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TOWN OF WEBSTER
350 MAIN STREET
WEBSTER, MA. 01570
1-508-949-3800 EXT 1018
FAX 1-508-949-3837

Congratulations and Welcome to The Town of Webster!
Enclosed is information regarding the beneflts available to any permanent employees regularly
scheduled to work 20 hours per week or more. Eligible employees have 30 days from their date of

hire to sign up for benefits offered by the Town. Please note any changes to health insurance must
occur within 30 days of a qualifying event, such as marriage, birth, adoption, or loss of coverage.

The Town offers the following benefits:

Health Insurance -HPI - Harvard Pilgrim EPO - HPI - Harvard Pilgrim PPO. The Town
contributes 75% of the monthly cost towards both plans for active eligible employees. The

remaining 25% comes out of your payroll.

Voluntary Dental Insurance - Altus Dental Insurance Company
Voluntary Vision Insurance -~ Blue 20/20
Group Life - US Able $5,000

Voluntary Life -USAble .

Flexible Spending Account - Cafeteria Plan Advisors Medical / Dental Account set aside up to
$2550 per plan year and Dependent Care Account set aside up to $5,000 per plan year pre-tax!

Voluntary Worksite Benefits - US Able Accident, Critical [llness and Cancer Insurance

Smart Plan Massachusetts Deferred Compensation

If you are planning to cover yourself only:




=  There is no documentation needed unless you are a retiree or survivor who is {and/or whose spouse is)
age 65 or over {see Additional Documents for Retirees and Survivors section below),
If you are planning to cover a current and/or former spouse, you will need the following:

»  {fyou are married - Copy of Certified Marriage Certificate
If you are divorced or legally separated, the fallowing sections of the Separation Agreement are required

Divorce Absolute Date

Signature Page

Health Insurance Provisions

Your Former Spouse’s Last Known Address

cC 0o 0

If you are planning to cover dependent children, you will need the following:

=  Dependent Child Coverage — Copy of Certified Birth Certificate (must have parent/child relationship fisted)
=  Handicapped Dependent — complete Handicapped Dependent form
= Adoption — Copy of Adoption Placement Letter
o Letter must be on Adoption Agency Letterhead and include the following:
o Name of Adoptive Parents
o Name of Adopted Child
o Date Child Placed in the Home
= Grandchild — Copy of Court Guardianship Appointment
o However, if grandchild is a dependent of a dependent under age 19, copy of grandchild’s
certified {Long Form]} birth certificate

Documents such as marriage certificates and birth certificates can be obtained by contacting the Clerk’s Office of
the town in which the event occurred.

Adoption verification and Grandchild verification information can be obtained by contacting the adoption agency
used or the Clerk of Court's office in the town in which the event occurred.

We encourage you to contact the appropriate offices as soon as possible. There may be a waiting period to obtain
information.

if you have any questions feel free to contact Courtney Friedland or at (508)249-3800 ext. 1005.



Town of Webster
350 Main Street
Webster, MA 01570

Continuation Coverage Rights Under COBRA

Introduction

You are teceiving this notice because you have recently become covered under a group health plan with the
Town of Webster. This notice contains important information about your right to COBRA continuation
coverage, which is a temporary extension of coverage under the Plan. This notice generally explains COBRA

continuation coverage, when it may become available to you and your family, and what you need to do to
protect the right to receive it.

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

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 gencrally doesn’t accept late enrollees.

‘What is COBRA Continuation Coverage?

COBRA continuation coverage is a continuation of Plan coverage when coverage would otherwise end because
of a life event known as a “qualifying event.” Specific qualifying events are listed later in this notice. Aftera
qualifying event, COBRA continuation coverage must be offered to each person who is a “qualified
beneficiary.” You, your spouse, and your dependent children could become qualified beneficiaries if coverage

under the Plan is lost because of the qualifying event. Under the Plan, qualified beneficiaries who elect
COBRA continuation coverage must pay for COBRA continuation coverage.

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

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

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

Your spouse dies;

Your spouse’s hours of employment are reduced;

Your spouse’s employment ends for any reason other than his or her gross misconduct;
Your spouse becomes entitled to Medicare benefits (under Part A, Part B, or both); or

You become divorced or legally separated from your spouse.




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

e The parent-employee dies;

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

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

The parents become divorced or legally separated; or

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

When is COBRA Coverage Available?

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

You Must Give Notice of Some Qualifying Events

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

the qualifying event occurs.
You must provide this notice to: Town of Webster

How is COBRA Coverage Provided?

Once the Plan Administrator receives notice that a qualifying event has occurred, COBRA continuation
coverage will be offered to each of the qualified beneficiaries. Each qualified beneficiary will have an
independent right to clect COBRA continuation coverage. Covered employees may elect COBRA continuation
coverage on behalf of their spouses, and parents may elect COBRA continuation coverage on behalf of their

children.

COBRA continuation coverage is a temporary continuation of coverage. When the qualifying event is the death
of the employee, the employee's becoming entitled to Medicare benefits (under Part A, Part B, or both), your
divorce or legal separation, or a dependent child's losing eligibility as a dependent child, COBRA continuation
coverage lasts for up to a total of 36 months. When the qualifying event is the end of employment or reduction
of the employee's hours of employment, and the employee became entitled to Medicare benefits less than 18
months before the qualifying event, COBRA continuation coverage for qualified beneficiaries other than the
employee lasts until 36 months after the date of Medicare entitlement. For example, if a covered employee
becomes entitled to Medicare 8 months before the date on which his employment terminates, COBRA
continuation coverage for his spouse and children can last up to 36 months after the date of Medicare
entiflement, which is equal to 28 months after the date of the qualifying event (36 months minus 8 months).
Otherwise, when the qualifying event is the end of employment or reduction of the employee’s hours of
employment, COBRA continuation coverage generally lasts for only up to a total of 18 months. There are two
ways in which this 18-month period of COBRA continuation coverage can be extended.



Disability extension of 18-month period of continuation coverage

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

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

If your family experiences another qualifying event while receiving 18 months of COBRA continuation
coverage, the spouse and dependent children in your family can get up to 18 additional months of COBRA
continuation coverage, for a maximum of 36 months, if notice of the second qualifying event is properly given
to the Plan. This extension may be available to the spouse and any dependent children receiving continuation
coverage if the employee or former employee dies, becomes entitled to Medicare benefits (under Part A, Part B,
or both), or gets divorced or legally separated, or if the dependent child stops being eligible under the Plan as a
dependent child, but only if the event would have caused the spouse or dependent child to lose coverage under

the Plan had the first qualifying event not occurred.

Are there other 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, or other group health plan coverage options
(such as a spouse’s plan) through what is called a “special enroliment period”. Some of these options may cost
fess than COBRA continuation. You can learn more about many of these options at www.HealthCare.gov. or 1-

800-318-2596.

If You Have Questions

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

about the Marketplace, visit www.HealthCare.gov.

Keep Your Plan Informed of Address Changes

In order to protect your family’s rights, you should keep the Plan Administrator informed of any changes in the
addresses of family members. You should also keep a copy, for your records, of any notices you send to the

Plan Administrator.

Plan Contact Information

The Plan Administrator is the Town of Webster. Group Benefits Strategies is responsible for administering
Cobra continuation Coverage. Group Benefits Strategies is located at 11 Midstate Drive, Suite 110, Auburmn,

MA 01501. (800) 229-8008.




New Health Insurance Marketplace Coverage core poproved
Options and Your Health Coverage OMB No. 1210-0149

{expires 3-31-2017)

When Key parts of the health care tlaw take effect [n 2074, there will be a new way to buy health insurance: the Health
Insurance Marketplace. To assist you as you evaluate options for yol and your family, this notice provides some baslc
information about the new Marketplace and employment-based heaith coverage offered by vour employer.

What is the Health Insurance Marketplace?

The Marketplace is designed to help you find health Insuran
Marketplace offers "one—siop shopping" to find and compal
for a new kind of tax credit that lowers your monthly premium right away. Open enrollment for health insurance

coverage through the Marketplace beglns in Oclober 2013 for coverage starting as early as January i, 2014.

co that meets your needs and fits your pudget. The
re private health lnsurance options. You may also be sligible

Can | Save Money on my Health Insurance Premiums in the Marketplace?
ty If your employer does not offer coverage, or

You may gualify to save money and lower your monthly premium, but on
r premium that you're eligible for depends on

offers coverage that doesn't mest certain standards. The savings on you
your household income.

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

ves. if you have an offer of health coverage from your employer that meets certain standards, you will not be eligible

for a tax credit through the Marketplace and may wish to enrell in your employer's health ptan. However, you may be
ellgible for a tax credit that lowers your monthly premium, or a reduction in certain cost—sharing if your employer does
not offer coverage to you at all or doses not offer coverage that meets certain standards. If the cost of a plan from your
employer that would cover you {and not any other members of your family) is rnore than 8.5% of your household
income for the year, or {f the coverage your employer provides does not meet the "minimum value" standard set by the

Affordable Care Act, you may be sligible for a tax credit.’

through the Marketplace instead of accepting health coverage offered by your

ion {if any) to the employer—oftered coverage. Also, thils employer
tfered coverage— is often excluded from Income for
ge through the Marketplace are rmade on an after—

Note: If you purchase a health plan
employer, then you may lose the employer contribut
contribution —as well as your employee contribution to employer-o
Federal and State Income lax purposes. Your payments for covera

tax basis.

How Can | Get More information?
For more Information about your coverage offered by your employer, please check your summary plan description or

contact

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

1 an employer—sponsored health plan meets the "minlmum vatue standard” if the plan's share of the tatal allowed benelit costs covesed

by the ptan is no less than 80 percant of such cosls.




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 hurmbered

to correspond to the Marketplace application.

Here Is some baslc information about health coverage offered by this emplover:
«As your employer, we offer a heaith plan to:
All employees. Eligible employees are:

D Some employees. Eligible employees are:
Defined Under Massachusetts General Law 32B

o With respect to dependents:
71 We do offer coverage. Eligible dependents are:

Defined Under Massachusetts General Law 328

D We do not offer coverage.

[i] If checked, this coverage meets the minirnum value standard, and the cost of this coverage to you s intended to
be affordable, based on employee wages.

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

L

If you decide to shop for coverage in the Markeiplace, 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.



Courtney M. Friedland

Town of Webster .
. Health Insurance Coordinator

350 Main Street (508) 949-3800 ext. 1005

Webster, MA 01570 clyrrell@webster-ma.gov

Your Information.
_ v Bi : This notice describes how medical information about
YOU!"_ nghts r eve. you may be used and disclosed and how you can get
Our RGSPDHSIbIl iIties. access to this information. Please review it carefully.
] \
You have the right to:
« Get a copy of your paper or electronic medical record
+ Correct your paper or electronic medical record
« Request confidential cormmunication > s 24
« Ask us to limit the information we share moreeif)% ig; tionogn
* Get a list of tr}ose with whom we've shared these rights and how
your information '
- . to exercise them
« Get a copy of this privacy notice
« Choose someone to act for you
« File a complaint if you believe your privacy
rights have been violated
A
— A
You have some choices in the way that we
use and share information as we:
L « Tell family and friends about your condition » See page 3 for
You ¥ ; : » Provide disaster relief more information on
Choices » Include you in a hospital directory these choices and
SRR « Provide mental health care how to exercise them
« Market our services and sell your information
* Raise funds
vy
N
We may use and share your information as we:
* Treat you
« Run our organization
« Bill for your services
' Qur » Help with public health and safety issues » See pages 3 and 4
Uses a nd » Do research for more information
Disclosures » Comply with the law on these uses and
» Respond to organ and tissue donation requests disclosures
« Work with a medical examiner or funeral director
« Address workers' compensation, faw enforcement,
and other government requests
* Respond to lawsuits and legal actions
)
Notice of Privacy Practices » Page 1




When it comes to your health information, you have certain rights.
This section explains your rights and some of our responsibilities to help you.

Get an electronic or
paper copy of your
medical record

Ask us to correct
your medical record

Request confidential
communications

Ask us to limit what
we use or share

Get a list of those
with whom we've
shared information

Get a copy of this
privacy notice

Choose someohe
to act for you

........................................................................

File a complaint if
you feel your rights
are violated

.....................................................................................................

L I R R I e I R R R e

You can ask to see or get an electronic or paper copy of your medical record and
other health information we have about you, Ask us how to do this.

We will provide a copy or a summary of your health information, usually within 30
days of your request. We may charge a reasonable, cost-based fee.

You can ask us to correct health information about you that you think is incarrect
or incomplete. Ask us how to do this,

We may say “no” to your request, but we'll tell you why in writing within 60 days.

You can ask us to contact you in a specific way (for example, home or office phone)
or to send mail to a different address.

We will say "yes” fo all reasonable requests.

You can ask us not o use or share certain health information for treatrent,
payment, or our operations, We are not required to agree to your request, and we
may say “no” if it would affect your care.

if you pay for a service or health care item out-of-pocket in full, you can ask us not to

share that information for the purpose of payment or our operations with your health
insurer, We will say “yes" unless a law requires us to share that information.

You can ask for a list (accounting) of the times we've shared your health information
for six years prior to the date you ask, who we shared it with, and why.

We will include all the disclosures except for thase about treatment, payment, and
health care operations, and certain other disclosures (such as any you asked us to
make). We'll provide one accounting a year for free but will charge a reasonable,
cost-hased fee if you ask for another one within 12 months.

You can ask for a paper copy of this notice at any time, even if you have agreed to
receive the notice electronically. We will provide you with a paper copy promptly.

D N A N I I I A

i you have given someone medical power of attorney or i someone is your legal
guardian, that person can exercise your rights and make choices about your health
information.

We will make sure the person has this authority and can act for you before we take
any action.

You can complain if you feel we have violated your rights by contacting us using the
information on page 1.

You can file a complaint with the U.S. Department of Health and Human Services
Office for Civil Rights by sending a lefter to 200 independence Avenue, S.W,,
Washington, D.C. 20201, calfing 1-877-696-6775, or visiting www.hhs.gov/ocr/
privacy/hipaa/complaints/.

We will not retaliate against you for filing a complaint.

Notice of Privacy Practices » Page 2



For certain health information, you can tell us your choices about what
we share. If you have a clear preference for how we share your information in the
situations described below, talk to us. Tell us what you want us to do, and we will follow

your instructions.

In these cases, you have « Share information with your family, close friends, or others involved in your care

both the right and choice Share information in a disaster relief situation
to tell us to:

¢ Include your information in a hospital directory

If you are not able to telf us your preference, for example if you are unconscious,

we may go ahead and share your information if we believe it Is in your best interest.
We may also share your information when needed to lessen & serious and imminent
threat to health or safety.

In these cases we never + Marketing purposes
share your information

unless you give LS
written permission: + Most sharing of psychotherapy notes

= Sale of your information

in the case of fundraising: + We may contact you for fundraising efforts, but you can tell us notto .
contact you again.

------ P R A R R R A I I I N I IR R I AT R

Our
ses and How do we typically use ar share your health information?

We typically use or share your health information in the following ways.

Disclosures

Treat you « We can use your health information and Example: A doclor treating you for an
share it with other professionals who are . injury asks another dactor about your
treating you. * opverall health condition.

Run our » We can use and share your health . Example: We use health infermation

organization infarmation to run our practice, improve . ahout you to manage your treatment and
your care, and contact you when necessary. : services.

Bill for your * We can use and share your health . Example: We give information about you

services information to bill and get payment from 1 to your heafth insurance plan so it will pay
health pians or other entities. . for your services,

continued on next page

Notice of Privacy Practices » Page 3




How eise can we use or share your health information? We are allowed or required to share your
fnformation in other ways — usually in ways that contribute to the public good, such as public health and research.
We have to meet many conditions in the law before we can share your information for these purposes. For more

information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html.

-------------------------------

Help with public health
and safety issues

...............................

Respond to organ and
tissue donation requests

...............................

Work with a medical
examiner or funeral director

...............................

Address workers’
compensation, law
enforcement, and other
government requests

Respond to fawsuits and
legal actions

Prarsotaan e s Peass e e

Notice of Privacy Practices ¢ Page 4

* We can share health information about you for certain situations such as:
* Preventing disease
* Helping with product recalls
* Reporting adverse reactions to medications
* Reporting suspected abuse, neglect, or domestic violence
* Preventing or reducing a serious threat to anyone’s health or safety

* We will share information about you if state or federal laws require it,
including with the Departrment of Health and Human Services if it wants to
see that we're complying with federal privacy faw.

* We can share health information about you with organ procurement
organizations,

* We can share health information with a coroner, medical examiner, or funeral
director when an individual dies.

» We can use or share health information about you:
* For workers’ compensation claims
= For law enforcement purposes or with a law enforcement official
= With health oversight agencies for activities authorized by law
* For special government functions such as military, national security, and
presidential protective services

.................................................................... [

» We can share health information about you in response to a court or
administrative order, or in response to a subpoena.

................................... D R I R R R L ]



Our Responsibilities

« We are required by law to maintain the privacy and security of your protected health information.
« We will let you know promptly if a breach occurs that may have compromised the privacy or security

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

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

change your mind.

For more information see: www.hhs.govlocriprivacylhipaalunderstandEnglr.onsumerslnoticepp.htmi.

Changes to the Terms of this Notice
We can change the terms of this notice, and the changes will apply to ali information we have about you.

The new notice will be available upon request, in our office, and on our web site.

July 16, 2018

This Notice of Privacy Practices applies to the following arganizations.

Couttney M. Friedland
(508) 949-3800 ext. 1005
clyrrefi@webster-ma.gov

Notice of Privacy Practices » Page 5




Premium Assistance Under Medicaid and the
Children’s Health Insurance Program {CHiP}

If you ox your children are eligible for Medicaid or CHIP and you're eligible for heaith coverage from your empleyer,
your state may have a premium assistance program that can help pay for coverage, using funds from their Medicaid
or CHIP programs. 1f 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 enroliment” opportunity, and you must request coverage within 6o days of being
determined eligible for premium assistance. If you have questions about enrolling in your employer plan,
contact the Department of Labor at www.askebsa.dol.gov or call 1-866-444-EBSA (3272).

if you live in one of the following states, you may be eligible for assistance paying your employer health
plan premiums. The following list of states is current as of January 31, 2015. Contact your State for more

information on eligibility -

~ MAINE = Medicaid 0

MASSACHUSETTS = Medicai

Website: hitp://www.mass.gov/MassHealth

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

Phone: 1-800-462-1120
Phone: 1-8oo-977-6740

TTY: 1-Boo-g77-6741

T U RITODE ISLAND = Medicaid ©:00
Website: Website: http://www.ohhs rigov
http:/fwww.dhhs.nh.gov/eii/documents/hippapp.pdf Phone: -401-462-5300

SNEW HAMPSHIRE S Medicaid =00

Phone: 1-603-271-5218

SOVERMONT S Medicnid 00 00

Website: http://www.greenmountaincare.org/

Phone;: 1-800-250-8427

To see if any other states have added a premium assistance program since January 31, 2015, or for mare information
on special enrollment rights, contact either:

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

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

OMB Control Number 1210-0137 (expires 10/31/2016)
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g HealthPlans,Inc

Town of Webster — Network Plan
Medical Benefits for Group BP3  Effective 7/1/2019

{not billed by PCF}

Covered Services Tier 1 Tier 2 Tier 3
Daductible & Out-of-Pocket
Annual Plan Year Deduclible
Single None $250 $250
Family None $750 $750
Annual Out-of-Pocket Maximum (inciudes Deductibie,
Co-Insurance, Copayments & Prescription Copayments)
Single $2,500 $2,500 $2,500
Family $5.000 35,000 $5,000
‘Preventive Care
Rouline Physicals, Gynecological Exams &
Famlly Planning No Charge No Charge No Charge
Routine Hearing Exams & Routine Vision Exams
{one Vision Exam every 24 months) No Charge No Chaige No Charge
‘Other Services
Office Visit — Primary Care and Urgent Care $20 copay $20 caopay $20 copay
Office Visil — Speciallst Care $35 copay $35 copay $35 copay
Chiropractic Vislt, Speech Therapy, Occupalional &
Physical Therapy
{up to 60 visils per Plan year for Ccecupational and $25 copay $25 copay $25 copay
Fhysical Therapy)
Diagnostic Lab & X-Ray No Charge Deductible then no charge | Deductible then no charge
CT, MRI, PET Scan & Nuclear Cardiac Imaging Tesls $100 capa Ceductible then $100 Daductible then $100
(done in general hospitals per category, per service date) pay copay copay
CT, MRI, PET Scan & Nuclear Cardiac imaging Tests
{done by other covered providers) $100 copay $100 copay $100 copay
Ambulatory Surgical Facility per Admlsslon $150 copay $150 copay $150 copay
Inpatient Hospital & Surglcal Day Care Unil per $300 copa Deductible then $300 Deduclible then $700
Admission pay copay copay
Mentat Health Hospifal or Substance Abuse Facility $150 copay $150 copay $150 copay
Mental Health or Substance Abuse Treatment $15 copay $15 copay $15 copay
Heme Health Care and Hospice No Charge No Charge No Charge
Emergency Room
{copay waived if admittea) $100 copay $100 copay $100 copay
Nurse Practitioner $15 copay $15 copay $15 copay

Fitness Reimbursement & Weight Loss Reimbursement

%150 per year each per category

Prescription.Drug Benefits

Retail Pharmacy {up fo a 30-day supply}

$10 {Generic) / $25 (Preferred Brand) / $50 (Non-Preferred Brand)

Mall Order {up fo a 30-day suppiy}

$20 (Generic) / $50 (Prefemed Brand) / $110 (Non-Preferred Brand)

NOTE: This Summary provides you wilh an overview of your Plan benefils and js not a complete statemant of all Plan provisions, fimitations and exclusions. Please refer to

your Summary Plan Bescription and amendraeas {or complele detalls. In the event of any fconsistency between this Summary and your Pian Documant, the Plan Document
and any apslicable amendmants will govem, Please refer to yaur Plan Dotument and Amendments for complete defalls as well as the services that require prior authorization,

Hearing Aids up to $2,000 per ear every 36 months for a member age 21 or younger is coverad by Ihe Plan.

RV 5172019 b

HP! is a Harvard Pilgrim company
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g HealthPlans,Inc

Town of Webster — PPO Plan
Medical Benefits for Group BP3  Effective 7/1/2019

: In-Network Out-of-Network
Covered Services Providers Providers
Single $250 $400
Family $750 $800
Annual Out-of-Pocket Maximum (includes Deductible, Co-
Insurance, Copayments & Prescription Copayments) $2.000
Single $ 4'000 $3,000 per member
Fariy :
Routine Physicals, Gynecological Exams & . "
Family Planning . No Charge Deduclible then 20%
Rouline Hearing Exams & Routine Vision Exams No Charge Deductible then 20%

{one Vislon Exam every 24 months)

Office Visi{ — Primary Care and Urgent Care $20 copay Deductible then 20%
Office Visit — Speciatist Care $35 copay Deductible then 20%
Chirapractic Visit, Speech Therapy, Occupational & Physlcal
Therapy .
{up to 60 visits per Plan year for Occupational and Physical $20 copay Deductible lhen 20%
Therapy and up to 20 visits per plan year for Chiropractic)
Diagnostic Lab & X-Ray Deductible then No Charge Deductible then 20%
CT, MRI, PET Scan & Nuclear Cardiac Imaging Tesls . " o
(done in general hospitals per categary, per service date) Deduclibie then $100 copay Deductible Ihen 20%
CT. MRI, PET Scan & Nuctear Cardiac Imaging Tesls .
(dorie by ofher covered providers) Deduclible then $150 copay Deductible then 20%
Daductible then $150 copay Deductible then 20%

Ambulatory Surgical Facility per Admission

Deductible then $300 copay

inpatient Hospital & Surgical Day Care Unit per Adrmisston Deductible then $700 copay for Deductible then 20%
certain hosplials

Mental Heailh Hospltal or Substance Abuse Fagility Deductible then $200 copay Deductible then 20%

Mental Healih or Substance Abuse Treaiment Deductible then $15 copay Deductibie then 20%

Home Health Care and Hospice Deductible then no charge Deduclible then 20%

Emergency Room $100 copay $100 copay
{copay walved if admitted) :

Nurse Practitloner -
(not bilted by PCP) $20 copay Deductible then 20%

Fitness Relmbursement & Weight Loss Reimbursement $150 per year each per calegory

p Drug Beriefits MaxorPlgs

Relall Pharmacy (up fo a 30-day supply)

$10 (Generic) / $25 (Preferred Brand) / $50 (Mon-Preferred Brand)

$20 (Generlc) / $50 (Preferred Brand) / §110 (Non-Preferred Brand)

Mail Crder {up fo a 80-day supply)

NOTE: ‘This Summary provides you with an overview of your Plan benefits and Is not a complete statement of all Pian provisions, fimitations and exclusions. Please refer to
Summasy Plan Description and amsndments for complele delails. In the svent of any inconsistency hetween this Summary and your Plan Dacument, the Pian Document

your f
plicable amendments wiil govern. Please refer to your Plan Document and Amendments for complele details as well as the services that requlre prier authorlzation,

and any ap
REY 5172012 km Swwiuryof Betefiis — 2lier




: HealthPlans,Inc. Member Enrollment / Change Form

Employer Name: Town of Webster Group Number:

Termination Date: Change Effective Date;

Hire Date: Effective Date:

Please indlcate: [_| Actlve 1 coara Depariment/Division/Location (if applicable):
Please Indicate D New Employee D Open Enroliment E:] Change of Address D Special Enrcliment
reason{s) for |:| Add Papendent Coverage - Reason: if requesting coverage for employee's spouse:
change or ] rerminate Dependent Coverage -~ Reason: date of marriage
enrofiment:

[[1 other:

I:I Change of Status ~ Reason:

o Be Completed by Employee

Soclaf Security Number Date of Birth

Employee Last Name First Name
Malling Adtress Clty ST ZiP Code
Gender Marltal Status Email Adtiress Primary Phone
Joalln Coverage Election
' Medlcal Plan Optlon (sefect onie): E] Network Téering Plan El PPO Pian
Employee Only or Empioyee +: Spouse/Pariner Child{ren) Familly Ex-Spouse
[ Medical [ medical [ medicat [ medical [ medical
Dependents
Dependent Soclal Add Drop
Last Name Flrst Name Mi | Gender | Date of Birth Relationship Security Number Depentient | Dependent

{REQUIRED)

O O
O O
O O
O O
£l =

DSelf DSpouse/Parlner E]Chlld(ren) DE»Spouse

Policyholder:

Are you of any of your dependents covered by ancther medical plan? E}Yes D Mo

if yes, Medical Pollcy No. & Insurance Co.:

Name/Address of Policyholder's Emplayer:

+¥kimportant*** To accept coverage, select YES, sign, and date this sectlon,

“Election of Coverage
D YES o | wish to efect coverage under my emplayer's benefit plan for the caverage indicated above. | understand that my application will be subject to the

terms of the Plan, | authorize any required deductions from my eamnings. | authorize the refease of medical records to Health Plans, inc. or its
representatives. A photocopy shall be ax valid as the original, = { certify that the above Information Is accurate and complete and | am actively working

the minimumn number of hours required for coverage.

Signature:

Waiver of Coverage

D NO » If yau are declining enrofinent In the Plan for yourself and/or your dependents (including your spouse) because you and/or your dependents are
covered under other health insurance coverage, you may in the future be able to enroll yourself or your deperidents In this Flan, provided that you
request enroliment within 30 days after your other coverage ends. in addition, if you have a new dependent as 2 restit of marriage, birth, adoption or

placement for adoption, you may be ablg to enroll yourself and your dependents, provided that yau request enroliment within 30 days after the

marriage, birth, adoption or placement for adoption.

Signature of Employee Date Signed

Signature:

Signature of Employee Date Signed

¢ pLEASE RETURN COMPLETED FORM TO YOUR HUMAN RESQURCES DEPARTMENT ***

Health Plans, Inc. — Corporate Headguarters « PO Box 5199 « Westborough, MA G1581 + 800-532-7575
Enrall_Med_All_ngond




Achievetiealtit

Your Health. Your Benefits.

Everyone has different needs when it comes to feeling their best.
Sometimes a little encouragement, understanding and support is alf

you need to improve the way you feel. Whether you're actively trying

to improve your wellbeing, or you're just thinking about it, you and your
family have access to unlimited, confidential Health Coaching sessions to

help you reach your goals.

What is my Health Coaching benefit?

e Unlimited Health Coaching sessions are available to you and your
covered family members at no cost,

e Work with your own Health Coach to make a personalized plan to
help you achieve success.

e Explore new ways of incorporating lifestyle changes that will help you
fnaintain your goals for a lifetime such as:
» [want to lose weight and keep it off

| want to quit using tobacco for good

| want to reduce stress in all areas of my life

| want to feel more physically fit

| want mare control over my chronic condition (diabetes, high

blood pressure, high cholesteral or asthma just to name a few)

s PIm not ready to change, but talking to someone may help
motivate me

How does Health Coaching work?
e Talk with your Health Coach over the phone at times convenient to you.

« Appointments can be up to one hour, depending on your needs,
e Coaches are available M-Th 8am-10pm and Friday, 8am- é6pm {EST).

Additional Health Programs
e Case management - support when you need it.
¢ Personalized preventive health report.

wdol et more :_i_hfforr'hation about
talking with a Health Coach?

Call 1-866-234-4635 to'speak to a Health Coach about enroiling in the program.

’% HealthPlans,Inc. HPI is a Harvard Pilgrim company

062718




YOU NEED TO KNOW

Effective July 1, 2019, we're changing medical benefit coverage to Health Plans, Inc.
(HPI), a Harvard Pilgrim company. Here’s what you need to know:

Where can | get more info?
Continue Your Care Ca ”
¢ Upcoming surgery HPI

877-734-6995
weelkdays 8am-5pm

s Expecting a baby
e Condition Management

Click Search for o Provider and

H d Pllgrim Health Care i
¢ harvard FIGrm mea are 18 You! then HPHC and UnitedHealthcare

Review Your Benefits ca | |
» Copayments and plan benefits HPI
remain the same as you had in 877-734-6995
the past weekdays 8am-5pm
Check Your Provider's VISIT US
Network Participation healthplansinc.com/members
provider network in MA, NH and ME -
. . . e Choice Pjus Network,
s UnitedHealthcare Choice Plus is your
provider network in all ather states Be on the lockout fora new
website URL coming soon.
Swap Your Member ID Cards Wa J[C h
Your Mail

for new cards coming
to your home the last two
weeks of June

o OnJuly 1, show your new member D
card to your providers and pharmacies

Get to Know HPI
+ Medical benefits will stay the same
¢ No referral required for specialty care
¢ Not required to choose a primary care

" providet (PCP)
o Access to a national provider network
¢ Access to additional member

discounts and savings programs

- We're here for you

sj HealthP Ians, Inc. HPI is a Harvard Pilgrim company

050212

read

Your Welcome Kit




RID

Your member 10 card includes useful information about your plan for both you and your
providers. Always carry your member 1D card with you and remember to present it to your

healthcare providers during visits.

a Prescrition Plan * N\ Yourpreseription benefit
?;ifuirp o a infarmation will appear
matlon here If you have ajoint
Your member 1D ABC COMPANY S medical and prescription
numberandgroup _| | 1p# HHZ010000 e benefit card
information Growp 207 Spocialel 8
Covered members SMITH; THOMAS, NICOLE ~|— - ifyourplanincludes
under your plan .+ WILLIAM, SAMANTHA, TYLER copayments, thay may
appear here
§ HealthPlans,Inc ﬂlummmmu- ' :
\ ‘Ljﬁ Your primary
provider netwark
{'/f Visit us onling ™
Contact HPI Hambors Network A Phamuasy
Customer Service —---:or‘n' Rueston of 1o qu;-r-fnmmawm For queniens Abud Your
] H of bw you (i BELe1N yaur By I, et
ifVOUqf:e\:t!is?‘: CUtHInIN) mmﬁ!&g“m st Look herefor your
‘.}:‘3‘.'};‘;‘,';2.’7’,:{1".“3;"' Phaimacisis: $00-000-£000 pharmacy benefit plan
ca o P Hato contact Information
Contact and :N":““";m vl
claimsubmission | wemamfrr InTormation for youe pravider
Informatlon for [ EEmANII ik oe am v If your plan includes
yaur providers the arna e, w——— additional networks,
their logos will appear
9 ) here

Need a new member ID card?
Download a mobile card, print a temporary copy, or
request a new one on your desktop or mobile device.

> at the phone number
riDecard. .-

ééiio’né? Call H?I_Cu_sto_mer Ser\
2clon the I;nc!\ of your mer

AN

HPI is a Harvard Pligrim company

Unlted 14-3205 « 042117

¥ HealthPlans,Inc.




An Explanation of Benefits (EOB) is a statement that shows how HPI processed a medical claim and
applied your health benefits; itis not a hill. A sample EOB is pictured below. You may receive an EOB
in the mail if you have financial responsibility for claim charges. You can also access EOBs online
through your My Plan account.

|y 1
¥/ HealthPlans,Inc. i .
I
Your Employer tama %
PO Hox 5199 o]
Wastborough, MA 01551 T E P PRI E TR By F T R
Forwarding Service Requasted
? 1 PLEASE KEEP A COPY FOR YOUR
RECORDS
THIS IS NOT A BILL
1 .
MARY A TR A I e
123 MAR STRERT For mare infommalion, vieH healsplansing.eom -
mﬂ\w MA ol I or ¢all Cusiomar Sendce :
; asytolocate - Mg L e T i
“Customer Scrvice [ Groua Name: YOUR EMPLOYER PLAN NAME i

| Group Code: XXX-Z0t
\Process Dafe: 02772016
Pafiant: JOHN W, DOE

- ‘phone pumber

Pallunt: JOHN W, DOE
Claltn #: 216268W3200

. T Tisaimant | Procedure Gharge Not Rexson
i Dates Cade Amount  Govered  Geds Ameunt ! At
i ars 70543 Stroopa T sede T HP 2.85 by sensl

“The patient’s
“respansibifity is -
“elearlyinbeled -

e e e T e P e

Supamle o payund B
deductible amount,

Reasoncades explala how a’
TTGE Was prOCCSSEd ;

o

e R SR A B

GalsRedfoDala T Madmbih
$750.00
4147

[ TOHN W DOE Individual In-Netwark Oul of Pocket
 J0HN W DOE Indvideal Dul-of Nolwork Cerucibls —  omemmmeemm ey o
Ingividual Oul-of-Network Out of Pocksl Amaunts applied toward your [
| deductible and out-of-packet
* maximum are shavin here

V=P

5
Vou ara eniiiiad (n #peal any denlsl ar pecilsl danlal of 3 clalr, Ban tio back of s page for infaremation aboul your appeal righls,
EPANIS flol); Para obleaer en Espadol, Hlame ol 886-015-8368,

H_éﬁ_ve‘_que'_st:ohé?_'(:ontac':t'HPl Cuétomer:Sérvice at the phone number or
_website _Iis_t_ed on the back of your member IDcard. .

‘ HP! is a Harvard Pilgrim an
g/ HealthPlans,Inc. s @ Harvard Piigrim compaty




Plus Plan

TOWN OF WEBSTER

Your group number: 6401-0001

The annual maximum is:  $1200 per member per calendar year
The annual deductible is:  $50 per individual /$150 per famity

The maximum lifetime cap is:  Unlimited

Pretreatment estimates are recommended for underlined procedures,

Plan pays 100%; Member Goinsurance 0% (exempt from calendar year maximum)
¢ Two oral exams per calendar year
Two cleanings per calendar year
One set of hitewing x-rays per calendar year
One complete x-ray series or panoramic film every 36 maonths
Single x-rays as reguired
Fluoride treatment for children under age 19 twice per calendar year
Sealants for children under age 16, once per unrestored permanent molar every
36 months

Plan pays 100%; Member Coinsurance 0%
«  Space maintainers for lost declduous (baby) teeth, replacement limited to once

every 60 months

Plan pays 80%; Member Colnsurance 20% Deductible Applies .

e Paltiative treatment (minor procedures necessary 1o relive acute pain) twice per
calendar year
Amalgam (sfiver) fillings. Composite (white) fillings on all teeth.
Extractions and other routine oral surgery not covered by a patient's medical plan
General anesthesia or intravenous {1.V.) sedation for complex surgical procedures
Root canal therapy
Repairs to existing partial or complete dentures once per calendar year
Recemeniting crowns or bridges
Rebasing or relining of partial or complete dentures; once every 60 months
Periodontal maintenance following active therapy — two per year

Raot planing and scaling onge per quadrant every 24 months

Osseous {bone) surgery once per quadrant every 24 months (bone grafts are not
covered)

«  Gingiveciomies gnee per site every 24 months

«  Soft tissue grafts once per site every 60 months
« Crown lenathening once per tooth every 60 months

Plan pays 50%; Member Colnsurance 50% Deductible Applies
»  Surgical placemsnt of endosteal implant and ghutment: reptacement limited to

once every 80 months
«  Crowns over natural teeth, build ups. posts and cores - replacement limited 1o

once every 60 months

s Bridges, build ups, posts and cores, Crowns over implants - replacement limited to
once every 60 months

«  Partial and complete denturgs - replacement limited to once every 60 months

Orthodontics:
Plan pays 50%; Member Coinsurance 50%
. Braces and related services for dependent children under the age of 18
Lifetime Maximum (orthodontics only): $1000

Dependent Coverage — Dependent children are covered up until the end of the month that
they turn age 26.

Monthly premium:  $44.04 Individual $90.13 Two Person $154.31 Family




How Your Plan Works

Receiving care from a participating network dentist
will save you money. To make sure you get the
maximum out of your dental plan, it's important to
know how your plan works.

The Alius Dental network includes many dentists

in your area. We are the largest Preferred Provider
Organization {PPO} in the state. We also offer access
to dentists nationwide through the CONNECTION
Dental network. All of our network dentists pass our
rigorous credentialing process.

How lo Find a Dentist

Choose from Altus Dental's extensive network

of dentists. With a continually expanding list of
participating dentists, you’re sure to find one that’s
right for you.

Visit altusdental.com to use our online Find a Dentist
tool. You can see if your current dentist participates
with us or look for a new dentist by searching by
name, location or specialty. If your card displays

the CONNECTION Dentai logo, you have access

to a national network of dentists and specialists.
Enter your address or other criteria important to you
(extended hours, languages spoken, etc.), and our
tool will return a list of dentists that meet your needs
— as wefl as maps and driving directions.

Thanks for choosing

Altiis Dental - we fook forward
to providing you and any
coverod fannly meombers

wiltly quality dental henefils,

Maximize your coverage with
parlicipating dentists

In-network care

When you receive care from a panticipating dentist,
your out-of-pocket costs will be less. That's because
the dentist has agreed to accept the allowance as full
payment, minus any coinsurance and applicable
deductibles, which means no “balance billing.”
Participating dentists also handle paperwork and
inquiries directly with us.

Out-of-neiwork care

You have the freedom to see a dentist who does not
belong to our network. However, when you go to a
non-participating dentist, it will usually cost you more
money. That's because non-participating dentists
expect you to pay for any difference between the
amount Altus Dental allows and the amount the
dentist charges.

You may also have to file the claim yourself and be
reimbursed by Altus Dental.

Members Online

When you register at altusdental.com, you can log in
to see your benefits, eligibility and claims information
whenever it's convenient for you. And, you can
choose to receive paperiess communications from
us through your secure and convenlent onfine
account. Visit www.altusdental.com today!

NOTICE OF NONDISCRIMINATION AND ACCESSIBILITY POLICY

Altus Dental Insurance Co. does not discriminate on the basis of race, color, national origin, age, disabllity, or sex.

Espafiol {Spanish): ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingtiistica. Llame al 1-877-223-0588.
Portugués (Portuguese): ATENGAO: Se fala portugués, encontramse disponiveis servigos linguisticos, gratis. Ligue para 1-877-223-0588.

056/17 - 50M
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P.O. Box 1557
Providence, RI 02901-1557
B77-223-0588

altus ENROLLMENT FORI
dellta’ Please print.

A Brenial Insurance Company Iac.

Employer Graup Name Altus Dental Group Number Date of Hire Location No, {if applicabie)
Social Sacurity Na. ! Subseriber 1D No. Subseriber Name: First - Last Email Addross
Date of Dirth - MM/ODIYYYY Street Addrass 7 P.0. Box No.
Effective Date of Action: Apt, No. jCity State Zip
QUALIFYING EVENT ) DEPENDENT INFORMATION
. k b -
Open Enroflment Workers' Cormpensation First Name Only o ﬁ",}]ﬁ:sw;’égfgfﬂ
New Hire/Re-Hire Return From Leave of Absence :alf;‘t;}:m:rggj:;ﬁ* gé?:x indicate gfagirth Relationship 19, Group must
Marriage Dependent's Loss of Coverage ’ have student rider.
___ DBlvorce Full-Time/Part-Time Status
Birth or Adoption Death of a Member

ACTION CODE {Check one. Changes must be made on the first of the month.)

ADDITIONS:
New Subscriber
Add Dependent to Family
Relnstatement

I O

FERMINATION:
Remove Substriber ) . DENTIST INFORMATION
Remove Dependent / Student List the dentists you or your covered family members use:
i Dentist{s) Last Name First Name CityTown
1} GE:

Change “Type of Coverage”
Please indicate {e.g. Individiuat to Family) under “Type of Coverage”.

. Name / Address Change
Transfer from Sublocation # to # CORRECTIONS | OTHER REMARKS
COBRA:
Reinstatement of Subscriber
Addition of Dependent — (From prior ID # y | TYPE OF COVERAGE (Check ong) D Individual [:] 2 Person D Family

COORDINATION OF BENEFITS

DENTAL - Are You or Any of Your Dependents Coverad by Another Dental Plan? [ Ne [ Yes

If Yas, Please Complete the Section Below.

Type of Coverage: O rmndtvidual ] ramily

Other Dental Insurance Name;

Other Dental Insurance Address:

Employer Name Through Which You / Your Dependents Have Other insurance:

Group Policy No. Policyholder Name Policyholder ID No.

MEDICAL — Are You ot Any of Your Dependents Covered by A Medical Plan? JNe JYas If Yas, Please Complete the Section Below.

Type of Coverage: ] Individual  [] Family

Name of Medicat Insurance Company / HMO:

tame of Health Plan / Type of Coverage:

Employer Name Through Which You / Your Dependents Have Other Insurance:

Group Policy No. Pobicyholder Name Policyholder 1D No.

| certify that all information is true and correct to the best of my knowledge. Also, I understand that the effective date and termination date of
e determined by my employer or plan sponsor in accordance with the underwriting guidelines of Altus Dental. in addition,

my membership will b
if my employer requires employee contributions for this coverage, { authorize the deductions of these amounts from my wages periodically.

Employes Signatura Date Beneflts Administrator Authorization Data

NOTICE GF NONDISCAIMINATION AND ACCESSIBILITY PDLICY
Altus Dentat doees not discriminate on the hasis of race, color, national origin, age, disabitity, or sex.
Espafiol {Spanish): AFENCEON: Si habla espaiiol, tiene a su disposicién serviclos gratuitos de asistentia lingtifstica. Liame ai 1-800-843-3582.

Portuguls (Portugeese): ATENGAQ: Se fala portugues, encontramse disponivels servigos lingulsticos, gratls. Ligue para 1-800-843-3582.
. il e=xyis TR

SUSMIT TO ALTUS DENTAL

08117 - 5M




5; Actount ol Your

When you register at altusdental.com, you can take charge of your
oral health and:

See if your dentist participates or
locate a new one

Register for paperless
communications

Understand the costs of

V See how you've used your dental
L) dental care in your ared

benefits this year

Get tips to keep your smile
healthy

Learn more abouf your
Altus Dental plan

Registering at our site is easy. Follow these steps:

o Go to altusdental.com to register Under “Log In To Your Account,”
> click on "“Click Here to Register”

Click on “Member with e Enter the subscriber's information
Coverage”

Once you've registered, we'll occasionally send you e-mails with information and
quick tips that make it easy to have a healthy smile.

NOTICE OF NONDISCRIMINATION AND ACCESSIBILITY POLICY
Altus Dental Insurance Co. does not discriminate on the basis of race, color, national origin, age, disability, ar sex.
Espafiol (Spanish): ATENCION: Si habla espaiiol, tiene ¢ su disposicion servicios gratuitos de asistencia lingUistica. Hame al 1-877-223-0588
Portugués (Portuguese): ATENCAQ: Se fala portugués, enconframse disponifveis servigas linguisiicos, grafis. Ligue para 1-877-223-0588.
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| A healihy view |

Blue20/20

Benefits you can see—from a company you trust

Save money on all your vision needs. With our Blue 20/20 plans, you can save on Byeglasses,
contacts, and routine eye exams. We've partnered with EyeMed Vision Gare®, an independent
vision benefits company, to bring you more choice, more value, and more flexibility, including:

« Access to one of the nation’s largest vision networks

» Exclusive savings on designer frames, premium
lenses and coatings, and contact lenses

« Award-winning customer service

Pls, ke 3 ek at tese andhiona foaures and disounts:
off the wetall pricgor

ASIK or PRK procedures

jear purchases
prescription sunglasses

lles like contact lens:solution

an Ingiap Licensea of the Blua Crass and Bkie Shiald Assaclaiion,

Blua Cross Biug Shisld ol huseis is

Chaose from thousands of independent providers
and retailers, including:

» LensCrafters®
* Pearle Visions
+ Target Optical®

+ JGPenney Optical
« Sears Optical®

Bo sen at your canyanlgnce—uhen

As a Blue 20/20 mermnher, you'l have access fo.l
of independent:providers. and. national retd
lacations.to chodse: from, you're ure to
sohedule that works foryou. = . -
For added convenience, shop-onine for s
qlasses.cam, of shop for.contacts by vis

__ Ia_ke___aduamagg'éf_:ihis iﬁi_p_mﬁm henefit

*Reguiar eye exams do more than identify vision

. problems, they can also provide the earhest
detection of serious health conditions, such as
- high blood pressure or ciabetes.'

1. Cenlers for Diswase Conliot and Prevonion. Keep an Eyo on Your Yistn Health. Moy, 2016.
Avaliable om edo ithyvision.




Look at how much you can save

- Save $290 on glasses with standard single-vision lenses

Save $242 on disposahie contact lenses

" Step 1: Get an Eye Exam ' $10 $88 Step 1: Get an Eye Exam $10 $88
Step 2: Pick a Frame : $40 : $170 <F“ and FDHUW Up I S $40 $74
Member selected $170 frame and Slep 2: Purchase Conlact $70 $200
has a $130 allowance L.enses.

Step 3: Pick a Lens $25 $75 Wether selected $200 romact
Upgrade to Std. Palycarbonate $40 $82 lenses and has a $130 allowance ) ;
Add Tint $15 $25 E |
 Total Cost 8130 $a20 Total Cost ) $120 ‘ $382

® 89" savir 0s

® 67% savings

Henes ace nol provided lor servites o matenlafs #rising ¥om. othoplic of visita teiming, sulimermal vision algs and any assochaiod supplemental lesting: aniselkonic lenses: medical andfos sutglcal reatment of the sye, ayes, of suppodirg

shuciuras; any eye o vision cxaminglon, o any corechve eyewear ieaited by & yhalde! a3 v com o

covered  lund as a bifocal leas. Slandard progressive fens covered — fund premirn progressive as a standard

zefaly By services provided as a femill of any workers” compensation lev, or simitar leglalaton, o required
by any qovarnmanial ggency o program wihelhe ledesal, slate, o subdivisions thereol; plang fron-prescription) Icﬂscs ancior contact kenses: ko presciiplion sunglssses; o pair of glasses in few of bilecals; sendces o materials provided
by eny oiher gioup benelit plon providieg visien cave, cetlain beand nome vision miaterials m which the manolachurer IMESSEs @ ro-ciscount GOBCY: 0 services rendesed alter (e daie an nswed person censes 10 b coveted under fhe polity,
exgep] when visinn maledals ordeted belore coverage erded ase detivered, and the servicas sendered Lo tha nsured pisan are wilhin 31 days rom the date of such @rder. Lost o broken lenses, tames, giasses, of contaet lentas whi nol be
teplicedt ercepl In 1he nexl benglil requency when viston matedals viould roxl become availzble Benohis may nol be combired wiln any discoum, promodo=al ofering. o orer group hienchi plans, Standardipremiom prggragsive f2ns no)

' The above examples are bazed on a Blus 2770 Plan with a SH Exam copay / 525 Lens copay / 5130 Frame ot Conlact Allwance,
"“Costs are hased on bnguslry pverages. Aetel prices and costs wit vary by markel and pionder type. Premivms no! incl.xied.

I's gasy to save with Blua 20/20

Ask your employer how you can enroll in Blue 20/20 today!
Visit blue2020ma.com to find if your eye doctor is in the EyeMed network.

Blue Cross Biue Shield of Massachuselts complles with apglicable federal chvi! righis
|laws and doas not discriminate on the basis of race, color, national crigin, age, disability,
sex, sexua orfentation, o7 gender identlly.

ATTENTION: i you don't speak English, language assistance sesvices, free of charge,
are avallable {o you. EyeMed Network/Palisnt Services at the number on your D Card

TTY: 711},

ﬁ' E * D Registened Alams of (e Blue Crass ard Blue Snieln Asseciaton @ Registered Liams and SM Sarvice Llarks are the gropery 0! thel sespeciive owners

_.__4 Shuw yeu; mrd_
wlwu ,'{IU mlve :

ATENCION: Si habla espariol, tlene a su disposiclon servicios gratuites de asistencla
cen et ldioma, Liame al nimero de EyeMed Networ/Servicio al Paclente que flgura

en su tarjela de identificacidn (TTY: 711).

ATENGAQ: Se vocd nio fala Inglés, sio-he disponiilizados gratuflameste servigos de
assisténciz de idlomas. Telelone para a EyeMed Network/Servigos ao Paciente usando

0 ndmero no seu canao de 1D (TTY: 711).

& 2017 Blve Cross and Bhue Shiekd of Massacnuselis, ine , and Blug Cross and Blue Shield of Mozsachusas HMO Blse, Ing

17572508

evye

550549 (DBI17)
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[] New Enrollee
(Please Complete A, C, D and E)

L] Change Request

qualifying event)

(For changes, complete Sections A, B and all other applicable sections.
Plan changes can only be made at Open Enrollment or duetoa

[] Termination Date:

Application / Gha_ngé Form

‘

Please print clearly.
Please use a black or blue pen.

Blue 20/20 Group No.

A Employee Inf
Name of Employer:

Effective Date;

Dept, / Division:

B.1f Making a Change from.
Check All That Apply:

[ Name Change

[ Employee SSN Correction

[ Add/Remove Dependent

D Date of Birth Correction
D Late Enroliee
[ other:

Previous Enroliment

J Address/Telephone Number Change

Add Dependent(s):

Date of Occurrence

] Marriage

Social Securily Number: Date of Birth: Sex:
L__I Male D Female
Last Name: First Name: MI: Marital
Status: L] Single [ married
Mailing Address: City: State: Zip Code:
Date of Hire: Home Phone Number: Work Phone Number: E-Mail Address:

D Domestic Partner

[ ] Newborn {uptoage 1)
Cl Adoption

D Court Order

[ Loss of Coverage
[ other

[] Remove Dependent(s)

Date

Reinstate Coverage:

Date:

Reason:

Terminate Coverage:

Date:

Reason:

Reason:

s 15 €n

Blue Cross Blus Shizid of

pendent Licensae of tha Blus Cross and Blua Shield Assecialon




Blue20/20

C. Coverage Selection. & @5t

Options Selected: ] Employee ] Employee plus Spouse or Domestic Partner
L] Empioyee plus Child U Family

'D: Family Information—Compiete for :é'ﬁ'yq'_r'l'é,- taking or dropping Blue 20/20 Coverage®

Name Social Security Number Date of Birth Relationship Sex

(First, M|, Last Name} mm/dd/yyyy

(T Add 7 CF
D Delete D M

[T Add / C1e
[:] Delete [:] ¥

[ Add / LIF
D Delete [:l M

[ Add /7 [
[:] Delete |:| M

(] Add / Or
D Delete D M

L Add 7 ’ (e
(] Delete ] M

[ Add 7 C1F
D Delete D M

* Application does not guaraniee enrofiment,

Eligibility Notes:

1.Employees are eligible for coverage if they meet the definition of an eligible employee as defined by their employer and
Blue Cross Blue Shield of Massachusetls,

2. Domestic Partners are eligible for coverage it they meet the definition of a Domestic Pariner and if allowed by the employer.

The information here is complete and true. | understand that Blue Cross and, Blue Shield will rely on this infarmation to enroll
me and my dependents or to make changes to my membership. | understand that | should read the subscriber certificate or
benefit booklet provided by my employer to understand my benefits and any restrictions that apply to my vision plan,

Signature of Employee Date

Visit us at www.blue2020ma.com

FazY
217

& Registered Marks of the Blue Cross and Blue Shield Asscciation. & 234 Blue Cross and Blue Shield of Massachusells, Inc.,

and Blue Crass and Piua Snlefd of kassachusetls BMO Blue, Inc
125544 550554 (1f141) 2.5C



lue20/20

Blue 20/20 is administered by EyeMed Vision Care® ,an independent company.

Your eyes can be damaged by the sun’s ultraviolet (UV) rays in the same way your skin gets sunburned.

All 1t takes is one day’s exposure to bright sunlight reftacted off snow, sand, or water, More seriously,
continuous exposure to UV rays can put you at risk of developing vision problems later in life.

The Right Sunglasses Are More Than Just a Fashion Statement

Mirrored sunglasses and tinted lenses may look stylish, but they don't offer protection from sun damage.
Be sure to select sunglasses that block at least 99% of harmful UV rays.

Blue 20/20 Members Save at Sunglass Hut™
Don't forget your special code.

How to get your code: :
» Log in to the Blue 20/20 mem
* Click on Special Offers

o Click on Sunglass Hut EyeMed offer

ber website at blue2020ma.com

Get $20 off any purchase or $50
off a purchase of $200 or more.”

American Optomstric Assoclation, Protecting Your Eyes from Solar fadlallon,
aoa.org/patients-and-public/cartng-fo-your-vislan/uv-p y. A

d 27 March 207,
bia = any Sunglass Hut store In the 4.5, Changl, Costs, o, Maul Jim, Oatilay,

Tiftany. Ray-Ban Jr., and Tem Ford or al sunglasshut.cam. Umit one tode
unts, or promotional offers, This oifer Is not goad an glft card purchoses, glit vap, shipplng & handiing, laxes, returns or exchanges.
1 be sold or iransfemed, and wil not bs replaced IF fost, stolen, or damaged. Valid in ihe LLS. only. Offer valld ualll 12/31/2018.

*Non-prescrption surg| anly. Red
par iransacilon. Not valld with any other coupans, disca
No cash-back value, cannct ba redeemed for cash, may no
ATENCION: 57 habla espafio), tiene a su dispasicion senvicios gratufios de asistencia
con el Idioma, Liame al nimero de EyeMed Network/Serviclo al Paciente que
Figura en su tarjeta de ientificacion (TTY: 711),

AFENGCAQ: Se vocé ndo fala inglds, so-the disponibllizados gratultamente
servigos de assisténcia de idlomas. Telefone para a EyeMed Network/Servigos
a0 Paciente usando o nimeeo no seu cartgo de 1D (ITY: 711).

Blue Crass Biue Shield of Massachusetts complies with applicable federal civil
rights laws and does not discriminate on the basis af racs, color, national origin,
age, disability, sex, sexual orlentation, or gender identity.

ATTENTION: If you don't speak English, anguage assistance sewvices, free of
charge, are available to you, Call the EyeMed Network/Fatient Services number
on yaur 1D card {TFY: 711).

Biua Crose Biua Shisld of Massachusens is Bn Indepandeni Licensee of the Dlue Crass and Blun Shiofd Associnfon.
® Reglstered Marks ol the Blua Cross and Blue Shield Asseciation. ®" Registerad Matis and TM Trado Maihs ara property of their taspective ovmers, S U n I a h
© 2017 Blue Closs and Bluo Shioid of Mossachuselts, inc., and Blus Cross and Blus Shiold of Massechusalle HAQ Blus, Ing, SS
176127M {0an7)
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Important Information About Your PREPAID BENEFITS CARD

If you're newly enrolled in the Flexible Spending Account Program, you will autarmatically receive the new blue
Prepaid Benefits Card, You'll receive two cards at your home address for you and your family members to use. The Cards

will arrive in a special envelope that looks like this —so please don’t throw it outl

B niommsaint

Da Nt Throw Aw

Your Prepaid Benefits Card is loaded with the value of your annual FSA\HSA election amount {less any amounts you
have already spent in this plan year.} Using your Card helps you keep cash in your wallet and makes accessing your FSA
funds easy. The Card can be used, instead of cash, to pay for qualified health care expenses such as:

s Prescription and health plan copayments, ¢ Mail-order or online prescription invoices
deductibles and coinsurance ¢ Vision services and eyeglasses

¢ “Amount Due” on medical and dental e LASIK surgery
statements o Eligible over-the-counter (OTC) items

o Qrthodontics

You'll simply swipe your Card each time you incur a qualified health care expense and the amount of your purchase
will be deducted from your FSA— automatically. You can also flll in your Card number on bilis you receive from
providers to pay the amount you owe. You'll have no claim forms to complete and you won’t have to walt to get a
check in the mail. You can check balances or account details anytime - online at www.cpal25.com or via the mobile

app -- CPA FLEX MOBILE. It's that easy!

It's Important to Save Your Receipts!
Your Prepaid Benefits Card will definitely improve your cash flow. However, be aware that the IRS requires the Card be

used only for eligible expenses. Most of the time, we can verify the eligibility of the expense automatically. Yet, there
are instances when you'll receive a letter/notification asking you to furnish an itemized receipt to verify the expense.
When you receive such a request, make sure you submit the receipts as soon as possible to avoid having your Card

suspended until receipts have been submitted and approved,

What is an itemized receipt?
provider name, services received or item purchased, date of service,

An itemized receipt must include: merchant or
and amount of the expense. Cancelled checks, handwritten receipts, card transaction receipts or previous balance

receipts cannot be used to verify an expense.

Using Your Card is as Easy as 1-2-3!
Look for additiona!l information about how to use your new
the mail. We hope you enjoy this new exciting feature of your plan! Remember,

or restaurants — only at heaith care related providers.

Prepaid Benefits Cards inciuded with your card packet in
the Card will not work at gas stations

Save your card. Every year you re-enroll, the funds get loaded on to this card!

Cafeteria Plan Advisors, Inc.
420 Washinglon Street, Suite 100, Braintree, MA 02184 761.848.9848 www.cpal2h.com

© 2017 ALL RIGHTS RESERVED WEX inc. CPA10.30.17




THE FLEXIBLE SPENDING ACCOUNT SITE

FSA Eligibility List FSA Deadline Tracker FSA Learning Center RX Process
Eliminate Eligibility Receive Deadline Get Answers to Alt Your EasHy use Your FSA
£SA Questions! Card for OTC Items

Guessing Garmnes Rerinders

To Access FSA Store Visit cpa125.com/fsaextras.htm

O =)
Code: OECPA

Expires 12/31/19 + 1 use per customer

LA R LSRR SENENEERREN.]
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Flexible Spending Benefits

B SAVE $$ on Eligible Health & Dependent Care Expenses 4

Town of Webster

One of the Few Gifts the IRS Gives!

Discover the benefit that SAVES YOU MONEY. This perk allows you
to set aside a portion of your pay—BEFORE TAXES-—to cover out-

of-pocket expenses in these categories:

¢ HEALTH CARE." Includes co-pays {medical & prescription),
deductible expenses, non-cosmetic dental work, ortho-
dontics, prescription eyeglasses, contact lenses,
laser eye surgery, alternative health therapies
(e.g. acupuncture), mental health services,
and MORE!

Max. Annual Election: $2,700.

& DEPENDENT CARE.” For children under
under 13 and dependents with special needs.
Eligible expenses include: day care, pre-school,
hefore & after school care, summer day camp,

elder day care.
Max. Annual Election per Family/Household: $5,000.

o stalus i

Who’s Covered? The Health Care FSA plan covers you, your
spouse, and dependents as defined by the RS, including children
claimed on the employee’s tax return and adult children to age 26 if

covered under the employee’s health plan.

HSA Ineligibility. If you or your spouse has a Health Savings
Account (“HSA"), you are NOT ELIGIBLE for a Health Care FSA account.

* Not all Health Care expenses are F5A-eligibfe, such as cosmetlc procedures or products, even if performed or
dispensed by a doctor {i.€., Botox, teeth whitening, veneers, ete.}, and genera health expenses {i.e,, touthbrushes,
nes-prescription sunglasses, etc.). Vitamins, supplements, non-prescriptionfover-the-counter medications, etc,,
require a physician’s prescription to be FSA-eligibe. Sorme expenses, such as medical equipment, may be FSA-
eligible with a physician's Letter of Medical Necessity. You are advised to check on the eligibility of an item or

service befare incurring an expense. Visit https:/ffsostore.com/ESA-Eligibility-List.and search the “Eligll¥e Products

and Services List” for more Info, on FSA-eligible products and services, as welt as criteria for eligibility,

Money Go

 Further!

& ':_'._de,r;endmg on yourr PO

" Enroll within 30 days of

~your q_ualifyi_n__g event

“The PLAN YEAR is the date
- of your qualifying event . -
= throuah 6/30/2020 . -

it’s easy! Simply complete an
“Authorization for Pre-Tax
Deduction” form and send it to us
within 30 days of your
qualifying event

Note: Re-enrollment is
not automatic.

3 Rollover Option

Up to $500 in unused Health Care
ESA monies can be rolled over to
the next plan year if you re-enroll.

NEW! Track Your Account
and File Claims 24/7!

Log in to your employee portal
via our website (CPA125.com), or
use our handy app:

CPA Flex Moblle.

Benefit Cards

New Health Care FSA enrollees will
be sent 2 cards that can be used at
most medical and dental facilities,
optica! shops, and pharmacies for
prescriptions. Keep your cards!
They have a 5-year shelf life and
will reload each time you

enroll until they expire. d,gm‘sjfdy

++ gyernight camp, school tuition, exira-cuerloular programs, efc, that aren’t daycare/childcare-based, are not FSA-eligible.
. . W @ CPA 2
Flexible Spending Plans administered by... %, ,.;h-;\j &
L

CAFETERIA PLAN ADVISORS | 420 WASHINGTON ST., SUITE 100, BrRaINTREE, MA 02184 | CPA125.com




Cafeteria Plan Advisors, [nc. NEW HIRE / CHANGE IN STATUS

420 Washington St. Suite 100
Boainis M. 02184 FLEXIBLE SPENDING PRE-TAX PAYROLL REDUCTION
Phone 7111-%3-9348 Form must be returned to CPA HR Use Only
Email:cf fo @Cczlzs_mm within 30 days of change First Payroli Deduction Date
Fax 781.848.8477 [} New Hire or [ Change Per Pay Period Amount $
Personal Information
Nome: Employer: TOWN OF WEBSTER
Mailing Address: Plan Yeor: date of hire/eligibility — 6/30/2020
City, 5T, Zip: SSN: DOB;
E-Mail; Phone:

Payroll Information:

lama: Town Employee [ School Employee []
1 am paid: Weeldy 52 [] Bi-Weekly 26 [

The following gualified change in election for the Cafeteria Plan is the result of one of the following:

] New Hire Date of Hire: O Qualifying Event Date: Event:
New Benefit Elections:
[ FSA Health Care Account {$2,700 maximum) Efection for Remainder of Plan Year:  $

FSA Debit Card Included for the Health Care Acceunt.  $500 Roll Over option In effect for this plan year for avaifable balance in the Health Care Accotint

[ £SA Dependent Care Account (35,000 maximum} Election for Remainder of Plan Year: $
Confirm elfgibility requiraments prior to enrolling

Direct Deposit Information (Required if not on file with Cafeteria Plan Advisars, Inc.)
i hereby authorize Cafeterfa Plan Advisors, Inc. to deposit my claim reimbursements directly to my bank. | also authorize drafts to
adjust any over deposits that were credited to my account in error. twill contact Cafeteria Plan Advisors, Inc, immediately with any

bank informatlon changes.

Name of Bank; [] Checking [.] Savings

Routing Number {9 digits): Account Number:

Certification

i hereby authorize a salary reduction agreement for the amount({s) shown above. [ understand that:

Cafeteria Plan Advisors, Inc. will hold these funds until efigible expenses are incurred and a claim is submitted. Funds may be forfeited in
accordance with IRS Publicatlon 969 If efigible expenses are not submitted for relmbursement by plan year deadline or purchased utllizing the
provided debit card {If applicable). If terminated, expenses may be Incurred through termination date,

+  Dependents must quallfy under regulations set forth in IRC sectlons 152 and 129.

Expenses generally must be consistent with allowable medicai deductians under IRS Publication 969.

This election cannot be revoked or changed during the plan year without a qualifying avent as defined by the [RS and must be incurred during

active employment.
If you or your spouse are ‘contributing’ to a Health Savings Account (HSA}, you are NOT ELIGIBLE for the FSA Heatth Care Account,

Participants must re-enrolf each plan year. Your plan has the Roll Over option, Eliglble balances will roll over to the subsequent plan year for
avaliability “after” the current plan run out period of 90 days. You must enrolt in the subsequent plan year to utilize roll over funds.
s  Dependent Care Plan Participants only: |, the undersigned, certify that i have read the Dependent Care Reimbursement Plan Guldelines

{www.cpal25.com) and meet all requirements necessary to participate in the FSA Dependent Care plan. The undersigned agrees ta notify the
plan administrator in writing within 30 days should the undersigned no longer meet ellgibility as mandated by the IRS. Dependents must qualify

under IRC section 152.

Signature: Date:

Return to your HR/ Payroll Department within 30 days of the qualifying event




USAble Life
P.O. Box 1650
Litle Rock, Arkansas 72203

Group Enrollment or Change Form
{Please print or type in Black ink.)

[ New Employee {71 Declination
{71 Beneficiary Change {1 Ghange of Name
] Dependent Stalus Change (Indicate reason

“Employee Legal Nama (First, M.1., Last)

[J Reinstatement (Complete Date of Rehire as Employment Bate}

(] Class or Salary Change
[ Termination Date:

)

Group #
Class
Daptiiocation

Eff Date

For Name hange. Give Prior Lt Name

Home Addrass City State | Zip Telephone No.
Social Sacurity # Dale of Birth Gender Marital Status
[ Male {]Female

Hours worked weekly

Date Employed Full-time

This will revoke any existing beneficiary designations you may have for these benefits.

Occupation
Employer's Name Salary $
[ Weekly [} Monthly [J Annual
() ompleie ectio app ar. Optiona overage gence o ah O ay be required ena
ADD Delete
[ O
LIFE d ]
ADZD |
STD [ [ ]
LTD (] u
O { T
() H AR [ f ) A s

PRIMARY BENEFICIARY(IES) (Will receive proceeds if living at death of Employee):

Name (Last, First, Mi}

Address

SSN Birthdate

Relationship

Percentage

Total must equal 100%

=0

CONTINGENT BENEFIGIARY{IES) (Wil recelve proceeds if Primary Beneficiary(ies) are not fiving}:

Name (Last, First, M1}

Address

SSN Birthdate

Relationship

Percentagse

Total must egual 100%

=0

Dale

| represent that the information provided above is true and correct. } understand that if | am nol actively at work on the
effective date of my coverage, my Insurance will not begin until the day | return to work. For those coverages I have
declined, | understand that if | choose to enroll at a later date, Evidence of insurabllity may be required. If the Plan

provides that any contributions be made by me, i authorize my employer to deduct them from my pay.

Warning - It is or may be a crime to knowingly provide false, incomplete or misleading information to an insurance
company for the purposes of defrauding the company or other person. Penallies may include imprisonment, fines, and a

denial of insurance benefils in accordance with applicable state law.

Signature of Employee

1000 (5-09)

Date Rocelved - Home Offlce




Live life. You're covered.”

Congratulations! You and your dependents now have
This program offers you a broad range of valuable trave
phone call to our response center, you will be connectedtoag

fram home.

Travel assistance services Medical assistance services

s  Medical transportation assistance’

accass to the Travel Assistance Program provided by AXA Assistance USA, Inc.
| and medical support services 24 hours a day, 365 days a year. With one simnple
fobal network of providers to assist you when you travel 100 miles or more

*  Travel assistance
- Lost document and luggage assisiance

- Emergency cash/hail assistance

- Emergency medical evacuation

—  Medical repatriation

- Return of mortal remains

—  Retwn of traveling companion

—  Visit of a family member or friend

- Emergency message transmission
- Telephone interpretation
-~ Legal referrals

- Pre-trip and cultural information —~  Return of minor children

- Vacecination recommendations - Dispatch of physician

—  General travel information *» Medical assistance
-~ Medical and dental referrals

~  Coordination of hospital admission
—  Critical care monitoring
—  Dispatch of preseription medication

- Vehicle return’

Do you need assistance?

if you have any questions about the services or require assistance, please contact us at:

1(866) 384.2786 OR -+1 (B30) 616.4536 ({collect) OR madassist-usa@axa-assistance.us




Just a phone calf away

Travel information and medical assistance
services can be accessed worldwide
24 hours a day, 7 days a week, 365 days
a yaar.

Travel web portal

Our web portal, WebCorp, offers
travel information at vyour fingertips.
inforration available includes practical
travel information, medical and
secwrity alerts, and our global medical
provider search tool to help you hefore,
during, and after your trip. Use the
credentials below to log in today. Visit
https://webcorpsf.secure.force.com:

=  Username: travei@usablelife.cam

»  Passwaord: LIFE®

~

USAble Life

TRAVEL ASSISTANCE PROGRAM

Carry this card with you when you travel.

DID: 630.616.4536 | TFN: 866.384.2786

-

Program guidelines

Services will not be provided or available for any lass or injury that
is caused by, or a result of:

= A mental nervous condition or diagnosis
* Traveling against the advice of a physician
+  Traveling for medical treatment

= Pragnancy and childbirth {exception; complications of
pregnancy) or voluntary-induced abortion

18L-USAL-0361

)
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0. Box 16850 | Little Rock, AR 722031650 | 8U0.64B.0271 | 501.375.7200 | USAbletife.com

CALL AXA ASSISTANCE IF YOU HEGUIRE:\

P
\

¢ Medical and dental referrals

* Medical evacuation or repatriation

*  Hospital admission and critical care monitoring
=  Return of mortal remains

*  Dispatch of prescription medication

* bost document and luggage assistance

*«  Emergency cash and bail assistance

*  General travel information

This is not a madical insurance card. All services
must be authorized and provided by AXA Assistance USA, Inc.
No reimbursements will be accepted. ’

|
i
]
i
1
3
i
|
1
i
I
[
1
i
I
¥
1
1
i
!
|
I

‘Program Terms: When traveling 100 miles or more away from
home for up to 120 days, medical emergency transportation
services include the arrangement and payment for any reasonable
and custormary charges determined by AXA Assistance USA, Inc.
Vehicle return service is applicable upon activation of medical
emergency transportation.

No reimbursements for out-of-pocket expenses will be accepted.

All additional costs are the responsibility of the member. Services
will be provided as permitted under applicable law, Services must
be authorized and arranged by AXA Assistance. Travel assistance
services are not insurance.

M USAble Life




indigo

INSURANCE SERVICES

competitive rates,
easy enrollment,

in a single call

CancerCare_EIite




CancerCare Elite

CancerCare Elite provides extra protection when you need it most. Designed to
supplement a current medical plan, CancerCare Elite offers peace of mind throughout
the preventive, treatment, and recovery processes.

Why You Should Consider Cancer
Care Insurance

Being diagnosed with cancer or illness can be
scary, and also quite costly, Your Blue Cross

Blue Shield of Massachusetts health plan will
cover many of your medical hills, but other
cancer-related costs—such as daily living
expenses, copayments, and deductibles—can add
up fast. Now you can lessen the financial burden
with CancerCare Elite.

Get the Protection You Need with the
Flexibility You Want

CancerCare Elite offers you the fexability to
select the coverage that best meets you and your
family’s needs,

Employees can rest assured that they will be
covered for the diagnostic and treatment options
that best suit their individusl needs, such as:

» Surgical second opinion

8 Medical supplies and equipment, such as
braces, crutches, and wheelchairs

# Prostheses

» Stem cell transplant

» Bone marrow transplant

» New or experimental treatment services that
are endorsed by the American Cancer Society

= National Cancer Institute (NCI) consultation

s Inpatient treatment for specified diseases,
such as cystic fibrosis, Lou Gehrig’s disease,
tuberculosis, and more

When you choose a CancerCare Elite plam:

= Benefits are paid directly to you

# Benefits will be paid in addition to the benefits
paid by your current health plan

= Money can be used toward your choice of
expenses, including deductibles, co-insurance,
copayments, and daily living casts

» Coverage is guaranteed renewable for your
lifetime and is not dependent on
your employment

= An At-Home Recovery Benefit pays a
manthly amount to assist you with home
maintenance expenses, such as yard work and
house cleaning

You can choose from three plan options.
Please see the enclosed USAble brochure for
additional information about these plans.




Muitiple Plan Options for Financial Flexibility

CancerCare FElite offers three flexible plan options designed to meet an employee’s financial needs.
To review each plan’s individual payment options and specific benefits, please refer to the chart below.

$100 per day for first $250 per day for first $300 per day far first 60 days,
60 days, $200 for each 60 days, $500 each $600 for each subsequent day'
subsequent day’ subsequent day!

Beginning on the first day of confinement, benefits double for covered chitdren. .

ient Radiation, Chemothe

$5,000 maximum $10,000 maximum $15,000 maximum

per calendar year per calendar year per calendar year

Radlation, Radioactive Isotopes Therapy, and Physician Administered Chemotherapy
Pays charges up to 100% of the calendar-year maximum selected,

self-Administered Chemotherapy, Antl-Nausea/Comfort or Relief, and Malignant Growth
Prevention Substances

Pays charges up to 10% of the calendar-year maximum selected.

Biood and Blood Plasma
pays charges up to the calendar-year maximum selected.

$1,000 maximum $2,000 maximum $4,000 maximurn ,

per operation per operation per aperation

Pays for surgery, including skin cancer, as detailed in the surgical schedule up o
sefected amount. Anesthesia pays 30% of the amount payable under the surgical benefit.

Successive periods of confinement are the same period of confinement nnless separated by morc than 30 days.

=




What You Can Expect to Pay
for Coverage

CancerCare Elite

The cost per month for the core plan options are:

Lo Individual +
Individual | chifdteeny |- 2™
Planl | $1270 | S15.60 | $23.46
Planll | $1814 | $2212 | $33.54
Plan (il 52172 $26.62 $42.74

Flective Benefit Riders

You can also gain added protection from the
following benefit riders:

= Cancer Disability Benefit Rider—Pays an
additional benefit if you are unable to work due
to cancer treatments for up to one year.

» Cancer Diagnosis Benefit Rider—Pays a
one-timne payout for an election period of your
choice, starting at the initial cancer diagnasis.

The costs of these additional benefit riders
are per month, and are in addition to the
CancerCare Elite plan option,

Cancer Disability Benefit Rider

Pays the selected monthly disability income
benefit for one year due to internal cancer.

Individual + .
Individuat | Chitdtren) Family
$250
Benefit 51.20 $1.20 52.16
$500
Benefit $2.40 $2.40 $4.32

Cancer Diagnosis Benefit Rider

Pays the amount selected below for the first
diagnosis of internal cancer. Insured family
members qualify for 100 percent of the primary
insured benefit amount.

individual l:f:;‘::‘:;; | Family
gle'ggf(i)t $0.84 $1.02 $1.56
gghoe?;? S1.68 $2.04 $3.12
gg;?ecf)i? 32.52 $3.06 | $4.68
S0V s336 | sacs | seza
rony | $4:20 §5.10 $7.80

Please note that these rates are for Massachusetts
residents only, Rates may vary slightly If you reside putside
of Massachusetts, CancerCare Elite is an individual product,
and therefore is filed with the Division of Insurance in

each state. CancerCare Elite may not be available for
purchase in every state,

To learn more about CancerCare Elite, please
see the enclosed USAble brochure that outlines
the plan designs, any additional benefits,

and all limitations. These pages summarize

the benefits of your cancer care plan.

Your subscriber certificate and riders define the
full terms and conditions in greater detail.

For a complete list of limitations and exclusions,
please refer to your subseriber certificate

and riders.




Specified Disease Coverage

CaricerCare Elite extends beyond cancer by
including a Specified Disease Benefit that covers
illnesses such as cystic fibrosis, multiple sclerosis,
and more. Please see the enclosed USAble
brochure for a complete list of conditions.

Wellness Benefit

When treating cancer, early detection is best.
That’s why CancerCare Elite offers the Wellness
Benefit, which covers screenings to check for
cancer before symptoms start,

This benefit pays a maximum of $75 per

calendar year, per insured, for the following

cancer screening tests:

* Mammagraphy

s Thermography

= Colonoscopy

» Hemaccult stool analysis

= PSA (blood test for prostate cancer)

» (1A-125 (blood test for ovarian cancer)

» (UEA (blood test for colon cancer)

» Pap smear

= Flexible sigmoidoscopy

= Chest X-ray :

= Any diagnostic procedure that can lead to the
positive diagnosis of cancer




INSURANCE SERVICES

LAMDMARK CENTER

401 PARK DRIVE

BOSTON MA 02215-3326
617.246,6500

WWW. INDIGD-ENSURANCE.COM

Please note that all apptications are individually underwritten by USAbie Life and if an employee andfor spouse and/or children have been
diagnosed with cancer or other specified diseases prior o the effective date of coverage, hefshe/they may be denled coverage, In addition, the
policy includes a one-month waiting peried. During this waiting period, if an employee is approved for coverage and is diagnosed with cancer or a
specified disease as outlined in the enclosed brochure all paid premiums wil be refunded and the policy will be terminated.

This benefit summary provides a very brief description of USAble Life's insurance products. This is not an insurance contract and only the actual
policy provisions of an issued policy control. USAble Life's policies set forth the rights and cbligations of covered persons and USAble Life along
with any limitations and exctusions that may apply. If you are approved for coverage, you will be provided with a policy. Please read your

policy carefully.

products
underwritten by

Indigo Insurance Services, LLC is a subsidiary of Blue Crass and Blue Shietd of Massachusetts, Inc. Indigo selis certain I————

praducts of USABe Life, which is owned In part by 8lue Cross and 8iue Shleld ol Massachusetls, Inc. @ Registered Marks =

are the property of their respective owners, TM Trademarks are the propesly of their respective owners. © 201 Indigo USAbh Ier
L]
————

Ihsurance Services, LLC,
#IDSTTOM 55-0077 (2/1) 5C




USAble Life

Little Rock, Arkansas 72203

[ New Business

s

Name (F|

[0 Change Form [0 Replace USAble Policy Na.

Plaase Print Using Dark Ink

CANCER APPLICATION

& CHANGE FORM

CiOHice Use:Only:
Policy Number
Effeclive Dale
Group Number
Dept./Loc

! Policy Lost (3 Policy Attached

T For Name Change,

Give Prior Last Name Soclal E‘:e&urlly #

Date of Blith Birth State or Gountry

Home Address Cily State Zip County
Name of Employer Date Employed Full-Time Occupation
Work Phone Home Phone

Sex

Date of birth

Blrth State

Person Proposed for Insurance

mo.

or Country

Marited
Stalus

Show first, middle, last name

Relationship

[ day | yr

| hereby apply for the foliowing coverage:
CEP Palicy

[] Applicant

oz

O Applicant & Children

o

7 Applicant, Spouse & Children
Add Delete Elective Rider(s):
0 [1 $___  CancerDiagnosis Rider

Ll
O
[:l

Plan 1 - (3100 Hosp. Confinement, $5,000 Radiation/Chemo/Bload,
$1,000 Surgical/Anesthesia, and Specified Disease Benefit)

Plan |l - {($250 Hosp. Confinement, $10,000 Radiation/Chemo/Blood,
$2,000 Surgical/Anesthesia, and Specified Disease Benefit)

Plan Il - {$300 Hosp. Confinemeant, $15,000 Radiation/Cheme/Blood,
$4,000 Surgical/Anesthesia, and Specified Disease Benefit)

O [ %  Monthly Disability Rider:

O Yes [ No

Spouse Coverage

Total Monthly Premium: $

1. Is every persan to be insured covered by a Health Flan? OYes [ No If“No", this policy will not be Issued.

2. REPLACEMENT: Is this insurance to replace or change other insurance? [IYes [] No [f'Yes", give details
including name of company.

3. s any person to be Insured currently covered under any other specified disease policy that is not going to be replaced?
[]Yes [JNo Does anyone have specified disease applications pending with this or any other company? [] Yes [ No
If "yes” to either question, provide the following: Number of policies in forca? Number of applications pending?

4. OUTLINE: Have you received the Outline of Coverage and Disclosure Statement? [1Yes [ No (check one)

In signing below, | (a) represent that the statements and

answers given on all pages of this application are true, complete, and carrectly

recarded; (b) state that | have read and understand the “tmportant Note" on page 2 of this application; (c) authorize USAble Life or its
reinsurer to make a brief report of my personal health information to MIB; {d) autharize any physician, medical practitioner, hospital, clinic,

or other medically related facility,
any member of my family (only those w

Insurance coverage, hazardous aclivities,
its legal representative any and all such in
such records or knowledge to any agency emp

insurance or refnsurance company,
ho have applied for coverage on this application) regarding our mental and physical heaith, other

character, general reputation, finances, and vocation to give o USAble Life, its reinsurers, or
formatior: to use for underwrlting insurance; (e) authorize all said sources, except MIB, to give

or Medicat Infermation Bureau, Inc. having information on me or

loyed by the campany to collect and transmit such information in order to facilitate its rapld

submission; () agree that this authorization shall be valid for two (2) years from the application date; (g} agree that a photocopy of this
autharization shall be as valid as the original and | understand that a copy is available to me or my representative upon request; (h}

acknowledge receipt of written notifi
Act: and (i) acknowledge recaipt of t
above statements and agreements,
for my insurance. | state no perso

cation describing the use of the Medical Information Bureaw as required by the Fair Credit Reporting
he Information Practices Notice and the Insurance Fraud Warning, { have read and understand the
In applying for insurance, | authorize my empiloyer to make the necessary payroll deductions to pay
n 1o be Insured is covered by any Title X)X program — Medicald or any similar name. Caution: If your

answers are incorrect or untrue, USAble Life has the right to deny benefits or rescind your policy.

Be sure to camplete the Medical Information on page 2/reverse side.

Signed at:

Date of Application Date Recelved Home Office

{City and Stale)

X

(Mankn, Day, Year}

Agent's Signature

CEP-APP-MA (1-13)

Applicant'a Signature

Page 1




"SECTION4 = MEDICALINFORMATION -

Namae (First, MI, Last) Social Security # Employer

1. Has any person to be insured ever been diagnosed or treated by a member of the medical profession for: Yes
cancer or any malignancy, which includes carcinoma; sarcoma; Hodgkins Disease; leukemia; lymphoma; or
malignant tumar? If “Yes,” list person(s), and condition(s): (I [l
Persan(s) Condition(s)

2. Has any person to be insured ever been diagnosed or treated by a member of the medical profession for: Yes No
Addison's Disease, Brucellosis, Budd-Chiari Syndrome, Cystic Fibrosis, Diphtheria, Encephalitis,
Histoplasmosis, Legionnaires' Disease, Lou Gehrig's Disease, Malaria, Multiple Sclerosis, Muscular Dystrophy, 1 O
Myasthenia Gravis, Osteomyelitis, Poliomyelitis, Q-Fever, Rabies, Reye's Syndrome, Rheumatic Fever, Rocky
Mountain Spotted Fever, Scarlet Fever, Sickle Cell Anemia, Spinal Meningitis, Systemic Lupus Erythematosus,

Tay-Sachs Disease, Tetanus, Toxic Shock Syndrome, Trichinosis, Tuberculosis, Tularemia, Typhoid Fever,
Whooping Cough? If “Yes," list person(s), and condition(s):
Person(s) Condition(s)

3. Has any person to be insured ever been diagnosed or treated by a member of the medical profession for: Yes No
Acquired Immune Deficiency Syndrome (AIDS); AIDS Related Complex (ARC), or the Human
Immunodeficiency Virus (HIV)? If “Yes,” list person(s), and condition(s): ;| O
Person(s} Condition(s)

The person(s} named above in questions 1, 2, or 3 may be excluded in part or in totat from coverage by an
Elimination Rider to be signed by the applicant prior to policy issuance.
4. Name, address, and phone number of your personal physician(s):

IMPORTANT NOTE: The entire contract will consist of this application and the insurance issued in response to it.
THE INSURANCE WILL NOT BE EFFECTIVE ON THE PROPOSED INSURED UNLESS: (1) The policy is delivered to
the Owner; (2) The first modal premium is paid; (3) There has been no change since the date of this application and the
effective date of the policy in the health of the Proposed Insured as stated in this application; and (4) To satisfy premium
deduction requirements of my employer and dating requirements of our Section 125 Plan, if applicable, | understand that
my policy will be dated and become effective on the first day of the month following the Section 125 Plan effective date
{anniversary date for resolicitation) or on the first day of the month following underwriting approval, whichever is later.
There is no caverage until the effective date of the policy.

INSURANCE FRAUD WARNING. Any person who knowingly presents false information in an application for insurance
may be guilty of a crime and subject to fines and confinement in prison.

CEP-APP-MA (1-13) Page 2
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USAble Life VOLUNTARY LIFE AND AD&D ENROLLMENT FORM

P.0. Box 1650 - Little Rock, Arkansas 72203 (PLEASE PRINT)

3 New Enrolles {1 Change 0 Decline all coverages 1 Group #:
Employer: If Evidence of Insurability (EQI) is required, please submit the Evidence of Insurability form along with this
enrollment form to us.
Employer's Name
Empluyee’sLegl Name (Flrst, I.l

Social Security No.

Clty State Zlp Telephone No.

Home Address

Date of Birth Gender 1M O F | Salary § [} Weekly [ Monthly [ Annual

Qccupation {Be Exact) DeptiL.acation

Hours Worked VWeekly Dale Employed Full-time
PLAN INFORMATION - Ask your employer for the details about the cost, if any, and whether you will be required to

L Preminm

. ':".-'ln.i:'re'ase_:_"' Decrease . “ Totat Amount U (Campleted by
R T o7 Existing - Existing i of Coverage ~ihi L VEmployer) (U
A. Voluntary Group Life: L] Yes [ BN | L] :
Spouse [1Yes FiNo | || L]
Children |[[lYes [INo| [ | ] [ ]
B. Voluntary AD&D Employee | [ ]Yes [INo | [ | []
{EQI not required) Spouse [TYes [INo | [ ] B I
Children | [1Yes [INo | [] [ ] N ]
Do you intend to replace existing coverage with this policy? F1Yes [1No .
Dependents to be covered Gender Relationship Social Security No. Date of Birth
OmF
COMLIF
LImOIF
OMLOIF
CIMLIF
Employes Yes [ No

Have you or your spouse (if applying for coverage) used tobacco products in the past year?
spouse [ Yes [] No

Are you actively at work on the date of this application? 1 Yes [] No
'SECTION Il EMPLOYEE BENEFICIARY DESIGNATIO = ‘Check it Change Only ™ : S
This will revoke any existing beneficiary designations you may have for these benefits.
PRIMARY BENEFICIARY(IES) (Will recelve proceeds if living at death of Employee):

Name (Last, First, M) Address SS5N Birthdate Relationship Percentage | .
Tofal must equal 100% = 0
CONTINGENT BENEFICIARY{IES) (Will receive proceeds if Primary Beneficiary(les) are not living):
Name (Last, First, Mi) Address §SN Birthdate Relationship Percentage |
Total must equal 100% = 0

ve is true and correct. | understand that if 1 am not actively at work on the

Il not bagin until the day 1 return to work. For those coverages | have declined, |
if the Plan provides that any

| represent that the information provided abo

effective date of my coverage, my insurance wi
understand that if 1 choose to enroll at a later date, Evidence of Insurabiiity may be required.

contributions be made by me, | authorize my employer to deduct them from my pay.

Warning: It is or may be a crime to knowingly provide false, incomplete, or misleading
information to an insurance company for the purpose of defrauding the company or other Date Received - Home Offico
person. Penalties may include imprisonment, fines, and denial of insurance benefits In

accordance with applicable state law,

Empioyse's Signalure Date

VGLA-APP (5-09)




~ INSTRUCTIONS — How to Complete Section |l

Initial Enrollment —~Adding-Coverage:
Check "Yes" by each coverage you want. Check “No” by each coverage you do not want.

If you checked “Yes" by a coverage, check the “Add New” box, and complete the "Total Amount of Coverage” for which you
are applying.

For Example, you are applying for:

s Voluntary Group Life: $50,000 on yourself, $20,000 on your spouse, and no coverage on your children
* Voluntary AD&D: $100,000 on yourself, $50,000 on your spouse, $5,000 on your children

pren NRY COVERAGE(S)
_Complete this Section if applying for these
-Evidence of Insurability may be required. -

iy Inuredse o Decrease . 7 Fotak Armount ) Premium ~
Delete © Existing Existing - of Coverage {Completed by Employer}

B Yes L] No

A. Voluntary Group Life: Employee O O 0
Spouse B Yes [ No ] O [u} $20,000
Children [ Yes B3 No ] ] ]
B. Voluntary AD&D: Employee | X Yes [1No ] =] [ $100,000
{EOQ! nof required} Spouse X Yes [ No O O | $50,000
Chiidren N Yes [ No ] o g $5,000

How To Change or Delete Coverage:

If you are changing any of your coverage, please complete the information for all of the coverage you have, so that we are
sure we have everything correct. Be sure to check the appropriate “Add,” "Delete,” “Increase”, or “Decrease” box,

For Example, you currently have:

o Voluntary Group Life: $60,000 on yourself, $30,000 on your spouse, and $10,000 coverage on your children
s Voluntary AD&D; $100,000 on yourself only

You want to change your coverage to:

s Voluntary Group Life: $100,000 on yourself (increase), $20,000 on spouse (decrease}, and no coverage for children
(delete)
s Voluntary AD&D: $100,000 on yourself (no change), $50,000 on spouse (add)

g 3 o ese coverage
0 O PP g A . Do

A. Voluntary Group Life; Employee | X Yes[INo | O O = ] $100,000
Spouse KyesINo | O () (] ® $20,000
Children OYesPINo | O = | 0
B. Voluntary AD&D: Employes | Yes[ INo [ O O O 0 $100,000
{EO not required) Spouse B yes [INe O O 1 $50,000
Children OvYesENo 1 O O 0o (m

VGLA-APP (5-08)



e} i Employee Insurance Application
USAble Life Home Office: P.O. Box 1650
e Little Rock, Arkansas 72203
Accident Recovery, Hospital Care, Critical Care, Cancer Care

Date Received:

€1 New Hire/Enroflee (O Decline Coverage
0 initial Enroliment Event [ Change Request

| (N} Othef:
O Qualifying Event; Date: Event:

Employer Name Employer Address Dept.ocalion
O Mr. O Mrs. 0 Ms (Check one) | Employee's Legal Name (First, Mt, Last) QDM | Social Securily No.
Q Other: aF
Height: ! Weight: I Have you used any tobacco products within the past 36months? . Yes 0 No
Mailing Address Cliy State Zip
Day Phone: Evening Phone: Work Phone: Email Address:
Birth Date: ' Date of Hire! Age: Birth State:
Qecupalion/Jdob Tifle Regular Weekly Hours | Salary O Monthly O Annual O N/A | Employee ID
$

Full Name Domestic . inh Date | Height | Weight . .
First Middle Last Partner Occupation | Gender | ytoraryr) fu?n Lbs | Social Securily#
Spouse a Yes [l No OMOF
Child aMar
Child oMar
Child = aMgar
Has your spouse used any tobacco products within the past 36 months? W Yes TINo
law spouse, civil union partner, or domestic partner, if tegally recognized in the governing jurisdiction

Spotise includes your fagal married spouse, common
or as otherwise agreed upon hetween the policyholder and the Insurer.

No. Question Employes Spouse
4, Areyou aUS or Canadian citizen? OYes B No OvYes O No
2. Ifnoto qusstion 1, have you been issuéd a permanent residency VISA? QOvYes O No Oves U No
3 Iived continuousiy in the US or Canada for the last 6 months? Oyes U No CUyYes O No

el

indicate % Distrbution
f Birl tationshi i
Name Date of Birth Relationship Primary or Secondary Primary | Secondary

Q Primary or O Sacondary
O Primary or O Secandary

] hereby revoke the appointment of any existing beneficiary and designate the following t_Jené iéry U policy.

Total must equal 100% 100% 100%

No, Question Answer
1. Are you actively at work on a full timefpart fime basis and able to perform the regular duties of your occupation? OvYes O No
2. ifapplying for spouse andfor child{ren) coverage, is any proposed insured currently disabled? Oves O No
If “yes", List name(s) who will be excluded from coverage.
3. Isanyone proposed for coverage covered under Tille XIX program (e.g. Medicaid)? QOves [ No
If *yes", List name(s) who will be excluded from coverage.
7/13
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No. Quesiton . Answer
Accident Coverage Oniy:

4. Within the past 3 years, has any applicant had their driver's license suspended or revoked? OvYes O No
if "yes”, List name(s} who wilt be excluded from coverage.
Type of Election: 0 Add New U Delete LI Increase O Decrease  Change fo; O Employee U Spouse O Child{ren)
Accident Recovery Plan Selection Individual Coverage Family Coverage
1 Yes 3 Basic {1 Employee only 0O Employee & Spouse
a No 0 Select [ Employse & Children
O Ultra 0 Employee & Family
Additionat Riders: {Only avaifable if included in the plan selected by the policyholder)
Optional Riders for Employee & Family Amount Per Unit Available Units
(1 Accidental Death & Dismemberment $20,000 5
¥ Accident Hospital/ICU Daily Benefil $25/350 10
Type of Elecion; Q Add New Q Delete O Increase  Decrease  Change fo; U Employee & Spouse O Child{ren}
Cancer Care with Critical Care Crifical Care Cancer Care
1 Yes O Yes O Yes
O No U No O No
Family Coverage Elected Benefit Amount:
Individual Coverage 0 Employee & Spouse 0 Employee ($5,000 to $100,000 in $5,000 increments) §
O Employee only LI Employee & Children O Spouse® ($5,000 to $100,000 in $5,000 increments) $
0 Employee & Family O Child{ren)* 11 $5,000 O $10,000
Additional Rider: (Only available if included in the !an se!ected b y the pahcyho!der)
O Accumulation Benefit [ e RS R ] QYes QO No
*Dependent amounls cannof exceed the employse amount.
Type of Elecfion; [ Add New - 0 Delete O Increase O Decrease  Change to: O Employee O Spouse O Child(ren)
Hospital Care Plan Selection Individual Coverage Family Coverage
0 Yes J Basic (2 Employee only O Employee & Spouse
O No {1 Select {1 Employee & Children
0 Ultra O Employee & Family

Do you cumently have insurance like or similar to the coverage applied for? U Yes I No [f “yes' list the type of insurance, carier, termination date and
submit 2 copy of the pricr hilling:

Will the insurance applied for replace any existing insurance? O Yes U No If "yes” list the type of insurance, carier, termination date and submit a copy
of the prior billln q

Any person answenng YES to the following questions is not eligible for coverage. If multiple children are to be covered, please list the first name of any
child answering YES on the line provided in that erea

Applies fo Applicable Questions Appiicénf Spouse Child{ren)
Critical Care; | Have you or anyone proposed for coverage been treated for or diagnosed by a
Hospital Care; | member of the medical profession as having Acquired iImmune Deficiency
Cancer Care | Syndrome {AIDS), AIDS Related Complex {ARC) or Human Immuncdeficiency
Virus (HIV)?
Crilical Care; | Are you or anyone proposed for coverage currently disabled, or In the past 12
Hospital Care; | months have you been confined to a hospital, nursing home or rehab center, or
Cancer Care | has confinement been recommended?

OYes UNo | OYes ONo | OYes ONo

Yes UNo j dYes ONo{ OYes ONo
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In addition

to the q"uesl[oas above, !he fol!owm questeonmuste compl ed‘:AAnyﬂpersun answé:ing YES o the following questions is not eligible for
coverage. if multiple children are to be covered, please list the first natne of any chitd answering YES on the fine provided in that area.

Critical Care;
Hospilal Care;
Cancer Care

Have you or anyone proposed for coverags, in the past 10 years, been diagnosed or treated by a member of the medical professien

for:

Applicable Questions

Applicant

Spouse

Child(ren)

Cancer or any malignancy which includes: carcinoma, sarcoma, melanoma,
Hodgkins disease, lsukemia, lymphoma, malignant fumor, or a pre-leukemic
or pre-malignant condition or a condition with malignant potentiaf?

O Yes L) No

OYes L3No

0 Yes O No

Heart disease, angina, heart aftack, heart surgery, congeslive heart failure,
high blood pressure not conteolled by medication or requiring more than two
medications, any other abnormality of the heart or circulatory system
including coronary artery disease, peripheral vascular disease, stroke,
transtent ischemic atlack, or any other cerebrovascular disease?

QYes {No

1 Yes O Na

0 Yes U No

Cerebral palsy, Parkinson's disease, paralysis, amyotrophic laleral sclerosis
(Lou Gehrig's disease}, or other motor neuron diseass; muscatar dystrophy,
myasthenia gravis or any other neuromuscular disorder?

OYes ONo

Ll Yes £l No

O Yes O No

Kidney disease, Diabetes (except during pregnancy), Lung or Respiratory
disease or disorder, Pulmonary or Cystic Fibrosis, Liver or Pancreatic
disorder, any chronic of progressive disease or disorder of the Blood or

Bone Marrow?

O Yes O No

OYes ONo

3 Yes D No

Multiple sclerosis, systemic lupus erythematosus or any other autoimmune
disease or disorder?

RQYes O No

HYes ONo

QYes I No

Do you or anyone proposed for coverage currently have scheduled, or been
advised to have any screening fests, diagnostic tests, medical or surgical
procedures, or are you awalting results or being followed for any of the

above?

QYes O No

O vYes O No

HYes Qo

Critical Care;
Cancer Care

Memory loss, Alzheimer's disease, senile dementia or organic braln
syndrome, or consulted a dogctor or received advice for any of the above?

dYes (I No

O Yes O No

QYes O No

Have you or anyone proposed for coverage been diagnosed o freated for
alcohol or substance abuse in the past 5 years?

QYes O No

OYes & No

L1 Yes O No

Has any person to be insured or any two of their nalural parents or siblings
been diagnosed with the same disease before age 60, based on this lisk
heart disease, siroke, diabeles, cancer, kidney diseass, or muiliple

sclerosis?

O Yes O No

3 Yes EI No

U Yes H No

In signing below, | (a) rep
complete, and correctly recorde
the “Important Not
brief report of my personal health inform
or other medically related facility, insurance or reinsurance company,

e” and the “Insurance Fraud Warning

resent that the statements and answers given on all pages of this application are true,
d to the best of my knowledge and belief; (b) state that | have read and understand
" below; (c) autharize USAble Life or its reinsurer to make a
ation to MIB; (d) authorize any physician, medical practitioner, hospital, clinic,
or Medical Information Bureau, Inc. having

information on me or any member of my family (only those who have applied for coverage on this application)

regarding our mental and physical heal
reputation, finances, and vocation to give
information to use for underwriting insurance;

th, other insurance coverage, hazardous activities, character, general
to USAble Life, its reinsurers, or its legal representative any and all such
(e) authorize all said sources, except MIB, to give such records or

knowledge to any agency employed by the company to collect and transmit such information in order to facifitate its

rapid submission; (f) agre
that a photocopy of this au
or my representative upon request;

e that this authorization shall be valid for two (2) years from the application date; (g) agree
thorization shall be as valid as the original and | understand that a copy is available to me
(h) acknowledge receipt of written notification describing the use of the Medical

Information Bureau as required by the Fair Credit Reporting Act and the Notice of Insurance information Practices. |

have read and understand the above statements and agreements.

In applying for insurance, | authorize my

employer to make the necessary payroli deductions to pay for my insurance. | understand failure to disclose a
proposed insured person's true health condition may void this policy.
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IMPORTANT NOTE: The entire contract will consist of this application and the insurance issued in response
to it. THE INSURANCE WILL NOT BE EFFECTIVE ON THE PROPOSED INSURED UNILESS: (1) The policy is
delivered to the Owner; (2) The first modal premium is paid; and (3) There has been no change since the date of this
application and the effective date of the policy in the health of the Proposed Insured as stated in this application.
There is no coverage until the effective date of the policy.

Insurance Fraud Warning - Any person who knowingly presents a false or fraudulent claim for payment of a loss or
benefit or knowingly presents false information in an application for insurance is guilty of a crime and may be subject
to fines and confinement in prison.

| have read and understand the above statements and agreements.

X Signed at:
Applicant’s Signature {City and State)

Date of
Application;

Agent’s Statement: | have accurately recorded (Month, Day, Year)

the information supplied by the applicant.
X

Agent's Signature Agent's License ID Number

Agent's Printed Name
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1. E%Able Life

=% Live fife. You're covered”

Accident Recovery Rates

With $50k
No AD&D Rider | AD&D Rider With $100k AD&D
{monthly) {monthly) Rider {monthly)
Employee Only $11.74 $15.07 518.39
Employee + Spouse $22.40 $28.30 $34.20
Employee + child{ren) 524,70 $29.25 $33.80
Family $35.36 $42,49 $49.61

With $50k
No AD&D Rider | AD&D Rider With $100k AD&D
{monthly) (monthly) Rider {(manthly)
Employee Only $13.85 $17.18 520,50
Employee + Spouse $26.42 $32.32 $38.22
Employee + child{ren} $29.56 $34.11 $38.66
Family 542,13 $49.26 $56.38

With $50k
No AD&D Rider | AD&D Rider With $100k AD&D
{monthly (monthly) Rider {monthly)
Employee Only $17.39 $20.72 $24.04
Employee + Spouse $33.23 $39.13 $45.03
Employee + child{ren) 537.45 542,00 $46,55
Family $53.29 560.42 $67.54

Your selections:

Coverage for: El Employee only D Employee + Spouse D Employee + Child{ren) D Family

Plan: []Basic Oselect  [J Uira
Premium: $ [ per pay period [ per month




USAble Life

U
EMPLOYEE BENEFITS SUMMARY | 50019104
TOWN OF WEBSTER

_FORALL FULL TIMEACTIVEEMPLOYEES

GROUP.TERM LIFE AND ACGIDENTAL DEATH & DISWEMBERMENT - | . -EMPLOYER CONTRIBUTION: 50%

AMOUNT OF COVERAGE: You may elact a benefit of $5,000 without evidenee of insurabiity,
Beneht does nol rerfucs, and lerminales when you are no longer eligible or your refiament, whichever cccurs frst,

GROUP TERM LIFE insurance is designed to provide benefils to your designated heneficiary for foss of lifa,

ACCIDENTAL DEATH AND DISMEMBERMENT (AD&D} is payabie, IFwithin 365 days of a covered accldant, you suffer loss of fife or
dismemberment. AD&D provides protection for losses oceurring on or off the job.

GROUP TERM LIFE AND ACCIDENTAL DEATH & DISMEMBERMENT ALSO INCLUDES THE FOLLOWING:
Acceleraled Benefit

Fxtended Life Insurance Benefit (Waiver of Premium)

Seat Belt/Air Bag Benefit

Coma Benefit

Exposure & Disappearance Benefit
Repatrlalion Benefit

Assist America

Portabifity

Special Edugation Coverage

Spouse; You may purchase coverage for your efigible spouse In the amount of $5,000.

Children: You may purchase coverage for your eligible children between the ages of 6 months and 26 years in the amount of $1,000.
Benalits are reduced to $500 for chitdren from Live Birth 1o & months.

VOLUNTARY GROUP-TERMLIFE: & o: ;
Employee: If you are age 69 or younger, you may purchase coverage in units of $10,000 to a maximum of $100,000 without evidence of
Insurability. Coverage over these amounts to a maximun of $350,000 s available with evidence of insurabifity.

Benefils reduce (o 65% af age 70, o 50% af ago 75, lo 36% e! aga BO, ta 25% at age 85, lo 20% at age 90, lo 15% al ege 95, and lerminale when you are
no longer eligible er your retirement, whichever oceurs first,

Spouse: If you have purchased VGTL for yourself, you may purchase coverage for your sligible spouse, age 69 or younger, in units of
$5,000 to a maximum of $30,000 without evidence of insurability. Coverage over these amounts to & maximum of $50,080 Is avatiable

with evidence of insurability.
Benefits reduce, based on spouse’s age, fo 65% at age 70, lo 50% i &ge 75, (o 35% af age B0, to 25% at age 85, lo 20% at age 90, to 15% af age 55, and
{erminale when you are no longer eligible or your relirement, whichever accurs fist,

Chid: If you have purchased VGTL for yourseff, you may purchase coverage for your eligible children between the ages of 6 months and
6 years in the amount of $5,000 or $10,000. Henefits reduce to $1,000 for children from live birth to 6 months,

Benafis ferminale when ihey are rio langer eligitle, or al the lerminalion of your elgiblily, whichaver ocours first

VOLUNTARY GROUP TERM LIFE (VGTL) [f you need additional term fife protaction for you and your eligible femily membars, think
aboul USABIe Life's low cost VGTL coverage. You select the barefit amounts to suit your spacific situation and premium payments ara
made through payroll deduction,

VOLUNTARY GROUP TERM LIFE ALSQ INCLUDES THE FOLLOWING:

»  Poriability
« Extended Life Insurance Benefit (Waiver of Premium)




VOLUNTARY ACCIDENTAL DEATH AND DISMEMBERMENT | empLovercontrBuTON: 0%

Employee; You may purchase coverage in units of $10,000 to a maximum of 3350 000 without evidence of insurabilily.

Benefils reduce fo 65% al age 70, to 50% al age 75, ko 35% al age 80, to 25% af age 85, lo 20% at sge 50, to 15% &l age 95, and lerminale when you are
no fonger ehglble o your ra reliremenl, whfcheveroocurs firsL.

Spouse: If you have purchased AD&D for yourself, you may purchase coverage for your ellgtble spouse in umls of §10,000 to a maximum
of $50,000 without evidence of insurability.

Benefis reduce, based on spouse’s age, (o 65% af age 70, o 50% al age 75, o 35% al age 80, to 25% al age 85, lo 20% al age H0), lo 15% al age 05, and
lerminate when  you are Ao ionger e.'fgrb.'e o your retirement, whichever occurs first,

Child: if you have purchased Voluntary ADD for yourself, you may purchase coverage Ior yaur eligible children between the ages ol 6
months and 26 years in the amount of $5,000 or $10,000. Benefits reduce %o $1,000 for children from live birth to 6 monlis,

Benerifs fefminare when they are no fonger eligible, or a! tne rermmahon of ation of your eIIglMiiy, whichever ocours first,

VOLUNTARY ACCIDENTAL DEATH & DISMEMBERMENT (VAD&D) coverage allows you fo purchase benefits to provida protection in
the evenl of an unexpectad loss of accidental death er dismemberment. Protection is issted on a 24-hour basis for you and your eligible
famlly members and covers you as the result ofa cuvered acc|danlanywhere in the word.

VOLUNTARY ACCIDENTAL DEATH AND DISMEMBERMENT ALSO INCLUDES THE FOLLOWJNG
Seat Belt'Air Bag Benefit

Coma Benefit

Exposure & Disappearance Benefit

Repalriation Benefit

Speclal Education Coverage

GROUP ACCIDENT RECOVERY - EMPLOVER CONTRIBUTION: 0%

If you are age 64 or younger, you may purchase Accident Recovery Benelits. This beneﬂ prowﬁes comprehensive coverage for
accidental injuries including hospilalization, rehab and physical herapy. Benefils are paid direcily fo you and there is no coordinalion of
benefits with your medical plan. Coverage is also available for your spouse and chidren,

HIGHLIGHTS OF THE BASIC PLAN INCLUBE:

®  Physiclan Office Visil: $125/2 visits ¢ Physical Therapy: $100f6 visits
e |nitial Hospilalization: $1,000 ®  Transportation {for non-local treatment): $400/5 Trips

& Ambulance {AirfGround): $1,250/8200 *»  “Wellness Benefit: $60
H[GHL!GHTS OF THE SELECT PLAN INCLUDE:
¢ Physician Office Visil: $150/2 visits »  Physical Therapy: $140/6 visits
®  |nitia) Hospitalization: $1,200 *  Transporiation {for non-tocal treatment): $600/5 Trips
¢ Ambulance (AifGround): $1,500/$240 * «  “Wellness Benefit: $75
HIGHLIGHTS OF THE ULTRA PLAN INCLUDE;
®  Physician Office Visit: §226/2 visits »  Physical Therapy: $160/6 visils
® Iniliat Hospitalization: $1,600 o Transportation {for non-locat realment}: $700/5 Trips
»  Ambulance {Air/Ground): $2,000/$320 »  “Wellness Benefit: $105
Important Note

I you are nol aclively at work on the date your insurance or any increase in insurance is scheduled to take effect, the
coverage or increase in coverage will take effect on the day you retum to active work. This benefit summary provides a very
brief description of USAble Life's insurance praducts. This is not an insurance policy and only the actual pravisions of an
issued policy control. USAble Life's policies set forth the rights and obligations of covered persons and USAble Life. Please
be aware that certaln limitations and exclusions may apply, and certain coverage may reduce or terminate due to age or
tack of ellgibility. If you enrall and are approved for coverage, you will be fumished with a certificate of insurance. Please

read your insurance documents carefully.




