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DATE: October 28, 2024

TO: Eligible Participants

FROM: Board of Trustees

SUBJECT: Fox Valley Laborers Health and Welfare Fund

Summary of Material Modifications

This letter is a Summary of Material Modifications to the Plan Document. Please read
this letter carefully and keep it with your copy of the January 2019 Edition of the
Summary Plan Description booklet. This letter contains information on upcoming
benefit changes provided by your Health and Welfare Plan.

Prescription Drug Benefit Qut-of-Pocket Maximum

Effective January 1, 2025, the Plan is implementing an annual out-of-pocket maximum
in the amount of $3,000 for prescription drugs when filled at a pharmacy contracted
with the Plan (for example: CVS Pharmacy, Walgreens, Osco, Walmart, Costco, etc.)
In the event an eligible participant’s or dependent’s out-of-pocket portion of the cost of
covered items at a contracted pharmacy exceeds $3,000, the Plan shall cover the
eligible participant’s or dependent’s portion of the cost of each covered item at a
contracted pharmacy with the Plan in full for the rest of the calendar year.

Costs incurred at a pharmacy which does not have a contract with the Plan do not count
towards the out-of-pocket maximum. If you request a brand name drug when a generic
substitution would be available, the difference between the price of the generic and
brand name drug also does not count towards the out-of-pocket maximum. The out-of-
pocket maximum applies separately for each covered person each calendar year.

See the enclosed updated Summary of Benefits and Coverage reflecting this change.

The prescription drug benefit out-of-pocket maximum plus the medical out-of-pocket
maximum will not exceed the combined calendar year out-of-pocket maximum
required by the Affordable Care Act.

Eligibility for Retiree Coverage
To be eligible for welfare coverage as a retiree, a participant must have accrued at least
15 years of service under the Fox Valley and Vicinity Laborers Pension Fund, with a
maximum of 50% of such years considered for service granted pursuant to reciprocity
agreements, be receiving an Early, Normal, 30 and Out, or disability pension from the
Fox Valley and Vicinity Laborers Pension Fund and be eligible under the Fox Valley
Laborers Health and Welfare Fund.

2371 Bowes Road, Suite 500; Elgin, Illinois 60123-5523
Toll Free (866) 828-0900 Office (847) 742-0900 Fax (847) 742-4430

www.fvlab.com



Effective June 1, 2025, a participant must be eligible for welfare coverage under this
Fund for at least eight Benefit Quarters within the sixteen Benefit Quarters
immediately before you retire.

The welfare benefits include medical, prescription drugs, dental, vision, member
assistance program, and a death benefit.

Self-Payment Premiums for Retirees

As healthcare costs continue to rise, the Trustees will continue to monitor the plan and
develop long-term strategies to manage future cost increases for a sustainable retiree
welfare program.

The self-payment premium for retiree coverage is subsidized by the Plan based on your
age at retirement, your length of service, the number of covered individuals, and the
age of each covered individual.

Effective with retirements on or after June 1, 2025, the self-payment rates will include
new rates for retirees with the attained age of less than 55 years. In addition, a new rate
will be offered for retirees with 35 or more years of service under the Fox Valley and
Vicinity Laborers Pension Fund (with a maximum of 50% of those years granted under
reciprocal agreements).

Using the current subsidized rates, the tables below illustrate the rates that would be
applicable to retirees and eligible dependents:

Retirees with attained age of pre-55 (retired on or after June 1, 2025)**:

15-19 20-24 25-29 30-34 35+
Coverage Tier Years Years Years Years Years
Employee Only $1,737.00 $955.00 $869.00 $521.00 $87.00
Employee & Spouse $3,474.00 | $1,910.00 | $1,738.00 | $1,042.00 $174.00
Employee & Child $2,606.00 | $1,433.00 | $1,304.00 $782.00 $131.00
Employee & Family $4,343.00 | $2,388.00 | $2,173.00 | $1,303.00 $218.00

Retirees with attained age of S5 to pre-65 (retired on or after June 1, 2025)**:

15-19 20-24 25-29 30-34 35+
Coverage Tier Years Years Years Years Years
Employee Only $1,737.00 $347.00 $261.00 $174.00 $87.00
Employee & Spouse $3,474.00 $694.00 $522.00 $348.00 $174.00
Employee & Child $2,606.00 $521.00 $392.00 $261.00 $131.00
Employee & Family $4,343.00 $868.00 $653.00 $435.00 $218.00

** Please note that rates are experienced rated and subject to change June 1*' of each
year. Actual rates effective June 1, 2025 will be determined in early 2025, and at that
time rates may increase, decrease, or remain the same.

The subsidized percentage is not changing for those with the attained age of 65 and/or
Medicare eligible.



Disqualified Scope of Work

Effective June 1, 2025, for all retired individuals qualifying for retiree benefits under
the Plan on or after June 1, 2025; and effective January 1, 2027 for all retired
individuals covered under the Plan prior to June 1, 2025:

If a retired individual is working in a Disqualified Scope of Work prior to attaining age
65, coverage under this Plan for the retiree and all eligible dependents will end on the

day that the retired employee begins working in a Disqualified Scope of Work.

e What is a Disqualified Scope of Work?
A Disqualified Scope of Work includes:

(a) Employment for more than 39.5 hours per month in work regularly
performed by Laborers or any other Building Trades Craftsmen, including
supervising construction workers;

(b) Self-employment for more than 39.5 hours per month in the same or
related business as any contributing employer; or

(c) Employment or self-employment in any work with participating employers
or other employers that is or may be under the jurisdiction of the Union.

There is no limit to the geographic area in which this employment would be a
Disqualified Scope of Work.

e What are the consequences / penalties of working in a Disqualified Scope of
Work after commencing your Pension benefit?

(a) The first time this occurs, welfare coverage cannot be restarted until the
first of the month coinciding with or after six months from when the
retiree stops working in a Disqualified Scope of Work.

(b) The second time this occurs, welfare coverage cannot be restarted until the
first of the month coinciding with or after one year from when the retiree
stops working in a Disqualified Scope of Work.

(c) The third time the retiree returns to a Disqualified Scope of Work, the
retiree’s welfare coverage will terminate, and the retired employee will
not be eligible to participate in this Plan.

The retired employee can resume coverage under the Plan upon stopping work in a
Disqualified Scope of Work and by making the proper application and self-payment to
the Fund Office.

Please note that termination of welfare coverage for the above is not a qualifying event
under the Consolidated Omnibus Budget Reconciliation Act (COBRA) and COBRA
will not be offered to continue coverage.



Statement of Grandfathered Plan Status

The Fox Valley Laborers Health and Welfare Fund believes this plan is a
“grandfathered health plan” under the Patient Protection and Affordable Care Act
(PPACA). As permitted by PPACA, a grandfathered health plan can preserve certain
basic health coverage that was already in effect when the law was enacted.

Being a grandfathered health plan means that your plan may not include certain
consumer protections of PPACA that apply to other plans, for example, the
requirement for a participant annual out-of-pocket maximum spend amount. However,
grandfathered health plans must comply with certain other consumer protections in
PPACA, for example, the elimination of lifetime limits on benefits. Questions
regarding which protections apply and which protections do not apply to a
grandfathered health plan and what might cause a plan to change from grandfathered
health plan status can be directed to the Administrative Manager at (847) 742-0900.
You may also contact the Employee Benefits Security Administration, U.S.
Department of Labor at (866) 444-3272 or www.dol.gov/ebsa/healthreform. This
website has a table summarizing which protections do and do not apply to
grandfathered health plans.

If you have any questions regarding this notice, please contact the Administrative
Office.

SUMMARY OF MATERIAL MODIFICATIONS —October 2024 — EIN: 36-6219639 — PLAN NO. 501. This announcement contains
highlights of certain features of the Fox Valley Laborers Health and Welfare Plan. Full details are contained in the documents
that establish the Plan provisions. If there is a discrepancy between the language contained in this announcement and the
documents that establish the Plan, the document language will govern and control. The Trustees reserve the right to amend,
modify or terminate the Plan at any time. Receipt of this announcement does not guarantee eligibility.
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Enelish ATTENTION: If you speak English, language assistance services, free of charge, are available to
g you. Call 1-877-696-6775.
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rabic
1-877-696-6775
Chinese W R R 3, T DUse B A ah S R B IRES. RHECE 1-877-696-6775,
Erench ATTENTION: Si vous parlez francais, des services d'aide linguistique vous sont proposés
gratuitement. Appelez le 1-877-696-6775.
German ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfligung. Rufnummer: 1-877-696-6775.
MPOZOXH: EGv WAATe ayyAkd, oL uTtnpeoiec ypoappoatelag, Swpedv, sival Stabéoleg os
Greek
€00G. Kaléote 1-877-696-6775.
Alcltllot: ol AR SaU[A2 GDA L 8, ML UsLA AU, [A:9es, dAHIRL MR GUdsu B.
Gujarati
1-877-696-6775 UR SIA $3\
. qraUrer: i 3T 3EST dield §, o TS G dard Ao, e fow
indi ! v "
39T §1 1-877-696-6775 UX hicl Y|
Italian ATTENZIONE: In caso la lingua parlata sia I'italiano, sono disponibili servizi di assistenza
linguistica gratuiti. Chiamare il numero 1-877-696-6775.
¢ FOl: o= 0l & A8StA = 8%, 0] X|J MH|AE F22 0|85 &= ASLL
orean
1-877-696-6775 HO 2 F3|sl FAA|R.
Polish UWAGA: Jezeli méwisz po polsku, mozesz skorzystaé z bezptatnej pomocy jezykowej. Zadzwon
pod numer 1-877-696-6775.
Russian BHWMA HHU E: Echm Bbl roBOpUTE Ha PYCCKOM A3bIKE, TO BaM AOCTYMHbI 6ecnnatHble
ycnyrn nepesoga. 3soHute 1-877-696-6775.
Spanish ATENCION: si habla espafiol, tiene a su disposicidn servicios gratuitos de asistencia linglistica.
P Llame al 1-877-696-6775.
Tagalo PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong
galog sa wika nang walang bayad. Tumawag sa 1-877-696-6775.
Urd ol 8l B il ey e o) S a2 S Gladd Gda g jlac gl S )
rau s s, 1-877-696-6775 5 IS S,
Vietnamese CHU Y: N&u ban ndi Tiéng Viét, cé cac dich vu hd tro ngdn ngit mién phi danh cho ban. Goi s8
1-877-696-6775.
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2025 - 05/31/2025
Fox Valley Laborers Health and Welfare Fund Coverage for: Individual, Family | Plan Type: PPO

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

share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 1-866-828-0900 or visit us at
www.fvlab.com. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other
underlined terms see the Glossary. You can view the Glossary at https://www.healthcare.gov/sbc-glossary/ or call 1-866-828-0900 to request a copy.

Important Questions | Answers | Why This Maters:

$150 person / $400 family

Generally, you must pay all of the costs from providers up to the deductible amount before this

What is the overall r(\l)arry f%rward d?f Ostober,b plan begins to pay. If you have other family members on the plan, each family member must meet
deductible? ovemboer ana/or Lecemboer their own individual deductible until the total amount of deductible expenses paid by all family

expenses satisfying the deductible

members meets the overall family deductible.
to the next calendar year

Yes. Certain preventive care,

accidental injury and prescription | This plan covers some items and services even if you haven't yet met the deductible amount. But
drugs are covered before you a copayment or coinsurance may apply.

meet your deductible.

Are there services
covered before you meet
your deductible?

Are there other Yes. Dental: $50 person. Doesn't

. e apply to preventive dental care. You must pay all of the costs for these services up to the specific deductible amount before this
deductibles for specific h o : \
- ere are no other specific plan begins to pay for these services.
services? ;
deductibles.
Medical: $1,500 , plus $150 — . ,
What is the out-of-pocket deedljz?iblz (6 400%2?3;) s The out-of-pocket limit is the most you could pay in a year for covered services. Under the No
limit for this plan? - Surprises Act cost-sharing at certain out-of-network providers applies to the out-of-pocket limit.

Prescription Drug: $3,000 person

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

prescription drug copayments

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

. This plan uses a provider network. You will pay less if you use a provider in the plan’s network.
Yes. See www.bcbsil.com or call | Yoy will pay the most if you use an out-of-network provider, and you might receive a bill from a

Will you pay less if you

O R e 1-800-810-2583 for a list of provider for the difference between the provider’s charge and what your plan pays (balance
" | network providers. billing). Be aware, your network provider might use an out-of-network provider for some services

(such as lab work). Check with your provider before you get services.
Do you need a referral to

. No. You can see the specialist you choose without a referral.
see a specialist? Specialist y referral

10f7



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

Common SRV N P \that YOU(;NI" I;aN Provid Limitations, Exceptions, & Other Important
Medical Event y etV\!or rovicer e _etwor rovider Information*
You will pay the least

For accidental injury, Plan pays 100% of
covered expenses for office visits, physician

10% coinsurance 20% coinsurance services, and hospital charges incurred within
48 hours of the injury, up to $750 per person
per calendar year (deductible waived).

Acupuncture is covered for individuals over
age five for treatment of the back, neck, spine,
and vertebra, for conditions due to subluxation,
strains, sprains, and nerve root problems. The
care must be provided by a physician.
Chiropractic care rendered by a licensed

Primary care visit to treat an
injury or iliness

If you visit a health chiropractor for individuals over age five for
care provider’s office = Specialist visit 10% coinsurance 20% coinsurance treatment of dysfunction in joints and muscles
or clinic that may be associated with neurological or

mechanical dysfunction of the spinal joint and
surrounding tissue and appendicular skeleton
for up to 26 visits per calendar year with an
extension of up to an additional 26 medically
necessary visits after medical review is
covered.

Provider must be a physician. Employee,
spouse and dependent children’s routine

Preventive care/screening/ No charge (deductible | No charge (deductible does . -
, — exams and immunizations are covered.
immunization does not apply) not apply)

Certain immunizations at a pharmacy or retail
clinic are covered.

Diagnostic test (x-ray, blood

10% coinsurance 20% coinsurance None
If you have a test work)
Imaging (CT/PET scans, MRIs) | 10% coinsurance 20% coinsurance None
*For more information about limitations and exceptions, call 1-866-828-0900. Balance billing does not apply to out-of-network emergency room care, air 20f7

ambulance or treatment from ancillary providers at certain in-network facilities. A Family Supplemental Benefit based on years of service is available to reimburse
certain medically necessary expenses that are not covered under the plan, other than deductible or out-of—pocket limit expenses.




Common . What You Will Pa : Limitations, Exceptions, & Other Important
. Services You May Need Network Provider Out-of-Network Provider -
Medical Event . . Information
You will pay the least You will pay the most

Retail — 50% coinsurance

Retail - §8 | after $8 copayment/
cobaymentypresCription; | o ription; if no in-network | Covers up to 30-day supply (retail); 90-day

Generic drugs gg:tggti:jolgetail pharmacy available within | supply (mail order or contracted retail
Ph $15 zip code, 20% coinsurance | pharmacy). 90-day supply is required for
armacyt/- - after $8 copayment/ maintenance medications after two 30-day
COPAYMENVPreSCrpion | o eqcription retail pharmacy fills.
If you need drugs to Retail - $15 Copayments and coinsurance do not count
treat your illness or Cogayment/prescription; towards the medical out-of-pocket limit.
condition Mail Order or . o Certain prescriptions are not covered,
) : Contracted Retail Retail — 50% coinsurance | jycluding prescriptions that are not on the
More information about after $15 copayment/ )
prescription drug Pharmacy - $30 , _—L. cils pharmacy network formulary list.
coverage is available at copayment/prescription; prescription; if no in-network | certain drugs require prior authorization. If you
Wca%mark o Preferred brand drugs And, if generic is P_harmacy a\(/)allaple within don't get preauthorization, benefits could be
' ' available copaymentis | 2P code, 20% COINSUANCE | reqced where plan pays nothing.
$15 or $30 plus the cost after $15 copayment/ Clinical management programs apply to
differential between the | Prescription certain prescription drugs, including specialty
brand name and medications.
generic. Specialty drugs mus’g be dispensed by the
Non-preferred brand drugs Same as preferred Same as preferred CVS/Caremark specialty pharmacy.
Specialty drugs Same as preferred Not covered
If you have outpatient :S%létr);/fceeen(tilrg)]" ambulatory 10% coinsurance 20% coinsurance Out-of-network ancillary services at in-network
surgery Physician/surgeon fees 10% coinsurance 20% coinsurance facility are covered at in-network cost sharing.
If accidental injury care received within 48
Emergency room care 10% coinsurance 10% coinsurance hours of the injury, deductible does not apply

and coinsurance does not apply to the first
$750 of charges.

Air transportation is covered only if due to
inaccessibility by ground transport or ground
10% coinsurance 20% coinsurance transport would be detrimental to the patient’s
health status. Out-of-network air ambulance is
at 10% coinsurance.

If you need immediate
medical attention
Emergency medical

transportation

*For more information about limitations and exceptions, call 1-866-828-0900. Balance billing does not apply to out-of-network emergency room care, air 3of7
ambulance or treatment from ancillary providers at certain in-network facilities. A Family Supplemental Benefit based on years of service is available to reimburse
certain medically necessary expenses that are not covered under the plan, other than deductible or out-of—pocket limit expenses.




Common SRV Network P _\;Vhat Youc\’NiII ?aN < Provid Limitations, Exceptions, & Other Important
Medical Event y S el el LA B FLELr Information*
You will pay the least

None

10% coinsurance 20% coinsurance

Urgent care

Facility fee (e.g., hospital room) | 10% coinsurance 20% coinsurance Private rooms are only covered if it is
determined to be medically necessary;
weekend admission (Friday or Saturday) is
covered only if treatment or surgery is provided
within 24 hours of hospital admission. Post
stabilization services provided at an out-of-
network facility after an emergency admission

are covered at 10% coinsurance.

If you have a hospital

stay Physician/surgeon fees 10% coinsurance 20% coinsurance

If you need mental

health. behavioral Outpatient services 10% coinsurance 20% coinsurance Post stabilization services provided at an out-
health, or substance of-network facility after an emergency
abuse,services Inpatient services 10% coinsurance 20% coinsurance admission are covered at 10% coinsurance.
Office visits 10% coinsurance 20% coinsurance None
If you are pregnant g::\lltijf;rsth/dehvery professional 10% coinsurance 20% coinsurance None
g:r'\ll?fe'rsth/de“very ey 10% coinsurance 20% coinsurance None

Covered for care within seven days following
an inpatient hospital stay for the same or
related condition

Physical, speech and occupational therapy for
short-term therapy for physical treatment to
improve the status of a physical disability and
ordered by a physician is covered for a
continuous course of treatment for up to 26
weeks (short-term) for a specific
condition/diagnosis when performed by a
registered physical therapist or chiropractor,
registered speech therapist, or registered or
licensed occupational therapist. An extension

Home health care 10% coinsurance 20% coinsurance

If you need help

recovering or have

other special health

needs Rehabilitation services

10% coinsurance 20% coinsurance

*For more information about limitations and exceptions, call 1-866-828-0900. Balance billing does not apply to out-of-network emergency room care, air 4of 7
ambulance or treatment from ancillary providers at certain in-network facilities. A Family Supplemental Benefit based on years of service is available to reimburse
certain medically necessary expenses that are not covered under the plan, other than deductible or out-of—pocket limit expenses.




Common SRV Network P _\;Vhat Youc\’NiII I;aN < Provid Limitations, Exceptions, & Other Important
Medical Event y S el el LA B FLELr Information*
You will pay the least

of benefits recommended by the physician
may be approved after medical review in four
week increments with an overall maximum
benefit of no more than 52 weeks. Chiropractic
care is not covered if received at the same
time as physical therapy.
Physical, speech and occupational therapy is
Habilitation services 10% coinsurance 20% coinsurance covered for dependents with congenital
disability.
Must be provided by a licensed registered or
practical nurse and prescribed by a physician.
Purchase of medically necessary equipment
20% coinsurance. and cost of maintenance agreements are
Covers the rental of durable | covered only when the plan determines that it
medical equipment not to is cost effective. One pair of medically
exceed a reasonable necessary custom orthotic devices prescribed
purchase price. by a physician or podiatrist is covered in a 12-
month period.
Coverage limited to an individual who is
Hospice services 10% coinsurance 20% coinsurance diagnosed as terminally ill with 6 months or
less to live by a certified physician.

Skilled nursing care 10% coinsurance 20% coinsurance

10% coinsurance.
Covers the rental of
durable medical
equipment not to
exceed a reasonable
purchase price

Durable medical equipment

No charge (deductible | No charge (deductible does
does not apply) not apply)

Children’s glasses No charge No charge $300 calendar year limit.

Preventive Care - No Preventive Care - No

charge (deductible does | charge (deductible does not | Dental x-rays fall under General Care.

Children’s eye exam Once every calendar year

If your child needs
dental or eye care

: : _ not apply) apply) Annual limit for children:
Children’s dental check-up General Care — 15% General Care — 15% up to age 18 — no annual limit
coinsurance (dental coinsurance (dental age 18 and over — $2,500 limit
deductible applies) deductible applies)
*For more information about limitations and exceptions, call 1-866-828-0900. Balance billing does not apply to out-of-network emergency room care, air 50f 7

ambulance or treatment from ancillary providers at certain in-network facilities. A Family Supplemental Benefit based on years of service is available to reimburse
certain medically necessary expenses that are not covered under the plan, other than deductible or out-of—pocket limit expenses.




Excluded Services & Other Covered Services:

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

e Cosmetic surgery (limited exceptions) e Private-duty nursing

e Long-term care e Routine foot care e Weight loss programs and weight loss drugs

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

e Non-emergency care when traveling outside the

e Acupuncture e Dental care (Adult) US
e Bariatric surgery (authorization required) e Hearing aids . P}ivlate- duty nursing (transplant care)
e Chiropractic care e Infertility treatment (excluding children) y g P

e Routine eye care (Adult)

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

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
you can contact: the Fund Administrative Office at 1-866-828-0900 or contact the Department of Labor's Employee Benefits Security Administration at 1-866-444-
EBSA (3272) or http://www.dol.gov/ebsa/healthreform.

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

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

Language Access Services:
Spanish (Espafiol): Para obtener asistencia en Espariol, llame al 1-866-828-0900.

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

*For more information about limitations and exceptions, call 1-866-828-0900. Balance billing does not apply to out-of-network emergency room care, air 6of 7
ambulance or treatment from ancillary providers at certain in-network facilities. A Family Supplemental Benefit based on years of service is available to reimburse
certain medically necessary expenses that are not covered under the plan, other than deductible or out—of—pocket limit expenses.




About these Coverage Examples:

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

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

Peg is Having a Baby

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

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

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

hospital delivery)

H The plan’s overall deductible $150
W Specialist coinsurance 10%
B Hospital (facility) coinsurance 10%
B Other coinsurance 10%

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

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

Total Example Cost $12,700
In this example, Peg would pay:
Cost Sharing

Deductibles $150

Copayments $10

Coinsurance $1,200

What isn’t covered
Limits or exclusions $60
The total Peg would pay is $1,420

controlled condition)

B The plan’s overall deductible $150
M Specialist coinsurance 10%
B Hospital (facility) coinsurance 10%
B Other (Rx) copayments $8/$15/Rx
This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)
Diagnostic tests (blood work)
Prescription drugs
Durable medical equipment (glucose meter)
Total Example Cost $5,600
In this example, Joe would pay:
Cost Sharing
Deductibles $150
Copayments $300
Coinsurance $200
What isn’t covered
Limits or exclusions $20
The total Joe would pay is $670

up care)
H The plan’s overall deductible $150
M Specialist coinsurance 10%
B Hospital (facility) coinsurance 10%
B Other coinsurance 10%

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

Diagnostic tests (x-ray)

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

Total Example Cost $2,800
In this example, Mia would pay:
Cost Sharing
Deductibles $150
Copayments $10
Coinsurance $300
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $460

A Family Supplemental Benefit based on years of service is available to reimburse certain medically necessary expenses that are not covered under the plan, other than
deductible or out-of-pocket limit exnenses

The plan would be responsible for the other costs of these EXAMPLE covered services.
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