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I.  NOTICE OF PRIVACY PRACTICES

THIS INFORMATION 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: The Behavioral Wellness Center at Girard

General Information Individually identifiable information about your past, present, or future health or condition (including
genetic information), the provision of health care to you, or payment for the health care is considered “Protected Health
Information” or “PHI”. The Plan is required by the Health Insurance Portability and Accountability Act of 1996 and its regulations
(the “Law”) to maintain the privacy of your PHI and to provide you with notice of its legal duties and privacy practices with
respect to 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 will abide by the terms of the Notice currently in effect, but it reserves the right to change the terms of this Notice and
to make the new Notice provisions effective for all PHI that it maintains. You will be notified about the changes and the
availability of a revised Notice, or a revised Notice will be delivered to you, at least 60 days prior to the date that it will become
effective.

The Plan is required by law to tell you:
e The Plan’s uses and disclosures of your PHI;
e The Plan’s duties with respect to your PHI;
e Your right to file a complaint with the Plan and with the Secretary of the U.S. Department of Health and Human Services;
and
e The person to contact for further information about the Plan’s privacy practices.

Notice of PHI Uses and Disclosures
The Plan will use and disclose your PHI as follows:

e Upon your request, the Plan will give you access to your PHI so that you can look at or copy it.

e The Plan may be required by the Secretary of the Department of Health and Human Services to disclose your PHI in
connection with an investigation to determine the Plan’s compliance with the privacy regulations.

e The Plan and any business associates may use or disclose your PHI to carry out claim payment activities and healthcare
operations. The Plan will also disclose your PHI to the Plan Sponsor related to claims payment activities and healthcare
operations. The Plan Sponsor has amended its plan documents to protect your PHI as required by law. For example,
the Plan or a business associate may tell your doctor whether you are eligible for coverage and the limits on your
coverage.

e The Plan may disclose your PHI to the plan sponsor for obtaining premium bids or modifying, amending or terminating
the Plan. The Plan may disclose only summary information. Summary information does not include any information
that has been determined under the Law to be capable of identifying you in any way. Genetic information includes
information about your genetic tests, the genetic tests of your family members, the manifestation of a disease or
disorder in your family or any request for or receipt of genetic services or participation in clinical research by you or a
family member.

THE PLAN IS PROHIBITED FROM USING PHI THAT IS GENETIC INFORMATION FOR UNDERWRITING PURPOSES.

e The Plan may disclose your PHI as required by law, including disclosures about victims of abuse, neglect or domestic
violence (but then must inform you (with certain exceptions) that the disclosure has been made), disclosures for law
enforcement purposes, and disclosures for judicial or administrative proceedings.

e The Plan may disclose your PHI for public health activities for the purpose of preventing or controlling disease, injury or
disability.

e The Plan may disclose your PHI to a coroner, medical examiner, or a funeral director for the purpose of performing their
duties as authorized by law.

e The Plan may use or disclose your PHI when it believes in good faith that the use or disclosure is necessary to prevent or
lessen a serious and imminent threat to the health or safety of a person or the public, but only to someone who can
prevent or lessen the threat.



e The Plan may disclose your PHI when authorized by and to the extent necessary to comply with workers’ compensation
or other similar programs established by law.

e Except as otherwise indicated in this Notice, the Plan will disclose your PHI only with your written authorization and
subject to your right to revoke that authorization.

The Plan’s Duties with Respect to Use and Disclosure of your PHI. The Plan will use and disclose (and will request disclosure of)
only the minimum amount of PHI about you as needed under the circumstances, taking into consideration any practical and
technological limitations. This requirement does not apply when disclosing information to a provider for treatment, when
disclosing information to you or at your request, when disclosing information to the Secretary of the Department of Health and
Human Services, or when disclosing information that is required by law or regulations.

The Plan’s Duty to Notify you in the Event of Breach In the event that the Plan’s PHI is unsecured based on standards set by the
DHHS, the Plan will notify you within 60 days of the date of discovery of any breach of your PHI or the date that there is reason
to believe that there has been a breach of your PHI. A breach does not include a disclosure where there is a low probability that
the PHI has been compromised. The Plan will determine this based on the following factors: (1) the nature and extent of the PHI
involved including the possibility of re-identification; (2) the unauthorized person who used the PHI or to whom the disclosure
was made; (3) whether the PHI was actually acquired or viewed; and (4) the extent to which the risk to the PHI was mitigated.
The notice will include the circumstances of the breach, the date of the breach, the date of discovery of the breach, the type of
information involved, steps you should take to protect yourself, steps that the Plan is taking to mitigate the harm and protect
against future breaches.

Your Rights the Law provides you with the following rights with respect to your PHI that the Plan and its business associates or
subcontractors maintain:

Right to Request Restrictions. You have the right to request restrictions on our uses and disclosures of PHI. You may request
that we limit disclosures of your PHI only for our payment or healthcare operations and to certain individuals. However, we are
not required to agree to your request. We will accommodate reasonable requests to receive communications by alternative
means or at alternative locations.

Right to Inspect and Copy. You have the right to inspect and copy the PHI that the Plan maintains or to receive an electronic
copy. The requested information will be provided within 30 days if the information is maintained on site or within 60 days if it is
maintained off site. We may request a 30-day extension of this time frame but will notify you if we elect the extension and will
provide you with the reason. If we deny you access to your PHI, we will provide you with a written denial, which will include the
reason for the denial along with other relevant information.

Right to Request Amendment. You have the right to request that we amend your PHI. Within 60 days of receiving your request
we will respond. We may request an additional 30-day extension, but if we do this, we will explain our reasons. If we deny your
request, we will provide you with a written denial that clearly explains why we denied it. You will then be given the opportunity
to give us a statement of disagreement. We will include your statement with the PHI that is the subject of your request.

Right to Receive an Accounting. You have the right to receive a list of our disclosures of your PHI, except for those disclosures
that are made in connection with claims payment or our health care operations. We will also not include any disclosures we
have made to you or at your request, or any disclosures made prior to April 14, 2004. We will provide you with the list within
60-days after we receive your request, except that we may request a 30-day extension. If you request more than one
accounting within a 12-month period, we will charge you a reasonable fee for each subsequent request.

Copy of Notice. You have the right to receive a copy of this Notice upon request.

In order to exercise any of these rights, you will be required to complete a form that we will provide to you upon request. All
requests should be made to the individual contact shown at the end of this Notice.

Complaints. If you feel that your privacy rights as described in this Notice have been violated, you may complain to the Plan as
described under Contact Information, below. You may also file a complaint with the Department of Health and Human Services



at the Office for Civil Rights, Region Ill, 150 S. Independence Mall West, Suite 372, Philadelphia PA 19106-9111. Phone: (800)
368-1019. The Plan will not retaliate or discriminate against you for filing a complaint.

Il. GENERAL NOTICE OF COBRA CONTINUATION COVERAGE RIGHTS

Introduction

You're getting this notice because you recently gained access to 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 for
medical/rx/dental/vision and or dental/vision must pay for their 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:

e Your spouse dies;

e Your spouse’s hours of employment are reduced,;

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

e 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:
e The parent-employee dies;
e The parent-employee’s hours of employment are reduced;
e The parent-employee’s employment ends for any reason other than his or her gross misconduct;
The parent-employee becomes entitled to Medicare benefits (Part A, Part B, or both);
The parents become divorced or legally separated; or
e The child stops being eligible for coverage under the Plan as a “dependent child.”



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

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

e Death of the employee;

e or the employee becomes 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 30 day after the qualifying event occurs.
You must provide written notice to:

The Behavioral Wellness Center at Girard
Attn: Human Resources Department
801 Girard Avenue, Philadelphia, PA 19122

Included in your written notification should be the necessary supporting documentation (court order, birth or death certificate,
etc.) to substantiate the qualifying 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. In order to be considered for this you must
provide documentation from the Social Security Administration that validates the timing of the disability in support of your claim
by the end of the 17th month of COBRA coverage. This information will need to be provided to The Be Well Center, Attn:
Human Resources.

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, Medicaid,
Children’s Health Insurance Program (CHIP), or other group health plan coverage options (such as a spouse’s plan) through what
is called a “special enrollment period.” Some of these options may cost less than COBRA continuation coverage. You can learn
more about many of these options at www.healthcare.gov.

Can | enroll in Medicare instead of COBRA continuation coverage after my group health plan coverage ends? In general, if you
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 enroliment 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 concerning your Plan or your COBRA continuation coverage rights should be addressed to the contact or
contacts identified above. 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.

The Behavioral Wellness Center at Girard
Attn: Human Resources Department

801 Girard Avenue, Philadelphia, PA 19122

https://www.medicare.gov/basics/get-started-with-medicare/sign-up/when-does-medicare-coverage-start.

lll. CREDIBLE COVERAGE NOTICE-IMPORTANT NOTICE 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 The Behavioral Wellness Center at Girard 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. 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. 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. The Behavioral Wellness Center at Girard has determined that the prescription drug coverage offered by the plan is, on
average for all plan participants, expected to pay out as much as standard Medicare prescription drug coverage pays and
is therefore considered Creditable Coverage. Because your existing coverage is Creditable Coverage, you can keep this
coverage and not pay a higher premium (a penalty) if you later decide to join a Medicare drug plan.

When Can You Join a Medicare Drug Plan?

You can join a Medicare drug plan when you first become eligible for Medicare and each year from October 15th through
December 7. However, if you lose your current creditable prescription drug coverage, through no fault of your own, you will
also be eligible for a two (2) month Special 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 The Behavioral Wellness Center at Girard coverage will not be affected.
If you do decide to join a Medicare drug plan and drop your current The Behavioral Wellness Center at Girard, be aware that you
and your dependents may not be able to get this coverage back.

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 The Behavioral Wellness Center at Girard and don’t
join a Medicare drug plan within 63 continuous days after your current coverage ends, you may pay a higher premium (a
penalty) to join a Medicare drug plan later.

If you go 63 continuous days or longer without creditable prescription drug coverage, your monthly premium may go up by at
least 1% of the Medicare base beneficiary premium per month for every month that you did not have that coverage. For
example, if you go nineteen months without creditable coverage, your premium may consistently be at least 19% higher than
the Medicare base beneficiary premium. You may have to pay this higher premium (a penalty) as long as you have Medicare
prescription drug coverage. In addition, you may have to wait until the following October to join.

For More Information About This Notice Or Your Current Prescription Drug Coverage...
Contact the person listed below for further information.

NOTE: You’ll get this notice each year. You will also get it before the next period you can join a Medicare drug
plan, and if this coverage through The Behavioral Wellness Center at Girard 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,
therefore, whether or not you are required to pay a higher premium (a penalty).

Name of Entity/Sender: The Behavioral Wellness Center at Girard
Contact: Human Resources Department

Address: 801 Girard Avenue Philadelphia, PA 19122
Phone Number: (215) 787-2008




IV. WOMEN’S HEALTH AND CANCER RIGHTS ACT NOTICE

If you have had or are going to have a mastectomy, you may be entitled to certain benefits under the Women’s Health and
Cancer Rights Act of 1998 (WHCRA). For individuals receiving mastectomy-related benefits, coverage will be provided in a
manner determined in consultation with the attending physician and the patient, for all stages of reconstruction of the breast on
which a mastectomy has been performed, surgery and reconstruction of the other breast to produce symmetrical appearance
and prostheses and physical complications of mastectomy, including lymphedemas. For more information, contact your medical
plan provider or The Be Well Center HR department in writing.

V. GINA-THE GENETIC INFORMATION NONDISCRIMINATION ACT OF 2008

Also referred as GINA, is a federal law that protects Americans from being treated unfairly because of differences in their DNA
that may affect their health. The President signed the act into federal law on May 21, 2008. The law prevents discrimination
from both health insurers and employers. Health insurers are prohibited from restricting enroliment or adjusting premiums on
the basis of genetic information. Employers are prohibited from failing or refusing to hire or discharge an employee because of
genetic information of the employee or their family members.

VI. SPECIAL ENROLLMENT NOTICE

Loss of other coverage (excluding Medicaid or a State Children’s Health Insurance Program). If you decline enroliment for
yourself or for an eligible dependent (including your spouse) while other health insurance or group health plan coverage
(including COBRA coverage) is in effect, you may be able to enroll yourself and your dependents in this plan if you or your
dependents lose eligibility for that other coverage (or if the Company stops contributing toward your or your dependents’ other
coverage). However, you must request enrollment within 30 days after your or your dependents’ other coverage ends (or after
the employer stops contributing toward the other coverage). If you request a change within the applicable timeframe, coverage
will be effective the first of the month following your request for enrollment. When the loss of other coverage is COBRA
coverage, then the entire COBRA period must be exhausted in order for the individual to have another special enrollment right
under the Plan. Generally, exhaustion means that COBRA coverage ends for a reason other than the failure to pay COBRA
premiums or for cause (that is, submission of a fraudulent claim). This means that the entire 18-, 29-, or 36-month COBRA period
usually must be completed in order to trigger a special enroliment for loss of other coverage.

Loss of eligibility for Medicaid or a State Children’s Health Insurance Program. If you decline enrollment

for yourself or for an eligible dependent (including your spouse) while Medicaid coverage or coverage under a
state children’s health insurance program (CHIP) is in effect, you may be able to enroll yourself and your
dependents in this plan if you or your dependents lose eligibility for that other coverage. However, you must
request enrollment within 60 days after your or your dependents’ coverage ends under Medicaid or CHIP. If

you request a change within the applicable timeframe, coverage will be effective the first of the month following
your request for enroliment.

New dependent by marriage, birth, adoption, or placement for adoption. 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 new
dependents. However, you must request enrollment within 30 days after the marriage, birth, adoption, or
placement for adoption. If you request a change within the applicable timeframe, coverage will be effective the
date of birth, adoption or placement for adoption. For a new dependent as a result of marriage, coverage will be
effective the first of the month following your request for enrollment.

Eligibility for Medicaid or a State Children’s Health Insurance Program. If you or your dependents

(including your spouse) become eligible for a state premium assistance subsidy from Medicaid or through a
state children’s health insurance program (CHIP) with respect to coverage under this plan, you may be able to
enroll yourself and your dependents in this plan. However, you must request enrollment within 60 days

after your or your dependents’ determination of eligibility for such assistance. If you request a change within the
applicable timeframe, coverage will be effective the first of the month following your request for enroliment.

To request special enrollment or obtain more information,

contact Human Resources.



VIl. EMPLOYEE RETIREMENT INCOME SECURY ACT (ERISA)

Federal law imposes certain requirements on employee benefits plans voluntarily established and maintained by employers (29
USC §1001 et seq.; 29 CFR 2509 et. Seq.) ERISA covers two general types of plans: retirement plans, and welfare benefit plans
designated to provide health benefits, scholarship funds, and other employee benefits. ERISA facilitates portability and
continuity of health insurance coverage as a result of added provisions under the Health Insurance Portability and Accountability
Act (HIPAA). It also covers continued health care coverage rules mandated under the Consolidated Omnibus Budget
Reconciliation Act (COBRA).

VIII. HIPAA INFORMATION NOTICE OF PRIVACY PRACTICES
In compliance with the Health Insurance Portability and Accountability Act of 1996 (HIPAA). The Be Well Center recognizes your
right to privacy in certain matters related to the disclosure of health-related information. The Notice of Privacy Practices
(provided to you upon your enrollment in the health plan) details steps that The Be Well Center has taken to assure your privacy
are protected. The Notice also explains your rights under HIPAA. A copy of this Notice is available to you at any time, free of
charge by contacting The Be Well Center HR department in writing.

IX. UNIFORMED SERVICES EMPLOYMENT AND REEMPLOYMENT RIGHTS ACT (USERRA)

If you leave your job to perform military service, you have the right to elect to continue your existing employer-based health
plan coverage for you and your dependents (including spouse) for up to 24 months while in the military. Even if you do not elect
to continue coverage during your military service, you have the right to be reinstated in your employer’s health plan when you
are reemployed, generally without any waiting periods or exclusions for pre-existing conditions except for service-related
injuries or illness.

X. NEWBORNS AND MOTHERS HEALTH PROTECTION ACT

Group health plans and health insurance issuers generally may not, under Federal law, restrict benefits for any hospital stay in
connection with childbirth for the mother or newborn child to less than 48 hours following a vaginal delivery, or less than 96
hours following a cesarean section. However, Federal law generally does not prohibit the mother's or newborn's attending
provider, after consulting with the mother, from discharging the mother or her newborn earlier than 48 hours (or 96 hours as
applicable). In any case, plans and insurance issuers may not, under Federal law, require that a provider obtain authorization
from the plan or the insurance issuer for prescribing a length of stay not in excess of 48 hours (or 96 hours).

Xl. HEALTH INSURANCE MARKETPLACE COVERAGE & YOUR HEALTH COVERAGE (expires
12.31.2026)

Part A: General Information

Even if you are offered health coverage through your employment, you may have other coverage options through the Health
Insurance Marketplace (“Marketplace”). To assist you as you evaluate options for you and your family, this notice provides some
basic information about the Health Insurance Marketplace health coverage offered by your employer.

What Is the Health Insurance Marketplace?
The Marketplace is designed to help you find health insurance that meets your needs and fits your budget. The Marketplace
offers "one-stop shopping" to find and compare private health insurance options in your geographic area.

Can | Save Money on My Health Insurance Premiums in The Marketplace?

You may qualify to save money and lower your monthly premium and other out-of-pocket costs, but only if your employer does
not offer coverage, or offers coverage that is not considered affordable for you and doesn't meet certain value standards
(discussed below). The savings that you're eligible for depends on you household income. You may also be eligible for a tax
credit that lowers your costs.

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 is considered affordable for you and
meets certain minimum value standards, you will not be eligible for a tax credit, or advance payment of the
tax credit, for your Marketplace coverage and may wish to enroll in your employment-based health plan.



However, you may be eligible for a tax credit, and advance payments of the 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 is considered affordable for you or meet minimum value standards. If your
share of the premium cost of all plans offered to you through your employment is more than 9.12%* of your
annual household income, or if the coverage through your employment does not meet the "minimum value"
standard set by the Affordable Care Act, you may be eligible for a tax credit, and advance payment of the
credit, if you do not enroll in the employment-based health coverage. For family members of the employee,
coverage is considered affordable if the employee’s cost of premiums for the lowest-cost plan that would
cover all family members does not exceed 9.12% of the employee’s household income.

Note: If you purchase a health plan through the Marketplace instead of accepting health coverage offered
through your employment, then you may lose access to whatever the employer contributes to the
employment-based coverage. Also, this employer contribution -as well as your employee contribution to
employment-based coverage- is generally excluded from income for federal and state income tax purposes.
Your payments for coverage through the Marketplace are made on an after-tax basis. In addition, note that if
the health coverage offered through your employment does not meet the affordability or minimum value
standards, but you accept that coverage anyway, you will not be eligible for a tax credit. You should consider
all of these factors in determining whether to purchase a health plan through the Marketplace.

When Can | Enroll in Health Insurance Coverage through the Marketplace?

You can enroll in a Marketplace health insurance plan during the annual Marketplace Open Enrollment Period. Open Enrollment
varies by state but generally starts November 1 and continues through at least December 15.

Outside the annual Open Enrollment Period, you can sign up for health insurance if you qualify for a Special Enrollment Period.
In general, you qualify for a Special Enrollment Period if you've had certain qualifying life events, such as getting married, having
a baby, adopting a child, or losing eligibility for other health coverage. Depending on your Special Enrollment Period type, you
may have 60 days before or 60 days following the qualifying life event to enroll in a Marketplace plan.

There is also a Marketplace Special Enrollment Period for individuals and their families who lose eligibility for Medicaid or
Children’s Health Insurance Program (CHIP) coverage on or after March 31, 2023, through July 31, 2024. Since the onset of the
nationwide COVID-19 public health emergency, state Medicaid and CHIP agencies generally have not terminated the enrollment of
any Medicaid or CHIP beneficiary who was enrolled on or after March 18, 2020, through March 31, 2023. As state Medicaid and CHIP
agencies resume regular eligibility and enrollment practices, many individuals may no longer be eligible for Medicaid or CHIP coverage
starting as early as March 31, 2023. The U.S. Department of Health and Human Services is offering a temporary Marketplace Special
Enrollment period to allow these individuals to enroll in Marketplace coverage.

Marketplace-eligible individuals who live in states served by HealthCare.gov and either- submit a new application or update an existing
application on HealthCare.gov between March 31, 2023 and July 31, 2024, and attest to a termination date of Medicaid or CHIP coverage
within the same time period, are eligible for a 60-day Special Enrollment Period. That means that if you lose Medicaid or CHIP coverage
between March 31, 2023, and July 31, 2024, you may be able to enroll in Marketplace coverage within 60 days of when you lost Medicaid
or CHIP coverage. In addition, if you or your family members are enrolled in Medicaid or CHIP coverage, it is important to make sure that
your contact information is up to date to make sure you get any information about changes to your eligibility. To learn more, visit
HealthCare.gov or call the Marketplace Call Center at 1-800-318-2596. TTY users can call 1-855-889-4325.

What about Alternatives to Marketplace Health Insurance Coverage?

If you or your family are eligible for coverage in an employment-based health plan (such as an employer-
sponsored health plan), you or your family may also be eligible for a Special Enroliment Period to enroll in
that health plan in certain circumstances, including if you or your dependents were enrolled in Medicaid or
CHIP coverage and lost that coverage. Generally, you have 60 days after the loss of Medicaid or CHIP
coverage to enroll in an employment-based health plan, but if you and your family lost eligibility for
Medicaid or CHIP coverage between March 31, 2023 and July 10, 2023, you can request this special
enrollment in the employment-based health plan through September 8, 2023. Confirm the deadline with
your employer or your employment-based health plan.Alternatively, you can enroll in Medicaid or CHIP
coverage at any time by filling out an application through the Marketplace or applying directly through your




state Medicaid agency. Visit ttps://www.healthcare.gov/medicaid-chip/getting-medicaid-chip/ for more
details.

How Can | Get More Information?
For more information about your health coverage offered by The Behavioral Center at Girard., please contact Human
Resources.

The Marketplace can help you evaluate your coverage options, including your eligibility for coverage through the Marketplace
and its cost. Please visit HealthCare.gov or the state website shown on the attached State Marketplace List for more information
or for an online application for health insurance coverage.

An employer—sponsored health plan meets the "minimum value standard" if the plan's share of the total allowed benefit costs covered by the
plan is no less than 60 percent of such costs.

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

1. Employer Name The Behavioral Wellness Center at Girard
2. Employer Identification Number (EIN) 23-2610538

3. Employer Address 801 W Girard Avenue

4. Employer Phone Number 215.787.2000

5. City Philadelphia

. State PA

7. Zip Code 19122

8. Who can we contact about health coverage at this job? HR

9. Phone Number (if different from above) 215.787.2008

10. | Email Address Kfisher@BeWellCtr.org

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.

Xll. 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.



Xlll. Patient Protection Model Disclosure
Independence Blue Cross generally allows the designation of a primary care provider. You have the right to designate any
primary care provider who participates in our network and who is available to accept you or your family members. For
information on how to select a primary care provider, and for a list of the participating primary care providers, contact
Independence Blue Cross, www.ibx.com.
For children, you may designate a pediatrician as the primary care provider. You do not need prior authorization from
Independence Blue Cross or from any other person (including a primary care provider) in order to obtain access to obstetrical or
gynecological care from a health care professional in our network who specializes in obstetrics or gynecology. The health care
professional, however, may be required to comply with certain procedures, including obtaining prior authorization for certain
services, following a preapproved treatment plan, or procedures for making referrals. For a list of participating health care
professionals who specialize in obstetrics or gynecology, contact Independence Blue Cross, www.ibx.com.

XIV. 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 March 17, 2025. Contact your State for more information on eligibility —

ALABAMA - Medicaid ALASKA - Medicaid

Website: http://myalhipp.com/ The AK Health Insurance Premium Payment Program Website:
Phone: 1-855-692-5447 http://myakhipp.com/

Phone: 1-866-251-4861

Email: CustomerService@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 Website:
Phone: 1-855-MyARHIPP (855-692-7447) http://dhcs.ca.gov/hipp

Phone: 916-445-8322
Fax: 916-440-5676
Email: hipp@dhcs.ca.gov




COLORADO - Health First Colorado (Colorado’s
Medicaid Program) & Child Health Plan Plus (CHP+)

FLORIDA - Medicaid

Health First Colorado Website: https://www.healthfirstcolorado.com/
Health First Colorado Member Contact Center: 1-800-
221-3943/State Relay 711

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

GA HIPP Website: https://medicaid.georgia.gov/health-
linsurance-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

Medicaid Website:

lowa Medicaid | Health & Human Services Medicaid

Phone: 1-800-338-8366

Hawki Website:

Hawki - Healthy and Well Kids in lowa | Health & Human Services
Hawki Phone: 1-800-257-8563

HIPP Website: Health Insurance Premium Payment (HIPP) | Health
& Human Services (iowa.gov)

HIPP Phone: 1-888-346-9562

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:/kynect.ky.gov Phone: 1-877-

524-4718

Kentucky Medicaid Website:

https://chfs.ky.gov/agencies/dms

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

Website: https://www.flmedicaidtplrecovery.com/fimedicaidtplrecover
y.com/hipp/index.html

GEORGIA - Medicaid INDIANA - Medicaid

Phone: 1-877-357-3268

Health Insurance Premium Payment Program All other
Medicaid

Website: https://www.in.gov/medicaid/
http://www.in.gov/fssa/dfr/

Family and Social Services Administration Phone: 1-
800-403-0864
Member Services Phone: 1-800-457-4584

IOWA - Medicaid and CHIP (Hawki) KANSAS - Medicaid

KENTUCKY - Medicaid LOUISIANA - Medicaid

MAINE - Medicaid MASSACHUSETTS - Medicaid and CHIP

Website: https://www.kancare.ks.gov/
Phone: 1-800-792-4884
HIPP Phone: 1-800-967-4660

Website: www.medicaid.la.gov or www.Idh.la.gov/lahipp Phone: 1-
888-342-6207 (Medicaid hotline) or
1-855-618-5488 (LaHIPP)

Website: https://www.mass.gov/masshealth/pa
Phone: 1-800-862-4840

TTY: 711

Email: masspremassistance@accenture.com




MINNESOTA - Medicaid MISSOURI - Medicaid

ebsite: Website: http://www.dss.mo.gov/mhd/participants/pages/hipp.htm
https://mn.gov/dhs/health-care-coverage/ Phone: 573-751-2005
Phone: 1-800-657-3672
MONTANA - Medicaid NEBRASKA - Medicaid
\Website: http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP Website: http://www.ACCESSNebraska.ne.gov
Phone: 1-800-694-3084 Phone: 1-855-632-7633
Email: HHSHIPPProgram@mt.gov Lincoln: 402-473-7000

Omaha: 402-595-1178

NEVADA - Medicaid NEW HAMPSHIRE - Medicaid

Medicaid Website: http://dhcfp.nv.gov Medicaid Website: https://www.dhhs.nh.gov/programs-
Phone: 1-800-992-0900 services/medicaid/health-insurance-premium-program Phone:

603-271-5218
Toll free number for the HIPP program: 1-800-852-3345, ext. 15218
Email: DHHS. ThirdPartyLiabi@dhhs.nh.gov

NEW JERSEY - Medicaid and CHIP NEW YORK - Medicaid

Medicaid Website: Website: https://www.health.ny.gov/health_care/medicaid/ Phone:
http://www.state.nj.us/humanservices/ 1-800-541-2831

dmahs/clients/medicaid/

Phone: 1-800-356-1561

CHIP Premium Assistance Phone: 609-631-2392

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

Phone: 1-800-701-0710 (TTY: 711)

NORTH CAROLINA - Medicaid NORTH DAKOTA - Medicaid

Website: https://medicaid.ncdhhs.gov/ Phone: Website: https://www.hhs.nd.gov/healthcare Phone: 1-
919-855-4100 844-854-4825

OKLAHOMA - Medicaid and CHIP OREGON - Medicaid and CHIP
Website: http://www.insureoklahoma.org Website: http://healthcare.oregon.gov/Pages/index.aspx
Phone: 1-888-365-3742 Phone: 1-800-699-9075

PENNSYLVANIA - Medicaid and CHIP RHODE ISLAND - Medicaid and CHIP
ebsite: https://www.pa.gov/en/services/dhs/apply-for- Website: http://www.eohhs.ri.gov/ Phone: 1-

medicaid-health-insurance-premium-payment-program- 855-697-4347, or
hipp.html 401-462-0311 (Direct Rite Share Line)

Phone: 1-800-692-7462
CHIP Website: Children's Health Insurance Program (CHIP) (pa.gov)
CHIP Phone: 1-800-986-KIDS (5437)

SOUTH CAROLINA - Medicaid SOUTH DAKOTA - Medicaid

ebsite: https://www.scdhhs.gov Website: http://dss.sd.gov
Phone: 1-888-549-0820 Phone: 1-888-828-0059




TEXAS - Medicaid

UTAH - Medicaid and CHIP

\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

WISCONSIN — Medicaid and CHIP

Utah’s Premium Partnership for Health Insurance (UPP) Website:
https://medicaid.utah.gov/upp/

Email: upp@utah.gov

Phone: 1-888-222-2542

Adult Expansion Website:

https://medicaid.utah.gov/expansion/ Utah

Medicaid Buyout Program Website:
https://medicaid.utah.gov/buyout-program/ CHIP

Website: https://chip.utah.gov/

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-MyWVHIPP (1-855-699-8447)

WYOMING — Medicaid

Website:
https://www.dhs.wisconsin.gov/badgercareplus/p-10095.htm

Website:
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 March 17, 2025, or for more information on

special enrollment rights, contact either:

U.S. Department of Labor
Employee Benefits Security Administration

www.dol.gov/agencies/ebsa
1-866-444-EBSA (3272)

U.S. Department of Health and Human Services Centers for Medicare & Medicaid Services

www.cms.hhs.gov
1-877-267-2323, Menu Option 4, Ext. 61565




Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: Beginning on or after 07/01/2025
independence g BeWell HMO with Vision Coverage for: Family | Plan Type: HMO

u 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.ibx.com/LGBooklet or by calling
1-800-ASK-BLUE (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-ASK-BLUE (TTY:711) to request a copy.

Important Questions Answers Why This Matters:

What is the overall $0
deductible? ‘

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

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

Are there other deductibles

- : No. You don't have to meet deductibles for specific services.
for specific services?

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 the out-of-pocket | For Referred providers $3,000 person / $6,000
limit for this plan? family.

What is not included in the

out-of-pocket limit? Premiums and health care this plan doesn't cover. |Even though you pay these expenses, they don't count toward the out-of-pocket limit.

This plan uses a provider network. You will pay less if you use a provider in the plan's

Will vou pav less if vou Yes. See www.ibx.com/find a_provider or call network. You will pay the most if you use an out-of-network provider, and you might receive
you pay y 1-800-ASK-BLUE (TTY:711) for a list of network a bill from a provider for the difference between the provider's charge and what your plan
use a network provider? . o . . .
providers. 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 Yes This plan will pay some or all of the costs to see a specialist for covered services but only if
see a specialist? ' you have a referral before you see the specialist.

Pkg ID: 0159330674
OMB control number: 0938-1146/Expiration date: 05/31/2026 Page 1 of 5



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

Common Medical Event

Services You May Need

What You Will Pay

ut-of-Network Provider (You | Limitations, Exceptions, & Other Important

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

If you have a test

If you need drugs to
treat your illness or
condition

If you have outpatient
surgery

If you need immediate
medical attention

*For more information about limitations and exceptions, see plan or policy document at www.ibx.com/LGBooklet.

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

Preferred Drugs

Specialty Drugs

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

Referred Provider 0
(You will pay the least) will pay the most)

$20/Visit. Not covered.
$40/Visit. Not covered.
No charge. Not covered.
X-Ray: $25/Visit.
Blood Work: No charge. Not covered.
$25/Scan. Not covered.
25% Co-insurance, $5 Minimum
25% Co-insurance, $5 Minimum
25% Co-insurance, $5 Minimum
25% Co-insurance, $5 Minimum
$250/Visit. Not covered.
$5/Visit. Not covered.
$200/Visit.
No charge.

Covered at In-Network level.

Covered at In-Network level.

Information

Telemedicine (from designated telemedicine
provider, www.ibx.com/findcarenow): $20/Visit.
PCP referral required.

Age and frequency schedules may apply. 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.

PCP referral required for x-rays. Requisition
form required for lab work.
PCP referral required. Precertification required
for certain services. *See section General
Information.
The Behavioral Wellness Center at Girard participates
in the Express Scripts pharmacy network. Contact
RxBenefits Member Services at 1.800.334.8134 to
inquire about a specific pharmacy
Specialty- medications-must be-obtained-through-Accredo-specialty- pharmacy
by calling Accredo at 1.800.803.2523. Some exceptions apply. These
medications are limited to a 1-30 day supply. Specialty medications largely
fall into the formulary brand category but could also fall into the biosimilar or
generic specialty drug category. These medications are subject to the
appropriate co-insurance. Accredo Specialty Pharmacy also offers
pharmaceutical care management services designed to provide you with
assistance throughout your treatment.
The cost share amount is for specialty injectable or infusion therapy drugs
covered by the medical benefit. These drugs are typically administered by a

health care professional in a home/office or outpatient facility.
Prior-authorization required. *See section Outpatient Services.

Precertification may be required. *See section
General Information.

None
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Common Medical Event

If you have a hospital
stay

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

If you are pregnant

If you need help
recovering or have
other special health
needs

If your child needs
dental or eye care

*For more information about limitations and exceptions, see plan or policy document at www.ibx.com/LGBooklet.

Services You May Need

Urgent care

Facility fee (e.g., hospital room)

Physician/surgeon fees

Outpatient services

Inpatient services

Office visits

Childbirth/delivery professional

services

What You Will Pay

ut-of-Network Provider (You | Limitations, Exceptions, & Other Important

Referred Provider o
(You will pay the least) will pay the most)

$50/Visit.

$500/Admission.

No charge.

Office: $30/Visit.

All Other Services: $20/Visit.

$500/Admission.

$40/Visit.

No charge.

Childbirth/delivery facility services $500/Admission.

Home health care

Rehabilitation services

Habilitation services

Skilled nursing care

Durable medical equipment

Hospice services

Children's eye exam
Children's glasses

Children's dental check-up

No charge.
$25/Visit.

$25/Visit.
No charge.

No charge.

No charge.
$40/Visit.
No charge.

Not covered.

Not covered.

Not covered.

Not covered.

Office: Not covered.
All Other Services: Not covered.

Not covered.

Not covered.

Not covered.

Not covered.

Not covered.

Not covered.

Not covered.

Not covered.

Not covered.

Not covered.
Not covered.

$125 reimbursement.

Not covered.

Information

Your costs for urgent care are based on care
received at a designated urgent care center or
facility, not your physician's office. Costs may
vary depending on where you receive care.

Precertification required.

Precertification may be required.

Precertification required.

Office visit cost share applies to the first OB
visit only. Depending on the type of services,
additional copayments or coinsurance may
apply. Maternity care may include tests and
services described elsewhere in the SBC (i.e.
ultrasound). Pre-notification requested for
maternity care.

Precertification required.

PCP referral required. Pre-authorization
required for Speech Therapy.

PCP referral required. Pre-authorization
required for Speech Therapy.
Precertification required. 180 visits/Calendar
Year.

Precertification required for selected items.
*See section General Information.
Precertification required.

Once every two years.

None

None
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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.)
. Cosmetic surgery . Long-term care . Routine foot care

. Dental care (Adult) . Non-emergency care when . Weight loss programs
traveling outside the U.S.

. Hearing aids

Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.)
. Acupuncture . Chiropractic care . Private-duty nursing

. Bariatric surgery . Infertility treatment (covered for . Routine eye care (Adult)
artificial insemination and assisted
reproductive technology) $10,000 lifetime

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. To contact the plan at 1-800-ASK-BLUE (TTY: 711) or
the contact information for those agencies is: For group health coverage subject to ERISA, contact the Department of Labor's Employee Benefits Security Administration at
1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform; For non-federal governmental group health plans, contact the Department of Health and Human Services, Center for
Consumer Information and Insurance Oversight, 1-877-267-2323 x61565 or www.cciio.cms.gov. Church plans are not covered by the Federal COBRA continuation coverage
rules. If the coverage is insured, individuals should contact their State Insurance regulator regarding their possible rights to continuation coverage under State law. Other
coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance Marketplace. For more information about the
Pennsylvania Health Insurance Marketplace, visit www.Pennie.gov or call 1-844-844-8040.

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: For group health coverage
subject to ERISA, contact the Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or www.dol.gov/ebsa/healthreform; for non-federal
governmental group health plans and church plans that are group health plans, contact us at 1-800-ASK-BLUE (TTY:711); if the coverage is insured, you may also contact the
Pennsylvania Insurance Department - 1-877-881-6388 - http://www.insurance.pa.gov/Consumers.

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 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.

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

*For more information about limitations and exceptions, see plan or policy document at www.ibx.com/LGBooklet. Page 4 of 5




About these Coverage Examples:

Fon Y

a4

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

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

Peg is Having a Baby

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

Managing Joe's type 2 Diabetes

(a year of routine in-network care of a well-

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

hospital delivery) controlled condition) care)
m The plan's overall deductible $0 m The plan's overall deductible $0  m The plan's overall deductible $0
B Specialist copayment $40 B Specialist copayment $40  m Specialist copayment $40
m Hospital (facility) copayment $500 m Hospital (facility) copayment $500  m Hospital (facility) copayment $500
m Other coinsurance 0% m Other coinsurance 0% = Other coinsurance 0%
This EXAMPLE event includes services like: This EXAMPLE event includes services like: This EXAMPLE event includes services like:
Specialist office visits (prenatal care) Primary care physician office visits (including Emergency room care (including medical
Childbirth/Delivery Professional Services disease education) supplies)
Childbirth/Delivery Facility Services Diagnostic tests (blood work) Diagnostic test (x-ray)
Diagnostic tests (ultrasounds and blood work) Prescription drugs Durable medical equipment (crutches)
Specialist visit (anesthesia) Durable medical equipment (glucose meter) 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 $0  Deductibles $0  Deductibles $0
Copayments $600  Copayments $200  Copayments $400
Coinsurance $0  Coinsurance $0  Coinsurance $0

What isn't covered What isn't covered What isn't covered
Limits or exclusions $30  Limits or exclusions $3,500  Limits or exclusions $10
The total Peg would pay is $630  The total Joe would pay is $3,700  The total Mia would pay is $410

Note: These numbers assume the patient does not participate in the plan's wellness program. If you participate in the plan's wellness program, you may be able
to reduce your costs. For more information about the wellness program, please contact: 1-800-ASK-BLUE (TTY:711)

The plan would be responsible for the other costs of these EXAMPLE covered services.
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Glossary of Health Coverage and Medical Terms

® This glossary defines many commonly used terms, but isn't a full list. These glossary terms and definitions are

intended to be educational and may be different from the terms and definitions in your plan or health insurance

policy. Some of these terms also might not have exactly the same meaning when used in your policy or plan, and in
any case, the policy or plan governs. (See your Summary of Benefits and Coverage for information on how to get a

copy of your policy or plan document.)

o Underlined text indicates a term defined in this Glossary.

® See page 6 for an example showing how deductibles, coinsurance and out-of-pocket limits work together in a real

life situation.

Allowed Amount

This is the maximum pavment the plan will pay for a

r — r 4
covered health care service. May also be called “eligible
expense,” “payment allowance,” or “negotiated rate.”

A request that your health insurer or plan review a

decision that denies a benefit or payment (either in whole
or in part).

Balance Billing

When a provider bills you for the balance remaining on
the bill that your plan doesn’t cover. This amount is the
difference between the actual billed amount and the
allowed amount. For example, if the provider's charge is
$200 and the allowed amount is S110, the provider may
bill you for the remaining $90. This happens most often
when you see an out-of-network provider (non-preferred

provider). A network provider (preferred provider) may

not balance bill you for covered services.

Claim

A request for a benefit (including reimbursement of a
health care expense ) made by you or your health care
provider to your health insurer or plan for items or
services you think are covered.

Coinsurance -
Your share of the costs
of a covered health care
service, calculated as a
e — “——

Wreentage or
I ge (f

example, 20%) of the

allowed amount for the Jane pays Her plan pays

service. You generally 20% 80%
pay coinsurance plus

. (See page 6 for a detailed example.
any deductibles you \I¢E page L e,

owe. (For (‘xam;‘\lc, if the health insurance or plan’s
allowed amount for an office visit is $100 and you've met
your deductible, your coinsurance payment of 20%
would be $20. The health insurance or plan pays the rest
of the allowed amount.)

Complications of Pregnancy

Conditions due to pregnancy, labor, and delivery that
require medical care to prevent serious harm to the health
of the mother or the fetus. Morning sickness and a non-
emergency caesarean section generally aren't

complications of pregnancy.

Copayment

A fixed amount (for example, $15) you pay for a covered
health care service, usually when you receive the service
(sometimes called “copay™). The amount can vary by the
type of covered health care service.

Cost Sharing

Your share of costs for services that a plan covers that
you must pay out of your own pocket (sometimes called
“out-of-pocket costs” ). Some examples of cost sharing
are copayments, deductibles, and coinsurance. Family
cost sharing is the share of cost for deductibles and out-
of-pocket costs you and your spouse and/or child(ren)
must pay out of your own pocket. Other costs, including
yOUI Prf_‘nliliﬂls, an-a-[tifs }'()U may havﬂ to Pﬂ)", ar the
cost of care a plan doesn’t cover usually aren’t considered
cost sharing.

Cost-sharing Reductions

Discounts that reduce the amount you pay for certain
services covered by an individual plan you buy through
the Marketplace. You may get a discount if your income
is below a certain level, and you choose a Silver level
health plan or if you're a member of a federally-
recognized tribe, which includes being a shareholder in an
Alaska Native Claims Settlement Act corporation.

OMB control number: 0938-1 146/ Expiration date: 05/31/2026
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Deductible —

An amount you could owe
during a coverage period

(usually one year) for
covered health care
services before your plan

begins to pay. An overall
deductible applies to all or
almost all covered items

_I.!!'IL' [_‘.L!}'h’ HL‘I’ }‘E.l[] i‘.l_\'.‘\
100% 0%

and services. A plan with See page 6 for a derailed
an overall deductible may

also have separate deductibles that apply to spcciﬁc

example.)

services or groups of services. A plan may also have only
separate deductibles. (For example, if your deductible is
$1000, your plan won't pay anything until you've met
your $1000 deductible for covered health care services
subject to the deductible.)

Diagnostic Test

Tests to figure out what your health problem is. For
example, an x-ray can be a diagnostic test to see if you
have a broken bone.

Durable Medical Equipment (DME)
Equipment and supplies ordered by a health care provider
for everyday or extended use. DME may include: oxygen

equipment, wheelchairs, and crutches.

Emergency Medical Condition

An illness, mjury, symptom (including severe pain), or
condition severe enough to risk serious danger to your
health if you didn't get medical attention right away. If
you didn’t get immediate medical attention you could
reasonably expect one of the following: I') Your health
would be put in serious danger; or 2) You would have
serious problems with your bodily functions; or 3) You
would have serious damage to any part or organ of your

body.

Emergency Medical Transportation

Ambulance services for an emergency medical condition.
Types of emergency medical transportation may include
transportation by air, land, or sea. Your plan may not

cover all types of emergency medical transportation, or
may pay less for certain types.

Emergency Room Care / Emergency Services

Services to check for an emergency medical condirion and
treat you to keep an emergency medical condition from

getting worse. These services may be provid(‘d ina
licensed hospital’s emergency room or other place that
prm-ides care for emergency medical conditions.

Excluded Setvices

Health care services that your plan doesn’t pay for or
cover.

Formulary

A list of drugs your plan covers. A formulary may
include how much your share of the cost is for each drug.
Your plan may put drugs in different cost-sharing levels
or tiers. For example, a formulary may include generic
drug and brand name drug tiers and different cost-
sharing amounts will apply to each tier.

Grievance

A complnint that you communicate to your health insurer
or plan.

Habilitation Services

Health care services that help a person keep, learn or
improve skills and functiuning for daily living. Examples
include therapy for a child who isn't walking or talking at
the expected age. These services may include physical
and occupational therapy, speech-language pathology,
and other services for people with disabilities in a variety

nfinparicnr and/or ourparionr scrrings.

Health Insurance

A contract that requires a health insurer to pay some or
all of your health care costs in exchange for a premium.
A health insurance contract may also be called a “policy”

or “plan.”
Home Health Care

Health care services and supplies you get in your home
under your doctor’s orders. Services may be provided by
nurses, therapists, social workers, or other licensed health
care providers. Home health care usually doesn't include
help with non-medical tasks, such as cooking, cleaning, or
driving.

Hospice Services
Services to provide comfort and support for persons in
the last stages of a terminal illness and their families.

Hospitalization

Care in a hospital that requires admission as an inpatient
and usually requires an overnight stay. Some plans may
consider an overnight stay for observation as outpatient
care instead of inpatient care.

Hospital Outpatient Care
Care in a hospital that usually doesn’t require an
uvemight stay.

Glossary of Health Coverage and Medical Terms
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In-network Coinsurance

Your share (for example, 20%) of the allowed amount
tor covered health care services. Your share is usually
lower for in-network covered services.

In-network Copayment

A fixed amount (for example, $15) you pay for covered
health care services to providers who contract with your
health insurance or plan. In-network copayments usually
are less than out-of-network copayments.

Marketplace

2 1 1 'y 1 I ] 1 TR |
A marK{'tPlﬂf{' Tor health mmsurance where individuals,

families and small businesses can learn about their plan
options; compare plans based on costs, benefits and other
important features; apply for and receive financial help
with premiums and cost sharing based on income; and

choose a plan and enroll in coverage, Also known as an
“Exchange.” The Marketplace is run by the state in some
states and by the federal government in others. In some
states, the Marketplace also helps eligible consumers
enroll in other programs, including Medicaid and the
Children’s Health Insurance Program (CHIP). Available
online, by phone, and in-person.

Maximum Out-of-pocket Limit

Yearly amount the federal government sets as the most
cach individual or family can be required to pay in cost
sharing during the plan year for covered, in-network
services. Applies to most types of health plans and
insurance. This amount may be higher than the out-of-

pocket limits stated for your plan.
Medically Necessary

Health care services or supplies needed to prevent,
diagnuse. or treat an illness, injury, condition, disease, or
its symptoms, including habilitation, and that meet
accepted standards of medicine.

Minimum Essential Coverage

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.

Minimum Value Standard

A basic standard to measure the percent of permitted
costs the plan covers. If you're offered an employer plan
that pays for at least 60% of the total allowed costs of
benefits, the plan offers minimum value and you may not
qualify for premium tax credits and cost-sharing

reductions to buy a plan from the Marketplace.

Network

The facilities, providers and suppliers your health insurer
or plan has contracted with to provide health care
services.

Network Provider (Preferred Provider)

A provider who has a contract with your health insurer or
plan who has agreed to provide services to members of a
plan. You will pay less if you see a provider in the
network. Also called “preferred provider” or
“participating provider.”

Orthotics and Prosthetics

Leg, arm, back and neck braces, artificial legs, arms, and
eyes, and external breast prostheses after a mastectomy.
These services include: adjustment, repairs, and
replacements required because of breakage, wear, loss, or
a change in the patient’s physical condition.

Out-of-network Coinsurance

Your share (for example, 40%) of the allowed amount
for covered health care services to providers who don’t
contract with your health insurance or plan. Out-of-
network coinsurance usually costs you more than n-

l‘ll‘[“'t'!l‘k L'L')I‘I]Slll'illh_‘l'.

Out-of-network Copayment

A fixed amount (for example, $30) you pay for covered
health care services from providers who do aot contract
with your health insurance or plan. Out-of-network

copayments usually are more than in-network
copayments.

Out-of-network Provider (Non-Preferred
Provider)

A provider who doesn’t have a contract with your plan to
provide services, If your plan covers out-of-network
services, you'll usually pay more to see an out-of-network

provi der than a ;:rcﬂ‘rrcd provi der. Your pu[icy will
explain what those costs may be. May also be called
“non-preferred” or “non-participating” instead of “out-
of-network provider.”

Glossary of Health Coverage and Medical Terms
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Out-of-pocket Limit
The most you could pay —

during a coverage period
(usually one year) for
your share of the costs
of covered services.

After you meet this

limit the plan will Jane pays Her plan pays
usually pay 100% of the 0% 100%

allowed amount. This
limit helps you plan for
health care costs, This limit never includes your

premium, balance-billed charges or health care your plan
doesn’t cover. Some plans don't count all of your
copayments, deductibles, coinsurance payments, out-of-
network payments, or other expenses toward this limit.

Physician Services

Health care services a licensed medical physician,
including an M.D. (Medical Doctor) or D.O. (Doctor of
Osteopathic Medicine), provides or coordinates.

Plan

Health coverage issued to you directly (individual plan)
or Ll'lrﬂugh 4an en'].PIO}’fr. union or Othfr gl'oup SPO“SOI'
(employer group plan) that provides coverage for certain
health care costs. Also called “health insurance plan,”
“policy,” “health insurance policy,” or “health insurance.”

Preauthorization
A decision by your health insurer or plan that a health
care service, treatment plan, prescription drug or durable

medical equipment (DME) is medically necessary.

"
"

Sometimes called “prior authorization,” “prior approval
or “precertification.” Your health insurance or plan may
require preauthorization for certain services before you
receive them, except in an emergency. Preauthorization
isn't a promise your health insurance or plan will cover
the cost.

Premium

The amount that must be paid for your health nsurance
or plan. You and/or your employer usually pay it
monthly, quarterly, or yearly.

(See page 6 for a detailed example.)

Premium Tax Credits

Financial help that lowers your taxes to help you and
your family pay for private health insurance. You can get
this help if you get health msurance through the
Marketplace and your income is below a certain level.
Advance payments of the tax credit can be used right
away to lower your monthly premium costs,

Prescription Drug Coverage

Coverage under a plan that helps pay for prescription
drugs. If the plan’s formulary uses “tiers” (levels),
prescription drugs are grouped together by type or cost.
The amount you'll pay in cost sharing wiil be different
or each “tier” of covered prescription drugs.

fi h “t f d d

Prescription Drugs

Drugs and medications that by law require a prescription.

Preventive Care (Preventive Service)
Routine health care, including screenings, check-ups, and
patient counseling, to prevent or discover illness, disease,

or other health problems.

Primary Care Physician
A physician, including an M.D. (Medical Doctor) or
D.O. (Doctor of Osrcopar]‘lic Medicine), who pl'ovidcs

or coordinates a range of health care services for you.

Primary Care Provider

A physician, including an M.D. (Medical Doctor) or
D.O. (Doctor of Osteopathic Medicine), nurse
practitioner, clinical nurse specialist, or physic 1an
assistant, as allowed under state law and the terms of the
plan, who provides, coordinates, or helps you access a
range of health care services.

Provider

An individual or facility that provides health care services.
Some examples of a provider include a doctor, nurse,
chiropractor, physician assistant, hospital, surgical center,
skilled nursing facility, and rehabilitation center, The
plan may require the provider to be licensed, certified, or
accredited as required by state law.

Reconstructive Surgery
Surgery and follow-up treatment needed to correct or
improve a part of the body because of birth defects,

accidents, injuries, or medical conditions.

Glossary of Health Coverage and Medical Terms
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Referral

A written order from your primary care provider for you
to see a specialist or get certain health care services. In

many health maintenance organizations (HMOs), you
need to get a referral before you can get health care
services from anyone except your primary care provider.
If you don’t get a referral first, the plan may not pay for

the services.

Rehabilitation Services

Health care services that help a person keep. get back, or
improve skills and functioning for daily living that have
been lost or impaired because a person was sick, hurt, or
disabled. These services may include physical and
occupational therapy, speech-language pathology, and
psychiatric rehabilitation services in a variety of inpatient
and/or outpatient settings.

Screening

A type of preventive care that includes tests or exams to
detect the presence of something, usually performed
when you have no symptoms, signs, or prevailing medical
history of a disease or condition.

Skilled Nursing Care

Services performed or supervised by licensed nurses in
your home or in a nursing home. Skilled nursing care is
not the same as “skilled care services,” which are services
performed by therapists or technicians (rather than
licensed nurses) in your home or in a nursing home,

Specialist

A provider focusing on a specific area of medicine or a
group of patients to (‘liagnost‘. manage, prevent, or treat
certain types of symptoms and conditions.

Specialty Drug

A type of prescription drug that, in general, requires
special handling or ongoing monitoring and assessment
by a health care professional, or is relatively difficult ro
dispense. Generally, specialty drugs are the most

expensive drugs on a formulary.
UCR (Usual, Customary and Reasonable)

The amount paid for a medical service in a geographic
area based on what providers in the area usually charge
for the same or similar medical service. The UCR
amount sometimes 1s used to determine the allowed
amount.

Utrgent Care

Care for an illness, injury, or condition serious enough
that a reasonable person would seck care right away, but
not so severe as to rt‘quirt CMEergency room care,

Glossary of Health Coverage and Medical Terms
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How You and Your Insurer Share Costs - Example
Jane’s Plan Deductible: $1,500 Coinsurance: 20% Out-of-Pocket Limit: $5,000

g @
January 1 December 31
Beginning of Coverage Period End of Coverage Period

|

e #
¥ more maore
costs costs 5
= (®) '
Jane pays Her plan pays @ Jane pays Her plan pays

Jane pays Her plan pays

100% 0% 20% 80% 0% 100%

@e=

/Jane hasn’t reached her \ @ne reaches her $1,500 \\ /Jane reaches her $5,000 \

$1,500 deduciible yet deductible, coinsurance begins out-of-pocket limit
Her plan doesn't pay any of the costs. Jane has seen a doctor several times and Jane has seen the doctor often and paid
Office visit costs: $125 p.\]d $1,300 in total, rmching her $5,000 1n total, Her me pays the full
Jane pays: $125 deductible. So her plan pays some of the cost of her covered health care services
Her plan pays: $0 costs for her next visit. for the rest of the year.
Office visit costs: S125 Office visit costs: $125
Jane pays: 20% of $125 = $25 Jane pays: SO

\\ / \Her plan pays: 80% of $125 = -“;lﬂy \ Her plan pays: $125 /

PR_A Dlmm S 14 .'\L't'lil'\jlil_f‘ o I!\l‘ I’;II.\'I'“'IHL'. I{\‘Lluﬂlll‘ﬂ .‘\L‘l of qus. na F\L'I'EKHI?' «Are ll'llll]!'t'd (4] JL‘.‘i"lJlld o a \'L.‘I]l‘CHA\II \‘I’ Illfﬂ"ﬂ.‘.llll?ll llll]t‘:‘h i L{Ihl‘lj?:‘ - \'J[I\i C"h"“ {one |\1[ IIuIIIE‘l‘L -I-Tll(' \'.'IIILI l}l\l’in iunlnr] I)IJIl\}K‘] le f]\ih 1I'Ifl.‘1nl.lltﬁlﬁ
collection s 0938-1146. The time required to complete this informanion collection is estimared to average 0.02 hours per response, mcluding the time to review instructions, search existing data resowrces, gather the data needed, and complere 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, 7300 Security Boulevard, Attn; PRA Reports Clearance Officer, Mail Stop C4-26-05,
Baltimsore, Maryland 21244-1850.
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Language Assistance Services

Spanish: ATENCION: Si habla espafiol, cuenta con
servicios de asistencia en idiomas disponibles

de forma gratuita para usted. Llame al
1-800-275-2583 (TTY: 711).

Chinese: jE&E: Mm4tEUFd . el &% aia s
W AR % . FdL 1-800-275-2583.

Korean: SHLHAIEH: 8I=20{ 2 AIESHAI=E 82, S0
K HHIAZ 22 0|286Ha 4 AsLc
1-800-275-2583 HHO 2 MGG Al L.

Portuguese: ATENCAO: se vocé fala portugués,
encontram-se disponiveis servigos gratuitos de
assisténcia ao idioma. Ligue para 1-800-275-2583.

Gujarati: yuell: ¥l i ¥l dllee &l, dl [#:9ces
eUNL H&lA Al dMIRL HI2 Gueod B,
1-800-275-2583 S\A 53l

Vietnamese: LU'U Y: Néu ban noi tiéng Viét, ching ti
s& cung cép dich vy hd tro ngén nglr mién phi cho
ban. Hay goi 1-800-275-2583.

Russian: BHUIMAHWE: Ecnu Bbl roBOpUTE NO-PYCcCKy,
To MoXeTe BecnnaTHoO BOCNONL30BaTLCA YCNyramu
nepesoga. Ten.: 1-B00-275-2583.

Polish UWAGA: Jezeli mowisz po polsku, mozesz
skorzystac z bezptatnej pomocy jezykowej. Zadzwon
pod numer 1-800-275-2583.

Italian: ATTENZIONE: Se lei parla italiano, sono
disponibili servizi di assistenza linguistica gratuiti.
Chiamare il numero 1-800-275-2583.

Arabic:

Gl saelaadl Clesd iy pall Galll Sasi i€ 13) 13k gals
.1-800-275-2583 ad 3 Joall laally ll dalis

French Creole: ATANSYON: Si w pale Kreyol

Ayisyen, gen sevis ed pou lang ki disponib gratis pou

ou. Rele 1-800-275-2583.

Telugu: i Dop  A: 263 Do S PUITET OB |

Lond, S E6 duh erardifobd Hoen addorrudds
aw. 1-800-275-2583 (TTY: 711) Ssw Saboed,

Tagalog: PAUNAWA: Kung nagsasalita ka ng
Tagalog, magagamit mo ang mga serbisyo na tulong
sa wika nang walang bayad. Tumawag sa
1-800-275-2583.

French: ATTENTION: Si vous parlez frangais, des
services d'aide linguistique-vous sont proposes
gratuitement, Appelez le 1-800-275-2583.

Pennsylvania Dutch: BASS UFF: Wann du
Pennsylvania Deitsch schwetzscht, kannscht du Hilf
griege in dei eegni Schprooch unni as es dich ennich
eppes koschte zellt. Ruf die Nummer 1-800-275-2583.

te ey ¥ P A AP A ¥ o A B
I =gl . Higq Ji4 IpGl Sieid p ol JiHe ey

HES H SN FEIAAT HAU YAy g1 HioT B
1-800-275-2583|

Ll d
i

German: ACHTUNG: Wenn Sie Deutsch sprechen,
konnen Sie kostenlos sprachliche Unterstutzung
anfordern. Wahlen Sie 1-800-275-2583.

Japanese: fii#% : FHEGEA HAIEOH X, SHET A
Gy AY—ER (HED 2 TRRWERTET,
1-800-275-2583 ~BHaF < 12 X1,
Persian (Farsi):
D g 43 dan JE Sladd (38 e Cumaa 8 S a8
1-800-275-2583 » jadi L a8l e aal i Lk (51 81
A8 sl

Navajo: Dii baa ako ninizin: Dii saad bee yanilti’go
Diné Bizaad, saad bee aka’anida’awo’d¢¢’, t'aa jiik’eh.
Hodiilnih koji’ 1-800-275-2583.

Urdu:

S S n ) pol A2 ag

G S JB e ol Slead fglas (L) (2e Oila
.1-800-275-2583

Mon-Khmer, Cambodian: #1165 G10H1IEANS
waisligaduntwmanys-igr umanigi i
fguwignmanSamegaigsuninnagnahuss
Anty greigieitnie 1-800-275-258311
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Discrimination is Against the Law

This plan complies with applicable Federal civil rights laws
and does not discriminate on the basis of race, color, national
origin, age, disability, or sex. This plan does not exclude
people or treat them less favorably because of race, color,
national origin, age, disability, or sex.

This plan:

* Provides people with disabilities reasonable modifications
and free appropriate auxiliary aids and services to
communicate effectively with us, such as:

— Qualified sign language interpreters

— Written information in other formats (large print, audio,
accessible electronic formats. other formats).

* Provides free language assistance services to people
whose primary language is not English, which may include:

— Qualified interpreters
— Information written in other languages.

If you need reasonable modifications, appropriate auxiliary
aids and services, or language assistance services, contact
our Civil Rights Coordinator.

If you believe that this Plan has failed to provide these
services or discriminated in another way on the basis of race,
color, national origin, age, disability, or sex, you can file a
grievance with: our Civil Rights Coordinator, in person or by
mail: 1901 Market Street, Philadelphia, PA 19103, by phone:
1-888-377-3933 (TTY: 711), by fax: 215-761-0245, or by
email: civilrightscoordinator@1901market.com,

You can file a grievance in person or by mail, fax, or email. If
you need help filing a grievance, our Civil Rights Coordinator
is available to help you.

You can also file a civil rights complaint with the U.S. Department
of Health and Human Services, Office for Civil Rights,
electronically through the Office for Civil Rights Complaint Portal,
available at https://ocrportal.hhs.gov/ocr/iportal/lobby.jsf,

or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at
http:/iwww.hhs.govlocr/office/file/index.html.

This nofice is available at the following website:
www.healthinsurancehosting.com/notices.

3335885 (11/24)



