal lenses.

* Covered to provider’s in-office standard retail lined trifocal amount; member pays difference between progressive and standard retail lined trifocal, plus applicable co-pay.

* Contact lenses are in lieu of eyeglass lenses and frames benefit

Discount features
Discounts on covered materials®

Discounts on non-covered exam. services and materials®

These discounts apply to the glasses and contacts that are Exams, frames, and prescription lenses: 30% off retail
covered under the vision benefits. Contacts, miscellaneous options: 20% off retail
Frames: 20% off amount over allowance Disposable contact [enses: , 10% off retail
Conventional contacts 20% off amount over allowance Retlna.l |.mag|ng. ) §39 maximum out-of-pooksi
Disposable contact 10% off amount over allowance Laser vision correction (LASIK)®
: Member out-of-pocket® Laser vision correction (LASIK) is a procedure that can reduce or
Scratch coat $15 eliminate your dependency on glasses or contact lenses. This
Ultraviolet coat $12 corrective service is available to you and your eligible dependents
Tints, solid $15 at a special discount (20-560%) with your Superior Vision plan.
Tints, gradient $18 Contact QualSight LASIK at (877) 201-3602 for more information.
Polycarbonate $40 - 5
Blue light filtering $15 Hearing discounts . . _
Digital single vision $30 A National Hearing Network of hearing care professionals, featuring
Progressive lenses Your Hearing Network, offers Superior Vision members discounts
Standard/Premium/Ultra/Ultimate  $55 / $110 / $150 / $225 on services, hearing aids and accessories. These discounts should
Anti-reflective coating be verified prior to service.
Standard/Premium/Ultra/Ultimate  $50 / $70 / $85/ $120
Polarized lenses 875 All allowances are retail; the member is responsible for paying the provider
Plastic photochromi ¢ lenses $80 dr'(ecﬂy for_fal!i :ro;r_{:over;ad {}ims and/or ?ny am;);gr omver n;re allowances,
. minus availadie aiscounis. )eSe are not covern Y ine pian.
|:|!|th l;];lo?é gﬁgég&{;&s some of thjﬁgsi iggl?lar lens type and is North Carolina residents: Please contact our customer service department if you

. . ! nf 5 are unable to secure a timely (at least 30 days) appointment with your provider or
not a complete listing. This table outlines member out-of-pocket costs need assistance finding a provider within a reasonable distance (30 miles) of your

and are not available for premium/upgraded options unless otherwise residence. Adjustments to your benefits may be available
noted.

5Not all providers participate in Superior Vision Discounts, including the member out-of-pocket features. Call your provider prior to scheduling an
appointment to confirm if he/she offers the discount and member out-of-pocket features. The discount and member out-of-pocket features are not
insurance. Discounts and member out-of-pocket are subject to change without notice and do not apply if prohibited by the manufacturer. Lens
options may not be available from all Superior Vision providers/all locations.

Disclaimer: All final determinations of benefits, administrative duties, and definitions are govemed by the Certificate of Insurance for your vision plan.
Please check with your Human Resources department if you have any questions.
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Disability Benefits

Short-Term Disability with NC League of Municipalities
e Benefit amount is 60% of insured’s weekly earnings.
Benefit is payable beginning the 8th day of accident and the 8th day of sickness.
Maximum benefit period is 26 weeks.
You must be actively working a minimum of 30 hours per week to be eligible for coverage.

Voluntary Long-Term Disability with Mutual of Omaha

Option 1
e Benefit amount is 30% of insured’s monthly earnings to a maximum of $3,000 per month.

e Elimination period of 180 days applies (no benefits paid during this time).

e Definition of disability is 24 Months Own Occupation.

e Policy includes a 12 month look back for pre-existing conditions. Disabilities that occur within
the first 12 months due to the pre-existing conditions are excluded.

e You must be actively working a minimum of 30 hours per week to be eligible for coverage.

Option 2
e Benefit amount is 60% of insured’s monthly earnings to a maximum of $3,000 per month.

e Elimination period of 180 days applies (no benefits paid during this time).

e Definition of disability is 24 Months Own Occupation.

e Policy includes a 12 month look back for pre-existing conditions. Disabilities that occur within
the first 12 months due to the pre-existing conditions are excluded.

e You must be actively working a minimum of 30 hours per week to be eligible for coverage.

*If you declined coverage when you were first eligible you will need to submit a Statement of
Insurability form for review. Mutual of Omaha will then decide to approve or deny your coverage based
on your health history.



Basic Life/AD&D

Provided by Mutual of Omaha

e Flat benefit amount of $20,000
e Basic life reduces as you age with first reduction at age 65.
e Includes Conversion Privilege.
e Voluntary dependent life is available in the following amounts:
o Spouse Benefit: $2,500
o Dependent Children Benefit
= 14 days to 6 months-$1,000
= 6 months to age 19 or to age 26 if full time student-$2,500
o Dependent Life per pay period deduction is $S0.53 bi-weekly (24).
e You must be actively working a minimum of 30 hours per week to be eligible for coverage.

Voluntary Term Life/AD&D

Provided By Mutual of Omaha

Employee may choose increments of $5,000; up to a maximum of $500,000. Not to exceed 7 times
annual salary.

Voluntary life reduces as you age with first reduction at age 65.

Employee’s spouse may elect coverage in increments of $5,000; up to $150,000. Spouses benefit
cannot exceed 100% of employees benefit amount. Spouse coverage terminates when employee
attains age 70.

Employee’s children can elect coverage in $2,500 increments up to $10,000.

Employee must elect coverage for dependents to be eligible.

You must be actively working a minimum of 30 hours per week to be eligible for coverage. Your
dependents must be able to perform normal activities, and not be confined (at home, in a hospital,
or in any other care facility), and any child(ren) must be under age 19 (26 if full time student).
Evidence of insurability form is required for late entrants and employees who elect over the
guaranteed issue. Guarantee issue for newly eligible employees up to $125,000. Newly eligible
spouse’s guaranteed issue up to $30,000. Children’s guarantee issue is 100% of the employees’
benefit, up to $10,000.

During open enrollment, employee who are currently enrolled with the minimum of $10,000, can
increase coverage by up to $10,000 provided the total amount of insurance does not exceed the
maximum benefit amount. Amounts over the guaranteed issue will require evidence of insurability.



Worksite Benefits

Accident, Cancer, and Critical lliness with Bay Bridge Administrators

Accident

Accident coverage is supplemental coverage that can complement your health insurance and help
cover your out-of-pocket expenses. When you carry this coverage, you are paid a total cash benefit that
is based on the amount listed for each covered benefit and/or treatment, if you have a covered
accident. Please see policy certificate for all plan details.

Health Screening Benefit: Benefit paid for eligible health screening tests - $100 (2 tests per insured per
year)

ACCIDENT PLAN BENEFITS m Dislocations
Plus Closed,/Non-Surgical Treatment

Emergency and Initial Accident Treatment Benefits _- Hip 52,000 54,000

Ambulance Knee (other than Kneecap) $1,200 52,400
Ground £200 4400 Shoulder 5320 5640
Air $600 $1,200 Kneecap 5320 5640
Water 4600 $1,200 Ankle bone or bones of the foot 1,000 52,000
Elbow 5320 5640
Emergency Room Treatment $200 5300 -
Wrist 5320 5640
RUEETHEE $100 $200 Bone or banes of the hand 5320 5640
Major Diagnostic Imaging 5100 $100 Jawbone £320 $640
X-ray $150 5300 Collarbone 5400 $800
ogitaigenets one o o e a0 s
Hospital Admission $1,000 $2,000 Enhancement for Open /Surgical Reduction n 2x
Daily Hospital Canfinement $200 $300 Partial Dislocztions 5% 5%
Maximum number of days 365 365 [EEErrns -
. o No Repair 5100 5200
Intensive Care Admission B =7 Repair - up to 2 inches 5100 5200
ICU Daily Confinement $400 $600 Repair - over 2 inches, up to 6 inches 5100 5200
Maximum number of days 365 365 Repair - over 6 inches 5100 5200
 specificinjuryBenefit | | [EEWE
Fractures 2nd Degree Burns
Closed/Non-Surgical Treatment At least 1%, but less than 20% of skin surface 5250 5500
Skull (except Bones of Face or Nose) Depressed 42,000 4,000 20% or greater of skin surface 5250 §500
. i 3rd Degree Burns
Hip, Thigh (Femur) _ $2000 | 94,000 Less than 5% of skin surface s5L000  $2,000
Vertebrae, Body of (excluding Vertebral Process) $1,000 $2,000 At least 5% but ess than 20% of skin surface £1,000 $2,000
Pelvis $1,000 $2,000 20% or greater of skin surface $1,000 52,000
Leg (Tibia and/or Fibula) $1,000 52,000 Skin Graft
Upper Arm (Humerus) $400 $800 Due to Burns (% of applicable Burn benefit) 50% 50%
Shoulder Blade $320 $640 Not due to Bums
Collarbone $400 $800 At least 1%, but less than 20% of skin surface :500 2500
. 20% or greater of skin surface 500 500
Upper Jaw, Maxilla (except Alveolar Process) 5400 $800 Concussion and Other Brain Injuries <300 51200
Lower Jaw, Mandible (except Alveolar Process) 5320 5640 Dental Benefit ) $400
Vertebral Process 4320 5640 Eve Injury Benefit 5200 $400
Forearm (Uina andj/or Radius) $320 5640  SurgeryBenefis [ | |
Hand, Wrist (except Fingers) 4320 5640 Outpatient Surgery Benefit
Kneecap 4320 4640 Facilities other than Physician Office or Emergency Room - 5400
Foot (except Toes) $320 $640 thsisiarjOfﬁce ?rEmergenc\.' Room 5100 5200
Ankle $800 $1,600 Internal Injuries Slluglcal Ben eﬁlts
- Open Abdominal & Thoracic £1,000 2,000
Rib 5200 5400 Exploratory without Repair 5150 5300
Coceyx $120 $240 Tendon/Ligament/Rotator Cuff Surgical Benefit
Finger, Toe $160 $320 Single 5500 5750
Enhancement for Open/Surgical Reduction 2% 2x Multiple S750 $1,100
Chip Fractures 25% 25% Exploratory without Repair 5150 5300
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Torn Knee Cartilage Surgery Benefit

Torn with Surgical Repair 5450 5700
Ruptured Disc with Surgical Repair 5450 5700
Anesthesia Benefit

General Anesthesia 5200 5400

| Medical Benefs | | |
Blood, Plasma & Platelets Benefit 5300 5500
Prosthetic Device Benefit

One only 5500 5750

Two or more 51,000 51,500
Appliances $125 $200
Pain Management Benefit = $200
Prescription Drug Benefit $10 510

Maximum number of payments 1 1

| Follow-Up Care and Transportation Benefits | | |
Physician Office Visit 5100 5150

Maximum number of visits 2 2
Therapy Services (Occupational, Physical, Speech Therapy) 530 540

Maximum number of visits 10 10
Rehabilitation Unit Confinement 5100 5125

Maximum number of days 90 90
Transportation {per mile, minimum of 100 miles from residence) $0.30 5030
Lodging 5100 $150

maximum number of days 30 30

Accidental Death Benefits I

Accidental Death

Employee 540,000 560,000
Spouse 520,000 530,000
Childiren) 520,000 530,000
Commeon Carrier Accidental Death
Employee $100,000 %150,000
Spouse 550,000 575,000
Childiren) 550,000 575,000
Organ Donor Benefit $5,000 §5,000
| Accidental DismembermentBenefies | | |
Dismemberment
Loss of Both Hands; OR Loss of Both Feet; OR Loss of One
Hand and One Foot $15,000 $20,000
Loss of One Hand; OR Loss of One Foot 57,500 510,000
Partial Dismemberment
Loss of One or More Fingers or Toes 5300 5750
Partial Amputation of Finger or Toe 5100 5250
Coma 520,000 540,000

Additional Benefits

Organized Athletic Activity Benefit: Benefit paymentis
increased by a set percentage for an accident resulting from
participating in a covered athletic event, such as: club sports;
collegiate sports; competitions; team practices; trainings &
workout sessions

10% standard
up to $1,500 per accident

Health Screening Benefit: Benefit paid for eligible health $100

screening tests & employer-sponsored wellness initiatives 2 tests per insured per year

Blood tests for triglycerides Colonoscopy Hepatitis B immunization  Sports physicals

Annual exam for adults Bone marrow HPV immunization Stress test
testing

Bone density screening Chicken pox immunization Mammography

Breast MRI

Carotid ultrasound

Tetanus

Fasting blood glucose test

Flu vaccination

Concussion baseline testing Dermatological screenings
for skin cancer

Pap smear

Prneumonia immunization
Genetic screening for
medical diagnosis &
treatment

Virtual colonoscopy
Well child visits
Serum cholesterol
HDL/LDL

Dental Exam Eye Exam

Exclusions & Limitations
This is not a complete disclosure of plan qualifications and limitations. Benefits and riders may vary by
all states. In addition to any benefit-specific exdusion, benefits will not be paid for any los:
part, is caused by or results from any of the following, unless caverage is specifically prov

state and may not be available in
ich. directly or indirectly, in whole or in
led for by name in insurance certificate

An injury incurred while working for pay or profit (Off-lob coverage only)

Intentionally self-inflicted injury, suicide, or any attempt or threat while sane or insane;

Participating in war or any act of war whether declared or undeclared:
Commission or attempt to commit a felony

Commission of or active participation in a riot, insurrection, or terrorist a

Engaging in an illegal activity or occupation:

Flight in, boarding, or alighting from an aircraft or any craft designed to fiy above the earth’s surface, including any travel beyond
the earth's atmosphere except a fare-paying passenger on a regularly scheduled commercial or charter airline:

Travel in or on any on-road and off-road motorized vehicle except a golf cart that does not require licensing as a motar vehicle

Practicing for or participating in any semi-professional or professional competitive athletic contest, including officiating or coaching,

for which the covered person receives any compensation or remuneration

except for
ated food;
Travel or activity

Sick vy bacterial infection resulting from an accidental external cut or wound or accidental ingestion of

contami

utside the contiguous United States, Alaska, Hawail and the territories and possessions of the United  States,
Canada, or Mexico;

Voluntary ingestion or inhalation of any narcotic, drug. paison, gas, or fumes, unless prescribed or taken under the direction of a
physician and taken in accordance with the prescribed dosage;

Operating t
drug for

ed person has been provided a written warning against operating a vehicle while taking it. Under the
influence of alcohol, for purposes of this exclusion, means intoxicated, as defined by the law of the State in which the covered

acodent occurred;

Experimental or investigational procedures; and

Care that is not recommended and approved by a physician

Bi-Weekly (24) Premium

Coverage Levels

Premier

Premier Plus

vehicle while under the influence of alcohol or amy drug, narcotic or other intoxicant including any prescribed

Employee Only

$7.19 $10.56

Employee + Spouse

$12.58 $18.39

Employee + Child(ren)

$15.42 $22.55

Family

$21.01 $30.64
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Cancer

Your health and financial peace of mind are important. You and your loved ones can rest a little easier
knowing you have extra financial protection in place when a critical health event occurs. Benefits are
paid directly to you, placing you in control at a time when you may feel that your options are limited.
See the benefit schedule for additional details. Please see policy certificate for all plan details.

Wellness Benefit: Pays $100 for you and your dependents for a wellness screening.

| ke | Poefs

Positive Diagnosis Benefit $300
First Diagnosis Benefit $5.000 $10000
Second and Third Surgical Opinion Incurred Expense
First Diagnosis for insured dependent child under age 21 $7.500 $15,000 Outpatient Hospital or Ambulatory Surgical Center $350 per day
Reoccurrence Benefit 25% after 2 years, 50% after 5 years, 100% after 10 years hon-Local Transportation Common carer coach fare; or $.50 per mile
Lodging Benefit Pays lodging up to $100 per day up to 100 days.
Waver of Premium Yes Ambulance Incurred expense up to $1,000 ground/$2,000 air
Saeening and DlangtIC Benefit Bone Marrow and Stem Cell Transplant Pays up to a lifetime maximum of $15,000
Bone Marrow Donor Expense Benefit $100 per day
Cancer Screening Benefit $100
Drugs and Medicines $25 for each day of confinement up to $600 per year
el e ¢
Additional Invasive Diagnostic Beneft $300 Outpatient Anti-Nausea Drugs Up to $150 per month
D&Ir)' HOSPItal Confinement Benefit Miscellaneous Therapy Charges Pays up to Lifetime maximum of $10,000
) Blood, Plasma and Platelets (Inpatient or Out-patient) $300/day
Confinements of 30 days or less $100/day = -
: ’ Attending Physician’s Benefit $100/day
Confinements \onger than 30 days $200.‘“D&ly' Private Duty Nursing Benefit (Inpatient & Out-patient) Pays up to $150 per day

i + 200/ National Cancer Institute-Designated Comprehensive . i
Confinements for insured dependent child under age 21 $200/Day ! e ! $750 for evaluation $350 for Transportation and Lodging
/ Cancer Treatment Center Evaluation/Consultation Benefit 7

Breast Prosthesis (Surgically Implanted) $3000 per device, $6,000 Lifetime
Rad\a'.xom;‘Chemotherapyi\m'ﬂumotherapy $1,000 per month Avrtificial Limb or Prosthesis (Non Surgically Implanted) Up to $2,000 lifetime max
Physical Therapy or Speech Therapy Up to $50 per day up to $1,000 per year
Experimental Treatment $1,000 per month
Hospice Care Pays up to $100 per day 365 day Lifetime maximum
Self-Administered by \ﬂj&C’.\Oﬂf& per month $250 per day Rental or Purchase of Durable Goods Pays up to $1,500 per calendar year
Sef-Administered by‘ pump or \mplant;“/l oer month $250 per day Home Health Care Expense Benefit $100 per day / 60 days per year
Convalescent Care Fadility Expense Benefit $75 per day equal to days of confinement
Self-Administered Dmgg taken OraHy /4 per month $250 per day Mental Health Consultation Benefit $80 per session 50 sessions Lifetime maximum
Wheelchair Accessible Home Modifications $2,000 Lifetime
Surg\cal Beneft 51,000 Child Tutorial Benefit $30 per 1 hour session 50 sessions Lifetime
Child Care Benefit $60 per day 50 days Lifetime
finesthesia Benefit 30% Pet Boarding Benefit $50 per day 30 days Lifetime
Skin Cancer Biopsy $125, Excision $350 with flap $750
$1,500 initial hospital confinement, $100 per day first 30 days, $200 after 30 days
Medical Imaging $1,000 per year
Anit-Nausea Mecication Benefit $150 per month
Colony Stimulating Factors $1,000 per month

Lump-Sum First-Occurrence Benefit

We will pay 100% of the selected benefit amount upon the first diagnosis of Cancer for a Covered
Person while the coverage is in force. Each Covered Person is limited to one Cancer First-Occurrence
benefit per lifetime. Applies to Covered “Cancer” only. Not payable for any Cancer diagnosed in first 12
months of coverage if the Cancer is a Pre-Existing Condition.
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Pre-Existing Condition Limitation

Benefits will not be paid for any loss that is a Pre-Existing Condition, unless the Covered Person has
satisfied the Pre-Existing Condition Limitation Period. A pre-existing condition is a condition, whether
diagnosed or not, for which symptoms existed within the Pre-Existing Condition Limitation Period, or
for which medical advice or treatment was recommended or received from a physician within the same
period. No pre-existing condition limitation will be applied for dependent children who are born or
adopted while the named insured is covered and who are continuously covered from the date of birth
or adoption. Pre-Existing Limitation Period is [12] months prior to the coverage Effective Date
applicable to the Covered Person.

Bi-Weekly (24) Premium
Coverage Levels . .
Premier Premier Plus

Employee Only $9.01 $10.52
Employee + Spouse $16.39 $19.37
Employee + Child(ren) $10.47 $12.29
Family $18.09 $21.44

Accident and Cancer Wellness Benefit

Accident Health Screening Benefit: Benefit paid for eligible health screening tests - $100 (2 tests per
insured per year).

Cancer Wellness Benefit: Pays $100 for you and your dependents for a wellness screening.

Submitting your claim: Submit your claim the way you like. Mail, phone, email or fax your claim to:

Bay Bridge Administrators, LLC Phone: 1-800-845-7519
P.O. Box 161690 Email: claims@bbadmin.com
Austin, TX 78716 Fax: 512-275-9359



Critical lliness

This coverage pays a lump sum benefit following the diagnosis of a critical illness, such as a heart attack
or stroke. Critical illness insurance is a supplemental coverage that can complement your health
insurance and help cover out of pocket expenses. Please see policy certificate for all plan details.

Critical lliness Benefit: $10,000 or $20,000
Elite
Heart Attack 100% 100%
Stroke 100% 100%
Major Organ Failure 100% 100%
End-5tage Renal Failure 100% 100%
Paralysis 100% 100%
Complete Loss of Sight 100% 100%
Complete Loss of Hearing 100% 100%
Coma 100% 100%
Benign Brain Tumor 100% 100%
Coronary Artery Disease (Bypass Surgery) 25% 25%
Advanced Alzheimer's Disease 5% 25%
Advanced Parkinson’s Disease 25% 25%
Type | Diabetes 100%
Sudden Cardiac Arrest 25%
Angioplasty 10%
Infectious Disease 10%
Spouse and Children % of employee coverage 50% 100%

Additional Occurrence & Reoccurrences of the same Critical lliness

There is no wait between initial occurrences and different critical ilinesses. Reoccurrences of the same
critical illness can be paid six months after the initial critical iliness.

Pre-Existing Conditions:

This coverage includes a 12/12 pre-existing condition limitation. The insured is given credit toward their
pre-existing condition limitation period based on the length of time and amount of coverage they had
with the prior carrier.
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Exclusions & limitations

A specified health event for insured or covered spouse or for a specified health event for covered dependent
child(ren) occurring prior to the effective date of coverage for a covered person;

Any condition not specifically listed as a specified health event for insured or covered spouse or for a specified
health event for covered dependent child(ren)

Suicide or attempt at suicide, or intentional self-inflicted injury or sickness
Participation in any activity or event, including the operation of a vehicle, while under the influence of a controlled
substance (unless administered by a physician or taken according to the physician's Instructions) or while

intoxicated as defined by the law of the jurisdiction in which the cause of the loss occurs;
Use of alcohol, drugs or narcotics

Commission of or attempt to commit an assault or felony;

Engaging in an illegal activity or cccupation; or

Declared war or any act of declared war

Premier Plan:

$10,000 T::;;:'co Bi-Weekly (24) ‘ $10,000 Tobacco Bi-Weekly (24)
Age Band Employee gnS’:gZ:: Eg:::gz“:‘)& Family Age Band Employee imsr::x:: E?h?:gzZif Family
<30 $0.95 $1.42 $1.15 $1.62 <30 $1.60 $2.39 $1.94 $2.73
30-39 $2.09 $3.14 $2.29 $3.34 30-39 $3.53 $5.29 $3.86 $5.63
40-49 $4.26 $6.39 $4.47 $6.60 40-49 $7.18 $10.77 $7.52 $11.11
50-59 $8.65 $12.97 $8.85 $13.18 50-59 $14.57 $21.86 $14.91 $22.20
60-64 $12.80 $19.20 $13.00 $19.40 60-64 $21.57 $32.35 $21.91 $32.69
65-69 $15.80 $23.69 $16.00 $23.89 65-69 $26.61 $39.92 $26.95 $40.26
70+ $19.12 $28.68 $19.32 $28.88 70+ $32.22 $48.33 $32.56 $48.67
$20,000 Non- Bi-Weekly (24) ‘ $20,000 Tobacco Bi-Weekly (24)
Tobacco
Employee
Age Band Employee ims'::::ee Eg::i)ll:z:;)& Family Age Band Employee I:?:SZ:: _p& Y Family
Child(ren)

<30 $1.89 $2.84 $2.30 $3.24 <30 $3.19 $4.78 $3.87 $5.46
30-39 $4.18 $6.28 $4.59 $6.68 30-39 $7.05 $10.57 $7.73 $11.25
40-49 $8.53 $12.79 $8.93 $13.19 40-49 $14.36 $21.54 $15.04 $22.22
50-59 $17.30 $25.95 $17.70 $26.35 50-59 $29.15 $43.72 $29.82 $44.40
60-64 $25.60 $38.40 $26.00 $38.80 60-64 $43.13 $64.69 $43.81 $65.37
65-69 $31.59 $47.38 $31.99 $47.79 65-69 $53.23 $79.84 $53.90 $80.52
70+ $38.24 $57.36 $38.65 $57.76 70+ $64.43 $96.65 $65.11 $97.33

*Spouse covered at 50% and child(ren) covered at 50% of the employee




Premier Elite:

Non-

$10,000 Tobacco ‘ Semi Monthly (24) $10,000 Tobacco Semi Monthly (24)

Age Band Employee in?::Z:: E?h?::ziif Family Age Band Employee E;::zz:: Eg::g{:i)& Family

<30 $1.41 $2.81 $2.52 $3.92 <30 $2.37 $4.74 $4.24 $6.61
30-39 $2.60 $5.20 $3.71 $6.31 30-39 $4.38 $8.75 $6.25 $10.62
40-49 $4.90 $9.81 $6.01 $10.92 40-49 $8.26 $16.52 $10.13 $18.39
50-59 $9.63 $19.26 $10.74 $20.37 50-59 $16.23 $32.45 $18.10 $34.32
60-64 $14.16 $28.32 $15.27 $29.43 60-64 $23.86 $47.71 $25.73 $49.58
65-69 $17.63 $35.25 $18.74 $36.36 65-69 $29.70 $59.39 $31.57 $61.26
70+ $21.07 $42.14 $22.18 $43.25 70+ $35.51 $71.01 $37.38 $72.88

$20,000 To't;:'co ‘ Semi Monthly (24) $20,000  Tobacco Semi Monthly (24)
Employee
Age Band Employee in;F:EZ:: E?h’:::(‘:'ee‘:\)& Family Age Band Employee imsr:zZ:: .p& ! Family
Child(ren)

<30 $2.81 $5.63 $5.03 $7.85 <30 $4.74 $9.48 $8.48 $13.22
30-39 $5.20 $10.39 $7.42 $12.61 30-39 $8.75 $17.51 $12.49 $21.25
40-49 $9.81 $19.61 $12.03 $21.83 40-49 $16.52 $33.04 $20.26 $36.78
50-59 $19.26 $38.52 $21.48 $40.74 50-59 $32.45 $64.90 $36.19 $68.64
60-64 $28.32 $56.63 $30.54 $58.85 60-64 $47.71 $95.42 $51.45 $99.16
65-69 $35.25 $70.49 $37.47 $72.71 65-69 $59.39 $118.78 $63.13 $122.52
70+ $42.14 $84.29 $44.36 $86.51 70+ $71.01 $142.02 $74.75 $145.76

*Spouse covered at 100% and child(ren) covered at 100% of the employee
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Frontline Identity Theft

_.-
ﬁr

FRONTLINE

IDENTITY

IDENTITY THEFT PROTECTION
Designed for Employees
and their Employers

WE PROTECTY OURTIME,
YOUR PRODUCTIVITY, AND
YOUR HARD-EARNED MONEY

33% of Americans
have now experienced
Identity theft

Number of identity theft
cases more than doubled

In 2020, FTC report

FRONTLINE EMPLOYEE ID DEFENDER PLAN

PROTECTION DESIGNED FOR YOUR NEEDS
(¥ FRONTLINE FULL SERVICE RECOVERY (Y] FRONTLINE INTENSIVE MONITORING

Provides advance notice of suspicious activity concerning the use
of your personal information and alerts you to exposure of this
information that thieves can use to steal your identity..From there
our recovery specialists get to work.

We do the recovery work on your behalf relieving you of up to 200
hours of work.. concierge service and true peace of mind.

[V 24/7/365 FRONTLINE PERSONAL ID COACH
Your Frontline Personal ID Coach 24/7/365 Frontline Personal Coach () MONTHLY ALL-CLEAR EMAILS

is there to address any questions or concerns..Peace of mind with just
¥ ! If no alerts are provided within the month, you will receive a monthly

acall “All Clear” email..Reminding you that Frontline is defending your
identity.
(] $1,000,000 IDENTITYTHEFT EXPENSE & FRAUD et
REIMBURSEMENT INSURANCE" ) LOST WALLET SERVICE
Th,'s group coverage proviced through A provides up t? $1,000,000 If your wallet or purse is lost or stolen, we will take the lead to cancel
reimbursement for expenses and for money stolen via fraudulent and replace credit cards. Making a difficult situation easy.

electronic fund transfers from covered accounts..Protecting your
hard-earned money.

THE PROCESS

Once you have selected the Frontline service within your enrollment platform (individual or family), upon the activation date of your program, you
and/ or your family are protected, no further action is required. You will also receive a Welcome Email . Your Welcome Email includes a user name and
password that enables you to access your personal Command Center Portal. Within the portal you can learn more about your protection, can sign
up for your Lost Wallet Service and can add additional information for monitoring such as your Social Security number and family names, if you have
family coverage. So, once enrolled, rest assured that no further action is required and Frontline is DefendingYour Identity.

Bi-Weekly (24) Deductions

Employee & Dependents
$6.35
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Employee Assistance Program

Employee Benefit Summary
EAP/Work-Life Program

The Employee Assistance Program is a voluntary short-term
counseling and referral service designed to help with personal, job or
family related concerns. Employees and eligible Family Members
(spouse and dependents in household) can access short-term problem
resolution sessions that aim to identify, resolve and gain control over
personal problems that may be interfering with work and daily life.

Services are confidential and free!

Some common concerns the EAP can help with:

Stress, Anxiety, Divorce / Separation
Depression Conlflict Resolution
Life Transitions Substance Abuse
Grief & Loss Work-Life Counseling

DEDICATED TOLL FREE HELP LINE

24 hours a day
7 days a week

365 days a year

DIAGNOSTIC ASSESSMENT AND
PROBLEM RESOLUTION SESSIONS

If referral services are required, they will be coordinated
with existing health insurance benefits should long-term
treatment be recommended (deductibles and co-pay

may apply)
LEGAL CONSULTATIONS

Employees / Family Members are eligible to receive
one initial 30 minute telephonic consultation

on separate legal matters at no cost (Employment
Law excluded)

If the attorney is retained beyond the initial consultation,
a 25% discount will be applied

ADDITIONAL COUNSELING BENEFITS

Employees / Family Members are eligible to receive
one telephonic diagnostic assessment & up to 5
face-to-face short-term problem resolution sessions
(as clinically appropriate.)

FINANCIAL CONSULTATIONS
Employees / Family Members are eligible to receive

one initial telephonic consultation on separate financial
issues at no cost

Consultation is generally limited to between 30-60 minutes

25% discount for services beyond initial consultation

ONLINE WORK-LIFE EAP RESOURCES
www.my-life-resource.com

O . Password: myresource

Username: hmsa

ONLINE RESOURCES AVAILABLE (but not limited to):
Additional Legal and Financial Tools
Online Seminars
Childcare Service Locators
Eldercare Resources
Health and Wellness Resources

1,000+ Articles

1-800-847-7240
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Employee Navigator

Username

Sascrmors
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Participation Requirad
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1.  Onboarding

2. Berefits Encollmer

3. HRtasks

Onboarding Complete!

Gl job Plen i 6 L
Thiere ode 34 days I is Oen Enved

1. Benefit Enrallment
2, HIR Lasks

You've got 2 items to complete

Start Enroliments

il = h VRIST HACE br L We

How to Enroll in Benefits

Step 1: Log In

Go to www.employeenavigator.com and click Login

- Returning users: Log in with the username and password you selected.
Click Reset a forgotten password.

- First time users: Click on your Registration Link in the email sent to you
by your admin or Register as a new user. Create an account, and
create your own username and password.

Step 2: Welcome!

After you login click Let’s Begin to complete your required tasks.

Step 3: Onboarding (For first time users, if applicable)
Complete any assigned onboarding tasks before enrolling in your benefits.
Once you've completed your tasks click Start Enroliment to begin your
enrollments.

TIP

if you hit “Dismiss, complete later” you'll be taken to your Home Page. You'll still
be able to start enrollments again by clicking “Start Enroliments”

Step 4: Start Enrollments

After clicking Start Enrollment, you'll need to complete some personal &
dependent information before moving to your benefit elections.

TIP

Have dependent detaifs handy. To enroll a dependent in coverage you will need
their date of birth and Social Security number.
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Step 5: Benefit Elections )
To enroll dependents in a benefit, click the checkbox next to the dependent’s Who am | enrolling?
name under Who am | enrolling?

Below your dependents you can view your available plans and the cost per
pay. To elect a benefit, click Select Plan underneath the plan cost.

R 184G Click Save & Continue at the bottom of each screen to save your
elections.
=3
If you do not want a benefit, click Don’t want this benefit? at the
ERciw crmachy Wil t coerr bottom of the screen and select a reason from the drop-down menu.
[ v erotorer comsmnsions sy | Step 6: Forms
If you have elected benefits that require a beneficiary designation,
et Primary Care Physician, or completion of an Evidence of Insurability
form, you will be prompted to add in those details.
==
reremonis @ Step 7: Review & Confirm Elections
o

—vt Review the benefits you selected on the enroliment summary page
to make sure they are correct then click Sign & Agree to complete
your enrollment. You can either print a summary of your elections

Enrciled P1ans - for your records or login at any point during the year to view your

summary online.

TIP

If you miss a step you’ll see Enroliment Not Complete in the
progress bar with the incomplete steps highlighted. Click on any
incomplete steps to complete them.

Scan the QR code below with your smart phone to access your online benefit enroliment system,
Employee Navigator.

You will be asked to create a Username and password in order to complete your account registration
(See screenshot below). Your Company Identifier is SOUTHPORT.

Verify Your Account

First, let's find your company record

First Name

Last Name

Company ldentifier

PIN

Birth Date
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DOL Required Notices

Newborn and Mothers Health Protection Act of 1996

Under the Newborn and Mothers Health Protection Act of 1996, Group Health Plans that provide benefits for
childbirth must annually notify all participants of this act. Mothers and their newborn children are permitted to
remain in the hospital for 48 hours after a normal delivery or 96 hours following a cesarean section. However, an
attending provider may discharge a mother or her newborn earlier than 48 hours, or 96 hours in the case of a
cesarean section, if he or she makes this decision in consultation with the mother.

Under the Newborn and Mothers Health Protection Act provisions, the time limits affecting the stay begin at the time
of delivery, if the delivery occurs in a hospital. If a delivery occurs outside the hospital, the stay begins when the
mother or newborn is admitted in connection with the childbirth. Whether the admission is in connection with
childbirth is a medical decision to be made by the attending provider. A health plan may not require that a health care
provider obtain authorization from the plan for all or part of the hospital stay required under the Newborn and
Mothers Health Protection Act provisions. But, the rules do provide that plans may require pre-certification for the
entire length of the hospital stay. Under the Newborn and Mothers Health Protection Act, an attending provider is
defined as an individual who is licensed under applicable state law to provide maternity or pediatric care to a mother
or newborn child. Therefore, attending providers could include physicians, nurse midwives, and physician's assistants.
Attending providers do not include health plans, hospitals, and managed care organizations.

Special Enrollment Rights
If you are declining enrollment for yourself or your dependents (including your spouse) because of other health
insurance coverage, you may be able to enroll yourself and your dependents in this plan if you or your dependents
lose eligibility for that other coverage (or if another employer stops contributing toward your or your dependents’
other coverage). Should you choose to do this, you must request enrollment within 31 days* after your or your
dependents’ other coverage ends (or after the other employer stops contributing toward the coverage). 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. Should you choose to do this, you must request enroliment within 31 days after the marriage,
birth, adoption, or placement for adoption.

The Women’s Health and Cancer Rights Act of 1998
The Women'’s Health and Cancer Rights Act of 1998 was passed into law on October 21,1998 amending the Employee
Retirement Income Security Act of 1974 (ERISA). The law requires plans which provide mastectomy coverage to
provide notice to individuals of their rights to benefits for breast reconstruction following a mastectomy.

Your Plan currently provides coverage for a mastectomy and reconstructive breast surgery following a mastectomy.

Benefits for medical and surgical treatment for reconstruction in connection with a mastectomy are further clarified as

follows according to the requirements of the Women'’s Health and Cancer Rights Act of 1998:

1) reconstruction of the breast on which the mastectomy has been performed;

2) surgery and reconstruction of the other breast to produce symmetrical appearance; and

3) coverage for prostheses and physical complications of all stages of mastectomy, including lymphedema in a
manner determined in consultation with the attending physician and the patient.

These benefits will be paid at the same benefit level as other benefits payable under the Plan.

Medicaid and the Children’s Health Insurance Program (CHIP)
Offer Free or Low-Cost Health Coverage To Children And Families
If you are eligible for health coverage from your employer, but are unable to afford the premiums, some States have
premium assistance programs that can help pay for coverage. These States use funds from their Medicaid or CHIP
programs to help people who are eligible for employer-sponsored health coverage, but need assistance in paying their
health premiums.
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If you or your dependents are already enrolled in Medicaid or CHIP, you can 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, you can 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, you can ask the State if it has a
program that might help you pay the premiums for an employer-sponsored plan.

Once it is determined that you or your dependents are eligible for premium assistance under Medicaid or CHIP, your
employer’s health plan is required to permit you and your dependents to enroll in the plan — as long as you and your
dependents are eligible, but not already enrolled in the employer’s plan. This is called a “special enrollment”
opportunity, and you must request coverage within 60 days of being determined eligible for premium assistance.

COBRA Continuation Coverage
A federal law known as The Consolidated Omnibus Reconciliation Act (COBRA) requires that most employers
sponsoring group healthcare plans offer employees and their families the opportunity for a temporary extension of
healthcare coverage (called continuation coverage) at group rates in certain instances where coverage under the
terms of the plan would otherwise end. This notice is intended to inform you of your rights and obligations under the
continuation coverage provisions of the law.

If you are an employee of City of Southport and are covered by its group healthcare plan, you have a right to choose

this continuation coverage if you lose your group healthcare coverage under the terms of the plan because of a

reduction in your hours of employment or the termination of your employment (for reasons other than gross

misconduct on your part). If you are the spouse of an employee and are covered by the group healthcare plan, you

have the right to choose this continuation coverage if you lose your group healthcare coverage under the terms of the

healthcare plan for any of the following reasons:

e The death of your spouse.

e Atermination of your spouse’s employment (for reasons other than gross misconduct) or reduction in your
spouse’s hours of employment.

e Divorce or legal separation from your spouse.

e  Your spouse becomes entitled to Medicare.

In the case of dependent children of an employee covered by the group healthcare plan, they have the right to

continuation coverage if group healthcare coverage under the terms of the healthcare plan is lost for any of the

following reasons:

o The death of a parent.

e Atermination of a parent’s employment (for reasons other than gross misconduct) or reduction in a parent’s
hours of employment.

e Parent’s divorce or legal separation.

e A parent becomes entitled to Medicare.

o The dependent ceases to be a dependent child under the terms of the health plan.

Individuals described above who are entitled to COBRA continuation coverage are called qualified beneficiaries. If a
child is born to a covered employee or if a child is, before age 18, adopted by or placed for adoption with a covered
employee during the period of COBRA continuation coverage, the newborn or adopted child is a qualified beneficiary.
These new dependents can be added to COBRA coverage upon timely notification to the Plan Administrator in
accordance with the terms of the group healthcare plan. Under the law, the employee or a family member has the
responsibility to inform the Plan Administrator of a divorce, legal separation or a child losing dependent status under
the terms of the healthcare plan. This information must be provided within 60 days of the later of the event or the
date on which coverage would end under the terms of the Plan because of the event. If the information is not
provided within 60 days, rights to continuation coverage under COBRA will end. The employer has the responsibility to
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notify the Plan Administrator of the employee’s death, termination of employment or reduction in hours or Medicare
entitlement.

When the Plan Administrator is notified that one of these events has happened, the Plan Administrator will in turn
notify you that you have the right to choose continuation coverage. Under the law, you have 60 days from the later of
the date you are notified of your rights or the date you would lose coverage because of one of the events described
above to inform the Plan Administrator that you want continuation coverage. If you do not choose continuation
coverage in a timely manner, your group healthcare coverage will end. COBRA continuation coverage is not available
to any covered individual if coverage is lost due to termination of employment for gross misconduct. If you choose
continuation coverage, the employer is required to give you coverage which, as of the time coverage is being
provided, is identical to the coverage provided under the Plan to similarly situated employees or family members. Any
changes made to the healthcare plan for similarly situated employees or family members will also apply to the
individual who chooses COBRA continuation coverage. The terms of the coverage are governed by the plan
documentation, which is available upon request from the Plan Administrator in the event you have misplaced your
documentation. The law requires that you be given the opportunity to maintain continuation coverage for up to three
years unless you lost group healthcare coverage because of your termination of employment (except for gross
misconduct) or reduction of hours. If such termination or reduction of hours is the reason for your loss of coverage,
the required continuation coverage period is up to 18 months. This 18-month period may be extended to 36 months if
other events (such as death, divorce or the employee’s Medicare entitlement) occur during the 18-month period. If
the covered employee becomes entitled to Medicare less than 18 months before a qualifying event that is termination
of employment or reduction of hours, then qualified beneficiaries other than the covered employee may receive
continuation coverage for up to 36 months measured from the covered employee’s Medicare entitlement.

The 18-month continuation coverage period applicable to termination (except for gross misconduct) or to reduction of
hours may be extended to up to 29 months if a qualified beneficiary is determined to be disabled by the Social
Security Administration and before the end of the 18-month continuation period. If the above requirements are
satisfied, the continuation coverage for all qualified beneficiaries may be continued for up to an additional 11 months
beyond the end of the initial 18-month period. A higher monthly premium (150 percent of the applicable premium
used to determine regular COBRA rates) will be required. The Plan Administrator also must be notified within 30 days
after the date of any final determination of the Social Security Administration that the disability no longer exists, if
such a determination is made before the end of the 29-month continuation coverage period.

Continuation coverage will be cut short for any of the following reasons:

e The employer no longer provides group healthcare coverage to any of its employees.

e The premium for your continuation coverage is not made on time.

e  You become covered under another group healthcare plan that does not contain any exclusion or limitation with
respect to any pre-existing condition you have.

e You become entitled to Medicare.

e Inthe case of the 29-month continuation coverage period for the disabled, the cessation of disability.

You do not have to show that you are insurable to choose continuation coverage. However, continuation coverage
under COBRA is provided subject to your eligibility for coverage. The Plan Administrator reserves the right to
terminate your COBRA coverage retroactively if you are determined to be ineligible.

Under the law, you may have to pay all or part of the premium, plus a 2 percent administration fee, for your
continuation coverage. As explained above, higher rates apply to the 11-month extension due to disability. There is a
grace period of 30 days for payment of the regularly scheduled premium. In addition, upon the expiration of the 18-
month or 36-month continuation coverage periods, you will be allowed to enroll in an individual conversion plan if
conversion is provided under the terms of the healthcare plan.
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Notice for group health plans that provide prescription drug coverage
to Medicare Part D eligible individuals

Medicare Part D Creditable Coverage Notice

Important Notice from City of Southport 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 offered by the group health plan through City of Southport and about your portions under
Medicare’s prescription drug coverage. This information can help you decide whether or not you want to join a
Medicare drug plan. If you are considering joining, 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. Information about where you can get help to make decisions about your prescription drug coverage is at
the end of this notice.

There are two important things you need to know about your current coverage and Medicare’s prescription drug

coverage:

1. 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.

2. City of Southport has determined that the prescription drug coverage offered by the medical plan through City of
Southport is, on average for all plan participants, expected to pay out as much as standard Medicare prescription
drug coverage pays and is therefore considered Creditable Coverage. Because your existing coverage is Creditable
Coverage, you can keep this coverage and not pay a higher premium (a penalty) if you later decide to join a
Medicare drug plan.

When can you join a Medicare Drug Plan?

You can join a Medicare drug plan when you first become eligible for Medicare and each year from October 15th
through December 7th. However, if you lose your current creditable prescription drug coverage, through no fault of
your own, you will also be eligible for a two (2) month Special Enrollment Period (SEP) to join a Medicare drug plan.

What happens to your current coverage if you decide to join a Medicare Drug Plan?

If you decide to join a Medicare drug plan, your current coverage through City of Southport will not be affected. You
can keep this coverage if you elect Part D, and this plan will coordinate with Part D coverage. See pages 7-9 of the CMS
Disclosure of Creditable Coverage To Medicare Part D Eligible Individuals Guidance (available at
http://www.cms.hhs.gov/CreditableCoverage/) which outlines the prescription drug plan provisions/options that
Medicare eligible individuals may have available to them when they become eligible for Medicare Part D.

The prescription drug plan option available in conjunction with the medical program is outlined below:

Prescription Drug Prescription Drug Program Prescription Drug Program
Type: Base Plan Buy Up Plan
Tier 1 S5 per 30 day supply S5 per 30 day supply
Tier 2 $30 per 30 day supply $30 per 30 day supply
Tier 3 S50 per 30 day supply S50 per 30 day supply
Tier 4 S75 per 30 day supply S75 per 30 day supply
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If you decide to join a Medicare drug plan and drop your current group health coverage through City of Southport, be
aware that you and your dependents will be able to get this coverage back, subject to the terms and requirements of
such group medical plan.

When will you pay a higher premium (Penalty) to join a Medicare drug plan?

You should also know that if you drop or lose your current group health coverage through City of Southport and don’t
join a Medicare drug plan within 63 continuous days after your current coverage ends, you may pay a higher premium
(a penalty) to join a Medicare drug plan later.

If you go 63 continuous days or longer without creditable prescription drug coverage, your monthly premium may go
up by at least 1% of the Medicare base beneficiary premium per month for every month that you did not have that
coverage. For example, if you go nineteen months without creditable coverage, your premium may consistently be at
least 19% higher than the Medicare base beneficiary premium. You may have to pay this higher premium (a penalty)
as long as you have Medicare prescription drug coverage. In addition, you may have to wait until the following
October to join.

For more information about this notice or your current prescription drug coverage...

Contact the person listed below for further information. 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 City of Southport changes. You
also may request a copy of this notice at any time.

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:

o Visit www. Medicare.gov

o 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).

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, therefore, whether or not you are required to pay a higher premium (a penalty).

Date: July 1, 2024

Name of Entity/Sender: City of Southport

Contact- Position/Office: Patti Fortuna

Address: 1029 N Howe Street, Southport, NC 28461
Phone Number: (910) 457-7910
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Form Approved

New Health Insurance Marketplace Coverage OMB No. 1210-0149
Options and Your Health Coverage

PART A: General Information
Beginning in 2014, there is a new way to buy health insurance: the Health Insurance Marketplace. To assist
you as you evaluate options for you and your family, this notice provides some basic information about the
new Marketplace and employment based health coverage offered by your employer.

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. You may
also be eligible for a new kind of tax credit that lowers your monthly premium right away. The open
enrollment period each year for health insurance coverage through the Marketplace runs from Nov. 1
through Dec. 15 of the preceding year. After the open enrollment period ends, you can get coverage through
the Marketplace only if you qualify for a special enrollment period or are applying for Medicaid or the
Children’s Health Insurance Program (CHIP).

Can | Save Money on my Health Insurance Premiums in the Marketplace?
You may qualify to save money and lower your monthly premium, but only if your employer does not offer
coverage, or offers coverage that doesn't meet certain standards. The savings on your premium that you're
eligible for depends on your household income.

Does Employer Health Coverage Affect Eligibility for Premium Savings through the

Marketplace?
Yes. If you have an offer of health coverage from your employer that meets certain standards, you will not be
eligible for a tax credit through the Marketplace and may wish to enroll in your employer's health plan.
However, you may be eligible for a tax 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 meets
certain standards. If the cost of a plan from your employer that would cover you (and not any other
members of your family) is more than 8.39% of your household income for the year or if the coverage your
employer provides does not meet the "minimum value" standard set by the Affordable Care Act, you may be
eligible for a tax credit.?

Note: If you purchase a health plan through the Marketplace instead of accepting health coverage offered by
your employer, then you may lose the employer contribution (if any) to the employer-offered coverage. Also,
this employer contribution -as well as your employee contribution to employer-offered coverage- is often
excluded from income for Federal and State income tax purposes. Your payments for coverage through the
Marketplace are made on an after-tax basis.

How Can | Get More Information?
For more information about your coverage offered by your employer, please check your summary plan
description or contact Teresa Parker-Mosley.
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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.

PART B: Information About Health Coverage Offered by Your 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.

1. Employer name 2. Employer Identification Number (EIN)
City of Southport 56-6001338

3. Employer address 4. Employer phone number
1029 N. Howe Street (910) 457-7910

5. City 6. State 7. ZIP code
Southport NC 28461

8. Who can we contact about employee health coverage at this job?
Patti Fortuna

9. Phone number (if different from 10. Email address

above) pfortuna@cityofsouthport.com

Here is some basic information about health coverage offered by this employer:

e Asyour employer, we offer a health plan to:
Some employees. Eligible employees are: All full-time employees working 30 or more
hours per week.

e With respect to dependents:
[x] We do offer coverage. Eligible dependents are: Legal spouse, domestic partner &
children to age 26.

[x] If checked, this coverage meets the minimum value standard, and the cost of this coverage to you is
intended to be affordable, based on employee wages.

** Even if your employer intends your coverage to be affordable, you may still be eligible for a
premium discount through the Marketplace. The Marketplace will use your household income,
along with other factors, to determine whether you may be eligible for a premium discount. If,
for example, your wages vary from week to week (perhaps you are an hourly employee or you
work on a commission basis), if you are newly employed mid-year, or if you have other income
losses, you may still qualify for a premium discount.

If you decide to shop for coverage in the Marketplace, HealthCare.gov will guide you through the process.
Here's the employer information you'll enter when you visit HealthCare.gov to find out if you can get a tax
credit to lower your monthly premiums.
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Glossary of Health Coverage and Medical Terms
e This glossary defines many commonly used terms, but isn’t a full list. These glossary terms and definitions are
intended to be educational and may be different from the terms and definitions in your plan or health insurance
policy. Some of these terms also might not have exactly the same meaning when used in your policy or plan, and
in any case, the policy or plan governs. (See your Summary of Benefits and Coverage for information on how to
get a copy of your policy or plan document.)
e Underlined text indicates a term defined in this Glossary.

Allowed Amount This is the maximum payment the plan will pay for a covered health care service. May also be called
“eligible expense,” “payment allowance,” or “negotiated rate.”

Appeal A request that your health insurer or plan review a decision that denies a benefit or payment (either in whole
orin part).

Balance Billing When a provider bills you for the balance remaining on the bill that your plan doesn’t cover. This
amount is the difference between the actual billed amount and the allowed amount. For example, if the provider’s
charge is $200 and the allowed amount is $110, the provider may bill you for the remaining $90. This happens most
often when you see an out-of-network provider (non-preferred provider). A network provider (preferred provider)
may not bill you for covered services.

Claim A request for a benefit (including reimbursement of a health care expense) made by you or your health care
provider to your health insurer or plan for items or services you think are covered.

Coinsurance Your share of the costs of a covered health care service, calculated as a percentage (for example 20%) of
the allowed amount for the service. You generally pay coinsurance plus any deductibles you owe. (For example, if the
health insurance or plan’s allowed amount for an office visit is $100 and you’ve met your deductible, your coinsurance
payment of 20% would be $20. The health insurance or plan pays the rest of the allowed amount.)

Complications of Pregnancy Conditions due to pregnancy, labor, and delivery that require medical care to prevent
serious harm to the health of the mother or the fetus. Morning sickness and non-emergency caesarean section
generally aren’t complications of pregnancy.

Copayment A fixed amount (for example, $15) you pay for a covered health care service, usually when you receive the
service. The amount can vary by the type of covered health care service.

Cost Sharing Your share of costs for services that a plan covers that you must pay out of your own pocket (sometimes
called “out-of-pocket costs”). Some examples of cost sharing are the copayments, deductibles, and coinsurance.
Family cost sharing is the share of the cost for deductibles and out-of-pocket costs you and your spouse and/or
child(ren) must pay out of your own pocket. Other costs, including your premiums, penalties you may have to pay, or
the cost of care a plan doesn’t cover usually aren’t considered cost sharing.

Cost-sharing Reductions Discounts that reduce the amount you pay for certain services covered by an individual plan
you buy through the Marketplace. You may get a discount if your income is below a certain level, and you choose a
Silver level health plan or if you’re a member of a federally-recognized tribe, which includes being a shareholder in an
Alaska Native Claims Settlement Act corporation.

Deductible An amount you could owe during a coverage period (usually one year) for covered health care services
before your plan begins to pay. An overall deductible applies to all or almost all covered items and services. A plan
with an overall deductible may also have separate deductibles that apply to specific services or groups of services. A
plan may also have only separate deductibles. (For example, if your deductible is $1,000 your plan won’t pay anything
until you’ve met your $1,000 deductible for covered health care services subject to the deductible.)

Diagnostic Test Tests to figure out what your health problem is. For example, an x-ray can be a diagnostic test to see if
you have a broken bone.

Durable Medical Equipment (DME) Equipment and supplies ordered by a health care provider for everyday or
extended use. DME may include: oxygen equipment, wheelchairs, and crutches.
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Emergency Medical Condition An illness, injury, symptom (including severe pain), or condition severe enough to risk
serious danger to your health if you didn’t get medical attention right away. If you didn’t get immediate medical
attention you could reasonably expect one of the following: 1) Your health would be put in serious danger; or 2) You
would have serious problems with your bodily functions; or 3) You would have serious damage to any part or organ of
your body.

Emergency Medical Transportation Ambulance services for an emergency medical condition. Types of emergency
medical transportation may include transportation by air, land, or sea. Your plan may not cover all types of emergency
medical transportation, or may pay less for certain types.

Emergency Room Care/Emergency Services Services to check for an emergency medical condition and treat you to
keep an emergency medical condition from getting worse. These services may be provided in a licensed hospital’s
emergency room or other place that provides care for emergency medical conditions.

Excluded Services Health care services that your plan doesn’t pay for or cover.

Formulary A list of drugs your plan covers. A formulary may include how much your share of the cost is for each drug.
Your plan may put drugs in different cost sharing levels or tiers. For example, a formulary may include generic drug

and brand name drug tiers and different cost sharing amounts will apply to each tier.

Grievance A complaint that you communicate to your health insurer or plan.

Habilitation Services Health care services that help a person keep, learn or improve skills and functioning for daily
living. Examples include therapy for a child who isn’t walking or talking at the expected age. These services may
include physical and occupational therapy, speech-language pathology, and other services for people with disabilities
in a variety of inpatient and/or outpatient settings.

Health Insurance A contract that requires a health insurer to pay some or all of your health care costs in exchange for
a premium. A health insurance contract may also be called a “policy” or “plan.”

Home Health Care Health care services and supplies you get in your home under your doctor’s orders. Services may
be provided by nurses, therapists, social workers, or other licensed health care providers. Home health care usually
doesn’t include help with non-medical tasks, such as cooking, cleaning, or driving.

Hospice Services Services to provide comfort and support for persons in the last stages of a terminal illness and their
families.

Hospitalization Care in a hospital that requires admission as an inpatient and usually requires an overnight stay. Some
plans may consider an overnight stay for observation as outpatient care instead of inpatient care.

Hospital Outpatient Care Care in a hospital that usually doesn’t require an overnight stay.

Individual Responsibility Requirement Sometimes called the “individual mandate”, the duty you may have to be
enrolled in health coverage that provides minimum essential coverage. If you don’t have minimum essential coverage,
you may have to pay a penalty when you file your federal income tax return unless you qualify for a health coverage
exemption.

In-network Copayment A fixed amount (for example, $15) you pay for covered health care services to providers who
contract with your health insurance or plan. In-network copayments usually are less than out-of-network copayments.
Marketplace A marketplace for health insurance where individuals, families and small businesses can learn about their
plan options; compare plans based on costs, benefits and other important features; apply for and receive financial help
with premiums and cost sharing base on income; and choose a plan and enroll in coverage.

Maximum Out-of-pocket Limit Yearly amount the federal government sets as the most each individual or family can be
required to pay in cost sharing during the plan year for covered, in-network services. Applies to most types of health
plans and insurance. This amount may be higher than the out-of-pocket limits stated for your plan.

Medically Necessary Health care services or supplies needed to prevent, diagnose or treat an illness, injury, condition,
disease, or its symptoms, including habilitation, and that meet accepted standards of medicine.
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Minimum Essential Coverage Health coverage that will meet the individual responsibility requirement. Minimum
essential coverage generally includes plans, health insurance available through the Marketplace or other individual
market policies, Medicare, Medicaid, CHIP, TRICARE, and certain other coverages.

Minimum Value Standard A basic standard to measure the percent of permitted costs the plan covers. If you're offered
an employer plan that pays for at least 60% of the total allowed costs of benefits, the plan offers minimum value and
you may not qualify for premium tax credits and cost sharing reductions to buy a plan from the Marketplace.

Network The facilities, providers and suppliers your health insurer or plan has contracted with to provide health care
services.

Network Provider (Preferred Provider) A provider who has a contract with your health insurer or plan who has agreed
to provide services to members of a plan. You will pay less if you see a provider in the network. Also called “preferred
provider” or “participating provider”.

Orthotics and Prosthetics Leg, arm, back and neck braces, artificial legs, arms and eyes, and external breast prostheses
after mastectomy. These services include: adjustment, repairs, and replacements required because of breakage, wear,
loss, or a change in the patient’s physical condition.

Out-of-network Coinsurance Your share (for example 40%) of the allowed amount for covered health care services to
providers who don’t contract with your health insurance or plan. Out-of-network coinsurance usually costs you more
than in-network coinsurance.

Out-of-network Copayment A fixed amount (for example, $30) you pay for covered health care services from providers
who do not contract with your health insurance or plan. Out-of-network copayments usually are more than in-network
copayments.

Out-of-network Provider (Non-Preferred Provider) A provider who doesn’t have a contract with your plan to provide
services. If your plan covers out-of-network services, you’ll usually pay more to see an out-of-network provider than a
preferred provider. Your policy will explain what those costs may be. May also be called “non-preferred” or “non-
participating” instead of “out-of-network provider”.

Out-of-pocket Limit The most you could pay during a coverage period (usually one year) for your share of the costs of
covered services. After you meet this limit the plan will usually pay 100% of the allowed amount. This limit helps you
plan for health care costs. This limit never includes your premium, balance-billed charges or health care your plan
doesn’t cover. Some plans don’t count all of your copayments, deductibles, coinsurance payments, out-of-network
payments, or other expenses toward this limit.

Physician Services Health care services a licensed medical physician, including an M.D. (Medical Doctor) or D.O. (Doctor
of Osteopathic Medicine), provides or coordinates.

Plan Health coverage issued to you directly (individual plan) or through an employer, union or other group sponsor

n u

(employer group plan) that provides coverage for certain health care costs. Also called “health insurance plan”, “policy”,
“health insurance policy”, or “health insurance”.

Preauthorization A decision by your health insurer or plan that a health care service, treatment plan, prescription drug
or

durable medical equipment (DME) is medically necessary. Sometimes call prior authorization, prior approval or
precertification. Your health insurance or plan may require preauthorization for certain services before you receive

them, except in an emergency. Preauthorization isn’t a promise your health insurance or plan will cover the cost.
Premium The amount that must be paid for your health insurance or plan. You and/or your employer usually pay in
monthly, quarterly, or yearly.

Premium Tax Credits Financial help that lowers your taxes to help you and your family pay for private health insurance.
You can get this help if you get health insurance through the Marketplace and your income is below a certain level.

Advance payments of the tax credit can be used right away to lower your monthly premium costs.
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Prescription Drug Coverage Coverage under a plan that helps pay for prescription drugs. If the plan’s formulary uses
“tiers” (levels), prescription drugs are grouped together by type or cost. The amount you’ll pay in cost sharing will be
different for each “tier” of covered prescription drugs.

Prescription Drugs Drugs and medications that by law require a prescription.

Preventive Care (Preventive Service) Routine health care, including screenings, check-ups, and patient counseling, to
prevent or discover illness, disease, or other health problems.

Primary Care Physician A physician, including an M.D. (Medical Doctor) or D.O. (Doctor of Osteopathic Medicine), who
provides or coordinates a range of health care services for you.

Primary Care Provider A physician, including an M.D. (Medical Doctor) or D.O. (Doctor of Osteopathic Medicine), nurse
practitioner, clinical nurse specialist, or physician assistant, as allowed under state law and the terms of the plan, who
provides, coordinates, or helps you access a range of health care services.

Provider And individual or facility that provides health care services. Some examples of a provider include a doctor,
nurse, chiropractor, physician assistant, hospital, surgical center, skilled nursing facility, and rehabilitation center. The
plan may require the provider to be licensed, certified, or accredited as required by law.

Reconstructive Surgery Surgery and follow-up treatment needed to correct or improve a part of the body because of
birth defects, accidents, injuries, or medical conditions.

Referral A written order from your primary care provider for you to see a specialist or get certain health care services.
In many health maintenance organizations (HMOs), you need to get a referral before you can get health care services
from anyone except your primary care provider. If you don’t get a referral first, the plan may not pay for the services.
Rehabilitation Services Health care services that help a person keep, get back, or improve skills and functioning for daily
living that have been lost or impaired because a person was sick, hurt or disabled. These services may include physical
and occupational therapy, speech-language pathology, and psychiatric rehabilitation services in a variety of inpatient
and/or outpatient settings.

Screening A type of preventive care that includes tests or exams to detect the presence of something, usually performed
when you have no symptoms, signs, or prevailing medical history of a disease or condition.

Skilled Nursing Care Services performed or supervised by licensed nurses in your home or in a nursing home. Skilled
nursing care is not the same as “skilled care services”, which are services performed by therapists or technicians (rather
than licensed nurses) in your home or in a nursing home.

Specialist A provider focusing on a specific area of medicine or a group of patients to diagnose, manage, prevent or
treat certain types of symptoms and conditions.

Specialty Drug A type of prescription drug that, in general, requires special handling or ongoing monitoring and
assessment by a health care professional, or is relatively difficult to dispense. Generally, specialty drugs are the most
expensive drugs on a formulary.

UCR (Usual, Customary and Reasonable) The amount paid for a medical service in a geographic area based on what
providers in the area usually charge for the same or similar medical service. The UCR amount sometimes is used to
determine the allowed amount.

Urgent Care Care for aniillness, injury, or condition serious enough that a reasonable person would seek care right away,
but not so severe as to require emergency room care.
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Plans Arranged By:

GROUP

PO Box 25172 * Winston-Salem, NC 27114 «

To the maximum extent permitted by law, in no event shall Hilb Group be liable for any special, incidental, indirect, or consequential damages whatsoever
(including, without limitation, damages for ERISA plan violations, loss or impairment of benefits or benefit eligibility, or any other type of loss) arising out of the use
of this publication. This information is intended only as an overview of benefits. For specifics to your group benefits, please consult your Summary Plan
Description.





