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IMPORTANT NOTICE

This packet includes a notice regarding how the plan’s prescription drug coverage
compares to Medicare Part D. If you or a covered family member is also enrolled in
Medicare Parts A or B, but not Part D, you should read the Medicare Part D notice
carefully. It is titled, “Important Notice From Taylor Corporation About Your
Prescription Drug Coverage and Medicare.”




= BlueCross
BlueShield

Minnesota
Summaryof ‘Ben‘e‘f-i'ts‘ ahd‘Cb\}érage: What this Plan Covers & What You Pay For Covered Services Coverage Period: Beginning on or after 01/01/2024
TAYLOR CORPORATION - PPO Plus Plan Coverage for: Individual/Family | Plan Type: PPO

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

share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.bluecrossmn.com/taylor or call 1-
866-289-5154. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined
terms see the Glossary. You can view the Glossary at https://www.healthcare.gov/shc-glossary or call 1-866-289-5154 to request a copy.

Important Questions _ Why this Matters:

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

This plan has an embedded deductible. If you have other family members on the
plan, each family member must meet their own individual deductible until the total

$1,500 individual / $3,000 family medical in-network

What is the overall $4.000 individual / $8,000 family medical out-of-

deductible?

network amount of deductible expenses paid by all family members meets the overall
family deductible.
This plan covers some items and services even if you haven't yet met the
Are there services Yes. Well child care, prenatal care and in-network | deductible amount. But a copayment or coinsurance may apply. For example, this
covered before you meet | preventive care services are covered before you plan covers certain preventive services without cost-sharing and before you meet
your deductible? meet your deductible. your deductible. See a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits.
Are there other
deductibles for specific | No You don’t have to meet deductibles for specific services.
services?
$6,600 individual / $13,200 family medical and drug | The out-of-pocket limit is the most you could pay in a year for covered services.
What is the out-of-pocket | in-network This plan has an embedded out-of-pocket limit. If you have other family members
limit for this plan? $12,700 individual / $25,400 family medical and on this plan, they have to meet their own out-of-pocket limits until the overall

drug out-of-network family out-of-pocket limit has been met.
Premiums, balance-billing charges (unless balanced
billing is prohibited), and health care this plan
doesn't cover.

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

What is not included in
the out-of-pocket limit?
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This plan uses a provider network. You will pay less if you use a provider in the
plan’s network. You will pay the most if you use an out-of-network provider, and
you might receive a bill from a provider for the difference between the provider's
charge and what your plan pays (balance billing). Be aware your in-network
provider might use an out-of-network provider for some services (such as lab
work). Check with your provider before you get services.

Will you pay less if you
use an in-network
provider?

Yes. See www.bluecrossmn.com/taylor or call 1-
866-289-5154 for a list of in-network providers.

Do you need a referral to

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

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

What you Will Pa

Common Medical Event

Services You May Need In-Network Provider Out-of-Network Provider CAEHE Exceptlons,_&
: . Other Important Information
You will pay the least You will pay the most

If you visit a health care
provider’s office or clinic

If you have a test

If you need drugs to treat your
iliness or condition.

A retail pharmacy is any licensed

pharmacy that you can
physically enter to obtain a

prescription drug. A mail service

pharmacy dispenses

Primary care visit to treat
an injury or illness

Specialist visit

Preventive

care/screening/
immunization

Diagnostic test (x-ray,
blood work)

Imaging (CT/PET scans,
MRIs)

Preferred generic drugs

Preferred brand drugs

$25 copay/office visit, deductible

does not apply; 20% coinsurance

for all other services
$35 copay/office visit, deductible

does not apply; 20% coinsurance

for all other services

No charge

20% coinsurance

20% coinsurance

$10 copay/retail
$25 copay/90 day retail

20% coinsurance/retail; $40
minimum $80 maximum

20% coinsurance/90 day retail;
$100 minimum $200 maximum

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor

40% coinsurance

40% coinsurance

Well child: 40% coinsurance

Adult: 40% coinsurance

40% coinsurance

40% coinsurance

$10 copay/retail

$25 copay/90 day retail
20% coinsurance/retail; $40
minimum $80 maximum
20% coinsurance/90 day
retail; $100 minimum $200
maximum

None

None

You may have to pay for
services that aren’t preventive.
Ask your provider if the
services needed are
preventive. Then check what
your plan will pay for.

May require prior authorization.

Participant pays full price for
prescriptions up to the
deductible. No coverage for mail
service pharmacy drugs from
out-of-network providers.
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Common Medical Event

Services You May Need

What you Will Pa

In-Network Provider Out-of-Network Provider
You will pay the least You will pay the most

Limitations, Exceptions, &
Other Important Information

prescription drugs through the
U.S. Mail.

More information about prescription

drug coverage is available at
www.caremark.com

If you have outpatient surgery

If you need immediate medical
attention

If you have a hospital stay

If you need mental health,
behavioral health, or substance
use services

If you are pregnant

Non-preferred drugs

Specialty drugs

Facility fee (e.g.,
ambulatory surgery
center)
Physician/surgeon fees
Emergency room care
Emergency medical

transportation

Urgent care

Facility fee (e.g., hospital
room)

Physician/surgeon fee
Outpatient services
Inpatient services

including adult mental
health treatment

Office visits

50% coinsurance/retail; $60
minimum $120 maximum

50% coinsurance/90 day retail;
$150 minimum $300 maximum

20% coinsurance; $75 minimum
$150 maximum

20% coinsurance
20% coinsurance
20% coinsurance
20% coinsurance

$25 copay/office visit, deductible

does not apply; 20% coinsurance

for all other services
20% coinsurance

20% coinsurance
$25 copay/office visit, deductible

does not apply; 20% coinsurance

for all other services
20% coinsurance

Prenatal care: 0% coinsurance
Postnatal care: $25
copay/primary care office visit or
$35 copay/specialist office visit
whichever is applicable,
deductible does not apply; 20%
coinsurance for all other services

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor

50% coinsurance/retail; $60

minimum $120 maximum
50% coinsurance/90 day

retail; $150 minimum $300

maximum

20% coinsurance; $75
minimum $150 maximum

40% coinsurance

40% coinsurance
20% coinsurance

20% coinsurance
40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

Prenatal care: 40%
coinsurance
Postnatal care: 40%
coinsurance

No coverage for mail service
pharmacy drugs from out-of-
network providers.

May require prior authorization.

May require prior authorization.

None

None

None

None

May require prior authorization.
Services for marriage/couples
counseling are not covered.

May require prior authorization.

Cost-sharing does not apply for
preventive services. Depending
on the type of services, other
cost-sharing may apply.
Maternity care may include
tests and services described
elsewhere in the SBC (e.g.,
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Common Medical Event

Services You May Need |

What you Will Pay

In-Network Provider
You will pay the least

Out-of-Network Provider

Limitations, Exceptions, &
Other Important Information

Childbirth/delivery
professional services

20% coinsurance

40% coinsurance

Childbirth/delivery facility
services

20% coinsurance

40% coinsurance

ultrasound).

If you need help recovering or
have other special health needs

Home health care

20% coinsurance

40% coinsurance

Combined in-network and out-
of-network: 120 visits per
benefit period. May require
prior authorization.

$25 copay for occupational AR GallrEEa

therapy; deductible does not occumapy

apply o oo :
Rehabilitation services $25 copay for physical therapy; ?hoefa;;lm]w ]

deductible does not apply ] 40% coinsurance for speech

$25 copay for speech therapy; therapy

deductible does not apply by

$25 copay for occupational

Habilitation services

therapy; deductible does not

apply
$25 copay for physical therapy;

40% coinsurance for
occupational therapy

40% coinsurance for physical
therapy

deductible does not apply el
$25 copay for speech therapy:; ?hoefaacomsurance for speech
deductible does not apply Py

May require prior authorization.

Skilled nursing care

20% coinsurance

40% coinsurance

Combined in-network and out-
of-network: 120 days per
benefit period. May require
prior authorization.

Durable medical

20% coinsurance

20% coinsurance

May require prior authorization.

equipment
Hospice service 20% coinsurance 40% coinsurance None
Children’s eye exam No charge 40% coinsurance None
If your child needs dental or eye | Children’s glasses Not covered Not covered No coverage for these services
care Children’s dental check- .
Not covered Not covered No coverage for these services

up

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor

4 of 9



https://www.healthcare.gov/sbc-glossary/#plan
http://www.bluecrossmn.com/taylor
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#home-health-care
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#rehabilitation-services
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#habilitation-services
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#copayment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#skilled-nursing-care
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#durable-medical-equipment
https://www.healthcare.gov/sbc-glossary/#durable-medical-equipment
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#hospice-services
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance
https://www.healthcare.gov/sbc-glossary/#coinsurance

Excluded Services & Other Covered Services:

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

e Routine foot care e Cosmetic surgery (except as specified in plan
e Dental care (except as specified in plan benefits) benefits)
o Weight loss programs

e Private-duty nursing
e Long-term care

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

e Hearing aids (external only & subject to coverage

e Chiropractic care e Acupuncture (except as specified in plan o
L , limitations)
e Bariatric surgery benefits) Routine eye care (adull
e Infertility treatment ¢ Non-emergency care when traveling outside the y
us.

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: Minnesota Department of Commerce at 1-800-657-3602; the Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA
(3272) or www.dol.gov/ebsalhealthreform; or Department of Health and Human Services, Center for Consumer Information and Insurance Oversight at 1-877-267-
2323, extension 61565 or www.cciio.cms.gov. For more information on your rights to continue coverage, contact Blue Cross at 1-866-289-5154. Other coverage
options may be available to you too, including buying individual insurance coverage through the MNsure/the Marketplace For more information about the
Marketplace, visit www.mnsure.com or call 1-855-366-7873.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: Blue Cross at 1-866-289-5154; the Minnesota Department of Commerce at 1-800-657-3602; the Department of Labor's Employee Benefits Security
Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. If you are covered under a plan offered by the State Health Plan, a city, county, school
district, or Service Cooperative, or church plan you may contact the Department of Health and Human Services Health Insurance team at 1-888-393-2789.

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

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

Language Access Services:
Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-855-903-2583.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-866-537-7720.

Chinese (A XX): SNRFZE R CHIFERN, 15T ITIX A5 491-855-315-4017.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-855-902-2583.

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor 50f9
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Notice of Nondiscrimination Practices
Effective July 18, 2016

Blue Cross and Blue Shield of Minnesota and Blue Plus (Blue Cross) complies with applicable Federal civil rights laws and does not discriminate on the basis of race,
color, national origin, age, disability, or gender. Blue Cross does not exclude people or treat them differently because of race, color, national origin, age, disability, or
gender.

Blue Cross provides resources to access information in alternative formats and languages:

o Auxiliary aids and services, such as qualified interpreters and written information available in other formats, are available free of charge to people with disabilities
to assist in communicating with us.

e Language services, such as qualified interpreters and information written in other languages, are available free of charge to people whose primary language is not
English.

If you need these services, contact us at 1-800-382-2000 or by using the telephone number on the back of your member identification card. TTY users call 711.

If you believe that Blue Cross has failed to provide these services or discriminated in another way on the basis of race, color, national origin, age, disability, or
gender, you can file a grievance with the Nondiscrimination Civil Rights Coordinator
e by email at: Civil.Rights.Coord@bluecrossmn.com
e by mail at: Nondiscrimination Civil Rights Coordinator
Blue Cross and Blue Shield of Minnesota and Blue Plus
M495
PO Box 64560
Eagan, MN 55164-0560
e or by telephone at: 1-800-509-5312
Grievance forms are available by contacting us at the contacts listed above, by calling 1-800-382-2000 or by using the telephone number on the back of your
member identification card. TTY users call 711. If you need help filing a grievance, assistance is available by contacting us at the numbers listed above.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights
e electronically through the Office for Civil Rights Complaint Portal, available at: https://ocrportal.nhs.gov/ocr/portal/lobby.jsf
e by telephone at: 1-800-368-1019 or 1-800-537-7697 (TDD)
e orby mail at: U.S. Department of Health and Human Services
200 Independence Avenue SW
Room 509F, HHH Building
Washington, DC 20201
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

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

PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. The valid OMB control
number for this information collection is 0938-1146. The time required to complete this information collection is estimated to average 0.08 hours per response, including the time to review instructions, search existing data
resources, gather data needed, and complete and review the information collection. If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS,
7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor 6 of 9
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About these Coverage Examples:

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

Peg is Having a Baby

(9 months of in-network prenatal care and a
hospital delivery)

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

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

EThe plan's overall deductible $1,500
M Specialist copayment $35
M Hospital (facility) coinsurance 20%
M Other coinsurance 20%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/delivery professional services
Childbirth/delivery facility services

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

B The plan's overall deductible $1,500
M Specialist copayment $35
M Hospital (facility) coinsurance 20%
M Other coinsurance 20%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

B The plan's overall deductible $1,500
M Specialist copayment $35
M Hospital (facility) coinsurance 20%
M Other coinsurance 20%

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)

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

Total Example Cost | $12,700  Total Example Cost | $5,600  Total Example Cost | $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles $1,500 Deductibles $900 Deductibles $1,500
Copayments $10 Copayments $500 Copayments $200
Coinsurance $1,700 Coinsurance $0 Coinsurance $100
What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions $0
The total Peg would pay is $3,270 The total Joe would pay is $1,420 The total Mia would pay is $1,800
The plan would be responsible for the other costs of these EXAMPLE covered services.
For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor 70of9
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Language Access Services:

This information is available in other languages. Free language assistance services are available by calling the toll free number below. For TTY,
call 711.

Si habla espaniol, tiene a su disposicion servicios gratuitos de asistencia con el idioma. Llame al 1-855-903-2583. Para TTY, llame al 711.

Yog tias koj hais lus Hmoob, muaj kev pab txhais lus pub dawb rau koj. Hu rau 1-800-793-6931. Rau TTY, hu rau 711.

Haddii aad ku hadasho Soomaali, adigu waxaad heli kartaa caawimo lugad lacag la'aan ah. Wac 1-866-251-6736. Markay tahay dad magalku ku
adag yahay (TTY), wac 711.

selmAmpdafh:, olmudsrofpodierenmcBonsdsScdi. o3: 1-866-251-6744 cor TTY5a8N, o8: 711 ool

T11 80 Josil il Cilel) 1-866-569-9123 a3 )l sl Alanall &y galll saclisall clasd Sl i 555 ey jall oonTs i 13
Néu quy vi n6i Tiéng Viét, cé san céac dich vu hd tro ngén ngir mién phi cho quy vi. Goi sb 1-855-315-4015. Nguwéi dung TTY xin goi 711.
Afaan Oromoo dubbattu yoo ta'e, tajaajila gargaarsa afaan hiikuu kaffaltii malee. Argachuuf 1-855-315-4016 bilbilaa. TTY dhaaf, 711 bilbilaa.

MREWPN , BATURCRARENES BRI, FMT 1-855-315-4017, WHMEE (TTY) , FRIT 711,

Ecnu Bel roBopute no-pyccku, Bel MOXeTe Bocnonk3oeaTteea 6ecnnaTtHeiMK yenyramu nepesoayunka. 3soHute 1-855-315-4028. [ins
MCnonL30BaHuA TenedOoOHHOro annaparta ¢ TEKCTOBLIM BbIXOQ0M 3BoHMTE 711.

Si vous parlez frangais, des services d’assistance linguistique sont disponibles gratuitement. Appelez le +1-855-315-4029. Pour les personnes
malentendantes, appelez le 711.

ATICT 291574 DPEE 1% PRI WA ACE AddeT: 1 1-855-315-4030 SL@- A TTY (1 7n:

BHI0{8 AI85tAIE A%, F& ¢lo] x| MU|A T} MBS ELICH 1-855-904-2583 S 2 T3St AAIL. TTY AI8AE 711 2

12039c99WI5927000, DN INwgosciiowrz luicaws. Ilnmg 1-866-356-2423 950, TTY, Lilnima 711.

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor
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Kung nagsasalita kayo ng Tagalog, mayroon kayong magagamit na libreng tulong na mga serbisyo sa wika. Tumawag sa 1-866-537-7720.
Para sa TTY, tumawag sa 711.

Wenn Sie Deutsch sprechen, steht Ihnen fremdsprachliche Unterstiitzung zur Verfligung. Wahlen Sie 1-866-289-7402. Fur TTY wahlen Sie 711.
Lnn'imﬁgﬁe‘unmmmi’gm gﬁmﬁmmstmﬁgmmmmﬁﬁgﬂ gsn‘iggmms 1-855-906-2583 4 mmej TTY ngﬁg:n‘iﬂﬂmma 7114

Diné k'ehji yanilt'i'go saad bee yat'i' i t'aajiik'e bee nika'a'doowolgo éi na'ahoot'i'. Kojj €i béésh bee hodiilnih 1-855-902-2583. TTY biniiyégo éi
711 ji’ béésh bee hodiilnih.

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor 90of9
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= BlueCross
BlueShield

Minnesota
Summaryof ‘Ben‘e‘f-i'ts‘ ahd‘Cb\}érage: What this Plan Covers & What You Pay For Covered Services Coverage Period: Beginning on or after 01/01/2024
TAYLOR CORPORATION - PPO Plan Coverage for: Individual/Family | Plan Type: PPO

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

share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.bluecrossmn.com/taylor or call 1-
866-289-5154. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined
terms see the Glossary. You can view the Glossary at https://www.healthcare.gov/shc-glossary or call 1-866-289-5154 to request a copy.

Important Questions _ Why this Matters:

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

This plan has an embedded deductible If you have other family members on the
plan, each family member must meet their own individual deductible until the total

$2,500 individual / $5,000 family medical in-network

What is the overall $5.000 individual / $10,000 family medical out-of-

deductible?

network amount of deductible expenses paid by all family members meets the overall
family deductible.
This plan covers some items and services even if you haven't yet met the
Are there services Yes. Well child care, prenatal care and in-network | deductible amount. But a copayment or coinsurance may apply. For example, this
covered before you meet | preventive care services are covered before you plan covers certain preventive services without cost-sharing and before you meet
your deductible? meet your deductible. your deductible. See a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits.
Are there other
deductibles for specific | No You don’t have to meet deductibles for specific services.
services?
$6,600 individual / $13,200 family medical and drug | The out-of-pocket limit is the most you could pay in a year for covered services.
What is the out-of-pocket | in-network This plan has an embedded out-of-pocket limit. If you have other family members
limit for this plan? $12,700 individual / $25,400 family medical and on this plan, they have to meet their own out-of-pocket limits until the overall

drug out-of-network family out-of-pocket limit has been met.
Premiums, balance-billing charges (unless balanced
billing is prohibited), and health care this plan
doesn't cover.

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

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

GE_10194567, 69, 88, 90, 96, 97, 98, 10743129, 30_Effective 01/01/2024_SBC_Version Effective 01/01/2024 10f9
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This plan uses a provider network. You will pay less if you use a provider in the
plan’s network. You will pay the most if you use an out-of-network provider, and
you might receive a bill from a provider for the difference between the provider's
charge and what your plan pays (balance billing). Be aware your in-network
provider might use an out-of-network provider for some services (such as lab
work). Check with your provider before you get services.

Will you pay less if you
use an in-network
provider?

Yes. See www.bluecrossmn.com/taylor or call 1-
866-289-5154 for a list of in-network providers.

Do you need a referral to

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

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

What you Will Pa

Common Medical Event

Services You May Need In-Network Provider Out-of-Network Provider CAEHE Exceptlons,_&
: . Other Important Information
You will pay the least You will pay the most

If you visit a health care
provider’s office or clinic

If you have a test

If you need drugs to treat your
iliness or condition.

A retail pharmacy is any licensed

pharmacy that you can
physically enter to obtain a

prescription drug. A mail service

pharmacy dispenses

Primary care visit to treat
an injury or illness

Specialist visit

Preventive

care/screening/
immunization

Diagnostic test (x-ray,
blood work)

Imaging (CT/PET scans,
MRIs)

Preferred generic drugs

Preferred brand drugs

$40 copay/office visit, deductible

does not apply; 20% coinsurance

for all other services
$60 copay/office visit, deductible

does not apply; 20% coinsurance

for all other services

No charge

20% coinsurance

20% coinsurance

$10 copay/retail
$25 copay/90 day retail

20% coinsurance/retail; $40
minimum $80 maximum

20% coinsurance/90 day retail;
$100 minimum $200 maximum

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor

40% coinsurance

40% coinsurance

Well child: 40% coinsurance

Adult: 40% coinsurance

40% coinsurance

40% coinsurance

$10 copay/retail

$25 copay/90 day retail
20% coinsurance/retail; $40
minimum $80 maximum
20% coinsurance/90 day
retail; $100 minimum $200
maximum

None

None

You may have to pay for
services that aren’t preventive.
Ask your provider if the
services needed are
preventive. Then check what
your plan will pay for.

May require prior authorization.

Participant pays full price for
prescriptions up to the
deductible. No coverage for mail
service pharmacy drugs from
out-of-network providers.
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Common Medical Event

Services You May Need

What you Will Pa

In-Network Provider Out-of-Network Provider
You will pay the least You will pay the most

Limitations, Exceptions, &
Other Important Information

prescription drugs through the
U.S. Mail.

More information about prescription

drug coverage is available at
www.caremark.com

If you have outpatient surgery

If you need immediate medical
attention

If you have a hospital stay

If you need mental health,
behavioral health, or substance
use services

If you are pregnant

Non-preferred drugs

Specialty drugs

Facility fee (e.g.,
ambulatory surgery
center)
Physician/surgeon fees
Emergency room care
Emergency medical

transportation

Urgent care

Facility fee (e.g., hospital
room)

Physician/surgeon fee
Outpatient services
Inpatient services

including adult mental
health treatment

Office visits

50% coinsurance/retail; $60
minimum $120 maximum

50% coinsurance/90 day retail;
$150 minimum $300 maximum

20% coinsurance; $75 minimum
$150 maximum

20% coinsurance
20% coinsurance
20% coinsurance
20% coinsurance

$40 copay/office visit, deductible

does not apply; 20% coinsurance

for all other services
20% coinsurance

20% coinsurance
$40 copay/office visit, deductible

does not apply; 20% coinsurance

for all other services
20% coinsurance

Prenatal care: 0% coinsurance
Postnatal care: $40
copay/primary care office visit or
$60 copay/specialist office visit
whichever is applicable,
deductible does not apply; 20%
coinsurance for all other services

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor

50% coinsurance/retail; $60

minimum $120 maximum
50% coinsurance/90 day

retail; $150 minimum $300

maximum

20% coinsurance; $75
minimum $150 maximum

40% coinsurance

40% coinsurance
20% coinsurance

20% coinsurance
40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

Prenatal care: 40%
coinsurance
Postnatal care: 40%
coinsurance

No coverage for mail service
pharmacy drugs from out-of-
network providers.

May require prior authorization.

May require prior authorization.

None

None

None

None

May require prior authorization.
Services for marriage/couples
counseling are not covered.

May require prior authorization.

Cost-sharing does not apply for
preventive services. Depending
on the type of services, other
cost-sharing may apply.
Maternity care may include
tests and services described
elsewhere in the SBC (e.g.,
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Common Medical Event

Services You May Need |

What you Will Pay

In-Network Provider
You will pay the least

Out-of-Network Provider

Limitations, Exceptions, &
Other Important Information

Childbirth/delivery
professional services

20% coinsurance

40% coinsurance

Childbirth/delivery facility
services

20% coinsurance

40% coinsurance

ultrasound).

If you need help recovering or
have other special health needs

Home health care

20% coinsurance

40% coinsurance

Combined in-network and out-
of-network: 120 visits per
benefit period. May require
prior authorization.

$40 copay for occupational AR GallrEEa

therapy; deductible does not occuMapy

apply o o -
Rehabilitation services $40 copay for physical therapy; ?hoefa—gsmsurance e

deductible does not apply ] 40% coinsurance for speech

$40 copay for speech therapy; therapy

deductible does not apply by

$40 copay for occupational

Habilitation services

therapy; deductible does not

apply
$40 copay for physical therapy;

40% coinsurance for
occupational therapy

40% coinsurance for physical
therapy

deductible does not apply el
$40 copay for speech therapy:; ?hoefaacomsurance for speech
deductible does not apply Py

May require prior authorization.

Skilled nursing care

20% coinsurance

40% coinsurance

Combined in-network and out-
of-network: 120 days per
benefit period. May require
prior authorization.

Durable medical

20% coinsurance

20% coinsurance

May require prior authorization.

equipment
Hospice service 20% coinsurance 40% coinsurance None
Children’s eye exam No charge 40% coinsurance None
If your child needs dental or eye | Children’s glasses Not covered Not covered No coverage for these services
care Children’s dental check- .
Not covered Not covered No coverage for these services

up

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor
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Excluded Services & Other Covered Services:

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

e Routine foot care e Cosmetic surgery (except as specified in plan
e Dental care (except as specified in plan benefits) benefits)
o Weight loss programs

e Private-duty nursing
e Long-term care

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

e Hearing aids (external only & subject to coverage

e Chiropractic care e Acupuncture (except as specified in plan o
L , limitations)
e Bariatric surgery benefits) Routine eye care (adull
e Infertility treatment ¢ Non-emergency care when traveling outside the y
us.

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: Minnesota Department of Commerce at 1-800-657-3602; the Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA
(3272) or www.dol.gov/ebsalhealthreform; or Department of Health and Human Services, Center for Consumer Information and Insurance Oversight at 1-877-267-
2323, extension 61565 or www.cciio.cms.gov. For more information on your rights to continue coverage, contact Blue Cross at 1-866-289-5154. Other coverage
options may be available to you too, including buying individual insurance coverage through the MNsure/the Marketplace For more information about the
Marketplace, visit www.mnsure.com or call 1-855-366-7873.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: Blue Cross at 1-866-289-5154; the Minnesota Department of Commerce at 1-800-657-3602; the Department of Labor's Employee Benefits Security
Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. If you are covered under a plan offered by the State Health Plan, a city, county, school
district, or Service Cooperative, or church plan you may contact the Department of Health and Human Services Health Insurance team at 1-888-393-2789.

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

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

Language Access Services:
Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-855-903-2583.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-866-537-7720.

Chinese (A XX): SNRFZE R CHIFERN, 15T ITIX A5 491-855-315-4017.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-855-902-2583.

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor 50f9
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Notice of Nondiscrimination Practices
Effective July 18, 2016

Blue Cross and Blue Shield of Minnesota and Blue Plus (Blue Cross) complies with applicable Federal civil rights laws and does not discriminate on the basis of race,
color, national origin, age, disability, or gender. Blue Cross does not exclude people or treat them differently because of race, color, national origin, age, disability, or
gender.

Blue Cross provides resources to access information in alternative formats and languages:

o Auxiliary aids and services, such as qualified interpreters and written information available in other formats, are available free of charge to people with disabilities
to assist in communicating with us.

e Language services, such as qualified interpreters and information written in other languages, are available free of charge to people whose primary language is not
English.

If you need these services, contact us at 1-800-382-2000 or by using the telephone number on the back of your member identification card. TTY users call 711.

If you believe that Blue Cross has failed to provide these services or discriminated in another way on the basis of race, color, national origin, age, disability, or
gender, you can file a grievance with the Nondiscrimination Civil Rights Coordinator
e by email at: Civil.Rights.Coord@bluecrossmn.com
e by mail at: Nondiscrimination Civil Rights Coordinator
Blue Cross and Blue Shield of Minnesota and Blue Plus
M495
PO Box 64560
Eagan, MN 55164-0560
e or by telephone at: 1-800-509-5312
Grievance forms are available by contacting us at the contacts listed above, by calling 1-800-382-2000 or by using the telephone number on the back of your
member identification card. TTY users call 711. If you need help filing a grievance, assistance is available by contacting us at the numbers listed above.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights
e electronically through the Office for Civil Rights Complaint Portal, available at: https://ocrportal.nhs.gov/ocr/portal/lobby.jsf
e by telephone at: 1-800-368-1019 or 1-800-537-7697 (TDD)
e orby mail at: U.S. Department of Health and Human Services
200 Independence Avenue SW
Room 509F, HHH Building
Washington, DC 20201
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

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

PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. The valid OMB control
number for this information collection is 0938-1146. The time required to complete this information collection is estimated to average 0.08 hours per response, including the time to review instructions, search existing data
resources, gather data needed, and complete and review the information collection. If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS,
7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor 6 of 9
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About these Coverage Examples:

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

Peg is Having a Baby

(9 months of in-network prenatal care and a
hospital delivery)

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

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

EThe plan's overall deductible $2,500
M Specialist copayment $60
M Hospital (facility) coinsurance 20%
M Other coinsurance 20%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/delivery professional services
Childbirth/delivery facility services

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

B The plan's overall deductible $2,500
M Specialist copayment $60
M Hospital (facility) coinsurance 20%
M Other coinsurance 20%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

B The plan's overall deductible $2,500
M Specialist copayment $60
M Hospital (facility) coinsurance 20%
M Other coinsurance 20%

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)

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

Total Example Cost | $12,700  Total Example Cost | $5,600  Total Example Cost | $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles $2,500 Deductibles $900 Deductibles $2,100
Copayments $10 Copayments $700 Copayments $300
Coinsurance $1,500 Coinsurance $0 Coinsurance $0
What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions $0
The total Peg would pay is $4,070 The total Joe would pay is $1,620 The total Mia would pay is $2,400
The plan would be responsible for the other costs of these EXAMPLE covered services.
For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor 70of9
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Language Access Services:

This information is available in other languages. Free language assistance services are available by calling the toll free number below. For TTY,
call 711.

Si habla espaniol, tiene a su disposicion servicios gratuitos de asistencia con el idioma. Llame al 1-855-903-2583. Para TTY, llame al 711.

Yog tias koj hais lus Hmoob, muaj kev pab txhais lus pub dawb rau koj. Hu rau 1-800-793-6931. Rau TTY, hu rau 711.

Haddii aad ku hadasho Soomaali, adigu waxaad heli kartaa caawimo lugad lacag la'aan ah. Wac 1-866-251-6736. Markay tahay dad magalku ku
adag yahay (TTY), wac 711.

selmAmpdafh:, olmudsrofpodierenmcBonsdsScdi. o3: 1-866-251-6744 cor TTY5a8N, o8: 711 ool

T11 80 Josil il Cilel) 1-866-569-9123 a3 )l sl Alanall &y galll saclisall clasd Sl i 555 ey jall oonTs i 13
Néu quy vi n6i Tiéng Viét, cé san céac dich vu hd tro ngén ngir mién phi cho quy vi. Goi sb 1-855-315-4015. Nguwéi dung TTY xin goi 711.
Afaan Oromoo dubbattu yoo ta'e, tajaajila gargaarsa afaan hiikuu kaffaltii malee. Argachuuf 1-855-315-4016 bilbilaa. TTY dhaaf, 711 bilbilaa.

MREWPN , BATURCRARENES BRI, FMT 1-855-315-4017, WHMEE (TTY) , FRIT 711,

Ecnu Bel roBopute no-pyccku, Bel MOXeTe Bocnonk3oeaTteea 6ecnnaTtHeiMK yenyramu nepesoayunka. 3soHute 1-855-315-4028. [ins
MCnonL30BaHuA TenedOoOHHOro annaparta ¢ TEKCTOBLIM BbIXOQ0M 3BoHMTE 711.

Si vous parlez frangais, des services d’assistance linguistique sont disponibles gratuitement. Appelez le +1-855-315-4029. Pour les personnes
malentendantes, appelez le 711.

ATICT 291574 DPEE 1% PRI WA ACE AddeT: 1 1-855-315-4030 SL@- A TTY (1 7n:

BHI0{8 AI85tAIE A%, F& ¢lo] x| MU|A T} MBS ELICH 1-855-904-2583 S 2 T3St AAIL. TTY AI8AE 711 2

12039c99WI5927000, DN INwgosciiowrz luicaws. Ilnmg 1-866-356-2423 950, TTY, Lilnima 711.

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor
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Kung nagsasalita kayo ng Tagalog, mayroon kayong magagamit na libreng tulong na mga serbisyo sa wika. Tumawag sa 1-866-537-7720.
Para sa TTY, tumawag sa 711.

Wenn Sie Deutsch sprechen, steht Ihnen fremdsprachliche Unterstiitzung zur Verfligung. Wahlen Sie 1-866-289-7402. Fur TTY wahlen Sie 711.
Lnn'imﬁgﬁe‘unmmmi’gm gﬁmﬁmmstmﬁgmmmmﬁﬁgﬂ gsn‘iggmms 1-855-906-2583 4 mmej TTY ngﬁg:n‘iﬂﬂmma 7114

Diné k'ehji yanilt'i'go saad bee yat'i' i t'aajiik'e bee nika'a'doowolgo éi na'ahoot'i'. Kojj €i béésh bee hodiilnih 1-855-902-2583. TTY biniiyégo éi
711 ji’ béésh bee hodiilnih.
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= BlueCross
BlueShield

Minnesota
Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: Beginning on or after 01/01/2024
TAYLOR CORPORATION - HSA Plus Coverage for: Individual/Family | Plan Type: HSA

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

share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.bluecrossmn.com/taylor or call 1-
866-289-5154. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined
terms see the Glossary. You can view the Glossary at https:/www.healthcare.gov/sbc-glossary or call 1-866-289-5154 to request a copy.

Important Questions _ Why this Matters:

Generally, you must pay all of the costs from providers up to the deductible
$3,200 individual / $6,000 family medical and drug | amount before this plan begins to pay.

What is the overall in-network This plan has an embedded deductible. If you have other family members on the
deductible? $6,000 individual / $12,000 family medical and drug | plan, each family member must meet their own individual deductible until the total
out-of-network amount of deductible expenses paid by all family members meets the overall

family deductible.
This plan covers some items and services even if you haven't yet met the

Are there services Yes. Well child care, prenatal care and in-network deductible amount. But a copayment or coinsurance may apply. For example, this
covered before you meet | preventive care services are covered before you plan covers certain preventive services without cost-sharing and before you meet
your deductible? meet your deductible. your deductible. See a list of covered preventive services at

https://www.healthcare.gov/coverage/preventive-care-benefits.

Are there other

deductibles for specific | No You don't have to meet deductibles for specific services.
services?
$6,600 individual / $13,200 family medical and drug | The out-of-pocket limit is the most you could pay in a year for covered services.
What is the out-of-pocket | in-network This plan has an embedded out-of-pocket limit. If you have other family members
limit for this plan? $12,700 individual / $25,400 family medical and on this plan, they have to meet their own out-of-pocket limits until the overall
drug out-of-network family out-of-pocket limit has been met.

Premiums, balance-billing charges (unless balanced
billing is prohibited), and health care this plan
doesn't cover.

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

What is not included in
the out-of-pocket limit?
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This plan uses a provider network. You will pay less if you use a provider in the
plan’s network. You will pay the most if you use an out-of-network provider, and

Will you pay less if you

use an in-network Yes. See www.bluecrossmn.com/taylor or call 1- you might receive a bill from a provider for the difference between the provider's
— 866-289-5154 for a list of in-network providers. charge and what your plan pays (balance billing). Be aware your in-network

ider?
provider? provider might use an out-of-network provider for some services (such as lab

work). Check with your provider before you get services.

Do you need a referral to

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

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

What you Will Pa

Common Medical Event Services You May Need In-Network Provider Out-of-Network Provider RS Exceptlons,_&
: . Other Important Information
You will pay the least You will pay the most

Primary care visit to treat
an injury or illness
Specialist visit 20% coinsurance 20% coinsurance None

You may have to pay for

services that aren’t preventive.

rouiders offce or cint E;?ggg?ggmng/ No charae Well child: 20% coinsurance | Ask your provider if the
immunization ) Adult: 20% coinsurance services needed are

20% coinsurance 20% coinsurance None

If you visit a health care

preventive. Then check what
your plan will pay for.

Diagnostic test (x-ray,

blood work) 20% coinsurance 20% coinsurance

If you have a test . May require prior authorization.
:\ng)ng (ENFE] e, 20% coinsurance 20% coinsurance

If you need drugs to treat your | 40 $10 copay/retail $10 copay/retail

illness or condition. g $25 copay/90 day retail $25 copay/90 day retail

20% coinsurance/retail; $40
minimum $80 maximum
20% coinsurance/90 day
retail; $100 minimum $200
maximum

50% coinsurance/retail; $60

A retail pharmacy is any licensed

pharmacy that you can

physically enter to obtain a Preferred brand drugs
prescription drug. A mail service

pharmacy dispenses

prescription drugs through the

20% coinsurance/retail; $40
minimum $80 maximum

20% coinsurance/90 day retail;
$100 minimum $200 maximum

Participant pays full price for
prescriptions up to the
deductible. No coverage for
mail service pharmacy drugs

U.S. Mail 50% coinsurance/retail; $60 minimum $120 maximum from out-of-network providers.
N .| Non-preferred brand minimum $120 maximum o
More information about prescription drugs 50% coinsurance/90 day retail 50% coinsurance/90 day

drug coverage is available at
www.caremark.com

retail; $150 minimum $300

$150 minimum $300 maximum )
maximum

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor 2 of 9



Common Medical Event

Services You May Need

What you Will Pay

In-Network Provider
(You will pay the least)

Out-of-Network Provider
(You will pay the most)

Limitations, Exceptions, &
Other Important Information

Specialty drugs

20% coinsurance; $75 minimum
$150 maximum

20% coinsurance:; $75
minimum $150 maximum

No coverage for mail service
pharmacy drugs from out-of-
network providers.

If you have outpatient surgery

Facility fee (e.g.,
ambulatory surgery
center)

20% coinsurance

20% coinsurance

May require prior authorization.

Physician/surgeon fees

20% coinsurance

20% coinsurance

May require prior authorization.

Emergency room care

20% coinsurance

20% coinsurance

If you need immediate medical Emergency medical . . None
. , 20% coinsurance 20% coinsurance
attention transportation - -

Urgent care 20% coinsurance 20% coinsurance None

If you have a hospital stay Irzoa(fr':;y (23 (B, el 20% coinsurance 20% coinsurance None

Physician/surgeon fee 20% coinsurance 20% coinsurance None

If you need mental health,
behavioral health, or substance
use services

Outpatient services

20% coinsurance

20% coinsurance

May require prior authorization.
Services for marriage/couples
counseling are not covered.

Inpatient services
including adult mental
health treatment

20% coinsurance

20% coinsurance

May require prior authorization.

If you are pregnant

Office visits

Prenatal care: 0% coinsurance

Prenatal care: 20%
coinsurance

Postnatal care: 20% coinsurance

Postnatal care: 20%
coinsurance

Cost-sharing does not apply for
preventive services. Depending

on the type of services, other
cost-sharing may apply.

Childbirth/delivery
professional services

20% coinsurance

20% coinsurance

Childbirth/delivery facility
services

20% coinsurance

20% coinsurance

Maternity care may include
tests and services described
elsewhere in the SBC (e.g.,
ultrasound).

If you need help recovering or
have other special health needs

Home health care

20% coinsurance

20% coinsurance

Combined in-network and out-
of-network: 120 visits per
benefit period. May require
prior authorization.

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor
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Common Medical Event

Services You May Need

What you Will Pay

In-Network Provider

Out-of-Network Provider

Limitations, Exceptions, &
Other Important Information

Rehabilitation services

(You will pay the least)
20% coinsurance for
occupational therapy
20% coinsurance for physical
therapy
20% coinsurance for speech
therapy

(You will pay the most)
20% coinsurance for
occupational therapy
20% coinsurance for physical
therapy
20% coinsurance for speech
therapy

Habilitation services

20% coinsurance for
occupational therapy

20% coinsurance for physical
therapy

20% coinsurance for speech
therapy

20% coinsurance for
occupational therapy

20% coinsurance for physical
therapy

20% coinsurance for speech
therapy

May require prior authorization.

Skilled nursing care

20% coinsurance

20% coinsurance

Combined in-network and out-

of-network: 120 days per

benefit period. May require
prior authorization.

Durable medical

20% coinsurance

20% coinsurance

May require prior authorization.

If your child needs dental or eye
care

equipment
Hospice service 20% coinsurance 20% coinsurance None
Children’s eye exam 20% coinsurance 20% coinsurance None

Children’s glasses

Not covered

Not covered

No coverage for these services

Children’s dental check-
up

Not covered

Not covered

No coverage for these services

Excluded Services & Other Covered Services:

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

e Private-duty nursing
e Long-term care

e Routine foot care

o Dental care (except as specified in plan bengfits)

e Cosmetic surgery (except as specified in plan

benefits)

o \Weight loss programs

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor
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Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Hearing aids (external only & subject to coverage

e Chiropractic care e Acupuncture (except as specified in plan e
L . limitations)
e Bariatric surgery benefits) e Routine eye care (adult)
o Infertility treatment o Non-emergency care when traveling outside the y
u.S.

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: Minnesota Department of Commerce at 1-800-657-3602; the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA
(3272) or www.dol.gov/ebsa/healthreform; or Department of Health and Human Services, Center for Consumer Information and Insurance Oversight at 1-877-267-
2323, extension 61565 or www.cciio.cms.gov. For more information on your rights to continue coverage, contact Blue Cross at 1-866-289-5154. Other coverage
options may be available to you too, including buying individual insurance coverage through the MNsure/the Marketplace For more information about the
Marketplace, visit www.mnsure.com or call 1-855-366-7873.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: Blue Cross at 1-866-289-5154; the Minnesota Department of Commerce at 1-800-657-3602; the Department of Labor's Employee Benefits Security
Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. If you are covered under a plan offered by the State Health Plan, a city, county, school
district, or Service Cooperative, or church plan you may contact the Department of Health and Human Services Health Insurance team at 1-888-393-2789.

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

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

Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-855-903-2583.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-866-537-7720.
Chinese (FX): INRFEHPXHIEER, 1HRITIXA5151-855-315-4017.

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-855-902-2583.

Notice of Nondiscrimination Practices
Effective July 18, 2016

Blue Cross and Blue Shield of Minnesota and Blue Plus (Blue Cross) complies with applicable Federal civil rights laws and does not discriminate on the basis of race,
color, national origin, age, disability, or gender. Blue Cross does not exclude people or treat them differently because of race, color, national origin, age, disability, or
gender.

Blue Cross provides resources to access information in alternative formats and languages:

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor 50f9




o Auxiliary aids and services, such as qualified interpreters and written information available in other formats, are available free of charge to people with disabilities
to assist in communicating with us.

e Language services, such as qualified interpreters and information written in other languages, are available free of charge to people whose primary language is not
English.

If you need these services, contact us at 1-800-382-2000 or by using the telephone number on the back of your member identification card. TTY users call 711.

If you believe that Blue Cross has failed to provide these services or discriminated in another way on the basis of race, color, national origin, age, disability, or
gender, you can file a grievance with the Nondiscrimination Civil Rights Coordinator
e by email at: Civil.Rights.Coord@bluecrossmn.com
e Dby mail at: Nondiscrimination Civil Rights Coordinator
Blue Cross and Blue Shield of Minnesota and Blue Plus
M495
PO Box 64560
Eagan, MN 55164-0560
e or by telephone at: 1-800-509-5312
Grievance forms are available by contacting us at the contacts listed above, by calling 1-800-382-2000 or by using the telephone number on the back of your
member identification card. TTY users call 711. If you need help filing a grievance, assistance is available by contacting us at the numbers listed above.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights
o electronically through the Office for Civil Rights Complaint Portal, available at: htips://ocrportal.hhs.gov/ocr/portal/lobby.jsf
e Dby telephone at: 1-800-368-1019 or 1-800-537-7697 (TDD)
e or by mail at: U.S. Department of Health and Human Services
200 Independence Avenue SW
Room 509F, HHH Building
Washington, DC 20201
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

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

PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. The valid OMB control
number for this information collection is 0938-1146. The time required to complete this information collection is estimated to average 0.08 hours per response, including the time to review instructions, search existing data
resources, gather data needed, and complete and review the information collection. If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS,
7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor 6 of 9



About these Coverage Examples:

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

Peg is Having a Baby

(9 months of in-network prenatal care and a
hospital delivery)

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

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

EThe plan's overall deductible $3,200
M Specialist coinsurance 20%
MWHospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/delivery professional services
Childbirth/delivery facility services

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

B The plan's overall deductible $3,200
B Specialist coinsurance 20%
M Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

EThe plan's overall deductible $3,200
B Specialist coinsurance 20%
M Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)

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

Total Example Cost | $12,700  Total Example Cost | $5600  Total Example Cost \ $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles $3,200 Deductibles $3,200 Deductibles $2,800
Copayments $10 Copayments $100 Copayments $0
Coinsurance $1,400 Coinsurance $100 Coinsurance $0
What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions $0
The total Peg would pay is $4,670 The total Joe would pay is $3,420 The total Mia would pay is $2,800
The plan would be responsible for the other costs of these EXAMPLE covered services.
For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor 70f9



Language Access Services:

This information is available in other languages. Free language assistance services are available by calling the toll free number below. For TTY,
call 711.

Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia con el idioma. Llame al 1-855-903-2583. Para TTY, llame al 711.

Yog tias koj hais lus Hmoob, muaj kev pab txhais lus pub dawb rau koj. Hu rau 1-800-793-6931. Rau TTY, hu rau 711.

Haddii aad ku hadasho Soomaali, adigu waxaad heli kartaa caawimo lugad lacag |a'aan ah. Wac 1-866-251-6736. Markay tahay dad magalku ku
adag yahay (TTY), wac 711.

§gﬁmo%1mén%5§:. mﬁmuy?qmy?ﬁmﬁemumcgmwﬁ%ﬁc&. 52 1-866-251-6744 oo TTY 28, 03: 711 oooph.

T11 80 Jeail eail) il 1-866-569-9123 a8 )l Joall Ailaall 4 galll sac lusall ciland ) 3 45 iy jall Canas i 13)
Néu quy vi néi Tiéng Viét, cé s&n cac dich vu hd tro ngdn ngik mién phi cho quy vi. Goi s6 1-855-315-4015. Nguéi ding TTY xin goi 711.
Afaan Oromoo dubbattu yoo ta'e, tajaajila gargaarsa afaan hiikuu kaffaltii malee. Argachuuf 1-855-315-4016 bilbilaa. TTY dhaaf, 711 bilbilaa.

MREMPX , BATLRCRARENFES HEIRE. FMT 1-855-315-4017, WHEMEE (TTY) , FHBIT 711,

Ecnu Bel roBopute no-pyccku, Bel MOXeTe Bocnone3oeathes 6ecnnaTtHeiMK yenyramu nepesoayuka. 3soHute 1-855-315-4028. [inn
MCnonL30BaHuA TenedOHHOro annaparta C TEKCTOBLIM BbIXO40M 3BoHMTE 711.

Si vous parlez frangais, des services d'assistance linguistique sont disponibles gratuitement. Appelez le +1-855-315-4029. Pour les personnes
malentendantes, appelez le 711.

ATICE 091574 hrh: 18 P28 Radlhet hCS AddeT: (11-855-315-4030 £La+4 A TTY 1 71

B2 0{E AMESIAIE A2, B8 o] x| MH|A7E MBELICH 1-855-904-2583 S 2 T3} 5HAAI2. TTY AFZAIE TN B

126395 91w75929000, BNwi3ngoeciiowrzn luicars. Tlnma 1-866-356-2423 S50, TTY, Tovm 711,

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor
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Kung nagsasalita kayo ng Tagalog, mayroon kayong magagamit na libreng tulong na mga serbisyo sa wika. Tumawag sa 1-866-537-7720.
Parasa TTY, tumawag sa 711.

Wenn Sie Deutsch sprechen, steht Ihnen fremdsprachliche Unterstiitzung zur Verfligung. Wahlen Sie 1-866-289-7402. Fir TTY wahlen Sie 711.

[peisiignlnnwmanigiue FRmsIMmeInigwMandRARIgY grRINYAIUE 1-855-906-25839 Mt TTY ugIRinumtnse 7114

Diné k'ehji yanilt'i'go saad bee yat'i' €i t'aajiik’e bee nikd'a'doowolgo éi na'ahoot'i'. Kojj éi béésh bee hodiilnih 1-855-902-2583. TTY biniiyégo éi
711 ji’ béésh bee hodiilnih.

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor 9of9



= BlueCross
BlueShield

Minnesota
Summaryof ‘Ben‘e‘f-i'ts‘ ahd‘Cb\}érage: What this Plan Covers & What You Pay For Covered Services Coverage Period: Beginning on or after 01/01/2024
TAYLOR CORPORATION - HSA Plan Coverage for: Individual/Family | Plan Type: HSA

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

share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.bluecrossmn.com/taylor or call 1-
866-289-5154. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined
terms see the Glossary. You can view the Glossary at https://www.healthcare.gov/shc-glossary or call 1-866-289-5154 to request a copy.

Important Questions _ Why this Matters:

Generally, you must pay all of the costs from providers up to the deductible
$6,600 individual / $13,200 family medical and drug = amount before this plan begins to pay.

What is the overall in-network This plan has an embedded deductible. If you have other family members on the
deductible? $12,700 individual / $25,400 family medical and plan, each family member must meet their own individual deductible until the total
drug out-of-network amount of deductible expenses paid by all family members meets the overall

family deductible.
This plan covers some items and services even if you haven't yet met the

Are there services Yes. Well child care, prenatal care and in-network | deductible amount. But a copayment or coinsurance may apply. For example, this
covered before you meet | preventive care services are covered before you plan covers certain preventive services without cost-sharing and before you meet
your deductible? meet your deductible. your deductible. See a list of covered preventive services at

https://www.healthcare.gov/coverage/preventive-care-benefits.

Are there other

deductibles for specific | No You don’t have to meet deductibles for specific services.
services?
$6,600 individual / $13,200 family medical and drug | The out-of-pocket limit is the most you could pay in a year for covered services.
What is the out-of-pocket | in-network This plan has an embedded out-of-pocket limit. If you have other family members
limit for this plan? $12,700 individual / $25,400 family medical and on this plan, they have to meet their own out-of-pocket limits until the overall
drug out-of-network family out-of-pocket limit has been met.

Premiums, balance-billing charges (unless balanced
billing is prohibited), and health care this plan
doesn't cover.

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

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

GE_10194555, 57, 76, 78, 101946, 08, 09, 10, 10743133, 34 _Effective 01/01/2024_SBC_Version Effective 01/01/2024 10f9
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This plan uses a provider network. You will pay less if you use a provider in the
plan’s network. You will pay the most if you use an out-of-network provider, and
you might receive a bill from a provider for the difference between the provider's
charge and what your plan pays (balance billing). Be aware your in-network
provider might use an out-of-network provider for some services (such as lab
work). Check with your provider before you get services.

Will you pay less if you
use an in-network
provider?

Yes. See www.bluecrossmn.com/taylor or call 1-
866-289-5154 for a list of in-network providers.

Do you need a referral to
see a specialist?

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

What you Will Pa

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

Common Medical Event

Services You May Need

Limitations, Exceptions, &
Other Important Information

If you visit a health care
provider’s office or clinic

If you have a test

If you need drugs to treat your

iliness or condition.

A retail pharmacy is any licensed

pharmacy that you can
physically enter to obtain a

prescription drug. A mail service

pharmacy dispenses

prescription drugs through the

U.S. Mail.

More information about prescription

drug coverage is available at
www.caremark.com

Primary care visit to treat
an injury or illness

Specialist visit

Preventive

care/screening/
immunization

Diagnostic test (x-ray,
blood work)

Imaging (CT/PET scans,
MRIs)

Preferred generic drugs

Preferred brand drugs

In-Network Provider Out-of-Network Provider
You will pay the least You will pay the most

0% coinsurance

0% coinsurance

No charge

0% coinsurance

0% coinsurance

0% coinsurance/retail
0% coinsurance/90 day retail
0% coinsurance/retail
0% coinsurance/90 day retail

Non-preferred drugs

Specialty drugs

0% coinsurance/retail
0% coinsurance/90 day retail

0% coinsurance

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor

0% coinsurance

0% coinsurance

Well child: 0% coinsurance
Adult: 0% coinsurance

0% coinsurance

0% coinsurance

0% coinsurance/retail
0% coinsurance/90 day retail
0% coinsurance/retail
0% coinsurance/90 day retail
0% coinsurance/retail
0% coinsurance/90 day retail

Not covered

None

None

You may have to pay for
services that aren't preventive.
Ask your provider if the
services needed are
preventive. Then check what
your plan will pay for.

May require prior authorization.

Participant pays full price for
prescriptions up to the
deductible. No coverage for
mail service pharmacy drugs
from out-of-network providers.

No coverage for mail service
pharmacy drugs from out-of-
network providers.
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Common Medical Event

Services You May Need |

What you Will Pay

In-Network Provider

Out-of-Network Provider

Limitations, Exceptions, &
Other Important Information

Facility fee (e.g.,

You will pay the least

If you have outpatient surgery ambulatory surgery 0% coinsurance 0% coinsurance May require prior authorization.
center)
Physician/surgeon fees 0% coinsurance 0% coinsurance May require prior authorization.
Emergency room care 0% coinsurance 0% coinsurance None

If you need immediate medical Emergency medical o i -

attention transportation Ui gl EEe Ul ol IzEe
Urgent care 0% coinsurance 0% coinsurance None
Facility fee (e.g., hospital . .

If you have a hospital stay room)y e i U GaErErEe Ui GalEIERED NETE
Physician/surgeon fee 0% coinsurance 0% coinsurance None

If you need mental health,
behavioral health, or substance
use services

Outpatient services

0% coinsurance

0% coinsurance

May require prior authorization.
Services for marriage/couples
counseling are not covered.

Inpatient services
including adult mental
health treatment

0% coinsurance

0% coinsurance

May require prior authorization.

If you are pregnant

Office visits

Prenatal care: 0% coinsurance

Prenatal care: 0%
coinsurance

Postnatal care: 0% coinsurance

Postnatal care: 0%
coinsurance

Cost-sharing does not apply for
preventive services. Depending

on the type of services, other
cost-sharing may apply.

Childbirth/delivery
professional services

0% coinsurance

0% coinsurance

Childbirth/delivery facility
services

0% coinsurance

0% coinsurance

Maternity care may include
tests and services described
elsewhere in the SBC (e.g.,
ultrasound).

If you need help recovering or
have other special health needs

Home health care

0% coinsurance

0% coinsurance

Combined in-network and out-
of-network: 120 visits per
benefit period. May require
prior authorization.

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor
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Loty UL ) Limitations, Exceptions, &

Other Important Information

Common Medical Event Services You May Need | In-Network Provider Out-of-Network Provider
You will pay the least

0% coinsurance for occupational | 0% coinsurance for
therapy occupational therapy
o . o o .
Rehabilitation services 0% coinsurance for physical 0% coinsurance for physical
therapy therapy
0% coinsurance for speech 0% coinsurance for speech
therapy therapy o .
0% coinsurance for occupational | 0% coinsurance for May require prior authorization.
therapy occupational therapy
0 i H 0 i i
Habilitation services 0% coinsurance for physical 0% coinsurance for physical
therapy therapy
0% coinsurance for speech 0% coinsurance for speech
therapy therapy
Combined in-network and out-
of-network: 120 days per
Skilled nursing care 0% coinsurance 0% coinsurance benefit period. May require
prior authorization.
—Durgble medical 0% coinsurance 0% coinsurance May require prior authorization.
equipment
Hospice service 0% coinsurance 0% coinsurance None
Children’s eye exam No charge 0% coinsurance None
If your child needs dental or eye = Children’s glasses Not covered Not covered No coverage for these services
care S;uldren s dental check- Not covered Not covered No coverage for these services

Excluded Services & Other Covered Services:

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

e Routine foot care e Cosmetic surgery (except as specified in plan
e Dental care (except as specified in plan bengfits) benefits)
o Weight loss programs

e Private-duty nursing
e Long-term care

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor 4 0of 9
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Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Hearing aids (external only & subject to coverage

e Chiropractic care e Acupuncture (except as specified in plan o
L : limitations)
e Bariatric surgery benefits) Routine eye care (adult)
o Infertility treatment e Non-emergency care when traveling outside the y
u.s.

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: Minnesota Department of Commerce at 1-800-657-3602; the Department of Labor’'s Employee Benefits Security Administration at 1-866-444-EBSA
(3272) or www.dol.gov/ebsalhealthreform; or Department of Health and Human Services, Center for Consumer Information and Insurance Oversight at 1-877-267-
2323, extension 61565 or www.cciio.cms.gov. For more information on your rights to continue coverage, contact Blue Cross at 1-866-289-5154. Other coverage
options may be available to you too, including buying individual insurance coverage through the MNsure/the Marketplace. For more information about the
Marketplace, visit www.mnsure.com or call 1-855-366-7873.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: Blue Cross at 1-866-289-5154; the Minnesota Department of Commerce at 1-800-657-3602; the Department of Labor's Employee Benefits Security
Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. If you are covered under a plan offered by the State Health Plan, a city, county, school
district, or Service Cooperative, or church plan you may contact the Department of Health and Human Services Health Insurance team at 1-888-393-2789.

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

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

Language Access Services:
Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-855-903-2583.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-866-537-7720.

Chinese (1 30): IR EEh3CpVEEBN, 1K ITIXA 5 191-855-315-4017.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-855-902-2583.

Notice of Nondiscrimination Practices
Effective July 18, 2016

Blue Cross and Blue Shield of Minnesota and Blue Plus (Blue Cross) complies with applicable Federal civil rights laws and does not discriminate on the basis of race,
color, national origin, age, disability, or gender. Blue Cross does not exclude people or treat them differently because of race, color, national origin, age, disability, or
gender.

Blue Cross provides resources to access information in alternative formats and languages:

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor 50f9
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e Auxiliary aids and services, such as qualified interpreters and written information available in other formats, are available free of charge to people with disabilities
to assist in communicating with us.

e Language services, such as qualified interpreters and information written in other languages, are available free of charge to people whose primary language is not
English.

If you need these services, contact us at 1-800-382-2000 or by using the telephone number on the back of your member identification card. TTY users call 711.

If you believe that Blue Cross has failed to provide these services or discriminated in another way on the basis of race, color, national origin, age, disability, or
gender, you can file a grievance with the Nondiscrimination Civil Rights Coordinator
e by email at: Civil.Rights.Coord@bluecrossmn.com
e by mail at: Nondiscrimination Civil Rights Coordinator
Blue Cross and Blue Shield of Minnesota and Blue Plus
M495
PO Box 64560
Eagan, MN 55164-0560
e or by telephone at: 1-800-509-5312
Grievance forms are available by contacting us at the contacts listed above, by calling 1-800-382-2000 or by using the telephone number on the back of your
member identification card. TTY users call 711. If you need help filing a grievance, assistance is available by contacting us at the numbers listed above.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights
e electronically through the Office for Civil Rights Complaint Portal, available at: https:/ocrportal.nhs.gov/ocr/portal/lobby.jsf
e by telephone at: 1-800-368-1019 or 1-800-537-7697 (TDD)
e or by mail at: U.S. Department of Health and Human Services
200 Independence Avenue SW
Room 509F, HHH Building
Washington, DC 20201
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

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

PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. The valid OMB control
number for this information collection is 0938-1146. The time required to complete this information collection is estimated to average 0.08 hours per response, including the time to review instructions, search existing data
resources, gather data needed, and complete and review the information collection. If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS,
7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor 6 of 9
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About these Coverage Examples:

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

Peg is Having a Baby

(9 months of in-network prenatal care and a
hospital delivery)

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

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

EThe plan's overall deductible $6,600
W Specialist coinsurance 0%
M Hospital (facility) coinsurance 0%
mOther coinsurance 0%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/delivery professional services
Childbirth/delivery facility services

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

B The plan's overall deductible $6,600
M Specialist coinsurance 0%
M Hospital (facility) coinsurance 0%
M Other coinsurance 0%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

B The plan's overall deductible $6,600
M Specialist coinsurance 0%
M Hospital (facility) coinsurance 0%
M Other coinsurance 0%

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)

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

Total Example Cost | $12,700  Total Example Cost | $5,600  Total Example Cost | $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles $6,600 Deductibles $5,400 Deductibles $2,800
Copayments $0 Copayments $0 Copayments $0
Coinsurance $0 Coinsurance $0 Coinsurance $0
What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions $0
The total Peg would pay is $6,660 The total Joe would pay is $5,420 The total Mia would pay is $2,800
The plan would be responsible for the other costs of these EXAMPLE covered services.
For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor 70of9
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Language Access Services:

This information is available in other languages. Free language assistance services are available by calling the toll free number below. For TTY,
call 711.

Si habla espaniol, tiene a su disposicion servicios gratuitos de asistencia con el idioma. Llame al 1-855-903-2583. Para TTY, llame al 711.

Yog tias koj hais lus Hmoob, muaj kev pab txhais lus pub dawb rau koj. Hu rau 1-800-793-6931. Rau TTY, hu rau 711.

Haddii aad ku hadasho Soomaali, adigu waxaad heli kartaa caawimo lugad lacag la'aan ah. Wac 1-866-251-6736. Markay tahay dad magalku ku
adag yahay (TTY), wac 711.

selmAmpdafh:, olmudsrofpodierenmcBonsdsScdi. o3: 1-866-251-6744 cor TTY5a8N, o8: 711 ool

T11 80 Josil il Cilel) 1-866-569-9123 a3 )l sl Alanall &y galll saclisall clasd Sl i 555 ey jall oonTs i 13
Néu quy vi n6i Tiéng Viét, cé san céac dich vu hd tro ngén ngir mién phi cho quy vi. Goi sb 1-855-315-4015. Nguwéi dung TTY xin goi 711.
Afaan Oromoo dubbattu yoo ta'e, tajaajila gargaarsa afaan hiikuu kaffaltii malee. Argachuuf 1-855-315-4016 bilbilaa. TTY dhaaf, 711 bilbilaa.

MREWPN , BATURCRARENES BRI, FMT 1-855-315-4017, WHMEE (TTY) , FRIT 711,

Ecnu Bel roBopute no-pyccku, Bel MOXeTe Bocnonk3oeaTteea 6ecnnaTtHeiMK yenyramu nepesoayunka. 3soHute 1-855-315-4028. [ins
MCnonL30BaHuA TenedOoOHHOro annaparta ¢ TEKCTOBLIM BbIXOQ0M 3BoHMTE 711.

Si vous parlez frangais, des services d’assistance linguistique sont disponibles gratuitement. Appelez le +1-855-315-4029. Pour les personnes
malentendantes, appelez le 711.

ATICT 291574 DPEE 1% PRI WA ACE AddeT: 1 1-855-315-4030 SL@- A TTY (1 7n:

BHI0{8 AI85tAIE A%, F& ¢lo] x| MU|A T} MBS ELICH 1-855-904-2583 S 2 T3St AAIL. TTY AI8AE 711 2

12039c99WI5927000, DN INwgosciiowrz luicaws. Ilnmg 1-866-356-2423 950, TTY, Lilnima 711.

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor
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Kung nagsasalita kayo ng Tagalog, mayroon kayong magagamit na libreng tulong na mga serbisyo sa wika. Tumawag sa 1-866-537-7720.
Para sa TTY, tumawag sa 711.

Wenn Sie Deutsch sprechen, steht Ihnen fremdsprachliche Unterstiitzung zur Verfligung. Wahlen Sie 1-866-289-7402. Fur TTY wahlen Sie 711.
Lnn'imﬁgﬁe‘unmmmi’gm gﬁmﬁmmstmﬁgmmmmﬁﬁgﬂ gsn‘iggmms 1-855-906-2583 4 mmej TTY ngﬁg:n‘iﬂﬂmma 7114

Diné k'ehji yanilt'i'go saad bee yat'i' i t'aajiik'e bee nika'a'doowolgo éi na'ahoot'i'. Kojj €i béésh bee hodiilnih 1-855-902-2583. TTY biniiyégo éi
711 ji’ béésh bee hodiilnih.

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor 90of9
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= BlueCross
BlueShield

Minnesota
Summaryof “Ben‘e‘f‘i'ts‘ ahd‘Cb\}érage: What this Plan Covers & What You Pay For Covered Services Coverage Period: Beginning on or after 01/01/2024
TAYLOR CORPORATION - PPO Plus “Limited Network” Plan (BlueHPN) Coverage for: Individual/Family | Plan Type: PPO

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

share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.bluecrossmn.com/taylor or call 1-
866-289-5154. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined

terms see the Glossary. You can view the Glossary at https://www.healthcare.gov/shc-glossary or call 1-866-289-5154 to request a copy.

Important Questions _ Why this Matters:

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

What is the overall $1,500 individual / $3,000 family medical in-network = This plan has an embedded deductible. If you have other family members on the
deductible? plan, each family member must meet their own individual deductible until the total

amount of deductible expenses paid by all family members meets the overall
family deductible.
This plan covers some items and services even if you haven't yet met the

Are there services Yes. Well child care, prenatal care and in-network | deductible amount. But a copayment or coinsurance may apply. For example, this
covered before you meet | preventive care services are covered before you plan covers certain preventive services without cost-sharing and before you meet
your deductible? meet your deductible. your deductible. See a list of covered preventive services at

https://www.healthcare.gov/coverage/preventive-care-benefits.

Are there other
deductibles for specific | No You don’t have to meet deductibles for specific services.
services?

—_ , , The out-of-pocket limit is the most you could pay in a year for covered services.
What is the out-of-pocket ﬁffe(:\(:/cl)rlglwdual / $13,200 family medical and drug This plan has an embedded out-of-pocket limit. If you have other family members
limit for this plan? — on this plan, they have to meet their own out-of-pocket limits until the overall
family out-of-pocket limit has been met.

Premiums, balance-billing charges (unless balanced
billing is prohibited), and health care this plan
doesn't cover.

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

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

GE_10743127, 28_Effective 01/01/2024_SBC_Version Effective 01/01/2024 10f9
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This plan uses a provider network. You will pay less if you use a provider in the
plan’s network. Be aware your in-network provider might use an out-of-network

Will you pay less if you Yes. This plan only provides in-network benefits.

use an in-network See www.bluecrossmn.comitaylor or call 1-866- rovider for some services (such as lab work). Check with your provider before
provider? 289-5154 for a list of in-network providers. S ' your provider

you get services. There is no out-of-network coverage.
Do you need a referral to

e No. You can see the specialist you choose without a referral.
see a specialist? SPECIaliSt y reterral

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

What you Will Pa

Common Medical Event Services You May Need In-Network Provider Out-of-Network Provider Sl Exceptlons,_&
: . Other Important Information
You will pay the least You will pay the most
$25 copay/office visit, deductible
does not apply; 20% coinsurance | Not covered None

for all other services
$35 copay/office visit, deductible

Primary care visit to treat
an injury or illness

Specialist visit does not apply; 20% coinsurance | Not covered None

If you visit a health care for all other services

provider’s office or clinic You may have to pay for
Preventive /s)\erlzlices that q(;en’.tf;t)rr]eventive.
— sk your provider if the
lcaj/sqree.mng/ No charge Not covered services needed are
immunization

preventive. Then check what
your plan will pay for.

Diagnostic test (x-ray,

blood work) 20% coinsurance Not covered

If you have a test . May require prior authorization.
I (SIFS] S, 20% coinsurance Not covered
MRIs) —

If you need drugs to treat your , $10 copay/retail $10 copay/retail

illness or condition. Preferred generic drugs $25 copay/90 day retail $25 copay/90 day retail Participant pays full price for

A retail pharmacy is any licensed 20% coinsurance/retail: $40 20% coinsurance/retail; $40 prescriptions up to the
pharmacy that you can e minimum $80 maximum deductible. No coverage for mail
physic.all'y enter to obtai_n a Preferred brand drugs %L}ﬂ%ﬂﬁgggg&ﬂy retail: 20% coinsurance/90 day service pharmacy drygs from
prescription drug. A mail service s 100Wum$200 maximurﬁ retail; $100 minimum $200 out-of-network providers.
pharmacy dispenses maximum

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor 20f9
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Common Medical Event

Services You May Need

What you Will Pa

In-Network Provider Out-of-Network Provider
You will pay the least You will pay the most

Limitations, Exceptions, &
Other Important Information

prescription drugs through the
U.S. Mail.

More information about prescription

drug coverage is available at
www.caremark.com

If you have outpatient surgery

If you need immediate medical
attention

If you have a hospital stay

If you need mental health,
behavioral health, or substance
use services

If you are pregnant

Non-preferred drugs

Specialty drugs

Facility fee (e.g.,
ambulatory surgery
center)
Physician/surgeon fees
Emergency room care
Emergency medical

transportation

Urgent care

Facility fee (e.g., hospital
room)

Physician/surgeon fee
Outpatient services
Inpatient services

including adult mental
health treatment

Office visits

50% coinsurance/retail; $60
minimum $120 maximum

50% coinsurance/90 day retail;
$150 minimum $300 maximum

20% coinsurance; $75 minimum
$150 maximum

20% coinsurance
20% coinsurance
20% coinsurance
20% coinsurance

$25 copay/office visit, deductible

does not apply; 20% coinsurance

for all other services
20% coinsurance

20% coinsurance
$25 copay/office visit, deductible

does not apply; 20% coinsurance

for all other services
20% coinsurance

Prenatal care: 0% coinsurance
Postnatal care: $25
copay/primary care office visit or
$35 copay/specialist office visit
whichever is applicable,
deductible does not apply; 20%
coinsurance for all other services

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor

50% coinsurance/retail; $60

minimum $120 maximum
50% coinsurance/90 day

retail; $150 minimum $300

maximum

20% coinsurance; $75
minimum $150 maximum

Not covered

Not covered
20% coinsurance
20% coinsurance

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

No coverage for mail service
pharmacy drugs from out-of-
network providers.

May require prior authorization.

May require prior authorization.

None

None

None

None

May require prior authorization.
Services for marriage/couples
counseling are not covered.

None

Cost-sharing does not apply for
preventive services. Depending
on the type of services, other
cost-sharing may apply.
Maternity care may include
tests and services described
elsewhere in the SBC (e.g.,
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Common Medical Event

Services You May Need |

What you Will Pay

In-Network Provider
You will pay the least

Out-of-Network Provider

Limitations, Exceptions, &
Other Important Information

Childbirth/delivery

ultrasound).

. ! 20% coinsurance Not covered
professional services
Ch"qb'rth/ SR 20% coinsurance Not covered
services
If you need help recovering or 120 visits per benefit period.
h . Home health care 20% coinsurance Not covered May require prior authorization.
ave other special health needs
$25 copay for occupational
therapy; deductible does not
apply
Rehabilitation services $25 copay for physical therapy; Not covered
deductible does not apply
$25 copay for speech therapy;
geClolviebecsinotiapply May require prior authorization
$25 copay for occupational yrequire p '
therapy; deductible does not
apply
Habilitation services $25 copay for physical therapy; | Not covered
deductible does not apply
$25 copay for speech therapy;
deductible does not apply
120 days per benefit period.
Skilled nursing care 20% coinsurance Not covered May require prior authorization.
w 20% coinsurance Not covered May require prior authorization.
equipment
Hospice service 20% coinsurance Not covered None
Children’s eye exam No charge Not covered None
If your child needs dental or eye | Children’s glasses Not covered Not covered No coverage for these services
care Children’s dental check- :
Not covered Not covered No coverage for these services

up

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor
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Excluded Services & Other Covered Services:

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

e Routine foot care e Cosmetic surgery (except as specified in plan
e Dental care (except as specified in plan benefits) benefits)
o Weight loss programs

e Private-duty nursing
e Long-term care

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

e Hearing aids (external only & subject to coverage

e Chiropractic care e Acupuncture (except as specified in plan o
L . limitations)
e Bariatric surgery benefits) Routine eye care (adull
o Infertility treatment ¢ Non-emergency care when traveling outside the y
us.

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: Minnesota Department of Commerce at 1-800-657-3602; the Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA
(3272) or www.dol.gov/ebsalhealthreform; or Department of Health and Human Services, Center for Consumer Information and Insurance Oversight at 1-877-267-
2323, extension 61565 or www.cciio.cms.gov. For more information on your rights to continue coverage, contact Blue Cross at 1-866-289-5154. Other coverage
options may be available to you too, including buying individual insurance coverage through the MNsure/the Marketplace For more information about the
Marketplace, visit www.mnsure.com or call 1-855-366-7873.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: Blue Cross at 1-866-289-5154; the Minnesota Department of Commerce at 1-800-657-3602; the Department of Labor's Employee Benefits Security
Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. If you are covered under a plan offered by the State Health Plan, a city, county, school
district, or Service Cooperative, or church plan you may contact the Department of Health and Human Services Health Insurance team at 1-888-393-2789.

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

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

Language Access Services:
Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-855-903-2583.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-866-537-7720.

Chinese (A XX): SNRFZE R CHIFERN, 15T ITIX A5 491-855-315-4017.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-855-902-2583.

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor 50f9
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Notice of Nondiscrimination Practices
Effective July 18, 2016

Blue Cross and Blue Shield of Minnesota and Blue Plus (Blue Cross) complies with applicable Federal civil rights laws and does not discriminate on the basis of race,
color, national origin, age, disability, or gender. Blue Cross does not exclude people or treat them differently because of race, color, national origin, age, disability, or
gender.

Blue Cross provides resources to access information in alternative formats and languages:

o Auxiliary aids and services, such as qualified interpreters and written information available in other formats, are available free of charge to people with disabilities
to assist in communicating with us.

e Language services, such as qualified interpreters and information written in other languages, are available free of charge to people whose primary language is not
English.

If you need these services, contact us at 1-800-382-2000 or by using the telephone number on the back of your member identification card. TTY users call 711.

If you believe that Blue Cross has failed to provide these services or discriminated in another way on the basis of race, color, national origin, age, disability, or
gender, you can file a grievance with the Nondiscrimination Civil Rights Coordinator
e by email at: Civil.Rights.Coord@bluecrossmn.com
e by mail at: Nondiscrimination Civil Rights Coordinator
Blue Cross and Blue Shield of Minnesota and Blue Plus
M495
PO Box 64560
Eagan, MN 55164-0560
e or by telephone at: 1-800-509-5312
Grievance forms are available by contacting us at the contacts listed above, by calling 1-800-382-2000 or by using the telephone number on the back of your
member identification card. TTY users call 711. If you need help filing a grievance, assistance is available by contacting us at the numbers listed above.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights
e electronically through the Office for Civil Rights Complaint Portal, available at: https://ocrportal.nhs.gov/ocr/portal/lobby.jsf
e by telephone at: 1-800-368-1019 or 1-800-537-7697 (TDD)
e orby mail at: U.S. Department of Health and Human Services
200 Independence Avenue SW
Room 509F, HHH Building
Washington, DC 20201
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

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

PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. The valid OMB control
number for this information collection is 0938-1146. The time required to complete this information collection is estimated to average 0.08 hours per response, including the time to review instructions, search existing data
resources, gather data needed, and complete and review the information collection. If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS,
7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor 6 of 9
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About these Coverage Examples:

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

Peg is Having a Baby

(9 months of in-network prenatal care and a
hospital delivery)

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

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

EThe plan's overall deductible $1,500
M Specialist copayment $35
M Hospital (facility) coinsurance 20%
M Other coinsurance 20%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/delivery professional services
Childbirth/delivery facility services

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

B The plan's overall deductible $1,500
M Specialist copayment $35
M Hospital (facility) coinsurance 20%
M Other coinsurance 20%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

B The plan's overall deductible $1,500
M Specialist copayment $35
M Hospital (facility) coinsurance 20%
M Other coinsurance 20%

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)

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

Total Example Cost | $12,700  Total Example Cost | $5,600  Total Example Cost | $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles $1,500 Deductibles $900 Deductibles $1,500
Copayments $10 Copayments $500 Copayments $200
Coinsurance $1,700 Coinsurance $0 Coinsurance $100
What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions $0
The total Peg would pay is $3,270 The total Joe would pay is $1,420 The total Mia would pay is $1,800
The plan would be responsible for the other costs of these EXAMPLE covered services.
For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor 70of9
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Language Access Services:

This information is available in other languages. Free language assistance services are available by calling the toll free number below. For TTY,
call 711.

Si habla espaniol, tiene a su disposicion servicios gratuitos de asistencia con el idioma. Llame al 1-855-903-2583. Para TTY, llame al 711.

Yog tias koj hais lus Hmoob, muaj kev pab txhais lus pub dawb rau koj. Hu rau 1-800-793-6931. Rau TTY, hu rau 711.

Haddii aad ku hadasho Soomaali, adigu waxaad heli kartaa caawimo lugad lacag la'aan ah. Wac 1-866-251-6736. Markay tahay dad magalku ku
adag yahay (TTY), wac 711.

selmAmpdafh:, olmudsrofpodierenmcBonsdsScdi. o3: 1-866-251-6744 cor TTY5a8N, o8: 711 ool

T11 80 Josil il Cilel) 1-866-569-9123 a3 )l sl Alanall &y galll saclisall clasd Sl i 555 ey jall oonTs i 13
Néu quy vi n6i Tiéng Viét, cé san céac dich vu hd tro ngén ngir mién phi cho quy vi. Goi sb 1-855-315-4015. Nguwéi dung TTY xin goi 711.
Afaan Oromoo dubbattu yoo ta'e, tajaajila gargaarsa afaan hiikuu kaffaltii malee. Argachuuf 1-855-315-4016 bilbilaa. TTY dhaaf, 711 bilbilaa.

MREWPN , BATURCRARENES BRI, FMT 1-855-315-4017, WHMEE (TTY) , FRIT 711,

Ecnu Bel roBopute no-pyccku, Bel MOXeTe Bocnonk3oeaTteea 6ecnnaTtHeiMK yenyramu nepesoayunka. 3soHute 1-855-315-4028. [ins
MCnonL30BaHuA TenedOoOHHOro annaparta ¢ TEKCTOBLIM BbIXOQ0M 3BoHMTE 711.

Si vous parlez frangais, des services d’assistance linguistique sont disponibles gratuitement. Appelez le +1-855-315-4029. Pour les personnes
malentendantes, appelez le 711.

ATICT 291574 DPEE 1% PRI WA ACE AddeT: 1 1-855-315-4030 SL@- A TTY (1 7n:

BHI0{8 AI85tAIE A%, F& ¢lo] x| MU|A T} MBS ELICH 1-855-904-2583 S 2 T3St AAIL. TTY AI8AE 711 2

12039c99WI5927000, DN INwgosciiowrz luicaws. Ilnmg 1-866-356-2423 950, TTY, Lilnima 711.

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor
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Kung nagsasalita kayo ng Tagalog, mayroon kayong magagamit na libreng tulong na mga serbisyo sa wika. Tumawag sa 1-866-537-7720.
Para sa TTY, tumawag sa 711.

Wenn Sie Deutsch sprechen, steht Ihnen fremdsprachliche Unterstiitzung zur Verfligung. Wahlen Sie 1-866-289-7402. Fur TTY wahlen Sie 711.
Lnn'imﬁgﬁe‘unmmmi’gm gﬁmﬁmmstmﬁgmmmmﬁﬁgﬂ gsn‘iggmms 1-855-906-2583 4 mmej TTY ngﬁg:n‘iﬂﬂmma 7114

Diné k'ehji yanilt'i'go saad bee yat'i' i t'aajiik'e bee nika'a'doowolgo éi na'ahoot'i'. Kojj €i béésh bee hodiilnih 1-855-902-2583. TTY biniiyégo éi
711 ji’ béésh bee hodiilnih.

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor 90of9
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= BlueCross
BlueShield

Minnesota
Summaryof “Ben‘e‘f‘i'ts‘ ahd‘Cb\}érage: What this Plan Covers & What You Pay For Covered Services Coverage Period: Beginning on or after 01/01/2024
TAYLOR CORPORATION - PPO “Limited Network” Plan (BlueHPN) Coverage for: Individual/Family | Plan Type: PPO

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

share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.bluecrossmn.com/taylor or call 1-
866-289-5154. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined

terms see the Glossary. You can view the Glossary at https://www.healthcare.gov/shc-glossary or call 1-866-289-5154 to request a copy.

Important Questions _ Why this Matters:

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

What is the overall $2,500 individual / $5,000 family medical in-network = This plan has an embedded deductible If you have other family members on the
deductible? plan, each family member must meet their own individual deductible until the total

amount of deductible expenses paid by all family members meets the overall
family deductible.
This plan covers some items and services even if you haven't yet met the

Are there services Yes. Well child care, prenatal care and in-network | deductible amount. But a copayment or coinsurance may apply. For example, this
covered before you meet | preventive care services are covered before you plan covers certain preventive services without cost-sharing and before you meet
your deductible? meet your deductible. your deductible. See a list of covered preventive services at

https://www.healthcare.gov/coverage/preventive-care-benefits.

Are there other
deductibles for specific | No You don’t have to meet deductibles for specific services.
services?

—_ , , The out-of-pocket limit is the most you could pay in a year for covered services.
What is the out-of-pocket ﬁffe(:\(:/cl)rlglwdual / $13,200 family medical and drug This plan has an embedded out-of-pocket limit. If you have other family members
limit for this plan? — on this plan, they have to meet their own out-of-pocket limits until the overall
family out-of-pocket limit has been met.

Premiums, balance-billing charges (unless balanced
billing is prohibited), and health care this plan
doesn't cover.

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

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

GE_10743131, 32_Effective 01/01/2024_SBC_Version Effective 01/01/2024 10f9
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This plan uses a provider network. You will pay less if you use a provider in the
plan’s network. Be aware your in-network provider might use an out-of-network

Will you pay less if you Yes. This plan only provides in-network benefits.

use an in-network See www.bluecrossmn.comitaylor or call 1-866- rovider for some services (such as lab work). Check with your provider before
provider? 289-5154 for a list of in-network providers. s ' your provider

you get services. There is no out-of-network coverage.
Do you need a referral to

e No. You can see the specialist you choose without a referral.
see a specialist? SPECIaliSt y reterral

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

What you Will Pa

Common Medical Event Services You May Need In-Network Provider Out-of-Network Provider Sl Exceptlons,_&
: . Other Important Information
You will pay the least You will pay the most
$40 copay/office visit, deductible
does not apply; 20% coinsurance | Not covered None

for all other services
$60 copay/office visit, deductible

Primary care visit to treat
an injury or illness

Specialist visit does not apply; 20% coinsurance | Not covered None

If you visit a health care for all other services

provider’s office or clinic You may have to pay for
Preventive /s)\erlzlices that q(;en’.tf;t)rr]eventive.
— sk your provider if the
lcaj/sqree.mng/ No charge Not covered services needed are
immunization

preventive. Then check what
your plan will pay for.

Diagnostic test (x-ray,

blood work) 20% coinsurance Not covered

If you have a test . May require prior authorization.
IEGITY (SUFS] S, 20% coinsurance Not covered
MRIs) —

If you need drugs to treat your , $10 copay/retail $10 copay/retail

illness or condition. Preferred generic drugs $25 copay/90 day retail $25 copay/90 day retail Participant pays full price for

A retail pharmacy is any licensed 20% coinsurance/retail: $40 20% coinsurance/retail; $40 prescriptions up to the
pharmacy that you can e minimum $80 maximum deductible. No coverage for mail
physic.all'y enter to obtai_n a Preferred brand drugs %L}ﬂ%ﬂﬁgggg&ﬂy retail: 20% coinsurance/90 day service pharmacy drygs from
prescription drug. A mail service s 100m00 maximurﬁ retail; $100 minimum $200 out-of-network providers.
pharmacy dispenses maximum

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor 20f9
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Common Medical Event

Services You May Need

What you Will Pa

In-Network Provider Out-of-Network Provider
You will pay the least You will pay the most

Limitations, Exceptions, &
Other Important Information

prescription drugs through the
U.S. Mail.

More information about prescription

drug coverage is available at
www.caremark.com

If you have outpatient surgery

If you need immediate medical
attention

If you have a hospital stay

If you need mental health,
behavioral health, or substance
use services

If you are pregnant

Non-preferred drugs

Specialty drugs

Facility fee (e.g.,
ambulatory surgery
center)
Physician/surgeon fees
Emergency room care
Emergency medical

transportation

Urgent care

Facility fee (e.g., hospital
room)

Physician/surgeon fee
Outpatient services
Inpatient services

including adult mental
health treatment

Office visits

50% coinsurance/retail; $60
minimum $120 maximum

50% coinsurance/90 day retail;
$150 minimum $300 maximum

20% coinsurance; $75 minimum
$150 maximum

20% coinsurance
20% coinsurance
20% coinsurance
20% coinsurance

$40 copay/office visit, deductible

does not apply; 20% coinsurance

for all other services
20% coinsurance

20% coinsurance
$40 copay/office visit, deductible

does not apply; 20% coinsurance

for all other services
20% coinsurance

Prenatal care: 0% coinsurance
Postnatal care: $40
copay/primary care office visit or
$60 copay/specialist office visit
whichever is applicable,
deductible does not apply; 20%
coinsurance for all other services

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor

50% coinsurance/retail; $60

minimum $120 maximum
50% coinsurance/90 day

retail; $150 minimum $300

maximum

20% coinsurance; $75
minimum $150 maximum

Not covered

Not covered
20% coinsurance
20% coinsurance

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

No coverage for mail service
pharmacy drugs from out-of-
network providers.

May require prior authorization.

May require prior authorization.

None

None

None

None

May require prior authorization.
Services for marriage/couples
counseling are not covered.

May require prior authorization.

Cost-sharing does not apply for
preventive services. Depending
on the type of services, other
cost-sharing may apply.
Maternity care may include
tests and services described
elsewhere in the SBC (e.g.,
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Common Medical Event

Services You May Need |

What you Will Pay

In-Network Provider
You will pay the least

Out-of-Network Provider

Limitations, Exceptions, &
Other Important Information

Childbirth/delivery

ultrasound).

. ! 20% coinsurance Not covered
professional services
Chllqblrth/dellvery (201 20% coinsurance Not covered
services
If you need help recovering or 120 visits per benefit period.
h . Home health care 20% coinsurance Not covered May require prior authorization.
ave other special health needs
$40 copay for occupational
therapy; deductible does not
apply
Rehabilitation services $40 copay for physical therapy; Not covered
deductible does not apply
$40 copay for speech therapy;
gettovieecsinotiapply May require prior authorization
$40 copay for occupational yrequire p '
therapy; deductible does not
apply
Habilitation services $40 copay for physical therapy; | Not covered
deductible does not apply
$40 copay for speech therapy;
deductible does not apply
120 days per benefit period.
Skilled nursing care 20% coinsurance Not covered May require prior authorization.
w 20% coinsurance Not covered May require prior authorization.
equipment
Hospice service 20% coinsurance Not covered None
Children’s eye exam No charge Not covered None
If your child needs dental or eye | Children’s glasses Not covered Not covered No coverage for these services
care Children’s dental check- :
Not covered Not covered No coverage for these services

up

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor
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Excluded Services & Other Covered Services:

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

e Routine foot care e Cosmetic surgery (except as specified in plan
e Dental care (except as specified in plan benefits) benefits)
o Weight loss programs

e Private-duty nursing
e Long-term care

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

e Hearing aids (external only & subject to coverage

e Chiropractic care e Acupuncture (except as specified in plan o
L , limitations)
e Bariatric surgery benefits) Routine eye care (adull
o Infertility treatment ¢ Non-emergency care when traveling outside the y
us.

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: Minnesota Department of Commerce at 1-800-657-3602; the Department of Labor’s Employee Benefits Security Administration at 1-866-444-EBSA
(3272) or www.dol.gov/ebsalhealthreform; or Department of Health and Human Services, Center for Consumer Information and Insurance Oversight at 1-877-267-
2323, extension 61565 or www.cciio.cms.gov. For more information on your rights to continue coverage, contact Blue Cross at 1-866-289-5154. Other coverage
options may be available to you too, including buying individual insurance coverage through the MNsure/the Marketplace For more information about the
Marketplace, visit www.mnsure.com or call 1-855-366-7873.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: Blue Cross at 1-866-289-5154; the Minnesota Department of Commerce at 1-800-657-3602; the Department of Labor's Employee Benefits Security
Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. If you are covered under a plan offered by the State Health Plan, a city, county, school
district, or Service Cooperative, or church plan you may contact the Department of Health and Human Services Health Insurance team at 1-888-393-2789.

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

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

Language Access Services:
Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-855-903-2583.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-866-537-7720.

Chinese (A XX): SNRFZE R CHIFERN, 15T ITIX A5 491-855-315-4017.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-855-902-2583.

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor 50f9
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Notice of Nondiscrimination Practices
Effective July 18, 2016

Blue Cross and Blue Shield of Minnesota and Blue Plus (Blue Cross) complies with applicable Federal civil rights laws and does not discriminate on the basis of race,
color, national origin, age, disability, or gender. Blue Cross does not exclude people or treat them differently because of race, color, national origin, age, disability, or
gender.

Blue Cross provides resources to access information in alternative formats and languages:

o Auxiliary aids and services, such as qualified interpreters and written information available in other formats, are available free of charge to people with disabilities
to assist in communicating with us.

e Language services, such as qualified interpreters and information written in other languages, are available free of charge to people whose primary language is not
English.

If you need these services, contact us at 1-800-382-2000 or by using the telephone number on the back of your member identification card. TTY users call 711.

If you believe that Blue Cross has failed to provide these services or discriminated in another way on the basis of race, color, national origin, age, disability, or
gender, you can file a grievance with the Nondiscrimination Civil Rights Coordinator
e by email at: Civil.Rights.Coord@bluecrossmn.com
e by mail at: Nondiscrimination Civil Rights Coordinator
Blue Cross and Blue Shield of Minnesota and Blue Plus
M495
PO Box 64560
Eagan, MN 55164-0560
e or by telephone at: 1-800-509-5312
Grievance forms are available by contacting us at the contacts listed above, by calling 1-800-382-2000 or by using the telephone number on the back of your
member identification card. TTY users call 711. If you need help filing a grievance, assistance is available by contacting us at the numbers listed above.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights
e electronically through the Office for Civil Rights Complaint Portal, available at: https://ocrportal.nhs.gov/ocr/portal/lobby.jsf
e by telephone at: 1-800-368-1019 or 1-800-537-7697 (TDD)
e orby mail at: U.S. Department of Health and Human Services
200 Independence Avenue SW
Room 509F, HHH Building
Washington, DC 20201
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

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

PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. The valid OMB control
number for this information collection is 0938-1146. The time required to complete this information collection is estimated to average 0.08 hours per response, including the time to review instructions, search existing data
resources, gather data needed, and complete and review the information collection. If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS,
7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor 6 of 9
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About these Coverage Examples:

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

Peg is Having a Baby

(9 months of in-network prenatal care and a
hospital delivery)

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

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

EThe plan's overall deductible $2,500
M Specialist copayment $60
M Hospital (facility) coinsurance 20%
M Other coinsurance 20%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/delivery professional services
Childbirth/delivery facility services

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

M The plan's overall deductible $2,500
M Specialist copayment $60
M Hospital (facility) coinsurance 20%
M Other coinsurance 20%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

B The plan's overall deductible $2,500
M Specialist copayment $60
M Hospital (facility) coinsurance 20%
M Other coinsurance 20%

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)

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

Total Example Cost | $12,700  Total Example Cost | $5,600  Total Example Cost | $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles $2,500 Deductibles $900 Deductibles $2,100
Copayments $10 Copayments $700 Copayments $300
Coinsurance $1,500 Coinsurance $0 Coinsurance $0
What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions $0
The total Peg would pay is $4,070 The total Joe would pay is $1,620 The total Mia would pay is $2,400
The plan would be responsible for the other costs of these EXAMPLE covered services.
For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor 70of9
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Language Access Services:

This information is available in other languages. Free language assistance services are available by calling the toll free number below. For TTY,
call 711.

Si habla espaniol, tiene a su disposicion servicios gratuitos de asistencia con el idioma. Llame al 1-855-903-2583. Para TTY, llame al 711.

Yog tias koj hais lus Hmoob, muaj kev pab txhais lus pub dawb rau koj. Hu rau 1-800-793-6931. Rau TTY, hu rau 711.

Haddii aad ku hadasho Soomaali, adigu waxaad heli kartaa caawimo lugad lacag la'aan ah. Wac 1-866-251-6736. Markay tahay dad magalku ku
adag yahay (TTY), wac 711.

selmAmpdafh:, olmudsrofpodierenmcBonsdsScdi. o3: 1-866-251-6744 cor TTY5a8N, o8: 711 ool

T11 80 Josil il Cilel) 1-866-569-9123 a3 )l sl Alanall &y galll saclisall clasd Sl i 555 ey jall oonTs i 13
Néu quy vi n6i Tiéng Viét, cé san céac dich vu hd tro ngén ngir mién phi cho quy vi. Goi sb 1-855-315-4015. Nguwéi dung TTY xin goi 711.
Afaan Oromoo dubbattu yoo ta'e, tajaajila gargaarsa afaan hiikuu kaffaltii malee. Argachuuf 1-855-315-4016 bilbilaa. TTY dhaaf, 711 bilbilaa.

MREWPN , BATURCRARENES BRI, FMT 1-855-315-4017, WHMEE (TTY) , FRIT 711,

Ecnu Bel roBopute no-pyccku, Bel MOXeTe Bocnonk3oeaTteea 6ecnnaTtHeiMK yenyramu nepesoayunka. 3soHute 1-855-315-4028. [ins
MCnonL30BaHuA TenedOoOHHOro annaparta ¢ TEKCTOBLIM BbIXOQ0M 3BoHMTE 711.

Si vous parlez frangais, des services d’assistance linguistique sont disponibles gratuitement. Appelez le +1-855-315-4029. Pour les personnes
malentendantes, appelez le 711.

ATICT 291574 DPEE 1% PRI WA ACE AddeT: 1 1-855-315-4030 SL@- A TTY (1 7n:

BHI0{8 AI85tAIE A%, F& ¢lo] x| MU|A T} MBS ELICH 1-855-904-2583 S 2 T3St AAIL. TTY AI8AE 711 2

12039c99WI5927000, DN INwgosciiowrz luicaws. Ilnmg 1-866-356-2423 950, TTY, Lilnima 711.

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor
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Kung nagsasalita kayo ng Tagalog, mayroon kayong magagamit na libreng tulong na mga serbisyo sa wika. Tumawag sa 1-866-537-7720.
Para sa TTY, tumawag sa 711.

Wenn Sie Deutsch sprechen, steht Ihnen fremdsprachliche Unterstiitzung zur Verfligung. Wahlen Sie 1-866-289-7402. Fur TTY wahlen Sie 711.
Lnn'imﬁgﬁe‘unmmmi’gm gﬁmﬁmmstmﬁgmmmmﬁﬁgﬂ gsn‘iggmms 1-855-906-2583 4 mmej TTY ngﬁg:n‘iﬂﬂmma 7114

Diné k'ehji yanilt'i'go saad bee yat'i' i t'aajiik'e bee nika'a'doowolgo éi na'ahoot'i'. Kojj €i béésh bee hodiilnih 1-855-902-2583. TTY biniiyégo éi
711 ji’ béésh bee hodiilnih.

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor 90of9
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= BlueCross
BlueShield

Minnesota
Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: Beginning on or after 01/01/2024
TAYLOR CORPORATION - HSA Plus “Limited Network” Plan (BlueHPN) Coverage for: Individual/Family | Plan Type: HSA

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

share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.bluecrossmn.com/taylor or call 1-
866-289-5154. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined
terms see the Glossary. You can view the Glossary at https:/www.healthcare.gov/sbc-glossary or call 1-866-289-5154 to request a copy.

Important Questions _ Why this Matters:

Generally, you must pay all of the costs from providers up to the deductible
o : : amount before this plan begins to pay.
What is the overall ﬁﬁ;}ze(:\?vg:g'wdual / $6,000 family medical and drug This plan has an embedded deductible. If you have other family members on the
deductible? EE— plan, each family member must meet their own individual deductible until the total
amount of deductible expenses paid by all family members meets the overall
family deductible.
This plan covers some items and services even if you haven't yet met the

Are there services Yes. Well child care, prenatal care and in-network deductible amount. But a copayment or coinsurance may apply. For example, this
covered before you meet | preventive care services are covered before you plan covers certain preventive services without cost-sharing and before you meet
your deductible? meet your deductible. your deductible. See a list of covered preventive services at

https://www.healthcare.gov/coverage/preventive-care-benefits.

Are there other
deductibles for specific | No You don't have to meet deductibles for specific services.
services?

o , , The out-of-pocket limit is the most you could pay in a year for covered services.
What is the out-of-pocket ﬁ](f;]ﬁe(:\(l)vér:glwdual /$13,200 family medical and drug This plan has an embedded out-of-pocket limit. If you have other family members
limit for this plan? — on this plan, they have to meet their own out-of-pocket limits until the overall
family out-of-pocket limit has been met.

Premiums, balance-billing charges (unless balanced
billing is prohibited), and health care this plan
doesn't cover.

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

What is not included in
the out-of-pocket limit?
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Will you pay less if you
use an in-network
provider?

Do you need a referral to
see a specialist?

Yes. This plan only provides in-network benefits.
See www.bluecrossmn.com/taylor or call 1-866-

No.

289-5154 for a list of in-network providers.

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

What you Will Pa

Common Medical Event

Services You May Need

This plan uses a provider network. You will pay less if you use a provider in the
plan’s network. Be aware your in-network provider might use an out-of-network
provider for some services (such as lab work). Check with your provider before
you get services. There is no out-of-network coverage.

You can see the specialist you choose without a referral.

Out-of-Network Provider

Limitations, Exceptions, &
Other Important Information

If you visit a health care
provider’s office or clinic

If you have a test

If you need drugs to treat your

iliness or condition.

A retail pharmacy is any licensed

pharmacy that you can
physically enter to obtain a

prescription drug. A mail service

pharmacy dispenses

prescription drugs through the

U.S. Mail.

More information about prescription

drug coverage is available at
www.caremark.com

Primary care visit to treat
an injury or illness

Specialist visit

Preventive

care/screening/
immunization

Diagnostic test (x-ray,
blood work)

Imaging (CT/PET scans,
MRIs)

Generic drugs

Preferred brand drugs

Non-preferred brand
drugs

In-Network Provider
You will pay the least

20% coinsurance

20% coinsurance

No charge

20% coinsurance

20% coinsurance

$10 copay/retail
$25 copay/90 day retail

20% coinsurance/retail; $40
minimum $80 maximum

20% coinsurance/90 day retail;
$100 minimum $200 maximum

50% coinsurance/retail; $60
minimum $120 maximum

50% coinsurance/90 day retail;
$150 minimum $300 maximum

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor

Not covered

Not covered

Not covered

Not covered

Not covered

$10 copay/retail

$25 copay/90 day retail
20% coinsurance/retail; $40
minimum $80 maximum
20% coinsurance/90 day
retail; $100 minimum $200
maximum

50% coinsurance/retail; $60
minimum $120 maximum
50% coinsurance/90 day
retail; $150 minimum $300
maximum

None

None

You may have to pay for
services that aren’t preventive.
Ask your provider if the
services needed are
preventive. Then check what
your plan will pay for.

May require prior authorization.

Participant pays full price for
prescriptions up to the
deductible. No coverage for
mail service pharmacy drugs
from out-of-network providers.
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Common Medical Event

Services You May Need

What you Will Pay

In-Network Provider
(You will pay the least)

Out-of-Network Provider
(You will pay the most)

Limitations, Exceptions, &
Other Important Information

Specialty drugs

20% coinsurance; $75 minimum
$150 maximum

20% coinsurance:; $75
minimum $150 maximum

No coverage for mail service
pharmacy drugs from out-of-
network providers.

Facility fee (e.g.,

If you have outpatient surgery ambulatory surgery 20% coinsurance Not covered May require prior authorization.
center)
Physician/surgeon fees 20% coinsurance Not covered May require prior authorization.

Emergency room care

20% coinsurance

20% coinsurance

. . . ; None
gt:':ntiigf‘ed JNELIADIIR I E?r](esrssggi/or:edlcal 20% coinsurance 20% coinsurance
Urgent care 20% coinsurance Not covered None
o b A el Ir:Oa(;:rlrI]l;y IG5 (GG ol le] 20% coinsurance Not covered None
Physician/surgeon fee 20% coinsurance Not covered None
May require prior authorization.
If you need mental health Outpatient services 20% coinsurance Not covered Services for marriage/couples
behavioral health, or substance : : ZOTIELE T (9] COTet.
use services Inpatient services
including adult mental 20% coinsurance Not covered May require prior authorization.
health treatment
YT v
Office visits Prenatal care: pA 000msyrance Not covered Cost sh.arlng dqes not apply for
Postnatal care: 20% coinsurance preventive services. Depending
Childbirth/delivery 20% Coinsurance Not covered on the type of services, other
If you are pregnant professional services 0 e cost-sharing may apply.
Maternity care may include
Childbirth/delivery facility 20% coinsurance Not covered tests and services described
services o consurance elsewhere in the SBC (e.g.,
ultrasound).
If you need help recovering or 120 visits per benefit period.
Home health care 20% coinsurance Not covered May require prior authorization.

have other special health needs

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor
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e 7)) Limitations, Exceptions, &

Other Important Information

Common Medical Event Services You May Need In-Network Provider Out-of-Network Provider
(You will pay the least) (You will pay the most)

20% coinsurance for
occupational therapy
v .

Rehabilitation services AVt O TEIENED oy PIIfEl] Not covered

therapy

20% coinsurance for speech

therapy o -

20% coinsurance for May require prior authorization.

occupational therapy

oo .

Habilitation services 20% coinsurance for physical Not covered

therapy

20% coinsurance for speech

therapy

120 days per benefit period.
Skilled nursing care 20% coinsurance Not covered May require prior authorization.
w 20% coinsurance Not covered May require prior authorization.
equipment
Hospice service 20% coinsurance Not covered None
Children’s eye exam 20% coinsurance Not covered None
If your child needs dental or eye | Children’s glasses Not covered Not covered No coverage for these services
care Sglldren s dental check- Not covered Not covered No coverage for these services

Excluded Services & Other Covered Services:

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

¢ Routine foot care e Cosmetic surgery (except as specified in plan
o Dental care (except as specified in plan benefits) benefits)
o \Weight loss programs

e Private-duty nursing
e Long-term care

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

e Hearing aids (external only & subject to coverage

e Chiropractic care e Acupuncture (except as specified in plan e
. . limitations)
e Bariatric surgery benefits) Routine eye care (adull
o Infertility treatment o Non-emergency care when traveling outside the y
us.

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor 4 of 9



Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: Minnesota Department of Commerce at 1-800-657-3602; the Department of Labor’'s Employee Benefits Security Administration at 1-866-444-EBSA
(3272) or www.dol.gov/ebsa/healthreform; or Department of Health and Human Services, Center for Consumer Information and Insurance Oversight at 1-877-267-
2323, extension 61565 or www.cciio.cms.gov. For more information on your rights to continue coverage, contact Blue Cross at 1-866-289-5154. Other coverage
options may be available to you too, including buying individual insurance coverage through the MNsure/the Marketplace For more information about the
Marketplace, visit www.mnsure.com or call 1-855-366-7873.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: Blue Cross at 1-866-289-5154; the Minnesota Department of Commerce at 1-800-657-3602; the Department of Labor's Employee Benefits Security
Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. If you are covered under a plan offered by the State Health Plan, a city, county, school
district, or Service Cooperative, or church plan you may contact the Department of Health and Human Services Health Insurance team at 1-888-393-2789.

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

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

Language Access Services:
Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-855-903-2583.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-866-537-7720.

Chinese (1 X): INRFEHXHIER), BEHITIX A5 6191-855-315-4017.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-855-902-2583.

Notice of Nondiscrimination Practices
Effective July 18, 2016

Blue Cross and Blue Shield of Minnesota and Blue Plus (Blue Cross) complies with applicable Federal civil rights laws and does not discriminate on the basis of race,
color, national origin, age, disability, or gender. Blue Cross does not exclude people or treat them differently because of race, color, national origin, age, disability, or
gender.

Blue Cross provides resources to access information in alternative formats and languages:

o Auxiliary aids and services, such as qualified interpreters and written information available in other formats, are available free of charge to people with disabilities
to assist in communicating with us.

e Language services, such as qualified interpreters and information written in other languages, are available free of charge to people whose primary language is not
English.

If you need these services, contact us at 1-800-382-2000 or by using the telephone number on the back of your member identification card. TTY users call 711.

If you believe that Blue Cross has failed to provide these services or discriminated in another way on the basis of race, color, national origin, age, disability, or
gender, you can file a grievance with the Nondiscrimination Civil Rights Coordinator

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor 50f9



e by email at: Civil.Rights.Coord@bluecrossmn.com
e Dby mail at: Nondiscrimination Civil Rights Coordinator
Blue Cross and Blue Shield of Minnesota and Blue Plus
M495
PO Box 64560
Eagan, MN 55164-0560
e or by telephone at: 1-800-509-5312
Grievance forms are available by contacting us at the contacts listed above, by calling 1-800-382-2000 or by using the telephone number on the back of your
member identification card. TTY users call 711. If you need help filing a grievance, assistance is available by contacting us at the numbers listed above.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights
o electronically through the Office for Civil Rights Complaint Portal, available at: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
e by telephone at: 1-800-368-1019 or 1-800-537-7697 (TDD)
e or by mail at: U.S. Department of Health and Human Services
200 Independence Avenue SW
Room 509F, HHH Building
Washington, DC 20201
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

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

PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. The valid OMB control
number for this information collection is 0938-1146. The time required to complete this information collection is estimated to average 0.08 hours per response, including the time to review instructions, search existing data
resources, gather data needed, and complete and review the information collection. If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS,
7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor 6 of 9



About these Coverage Examples:

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

Peg is Having a Baby

(9 months of in-network prenatal care and a
hospital delivery)

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

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

EThe plan's overall deductible $3,200
M Specialist coinsurance 20%
MWHospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/delivery professional services
Childbirth/delivery facility services

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

B The plan's overall deductible $3,200
B Specialist coinsurance 20%
M Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

EThe plan's overall deductible $3,200
B Specialist coinsurance 20%
M Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)

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

Total Example Cost | $12,700  Total Example Cost | $5600  Total Example Cost \ $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles $3,200 Deductibles $3,200 Deductibles $2,800
Copayments $10 Copayments $100 Copayments $0
Coinsurance $1,400 Coinsurance $100 Coinsurance $0
What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions $0
The total Peg would pay is $4,670 The total Joe would pay is $3,420 The total Mia would pay is $2,800
The plan would be responsible for the other costs of these EXAMPLE covered services.
For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor 70f9



Language Access Services:

This information is available in other languages. Free language assistance services are available by calling the toll free number below. For TTY,
call 711.

Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia con el idioma. Llame al 1-855-903-2583. Para TTY, llame al 711.

Yog tias koj hais lus Hmoob, muaj kev pab txhais lus pub dawb rau koj. Hu rau 1-800-793-6931. Rau TTY, hu rau 711.

Haddii aad ku hadasho Soomaali, adigu waxaad heli kartaa caawimo lugad lacag |a'aan ah. Wac 1-866-251-6736. Markay tahay dad magalku ku
adag yahay (TTY), wac 711.

§gﬁmo%1mén%5§:. mﬁmuy?qmy?ﬁmﬁemumcgmwﬁ%ﬁc&. 52 1-866-251-6744 oo TTY 28, 03: 711 oooph.

T11 80 Jeail eail) il 1-866-569-9123 a8 )l Joall Ailaall 4 galll sac lusall ciland ) 3 45 iy jall Canas i 13)
Néu quy vi néi Tiéng Viét, cé s&n cac dich vu hd tro ngdn ngik mién phi cho quy vi. Goi s6 1-855-315-4015. Nguéi ding TTY xin goi 711.
Afaan Oromoo dubbattu yoo ta'e, tajaajila gargaarsa afaan hiikuu kaffaltii malee. Argachuuf 1-855-315-4016 bilbilaa. TTY dhaaf, 711 bilbilaa.

MREMPX , BATLRCRARENFES HEIRE. FMT 1-855-315-4017, WHEMEE (TTY) , FHBIT 711,

Ecnu Bel roBopute no-pyccku, Bel MOXeTe Bocnone3oeathes 6ecnnaTtHeiMK yenyramu nepesoayuka. 3soHute 1-855-315-4028. [inn
MCnonL30BaHuA TenedOHHOro annaparta C TEKCTOBLIM BbIXO40M 3BoHMTE 711.

Si vous parlez frangais, des services d'assistance linguistique sont disponibles gratuitement. Appelez le +1-855-315-4029. Pour les personnes
malentendantes, appelez le 711.

ATICE 091574 hrh: 18 P28 Radlhet hCS AddeT: (11-855-315-4030 £La+4 A TTY 1 71

B2 0{E AMESIAIE A2, B8 o] x| MH|A7E MBELICH 1-855-904-2583 S 2 T3} 5HAAI2. TTY AFZAIE TN B

126395 91w75929000, BNwi3ngoeciiowrzn luicars. Tlnma 1-866-356-2423 S50, TTY, Tovm 711,

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor
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Kung nagsasalita kayo ng Tagalog, mayroon kayong magagamit na libreng tulong na mga serbisyo sa wika. Tumawag sa 1-866-537-7720.
Parasa TTY, tumawag sa 711.

Wenn Sie Deutsch sprechen, steht Ihnen fremdsprachliche Unterstiitzung zur Verfligung. Wahlen Sie 1-866-289-7402. Fir TTY wahlen Sie 711.

[peisiignlnnwmanigiue FRmsIMmeInigwMandRARIgY grRINYAIUE 1-855-906-25839 Mt TTY ugIRinumtnse 7114

Diné k'ehji yanilt'i'go saad bee yat'i' €i t'aajiik’e bee nikd'a'doowolgo éi na'ahoot'i'. Kojj éi béésh bee hodiilnih 1-855-902-2583. TTY biniiyégo éi
711 ji’ béésh bee hodiilnih.

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor 9of9



= BlueCross
BlueShield

Minnesota
Summaryof ‘Ben‘e‘f-i'ts‘ ahd‘Cb\}érage: What this Plan Covers & What You Pay For Covered Services Coverage Period: Beginning on or after 01/01/2024
TAYLOR CORPORATION - HSA “Limited Network” Plan (BlueHPN) Coverage for: Individual/Family | Plan Type: HSA

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

share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, visit www.bluecrossmn.com/taylor or call 1-
866-289-5154. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined

terms see the Glossary. You can view the Glossary at https://www.healthcare.gov/shc-glossary or call 1-866-289-5154 to request a copy.

Important Questions _ Why this Matters:

Generally, you must pay all of the costs from providers up to the deductible
o : : amount before this plan begins to pay.
What is the overall ﬁﬁfe(:\?vglgwldual /$13,200 family medical and drug This plan has an embedded deductible. If you have other family members on the
deductible? I plan, each family member must meet their own individual deductible until the total
amount of deductible expenses paid by all family members meets the overall
family deductible.
This plan covers some items and services even if you haven't yet met the

Are there services Yes. Well child care, prenatal care and in-network | deductible amount. But a copayment or coinsurance may apply. For example, this
covered before you meet | preventive care services are covered before you plan covers certain preventive services without cost-sharing and before you meet
your deductible? meet your deductible. your deductible. See a list of covered preventive services at

https://www.healthcare.gov/coverage/preventive-care-benefits.

Are there other
deductibles for specific | No You don’t have to meet deductibles for specific services.

services?

—_ , , The out-of-pocket limit is the most you could pay in a year for covered services.
What is the out-of-pocket ﬁffe(:\(:/cl)rlglwdual / $13,200 family medical and drug This plan has an embedded out-of-pocket limit. If you have other family members
limit for this plan? — on this plan, they have to meet their own out-of-pocket limits until the overall
family out-of-pocket limit has been met.

Premiums, balance-billing charges (unless balanced
billing is prohibited), and health care this plan
doesn't cover.

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

What is not included in
the out-of-pocket limit?
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This plan uses a provider network. You will pay less if you use a provider in the
plan’s network. Be aware your in-network provider might use an out-of-network
provider for some services (such as lab work). Check with your provider before
you get services. There is no out-of-network coverage.

Will you pay less if you
use an in-network
provider?

Do you need a referral to
see a specialist?

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

What you Will Pa

Yes. This plan only provides in-network benefits.
See www.bluecrossmn.com/taylor or call 1-866-
289-5154 for a list of in-network providers.

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

Common Medical Event

Services You May Need In-Network Provider Out-of-Network Provider Limitations, Exceptlons,_&
: . Other Important Information
You will pay the least You will pay the most

Primary care visit to treat

. . 0% coinsurance Not covered None
an injury or illness -
Specialist visit 0% coinsurance Not covered None

You may have to pay for

If isit a health . .
you visit a health care services that aren’t preventive.

provider’s office or clinic Preventive A
— Ask your provider if the
care/screening/ No charge Not covered services needed are
immunization :
preventive. Then check what
your plan will pay for.
Elfogﬁ'ri;%t (x-ray, 0% coinsurance Not covered
If you have a test imaging (CT/PET scans May require prior authorization.
MRI% ) g | 0% coinsurance Not covered

If you need drugs to treat your

iliness or condition.

A retail pharmacy is any licensed

pharmacy that you can
physically enter to obtain a

prescription drug. A mail service

pharmacy dispenses

prescription drugs through the

U.S. Mail.

More information about prescription

drug coverage is available at
www.caremark.com

Preferred generic drugs

Preferred brand drugs

Non-preferred drugs

Specialty drugs

0% coinsurance/retail
0% coinsurance/90 day retail
0% coinsurance/retail
0% coinsurance/90 day retail
0% coinsurance/retail
0% coinsurance/90 day retail

0% coinsurance

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor

0% coinsurance/retail
0% coinsurance/90 day retail
0% coinsurance/retail
0% coinsurance/90 day retail
0% coinsurance/retail
0% coinsurance/90 day retail

Not covered

Participant pays full price for
prescriptions up to the
deductible. No coverage for
mail service pharmacy drugs
from out-of-network providers.

No coverage for mail service
pharmacy drugs from out-of-
network providers.
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Common Medical Event

Services You May Need |

What you Will Pay

In-Network Provider
You will pay the least

Out-of-Network Provider

Limitations, Exceptions, &
Other Important Information

Facility fee (e.g.,

If you have outpatient surgery ambulatory surgery 0% coinsurance Not covered May require prior authorization.
center)
Physician/surgeon fees 0% coinsurance Not covered May require prior authorization.
Emergency room care 0% coinsurance 0% coinsurance
. . . , None
If you need immediate medical Emergency medical o i -
. , 0% coinsurance 0% coinsurance
attention transportation
Urgent care 0% coinsurance Not covered None
. Pl 0, [oeie] 0% coinsurance Not covered None
If you have a hospital stay room)
Physician/surgeon fee 0% coinsurance Not covered None
May require prior authorization.
Outpatient services 0% coinsurance Not covered Services for marriage/couples
If you need mental health, .
' counseling are not covered.
behavioral health, or substance Inbatient servi
use services inpatient services . o o
including adult mental 0% coinsurance Not covered May require prior authorization.
health treatment
- NO, o _ .
Office visits Prenatal care: 0/2 coinsurance Not covered Cost sh.arlng dqes not apply.for
Postnatal care: 0% coinsurance preventive services. Depending
Childbirth/delivery 0% coi Not d on the type of services, other
If you are pregnant professional services o coInsurance ot covere cost-sharing may apply.
Maternity care may include
Childbirth/delivery facility 0% coinsuranc Not red tests and services described
services o colnsurance ot covere elsewhere in the SBC (e.g.,
ultrasound).
If vou need helo recoverina or 120 visits per benefit period.
y P g Home health care 0% coinsurance Not covered May require prior authorization.
have other special health needs
0% coinsurance for occupational
therapy
o .
Rehabilitation services Ui EOITENENES a7 e Not covered May require prior authorization.

therapy
0% coinsurance for speech
therapy

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor
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Loty UL ) Limitations, Exceptions, &

Other Important Information

Common Medical Event Services You May Need | In-Network Provider Out-of-Network Provider
You will pay the least

0% coinsurance for occupational
therapy
Habilitation services 0% coinsurance for physical Not covered
therapy
0% coinsurance for speech
therapy
120 days per benefit period.
Skilled nursing care 0% coinsurance Not covered May require prior authorization.
w 0% coinsurance Not covered May require prior authorization.
equipment
Hospice service 0% coinsurance Not covered None
Children’s eye exam No charge Not covered None
If your child needs dental or eye | Children’s glasses Not covered Not covered No coverage for these services
care Sglldren s dental check- Not covered Not covered No coverage for these services

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

e Cosmetic surgery (except as specified in plan
benefits)
Weight loss programs

e Private-duty nursing e Routine foot care
e Long-term care o Dental care (except as specified in plan bengfits)

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

e Acupuncture (except as specified in plan

benefits) e Hearing aids (external only & subject to coverage o Non-emergency care when traveling outside the
e Bariatric surge limitations) u.S.
gery o Infertility treatment e Routine eye care (adult)

e Chiropractic care

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: Minnesota Department of Commerce at 1-800-657-3602; the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA
(3272) or www.dol.gov/ebsalhealthreform; or Department of Health and Human Services, Center for Consumer Information and Insurance Oversight at 1-877-267-
2323, extension 61565 or www.cciio.cms.gov. For more information on your rights to continue coverage, contact Blue Cross at 1-866-289-5154. Other coverage
options may be available to you too, including buying individual insurance coverage through the MNsure/the Marketplace. For more information about the
Marketplace, visit www.mnsure.com or call 1-855-366-7873.

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor 4 0of 9
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Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: Blue Cross at 1-866-289-5154; the Minnesota Department of Commerce at 1-800-657-3602; the Department of Labor's Employee Benefits Security
Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform. If you are covered under a plan offered by the State Health Plan, a city, county, school
district, or Service Cooperative, or church plan you may contact the Department of Health and Human Services Health Insurance team at 1-888-393-2789.

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

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

Language Access Services:
Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-855-903-2583.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-866-537-7720.

Chinese (A XX): INRFZ R CHIEEBN, 15K ITIX A5 491-855-315-4017.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-855-902-2583.

Notice of Nondiscrimination Practices
Effective July 18, 2016

Blue Cross and Blue Shield of Minnesota and Blue Plus (Blue Cross) complies with applicable Federal civil rights laws and does not discriminate on the basis of race,
color, national origin, age, disability, or gender. Blue Cross does not exclude people or treat them differently because of race, color, national origin, age, disability, or
gender.

Blue Cross provides resources to access information in alternative formats and languages:

e Auxiliary aids and services, such as qualified interpreters and written information available in other formats, are available free of charge to people with disabilities
to assist in communicating with us.

e Language services, such as qualified interpreters and information written in other languages, are available free of charge to people whose primary language is not
English.

If you need these services, contact us at 1-800-382-2000 or by using the telephone number on the back of your member identification card. TTY users call 711.

If you believe that Blue Cross has failed to provide these services or discriminated in another way on the basis of race, color, national origin, age, disability, or
gender, you can file a grievance with the Nondiscrimination Civil Rights Coordinator
e by email at: Civil.Rights.Coord@bluecrossmn.com
e by mail at: Nondiscrimination Civil Rights Coordinator
Blue Cross and Blue Shield of Minnesota and Blue Plus
M495
PO Box 64560
Eagan, MN 55164-0560
e or by telephone at: 1-800-509-5312

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor 50f9
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Grievance forms are available by contacting us at the contacts listed above, by calling 1-800-382-2000 or by using the telephone number on the back of your
member identification card. TTY users call 711. If you need help filing a grievance, assistance is available by contacting us at the numbers listed above.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights
e electronically through the Office for Civil Rights Complaint Portal, available at: https:/ocrportal.hhs.gov/ocr/portal/lobby.jsf
e by telephone at: 1-800-368-1019 or 1-800-537-7697 (TDD)
e or by mail at: U.S. Department of Health and Human Services
200 Independence Avenue SW
Room 509F, HHH Building
Washington, DC 20201
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

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

PRA Disclosure Statement: According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. The valid OMB control
number for this information collection is 0938-1146. The time required to complete this information collection is estimated to average 0.08 hours per response, including the time to review instructions, search existing data
resources, gather data needed, and complete and review the information collection. If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS,
7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor 6 of 9
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About these Coverage Examples:

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

Peg is Having a Baby

(9 months of in-network prenatal care and a
hospital delivery)

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

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

EThe plan's overall deductible $6,600
W Specialist coinsurance 0%
M Hospital (facility) coinsurance 0%
mOther coinsurance 0%

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/delivery professional services
Childbirth/delivery facility services

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

B The plan's overall deductible $6,600
M Specialist coinsurance 0%
M Hospital (facility) coinsurance 0%
M Other coinsurance 0%

This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

B The plan's overall deductible $6,600
M Specialist coinsurance 0%
M Hospital (facility) coinsurance 0%
M Other coinsurance 0%

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)

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

Total Example Cost | $12,700  Total Example Cost | $5,600  Total Example Cost | $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles $6,600 Deductibles $5,400 Deductibles $2,800
Copayments $0 Copayments $0 Copayments $0
Coinsurance $0 Coinsurance $0 Coinsurance $0
What isn’t covered What isn’t covered What isn’t covered
Limits or exclusions $60 Limits or exclusions $20 Limits or exclusions $0
The total Peg would pay is $6,660 The total Joe would pay is $5,420 The total Mia would pay is $2,800
The plan would be responsible for the other costs of these EXAMPLE covered services.
For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor 70of9
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Language Access Services:

This information is available in other languages. Free language assistance services are available by calling the toll free number below. For TTY,
call 711.

Si habla espaniol, tiene a su disposicion servicios gratuitos de asistencia con el idioma. Llame al 1-855-903-2583. Para TTY, llame al 711.

Yog tias koj hais lus Hmoob, muaj kev pab txhais lus pub dawb rau koj. Hu rau 1-800-793-6931. Rau TTY, hu rau 711.

Haddii aad ku hadasho Soomaali, adigu waxaad heli kartaa caawimo lugad lacag la'aan ah. Wac 1-866-251-6736. Markay tahay dad magalku ku
adag yahay (TTY), wac 711.

selmAmpdafh:, olmudsrofpodierenmcBonsdsScdi. o3: 1-866-251-6744 cor TTY5a8N, o8: 711 ool

T11 80 Josil il Cilel) 1-866-569-9123 a3 )l sl Alanall &y galll saclisall clasd Sl i 555 ey jall oonTs i 13
Néu quy vi n6i Tiéng Viét, cé san céac dich vu hd tro ngén ngir mién phi cho quy vi. Goi sb 1-855-315-4015. Nguwéi dung TTY xin goi 711.
Afaan Oromoo dubbattu yoo ta'e, tajaajila gargaarsa afaan hiikuu kaffaltii malee. Argachuuf 1-855-315-4016 bilbilaa. TTY dhaaf, 711 bilbilaa.

MREWPN , BATURCRARENES BRI, FMT 1-855-315-4017, WHMEE (TTY) , FRIT 711,

Ecnu Bel roBopute no-pyccku, Bel MOXeTe Bocnonk3oeaTteea 6ecnnaTtHeiMK yenyramu nepesoayunka. 3soHute 1-855-315-4028. [ins
MCnonL30BaHuA TenedOoOHHOro annaparta ¢ TEKCTOBLIM BbIXOQ0M 3BoHMTE 711.

Si vous parlez frangais, des services d’assistance linguistique sont disponibles gratuitement. Appelez le +1-855-315-4029. Pour les personnes
malentendantes, appelez le 711.

ATICT 291574 DPEE 1% PRI WA ACE AddeT: 1 1-855-315-4030 SL@- A TTY (1 7n:

BHI0{8 AI85tAIE A%, F& ¢lo] x| MU|A T} MBS ELICH 1-855-904-2583 S 2 T3St AAIL. TTY AI8AE 711 2

12039c99WI5927000, DN INwgosciiowrz luicaws. Ilnmg 1-866-356-2423 950, TTY, Lilnima 711.

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor
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Kung nagsasalita kayo ng Tagalog, mayroon kayong magagamit na libreng tulong na mga serbisyo sa wika. Tumawag sa 1-866-537-7720.
Para sa TTY, tumawag sa 711.

Wenn Sie Deutsch sprechen, steht Ihnen fremdsprachliche Unterstiitzung zur Verfligung. Wahlen Sie 1-866-289-7402. Fur TTY wahlen Sie 711.
Lnn'imﬁgﬁe‘unmmmi’gm gﬁmﬁmmstmﬁgmmmmﬁﬁgﬂ gsn‘iggmms 1-855-906-2583 4 mmej TTY ngﬁg:n‘iﬂﬂmma 7114

Diné k'ehji yanilt'i'go saad bee yat'i' i t'aajiik'e bee nika'a'doowolgo éi na'ahoot'i'. Kojj €i béésh bee hodiilnih 1-855-902-2583. TTY biniiyégo éi
711 ji’ béésh bee hodiilnih.

For more information about limitations and exceptions, see the plan or policy document at www.bluecrossmn.com/taylor 90of9
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Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

[ ] ..
% KAISER PERMANENTE. : HMO PLAN WITH COINSURANCE

Coverage Period: 01/01/2024-12/31/2024
Coverage for: Individual/Family | Plan Type: DHMO

A

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan
would share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided
separately. This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage see

https://kp.org/plandocuments or call 1-800-278-3296 (TTY: 711). For general definitions of common terms, such as allowed amount, balance billing, coinsurance,

copayment, deductible, provider, or other underlined terms, see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary/ or call

1-800-278-3296 (TTY: 711) to request a copy.

Important Questions

What is the overall
deductible?

Answers

$0

Why this Matters:

See the Common Medical Events chart below for your costs for services this plan
covers.

Are there services
covered before you meet
your deductible?

Not Applicable.

This plan covers some items and services even if you haven't yet met the
deductible amount. But a copayment or coinsurance may apply. For example,
this plan covers certain preventive services without cost sharing and before you
meet your deductible. See a list of covered preventive services at
https://www.healthcare.gov/coverage/preventive-care-benefits/.

Are there other
deductibles for specific
services?

No.

You don’t have to meet deductibles for specific services.

What is the out-of-pocket
limit for this plan?

$4,000 Individual / $8,000 Family

The out-of-pocket limit is the most you could pay in a year for covered services. If
you have other family members in this plan, they have to meet their own out-of-
pocket limits until the overall family out-of-pocket limit has been met.

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

Premiums, health care this plan doesn't cover, and
services indicated in chart starting on page 2.

IEven though you pay these expenses, they don't count toward the out-of-pocket

Will you pay less if you
use a network provider?

Yes. See www.kp.org or call 1-800-278-3296 (TTY:
711) for a list of network providers.

This plan uses a provider network. You will pay less if you use a provider in the
plan’s network. You will pay the most if you use an out-of-network provider, and
you might receive a bill from a provider for the difference between the provider’s
charge and what your plan pays (balance billing). Be aware, your network
provider might use an out-of-network provider for some services (such as lab
work). Check with your provider before you get services.

Do you need a referral to
see a specialist?

Yes, but you may self-refer to certain specialists.

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

TAYLOR CORPORATION
PID:607477 CNTR:1 EU:-1 Plan ID:16033 SBC ID:535412
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44 All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

What You Will Pay

Common Services You May . : Limitations, Exceptions & Other Important
: Plan Provider Non-Plan Provider .
Medical Event Need (You will pay the least) (You will pay the most) Information

Primary care visit to
treat an injury or $40 / visit Not Covered None
illness

If you visit a health ialist visi isi

care provider's Specialist visit $50 / visit Not Covered None | |

office or clinic Preventive care/ You ma;y haxe éo pay for s_gm%et?] that a(ent
e e preventive. Ask your provider if the services
mﬂi i No Charge Not Coversd needed are preventive. Then check what your

plan will pay for.

rDai; &ggt(ijcvsg%t()(x- $15 / encounter Not Covered None

lfyouhaveatest 1 ing (CTPET  |30%col {0 $150 /
maging o coinsurance up to
scans, MRI's) procedure Not Covered None

If you need drugs to
treat your illness or
condition

More information

about prescription

drug coverage is
available at

www.kp.org/formulary

Generic drugs (Tier

1)

Retail: $15 / prescription; Mail
order: $30 / prescription

Not Covered

Up to a 30-day supply retail or 100-day supply
mail order. Subject to formulary guidelines. No
Charge for Contraceptives.

Preferred brand
drugs (Tier 2)

Retail: $40 / prescription; Mail
order: $80 / prescription

Not Covered

Up to a 30-day supply retail or 100-day supply
mail order. Subject to formulary guidelines. No
Charge for Contraceptives.

Non-preferred brand
drugs (Tier 2)

Retail: $40 / prescription; Mail
order: $80 / prescription

Not Covered

The cost sharing for non-preferred brand drugs
under this plan aligns with the cost sharing for

preferred brand drugs (Tier 2), when approved
through the formulary exception process.

Specialty drugs (Tier
4)

30% coinsurance up to $250 /
prescription

Not Covered

Up to a 30-day supply retail. Subject to
formulary guidelines.

If you have
outpatient surgery

Facility fee (e.g.,

ambulatory surgery | 30% coinsurance Not Covered None
center)
]Ic:’e};)ésician/ SUTGeON 1309 coinsurance Not Covered None
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Common
Medical Event

Services You May
Need

What You Will Pay
Plan Provider

What You Will Pay
Non-Plan Provider

Limitations, Exceptions & Other Important
Information

If you need
immediate medical
attention

Emergency room

(You will pay the least)

(You will pay the most)

, -
care 30% coinsurance 30% coinsurance None

Emergency medical - -

transportation $150 / trip $150 / trip None

Urgent care $40 / visit Not Covered Non-Plan providers covered when temporarily

outside the service area: $40 / visit.

Facility fee (e.g.,

If you are pregnant

if you have a hospital room) 30% coinsurance Not Covered None
hospital sta ici
> 4 fPer;ysmlan/ SUTGEON 1309 coinsurance Not Covered None
Mental / Behavioral Health: $40 /
individual visit. 30% coinsurance
If you need mental for other outpatient services; Mental / Behavioral Health: $20 / group visit,
health, behavioral | Outpatient services | Substance Abuse: $40 / Not Covered deductible does not apply; Substance Abuse:
health, or substance individual visit. 30% coinsurance $5 / group visit, deductible does not apply.
abuse services Up to $5 / day fOI' Other
outpatient services
Inpatient services 30% coinsurance Not Covered None
Depending on the type of services, a
copayment, coinsurance, or deductible may
Office visits No Charge Not covered apply. Maternity care may include tests and

services described elsewhere in the SBC (i.e.
ultrasound).

Childbirth/delivery
professional services

30% coinsurance

Not Covered

None

Childbirth/delivery
facility services

30% coinsurance

Not Covered

None
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Common
Medical Event

Services You May
Need

What You Will Pay
Plan Provider

What You Will Pay
Non-Plan Provider

Limitations, Exceptions & Other Important
Information

If you need help
recovering or have
other special health
needs

Home health care

(You will pay the least)

No Charge

(You will pay the most)

Not Covered

2-hour limit / visit, 3 visit limit / day, 100 visit
limit / year.

Rehabilitation

Inpatient: 30% coinsurance;

services Outpatient: $40 / visit Not Covered None
Habilitation services | $40 / visit Not Covered None
Skilled nursing care | No Charge Not Covered 100 day limit / benefit period.

Durable medical
equipment

50% coinsurance

Not Covered

Requires prior authorization.

Hospice service No Charge Not Covered None

Children's eye exam | No Charge for refractive exam | Not Covered None
If your child needs | Children's glasses | Not Covered Not Covered None
dental or eye care - |

Children's dental Not Covered Not Covered None

check-up

Excluded Services & Other Covered Services:

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

® Children's glasses
e Cosmetic surgery
e Dental Care (Adult & Child)

® Hearing aids

® | ong-term care

® Non-emergency care when traveling outside

the U.S.

® Private-duty nursing
® Routine foot care
® \Weight loss programs

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

® Acupuncture (20 visit limit / year combined

with chiropractic)
® Bariatric surgery

® Chiropractic care (20 visit limit / year

combined with acupuncture)
® |Infertility treatment

® Routine eye care (Adult)

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is shown in the chart below. Other coverage options may be available to you too, including buying individual insurance coverage through the Health
Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.
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Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called
a grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information on how to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or

assistance, contact the agencies in the chart below.
Contact Information for Your Rights to Continue Coverage & Your Grievance and Appeals Rights:

Kaiser Permanente Member Services 1-800-278-3296 (TTY: 711) or www.kp.org/memberservices
Department of Labor’s Employee Benefits Security Administration 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform
Department of Health & Human Services, Center for Consumer Information & Insurance Oversight | 1-877-267-2323 x61565 or www.cciio.cms.gov

California Department of Insurance 1-800-927-HELP (4357) or www.insurance.ca.gov
California Department of Managed Healthcare 1-888-466-2219 or www.healthhelp.ca.gov/

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

credit.

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

Language Access Services:
SPANISH (Espafiol): Para obtener asistencia en Espariol, llame al 1-800-788-0616 (TTY: 711)

TAGALOG (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-278-3296 (TTY: 711)
CHINESE (X)) MR FEHRHAEB |, WK ITIX NS5 1-800-757-7585 (TTY: 711)
NAVAJO (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-278-3296 (TTY: 711)

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

different health plans. Please note these coverage examples are based on self-only coverage.

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

Peg is Having a Baby

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

hospital delivery)

B The plan's overall deductible $0
W Specialist copayment $50
M Hospital (facility) coinsurance 30%
B Other (blood work) copayment $15

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

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

Managing Joe's Type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

B The plan's overall deductible $0
M Specialist copayment $50
M Hospital (facility) coinsurance 30%
M Other (blood work) copayment $15

This EXAMPLE event includes services like:

Primary care physician office visits (including
disease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

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

care)
B The plan's overall deductible $0
B Specialist copayment $50
M Hospital (facility) coinsurance 30%
B Other (x-ray) copayment $15

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)

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

Total Example Cost | $12,700  Total Example Cost |  $5600  Total Example Cost | $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing Cost Sharing
Deductibles $0 Deductibles $0 Deductibles $0
Copayments $100 Copayments $1,200 Copayments $400
Coinsurance $2,500 Coinsurance $300 Coinsurance $200
What isn't covered What isn't covered What isn't covered
Limits or exclusions $50 Limits or exclusions $0 Limits or exclusions $0
The total Peg would pay is $2,650 The total Joe would pay is $1,500 The total Mia would pay is $600

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Nondiscrimination Notice
Discrimination is against the law. Kaiser Permanente follows State and Federal civil rights laws.

Kaiser Permanente does not unlawfully discriminate, exclude people, or treat them differently because of age, race, ethnic group
identification, color, national origin, cultural background, ancestry, religion, sex, gender, gender identity, gender expression, sexual
orientation, marital status, physical or mental disability, medical condition, source of payment, genetic information, citizenship, primary
language, or immigration status.

Kaiser Permanente provides the following services:
¢ No-cost aids and services to people with disabilities to help them communicate better with us, such as:
¢ Qualified sign language interpreters
¢+ Written information in other formats (braille, large print, audio, accessible electronic formats, and other formats)
* No-cost language services to people whose primary language is not English, such as:
¢ Qualified interpreters
¢ Information written in other languages

If you need these services, call our Member Service Contact Center at 1 800-464-4000 (TTY 711), 24 hours a day, 7 days a week
(except closed holidays). If you cannot hear or speak well, please call 711.

Upon request, this document can be made available to you in braille, large print, audiocassette, or electronic form. To obtain a copy in
one of these alternative formats, or another format, call our Member Service Contact Center and ask for the format you need.

How to file a grievance with Kaiser Permanente

You can file a discrimination grievance with Kaiser Permanente if you believe we have failed to provide these services or unlawfully
discriminated in another way. Please refer to your Evidence of Coverage or Certificate of Insurance for details. You may also speak with
a Member Services representative about the options that apply to you. Please call Member Services if you need help filing a grievance.

You may submit a discrimination grievance in the following ways:

¢ By phone: Call member services at 1-800-464-4000 (TTY 711) 24 hours a day,
7 days a week (except closed holidays)

¢ By mail: Call us at 1-800-464-4000 (TTY 711) and ask to have a form sent to you

¢ |n person: Fill out a Complaint or Benefit Claim/Request form at a member services office located at a Plan Facility (go to your
provider directory at kp.org/facilities for addresses)

¢ Online: Use the online form on our website at kp.org

You may also contact the Kaiser Permanente Civil Rights Coordinators directly at the addresses below:



Attn: Kaiser Permanente Civil Rights Coordinator
Member Relations Grievance Operations

P.O. Box 939001

San Diego CA 92193

How to file a grievance with the California Department of Health Care Services Office of Civil Rights (For Medi-Cal Beneficiaries Only)

You can also file a civil rights complaint with the California Department of Health Care Services Office of Civil Rights in writing, by phone
or by email:

¢ By phone: Call DHCS Office of Civil Rights at 916-440-7370 (TTY 711)

¢ By mail: Fill out a complaint form or send a letter to:

Deputy Director, Office of Civil Rights
Department of Health Care Services
Office of Civil Rights

P.O. Box 997413, MS 0009
Sacramento, CA 95899-7413

Complaint forms are available at: http://www.dhcs.ca.gov/Pages/Language_Access.aspx
¢ Online: Send an email to CivilRights@dhcs.ca.gov
How to file a grievance with the U.S. Department of Health and Human Services Office of Civil Rights

You can file a discrimination complaint with the U.S. Department of Health and Human Services Office for Civil Rights. You can file your
complaint in writing, by phone, or online:

¢ By phone: Call 1-800-368-1019 (TTY 711 or 1-800-537-7697)

¢ By mail: Fill out a complaint form or send a letter to:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

Complaint forms are available at:
http:www.hhs.gov/ocr/officeffile/index.html

¢ Online: Visit the Office of Civil Rights Complaint Portal at:
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf.



Aviso de no discriminacién
La discriminacion es ilegal. Kaiser Permanente cumple con las leyes de los derechos civiles federales y estatales.

Kaiser Permanente no discrimina ilicitamente, excluye ni trata a ninguna persona de forma distinta por motivos de edad, raza,
identificacion de grupo étnico, color, pais de origen, antecedentes culturales, ascendencia, religion, sexo, género, identidad de género,
expresion de género, orientacion sexual, estado civil, discapacidad fisica o mental, condicion médica, fuente de pago, informacion
genética, ciudadania, lengua materna o estado migratorio.

Kaiser Permanente ofrece los siguientes servicios:
¢ Ayuda y servicios sin costo a personas con discapacidades para que puedan comunicarse mejor con nosotros, como lo siguiente:

¢ intérpretes calificados de lenguaje de senas,

¢ informacién escrita en otros formatos (braille, impresién en letra grande, audio, formatos electronicos accesibles y otros
formatos).
¢ Servicios de idiomas sin costo a las personas cuya lengua materna no es el inglés, como:

¢ intérpretes calificados,
¢ informacion escrita en otros idiomas.

Si necesita nuestros servicios, llame a nuestra Central de Llamadas de Servicio a los Miembros al 1-800-464-4000 (TTY 711) las 24
horas del dia, los 7 dias de la semana (excepto los dias festivos). Si tiene deficiencias auditivas o del habla, llame al 711.

Este documento estara disponible en braille, letra grande, casete de audio o en formato electrénico a solicitud. Para obtener una copia
en uno de estos formatos alternativos o en otro formato, llame a nuestra Central de Llamadas de Servicio a los Miembros y solicite el
formato que necesita.

Cdomo presentar una queja ante Kaiser Permanente

Usted puede presentar una queja por discriminacion ante Kaiser Permanente si siente que no le hemos ofrecido estos servicios o lo
hemos discriminado ilicitamente de otra forma. Consulte su Evidencia de Cobertura (Evidence of Coverage) o Certificado de Seguro
(Certificate of Insurance) para obtener mas informacion. También puede hablar con un representante de Servicio a los Miembros sobre
las opciones que se apliquen a su caso. Llame a Servicio a los Miembros si necesita ayuda para presentar una queja.

Puede presentar una queja por discriminacion de las siguientes maneras:

¢ Por teléfono: llame a Servicio a los Miembros al 1 800-464-4000 (TTY 711), las 24 horas del dia, los 7 dias de la semana
(excepto los dias festivos).

¢ Por correo postal: lamenos al 1 800-464-4000 (TTY 711) y pida que se le envie un formulario.

e En persona: llene un formulario de Queja o reclamacion/solicitud de beneficios en una oficina de Servicio a los Miembros ubicada
en un centro del plan (consulte su directorio de proveedores en kp.org/facilities [cambie el idioma a espaiol] para obtener las
direcciones).

¢ En linea: utilice el formulario en linea en nuestro sitio web en kp.org/espanol.


https://www.kp.org/facilities
https://www.kp.org/espanol

También puede comunicarse directamente con el coordinador de derechos civiles (Civil Rights Coordinator) de Kaiser Permanente a la
siguiente direccion:

Attn: Kaiser Permanente Civil Rights Coordinator
Member Relations Grievance Operations

P.O. Box 939001

San Diego CA 92193

Cbomo presentar una queja ante la Oficina de Derechos Civiles del Departamento de Servicios de Atencién Médica de California (Solo
para beneficiarios de Medi-Cal)

También puede presentar una queja sobre derechos civiles ante la Oficina de Derechos Civiles (Office of Civil Rights) del Departamento
de Servicios de Atencion Médica de California (California Department of Health Care Services) por escrito, por teléfono o por correo
electronico:

Por teléfono: llame a la Oficina de Derechos Civiles del Departamento de Servicios de Atencion Médica (Department of Health
Care Services, DHCS) al 916-440-7370 (TTY 711).
Por correo postal: llene un formulario de queja o envie una carta a:

Deputy Director, Office of Civil Rights

Department of Health Care Services

Office of Civil Rights

P.O. Box 997413, MS 0009

Sacramento, CA 95899-7413

Los formularios de queja estan disponibles en:
http://www.dhcs.ca.gov/Pages/Language_Access.aspx (en inglés).

¢ En linea: envie un correo electréonico a CivilRights@dhcs.ca.gov.

Cdomo presentar una queja ante la Oficina de Derechos Civiles del Departamento de Salud y Servicios Humanos de los EE. UU.

Puede presentar una queja por discriminacion ante la Oficina de Derechos Civiles del Departamento de Salud y Servicios Humanos de

EE. UU. (U.S. Department of Health and Human Services). Puede presentar su queja por escrito, por teléfono o en linea:

¢ Por teléfono: llame al 1-800-368-1019 (TTY 711 o al 1-800-537-7697).
¢ Por correo postal: llene un formulario de queja o envie una carta a:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

Los formularios de quejas estan disponibles en
http://www.hhs.gov/ocr/office/file/index.html (en inglés).

¢ En linea: visite el Portal de quejas de la Oficina de Derechos Civiles en:
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf (en inglés).


http://www.hhs.gov/ocr/office/file/index.html
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Attn: Kaiser Permanente Civil Rights Coordinator
Member Relations Grievance Operations

P.O. Box 939001

San Diego CA 92193

A e AN ARG AR B B B A 2 REEF ((2R Medi-Cal 225 \)

A B EE T - ek s T E R AN R AR A A = 1 AT
o EERE : FTEEEE 916-440-7370 (TTY 711) Biss Oridk % &L (DHCS) A A=
* HF : HEAIRIFEE "

Deputy Director, Office of Civil Rights

Department of Health Care Services

Office of Civil Rights

P.O. Box 997413, MS 0009

Sacramento, CA 95899-7413
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Théng Bao Khong Phan Biét Doi X
Phan biét déi x( |a trai vdi phap luat. Kaiser Permanente tuan thd cac luat dan quyén cla Tiéu Bang va Lién Bang.

Kaiser Permanente khong phan biét d0| XU trai phap luat, loai trir hay doi xtr khac biét vdi ngudi nao doé vi ly do tudi tac, chung téc, nhan
dang nhom sac tdc, mau da, ngudn géc quéc gia, nén tang van hoéa, t6 tién, ton giao, gidi tinh, nhan dang gidi tinh, cach thé hlen gidi
tinh, khuynh hudng gidi tinh, tinh trang hon nhan, tinh trang khuyét tat vé thé chat hoac tinh than, bénh trang, nguén thanh toan, théng
tin di truyén, quyén cong dén, ngon ngl* me dé hoac tinh trang nhép cu.

Kaiser Permanente cung cép cac dich vu sau:

e Phuong tién hé tro va dich vu mién phi cho ngudi khuyét tat dé gidp ho giao tiép hiéu qua hon véi ching tdi, chang han nhu:
¢ Thong dich vién ngdn ngl ky hiéu du trinh d6

* Thong tin bang van ban theo cac dinh dang khac (chi¥ néi braille, ban in khé chi¥ I6n, &m thanh, dinh dang dién t&r dé truy
cap va cac dinh dang khac)
e Dich vu ngén ngt mién phi cho nhitng ngudi c6 ngdn ngit chinh khéng phai |4 ti€ng Anh, chéng han nhu:

¢ Thong dich vién du trinh do
¢ Thong tin dugc trinh bay bang cac ngén ngit khac

Néu quy vi can nhitng dich vy nay, xin goi dén Trung Tam Lién Lac ban Dich Vu Héi Vién cua chung t6i theo s6 1-800-464-4000 (TTY
711), 24 gid trong ngay, 7 ngay trong tuan (déng clra ngay 18). Néu quy vi khdng thé néi hay nghe rd, vui ldng goi 711.

Theo yéu cau, tai liéu nay co thé dudc cung cap cho quy vi dudi dang chit néi braille, ban in khé chit I6n, bang thu &m hay dang dién tur.
bé Iay mot ban sao theo mét trong nhitng dinh dang thay thé nay hay dinh dang khac, xin goi d&n Trung Tam Lién Lac ban Dich Vu Hoi
Vién clia ching téi va yéu cau dinh dang méa quy vi can.

Cach dé trinh phan nan véi Kaiser Permanente

Quy vi co thé dé trinh phan nan vé phan biét dGi xi véi Kaiser Permanente néu quy vi tin rang chung t6i da khong cung cap nhitng dich
vu nay hay phan biét d6i xtr trai phap luat theo cach khac. Vui long tham khao Chiing TU Bao Hiém (Evidence of Coverage) hay Chuing
Nhan Bao Hiém (Certlflcate of Insurance) clia quy vi dé biét thém chi tiét. Quy vi cung o thé noi chuyen v&i nhan vién ban Dich Vu Hoi
Vién vé nhitng lua chon ap dung cho quy vi. Vui iong goi dén ban Dich Vu Héi Vién néu quy vi can dudc trg gitp d& dé trinh phan nan.

Quy vi co thé dé trinh phan nan vé phan biét déi xir bang cac cach sau day:

* Qua dién thoai: Goi dén ban Dich Vu Hdi Vién theo s6 1-800-464-4000 (TTY 711) 24 gid trong ngay, 7 ngay trong tuan (déng clra
ngay |&)

¢ Qua thu tin: Goi chung t6i theo s6 1-800-464-4000 (TTY 711) va yéu cau gui mau don cho quy vi

e Tryc ti€p: Hoan t4t mau don Than Phién hay Yéu Cau Thanh Toan/Yéu Cau Quyén Lai tai van phong dich vu hoi vién & mét Co
S& Thudc Chuong Trinh (truy cap danh muc nha cung cap cua quy vi tai kp. org/facilities dé biét dia chi)

e Truc tuyén: S dung mau don truc tuyén trén trang mang clia ching ti tai kp.org



Quy vi ciing c6 thé lién hé truc ti€p vai Diéu Phoi Vién Dan Quyén clia Kaiser Permanente theo dia chi dudi day:

Attn: Kaiser Permanente Civil Rights Coordinator
Member Relations Grievance Operations

P.O. Box 939001

San Diego CA 92193

Cach dé trinh phan nan véi Van Phong Dan Quyén Ban Dich Vu Y T€ California (Danh Riéng Cho Ngu'oi Thu Hu'dng Medi-Cal)

Quy vi cling c6 thé& dé trinh than phién vé dan quyén vaéi Van Phong Dan Quyén Ban Dich Vu Y T& California bang van ban, qua dién
thoai hay qua email:

* Qua dién thoai: Goi dén Van Phong Dan Quyén Ban Dich Vu Y Té (Department of Health Care Services, DHCS) theo s6
916-440-7370 (TTY 711)

* Qua thu tin: Dién mau don than phién va hay gui thu dén:

Deputy Director, Office of Civil Rights
Department of Health Care Services
Office of Civil Rights

P.O. Box 997413, MS 0009
Sacramento, CA 95899-7413

MAu don than phién hién cé tai: http://www.dhcs.ca.gov/Pages/Language_Access.aspx
e Truc tuyén: Gli email dén CivilRights@dhcs.ca.gov
Cach dé trinh phan nan véi Van Phong Dan Quyén ctia Bd Y T€ va Dich Vu Nhan Sinh Hoa Ky.

Quy vi cling co quyén dé trinh than phlen vé phan biét d6i xr véi Van Phong Dan Quyén clia B Y Té va Dich Vu Nhan Sinh Hoa Ky.
Quy vi c6 thé dé trinh than phién béng v&n ban, qua dién thoai hoac truc tuyén:

* Qua dién thoai: Goi 1-800-368-1019 (TTY 711 hay 1-800-537-7697)
e Qua thu tin: Bién mau don than phién va hay gti thu dén:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

MAu don than phién hién c6 tai
http:www.hhs.gov/ocr/office/file/index.html

¢ Truc tuyén: Truy cap Céng Théng Tin Than Phién clia Van Phong Dan Quyén tai:
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf.


http://www.dhcs.ca.gov/Pages/Language_Access.aspx
http:www.hhs.gov/ocr/office/file/index.html
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

NOTICE OF LANGUAGE ASSISTANCE

English: This is important information from Kaiser Permanente. If you need help
understanding this information, please call 1-800-464-4000 (TTY 711) and ask for
language assistance. Help is available 24 hours a day, 7 days a week, excluding
holidays. We can also help you with auxiliary aids and alternative formats.
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Armenian: Uu Juplnp wnkntynipmit £ «Kaiser Permanente»-hg: Gpt wju mbntinipjniup hwuljuwnt hwdwp 2tq oqunipinit £
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Aliwswthbph hwipgnu:

Chinese: =275k 5 Kaiser Permanente (VS 3 - WSR2 IR ARIEL 4 EH - 5520 1-800-757-7585 (TTY MR 711) SoREEZ ) o F
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Hindi: Ig Kaiser Permanente &1 3R & Hgcaqul Faem &1 A M9 38 Fael F Gl & ToIT Heg T od g, dr Foar
1-800-464-4000 (TTY 711) W BT Y 3T AN JIIT & foT g5 Wgﬁ%ﬁﬁm,m%mm,%ﬂ%m e,
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Hmong: Qhov xov xwm no tseem ceeb los ntawm Kaiser Permanente. Yog koj xav tau kev pab kom nkag siab cov xov xwm no, thov hu rau
1-800-464-4000 (TTY 711) thiab thov kev pab txhais lus. Muaj kev pab 24 teev ib hnub twg, 7 hnub ib lim tiam twg, tsis xam cov hnub caiv. Peb
kuj muab tau lwm yam kev pab rau koj thiab ua lwm yam ntaub ntawv.

Japanese: Kaiser Permanente "L BEERBHOE N H D £7T, ZOFHREBIET 272D~V T NLERGAL, 1-800-464-4000 (TTY [H]
711 [CEFEL T, S —EREZEEL T EEN, 20— R TFEPER (BHEHEZRS) CITRRAWEZET £3, MMbhdE - —
ERARLHID T f—~ v MTOWTH THRWZZT £,

Khmer:iS:EMOHE)SAINS Al Kajser Rermanente®! 10AISHATHIMIGSW B0 SWIERARMNSIS: AJUGIATHISTIUS 1-800-464-4000
(TTY,711) SMIAINSISWMMAN T BSUAL)S 24 UGG 7 GG G510 NMGUANITAY
IUAMGEIHAMNYUSHZURIANG SIS NIAS SHUNULRNMISHMeBUN S A I

Korean: ¥ % 5.+ Kaiser Permanente oA A3l+= S 23 A XA YT} E AHE o]d]sl= U =20 Q3AH, 1-800-464-4000
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Laotian: mwuauwmmumn Kalser Permanente. ‘mm mnmegmnmmuaaycme"fumuaoa?mcm%zunw msm?ms 1-800-464-4000
(TTY 711) ctavecsﬂmuaoynmsmuwﬂm muaowmeﬁ“ﬁmmvmso 24 £2%v9, 7 Suoeaiio, Uaauouwnmgg wamswgmmoaoymn‘fu
mueUeneuaaymu (8~ sucwumgcasnsn‘m

Mien: Naaiv se benx jienv sic dauh waac-fienx yiem naaiv Kaiser Permanente bun daaih. Beiv taux meih giemx longc mienh tengx dogc naaiv
deix waac-fienx liouh porv bun bieqc hnyouv nor, daaix luic douc waac daaih lorx 1-800-464-4000 (TTY 711) aengx caux tov heuc tengx nzie
faan waac bun muangx. Mbenc nzoih liouh tengx yiem yietc hnoi benx 24 norm ziangh hoc, yietc norm liv baaiz mbenc maaih 7 hnoi, simv
cuotv hnoi-gec oc. Yie mbuo corc haih mbenc wuotc ginc jaa-dorngx tengx nzie goux aengx caux liouh bun ginv longc sou-guv daan puix horpc
meih.

Navajo: Dii ¢i hane’ biholniihii at’éego Kaiser Permanente yee nihalne’. Dii hane’igii doo hazh6’6 bik’i’diitiihgdo t’aa shoodi koji’ hodiilnih
1-800-464-4000 (TTY 711) dko saad bee dka i’iilyeed yidiikit. Kwe’¢ dkd and’dlwo’ t’44 atahjj’ naadiindjj’ ahé¢’ilkidgo doo tsosts’id ji ga’at’é.
Dahodilzingéne’ éi da’deelkaal. Aad6o hane’ bee bik’i’ di’diitiitigii do6 t’aa tahgo at’éego hane’ nich’j adoolniit.

Punjabi: 5T Kaiser Permanente @8 Agdl A/earal J1 1 3T oA Aredat § AHSTE S8 HEe ©f 837 J, 37 fagur a3d 1-800-464-4000 (TTY 711)

'3 25 I WS I ATTEST BE UR| HeE, s $ 83 7, Je3 7 fos, h@f‘e?sé%wé}meénwﬁwﬁamwﬁawﬂﬁaaﬂ?ﬁgé
3JS Hee ad Hde I

Russian: 3710 BaxHasa nHdopmauus ot Kaiser Permanente. Ecnn Bam TpebyeTca nomoLb, YTOObI NOHATL 3Ty MHGOPMaLUMo, MO3BOHUTE MO
Homepy 1-800-464-4000 (nuHua TTY 711) n nonpocuTe npegoctaBuTb Bam ycnyrmu nepeeogymka. lNomollb goctynHa 24 Yaca B CyTkW, 7 OHEN
B HeJent, KpomMe npasgHuYHbIX AHen. Mbl Takke MOXeM MOMOYb BaM C BCMOMOraTeribHbIMYM CPeACTBaMU U ansTepHaTUBHBIMU hopMaTamu.

Spanish: La presente incluye informacion importante de Kaiser Permanente. Si necesita ayuda para entender esta informacion, llame al
1-800-788-0616 (TTY 711) y pida ayuda linguistica. Hay ayuda disponible 24 horas al dia, siete dias a la semana, excluidos los dias festivos.
También podemos ayudarle con recursos para discapacidades y formatos alternativos.

Tagalog: Ito ay importanteng impormasyon mula sa Kaiser Permanente. Kung kailangan ninyo ng tulong para maunawan ang impormasyong
ito, mangyaring tumawag sa 1-800-464-4000 (TTY 711) at humingi ng tulong kaugnay sa lengguwahe. May makukuhang tulong 24 na oras
bawat araw, 7 araw bawat linggo, maliban sa mga araw na pista opisyal. Matutulungan din namin kayo sa mga pantulong na gamit o serbisyo
at mga alternatibong format.

Thai: ﬁl,'ﬂuﬁaagaahﬁzymn Kaiser Permanente mnqmm’aamsmmmﬂma”‘a’(,umsmmwmm”ﬂw"mgaﬁ 1156 Tns 1-800-464-4000 (nua TTY 711)
wazzamNNhamdasunE iwsanlviamnuthawmlanaan 24 1 Tue 7 Jusadlenv aaviuiunaasiznis indeaunsadavialnsaiuazianie
wdalusduuvuduleaneas

Ukranian: Y LbOMy NOBIiAOMIIEHHI MICTUTBCS BaxknmBa iHpopmauis Big Kaiser Permanente. Akwo HagaHa iHpopmauis He 3po3ymina i
BaM noTpibHa gonomora, 3atenedoHyinte 3a Homepom 1-800-464-4000 (TTY 711) i nonpociTe HagaT1 BaM NOCNyry nepeknagadya. Hawi
cniBpOoBIiTHUKM HaJaloTb Aonomory Linogoboeo, 7 AHIB HA TXOEHb, 32 BUHATKOM CBATKOBUX OHIB. TakoX MU MOXEMO AOMNOMOrTU BaMm,
HaJaBLUM OOMOMIXHI 3acobu i maTepianu B ansTepHaTUBHUX hopmaTtax.

Vietnamese: Day la théng tin quan trong tr Kaiser Permanente. Néu quy vi can dwoc glup de dé hiéu rd thong tin nay, vui long goi sb
1-800-464-4000 (TTY 711) va yeu cau duoc cép dich vu vé ngon ng(h. Quy vi s& dwoc gidp d& 24 gid trong ngay, 7 ngay trong tuan, trir ngay
|&. Chuing t6i cling c6 thé gitp quy vi véi cac phwong tién tro gidp bd tre va hinh thirc thay thé.



IMPORTANT NOTICE FROM TAYLOR CORPORATION ABOUT
YOUR PRESCRIPTION DRUG COVERAGE AND MEDICARE

Please read this notice carefully and keep it where you can find it. This notice has information about your current
prescription drug coverage with Taylor Corporation and about your options under Medicare’s prescription drug
coverage. This information can help you decide whether you want to join a Medicare drug plan. Information
about where you can get help to make decisions about your prescription drug coverage is at the end of this notice.

If neither you nor any of your covered dependents are eligible for or have Medicare, this notice does not apply to

you or your dependents, as the case may be. However, you should still keep a copy of this notice in the event you
or a dependent should qualify for coverage under Medicare in the future. Please note, however, that later notices

might supersede this notice.

Medicare prescription drug coverage became available in 2006 to everyone with Medicare. You can get this
coverage if you join a Medicare Prescription Drug Plan or join a Medicare Advantage Plan (like an HMO or
PPO) that offers prescription drug coverage. All Medicare drug plans provide at least a standard level of coverage
set by Medicare. Some plans may also offer more coverage for a higher monthly premium.

Taylor Corporation has determined that the prescription drug coverage offered by the Taylor Corporation
Employee Health Care Plan (“Plan”) is, on average for all plan participants, expected to pay out as much as
standard Medicare prescription drug coverage pays and is considered “creditable” prescription drug coverage.
This is important for the reasons described below.

Because your existing coverage is, on average, at least as good as standard Medicare prescription drug coverage,
you can keep this coverage and not pay a higher premium (a penalty) if you later decide to enroll in a Medicare
drug plan, as long as you later enroll within specific time periods.

Enrolling in Medicare—General Rules

As some background, you can join a Medicare drug plan when you first become eligible for Medicare. If you
qualify for Medicare due to age, you may enroll in a Medicare drug plan during a seven-month initial enrollment
period. That period begins three months prior to your 65th birthday, includes the month you turn 65, and
continues for the ensuing three months. If you qualify for Medicare due to disability or end-stage renal disease,
your initial Medicare Part D enrollment period depends on the date your disability or treatment began. For more
information you should contact Medicare at the telephone number or web address listed below.

Late Enrollment and the Late Enroliment Penalty

If you decide to wait to enroll in a Medicare drug plan you may enroll later, during Medicare Part D’s annual
enrollment period, which runs each year from October 15 through December 7. But as a general rule, if you delay
your enrollment in Medicare Part D, after first becoming eligible to enroll, you may have to pay a higher
premium (a penalty).

If after your initial Medicare Part D enrollment period you go 63 continuous days or longer without
“creditable” prescription drug coverage (that is, prescription drug coverage that’s at least as good as
Medicare’s prescription drug coverage), your monthly Part D premium may go up by at least 1 percent of the
premium you would have paid had you enrolled timely, for every month that you did not have creditable
coverage.

For example, if after your Medicare Part D initial enrollment period you go 19 months without coverage, your
premium may be at least 19% higher than the premium you otherwise would have paid. You may have to pay this
higher premium for as long as you have Medicare prescription drug coverage. However, there are some
important exceptions to the late enrollment penalty.



Special Enrollment Period Exceptions to the Late Enroliment Penalty

There are “special enrollment periods” that allow you to add Medicare Part D coverage months or even years
after you first became eligible to do so, without a penalty. For example, if after your Medicare Part D initial
enrollment period you lose or decide to leave employer-sponsored or union-sponsored health coverage that
includes “creditable” prescription drug coverage, you will be eligible to join a Medicare drug plan at that time.

In addition, if you otherwise lose other creditable prescription drug coverage (such as under an individual policy)
through no fault of your own, you will be able to join a Medicare drug plan, again without penalty. These special
enrollment periods end two months after the month in which your other coverage ends.

Compare Coverage

You should compare your current coverage, including which drugs are covered at what cost, with the coverage
and costs of the plans offering Medicare prescription drug coverage in your area. See the Taylor Corporation
Plan’s summary plan description for a summary of the Plan’s prescription drug coverage. If you don’t have a
copy, you can get one by contacting us at the telephone number or address listed below.

Coordinating Other Coverage With Medicare Part D

Generally speaking, if you decide to join a Medicare drug plan while covered under the Taylor Corporation Plan
due to your employment (or someone else’s employment, such as a spouse or parent), your coverage under the
Taylor Corporation Plan will not be affected. For most persons covered under the Plan, the Plan will pay
prescription drug benefits first, and Medicare will determine its payments second. For more information about
this issue of what program pays first and what program pays second, see the Plan’s summary plan description or
contact Medicare at the telephone number or web address listed below.

If you do decide to join a Medicare drug plan and drop your Taylor Corporation prescription drug coverage, be
aware that you and your dependents may not be able to get this coverage back. To regain coverage you would
have to re-enroll in the Plan, pursuant to the Plan’s eligibility and enrollment rules. You should review the Plan’s
summary plan description to determine if and when you are allowed to add coverage.

For More Information About This Notice or Your Current Prescription Drug Coverage...

Contact the person listed below for further information, or call 507-625-2828. 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 Taylor Corporation changes. You also may request a copy.

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:

e Visit www.medicare.gov.

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

e Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048.

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



http://www.medicare.gov/
http://www.socialsecurity.gov/

Remember: Keep this Creditable Coverage notice. If you decide to join one of the Medicare drug plans,
you may be required to provide a copy of this notice when you join to show whether or not you have
maintained creditable coverage and whether or not you are required to pay a higher premium (a penalty).

Date: January 1, 2024
Name of Entity/Sender: Taylor Corporation
Contact—Position/Office: Manager of Benefits
Address: 1725 Roe Crest Drive
North Mankato, MN 56003
Phone Number: 507-625-2828

Nothing in this notice gives you or your dependents a right to coverage under the Plan. Your (or your
dependents’) right to coverage under the Plan is determined solely under the terms of the Plan.




Important Notice from University Health Alliance (UHA) Health Plan About Your Prescription
Drug Coverage and Medicare

Please read this notice carefully and keep it where you can find it. This notice has information about
your current prescription drug coverage with UHA and about your options under Medicare’s
prescription drug coverage. If you are considering joining, you should compare your current
coverage, including which drugs are covered at what cost, with the coverage and costs of the plans
offering Medicare prescription drug coverage in your area. This information can help you decide
whether or not you want to join a Medicare drug plan. Information about where you can get help to
make decisions about your prescription drug coverage is at the end of this notice.

There are two important things you need to know about your current coverage and Medicare’s
prescription drug coverage:

1. Medicare prescription drug coverage became available in 2006 to everyone with Medicare. You
can get this coverage if you join a Medicare Prescription Drug Plan or join a Medicare Advantage
Plan (like an HMO or PPO) that offers prescription drug coverage. All Medicare drug plans
provide at least a standard level of coverage set by Medicare. Some plans may also offer more
coverage for a higher monthly premium.

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

When Can You Join A Medicare Drug Plan?

You can join a Medicare drug plan when you first become eligible for Medicare and each year from October
15" to December 7™

However, if you lose your current creditable prescription drug coverage through no fault of your own, you
will be eligible for a two (2) month Special Enroliment Period (SEP) to join a Medicare drug plan.

What Happens To Your Current Coverage If You Decide to Join a Medicare Drug Plan?
If you decide to join a Medicare drug plan, your current coverage may be affected.

If you do decide to join a Medicare drug plan and drop your current UHA coverage, be aware that you and
your dependents might not be able to get this coverage back, depending on your employer’s eligibility
policy. This may affect your medical coverage as well, so be sure to contact UHA Customer Service at the
telephone number listed on the back of your member card.

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 prescription drug coverage, your monthly premium may go
up by at least 1% of the Medicare base beneficiary premium per month for every month that you did not
have that coverage. For example, if you go nineteen months without creditable coverage, your premium
may consistently be at least 19% higher than the Medicare base beneficiary premium. You may have to pay



this higher premium (a penalty) as long as you have Medicare prescription drug coverage. In addition, you
may have to wait until the following October to join.

For More Information About This Notice Or Your Current Prescription Drug Coverage...

Contact UHA Customer Service at the telephone number listed on the back of your member card. 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 UHA 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:
e Visit www.medicare.gov
e Call your State Health Insurance Assistance Program (see the inside back cover of your copy of
the “Medicare & You” handbook for their telephone number) for personalized help,
e Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048.

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

(TTY 1-800-325-0778).

Remember: Keep this Creditable Coverage notice. If you decide to join one of the Medicare drug
plans, you may be required to provide a copy of this notice when you join to show whether or not
you have maintained creditable coverage and whether or not you are required to pay a higher
premium (a penalty).




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

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

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

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

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

If you live in one of the following states, you may be eligible for assistance paying your employer health plan
premiums. The following list of states is current as of July 31, 2023. Contact your State for more information on
eligibility —

ALABAMA — Medicaid ALASKA — Medicaid
Website: http://myalhipp.com/ The AK Health Insurance Premium Payment Program
Phone: 1-855-692-5447 Website: http://myakhipp.com/

Phone: 1-866-251-4861

Email: CustomerServicec@MyAKHIPP.com
Medicaid Eligibility:
https://health.alaska.gov/dpa/Pages/default.aspx

ARKANSAS — Medicaid CALIFORNIA — Medicaid
Website: http://myarhipp.com/ Health Insurance Premium Payment (HIPP) Program
Phone: 1-855-MyARHIPP (855-692-7447) Website:
http://dhcs.ca.gov/hipp

Phone: 916-445-8322
Fax: 916-440-5676
Email: hipp@dhcs.ca.gov

COLORADO — Health First Colorado FLORIDA — Medicaid

(Colorado’s Medicaid Program) & Child Health
Plan Plus (CHP+)

Health First Colorado Website: Website:

https://www.healthfirstcolorado.com/ https://www.flmedicaidtplrecovery.com/flmedicaidtplrecover
Health First Colorado Member Contact Center: y.com/hipp/index.html

1-800-221-3943/State Relay 711 Phone: 1-877-357-3268

CHP+: https://hcpf.colorado.gov/child-health-plan-plus
CHP+ Customer Service: 1-800-359-1991/State Relay 711
Health Insurance Buy-In Program (HIBI):
https://www.mycohibi.com/

HIBI Customer Service: 1-855-692-6442



http://www.healthcare.gov/
http://www.insurekidsnow.gov/
http://www.askebsa.dol.gov/
http://myalhipp.com/
http://myakhipp.com/
mailto:CustomerService@MyAKHIPP.com
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fhealth.alaska.gov%2Fdpa%2FPages%2Fdefault.aspx&data=05%7C01%7CBerman.Nathaniel%40dol.gov%7Ca5722ebf007e4847fe8808da69a45fb9%7C75a6305472044e0c9126adab971d4aca%7C0%7C0%7C637938452103798639%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=A5Fggwg0lR2c%2FOwofWNVpVk8b5%2FFX1kaOQNuuEwAAAE%3D&reserved=0
http://myarhipp.com/
http://dhcs.ca.gov/hipp
mailto:hipp@dhcs.ca.gov
https://www.healthfirstcolorado.com/
https://hcpf.colorado.gov/child-health-plan-plus
https://www.mycohibi.com/
https://www.flmedicaidtplrecovery.com/flmedicaidtplrecovery.com/hipp/index.html
https://www.flmedicaidtplrecovery.com/flmedicaidtplrecovery.com/hipp/index.html

GEORGIA — Medicaid

GA HIPP Website: https://medicaid.georgia.gov/health-
insurance-premium-payment-program-hipp

Phone: 678-564-1162, Press 1

GA CHIPRA Website:
https://medicaid.georgia.gov/programs/third-party-
liability/childrens-health-insurance-program-reauthorization-

act-2009-chipra
Phone: 678-564-1162, Press 2

IOWA — Medicaid and CHIP (Hawki)

Medicaid Website:

https://dhs.iowa.gov/ime/members

Medicaid Phone: 1-800-338-8366

Hawki Website:

http://dhs.iowa.gov/Hawki

Hawki Phone: 1-800-257-8563

HIPP Website: https://dhs.iowa.gov/ime/members/medicaid-
a-to-z/hipp

HIPP Phone: 1-888-346-9562

KENTUCKY - Medicaid

Kentucky Integrated Health Insurance Premium Payment
Program (KI-HIPP) Website:
https://chfs.ky.gov/agencies/dms/member/Pages/kihipp.aspx
Phone: 1-855-459-6328

Email: KIHIPP.PROGRAM@ky.gov

KCHIP Website: https://kidshealth.ky.gov/Pages/index.aspx
Phone: 1-877-524-4718

Kentucky Medicaid Website:

https://chfs. ky.gov/agencies/dms

MAINE — Medicaid

Enrollment Website:

https://www.mymaineconnection.gov/benefits/s/?language=en
US

Phone: 1-800-442-6003

TTY: Maine relay 711

Private Health Insurance Premium Webpage:

https://www.maine.gov/dhhs/ofi/applications-forms

Phone: 1-800-977-6740

TTY: Maine relay 711

MINNESOTA — Medicaid

Website:
https://mn.gov/dhs/people-we-serve/children-and-
families/health-care/health-care-programs/programs-and-
services/other-insurance.jsp

Phone: 1-800-657-3739

MONTANA — Medicaid

Website:
http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP
Phone: 1-800-694-3084

Email: HHSHIPPProgram@mt.gov

INDIANA — Medicaid

Healthy Indiana Plan for low-income adults 19-64
Website: http://www.in.gov/fssa/hip/

Phone: 1-877-438-4479

All other Medicaid

Website: https://www.in.gov/medicaid/

Phone: 1-800-457-4584

KANSAS — Medicaid

Website: https://www.kancare.ks.gov/
Phone: 1-800-792-4884
HIPP Phone: 1-800-967-4660

LOUISIANA — Medicaid

Website: www.medicaid.la.gov or www.ldh.la.gov/lahipp
Phone: 1-888-342-6207 (Medicaid hotline) or
1-855-618-5488 (LaHIPP)

MASSACHUSETTS — Medicaid and CHIP

Website: https://www.mass.gov/masshealth/pa
Phone: 1-800-862-4840

TTY: 711

Email: masspremassistance@accenture.com

MISSOURI — Medicaid

Website:
http://www.dss.mo.gov/mhd/participants/pages/hipp.htm
Phone: 573-751-2005

NEBRASKA — Medicaid

Website: http://www.ACCESSNebraska.ne.gov
Phone: 1-855-632-7633

Lincoln: 402-473-7000

Omaha: 402-595-1178
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https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.mymaineconnection.gov%2Fbenefits%2Fs%2F%3Flanguage%3Den_US&data=05%7C01%7CClinton.Latisha.M%40dol.gov%7Cb96a31a5c25e4e1da49908daf4ae9bf1%7C75a6305472044e0c9126adab971d4aca%7C0%7C0%7C638091328210827160%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=GeBtSEsUoaCw5ukO%2F6O2IUy%2B9FzGqgY%2FJ2C9OgAhxE4%3D&reserved=0
https://www.maine.gov/dhhs/ofi/applications-forms
https://www.mass.gov/masshealth/pa
mailto:masspremassistance@accenture.com
https://mn.gov/dhs/people-we-serve/children-and-families/health-care/health-care-programs/programs-and-services/other-insurance.jsp
https://mn.gov/dhs/people-we-serve/children-and-families/health-care/health-care-programs/programs-and-services/other-insurance.jsp
https://mn.gov/dhs/people-we-serve/children-and-families/health-care/health-care-programs/programs-and-services/other-insurance.jsp
http://www.dss.mo.gov/mhd/participants/pages/hipp.htm
http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP
mailto:HHSHIPPProgram@mt.gov
http://www.accessnebraska.ne.gov/

NEVADA — Medicaid

NEW HAMPSHIRE - Medicaid

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

Medicaid Phone: 1-800-992-0900

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: 1-800-701-0710

NORTH CAROLINA — Medicaid

Website: https://www.dhhs.nh.gov/programs-
services/medicaid/health-insurance-premium-program
Phone: 603-271-5218

Toll free number for the HIPP program: 1-800-852-3345, ext.
5218

NEW YORK - Medicaid

Website: https://www.health.ny.gov/health _care/medicaid/
Phone: 1-800-541-2831

NORTH DAKOTA — Medicaid

Website: https://medicaid.ncdhhs.gov/
Phone: 919-855-4100

OKLAHOMA - Medicaid and CHIP

Website: http://www.insureoklahoma.org
Phone: 1-888-365-3742

PENNSYLVANIA - Medicaid and CHIP

Website:
https://www.dhs.pa.gov/Services/Assistance/Pages/HIPP-
Program.aspx

Phone: 1-800-692-7462

CHIP Website: Children's Health Insurance Program (CHIP)

! pa.govg
CHIP Phone: 1-800-986-KIDS (5437)

SOUTH CAROLINA - Medicaid

Website: https://www.hhs.nd.gov/healthcare
Phone: 1-844-854-4825

OREGON — Medicaid

Website: http://healthcare.oregon.gov/Pages/index.aspx
Phone: 1-800-699-9075

RHODE ISLAND — Medicaid and CHIP

Website: http://www.eohhs.ri.gov/
Phone: 1-855-697-4347, or
401-462-0311 (Direct Rlte Share Line)

SOUTH DAKOTA - Medicaid

Website: https://www.scdhhs.gov

Phone: 1-888-549-0820

TEXAS — Medicaid

Website: Health Insurance Premium Payment (HIPP)
Program | Texas Health and Human Services
Phone: 1-800-440-0493

VERMONT- Medicaid

Website: Health Insurance Premium Payment (HIPP) Program
| Department of Vermont Health Access
Phone: 1-800-250-8427

WASHINGTON — Medicaid

Website: https://www.hca.wa.gov/
Phone: 1-800-562-3022

Website: http://dss.sd.gov
Phone: 1-888-828-0059

UTAH — Medicaid and CHIP

Medicaid Website: https://medicaid.utah.gov/
CHIP Website: http://health.utah.gov/chip
Phone: 1-877-543-7669

VIRGINIA — Medicaid and CHIP

Website: https://coverva.dmas.virginia.gov/learn/premium-
assistance/famis-select

https://coverva.dmas.virginia.gov/learn/premium-

assistance/health-insurance-premium-payment-hipp-programs
Medicaid/CHIP Phone: 1-800-432-5924

WEST VIRGINIA — Medicaid and CHIP

Website: https://dhhr.wv.gov/bms/
http:/mywvhipp.com/
Medicaid Phone: 304-558-1700
CHIP Toll-free phone: 1-855-MyW VHIPP (1-855-699-8447)



http://dhcfp.nv.gov/
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.dhhs.nh.gov%2Fprograms-services%2Fmedicaid%2Fhealth-insurance-premium-program&data=05%7C01%7CGoodwin.Carolyn%40dol.gov%7C6aa7b22dba29413479c108da73eb96c6%7C75a6305472044e0c9126adab971d4aca%7C0%7C0%7C637949752922233349%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=mUgACydlz9JGXnHMgi%2FUkDGD0QyTI1U6Tjwue%2Bq8D0Q%3D&reserved=0
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.dhhs.nh.gov%2Fprograms-services%2Fmedicaid%2Fhealth-insurance-premium-program&data=05%7C01%7CGoodwin.Carolyn%40dol.gov%7C6aa7b22dba29413479c108da73eb96c6%7C75a6305472044e0c9126adab971d4aca%7C0%7C0%7C637949752922233349%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=mUgACydlz9JGXnHMgi%2FUkDGD0QyTI1U6Tjwue%2Bq8D0Q%3D&reserved=0
http://www.state.nj.us/humanservices/dmahs/clients/medicaid/
http://www.state.nj.us/humanservices/dmahs/clients/medicaid/
http://www.njfamilycare.org/index.html
https://www.health.ny.gov/health_care/medicaid/
https://medicaid.ncdhhs.gov/
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.hhs.nd.gov%2Fhealthcare&data=05%7C01%7CClinton.Latisha.M%40dol.gov%7C64da7b9f730b4fb2467608db7fe082e3%7C75a6305472044e0c9126adab971d4aca%7C0%7C0%7C638244374885371946%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=RO%2BrOZKJxqNsa0Ewzhle%2FkVaDGnl7hpPQnJUnW1mwDU%3D&reserved=0
http://www.insureoklahoma.org/
http://healthcare.oregon.gov/Pages/index.aspx
https://www.dhs.pa.gov/Services/Assistance/Pages/HIPP-Program.aspx
https://www.dhs.pa.gov/Services/Assistance/Pages/HIPP-Program.aspx
https://www.dhs.pa.gov/CHIP/Pages/CHIP.aspx
https://www.dhs.pa.gov/CHIP/Pages/CHIP.aspx
http://www.eohhs.ri.gov/
https://www.scdhhs.gov/
http://dss.sd.gov/
https://www.hhs.texas.gov/services/financial/health-insurance-premium-payment-hipp-program
https://www.hhs.texas.gov/services/financial/health-insurance-premium-payment-hipp-program
https://medicaid.utah.gov/
http://health.utah.gov/chip
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fdvha.vermont.gov%2Fmembers%2Fmedicaid%2Fhipp-program&data=05%7C01%7CClinton.Latisha.M%40dol.gov%7C3daa411d0e934769e75c08daf4bf842e%7C75a6305472044e0c9126adab971d4aca%7C0%7C0%7C638091400777632051%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=7ao%2BrltzkBEMojzmZ9O8UllrAdaRI%2Fmzhq3FE%2Bf%2B2nk%3D&reserved=0
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fdvha.vermont.gov%2Fmembers%2Fmedicaid%2Fhipp-program&data=05%7C01%7CClinton.Latisha.M%40dol.gov%7C3daa411d0e934769e75c08daf4bf842e%7C75a6305472044e0c9126adab971d4aca%7C0%7C0%7C638091400777632051%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=7ao%2BrltzkBEMojzmZ9O8UllrAdaRI%2Fmzhq3FE%2Bf%2B2nk%3D&reserved=0
https://coverva.dmas.virginia.gov/learn/premium-assistance/famis-select
https://coverva.dmas.virginia.gov/learn/premium-assistance/famis-select
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fcoverva.dmas.virginia.gov%2Flearn%2Fpremium-assistance%2Fhealth-insurance-premium-payment-hipp-programs&data=05%7C01%7CClinton.Latisha.M%40dol.gov%7Caa3a5092aeb14ed08af708db81758880%7C75a6305472044e0c9126adab971d4aca%7C0%7C0%7C638246115240341681%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=rI%2BZX53PVAmr9gcvTJt3KrfWxCtIx6VIxQ36deaOXTs%3D&reserved=0
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fcoverva.dmas.virginia.gov%2Flearn%2Fpremium-assistance%2Fhealth-insurance-premium-payment-hipp-programs&data=05%7C01%7CClinton.Latisha.M%40dol.gov%7Caa3a5092aeb14ed08af708db81758880%7C75a6305472044e0c9126adab971d4aca%7C0%7C0%7C638246115240341681%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=rI%2BZX53PVAmr9gcvTJt3KrfWxCtIx6VIxQ36deaOXTs%3D&reserved=0
https://www.hca.wa.gov/
https://dhhr.wv.gov/bms/
http://mywvhipp.com/

WISCONSIN — Medicaid and CHIP WYOMING — Medicaid

Website: Website:
https://www.dhs.wisconsin.gov/badgercareplus/p-10095.htm https://health.wyo.gov/healthcarefin/medicaid/programs-and-
Phone: 1-800-362-3002 eligibility/

Phone: 1-800-251-1269

To see if any other states have added a premium assistance program since July 31, 2023, or for more information on
special enrollment rights, contact either:

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

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

Paperwork Reduction Act Statement

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

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

OMB Control Number 1210-0137 (expires 1/31/2026)


https://www.dol.gov/agencies/ebsa
http://www.cms.hhs.gov/
mailto:ebsa.opr@dol.gov
https://www.dhs.wisconsin.gov/badgercareplus/p-10095.htm
https://health.wyo.gov/healthcarefin/medicaid/programs-and-eligibility/
https://health.wyo.gov/healthcarefin/medicaid/programs-and-eligibility/

Action Requested:
If you are enrolled in your companies Health, Dental, Vision, Flexible Benefits, Life Insurance, and/or Long-term Disability plans, please
review these Summary Annual Reports and file for future reference.

SUMMARY ANNUAL REPORTS

FOR TAYLOR CORPORATION SELF-INSURED HOSPITALIZATION WELFARE PLAN
This is the summary annual report for the Taylor Corporation Self-Insured Hospitalization Welfare Plan, EIN 41-0852411, Plan number
503 for the period January 1, 2022 to December 31, 2022. The annual report has been filed with the Employee Benefits Security
Administration, as required under the Employee Retirement Income Security Act of 1974 (ERISA).

Taylor Corporation has committed itself to pay the following types of claims incurred under the terms of the plan: medical and dental

FOR TAYLOR CORPORATION FLEXIBLE BENEFIT PLAN

This is the summary annual report for the Taylor Corporation Flexible Benefit Plan, EIN 41-0852411, Plan number 501 for the period
January 1, 2022 to December 31, 2022. The annual report has been filed with the Employee Benefits Security Administration, as required
under the Employee Retirement Income Security Act of 1974 (ERISA).

Taylor Corporation has committed itself to pay the following types of claims incurred under the terms of the plan:
Medical, Dental, and Vision

FOR TAYLOR CORPORATION VISION PLAN

This is the summary annual report for the Taylor Corporation Vision Plan, EIN 41-0852411, Plan number 504 for the period January 1,
2022 to December 31, 2022. The annual report has been filed with the Employee Benefits Security Administration, as required under the
Employee Retirement Income Security Act of 1974 (ERISA).

Insurance Information

The plan has a contract with an insurance carrier to pay vision claims incurred under the terms of the plan. Total premiums paid during
the plan year were $817,705.

Because it is a so-called "experience-rated" contract, the premium costs are affected by, among other things, the number and size of
claims. Of the total insurance premiums paid for the plan year ending December 31, 2022, the premiums paid under this "experience-
rated" contract were $817,705, and the total of all benefit claims paid under the experience-rated contract during the plan year was
$622,317.

Your rights to additional information

You have the right to receive a copy of the full annual report, or any part thereof, on request. The items listed below are included in that
report.
- Insurance information including sales commissions paid by insurance carriers

FOR TAYLOR CORPORATION LIFE, ACCIDENTAL DEATH AND DISMEMBERMENT PLAN
This is the summary annual report for the Taylor Corporation Life, Accidental Death and Dismemberment Plan, EIN 41-0852411, Plan
number 505 for the period January 1, 2022 to December 31, 2022. The annual report has been filed with the Employee Benefits Security
Administration, as required under the Employee Retirement Income Security Act of 1974 (ERISA).
Taylor Corporation has committed itself to pay the following types of claims incurred under the terms of the plan: EAP

Insurance Information

The plan has a contract with an insurance carrier to pay life and accidental death & dismemberment claims incurred under the terms of the
plan. Total premiums paid during the plan year were $2,463,745.

Your rights to additional information



You have the right to receive a copy of the full annual report, or any part thereof, on request. The items listed below are included in that
report.
- Insurance information including sales commissions paid by insurance carriers

FOR TAYLOR CORPORATION LONG TERM DISABILITY PLAN

This is the summary annual report for the Taylor Corporation Long Term Disability Plan, EIN 41-0852411, Plan number 506 for the
period January 1, 2022 to December 31, 2022. The annual report has been filed with the Employee Benefits Security Administration, as
required under the Employee Retirement Income Security Act of 1974 (ERISA).

Insurance Information

The plan has a contract with an insurance carrier to pay long term disability claims incurred under the terms of the plan. Total premiums
paid during the plan year were $861,861.
Your rights to additional information

You have the right to receive a copy of the full annual report, or any part thereof, on request. The items listed below are included in that
report.
- Insurance information including sales commissions paid by insurance carriers

YOUR RIGHTS TO ADDITIONAL INFORMATION

If you participate in the employee benefit plans referred to above, you have the right to receive a copy of the full annual report, or any part
thereof, on request. To obtain a copy of any of the full annual reports, or any part thereof, write or call the office of Taylor Corporation,
who is the plan administrator, 1725 Roe Crest Drive, North Mankato, MN, 56003, 507-625-2828. For the Self-Insured Hospitalization
Welfare Plan and the Flexible Benefit Plan, the charge to cover copying costs will be $0.75 for the full annual report, or $0.25 per page
for any part thereof. For the Vision, Life / AD&D Insurance and Long Term Disability Insurance plans, the charge to cover copying costs
will be $1.75 for the full annual report, or $0.25 per page for any part thereof.

You also have the right to receive from the plan administrator, on request and at no charge, a statement of the assets and liabilities of the
plan and accompanying notes, or a statement of income and expenses of the plan and accompanying notes, or both. If you request a copy
of the full annual report from the plan administrator, these two statements and accompanying notes will be included as part of that report.
The charge to cover copying costs given above does not include a charge for the copying of these portions of the report because these
portions are furnished without charge.

Plan participants also have the legally protected right to examine the annual report at the main office of the plan: 1725 Roe Crest Drive,
North Mankato, MN 56003, and at the U.S. Department of Labor in Washington, D.C., or to obtain a copy from the U.S. Department of
Labor upon payment of copying costs. Requests to the Department should be addressed to: Public Disclosure Room, Room N-1513,
Employee Benefits Security Administration U.S. Department of Labor, 200 Constitution Avenue, N.W., Washington, DC 20210.

Paperwork Reduction Act Statement

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

The public reporting burden for this collection of information is estimated to average less than one minute per notice (approximately 3
hours and 11 minutes per plan). Interested parties are encouraged to send comments regarding the burden estimate or any other aspect of
this collection of information, including suggestions for reducing this burden, to the U.S. Department of Labor, Office of the Chief
Information Officer, Attention: Departmental Clearance Officer, 200 Constitution Avenue, N.W., Room N-1301, Washington, DC 20210
or email DOL_PRA _PUBLIC@dol.gov and reference the OMB Control Number 1210-0040.

OMB Control Number 1210-0040 (expires 07/31/2023)



Summary Annual Report

For Taylor Corporation 401(K) Plan

This is @ summary of the annual report for Taylor Corporation 401(K) Plan, Employer Identification Number
41-0852411, Plan No. 002 for the period January 01, 2022 through December 31, 2022. The annual report has
been filed with the Employee Benefits Security Administration, U.S. Department of Labor, as required under
the Employee Retirement Income Security Act of 1974 (ERISA).

Basic Financial Statement

Benefits under the plan are provided through insurance and through a trust fund. Plan expenses were
$101,546,579. These expenses included $336,088 in administrative expenses and $101,163,429 in benefits
paid to participants and beneficiaries and $47,062 in other expenses. A total of 10761 persons were
participants in or beneficiaries of the plan at the end of the plan year.

The value of plan assets, after subtracting liabilities of the plan, was $736,046,499, as of December 31, 2022
compared to $946,859,003 as of January 01, 2022. During the plan year, the plan experienced a decrease in
its net assets of ($210,812,504) . This decrease includes unrealized appreciation and depreciation in the value
of plan assets; that is, the difference between the value of the plan's assets at the end of the year and the
value of the assets at the beginning of the year or the cost of assets acquired during the year. The plan had
total income of ($109,239,098), including employer contributions of $8,782,296, employee contributions of
$41,418,643, other contributions of $5,484,204, and losses from investments of ($164,924,241) .

Your Rights To Additional Information

You have the right to receive a copy of the full annual report, or any part thereof, on request. The items listed
below are included in that report:

1. financial information and information on payments to service providers;

2. insurance information, including sales commissions paid by insurance carriers;

3. information regarding any Common/Collective Trust, Pooled Separate Accounts, Master Trusts, or
103-12 Investment Entities;

4. an accountant's report;

5. assets held for investment;

To obtain a copy of the full annual report, or any part thereof, write or call Taylor Corporation, 1725 ROE
CREST DRIVE , NORTH MANKATO, MN 560031807, 507-625-2828.

You also have the right to receive from the Plan Administrator, on request and at no charge, a statement of
the assets and liabilities of the plan and accompanying notes, or a statement of income and expenses of the
plan and accompanying notes, or both. If you request a copy of the full annual report from the Plan
Administrator, these two statements and accompanying notes will be included as part of that report.

You also have the legally protected right to examine the annual report at the main office of the plan at Taylor
Corporation, 1725 ROE CREST DRIVE , NORTH MANKATO, MN 560031807, and at the U.S. Department of
Labor in Washington, D.C. or to obtain a copy from the U.S. Department of Labor upon payment of copying
costs. Requests to the Department should be addressed to: Public Disclosure Room, N1513, Employee
Benefits Security Administration, U.S. Department of Labor, 200 Constitution Avenue, N.W., Washington, D.C.
20210.

Paperwork Reduction Act Statement

According to the Paperwork Reduction Act of 1995 (Pub. L. 104-13) (PRA), no persons are required to respond
to a collection of information unless such collection displays a valid Office of Management and Budget (OMB)



control number. The Department notes that a Federal agency cannot conduct or sponsor a collection of
information unless it is approved by OMB under the PRA, and displays a currently valid OMB control number,
and the public is not required to respond to a collection of information unless it displays a currently valid OMB
control number. See 44 U.S.C. 3507. Also, notwithstanding any other provisions of law, no person shall be
subject to penalty for failing to comply with a collection of information if the collection of information does not
display a currently valid OMB control number. See 44 U.S.C. 3512.

The public reporting burden for this collection of information is estimated to average less than one minute per
notice (approximately 3 hours and 11 minutes per plan). Interested parties are encouraged to send
comments regarding the burden estimate or any other aspect of this collection of information, including
suggestions for reducing this burden, to the U.S. Department of Labor, Office of the Chief Information Officer,
Attention: Departmental Clearance Officer, 200 Constitution Avenue, N.W., Room N-1301, Washington, DC
20210 or email DOL_PRA_PUBLIC@dol.gov and reference the OMB Control Number 1210-0040.

Note: For small pension plans that are eligible for an audit waiver, see the Department's regulation at 29 CFR
2520.104-46 for model language to be added to the Summary Annual Report.

The information contained herein has been provided by the Plan Administrator. 749777.1



New Health Insurance Marketplace Coverage o Aooroved
Options and Your Health Coverage OMB No. 1210-0149

(expires 9-30-2023)

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.

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. ObamaCare’s Open Enrollment period for
2024 health plans starts November 1, 2023, and ends January 15, 2024, in most states. Plans sold during Open Enrollme
nt start as early as January 1, 2024.

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?
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.

T An employer-sponsored health plan meets the "minimum value standard" if the plan's share of the total allowed benefit costs covered by

the planis no less than 60 percent of such costs.


http://www.healthcare.gov/

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)
Taylor Corporation 41-0852411

5. Employer address 6. Employer phone number

1725 Roe Crest Drive 507-625-2828

7. City 8. State 9. ZIP code

North Mankato MN 56003

10. Who can we contact at this job?

Manager or Benefits

11. Phone number (if different from above)| 12. Email address

You are not eligible for health insurance coverage through this employer. You and your family may be able to obtain
health coverage through the Marketplace, with a new kind of tax credit that lowers your monthly premiums and with
assistance for out-of-pocket costs.

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

e As your employer, we offer a health plan to:

|:| All employees. Eligible employees are:

[X] Some employees. Eligible employees are:

Full-time employees of Taylor. "Full-time employee" means that you work an average of at least
20 hours per week over the course of the Employer's applicable measurement period.

e With respect to dependents:

|Z| We do offer coverage. Eligible dependents are:

Legal Spouse and Dependent Children under 26 years of age.

|:| We do not offer coverage.

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

=+ Even if your employer intends your coverage to be affordable, you may still be eligible for a premium

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

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


http://www.healthcare.gov/
http://www.healthcare.gov/

TAYLOR CORPORATION
IMPORTANT NOTICE
COMPREHENSIVE NOTICE OF PRIVACY POLICY AND PROCEDURES

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

This notice is provided to you on behalf of:
Taylor Corporation Benefit Plan*
* This notice pertains only to healthcare coverage provided under the plan.

The Plan’s Duty to Safeguard Your Protected Health Information

Individually identifiable information about your past, present, or future health or condition, the provision of
health care to you, or payment for the health care is considered “Protected Health Information” (“PHI”). The Plan
is required to extend certain protections to your PHI, and to give you this notice about its privacy practices that
explains how, when, and why the Plan may use or disclose your PHI. Except in specified circumstances, the Plan
may use or disclose only the minimum necessary PHI to accomplish the purpose of the use or disclosure.

The Plan is required to follow the privacy practices described in this notice, though it reserves the right to change
those practices and the terms of this notice at any time. If it does so, and the change is material, you will receive a
revised version of this Notice either by hand delivery, mail delivery to your last known address, or some other
fashion. This notice, and any material revisions of it, will also be provided to you in writing upon your request
(ask your Human Resources representative, or contact the Plan’s Privacy Official, described below), and will be
posted on any website maintained by Taylor Corporation that describes benefits available to employees and
dependents.

You may also receive one or more other privacy notices from insurance companies that provide benefits under
the Plan. Those notices will describe how the insurance companies use and disclose PHI and your rights with
respect to the PHI they maintain.

How the Plan May Use and Disclose Your Protected Health Information

The Plan uses and discloses PHI for a variety of reasons. For its routine uses and disclosures it does not require
your authorization, but for other uses and disclosures, your authorization (or the authorization of your personal
representative (e.g., a person who is your custodian, guardian, or has your power-of-attorney) may be required.
The following offers more description and examples of the Plan’s uses and disclosures of your PHI.

e Uses and Disclosures Relating to Treatment, Payment, or Health Care Operations.

e Treatment: Generally, and as you would expect, the Plan is permitted to disclose your PHI for purposes
of your medical treatment. Thus, it may disclose your PHI to doctors, nurses, hospitals, emergency
medical technicians, pharmacists, and other health care professionals where the disclosure is for your
medical treatment. For example, if you are injured in an accident, and it’s important for your treatment
team to know your blood type, the Plan could disclose that PHI to the team in order to allow it to more
effectively provide treatment to you.

e Payment: Of course, the Plan’s most important function, as far as you are concerned, is that it pays for
all or some of the medical care you receive (provided the care is covered by the Plan). In the course of its
payment operations, the Plan receives a substantial amount of PHI about you. For example, doctors,
hospitals, and pharmacies that provide you care send the Plan detailed information about the care they
provided, so that they can be paid for their services. The Plan may also share your PHI with other plans
in certain cases. For example, if you are covered by more than one health care plan (e.g., covered by this



Plan and your spouse’s plan or covered by the plans covering your father and mother), we may share
your PHI with the other plans to coordinate payment of your claims.

e Health care Operations: The Plan may use and disclose your PHI in the course of its “health care
operations.” For example, it may use your PHI in evaluating the quality of services you received or
disclose your PHI to an accountant or attorney for audit purposes. In some cases, the Plan may disclose
your PHI to insurance companies for purposes of obtaining various insurance coverages. However, the
Plan will not disclose, for underwriting purposes, PHI that is genetic information.

Other Uses and Disclosures of Your PHI Not Requiring Authorization. The law provides that the Plan

may use and disclose your PHI without authorization in the following circumstances:

e To the Plan Sponsor: The Plan may disclose PHI to the employers (such as Taylor Corporation) who
sponsor or maintain the Plan for the benefit of employees and dependents. However, the PHI may only
be used for limited purposes, and may not be used for purposes of employment-related actions or
decisions or in connection with any other benefit or employee benefit plan of the employers. PHI may be
disclosed to: the human resources or employee benefits department for purposes of enrollments and
disenrollments, census, claim resolutions, and other matters related to Plan administration; payroll
department for purposes of ensuring appropriate payroll deductions and other payments by covered
persons for their coverage; information technology department, as needed for preparation of data
compilations and reports related to Plan administration; finance department for purposes of reconciling
appropriate payments of premium to and benefits from the Plan, and other matters related to Plan
administration; internal legal counsel to assist with resolution of claim, coverage, and other disputes
related to the Plan’s provision of benefits.

¢ To the Plan’s Service Providers: The Plan may disclose PHI to its service providers (“business
associates”) who perform claim payment and plan management services. The Plan requires a written
contract that obligates the business associate to safeguard and limit the use of PHI.

e Required by Law: The Plan may disclose PHI when a law requires that it report information about
suspected abuse, neglect, or domestic violence, or relating to suspected criminal activity, or in response
to a court order. It must also disclose PHI to authorities that monitor compliance with these privacy
requirements.

e For Public Health Activities: The Plan may disclose PHI when required to collect information about
disease or injury, or to report vital statistics to the public health authority.

e For Health Oversight Activities: The Plan may disclose PHI to agencies or departments responsible for
monitoring the health care system for such purposes as reporting or investigation of unusual incidents.

e Relating to Decedents: The Plan may disclose PHI relating to an individual’s death to coroners, medical
examiners, or funeral directors, and to organ procurement organizations relating to organ, eye, or tissue
donations or transplants.

e For Research Purposes: In certain circumstances, and under strict supervision of a privacy board, the
Plan may disclose PHI to assist medical and psychiatric research.

e To Avert Threat to Health or Safety: In order to avoid a serious threat to health or safety, the Plan may
disclose PHI as necessary to law enforcement or other persons who can reasonably prevent or lessen the
threat of harm.

e For Specific Government Functions: The Plan may disclose PHI of military personnel and veterans in
certain situations, to correctional facilities in certain situations, to government programs relating to
eligibility and enrollment, and for national security reasons.

Uses and Disclosures Requiring Authorization: For uses and disclosures beyond treatment, payment, and

operations purposes, and for reasons not included in one of the exceptions described above, the Plan is

required to have your written authorization. For example, uses and disclosures of psychotherapy notes, uses
and disclosures of PHI for marketing purposes, and disclosures that constitute a sale of PHI would require
your authorization. Your authorization can be revoked at any time to stop future uses and disclosures, except
to the extent that the Plan has already undertaken an action in reliance upon your authorization.

Uses and Disclosures Requiring You to Have an Opportunity to Object: The Plan may share PHI with

your family, friend, or other person involved in your care, or payment for your care. We may also share PHI

with these people to notify them about your location, general condition, or death. However, the Plan may
disclose your PHI only if it informs you about the disclosure in advance and you do not object (but if there is
an emergency situation and you cannot be given your opportunity to object, disclosure may be made if it is



consistent with any prior expressed wishes and disclosure is determined to be in your best interests; you must
be informed and given an opportunity to object to further disclosure as soon as you are able to do so).

Your Rights Regarding Your Protected Health Information

You have the following rights relating to your protected health information:

e To Request Restrictions on Uses and Disclosures: You have the right to ask that the Plan limit how it uses
or discloses your PHI. The Plan will consider your request, but is not legally bound to agree to the restriction.
To the extent that it agrees to any restrictions on its use or disclosure of your PHI, it will put the agreement in
writing and abide by it except in emergency situations. The Plan cannot agree to limit uses or disclosures that
are required by law.

e To Choose How the Plan Contacts You: You have the right to ask that the Plan send you information at an
alternative address or by an alternative means. To request confidential communications, you must make your
request in writing to the Privacy Official. We will not ask you the reason for your request. Your request must
specify how or where you wish to be contacted. The Plan must agree to your request as long as it is
reasonably easy for it to accommodate the request.

e To Inspect and Copy Your PHI: Unless your access is restricted for clear and documented treatment
reasons, you have a right to see your PHI in the possession of the Plan or its vendors if you put your request
in writing. The Plan, or someone on behalf of the Plan, will respond to your request, normally within 30 days.
If your request is denied, you will receive written reasons for the denial and an explanation of any right to
have the denial reviewed. If you want copies of your PHI, a charge for copying may be imposed but may be
waived, depending on your circumstances. You have a right to choose what portions of your information you
want copied and to receive, upon request, prior information on the cost of copying.

o To Request Amendment of Your PHI: If you believe that there is a mistake or missing information in a
record of your PHI held by the Plan or one of its vendors you may request in writing that the record be
corrected or supplemented. The Plan or someone on its behalf will respond, normally within 60 days of
receiving your request. The Plan may deny the request if it is determined that the PHI is: (i) correct and
complete; (ii) not created by the Plan or its vendor and/or not part of the Plan’s or vendor’s records; or (iii)
not permitted to be disclosed. Any denial will state the reasons for denial and explain your rights to have the
request and denial, along with any statement in response that you provide, appended to your PHI. If the
request for amendment is approved, the Plan or vendor, as the case may be, will change the PHI and so
inform you, and tell others that need to know about the change in the PHI.

e To Find Out What Disclosures Have Been Made: You have a right to get a list of when, to whom, for what
purpose, and what portion of your PHI has been released by the Plan and its vendors, other than instances of
disclosure for which you gave authorization, or instances where the disclosure was made to you or your
family. In addition, the disclosure list will not include disclosures for treatment, payment, or health care
operations. The list also will not include any disclosures made for national security purposes, to law
enforcement officials or correctional facilities, or before the date the federal privacy rules applied to the Plan.
You will normally receive a response to your written request for such a list within 60 days after you make the
request in writing. Your request can relate to disclosures going as far back as six years. There will be no
charge for up to one such list each year. There may be a charge for more frequent requests.

How to Complain About the Plan’s Privacy Practices

If you think the Plan or one of its vendors may have violated your privacy rights, or if you disagree with a
decision made by the Plan or a vendor about access to your PHI, you may file a complaint with the person listed
in the section immediately below. You also may file a written complaint with the Secretary of the U.S.
Department of Health and Human Services. The law does not permit anyone to take retaliatory action against you
if you make such complaints.

Notification of a Privacy Breach

Any individual whose unsecured PHI has been, or is reasonably believed to have been used, accessed, acquired or
disclosed in an unauthorized manner will receive written notification from the Plan within 60 days of the
discovery of the breach.




If the breach involves 500 or more residents of a state, the Plan will notify prominent media outlets in the state.
The Plan will maintain a log of security breaches and will report this information to HHS on an annual basis.
Immediate reporting from the Plan to HHS is required if a security breach involves 500 or more people.

Contact Person for Information, or to Submit a Complaint

If you have questions about this notice please contact the Plan’s Privacy Official or Deputy Privacy Official(s)
(see below). If you have any complaints about the Plan’s privacy practices, handling of your PHI, or breach
notification process, please contact the Privacy Official or an authorized Deputy Privacy Official.

Privacy Official
The Plan’s Privacy Official, the person responsible for ensuring compliance with this notice, is:

Taylor Corporation

Attention: HIPAA Privacy Officer
1725 Roe Crest Drive

North Mankato, MN 56003

Organized Health Care Arrangement Designation

The Plan participates in what the federal privacy rules call an “Organized Health Care Arrangement.” The
purpose of that participation is that it allows PHI to be shared between the members of the Arrangement, without
authorization by the persons whose PHI is shared, for health care operations. Primarily, the designation is useful
to the Plan because it allows the insurers who participate in the Arrangement to share PHI with the Plan for
purposes such as shopping for other insurance bids.

The members of the Organized Health Care Arrangement are:
Taylor Corporation

Effective Date
The effective date of this notice is: January 1, 2024.



NOTICE OF SPECIAL ENROLLMENT RIGHTS

TAYLOR CORPORATION EMPLOYEE HEALTH CARE PLAN

If you are declining enrollment for yourself or your dependents (including your spouse) because of other health
insurance or group health plan coverage, you may be able to later 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 toward
your or your dependents’ other coverage).

Loss of eligibility includes but is not limited to:

e Loss of eligibility for coverage as a result of ceasing to meet the plan’s eligibility requirements (e.g., divorce,
cessation of dependent status, death of an employee, termination of employment, reduction in the number of
hours of employment);

e Loss of HMO coverage because the person no longer resides or works in the HMO service area and no other
coverage option is available through the HMO plan sponsor;

¢ Elimination of the coverage option a person was enrolled in, and another option is not offered in its place;

o Failing to return from an FMLA leave of absence; and

o Loss of eligibility under Medicaid or the Children’s Health Insurance Program (CHIP).

Unless the event giving rise to your special enrollment right is a loss of eligibility under Medicaid or CHIP, you
must request enrollment within 30 days after your or your dependent’s(s’) other coverage ends (or after the
employer that sponsors that coverage stops contributing toward the coverage).

If the event giving rise to your special enrollment right is a loss of coverage under Medicaid or CHIP, you may
request enrollment under this plan within 60 days of the date you or your dependent(s) lose such coverage under
Medicaid or CHIP. Similarly, if you or your dependent(s) become eligible for a state-granted premium subsidy
toward this plan, you may request enroliment under this plan within 60 days after the date Medicaid or CHIP
determine that you or the dependent(s) qualify for the subsidy.

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 enrollment within 30 days after
the marriage, birth, adoption, or placement for adoption.
To request special enroliment or obtain more information, contact:

Taylor Corporation

Manager of Benefits
507-625-2828

* This notice is relevant for healthcare coverages subject to the HIPAA portability rules.



GENERAL COBRA NOTICE

Introduction

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

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

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

What is COBRA continuation coverage?

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

If you’re an employee, you’ll become a qualified beneficiary if you lose your coverage under the Plan because of
the following qualifying events:
e Your hours of employment are reduced, or
e Your employment ends for any reason other than your gross misconduct.
If you’re the spouse of an employee, you’ll become a qualified beneficiary if you lose your coverage under the
Plan because of the following qualifying events:
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
e You become divorced or legally separated from your spouse.
Your dependent children will become qualified beneficiaries if they lose coverage under the Plan because of the
following qualifying events:
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 continuation coverage available?
The Plan will offer COBRA continuation coverage to qualified beneficiaries only after the Plan Administrator
has been notified that a qualifying event has occurred. The employer must notify the Plan Administrator of the
following qualifying events:

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

e Death of the employee;

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

For all other qualifying events (divorce or legal separation of the employee and spouse or a dependent
child’s losing eligibility for coverage as a dependent child), you must notify the Plan Administrator within
60 days after the qualifying event occurs. You must provide this notice in writing to the Plan
Administrator. Any notice you provide must state the name of the plan or plans under which you lost or
are losing coverage, the name and address of the employee covered under the plan, the name(s) and
address(es) of the qualified beneficiary(ies), and the qualifying event and the date it happened. The Plan
Administrator will direct you to provide the appropriate documentation to show proof of the event.

How is COBRA continuation coverage provided?

Once the Plan Administrator receives notice that a qualifying event has occurred, COBRA continuation coverage
will be offered to each of the qualified beneficiaries. Each qualified beneficiary will have an independent right to
elect COBRA continuation coverage. Covered employees may elect COBRA continuation coverage on behalf of
their spouses, and parents may elect COBRA continuation coverage on behalf of their children.

COBRA continuation coverage is a temporary continuation of coverage that generally lasts for 18 months due to
employment termination or reduction of hours of work. Certain qualifying events, or a second qualifying event
during the initial period of coverage, may permit a beneficiary to receive a maximum of 36 months of coverage.

There are also ways in which this 18-month period of COBRA continuation coverage can be extended:
Disability extension of 18-month period of COBRA continuation coverage

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

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

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

Are there other coverage options besides COBRA Continuation Coverage?

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



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

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

e The month after your employment ends; or

e The month after group health plan coverage based on current employment ends.
If you don’t enroll in Medicare and elect COBRA continuation coverage instead, you may have to pay a Part B
late enrollment penalty and you may have a gap in coverage if you decide you want Part B later. If you elect
COBRA continuation coverage and later enroll in Medicare Part A or B before the COBRA continuation
coverage ends, the Plan may terminate your continuation coverage. However, if Medicare Part A or B is
effective on or before the date of the COBRA election, COBRA coverage may not be discontinued on account of
Medicare entitlement, even if you enroll in the other part of Medicare after the date of the election of COBRA
coverage.
If you are enrolled in both COBRA continuation coverage and Medicare, Medicare will generally pay first
(primary payer) and COBRA continuation coverage will pay second. Certain plans may pay as if secondary to
Medicare, even if you are not enrolled in Medicare.
For more information visit https://www.medicare.gov/medicare-and-you.

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

Keep your Plan informed of address changes

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

For additional information regarding your COBRA continuation coverage rights, please contact the Plan
Administrator below:

Taylor Corporation
Manager of Benefits

1725 Roe Crest Drive
North Mankato, MN 56003
507-625-2828

* https://www.medicare.gov/sign-up-change-plans/how-do-i-get-parts-a-b/part-a-part-b-sign-up-periods.
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WOMEN’S HEALTH AND CANCER RIGHTS NOTICE

Taylor Corporation Employee Health Care Plan is required by law to provide you with the following notice:

The Women’s Health and Cancer Rights Act of 1998 (“WHCRA”) provides certain protections for individuals
receiving mastectomy-related benefits. Coverage will be provided in a manner determined in consultation with
the attending physician and the patient for:

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

Treatment of physical complications of the mastectomy, including lymphedemas.

The Taylor Corporation Employee Health Care Plan provide(s) medical coverage for mastectomies and the
related procedures listed above, subject to the same deductibles and coinsurance applicable to other medical and
surgical benefits provided under this plan.

If you would like more information on WHCRA benefits, contact your Plan Administrator at:
Taylor Corporation

Manager of Benefits
507-625-2828



NOTICE FOR EMPLOYER-SPONSORED WELLNESS PROGRAMS

Taylor Corporation Wellness Program is a voluntary wellness program available to all employees and spouses
enrolled in the medical plan. The program is administered according to federal rules permitting employer-
sponsored wellness programs that seek to improve employee health or prevent disease, including the Americans
with Disabilities Act of 1990 (ADA), the Genetic Information Nondiscrimination Act of 2008 (GINA), and the
Health Insurance Portability and Accountability Act, as applicable, among others.

Details about the wellness program, including criteria and incentives, can be found in the Wellness Program Guide.

If you are unable to participate in any of the health-related activities or achieve any of the health outcomes required
to earn an incentive, you may be entitled to a reasonable accommodation or an alternative standard. You may
request a reasonable accommaodation or an alternative standard by contacting Wellworks For You at 800-425-4657
or taylorwellness@wellworksforyou.com.

The information from the Biometric Screening the Health Risk Assessment will be used to provide you with
information to help you understand your current health and potential risks, and may also be used to offer you
services through the wellness program, such as education, coaching, or additional testing. You also are encouraged
to share your results or concerns with your own doctor.

Protections from Disclosure of Medical Information

We are required by law to maintain the privacy and security of your personally identifiable health information.
Although the wellness program and Taylor Corporation may use aggregate information it collects to design a
program based on identified health risks in the workplace, the wellness program will never disclose any of your
personal information either publicly or to the employer, except as necessary to respond to a request from you for a
reasonable accommodation needed to participate in the wellness program, or as expressly permitted by law.

Medical information that personally identifies you that is provided in connection with the wellness program will not
be provided to your supervisors or managers and may never be used to make decisions regarding your employment.

Your health information will not be sold, exchanged, transferred, or otherwise disclosed except to the extent
permitted by law to carry out specific activities related to the wellness program, and you will not be asked or
required to waive the confidentiality of your health information as a condition of participating in the wellness
program or receiving an incentive. Anyone who receives your information for purposes of providing you services
as part of the wellness program will abide by the same confidentiality requirements. The only individual(s) who
will receive your personally identifiable health information is (are) business associates of Taylor Corporation in
order to provide you with services under the wellness program.

In addition, all medical information obtained through the wellness program will be maintained separate from your
personnel records, information stored electronically will be encrypted, and no information you provide as part of
the wellness program will be used in making any employment decision. Appropriate precautions will be taken to
avoid any data breach, and in the event a data breach occurs involving information you provide in connection with
the wellness program, we will notify you immediately.

You may not be discriminated against in employment because of the medical information you provide as part of
participating in the wellness program, nor may you be subjected to retaliation if you choose not to participate.

If you have questions or concerns regarding this notice, or about protections against discrimination and retaliation,
please contact Manager of Benefits at 507-625-2828.



Employer Name: Taylor Corporation

Employer State of Situs: Minnesota

Name of Issuer: Blue Cross Blue Shield of Minnesota

Plan Marketing Name: Taylor Corporation Employer Sponsored Medical Plan
Plan Year: 2024

T
Ten (10) Essential Health Benefit (EHB) Categories:

- Ambulatory patient services (outpatient care you get without being admitted to a hospital)

- Emergency services

- Hospitalization (like surgery and overnight stays)

- Laboratory services

- Mental health and substance use disorder (MH/SUD) services, including behavioral health treatment (this includes counseling and psychotherapy)
- Pediatric services, including oral and vision care (but adult dental and vision coverage aren’t essential health benefits)

- Pregnancy, maternity, and newborn care (both before and after birth)

- Prescription drugs

- Preventive and wellness services and chronic disease management

- Rehabilitative and habilitative services and devices (services and devices to help people with injuries, disabilities, or chronic conditions gain or recover mental and physical
skills)

2020-2023 lllinois Essential Health Benefit (EHB) Listing (P.A. 102-0630) Employer Plan

Benchmark Page Covered Benefit?

Item EHB Benefit EHB Categor
i # Reference
1 Accidental Injury -- Dental Ambulatory Pgs. 10 & 17 Yes
2 Allergy Injections and Testing Ambulatory Pg. 11 Yes
3 Bone anchored hearing aids Ambulatory Pgs. 17 & 35 No
4 Durable Medical Equipment Ambulatory Pg. 13 Yes
. Pg. 28
5 Hospice Ambulatory Yes
6 Infertility (Fertility) Treatment Ambulatory Pgs. 23-24 Yes
. - Pg. 21
7 Outpatient Facility Fee (e.g., Ambulatory Surgery Center) Ambulatory Yes
Outpatient S Physici Surgical Servi Ambulat Patient
8 u ?a ient Surgery Physician/Surgical Services (Ambulatory Patien Ambulatory Pgs. 15 - 16 Yes
Services)
9 Private-Duty Nursing Ambulatory Pgs. 17 & 34 No
10 Prosthetics/Orthotics Ambulatory Pg. 13 Yes
11 Sterilization (vasectomy men) Ambulatory Pg. 10 No
12 Temporomandibular Joint Disorder (TMJ) Ambulatory Pgs. 13 & 24 Yes

Emergency Room Services .
13 Emergency services Pg.7 Yes
(Includes MH/SUD Emergency)

14 Emergency Transportation/ Ambulance Emergency services Pgs. 4 & 17 Yes

15 Bariatric Surgery (Obesity) Hospitalization Pg. 21 Yes

16 Breast Reconstruction After Mastectomy Hospitalization Pgs. 24 - 25 Yes

No - execpt on dependent
17 Reconstructive Surgery Hospitalization Pgs. 25 - 26, & 35 child for congenital
disease or anomaly.

18 Inpatient Hospital Services (e.g., Hospital Stay) Hospitalization Pg. 15 Yes
19 Skilled Nursing Facility Hospitalization Pg. 21 Yes
20 ;I:::isnp;;mts - Human Organ Transplants (Including transportation & Hospitalization Pgs. 18 & 31 Yes
21 Diagnostic Services Laboratory services Pgs. 6 & 12 Yes
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30

Maternity Service

Pregnancy, Maternity, and Newborn Care

Pgs. 8 & 22

22 Intranasal opioid reversal agent associated with opioid prescriptions MH/SUD Pg. 32 Yes
23 x:;:::::te)havioral) Health Treatment (Including Inpatient MH/SUD Pgs. 8-9, 21 Yes
24 Opioid Medically Assisted Treatment (MAT) MH/SUD Pg. 21 Yes
25 Substance Use Disorders (Including Inpatient Treatment) MH/SUD Pgs. 9 & 21 Yes
26 Tele-Psychiatry MH/SUD Pg. 11 Yes
27 Topical Anti-Inflammatory acute and chronic pain medication MH/SUD Pg. 32 Yes
.. _________________________________________ _____________________________ _________|
28 Pediatric Dental Care Pediatric Oral and Vision Care See AllKids Pediatric Dental Document No
29 Pediatric Vision Coverage Pediatric Oral and Vision Care Pgs. 26 - 27 Yes

Yes

41

Chiropractic & Osteopathic Manipulation

Rehabilitative and Habilitative Services and Devices

Pgs.12-13

31 Outpatient Prescription Drugs Prescription drugs Pgs.29-34 Yes
.. _________________________________________ _____________________________ _________|
32 Colorectal Cancer Examination and Screening Preventive and Wellness Services Pgs. 12 & 16 Yes
33 Contraceptive/Birth Control Services Preventive and Wellness Services Pgs. 13 & 16 Yes
. - . . . Pgs. 11 & 35

34 Diabetes Self-Management Training and Education Preventive and Wellness Services Yes

35 Diabetic Supplies for Treatment of Diabetes Preventive and Wellness Services Pgs. 31-32 Yes

36 Mammography - Screening Preventive and Wellness Services Pgs. 12,15, & 24 Yes

37 Osteoporosis - Bone Mass Measurement Preventive and Wellness Services Pgs. 12 & 16 Yes
Pap Tests/ Prostate- Specific Antigen Tests/ Ovarian Cancer

38 P . / P 8 / Preventive and Wellness Services Pg. 16 Yes
Surveillance Test

39 Preventive Care Services Preventive and Wellness Services Pg. 18 Yes

40 Sterilization (women) Preventive and Wellness Services Pgs. 10 & 19 Yes

Yes

42

Habilitative and Rehabilitative Services

Rehabilitative and Habilitative Services and Devices

Pgs. 8,9,11, 12, 22, & 35

Yes

Special Note: Under Pub. Act 102-0104, eff. July 22, 2021, any EHB:s listed above that are clinically appropriate and medically necessary to deliver via telehealth services must be covered in the
same manner as when those EHBs are delivered in person.
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