Important Notices

REQUIRED BY FEDERAL LAW

Individual Notices:

Insurance Program (CHIP)
e Medicare Part D Creditable Coverage Notice
e Summary of Benefits and Coverages (Not Included)

e Premium Assistance Under Medicaid and Children's Health @

Q\

* Summary Plan Description (SPD) (Not Included) Q~

Notices included in this Guide or Documenj: %
e New Health Insurance Market Cover ptions and
Your Health Coverage--ACA ge ’QC

e COBRA Initial General Rjghts ice
* The Affordable Care edical tio (MLR) Rule
e Women's Health ance of 1998

CRi
e Newborns'an ersHe% tectgog Act (NMHPA)
* Special Enr Noti@ Q

1 p ibili@erthe Family and

e Employee and Res
Med&)&a; Act ( (L
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Important Notices: ClientName

2019
BENEFIT COMPLIANCE NOTICES
ACKNOWLEDGEMENT AND STATEMENT OF UNDERSTANDING

As an employee of this company, | acknowledge that | have received the 201 &ngbee
Benefits Guide. | understand that if | do not submit an Enrollment/Change F uman
Resources then | will be auto-enrolled in the same level of cover 2019 (if

applicable). | also have received and have had an opportunity to the required
notices listed below:

Individual Notices: g.;
¢ Premium Assistance Under Medica hil \Health Insurance Program

(CHIP)
e Medicare Part D Creditable %ge No#
e Summary of Benefits an er es

* Summary Plan Descrlp

Notices provided in this G w; ume
e New Health | Mar%-ce C Optlons and Your Health
Coverage--@ ha otiCe
tia No |

* COBR

e The A Rat|o (MLR) Rule
e W Hea Cance s Act of 1998

. rns' ther Protection Act (NMHPA)

ponsibilities Under the Family and Medical Leave Act
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N
‘3\ Prifded Name:
% @WilAd

2019

Consent to Receive Electronic Notices

\?~

not limited to:

| understand that: @%

Benefit documents and/or notices may be provided to me electronically, inc

lu
New Health Insurance Marketplace Coverage Options a Aealth
Coverage ACA Exchange Notice
Summary Plan Descriptions (SPD)
Summary of Benefits and Coverages (SBC) %
Summaries of Material MOdIflcaQS \&

Summary Annual Reports O
COBRA Notices

¢ 1095-C é
I may provide notice of a revised %dre oke gRy consent at any time by
sending an e-mail to the comp @n

| am also entitled to requ t\ obtal per ny electronically furnished
document by contact| an Res ces Department.

In order to acce o i ed eI caIIy, | must have:
wor d co |th Internet access; and/or

acco aIIows me to send and receive e-mails; and
dobe Acrobat Reader.

Qg to e%mc delivery of notices provided to me at the following address:

ch\ss/-
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F A d
New Health Insurance Marketplace Coverage o PP 140
Options and Your Health Coverage {expives3-31-2020)

General Information %
Now that key parts of the health care law have taken effect, there is a new way to buy health insurance: Th%

Insurance Marketplace. To assist you as you evaluate options for you and your family, this notice provid
information about the new Marketplace and employment-based health coverage offered by your em

What is the Health Insurance Marketplace?

The Marketplace is designed to help you find health insurance that meets your needs and fit @ budget. The
Marketplace offers “one-stop shopping” to find and compare private health insurance opg#ns. &ou may also be
eligible for a new kind of tax credit that lowers your monthly premium right away. For ogen enrollment for
health insurance coverage through the Marketplace begins November 1, 2018 for co@ tarting January 1, 2019.

Can | Save Money on my Health Insurance Premiums in the Ma@ace"
You may qualify to save money and lower your monthly pre onl ployer does not offer coverage,
or offers coverage that doesn’t meet certain standards The emlum that you're eligible for depends
on your household income.

Does Employer Health Coverage Affect Eligibilit oryemiu %ﬁrough the Marketplace?
Yes. If you have an offer of health coverage fr r emplo ain standards, you will not be eligible

for a tax credit through the Marketplace a wish t ’s health plan. However, you may be

eligible for a tax credit that lowers your remium; redu ertain cost-sharing if your employer

does not offer coverage to you at all@r ot off verage certam standards. If the cost of a plan

from your employer that would ¢ W and ot a erm your family) is more than 9.56% of your

household income for 2018 (9. 8@2 19 ipthe cover mployer provides does not meet the
Aff e A y be eligible for a tax credit.[1]

“minimum value” standard2
If you work full-time ligibl age u r employer’s health plan, the plan satisfies the
minimum value stQ coNis intended t ffordable based on employee wages.
If you purch edth pla b

ce instead of accepting health coverage offered by your
employer, t@ may | @, ibution (if any) to the employer-offered coverage. Also, this
employ&gcontNbutio Il'as youryee contribution to employer-offered coverage — is often excluded
Mr Fede State income tax purposes. Your payments for coverage through the Marketplace are

MEE anafter-

Can J Get e Information?
% rmqre rmation about your coverage offered by your employer, please check your summary plan description or

con Human Resource department
E ketplw elp you evaluate your coverage options, including your eligibility for coverage through the
arketpla costs. Please visit Healthcare.gov for more information, including an online application for
health Q ce coverage and contact information for a Health Insurance Marketplace in your area.
Orify ould like a quote and benefit information for the Exchange visit the following web link:
www.gohealth.com/benefitadvisorsnetwork when accessing the link, use the referral code BANARD. There is also a
number on the website in which an individual representative can personally assist you.

4
[l A health plan provides “minimum value” if the plan’s share of the total allowed benefit costs covered by the plan is at least 60% of such costs.


http://www.gohealth.com/benefitadvisorsnetwork
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The Affordable Care Act - Medical Loss Ratio (MLR) Rule

The Affordable Care Act requires health insurers in the individual and small group markets to spend at least
80 percent of the premiums they receive on health care services and activities to improve health care qugkify
(in the large group market, this amount is 85 percent). This is referred to as the Medical Loss Ratio (M %
or the'80/20 rule. If a health insurer does not spend at least 80 percent of the premiums it receives

health care services and activities to improve health care quality, the insurer must rebate the diffrén

Women's Health and Cancer Rights Act of 1998 A\

If you have had or are going to have a mastectomy, you may be entitled to certain #n under the
Women's Health and Cancer Rights Act of 1998 (WHCRA). For individuals receivi ctomy related
benefits, coverage will be provided in a manner determined in consultation wm%ttending physician and
the patient, for:

e All stages of reconstruction of the breast on w e mas% was performed;

e Surgery and reconstruction of the other b st to prod e metrical appearance;

* Prostheses; and

e Treatment of physical complication aste Iudlng lymph edema.
These benefits will be provided subject t me d s an rance applicable to other medical
and surgical benefits provided under t Please w y p health plan summary plan
description for details of the Plan's du bIe an ements for mastectomies. If you would

request guidance for additional i atio

Newborns' Q@th@al ection Act (NMHPA)
Nd h Qm

like more information on WHC be s,@ the med arrier or the Human Resources Dept to

Group healt s generally may not, under Federal law, restrict benefits for
any hosp of s nnecti h childbirth for the mother or newborn child to less than 48
hoursQ a v very, or Iess an 96 hours following a cesarean section.

, Fed generally does not prohibit the mother's or newborn's attending provider, after
mg |tN mother, from discharging the mother or her newborn earlier than 48 hours (or 96 hours
5 app igabN\JIN any case, plans and issuers may not, under Federal law, require that a provider obtain
th from the plan or the insurance issuer for prescribing a length of stay not in excess of 48 hours
rs). For nal information regarding this coverage, refer to the Summary Plan Description

LA
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Notice of Privacy Practice|L \/ () I) ‘//\ \ ()'

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

For plans and issuers that require or allow for the designation of primary care providers by partici %
beneficiaries, insert:

[Name of group health plan or health insurance issuer] generally [requires/allows] the desig:N ofa
primary care provider. You have the right to designate any primary care provider who pasi esinour

network and who is available to accept you or your family members. [If the planor h rance
coverage designates a primary care provider automatically, insert: Until you make ®i nation, [name of
group health plan or health insurance issuer] designates one for you.] For inforgaligMWén how to select a
primary care provider, and for a list of the participating prim:&are providess, cagidct the [plan

administrator or issuer] at [insert contact information].

For plans and issuers that require or allow for the designa@f a%@re provider for a child, add:
For children, you may designate a pediatrician a@ary@ i

For plans and issuers that provide covera tetriq@cologi LalMare and require the designation by

der.

a participant or beneficiary of a primar vide

You do not need prior authorizatj V name %up he %1 or issuer] or from any other person
(including a primary care provid@o der tain accgss t; tetrical or gynecological care from a health
care professional in our ne rk VW0 spges ob t%or gynecology. The health care professional,
however, may be require ply ik ce}tain pr s, including obtaining prior authorization for
certain services, foIIo e-ap reatm , or procedures for making referrals. For a list of
participating healtyfcaNagpfofessf ho igyz®n obstetrics or gynecology, contact the [plan
administrator qr iser] at [iQ%act' ion].

port ofices U PN

\:s Gb o/ <
Notice of Patient Protections j
'LJ
For plans and issuers that require or allow for the designation of primary care providers by participants or
‘beneficiaries, insert:
\ [Name of group health plan or health insurance issuer] generally [requires/allows] the designation of a

primary care provider. You have the right to designate any primary care provider who participates in
our network and who is available to accept you or your family members. [If the plan or health
insurance coverage designates a primary care provider automatically, insert: Until you make this
designation, [name of group health plan or health insurance issuer] designates one for you.] For

V information on how to select a primary care provider, and for a list of the participating primary care

providers, contact the [plan administrator or issuer] at [insert contact information]

For plans and issuers that require or allow for the designation of a primary care provider for a child, add:

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

For plans and issuers that provide coverage for obstetric or gynecological care and require the designation by a
participant or beneficiary of a primary care provider, add:

You do not need prior authorization from [name of group health plan or issuer] or from any other
person (including a primary care provider) in order to obtain access to obstetrical or gynecological
care from a health care professional in our network who specializes in obstetrics or gynecology. The
health care professional, however, may be required to comply with certain procedures, including
obtaining prior authorization for certain services, following a pre-approved treatment plan, or
procedures for making referrals. For a list of participating health care professionals who specialize in
obstetrics or gynecology, contact the [plan administrator or issuer] at [insert contact information].
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Notice of Privacy Practices

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

S

Our Company's Pledge to You

This notice is intended to inform you of the privacy practices followed by our Health Plan and thenYJ#gal
obligations regarding your protected health information under the Health Insurance Portabilit @
Accountability Act of 1996 (HIPAA). The notice also explains the privacy rights you and your fa%‘nembers
have as participants of the Plan.

The Plan often needs access to your protected health information in order to provi ent for health
services and perform plan administrative functions. We want to assure the pIan (Wants covered under
the Plan that we comply with federal privacy laws and respect your right to griva s your employer, we
require all members of our workforce and third parties that #&&ggrovided &ss to protected health
information to comply with the privacy practices outlined @ Q\
Protected Health Information

Your protected health information is protected& AA Rriv ule. Generally, protected health
information is information that identifies an in®§ | cre received by a health care provider, health

plan or an employer on behalf of a group nt top | or mental health conditions,
provision of health care, or payment fg thtare \@ past or future.

How We May Use Your Protect N orm

Under the HIPAA Privacy Rule, myy use cIose yo r ed health information for certain purposes
without your permission. Thigsection de an use and disclose your protected health
information

Payment. We use e yo iected rmatlon without your written authorization in order
to determine eligioN{ty for eek ement from a third party, or coordinate benefits with
another hea an und Ou a ed. For example, a health care provider that provided
treatmer%‘ ill p |th ealth information. We use that information in order to

her vices are eI| Ible for payment under our group health plan.
e use and disclose your protected health information in order to perform plan

atlo ns such as quality assurance activities, resolution of internal grievances, and evaluating
rfor, an or example, we review claims experience in order to understand participant utilization

akRWylan de5|gn changes that are intended to control health care costs.

Ithough the law allows use and disclosure of your protected health information for purposes of
trea ,asa he lan we generally do not need to disclose your information for treatment purposes.
smanW th care provider is required to provide you with an explanation of how they use and

sh¥e your P?b rmation for purposes of treatment, payment, and health care operations.
As perr@ r required by law. We may also use or disclose your protected health information without
your wri authorization for other reasons as permitted by law. We are permitted by law to share
information, subject to certain requirements, in order to communicate information on health related benefits
or services that may be of interest to you, respond to a court order, or provide information



Important Notices

Notice of Privacy Practices

As permitted or required by law - continued. To further public health activities (e.g., preventing the spread
of disease) without your written authorization. We are also permitted to share protected health informagign
during a corporate restructuring such as a merger, sale, or acquisition. We will also disclose health %
information about you when required by law, for example, in order to prevent serious harm to you

Pursuant to Your Authorization. When required by law, we will ask for your written authorizatiogfbe

using or disclosing your protected health information. If you choose to sign an authorization t

information, you can later revoke that authorization to prevent any future uses or dlsclosu%

To Business Associates. We may enter into contracts with entities known as Business A iates that provide
services to or perform functions on behalf of the Plan. We may disclose protected h mation to
Business Associates once they have agreed in writing to safeguard the protected h% ormation. For
example, we may disclose your protected health information to a Business Ass dminister claims.
Business Associates are also required by law to protect protecjed health infgrmat

To the Plan Sponsor. We may disclose protected health infor%:on toc &amployees of our company
for the purpose of administering the Plan. These employ@ se gAi e the protected health
information only as necessary to perform plan adminjstra % as otherwise required by HIPAA,
unless you have authorized additional disclosures, @ote@ information cannot be used for

employment purposes without your specific au

Your Rights q
Right to Inspect and Copy. In most gase u ha%rlgat to |@nd copy the protected health
[ ™¥far

ge you a reasonable fee to cover the

information we maintain about request w%
costs of copying, mailing, or othce?)ense ciated v‘j} equest. Your request to inspect or review

your health information my#ybe submit itin erson listed below. In some circumstances, we
may deny your request 0 ur h ation. To the extent your information is held in
an electronic health rq le to r e information in an electronic format.

eve t

Right to Amend. rmat' your records is incorrect or if important information is

missing, you hgve t rlght est - rect the existing information or add the missing
information: request i h information must be submitted in writing to the person
listed in i Ilsted . In some circumstances, we may deny your request to amend

ur o}
your yV)rm e deny your request, you may file a statement of disagreement with us for

incl |n any fu #closures of the disputed information.
an A of Disclosures. You have the right to receive an accounting of certain disclosures of
prote e th information. The accounting will not include disclosures that were made (1) for
urpos atment, payment or health care operations; (2) to you; (3) pursuant to your authorization; (4)
to y s or famil y in your presence or because of an emergency; (5) for national security purposes; or
taI t ot se permissible disclosures.

Yo re s%’an accounting must be submitted in writing to the person
listed b@) u may request an accounting of disclosures made within the last six years. You may request
|

one acco ng free of charge within a 12-month period.
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Your Rights

treatment, payment, or other administrative purposes except when specifically authorized by you,
required by law, or in emergency circumstances. You also have the right to request that we limit e
protected health information that we disclose to someone involved in your care or the pay&

Right to Request Restrictions. You have the right to request that we not use or disclose information fg %

ur
care, such as a family member or friend.

Your request for restrictions must be submitted in writing to the person listed below, IMconsider your
request, but in most cases, are not legally obligated to agree to those restrictions. eyer, we will comply
with any restriction request if the disclosure is to a health plan for purposes of or health care
operations (not for treatmen1) and the protected health inforgration pertaigs sol o a health care item or
service that has been paid for out-of-pocket and in full. \

containing your health information. Your request f iction submitted in writing to the person
listed below. We are required to accommodate le ra% or example, you may ask that we
i r

contact you at your place of employment or seNd ¢
address.

@ ega:iing treatment to an alternate
Right to be Notified of a Breach. Yqu h % ri :

tp be'notifi event that we (or one of our
Business Associates) discover a your uns d prc{eb ealth information. Notice of any such
breach will be made in accordarige wjth fe

Right to Request Confidential Communications. You hav rig’@feive confidential communications

have a right to obtain @ notice S upon request. To obtain a paper copy of this notice,

requirenagnig:
Right to Receive a Pape Q’M this icgl If yo P%}reed to accept this notice electronically, you also
e

par, 2 OF our Benefits Administrator list below.

please contact VOQJ _ Res?i
Our Legal R sibilitie @5& recy s % law to protect the privacy of your protected health
i wiy Ce

rtainr with respect to your protected health information, provide you
Ivacy practices, and follow the information practices that are described in this

ayc policies at any time. In the event that we make a significant change in our policies, we
i with a revised copy of this notice. You can also request a copy of our notice at any time. For

LA

If you afe ¢ ned that we have violated your privacy rights, or you disagree with a decision we made
about ac to your records, you may contact the person listed above. You also may send a written
complaint to the U.S. Department of Health and Human Services — Office of Civil Rights. You may visit
www.hhs.gov/ocr for further information. You will not be penalized or retaliated against for filing a complaint
with the Office of Civil Rights or with us.

3
;2
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Special Enroliment Notice

This notice is being provided to insure that you understand your right to apply for group health insurance
coverage. You should read this notice even if you plan to waive coverage at this time.

Loss of Other Coverage a
If you are declining coverage for yourself or your dependents (including your spouse) because of oth€r
insurance or group health plan coverage, you may be able to enroll yourself and your dependentgin t lan
if you or your dependents lose eligibility for that other coverage (or if the employer stops confNoW

n§

ir80 days
ward the

toward your or your dependents’ other coverage). However, you must request enrollmengwi
after your or your dependents’ other coverage ends (or after the employer stops contrijpfy
other coverage).

In addition, if you have a new dependent as a result of marriage, birth, adoptior@ ement for adoption,

you may be able to enroll yourself and your dependents. Howgrer, you mugereq enrollment within 30
days after the marriage, birth, adoption, or placement for ad%n.

Medicaid or CHIP O

If you or your dependents lose eligibility for cover @er Me @v he Children’s Health Insurance
Program (CHIP) or become eligible for a premiu&i nce é nder Medicaid or CHIP, you may be
able to enroll yourself and your dependents. mwst r t

e roll t within 60 days of the loss of
Medicaid or CHIP coverage or the determjimnaN eligpol N fgf a pre assistance subsidy. To request
%, please

special enrollment or obtain more infO\ ctyou s Administrator.

OV ¢,V
Q-

10
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Employee Rights and Responsibilities
Under the Family and Medical Leave Act (FMLA)

The FMLA statutes do not cover an employer with less than 50 employees. If the business does meet the
employee count requirement, an employee is only eligible if he works at or within 75 miles of an FMLA-eli

work site. %
Leave Entitlement @
Eligible employees who work for a covered employer can take up to 12 weeks of unpaid, job- leave
in a 12-month period for the following reasons: A\

* The birth of a child or placement of a child for adoption or foster care; q*

* To bond with a child (leave must be taken within one year of the child’s t@ lacement);

* To care for the employee’s spouse, child, or parent who has a qualifyi s health condition;

* For the employee’s own qualifying serious health cogdition that kes employee unable to
perform the employee’s job; Q'

* For qualifying exigencies related to the foreign v entqwltary member who is the

employee’s spouse, child, or parent. @
An eligible employee who is a covered service parent, or next of kin may also take up
to 26 weeks of FMLA leave in a single 12-mo d to the s vicemember with a serious injury or
illness. @
An employee does not need to use eav neb W:en iti IIy necessary or otherwise permitted,
employees may take leave inter t or onar dsc |

A . N

Employees may choose, or emp oye |re crued paid leave while taking FMLA leave. If an
employee substitutes ac e employee must comply with the employer’s

normal paid leave poli @

Benefit Protec o&
While empl areonF s must continue health insurance coverage as if the
we pon re%‘

employe ot orlea rom FMLA leave, most employees must be restored to the same
job or y |d% it with equivalent pay, benefits, and other employment terms and conditions.
An yer may rfere with an individual’s FMLA rights or retaliate against someone for using or
RN use F e, opposing any practice made unlawful by the FMLA, or being involved in any

Y edingund r related to the FMLA.
% ligib uirements

Ape vxho%& for a covered employer must meet three criteria in order to be eligible for FMLA

GI.?/E orked for the employer for at least 12 months;
Y

e at least 1,250 hours of service in the 12 months before taking leave;* and
* Work at a location where the employer has at least 50 employees within 75 miles of the
employee’s worksite.

*Special “hours of service” requirements apply to airline flight crew employees. 11
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Employee Rights and Responsibilities
Under the Family and Medical Leave Act (FMLA)

The FMLA statutes do not cover an employer with less than 50 employees. If the business does meet the
employee count requirement, an employee is only eligible if he works at or within 75 miles of an FMLA-eligikle
work site.

give 30-days’ notice, an employee must notify the employer as soon as possible and, generally\foNow the

Requesting Leave
Generally, employees must give 30-days’ advance notice of the need for FMLA leave. If it iQ ibfe to
employer’s usual procedures.

Employees do not have to share a medical diagnosis, but must provide enough info ig to the employer
so it can determine if the leave qualifies for FMLA protection. Sufficient informa% d include informing
o

an employer that the employee is or will be unable to performghis or her jolg#un s, that a family member
cannot perform daily activities, or that hospitalization or con&ng medj atment is necessary.
Employees must inform the employer if the need for leav r¥a reagdn N which FMLA leave was
previously taken or certified.

Employers can require a certification or periodi cﬁ”catim&ng the need for leave. If the
employer determines that the certification is inngmplete, | rovide a written notice indicating what
additional information is required. @ Q

Employer Responsibilities \ %Q

Once an employer becomes awa tgh em Io%'need 619_4 is for a reason that may qualify under
the FMLA, the employer must n@he e ee if he h}i igible for FMLA leave and, if eligible, must

also provide a notice of rig ndrespo INg#€ un h LA. If the employee is not eligible, the
employer must provide fori ibilty.

Employers must ngfif Omplo eave pm &signated as FMLA leave, and if so, how much leave will
be designated gs F Iean~ Q
Employe& a c@n with t)%. Department of Labor, Wage and Hour Division, or may bring a

ployer.

privat?v agair%
T do %ect any federal or state law prohibiting discrimination or supersede any state or local
rcoll t?\&a gaining agreement that provides greater family or medical leave rights.
% or %%nformation or to file a complaint: 1-866-4-USWAGE

Visit .dol, OM (1-866-487-9243 ) / TTY: 1-877-889-5627

F sectio 29 U.S.C. § 2619) requires FMLA covered employers to post the text of this notice.
Regulatfon .F.R. § 825.300(a) may require additional disclosures.

12
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COBRA Initial Rights Notice

You are receiving this notice because you recently gained coverage under a group health 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 generally explains COBRA continuation coverage, when it may

become available to you and your family, and what you need to do to protect the right to receive it. %
RA

Read this notice carefully to help understand your COBRA rights. Keep in mind that when you b @
eligible for COBRA, you may also become eligible for other coverage options that may cost less tHgn
continuation coverage.

The right to COBRA continuation coverage was created by a federal law, the Consolidaibus Budget
Reconciliation Act of 1985 (COBRA). COBRA continuation coverage can become avaj ® You when you
would otherwise lose your group health coverage. It can also become available tNQMembers of your
family who are covered under the Plan when they would otherwise lose their g%ealth coverage. This
notice does not fully describe COBRA continuation coverage @ gsher rightgfnder the Plan. For additional and
more complete information about your rights and obligatig der th n 2ad under federal law, you

he PIBQm istrator.

should review the Plan’s Summary Plan Description or co

You may have other options available to you w ose gr Ith coverage. For example, you may

be eligible to buy an individual plan through t &th Ins rketplace. By enrolling in coverage

through the Marketplace, you may qualify f@r costs@ mo premiums and lower out-of-

pocket costs. Additionally, you may qualj 30-da% enr eriod for another group health
), n if generally does not accept late

plan for which you are eligible (such as\ e’s plan

enrollees. V %. (L

WHAT IS COBRA CONTINU IO@/ER @ 4

COBRA continuation cove is. 2 contiffuatigr¥of Pl vRAage when it would otherwise end because of a
jin ific events are listed later in this notice. Aftera

life event known as a % g event
qualifying event, % tinugtioNgco eraie m}s offered to each person who is a “qualified

beneficiary.” You, r spouse.aN\Mxir de t children could become qualified beneficiaries if coverage

under the Plggfis, lostheca quali ent. Under the Plan, qualified beneficiaries who elect
COBRA cont%n coyer % to pay for COBRA continuation coverage.

Employ,

If yo Qan mpl " ypu will become a qualified beneficiary if you lose your coverage under the Plan
beca ither owing qualifying events happens:

. r hours ployment are reduced, or

?Vour&nt ends for any reason other than your gross misconduct.
O

us
If y@t e spo®ge of,.an employee, you will become a qualified beneficiary if you lose your coverage under
t eca f the following qualifying events happens:

» Your spo

* Your u¥e’s hours of employment are reduced;

. Your@)se’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

* You become divorced or legally separated from your spouse. In the event your spouse, who is the
employee, reduces or terminates your coverage under the Plan in anticipation of a divorce or legal
separation that later occurs, the divorce or legal separation may be considered a qualifying event even
though the coverage was reduced or terminated before the divorce or separation.
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COBRA Initial Rights Notice

Dependent Children

Your dependent children (including any child born to or placed for adoption with you during the period of
COBRA coverage who is properly enrolled in the Plan and any child of yours who is receiving benefits under
the Plan pursuant to a qualified medical child support order) will become qualified beneficiaries if they Ic%

coverage under the Plan because any of the following qualifying events happens:
The parent-employee dies; C)

The parent-employee’s hours of employment are reduced,;
The parent-employee’s employment ends for any reason other than his or her gross miscond \
The parent-employee becomes entitled to Medicare benefits (Part A, Part B or both);

The parents become divorced or legally separated; or Q~

The child stops being eligible for coverage under the plan as a “dependent child.” @

WHEN IS COBRA COVERAGE AVAILABLE?
The Plan will offer COBRA continuation coverage to qualified e ficiaries&after the Plan Administrator
no h

has been notified that a qualifying event has occurred. Th yer \ y the Plan Administrator of
the following qualifying events: %
* The end of employment or reduction of hours of |loyment;
* Death of the employee; %
* The employee’s becoming entitled to Me@nefits %art A, Part B or both).
For all other qualifying events (divorce gf | separ he and spouse or a dependent
child’s losing eligibility for coverage a\ ndent chiNy/ you tify the Plan Administrator within
60 days after the qualifying event W You rr%;ovide \ ce to: Bergquist Law Firm. The Plan
procedures for this notice, incIu@ scrigtion ny requ%formation or documentation, can be
found in the most recent SunmaNydfan D, @n or #alting the Plan Administrator. If these

if the nm@ ot pr /M writing to the Plan Administrator during the

procedures are not follo
60-day notice period, to el A continuation coverage.

YN lose you
HOW IS COBRA C&QU#RAGE PRO E Q’
Once the Pla mindtrat pes tim e that a qualifying event has occurred, COBRA continuation
coverage wil ere@ of th d beneficiaries. Each qualified beneficiary will have an
. tt .

t ri o) CPBRA conti ion coverage. Covered employees may elect COBRA continuation
ir spouses, and parents may elect COBRA continuation coverage on behalf of their

emp nt, COBRA continuation coverage generally lasts for only up to a total of 18 months. There are
two ways in which this 18-month period of COBRA continuation coverage can be extended.
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Also, when the qualifying event is the end of employment or reduction of the employee's hours of
employment, and the employee became entitled to Medicare benefits less than 18 months before the
qualifying event, COBRA continuation coverage for qualified beneficiaries other than the employee lasts until
36 months after the date of Medicare entitlement. For example, if a covered employee becomes entitlegft
Medicare 8 months before the date on which his employment terminates, COBRA continuation cover,

his spouse and children can last up to 36 months after the date of Medicare entitlement, which isc) tg28

months after the date of the qualifying event (36 months minus 8 months). \
Disability Extension A

If you or anyone in your family covered under the Plan is determined by the Social Sec@ministration to
be disabled and you notify the Plan Administrator in a timely fashion, you and your ghtj mily may be
entitled to get up to an additional 11 months of COBRA continuation coverage, f; maximum of 29
months. The disability would have to have started at some time before the 60th™ay pf COBRA continuation
coverage and must last at least until the end of the 18-mont iod of co&j\tion coverage.
The Plan procedures for this notice, including a descriptioprmgN requizgeNinf&mation or documentation,
the name of the appropriate party to whom notice must t, an @e period for giving notice, can
be found in the most recent Summary Plan Descriptjg®™or by contgltjpg We Plan Administrator. If these
procedures are not followed or if the notice is n&@d in Witz the Plan Administrator during the

t

60-day notice period and within 18 months aft cover ee’s termination of employment or
reduction of hours, there will be no disabilit: sion o contif™Rtion coverage. The affected
individual must also notify the Plan Adm{i r wit s of | determination that the
individual is no longer disabled. Q

Second Qualifying Event Extensﬁ)V %- (}
( 18 m

If your family experiences anoth alifyj ept duri onths of COBRA continuation coverage,
the spouse and depende en in yqur fan¥ily ca o 18 additional months of COBRA continuation
coverage, for a maxim 6 month ice ond qualifying event is properly given to the Plan.

This extension mayee\gvajable tp tiIg spouse and; ependent children receiving COBRA continuation
coverage if the en%yee or fg ploye q , becomes entitled to Medicare benefits (under Part A,
Part B or both¥fos ge divo gally % ed; or if the dependent child stops being eligible under the
Plan as a dep{d y available if the second qualifying event would have caused

t child. xtensi%
pe% iyd to lose c age under the Plan had the first qualifying event not occurred.
r

the spg
he Qro edur, is notice, including a description of any required information or documentation,
the of th% iate party to whom notice must be sent, and the time period for giving notice, can
b din th% t recent Summary Plan Description or by contacting the Plan Administrator. If these
Vzedure e not followed or if the notice is not provided in writing to the Plan Administrator during the
O—dai W Period, there will be no extension of COBRA continuation coverage due to a second qualifying

eve V

AR THERE OVERAGE OPTIONS BESIDES COBRA?

Yes. Ins enrolling in COBRA continuation coverage, there may be other coverage options for you and
your farN rough the Health Insurance Marketplace, Medicaid 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.
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IF YOU HAVE QUESTIONS

Questions concerning your Plan or your COBRA continuation coverage rights should be addressed to the
contact or contacts identified below. For more information about your rights under 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

and District EBSA Offices are available through EBSA’s website.) For more information about th

Marketplace, visit www.healthcare.gov. A

KEEP YOUR PLAN INFORMED OF ADDRESS CHANGES Q‘
To protect your family’s rights, let the Plan Administrator know about any changes j dresses of family
members. You should also keep a copy, for your records, of any notices you sen% an Administrator.

PLAN CONTACT INFORMATION

Company Name P@g

Employer contact name-Job title Address, City, St Zip

Premium Assistance Under Med t Idren’s Health

Insurance Program (CHIP)
If you or your children are eligible for HIP re eli @or health coverage from your
employer, your state may have a pre ance @m that p pay for coverage, using funds
from their Medicaid or CHIP progra s hiMren afkggaeeible for Medicaid or CHIP, you

won’t be eligible for these pre anc pro S but be able to buy individual insurance
coverage through the Health Ins@e Ma lace. Fo ormatlon visit www.healthcare.gov.

If you or your depende %Veady oII r CHIP and you live in a State listed below,
contact your State Mef @ to f|nd remium assistance is available.

If you or your ents ar, O CUITENHRE , i
dependents be eligi N e , icai i
dial 1-87 W oqWW\. w.gov to find out how to apply. If you qualify, ask your state if

KID
it haSQMI tha elp you pay the premiums for an employer-sponsored plan.

@your nts are eligible for premium assistance under Medicaid or CHIP, as well as eligible
ou r plan, your employer must allow you to enroll in your employer plan if you aren’t
?t?ady d This is called a “special enrollment” opportunity, and you must request coverage within
% ing determined eligible for premium assistance. If you have questions about enrolling in
ur oyer la tact the Department of Labor at www.askebsa.dol.gov or call 1-866-444-EBSA
If yEu li the following states, you may be eligible for assistance paying your employer health plan

vein
premiur@ following list of states is current as of July 31, 2018. Contact your State for more information
on eligibM

TEXAS — Medicaid WEST VIRGINIA — Medicaid
Website: http://gethipptexas.com/ Website: http://mywvhipp.com/
Phone: 1-800-440-0493 Toll-free phone: 1-855-MyWVHIPP (1-855-699-8447)
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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 Company Name and about your options under Medicare’s
prescription coverage. This information can help you decide whether or not you want to join a Medicar%
drug plan. If you are considering joining, you should compare your current coverage, including whichMryg

are covered at what cost, with the coverage and costs of the plans offering Medicare prescription

coverage is at the end of this notice.

There are two important things you need to know about your current coverage and Medji

drug coverage:

1. Medicare prescription drug coverage came available in 2006 to everyone with icke. You can get
this coverage if you join a Medicare Prescription Drug Plan or join a Medicar ge Plan (like an
HMO or PPO) that offers prescription drug coverage. All Medicare Drug plan%/ide at least a standard

level of coverage set by Medicare. Some Plans may also more cq, e for a higher monthly
premium.

2. Company Name has determined that the prescriptio coverﬁj red by Company Name Medical
Plan is, on average for all plan participants, exp to pay o h as standard Medicare
prescription drug coverage pays and is there %lde ble Coverage. Because your existing
coverage is Creditable Coverage, you can |s co % not pay a higher premium (a penalty) if
you later decide to join a Medicare dru %

When Can You Join A Medicare Drug .

You can join a Medicare drug plan Ou bec |g|b|e \ @ icare and each year from October 15 to

December 7.

However, if you lose your t credlt bIe scrip rage through no fault of your own, you will

also be eligible for a t onth S roll iod (SEP) to join a Medicare drug plan.

Decide To Join A Medicare Drug Plan?
»it Company Name coverage will not be affected. You can
lan will coordinate with Part D coverage.

What Happens TO@"‘ Currept gelf
If you decide Medi g, you

keep this cov if yo@ artD

If yo ec d edicare drug plan and drop your current coverage, be aware that you and your
d ts WI| to get this coverage back.

n wil ﬁ/ A Higher Premium (Penalty) To Join A Medicare Drug Plan?
% ou SEE know that if you drop or lose your current coverage with Company Name and don’t join a

Me ug plawithin 63 continuous days after your current coverage ends, you may pay a higher
pvk (a Wom a Medicare drug plan later.

If youg ntinuous days or longer without creditable prescription drug coverage, your monthly premium
may go@ 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. .
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Your Prescription Drug coverage and Medicare

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 Company N%
changes. You may also 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 tH Icare &
You” handbook. You’ll get a copy of the handbook in the mail every year from Medicare, ay also be
contacted directly by Medicare drug plans.

* Visit www.medicare.gov
* Call your State Health Insurance Assistance Program(see tig€ ipside bac&\{er of your copy of the
Medicare & You” handbook for their telephone numbepiq erson%ll d Melp.

For more information about Medicare prescription drug coverage: %@

* (Call 1-800-medicare (1-800-633-4227). TTY users sho -248

If you have limited income and resources, extra F@wg for %e prescription drug coverage is
available. For information about this extra helglvisgSocial n the web at www.socialsecurity.gov, or
call them at 1-800-772-1213 (TTY 1—800-32@.
i &cid ne of the Medicare drug plans, you
o

may be required to provide a cop i otice% you j w whether or not you have
maintained creditable coveragegfan @v her or nof you are required to pay a higher

e O

Contact —Pos ffice: erso Human Resources

Add QV % XXXX Street Name City, State Zip

P umber\% (XXX) XXX-XXXX
v
™
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