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In partnership with...

The information in this enrollment guide is presented for illustrative purposes and is based on information provided by
the employer. The text contained in this guide was taken from various summary plan descriptions and benefit
information. While every effort was taken to accurately report your benefits, discrepancies or errors are always possible.
In case of discrepancies between this guide and the actual plan documents, the actual plan documents will prevail. All
information is confidential, pursuant to the Health Insurance Portability and Accountability Act of 1996. If you have any
questions about your guide, contact Human Resources.



What | Need to Know?

Who Is Eligible?

Employees with School District of Kohler are eligible to enroll in the health insurance,
cash-in-lieu, or HRA if working 30 hours or more per week. Dental insurance, FSA, long-
term disability, short-term disability, EAP and identity theft benefits are available to
employees working 20 hours or more per week. In addition, your dependents (spouse,
natural or adopted child, grandchild or child for whom you have legal guardianship) are
eligible for these benefits.

How To Enroll?

Are you ready to enroll? The first step is to review your current benefits. Did you move
recently or get married? Verify all of your personal information is accurate and make
any necessary changes.

Once all your information is up to date, it's time to make your benefit elections. The
decisions you make during open enrollment can have a significant impact on your life
and finances, so it is important to weigh your options carefully.

When To Enroll?

The benefit choices you make now will cover you and your dependents through the
entire year. All of your benefits run from July 1st through June 30th.

New employees are eligible for benefits on the 1st of the month following date of hire.
Employees have 30 days to enroll in benefits from the date of their eligibility or
qualifying event.

How To Make Changes?

Unless you experience a HIPAA Special Enrollment event, you cannot make changes to
the benefits you elect until the next open enrollment period. A Special Enrollment event
would include: A loss of eligibility for other health coverage, termination of eligibility for
Medicaid or a state Children’s Health Insurance Program (CHIP), the acquisition of a
new spouse or dependent by marriage, birth, adoption or placement for adoption, or
becoming eligible for a premium assistance subsidy under Medicaid or a state CHIP. In
the case of a HIPAA Special Enrollment, you have 30 days to make changes to your
benefit plans.



| v Your Service Team

THE Insurance CENTER

Mike Schiewer
Corporate Benefits Manager
D: 800.944.1367 ext. 55121

F: 608.273.3896
E: mschiewer@ticinsurance.com

Sharie Hoffland Paige Schneider
Account Support Representative Client Success Specialist
D: 800.944.1367 ext. 55104 D: 800.944.1367 ext. 55110
F:608.273.3896 F:608.273.3896
E: shoffland@ticinsurance.com E: pschneider@ticinsurance.com



2024

Medical benefits for Kohler School
District

High-Performance Plan

 FREE primary care
* No deductible
» Predictable copays

* Urgent care covered as in-network when outside the
Centivo Network area

* Emergency care covered as in-network no matter
where you are

Partnership makes the plan different

I's proven that working with a primary care doctor can
help keep you healthier, improve your healthcare
experience and reduce emergency room visits, all of
which keep your costs lower. That's why the core of the
High-Performance Plan is a relationship between you and
your personally selected doctor, with FREE primary care
visits.

For most specialist care, you'll need a referral from your
primary care doctor. This referral process makes sure
you'll get the right care for your needs from in-network
doctors.

The doctors you can see

The Centivo Network is built on high-quality providers you
know and trust. You'll have access to every kind of
provider you may need, from trusted local health systems
to dedicated virtual doctors and an array of specialists
and services in between.

See who's in the network at kohlersd.centivo.com.

CENTIVO.


kohlersd.centivo.com

Included with your plan

FREE virtual primary care

Virtual Primary Care offers a convenient alternative to
in-person primary care with an online, accessible,
real-time primary care team. If at any time you need
to be seen in person, your virtual primary care
provider will guide you to quality, local in-person
providers.

* Virtual appointments with no waiting rooms

» Trusted partner in your care

* Help with new concerns or ongoing issues

» Coordination with in-person doctors when needed

You'll have access to the following virtual primary
care practice:

vpc.centivo.com

Pharmacy

Pharmacy benefits are provided by Capital Rx. You'll
get access to over 60,000 pharmacies across the
U.S. You canfind participating pharmacies by visiting
www.capitalrx.com/members or by contacting the
Capital Rx Pharmacy Help Desk at 833-463-0349.

CENTIVO.

Urgentcare and mental health
telemedicine

When your regular provider isn’t available, you can
visit virtually with a Walmart Health Virtual Care
provider for urgent care and talk therapy. When you
need medical attention for a minor health concern,
U.S.-licensed and board-certified doctors, physician
assistants and nurse practitioners are available
24/7/365. Licensed therapists provide talk therapy for
members ages 18 or older and can be scheduled in
as little as 72 hours.

Easy-to-useapp and member care

Once your plan year begins, you'll have access to
your plan information on our easy-to-use app:

* View or print your ID card
* Access your coverage details

» View your care history and Explanation of Benefits
(EOB) statements

* Send a message to Centivo Member Care
+ And more

Once the plan year starts, you'll need to create an
account with your Centivo member ID, which you'll
find on your ID card.

If you prefer to speak with someone, Centivo Member
Care is available to answer any questions you have
about finding in-network providers, understanding
your coverage and more. Simply call the number on
the back of your Centivo ID card.


https://vpc.centivo.com/
http://www.capitalrx.com/members

High Performance Plan
Your benefithighlights
Network Centivo WI-2
Primary care doctor selection required Yes
Primarycare referrals to specialists required Yes, with some exceptions™
Deductible (individual/family) None
Out-of-pocket maximum (individualfamily) $3,000/$6,000
Primary care
(includes pediatricians) FREE
Centivo Virtual Primary Care FREE
Specialist $40 copay
Mental health FREE
Basicimaging (such as X-rays) $20 copay
Advanced imaging (such as MRIs & PET scans) $200 copay
Outpatient surgery $400 copay
Inpatientsurgery $800 copay
Telemedicine (urgentcare/mental health) FREE
Urgentcare $75 copay
Emergencyroom
A $250 penalty charge will apply if used for non-emergent care. $300 copay

* If youdon't visit your designated primary care doctor for care or get a referral for specialist visits, your care will notbe covered. No referral needed
for OB/GYN, mental health, urgent, emergency or chiropractic care, lab w ork, physical, occupational or speech therapy.

Prescription coverage by Capital Rx Retail (up to 30-day supply)/mail order (90-day

supply)
Generic— Tier 1** $20/$40 copay
Preferred brand — Tier 2 $45/$90 copay
Non-preferred brand — Tier 3 $60/$120 copay
Specialty — Tier 4 30%

(30-day supplyonly)

++ A small number of generic drugs may fallunder the preferred brand tier. Please checkthe prescription drug list or contact Capital Rx for any
questions about specific medications.
** After you meet your deductible.

To learn more, contact your HR department.

This document w as written to provide an overview of the plan offering. Information is not a complete description of benefits.

c [ ] © 2024 Centivo Corporation.



Health Plan Costs

School District of Kohler provides health insurance at a shared cost
with the employees. Below are the annual amounts covered by the
District and Employee for each plan.

High Performance Health Plan

Annual Annual
Employer Employee
Contribution: Portion:

Employee $7,076.95 | $1,248.87
Family $18,400.10 $3,247.08

**The High Performance Health Plan is compatible with the FSA and HRA.

Cash-in-Lieu of Health Insurance: The district may provide an alternative benefit plan in lieu of
health insurance coverage to eligible employees (full time employees working 30 or more hours per
week). Employees eligible to participate in the District’s health and drug insurance coverage may
elect through the cafeteria plan either to be provided with the District’s health and drug insurance
coverage or to receive additional payments of cash compensation, with the annual total of such
payments being $4,000 (prorated based on the FTE regularly worked). These payments will be
evenly distributed during regular pay periods. In the event where two employees are married to
each other, only one benefit is allowed per family: either family health insurance or the cash-in-
lieu of health insurance benefit.

It is the responsibility of the employee to pay the employee portion of the employment-related taxes
which may be imposed upon any additional cash payments paid to the employee under the cafeteria
plan.



Health Reimbursement Arrangement

If you enroll in Kohler School District’s Health Plan, you are also enrolled in the Health
Reimbursement Arrangement (HRA). An HRA is an employer funded, medical

reimbursement benefit.
Your employer sets aside money for employees when medical expenses are incurred after

a certain amount of deductible, coinsurance, and copays have been reached.

This plan is administered by Diversified Benefit Services.
For questions on claims call 1-800-234-1229

Plan Max Out of Pocket: $6,000
Kohler SD contribution: $4,000

Plan Max Out of Pocket: $3,000
Kohler SD contribution: $2,000

Centivo Family
Max Out-of-Pocket= -
$2,000 e

Employee
Max Out-of-Pocket =
$1,000 >

Kohler Kohler
School School
District’s District’s
Portion Portion
COPAYS to
MOOP
Employee’s Employee’s
Portion Portion

This is a $0 deductible health plan. You and your employer are only
responsible for the copays up to the maximum out of pocket amounts.



Employer PIN:
ksd



FLEXIBLE SPENDING ACCOUNT (FSA)

Health Care & Dependent Care FSA

You can save approximately 25%* of each dollar spent on these
expenses when you participate in an FSA.

THE BENEFIT

Medical FSA & L.Im.lt_ed Purpose How much can | save by using an FSA to pay for braces and childcare?

FSA Plan Year Limit: $3,200 Bob & Jane combined gross income is $60,000. They have two children
& file their income taxes jointly. Since Bob & Jane expect to spend
$2,000 in orthodontia & $3,000 for daycare, they decide to set aside a

Max Carryover: $6f1-0 total of $5,000 into their FSA account. This example shows their
(carryover funds available after Runoutd savings by using pre-tax dollars to pay for these known expenses vs.
Period is complete) paying for these expenses out of pocket after their income has already

Runout Period: August 31st Without FSA With FSA

Claims Filing Deadline for expensesd
incurred from during the plan year.

You Earn: $60,000 per year $60,000 per year

Medical ESA Lo $0 per year $5,000 per year
.. ontribution:
FSA Eligible Expenses: You Set Aside
. (Pre-Tax):
o Medical
o Dental
o Vision é;f,fl'i'rg‘s’; $48,470 per year | $44,466 per year

dental & 2hilic

. = tal i

Dependent Care FSA Limit: piivehbymnoxhll 5,000 per year | $5,000 per year
Single/Married filing jointly = $5,000

Married & filing separately= $2,500

You Take Home: [BZEFCYAON YR ETaN . 7: ¥ W ({0 o T-T BV/-Y-1¢

(No Rollover for Dependent Care)

Diversified Benefit Services Spendable Income
handles the FSA. To access O[30 Increases: $996.00 per year
your account scan the QR I

COde' www.DBSbenefits.com EE’ Your personal income and tax savings may vary based on income, tax rate, and the amount you
contribute to your FSA account. This example is for illustration purposes only.

For help call 1-800-234-1229 or download their app.

The Medical FSA dollars are pre-funded, meaning the entire amount you elect is available to use the start of
the year, even though you have not contributed all of it yet. The Dependent Care dollars are NOT pre-funded,
meaning the dollars are available as you contribute each pay period.

You are not eligible to participate in the Medical FSA if you enroll in the HSA Health Plan. You may, however,
still participate in the Limited Purpose FSA and/or Dependent Care FSA. You do not have to be enrolled in
the group health plan to participate in the FSA.




Prescription Drug Savings Tips

Why We Pay Too Muck
for Qur Prescriptions

Prices for prescription drugs
vary widely between
pharmacies. U.S. drug prices are
neither fixed nor regulated.

How Can GoodRou Help Me?

=

How Does it (Wsrk7

www.GoodRx.com

v 28

Ne-Cost! [z
=

*Note! If you use the GoodRx coupon you are bypassing your insurance and what you spend does not apply to your deductible or out-of-pocket maximum.



DENTAL INSURANCE
Delta Dental

School District of Kohler offers employees working 30 hours or more per week the opportunity to enrollin a
dental plan through Delta Dental. The School District of Kohler contributes 85% towards the monthly
premium of this benefit.

PREMIER & ALL OTHER

SERVICES PPO PROVIDERS

PROVIDERS *

. $0/Individual $0/Individual
Annual Deductible $0/Family $0/Family
Individual Annual
Maximum Benefit $1,000 $1,000
Per person, per calendar year
Preventative Services 100% Covered by Delta 100% Covered by Delta
) . 100% Covered 100% Covered
Major Services Bridges, dentures & implants are covered Bridges, dentures & implants are covered
at 50% at 50%
Orthodontia 50% to a $1,500 Life Maximum 50% to a $1,500 Life Maximum
Per child to age 19 Per child to age 19

* If you visit an out-of-network provider, you will be responsible for the difference between the provider’s charges and the amount your Delta Dental plan pays.

Preventative Services: Cleanings (prophylaxis), fluoride treatments, sealants, evaluation, bitewing x-rays.
Basic Services: Emergency treatment to relieve pain, fillings and simple extractions.

Major Services: Oral Surgery, crowns, bridges, dentures, implants, repairs and adjustments.

This plan includes a CheckUp Plus Provision: CheckUp Plus promotes regular visits to the dentist for exams and cleanings, which
can improve your oral health and overall health. CheckUp Plus lets you obtain Diagnostic and Preventative services, including

exams, x-rays, regular cleanings and other related treatments without the cost of those services applying to your Individual Annual
Maximum, giving you more benefit to use for Basic and Major Services.

Delta Dental offers two networks; PPO and Premier. Both save you money! PPO providers offer the lowest agreed upon
fees. Premier providers also agree to discounts, just not as deep as PPO. But the Premier network is much broader. Seeing
either a PPO or Premier provider will ensure treatments are guaranteed and no balance billing can occur. The only time
balance billing will occur is for seeking treatment from an Out-of-Network Provider that chooses not to contract with
Delta, meaning they are not willing to offer discounted services. 9 out of 10 dentists contract with Delta Dental.

Your Cost Per Month
Employee Only Family
$7.39 $20.98

Or scan the E 2
Website: www.Deltadentalwi.com QR Code: %

[=]

Customer Service: 1-800-236-3712

Vision Care Discount: Delta Dental insurance participants have access to EyeMed Vision Care at no
cost. EyeMed Vision Care is not insurance but a discount plan that provides savings on eye care and
laser.



VOLUNTARY
SHORT-TERM DISABILITY INSURANCE
National) [nswrance Services

School District of Kohler offers full-time employees the opportunity to purchase Short-Term Disability. This is a voluntary plan
which means employees pay 100% of the premium cost. In the event you become disabled from an injury or sickness that is
non-work related, disability income benefits are provided as a source of income.

The Benefit

Benefit Begins:

On the 1st day following your injury or
Ath day following your illness.

Benefits Payabhle: T“A’/ F ree:
Not to exceed 66-2/3% of weekly Tax-free benefit since the premium is paid with post-tax dollars
predisability earnings through payroll deductions.

Guarantee Issue Amount:

$301
If you are out for several weeks following a surgery or
hirth of a child:
Benefit Duration: - You have a certain number of days before your short-term disability
Up to 90 days insurance kicks in (called an elimination period). During this time,

you may be able to use PTO (paid time off).

« After this period, you receive a weekly cash benefit until you're able
to return to work or your coverage period ends.

Pre-existing Limitation:

The pre-existing condition under this
plan is 12/12 which means any
condition that you receive medical
attention for in the 12 months prior to
your effective date of coverage that
results in a disability during the first 12
months of coverage, would not be

covered.
Elimination Period (3 days) Benefit Period (up to 90 days)
During this time, you may be able to use any During this time, you would receive a cash benefit until you
earned time off if applicable are able to return to work or your coverage period ends.
Day ) T Dy 4 T Whags



LONG-TERM DISABILITY INSURANCE

National Insurance Services

Your employer provides Full-Time employees a Long-Term Disability insurance and pays 100% of

the premium cost.

If you get sick or hurt and can't work, you still need to provide for yourself and your loved ones.
Sick leave and/or PTO will help but they only last so long. Long-Term Disability helps you make

ends meet during this difficult time.

THE BENEFIT

Benefit Begins:
After 90 days

Benefits Payable:
90% of monthly earnings

Maximum Benefit:
$10,500 per month

Benefit Duration:
Age at Disability:
61 or less= to age 65.

62= 3 years and 6 months.
63= 3 years.
64= 2 years and 6 months.

65= 2 years.

66=1year and 9 months.
67=1year and 6 months.
68=1year and 3 months.
69 or older=1 year.

90 Days

PAYCHECK
PROTECTION

Keep Up With Expenses
You receive a cash benefit each
month to help you keep up with

your expenses, such as:
- Rent (or mortgage)
- Child care
- Medical bills
- Car payments or repairs
- Groceries
- Utilities & more

See Benefit Duration
(based on age at disability)

Long-Term Disability












Group Life Insurance




Group Life Insurance

Employee Costs
Employee Monthly Rates Per $1,000 of Insurance
State Local
(effective April 1, 2021 {effective July 1, 2021
through March 31, 2022) through June 30, 2022)
Attained Age Basic Supplemental Additional Bas’aﬁf::dﬁg:grm SDT::;& dzx
Under 20 $.05 $.05 $.07 $.05 State
30-34 $.05 $.05 $07 $.06 $2.26 per month
25.39 505 305 $07 S07 for each unit of
40-44 $.07 $.07 $10 $.08 oveee
45-49 $.12 $.12 $.17 $.12
50-54 $.19 $.19 $.28 $.22 Local
55-59 $25 $.25 $38 $.39 $1.75 per month
60-64 $.35 $.35 $.52 $.49 for each unit of
68569 $.45 $.45 $.66 $.57 coverage
70 and Over FREE NIA e -
State rates are effective April 1, 2021 through March 31, 2022. Local rates are effective July 1, 2021 through
June 30, 2022
* Basic Coverage is free upon retirement at age 65 and thereafter.
**Available on request

Employer Costs

Basic Coverage

« State contributions cover a portion of the cost of current coverage and the cost of future post-retirement
coverage. The stale pays an amount equal to 65.25% of the employee premium,

+ Local employer premiums cover the cost of post-retirement coverage. Employers who elect a 50% post-
retirement benefit pay an amount equal to 40% of the employee premium; those who elect a 25% post-
retirement benefit pay an amount equal to 20% of the employee premium.

Supplemental Coverage

» The state pays an amount equal to 37.25% of the employee premium. Local government employers are not
required o contribute toward the premium.

Additional Coverage

* All costs are paid by the employee.

Spouse and Dependent Plan
« All costs are paid by the employee.

ET.8003 (REV 310/2021) *ET -8903* Page 20f 3




Additional Benefits & Information

LIFE INSURANCE

School District of Kohler offers all eligible employees group term life

insurance coverage paid 20% by the district. Additional voluntary life
coverage is available for all employees at affordable rates. For more

information refer to: http://etf.wi.gov/fag/life_ins.htm

Life Insurance eligibility follows WRS eligibility rules: employees working
880 hours for teachers and educational support personnel and employee is
expected to be employed for at least one year from employee’s date of hire.

EARLY RETIREMENT BENEFIT FOR TEACHERS

An early retirement benefit recognizes the loyalty and commitment of
teachers who have served at least 20 consecutive years of full time service
to the district and is WRS eligible for retirement. The full-time teacher shall
receive a one-time non-elective contribution from the District to the
individuals retirement account. The one-time non-elective contribution shall
be equal to the greater of $500.00 per year of consecutive full-time service
with the District as of the date of retirement or $15,000.00. The teacher
must present to the District Administrator, on or before February 1st of the
year he or she retires, a written notice of retirement to be effective the date
the full-time teacher’s individual teaching contract expires. Contact the
District Administrator or the business office for terms and conditions.

OTHER KEY BENEFITS

e 403(b), IRA and Roth Retirement Plans - WEA Trust Advantage
(YourMONEY online account); code is WE0O0413

e Workers’ Compensation Insurance

e Paid Time Off

e Wisconsin Retirement System (WRS): The contribution rate for the 2023
calendar year is 13.6%. (The employer pays 1/2 the benefit and the
employee pays the other 1/2.) An employee is eligible for this benefit if
he/she is expected to work greater than 880 hours and is expected to
work at least one year.


http://etf.wi.gov/faq/life_ins.htm

2024 Government Notices

GENERAL NOTICE OF COBRA CONTINUATION COVERAGE RIGHTS
** CONTINUATION COVERAGE RIGHTS UNDER COBRA**

Note: Federal COBRA applies to group health plans maintained by private-sector, state, and local government employer with 20 or more
employees. Group health plans sponsored by the federal government or churches are exempt from COBRA. For Wisconsin employers, State
Continuation applies to insured group health plans providing medical/hospital coverage. Dental, vision, and prescription drug benefits are not
subject to state continuation if they are offered as separate policies. Employer self-funded plans are not subject to these requirements. Outside
of Wisconsin -refer to your state specific laws or carrier for further information.

INTRODUCTION

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

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

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

What is COBRA Continuation Coverage?

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

If you're an employee, you'll become a qualified beneficiary if you lose your coverage under the Plan because of the following qualifying
events:

e  Your hours of employment are reduced, or

e  Your employment ends for any reason other than your gross misconduct.

If you're the spouse of an employee, you'll become a qualified beneficiary if you lose your coverage under the Plan because of the following
qualifying events:
e  Your spouse dies.

e  Your spouse’s hours of employment are reduced.

e  Your spouse’s employment ends for any reason other than his or her gross misconduct.

. Your spouse becomes entitled to Medicare benefits (under Part A, Part B, or both); or

e  Youbecome divorced or legally separated from your spouse.

e  Your dependent children will become qualified beneficiaries if they lose coverage under the Plan because of the following
qualifying events:

. The parent-employee dies.

e  The parent-employees’ hours of employment are reduced.

e The parent-employee’s employment ends for any reason other than his or her gross misconduct.

. The parent-employee becomes entitled to Medicare benefits (Part A, Part B, or both).

e  The parents become divorced or legally separated; or

e The child stops being eligible for coverage under the Plan as a “dependent child.”

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

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

. Death of the employee.

. Commencement of a proceeding in bankruptcy with respect to the employer; or

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

For all other qualifying events (divorce or legal separation of the employee and spouse or a dependent child’s losing eligibility for coverage
as a dependent child), you must notify the Plan Administrator within 60 days after the qualifying event occurs.

How is COBRA Continuation coverage provided?

Once the Plan Administrator receives notice that a qualifying event has occurred, COBRA continuation coverage will be offered to each of
the qualified beneficiaries. Each qualified beneficiary will have an independent right to elect COBRA continuation coverage. Covered
employees may elect COBRA continuation coverage on behalf of their spouses, and parents may elect COBRA continuation coverage on
behalf of their children. COBRA continuation coverage is a temporary continuation of coverage that generally lasts for 18 months due to
employment termination or reduction of hours of work. Certain qualifying events, or a second qualifying event during the initial period of
coverage, may permit a beneficiary to receive a maximum of 36 months of coverage. There are also ways in which this 18-month period of
COBRA continuation coverage can be extended.



Disability Extension of 18-month period of COBRA Continuation coverage:

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

Second Qualifying Event extension of 18-month period of continuation:

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

Are there other coverage options besides COBRA Continuation coverage?

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

Can [ enroll in Medicare instead of COBRA Continuation coverage after my group health plan coverage ends?
In general, if you do not enroll in Medicare Part A or B when are you first eligible because you are still employed, after the Medicare initial
enrollment period, you have an 8-month special enrollment period to sign up for Medicare Part A or B, beginning on the earlier of:

. The month after your employment ends; or

e  The month after group plan health coverage based on current employment ends

If you don’t enroll in Medicare and elect COBRA continuation coverage instead, you may have to pay a Part B late enrollment penalty and
you may have a gap in coverage if you decide you want Part B later. If you elect COBRA continuation coverage and later enroll in Medicare
Part A or B before the COBRA continuation coverage ends, the Plan may terminate your continuation coverage. However, if Medicare Part
A or B is effective on or before the date of the COBRA election, COBRA coverage may not be discontinued on account of Medicare
entitlement, even if you enroll in the other part of Medicare after the date of the election of COBRA coverage.

If you are enrolled in both COBRA continuation coverage and Medicare, Medicare will generally pay first (primary payer), and COBRA
continuation coverage will pay second. Certain plans may pay as if secondary to Medicare, even if you are not enrolled in Medicare. For

more information visit https://www.medicare.gov/medicare-and-you.

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

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

Plan Contact Information: Your employer’s Human Resource Department or individual in charge of Benefits Administration within your
organization.

WOMEN’S HEALTH AND CANCER RIGHTS ACT OF 1998
Enrollment Notice
If you have had or are going to have a mastectomy, you may be entitled to certain benefits under the Women’s Health and Cancer Rights
Act of 1998 (WHCRA). For individuals receiving mastectomy-related benefits, coverage will be provided in a manner determined in
consultation with the attending physician and the patient, for:

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

Treatment of physical complications of the mastectomy, including lymphedema.

These benefits will be provided subject to the same deductibles and coinsurance applicable to other medical and surgical benefits
provided under this plan. If you would like more information on WHCRA benefits, call your plan administrator for more information.

NOTICE OF PATIENT PROTECTIONS

Under the ACA, group health plans and issuers that require the designation of a participating primary care provider must permit each
participant, beneficiary and enrollee to designate any available participating primary care provider (including a pediatrician for children).
Additionally, plans and issuers that provide obstetrical/gynecological care and require a designation of a participating primary care
provider may not require preauthorization or referral for such care. If a health plan requires participants to designate a participating
primary care provider, the plan or issuer must provide a notice of these patient protections whenever the SPD or similar description of
benefits is provided to a participant. If your employer’s plan is subject to this notice requirement, they will provide this information in the
open enrollment materials and/or the Summary Plan Description (SPD).


https://www.healthcare.gov/are-my-children-eligible-for-chip
https://www.dol.gov/ebsa/www.healthcare.gov
https://www.medicare.gov/medicare-and-you
http://www.dol.gov/ebsa
http://www.healthcare.gov/

PREMIUM ASSISTANCE UNDER MEDICAID AND THE CHILDREN’S HEALTH INSURANCE PROGRAM (CHIP)

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

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

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

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

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

IOWA - Medicaid Website: http://dhs.iowa.gov/ime/members Phone: 1-800-338-8366 CHIP (Hawki): http://dhs.iowa.gov/Hawki
Phone: 1-800-257-8563. HPP Website https://dhs.iowa.gov/ime/members/medicaid-a-to-z/hipp HIPP Phone: 1-888-346-9562

WISCONSIN - Medicaid and CHIP Website: https: https://www.dhs.wisconsin.gov/badgercareplus/p-10095.htm
Phone: 1-800-362-3002

MINNESOTA - Medicaid Website: https:
programs/programs-and-services/other-insurance.jsp Phone: 1-800-657-3739

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

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

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

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

The public reporting burden for this collection of information is estimated to average approximately seven minutes per respondent.
Interested parties are encouraged to send comments regarding the burden estimate or any other aspect of this collection of information,
including suggestions for reducing this burden, to the U.S. Department of Labor, Employee Benefits Security Administration, Office of
Policy and Research, Attention: PRA Clearance Officer, 200 Constitution Avenue, N.W.,, Room N-5718, Washington, DC 20210 or email
ebsa.opr@dol.gov and reference the OMB Control Number 1210-0137. Expires 01/31/2026

HEALTH INSURANCE MARKETPLACE COVERAGE OPTIONS AND YOUR HEALTH COVERAGE:

When key parts of the health care law took effect in 2014, there is a new way to buy health insurance: the Health Insurance Marketplace.
To assist you as you evaluate options for you and your family, this notice provides some basic information about the new Marketplace.

What is the Health Insurance Marketplace?

The Marketplace is designed to help you find health insurance that meets your needs and fits your budget. The Marketplace offers "one-
stop shopping" to find and compare private health insurance options. You may also be eligible for a new kind of tax credit that lowers your
monthly premium right away. The open enrollment period each year for health insurance coverage through the Marketplace runs from
Nov. 1 through Dec. 15 of the preceding year. After the open enrollment period ends, you can get coverage through the Marketplace only if
you qualify for a special enrollment period or are applying for Medicaid or the Children’s Health Insurance Program (CHIP).

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

Does Employer Health Coverage Affect Eligibility for Premium Savings through the Marketplace?

Yes. If you have an offer of health coverage from your employer that meets certain standards, you will not be eligible for a tax credit
through the Marketplace and may wish to enroll in your employer's health plan. However, you may be eligible for a tax credit that lowers
your monthly premium, or a reduction in certain cost-sharing if your employer does not offer coverage to you at all or does not offer
coverage that meets certain standards. If the cost of a plan from your employer that would cover you (and not any other members of your
family) is more than 8.39% (2024) 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.


http://www.healthcare.gov/
http://www.insurekidsnow.gov/
http://www.askebsa.dol.gov/
http://dhs.iowa.gov/ime/members
http://dhs.iowa.gov/Hawki
https://dhs.iowa.gov/ime/members/medicaid-a-to-z/hipp
https://www.dhs.wisconsin.gov/badgercareplus/p-10095.htm
https://mn.gov/dhs/people-we-serve/children-and-families/health-care/health-care-programs/programs-and-services/other-insurance.jsp
https://mn.gov/dhs/people-we-serve/children-and-families/health-care/health-care-programs/programs-and-services/other-insurance.jsp
http://www.dol.gov/agencies/ebsa
http://www.cms.hhs.gov/
mailto:ebsa.opr@dol.gov

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 I Get More Information?

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

HIPAA PRIVACY INFORMATION. YOUR RIGHTS. OUR RESPONSIBILITIES.

This simplified notice describes how medical information about you may be used and disclosed and how you can get access to this
information. Please review it carefully.

Your Rights:

Get a copy of your health and claims records

Correct your health and claims records

Request confidential communication

Ask us to limit the information we share

Get a list of those with whom we’ve shared your information

Get a copy of this privacy notice

Choose someone to act for you

File a complaint if you believe your privacy rights have been violated

You can complain if you feel we have violated your rights by contacting your HR Department
You can file a complaint with the U.S. Department of Health and Human Services Office for Civil Rights by sending a letter to
200 Independence Avenue, S.W., Washington, D.C. 20201, calling 1-877-696-6775,

or visiting ww.hhs.gov/ocr/privacy/hipaa/complaints

We will not retaliate against you for filing a complaint.

Our Uses and Disclosures:

Help manage the health care treatment you receive:

We can use your health information and share it with professionals who are treating you. Example: A doctor sends us information about
your diagnosis and treatment plan so we can arrange additional services.

Run Our Organization:

We can use and disclose your information to run our organization and contact you when necessary. We are not allowed to use genetic
information to decide whether we will give you coverage and the price of that coverage. Example: We use health information about you to
develop better services and plan design for our company.

Pay for Your Health Services:
We can use and disclose your health information as we pay for your health services. Example: We share information about you with your
dental plan to coordinate payment for your dental work.

Administer your Plan:
We may disclose your health information to your health plan sponsor for plan administration. Example: Your company contracts with us to
provide a health plan, and we provide your company with certain statistics to explain the premiums we charge.

How Else can we use or Share your Health Information?

We are allowed or required to share your information in other ways - usually in ways that contribute to the public good, such as public
health and research. We must meet many conditions in the law before we can share your information for these purposes. For more
information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html.

Our Responsibilities:

We are required by law to maintain the privacy and security of your protected health information.

We will let you know promptly if a breach occurs that may have compromised the privacy or security of your information.

We must follow the duties and privacy practices described in this notice and give you a copy of it.

We will not use or share your information other than as described here unless you tell us we can in writing. If you tell us we can,
you may change your mind at any time. Let us know in writing if you change your mind.

For more information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html.

Changes to the Terms of this Notice: We can change the terms of this notice, and the changes will apply to all information we have about
you. The new notice will be available upon request, on our web site, or you can request we mail a copy to you. This is a summary of
information only.


http://www.healthcare.gov/
http://www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html
http://www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html

CONSOLIDATED APPROPRIATIONS ACT DISCLOSURE FOR PLAN MEMBERS

The Consolidated Appropriations Act (CAA) is a comprehensive set of laws that include the No Surprises Act (NSA) and transparency
provisions. Plan Sponsors are required to post an NSA Notice in a prominent location in the workplace and/or post a link to the NSA
Notice on the searchable home page of their websites. The Department of Labor (DOL) has provided a model notice, which should be used
for plan years beginning on or after January 1, 2022.

Your Rights and Protections Against Surprise Medical Bills

When you get emergency care or get treated by an out-of-network provider at an in-network hospital or ambulatory surgical center, you are protected
from surprise billing or balance billing.

What is “Balance Billing” (sometimes called “surprise billing”)?

When you see a doctor or other health care provider, you may owe certain out-of-pocket costs, such as a copayment, coinsurance, and/or a
deductible. You may have other costs or must pay the entire bill if you see a provider or visit a health care facility that isn’t in your health
plan’s network.

“Out-of-network” describes providers and facilities that haven’t signed a contract with your health plan. Out-of-network providers may be
permitted to bill you for the difference between what your plan agreed to pay, and the full amount charged for a service. This is called
“balance billing.” This amount is likely more than in-network costs for the same service and might not count toward your annual out-of-
pocket limit.

“Surprise billing” is an unexpected balance bill. This can happen when you can’t control who is involved in your care—like when you have
an emergency or when you schedule a visit at an in- network facility but are unexpectedly treated by an out-of-network provider.

You are Protected from Balance Billing for:

Emergency Services

If you have an emergency medical condition and get emergency services from an out-of-network provider or facility, the most the provider
or facility may bill you is your plan’s in-network cost-sharing amount (such as copayments and coinsurance). You can’t be balance billed
for these emergency services. This includes services you may get after you're in stable condition, unless you give written consent and give
up your protections not to be balanced billed for these post-stabilization services.

Certain Services at an In-Network Hospital or Ambulatory Surgical Center

When you get services from an in-network hospital or ambulatory surgical center, certain providers there may be out-of-network. In these
cases, the most those providers may bill you is your plan’s in-network cost-sharing amount. This applies to emergency medicine,
anesthesia, pathology, radiology, laboratory, neonatology, assistant surgeon, hospitalist, or intensivist services. These providers can’t
balance bill you and may not ask you to give up your protections not to be balance billed.

If you get other services at these in-network facilities, out-of-network providers can’t balance bill you, unless you give written consent and
give up your protections.

You're never required to give up your protection from balance billing. You also aren’t required to get care out-of-network. You
can choose a provider or facility in your plan’s network.

When Balance Billing isn’t Allowed, you also have the Following Protections:

®  Youare only responsible for paying your share of the cost (like the copayments, coinsurance, and deductibles that you would pay
if the provider or facility was in-network). Your health plan will pay out-of-network providers and facilities directly.

®  Your health plan generally must:
Cover emergency services without requiring you to get approval for services in advance (prior authorization).
Cover emergency services by out-of-network providers.
Base what you owe the provider or facility (cost-sharing) on what it would pay an in-network provider or facility and show that
amount in your explanation of benefits.
Count any amount you pay for emergency services or out-of-network services toward your deductible and out-of-pocket limit.

If you believe you've been wrongly billed, you may contact the Department of Health and Human Services to reach the entity
responsible for enforcing the federal balance or surprise billing protection laws at 1-800-985-3059.
Visit https://www.cms.gov/nosurprises for more information about your rights under federal law.


https://www.cms.gov/nosurprises
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