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Benefit Summary
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What is a benefit summary?

This is a summary of what the plan does and does not cover. This summary can also help you understand your share
of the costs. It's always best to review your Certificate of Coverage (COC) and check your coverage before getting any
health services, when possible.

What are the benefits of the Choice Plus Plan?
Get more protection with a national network and out-of-network coverage.

A network is a group of health care providers and facilities that have a contract with
UnitedHealthcare. You can receive care and services from anyone in or out of our net-

work, but you save money when you use the network. Are you a member?

> There's coverage if you need to go out of the network. Out-of-network means that a Ealsily mtanag?‘your be@r;efitg
provider does not have a contract with us. Choose what's best for you. Just remember on Itrrle a mytlqu t‘r’]'°°m an
out-of-network providers will likely charge you more. on e go with the

UnitedHealthcare

Health4Me ™ mobile app.
> There's no need to choose a primary care provider (PCP) or get referrals to see a

specialist. Consider a PCP; they can be helpful in managing your care. For questions, call the
member phone number on
> Preventive care is covered 100% in our network. your health plan ID card.

Not enrolled yet? Learn more about this plan and search for network doctors or hospitals at
welcometouhc.com/choiceplus or call 1-866-873-3903, TTY 711, 8 a.m. to 8 p.m. local
time, Monday through Friday.

Benefits At-A-Glance
What you may pay for network care

This chart is a simple summary of the costs you may have to pay when you receive care in the network. It doesn’t include all
of the deductibles and co-payments you may have to pay. You can find more benefit details beginning on page 2.

Co-payment Individual Deductible Co-insurance
(Your cost for an office visit) (Your cost before the plan starts to pay) (Your cost share after the deductible)
$25 $2,000 You have no co-insurance.

This Benefit Summary is to highlight your Benefits. Don't use this document to understand your exact coverage for certain
conditions. If this Benefit Summary conflicts with the Certificate of Coverage (COC), Riders, and/or Amendments, those
documents are correct. Review your COC for an exact description of the services and supplies that are and are not covered, those
which are excluded or limited, and other terms and conditions of coverage.

UnitedHealthcare Insurance Company
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Your Costs

In addition to your premium (monthly) payments paid by you or your employer, you are responsible for paying these
costs.

Your cost if you use Your cost if you use
Network Benefits Out-of-Network Benefits

Deductible

What is a deductible?

The deductible is the amount you have to pay for covered health care services (common medical event) before your
health plan begins to pay. The deductible may not apply to all services. You may have more than one type of deductible.

> Your co-pays don't count towards meeting the deductible unless otherwise described within the specific
common medical event.

> All individual deductible amounts will count towards meeting the family deductible, but an individual will not
have to pay more than the individual deductible amount.

Medical Deductible - Individual $2,000 per year $4,000 per year

Medical Deductible - Family $4,000 per year $8,000 per year

Dental - Pediatric Services Deductible- Included in your medical deductible.  Included in your medical
Individual deductible.

Dental - Pediatric Services Deductible- Included in your medical deductible.  Included in your medical
Family deductible.

Out-of-Pocket Limit

What is an out-of-pocket limit?

The most you pay during a policy year before your health plan begins to pay 100%. Once you reach the out-of-pocket
limit, your health plan will pay for all covered services. This will not include any amounts over the amount we allow
when you see an out-of-network provider.

> All individual out-of-pocket limit amounts will count towards meeting the family out-of-pocket limit, but an
individual will not have to pay more than the individual out-of-pocket limit amount.

> Your co-pays, co-insurance and deductibles (including pharmacy) count towards meeting the out-of-pocket
limit.
Out-of-Pocket Limit - Individual $4,000 per year $8,000 per year
Out-of-Pocket Limit - Family $8,000 per year $16,000 per year




Your Costs

What is co-insurance?

Co-insurance is your share of the costs of a covered health care service, calculated as a percent (for example, 20%) of
the allowed amount for the service. You pay co-insurance plus any deductibles you owe. Co-insurance is not the same
as a co-payment (or co-pay).

What is a co-payment?

A co-payment (co-pay) is a fixed amount (for example, $15) you pay for a covered health care service, usually when
you receive the service. You will pay a co-pay or the allowed amount, whichever is less. The amount can vary by the
type of covered health care service. Please see the specific common medical event to see if a co-pay applies and how
much you have to pay.

What is Prior Authorization?

Prior Authorization is getting approval before you can get access to medicine or services. Services that require prior
authorization are noted in the list of Common Medical Events. To get approval, call the member phone number on your
health plan ID card.

Want more information?

Find additional definitions in the glossary at justplainclear.com.
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Your Costs

Following is a list of services that your plan covers in alphabetical order. In addition to your premium (monthly) payments
paid by you or your employer, you are responsible for paying these costs.

Common Medical Event Your cost if you use Your cost if you use
Network Benefits Out-of-Network Benefits

Ambulance Services - Emergency and Non-Emergency

Transportation cost of a newborn tothe  You pay nothing, after the medical You pay nothing, after the network
nearest appropriate facility for deductible has been met. medical deductible has been met.
treatment are covered.
Prior Authorization is required for Prior Authorization is required for
Non-Emergency Ambulance. Non-Emergency Ambulance.

Bones or Joints of the Jaw and Facial Region

You pay nothing, after the medical 20% co-insurance, after the medical
deductible has been met. deductible has been met.

Prior Authorization is required for Prior Authorization is required for
certain services. certain services.

Cleft Lip/Cleft Palate Treatment

You pay nothing, after the medical 20% co-insurance, after the medical
deductible has been met. deductible has been met.

Prior Authorization is required for Prior Authorization is required for
certain services. certain services.

Clinical Trials

The amount you pay is based on where the covered health service is
provided.

Prior Authorization is required. Prior Authorization is required.

Congenital Heart Disease (CHD) Surgeries

You pay nothing, after the medical 20% co-insurance, after the medical
deductible has been met. deductible has been met.

Prior Authorization is required.

Dental - Pediatric Services (Benefits covered up to age 19)

Benefits provided by the National Options PPO 30 Network (PPO-UCR 50th).




Your Costs

Common Medical Event

Dental - Pediatric Preventive Services

Dental Prophylaxis (Cleanings)
Limited to 2 times per 12 months.

Fluoride Treatments
Limited to 2 times per 12 months.

Sealants (Protective Coating)

Limited to once per first or second
permanent molar every 36 months.

Space Maintainers

Benefit includes all adjustments within
6 months of installation.

Dental - Pediatric Diagnostic Services

Periodic Oral Evaluation (Check-up
Exam)

Limited to 2 times per 12 months.
Covered as a separate Benefit only if no
other service was done during the visit
other than X-rays.

Radiographs
Limited to 2 series of films per 12

months for Bitewing and 1 time per 36
months for Complete/Panorex.

Your cost if you use
Network Benefits

You pay nothing, after the medical
deductible has been met.

You pay nothing, after the medical
deductible has been met.

You pay nothing, after the medical
deductible has been met.

You pay nothing, after the medical
deductible has been met.

You pay nothing, after the medical
deductible has been met.

You pay nothing, after the medical
deductible has been met.

Your cost if you use
Out-of-Network Benefits

20% co-insurance, after the medical
deductible has been met.

20% co-insurance, after the medical
deductible has been met.

20% co-insurance, after the medical
deductible has been met.

20% co-insurance, after the medical
deductible has been met.

20% co-insurance, after the medical
deductible has been met.

20% co-insurance, after the medical
deductible has been met.




Your Costs

Common Medical Event

Your cost if you use
Network Benefits

Dental - Pediatric Basic Dental Services

Your cost if you use
Out-of-Network Benefits

Endodontics (Root Canal Therapy)

General Services (Including
Emergency treatment)

Palliative Treatment: Covered as a
separate Benefit only if no other service
was done during the visit other than X-
rays.

General Anesthesia: Covered when
clinically necessary.

Occlusal Guard: Limited to 1 guard

every 12 months and only covered if
prescribed to control habitual grinding.

Oral Surgery (Including Surgical
Extractions)

Periodontics

Periodontal Surgery: Limited to 1
quadrant or site per 36 months per
surgical area.

Scaling and Root Planing: Limited to 1
time per quadrant per 24 months.
Periodontal Maintenance: Limited to 4
times per 12 months. In conjunction
with dental prophylaxis, following
active and adjunctive periodontal
therapy, exclusive of gross
debridement.

Restorations (Amalgam or Anterior
Composite)

Multiple restorations on one surface
will be treated as one filling.

Simple Extractions (Simple tooth
removal)

Limited to 1 time per tooth per lifetime.

20% co-insurance, after the medical
deductible has been met.

20% co-insurance, after the medical
deductible has been met.

20% co-insurance, after the medical
deductible has been met.

20% co-insurance, after the medical
deductible has been met.

20% co-insurance, after the medical
deductible has been met.

20% co-insurance, after the medical
deductible has been met.

40% co-insurance, after the medical
deductible has been met.

40% co-insurance, after the medical
deductible has been met.

40% co-insurance, after the medical
deductible has been met.

40% co-insurance, after the medical
deductible has been met.

40% co-insurance, after the medical
deductible has been met.

40% co-insurance, after the medical
deductible has been met.




Your Costs

Common Medical Event Your cost if you use

Network Benefits

Your cost if you use
Out-of-Network Benefits

Dental - Pediatric Major Restorative Services

40% co-insurance, after the medical
deductible has been met.

Inlays/Onlays/Crowns (Partial to
Full Crowns)

Limited to 1 time per tooth per 60
months.

40% co-insurance, after the medical
deductible has been met.

Dentures and other removable
Prosthetics

(Full denture/partial denture)
Limited to 1 time per 60 months.

Fixed Partial Dentures (Bridges)
Limited to 1 time per tooth per 60

40% co-insurance, after the medical
deductible has been met.

months.

Implants 40% co-insurance, after the medical
Limited to 1 time per tooth per 60 deductible has been met.

months.

Dental - Pediatric Medically Necessary Orthodontics

40% co-insurance, after the medical
deductible has been met.

Benefits are not available for
comprehensive orthodontic treatment
for crowded dentitions (crooked teeth),
excessive spacing between teeth,
temporomandibular joint (TMJ)
conditions and/or having horizontal/
vertical (overjet/overbite)
discrepancies.

Prior Authorization required for
orthodontic treatment.

Dental Services - Accident Only

You pay nothing, after the medical
deductible has been met.

Prior Authorization is required.

Dental Services - Anesthesia and Hospitalization

50% co-insurance, after the medical
deductible has been met.

50% co-insurance, after the medical
deductible has been met.

50% co-insurance, after the medical
deductible has been met.

50% co-insurance, after the medical
deductible has been met.

50% co-insurance, after the medical
deductible has been met.

Prior Authorization required for
orthodontic treatment.

You pay nothing, after the network
medical deductible has been met.

Prior Authorization is required.

You pay nothing, after the medical
deductible has been met.

Prior Authorization is required for
certain services.

20% co-insurance, after the medical
deductible has been met.

Prior Authorization is required for
certain services.




Your Costs

Common Medical Event Your cost if you use Your cost if you use
Network Benefits Out-of-Network Benefits

Diabetes Services

Diabetes Self Management and The amount you pay is based on where the covered health service is
Training/Diabetic Eye Examinations/  provided.

Foot Care:

Diabetes Self Management Items: The amount you pay is based on where the covered health service is provided

under Durable Medical Equipment or in the Prescription Drug Rider.

Prior Authorization is required for
Durable Medical Equipment that
costs more than $1,000.

Durable Medical Equipment

You pay nothing, after the medical 20% co-insurance, after the medical
deductible has been met. deductible has been met.

Prior Authorization is required for
Durable Medical Equipment that
costs more than $1,000.

Emergency Health Services - Outpatient

$200 co-pay per visit. A deductible $200 co-pay per visit. A deductible
does not apply. does not apply.

Notification is required if confined
in an Out-of-Network Hospital.

Enteral Formulas

You pay nothing, after the medical 20% co-insurance, after the medical
deductible has been met. deductible has been met.
Prior Authorization is required for Prior Authorization is required for
certain services. certain services.
Hearing Aids
Limited to $2,500 every year and a You pay nothing, after the medical 20% co-insurance, after the medical
single purchase (including repair and  deductible has been met. deductible has been met.

replacement) per hearing impaired ear
every 3 years.

Home Health Care

Limited to 40 visits per year. You pay nothing, after the medical 20% co-insurance, after the medical
deductible has been met. deductible has been met.

Prior Authorization is required.

Hospice Care

You pay nothing, after the medical 20% co-insurance, after the medical
deductible has been met. deductible has been met.

Prior Authorization is required for
Inpatient Stay.




Your Costs

Common Medical Event

Hospital - Inpatient Stay

Lab, X-Ray and Diagnostics - Outpatient

You pay nothing. A deductible does

Your cost if you use
Network Benefits

You pay nothing, after the medical
deductible has been met.

not apply.

Your cost if you use
Out-of-Network Benefits

20% co-insurance, after the medical
deductible has been met.

Prior Authorization is required.

20% co-insurance, after the medical
deductible has been met.

Prior Authorization is required for
sleep studies.

Lab, X-Ray and Major Diagnostics - CT, PET, MRI, MRA and Nuclear Medicine - Outpatient

Mental Health Services

Inpatient:
Outpatient:

Partial Hospitalization/Intensive
Outpatient Treatment:

You pay nothing, after the medical
deductible has been met.

You pay nothing, after the medical
deductible has been met.

$50 co-pay per visit. A deductible
does not apply.

You pay nothing, after the medical
deductible has been met.

20% co-insurance, after the medical
deductible has been met.

Prior Authorization is required.

20% co-insurance, after the medical
deductible has been met.

20% co-insurance, after the medical
deductible has been met.

20% co-insurance, after the medical
deductible has been met.

Prior Authorization is required for
certain services.

Neurobiological Disorders — Autism Spectrum Disorder Services

Inpatient:
Outpatient:

Partial Hospitalization/Intensive
Outpatient Treatment:

Osteoporosis Treatment

Ostomy Supplies

Limited to $2,500 per year.

You pay nothing, after the medical
deductible has been met.

$50 co-pay per visit. A deductible
does not apply.

You pay nothing, after the medical
deductible has been met.

You pay nothing, after the medical
deductible has been met.

Prior Authorization is required for
certain services.

You pay nothing, after the medical
deductible has been met.

20% co-insurance, after the medical
deductible has been met.

20% co-insurance, after the medical
deductible has been met.

20% co-insurance, after the medical
deductible has been met.

Prior Authorization is required for
certain services.

20% co-insurance, after the medical
deductible has been met.

Prior Authorization is required for
certain services.

20% co-insurance, after the medical
deductible has been met.




Your Costs

Common Medical Event Your cost if you use Your cost if you use
Network Benefits Out-of-Network Benefits

Pharmaceutical Products - Outpatient

This includes medications given at a You pay nothing, after the medical 20% co-insurance, after the medical
doctor’s office, or in a Covered deductible has been met. deductible has been met.
Person’s home.

Physician Fees for Surgical and Medical Services

You pay nothing, after the medical 20% co-insurance, after the medical
deductible has been met. deductible has been met.

Physician’s Office Services - Sickness and Injury

Primary Physician Office Visit $25 co-pay per visit. A deductible 20% co-insurance, after the medical
does not apply. deductible has been met.

Specialist Physician Office Visit $50 co-pay per visit. A deductible 20% co-insurance, after the medical
does not apply. deductible has been met.

Prior Authorization is required for
Breast Cancer Genetic Test
Counseling (BRCA) for women at
higher risk for breast cancer.

Additional co-pays, deductible, or co-insurance may apply when you receive other services at your physician's office.
For example, surgery.

Pregnancy - Maternity Services

The amount you pay is based on where the covered health service is
provided.

Prior Authorization is required if
the stay in the hospital is longer than
48 hours following a normal
vaginal delivery or 96 hours
following a cesarean section
delivery.

Prescription Drug Benefits

Prescription drug benefits are shown in the Prescription Drug benefit summary.

Preventive Care Services

Physician Office Services, Scopic You pay nothing. A deductible does  20% co-insurance, after the medical
Procedures, Lab, X-Ray or other not apply. deductible has been met.
preventive tests.

Certain preventive care services are provided as specified by the Patient Protection and Affordable Care Act (ACA),
with no cost-sharing to you. These services are based on your age, gender and other health factors. UnitedHealthcare
also covers other routine services that may require a co-pay, co-insurance or deductible.

Prosthetic Devices

You pay nothing, after the medical 20% co-insurance, after the medical
deductible has been met. deductible has been met.

Prior Authorization is required for
Prosthetic Devices that costs more
than $1,000.

10



Your Costs

Common Medical Event Your cost if you use Your cost if you use
Network Benefits Out-of-Network Benefits

Reconstructive Procedures

The amount you pay is based on where the covered health service is
provided.

Prior Authorization is required.

Rehabilitation and Habilitative Services - Outpatient Therapy and Manipulative Treatment

Limited to: $25 co-pay per visit. A deductible 20% co-insurance, after the medical
30 visits of physical therapy. does not apply. deductible has been met.

30 visits of occupational therapy.

30 visits of speech therapy.

36 visits of cardiac rehabilitation.

30 visits of post-cochlear implant aural
therapy.

20 visits of cognitive rehabilitation
therapy.

20 visits of manipulative treatments.

Prior Authorization is required for
certain services.

Scopic Procedures - Outpatient Diagnostic and Therapeutic

Diagnostic/therapeutic scopic You pay nothing, after the medical 20% co-insurance, after the medical
procedures include, but are not limited  deductible has been met. deductible has been met.

to colonoscopy, sigmoidoscopy and

endoscopy.

Skilled Nursing Facility / Inpatient Rehabilitation Facility Services

Limited to 60 days per year in a Skilled  You pay nothing, after the medical 20% co-insurance, after the medical
Nursing Facility and 30 days peryearin  deductible has been met. deductible has been met.
an Inpatient Rehabilitation Facility.

Prior Authorization is required.

Substance Use Disorder Services

Inpatient: You pay nothing, after the medical 20% co-insurance, after the medical
deductible has been met. deductible has been met.

Outpatient: $50 co-pay per visit. A deductible 20% co-insurance, after the medical
does not apply. deductible has been met.

Partial Hospitalization/Intensive You pay nothing, after the medical 20% co-insurance, after the medical

Outpatient Treatment: deductible has been met. deductible has been met.

Prior Authorization is required for
certain services.

Surgery - Outpatient

You pay nothing, after the medical 20% co-insurance, after the medical
deductible has been met. deductible has been met.

Prior Authorization is required for
certain services.




Your Costs

Common Medical Event Your cost if you use Your cost if you use
Network Benefits Out-of-Network Benefits

Therapeutic Treatments - Outpatient

Therapeutic treatments include, but are ~ You pay nothing, after the medical 20% co-insurance, after the medical
not limited to dialysis, intravenous deductible has been met. deductible has been met.
chemotherapy, intravenous infusion,

medical education services and

radiation oncology.

Prior Authorization is required for
certain services.

Transplantation Services

Network Benefits must be received ata The amount you pay is based on where the covered health service is
designated facility. provided.

Prior Authorization is required. Prior Authorization is required.

Urgent Care Center Services

$100 co-pay per visit. A deductible 20% co-insurance, after the medical
does not apply. deductible has been met.

Additional co-pays, deductible, or co-insurance may apply when you receive other services at the urgent care facility.
For example, surgery.

Virtual Visits
Network Benefits are available only $25 co-pay per visit. A deductible 20% co-insurance, after the medical
when services are delivered througha  does not apply. deductible has been met.

Designated Virtual Visit Network
Provider. Find a Designated Virtual
Visit Network Provider Group at
myuhc.com or by calling Customer
Care at the telephone number on your
ID card. Access to Virtual Visits and
prescription services may not be
available in all states or for all groups.

12
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Your Costs

Common Medical Event

Your cost if you use
Network Benefits

Vision - Pediatric Services (Benefits covered up to age 19)

Your cost if you use
Out-of-Network Benefits

Find a listing of Spectera Eyecare Network Vision Care Providers at myuhcvision.com.

Routine Vision Examination
Limited to once every 12 months.

Eyeglass Lenses

Limited to once every 12 months.
Coverage includes polycarbonate
lenses and standard scratch-resistant
coating.

Eyeglass Frames
Limited to once every 12 months.

Eyeglass frames with a retail cost up to
$130.

Eyeglass frames with a retail cost
between $130 - 160.

Eyeglass frames with a retail cost
between $160 - 200.

Eyeglass frames with a retail cost
between $200 - 250.

Eyeglass frames with a retail cost
greater than $250.

Contact Lenses/Necessary Contact
Lenses

You may choose contact lenses instead
of'eyeglasses. The benefit doesn't cover
both.

Limited to a 12 month supply.

Find a complete list of covered contacts
at myuhcvision.com.

Low Vision Services

Limited to a 24 month frequency, or
every 6 months when low vision
conditions occur.

$10 co-pay per visit. A deductible
does not apply.

$25 co-pay. A deductible does not
apply.

You pay nothing. A deductible does
not apply.

$15 co-pay. A deductible does not
apply.
$30 co-pay. A deductible does not
apply.

$50 co-pay. A deductible does not
apply.

40% co-insurance. A deductible does
not apply.

$25 co-pay. A deductible does not
apply.

You pay nothing for Low Vision

Testing. A deductible does not apply.

25% co-insurance for Low Vision

Therapy. A deductible does not apply.

20% co-insurance, after the medical
deductible has been met.

20% co-insurance, after the medical
deductible has been met.

20% co-insurance, after the medical
deductible has been met.

20% co-insurance, after the medical
deductible has been met.

20% co-insurance, after the medical
deductible has been met.

20% co-insurance, after the medical
deductible has been met.

20% co-insurance, after the medical
deductible has been met.

20% co-insurance, after the medical
deductible has been met.

25% co-insurance for Low Vision
Testing, after the medical
deductible has been met.

25% co-insurance for Low Vision
Therapy, after the medical
deductible has been met.

13
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Services your plan does not cover (Exclusions)

It is recommended that you review your COC, Amendments and Riders for an exact description of the services and
supplies that are covered, those which are excluded or limited, and other terms and conditions of coverage.

Alternative Treatments

Acupressure; acupuncture; aromatherapy; hypnotism; massage therapy; rolfing; art therapy, music therapy, dance
therapy, horseback therapy; and other forms of alternative treatment as defined by the National Center for
Complementary and Alternative Medicine (NCCAM) of the National Institutes of Health. This exclusion does not apply
to Manipulative Treatment and non-manipulative osteopathic care for which Benefits are provided as described in
Section 1 of the COC.

Dental care (which includes dental X-rays, supplies and appliances and all associated expenses, including
hospitalizations and anesthesia). This exclusion does not apply to Benefits as described under Bones or Joints of the Jaw
and Facial Region and Dental Services — Anesthesia and Hospitalization in Section 1 of the COC. This exclusion does
not apply to accident-related dental services for which Benefits are provided as described under Dental Services —
Accident Only in Section 1 of the COC. This exclusion does not apply to dental care (oral examination, X-rays,
extractions and non-surgical elimination of oral infection) required for the direct treatment of a medical condition for
which Benefits are available under the Policy, limited to: Transplant preparation; prior to initiation of
immunosuppressive drugs; the direct treatment of acute traumatic Injury, cancer or cleft palate. Dental care that is
required to treat the effects of a medical condition, but that is not necessary to directly treat the medical condition, is
excluded. Examples include treatment of dental caries resulting from dry mouth after radiation treatment or as a result of
medication. Endodontics, periodontal surgery and restorative treatment are excluded. Preventive care, diagnosis,
treatment of or related to the teeth, jawbones or gums. Examples include: extraction, restoration and replacement of
teeth; medical or surgical treatments of dental conditions; and services to improve dental clinical outcomes. This
exclusion does not apply to dental services for which Benefits are provided as described under Bones or Joints of the
Jaw and Facial Region and Cleft Lip/Cleft Palate in Section 1 of the COC. This exclusion does not apply to accidental-
related dental services for which Benefits are provided as described under Dental Services — Accidental Only in Section
1 of the COC. Dental implants, bone grafts and other implant-related procedures. This exclusion does not apply to
accident-related dental services for which Benefits are provided as described under Dental Services — Accident Only in
Section 1 of the COC. Dental braces (orthodontics). Treatment of congenitally missing, malpositioned, or
supernumerary teeth, even if part of a Congenital Anomaly. This exclusion does not apply to dental services for which
Benefits are provided as described under Cleft Lip/Cleft Palate in Section 1 of the COC.




Services your plan does not cover (Exclusions)

Dental - Pediatric Services

Benefits are not provided under Pediatric Dental Services for the following: Any Dental Service or Procedure not listed
as a Covered Pediatric Dental Service. Dental Services that are not Necessary. Hospitalization or other facility charges.
Any Dental Procedure performed solely for cosmetic/aesthetic reasons. (Cosmetic procedures are those procedures that
improve physical appearance.) Reconstructive surgery, regardless of whether or not the surgery is incidental to a dental
disease, Injury, or Congenital Anomaly, when the primary purpose is to improve physiological functioning of the
involved part of the body. Any Dental Procedure not directly associated with dental disease. Any Dental Procedure not
performed in a dental setting. Procedures that are considered to be Experimental or Investigational or Unproven
Services. This includes pharmacological regimens not accepted by the American Dental Association (ADA) Council on
Dental Therapeutics. The fact that an Experimental, or Investigational or Unproven Service, treatment, device or
pharmacological regimen is the only available treatment for a particular condition will not result in Benefits if the
procedure is considered to be Experimental or Investigational or Unproven in the treatment of that particular condition.
Placement of dental implants, implant-supported abutments and prostheses. Drugs/medications, obtainable with or
without a prescription, unless they are dispensed and utilized in the dental office during the patient visit. Setting of facial
bony fractures and any treatment associated with the dislocation of facial skeletal hard tissue. Treatment of benign
neoplasms, cysts, or other pathology involving benign lesions, except excisional removal. Treatment of malignant
neoplasms or Congenital Anomalies of hard or soft tissue, including excision. Replacement of complete dentures, fixed
and removable partial dentures or crowns and implants, implant crowns and prosthesis if damage or breakage was
directly related to provider error. This type of replacement is the responsibility of the Dental Provider. If replacement is
Necessary because of patient non-compliance, the patient is liable for the cost of replacement. Services related to the
temporomandibular joint (TMJ), either bilateral or unilateral. Upper and lower jaw bone surgery (including that related
to the temporomandibular joint). Orthognathic surgery, jaw alignment, and treatment for the temporomandibular joint.
Charges for failure to keep a scheduled appointment without giving the dental office 24 hours notice. Expenses for
Dental Procedures begun prior to the Covered Person becoming enrolled for coverage provided through the Rider to the
Policy. Dental Services otherwise covered under the Policy, but rendered after the date individual coverage under the
Policy terminates, including Dental Services for dental conditions arising prior to the date individual coverage under the
Policy terminates. Services rendered by a provider with the same legal residence as a Covered Person or who is a
member of a Covered Person’s family, including spouse, brother, sister, parent or child. Foreign Services are not
covered unless required as an Emergency. Fixed or removable prosthodontic restoration procedures for complete oral
rehabilitation or reconstruction. Procedures related to the reconstruction of a patient's correct vertical dimension of
occlusion (VDO). Billing for incision and drainage if the involved abscessed tooth is removed on the same date of
service. Placement of fixed partial dentures solely for the purpose of achieving periodontal stability. Acupuncture;
acupressure and other forms of alternative treatment, whether or not used as anesthesia. Orthodontic coverage does not
include the installation of a space maintainer, any treatment related to treatment of the temporomandibular joint, any
surgical procedure to correct a malocclusion, replacement of lost or broken retainers and/or habit appliances, and any
fixed or removable interceptive orthodontic appliances previously submitted for payment under the plan.

Devices, Appliances and Prosthetics

Devices used specifically as safety items or to affect performance in sports-related activities. Orthotic appliances that
straighten or re-shape a body part. Examples include foot orthotics and some types of braces, including over-the-counter
orthotic braces. Cranial banding. The following items are excluded, even if prescribed by a Physician: blood pressure
cuff/monitor; enuresis alarm; non-wearable external defibrillator; trusses and ultrasonic nebulizers. Devices and
computers to assist in communication and speech except for speech aid devices and tracheo-esophogeal voice devices
for which Benefits are provided as described under Durable Medical Equipment in Section 1 of the COC. Oral
appliances for snoring. Repairs to prosthetic devices due to misuse, malicious damage or gross neglect. Replacement of
prosthetic devices due to misuse, malicious damage or gross neglect or to replace lost or stolen items.
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Services your plan does not cover (Exclusions)

Prescription drug products for outpatient use that are filled by a prescription order or refill. Self-injectable medications.
This exclusion does not apply to medications which, due to their characteristics (as determined by us), must typically be
administered or directly supervised by a qualified provider or licensed/certified health professional in an outpatient
setting. This exclusion does not apply to Benefits as described under Diabetes Services in Section 1 of the COC. Non-
injectable medications given in a Physician’s office. This exclusion does not apply to non-injectable medications that are
required in an Emergency and consumed in the Physician’s office. Over-the-counter drugs and treatments. Growth
hormone therapy. New Pharmaceutical Products and/or new dosage forms until the date they are reviewed. A
Pharmaceutical Product that contains (an) active ingredient(s) available in and therapeutically equivalent (having
essentially the same efficacy and adverse effect profile) to another covered Pharmaceutical Product. Such
determinations may be made up to six times during a calendar year. A Pharmaceutical Product that contains (an) active
ingredient(s) which is (are) a modified version of and therapeutically equivalent (having essentially the same efficacy
and adverse effect profile) to another covered Pharmaceutical Product. Such determinations may be made up to six times
during a calendar year.

Experimental, Investigational or Unproven Services

Experimental or Investigational and Unproven Services and all services related to Experimental or Investigational and
Unproven Services are excluded. The fact that an Experimental or Investigational or Unproven Service, treatment,
device or pharmacological regimen is the only available treatment for a particular condition will not result in Benefits if
the procedure is considered to be Experimental or Investigational or Unproven in the treatment of that particular
condition. This exclusion does not apply to medically appropriate medications prescribed for the treatment of cancer.
The drug must be recognized for the treatment of that indication, and published within a standard reference compendium
or recommended in medical literature. This exclusion does not apply to Covered Health Services provided during a
clinical trial for which Benefits are provided as described under Clinical Trials in Section 1 of the COC.

Routine foot care. Examples include the cutting or removal of corns and calluses. This exclusion does not apply to
preventive foot care for Covered Persons with diabetes for which Benefits are provided as described under Diabetes
Services in Section 1 of the COC. Nail trimming, cutting, or debriding. Hygienic and preventive maintenance foot care.
Examples include: cleaning and soaking the feet; applying skin creams in order to maintain skin tone. This exclusion
does not apply to preventive foot care for Covered Persons who are at risk of neurological or vascular disease arising
from diseases such as diabetes. Treatment of flat feet. Treatment of subluxation of the foot. Shoes; shoe orthotics; shoe
inserts and arch supports.

Medical Supplies

Prescribed or non-prescribed medical supplies and disposable supplies. Examples include: compression stockings, ace
bandages, gauze and dressings, urinary catheters. This exclusion does not apply to:
* Disposable supplies necessary for the effective use of Durable Medical Equipment for which Benefits are
provided as described under Durable Medical Equipment in Section 1 of the COC.
* Diabetic supplies for which Benefits are provided as described under Diabetes Services in Section 1 of the COC.

* Ostomy supplies for which Benefits are provided as described under Ostomy Supplies in Section 1 of the COC.

Tubing and masks, except when used with Durable Medical Equipment as described under Durable Medical Equipment
in Section 1 of the COC.
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Services your plan does not cover (Exclusions)

Mental Health

Services performed in connection with conditions not classified in the current edition of the Diagnostic and Statistical
Manual of the American Psychiatric Association. Mental Health Services as treatments for R & T code conditions as
listed within the current edition of the Diagnostic and Statistical Manual of the American Psychiatric Association.
Mental Health Services as treatment for a primary diagnosis of insomnia and other sleep-wake disorders, feeding
disorders, binge eating disorders, sexual dysfunction, communication disorders, motor disorders, neurological disorders
and other disorders with a known physical basis. Treatments for the primary diagnoses of learning disabilities, conduct
and impulse control disorders, personality disorders and paraphilic disorder. Educational services that are focused on
primarily building skills and capabilities in communication, social interaction and learning. Tuition for or services that
are school-based for children and adolescents under the Individuals with Disabilities Education Act. Motor disorders and
primary communication disorders as defined in the current edition of the Diagnostic and Statistical Manual of the
American Psychiatric Association. Intellectual disabilities as a primary diagnosis defined in the current edition of the
Diagnostic and Statistical Manual of the American Psychiatric Association. Autism spectrum disorder as a primary
diagnosis defined in the current edition of the Diagnostic and Statistical Manual of the American Psychiatric
Association. Benefits for autism spectrum disorder as a primary diagnosis are described under Neurobiological
Disorders - Autism Spectrum Disorder Services in Section 1 of the COC. Mental Health Services as a treatment for other
conditions that may be a focus of clinical attention as listed in the current edition of the Diagnostic and Statistical
Manual of the American Psychiatric Association. All unspecified disorders in the current edition of the Diagnostic and
Statistical Manual of the American Psychiatric Association. Health services and supplies that do not meet the definition
of a Covered Health Service — see the definition in Section 9 of the COC. Covered Health Services are those health
services, including services, supplies, or Pharmaceutical Products, which we determine to be all of the following:

* Medically Necessary.

* Described as a Covered Health Service in Section 1 of the COC and in the Schedule of Benefits.

* Not otherwise excluded in Section 2 of the COC.

Neurobiological Disorders — Autism Spectrum Disorder

Any treatments or other specialized services designed for Autism Spectrum Disorder that are not backed by credible
research demonstrating that the services or supplies have a measurable and beneficial health outcome and therefore
considered Experimental or Investigational or Unproven Services. Intellectual disability as the primary diagnosis
defined in the current edition of the Diagnostic and Statistical Manual of the American Psychiatric Association. Tuition
for or services that are school-based for children and adolescents under the Individuals with Disabilities Education Act.
Learning, motor disorders and communication disorders as defined in the current edition of the Diagnostic and
Statistical Manual of the American Psychiatric Association and which are not a part of Autism Spectrum Disorder.
Treatments for the primary diagnoses of learning disabilities, conduct and impulse control disorders, personality
disorders and paraphilic disorder. All unspecified disorders in the current edition of the Diagnostic and Statistical
Manual of the American Psychiatric Association. Intensive behavioral therapies such as applied behavioral analysis for
Autism Spectrum Disorder. Health services and supplies that do not meet the definition of a Covered Health Service —
see the definition in Section 9 of the COC. Covered Health Services are those health services, including services,
supplies, or Pharmaceutical Products, which we determine to be all of the following:

* Medically Necessary.

* Described as a Covered Health Service in Section 1 of the COC and in the Schedule of Benefits.

* Not otherwise excluded in Section 2 of the COC.

Individual and group nutritional counseling. This exclusion does not apply to medical nutritional education services that
are provided by appropriately licensed or registered health care professionals when both of the following are true:
* Nutritional education is required for a disease in which patient self-management is an important component of
treatment.
* There exists a knowledge deficit regarding the disease which requires the intervention of a trained health
professional.

Enteral feedings, even if the sole source of nutrition. This exclusion does not apply to Benefits described under Enteral
Formulas in Section 1 of the COC. Infant formula and donor breast milk. Nutritional or cosmetic therapy using high
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Services your plan does not cover (Exclusions)

dose or mega quantities of vitamins, minerals or elements and other nutrition-based therapy. Examples include
supplements, electrolytes, and foods of any kind (including high protein foods and low carbohydrate foods).

Personal Care, Comfort or Convenience

Television; telephone; beauty/barber service; guest service. Supplies, equipment and similar incidental services and
supplies for personal comfort. Examples include: air conditioners, air purifiers and filters, dehumidifiers; batteries and
battery chargers; breast pumps (This exclusion does not apply to breast pumps for which Benefits are provided under the
Health Resources and Services Administration (HRSA) requirement); car seats; chairs, bath chairs, feeding chairs,
toddler chairs, chair lifts, recliners; exercise equipment; home modifications such as elevators, handrails and ramps; hot
tubs; humidifiers; Jacuzzis; mattresses; medical alert systems; motorized beds; music devices; personal computers,
pillows; power-operated vehicles; radios; saunas; stair lifts and stair glides; strollers; safety equipment; treadmills;
vehicle modifications such as van lifts; video players, whirlpools.

Physical Appearance

Cosmetic Procedures. See the definition in Section 9 of the COC. Examples include: pharmacological regimens,
nutritional procedures or treatments. Scar or tattoo removal or revision procedures (such as salabrasion, chemosurgery
and other such skin abrasion procedures). Skin abrasion procedures performed as a treatment for acne. Liposuction or
removal of fat deposits considered undesirable, including fat accumulation under the male breast and nipple. Treatment
for skin wrinkles or any treatment to improve the appearance of the skin. Treatment for spider veins. Hair removal or
replacement by any means. Replacement of an existing breast implant if the earlier breast implant was performed as a
Cosmetic Procedure. Note: Replacement of an existing breast implant is considered reconstructive if the initial breast
implant followed mastectomy. See Reconstructive Procedures in Section 1 of the COC. Treatment of benign
gynecomastia (abnormal breast enlargement in males). Physical conditioning programs such as athletic training, body-
building, exercise, fitness, flexibility, and diversion or general motivation. Weight loss programs whether or not they are
under medical supervision. Weight loss programs for medical reasons are also excluded. Wigs regardless of the reason
for the hair loss.

Procedures and Treatments

Excision or elimination of hanging skin on any part of the body. Examples include plastic surgery procedures called
abdominoplasty or abdominal panniculectomy, and brachioplasty. Medical and surgical treatment of excessive sweating
(hyperhidrosis). Medical and surgical treatment for snoring, except when provided as a part of treatment for documented
obstructive sleep apnea. Rehabilitation services and Manipulative Treatment to improve general physical condition that
are provided to reduce potential risk factors, where significant therapeutic improvement is not expected, including
routine, long-term or maintenance/preventive treatment. Speech therapy except as required for treatment of a speech
impediment or speech dysfunction that results from Injury, stroke, cancer, Congenital Anomaly or Autism Spectrum
Disorder. Outpatient cognitive rehabilitation therapy except as Medically Necessary following a post-traumatic brain
Injury or cerebral vascular accident. Psychosurgery. Sex transformation operations and related services. Physiological
modalities and procedures that result in similar or redundant therapeutic effects when performed on the same body
region during the same visit or office encounter. Biofeedback. Services for the evaluation and treatment of
temporomandibular joint syndrome (TMJ), whether the services are considered to be medical or dental in nature. This
exclusion does not apply to Benefits described under Additional Benefits Required by Florida Law - Bones or Joints of
the Jaw and Facial Region in Section 1 of the COC. Upper and lower jawbone surgery, orthognathic surgery, and jaw
alignment. This exclusion does not apply to reconstructive jaw surgery required for Covered Persons because of a
Congenital Anomaly, acute traumatic Injury, dislocation, tumors, cancer or obstructive sleep apnea. This exclusion does
not apply to Benefits as described under Additional Benefits Required by Florida Law - Bones or Joints of the Jaw and
Facial Region and Dental Services — Anesthesia and Hospitalization in Section 1 of the COC. Surgical and non-surgical
treatment of obesity. Stand-alone multi-disciplinary smoking cessation programs. These are programs that usually
include health care providers specializing in smoking cessation and may include a psychologist, social worker or other
licensed or certified professional. The programs usually include intensive psychological support, behavior modification
techniques and medications to control cravings. Breast reduction surgery except as coverage is required by the Women's
Health and Cancer Rights Act of 1998 for which Benefits are described under Reconstructive Procedures in Section 1 of
the COC. In vitro fertilization regardless of the reason for treatment.
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Services your plan does not cover (Exclusions)

Providers

Services performed by a provider who is a family member by birth or marriage. Examples include a spouse, brother,
sister, parent or child. This includes any service the provider may perform on himself or herself. Services performed by
a provider with your same legal residence. Services provided at a free-standing or Hospital-based diagnostic facility
without an order written by a Physician or other provider. Services which are self-directed to a free-standing or Hospital-
based diagnostic facility. Services ordered by a Physician or other provider who is an employee or representative of a
free-standing or Hospital-based diagnostic facility, when that Physician or other provider has not been actively involved
in your medical care prior to ordering the service, or is not actively involved in your medical care after the service is
received. This exclusion does not apply to mammography.

Reproduction

Health services and associated expenses for infertility treatments, including assisted reproductive technology, regardless
of the reason for the treatment. This exclusion does not apply to services required to treat or correct underlying causes of
infertility. Surrogate parenting, donor eggs, donor sperm and host uterus. Storage and retrieval of all reproductive
materials. Examples include eggs, sperm, testicular tissue and ovarian tissue. The reversal of voluntary sterilization.

Services Provided under Another Plan

Health services for which other coverage is paid under arrangements required by federal, state or local law to be
purchased or provided through other arrangements. Examples include coverage required by workers' compensation, no-
fault auto insurance, or similar legislation. If coverage under workers' compensation or similar legislation is optional for
you because you could elect it, or could have it elected for you, Benefits will not be paid for any Injury, Sickness, or
Mental Illness that would have been covered under workers' compensation or similar legislation had that coverage been
elected. Health services for treatment of military service-related disabilities, when you are legally entitled to other
coverage and facilities are reasonably available to you. Health services while on active military duty.

Substance Use Disorders

Services performed in connection with conditions not classified in the current edition of the Diagnostic and Statistical
Manual of the American Psychiatric Association. Methadone treatment as maintenance, L.A.A.M. (1-Alpha-Acetyl-
Methadol), Cyclazocine, or their equivalents. Educational services that are focused on primarily building skills and
capabilities in communication, social interaction and learning. Substance-induced sexual dysfunction disorders and
substance-induced sleep disorders. Gambling disorders. All unspecified disorders in the current edition of the Diagnostic
and Statistical Manual of the American Psychiatric Association. Health services and supplies that do not meet the
definition of a Covered Health Service — see the definition in Section 9 of the COC. Covered Health Services are those
health services, including services, supplies, or Pharmaceutical Products, which we determine to be all of the following:

* Medically Necessary.

* Described as a Covered Health Service in Section 1 of the COC and in the Schedule of Benefits.

* Not otherwise excluded in Section 2 of the COC.

Transplants

Health services for organ and tissue transplants, except those described under Transplantation Services in Section 1 of
the COC. Health services connected with the removal of an organ or tissue from you for purposes of a transplant to
another person. (Donor costs that are directly related to organ removal are payable for a transplant through the organ
recipient's Benefits under the Policy.) Health services for transplants involving permanent mechanical or animal organs.

L\

Health services provided in a foreign country, unless required as Emergency Health Services. Travel or transportation
expenses, even though prescribed by a Physician. Some travel expenses related to Covered Health Services received
from a Designated Facility or Designated Physician may be reimbursed at our discretion. This exclusion does not apply
to ambulance transportation for which Benefits are provided as described under Ambulance Services in Section 1 of the
COC.




Services your plan does not cover (Exclusions)

Types of Care

Multi-disciplinary pain management programs provided on an inpatient basis for acute pain or for exacerbation of
chronic pain. Custodial care or maintenance care; domiciliary care. Private Duty Nursing. Respite care. This exclusion
does not apply to respite care that is part of an integrated hospice care program of services provided to a terminally ill
person by a licensed hospice care agency for which Benefits are provided as described under Hospice Care in Section 1
of the COC. Rest cures; services of personal care attendants. Work hardening (individualized treatment programs
designed to return a person to work or to prepare a person for specific work).

Vision and Hearing

Purchase cost and fitting charge for eye glasses and contact lenses. Implantable lenses used only to correct a refractive
error (such as Intacs corneal implants). Eye exercise or vision therapy. Surgery that is intended to allow you to see better
without glasses or other vision correction. Examples include radial keratotomy, laser, and other refractive eye surgery.
Bone anchored hearing aids except when either of the following applies: For Covered Persons with craniofacial
anomalies whose abnormal or absent ear canals preclude the use of a wearable hearing aid. For Covered Persons with
hearing loss of sufficient severity that it would not be adequately remedied by a wearable hearing aid. More than one
bone anchored hearing aid per Covered Person who meets the above coverage criteria during the entire period of time
the Covered Person is enrolled under the Policy. Repairs and/or replacement for a bone anchored hearing aid for
Covered Persons who meet the above coverage criteria, other than for malfunctions. Routine vision examinations,
including refractive examinations to determine the need for vision correction.

Vision - Pediatric Services

Benefits are not provided under Pediatric Vision Services for the following: Medical or surgical treatment for eye
disease which requires the services of a Physician and for which Benefits are available as stated in the COC. Non-
prescription items (e.g. Plano lenses). Replacement or repair of lenses and/or frames that have been lost or broken.
Optional Lens Extras not listed in Vision Care Services. Missed appointment charges. Applicable sales tax charged on
Vision Care Services.




Services your plan does not cover (Exclusions)

All Other Exclusions

Health services and supplies that do not meet the definition of a Covered Health Service - see the definition in Section 9
of the COC. Covered Health Services are those health services, including services, supplies, or Pharmaceutical Products,
which we determine to be all of the following: Medically Necessary; described as a Covered Health Service in Section 1
of the COC and Schedule of Benefits; and not otherwise excluded in Section 2 of the COC. Physical, psychiatric or
psychological exams, testing, vaccinations, immunizations or treatments that are otherwise covered under the Policy
when: required solely for purposes of school, sports or camp, travel, career or employment, insurance, marriage or
adoption; related to judicial or administrative proceedings or orders; conducted for purposes of medical research (This
exclusion does not apply to Covered Health Services provided during a clinical trial for which Benefits are provided as
described under Clinical Trials in Section 1 of the COC); required to obtain or maintain a license of any type. Health
services received as a result of war or any act of war, whether declared or undeclared or caused during service in the
armed forces of any country. This exclusion does not apply to Covered Persons who are civilians injured or otherwise
affected by war, any act of war, or terrorism. Health services received after the date your coverage under the Policy ends.
This applies to all health services, even if the health service is required to treat a medical condition that arose before the
date your coverage under the Policy ended. This exclusion does not apply to health services covered under Extended
Coverage for Pregnancy or Extended Coverage for Total Disability in Section 4 of the COC. Health services for which
you have no legal responsibility to pay, or for which a charge would not ordinarily be made in the absence of coverage
under the Policy. In the event an Out-of-Network provider waives co-payments, co-insurance and/or any deductible for
a particular health service, no Benefits are provided for the health service for which the co-payments, co-insurance and/
or deductible are waived. Charges in excess of Eligible Expenses or in excess of any specified limitation. Long term
(more than 30 days) storage. Examples include cryopreservation of tissue, blood and blood products. Autopsy. Foreign
language and sign language services. Health services related to a non-Covered Health Service: When a service is not a
Covered Health Service, all services related to that non-Covered Health Service are also excluded. This exclusion does
not apply to services we would otherwise determine to be Covered Health Services if they are to treat complications that
arise from the non-Covered Health Service. For the purpose of this exclusion, a "complication" is an unexpected or
unanticipated condition that is superimposed on an existing disease and that affects or modifies the prognosis of the
original disease or condition. Examples of a "complication" are bleeding or infections, following a Cosmetic Procedure,
that require hospitalization.
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w UnitedHealthcare Benefit Summary

Outpatient Prescription Drug

Florida, Plan 316
Standard Drugs: 10/35/60 Specialty Drugs: 10/100/200

Your Co-payment and/or Co-insurance is determined by the tier to which the Prescription Drug List (PDL) Management Committee
has assigned the Prescription Drug Product. All Prescription Drug Products on the Prescription Drug List are assigned to Tier 1,
Tier 2 or Tier 3. Find individualized information on your benefit coverage, determine tier status, check the status of claims and

search for network pharmacies by logging on to www.myuhc.com® or calling the Customer Care number on your ID card.

Annual Drug Deductible - Network and Non-Network

Individual Deductible No Deductible

Family Deductible No Deductible
Out-of-Pocket Drug Limit - Network

Individual Out-of-Pocket Limit See Medical Benefit Summary
Family Out-of-Pocket Limit See Medical Benefit Summary

Out-of-Pocket Limit does not apply Non-Network.

Benefit Plan Co-payment/Co-insurance - The amount you pay.

Tier Level Retail *Mail Order
Up to 31-day supply Up to 90-day supply
Network Non-Network Network
Tier 1 $10 $10 $25
Tier 1 Specialty $10 Not Covered Not Covered**
Tier 2 $35 $35 $87.50
Tier 2 Specialty $100 Not Covered Not Covered**
Tier 3 $60 $60 $150
Tier 3 Specialty $200 Not Covered Not Covered**

* Only certain Prescription Drug Products are available through mail order; please visit www.myuhc.com or call Customer Care at
the telephone number on the back of your ID card for more information.

** Maximum Network Coverage for Specialty Prescription Drug Products dispensed through Designated Pharmacy. See
Designated Pharmacies section of your Outpatient Prescription Drug Rider.

This summary of Benefits is intended only to highlight your Benefits for Outpatient Prescription Drug Products and should not be
relied upon to determine coverage. Your plan may not cover all of your Outpatient Prescription Drug expenses. Please refer to your
Outpatient Prescription Drug Rider and Certificate of Coverage for a complete listing of services, limitations, exclusions and a
description of all the terms and conditions of coverage. If this description conflicts in any way with the Outpatient Prescription Drug
Rider or the Certificate of Coverage, the Outpatient Prescription Drug Rider and Certificate of Coverage shall prevail.

FLWRAA31616
Item# Rev. Date
213-9410 1015 revO1 UnitedHealthcare Insurance Company
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Other Important Information about your Outpatient Prescription Drug Benefits

If you purchase a Prescription Drug Product from a Non-Network Pharmacy, you are responsible for any difference between what
the Non-Network Pharmacy charges and the amount we would have paid for the same Prescription Drug Product dispensed by a
Network Pharmacy.

You are responsible for paying the lower of the applicable Co-payment and/or Co-insurance or the retail Network Pharmacy's Usual
and Customary Charge, or the lower of the applicable Co-payment and/or Co-insurance or the mail order Network Pharmacy's
Prescription Drug Cost.

For a single Co-payment and/or Co-insurance, you may receive a Prescription Drug Product up to the stated supply limit. Some
products are subject to additional supply limits.

Specialty Prescription Drug Products supply limits are as written by the provider, up to a consecutive 31-day supply of the Specialty
Prescription Drug Product, unless adjusted based on the drug manufacturer's packaging size, or based on supply limits. Supply
limits apply to Specialty Prescription Drug Products whether obtained at a retail pharmacy or through a mail order pharmacy.

Some Prescription Drug Products or Pharmaceutical Products for which Benefits are described under the Prescription Drug Rider
or Certificate are subject to step therapy requirements. This means that in order to receive Benefits for such Prescription Drug
Products or Pharmaceutical Products you are required to use a different Prescription Drug Product(s) or Pharmaceutical Product(s)
first.

Also note that some Prescription Drug Products require that you obtain prior authorization from us in advance to determine whether
the Prescription Drug Product meets the definition of a Covered Health Service and is not Experimental, Investigational or
Unproven.

If you require certain Prescription Drug Products including Specialty Prescription Drug Products, we may direct you to a Designated
Pharmacy with whom we have an arrangement to provide those Prescription Drug Products. If you are directed to a Designated
Pharmacy and you choose not to obtain your Prescription Drug Product from the Designated Pharmacy, you will be subject to the
Non-Network Benefit for that Prescription Drug Product.

You may be required to fill an initial Prescription Drug Product order and obtain one refill through a retail pharmacy prior to using a
mail order Network Pharmacy.

Benefits are available for refills of Prescription Drug Products only when dispensed as ordered by a duly licensed health care
provider and only after 3/4 of the original Prescription Drug Product has been used.

If you require certain Maintenance Medications, we may direct you to the Mail Order Network Pharmacy to obtain those
Maintenance Medications. If you choose not to obtain your Maintenance Medications from the Mail Order Network Pharmacy, you
may opt-out of the Maintenance Medication Program each year through the Internet at myuhc.com or by calling Customer Care at
the telephone number on your ID card.

An Ancillary Charge may apply when a covered Prescription Drug Product is dispensed at your or your provider's request and there
is another drug that is chemically the same available at a lower tier. When you choose the higher tiered drug of the two, you will pay
the difference between the higher tiered drug and the lower tiered drug in addition to your Co-payment and/or Co-insurance that
applies to the lower tier drug.

Certain Preventive Care Medications maybe covered. Log on to www.myuhc.com or call the Customer Care number on your ID
card for more information.
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PHARMACY EXCLUSIONS

Exclusions from coverage listed in the Certificate apply also to this Rider. In addition, the exclusions listed below apply.

Coverage for Prescription Drug Products for the amount dispensed (days' supply or quantity limit) which exceeds the supply
limit.

Coverage for Prescription Drug Products for the amount dispensed (days' supply or quantity limit) which is less than the
minimum supply limit.

Prescription Drug Products dispensed outside the United States, except as required for Emergency treatment.

Drugs which are prescribed, dispensed or intended for use during an Inpatient Stay.

Experimental, Investigational or Unproven Services and medications; medications used for experimental indications and/or
dosage regimens determined by us to be experimental, investigational or unproven.

Prescription Drug Products furnished by the local, state or federal government. Any Prescription Drug Product to the extent
payment or benefits are provided by the local, state or federal government (for example, Medicare).

Prescription Drug Products for any condition, Injury, Sickness or mental iliness arising out of, or in the course of, employment
for which benefits are paid under any workers' compensation law or other similar laws.

Any product dispensed for the purpose of appetite suppression or weight loss.

A Pharmaceutical Product for which Benefits are provided in your Certificate. This exclusion does not apply to Depo Provera
and other injectable drugs used for contraception.

Durable Medical Equipment. Prescribed and non-prescribed outpatient supplies, other than the diabetic supplies and inhaler
spacers specifically stated as covered.

General vitamins, except the following which require a Prescription Order or Refill: prenatal vitamins, vitamins with fluoride, and
single entity vitamins.

Unit dose packaging or repackagers of Prescription Drug Products.
Medications used for cosmetic purposes.

Prescription Drug Products, including New Prescription Drug Products or new dosage forms, that we determine do not meet the
definition of a Covered Health Service.

Prescription Drug Products as a replacement for a previously dispensed Prescription Drug Product that was lost, stolen, broken
or destroyed.

Prescription Drug Products when prescribed to treat infertility.

Certain Prescription Drug Products for smoking cessation that exceed the minimum number of drugs required to be covered
under Patient Protection and Affordable Care Act (PPACA) in order to comply with essential health benefits requirements.

Compounded drugs that do not contain at least one ingredient that has been approved by the U.S. Food and Drug
Administration (FDA) and requires a Prescription Order or Refill. Compounded drugs that contain a non-FDA approved bulk
chemical. Compounded drugs that are available as a similar commercially available Prescription Drug Product. (Compounded
drugs that contain at least one ingredient that requires a Prescription Order or Refill are assigned to Tier 3.)

Drugs available over-the-counter that do not require a Prescription Order or Refill by federal or state law before being
dispensed, unless we have designated the over-the-counter medication as eligible for coverage as if it were a Prescription Drug
Product and it is obtained with a Prescription Order or Refill from a Physician. Prescription Drug Products that are available in
over-the-counter form or comprised of components that are available in over-the-counter form or equivalent. Certain
Prescription Drug Products that we have determined are Therapeutically Equivalent to an over-the-counter drug or supplement.
Such determinations may be made up to six times during a calendar year, and we may decide at any time to reinstate Benefits
for a Prescription Drug Product that was previously excluded under this provision.

Certain new Prescription Drug Products and/or new dosage forms until the date they are reviewed and assigned to a tier by our
PDL Management Committee.

Growth hormone for children with familial short stature (short stature based upon heredity and not caused by a diagnosed
medical condition).

Any product for which the primary use is a source of nutrition, nutritional supplements, or dietary management of disease and
prescription medical food products, even when used for the treatment of Sickness or Injury. This exclusion does not apply if
Benefits were purchased by the Enrolling Group. If coverage is available, those Benefits are described under Enteral Formulas
in Section 1 of the COC.

A Prescription Drug Product that contains (an) active ingredient(s) available in and Therapeutically Equivalent to another
covered Prescription Drug Product. Such determinations may be made up to six times during a calendar year, and we may
decide at any time to reinstate Benefits for a Prescription Drug Product that was previously excluded under this provision.

A Prescription Drug Product that contains (an) active ingredient(s) which is (are) a modified version of and Therapeutically
Equivalent to another covered Prescription Drug Product. Such determinations may be made up to six times during a calendar
year, and we may decide at any time to reinstate Benefits for a Prescription Drug Product that was previously excluded under
this provision.

Certain Prescription Drug Products that have not been prescribed by a Specialist Physician.
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PHARMACY EXCLUSIONS CONTINUED

A Prescription Drug Product that contains marijuana, including medical marijuana.
Dental products, including but not limited to prescription fluoride topicals.
Certain Prescription Drug Products that exceed the minimum number of drugs required to be covered under the Patient

Protection and Affordable Care Act (PPACA) essential health benefit requirements in the applicable United States
Pharmacopeia category and class or applicable state benchmark plan category and class.

UnitedHealthcare Insurance Company
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Transparent Health Marketplace, LLC

GUARDIAN

Dental Benefit Summary

Group Number: 00531999

About Your Benefits:

A visit to your dentist can help you keep a great smile and prevent many health issues. But dental care can be costly and you can be
faced with unforeseen expenses. Did you know, a crown can cost as much as $1,400'? Guardian dental insurance will help you pay
for it. With access to one of the largest network of dental providers in the country, who agreed to charge negotiated fees for their
services of up to 30% less than average charges in the same community, you will benefit from lower out-of-pocket costs, quality care
from screened and reviewed dentist, no claim forms to file, and excellent customer service. Enroll today and smile next time you see
your dentist!

'http://health.costhelper.com/dental-crown.html.

With your PPO plan, you can visit any dentist; but you pay less out-of-pocket when you choose a PPO dentist.

Your Dental Plan PPO

Your Network is DentalGuard Preferred

Calendar year deductible In-Network Out-of-Network
Individual $50 $50

Family limit 3 per family

Waived for Preventive Preventive
Charges covered for you (co-insurance) In-Network Out-of-Network
Preventive Care 100% 100%

Basic Care 80% 80%

Major Care 50% 50%
Orthodontia Not Covered
Annual Maximum Benefit $1500
Maximum Rollover Yes

Rollover Threshold $700

Rollover Amount $350

Rollover In-network Amount $500

Rollover Account Limit $1250

Lifetime Orthodontia Maximum Not Applicable
Dependent Age Limits 26 *

*Family coverage for spouse and children if the child is dependent upon the employee for support and is: (i) living in the employee's
household; or (i) a full-time or part-time student.

Benefit information illustrated within this material reflects the plan covered by Guardian as of 10/07/2016
Transparent Health Marketplace, LLC All Eligible Employees Benefit Summary 27
The Guardian Life Insurance Company of America, 7 Hanover Square, New York, NY 10004


http://health.costhelper.com/dental-crown.html

A Sample of Services Covered by Your Plan:

PPO
Plan pays (on average)
In-network Out-of-network
Preventive Care Cleaning (prophylaxis) 100% 100%
Frequency: Once Every 6 Months
Fluoride Treatments 100% 100%
Limits: Under Age 19
Oral Exams 100% 100%
Sealants (per tooth) 100% 100%
X-rays 100% 100%
Basic Care Anesthesia* 80% 80%
Fillings$ 80% 80%
Crowns, Bridges & Dentures 80% 80%
Major Care Bridges and Dentures 50% 50%
Dental Implants 50% 50%
Inlays, Onlays, Veneers** 50% 50%
Perio Surgery 50% 50%
Periodontal Maintenance 50% 50%
Frequency: Once Every 6 Months
(Standard)
Root Canal 50% 50%
Scaling & Root Planing (per quadrant) 50% 50%
Simple Extractions 50% 50%
Single Crowns 50% 50%
Surgical Extractions 50% 50%

This is only a partial list of dental services. Your certificate of benefits will show exactly what is covered and excluded. **For PPO and
or Indemnity members, Crowns, Inlays, Onlays and Labial Veneers are covered only when needed because of decay or injury or other
pathology when the tooth cannot be restored with amalgam or composite filing material. When Orthodontia coverage is for
"Child(ren)" only, the orthodontic appliance must be placed prior to the age limit set by your plan; If full-time status is required by
your plan in order to remain insured after a certain age; then orthodontic maintenance may continue as long as full-time student status
is maintained. If Orthodontia coverage is for "Adults and Child(ren)" this limitation does not apply. The total number of cleanings and
periodontal maintenance procedures are combined in a 12 month period. *General Anesthesia — restrictions apply. tFor PPO and or
Indemnity members, Fillings — restrictions may apply to composite fillings.

This handout is for illustrative purposes only and is an approximation. If any discrepancies between this handout and your paycheck stub exist,
your paycheck stub prevails.

Manage Your Benefits: Need Assistance?

Go to www.GuardianAnytime.com to access secure information Call the Guardian Helpline (888) 600- 1600, weekdays,
about your Guardian benefits including access to an image of your 8:00 AM to 8:30 PM, EST. Refer to your member ID (social
ID Card. Your on-line account will be set up within 30 days after security number) and your plan number: 00531999

your plan effective date.. Please call the Guardian Helpline if you need to use

your benefits within 30 days of plan effective date.

Find A Dentist:

Visit www.GuardianAnytime.com
Click on “Find A Provider”; You will need to know your plan, which
can be found on the first page of your dental benefit summary.
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EXCLUSIONS AND LIMITATIONS

B Important Information about Guardian’s DentalGuard Indemnity and

DentalGuard Preferred Network PPO plans: This policy provides dental
insurance only. Coverage is limited to those charges that are necessary to
prevent, diagnose or treat dental disease, defect, or injury. Deductibles apply.
The plan does not pay for: oral hygiene services (except as covered under
preventive services), orthodontia (unless expressly provided for), cosmetic or
experimental treatments (unless they are expressly provided for), any
treatments to the extent benefits are payable by any other payor or for which
no charge is made, prosthetic devices unless certain conditions are met, and
services ancillary to surgical treatment. The plan limits benefits for diagnostic

consultations and for preventive, restorative, endodontic, periodontic, and
prosthodontic services. The services, exclusions and limitations listed above do
not constitute a contract and are a summary only. The Guardian plan
documents are the final arbiter of coverage. Contract # GP-1-DG2000 et al.
PPO and or Indemnity Special Limitation: Teeth lost or missing before a
covered person becomes insured by this plan. A covered person may have one or
more congenitally missing teeth or have lost one or more teeth before he became
insured by this plan. VWe won’t pay for a prosthetic device which replaces such teeth
unless the device also replaces one or more natural teeth lost or extracted after the
covered person became insured by this plan. R3-DG2000
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Dental Maximum Rollover®

Save Your Unused Claims Dollars For When You Need Them Most

Guardian will roll over a portion of your unused annual maximum into your personal Maximum Rollover Account
(MRA). If you reach your Plan Annual Maximum in future years, you can use money from your MRA. To qualify for an
MRA, you must have a paid claim (not just a visit) and must not have exceeded the paid claims threshold during the
benefit year. Your MRA may not exceed the MRA limit. You can view your annual MRA statement detailing your
account and those of your dependents on www.GuardianAnytime.com.

Please note that actual maximum limitations and thresholds vary by plan. Your plan may vary from the one used below
as an example to illustrate how the Maximum Rollover functions.

Plan _Annugl Threshold Maximum Rollover Amount In-Network Only Rollover Maximum Ro_llo_ver
Maximum Amount Account Limit
$1500 $700 $350 $500 $1250
Additional dollars added to Plan Annual Maximum
. . Claims amount that Additional dollars added to Plan Annual Maximum for .
Maximum claims , . . . plus Maximum Rollover
. determines rollover Plan Annual Maximum for future years if only in-network .
reimbursement - : : cannot exceed $2,750 in
eligibility future years providers were used during the total
benefit year

* If a plan has a different annual maximum for PPO benefits vs. non-PPO benefits, ($1500 PPO/$1000 non-PPO for example) the non-PPO maximum determines the Maximum
Rollover plan.

Here’s how the benefits work:

YEAR ONE: Jane starts with a $1,500 Plan Annual Maximum. She $2.400 -
submits $150 in dental claims. Since she did not reach the $700 + 5350 - %800

Threshold, she receives a $350 rollover that will be applied to Year 52,200 -
Two $2,000 +535[| /\
' 51,800 -

YEAR TWO: Jane now has an increased Plan Annual Maximum of SL600

$1,850. This year, she submits $50 in claims and receives an $1,400 21500
additional $350 rollover added to her Plan Annual Maximum. 51,200 -

000 -
YEAR THREE: Jane now has an increased Plan Annual Maximum of oL

. ) O ) . SB00 -
$2,200. This year, she submits $2,100 in clglms. All claims are paid YEAR ONE ,',EAR TWo ,',EM THREE YEAR FOUR
due to the amount accumulated in her Maximum Rollover Account.

YEAR FOUR: Jane’s Plan Annual Maximum is $1,600 ($1,500 Plan
Annual Maximum + $100 remaining in her Maximum Rollover
Account).

mAnnual Max [ORollover Balance

For Overview of your Dental Benefits, please see About Your Benefit Section of this Enrollment Booklet.

NOTES:
You and your insured dependents maintain separate MRAs based on your own claim activity. Each MRA may not exceed the MRA limit.

Cases on either a calendar year or policy year accumulation basis qualify for the Maximum Rollover feature. For calendar year cases with an effective date in October, November
or December, the Maximum Rollover feature starts as of the first full benefit year. For example, if a plan starts in November of 2013, the claim activity in 2014 will be used and
applied to MRASs for use in 2015.

Under either benefit year set up (calendar year or policy year), Maximum Rollover for new entrants joining with 3 months or less remaining in the benefit year, will not begin until
the start of the next full benefit year. Maximum Rollover is deferred for members who have coverage of Major services deferred. For these members, Maximum Rollover starts
when coverage of Major services starts, or the start of the next benefit year if 3 months or less remain until the next benefit year. (Actual eligibility timeframe may vary. See your
Plan Details for the most accurate information.)

Guardian's Dental Insurance is underwritten and issued by The Guardian Life Insurance Company of America or its subsidiaries, New York, NY. Products are not available in all
states. Policy limitations and exclusions apply. Optional riders and/or features may incur additional costs. Plan documents are the final arbiter of coverage.

Policy Form #GP-1-DG2000, et al.
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Transparent Health Marketplace, LLC

GUARDIAN

Vision Benefit Summary

Group Number: 00531999

About Your Benefits:

Eye care is a vital component of a healthy lifestyle. With vision insurance, having regular exams and purchasing contacts or glasses is
simple and affordable. The coverage is inexpensive, yet the benefits can be significant! Guardian provides rich, flexible plans that
allow you to safeguard your health while saving you money. Review your plan options and see why vision insurance may be a great
benefit for you.

Option I: Significant out-of-pocket savings available with your Full Feature plan by visiting one of Davis Vision's network
locations including retail centers such as Wal-Mart®, |CPenney®, Sears®, Target®, Sam’s Club®, Pearle®, and Visionworks®.

Option 2: Visit any network doctor in your Access Plan and you'll receive discounts on exams, glasses, contact and laser vision
surgery. (Benefits provided with the election of Dental coverage, unless a Vision plan is selected.)

Your Vision Plan Option I: Full Feature - Designer Option 2: Discount Access
Your Network is Davis Vision Davis Vision
Copay
Exams Copay $10 Not Applicable
Materials Copay (waived for non-formulary elective ~ $ 10 Not Applicable
contact lenses)
Sample of Covered Services You pay (after copay if applicable):
In-network Out-of-network
Eye Exams $0 Amount over $50 Sample of Coverage Services are Not
Single Vision Lenses $0 Amount over $48 Applicable for Discount Access
Lined Bifocal Lenses $0 Amount over $67
Lined Trifocal Lenses $0 Amount over $86
Lenticular Lenses $0 Amount over $126
Frames 80% of amount over Amount over $48
$130%2
Contact Lenses (Elective and conventional) 85% of amount over Amount over $105
$130*
Contact Lenses (Planned replacement and 85% of amount over Amount over $105
disposable) $130%
Contact Lenses (Medically Necessary) $0 Amount over $210
Cosmetic Extras Avg. 40-60% off retail No discounts
price
Glasses (Additional pair of frames and lenses) Courtesy discount No discounts

from most providers

Laser Correction Surgery Discount Up to 25% off the No discounts
usual charge or 5%
off promotional price

Service Frequencies

Exams Every calendar year Limitless - 15% off doctor's usual charge
Lenses (for glasses or contact lenses)tt Every calendar year Not Applicable
Frames Every two calendar years Not Applicable

Benefit information illustrated within this material reflects the plan covered by Guardian as of 10/07/2016
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Your Vision Plan

Option |: Full Feature - Designer

Option 2: Discount Access

Network discounts (cosmetic extras, glasses and
contact lenses.)

purchases.

from most providers on subsequent

Applies to first purchase & courtesy discount | Applies to first purchase & courtesy discount

from most providers on subsequent
purchases.

Dependent Age Limits 26

Age limit matches Dental Plan

Visit www.GuardianAnytime.com and click on “Find a Provider”

This is only a partial list of vision services. Your certificate of benefits will show exactly what is covered and excluded.

Davis

o fiBenefit includes coverage for glasses or contact lenses, not both.

o Family coverage for spouse and children if the child is dependent upon the employee for support and is: (i) living in the employee’s household; or (ii) a full-time or

part-time student.

o Contact lenses from Davis Vision's Collection are available at most private practice locations with Full Feature and Materials Only plans. Contacts from the collection are
covered in full including fitting and evaluation, in excess of the plan's materials copay. Elective contacts that are not part of the Collection are covered up to the plan's

elective contact lens allowance and the materials copay is waived.

o *Due to lower prices available at Wal-mart and Sam's Club locations, discounts do not apply. Members will pay 100% of the amount over their allowance.

o For Davis Vision, complete eyeglasses must be purchased at one time from one provider. For example, if a member purchases only lenses, he or she cannot purchase
frames later in the same benefit period. The member is not eligible for new vision materials until the next benefit period. Only charges for an initial purchase can be used
toward the material allowance. Any unused balance remaining after the initial purchase cannot be banked for future use.

2Extra $50 at Visionworks stores

This handout is for illustrative purposes only and is an approximation. If any discrepancies between this handout and your paycheck stub exist, your paycheck

stub prevails.

Manage Your Benefits:

Go to www.GuardianAnytime.com to access secure
information about your Guardian benefits including access to
an image of your ID Card. Your on-line account will be set up
within 30 days after your plan effective date.

EXCLUSIONS AND LIMITATIONS

Important Information: This policy provides vision care limited benefits health
insurance only. It does not provide basic hospital, basic medical or major
medical insurance as defined by the New York State Insurance Department.
Coverage is limited to those charges that are necessary for a routine vision
examination. Co-pays apply. The plan does not pay for: orthoptics or vision
training and any associated supplemental testing; medical or surgical treatment
of the eye; and eye examination or corrective eyewear required by an
employer as a condition of employment; replacement of lenses and frames
that are furnished under this plan, which are lost or broken (except at normal
intervals when services are otherwise available or a warranty exists). The plan
limits benefits for blended lenses, oversized lenses, photochromic lenses,
tinted lenses, progressive multifocal lenses, coated or laminated lenses, a
frame that exceeds plan allowance, cosmetic lenses; U-V protected lenses and
optional cosmetic processes.

Need Assistance?

Call the Guardian Helpline (888) 600-1600, weekdays, 8:00 AM
to 8:30 PM, EST. Refer to your member ID (social security
number) and your plan number: 00531999.

Please call the Guardian Helpline if you need to use
your benefits within 30 days of plan effective date.

The services, exclusions and limitations listed above do not constitute a contract
and are a summary only. The Guardian plan documents are the final arbiter of
coverage. Contract #GP-1-DAVIS-05-VIS et al.

Laser Correction Surgery:
Up to 25% off for vision laser surgery.
Laser surgery is not an insured benefit. The surgery is available at a discounted

fee. The covered person must pay the entire discounted fee. In addition, the
laser surgery discount may not be available in all states.
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. Transparent Health Marketplace, LLC
GUARDIAN i p

Life Benefit Summary

Group Number: 00531999
About Your Benefits:

Your family depends on you in many ways and you’ve worked hard to ensure their financial security. But if something happened to
you, will your family be protected? Will your loved ones be able to stay in their home, pay bills, and prepare for the future. Life
insurance provides a financial benefit that your family can depend on. And getting it at work is easier, more convenient and more
affordable than doing it on your own. If you have financial dependents- a spouse, children or aging parents, having life insurance is a
responsible and a smart decision. Enroll today to secure their future!

What Your Benefits Cover:

BASIC LIFE

Employee Benefit Your employer provides $50,000
Basic Term Life coverage for all
full time employees.

Accidental Death and Dismemberment Your Basic Life coverage includes
Accidental Death and
Dismemberment coverage equal
to one times the employee’s life
benefits to a maximum of

$50,000.
Guarantee Issue: The ‘guarantee’ means you are not required to answer health questions to qualify for Guarantee Issue coverage up to
coverage up to and including the specified amount, when you sign up for coverage during the initial $50,000 per employee
enrollment period.
Premiums Covered by your company if you

meet eligibility requirements

Portability: Allows you to take your coverage with you if you terminate employment. Yes, with age and other
restrictions, including evidence of
insurability

Conversion: Allows you to continue your coverage after your group plan has terminated. Yes, with restrictions; see

certificate of benefits

Accelerated Life Benefit: A lump sum benefit is paid to you if you are diagnosed with a terminal Yes
condition, as defined by the plan.

Waiver of Premiums: Premium will not need to be paid if you are totally disabled. For employees disabled prior to
age 60, with premiums waived
until age 65, if conditions are met

Benefit Reductions: Benefits are reduced by a certain percentage as an employee ages. 35% at age 65, 60% at age 70, 75%
at age 75, 85% at age 80

Subject to coverage limits

Benefit information illustrated within this material reflects the plan covered by Guardian as of 10/07/2016
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Manage Your Benefits:

Need Assistance?

Go to www.GuardianAnytime.com to access secure information about Call the Guardian Helpline (888) 600- 1600, weekdays, 8:00 AM to 8:30

your Guardian benefits. Your on-line account will be set up within 30

days after your plan effective date.

LIMITATIONS AND EXCLUSIONS:

A SUMMARY OF PLAN LIMITATIONS AND EXCLUSIONS FOR LIFE
AND AD&D COVERAGE:

You must be working full-time on the effective date of your coverage; otherwise, your
coverage becomes effective after you have completed a specific waiting period. Employees
must be legally working in the United States in order to be eligible for coverage.
Underwriting must approve coverage for employees on temporary assignment: (a)
exceeding one year; or (b) in an area under travel warning by the US Department of
State. Subject to state specific variations. Evidence of Insurability is required on all late
enrollees. This coverage will not be effective until approved by a Guardian underwriter.
This proposal is hedged subject to satisfactory financial evaluation. Please refer to
certificate of coverage for full plan description.

Accelerated Life Benefit is not paid to an employee under the following circumstances:
one who is required by law to use the benefit to pay creditors; is required by court
order to pay the benefit to another person; is required by a government agency to use
the payment to receive a government benefit; or loses his or her group coverage before
an accelerated benefit is paid.

PM, EST. Refer to your member ID (social security number) and your
plan number: 00531999

For AD&D: We pay no benefits for any loss caused: by willful self-injury; sickness,
disease or medical treatment; by participating in a civil disorder or committing a felony;
Traveling on any type of aircraft while having duties er on that aircraft; by declared or
undeclared act of war or armed aggression; while a member of any armed force (May
vary by state); while driving a motor vehicle without a current, valid driver’s license; by
legal intoxication; or by voluntarily using a non-prescription controlled substance.
Contract #GP-1-R-ADCLI-00 et al. We won't pay more than 100% of the Insurance
amount for all losses due to the same accident, except as stated. The loss must occur
within a specific period of time of the accident. Please see contract for specific definition;
definition of loss may vary depending on the benefit payable.

GP-1-R-LB-90
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Transparent Health Marketplace, LLC

GUARDIAN

Long-Term Disability Benefit Summary

Group Number: 00531999

About Your Benefits:

You probably have insurance for your car or home, but what about the source of income that pays for it? You rely on your
paycheck for so many things, but what if you were suddenly unable to work due to an accident or illness? How will you put food
on the table, pay your mortgage or heat your home? Disability insurance can help replace lost income and make a difficult time a

little easier. Protect your most valuable asset, your paycheck-enroll today!

What Your Benefits Cover:
Long-Term Disability

Coverage amount 60% of salary to maximum $6000/month

Maximum payment period: Maximum length of time you can Social Security Normal Retirement Age

receive disability benefits.

Accident benefits begin: The length of time you must be disabled

Day 91
before benefits begin.

lliness benefits begin: The length of time you must be disabled Day 91

before benefits begin.

Evidence of Insurability: A health statement requiring you to )
. . . Health Statement may be required
answer a few medical history questions.

Guarantee Issue: The ‘guarantee’ means you are not required to
answer health questions to qualify for coverage up to and including )
. . . . We Guarantee Issue $6000 in coverage
the specified amount, when applicant signs up for coverage during the

initial enrollment period.

Minimum work hours/week: Minimum number of hours you must )
.- Planholder Determines
regularly work each week to be eligible for coverage.

Pre-existing conditions: A pre-existing condition includes any

condition/symptom for which you, in the specified time period prior
. . . .. . 3 months look back; 12 months after exclusion
to coverage in this plan, consulted with a physician, received

treatment, or took prescribed drugs.

UNDERSTANDING YOUR BENEFITS—DISABILITY (Some information may vary by state)

e Disability (long-term): For first two years of disability, you will receive benefit payments while you are unable to work in
your own occupation. After two years, you will continue to receive benefits if you cannot work in any occupation based on
training, experience and education.

e Earnings definition: Your covered salary excludes bonuses and commissions.

e Special limitations: Provides a 24-month benefit limit for mental health and substance abuse.

e Work incentive: Plan benefit will not be reduced for a specified amount of months so that you have part-time earnings while
you remain disabled, unless the combined benefit and earnings exceed 100% of your previous earnings.

Benefit information illustrated within this material reflects the plan covered by Guardian as of 10/07/2016
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Manage Your Benefits:

Go to www.GuardianAnytime.com to access secure information

about your Guardian benefits. Your on-line account will be set up

within 30 days after your plan effective date.

A SUMMARY OF DISABILITY PLAN LIMITATIONS
AND EXCLUSIONS

m  Evidence of Insurability is required on all late enrollees. This coverage will

not be effective until approved by a Guardian underwriter. This proposal is
hedged subject to satisfactory financial evaluation. Please refer to certificate

of coverage for full plan description.

m  You must be working full-time on the effective date of your coverage;
otherwise, your coverage becomes effective after you have completed a
specific waiting period.

m  Employees must be legally working in the United States in order to be
eligible for coverage. Underwriting must approve coverage for employees
on temporary assignment: (a) exceeding one year; or (b) in an area under
travel warning by the US Department of State. Subject to state specific
variations.

m  For Long-Term Disability coverage, we pay no benefits for a disability
caused or contributed to by a pre-existing condition unless the disability

starts after you have been insured under this plan for a specified period of
time. We limit the duration of payments for long term disabilities caused by

mental or emotional conditions, or alcohol or drug abuse.

m  We do not pay benefits for charges relating to a covered person: taking
part in any war or act of war (including service in the armed forces)
committing a felony or taking part in any riot or other civil disorder or

intentionally injuring themselves or attempting suicide while sane or insane.

Need Assistance?

Call the Guardian Helpline (888) 600-1600, weekdays,
8:00 AM to 8:30 PM, EST. Refer to your member ID (social
security number) and your plan number: 00531999

We do not pay benefits for charges relating to legal intoxication, including
but not limited to the operation of a motor vehicle, and for the voluntary
use of any poison, chemical, prescription or non-prescription drug or
controlled substance unless it has been prescribed by a doctor and is used
as prescribed. We limit the duration of payments for long term disabilities
caused by mental or emotional conditions, or alcohol or drug abuse. We
do not pay benefits during any period in which a covered person is confined
to a correctional facility, an employee is not under the care of a doctor, an
employee is receiving treatment outside of the US or Canada, and the
employee’s loss of earnings is not solely due to disability.

This policy provides disability income insurance only. It does not provide
"basic hospital", "basic medical", or "medical" insurance as defined by the
New York State Insurance Department.

If this plan is transferred from another insurance carrier, the time an
insured is covered under that plan will count toward satisfying Guardian's
pre-existing condition limitation period. State variations may apply.

When applicable, this coverage will integrate with NJ TDB, NY DBL, CA
SDI, RI TDI, Hawaii TDI and Puerto Rico DBA.

Contract #.s GP-1-LTD94-AB,C-1.0 et al.; GP-1-LTD2K-1.0 et al;
GP-1-LTDO07-1.0 et al.

This handout is for illustrative purposes only and is an approximation. If any discrepancies between this handout and your paycheck stub exist, your

paycheck stub prevails.
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GUARDIAN

BENEFITS OFFSET NOTICE

Your Guardian Group Disability Policy (Policy) may provide that any Guardian
Disability benefits you receive may be offset by Other Income/ Benefits you or your
dependents receive while you are receiving Guardian Disability Benefits. This means
that Guardian may deduct the amount of any Other/Income Benefit payments made to
you or your dependents from your weekly or monthly Guardian Disability Benefit prior
to issuing payment. Examples of Other Income Benefits described in your Policy
include:

e U.S. Social Security Disability Income or Retirement Benefits

¢ Disability or Retirement Benefits payable from any other source, including state
mandated disability plans, U.S. Railroad Retirement plan or similar
U.S./Canadian plan

e Salary earned or paid during your disability period, including sick leave, paid time
off, severance payments, bonuses and commissions

e Workers’ Compensation benefits

e No-fault motor vehicle coverage benefits

e Distributions, profit sharing, royalties

Upon enroliment, please review your certificate booklet for the full definition of Other
Income Benefits and provisions pertaining benefit offsets and overpayment recovery. If
you or your dependents are awarded any Other Income Benefits, including lump sum
payments while you are receiving Guardian Disability benefits, you should contact
Guardian promptly to calculate the appropriate offset amount and prevent an
overpayment of benefits.

2015-2692 Exp. 2/17

GG-017247 (2/15)
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WorkLifeMatters

Your Confidential Employee Assistance Program — Helping find balance between work and home
life.

WorkLifeMatters provides guidance for personal issues that you might be facing and information about other concerns that
affect your life, whether it's a life event or on a day-to-day basis.

e Unlimited free telephonic consultation with an EAP counselor available 24/7 at 800-386-7055

o Referrals to local counselors — up to three sessions free of charge

o State-of-the-art website featuring over 3,400 helpful articles on topics like wellness, training courses, and a
legal and financial center

WorkLifeMatters can offer help with:
Education Dependent Care & Care Giving Legal and financial
= Admissions testing & procedures = Adoption Assistance = Basic tax planning
= Adult re-entry programs = Before/after school programs = Credit & collections
= College Planning = Day Care/Elder Care = Debt Counseling
= Financial aid resources = Elder care = Home buying
= Finding a pre-school = In-home services = Immigration
Lifestyle & Fitness Management Working Smarter
= Anxiety & depression = Career development
= Divorce & separation = Effective managing
= Drugs & alcohol = Relocation

For more information about WorkLifeMatters, go to www.ibhworklife.com; User Name: Matters; Password: wim70101

WorkLifeMatters Program services are provided by Integrated Behavioral Health, Inc., and its contractors. Guardian does not provide any part of WorkLifeMatters
Program services. Guardian is not responsible or liable for care or advice given by any provider or resource under the program. This information is for illustrative
purposes only. It is not a contract. Only the Administration Agreement can provide the actual terms, services, limitations and exclusions. Guardian and IBH reserve
the right to discontinue the WorkLifeMatters Program at any time without notice. Legal services provided through WorkLifeMatters will not be provided in connection
with or preparation for any action against Guardian, IBH, or your employer.
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New Health Insurance Marketplace Coverage o Approved
Options and Your Health Coverage OMB No. 1210-0149

(expires 1-31-2017)

PART A: General Information

When key parts of the health care law take effect in 2014, there will be 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. Open enrollment for health insurance
coverage through the Marketplace begins in October 2013 for coverage starting as early as January 1, 2014.

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 9.5% 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 Ed Hammel

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.

1 An employer—sponsored health plan meets the "minimum value standard" if the plan's share of the total allowed benefit costs covered
by the planis no less than 60 percent of such costs.
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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.

3. Employer name 4. Employer Identification Number (EIN)

Transparent Health Marketplace, LLC 81-3079290
6. Employer phone number

5. Employer address

301 Clematis St. Suite 201 914-419-2725
7. City 8. State 9. ZIP code
West Palm Beach FL 33401

10. Who can we contact about employee health coverage at this job?
Ed Hammel. CFO

11. Phone number (if different from above) 12. Email address
Ed.Hammel@thmcorp.com

Here is some basic information about health coverage offered by this employer:
e As your employer, we offer a health plan to:
All employees. Eligible employees are:

Full-time employees who work a minimum of 30 hours per week

|:| Some employees. Eligible employees are:

e\With respect to dependents:
[x] We do offer coverage. Eligible dependents are:

*Legal spouses; Eligible Domestic Partners

*Children up to age 26 to include: natural born children, step children, legally adopted children; grandchildren if employee has court
ordered power of attorney. Handicapped dependent children are also eligible beyond age 26

|:| We do not offer coverage.

|Z| 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.


http://www.healthcare.gov/
http://www.healthcare.gov/
mailto:Ed.Hammel@thmcorp.com

The information below corresponds to the Marketplace Employer Coverage Tool. Completing this section is optional for
employers, but will help ensure employees understand their coverage choices.

13. Is the employee currently eligible for coverage offered by this employer, or will the employee be eligible in
the next 3 months?

[] Yes (Continue)
13a. If the employee is not eligible today, including as a result of a waiting or probationary period, when is the

employee eligible for coverage? (mm/dd/yyyy) (Continue)
[[] No (STOP and return this form to employee)

14. Does the employer offer a health plan that meets the minimum value standard*?
[] Yes (Go to question 15) [ ] No (STOP and return form to employee)

15. For the lowest-cost plan that meets the minimum value standard* offered only to the employee (don't include
family plans): If the employer has wellness programs, provide the premium that the employee would pay if he/ she
received the maximum discount for any tobacco cessation programs, and didn't receive any other discounts based on
wellness programs.

a. How much would the employee have to pay in premiums for this plan? $
b. How often? [_| Weekly Every 2 weeks []Twice a month [ IMonthly []Quarterly [] Yearly

If the plan year will end soon and you know that the health plans offered will change, go to question 16. If you don't
know, STOP and return form to employee.

16. What change will the employer make for the new plan year?
[] Employer won't offer health coverage
[ ] Employer will start offering health coverage to employees or change the premium for the lowest-cost plan
available only to the employee that meets the minimum value standard.* (Premium should reflect the
discount for wellness programs. See question 15.)
a. How much would the employee have to pay in premiums for this plan? $
b. How often? [_|Weekly [ _]Every 2 weeks [JTwice a month [IMonthly [JQuarterly [ ]Yearly

< An employer—sponsored health plan meets the "minimum value standard" if the plan's share of the total allowed benefit costs covered by
the plan is no less than 60 percent of such costs (Section 36B(c)(2)(C)(ii) of the Internal Revenue Code of 1986)



2016 Annual Health Plan Notices

¢ Women’s Health and Cancer Rights Act of 1998

Did you know that your plan, as required by the Women’s Health and Cancer Rights Act
of 1998, provides benefits for mastectomy — related services, including reconstruction
and surgery to achieve symmetry between the breasts, prosthesis, and complications
resulting from a mastectomy (including lymphedema). Please call your plan
administrator for more information.

e The Genetic Information Nondiscrimination Act (GINA) of 2008

The Genetic Information Nondiscrimination Act of 2008, also referred to as GINA, is a
federal law that protects Americans from being treated unfairly because of differences in
their DNA that may affect their health. The new law prevents discrimination from health
insurers and employers. The President signed the act into federal law on May 21, 2008.
The parts of the law relating to health insurers will take effect by May 2009, and those
relating to employers will take effect by November 2009.

Who needs protection from genetic discrimination?

Everyone should care about the potential for genetic discrimination. Every person has
dozens of DNA differences that could increase or decrease his or her chance of getting
a disease such as diabetes, heart disease, cancer or Alzheimer’s. It's important to
remember that these DNA differences don’t always mean someone will develop a
disease, just that the risk to get the disease may be greater.

More and more tests are being developed to find DNA differences that affect our health.
These tests (called genetic tests) will become a routine part of health care in the future.
Health care providers will use information about each person’s DNA to develop more
individualized ways of detecting, treating and preventing disease. But unless this DNA
information is protected, it could be used to discriminate against people.

Why was the law needed?

The law was needed to help ease concerns about discrimination that might keep some
people from getting genetic tests that could benefit their health. The law also enables
people to take part in research studies without fear that their DNA information might be
used against them in health insurance or the workplace.

e Newborn’s Act Disclosure
Group health plans and health insurance issuers generally may not, under Federal law,
restrict benefits for any hospital length of stay with connection to childbirth for the
mother or newborn child to less than 48 hours following a vaginal delivery, or less than
96 hours following a cesarean section. However, Federal law generally does not prohibit
the mother’s or newborn’s attending provider, after consulting with the mother, from
discharging the mother and her newborn earlier than 48 hours (or 96 hours as
applicable). In any case, plans and issuers may not, under Federal law, require that a
provider obtain authorization from the plan or the insurance issuer for prescribing a
length of stay not in excess of 48 hours (or 96 hours).

43



o HIPAA Notice of Privacy Practices
This rule required health plans to send participants an initial notice of privacy practices
and then reminders must be given once every three years. This memo is a reminder
that if you would like to see or obtain another copy of the health plan’s HIPAA Privacy
Notice, please contact your HR Administrator.

e Michelle’s Law

NOTICE OF EXTENDED COVERAGE TO PARTICIPANTS COVERED UNDER A
GROUP HEALTH PLAN

Federal legislation known as “Michelle's Law” generally extends eligibility for group
health benefit plan coverage to a dependent child who is enrolled in an institution of
higher education at the beginning of a medically necessary leave of absence if the leave
normally would cause the dependent child to lose eligibility for coverage under the plan
due to loss of student status. The extension of eligibility protects eligibility of a sick or
injured dependent child for up to one year.

The Plan currently permits an employee to continue a child’s coverage if that child is
enrolled at an accredited institution of learning on a full-time basis, with full-time defined
by the accredited institution’s registration and/or attendance policies. Michelle's Law
requires the Plan to allow extended eligibility in some cases for a dependent child who
would lose eligibility for Plan coverage due to loss of full-time student status.

There are two definitions that are important for purposes of determining whether the
Michelle's Law extension of eligibility applies to a particular child:

Dependent child means a child of a plan participant who is eligible under the terms
of a group health benefit plan based on his or her student status and who was
enrolled at a post-secondary educational institution immediately before the first day
of a medically necessary leave of absence.

Medically necessary leave of absence means a leave of absence or any other
change in enroliment:

- of a dependent child from a post-secondary educational institution that
begins while the child is suffering from a serious illness or injury

« which is medically necessary

- and which causes the dependent child to lose student status under the
terms of the Plan

For the Michelle’'s Law extension of eligibility to apply, a dependent child’s treating
physician must provide written certification of medical necessity (i.e., certification that
the dependent child suffers from a serious illness or injury that necessitates the leave of
absence or other enroliment change that would otherwise cause loss of eligibility).

If a dependent child qualifies for the Michelle's Law extension of eligibility, the Plan will
treat the dependent child as eligible for coverage until the earlier of:

One year after the first day of the leave of absence
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The date that Plan coverage would otherwise terminate (for reasons other than
failure to be a full-time student)

A dependent child on a medically necessary leave of absence is entitled to receive the
same Plan benefits as other dependent children covered under the Plan. Further, any
change to Plan coverage that occurs during the Michelle’s Law extension of eligibility
will apply to the dependent child to the same extent as it applies to other dependent
children covered under the Plan.

e Patient Protection Model Disclosure
Medical plans generally allow the designation of a primary care provider. You have the
right to designate any primary care provider who participates in the network and who is

available to accept new members. For children, a pediatrician can be selected as the
primary care provider.

45



Premium Assistance Under Medicaid and the
Children’s Health Insurance Program (CHIP)

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

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

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

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

If you live in one of the following states, you may be eligible for assistance paying your employer
health plan premiums. The following list of states is current as of January 31, 2016. Contact your
State for more information on eligibility —

Website: http:/myalhipp.com/ Website: http://dch.georgia.cov/medicaid

Phone: 1-855-692-5447 - Click on Health Insurance Premium Payment (HIPP)
Phone: 404-656-4507

Website: Healthy Indiana Plan for low-income adults 19-64

http://health.hss.state.ak.us/dpa/programs/medicaid/ Website: http://www.hip.in.gov

Phone (Outside of Anchorage): 1-888-318-8890 Phone: 1-877-438-4479

Phone (Anchorage): 907-269-6529 All other Medicaid

Website: http://www.indianamedicaid.com

Phone 1-800-403-0864

Medicaid Website: http:/www.colorado.gov/hcpf Website: http://www.dhs.state.ia.us/hipp/
Medicaid Customer Contact Center: 1-800-221-3943 Phone: 1-888-346-9562

Website: http:/flmedicaidtplrecovery.com/hipp/ Website: http://www.kdheks.gov/hcf/
Phone: 1-877-357-3268 Phone: 1-785-296-3512
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KENTUCKY —Medicaid NEW HAMPSHIRE — Medicaid

Website: http://chfs.ky.cov/dms/default.htm Website:
Phone: 1-800-635-2570 http://www.dhhs.nh.eov/oii/documents/hippapp.pdf

Phone: 603-271-5218
LOUISIANA —Medicaid NEW JERSEY — Medicaid and CHIP

Website: Medicaid Website:
http://dhh.louisiana.gov/index.cfm/subhome/1/n/331

Phone: 1-888-695-2447

http://www.state.nj.us/humanservices/

dmahs/clients/medicaid/

Medicaid Phone: 609-631-2392

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

CHIP Phone: 1-800-701-0710

MAINE —Medicaid NEW YORK —Medicaid

Website: http://www.maine.cov/dhhs/ofi/public- Website: http://www.nyhealth.cov/health care/medicaid/

assistance/index.html Phone: 1-800-541-2831
Phone: 1-800-442-6003

TTY: Maine relay 711

MASSACHUSETTS—Medicaid and CHIP NORTH CAROLINA —Medicaid

Website: http://www.mass.cov/MassHealth Website: http://www.ncdhhs.gov/dma
Phone: 1-800-462-1120 Phone: 919-855-4100

MINNESOTA —Medicaid NORTH DAKOTA —Medicaid
Website: http:/mn.gov/dhs/ma/ Website:

http://www.nd.gov/dhs/services/medicalserv/medicaid/

Phone: 1-844-854-4825
MISSOURI — Medicaid OKLAHOMA —Medicaid and CHIP

Website: Website: http://www.insureoklahoma.org
http://www.dss.mo.gov/mhd/participants/pages/hipp.htm Phone: 1-888-365-3742

Phone: 573-751-2005
MONTANA —Medicaid OREGON —Medicaid

Website: Website: http://www.oregonhealthykids.gov
http://dphhs.mt.cov/MontanaHealthcarePrograms/HIPP

Phone: 1-800-694-3084

Phone: 1-800-657-3739

http://www.hijossaludablesoregon.gov

Phone: 1-800-699-9075
NEBRASKA —Medicaid PENNSYLVANIA —Medicaid

Website: Website: http://www.dhs.pa.gcov/hipp
http://dhhs.ne.gov/Ch11dr§n Family Services/AccessNebra Phone: 1-800-692-7462
ska/Pages/accessnebraska index.aspx

Phone: 1-855-632-7633
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NEVADA —Medicaid RHODE ISLAND — Medicaid

Medicaid Website: http:/dwss.nv.gov/ Website: http://www.eohhs.ri.cov/
Medicaid Phone: 1-800-992-0900 Phone: 401-462-5300

SOUTH CAROLINA —Medicaid VIRGINIA —Medicaid and CHIP
Website: http://www.scdhhs.gov Medicaid Website:

http://www.coverva.org/programs_premium_assistance.cfm
Medicaid Phone: 1-800-432-5924

CHIP Website:
http://www.coverva.org/programs_premium_assistance.cfm

CHIP Phone: 1-855-242-8282

SOUTH DAKOTA - Medicaid WASHINGTON — Medicaid

Website: http://dss.sd.gov Website:
Phone: 1-888-828-0059 http://www.hca.wa.cov/medicaid/premiumpymt/pages/inde

Phone: 1-888-549-0820

X.aspx
Phone: 1-800-562-3022 ext. 15473
TEXAS—-Medicaid WEST VIRGINIA —Medicaid
Website: http://gethipptexas.com/ Website:

http://www.dhhr.wv.gov/bms/Medicaid%20Expansion/Page
s/default.aspx

Phone: 1-877-598-5820, HMS Third Party Liability

UTAH —Medicaid and CHIP WISCONSIN —Medicaid and CHIP

Phone: 1-800-440-0493

Website: Website:
Medicaid: http://health.utah.gov/medicaid https://www.dhs.wisconsin.gov/publications/p1/p10095.pdf
CHIP: http:/health.utah.gov/chip Phone: 1-800-362-3002
Phone: 1-877-543-7669
VERMONT-Medicaid WYOMING —Medicaid
Website: http://www.greenmountaincare.org/ Website: https://wyequalitycare.acs-inc.com/
Phone: 1-800-250-8427 Phone: 307-777-7531

To see if any other states have added a premium assistance program since January 31, 2016, or for more
information on special enrollment rights, contact either:

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

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

OMB Control Number 1210-0137 (expires 10/31/2016)
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Important Notice from Transparent Health Marketplace, LLC About
Your Prescription Drug Coverage and Medicare

Please read this notice carefully and keep it where you can find it. This notice has information about

your current prescription drug coverage with Transparent Health Marketplace, LLC and
about your options 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. Transparent Health Marketplace, LLC has determined that the prescription drug coverage
offered by the Group Health Plans are, 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
15" through December 7".

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 Enroliment 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 Transparent Health Marketplace, LLC
coverage may be affected.

If you do decide to join a Medicare drug plan and drop your current Transparent Health

Marketplace, LLC coverage, be aware that you and your dependents may not be able to get this
coverage back.

When Will You Pay A Higher Premium (Penalty) To Join A Medicare Drug Plan?

CMS Form 10182-CC Updated January 1, 2009



You should also know that if you drop or lose your current coverage with Transparent Health

Marketplace, LLC 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 Transparent
Health Marketplace, LLC 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
e Call your State Health Insurance Assistance Program (see the inside back cover of your copy of the
“Medicare & You” handbook for their telephone number) for personalized help
e Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048.

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

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: November 1, 2016
Name of Entity/Sender: Transparent Health Marketplace, LLC
Contact--Position/Office: Ed Hammel, CFO
Address: 301 Clematis St, Suite 201, West Palm Beach, FL 33401
Phone Number: 914-419-2725
CMS Form 10182-CC Updated January 1, 2009
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Transparent Health Marketplace, LLC.

Disclaimer: This Benefit Guide provides only the briefest of summaries of the benefits available under
Transparent Health Marketplace, LLC. In the event of any discrepancy between this summary and any Plan

Document, the Plan Document will prevail. Transparent Health Marketplace, LLC retains the right to modify or
eliminate these or any benefits at any time and for any reason.

CBIZ
CBIZ Benefits &
@ Insurance Services
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