Educational Service District 123

Benefits

Effective: November 1, 2016




ESD 123 is proud to offer a comprehensive benefits package to our employees and their families. IMPORTANT:
This package is designed to provide choice, flexibility, and value.
If you (and/or your dependents)

This Benefit Guide will help you learn more about your benefits, review highlights of the available . .
' f Buide wi P you Wt you ! view ighlig val have Medicare or will become

plans, and make selections that best fit your lifestyle, needs, and budget. In addition, you can

contact Human Resources, or call a Benefit Specialist from Gallagher, ESD 123's benefit eligible for Medicare in the next 12
consultant for help understanding your benefits and completing your paperwork. Online access months, federal law gives you more
links and phone numbers are listed in the back of this Guide under “Your Benefits Contacts.” choices about your prescription

Important insurance plan booklets that provide more detailed information on each of the programs

you select will be available after open enroliment. drug coverage. Please see page

28 for more details.
To help you make decisions regarding your healthcare coverage, a Summary of Benefits and
Coverage (SBC) is available. The SBC summarizes important information about any health
coverage options in a standard format as required by Healthcare Reform regulations. The SBC is
available by contacting our HR/Payroll Department.
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NEWLY ELIGIBLE EMPLOYEES
Please follow the steps below to choose your benefits and enroll.

|

THE BENEFIT PLANS OFFERED ARE:

(Available to all eligible employees except where identified for specific employee groups only)

Medical: Group Health HMO Plans 3, 4, and HDHP; Group Health PPO Plans 3 and 4
Dental: Sun Life

Vision: Vision Service Plan (VSP)

Long-term Disability: LifeMap

Life and AD&D: LifeMap

Flexible Spending Account: American Fidelity

VEBA Health Reimbursement Arrangement (HRA)

1. PREPARE EVERYTHING YOU WILL NEED
v Social security numbers for you and your family members whom you want to enroll in your benefits

v Dates of birth for your family members
v ID cards for any other medical plans under which you or your family members are covered

2. CHOOSE YOUR BENEFITS

Take the time to review the benefit outlines provided in this Guide. This will help you understand the plans that are offered and how they will fit your
lifestyle, needs, and budget. To make sure specific providers are covered by the plans you are considering, check the Provider Directory online or
call the insurance carrier’s customer service (see “Your Benefits Contacts” in the back of this Guide).

3. DECIDE HOW MUCH TO CONTRIBUTE TO FLEXIBLE SPENDING ACCOUNTS

Use the online calculator at fsacalculator.com to determine how much in taxes you could save by contributing to a Flexible Spending Account
(FSA), used for paying medical and dependent care expenses. (Please see the Flexible Spending Accounts section in this Guide for more details.)

4. FILL OUT YOUR ENROLLMENT FORM(S)

See HR for an enroliment form. You will only need to complete a new enroliment form if you are changing your elections. Certain plans may require
online enrollment.

5. YOU ARE DONE!

Please return your completed forms to Payroll by: Friday, September 30, 2016.

The information contained herein is subject to the disclosures and disclaimers on the final page of this document.
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EMPLOYEES ALREADY ENROLLED

|

Open Enroliment is August 26, — September 30. You are able to change your elections during the Open Enrollment period. Unless you experience a
qualified status change, you will not be able to change your enroliment election until the next Open Enroliment period. Only under certain circumstances,
may you add or drop dependents outside of Open Enrollment, which are referred to as qualified changes in family status. These include:

v

AN NI NN

Birth or adoption of a child

Loss of your or a dependent’s coverage under another plan
Change in marital status

Relocation out of the service area

If you or your spouse become eligible for other group coverage
Open Enroliment through spouse’s employer

2016 - MAJOR PLAN DESIGN CHANGES

Group Health HMO

Rates: The rates have increased by 6% for all plans, however, there are no benefit changes.

Group Health PPO

Rates: The rates have increased by 21%, however, there are no benefit changes.

Sun Life Dental

Assurant Dental was purchased by Sun Life. There are no benefit changes.

The information contained herein is subject to the disclosures and disclaimers on the final page of this document.
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WHO IS ELIGIBLE?
Employees

All employees who work 20 hours or more per week in a regular position may enroll in the various insurance plans offered by the District.
Coverage will begin on the first of the month following date of hire.

Dependents
You may enroll your eligible dependents for Medical, Dental, and Vision. Your eligible dependents include:

Your legal spouse or domestic partner
Your children up to age 26
Any dependent child who is incapable of self-support because of a physical or mental disability

ESD 123 extends health benefits to employees’ domestic partners. However, the value of these benefits must be included in employee’s gross income,
subject to federal income tax and FICA tax, unless the domestic partner is the employee’s tax dependent. This means a portion of your benefit contribution,
the difference between the cost to cover you plus your domestic partner and the cost to cover just you, is deducted from your pay after taxes have been
applied (referred to as “post tax”). It also means the premium of your employer is paying on your behalf when you choose to cover your domestic partner
is added to your taxable income. If you would like specific information on this, you may contact Human Resources.

MAKING CHANGES TO YOUR BENEFITS

You may make changes to your healthcare and insurance benefit choices once a year during the Open
Enroliment period. All coverage you select will be effective for the entire plan year, unless you have a
“qualified change in status” or leave employment. Because many of your benefits are available on a pre-
tax basis, the IRS requires you to have a qualified change in status in order to make changes to your
benefit elections during the year.

IMPORTANT

Enrollment time line may vary in
certain situations. See “Special
Enrolliment Rights” on page 21.

If you have a change in status, you can make changes to your benefits by contacting Human Resources
within 30 days of the change. The change to your benefits must be consistent with the change in family

status. For example, if you have a new baby, you can enroll the child as a dependent under your current
health plans, but you may not remove another dependent who is already covered.

SPECIAL ENROLLMENTS

Sample Documents

Medical, Dental & Vision

Flexible Spending Accounts

Voluntary
Life

Voluntary
AD&D

(FSA

Healthcare FSA or Limited Purpose

May enroll newly eligible spouse or you may . " May enroll, May enroll,
Marriage Marriage certificate drop coverage if enrolling in spouse’s plan FSA: Same as Medical increase, increase,
g 9 (additional documentation required if dropping Dependent Care FSA: May enroll decrease or cease decrease or
plans) increase, decrease or cease election coverage cease coverage

G.&"n depenldent . e May enroll or increase coverage for newly- : :

Birth/Adoption Birth certificate eligible dependent May enroll or increase election No change No change

Foster child g p
Notification from new :
- May drop or decrease coverage for self and ’ May increase or
Se;;:])u%e %Z'Rts A dditioneaTgtl)oc)tIﬁ)r‘: entation dependents who become eligible for, and May enroll, 'gféiagﬁ or decrease decrease No change
ploy elect coverage under, spouse’s plan coverage

required if dropping plans)

Spouse loses Notification from prior

May enroll self, spouse or dependents who

May enroll or increase election

May increase or
decrease

May increase or
decrease

employment employer lose eligibility under spouse’s prior plan coverage coverage
. May enroll
. May drop election only for spouse. May elect ’ ’ May drop
Loss of spouse Divorce sefiement, death for self or dependents who lose eligibility May decrease election Increase, election only for
certificate, etc. h decrease or cease
under spouse’s plan coverage spouse

The information contained herein is subject to the disclosures and disclaimers on the final page of this document.
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BENEFIT ALLOCATION

Basic Benefits

ESD 123 provides all eligible employees with employee only coverage under the "Core" medical plan. Employees can purchase a richer medical "Buy-
Up" or the HDHP plan. ESD 123 also allows employees to purchase medical insurance for their spouse, eligible dependents, or domestic partners.

If, you live in Adams County, Asotin County, Grant County, Garfield County, or Lincoln County, contact ESD 123 Payroll to discuss your medical
plan options. Group Health HMO does not contract in these counties.

* Dental - Vision - Life
* Long-term Disability « Core Medical

Enroliment

After selecting core benefits, individual employees need to enroll in the mandatory plans (if eligible) and may decide whether they want medical for
themselves and/or their dependents. Employees may also elect no coverage.

OPTIONAL CHOICES VOLUNTARY CHOICES

Benefits you can enroll in Benefits you can enroll in
upon your benefit eligibility upon your benefit eligibility
date. You share the cost date. You pay 100% of the
with ESD 123. cost through payroll
deductions.

BASIC BENEFITS
100% required participation

BENEFIT PLAN (as per employee group
negotiated agreements).

Medical X X

Buy-up Option

HSA X
(available with QHDHP only)

Dental X

Vision X

Life and AD&D X

Long-term Disability X

Flexible Spending Accounts X
(FSA)

The information contained herein is subject to the disclosures and disclaimers on the final page of this document.
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BENEFIT COSTS

Medical Plans

Group Health Cooperative - HMO Plans - School Pool

Monthly Cost

HDHP / HSA

$2,600 Deductible

w/o vision

Plan 3

$250 Deductible
w/o vision

Plan 4

$750 Deductible

w/o vision

Employee only $403.64 $742.63 $523.12
Employee plus Spouse $783.06 $1,440.70 $1,014.84
Employee plus Child(ren) $565.10 $1,039.69 $732.36
Employee plus Family $944.52 $1,737.76 $1,224.09

Monthly Cost

Plan 3
$500 Deductible

w/vision
(Buy-up Option)

Plan 4
$2,000 Deductible
w/vision
(Buy-up Option)

Employee only $942.71 $706.09
Employee plus Spouse $1,711.33 $1,281.79
Employee plus Child(ren) $1,216.10 $910.86
Employee plus Family $2,050.16 $1,535.57

Employee only

Employer paid — Rates effective Jan 1, 2017

Dental Employee plus Spouse $47.90
Employee plus Child(ren) $73.23
Employee plus Family $121.13
Employee only Employer paid

Vision Employee plus Spouse $5.47
Employee plus Child(ren) $5.77
Employee plus Family $14.88

Long-term Disability

Employer paid

Term Life and AD&D

Employer paid

The information contained herein is subject to the disclosures and disclaimers on the final page of this document.
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GROUP HEALTH COOPERATIVE - HMO PLANS

PCY = Per Calendar Year HMO 3 HMO 4 HMO HDHP

Network Group Health Group Health Group Health

Calendar Year Deductible (Ded)
Per Person / Per Family $250/$500 $750/$1,500 $2,600/$5,200

Calendar Year Out-of-Pocket Maximumt

Per Person / Per Family $2,000/$4,000 $6,000/$12,000 $5,100/$10,200

Coinsurance (coins)

% Cost Share 20% 20% 10%

Preventive Care Covered in full Covered in full Covered in full

Physician Services $20 + ded + coins

. : oo i $20 + coins (ded + coins waived for Ded + coins

Primary care services, specialist visits PO
15 4 visits)

Qutpatient Diagnostic Lab & X-ray Coins Covered in full up to $500, then Ded + coins
ded + coins

Hospital/Facility Services

Including inpatient mental health, chemical Ded + coins $200 Z?g%%?f :_ccijae)élipctgir?sdays Ded + coins

dependency and maternity services P

Emergency Room Services $150 + ded + coins $150 + ded + coins Ded + coins

Copay waived if admitted

These plans meet the Minimum Essential Benefits and Minimum Actuarial Value requirements as outlined in
The Patient Protection and Affordable Care Act of 2010

Prescription Drugs

At Participating Pharmacies Only
— up to 30-day supply

Generic $15 $20 $15
Brand Name Formulary $30 $40 $30
Brand Name Non-Formulary $50 $60 $50

Through Participating
Mail Order Pharmacies ONLY 2X 2X 3X
— up to 90-day supply

tEffective 2015: The out-of-pocket maximum includes deductibles, coinsurance, copayments, or similar charges and any other required expenditure
that is a qualified medical expense with respect to essential health benefits covered under the plan.

The information contained herein is subject to the disclosures and disclaimers on the final page of this document.
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GROUP HEALTH OPTIONS - PPO PLAN

= Plan 3 Plan 4
PCY = Per Calendar Year $500 Deductible $2,000 Deductible
Network Options
Calendar Year Deductible (Ded)
Per Person / Per Family $500 / $1,000 $2,000 / $4,000
Calendar Year Out-of-Pocket Maximumt
Per Person / Per Family $2,500 / $5,000 $6,600 / $13,200
Coinsurance (coins)
% Cost Share 20% 30%
Preventive Care Covered in full Covered in full
Physician Services $30 + ded + coins $30 + ded + coins
Primary care services, specialist visits $20 enhanced* $20 enhanced*
Outpatient Diagnostic Lab & X-ray Ded + coins Ded + coins
Hospital/Facility Services
Including inpatient mental health, chemical Ded + coins Ded + coins
dependency and maternity services
Emergen(_:y Rc_)om S_ervices $100 + ded + coins $150 + ded + coins
Copay waived if admitted

These plans meet the Minimum Essential Benefits and Minimum Actuarial Value requirements as outlined in
The Patient Protection and Affordable Care Act of 2010

Prescription Drugs

At Participating Pharmacies Only
— up to 30-day supply

Generic $10 $20
Brand Name Formulary $35** $50**
Brand Name Non-Formulary $70** $95**

Through Participating
Mail Order Pharmacies ONLY
— up to 90-day supply

tEffective 2015: The out-of-pocket maximum includes deductibles, coinsurance,
copayments, or similar charges and any other required expenditure that is a qualified
medical expense with respect to essential health benefits covered under the plan.

*Enhanced benefit available if services rendered through Group Health facility.

**$5 discount available if prescription filled through Group Health facility.

The information contained herein is subject to the disclosures and disclaimers on the final page of this document.
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All of the medical plans include a comprehensive prescription drug program. The level of coverage
depends on whether the drug is generic or brand, and whether it is on your chosen healthcare
provider’'s formulary, or preferred drug list. Your out-of-pocket cost is lowest when you buy generic
drugs, and highest when you buy brand drugs that are not on the formulary.

To determine whether your drug is on your provider's formulary, please check online at the
provider’'s website. A list of in-network pharmacies is also available on the website. The drug list is
updated periodically to ensure that newer, more effective drugs are listed.

When filling a prescription, present your member ID card to any participating pharmacy. Out-of-
network pharmacies may not be covered or result in higher costs.

MAIL ORDER PRESCRIPTION DRUGS

If you take prescription drugs on an ongoing, maintenance basis, you may be able to save money
by using the Mail Order program and ordering a 90-day supply at a time. See your summary of
benefits and coverage in the attachments section of this booklet for more details.

Did you know that certain services and procedures may require an OK from your provider before
they are provided to you? This is called a Prior Authorization, and it helps you:

Find out if you're covered by your benefits before you have your scheduled procedure
Save money and avoid extra costs

Get an estimate of your out-of-pocket costs before you go

Avoid unnecessary services

Your doctor should request a Prior Authorization on your behalf as they are familiar with the
process.

WHAT HAPPENS IF YOUR DOCTOR DOESN’T REQUEST A
PRIOR AUTHORIZATION?

If your doctor gives you a service that requires a Prior Authorization without requesting one, you
may have to pay extra costs. You may have to pay up to the full cost of your services:

To avoid extra costs always ask your healthcare provider to request a Prior Authorization
before you have a planned medical service.

This is the amount you pay before your plan
begins covering expenses. The family
deductible applies if you have family members
enrolled in your plan along with you. The
deductible runs from Jan. 1 - Dec. 31

A copay is a flat dollar amount you pay for a
medical service.

Coinsurance is when you pay a percentage of
the cost.

This is the maximum amount you can pay out-
of-pocket in one year, including all copays.

You're covered for preventive care services
including immunizations, and a range of health
screenings for you and your family. Access the
health and wellness resources for more
information.

Representatives can help you with just about
anything, from replacing a lost ID card, helping
you obtain a language interpreter, and
addressing your compliments and concerns to
answering questions about benefits, referrals,
coordination with other insurers, coverage in
temporary situations (for example, students,
temporary residents), and much more.

There is a ton of useful information online,
including the Provider and Facility Directory,
preventive care schedules, and many handy
tools that make getting care easy. See the
back of this Guide under “Your Benefits
Contacts” for links to the website.

QUESTIONS

Call customer service at the
number on the back of your
member ID card.

The information contained herein is subject to the disclosures and disclaimers on the final page of this document.
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Oral health is very important to your overall health and general well-being. ESD 123 provides
comprehensive dental coverage through Sun Life Dental.

Sun Life offers a comprehensive provider network. You can find providers online — please see the
information in “Your Benefits Contacts” on the last page of this Guide.

ESD 123 Group Dental

Plan Year Deductible $50 individual | $150 family
Calendar year (waived for preventive services)
Plan Year Maximum Benefit $1,750 www.sunlife.com
Calendar year Preventive, basic, and major services
Orthodontia Plan
Maximum $2,000
Plan Year January 1 - December 31

The information contained herein is subject to the disclosures and disclaimers on the final page of this document.
Prepared by Arthur J. Gallagher & Co. for the Employees of ESD 123
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To help you take care of your eyesight, ESD 123 provides vision care coverage through Vision Service
Plan (VSP). VSP offers you access to a large network of doctors. You may choose to obtain your vision
care services from any provider you wish. When you access care from network providers, your benefits
are greater, and your out-of-pocket costs are less.

Plan Year January 1 - December 31

VSP Choice
Participating Providers

Every 12 months: Vision Exam $10 copay
Prescription Glasses $25 copay
Frames $130
Lenses
Single vision, lined bifocal, Paid in full

lined trifocal, and lenticular

Contact Lenses
Exam, contacts, fitting
(In lieu of lens/frames)

$0 copay
Up to $130

®
VS
BENEFITS ARE SUBJECT TO
VSP ALLOWABLE CHARGES
VSP network providers agree not to

bill for amounts over the allowable
charge.

PROVIDER DIRECTORY AND
INFORMATION

WWW.VSp.com

First-time users will need their ID card

The information contained herein is subject to the disclosures and disclaimers on the final page of this document.
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Life insurance provides financial security for the people who depend on you. ESD 123 provides all
eligible employees with Term Life Insurance benefits as outlined below:

LIFE AND AD&D INSURANCE

-
Term Life and AD&D insurance coverage provides a monetary benefit to a designated beneficiary in ( LlfeM ap"
the event of your death. Upon termination or if you cease to be benefit eligible, you may have the
option to convert this policy from a group policy to an individual policy. Please contact the HR/Payroll
department for further information.

Insurance for every step of life.

All full-time active employees (except /
Eligible Members Board Members), working 20 or more
hours per week in an eligible class

IMPORTANT \

When you first enroll in Life
Insurance Benefits, you will
need to designate a
beneficiary who would

Benefit Life - $25,000 receive the benefits in the
AD&D - $25,000 event of your death. You
may change or update your
beneficiary designation at
anv time.
35% at age 65
Reduction 60% at age 70

75% at age 75
Benefits terminate at retirement

VOLUNTARY BUY-UP OPTION - LIFE AND AD&D INSURANCE

Accidental Death & Dismemberment (AD&D) insurance pays scheduled amounts in the event of
accidental death or dismemberment.

An employee may elect additional life insurance up to a maximum of five times basic annual earnings.
Coverage is limited to a minimum of $10,000 and an overall maximum of $300,000. An employee may
also elect coverage for their spouse, not to exceed 50% of the employee elected amount. This is
guarantee issue at initial enroliment up to $100,000 under age 70 for employee.

Please refer to plan booklets for the Schedule of Benefits, rates, and limitations. Booklets are available
in the HR/Payroll department.

The information contained herein is subject to the disclosures and disclaimers on the final page of this document.
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ESD 123 provides valuable benefits that help protect your income if you become ill or injured and are
unable to work. These benefits have been designed to protect your income for both shorter and longer
periods of disability.

Al

LONG-TERM DISABILITY (LTD) COVERAGE [ \ )

‘LifeMap
LTD coverage provides monthly benefits if you are not able to return to work after 90 days of disability lisiirsnce for every aiep oflife!
due to illness or injury. LTD benefits can replace up to 60% of your salary, to a maximum benefit of
$1,000 per month (core plan). Benefits are offset by income from other sources including Social
Security or Workers' Compensation. A buy-up plan is available which replaces up to 60% of your
salary, to a maximum benefit of $6,000 per month.

All full-time active employees working
Eligible Members 20 or more hours per week in an
eligible class

VOLUNTARY BUY-UP OPTION -
SHORT-TERM DISABILITY (STD) COVERAGE

STD coverage provides benefits if you are unable to work for a limited period of time due to an illness
or injury that is not work-related. STD benefits may replace up to 60% of your weekly salary up to
$1,000 per week. Benefits are offset by any federal or state disability benefits as well as workers’
compensation.

All full-time active employees,
excluding Board Members, working
20 or more hours per week in an
eligible class

Eligible Members

Please refer to plan Booklets for the Schedule of Benefits and rates. Booklets are available in the
HR/Payroll department. Restrictions and limitations apply.

The information contained herein is subject to the disclosures and disclaimers on the final page of this document.
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~=8 American Fidelity
Assurance Company
A member of the American Fidelity Group,

This benefit allows you to save taxes on your health and daycare expenses.

HOW THE FLEXIBLE SPENDING ACCOUNT (FSA) WORKS Copays for doctor visits and prescription

You can choose annual pre-tax payroll deduction of up to $2,550 into your Healthcare
Account. This pre-tax money can be used to pay for qualified healthcare expenses not
covered by your medical plan.

You can also choose annual pre-tax payroll deduction of up to $5,000 into your Dependent
Care Account. (If you are married and filing separately, your limit is $2,500.) This pre-tax
money can be used to pay for qualified daycare expenses for your children or disabled
spouse.

The total amount you choose to pay into these accounts will be taken out of your paycheck
in even portions over 12 months, starting January 1.

Once you have made an election, you cannot make a mid-year change to the election
unless there is a qualifying event. Examples of qualifying events are marriage, divorce, or
the birth of a child.

Please note that money cannot be transferred between accounts. For example, you cannot

use your Dependent Care Account to reimburse yourself for healthcare expenses and vice
versa.

HOW TO PAY FOR EXPENSES AND GET REFUNDS

You can use your FSA Debit Card to pay for healthcare expenses. (You cannot pay for
daycare expenses with this card.)

When using the FSA Debit Card, keep the receipt for your expense in a safe place. You
may receive an e-mail or letter asking you to send in your receipt to support your claim.
Send in the receipt and a copy of the letter, as requested. If you do not send the receipt or

if you used the card to pay for an expense that is not qualified, you will be asked to pay
back the amount of the expense you put on the card.

/ GRACE PERIOD \

You have up to 2.5 months
after the end of your plan
year to use any remaining

funds in your Healthcare or

Dependent Care FSA
plans. This means you can
incur claims (receive
services) and be
reimbursed from the prior

\ year’'s FSA accounts. /

drugs

Coinsurance for your medical, dental and
vision plans

Deductible amounts for your medical,
dental and vision plans

Over-the-counter medicines require a
prescription in order to be eligible for
reimbursement.

Marriage
Divorce
Birth of a child

The information contained herein is subject to the disclosures and disclaimers on the final page of this document.
Prepared by Arthur J. Gallagher & Co. for the Employees of ESD 123

Page | 15



WHAT IS A HEALTH SAVINGS ACCOUNT (HSA) AND HOW DOES IT WORK?

Health Savings Accounts (HSA) are tax exempt accounts where funds grow to pay for medical expenses.
They were created to help give control back to consumers and help lower healthcare costs.

An HSA is your account. If you switch jobs, the HSA goes with you. As long as you are enrolled in a qualified High Deductible Health Plan (HDHP)
you can still make contributions into your account.

If you terminate employment or are no longer enrolled in a HDHP you cannot make any more contributions, but you can still make qualified
withdrawals from your account.

Your money rolls over every year. There is no “use it or lose it” rule.

ELIGIBILITY / YOU ARE ELIGIBLE IF YOU:

Are covered by a qualified High Deductible Health Plan (HDHP);
Are not covered by any other health insurance, including through a spouse’s health plan or HRA;

Are not enrolled in or covered by Medicare or Tricare benefits, and have not used Veterans or Indian Health Services coverage within a three
month period,;

Are not covered by or eligible to make claims for a non-limited Flexible Spending Plan;
Cannot be claimed as a dependent on another person’s tax return.

CONTRIBUTIONS

You may contribute the annual maximum amount as determined by the IRS, regardless of your plan’s deductible. Total contributions cannot
exceed $3,350/Individual or $6,750/Family in 2016.

For individuals age 55 or older an additional amount of $1,000 “catch-up” contributions are allowed for 2016.

You may contribute the annual maximum amount, regardless of when your coverage begins, if you maintain coverage for the 12 month period
beyond the calendar year in which you first became eligible. Pro-rating of contributions only occurs when the status of an HSA changes from family
to single or if your medical coverage with the HSA qualified health plan is terminated.

Your contributions are tax deductible and any payroll deductions for premiums through the Section 125 plan for your HSA are made on a pre-tax
basis.

DISTRIBUTIONS

You can use your money tax-free at any time for eligible medical expenses.
If you are under age 65 and use your money for non-eligible medical expense, you will be subject to income tax and a 20% tax penalty.

When you turn 65, you are not limited to using the money for eligible medical expenses. If you choose to use the money for purposes other than
eligible medical expenses the money is subject to income tax, and there are no IRS penalties.

You are responsible to determine if the distributions are qualified.

You should keep records of your medical expenses to show that distributions are used exclusively for qualified expenses, in case the IRS requests
them.

WHAT IS AN HSA?

( M
High Deductible Protects you fr'om big medical
Health Insurance bills
- J
(Employer)
| Helps pay the deductible
Tax-deductible deposits
Health Savings The intent of this guide is to provide general information
Account Tax deferred growth about HSA regulations. It is not intended to address specific
(Employee) situations or provide tax advice. Questions regarding
Tax-free for qualified medical care specific issues should be discussed with a tax advisor.
N—_|
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WHAT IS THE VEBA PLAN?

Funded with Leave Cash-Out Funds & Monthly Contributions

The VEBA Plan is defined by the IRS as a health reimbursement arrangement (HRA). When you
become eligible to participate, your employer will make tax-free contributions to the VEBA Plan on
your behalf. Typically, employers contribute funds that would otherwise be paid to you as taxable
wages, such as sick leave cash out amounts. Your bargaining unit or employee group could also
adopt a mandatory employee contribution, such as a monthly group salary reduction, that would be
deducted from your paycheck and contributed by your employer to your VEBA Plan account. You
can use your accumulated VEBA Plan (HRA) funds to reimburse qualified medical, dental, and
vision expenses and premiums you may incur on behalf of yourself, your legal spouse, dependents,
and adult children through the end of the calendar year in which they turn age 26. Depending on
your plan, you can use your account during employment and after you separate from service or
retire. For more information, go to veba.org.

HOW DO | BENEFIT FROM THE VEBA PLAN?

By participating in the VEBA Plan, you avoid paying federal income tax (15-25%, depending on your
tax bracket) and Social Security and Medicare (FICA) taxes (up to 7.65%) on all contributions. In
addition, all investment earnings and withdrawals (claims) for qualified healthcare expenses and
premiums are tax-free. You can self-direct the investment of your account among the available
investment options, which include several individual funds and pre-mixed portfolios.

HOW CAN | PARTICIPATE?

You may become a VEBA Plan participant when you become eligible to receive an unused leave
cash out (either annually or at separation from service/retirement, so long as your employee group
has agreed that, during the term of your annual employment contract, the District shall contribute
such funds to the VEBA Plan. Your employee group could also agree to a mandatory employee
contribution (group salary reduction), which would require each eligible employee within the group
to participate by having a uniform, flat-dollar amount deducted from their paychecks and contributed
to the VEBA Plan. IRS rules do not permit individual choice; all employee group members defined
as eligible must participate. Employee groups vote annually to decide whether or not they will
participate in the VEBA Plan. Check with your employee group leadership or the District's human
resources department to find out whether your employee group has voted to participate in the VEBA
Plan.

If you want a plan brochure or have a specific question, call the Gallagher VEBA Regional Office at
(509) 838-5571 or visit the VEBA website at veba.org.

WHAT IS AN HRA?

a N
v Helps pay eligible medical
expenses
/ N\
High Deductible No Federal, or State Income taxes,
Health Plan or Social Security/Medicare Tax
A
s N
Health Tax-free asset accumulation
Reimbursement '<
AEESIL Non-medical withdrawals
AN v

N not allowed

The Standard HRA Plan accepts
contributions only for participants who are
enrolled in or covered by their employer’s
group medical plan. VEBA accounts for
such participants are considered to be
“integrated” with their employer’s group
medical plan.

The Post-separation HRA Plan is for
participants who are not enrolled in or
covered by a qualified group health plan
and for whom VEBA accounts cannot be
integrated. So, if you are receiving VEBA
contributions and are not enrolled in or
covered by your employer’s group medical
plan, you will likely have two VEBA
accounts: your Standard HRA account with
accumulated funds and a new Post-
separation HRA account.
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Federal Healthcare Reform

healthcare.gov

Under the Patient Protection and Affordable Care Act (PPACA) most individuals are required to
have healthcare insurance or pay a penalty. You may have heard information from the media in Washington State Health Plan Finder
recent months — some of it may seem confusing or conflicting. To help navigate the road ahead, we

have highlighted the key changes you need to know. wahealthplanfinder.org

YOU AND PPACA Kaiser Family Foundation

As of January 1, 2014, individuals are required to have a minimum essential healthcare coverage. kff.org
Very few exceptions apply. You can elect to obtain coverage through your employer, through your
spouse’s employer (if offered) or through a public exchange or “marketplace.” If you and your .
dependents do not obtain coverage, you will incur a penalty each month you are uninsured. Arthur J. Gallagher & Co. Reference Site

www.gbshealthcarereform.com

YOU AND YOUR EMPLOYER

Your employer will continue to offer health and wellness benefits to help you and your family stay
healthy and offer you financial protection against high medical costs.

Our benefits and our contribution toward them exceed the standards mandated under PPACA
making sure you meet your obligations by law and do not incur a penalty. If you are currently
purchasing coverage under our plan, you should experience very little change.

YOU AND THE PUBLIC EXCHANGE/MARKETPLACE

The marketplace (called Washington Healthplanfinder in Washington State) lets individuals
compare and purchase health insurance directly. Individuals who are not offered qualified
healthcare coverage through their employer may be eligible for government subsidies to help pay
for premiums purchased through the marketplace (based on their income and number of
dependents). Due to the high standard of healthcare coverage offered by your employer, the

majority of our employees will not be eligible for subsidies. / \
PLEASE NOTE

This has been prepared to
provide a high level
Patient Protection and Affordable Care Act (PPACA) overview of how healthcare
reform may affect you and
your dependents and may

May require employers with 100 or more employees who do not offer

coverage to their employees to pay an annual fee not answer questions
) . related to your specific
May require employers with 50 or more employees who do not offer situation
coverage to their employees to pay an annual fee K ' /

Cadillac Tax is an excise tax on high cost employer provided health
plans (the tax threshold will be indexed to inflation)

The above list is not all-inclusive of the outcomes of the PPACA legislation.
It is a sample of some of the goals/outcomes of the reform effort.
The listed regulations have been proposed but are not yet final.
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New Health Insurance Marketplace Coverage Form Approved
Options and Your Health Coverage Pl

PART A: General Information

When key parts of the health care law take effect in 2014, there will be a new way to buy health insurance: the Health Insurance Marketplace. To assist
you as you evaluate options for you and your family, this notice provides some basic information about the new Marketplace and employment-based
health coverage offered by your employer.

What is the Health Insurance Marketplace?

The Marketplace is designed to help you find health insurance that meets your needs and fits your budget. The Marketplace offers "one-stop shopping"
to find and compare private health insurance options. You may also be eligible for a new kind of tax credit that lowers your monthly premium right away.
Open enroliment for health insurance coverage through the Marketplace begins in October 2013 for coverage starting as early as January 1, 2014.

Can | Save Money on my Health Insurance Premiums in the Marketplace?

You may qualify to save money and lower your monthly premium, but only if your employer does not offer coverage, or offers coverage that doesn't meet
certain standards. The savings on your premium that you're eligible for depends on your household income.

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

Yes. If you have an offer of health coverage from your employer that meets certain standards, you will not be eligible for a tax credit through the
Marketplace and may wish to enroll in your employer's health plan. However, you may be eligible for a tax credit that lowers your monthly premium, or a
reduction in certain cost-sharing if your employer does not offer coverage to you at all or does not offer coverage that meets certain standards. If the cost
of a plan from your employer that would cover you (and not any other members of your family) is more than 9.5% of your household income for the year,
or if the coverage your employer provides does not meet the "minimum value" standard set by the Affordable Care Act, you may be eligible for a tax
credit.?

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

How Can | Get More Information?

For more information about your coverage offered by your employer, please check your summary plan description or contact your employer.

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

1 An employer-sponsored health plan meets the "minimum value standard"” if the plan's share of the total allowed benefit costs covered by the plan is no
less than 60 percent of such costs.
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PART B: Information about Health Coverage Offered by Your Employer

This section contains information about any health coverage offered by your employer. If you decide to complete an application for coverage in the
Marketplace, you will be asked to provide this information. This information is numbered to correspond to the Marketplace application.

3. Employer name 4. Employer Identification Number (EIN)
ESD 123 91-0947747

5. Employer address 6. Employer phone number

3918 W. Court St 509-544-5716

7. City 8. State 9. ZIP code
Pasco WA 99301

10. Who can we contact about employee health coverage at this job?
Liset Corral, Payroll Specialist

11. Phone number (if different from above) 12. Email address
Icorral@esd123.org

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

® As your employer, we offer a health plan to:
O an employees. Eligible employees are:
M some employees. Eligible employees are:

- All employees who work at least 20 hours or more per week in a regular position

- Coverage begins on the first of the month following date of hire

® With respect to dependents:
M we do offer coverage. Eligible dependents are:

- Subscriber’s legal spouse
- Subscriber’s state-registered domestic partner

- Children under the age of 26

0 we do not offer coverage.

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

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

If you decide to shop for coverage in the Marketplace, HealthCare.gov will guide you through the process. Here's the employer information you'll enter
when you visit HealthCare.gov to find out if you can get a tax credit to lower your monthly premiums.

Form Approved
OMB No. 1210-0149
(expires 1-31-2017)
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WOMEN’S HEALTH AND CANCER RIGHTS ACT

The Women's Health and Cancer Rights Act of 1998 requires group health plans that provide medical and surgical coverage for mastectomies also provide
coverage for reconstructive surgery following such mastectomies in a manner determined in consultation with the attending physician and the patient.

Coverage must include:

All stages of reconstruction of the breast on which the mastectomy has been performed,
Surgery and reconstruction of the other breast to produce a symmetrical appearance, and
Prostheses and treatment of physical complications of all stages of mastectomy, including lymphedemas.

Benefits for the above coverage are payable on the same basis as any other physical condition covered under the plan, including any applicable deductible
and/or co-pays and co-insurance amounts.

NEWBORNS’ AND MOTHERS’ HEALTH PROTECTION ACT

The Newborns' and Mothers' Health Protection Act (Newborns' Act) includes important protections for mothers and their newborn children with regard to
the length of the hospital stay following childbirth. The Newborns' Act requires that group health plans that offer maternity coverage pay for at least a 48-
hour hospital stay following childbirth (96-hour stay in the case of Cesarean section).

OUT-OF-AREA BENEFITS

If you are traveling outside of your service area and need emergency medical care, you are entitled to receive care at the same cost as an in-network
hospital or provider. Please note that continuous care after emergency situations are subject to out-of-network cost shares.

SPECIAL ENROLLMENT RIGHTS

If you are declining enroliment for yourself or your dependents (including your spouse) because of other health insurance or group health plan coverage,
you may be able to enroll yourself and your dependents in this plan if you or your dependents lose eligibility for that other coverage (or if the employer
stops contributing towards your or your dependents’ other coverage). However, you must request enrollment within 30 days after you or your dependents’
other coverage ends (or after the employer stops contributing toward the other coverage).

You may also be able to enroll yourself or your dependents in the future if you or your dependents lose health coverage under Medicaid or your state
Children's Health Insurance Program, or become eligible for state premium assistance for purchasing coverage under a group health plan, provided that
you request enroliment within 60 days after that coverage ends or after you become eligible for premium assistance.

In addition, if you have a new dependent as a result of marriage, birth, adoption, or placement for adoption, you may be able to enroll yourself and your
dependents. However, you must request enroliment within 60 days after the marriage, birth, adoption, or placement for adoption.

To request special enrollment or obtain more information, contact your Human Resources Department.

HIPAA NOTICE OF PRIVACY PRACTICES REMINDER

The HIPAA law requires your employer to notify its employees that a privacy notice is available from the Human Resources Department. To request a
copy of our Privacy Notice or for additional information, please contact Human Resources.
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EXTENSION OF DEPENDENT COVERAGE TO AGE 26

Under the healthcare reform law, young adults will be allowed to stay on their parents’ plan until they turn 26.

PATIENT PROTECTION DISCLOSURE NOTICE

Your carrier generally allows the designation of a primary care provider. You have the right to designate any primary care provider who participates in their
network and who is available to accept you or your family members. For information on how to select a primary care provider, and for a list of the
participating primary care providers, contact your carrier’s customer service line listed under “Your Benefits Contacts” in the back of this Guide.

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

You do not need prior authorization from your carrier or from any other person (including a primary care provider) in order to obtain access to obstetrical
or gynecological care from a healthcare professional in your carrier's network who specializes in obstetrics or gynecology. The healthcare 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 healthcare professionals who specialize in obstetrics or gynecology, contact your carrier's
customer service line listed under “Your Benefits Contacts” in the back of this Guide.

PREVENTIVE CARE

Certain preventive care services must be provided by non-grandfathered group health plans without member cost-sharing (such as deductibles or copays)
when these services are provided by a network provider. A list of these preventive services can be found on the HHS website at: healthcare.gov/what-
are-my-preventive-care-benefits/.
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CONTINUATION COVERAGE RIGHTS UNDER COBRA

You are receiving this notice because you have recently become covered under a group health plan (the Plan). This notice contains 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.

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 when you would otherwise lose your group health coverage. It can also become available to other
members of your family who are covered under the Plan when they would otherwise lose their group health coverage. For additional 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.

WHAT IS COBRA CONTINUATION COVERAGE?

COBRA continuation coverage is a continuation of Plan coverage when coverage would otherwise end because of a life event known as 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 must pay for COBRA continuation
coverage.

If you are an employee, you will become a qualified beneficiary if you lose your coverage under the Plan because either one of the following qualifying
events happens:

Your hours of employment are reduced, or
Your employment ends for any reason other than your gross misconduct.

If you are the spouse of an employee, you will become a qualified beneficiary if you lose your coverage under the Plan because any of the following
qualifying events happens:

Your spouse dies;

Your spouse’s hours of employment are reduced;

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
You become divorced or legally separated from your spouse.

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

The parent-employee dies;

The parent-employee’s hours of employment are reduced;

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);

The parents become divorced or legally separated; or

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 beneficiaries only after the Plan Administrator has been notified that a qualifying event has
occurred. When the qualifying event is the end of employment or reduction of hours of employment, death of the employee, or the employee's becoming
entitled to Medicare benefits (under Part A, Part B, or both), the employer must notify the Plan Administrator of the qualifying event.

YOU MUST GIVE NOTICE OF SOME QUALIFYING EVENTS

For the 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. You must provide this notice to the HR department
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HOW IS COBRA 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. When the qualifying event is the death of the employee, the employee's becoming
entitled to Medicare benefits (under Part A, Part B, or both), your divorce or legal separation, or a dependent child's losing eligibility as a dependent child,
COBRA continuation coverage lasts for up to a total of 36 months. 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 entitled to Medicare 8 months before the date on which his employment terminates, COBRA continuation coverage for his spouse and
children can last up to 36 months after the date of Medicare entitlement, which is equal to 28 months after the date of the qualifying event (36 months
minus 8 months). Otherwise, when the qualifying event is the end of employment or reduction of the employee’s hours of employment, 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.

Disability extension of 18-month period of continuation coverage

If you or anyone in your family covered under the Plan is determined by the Social Security Administration to be disabled and you notify the Plan
Administrator in a timely fashion, you and your entire family may be entitled to receive up to an additional 11 months of COBRA continuation coverage, for
a total 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 continuation coverage.

Second qualifying event extension of 18-month period of continuation coverage

If your family experiences another qualifying event while receiving 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 notice of the second qualifying event is
properly given to the Plan. This extension may be available to the spouse and any dependent children receiving continuation coverage if the employee or
former employee dies, becomes entitled to Medicare benefits (under Part A, Part B, or both), or gets divorced or legally separated, or if the dependent
child stops being eligible under the Plan as a dependent child, but only if the event would have caused the spouse or dependent child to lose coverage
under the Plan had the first qualifying event not occurred.

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 Health Insurance Portability and Accountability Act (HIPAA), 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 the EBSA website at www.dol.gov/ebsa. (Addresses and phone numbers of Regional and District EBSA Offices are available through
EBSA’s website.)

KEEP YOUR PLAN INFORMED OF ADDRESS CHANGE

In order to protect your family’s rights, you should keep the Plan Administrator informed of 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

ESD 123

Liset Corral, Payroll Specialist

3918 W. Court St, Pasco, WA 99301
509-544-5716
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The Federal Family and Medical Leave Act (FMLA) was signed into law in February 1993. The law took effect on August 5, 1993 and guarantees up to 12
weeks of unpaid leave each year to workers who need time off for birth or adoption of a child, to care for a spouse or immediate family member with a
serious illness, or who are unable to work because of a serious health condition.

The FMLA is an employer law; it covers employers with 50 or more employees and affects many job-related rights of employees. Among other things, this
law also affects the health benefit plans maintained by employers who are required to comply. Employers are required by FMLA to continue to provide
group health benefits at the same level and under the same conditions as if the employee had continued to be actively at work. A person who fails to return
from an FMLA leave may be entitled to continuation of coverage under COBRA.

Employees are eligible for leave if they have worked for their employer at least 12 months, at least 1,250 hours over the past 12 months, and work at a
location where the company employs 50 or more employees within 75 miles. Whether an employee has worked the minimum 1,250 hours of service is
determined according to FLSA principles for determining compensable hours for work.

For specific questions, contact the HR department or contact the Department of Labor for a copy of the FMLA law.
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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 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 877.KIDS.NOW or 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 enroliment” 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 askebsa.dol.gov or call 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 July 31, 2014. Contact your State for more information on eligibility.

ALABAMA - Medicaid

Website: http://www.medicaid.alabama.gov
Phone: 855.692.5447

ALASKA - Medicaid

Website: http://health.hss.state.ak.us/dpa/programs/medicaid/
Phone (Outside of Anchorage): 888.318.8890
Phone (Anchorage): 907.269.6529

ARIZONA - CHIP

Website: http://www.azahcccs.gov/applicants
Phone (Outside of Maricopa County): 877.764.5437
Phone (Maricopa County): 602.417.5437
COLORADO - Medicaid

Medicaid Website: http://www.colorado.gov/
Medicaid Phone (In state): 800.866.3513

Medicaid Phone (Out of state): 800.221.3943
FLORIDA - Medicaid

Website: https://www.fImedicaidtplrecovery.com
Phone: 877.357.3268

GEORGIA - Medicaid

Website: http://dch.georgia.gov/ Click on Programs, then Medicaid,
then Health Insurance Premium Payment (HIPP)
Phone: 800.869.1150

IDAHO - Medicaid

Medicaid Website:
http://healthandwelfare.idaho.gov/Medical/Medicaid/PremiumAssist
ance/tabid/1510/Default.aspx

Medicaid Phone: 800.926.2588

INDIANA - Medicaid

Website: http://www.in.gov/fssa

Phone: 800.889.9949

IOWA - Medicaid

Website: www.dhs.state.ia.us/hipp

Phone: 888.346.9562

KANSAS - Medicaid

Website: http://www.kdheks.gov/hcf

Phone: 800.792.4884

KENTUCKY - Medicaid

Website: http://chfs.ky.gov/dms/default.htm
Phone: 800.635.2570

LOUISIANA - Medicaid

Website: http://www.lahipp.dhh.louisiana.gov
Phone: 888.695.2447

MAINE - Medicaid

Website: http://iwww.maine.gov/dhhs/ofi/public-
assistance/index.html

Phone: 800.977.6740

TTY 800.977.6741

MASSACHUSETTS - Medicaid and CHIP
Website: http://www.mass.gov/MassHealth
Phone: 800.462.1120

MINNESOTA - Medicaid

Website: http://www.dhs.state.mn.us/

Click on Health Care, then Medical Assistance
Phone: 800.657.3629

MISSOURI - Medicaid

Website: http://www.dss.mo.gov/mhd/participants/pages/hipp.htm
Phone: 573.751.2005

MONTANA - Medicaid

Website: http://medicaid.mt.gov/member
Phone: 800.694.3084

NEBRASKA - Medicaid

Website: www.ACCESSNebraska.ne.gov
Phone: 855.632.7633
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http://www.maine.gov/dhhs/ofi/public-%20assistance/index.html
http://www.maine.gov/dhhs/ofi/public-%20assistance/index.html
http://www.mass.gov/MassHealth
http://www.dhs.state.mn.us/
http://www.dss.mo.gov/mhd/participants/pages/hipp.htm
http://medicaid.mt.gov/member
http://www.accessnebraska.ne.gov/

NEVADA - Medicaid

Medicaid Website: http://dwss.nv.gov

Medicaid Phone: 800.992.0900

NEW HAMPSHIRE - Medicaid

Website: http://www.dhhs.nh.gov/oii/documents/hippapp.pdf
Phone: 603.271.5218

NEW JERSEY - Medicaid and CHIP

Medicaid Website:
http://www.state.nj.us/humanservices/dmahs/clients/medicaid/
Medicaid Phone: 609.631.2392

CHIP Website: http://www.njfamilycare.org/index.html
CHIP Phone: 800.701.0710

NEW YORK - Medicaid

Website: http://www.nyhealth.gov/health_care/medicaid/
Phone: 800.541.2831

NORTH CAROLINA - Medicaid

Website: http://www.ncdhhs.gov/dma

Phone: 919.855.4100

NORTH DAKOTA - Medicaid

Website: http://www.nd.gov/dhs/services/medicalserv/medicaid/
Phone: 800.755.2604

OKLAHOMA - Medicaid and CHIP

Website: http://www.insureoklahoma.org

Phone: 888.365.3742

OREGON - Medicaid

Website: http://www.oregonhealthykids.gov

Spanish: http://www.hijossaludablesoregon.gov

Phone: 800.699.9075

PENNSYLVANIA - Medicaid

Website: http://www.dpw.state.pa.us/hipp

Phone: 800.692.7462

RHODE ISLAND - Medicaid

Website: www.ohhs.ri.gov

Phone: 401.462.5300

SOUTH DAKOTA - Medicaid

Website: http://dss.sd.gov

Phone: 888.828.0059

TEXAS - Medicaid

Website: https://www.gethipptexas.com

Phone: 800.440.0493

UTAH - Medicaid and CHIP

Website: http://health.utah.gov/upp

Phone: 866.435.7414

VERMONT- Medicaid

Website: http://www.greenmountaincare.org

Phone: 800.250.8427

VIRGINIA - Medicaid and CHIP

Medicaid Website:
http://www.coverva.org/programs_premium_assistance.cfm
Medicaid Phone: 800.432.5924

CHIP Website:
http://www.coverva.org/programs_premium_assistance.cfm
CHIP Phone: 855.242.8282

WASHINGTON - Medicaid

Website:
http://www.hca.wa.gov/medicaid/premiumpymt/pages/index.aspx
Phone: 800.562.3022 ext. 15473

WEST VIRGINIA - Medicaid

Website: www.dhhr.wv.gov/bms/

Phone: 877.598.5820, HMS Third Party Liability

WISCONSIN - Medicaid

Website: http://www.badgercareplus.org/pubs/p-10095.htm
Phone: 800.362.3002

WYOMING - Medicaid

Website: http://health.wyo.gov/healthcarefin/equalitycare
Phone: 307.777.7531

For more information on special enrollment rights, contact either:

U.S. Department of Labor

Employee Benefits Security Administration
www.dol.gov/ebsa
866.444.EBSA (3272)

U.S. Department of Health
and Human Services

Centers for Medicare & Medicaid Services
www.cms.hhs.gov
877.267.2323
(Menu Option 4, Ext. 61565)

The information contained herein is subject to the disclosures and disclaimers on the final page of this document.
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/ Keep this creditable \

coverage notice. If you
decide to join one of the

Please read this notice carefully and keep it where you can find it. This notice has information Medicare drug plans, you
about your current prescription drug coverage with your employer and about your options may be required to provide a
under Medicare’s prescription drug coverage. This information can help you decide whether copy of this notice when you
or not you want to join a Medicare drug plan. If you are considering joining, you should ..
compare your current coverage, including which drugs are covered at what cost, with the Join to show whether or not
coverage and costs of the plans offering Medicare prescription drug coverage in your area. you have maintained
Information about where you can get help to make decisions about your prescription drug creditable coverage and,
coverage is at the end of this notice. There are two important things you need to know about therefore, whether or not you
your current coverage and Medicare’s prescription drug coverage: . .

are required to pay a higher

Medicare prescription drug coverage became available in 2006 to everyone with \ premium (a penalty). /

IMPORTANT NOTICE FROM ESD 123 ABOUT YOUR
PRESCRIPTION DRUG COVERAGE AND MEDICARE

Medicare. You can get this coverage if you join a Medicare Prescription Drug Plan or
join a Medicare Advantage Plan (like an HMO or PPO) that offers prescription drug
coverage. All Medicare drug plans provide at least a standard level of coverage set
by Medicare. Some plans may also offer more coverage for a higher monthly
premium.

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

WHEN CAN YOU JOIN A MEDICARE DRUG PLAN?

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

WHAT HAPPENS TO YOUR CURRENT COVERAGE IF YOU DECIDE TO JOIN A MEDICARE DRUG
PLAN?

If you decide to join a Medicare drug plan, your current employer’s coverage will not be affected. Your current coverage pays for other health expenses in
addition to prescription drugs. If you enroll in a Medicare prescription drug plan, you and your eligible dependents will still be eligible to receive all of your
current health and prescription drug benefits. If you do decide to join a Medicare drug plan and drop your current employer’s coverage, be aware that you
and your dependents will be able to get this coverage back by enrolling back into the employer’s benefit plan during the Open Enrollment period under the
employer’s benefit plan.

WHEN WILL YOU PAY A HIGHER PREMIUM (PENALTY) TO JOIN A MEDICARE DRUG PLAN?

You should also know that if you drop or lose your current coverage with your employer and don’t join a Medicare drug plan within 63 continuous days
after your current coverage ends, you may pay a higher premium (a penalty) to join a Medicare drug plan later. If you go 63 continuous days or longer
without creditable prescription drug coverage, your monthly premium may go up by at least 1% of the Medicare base beneficiary premium per month for
every month that you did not have that coverage. For example, if you go nineteen months without creditable coverage, your premium may consistently be
at least 19% higher than the Medicare base beneficiary premium. You may have to pay this higher premium (a penalty) as long as you have Medicare
prescription drug coverage. In addition, you may have to wait until the following October to join.

The information contained herein is subject to the disclosures and disclaimers on the final page of this document.
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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 your employer’s changes. You also may request a copy of this notice at any time.

FOR MORE INFORMATION ABOUT YOUR OPTIONS UNDER MEDICARE PRESCRIPTION DRUG
COVERAGE...

More detailed information about Medicare plans that offer prescription drug coverage is in the “Medicare & You” handbook. You'll get a copy of the
handbook in the mail every year from Medicare. You may also be contacted directly by Medicare drug plans.

FOR MORE INFORMATION ABOUT MEDICARE PRESCRIPTION DRUG COVERAGE:

Visit medicare.gov

Call your State Health Insurance Assistance Program (see the inside back cover of your copy of the “Medicare & You” handbook for their telephone
number) for personalized help

Call 800.MEDICARE (800.633.4227). TTY users should call 877.486.2048.

If you have limited income and resources, extra help paying for Medicare prescription drug coverage is available. For information about this extra help,
visit Social Security on the web at socialsecurity.gov, or call them at 800.772.1213 (TTY 800.325.0778).

Date: November 1, 2016

Name of Entity/Sender: ESD 123

Contact--Position/Office: Liset Corral, Payroll Specialist
Address: 3918 W. Court St, Pasco, WA 99301
Phone Number: 509-544-5716

The information contained herein is subject to the disclosures and disclaimers on the final page of this document.
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ESD 123

Liset Corral
Icorral@esd123.org
(509) 544-5716

Human Resources Department
Day to day employee/retiree contact and questions

GALLAGHER BENEFITS SPECIALISTS

Kevin Best
Kevin_best@ajg.com
509-818-3087

Arthur J. Gallagher & Co.

If you do not receive satisfactory service from your insurance carriers, a Benefit Specialist (a service provided by www.ajg.com

Arthur J. Gallagher & Co.), is available to help with issues pertaining to your health, life and disability benefits.

Please do not include any confidential or sensitive information, such as social security numbers or health
information, via email. Once you are connected to a Benefit Specialist, more sensitive information can be shared.

Medical Insurance

Group Health HMO/PPO

1-888-901-4636

www.ghc.org

Dental Insurance

Sun Life

1-800-786-5433

www.sunlife.com

Vision Insurance

VSP Vision Care

1-800-877-7195

www.vsp.com

Life/AD&D, STD,
LTD Insurance

LifeMap

1-800-794-5390
1-877-254-0085

www.lifemapco.com

Employee Assistance Program

LifeMap

1-866-750-1327

www.myrbh.com code “LifeMap”

Flexible Spending Accounts (FSA)

American Fidelity - Flex Administration

1-800-325-0654

https://americanfidelity.com

Health Reimbursement Arrangement
(HRA)

Gallagher VEBA

(509) 838-5571

www.veba.org

Department of Retirement Systems
(DRS)

PERS/SERS/TRS

1-800-547-6657

www.drs.wa.gov

Deferred Compensation Program
(DCP)

1-888-327-5596

www.drs.wa.gov/dcp

AFLAC

1-800-992-3522

www.aflac.com

The information contained herein is subject to the disclosures and disclaimers on the final page of this document.
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Group Health HMO - Plan 3 (Buy-up)
Group Health HMO - Plan 4 (Core Plan)
Group Health HMO - Plan QHDHP-HSA
Group Health PPO - Plan 3 (Buy-up)
Group Health PPO — Plan 4 (Buy-up)

Assurant Dental Summary of Benefits

DISCLAIMERS

The intent of this booklet is to provide you with general information regarding the status of, and/or potential concerns related to, your current employee
benefits environment. It should not be construed as, nor is it intended to provide, legal advice. Laws may be complex and subject to change. This
information is based on current interpretation of the law and is not guaranteed. Questions regarding specific issues should be addressed by legal counsel
who specializes in this practice area.

This proposal (analyses, report, etc.) is an outline of the coverages proposed by the carrier(s) based upon the information provided by your company. It
does not include all the terms, coverages, exclusions, limitations, and conditions of the actual contract language. See the policies and contracts for actual
language. This proposal (analyses, report, etc.) is not a contract and offers no contractual obligation on behalf of GBS. Policy forms for your reference will
be made available upon request.

This analysis is for illustrative purposes only, and is not a proposal for coverage or a guarantee of future expenses, claims costs, managed care savings,
etc. There are many variables that can affect future health care costs including utilization patterns, catastrophic claims, changes in plan design, health
care trend increases, etc. This analysis does not amend, extend, or alter the coverage provided by the actual insurance policies and contracts. See your
policy or contact us for specific information or further details in this regard.

While GBS does not guarantee the financial viability of any health insurance carrier or market, it is an area we recommend that clients closely scrutinize
when selecting a health insurance carrier or HMO. There are a number of rating agencies that can be referred to including, A.M. Best, Fitch, Moody'’s,
Standard & Poor’s, and Weiss Ratings (TheStreet.com). Generally, agencies that provide ratings of U.S. Health Insurers, including traditional insurance
companies and other managed care (e.g., HMO) organizations, reflect their opinion based on a comprehensive quantitative and qualitative evaluation of
a company's financial strength, operating performance and market profile. However, these ratings are not a warranty of an insurer's current or future ability
to meet its contractual obligations.

The information contained herein is subject to the disclosures and disclaimers on the final page of this document.
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Arthur J. Gallagher & Co.

BUSINESS WITHOUT BARRIERS™

Please note:

This overview has been prepared to briefly highlight key features of your plan and is not to replace your insurance contract or
booklet. We have compiled information into summary form to answer questions we most commonly receive. Please refer to the
insurance carriers’ contracts and booklets for more detailed information and plan limitations. Actual claims paid are subject to the
terms and conditions of the individual carriers’ contracts.

© Gallagher Benefit Services, Inc. GUIDE 04 | 15




€ GroupHealth

Group Health Cooperative: ESD 123 HSA

Summary of Benefits and Coverage: What this Plan Covers & What it Costs

o]
e,

Coverage Period: 11/1/2016 to 11/1/2017
Coverage for: Group | Plan Type: HDHP

This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy or plan
document at www.ghc.org or by calling 1-888-901-4636.

Important Questions Why this Matters:

What is the overall
deductible?

Are there other
deductibles for specific
services?

Is there an out—of—
pocket limit on my
expenses?

What is not included in
the out—of-pocket

limit?

Does this plan use a
network of providers?

Do I need a referral to
see a specialist?

Are there services this
plan doesn’t cover?

$2,600 individual or $5,200 family
Does not apply to preventive care.

Yes, $5,100 individual or $10,200 family

Premiums, balance-billed charges and
health care this plan doesn’t cover.

Yes. See www.ghc.org or call 1-888-
901-4636 for a list of in-network
providers.

Yes. See www.ghc.org or call 1-888-
901-46306 for a list of specialist
providers.

Yes.

Questions: Call 1-888-901-4636 or visit us at www.ghc.org.

If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary

at www.ghc.org or call 1-888-901-4636 to request a copy.

You must pay all the costs up to the deductible amount before this plan begins to
pay for covered services you use. Check your policy or plan document to see when
the deductible starts over (usually, but not always, January 1st). See the chart

starting on page 2 for how much you pay for covered services after you meet the
deductible.

You don’t have to meet deductibles for specific services, but see the chart starting
on page 2 for other costs for services this plan covers.

The out-of-pocket limit is the most you could pay during a coverage period
(usually one year) for your share of the cost of covered services. This limit helps
you plan for health care expenses.

Even though you pay these expenses, they don’t count toward the out-of-pocket
If you use an in-network doctor or other health care provider, this plan will pay
some or all of the costs of covered services. Be aware, your in-network doctor or
hospital may use an out-of-network provider for some services. Plans use the term
in-network, preferred, or participating for providers in their network. See the
chart starting on page 2 for how this plan pays different kinds of providers.

This plan will pay some or all of the costs to see a specialist for covered services
but only if you have the plan’s permission before you see the specialist.

Some of the services this plan doesn’t cover are listed on page 6. See your policy or
plan document for additional information about excluded services.

10of8
RQ-103186-1



http://www.ghc.org/

http://www.ghc.org/

http://www.ghc.org/

http://www.ghc.org/

http://www.ghc.org/



I’r i ® Copayments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.

® Coinsurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if
the plan’s allowed amount for an overnight hospital stay is $1,000, your coinsurance payment of 20% would be $200. This may change if
you haven’t met your deductible.

® The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the
allowed amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and
the allowed amount is $1,000, you may have to pay the $500 difference. (This is called balance billing.)

® This plan may encourage you to use network providers by charging you lower deductibles, copayments and coinsurance amounts.

| Your Cost If You | Your Cost If You

Common : Use a Use a L :
; Services You May Need Limitations & Exceptions
Medical Event y Network Non-network P
Provider Provider
Primary care visit to treat an injury or illness | 10% coinsurance Not covered none
Specialist visit 10% coinsurance Not covered none

Manipulative therapy limited to 10
visits per calendar year, acupuncture
limited to 8 visits per medical diagnosis

10% coinsurance for per calendar year, additional visits are
If you visit a iy . manipulative covered with Preauthorization, and
health care Other practitioner office visit Not covered . .
therapy, acupuncture naturopathy limited to 3 visits per
1 ) . . .
provider’s office and naturopathy medical diagnosis per calendar year,
or clinic additional visits are covered with
Preauthorization or will not be
covered.

Deductible does not apply for network
provider. Services must be in

Preventive care/screening/immunization No charge Not covered st it e Gy Kt
well-care schedule.
Diagnostic test (x-ray, blood work) 10% coinsurance Not covered none
High end radiology imaging services
If you have a test i
y Imaging (CT/PET scans, MRIs) 10% coinsurance Not covered swela 25 CI, NIzl PRI sregqmie

preauthorization or will not be
covered.
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Common
Medical Event

If you need drugs
to treat your
illness or
condition

More information

about prescription
drug coverage is

available at

Services You May Need

Preferred generic drugs

Your Cost If You
Use a
Network
Provider

$15 copayment

Your Cost If You
Use a
Non-network
Provider

Not covered

Limitations & Exceptions

Covers up to a 30-day supply
Certain preventive medications are no
charge, deductible does not apply.

Preferred brand drugs

$30 copayment

Not covered

Covers up to a 30-day supply

Non-preferred generic/brand drugs

$50 copayment

Not covered

Covers up to a 30-day supply

Mail-order drugs

Member pays the
prescription drug
cost share for each

Available when
dispensed through

the Group Health
designated mail

Covers up to a 90-day supply

gheorg 30 day supply order service.
If you have Facility fee (e.g., ambulatory surgery center) | 10% coinsurance Not covered none
outpatient surgery | Physician/surgeon fees 10% coinsurance Not covered none

If you need
immediate
medical attention

Emergency room services

10% coinsurance

10% coinsurance

Notify Group Health within 24 hours
of admission, or as soon thereafter as
medically possible. Copay is waived if
admitted.

Emergency medical transportation

10% coinsurance

10% coinsurance

none

Urgent care

10% coinsurance

10% coinsurance

none

If you have a
hospital stay

Facility fee (e.g., hospital room)

10% coinsurance

Not covered

Non-emergency inpatient services
require preauthorization or will not be
covered.

Physician/surgeon fee

10% coinsurance

Not covered

Non-emergency inpatient services
require preauthorization or will not be
covered.
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Your Cost If You | Your Cost If You

Common : Use a Use a Lo ,
. Services You May Need Limitations & Exceptions
Medical Event y Network Non-network P
Provider Provider
Mental/Behavioral health outpatient services | 10% coinsurance Not covered none
If vou have Non-emergency inpatient services
you fav Mental/Behavioral health inpatient services | 10% coinsurance Not covered require preauthorization or will not be
mental health, covered
behavioral health, » . . . .
Substance use disorder outpatient services 10% coinsurance Not covered none
or substance

Non-emergency inpatient services
Substance use disorder inpatient services 10% coinsurance Not covered require preauthorization or will not be
covered.

abuse needs

Preventive services related to prenatal
and preconception care are covered as
Prenatal and postnatal care 10% coinsurance Not covered preventive care.

Routine prenatal and postnatal care is
If you are not subject to the co-pay.

pregnant Notify Group Health within 24 hours
of admission, or as soon thereafter as
Delivery and all inpatient services 10% coinsurance Not covered medically possible.

Newborn services cost shares are
separate from that of the mother.
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Common
Medical Event

If you need help
recovering or have
other special
health needs

Services You May Need

Home health care

Your Cost If You
Use a
Network
Provider

10% coinsurance

Your Cost If You
Use a
Non-network
Provider

Not covered

Limitations & Exceptions

Requires preauthorization or will not
be covered.

Rehabilitation services

10% coinsurance/
outpatient

10% coinsurance/
inpatient

Not covered

Limited to 45 visits per calendar
year/outpatient. Limited to 30 days per
calendar year/inpatient. (combined
limit with Habilitation services)
Requires preauthorization or will not
be covered.

Habilitation services

10% coinsurance/
outpatient

10% coinsurance/
inpatient

Not covered

Limited to 45 visits per calendar
year/outpatient. Limited to 30 days per
calendar year/inpatient. (combined
limit with Rehabilitation services)
Requires preauthorization or will not
be covered.

Skilled nursing care

10% coinsurance

Not covered

Limited to 60 days per calendar year.
Requires preauthorization or will not
be covered.

Durable medical equipment

50% benefit-specific
coinsurance

Not covered

Requires preauthorization or will not
be covered.

Hospice service

10% coinsurance

Not covered

Requires preauthorization or will not
be covered.

If your child
needs dental or
eye care

Limited to one exam every 12 months

Eye exam 10% coinsurance Not covered
Glasses Not covered Not covered none
Dental check-up Not covered Not covered none
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Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy or plan document for other excluded services.)

e Bariatric surgery e Hearing Aids e Non-emergency care when traveling outside
e Cosmetic surgery o Infertility treatment the U.S.
e Dental care (Adult) e Long-term care e Private-duty nursing
e Glasses e Most coverage provided outside the United * Routine foot care
States. See www.ghc.org e Weight loss programs

Other Covered Services (This isn’t a complete list. Check your policy or plan document for other covered setvices and your costs for these
services.)

e Acupuncture e Chiropractic care (if prescribed for e Routine eye care (Adult)
rehabilitation purposes)

Your Rights to Continue Coverage:

If you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you to keep
health coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the premium
you pay while covered under the plan. Other limitations on your rights to continue coverage may also apply.

For more information on your rights to continue coverage, contact the plan at 1-888-901-4636. You may also contact your state insurance department, the
U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, or the U.S. Department of Health and
Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov.

Your Grievance and Appeals Rights:

If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For
questions about your rights, this notice, or assistance, you can contact: The Washington Office of Insurance Commissioner at :
http://www.insurance.wa.gov/yout-insurance/health-insurance/appeal/. The Insurance Consumer Hotline at 1-800-562-6900 ot access to a page to

email the same office: http://www.insurance.wa.gov/your-insurance/email-us/. Or the Department of Labor’s Employee Benefits Security
Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform.

Language Access Services:
Spanish (Espanol): Para obtener asistencia en Espanol, llame al 1-888-901-4630.

Does this Coverage Provide Minimum Essential Coverage?
The Affordable Care Act requires most people to have health care coverage that qualifies as “minimum essential coverage.” This plan or policy does
provide minimum essential coverage.

Does this Coverage Meet the Minimum Value Standard?
The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuarial value). This
health coverage does meet the minimum value standard for the benefits it provides.

To see examples of how this plan might cover costs for a sample medical situation, see the next page.
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About these Coverage
Examples:

These examples show how this plan might cover
medical care in given situations. Use these
examples to see, in general, how much financial
protection a sample patient might get if they are
covered under different plans.

i Thisis
“ not a cost
estimator.
Don’t use these examples to
estimate your actual costs
under this plan. The actual
care you receive will be
different from these
examples, and the cost of

that care will also be
different.

See the next page for
important information about
these examples.

Having a baby

(normal delivery)

B Amount owed to providers: $7,540

B Plan pays $3,420
B Patient pays $4,120

Sample care costs:

Managing type 2 diabetes

(routine maintenance of
a well-controlled condition)

B Amount owed to providers: $5,400

B Plan pays $2,160
B Patient pays $3,240

Sample care costs:

Hospital charges (mother) $2,700 Prescriptions $2,900
Routine obstetric care $2,100 Medical Equipment and Supplies $1,300
Hospital charges (baby) $900 Office Visits and Procedures $700
Anesthesia $900 Education $300
Laboratory tests $500 Laboratory tests $100
Prescriptions $200 Vaccines, other preventive $100
Radiology $200 Total $5,400
Vaccines, other preventive $40
Total $7,540 | Patient pays:
Deductibles $2,600
Patient pays: Copays $500
Deductibles $3,500 Coinsurance $60
Copays $20 Limits or exclusions $80
Coinsurance $400 Total $3,240
Limits or exclusions $200
Total $4,120
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Questions and answers about the Coverage Examples:

What are some of the
assumptions behind the
Coverage Examples?

e Costs don’t include premiums.

e Sample care costs are based on national
averages supplied by the U.S.
Department of Health and Human
Services, and aren’t specific to a
particular geographic area or health plan.

e The patient’s condition was not an
excluded or preexisting condition.

o All services and treatments started and
ended in the same coverage period.

e There are no other medical expenses for
any member covered under this plan.

e Out-of-pocket expenses are based only
on treating the condition in the example.

e The patient received all care from in-
network providers. If the patient had
received care from out-of-network

providers, costs would have been higher.

What does a Coverage Example
show?

For each treatment situation, the Coverage
Example helps you see how deductibles,
copayments, and coinsurance can add up. It
also helps you see what expenses might be left
up to you to pay because the service or
treatment isn’t covered or payment is limited.

Does the Coverage Example
predict my own care needs?

No. Treatments shown are just examples.
The care you would receive for this
condition could be different based on your
doctor’s advice, your age, how serious your
condition is, and many other factors.

Does the Coverage Example
predict my future expenses?

No. Coverage Examples are not cost
estimators. You can’t use the examples to
estimate costs for an actual condition. They
are for comparative purposes only. Your
own costs will be different depending on
the care you receive, the prices your
providers charge, and the reimbursement
your health plan allows.

Questions: Call 1-888-901-4636 or visit us at www.ghc.org.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary 8 of 8
at www.ghc.org or call 1-888-901-4636 to request a copy.

Can | use Coverage Examples
to compare plans?

Yes. When you look at the Summary of
Benefits and Coverage for other plans,
you’ll find the same Coverage Examples.
When you compare plans, check the
“Patient Pays” box in each example. The
smaller that number, the more coverage
the plan provides.

Are there other costs | should
consider when comparing
plans?

Yes. An important cost is the premium
you pay. Generally, the lower your
premium, the more you’ll pay in out-of-
pocket costs, such as copayments,
deductibles, and coinsurance. You
should also consider contributions to
accounts such as health savings accounts
(HSAs), flexible spending arrangements
(FSAs) or health reimbursement accounts
(HRAsS) that help you pay out-of-pocket

expenses.
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Benefit Summary

ESD 123 HSA Plan -
Group Number: 4008600

Effective Date 11/1/2016

&

ind

GroupHeailth.
Health Plan GroupHeath ~  |Ref RQ-103186

This is a brief summary of benefits. THIS IS NOT A CONTRACT OR CERTIFICATE OF COVERAGE. All benefit descriptions, including alternative care,
are for medically necessary services. The Member will be charged the lesser of the cost share for the covered service or the actual charge for that service.
For full coverage provisions, including limitations, please refer to your certificate of coverage.

In accordance with the Patient Protection and Affordable Care Act of 2010,

® The lifetime maximum on the dollar value of covered essential health benefits no longer applies. Members whose coverage ended by reason of
reaching a lifetime limit under this plan are eligible to enroll in this plan, and
® Dependent children who are under the age of twenty-six (26) are eligible to enroll in this plan.

Benefits

Inside Network

Plan deductible

Individual deductible: $2,600 per calendar year
Family deductible: $5,200 per calendar year

Individual deductible
carryover

4th quarter carryover does not apply

Plan coinsurance

Plan pays 90%, you pay 10%

Out-of-pocket limit

Individual out-of-pocket limit: $5,100
Family out-of-pocket limit: $10,200

Out-of-pocket expenses for the following covered services are included in the out-of-pocket limit:

All cost shares for covered services

Pre-existing condition
(PEC) waiting period

No PEC

Lifetime maximum

Unlimited

Outpatient services
(Office visits)

No copay, deductible and coinsurance apply

Hospital services

Inpatient services: Deductible and coinsurance apply
Outpatient surgery: No copay, deductible and coinsurance apply

Prescription drugs

(some injectable drugs may
be covered under Outpatient
services)

Preferred generic/preferred brand/non-preferred
$15/$30/$50 copay per 30 day supply, deductible applies. Certain preventive medications (determined by GHC) are
covered in full.

Prescription mail order

3 x prescription cost share per 90 day supply

Acupuncture

Covered up to 8 visits per medical diagnosis per calendar year without prior authorization; additional visits when approved
by the plan
No copay, deductible and coinsurance apply

Ambulance services

Deductible and coinsurance

Chemical dependency

Inpatient: Deductible and coinsurance apply
Outpatient: No copay, deductible and coinsurance apply

Devices, equipment and
supplies

® Durable medical
equipment

® Orthopedic
appliances

® Post-mastectomy
bras limited to two (2)
every six (6) months

® Ostomy supplies

® Prosthetic devices

Covered at 50%, deductible applies

Diabetic supplies

Insulin, needles, syringes and lancets-see Prescription drugs. External insulin pumps, blood glucose monitors, testing
reagents and supplies-see Devices, equipment and supplies. When Devices, equipment and supplies or Prescription drugs
are covered and have benefit limits, diabetic supplies are not subject to these limits.






Diagnostic lab and X-ray
services

Emergency services
(copay waived if admitted)

Hearing exams (routine)
Hearing hardware
Home health services
Hospice services
Infertility services

Manipulative therapy
Massage services

Maternity services

Mental Health

Naturopathy

Newborn Services

Obesity-related surgery
(bariatric)

Organ transplants

Preventive care
Well-care physicals,
immunizations, Pap smear
exams, mammograms

Rehabilitation services

Rehabilitation visits are a total
of combined therapy visits per

calendar year

Skilled nursing facility

Sterilization (vasectomy,
tubal ligation)

Temporomandibular Joint
(TMJ) services

Tobacco cessation
counseling

Routine vision care
(2 visit every 12 months)

Optical hardware
Lenses, including contact
lenses and frames

Inpatient: Covered under Hospital services
Outpatient: Deductible and coinsurance apply

High end radiology imaging services such as CT, MR and PET must be determined Medically Necessary and require prior

authorization except when associated with Emergency care or inpatient services.

$0 copay

Deductible and coinsurance apply

No copay, deductible and coinsurance apply

Not covered

No visit limit, deductible and coinsurance apply

Deductible and coinsurance apply

Not covered

Covered up to 10 visits per calendar year without prior authorization
No copay, deductible and coinsurance apply

See Rehabilitation services

Inpatient: Deductible and coinsurance apply
Outpatient: No copay, deductible and coinsurance apply

Inpatient: Deductible and coinsurance apply
Outpatient: No copay, deductible and coinsurance apply

Covered up to 3 visits per medical diagnosis per calendar year without prior authorization; additional visits when approved

by the plan

No copay, deductible and coinsurance apply

Initial hospital stay: See Hospital Services; Office visits: See Outpatient Services; Routine well care: See Preventive care.

Any applicable cost share for newborn services is separate from that of the mother.

Not covered

Unlimited, no waiting period

Inpatient: Deductible and coinsurance apply
Outpatient: No copay, deductible and coinsurance apply

Covered in full

Women's preventive care services (including contraceptive drugs and devices and sterilization) are covered in full.

Inpatient: 30 days per calendar year

Deductible and coinsurance apply

Outpatient:45 visits per calendar year

No copay, deductible and coinsurance apply

Up to 60 days per calendar year, deductible and coinsurance apply
Inpatient: Deductible and coinsurance apply

Outpatient: No copay, deductible and coinsurance apply
Women's sterilization procedures are covered in full.

Inpatient: Deductible and coinsurance apply

Outpatient: No copay, deductible and coinsurance apply

Quit for Life Program - covered in full

No copay, deductible and coinsurance apply

Not covered

Coverage provided by Group Health Cooperative
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€ GroupHealth

Group Health Cooperative: ESD 123

Summary of Benefits and Coverage: What this Plan Covers & What it Costs

P
L

Coverage Period: 11/1/2016 to 11/1/2017
Coverage for: Group | Plan Type: HMO

This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy or plan
document at www.ghc.org or by calling 1-888-901-4636.

Important Questions Why this Matters:

What is the overall
deductible?

Are there other
deductibles for specific
services?

Is there an out—of—
pocket limit on my
expenses?

What is not included in
the out—of-pocket

limit?

Does this plan use a
network of providers?

Do I need a referral to
see a specialist?

Are there services this
plan doesn’t cover?

$250 individual /$500 family

Does not apply to preventive care,
outpatient services, prescription drugs,
ambulance, durable medical equipment.

No.

Yes, $2,000 individual/$4,000 family

Premiums, balance-billed charges and
health care this plan doesn’t cover.

Yes. See www.ghc.org or call 1-888-
901-4636 for a list of in-network
providers.

Yes. See www.ghc.org or call 1-888-
901-46306 for a list of specialist
providers.

Yes.

Questions: Call 1-888-901-4636 or visit us at www.ghc.org.

If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary

at www.ghc.org or call 1-888-901-4636 to request a copy.

You must pay all the costs up to the deductible amount before this plan begins to
pay for covered services you use. Check your policy or plan document to see when
the deductible starts over (usually, but not always, January 1st). See the chart
starting on page 2 for how much you pay for covered services after you meet the
deductible.

You don’t have to meet deductibles for specific services, but see the chart starting
on page 2 for other costs for services this plan covers.

The out-of-pocket limit is the most you could pay during a coverage period
(usually one year) for your share of the cost of covered services. This limit helps
you plan for health care expenses.

Even though you pay these expenses, they don’t count toward the out-of-pocket
If you use an in-network doctor or other health care provider, this plan will pay
some or all of the costs of covered services. Be aware, your in-network doctor or
hospital may use an out-of-network provider for some services. Plans use the term
in-network, preferred, or participating for providers in their network. See the
chart starting on page 2 for how this plan pays different kinds of providers.

This plan will pay some or all of the costs to see a specialist for covered services
but only if you have the plan’s permission before you see the specialist.

Some of the services this plan doesn’t cover are listed on page 6. See your policy or
plan document for additional information about excluded services.
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I‘ i ® Copayments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.

® Coinsurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if
the plan’s allowed amount for an overnight hospital stay is $1,000, your coinsurance payment of 20% would be $200. This may change if
you haven’t met your deductible.

® The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the
allowed amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and

the allowed amount is $1,000, you may have to pay the $500 difference. (This is called balance billing.)

® This plan may encourage you to use network providers by charging you lower deductibles, copayments and coinsurance amounts.

Common
Medical Event

If you visit a
health care

provider’s office

or clinic

Services You May Need

Primary care visit to treat an injury or illness

| Your Cost If You

Use a
Network
Provider

$20 copayment +
20% coinsurance

Your Cost If You
Use a
Non-network
Provider

Not covered

Limitations & Exceptions

Deductible does not apply for network
provider

Specialist visit

$20 copayment +
20% coinsurance

Not covered

Deductible does not apply for network
provider

Other practitioner office visit

$20 copayment +
20% coinsurance for
manipulative
therapy, acupuncture
and naturopathy

Not covered

Deductible does not apply for network
provider

Manipulative therapy is un-limited,
acupuncture limited to 8 visits per
medical diagnosis per calendar year,
additional visits are covered with
Preauthorization, and naturopathy
limited to 3 visits per medical diagnosis
per calendar year, additional visits are
covered with Preauthorization or will
not be covered.

Preventive care/screening/immunization

No charge

Not covered

Deductible does not apply for network
provider

Services must be in accordance with
the Group Health well-care schedule.

If you have a test

Diagnostic test (x-ray, blood work)

20% coinsurance

Not covered

Deductible does not apply for network
provider

Imaging (CT/PET scans, MRIs)

20% coinsurance

Not covered

Deductible does not apply for network
provider
High end radiology imaging services
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Common
Medical Event

Services You May Need

Your Cost If You
Use a
Network
Provider

Your Cost If You
Use a
Non-network
Provider

Limitations & Exceptions

such as CT, MRI and PET require
preauthorization or will not be
covered.

If you need drugs
to treat your
illness or
condition

More information

about prescription

Preferred generic drugs

$15 copayment

Not covered

Deductible does not apply for network
provider. Covers up to a 30-day supply

Preferred brand drugs

$30 copayment

Not covered

Deductible does not apply for network
provider. Covers up to a 30-day supply

Non-preferred generic/brand drugs

$50 copayment

Not covered

Deductible does not apply for network
provider. Covers up to a 30-day supply

Member pays two

Avwvailable when

drug coverage is dimes the dispensed through | Deductible does not apply for network
available at Mail-order drugs cescrintion dru the Group Health provider. Covers up to a 90-day
www.ghc.org. Eost shzre & designated mail supply
order service.
. . Deductible does not apply for network
0
Ry e Facility fee (e.g., ambulatory surgery center) | 20% coinsurance Not covered provider

outpatient surgery

Physician/surgeon fees

$20 copayment +
20% coinsurance

Not covered

Deductible does not apply for network
provider

If you need
immediate
medical attention

Emergency room services

$150 copayment +
20% coinsurance

$150 copayment +
20% coinsurance

Notify Group Health within 24 hours
of admission, or as soon thereafter as
medically possible. Copay is waived if
admitted.

Emergency medical transportation

20% benefit specific
coinsurance

20% benefit specific
coinsurance

Deductible does not apply.

Urgent care

$20 copayment +
20% coinsurance

$150 copayment +
20% coinsurance

Deductible does not apply for network
provider

If you have a
hospital stay

Facility fee (e.g., hospital room)

20% coinsurance

Not covered

Non-emergency inpatient services
require preauthorization or will not be
covered.

Physician/surgeon fee

20% coinsurance

Not covered

Non-emergency inpatient services
require preauthorization or will not be
covered.
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Common
Medical Event

If you have
mental health,
behavioral health,
or substance
abuse needs

Services You May Need

Mental/Behavioral health outpatient services

Your Cost If You
Use a
Network
Provider
$20 copayment +
20% coinsurance

Your Cost If You
Use a
Non-network
Provider

Not covered

Limitations & Exceptions

Deductible does not apply for network
provider

Mental/Behavioral health inpatient services

20% coinsurance

Not covered

Non-emergency inpatient services
require preauthorization or will not be
covered.

Substance use disorder outpatient services

$20 copayment +
20% coinsurance

Not covered

Deductible does not apply for network
provider

Substance use disorder inpatient services

20% coinsurance

Not covered

Non-emergency inpatient services
require preauthorization or will not be
covered.

If you are
pregnant

Prenatal and postnatal care

$20 copayment +
20% coinsurance

Not covered

Deductible does not apply for network
provider

Preventive services related to prenatal
and preconception care are covered as
preventive care.

Routine prenatal and postnatal care is
not subject to the co-pay.

Delivery and all inpatient services

20% coinsurance

Not covered

Notify Group Health within 24 hours
of admission, ot as soon thereafter as
medically possible.

Newborn services cost shares atre
separate from that of the mother.
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Common
Medical Event

If you need help
recovering or have
other special
health needs

Services You May Need

Home health care

Your Cost If You
Use a
Network
Provider

No charge

Your Cost If You
Use a
Non-network
Provider

Not covered

Limitations & Exceptions

Deductible does not apply for network
provider. Requires preauthorization or
will not be covered.

Rehabilitation services

$20 copayment +
20% coinsurance/
outpatient

20% coinsurance/
inpatient

Not covered

Deductible does not apply for network
provider/outpatient

Limited to 45 visits per calendar
year/outpatient. Limited to 30 days per
calendar year/inpatient. (combined
limit with Habilitation services)
Requires preauthorization or will not
be covered.

Habilitation services

$20 copayment +
20% coinsurance/
outpatient

20% coinsurance/
inpatient

Not covered

Deductible does not apply for network
provider/outpatient

Limited to 45 visits per calendar
year/outpatient. Limited to 30 days per
calendar year/inpatient. (combined
limit with Rehabilitation services)
Requires preauthorization or will not
be covered.

Skilled nursing care

20% coinsurance

Not covered

Limited to 60 days per calendar year.
Requires preauthorization or will not
be covered.

Durable medical equipment

20% benefit-specific

Not covered

Deductible does not apply for network
provider. Requires preauthorization or

comsurance will not be covered.
Deductible does not apply for network
Hospice service No charge Not covered gromder. S .
equires preauthorization or will not
be covered.
Deductible does not apply for network
If your child Eye exam $20 copayment Not covered provider.
needs dental or Limited to one exam every 12 months
eye care Glasses Not covered Not covered none
Dental check-up Not covered Not covered none
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Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy or plan document for other excluded services.)

e Bariatric surgery e Hearing Aids e Non-emergency care when traveling outside
e Cosmetic surgery o Infertility treatment the U.S.
e Dental care (Adult) e Tong-term care ® Private-duty nursing
o Glasses e Most coverage provided outside the United ¢ Routine foot care
States. See www.ghc.org e Weight loss programs

Other Covered Services (This isn’t a complete list. Check your policy or plan document for other covered setvices and your costs for these
services.)

e Acupuncture e Chiropractic care (if prescribed for e Routine eye care (Adult)
rehabilitation purposes)

Your Rights to Continue Coverage:

If you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you to keep
health coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the premium
you pay while covered under the plan. Other limitations on your rights to continue coverage may also apply.

For more information on your rights to continue coverage, contact the plan at 1-888-901-4636. You may also contact your state insurance department, the
U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, or the U.S. Department of Health and
Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov.

Your Grievance and Appeals Rights:

If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For
questions about your rights, this notice, or assistance, you can contact: The Washington Office of Insurance Commissioner at :
http://www.insurance.wa.gov/yout-insurance/health-insurance/appeal/. The Insurance Consumer Hotline at 1-800-562-6900 ot access to a page to

email the same office: http://www.insurance.wa.gov/your-insurance/email-us/. Or the Department of Labor’s Employee Benefits Security
Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform.

Language Access Services:
Spanish (Espanol): Para obtener asistencia en Espanol, llame al 1-888-901-4630.

Does this Coverage Provide Minimum Essential Coverage?
The Affordable Care Act requires most people to have health care coverage that qualifies as “minimum essential coverage.” This plan or policy does
provide minimum essential coverage.

Does this Coverage Meet the Minimum Value Standard?
The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuarial value). This
health coverage does meet the minimum value standard for the benefits it provides.

To see excamples of how this plan might cover costs for a sample medical sitnation, see the next page.
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About these Coverage
Examples:

These examples show how this plan might cover
medical care in given situations. Use these
examples to see, in general, how much financial
protection a sample patient might get if they are
covered under different plans.

i Thisis
“ not a cost
estimator.
Don’t use these examples to
estimate your actual costs
under this plan. The actual
care you receive will be
different from these
examples, and the cost of

that care will also be
different.

See the next page for
important information about
these examples.

Having a baby

(normal delivery)

B Amount owed to providers: $7,540

B Plan pays $5,420
m Patient pays $2,120

Sample care costs:

Managing type 2 diabetes

(routine maintenance of
a well-controlled condition)

B Amount owed to providers: $5,400

B Plan pays $3,920
m Patient pays $1,480

Sample care costs:

Hospital charges (mother) $2,700 Prescriptions $2,900
Routine obstetric care $2,100 Medical Equipment and Supplies $1,300
Hospital charges (baby) $900 Office Visits and Procedures $700
Anesthesia $900 Education $300
Laboratory tests $500 Laboratory tests $100
Prescriptions $200 Vaccines, other preventive $100
Radiology $200 Total $5,400
Vaccines, other preventive $40
Total $7,540 | Patient pays:
Deductibles $300
Patient pays: Copays $900
Deductibles $500 Coinsurance $200
Copays $20 Limits or exclusions $80
Coinsurance $1,400 Total $1,480
Limits or exclusions $200
Total $2,120
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Questions and answers about the Coverage Examples:

What are some of the
assumptions behind the
Coverage Examples?

e Costs don’t include premiums.

e Sample care costs are based on national
averages supplied by the U.S.
Department of Health and Human
Services, and aren’t specific to a
particular geographic area or health plan.

e The patient’s condition was not an
excluded or preexisting condition.

o All services and treatments started and
ended in the same coverage period.

e There are no other medical expenses for
any member covered under this plan.

e Out-of-pocket expenses are based only
on treating the condition in the example.

e The patient received all care from in-
network providers. If the patient had
received care from out-of-network

providers, costs would have been higher.

What does a Coverage Example
show?

For each treatment situation, the Coverage
Example helps you see how deductibles,
copayments, and coinsurance can add up. It
also helps you see what expenses might be left
up to you to pay because the service or
treatment isn’t covered or payment is limited.

Does the Coverage Example
predict my own care needs?

No. Treatments shown are just examples.
The care you would receive for this
condition could be different based on your
doctor’s advice, your age, how serious your
condition is, and many other factors.

Does the Coverage Example
predict my future expenses?

No. Coverage Examples are not cost
estimators. You can’t use the examples to
estimate costs for an actual condition. They
are for comparative purposes only. Your
own costs will be different depending on
the care you receive, the prices your
providers charge, and the reimbursement
your health plan allows.

Questions: Call 1-888-901-4636 or visit us at www.ghc.org.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary 8 of 8
at www.ghc.org or call 1-888-901-4636 to request a copy.

Can | use Coverage Examples
to compare plans?

Yes. When you look at the Summary of
Benefits and Coverage for other plans,
you’ll find the same Coverage Examples.
When you compare plans, check the
“Patient Pays” box in each example. The
smaller that number, the more coverage
the plan provides.

Are there other costs | should
consider when comparing
plans?

Yes. An important cost is the premium
you pay. Generally, the lower your
premium, the more you’ll pay in out-of-
pocket costs, such as copayments,
deductibles, and coinsurance. You
should also consider contributions to
accounts such as health savings accounts
(HSAs), flexible spending arrangements
(FSAs) or health reimbursement accounts
(HRAsS) that help you pay out-of-pocket

expenses.
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Benefit Summary

Educational Service District 123 HMO Plan 3
Group Number: 4989000

Effective Date 11/1/2016

&

GroupHeailth.
Health Plan GroupHeath ~ |Ref RQ-107024

This is a brief summary of benefits. THIS IS NOT A CONTRACT OR CERTIFICATE OF COVERAGE. All benefit descriptions, including alternative care,
are for medically necessary services. The Member will be charged the lesser of the cost share for the covered service or the actual charge for that service.
For full coverage provisions, including limitations, please refer to your certificate of coverage.

In accordance with the Patient Protection and Affordable Care Act of 2010,

® The lifetime maximum on the dollar value of covered essential health benefits no longer applies. Members whose coverage ended by reason of
reaching a lifetime limit under this plan are eligible to enroll in this plan, and
® Dependent children who are under the age of twenty-six (26) are eligible to enroll in this plan.

Benefits

Inside Network

Plan deductible

Individual deductible: $250 per calendar year
Family deductible: $500 per calendar year

Individual deductible
carryover

4th quarter carryover applies

Plan coinsurance

Plan pays 80%, you pay 20%

Deductible and/or
coinsurance waiver riders

Deductible does not apply to outpatient services (includes lab/xray)

Out-of-pocket limit

Individual out-of-pocket limit: $2,000
Family out-of-pocket limit: $4,000

Out-of-pocket expenses for the following covered services are included in the out-of-pocket limit:

All cost shares for covered services

Pre-existing condition
(PEC) waiting period

No PEC

Lifetime maximum

Unlimited

Outpatient services
(Office visits)

$20 copay, deductible does not apply
Coinsurance applies

Hospital services

Inpatient services: Deductible and coinsurance apply
Outpatient surgery: $20 copay, deductible does not apply
Coinsurance applies

Prescription drugs

(some injectable drugs may
be covered under Outpatient
services)

Preferred generic/preferred brand/non-preferred
$15/$30/$50 copay per 30 day supply

Prescription mail order

2 x prescription cost share per 90 day supply

Acupuncture

Covered up to 8 visits per medical diagnosis per calendar year without prior authorization; additional visits when approved
by the plan

$20 copay, deductible does not apply

Coinsurance applies

Ambulance services

Plan pays 80%, you pay 20%

Chemical dependency

Inpatient: Deductible and coinsurance apply
Outpatient: $20 copay, deductible does not apply
Coinsurance applies

Devices, equipment and
supplies

® Durable medical
equipment

® Orthopedic
appliances

® Post-mastectomy
bras limited to two (2)
every six (6) months

® Ostomy supplies

® Prosthetic devices

Covered at 80%






Diabetic supplies

Diagnostic lab and X-ray
services

Emergency services
(copay waived if admitted)

Hearing exams (routine)

Hearing hardware
Home health services
Hospice services

Infertility services

Manipulative therapy

Massage services

Maternity services

Mental Health

Naturopathy

Newborn Services

Obesity-related surgery
(bariatric)

Organ transplants

Preventive care
Well-care physicals,
immunizations, Pap smear
exams, mammograms

Rehabilitation services

Rehabilitation visits are a total
of combined therapy visits per

calendar year

Skilled nursing facility

Sterilization (vasectomy,
tubal ligation)

Temporomandibular Joint
(TMJ) services

Tobacco cessation
counseling

Routine vision care
(1 visit every 12 months)

Optical hardware
Lenses, including contact
lenses and frames

Insulin, needles, syringes and lancets-see Prescription drugs. External insulin pumps, blood glucose monitors, testing
reagents and supplies-see Devices, equipment and supplies. When Devices, equipment and supplies or Prescription drugs
are covered and have benefit limits, diabetic supplies are not subject to these limits.

Inpatient: Covered under Hospital services
Outpatient: Deductible does not apply to outpatient services
Coinsurance applies

High end radiology imaging services such as CT, MR and PET must be determined Medically Necessary and require prior
authorization except when associated with Emergency care or inpatient services.

$150 copay at a designated facility
$150 copay at a non designated facility
Deductible and coinsurance apply

$20 copay, deductible does not apply
Coinsurance applies

Not covered

Covered in full. No visit limit.
Covered in full

Not covered

Unlimited visits without prior authorization
$20 copay, deductible does not apply
Coinsurance applies

See Rehabilitation services

Inpatient: Deductible and coinsurance apply
Outpatient: $20 copay, deductible does not apply
Coinsurance applies. Routine care not subject to outpatient services copay.

Inpatient: Deductible and coinsurance apply
Outpatient: $20 copay, deductible does not apply
Coinsurance applies

Covered up to 3 visits per medical diagnosis per calendar year without prior authorization; additional visits when approved
by the plan

$20 copay, deductible does not apply

Coinsurance applies

Initial hospital stay: See Hospital Services; Office visits: See Outpatient Services; Routine well care: See Preventive care.
Any applicable cost share for newborn services is separate from that of the mother.
Not covered

Unlimited, no waiting period

Inpatient: Deductible and coinsurance apply
Outpatient: $20 copay, deductible does not apply
Coinsurance applies

Covered in full

Women's preventive care services (including contraceptive drugs and devices and sterilization) are covered in full.

Inpatient: 30 days per calendar year
Deductible and coinsurance apply
Outpatient: 45 visits per calendar year
$20 copay, deductible does not apply
Coinsurance applies

Up to 60 days per calendar year, deductible and coinsurance apply

Inpatient: Deductible and coinsurance apply
Outpatient: $20 copay, deductible does not apply
Coinsurance applies

Women's sterilization procedures are covered in full.

Inpatient: Deductible and coinsurance apply
Outpatient: $20 copay, deductible does not apply
Coinsurance applies

Quit for Life Program - covered in full

$20 copay, deductible and coinsurance waived

Not covered
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€ GroupHealth

Group Health Cooperative: ESD 123 Plan 4

Summary of Benefits and Coverage: What this Plan Covers & What it Costs

P
L

Coverage Period: 11/1/2016 to 11/1/2017
Coverage for: Group | Plan Type: HMO

This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy or plan
document at www.ghc.org or by calling 1-888-901-4636.

Important Questions Why this Matters:

What is the overall
deductible?

Are there other
deductibles for specific
services?

Is there an out—of—
pocket limit on my
expenses?

What is not included in
the out—of-pocket

limit?

Does this plan use a
network of providers?

Do I need a referral to
see a specialist?

Are there services this
plan doesn’t cover?

$750 individual /$1,500 family

Does not apply to preventive care,
prescription drugs, ambulance, durable
medical equipment.

No.

Yes, $6,000 individual/$12,000 family

Premiums, balance-billed charges and
health care this plan doesn’t cover.

Yes. See www.ghc.org or call 1-888-
901-4636 for a list of in-network
providers.

Yes. See www.ghc.org or call 1-888-
901-46306 for a list of specialist
providers.

Yes.

Questions: Call 1-888-901-4636 or visit us at www.ghc.org.

If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary

at www.ghc.org or call 1-888-901-4636 to request a copy.

You must pay all the costs up to the deductible amount before this plan begins to
pay for covered services you use. Check your policy or plan document to see when
the deductible starts over (usually, but not always, January 1st). See the chart
starting on page 2 for how much you pay for covered services after you meet the
deductible.

You don’t have to meet deductibles for specific services, but see the chart starting
on page 2 for other costs for services this plan covers.

The out-of-pocket limit is the most you could pay during a coverage period
(usually one year) for your share of the cost of covered services. This limit helps
you plan for health care expenses.

Even though you pay these expenses, they don’t count toward the out-of-pocket
If you use an in-network doctor or other health care provider, this plan will pay
some or all of the costs of covered services. Be aware, your in-network doctor or
hospital may use an out-of-network provider for some services. Plans use the term
in-network, preferred, or participating for providers in their network. See the
chart starting on page 2 for how this plan pays different kinds of providers.

This plan will pay some or all of the costs to see a specialist for covered services
but only if you have the plan’s permission before you see the specialist.

Some of the services this plan doesn’t cover are listed on page 6. See your policy or
plan document for additional information about excluded services.
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I‘ i ® Copayments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.

® Coinsurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if
the plan’s allowed amount for an overnight hospital stay is $1,000, your coinsurance payment of 20% would be $200. This may change if
you haven’t met your deductible.

® The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the
allowed amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and

the allowed amount is $1,000, you may have to pay the $500 difference. (This is called balance billing.)

® This plan may encourage you to use network providers by charging you lower deductibles, copayments and coinsurance amounts.

Common
Medical Event

If you visit a
health care

provider’s office

or clinic

Services You May Need

Primary care visit to treat an injury or illness

| Your Cost If You

Use a
Network
Provider

$20 copayment +
20% coinsurance

Your Cost If You
Use a
Non-network
Provider

Not covered

Limitations & Exceptions

Deductible and coinsurance do not
apply to any combination of first 4
outpatient visits per calendar year
(preventive care does not count
towards visit limit).

Specialist visit

$20 copayment +
20% coinsurance

Not covered

none

Other practitioner office visit

$20 copayment +
20% coinsurance for
manipulative
therapy, acupuncture
and naturopathy

Not covered

Manipulative therapy is un-limited,
acupuncture limited to 8 visits per
medical diagnosis per calendar year,
additional visits are covered with
Preauthorization, and naturopathy
limited to 3 visits per medical diagnosis
per calendar year, additional visits are
covered with Preauthorization or will
not be covered.

Preventive care/screening/immunization

No charge

Not covered

Deductible does not apply for network
provider

Services must be in accordance with
the Group Health well-care schedule.

If you have a test

Diagnostic test (x-ray, blood work)

20% coinsurance

Not covered

No charge up to a $500 allowance
(Diagnostic test & Imaging combined)
per calendar year. After allowance
coinsurance will apply.
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Common
Medical Event

Services You May Need

Imaging (CT/PET scans, MRIs)

Your Cost If You
Use a
Network
Provider

20% coinsurance

Your Cost If You
Use a
Non-network
Provider

Not covered

Limitations & Exceptions

No charge up to a $500 allowance
(Diagnostic test & Imaging combined)
per calendar year. After allowance
coinsurance will apply.

High end radiology imaging services
such as CT, MRI and PET require
preauthorization or will not be
covered.

If you need drugs
to treat your
illness or
condition

More information

about prescription

Deductible does not apply for network

Preferred generic drugs $20 copayment Not covered provider. Covers up to a 30-day supply
Deductible does not apply for network
Preferred brand drugs $40 copayment Not covered il G m i o S0kt sy
. Deductible does not apply for network

Non-preferred generic/brand drugs $60 copayment Not covered

provider. Covers up to a 30-day supply

Member pays two

Avwvailable when

outpatient surgery

Physician/surgeon fees

20% coinsurance

Not covered

drug coverage is . dispensed through | Deductible does not apply for network
: . times the .
available at Mail-order drugs rescrintion dru the Group Health provider. Covers up to a 90-day
www.ghc.org. I(?ost shzre & designated mail supply
order service.
” IV

Ry e Facility fee (e.g., ambulatory surgery center) | 20% coinsurance Not covered none

$100 copayment + none

If you need
immediate
medical attention

Emergency room services

$150 copayment +
20% coinsurance

$150 copayment +
20% coinsurance

Notify Group Health within 24 hours
of admission, or as soon thereafter as
medically possible. Copay is waived if
admitted.

Emergency medical transportation

20% benefit specific
coinsurance

20% benefit specific
coinsurance

Deductible does not apply.

Urgent care

$20 copayment +
20% coinsurance

$150 copayment +
20% coinsurance

none

If you have a
hospital stay

Facility fee (e.g., hospital room)

$200 copayment per
day up to $1,000 per
admit + 20%
coinsurance

Not covered

Non-emergency inpatient services
require preauthorization or will not be
covered.
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Common
Medical Event

Services You May Need

Physician/surgeon fee

Your Cost If You
Use a
Network
Provider

20% coinsurance

Your Cost If You
Use a
Non-network
Provider

Not covered

Limitations & Exceptions

Non-emergency inpatient services
require preauthorization or will not be
covered.

If you have
mental health,
behavioral health,
or substance
abuse needs

Mental/Behavioral health outpatient services

$20 copayment +
20% coinsurance

Not covered

none

Mental/Behavioral health inpatient setvices

$200 copayment per
day up to $1,000 per
admit + 20%
coinsurance

Not covered

Non-emergency inpatient services
require preauthorization or will not be
covered.

Substance use disorder outpatient services

$20 copayment +
20% coinsurance

Not covered

none

Substance use disorder inpatient services

$200 copayment per
day up to $1,000 per
admit + 20%
coinsurance

Not covered

Non-emergency inpatient services
require preauthorization or will not be
covered.

If you are
pregnant

Prenatal and postnatal care

$20 copayment +
20% coinsurance

Not covered

Preventive services related to prenatal
and preconception care are covered as
preventive care.

Routine prenatal and postnatal care is

not subject to the co-pay.

Delivery and all inpatient services

$200 copayment per
day up to $1,000 per
admit + 20%

coinsurance

Not covered

Notify Group Health within 24 hours
of admission, or as soon thereafter as
medically possible.

Newborn services cost shatres are
separate from that of the mother.
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Common
Medical Event

If you need help
recovering or have
other special

Services You May Need

Home health care

Your Cost If You
Use a
Network
Provider

No charge

Your Cost If You
Use a
Non-network
Provider

Not covered

Limitations & Exceptions

Deductible does not apply for network
provider. Requires preauthorization or
will not be covered.

Rehabilitation services

$20 copayment +
20% coinsurance/
outpatient

$200 copayment per
day up to $1,000 per
admit + 20%
coinsurance/
inpatient

Not covered

Limited to 45 visits per calendar
year/outpatient. Limited to 30 days per
calendar year/inpatient. (combined
limit with Habilitation services)
Requires preauthorization or will not
be covered.

$20 copayment +
20% coinsurance/
outpatient

$200 copayment per

Limited to 45 visits per calendar
year/outpatient. Limited to 30 days per
calendar year/inpatient. (combined

health needs Habilitation services g o o 41,000 et Not covered it e Ll o erivitoes)
a d}rfnit + 200 /; Requires preauthorization or will not
coinsurance/ be covered.
inpatient
Limited to 60 days per calendar year.
Skilled nursing care 20% coinsurance Not covered Requires preauthorization or will not
be covered.
5 ' . A eaeliespestie Dedl'lctible does not apply for. nerork
urable medical equipment . Not covered provider. Requires preauthorization or
coinsurance .
will not be covered.
Deductible does not apply for network
Hospice service No charge Not covered provider. Requires preauthorization or
will not be covered.
Deductible does not apply for network
If your child Eye exam $20 copayment Not covered provider.
needs dental or Limited to one exam every 12 months
eye care Glasses Not covered Not covered none
Dental check-up Not covered Not covered none
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Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy or plan document for other excluded services.)

e Bariatric surgery e Hearing Aids e Non-emergency care when traveling outside
e Cosmetic surgery o Infertility treatment the U.S.
e Dental care (Adult) e Tong-term care ® Private-duty nursing
o Glasses e Most coverage provided outside the United ¢ Routine foot care
States. See www.ghc.org e Weight loss programs

Other Covered Services (This isn’t a complete list. Check your policy or plan document for other covered setvices and your costs for these
services.)

e Acupuncture e Chiropractic care (if prescribed for e Routine eye care (Adult)
rehabilitation purposes)

Your Rights to Continue Coverage:

If you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you to keep
health coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the premium
you pay while covered under the plan. Other limitations on your rights to continue coverage may also apply.

For more information on your rights to continue coverage, contact the plan at 1-888-901-4636. You may also contact your state insurance department, the
U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, or the U.S. Department of Health and
Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov.

Your Grievance and Appeals Rights:

If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For
questions about your rights, this notice, or assistance, you can contact: The Washington Office of Insurance Commissioner at :
http://www.insurance.wa.gov/yout-insurance/health-insurance/appeal/. The Insurance Consumer Hotline at 1-800-562-6900 ot access to a page to

email the same office: http://www.insurance.wa.gov/your-insurance/email-us/. Or the Department of Labor’s Employee Benefits Security
Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform.

Language Access Services:
Spanish (Espanol): Para obtener asistencia en Espanol, llame al 1-888-901-4630.

Does this Coverage Provide Minimum Essential Coverage?
The Affordable Care Act requires most people to have health care coverage that qualifies as “minimum essential coverage.” This plan or policy does
provide minimum essential coverage.

Does this Coverage Meet the Minimum Value Standard?
The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuarial value). This
health coverage does meet the minimum value standard for the benefits it provides.

To see excamples of how this plan might cover costs for a sample medical sitnation, see the next page.
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About these Coverage
Examples:

These examples show how this plan might cover
medical care in given situations. Use these
examples to see, in general, how much financial
protection a sample patient might get if they are
covered under different plans.

i Thisis
“ not a cost
estimator.
Don’t use these examples to
estimate your actual costs
under this plan. The actual
care you receive will be
different from these
examples, and the cost of

that care will also be
different.

See the next page for
important information about
these examples.

Having a baby

(normal delivery)

B Amount owed to providers: $7,540

B Plan pays $4,620
B Patient pays $2,920

Sample care costs:

Managing type 2 diabetes

(routine maintenance of
a well-controlled condition)

B Amount owed to providers: $5,400

B Plan pays $3,330
B Patient pays $2,070

Sample care costs:

Hospital charges (mother) $2,700 Prescriptions $2,900
Routine obstetric care $2,100 Medical Equipment and Supplies $1,300
Hospital charges (baby) $900 Office Visits and Procedures $700
Anesthesia $900 Education $300
Laboratory tests $500 Laboratory tests $100
Prescriptions $200 Vaccines, other preventive $100
Radiology $200 Total $5,400
Vaccines, other preventive $40
Total $7,540 | Patient pays:
Deductibles $800
Patient pays: Copays $1,100
Deductibles $1,500 Coinsurance $90
Copays $20 Limits or exclusions $80
Coinsurance $1,200 Total $2,070
Limits or exclusions $200
Total $2,920
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Questions and answers about the Coverage Examples:

What are some of the
assumptions behind the
Coverage Examples?

e Costs don’t include premiums.

e Sample care costs are based on national
averages supplied by the U.S.
Department of Health and Human
Services, and aren’t specific to a
particular geographic area or health plan.

e The patient’s condition was not an
excluded or preexisting condition.

o All services and treatments started and
ended in the same coverage period.

e There are no other medical expenses for
any member covered under this plan.

e Out-of-pocket expenses are based only
on treating the condition in the example.

e The patient received all care from in-
network providers. If the patient had
received care from out-of-network

providers, costs would have been higher.

What does a Coverage Example
show?

For each treatment situation, the Coverage
Example helps you see how deductibles,
copayments, and coinsurance can add up. It
also helps you see what expenses might be left
up to you to pay because the service or
treatment isn’t covered or payment is limited.

Does the Coverage Example
predict my own care needs?

No. Treatments shown are just examples.
The care you would receive for this
condition could be different based on your
doctor’s advice, your age, how serious your
condition is, and many other factors.

Does the Coverage Example
predict my future expenses?

No. Coverage Examples are not cost
estimators. You can’t use the examples to
estimate costs for an actual condition. They
are for comparative purposes only. Your
own costs will be different depending on
the care you receive, the prices your
providers charge, and the reimbursement
your health plan allows.

Questions: Call 1-888-901-4636 or visit us at www.ghc.org.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary 8 of 8
at www.ghc.org or call 1-888-901-4636 to request a copy.

Can | use Coverage Examples
to compare plans?

Yes. When you look at the Summary of
Benefits and Coverage for other plans,
you’ll find the same Coverage Examples.
When you compare plans, check the
“Patient Pays” box in each example. The
smaller that number, the more coverage
the plan provides.

Are there other costs | should
consider when comparing
plans?

Yes. An important cost is the premium
you pay. Generally, the lower your
premium, the more you’ll pay in out-of-
pocket costs, such as copayments,
deductibles, and coinsurance. You
should also consider contributions to
accounts such as health savings accounts
(HSAs), flexible spending arrangements
(FSAs) or health reimbursement accounts
(HRAsS) that help you pay out-of-pocket

expenses.




http://www.ghc.org/

http://www.ghc.org/




Benefit Summary

Educational Service District 123 HMO Plan 4
Group Number: 4989100

Effective Date 11/1/2016

&

GroupHeailth.
Health Plan GroupHeath ~ |Ref RQ-107024

This is a brief summary of benefits. THIS IS NOT A CONTRACT OR CERTIFICATE OF COVERAGE. All benefit descriptions, including alternative care,
are for medically necessary services. The Member will be charged the lesser of the cost share for the covered service or the actual charge for that service.
For full coverage provisions, including limitations, please refer to your certificate of coverage.

In accordance with the Patient Protection and Affordable Care Act of 2010,

® The lifetime maximum on the dollar value of covered essential health benefits no longer applies. Members whose coverage ended by reason of
reaching a lifetime limit under this plan are eligible to enroll in this plan, and
® Dependent children who are under the age of twenty-six (26) are eligible to enroll in this plan.

Benefits

Inside Network

Plan deductible

Individual deductible: $750 per calendar year
Family deductible: $1,500 per calendar year

Individual deductible
carryover

4th quarter carryover applies

Plan coinsurance

Plan pays 80%, you pay 20%

Deductible and/or
coinsurance waiver riders

1st 4 visits per calendar year are not subject to deductible and/or coinsurance. Lab and xray services covered in full up to
$500 per calendar year.

Out-of-pocket limit

Individual out-of-pocket limit: $6,000
Family out-of-pocket limit: $12,000

Out-of-pocket expenses for the following covered services are included in the out-of-pocket limit:

All cost shares for covered services

Pre-existing condition
(PEC) waiting period

No PEC

Lifetime maximum

Unlimited

Outpatient services
(Office visits)

$20 copay, deductible and coinsurance apply

Hospital services

Inpatient services: $200 copay, per day for up to 5 days per admit
Deductible and coinsurance apply
Outpatient surgery: $100 copay, deductible and coinsurance apply

Prescription drugs

(some injectable drugs may
be covered under Outpatient
services)

Preferred generic/preferred brand/non-preferred
$20/$40/$60 copay per 30 day supply

Prescription mail order

2 x prescription cost share per 90 day supply

Acupuncture

Covered up to 8 visits per medical diagnosis per calendar year without prior authorization; additional visits when approved
by the plan
$20 copay, deductible and coinsurance apply

Ambulance services

Plan pays 80%, you pay 20%

Chemical dependency

Inpatient: $200 copay, per day for up to 5 days per admit
Deductible and coinsurance apply
Outpatient: $20 copay, deductible and coinsurance apply

Devices, equipment and
supplies

® Durable medical
equipment

® Orthopedic
appliances

® Post-mastectomy
bras limited to two (2)
every six (6) months

® (Ostomy supplies

® Prosthetic devices

Covered at 80%






Diabetic supplies

Diagnostic lab and X-ray
services

Emergency services
(copay waived if admitted)

Hearing exams (routine)
Hearing hardware
Home health services
Hospice services

Infertility services
Manipulative therapy

Massage services

Maternity services

Mental Health

Naturopathy

Newborn Services

Obesity-related surgery
(bariatric)

Organ transplants

Preventive care
Well-care physicals,
immunizations, Pap smear
exams, mammograms

Rehabilitation services

Rehabilitation visits are a total
of combined therapy visits per

calendar year

Skilled nursing facility

Sterilization (vasectomy,
tubal ligation)

Temporomandibular Joint
(TMJ) services

Tobacco cessation
counseling

Routine vision care
(1 visit every 12 months)

Optical hardware
Lenses, including contact
lenses and frames

Coverage provided by Group Health Cooperative

Insulin, needles, syringes and lancets-see Prescription drugs. External insulin pumps, blood glucose monitors, testing
reagents and supplies-see Devices, equipment and supplies. When Devices, equipment and supplies or Prescription drugs
are covered and have benefit limits, diabetic supplies are not subject to these limits.

Inpatient: Covered under Hospital services

Outpatient: Covered in full up to $500 per calendar year, then deductible and coinsurance apply

High end radiology imaging services such as CT, MR and PET must be determined Medically Necessary and require prior
authorization except when associated with Emergency care or inpatient services.

$150 copay at a designated facility
$150 copay at a non designated facility
Deductible and coinsurance apply

$20 copay, deductible and coinsurance apply
Not covered

Covered in full. No visit limit.

Covered in full

Not covered

Unlimited visits without prior authorization
$20 copay, deductible and coinsurance apply

See Rehabilitation services

Inpatient: $200 copay, per day for up to 5 days per admit
Deductible and coinsurance apply
Outpatient: $20 copay, deductible and coinsurance apply. Routine care not subject to outpatient services copay.

Inpatient: $200 copay, per day for up to 5 days per admit
Deductible and coinsurance apply
Outpatient: $20 copay, deductible and coinsurance apply

Covered up to 3 visits per medical diagnosis per calendar year without prior authorization; additional visits when approved
by the plan
$20 copay, deductible and coinsurance apply

Initial hospital stay: See Hospital Services; Office visits: See Outpatient Services; Routine well care: See Preventive care.
Any applicable cost share for newborn services is separate from that of the mother.
Not covered

Unlimited, no waiting period

Inpatient: $200 copay, per day for up to 5 days per admit
Deductible and coinsurance apply
Outpatient: $20 copay, deductible and coinsurance apply

Covered in full

Women's preventive care services (including contraceptive drugs and devices and sterilization) are covered in full.

Inpatient: 30 days per calendar year

$200 copay, per day for up to 5 days per admit
Deductible and coinsurance apply
Outpatient: 45 visits per calendar year

$20 copay, deductible and coinsurance apply

Up to 60 days per calendar year, deductible and coinsurance apply

Inpatient: $200 copay, per day for up to 5 days per admit
Deductible and coinsurance apply
Outpatient: $20 copay, deductible and coinsurance apply

Women's sterilization procedures are covered in full.

Inpatient: $200 copay, per day for up to 5 days per admit
Deductible and coinsurance apply
Outpatient: $20 copay, deductible and coinsurance apply

Quit for Life Program - covered in full

$20 copay, deductible and coinsurance waived

Not covered
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€ GroupHealth

Group Health Options, Inc.: ESD 123 PPO Plan 3

Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Foa
ooy

Coverage Period: 11/1/2016 to 11/1/2017
Coverage for: Group | Plan Type: PPO

This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy or plan
document at www.ghc.org or by calling 1-888-901-4636.

Important Questions Why this Matters:

What is the overall
deductible?

Are there other
deductibles for specific
services?

Is there an out—of-
pocket limit on my
expenses?

What is not included in

the out—of-pocket
limit?

Does this plan use a
network of providers?

Do I need a referral to
see a specialist?

Are there services this
plan doesn’t cover?

$500 individual /$1,000 family for
preferred provider network

$1,000 individual/$2,000 family out-of-

network

Does not apply to preferred provider
preventive care, preferred provider
prescription drugs and eye exams.

No.

Yes, for preferred provider network
$2,500 individual /$5,000 family
No limit for out-of-network.

Premiums, balance-billed charges and
health care this plan doesn’t cover.

Yes. See www.ghc.org or call 1-888-
901-46306 for a list of participating
providers.

No.

Yes.

Questions: Call 1-888-901-4636 or visit us at www.ghc.org.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary
at www.ghc.org or call 1-888-901-4636 to request a copy.

You must pay all the costs up to the deductible amount before this plan begins to
pay for covered services you use. Check your policy or plan document to see when
the deductible starts over (usually, but not always, January 1st). See the chart

starting on page 2 for how much you pay for covered services after you meet the
deductible.

You don’t have to meet deductibles for specific services, but see the chart starting
on page 2 for other costs for services this plan covers.

The out-of-pocket limit is the most you could pay during a coverage period
(usually one year) for your share of the cost of covered services. This limit helps
you plan for health care expenses.

Even though you pay these expenses, they don’t count toward the out-of-pocket
limit.

If you use an in-network doctor or other health care provider, this plan will pay
some or all of the costs of covered services. Be aware, your in-network doctor or
hospital may use an out-of-network provider for some services. Plans use the term

in-network, preferred, or participating for providers in their network. See the
chart starting on page 2 for how this plan pays different kinds of providers.

You can see the specialist you choose without permission from this plan.

Some of the services this plan doesn’t cover are listed on page 6. See your policy or
plan document for additional information about excluded services.
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Copayments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.

Coinsurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if

the plan’s allowed amount for an overnight hospital stay is $1,000, your coinsurance payment of 20% would be $200. This may change if
you haven’t met your deductible.

® The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the

allowed amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and
the allowed amount is $1,000, you may have to pay the $500 difference. (This is called balance billing.)

® This plan may encourage you to use preferred providers by charging you lower deductibles, copayments and coinsurance amounts.

Common
Medical Event

If you visit a
health care

provider’s office

or clinic

Services You May Need

Primary care visit to treat an injury or
illness

Your Cost If You
Use a
Preferred
Provider
$30 copayment ($20
copayment enhanced
benefit) + 20%

coinsurance

Your Cost If You
Use an Out-of-
network Provider

40% coinsurance

Limitations & Exceptions

Enhanced benefit applies when services are
provided by an Enhanced provider.

Specialist visit

$30 copayment ($20
copayment enhanced
benefit) + 20%

coinsurance

40% coinsurance

none

Other practitioner office visit

$30 copayment +
20% coinsurance for
manipulative
therapy, acupuncture
and naturopathy

40% coinsurance for
manipulative
therapy, acupuncture
and naturopathy

Manipulative therapy is limited to 15 visits
per calendar year, acupuncture is limited to
8 visits per calendar year, additional visits
are covered with Preauthorization or will
not be covered (limits are shared with
preferred and out-of-network provider
networks).

Preventive
care/screening/immunization

No charge

40% coinsurance

Deductible does not apply for preferred
provider network

Services must be in accordance with the
Group Health well-care schedule.

If you have a test

Diagnostic test (x-ray, blood work)

20% coinsurance

40% coinsurance

none

Imaging (CT/PET scans, MRIs)

20% coinsurance

40% coinsurance

High end radiology imaging services such as
CT, MRI and PET require preauthorization
or will not be covered.
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Common
Medical Event

If you need
drugs to treat
your illness or
condition

More information
about

Services You May Need

Preferred generic drugs

Your Cost If You
Use a
Preferred
Provider

$10 copayment

Your Cost If You

Use an Out-of-

network Provider

Not covered

Limitations & Exceptions

Deductible does not apply for preferred
provider network
Covers up to a 30-day supply

Preferred brand drugs

$35 copayment or
$30 copayment at a
Group Health

pharmacy

Not covered

Deductible does not apply for preferred
provider network
Covers up to a 30-day supply

Non-preferred generic/brand drugs

$70 copayment or
$65 copayment at a

Not covered

Deductible does not apply for preferred
provider network

prescription drug Group Health Covers up to a 30-day supply
coverage is pharmacy
available at Member pays two
www.ghc.org. times the Group Deductible does not apply for preferred
Mail-order drugs Health pharmacy Not covered provider network
prescription drug Covers up to a 90-day supply
cost share
iyau !‘1ave Facility fee (e.g., ambulatory surgery 20% coinsurance 40% coinsurance fone
outpatient center)
surgery Physician/surgeon fees 20% coinsurance 40% coinsurance none
Notify Group Health within 24 hours of
. $100 copayment + $100 copayment + admission, or as soon thereafter as
Emergency room services o . o . . . . . .
20% coinsurance 20% coinsurance medically possible Copay is waived if
If you need dmitted
. o admitted.
E:::llfcal Emergency medical transportation 20% coinsurance 20% coinsurance none
attention $30 copayment ($20
Urgent care copayment enhanced 40% coinsurance none

benefit) + 20%

coinsurance

If you have a
hospital stay

Facility fee (e.g., hospital room)

20% coinsurance

40% coinsurance

Non-emergency inpatient services require
preauthorization or will not be covered.

Physician/surgeon fee

20% coinsurance

40% coinsurance

Non-emergency inpatient services require
preauthorization or will not be covered.
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Common
Medical Event

If you have
mental health,
behavioral
health, or
substance abuse
needs

Services You May Need

Mental/Behavioral health outpatient
services

Your Cost If You
Use a
Preferred
Provider
$30 copayment ($20
copayment enhanced

benefit) + 20%

coinsurance

Your Cost If You
Use an Out-of-
network Provider

40% coinsurance

Limitations & Exceptions

none

Mental/Behavioral health inpatient
services

20% coinsurance

40% coinsurance

Non-emergency inpatient services require
preauthorization or will not be covered.

Substance use disorder outpatient
services

$30 copayment ($20
copayment enhanced
benefit) + 20%

coinsurance

40% coinsurance

none

Substance use disorder inpatient
services

20% coinsurance

40% coinsurance

Non-emergency inpatient services require
preauthorization or will not be covered.

If you are
pregnant

Prenatal and postnatal care

$30 copayment ($20
copayment enhanced
benefit) + 20%

coinsurance

40% coinsurance

Preventive services related to prenatal and
preconception care are covered as
preventive care.

Routine care is covered as preventive care
and not subject to the co-pay.

Delivery and all inpatient services

20% coinsurance

40% coinsurance

Notify Group Health within 24 hours of
admission, or as soon thereafter as
medically possible.

Newborn services cost shares are separate
from that of the mother.
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Common
Medical Event

Services You May Need

Home health care

Your Cost If You
Use a
Preferred
Provider

20% coinsurance

Your Cost If You
Use an Out-of-
network Provider

40% coinsurance

Limitations & Exceptions

Limited to 130 visits per calendar year.
Limits combined with preferred and out-of-
network provider networks. Requires
preauthorization or will not be covered.

$30 copayment ($20
copayment enhanced
benefit) + 20%

40% coinsurance/
outpatient

Limited to 45 visits per calendar
year/outpatient. Limited to 30 days per
calendar year/inpatient. (combined limit

Rehabilitation services coinsurance/ o) with Habilitation services) Limits are
. 40% coinsurance/ i i
outpatient . . combined with preferred and out-of-
o inpatient . .
20% coinsurance/ network provider networks. Requires
It d hel inpatient preauthorization or will not be covered.
ou need he P -
younl P $30 copayment ($20 Limited to 45 visits per calendar
recovering or . L
copayment enhanced o) year/outpatient. Limited to 30 days per
have other o 40% coinsurance/ ) i : B
. benefit) + 20% . calendar year/inpatient. (combined limit
special health I . . outpatient . e . -
Habilitation services coinsurance/ o with Rehabilitation services) Limits are
needs . 40% coinsurance/ ) )
outpatient . . combined with preferred and out-of-
o inpatient . .
20% coinsurance/ network provider networks. Requires
inpatient preauthorization or will not be covered.
Limited to 60 days per calendar year. Limits
. . . . are combined with preferred and out-of-
Skilled nursing care 20% coinsurance 40% coinsurance . p .
network provider networks. Requires
preauthorization or will not be covered.
. . . . Requires preauthorization or will not be
Durable medical equipment 20% coinsurance 40% coinsurance d p
covered.
. . . . Requires preauthorization or will not be
Hospice service 20% coinsurance 40% coinsurance d p
covered.
Deductible does not appl
Eye exam No charge No charge . PPy
Limited to one exam every 12 months
If hild Deductible does not apply. Members age 19
our C . -
0 y ds dental of Shared with and over limited to $200 every 12 months;
eeds dental o . . :
. Glasses No charge preferred provider Members under age 19 limited to 1 pair of
eye care
y network frames and lenses per year or contact lenses
covered at 50% coinsurance
Dental check-up Not covered Not covered none
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Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy or plan document for other excluded services.)

e Bariatric surgery e Long-term care e Private-duty nursing
e Cosmetic surgery e Most coverage provided outside the United e Routine foot care

e Dental care (Adult) States. See www.ghc.otg e Weight loss programs
e Hearing Aids e Non-emergency care when traveling outside

o Infertility treatment the U.S.

Other Covered Services (This isn’t a complete list. Check your policy or plan document for other covered setvices and your costs for these
services.)

e Acupuncture e Chiropractic care (if prescribed for e Routine eye care (Adult)
rehabilitation purposes)

Your Rights to Continue Coverage:

If you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you to keep
health coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the premium
you pay while covered under the plan. Other limitations on your rights to continue coverage may also apply.

For more information on your rights to continue coverage, contact the plan at 1-888-901-4636. You may also contact your state insurance department, the
U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, or the U.S. Department of Health and
Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov.

Your Grievance and Appeals Rights:

If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For
questions about your rights, this notice, or assistance, you can contact: The Washington Office of Insurance Commissioner at :
http://www.insurance.wa.gov/yout-insurance/health-insurance/appeal/. The Insurance Consumer Hotline at 1-800-562-6900 or access to a page to

email the same office: http://www.insurance.wa.gov/your-insurance/email-us/. Or the Department of Labor’s Employee Benefits Security
Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform.

Language Access Services:
Spanish (Espanol): Para obtener asistencia en Espanol, llame al 1-888-901-4630.

Does this Coverage Provide Minimum Essential Coverage?
The Affordable Care Act requires most people to have health care coverage that qualifies as “minimum essential coverage.” This plan or policy does
provide minimum essential coverage.

Does this Coverage Meet the Minimum Value Standard?
The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuarial value). This
health coverage does meet the minimum value standard for the benefits it provides.

To see examples of how this plan might cover costs for a sample medical situation, see the next page.
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About these Coverage
Examples:

These examples show how this plan might cover
medical care in given situations. Use these
examples to see, in general, how much financial
protection a sample patient might get if they are
covered under different plans.

i Thisis

“ not a cost
estimator.

Don’t use these examples to
estimate your actual costs
under this plan. The actual
care you receive will be
different from these
examples, and the cost of

that care will also be
different.

See the next page for
important information about
these examples.

Having a baby

(normal delivery)

B Amount owed to providers: $7,540

m Plan pays $5,020
B Patient pays $2,520

Sample care costs:

Managing type 2 diabetes

(routine maintenance of
a well-controlled condition)

B Amount owed to providers: $5,400

B Plan pays $4,020
B Patient pays $1,380

Sample care costs:

Hospital charges (mother) $2,700 Prescriptions $2,900
Routine obstetric care $2,100 Medical Equipment and Supplies $1,300
Hospital charges (baby) $900 Office Visits and Procedures $700
Anesthesia $900 Education $300
Laboratory tests $500 Laboratory tests $100
Prescriptions $200 Vaccines, other preventive $100
Radiology $200 Total $5,400
Vaccines, other preventive $40
Total $7,540 | Patient pays:
Deductibles $500
Patient pays: Copays $700
Deductibles $1,000 Coinsurance $100
Copays $20 Limits or exclusions $80
Coinsurance $1,300 Total $1,380
Limits or exclusions $200
Total $2,520
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Questions and answers about the Coverage Examples:

What are some of the
assumptions behind the
Coverage Examples?

e Costs don’t include premiums.

e Sample care costs are based on national
averages supplied by the U.S.
Department of Health and Human
Services, and aren’t specific to a
particular geographic area or health plan.

e The patient’s condition was not an
excluded or preexisting condition.

e All services and treatments started and
ended in the same coverage period.

e There are no other medical expenses for
any member covered under this plan.

e Out-of-pocket expenses are based only
on treating the condition in the example.

e The patient received all care from in-
network providers. If the patient had
received care from out-of-network

providers, costs would have been higher.

What does a Coverage Example
show?

For each treatment situation, the Coverage
Example helps you see how deductibles,
copayments, and coinsurance can add up. It
also helps you see what expenses might be left
up to you to pay because the service or
treatment isn’t covered or payment is limited.

Does the Coverage Example
predict my own care needs?

No. Treatments shown are just examples.
The care you would receive for this
condition could be different based on your
doctor’s advice, your age, how serious your
condition is, and many other factors.

Does the Coverage Example
predict my future expenses?

No. Coverage Examples are not cost
estimators. You can’t use the examples to
estimate costs for an actual condition. They
are for comparative purposes only. Your
own costs will be different depending on
the care you receive, the prices your
providers charge, and the reimbursement
your health plan allows.

Questions: Call 1-888-901-4636 or visit us at www.ghc.org.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary
at www.ghc.org or call 1-888-901-4636 to request a copy.

Can | use Coverage Examples
to compare plans?

Yes. When you look at the Summary of
Benefits and Coverage for other plans,
you’ll find the same Coverage Examples.
When you compare plans, check the
“Patient Pays” box in each example. The
smaller that number, the more coverage
the plan provides.

Are there other costs | should
consider when comparing
plans?

Yes. An important cost is the premium
you pay. Generally, the lower your
premium, the more you’ll pay in out-of-
pocket costs, such as copayments,
deductibles, and coinsurance. You
should also consider contributions to
accounts such as health savings accounts
(HSAs), flexible spending arrangements
(FSAs) or health reimbursement accounts
(HRAsS) that help you pay out-of-pocket
expenses.
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Benefit Summary %
Educational Service District 123 - PPO Plan 3 "

Group Number: 6515400 GroupHealth
Effective Date 11/1/2016 Health Plan Access PPO Ref RQ-108552

This is a brief summary of benefits. THIS IS NOT A CONTRACT OR CERTIFICATE OF COVERAGE. All benefit descriptions, including alternative care,
are for medically necessary services. The Member will be charged the lesser of the cost share for the covered service or the actual charge for that service.
For full coverage provisions, including limitations, please refer to your certificate of coverage.

In accordance with the Patient Protection and Affordable Care Act of 2010,

® The lifetime maximum on the dollar value of covered essential health benefits no longer applies. Members whose coverage ended by reason of
reaching a lifetime limit under this plan are eligible to enroll in this plan, and
® Dependent children who are under the age of twenty-six (26) are eligible to enroll in this plan.

Benefits Preferred Provider Network Out-of-Network

Plan deductible Individual deductible: $500 per calendar year Individual deductible: $1,000 per calendar year
Family deductible: $1,000 per calendar year Family deductible: $2,000 per calendar year

Individual deductible : .

carryover 4th quarter carryover applies 4th quarter carryover applies

Plan coinsurance Plan pays 80%, you pay 20% Plan pays 60%, you pay 40% of the Allowed Amount.
Individual out-of-pocket limit: $2,500 Individual out-of-pocket limit: No limit
Family out-of-pocket limit: $5,000 Family out-of-pocket limit: No limit

Out-of-pocket limit Out-of-pocket expenses for the following covered services Out-of-pocket expenses for the following covered services
are included in the out-of-pocket limit: are included in the out-of-pocket limit:
All cost shares for covered services All cost shares for covered services

Pre-existing condition .

(PEC) waiting period No PEC Same as preferred provider network

Lifetime maximum Unlimited Shared with preferred provider maximum

$30 copay ($20 copay enhanced benefit), deductible and

Outpatient services coinsurance apply

(Office visits) No copay, deductible and coinsurance apply

Enhanced benefit applies when services are provided by an
Enhanced provider.

; ; Inpatient services: Deductible and coinsurance apply Inpatient services: Deductible and coinsurance apply
Hospital services . . . ; . . . .
Outpatient surgery: Deductible and coinsurance apply Outpatient surgery: Deductible and coinsurance apply
Prescription drugs Preferred generic/preferred brand/non-preferred

(some injectable drugs may | $10/$35/$70 copay up to a 30 day supply. Preferred brand | Preferred generic/preferred brand/non-preferred
be covered under Outpatient |and non-preferred drugs will be $5 less when obtained ata | Not covered
services) Group Health pharmacy.

2x the Group Health pharmacy cost share up to a 90 day

Not covered
supply

Prescription mail order

Covered up to 8 visits per calendar year without prior
Acupuncture authorization; additional visits when approved by the plan
$30 copay, deductible and coinsurance apply

Visit limits shared with preferred provider network
No copay, deductible and coinsurance apply

Ambulance services Deductible and coinsurance apply Preferred provider deductible and coinsurance apply
Inpatient: Deductible and coinsurance apply Inpatient: Deductible and coinsurance apply
Chemical dependency Outpatient: $30 copay ($20 copay enhanced benefit), Outpatient: No copay, deductible and coinsurance apply

deductible and coinsurance apply

Devices, equipment and
supplies

® Durable medical
equipment

® Orthopedic
appliances

® Post-mastectomy
bras limited to two (2)
every six (6) months

® (Ostomy supplies

® Prosthetic devices

Deductible and coinsurance apply Deductible and coinsurance apply






Diabetic supplies

Diagnostic lab and X-ray
services

Emergency services
(copay waived if admitted)

Hearing exams (routine)
Hearing hardware
Home health services

Hospice services

Infertility services

Manipulative therapy

Massage services

Maternity services

Mental Health

Naturopathy

Newborn Services

Obesity-related surgery
(bariatric)

Organ transplants

Preventive care
Well-care physicals,
immunizations, Pap smear
exams, mammograms

Rehabilitation services

Rehabilitation visits are a total
of combined therapy visits per

calendar year

Skilled nursing facility

Sterilization (vasectomy,
tubal ligation)

Insulin, needles, syringes and lancets-see Prescription
drugs. External insulin pumps, blood glucose monitors,
testing reagents and supplies-see Devices, equipment and
supplies. When Devices, equipment and supplies or
Prescription drugs are covered and have benefit limits,
diabetic supplies are not subject to these limits.

Inpatient: Covered under Hospital services
Outpatient: Deductible and coinsurance apply

High end radiology imaging services such as CT, MR and
PET must be determined Medically Necessary and require
prior authorization except when associated with Emergency
care or inpatient services.

$100 copay
Deductible and coinsurance apply

$30 copay ($20 copay enhanced benefit), deductible and
coinsurance apply

Not covered

Covered at deductible and coinsurance up to 130 visits total
per calendar year

Deductible and coinsurance apply
Not covered

Covered up to 15 visits per calendar year without prior
authorization; additional visits when approved by the plan
$30 copay, deductible and coinsurance apply

See Rehabilitation services

Inpatient: Deductible and coinsurance apply

Outpatient: $30 copay ($20 copay enhanced benefit),
deductible and coinsurance apply. Routine care not subject
to outpatient services copay.

Inpatient: Deductible and coinsurance apply
Outpatient: $30 copay ($20 copay enhanced benefit),
deductible and coinsurance apply

$30 copay, deductible and coinsurance apply

Initial hospital stay: See Hospital Services; Office visits: See
Outpatient Services; Routine well care: See Preventive care.
Any applicable cost share for newborn services is separate
from that of the mother.

Not covered

Unlimited, no waiting period

Inpatient: Deductible and coinsurance apply
Outpatient: $30 copay, deductible and coinsurance apply

Covered in full

Women's preventive care services (including contraceptive
drugs and devices and sterilization) are covered in full.

Inpatient: 30 days per calendar year

Deductible and coinsurance apply

Outpatient:45 visits per calendar year

$30 copay ($20 copay enhanced benefit), deductible and
coinsurance apply

Up to 60 days per calendar year, deductible and coinsurance
apply

Inpatient: Deductible and coinsurance apply
Outpatient: $30 copay, deductible and coinsurance apply

Women's sterilization procedures are covered in full.

Insulin, needles, syringes and lancets-see Prescription
drugs. External insulin pumps, blood glucose monitors,
testing reagents and supplies-see Devices, equipment and
supplies. When Devices, equipment and supplies or
Prescription drugs are covered and have benefit limits,
diabetic supplies are not subject to these limits.

Inpatient: Covered under Hospital services
Outpatient: Deductible and coinsurance apply

High end radiology imaging services such as CT, MR and
PET must be determined Medically Necessary and require
prior authorization except when associated with Emergency
care or inpatient services.

$100 copay
Preferred provider deductible and coinsurance apply
No copay, deductible and coinsurance apply

Not covered

Visit limit shared with preferred provider network
Deductible and coinsurance apply

Deductible and coinsurance apply

Not covered

Visit limits shared with preferred provider network
No copay, deductible and coinsurance apply

See Rehabilitation services

Inpatient: Deductible and coinsurance apply
Outpatient: No copay, deductible and coinsurance apply

Inpatient: Deductible and coinsurance apply
Outpatient: No copay, deductible and coinsurance apply

No copay, deductible and coinsurance apply

Initial hospital stay: See Hospital Services; Office visits: See
Outpatient Services; Routine well care: See Preventive care.
Any applicable cost share for newborn services is separate
from that of the mother.

Not covered

Shared with preferred provider network

Inpatient: Deductible and coinsurance apply
Outpatient: No copay, deductible and coinsurance apply

Deductible and coinsurance apply

Women's preventive care services (including contraceptive
drugs and devices and sterilization) are subject to the
applicable Preventive Care cost share and benefit
maximums.

Routine mammograms: Deductible and coinsurance apply

Inpatient: Day limits shared with preferred provider network
Deductible and coinsurance apply

Outpatient: Visit limits shared with preferred provider
network

No copay, deductible and coinsurance apply

Day limits shared with preferred provider network, deductible
and coinsurance apply

Inpatient: Deductible and coinsurance apply
Outpatient: No copay, deductible and coinsurance apply

Women's sterilization procedures are covered subject to the
applicable Preventive Care cost share and benefit
maximums.





Inpatient: Deductible and coinsurance apply
Outpatient: $30 copay ($20 copay enhanced benefit),
deductible and coinsurance apply

Temporomandibular Joint
(TMJ) services

Tobacco cessation

. Quit for Life Program - covered in full
counseling

Routine vision care

(2 visit every 12 months) Covered in full

Members under 19: 1 pair of frames and lenses per year or
contact lenses covered at 50% coinsurance
Members age 19 and over: $200 per 12 months

Optical hardware
Lenses, including contact
lenses and frames

Not subject to deductible and coinsurance
Coverage provided by Group Health Options, Inc.

Inpatient: Deductible and coinsurance apply
Outpatient: No copay, deductible and coinsurance apply

Applicable cost shares apply

Covered in full

Shared with preferred provider network
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€ GroupHealth

Group Health Options, Inc.: ESD 123 PPO Plan 4

Summary of Benefits and Coverage: What this Plan Covers & What it Costs

Foa
ooy

Coverage Period: 11/1/2016 to 11/1/2017
Coverage for: Group | Plan Type: PPO

This is only a summary. If you want more detail about your coverage and costs, you can get the complete terms in the policy or plan
document at www.ghc.org or by calling 1-888-901-4636.

Important Questions Why this Matters:

What is the overall
deductible?

Are there other
deductibles for specific
services?

Is there an out—of-
pocket limit on my
expenses?

What is not included in

the out—of-pocket
limit?

Does this plan use a
network of providers?

Do I need a referral to
see a specialist?

Are there services this
plan doesn’t cover?

$2,000 individual/$4,000 family for
preferred provider network

$4,000 individual /$8,000 family out-of-

network

Does not apply to preferred provider
preventive care, preferred provider
prescription drugs and eye exams.

No.

Yes, for preferred provider network
$6,600 individual /$13,200 family
No limit for out-of-network.

Premiums, balance-billed charges and
health care this plan doesn’t cover.

Yes. See www.ghc.org or call 1-888-
901-46306 for a list of participating
providers.

No.

Yes.

Questions: Call 1-888-901-4636 or visit us at www.ghc.org.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary
at www.ghc.org or call 1-888-901-4636 to request a copy.

You must pay all the costs up to the deductible amount before this plan begins to
pay for covered services you use. Check your policy or plan document to see when
the deductible starts over (usually, but not always, January 1st). See the chart

starting on page 2 for how much you pay for covered services after you meet the
deductible.

You don’t have to meet deductibles for specific services, but see the chart starting
on page 2 for other costs for services this plan covers.

The out-of-pocket limit is the most you could pay during a coverage period
(usually one year) for your share of the cost of covered services. This limit helps
you plan for health care expenses.

Even though you pay these expenses, they don’t count toward the out-of-pocket
limit.

If you use an in-network doctor or other health care provider, this plan will pay
some or all of the costs of covered services. Be aware, your in-network doctor or
hospital may use an out-of-network provider for some services. Plans use the term

in-network, preferred, or participating for providers in their network. See the
chart starting on page 2 for how this plan pays different kinds of providers.

You can see the specialist you choose without permission from this plan.

Some of the services this plan doesn’t cover are listed on page 6. See your policy or
plan document for additional information about excluded services.
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Copayments are fixed dollar amounts (for example, $15) you pay for covered health care, usually when you receive the service.

Coinsurance is your share of the costs of a covered service, calculated as a percent of the allowed amount for the service. For example, if

the plan’s allowed amount for an overnight hospital stay is $1,000, your coinsurance payment of 20% would be $200. This may change if
you haven’t met your deductible.

® The amount the plan pays for covered services is based on the allowed amount. If an out-of-network provider charges more than the

allowed amount, you may have to pay the difference. For example, if an out-of-network hospital charges $1,500 for an overnight stay and
the allowed amount is $1,000, you may have to pay the $500 difference. (This is called balance billing.)

® This plan may encourage you to use preferred providers by charging you lower deductibles, copayments and coinsurance amounts.

Common
Medical Event

If you visit a
health care

provider’s office

or clinic

Services You May Need

Primary care visit to treat an injury or
illness

Your Cost If You
Use a
Preferred
Provider
$30 copayment ($20
copayment enhanced
benefit) + 30%

coinsurance

Your Cost If You
Use an Out-of-
network Provider

50% coinsurance

Limitations & Exceptions

Enhanced benefit applies when services are
provided by an Enhanced provider.

Specialist visit

$30 copayment ($20
copayment enhanced
benefit) + 30%

coinsurance

50% coinsurance

none

Other practitioner office visit

$30 copayment +
30% coinsurance for
manipulative
therapy, acupuncture
and naturopathy

50% coinsurance for
manipulative
therapy, acupuncture
and naturopathy

Manipulative therapy is limited to 15 visits
per calendar year, acupuncture is limited to
8 visits per calendar year, additional visits
are covered with Preauthorization or will
not be covered (limits are shared with
preferred and out-of-network provider
networks).

Preventive
care/screening/immunization

No charge

50% coinsurance

Deductible does not apply for preferred
provider network

Services must be in accordance with the
Group Health well-care schedule.

If you have a test

Diagnostic test (x-ray, blood work)

30% coinsurance

50% coinsurance

none

Imaging (CT/PET scans, MRIs)

30% coinsurance

50% coinsurance

High end radiology imaging services such as
CT, MRI and PET require preauthorization
or will not be covered.
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Common
Medical Event

If you need
drugs to treat
your illness or
condition

More information
about

Services You May Need

Preferred generic drugs

Your Cost If You
Use a
Preferred
Provider
$20 copayment or
$15 copayment at a

Group Health
pharmacy

Your Cost If You
Use an Out-of-
network Provider

Not covered

Limitations & Exceptions

Deductible does not apply for preferred
provider network
Covers up to a 30-day supply

Preferred brand drugs

$50 copayment or
$45 copayment at a
Group Health

pharmacy

Not covered

Deductible does not apply for preferred
provider network
Covers up to a 30-day supply

Non-preferred generic/brand drugs

$95 copayment or
$85 copayment at a

Not covered

Deductible does not apply for preferred
provider network

prescription drug Group Health
coverage is pharmacy Covers up to a 30-day supply
avallabl}c: at Member pays two
WWW.gOC.0Lg: times the Group Deductible does not apply for preferred
Mail-order drugs Health pharmacy Not covered provider network
prescription drug Covers up to a 90-day supply
cost share
If you have Facility fee (e.g., ambulatory surgery 30% coinsurance 50% coinsurance none
outpatient center)
surgery Physician/surgeon fees 30% coinsurance 50% coinsurance none
Notify Group Health within 24 hours of
Eimereency room services $150 copayment + $150 copayment + admission, or as soon thereafter as
geney 30% coinsurance 30% coinsurance medically possible Copay is waived if
.If you ITeed admitted.
i?ergiiillate Emergency medical transportation 30% coinsurance 30% coinsurance none
attention $30 copaymen}: ($20d
Urgent care copayment enhanced | 50, oinsurance none

benefit) + 30%
coinsurance

If you have a
hospital stay

Facility fee (e.g., hospital room)

30% coinsurance

50% coinsurance

Non-emergency inpatient services require
preauthorization or will not be covered.

Physician/surgeon fee

30% coinsurance

50% coinsurance

Non-emergency inpatient services require
preauthorization or will not be covered.
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Common
Medical Event

If you have
mental health,
behavioral
health, or
substance abuse
needs

Services You May Need

Mental/Behavioral health outpatient
services

Your Cost If You
Use a
Preferred
Provider
$30 copayment ($20
copayment enhanced

benefit) + 30%

coinsurance

Your Cost If You
Use an Out-of-
network Provider

50% coinsurance

Limitations & Exceptions

none

Mental/Behavioral health inpatient
services

30% coinsurance

50% coinsurance

Non-emergency inpatient services require
preauthorization or will not be covered.

Substance use disorder outpatient
services

$30 copayment ($20
copayment enhanced
benefit) + 30%

coinsurance

50% coinsurance

none

Substance use disorder inpatient
services

30% coinsurance

50% coinsurance

Non-emergency inpatient services require
preauthorization or will not be covered.

If you are
pregnant

Prenatal and postnatal care

$30 copayment ($20
copayment enhanced
benefit) + 30%

coinsurance

50% coinsurance

Preventive services related to prenatal and
preconception care are covered as
preventive care.

Routine care is covered as preventive care
and not subject to the co-pay.

Delivery and all inpatient services

30% coinsurance

50% coinsurance

Notify Group Health within 24 hours of
admission, or as soon thereafter as
medically possible.

Newborn services cost shares are separate
from that of the mother.
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Common
Medical Event

Services You May Need

Home health care

Your Cost If You
Use a
Preferred
Provider

30% coinsurance

Your Cost If You
Use an Out-of-
network Provider

50% coinsurance

Limitations & Exceptions

Limited to 130 visits per calendar year.
Limits combined with preferred and out-of-
network provider networks. Requires
preauthorization or will not be covered.

$30 copayment ($20
copayment enhanced
benefit) + 30%

50% coinsurance/
outpatient

Limited to 45 visits per calendar
year/outpatient. Limited to 30 days per
calendar year/inpatient. (combined limit

Rehabilitation services coinsurance/ o) with Habilitation services) Limits are
. 50% coinsurance/ i i
outpatient . . combined with preferred and out-of-
o inpatient . .
30% coinsurance/ network provider networks. Requires
It d hel inpatient preauthorization or will not be covered.
ou need he P -
younl P $30 copayment ($20 Limited to 45 visits per calendar
recovering or . L
copayment enhanced o) year/outpatient. Limited to 30 days per
have other o 50% coinsurance/ ) i : B
. benefit) + 30% . calendar year/inpatient. (combined limit
special health I . . outpatient . e . -
Habilitation services coinsurance/ o with Rehabilitation services) Limits are
needs . 50% coinsurance/ ) )
outpatient . . combined with preferred and out-of-
o inpatient . .
30% coinsurance/ network provider networks. Requires
inpatient preauthorization or will not be covered.
Limited to 60 days per calendar year. Limits
. . . . are combined with preferred and out-of-
Skilled nursing care 30% coinsurance 50% coinsurance . p .
network provider networks. Requires
preauthorization or will not be covered.
. . . . Requires preauthorization or will not be
Durable medical equipment 30% coinsurance 50% coinsurance d p
covered.
. . . . Requires preauthorization or will not be
Hospice service 30% coinsurance 50% coinsurance d p
covered.
Deductible does not appl
Eye exam No charge No charge . PPy
Limited to one exam every 12 months
If hild Deductible does not apply. Members age 19
our C . -
0 y ds dental of Shared with and over limited to $200 every 12 months;
eeds dental o . . :
. Glasses No charge preferred provider Members under age 19 limited to 1 pair of
eye care
y network frames and lenses per year or contact lenses
covered at 50% coinsurance
Dental check-up Not covered Not covered none
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Excluded Services & Other Covered Services:

Services Your Plan Does NOT Cover (This isn’t a complete list. Check your policy or plan document for other excluded services.)

e Bariatric surgery e Long-term care e Private-duty nursing
e Cosmetic surgery e Most coverage provided outside the United e Routine foot care

e Dental care (Adult) States. See www.ghc.otg e Weight loss programs
e Hearing Aids e Non-emergency care when traveling outside

o Infertility treatment the U.S.

Other Covered Services (This isn’t a complete list. Check your policy or plan document for other covered setvices and your costs for these
services.)

e Acupuncture e Chiropractic care (if prescribed for e Routine eye care (Adult)
rehabilitation purposes)

Your Rights to Continue Coverage:

If you lose coverage under the plan, then, depending upon the circumstances, Federal and State laws may provide protections that allow you to keep
health coverage. Any such rights may be limited in duration and will require you to pay a premium, which may be significantly higher than the premium
you pay while covered under the plan. Other limitations on your rights to continue coverage may also apply.

For more information on your rights to continue coverage, contact the plan at 1-888-901-4636. You may also contact your state insurance department, the
U.S. Department of Labor, Employee Benefits Security Administration at 1-866-444-3272 or www.dol.gov/ebsa, or the U.S. Department of Health and
Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov.

Your Grievance and Appeals Rights:

If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For
questions about your rights, this notice, or assistance, you can contact: The Washington Office of Insurance Commissioner at :
http://www.insurance.wa.gov/yout-insurance/health-insurance/appeal/. The Insurance Consumer Hotline at 1-800-562-6900 or access to a page to

email the same office: http://www.insurance.wa.gov/your-insurance/email-us/. Or the Department of Labor’s Employee Benefits Security
Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform.

Language Access Services:
Spanish (Espanol): Para obtener asistencia en Espanol, llame al 1-888-901-4630.

Does this Coverage Provide Minimum Essential Coverage?
The Affordable Care Act requires most people to have health care coverage that qualifies as “minimum essential coverage.” This plan or policy does
provide minimum essential coverage.

Does this Coverage Meet the Minimum Value Standard?
The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum value standard is 60% (actuarial value). This
health coverage does meet the minimum value standard for the benefits it provides.

To see examples of how this plan might cover costs for a sample medical situation, see the next page.
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About these Coverage
Examples:

These examples show how this plan might cover
medical care in given situations. Use these
examples to see, in general, how much financial
protection a sample patient might get if they are
covered under different plans.

i Thisis

“ not a cost
estimator.

Don’t use these examples to
estimate your actual costs
under this plan. The actual
care you receive will be
different from these
examples, and the cost of

that care will also be
different.

See the next page for
important information about
these examples.

Having a baby

(normal delivery)

B Amount owed to providers: $7,540

B Plan pays $3,120
B Patient pays $4,420

Sample care costs:

Managing type 2 diabetes

(routine maintenance of
a well-controlled condition)

B Amount owed to providers: $5,400

m Plan pays $3,090
B Patient pays $2,310

Sample care costs:

Hospital charges (mother) $2,700 Prescriptions $2,900
Routine obstetric care $2,100 Medical Equipment and Supplies $1,300
Hospital charges (baby) $900 Office Visits and Procedures $700
Anesthesia $900 Education $300
Laboratory tests $500 Laboratory tests $100
Prescriptions $200 Vaccines, other preventive $100
Radiology $200 Total $5,400
Vaccines, other preventive $40
Total $7,540 | Patient pays:
Deductibles $1,100
Patient pays: Copays $1,100
Deductibles $2,900 Coinsurance $30
Copays $20 Limits or exclusions $80
Coinsurance $1,300 Total $2,310
Limits or exclusions $200
Total $4,420
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Questions and answers about the Coverage Examples:

What are some of the
assumptions behind the
Coverage Examples?

e Costs don’t include premiums.

e Sample care costs are based on national
averages supplied by the U.S.
Department of Health and Human
Services, and aren’t specific to a
particular geographic area or health plan.

e The patient’s condition was not an
excluded or preexisting condition.

e All services and treatments started and
ended in the same coverage period.

e There are no other medical expenses for
any member covered under this plan.

e Out-of-pocket expenses are based only
on treating the condition in the example.

e The patient received all care from in-
network providers. If the patient had
received care from out-of-network

providers, costs would have been higher.

What does a Coverage Example
show?

For each treatment situation, the Coverage
Example helps you see how deductibles,
copayments, and coinsurance can add up. It
also helps you see what expenses might be left
up to you to pay because the service or
treatment isn’t covered or payment is limited.

Does the Coverage Example
predict my own care needs?

No. Treatments shown are just examples.
The care you would receive for this
condition could be different based on your
doctor’s advice, your age, how serious your
condition is, and many other factors.

Does the Coverage Example
predict my future expenses?

No. Coverage Examples are not cost
estimators. You can’t use the examples to
estimate costs for an actual condition. They
are for comparative purposes only. Your
own costs will be different depending on
the care you receive, the prices your
providers charge, and the reimbursement
your health plan allows.

Questions: Call 1-888-901-4636 or visit us at www.ghc.org.
If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary
at www.ghc.org or call 1-888-901-4636 to request a copy.

Can | use Coverage Examples
to compare plans?

Yes. When you look at the Summary of
Benefits and Coverage for other plans,
you’ll find the same Coverage Examples.
When you compare plans, check the
“Patient Pays” box in each example. The
smaller that number, the more coverage
the plan provides.

Are there other costs | should
consider when comparing
plans?

Yes. An important cost is the premium
you pay. Generally, the lower your
premium, the more you’ll pay in out-of-
pocket costs, such as copayments,
deductibles, and coinsurance. You
should also consider contributions to
accounts such as health savings accounts
(HSAs), flexible spending arrangements
(FSAs) or health reimbursement accounts
(HRAS) that help you pay out-of-pocket
expenses.
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Benefit Summary

Educational Service District 123 - PPO Plan 4
Group Number: 6772800

Effective Date 11/1/2016

&

GroupHeailth.

Health Plan Access PPO Ref RQ-108552

This is a brief summary of benefits. THIS IS NOT A CONTRACT OR CERTIFICATE OF COVERAGE. All benefit descriptions, including alternative care,
are for medically necessary services. The Member will be charged the lesser of the cost share for the covered service or the actual charge for that service.

For full coverage provisions, including limitations, please refer to your certificate of coverage.

In accordance with the Patient Protection and Affordable Care Act of 2010,

® The lifetime maximum on the dollar value of covered essential health benefits no longer applies. Members whose coverage ended by reason of
reaching a lifetime limit under this plan are eligible to enroll in this plan, and
® Dependent children who are under the age of twenty-six (26) are eligible to enroll in this plan.

Benefits

Preferred Provider Network

Out-of-Network

Plan deductible

Individual deductible: $2,000 per calendar year
Family deductible: $4,000 per calendar year

Individual deductible: $4,000 per calendar year
Family deductible: $8,000 per calendar year

Individual deductible
carryover

4th quarter carryover applies

4th quarter carryover applies

Plan coinsurance

Plan pays 70%, you pay 30%

Plan pays 50%, you pay 50% of the Allowed Amount.

Out-of-pocket limit

Individual out-of-pocket limit: $6,600
Family out-of-pocket limit: $13,200

Out-of-pocket expenses for the following covered services
are included in the out-of-pocket limit:

All cost shares for covered services

Individual out-of-pocket limit: No limit
Family out-of-pocket limit: No limit

Out-of-pocket expenses for the following covered services
are included in the out-of-pocket limit:

All cost shares for covered services

Pre-existing condition
(PEC) waiting period

No PEC

Same as preferred provider network

Lifetime maximum

Unlimited

Shared with preferred provider maximum

Outpatient services
(Office visits)

$30 copay ($20 copay enhanced benefit), deductible and
coinsurance apply

Enhanced benefit applies when services are provided by an
Enhanced provider.

No copay, deductible and coinsurance apply

Hospital services

Inpatient services: Deductible and coinsurance apply
Outpatient surgery: Deductible and coinsurance apply

Inpatient services: Deductible and coinsurance apply
Outpatient surgery: Deductible and coinsurance apply

Prescription drugs

(some injectable drugs may
be covered under Outpatient
services)

Preferred generic/preferred brand/non-preferred
$20/$50/$95 up to a 30 day supply. Preferred generic and
brand drugs will be $5 less and non-preferred drugs will be
$10 less when obtained at a Group Health pharmacy.

Preferred generic/preferred brand/non-preferred
Not covered

Prescription mail order

2x the Group Health pharmacy cost share up to a 90 day
supply

Not covered

Acupuncture

Covered up to 8 visits per calendar year without prior
authorization; additional visits when approved by the plan
$30 copay, deductible and coinsurance apply

Visit limits shared with preferred provider network
No copay, deductible and coinsurance apply

Ambulance services

Deductible and coinsurance apply

Preferred provider deductible and coinsurance apply

Chemical dependency

Inpatient: Deductible and coinsurance apply
Outpatient: $30 copay ($20 copay enhanced benefit),
deductible and coinsurance apply

Inpatient: Deductible and coinsurance apply
Outpatient: No copay, deductible and coinsurance apply

Devices, equipment and
supplies

Durable medical
equipment
Orthopedic
appliances
Post-mastectomy
bras limited to two (2)
every six (6) months
Ostomy supplies
Prosthetic devices

Deductible and coinsurance apply

Deductible and coinsurance apply






Diabetic supplies

Diagnostic lab and X-ray
services

Emergency services
(copay waived if admitted)

Hearing exams (routine)
Hearing hardware
Home health services

Hospice services

Infertility services

Manipulative therapy

Massage services

Maternity services

Mental Health

Naturopathy

Newborn Services

Obesity-related surgery
(bariatric)

Organ transplants

Preventive care
Well-care physicals,
immunizations, Pap smear
exams, mammograms

Rehabilitation services

Rehabilitation visits are a total
of combined therapy visits per

calendar year

Skilled nursing facility

Sterilization (vasectomy,
tubal ligation)

Insulin, needles, syringes and lancets-see Prescription
drugs. External insulin pumps, blood glucose monitors,
testing reagents and supplies-see Devices, equipment and
supplies. When Devices, equipment and supplies or
Prescription drugs are covered and have benefit limits,
diabetic supplies are not subject to these limits.

Inpatient: Covered under Hospital services
Outpatient: Deductible and coinsurance apply

High end radiology imaging services such as CT, MR and
PET must be determined Medically Necessary and require
prior authorization except when associated with Emergency
care or inpatient services.

$150 copay
Deductible and coinsurance apply

$30 copay ($20 copay enhanced benefit), deductible and
coinsurance apply

Not covered

Covered at deductible and coinsurance up to 130 visits total
per calendar year

Deductible and coinsurance apply
Not covered

Covered up to 15 visits per calendar year without prior
authorization; additional visits when approved by the plan
$30 copay, deductible and coinsurance apply

See Rehabilitation services

Inpatient: Deductible and coinsurance apply

Outpatient: $30 copay ($20 copay enhanced benefit),
deductible and coinsurance apply. Routine care not subject
to outpatient services copay.

Inpatient: Deductible and coinsurance apply
Outpatient: $30 copay ($20 copay enhanced benefit),
deductible and coinsurance apply

$30 copay, deductible and coinsurance apply

Initial hospital stay: See Hospital Services; Office visits: See
Outpatient Services; Routine well care: See Preventive care.
Any applicable cost share for newborn services is separate
from that of the mother.

Not covered

Unlimited, no waiting period

Inpatient: Deductible and coinsurance apply
Outpatient: $30 copay, deductible and coinsurance apply

Covered in full

Women's preventive care services (including contraceptive
drugs and devices and sterilization) are covered in full.

Inpatient: 30 days per calendar year

Deductible and coinsurance apply

Outpatient:45 visits per calendar year

$30 copay ($20 copay enhanced benefit), deductible and
coinsurance apply

Up to 60 days per calendar year, deductible and coinsurance
apply

Inpatient: Deductible and coinsurance apply
Outpatient: $30 copay, deductible and coinsurance apply

Women's sterilization procedures are covered in full.

Insulin, needles, syringes and lancets-see Prescription
drugs. External insulin pumps, blood glucose monitors,
testing reagents and supplies-see Devices, equipment and
supplies. When Devices, equipment and supplies or
Prescription drugs are covered and have benefit limits,
diabetic supplies are not subject to these limits.

Inpatient: Covered under Hospital services
Outpatient: Deductible and coinsurance apply

High end radiology imaging services such as CT, MR and
PET must be determined Medically Necessary and require
prior authorization except when associated with Emergency
care or inpatient services.

$150 copay
Preferred provider deductible and coinsurance apply
No copay, deductible and coinsurance apply

Not covered

Visit limit shared with preferred provider network
Deductible and coinsurance apply

Deductible and coinsurance apply

Not covered

Visit limits shared with preferred provider network
No copay, deductible and coinsurance apply

See Rehabilitation services

Inpatient: Deductible and coinsurance apply
Outpatient: No copay, deductible and coinsurance apply

Inpatient: Deductible and coinsurance apply
Outpatient: No copay, deductible and coinsurance apply

No copay, deductible and coinsurance apply

Initial hospital stay: See Hospital Services; Office visits: See
Outpatient Services; Routine well care: See Preventive care.
Any applicable cost share for newborn services is separate
from that of the mother.

Not covered

Shared with preferred provider network

Inpatient: Deductible and coinsurance apply
Outpatient: No copay, deductible and coinsurance apply

Deductible and coinsurance apply

Women's preventive care services (including contraceptive
drugs and devices and sterilization) are subject to the
applicable Preventive Care cost share and benefit
maximums.

Routine mammograms: Deductible and coinsurance apply

Inpatient: Day limits shared with preferred provider network
Deductible and coinsurance apply

Outpatient: Visit limits shared with preferred provider
network

No copay, deductible and coinsurance apply

Day limits shared with preferred provider network, deductible
and coinsurance apply

Inpatient: Deductible and coinsurance apply
Outpatient: No copay, deductible and coinsurance apply

Women's sterilization procedures are covered subject to the
applicable Preventive Care cost share and benefit
maximums.





Inpatient: Deductible and coinsurance apply
Outpatient: $30 copay ($20 copay enhanced benefit),
deductible and coinsurance apply

Temporomandibular Joint
(TMJ) services

Tobacco cessation

. Quit for Life Program - covered in full
counseling

Routine vision care

(2 visit every 12 months) Covered in full

Members under 19: 1 pair of frames and lenses per year or
contact lenses covered at 50% coinsurance
Members age 19 and over: $200 per 12 months

Optical hardware
Lenses, including contact
lenses and frames

Not subject to deductible and coinsurance
Coverage provided by Group Health Options, Inc.

Inpatient: Deductible and coinsurance apply
Outpatient: No copay, deductible and coinsurance apply

Applicable cost shares apply

Covered in full

Shared with preferred provider network
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Name ________________________________ Location _________________ Last 4 SSN ________________



You now have the opportunity to enroll for group medical plan coverage in the ESD 123 medical plan.  If you do not enroll yourself and any eligible dependents by __________________, your next opportunity to enroll will be during the plan’s annual enrollment period each year during the month of September with coverage effective the following November 1st, unless you qualify for a special enrollment (see below). 



In addition to special enrollment rights you may be able to enroll in the plan if you experience certain “change in status” events that are permitted by the IRS and under the terms of the ESD 123 plan.  Status changes that will permit you to enroll in our plan are included in the ESD 123 “Your Benefits” Handbook. 



Special Enrollments 



If you are declining enrollment for yourself and/or your dependents (including your spouse) because of other health insurance coverage or group health plan coverage, you may be able to enroll yourself and/or your dependents in this plan if you or your dependents lose eligibility for that other coverage or if the employer stops contributing towards your or your dependent’s coverage.  However, you must complete this form indicating that the other coverage is reason you are waiving coverage under this plan and you must request enrollment within 30 days after your other coverage ends or after the employer stops contributing towards the other coverage. 



[bookmark: _GoBack]In addition, if you have a new dependent as a result of marriage, birth, adoption, or placement for adoption, you may be able to enroll yourself and/or your dependent(s).  However, you must request enrollment within 30 days after the marriage, birth, adoption or placement for adoption.  To request special enrollment or obtain more information, please contact Liset Corral in the Payroll Office at 509-544-5716. 



      Check here if you are covered by other group medical coverage

Name of Plan: ___________________________________________________ 



      Check here if your dependents are covered by other group medical coverage

Name of Plan: ________________________________________________________

 

      The other coverage is the reason for not enrolling myself and/or my eligible dependents under the ESD 123 Plan.



       Other reason for waiving coverage: ________________________________________________________





I understand that by not enrolling in plan coverage now, the opportunity to enroll later is limited as explained above.



_________________________________________________________         ____________________________

  Signature								            Date
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Insurance for every step of life. Plan Benefits

Benefits begin after 90 days of
disability.

Waiting period may be served
with total or partial disability or a
combination of both.

60% of your monthly
pre-disability earnings
$1,000 per month

The greater of $100 or 10% of
the gross monthly benefit

If you become disabled, as
defined by the policy prior to age
60, benefits are payable to
normal retirement age as
currently defined by Social
Security.

Monthly Benefits Begin

For ESD 123 - Base Plan
Benefit Replacement

Percentage
Maximum Benefit

Minimum Benefit

Long Term Disability coverage is a big help in times of
need. You get a monthly check if you can’t do your regular
job because of the illness or injury, whether it's work-
related or not, though pre-existing conditions may be
excluded.

Maximum Benefit
Period

Plan Features
e Eligibility Requirement
If you are an active full-time employee
(excluding Board Members), working 20 or more
hours per week, you will be covered with these
benefits.

If you become disabled and can
work part time (but not full time),
you may be eligible for partial
disability benefits.

The maximum period of payment
for all disabilities due to
alcoholism or drug abuse is 24
months.

Partial Disability

Alcoholism or Drug

e Who pays for the coverage?
Abuse

Long Term Disability Insurance premiums are
paid for by your employer.

The maximum period of payment
for all disabilities due to mental
iliness is 24 months.

e Collecting Your Benefit
Once you satisfy the plan’s requirements for
partial or total disability, you'll receive a benefit
once a month for as long as your disability lasts or
for your policy’s maximum disability duration,
whichever comes first.

Mental lliness

The maximum period of payment
for all disabilities due to special
conditions is unlimited.

Special Condition

What is Total Disability?

You are considered totally disabled if you are
unable to do the material duties of your own
occupation and have at least a 20% loss of
earnings.

Guaranteed Acceptance

Enroll when this coverage is initially offered and
you won’t need to answer any health questions,
although benefits may not be payable for pre-
existing conditions.

Survivor Benefit

Vocational
Rehabilitation

Employee Assistance
Program

If you have been disabled for
more than 180 days, upon
confirmation of your death, we
will pay your eligible survivor a
lump sum benefit equal to three
times your monthly benefit.

We have Vocational
Rehabilitation Services available
to assist you in returning to work
to the extent of your ability.

You, your dependents and all
household members have
access to an Employee
Assistance Program (EAP). The
EAP provides services to help
people privately resolve
problems that may interfere with
work, family and life.

This summary is provided for your convenience only and is not intended to be inclusive of all policy provisions. Please see your certificate for complete details. If there is
any discrepancy between this summary and the master policy, master policy provisions will prevail.
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Limitations & Exclusions

Benefits are not payable for losses due to, but not limited
to:

Insurance for every step of life.

e loss of professional license, occupational license,
or certification

participation in a felony

intentionally self-inflicted injuries, attempted
suicide

being legally intoxicated

participation in a war, riot

engaging in any illegal or fraudulent activity
elective surgery

traveling or flying on any aircraft operated by or
under authority of military or any aircraft being
used for experimental purposes

Pre-existing Condition Exclusion: Disabilities that begin
within the first 12 months after your effective date will not
be covered if you have received treatment for the disability
within the 3 months prior to your effective date.

J
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LifeMapCo.com
1 (800) 794-5390
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Insurance for every step of life. Plan Benefits

Benefits begin after 90 days of
disability.

Waiting period may be served
with total or partial disability or a
combination of both.

60% of your monthly
pre-disability earnings
$6,000 per month

The greater of $100 or 10% of
the gross monthly benefit

If you become disabled, as
defined by the policy prior to age
60, benefits are payable to
normal retirement age as
currently defined by Social
Security.

Monthly Benefits Begin

For ESD 123 - Bup-Up Plan
Benefit Replacement

Percentage
Maximum Benefit

Minimum Benefit

Long Term Disability coverage is a big help in times of
need. You get a monthly check if you can’t do your regular
job because of the illness or injury, whether it's work-
related or not, though pre-existing conditions may be
excluded.

Maximum Benefit
Period

Eligibility Requirement

If you are an active full-time employee
(excluding Board Members), working 20 or more
hours per week, you will be covered with these
benefits.

Who pays for the coverage?

Long Term Disability Insurance premiums are
paid for by you, the employee through payroll
deduction.

Collecting Your Benefit

Once you satisfy the plan’s requirements for
partial or total disability, you'll receive a benefit
once a month for as long as your disability lasts or
for your policy’s maximum disability duration,
whichever comes first.

What is Total Disability?

You are considered totally disabled if you are
unable to do the material duties of your own
occupation and have at least a 20% loss of
earnings.

Guaranteed Acceptance

Enroll when this coverage is initially offered and
you won’t need to answer any health questions,
although benefits may not be payable for pre-
existing conditions.

Plan Features

Partial Disability

Alcoholism or Drug
Abuse

Mental lliness

Special Condition

Survivor Benefit

Vocational
Rehabilitation

Employee Assistance
Program

If you become disabled and can
work part time (but not full time),
you may be eligible for partial
disability benefits.

The maximum period of payment
for all disabilities due to
alcoholism or drug abuse is 24
months.

The maximum period of payment
for all disabilities due to mental
iliness is 24 months.

The maximum period of payment
for all disabilities due to special
conditions is unlimited.

If you have been disabled for
more than 180 days, upon
confirmation of your death, we
will pay your eligible survivor a
lump sum benefit equal to three
times your monthly benefit.

We have Vocational
Rehabilitation Services available
to assist you in returning to work
to the extent of your ability.

You, your dependents and all
household members have
access to an Employee
Assistance Program (EAP). The
EAP provides services to help
people privately resolve
problems that may interfere with
work, family and life.

This summary is provided for your convenience only and is not intended to be inclusive of all policy provisions. Please see your certificate for complete details. If there is
any discrepancy between this summary and the master policy, master policy provisions will prevail.
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(I_\ifel\/laﬁ

f
l
!

Limitations & Exclusions

Benefits are not payable for losses due to, but not limited
to:

Insurance for every step of life.

e loss of professional license, occupational license,
or certification

participation in a felony

intentionally self-inflicted injuries, attempted
suicide

being legally intoxicated

participation in a war, riot

engaging in any illegal or fraudulent activity
elective surgery

traveling or flying on any aircraft operated by or
under authority of military or any aircraft being
used for experimental purposes

Pre-existing Condition Exclusion: Disabilities that begin
within the first 12 months after your effective date will not
be covered if you have received treatment for the disability
within the 3 months prior to your effective date.

J
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LifeMapCo.com
1 (800) 794-5390
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Insurance for every step of life.

For ESD 123

Life is full of many twists and turns. LifeMap Basic Life and
AD&D coverage protects your family’s future, no matter
what life may throw your way.

e Eligibility Requirement
If you are an active full time employee (excluding
Board Members), working a minimum of 20 hours
per week you will be covered with these benefits.

e Who pays for the coverage?
Life and AD&D Insurance premiums are paid for
by your employer.

e Dependent Eligibility Requirement
Dependents must be a Legal spouse, State
Registered Domestic Partner, and or child(ren) up
to age 26 of the covered employee to be eligible
for coverage.

e (Guarantee Issue
With no questions asked, you will be covered for
up to $25,000 in Basic Life and AD&D Insurance.

Plan Benefits
Employee Life

| $25,000
nsurance
Employee AD&D $25,000
Insurance
Dependent Life Spouse $2,500
Insurance Child(ren): $2,500
Guarantee Issue Amount
Employee $25,000
Spouse $2,500
Dependent Child(ren) $2,500

Plan Features

A covered employee who is
diagnosed as terminally ill may
receive a portion of the life
insurance benefit before death.
Remaining benefits are reserved
for the member’s beneficiary.
Option of converting to an
individual life policy, without proof
of insurability, for up to amount of
group coverage within 31 days of
termination.

You may elect to port your
Voluntary Life insurance to
continue your coverage under the
group policy. If elected, portability
coverage will end the earliest of
when you reach age 65 or when
this master policy terminates.

Life coverage continued without
payment of premium if insured
becomes totally and permanently
disabled (proof of disability
required).

Accelerated Benefit

Conversion

Portability

Waiver of Premium

Reduction Schedule

If you are still working the required number of hours to be
eligible for this insurance at age 65, your benefits will reduce
to 65% at age 65, to 0% at age 70, to 25% at age 75.

Accidental Death & Dismemberment

If due to an accident you die, lose a limb, sight of an eye or
become paralyzed, benefits are available.

AD&D Benefits Included

Adaptive
Home/Vehicle/Benefit
Rehab Benefit

Air Bag and Seat Belt
Spouse and Child
Education

e Coma

e Day Care

e Exposure and
Disappearance

e Felonious Assault

This summary is provided for your convenience only and is not intended to be inclusive of all policy provisions. Please see your certificate for complete details. If there is
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Insurance for every step of life.

Limitations & Exclusions

e Life: No restrictions or exclusions regarding time,
place or circumstances of death.

e AD&D benefits are not payable for death or
dismemberment caused by or as result of:

Additional Benefits

f
l
!

0 suicide or such attempts;
0 participation in a riot;
e Beneficiary Assistance Program o war or act of war;
The BAP can help you and other household o military service for any country;
members cope with a serious illness or loss. o committing or attempting to commit an
e Travel Assistance a;sault or fglony;
When traveling 100 or more miles away from 0 S|ckr.|ess, disease or prggnancy O,r any
home, or outside of your home country, you can medical treatment for sickness, disease or
obtain emergency medical, travel, and personal pregnancy;
security assistance 24 hours a day, anywhere in 0 heart attack or stroke;
the world. o bodily infirmity or disease from bacterial or
o viral infections not the result of an injury;
e Repatriation or
If Fieath oceurs more than 1.00 miles from your o taking medications, drugs, sedatives,
primary residence, a benefit may be payable to . . .
prepare and ship your body to the place of burial "arCOt_'CS’ barbiturates, amphetamlnes or
or cremation. hallucinogens unless prescribed and
used/consumed in accordance with the
e Seat Belt directions of the prescribing physician or
If you die in an automobile accident and were administered by a licensed physician.
wearing your seat belt, your beneficiary(ies) will o travel, flight in or descent from any aircraft,
collect an amount equal to the AD&D benefit to a including balloons and gliders, except as a
maximum of $10,000 in addition to the Basic Life fare-paying passenger on a regularly
and Basic AD&D benefits described above. scheduled flight;
o the insured Employee's intoxication

gu NN I I S S S S S e S e e . .

LifeMapCo.com
1 (800) 794-5390
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any discrepancy between this summary and the master policy, master policy provisions will prevail.
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Insurance for every step of life.

For ESD 123

Life is full of many twists and turns. LifeMap Voluntary Life
and AD&D coverage protects your family’s future, no
matter what life may throw your way.

e Eligibility Requirement
If you are an active full time employee (excluding
Board Members), working a minimum of 20 hours
per week, you will be covered with these benefits.

e Who pays for the coverage?
Voluntary Life and AD&D Insurance premiums are
paid by you, the employee through payroll
deduction.

e Dependent Eligibility Requirement
Dependents must be a Legal spouse, State
Registered Domestic Partner, and or child(ren) up
to age 26 of the covered employee to be eligible
for coverage.

e Guarantee Issue
Enroll when this coverage is initially offered and
with no questions asked, you will be covered for
up to $100,000 in Life and AD&D Insurance.

Plan Benefits

$10,000 increments
to a maximum of the lesser of

$300,000 or 5 X Annual Earnings

$10,000 increments
to a maximum of $150,000
$10,000

(employee or spouse must elect

coverage for themselves to elect
Child(ren) coverage )

Guarantee Issue Amount

Employee Life and
AD&D Insurance

Spouse Life and AD&D
Insurance

Child(ren) Life and
AD&D Insurance

Employee $100,000
Spouse $30,000
Dependent Child(ren) $10,000

Plan Features

A covered employee or spouse
who is diagnosed as terminally ill
may receive a portion of the life
insurance benefit before death.
Remaining benefits are reserved
for the member’s beneficiary.
Option of converting to an
individual life policy, without
proof of insurability, for up to
amount of group coverage within
31 days of termination.

You may elect to port your
Voluntary Life insurance to
continue your coverage under
the group policy. If elected,
portability coverage will end the
earliest of when you reach age
65 or when this master policy
terminates.

Life coverage may be continued
without payment of premium if a
covered employee or spouse
becomes totally and permanently
disabled (proof of disability
required).

Reduction Schedule

Accelerated Benefit

Conversion

Portability

Waiver of Premium

If you are still working the required number of hours to be
eligible for this insurance at age 65, your benefits will reduce
to 65% at age 65, to 0% at age 70, to 25% at age 75.

Accidental Death & Dismemberment

If due to an accident you die, lose a limb, sight of an eye or
become paralyzed, benefits are available.

AD&D Benefits Included

e Coma

e Day Care

e Exposure and
Disappearance

o Adaptive Home/Vehicle
and Rehab Benefit

e Air Bag and Seat Belt

e Spouse and Child

This summary is provided for your convenience only and is not intended to be inclusive of all policy provisions. Please see your certificate for complete details. If there is
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Insurance for every step of life.

Monthly Rates

Limitations & Exclusions

e Life: No restrictions or exclusions regarding time,
place or circumstances of death.
e AD&D bhenefits are not payable for death or
dismemberment caused by or as result of:
0 suicide or such attempts;

‘ 0 participation in a riot;
R o war or act of war;
Age Employee & Spouse* o military service for any country;
24 and under $0.076 o committing or attempting to commit an
25-29 | $0.073 assault or felony;
30-34 $0.080 0 sickness, disease or pregnancy or any
35-39 $0.099 medical treatment for sickness, disease or
40-44 | $0.133 pregnancy, _
45-49 $0.193 © hea.” e}tte.lck.or stro!<e, .
0 bodily infirmity or disease from bacterial or
50-54 $0.291 viral infections not the result of an injury;
55-59 | $0.443 or
60-64 $0.611 o taking medications, drugs, sedatives,
65-69 $0.974 narcotics, barbiturates, amphetamines or
70-74 | $1.908 hallucinogens unless prescribed and
75 and over | $3.902 u§ed/f:onsumed in accgrQance W|.tt? the
_ directions of the prescribing physician or
" administered by a licensed physician.
$0.184 per $2,000 of benefit o travel, flight in or descent from any aircraft,

* Rates include Life and AD&D including balloons and gliders, except as a

fare-paying passenger on a regularly
scheduled flight;
o theinsured Employee's intoxication

Monthly Premium Calculation

To calculate your monthly payroll deduction, use the
formula below:

< 1,000 X

Desired Rate
Benefit (from table left)

Estimated Monthly
Payroll Deduction:

_!
/
i LifeMapCo.com
1 1(800)794-5390

This summary is provided for your convenience only and is not intended to be inclusive of all policy provisions. Please see your certificate for complete details. If there is

any discrepancy between this summary and the master policy, master policy provisions will prevail.

© 2014. LifeMap Assurance Company, all rights reserved.







< Map

Insurance for every step of life.

For ESD 123 Option 1

Short Term Disability Coverage pays you a weekly benefit
for things your health plan doesn't. Like grocery bills. Or
diapers. Having additional cash in hand means you can
focus on getting back on your feet instead of worrying
about falling behind.

e  Eligibility Requirement
If you are an active full time employee (excluding
Board Members), working a minimum of 20 hours
per week, you will be covered with these benefits.

e Who pays for the coverage?
Voluntary Short Term Disability premiums are
paid by you, the employee through payroll
deduction.

e Collecting Your Benefit
If you satisfy the plan’s requirements for disability,
there’s just one form for you, your employer and
your doctor to fill out to get your claim processing.
To find it, go to LifeMapCo.com and search “Short
Term Disability Claim”.

e Guaranteed Acceptance
Enroll when this coverage is initially offered and
you won't need to answer any health questions,
although benefits may not be payable for pre-
existing conditions.

Plan Benefits

On the 18t day of disability
caused by an accident or 8th
day caused by illness. Waiting
period may be served with total
or partial disability or a
combination of both.

Weekly Benefits Begin

Benefit Replacement
Percentage

Maximum Benefit

60% per week

$1,000 per week

$25 per week

Benefits are payable for a
maximum of 13 weeks

Minimum Benefit

Maximum Benefit
Period

Plan Features

We may pay a Reasonable
Accommodation Expense Benefit
to your employer if you return to
work in any occupation,
excluding self-employment, as a
result of a reasonable
accommodation your employer
has made for you.

During a period of disability you
may be eligible to participate in a
vocational rehabilitation plan. We
will review your disability claim to
determine if you are eligible to
participate in these services. If
we determine that you are
qualified to participate in a
rehabilitation plan, we will
provide you with a written plan to
be agreed upon by you. We may
pay for all or some of the
expenses incurred as part of the
rehabilitation plan.

Upon confirmation of your death
while receiving a weekly benefit,
we will pay a lump sum benefit to
your Eligible Survivor.

Reasonable
Accommodation
Expense

Vocational
Rehabilitation

Survivor Benefit

If you return to work on a part-
time basis you may qualify for a
partial disability benefit.

Partial Disability

This summary is provided for your convenience only and is not intended to be inclusive of all policy provisions. Please see your certificate for complete details. If there is
any discrepancy between this summary and the master policy, master policy provisions will prevail.
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Insurance for every step of life.

Monthly Rates

Limitations & Exclusions

Benefits are not payable for losses due to, but not limited
to:
e occupational injury
e committing or attempting to commit an assault
of felony

Rate e any suicide attempt or any intentionally self-
Age Per $10 of Covered Benefit infiicted injury
24 and under $0.730 e  participation in a war, declared or undeclared,
or any act of war
25-29 $0.725 e elective surgery, except complications of
30-34 $0.680 elective surgery
35-39 $0.555 - o . .
40-44 $0.425 Iq adgll.tlon, no benefits will be paid for any period of
disability:
45-49 $0.493 e during which you are not under the Regular Care
50-54 $0.567 of a Physician;
55-59 $0.704 e during which you have received 100% of your
60-64 $0.866 Predisability Earnings under your Employer’s Sick
Leave plan, except that the minimum weekly
65-69 $0.970 benefit shown in the coverage outline will be
70-74 $1.087 payable;
75 and over $1.217 e during which you are incarcerated in a corrections
facility; or

receive Workers' Compensation benefits,
regardless of the cause of the disability; or for a
disability that would be covered by Workers’
Compensation if you had filed a claim.

Monthly Premium Calculation

To calculate your monthly payroll deduction, use the
formula below:

Pre-existing Condition Exclusion: Disabilities that begin

X| 6| X + | 10 within the first 12 months after your effective date will not
be covered if you have received treatment for the disability
Weekly Rate within the 3 months prior to your effective date.
Earnings (from table above)

Estimated Monthly
Payroll Deduction:

SAMPLE: Monthly Premium Calculation

Jack is 37 and makes $800 a week:

$800 X| .6 | X $0.555 = | 10

1
!
l
!
l
!
l
!
l
!
l
!
l
!
l
!
l
!
l
I e during which you are receiving; or are eligible to
l
!
l
!
l
!
l
!
l
!
l
!
l
!
l
!
l
!

Weekly Rate
Earnings (35-39 age band)
Estimated Monthly
_————— == a’ Payroll Deduction: 2B
- — e e e . .

LifeMapCo.com
1 (800) 794-5390

This summary is provided for your convenience only and is not intended to be inclusive of all policy provisions. Please see your certificate for complete details. If there is

any discrepancy between this summary and the master policy, master policy provisions will prevail.
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Insurance for every step of life.

For ESD 123 Option 2

Short Term Disability Coverage pays you a weekly benefit
for things your health plan doesn't. Like grocery bills. Or
diapers. Having additional cash in hand means you can
focus on getting back on your feet instead of worrying
about falling behind.

e  Eligibility Requirement
If you are an active full time employee (excluding
Board Members), working a minimum of 20 hours
per week, you will be covered with these benefits.

e Who pays for the coverage?
Voluntary Short Term Disability premiums are
paid by you, the employee through payroll
deduction.

e Collecting Your Benefit
If you satisfy the plan’s requirements for disability,
there’s just one form for you, your employer and
your doctor to fill out to get your claim processing.
To find it, go to LifeMapCo.com and search “Short
Term Disability Claim”.

e Guaranteed Acceptance
Enroll when this coverage is initially offered and
you won't need to answer any health questions,
although benefits may not be payable for pre-
existing conditions.

Plan Benefits

On the 8" day of disability
caused by an accident or 8" day
caused by illness. Waiting period
may be served with total or
partial disability or a combination
of both.

Weekly Benefits Begin

Benefit Replacement
Percentage

Maximum Benefit

60% per week

$1,000 per week

$25 per week

Benefits are payable for a
maximum of 13 weeks

Minimum Benefit

Maximum Benefit
Period

Plan Features

We may pay a Reasonable
Accommodation Expense Benefit
to your employer if you return to
work in any occupation,
excluding self-employment, as a
result of a reasonable
accommodation your employer
has made for you.

During a period of disability you
may be eligible to participate in a
vocational rehabilitation plan. We
will review your disability claim to
determine if you are eligible to
participate in these services. If
we determine that you are
qualified to participate in a
rehabilitation plan, we will
provide you with a written plan to
be agreed upon by you. We may
pay for all or some of the
expenses incurred as part of the
rehabilitation plan.

Upon confirmation of your death
while receiving a weekly benefit,
we will pay a lump sum benefit to
your Eligible Survivor.

Reasonable
Accommodation
Expense

Vocational
Rehabilitation

Survivor Benefit

If you return to work on a part-
time basis you may qualify for a
partial disability benefit.

Partial Disability

This summary is provided for your convenience only and is not intended to be inclusive of all policy provisions. Please see your certificate for complete details. If there is
any discrepancy between this summary and the master policy, master policy provisions will prevail.
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Insurance for every step of life.

Monthly Rates

Limitations & Exclusions

Benefits are not payable for losses due to, but not limited
to:
e occupational injury
e committing or attempting to commit an assault
of felony

Rate e any suicide attempt or any intentionally self-
Age Per $10 of Covered Benefit inflicted injury
24 and under $0.720 e participation in a war, declared or undeclared,
or any act of war
25-29 $0.714 e elective surgery, except complications of
30-34 $0.665 elective surgery
35-39 $0.538 - o . .
20-44 $0.407 Iq adgll.tlon, no benefits will be paid for any period of
disability:
45-49 $0.470 e during which you are not under the Regular Care
50-54 $0.541 of a Physician;
55-59 $0.672 e during which you have received 100% of your
60-64 $0.827 Predisability Earnings under your Employer’s Sick
Leave plan, except that the minimum weekly
65-69 $0.926 benefit shown in the coverage outline will be
70-74 $1.037 payable;
75 and over $1.162 e during which you are incarcerated in a corrections
facility; or

receive Workers' Compensation benefits,
regardless of the cause of the disability; or for a
disability that would be covered by Workers’
Compensation if you had filed a claim.

Monthly Premium Calculation

To calculate your monthly payroll deduction, use the
formula below:

Pre-existing Condition Exclusion: Disabilities that begin

X| 6| X + | 10 within the first 12 months after your effective date will not
be covered if you have received treatment for the disability
Weekly Rate within the 3 months prior to your effective date.
Earnings (from table above)

Estimated Monthly
Payroll Deduction:

SAMPLE: Monthly Premium Calculation

Jack is 37 and makes $800 a week:

$800 X| .6 | X $0.538 = | 10

1
!
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l
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I e during which you are receiving; or are eligible to
l
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Weekly Rate
Earnings (35-39 age band)
Estimated Monthly
_————— == a’ Payroll Deduction: H2BED
- — e e e . .

LifeMapCo.com
1 (800) 794-5390
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Insurance for every step of life.

For ESD 123 Option 3

Short Term Disability Coverage pays you a weekly benefit
for things your health plan doesn't. Like grocery bills. Or
diapers. Having additional cash in hand means you can
focus on getting back on your feet instead of worrying
about falling behind.

e  Eligibility Requirement
If you are an active full time employee (excluding
Board Members), working a minimum of 20 hours
per week, you will be covered with these benefits.

e Who pays for the coverage?
Voluntary Short Term Disability premiums are
paid by you, the employee through payroll
deduction.

e Collecting Your Benefit
If you satisfy the plan’s requirements for disability,
there’s just one form for you, your employer and
your doctor to fill out to get your claim processing.
To find it, go to LifeMapCo.com and search “Short
Term Disability Claim”.

e Guaranteed Acceptance
Enroll when this coverage is initially offered and
you won't need to answer any health questions,
although benefits may not be payable for pre-
existing conditions.

Plan Benefits

On the 15™ day of disability
caused by an accident or 15"
day caused by illness. Waiting
period may be served with total
or partial disability or a
combination of both.

Weekly Benefits Begin

Benefit Replacement
Percentage

Maximum Benefit

60% per week

$1,000 per week

$25 per week

Benefits are payable for a
maximum of 13 weeks

Minimum Benefit

Maximum Benefit
Period

Plan Features

We may pay a Reasonable
Accommodation Expense Benefit
to your employer if you return to
work in any occupation,
excluding self-employment, as a
result of a reasonable
accommodation your employer
has made for you.

During a period of disability you
may be eligible to participate in a
vocational rehabilitation plan. We
will review your disability claim to
determine if you are eligible to
participate in these services. If
we determine that you are
qualified to participate in a
rehabilitation plan, we will
provide you with a written plan to
be agreed upon by you. We may
pay for all or some of the
expenses incurred as part of the
rehabilitation plan.

Upon confirmation of your death
while receiving a weekly benefit,
we will pay a lump sum benefit to
your Eligible Survivor.

Reasonable
Accommodation
Expense

Vocational
Rehabilitation

Survivor Benefit

If you return to work on a part-
time basis you may qualify for a
partial disability benefit.

Partial Disability

This summary is provided for your convenience only and is not intended to be inclusive of all policy provisions. Please see your certificate for complete details. If there is
any discrepancy between this summary and the master policy, master policy provisions will prevail.
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Insurance for every step of life.

Monthly Rates

Limitations & Exclusions

Benefits are not payable for losses due to, but not limited
to:
e occupational injury
e committing or attempting to commit an assault
of felony

A Rate e any suicide attempt or any intentionally self-
ge Per $10 of Covered Benefit inflicted injury
24 and under $0.551 e  participation in a war, declared or undeclared,
or any act of war
25-29 $0.547 e elective surgery, except complications of
30-34 $0.513 elective surgery
35-39 $0.419 - o . .
20-44 $0.321 Iq adgll.tlon, no benefits will be paid for any period of
9 5372 disability:
45-4 $0.37 e during which you are not under the Regular Care
50-54 $0.428 of a Physician;
55-59 $0.531 e during which you have received 100% of your
60-64 $0.653 Predisability Earnings under your Employer’s Sick
Leave plan, except that the minimum weekly
65-69 $0.732 benefit shown in the coverage outline will be
70-74 $0.820 payable;
75 and over $0.918 e during which you are incarcerated in a corrections
facility; or

receive Workers' Compensation benefits,
regardless of the cause of the disability; or for a
disability that would be covered by Workers’
Compensation if you had filed a claim.

Monthly Premium Calculation

To calculate your monthly payroll deduction, use the
formula below:

Pre-existing Condition Exclusion: Disabilities that begin

X| 6| X + | 10 within the first 12 months after your effective date will not
be covered if you have received treatment for the disability
Weekly Rate within the 3 months prior to your effective date.
Earnings (from table above)

Estimated Monthly
Payroll Deduction:

SAMPLE: Monthly Premium Calculation

Jack is 37 and makes $800 a week:

$800 X| .6 | X $0.419 = | 10

1
!
l
!
l
!
l
!
l
!
l
!
l
!
l
!
l
!
l
I e during which you are receiving; or are eligible to
l
!
l
!
l
!
l
!
l
!
l
!
l
!
l
!
l
!

Weekly Rate
Earnings (35-39 age band)
Estimated Monthly
_————— == a’ Payroll Deduction: 20T
- — e e e . .

LifeMapCo.com
1 (800) 794-5390

This summary is provided for your convenience only and is not intended to be inclusive of all policy provisions. Please see your certificate for complete details. If there is

any discrepancy between this summary and the master policy, master policy provisions will prevail.

© 2014. LifeMap Assurance Company, all rights reserved.







LifeMap Assurance Company™

Al
( \. ™ P.O. Box 1271, MS E-3A
I e ap Portland, OR 97207-1271

(503) 721-7161 * (800) 794-5390

Voluntary Benefits
Employee Enrollment and Change Form

For residents of Oregon and Washington, the definition of a Spouse includes your legal husband or wife or your State Certified/Registered
Domestic Partner. Please contact your employer for any additional eligibility requirements.

For residents of Idaho, Utah, Montana and Wyoming, the definition of a Spouse includes your legal husband or wife. Please contact your
employer for any additional eligibility requirements.

Part 1 Please complete using dark ink.

Employer Name Group Number
Educational Service District 123 LM0290031
[J New Enrollment — Date of Hire/Rehire (mm/dd/yyyy) [ Cchange of Existing Enrollment
Employee’s Name (Last, First Ml) Date of Birth COm Social Security Number
OF
Occupation Annual Salary
Home Address (Street, City, State and Zip) Telephone Number
Spouse Name (If applying for coverage) Date of Birth M Social Security Number
OF
Within the past 2 years have you or your spouse used cigarettes or other tobacco products? Employee [JY [IN Spouse (JY [IN

If for any coverage (except AD&D and Accident Only) you select an amount OVER the Guarantee Issue Amount or are making application
for any coverage AFTER your initial 31-day eligibility period, please complete Part 2 of this form.

Please indicate the total amount of voluntary coverage you wish to have for initial enrollment or when making changes to coverage.

Voluntary Life Insurance and AD&D

Select Amount in $10,000 increments to a maximum of $300,000.

Employee $ [J No Coverage Spouse $ [J No Coverage

For groups sited in Washington, Spouse coverage may not exceed 100% of Employee’s benefit amount.

Select Amount for your Child(ren) [J $2,000 [] $4,000 [] $6,000 [] $8,000 [] $10,000 [J No Coverage

You must be approved for Voluntary Life Insurance coverage in order for your Dependent Children to be enrolled.

The beneficiary designation made for Basic Life Insurance, if provided, will apply unless you complete a separate beneficiary designation for
Voluntary Life. Employee is the beneficiary of any Spouse or Child coverage.

Voluntary Short Term Disability (STD) Insurance (If available for election)

[ Elect STD Coverage [J No Coverage OPTION 1 2 3

The weekly STD benefit is a percentage of Employee’s basic weekly earnings. A maximum benefit may apply.

Voluntary Long Term Disability (LTD) Insurance (If available for election)

[0 Elect LTD Coverage [0 No Coverage BUY UP AMOUNT

The monthly LTD benefit is a percentage of Employee’s basic monthly earnings. A maximum benefit may apply.

Please continue application on the following page.
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Note: The Accident Death and Dismemberment (AD&D), Critical lliness and Accident Only Insurance certificate
provide limited benefits. Review your certificate carefully.

Your application for coverage is not complete if this page is not signed and returned.

| request to be insured and authorize payroll deductions to cover the cost of coverage. Information in this application is given to obtain
insurance, and the statements and answers are represented, to the best of my (our) knowledge and belief, to be true and complete. | (we)
understand that (a) the insurance applied for shall not take effect until the application is approved and | will be notified of the insurance
Effective Date; and (b) all insurance is subject to the eligibility provisions of the Policy; and (c) | must be Actively at Work (as defined in the
Group Policy) to be insured. If | am not Actively at Work on the date my (our) coverage would become effective, my (our) coverage will not
begin until the day I return to work.

Authorization to Release Information: | authorize any licensed physician, medical practitioner, hospital, clinic, or other medical or medically
related facility, insurance company or other organization, institution or person that has any records or knowledge of me or my health to give
the LifeMap Assurance Company or its reinsurers any such information (including information about drug or alcohol use or abuse, mental
illness, HIV (AIDS virus) or other sexually transmitted diseases). This authorization is valid for 24 months from the date it is signed. | agree
that a photocopy of this authorization shall be as valid as the original. | acknowledge that | have received a copy of the Privacy Notice.

Insurance Fraud Warning:

Unless specific state language is provided below, the following general fraud notice applies: Any person who knowingly provides
false, incomplete, or misleading information to an insurance company for the purpose of defrauding the company may be guilty of a crime.
Penalties may include imprisonment, fines, and denial of insurance benefits.

For residents of Washington: It is a crime to knowingly provide false, incomplete, or misleading information to an insurance company for
the purpose of defrauding the company. Penalties include imprisonment, fines, and denial of insurance benefits.

If your answers on this application are incorrect or untrue, LifeMap Assurance Company has the right to deny benefits or rescind your
coverage for up to two years from the date coverage becomes effective.

> >
Employee’s Signature Date Signed

4 »
Spouse’s Signature (if applying for coverage) Date Signed

Please continue application on the following page

RLH VBA (Rev 7/11) Page 2 of 4
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Part 2 Evidence of Insurability.

LifeMap Assurance Company™
P.O. Box 1271, MS E-3A
Portland, OR 97207-1271
(503) 721-7161 * (800) 794-5390

Please complete Part 2 if applying for coverage in an amount over the Guarantee Issue Amount or when applying for coverage
after your initial 31 day eligibility period.

Employee’s Name (Last, First, M)

Answer the following questions for yourself, your Spouse and your Dependent Child(ren) if applicable.
e |f you are applying only for AD&D or Accident Only Insurance, it is not necessary to answer any of the following medical questions.

e Complete this portion for Dependent Children only when application is being made after your initial 31 day eligibility period.

Employee Child Name (first/last) Child Name (first/last)

Height Weight

Spouse Date of Birth Gender [JM [JF | Date of Birth Gender [(IM [JF
Height Weight Height Weight Height Weight

If you have more than 4 eligible
children, please complete another
form for the remaining children and
submit both forms together.

Child Name (first/last)

Child Name (first/last)

Date of Birth Gender (M [JF

Date of Birth

Gender (M [JF

Height Weight Height Weight
Please answer Yes or No to all questions for yourself, your Spouse and your Dependent Child(ren).
Employee Spouse Child(ren)

1. Within the past 10 years has any person applying for coverage been treated for or diagnosed

as having Acquired Immune Deficiency Syndrome (AIDS) or AIDS Related Complex (ARC)or | (JY ON | OJY ON | QY ON

Human Immunodeficiency Virus (HIV)?
2. Within the past 5 years has any person applying for coverage been diagnosed or treated for

any of the following: Oy ON|OY ON| Oy ON

a. a heart or circulatory disorder, stroke, transient ischemic attack (TIA);

b. diabetes requiring treatment with insulin;

c. kidney disease (except kidney stones);

d. cancer or malignancy of any kind (other than basal cell or squamous cell carcinoma of the

skin);

e. liver disease (including Hepatitis B and C);

f. major organ failure or transplant;

g. alung disease(other than mild asthma);

h. Systemic Lupus Erythematosus; or

i. a neurological disorder (except for a controlled seizure disorder without a seizure in the

past 2 years)?

3. Within the past 10 years has any person applying for coverage sought treatment or counseling

for excessive use of alcohol or drugs, used any controlled substances, been told by a medical

practitioner that you had (or still have) a problem with substance abuse, been convicted of Oy O~ Oy ON | Oy 0N

operating a vehicle while intoxicated, or had their drivers license suspended or revoked?
4. Are you pregnant? Oy ON N/A N/A
5. Has any person applying for coverage been advised or recommended by a physician to have

surgery which has not yet been performed? Ov O~ Oy O~ ) Oy 0N
6. Is any person applying for coverage currently disabled or does any person applying for Oy ON| Oy ON| Oy ON

coverage have a condition which prevents or limits activities?

RLH VBA (Rev 7/11)
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Employee

Spouse

Child(ren)

7. Has any person applying for coverage been diagnosed with, been treated, received medical
advice, or taken medication for any disease or disorder of the following:

a.

b.

@~oao

=

k.
l.

m.

the circulatory system including the heart and blood vessels, such as heart murmur, heart
palpitations, chest pain, circulatory problems, high blood pressure or high cholesterol;

the blood, such as anemia, leukemia, non-insulin dependent diabetes or albumin or blood or
sugar in the urine;

the glandular system, including the thyroid,;

the urinary system including the kidneys and bladder;

the respiratory system, including the chest and lungs, such as asthma;

the digestive system, including the stomach, pancreas or intestines;

the muscular or skeletal system, including the back, spine and connective tissue, such as

arthritis, fiboromyalgia or fibromyositis;

chronic fatigue syndrome;

the central nervous system, such as dizziness, headaches, seizures, epilepsy, paralysis,

Parkinson’s, Alzheimer’s, multiple sclerosis, motor neuron disease or ALS;

the reproductive system;
the mental nervous system, such as depression, anxiety, or stress;
the immune system; or

cancer or malignancy of any kind (more than 5 years ago) including carcinoma in situ, any
other form of malignant disease, and any benign tumors of any kind.

Oy ON

Oy ON

Oy ON

8. Within the past 5 years has any person applying for coverage consulted with or been attended
by a doctor, psychiatrist, psychologist or medical practitioner for any health reason or condition
not disclosed in the preceding questions?

Oy ON

Oy ON

Oy ON

9. Is any person applying for coverage currently receiving any treatment by a medical practitioner
or taking any medication?

Oy ON

Oy ON

Oy ON

10.During the past 5 years, has any person applying for coverage been absent from work more
than five consecutive working days because of an illness or injury (excluding pregnancy)?

Oy ON

Oy ON

Oy ON

11.Is your spouse currently pregnant?

If yes, give expected delivery date:

and describe any complications below.

N/A

Oy ON

N/A

Name and address of your personal physician:

Name and address of your Spouse's personal physician:

Date last seen and reason:

Date last seen and reason:

Question Number
& Individual

IMPORTANT

Provide details of all ‘YES’ answers given to medical questions in 7 through 10.

If additional space is required, attach a separate signed and dated sheet.

Dates
From

lliness/Reason for Checkup or

Physician’s Treatment/Consultation To

Full Name & Complete Address of Attending

Physician or Other Practitioner

RLH VBA (Rev 7/11)
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LifeMap Assurance Company™

Al
( \. ™ P.O. Box 1271, MS E-3A
I e ap Portland, OR 97207-1271

(503) 721-7161 * (800) 794-5390

PRIVACY NOTICE

(Retain with your insurance records)

We, at LifeMap Assurance Company (LifeMap), know you value your privacy. That is why we are committed to
the confidentiality and security of your personal information. Because we endeavor to earn and keep your trust,
we have long-standing privacy policies, robust training, and full-time staff dedicated to protecting privacy. We
also maintain physical, administrative, and technical safeguards to protect your personal information from
unauthorized access. Even if you are no longer a LifeMap member, we protect the confidentiality of your personal
information as if you were.

Marketing

While other companies may sell or rent your contact information, LifeMap never sells or rents your personal
information for marketing purposes. If you want LifeMap to share your personal information with a nonaffiliated
third party so the third party can market to you, you must give us your express permission.

Your Personal Information

We collect personal information such as your name, contact information, health information, and financial
information from you, your providers, and other insurers that provide coverage to you. We use this information to
provide services to you and to conduct insurance transactions. You may receive a copy of your personal
information by contacting us at the phone number or address below. We will not disclose your personal
information unless we are permitted or required by law or you give your permission. As permitted or required by
law, we may provide personal information to our affiliates and agents, reinsurers, insurance administrators,
consultants, or regulatory and governmental authorities. We obligate entities receiving this information on our
behalf to protect it in the same way that we protect it.

Changes to Our Practices
We may change our privacy practices in an effort to provide even better protection. If we change our privacy
practices in a material way, we will notify current customers in writing.

Contact Us
If you have any questions about our privacy program, you may contact us at (800) 794-5390 or write to:

LifeMap Privacy Official

P.O. Box 1071, Mailstop E12B
Portland, OR 97207

PN 3/10










Sun Life Financial

DENTAL SOLUTIONS

Group Name: Educational Service District 123
Presented by: Gallagher Benefit Services

Effective Date: 01/01/2017
Quote Expires: 01/01/2017
ASSURANT DENTAL® NETWORK - ACTIVE MAC PLAN
SCHEDULE OF BENEFITS PREMIER DENTAL SOLUTIONS
In-Network Out-of-Network
Yearly Maximum** $1,750 $1,750
Coinsurance: Preventive 100% 80%
Basic 80% 70%
Major 50% 40%
Yearly Deductible $50 $50
Waived for Preventive Yes Yes
Family Deductible Member Limit Yes, limit of 3 Yes, limit of 3
Fourth Quarter Carryover No No
Timely Applicant Waiting Period None None
Open Enroliment at Issue No No
Vision Discount Plan No No
ORTHODONTIA - ADULT AND CHILD
Ortho Deductible $0 $0
Ortho Coinsurance 50% 50%
Ortho Lifetime Maximum $2,000 $2,000
PARTICIPATION Participation Assumption
Employees 80%
Dependents 65%
RATES
(based on the participation assumption) Dental
Employee $47.86
Employee + Spouse $95.76
Employee + Child(ren) $121.09
Employee + Family $168.99
Total Monthly Premium $7,963.83

Assurant Employee Benefits is part of the Sun Life family.’

Sun Life Financial recently completed the purchase of Assurant Employee Benefits. Beginning March 1, 2016, new
policies will be administered by Sun Life Assurance Company of Canada. This change does not otherwise impact the
products and services quoted in this proposal.

While we work diligently to bring together our two businesses, you will continue to see references to Assurant—in this
proposal and elsewhere. The Sun Life brand will begin to emerge and become more visible over time. Thank you for your
consideration. Your business is important to us and we look forward to the opportunity to work with you!

If you have questions about this proposal, please call your Sun Life Employee Benefits Representative or our Employee
Benefits Internal Sales Desk at 877-736-4739.

++ Benefits paid for Class | Preventive Services will not be applied to the Yearly Maximum
11/14/2016 11:14:16 3309780/13/S





Sun Life Financial

1 “Assurant Employee Benefits”, the Assurant name, and related logos are trademarks of Assurant, Inc. and are used under license.
Assurant Employee Benefits is the brand name for insurance products underwritten by Union Security Insurance Company (Kansas
City, MO) under Policy Form Series GP-90, and administered by Sun Life Assurance Company of Canada (Wellesley Hills, MA).
Product offerings may not be available in all states and may vary depending on state laws and regulations. Certain policy benefits may
not be available in all states. Plans contain limitations, exclusions, reductions and restrictions.

© 2016 Sun Life Assurance Company of Canada, Wellesley Hills, MA 02481. All rights reserved.

++ Benefits paid for Class | Preventive Services will not be applied to the Yearly Maximum
11/14/2016 11:14:16 3309780/13/S





Sun Life Financial

Maximum Allowable Charge (MAC) Plan

A lower cost PPO option is available. Our MAC plan allows employees to have access to our dentists and to take advantage
of their fee discounts. Dentists participating in our networks have agreed to discount their usual fees and will not balance
bill patients the difference between what they usually charge and the agreed upon discount.

Treatment is available from dentists who do not participate in our network, but their fees are subject to a Maximum Allowable
Charge (MAC). A MAC is the most we will pay per procedure to non-participating dentists. In addition to any deductible
and coinsurance amounts, the patient is also responsible for fees in excess of the MAC.

Employees can receive treatment from the dentist of their choice. However, there can be significant out-of-pocket expense
if @ non-participating dentist is chosen.

Educational Service District 123 11/14/2016 11:14:16 3309780/13/S





Sun Life Financial

DENTAL SOLUTIONS CONDITIONS OF QUOTE

Our dental product is designed to maximize your benefits while minimizing your costs. The following is a brief description
of the proposed plan design with the associated pricing assumptions:

RATE ASSUMPTIONS
e Rates assume a 01/01/2017 effective date and are guaranteed for 12 months.

e Rates assume 80% employee and 65% dependent participation. A Policyholder Affidavit is required to verify
actual participation.

o Rates assume a maximum average of 4 children per employee.
¢ Rates assume Home Office Administration.
e If any one of these assumptions is incorrect, we reserve the right to retroactively adjust the rates.

e The rates quoted are based on the information provided to us at the time of proposal and reflect the risk
presented and benefits requested at that time. Any change in our risk or any change in the benefits requested
may result in a change of premium rates, a change in the plan offered, or a withdrawal of the proposal.

GENERAL INFORMATION

e The preferred provider network for this plan is called Assurant® Dental Network. Our network is one of the largest
national PPO networks in the country with 100,000+ unique dentists." Participating dentists have agreed to offer
in-network fees approximately 30% off of their usual fees.

"The PPO network for this plan includes dentist contracted with Dental Health Alliance, L.L.C.® {DHA®} and dentists under access
arrangements with other dental networks.

e This plan includes Preventive Max Waiver. This allows dental services that fall under Class | Preventive to not
apply to a member’s Individual Yearly Maximum.

e Dentistat-Certified providers are a select group of non-network dentists that have been screened, sanction
checked and certified for cost-effective claims utilization patterns by Dentistat. Dentistat-Certified providers offer
more choices for members with limited, or no availability to PPO network dentists.

« Online Advantage is an e-service solution providing employers a powerful online tool to administer their policy with a
click of a mouse! At any time during the month, employers can log on to view their company’s census, change
employee records, conduct enrollments, process employee terminations, view bills, and download forms. To view a
demo, go to www.sunlife.com/us and click “For Businesses” and select “Online Advantage” from the “Access Your
Account” box on the right-hand side of the screen.

o We provide electronic certificates, available as PDF files. If we prepare your Summary Plan Description (SPD),
then it is also provided electronically. Electronic certificates and SPDs can be quickly and easily printed,
distributed to employees via e-mail or uploaded to a company Intranet website. Convenient storage on a PC at
the policyholder's location and easy retrieval are other advantages.

e We require a minimum participation of 65% of eligible employees and 65% of eligible dependents in order for a
contract to be issued. Employees with dental coverage elsewhere will be included in the participation count.
Dependents with dental coverage elsewhere will be excluded, but refusal cards will still be needed for those
individuals. A minimum of 10 lives is also required.

o Out-of-Network fees are subject to the Maximum Allowable Charge (MAC). The allowable amount for non-
participating dentists is based on 45% off the 80th percentile of usual and customary. This means that at least 8
out of 10 charges in a given geographical area are at or below what is considered usual and customary.

e The yearly maximum and yearly deductible are based on the calendar year.

Educational Service District 123 11/14/2016 11:14:16 3309780/13/S





Sun Life Financial

e Claim forms are not required; the dentist’s invoice will be accepted.
e The TMJ benefit maximum is $5,000.
o We will provide Orthodontia benefits to all enrolled employees and dependents.

e All covered dental expenses incurred toward the deductible and maximum amounts apply to the in-network and
out-of-network plan.

This dental plan does not provide coverage for pediatric oral health services that satisfies the requirements for “minimum essential
coverage” as defined by the Patient Protection and Affordable Care Act. (‘PPACA”).

EMPLOYEE AND DEPENDENT ELIGIBILITY

o Eligible employees must be full-time employees of the employer or an associated company, at active work and
working in the United States of America. Temporary or seasonal workers are not eligible.

o Eligible dependents of insured employees include the employee's lawful spouse or domestic partner or party to a
civil union and children less than age 26.

TRANSFER TREATMENT

e Transfer treatment occurs when the policyholder has had dental coverage immediately preceding this coverage
effective date. No waiting periods will apply if the employee or the employee’s dependents were covered under
the policyholder’s prior plan on the day before it was replaced by this plan. Transfer treatment only applies to
services that are covered under both plans.

o Transfer treatment means that we will pay pro-rated benefits for treatment in progress, as long as the expense is
a covered expense under both plans. For this to occur, such employees must enroll in this dental plan within 31
days of becoming eligible.

TIMELY APPLICANT WAITING PERIOD
o A Timely Applicant Waiting Period does not apply.
LATE ENTRANT WAITING PERIOD

e Late Entrant Waiting Periods of 6 months for Class Il Basic Restorative Services, 12 months for Class Il
Basic Non-Restorative Services, and 24 months for Class Ill Major Services and Class IV Orthodontia
Services will apply to employees who enroll in this dental plan more than 31 days after becoming eligible.

e Late Entrant Waiting Periods will also apply to those employees who were not covered under their employer’s
prior dental plan given that they were hired more than 3 months prior to this dental plan becoming effective.

PROPOSAL CONDITIONS

This proposal is not a contract. If there is any conflict between the proposal and the subsequently issued group policy, the
latter controls. The rates quoted are based on the group’s characteristics and benefits requested at the time the proposal
was requested. Any changes in these factors may result in a change of the rates.

This proposal provides a general description of our contract. State mandated provisions are not shown, but all issued
policies comply with applicable state law.

To become insured, all persons must be actively at work on a full-time basis at their usual place of business on the

proposed effective date. If they are not actively at work (due to disability, leave of absence, etc.) on a full-time basis on
that day, the date of coverage will be deferred until they return to active work.

Educational Service District 123 11/14/2016 11:14:16 3309780/13/S






Sun Life Financial

Premier Dental Solutions

Employees view dental coverage as a "real" benefit - one they know they need. And, because our approach to
dental coverage stresses prevention, this contract tends to be more affordable. Highlights of the Covered
Services are shown below.

CLASS I: PREVENTIVE DENTAL SERVICES™*™

Periodic or comprehensive oral evaluation
Intraoral complete series X-rays or Panoramic film
Bitewing X-rays

Routine cleanings

Fluoride treatment

Sealants

Space maintainers

**Benefits paid for Class | Preventive Services will not apply to the Yearly Maximum

CLAss ll: BAsic DENTAL SERVICES

NON-RESTORATIVE
Limited oral evaluation — problem focused
Intraoral periapical or occlusal X-rays
Periodontics (treatment of gums and supporting tissues)
Periodontal maintenance procedure
Endodontics, including root canal therapy
Oral surgery
Accession and examination of tissue
Stainless steel crowns
Simple extractions
Biopsy
Incision and drainage
General anesthesia and intravenous sedation
RESTORATIVE
Amalgam restorations
Composite restorations
Pin retention restorations

CLAss Ill: MAJOR DENTAL SERVICES

Crowns, inlays, and onlays

Full and partial dentures

Fixed bridges

Implants

Tissue conditioning

Denture adjustments

Non-surgical temporomandibular joint (TMJ) treatment

Educational Service District 123 11/14/2016 11:14:16 3309780/13/S





DISCLOSURE OF COMPENSATION

Group Name: Educational Service District 123

Plan: Dental

We are committed to full, fair, accurate, timely, and understandable disclosure of compensation paid to producers and
other persons in connection with business placed through us, with us or retained by us. We believe that transparency of
compensation paid in connection with our products is in the best interests of our customers and the industry.

Producers who place business through or with us* may receive the following types of compensation** from us:

Base Commissions — Commissions will be payable to the producer(s) you have designated as the broker(s) of
record. The actual commission scale payable will depend on the product(s) purchased, type of enroliment and/or
other factors.

Producer Bonus Program — The producer may qualify for additional compensation based on the producer’s total
qualifying new sales, block growth, and/or total cases retained with us for the prior calendar year. Any amount paid is
a percentage of the producer’s total qualifying premium for that same calendar year. These amounts are not charged
directly to your policy and do not impact your premium rate.

Non-Monetary Compensation — The producer may qualify for and receive non-monetary compensation such as
meals, entertainment, prizes, awards, continuing education programs, or other promotional items. These amounts are
not charged directly to your policy and do not impact your premium rate.

Other — Company may pay compensation to a third party administrator or other party(ies) that provide services to the
plan or that are involved in the promotion, sale or renewal of product(s) purchased.

* Insurance products are underwritten by Union Security Insurance Company.

** For additional information, please contact your Sun Life Employee Benefits Representative or call 800.708.0686.
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Group Vision Care Plan

vsp

sMV\s.\on Care for Life

Group Name: EDUCATIONAL SERVICE DISTRICT 123
Group Number: 30023009
Effective Date JANUARY 1, 2015

CERTIFICATE OF COVERAGE

Provided by:

MID-ATLANTIC VISION SERVICE PLAN, INC.
One Union Square Building
600 University Street, Suite 2004
Seattle, Washington 98101-1129

ADMINISTRATIVE OFFICES:
3333 Quality Drive, Rancho Cordova, CA 95670
(916) 851-5000 (800) 877-7195

12/30/14 Ank





To be filled in by employer in the event this document is used to develop a Summary Plan Description:
NAME OF EMPLOYER:

NAME OF PLAN:

PRINCIPAL ADDRESS:

EMPLOYER I.D. #:

PLAN #:

PLAN ADMINISTRATOR:
ADDRESS:

PHONE NUMBER:
REGISTERED AGENT FOR SERVICE OF LEGAL PROCESS, IF DIFFERENT FROM PLAN ADMINISTRATOR:
ADDRESS:

Benefits are furnished under a vision care Plan purchased by the Group and provided by Vision Service Plan (VSP) under which VSP is financially
responsible for the payment of claims.

This Certificate of Coverage is a summary of the provisions of the Plan providing group vision coverage. In the event of any conflict between this
Certificate of Coverage and the Plan, the provisions of this Certificate of Coverage will prevail. A copy of the Plan will be furnished on request.

DEFINITIONS:

ADDITIONAL BENEFITS The document, attached as Exhibit C to the Group Plan maintained by the Group Administrator and to this
RIDER Certificate of Coverage, which lists selected vision care services and vision care materials which a Covered
Person is entitled to receive by virtue of the Plan (Available only if purchased by Group).

ADVERSE DETERMINATION A decision made by VSP resulting in the denial, modification, reduction or termination of coverage.

BENEFIT AUTHORIZATION  Authorization issued by VSP identifying the individual named as a Covered Person of VSP, and identifying
those Plan Benefits to which a Covered Person is entitled.

COPAYMENTS Those amounts required to be paid by or on behalf of a Covered Person for Plan Benefits which are not fully
covered, and which are payable at the time services are rendered or materials provided.

COVERED PERSON An Enrollee or Eligible Dependent who meets Group’s eligibility criteria and on whose behalf premiums have
been paid to VSP, and who is covered under the Plan.

ELIGIBLE DEPENDENT Any dependent of an Enrollee of Group who meets the eligibility criteria established by Group.

EMERGENCY CONDITION A condition with sudden onset and acute symptoms, including severe pain, a prudent person without medical
training would reasonably believe requires immediate medical attention.

ENROLLEE An employee or member of Group who meets the eligibility criteria specified under Section VI. ELIGIBILITY
FOR COVERAGE of the Plan.

EXPERIMENTAL NATURE  Procedure or lens that is not used universally or accepted by the vision care profession, as determined by VSP
through consideration of whether the procedure or lens is in general use in the medical community in the state
of Washington, is under continued scientific testing and research, shows a demonstrable benefit for a
particular condition, and whether it is proven to be safe and effacious.

GROUP An employer or other entity which contracts with VSP for coverage under this Plan in order to provide vision
care coverage to its Enrollees and their Eligible Dependents.





VSP NETWORK DOCTOR An optometrist or ophthalmologist licensed and otherwise qualified to practice vision care and/or provide vision
care materials who has contracted with VSP to provide vision care services and/or vision care materials on
behalf of Covered Persons of VSP.

NON-VSP PROVIDER Any optometrist, optician, ophthalmologist, or other licensed and qualified vision care provider who has not
contracted with VSP to provide vision care services and/or vision care materials to Covered Persons of VSP.

PLAN or PLAN BENEFITS  The vision care services and vision care materials which a Covered Person is entitled to receive by virtue of
coverage under the Plan, as defined on the attached Schedule of Benefits and Additional Benefit Rider (when
purchased by Group).

PREMIUMS The payments made to VSP by or on behalf of a Covered Person to entitle him/her to Plan Benefits, as stated
in the Schedule of Premiums attached as Exhibit B to the Group Plan document maintained by your Group
Administrator.

RENEWAL DATE The date on which the Plan shall renew or terminate if proper notice is given.

SCHEDULE OF BENEFITS  The document attached as Exhibit A to the Group Plan maintained by the Group Administrator, which lists the
vision care services and vision care materials which a Covered Person is entitled to receive by virtue of the
Plan.

SCHEDULE OF PREMIUMS  The document attached as Exhibit B to the Group Plan maintained by the Group Administrator, which states
the payments to be made to VSP by or on behalf of a Covered Person to entitle him/her to Plan Benefits.

ELIGIBILITY FOR COVERAGE
Enrollees: To be covered, a person must currently be an employee or member of the Group, and meet the established coverage criteria mutually
agreed upon by Group and VSP.

Eligible Dependents: If dependent coverage is provided, the persons eligible are indicated on the attached Schedule of Benefits and Additional
Benefit Rider (when purchased by Group). This includes coverage for newborn infant children of Enrollees from and after the moment of birth,
including but not limited to coverage for congenital anomalies.

PREMIUMS
Group is responsible for payments of the periodic charges for coverage. Group will notify Covered Person of Covered Person's share of the charges,
if any. The entire cost of the program is paid to VSP by Group.





PROCEDURE FOR USING THE PLAN

1.

When Covered Person wants to receive Plan Benefits, contact VSP or a VSP Network Doctor. A list of names, addresses and phone numbers
of VSP Network Doctors in Covered Person’s area can be obtained from Group, the Plan Administrator or VSP. If this list does not cover the
area in which Covered Person desires to seek services, call or write the VSP office nearest Covered Person to obtain one that does.

If Covered Person is eligible for Plan Benefits, VSP will provide Benefit Authorization directly to the VSP Network Doctor. If Covered Person
contacts the VSP Network Doctor directly, Covered Person must identify him or herself as a VSP member so the doctor can obtain Benefit
Authorization from VSP.

When such Benefit Authorization is provided by VSP and services are performed prior to the expiration date of the Benefit Authorization, this will
constitute a claim against the Plan in spite of Covered Person's termination of coverage or the termination of the Plan. Should Covered Person
receive services from a VSP Network Doctor without such Benefit Authorization or obtain services from a Non-VSP Provider, Covered Person is
responsible for payment in full to the provider.

Covered Person pays the Copayment (if any), amounts which exceed the Plan Allowances, and any amounts for non-covered services or
materials to the VSP Network Doctor for services under this Plan. VSP will pay the VSP Network Doctor directly according to its agreement with
the doctor.

Note: If Covered Person is eligible for and obtains Plan Benefits from a Non-VSP Provider, Covered Person should pay the provider’s full fee.
Covered Person will be reimbursed by VSP in accordance with the Non-VSP Provider reimbursement schedule shown on the attached
Schedule of Benefits and Additional Benefit Rider (when purchased by Group), less any applicable Copayments.

Warning: Limited benefits will be paid when non-VSP providers are used.

Covered Persons should be aware that when they elect to utilize the services of a Non-VSP Provider for a covered service in non-emergency
situations, benefit payments for services from such Non-VSP Provider are not based upon the amount billed. The basis of the benefit payment
will be determined according to the Plan's Non-VSP Provider fee schedule.

Covered Persons can expect to be liable for more than the copayment amount defined in the attached schedule of benefits or additional benefit
rider (when purchased by the Group) after the Plan has paid its required portion.

When payment is made to the Non-VSP Provider, the provider may bill Covered Person for any amount up to the billed charge after the Plan
has paid its portion of the bill. VSP Network Doctors have agreed to accept discounted payments for services with no additional billing to the
Covered Person other than copayments, co-insurance and non-covered services or materials. Covered Persons may obtain further information
about the participating status of providers and information on out-of-pocket expenses through vsp.com, or by calling VSP's Customer Service
Department at 1-800-877-7195.

In emergency conditions, when immediate vision care of a medical nature is necessary Covered Person can obtain covered services by
contacting a VSP Network Doctor or Non-VSP Provider. No prior authorization from VSP is required for Covered Person to obtain covered
vision care for Emergency Conditions of a medical nature.

For emergency conditions of a non-medical nature, such as lost, broken or stolen glasses, the Covered Person should contact VSP's Customer
Service Department for assistance.

Emergency vision care is subject to the same benefit frequencies, plan allowances, Copayments and exclusions stated herein. Reimbursement
to VSP Network Doctors will be made in accordance with their agreement with VSP.

In the event of termination of a VSP Network Doctor’s participation in VSP, VSP will remain liable to the VSP Network Doctor for services
rendered to Covered Person at the time of termination and permit the VSP Network Doctor to continue to provide Covered Person with Plan
Benefits until the services are completed or until VSP makes reasonable and appropriate arrangements for the provision of such services by
another VSP Network Doctor.

BENEFIT AUTHORIZATION PROCESS

VSP authorizes Plan Benefits according to the latest eligibility information furnished to VSP by Covered Person's Group and the level of coverage

(i.e. service frequencies, covered materials, reimbursement amounts, limitations, and exclusions) purchased for Covered Person by Group under this
Plan. When Covered Person requests services under this Plan, Covered Person's prior utilization of Plan Benefits will be reviewed by VSP to

determine if Covered Person is eligible for new services based upon Covered Person's Plan’s level of coverage. Please refer to the attached

Schedule of Benefits and Additional Benefit Rider (when purchased by Group) for a summary of the level of coverage provided to Covered Person
by Group.





BENEFITS AND COVERAGES

Through its VSP Network Doctors, VSP provides Plan Benefits to Covered Persons subject to the limitations, exclusions and Copayment(s)
described herein. When Covered Person wishes to obtain Plan Benefits from a VSP Network Doctor, Covered Person may contact any VSP Network
Doctor, identify Covered Person as a VSP member, and schedule an appointment. If Covered Person is eligible for Plan Benefits, VSP will provide
Benefit Authorization for Covered Person directly to the VSP Network Doctor prior to Covered Person's appointment.

Specific benefits for which Covered Person is covered are described on the attached Schedule of Benefits and Additional Benefit Rider (when
purchased by Group).

COPAYMENT

The benefits described herein are available to Covered Person subject to Covered Person’s payment of any applicable Copayments as described in
this Certificate of Coverage, the Schedule of Benefits and Additional Benefit Rider (when purchased by Group). Amounts which exceed plan
allowances, annual maximum benefits, options reimbursements, or any other stated Plan limitations are not considered Copayments but are also the
responsibility of the Covered Person.

Any additional care, service and/or materials not covered by this plan may be arranged between Covered Person and the Doctor.

COORDINATION OF BENEFITS

Covered Persons who are covered under two or more insurance plans that include vision care benefits may be eligible for Coordination of Benefits
(“COB”). VSP will combine other insurance plans’ claim payments or reimbursements, if any, with benefits available under Covered Persons' VSP
plan, which may reduce or eliminate Covered Person’s out-of-pocket expense. Covered Persons covered under more than one VSP plan may also
be able to take advantage of COB. In order to process claims involving COB, VSP may need to share personal information regarding Covered
Persons with other parties (such as another insurance company). When this is necessary, VSP will only share such information with those persons
or organizations having a legitimate interest in the information and only where such is not prohibited by law.





EXCLUSIONS AND LIMITATIONS OF BENEFITS
This vision service plan is designed to cover visual needs rather than cosmetic materials.

Some professional services and/or materials are not covered under this Plan. Please refer to the NOT COVERED section of the attached
Schedule of Benefits and Additional Benefit Rider (when purchased by Group) for details.

VSP may, at its discretion, waive any of the Plan limitations if, in the opinion of our Optometric Consultants this is necessary for the visual welfare of
the Covered Person.

LIABILITY IN EVENT OF NON-PAYMENT
In the event VSP fails to pay the provider, Covered Person shall not be liable for any sums owed by VSP other than those not covered by the Plan.

COMPLAINTS AND GRIEVANCES

If Covered Person ever has a question or problem, Covered Person's first step is to call VSP’s Customer Service Department. The Customer Service
Department will make every effort to answer your question and/or resolve the matter informally. If a matter is not initially resolved to the satisfaction
of a Covered Person, the Covered Person may communicate a complaint or grievance to VSP, verbally or in writing, by using the complaint form,
which may be obtained upon request from the Customer Service Department. Complaints and grievances include disagreements regarding access
to care, or the quality of care, treatment or service. Covered Persons also have the right to submit written comments or supporting documentation
concerning a complaint or grievance to assist in VSP’s review. VSP will resolve the complaint or grievance within thirty (30) days after receipt, unless
special circumstances require an extension of time. In that case, resolution shall be achieved as soon as possible, but no later than one hundred
twenty (120) days after VSP’s receipt of the complaint or grievance. If VSP determines that resolution cannot be achieved within thirty (30) days, a
letter will be sent to the Covered Person to indicate VSP’s expected resolution date. Upon final resolution, the Covered Person will be notified of the
outcome in writing.

APPEALS OF ADVERSE DETERMINATIONS

A Covered Person must submit an appeal of an Adverse Determination in writing. VSP will reconsider its decision within fourteen (14) days of receipt
of the appeal unless VSP notifies the Covered Person that an extension is necessary to complete the appeal. The extension will not delay the
decision beyond thirty (30) days of the request for an appeal without the Covered Person's written consent. In the event that a delay would
jeopardize the health of a Covered Person, VSP will issue a decision within seventy-two (72) hours after receipt of the appeal. Adverse
Determination Appeals follow the same reviewer qualifications standards set forth in Section 5.06 of the Plan Document.

REQUESTS FOR APPEALS
If a Covered Person's claim for benefits is denied by VSP in whole or in part, VSP will notify the Covered Person in writing of the reason or reasons
for the denial. Within one hundred eighty (180) days after receipt of such notice of denial of claim, Covered Person may make an oral or written
request to VSP for a full review of such denial. The request should contain sufficient information to identify the Covered Person for whom a claim for
benefits was denied, including the name of the VSP Enrollee, Member Identification Number of the VSP Enrollee, the Covered Person's name and
date of birth, the name of the provider of services and the claim number. The Covered Person may state the reasons the Covered Person believes
that the claim denial was in error. The Covered Person may also provide any pertinent documents to be reviewed. VSP will review the claim and
give the Covered Person the opportunity to review pertinent documents, submit any statements, documents or written arguments in support of the
claim, and appear personally to present materials or arguments. Covered Person or Covered Person's authorized representative should submit all
requests for appeals to;
VSP
Member Appeals
3333 Quality Drive
Rancho Cordova, CA 95670
(800) 877-7195

VSP’s determination, including specific reasons for the decision, shall be provided and communicated to the Covered Person within thirty (30) days
after receipt of a request for appeal from the Covered Person or Covered Person’s authorized representative.

If Covered Person disagrees with VSP’s determination, he/she may request a second level appeal within sixty (60) calendar days from date of
determination. VSP shall resolve any second level appeal within thirty (30) calendar days.

When Covered Person has completed all appeals mandated by the Employee Retirement Income Security Act of 1974 (“ERISA”), additional
voluntary alternative dispute resolution options may be available, including mediation and arbitration. Covered Person should contact the U. S.
Department of Labor or the State insurance regulatory agency for details. Additionally, under ERISA (Section 502(a)(1)(B)) [29 U.S.C.
1132(a)(1)(B)]), Covered Person has the right to bring a civil (court) action when all available levels of review of denied claims, including the appeal
process, have been completed, the claims were not approved in whole or in part, and Covered Person disagrees with the outcome.





CLAIM APPEALS FOR SERVICES OF AN EXPERIMENTAL NATURE

In the event a claim is denied because the vision services requested are of an experimental nature, that appeal determination will be made within
twenty (20) working days of receipt of the fully documented appeal. This review period may be extended beyond twenty (20) working days upon
written consent of the Covered Person. A person qualified by reasons of training, experience and medical expertise to evaluate it will review the
appeal. The person reviewing the appeal will not be the same person who made the initial decision to deny benefits. The Covered Person will be
notified of the result of the appeal in writing, which will include the basis for the decision, the name of the reviewer and that person's professional
qualifications. In the event that a delay would jeopardize the health of a Covered Person, VSP will issue a decision within seventy-two (72) hours
after receipt of the appeal.

TERMINATION OF BENEFITS
After the Plan Term, this Plan will continue on a month to month basis or until terminated by either party giving the other party sixty (60) days notice.
Plan Benefits will cease on the date of cancellation of this Plan whether the cancellation is by your Group or by VSP due to nonpayment of Premium.

If Covered Person is receiving service as of the termination date of the Plan, such service shall be continued to completion, but in no event beyond
six (6) months after the termination date of the Plan.

INDIVIDUAL CONTINUATION OF BENEFITS
This program is available to groups of a minimum of ten (10) employees and is, therefore, not available on an individual basis. When a Group
terminates its coverage, individual coverage is not available for Enrollees who may desire to retain same.

LABOR DISPUTES

If an Enrollee's compensation is suspended or terminated directly or indirectly as the result of a strike, lockout, or other labor dispute, the Enrollee
may pay any premiums due directly to the Group for a period not exceeding six months and at the rate and coverages that the Plan contract
provides.

THE CONSOLIDATED OMNIBUS BUDGET RECONCILIATION ACT OF 1985 (COBRA)

The Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA) requires that under certain circumstances health plan benefits available to
an eligible participant and his or her dependents be made available to said persons upon the termination of employment of said participant, or the
termination of the relationship between said participant and his or her dependents. If, and only to the extent, COBRA applies to your Group Plan,
V/SP shall make the statutorily required continuation coverage available in accordance with COBRA.





EXHIBIT A

SCHEDULE OF BENEFITS
VSP Choice Plan

GENERAL

This Schedule lists the vision care benefits to which Covered Persons of MID-ATLANTIC VISION SERVICE PLAN, INC. ("VSP") are entitled, subject
to any applicable Copayments and other conditions, limitations and/or exclusions stated herein. If Plan Benefits are available for Non-VSP Provider
services, as indicated by the reimbursement provisions below, vision care benefits may be received from any licensed eye care provider whether
V'SP Network Doctors or Non-VSP Providers. This Schedule forms a part of the Plan and Certificate of Coverage to which it is attached.

VSP Network Doctors are those doctors who have agreed to participate in VSP’s Choice Network.

When Plan Benefits are received from VSP Network Doctors, benefits appearing in the VSP Network Doctor Benefit column below are applicable
subject to any applicable Copayments and other conditions, limitations and/or exclusions as stated below. When Plan Benefits are available and
received from Non-VSP Providers, the Covered Person is reimbursed for such benefits according to the schedule in the Non-VSP Provider Benefit
column below, less any applicable Copayment. The Covered Person pays the provider the full fee at the time of service and submits an itemized bill
to VSP for reimbursement. Discounts do not apply for vision care benefits obtained from Non-VSP Providers.

ELIGIBILITY

The following are Covered Persons under this Plan:

+  Enrollee.

«  The legal spouse of Enrollee.*

*  Any child of Enrollee, including any natural child from the moment of birth, legally adopted child from the moment of placement for adoption with

the Enrollee, the child of the spouse/domestic partner, or other child for whom a court or administrative agency holds the Enrollee responsible.
«  The domestic partner of the same or opposite gender as Enrollee.

Dependent children are covered up to age 26.

A dependent, unmarried child over the limiting age may continue to be eligible as a dependent if the child is incapable of self-sustaining employment
because of mental or physical disability, and chiefly dependent upon Enrollee for support and maintenance.

See schedule below for Plan Benefits, payments and/or reimbursement subject to any Copayment(s) as stated:

* Pursuant to RCW 26.60.015, all provisions applying to legal spouses shall apply equally to registered domestic partners

COPAYMENT

There shall be a Copayment of $10.00 for the examination payable by the Covered Person at the time services are rendered. If materials (lenses,
frames or Necessary Contact Lenses) are provided, there shall be an additional $25.00 Copayment payable at the time materials are ordered. The
Copayment shall not apply to Elective Contact Lenses.





PLAN BENEFITS

SERVICE OR MATERIAL VSP NETWORK DOCTOR NON-VSP PROVIDER BENEFIT | FREQUENCY
BENEFIT

Eye Examination Covered in full* Upto$ 45.00* Available once each 12 months**

Complete initial vision analysis: includes appropriate examination of visual functions and prescription of corrective eyewear where
indicated.

*Less any applicable Copayment.
**Beginning with the first date of service.

SERVICE OR MATERIAL VSP NETWORK DOCTOR NON-VSP PROVIDER BENEFIT | FREQUENCY
BENEFIT
Lenses Available once each 12 months**
Single Vision Covered in full * Upto$ 30.00*
Bifocal Covered in full * Upto$ 50.00*
Trifocal Covered in full * Upto$ 65.00*
Lenticular Covered in full * Up to $ 100.00*

Plan Benefits for lenses are per complete set, not per lens.

*Less any applicable Copayment.
**Beginning with the first date of service.

SERVICE OR MATERIAL VSP NETWORK DOCTOR NON-VSP PROVIDER BENEFIT | FREQUENCY
BENEFIT
LENS OPTIONS Available once each 12 months*™
Anti-reflective coating Covered in full [ Not Covered
Scratch coating Covered in full [ Not Covered

**Beginning with the first date of service.

SERVICE OR MATERIAL VSP NETWORK DOCTOR NON-VSP PROVIDER BENEFIT | FREQUENCY
BENEFIT

FRAMES Covered up to Plan Allowance* |Upto$ 70.00* Available once each 12 months**

Benefits for lenses and frames include reimbursement for the following necessary professional services:

1. Prescribing and ordering proper lenses;

2. Assisting in frame selection;

3. Verifying accuracy of finished lenses;

4. Proper fitting and adjustments of frames;

5. Subsequent adjustments to frames to maintain comfort and efficiency;
6. Progress or follow-up work as necessary.

*Less any applicable Copayment.
**Beginning with the first date of service.






SERVICE OR MATERIAL VSP NETWORK DOCTOR NON-VSP PROVIDER BENEFIT | FREQUENCY
BENEFIT
ELECTIVE CONTACT
LENSES Available once each 12 months**
Materials Only Upto$ 130.00 Upto$ 105.00

Elective Contact Lens fitting and evaluation services are covered in full once every 12 months, after a maximum $60.00 Copayment

*Less any applicable Copayment
**Beginning with the first date of service.
***15% discount applies to VSP Network Doctor’s usual and customary professional fees for contact lens evaluation and fitting.

Elective Contact Lenses are provided in lieu of all other lens and frame benefits available herein.

When contact lenses are obtained, the Covered Person shall not be eligible for lenses again for 12 months and frames for 12 months.

SERVICE OR MATERIAL VSP NETWORK DOCTOR NON-VSP PROVIDER BENEFIT | FREQUENCY
BENEFIT
Available once each 12 months**
NECESSARY CONTACT
LENSES

Professional Fees and
Materials***

Covered in full *

Upto$ 210.00*

*Less any applicable Copayment
**Beginning with the first date of service.

***Necessary Contact Lenses are a Plan Benefit when specific benefit criteria are satisfied and when prescribed by Covered Person's VSP Network
Doctor or Non-VSP Provider. Prior review and approval by VSP are not required for Covered Person to be eligible for Necessary Contact Lenses.

Visually Necessary Contact Lenses are provided in lieu of all other lens and frame benefits available herein.

When contact lenses are obtained, the Covered Person shall not be eligible for lenses again for 12 months and frames for 12 months.






SERVICE OR MATERIAL VSP NETWORK DOCTOR NON-VSP PROVIDER BENEFIT | FREQUENCY
BENEFIT

LOW VISION

Professional services for severe visual problems not correctable with regular lenses, including:

Supplemental Testing Covered in full Up to $125.00* ¥
(Includes evaluation, diagnosis and prescription of vision aids where indicated.)
Supplemental Aids 75% of amount 75% of amount *
up to $1000.00* up to $1000.00*

*Maximum benefit for all Low Vision services and materials is $1000.00 every two (2) years.

Low Vision benefits secured from Non-VSP Providers (if covered) are subject to the same time and Copayment provisions described above for VSP
Network Doctors. The Covered Person should pay the Non-VSP Provider's full fee at the time of service. Covered Person will be reimbursed an

amount not to exceed what VSP would pay a VSP Network Doctor for the same services and/or materials.

There is no assurance that the amount reimbursed will cover 75% of the provider's full fee.
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EXCLUSIONS AND LIMITATIONS OF BENEFITS

Some brands of spectacle frames may be unavailable for purchase as Plan Benefits, or may be subject to additional limitations. Covered Persons
may obtain details regarding frame brand availability from their VSP Network Doctor or by calling VSP’s Customer Care Division at (800) 877-7195.

PATIENT OPTIONS

+  Optional cosmetic processes.

«  Color coating.

*  Mirror coating.

Blended lenses.

Cosmetic lenses.

Laminated lenses.

Oversize lenses.

Polycarbonate lenses.

Photochromic lenses, tinted lenses except Pink #1 and Pink #2.
Progressive multifocal lenses.

UV (ultraviolet) protected lenses.
Certain limitations on low vision care.

NOT COVERED
There are no benefits for professional services or materials connected with:

Orthoptics or vision training and any associated supplemental testing.

Corneal Refractive Therapy (CRT).

Orthokeratology (a procedure using contact lenses to change the shape of the cornea in order to reduce myopia).
Refitting of contact lenses after the initial (90-day) fitting period.

Plano lenses (lenses with refractive correction of less than + .50 diopter).

Two pair of glasses in lieu of bifocals.

Replacement of lenses and frames furnished under this Plan which are lost or broken, except at the normal intervals when services are
otherwise available.

Medical or surgical treatment of the eyes.

Corrective vision treatment of an Experimental Nature.

Plano contact lenses to change eye color cosmetically.

Artistically-painted contact lenses.

Contact lens insurance policies or service contracts.

Additional office visits associated with contact lens pathology.

Contact lens modification, polishing, or cleaning.

Costs for services and/or materials above Plan Benefit allowances.

Services or materials of a cosmetic nature.

Services and/or materials not indicated on this Schedule as covered Plan Benefits.
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Exhibit C

ADDITIONAL BENEFIT RIDER
PRIMARY EYECARE PLAN

GENERAL

This Rider lists additional vision care benefits to which Covered Persons of MID-ATLANTIC VISION SERVICE PLAN, INC. (“VSP") are entitled,
subject to any applicable Copayments and other conditions, limitations and/or exclusions stated herein. Please see the section entitled "Procedures
For Obtaining Primary EyeCare Services," below. This Rider forms a part of the Plan and Certificate of Coverage to which it is attached.

The Primary EyeCare Plan is designed for the detection, treatment and management of ocular conditions and/or systemic conditions that produce
ocular or visual symptoms. Under the Plan, Eyecare Professionals provide treatment and management of urgent and follow-up services. Primary
EyeCare also involves management of conditions that require monitoring to prevent future vision loss.

The Eyecare Professional is responsible for advising and educating patients on matters of general health and prevention of ocular disease. If
consultation, treatment, and/or referral are necessary, it is the responsibility of the Eyecare Professional, to manage and coordinate on behalf of the
patient to assure appropriateness of follow-up services.

Covered Persons with the following symptoms and/or conditions (see DEFINITIONS, below) will be covered for certain Primary EyeCare services in
accordance with the optometric scope of licensure in the Eyecare Professional's state.

SYMPTOMS

Examples of symptoms which may result in a patient seeking services on an urgent basis under the Primary EyeCare Plan include, but are not
limited to:

+  ocular discomfort or pain +  recent onset of eye muscle dysfunction
«  transient loss of vision + ocular foreign body sensation

+  flashes or floaters +  painin or around the eyes

+ ocular trauma +  swollen lids

«  diplopia +  redeyes

CONDITIONS

Examples of conditions which may require management under the Primary EyeCare Plan include, but are not limited to:

+ ocular hypertension *  macular degeneration
+  retinal nevus +  corneal dystrophy

+  glaucoma +  corneal abrasion

«  cataract *  blepharitis

+  pink-eye ¢ sty

See schedule below for Plan Benefits, payments and/or reimbursement subject to any Copayment(s) as stated.
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PROCEDURES FOR OBTAINING PRIMARY EYECARE SERVICES
Procedures For Obtaining Supplemental Primary Eyecare Services

The Supplemental Primary EyeCare Plan provides coverage for certain vision-related medical services as a supplemental to Covered Person’s
group medical plan. Covered Persons should refer to the plan booklet, certificate of coverage or other benefits description for their group medical
plan to determine how to obtain plan benefits.

The provider should first submit a claim to Covered Person’s group medical insurance plan. Any amounts not paid by the medical plan may then be
considered for payment by VSP. (This is referred to as “Coordination of Benefits” or “COB.” Please refer to the Coordination of Benefits section of
Covered Person’s Evidence of Coverage for additional information regarding COB.)

COVERED PERSON DOES NOT HAVE A GROUP MEDICAL PLAN
When Covered Person does not have a group medical plan, the Supplemental Primary Eyecare Plan provides Plan Benefits as follows:
1. Covered Person contacts VSP Network Provider and makes an appointment.

2. Covered Person pays the applicable Copayment at the time of each Supplemental Primary EyeCare visit and amounts for any additional services
not covered by the Plan.

ELIGIBILITY

The following are Covered Persons under this Plan:

+  Enrollee.

+  The legal spouse of Enrollee.*

+  Any child of Enrollee, including any natural child from the moment of birth, legally adopted child from the moment of placement for adoption with

the Enrollee, the child of the spouse/domestic partner, or other child for whom a court or administrative agency holds the Enrollee responsible.
«  The domestic partner of the same or opposite gender as Enrollee.

Dependent children are covered up to age 26.

A dependent, unmarried child over the limiting age may continue to be eligible as a dependent if the child is incapable of self-sustaining employment
because of mental or physical disability, and chiefly dependent upon Enrollee for support and maintenance.

See schedule below for Plan Benefits, payments and/or reimbursement subject to any Copayment(s) as stated:

* Pursuant to RCW 26.60.015, all provisions applying to legal spouses shall apply equally to registered domestic partners
COPAYMENT

A Copayment amount of $20.00 shall be payable by the Covered Person at the time of each Primary EyeCare office visit to a VSP Network Doctor.

13





PLAN BENEFITS

SERVICE OR MATERIAL VSP NETWORK DOCTOR BENEFIT  INON-VSP PROVIDER BENEFIT

Eye Examinations, Consultations* |Covered in full** Up to current Non-VSP Provider Schedule of Allowances

Surgical Procedures* Covered in full** Up to current Non-VSP Provider Schedule of Allowances

Diagnostic Procedures* Covered in full** Up to current Non-VSP Provider Schedule of Allowances

Medical and/or Surgical Supplies* |Covered in full** Up to current Non-VSP Provider Schedule of Allowances
*Refer to the Covered Services section for services and materials available under the Primary EyeCare Plan.

**Less VSP Copayment.

REFERRALS

VSP Network Doctor Referrals

The VSP Network Doctor will refer the Covered Person to another doctor under the following circumstances:

1. If the Covered Person requires additional services which are covered by the Primary EyeCare Plan but can not be provided in the VSP Network
Doctor’s office, the doctor will refer the Covered Person to another VSP Network Doctor or to a physician under the Group’s medical plan whose
offices provide the necessary services.

2. If the Covered Person requires services beyond the scope of the Primary EyeCare Plan, the VSP Network Doctor will refer the Covered Person
to a physician under the Group’s medical plan.

Referrals are intended to ensure that Covered Persons receive the appropriate level of care for their presenting condition. Covered
Persons do not require a referral from a VSP Network Doctor in order to obtain Plan Benefits.

EXCLUSIONS AND LIMITATIONS OF BENEFITS

The Primary EyeCare Plan is designed to cover Primary EyeCare services only. There is no coverage provided under the Plan for the following:

Costs associated with securing materials such as lenses and frames.

Orthoptics or vision training and any associated testing.

Laser or any other form of refractive surgery.

Pathological treatment.

«  Any eye examination, or any corrective eyewear required by an employer as a condition of employment.
+  Medication.

«  Pre- and post-operative services.

+  Any surgical procedures not listed as a Covered Service.

+  Services and/or materials not indicated on this Rider as covered Plan Benefits.
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COVERED SERVICES

(The following list is current as of [8/1/2007] and is subject to change without notice.)

Procedure Code

Description

Office Visits

92002, 92004, 92012, 92014,
92070

Ophthalmological services

99201, 99202, 99203, 99204,

99205, 99211, 99212, 99213, Office Visits

99214, 99215
Urgent Care

99050, 99051 Afterhours services; additional services
Consultations

99241, 99242, 99243,
99244, 99245

Office Consultations

Diagnostic Procedures

92020, 92025

Gonioscopy

92081, 92082, 92083

Visual field exams

92100* Serial tonometry

92120 Tonography with interpretation and report

92130 Tonography with water provocation

92140 Provocative tests for glaucoma

92225, 92226 Extended Ophthalmoscopy

92250 Fundus Photography

92260 Ophthalmodynamometry

92270 Electro-oculography with interpretation and report

92275 Electroretinography with interpretation and report

92283 Color vision exam, extended

92284 Dark adaptation exam with interpretation and report

92285 External ocular photography

92286 Special anterior segment photography

92287 Special anterior segment photography with fluorescein angiography
95930 Visual evoked potential (VEP) testing central nervous system

Surgical Procedures

65205, 65210, 65220, 65222

Removal, foreign body, external eye

65430 Scraping of cornea

65435 Removal of corneal epithelium

67820 Correction of trichiasis

67938 Removal of embedded foreign body, eyelid
68761 Closure of lacrimal punctum

68801 Dilation of lacrimal punctum

68810, 68815

Probing of nasolacrimal duct

Medical/Surgical Suppies

76514

Corneal pachymetry, unilateral or bilateral
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DEFINITIONS
Blepharitis
Cataract

Conjunctiva

Corneal Abrasion

Corneal Dystrophy

Diplopia

Eye Muscle Dysfunction

Flashes or Floaters

Glaucoma

Macula

Macular Degeneration
Ocular

Ocular Conditions
Ocular Hypertension
Ocular Trauma

Pink eye

Retinal Nevus

Systemic Condition

Sty

Transient Loss of Vision

Inflammation of the eyelids.
A cloudiness of the lens of the eye obstructing vision.

The mucous membrane that lines the inner surface of the eyelids and is continued over the
forepart of the eye.

Irritation of the transparent, outermost layer of the eye.

A disorder involving nervous and muscular tissue of the transparent, outermost layer of the
eye.

The observance by a person of seeing double images of an object
A disorder or weakness of the muscles that control the eye movement.
The observance by a person of seeing flashing lights and/or spots.

A disease of the eye marked by increased pressure within the eye which causes damage to
the optic disc and gradual loss of vision.

The small, sensitive area of the central retina, which provides vision for fine work and
reading.

An acquired degenerative disease which affects the central retina.
Of or pertaining to the eye or the eyesight.

Any condition, problem, or complaint relating to the eyes or eyesight.
Unusually high blood pressure within the eye.

A forceful injury to the eye due to a foreign object.

An acute, highly contagious inflammation of the conjunctiva.

A pigmented birthmark on the sensory membrane lining the eye that receives the image
formed by the lens.

Any condition or problem relating to a person’s general health.
An inflamed swelling of the fatty material at the margin of the eyelid.

Temporary loss of vision.
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Summary of Benefits and Coverage

VSP Choice Plan
Prepared for: EDUCATIONAL SERVICE DISTRICT 123
Group ID: 30023009
Effective Date: JANUARY 1, 2015

The Affordable Care Act requires that health insurance companies and group health plans provide consumers with a simple
and consistent benefit and coverage information document, beginning September 23, 2012. This document is a Summary of
Benefits and Coverage (SBC).

The grid below is being provided for your convenience and mirrors the sample SBC that the U.S. Department of Labor has
published. All the information provided is relative to your plan and described in detail in the preceding Evidence of
Coverage.

Common Services You Your cost if you use an Limitations and
Medical May Need In-Network Out-of-Network Exceptions
Event Provider Provider
If you or your | Eye Exam $10.00 Copay Reimbursed up to Exam covered in
dependents (if $45.00 full every 12
applicable) months™*
need eyecare
Frames, Lenses or | Glasses: $25.00 Frames reimbursed up | Frames covered
Contacts Copay (lenses to $70.00 every 12 months**
and/or frames only); | SV Lenses reimbursed | Lenses covered
Up to $60.00 copay |up to $ 30.00 every 12 months*
for Contact Lens Bi-Focal Lenses
Exam reimbursed up to
$50.00

Tri-Focal Lenses
reimbursed up to
$65.00

Lenticular Lenses
reimbursed up to
$100.00

ECL reimbursed up to
$105.00

Fees
* Beginning with the first date of service.

Your Grievance and Appeals Rights:
If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal
or file a grievance. For questions about your rights, this notice, or assistance, you can contact: 800-877-7195.







